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SAVE THE CHILDREN/BANGLADESH 
CHPIS) SURVIVAL IF' FINAL EVALUATION 

EXECUTIVE SUMMARY 

The final evaluation of the Save the Children's Bangladesh Child Survival IV Program 
was conducted in August, 1993. Members of the Final Evaluation Team included a 
technical consultant Professor Emeritus from Columbia University, an Associate Professor 
from Dhaka Univeristy Department of Economics, an UNICEF Representative, a Senior 
Advisor to GTZ, and an EPI Technical Specialist. Evaluation methods included review of 
project documents and special studies, comparison of data collected in the Project 
Management Information System to KPC survey data, observation of project activities, 
and interviews focussing on sustainability with project staff, commumty residents, and 
representatives from government and non-government agencies. 

The Ban ladesh Field Office started implementing a Child Survival I project in 1985 !XI 4 
areas o f Bangladesh: this project enhanced the agency's ongoing community-based 
integrated rural development project with a lar e health component, which included EPI, B ORT, GMP and MCH components; male and emale workers were assigned as a team to 
cover approximately 200 to 250 households and, in collaboration with Medical Assistants 
and other Field Staff, provided health education and basic PHC services. The find 
evaluation of the Chiid Survival I project documented a decrease in under five mortality 
and positive changes in the adoption of child protective behaviors. Receipt of the CS4 
grant (911188) valued at $603,500 allowed the BFO to further romote successful R mterventions, to pilot health and development interventions throug women's savings 
groups, and to increase pulation coverage to more than 75,000 individuals. 1i.e BFO P" maintained high levels o achievement of project objectives durina the original four years 
of CS4, achieving almost all targets by the midterm evaluation ot the roject. The team 
concluded that the project handled financial matters competently and ef /' iciently. 

A no cost extension was requested for the fifth year, mainly for the implementation of 
strategies designed to improve sustainability of project activities: this required BFO and 
community-level staff to change from an orientation towad direct service provision and 
the achievement of ambitious quantitative objectives to one of facilitating the establishment 
of linkages between communities and other service providers. The new focus on 
sustainabili coincided with the initiation, by the BFO in 1992, of an overall phaseover 
process in 3; e Ghior, Mirzapur and Rangunia impact areas and a simultaneous expansion 
m the Nasirnagar impact area (which is by far the poorest of the four CS4 sites). 

Bangladesh CS4 project staff were committed to measuring the impact of CS interventions 
on child mortality and morbidity. Longitudinal data contained in the project's on-@ng 
health information system complemented those provided by the KPC surve , which is now 

h J mandated in all AID-supported child survival pro'wts: KPC data sugges positive trends 
over time, and HIS data illustrated decreases infant and under five mortality and 
fertility rates during the course of the project, as well as increases in immunization 
coverage and participation in growth monitoring. 

The Final Evaluation Team's main findings and recommendations centered on 'the 
following issues: 

1. Value of a community-based longitudinal data management system 
Data contained in the program's manual and computerized management information 

s stem were extremely useful for program evaluation and analysis. These data 
dl owed evaluation of changes in health indices over time (particularly in mortali , 
fertility rates and children's nutritional status); such longitudinal analysis is difficu ?' t, 



and oftern impossible, using survey data alone. The Program Management 
Information system should be maintained in the future, thou h given the large 

best to confine PMIS to sentinel areas. 
B expansion of program population which will occur during the CS project, it may be 

2. Value of focused studies 
Implementing agencies such as Save the Children can gain much insight into rogram I' problems and accomplishments by commissioning studies focused on particu ar child 

survival issues. The three studies which were commissioned by Save the Children as 
the initial part of the final evaluation and conducted by the University Research 
Corporation of Bangladesh provided much information on the association between 
membership in Women's Savings Groups and health outcomes and practices; patterns 
of health care service use in Save the Children's program areas; and the impact on 
contraceptive ractices of workshops held by Save the Children staff for community P and religious eaders. These types of studies can benefit the Child Survival program 
and should be included in the future. 

3. Importance of malnutrition 
The continued high prevalence of malnutrition and high mortality among malnourished 

children argue for continued attention to nutrition interventions. Data collected in the 
PMIS should be used to analyze the effectiveness of nutritional interventions 
implemented during this CS4 project on the growth and survival of children who 
participated in the growth monitonng program. The results from such a study might 
inform the development of nutrition strategies undertaken as part of the World Bank's 
Bangladesh Integrated Nutrition Project. 

4. Sustainability 
Absolute pove on both the community and government levels, is the main barrier to 

sustaining 7% c d survival activities as they have been carried out in the past. The 
establishment of linkages between communities and government and non-govcmmen: 
institutions (including mission hospitals) is essential to ensuring sustamability of 
service delivery: GOB health officials ir, the project area have expressed willingness to 
deliver services within the constraints of their budgets. It is important for SC to 
systematically assess all resources available in the project area that can be utilized for 
delivery of child survival services, and to identify ways in which SC can use its 
resources to help the GOB staff develop and test ways of delivering the pridrity 
interventions effectively and efficiently. 

5. Value and limitations of KCP surveys 
While KCP surveys afford a rapid means of program evaluation (e 

which do not collect longttudinal data), the insights they of T a l l y  er are lirm4by in pro'eas 
techniques used for sample size and selection as well as by construction of hme 
questions (particularly those which elicit nutritional infarmation): the absence of 
questions to assess children's nutritional status is especially disturbing. When 

ssible, information collected in these surveys should be complemented with 
Engitudinal data. 



I. INTRODUCTION 

This report summarizes the findings, lessons learned and provides the recommendations of the . Final Evaluation Team for the Child Survival N project of Save the Children (USA) 
Bangladesh Field Office (BFO). The report includes both a summ of ?he T n s e s  to the 
questions concerning project sustainability required by USAID and 3 so the detaded responses 
to those questions. The final evaluation was conducted as part of USAID'S reportin 

special areas of concern to be addressed by the Final Evaluation Team (FET) 
i requirements. In addition to the guidelines from USAID, the SCF, Bangladesh staf identified 

A. Scope of Work: 

* Conduct a project sustainability assessment using guidelines developed by 
USAID for the final evaluation 

* Assess project achievements against project objectives including difficulty in 
achieving these objectives 

* Review the fieldhmpact area visit findings with special emphasis on project 
operations and management, supervision and monitoring, training, health 
information system, technical supports, linkages with GO' dNGB's 

* Study KAP survey and other special studies being done so far by the project 

* Identify and document lessons learned 

* Provide recominendations for future direction of the project 

B. Composition of the Team: 

The final evaluation team (FET) was jointly selected by SCF Bangladesh field office staff and 
SCF headquarters in USA. The FET included: 

Joe Wray, M.D., M.P.H. 
Professor Emeritus 
Center for Population and Family Health 
School of Public Health, Columbia University 
New York, New York, USA 

Team members: 

Kabir U. Ahmed, M.D., M.P.H. 
Urban EPI Technical Specialist 
JSIKCC (Former1 with World Vision) 

Gulshan, Dhalra 
B House 15, Road 1 3, GPO Box 6070 

Dhaka, Bangladesh 



Abul Barkat, Ph.D. 
Associate Prof, Dep't of Economics 
University of Dhaka 
University Research Associates (Bangladesh), (URC,B) 
House 102, Road 9A 
Dhanmondi R/A, 

Yasmin Ali Haque, M.D. 
Consultant, UNICEF 
Dhalra, Bangladesh 

Nilufer Kamroze Jaha, M.D., DTM&H 
Senior Program Officer and Local Advisor 
GTUNIPORT Project 
Dhalra, Bangladesh 

Nazma Khatun, M.D. 
Senior Medical Officer 
Save the Children, Bangladesh Field Office 
Dhaka, Bangladesh 

Dr. Afzal Hossain, M.D., M.P.H. 
Senior Program Officer 
Save the Children. Bangladesh Field Office - 
Dhaka, ~angladesh 

Thomas Krift 
Director, Bangladesh Field Office 
Save the Children 
Dhaka, Bangladesh 

Evaluation methodology: 

Methods used for the tinal evaluation included: 

1. Studyfreview of related project documents/reports. 

CS IV project proposal 
Detailed Implementation Plan (DIP) 
Annual Report 
Mid-term evaluation rcpoit 
Find K & P survey report of CS N 
Baseline K & P survey report of CS VIII 
Justification for no cost extension of CS IV 
PMIS reports and special snalpes of PMIS data 
Special study reports commissioned by SCF, BFO and carried out by University 
Research Covration, Bangladesh and dealin with: tt Participation m women's savings groups and ealth care behavior, 
Health care s e ~ c e s  uWt ion  in SCF catchment areas. 
Study of the impact of the workshop on family planning. 



* Review of recording and reporting tools. 

. 2. Observation of on-gcing project activities and field visits. 

3. I n t e ~ e w  pro'ect staff at different levels. (SCF Bangladesh Field Office/HQ, Impact i Area Office, village evels, etc.). 

4. Informal group discussions with s ific groups: WSGs, village level committees, field P" level workers, project & impact area staf , community leaders, etc. 

5. Interviews with government and non-governmmtal organhaion representatives both at 
the Impact Area level and central level. 

Bangladesh is one of the most densely populated countries in the world with roughly 116 
ple living in an area about the sire of the state of Wisconsin. 85 percent of 

Bangla eshls live in 68,000 disadvantaged rural villages. A high population growth rate (2.5 
percent per year), widespread pove (86 percent of families), low level of investment, high ?' unemployment/ under employment, ow literacy, severe resource constraints and recurrent 
natural disasters impede the nation's efforts towards development. The mortality rates of US 
children and mothers (130 r 1000 and 600 per 100,000 live births 
nutritional status of the c 8 dren US (66 percent of US children are m ?r=tively)p erately or severely *le 

malnourished) and the adult literacy rate (35 percent) are same of the stark statistics that reflect 
the situation in Bangladesh.1 

Since independence in 1971, the Bangladesh government has been challenged with rebuilding a 
war torn nation, establishing development objectives and achievin them. To achieve these 

assistance, but also including aid from a large number of NGOs. 
f aims, the government of Bangladesh depends to a large extent on oreign aid, mainly bilateral 

Like most of the NGOs, Save the Children (USA) began its operations in Bangladesh by 
carrying out relief and rehabilitation activities after the devastating natural disaster that 
occurred in 1970 and then after the war of liberation in 1971. Sson after this (during 1972- 
73), the Bangladesh Field Office (BFO) began to focus its attention on integrated community 
development programs, following the agency's Community Based Integrated Rural 
Development (CBIRD) methodology. Development programs were designed in collaboration 
with community representatives, organized as Village Mcloprnent Committees (VDCs). 
Their emphasis was mostly on infrastructure and agriculture. 

During the mid-1970s, the community based propun activities expanded and diversified to 
include health, nutrition, family planning, aducabon and economic development, as well as the 
original efforts to develop infrastructure and improve agriculture. During that period the BFO 
also started working in four defined project areas: Rangunia, Nuhagar, Ghior and 
Minapur, coverin4 a population of about 40,000 in 17 villages by the year 1977. Vertical 
program activities m preventive health education, nutrition and family planning were 
lmplemented through unipurpose workers. In general, these program activities were not fully 
appreciated by the community as they did not address felt needs and were thus a low priority 
for most people, whose main desire m the health sector was for curative SCNices. 

- 

1 NOTE: Thse statistics are from m e  of the World's C U u ,  UNICEF 
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Since 1978 an integrated primary health ear6 (PWC) program lhas been developled by the BFO 
field staff, with a balanced preventive and curative focus, using multipurpose community 
health workers, total family registration and target-based specified achvihes. This included 
ORT training, ANC, GM, Nutrition-education, EPI, Farmly Planning, TBA training, and the 
provision of safe water (tubewells) and latrines with a systematic progra,?: monitoring system. 
The approach was initially implemented in one of the project areas as a pilot program. 

In 1982 this program was replicated in the other areas with special emphasis on child center& 
and women's development components. As the multipurpose workers became more active, a 
greater demand for primary health care emerged. The imtial VDC felt negds cxpanded from 
agriculture and infrrastructure to family health, ducation and economic development. 

Save the Children stzlrted implementing the Child Survival I program in 1985, which enhanced 
the ongoing CBIRD program with a h r ~ e  health component. 'I"ne priori health interventions 'b, were EPI, ORT, QMP, MCH, TBA tmmhg, and water and sanitation. ogram efforts also 
concentrated on strengthenin training, supervision and monitoring capacities. Male C W s  f were introduced. Male and emale workers from each neighborhood were assigned as a team 
to cover approximately 200-250 households. In close collaboration with the Medical 
Assistants and other Field Staff, they met with villagers on a regular basis to provide health 
education and basic PHC services. 

In the final evaluation af the Child Survival I project, the success of the project was a 
in a decrease in under five mortality and some positive changes in the adoption of c la-" 
protective behaviors. In order to promote further the successful intervenhons and to increase 
the population coverage, the BFO applied for and was awarded a second child sUYival grant 
(CS IV). By the time of its completion, the CS N grant covered a population of more than 
75,000. 

The BFO maintained high levels of achievement of project objectives during 
years of the CS IV grant. A no cost extension was requested for a fifth year, 
~mplementation of sustainability activities. This uired a major transformation in 
perspective, for both the BFO staff and also the s 3 fat the communi level, from an 1 orientation toward direct service provision and the achievement of am itious quantitative 
objectives to one of facilitating the establishment of linkages between communities and other 
service providers. It also required the development of new skills, techniques, procesw and 
systems. These major changes required time and effort and did not come about automatically. 

This focus on child sUNival program sustainability coincided with the initiation, by the BFO in 
1992, of an overall phaseover process in the Ghior, Mirzapur and Rangunia impact areas, 
while initiating, simultaneously, a major expansion of coverage in the Nasirnagar impact area, 
by far the poorest of the four target areas in CS N. This concentration of resources on the 

P ulation of Nasimagar reflects a recognition of the far greater level of need as well as the 
ewer existing services in Nasirnagar. It is also consistent with the increased emphasis within 

Save the Children generally on program sustainability and phaseover. 

For the future, the BFO has proposed to Save the Children's headquarters to continue the 
expansion in Nasirnagar to Thana-wide coverage and to establish Nashagar as a longer term 
program base in the pursuit of several strabgic interests as detailed below. (NOTE: This 
proposal must be approved by the headquarters before it can be officially adopted by the BFO. 
Based on initial discussions, approval appears likely.) Please see organogram (appendix 1) for 
c m n t  program organization. 



A. ]Program Relevance and Replicabllity 

Thana-wide coverage will provide several advantages that will enhance program relevance and 
qlicability. Eirst, it will provide the BFO with a stable base for testing community level 
interventions that can have wide, large scale impact. Secondly, by covering an entire OOB 
administrative unit, broad and effectwe collaboration with government will become much 
more feasible and of greater interest to government officials. This will enhance the potential 
both for short term ership and also for longer term sustainability. Consequently, models r developed will also of wider relevance and replicability. 

Sustainability will remain a major program objective, but ha!mver will be addressed on an 
intervention-by-intervention basis, rather than on an ov e r 8  level at one time. The BFO will 
continue to set and work to achieve time-bound objectives for the sustainability of various 
interventions to avoid creating attitudes of dependency. For example, field staff will continue 
to gauge the strength of women's savings groups according to the sustainability matrix recently 
developed. Phaseover activities will be pursued with individual groups as they approach the 
sustainable level. Once they have phased over from group strengthening intervenbons, these 
"mature" groups will continue to work with the IBFO as program partners in the 
implementation of other activities. Field staff will  continue to work with weaker groups to 
assist their movement toward that point. 

By addressing sustainability on an intervention 'basis, the program can continue to introduce 
new and innovative program activities for testing and development without the concern that the 
pro ram will soon wxl to leave the particular community and transfer to another. Such 
shikng riffccts a program's momentum by requiring time to reestablish the operating 
infiastrucbe prior to initiating organizabonal and then techrlical interventions, 

B. Community Action Research 

With a Tharla-wide population of a roximately 200,000, this expansion will provide a 2' significant base for the ongoing e ancement of the research component of the BFO program. 
The BFO's "direct" implementation is expected to focus on a basic package of interventions in 
the areas of health, education and economic opportunities (with an emphasis on partnering and 
sustainability to the fullest degree possible). Building upon this, grants and other donations 
will be sou ht to support the conduct of operations and possibly other forms of research. This 
will likely f ocus m a y  on testin and experimentation with specific interventions (e.g. 
Mothercare), but will also inclu e retrospective and prospectwe research into the effectiveness 
of our ongomg activities. 

f 
The BFO's longitudinal data base will be maintained through sentinel surveillance. BFP 
management wdl seek grant funds and institutional linkagcis to promote tlre i n d  
utilization and continued support for the PMIS and the BFQ Management Information and 
Research Section. They are currently in dialogue regarding two different possibilities for such 
linkages (with the Center for International Health of Emory University in Atlanta and with the 
Department of Social Statistics and Demography of the University of Southhampton in the 
U.K.). It is anticipated that such linkages wdl strengthen both BFO's involvement and o~rtput 
in rcscarch as well as the networks for accessing ongoing funding. 

Based on the BFO operations research findings, major grants can be developed to replicate 
these activities on a much wider and, if successful, on a national scale. An example of this is 



their cumnt rolposal to replicate district-wide the fwnil planning workshops h t  they tested 
on the Thana- ! eve1 one year ago. A study just comple J b y  URC has documented the impact 
of the workshops and strongly supported their wider implementation. . 
The stability of a long tern base is dso expected to allow key staff to spend more time on task 
forces or cornmittem of policy level institutions. This will not only rovide greater input to 

d P polic dialogue but also wiU strengthen BFO networks and linkages or facilitating the 
dev opment of partnerships that would be necessary for scaling up. . 

IU. IPRTEICIPAL OBSERVATIONS AND RECOMMENDATIONS: 

A. Overall Child Survival Program 

The findings of the special survey carried out as a part of the Midterm Evaluation showed that 
the SC CS IV project had achieved almost all of its quvltitative targets for the various 
interventions by the time the project was half completed. After two more years, at the 
originally scheduled time for the completion of the project, a no cost extension made possible 
the continuation of the project, but only after project managers made significant changes in 
program strategy. These changes (described below) resulted in a d e c r e .  in the intensity of 
service delivery and a consequent decrease in effectiveness. As a result of this, when the 
Rapid Knowledge Practice & Coverage (KPC) Survey was carried out in preparation for the 
Final Evaluation, six months after those strategic changes were initiated, ~t revealed, as should 
be expected, some decrease in numbers, although the achievement levels for several of the 
interventions held steady. 

The computerized Project Management Information System (PMIS) which is used at the BFO 
is based on a manual hd th  information system which consists of full population enrollment 
and on-going monitoring of targeted groups. The system was established by the (BFO) to 
provide detailed information on the SC project activities and facilitate analysis of longitudinal 
trends. During this evaluation, PMIS yielded data that not only supplemented and c o n h e d  
the KPC findings, but also went much further by providing measures of project outcome that 
were not otherwise available. Among many other thinks, the data revealed declines in 
mortalify and fertility, which were irregular but non-tnvial, as well as the effects of growth 
monitormg activities and food supplementation of high risk children on their nutrition status. 

The various data sets show clearly that when resources are available, the SC project 
management staff in the BFO in Dhaka and the SC field staff in the project areas of the CS IV 
project are capable of carrying out the interventions required to meet the uantitative goals 
established in the DIP. In fact, however, the resources that were provid 4 by AIDNV and 
Save the Children (USA), are simply not available from indigenous sources in Bangladesh and 
this leads to the examination of the sustainability of the project. 

I .  Swtainabilitry Issues 
The question of project sustainability is a matter of serious concern to Al[D/W as well as to SC 
(USA) and the CS IV project managers in the BFO. What should be stressed is that the stafY 
involved in SC CS IV, at every level in the system, have becn concaned about sustainability 
and have carried out a wide variety of activibes intended to improve sustainability of the CS 
activities. What is clear is that it Ls not possible to sustain activities at their present level 
without substantial outside inputs. Based on their experience, the staff have come to the 
conclusion that the best that can be done at present is to search for ways, througl~ 
community participation of many sorts, as well as various kinds of collaboration with the 
GOB health system, to continue as many of the interventions as possible, on a reduced 



scale or at reduced intensity where necessary. The rationale for this is described briefly in 
the summary below and in detail further on. 

In order to explore the matter, AD)/W had prepared a detailed questionnaire dealin with the B many issues involved and had specified that they were to be addressed by the Final valuation 
Team, m e  questionnaire is included as Appendix 2). In preparation for this, the senior BFO 

staff had pT ed a detailed preliminary response to the quesDonnaire and made it available to 
the FET at e start of this evaluation. 

The FET, in turn, devoted well over half the time available for the evaluation to reviewing the 

d""T nse, to the discussion of issues and questions raised in the draft with the BFO senior 
staff an with others, and fi~all  to discussions within the FFIT and the p ytion Of a final revision. Thus, it can be seen &t the sustainability review overwhelmed e evaluation 
process and left limited time to cover many other aspects of project operation and performance - at least in this particular set of circumstances. 

2. Sununary of the Sustainability Review 
Please refer to appendix 2. Briefly, the sustainability review showed first of all that the 
resources needed to carry on child survival activities as they have been in the CS IV roject 
are simply not available. The absolute9 constraining factors arc the pverty, both o the vast 
majority of the families in the commuruty and also of the government in!;titutions of 

P 
Bangladesh, which are hugely dependent on funds from donor agencies. The estimated 
recurrent cost of continuing the key child survival activities would not be excessive: it would 
amount to about one dollar r rson, of the total project area population, per year, totaling 
around $70,000. On the o tw er and, estimates of projected revenues based on in-kind 
contributions, including labor, and the extreme1 limited possibilities for cost recov 
services and for drugs, totaled only around $30, &I0 over the next years. It sho 1 d 'Or be 
noted, as is clear in the responses to the review questionnaire, that SC has tried in a number 
of ways to help the communities find income generating activities that would support health 
service delivery, and that none of these have proved capable of producing sufficient income. 

The SC team developed a variety of indicators of sustainability and monitored them. It is 
questionable whether the GOB will be able to sustain the qualtty and quantity of child 
protective service delivery. Furthermore, the team acted on the rocommendations of the 
reviews of the initial proposal and the DIP, as well as those that resultad from the Midterm 
Evaluation. Most of these recommendations were followed carefully, and many wen 
achieved. Child Survival pro'ects alone, however, cannot solve the profound effects of / poverty, which limit options or sustainability. 

A host of efforts were made to elicit community participation that will enhance sustainability. 
Women's savings groups and vill e development committees were established and health Y education and training were provi ed to thev members, as well as to community workers, 
family members, TBAs and village doctors. The BFO staff concluded that because of the 
interest in the community and the linkages and improved relationships with the health services 
of the GOB, that the GOB will provide the essentd d c c s  to the extent possible within the 
existing constraints. 

As indicated above, links have kcn  established with a number of countapM institutions, both 
governmental and private, including missionary hospitals. The problem ires in the fact that the 
GOB is dependent on donor countries and donor agencies for the major 
program and this includes a huge proportion of the health budget. The tF OB Of health i" develqpment officds in 
the project area, however, have expressed their willingness to deliver services within the 
consW&,ts of their budget. The CS IV staff carried out a variety of activities designed to 
improve program efficiency and also to enhance cost recxwery. These activities wen partially 



successful in some respects, failed in others, but could not overcome the underlying problems 
of the economy and poverty, with all that that implies. 

3. Review of Major Steps Taken Toward Sustainability and Phaseover to the Communities 
rurd the W B .  

Meeting with VDC. 

Meeting with WSG ludm 
& munben. 

Phsaova workrhop with 
the VDC8, ~ilkge dm, 
and GOB health 
Z q I t ~ l ~ l ~ v u ,  
Mirzrpur: 13 Jun & 30 
Jun '93 
Ghior: 26 M u  & 14 Jul 
'93. 

Orientation on the phuaova 
procu8 and hue of 
rrut.inrbility. 

Invite the VDCa to rubmit 
project pmpoul on how they 
ue going to rurtltr the CS 
raivitiu after the agency 
l u v u .  

Infonn the GOB 
reprerentatha of the naed 
b trlrc o v a  the 
rrrponribility u the 8gUlCy 
krvu oo thu no vacuum im 
created ia ruvice delivery. 

Phwovu rctivitier rn 8 

oontinwur procar urd ir on 
going. 



Mqjor rtcpr Wrcn on 
! rwtrirubility & phueova 

true 

MIrrrpur: 
P o d  workrhop held in 
Mirvpur (0148-93) to 
hnd ova tba pn'urury 
huhhoulsosnmtothc 
OOB h & h  ruthonti# 
AttcndMb: 
Tbcchirmrnofthethnr 
W h d r o p n e n t  
oommittaawboirrtoa 
manbet of puliunmt, 
VDCdrrinnenMdwSQ 
Mtn, from the 
village. 

G b r :  Workrhcp with the 
OOB hulOl ri~thoritiu on 
phueova of the hulth 
d v i t i u .  
AttaldMb: Tburr timily 
pknning officer, hulth 
inrpector, PWV (GOB), 
FHA (GOB), 
reprerentltiva from the 
community & VDC 
chrinnur & *ge rtrff. 

m GOB h& 
aep~t l~l t l t ive  nude r 
00 mmitment to provida 
arontid rcrvicar like EPI, 
MCH, & PP, VAC and 
&crprimuyhulthcuo 
8arvh.  

The OOB herhh authority 
expmrad their willingnear 
to rtut o p d g  from 1 Scp 
'93. 

Authoritb wen infonnd 
that SC will c u r e  to render 
heallh cue rcrvicu u of 
Sept '93. In thi~ n g u d  it u 
informed that the 1 0 4  GOB 
hulth dcputment will 
oontinue the rcrvicer with 
the rune effort. 

The GOB nprerentativu 
briefed GOB 

GOB ir committed to 
provide the following 
&: 

Funily p W 4 g  
* Follow up of my port 
operative complication 
* Enrum rupply of 

tollow up of dropout cum 
* Follow up client8 
mitching from one meChod 
to the other. 

One medical u r h t  hu 
b a n ~ v i d i n g c u n t i v e  
ravioc in tbc PHCC ior 1 
yr. He Aurha u r d  w 
Uut bc will mange DDS 
iritr hr the oentre. 

Time Prune 

H d o v w  of PHCC done on 
0148-93. 

The p h w o v a  d v i t i u  ue 
on going. 

Phucova cctivitia 
ongoing. 

The GOB hu rtuted 
providing PHC ru~ioo 
h m  0149-93. 



IMPACT ALLEA: 
IlANCUNlA 

M&ga ud workhop 
bddwiththeVDCurd 
diffamtrcctorrl 
oommittoor and vihgcr 
8lita (Phueovu: 
workrbop 23-25 April, 
1993) 

WSG: R e p k  mactingo 
ue hdd witb WSGa on the 
r rutr inrbiand 
pbwova iuuu. 

Inform md orient than on 
the urue of 1urt.inrbility & 
p k v a  
* Inform &out the kct thrt 
no NOO cm provide ravica 
to my uor for indefinite 
paiod 
*Whtrhrtegiuwillbc 
trtren reguding PHccr. 

In erch village r phuaover 
oommittoe hro bocn formed 
with WSG reprucntdvu 
from u c h  village. 

Chandnghona Chrirtirn 
Murion Horpitd provida 
rupport in ten- of 
addwring the obrturic 
ancrgencier and dm 
pmvidiig immuniution & 
PP acrvicu. 

They were informed that 
they =P=-' to ovry 
on CS d v i t i u  u the 
agency l u v u .  

They ue being hrincd on 
linkage, with 1 0 4  GOB 
mice  providen & other 
NGOr (Changmhonc 
Chriath Miarion Horpitrl). 

Time Prunc 



NutmU.r: 
X u &  0 Colunr 
Meeting & worlrrhop held 
with the VDC, wsa md 
village* with 
pu?icip.tion of SC md 
village Ruff 

T h a y w # a a p j d d o n t h e  
Lruer of r u d r i n r b i  md 
phuoova. 

Community oritniltion on 
phuoova w u  hcte on 20 
Jun '93 (Morlendrpur). 
They wac invited to rubmit 
ra adon p h  which will be 
rcviewad a& Dlukn bvcl. 

Adiritb Ill PPOCCU md 
due to be completed: 
Identificrtion of proputic~ 
and urelr h u  been done 
md handova p h   ha^ been 
prrpuod. 

The VDC in Kun& intend1 
to run two h h  pon& which 
will Bur the cort of 2 
m c c r .  

S e v d  m&ga h v e  been 
conducted with groupr 
concaning the &rue. 

One OOB health paron will 
aau~d the PHCC at Kundr to 
provide nuvice tanponrily. 
I t ~ ~ t h . t t h i I c M b e  
fonnrlizod offichlly at 8 

high- level. 

Time Frame 

#uraova .divitiec ua 
ongoing. 

4. Recommendan'ons on Sustainability 
Given the complicated situation described here, the serious needs for the basic child survival 
services, the fact that SC (USA) cannot be the continuing s e ~ c e  provider in the project areas, 
and the profoundly limiting constraints that are operatin , the team recommends that SC d capitalize on the good relations that now exist with the OB health system and establish: 

* Henceforward the GOB will be responsible for service delivery in the project 
area. 



* SC energy and resources will be devoted to working with the GOB staff in the 
area to find wa s to deliver the essential child survival services, in ways which, as I' much as possib e, will facilitate development of a comprehensive system of health w e .  

* The GOB and SC will work together to exploit and develop further the 
community resources that have evolved out of the current project activities. 

* With appropriate community representatives and GOB health services staff, SC 
will carry out a careful joint review of the information gathered and the lessons learned 
from CS N and agree on the interventions that are most needed and have been most 
successful and give them a priority ranking. 

* Carry out jointly a careful assessment of all the resources available in the 
project areas that can be utilized for delivery of the child survival services. 

* Agree jointl on which, and how many, of the priori(y interventions are feasible 
of delivery by the d OB health system with the resources avadable, as determined 
above, and then set about to dehver them. The governing mind-set should be based on 
this question: "m the -s we to -val 

the m c e s  we have to w m *  

* Identify the ways in which SC can use its resources to help the GOB staff 
develop and test ways of delivering the priority intexventions effectively and efficiently. 

The GOB is committed to provide primary health care, the health wre infrastructure is 
gradually expanding, donors have not abandoned Bangladesh and funds do continue to be made 
available, so, however limited it may be, there is something that will go on. The role for Save 
the Children that is recommended here is to work with the GOB to make that something as 
appropriate and effective as possible within the existing constraints. 

B. Nutrition Activities 

There is a global consensus concerning the importance of nutrition in child suwival rograms. P This is reflected, for example, in UNICEF's stress on GOBI-FFF, in which three o the 
elements, G, growth monitoring, B, breastfeeding and one of the Fs, food supplementation are 
meant to improve the nutrition of children. Thus, no one would challenge the emphasis on 
nutrition in the child survival program of AID/W in general, and in the SC CS IV project in 
Bangladesh in particular. On the other hand, there is little or no agreement about what, 
exactly, is the most effective way to deal with the problem. 

The four most commonly promoted activities ate rowth monito~hg, breastfeedin promotion, 

z' 'f food su lementation and nutrition education, an these arc the interventions that fu ve been 
used in e SC CS IV project. All of them can be defended as reasonable approaches, but all 
of them have their cribcs or detractors. 

* Growth monitoring, just the weighing and recording, too often becomes an end 
in itself and has no effect. Growth momtoring is therefore criticized because "it 
doesn't work", or "it's not worth the cost and effort." Supporters argue that it is the 
best approach we have -- if it is done properly, i.e,, with adequate counselling and 
follow-up when growth falters. Proper1 carried out, growth monitoring can dso 
identify children already malnourished ? or special attention. 



* Almost no one opposes breastfeeding except the infant formula industry, which 
claims, in fact, to support it while it regularly manages to camouflage its 7' and feminist extremists, with very few exceptions from affluent, highly in ustrinliz$l 
countries, who see breastfeeding as a burden imposed and a plot to keep women at 
Rome and deprive them of career o rtunities. Advocates, among other things, cite 
literally scores of studies, going bac PE" to 1868 ahat have shown that the mortahty rate 
among bottle fed babies is many times higher than that among breastfed babies in 
conditions like those that prevad in countries lilre Bangladesh. 

* Food supplementation is criticized far many reasons: It makes people 
d ndent; it su resses local food production; it's too costly; it's not a long term 'P" so ution; the f J i s  misused; etc., etc. Advocates argue that there arc poverty-strickn 
families, jobless, landless, who simp1 can't obtain enough food the food Istherr,, 
provided by governments disposing o ! their surpluses. The believe that such food can I and should be used creatively to meet the deqerate needs o the poor. 

* Nutrition education is criticized because often it's culturally inappropriate, or 
the advice is not feasible, among other reasons. It is defended by those who point out 
that in many situations there is enough food in the family or in the community; people, 
mothers, simply need to learn how to use it propefly and there are things that can be 
done, again, providing the education is appropriate, comprehensible and feasible. 

The stress on nutrition by the SC CS N project is not at all unusual. What is unusual, if not 
quite unique about the nutrition intervenbons in the CS IV, was the fact that the records of the 
growth monitoring and food supplementation were fed into the PMIS in detail and are 
available for analysis. Equally important has been the willingness of SC headquarters to 
support the detailed analysis of those records, to produce the results which may be seen below. 

1. Growth Monitoring 
Growth monitoring activities in the CS IV pro'ect were carried out in a conventional manner, 
using Salters hangmg spring scales and a standard growth chart. The mi nse of pntcnts and go SC staff was generally cooperative. Levels of partxipation on a regular asis, as revealed in 
the Midterm and F W  surveys were reasonable, with over 60 percent of the target population 
being weighed regularly when growth monitoring was a regular intervention of the project, 
i.e., at the time of the MTE. 

The growth monitoring procedure was used as a vehicle for nutrition education of the mothers, 
to identify infants and young children already severely malnourished and to spot those whose 
growth was beginning to falter. As spelled out below, those who were severely malnourishai 
(weights below 60 percent of expected weight for age) and those whose growth was faltering 
were eligible to receive food supplements until their nutritional status and growth im roved. 
A comparison of the SC CS IV growth monito~g program with those described in $ e most 
recent extensive review of the subject* su gests that the program was executed with a level of 

a%o coverage and competence that was well ve average. 

The growth monitoring activities of the SC CS IV project were well known fo other agencies 
in Bangladesh, notably to UNICEF. Thus when the World Bank sent a team k explore a 
multi-million dollar nutrition project, of which 10 million were to be earmarked for growth 



monitoring, the SC project was identified by World Bank officials working on the Bangladesh 
nutrition project as a possible model for tramhg and operation. Unfortunately, by then the 
changes in strategy mentioned above had been implemented and growth momtoring was no - r 
longer a project mtervention. 

time intuvals. 
results when 

third degree (severe) malnutrition each year for the duration of the project. 

