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1.  BACKGROUND  

1.1  Implementation of the eHealth Pilot  
 
The Knowledge for Health project (K4Health), funded by USAID, and led by Johns Hopkins 
University Center for Communication Programs (JHU.CCP), seeks to strengthen knowledge 
management (KM) around global, regional, and country-specific public health programs 
through innovations, partnerships, and local capacity building. K4Health aims to facilitate 
knowledge capture and information sharing among key stakeholders, such as program 
managers, health care providers, policy makers, and health information specialists and 
librarians, who promote health, particularly in the areas of reproductive health and family 
planning.  
 
As a component of the K4Health project in Bangladesh, called Bangladesh Knowledge 
Management Initiative (BKMI), an eHealth pilot that took place between May and August of 
2013. The eHealth pilot deployed a health, population, and nutrition (HPN) HPN eToolkit with 
BCC resources and eight eLearning video courses via netbooks and existing facility and NGO-
based computers developed for use by field, facility, and NGO-based workers.  

 
The objectives of this eHealth initiative were as follows: 

 
1. Improve access to family planning/reproductive health (FP/RH), nutrition, and 

maternal newborn and child health (MNCH) resources. 
2. Improve worker knowledge, attitudes, and practice in FP/RH, nutrition, and MNCH.  
3. Improve client and behavioral intentions regarding key FP/RH, nutrition, and 

MNCH. 
4. Strengthen capacity of workers to deliver eHealth interventions.   

 
The pilot implementation was preceded by four phases starting with a pre-assessment of 
workers’ FP/RH, nutrition and MNCH knowledge levels, communication, and technology skills. 
This pre-assessment also included an assessment of existing client health behaviors. The second 
phase of the pilot was orientation of the workers1, followed by the third phase of conducting 
monitoring of the eHealth pilot, and helping to troubleshoot any technology-related issues 
experienced by the field workers (FWs) with netbooks. The last phase was a post-assessment 
survey using the same tools as the pre-assessment, administered to measure any changes in 
knowledge and skills of FWs, or intentions to change behaviors among clients. These activities 
were carried out in Sylhet and Chittagong, two-low performing districts in Bangladesh 
identified by the Ministry of Health and Family Welfare (MoHFW).  
 

1.2  Study Areas 
 
The study took place in the following 12 upazilas of Bangladesh: 

 
• Sylhet District (Sadar, South Surma, Bianibazar, Biswanath, Golapgonj, and Balagonj) 
• Chittagong District (Patia, Mirsarai, Hathazari, Chandanaish, Boalkhali and Anowara)  

  

1 In this report, a worker refers to community-based field workers (both Health Assistants and Family 
Welfare Assistants), as well as facility-based workers from the Upazila Health Complexes, and NGO-based 
workers from Sujer Hashi clinics. 
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1.3  Participants 
 The participants of the pre- and post-assessment study were workers and clients in 
participating pilot areas.  
 

 
• Workers including the following categories:  

 
o Community-based field workers (FWs): Family Welfare Assistants (FWAs) 

and Health Assistants (HAs) who visit communities to deliver health 
information and services. 
 

o Facility and NGO-based workers: MIS/Statisticians from Upazila Health 
Complexes (UHCs), as well as Surjer Hashi (the NGO Health Service Delivery 
clinics) counselors and paramedics who provide health information and 
services from medical facilities. 

 
• Clients: Women of reproductive age (~15 -49 years old) with at least one child 

under the age of 24 months, accessing HPN services in the community. 
 
Responding to a call for proposal, Eminence was chosen as the subcontractor for the eHealth 
pilot activities, based on prior experience. This report contains information on all four phases of 
the pilot.  
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2. PHASE ONE: PRE-ASSESSMENT IN PILOT AREAS 
 
Objectives of the Study: The pre-assessment was conducted to benchmark the following 
indicators:  

  
• Workers’ knowledge and counseling skills in disseminating behavior change 

communication (BCC) information about FP/RH, nutrition and MNCH; 
• Workers’ communication skills using information communication technology based 

counseling tools among clients in households, communities and/or clinics; 
• Field workers’ ability to function at a basic level on a netbook; and  
• Clients’ behavioral intentions regarding key FP/RH, nutrition and MNCH issues.  

 

2.1 Study Design 
 Quantitative data was collected at pre and post-assessment in the two study districts from both 
workers and clients.  

 
For the pre and post-assessment, 349 workers (304 field workers, 15 facility-based workers 
from UHCs, and 30 NGO-based workers from Surjer Hashi clinics) were selected based on the 
list provided by the district level health and family welfare managers. Three-hundred and four 
community-based FWs received netbook followed by orientations. Forty-five facility-based 
workers were also oriented on the use of digital resources (eToolkit and eLearning). Both types 
of workers were included in the pre-assessment data collection.  
 
From each of the 12 upazilas, two (2) unions (the level below an upazila) were randomly 
selected to be the primary sampling unit for each upazila. Community-based clients (mothers 
with a child < = 2 years) were selected from a sampling frame of all mothers (<= 2 years) using a 
systematic random sampling approach. 

 
The sample size for the collected information according to respondent type is as follows: 
 
Respondent Instrument  Sampling                 District Total 

Chittagong Sylhet 
Workers 
Field Workers Structured 

questionnaire 
Purposive 151 153 304 

UHCs ,, ,, 17 28 45 
Surjer Hashi Clinic ,, ,, 9 16 25 
Clients 
Community 
Mothers (< = 2 yrs) 

,, Systematic 
random 
sampling 

338 337 675 

Total 514 534 1078 
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For the community level survey of mothers, a total of 48 villages – 24 from each of the districts 
were covered. These villages were selected from 24 unions – 12 unions from each district –six 
upazila from each district. In each of the villages a household listing took place before the 
survey. During the household listing, each house from the village, having at least one child less 
than 24 months was identified.  Surveys were administered to households. In those 48 villages, 
there were a total of 17,558 households – 7,356 in Sylhet and 10,202 in Chittagong. Among 
those households 2,832 had at least one child less than 24 months – 1,274 in Sylhet and 1,558 in 
Chittagong. With the systemic random sampling approach, a total of 387 households were 
targeted of which 337 were taken under consideration as the study respondent. The total 
number of samples was 674 – 337 from each district. 
 
Pre-coded questions were used in the survey, and all responses were recorded on paper by 
trained interviewers. After the initial data processing –including input, coding, and cleaning – 
the data was analyzed using SPSS statistical software.  
 
Eminence provided a five-day comprehensive training to the field data collectors. There were a 
total of four (4) quality control (QC) officers that guided and supervised the 20 enumerators. 
The QC officers were responsible for ensuring:  
 

• Proper site selection;  
• Quality of data;  
• Guiding enumerators during data collection;  
• Checking some randomly chosen data that were interviewed by the enumerators;  
• Checking the entire completed data sheet; and 
• Holding discussion meetings at the end of the day with the enumerators.  

 
In addition, the QC officers were also responsible for repeating 5% of the interviews conducted 
by the enumerators that worked on his/her team, selected at random. The data collection took 
place simultaneously in two districts with two separate teams. 
 
Eminence trained the interviewers in confidentiality and consent procedures because the 
community level survey did not track the identity of the respondents.

Upazila (12) 

Union (24) 

Villages (48) 

674 
samples 

Sylhet 
(24) 

Sylhet 
(12) 

Sylhet (6) 

Chittagong 
(24) 

Chittagong 
(12) 

Chittagong 
(6) 

HH (17,558) 

HH with <2 
child (2,832) 

Target HH (774) 

Samples (674) 

674 
samples 

Sylhet (337) 

Sylhet (387) 

Sylhet (1274) 

Sylhet (7356) 

Chittagong 
(337) 

Chittagong (387) 

Chittagong (1558) 

Chittagong (10202) 
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3. FINDINGS FROM WORKERS   

3.1 Worker Demographic Profile  
 
Table 1: Type of respondents 

 
Of the targeted FWs interviewed during the course of the pre-assessment, 43.3% were HAs and 
43.8% were FWAs. In addition, 15 facility-based workers were interviewed from 12 Upazila Health 
Complexes (UHC), as well as 30 Surjer Hashi staff from the clinics located in the pilot areas. Details 
in Table 1. 

3.1.1 Worker Training 
 
Table 2: Educational qualification of the workers 
 

Educational 
background 
of the field 
workers 

Sylhet % (n) Chittagong %(n) Total %(n) 
Field Workers Facility Based 

Workers  
Field Workers Facility Based 

Workers  
Field 
Workers 

Facility Based 
Workers  

Total 

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer 
Hashi 

SSC 1.3% 
(1) 

49.4
% 
(38) 

- 14.3% 
(3) 

0.0% 
(0) 

53.9
% 
(41) 

- - 0.7% 
(1) 

51.6
% 
(79) 

- 10% 
(3) 

23.8% 
(83) 

HSC 48.7% 
(37) 

40.3
% 
(31) 

- 4.8% 
(1) 

38.7% 
(29) 

25.0
% 
(19) 

- - 43.7
% 
(66) 

32.7
% 
(50) 

- 3.3% 
(1) 

33.5% 
(117) 

Graduate 32.9% 
(25) 

5.2% 
(4) 

- 52.4% 
(11) 

46.7% 
(35) 

21.1
% 
(16) 

- 100% 
(9) 

39.7
% 
(60) 

13.1
% 
(20) 

- 66.7% 
(20) 

28.7% 
(100) 

Masters  17.1% 
(13) 

5.2% 
(4) 

100% 
(7) 

28.6% 
(6) 

14.7% 
(11) 

- 100% 
(8) 

- 15.9
% 
(24) 

2.6% 
(4) 

100% 
(15) 

20% 
(6) 

14% 
(49) 

 
Within these pilot areas, the survey found large gaps in worker knowledge and training, more than 
50% of FWAs passed SSC (completion of 10th grade), while only 10% Surjer Hashi staff passed SSC. 
More than 40% of HAs and 32.7% of FWAs have completed their HSC level. 67% of Surjer Hashi 
staff completed their graduation and this is the highest percentage while 39.7% of HAs and 13.1% 
of FWAs have completed their graduation. All of the UHC staff hold a Masters degree, while only 
20% of Surjer Hashi staff have a Masters degree. Details in Table 2. 

 
        Type of worker 

Pilot Areas 
Sylhet % Chittagong  % Total 

Field Workers  
Health Assistant (HA) 42% 

(76) 
44.6% 
(75) 

43.3% 
(151) 

Family Welfare Assistant (FWA) 42.5% 
(77) 

45.2% 
(76) 

43.8% 
(153) 

Facility-based Workers 
UHC Staff 3.9% 

(7) 
4.8% 
(8) 

4.3% 
(15) 

Surjer Hashi Staff 11.6% 
(21) 

5.4% 
(9) 

8.6% 
(30) 

 



 

3.1.2 Worker Age Distribution  
 
Table 3: Age group of workers (Mean =34.94, Median =33, SD =±8.884, Mini= 20, Maxi=56) 
 

 
The age of workers ranges from 20 to 56, with 39% of all workers in the 20-29 age category, 26% in 
the 30-39 age category, and 30.9% in the 40-49 age category.  
 
The age distribution of the workers is categorized into four different groups. The mean age of the 
workers is 34.94 years, ranging from 20 to 56. The largest percentage (39%) of workers belongs to 
the 20-29 age category. In Sylhet, the majority of both the HAs (42.1%) and FWAs (41.6%) were in 
the 40-49 age category. Comparatively, the facility-based workers were younger, having 39% in the 
20-29 age category. In contrast, workers in Chittagong were younger on average than workers in 
Sylhet, with 61.3% of HAs and 39.5% of FWAs in the 20-29 age category, whereas the facility-based 
workers were a bit older. UHC staff (50%) and Surjer Hashi staff (66.7%) were in the 30-39 age 
category. Details in Table 3. 
 

3.1.3 Worker Job Tenure 
 
Table 4: Job tenure of workers (Mean =11.55, Median =9, SD =±8.9, Mini=1, Maxi=26) 

 
Job  Sylhet % (n)  Chittagong % (n) Total% (n) 

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Total 

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer 
Hashi 

≤ 10 
years 

47.4% 
(36) 

40.3% 
(31) 

57.1% 
(4) 

81% 
(17) 

77.3% 
(58) 

46.1% 
(35) 

87.5% 
(7) 

55.6% 
(5) 

62.3% 
(94) 

43.1% 
(66) 

73.3% 
(11) 

73.3% 
(22) 

55.3% 
(193) 

> 10 
years 

52.6% 
(40) 

59.7% 
(46) 

42.9% 
(3) 

19% 
(4) 

22.7% 
(17) 

53.9% 
(41) 

12.5% 
(1) 

44.4% 
(4) 

37.7% 
(57) 

56.9% 
(87) 

26.7% 
(4) 

26.7% 
(8) 

44.7% 
(156) 

 
The job tenure for many of the current workers exceeds 10 years, with a mean of 11.5 years for all 
worker cadres.  
 
Within the study areas, 55.3% of HAs and FWAs worked for ten years or more. Furthermore, 73.3% 
of the Surjer Hashi and UHC staff have been reported to work more than or equal to ten years. In 
Sylhet, 81% of Surjer Hashi staff have been working more than or equal to ten years. The same job 
tenure has been reported for 57.1% of UHC staff, 47.4% of HAs and 40.3% of FWAs in Sylhet. 

Age  Sylhet % (n) Chittagong % (n) Total% (n) 

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Total 

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

20-29 
years 

30.3% 
(23) 

27.3% 
(21) 

42.9% 
(3) 

42.9% 
(9) 

61.3% 
(46) 

39.5% 
(30) 

37.5% 
(3) 

11.1% 
(1) 

45.7% 
(69) 

33.3% 
(51) 

40% 
(6) 

33.3% 
(10) 

39% 
(136) 

30-39 
years 

26.6% 
(20) 

24.7% 
(19) 

14.3% 
(1) 

38.1% 
(8) 

25.3% 
(19) 

18.4% 
(14) 

50% 
(4) 

66.7% 
(6) 

25.8% 
(39) 

21.6% 
(33) 

33.3% 
(5) 

46.7% 
(14) 

26.1% 
(91) 

40-49 
years 

42.1% 
(32) 

41.6% 
(32) 

14.3% 
(1) 

19% 
(4) 

12% 
(9) 

36.8% 
(28) 

12.5% 
(1) 

11.1% 
(1) 

27.2% 
(41) 

39.2% 
(60) 

13.3% 
(2) 

16.7% 
(5) 

30.9% 
(108) 

50-59 
years 

1.3% 
(1) 

6.5% 
(5) 

28.6% 
(2) 

0.0% 
(0) 

1.3% 
(1) 

5.3% 
(4) 

0.0% 
(0) 

11.1% 
(1) 

1.3% 
(2) 

5.9% 
(9) 

13.3% 
(2) 

3.3% 
(1) 

4% 
(14) 

12 
 



 

Similarly, in Chittagong 87.5% of UHC staff, 55.6% of Surjer Hashi staff, 77.3% of HAs and 46.1% of 
FWAs have been found with the same job tenure (10 years or more). Details in Table 4. 
 

3.1.4 Exposure to Computer Training 
 
Table 5: Exposure to computer training 
 
Indicators Sylhet % (n) Chittagong % (n) Total % (n)  

Field 
Workers 

Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer 
Hashi 

% of FWs received 
any computer 
training  

30.3
% 
(23) 

15.6
% 
(12) 

42.9
% 
(3) 

95.2% 
(20) 

50.7
% 
(38) 

23.7
% 
(18) 

37.5
% 
(3) 

77.8% 
(7) 

40.4
% 
(61) 

19.6
% 
(30) 

40% 
(6) 

90% 
(27) 

Types of training received  
Basic Course 73.9

% 
(17) 

66.7
% 
(8) 

66.7
% 
(2) 

90% 
(18) 

60.5
% 
(23) 

50% 
(9) 

66.7
% 
(2) 

100% 
(7) 

65.6
% 
(40) 

56.7
% 
(17) 

66.7
% 
(4) 

92.6% 
(25) 

Advance Course 26.1
% 
(6) 

33.3
% 
(4) 

33.3
% 
(1) 

10% 
(2) 

39.5
% 
(15) 

50% 
(9) 

33.3
% 
(1) 

0% 
(0) 

34.4
% 
(21) 

43.3
% 
(13) 

33.3
% 
(2) 

7.4% 
(2) 

 
The percentage of FWs receiving basic or advanced computer training is quite low, whereas the 
UHC and Surjer Hashi staff have a higher percentage of basic computer training.  
 
In the pilot areas, 40.4% of HAs and 19.6% FWAs had previously received computer training, while 
40% of UHC staff and 90% of Surjer Hashi workers received computer training. Among those FWs 
that had received training, HAs (65. 6%) and FWAs (56.7%) received basic computer training, while 
34.4% and 43.3% of HAs and FWAs respectively, received some advanced computer training.  
Among the UHC staff that had received computer training, 66.7% received basic computer training 
and 33.4% received advanced training. Finally, 92% of Surjer Hashi staff received basic training, 
and 7.4% of received advance training. Details in Table 5. 
 

3.2 Baseline Knowledge of Health, Population and Nutrition (HPN)  
 

3.2.1 Knowledge of Family Planning ( FP) Benefits  
 
 
Table 6: Knowledge of benefits of birth spacing 
 

Indicators  Sylhet % (n)  Chittagong % (n) Total  % (n) 
Field Workers Facility Based 

Workers  
Field Workers Facility Based 

Workers  
Field Workers Facility Based 

Workers  
HA FWA UHC  Surjer 

Hashi  
HA FWA UHC  Surjer 

Hashi 
HA FWA UHC  Surjer 

Hashi 
Mothers are healthier 89.5% 

(68) 
64.9% 
(50) 

71.4% 
(5) 

100% 
(21) 

48% 
(36) 

59.2% 
(45) 

50% 
(4) 

100% 
(9) 

68.9% 
(104) 

62.1% 
(95) 

60% 
(9) 

100% 
(30) 

Less likely to die during 
childbirth 

75% 
(57) 

27.3% 
(21) 

57.1% 
(4) 

85.7% 
(18) 

16% 
(12) 

7.9% 
(6) 

0% 
(0) 

77.8% 
(7) 

45.7% 
(69) 

17.6% 
(27) 

26.7% 
(4) 

83.3% 
(25) 

Less likely to suffer 
maternal complications  

67.1% 
(51) 

14.3% 
(11) 

57.1% 
(4) 

71.4% 
(15) 

8% 
(6) 

6.6% 
(5) 

0% 
(0) 

55.6% 
(5) 

37.7% 
(57) 

10.5% 
(16) 

26.7% 
(4) 

66.7% 
(20) 

Babies born healthier  72.4% 
(55) 

23.4% 
(18) 

71.4% 
(5) 

33.3% 
(7) 

34.7% 
(26) 

38.2% 
(29) 

25% 
(2) 

33.3% 
(3) 

53.6% 
(81) 

30.7% 
(47) 

46.7% 
(7) 

33.3% 
(10) 

13 
 



 

Indicators  Sylhet % (n)  Chittagong % (n) Total  % (n) 
Field Workers Facility Based 

Workers  
Field Workers Facility Based 

Workers  
Field Workers Facility Based 

Workers  
HA FWA UHC  Surjer 

Hashi  
HA FWA UHC  Surjer 

Hashi 
HA FWA UHC  Surjer 

Hashi 
Children grow up healthier 53.9% 

(41) 
46.8% 
(36) 

28.6% 
(2) 

47.6% 
(10) 

38.7% 
(29) 

27.6% 
(21) 

25% 
(2) 

55.6% 
(5) 

46.4% 
(70) 

37.3% 
(57) 

26.7% 
(4) 

50% 
(15) 

Children grow up being 
more prosperous  

38.2% 
(29) 

16.9% 
(13) 

42.9% 
(3) 

19% 
(4) 

42.7% 
(32) 

30.3% 
(23) 

12.5% 
(1) 

11.1% 
(1) 

40.4% 
(61) 

23.5% 
(36) 

26.7% 
(4) 

16.7% 
(5) 

Less expenses for the 
family  

56.6% 
(43) 

50.6% 
(39) 

28.6% 
(2) 

4.8% 
(1) 

53.3% 
(40) 

46.1% 
(35) 

62.5% 
(5) 

- 55% 
(83) 

48.4% 
(74) 

46.7% 
(7) 

3.3% 
(1) 

Children can go to better 
schools 

53.9% 
(41) 

53.2% 
(41) 

14.3% 
(1) 

- 46.7% 
(35) 

44.7% 
(34) 

25% 
(2) 

- 50.3% 
(76) 

49% 
(75) 

20% 
(3) 

- 

More money left to feed 
children nutritious foods 

38.2% 
(29) 

39% 
(30) 

43.9% 
(3) 

- 29.3% 
(22) 

39.5% 
(30) 

12.5% 
(1) 

- 33.8% 
(51) 

39.2% 
(60) 

26.7% 
(4) 

- 

Women in the family can 
work to earn  

17.1% 
(13) 

13% 
(10) 

- - 16% 
(12) 

30.3% 
(23) 

- - 16.6% 
(25) 

21.6% 
(33) 

- - 

More happiness in 
conjugal life 

31.6% 
(24) 

22.1% 
(17) 

- - 44% 
(33) 

36.8% 
(28) 

25% 
(2) 

- 37.7% 
(57) 

29.4% 
(45) 

13.3% 
(2) 

- 

Other 3.9% 
(3) 

23.4% 
(18) 

28.6% 
(2) 

- 8.8% 
(6) 

18.4% 
(14) 

12.5% 
(1) 

- 6% 
(9) 

20.9% 
(32) 

20% 
(3) 

- 

 
Overall, the benefits of proper birth spacing are recognized by workers, including improved health 
for mother and child, and economic benefits such as lower family expenses and better schooling, yet 
workers did not agree that the economic benefits of proper spacing would equate to feeding 
children more nutritious foods or help children to be more prosperous.  
 
Table 6 shows the workers’ perception about the benefits of birth spacing. Overall, a majority of all 
workers agreed that birth spacing results in healthier mothers (100% Surjer Hashi, 60% UHC, 62% 
FWAs, 69% HAs). Among the facility-based staff, 83.3% of Surjer Hashi staff agreed that birth 
spacing decreases a mother’s likelihood to die during childbirth, whereas UHC staff (26.7%), HAs 
(45.7%) and FWAs (17.6%) agreed. Further, 67% of Surjer Hashi staff agreed that birth spacing 
reduces maternal complications such as seizure (eclampsia), fistula, etc., compared to 27% of UHC 
staff, 38% of HAs and 11% of FWAs.  
 
Among HAs, 53.6% agreed that when babies are spaced between pregnancies, they are born 
healthier, but FWAs (30.7%), UHC staff, (46.7%) and Surjer Hashi staff (33.3%) agreed less. This 
survey also found that half of the Surjer Hashi staff believed that proper birth spacing leads to 
children that will grow up healthier, and HAs (46.4%), FWAs (37.3%) and UHC staff (26.7%) also 
reported this benefit. Although, only a small percentage of workers thought that birth spacing 
would help children to have futures that are more prosperous. Most of the HAs, FWAs, and UHC 
staff agreed that proper birth spacing would improve the economic status of the family. Similarly, 
half of HAs and FWAs agreed that children could go to better schools if proper birth spacing among 
pregnancies was practiced, yet 33.8% of HAs and 39.2% of FWAs said that families would have 
more money left to feed children nutritious foods. Details in Table 6. 
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3.2.2 Benefits of Small Family Size  
 
Table 7: Knowledge of benefits of small family 
 

Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 
Field Workers Facility Based 

Workers  
Field Workers Facility Based 

Workers  
Field Workers Facility Based 

Workers  
HA FWA UHC  Surjer 

Hashi  
HA FWA UHC  Surjer 

Hashi  
HA FWA UHC  Surjer 

Hashi 
Mothers are healthier 88.2% 

(67) 
71.4% 
(55) 

85.7% 
(6) 

66.7% 
(14) 

59.5% 
(44) 

67.1% 
(51) 

62.5% 
(5) 

88.9% 
(8) 

74% 
(111) 

69.3% 
(106) 

73.3% 
(11) 

73.3% 
(22) 

Less likely to die during 
childbirth 

76.3% 
(58) 

22.1% 
(17) 

57.1% 
(4) 

52.4% 
(11) 

16.2% 
(12) 

23.7% 
(18) 

0.0% 
(0) 

44.4% 
(4) 

46.7% 
(70) 

22.9% 
(35) 

26.7% 
(4) 

50% 
(15) 

Less likely to suffer 
maternal complications. 

68.4% 
(52) 

10.4% 
(8) 

57.1% 
(4) 

28.6% 
(6) 

4.1% 
(3) 

2.6% 
(2) 

0.0% 
(0) 

22.2% 
(2) 

36.7% 
(55) 

6.5% 
(10) 

26.7% 
(4) 

26.7% 
(8) 

Babies born healthier  50% 
(38) 

16.9% 
(13) 

28.6% 
(2) 

23.8% 
(5) 

45.9% 
(34) 

39.5% 
(30) 

25% 
(2) 

22.2% 
(2) 

48% 
(72) 

28.1% 
(43) 

26.7% 
(4) 

23.3% 
(7) 

Children grow up 
healthier 

76.3% 
(58) 

54.5% 
(42) 

71.4% 
(5) 

90.5% 
(19) 

68.9% 
(51) 

43.4% 
(33) 

25% 
(2) 

88.9% 
(8) 

72.7% 
(109) 

49% 
(75) 

46.7% 
(7) 

90% 
(27) 

Children grow up being 
more prosperous  

43.4% 
(33) 

20.8% 
(16) 

42.9% 
(3) 

- 47.3% 
(35) 

40.8% 
(31) 

12.5% 
(1) 

- 45.3% 
(68) 

30.7% 
(47) 

26.7% 
(4) 

- 

Less expenses for the 
family  

65.8% 
(50) 

70.1% 
(54) 

42.9% 
(3) 

28.6% 
(6) 

70.3% 
(52) 

64.5% 
(49) 

62.5% 
(5) 

44.4% 
(4) 

68% 
(102) 

67.3% 
(103) 

53.3% 
(8) 

33.3% 
(10) 

Children can go to better 
schools 

71.1% 
(54) 

77.9% 
(60) 

57.1% 
(4) 

66.7% 
(14) 

54.1% 
(40) 

69.7% 
(53) 

75% 
(6) 

44.4% 
(4) 

62.7% 
(94) 

73.9% 
(113) 

66.7% 
(10) 

60% 
(18) 

More money left to feed 
children nutritious foods 

51.3% 
(39) 

54.5% 
(42) 

57.1% 
(4) 

47.6% 
(10) 

52.7% 
(39) 

63.2% 
(48) 

37.5% 
(3) 

44.4% 
(4) 

52% 
(78) 

58.8% 
(90) 

46.7% 
(7) 

46.7% 
(14) 

Women in the family can 
work to earn  

10.5% 
(8) 

24.7% 
(19) 

0.0% 
(0) 

28.6% 
(6) 

18.9% 
(14) 

36.8% 
(28) 

12.5% 
(1) 

11.1% 
(1) 

14.7% 
(22) 

30.7% 
(47) 

6.7% 
(1) 

23.3% 
(7) 

More happiness in 
conjugal life 

0.0% 
(0) 

11.7% 
(9) 

14.3% 
(1) 

- 2.7% 
(2) 

6.6% 
(5) 

12.5% 
(1) 

- 9.2% 
(14) 

1.3% 
(2) 

13.3% 
(2) 

- 

 
A large majority of workers agree that the mother’s health will improve with a small family size. At 
baseline, HAs were more likely to associate small families with protection from maternal death 
compared to FWAs (Table 7). 
 
There are various perceptions about the benefits of having a small family among the workers. 74% 
of HAs and 69.3% of FWAs along with 73.3 % of facility-based workers (UHC and Surjer Hashi staff) 
perceived that mothers will remain healthy if the family size is small. Among the facility-based 
workers, 26.7% of UHC staff and 50% of Surjer Hashi staff believed that a small family size could 
minimize the likelihood of maternal death during childbirth. 46.7% of HAs and 22.9% of FWAs 
reported having the same perception. Meanwhile, 72.7% of HAs and 49% of FWAs perceived that 
children grow up healthier in small families. 90% of Surjer Hashi staff and 46.7% of UHC staff 
reported believing the same. Details in Table 7. 

3.2.3 Benefits of Long-Acting and Permanent Methods (LAPMs)  
 
Table 8: Knowledge about benefits of Long-Acting and Permanent Methods (LAPMs) 
 

Benefits of LAPM Sylhet % (n) Chittagong % (n) Total % (n) 
Field Workers Facility Based 

Workers  
Field 
Workers 

Facility Based 
Workers  

Field Workers Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer
Hashi 

Lasts longer 94.7
% 
(72) 

87% 
(67) 

85.7
% 
(6) 

100% 
(21) 

66.7
% 
(50) 

78.9
% 
(60) 

75% 
(6) 

100% 
(9) 

80.8
% 
(122) 

83% 
(127) 

80% 
(12) 

100% 
(30) 

Less harassment 90.8
% 

90.9
% 

100% 
(7) 

52.4% 
(11) 

90.7
% 

85.5
% 

100% 
(8) 

33.3% 
(3) 

90.7
% 

88.2
% 

100
% 

46.7% 
(14) 
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(69) (70) (68) (65) (137) (135) (15) 
Less likely to fail 9.2% 

(7) 
11.7
% 
(9) 

14.3
% 
(1) 

47.6% 
(10) 

37.3
% 
(28) 

47.4
% 
(36) 

37.5
% 
(3) 

22.2% 
(2) 

23.2
% 
(35) 

29.4
% 
(45) 

26.7
% 
(4) 

40% 
(12) 

There is no service 
charge/fee for clients 

1.3% 
(1) 

11.7
% 
(9) 

0.0% 
(0) 

- 16% 
(12) 

18.4
% 
(14) 

12.5
% 
(1) 

- 8.6% 
(13) 

15% 
(23) 

6.7% 
(1) 

- 

Client gets 
travel/transportatio
n cost 

2.6% 
(2) 

13% 
(10) 

- - 8% 
(6) 

7.9% 
(6) 

- - 5.3% 
(8) 

10.5
% 
(16) 

- - 

Other 3.9% 
(3) 

20.8
% 
(16) 

0.0% 
(0) 

- 2.7% 
(2) 

2.6% 
(2) 

25% 
(2) 

- 3.3% 
(5) 

11.8
% 
(18) 

13.3
% 
(2) 

- 

 
Workers viewed LAPMs as long-acting methods that are less troublesome to use for the clients, yet 
almost none of them had knowledge that LAPMs could be accessed free of charge and that clients 
are offered assistance to access LAPM services.  
 
More than 80% of FWs in the pilot areas reported that LAPMs last longer and are easier to use. 
Among the facility-based workers, more than 88% of Surjer Hashi staff, FWAs and HAs agreed that 
these methods create less harassment for clients, but only 46.7% of Surjer Hashi workers agreed. 
Very few of the workers reported to know that LAPM services are free of cost, with only 8.6% of 
HAs, 15% of FWAs and 6.7% of UHC staff having knowledge on this provision while no Surjer Hashi 
staff reported knowing about it at all. Details in Table 8. 

3.3 Knowledge of Family Planning (FP) Methods (Short, Long, Permanent) 
 
Table 9: Field worker knowledge about short-term methods 

  
Indicators  Sylhet % (n) Chittagong % (n) Total% (n) 

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer 
Hashi 

Condoms 97.4% 
(74) 

97.4
% 
(75) 

100
% 
(7) 

100% 
(21) 

90.7
% 
(68) 

94.7
% 
(72) 

100
% 
(8) 

100% 
(9) 

94% 
(142) 

96.1
% 
(147) 

100
% 
(15) 

100% 
(30) 

Oral pills 98.7% 
(75) 

97.4
% 
(75) 

100
% 
(7) 

100% 
(21) 

85.3
% 
(64) 

97.4
% 
(74) 

75% 
(6) 

100% 
(9) 

92.1% 
(139) 

97.4
% 
(149) 

86.7
% 
(13) 

100% 
(30) 

Injectables 86.8% 
(66) 

90.9
% 
(70) 

85.7
% 
(6) 

95.2% 
(20) 

73.3
% 
(55) 

86.8
% 
(66) 

75% 
(6) 

88.9% 
(8) 

80.1% 
(121) 

88.9
% 
(136) 

80% 
(12) 

93.3% 
(28) 

Lactational 
Amenorrhea 

2.6% 
(2) 

7.8% 
(6) 

0.0% 
(0) 

9.5% 
(2) 

5.3% 
(4) 

11.8
% 
(9) 

12.5
% 
(1) 

11.1% 
(1) 

4% 
(6) 

9.8% 
(15) 

6.7
% 
(1) 

10% 
(3) 

Traditional/Natur
al methods 

9.2% 
(7) 

10.4
% 
(8) 

14.3
% 
(1) 

9.5% 
(2) 

9.3% 
(7) 

18.4
% 
(14) 

12.5
% 
(1) 

11.1% 
(1) 

9.3% 
(14) 

14.4
% 
(22) 

13.3
% 
(2) 

10% 
(3) 

 
In terms of short-term family planning methods, the vast majority of workers have knowledge 
about condoms, oral pills and injectable drugs as short-term family planning methods. In the health 
service facilities, all (100%) Surjer Hashi staff knew about using condoms and oral pills. Less than 
10% of workers knew about the lactational amenorrhea (LAM) method. Details in Table 9. 
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3.3.1 Knowledge of Long-Term Methods 
 
Table 10: Knowledge of long-term methods 
 
Indicators  Sylhet % (n) Chittagong % (n) Total %(n) 

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer
Hashi 

IUD 80.3% 
(61) 

96.1% 
(74) 

100% 
(7) 

100% 
(21) 

53.3% 
(40) 

77.6% 
(59) 

50% 
(4) 

100% 
(9) 

66.9% 
(101) 

86.9% 
(133) 

73.3% 
(11) 

100% 
(30) 

Hormonal 
Implant 

100% 
(76) 

97.4% 
(75) 

85.7% 
(6) 

100% 
(21) 

93.3% 
(70) 

90.8% 
(69) 

75% 
(6) 

100% 
(9) 

96.7% 
(146) 

94.1% 
(144) 

80% 
(12) 

100% 
(30)  

 
Long-term family planning methods (IUD and Hormonal Implant) are more or less known to the 
pilot area workers. In both districts, 100% of Surjer Hashi staff knew about these two methods - 
IUD and Hormonal Implant, while more than 80% of HAs and FWAs had knowledge about these 
methods. Details in Table 10. 
 

