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Executive Summary 
 

Alive & Thrive (A&T) is a six-year initiative to facilitate change for improved infant and young child 
feeding (IYCF) practices at scale in Bangladesh, Ethiopia, and Viet Nam. The goal of A&T is to reduce 
avoidable death and disability due to suboptimal IYCF in the developing world by increasing exclusive 
breastfeeding (EBF) until 6 months of age and reducing stunting of children 0-24 months of age. A&T’s 
overarching model is based on the assumption that sustainable improvements in breastfeeding and 
complementary feeding can be achieved through (i) improved policy and regulatory environment; 
(ii) creating, shaping, and supporting demand for improved IYCF practices; and (iii) increasing supply, 
demand, and use of fortified complementary foods and related products. 

A&T is working in partnership with the government of Bangladesh, nongovernmental organizations, and 
private initiatives to support implementation of the National IYCF Strategy and Action Plan. The Building 
Resources Across Communities (BRAC) organization is delivering A&T’s community interventions within 
its Essential Health Care (EHC) Program and its Maternal, Neonatal, and Child Health (MNCH) Program. 
BRAC’s frontline health workers, known as Shasthya Shebika and Shasthya Kormi, deliver age-
appropriate IYCF counseling and support services during home visits, antenatal and postnatal sessions, 
and health forums. In the EHC Program, they are supported by a new cadre called the Pushti Kormi (IYCF 
promoters). A&T program organizers facilitate community mobilization for different groups in the 
community who can influence feeding decisions. 

A&T is working with journalists through training, a fellowship and mentoring program, cultivating IYCF 
champions, and engaging decisionmakers and development agencies to raise awareness and investment 
in nutrition. A&T is building partnerships by increasing the number of people and groups advocating for 
IYCF at the national level, and bringing new competency in IYCF to sectors such as education, hygiene, 
and sanitation. 

This report describes the results of the baseline survey conducted as part of the impact evaluation of 
A&T interventions delivered through BRAC’s EHC platform.  

Evaluation design 

The objective of this impact evaluation model is to evaluate the synergistic impact of A&T’s community 
component along with media communications and private sector activities such as the promotion and 
integration of micronutrient powders. The evaluation uses a cluster randomized controlled design with 
repeated cross-sectional baseline and endline surveys. Twenty rural subdistricts (upazilas) that are part 
of BRAC’s EHC program platform for A&T were purposively chosen. Randomization of upazilas was done 
in pairs to align with the A&T management strategy of having one manager for two A&T upazilas. The 
pairs of upazilas were assigned either to A&T or to comparison upazilas, i.e., no A&T intervention. Thus, 
five pairs of upazilas were assigned to A&T intervention and five pairs to comparison.  

The impact evaluation is designed to capture impact on all key A&T indicators (stunting, infant and 
young child feeding [IYCF], and anemia). Using a repeated cross-sectional survey design, impact on 
stunting will be assessed in children 24-59.9 months old since children in this age group are most likely 
to have been exposed to the full set of A&T interventions through the first two years of life. Impact on 
other IYCF practices and anemia will be assessed in children 6-23.9 months old; the impact on exclusive 
breastfeeding (EBF) will be assessed in children 0-5.9 months old. The impact evaluation will allow us to 
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detect the difference between the changes in the outcomes for A&T areas and non-A&T areas between 
the baseline and endline survey, thus providing a double difference impact evaluation for the program. 

The overall evaluation is also theory-driven in that the evaluation process also involves developing an 
understanding of the program’s intended approach to achieving impact, i.e., the program impact 
pathway, and documenting these pathways through the entire process of the evaluation.  

Survey Methods 

The baseline survey had four components—(i) census, (ii) household survey, (iii) community survey, and 
(iv) frontline health workers survey. 

The baseline survey was conducted in 20 upazilas across the five divisions in Bangladesh between April 
and August 2010 by the IFPRI team in collaboration with the survey firm, Data Analysis and Technical 
Assistance, Ltd. (DATA). Data collection tools and questionnaires were developed based on UNICEF 
conceptual framework for child growth and development and on the information known about the A&T 
platforms for reaching families with IYCF-related information. Data collection included four main 
components: (i) census, (ii) household surveys, (iii) community survey, and (iv) frontline health workers 
survey.  

The census gathered data on household composition and child age, and was used to generate the 
sampling frame for the survey in the selected survey villages. The household survey captured the main 
impact indicators for A&T (WHO-recommended IYCF indicators and child anthropometry), use and 
exposure to A&T’s intervention platforms, and a variety of other data related to the use of the 
interventions. This included data on caregiver knowledge and perceptions about IYCF practices, 
challenges experienced in relation to IYCF practices, caregiver resources (such as education, childcare 
knowledge, and experience, and physical and mental health) and household resources (such as 
household composition, socioeconomic status, and food security). The community survey provided data 
on key community characteristics such as availability of infrastructure, availability and access to 
education, health services, and healthcare providers. The frontline health worker survey gathered data 
on service provision by BRAC frontline health workers, traditional birth attendants (TBA), and village 
doctors. Data were also gathered on health worker time commitment, knowledge and attitude and 
training related to IYCF, and their job motivation, satisfaction, and supervision.  

Data cleaning and analysis were done using Stata 11. Appropriate variables were created for each 
section. Results on means and proportions were generated for the entire survey sample as well as 
separately for A&T and non-A&T areas. Statistical testing for differences between the two areas was 
done using a regression model, taking into account the differences at division level and the clustering of 
the errors across survey areas. 

Informed consent was obtained from the women about their participation in the study. The study was 
approved by the Bangladesh Medical Research Council and Institutional Review Board at the 
International Food Policy Research Institute.  
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Results 

Anthropometry and IYCF practices 

Key impact indicators 

Alive & Thrive’s key impact indicators are stunting among children 24 months and older, and all WHO-
recommended IYCF indicators. The prevalence of stunting in children 24-47.9 months of age was 50.9 
percent; the prevalence rates of stunting increases dramatically during the first 24 months of life, 
making a strong case for early intervention. With respect to the IYCF indicators, we find a mixed story 
with status on some indicators being good and others quite poor. Among the indicators related to 
breastfeeding, we find that early initiation of breastfeeding (BF) is 63.9 percent, exclusive breastfeeding 
(EBF) is somewhat low (49.9 percent), but the rate of continued BF at 1 year is high (96.4 percent). With 
respect to complementary feeding, we find that only 49.8 percent of children 6-8.9 months old were fed 
any complementary foods. All other indicators related to complementary feeding (diet diversity, meal 
frequency, minimum acceptable diet, and consumption of iron-rich food) were also very low (14.8-36.2 
percent).  

Other IYCF indicators and practices 

Seventy-five percent of infants were given a variety of liquids (breast milk, honey, mustard oil, plain 
water, sugar/glucose water, and cow milk) immediately after birth. In a majority of cases, family 
members (mother/mother-in-law) and the woman herself gave fed these liquid to the infants. 
Continued BF at 2 years is 85.6 percent but age-appropriate BF is low (65 percent), mainly because of 
poor EBF. Predominant BF under 6 months is also low (62.3 percent). 

Nearly 15 percent of infants were bottle fed. Milk feeding frequency for non-BF children is low (57.6 
percent). Complementary foods are often introduced too early, and are of low nutrient density. Overall 
diet diversity is poor, especially for younger infants. 

IYCF challenges 

Mothers were asked about problems they had faced with IYCF at critical stages—immediately after 
birth, after the first 3 months, at the beginning of complementary feeding (6 months or so), as well as 
any problems they currently faced. Findings indicate that problems when starting to breastfeed are 
primarily related to insufficient breast milk, child illness, poor appetite, and inability to suck well. At 6-
11.9 months, the main difficulties encountered were perceptions that children disliked solid foods, child 
illness, poor appetite, and perception of breast milk insufficiency. Thirty-one percent of mothers of 
children aged 12-23.9 months reported the same main difficulties or concerns as those of mothers of 
children 6-11.9 months of age. However, the perceived problem of breast milk insufficiency was much 
lower. Thereafter, at 24-47.9 months, reported problems included child’s poor appetite, disliking food 
and illness. Problems with first introduction of semi-solid and solid foods were primarily related to 
refusal of foods and child illness. In sum, maternal concerns about IYCF appear to relate primarily to 
anxieties about whether the child is consuming enough food, whether it is breast milk or 
complementary foods, and about the management of poor appetite and feeding during illness. These 
perceived problems were addressed through a variety of sources, but it appears that doctors (including 
village doctors) were a primary source of support for IYCF-related problems. Families (primarily 
mothers/mothers-in-law) are also reported to be a significant source of support/care-seeking. 
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Caregiver knowledge and perceptions about IYCF  

Caregiver knowledge on breastfeeding (initiation, exclusivity, and continuation) was good in general. 
Well over 80 percent of the mothers acknowledged that babies should be breastfed immediately or 
during the first hour after birth and over 90 percent knew that colostrum should be given to the baby. 
However, knowledge of on-demand breastfeeding (20.8 percent) and feeding expressed breast milk (1.9 
percent) was low. A majority of mothers knew that mothers should continue to breastfeed even when 
they are ill or when pregnant. About two-thirds of mothers reported that children less than 6 months of 
age should be given water in hot weather. A few of these practices were significantly different (p < 0.05) 
in A&T and non-A&T areas.  

With respect to knowledge and perceptions about complementary feeding, about 44.1 percent and 19.9 
percent of the mothers thought water and nonhuman milk (cow, goat, or powdered) could be 
introduced at an early age. A majority of mothers (about 80 percent) had appropriate knowledge of the 
timely introduction of rice, bread, legumes, green leafy vegetables, orange-fleshed vegetables, ripe 
papaya or mango, bananas, and eggs. In contrast, a majority of mothers thought that foods such as 
meat (beef, mutton, chicken, duck, other poultry), small fish, peanuts, groundnuts, other nuts and 
purchased snack food should be introduced at later ages. On average, the mean score on a scale of 
appropriate timing of introduction of complementary food (ranging from 0-15, 1 point for each food) 
was 9.3± 4.2. 

Caregivers already appear to have relatively good awareness of a few sentinel IYCF practices 
recommended by the program (e.g., mashing family foods for the child, feeding the child animal source 
foods). However, trial and adoption of these practices is quite low. Awareness of other practices (use of 
expressed milk, use of micronutrient powders, etc.) is also very low.  

Overall, the findings suggest that there is a strong potential for IYCF-related behavior change 
communication (BCC) interventions to shape norms and perceptions, and to shift mothers from knowing 
about certain practices to trying and adopting them.  

Use of A&T platforms—Health systems, markets and media  

Community/health system platform 

Use of BRAC’s health platform  

Overall, about a quarter of respondents had ever been visited at home by a BRAC frontline health 
volunteer (Shasthya Sebika [SS]) and 37.2 percent reported receiving feeding advice from them. Contact 
between households and SS went up to over 60 percent in some areas. About a fourth of households 
visited by an SS reported also purchasing medicine from them, most frequently vitamins. Although a 
smaller proportion of respondents had been visited by a Shasthya Kormi (SK) (11.3 percent) and/or 
attended a health forum (12 percent), a large proportion of these households were given advice about 
health by SK. A majority of women had received antenatal consultations, but 20 percent of women 
reported no consultations at all during their pregnancy. These findings are not unexpected, given that 
the SK primarily target care during pregnancy, and provide antenatal and postnatal care. The mean 
frequency of contacts between respondent mothers and BRAC SS and SK in the last six months was 1.2, 
with no differences between the A&T and non-A&T areas. The contact between households and the 
health network of BRAC is low overall, but with substantial variability by district.  
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Antenatal care 

The average number of prenatal care visits was 3.5. Nearly two-thirds of pregnant women received 
nutrition counseling during pregnancy and took iron supplements during their pregnancy. The use of 
prenatal care was similar for A&T and non-A&T areas.  