What is perhaps most important about the results is that they show clearly the exbraordinarily 
high proportion of the chddren who were malnourished to one degree or another throughout 
the project areas. These findin s are not surprising; the high rates are in fact quite consistent 
with the findings of the nation 9 Child Nutritron Survey carried out in 1988-89 by the 
Bangladesh Bureau of Statistics.' 

What is also not surprising (because it unfortunately occurs so frequently in growth monitoring 
programs) but is disappointing nonetheless, is the evidence in that figure that prevalence of 
malnutrition did not decrease during the course of the project. Prevalence of malnutrition 
among infants from 6 to 11 months remained much the same. But in the 12 to 23 and the 24 
to 36 month age groups prevalence in 
levels of moderate and severe malnu 
be borne in mind, as is stressed later in 

available, this shows that if we are serio 
in Bangladesh to continue efforts to cope with the problem of mnlnutrition in these 
children. 

2. Food supplementation of high risk children 
If, as is so often the case, the evidence of an impact of growth monitoring per se on the 
nutritional status of children is discouraging in such a roject, is the situation hopeless? We 
have reason to think that the situation can improve if t.f ere is adequate follow up of 
malnourished and growth faltering children-with follow u including food supplementation in 
cases of such extreme poverty where nutrition education a f  one is unhkely to be of much help. 

Supplementary foods were provided to the mothen of inh t s  and youn children identified f through growth monitoring to be at high risk. The children eligible or supplementation 
included those whose growth charts showed that they had failed to gain weight during a two 
month period, those whose weights had fallen during a one month period, and those whose 
weights at the time of weighing, whenever it occurred, showed them to be severely 
malnourished. 

Bangladesh Bureau of Statistics, 1991. rt of the fi . . 
19899% Dhaka: Statistics Division, Ministry ovlanning. 
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Unfortunately, the weight graphs used did not include a line at the 60 percent of expected 
weight-for-age level, as is often and easily done. Instead, the field workers were compelled to 
use the cumbersome method of comparing the weight as recorded with that in a table of 
numbers, i.e., instead of being able to see, as soon as they plotted the wei ht on the chart, 
whether or not it fell below the critical line and the child should therefore %e considered 
severely malnourished, it was necessary to carry out a more complicated and thus less reliable 
process to determine whether the child was eligible. It is not surprising, then, that most of the 
children who were enrolled in tlre supplementation program were those whose growth was 
faltering, not those who were already severely malnourished. 

Whatever the route of admission to the supplementation program, what matters are the rcsults, 
in terms of nutritional status and survival. PMIS'could allow analysis of growth and mortality 
among supplemented and unsu lemented children: there is much Interest both at the BFO and 
in SC's home office in p A i n g  with this of analysis; results of sucl: an anal L could 
inform the design of any nutrition projects w r ch are undertaken as part of the Wor 1 d Bank 
project. Such analysis, however, is hampered by the fpct that SC's CSW project was not 
constructed as a research project: it is therefore difficult to identify with certsunty a group of 
malnourished children who were eligible for the nutrition intervention but did not receive it. 
Nutrition interventions appear to have been among the activities which were curtailed in 1992: 
the BFO is exploring whether children who were first identified as being malnourished in 1992 
can serve as "unsupplemented" controls. 

Existing analyses and observation of rogram ration suggest that growth monitoring 
programs in deprived rural areas can & used e $ fectively to IDENTIFY high risk children. 
Future analysis will reveal whether the types of inkventions employed by SC effectively 
reduced mortality and malnutrition among these high risk children. 

3. Micmnutn'ent supplementm'on and dewonning 
There have been something on the order of ten studies from around the world that have shown 
that when vitamin A capsules are given at six monthly intervals, in countries like Ban@iesh 
where children are known to be deficient in vitamin A, infant and young child mortahty can be 
reduced. Thus when the chance arose to provide vitamin A capsules (VAC) every six months, 
as part of the CS IV nutrition program, it was done. There is also some evidence that in areas 
where helminthic infestation rates are high, deworming at intervals can eliminate competition 
for nutrients from the worms in the gut and thereby improve the nutritional situation of 
children. 

VAC administration was begun in 1990 and by the time of the midterm evaluation 83 percent 
of the children between 6 and 72 months had received VAC. The final evaluation survey 
showed that 86 percent of the children over 6 months of age had ever received a VAC. 

In this case, possibly because of a host of confounding variables, the PMIS data did not meal 
any impact of these two interventions, either on growth or mortality. 

4. Recommendutio~~~ on Nwn'don 
The specific recommendatians made below concerning follow-u and replication of the results 
obtained through growth monitoring and food supplementation t are reported above are 
based on several assumptions: 

tR, 

* There is no likelihood whatsoever that the United States, various European 8 

countries, and Australia and New Zealand will stop making food surpluses available to 



Third World countries in the foreseeable future. Some of this food will be available 
that could be used for supplementation purposes. 

* In the interest of sustainability, and because it is clearly impossible for the 
existing programs to go on indefinitely, SC is committed to reduced involvement in the 
actual delivery of CS services. 

* At the same time, the role of SC as the developer of a model for growth 
monitoring, for training field workers in growth momtoring and counselhg, and for 
operating an MIS that 1s capable of providing ood data for evaluating the results of 

2 P growth monitoring and food su lementation or high risk children, is well known 
among key agencles in Bang esh. SC's analytic and programmatic work in this area 
should continue. 

* Growth promotion in Bangladesh is being promoted by UNICEF and the 
UNICEF staff responsible for those activities are well aware of what SC can offer. 
Moreover, there is at least the possibility that a World Bank loan will encourage the 
GOB to expand growth monitoring activities on a broad scale. 

* Finall , with or without a World Bank loan, growth monitoring is king carried 
out by the G 8 B; the knowledge and ex rtise gained by SC in the nutrition 
implementations of CS I '  can be of v ue to the GOB m improving and expanding 
such services. 

ar= 

* 'X%e impact of SC's nutrition intementions on the growth and mortality of 
children should be rigorously studied. 

* SC staff in the BFO and in the roject areas should document camfully and 
immediately the details of the process !? or identifying high risk children and the 
operation of the food supplementation program, as well as the operation of the PMIS 
that made good documentation of the outcomes ssible, in order to be able to 
demonstrate them and tcach others to replicate tR" em. 

* Any significant findings on the impact of growth monitoring and food 
su lementation on nutritional status and survivzl, as well as the ~ u l t s i  of the d e w  
of 1 e methodology, should be prepared for psompt dissemination and ]publication, both 
in Bangladesh and elsewhere, targeting child smva l  programs in particular. 

1 * Where possible in its own projects SC should exert every effort to replicate 
successful growth monitoring and food ,c~upplementation interventions rand monitor the 
results carefully. 

* Whether or not it is possible to licate interventions which arc included in 7' projects fully mtrolled by SC, SC shou d make the details of its suamsful programs 
avadable to other groups and provide technical assistance to those groups in 
out such programs; if possible, SC should teach other p u p s  how to use q Heal Tg 
Informabon System to longitudinally evaluate and momtor nutrition interventions. It is 
important for SC to he1 rove that other groups, even those without the resources or 
advantages enjoyed by &!, can carry out nutrition and CS activities and produce 
similar results. 



+ Finally, if indeed the World Bank loan is approved and it does include the 
growth monitoring component that has been discussed, SC should seek funds from the 
Bank to make possible the provision of technical assistance of all kinds for program 
im lementation as well as monitoring the results. Such assistance will better enable the 
G 8 B to use such a loan effectively. 

C. Women's Savings Groups 

The establishment of Women's Savings Groups (WSGs) and the training of the leaders and 
their members antedates the CS I '  project, smce the Groups were a component of the 
Community Based Integrated Rural Development (CBJRD) program that SC launched long 
ago. They are discussed here because, like other elements of the CBIRD program, they do 
contribute to community development and well-being and they overla with CS activities in a 
number of ways. There are now 381 of these groups with 6816 mem !e rs and they provide a 
very important channel for communication and motivation of women in the project 
communities. Beyond that, they play a part in the sustainability plans for some of the CS 
activities - i.e., attempts are being made to train some of them to carry on those activities 
after SC is no longer actively involved. 

The FET had available the special study, &&lh Care S e e  U v  the . .  . . 
-, carried out by URC,B. It is summarized below and the executive 
summary attached as Appendix 3. The entire monograph has been submitted as a separate 
document. It documents convincing1 that WSG members participate more actively and 
effectively in almost all child surviv a! activities. During the field visit to NasirPlagar the team 
met with a group of WSG leaders and had a very enlightening and impessive discussion with 
them, met some of them in their homes and saw some income eneratmg pro'ects in action. 
Finally team members had several conversations with BFO s f and others akout the 
performance of these women. 

2 
The FET members were very impressed with these women. Their bearing, their confident 
way of speakin&, their enthusiasm, and their knowledge of health 

'clpation in the WSG activities does somehow truly result 
many "" "atr of em and that this has a varie of consequences 
program activities and on child surviv 2 The team agreed 
(heir impact on members may be important for much of the success of the CS IV project in 
achieving its goals. 

Recommendations on Women's Savings Groups 
Members of the FET were not alone m their subjective belief that participation in the WSGs 
has the effect of em wering some of the members. But the evidence that they have been 
empwered is large P" y anecdotal and the subjective opinions on the matter are just that: 
subjective. There is, at the same time, widespread agreement that empowerment of women is 
crucially necessary and terribly difficult to produce. On the other hand it is also widely 
assumed that to be poor, rural, Moslem, and a woman, in a coun like Bangladesh, is to be 
powerless. But many of the women we met did not convey power "r essncss at all. Because this 
1s such an important issue and it appears that the WSG experience does somehow empower 
women, the FET recommends: 

The URC study examined the behavior of WSG members, and that behavior may reflect the 
fact that they have been empowered, but the study did not attempt to determine or measure 
directly whether or not the women have been empowered. Empowerment is not a clearcut 
matter, but the FET recommends that the BFO should seek out the best social science skills 



available and recruit them to make a serious attempt to measure, in reasonably objective and 
uantitative terms, whether or not women who participate in the WSGs are signifbntly 

iffaent from women who have not participated. 

If those studies provide convincing evidence ' h t  empowerment does in fact occur in M7SG 
participants, then the FET recommends that an even more serious effort should be made to 
undmstanrd what it is about the WSG participation that roduces the empowerment. If it is "" hF n i q ,  then it is needed all over Bangladesh, g ut if it is to be made to occur all over 
Bang1 esh, it IS essential to understand, to the fullest extent possible, & it happens - or, 
what makes it happen. If that understanding is available, then it may be possible to empower 
women elsewhere in Bangladesh. 

D. The Roject Management Information System (PMIS) 

Save the Children is not a research organization and was not created to compete for research 
grants. On t4e other hand the BFO managers recognized long ago that there is & that 
needs to be known about whether or not development and health projects actually produce the 
results that are intended, and often confidently, and naive1 , expected. They faced the fact Y that if we are really to understand what happens, how we or poorly projects succeed or fail, 
there is a need for in depth, quantitative documentation of what goes on, at the field level. 
With those needs in mind, and the support of SC managers and planners at headquarters in 
Westport, the BFO started the Project Management Information System in Dhaka - providing 
the computers, the programs and the data processors that made it possible to take the data that 
flowed ur from the field, process it, and make it available for tabulation and analysis. 

There is no question whatsoever, that a computerized PMIS like the one in Dhaka is difficult 
to establish and maintain, complicated, costly, cumbersome and generally a bother. If the 
personnel running the PMIS do not understand clearly what it is the interventions consist of 
and what they are supposed to accom$ish, the result may be that useless data are roduced. 
What is worse, such a system can easdy become an end m itself, rather than an e ective 
means to find out exactly what is happening. 

d 
What the data managed by the PMIS, and processed in the BFO, shows about how the SC CS 
IV project is doing, and which of the program elements are new or surprisingly effective is 
abundantly clear in this report. Outcome measures produced by the PMIS, are far more 
complete, and convincing, than can possibl be obtained in the usual short term, small sample, 
cross sectional survey. What the PMIS m&s possible, costly and cumbersome though it may 
be, is crucial if SC and other such agencies are to learn from their experience and improve 
program efficiency and effectiveness. 

Re~~mmendan'ons on PMIS 
The FET believes that the PMIS in the BFO is an essential tool as SC moves from simple 
sedce delivery and development activities toward studying and evaluating those activities to 

ve them. We recommend that the PMIS be continued and that the effort required to i m ~  u its output be expanded. 

BFO should review the existing FWA register and should incorporate aspects of it in BFO 
programs for consistent and sustainabihty. The usefulness of PMXS could be enhanced if it 
were expanded to inclu d e data related to maternal mortality. 



E. Special Studies 

In a vein similar to that regarding the PMIS, the SC CS IV project has benefitted from the 
willingness of the BFO manaFers to invest in the support of special studies of aspects of the 
development and health actiwties that cannot be adequately understood through the usual 
survey methods of evaluation. 

RecommemWons: 
The FET commends the BFO on its willingness to support these studies as part of the final 
evaluation and recommends that other such studies that may be expected to contribute 
information that will be useful to pro ram development or improvement should be funded. 
The further in d th studies of the ef ects of participation in WSGs, or of how such 3 f 
participation p uces empowerment, if it is shown to do so, are examples of the studies that 
are promising. 

IV. CHlLD SURVIVAL IV PROJECT ACHIEVEMENTS AND ASSESSMENT 
METHODS 

The Save the Children Child Survival IV (SC CS IV) project in Bangladesh is committed to 
measure the results achieved, as is the case with all AID/W-supported child survival projects. 
Like other CS projects the SC CS IV project carried out the standardized Rapid Knowledge, 
Practice and Coverage (KPC) Survey, developed by the Child Survival Sup rt Program P" (CSSP) at Johns Hopkins, which is mtended to provide quantitative data su ficient to assess the 
achievements of the project. Although the survey was designed to be useful in man settings 

tR Y and sounds like a simple process, in practice there may be roblems. In the case o the SC CS 
IV project in Bangladesh, there were a number of factors t limited its usefulness; some of 
these will be discussed below. 

all vital &ta 

In this vrt the achievements of the SC CS IV project are documented and presented in 
several Mfefent ways: 

A. Key Indicators of Chlld Survival Project Performance 

The PVO Child Survival T , for April, 1993, from the CSSP at Johns Hopkins, 
presented a discussion of thf&$!!%urvcy and included (on e 8) a proposal for the 3 use of seventeen key indicators of project onnance. The list e sense to the FET and 
since it was "hot off the press" we decid eF to try it. It is presented below. One of the things 
we learned is that the CSSP Rapid KPC survey did not provide all of the data n d e d  to 
measure the 17 "key indicators." This is one of the limitations discussed later. 



KEY INDICATORS OF CS PROJECT 
PERIFORMANCES , 

(As  per Final XLP survey) 

Distribution of children Sy Age: 

Appropriate Infant ~eeding Prectioes: 
1. Initiation of breast feeding: 

* within 8 hrs. after birth __No, 
227 

S 
75.66 

within 8hrs - 3 days 42 14.00 
after 3 days of birth 25 8.33 
can't remember 6 2.00 

Total: 30Q 2w2 

2. Exalusive breast feeding: 
No. * 0-3m 52 

3 
55.3 

4-5m 6 18.8 
6-11111 3 4.5 
12-23111 1 0.9 

3. Introduction of semisolid/sloid foods: 

Age semisolid/solid 
No. R 

0-4m 15 13.41 
*5-9m 35 68.6 
10-llm 26 86.7 
12-23m 101 94.4 

(# includes any or all responded 'Yesf to Q 11-c,e,f,g,h ti) 

4. Paraistance of breast feeding now: 
(and being given solid/semi solid food) 



5. Continued breaet feeding during diarrhoeao 

*More or same 
u 
4 8  65.75 

Less than usual 20 27.39 
Stopped completely 2 2.73. 
Not breast feed 2 4.10 

z2 

6. Continued fluids during diarrhoea: 

*Gave more or same 32 72.7 
Gave less than usual 10 22.7 
Stopped completely 2 4.5 
Child exclusively breast feed a - 

22 
(#  of children exclusiVely breast feed were not included in the 
denominator) 

7. Continued food during diarrhoea: 
NO, a 

*Gave more or same 27 69.2 
Gave less than usual 10 25.6 
Stopped completely 2 5.1 
Child exclusively breast feed 

73 - 
(# of children exclusively breaet feed were not included in the 
denominator) 

8. Used ORT during diarrhoea: 
Yo % 

*Usad ORT 47 64.4 
Used I V  1 1.4 
Used anti-diarrhoea1 medicine 42 57.5 

u 
(f used ORT includes any or all.ttho answered 'yesf to Q22 - 
b,c&d) . 



~neumonia Control: 

9. Did mdsk mediaal treatment 
(those who had rapid and difficult breathing) 

*Sought treatment 64 82.1 
did not seek treatment &I. 17.9 

28 
vaaaination Coverage: 
(Not true picture -ae based on card only) 

10-12. EPI aoaesa and aoverage by aard (only 41.5 had a 
card) 

*Children 12-23 had DPTl 48 44.9 
*Children 12-23 had OPV3 42 39.3 
*Children 12-23 had Measles 39 36.4 
Children 12-23 had DPT3 2&i 

13. Dropout rate [(DPT1-DPT3) / DPTl]xlOO for 12-23m 

= [(48-42)/ 481 x 100 3 12.5% 

Maternal Care: 

14. Maternal Card: 
N/A  (survey did not ask the question about maternal card for 

the birth) 

1 Tetanus toxoid coverage: (33.3% had a aard) 

*Mothers who had 2 or more TT 
u 
72 72 

Mothers who had 1TT record 26 26 
none recorded 2 2 

16. Mothers who had one or more antenatal visits! 

Had ANC visits 
u 

. 226 75.3 
 id not go for ANC visits 74 24.7 

17. Modern contraceptive coverage: 
(those who do not want more children within next 2yrs. = 

2 8 7 )  

+Mothers contracepting 
Not contracepting 



B. A comparison of the findings from the Rapid KBC surveys Iln the CS IV proJect 
areas of Nasirnagar with the findings from the same survey carried out in new villages in 
Nasirnagar to provide baselhe data for CS VlII. 

At the start of CS IV, it was felt that a baseline survey was not necessary; at the time of the 
Midterm Bvaluation of CS IV, the CSSP Ra id KBC Surve had not been completed. Thus, 
when the CSSP Rapid KPC Survey was u sd for the Final l l  valuation, no exactly comparable 
data were available to use for com arison and to estimate change -- improvements - wcr the 
life of the project. A Rapid KPC g urvey was, howcvu, carried out simultaneously in a 
number of new commuruties in Nasirnagar that have been selected for the CS Vm[ project. 
The SC CS IV staff in Dhaka suggested that the findings of this Survey could serve to meet the 
need for a baseline, or control po ulation for CS IV. The two data sets were obtained, 
respectively, from "old" families \ 'ving in the CS IV project areas of Nasirna ar and 
benefiting from the child sunrival interventions throughout, and from "new" f amilies that live 
in similar circumstances in other parts of Nashagar, and will be included in CS Vm, but did 
not receive the benefits of CS IV. The SC staff proposed that the "new " Nas* at families, 
covered in the CS Vm KPC survey, could serve as a control population for the C IV 
families; the FET concurred. 

-! 
Both the SC staff and the FET recognize that there are several constraints on the statistical and 
epidemiologic validi of the comparison outlined above: confidence intervals calculated from 
the samples used in x e K&P surveys are likely to be too wide to allow strict comparison of 
samples; moreover, the "new" Nasvnagar villages are not a true control -- there was almost 
certainly some "contamination" from the "old" villages in the "new" vilhges. Nevertheless, 
these samples at least let us observe whether there are trends in data which suggest that CS 
interventions may have had some impact. 

See tables on the following pages. 



~ U M P A R I S O N  d~ THE K & P F INDINGS I N  THE cS-4 ARERS OF N 6 s f R N ~ d f l h  
6ND N E g  BBAELINE,  THE CS V I I I  h R t A S  OF NQSIRNf iGAR ~ H R T  b&HE U'skb 
TO PROVIDE BASELINE  DATA. 

N = 180 o l d  NN ( C S - 4 )  N = 300 FINN f C S - 0 )  

Mother 's  ~ h a r ~ ~ c t e r i s t i c g :  

Data:  flcan Age 
WSG m e m b ~ r s h i ~  
C h i l d ' s  mean age 
Work away 
Invo lved  i n  I Q  a c t i v i t i e s  
. . types of  I B .  Li5 /es . toc I< /pou l t ry  
& small  t rsde/shop 
Edursa t ion : /\Ic)I~o 

Can ' t R p a d  

cs- El 
2 5 . 9  yl- 

1..0% 

Reaponden ts i n  bo th  the !!l~har ts under compar isoh seems t o  be 
comparable in terms o f  t h e i r  age. e d ~ ~ c a t i o r i .  and aue O F  t h e i r  

I .  

l a s t  c h i  l d .  .. . 

T19rere a r q  di f f ~ ~ - ~ n c e s  i n  the i  r WSG membership. ~dorkincj away. 
involvement i n  IGFI and t y p s s  oF IG a c t i v i t i e s  amohg the! o l d  dhd 
rrevJ a r e a s  which c o ~ ~ l c l  be assumed as a I-esul t O F  the SC pragram. 
The MSG memborsI.iip d i f fe r 'ence  is c l e a r l y  a r e s u l t  o f  SC'S e f f o k t  
t o  ~ r g a n i  ze WSr;s. SP 1 f  -amp loymen t oppor t u n i  t i e s  developed o r  
promoted by  the :iC program can e x p l a i n  I i iqher involvement of  t h e  
wometi i n  IGA a c t i v i t i e s  .ancJ lower- p r o p o r t i o n  o f  mothers mcving 
away f o r  IG a c t i v i t i e s  i n  t i re CS-41 areas. 1t i s  a l s o  v i s i b l e  
from the data tha t .  i n  SC nrogram areas - more women a r c  i nvo l ved  
o i  t h  l i v e s t o c k  p o u l t r y  atid shops c r  sma l l  t rades than i n  the  hew 
area.  This could be the r e s ~ l t  o f  the  loan f o r  f G A  ahd fG 
ex tens ien  a c t i v i t i e s  o f  the 5C: program. 

Heal th Awareness: 

Data: R e ~ a r t c d  h e a l t h  
Problems: Reap 

Fsbr i 1 e 
D/D 
08/GYN 
A r t h r a l g i a  
Others 

, + * Average axpendi t u r e  on h e a l t h  last "month Tk.160.89 112.62 

From t h e  above da ta  on repo r ted  hea l th  problems ehd expshditl l te 
made it cou ld  be  assumed t h a t  people i h  the  o l d  areas a r e  a b i t  
mot-@ aware about h e a l t h  problems and care than i h  the new at-ds%. 

Note: Since the two coho r t s  at-e from the same geodrdbhic Area. 
the  disease prevalences a re  same.   he s l i g h t  di f fe rences  ih 
r e c o g n i t i o n  of  h e a l t h  problem i n  CS4 a re  may be due t o  some 
i nc reased  awareness. 



11 o f  C h i l d  --- 

Tota l  : 

Breasttesed&,~&- C h i l d  N u t r i t i o n :  

Data: 

Breastfed f i r s t  t ims a f t e r  de l i ve ry :  

w i t h i n  S h rs  
w i t h i n  8 hrs - 3 days 
a f t e r  3 days 
cou ldn ' t remember 

Exc lus ive b r e a s t ,  feeding: 

Feeding semisol id food: 

Giv ing P ro te in  (egg, f i s h ,  l e n t i l s ) :  

G iv ing  green l e a f y  vegetable: 

Mother's p rac t i ces  i n  terms o f  b reas t  feeding p r a c t i c e  and 
supplementation i s  b e t t e r  i n  . t h e  pr,o.jecf areas than i n  .the non 
p r o j e c t  areas. . 
I n i t i a t i o n  o f  b reas t  feeding, exc lus i ve  breast  feeding up t o  4 
month s t a r t i n g  semiso l id  supple-mentation between 4-6m, 
supplementing w i t h  p r o t e i n  foods s p e c i a l l y  f i s h ,  egg l e n t i l s  and 
g i v i n g  green l e a f y  vegetables are h igher  i n  p r o j e c t  area than i n  
non-pro ject  area. 



D a t a  : 

L a s t  2 wks, L ~ i c i d w c . : ~  
E~I-east feed - ,same o r  more 
F l u i d  g iven more o r  same 
Solid o r  semi s o l t d  g i v m  more o r  same 
ORS sachet used 
SSS 1.1sad 
1 . V .  f l u i d  1.1s~d 
CII~ t i  d la r rhopa  l mn4lc lne I.I?.K? 

No treatnlen t g iven 
QRT g iven  t O R S .  SSS. CBORSl 

Siqns o f  Oeliydl-ation ("sultl<en cye/c.lry mouth) 
Prolonged Diarrhoea 
Vomi t i n a  
Weak/Tirnd 
I:' e v P r 
Rlood i n  Stool  

n c t i b n  wc?1.114 I:altr? i f  iliar-1-hoes f x c u r s :  

Admin is ter  ORS 
I n i t i a t e  f l u i d  t l i ~ ~ - a n v  
g i v e  t he  c h i l d  more t o  d r i n k  
give the c h i l d  sma l1~1 -  & more f r ~ d u e n t  feeds 
take q h i l d  t o  h o s ~ i t a l  
w i t h h o l d  f o 4  

a c t i o n  would be taken d u r i n g  recovery:  

does n o t  know 
more food than usua l  
q l v e  food h igher  c a l o r i c  content  
g i v e  sma l l e r  more f requen t  feed 

29.3% 
5 7 . 3 %  
4 5 . 6%: 
17.0% 
20 . 54:: 

' lo. ?.I% 2Z 

41.4% 

\ 
13.4s 
2'?. 5% 

Diarrhoea1 prevalence among the  c h i l d r e n  was a b i t  l ess  i n  the 
program area than i n  t h e  non program area.  I t  would be d i f f i c u l t  
t o  say whether t h i s  d i f f s r e r i c e  has been a r s s u l t  of  CS 
i n t e r v e n t i o n  o r  n o t -  P r o p o r t i o n a t e l y  more mothers i n  the PI-0jec.t 
area  managed the  d ia r rhoea1  cases a p p r o p r i a t e l y  than the  mothers 
i n  t h e  non p r o j e c t  a rsa  main ly  in te rms of cont in tJat ion and 01- 

increased b reas t  Feeding, o r a l  r ehyd ra t i an :  g i v i n g  more ,or sdma 
food and f l u i d  d u r i n g  d ia r rhoea  o f  the  c h i l d .  P r o p o r t i o h ~ t e l y  
lower number o f  mothers u s i n g  1.v -  f l u i d ,  a n t i - d i a ~ r h o c ! e l  
medicines and t reatment  may be due t o  t h e  increased combetence o f  
t h e  p r o j e c t  area mothers than t h e  nOh p ro . jdc t  area mothers- 

The Date about t h e  knowledge a b o l ~ t  s i g n s  and symptoms during 
d ia r rhoea  tha.1: would cause them t o  seek t reatment  shows that the 
mothers i n  t h e  ~ r o j e c t  areas were p a r t i a l l y  b e t t e r  than t h e  noh 
p r o j e c t  area mothers. b u t  t h e i r  knowledge i n  t h i s  regard  das 
found t o  be i n c o m ~ l e t e  a lso .  



I t seems f r r~tn the 4at:a t h a t  Ir.nowleclge about  r . r twd ra t i on  by ORT i n  
t h e  p r o j e c t  area is nlorq. b t ~ t  i ~ i t e r m ~ .  the  signs ar~cl symptoms 
t:hat would cause them ta seek trcattitenl; seems t o  b5 p a r t i d l l y  
incom l e t e  as seer1 f ,-om tho t w ~  v i t a l  s i g n s  l i k e  feve r  a r ~ d  b l o o d  

W ~ ~ C O M R A R I S O N  RESULTS HERE 

Raqard ing  t h e  knowledqe a b w t  action t o  be taken i f  d i a r r h o e a  
occurs o r  d u r i n g  recove ry  ft-om t h e  answors i t seems t h a t  thcn 
W ~ e s t i o n  War? rrol: clear t~ the respondents and mixed up  o r  
i n c o n s i s t e n t  arlswnt-s wern g i v e n  by  most o f  the p a r t i c i p a n t s .  

QcU te Resp . I1 l ne -sm \ 

Prcva l ence  
Re~icl /diT:  F i c 1 ~ 1  t b r ~ a t h i r ~ c j  
~ o u d h t  t r k a t n e n  t 

S/S t h a t  wou l d  cat.lsn 5c2elr. t r c a  tmen t : 
F a s t / d i f f i c u l t  k r s a t h i n g  
c:liest in -drawing 
f e v e r  
c: o?l q h 
OK 

Though f i R I  was ~ i o t  a c=ornpnnolit o f  CS-4 d a t a  shows the  p r o , j c c t  
a r s a  mothst-s wern morn aware about  t he  danger s i g n s  o f  A R I  a n d  
sought  t rea tment  morq t han  t t ~ e  non p r o j e c t  a rea  mathers. 

Immunization: 

Data: 

ever  r e c e i v e d  immuniza t ion  
m e r  had a immunica t ion  c a r d  
knowledge c o r r n c t  age Q F  measlcs 
d r o p  o u t  r a t e s :  BCG - >  measles 

OPT1 - >  OPT3 

Maternal  C a r e :  

Data- .  

C o r r e c t  knowledge why TT is g i v e n  
t o  P-mothers 
e v e r  had a TT c a r d  
p regnan t  now 
i n t e n d s  t o  have t h e  n e x t  c h i l d  a f t e r -  2 
t o  m o r e  years  
Uses modern method o f  c o n t r a c e p t i o n  

Method m i x  ( v a r i e t y )  
Knowledge o f  f o o d  r i c h  i n  i r o n  
ANC p r a c t i c e  
more food  i n t a k e  d u r i n g  last pregnancy 
c o r d  cape by TEA 
cord c a r e  by  s e l f / f a m i l y  member 

more ( P I C )  
6 5 - 0 5  
69.9% 
2 4 . 7 %  
7 2 . 2 %  
2s-0% 

CS-8 

3 7 - 5 1  

43. i% 
3-0% 

39. is% 
9.7% 

less (S+)  
36-59 
21.3% 
10.4% 
S0.8% 
46.8% 



L e v e l  o f  awareness and knowledge about d i f f e r e n t  matert?al ca re  
nbd needs a re  more i n  the p r o j e c t  area as i n d i c a t e d  by knowledge 
about TT,  b i r t h  spacing. n u t r i t i o n a l  needs d u r i n g  pregnancy e t c -  
Impor tan t  maternal care p r a c t i c e s  a r e  a l s o  more i n  p ro , j cc t  area 
as i n d i c a t e d  by b i r t h  spacing p r a c t i c e .  ANC, food i n take  d u r i n q  
pregnancy. dependency 13n TBAs who a re  more t r a i n e d  i n  n ro . jec t  
arcs. 

.. . V i t am in  'FI' 

C h i  l d r p n  ( 6 m - Z y r  i . ever recoivcd Vi t " A '  66.32 35.25 
Mother knows \/i t-i-'l or3vent  n i q h t  b l i ndness  33.0% 52. '?% 

V i tamin ' A '  d i s t r i b u t i o n  sovsrag9 among the t a r g e t  c h i l d r e n  a re  
more i n  t h e  pro. jec t  area than i n  the non-pro. joct area b u t  t h e  
knowledge o f  p reven t i ng  n i g h t  b l indness  by V i tamin ' f i '  i s  more i n  
t h e  non-pro jec t  area than i n  the p r9 , j ec t  area which i s  covered by 
GOB program. One i n t e r e s t i n g  t h i n g  here i s  i n  t he  non-pr0jec.t  
a rea  .the I<nowledge l e v e l  i s  more than the  coverage l e v e l .  whereas 
i n  t he  ~ r o j e c t  area t h e  s i t u a t i o n  i s  reverse  se rv i ces  were b e t t e r  
b u t  educat ion a r  r e t e n t i o n  o f  knowlsdge was poor i n  the pro . jec t  
area. 

Growth M o n i t o r i n q i  

Data: 

everweighed 
have a growth ca rd  

Growth mon i t o r i ng  is n o t  a  p r i o r i t y  area f o r  GOB serv ices,  CS-8 
a r e a  f i g u r e s  r e f l e c t s  t h e  n o n - a v a i l a b i l i t y  o f  the  GM serv ices .  
S ince GM was one o f  t h e  component o f  CS-4 and dropped t h e  
component a f te rwards  t h e  f i g u r e  shows t h e  ramnent o f  t h e  o l d  
program o f  CS-4 r o j e c t .  The two respond-ent in t h e  non-pro jec t  
a rea  who responded weighed and having a growth ca rd  might  g o t  it 
f rom o the r  areas o r  may be f rom t h e  p r o j e c t  area. 



C. Project achievement., as reflected in some of the PMIS data, including changes in 
the mortality rates 

This is a sample of the data available fiom the PMIS that showed in quantitative terms, the 
achievements, year by year, in the target population of the SC CS N project. The FET found 
an astonishing wealth of data, documenting project activities, participation and coverage rates, 
and outcomes. Surely the most revealing, in a child survival program, are the changes in 
infant and under 5 mortality that occurred during the life of this project. Thanks to the PMIS 
it was even possible to prepare estimates of infant mortality by cause, which revealed, among 
other things, that deaths from imrnunizable diseases declined substantially. No less interesting 
are the estimates of the decline in the total fertility rate that have occurred in the project area. 

See tables on the following pages. 



YEAR BY  YEAR PROJECT ACHIEVEMENTS QS SHOWN BY PMIS DATA. 

t l a io r  O t ~ . j e c t i v e s / A ~ t i v i  ties: I as per P l l I S j  

1 .  Area ewpansion: 

a.  Area expansion CS- f $4 

L'?8!3 I,...? ? 1??1, 11?92 L'??3 .-- --.---- .,...,-a 

Powulat ion 4?406 55511 59661 74289 75072 75706 

2. Community Organ iza t ion  (,WSGs). \ 

I m ~ a c  t: # C+D # of HH 5~ # of  # o f  0. 

Area Household i n  WSQ WSG members 

Ranqun ia 1374 730 59.2 61 ? 7 6  
Nasi  rnaaar 5652 3362 70-1 202 378~? 
Ci l i  i a r 1364 SO? 513.6 74 1" -101 
M i r z a ~ u r  696 488 59.5 4 2 Z 5 0 
Ei l= 0 9086 5380 53.1 381 61316 

[ &  of t o t a l  Household = 4 1 . 4 % )  

Completed by 
1.l month ( % I  1 28.3 4 3 . 6  72.5 ' 72 .1  7 . 3  55.1 
complete coverage 
'1)-23months ( '21. 43.5, 73.0 54.0 87.0 53.0 83.0 

T T 2  coverage 
L5-45 y r s l  ( % j  3 6 . 5  48.8 37.7 90.5 30.6 0 1  87-7 

4. D iar rhoea Management 

Competent 
Used 

5 .  N u t r i t i o n :  

% 6-36m weighed 
3 < 3 6 m  r e g u l a r l y  
weighed 
% VAC 

6 MCH: 

% o f  Preg. mothers 
b rough t  under PMP 

A s  per HTE A s  pe r  FK&P 



7. TBA t r a i n i n g  s t a t u s  as of January. 1993 

A r e a  # TEA # T ra in ing .  # rraining # To ta l  
21 days 'k <21 days % any t r g - .  % 

Rangun i a  32 32 100 0 0 00 32 LOC! 