3.3.2 Knowledge of Permanent Methods  
 
Table 11: Knowledge of permanent methods 
 
Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Field Workers Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer
Hashi  

HA FWA UHC  Surjer 
Hashi 

Tubectomy for 
women 

98.7
% 
(75) 

100% 
(77) 

100
% 
(7) 

100% 
(21) 

81.3% 
(61) 

96.1% 
(73) 

87.5% 
(7) 

100% 
(9) 

90.1% 
(136) 

98% 
(150) 

93.3% 
(14) 

100% 
(30) 

Vasectomy for 
men 

97.4
% 
(74) 

97.4% 
(75) 

100
% 
(7) 

100% 
(21) 

90.7% 
(68) 

92.1% 
(70) 

100% 
(8) 

100% 
(9) 

94% 
(142) 

94.8% 
(145) 

100% 
(15) 

100% 
(30) 

 
 
Table 12: Knowledge of field worker to a client who has a child 

 
Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 

Field Workers Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

Information on all Family 
Planning options available to 
her 

81.6% 
(62) 

64.9
% 
(50) 

71.4
% 
(5) 

100% 
(21) 

38.7
% 
(29) 

56.6
% 
(43) 

50% 
(4) 

100% 
(9) 

60.3
% 
(91) 

60.8
% 
(93) 

60% 
(9) 

100% 
(30) 

Benefits of spacing children if 
she intends to have more 
children 

67.1% 
(51) 

61% 
(47) 

57.1
% 
(4) 

61.9% 
(13) 

74.7
% 
(56) 

61.8
% 
(47) 

62.5
% 
(5) 

77.8% 
(7) 

70.9
% 
(107) 

61.4
% 
(94) 

60% 
(9) 

66.7% 
(20) 

Other 2.6% 
(2) 

19.5
% 
(15) 

14.3
% 
(1) 

- 9.3% 
(7) 

9.2% 
(7) 

0.0% 
(0) 

- 6% 
(9) 

14.4
% 
(22) 

6.7
% 
(1) 

_ 

 
All of the Surjer Hashi workers and more than 90% of UHC staff in pilot areas reported to have 
knowledge on permanent methods of family planning (tubectomy for women and vasectomy for 
men). Among the FWs, 90.1% of HAs and 98% of FWAs had knowledge of a tubectomy while 94% 
of HAs and 94.8% of FWAs have knowledge on vasectomy. Details in Table 11. 
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3.3.3 Knowledge Provided to a Newly Married Couple  
 
Table 13: Knowledge of field worker to a newly married couple 
 

Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 
Field 
Workers 

Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer
Hashi  

Information on how to delay the 
birth of their first child 

80.3
% 
(61) 

80.5
% 
(62) 

100
% 
(7) 

76.2% 
(16) 

49.3
% 
(37) 

61.8
% 
(47) 

75% 
(6) 

77.8% 
(7) 

64.9
% 
(98) 

71.2
% 
(109) 

86.7
% 
(13) 

76.7% 
(23) 

Information on the benefits of 
delaying the birth of the first child 

73.7
% 
(56) 

63.6
% 
(49) 

28.6
% 
(2) 

66.7% 
(14) 

49.3
% 
(37) 

61.8
% 
(47) 

75% 
(6) 

66.7% 
(6) 

61.6
% 
(93) 

62.7
% 
(96) 

53.3
% 
(8) 

66.7% 
(20) 

Detailed available information 
about Family Planning options  

46.8
% 
(36) 

69.7
% 
(53) 

71.4
% 
(5) 

71.4% 
(15) 

53.3
% 
(40) 

43.4
% 
(33) 

25% 
(2) 

55.6% 
(5) 

61.6
% 
(93) 

45.1
% 
(69) 

46.7
% 
(7) 

66.7% 
(20) 

Information on the benefits of 
birth spacing their children 

46.1
% 
(35) 

28.6
% 
(22) 

57.1
% 
(4) 

19% 
(4) 

58.7
% 
(44) 

35.5
% 
(27) 

25% 
(2) 

33.3% 
(3) 

52.3
% 
(79) 

32% 
(49) 

40% 
(6) 

23.3% 
(7) 

Other 3.9% 
(3) 

13% 
(10) 

0% 
(0) 

- 6.7
% 
(5) 

5.3% 
(4) 

25% 
(2) 

- 5.3
% 
(8) 

9.2% 
(14) 

13.3
% 
(2) 

- 

 
The perception of the FWs on advising newly married couples in the pilot areas about family 
planning was evaluated and the results are provided in Table 13. A good percentage of FWs (64.9% 
of HAs and 71.2% of FWAs) and facility-based workers (86.7% of UHC staff and 76.7% Surjer Hashi 
staff) reported providing information on how to delay the birth of the first child to a newly married 
couple. Approximately, 61.6% of HAs and 62.7% of FWAs reported explaining to couples the 
benefits of delaying their first born, while 53.3% of UHC staff and 66.7% of Surjer Hashi staff did the 
same in the facility centers. Among the FWs, 52.3% of HAs and 32% of FWAs reported informing 
newly married couples about the benefits of birth spacing while 40% of the UHC staff and 23.3% of 
Surjer Hashi staff also reported providing this information to the couples.  

3.3.4 Knowledge about When and Who to Counsel  
 

Table 14: Knowledge about when and who to counsel 
 
Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 

Field 
Workers 

Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer
Hashi 

Target Group  
Adolescent girls 7.9% 

(6) 
33.8
% 
(26) 

14.3
% 
(1) 

- 10.7% 
(8) 

39.5% 
(30) 

25% 
(2) 

- 9.3% 
(14) 

36.6
% 
(56) 

20% 
(3) 

- 

Unmarried men 9.2% 
(7) 

29.9
% 
(23) 

14.3
% 
(1) 

- 29.3% 
(22) 

28.9% 
(22) 

25% 
(2) 

- 19.2
% 
(29) 

29.4
% 
(45) 

20% 
(3) 

- 

Newly married 
couples 

98.7
% 
(75) 

97.4
% 
(75) 

100
% 
(97) 

100% 
(21) 

73.3% 
(55) 

81.6% 
(62) 

100
% 
(8) 

100% 
(9) 

86.1
% 
(130) 

89.5
% 
(137) 

100% 
(15) 

100% 
(30) 

Couples who 
just had a baby 

90.8
% 
(69) 

57.1
% 
(44) 

85.7
% 
(6) 

90.5
% 
(19) 

81.3% 
(61) 

72.4% 
(55) 

87.5
% 
(7) 

77.8
% 
(7) 

86.1
% 
(130) 

64.7
% 
(99) 

86.7
% 
(13) 

86.7% 
(26) 

Targeted Times  
During EPI 
session 

51.6
% 

26.2
% 

50% 
(2) 

- 63.6% 
(21) 

34% 
(16) 

75% 
(3) 

- 57.8
% 

30.3
% 

62.5
% 

- 
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Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 
Field 
Workers 

Facility Based 
Workers  

Field Workers Facility Based 
Workers  

Field 
Workers 

Facility Based 
Workers  

HA FWA UHC  Surjer 
Hashi  

HA FWA UHC  Surjer 
Hashi 

HA FWA UHC  Surjer
Hashi 

(16) (11) (37) (27) (5) 
During ANC and 
PNC visits  

58.1
% 
(18) 

23.8
% 
(10) 

25% 
(1) 

100% 
(17) 

24.2% 
(8) 

55.3% 
(26) 

25% 
(1) 

100% 
(8) 

40.6
% 
(26) 

40.4
% 
(36) 

25% 
(2) 

100% 
(25) 

Others  22.6
% 
(7) 

73.8
% 
(31) 

50% 
(2) 

- 42.4% 
(14) 

29.8% 
(14) 

50% 
(2) 

- 32.8
% 
(21) 

50.6
% 
(45) 

50% 
(4) 

- 

 
One-hundred percent of facility-based workers and more than 80% of FWs perceived newly 
married couples as their target group while adolescent girls received far less attention from the 
workers. Only 9.3% of HAs, 36.6% of FWAs, and 20% of UHC staff perceived adolescent girls as 
their target group while no Surjer Hashi staff reported perceiving adolescent girls as their target 
group.  
 
In addition, 57.8% of HAs and 30.3% of FWAs provided family planning methods during the 
Expanded Program on Immunization (EPI) sessions, and approximately 40% provided this 
information during ANC and PNC visits.  Among the facility-based workers, Surjer Hashi staff 
provided family planning services only during the ANC and PNC visits. Details in Table 14. 
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4. FINDINGS FROM CLIENTS 
 

4.1    Client Demographic Profile 
 
Table 15: Social demographic background of the respondents in the pilot areas  
 

Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 
Age (Mean =26.7; Median =26; Mini=18; Max=40) 
15-19 years 4.2%  

(14) 
6.8% 
(23) 

5.5% 
(37) 

20-24 years 28.2% 
(95) 

35.3% 
(119) 

31.8% 
(214) 

25-29 years 36.8% 
(124) 

31.5% 
(106) 

34.1% 
(230) 

30-34 years 25.2% 
(85) 

21.7% 
(73) 

23.4% 
(158) 

35-39 years  4.5% 
(15) 

4.7% 
(16) 

4.6% 
(31) 

>39 years  1.2% 
(4) 0 0.6% 

(4) 
Ever attended school 83.1% 

(280) 
89.3% 
(301) 

86.2% 
(581) 

Highest completed level of school 
Primary 50.0% 

(140) 
24.6% 
(74) 

36.8% 
(214) 

Secondary 45.7% 
(128) 

71.8% 
(216) 

59.2% 
(344) 

Higher Secondary 4.3% 
(12) 

3.7% 
(11) 

4% 
(23) 

Reading capacity  
Easily 73.3% 

(247) 
82.8% 
(279) 

78% 
(526) 

With Difficulty 9.8% 
(33) 

6.5% 
(22) 

8.2% 
(55) 

Not at all 16.9% 
(57) 

10.7% 
(36) 

13.8% 
(93) 

Religion  
Islam 97.9% 

(329) 
91.7% 
(309) 

94.7% 
(638) 

Hindu 1.8% 
(6) 

7.7% 
(26) 

4.7% 
(32) 

Christian 0.6% 
(2) 

0.3% 
(1) 

0.4% 
(3) 

Buddhist  
0 0.3% 

(1) 
0.1% 
(1) 

Household Assets 
Electricity  82.5% 

(278) 
73.6% 
(248) 

78% 
(526) 

Radio 11.9% 
(40) 

7.1% 
(24) 

9.5% 
(64) 

Television  53.7% 
(181) 

46.8% 
(159) 

50.4% 
(314) 

Mobile Phone  83.4% 
(281) 

92.9% 
(313) 

88.1% 
(594) 

Landline 10.1% 
(34) 

3.3% 
(11) 

6.7% 
(45) 

Refrigerator   24% 
(81) 

23.4% 
(79) 

23.7% 
(160) 
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The mean age of the respondents was 26.7 years with a range of 18 to 40 years. Of the 86.2% 
respondents that ever attended school, 59.2% of them reported receiving a secondary education. 
Approximately, 78% of households reported having electricity, and 88.1% use a mobile telephone 
as a means of communication. Details in Table 15. 
 

4.1.1 Pregnancy History  
 
Table 16: Pregnancy history in pilot areas 

 
Indictors  Sylhet % (n) Chittagong % (n) Total  % (n) 
Currently Pregnant 6.8% 

(23) 
3.6% 
(12) 

5.2% 
(35) 

Completed Months of Pregnancy  
First Trimester 43.5% 

(10) 
25.0% 
(3) 

37.1% 
(13) 

Second Trimester 21.5% 
(5) 

66.7% 
(8) 

37.1% 
(13) 

Third Trimester 34.8% 
(8) 

8.3% 
(1) 

25.7% 
(9) 

 
Currently, 6.8% of respondents reported being pregnant (6.8% in Sylhet and 3.6% in Chittagong), 
and among them 37.1% were in their first or second trimester while 25.7% were in their third 
trimester. The highest number of respondents got pregnant just after their menstrual period 
(36.9%) or halfway between two periods (31.6%). Respondents rarely got pregnant during their 
period (3.6%) or just at the beginning of their period (3.9%). Details in Table 16. 

 
 

Table 17: Information about expected pregnancy 
 

Indicators  Sylhet % (n) Chittagong % (n) Total  % (n) 
During last pregnancy the respondent wanted to get pregnant at 
that time 

74.8% 
(252) 

80.7% 
(272) 

77.7% 
(524) 

During last pregnancy the respondent wanted to wait or wanted no 
(more) child  

25.2% 
(85) 

19.3% 
(65) 

22.3% 
(150) 

 
In most of the cases, respondents (77.7%) got pregnant at the time they wanted, but 22.3% of the 
current pregnancies occurred at a time when respondents wanted to wait or did not want more 
children. Details in Table 17. 
 

 
Table 18: ANC Care during last pregnancy 

 
Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 
Sought ANC during the last pregnancy 87.5% 

(295) 
92.0% 
(310) 

89.8% 
(605) 

Place to sought ANC 
Own Home 19.9% 

(67) 
17.5% 
(59) 

18.7% 
(126) 

Others home  3.0% 
(10) 

3.3% 
(11) 

3.1% 
(21) 

Govt. Hospital 18.7% 
(63) 

14.2% 
(48) 

16.5% 
(111) 

Upazila Health Complex 15.1% 
(51) 

24.3% 
(82) 

19.7% 
(133) 
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Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 
Union Health Center 12.8% 

(43) 
17.5% 
(59) 

15.1% 
(102) 

Community Clinic 5.3% 
(18) 

11.3% 
(39) 

8.5% 
(57) 

Private hospital/clinic 41.2% 
(139) 

34.4% 
(116) 

37.8% 
(255) 

Person visited 
No one 12.5% 

(42) 
8% 
(27) 

10.2% 
(69) 

Doctor 68.5% 
(231) 

63.8% 
(215) 

66.2% 
(445) 

Nurse 2.4% 
(8) 

7.1% 
(24) 

4.7% 
(32) 

Traditional Birth Attendants 3.0% 
(10) 

5.3% 
(18) 

4.2% 
(28) 

Community/Village Health Worker 13.6% 
(46) 

15.7% 
(53) 

14.7% 
(99) 

First ANC received within the following months  
During First Trimester 49.5% 

(167) 
51.0% 
(172) 

50.3% 
(339) 

During Second Trimester 28.5% 
(96) 

32.3% 
(109) 

30.4% 
(205) 

During Third Trimester 5.0% 
(17) 

3.9% 
(13) 

4.4% 
(30) 

Number of times a pregnant women should sought ANC 
During First Trimester 32.3% 

(109) 
18.7% 
(63) 

25.5% 
(172) 

During Second Trimester 36.2% 
(122) 

45.1% 
(152) 

40.6% 
(274) 

During Third Trimester 21.0% 
(71) 

22.2% 
(75) 

21.7% 
(146) 

Number of times received ANC during the last pregnancy  
Once 5.0% 

(17) 
3.6% 
(12) 

4.3% 
(29) 

Twice 23.1% 
(78) 

14.8% 
(50) 

19% 
(128) 

Thrice 19.6% 
(66) 

21.4% 
(72) 

20.5% 
(138) 

Four times  13.4% 
(45) 

19.6% 
(66) 

16.5% 
(111) 

More than four times  38.9% 
(131) 

40.7% 
(137) 

39.8% 
(268) 

Received TT during the last ANC 70.6% 
(238) 

79.5% 
(268) 

75.1% 
(506) 

Number of times receiving TT 
Once 19.6% 

(66) 
25.5% 
(86) 

22.5% 
(152) 

Twice 8.6% 
(29) 

15.7% 
(53) 

12.2% 
(82) 

Three 13.4% 
(45) 

13.0% 
(44) 

13.2% 
(89) 

Four times  4.2% 
(14) 

3.3% 
(11) 

3.7% 
(25) 

More than four times  24.9% 
(84) 

21.9% 
(74) 

23.4% 
(158) 

 
A total of 89.8% of client respondents sought ANC during their last pregnancy, of these 87.5% were 
from Sylhet and 92.0% were from Chittagong. Overall, 37.8% of respondents received ANC from 
Private Hospitals/Clinics, whereas 19.7% from Upazila Health Complexes, 18.7% from her own 
home, 16.5% from district hospitals, and 15.1% from Union Health and Family Welfare Centres 
(UHFWC). Around 60% of them visited doctors, 14.7% visited Community/Village Field Worker, 
and 10.2% did not go anywhere. 
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Of those clients who sought ANC care, 50.3% received their first ANC during the first trimester, 
30.4% received their first ANC during the second trimester, and 4.4% received their first ANC 
during the third trimester. Around 40.6% of mothers said that a pregnant woman should seek ANC 
during the second trimester, whereas 25.5% reported that it is appropriate during the first 
trimester. Among respondents, 39.8% received ANC more than four times during their last 
pregnancy, whereas 16.5% received it four times, 20.5% received it three times, 19% received it 
two times and 4.3% received it one time. 
 
Around 75.1% of respondents received Tetanus Toxoid (TT) during the last pregnancy. Among 
them, 23.6% received TT more than four times during the last pregnancy, whereas 3.7% received it 
four times, 13.2% received it three times, 12.2% received it two times and 4.3% received it one 
time. Details in Table 18. 

 
Table 19: Assisted delivery during  last pregnancy 

 
Indicators  Sylhet % (n) Chittagong % (n) Total  % (n) 
Person provided assistance during delivery 
Doctor 27.0% 

(91) 
32.6% 
(110) 

29.8% 
(201) 

Nurse 10.1% 
(34) 

19.9% 
(67) 

15% 
(101) 

Midwife 31.5% 
(106) 

23.4% 
(79) 

27.4% 
(185) 

Traditional Birth Attendants 24.9% 
(84) 

17.8% 
(60) 

21.4% 
(144) 

Community/Village Health Worker 6.5% 
(22) 

6.2% 
(21) 

6.4% 
(43) 

Place for assisted delivery  
Own Home 65.6% 

(221) 
48.7% 
(164) 

57.1% 
(385) 

Govt. Hospital 14.5% 
(49) 

16.0% 
(54) 

15.3% 
(103) 

Upazila Health Centre 2.7% 
(9) 

8.6% 
(29) 

5.6% 
(38) 

Union Health Center 0.3% 
(1) 

0.3% 
(1) 

0.3% 
(2) 

Community Clinic 0.3% 
(1) 

0.9% 
(3) 

0.6% 
(4) 

Private hospital/clinic 16.6% 
(56) 

25.5% 
(86) 

21.1% 
(142) 

 
Table 19 shows that 29.8% of respondents reported that a doctor provided assistance during 
delivery, whereas 15% reported a nurse present, 27.4% said midwife, and 21.4% reported a 
traditional birth attendant assisted their birth. Roughly, 57% of the women said that their delivery 
was assisted at their home, whereas 21.1% said their delivery was assisted within a private 
hospital and 15.3% at a government hospital. Details in Table 19.  
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4.1.2 Access to Media & Technology  
 
Table 20: Access to media 

 
Indicator  Sylhet % (n) Chittagong % (n) Total  % (n) 
Newspaper or magazine 
Everyday 3.6% 

(12) 
1.5% 
(5) 

2.5% 
(17) 

Once a Week 3.3% 
(11) 

3.0% 
(10) 

3.1% 
(21) 

Occasionally 8.0% 
(27) 

12.2% 
(41) 

10.1% 
(68) 

Not at all 85.2% 
(287) 

83.4% 
(281) 

84.3% 
(568) 

Listening the radio 
Everyday 3.9% 

(13) 
3.3% 
(11) 

3.6% 
(24) 

Once a Week 1.5 % 
(5) 

0.3% 
(1) 

0.9% 
(6) 

Occasionally 6.5% 
(22) 

3.6% 
(12) 

5% 
(34) 

Not at all 88.1% 
(297) 

92.9% 
(313) 

90.5% 
(610) 

Watching television 
Everyday 46.6% 

(157) 
38.6% 
(130) 

42.6% 
(287) 

Once a Week 0.9% 
(3) 

1.5% 
(5) 

1.2% 
(8) 

Occasionally 6.2% 
(21) 

7.1% 
(24) 

6.7% 
(45) 

Not at all 46.3% 
(156) 

52.8% 
(178) 

49.6% 
(334) 

 
Only 2.5% respondents were found to read the newspaper daily, while 84.3% reported not having 
access to newspapers at all. In terms of electronic media access, 42.6% reported watching 
television daily, whereas 49.6% of respondents reported no access at all. Only 3.6% of respondents 
have access to radio daily. Details in Table 20. 
 

4.2   Baseline knowledge of Health, Population and Nutrition (HPN)  
 

4.2.1 Contraceptive Knowledge and Information  
 
Table 21: Knowledge of contraceptive methods in the pilot areas 
 
Methods for Contraception  Sylhet % (n) Chittagong % (n) Total % (n) 
Female Sterilization 99.4% 

(335) 
90.8% 
(306) 

95.1% 
(641) 

Male Sterilization 87.2% 
(294) 

71.5% 
(241) 

79.4% 
(535) 

IUD 64.4% 
(217) 

55.5% 
(187) 

59.9% 
(404) 

Injectable 97.9% 
(330) 

97.0% 
(327) 

97.5% 
(657) 

Implants 95.1% 
(321) 

77.7% 
(262) 

86.5% 
(583) 

Pill 99.1% 
(334) 

99.1% 
(334) 

99.1% 
(668) 
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Methods for Contraception  Sylhet % (n) Chittagong % (n) Total % (n) 
Condom 96.1% 

(324) 
94.7% 
(319) 

95.4% 
(643) 

LAM 8.6% 
(29) 

11.9% 
(40) 

10.2% 
(69) 

Rhythm Method 68.8% 
(232) 

66.8% 
(225) 

67.8% 
(457) 

Withdrawal 57.9% 
(195) 

48.7% 
(164) 

53% 
(359) 

Emergency Contraceptive  7.4% 
(25) 

14.2% 
(48) 

11.5% 
(73) 

 
Evaluation of knowledge of the respondents in the pilot areas on contraception method found that 
the pill (99.1%), condoms (95.4%), injectables (97.5%) and female sterilization (95.1%) are the 
major family planning methods recognized by the respondents. One half of the study population 
(53%) acknowledged withdrawal method, while only around 10% recognized LAM and emergency 
contraceptive method. Details in Table 21. 
 
 
Table 22: Sources of Information on using Family Planning (FP) 
 
Indicator  Sylhet % (n) Chittagong % (n) Total  % (n) 
Intention of using any method for delay pregnancy  95.3% 

(321) 
95.5% 
(322) 

95.4% 
(643) 

Ever told by a health or family planning worker about side effects 
of method 

32.3% 
(109) 

23.4% 
(79) 

27.9% 
(188) 

Ever told by a health or family planning worker what to do if 
experienced side effects with the method 31.2% 

(105) 
19.3% 
(65) 

25.2% 
(170) 

Ever told by a health and/or family planning worker about other 
family planning methods 27.3% 

(92) 
19.6% 
(66) 

23.4% 
(158) 

 
95.4% respondents (95.3% in Sylhet and in Chittagong 95.5%) reported using any method to delay 
pregnancy, but only 27.9% of them were told about the side effects of using different methods of 
contraception, and furthermore only 25.2% received knowledge on how to remedy the side effects. 
Details in Table 22. 
 
Table 23: Knowledge on place where Family Planning (FP) methods can be sought 
 
Indicator  Sylhet % (n) Chittagong % (n) Total % (n) 
Know a place from where family planning method can be obtained  100% 

(337) 
100% 
(337) 

100% 
(674) 

Name of the place  
Govt. Hospital 10.4% 

(35) 
10.7% 
(36) 

10.5% 
(71) 

Govt. Health Center 9.5% 
(32) 

13.9% 
(47) 

11.7% 
(79) 

Family Planning Clinic 12.2% 
(41) 

16.6% 
(56) 

14.4% 
(97) 

Mobile/ Satellite Clinic 5.6% 
(19) 

4.7% 
(16) 

5.2% 
(35) 

Field Worker 18.4% 
(62) 

9.8% 
(33) 

14.1% 
(95) 

Private hospital 8.3% 
(28) 

6.8% 
(23) 

7.6% 
(51) 

Pharmacy 28.5% 
(96) 

32.0% 
(108) 

30.3% 
(204) 
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Indicator  Sylhet % (n) Chittagong % (n) Total % (n) 
Private doctors 3.0% 

(10) 
3.0% 
(10) 

3% 
(20) 

Friends or relatives 4.2% 
(14) 

2.4% 
(8) 

3.3% 
(22) 

Know a place from where emergency contraception can be obtained 100% 
(337) 

100% 
(337) 

100% 
(674) 

Name of the place  
Govt. Hospital 17.2% 

(58) 
19.6% 
(66) 

18.4% 
(124) 

Govt. Health Center 24.9% 
(84) 

24.9% 
(84) 

25% 
(168) 

Family Planning Clinic 17.2% 
(58) 

15.7% 
(53) 

16.5% 
(111) 

Mobile/ Satellite Clinic 0 0 0 
Field Worker 0 0.3%(1) 0.3%(1) 
Private hospital 13.6% 

(46) 
15.1% 
(51) 

14.4% 
(97) 

Pharmacy 2.4% 
(8) 

6.2% 
(21) 

4.3% 
(29) 

Shop 9.8% 
(33) 

6.2% 
(21) 

8% 
(54) 

Private doctors 0 0 0 
Friends or relatives 0 0 0 
Other Government Sectors 14.8% 

(50) 
11.9% 
(40) 

13.4% 
(90) 

 
All the respondents in Sylhet and Chittagong reported an exact place where family planning 
methods could be obtained, and where emergency contraception could be obtained. Among the 
government facilities, 10.5% and 11.7% of respondents answered a government hospital and 
government health center as sources of FP methods. Only 14.1% sought FP methods from family 
planning clinics, and most (30.3%) of the respondents accessed methods via a pharmacy. For 
emergency contraception, respondents mostly depend on government hospitals (18.4%) and 
government health centers (25%), some reported to rely on family planning clinics (16.5%) as well. 
13.4% of respondents reported seeking help from some unlisted governmental centers. Details in 
Table 23. 

4.2.2 Knowledge about Newborn and Child Health  
 
Table 24: Knowledge on newborn danger signs 
 
Indicators  Sylhet % (n) Chittagong % (n) Total  % (n) 
During this last pregnancy fieldworker talked about danger signs for 
a newborn 

49.3% 
(166) 

37.4% 
(126) 

43.4% 
(292) 

Danger signs of newborn  
Birth Asphyxia  69.1% 

(233) 
65.3% 
(220) 

67.2% 
(453) 

Low Birth Weight  18.1% 
(61) 

11.6% 
(39) 

14.8% 
(100) 

Sepsis  63.5% 
(214) 

74.5% 
(251) 

69% 
(465) 

 
Around 43% of the respondents said that FWs had discussed the danger signs of a newborn. Among 
respondents, 69% have in-depth knowledge (based on the information given in their service 
trainings) on sepsis, 67.2% have knowledge on birth asphyxia, and 14.8% have knowledge about 
low birth weight. Details in Table 24. 
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Table 25: Knowledge of Newborn and Child Health (NCH) 
 
Indicator Sylhet % (n) Chittagong % (n) Total  % (n) 
During this last pregnancy a field worker talked about how to care for 
a newborn baby 

49.0% 
(165) 

40.4% 
(136) 

44.7% 
(301) 

After birth delay bathing a newborn child (Hour) 
One day 26.4% 

(89) 
24.0% 
(81) 

25.2% 
(170) 

Two days 24.3% 
(82) 

18.1% 
(61) 

21.2% 
(143) 

Three days  19.6% 
(66) 

12.8% 
(43) 

16.2% 
(109) 

Four days  2.7% 
(9) 

5.3% 
(18) 

4% 
(27) 

More than four days 5.0% 
(17) 

8.9% 
(30) 

7% 
(47) 

Do not Know 22.0% 
(74) 

30.9% 
(104) 

26.4% 
(178) 

Number of PNC a mother and child should take 
1-2 Times 66.5% 

(224) 
57.3% 
(193) 

61.9% 
(417) 

3-4 Times 13.4% 
(45) 

23.1% 
(78) 

18.2% 
(123) 

More Than four times 20.2% 
(68) 

19.6% 
(66) 

19.9% 
(134) 

Number of vaccines  
1-5 vaccines  75.4% 

(214) 
80.4% 
(230) 

77.9% 
(444) 

6-8 vaccines 24.6% 
(70) 

19.6% 
(56) 

22.1% 
(126) 

Prevention of diarrhea 
Hand wash with soap before and after eating and after using the toilet 38.9% 

(131) 
28.2% 
(95) 

33.5% 
(226) 

Use ORS and Zinc supplements 30.0% 
(101) 

30.6% 
(103) 

30.3% 
(204) 

Give the child water 17.5% 
(59) 

15.7% 
(53) 

16.6% 
(112) 

Do Not Know 4.7% 
(16) 

11.9% 
(40) 

8.3% 
(56) 

Using Oral Saline 89.0% 
(300) 

84.0% 
(283) 

86.5% 
(583) 

  
Within the study area, 44.7% of respondents reported that the FW talked about how to care for a 
newborn baby during their last pregnancy. Around 26% of women did not know how long they 
should delay bathing a newborn child after birth. Moreover, most women (61.9%) agreed that a 
mother and her newborn child should attend one to two PNC visits. 
 
When asked about how many vaccines a child needs, 77.9% of the women said that 1-5 vaccines 
should be given, whereas 22.1% said 6-8 vaccines. To prevent diarrhea 86.5% of the respondents 
spoke of using oral saline, 33.5% said washing hands with soap before, after eating, and after using 
the toilet and 30.3% said using Oral Rehydration Solution (ORS) and a zinc supplement. Details in 
Table 25. 
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Table 26: Knowledge about breastfeeding 
 
Indicators  Sylhet % (n) Chittagong % (n) Total % (n) 
Understanding on exclusive breastfeeding  
Infants only breastfeed for six months (not even water) 70.3% 

(237) 
61.1% 
(206) 

65.7% 
(443) 

Breastfeeding with water for six month 27.9% 
(94) 

30.6% 
(103) 

29.2% 
(197) 

Does not know 0.6% 
(2) 

3.9% 
(13) 

2.2% 
(15) 

Breastfeeding with other regular food for six month 1.5% 
(5) 

4.5% 
(15) 

3% 
(20) 

Ever breastfed the last child 95.8% 
(323) 

97.9% 
(330) 

96.9% 
(653) 

Initiation of breastfeeding  
Less than one hour 45.4% 

(153) 
21.4% 
(72) 

33.4% 
(225) 

1 – 3 hours  48.3% 
(163) 

69.4% 
(234) 

58.9% 
(397) 

4 – 8 hours  1.2% 
(4) 

3% 
(10) 

2.1% 
(14) 

9 – 24 hours  0.9% 
(3) 

4.2% 
(14) 

2.6% 
(17) 

More than 24 hours  0 0 0 
Child was given anything other than breast milk 22.3% 

(75) 
31.8% 
(107) 

27% 
(182) 

Types of liquid given 
Milk (other than breast milk) 2.9% 

(10) 
8.6% 
(29) 

5.7% 
(39) 

Plain Water 7.1% 
(24) 

6.8% 
(23) 

6.9% 
(47) 

Sugar or Glucose water 0 0 0 
Gripe Water  0 0 0 
Sugar-Salt-Water Solution 3.5% 

(12) 
0.8% 
(3) 

2.2% 
(15) 

Fruit Juice  0 0 0 
Infant Formula  0 0 0 
Tea/Infusions  0 0 0 
Coffee 0 0 0 
Honey  6.5% 

(22) 
15.7% 
(53) 

11.1% 
(75) 

Continuing breastfeeding  90.8% 
(306) 

94.4% 
(318) 

92.6% 
(624) 

Intention to breastfeed the future child  95.3% 
(321) 

97.6% 
(329) 

96.4% 
(650) 

 
In the pilot areas, 65.7% of women said that exclusive breastfeeding means infants only breastfeed 
for six months (not even receiving water), whereas 29.2% agreed that infants breastfeed with 
water for six months. Approximately, 97% of the studied women have ever breastfed their last 
child. Among them 33.4% have breastfed their last child within one hour of birth, whereas 60.8% 
have breastfed between 1-3 hours after birth. 27% of the woman reported to exclusively breastfeed 
their child for the first six months. Around 93% of the women are continuing breastfeeding and 
96.4% of them have intention to breastfeed their future child. Details in Table 26. 
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Table 27: Knowledge about complementary feeding 
 
Indicator Sylhet % (n) Chittagong % (n) Total  % (n) 
Good complementary food options  
Hotchpotch 73.0% 

(246) 
83.7% 
(282) 

78.3% 
(528) 

Suji 38.0% 
(128) 

43.3% 
(146) 

40.7% 
(274) 

Family food  70.9% 
(239) 

72.1% 
(243) 

71.5% 
(482) 

Animal based food  22.6% 
(76) 

20.8% 
(70) 

21.7% 
(146) 

Package food  22.3% 
(75) 

4.7% 
(16) 

13.5% 
(91) 

Consistency of complementary foods 
Liquid 51.0% 

(172) 
39.5% 
(133) 

45.3% 
(305) 

Semi Solid 37.7% 
(127) 

54.3% 
(183) 

46% 
(310) 

Initially well mashed gradually in small pieces 2.4% 
(8) 

1.5% 
(5) 

1.9% 
(13) 

Do not know 8.9% 
(30) 

4.7% 
(16) 

6.8% 
(46) 

Appropriate time for starting complementary food  
Before 6 month 14.5% 

(49) 
10.4% 
(35) 

12.5% 
(84) 

After 6 month 55.8% 
(188) 

51.0% 
(172) 

53.4% 
(360) 

After 7 month 7.4% 
(25) 

9.5% 
(32) 

8.5% 
(57) 

After 8 month 3.0% 
(10) 

2.1% 
(7) 

2.5% 
(17) 

After 9 month 1.2% 
(4) 

2.4% 
(8) 

1.8% 
(12) 

Not Applicable 12.2% 
(41) 

17.2% 
(58) 

14.7% 
(99) 

Not Started 5.9% 
(20) 

7.4% 
(25) 

6.7% 
(45) 

Number of times given complementary food to a child age 6-24 months in the last 24 hours 
Do not Remember 18.1% 

(61) 
24.6% 
(83) 

21.4% 
(144) 

Once 2.1% 
(7) 

3.0% 
(10) 

2.5% 
(17) 

Twice 45.1% 
(152) 

41.8% 
(141) 

43.5% 
(293) 

Three Times 34.7% 
(117) 

30.6% 
(103) 

32.6% 
(220) 

 
The respondents’ knowledge of good complementary food options was high. Around 78.3% of 
respondents mentioned hotchpotch, 71.5% said family foods, and 41.2% said suji. Additionally, 
mothers were also asked about the appropriate consistency of complementary foods, and 46% said 
that it should be semi solid and 45.3% said it should be liquid. They were also asked for the 
appropriate time for starting complementary foods. Most of them (53.4%) agreed that it should be 
started after 6 months. Also 43.5% of them agreed that complementary food to a child age 6-24 
months should be given twice daily, whereas 32.6% said for three times daily. Details in Table 27. 
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4.3   Current Practices of Health, Population, and Nutrition (HPN)  
 

4.3.1 Current use of contraception  
   
Table 28: Currently using Family Planning (FP) method 
 
Indicator  Sylhet % (n) Chittagong % (n) Total % (n) 
Currently using any method 60.2% 

(203) 
66.5% 
(224) 

100% 
(427) 

Method that is being currently used  
Female Sterilization 10.3% 

(21) 
4.0% 
(9) 

7% 
(35) 

IUD 2.5% 
(5) 

1.8% 
(4) 

2.1% 
(9) 

Injectables 23.2% 
(47) 

12.5% 
(28) 

17.6% 
(75) 

Implants  3.9% 
(8) 

3.1% 
(7) 

3.5% 
(15) 

Pills 39.4% 
(80) 

59.4% 
(133) 

49.9% 
(213) 

Condom  11.8% 
(24) 

8.5% 
(19) 

10.1% 
(43) 

Diaphragm 0 0 0 
Foam/Jelly 0 0 0 
LAM 0 0 0 
Rhythm Method 0 0 0 
Withdrawal 0 0 0 
Other modern method  0 0 0 
Other traditional method  0 0 0 
Safe Period 5.9% 

(12) 
7.6% 
(17) 

6.8% 
(29) 

 
Approximately 30% of respondents from Sylhet and Chittagong are currently using methods of 
contraception. Taking contraceptive pills has been found to be the most common method of 
contraception (49.9%). Other methods that have been used by the respondents are injectables 
(17.6%), condoms (10.1%), female sterilization (7%), implants, (3.5%) and safe period/standard 
days (6.8%). Details in Table 28. 
 