A very small percentage of women received no assistance during delivery (<1 percent). Nearly 52 
percent of women received assistance from their mother/mother-in law during delivery, 41.8 percent 
from a traditional birth attendant (TBA), 35.3 percent from neighbors and friends and 23.9 percent from 
a midwife/nurse. The most common place of delivery was the mothers’ own home (50.7 percent), 
followed by a health facility (25.5 percent). About 12 percent of women, overall, reported caesarean-
section births, with very high rates (44 percent) among those who gave birth at facilities.  

Exposure to media 

Overall, television was the primary mode of media through which respondents were exposed to health 
and nutrition information. Another source of health and nutrition information is radio but only about 10 
percent of respondents reporting having heard any messages via the radio. About half of the 
respondents had any access to a TV, and only about 5 percent reported access to a radio. There was no 
access to the internet among respondents. No differences were noted between the A&T and non-A&T 
areas.  

Access and use of markets 

Markets are quite accessible to most families in our survey; the mean distance to the nearest market 
being about 1 kilometer. Over a third of families purchase foods from the retail market in their village, 
with a similar proportion purchasing foods from a market in another village. Less than 5 percent of 
mothers did any food purchasing; husbands/partners of the mothers were primarily responsible for food 
shopping for the family’s meals (71.7 percent). About 70 percent of respondents reported that special 
foods were bought for the child; the median amount spent on special foods for children in the seven 
days preceding the survey was 50 taka (US$1 = 68 taka). No differences were found for A&T and non-
A&T areas. 

Underlying factors—Child, caregiver, household, and community  

Child characteristics 

Illnesses are a common feature of early childhood among our survey sample. Almost half of children less 
than 1 year old were reported to have cough/cold (52 percent) or fever (43 percent). Diarrhea 
prevalence was lower, but is highest among the 6-11 months age group. The children in the age 
category 6-23.9 months were also the most at risk for cough/cold, fever, and diarrhea.  

Immunization coverage is high among our survey sample. Tuberculosis immunization (BCG) coverage 
was the highest (91.2-100 percent), while coverage of other immunizations such as polio, HiB1, DPT, and 
measles were also high, ranging from 78 to 97.3 percent.  

Child motor and language development appear to be in normal age range specified by the World Health 
Organization (WHO), albeit slightly shifted to the older side of the recommended age range. At 10 
months, children in our sample were able to walk with assistance and at 15.8 months, on average, they 
were able to walk alone. The language milestones achieved by infants in the A&T and non-A&T groups 
differed slightly only for certain language milestones.  
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Caregiver characteristics 

Respondent mothers of children in this baseline survey are in their mid-twenties, on average, and have a 
low level of education (average completion of the ninth grade is 36.5 percent); one-fourth had no 
education. About 30 percent of women were underweight (BMI<18.5 kg/m2).  

The majority of women are not employed outside the home; in fact, less than 5 percent of women 
reported working outside their homes. Most mothers/caregivers also do not leave homes to go to 
markets. However, high work burdens within homes and homesteads with little support for chores are 
of concern. In fact, mental distress and postnatal depression are highly prevalent in the survey sample. 

Women’s ownership of assets and control over sale of assets was very low, as was women’s reported 
control over purchase of foods, clothes, and medicines for children. Combined with the fact that women 
do not do most of the purchasing, this limits the role of women in relation to markets. 

Household characteristics 

The average household in our survey was quite small, with only five members, on average. Almost all of 
the households in our sample owned their house (94.7 percent), nearly half the sample owned land, and 
a third owned gardens. Households in both program groups owned, on average, 10 out of 29 possible 
types of durable goods. There were no differences between program groups in the asset count indices 
or in the total number of assets. A little over half the household had access to electricity, but all 
households had access to safe drinking water, either from their own tube well, or someone else’s tube 
well. Almost half of households did not have their own toilets, but have to share toilet facilities with 
others. Among those households with toilets, less than 1 percent owned sanitary toilets with a flush, 
with no difference between A&T and non-A&T areas. More than half still used older traditional toilets 
(pucca/pit with water-sealed) and 5.5 percent used open fields. The main types of fuel used for cooking 
was wood/straw (89.9 percent). 

The mean monthly household expenditure in our sample was around 9,000 taka, with expenditure on 
food items accounting for two-thirds of total household expenditure. The major food expenditures were 
on cereals, followed by vegetables, small fish, and fruits. The mean monthly per capita expenditure was 
about 1,800 taka, with no differences across program groups. The mean dietary diversity of the mothers 
of the index children was 8.1 ± 2.0 food groups. All mothers consumed cereals, mainly rice, but 
consumption of vitamin A-rich foods (vegetable and tubers) and animal source food (meat and poultry) 
was low among mothers of the index children. Overall, the diversity of diets of respondent mothers was 
not significantly different in A&T and non-A&T areas. 

One in five households in the survey sample had experienced economic shocks; 18.7 percent of 
households reported some kind of economic shock in the year before the survey. The primary economic 
shocks experienced were disease or injury of family members, crop loss, and loss of cattle. The 
perceived negative effects of these economic shocks were very high. 

Community characteristics 

The availability of health facilities either in the village or union was good, with well over 80 percent of 
villages having family welfare centers and a third of villages/unions also reporting a BRAC health center. 
About half of the villages also had a qualified doctor. More than two-thirds of villages were connected 
by road/highway, and almost 90 percent have electricity supplied from main grid. About a third of 
villages also had a canal or irrigation system. About 61.5 percent of villages and 46 percent of unions are 
prone to river erosion, while 83.5 percent of villages are drought-prone. Finally, most villages had at 
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least one type of education facility, i.e., either primary or secondary education facilities (or both). The 
village characteristics were, overall, not different between A&T and non-A&T areas. 

Frontline health workers  

We assessed a variety of frontline health worker (FHW) characteristics in the baseline survey, with a 
focus on BRAC health volunteers (Shasthya Sebikas [SS]) and health workers (Shasthya Kormis [SK]). 
However, we also gathered data on village doctors and TBAs, who are important sources of care and 
information in the rural context.  

We found that most of the SS appeared to have excellent knowledge about early initiation of BF and 
offering colostrum. However, gaps existed in knowledge about exclusive breastfeeding within the first 
six months. Although more than two-thirds felt that it was possible to produce adequate amounts of 
milk despite having small breasts, only about 10 percent thought that mothers can produce enough milk 
if not fed well. More than a third of the SS thought that infants should be given formula if the mother 
thinks that the baby is not getting enough milk, and that water should be offered when the weather was 
hot. About a fifth of the SS thought that a mother should stop breastfeeding when she is pregnant or 
sick. Approximately 93.56 percent understood how to introduce complementary foods in a timely 
fashion.  

IYCF-related knowledge among TBAs and village doctors was much better about initiation of 
breastfeeding and feeding colostrum than about other IYCF practices such as exclusive breastfeeding, 
and age-appropriate complementary feeding. The village doctors also appear to be an important source 
of information and problem solving for mothers; more than 85 percent reported that mothers ask them 
about IYCF-related issues. 

Both SS and SK seem to be strongly motivated to do their work, and feel well supported by the BRAC 
system in their activities. Well over 90 percent of SK were satisfied with the current job they are doing. 
The frontline health volunteers, SS, reported spending almost 14 days a month on their work, while the 
paid frontline health workers, SK, reported spending 24 days a month on their work.  

Conclusions  

In this baseline survey of the impact evaluation of Alive & Thrive’s interventions in Bangladesh, we have 
documented that stunting levels are high in this context, and that the rapid increases in stunting in the 
first two years of life and the poor status of many IYCF practices, particularly those related to 
complementary feeding, warrant attention to IYCF, in addition to other health, water, and sanitation 
interventions. In the context of this cluster-randomized impact evaluation, we found no significant 
differences between intervention and comparison areas in impact indicators, or indeed, in the majority 
of other characteristics.  

The immediate determinants of IYCF practices, such as knowledge and perceptions, as well as problems 
faced by mothers in feeding their infants and young children, did not differ between intervention and 
comparison areas. We find that medical professionals and family members are primary sources of 
support when mothers face problems with infant feeding, thus highlighting the role of these influential 
members in relation to IYCF.  

Although the families in our survey sample are poor, their diets are quite diverse, and appear to include 
animal source foods, as well as vegetables and fruits. At the same time, food expenditures are already a 
large part of the total household expenditures. Furthermore, food purchasing is primarily by male 
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members of the family, and maternal control over assets and decisions is quite low, thus highlighting the 
role of multiple actors in the household in relation to creating enabling environments for the behavior 
change communications interventions of Alive & Thrive.  

Exposure to A&T’s planned community health worker platform is currently not very high, but there is 
substantial variability across subdistricts. Furthermore, the BRAC health volunteer and worker network 
is highly motivated and well-supervised, making it a health platform with high potential for success. 
Access to media, and exposure to media platforms, is quite good, and access to markets is excellent.  

Thus, in summary, we interpret these baseline findings to note that the context for IYCF in Bangladesh 
offers high potential for success through Alive & Thrive’s combined strategies of interpersonal 
communication through health workers, social mobilization, and mass media.



1 
 

1. Introduction 

1.1. Background 

Despite significant improvement in the nutrition scenario over the past decades, the prevalence of child 
undernutrition in Bangladesh remains alarmingly high. According to Bangladesh Demographic and 
Health Survey (BDHS) data, the stunting among children less than five years of age has declined by 8 
percentage points; it still remains 43 percent (1). The proportion of underweight has also declined from 
43 percent in 2004 to 41 percent in 2007. However, here has been an increase in wasting from 15 
percent in 2004 to 17 percent in 2007. Anemia is also a widespread problem, with estimates suggesting 
that anemia rates among young infants could be as high as 70 percent (2).  

BDHS 2007 data suggest that Infant and young child feeding (IYCF) practices in Bangladesh are 
inadequate. Only 43 percent of children are breastfed within one hour of birth. Although colostrum 
feeding is very high (92 percent), pre-lacteal feeding is widespread (62 percent) in Bangladesh. Although 
almost all Bangladeshi children are breastfed for the first year of life, only 43 percent of children less 
than 6 months of age are exclusively breastfed. BDHS 2007 data also suggest that supplementation of 
breast milk with other liquids and foods begin very early in life. About 12 percent of children less than 2 
months of age are fed nonhuman milk. However, only 75 percent of children aged 6-8.9 months receive 
complementary food. BDHS 2007 data also suggest that frequency, quantity, and quality of 
complementary food are also inadequate for optimum growth and development of infants and young 
children in Bangladesh.  