Ghior 13 13 100 0  0 00 1 3  lor:) 
t l i r zapur  3 6 36 100 00 0 0 36 100 

Nasi rnagar 268 268 36 90 33 188 
7 (1) 

3,. S a n i t a t i o n  Status of  o l d  a r e a  as o f  30 June"?3 

Tubewells: Func t iona l  
Non-Func t i o n a l  

Safe L a t r i n e  # HH Have % 8 HH don ' t  have n, b 

2358 2 5 . 8  6887 7 4  - 2  

. Cause s ~ e c i f i r ,  d e a t h  Fdr c h i l d r e n  under one year 
( %  o f  d e a t h s )  

# o f  death 0-1 year 
O ia r rhoea l  Disease 11.4 
AR I 2$.2 
M a l n u t r i t i o n  9.4 
F e b r i l e  2.5 
B i r t h  Rela ted 23.7 
Immuniz. disease 11.4 
Sk in  I n f e c t i o n / s e p t i c a e n i a  2.0 
Accident/Trauma 2 . 9  
Oral Thrush - 
Others 7.9 
# LB 1708 
I MR 118.3 









D. The nutritional impact of growth modtoring and a comparison of the nutritional 
status of children who were enrolled in the food supplementation program of the CS IV 
project with that of those who did not receive supplementation. 

There is very little -- the temptation is to say there is -- that is better documented 
regarding child survival in countries like Bangladesh, association between severe 
malnutrition and mortality in young children. In fact, one of the earliest and best studies of 
this association was carried out at the IDDR,B in Ban ladesh (Chen, u, h a :  8 1836-1845, 1980). Chen and his colleagues showed at Bangladeshi infants and young 
children who were severely malnourished are many times more likely to die than those that are 
adequately nourished. Their findings have been confmed in Ban ladesh and in many other 
countries. Given the critical importance of nutrition, the results o f the SC CS IV activities in 
growth monitoring, vitamin A supplementation and the provision of food supplements to high 
risk infants and young children are of special interest. For that reason SC staff, both in Dhaka 
and also in Westport, are committed to producing a careful and detailed analysis, made 
possible only by the PMIS. Please refer to Figure 1 in section mB. 

Em The complete findings of the Rapid #PC Survey, published as the 
4 and included here as appendix 4. 

This is the resentation of the complete findings from the Ryid KPC Survey carried out in P February o 1993. As noted above the value of the informabon obtained in this Survey was 
seriously limited by several factors and they bear discussing at this time. One of these had to 
do with the timing of the Survey; others had to do with the KPC Survey methodology and the 
questionnaire. 

F. Project Achievements vs. Project Objectives 

(A comparison of project achievements and objectives is Appendix 9.) 

V. PROBLEM$ WlTa THE RAPID KPC SURVEY: 

A. Tbe timing of project termination and survey execution 

In the summer of 1992, in anticipation of the completion of the CS IV project, and the need 
for self-sufficiency and development of a sustainability strategy, major changes in program 
were carried out. Among other things the field staff were nobfied that they could not be 

the entire monograph has been sub 
this project was significantly provi 
utilization fell off and this is 



B. Sample Selection 

In the training for the Rapid KPC survey, SC staff in Dhaka were instructed to select their 
sample for interviews from households m which there were babies under 2 years of age. In 
households where there were two such children, they wene instructed to ask the survey 
questions with regard to the younger of the two. This .had the effect of biasing the sample 
toward youn er infants, and elinunating older siblings that were still under two. This is 

t f f  apparent in e age of the infants covered in the survey: 

This skewed sample had two important effects on the information that was obtainad in the 
survey. EifSt, because project effort had diminished ve considerably in the six months rior 
to the survey, as noted above, it meant that many of the 7 abies under 6 months of age ha j not 
been included in any sf the project activities, thus having the effect of making performance 
look worse than it had been when the roject was in full operation. on the other 
hand, since the very young are breas t! ed and relatively health , it meant that the sample r surveyed did not include a proportionate share of the older in ants, more likely to have had 
infecbons or to be malnourished although that would not necessarily show up ur the survey 
findings. 

C. Survey Content and Methodology 

Some of the problems eprcouritcred had to do with the survey questionnaire itself. The SC 
project staff m Dhaka and the altire FET a g r d  strongly that the problems made it difficult to 
use the data generated by the sur v .;y and also limited its value in measurin the effectiveness of f the projects. Among the specific Items, aside from the methodologic prob ems in sample 
selection that are mentioned above, that the FET believe require review and revision are the 
following: 

v Th.: " S ~ J D ~ T ? ~  kipid KPC Survey that was used in the project areas had been 
translated hjto &>glad& before it was sent to Dhaka. According to Bangladeshi staff 
members of the SC team in Dhaka, the translations were not always a ropriate or 
clear and they felt that the questions sometimes confused thc mothers !!ing 
intenriewed, and the interviewers as well at times. At the time the survey was carried 
out the staff were told that the survey was standardized and should not be altered. 
* In other cases, the questions asked do not cover the specific information that is 
needed, and it is necessary to try to calculate the data. One exam le of this is the 
matter of whether or not the baby is still breastfed exclusively. at question as such is 
not asked. Moreover, in Ban ladesh, essentially without exceptions, mothers give the 
newborn baby water or some &I g else in the fist few days after birth. Thus, even 
though the baby is breastfed exclusive1 for some months after that, it cannot, in a 
literal sense, be said to be exclusively reatfed from birth. This was a source of 
confusion. 

l 
* To cite another example, although the PVO Childrvival for 
April 1993, as mentioned above, recommends that the percent of m 
maternal card for the birth of the youngest child less than 24 months of age be used as 
a "ky indicatorm, and in spite of the fact that the SC CS IV project mad prepared a 



maternal card and used it faithfully, there was no question in the Rapid KPC Survey 
that elicits this information. 

* The fact that good nutrition is of crucial im rtance to infants and young 
children, and is a focus of concern in child surviv if' projects, is reflected by the number 
of quesbons in the Rapid KPC survey that arc: devoted to breastfeedin the 
consumption of various foods and to growth monitoring. In spite of tf[i s, the survey 
yields no useful informatim whatsoever concerning the actual nutrition status of the 
children covered. Moreaver, the food consumption uestions are notoriously useless. 
Nutritionists h v e  long since learned that qualitative %ta of that sort prove nothing 
about the actual nutrient intake, but ma iq fact be rnisleadinp; by gimg the im ression 
that children are being given the food d ey need when punntitlu are totally dquate.  

* Hundreds, if not thousands of field surveys, carried out under all kinds of 
adverse conditions, have shown that ' to wei~h and measure infants and 
young children and make useful w t i m w u  nutriaon status. If those who am 
concerned about child survival ,are serious, and are aware of the importance of 
nutrition, it seems essenW to determine whether or not Ofie USAIDIPVO child survival 
projects are or are not h a w  any useful impact on malnutrition. Only when that kind 
of mformation is available is it possible for pro'ect managers - and project back-u d teams in the various PVO headquarters, as we as the CSSP team in Raltitnore an ! 
concerned USAID staff in Washington - to take the necessary comtive measures if 
the project is not effective and if, again, we are serious about nutrition in child survival 
projects. (It must be added that, thanks to the PMIS in Dhaka, it ig possible to measure 
the impact of growth monitoring and food supplementation in the CS N project.) 

The selection of the sample from among mothers of children younger than two years means 
that the prevalence of contraception may be underestimated. 

VI. m m G S  FROM FIELD VISITS 

The CS IV project carried out activities in four areas: Mirzapur and Ghior, to the northwest of 
Dhaka, in Nslslrnagar to the northeast, and in Rangunia, southeast. As noted elsewhere, the 
SC team in Ban~ladesh has decided to phase out the CS activities in Ghior and in Mirzapur 
now, in Ranguru over the next year, and not only to continue but also to expand CS activities 
in Nasirnagar in the SC CS VIII project. The reason for this is that Nasirnagar is recognized 
as the poorest of the four project areas and far and away the most needy. 

Because the FET had very limited time to carry out the final evaluation, the decision was ma4e 
to limit field visits to the project arcas in Nasimagar. Accordingly, Drs. Yasmin Ali 
Nilufer Kamroze Jaha, and Joe Wmy, accompanied b Dr. N7jma Wntun of the SC r%%? 
Dhaka, visited the field sites. Dr. Abul Batket, who spent many weeks in Nashugar, 
directing and 

L 
cg.aM g out the specirrl studics that SCIBANGLADESH commissioned the 

URC,B to do, di not participate in the field visit, nor did Dr. Kabir Ahmed. 

Most the time in the ficld was devoted to discussions in Kunda, when the field headquarters 
was located, and in the town of Nasirnagar, where we met the 'Xhana Medical Offica and his 
staff and visited the Thana hospital. Please see appendix 8 for 6he focus group questions used. 

Again because of limited time, rather than attempting to carry out detailed interviews with 
individuals, focus group discussions (FGDs) were arranged with groups representing the 
relevant members of the community. FGDs were held with Village Development Committee 



(VDC) members, members and leaders of Worncn's Savin 3 Groups (WSGs), with CS IV f project field workers, and with a number of GOB health o ficials. 

A. Village Development Committees (VDCs) 

The members of the Kunda VDC were invited to meet the PET. The group comprised an 
elected chairman, elected sectorat (women's, youth and landless) representatives and 
nominated members (agriculture, education). The group included one of the larger landowners 
in the community, who had donated the !and on whlch the secondary school was built. The 
group were jubilant wer the fact that a boy in _theirschool place second nationally in the 
science placement test. 

The VDC perceived itself as the link between SC and the community. They arc consulted 
before any interverition is to be desi ned or implemented. Individual or group loans arc also 
sanctioned with the concurrence of f e VDCs. The loan rogramrnes have helped in the 
betterment of the socioaconomic condition of those who ve invested wisely. The VDC 
were able to give specific examp1es: 

K 
* One man from a 'D' category family had invested his loan money in setting up 
a kerosene and mustard oil business and his household is now rated category 'B'. 

* A woman fiom a 'C' category family had used her loan to make containers for 
fodder, salt, etc. out of cement. Her success enabled her to open a 'sales centre' in the 
Thana headquarters where sent her husband to run the business and she eve11 purchased 
land. However, she is now in a disadvantaged position. Her husband left her for 
another woman, remarried and she had to sell her land to m e t  the fccs for lepl 
support for her son. But, she has not given up -- her husband is back in her control", 
she has set him up as a roadside vendor (accountable to her) and she is now applying 
for a fresh loan. 

Involvement in the VDC has reportedly brought about a change in the health bekidor of the 
members. Limits to such change were reported, however: one of them has had six daughters 
in hope of a son. 

W C  members who participated in the FGD. 

2.. Haji Ahad Ali, Chairman 
2. Mr. Akkas Ali Mollah 
3. Mr. Ayub Ali Mollah (landless sector member) 
4. Ms. Falumia 
5. Mr. Shahnewaz, Headmaster, Private School 
6. Mr. Hattim, Youth sector member 
7. Ms. Tahera, Women's sector member 
8. Ms. Sufia, Women's sector member 
9. Shirajul Hoque Munshi, Vice Chairman (Agri. sector member) 

B. Discusions with Women's Savings Group (WSG) IImdels. 

On the day of the FET's field visit, Group Leaders of five WSGs came to the SC office 
to ether with their area WSG sectoral leader with an application for SC assistance in 
r d uilding houses washed away and damaged by recent floods. This provided and o gPOwtY 
for talking to a group of high1 motivated women, who were in no way intimidated y the B presence of "outsiders" (inclu ing a foreigner.) 



The women interviewed represented groups that had been functional for three to seven years. 
The perceived "empowerment" as the main advantage of rou formation and activities. In 
the i c  ginning they had faced opposition from husbands anf in-iws. In the early da s m l e  

Ti (men) made fun of them as they went to rneetinl;~; now they make way for them. eu news 
and opinions have an impact on household decislon making and not only do they have more 
self-esteem, but also they feel that their status is enhanced. 

The economic benefit from being involved in the WSGs has varied. The savings arc pacdved 
as an asset as it ma& them eligible for group as well as individual loans. Sale of ve8etables 
(from home gardens), eggs, poultry and rice (put aside from daily rations) are the mam 
sources of money for the women to contribute to the savings funds. The money is collected 
during the monthly meetings of the WSGs and deposited in the groups account in a commercial 
bank 

The WSG members typically are from the poorer to rest families of the community and are r mostly illiterate. Through participation in the adult teracy programme of SCF they are now 
able to si n their names, but remain dependent on the SC staff as in most groups even the 
secretary f treasurer is uneducated. 

There is no question that WSG members perceive the need for educating their children, and 
especially their daughters. However, in practice this is not always ssible. There is no 

fl P" charge for rimary education and the necessary books are free and or girls this is extended to 
class Vm, ut most families are unable to afford the requisite "decent clothes" and recurrent 
costs for notebooks, pencils, etc. 

Protective health behavior is a matter with which the WSG members are quite conversant. 
They confidently describe the health practices promoted by CS IV field staff and claim to have 
chan ed their practices accordingly. According to one group leader, " . . . even our dumbest 
mem % er will be able to answer your every query confidently ..." The WSG members believe 
that their "changed" practices have resulted in improved health and nutritional status of their 
children, given the economic constraints that they face. The group members see themselves as 
"health focal points" for their communities because people tend to consult them for advice. 

One of the most impressive things rted by these women is the fact that in some 
communities members of the WSGs =E ve banded together to form committees qainst the 
physical abuse of women by their husbands, which is common in man of the 
women stand alone, they are essentially powerless; working together 8 ey are not %d? 
speak out and in one case the group united, reported a serious abuser to the authorities, and 
were successful in having him convicted and jailed. This might be considered the most 
convincing measure of the "empowerment" achieved by this group of poor literate women. 

WSG members who pam'cipated in the FGD 

1 Ms. Anwara Begum, Chairman & WSG leader 
2 Ms. Halima Begum, Paia group member 
3 Mr. Toa Chan, Vice Chairman of Paira group 
4 Mr. Safar Chan, Champa group member 
5 Mr. Par Chan, Dalim group member 
6 Ms. Kamala Rani, Fulmala grou member &, 7 Ms. Arak Chan, Tia group mem 



C. D~ussions with GOB Health OMcials Concerning SCF's CS IV Project Activities 
at Thano Level: * 

It was revealed from the discussions with the thana level health officials revealed that they 
seem to be very positive about SCF's CS project activities and their impact. Dr. Shahidul 
Hoque, Nasirnagar Thana Health Administrator, cited one example: because of the lack of 
electricity for the last four month (i.e., May to August) the could not rovide EPI services in 
all unions, but with the help of the SCF project team, they ia ve been a! le to continue EPI 
scwicca in the SCF CS project area. In the remaining umons, when electricity is available 
again, they will be able to devote all their efforts .to overcoming the backlog. 

Even though the SCF CS pro'ect has shown some positive outcomes, the GOB ofi.cials feel 
that there should be more colfaboration to s t m  then SCF CS staff knowledge and effort to 

R % im rove MCH-FP services, i.e., to clarify eac other's roles in order to best be able to work 
ef ciently "hand-in-hand" to achieve the best results. 

Dr. Abdus Samad, Incharge Tharna farnil planning officer, suggested that during GOB'S 
FWA monthly orientation meeting CS s tar f could be invited to share their howledge and skill, 
so that uniform messages can be provided to run improved MCH-FP programme at the field 
level. 

I .  Supervision & Monitoring o SCF's CS st@ 

P f GOB officials ex ressed their satis action with SC staff because both field and su rvisory 
staff are always ound by GOB to be present at their working place and also av ble to share 
ideas about project outcomes and improvement. 

ad? 

2. Sustainability: 
In this respect GOB officials did not make any positive comment. However, they mentioned 
some factors that result in non utilization of health facilities, such as: * long distance of health facilities from client residence * inconvenience of transport as well as cost * non availability of adequate medicine 

* inadequate logistical support 
* vacant posts 

They feel that an increase of community health awareness will result in increased utilization of 
the available govt. facilities by the community. 

3. Commr*tment about Cbllaboration: 
In this regard they said they have already organized one joint workshop with SCF for the 
improvement of MCH-FP performances at the thana level; 

Mr. Zatindra Chandra (ATFPO) mentioned that the have also some future plan for area 

task. This activities are in process. 
H demarcation among GOB and SCF and assign speci c responsibility to the worker for specific 

Beside this GOB officials also mentioned that considering the low literacy rate , low per capita 
income and poor road communication system in Nasirnagar there is need for special 
rogrammes to overcome these problems. Due to a lack of electricity, mass media programs 

Lve had little outreach and affect. 

Moreover, the strong commitment of the SCF staff also encouraged them to be more 
committed to further collaborative effort towards improvement of health system of the people 
in this thana. 



GOB Stqf interviewed 

1. Dr. Shahidul H ue, THA, Nasirnagar 
2. Dr. Abdus Sam 3 (MOMCH-FP and Incharge TFPO) 
3. Mr. Zatindra Chandra (ATFPO) 
4. A FVW, whose name was not recorded (MCWC) 
5. Manowara Begum, FWV (rented FWC) 
6. Maya Rani, FWA 

Dm Discussions with CS IV field workers O W  & PDT) 

Discussions were held with community level workers who were presently reemployed as the 
SC Mothercare project staff. These workers had received basic training/orientation upon 
recruitment and special training from time to time depending upon the needs of the program. 
These field workers realize that training is a continuous rocess, however, they felt that the R training they receivcd was sufficient to enable them pe o m  their prescribed 
jobdresponsibilities. 

The field workers feel that their job was difficult to execute at the beginning of the pro'ect and 

efforts and they now serve as health care advisordfocal points. 
t it had become easier with time. The community as a whole is now more suppoItive o their 

The field workers regular1 met with their supervisors and local area office staff and there was 
a well established system ! or monitoring and feedback on performance. 

As part of the SC phasing out process some of these workers had been provided with loans 
intended to allow them to generate some income which would serve as an incentive to remain 
within the area and continue to promote protective health behavior. 

SCF Staf interviewed 
1. Mr. Kolimullah Koli, Impact Area Manager 
2. Mr, Nurul Amin, Medical Assistant (Community Health Organizer-CHO-PHC) 
3. Mrs. Gita Pal, Community Development Or amer 
4. Mr. Salam, Community Development coor&tor 
5. Mrs. Rowshan Ara Begum, Medical Assistant (CHO-MCH) 

Fm'ly Health Pn,motem 
1. Mr. Morshed Kamal 
2. Mr. Pantash Core 
3. Ms. Amena Begum 
4. Ms. Sarna Raru SarW 

VII. LESSONS LJWWED FROM SPECXALLY COMMISSIONED STUDIES. 

A. URC Study Findings from Health Care Utilization and Behavioral Pattern in 
SCF's Catchment Area 

(Please see appendix 5 for executive summary; entire monograph has been submitted as a 
separate document.) 



Shows: 
- 1. Percentage distribution of the sources of preventive health services utilized by MWRAs 

in the community. 

1.A. Persons with whom they discus health relatedproblemr. 

Nasirnagairotd SCF Area (Pg-22) 
% 96 

a) Neighbors 44'8 
b) NGO workers 43.1 . 
c) Village doctors 20.7 
d) Don't discuss with anybody 22.0 

1. B. Health Service Cknrre/Providers corstacted. 

NGO workers 
Clinic 
ViUage doctor 
QOB workers 
THCIFWC 
Registered Physicians 

2. Percentage distribution of sources of health care which MWRAs contact most often for 
treatment of diseases at preliminary or primary and at later critical stages. 

2.A. Health Centre/Personnel Conracted: 

2.A. 1. Preliminary stages: Nasirnagar Total SCF Area 
96 96 

Thana health ctnter 
Family welfare center 
Govt. dispensary 
NGO clinics 
Village doctors 
Spixitual healers 
Registered physicians 
District hospital 

2.A.2. Critical Stages: 

Thana health center 
Family welfare center 
GOB dispensary 
NGO clinics 
Village doctors 
Spiritual healers 
Registered physicians 
District hospital 

All these above findings also su rt the feeling of GOB officials regarding the need to BP" improve facilities utilization an consultation for services. 



Be URC: Study of the Impact of the Workshop on Family Planning, conducted with 
the traditional and religious leaders in Nasirnagar thana by SCF (USA) 

(Please refer to appendix 6 for an executive summary of this monograph. The entire 
monograph has been submitted as a separate document.) 

Lcssons Learned: 
* The overall contribution of the workshop in terms of net-effect was 28.4% 

CAR. 

* Out of 12.7% points increase in CAR, 3.61 % points was due to net-effect of the 
workshop. 

If the SC replicates this type of workshops in the future, there should be ample scope for mi;.smz 
indepth studies, incorporating all possible variables and indicators so that the relatlve 
contributions of all possible factors can be identified. Such workshops should deal with Vie 
issues identified as problems faced by the participants in motivating the tar et groups. T o  
increase the effectiveness of the information dissemination points, satisfi. clients, amo?g 
others, should be included in the selection of workshop participants. 

f 

Ce URC study: Participation in Women's Savings Groups and implications for 
Health Care Behavior in Save the Children (USA) Catchment Areas (Please see aqpenL; 
3 for an executive summary of this monograph. The entire monogaph has been subrmttf~~ a: 
a separate document.) 

Highlights of the findings: 

WSG members had a mean of 1.5 years of schooling @. 11). 

80.5 percent of husbands had a "highly positive" attitude to wife's participation 
in the WSGs @. 19). 

41 percent of current WSG members were currently using contraceptives, 
compared with a usage rate of 37 percent of women who had drop@ out of 
their WSG,34 percent of women who had never belonged and 15 percent who 
had adopted permanent contraceptive measures @. 22). 

87 percent of the WSG members chose to consult a qualified practitioner when 
there was severe illness in their family @. 22). 

79 percent of WSG members who had been pregnant had received the ?T 
immunization @. 23). 

89.5 percent reported that they always gave ORS to their children in case of 
diarrhoea e.24) 

The WSG members enjoyed higher mobility @. 25). 



* WSG women considered themselves less dominated their husbands and felt that 
they have an enhanced role in household decision making (pp. 26,27). 

* WSO members disseminate messages concernin health care and health 
promotive behavior that they have learned to o tf  ers (p.36). 

* There is a higher degree of health consciousness among WSO members @. 36). 

Lessons Learned: 
* There are positive indications that health related behavioral change among WSG 

members is sustainable, if there are: 
a Repeated training and reinforcement of messages. 

* Frequent contacts with service providers. 

* Assistance to others in establishing contract with service providers. 

* Dissemination of knowledge. 

* Internalization of protective health behavior. 

The potential for financial and managerial sustainability of the WSGs as an institution is low 
because: 

* WSG members come from poverty stricken families and communities 

* WSG members have limited education. 

* Managerial skills are lacking. 

D. BASELINE SURVEY CS-8 

1. Literacy 
a) No schooling 
b) Can read one sentence 
c) 1 to 5 years schooling 
d) 6to8years 
e) 9 or more years 

2. Main Health Problem 
a) Respiratory 
b) F e w  
c) Diarrhoea 
d) ObIGyn 
e) Rheumatoid joint problem 
f) other 

3. Money spent last month for health services 

115.19 taka 
0 - 1600 taka 



How soon should a women see a health professional when she becomes aware that she 
is pregnant? 

a) Does not know 32.7% 
b) No need to s# health worker 14.3% 
c) Last trimester (7-9 months) 7.3% 
d) Middle of pregnancy (4-6 months) 22.9% 
e) First trimester (1-3) 22.9% 

During last pregnancy amount of f d  ate? 

a) Less than usual 
b) Same as usual 
c) More than usual 

At the time of delivery who tied the cord? 

a) Themselves 40.0% 
b) Family member 11.0% 
C) TBA 45 % 
d) Health Professional 2.8% 

(Midwifes Physician) 

Considering all these factors and for sustainability reasons the team recommends that strong 
collaborative efforts be taken for maximum utilization of GOB'S health and family planning 
facilities and also the development manpower for improvement of MCH-FP program at the 
local level. 

E. LESSONS LEARNED FROM SUSTAINABILITY CONSULTANCY 

Please refer to appendix 7 for an executive summary of Dr. Bert Hirschhorn's consultancy 
report. As per Dr. Hirschhorn's recommendations on programs and policies on sustainabdity, 
the team recommends: 

* Utilize WSGs as an indigenous network with intermittent technical assistance 
from SCF. 

* Put all SC effort in Nasirnagar into expanding the MCH-FP program as much 
as possible, since there are practically no other NGOs working in this ma with 
health and famil lanning, little government suvice, the need is great and SCF iJ experience is so 

* Put emphasis on locating the records of high risk pregnancies detected and 
referred and determine their outcomes. 

* Document the evidence of complicated pregnancies that were not detected 
though a visit was made. 

* Document the evidence of inadequate referral services. 



* The Oovernment's FWA re ister should be followed for record keeping so that 
it could serve the urpose o both GOB and SCF's interest of valid B f 
documentation an also for sustainability reason. 

Dr. Hirschhorn states that: 

* "Anything that increases the people's capacity for self-sufficiency, including the 
capacity to demand their rights, is a step toward sustainability. 

* Anything that improves and endows the capacity of government is a step 
towards sustainability. 

* Anything that contributes to the knowledge of development is another step. 

* The tools for moving progressively toward sustainable development include: 

- conscientization; 
of power by coalitions of those with little power; 

- endowment trusts; - increasin total wealth and ensure enough income to get beyond day 
to day su 1 sistence and health; - repair and maintenance of enviriinment." 

In the past SCF's work was limited to a small area. Now the time has come to expand SCF's 
working area with an intensive program. 

More capacity is needed in writing up ideas and results for the scientific and development 
communrties. 

VIII. SUMMARY: LESSONS LEARNED AND RECOMMENDATIONS 

A. Management and Project Operation: 

1. The fact that SC had well established and well supported community development 
activities going on in the pro'ect ateas, well before the CS activities began to be implemented 
is important to the success o # the latter. The integrated approach of SC rogramme activities, 
combining community development and CS has served to strengthen bo and has facilitated 
the achievement of the CS objtXtives, e.g.: 

tK 
* The attainment of tar~ets on safe water and sanitation has been possible through 

the SC water and amtation programme activities. 

* The formation and function of WSGs and provision of income generation 
activities. 

2. When timebound quantitative goals arc driving the project, then baseline figm are 
essential for evaluating the output. However, when the prqect has a relatively short life span 
with time-bound target oriented ob&ctives, then long-term vision of PVO planners and 
managers is distracted and their abdity to address the issues of sustainability are severely 
limited. Thus, project objectives should stnss more than just target numbers and need instead 
to include sustaurability goals. Where sustainability is major concern, activity plans for the 



phase out should be of DIP and goals which should be stated in quantitative terms, $" covering, for examp e, such issues as: 

* Certain phaseover activities. 

a Cost recovery targets. 

* Community contributions. 

3. There is clear1 a need for some standardization of the planning and evaluation tools 
that are required by d SAID and promoted b the'CSSP at Johns Hopkins. There is also a 
need, however, for sufficient flexibility to d ow adequate adaptation to local conditions and 
requirements. This, as noted above, was es idly true with regard to the Rapid KPC 
questionnaire, which both the SC BFO rtaf P" and the FET considered to be poorly adapted to 
some conditions in Bangladesh and did not easily yield the specific quantitative data needed to 
measure project achievement. 

4. This evaluation would have been much less satisfactory if the special studies 
commissioned by the SC BFO and carried out by the University Research Co 
(Bangladesh) had not been available. They provided a wealth of information, TOration 0th qualitative 

to the SC program management and was also 
cannot possibly include more than a fraction of the 

licabons of some of the findings. As noted 
the S (! BFO for carrgg out k c d i e s ,  and SC 
them. We believe t such studies rovide a model 
is essential to understand what is happening in 

continued support of such studies by sC! 

5. Detailed and quantitative information produced by the Project Management Information 
System (PMIS) was also of tremendous help to the FET m carrying out this evaluation. There 
is no doubt that such a system is ex nsive and at times burdensome to the staff, It is also true 
that there is such an abundance of g ta that it may seem overwhelming and difficult to 
assimilate, and the information is by no means always well used. As can be seen in this 
report, however, there are things that can be demonstrated with such data that are simply 
impossible otherwise. It can be argued that if PVOs arc going to be involved in countries like 
Bangladesh, they should go beyond simple minded delivery of servicts and use their resources 
and skills to carry out operations research for which a system capable of producing just such 
solid and comprehensive data is essential.. 

6. Valuable as a purposes of careful evaluation or to 
support operations care dehvery, it was clear from the CS N 
pqect that at the field level processed records were more useful on a 
day-to-day basis and proved management tool. Similarly, although a 
consolidated record system might seem to be more economical and convenient. In practice 
that was not the case. Field staff kept more reliable records when separate simple registers 
were maintained for each intervention activity. 

7. Ma'or changes in the CS N project strateg as it moved into the "no cost extension", 
strongly at? fected project im ct or achievement. &rategic decisions, made by the project 

a e  management in order to m the overall project more sustainable, included attempts to make 
service delivery less staff intensive, and the cessation of the delivery of curative PHC services 
(except for those included as part of the MotherCare Project). Unfortunately, these changes, 
among others, resulted in an Immediate decline in measurable outcomes related to quantitative 
DIP objectives. This shows more clearly than any other aspect of the project the contradiction 



between the need for sustainability of such rojects and the quantitative goals that have bee11 K called for in the DIP guidelines. Clearly w en there are significant changes in program 
strategy, then program targets need to be reconsidered and redefined. 

8. Influence at the national level depends in part on PVO size and political clo~t, but it 
also depends on reputation, which is based mainly on ormance. The BFO of SC has a s" formal agreement and relationshi with the Ministry o Laal  aovemment and Rural 
Development, but not with the %stry of Health and Family Welfare. This i m p a u j c c l  
effectiveness in health and family laming activities and should be comted, pn y 
because Thana level health offic la!' s are not sure of the status. 

9. On the other hand the SC CS IV project has an excellent reputation with GOB health 
officials at local levels where collaboration depends more on pcrsonal relations. Local OOB 
hcalth officials clearly recognize the contribuhon of SC CS IV to their EPI ~rfopmannce, for 
example. Similarly, at the national level, or rather in the PHC community m Dhaka, the SC 
CS IV project has an excellent utation for performance in growth monitoring and food 
supplementation and is acknowl 3 ged by UNICEF officials and others as the best model in 
Bangladesh for the proposed World Bank loan-supported nutrition program. It is ironic and 
truly unfortunate that it was considered necessary to eliminate those activities as a result of the: 
strategy changea mentioned above. 

10. As noted, SC had been involved in Y?" g out community development pro'ects in 
the CS N project areas for years before the C intc~entions actually began. One o r' the 
lessons that seemed apparent to the FET was that the precxistcncc of these activities had given 
the community and its leaders a level of confidence in SC that facilitated the introduction of 
the CS activibes. It appeared that any development projact, as long as it won the trust of 
community members, can serve as a vehicle for introducing CS interventions at the community 
level. Similarly, project Management involvement with community committees made the 
project stronger. 

B. Implementation and Interventions 

1. Joint NGO, GOB a roach to increasing communi awareness and motivation through PP workshops, etc., is more ef ective (See URC study of wor %dl op for more lessons.) 

2. Formation of* WSGs has empowered women and this has increased receptivity to 
service and behavioral change 

3. Effective coordination with GOB has resulted in increased EPI coverage with a 
downward trend in deaths fiom immunizable diseases. 

4. SC PVO activities in con'unction with CS activities (EC) appropriate logistic s u w  
have served to strengthen the G B FP activities with a resulting increase in CPR and deche 
in the TFR. 

d 
5. Population registration and socioeconomic classification of the households followed by 
appropriate targeting activities has improved program. 

6. BFO staff should carefully evaluate the impact of their nutrition and growth monitoring 
interventions to assess their impact on the growth and s d v a l  of malnourished children: 
findings from such evaluations can inform the development of nutrition interventions 
undertaken as part of the P xld Bank's nutrition project. 



7. BFO staff need to follow the trained TBAs to ensure change in "harmful" practices. 

1. Phaseovcr plans should includc GOB personnel as part of sustainability strategy 
developed at the beginning of the pr:bject. 

2. Project achievements should be reported to MOH at the national level. 

D. Community JParticipatlon. 

1. The community participation effects of CS IV cannot be separated from those of other 
SC development actiwtim. 

2. An integrated appach enhances commurfity support and participation. 

3. SCICS responsiveness to national calamities and disasters had increased community 
response. 

4. Communities participate in activities that are responsive to their felt needs. 

5. Build on WSGs capability and capacity as the basic unit of "empowerment" for poor 
rural women. 

6. Women's Savings Groups appeal to the economic interest of poor families, thereby 
making it easier, more possible for "C" and "Dm catego women in these villages to 
participate in group actwities (including SC CS activities 7 outside their homes. 

7. Actual increase in income through WSG increases participation of women in family 
decision making and increasing crcdibihty of the program. 

8. A more rigorous anthropological investigation is needed of the current women's savings 
groups strategy to determine those aspects of the approach creatiq empowerment and financial 
security. 

1. Absolute poverty at both the community and governmeart levels imposes the greatest 
constraint to sustaining project activities as they have occurred previously. 

2. Save the Children should sy!~tematicall explore the availability of resources (both 
govmment and non-government) to sustain C! S interventions within its impact area after the 
end of the CS project. Ideal1 , this type of exploration should begin at the start of the project: 
negotiation of a formal or in 1 olmat agreement with government at the start of a pro'ect that a 
basic level of services will be rovided will facilitate sustainability as well as trans er of skills B between Save the Children an government staff. 

$ 

3. Linkages should be established with service providers (government and non- 
government) from the outset of a project. 
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SUSTAINABILITY Q?.JESTION AND ISSUES TO BE ADDRESSER BY TPIE PVO 
CHILD SURVIVAL PROJECT FINAL EVALUATION TEAM 

A.1. At what polnt doeg A.I.D. finding for child sumivd prdect activltfes end? 

Accarding to the original CS N proposal submitted to USAID, it was ex ted that aU 
project activities would be completed by August 31, 1992. Because of u n a v o i s  
circumstancss - delays in praject start up, political upheavals, both internal & external, 
cyclones and flooding, etc. - as well as changes in focus and shatcgies, SCIB requested in 
April 1992 a one ear no-csst extensi~n in order to continue CS acbvitiw until August 1993. 
In the meantime, g owever, SCIB was awarded a CS Vnl[ grant to continue its CS activities in 
certain impact arcas, while phasing down activities in other areas. 