4.3.2 Information Seeking Behavior  
   
Table 29: Information seeking behavior 
 
Indicator  Sylhet % (n) Chittagong % (n) Total  % (n) 
Point of contact for getting FP/RH related information  
Health worker 45.4% 

(153) 
31.8% 
(107) 

38.6% 
(260) 

Doctors 60.2% 
(203) 

64.1% 
(216) 

62.2% 
(419) 

Elder family member 8.0% 
(27) 

9.8% 
(33) 

8.9% 
(60) 

Others 1.2% 
(4) 

3.9% 
(13) 

2.5% 
(17) 

Point of contact for getting MNCH related information 
Health worker 45.4% 

 (153) 
31.8%  
(107) 

38.6%  
(260)  

Doctors 60.2%  
(203) 

64.1%  
(216) 

62.2%  
(419) 
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Indicator  Sylhet % (n) Chittagong % (n) Total  % (n) 
Elder family member 4.5%  

(15) 
4.7%  
(16) 

4.6%  
(31) 

Others 1.2%  
(4)  

3.9%  
(13) 

2.5%  
(17)  

Point of contact for getting nutrition related information 
Health worker 22.0% 

(74) 
8.5% 
(57) 

19.4% 
(131) 

Doctors 41.4% 
(279) 

40.5% 
(273) 

81.9% 
(552) 

Elder family member 2.2% 
(15) 

2.4% 
(16) 

4.6% 
(31) 

Others 0.6% 
(4) 

2.2% 
(15) 

2.8% 
(19) 

Place of getting information on health  
Govt. Hospital 15.4% 

(104) 
11.9% 
(80) 

27.3% 
(184) 

Upazila Health Center 12.8% 
(86) 

15.1% 
(102) 

27.9% 
(188) 

Community Clinic 3.7% 
(25) 

5.9% 
(40) 

9.6% 
(65) 

Union Health Center 4% 
(27) 

5.2% 
(35) 

9.2% 
(62) 

Private Hospital/ Clinic 22.8% 
(154) 

14.8% 
(100) 

37.7% 
(254) 

Other Private Sector 16.2% 
(109) 

12.2% 
(82) 

28.3% 
(191) 

 
Overall, when a client seeks health information, their main points of contact are the government 
hospital (27.3%), UHC (27.9%) and private hospital or other private sector facility (37.7%), 
specifically 38.6% of clients seek family planning information from workers and 38.6% seek MNCH 
information from workers.  
 
When the respondents need information on FP/RH issues, most of them (62.2%) contacted a 
doctor, while 38.6% contacted a worker. When the respondents need information on MNCH issues, 
38.6% contacted the worker. Similarly, when the respondents needed information on nutrition 
related issues, 81.9% contacted a doctor and 19.4% contacted a worker. When the respondents 
needed information on health related issues, 37.7% went to a private hospital or clinic, whereas 
28.3% visited a private sector clinic, 27.9% went to a UHC and 27.3% went to a government 
hospital respectively. Details in Table 29. 

4.4    Exposure to Field Worker (FW) 
  

4.4.1 Visited by a field worker in the last three months (pilot areas) 
 
Table 30: Information about visit by a field worker in the last three months in the pilot areas  
 
Indicator  Sylhet % (n)  Chittagong % (n) Total  % (n) 
Respondent visited by a fieldworker who talked about family 
planning 

70.0% 
(236) 

60.8% 
(205) 

65.4% 
(441) 

Respondent visited a health facility for care for the respondents own 
or child’s need 54.3% 

(183) 
65.0% 
(219) 

59.6% 
(402) 

Any staff member at the health facility spoke to the respondent about 
nutrition  61.7% 

(208) 
44.5% 
(150) 

53.1% 
(358) 
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In Sylhet and Chittagong, 70% and 60.8%, respectively of respondents acknowledged that FWs 
visited them in last three months and discussed family planning (65.4%), nutrition (53.1%), and 
MNCH (59.6%). Among facility-based staff, 53.1% respondents reported discussing family planning. 
Details in Table 30. 
 
 
  

32 
 



 

5. PHASE TWO: TOT, NETBOOK INSTALLATION, AND WORKER 

ORIENTATION 
 
Training for Trainers (ToT): To start the second phase of the pilot, Training of Trainers (ToT) 
took place on 17th April, 2013 at the Michael Latham Conference Room of Eminence. A total of 16 
facilitators and co- facilitators from Eminence took part in this ToT session that was carried out by 
the BKMI team – Vanessa Mitchell, Rebecca Arnold, Sidhartha Deka and Selina Parveen. Along with 
the facilitators and co-facilitators, eight Monitoring and Trouble Shooting Officers (MTOs) also 
participated in the ToT. During this session, the BKMI team provided technical as well as 
navigational information on the netbooks, eLearning courses, and eToolkit. 
 
Installation of the Netbooks: After the ToT with the facilitators, the technical team from Eminence 
and BKMI installed the netbooks with the eLearning courses and the eToolkit.  320 netbooks were 
loaded with all the resources within five days starting from 13th April to 18th April. From 
Eminence, Md. Zahirul Haque, Sumon Parvez and Md. Hedaet Ullah worked on the installation. 
From BKMI, Sidhartha Deka provided technical support. In those five days of installation activities, 
the team also checked the hardware for each of the netbooks. 
 
From 20th April to 2nd May 2013, the orientation of the FWs [Health Assistants (HA) and Family 
Welfare Assistants (FWA)] took place in Sylhet and Chittagong. In Sylhet, the orientation took place 
at Sylhet Sadar, South Surma, Bianibazar, Golapgonj, Biswanath and Balagonj. In Chittagong, the 
upazilas were Hathazari, Mirsarai, Patia, Chandanash, Boalkhali and Anowara. A total of 329 (165 in 
Sylhet and 164 in Chittagong) FWs were oriented among which 303 were HAs and FWAs (152 in 
Sylhet and 151 in Chittagong) and the rest were Health Inspectors (HI), Family Planning Inspectors 
(FPI) and Monitoring Information Systems (MIS) personnel. 
 
Accordingly, a total of 303 netbooks were provided to the FWs (152 in Sylhet and 151 in 
Chittagong). The orientation team signed a contract paper/ToR with each of the FWs who received 
a netbook. In place of the “Supervisor” signature, the orientation team opted for a signature from 
the respective Upazila Health and Family Planning Officer (UH&FPO)/Upazila Family Planning 
Officer (UFPO) in the upazila. 
 
After completion of the orientation during the month of April – May 2013, the Eminence eHealth 
team came back to Dhaka for the preparation of the third phase – implementation and monitoring. 
For the third phase Eminence employed eight Monitoring and Troubleshooting Officers (MTOs) – 
four for each district. This training took place on 15th and 16th May where the lead trainer was Md. 
Zahirul Haque, Head of Eminence IT Team. Technical assistance for the training was provided by 
Parvez Sumon and Headaet Ullah and BKMI team members were also present. The first day of this 
two-day training included “Introduction to the troubleshooting activities”, “Installation of eToolkit 
and eLearning courses in the existing PCs”, “Netbook troubleshooting techniques”, “eToolkit and 
eLearning troubleshooting techniques”, “Data tracking and counting from Firefox”, “Way to 
troubleshoot via cell phone”, “Data downloading using Baltimore tracking device” and “Brief on 
troubleshooting register”. The second day discussed the “To do list for each visit”, “eLearning 
assessment materials”, “Monitoring checklist”, “Proficiency checklist”, “Data entry”, “Rotation of 
sending data to Dhaka” and “Logistics and housekeeping information”. After the end of this training, 
the MTOs left for the third phase on 17th May and started the field work from 18th May 2013. 
 
For ensuring maximum output from the MTOs, the BKMI and Eminence teams developed a Terms of 
Reference (ToR) for the MTOs. Based on this task, the MTOs asked the FWs about any difficulties 
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they were facing and troubleshoot any issues identified. They were instructed to solve it in the field 
but if they thought it was too serious they were urged to talk with the Dhaka Team without wasting 
any time. For each troubleshooting activity, they were asked to fill out the “Troubleshooting 
Register” and the Excel Spreadsheet. For ensuring the smooth completion of the eLearning courses, 
the MTOs were instructed to remind the FWs of expectations for eLearning courses as in suggested 
completion of three courses for month one and two, and two courses for the third month. Due to 
technical glitches the pilot relied on paper-based assessments and the MTOs were therefore 
instructed to collect the assessment sheets and grade them accordingly. They were also instructed 
that if any worker did not get 85% (for all courses) to give her/him a fresh sheet and request 
her/him to take the course again. At the end, they were instructed to enter the scoring numbers in 
the data sheet. For assessing the proficiency level of the FWs to use the netbook, a tool was 
developed and the MTOs were instructed to provide the FW’s with a proficiency test using a 
“Proficiency Checklist” for each visit. They were also instructed to collect information for filling out 
the “Monitoring Checklist.” For getting “Voices from the Field” the MTOs were instructed to look out 
for one champion from the field. To get the technical usage information from each of the netbook 
the MTOs were instructed to get the “Firefox history data” and save it properly by netbook number. 
 
The orientation with the NGO Health Service Delivery Project (Surjer Hashi) clinics took place from 
28th to 31st July in both the pilot districts (In Chittagong on 28-29 July and In Sylhet on 28- 29 July 
and 30-31 July) and covered 33 participants from 14 clinics under three partner NGOs. 
 
In Chittagong the training was held in the project headquarters for FDSR situated on the road from 
Anowara to Patia upazila. A total of nine (9) participants participated in the training including the 
project director of FDSR, four (4) service promoters (SP), and four (4) counselors from four FDSR 
clinics situated in the pilot upazilas. One representative from Surjer Hashi Dhaka office observed 
the two-day training given by two facilitators from Eminence. A representative of BKMI was also 
present in the sessions to observe the training and orientation process. In Sylhet there were two 
batches – one with the SSKS clinics held in the SSKS project head office in Sylhet Sadar, and another 
with the Shimantik clinics in the Shimantik head office in Golapgonj. The SSKS training was on 28-
29 July. A total of 16 people attended the training including one (1) clinic manager, seven (7) 
counselors, seven (7) SPs and one (1) clinic assistant. A team of two (2) facilitators provided this 
training from Eminence. A representative of BKMI was also present in the sessions to observe. The 
Eminence CEO and the technical coordinator of the project were also present during this four-day 
training visit. The Surjer Hashi Chief of Party (CoP) also visited the SSKS training session for a brief 
session on the first day. In Golapgonj upazila in Sylhet district, the training took place with SPs and 
counselors from three (3) Shimantik clinics. A total of eight (8) people attended the training 
including one (1) clinic manager, three (3) counselors and three (3) SPs. A team of one (1) 
facilitator and two (2) MTOs provided this training from Eminence. One (1) representative from the 
Surjer Hashi Dhaka office observed the two (2) days training. 
 
The offline versions of the eToolkit and eLearning courses were installed in each of the trained 
counselors’ laptops. In addition, all the existing PCs in the head offices in both Sylhet and Chittagong 
were installed with the eToolkit and eLearning courses. The MIS person from the project office was 
provided with a basic troubleshooting and installation training by the MTOs. Lastly one flash drive 
with installation software and instructions were given to each of the 14 clinic managers from Sylhet 
and Chittagong. 
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6. PHASE THREE: EHEALTH PILOT IMPLEMENTATION  
 

6.1     Monitoring of the Workers 
 
May 2013: As planned earlier, the MTOs were tasked to visit each FW every two weeks. With this 
plan, each MTO visited 22 – 23 FWs in the first 15 days of implementation – 18th to 31st May 2013. 
During this visit the MTOs has visited a total of 285 FWs (134 from Sylhet and 150 from 
Chittagong). The reason behind not meeting the target in Sylhet is that there were three national 
strikes and two regional strikes and the strikes in Sylhet were too strict to make circulation 
possible. This took extra time for the MTOs to travel from one place to another. However 19 FWs 
were visited in the first two days of June 2013. In the case of Chittagong, one FW was on leave and 
out of town for personal reasons. 
 
During the first rotation the MTOs collected assessments sheets from 285 FWs and the FWs 
completed the following numbers of eLearning assessments: 
 

• MNCH One: 141 assessment sheets  
• MNCH Two: 64 assessment sheets  
• Family Planning One: 156 assessment sheets  
• Family Planning Two: 50 assessment sheets  
• Nutrition One: 29 assessment sheets  
• Nutrition Two: 16 assessment sheets  
• IPCC:  19 assessment sheets  
• Integrated messaging: 19 assessment sheets   

 
June 2013: As per the monthly visit planning, the MTOs visited each FW twice during the month 
(each visit is also called a rotation). The visits, or rotations, occur every 15 days of any given month. 
Since the implementation officially started in the field on 15th May, the first rotation was from May 
15th – 30th and the second was from 31st May to 15th June, etc. During the total implementation 
period of 3.5 months there were seven (7) rotations of visits. During the June rotations the MTOs 
collected “eToolkit Tracking History”, “Monitoring Information” and “Paper-based Assessments 
Sheets” for assessing the eLearning course scores. 
 
Within a 30-day timespan, each MTO visited a total of 266 FWs, 148 from Sylhet and 118 from 
Chittagong. The reason behind not achieving the target of reaching all of the 303 netbook recipients 
at least once during every rotation, was that all of the MTOs were busy from 5th to 9th June 2013 
arranging the monthly monitoring visit made by the Dhaka team (details of that visit are at the later 
part of this report). However, the rest of the 37 FWs were visited within the first week of July 2013, 
and none of the workers missed any visit in the planned rotation. 
 
During the second (1st-15th June) and third (16th- 30th June) rotation of the month of June, the 
MTOs collected eLearning course assessments sheets from 266 FWs among the targeted 303 FWs. 
The FWs completed the following numbers of eLearning assessments: a) MNCH 1: 166; b) MNCH 2: 
222; c) Family Planning 1: 148; d) Family Planning 2: 202; e) Nutrition 1: 207; f) Nutrition 2: 
220; g) Interpersonal communication and counseling (IPCC): 219 and; h) Integrated messaging: 
224. 
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July 2013: Based on the monthly visit rotation, the MTOs visited each FW twice in the month of 
July. During this rotation, the group of MTOs visited a total of 297 FWs (146 from Sylhet and 151 
from Chittagong). The remaining six (6) workers in Sylhet were visited on the first day of August. 
During the visits the MTOs helped the FWs with the eToolkits and eLearning courses. 
 
Generally during the same fortnightly visit, the MTOs collected the assessment sheets. However by 
the month of July all workers had finished taking all of the courses and had scored more than 85%. 
Therefore during the month of July no one submitted any assessment sheets to the MTOs. 
 

6.2   Monthly Monitoring Visits by Dhaka Team 
 
June 2013: As part of the implementation phase the monthly monitoring visits took place on June 
7th and 8th, 2013. The Bangladesh Knowledge Management Initiative (BKMI) team including the 
Bangladesh Centre for Communication Program (BCCP) and Eminence visited four (4) pre-selected 
upazilas from both Sylhet and Chittagong pilot districts. This visit aimed to get some qualitative 
information from the FWs, as well as from mothers in the community who have children less than 
24 months of age. 
 
During this visit from Sylhet the selected upazilas were Sylhet Sadar and South Surma and from 
Chittagong the upazila were Patia and Chandanaish. The selection of the workers and the mothers 
followed a few criteria that can be found at the detailed “Monthly Monitoring Report”. 
 
In each district, two (2) FGDs and four (4) KIIs with the FWs were conducted. In addition, to know 
more about clients’ perspective, four (4) observations and four (4) interviews with the mothers of 
under 2 children took place. 
 
Experience using the netbook: Nearly all of the interviewed FWs were very enthusiastic and 
excited about using the netbooks. According to them their social status had also improved and they 
enjoyed the benefits of this in their community and among their peers. Overall, the FWAs or HAs 
did not seem to face any major problems using the netbook. In a few cases, charging problems were 
reported because of not having reliable electricity in their house in which case they had to carry the 
device to the nearest available place for charging. Carrying the netbooks during the rainy season 
also made some of the FWs nervous of potential damage to the netbook. According to the FWs they 
use the netbook more during EPI sessions, in satellite clinics and community clinics to ensure 
counseling coverage with a wider audience 
 
Experience using the eToolkit: The FWs expressed satisfaction about the existing content because 
according to many, it is making counseling more interesting for their clients. Clients were more 
interested than before to sit for counseling sessions. According to the FWs, clients are now more 
interested to learn about long acting and permanent methods, safe delivery, pregnancy care, 
maternal and child nutrition and IYCF issues. During FGDs, the FWs said that they think the 
materials in the eToolkit are very effective for helping them to recall their knowledge on maternal 
child health, nutrition and family planning. The FWs also thought that since a large portion of their 
clients are illiterate, having more videos and picture-based materials for health education will be of 
great help and will actually reduce their counseling time efforts. 

 
Experience using the eLearning courses: Both the HAs and FWAs were very pleased with the 
eLearning course modules and considered it as valuable refresher training, which is what it was 
intended to be. The most interesting finding however was that the FWs were also vastly using, and 
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even preferring, the eLearning videos for counseling their clients. The most popular courses were 
the Family Planning course, in particular the IUD section of the video and the Nutrition course, in 
particular the section on IYCF and child positioning. 
 
Most of the FWs had already taken all of the courses, completed each assessment after the courses, 
and scored 100 percent marks in each course – in some cases after a few attempts. The other 
videos/courses topics they would like to have in the future are: 

 
• Temporary family planning methods and their side effects  
• Extended Program on Immunization (EPI)  
• Antenatal check up  
• Tetanus toxoid (TT) vaccine  
• Adolescent health  
• Communicable diseases  
• Non-communicable diseases (NCDs)   

 
Findings from the clients: The findings from the interviews with clients revealed that they 
appreciate the netbook as a tool for counseling them. They thought it brought a new dynamic for 
them combining both entertainment with information. Though this was still early in the pilot, some 
of the mothers showed some intention to change behavior towards improved health practices. All 
mothers said that they preferred videos than printed materials when being counseled. They also 
opted for materials with more photos and less text. Mothers said that they would appreciate videos 
on childhood illness, how to take care of a child when he/she is sick, male family planning methods, 
and permanent methods.  
 
July 2013: The second monthly monitoring visit took place from 6-8 July where BKMI and 
Eminence travelled to two (2) selected upazilas from each of the pilot districts. The ultimate goal of 
these visits was to facilitate the process of pilot implementation, to make improvements to the 
ongoing intervention, and to document experiences for learning and sharing. 
 
In Sylhet the selected upazilas were Bianibazar and Golapgonj; while in Chittagong, it was Boalkhali 
and Anowara. In July the visit was for three (3) days instead of two (2) days – keeping the last day 
for Dhaka-based government officials to meet with the FWs. The field log was similar to last month 
with four (4) FGDs, four (4) KIIs with workers, and four (4) counseling session observation and four 
(4) interviews with clients. In Sylhet, the second day was utilized to meet with the Civil Surgeon 
(CS) and the Divisional Director for Family Planning (DDFP), where the Dhaka-based government 
officials – Dr. Romen Raihan from Institute of Public Health and Nutrition (IPHN), Ms. Zakia Akhter 
from the IEM unit of Directorate General of Family Planning (DGFP) and Mr. Abu Hanifa from 
Bureau of Health Education (BHE) under the DGHS – accompanied the BKMI and Eminence team. In 
Chittagong, the meeting between central GoB officials and district GoB officials took place on the 
third day, where Mr. Dipak Kanti Mazumder from IEM unit of DGFP and Mr. Mukhlesur Rahman 
from BHE under DGHS were present. 
 
The participants of the FGDs, KIIs and the meetings were selected following specific criteria. More 
about the selection criteria can be found in the monthly monitoring report. 
 
Experience in using the netbook: In both the districts and across all upazilas, the situation was 
much better than the month of June. FWs seemed more comfortable using the netbooks and looking 
for information. However, the small screens on the netbooks posed some challenges for doing 
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group counseling. In these upazilas some FWs, especially HAs, opted to leave the netbook at home, 
especially on days scheduled for EPI sessions. This is because during EPI sessions, they need to 
carry EPI materials and supplies. In addition, since it was the rainy season, a number of FWs said 
they felt reluctant to take the netbook with them when it’s raining for fear of damaging the netbook. 
 
Experience of using the eToolkit: According to the FWs the eToolkit is helping them to a great 
extent in terms of counseling. The FWs said that that the netbooks reduce their workload. However, 
they need to stay in the field longer because having a netbook generates more questions from 
clients. The FWs also reported that their knowledge on HPN topics is being greatly supplemented 
by the materials in the netbook. According to the FWs, videos and PSAs on ORS, adolescent health, 
anemia, permanent family planning methods, details on complementary feeding after 6 months of 
age were popular among the clients. In terms of asking questions, the FWs reported that the clients 
mostly asked questions about child feeding and different types of family planning methods.  
 
Experience of using the eLearning courses: Unlike the previous months FWs, the FWs 
interviewed during the July visit clearly perceived that the eLearning courses are for their own 
knowledge and skill development. However, many said that these videos have also been beneficial 
for counseling clients. All the interviewed FWs said that they took and passed all of the courses with 
a percentage of 100. They think every course is useful. However, they also requested courses on 
side effects of EPI, long-acting permanent methods – for both men and women – and maybe 
something on Early Childhood Development (ECD).  

 
Findings from clients: Mothers from Sylhet and Chittagong said that they like having information 
via digital resources. One mother from Sylhet said that showing the complementary feeding video 
(in the eLearning course) to her mother-in-law helped her to practice proper IYCF with her child. 
The intention to change behavior among the mothers was higher than the month of June. The 
clients preferred materials with more photos and less text. According to the mothers the eLearning 
courses would be even more resourceful if there was some information on immunization, 
vaccination, cooking methods for nutritious food, and how to get rid of formalin. All of the mothers 
reemphasized their preference for receiving counseling using digital materials instead of the paper-
based ones. 
 
Observation of FWs: During the visits, the monitoring team observed the counseling skills of a few 
FWs. The findings of those observations are as follows. However a word of caution to the readers of 
this report is that these observations were conducted with a limited number of FWs and followed a 
very specific checklist that was filled out subjectively by the BKMI and Eminence team. Therefore 
these findings may not portray the overall field situation. 
 
In the month of July the monitoring team did two (2) extra observations in each of the districts with 
one high- and one low-performing FW. In case of the low performers there was not much variation 
among the cadres of FWs and no district- level distinction was observed. However, in the case of 
high performers, the FWAs were doing better than the HAs. Also the high performing FWs from 
Chittagong were doing better than in Sylhet. 

 
Along with the special observation with high and low performers there were four (4) routine 
observations from both the districts – two with HAs and two with FWAs. This observation shows 
that in the case of general FWs in both the districts the quality of counseling is better among the 
FWAs compared to the HAs. However, if we look into the districts, then the FWs from Sylhet were 
doing better than the FWs from Chittagong. In terms of integrating messages during counseling, a 
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similar pattern was observed with FWAs doing better than the HAs. Here as well the FWs from 
Sylhet were doing better than the FWs from Chittagong. 
 
However, based on the limited observations, the monitoring team thinks that the netbook has 
increased the FWs status and trustworthiness in the community, which in turn may increase their 
performance if it is used properly. Since the use of the netbook is a new addition to the FWs’ 
responsibilities, close monitoring and mentoring needed to be ensured. The observations also 
showed that FWs are still using the eLearning course videos as BCC counseling tools, though this 
tendency has decreased from the month of June. 
 
August 2013: The third monitoring visit for eHealth pilot project in Bangladesh took place during 
the last week of August 2013. Similar to the last two monthly visits, each team consisted of 
members from BKMI including BCCP and Eminence. They visited the remaining two (2) selected 
upazilas from each of the pilot districts and conducted several pre-determined activities with the 
FWs. 
 
From Sylhet, the upazilas visited were Biswanath and Balagonj, and from Chittagong the upazilas 
were Mirsarai and Hathazari. This month the visit was for three days for the Sylhet visit and two 
days for Chittagong. The first two days were focused on conducting FGDs, KIIs, observations, and 
case studies with the FWs and interviewing clients. The last day was focused on FW vetting of some 
new materials for the updated HPN BCC eToolkit for FWs. 
 
On day one, in each of the upazilas for each district, one (1) FGD took place either with HAs or 
FWAs. For each FGD, 8-10 FWs participated in the sessions. After the FGD, two (2) FWs – either HA 
or FWA - were interviewed following a predefined guide and lastly one (1) case study with an HA or 
FWA was conducted. On day two, for each of the upazilas, the team observed one (1) HA and one 
(1) FWA while they were doing a counseling activity with their respective clients. This was done to 
evaluate their IPCC skills using the GATHER approach, which is a skill that was developed by the 
eLearning course on the netbook. Succeeding these observations, two (2) KIIs were collected with 
the clients, followed by two (2) case studies with two (2) FWs, one of whom was deemed high 
performing and the other deemed low performing, based on their eLearning scores. On day three, a 
special meeting took place with a group of FWs to vet new materials for possible inclusion in the 
second version of the HPN BCC eToolkit for FWs. The meeting took place in South Surma where 
eight (8) FWs – both HA and FWA – participated. 
 
For FGDs and KIIs, the selection of the FWs and clients was pre-determined. The FWs who 
participated in FGDs were selected randomly from the workers list and the MTOs were responsible 
for informing them of their selection. MTOs were informed that none of the FWs selected for KIIs 
could also participate in the FGD. For the case study, one of the FW was selected as the “Success 
Story” by the MTOs.  
 
Field observations during counseling sessions took place at the same time as the case study with 
selected FWs, and it was not necessary that they were high or low performers. The case study was 
kept open, as there were separate sessions with high/low performers. For the mother’s (client) KII, 
the selection criteria was that the mother was visited at least once by a FW with a netbook. This 
was determined by having the MTOs reference the FW register. In addition to the routine 
observations, two separate observations took place with one high and one low performer. High and 
low performance was determined by FW scores on eLearning course assessments.  
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Experience of using the netbook: In the respective upazilas, FWs participating in the FGD or KII 
informed the monitoring team that their overall experience regarding use of netbook is good. 
However, several who participated in the FGD mentioned that the screen size of the netbook 
hinders their ability to counsel several clients together (or at once). Three FWs, who visit schools 
during EPI sessions, reported that after the sessions they showed some of the materials in the 
netbook to the children from the school. Moreover, based on the students’ enthusiasm and interest, 
all three FWs were quite hopeful that netbooks could be used to provide health information in 
schools. In addition, the FWs covering community clinics also said that the pregnant women coming 
for ANC sessions found the maternal health materials of the eToolkit very useful. 
 
Experience of using the eToolkit: According to the FWs – mainly HAs – in the FGD and KII, the 
most used materials are on MNCH related topics. Like the previous visits to other upazilas the FWs 
said that they use the eToolkit every chance they get. According to the FWs, MNCH materials that 
are well illustrated, and the information provided in the video on permanent and temporary family 
planning methods is very useful for client motivation and effective counseling. The FWs also made 
suggestions for adding more materials on side effects of EPI, as well as childhood diseases and their 
respective symptoms. Finally, FWs suggested having religious leaders as drama actors for effective 
action among the clients. Some specific recommendations were:   

 
• Vaccine specific information including methods for delivering vaccines and 

possible symptoms and side effects 
• Drama on permanent family planning methods for male and detailed video 

on male and female sterilization 
• Short drama on the problems of the adolescents. Here they elaborated 

mental, physical, and social issues experienced by adolescents.  
 

Experience of using the eLearning courses: Similar to last month, the participating FWs clearly 
understood that the eLearning courses are for their own professional development, however, 
almost all of the FWs who participated in FGDs and KIIs reported that they also use the eLearning 
videos for counseling purposes. The FWs informed us that by watching the courses, their 
knowledge on specific issues has increased and they scored high on the assessments. The FWs also 
stated that they liked having evaluations after the courses so they could assess their learning 
progress. In addition, the FWs suggested having celebrities in the eLearning course videos for FWs 
because that would make their counseling more effective.  
 
Some specific recommendations about addition course topics are as follows:  

 
• How to involve in-law families in making different health related decisions 

 
Findings from the Clients: The findings from interviewed clients – mothers of children less than 
24 months – were in line with the findings from the previous months. Clients from the pilot districts 
informed the monitoring team that they liked the digital interface for receiving information. A 
mother from Chittagong reported liking the netbooks because it made accessing information more 
interactive, which is easier to retain and remember. One client from Sylhet also shared that despite 
her want for a permanent or long acting method, her husband was not listening and wanted more 
babies. The FW also tried to counsel the husband but in vain. Then last month the FW tried to 
convince the husband using the videos and materials from the netbook, and now the husband is 
willing to visit the health complex to learn more about family planning options. The monitoring 
team observed that the intention to change behavior among the clients was slightly higher than the 
previous month, which may be because of the longer duration of the eHealth pilot. Concerning the 
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eLearning courses, the clients told the monitoring team that they would like to have more resources 
on side effects of immunization and vaccination, and ways to remove formalin from fruits and 
vegetables.  
  
Field Workers Observation:  Please note that these observations were conducted with a limited 
number of FWs and were monitored using a very specific checklist that was filled out subjectively 
by the BKMI team. Therefore, these findings might not be generalizable to all FWs. In August 2013, 
the monitoring team observed one (1) high and one (1) low performing FW in addition to the 
regularly scheduled observations with the randomly, pre-selected FWs. The high and low 
performers were screened based on their eLearning scores and observations from the MTOs. In 
both pilot districts, across all the upazilas visited this month, the low-performing HA and FWA 
scored similarly during the observations. Conversely, among the high performers, FWAs did better 
than the HAs across the pilot areas, and in general, FWs from Sylhet did better than those from 
Chittagong.  
 
Along with the special observation of high and low performers, there were a total four (4) routine 
observations conducted in both the districts – two with HAs and two with FWAs as in one from each 
district. Based on the scores recorded during the observations, the HA and FWA from Sylhet had 
similar counseling skills. However, in the case of Chittagong, the counseling skills of the HA were 
better than those of the FWA. In regards to integrated messaging, the FWA from Sylhet performed 
better than the HA. In Chittagong, the scenario was opposite, with the HA doing better than the 
FWA.  

 

6.3   Basic Troubleshooting 
 
May 2013: During the first 15 days of implementation period – 18th to 31st May 2013 – in 
Chittagong six troubleshooting services were provided to the FWs. The types of problems reported 
included the following:  

• eToolkit icon missing on desktop  
• Speaker not working properly  
• Netbook froze  
• Keyboard not working  
• Windows not starting  

 
The problems were mainly reported by HAs. All these problems were solved in the field by doing 
the following:  
 

• Reinstalling the eToolkit  
• Restarting the speaker  
• Restarting the netbook (solved over phone)   

 
From Sylhet in the first 15 days no troubleshooting complaints were received.  
 