Inadequate IYCF practices are the most important proximal determinants that contribute to high burden 
of child undernutrition in Bangladesh. A recent study in Bangladesh suggested that appropriate infant 
feeding practices recommended by the WHO and UNICEF resulted in better growth of rural Bangladeshi 
infants and young children of 0-24 months of age (3). In Bangladesh, intensive nutrition education 
significantly improved the status of moderately undernourished children with or without supplementary 
feeding (4). An earlier study in Bangladesh also suggested that behavior change communication through 
trained counselors to promote and support breastfeeding was very successful—70 percent of the 
mothers in the program areas breastfed their infants exclusively for 5 months of age compared to only 6 
percent in the comparison areas (5). Although these were well-designed studies, these were efficacy 
studies. Evidence on the impact of large-scale programs to improve IYCF and nutrition in Bangladesh is 
less promising (6)(7).  

Scaling up interventions to improve key direct determinants of undernutrition in Bangladesh, such as 
IYCF practices, are essential to accelerate progress toward reduction in undernutrition. Alive & Thrive’s 
portfolio of activities in this context has significant potential for impact. Rigorous impact evaluations are 
also essential to make contributions to the policy dialogue in Bangladesh.  

1.2 Description of the Alive & Thrive Program 

Alive & Thrive’s six-year mandate is to facilitate change for improved infant and young child feeding 
(IYCF) practices at scale in Bangladesh, Ethiopia, and Viet Nam; to document how interventions are 
delivered and their costs and impact; and to disseminate the evidence and lessons learned so that 
others can adapt and replicate the cost-effective components.  



2 
 

The goal of the A&T initiative is to reduce avoidable death and disability due to suboptimal IYCF. The 
specific objectives are to increase exclusive breastfeeding (EBF) until 6 months of age and reduce 
stunting by delivering IYCF interventions to caregivers and families of children 0-24 months of age. A&T’s 
overarching model is based on the assumptions that sustainable improvements in breastfeeding and 
complementary feeding can be achieved through strategies to  

 Improve the policy and regulatory environment to support IYCF interventions and practices; 

 Create, shape, and support demand for improved IYCF social norms and practices at community 
and family levels;  

 Increase thesupply, demand, and use of fortified complementary foods and related products.  

Bangladesh: Using multiple platforms for change in the context of high malnutrition. A&T is working in 
partnership with the government of Bangladesh, nongovernmental organizations (NGOs), and private 
initiatives to support implementation of the National Infant and Young Child Feeding Strategy and 
Action Plan. The lead partner for A&T’s community-based interventions is BRAC, through its well-
established and largest program, the Essential Health Care (EHC) Program. BRAC is also introducing and 
strengthening the delivery of IYCF community interventions in its Maternal, Neonatal, and Child Health 
(MNCH) Program.  

The management structure of the A&T program through EHC is illustrated in Figure 1.1.  
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Figure 1.1 Operational structure for Alive & Thrive in the BRAC Essential Health Care platform 

 

Through Alive & Thrive, BRAC’s cadre of frontline health workers (FHWs), known as Shasthya Shebika 
(volunteers) and Shasthya Kormi (community health workers), deliver age-appropriate IYCF counseling 
and support services during home visits, antenatal and postnatal sessions, and health forums. In the EHC 
Program, they are supported by a newly created cadre called the Pushti Kormi (IYCF promoters). The 
FHWs are all women. Their roles and responsibilities are shown in Table 1.1.  
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Table 1.1 Roles and responsibilities of IYCF Community Team 

Shasthya Shebika (SS) Shasthya Kormi (SK) IYCF Promoter A&T Program Organizer 

1. Visit each pregnant woman 
and child below 12 months of 
age in her area at least once 
a month to ensure the 
following through counseling 
and demonstration: 

 Initiation of breastfeeding 
within first hour of birth 

 Exclusive breastfeeding for 
first 6 months 

 Appropriate amount and 
consistency of 
complementary foods and 
use of animal  protein and oil  
according to age for children 
7-12 months 

 Washing hands of mother 
and child before preparing 
meal and feeding child  

2. Identify and solve IYCF-
related difficult cases, 
request further management 
by IYCF promoter if needed, 
and continue follow-up.  

3. Bring micronutrient powders 
to households  

1. Identify and register 
pregnant women   

2. Counsel pregnant women 
during antenatal care 
(ANC) to initiate BF within 
first hour of birth and  
exclusively breastfeed  
for 1

st
 6 months  

3.  Support mothers during 
first postnatal care (PNC) 
for proper attachment 
and positioning 

4. Discuss recommended 
IYCF practices with 
mothers of children 0-24 
months old attending 
health forums  

1. Problem solve cases 
referred by SS, SK 

2. Catalyze discussions on 
IYCF with family and 
community members  

3. Counsel and demonstrate 
to mothers/family 
members age-specific IYCF 
practices during household 
visits (6-8 for children <12 
months old) 

4. Mentor SS 

5. Link with the program 
organizer  

 

 

1. Supervise SS, SK, and 
IYCF promoter 

2. Conduct forums, follow-
up visits, and 
community meetings 

3. Link with other program 
organizers and 
managers 

4. Use monitoring data to 
solve performance 
issues 

5. Prepare reports 

Typically, SS visit about 250-300 households a month to provide health advice and services and sell 
medicine and health products. Each SK supervises 10-15 SS, prepares registers that record SS activities, 
conducts field visits 6 days a week, and attends a one-day refresher training/review meeting along with 
the SS each month. She is expected to visit all the households in her catchment area of 2,500 – 4,000 
households every 6 months. SK in upazilas involved with BRAC’s EHC program receive an additional 
monthly honorarium for spending two extra hours per day on IYCF-related activities. The Pushti Kormi 
(IYCF promoters) provide age-specific home visits only to households with children less than 2 years of 
age, especially during the first year of life. They are on call to handle feeding problems that cannot be 
solved by other frontline workers. 

In late 2010 BRAC introduced in a few subdistricts a monetary incentive for the Shasthya Shebika linked 
to their performance in delivering IYCF services and to uptake of recommended IYCF practices. In 2011 
BRAC will be introducing incentives to all 50 rural subdistricts with A&T activities and transferring tools 
and lessons learned to its MNCH platform in 34 rural subdistricts and 63 urban branches.1  

To address community constraints to improved IYCF, A&T program organizers facilitate four-and-one-
half hour community mobilization sessions for different groups in the community, such as religious 
leaders, teachers, elders, government health and family planning workers, alternative healthcare 
providers, local government officials, and others who can influence feeding decisions.  

                                                           
1 The population of a subdistrict is around 250,000–300,000. An urban branch has one-fourth to one-third the population of a 

subdistrict. 



5 
 

Mass media reinforces messages conveyed through community-based activities. In February, 2011, A&T 
launched a TV and radio campaign. National media is expected to cover 80 percent of the target 
audience. Through community-based programs and the media, A&T aims to reach 8 million households 
with children under 2. At the national level, A&T also trains and works with journalists through a 
fellowship and mentoring program, cultivates IYCF champions, and engages decisionmakers and 
development agencies in dialogue to raise awareness and investment in nutrition. By building 
partnerships, A&T aims to increase the number of people and groups advocating for IYCF at the national 
political level, and bring new competency in IYCF to sectors, such as education and hygiene and 
sanitation.  

This report describes the results of the baseline survey conducted as part of the impact evaluation of 
A&T interventions delivered through the EHC platform. 

1.3 Objectives and Research Questions 

The objectives of this impact evaluation are primarily to assess the impact of the package of A&T 
interventions delivered through the BRAC community-based platform that combines frontline health 
worker interventions and social mobilization. Using a pre-post cluster-randomized design with a 
comparison group (see Chapter 2 for details), our objectives are 

1) To assess the impact of the BRAC-platform delivered interventions on IYCF practices among 
children 0-23.9 months of age;  

2) To assess the impact of the BRAC-platform delivered interventions on stunting among children 
24 months and older. 

Having comparison areas that also receive other A&T interventions, such as the media campaigns, also 
allows us to capture shifts in IYCF practices, knowledge, norms, and perceptions over time that is due to 
those components alone. We will therefore also explore the use of data from the comparison areas, to 
generate evidence on the role of the media activities to shape demand and practice. 

1.4 Structure of the Report 

This report is structured as follows. Chapter 2 presents the evaluation design, sampling methodology, 
the main components of the survey questionnaire, and the logistics of fieldwork as well as challenges. 
This is followed by Chapter 3, which describes sample characteristics. Chapter 4 presents data on the 
core A&T impact indicators, using age groups appropriate to each indicator, and further descriptive 
analysis on the anthropometric outcomes as well as IYCF practices. Chapter 5 describes in more detail 
the common barriers to optimal IYCF practices, as well as current knowledge and behavior patterns, 
such as awareness, trial, and adoption of some key IYCF practices. Chapter 6 focuses on use of A&T 
platforms such as health services, markets, and media. Chapter 7 describes factors that can influence 
the success of A&T interventions to improve IYCF practices and nutrition, such as caregiver resources, 
and household-level socio-demographic characteristics, food security, economic resources, and shocks. 
Chapter 8 describes the community characteristics and availability of services. Chapter 9 presents 
baseline survey findings on health facilities and frontline health workers. Finally, Chapter 10 summarizes 
the results and briefly discusses their implications for the program and for the evaluation. The Annex 
provides more detailed results for each chapter. 
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2. Methods 

2.1 Conceptual Framework 

The conceptual framework for the Alive & Thrive strategy in Bangladesh is shown in Figure 2.1. The 
diagram illustrates all major components of A&T’s strategic mix of interventions in Bangladesh. This 
framework highlights that behavior change through interpersonal communication between 
mothers/caregivers and properly trained frontline health workers can create awareness and skills 
among mothers/caregivers to take proper care of their children. Family support is also considered to be 
an essential element for ensuring proper IYCF practices. Therefore, other elderly family members, 
particularly fathers and grandmothers, will be targeted through A&T’s social mobilization and media 
interventions, to help build support for mothers/caregivers in their homes. Along with behavior change 
communications, social mobilization, therefore, plays a significant role in building awareness among 
other household members, such as fathers, in-laws, and adolescents, as well as important people in the 
community, such as school teachers, religious leaders, and government health professionals. These 
community members are thought to play an important role in creating a favorable environment for the 
mothers/caregivers for proper IYCF practices.  

Communications via media is another major component of A&T Bangladesh. The program 
implementation pathway for the community and communication components of the A&T program is 
presented in Annex Figures A2.1 and A2.2, respectively. Behavior change communications using media is 
intended to help support the interpersonal communication interventions to shape overall behavior 
change. Finally, the role of advocacy to formulate and/or implement favorable policy to create enabling 
policy environment for IYCF is crucial and is well-recognized in A&T’s strategy in Bangladesh. A&T’s 
mandate, in sum, is to improve IYCF practices using multiple platforms through improving 
mothers/caregiver’s knowledge and skills regarding IYCF practices.  

2.2 Evaluation design 

The impact evaluation of community component A&T interventions delivered through the EHC program 
uses a cluster-randomized design with repeated cross-sectional surveys at the baseline and endline 
(Figure 2.2). For the impact evaluation of A&T’s community-based rural platform, 20 rural subdistricts 
(upazilas) that were part of BRAC’s Essential Health Care (EHC) program platform for A&T were 
purposively chosen. The objective of this impact evaluation model is to capture the synergistic impact of 
A&T’s community component along with media communications and private-sector activities, such as 
the promotion and integration of micronutrient powders.  