As the CS IV funding comes to an end, the project has achieved "remarkable success 1n 
reaching its stated objectives," a3 reported in the JWIE, as well as in the view of the SCIB statf 
who have managed and carried out the activities. In addition, the following features of a new 
SC/B/CS approach are worthy of note: 

- SC/B bars already developed and is well under way in the process of implementing a 
new strategy for its program operation directed towards more sustainable: development 
rather than concentrating on meeting short tern output oriented objectives. The salient 
features of the new strategy include: 

- women's empowerment, depending on involvement of members of the 
Women's Savmgs Groups, 

- shifting from paid community worker-based implementation to volunteer-based 
implementation, 

- emphasizing broad-based wider coverage interventions, rather than intensive 
small scale interventions, 

- adopting a two-tiad approach in implementation rather than one tiered direct 
implementation. 

- The ortankation has shifted its basis for community institutional development fiom 
commumty village health committees (VHCs) to women's savings groups (WSGs). 

- The organization is currently phasing out of two of its four impact areas (Ghior and 
Minapur), mahtainin operations in another (Rangunia) and expanding activities in the 
poorest and most disa tf vantaged 811% (Nasha ar). Expansion in this area will continue 
to the Thana level for greater potential for co ration with government and for 
repliability . I h i O  

- The community level workers who worked hard to achieve the original CS IV output 
objectives are demoraked and are maintaining less aiscipline as they see the program 
and their positions coming to an end. 



A.2 At what polnt does the organbation plan to cease child mrvival orctlvltles? 

SCIB, according to its new strategic plan, expects to cease CS project activities once it 
has established and managed to sljstain a minimum package of CS activities through the 
following strategies: 

- Women Savings Group (WSG) leaders are to be extensively trainad so that the are 

members and their neighbors. 
b competent and able to promote and reinforce child protective behaviors among t e 

- Women's avin s roups and villape health volunteers are to be linked with the 
existing a d  avd f ab f e service facilihes (GOBINGO) for services like EPI, MCH, 
Vitamin A Capsule distribution, and primary health care. 

- The villqe level health workers are linked with the OOB b being selected as f" volunteers m the new Health Volunteer Program initiative o the GOB. 

- The trained village health volunteers will be provided with income encrating 
activities to encourage them to remain in the communi This way ey will continue 
to influence thc community to adopt child protective be la viors. 

It, 

- Through these GOB and NGO activities, key child survival interventions will be 
adequately addressed in the remaining SCIB project area. 

A.3 How have mqjor project responsibilities and control been phased over to local 
institutions? If this has not been done, what are the plan and schedule? 

The main local institutions targeted for phasing over activities include WSGs, Village 
Development Committees (VDCs), NGO and GOB health and family planning infrastructure. 

- The VDC and WSG approach is aimed at inv01ving the community in order to 
address effective interventions and sustainability. SCIB has implemented various 
income generating activities through these community groups. 

- Frequent discussions, formal meetings and workshops have been held with group 
members, community leaders, and other members of the community. During these 
processes, the population has been oriented regarding phaseover issues. 

- Workshops have been conducted involving the local GOB & NO0 service provider 
to ether wth the community in order to establish a linkage between t h e  two grou s. 
It!& been possible, for example, to hand over the health centre established by SC B in 
Mirzapur to GOB staff to contmue PHC activities. 

P 

B. EstimPted Recurrent Costs and Projected Revenues. 

B.1 Identify the key Child Survival Activities that project management perceives as 
most effective and would like to see sustained. 

- The CS activities undertaken in CS IV are: EPI, ORT, Nutrition, GM, VAC, 
Deworming , FP, MCH (PNC, ANC, Breast feeding, mother's training family 
counselling), social mobilization and community participation. 



- All the CS activities undertaken so far were relevant for the community. The key 
child survival activities the project management perceives as most effcctrvt and would 
like to see sustained are: EPI, ORT, Nutrition, FP, MCH, and Social Mobilization and 
Community Participation. 

- However, based on SC levels of achievement and past experience, as we11 as 
increased availability of GOB scrviCCSIsup@x in the project areas, the project 
management thinks that the future emphasis on various CS components should v 
Expected emphasis by CS components and lessons thucby an shown in Table Bq?Ii. 

Table B.1.1 Expected Emphasis by CS ~om~onents  
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B.2 What expenditures will continue to be needed (i.e. recurrent costs) if these key 
child survival activities are to continue for at least there yeam after child survival 
funding ends? 

As already mentioned in B. 1, of the six major CS componenG in CS IV, the program 
managers believe that equal emphasis should continue to be given to three, namely social 
mobilization and community 'cipation, MCH, and FP. For the reasons given in Table 
B, 1.1 reduced emphasis sho uF= d be given to the EPI, ORT, and the growth monitoring part of 
nutrition WAC and dewonning would remain about the same). Thus, as shown in Table 



B.2.1, in order to continue the key child survival activities BFO needs 67.05 percent of the 
previous budgeted amount. 

Table B.2.2 sets forth the amount of recurrent costs required for the next three years 
based on the following assumptions: (a) that thcre would be no need for cotnsultants and 
evaluation during the period, eliminating those costs and reducing travel accordingly, and @) 
that the cost apportionment exercise done in Table B.2.1 is valid and the line items of 
recumnt costs will follow the previous pattern except for consultantdevaluation. The total 
projected requirement for the recurrent costs for the next three em is US $198,495. This 
amount broken down by key CS components would be: US $ 7  8 ,162 for MCH, US $47,935 
for nutritionIVAC, US $29,636 for social mobilization and community participation, US $ 
28,436 for ERI, US $8,950 for FP and US $4,376 for ORT. 

Table: B.2. Cost apportionment by CS activities 

C o m p o ~ l ~ ~ t  of ShPrs of total Sham rAcr In relation to the Sham of che Shro of the total 
CS cost hgragoting for prsviow load for previous total fuhus met 

(96) item 6 the wmpondat cost 

25 24.3 40 9.72 14.5 
(96) 

1. EPI 

2. ORT 

5. MCH (PNC, 
ANC, Brarst 
foeding, TBA 
training. 
mother'r tnining 

counrallinP) 

6. Social 
mobiliution lad 
community 
participation 1 

Item 1 through 5 involver oxpc~lser on account of itsm 6. Thus, r &g exmire WM &me, with 5 u tho 
highest -re and 1 the lowest. According to the beut judgemonte the rseulta of rcoring WM: highset (5) for 
MCH, followod by Nutrition (4), FP(3), ORT(2), md EPI(1). B d  on thew worn v d w  componmtr rhua 
rtter dsoegregatiag for item 6 WM dmatcd. Cost lords by CS componcatr have kwm srtimrted hred on the 
best judgement on the expected reldvo emphis oa account of the d individual CS activitiu. 



Table B.2.2 Prqjected recurrent expenditure needed to continue the Chlld Survival 
activities during the next three years (19941996) by key activities. (US$) 

Line Item 

Key CS Stan 
Activities sm Travel ODC Supplies Total 

ORT 2,942.44 287.08 542.43 603.84 4,375.2) 

Social 19,928.33 1,944.32 3,673.74 4,089.64 29,636.03 
Mobi1.t 
Comm. Part. 

Total 133,747.22 13,049.08 24,656.00 27,042.53 198,494.83 

B.3 What is the total amount of money in US dollars the project calculates will be 
needed each year to sustain the midmum of project benefits for three years a!br CS 
funding ends? 

As already mentioned, the amount needed to cover the recurrent expenses 
during the thm rears a k r  the CS funding ends, would be USS232,603. This 
assumes that project activities including monitoring and evaluation systems remain at 
c u m t  levels. However the annual amount needed would vary between US $70,224 
for each of first two years, and US $92,147 for the Mird ear. The need for a larger 
amount in the third year is due to two factors, me ly :  (a ! the necessary severance 
payments for field staff at the end of the third year, and (b) the need to cover costs of 
consultancy and evaluatims in the third year. The yearly breakdown of projected costsl 
by h e  items is shown in Table B.3.1. 



Table B.3.1: Projected recurrent expenditure by year and h e  Items 
WSSI 

Line Items Year 1 Year 2 Year 3 Total 

Travel 4,349.25 4,349.25 4,350.10 13,049.07 

QDC 8,217.85 8,217.85 8,217.85 24,656.01 

Supplies 9,014.18 9,014.18 9,014.18 27,042.54 

Total 63,042.92 63,042.92 72,406.07 198,494.84 

B.4 Are these costs reasonable given the environment in which the project operates? 
( e m l a  local capacity to absorb csst per beneficiary). 

The target area of CS project is rural and disadvanta ed in terms of social, economic, 
and environmental considerattons. More than 50 percent o ? the households are absolutely 
landless, 70 percent of the women illiterate, 90 percent of children are malnourished. 
Moreover, natural calamities (e.g . flood, crop failure) are frequent, and people are fatalistic. 
The economic situation of the landless, and marginal fanners means that then ability to pay for 
preventive health care services is extremel limited. Moreover, preventive health care services 
are still not a perceived need for most of ti! em. Thus, in this context, the presence of GOB 
health care services is a neces precondition if the minimum needs of the community for 
preventive health services are =T to e met. 

However, the GOB funds available for health care and for family planning, arc 
dependent on donor funding sources. Annual per capita health expenditure from GOB sources 
is only US $8. Studies show that the benefits of GOB health expcnsesprue more to the large 
land holding households than to the landless and near landless families . 

Thus, given the very limited capacity of the great majority of the rural population to 
pay for services, as well as the inquitable distribution of the benefits of the GOB'S 
expenditures, the annual projected cost of approximately US $70,000 would amount to less 
than US $1 per capita, assuming a population coverage of 75,000, which should be considered 
as reasonable. 

B.5 What are the projected revenues in US dollars that appear likely to fund some 
child survival activities for at lest  three years afker AID CS funding ends? 

Community's capacity to pay for child s d v a l  activities, as discussed in B.4, is 
extreme1 limited. However, with the increased awareness and internalization of the benefits 
of the C H activities, the beneficiaries would most likely be willing to y some fas for 
services, lowcost essential medicines, as well as undertake the cost o P" travel to the d c c  
delivery points. The indications of these may be found in the i d  studies that w e n  
commissioned as part of the final evaluation - the study of h e r ! =  th care utilization, and the 

World Bank (1990): Bangladeah - poverty and public oxp(0dilM.. An evduation of the impact 
o f  dected gav-t prognms. 



study of the impact of workshops -- which show that about 60 percent of the mothers do not 
depend on the rovider's initiabve to treat diarrhoea and use oral solutions, and more tIm a 
fourth do not c f  epend on the provider's initiatives for immunization and pregnancy check-ups. 

Thus it 
s that significant proportions of mothers use their own initiative to get the 

services. us, the transition from provider-driven to selfdriven initiatives in the utilization 
of preventive health care services is taking place in the community. This reflects the 
behavioral changes required for sustainabhty which of course are the ,result of a long-term 
process. However, as noted in B.4, the amount that might actually be paid for these yrvices 
is extremely limited. 

At the present rate of cost rccovery (whicl; rni$ht improve as the d c @ n  of felt need in 
the mulation increases or if there are improvements m the economic conditions of the 
majonty of the population) the projected revenue for the next 3 yean would 9 US $31,514, 
LC., 13.5 percent of the total recurrent cost ro'ectgd for the next three years . This projected 
revenue is based on &mates of the value o!&r contributed by the communi (85 percent P of the total) and sums actually paid for the purchase of medicines and scrvicw ( 5 percent of 
the total). One of the major findings from the past experience of community contributions in 
the CS project areas is that the community is relatively much more willing to contribute their 
timellabor than they are able to pay cash for services. Thus, in order to enhance the degree of 
community participation and attain a higher degree of financial sustainability the CS program 
managers should pay more attention to encouraging the community to provide as much labor 
as possible. 

B.6 Identify costs which are not Ukely to be sustainable. 

Costs which are not likely to be sustainable include the following items: salaries and 
benefits of the staff, consultants, evaluation, travel and per diem, other direct costs, and 
equipments. At lease a part of the costs related to the supplies and services may be recovered. 

B.7 Am there any lessom to be learned from this projection of costs md revenues that 
might be applicable to other child survival projects, or to AID'S support of those project? 

The lesson learned rtaining to the projection of costs and menues that might be 
applicable and useful to o ti= er child survival projects are as follows: 

- Similar projects should have all relevant documents in place before attempting 
projection exercises. For example, well defined per unit cost of various CS activities 
as well as by budget line-items. Where costs are different from place to place, 
estimates should also be prepared for different project locations. 

- Information on revenues should be documented by time, sources, typa and locations. 

- Protection exercises should begin well ahead of the start of the FET. 

- With regard to the possibilities of revenue generation and cost recovery, the all- 
pervasive poverty in Bangladesh means that them is little l ikcl ihd of self-sufficiency 
m the reasonably near future, but the fact that Bangladeshis are better able more 
willing to contribute their labor than cash probably has implications for programs in 
other parts of Bangladesh, as well as other countries. 

Calculated bucd m ewtima@ provided in Table B.2.2 md E.7.1. 



C. SustainabWty Plan: 

C.l Please identiljy number and position of project staff interviewed, and hdicate the 
extent of their involvement in project design, implementation andlor 
monito~evduation. 

1 Mr. Kolimullah Koli, IA Manager 
2 Mr. Nurul Amin, Medical Assistant (CHO-PHC) 
3 Mrs. Gita Pal, CDO 
4 Ma. Salam, CDC 
5 Mrs. Rowshan Am Begum, Medical Assistant (CHGMCH) 

C.2 Briefly describe the project's plan for sustainability as ldd out in the DIP, or 
other relevant A.I.D. reports. 

The dements of the sustainability plan described in the DIP including the following: 

- Foster community ownership and support by involving community committe!ea in all 
stages and aspects of project mplementation. 

- Building institutions through which demand for services can be expressed and 
initiatives undertaken to respond to those demands. 

- Identify and utilize the resources that are available in the area to complement SC's 
program. 

- Assist communities themselves to develop economic resources to pay for the s e ~ c e s .  
SC together with the community will explore the following income generating (IG) 
schemes for covering recurrent project costs: 

- Community owned IG projects, projects from which are designated to help 
finance the PHC program, agriculture project, grain storage projects. - Fee for services at PHC centres - Assumption of portion of PHC program cost h m  the community 
development fund (VDF) - Tube well project for landless committern to enable them to pay for health 
services. - Small loan for poor families to booster individual pay ability for health, 
- WSG's IG projects etc. 

- Cost reduction through: 

- Extensive training of families to adopt child protective behavior at their own 
initiative & not depending on paid workers. - Linka~e with existing resourcedseryice providm - Experimenting with using volunteers in the extended areas. - Strengthening program managers skills. 

At the time of the no cost extension proposal, several other elements that are intended 
to contribute to sustainability were added: 



- WSQ leaders will be extensivcl trained as trainers of child protective behaviors and 0 will be linked with the existing OBINOO services facilities. 

- Phasing over of implementation responsibilities to OOB system. 

- IO grant ld CHWs to retain them in the community with their expertise to be 
available in the community. 

- Study to document lessans for development of effective interventions. 

C.3 Describe what sustainability-promoting activities were actually carried out by the 
PVO over the Wetime of the prqject. 

Sustainability promoting activities d e d  out over the lifetime are as follows: 

- 18 community committees and 381 WSGs were involved in all the stages and aspects 
of the project implementation from planning to evaluation of the project activities. 

- Linkages were established with the following institutions: 

- GOB: for EPI, FP, & health care services in all areas. 

- Kumudini Hospital: for TBA training, MCH Care in Mirzapur ma. 

- Chandraghona Mission Hospital: for Clinical FP, referral and assistance in 
EPI Services in Rangunia. 

- TBA training institutdDirectorate W B :  for TOT of CHO(MCW). 

- UNICEF. for material assistance in water and sanitation program. 

- Other NGOs like NIPORT,GTZ,~,VIESS,BRAC,ICDDR(B), 
BPHC,WIF,JH?.J: and others for technical assistance, material support and 
sharing of ideas, experiences etc. 

- The following IG activities were explored to develop cost sharing mechanisms: 

- community aquaculture project 

- community grain storage projects 

- developing community development fund (VDF) 

- p u p  & individual IG projects and activities lilre, irrigation schemes, mall 
trades, food processing, poultry and livestock, share cfopping and land 
mortgage etc. 

- development of Medit program through WSGs. 

- changing fees for curative services, MCH services and contraceptives etc. 

- The cost reducing endeavors included: 



- extensive family and group level training on child protective behavior to create 
demands and competence. 

- ta ing available resources and utilizing existing service facilities as mentioned I? ear er, 

- experimenting with volunteers. 

- training WSG leaders on TOT for child survival behaviors and building the 
linkage with the existing service facilities. 

- phasing over to GOB system certain CS activities. 

- Trainin of village practitioners on protective health care and improvement of the f quality o their curatwe services. Members of this group are the most utilized health 
care poviders in the community. 

- Advocating for the inclusion of CHWs as CHVs (Community Health Volunteers) 
under the GOB new CHV initiative. 

- Spxial studies were commissioned to gain insight for future (development) of a 
suststinable program strategy development. 

C.4 Indicate which aspects of the sustainability plan the WO implemented 
satisfactorily, and which steps were never initiated. Identify any activities which were 
unplanned, but formed an important aspect of the PVOs sustainability effort. 

- li)eveloping awareness among the community and WSGs (Ret URC studies) 

- Taping available resources and establishing linkages with the local GOB & NGO 
servlce providers. 

- Some individual and group income generating activities. 

- Fee for b c e  for curative care 

- Developin$ local staff and strengthening program implementors W s  of 
implementatm. 

Still to be Implemented: 

IG grantnoan to CHWs to retain them in the community. 

Uaplanned activities undertaken: 

- Commissioning special studies to assess the sustainability effort. 

- T&g of village practitioners on protective health care and improving the quality of 
their services. 

- Advocating the inclusion of CHWs as CHVs under the GOB'S CHV initiative. 



C.S Did any counterpart institutions WOII, development aencies, local N o s ,  etc .), 
during the desl n of the project (proposal or DIP'), make a f¶nancial commitment to 
sustain project t enellts? If so, have these commitments been kept? 

- The relevant OOB and NO0 institutions committed to provide: 

- Materials for training and social mobilization, referral services, 

- Limited logistic support and technical assistance. This did not involve any form of 
cash flow. 

C.6 What are the reasons given for the success or failure of the counterpart 
fnstitutions to keep their commitment? 

The reasons for success include: 

- SCs activities complement GOB and NGO program activities 

- Linkage was established between SC and counterparts 

- Commitment and motivation of SC staff 

Reasons for failure included: 

- Lack of GOB infrastructure in certain project impact areas 

- Intemption in timely and appropriate logistic support 

- Innpact area population -resents only 0.07% of the population of Bangladesh and is 
too small to attract substanual GOB interest. 

Dw Monitoring and evaluation of sustainability: 

D.1 List the indicators the project has used to track any achievements in sustainability 
outputs and/or outcomes. 

The projected has used the following indicators to track any achievement towards 
sustainability : 

i) Fostering of community ownenhip and support: - No. of community committees - community contnbution/donation 

5) . Building institutiom: - No. of WSGs - No. of WSG leaders trained as trainers - % of households covered in WSGs - No. of health centres handed over to GOB and NGOs - No. of TBAs and village doctors trained 



iii) Utilization of existing services: - % of children and women aged 15-45 yrs immamnizad. - 96 of regnancies had AN% & PNC. K - % of Cs using con - % of children aged 6m 7 yrs. * ~ v i n g  VAC regularly. 

iv) Protective and promotive health behaviors: - % of Dimhoed Diseases treated appropriately with ORT - % of children under 5 mos. who were cxclusivcly breast fed. 
- % of children (4-6 Months) receiving appropriate supplementation. - % of children under 2 yrs who are breast fad. - 96 of pregnant and lactating mothers who are taking more f d  then usual. 

v) Cost recovery and redudion: - % of costsl m v d  (Fees, IG) 
- # of active I 8  loandprojecb. 

D.2 Do these indicators show any accomplisbmcnts in sustahbility? 

In general, where project input has been withdrawn or significanq decreased, the 
indicators show that both the quali and quantity of child protective serv~ce delivery and 
utilization and the coverage level o 7 various activities have not been well sustained. The level 
of knowledge and positive attitudes have increased, however, and remain reasonably high, but 
the practice level is not consistently maintained, Cost recove cad sharing by the community 
through endowment fund does not seem to work. Broad-b a!J' community institutions an not 
effecbvely sustained when project input is withdrawn. WSGs are more interested in economic 
development. Communities seem not to give a high priority to actin on their own initiative in 
the health care area. Individual IGs targeted for poor seem to be u more for food and other 
priority sectors than protective health care. 

f 
D.3 What qualitative data does the PVO have indicating a change in the sustdmbility 
potential uf project benefits? 

The special studies commissioned by SC and conducted by URC(B) as well as the final 
K&P survey give qualitative data on the potential of the project's sustainability status. 

D.4 Identify in-country agencies who worked with the WO on the design, 
implementation, or analysis of the midterm evaluation and this final evaluation. 

People affliated with the following in-country agencies were involved in the & 
FE: 

Midterm Evaluation 

1. National N~~trition Council 
2. Rad& m e n  (Swedish Save the Children) 
3. ICDDR(B) 
4. University of Dhaka (INFS) 

Final Evaluation 

1. John Snow Inc. (JSI) 
2. GWNIPF'ORT 
3. UNICEF 



D.5 Dld the PVO recelve feedback on the recommendations regarding sustalnabWty 
made by the tecbnlcal reviewers of the proposal and DIP? Did the W O  carry out those 
recommendatlons? If not, why not? 

Recommendation by I technical reviewers 
I A G ~  by the 

Proposal: 
* WSG & Community 
participation encouraged 

* emphasis was given at 
every sts-e of project 
implementation 

DIP 
* Ideas good but activities 
phased, H4-H6 should be 
m target formulation and 
work plan (Format F). 

* Most of the activities 
(H4-H6) were ongoing in 
nature, format doesn't 
contain the line items 
relevant to the work. 

* Sustained intervention 
reinforcement is needed for 
continuation of behavior. 

* The project emphasized 
continuation of the 
reinforcement mechanism by 
providing IGA or including 
them as GOBS CHV 
initiative program 

* Strong HIS of BFO to 
investigate the question 
of sustainability 
of health behavioral 
changes. 

* Not only HIS but also 
special studies have 
been commissioned 
to investigate the health 
behavioral changes. 

D.6 Did the WO carry out the recommendations regardhg sustainability of the 
midterm evaluation team? If not, why not? 

Recommendations on Sustainability by MTET 1990 

Recommended Achieved 

Develop a plan and strateg J for J - d h !  Discussion, meetings and format workshop 
MOH and donors to visit e 01 impact areas have been organized with the GOB . to observe the im lementation of CS activities: authorities. In this context the higher GOB 
other NGOs sho d also be encouraged to seek authorities visited the old area (A4impu.r) 
opportunities. 

J 
& took much interest in making the SCs 
primary health care centre into a GOB 
subcentre. 



Develop st systematic program for increasing 
linh e with countcrparts at all levels where 
possi 6 le. 

Develop a g sal for USAID & other donors 
far a "set-a-si "8" e" fund which will be ustd for 
staff development, c.g. training, loan project, 
capital investment or grants. 

In order to support health education messages 
for WSOs a series of contest among village 
WSOs could be promoted. the "Theme" of the 
contest could be the best health education 
message on different health behaviors. The 
WSO could be challenged to develop role play, 
dance, skit, song or dance which are the 
desired behavior KAP. 

Need to focus on phaseover by the village staff 
& field staff: Facditation of their progress 
could be done by seong linkage with GOB and 
NGOs at local level and thereb identifying the r local counterparts. The skill o l o d  
counterparts can be strengthened by providing 
training. 

Village doctors may provide sustainable service 
delivery. 

Facilitating the VDCs to gain NGO status and 
this will be an important component of 
phascovcr. SC should play a supervisor role 
during implementation through the last stage of 
phaseover. 

Expand training for WSG in record keeping, 
investment and income generating actinties. 

M e w  the present objectives & appropriate 
targets for each inte~ention. Rmew and 
develop HIS as part of new village strategy. 
Careful attention should be given on overall 
health of children for all s o c i ~ ~ ~ ~ n o m i c  
PUPS* 

Throu h the above meetings worhh s and t 7' throug regular mcetin~s with the Un on 
level, Thana level & District level linkages 
wcrc maintained to enhance the transitlo!,. 
of activities from the project to counter part 
hstitutions. 

Proposal for loan project included under 
no-cost extension of the CS4 project: 

Throu h thc partidpato tmhhg k 
works f ops wth the ws 8 s the health 
education mes e in local terms and Y effective ways o dissemination were used+ 

Series of f o r d  & non-forrnal meetings 
and discussion were carried out on the 
phaseover process. 

Training rovided to village doctors to 
increase $ eir skill in the related field. 

Depending on the capacity of tht different 
committees the phascoyer is under 
consideration. 

'Ilraining sessions organized. 

This has bem @onsidered and included in 
the new program strategy that the PVO is 
following. 

E. Community Participation: 

E.1 PIease identify community leaders Interviewed and indicate which group the 
represent. 



YQcmm 
1 Hoagie Ahad Ali, Chairman 
2 Mr. Akkas Ali Mollah 
3 Mr. Ayub Ali Mollah (landless sector member) 
4 Ms. Falumia 
5 Mr. Shahnewaz, Headmaster, Private School 
6 Mr. Haldm, Youth sector member 
7 Ms. Tahera, Women's sector member 
8 Ms. Sufia, Women's sector member 
9 Shirajul Hoque Munshi, Vice Chairman (Affri~ultuanl sector member) 

liYYmM 
1 Mr. Morshed KamJ 
2 Mr. Pantash Core 
3 Ms. Amcna B e p m  
4 Ms. Sarna Ram Sarkar 

lYsGmIm* 
1 Ms. Anwara Benum. Chairman & WSG leader 
2 Ms. Halima Be&m,'~aira group member 
3 Mr. Toa Chan, Vice Chakman of Paira group 
4 Mr. Safar Chan, Champ group member 
5 Mr. Far Chan, Dalim group member 
6 Ms. Kamala Kani, F u l d a  grou member g 7 Ms. Arak Chan, Th group mem er 

E.2 Which child survival activities do community leaders perceive as being effective at 
meeting current health needs? 

Primary curative servicm, MCH s e ~ c e s  & EPI services. 

E.3 What activities did the W O  carry out to enable the commudtles to better meet 
their basic needs and increase their ability to sustain effecthe child survival project 
activities? 

The roject provided training and knowledge to the community to better understand the 
need for c I3 ' d protective behavior. They were linked with exist@ health care providers. In 
this way there IS creation of demand in the community which motivates them to seek services, 
This was accomplished through the following: 

WSGs : The women savings group leaders and members are trained in preventive and 

1 romotive health behavior. The purpose is to develop them as a substitute for the community 
ealth worker. The women savings group wen stren thened as an institution so that they can 

undertake and help in continuing the CS activities wiL the community as the agency leaves. 

VM: Approach: In order to foster community support and to work with the community 
SC(US) organi7A village developnt comrmaees. nKse committees participate in setting 
priorities, m planning and in the implementation of the activities. 

Community Workem: The community workers ue provided with training on child protective 
behaviors. They are also trained on linkage building with the GOB and other existing service 



providers or NGOs within the area. The communi workers will know where to go for T scrvim anu tiley will u t i b  the wvices at times o need. 

F a d y  Tdning: Training in child protective behaviors is provided at the family level. 'I'his 
included training in the administration of ORT, immunization, MCH and family plamii, 
nutrition and vitamin A, use of table water and sanitation; it is assumed hat once farmlies 
pn trained, they will retain the Cowl~d~e.  

T d n h g  of the TBAg and viUa le doctor: The TBAs and the vi!'h #e doctors are trained and 
secure sustainab 1 c twvice delivery. The TBAs wit fi their improved knowledge 

delivery methods. Moreover they will rdblc to motivate the 
care when needed and will motivate them to ampt r c f d  in case of 

difficulty. 

They arc also trained to use the linkages with GOB and other health care X C S O ~ ~ ~ ~ S  
within the area. Moreover good linkage and rapport with all local h d t h  institutions will help 
sustain utivities in the area. 

The roject established and maintained linkage and rapport wj.th the GOB institutions. 
During the i? fe of the project moetings and workshops were orgadzed to clicit the participation 
of GOB health authonties and community leaders. The GOB health authoritica were requested 
by the community to c m t e  and continue the child survival activities within the area as the 
project ends. The GLB consented to this. The GOB officials visited the operational sites 
(PHC) and expressed their interest and willingness to take over some of the essential services. 

E.4 How did communities participate in the design, implementation and/or evaluation 
of shild survival activities? 

The Villa e Dwelopment Committees participated in prioritizing and planning, L selectin? project neficianes, identifying and m o b i i g  resources, bud eting, planning and 

provided. 
t f  project ~mplernentation. Moreover a regular feedback on the impact of le program is 

m e  a g e  development committee members and other committee mearb:$ wwe the 
signatories for approving project proposal and fund utilization. In this way the warmunity and 
community committees w m  involved in all stag- and aspect of the project irnplcmentation 
and management. 

E.3 What is the number of fumtionfng h d t b  committees in the project amat How 
onen has each met dt~ring the past six months? Please comment on whether c o ~ ~  
members seem representative of ?heir communities. 

There are 18 community committets tha? sre involved with health program within the . ject areas. They used to meet once a month or more cften if needed. I.Eowwer, recently SC 
chan ed its P roach frOm a community focussed strategy to a strategy focussed on women 

and chik&en. S& organized 381 WSGs in its project areas and these groups arc t a b 4  
over many of the community health support activities. As a result, the community commrttee 
meetings arc now scheduled as and when needed. On an average each of the= committees met 
four times during the past six months. The committee members were representative of their 
communities except with regard to gender. 



E.6 What are the mast sigdlcant Issues currently being adchased by these health 
@0rnmittee3? 

Currently the problems relatin to phaseover are the most significant issues being 
addressad b the health committees. ough meetings and discussions the committees were r .tS, 
a raised o the importance of havover and of their roles. They were informed that no PP vo untary organizabon can xtn d' er services in any community for an inde!lnite perid. 

During the life of the pra'cct SC along with the community has developed good d linkages and rapport with the G B and NGOs. Thus, as the SC activities are hued out, it is 

t! 
8 expected that because of these linkages and the improved relationshi s with O B, as yell as 

the interest the community, the QOB will provide the essential heal services to the extent 
possible within the misting constraints. 

E.7 What mources has the community contributed that will encourage continuation 
of project activities after donor funding ends? 

The resources contributed by the communities are mostly their time, land and facilities 
for offices, PHC centres, staff housing, etc., as well as some fees for curative services. 
Estimates of the dollar value of these contributions were obtained in the URC,B study of 
health services utilization and are summarized in the table below. 

Table E.7.1 Community contributions by types of colntrilbulion during CS IV period. 

Time 
-Latw 

Value Cash Total 
0Qluslmm a m  

Total: 106459 26627 489;' 31514 

* 1988-89 estimates are not available 

Source: Prepared by FET based on information provided by Finance Chief, IBFO, Dhaka 

E.8 What am the reasons for the success or failure & the rollupittees to contribute 
resources for continuation of effective praject activities? 

Reasons for Success: 

- All sectors of the community are represented on the committees 
. - Cohesiveness among the cammi- members 

- Committee initiative in approaching local elitdinfluentials for mobiliiiing contributions 
such as land, etc. 



- SC strategy of planning interventions that respond to n d s  perceived by ths 
community. 

Reasons for Fodlwre: 

- Committee members are of lower socioeconomic group 87 percent arc from families 
below the poverty level, 

- Overall commitment to preventive and promotive health care is still below the level 
needed to motivate them 60 community action. 

F. Ability and willingness of counterpart institutions to sustdn activities. 

F.1 Please identify persons interviewed and indicate their org8mnhtion and 
relationship to the child survival project. 

1 Dr. Shahidul H ue, 'I'HA, Nasirna ar 
2 Dr. Abdus Sam 3 (MOMCH-FP an Incharge TFPO) 
3 Mr. Zatindra Chandra (ATFPO) 

Ib 
4 A FWV, whose name was not recorded 
5 Manowara Begum, W 
6 Maya Rani, FWA 

F.2 What Mnkages exist between thge child survival project and the activities of key 
health development agencies (local/ mudcipaY district/ provincial/ state level)? Do these 
linhges involve any financial exchange? 

The project activities are linked and coordinated with the available and existing k y  
health development agencies to supplement and/or complement the activities of existing 
services. The project activities are implemented through tapphg all the available resources 
and ate linked with the following agencies: 

- GOB district and thana EPI Dept: GOB provides the vaccines and vaccinator, while the 
project motivates and mobilizes the target group including awareness raising and 
supplementing transportation, syringes and needles etc as per need. 

- Thana level GOB population control and family planning program: GOB provides 
contraceptives; SC: motivates and mobilizes clients. 

- The followita~ GOB and NGO organizations provide ttaining, technical assistance 
and/or matenal support: 

- GOB TBA Training Directorate, 

- GOB Institute of Public Bealth and Nutrition, 

- UNICEF, 

- VHSS, 



- ICDDR(B), 

- Kumudini Hospital, 

- Chandraghona Mission Hospital etc. 

The roject has maintained linkages with the above institutions mainly for mource 
wa midmum fhncda l  exchange. w!m, 

F.3 Wbat uc the key l d   tio om the wo apeds to tllre part in mdabhg  
project activities? 

tho communi p u p s  established by the project, the WSGs and VDCs, the 
of the 8 OB in dl the areas and sther NGOs like Kurnudini Ho ital in 

Chandmghona, Rangunia, am expected €0 t% part in 

F.4 Which child survival project activities do MOH pelsonnel and other stald in key 
local institutions perceive as being effective? 

According to in te~ews,  IU well as reports by staff, the EPI and MCH based FP (Birth 
Spacing) activities are perceived as the most effective. 

F.5 What did the PVQ do to build skills of I d  MOH personnel or staff of key 
counterpart NWs? Did they teach them to train CHWs, or manage child survival 
activities once A.I.D. funding texminates? 

The PVO organized workshops and training sessions for the GOB personnel. The PVO 
also participate in monthly mating at District level and shares experiences and Icssons. 

Moreover the PVO organized training of trainers (TOT) and worksh s M y  
planning training for different levels of workers involved in FP, community%adcrs and 
religious leaders. 

F.6 What Is the current ability of the MOH or other relevant l o d  institutions to 
provide the necessary financial, human, and material resources to sustain effective 
project activities once CS funding ends? 