June 2013: For the month of June in Chittagong, 18 troubleshooting services were provided to the 
FWs. The problems reported by the FWs were i) eToolkit icon missing on desktop; ii) Screen not 
appearing properly; iii) Netbook not charging (MTOs got a call saying that the netbook isn’t 
charging); iv) Netbook freezing; and; v) Keyboard and mouse pad not working. 
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The problems were mainly reported by HAs. All these problems were solved by i) Reinstalling the 
eToolkit; ii) Changing the power plug point (when the MTOs went for inspection to find out the 
reason for this complaint they found that the three-pin to two-pin output power outlet converter 
wasn’t working. And that is why the netbook wasn’t charging. Point to be noted that during 
orientation each of the FWs were provided with a three-pin to two-pin output power outlet 
converters as in Bangladesh the majority of the power outlets are two pin and the charger of the 
netbooks has three pins. After realizing the problem, the respective MTO provided the FW with a 
new plug point); iii) Restarting the netbook (solved over phone). 
 
In Sylhet, six (6) troubleshooting services were provided to the FWs. The types of problems 
reported included i) Mouse not working; ii) Netbook freezing and; iii) Keyboard not working. All of 
the problems from Sylhet were solved over phone. 
 
In addition, there were two netbooks in Chittagong (ID# BKMI 153 and BKMI 112), each being used 
by one HA and one FWA from Anowara and Hathazari upazila that were severely damaged. The 
MTOs first tried to solve the problem in the field, but ultimately the netbooks needed to be brought 
back to Dhaka and given to the vendor for repairs. Both the netbooks were sent back to the field 
within five (5) working days. In the meantime the FWs were provided with a backup netbook to 
make sure that they could continue their counseling activities. 
 
July 2013: During the whole month of July in Chittagong, five (5) troubleshooting services were 
provided to the FWs (one HA and four FWAs). A majority of the complaints were from the Patia 
upazila (three out of five) while Hathazari and Boalkhali each had one complaint. The types of 
problems reported included i) eToolkit icon missing on desktop, ii) Keyboard not working, iii) 
Taskbar went upside down, iv) Netbook froze and was not shutting down from “Start” button; and 
v) One of the PDF files was not opening fast enough (because the FW removed the relevant 
supporting software). 
 
All these problems were solved in the field by i) Reinstalling the eToolkit; ii) Restarting the netbook 
using the main power button (solved over the phone); iii) Installing the relevant supporting 
software for faster PDF file loading; iv) Setting the keypad setting from “Control Panel”; and v) 
Readjusting the display setting from “Control Panel.” 
 
From Sylhet in July, a total of six (6) troubleshooting services were provided to the FWs. The types 
of problems reported included i) Installation of various software (Avro Bangla Typing Keyboard, 
Bangla Lion Internet Modem); ii) Have personal items (songs, movies and videos); iii) Changed the 
setting for keypad; iv) Changed the settings of speakers from notification area; v) Deleted the 
eToolkit icon from desktop and vi) Rotation of the display taskbar. Except for one FWA, the rest 
were HAs. Half of the complaints were from South Surma (three out of the six), while two were 
from Golapgonj and one from Bianibazar. All of these problems were solved in the field by i) 
Removing and uninstalling all the unnecessary objects and software from the netbook; ii) Setting 
the keypad setting from “Control Panel”; iii) Setting the speaker setting from “Control Panel”; iv) 
Reinstalling the eToolkit; and v) Readjusting the display setting from “Control Panel.” 
 
In addition, two (2) netbooks from Sylhet (ID #BKMI 281, BKMI 153) and two (2) from Chittagong 
(ID #BKMI 041 and BKMI 222) had to be brought back to Dhaka to give to the vendor for repair. 
The problems were i) Broken display with broken USB port, distorted operating system (OS) and 
charging point (ID #BKMI 281); ii) Broken/malfunctioning USB ports (ID #BKMI 222); iii) Power 
supply button not working (ID #BKMI 153); and iv) Display not coming up (ID #BKMI 041). 
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Except for ID #BKMI 281, all other netbooks were covered by the manufacturer’s warranty and 
were delivered back to the FWs within five (5) working days. For the ID #BKMI 281, the netbook 
was too severely damaged (listed above) for the MTOs to resolve the issue in the field. Field-based 
examination and shipment to Dhaka took six (6) days. Then the netbook was sent to the vendor to 
sort the USB port and display issue; the netbook came back within two (2) days. Then the Eminence 
IT team restored the OS and reinstalled the eToolkit and eLearning. It went back to that FW within 
10 days. But because she was away for training, the repaired device reached the HA in 17 days. 
While netbooks were being repaired, FWs were provided with a backup netbook to make sure that 
they could continue their counseling activities. 
 
August 2013: During the whole month of August in Sylhet,eight (8) troubleshooting services were 
provided to the FWs (one HA and four FWAs). The types of problems reported included i) eToolkit 
icon missing on desktop, ii) Keyboard not working, iii) Taskbar went upside down, iv) Netbook 
froze and was not shutting down from “Start” button; and v) One of the PDF files was not opening 
fast enough (because the FW removed the relevant supporting software).   
 
All these problems were solved in the field by i) Reinstalling the eToolkit; ii) Restarting the netbook 
using the main power button (solved over the phone); iii) Installing the relevant supporting 
software for faster PDF file loading; iv) Setting the keypad setting from “Control Panel”; and v) 
Readjusting the display setting from “Control Panel.”  
 
From Chittagong in August, 19 troubleshooting services were provided to the FWs. The types of 
problems reported included i) Installation of various software (Avro Bangla Typing Keyboard, 
Bangla Lion Internet Modem); ii) Have personal items (songs, movies and videos); iii) Changed the 
setting for keypad; iv) Changed the settings of speakers from notification area; v) Deleted the 
eToolkit icon from desktop and vi) Rotation of the display taskbar.  
 
All these problems were solved in the field by i) Removing and uninstalling all the unnecessary 
objects and software from the netbook; ii) Setting the keypad setting from “Control Panel”; iii) 
Setting the speaker setting from “Control Panel”; iv) Reinstalling the eToolkit; and v) Readjusting 
the display setting from “Control Panel.”    
  
In addition, total two (2) netbooks had to be brought back to Dhaka to give to the vendor for repair. 
The problem was a distorted operating system (OS). Both were covered by the manufacturer’s 
warranty and were delivered back to the FWs within five (5) working days. While netbooks were 
being repaired, FWs were provided with a backup netbook to make sure that they could continue 
their counseling activities. 
 
September 2013: During the whole month of September, 39 (12 in Sylhet and rest in Chittagong) 
troubleshooting services were provided to the FWs. The types of problems reported included i) 
eToolkit icon missing on desktop, ii) Keyboard not working, iii) Taskbar went upside down; and iv) 
One of the PDF files was not opening fast enough. All these problems were solved in the field by i) 
Reinstalling the eToolkit; ii) Restarting the netbook using the main power button (solved over the 
phone); iii) Installing the relevant supporting software for faster PDF file loading; iv) Setting the 
keypad setting from “Control Panel”; and v) Readjusting the display setting from “Control Panel.” In 
addition, total five (5) netbooks had to be brought back to Dhaka to give to the vendor for repair. 
The problem was mainly a distorted operating system (OS). Both were covered by the 
manufacturer’s warranty and were delivered back to the FWs within five (5) working days. While 
netbooks were being repaired, FWs were provided with a backup netbook to make sure that they 
could continue their counseling activities. 
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October 2013: On October 2013, the group of MTOs visited only the workers with complaints for 
any troubleshooting. During the whole month, 62 troubleshooting services were provided to the 
FWs. The types of problems reported included i) eToolkit icon missing on desktop, ii) Keyboard not 
working, iii) Taskbar went upside down, iv) Netbook froze and was not shutting down from “Start” 
button; and v) One of the PDF files was not opening fast enough (because the FW removed the 
relevant supporting software).   
 
All these problems were solved in the field by i) Reinstalling the eToolkit; ii) Restarting the netbook 
using the main power button (solved over the phone); iii) Installing the relevant supporting 
software for faster PDF file loading; iv) Setting the keypad setting from “Control Panel”; and v) 
Readjusting the display setting from “Control Panel.”  
 
In addition, 11 netbooks had to be brought back to Dhaka to give to the vendor for repair. The 
problem was solved using the manufacturer’s warranty and were delivered back to the FWs within 
five (5) working days. While netbooks were being repaired, FWs were provided with a backup 
netbook to make sure that they could continue their counseling activities. 
 
November 2013: In the month of November, the same process of only visiting the workers with 
complaints for any troubleshooting took place. During the whole month, 69 troubleshooting 
services were provided to the FWs. The types of problems reported included i) eToolkit icon 
missing on desktop, ii) Keyboard not working, iii) Taskbar went upside down, and iv) Netbook 
froze and was not shutting down from “Start” button. 
 
All these problems were solved in the field by i) Reinstalling the eToolkit; ii) Restarting the netbook 
using the main power button (solved over the phone); iii) Setting the keypad setting from “Control 
Panel”; and iv) Readjusting the display setting from “Control Panel.”  
 
In addition, nine (9) netbooks had to be brought back to Dhaka to give to the vendor for repair. The 
problem was solved using the manufacturer’s warranty and they were delivered back to the FWs 
within five (5) working days. While netbooks were being repaired, FWs were provided with a 
backup netbook to make sure that they could continue their counseling activities. 
 

In addition, total five (5) netbooks had to be brought back to Dhaka to give to the vendor for repair. 
The problem was solved using the manufacturer’s warranty and were delivered back to the FWs 
within five (5) working days. While netbooks were being repaired, FWs were provided with a 
backup netbook to make sure that they could continue their counseling activities.  
  

December 2013: In December, only the workers with complaints for any troubleshooting were 
visited by the MTOs. In this month, 52 troubleshooting services were provided to the FWs. The 
majority of the problems were the same as in months prior; therefore the solving process was also 
similar. The team believes that the cause for this drastic increase in troubleshooting services is the 
decrease in monitoring of the FWs during this time, as the number of MTOs went from 8 to 4. 
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7. PHASE FOUR: POST-ASSESSMENT 
 

7.1   Objectives of the Study 
 
 The post-assessment was conducted to compare the following aspects with the pre-assessment 
findings:  

 
• Workers’  

o Knowledge about FP/RH, nutrition and MNCH; 
o Interpersonal Communication and Counseling Skills (IPCC) and integrated 

messaging skills using information communication technology with clients in 
households, communities and/or clinics; 

o Ability to function at a basic level on a netbook; and  
 

• Clients’ behavioral health intentions regarding key FP/RH, nutrition and MNCH issues.  
 

7.2   Study Areas 
 
The post-assessment took place in the following areas of Bangladesh: 

 
• Sylhet District (Sadar, South Surma, Bianibazar, Biswanath, Golapgonj, and Balagonj) 
• Chittagong District (Patia, Mirsarai, Hathazari, Chandanaish, Boalkhali and Anowara)  

 

7.3   Participants  
 
The participants of the post-assessment study were: 

 
        Workers: 

• Community-based field-workers: Family Welfare Assistants (FWAs) and Health 
Assistants (HAs) who visit communities to deliver health information and services. 

• Facility and NGO-based workers: MIS/Statisticians from Upazila Health Complexes 
(UHCs), as well as Surjer Hashi (the NGO Health Service Delivery clinics) counselors and 
paramedics who provide health information and services from medical facilities. 
 

Clients: Women of reproductive age (~15 -49 years old) with at least one child under the age of 
24 months, accessing health, population, and nutrition (HPN) services in the community. 

 
A. Study design and methods: Similar to the pre-assessment, the post-assessment surveyed 

349 workers (304 FWs and 45 facility-based workers) were included in the pre-assessment 
data collection. The same methodology was followed during the post-assessment, where, 
from each of the 12 upazilas, two (2) unions were randomly selected to be the primary 
sampling unit for each upazila. Community-based clients (mothers with a child < = 2 years) 
were selected from a sampling frame of all mothers (<= 2 years) using a systematic random 
sampling approach.The sample size for the collected information according to respondent 
type is as follows: 
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Respondent Instrument Sampling District Total 
Chittagong Sylhet 

Workers 
Field Workers Structured 

questionnaire 
Purposive 151 153 304 

UHCs ,, ,, 17 28 45 
Surjer Hashi Clinic ,, ,, 9 16 25 
Clients 
Community 
Mothers (< = 2 yrs) 

,, Systematic 
random 
sampling 

338 337 675 

Total 514 534 1078 
 
Like the pre-assessment, for the community level survey of mothers, a total of 48 villages – 24 from 
each of the districts were included. These villages were selected from 24 unions – 12 unions from 
each district – totaling 12 upazilas – six upazilas from each district. With the systemic random 
sampling approach, a total of 387 households from each district were targeted, of which 337 were 
included in the post-assessment. The total number of respondents was 674 – 337 from each district. 
It was taken into careful consideration that, the households that were covered in the pre-
assessment were not included during the post-assessment. The same pre-coded questions were 
used in the survey, and all responses were audio recorded and noted on paper by trained 
interviewers. After the initial data processing –including input, coding, and cleaning – the data was 
analyzed using SPSS statistical software. For the post-assessment, the study team provided a five-
day comprehensive training to the field data collectors. Four (4) quality control (QC) officers guided 
and supervised the 20 trained interviewers. The QC officers were responsible for ensuring:  
 

• Proper site selection;  
• Quality of data;  
• Guiding enumerators during data collection;  
• Checking some randomly chosen data that were collected by the enumerators;  
• Checking the entire completed data sheet; and 
• Holding discussion meetings at the end of the day with the enumerators.  

 
In addition, the QC officers were also responsible for repeating 5% of the interviews conducted by 
the interviewers that worked on his/her team, selected at random. The data collection took place 
simultaneously in two districts with two separate teams. Eminence trained the interviewers in 
confidentiality and consent procedures, this was a community-level survey that de-identified all 
respondents. 
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8. FINDINGS FROM CLIENTS 
 

For both the pre and post-assessment, the selected age group ranged from 18 to 43 years. The 
majority of respondents were from the 25- 29 years age group. Among the 86.2% respondents in 
the pre-assessment who ever attended school, 36.8% completed primary education and 59.2% 
received secondary education. In contrast, among the 87.4% of respondents in the post-assessment 
who ever attended school, 43.1% completed primary education and 53.9% received secondary 
education.  
 
Most of the respondents were reported Muslims while respondents with other religious beliefs also 
participated in the assessments. 78% of respondents during the pre-assessment reported to have 
provision of electricity, in the post- assessment it has gone up to 86.4%. 

 
Efforts have been made to evaluate the access of the study population to different forms of media 
like newspaper, radio, and television through pre and post-assessments. It was revealed that more 
than 80% of the study populations do not have access to the print media and more than 90% have 
no access to radio. The only form of media that study respondents have greater access to, between 
the pre and post-assessment, is television. 42.6% of respondents during the pre-assessment 
reported to watch TV on a daily basis while the number increased to 59.1% during post-
assessment.   
 

 
Table 31: History of being pregnant in pilot areas   
 
Indictors  Pre-assessment Post-assessment 

Sylhet Chittagong Total  Sylhet Chittagong Total  
n % n % n % n % n % n % 

Currently Pregnant  23 6.8 12 3.6 35 5.2 5 1.5 10 3 15 2.2 
Completed Months of Pregnancy  
First Trimester 10 43.5 3 25.0 13 37.1 3 60.0 5 50.0 8 53.3 
Second Trimester 5 21.5 8 66.7 13 37.1 1 20.0 3 30.0 4 26.7 
Third Trimester 8 34.8 1 8.3 9 25.7 1 20.0 2 20.0 3 20 
Knowledge about being pregnant between two menstrual periods 
Shared positive response  273 81.0 268 79.5 541 80.3 285 84.6 274 81.1 559 82.8 
Response about timing of getting pregnant between two menstrual periods 
Indictors  Pre-assessment Post-assessment 

Sylhet Chittagong Total Sylhet Chittagong Total 
n % n % n % n % n % n % 

Just before her period begins 12 3.6 14 4.2 26 3.9 16 5.6 13 4.7 29 5.2 
During her period 11 3.3 13 3.9 24 3.6 22 7.7 26 9.5 48 8.6 
Right after her period has ended 144 42.7 105 31.2 249 36.9 103 36.1 120 43.8 223 39.9 
Halfway between two periods 101 30.0 112 33.2 213 31.6 138 48.4 115 42.0 253 45.3 
Do not know 69 20.5 93 27.6 162 24.0 6 2.1 0 0 6 1.1 

 
During the pre-assessment, 5.2% of women reported being pregnant, and among them 74.2% were 
in their first and second trimester.  Conversely, during the post-assessment only 2.2% of women 
were currently pregnant, and most of them (53.3%) were in their first trimester. With regards to 
the timing of conception, the majority of the total women surveyed during the post-assessment 
(N=675) reported that the most likely time to conceive is halfway between their period and right 
after their periods had ended.  
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Table 32: Knowledge on methods of contraception in pilot areas   
 

Indicator  Pre-assessment Post-assessment 

Sylhet Chittagong Total  Sylhet Chittagong Total  

n % n % n % n % n % n % 
Methods for Contraception 

Female Sterilization 335 99.4 306 90.8 641 95.1 306 90.8 307 90.8 613 90.8 
Male Sterilization 294 87.2 241 71.5 535 79.4 293 86.9 277 82.0 570 84.4 
IUD 217 64.4 187 55.5 404 59.9 231 68.5 234 69.2 465 68.9 
Injectable 330 97.9 327 97 657 97.5 327 97.0 333 98.5 660 97.8 
Implants 321 95.3 262 77.7 583 86.5 307 91.1 290 85.8 597 88.4 
Pill 334 99.1 334 99.1 668 99.1 365 99.4 335 99.1 670 99.3 
Condom 324 96.1 319 94.7 643 95.4 325 96.4 326 96.4 651 96.4 
LAM 29 8.6 40 11.9 69 10.2 109 32.3 113 33.4 222 32.9 
Safe Period 232 68.8 225 66.8 457 67.8 217 64.4 241 71.3 458 67.9 
Withdrawal 195 57.9 164 48.7 359 53.3 188 55.8 186 55.0 374 55.4 
Emergency 
Contraceptive  

25 7.4 48 14.2 73 11.46 77 22.8 72 21.3 149 22.1 

 
 
Graph 1: Knowledge on methods of contraception in pilot areas 
 

 
       

Graph 1.1-1.2: Pre-assessment (N=674), Post-assessment (N=675) 
 
Overall, client’s knowledge of family planning methods is very high, with only a few exceptions.  
Client’s knowledge of IUDs, emergency contraception and LAM are much lower than the other 
predominant methods, client’s knowledge of emergency contraceptives and LAM increased by 11% 
and 22% respectively.  Only marginal differences in knowledge of contraceptive methods were 
observed between districts.  
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Table 33: Information on using family planning methods in the pilot areas 
 

Indicator  Pre-assessment Post-assessment 
Sylhet Chittagong Total  Sylhet Chittagong Total  

n % n % n % n % n % n % 
Intention of using any method for delaying  
pregnancy  321 95.3 322 95.5 643 95.4 329 97.6 323 95.6 652 96.6 

Ever told by a health or family planning worker 
about side effects of a method 109 32.3 79 23.4 188 27.9 169 50.1 190 56.2 359 53.2 

Ever told by a health or family planning worker 
what to do if experienced side effects with the 
method 

105 31.2 65 19.3 170 25.2 173 51.3 186 55.0 359 53.2 

Ever told by a health and/or family planning 
worker about other family planning methods 92 27.3 66 19.6 158 23.4 166 49.3 200 59.2 366 54.2 

 
 

 
 
 
 
    
 
 
 
 
 
 
 
 
 
 
 
*Graph 2.1-2.3: Pre-assessment (N=674), Post-assessment (N=675) 
 
In both the pre and post assessments, around 96% of respondents reported intention to use any of 
the contraceptive methods for delaying pregnancy.  In the pre-assessment, only 27.9% of clients 
were told by a FW about the side effects of contraceptive methods, whereas the post-assessment 
found that 53.2% respondents reported that a FW had discussed side effects (Table:3).  Similarly, 
the rate of respondents who ever told by a health or family planning worker what actions to take if 
they experienced side effects with a FP method increased by 28% from the pre to the post-
assessment survey. 
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Table 34: Knowledge of place to access family planning methods in the pilot areas 
 

Indicator  Pre-assessment Post-assessment 
Sylhet Chittagong Total Sylhet Chittagong Total 

n % n % n % n % n % n % 
Know  a place from where 
family planning method can be 
obtained  

337 100 337 100 674 100 337 100 338 100 675 100 

Name of the place  
Govt. Hospital 35 10.4 36 10.7 71 10.5 237 70.3 253 74.9 490 72.6 
Govt. Health Center 32 9.5 47 13.9 79 11.7 122 36.2 140 41.4 262 38.8 
Family Planning Clinic 41 12.2 56 16.6 97 14.4 159 47.2 150 44.4 309 45.8 
Mobile/ Satellite Clinic 19 5.6 16 4.7 35 5.2 65 19.3 32 9.5 97 14.4 
Field Worker 62 18.4 33 9.8 95 14.1 115 34.1 113 33.4 228 33.8 
Other Govt. Sector - - - - - - 18 5.3 16 4.7 34 5.0 
Private hospital 28 8.3 23 6.8 51 7.6 138 40.9 199 58.9 337 49.9 
Pharmacy 96 28.5 108 32.0 204 30.3 136 40.4 141 41.7 277 41.0 
Private doctors 10 3.0 10 3.0 20 3.0 56 16.6 86 25.4 142 21.0 
Friends or relatives 14 4.2 8 2.4 22 3.3 11 3.3 10 3.0 21 3.1 

 
All of the respondents of the pilot areas reported knowing of a place from where family planning 
methods and emergency contraception can be obtained during both the pre and post-assessment. 
From the post-assessment results, a much higher percentage of clients were able to identify more 
than one place to access FP methods, and there was a much higher emphasis on government health 
care facilities.  For instance, the percentage of clients that identified a government hospital as a 
place to access FP methods rose from 10.5% to 72.6%.  Similarly, 31% more clients identified a 
family planning clinic as a place to obtain contraception, and both government health centers and 
FWs were identified by 20% or more clients for access to FP methods.   
 

The private sector access points, such as private hospitals and physician offices also increased, with 
private hospitals being the second most frequently identified place to access family planning 
methods.  
 
The overall percentage of visits by a FW who talked about family planning increased slightly after 
the intervention (67.9%), which was, reported 65.4% in the pre-assessment. In addition, the 
percentage of clients that reported visiting a health facility for themselves or their children 
increased by 6% within the pre- to post- assessment period. Furthermore, the percentage of staff at 
the health facility that discussed family planning with clients was shown to increase 5% post the 
intervention.  
 
Table 35: Information about expected pregnancy in the pilot areas 
 
Indicators  Pre-assessment Post-assessment 

Sylhet Chittagong Total Sylhet Chittagong Total 
n % n % n % n % n % n % 

During last pregnancy the respondent wanted 
to get pregnant at that time 

252 74.8 272 80.7 524 77.7 240 71.6 264 78.6 504 75.1 

During last pregnancy the respondent wanted 
to wait or wanted no (more) child  

85 25.2 65 19.3 150 22.3 95 28.4 72 21.4 167 24.9 

 
There is little difference observed in the expected pregnancy rate (in case of last pregnancy) among 
the women in the pilot areas before and after the intervention. The total rate of expected pregnancy 
reported at pre-assessment was 77.7% and 75.1% during post-assessment. During pre-assessment, 
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22.3% women reported that their last pregnancy was unwanted which increased to 24.9% after the 
intervention. 
 
 
Table 36: Antenatal Care (ANC) during last pregnancy 
 
Indicators  Pre-assessment Post-assessment 

Sylhet Chittagong Total Sylhet Chittagong Total 
n % n % n % n % n % n % 

Sought ANC during the last pregnancy 295 87.5 310 92.0 605 89.8 263 78.5 320 95.2 583 86.9 
Place where ANC was sought 

Own home 67 19.9 59 17.5 126 18.7 10 3.0 47 14.1 57 8.5 
Others home  10 3.0 11 3.3 21 3.1 37 11.0 39 11.6 76 11.3 
Govt. hospital 63 18.7 48 14.2 111 16.5 79 23.6 94 28.0 173 25.8 
Upazila Health Complex 51 15.1 82 24.3 133 19.7 92 27.5 136 40.8 228 34.1 
Union Health Center 43 12.8 59 17.5 102 15.1 94 28.1 74 22.2 168 25.1 
Community Clinic 18 5.3 39 11.3 57 8.5 37 11 28 8.3 65 9.7 
Private hospital/clinic 139 41.2 116 34.4 255 37.8 143 42.7 115 34.2 258 38.5 

Person visited 
No one 42 12.5 27 8 69 10.2 - - - - - - 
Doctor 231 68.5 215 63.8 446 66.2 188 71.5 197 61.6 385 66.0 
Nurse 8 2.4 24 7.1 32 4.7 13 4.9 37 11.6 50 8.6 
Traditional Birth Attendants 10 3.0 18 5.3 28 4.2 7 2.7 9 2.8 16 2.7 
Midwife - - - - - - 6 2.3 7 2.2 13 2.2 
Community/Village Health Worker 46 13.6 53 15.7 99 14.7 49 18.6 70 21.9 119 20.4 

First ANC received within the following trimesters 
During First Trimester 167 59.6 172 58.5 339 59.1 195 59.6 195 59.3 390 59.5 
During Second Trimester 96 34.3 109 37.1 205 35.7 113 34.6 123 37.4 236 36.0 
During Third Trimester 17 6.1 13 4.4 30 5.2 19 5.8 11 3.3 30 4.6 

Number of times ANC was received during the last pregnancy 
Once 17 5.0 12 3.6 29 4.3 9 2.7 2 0.6 11 1.6 
Twice 78 23.1 50 14.8 128 19.0 71 21.2 55 16.4 126 18.8 
Thrice 66 19.6 72 21.4 138 20.5 69 20.6 83 24.7 152 22.7 
Four times  45 13.4 66 19.6 111 16.5 94 28.1 111 33.0 205 30.6 
More than four times  131 38.9 137 40.7 268 39.8 92 27.0 85 25.3 177 26.4 
Received Tetanus Toxoid (TT) during the last 
ANC 

238 70.6 268 79.5 506 75.1 296 88.4 286 85.1 585 86.7 

Number of times receiving TT 
Once 66 27.7 86 32.1 152 30.0 52 17.6 113 39.5 165 28.4 
Twice 29 12.2 53 19.8 82 16.2 116 39.2 127 44.4 243 41.8 
Thrice 45 18.9 44 16.4 89 17.6 28 9.5 17 5.9 45 7.7 
Four times  14 5.9 11 4.1 25 4.9 0 0 1 0.3 1 0.2 
More than four times  84 35.3 74 27.6 158 31.2 100 33.8 28 9.8 128 22.0 
 
In both assessments, more than 80% of mothers received an ANC check-up during their last 
pregnancy. In the pre-assessment, a majority of the mothers (37.8%) in Sylhet and Chittagong 
sought ANC care from a private hospitals of clinic, whereas in the post-assessment, mothers from 
Chittagong reported seeking ANC services more in the Upazila Health Complexes (40.8%) than in 
private facilities (34.2%), while in Sylhet the choice remained the same (private hospitals and 
clinics).  
 
During pre-assessment, 10.2% of pregnant mothers did not visit a health professional for ANC 
check-up which dropped down to zero after the intervention. The majority of the pregnant mothers 
(clients) reported visiting doctors (66.2%) more than any other health professional for ANC visits, 
with 59% of clients reporting attending their ANC visit during the first trimester.  
The post-assessment revealed that the mothers from Chittagong sought ANC services more in the 
Upazila Health Complexes (40.8%) than in private facilities (34.2%) while in Sylhet the choice 
remained the same (private hospitals and clinics).  
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In the post-assessment, data was taken from the pilot areas about when a pregnant woman should 
seek ANC services. It was found that 59.5% of women in the pilot areas perceived the first trimester 
as the time to seek ANC services while 36% of women considered the second trimester and 4.6% of 
women considered the third trimester as the time to ask for ANC support. The rate of attending 
exactly four ANC increased by 14.1% after the intervention and went up to 30.6%. In both pilot 
areas, the rate of receiving tetanus toxoid (TT) vaccines during last ANC visit increased after the 
intervention. The pre-assessment report showed that 75.1% of pregnant women from the study 
areas received TT during their last ANC visit while after the pilot project the rate increased to 
86.7%. While the pre-assessment showed that only 16.2% of pregnant women received TT twice, 
the rate increased by 25.3% after the intervention and post-assessment found the rate at 41.8%. 
 
Table 37: Knowledge of maternal danger signs 
 
Indicators  Pre-assessment Post-assessment 

Sylhet Chittagong Total Sylhet Chittagong Total 
n % n % n % n % n % n % 

Field worker talked about the critical danger 
signs for a woman during pregnancy and 
childbirth 

208 61.7 201 59.6 409 60.7 209 62.4 230 68.5 439 65.4 

Indicators for critical danger signs for a woman during pregnancy and childbirth 
Vaginal Bleeding before delivery 110 32.6 87 25.8 197 29.2 160 54.2 173 58.6 333 56.4 
Convulsions 193 57.3 218 64.7 411 61.0 252 85.4 262 88.8 514 87.1 
Excessive Bleeding during or immediately after 
childbirth 

141 41.8 153 45.4 294 43.6 146 49.5 112 38 258 43.7 

High fever 116 34.4 149 44.2 265 39.3 187 63.4 155 52.5 342 58.0 
Failure of labor to begin more than six hours 
after water breaks 

50 14.8 57 16.9 107 15.9 108 36.6 58 19.7 166 28.1 

 
In the pre-assessment, about 60% of FWs reported talking about the critical danger signs for a 
woman during pregnancy and childbirth; among them 61.7% are from Sylhet division and 59.6% 
are of Chittagong division. After the intervention, the rate of FWs talking about critical danger signs 
during pregnancy and childbirth increased in Chittagong by 8.9% but increased less than 1% in 
Sylhet. This point highlights the regional differences in some of the key topics, unfortunately we did 
not collect data on what sections of the HPN BCC eToolkit were used by region, but it is possible 
that FWs in Chittagong utilized materials that highlighted critical dangers signs, whereas FWs in 
Sylhet may not have. 
 
The pre-assessment report showed that, among the indicators for critical danger signs, 61% of 
pregnant women had identified convulsion while 43.6% identified excessive hemorrhage, 39.3% 
identified high fever and 3.7% failed to identify any danger signs. After the intervention, 87.1% of 
pregnant women identified convulsion, 43.7% identified excessive hemorrhage, and high fever was 
identified by 58%. No woman in the post-assessment reported being fully unaware about danger 
signs.  
 
Table 38: Assisted delivery during last birth 

 
Indicators  Pre-assessment Post-assessment 

Sylhet  Chittagong  Total  Sylhet  Chittagong  Total  
n % n % n % n % n % n % 

Person provided assistance during delivery 
Doctor 91 27.0 110 32.6 201 29.8 87 26.0 99 29.5 186 27.7 
Nurse 34 10.1 67 19.9 101 15.0 39 11.6 57 17.0 96 14.3 
Midwife 106 31.5 79 23.4 185 27.4 75 22.4 69 20.5 144 21.5 
Traditional Birth Attendants 84 24.9 60 17.8 144 21.4 136 40.6 109 32.4 245 36.5 
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Indicators  Pre-assessment Post-assessment 
Sylhet  Chittagong  Total  Sylhet  Chittagong  Total  

n % n % n % n % n % n % 
Community/Village Health Worker 22 6.5 21 6.2 43 6.4 12 3.6 16 4.8 28 4.2 
Place for assisted delivery  
Own Home 221 65.6 164 48.7 385     57.1 228 68.1 201 59.8 429 63.9 
Govt. Hospital 49 14.5 54 16.0 103 15.3 11 3.3 3 0.9 14 2.1 
Upazila Health Centre 9 2.7 29 8.6 38 5.6 29 8.7 35 10.4 64 9.5 
Union Health Center 1 0.3 1 0.3 2 0.3 16 4.8 37 11.0 53 7.9 
Community Clinic 1 0.3 3 0.9 4 0.6 2 0.6 0 0.0 2 0.3 
Private hospital/clinic 56 16.6 86 25.5 142 21.1 49 14.6 60 17.9 109 16.2 
 
In the pre-assessment, 29.8% of women reported having a doctor perform her delivery, while 
21.4% were assisted by Traditional Birth Attendants (TBAs) and 27.4% by midwives. In the post-
assessment, the rates of deliveries performed by TBAs increased by 8.9% while the number of 
deliveries assisted by midwives decreased by 5.9%. 
 
The study found that, most births took place at home before and after the intervention, i.e. 57.1% 
and 63.9% respectively. In the pre-assessment, 21.1% of births were reported to be in private 
hospitals/clinics while the rate decreased after the intervention which contributed to a slight 
increase in the number of births in Upazila Health Complexes. 
 
Table 39: Knowledge of newborn danger signs in the pilot areas 
 

Indicator Pre-assessment Post-assessment 
 Sylhet  Chittagong  Total  Sylhet Chittagong  Total  
 n % n % n % n % n % n % 

Number of PNC visits a mother and child should make 
1-2 Times 224 66.5 193 57.3 417 61.9 147 47.1 127 42.5 274 44.8 
3-4 Times 45 13.4 78 23.1 123 18.2 113 36.2 111 37.1 224 36.7 
More than four times 68 20.2 66 19.6 134 19.9 52 16.7 61 20.4 113 18.5 
Prevention of diarrhea 
Hand wash with soap before and after 
eating and after using the toilet 

131 38.9 95 28.2 226 33.5 210 68.2 236 76.1 446 72.2 

Use ORS and Zinc supplements 101 30.0 103 30.6 204 30.3 133 39.7 126 38.3 259 39.0 
Give the child water 59 17.5 53 15.7 112 16.6 157 51 106 34.2 263 42.6 
Do not know 16 4.7 40 11.9 56 8.3 11 3.6 3 1 14 2.3 
Using oral saline 300 89.0 283 84.0 583 86.5 310 92.5 294 89.4 604 91.0 

 
Before starting the pilot program, 43.4% of women reported to know about the danger signs of 
newborns including low birth weight, sepsis, and asphyxia. The level of knowledge increased after 
the intervention to 53.1%. 
 