The impact evaluation is designed to capture impact on all key A&T indicators (stunting, infant and 
young child feeding (IYCF), and anemia). Using a repeated cross-sectional survey design, impact on 
stunting will be assessed in children 24-59 months old. The impact on other IYCF practices and anemia 
will be assessed in children 6-23.9 months old; and the impact on exclusive breastfeeding (EBF) will be 
assessed in children 0-5.9 months old. A double difference impact analysis as well as analysis by 
exposure level to interventions will be employed to determine the impact of A&T interventions. 
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Figure 2.1 Conceptual framework of Alive & Thrive program in Bangladesh 
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Randomization of upazilas was done in pairs to align with the A&T management strategy of having 1 
manager for 2 A&T upazilas. First, the selected pairs of upazilas under each division2 were listed. For 
each division, random numbers were generated using SPSS for Windows statistical software package 
version 16.0 (SPSS Inc., Chicago, IL, USA). The selected pairs of upazilas were assigned either to A&T 
intervention or to comparison upazilas, i.e., no A&T intervention. Thus, 5 pairs of upazilas were assigned 
to A&T intervention and 5 pairs to comparison. The randomization is described in detail in Annex 2, 
Section A2.1.  

The baseline survey was conducted in 20 rural upazilas that are part of BRAC’s Essential Health Care 
(EHC) program platform for A&T. The baseline survey had three components—(i) household survey, 
(ii) community survey, and (iii) staff survey. 

Figure 2.2 Evaluation design of the Alive & Thrive community component in Bangladesh 
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A sample size of 500 children aged 0-5.9 months of age is sufficient to detect an increase in EBF rates by 
approximately 49 percent (from 43 percent to 64 percent); a sample size of 500 children aged 6-23.9 
months of age is sufficient to detect an increase in several complementary feeding practices by at least 
25 percent; a sample size of 1,100 children aged 24-47.9 months of age is sufficient to detect a 
reduction in stunting by 15 percent (from 43 percent to 36.5 percent). 

For the household survey, therefore, a total of 4,200 children of 0-47.9 months of age were included—
2,100 children in A&T upazila and 2,100 children in non-A&T upazila. In addition to anthropometry, the 
survey gathered hemoglobin concentration data from children 6-23.9 months of age. For the community 
survey, a total of 100 unions3 were selected from 20 upazilas. For the staff survey, four types of health 
workers (n = 900)—BRAC Shasthya Shebika4 (SS) (n = 400), BRAC Shasthya Kormi5 (SK) (n = 100), village 
doctors (VDs) (n = 200), and traditional birth attendants (TBA) (n = 200) were included.  

The data collection for the baseline survey was done in April-August 2010; the household survey was 
completed from April through June 2010; the survey of frontline health workers was completed in 
August 2010. 

2.4 Sampling and Selection of Eligible Households 

As noted in the evaluation design, 20 upazilas were chosen purposively for inclusion in the survey. 
Following this, from each upazila, five unions were randomly selected. Then, two villages were selected 
randomly from each of the selected unions, to yield a total of 200 villages from which survey households 
would be selected. Only households with children 0-48 months of age were selected and a total of 4,200 
households were included in the baseline survey. The number of villages to sample per upazila was 
based on projected population characteristics. 

Table 2.1 depicts the distribution of the baseline survey sample.  

Table 2.1 Distribution of the sample households, by children in different age groups 

Age (months) A&T areas Non-A&T areas Total 

0-5.9 487 490 977 

6-23.9 608 603 1,211 

24-47.9 1,086 1,091 2,177 

Total 2,181 2,184 4,365 

 

The baseline survey included a household listing during which a census of households in the 200 villages 
selected for the survey was conducted. Each village in the survey had an approximate size of 250 
households. If the number of households in a village was more than 250, the village was split using 
natural/constructed demarcation lines such as rivers/canal or village roads to separate the village into 
enumeration areas. Following the census, we selected eligible households for the survey based on the 
age of index children and undertook detailed household and community surveys. For selection of age-
appropriate households from the census list, a protocol was developed to enable field-based simple 
random sampling. On-site sampling was done to capture the required number of households with 

                                                           
3 A union is the smallest administrative unit. 
4 The BRAC frontline health worker, who is the community health worker, is selected from among the village-based women's 

credit group members and is willing to provide voluntary basic healthcare services in the community. 
5 The BRAC frontline health worker, who supervises Shasthya Sebika and provides antenatal and postnatal care to mothers and 

newborns, and refers complications.  
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children of different age groups using random sampling technique from the census list (please see 
Annex 2, section A2.2 for more details).  

2.5 Sampling of Community and Health Staff 

All survey villages (n = 200) were included in the community survey. Interviews were conducted with key 
informants, such as union council (parishad) chairmen, members of the union parishad, village school 
teachers, farmers having large agricultural land, and health workers in the communities, to complete the 
community questionnaire. For the staff survey, we interviewed two SS from each survey village (n = 400) 
and one SK from two villages (n = 100). We also interviewed one traditional birth attendant (TBA) and 
one village doctor from each survey village. 

2.6 Data Collection Methods 

2.6.1 Design and content of survey questionnaires 
The survey included a census and questionnaires for the household, staff, and community. These 
instruments are described below.  

Census form: The census form included administrative information of the location of the household, 
information on the household composition, and literacy and main occupation of all household members. 
The questionnaire also included some basic household-level information as well as information on the 
exposure to BRAC’s health program. In addition, the census questionnaire asked if the household had a 
child 0-47.9 months of age.  

Household questionnaire: The household questionnaire for the baseline survey was based on the 
UNICEF conceptual framework on the causes of malnutrition, which shows that child undernutrition is 
caused by a multitude of factors. The framework identifies the causes as immediate, underlying, and 
basic, with each level of factors having influence on the other. According to the UNICEF framework, 
inadequate dietary intake, diseases, and lack of care are the immediate causes of child undernutrition, 
which, in turn, are influenced by a range of underlying factors at the household and family levels. These 
are mainly the insufficiency or lack of access to food, clean water and sanitation, health services, and 
inadequate maternal care. The immediate causes are embedded within the larger societal factors or 
basic causes, which range from human and social capital, women’s status in society, political and social 
atmosphere, etc. This framework is widely applied in taking effective actions through proper program 
planning and has been at the core of designing the A&T impact evaluation study. 

Table 2.2 shows the type of data that were collected in the baseline survey to capture the impact, 
process, and underlying factors and how these data will be used to understand the impact of the 
interventions and the impact pathways. Annex 2, Section A2.3 provides further details about each 
module. 

In addition to the household survey, contextual information on the communities was gathered during 
the baseline survey. A staff survey was also conducted to understand the level of their work and 
involvement in the IYCF issues in the community.  

Community questionnaire: The community questionnaire was designed to collect information at village 
and union levels. The questionnaire included administrative and demographic information as well as 
information on infrastructures in the survey villages. Information on the availability of health facilities, 
health staff, and educational facilities was also gathered in the survey villages and unions. In addition, 
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the community questionnaire included information on disaster proneness of the survey villages and 
unions. 

Table 2.2 Impact, process, and underlying factors captured by the baseline household questionnaire 

Type of data Questionnaire modules/questions How used 

Impact indicators Child anthropometry 
WHO-recommended IYCF indicators 

Change between baseline and endline used to assess 
trends in impact indicators 

Process  data – client 
outcomes 

Maternal IYCF knowledge 
Awareness, trial, and adoption of key 

recommended practices 

Helps assess if IYCF knowledge shifted over project 
period, whether awareness of key recommended 
behaviors improved. 

Process data – client 
access, exposure, and 
utilization of services 

Antenatal and postnatal care and exposure 
to key messages 

Home visits by FHWs and exposure to key 
messages 

Use of preventive and curative care and 
exposure to key messages 

Exposure to media messages  
Use and exposure/access to markets 

Helps assess if exposure to intended program channels 
is as expected. If coverage of services is low, exposure 
could be lower than expected, and can dilute impact. 
Will also allow assessment of impact trends by levels of 
exposure to interventions. 

Influencing/ 
underlying factors – 
child level 

Appetite 
Child development/milestones 
Child illness and health 

Helps assess if child-level factors modify influence of 
exposure to interventions. Child development 
milestones also function as an outcome/impact 
indicator in relation to IYCF practices. 

Influencing/ 
underlying factors – 
caregiver/maternal 
level 

Education 
Employment patterns, earnings, work 

hours, availability of childcare 
Assets and control over assets 
Physical and mental well-being 
Women’s status and maternal 

decisionmaking power at the household 
level 

Caregiver well-being is a prerequisite for intervention 
success. We would use these data to both control for 
underlying caregiver factors and analyze the influence 
of caregiver constraints on ability to benefit from the 
A&T interventions.  

Influencing/ 
underlying factors – 
household  level 

Household SES (construction of SES scale 
from assets) 

Household economic shocks 
Household food security 

Economic shocks or changes in livelihoods over the 
course of the project could seriously undermine project 
impact. Additionally, improvements in SES over time 
could attribute greater impact to the project than is 
true. Therefore, data on SES, shocks, and food security 
are important to control for these influences in analyses 
of change over time, as well as to examine the influence 
of household-level constraints on the ability to benefit 
from A&T interventions.  

 

Frontline health workers questionnaires (SS, SK, TBA, and village doctors): There is a considerable 
literature on frontline health workers (FHWs), but it is very slim in the field of nutrition programs and 
nutrition program evaluations. Based on the literature, on available validated scales, and on our past 
experiences studying this issue in evaluations, we included in the A&T baseline questionnaires the 
domains shown in Table 2.3 that relate to the frontline health workers and their performance, 
particularly in relation to behavior change communication (BCC) interventions.  

Four types of FHWs were interviewed in the baseline staff survey: Shasthya Shebika (SS) and Shasthya 
Kormi (SK), who are the grassroots health workers in BRAC’s health program, traditional birth attendants 
(TBAs), and village doctors, the two other important healthcare providers in rural communities in 
Bangladesh. The questions included in the staff questionnaires related to their jobs, motivation, self-
efficacy, and satisfaction. In addition, in the SS and SK questionnaires, questions on supervision and 
household assets were included. The statements in the supervision set are all validated questions from 
the Management Practices Survey and are related to supportive supervision. Supportive supervision as a 
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whole is well recognized as a critical part of any management system, including of frontline health 
workers. 

Table 2.3 Overview of the domains covered in the A&T frontline health workers (FHWs) 
questionnaires 

Domain/type of 
data collected Rationale for inclusion How used in evaluation 

Demand for 
services  

Demand for services of the FHW partially influences coverage 
and reach of the interventions. 

Establish baseline for demand; evaluate 
shifts in demand for services as part of 
documenting program impact pathways. 

Workload and 
time 
commitments 
(actual and 
perceived) 

Information on workload and time commitments are needed 
for three purposes: 1) to understand demands made by A&T 
on workload and time commitments; 2) to understand how 
perceptions of workload, in addition to actual workload, 
influence FHWs motivation and performance; and 3) to use 
data on time commitments, and shifts in time commitments 
and activities due to the interventions in the costing studies.  

Establish baseline. Used in costing 
component to estimate changes in time 
allocations due to A&T. 

Time on the job 
and training 

Training and time on the job are both influencers of job 
performance. In particular, training is known to be a 
motivating influence on FHWs.  