The GOB is dependent on donor countries and donor agencies for the major part of its 
development program. There is always a budget constraint and it is clear that the nacessary 
costs cannot be covered undu such. 

GOB authorities, however, have committed and exprcssdd their willingness to render 
n the services within the area once the agency leaves. 

The GOB svuciure may not be able to maintain the same level of awe e. Momver, 
the impact am represents only negligible percentage (0.07) of the country pop % tion. 



F.7 Are there any pcqject activities that counterpart organlzatfons perceive as 
eirective? 

Masdve consciousness raising through family level and u training process. EPI, Fti PIP, MCH program activities and the monitoring system, speck y e ability of mobilidng the 
hard to reach firoup are perceived to be effective activiticle. Thc monitoring system developad 
h also appreciated by the counterpart and other institution. 

GJ Attach a pipelfine analy& sf project expenditures 

A cumnt pipeline analysis of yearly expenses can be found on the last page. 

6.2 Compare budget for planned nditum Identifled Ln the DIP with the actual "P; expenditures at the end of the project. ere some categories of expenditures much 
higher or lower than originally planned? 

No variations were found between the total amount budgeted for CS IV and the amount 
expended. However, for all the line items representing the rccumnt costs there was some 
over or underspending during the project penod. 

6 .3  Did the project handle finances in a competent manner? 

Based on our discussions with the fiance chief, and Finance officers, as well as 
analysis of the books of accounts it can be concluded that the project has h d l e d  financial 
matten in a competent manner. Project staff used the flexibihv dowed in the grant 
document in order to respond to emerging needs and project learnings. 

G.4 h the= my lessons to be learned regarding project expenditures that might be 
helpfd to other PVO prqfects, or relevant to AID'S support strategy? 

The lessons leaned regarding project expenditures which might be helpful to other 
PVO project arc: 

- Budgetin exercises should be done more carcfblly. In doing that, two things should 
be consi f ered: calculations of line items in a more detailed and logical fgshion, and 
applying the historical experiences pertaining to the undedover spending line items. 

H. Attempts to increase EfTiciency: 

H.1 What strategies did the PVO implement to mduce costs, increase productivity, or 
make the profect more dicient? 

The PVO implemented the following strategies in attempts to reduce the costs, increase n 

productivity, or make the project more efficient: 



Decreased the number of paid community health workers and introduced the new 
strategy to train and use women's saving8 group leaders as trainers of mothers in child 
protecttve behaviors. 

Used a target group based approach rather than depending on house-to-house visits to 
nach  the target populations. 

Utilized fewer but more high1 skilled development worfrns from outside the 
community to increase the ef ciency in developing and transferriPlg skills to the 
community groups. 

X 
Adopted a role that was complementary to the existing GOB program activities rather 
than a supplementary role. 

Recavered some cost for certain health services. 

Developed and used PMIS for effective planning, implementation and management of 
the program. 

Continued formative supervision training to upgrade skills and efficiency of the staff 
members. 

Maximized utihtion of resources of existing agencies for program services and 
developed long-term linkages with these agencies and institutions. 

What are the reasons for the success or failure of the attempts to reduce cods, 
incl.ease productivity or efficiency of this praject? 

Reasons for the success achieved include: 

g National policies and priorities are addressed. 

- Recognition by the community of the project's importance and contribution. 

g Integrated approach of the PVO. 

- Interpersonal relationship and communication at community and institutional level. 

- Motivatedfcommitted project staff. 

These factors for success have ken xeflected as positive behavioral changes in the 
community and local institutions. 

Reasons for failure: 

Generalized low awareness about health 

I Low soci~d~~nomic condition of the target people. 

Protective and preventive health can is not a cash priority for the community people. 

g Implementor's emphasis was on achievin time bound objectives set at the higher side 
of the scale as well as ensuring quality o 1 the services. 



- Prioritizing hard to reach group by available services. 

- Inadequate govt. infrastructurdservices etc. 

H.3 Are there any lessons to be learned regarding attempts to hcnase efFiciency that 
might be applicable to other PVO chlld survival prqjects or to AD'S support of these 
PW-? 

Sustainabili and efficiency might be contradict ones in a short term project with time ?' bound objectives o providing essential service caverage in an under developed situation. 

L Cost Recovery Attempts: 

1.1 What specific cost recovery m e c h h  did the PVO implement to offet project 
expenditures? If cost recovery nas part of the project, who managed implementation? 

The roject experimented with charging a nominal fee for certain curative services and 
also charg c f  for some items such as contraceptives, medicines, antenatal care, etc. The total 
amount recovered was simplj too negligible to offset project expenditures. In addition the 
PVO also tried to introduce some community level income generating projects that wwe 
intended to produce enough income to cover the cost of the heal care activities. The 
supavisory staff at the field level v e d  the implementation. 

1.2 Estimate the dollar mount of cost recovery obtained during the project. What 
percent af project costs did the revenue cover? Did the cost mcovery mechnnimrs 
generate enough money to justify the effort and funds required to implement the 
mecbisms? . 

The cost recovered, as noted, was ve negligible and the total amount m e r e d  from 

f z the health activities d u ~  the four years of e project was approximately $18,630. That sum 
barely covers 3 percent o the total project costs. The attempted cost racovery through 
charging a fee for services or the cost of materials was carried out during the service delivery 
encounters and did not require much extra effort to implement the mechanism. 

1.3 What effect did any cost recovery activity have on the PVO's reputation in ?be 
community? Did the cost recovery venture result in any inequities in service delivery? 

Charging for services that are not rceivcd as felt needs or as priority health care 

! R activities (i. e., rotective and preventive ealth carr) for the 70 pacent of the population 
living below su sistence level has a negative effect on se&e utdhtion. Community 
residents from higher sociocconornic group can buy the seNices (from anywhere), thus 
resulting in inequities in service utilhtion. 

1.4 What are the reasons for the succem or failurn of the household income generating 
rctivftles of this project? 

No household income-generation activities were implemented under CS4 project. 



I.!; Are them an lessons to be learned regardhg cost mxovlery that mlght be 6 applfcable to other VO U d  survival projects or to AIDtr3 support stmtegy? 

'Phe lessons learned re arding cost recovery that mi ht be applicable to other PVO r$ P child survival projects or to 's support strategy arc as oMows: 

o Cost recovery in CS Projects should not be carried out wfhen they have the effect of 
denial of accw to services by the poor, 

- Before introduction of any cost m v e r y  scheme the ri,cing exercises should be 
carefully done, carefully taking into account the ab' ty of the predominant part of the 
target groups to pay for services. 

d' 
o 'Safety net' should continue in order to provide W:MC~J to those who can not pay for 

the services due to poverty. 

- Cosi :xovery should not be treated as an immediate goal of the program. 

- Sustainability at the initial stage should not be squalcd with the degree of cost recovery. 

- In order to attain a relatively high degree of cost recovery, activities enhancing the 
income generation potentials at the household levels should be promoted. 

J. Household Income Generation: 

Please Note: This is not a part of CS IV project. However, the PVO has initiated a variety of 
income generating activities as part of its regular devdopment program. 
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EXECUTIVE SUMMARY 

In rural Bangladesh, women are traditionally subordinated and disadvantaged. 
However, it is argued that the involvement of rural women in income-generating 
activities alongside functional literacy and the use of primary health cure facilities 
would enthuse certain degree of' economic and social independence among them, 
that would help raise their eonsciousnms, enhance their ability to think, and 
thereby ensure them a greater role in the household decision-making process. 

. Recognizing this fact, Save The Children (USA) i~ implementing an integrated 
community based development program which is focussed on Women's Savings 
Groups as the , key forum for development interventions. The major sectoral 
activities are in primary health care, economic development/sustainable agriculture 
and education. Through Women's Savings Groups (WSGs), Save The Children 
(USA)  brgets poor women, providing training, technical assistance and same 
service delivery to increase their family income, improve health and nutrition, and 
enhance awareness. 

According to recent statistics, SC is currently operating in 10 (ten) unions undcr 
four t hanas (Nasirnagar, Rangunia, Urzapur, and Ghior ) of Bangladesh, covering a 
total population of 76,041. 

OBJECTLVES OF THE STUDY 

The overall objective of the study was to investigate into the motives and factors 
that influence, women's participantion/non-participation in WSGs in the four project 
areas, as well as their (motives' and factors') implications/influences/relationship 
with health a r e  behavior in terms of sustainability. The specific objectives of the 
study were to: (i) identify the characteristics of the respondents (WSG 
participants, dropouts, and never participants) and their husbands, e.g., age, 
number of children. education, occupation. religion, land ownership, adequacy of 
family income. husband's attitude toward wife's involvement in WSGs/income- 
generating activities. family health status, etc; (ii) determine the knowledge of, 
and attitudes toward, e.g., ideal family size, female age at marriage, familis1 
harmony, desire for more children, sex preference for children, felt health needs, 
fwd needs for pregnant and lactating mothers, ages at  which babies should be 
given weaning food/saLid food/green leafy vegetables, etc.; (iii) understsnd the 
behavior and practices of the respondents, e.g., contraceptive behavior, pregnancy 
status, parental vs. husband's status, female education, religiosity, treatment in 
case of diseases. female mobility, role in family decisiowmaking, practice regarding 
TT vaccine and immunization of children, use of ORS, schwling of children, etc;  
(iv) determine the incentives/disincentives (direct or  indirect), which motivate 
women to participate or not to participate in WSGs; (v) assess whether the motives 
and characteristics of WSG participants have any influence (direct/indirect) on 
health care behavior/service utilization, as well as their participation in health . 
care system; and (vi) ascertain the feasibility of attaining sustainable hedth a r e  
goals (behavioral and institutional) through WSG as an institution, considering the 
m t i v u  and characteristics of the WSG members. 

C 



Keeping in view the objectives of the study, it was decided that there wauld be 
three groups of respondents: WSG participants, dropouts, and never participants, 
t4 be selected from the four project areas. 

Regarding tho selection of sample, two dLffercnt strategies were followed: one for 
WSG partkipants, and another for dropouts and never participants. 

First, it was decided that the WSG participants would be selected, using 
proportionate stratified random sampllng procedure to errsure adequate 
representation to the four project areas. In 1990, SC was covering a total 
population of 52,000 of which 44.2 percent, 23.0 percent, 11.5 percent, and 19.2 
percent respectively were from Nasirnagar, Rangunia, Mirzapur, and Ghior (Khuda 
et al., 1990aI.' Using the formula proposed by Fisher et a1.,(1991), the optimum 
sample size for a population of about 1Cl,000 households becomes 278. 
Proportionate distribution of this optimum sample size (278) yielded 123, 70, 32, 
and 53 participants respectively for Nasirnagar, Rangunia, Mirzapur, and Ghior 
Thanas. Using the SC PMIS as the sample frame, the required sample of 
participants was randomly selected from among the WSG participants of the four 
project areas. 

Second, assuming that the diopouts and the never participants each are 
homogeneous populations, a randomly drawn sample of 30 from each of the project 
a r m  for each of the two categories of respondents would be representative of 
their universe. Thus, the sample size for the dropouts and the never participants 
each was 120 (30 randomly selected respondents x ? project areas). While the SC 
PMIS was used as the sample frame for the dropouts, the register maintained at 
the field SC office was u.ied a s  the sample frame for the never participants. 
However, it may be pointed out that the PMIS sample frame for the dropouts 
yielded a total of 25 dropout csses from Ghior impact area, instead of the desired 
minimum of 30 for that area  Thus, the total sample size for the dropout cktegory 
was 115 instead of 120. 

Taking the three categories together, the total number of respondents covered by 
the study was 513. 

FINDINGS AND IMPLICATIONS 

! 
An important methodological point to note is that viewed from socioeconomic 
indicators such as landownership, level of adequacy of income, occupational 
structure, education, and materials used for dwelling units the participants are 
certainly less well of than the other two groups. This implies that while 
comparing the health-related attitude and behavior of these groups, proper 
cautions shall have to be considered. Also, considering the relatively 
aisadvantaged socioeconomic background of the WSG participan ts, alrnos t equal 
degree of the relative value of this group in terns of health-related attitude or  
behavior with the other groups, especidly urith the never participants, should be 
treated as a sign of behavioral progress among the WSG particiasnts. 



in WSO: U R W  i i i  

The WSO participants and the dr~pouts arc: about the same age, and they are 
oldcr than the never participants. The probability of participating in WSOs i3 
higher among the currently married women and women havin~ higher number of 
chiIdren. Socioeconomically disadvantaged group of wonren, i.e., the relatively 1-s 
well-off women are more likely to benefit from participating in WSG. 

The proportion of respondent8 knowledgeable about the special, food requirement 
of the pregnant and the lactating mothers is highest among the participants, while 
it is lowest aamnp the never participants. Compared to the never participants, 
higher proportion of the WSO participants intend to educate their children and 
hold the view that the level of education received by the daughters should be 
higher than that ~f the sons. Son preference is less pronounced among the 
participants than the never participants. Furthermore, compared to the other two 
categories of respondents lowest proportion of the participants expressed desire 
for more children. 

Contraceptive prevalence is highest among the participants and lowest among the 
never participants. Again, among the respondents with 4+ living children, 
contraceptive use is highest among the participants and lowest among the never 
participants. Also, the participants uses 'clinical methods' to a greater extent 
than the others. The proportions of respondents taking TT vaccine themselves as 
well as having their *children immunized are higher among the participants than 
the never participants. The proportions of respondents giving ORS to their 
children during d i a r r h d  episodes as well as seeking medical doctors' advice in 
case of sickness are higher among the participants than either of the dropouts or 
the never participants. The participants have greater role in household decision- 
making and greater mobility than the never participants. 

Taking the knowledge, attitude, and behavior of the respondents into 
consideration, it appears tlist women who have higher number of living children, 
who intend to educate their children, who have lesser desire for additional 
children, who are using contraceptives, who are utilizing health =re facilities, 
who have relatively higher degree of mobility, etc., are more likely to benefit from 
WSG participation. 

The primary consideration for joining the WSGs is economic: accumulatim of 
savings, meeting various household expenses, etc. This implies that most women 
join the WSG with the expectation that they would be able to attain some 
"economic powar", thereby improving their sta:us both within the family and the 
community. 

/ 
The major factor encoura.dng dropping out/discontinuation of membership is 
financial mismanagement of WSGs. This implies that financial management of group 
funds m u s t  be sound; otherwise, group members would droymt. Thus, there is a 
need to ensure sound f ianckl  msnagement of group funds to be not only able to 
minimize dropout but also attract the never participants to join the group. 

The major factor discouraging participation in WSGs is the dislike from 
husbandsh-laws. So, as part of its program, the SC needs to motivate and 
educate the husbands and in-laws of the potential benefits of participating in the 
WSGs. If this is undertake; with all seriousness, it would be possible to overcame 
their dislike and resistance. 



The evidence found in this study indicates that in case the SC decides to phase 
out, it would be difficult on the part of the residents of its catchment areas to be 
able to sustain tbeir health behavior. However, there arc also some positive 
indications. Most of the participants, having recaived . t r d n i ~ p  in health and 
family planning, might be able to sustain some of the h*.ltii care services 
ciirrcntly provided by the SC. Also, a higher proportion of the participants 
compared to the other two groups have contacts with the health and family 
plannmg service providers. The proportion helping others in establishing 
contacts with the hculth service providers is higher among the participants than 
the others. Health-related topics are widely discussed in the WSG meetings, 
thereby helping raise health-related consciousness annng the members. A very 
high proportion of the members also disseminate knowledge acquired in the group 
meetings with the non-members, thereby indicating that they help rdse  health- 
related consciousness in the community in general. 

... 
The comn~unity members, in  general, seek medical advice in times of sickness. The 
proportions seeking such advice as weU as using ORS and deworming medicines 
were higher among the WSG participants, suggesting that in the event of the SC 
withdrawing from the area the WSO participants would be more able than the 
community members to take care at least some of the essential health-related 
needs. However, the degree to wh.ich the WSG participants would be able to take 
care of some af their essential health-related needs i n  the event of the SC 
withdrawing of the area varies by charactcristics of the participants. For' 
example, the proportion steking medical advice w a s  highest among those aged 30- 
39 years, those with no schoolng, and those with no household land ownership. 
Thus, in case the SC decides to withdsnw fmm the area, it should ensure that the 
other participant groups as well as t h e  community in  general are able to take care 
of th&r essential health-related needs; otherwise, at least some of the SC's pas t  
efforts and resources would be considered not to have yielded the desired result. 
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A Knowled l and Practice (K & P) Burvey was carried out in 28 II vilhg88 of 4 mpact aream: Narirnagar Thana of, Brahmanbaria District, 
Ghior Upazila, Hirr;apur Upazila and Rangunia Thana of Chittagong 
Dirtrict of Bangladesh from February lrt to February 18, 1993. The 
survey war achieved through ooopmration between $avo the Childran 
Bangladeah Pield Offica, 8CF/Headquarter8 and Johnr Hopkinr Uniwerrity 
Child Survival Support Program (PVO CSSP). The objectiva of the runtoy 
war to provide a final arresrment on. the h~alth knowledge and 
practice8 of mother8 with childran under two year8 of age. 

A Child Survival (CS) IV project is being implamented by 
SCF/Bangladorh, a PVO with Headquarter. in Weetport/USA. The project 
i8 :receiving US $875,347 in A.I.D. funding from the Buraau for Food 
and Humanitarian Aooistance/Office of Private and Voluntary 
Cooperation (FHA/PVC) to implement CS activities from July, 1988 to 
September, 1993. 

The rtandardized survey questionnaire designed by the Johns 
Hopkins University PVO CSSP was refined by BCF/Bangladerh and 
SCF/Headquarters - it was based on a standardized format which A.I.D. 
ir requiring of all PVO Child Survival projects. The fiald team 
received training in 30 cluster sample surveys facilitated by the PVO 
CSSF Survey Trainer David Newberry and SCF/Headquarters reprerentatiw 
Loren Galvao. The training was conducted 80 that the SCF/Bangladaeh 
r*:aff further sen carry out this type of survey to measure projoct 
progress. The survey was accomplished in eighteen daye (the Child 
8urvival VIII K & P baseline rurvey was conducted simultaneously). 

Major findings included: 75.78 of mothers started breamtfaeding 
during the first eight hours after delivery; exelusive breartteeding 
below 4 months of age was 55.38; 63.21 of the mothers rtarted woaning 
when child was between 4 and 6 months; 46.83 of xnothcrr reported that 
their child had received Vitamin A capsules; 268 of the motherr were 
treating diarrhea with ORS and 46.63 with SSS; 828 of the mothers 
whore child had ALRI in the last 2 weeks sought treatment; the 
Immunization Overall Drop-Out rate [(BCG -Measles)/BCG x 1001 war 
53.388; the contraceptive prevalance rate war 19.33; 75.31 of the 
mothero viritad a haalth facility while pregnant with child; in 78.78 
of deliveriar in thio rample a TBA cut and tied the cord; the 
mamberrhip in Women'r Saving's groups war 18.88 and 27.38 of mother. 
war8 able to read. 



I Bangladorh ir located in Southorn Ania and has a total area of 
B 57,295 sq milos with a population of 116.6 million. Tho par capita 

GNP 58 $200, with birth rato 3' par 1,000 population, population 
onnu81 growth ratn of 2.53 and a total fertility rato of 4.8 per 
woman. Tho infaht mortality rate is 101 and the aontracoptive 
prevalance is 311 (sourcar UNICEF 1993). 

Save The Children Fedoration Bangladorh Fiold Offico (SCFIBFO) 
started to imploment Child Survival pctivities in the middl8 1980'6: 
CSI from 1985 through 1988 and C8 IV from July, 1988 through June, 
1992. A no-aort extonrion for C8 IV war approved by A.X.D. until 
Soptombor, 1993. Tho CS IV implomontation plan includes Nutrition 
(aOt), Immunization (253), Maternal Health (20%), Child Spacing (101) 
and ORT (15%). 

BPO data indicate. that for the "old villa go^^^ in Nasirnagar, th8 
1990 under-5 mortality rate exceeded 150 and tho Infant Mortality Rate 
120. The MotherCaro Study in Nasknagar documented low birth weight, 
prematurity, neonatal infections and obstetric complications to ba 
major cauoos of death among very young infanta. Nationally, 951 of 
delivorios are carriod out at home, in the absence of trained 
personnol (rource: NIPORT, 1989). Excluoive breastfoeding and weaning 
at the correct age are almost nonexistent (unpublirhed study; 
Bangladesh National Broaotfeeding campaiqn). Nationally, 955 o f  the 
population is aware of ORS but only 303 use it. Child and maternal 
malnutrition are widespread. BFO data showo that in CS IV villages of 
Nasirnargar, proportions of malnourished children aged 0-11 months, 
12-23 months and 24-35 months are 521, 883 and 915 respectively. 
Night blindness was reported for 1.563 of the children aged 6 months 
to 6 years old in the Chittagong divioion (source: IPHN/UNICEF, 1989). 
Women's status in these traditional rural societioo io vary low and 
the female literacy rate is about 102 in Nasirnagar (Sourco: 
Bangladesh Government data, 1991). 

The intervention area for CS IV is within four defined impact 
aroas. Tho original population covered wao 47,000 parson6 in 17 
villagas. In 1989 there war an extension into new 10 villages in 
Nasirnagar. Thuo, tho survey covorod a total population of 76,100 in 
27 villager. This oxpansion was in response to the noad to coordinate 
with tho govorment health plan and preexisting services. 

 he area of Nasirnagar differs from the other three impact aroas. 
Nasirnagar has a poorer, more isolated, leas educated population; the 
population density (2701 persons/sq mile) is the highest next to Dhaka 
in Bangladosh. The communic8tions are limitad especially during the 
four months when the annual flooding takes place. The economy ir 
prodominantly based on agriculture. Tho other impact areas, Mirzapur, 
Ghior 8nd Rangunia have an approximate population density of 1800-1900 



parronr per rquare mile, produae 2-3 crop6 par year, have a more 
- - reliablo communication rymtam and other productive opportunitier to 

agriculture. Tha Public Haalth ryrtam and health infrartructura in 

C 
place are also more davalopad in those impact arear than in 
Narixnagar. 

4 

Tha final K & P rurvey war conducted rimultanaourly with the C8 
VIIZ K L P baoalina rurvey and it covered a population of 76,100 
paxronm. Thara ir an ovarlapping area in Narirnagar for C8 ZV and C8 
VIII (population of ~8,977). 

The C81V projoct Ps in tho procarr o f  phare-over until Saptombar, 
1993. Althou h the K & P final rurwy was aonducted new, a form1 P Final Rraluat on will be conductad in July, 1993 to a8merr tha program 
Surtainabilit Stratagy and to oonduct any other rtudier that the 1 SCF/BFO parce ver a8 relevant for a Child Survival Final Evaluation. 

A rtandardized survey was carried out following an agraement 
batwaan SCF and the PVO Child Survival Support Program (CSSP) at John 
Hopkin8 Univerrity. Subsequent arrangements were made by tha projact 
rtaff in collaboration with SCF to bring David Newberry, a rurvay 
trainar from PVO CSSP and Dr. Loren Galvao SCF/Wertport to Bangladeuh 
and train the projact rtaff in carrying out the rurvey. The SCF/BFO 
corm rtaff would be adequately trained to conduct future Rapid K C P 
survayr with a minimum of external assistance. 

The objective of the survey was to provide SCF/BFO with 
knowladge and practice final evaluation information in the project 
impact areas about the following issues: 

* Mothers' knowledge (mothers of children under two) 
regarding: maternal care, child spacing, appropriate weaning 
practicer and nutrition, diarrheal disease control, 
immunizations. 

Mothers' practicas related to the intervention arear 
mentioned above. The murvey also attempts to aoseoo women's 
empowerment by evaluating women's literacy levels, membership in 
Women'r Saving'r groupr and participation in Income Generation 
Activitiae. 

* Immunization card coveraga rate of children (12-23 rmontho) 
with BCG, DPT, OPV, and meaoler vaccine. 

Card coverage rate with Tetanus Toxoid (TT) of motharo of 
childran undar two 



January 31/93 

Fabruary 1/93 

Babruary 1-3 

February 4-6 

February 7-8 

February 9 

February 10 
11 

February 11 

February 14 

Fabruary 15 

February 16 

February 17 

February 18 

Communication and coordination with survoy trainero 
prior to their arrival at project site. 

Dr. Loran Calvao'n arrival 

David Nowberry'. arrival 

Orientation to projact and preliminary training of 
proj~ct coordinatsrs - Core Team formation 
Finalizing the questionnaire - 48 question@ 
Translation of the questionnaire into Bengali 
Iogimtic proparation and preparation of metarialm 
Training Preparation and assignments 

Training of supervisors (4th) 
Training of interviewers and supervisors (5th) 
Field (Pilot) test of the teams & questionnaire 
including a debriefing and hand tabulations (6th) 
final adjustments and reproduced questionnaire 

Data collection (two days) 300 interviews of 48 
questions for CSVIII K & P baseline. 

Team of supervisors and interviewers travel to 
Rangunia, Ghior and Mirzapur impact areas. 

Data collection for CS IV in Nasirnagar, Rangunia, and 
Ghior and Mirzapur. 

Hand tabulation of CS IV data. 

Data entry of CS IV data on GPSS computer software. 

Finalized CS 'VIII Report 

Finalizing data entry and analysis. Started C S N  
raport writing. 

Report Writing 

Feedback of the data to SCF/BFO and finalized CS IT? 
8urv.y draft report 

Faedback by SCF/BFO CS I V  program manager to 
communities surveyed 



Tho rtandardizrd survey questionnaire was designed by CSSP Johno 
Hopkinr with asrirtanca of US and international axperto for tho 
variour intarvantion arear. Frequent dircussionfa wera held with 
BCF/Hoadquartarr, SCP/BFO and CSSP survey trainer to further customize 
and finaliza th@ rtandard quaationnaira according to tho actual C8XV 
and CS VIII project intervantions and the project area. The 
qu~rtiomaira was adminimtarad to motherr ago8 14 to 45 with a child 
of under 24 monthr of age. 

Tho quaationnaire was composed of 48 guortiono. 

Q t  1-2 deal w i t h  damographic data (ago) and Women's Savings Group 
Membership. 

Q# 3-5 collect data regarding mother's occupation and caretakers 

Q# 6-7 collect data on main health problem in the household and health 
care cost for last month in that household. 

QX 8-13 deal with breastfeeding and other nutrition practices 

Q# 14-17 deal with growth monitoring and Vitamin A 

Q# 18-25 deal with diarrheal disease control (practice and knowledge). 

R# 26-29 deal with ARI 

Q# 30-37 child and mother immunization 

Q# 38-46 child spacing and maternal care 

Q I  47-48 mother's literacy 

To assess mWomenls Empowerment1' an attempt was made by asking the 
questions on Women's Savings Groups membership, participation in 
Income Generation Activities and literacy levels. 

Tho questionnaire was first %mitten in English and then 
translated into Bengali, the official lan@age in Bangladooh. A 
translated version was presented to interviewers and supervisor% 
during training. This was further refined for dlarity of the intmnt of 
the questionom 

. 
The sampling methodology followed the 30 cluster sampling 

according the WHO/EPI model. 



For the datamination of tha ramplo sizes, the following formu1,a 
was uaod 

whoro n - tho ramplo siza, z - rtatiatical certainty choran p - 
coverage rata; lava1 of knowlodge, and q = i-p, d m degree of 
pracision, 

Tha ramp10 8iza wam mat up in the following way; thr dograo of 
pracimion (d) was met up at 0.1 and.the p was rot up at 0 . 5 .  Thur, 
tha tarulting minimum mampla mizo was 210, which was incraarad at 300, 

The numbor of clurtorr war 30 with a sample mi20 equal to 1100. 
Thus, for aach cluster ten mothors with children under two yearm of 
ego war. intarviewed. 

The following methodology was used: the sampling interval wao 
calculated by dividing the total population by 30; and using a random 
number as a starting point 30 clusters were chosen. 

The starting point for each cluster was determined in the 
following manner: the center of the villago was located and a random 
direction was selected. The households were counted towards that 
direction and the first household was randomly selected among tham as 
a starting point household. The second and subrequent households ware 
the ones which were nearest to the previous one, following always the 
same direction previously set by the toam. 

Far aach cluster, 10 mothers were interviewed in both 
intervention areas. Due to time constraints, in cases that the mother 
was not available rat the time of the interview another household was 
chosen (the household nearest to the last household). 

The data analysis was porformad in two different ways: by hand 
and by computer. The tabulation by hand was parformad to allow field 
staff to understand completely all!tRe steps of the survey procaus. 
The ume of computer was perfomad for a more refined data analysim. 

/ 
The data entry and analysis war dono by computer using SPSS 

program. Far the data analysis frequencies ware gonaratad and some 
cross tabulation.. BFO project staff will furthar develop other crors 
tabulations. . 



111. TEE BVRflGY 

There were 10 uuparvisors (project officere) and 15 famale 
interviewers (community health workers and studantta), whose training 
hated three day8 (including the pilot teat). The training was 
arrried out in Bengali by the Project Manager, tha Bonior Program 
Offiaor and the Computer Syrtom Manager. 

Tho training included the purpose of tho survey, sampla size, 
Samr~pling methodology, starting point, understanding of tha meaning of 

Oath c f l  astion m d  how to ark each question. Role plays war. u8rd to 
Zanil uize the interviewerr with tha technique to $a used. Each 
interviewer was expectad to role play the entire questionnaixo 3 timer 
and conducted three household interviews each during the field 
exercise. 

The taskm of the superviaorr and interviewara were also outlined. The 
three main tasks of the supervisors were to: 

1. Select the starting point 
2. Observe one interview each day 
3. Check tha questionnaires for accuracy and comgletensss 

and sign each when finished as their approval assuranca 

Finally, the interviewers and supervisors went out into a project 
araa (that had not been selected as one of the 30 clusters) to 
interview 3 mothers for the pilot test. A debriefing session was held 
to deal with any questions that had arisen during the afternoon and to 
re-emphasize important points in preparation for data gathering the 
following day. Staff were available for input throughout the entire 
training process. The debriefing session after the pilot test was 
conducted by the Project Manager, tho Senior Program Officer and 
Computer System Manager. 

The supervisors assured, during the data collection, an 
observation of an interview for each interviswer per day. They 
vorifiod the questionnaire in order to check out its quality. 

Therr were concerns for sensitive quostions contained in the 
questionnaire, namely the maternal care quastfor(8 on birth spacing, 
prenatal care and delivery. For this reason, the surveyors decidad 
only to aeloct female interviowers in order to make mure that the 
mothers intorviawed were comfortable answering the questions thus 
assuring the reliability of the data. The malr supervisors warm asked 
to vithdraw from all interviews just before the interviewer began the . 
sensitive questions on maternal care. The throe female supervisors 
wore urprcted to remain throughout the entire interview. 



Qla.  Dirtribution of Mothare by Age in Year8 

Ago in yaara 
Upto 19 
20 to 24 
25 to 29 
30 to 34 
35 to 39 
40 to 44 

Total 299 100.02 

Mean 25 047 Median 25.000 Mode 22.000 

Qlb. Distribution of Mothers by Mambership in 
Woman Savings Group 

Total 

Membership 
Yen 
No 

42. Distribution of Children by Age in Months 

Number 

142 
154 

Total 300 100.0% 

Hean 8.979 Median . 9.000 Mode 3 000 

Percant 

48.02 
52.05 

Age in months 
Upto 5 
6 to 11 
12 to 17 
18 to 23 

Number 

126 
67 

/ 77 
30 

Percent 

42.02 
22 35 
25.74 
10.04 



Q5. Dimtributlon of Motharm by Care Takor 
While the Mother im Away From Horn. 