The intervention brought changes in the perception about seeking PNC support for the mother and 
child. It was reported in the earlier assessment that 61.9% of respondents perceived that mother 
and child should have 1-2 PNC visits. After the intervention, the perception changed significantly 
and the response of 1-2 PNC visits decreased by 17.1% while the perception of having 3-4 PNC 
visits increased by around 50%. Although, perceptions on the number of vaccines to be taken by the 
newborn haven’t changed much between the pre and post-assessment period.  
 
Knowledge of hand washing with soap before eating and after defecation to prevent diarrheal 
diseases was at 33.5% during pre-assessment and increased to 72.2% after the intervention. 
Knowledge on other diarrheal disease prevention measures i.e.; using ORS and zinc supplements 
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and oral saline increased significantly at the end of the project.  In the post-assessment, 42.6% of 
respondents reported knowing about giving water to the child during diarrhea, which was only 
16.6% during the pre-assessment. 
 
Table 40: Knowledge about breastfeeding in the pilot areas 
 

Indicators  Pre-assessment Post-assessment 
Sylhet  Chittagong  Total  Sylhet Chittagong  Total 

n % n % n % n % n % n % 
Understanding on exclusive breastfeeding  
Infants only breastfeed for six months  237 70.3 206 61.1 443 65.7 219 66 236 70.7 455 68.3 
Give Water to Child - - - - - - - - - - - - 
Breastfeeding with water for six month 94 27.9 103 30.6 197 29.2 84 25.3 46 13.8 130 19.5 
Does not know 2 0.6 13 3.9 15 2.2 - - - - - - 
Breastfeeding with other regular food for 
six month 5 1.5 15 4.5 20 3.0 2 0.7 7 2.4 9 1.5 

Ever breastfed the last child 323 95.8 330 97.9 653 96.9 330 98.5 335 99.7 665 99.1 
Initiation of breastfeeding  
Less than one hour 153 47.4 72 21.8 225 34.5 226 69.8 234 71.3 460 70.6 
1 – 3 hours  163 50.5 234 70.9 397 60.8 90 27.8 91 27.7 181 27.8 
4 – 8 hours  4 1.2 10 3 14 2.6 7 2.2 3 0.9 10 1.5 
9 – 24 hours  3 0.9 14 4.2 17 2.6 1 0.3 0 0 1 0.2 
More than 24 hours  - - - - - - -- - - - -- - 
Child was given anything other than 
breast milk 75 22.3 107 31.8 182 27.0 102 30.4 66 19.6 168 25.0 

Types of liquid given 
Milk (other than breast milk) 10 2.9 29 8.6 39 5.7 3 0.8 14 4.1 17 2.5 
Plain Water 24 7.1 23 6.8 47 6.9 20 5.9 16 4.7 36 5.3 
Sugar or Glucose water - - - -  - - - - - - - 
Gripe Water  - - - - - - 1 0.2 0 0 1 0.1 
Sugar-Salt-Water Solution 12 3.5 3 0.8 15 2.2 5 1.4 2 0.5 7 1.0 
Infant Formula  - - - - - - - - - - - - 
Honey  22 6.5 53 15.7 75 11.1 14 4.1 27 7.9 41 6.0 
Continuing breastfeeding  306 90.8 318 94.4 624 92.6 305 91 328 97.6 633 94.3 
Intention to breastfeed the future child  321 95.3 329 97.6 650 96.4 329 98.2 334 99.4 663 98.8 
  
Over 96% of respondents in the pre-assessment reported to breastfeed their child. Knowledge on 
exclusive breastfeeding was 65.7% during pre- assessment and increased slightly to 68.3% after 
the intervention. Among the study population who reported breastfeeding their child, 70.6% of 
them had knowledge of initiating breastfeeding within an hour after birth. Before the pilot project 
only 34.5% of respondents knew that. Still, 25% of respondents reported giving children something 
other than breast milk. Attitudes towards breastfeeding also increased by 2.4%, meaning 98.8% of 
respondents intended to breastfeed their future child while during pre-assessment the rate was 
96.4%. 
 
Table 41: Knowledge about complementary feeding 

 
Indicator Pre-assessment Post-assessment 

Sylhet  Chittagong  Total  Sylhet Chittagong  Total 
n % n % n % n % n % n % 

Good complementary food options 
Hotchpotch 246 73.0 282 83.7 528 78.3 308 91.9 321 95.5 629 93.7 
Suji 128 38.0 146 43.3 274 40.7 226 67.5 192 57.1 418 62.3 
Family food  239 70.9 243 72.1 482 71.5 206 61.5 177 52.7 383 57.1 
Animal based food  76 22.6 70 20.8 146 21.7 165 49.3 117 34.8 282 42.0 
Package food  75 22.3 16 4.7 91 13.5 77 23.0 39 11.6 116 17.3 
Consistency of complementary foods 
Liquid 172 51.0 133 39.5 305 45.3 40 11.9 32 9.5 72 10.7 
Semi Liquid 127 37.7 183 54.3 310 46.0 180 53.7 192 57.1 372 55.4 
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Indicator Pre-assessment Post-assessment 
Sylhet  Chittagong  Total  Sylhet Chittagong  Total 

n % n % n % n % n % n % 
Initially well mashed gradually in small 
pieces 

8 2.4 5 1.5 13 1.9 112 33.4 109 32.4 221 32.9 

Solid - - - - - - 3 0.9 3 0.9 6 0.9 
Do not know 30 8.9 16 4.7 46 6.8 - - - - - - 
Appropriate time for starting complementary food  
Before 6 month 49 14.5 35 10.4 84 12.5 22 6.6 18 5.4 40 6.0 
After 6 month 188 55.8 172 51.0 360 53.4 276 82.4 295 87.8 571 85.1 
Before 7 month 25 7.4 32 9.5 57 8.5 18 5.4 16 4.8 34 5.1 
After 8 month 10 3.0 7 2.1 17 2.5 8 2.4 3 0.9 11 1.6 
Before 9 month 4 1.2 8 2.4 12 1.8 4 1.2 1 0.3 5 0.7 
Not Applicable 41 12.2 58 17.2 99 14.7 0 0.0 3 0.9 3 0.4 
Not Started 20 5.9 25 7.4 45 6.7 7 2.1 6 1.8 13 1.9 
 
Hotchpotch was recognized as the most popular complementary food in both pre and post-
assessment, 78.3% and 93.7% respectively while suji and family foods are also among the more 
practiced complementary foods. Only 21.7% of respondents during pre-assessment recognized 
animal sources of food for complimentary feeding, which went up to 42% during the post-
assessment. Semi-liquid food items were considered as good complementary foods by 55.4% of 
respondents in the post-assessment which was also reported to be the major form of 
complementary food during the pre-assessment.  
 
Regarding the initiation of complementary food, the majority of clients in the post-assessment 
(85.1%) agreed that complementary foods should be introduced after 6 months of age, which 
follows the current recommendation by public health professionals. 44.3% of respondents in the 
post-assessment suggested complementary feeding three times daily while 32.6% in the pre-
assessment responded the same. 
 
Table 42: Information seeking behavior from clients 
 

Indicator  Pre-assessment Post-assessment 
Sylhet  Chittagong  Total  Chittagong  Sylhet  Total   

n % n % n % n % n % n % 
Point of contact for getting FP/RH related information  
Health worker 153 45.4 107 31.8 260 38.6 168 49.9 213 63 381 56.4 
Doctors 203 60.2 216 64.1 419 62.2 192 57 228 67.5 420 62.2 
Elder family member 27 8 33 9.8 60 8.9 94 27.9 81 24 175 25.9 
Others 4 1.2 13 3.9 17 2.5 - - - - - - 
Point of contact for getting MNCH related information 
Health worker 153 45.4 107 31.8 260 38.6 143 42.4 191 56.5 334 49.5 
Doctors 203 60.2 216 64.1 419 62.2 215 63.8 250 74 465 68.9 
Elder family member 27 8 33 9.8 60 8.9 85 25.2 79 23.4 164 24.3 
Others 4 1.2 13 3.9 17 2.5 - - - - - - 
Point of contact for getting nutrition related information 
Health worker 74 22 57 16.9 131 19.4 161 47.8 192 56.8 353 52.3 
Doctors 279 82.8 273 81 552 81.9 226 67.1 247 73.1 473 70.1 
Elder family member 15 4.5 16 4.7 31 4.6 101 30 103 30.5 204 30.2 
Others 4 1.2 15 4.5 2.8 19.0 - - - - - - 
Place of getting information on health  
Govt. Hospital 104 30.9 80 23.7 184 27.3 218 64.7 218 64.5 436 64.6 
Upazila Health Complex 86 25.5 102 30.3 188 27.9 130 38.6 160 47.3 290 43.0 
Community Clinic 25 7.4 40 11.9 65 9.6 47 13.9 41 12.1 88 13.0 
Union Health Center 27 8 35 10.4 62 9.2 65 19.3 69 20.4 134 19.9 
Private Hospital/ Clinic 154 45.7 100 29.7 254 37.7 196 58.2 176 52.1 372 55.1 
Other Private Sector 109 32.3 82 24.3 191 28.3 55 16.3 57 16.9 112 16.6 
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There are significant changes observed in respondents’ information seeking behavior both in Sylhet 
and Chittagong. For FP/RH issues, the post-assessment shows that there is a 18% and 17% rise in 
the number of people seeking information from the FWs and elderly family members respectively. 
 
In the case of MNCH information, a majority of the people in the pre (62.2%) and post-assessment 
(68.9%) reported that a doctor is their main source of information. In comparison to the pre-
assessment, 10.9% more clients identified FWs as a source of MNCH information.  There is also a 
significant increase (15.4%) in clients seeking MNCH information from elderly family members.  
More clients are also seeking nutrition information from FWs and elderly family members between 
the pre- and post-assessment.  
 
Previously when the respondents needed information on health issues, the majority of the study 
population (37.7%) reported seeking help from private hospitals or clinics which remained as one 
of the major sources of information after the intervention. 55.1% of the study population sought 
health related information there. After the intervention, Government hospitals reported to be the 
source of information for the majority of the study population (64.6%). The rates of information 
seeking from the Upazila Health Complex and Union Health Centers have also increased from 27.9% 
to 43% and 9.2% to 19.9% respectively. Community clinics have been reported to provide 
information to 13% of respondents in the post-assessment compared to only 9.6% in the pre-
assessment. 
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9. FINDINGS FROM THE WORKERS 
 

9.1   Worker Demographic Profile  
 
The same workers were interviewed for the post-assessment. Of the 304 FWs, 151 were HAs and 
153 were FWAs. Among the facility-based staff, 30 Surjer Hashi workers from Surjer Hashi 
(Sylhet=21, CTG=9) and 15 (Sylhet=7 staff, CTG=8 staff) staff from 12 Upazila Health Complexes 
(UHC) were interviewed. 
 
In the pilot areas, the educational background of all of the workers was similar before and after the 
intervention. There has been no significant difference between the result of pre-assessment and 
post-assessment. 
 
The age distribution of the workers was categorized into four different categories. The mean age of 
the workers was 34.94 years, ranging from 20 to 56 years. The largest percentage (39%) of 
workers belongs to the 20-29 age categories. In Sylhet, the majority of both the HAs (42.1%) and 
FWAs (41.6%) were in the 40-49 age categories. Comparatively, the facility-based workers were 
younger, having 39% in the 20-29 age categories. In contrast, workers in Chittagong were younger 
on average than workers in Sylhet, with 61.3% of HAs and 39.5% of FWAs in the 20-29 age 
category, whereas the facility-based workers were a bit older. UHC staff (50%) were in the 30-39 
age categories.  
 
The job tenure for many of the current workers exceeds 10 years, with a mean of 11.5 years for all 
cadres of workers. Within the study area, 55.3% of HAs and FWAs worked for ten years or more. 
The same job tenure has been reported for 57.1% of UHC staff, 47.4% of HAs and 40.3% of FWAs in 
Sylhet. Similarly, in Chittagong 87.5% of UHC staff, 77.3% of HAs and 46.1% of FWAs have been 
found with the same job tenure (10 years or more).  

 
The percentage of workers receiving basic or advanced computer training prior to the eHealth 
orientation among health workers is quite low, whereas the UHC staff have a higher percentage of 
basic computer training.  
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B: Family Planning 
 
This section highlights workers knowledge of family planning benefits  
 
Note that for each of the tables in section 9, due to concerns about space and clarity, only the 
percentages are included.  The total number of workers (n) is the same for each table in section 9: 151 
HAs (Sylhet: 76, CTG: 75), 153 FWAs (Sylhet: 77, CTG: 76), 30 Surjer Hashi workers (Sylhet: 21, CTG: 9); 
15 UHC staff (Sylhet: 7 staff, CTG: 8 staff).  The percentages in the following tables were rounded to the 
nearest whole number.  
 
 
Table 43A: Perception of the HAs and FWAs about the benefits of birth spacing 

 

Indicators 

Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post- 
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Mothers are healthier 90 65 99 99 48 59 100 97 69 62 99 98 82 
Less likely to die during 
childbirth 

75 27 100 100 16 8 71 68 46 18 85 84 58 

Less likely to suffer maternal 
complications  

67 14 79 74 8 7 63 68 38 11 71 71 48 

Babies born healthier  72 23 80 75 34 38 77 75 54 31 79 75 60 
Children grow up healthier 54 47 96 91 39 28 49 58 46 38 73 75 58 
Children grow up being more 
prosperous  

38 17 82 78 43 30 57 55 40 24 70 67 50 

Less expenses for the family  57 51 71 71 53 46 57 53 55 48 64 62 57 
Children can go to better schools 54 53 84 75 47 45 32 37 50 49 58 56 53 
More money left to feed children 
nutritious foods 

38 39 95 88 29 40 36 45 34 39 66 67 52 

Women in the family can work to 
earn  

17 13 67 69 16 30 56 47 17 22 62 58 40 

More happiness in conjugal life 32 22 75 77 44 37 49 28 38 29 62 52 45 
Other 4 23 - 99 9 18 -  6 21 0 0 7 

 
Table 43.A shows HA’s knowledge of the benefits of healthy spacing for each district. Overall, HAs 
were able to identify each of the spacing benefits with a much higher frequency following the 
intervention. During the pre-assessment, Chittagong HAs had much less knowledge of the benefits 
as compared to HAs in Sylhet, but the gap between the districts was much smaller in the post-
assessment results. Only 46% of HAs knew that mothers who space their children are less likely to 
die during child birth, but the percentage was almost double after the intervention and 85.4% of 
HAs knew about the benefits of birth spacing. 38% of HAs knew that the mothers who properly 
spaced children are less likely to suffer maternal complications like seizure (eclampsia), fistula etc.  
 
On the other hand, after the intervention, the percentage grew to 71. 81% of HAs knew that babies 
are born healthier and 70% knew that children grow up healthier if mothers practice birth spacing. 
58% of HAs knew that children can go to better schools after the intervention whereas the 
percentage was only 50% before the intervention about the benefits of birth spacing. Only 34% of 
HAs knew that mothers have more money left to feed children nutritious foods, but after the 
intervention, 66% of HAs knew about this benefit of birth spacing. Before the intervention, only 
17% of HAs had an idea that those women who space births can work to earn money for their 
family, but the percentage mounted to 62% after the intervention. 38% of HAs perceived that the 
women are happier in their conjugal life, after the intervention the percentage increased to 62%.  
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The findings also showed that the knowledge about benefits of birth spacing among the FWAs has 
improved overall after the intervention. Before the intervention only 62% of FWAs knew that 
mothers remain healthier if they take some time between two childbirths, but the percentage rose 
to 98% after the intervention. Only 18% FWAs had an idea that these mothers are less likely to die 
during childbirth, but after the intervention more than 80% of FWAs were aware about it. 
Significant change was found in the knowledge and perception of FWAs on mothers who space 
births, and that they are less likely to suffer maternal complications such as seizure, fistula etc. and 
the percentage increased from 11% to 71% after the intervention. Only 31% of FWAs knew that 
babies are born healthier if mothers practice birth spacing, after the intervention the percentage 
doubled and the post-assessment shows the rate was 75%. Less than 25% of FWAs knew the birth 
spacing benefit that children grow up healthier in the initiation of the project, but after providing 
the intervention in the post-assessment it was found that 66.7% of FWAs were informed about the 
benefit. It takes less expense for the family if a mother practices birth spacing, 48% FWAs were 
aware of this benefit before the intervention, and after the intervention 62% were aware of it. After 
the intervention, 58.2% of the FWAs knew that women who space births can work and earn for 
their family. Only 29% FWAs had a perception about the happiness in conjugal life as a benefit of 
birth spacing before the intervention, on the contrary, the post-assessment showed that 52% FWAs 
were aware about the benefit. 

 
 
Table 43B: Perception of the UHC and Surjer Hashi staff about the benefits of birth spacing 
 

Indicators Sylhet % Chittagong % Total % 
Pre- 
Assessment  

Post-
Assessment  

Pre- 
Assessment  

Post-
Assessment  

Pre- 
Assessment 

Post-
Assessment 

    
 
Total UHC Surjer 

Hashi 
UHC Surjer 

Hashi 
UHC Surjer 

Hashi 
UHC Surjer 

Hashi 
UHC Surjer 

Hashi 
UHC Surjer 

Hashi 
Mothers are healthier 71 100 100 100 50 100 100 100 60 100 100 100 90 

Less likely to die during 
childbirth 

57 86 100 100 00 78 100 100 27 83 100 100 78 

Less likely to suffer 
maternal complications 

57 71 100 86 00 56 100 78 27 67 100 83 69 

Babies born healthier  71 33 57 57 25 33 75 67 47 33 67 60 52 
Children grow up 
healthier 

29 48 57 67 25 55 75 78 27 50 67 70 54 

Children grow up being 
more prosperous  

43 19 100 43 13 11 88 44 27 17 93 43 45 

Less expenses for the 
family  

29 5 57 33 63 00 75 44 47 3 67 37 39 

Children can go to 
better schools 

14 00 100 33 25 0 75 44 20 00 87 37 36 

More money left to feed 
children nutritious 
foods 

44 00 100 33 13 0 100 56 27 00 100 40 42 

Women in the family 
can work to earn  

- 00 100 29 - 0 100 56 0 00 100 37 34 

More happiness in 
conjugal life 

- 00 100 33 25 0 100 67 13 00 100 43 39 

Other 29 00 - 38 13 0 - 0 20 00 00 27 12 

 
In the pre-assessment, it was seen that 60% of UHC staff knew that birth spacing keeps mothers 
healthier and 26.7% said they knew that mothers are less likely to die during childbirth and have 
maternal complications such as seizure (eclampsia), fistula etc. if birth spacing prevailed. Whereas 
after the post-assessment, 100% of UHC staff knew about these three benefits of birth spacing. After 
the intervention, 67% of UHC staff said they knew that babies are born healthier and grow up 
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healthier if mothers take time between two childbirths. Only 27% of UHC staff perceived that 
children grow up prosperously as a benefit of birth spacing before the intervention and 93% talked 
about it in the post-assessment. Only 20% of UHC staff had the perception that children can go to 
better schools as a benefit of birth spacing but the percentage increased sharply to 86.7% after the 
intervention. After the intervention, 100% of UHC staff had the knowledge that birth spacing gives 
the opportunity to the family to feed their children nutritious food, and women can earn money for 
their family. In the post-assessment, all the UHC staff said it brings more happiness in conjugal life.  
 
The table depicts that in both two districts, 100% of Surjer Hashi staff knew about the benefit. In 
the pre-assessment, 85.7% of Surjer Hashi staff reported to have the knowledge that mothers are 
less likely to die during childbirth if they had birth space before. During the post-assessment, it was 
found that 100% of the Surjer Hashi staff interviewed were well aware about this. In Chittagong 
more than 75% of Surjer Hashi staff knew about the benefit before the intervention and after the 
intervention 100% Surjer Hashi staff found to be aware about the knowledge. While more than 
55% UHC staff knew the mothers who had birth space before are less likely to suffer maternal 
complications while the percentage was only 25% in Chittagong. In Sylhet more than 70% Surjer 
Hashi staff knew about the benefit which increased to 86% after the intervention. In Chittagong, 
after intervention more than 77% Surjer Hashi staff knew about the knowledge. Both in Sylhet and 
Chittagong the percentage of UHC staff who knew that children grow up healthier was similar 
before intervention and after the intervention the percentage turned into 50%. In Sylhet, more than 
40% UHC staff knew children grow up being more prosperous whereas in Chittagong it was only 
13%, after the intervention the percentage has increased gradually both in Sylhet and Chittagong. 
Only 29% UHC staff of Sylhet knew that mothers, who had birth space, spend less for the family, on 
the contrast, more than 60% UHC staff from Chittagong knew about the knowledge. More than 40% 
UHC staff from Sylhet and 13% from Chittagong said more money can be used to feed children with 
nutritious food if the mothers had birth space. Before intervention no Surjer Hashi staff answered 
about the question but after the intervention, 33% from Sylhet and 55.6% from Chittagong talked 
about the knowledge. After the intervention, 4 UHC staff from Sylhet and 1 UHC staff from 
Chittagong said the women can earn for their family if they had birth space whereas 28.6% Surjer 
Hashi staff from Sylhet and 56% from Chittagong talked about the benefit. In the post-assessment, 
in Sylhet, more than 40% UHC staff and 33% Surjer Hashi staff reported that birth spacing brings 
more happiness in conjugal life whereas in Chittagong the percentage was 50 and 67 respectively 
for the two facilities 

 
Table 44A: Perception of the HAs and FWAs about the benefits of having a small family  
 

 Sylhet % Chittagong % Total% 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Tot
al 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA  
Mothers are healthier 88 71 99 96 60 67 100 96 74 69 100 96 85 
Less likely to die during 
childbirth 

76 22 100 97 16 24 65 61 46 23 83 79 58 

Less likely to suffer maternal 
complications  

68 10 77 83 4 3 77 79 36 7 77 81 50 

Babies born healthier  50 17 82 82 50 40 63 68 50 29 73 75 57 
Children grow up healthier 76 55 88 92 69 43 65 55 73 49 77 74 68 
Children grow up being more 
prosperous  

43 21 86 86 47 41 44 47 45 31 65 67 52 

Less expenses for the family  66 70 68 65 70 65 44 56 68 68 56 61 63 
Children can go to better 
schools 

71 78 72 77 54 70 37 29 63 74 55 53 61 

More money left to feed 
children nutritious foods 

51 55 92 90 53 63 44 33 52 59 68 62 60 
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 Sylhet % Chittagong % Total% 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Tot
al 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA  
Women in the family can work 
to earn  

11 25 72 74 19 37 41 26 15 31 57 50 38 

 
HAs had been asked about the benefits of having a small family before and after the intervention. 
While in the pre-assessment 60% of HAs from Chittagong said mothers are healthier, in the post-
assessment 100% of HAs from Chittagong gave the same reply. On average, almost 100% HAs from 
Sylhet and Chittagong gave the answer after the intervention. Only 4% of HAs in Chittagong said 
mothers are less likely to have maternal complications whereas in the post-assessment 77% of HAs 
from the same district reported this.  In both the pre and post-assessment, almost 72% of HAs said 
babies are born healthier as a benefit of small family. As a benefit of having a small family, 45.3% of 
HAs in the pre-assessment answered that children grow up more prosperously while in the post-
assessment the percentage increased to 65%. Only 14% of HAs said that as a benefit of small family, 
women can work and earn money for their family before the intervention, although in the post-
assessment the percentage significantly increased to 57%. 
 
The table shows that the knowledge about the benefits of birth spacing among the FWAs was 
overall improved after intervention. Before intervention only 69% FWAs knew that mothers 
remain healthier if they take some time between two child births, but the percentage rose to 96% 
after the intervention. Only 23% of FWAs had the idea that these mothers are less likely to die 
during childbirth, but after intervention 79% of FWAs are aware about it. Significant change had 
been found in the knowledge and perception of FWAs on mothers who have birth spacing are less 
likely to suffer maternal complications such as seizure, fistula etc. and the percentage increased 
from 7% to 81% sharply after intervention. Only 29% FWAs knew that babies born healthier if 
mothers keep birth spacing, after intervention the percentage got doubled and the post assessment 
found the rate 75%. Less than 25% of FWAs knew the birth spacing benefit that children grow up 
healthier in the initiation of the project, but after providing intervention in the post assessment it 
has been seen that 67% of FWAs are informed about the benefit. It takes less expense for the family 
if a mother takes birth spacing, 48% of FWAs were aware about the benefit before intervention and 
after intervention 62% were aware about it. After intervention, 58.2% of FWAs knew that the 
women who took birth spacing can work and earn for their family.   
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Graph 4.1: Perceptions of HAs about the benefits of a small family (%) in Sylhet 
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In Sylhet and Chittagong, FWAs were interviewed about the benefits of having a small family. In the 
pre-assessment almost 70% of FWAs said that mothers are healthier, but after the intervention 
more than 95% of FWAs gave the same answer. 22.1% of FWAs from Sylhet and 23.7% of FWAs 
from Chittagong said mothers are less likely to die during childbirth before the intervention, 
whereas 71.4% of FWAs from Sylhet and 67.1% of FWAs from Chittagong talked about this benefit 
during post-assessment. Before the intervention, only 6.5% of FWAs perceived that the mothers of 
small families are less likely to suffer maternal complications such as seizure, fistula etc. More than 
75% of FWAs said babies are born healthier and 73.9% of FWAs said children grow up healthier. 
Before the intervention, only 30% of FWAs said children grow up more prosperously but after the 
intervention, the percentage doubled and the rate was 66.7%. Before the intervention, 67.3% of 
FWAs had an idea that small families spend less money, the percentage went down to 60.8% after 
providing the intervention. More than 70% of FWAs perceived that children of small families go to 
better schools before the intervention, therefore the percentage decreased by 20%. The perception 
has also changed about the women who can work for their family to earn money among the FWAs 
of Sylhet and Chittagong. Before the intervention only 30% of FWAs had this kind of idea and after 
completion of the intervention more than 50% were aware of it. 
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Table 44B: Perception of the UHC and Surjer Hashi staff about the benefits of having a small 
family 

 
Indicators Sylhet 

% 
Chittagong 

% 
Total 

% 
Pre-
Assessment 

Post-
Assessment 

Pre-
Assessment 

Post-
Assessment 

Pre-
Assessment 

Post-
Assessment 

Total 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

Mothers are healthier 86 67 86 67 63 89 100 100 75 78 93 84 83 
Less likely to die during 
childbirth 

57 52 57 52 0 44 38 67 29 48 48 60 46 

Less likely to suffer maternal 
complications 

57 29 57 29 0 22 38 44 29 26 48 37 35 

Babies born healthier 29 24 29 24 25 22 50 44 27 23 40 34 31 
Children grow up healthier 71 91 71 91 25 89 50 100 48 90 61 96 74 
Children grow up being more 
prosperous 

43 0 43 0 13 0 38 33 28 0 41 17 22 

Less expenses for the family 43 29 43 29 63 44 75 67 53 37 59 48 49 
Children can go to better 
schools 

57 67 57 67 75 44 75 67 66 56 66 67 64 

More money left to feed 
children nutritious foods 

57 48 57 48 38 44 50 67 48 46 54 58 52 

Women in the family can work 
to earn 

0 29 0 29 13 11 50 33 7 20 25 31 21 

More happiness in conjugal 
life 

14 0 14 0 13 0 50 0 14 0 32 0 12 

 
In the pre-assessment, it was seen that more than 75% of UHC staff knew that mothers are 
healthier in a small family, but when the post-assessment was done 93% of UHC staff were talking 
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about this benefit of small family. Only 29% of UHC staff said that mothers are less likely to die 
during birth in the initial assessment, however the percentage found 48% in the post-assessment. 
Only 29% said the mothers are less likely to suffer different types of maternal complications in the 
pre-assessment, but the percentage rose sharply to 48% in the post-assessment. In the post-
assessment, 27% of UHC staff answered that babies are born healthier and grow up healthier. 28% 
said that children grow up prosperously before intervention, but the percentage rose to 41% after 
the intervention. 48% of UHC staff said that the small families have more money to feed children 
with nutritious food but the percentage went up to 54% in the post-assessment.  
 
Before the intervention, the Surjer Hashi staff was asked about the benefits of a small family, the 
table depicts the percentage of the benefits answered by Surjer Hashi staff. 78% of staff said 
mothers are healthier in small families, 48% said they are less likely to die during childbirth and to 
suffer maternal complications, 23% said babies are born healthier, about 60% said children can go 
to better schools, 46% said the families have enough money to feed children nutritious foods and 
20% said women can work for their family to earn money as benefits of small family. After the 
intervention, 84% of Surjer Hashi staff reported to know that a mother will remain healthier in a 
small family. Their knowledge on the other indicators also increased significantly.  

 
 
 
 
 
 
 
 

*Graph 5.1-5.2: HAs (Sylhet, N= 76, Chittagong, N=75) 
 
In the pilot areas, when providing family planning advice to a client who has one child, more than 
60% of HAs perceived that information on all family planning options were available to clients, 
while after the intervention more than 87% of HAs said this information is available to their clients. 
In the pre-assessment, 70% of HAs talked about the benefits of birth spacing if any client wanted to 
have more children, on the other hand after the intervention the percentage increased to 78.8%. 
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*Graph 5.3-5.4: FWAs (Sylhet, N=77, Chittagong, N=76) 
 
In the pre-assessment, 60.8% of FWAs, in both Sylhet and Chittagong, thought that if a client has a 
child, she has knowledge of all of the family planning options and they are available to her. After the 
intervention the percentage increased by 30%. 61.4% of FWAs believed that if these clients intend 
to have more children they know the advantages of birth spacing, and after the intervention the 
percentage increased to 64.1%.  
 
In the pre-assessment, 60% of UHC staff said different types of family planning options know those 
clients who have one child and they are available to the clients, in the post-assessment the 
percentage increased by 20%. 60% had a perception that the clients know the benefits of birth 
spacing if they intend to have more children before the intervention, but in the post-assessment it 
was seen that 100% of UHC staff have the same perception.  
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Almost 73% of HAs, in Sylhet during  the pre-assessment, knew to provide information on how to 
delay the birth of a first child to a newly married couple. Similarly, in the pre-assessment for both 
districts, 61% of HAs said they would also tell newly married couples about the benefits of delaying 
the birth of first child.  In the post-assessment, 72.5% of HAs in both districts, said that newly 
married couples have access to detailed information about family planning methods.  
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In the pilot areas, 71.2% of FWAs, in the pre-assessment, reported they would provide newly 
married couples with information on how to delay the birth of their first child, while in the post-
assessment 77.1% reported that they would.  Before the intervention, 72,5% of FWAs in both 
districts,  reported that newlywed couples had access to detailed information about family planning 
methods. Only 32% of FWAs in both districts believed that newlywed couples had information 
about the benefits of birth spacing before the intervention, after the intervention the percentage 
doubled to 66.7%.  
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More than 85% of UHC staff said they perceived that newly married couples have information on 
how to delay the birth of their first child in the pre-assessment, after the intervention only 60% had 
this perception. 53.3% of UHC staff thought that the couples knew the information on the benefits 
of delaying the birth of first child in the initial assessment but in the post-assessment the 
percentage increased by 20%. After the intervention, more than 85% of UHC staff said that newly 
married couples have detailed available information about family planning methods and 93.3% said 
they know the benefits of birth spacing.   
 
 
 
 
 
 
 
 
 

100 

28.6 

71.4 
57.1 

0 

57.1 
71.4 

85.7 85.7 

0 

Info on how to delay the
birth of first child

Info on the benefits of
delaying the first birth

Detailed available info
about FP options

Info on the benefits of
birth spacing

Other

Graph 5.9: Perception of the UHC staff about giving family planning advice to a 
newly married couple in Sylhet (%) 

pre assessment post assessmnetN=7 

75 75 

25 25 25 

62.5 
75 

87.5 
100 

0 

Info on how to delay the
birth of first child

Info on the benefits of
delaying the first birth

Detailed available info
about FP options

Info on the benefits of
birth spacing

Other

Graph 5.10: Perception of the UHC staff about giving a family planning advice to 
a newly married couple in CTG (%) 

pre assessment post assessmnetN=8 

69 
 



 

Table 45A: Knowledge of the HAs and FWAs about short-term family planning methods in 
the pilot areas 

 
In the pre-assessment, of the HAs that were interviewed, 94% said they knew about condoms as a 
family planning method, increasing to 98.7% after the intervention.  Following the intervention, 
almost 100% of HAs knew about oral pills as a family planning method. 80% of HAs knew about the 
injectables as a short-term family planning method, and after the intervention the percentage rose 
to 83.4%. Only 4% of HAs knew about Lactational Amenorrhea before the intervention, but after 
the intervention 41.1% knew about this method. After the intervention, a large portion of HAs, 
45.7% said that they knew about different types of traditional methods. 
 
In both pre and post-assessment, more than 95% of FWAs said that a condom is a family planning 
method. In the pre-assessment, 90.9% of FWAs from Sylhet and 86.8% of FWAs from Chittagong 
said they knew about injectables as family planning methods, but in the post-assessment 75.3% of 
FWAs from Sylhet participated and from Chittagong the number was 90.8%.  The small decrease 
(89% to 83%) in reported knowledge of injectables cannot be explained. Since the same FWAs were 
interviewed for both the pre- and post-assessment, the decrease in knowledge of injectables as a 
short-term family planning methods is unusual.  Only 9.8% FWA had knowledge about Lactational 
Amenorrhea as a method during the pre-assessment, yet in the post-assessment 40.1% FWAs had 
knowledge of it as a family planning method. 45.1% of FWAs had knowledge about the traditional 
methods. 
 