Establish baseline, and document 
exposure of FHWs to training for process 
evaluation.  

Motivation and 
job satisfaction 

A number of factors influence FHWs motivation. These 
include factors that are extrinsic to the FHW as well as 
intrinsic motivators. Motivation is strongly related to job 
performance; therefore, capturing perceptions related to 
motivation and motivators is important both at baseline and 
endline as well as in the interim (process evaluation). Job 
satisfaction is also an influence on job performance, and 
therefore important to capture. 

Establish baseline; document shifts in 
motivation/job satisfaction due to A&T 
inputs such as training, incentives, 
supportive supervision. 

Technical 
knowledge and 
skills 

A basic prerequisite for delivering the community-based 
model successfully is knowledge of FHWs about the core 
topics to be covered in the community component model that 
they implement in the field. We included the same IYCF 
knowledge assessments for FHWs and mothers in our 
questionnaires. Empirical evidence indicates that the amount 
of correct knowledge that is shared by FHWs and 
beneficiaries influences the probability that beneficiaries will 
try new behaviors.  

Establish baseline; document 
improvements/shifts in technical 
knowledge due to A&T inputs. 

Self-efficacy and 
confidence 

Self-efficacy and confidence is a basic driver of job motivation 
and job performance.  

Establish baseline; document 
improvements/shifts due to A&T inputs 
and assess role of confidence/self-efficacy 
in performance of FHWs. 

Supervisory 
support (actual 
and perceived)  

Supportive supervision is documented to be critical in FHW 
performance, motivation, and training.  

Establish baseline; document 
improvements/shifts due to A&T inputs 
and assess/document role of supervisory 
support in performance of FHWs 
implementing A&T interventions. 

Basic 
demographics 

Factors such as age, education, prior experience, etc., have 
influences on worker performance and effectiveness. In 
addition, since FHWs are often voluntary positions, ensuring 
adequate information on their sources of income and other 
employment helps shed light on socio-demographic and 
economic constraints to their performance.  

Control for basic demographics in 
analyses of factors, including A&T inputs 
that lead to changes in FHW performance.  

 

2.6.2 Training of personnel 
IFPRI collaborated with an experienced and well-qualified survey firm, DATA (Data Analysis and 
Technical Assistance, Limited) in Bangladesh to conduct the A&T baseline survey. The firm has 
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experience with numerous large-scale surveys, and IFPRI has been working with this firm in Bangladesh 
for over 15 years. The senior administration of the firm worked closely with the IFPRI team in all 
planning and training activities, and was also closely engaged in field supervision of the survey.  

The training for the household survey component was done using lecture, role-play, and practice 
methods. After an initial classroom-based training, survey enumerators field-tested the questionnaire in 
a non-A&T field site. Following each step of the training and the field-testing of the questionnaire, 
revisions were made to the questionnaire to incorporate key insights. The final questionnaire was 
prepared in Bangla, and the English questionnaire was updated to match the final Bangla version.  

Even though the survey firm and the hired enumerators had experience with anthropometric 
measurements in past surveys, the survey team was retrained and fully standardized for the A&T 
baseline survey. Standardization for anthropometry was done on young children within the age range 
for the A&T survey, following the methods recommended in FANTA (8). Only a subset of enumerators 
was chosen following the standardization to undertake anthropometric measurements.  

The phlebotomists hired to undertake the hemoglobin assessments were trained on the use of Hemocue 
machines and were standardized following recommended procedures (9). Standardization for 
hemoglobin, however, was done on adults rather than on infants/children, since the number of finger 
pricks each individual was required to be subjected to for standardization of hemoglobin measurements 
could not be undertaken on infants/children.  

2.7 Fieldwork Logistics 

Data collection was carried out by ten survey teams, each consisting of six enumerators and a 
supervisor. Each team was responsible for administering the survey in 20 sample villages under 2 
upazilas as assigned by the survey manager. A team of seven members administered the census in about 
20 communities, conducted a detailed household survey on approximately 560 households, and 
administered the community survey in the respective villages. 

2.7.1 Household listing, household questionnaire, and anthropometry 
One survey team carried out the household census in one village on the first day of the survey. In the 
evening, once the census was completed, the team used an on-site household sampling technique and 
selected sample households with children in specific age brackets. On the second to fourth days, the 
team completed household data collection, anthropometric measurements in all households, and 
hemoglobin measurement in sampled households. In the four days it took to complete the survey in one 
village, the supervisor was responsible for the community survey in addition to his/her supervisory 
responsibilities. In this way, one village was completed in four days by a team of seven members. Thus, a 
team took 80 working days to complete 20 villages from two of the upazila that the team was 
responsible for. Each team worked 6 days a week. 

2.7.2 Assessment of hemoglobin 
Hemoglobin assessments were conducted for all children 6-23.9 months old in the survey sample using 
the Hemocue method. After training and standardization of ten phlebotomists on the use of Hemocue 
machine, one phlebotomist was assigned to each of the ten survey teams. The survey teams completed 
data collection, including anthropometry from the sample households (HHs) in a particular survey 
village; the team then fixed a date for hemoglobin (Hb) assessment in the area when the HH data 
collection was completed. The trained phlebotomists with the survey team supervisors and respective 
interviewers visited the HHs to collect a drop of blood by pricking the great toe of the sample children. 
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Hb was assessed using Hemocue in the field. The date of assessment of Hb and the Hb value were 
recorded on the designated area in the HH questionnaire.  

2.7.3 Roles and responsibilities of field supervisors and enumerators  
The field teams were constructed carefully with clear responsibilities for different team members. The 
duties of the supervisors were to 

 Sample households according to established sampling protocol from census 

 Explain clearly to each enumerator his/her duties and responsibilities 

 Assist enumerators in securing establishments’ participation if necessary  

 Provide all logistical support and material to enumerators  

 Supervise all activities of their assigned enumerators during the data collection process through 
spot-checks  

 Ensure that the interviewers undertake the survey in the households chosen for the sample 
without substitution   

 Provide replacements for non-response 

 Assess the quality of the work of the enumerators and the quality of the data from each 
completed questionnaire  

 Check completed questionnaires, and approve questionnaire for data entry ensuring that the 
assigned enumerators did not overlook inconsistencies and skip patterns, and spot-check 

 Provide feedback to enumerators on quality assurance and methodology requirements  

 Liaise and report activities to the Survey manager and compile and inform Survey manager 
about survey progress on a weekly basis. 
 

The duties of the enumerators were to 

 Administer the census (listing of all households) 

 Visit the selected establishments/households and ensure their participation  

 Conduct face-to-face interviews with the selected respondents 

 Record accurately the answers; code the questionnaires accordingly 

 Ensure completeness and accuracy of answers; perform accuracy checks on the questionnaires 

 Ensure security and safety for the completed questionnaires 

 Deliver completed questionnaires to supervisors 

 Safeguard the confidentiality and privacy of the collected information 
 

The composition of the field team is shown in Annex 2, section A2.4. 

2.8 Fieldwork Challenges 

Data collection in Bangladesh was done in collaboration with a highly experienced firm. Few fieldwork 
challenges related to fieldwork organization and management were faced. However, given the timing of 
the survey during the hot and humid season, and later during the early part of the rainy season, 
fieldwork conditions (temperature, humidity, accessibility to homes) were challenging for the survey 
team. All survey villages that were sampled were covered as planned, barring some delays in one district 
due to events that were beyond the control of the survey team. 
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2.9 Data Management and Analysis 

The program used for data entry was designed by DATA and reviewed at IFPRI headquarters (HQ). The 
data collection was done in two phases; intervention and control upazilas in each division were covered 
at exactly the same time to avoid seasonality effects. Once the first phase of data collection was 
completed, all questionnaires were transported back to Dhaka for data entry, which commenced soon 
after the first phase of data collection was completed. Data entry was done using MS Access; data were 
not fully double-entered but a small proportion (5 percent) of questionnaires was double-entered, and 
accuracy of transmission of data from questionnaires to the data entry software was assessed through 
this. After data entry was completed, a detailed round of data cleaning and verification was done in 
Dhaka. Data were then sent to IFPRI HQ for further checking and cleaning. 

Appropriate variables were created for each section and are briefly described at the beginning of each 
section. Results on means and proportions were generated for the entire survey sample as well as 
separately for intervention and comparison areas. Statistical testing for differences between the A&T 
and non-A&T areas two intervention areas was done using a random effects regression, controlling for 
division and taking into account the clustering of errors within and across subdistricts (upazilas). All 
analysis was done using Stata 11. Significant differences between A&T and non-A&T areas are reported 
at p < 0.05 (labeled as *p < 0.05) and p < 0.001 (labeled as **p < 0.001) after each table. 

2.10 Limitations of the Study 

The present study design will allow a double difference analysis to examine the changes in IYCF 
practices, nutritional status, and anemia status between A&T and non-A&T areas and between baseline 
and endline survey. However, this evaluation design has some limitations worth mentioning. First, this is 
a repeated cross-sectional study that does not ensure tracking of the IYCF practices and child growth 
over time; however, it is the most realistic approach to evaluation in the context of large-scale 
programs. Second, information collected from respondent mothers/caregivers was based on recall over 
various time periods. We attempt to mitigate recall biases through excellent enumerator training, use of 
validated scales and instruments, and triangulation of findings. Third, although the sample was drawn 
from all geographic divisions of the country, this is not a nationally representative sample. Fourth, data 
on most IYCF practices, especially EBF, is based on 24-hour recall data, albeit using globally validated and 
recommended indicators. However, this has its limitations in that behaviors beyond the recall period are 
not captured. In design, measurement, and analyses, we attempt to address these potential limitations 
as best as possible.  
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3. Results: Sample Characteristics 

3.1 Variables 

The survey gathered information on household headship (age and gender of household head) and on 
each household member’s age and gender. The date of birth of all children younger than five years of 
age was obtained, as well as information about whether or not their mother was present in the 
household. Households with a child less than 60 months of age, but whose mother was permanently 
absent, were not considered eligible for inclusion in the baseline survey. 

Data from the household roster were used to generate several variables, including 

- Household size, 
- Number of adults in the household (18 years and above), 
- Number of children under 5 years of age in the household, 
- Number of school-age children (6-15 years old), 
- Dependency ratio (number of dependents [household members less than 15 years of age or 

over 64 years of age] divided by the number of working age members (household members 
between 15 and 64 years of age]). 

3.2 Household Composition 

The household characteristics and demographic composition are presented in detail in Table 3.1. The 
mean age of the household head was 39 years old. The average household size was 5.2 with 2.7 adults 
18 years or older, 1.2 children under the age of 5 years, and 1.2 children between the age of 5 and 18 
years. The dependency ratio was 2. Overall, the proportion of female-headed households is 12.7 
percent. The proportion of female-headed households is slightly higher in the A&T area than in the non-
A&T area by 3.8 percent. However, this difference in the proportion of female-headed households and 
the proportions of other household characteristics in A&T areas and non-A&T areas were very similar. 
This indicates the homogeneity between the A&T and non-A&T samples. No significant differences were 
found between A&T and non-A&T areas for all household composition characteristics with the exception 
of number of female children < 5 years. Father’s education and employment status is presented in 
Annex Table A3.1. 