(Multiple Answarm Poaribla) 

Mothar taka# ahild with har 
No 
Yaa 
Hurband/partnor 
No 
Yo. 
Oldar children 
No 
Yam 
Othar xelhtives 
No 
Yam 
Naighborr/friends 
No 
Yes 
Ha id 
No 
Yes 
Nursery school 
No 
Yos 
Nevar away from home 
No 

Total YES 



96. Distribution of Hourakoldo Main Waalth Problam 
(Multipla Anawarr Porribla) 

Starpithtory 
No 
Yam 
Pavar, oonvubrion 
No 
Y.. 
Vomiting, diarrhoa 
No 
Ya. 
OB/GYN 
No 
Yam 
Rheumatoid 61 joint problema 
No 
Yee 
Other 
No 
Yes 

Parcant 

Total YES 

Q7. Distribution of Households by Amount Money Spent 
to Treat Xllness in Last Month 

Amount in Taka 
None 
Upto 50 
51 to 100 
101 to 150 
151 to 200 
201 to 300 
301 to SO0 
501 & above 
No r8spana8 

Total 

Number Percent 

Mode .OOQ 



QB. Distribution of Mothers by Breastfeeding Now 

Total 

r 

Breastfeeding now 
Yes 
No 

69.  Distribution of Mothers by Ever Breastfed 

Number 

292 
6 

Total 6 100.0% 

Percent ' - 
98.0% 
2.0% 

Ever breastfed 
Yes 
No Response 

Q10. Distribution of Mothers by When Breastfed 
First Time After Delivery 

First time breastfed 
Within 1 hour after delivery 
Within 1 to 8 hours after delivery 
Within 8 hours to 3 days after delivery 
3 days after delivery 
Can not remember 

Number 

5 
1 

Number 

Percent 

83.33 
16.7 

Percent 

Total 



011. Distribution of Mothers by Giving the Child 

Water or sweetened water 
Yea 
No 
Cow milk, goat milk or formula 
Y e s  
No 
Semisolid foods 
Yea 
No 
Fruits or juices 
Y e s  
No 
Carrot, squash, mango or papaya 
Yes 
No 
Leafy green vegetables 
Yes 
No 
Meat or fish 
Yes 
No 
Lentzls 
Yes 
No 
Eggs 
Yes 
No 

Number Percent 

412. Distribution of Mothers by When Should Start 
Adding Foods to Breastfeeding 

When i 

Batwsen 4 and 6 months 
Earlier than 4 months 
6 months or  l a t e r  
Do not know 

I Number 

Total 300 

Percent 



413. Distribution of Mothers by What Should the Additional 
Foods to Breastfeeding be 
(Multiple Answers Possible) 

- --- - 

Does not know 
No 
Yes 
Gruels/porridge/chatu/rice 
No 
Yes 
Lentils/egg/meat/fish 
No 
Yes 
Fruits/vegetables 
No 
Yes 
Other 
No 
Yes 

Number Percent 

414. Distribution of Children by Ever Weighed 

Ever weighed 
Yes 
No 
'Does not know 

Total 

-- -- -- - - 

Number Percent 

Q15. Distribution of Children by Growth Monitoring Card 

Have growth card 
Yes 
Lost card 
No 

Number IPercent 

Total . 297 100.0% 



422. Distribution of Children by Treatment During Diarrhea 
(Multiple Answers Possible) 

Nothing 
No 
Yes , 

ORS 
No 
Yes 
Sugar-salt solution 
No 
Yes 
Cereal based ORT/barley water 
No 
Yes 
Infusion or other fluids 
No 
Yes 
Anti-diarrhea medicine 
No 
Yes 
Other 
No 
Yes 

Percent 



423.  Distribution of Mothers by Signs/Symptoms would Cause 
to Seek Advice or ~reatment-for Diarrhea of the Child 

(Multiple Answers Possible) 

-- --- 

Does not know 
No 1 

Yes 
Vomiting * 

No 
Yes 
Fever 
No 
Yes 
Dry mouth, sunken eyes 
No 
Yes 
Diarrhea of prolonged duration 
No 
Yes 
Blood in stool 
No 
Yes 
Loss of appetite 
No 
Yes 
Weakness or tiredness 
No 
Yes 
Other 
No 
Yes 

Number Percent 



422. Distribution of Children by Treatment During Diarrhea 
(Multiple Answers Possible) 

Nothing 
No 
Yes 
ORS 
No 
Yes 
Sugar-salt solution 
No 
Y e s  
Cereal based ORTIbarley water 
No 
Y e s  
Infusion or other fluids 
No 
Y e s  
Anti-diarrhea medicine 
No 
Y e s  
Other 
No 
Y e s  

Number Percent 



423. Distribution sf Mothers by Signs/Symptoms would Cause 
t o  Seek Advice or Treatment for Diarrhea of the Child 

(Multiple Answers Possible) 

Does not know 
No 
Yes 
Vomiting 
No 
Yes 
Fever 
No 
Yes 
Dry mouth, sunken eyes 
No 
Yes 
Diarrhea of prolonged duration 
No 
Yes 
Blood in stool 
No 
Yes 
Loss of appetite 
No 
Yes 
Weakness or tiredness 
No 
Yes 
3ther 
No 
Yes 

Number Percent 



.. * 425. Distribution of Mothers by Important Actions Should be Taken 
If the Child is Recovering Diarrhea 

(Multiple Answers Possible) 

Does not know 
No 
Yes 
Give the child smaller more frequent 

feeds 
No 
Yes 
More foods than usual 
No 
Yes 
~ i v e  food with higher caloric content 
No 
Yes 
Other 
No 
Yes 

Number Percent 

426. Distribution of Children by Cough or Difficult Breathing in 
Last Two Weeks 

Cough or difficult breathing 
Yes 
No 

I Number 

Total 297 

Percent 
.- 

28.9% 
70.8% 

100.0% 

istribution Children Rapid Difficult Breathing 

the 

When 

Total 85 100.0% 

Rapid difficult breathing 
Yes 
No 

/Number 

78 
7 

Percent 

91.8% 
8.2% 



431. Distribution of Mothers by Age to Receive Measles Vaccine 

Percent 

Age in months 
Correct 
Incorrect 
Does not know 

432. Distribution of Mothers by Reasons Why Pregnant Women 
Need to be Vaccinated with TT 

Number 

83 
62 
155 

Number 

Reasons 
To protect both mother/newborn 186 
To protect only women 51 
To protect only newborn 10 
Does not know 53 

Total 300 

433. Distribution of Mothers by How Many TT to Receive 
to Protect the Newborn Against Tetanus 

1 Number IPercant 1 
How many 
One 
Two 
More than two 
None 
Does not know 

- 

Total ' 300 100.01 



430. Distribution of Children by Immunization Card 

Number !percent 

Xmmunization Card 
Yes 
Loot kt 
Never had one 

..- 
Total 

435. Distribution of children Immunized by Card 

I I NO I Yes 
month I 

Percent Number Percent I 
1 BCG 

DPTl 
Upto 1 X  
12  to 23 

Measles 
Upto 11 
12 to 23 



Overall Drop Out Rate: 
(BCG - Measles)/ BCG x 100- (118-55) /118  x 1001 53 .385  

DPT Drop Out Rate: 
(DPT1 -DPT3) / DPTl X 1 0 0 ~  (119 - 79)  / l l 9  X l O O a  33 .612  

OPV Drop Out Rate: 
(OPV1 -0PV3)/QPVl x 100- (120- 7 9 ) /  120 x 1001 34.162 

436. Distribution of Mothers by TT Card 

TT card . 
Yes 
Lost it 
No 

437 .  Distribution of Mothers TT Immunization by Card 

1 

Number 

TT record 
One 
Two 
Three 
None 

Percent I 

Total 100 

438. Distribution of Mothers by Pregnant Now 

! 

Pregnant now 
Yes 
No 

> 

 of a 1  300 1 0 0 . 0 t  

Number 

4 
4 

296 

Percent 

1.3% 
98 .75  



.a 
439. Distribution of Mothers by When to Have Next Child 

Total 236 100.05  

440. Distribution of Mothers by Contraception 

Next child 
Less than 2 years 
2 to 3 years 
3 or more years 
Doer not know 
No more child 

Contracepting :"a Percent 

Number 

8 
29 

105 
55 
99 

Total 296 100.0% 

Percent 

2.7% 
9.8% 

35.5% 
18.6% 
33.49: 

441. Distribution of Mothers by Methods of Contraception 

I Number 
- -  - -  

Methods 
Tuba1 ligation 
Injections 
Pill 
IUD 
Condom 

Total 

Percent 

Q42. Distribution of Mothers by When After Pregnancy 
Should See a Health Professional 

I Number 16crcent I 
Whan 
1 to 3 months 
4 to 6 months 
7 to 9 months 
No need to see health worker 
Does not know 

Total 300 100.05 
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446. Distribution of Mothers by Who Tied and Cut the Cord 

Who 
Yourself 
Family member 
TBA 
Health professional 
Other 
Does not knew 

Number Percent 

Total 

447. Distribution of Mothers by Highest Educational Level 

I Number IPercent 
- -- - - 

Highest education 
None 
1 to 5 years 
6 to 8 years 
9 or more years 

Total 300 100.0% 

448. Distribution of Mothers by Can Read 

Distribution of Children by Exclusive Breastfeeding 

Can read 
Yes 
No 

EXCLU~BI;~ breastfeeding 

Total 300 100.03 

Number 

82 
218 

Percent 

27.32 
72.7% 

Age in month 
Upto 3 
4 to 23 

- 

No 

'Number 

42 
196 

- -- 

Yes 

Percent 

44.7% 
95.15 

Number 

52 
10 

Percent 

55.3% 
4.92 



Distribution of Children by Weaning Practice 

I I Weaning practice I 

In Bangladesh age determination for mothers may be a problem. 
The interviewers were carefully trained to establish the correct age 
of mothers using a historical calendar. For under two children age 
determination is not a problem; mothers could remember the Bangla 
dates and from that the supervisors could translate those in European 
s t y l e  dates using diaries which contained Bangla and English dates. 

Age in month 
Upto 3 
4 to 6 
7 to 23 

The mean age of children in this sample was 8.9 months. 193 
(64.32) of children are between 0-11 months. The mean age of mothers 
in the survey was 25.04 years. The range in mother's age was 15 to 44 
years. 

Women's Savings group rate of membership was 48.05. This positive 
result reflects the strong focus that SCF/BFO has placed in the 
development of Women's Savings Groups throughout this project. 
Working away from the home was done only by 2.72 of the mother's 
interviewed. The most frequent caretaker of children under two year 
in age was relatives. Older children and.neighbors were also 
frequently caretakers of small chilldren. 

8 ~ 1 t h  Situation and Estimated EEEpanditurt Jor moalth c8a 

No 

Xajor, most recent (last two weeks) health problems occurring in 
the households interviewed include: respiratory, diarrhea/vomiting, 
fever and disabling joint problems. OB/GYN was a small percentage 
probably because women were not askmd directly and usually they do not 
consider their health problems as a real problem. The hourehold98 
total matimated mxpenditure for health services was about 53.771,008 
Taka for the last month. Excluding those who recovered without 
spending money, the average household expenditure was 210.043 Taka per 
household for health services. The potential use for such funds may be 

Number 

72 
14 
12 

Yes 

Percent 

76.69 
36.89 
7.11: 

Number 

22 
24 
156 

Percent 

23.42 
63.29 
92.92 



worth assessing to the potential sustainability of some health 
interventions of CS IV. 

98% of the mothers declare they breasitfeed their children. 
Exclusive breastfeeding below four months of age was reported 55.3% in 
this sample. 23.48 of the mothers started, weaning practices when 
child was below 4 months of age; 63.2% of the mothers started weaning 
when child was between 4 and 6 months; 7.18 of children between 7 and 
23 months were still being exclusively breastfed. 

In general the survey findings show good levels of knowledge and 
practices related to nutrition and health. The mothers in this sample 
began nursing their babies during t;he first 8 hours by 75.75 and 89.7% 
began nursing their child within th4a first 72 hours. 

Mother's knowledge about proper age to start weaning was found to 
be 46.39. A significant number thought that weaning should begin 6 
months or later (31.38). The introduction of semisolid and solid 
foods with appropriate ingredients for protein was 48.78, for 
carbohydrates was 74.0% and fruits and vegetables was 60.0%. Further 
cross tabulation is recommended for this question. 

46.8% o f  mothers reported their child had receiwed vitamin A 
capsules and a relevant percentage (43.3%) kmew that vitamin A would 
prevent night blindness. 

Growth Monitor- 

115 children out of the 297 (38.79) children in the sample had a 
growth monitoring card. 43.88 of children were weighed at least one 
time. 

24.32 (73 out of 300) of the chilaren in the sample had diarrhea 
in the last two weeks. The seasonality of diarrheal disease was 
reported to be low during survey period. 265 of mothers whose children 
had diarrhea used ORS packages and 46.6% uus'ed sugar-salt solution. 
57.5% of mothers used medicine ancftreatment for their child's 
diarrhea. Respectively, 27.42 and 13.5% of the/mothers whose children 
had diarrhea gave less breastmilk and less liquid. 

28.35 of the mothers in the sample Icnew that dry mouth, runken 
eyes, and decreased urine output are important symptoms of'their 
children's diarrhea. Profuse and prolonged diarrhea was identified as 
danger signs of dehydration by 44.3% and wweaknesrv' was given by 5L38 

D of mothers. For the knowledge about what .important actions should be - 
taken if child has diarrhea 78.72 reported proper mixing and 
administration of ORS and 68.02 reported take the child to the 

b - 
hospital/health center. For the knowledge about what are the 



important actions when a child is recovering from diarrhea 58.019; of 
the mothers declare they give foods with high caloric content. Further 
cro6a tabulation is recommended for the ORT usage rate. 

ARI was not an intervention for CS IV but the information on ARI 
was collected for the CS VIII K & P baseline survey as well as for the 
CS IV Final survey. 

The prevalence rate for ARI was found to be 28.92. SCF,staff 
reported that M e  current season is considered low for ARI. The ALRI 
rate of complication was reported in 91.81. of the cases (78/85); 82% 
(64 out of 78 cases) of the mothers whose children had ALRI sought 
treatment when their child was ill. 74% and 44.32 reported that they 
would take their child to a health facility if they had respectively 
fast/difficult breathing or chests indrawing. 

41.52 of the children had immunization cards. 21.75 of the 
immunization cards were lost. 

27.72 of the mothers in the sample knew that a child should be 
immunized against measles at nine months of age. While many mothers 
gave incorrect estimates, 51.75 did not know the correct age for 
measles immunization. 625 of mothers answered that a pregnant woman 
needed to be vaccinated against Tetanus to protect both mother and 
newborn. 382 of the mothers in the sample did not know the main 
reason why a pregnant woman needs to be vaccinated against Tetanus. 
35.05 of the mothers in the sample declared that two injections were 
needed to protect a newborn against tetanus and 43.2 answered more 
than two. 

36.4.2 of the children (12-23 months) were immunized for Measles, 
by card only; 44.92 of children (12-23 months) were immunized for BCG, 
by card only. The card immunization coverage for OPV3 was 39.3.2 and 
for DPTl it was 36.82. The dropout rate (DPT1-DPT3/DPT1) was 33.61% 
and the ovetrall dropout rate was 53.382. These findings are based on 
a small substrata of only 124 children with cards. 

33.31 of the mothers had a TT immunization,card; 32.78 of the TT 
immunization cards were lost. Among the mothers who had a maternal 
hsalth card 75% [75/100) received two or more TT vaccinations. 

45.3% sf the mothers in the sample (excluding the pregnant women) 
did not want to have a child in the next three years. Among the . 
mothers who wanted1 to space their next child, 80.72 are not using a 
modern method to avo%d/postpon@ the pregnancy. The contraceptive 
prevakence rate in 19.3%. The numerator is 57 (the number of women 
using contraceptives) and the denominator is 296 (the number of women 
in the sample minus the number of pregnant women). 612 of M e  women 



contracepting were using pills. Condom use was low, 16.7% in this 
sample. 

41.3% of the mothers in the sample answered that after pregnancy 
a woman should Gee a health professional between 1 and 3 rn-qths. 829 
of the same women did identify protein foods, 53% green lea. 
vegetables and 19% iron tablets as important items or food which are 
good to prevent pregnancy anemia. 75.3% of all the mothers visited a 
health center when they were pregnant. 29.75 of the mothers in the 
sample ate during their pregnancy same as usual. 38.73 of all mothers 
surveyed reported eating less than usual during their pregnancy and 
31.78 more than usual. At the delivery 11% of the mothers in this 
sample cut and tied their own cord. In 78.71% of the deliveries in 
this sample, TBAs cut and tied the cord. 

212 of all mothers surveyed, did not receive any formal 
education. 27.3% were able to read. 

C. lications of the final data 

These data provides useful infomation in terns of assessing the 
knovledge and practices of mothers of children under two years old 
targeted by the CS IV project. 

The results may also be used as lessons learned for future health 
program planning for the SCF/BFO and within SCF. Results should be 
widely shared with government institutions, local NGOs, PVOs, Johns 
Hopkins University CSSP and other relevant organizations in Bangladesh 
and internationally. 

Since the CS IV project is in the process of phasing over until 
the end of the grant period (September 1993) this data will provide 
support to develop a phase-over Sustainability Strategy. 

A baseline survey (CS VIII) for the new intervention area 
(Nasirnagar) was conducted simultaneously with the CSIV Final survey. 
Although the results can not be statistically compared, it is 
recommended that a further study is conducted to look at the trends 
for CS N and CS VIII s w e y  results. One optiof could be to analyze 
and look at trends of the data from Nasirnagar. 18 clustars of CSIV 
(n.xposure arean) and 30 clusters of CS VIII ("no exposure areaw). 

The CS N K C P Final Survey results should be attached to tha CS 
IV Final Evaluation report. The FE will be c nducted in July, 1993. 

D. 

Immunization levels from this survey can not be statistically 
compared to the national figures because the project immunization 



coverage is based on the immunization card and at national levels the 
.# immunization coverage is based both on card and history. The 

immunization levels in this survey are for all children 12-23 months 
with immunization card in this sample. The number of cards was low and 
a high percentage of cards was lost. 

The BCG coverage for the national rate is 86%; DPT3 is 693 and 
for Measles 65% (Source: UNICEF, 1992). 

For the Family planning activity the national contraceptive 
prevalence rate is 313 (source: UNICEF, 1993) while for survey area is 
19.3%. The fact that in this sample the mcthers surveyed were of 
children under two years old may bias the vample suggesting very low 
contraceptive rates when compared to national data. 

Female literacy at ,the national level is 22% (source: UNICEF, 
1993) and for Nasirnagar is 101 (source: Bangladesh Government, 1991) 
vhile in this sample 27.32 of mothers were able to read. 

V. FEEDBACK BEBBIONB/ARRANGEMENT8 

There was one feedback session held with SCF/BFO staff in the 
SCF/Bangladesh Field Office in Dhaka. The feedback session was 
attended by the Field Office Director, the CSVIII Program Manager, the 
Senior Program Officer, the Computer Systems Manager and the' 
SCF/Xearlquarters representative. These results should be discussed 
again during the debriefing of the CS IV Final Evaluation in July, 
1993. It is recommended that MOH, USAID and staff of other NGOs 
should be invited for that session. 

A feedback session to field-based staff in Nasirnagar was planned 
for February 1993. The field staff will further provide feedback to 
the communities surveyed. 



A baseline survey for the expansion area (CSVIII) and a final 
evaluation survey (CS IV) were conducted simultaneously. The costs 
from line 1 to line 6 are 502 of the total costs for both surveys. 

1. Preparation of Activities: $274. 
(survey tools, materials, questionnaires) 

2. Survey Training $ 47. 

3. Travel, Fuel $224. 

4. Data Collection (Interviewers) $374 

5. Miscellaneous $ 65. 

6. Report writing (CS IV and CS VIII) $ 65. 

Subtotal: $1049. 

7. Travel costs and airfare for JHU 
survey trainer $2,200. 

8. Estimated expenses for local 
travel, meals and lodging for JHU 
survey trainer 

Total 
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Appendix 1 

PVO Bild Survival xnovl.dge & Practice Questionnaire 
SAVE THE CHILDREN (USA) BANGLADESH FIELD OFFICE 

All q u e r t i o ~  u e  to be addruued t o  the mother vith a child 
under tuo (lass tban 24 -nth. old) 

Name and age of the mother 

Name Age (yea r s )  
Member of a Womenlr Savings Group YES - No- 
Name and age of the child under two years old 

Name 

B i r t h  date J (dd/mm/yy) Age i n  months 

Do you work 
days a week) 

1. yes 
2. no 

away from horn@? (6 o r  more hours f o r  3 o r  more 

Do you do any mincom8 generating vorkw? 
(multiple uuvers pommiblet record all  m e - )  

8;. nothing 
handicraft, embroidery, voavinq 

1 3  r 1 
Post hamest food procasring - 
Agricultural product8 f o r  male 

Z j 
t l  Vegetables and basic  food production [ ] 

Live stock and poultry production 
marvant/sewico8 

[ I  
Small trading, rhop keoper, 

I  
salaried worker 

[ 1  
other (spocif y )  

[ I  
f l  



,nq (name of child) semiso l id  foods such as 
, porridge o r  semolina? 

I 1  
tments, if any, 
)rd a11 answers) 

of chi ld)  fruits or juices? 
f l  
1 1  
t l  : n r t  know 

;rig (name of child) carrot, squash, mango or advice or 
? 
rs) 

s n r t  know 

ing (rime 
.ach? 

of child) l eafy  green vegetables, 

; r i f t  know 

h g  (name of child) meat or fish? 
1 I 
1 3 
[ I  

d) has diarrhea? 
~6 .mot know 

1251 (name of child) lentils? 
[ I  
[ I  
E l  

aal  
feeds 

3Rs ..sntt h o w  

of chilb) eggs? 
E l  
[ I  
f I 

ring (name 
'i 

1 1  
/ aka when a c h i l d  

-1 

%her start adding foods to breastfeeding? 
Ading batween 4 and 6 months 
dding marlier than 4 months 

t l  
dding 6 months or later 

t l  
know 

1 1  
[ I  

L J  
/good food [ ] 



5 .  doesn't know 

34 .  Do you have an immunization card for (name of child)? 
1. yes [ J (must me0 card) 
2. lost it [ J ---> go to 36 
3. never had one [ ] -> go to 36 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  .............................................................. ............................................................... ..................................................,.,........ . ............................................................... ...................... ................................................................. .............................................................. ............................................................... 
. . . . . . . . . a .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

36. Do you have a TT immunization card for you? 
1. yes (must mom card) 
2 .  loet it -> go to 38 ' E l  

-> go t o  38 
E I 

3 .  no [ I  / 
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Appendix 3 

TRAXNINQ AGENDA 

Focus : 

Time 
1:30-2: 00 

2:OO-2:20 

. . 

Focus: ' 

Tims 

8:30-9:OO 

9:OO-9:20 

9:20-9230 

* 

'J 9:30-10: 00 
4 

1O:OO-10:30 

10:30-10:45 

DAY 1 
February 4, 1993 

Training of Supervisors 

Activitv 
Introductions 

State purpose & objectives of the K & P 
survey (D.N., L.G.) 

Present time frame of the survey activity, 
analysis of results, report writing and 
feedback to communnity and staff (D.N.,L.G.) 

Read the questionnaire 

Review sampling methodology, sample size and 
household selection/Role play (Nazmul) 

Break 

Review of starting point/Role play (Nazmul) 

Explain purpose of each question (Najma) 

Review role of supervisors/Assignments 
(Afzal) 

DAY 2 
February05, 1993 

. .. 
Training of ~upe'*isors and Interviewers 

Activity 
t 

Review day before and Introductions 
/ 

State Purpose of the KLP survcy (D.N., L.G.) 

Present the timr Ztame of thr survey activity, 
analysis of results, report writing and feedback 
to community staff (D.N., L.G.) 

Read questiorinaire 

Explain purpose of each question (Najma) 

B r m k  
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EXECUTIVE SUMMARY 

1 BACKGROUND 

Save the Children (USA) has bccn operating in four thanas of Bangladesh. namely, 
Nasirnagar, Rangunia, Ghior and hfirzapu r, covering about 12,000 households in 10 
unions. The entire program of Save the Children (SC) is focused on women's 
empowerment, to be achieved through .program interventions in such areas as  
health. education, family planning and income generation activities. The health 
progrant is aimed at achieving sustained improvement in infant, child, and maternal 
morbidity and mortality through promotion of health protective behaviors. The 
health care program of SC seeks to change behaviors and attitudes at the family 
level that would enable families learn behaviors that are within their control. In 
the cases of behaviors that would necessitate support services from other health 
providers such as government and NGOs, the SC would facilitate linkages with the 
local providers to ensure availability of services. Thus, sustainability related to 
health behavior is expected to be achieved. This study has addressed the issue 
of sustainability related to health behavior (i,e., behavioral sustainability) among 
the MWRrSs and their family members in the SC catchment areas. 

OB JECTIVES 
The major objectives of the study were to: 

(a) examine the utilization of primary health care services, and behavioral 
pattern in respect of EPI, MCH, and family planning; 

(b) identify the factors responsible for the various types of services utilization 
pattern and behavioral pattern, with specific focus an EPI, MCH and family 
planning, and 

(c) assess, with special emphasis on the NGO health care approaches. the 
implications of services utilization and behavioral patterns on the 
sustainability related to health behavior among the clientele popuIation. 

METHODOLOGY 
3.1 Sampling Plan 

The study was carried out i n  four selected SC catchment areas (ru'asirnagar, 
Rangunia, Ghior, and Mirzapur). The sampling frame for the study was the 
Project Management Information System (PMIS) of SC. According to SC PMIS, 
there are 11.825 MWRAs in the four study areas. By using appropriate sampling 
technique, the total sample size was estimated to be 384. 

Rased on the information available from the SC PMIS, a List of households in each 
area was prepared; and samples were drawn, using simple random sampling 
technique. The respondents were married women of reproductive age (W) from 
each sample household. 



flealth Care Services U m  . .  . URC(B) 

3.2 Data Collection 

Data were collected, using appropriate checklists and questionnaires, which were 
developed and finalized in  consultation with SC. Checklists were used to obtain 
data about health centers, availability of health workers (both government and 
NGO), and availability of health services on MCH and FP. The questionnaires were 
used to collect data on demographic and socioeconomic chai-acteristics of MWRAs, 
their awareness of and knowledge about health -re facilities, behavioral pattern. 
utilization of health care facilities, perceived impact of health care facilities, and 
sustainabitity-related issues. 

4. FINDINGS AND CONCLUSIONS 
4.1 Characteristics of the Population 

The mean age of the MWRAs is 29.3, ranging from about 29 years to about 32 
years 28.5 and 31.5 across the four selected areas. The mean number of children 
ever born is 4.0, while that of living children is 3.2. Over one-third have dead 
children upto 2, and 13.5 percent of the MWRAs have wasted upto two 
pregnancies. On average, one child is either dead, or wasted during pregnancy. 

Illiteracy among the MWRAs is widespread. About three-quarters have no 
schooling, although their husbands are relatively more educated. Over three- 
quarters, and about one-sixth of the MWRAs are Muslims and Hindus respectively, 
and Budhists are found only in Rangunk Over three-fifths do not have any 
outside employment, and of those who have outside employment, a large majority 
are involved with poultry farming, followed by vegetable gardening. Their 
husbands are mostly farmers, service-holders, petty businessmen or agricultural 
wage labor. Among the sample MWRAs, 54 percent are WSG members and 46 
percent are non-members. 

4.2 Awareness and Knowledge 

The level of awareness is quite high among the MWRAs related to (a) the need for 
health care facilities such as physicians and medicines, to meet the health 
problems of their own as well as their family members; and (b) the need for such 
h d t h  services as immunization both of mothers and children, accessibility to safe 
drinking water, oral saline to prevent rehydration, and check-up for pregnant 
mothers. However, the level of awareness related to accessibility to sanitary 
latrines and vitamin-A capsules, is quite low. 

/ 

The knowledge among the MWRAs is almost universal in respect of primary health 
cure components such as immunization both of mothers and children, and family 
planning. Also, the level of knowledge is quite high about (a) the check-up for 
pregnant mothers, and vitamin-A capsule; and (b) sources of h d t h  care facilities 
and services. The NGO clinics and the NGO workers are the major sources of both 
preventive and curative health services, while NOO clinics and Thana Health 
Complex are considered to be two importsnt sources of competent medicsre 
services. Government h d t h  facilities, in general, are less known. The vihge 
doctors dominate, nqxt to NGOs, in providing curative services. The spiritual 
healers are not a well-known source of health care services. 
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The findings imply that the clientele population in the SC catchment areas have 
high awareness of and knowledge about the health facilities and services, thereby 
suggesting a high potential for sustainability of health-related behavior. However, 
lack of adequate knowledge about the government health centers needs be given 
careful consideration, if continued behavioral sustainability is to ensure. 

4.3 Behavioral Pattern 

In case of health-related problems of .any family member, the MWRAs discuss 
mostly with neighbors, NGO workers, and village doctors. They attach equal 
preference to NGO clinics and village doctors for treatment of diseases of mothers, 
children, and other family members. . The most widely approached sources for 
preventive health service, as  well as for treatment of diseases at preliminary 
stages, are the NGO clinics and the NGO workers, followed by village doctors. 
However. although government health centers are given least importance for 
treatment, a sigrdicant proportion of MWRAs go to Thane Health Complex at critical 
stages of diseases. 

That the MWWs are dependent on NGO clinics for appropriate treatment of 
diseases is evident. Government health centers and other private providers are 
avoided primarily because of inadequate availability of medicine r.:; we1 as non- 
availability of medicine free of cost, long distance from home, and inconvenience of 
transport. There is, thus, a need to provide health facilities at easily accessible 
locations either free or a t  affordable cost in adequate quantity, if health behavior 
is to be sustainable. 

That the MHRAs and their family members have become quite conscious about the 
utility of preventive health measures, is evident from the behavioral pattern 
reflected in their adoption of such measures to minimize health problems. Four- 
fifths of mothers and children have been immunized either a t  own initiatives or at 
the initiatives of service providers. Over two-thirds of the MWRAs undertske 
regular check-up during pregnancy, have accessibility to safe drinking water, 
and use oral saline and vitamin-A capsule when needed, while less than half of 
them have accessibility to sanitary latrines. 

Quite a high level of consciousness among the clientele population about the 
preventive health =re services, reflected in the pattern of adoption of such 
services, is an indication of potential for sustainability related to health behavior. 
However, efforts need to be directed toward enhancing the level of wnsciousness 
about the utility of using sanitary latrines. 
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4.4 Health Services Utilization Pattern 

The health services utilization pattern, as determined by (a) the quantum of 
health services received from the health workers, ( b )  satisfaction with such 
services, (c) proportion of health expenditures to other household expenditures, 
and ( d l  distance between homes and health centers, is quite interesting. The 
MWRAs mostly receive from NGOs such services as child delivery? check-up of 
pregnant mothers, deworming, treatment of diarrhoea, immunization? and family 
planning. The government health centers mainly provide such services as 
counselling on family 'planning, delivery of family planning methods, and 
immunization. However, the level of satisfaction with the health services received 
from the NGOs is quite high. The reverse is true in case of government health 
providers, suggesting that NOO health providers have been relatively more 
successful in providing satisfactory health services. There is, thus, a need to 
impmve the quality of health services provided by the government health centers, 
if the potential for achieving sustainability related to health behavior among the 
clientele population is to increase. Since a dissatisfied user is likely to become a 
non-user, the issue of less satisfaction with the government health s e d c e s  needs 
be given due consideration. 

The M\kWs and their family members spend nine percent of their annual 
household expenditures for health care services, indicating that the clientele 
population has the ability to pay for at  least a part of their health needs. It is 
found that the MWRAs and their families i n  Nasirnagar attach less priority to 
health care in terms of health-related expenditures, compared to other areas. 
Furthermore, utilization of health services is adversely affected in  all the areas, 
except Rangunia, due to long distances between the government health centers 
and homes, suggesting that the clientele population m y  not be able, when NGO 
assistance would be withdrawn, to avail of health services fmm the government 
centers, if such services are not made available at easily accessible locations. 

4.5 Perceived Impact of Health Care Facilities 

Majority of the clientele population, except in Nssirnagar, have the willingness to 
avail of health services from the health centers/clinics, in u s e  government or NGO 
workers do not approach to provide them with such services. This indicates that 
sustainability related to hcalth behavior has not been fully achieved in Nasirnagar 
unlike in other areas. Furthermore, the perceived ability to pay for most health 
services appears to be poor in Nasirnagar, compared to other areas. 

According to the MWRAs, NGO clinics are the most =edible service institutions, 
followed by Thana Health Complex. Other government health centers such as 
Family Welfare Center and Government Rural Dispensary appear to have much less 
credibility in terms of satisfactory treatment, regular availability of health 
personnel in need, pleasant behavior etc., thereby indiating that the NW clinics 
enjoy better credibility than most government health centers. 

Thus, it appears that behavioral sustainability among the YWRAs is not schievable 
in, particularly Nssirnagar, becsuse of the low level of willingness as well as m r  
ability to avail of health services at OWTI ast. Lack of' adequate credibility of the 
government hcalth centers is likely to further delay the achievement of 
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sustainability. There is, thus, a need to undertake (a) motivational campaign to 
raise the level of willingness to spontaneously avail of health services, (b) incame 
generation program to increase the economic ability of the clientele population to b 

enable them to pay for health expenditures, and ( c )  appropriate measures to 
improve the credibility of the Government health centers. 

4.6 S ustainability Related to Health ~ e h a v i o r  

An analysis of the findings about awareness and knowledge of health a r e  
facilities and services, behavioral and health services utilization patterns, and 
perceived impact of health care facilities, presented in a SWOT model, indicates 
that there is a certain degree of sustainability related to health behavior among 
the clientele population in the SC catchment areas, except in Nasirnagar and 
Rangunia 

It would be desirable that the SC continues its operation in Nasirnagar. The 
'threat' elements, combined with low priority attached to health care as well a s  
unwillingness to avail of health services, and high dependence on NGO clinics, 
suggest that it would take some more time to attain sustainability related to health 
behavior. I t  may be noted that, given the existing unfavorable socioeconomic 
conditions, compared to other areas, the MWRAs in Nasirnagar are  quite likely to 
attach low priority to health care over other household necessities. Also, since 
they are  geographically disadvantaged, it is not unusual that they would have low 
willingness to avail of health services at own initiatives from the government 
health centers located far away from their homes. 

The health behavior among the MWRAs in Ghior, Mirzapur and Rangunia, as 
evident from SWOT analysis, is relatively sustainable, although some difficulties 
may be encountered with the lower socioeconomic groups in Rangunia. However, 
to ensure continuation of sustainability, a number of measures need to be 
undertaken, so that the 'threats' could be transformed into 'opportunities'. 

In view of inadequate knowledge among the clientele population about the 
government health services and facilities, resulting in low utilization of, as well as 
low priority to, such services/facilitiw, there is a need to increuse their 
knowledge through effective .dissemination of hcalth-related information regarding 
serpices available a t  the government health centers. Furthermore, in order to 
counteract low credibility of government health centers, there is a need to 
increase the efficiency of, as well as enhance t h e  quality of seroice provided by, 
the health personnel of such centers. : 

Bccause of high dependence on the village doctors for treatment, there is a need 
to train them up in preventive health care as well as in the basic curative health 
services, so that they can deliver quality sen ices  at the villrrge level. Such a 
measure is likely to contribute toward attaining sustainability, among the clientele 
population, related to health behavior. Also, attaining and/or continuing 
behavioral sustainability would necessitate pmviding health senices  at easily - 
accessible locstions either free o r  at affordable cost. 
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5. RECOMMENDATIONS 

5.1. Strengthening Government Health Centers 

The evidence indicates that the MWRAs and their family members have inadequate 
knowledge of the government health services and facilities, resulting in  low 
utilization of, as well as low priority to, such services/facilities. There is, thus, a 
need to increase the knowledge among the MWRAs and their family members about 
the services available at the government .health centers such as THC, FWC, and 
RD. This would require strengthening of the government health centers in the SC 
catchment areas through wider dissemination of information regarding health- 
related services available at the government health centers. Such information 
dissemination could be done by both'the government workers and the local NGO 
workers. This would further be facilitated, if the NGOs work in collaboration with 
the government health program. 

Furthermore, the government health centers enjoy less credibility than the NGO 
health clinics in terms of the clients' level of satisfaction with treatment, 
availability of adequate quantities of medicines, behavior of personnel, regular 
availability of service, and availability of service providers. Thus, there is a 
need to undertake appropriate measures to close the credibility gap. Suggested 
measures include motivational efforts among the Government service providers to 
incr-e their efficiency in terms of providing quality service as well as 
improving their personal behavior with the clientele population, and establishing 
accountability on the part of the service personnel. 

5.2. Developing Quality of the Village Doctors 

In all the project areas, village doctors are considered to be the second most 
important source of medicare services, thereby indicating high dependence on 
such doctors, particularly for curative services. I t  would, therefore, be 
appropriate to provide the village doctors with appmpriate training in preventive 
h d t h  care as well as in the basic curative health semices. The local NGOs, 
including the SC, may undertake the responsibility of providing medical training 
to the village doctors. Such training would enable the village doctors to improve 
the quality of their services, thereby contributing to the process of behavioral 
sustainability among the clientele population. 

5.3. Providing Health Services at Accessible Locations 

Location of the government health centers at  a long, distance from homes, and 
inconvenience of transport were reportedly the two important reusons for not 
availing of health services from such centers. This is indicative of the fact that 
if NGO services are withdrawn from the project areas, the clientele population 
would be adversely affected. There is, thus, a need to make health f d t i c s  
available a t  easily accessible bcstions at the m e  level, Toward this end, the 
Government hss introduced the concept of satellite 'clinics to be held close to the 
homes of the villagers ao that they can avail d selected YCEI-FP services. Also, 
health services should be provided free or a t  affordable cost in adequate 
quantity, if health bzhavior among the clientele population is to be sustained. 
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5.4. Raising Awareness among the Clientele Population 

Most MWRAs in the SC catchment areas are not aware of the facilities for 
laboratory tests such as urine, stool, blood tests, etc.,' and health counselling, 
Also, the level of awareness about such health services as sanitary latrines, and 
vitamin-A capsules, is low. There is, thus, a need for more intensified 
informrrtion, education, and communication (IEC) efforts to raise the level of 
awareness about laboratory tests, health counselling, sanitary latrines, and vitamin 
A, etc. 