Table 45B: Knowledge of UHC and Surjer Hashi staff about short-term family planning 
methods in the pilot areas 

 
The UHC staff were most knowledgeable about the condom as a family planning method. In both 
pre and post-assessments, 100% of UHC staff said that they knew about condoms as a family 
planning method. In the pre-assessment, more than 85% of UHC staff knew about oral 
contraceptive pills and the percentage increased to 93.3% after the intervention. In the post-
assessment, more than 86% of UHC staff knew about injectables as a FP method whereas the 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Condoms 97 97 100 99 91 95 97 99 94 96 99 99 97 
Oral pills 99 97 100 99 85 97 99 92 92 97 99 95 96 
Injectables 87 91 72 75 73 87 95 91 80 89 83 83 84 
Lactational Amenorrhea 3 8 63 58 5 12 19 22 4 10 41 41 24 
Traditional/Natural 
methods 

9 10 65 62 9 18 27 28 9 14 46 45 29 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

UHC Surjer
Hashi 

UHC Surjer
Hashi 

UHC Surjer
Hashi 

 

Condoms 100 100 
 

100 100 
 

100 100 
 

100 100 
 

100 100 100 100 100 

Oral pills 100 100 
 

100 100 
 

75 100 
 

100 100 
 

87 100 93 100 95 

Injectables 86 95 
 

86 100 
 

75 89 
 

88 100 
 

80 92 87 100 90 

Lactational 
Amenorrhea 

0 10 
 

57 24 
 

13 11 
 

25 44 
 

7 11 40 34 23 

Traditional/Natural 
methods 

14 10 
 

57 29 
 

13 11 
 

63 44 
 

13 11 60 37 30 
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percentage was 80% in pre-assessment. Before the intervention, very few UHC staff knew about 
Lactational Amenorrhea, but after the intervention the percentage rose sharply to 40%. Before the 
intervention, only 13.3% of UHC staff knew about traditional method but after the intervention it 
was 60%. 
 
66.9% of the UHC staff had knowledge of IUDs during pre-assessment whereas this number rose up 
to 99.3% after the intervention. Overall, in both districts, 96.7% of UHC staff had knowledge of 
hormonal implants before the intervention, this percentage dropped slightly to 93.4% in the post-
assessment.  This slight drop cannot easily be explained, since the same UHC staff were interviewed 
for both the pre- and post-assessments.  
 

*Graph 6.1: N=151                                                                            *Graph 6.2: N=153 
 
Again, for both HAs and FWAs, the results show a decrease in the knowledge of hormonal implants 
as a method of family planning.  Both the eLearning and eToolkits did not emphasize hormonal 
implants, and thus FWs may have been less likely to list it as one when they were asked to recall the 
methods during the post-assessment interview.  
 

              *Graph 7.1: HAs (Sylhet, N= 76, Chittagong, N=75)  
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                 *Graph 7.2: FWAs (Sylhet, N=77, Chittagong, N=76) 
 
 
HAs and FWAs knowledge of tubectomy and vasectomy, also known as permanent family planning 
methods, was high in both the pre- and post-assessments, with 92% or greater knowledge of 
permanent methods for both HAs and FWAs during the post-assessment.   
 

                      *Graph 8: UHC staff (Sylhet, N=7, Chittagong N=8) 
 

All of the UHC staff, in Sylhet and Chittagong, reported to have knowledge on vasectomy and 
tubectomy in the post-assessment. 
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Table 46A: Knowledge of the HAs and FWAs about the benefits of LAPMs in the pilot areas 
 

Indicators Sylhet % Chittagong % 
Pre-Assessment  Post-Assessment  Pre-Assessment  Post-Assessment  

HA FWA HA FWA HA FWA HA FWA 
Lasts longer 95 87 100 95 67 79 50 75 
Less harassment 91 91 100 97 91 86 71 92 
Less likely to fail 9 12 95 97 37 47 61 68 
There is no service charge/fee for 
clients 

1 12 71 70 16 18 21 33 

Client gets travel/transportation cost 3 13 71 70 8 8 28 29 
Other 4 21 00 00 3 3 00 00 

 
Regarding Long Acting Permanent Methods (LAPM), 90.7% of HAs thought LAPMs cause less 
harassment to the client, and 80% stated it as a long lasting method during pre-assessment. 
Knowledge on the availability of free LAPM services was also reported by only 8.6% of HAs. 5.3% of 
HAs knew that clients could get transportation cost paid for once they come to receive the method. 
After the intervention, more HAs reported to know about the indicators. More than 80% stated 
LAPM as a long lasting method which is less likely to fail. 97.4% stated LAPMs as a method where 
clients have less chance of harassment. 

 
88.2% of FWAs found it less harassing and 83% stated it as a method that lasts longer during pre-
assessment. 10.5% of FWAs had the knowledge that clients get transportation cost paid for once 
they come to take the method. After the intervention, more FWAs reported to know about the 
indicators. Over 80% of FWAs stated LAPMs as a long lasting method which is less likely to fail. 
More FWAs (49.7%) reported during the post-assessment that clients get transportation cost paid 
for if they come to take the method. Only 15% of FWAs during the pre-assessment knew that the 
cost of LAPM methods is free whereas 51.6% in the post-assessment reported to know about the 
provision.   
 
Table 46B: Knowledge of UHC and Surjer Hashi staff about the benefits of LAPMs in the pilot 
areas 

 
Indicators Sylhet % Chittagong % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

UHC Surjer
Hashi 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

UHC Surjer 
Hashi 

Lasts longer  86 100 100 100 75 100 100 100 
Less harassment 100 52 100 71 100 33 100 44 
Less likely to fail 14 48 43 62 38 22 50 44 
There is no service charge/fee for 
clients 

00 
 

00 14 
 

14 
 

13 00 38 00 

Client gets travel/transportation 
cost 

00 00 00 00 00 00 38 00 

Other - - - - 25 - 25 - 
 
Regarding the Long Acting Permanent Methods (LAPMs), all the UHC staff (100%) found it less 
harassing and 80% stated it as a long lasting method during pre-assessment. After the intervention, 
more UHC staff reported to know about the indicators. 100% of UHC staff stated LAPMs as a long 
lasting method which is less likely to fail and have less chance of harassment. More FWAs (80%) 
reported during post-assessment that clients get transportation cost paid for if they come to take 
the method. Only 6.7% of UHC Staff during pre-assessment knew that the cost of LAPM methods is 
free whereas 73.3% in the post-assessment reported to know about the provision.   
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At the initial stage of the project most HAs, around 86% answered that newly married couples, and 
other 86% answered that couples who just had a baby, are the target client group for providing 
information about family planning methods. Some of the HAs, around 19.2% thought unmarried 
men are the right people to provide family planning methods to. But this rate changed after the 
intervention and all of the respondents answered that newly married couples and couples who just 
had a baby are the target client group for providing information about family planning methods.      
 
Among HAs 57.8% answered that Expanded Program on Immunization  (EPI) sessions and 40.6% 
answered that ANC and PNC visits are the correct times to provide FP methods. Some people 
mentioned other times also but at the end of the project, all of the respondents said that the time of 
EPI sessions and ANC and PNC visits is the right time to provide information about FP methods. 
 
This data table presents information about perception of the FWs about the target clients and 
targeted times for providing information about family planning methods in the pilot areas. Before 
the intervention, some of the respondents mentioned adolescent girls and unmarried men as the 
target group and their rate is 36.6% and 29.4% respectively, while most of the respondents 
mentioned newly married couples and couples who just had a baby and their rate was 89.7% and 
64.7%, respectively. After the intervention, all FWAs mentioned newly married couples and couples 
who just had a baby as their target audience. 
 
At the beginning of the study, 30.3% said EPI sessions and 40.4% said that ANC and PNC sessions 
are the right time to provide information on FP while almost half of the respondents mentioned 
other times. However, after the intervention this number rose to 77.3% for EPI sessions and 60.9% 
for ANC and PNC sessions.   
 

                   *Graph 9.1: HAs (Sylhet, N= 76, Chittagong, N=75) 
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*Graph 9.2: FWAs (Sylhet, N=77, Chittagong, N=76) 
 
 
C: Nutrition (Breastfeeding & Complementary Feeding) 
 
Table 47A: Understanding of the HAs and FWAs about exclusive breastfeeding in the pilot 
areas 

 
In the pre-assessment, 3% of HAs reported that water can be given along with the mother’s milk, 
this rate was the same after the intervention was given. 82% of HAs knew that only breastmilk, and 
not even a drop of water, should be given until six months. This percentage increased to 96% after 
the intervention.  
 

 *Graph 10.1: HAs (Sylhet, N= 76, Chittagong, N=75) 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Infant should only be breastfeed 
throughout a certain period of time 

96 92 0 0 68 68 3 7 82 80 2 4 42 

Water can be given along with mothers’ 
milk  

4 3 0 0 1 7 5 0 3 5 3 0 3 

Only breast milk and not even a drop of 
water should be given for six months 

91 74 100 100 73 87 92 93 82 81 96 97 89 
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The graph below (Graph 10.2) highlights the understanding of FWAs regarding exclusive 
breastfeeding in the pilot areas. Before the intervention, 80.4% of FWAs said that infants should 
only be breastfed through a certain period of time, but did not specify after 6 months.   After the 
intervention this percentage was 3.3% because the majority (96.7%) of the FWs specified that an 
infant should be exclusively breastfed until 6 months of age. In the pre-assessment, a total of 4.6% 
of FWAs thought that water can be given along with the mother’s milk. In the pre-assessment, 
80.4% of FWAs knew that only breast milk and not even a drop of water should be given for six 
months, this rate increased to 96.7% after post-assessment as the number of respondent was 
increased. 
 

    *Graph 10.2: FWAs (Sylhet, N=77, Chittagong, N=76) 
 

Table 47B: Understanding of the UHC and Surjer Hashi staff about exclusive breastfeeding in 
the pilot areas 

 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-Assessment  Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Infant should only be breastfeed 
throughout a certain period of 
time 

100 38 100 40 88 44 90 44 94 41 95 42 68 

Water can be given along with 
mothers milk  

14 0 20 0 0 0 0 0 7 0 10 0 4 

Only breast milk and not even a 
drop of water should be given for 
six months 

71 81 100 90 50 78 100 80 61 80 100 85 82 

 
The UHC and Surjer Hashi staff who understand that infants should only be breastfed throughout a 
certain period of time is about 68%.  Only 4% of the UHC and Surjer Hashi staff think that water can 
be given along with mothers’ milk. Almost 82% of UHC and Surjer Hashi staff understood that only 
breast milk and not even a drop of water should be given for six months. 
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Table 48: Measures taken by the HAs and FWAs for showing the positioning and attachment 
for breastfeeding in the pilot areas 
 

Indicators 
 

 

Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Infant’s and mother’s bodies will be 
lined up a certain way. 

50 20 95 95 23 34 74 74 37 27 85 85 59 

The mother should be comfortably 
standing, seated or lying down, 
whatever makes her comfortable. 

72 73 92 92 63 49 62 62 68 61 77 77 71 

The mother’s body should not be 
awkward but relaxed and she should 
be supported. If she is seated then use 
a pillow or something to prop her up.  
She should not be bent over in a 
painful position. 

20 29 97 97 25 41 57 57 23 35 77 77 53 

Baby’s body should be supported and 
the forehead and shoulder should be 
aligned with the breast so baby’s 
mouth can easily reach the breast 

28 13 97 97 36 18 55 55 32 16 76 76 50 

The baby’s face should be turned 
towards the mother’s breast. 

37 31 74 74 39 33 57 57 38 32 66 66 51 

The baby’s nose should be towards 
the mother’s nipple. 

49 16 65 65 20 32 45 45 35 24 55 55 42 

The infant should be very close to the 
mother’s body so that baby’s mouth 
can be very close to the breast. 

58 36 92 92 61 55 42 42 60 46 67 67 60 

The baby should open the mouth wide 
and mother should place as much of 
the breast in the baby’s mouth as 
possible. 

82 81 91 91 48 65 37 37 65 73 64 64 67 

The baby’s body should be lined up 
well, and especially the baby’s bottom 
is supported and held. 

16 16 70 70 8 18 12 12 12 17 41 41 28 

 
Table 49A: Approaches taken by the HAs and FWAs for convincing the mother that the baby 
is getting enough breast milk during the first six months in the pilot areas 

 
 
82% of the HAs and FWAs agree that a baby should urinate at least 6 times a day and this 
percentage is almost the same in the pre-assessment and post-assessment periods. HAs and FWAs 
who know that the baby is growing well is about 95% and this percentage does not vary so much 
from the pre-assessment to the post-assessment period. 94% of the HAs and FWAs understand that 
a baby not crying is an indicator that it is receiving enough breast milk. 
 
 
 

Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Baby urinates at least 6 times a 
day 

80 82 100 82 81 83 63 83 81 83 82 82 82 

Baby is growing well 95 94 97 97 93 95 96 93 94 95 97 95 95 
Baby does not cry 97 100 74 100 92 91 97 91 95 100 86 96 94 
Others  3 13 5 15 0 7 0 7 2 10 3 11 7 

77 
 



 

 
Table 49B: Approaches taken by the UHC and Surjer Hashi staff for convincing the mother 
that the baby is getting enough breast milk during the first six months in the pilot areas 

 
84% of the UHC and Surjer Hashi staff agree that a baby should urinate at least 6 times a day. UHC 
and Surjer Hashi staff who know that a baby is growing well are about 71%. 94% of the UHC and 
Surjer Hashi staff understand that a baby not crying is an indicator that it is receiving enough breast 
milk. 
 
Table 50A: Knowledge of the HAs and FWAs about mother’s action for ensuring that the 
infant is getting enough milk in the pilot areas 
 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Mother should breastfeed 
frequently day and night 86 65 100 97 68 75 58 75 77 70 79 86 78 

Mother should breastfeed for a 
long period of time 72 51 100 96 64 57 64 80 68 54 82 88 73 

Position and attachment should 
be correct 16 34 95 99 27 26 30 53 22 30 63 76 48 

Infant should not be given 
anything else except breast milk 57 35 93 92 28 38 39 30 43 37 66 61 52 

Others 1 22 1 25 4 7 0 0 3 15 1 13 8 

 
77% of the HAs reported in the initial assessment of the study that, the mother should breastfeed 
frequently day and night. The rate of HAs with similar knowledge increased to 79% after the 
intervention. The rate of HAs knowledge about breastfeeding position increased significantly from 
22% to 63% after the pilot project. The knowledge on exclusive breastfeeding also rose to 66% 
which was previously reported 43%.  
 
70% of FWAs reported in the initial assessment of the study that, the mother should breastfeed 
frequently day and night. The rate of FWAs with similar knowledge increased to 86% after the 
intervention. The rate of FWAs knowledge about breastfeeding position increased significantly 
from 30% to 76% after the pilot project. The knowledge on exclusive breastfeeding also rose to 
61% which was previously reported at 37%.  
 
 
 
 
 

Indicators Sylhet 
% 

Chittagong 
% 

Total 
% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

Baby urinates at 
least 6 times a day 

100 67 100 70 75 78 100 80 88 73 100 75 84 

Baby is growing 
well 

100 43 100 43 88 44 100 44 94 44 100 44 71 

Baby does not cry 86 100 86 100 88 100 100 100 87 100 93 100 95 
Others  14 0 0 0 13 0 0 0 14 0 0 0 4 
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Table 50B: Knowledge of the UHC staff about mother’s action for ensuring that the infant is 
getting enough milk in the pilot areas 
 

 
8% of the UHC staff reported that in the initial assessment of the study that, mother should 
breastfeed frequently day and night. The rate of UHC staff with similar knowledge increased to 93% 
after the intervention. The rate of UHC staff knowledge about breastfeeding position increased 
significantly from 29% to 68% after the pilot project. The knowledge on exclusive breastfeeding 
also rose to 100% which was previously reported at 13%.  
 
88% of the Surjer Hashi staff reported in the initial assessment of the study that, mother should 
breastfeed frequently day and night. The rate of Surjer Hashi staff with similar knowledge increased 
to 90% after the intervention. The rate of staff knowledge about breastfeeding position increased 
significantly from 46% to 75% after the pilot project. The knowledge on exclusive breastfeeding 
also rose to 32% which was previously reported at 13%.   
 
Table 51A: Approaches taken by the HAs and FWAs to show the mother appropriate 
positioning and attachment during breastfeeding in the pilot areas  
 
 

 
Indicator 

Sylhet % Chittagong % Total % 
Pre-
Assessmen
t  

Post-
Assessmen
t  

Pre-
Assessmen
t  

Post-
Assessmen
t  

Pre-
Assessmen
t 

Post-
Assessmen
t 

Total 

HA FW
A 

HA FW
A 

HA FW
A 

HA FW
A 

HA FW
A 

HA FWA 

Show her hands on how to do it 65 61 100 94 60 80 63 66 63 71 82 80 74 
Show her picture and explain 66 62 99 100 81 65 92 86 74 64 96 93 82 
Explain verbally 78 66 88 82 45 68 60 54 62 67 74 68 68 

 
In the pre-assessment, a majority of the HAs (74%) reported to show the mother a picture and 
explain appropriate positioning and attachment during breastfeeding while 63% used to explain 
practically (show positioning and attachment using hands) and 62% did so verbally. In the Sylhet 
region, most of the HAs (78%) reported to explain positioning and attachment verbally and in the 
Chittagong region, pictorial explanation was found to be the most frequently used (81%). After the 
intervention in Chittagong, during post-assessment, 92% of HAs reported to show the mother a 
picture to explain appropriate positioning and attachment during breastfeeding while 63% used to 
explain practically (show positioning and attachment using hands) and 60% did so verbally. In the 
Sylhet region, 100% reported to explain practically. 
 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

Mother should breastfeed 
frequently day and night 

86 86 86 90 89 89 100 89 88 88 93 90 90 

Mother should breastfeed for a 
long period of time 

57 52 86 55 44 44 88 60 51 48 87 58 61 

Position and attachment 
should be correct 

14 48 86 50 44 44 50 100 29 46 68 75 55 

Infant should not be given 
anything else except breast 
milk 

14 14 100 14 11 11 100 50 13 13 100 32 40 

Others 43 0 45 0 0 0 0 10 22 0 23 5 13 

79 
 



 

In the pre-assessment, a majority of the FWAs (63%) reported to show the mother how to 
appropriately position and breastfeed practically while 74% explained through pictures and 62% 
did so verbally. In the Sylhet region, most of the FWAs (66%) reported explaining verbally and in 
the Chittagong region hands- on explanation was the most frequently used (80%). After the 
intervention, during the post-assessment, 92.8% of FWAs reported to show the mother a picture 
and explain appropriate positioning and attachment during breastfeeding while 79.7% explained it 
practically (show positioning and attachment using hands) and 68% did so verbally. Pictorial 
explanations were practiced by 100% of the FWAs in Sylhet and the majority of the FWAs (85.5%) 
in Chittagong. 

 
In the pre-assessment, 53.3% of UHC staff reported to show the mother pictures and the same 
percentage of staff verbally explained appropriate positioning and attachment during 
breastfeeding, while 40% explained it practically (show positioning and attachment using hands). 
In the Sylhet region, most of the UHC staff (71.4%) reported to explain practically and in the 
Chittagong region pictorial and verbal explanations were found to be the most frequently used 
(75%). During post-assessment, 93.3% reported to show the mother pictures and explain 
appropriate positioning and attachment during breastfeeding while 66.7% explained practically 
and 86.7% explained verbally. In the Sylhet region, 100% reported to explain verbally and in the 
Chittagong region pictorial explanation was found to be 100%. 

 
Table 52A: Perception of the HAs and FWAs about the possibility of a malnourished mother 
to breastfeed sufficiently in the pilot areas 

 
 
 

Indicators 

Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
No, it is not possible 90 83 78 65 97 78 52 79 94 81 88 72 84 
Yes, even a malnourished mother 
can also breastfeed adequately 

11 17 22 35 3 22 48 21 7 20 13 28 34 

 
During the pre-assessment, 94% of HAs perceived that there is no possibility of a malnourished 
mother to breastfeed her child sufficiently which dropped down to 88% after the intervention. 81% 
of FWAs perceived that there is no possibility of a malnourished mother to breastfeed her child 
sufficiently which dropped down to 72% after the intervention. 
 
Table 52B: Perception of UHC and Surjer Hashi staff about the possibility of a malnourished 
mother to breastfeed sufficiently in the pilot areas 
 

Indicators  Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

No, it is not possible 85.7 71.4 71.4 74 75 77.8 50.0 80 80 75 61 77 73 
Yes, even a malnourished 
mother can also breastfeed 
adequately 

14.3 28.6 71.4 32 25 22.2 50.0 25 20 26 61 29 34 

 
During pre-assessment, 80% of UHC staff perceived that there is no possibility of a malnourished 
mother to breastfeed her child sufficiently which dropped down to 61% after intervention. 
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Table 53A: Perception of the HAs and FWAs about making recommendation to the mothers 
to start complementary feeding for children in the pilot areas 

 
All of the HAs and FWAs in the pilot areas recommended mothers to start complementary feeding 
for children after six months.  
 
Table 53B: Perception of the UHC and Surjer Hashi staff about making recommendation to 
the mothers to start complementary feeding for children in the pilot areas 

 
All of the UHC and Surjer Hashi staff in the pilot areas recommended mothers to start 
complementary feeding for children after six months.  
 
Table 54A: Perception of the HAs and FWAs on the importance of giving appropriate 
complementary feeding for children after a certain age in the pilot areas. 

 
The majority of the HAs (95%) in the pilot areas perceived before intervention that, giving 
appropriate complementary feeding for children after a certain age is good for physical growth. 
There were some other perceptions like, 78% HAs thought that complementary food is needed 
because children grow very fast and thus need enough food, 78% perceived that complementary 
food is required for brain development while 24% perceived that complementary feeding is 
essential to protect children from lack of nutrition which may cause irreversible damage to 
children’s physical and mental growth during this age. 59% of HAs believed that mother’s milk is 
not enough for the children after a certain period of time.  
 
The majority of the FWAs (90%) in the pilot areas perceived before intervention that, giving 
appropriate complementary feeding for children after a certain age is good for physical growth. 

Indicators Sylhet % Chittagong % Total % 
Pre-

Assessment 
Post-

Assessment 
Pre-

Assessment 
Post-

Assessment 
Pre-

Assessment 
Pre-

Assessment 
Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
After 4 
months 

0 0 0 0 0 0 0 0 0 0 0 0 0 

After 5 
months 

0 0 0 0 0 0 0 0 0 0 0 0 0 

After 6 
months 

100 100 100 100 100 100 100 100 100 100 100 100 100 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Pre-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Age Group 
After 6 months 100 100 100 100 100 100 100 100 100 100 100 100 100 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Mothers milk is not enough 75 87 65 69 43 42 59 50 59 65 62 60 62 
Children grow very fast so need enough food 86 22 99 99 71 59 79 58 78 41 89 78 72 
For physical growth 97 95 100 100 93 86 84 84 95 90 92 92 92 
For brain development 82 79 90 92 73 62 83 79 78 71 86 86 80 
Lack of proper nutrition can cause 
irreversible damage to children’s physical 
and mental growth during this age 

16 29 100 100 32 34 100 100 24 31 100 100 64 

Others 3 3 0 0 15 12 0 0 9 7 0 0 4 

81 
 



 

There were some other perceptions like, 41% of FWAs thought that complementary food is needed 
because children grow very fast and thus need enough food, 71% perceived that complementary 
food is required for brain development while 31% perceived that complementary feeding is 
essential to protect children from lack of nutrition which may cause irreversible damage to 
children’s physical and mental growth during this age. 65% of FWAs believed that mother’s milk is 
not enough for the children after a certain period of time. In contrast, after the intervention, the 
perceptions changed. During the post-assessment, it was found that, 100% of the FWAs now 
perceived that lack of nutrition can cause irreversible damage to children’s mental and physical 
growth and thus complementary feeding is essential after a certain age while 92% believed that 
complementary feeding is needed for physical growth. 

 

 
*Graph 11.1: Sylhet, N=76, Chittagong, N=75 
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*Graph 11.2: Sylhet, N=77, Chittagong, N=76 

 

*Graph 11.3: Sylhet, N=7, Chittagong, N=8 
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Table 54B: Perception of the UHC and Surjer Hashi staff on the importance of giving 
appropriate complementary feeding for children after a certain age in the pilot areas 
 

  Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

Mothers milk is not enough 86 81 86 82 25 44 88 90 53 70 87 86 74 
Children grow very fast so need enough 
food 

57 14 86 15 100 22 100 100 80 17 93 58 62 

For physical growth 100 100 100 100 88 89 88 90 93 97 93 95 95 

For brain development 86 86 100 100 38 100 100 100 60 90 100 100 88 

Lack of proper nutrition can cause 
irreversible damage to children’s 
physical and mental growth during this 
age 

14 38 100 100 50 33 100 100 33 37 100 100 68 

Others 0 0 0 0 13 0 0 0 7 0 0 0 2 

 
The majority of the UHC staff (93%) in the pilot areas perceived before intervention that, giving 
appropriate complementary feeding for children after a certain age is good for physical growth. 
There were some other perceptions like, 80% of UHC staff thought that complementary food is 
needed for children because they grow very fast and thus need enough food, 60% perceived that 
complementary food is required for brain development while 33% perceived that complementary 
feeding is essential to protect children from lack of nutrition which may cause irreversible damage 
to children’s physical and mental growth during this age. 53% of UHC staff believed that mother’s 
milk is not enough for the children after a certain period of time. In contrast, after the intervention, 
the perceptions changed. During the post-assessment, it was found that, 100% of the UHC staff now 
perceived that complementary feeding is essential to prevent irreversible damage to children’s 
mental and physical growth and for brain development while 93.3% believed that complementary 
feeding is needed for physical growth. 
 
Most of the Surjer Hashi staff (97%) in the pilot areas perceived before the intervention that, giving 
appropriate complementary feeding for children after a certain age is good for physical growth. 
There were some other perceptions like, 17% Surjer Hashi staff thought that complementary food 
is needed for children because they grow very fast and thus need enough food, 90% perceived that 
complementary food is required for brain development while 37% perceived that complementary 
feeding is essential to protect children from lack of nutrition which may cause irreversible damage 
to children’s physical and mental growth during this age. 70% of Surjer Hashi staff believed that 
mother’s milk is not enough for the children after a certain period of time. 
 
Table 55A: Types of complementary food recommended by HAs and FWAs to their clients in 
the pilot areas 
Indicators Sylhet %  Chittagong %  Total %  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Khichuri 100 94 97 95 92 92 99 97 96 93 98 96 96 
Family food 45 18 97 97 61 59 96 99 53 39 97 98 72 
Animal Based food 55 46 95 97 56 47 80 95 56 47 88 96 72 
Suji 71 14 75 78 32 19 60 70 52 17 68 74 53 

Whatever they want to 
eat 

1 1 96 96 3 5 91 90 2 3 94 93 48 
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The pre-assessment data showed that, 96% of HAs recommended khichuri as a complementary 
food to their clients. They recommended some other foods like family food (53%), animal-based 
food (56%), and suji (52%). 2% of HAs recommended to give the child whatever they want. A large 
number of HAs (52%) used to recommend varieties of foods that were not categorized in the study. 
After the intervention, recommendation of family food, animal-based food and suji increased 
significantly to 97%, 87% and 68% respectively while khichuri was recommended by most (98%). 
No food items other than these were recommended by the HAs in the pilot areas after the 
intervention.  
 
Table 55B: Types of complementary food recommended by the UHC and Surjer Hashi staff to 
their clients in the pilot areas  
 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Khichuri 100 100 86 100 100 100 88 100 100 100 87 100 97 
Family food 43 100 100 100 63 100 100 100 53 100 100 100 88 
Animal Based food 29 52 71 55 63 44 100 44 46 48 86 50 58 
Suji 57 0 57 0 38 0 100 0 48 0 79 0 32 
Whatever they want 
to eat 

0 0 100 0 0 0 100 0 0 0 100 0 25 

Others 57 0 0 0 75 0 0 0 66 0 0 0 17 
 
The pre-assessment data showed that, 100% of UHC staff recommended khichuri as a 
complementary food to their clients. They recommended some other foods also like family food 
(53%), animal-based food (46%), and suji (48%). A large number of UHC staff (66%) used to 
recommend varieties of foods that were not categorized in the study. After the intervention, 
recommendation of family food, animal-based food and suji increased significantly to 100%, 86% 
and 79% respectively while khichuri was recommended by 87% of UHC staff.  No food items other 
than these were recommended by the UHC staff in the pilot areas after the intervention.  
 

*Graph 12.1: Sylhet, N=76, Chittagong, N=75 
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*Graph 12.2: Sylhet, N=77, Chittagong, N=76 
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Table 56A: Consistency of complementary food recommended by the HAs and FWAs to 
their clients in the pilot areas 
 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Liquid  92 94 100 100 67 70 70 70 80 82 85 85 83 
Semi Liquid  84 66 90 70 80 79 80 79 82 73 85 75 79 
Initially well mashed gradually in 
small pieces  

8 7 79 75 24 33 30 53 16 20 55 64 39 

 
During the pre-assessment, most of the HAs (82%) reported to recommend semi-liquid food 
items as complementary food while only 16% recommended initially well mashed and 
gradually in small pieces complementary foods. After the project, the post-assessment data 
showed that percentage of HAs recommending complementary foods of well mashed and small 
pieces increased gradually to 80%.  
 
Most of the FWAs (82%) in the pre-assessment reported to recommend liquid food items as 
complementary food while only 20% recommended initially well mashed and gradually in small 
pieces complementary foods. After the project, the post-assessment data showed that the 
percentage of FWAs recommending complementary foods of well mashed and small pieces 
increased gradually to 64%.  
 
Table 56B: Consistency of complementary food recommended by the UHC and Surjer 
Hashi staff to their clients in the pilot areas 
 

 
During pre-test, most of the UHC staff (94%) reported to recommend liquid food items as 
complementary food while only 20% recommended initially well mashed and gradually in small 
pieces complementary foods. Semi-liquid foods were recommended by 75% of UHC staff. After 
the project, the post-assessment data showed that 100% of UHC staff recommended liquid 
foods while 20% recommended well mashed and gradually in small pieces complementary 
foods. In the pre-assessment, most of the Surjer Hashi (65%) reported to recommend initially 
well mashed and gradually in small pieces complementary foods, while 41% recommended 
semi-liquid foods. 
 
 
 
 
 
 
 
 
 

Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UH
C 

SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

UHC SURJE
R 
HASHI 

Liquid  100 0 100 0 88 0 100 0 94 0 100 0 49 
Semi Liquid  86 22 90 22 63 60 66 60 75 41 78 41 59 
Initially well mashed 
gradually in small 
pieces  

14 89 14 89 25 40 25 40 20 65 20 65 43 

87 
 



 

Table 57A: Knowledge of the HAs and FWAs on number of times a mother of 6-24 months 
should give food to her child in the pilot areas 

 
Indicators Sylhet 

% 
Chittagong 

% 
Total 

% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
2 times 7 7 62 71 7 4 35 42 7 6 49 57 30 
3 times 97 95 100 100 96 96 100 100 97 96 100 100 98 
4 times 70 47 70 50 48 48 1 1 59 48 36 26 42 
5 times 11 8 11 8 8 15 8 15 10 12 10 12 11 
 
97% of HAs in the pilot areas were found to believe during pre-assessment that, a mother of a 6-
24 months old child should give food to her child three times a day while 59% perceived that a 
mother should feed 4 times a day. During the post-assessment, the knowledge of the HAs was 
rechecked and found that, 100% have the perception of feeding child 3 times in a day. 49% 
believed that a child should be fed twice a day. 96% of the FWAs in the pilot areas were found to 
believe during pre-assessment that, a mother of a 6-24 months old child should give food to her 
child three times a day while 48% FWAs perceived that a mother should feed 4 times a day. 
During the post-assessment, the knowledge of the FWAs was rechecked and found that, 100% 
believed that a child should be fed three times a day and 57% perceived feeding child twice in a 
day.  

 
Table 57B: Knowledge of the UHC and Surjer Hashi staff on number of times a mother of 
6-24 months should give food to her child in the pilot areas 
 
Indicators Sylhet 

% 
Chittagong 

% 
Total 

% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

2 times 0 0 57 0 57 0 57 0 29 0 57 0 22 
3 times 100 90 42.9 100 100 67 100 67 100 79 72 84 84 
4 times 43 43 43 43 25 56 25 60 34 50 34 52 43 
5 times 14 14 14 14 0 11 0 11 7 13 7 13 10 
 
100% of UHC staff in the pilot areas were found to believe during pre-assessment that, a mother 
of a 6-24 months old child should give food to her child three times a day while 34% of UHC 
staff perceived that a mother should feed 4 times a day. During the post-assessment, the 
knowledge of the UHC staff was rechecked and found that, 29% perceived feeding a child twice 
in a day.  79% of Surjer Hashi staff in the pilot areas were found to believe during pre-
assessment that, a mother of a 6-24 months old child should give food to her child three times a 
day while 50% of Surjer Hashi staff perceived that a mother should feed 4 times a day. 13% 
thought that children should feed 5 times in a day. In the post-assessment, most of the UHC staff 
(72%) and Surjer Hashi staff (84%) reported that children should get food three times in a day.  
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Table 58A: Recommendations made by the HAs and FWAs to a mother who complains 
that her child doesn’t want to eat in the pilot areas  
 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Not to force feed the child 95 95 96 95 81 80 96 88 88 88 96 92 91 
Encourage the child by 
talking to her, praising her 

36 43 100 100 40 33 100 100 38 38 100 100 69 

Wait till the child is ready to 
eat  

63 26 83 87 8 72 87 92 36 49 85 90 65 

Should not try to feed when 
the child is sleepy or tired 

12 5 88 87 3 0 95 93 8 3 92 90 48 

Other 55 38 0 0 61 50 0 0 58 44 0 0 26 
 
When a mother complained that her child was not taking food, 88% of the HAs in the pre-
assessment used to recommend the mothers not to feed the child forcefully. 36 % used to 
suggest mothers to wait until the child is ready to eat and 38% recommended mothers to 
encourage their child by talking or praising. During the post-assessment, 100% of HAs reported 
to encourage their child by talking or praising while 92% reported to suggest mothers not to try 
to feed when the child is sleepy or tired. 85% of HAs after the intervention recommended the 
mothers to wait till the child is ready to eat. 
 