Table 3.1 Household composition and demographic characteristics, by program group 

  A&T areas Non-A&T areas All 

 
(N = 2,200) (N = 2,200) (N = 4,400) 

Characteristics Mean SD Mean SD Mean SD 

Mean age of household head (years) 39.0 13.4 39.6 13.5 39.3 13.4 
Female-headed households (percent) 14.6 10.8 12.7 
Household size 5.2 1.9 5.3 2.0 5.2 2.0 
Adults per household (age above 18 years) 2.7 1.3 2.8 1.4 2.7 1.3 
Number of children below 18 years 2.5 1.3 2.6 1.4 2.5 1.3 
Number of children below 5 years  1.2 0.4 1.2 0.5 1.2 0.4 
Number of school aged children (5 to 18 years) 1.2 1.2 1.2 1.2 1.2 1.2 
Number of working age members (15 to 64 years) 2.6 1.3 2.7 1.3 2.7 1.3 
Number of dependants (< 15 years or > 64 years) 2.6 1.3 2.6 1.4 2.6 1.3 
Dependency ratio

a
 1.0 1.0 1.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Dependency ratio was calculated by dividing the number of household members (< 15 years or > 64 years) by number of 

members 15-64 years.  
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3.3 Child Age and Sex Distribution 

In this baseline survey, children between the ages of 0-59.9 months of age were included. The design 
oversampled the age group between 0-5.9 months (977 children accounted for 22.4 percent of the 
sample) in order to have an adequate number of samples to capture the change in EBF. Another 27.1 
percent of the sample was recruited for the age group of 6-23.9 months to allow us to have a large 
enough sample size to assess the change in complementary feeding. The age group of 24-59.9 months is 
49.8 percent of the sample, which allows for the assessment of stunting.  

Table 3.2 presents the distribution of children’s ages and sex in the A&T and non-A&T areas. No 
differences were found across the program areas in the gender distributions for each sample age 
category. Child age distribution, by sex and program group, is presented in Annex Figure A3.1.  

Table 3.2 Child sex, by child age group and program groups 

 
Child age 
group 
(months) 

A&T areas 
(N = 2,256) 

Non-A&T areas 
(N = 2,109) 

All 
(N = 4,365) 

Girls 
Percent (N) 

Boys 
Percent (N) 

Girls 
Percent (N) 

Boys 
Percent (N) 

Girls 
Percent (N) 

Boys 
Percent (N) 

0-5.9 mo 50.1 (244) 49.9 (243) 50.20 (246) 49.8 (244) 50.1 (490) 49.9 (487) 
6-23.9 mo 51.5 (313) 48.5 (295) 50.1 (302) 49.9 (301) 49.3 (597) 50.70 (614) 
24-47.9 mo 45.3 (492) 54.7 (594) 51.4 (530) 48.6 (561) 46.9 (2,177) 53.01 (1,155) 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
 

3.4 Summary 

In summary, the demographic characteristics of households in this survey sample are comparable 
between A&T and non-A&T areas. As expected, the proportion of children in 0-5.9 months and 6-23.9 
months was higher in the survey sample because they were oversampled to capture small shifts in the 
core impact indicators specific to these age groups, i.e., EBF and complementary feeding practices. 

  



18 
 

4.  Results: A&T Impact Indicators 

4.1 Variables 

Child feeding practices are described using the WHO-recommended IYCF indicators. These indicators are 
widely accepted and used to capture optimal feeding practices in populations (10). Optimal IYCF 
practices captured by these indicators cover a range of practices, and criteria to assess the adequacy of 
those practices. This includes age-appropriate breastfeeding practices (timing, duration, and exclusivity), 
and timely and adequate consumption of high quality complementary foods. The eight core IYCF 
indicators as well as six optional indicators are calculated based on the WHO guidelines (10). 

Children’s weight and height measurements were used to derive Z-scores by comparing each child’s 
anthropometric measurements to the 2006 WHO child growth standards reference for his/her age and 
gender  (11). The three indicators created were height-for-age Z-score (HAZ), weight-for-age Z-score 
(WAZ) and weight-for-height Z-score (WHZ). Stunting is defined as HAZ < -2 Z-scores ; underweight is 
defined as WAZ < -2 Z-scores; and wasting was defined as WHZ < -2 Z-scores. 

Results on means and proportions were generated for the entire survey sample as well as separately for 
A&T areas and non-A&T areas. Statistical testing for differences between the two intervention areas was 
done using regression of the difference between the two groups, taking into account clustering of the 
errors across upazilas. These models account for the clustered nature of the sample in a cluster-
randomized design. All analysis was done using Stata 11 (StataCorp LP, Texas, USA). 

In this set of results, we first present data on the core A&T impact indicators, using age groups 
appropriate to each indicator. We then present further descriptive analysis on the anthropometric 
outcomes as well as IYCF practices.  

4.2 A&T Core Impact Indicators 

The status of the key A&T impact indicators, i.e., stunting among children 24 months and above, and the 
eight WHO recommended IYCF indicators, is shown in Box 4.1. Results are shown for the entire baseline 
sample as well as for the A&T and non-A&T areas.  

Stunting 

The results reinforce findings of the latest Bangladesh DHS from 2007, which shows that the levels of 
stunting are high among young children, with over 50 percent of children in the impact age group of 24+ 
months being stunted. No difference in stunting prevalence was found between intervention and 
nonintervention areas. 

Core IYCF indicators 

WHO IYCF core indicators are presented in Box 4.1, and Annex Table A4.1 presents detailed descriptions 
of these indicators. Initiation of breastfeeding within one hour of birth was 64.3 percent. About one-half 
of children under 6 months of age were exclusively breastfed. At 1 year of age, 96.4 percent of the 
children were still being breastfed. 

About 50 percent of children 6-8 months of age were given complementary food (solid, semi-solid, or 
soft food). Only 31.1 percent of the children met the criteria for minimum diet diversity, and 14.8 
percent of children met the criteria for a minimum acceptable diet. About 40 percent of the children 
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6-23.9 months of age received a minimum number of times a day. The consumption of iron-rich food in 
children 6-23.9 months of age was 36.2 percent. 

There were no significant differences in the core IYCF indicators in A&T and non-A&T areas, except 
minimum meal frequency (42.1 percent and 37.2 percent in A&T and non-A&T areas, respectively) and 
consumption of iron-rich food (39.5 percent and 32.9 percent in A&T and non-A&T areas, respectively). 

 

Gender differences in IYCF indicators 

The gender differences in the IYCF practices in relation to the core IYCF indicators were examined to 
result the following findings. The differences of IYCF practices among male and female children are not 
statistically significant except for minimum meal frequency, which was significantly different between 
(p < 0.05) male and female children. The detailed information on gender differences in IYCF practices 
have been provided in Annex Table A4.2. 

4.3 Anthropometric Outcomes and Anemia 

4.3.1 Mean anthropometric indices 
Table 4.1 presents the mean HAZ, WAZ, and WHZ scores by intervention group. Overall, the children in 
this sample are significantly undernourished. The children in our study population had mean HAZ, WAZ, 
and WHZ scores that were lower than the median of the reference population standards (Z-scores for 
HAZ, WAZ, and WHZ were -1.7, -1.7, and -1.0, respectively, for a child 0-47.9 months of age. The mean 
HAZ, WAZ, and WHZ scores in children 0-23.9 months by gender are presented in Annex Figure A4.1.  

It is evident from Figure 4.1 that growth faltering appears to occur very early in life. The mean HAZ of 
children less than 3 months of age is -0.7 Z-scores, and a rapid deterioration in nutritional status 
continues until approximately 18 months of age, at which point HAZ plateaus at approximately -2.0 

Box 4.1: Core Impact Indicatorsa 

 
Age-group 
(months) N 

A&T 
Area 

Percent 

Non-A&T 
Area 

Percent 

All 
 

Percent 

Nutritional status of children     

Prevalence of stunting among children (HAZ<-2) 24-47.9 2,120 51.8 50.0 50.9 
Prevalence of anemia among children  6-23.9 1,211 74.1 75.3 74.7 
Core IYCF indicators     
Early initiation of breastfeeding 0-23.9 2,188 63.5 64.3 63.9 
Exclusive breastfeeding under 6 months 0-5.9 977 48.5 51.2 49.9 
Continued breastfeeding at 1 year 12-15.9 250 97.5 95.5 96.4 
Introduction of solid, semi-solid food, or soft food 6-8.9 228 46.0 53.0 49.8 
Minimum diet diversity 6-23.9 1,211 32.1 30.1 31.1 
Minimum meal frequency 6-23.9 1,211 42.1 37.2* 39.6 
Minimum acceptable diet 6-23.9 1,211 16.0 13.6 14.8 
Consumption of iron-rich food 6-23.9 1,211 39.5 32.9* 36.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a 

See Annex 4 (Table A4.1) for detailed description on indicators 
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Z-scores (Table 4.1 and Figure 4.1). Mean WAZ and WHZ also decline with age during the first year of 
life, with WAZ showing a similar pattern as HAZ. 

Table 4.1 Nutritional status of children 0-47.9 months of age, by program and age groups 

 
A&T area 

(N = 2,182) 
Non-A&T area 

(N = 2,184) 
All 

(N = 4,366) 

Nutritional status indicator Mean SD Mean SD Mean SD 

Height-for-age Z-score (HAZ)       
All -1.7 1.3 -1.6* 1.4 -1.7 1.4 
0 - 5.9 months -0.8 1.4 -0.6 1.4 -0.7 1.4 
6 - 23.9 months -1.9 1.3 -1.5* 1.4 -1.7 1.4 
24 – 47.9 months -2.1 1.1 -2.0 1.2 -2.0 1.2 

Weight-for-age Z-score (WAZ)       
All -1.8 1.2 -1.6* 1.1 -1.7 1.1 
0 - 5.9 months -1.2 1.3 -1.0* 1.1 -1.1 1.2 
6 - 23.9 months -1.8 1.2 -1.6* 1.2 -1.7 1.2 
24 – 47.9 months -2.0 1.0 -1.9 1.0 -1.9 1.0 

Weight-for-height Z-score (WHZ)       
All -1.1 1.2 -1.0 1.2 -1.0 1.2 
0 - 5.9 months -0.8 1.4 -0.8 1.4 0.8 1.4 
6 - 23.9 months -1.1 1.2 -1.1 1.1 -1.1 1.2 
24 – 47.9 months -1.2 1.1 -1.1* 1.1 -1.1 1.1 

 (N = 578) (N = 570) (N = 1,148) 

Hemoglobin level (g/dL)    
6 – 23.9 months 10.1 1.3 10.1 1.3 10.1 1.3 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Figure 4.1 Mean height-for-age (HAZ), weight-for-age (WAZ), and weight-for-height (WHZ) Z-scores of 
children 0-47.9 months of age  
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Anthropometric indices by program group 

Height-for-age (HAZ), weight-for-age (WAZ), and weight-for-height (WHZ) z-scores in children 0-47.9 
months of age in A&T areas and non-A&T areas are presented in Table 4.1 and Figures 4.2, 4.3, and 4.4. 
Height-for-age (HAZ) and weight-for-age (WAZ) Z-scores, but not weight-for-height (WHZ) Z-scores, in 
children 0-47.9 months of age were significantly higher in non-A&T areas than in A&T areas (Table 4.1). 
However, there was no significant difference in the key anthropometric outcome—HAZ among children 
24-47.9 months of age (Table 4.1). Almost all other anthropometric indices, particularly HAZ and WAZ, 
were significantly lower in younger children (0-5.9 and 6-23.9 months) in the A&T areas than that of 
children in the non-A&T areas. 