5.5. Special Focus on Nasirnagar 

Behavioral sustainability related to such services as check-up of pregnant 
mothers, treatment of ARI, and family planning has not been quite achieved in 
Kasirnagar. Thus, the clientele populstion of Nasirnegar should be made special 
target group insofar motivational efforts related to health-program inputs are 
concerned. Uso, it would be difficult to achieve behavioral sustainability in 
Nasirnagar, in view of the low perceived ability to pay for health services. Thus, 
there is need to intensify income-generation activities among the clientele 
population, so as to help improve their economic condition. 
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I EXECUTIVE SU'MMARY 1 
BACKGROUND 

Compared to the contraceptive acceptance rate (CAR)  in Brahmanbaria District. the 
CAR in Nasirnagar Thana of the same district has shown an unprecedented rise 
during the last one year, with the CAR increasing from 35.4 percent in 1992 to 51 
percent in 1993. The estimated growth rate in the CAR in Nasirnagar Thana 
during 1991-1992 was 8.25 percent, and the corresponding figure for 1992-93 was 
AS high as 44 percent. Assuming the 1991-92 growth rate of CAR in 1992-1993, 
the 1992-9.1 CAR would have been 38.3 percent, instead of the actually recorded 
rate of 51 percent. Thus, assuming' the steady-state scenario (i.e., the trend 
based on the 1991-92 rate), the real increase in the CAR during the last one year  
was 12.7 percentage points. Obviously, there would be some reasons behind this 
12.': percentage points increase in the CAR during the last one year. 

There can be various reasons and factors, which can explain the unprecedented 
increase in the CAR in Nasirnagar Thana during the last one year. According to 
an official document, four factors accounted for the above change in  the CAR, and 
these are: (a) intensive field supervision by the district level FP personnel; (b) 
activating local FP committees by the TFPO; (c) deployment of 7 FWs in the 
vacant posts; and (d)  raising of FP awareness as a result of the FP workshops 
conducted in each union by Save The Children (USA) in close collaboration with 
t he  local GOB FP personnel. 

Since Save The Children ( U S A )  was the initiator and implementor of the fourth 
factor, j t  was considered appropriate by Save The Children (USA)  to comrrrission a 
study to help ' explain the processes and mechanism by which the workshops may 
have contributed to such an unprecedented increase in contraceptive acceptance 
in a rural area of Bangladesh. Thus. this study was not planned to identify all 
the factors as well  as the degree of' contribution by individual factors; rather, it 
was planned to explain the contribution of the workshop as a process variable. 

A n  important limitation of any study designed to assess the impact of an 
intervention such as a workshop is related to the problems of over-estimation or 
under-estimation of the impact of such an intervention. Such an impact is not 
easy to be measured for certain reasons such as: (a) the workshop is not the only 
m d u m  from which ths leaders receive information about famiiy planning; (b) the 
leaders who are really motivated will be promoting the idea of FP for long time in 
the future. and therefore, the real extant of the impact is not easily discernible at 
a point in time: and (c) the workshop is not the on)y activity attributable to 
family pianning performance (the problem of disaggregation of causal values). 

OBJECTIVES OF THE STUDY 
The main objective of this study was to document th; impact of the FP workshops - 
conducted with the traditional and religious leaders in Nasirnagar Thana by Save 
The Children ( USA) on contraceptive acceptence in that thana. However, "impact", 
being the ultimate variable in the outcome continuum, csnnot be measured for 
such a short-run activity as the FP workshop. 
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The specific objectives of the study were, therefore, to: (a) assess the trend in 
fnmily planning perforninnce before and after the workshop; (b) assess the effect 
of the workshop on the use of selected clinical methods of FP, namely, tubectomy, 
vwectwny, and injectables; and (c) document the process/mechanism by which the 
wr~rkshop has resulted in increased acceptance of the selccted clinical FP methods. 

METHODOLOGY 

, The methodology, with all its c.omponents, was designed in such a way that will 
satisfy the general as well a s  the specific objectives of the study. 

Data on four broad, types of variables were obtained. These include variables 
related to: (a) socio-economic and demographic characteristics of the sample 
WUAs: ( h )  knowledge, sources of knowledge, and use of FP methods; (c) outcome 
of t h e  workshop; and (d) changes in the CAR during the pre-and post workshop 
periods. 

Both primary and secondary data collection instruments were used to generate 
relevant quantitative and qualitative information. Data collection instruments used 
include questionnaire for the sample MWUs; FGD guidelines for the sample 
workshop participants; indepth interviewing checklists for the ATFPO and IAM: 
and secondary data wmpilation formats for the MIS Unit, and for the wmpilation 
of unionwise list of pre-and post workshop clients of tubectomy, vasectomy, and 
injectahles. 

All necessary data related to the variables under all broad groups, except group 
four, were collected by administering primary data collection instruments. Data 
related to pre-and-post workshop changes in the CAR, as well as those related to 
the number of prrand-post works hop tubectomy, vasectomy, and injectable clients 
by unions were obtained, using secondary data wmpilation formats. 

Tnitially, it was thought that in  order to ascertain the effect of the workshop the 
eligible male samples would only be drawn, because most workshop participants 
were males and they are likely to interact with the males only. However, it was 
finally decided in the field to take the female samples instead of the initially 
planned males due to two main reasons: (a) compared to the pre-workshop period, 
the number of injectable clients ( females) in the post-workshop period 
increa3cd by 6 times; and (b) in many cases, males were not available at  their 
households, because the data were collected in July, being the lean period for 
males in Nasirnegar, when many males left for adjacent Oreas for temporary jobs. 

The sample women (pre-and post workshop clients of tubectorny and injectables) 
were drawn from 11 out of the 13 unions in Nasirnagar. Two unions, namely, 
Kunda and Gokarna, were excluded, since they comprise the oldest SC program 

- areas. The reference periods for the pre-workshop period were June 1991 to Map 
1992, and for post-workshop June 1992 to May 1993. The tubectomy, vasectomy, 
and injectable clients of these periods (pre- o r  post-workshop) in the 11 ssiople . unions constitute the sample frame for the corresponding period. 

The sampling technique used was 'probability progdrtionste to the size'. 
Considering the absolute size of the population, a 20 percent sample w a s  drawn 
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from the pre-workshop sample frame and a 10 percent sample wtis drawn from the 
p m  t-workshrjp sample fmme. In  drawing the samples, proportionate distributions 
cjf the population using permanent methods and injcctables were ensured for both 
the periods (pre-and post-workshop). Also, proportions were considered in 
drawing srrmptes from the unions. 

Since ascertaining the process/mechanism of dissemination of knowledge acquired 
by the workshop participants was one of the major objectives of the study, it was 
considerad appropriate to conduct focus group discussions (FGDs) with them. 
Thus, 7 FODs were conducted:l each with the WAS, FPIs, elected 
chairman/memhers of the union councils, sarders/matbars, teachers, religious 
Iwders, and village doctors. In each FGD, there were 6-7 participants. 

The basic ob~ectives of indepth interviewing were, to obtain inferences regarding 
the mechanisms used by the wor'kshop participants and changes which occurred in 
the area due to the workshop, as well as to cross-check the views of the GOB and 
NdO (SC) program managers regarding the possible contribution of the workshops. 
The ATFPO and the IAM of Save The Children were interviewed ti number of times 
for the purpose. 

4. FINDINGS AND IMPLICATIONS 
4.1. Outcanes of the Workshop and its Replicability 

The workshop h a s  a positive net effect on the post-workshop contraceptive 
acceptance rate in Nasirnagar Thana of Brahmanbaria District. The positive effect 
is reflected from the extent of the workshop participants' involvement in the 
clients' decision-making process regarding acceptance of FP methods (mainly 
clinical methods). The gross effect of the workshop is discernible from the fact 
that S6 percent of the post-workshop clients, 81 percent of the post-workshop 
tuhectomy clients, arid 87 percent of the post-workshop injectable . clients 
categorically stated that the "workshop ?articipants" have "contributed most" in 
their decision-making process regarding acceptance of their cument FP method. 
The positive contribution of the workshop, measured in terms of the net effect, 
which is a better indicator of the outcome' of the workshop, is unquestionable. 
The overall contribution of the workshop in terms of the net-effect was 28.4 
percent, being 13.9 percent for the increased use of tubectomy and 40.4 percent 
for the increased use of injectables. That is, out of the 12.7 percentage points 
i n c r w c  in the CAR (wtual CAR &uk CAR due. to s t a y - s t a t e  situation), 3.61 
percentage points was due to the neti lfect  of the wwriyhop. 

Besides the 'net effect* mentioned, there were other effects of the workshop (e.g., 
multiplier-effect, integrational effect, facilitating effect, 'kick-bag' effect, etc.). 
The multiplier effect has a long-term value. The immediate multiplier effect is 
discernible from the fact that about 86 percent of the post-workshop clients and 
s h u t  70 percent of the prtworkshop clients who got FF knowledge from the 
workshop participants have subsequently disseminated the information to others 
(neighbors, friends, relatives). This effect is likely to continue for a quite long 
time, and according to t h e  rule of interpersonal communication the effect will 
multiply. 

The htegrafional effect has two aspects. First, the design of the workshop was 
collaborative in nature, with the GOB and the NGO participating in the selection 



process of both the trdncrs and trainees, i.e., the selection process effort was a 
joint bffort. Second* the selection of the workshop participants was done, using a 
"hottom-u p" approach which ultimately added a significant component of the 
"community influcntierls", Thus, the integrationti1 effect was instrumental in 
overcoming the fuctors responsible for lack of coordination among the various 
important actors who can promote FP in rural arccrs. 

The facilitating effect of the workshop i i  multidimensional. ' First, the inclusion of 
the 'conservativc* comrnuniLy influentials as workshop participants helped overcome 
their an tagonistism after attending the workshop. After the workshop, these 
'gatekeepers' opened their gates to the FP fieldworkers. A s  a result, the workers 
g,ot supporters, the would-be user's got workers, the FP movement got momentum, 
culminating into an unprecedented rise in the CAR. An indication of the impact of 
this factor is discernible from the fact that the Muslims wnstitute a much higher 
proportion of the post-workshop clients compared to the pre-workshop clients. 
Second, according to the GOB directives, the elected community leaders 
(chairrnen/mernbers of Union Councils) are supposed to work for family planning, 
anhi they are members of the local FP committees. These elected members, who 
piirticipatad in the workshop, reportedly took more active interest in the work of 
the family planning workers in' their area during the post-workshop period. 
Third, FP is a sensitive topic and in the context of rural Bangladesh it is not nn 
usual practice that the older .community influentials discuss this topic with the 
'wnger members of the community. However, the workshop was able to break 
this norm to some extent, N reported by many of the participants who said that 
after the workshop the older community leaders discuss the topic with the 
Younger members of the community. An indication of this can be found in the 
fact that while 21 percent of the pre-workshop tubectomy clients were in the age 
group of 20-29 years, it was about 39 percent in the case of the post-workshop 
tubectirmy clients. Fourth, it is also not an usual practice that the male 
community leaders in rural Bangladesh discuss FP with the females. However, 
such male-female interactior~s were also reported by many respondents (females) as 
well as by some of the male workshop participants. 

The 'kick-bag' effect, though marginal i n  value, should be treated as an important 
outarme of the: workshop. This effect g a s  beyond the target territory (in this 
c,a:-~. Nasirrvigari. For example, a participant travelling by train/bus enters into 
an interpersonal communication on FP with a co-passenger, and soon afterwards 
the "ir~terptrsonal communication" on FP turns into a lively "group discussion". . 
Thus, the FP workshop, as designed arb implemented in Nwdrnsgar Thana by the 
SC, urn be treated as a repliable mans of i n c w n g  the contraceptive 
acceptance beyond the steady-sate increase in other psrb of rural Bangladesh. 

4.2. Lessons for the Future - 
Since about 29 percent of the increased CAR during the post-workshop period w a s  .- due to the 'net-effect' of the workshop, the remaining 81 percent was due to 
factors other than the workshop. These factors include, among others, the 
deployment of seven FWVs, increased activity of the local FP committees, increased 
supervision by the district level personnel, better supply situation, itc. However, 
due to the limitations of this study. the relative shares of these contributing 
factors could not be ascertained. Thus, to be able to identify all the  factors 
responsible for the increased CAR as well as to determine their relative shares, a 
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more elaborate study should be undertaken. If  the SC replicates this type of 
workshops in the future, there should be ample scopes for more indepth studies, 
incorporating all possible variables and indicators so that the relative 
cnntributi~ns of all possible factors can be identified. I n  that respect, 
implementation of such workshop should be planned from the perspectives of 
dper~tions R-arch. 

A weil designed workshop is always characterized by certain usential wmponencs, 
namely, the selection of participants and trainers, timing, placement, contents, 
fdtow-u F nrechsnisms, e t c  AU these cornpanen ts should b e  designed in accordance 
with the "main objective" of the workshop. The quantitative and qualitstive 
Aqpects pemining to the impact of the workshop analyzed in this study show that 
the workshop was not adequately designed, especially with respect to the "foUow- 
u p  mechanisms". In reality, the participants were given an assignment to direct , 
their motivational efforts, especially toward those families which have five or six 
chiidren. and the participants were also requested to motivate at least ten would- 
S t  users from each vlllage. However, there was no built-in mechanism to 
c~cctrurin the extent to which these assignments and requests were a r r i ed  out by 
: h e  participants. hlso, it was reported by the participants, as well as by the 
ATFFi). that the workshop was treated as a 'one shorr' action. Thus, while 
planning f u r  such workshops in. the future, objective follow-up plans as well as 
follow-up mechanisms should be built-in components of the overall workshop pkn. 

i t  was reported b y  ihc workshop pamcipants themselves as well as by some of 
:he sampie cliencs thac there were some participants wno *ere less motivated and 
less c~n.vinced about P? mmpared to the others. These 'hard core' participants 
should nut be ignored, because if after participating at the workshop someone 
do- not contribute to the F? motivational work in the community, the resources 
directed taward that participant should b e  considered as "wastage". Thus, to 
minimize waste of workshop resources in the future, this category of participants 
should be ideneified fnst, and then, remotivated as a spteial target group. 

FP is a dynamic subject-matter. .Uo, it should not b e  expected that the 
mnmunity infIuentials will know everything about FP by attending a two-day 
workshop. Thus, to maximize the information base o f  the communitV infIuenti8ls. 
there should b e  pmPisians for refraher-workshopa/fobo~-up ~ r k S h 0 ~ ~ -  Such 
workshops should d d  6 t h .  the issues identified by the pre6ous-participants as 
problems faced by them in mtivating the target groups. 

Since the wor kshcrp h a s  a positive effect on the accepcsnce of F? and since one of 
the ways of interaction was "client visiting participant's home", the participants 
can b e  ansidered as an "information distribution point". The effectiveness ot' 
chi- information distri'nueiorr point would depend. l a r g e  on the efficiency of the 
initmnacicla disseminator. Thw,  kt b e  able to raise the &kc~en- o f  the 
infamation dissemination pints ,  the satisfie& clients, amng  others; should b e  
considered a h i k  selecting the workshops psrhclpsn 

. . tzL 
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1 would like to think of sustainability in terms of long-term partncrship, 111 
Bangladesh and Nepal the partnership is three-way, between government, NGOs-donors, and 
the people (the poorest ones in particular). Each pattner contrfbutes essentllrl strengths less 
avuilable to the other two. Like a tripod, remove one, the system falls down. Each also 
receives substantial benefit from the partnership: the people in getting out of powerlessness 
and dire poverty, the government in becoming humane and meeting its obligations to the 
nation, NGOs-donors by discharging their ideological missions and satisfying their 
intellectual curiosity. 

Anything that increases the people's capacity for self-$ufficiency, including the 
capacity to demand their rights and to reduce injustice within their ranks, is a step toward 
sustainability. Anything that improves and endows the capacity of governmen? to serve is 
a step toward sustainability. Anything that contributes to justice and development is another 
step. When one thinks from where we have come, it seems that sustainability Q 
continuous process, a journey, evolving in ten to twenty-year cycles, generational. 

The tools for moving progressively toward sustainable development include raising 
awareness, increasing leverage of power by coalitions of those with little power, redress of 
oppression, cross-subsidies, endowment trusts, increasing total wealth to ebugh  income for 
the poor to get beyond day-to-day subsistence, and health, Other aspects will include repair 
and maintenance of the environment. 

This broadened view of sustainability has several immediate implications for SCF. 
First, on a national scale, staying in for the long-term is critical, but on the local scale, 
knowing when to leave is important. Second, serving larger and larger areas is necessary, 
because almost anyone can do good in a small-enough area. Third, serving efficiently is 
critical as one needs to improve the situation faster than the growth rate of the population. 
Finally, learning what works with an average set of resources is required; often this will 
mean letting go of favorite interventions, or intervening for everyone in need. 

B. The Role of the Small NGO 

SCF is often criticized for working in "too small an area." The time when a small 
NGO can live in its own happy valley is long gone, the problems of development are too 
urgent. To stay relevant, a small NGO must achieve more than what its own resources 
bring, by scaling up with less intense programming, by leverage of human resources ("each- 
one-teach-one"), by coordination with other agencies, and by influence on policy. 

Influence on policy comes from valid demonstrations of new ideas and approaches. 
This requires a greater capacity for research: quantitative of course, but qualitative research 
into process and behavior change wiil prove more useful and more valid. More capacity is 
needed in writing up ideas and results for the scientific and development communities, then 
refining the information for policy-makers. Typically, NGOs are weakest in demonstration 
and documentation, SCF is changing that, particularly in Nepal and Bangladesh. 



1 undertook this consultation with some apprehension as I can scarcely think of . 
myself as a development specialist, and my knowledge of NGOs is not from front-line 
experience but mainly as an onlooker. What I might accomplish is to look, listen, and ask 
the questions a naive learner should, and hope to strike some responsive chords among the 
persons who arc interested in my untutored observations. The three-week visit with SCF . 
field staff in Nepalland Bangladesh has been like a seminar in development and front-line 
work. I thoroughly enjoyed sharing with my new colleagues at least some of the rigors of 
their working lives. I appreciate their patient attention to my questions and thinking-out- 
loud, and their unfailing concern for my comfort. 

Without question, both groups are professional, dedicated to their task, and 
absolutely willing to consider new ideas and new directions. This is a rare combination and 
speaks well, for SCF's leadership. 

The report is written simply. Little space is given to review of programs or 
documentation of events as these are already well known by the principal readers. I did 
read the stacks of documents each office provided me, and some outside readings in 
addition. My fie!d visits are listed in Appendix 1, along with the scope-of-work, as 
documentation for readers outside the field offices. 

In the report, I first present a few themes generic to both field offic%;i, and then 
detailed recommendations for each. Much of what I present is already under active 
consideration by the field office staffs; some ideas are a bit outrageous or my own pets; 
some may be additionally useful. The report is meant to stimulate further thought and not 
as fixed prescriptions. 

A. Sustainability 

A lot of confusion exists about this word (which, until recently, was not even included 
in standard dictionaries!). The narrowest definition is the donor-based complaint: how will 
you manage after we're gone? Apart from the implied threat of abandonment (imagine a 
spouse saying this daily), the question itself leads to regressive behavior on the part of the 
recipient: cajoling, wheedling, anger, trying to milk the system for big-ticket items to be 
delivered now - in a word, more dependency - rather than careful long-term institution 

\ 
building and planning for self-sufficiency. Using the spouse analogy again, it is better for 
each partner to have learned skills and self-sufficiency well before the breakup of the 
marriage by death or divorce. The other danger inherent in the question is that the 
recipient usually believes the donor is bluffing: and it may be true. 

.- I . .  . 



Influencing policy also requires advocacy. The small NGO should put itself at some 
risk by calling public attention to people's needs beyond what is done to rulse funds, 
documenting failures by any of the three partners to development, providing alternute 
channels of information back to the people, Strength to risk advocacy comes, of course, 
when a number of NGOs coordinate, 

The main strength of the small NGO is flexfbility: to test, innovate, respond to new 
situations and needs, advocate. Anything that limits that flexibility ought to be avoided. In 
my opinion, time-limited, target-driven, donor-driven projects seriously limit flexibility and 
distort the NGOs mission, 

C. Targets and Indicators 

My observations in Indonesia, Nepal, Bangladesh (and from conversation~with NGO 
staff from other countries) convince me that the USAID Child Survival Projects were more 
a liability than an asset to SCF, 7'he projects are top-down, force a pace of achievement 
that leaves people as passive recipients, distract from a study and experlmentatlon in 
process, require resources inherently not replicable. It seems a bit odd to require 
sustainability from an effort that by definition is unsustainable. The Bangladesh Field Office 
has been criticized for having too many staff in the field; the obvious rejoinder is: that is 
what it took to achieve targets well beyond the regular government system, and within three. 
years. Now that we know that, let's discuss efficiencies and a more human time-scale. 

Targets and indicators are not ends in themselves, but indicate a numerical best-guess 
of how resources can be deployed against need, the objectives of the program. Some 
objectives have outcome targets pegged at 100% by the nature of the problem and ihe 
solution available, such as: "Eliminate neonatal tetanus," where the process target, so many 
vaccinations with tetanus toxoid, corresponds closely to the outcome target. Other targets 
are derived from historical experience: "Last year we achieved XI this year we believe Y is 
(needed) (possible)." Most targets are simply counts of the work that has to be done 
(number of workshops, trees planted) and should not be seen as anything more than a plan 
for using resources effectively. Such achievements should be used principally for cost- 
accounting and management decisions on priorities and tradeoffs, and seldom for reward 
or punishment of workers. 

Rewards should come for the quality of work, not its quantity - except where 
someone is obviously goofing off, in which case one doubts the quality anyway. Quality 
includes the capacity to plan, self-evaluate, reset one's plans, innovate using one's own 

' 
observations, and working hard. Rewarding quality.means allowing a certain level of failure 
and mistakes as long as one learns from them. It is my belief that such focus on quality of 
work will see objectives that have an impact and meet the program's goals being achieved, 
regardless of whether targets were set or not. 



D. Health lnformatlon Systems 

Too often the arguments over information systcnls come down to which computer 
soft-ware is to be installed. That ought to be the last question asked (solved by technical 
und cost considerations, and personal opinion). The key questions of an information system 
ure: what is It  19 be used for, who benefits from its use, does its use detract from other 
activities, and are you willing to reconsider its use after some years of experience. 

As a matter of both philosophy and utility, I believe an HIS must be designed to 
meet the needs and circumstances of the local situation, and not the needs of higher ., 
echelons. The local situation may be as'limfted as one district, or a sub-district, or even a 
villo$e. One could use a complete household register where it is practical to occornplish 
this, but less-than-complete registers where the effort is not commensurate with the payoff. 

The use of a household roster for mocual tracking of target-persons by health 
workers is one sort of information system. It ~llows the health worker to identify and 
chslnnel the target population to needed servicss; in good circumstances, it can help the 
health worker follow up on seriously needy cast,: It cail be the basis for supervision as well 
when supervisor and health worker together visii a r>;:at.!2 of houses and ask key questions, 
discuss problems and constraints. 

There is nothing magical about 100% .'-&::\ratk ixl.urban slums, people move in, 
out, and around too much; whole houschola: I. !..-:ngc i k : r  ifidividual census (sometimes 
illicitly) by the week, by the day. In excepiianiii!:i r*-:i.,r:t.e areas, 100% registration may 
require enormous effort, when 50 or 60% o* t? , : : i ;  kc:  might be more feasible and 
productive. Nor is theft a need for every sh$e i ; ? r ~ , ~ v m l ~ ~ ~ ~ . .  of the program to be contained 
on the roster. Both worker and family may t e  .iw :+.i;!:?d by the effort. Better to track 
il few key items well. 

' , 

Neither is there anything magical about monr.hly visits. Data can be updated 
considerably less often and still be effective for channeling and identifying higher-risk 
persons. Major changes in behavior and outcomcs don't occur monthly - usually only 
over one or more years - so monthly tracking is wasteful. Mini-surveys to check progress 
and quality of work can be done through the supervisory system (if designed properly, the 
results of a number of supervisory visits can be bui l t  up to the Lot Quality Assurance 
Sampling scheme to give some statistical and trend parameters, see attached materials on 
LQAS). 

. \ 
A second kind of information system seeks to aggregate all the individual household 

data into multiple reports, with statistical manipulation by different variables. It is thought 
this is needed for reporting to donors, for tracking overall progress, for research. The recent 
evidence from the London School of Hygiene and Tropical Medicine (attached), and 
evidence from SCF's own internal and external Child Survival Project reviews is that the 
carefully designed sample survey is the better tool. In a sample survey, the questions asked 



are the key ones, the data are gathered more complelely and more accurately, and a direct 
correlation with qualitative data may be made. 

It is this second information system - whether obtained from the aggregate of local 
rosters or the results of surveys - that is usually computerized for easier handling of a lot 
of data. Whatever their source, the reports should be limited to "hard" indicators such as 
births and deaths, immunizations, and management information. It is a wasteful use of the 
computer and its programmers to be tracking routine service statistics such as the number 
of antenatal visits, each child's weight by month, or which women missed three menstrual 
periods: all the "soft" indicators. 

Tracking household data by computerization of field reports is thought useful for 
research. The experience at SCF/B has not been positive in this regard (see ~apendix  2). 
To do good research means setting up a hypothesis and a suitable research design berote 
getting the dnta; and even then it's tough to do correctly. An NCIO is not a tese~rch 
orgunization and its field efforts are not designed for research (although understanding and 
clmge of social processes can be researched with much less rigidity of design). 

The information system can track overall progress in mortality rates, family planning 
uptake, nutritional status (as can sample surveys and retrospective mortaliiy measurement' 
techniques well known to demographers), but the NGO should not attempt to assess the 
differentia! impacts of interventions, singly and multiply. It's a swamp and everyone quarrels 
over the results anyway. 

E. The SCF Model of Development 

Both SCF/Nepa! and ~ ~ ~ i ~ a n ~ l a d e s h  are pursuing models of development that 
reflect their commitment to the poorest of the poor, and in particular the women of that 
group. Both Offices believe that strengthening of a woman's self-esteem and confidence 
through the solidarity and support of a group, is the main aim of their work; income 
generation and savings are means to that end, not ends themselves (although much income- 
generating activity goes on). SCF/Nepal uses non-formal education as the hook, 
SCF/Bangladesh uses Savings Groups. This model is different than one that makes 
economic development of the larger community the end result, using credit, mass 
employment, infrastructure development. This model tends to favor the industrious or 
sllreildy well-placed, and anticipates local "trickle-down." 

SCF has chosen the former model over the latter. That is the strategic choice, 
congruent with SCF's overall philosophy. Both Offices should now do their best to 
document that over time women in these groups can achieve personal power and group 
leverage just by membership and small income generation. Both Offices will need to worry 
about two things: First, whether the field staff can let go of the groups, and when (being 
a kindly patron is too tempting; I also wonder if sponsorship delays letting go). Second, 
when do limitations of marketing and sales, competition from.others doing the same income- .. 
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generating activitks, and business failure become factors - and how docs one anticiput~ 
tbcm? 1 

F. Joint Activities Between the Two OZfrces 
L 

Your greatest strength is solidarity, and your greatest leverage is learning from each 
' other. I propose that a senior management person and a senior sector p'erson (in rotation) 

from each Office meet quarterly, alternating Kathmandu and Dhaka as venues. At each 
+ site, more of the host Office staff can join in, Use the meetings to show-and-tell, but then 

also to "put on the other person's shoes": that is, a joint problem-solving and brainstorming 
session. Your intellectual isolation will be reduced, you will be sharing experiences and 
problems with non-threatening colleagu~ (siblings, really), you may even figure out joint 
activities. Perhaps once a year you might invite staff from Indonesia, the Philippines, 
Vietnam to join in. 

Both Offices will receive this full report and each is invited to borrow 
recommendations meant for the other. 



A. Plnnnlng and Targets 

1.  Move awayfiotlt rlur~retic outputs by available budget ar the ttrah !om of pla~uri~~g, 
urrd to~wtrlJ priorfry platt~ritrg, # 

Currently the field s~af f  takes the money allocated to each sector (done by some 
process not known to me), figures out all the activities that are being done (elther dictated 
by the outside grant, or by tradilion), and costs out some level per activity that will absorb 
the money: so many cows de-wormed, so many trees, planted. This process makes sure the 
money is allocated to'the various sectors but is not determined by curre* need or 
eyidemlologic basis, or so it seems to an outslder, In this way, the status quo is locked in 
and piece-meal thinking is encouraged. The budget is driving the plan. Part of the 
problem, I believe, is that the senior staff are exhausted from the long travel; the regionnl 
sessions are too brief and too driven to be called planning. 

1 propose you take much more time on planning. Ignore the budget and decide on 
priorities first. Rank the priorities by some combination of importance aryl need, what is, 
echievable, and passion about the subject. Cost out the activities to achieve each priority 
(being careful to be efficient, of course). The budget is then what it should be, o financial 
description of the plan. Then'see how much money is available and begin to "spend" i t  by 
going down the priority list. If you've run out of money by priority #5, only the first four 
gel done. There will, of course, be a lot of renegotiation on priorities and how to get them 
done for less money, but that's the purpose of this exercise, a variant of "zero-based 
budgeting." 

I am talking about priorities, and about activities and resources to accomplish the 
priorities. Targets are set from a combination of what you believe needs to be 
accomplished, and what you think you can occornplish. At each planning cycle - six-monthly, 
tlrlnually - you review your progress and assumptions. It simply makes no sense to set, or 
have set for you by someone else, a long-term numeric target (80% vaccination coverage, 
for instance) without first understanding its implications for your program. Most anyone can 
achieve a target by hook (or by crook), but perhaps its sustainability has not been anchored: 
or you have put so much effort into reaching this number, other priorities suffer; or the staff 
burrts out. 

Knowing your staff, there will never be the problem that someone "sets the target too .. 
low" to be easy to achieve. But achievetrtent of the target is not what the work and staff are 
to be evaluated on. Rather it is the quality and integrity of the planning, how resources 
were deployed and managed, the creative ways of doing the work, the ability to self-evaluate 
and change direction when needed, and the continuing relevance of the work to the people 
served. This is much more intense managerially, needs much more problem-solving 
supervision, is too dependent on local thinking and creativeness. This is why big 



bureaucracies prefer rigid targets and procedures that can be imposed, standardized, and , 
audited, 

L 

2. Negotiating an NGO perspective wit11 USAlD alrd orlrer n~ul~ilateral6urcuucrucies. 

This is an agency-wide issue and the first people to negotiate with are In Westport. 
They ought to be keenly sensitive to what their field staff - the heart of the organization - 
is saying. If the headquarters staff is too intent on generating funds from USAID, and also 
unwilling to negotiate serious changes to reflect how SCF conducts a project, there will bc 
continued frustration and some predictable consequences. 

But until proved otherwise, let's assume that people at USAID and other agencies 
are willing to listen to a good case for how a project should be conducted, and willing to 
accept how objectives and targets are reset and re-evaluated (the ostensible purpose of the 
DIP). 

(I have recently watched a brilliant poker game played here against the World Bank 
by a quasi-NGO for very big stakes. The WB threw in its cards. The quasi-NGO could take 
the tough but crucial stance because they knew their bottom line, which was that their 
integrity was worth more than any funding. The WB, on the other hand, needed the project. 
I recommend to SCFINepal staff a book called: Getting to Yes. Negotiating Agreerrlerlt 
Willrout Givitlg 111, by Roger Fisher and William Ury (Houghton Mifflin, 1981). 

It is my impression that projects funded by local USAID mission may be more 
flexible, an approach worth exploring. 

B. Going to Scale 

1 .  AlDS and reproductive 11 ealtlr . 
You are already contemplating this with respect to extending services in Gorkha, and 

doing STDIAlDS work in many districts of the country. The model of doing a focussed 
piece-of work over a wide geographic area is unusual for SCF. I propose you use CS VIIl 
as the vehicle, and supplement the funds where USAID will not cover certain activities. 
STD treatment, condom promotion and use, anthropologic and epidemiologic work to track 
routes of transmission, documentation and advocacy are the most important steps. You may 
invent new ones as you learn, Sensitizing your own staff to AIDS and sexual matters is a 
crucial first step. 
\ 

I suggest you contact Cynthia Myntti, health program officer at the Ford Foundatiou 
in Jakarta. She has sponsored some very interesting research through the Indonesian 
Epidemiology Network on potential routes of AIDS transmission in Indonesia, and a 
conference was held recently to present the data. The topics and approaches, and how the 
data were used to sensitize officials, may be of interest to you. 



2. Models for MCH outreacli clidcs, 

HMO intends to establish sub-health posts wltli a strong emphasis on ou~reach clinics, 
to be held periodically in each ward. The model is so dependent on the copacity of 
government to pay workers to travel, on the ability of village health workers and the new 
cadre of rnaternal/child health workers to get about with all the promlsed supplies, on 
village volunteers supposed to visit all their households. SCF can make it work but with too 
many staff to be realistically even replicable, much less sustainable. 

You will therefore need to experiment with different operational efficiencies, 
beginning with how to run a mobile clinic with two to three persons. 

6 

a. I favor dropping the growth monitoring exercise, altogether: it hasn't worked in 
most places, least of all in Nepal. There are alternative approaches: 

\ - mid-upper arm circumference measurement (good for children 1-4 years); 

- a single weight at six months used as a predictive measure; 

- a high-risk profile with any of the following: a serious current illness; displacement 
by a younger sibling (or one coming), particularly lor girls; failure to be vaccinated. 

One can make the argument that a few interventions done well will have an impact 
on average nutrition, such as measles vaccination, vitamin A (perhaps also to breast-feeding 
mothers), ORS, and birth spacing. Some children will inevitably fall between the cracks, but 
my opinion is that growth monitoring is such an intensive effort that less attention is paid 
to the crucial interventions; the old saw applies: 'The best is the enemy of the good." 

b. I also favor dropping the time-consuming and dreary "nutrition education." People 
don't hear it - they're either too poor to get the necessary foods, or unused to recipes such 
as sar.lro!!ortr spitto; or some other reason (which should be relearchid). If I had to pick a 
single "nutrition lesson" it would be to add oil to a child's normal diet, to give liquidy rice 
gruel with a bit of salt for diarrhea in the weaned child, and to continue breast feeding for 
as long as possible. True, the poorest families can't afford oil, and that says a lot about 
where the health problems lie. I would pose this problem to the staff in a brain-storming 
session and provide friendly gifts for interesting and testable ideas. I have three here 
already and will be happy to send them along after the staff have developed theirs. 