When a mother complained that her child was not taking food, 88% of the FWAs in the pre-
assessment used to recommend the mothers not to feed the child forcefully. 49% used to 
suggest mothers to wait until the child is ready to eat and 38% recommended mothers to 
encourage their child by talking or praising. During the post-assessment, 100% of FWAs 
reported to encourage their child by talking or praising while 90% reported to suggest mothers 
not to try to feed when the child is sleepy or tired. 90% of FWAs after the intervention 
recommended the mothers to wait until the child is ready to eat. 
 
Table 58B: Recommendations made by the UHC and Surjer Hashi staff to a mother who 
complains that her child doesn’t want to eat in the pilot areas  
 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Not to force feed 
the child 

100 76 100 79 75 89 100 92 88 83 100 86 89 

Encourage the child 
by talking to her, 
praising her 

29 100 100 100 38 100 100 100 34 100 100 100 84 

Wait till the child is 
ready to eat  

43 0 100 0 63 0 88 0 53 0 94 0 37 

Should not try to 
feed when the child 
is sleepy or tired 

14 0 86 0 0 0 100 0 7 0 93 0 25 

Other 43 0 0 0 0 0 0 0 22 0 0 0 6 
 
When a mother complained that her child was not taking food, 88% of the UHC Staff in the pre-
assessment used to recommend the mothers not to feed the child forcefully. 53% used to 
suggest mothers to wait until the child is ready to eat and 34% recommended mothers to 
encourage their child by talking or praising. During the post-assessment, 100% of UHC staff 
reported to encourage their child by talking or praising and not to force to take food while 93% 
reported to suggest mothers not to try to feed when the child is sleepy or tired. 94% of UHC 
staff after the intervention recommended the mothers to wait till the child is ready to eat. 
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83% of Surjer Hashi staff in the pre-assessment used to recommend the mothers not to feed the 
child forcefully. 83% of staff recommended mothers to encourage their child by talking or 
praising. During the post-assessment, 86% of Surjer Hashi Staff reported to encourage their 
child by talking or praising and not to force to take food. 
 
Table 59A: Steps taken by the HAs and FWAs to convince a mother who does not have 
enough money to buy food for the child in the pilot areas 
 

Indicators  Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Explain good nutritious food is not 
always expensive 

91 87 100 100 84 91 100 100 88 89 100 95 93 

Ask them to save money by not buying 
things like chips juice and buy 
nutritious food instead 

45 34 86 90 35 22 73 76 40 28 80 59 52 

 
88% of HAs in the pre-assessment reported to explain to mothers who do not have enough 
money to buy food for their child in the pilot areas that good nutritious food are not always 
expensive, while 40% of HAs asked them to save money by not buying things like chips and 
motivated them to buy nutritious food instead. After the intervention, all of the HAs (100%) 
started to explain to the mothers who do not have enough money to buy food for their child that 
good nutritious foods are not always expensive and 80% of HAs reported in the post-
assessment that, they ask them to save money by not buying things like chips juice and buy 
nutritious food instead. 
 
89% of FWAs in the pre-assessment reported to explain to mothers who do not have enough 
money to buy food for their child in the pilot areas that good nutritious food are not always 
expensive, while 28% of FWAs asked them to save money by not buying things like chips and 
motivated them to buy nutritious food instead. After the intervention, all of the FWAs (95%) 
started to explain to the mothers who do not have enough money to buy food for their child that 
good nutritious foods are not always expensive and 59% of FWAs reported in the post-
assessment that, they ask them to save money by not buying things like chips juice and buy 
nutritious food instead. 
 
Table 59B: Steps taken by the UHC and Surjer Hashi staff to convince a mother who does 
not have enough money to buy food for the child in the pilot areas 

 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Explain good nutritious 
food is not always 
expensive 

100 91 100 93 100 100 100 100 100 96 100 97 98 

Ask them to save money 
by not buying things like 
chips juice and buy 
nutritious food instead 

14 38 86 41 13 33 75 36 14 36 81 39 43 

 
100% of UHC and 96% Surjer Hashi staff in the pre- reported to explain to mothers who do not 
have enough money to buy food for their child in the pilot areas that good nutritious food are 
not always expensive. The rate remained the same after intervention period. While only 14% of 
UHC staff during pre-assessment reported to ask mothers to save money by not buying things 
like chips and motivated them to buy nutritious food instead, the rate went higher after 
intervention and the post-assessment data showed that 81% of UHC staff are now asking 
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mothers to save money for nutritious food and motivating them not to buy processed juice or 
chips. 
 
D: Maternal Neonatal Child Health (MNCH) 
 
Table 60A: Knowledge of HAs and FWAs on the reason behind not being married or 
giving birth to a child before the age of 18 years in the pilot areas  

 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post- 
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 

Legal age of marriage in Bangladesh is 
18 years 

93 88 69 79 93 92 85 91 93 90 88 85 89 

A woman’s body has a higher chance of 
not being ready for child bearing till 
then 

100 92 73 97 83 90 96 95 91 91 96 96 94 

Women younger than 18 have a higher 
chance of lacking the maturity to raise a 
child 

62 70 72 86 71 62 88 96 66 66 91 91 79 

A woman is more likely to have a low 
birth weight baby before then 

74 39 53 73 41 40 85 75 58 39 78 74 62 

Getting married earlier would impede 
the ability of the woman to finish her 
education 

41 13 73 96 1 5 87 93 21 9 91 95 54 

Women before the age of 18 have a 
higher likelihood of having an 
obstructed labor 

65 53 66 81 56 45 92 93 60 49 89 87 71 

Women before the age of 18 have a 
higher likelihood of suffering from 
maternal mortality 

74 60 74 97 56 49 91 93 65 54 94 95 77 

Newborn children of younger women 
are more likely to have physical and 
mental health problems, and have a 
higher mortality rate 

37 39 69 94 53 54 73 88 45 46 82 91 66 

Entire families and communities are 
healthier when women delay marriage 
and consequentially child birth 

65 71 70 91 73 83 81 87 69 77 87 89 81 

 
Knowledge about the reasons for not getting married or having a child before 18 years of age, 
among the HAs increased after the intervention. Although the percentage of HAs who perceived 
that the legal age of marriage is 18 years decreased from 93% to 88%. Previously, 66% of HAs 
had the perception that women younger than 18 years have a higher chance of lacking the 
maturity to raise a child which went up to 91% after the intervention.  Only 21% of HAs in the 
pilot areas had the knowledge that getting married earlier would impede the ability of the 
woman to finish her education. Post-assessment data revealed that, after the intervention 91% 
of HAs now understand the reason. The post-assessment reported that 29% more HAs had the 
knowledge about women giving birth before the age of 18 having a higher likelihood of 
obstructed labor. Previously 65% of HAs were aware about the fact that women who give birth 
before the age of 18 have a higher likelihood of suffering from maternal mortality but after 
intervention 94% of HAs reported to know the reason. Almost 37% more HAs reported to know 
that mothers who give birth under the age of 18 years have an increased chance of neonatal 
mortality and that the child could have physical and mental deformities.  
 
Knowledge about the reasons for not getting married or having a child before 18 years of age, 
among the FWAs increased after the intervention. The percentage of FWAs who perceived that 
the legal age of marriage is 18 years decreased from 90% to 85%. Previously 66% of FWAs 
perceived that women younger than 18 years have a higher chance of lacking the maturity to 
raise a child which went up to 91% after the intervention.  Only 9% of FWAs in the pilot areas 
had the knowledge that getting married earlier would impede the ability of the woman to finish 
her education. Post-assessment data revealed that, after intervention, 95% of FWAs now 
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understand the reason. The post-assessment reported almost 38% more FWAs to have 
knowledge about women before the age of 18 having a higher likelihood of obstructed labor. 
Previously 54% of FWAs were aware about the fact that women giving birth before the age of 
18 have a higher likelihood of suffering from maternal mortality but after the intervention 95% 
of FWAs reported to know the reason. Almost 45% more FWAs reported to know that mothers 
giving birth under 18 years of age could increase the chance of neonatal mortality and child’s 
physical and mental deformities.  
 
Table 60B: Knowledge of the UHC and Surjer Hashi staff on the reason behind not being 
married or give birth to a child before the age of 18 years in the pilot areas  

 
Knowledge about the reasons of not getting married or having a child before 18 years of age, 
among the UHC staff increased after intervention. Although the percentage of UHC staff who 
perceived that the legal age of marriage is 18 years decreased from 80% to 67%. Previously, 
73% of UHC staff had the perception that woman younger than 18 years have a higher chance of 
lacking the maturity to raise a child which went up to 100% after the intervention.  Only 7% of 
UHC staff in the pilot areas had knowledge that getting married earlier would impede the ability 
of the woman to finish her education. Post-assessment data revealed that, after the intervention, 
67% of UHC staff now understand the reason. The post-assessment reported that almost 40% 
more UHC staff have the knowledge about women under 18 years of age having a higher 
likelihood of obstructed labor. Previously 53% of UHC staff were aware about the fact that 
women before the age of 18 have a higher likelihood of suffering from maternal mortality, but 
after the intervention 87% of UHC staff reported to know the reason. Almost 33% more UHC 
staff reported to know that mothers under the age of 18 giving birth could increase the chance 
of neonatal mortality and child’s physical and mental deformities.  
 
The percentage of Surjer Hashi staff who perceived that the legal age of marriage is 18 years 
increased from 80% to 85%.  After the intervention 100% of Surjer Hashi staff reported to 
know that a woman’s body has a higher chance of not being ready for child bearing before the 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

Legal age of marriage in 
Bangladesh is 18 years 

86 81 86 90 75 78 50 80 80 80 68 85 78 

A woman’s body has a higher 
chance of not being ready for child 
bearing till then 

86 95 86 100 75 67 100 100 80 87 93 100 90 

Women younger than 18 have a 
higher chance of lacking the 
maturity to raise a child 

71 71 100 100 75 44 100 100 73 63 100 100 84 

A woman is more likely to have a 
low birth weight baby before then 

71 33 71 80 50 67 100 100 60 43 87 62 63 

Getting married earlier would 
impede the ability of the woman to 
finish her education 

14 5 57 10 0 33 75 100 7 13 67 12 25 

Women before the age of 18 have a 
higher likelihood of having an 
obstructed labor 

71 52 100 70 50 33 100 100 60 47 100 59 67 

Women before the age of 18 have a 
higher likelihood of suffering from 
maternal mortality 

57 29 100 30 50 56 75 100 53 37 87 34 53 

Newborn children of younger 
women are more likely to have 
physical and mental health 
problems, and have a higher 
mortality rate 

29 43 71 50 50 33 75 100 40 40 73 45 50 

Entire families and communities 
are healthier when women delay 
marriage and consequentially child 
birth 

43 48 100  75 22 88  60 40 93 70 66 
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legal age of marriage, and women younger than 18 have a higher chance of lacking the maturity 
to raise a child. 
 
Table 61A: Advice given by the HAs and FWAs on prevention of anemia in the pilot areas 
 
 Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Advise them to 120mg of 
elemental iron plus 400 µg 
of folic acid 

47 61 97 96 59 54 92 96 53 57 95 96 76 

Advise women and girls to 
eat foods rich in iron 

97 99 100 100 100 88 100 100 99 93 100 100 98 

Advise women to eat 
Vitamin C rich foods with 
their meals 

16 47 11 8 27 30 0 1 21 38 5 5 17 

 
The pre-assessment revealed that 53% of HAs advised their clients to take 120mg of elemental 
iron plus 400µg of folic acid to prevent anemia. 98.7% recommended for women and girls to eat 
foods rich in iron and 21% advised their clients to eat Vitamin C rich foods with their meals. In 
the post-assessment, it was found that, 95% of HAs advised their clients to take 120mg of 
elemental iron plus 400µg of folic acid. All of the HAs (100%) at post-assessment advised 
women and girls to eat foods rich in iron while only 5% of HAs in the pilot areas recommended 
women to take Vitamin C rich meals.  
 
The pre-assessment revealed that 57% of FWAs advised their clients to take 120mg of 
elemental iron plus 400µg of folic acid to prevent anemia. 93% recommended for women and 
girls to eat foods rich in iron and 38.2% advised their clients to eat Vitamin C rich foods with 
their meals. In the post-assessment it was found that, 96% of FWAs advised their clients to take 
120mg of elemental iron plus 400µg of folic acid. All of the FWAs (100%) at post-assessment 
advised women and girls to eat foods rich in iron while only 5% of FWAs in the pilot areas 
recommended women to take Vitamin C rich meals.  
 
Table 61B: Advice given by the UHC and Surjer Hashi staff on prevention of anemia in the 
pilot areas 
 

Indicator Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

Advise them to 120mg of 
elemental iron plus 400µg 
of folic acid 

57 62 100 70 38 56 100 60 47 60 100 65 136 

Advise women and girls to 
eat foods rich in iron 

100 95 100 100 100 89 100 90 100 93 100 95 194 

Advise women to eat 
Vitamin C rich foods with 
their meals 

14 48 0 50 38 22 13 30 27 40 7 40 57 

 
The pre-assessment revealed that, 47% of UHC staff advised their clients to take 120mg of 
elemental iron plus 400µg of folic acid to prevent anemia. 100% recommended women and girls 
to eat foods rich in iron and 27% advised their clients to eat Vitamin C rich foods with their 
meals. In the post-assessment it was found that, All the UHC staff (100%) at post-assessment 
advised  women and girls to take 120mg of elemental iron plus 400µg of folic acid and foods 
rich in iron while only 6.7% of UHC staff in the pilot areas recommended women to take 
Vitamin C rich meals.  
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The pre-assessment revealed that the majority of the HAs (97%) recommended their clients to 
eat meat, while leafy green vegetables were recommended by only 10.6% of HAs. Fish, nuts, 
fruit and milk were recommended by over 80% of HAs while 64% reported to advise lentils and 
pulses to their clients. In comparison, after the project, the post-assessment revealed that 
almost all of the HAs started to recommend leafy green vegetables while 97% recommended 
meat. Except nuts (57%), all the other aforementioned items were found to be recommended by 
over 90% of the HAs. After the project, the post-assessment revealed that almost all of the HAs 
started to recommend leafy green vegetables, meat, fish, fruit and pulses. 
 
Table 62A: Foods recommended by the HAs and FWAs for optimum nutrition of a 
pregnant woman in the pilot areas 

 
 
 
 
Indicators  

Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Meat  100 97 97 100 93 97 97 99 97 97 97 99 98 
Fish  96 91 100 100 79 88 99 99 87 90 99 99 94 
Nuts  93 95 72 73 80 95 41 47 87 95 57 60 75 
Green leafy vegetables  13 7 100 100 8 13 100 100 11 10 100 100 55 
Fruits  96 94 100 99 83 92 97 99 89 93 99 99 95 
Milk  97 79 99 99 79 72 97 97 88 76 98 98 90 
Lentils and pulses  72 61 97 100 55 68 96 99 64 65 97 99 81 

 
The pre-assessment revealed that, the majority of the HAs (97%) recommended their clients to 
eat meat while leafy green vegetables were recommended by only 11% of HAs. Fish, nuts, fruit 
and milk were recommended by over 80% of HAs while 64% reported to advise lentils and 
pulses to their clients. In comparison, after the project, the post-assessment revealed that, 
almost all the HAs started to recommend leafy green vegetables while 97% recommended meat. 
Except nuts (57%), all the other aforementioned items were found to be recommended by over 
90% HAs. 
 
The pre-assessment revealed that, the majority of the FWAs (97%) recommended their clients 
to eat meat while leafy green vegetables were recommended by only 10% of FWAs. Over 90% of 
FWAs advised their clients to eat nuts and fruit while lentils and pulses were recommended by 
65% of FWAs. In comparison, after the project, the post-assessment revealed that, almost all of 
the HAs started to recommend leafy green vegetables while 99% recommended meat. Except 
nuts (60%), all the other aforementioned items were found to be recommended by over 90% of 
FWAs. 
 
Table 62B: Foods recommended by the UHC and Surjer Hashi staff for optimum nutrition 
of a pregnant woman in the pilot areas 
 

 
 
Indicators 

Sylhet 
% 

Chittagong 
% 

Total 
% 

Pre-
Assessment  

Post-Assessment  Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

Meat  100 100 100 100 100 100 100 100 100 100 100 100 100 
Fish  86 91 100 100 88 100 100 100 87 93 100 100 95 
Nuts  86 76 86 90 75 33 63 50 80 63 73 70 72 
Green leafy 
vegetables  

0 19 100 30 25 22 100 30 13 20 100 30 
41 

Fruits  100 71 100 100 8 78 100 80 93 73 100 90 89 
Milk  86 71 57 90 88 100 100 100 87 80 80 95 86 
Lentils and pulses  71 24 100 80 50 33 100 50 60 27 100 65 63 
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During the pre-assessment it was revealed that, 100% of UHC staff recommended their clients 
to eat meat while leafy green vegetables were recommended by only 13%. Fish, nuts, fruit and 
milk were recommended by over 80% of UHC staff while 60% reported to advise lentils and 
pulses to their clients. In comparison, after the project, the post-assessment revealed that, 
almost all the HAs started to recommend leafy green vegetables, meat, fish, fruit and pulses. 
100% of the Surjer Hashi staff recommended their clients to eat meat while leafy green 
vegetables were recommended by only 20%. Over 90% of Surjer Hashi advised their clients to 
eat fish.  
 
Table 63A: Knowledge of HAs and FWAs about the topics that should get covered in an 
ANC visit for pregnant women in the pilot areas 
 

Indicators  Sylhet 
% 

Chittagong 
% 

Total 
% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Self-care at home 91 57 96 100 45 45 95 93 68 51 95 97 78 
Nutrition 88 82 100 97 81 72 99 100 85 77 99 99 90 
Safer sex  13 18 93 97 35 26 87 90 24 22 90 94 58 
Appropriate rest 90 73 78 81 64 62 76 88 77 67 77 84 76 
Planning for breastfeeding  42 17 93 91 16 15 88 88 29 16 91 90 56 
Post-natal family planning 42 12 25 21 20 16 31 34 31 14 28 28 25 
Healthy lifestyle  57 20 33 33 36 34 40 42 44 27 36 37 36 
Planning for transport and 
emergencies  

57 35 95 97 36 50 92 96 46 43 93 97 70 

Advice on danger signs during 
pregnancy  

93 62 97 100 79 90 96 93 86 76 97 97 89 

Planning for where and with 
whom delivery will take place  

28 20 58 48 31 23 47 45 29 21 52 46 37 

Information on childbirth  37 14 30 30 12 18 36 47 25 16 34 39 29 
Information on health of 
newborn  

49 31 65 75 32 42 43 55 40 37 54 65 49 

Planning for blood donation in 
case of emergency 

41 21 33 34 13 28 39 40 27 24 36 37 31 

Monitoring progress and 
assessment of maternal and 
fetal well being  

28 22 82 87 4 8 76 72 16 15 79 80 48 

 
The table depicts that in the pre-assessment over 80% of HAs perceived that nutrition and 
danger signs during pregnancy should be covered during ANC visits which went up to over 90% 
after the intervention. Topics like safer sex and planning of breastfeeding were suggested by 
some 24% and 29% of HAs during the initial assessment while after the intervention, these two 
topics were suggested by almost 90%. 44% of HAs in the pre-assessment reported to perceive 
that a healthy lifestyle should be among the topics discussed during ANC visits which was 
suggested by 36% of HAs in the post-assessment. 16% of HAs perceived to cover monitoring 
progress and assessment of maternal and fetal wellbeing during ANC visits while this 
perception significantly went up after the intervention and the post-assessment data found that 
79% HAs think so.  
 
In the pre-assessment, over 75% of FWAs perceived that nutrition and danger signs during 
pregnancy should be covered during ANC visits, which went up to over 90% after the 
intervention. Topics like safer sex and planning of breastfeeding were suggested by some 22% 
and 16 % of FWAs during the initial assessment while after the intervention, these two topics 
were suggested by 94% and 90% of FWAs. 27% of FWAs in the pre-assessment reported to 
perceive that healthy lifestyle should be among the topics discussed during ANC visits which 
was suggested by 37% of FWAs in the post-assessment. 15% of FWAs perceived to cover 
monitoring progress and assessment of maternal and fetal wellbeing during ANC visits while 
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this perception significantly went up after the intervention and post-assessment data found that 
80% of FWAs think so. 
 
 
Table 63B: Knowledge of UHC and Surjer Hashi staff about the topics that should get 
covered in an ANC visit for pregnant women in the pilot areas  

 
 
 

Indicator 

Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

Self-care at home 86 24 100 24 38 33 100 50 60 27 100 37 56 
Nutrition 71 100 100 100 63 100 100 100 67 100 100 100 92 
Safer sex  14 00 71 00 38 00 88 00 27 00 80 00 27 
Appropriate rest 86 81 86 100 50 56 88 70 67 73 87 85 78 
Planning for breastfeeding  57 00 100 00 50 33 88 50 53 10 93 25 45 
Post-natal family planning 43 10 43 10 25 22 63 30 33 13 53 20 30 
Healthy lifestyle  43 00 43 00 63 00 50 50 53 00 47 25 31 
Planning for transport and 
emergencies  

57 43 100 50 50 44 100 100 53 43 100 75 68 

Advice on danger signs 
during pregnancy  

100 38 100 38 88 67 100 100 93 47 100 69 77 

Planning for where and 
with whom delivery will 
take place  

43 19 71 19 25 33 63 50 33 23 67 35 40 

Information on childbirth  14 00 3 10 0 00 25 10 7 00 33 10 13 
Information on health of 
newborn  

100 10 43 10 50 33 50 50 73 17 47 30 42 

Planning for blood donation 
in case of emergency 

29 14 14 14 13 00 25 10 20 10 20 12 16 

Monitoring progress and 
assessment of maternal and 
fetal well being  

29 9 57 9 0 11 75 50 13 33 67 30 36 

 
The table above depicts that in the pre-assessment, 67% and 93% of UHC staff respectively 
perceived that nutrition and danger signs during pregnancy should be covered during ANC 
visits which goes up to 100% after the intervention. Topics like safer sex and planning of 
breastfeeding were suggested by some 27% and 53 % of UHC staff during the initial assessment 
while after the intervention, these two topics were suggested by 80% and 93% respectively. 
53% of UHC staff in the pre-assessment reported to perceive that a healthy lifestyle should be 
among the topics discussed during ANC visits which was suggested by 47% of UHC staff in the 
post-assessment. 13% of UHC staff perceived to cover monitoring progress and assessment of 
maternal and fetal wellbeing during ANC visits while this perception significantly went up after 
the intervention and the post-assessment data found that 67% UHC staff think so.  
 
In the pre-assessment, 100% of Surjer Hashi staff perceived that nutrition and 47% danger 
signs during pregnancy should be covered during ANC visits. Topics like appropriate resting 
and planning of breastfeeding were suggested by some 73% and 10% of Surjer Hashi staff 
during the initial assessment. 33% of Surjer Hashi staff perceived to cover monitoring progress 
and assessment of maternal and fetal wellbeing during ANC visits. 
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Table 64A: Knowledge of HAs and FWAs about strategies to be taken by engaging the in-
laws, husband and family members to plan for, to have knowledge of, and support 
decisions for proper maternal and newborn care in the pilot areas 
 
 

 
 
Indicator 

Sylhet 
% 

Chittagong 
% 

Total 
% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA  
They should know danger signs 
during pregnancy and childbirth  

97 97 99 99 99 100 97 100 98 96 98 99 98 

They should know danger signs 
regarding newborn 
complications  

99 99 99 99 99 99 97 99 99 98 98 99 99 

They should plan and prepare to 
allocate resources to pay for 
skilled care 

66 88 10
0 

97 45 97 10
0 

97 56 71 10
0 

97 81 

They should plan and prepare to 
allocate resources to pay for 
transportation  

68 83 96 100 63 95 95 95 66 63 95 97 80 

They should plan and prepare to 
allocate resources to receive 
blood donations 

65 57 91 91 24 88 72 88 44 43 82 89 64 

They should support the 
mother’s need for good nutrition  

70 78 80 90 55 79 63 79 62 66 72 84 71 

They should understand the 
importance of the mother 
resting a lot and not straining 
herself by working too much  

51 56 96 99 67 96 93 96 59 61 95 97 78 

They should understand the 
importance of timely ANC and 
PNC visits 

51 43 96 95 67 86 89 86 59 46 93 90 72 

Other 19.
7 

23 00 00 8 00 00 00 14 15 00 00 7 

 
Almost all of the HAs (around 98%) had the understanding that in-laws, husband and family 
members of the pregnant mother should know danger signs during pregnancy and childbirth 
and newborn complications as well. Despite that, the pre-assessment data depicts that there 
was a significant knowledge gap among the HAs about the role of the in-laws, husband and 
family members of the pregnant mother.  
 
The post-assessment data revealed that 100% of HAs in the pilot areas understand now that the 
family members of the pregnant mother should plan and prepare to allocate resources to pay 
for skilled care while over 80% perceived that the family members should have a plan to 
allocate resources to receive blood donations and over 90% of HAs reported to know the 
importance of the  mother resting a lot and not straining herself by working too much, and her 
timely ANC and PNC visit.  
 
Over 96% of FWAs had the understanding that the in-laws, husband and family members of the 
pregnant mother should know danger signs during pregnancy and childbirth and newborn 
complications as well. Despite that, the pre-assessment data depicted that there was a 
significant knowledge gap among the FWAs about the role of the in-laws, husband and family 
members of the pregnant mother.  
 
The post-assessment data revealed that 97% of FWAs in the pilot areas understand now that 
the family members of the pregnant mother should plan and prepare to allocate resources to 
pay for skilled care while over 90% perceived that the family members should have a plan to 
allocate resource to receive blood donations and 97% of FWAs reported to know the 
importance of the mother resting a lot and not straining herself by working too much.  90% of 
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FWAs in the post-assessment reported to think that the family members of the pregnant mother 
should understand the importance of timely ANC and PNC visits while the percentage of FWAs 
with such understanding was only 46% during the pre-assessment. 
 
 
Table 64B: Knowledge of UHC and Surjer Hashi staff about strategies to be taken by 
engaging the in-laws, husband and family members to plan for, to have knowledge of, and 
support decisions for proper maternal and newborn care in the pilot areas 
 

 
 
Indicator 

Sylhet 
% 

Chittagong 
% 

Total 
% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

They should know danger signs 
during pregnancy and childbirth  

100 100 100 100 100 100 100 100 100 100 100 100 100 

They should know danger signs 
regarding newborn complications  

100 86 100 100 100 78 100 90 100 83 100 95 95 

They should plan and prepare to 
allocate resources to pay for 
skilled care  

88 33 88 50 25 44 88 60 53 37 87 55 58 

They should plan and prepare to 
allocate resources to pay for 
transportation  

43 91 71 100 89 89 100 100 47 90 87 100 81 

They should plan and prepare to 
allocate resources to receive 
blood donations  

71 19 57 50 25 20 100 50 47 20 80 50 49 

They should support the mother’s 
need for good nutrition  

57 10 71 50 38 11 100 50 47 10 87 50 49 

They should understand the 
importance of the mother resting 
a lot and not straining herself by 
working too much  

14 38 100 50 63 22 100 50 40 33 100 50 56 

They should understand the 
importance of timely ANC and 
PNC visits  

0 52 100 100 25 33 100 50 13 47 100 75 59 

Other 28.6 00 00 00 00 00 00 00 13.3 00 00 00 3 
 
All of the UHC staff (100%) were found to have the understanding that in-laws, husband and 
family members of the pregnant mother should know danger signs during pregnancy and 
childbirth and newborn complications as well. Despite that, the pre-assessment data depicts 
that there was a significant knowledge gap among the UHC staff about the role of the in-laws, 
husband and family members of the pregnant mother.  
 
The post-assessment data revealed that 87% of UHC staff in the pilot areas understand now that 
the family members of the pregnant mother should plan and prepare to allocate resources to 
pay for skilled care while over 80% perceived that the family members should have a plan to 
allocate resource to receive blood donations and 100% of UHC staff reported to know the 
importance of the mother resting a lot and not straining herself by working too much, and her 
timely ANC and PNC visit.  
 
All the Surjer Hashi staff (100%) were found to have the understanding that the in-laws, 
husband and family members of the pregnant mother should know danger signs during 
pregnancy and 83% of staff considered the issue of childbirth and newborn complications. 
Despite that, the pre-assessment data depicted that there was a significant knowledge gap 
among the UHC staff about the role of the in-laws, husband and family members of the pregnant 
mother. Only 10% of staff perceived that the in-laws, husband and family members of the 
pregnant woman should support the mother’s need for good nutrition. Regarding resource 
allocation, while 90% of Surjer Hashi staff had knowledge that the family members of the 
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pregnant mother should have resource allocation for transportation, only 20% were found to 
think the same for blood donation. 47% of Surjer Hashi staff reported that the members of the 
pregnant mother’s family should understand the importance of timely ANC and PNC visits. 
 
 
Table 65A: Knowledge of HAs and FWAs about the components of a skilled birth in the 
pilot areas 
 

Indicators Sylhet 
% 

Chittagong 
% 

Total 
% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Need for a clean and sterile environment 
for childbirth 

99 92 99 99 89 96 89 99 94 94 94 97 95 

Need for clean and sterile instruments 
for childbirth 

96 94 100 96 87 78 87 96 92 86 94 91 91 

Mother and skilled birth attendant have 
thoroughly washed their hands with 
soap 

74 65 59 55 49 42 49 75 62 54 54 55 56 

Cutting the birth cord within 3 minutes 
with a sterile instrument 

42 40 96 97 49 30 49 93 46 35 73 66 55 

Drying newborn with a clean cloth and 
placing on mother’s bare breast 

29 14 90 95 8 5 8 88 19 10 49 53 33 

Cover both mother and newborn under 
blanket or katha 

4 3 71 74 5 3 5 66 5 3 38 39 21 

Initiate immediate breast feeding 65 71 91 95 73 84 73 80 69 78 82 87 79 
 
This data table represents the picture of knowledge of the HAs about the components of a 
skilled birth in the pilot area. At the initial phase of the project most of the respondents, around 
94%, reported that a clean and sterile environment is needed for childbirth and 91% said clean 
and sterile instruments are important for childbirth, while 62% gave their opinion on the 
mother and birth attendant washing their hands thoroughly. Another 69% said that initiation of 
breastfeeding just after birth is the main component of skilled birth. 
 
On the other hand, after the intervention this picture changed. Around 99% said the need for a 
clean and sterile environment for childbirth, 95% said clean and sterile instruments, 96% said 
that cutting the birth cord within 3 minutes with a sterile instrument whereas 85% of 
respondents reported that drying the newborn with a clean cloth and placing on the mother’s 
bare breast is a very important method of skilled birth. Another 72% of respondents said to 
cover both mother and newborn under a blanket or katha and 89% gave importance to initiate 
immediate breastfeeding. 
 
This table also depicts the true situation of knowledge of the FWAs about the components of a 
skilled birth in the pilot areas. Most of the respondents mentioned clean and sterile 
environment, clean and sterile instruments, initiate immediate breastfeeding, are the main 
components of a safe and skilled child birth before the intervention and those rate were 94%, 
86 and 78% respectively. Almost half of the respondents said that consciousness of the mother 
and birth attendant to wash their hands with soap has much significance for a skilled birth.  
 
At the endline assessment, most of the respondents talked about a clean and sterile 
environment (99%), clean and sterile instruments for childbirth (96%), cutting the birth cord 
within 3 minutes with a sterile instrument (95%) and drying the newborn with a clean cloth 
and placing it on the mother’s bare breast (92%). About 88% of respondents also mentioned 
initiation of breastfeeding just after birth. 
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Table 65B: Knowledge of UHC  and Surjer Hashi staff about the components of a skilled 
birth in the pilot areas 

 
 Sylhet 

% 
Chittagong 

% 
Total 

% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Need for a clean and 
sterile environment for 
childbirth 

100 95 100 98 88 78 100 81 94 87 100 90 93 

Need for clean and 
sterile instruments for 
childbirth 

100 100 100 100 63 100 100 100 82 100 100 100 96 

Mother and skilled 
birth attendant have 
thoroughly washed 
their hands with soap 

57 48 57 50 50 56 63 59 54 52 60 55 55 

Cutting the birth cord 
within 3 minutes with a 
sterile instrument 

29 52 100 54 63 44 100 47 46 48 100 51 61 

Drying newborn with a 
clean cloth and placing 
on mother’s bare breast 

14 19 100 53 13 0 100 0 14 10 100 27 38 

Cover both mother and 
newborn under blanket 
or katha 

0 14 43 51 0 0 38 0 0 7 41 26 19 

Initiate immediate 
breast feeding 

71 43 86 46 100 44 100 47 86 45 93 47 68 

 
When the study team asked the respondents about their knowledge on the components of 
skilled birth in the pilot areas before the intervention, most of the respondents mentioned about 
a clean and sterile environment (93%), clean and sterile instruments (80%), and initiate 
immediate breastfeeding (87%). However, after the intervention all of the respondents 
mentioned a sterile environment, clean and sterile instruments as well as cutting the birth cord 
within 3 minutes with a sterile instrument and drying newborn with a clean cloth and placing it 
on the mother’s bare breast is the best procedure of a safe and skilled birth. Another 93% also 
mentioned  immediate breastfeeding as a component of skilled birth. 
 
In the pre-assessment among Surjer Hashi staff, the respondents mostly mentioned a sterile 
environment (90%), clean and sterile instruments (100%), hand washing of the mother and 
birth attendant with soap (50%) and cutting the birth cord within 3 minutes with a sterile 
instrument (57%) as the important components of a skilled birth. 
 