Figure 4.2 Mean height-for-age Z-scores (HAZ) in children 0-47.9 months of age, by age group and 
program group 
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Figure 4.3 Mean weight-for-age Z-scores (WAZ) in children 0-47.9 months of age, by age group and 
program group 

 

Figure 4.4 Mean weight-for-height Z-scores (WHZ) in children 0-47.9 months of age, by age group and 
program group 
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Anthropometric indices by gender 

In general, height-for-age (HAZ) and weight-for-age (WAZ) Z-scores in children 0-47.9 months of age 
were lower in male children than in female children (Figure 4.5 and 4.6). However, this difference was 
more pronounced for HAZ than for WAZ. These figures were statistically significant both for HAZ 
(p < 0.001) and WAZ (p < 0.001). In contrast, there was no particular trend observed in weight-for-height 
Z-scores (WHZ) of male and female children of 0-47.9 months of age and the figures were not 
statistically significant (Figure 4.7).  

Figure 4.5 Mean height-for-age Z-scores (HAZ) in children 0-47.9 months of age, by age group and 
gender 
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Figure 4.6 Mean weight-for-age Z-scores (WAZ) in children 0-47.9 months of age, by age group and 
gender 

 

Figure 4.7 Mean weight-for-height Z-scores (WHZ) in children 0-47.9 months of age, by age group 
and gender 
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4.3.2 Stunting, underweight, and wasting 
The prevalence of stunting (HAZ < -2), underweight (WAZ < -2), and wasting (WHZ < -2) in children 
0-47.9 months of age is presented in Table 4.2 and Figure 4.8. The prevalence of stunting (HAZ <-2) in 
children 0-47.9 months of age was 40.0 percent. In 0-2.9 months age group, 14.3 percent of children 
were stunted, which was almost double (27.1 percent) in children 6-7.9 months of age (Table 4.2 and 
Figure 4.8). Almost half (49.7 percent) of the children were stunted in children 15-16.9 months of age. 
The prevalence of stunting was the highest (57.1 percent) in children 21-23.9 months of age. In older 
age groups during the second and third year, the prevalence of stunting was lower, around 50 percent.  

Table 4.2 Rates of stunting, underweight, and wasting among children 0-47.9 months of age, by age 
group and program group 

Prevalence outcome 

A&T area 
(N = 2,182) 

Non-A&T area 
(N = 2,184) 

All 
(N = 4,366) 

Percent Percent Percent 

Stunting  
All 42.2 37.8*** 40.0 
0 - 5.9 months 17.0 13.7 15.4 
6 - 23.9 months 45.3 35.3** 40.3 
24 – 47.9 months 51.8 50.0 50.9 

Underweight  
All 41.9 35.8*** 38.9 
0 - 5.9 months 25.6 18.7** 22.2 
6 - 23.9 months 43.4 33.8*** 38.6 
24 – 47.9 months 48.4 44.5 46.5 

Wasting  
All 19.0 17.8 18.4 
0 - 5.9 months 15.2 17.1 16.2 
6 - 23.9 months 21.6 18.3 20.0 
24 – 47.9 months 19.3 17.8 18.6 

  
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
 

In general, the prevalence of underweight was lower than stunting in children 0-47.9 months of age, 
which was 38.8 percent (Table 4.2). About one-fifth (22.1 percent) of children in age group 0-2.9 months 
old was underweight (Figure 4.8). The prevalence of underweight was higher in older age groups—28.3 
percent and 48.3 percent in children 9-11.9 months and 21-23.9 months, respectively. The prevalence of 
underweight in children 24-47.9 months of age was between 45.6 percent and 48.2 percent. 

The prevalence of wasting in children 0-47.9 months of age was 18.4 percent. In age group 0-2.9 
months, about one-fifth (21.7 percent) of children was underweight (Figure 4.8). The prevalence of 
wasting was 15.1 percent and 19.0 percent in children 6-7.9 months and 9-11.9 months, respectively. 
The prevalence of underweight was 21.4 percent and 15.8 percent in children 21-23.9 months and 36-
47.9 months of age, respectively. 

Undernutrition prevalence by program group 

The prevalence of stunting (HAZ < -2) in children 0-47.9 months of age were 42.2 percent and 37.8 
percent in A&T and non-A&T areas, respectively (Table 4.2). However, the prevalence of stunting in 
children 24-47.9 months of age did not differ in A&T and non-A&T areas. The prevalence of stunting 
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were higher in older children both in A&T and non-A&T areas. Stunting in children in 24-47.9 months 
age group in A&T and non-A&T areas were 51.8 percent and 50.0 percent, respectively. 

Figure 4.8 Prevalence of stunting, underweight, and wasting in children 0-47.9 months of age 
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4.3.3 Anemia 

Hemoglobin level and anemia prevalence 

Mean hemoglobin results are presented in Table 4.3. Mean hemoglobin among children 6-23.9 months 
of age was 10.1 g/dL. We observe a slight increase in hemoglobin with age; mean hemoglobin in 
children 6-11.9 and 12-23.9 months of age was 10.1 g/dL and 10.4 g/dL, respectively. There were no 
significant differences in A&T and non-A&T areas.  

Overall, the prevalence of anemia (Hb < 11g/dL) was very high among children 6-23.9 months of age (75 
percent) with no significant differences by child sex or program group (Tables 4.4 and 4.5, Figures 4.9 
and 4.10). Among children less than 12 months old, the prevalence of anemia was 80 percent. Almost 60 
percent of children aged 21-23 months of age were anemic. 
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Table 4.3 Mean hemoglobin level in children 6-23.9 months of age, by age group and program group 

 
A&T area 
(N = 578) 

Non-A&T area 
(N = 570) 

All 
(N = 1,148) 

Age (months) Mean SD Mean SD Mean SD 

6-8 10.1 1.2 9.8 0.9 9.9 1.0 
9-11 10.0 1.1 10.3 1.1 10.1 1.1 
12-14 9.9 1.3 9.8 1.4 9.9 1.3 
15-17 10.0 1.5 10.3 1.4 10.2 1.5 
18-20 10.1 1.4 10.0 1.4 10.1 1.4 
21-23 10.3 1.5 10.5 1.4 10.4 1.4 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Table 4.4 Rates of anemia in children 6-23.9 months of age, by age group and program group 

Age (months) 

A&T area 
(N = 578) 

Non-A&T area 
(N = 570) 

All 
(N = 1,148) 

Percent Percent Percent 

    
6-8 74.7 89.9 82.8 
9-11 79.4 74.1 76.9 
12-14 78.6 81.5 80.1 
15-17 73.3 67.8 70.7 
18-20 73.6 74.6 74.1 
21-23 64.2 59.5 61.8 
 
6-23 74.1 75.3 

 
74.7 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Table 4.5 Rates of anemia in children 6-23.9 months of age, by gender and program group 

 
A&T area 
(N =  578) 

Non-A&T area 
(N = 570) 

All 
(N =  1148) 

Age (months) Boys Girls Boys Girls Boys Girls 

6-8 80.5 70.4 93.0 86.5 87.8 78.3 
9-11 84.2 71.4 79.0 69.8 82.1 70.5 
12-14 79.1 78.1 91.1 72.3 85.2 75.0 
15-17 66.7 80.9 74.1 58.3 70.4 71.1 
18-20 75.0 72.1 69.6 79.3 72.5 75.6 
21-23 61.1 66.7 57.1 61.2 59.2 63.8 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Figure 4.9 Anemia prevalence in children 6-23.9 months of age, by age group and program group 

 
 

Figure 4.10 Anemia prevalence in children 6-23.9 months of age, by age group and gender 
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4.4. Results: IYCF Practices 

This section presents further details on the IYCF practices in the survey sample, going beyond the core 
WHO-recommended IYCF indicators to provide a better understanding of patterns of breastfeeding and 
complementary feeding. 

4.4.1 Overall patterns of IYCF 
The overall patterns of IYCF practices in the first two years of life are presented in Figure 4.11. About 76 
percent of infants at 1 month of age were fed exclusively breast milk. The rate of EBF declined sharply 
from birth, almost halving in the period between 2-3 months (55 percent) to when infants were 4-5 
months old (26 percent). The proportions of children receiving water increased with age, with water and 
other complementary foods being the most common displacers of EBF. Some infants were fed semi-
solid and solid foods at a very early age. At 0-1 and 2-3 months, about 13.2 and 30.3 percent of infants, 
respectively, were fed semi-solid and solid foods. More than a half (52.1 percent) of infants was fed 
semi-solid and solid foods at 4-5 months of age. The rate of feeding semi-solid and solid foods increased 
to 73.8 and 86.6 percent, respectively, for infants aged 6-7 and 8-9 months. After these ages, during the 
second year of life, almost all children were fed semi-solid and solid foods. The number of infants that 
were not breastfed at 0-1 and 2-3 months was low (2.2 and 1.7 percent, respectively). At 10-11 months, 
97.3 percent of infants were still breastfed, which decreased to 16.8 percent at 22-23 months of age. 
Data on infant and young child feeding patterns by age are presented in Annex Table A4.2. 

Figure 4.11 Infant and young child feeding practices in children 0-23.9 months, by age 

 
 

Table 4.6 presents data on all WHO recommended IYCF indicators. As noted in the section on core IYCF 
indicators, other than continued breastfeeding at 1 year of life, a variety of other IYCF practices are 
suboptimal in our study sample. About 85.6 percent of children 20-23.9 months of age were fed breast 
milk. About two-thirds (64.9 percent) of children 0-23.9 months of age were breastfed appropriately for 
their age. About 62.3 percent of children less than 6 months of age were predominantly breastfed. The 
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feeding among non-breastfed children 6-23.9 months of age was 57.8 percent. There were no significant 
differences in the optional IYCF indicators in A&T and non-A&T areas.  

Table 4.6 WHO-recommended IYCF indicators (core and optional) in children 0-23.9 months of age, 
by program group 

IYCF indicators
a
 

A&T area 
(N = 2,182) 

Non-A&T area 
(N = 2,184) 

All 
(N = 4,366) 

Percent Percent Percent 

Core indicators    
     Early initiation of breastfeeding 63.5 64.3 63.9 
     Exclusive breastfeeding under 6 months 48.5 51.2 49.9 
     Continued breastfeeding at 1 year 97.5 95.5 96.4 
     Introduction of solid, semi-solid, or soft food 46.0 53.0 49.8 
     Minimum diet diversity 32.1 30.1 31.1 
     Minimum meal frequency 42.1 37.2* 39.6 
     Minimum acceptable diet 16.0 13.6 14.8 
     Consumption of iron-rich food 39.5 32.9* 36.2 
Optional indicators    
     Continued breastfeeding at 2 years 85.7 85.5 85.6 
     Age-appropriate breastfeeding  65.1 64.7 64.9 
     Predominant breastfeeding under 6 months 63.5 61.2 62.3 
     Bottle feeding 14.7 14.4 14.6 
     Milk feeding frequency for non-BF 58.1 57.1 57.6 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 See Annex 4 for detailed description on indicators. 