New data, incidentally, suggest that introducing weaning food at four months simply 
replaces the calories not given in breast-feeding. Six months is probably a safer time to 
introduce weaning foods. Weaning foods are notoriously contaminated; an argument can 
be made - but has not yet been made in polite circles - that weaning in malnourished 
children should be held off until one year of age. (See Briend A, Bari A. "Breast fixding 



improves survival, but not nutritional status, of 12-35 months old children in ru ru l  , , 

Bunglndesh." Europeart Jountal of Clitticai Nutri~iort 1989; 43: 603-08, Also see Tcclrrricd 
Litc~wtirre Update, Vol, V ,  No, 3, 1990, PRITECH, Arlington VA. for discussion of the a 

issue.) 

c. I would definitely drop activities that have little impact, Antenatal care to detect ' 
the imminently dangerous pregnancy, for examplc, is useless when blood banking, caesarian 
sections, affordable and gentle transport are not immediately available. Research on this 
point was done by Gretchen Berggren in Ghana, and others8as well. 

Preventing the anemia of pregnancy with iron and folate supplements has a probable 
p o d  impact on reducing the risk of' death from hemorrhage and other post-natal 
complicntions. This assumes that a steady supply is available to all pregnant women since 
anemia is so wide-spread and one cannot detect which woman will have the bad outcome. 

You should try, in any case, to get evidence from your own program to determine 
what grntenatal care has accomplished. I may be proved incorrect in my judgement. Have 
you records of high-risk pregnancies detected and referred, and with what outcomes? Have 
you evidence of pregnancies rlrat becarne cor~~plicated but were /lot detected though a visit 
was made? Or detected but the referral service was inadequate or not used? With 
standard statistical methods (2x2 analyses, calculations of sensitivity, specificity, positive 
predictive value), you will then be best able to judge if the activity is worthwhile or not. 

Attached to this report is a copy of a recent summary of the evidence for antenatill 
care. 

d. One efficiency is to put more "M" into the MCH clinic, considering all female 
persons above the age of 12 who bring children as candidates for preventive and curative 
cure. This will include older sisters, non-pregnant mothers, and pregnant women. Each visit 
is an opportunity to give tetanus toxoid (no number of doses is "too much" for TT), vitamin 
A (so that when breast feeding does take place, her stores are increased), iron and folate, 
among several possibilities. 

e. If village volunteers arc to succeed, they need some stimulus: a competition for 
sending in the most kids for vaccination, and for most kids completing the course on time. 
Busic rosters can be kept by the volunteers with carbonized copies for the mobile clinic 
conrnrittee. 

\ f. Once you have learned how to work at the margin of razor-thin efficiency, perhaps 
u course for health workers - "Where there are no doctors and no supplies either" - might 
remove the learned helplessness of HMG health workers. 



8. ' l o  supporl lllc cl~llrcs, 1 wuulcl try rursc lurlcls by IJcalJlg uc ,s ul lc ttlol c 
clinics und charge for non-essential drup, I think charging for the growth card is probuhly 
reducing access of the poorest (this can be researched), 

h. A full-tlme person working on clinic design would be a help, but makc everyone 
a purt of the quest by an idea-rewards system. 

3. Scaling up In agriculrure. 

Although agriculture 1s not my area, since you taught me a lot I was wondering if one 
can scale up here too: Can orchards, identified by you as the most solid activity, be linked 
up with commercial seed suppliers and marketers? Can SCF become HMG's contract 
agricultural extension agency? 

In both health and agriculture, you might try for extra leverage by getting the most 
successful mothers or farmers to act as heulth deliverers and extension agehis to their 
neighbors. The model I have in mind is the farmer-trainers of Indonesia's Integrated Pest 
Management Program. A visit there could be instructive. 

C. The Health Information System 

1. An HIS must be designed based on local needs and variations rather than a 
generalized tool serving upper echelon needs, Since you have already invexted in the SCF, 
standard HIS in Siraha, I would continue with it. You then will have a tlseful comparison 
to be made with Nuakot where I propose you design a minimal system serving the target 
groups (see under the generic issues section) with sample surveys to report on outcome 
indicators. You will be able to compare costs, effort, accuracy, and utility of the two 
met hods. 

2. Manual rosters can be done simply. I recommend a one-page roster with a 
carbonized copy for the Kathmandu office (for computer entry) with only the critical, 
countable items such as: births, deaths, immunizations, family planning, and economic 
classification. One should avoid transcribing from one manual form to another, or breaking 
up rosters by topic as you only create errors and lose data. 

3. 1 recommend that when a death occurs to a child or woman of reproductive age, 
the worker responsible for learning about the event informs her/his superior immediately 
and a knowledgeable team establishes a reasonable cause of death (see the various protocols 
for Verbal Autopsies). The death is then discussed with those persons in the community 
for whom such information would be compelling: elders, local politicians, local health 
workers, to see what lessons can be learned but not to apportion blame. That's not easy to 
do, but I am thinking that problem-solving returns much more control over health issues to 
ordinary citizens who are mostly passive recipients of health care. 



4, It's time to introduce rapid assessment techniques such as the "lndirect Rruss , 
Tecl~nique" to estimate mortality of under-twos (as modified by Hill), rapid anthropologic " 
assessments ("RAP"), thc 75-Household survey for imrnunizrrtion, ORS and FP use (sculed 
down for Nepal, perhaps), the WHO cluster-sample survey, supervisory check lists, and Lot 
Quulity Assurance Sampling (LQAS), Attached is material on LQAS, You will need some 
etrrtistical help in sampling for most of these techniques but this should be locally available, 

b 

As you know, Save the Children Federation has recently issued a manual on rural 
participatory appraisal. This new and relatively undocumented. technique recruits the people 
on the receiving end of services to be an integral part of the evaluation and needs 
assessment, perhaps even the leading part. The philosophy of t h ~  technique stresses 
"pprticipatory," and therefore it is not to be used as another soft-sell of outsider's agendas. 
1 personally object to the qualifier term "rapid," as i t  suggests the outsider$' timetable and 
not the villagers'. 

Focus groups are just one method among many and can help detect the obstacles and 
constraints people face in getting healthy, and to explore possible ~olutions. We have 
borrowed the technique from advertising where focus groups are used simply to design the 
next message (employed to great effect in our recebd political campaign). I think this is the 
wrong use for those committed to community develrnrnent. Focus groups organized by SCF 
ought to be self-discovery sessions and problern-solving. In the advertisers' use of focus 
groups, they bring together strangers from a single stratum of society or profession: so 
people won't influence each other, and the flow of information is strictly upwards; the 
organizers run with the data. In the community organizers' way, focus groups bring together 
people who do know each other and who can solve problems together: out of solidarity if 
a single stratum is represented, or out of negotiation if more than one stratum. The flow 
of information is inward, the organizers are facilitators, and the data arc shared. 

Everything said in thc paragraph preceding applies to discussion groups with HMG 
health workers; 1 encourage SCF/Nepal to co~duct some of these, and document the results. 

U. Eamily Planning 

1, Except for birth-spacing, I recommend SCF/Nepal de-emphasize its family 
planning efforts, There is already too much on your plate. I was not convinced by the data 
from CS 111 that much had been accomplished by the social marketing and private sector 
sales approaches, beyond the predictable increase in awareness (which may be nothing more 

. than repeating back what you've heard). This is no criticism of SCF/Nepal as the major 
,effort in contracepiive social marketing through the private sector has also had scant success 

in the rural areas where you are committed to work. 

The need is undoubtedly great, but so are the obstacles, and not much has been 
achieved in Nepal except through vasectomy camps. For SCF to be involved in any 
substantial way is to suppose a comparative advantage of your program and staff over 



oll~ers, wl~ett~er 111 logrsi~cs, selvrce ucilvely, or promotion. Uriless you intend to do family 
plunliing as your principal activity and recruit a lull  runge of knowledgeable stuff, I cullnut 
aee the utility of SCF/N involvement. 

2. SCF/Nepal may justifiably claim expertness in community organization around 
speclfic activities, and development of savings groups, The linkage between tree-planting, 
say, or formation of women's savings groups, and Increased use of contraception (as shown 
In the grant application to Hewlett) is a distant hope and entirely unproved, In any case, 
one ought not to be mixing the two, especially not as a hidden agenda. 

3. SCF/Nepal's undoubted success with village theater, however, may be as good and 
complete a role In promoting family planning as any. In such an effort you wlll also not find 
11 necessary to establish targets, an exceedingly positive event. You will, however, need to 
link up with a service provider In the event that demand Is Increased, And you wlll want 
to monitor the servjce delivery to be sure it  is respectful and safe. 

L 

4. It would be useful for SCF/N to use the participatory appraisal to explore issuei 
of family planning, if you recognize that communities are not monolithic and processes of 
negotiation over such a sensitive topic must go on within the communities themselves, 

E. Research 
. . 

1. Origins of research questions 

During planning exercises, there ought to be some time set aside for research 
questions. They come from the daily observations of field workers, from conversations with 
villagers, from updated information on health and development issues sent to you from 
Westport, or Dhaka, Manila, Jakarta. They seldom should be driven by the lure of a grant, 
and almost never when proposed by an outside agency wanting your cooperation. 

2. Researchers 

Those persons with time and expertise to design research and carry it out should be 
drawn from the pool of knowledgeable people in Nepal, including your own staff if they can 
be freed up for some sf their time. Outside persons should have no line authority, should 
not act as supervisors or consultants on programmatic issues. 

3. Choice of research topics 

The research question should be entirely relevant to your own needs, kept as simple 
nnd brief as possible, the results turned around in no more than three months, I personally 
favor the type of research done by social scientists who try to dkcover the in-depth and 
often obscure reasons why things work or not. Standard KAP research is quite nearly 
useless (and this is well-documented in Nepal by Lynn Bennett and others). 1 also like 



simple operations research: you observe certain indicators, you make some change in the a 

way something operates that should impact on those indicators, you measure the indicators 
again. In such research I would favor less stringent levels of statistical significance: P 0.1 
means the odds are 10 to 1 the change is not by chance alone. If you examine one or three 
indicators at most, these aren't bad odds, 

4. Documentation 

Some research will be good enough to publish in international, peer-reviewed 
journals but those will be unusual. Publication, however, should not be the driving rationale 
behind research. If you chose the topic wisely, all information will bc useful within SCF and 
within Nepal. Results should be well-written and presented to interested groups. 

Some of what you discover in the course of monitoring and evaluation will definitely -. 
warrant presentation. 

F. Miscellaneous 

1. Leverage your work with other NGOs. 

Try to pool resources and activities with other NGOs in the districts you are working 
in. Hold annual colloquia to exchange experiences, invent new ideas. Spin off local NGOs 
where you are phasing out, but be ready to provide intermittent technical assistance. 

2. Try ORS for animals. 

It works: chickens, goats, buffalo, sheep, etc., and where the animal is the farmer's 
savings account, it may bring wider benefits. 

3. Prepare for hunger, famine and disaster. 
r- 

I am partial to food or money for work for infrastructure that will help the larger 
community (bridges, roads, embankments) particularly when there are near-famini: 
conditions. The time to begin is well before the famine, before the loss of income or rise 
in commodity prices presage hunger. 

Train up your staff for disaster relief, if not already done. Rapid assessment 
. techniques for impending famine are well known and should be used when everyone knows 

a problem is looming. 

4. Non-jom~al education - a tool in its own right? 

Is non-formal education itself sufficient to create change in people's lives (and how 
much), or are larger structural changes also necessary? This question also derives from the 



discussion in the generic issues section on SCF's model of development. I propose you 
continue the good research conducted by Mr. Bhatta, and follow up those groups that have 
been around for a long while: what has happened to the individuals, their children. Do a 
matched case-control analysis to compare to people who were not in NFE groups (from 
some village where the NFE was never offered). 



1V- for SCF/Bannlndesh 

A, Programs and Policies 

1. Phasing out 
a 

During the phaseout from an area, or letting go of mature womens' savlngs groups 
'(WSGs), it is still important that scme safety net be available; either in the form of the 
group joining an indigenous NGO network (Grameen, BRAC, among others), or in 
Intermittent technjcal assistance from SCF. The WSG should, of course, have the most to ' 

say in the matter. 

Endowment funds for tuition might be set up as part of the phaseout. 

I would aim at putting all SCF work into Nasirnagar, expanding as much as possible. 
Here you have few other NGOs, little government service, the need is great, your experience 
solid. 

2. Womens' savings groups 

WSG discussions may usefully turn to issues of gender and power relationships. I am 
assuming here that such consciousness-raising is acceptable in rural Bangladeshi society, and 
that women will have support for the risks entailed. What are the experiences of others in 
Bangladesh? 

I am impressed that work with adolescent and pre-adolescent girls offers great 
possibilities for Bangladesh development in the near-term. In your areas, even having a 
WSG member's daughter who can read and write be the group bookkeeper-cum-secretary 
would be aa interesting thing to try. 

Leverage for the WSGs might be achieved by getting groups of them together, or at 
lens1 getting the leaders together (you've done this once), and by using successful groups' 
more outgoing members provide stimulus and technical assistance to newly forming groups. 
One always wonders if this isn't a western rnind-set, but so many other myths about what 
Bangladeshi women couldn't or wouldn't be allowed to do have been exploded in recent 
years. 

Can the range of income-generating activities be expanded,or are you confident the 
' current range is sufficient? 

\ 

3. Raising local funds and resources 

SCF is good at tapping into philanthropy. It is time to see how this can be done in 
Bangladesh. Perhaps others have thought of the idea and have experiences to share. I 



II nm partial to infrastructure development that helps everyone: bridges, ronds, 
embankments; especially when it provides employment locally, It certainly is most 
appreciated by the power elites, not a bad thing. 

U. Health Interventions With the Greatest Need and Potential for Sustainability 

1. Family planning is your best bet to lower maternal mortality and improve child 
health. Family planning acceptance is remarkably on the rise in Bangladesh and this is the 
best time Lo be deeply involved. With the density of your population and intensity of vjsitn 
you are In a good position to promote and supply contraceptlon'in e respectful and safe way, 
with regular follow-up for support and information. I suggest you visit the MCH service 
areu of Matlab managed by ICDDR,B to see how they operate. 

2. Therese Blanchet's data suggest a maternal mortality ratio of nearly 1 lb0/100,000 
live births, and maternal mortality rate of 160/100,000 women ages I$-44, despite your long- 
term presence in the areas, Antenatal care to detect the imminently dangerous pregnancy, 
for example, is virtually useless when blood banking, caesarian sections, affordable and 
gentle transport are not immediately available. Research on this point was done by 
Gretchen Berggren in Ghana, and others as well. 

Preventing the anemia of pregnancy with iron and folate supplementi has a probable' 
good impact on reducing the risk of death from hemorrhage and other post-natal 
complications. This assumes that a steady supply is available to all pregnant women since 
anemia is so wide-spread and one cannot detect which woman will have the bad outcome. 
Ideally, one would want to prevent anemia before a pregnancy begins. An experiment worth 
trying is to supply iron tablets along with oral contraceptives; I believe the Population 
Council in Gulshan will have data on such an approach. 

You should try to document what antenatal care has accomplished in your own 
program. Locate the records of high-risk pregnancies detected and referred, and determine 
their outcomes. Have you evidence of pregnancies that becarne corrlplicated but were /tot 
detected though a visit was made? Or detected but the referral service was inadequate or 
not used? 

3. 1 propose a women's reproductive health clinic. Treatment of STDs, prolapsed 
uteri, vaginitis, etc, may be an excellent entry point for women's health and well-being in 
general, as well as for family planning and identifying groups at risk for AfDS. It should he 
operated by a family health,worker or someone of that background. 

4.1 propose teaching WSGs how to do mid-upper arm circumference measurements 
using graded-size bangles (14.5, 13.5, 12.5 cm). This is much more likely to work tl~an the 



scale and growth chart, and puts the power of diagnosis in the mothers' handr. Then the . 
groups should discuss among themselves what can be done to help the individual faltering 
child. The evidence increases that between-illness feeding to promote catch-up growth is 
cruciiil, a$ is gustaincd breast-feeding, This applies to girls more than boys (see clttachcd 
abstract by Vincent Fauveau), @ 

5. Directly linked to health is woman's daily labor and energy expenditure. 
AHRTAO in London, and others, have put a lot of thought into labor-saving devices for 
household use, perhaps some will be cherished by women if made known to them. Perhaps 
their manufacture could be another income-generating idea. 

6. Vitamin A supplementation, tetanus toxoid, measles vaccination, ORT for diarrhea 
(with antibiotics for dysentery) 

1 suggest these four activities have the longest-term payoff for maternal and child 
health. 

Vitamin A supplemen~ation for breast-feeding mothers is worth a try. ICDDR,B has 
recent evidence on this (speak to Dilip Mahalanabis). 

7. If you limited yourself to this potent package of interventions (1-6) a lot would be 
accomplished. They become sustainable when people realiqe their benefits and demand 
them of the authorities. Along with service delivery of these interventions, SCF/B should 
be raising the awareness of the village leaders to their importance and what they specifically 
do: why should a man lose his wife and children to ill health or death when it is avoidable? 
They will all recognize that small pox was once considered inevitable. The WSGs should 
also be thoroughly familiar with these interventions. It is important that everyone 
understand what each intervention actually does; the problem with EPI is that there is scant 
awareness of what BCG or DPT actually accomplish, 

I propose at the same time that you divest yourselves of the more traditional, 
unp'roved or inefficient interventions, such as growth monitoring, routine antenatal care, 
primary health care clinic (see below), so as to become more efficient and focussed. 

C. Operations 

1. ICDDR, B is experimenting with leaner staff for wider coverage. They cite a 

\ 
figure of one family planning worker for 800 couples seen quarterly. You will need to 
rethink your own design as you expand your area. 

2. ICDDR,B has also developed a FPW diary .to augment the straight data-roster. 
This helps greatly in supervision, worth looking at. Supervision every quarter will be 
adequate to check the quality of work and coverage. 



3. 1 would drop the "primary health care clinic." It is little more than a dispensary s o  

~noslly for odul~s with non-serious complaints, tokes up your resources and energies, und 
conipetes with local sources of dispensary-type care. If you need to, help your loyal health 
asdstunts setup fn thelr own local practice. Some will stay, some not, 

1). Health Information System 

1.11 is tlme to put the value of your decade-worth of data to test. I propose you enlist 
the interest of ICDDR,B who can compare it to the Matlab data gathered over the same 
time period. 

2. The manual rosters can be simplified. I recommend a one-page roper with a 
carbonized copy for the Dhaka office (for computer entry) with only the crftical, countable 
items such as: births, deaths, immunizations, family planning, and economic classification. 
You don't need all the varlous topical forms you now have, and every tlme transcrlptlon Is 
made from one form to another, you create errors and lose data. 

3. I recommend that when a death occurs to a child or woman of reproductive age, 
the worker responsible for learning about the went informs her/his superi-or immediately 
and a knowledgeable team establishes a reasonable cause of death (see the various protocols' 
for Verbal Autopsies)., The death is then discussed with community groups: WSGs, elders, 
health workers, to see what lessons can be learned, not to apportion blame. That's not easy 
to do, but I am thinking that problem-solving returns much more control over health issues 
to ordinary citizens who are mostly passive recipients of health care. t notice that childhood 
accidents are a major cause of death, surely an important topic for families to consider. 

E. Research 

1. An estimate of neonatal, infant, and child mortalities should be continued by 
location and updated. Some refinements might be interesting: perinatal outcomes by the 
trimester of pregnancy where Ramadan fell; a review of neonatal deaths by the life-day on 
which it occurred, displayed over the years and compared to TI2 coverage would be '. 
informative; compare stillbirth and perinatal death reports over the years (1 suspect the 
former is more properly classified as the latter as health workers get more familiar with 
their work). See if ICDDR,B has already looked at such information. 

2. I suggest you review the literature on eclampsia, a disease disproportionately 
afflicting malnourished women. Is a deficiency of potassium or trace element thought to be 

. a key? It would be worth doing careful nutrient-intake studies on pregnant women in 
different trimesters; but I'm sure this has been done although perhaps not recently. 

3. A thorough social-scientific study of mature WSGs would be instructive: what has 
happened to each member, her sense of herself, her daughters; what has happened to the 
group. Perhaps profiles of successful and unsuccessful groups can be drawn. 



22 . 
4. Enlist ICDDR,B to help design some of these researches; the benefit to them 

would be a widened tcope of jointly funded research, especially for their younller staff, 
BRAC and ICDDR,B have recently concluded such an agreement in the Motlab areu. # 

ICPDR,B may also be interested to help you review your accumulated data base, 
particularly to compare to Matlab. John Hagaa thought thls a good idea. 

5.1 suggest you sponsor a major colloquium on sustainable development, bring in 
some outside stars to attract tho Bangladeshi stars. Have a lot of panels to exchange ideas, 
network. Perhaps Ford Foundation would find this idea attractive. It would establish you 
as the serlous players you really are. 

' 



Appendix 8. 

FOCUS GROUP QUESTIONS 

QUIDELINES/PROCESS OF DOCUMENTING FINDINOS 

SAVE:CSP EVALUATION 

w: FBD 
What health services are provided in your Community? 
How long have you been a member of WSG? 
What role does WSB play in promoting CS interventions? 
Do the services provide/services community health needs? 
Has the health of the children/women of the community 
improved? 
What can the community do to ensure the continuance of these 
services? 
Perception of usefulness of utility of FW 
Whether they disseminate health care knowledge to others & 
how. 
Link between WSG between GOR/NGO facilities and others 
Any changes (M.C. behavior) in their own family 

VILLAGE COMMITTEE ( F G D )  

What are your roles/responsibilities as VC member? 
How much time do your spend as a member? How? 
Will you continue, after the project phases out? Why? What 
%ill keep you continue working? 
When was the last time you met (as VC)? What di.d you discuss? 
Do you perceive that. CS activities are effecting in meeting 
current health needs? Met previous needs? 
What activities do you want to be sustained? 
What resources can community contribute to ensure activities 
continue after SAVE phases out? 
What other problems you see within the community that your 
want to be addressed? 

o Are the objectives were designed and realistic (Doc. Review)? 
o Were BLS used to design objectives & strategies (doc. review 

& interview key informants)? 
o How useful was the MTE? 
o How useful was the KAP survey? 
o Are the workplan realistic & technically adequate (Doc. 

review)? 
o Are the program tech. & administrative procedures in writing 

and widely distributed among program staff? (instructed 
interview with key informants) 

o Does the BFO staff & I A  staff participate in planning of 
activities? (interview) 



o Doss the program etrategy on community perticipatxe roal.istic 
(Doc. review & interview) 

o Is there sharing of experiencea/CSP operat ions between SAVE C 
others? (interview key informants) 

o Role of donors in planning, operating (IA) and finding the 
program (Doc. review, interview key informants) 

o Do the staff know what is the purpose and importance of 
his/her work? (interview) 

o Is the job description in agreement with the obj. of the 
program. (Doc. review & interview) 

o Are the training provided in agreement with the JD? (doc. 
review & interview) 

o Is the current level of knowledge & skill satisfactory to the 
program standards/requirement? (assess KtS, interview) 

o Do the field supervisors know about the FW's assignments? 
(interview) 

o What is IA staff turnover ratc? (doc. review & interview) 
o Relotjonship of IA & COB and how they coordinate? 

IA Lelve, FW's 

Does the FW know what is the purpose k importance of his/her 
work? (interview a few FWs) 
Is JD in agreement with the obJ. of the program? (doc. review 
& interview) 
Is the Trg. provided in agreement with JD? (DR.) 
How frequent are the visits of supervisors to FW's 
Docs the. Sup. offer trg. and support during his/her visits to 
FV's? (intervj ew Few/semplc) 
Are the incentives offered enough to motivate him/her during 
his/her work? (interview) 
Turn over rate of FW's? Reasons? 
Ilow FW's perceive that the CS activities continue after SAVE'S 
phase out? 

TRAINING & TECH. ASSISTANCE 

o What formal training have the staff (at different levels) 
received/attended since the beginning of the project? (doc. 
review/interview key informants at BFO) 

o Did these trg. fulfill the staff needs? (doc. review & 
interview key informants) 

o What Consultancies BFOtIA'st~ield Staff received since 
beginning? - frequencies, topics, trg. (doc. review, interview 
key informants) at BFO, IA. 



* 
#VlOQUY O I  PROORBE8 TOWARP AQII- OY PROJECT OBJECTIVES 

Objeotives By Hay 1989 program organizer8 (PC, AFC, M m C / M A )  and a volunteer foroe 
w i l l  be Ln plaoe i n  t h e  new program aream, enabling the  organization and 
impluoentation of CS activitiem. 

PMIS Data 
up t o  6/90 (HTE) 
By Oat. *88 rC ,  mC 
Q WCEPC/IU wera i n  
t h e  metendad 
villaqam of 
Ookama Union, 
Naa irn8g.r Impact 
arma. A group of 
volunteerr were 
almo ident i f ied ,  
t ra ined and 
u t i l i z e d  by Decc- 
anbar, 1988. 

Sincm Nov.'89 one 
EPI coordinator 
m d  one MA ha8 
been working i n  
t h a  nrtmndmd 
vill8g.m of Kundr 
Union, Narirnagrr 
*act area. In 
June, 1990, 2 
Corn. D ~ v .  
Organiterr joined 
t h e  team. 

Up t o  6/92 
IAX, IACt  PC, WPCf 
QIO(XCrl)r CETO(PBC)I NMWI 
CDO, CDC E v i l l a g ~  CS, 
workarm (PDWIMT) warm 
i n  place i n  old v i l l age  
of %u,nda and aokrm8 
union and a l so  i n  t h e  
axtendad vi l lager  of thm 
2 unionr. 

IANI IAC, CDCI CHO(PHC)I 
CHO(MCEI), arm i n  placm 
i n  extended vi l l rgeo of 
Gokarna G Kunda. 

t 

Up t o  6/93 ( ~ b )  
IAX, IAC, BC, CflO(WCB)f 
CDC, CDO ~ r d  P u ~ i l y  
Hmalth Volunteer# (MI 
wera plaamd i n  4 
villagem of Rurguni.88 
old 5 vi l lager  of Kunda 
Gokarna union, and 
extended new v i l lager  of 
Nasirnager. 

Tam of IAM, IAC, .?Cp 
Coo, CDC, mo(uc11). u a  
i n  place i n  old  CS N 
area and new extended 
villagem of Xunda and 
Gokrrna and nawly 
expanmion u e a .  

Objectivmt By June 1989 Streamline t h e  a i m t i n g  program PI.nag.mmnt rhd informstion 
rymt.m mo t h a t  the  information flow i r  e f f i c i e n t  and extend t h e  
otreamlinmd 
enrolled. 

PMIS Data 
U p  t o  6/90 (MTE) 

By Aprile89, t h e  
PnIS war 
atraunliaed; 
fnfommtion f lok  
bacame r e g u l u .  
I n  Junoe89 v i t a l  
mtatimticm of 1st 
phaae u t e n d a d  
rillagam wore 
updated md 
chaagem 
cacaputari zed. 

? d l y  mrol.lmant 
and murvey i n  the  
r i l l r g e o  under 2nd 
phase of extanmion 
in Xunda C Gokunr 
Union m going 
on. 

mymtem t o  cover t h e  expanded area am now f.milio# u e  

Achiav.ment Bared on 

Up t o  6292 Up t o  6/93 (NQ) . a 

Information of t h e  Cont inumd . 
urcwded new v i l lager  / 
wmrm computerized and 
updated regularly. . 

Updating of family Continued. 
enrollmant and mummy of 
newly extended gillagem 
done. 



Objaofive: By A u g u r t  1989 organize groupr i n  the  oommunitiar i n  naw program r ra ra  
whiah provida muparvirion and rupgort i n  tha health workmrr a r  well am a . 
forum for  health data fmmdbaak/rotivitier. . 

Aohiavmmant Bammd on 
0 

PMIB Pato 
Up t o  6/90 (KTE) Up t o  6/92 Up t o  6/93 (NCE) 

a Woman aaving'r 9 1  (new axt. v i l laga 9 1  W8a formmd i n  now 
groupr =a baing Kunda P aokarna). axtandad v i l r l g a r  of 
fo-d i n  naw Kunda and,aokarna Union. 
progrul araau. 80 
f u  14 WSO and 1 
XS0 have bran 
f o m d  i n  l r t  
phara martandad 
vi l lagar .  

Objactiva8 By Docambar 1989, 95% of funilima/houreholdr w i l l  hava ona female m d a r  
competent i n  ORT, appropriate feeding and r e f a r r a l  i f  naoarrary fo r  
pmrronr ruffaring from diarrhoea. 

Achiovemant Baaed on 
PHIS Dzta 

Up t o  6/90 (WTE) U p  t o  6/92 U p  t o  6/93 (NCE), * 958 hourehold have 95a  
one fuuala mmmber 
and 501 houreholdr - a mala m.mber i n  
t he  old aroa 
comptont i n  ORT, 
appropriate 
f a e d h g  during 
d i u r h o a a  and 
r a f s r r a l  whmn 
necar ruy .  

Objactivar By Dacmnbar 1991, 80% of thm functional hourahold headr w i l l  be trainmd in 
ORT and appropriata faading during diarrhoma 80 t h a t  thmy mupport o r  
i n i t f a t a  tho  ORT. 

Achimvmmant Barmd on 
PnIs  at. 

Up t o  6 / 9 0  (M) Up t o  6/92 Up t o  6/93 (NCE) 
82 78% 80.35% 81.92% 



Objmativm~ 70% of a l l  mother. hava under 2 ahildron w i l l  be aompetml)t i n  prmparation 
and foedFng af rpproprf r ta  werniny food. 

Aahievemant Baaed 07 

PI426 Data 
Up t o  6/90 (MTE) Up t o  6/92 

a 701 (1031) of 79.04% 
Up t o  6/93 (NCE) 

t 3 I I  
motharc8 having 4- 
1 2  month# old 
ah i lb ran  ueo 
aompotant i n  
proparat  ion  and 
faoding of 
appropr i r to  a 

~ l e f n g  foad. 

Objactivet 75t of <5 childrmn w i l l  receivm Vitamin. A on u ragu la r  bani.. 

Achiavament Bared on 
PMIB D r t 4  

Up t o  6/90 (MTE) Up t o  6/92  Up t o  6/93 (NCE) 
VAC di8trLbution 
r t r r t o d  i n  1990. 
6 3 1  (5038)  of 6-72 B 

mbthr c h i l d r a  
rmcmived VAC i n  3 
Lmpact ua.. . 

Objoctivet 60% of pregnmt wmmn w i l l  be onrollmd i n  an an tena ta l  cue/pregn&ncy 
monitoring program. 

Achiovmont Baaed on 
OUIS Data 

U p  to 6/90 (m) U p  t o  6/62 
46t (784) of mamn 79.4% 
who gavo b U t h  
during Ju lye89  - 
Juao890 wrro 
anrolled Fn 
m t o a r t a l  c u m /  
p=.gn.nw 
monitoring 

U p  t o  6/93 (NCE) 
78.2% 

/ 



Objaativa: 901 of idan t i f lad  high r i ak  pragnancira w i l l  ba rofarred t o  approprlatu ' 
pronatal and delivary aara. 

Achiavament Barod on 
PMIl Data 

Up t o  6/90 (UTE) Up t o  6/92 Up t o  6/93 (NCE) * On-going aahioving 9 0 1  901 
objmativrm i n  
Rangunir Q 
Hitzapur h p a a t  
araaa. I n  Ohior 
and pa r t  of 
Naairnagu thara  
warm dimnaption of 
Pr.gn.naY 
monitoring 
a a t i v i t i a a *  

Objactivor 901 of idont i f ied prmgnant and lac ta t ing  mothera with i ron  dmfiaiency 
mania  w i l l  receive iron and f o l i c  acid mupplementation (a# w e l l  aa any 
othar modical cum needed). 

Achievenront Baaed on 
PMIS Data 

Up t o  6/90 ( M E )  Up t o  6/92 Up t o  6/93 (NCE) 
8 0 1  901  

Objactivot 90% of TBAa w i l l  be idcntifiod and trained. 



Objeativar By Dmounbar 1990,  901 of aa t ivs  oouplerr w i l l  reamive t ra in ing  on b i r th  
0 rpaoing . 

Achiavament Barad on 
PHI8 Data 

Up t o  6 /90  (XTE) Up t o  6/92 U p  t o  6/93 (NCE) * 664 (5670)  famala 85 .730  (Fumala) 90.961 (Funah)  
and 364 (3093)  69.24% 72.561 
male par tnarr  of 
activm aouplmm i n  
old uaam a r m  
t r a in rd  on birth- 
mpacing . 

Objmetivmr 401 of act ive coupler w i l l  be w i n g  modern b i r t h  mpacing mmthodm. 

Achiavemant Bared on 
PMIS Data 

Up t o  6/90 (XTE) Up t o  6/92 
431 (3730)  aotive 4 4 . 1 1  
couplmm ura modern 
b i r t h  mgacing 
mmt hod.. 

PHIS Data 

U p  t o  6/93 (NCE) 
44.29 b 

911 of f.mi1i.m w i l l  bm provldad w i t h  eaey acceam t o  potable watmr. 

U p  t o  6/93 (NCE) 

w a l l  water. 
( Tuba-wmll 
population r a t i o  
i r  1833)  
9% (1517)  tub.- 
~ l l ' ~ 8  u o  i n  
working condition. 

/ 

- Objoctivot 501 of CrD houraholdr w i l l  be provided wLth.watmr-raal latr-. 

PMIS ~ a t a  
up t o  6 /90  (W) up t o  6/92 

2 0 t  (1873)  25.74% 
houmaholdr uro 
water-seal 
latrFn.0 . 



Objectivet 809 of targek ch.ildran and womon will be complmtaly immunized, 801 of the 
now tugetr will rocaiva immunization on an ongoing barir during the 1ifo q 
of tho yrojaot. 

Aahirvamant Baoed on 
PWIS DAt. 

Up to 6/90 (UTE) Up to 6/92 Up co 6/93 (NCE) * 85a (1571) of 9-23 0-llm - 67.39 0-llm 55.13% (0x01. 
month. ohlldron 9.23111 83% (axclu. NNN) NNN) 
and 89t (10214) 15-45yr8 90t (Junm'93) 
15-45 y o u r  woman 15-45yrr. 87.7% 
r*. fully 
immunized in old 
&mar. During 
July, 1989 - 
Juna889, 72.3% 
(1078) childran 
ca11p10tod 
huniza-tion by 
12 monthr of agm. 

[ssr (96) of 9-23 
monthr children 
and 78% (544) 15- 
45 y e w 8  women in 
tha villager of 
lrt ph&re 
axtanrion arm 
fully kmnunizod 1. 

164% (810) of 9-23 
monthr childran 
.nd 70% (2572) of 
15-45 y o u r  woman 
in thm villager of 
2nd phasa 
oxtanmion a r m  
fully Fmmunized] . 