Table 66A: Knowledge of HAs and FWAs about the five critical danger signs of pregnancy 
in the pilot areas 
 
 Sylhet 

% 
Chittagong 

% 
Total 

% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Vaginal bleeding before 
delivery 

99 90 99 99 100 96 96 100 
100 

93 98 100 98 

Excessive bleeding during 
or immediately after 
childbirth 

95 62 99 99 55 67 97 95 

75 

65 98 97 84 

Convulsions 93 90 99 100 85 88 99 99 89 89 99 100 94 
High fever 87 75 96 96 65 82 95 96 76 79 96 96 87 
Failure of labor to begin 
more than 6 hours after 

57 60 90 94 77 59 79 87 
67 

60 85 91 76 

100 
 



 

 Sylhet 
% 

Chittagong 
% 

Total 
% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
water breaks 
Other 7 22 0 0 11 15 0 0 9 19 0 0 7 
 
Knowledge about the five critical danger signs of pregnancy among the HAs of the pilot areas 
were evaluated during the pre and post-assessment and significant improvement was shown 
after the intervention. Vaginal bleeding before delivery was identified in both assessments by 
over 97% of the HAs. Knowledge of excessive bleeding during or immediately after childbirth 
was reported by only 75% of HAs in Chittagong which improved to 98% during the post-
assessment. Knowledge on convulsions and high fever were reported by some 89% and 76.2% 
respectively during the initial assessment. After the intervention, over 95% reported to have 
knowledge on these two danger signs of pregnancy. Knowledge on failure of labor to begin more 
than 6 hours after water breaks was reported by 67% of HAs during the pre-assessment and 
after the intervention was received, 84% of HAs reported to have knowledge on this issue. 
 
Knowledge about the five critical danger signs of pregnancy among the FWAs of the pilot areas 
were evaluated during pre and post-assessment and significant improvement was shown after 
the intervention. Vaginal bleeding before delivery was identified in both assessments by over 
90% of FWAs. Knowledge of excessive bleeding during or immediately after childbirth was 
reported by only 65% of FWAs in pilot areas which improved to 97% during post-assessment. 
Knowledge on convulsions and high fever were reported by some 89% and 78.4% respectively 
during the initial assessment. After the intervention, over 96% reported to have knowledge on 
these two danger signs of pregnancy. Knowledge on failure of labor to begin more than 6 hours 
after water breaks was reported by 60% of FWAs during pre-assessment and after the 
intervention received, 90% FWAs reported to have knowledge on this issue. 
 
Table 66B: Knowledge of the UHC and Surjer Hashi staff about the five critical danger 
signs of pregnancy in the pilot areas  

 
 Sylhet 

% 
Chittagong 

% 
Total 

% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Vaginal bleeding 
before delivery 

100 71 100 73 100 56 100 59 100 64 100 66 83 

Excessive bleeding 
during or immediately 
after childbirth 

57 100 86 100 63 100 100 100 60 100 93 100 88 

Convulsions 100 71 100 74 100 56 100 59 100 64 100 67 83 
High fever 71 38 86 41 75 22 100 25 73 30 93 33 57 
Failure of labor to 
begin more than 6 
hours after water 
breaks 

57 71 100 75 63 56 100 58 60 64 100 67 73 

Other 14 0 0 0 13 0 0 0 14 0 0 0 4 
Vaginal bleeding 
before delivery 

0 0 0 0 0 0 0 0 0 0 0 0 0 

 
Knowledge about the five critical danger signs of pregnancy among the UHC staff in the pilot 
areas were evaluated during pre and post assessment and significant improvement was shown 
after the intervention. Vaginal bleeding before delivery was identified in both assessments by 
100% of the UHC staff. Knowledge of excessive bleeding during or immediately after childbirth 
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was reported by only 60% of UHC staff which improved to 93% during the post-assessment. 
Knowledge on convulsions was reported at 100% among the staff. High fever was reported by 
73% during the initial assessment.  After the intervention, over 93% reported to have 
knowledge on this danger sign of pregnancy. Knowledge on failure of labor to begin more than 6 
hours after water breaks was reported by 60% of UHC staff during pre-assessment, and after 
the intervention was received, 100% of UHC staff reported to have knowledge on this issue.  
 
Knowledge about the five critical danger signs of pregnancy among the Surjer Hashi staff of the 
pilot areas were evaluated during the pre and post-assessments and significant improvement 
was shown after the intervention. Vaginal bleeding before delivery and knowledge of excessive 
bleeding during or immediately after childbirth was identified by 100% of Surjer Hashi staff. 
Knowledge on convulsions was reported by 67% of staff. High fever was reported by 33% 
during the initial assessment. Knowledge on failure of labor to begin more than 6 hours after 
water breaks was reported by 67% of Surjer Hashi staff. 
  
Table 67A: Knowledge of the field worker about the timeframe of a HAs to visit a 
newborn and his/her mother to check for danger signs hours/days after birth in the pilot 
areas 

 
Indicators Sylhet 

% 
Chittagong 

% 
Total 

% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
24 hours/1 day after 
birth 

63 60 88 74 59 68 91 87 61 64 90 81 74 

2 days after birth 20 21 4 14 24 20 4 8 22 21 11 11 16 
3 days after birth 15 18 8 12 8 12 5 5 12 15 9 9 11 
Other 13 9 0 0 19 8 0 0 16 9 0 0 6 

 
While 61% of FWs reported during the pre-assessment that the HAs should visit a newborn and 
the mother after 1 day of birth, 22% of FWs perceived that the visit should be after 2 days of 
birth. There were also 11% of respondents who reported the required visiting time should be 
after 3 days of birth. 16% of FWs stated some other time frames. In comparison to these, the 
post-assessment data showed remarkable improvement of FWs knowledge about the time 
frame of HAs to visit a mother and her newborn child. 89% of FWs reported that the HAs should 
visit within 1 day of birth to check for any complications.   

 
While 64% of FWs reported during the pre-assessment that, the FWAs should visit a newborn 
and the mother after 1 day of birth, 20% of FWs perceived that the visit should be after 2 days 
of birth. There were also 15% of respondents who reported the required visiting time should be 
after 3 days of birth. 9% of FWs stated some other time frames. In comparison to these, the 
post-assessment data showed remarkable improvement of FWs knowledge about the time 
frame of FWAs to visit a mother and her newborn child. 80% of field workers reported that the 
FWAs should visit within 1 day of birth to check for any complications.  
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Table 67B: Knowledge of the field worker about the timeframe of a UHC and Surjer Hashi 
staff  to visit a newborn and his/her mother to check for danger signs hours/days after 
birth in the pilot areas 

 
Indicators Sylhet 

% 
Chittagong 

% 
Total 

% 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

24 hours/1 day after 
birth 

43 71 71 73 75 78 25 80 59 75 48 77 65 

2 days after birth 43 0 29 0 25 0 25 0 34 0 27 0 15 
3 days after birth 14 29 0 31 0 22 50 25 7 26 25 28 22 

 
While 60% of FWs reported during the pre-assessment that, the UHC staff should visit a 
newborn and the mother after 1 day of birth, 33% of FWs perceived that the visit should be 
after 2 days of birth. There were also 7% of respondents who reported the required visiting 
time should be after 3 days of birth. In comparison to these, the post-assessment data shows 
that 47% of FWs reported that UHC staff should visit within 1 day of birth to check for any 
complications. There are still 27% of FWs left in the study who perceived that the UHC staff 
should visit the newborn child and mother within 2-3 days. 
 
While 73% of FWs reported during the pre-assessment that, the Surjer Hashi staff should visit a 
newborn and the mother after 1 day of birth, 26% respondents reported the required visiting 
time should be after 3 days of birth. 
 
Table 68A: Knowledge of HAs about the five critical danger signs of newborn in the pilot 
areas 
 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Birth asphyxia  87 74 91 91 48 46 91 90 68 60 91 91 78 
Low birth weight 
baby 

86 55 86 86 27 26 82 83 57 41 84 85 67 

Sepsis  66 57 98 97 64 60 92 92 65 59 95 95 79 
Acute respiratory 
infections  

43 65 90 90 55 70 90 90 49 68 90 90 74 

Other 4 20 4 20 3 5 3 5 4 13 4 13 9 
 
Among the study population (66 in Sylhet and 36 in Chittagong) in the pre-assessment, birth 
asphyxia was identified by 68% of HAs, low birth weight by 56%, sepsis by 65% and acute 
respiratory infections by 49% of HAs. During the post-assessment the percentage of HAs 
increased to report the five danger signs. Above 90% of HAs reported birth asphyxia, sepsis and 
acute respiratory infections while 84% of HAs reported low birth weight as danger signs of new 
born. Among the FWAs, birth asphyxia was identified by 60%, low birth weight by 41%, sepsis 
by 60% and acute respiratory infections by 67% of FWAs. During the post-assessment the 
percentage of FWAs increased to report the five danger signs. Above 90% of FWAs reported 
birth asphyxia, sepsis and acute respiratory infections while 84% of FWAs reported low birth 
weight as danger signs of newborns. 
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Table 68B: Knowledge of UHC and Surjer Hashi staff about the five critical danger signs of 
newborn in the pilot areas 
 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Birth asphyxia  43 76 86 80 25 78 88 80 34 77 87 80 70 
Low birth weight 
baby 

100 86 100 100 50 89 88 100 75 88 94 100 90 

Sepsis  14 24 100 24 63 33 100 33 39 29 100 29 49 
Acute respiratory 
infections  

57 76 86 80 75 78 75 78 66 77 81 79 76 

Other 14 0 14 0 13 0 13 0 14 0 14 0 7 
 
Among the study population (3 in Sylhet and 25 in Chittagong) of pre-assessment, critical 
danger signs of newborn, and birth asphyxia was identified by 33% of UHC staff, low birth 
weight by 73%, sepsis by 40% and acute respiratory infections by 67% of UHC staff. During the 
post-assessment the percentage of UHC staff increased to report the five danger signs. 87% of 
UHC staff reported birth asphyxia and low birth weight while 100% of UHC staff identified 
sepsis while 80% of UHC staff reported acute respiratory infections as danger signs of new 
born.  Among the study population (16 in Sylhet and 7 in Chittagong) of pre-assessment, critical 
danger signs of newborn, and birth asphyxia was identified by 77% of Surjer Hashi staff, low 
birth weight by 87%, sepsis by 27% and acute respiratory infections by 77% of Surjer Hashi 
staff.  
 
Table 69A: Approaches taken by the HAs and FWAs to counsel the mothers for preventing 
childhood diarrhea in the pilot areas 

 
 
Indicators 

Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Advice to wash hands with soap 
before and after eating and after 
using the toilet 

75 74 99 97 53 47 93 91 64 61 96 94 79 

Advice to take ORS tablets and 
zinc supplements 

88 40 100 100 80 74 100 100 84 57 100 100 85 

Advice to drink fresh water for 
preventing child from diarrhea  

40 17 55 48 35 50 61 74 37 33 58 61 47 

Other 3 9 0 0 16 13 0 0 9 11 0 0 5 
 
All of the HAs (100%) in the pilot areas after the intervention reported to counsel the mothers 
on taking ORS and Zinc supplements for their children during diarrhea. Washing hands before 
and after eating and after defecation was counseled by 96% of HAs while 58% of HAs advised 
their clients to drink fresh water. The percentage of FWAs counseling on preventative measures 
of childhood diarrhea increased during post-assessment. All of the FWAs (100%) in the pilot 
areas after the intervention reported to counsel the mothers on taking ORS and Zinc 
supplements for their children during diarrhea. Washing hands before and after eating and after 
defecation was counseled by 94% of FWAs while 61% of FWAs advised their clients to drink 
fresh water.      
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Table 69B: Approaches taken by the UHC and Surjer Hashi staff to counsel the mothers 
for preventing childhood diarrhea in the pilot areas 
 

 Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

UHC SUJER 
HASHI 

Advice to wash hands with soap 
before and after eating and after 
using the toilet 

86 62 100 
 

76 13 67 100 85 47 63 100 81 73 

Advice to take ORS tablets and 
zinc supplements 

71 62 100 80 100 67 100 85 87 63 100 83 83 

Advice to drink fresh water for 
preventing child from diarrhea  

43 10 71 56 25 0 38 50 33 7 53 53 37 

Other 14 29 0 0 25 0 75 0 20 0 0 0 5 
 
The percentage of UHC staff counseling on preventative measures of childhood diarrhea 
increased during the post-assessment. All the UHC staff (100%) of the pilot areas after the 
intervention reported to counsel the mothers on taking ORS and Zinc supplements for their 
children during diarrhea and advised washing hands before and after eating and after 
defecation, while 53% of UHC staff advised their clients to drink fresh water.      
 
E: Integrated messaging, IPCC and Information Seeking 
 
Table 70A: Topics discussed by the HAs and FWAs with the clients in her/his last field 
visit in the pilot areas  

 
 Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
MNCH 78 31 82 90 56 32 72 74 67 32 77 82 65 
FP 51 82 54 64 45 72 87 76 48 77 71 70 67 
Nutrition 33 16 79 84 11 8 52 72 22 12 66 78 45 
Other 100 9 0 0 100 16 0 0 100 13 0 0 28 

 
The pre-assessment data showed that on their last visit all the HAs talked about different issues 
while only 22% discussed nutrition and 67% discussed MNCH issues. 48% of HAs reported to 
discuss family planning methods. After the intervention, the percentage of HAs who discussed 
MNCH, FP and nutrition on their last visit increased significantly. Over 70% of HAs reported 
during post-assessment that they discussed MNCH and FP issues while around 66% of HAs 
discussed nutrition.   
 
The pre-assessment data showed that on their last visit 77% of FWAs discussed FP issues and 
only 31% discussed MNCH issues. 12% of FWAs reported to discuss nutrition. After the 
intervention, the percentage of FWAs who discussed about MNCH, and nutrition on their last 
visit increased significantly. While 82% of FWAs reported to discuss MNCH and 78% discussed 
nutrition the percentage of FWAs who discussed FP issues decreased by 7%. 
 
Table 70B: Topics discussed by the UHC and Surjer Hashi staff with the clients in her/his 
last field visit in the pilot areas  
 
 Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

MNCH 71 38 86 40 63 67 100 69 67 53 93 55 67 
FP 43 100 86 100 38 100 63 100 41 100 75 100 79 
Nutrition 29 38 71 41 0 67 63 69 15 53 67 55 48 
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 Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Other 100 0 0 0 100 0 0 0 100 0 0 0 25 
 
The pre-assessment data showed that on their last visit the all of the UHC staff talked about 
different issues while only 15% discussed nutrition and 67% discussed MNCH issues. 40% of 
UHC staff reported to discuss family planning methods. After the intervention, the percentage of 
UHC staff that discussed MNCH, FP and nutrition on their last visit increased significantly. Over 
90% of UHC staff reported during post-assessment that they discussed MNCH while 73% of UHC 
staff discussed FP issues and 67% about nutrition. 
 
Table 71A: Approaches taken by the HAs to best understand the client’s need in the pilot 
areas  
 

 Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Ask open ended questions 100 97 62 78 92 93 33 41 96 95 48 60 75 
Gather as much information about 
the client’s needs 

75 84 58 65 71 68 37 40 73 76 48 53 63 

Make the client feel very 
comfortable 

65 52 40 42 67 71 52 49 66 62 46 46 55 

Gain the client’s trust 63 55 63 64 59 49 73 72 61 52 68 68 62 
Ask probing questions 66 73 61 57 72 61 71 70 69 67 66 64 67 
Personalize information for client 29 74 42 48 64 68 52 40 47 71 47 44 52 
Give the client relevant information 34 36 58 42 36 42 56 49 35 39 57 46 44 
Explain in ways by which client can 
understand well 

49 29 41 34 49 30 53 42 49 30 47 38 41 

Encourage client to return 21 10 41 44. 11 12 39 49 16 11 40 47 29 
Give the client an opportunity to 
change the topic to bring up other 
more urgent needs 

50 48 36 27 80 79 33 50 65 64 69 39 59 

 
Table 40A reveals approaches taken by the HAs to best understand the client’s need in pilot 
areas. In the pre-assessment 96% of the HAs asked open-ended questions and in the post-
assessment the rate is 48% as the number of respondents decreased. Gather as much 
information about the client’s needs 73% of the HAs in pre-assessment, and in post-assessment 
the percentage is 48%. Make the client feel very comfortable 66% HAs in the pre-assessment, 
and 46% in the post-assessment. Gain the client’s trust 61% HAs in pre-assessment, and in the 
post-assessment the rate 68%. In the pre-assessment 69% of the HAs ask probing questions and 
66% in the post-assessment.  46% of HAs personalize information for clients in the pre-
assessment and in the post-assessment the rate is 47%. In total 35% of HAs give the clients 
relevant information in the pre-assessment and in the post-assessment this rate increased to 
57% as the number of respondents increased. 49% of HAs explain in ways by which client can 
understand well in pre-assessment, and the rate is 47% in post-assessment as the number of 
respondents decreased. 16% of HAs encourage the client to return in the pre-assessment, and 
the rate increased to 40% in the post-assessment. 64.9% of HAs give the client an opportunity 
to change the topic to bring up other more urgent needs in the pre-assessment and in the post-
assessment this rate decreased to 34% as the number of respondents decreased.                     
 
In the pre-assessment, 95% of FWAs asked open-ended questions and in the post-assessment 
the rate is 60%. Gather as much information about the client’s needs 73% FWAs in the pre-
assessment, and in post-assessment the percentage is 52%. Make the client feel very 
comfortable 77% FWAs in pre-assessment, and 52% in post-assessment. Gain the client’s trust 
52% FWAs in pre-assessment, and in post-assessment the rate is 68%. In pre-assessment 67% 
FWAs ask probing questions and 63% in post-assessment.  71.2% FWAs personalize 
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information for client in pre-assessment and in post-assessment the rate is 43.8%. In total 39% 
of FWAs give the client relevant information in pre-assessment and in post-assessment this rate 
has been increased to 45.1% as the number of respondents increased. 29% of FWAs explain in 
ways by which client can understand well in pre-assessment and the rate is 38% in post-
assessment as the number of respondents has been increased. 17% of FWAs encourage the 
client to return in the pre-assessment and the rate increased to 46% in the post-assessment. 
And 63% of FWAs give the client an opportunity to change the topic to bring up other more 
urgent needs in the pre-assessment and in the post-assessment this rate decreased to 39% as 
the number of respondents decreased.  
 
Table 71B: Approaches taken by the UHC and Surjer Hashi staff to best understand the 
client’s need in the pilot areas  
 

 
Indicators Sylhet % Chittagong % Total % 

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Ask open ended 
questions 

100 100 29 100 100 89 25 91 100 95 27 96 80 

Gather as much 
information about the 
client’s needs 

71 86 43 88 63 78 13 80 67 82 28 84 65 

Make the client feel 
very comfortable 

71 62 71 64 63 67 75 69 67 65 73 67 68 

Gain the client’s trust 71 71 57 72 38 22 88 25 55 47 73 49 56 
Ask probing questions 57 100 57 100 63 78 88 81 60 89 73 91 78 
Personalize 
information for client 

29 71 71 74 38 100 25 100 34 86 48 87 64 

Give the client 
relevant information 

43 19 43 38 38 56 25 59 41 38 34 49 41 

Explain in ways by 
which client can 
understand well 

43 33 43 37 38 33 13 37 41 33 28 37 35 

Encourage client to 
return 

29 14 57 18 13 11 88 15 21 13 73 17 31 

Give the client an 
opportunity to change 
the topic to bring up 
other more urgent 
needs 

43 48 29 50 88 44 63 48 66 46 46 49 52 

 
This table reveals data about the approaches taken by the UHC and Surjer Hashi staff to best 
understand the client’s need in the pilot areas. In the pre-assessment, 100% of UHC staff asked 
open-ended questions and in the post-assessment the rate is 27% as the number of respondents 
decreased. Gather as much information about the client’s needs 67% UHC staff in the pre-
assessment, and in the post-assessment the percentage is 27%, as total number of UHC staff 
decreased. Make the client feel very comfortable 67% UHC staff in pre-assessment and in post-
assessment the rate has been increased to73% as the number of respondent increased. Gain the 
client’s trust 53% of UHC staff in pre assessment and in the post-assessment the rate 73% in 
this variable the percentage of post-assessment data increase as the total number of respondent 
has been increased. In the pre-assessment 60% UHC staff ask probing questions and 73% In the 
post- assessment and the rate was increased.  33% UHC staff personalize information for client 
in pre assessment and in post assessment the rate has been increased to 47%. In total 40% UHC 
staff give the client relevant information in the pre-assessment and in the post-assessment this 
rate has been decreased to 33% as the number of respondent decreased. Total 40% UHC staff 
explain in ways by which client can understand well in the pre-assessment and the rate is 27% 
in the post-assessment as the number of respondent has been decreased. 20% UHC staff 
encourage the client to return in the pre-assessment and the rate increased to 73% in the post-
assessment. And 67% of UHC staff give the client an opportunity to change the topic to bring up 
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other more urgent needs in pre assessment and in the post-assessment this rate has been 
decreased to 47% as the number of respondents decreased. 
 
97% of Surjer Hashi staff ask open-ended questions. 83.3% of Surjer Hashi staff gather as much 
information about the client’s needs. 63% of Surjer Hashi staff make the clients feel very 
comfortable. 57% Surjer Hashi staff gain the client’s trust. 93% Surjer Hashi staff ask probing 
questions. 80% of Surjer Hashi staff personalize information for client. Give the client relevant 
information 30% of Surjer Hashi staff. 33% of Surjer Hashi staff explain in ways by which client 
can understand well. 13% of Surjer Hashi staff encourage client to return. And 47 % of Surjer 
Hashi staff give the client an opportunity to change the topic to bring up other more urgent 
needs. 
 
Table 72A: Perception of HAs and FWAs on the use of relevant materials and resources to 
improve the quality of counseling in the pilot areas 
 

Indicators Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
Ensures better understanding of 
information which might be otherwise 
difficult to understand 

80 23 95 88 23 25 76 84 52 24 86 86 62 

Allows counselor to make the same point 
in multiple ways for clients to better 
understand and recall 

86 100 99 96 99 97 95 92 93 99 97 94 96 

Helps the counselor remember specific 
details which might be easy to forget 

88 90 88 94 93 96 83 80 91 93 86 87 89 

 
In the pilot areas, HAs believe that the relevant materials and resources improve the quality of 
counseling in many ways. In the pre-assessment, 52% of HAs believed the materials and 
resources ensure a better understanding of information which might be otherwise difficult to 
understand and after the intervention, the percentage increased to more than 80%. In the pre-
assessment from Chittagong only 17% of HAs participated but in the post-assessment it was 
seen that 57% of HAs participated from the district. More than 90% of HAs said these resources 
allow counselors to make different types of answers to give the clients a better idea so that they 
can recall things, in the post- assessment the percentage remained higher for this option and the 
rate was 97%. More than 90% of HAs had an idea before the intervention that the resources 
help the counselor to remember specific details which might be easy to forget, but the 
percentage declined slowly to 85% after providing the intervention.  
 
FWAs were interviewed in the pre and post-assessment about the usage of relevant materials 
and resources to improve the quality of counseling, in the pre-assessment only 24% said these 
materials and resources ensure a better understanding of information which is otherwise 
difficult to understand and in the post-assessment more than 85% talked about this benefit. 
However, in the pre-assessment only 18% of FWAs from Sylhet and 25% from Chittagong 
participated whereas in the post-assessment 68% of FWAs from Sylhet and 64% of FWAs from 
Chittagong were interviewed. More than 98% of FWAs said these materials allow counselors to 
make the same point in multiple ways for clients to understand things better but after the 
intervention the percentage slightly declined to 94.1%. In the post-assessment 87% of FWAs 
said the materials and resources help the counselors to remember the specific details of any 
information which is tough to recall, compared to 93% in the initial assessment.  
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Table 72B: Perception of UHC and Surjer Hashi staff on the use of relevant materials and 
resources to improve the quality of counseling in the pilot areas 

 
 
 

Indicator 

Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

Ensures better understanding 
of information which might 
be otherwise difficult to 
understand 

71 29 100 32 13 89 88 92 42 31 94 62 57 

Allows counselor to make the 
same point in multiple ways 
for clients to better 
understand and recall 

86 100 100 100 100 78 100 81 93 100 100 91 96 

Helps the counselor 
remember specific details 
which might be easy to forget 

86 86 100 89 100 56 100 62 93 88 100 76 89 

 
In the pilot areas, UHC staff were asked about the benefits of using relevant materials and 
resources to improve the quality of counseling. Only 40% of UHC staff said in the pre-
assessment that it ensures better understanding of information which might be otherwise 
difficult to understand whereas in the post-assessment more than 90% answered that. Both in 
pre and post-assessment more than 90% of UHC staff said these materials and resources allow 
the counselor to make the same answers in different ways for clients so that they can 
understand them easily and remember them. On the other hand, in the post-assessment 100% 
of UHC staff said they believed the resources and materials help the counselor to remember 
specific details which is tough to remember. 
 
In the pre assessment, the Surjer Hashi staff were asked about the benefits of using relevant 
materials and resources to improve the quality of counseling. More than 45% said the resources 
ensure better understanding of information which might be difficult to understand. 93% of 
Surjer Hashi staff said these resources and materials allow the counselor to make the same 
point in different ways for better understanding and it also helps the counselor to remember 
tough things that are easy to forget. 
 
Table 73A: Measures taken by the HAs on getting specific information in the pilot areas 
 

 Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

HA FWA HA FWA HA FWA HA FWA HA FWA HA FWA 
You ask your colleagues 100 100 78 83 100 100 48 62 100 100 63 73 84 
You ask your supervisor 100 100 100 100 100 100 100 100 100 100 100 100 100 
Go to community Clinic  0 0 3 3 0 0 12 4 0 0 8 4 3 
You got to Union Sub Centre 25 10 22 21 15 11 29 29 20 11 26 25 21 
You go to Upazila Health 
Complex 

71 29 40 34 27 33 39 53 49 31 40 44 41 

You use internet 9 4 71 74 3 7 63 47 6 6 67 61 35 
Others  13 35 0 0 9 4 0 0 11 20 0 0 8 

 
In the pilot areas, the HAs were asked what measures they usually take to get specific 
information. Different types of answers came out in the pre and post-assessment. In the pre-
assessment, 100% said they ask their colleagues, but after the intervention the percentage 
declined to 63%. In the post-assessment the rate of participants were low from Chittagong 
district. Asking the supervisor is the most common way of getting information among HAs, 
100% of HAs answered in this way before and after the intervention. In the post-assessment, 
only 7% said they go to the community clinic to get some specific information. Before the 
intervention, almost 20% answered that they go to the Union Sub Centre to get the information 
which rose to 25% in the post-assessment. Almost 50% of HAs said in the initial assessment 

109 
 



 

that they went to the Upazila Health Complex which decreased to 39% in the post-assessment. 
After the intervention, a tremendous change was seen in using internet to get specific 
information. More than 65% took the help of internet to get the specific information after the 
intervention, before providing the intervention it was only 6%. 
 
The table depicts that 100% of FWAs answered in the pre-assessment that they ask their 
colleagues to get specific information but after the intervention, the percentage declined to 
73%. 100% of FWAs answered that they ask their supervisor to know information both in pre 
and post-assessment. Only 10% were used to going to the Union Sub Centre before the 
intervention, but as more FWAs were interviewed in the post-assessment, 25% said they go to 
the Union Sub Centre. After the intervention, 43% said they went to the Upazila Health Complex 
whereas the percentage was 31% in the pre-assessment. After the intervention, more than 60% 
of FWAs used internet to get specific information. 
 
Table 73B: Measures taken by the UHC and Surjer Hashi staff on getting specific 
information in the pilot areas 
 

 Sylhet % Chittagong % Total % 
Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment  

Post-
Assessment  

Pre-
Assessment 

Post-
Assessment 

Total 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

UHC SURJER 
HASHI 

You ask your colleagues 62 71 100 74 100 56 100 61 81 64 100 68 78 
You ask your supervisor 100 95 100 98 100 89 100 92 100 92 100 95 97 
Go to community Clinic  4 10 0 15 0 11 0 16 2 11 0 16 7 
You got to Union Sub Centre 29 10 43 17 38 0 13 0 34 5 28 9 19 
You go to Upazila Health 
Complex 

53 10 43 13 50 0 38 0 52 5 41 7 26 

You use internet 47 0 57 0 0 0 63 0 24 0 60 0 21 
Others  0 57 0 59 13 44 0 48 7 51 0 54 28 

 
The table shows that 100% of UHC staff said they seek help to get specific information from 
their colleagues and supervisors both in the pre and post-assessment. To get specific 
information, only 20% of UHC staff said they went to the Union Sub Centre before the 
intervention but after the intervention the percentage rose to 27%. More than 50% of UHC staff 
said they went to the Upazila Health Complex before the intervention but the percentage 
decreased to only 40% in the post-assessment. 60% of UHC staff said that they use internet as a 
medium of getting information after the intervention.  
 
In the pre-assessment, the Surjer Hashi staff were asked about their measures on getting some 
specific information in the pilot areas. 67% said they ask their colleagues, more than 90% ask 
their supervisor, 10% go to the community clinic, 7% go to the Union Sub Centre and Upazila 
Health Complex. Surprisingly, more than 50% said they use other ways to get the specific 
information. After the intervention, no assessment was done with the Surjer Hashi staff. 

10. PHASE FIVE: DHAKA DISSEMINATION 
 
The Dhaka dissemination event was held on 17 December 2013 where, the preliminary findings 
were presented. In the dissemination event, Mr. M M Neazuddin, Secretary, MoHFW was 
present in the program as the Chief Guest. The Additional Secretaries of MoHFW Mr. A.M. 
Badrudduja; Mr. AKM Amir Hossain, Director General, DGFP and Mr. Stephen Herbaly, Deputy 
Director, OPHNE, USAID Bangladesh also spoke on the occasion as the special guests. The 
dissemination event was presided by Mr. Ganesh Chandra Sarker, Joint Secretary, and Director, 
IEM unit of DGFP.   
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A joint presentation on the eHealth pilot was delivered by Ms. Vanessa Mitchell, BKMI Program 
Manager, and Ms. Shusmita Khan of Eminence. Moreover a video documentary based on this 
eHealth pilot project was shown. 
 
The results of the pilot revealed FWs were empowered through the use of the netbooks and 
more clients approached them for health information. In addition their knowledge and skills 
improved in all aspects of HPN, and there was an increase in integration of messages whereby 
HAs were counseling more on family planning and FWAs were counseling more on nutrition. In 
the communities, some mothers also began to change their health behaviors because of the 
counseling they received from FWs with netbooks. 
 
Rafiqul Islam, HA and Puspa Rani Boral, FWA who have been working in the field with netbooks 
and serve their clients in the low performance areas of Sylhet division shared their experience 
in the workshop. 

11. PHASE SIX: NETBOOK HANDOVER 
 
Due to political unrest in the country, the MTOs were not able to bring the netbooks back to 
Dhaka, therefore the netbooks were collected and handed over to the Surjer Hashi clinics in 
Sylhet and Chittagong. This was done after getting written permission from the BKMI team who 
facilitated the process with the NHSDP Dhaka office.  
 

Sylhet: In Sylhet the dates of submission are as follows: 
 

• 1st January 2014 (47 Netbooks);  
• 13th January 2014 (83 Netbooks)  
• 26th January 2014(22 Netbooks) 

 
Chittagong: In Chittagong the dates of submission are as follows: 
 

• 29th December 2013 (86 Netbooks);  
• 16th January 2014( 31 Netbooks)  
• 19th January 2014(24 Netbooks). 

 
Dhaka: 13th February 2014 (22 Netbooks). 

 
315 netbooks were handed over to NHSDP and proper signatures were collected and 
documents were submitted to the BKMI team. In addition, one netbook is at IEM unit, and one is 
in Baltimore. Two netbooks were missing from Chittagong. After the netbooks were missing, 
proper lawful actions were taken and BKMI was notified instantly. This is the total account for 
the 320 netbooks that were handed over to Eminence.  

12. PHASE SEVEN: CHALLENGES FACED 
 

• Pre-Assessment with the Mothers: Though the household listing took place just one 
month before the actual field assessment, in three cases the children (who were 23 
months and few days during the household listing) already graduated from the target 
group. In those cases, the field team had to go to the next household for getting the 
targeted number of samples from the field. 
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• Training of Trainers: Due to time constraints the ToT was only for one day. The pilot 
team felt that having another day for practice would have been better. 

 
• Installation of Netbooks: The issue of having extra logistics support – power outlets, 

extension cables, and converter was an issue. The team realized while installing the 
netbooks that the power cables have three pin outlets that conflicted with the usual 
power outlet available at the upazilas. This challenge was solved with instant 
procurement of converters for each of the netbooks. The team also noticed that the 
maximum volume on the netbooks is rather low. To solve this problem, external USB 
speakers were procured. 

 
• eLearning Assessments: The team discovered that there were serious and 

unresolvable problems with the assessments in the eLearning platform. At the very last 
minute, the team made the decision to switch to paper-based assessments for the pilot. 
This required preparing and photocopying the written assessments, revising the 
monitoring plan, and training MTOs in the new system. 
 
 

• Orientation of Field Workers: The main challenge for the orientation was that two 
days time was too little for practice. In most cases, this was the first time the FWs had 
used a computer, therefore in the majority of cases a lot of time was spent helping users 
learn how to operate the device and navigate through the resources. Shortage of power 
supply in the venue, charging at least 30 netbooks each day and transporting 150 
netbooks from one upazila to another was another key challenge. 
 

• Pre-Assessment with Field Workers: The pre-assessment with the FWs was designed 
to take place during the orientations. It was a challenge to get the FW interviews (which 
took almost an hour to finish) completed during this already busy schedule. The 
orientation and MTO team had to go early and come back late to ensure completion of 
the interviews. 

 
• Reaching the FWs during the strikes and political instability 

 
• The strained relationship between the HAs and the FWAs at the field level; FWs insisted 

that separate meetings be arranged between these two cadres of FWs during both 
orientation and field visits, creating extra administrative procedures. 

 
• The screen size and sound quality of the netbooks were problematic while doing group 

counseling.  
 

• Some of the FWs’ supervisors were reported to be creating extra administrative 
processes for the FWs with netbooks because of professional jealousy.  

 
• The increased number of netbooks being used for other personal purposes, hampered 

the intended use of the netbooks. This was mainly observed among HAs.  
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