4.4.2 Breastfeeding 

Initiation of breastfeeding and pre-lacteal feeding 

Table 4.7 shows that initiation of breastfeeding immediately or within one hour after birth is carried out 
by 63.9 percent of the respondents. More than half of infants who were given any liquids immediately 
after birth were given breast milk immediately after birth. Honey was given to 34.5 percent of infants 
immediately after birth in A&T areas and to 16.9 percent of infants in non-A&T areas, making it the most 
offered liquid other than breast milk. Mustard oil was fed to more infants in non-A&T areas than in A&T 
areas (p < 0.05). Cow milk and plain water were given to around 7 percent of infants immediately after 
birth in all areas; these were not different in A&T and non-A&T areas. Sugar/glucose water was fed to 
18.4 percent of babies in A&T areas and 8.2 percent in non-A&T areas (p < 0.05).  

It appears that often, mothers/mothers-in-law (41.1 percent) and the respondent herself (46.5 percent) 
offer these liquids immediately after birth. Traditional birth attendants (8.3 percent) and 
neighbors/friends (8.7 percent) were also influential in providing liquid including breast milk to infants. 
No differences were found between A&T and non-A&T areas. Further analyses are required to unpack 
which types of liquids are fed by the different types of family members and health providers. 
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Table 4.7 Early initiation of breastfeeding, by program group 

Variables 

A&T Area Non-A&T area All 

(N = 1,767) (N = 1,554) (N = 3,321) 

Percent Percent Percent 

Initiation of breastfeeding immediately or one hour after birth 63.5 64.3 63.9 

Anything fed  to the baby immediately after birth 80.3 70.6 75.5 

Honey 34.5* 16.9 26.3 

Mustard oil 6.3* 15.3 10.5 

Plain water 7.7 6.6 7.2 

Sugar/glucose water 18.4* 8.2 13.6 

Cow milk 6.7 7.2 7.0 

Breast milk 54.8 58.6 56.6 

Other 12.9 16.0 14.3 

Do not remember 0. 1 0.1 0.1 

Who fed baby any liquid immediately after birth    

Doctor 0.7 1.3 1.0 

Midwife/nurse 2.6 5.0 3.7 

Government health worker (FWA/HA) 0.0 0.1 0.0 

BRAC SS 0.1 0.1 0.1 

 Other NGO worker 0.1 0.6 0.0 

TTBA 3.2 2.3 2.8 

TBA 11.8 4.4 8.3 

Village doctor 0.3 0.1 0.2 

Homeopath doctor 0.0 0.1 0.0 

Kabiraj/Herbal healer 0.1 0.0 0.1 

Husband 0.3 0.2 0.2 

Mother/mother in-law of respondent 39.8 42.4 41.1 

Other family members 1.8 1.0 1.5 

Neighbors/friends 9.1 8.3 8.7 

Self 50.0 42.5 46.5 

Other 6.6 8.0 7.3 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question. 

 

We also asked about liquids given in the 3 days after birth, in addition to those given immediately after 
birth. As shown in Table 4.8, 95.4 percent of infants in A&T areas were given colostrum during the first 3 
days after birth, whereas the rate was slightly lower (91.1 percent) in the non-A&T areas. Other than 
breast milk, honey was a very popular liquid to give to new born babies. In A&T areas, 23.7 percent of 
babies were given honey compared to 6.9 percent in non-A&T areas. Other liquids fed included mustard 
oil, sugar/glucose water, or cow milk. No differences were found for A&T and non-A&T areas. 
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Table 4.8 Foods other than breast milk that were given during the first 3 days after the baby was 
born, by program group 

Variable 

A&T Area 
(N = 2,200) 

Non-A&T Area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Reported giving colostrum 95.4 91.1 93.2 
Liquid other than breast milk that were given to the baby during the 
first 3 days    

Honey 27.1 9.2 18.1 
Mustard Oil 5.1 7.4 6.2 
Plain Water 6.5 4.3 5.4 
Sugar/Glucose water 15.6 5.2 10.4 
Cow’s Milk 9.3 7.6 8.5 
Breast milk  100.0 100.0 100.0 
Other 11.5 9.4 10.4 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question. 
 
Exclusive breastfeeding, predominant breastfeeding, age-appropriate breastfeeding, and  
bottle-feeding 
 

Exclusive and predominant breastfeeding during the first six months of life are presented in Figure 4.12. 
At 1 month of age, 84 percent of infants were exclusively breastfed. This declined to a low of 18.5 
percent at 6 months of age. As expected, predominant breastfeeding rates were higher than EBF during 
the first six months of life. At 1 month of age, predominant breastfeeding was 88.6 percent and this 
decreased to 42.1 percent at 6 months of age. 
 
Figure 4.12 Exclusive breastfeedinga and predominant breastfeedingb in children 0-5.9 months of age 

 
a
 Exclusive BF: proportion of infants 0-5 months of age who are fed exclusively with breast milk. 

b
 Predominant BF: proportion of infants 0–5 months of age who received breast milk as the predominant source of 

nourishment during the previous day. Predominant BF “allows” ORS, vitamin and/or mineral supplements, ritual fluids, water 
and water-based drinks, and fruit juice. Other liquids, including nonhuman milks and food-based fluids, are not allowed, and no 
semi-solid or solid foods are allowed. 
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4.4.3 Complementary feeding 

Introduction of complementary foods 

The different types of food that children aged 6-8.9 months were fed are presented in Table 4.9. Grains, 
roots, and tubers were the most widespread food groups that were given to children; 63 percent of 
these children in both A&T and non-A&T areas had consumed these foods in the past 24 hours. Patterns 
of feeding for other food groups differed somewhat between the A&T and non-A&T program areas. 
Legumes and nuts, dairy products (milk, yoghurt, cheese), and vitamin A-rich fruits and vegetables had 
been introduced more for children in the non-A&T areas than the A&T areas. Flesh foods (meat, fish, 
poultry, and liver/organ meats), eggs, and other fruits and vegetables were introduced among more 
children aged 6-8.9 months in A&T areas compared to non-A&T areas.  

Table 4.9 Food groups fed to children between 6-8.9 months of age (24 hour recall), by program 
group  

 
A &T area Non-A&T area All 

 
(N = 111) (N = 117) (N = 228) 

Food groups Percent Percent Percent 

Grains, roots, and tubers 64.9 61.5 63.2 
Legumes and nuts 4.5 7.7 6.1 
Dairy (milk , yogurt, cheese) 34.2 42.7 38.6 
Flesh foods (meat, fish, poultry, and liver/organ meats) 7.2 4.3 5.7 
Eggs 9.0* 1.7 5.3 
Vitamin A-rich fruits and vegetables 14.4 17.1 15.8 
Other fruits and vegetables 13.5 5.1 9.2 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Table 4.10 presents the timeliness of introduction of complementary foods based on recall of age of 
introduction of different foods for the entire sample. The majority of mothers reported giving water to 
their children prior to 6 months of age (63.2 percent). Other foods introduced early include non-breast 
milk liquids (35.6 percent), nonhuman milk (32 percent), and gruels (29.1 percent).  

Table 4.10 Timeliness of introduction of complementary foods  

Complementary foods 

Early 
introduction

a
 

percent 

Timely 
introduction

b
 

percent 

Late 
introduction

c
 

percent 

Water 63.2 36.0 0.8 
Other non-breast milk liquids 35.6 53.9 10.5 
Cow/goat milk 32.0 43.1 24.9 
Sooji, rice gruel, etc. 29.1 56.9 14.0 
Semi-solid foods 9.3 67.0 23.6 
Solid foods 3.2 47.8 48.9 
Fish 2.8 41.3 56.0 
Meat (chicken, pork, beef) 2.1 33.7 64.1 
Eggs 4.5 57.2 38.4 
Legumes 3.8 61.1 35.0 
Green vegetables 4.0 61.7 34.3 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Early: Introduction of complementary food before 6 months.  

b
 Timely: Introduction of complementary food between 6 – 8.9 months. 

c
 Late: Introduction of complementary food after 9 months. 
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Solid foods, fish, and meat were introduced late to a majority of children. Only two-thirds or fewer 
children were fed semi-solid foods, eggs, legumes, and green vegetables at the appropriate time. These 
findings largely match those seen in the foods currently fed to children 6-8 months of age from the 24-
hour recall questions (see above).  

The WHO recommendation is to initiate complementary foods gradually increasing the frequency in 
two-month intervals starting at twice or thrice a day between 6-8.9 months. By 24 months, 
complementary foods should be offered three to four times a day along with snacks once or twice a day 
as the child’s eating pattern starts to resemble more of a regular eating pattern. None of these 
recommendations are met by breastfed children in our sample. The average meal frequency was 1.7 for 
6-8.9 months, 1.8 for 9-11.9 months, and 2.4 for 12-23.9 months (Table 4.11). Information on assistance 
and care while feeding the child and changes in care practices during feeding is presented in Annex 
Tables A4.3 and A4.4, respectively.  

Table 4.11 Reported age of introduction of different complementary foods and meal frequency, by 
program group 

 

A&T area 
(n = 2,200) 

Non-A&T area 
(n = 2,200) 

All 
(n = 4,400) 

Mean SD Mean SD Mean SD 

Mean of age introduction of different foods (months)       
- Water 4.3* 2.0 4.5 2.1 4.4 2.0 
- Other non-breast milk liquids 5.4* 2.8 6.1 2.6 5.7 2.7 
- Cow/goat milk 6.7 3.9 6.5 3.7 6.6 3.8 
- Sooji, rice gruel, etc. 6.3 3.1 6.2 2.7 6.3 2.9 
- Semi-solid foods 7.6* 2.7 7.3 2.5 7.5 2.6 
- Solid foods 8.9* 3.0 9.1 2.7 9.0 2.9 
- Fish 9.3* 3.1 9.6 2.8 9.5 2.9 
- Meat (chicken, pork, beef) 9.8* 3.1 10.1 2.8 9.9 2.9 
- Eggs 8.5 2.9 8.4 2.7 8.4 2.8 
- Legumes 8.3 2.9 8.1 2.5 8.2 2.7 
- Green vegetables 8.1 2.8 8.2 2.6 8.2 2.7 
- Snack foods (chips) 10.1 2.8 10.2 2.6 10.1 2.7 

Number of meals and snacks for breastfed children
a 

      

- Meals and snacks/day for a 6-8.9 months old child (n = 134) 1.9 1.5 1.5 1.4 1.7 1.4 
- Meals and snacks/day for a 9-11.9 months old child (n = 158)  1.6 1.6 2.1 1.9 1.8 1.8 
- Meals and snacks/day for a 12-23.9 months old child (n = 782) 2.5* 1.3 2.3 1.3 2.4 1.3 

Notes: Testing for statistical significance was done using random effects regression, controlling for division. Significant effects: 
* p < 0.05, ** p < 0.01, *** p < 0.001. 
a 

Adequate frequency of meal and snack for breastfed children: 6-8.9 months: 2-3 meals, 1-2 snacks per day; 9-11.9 months: 3-4 
meals, 1-2 snacks per day; 12-23.9 months: 3-4 meals, 1-2 snacks per day. 

 

The sample had too few non-breastfed children to generate results on frequency of feeding for that 
group. 

Complementary Feeding: Dietary diversity 

The diversity of children’s diets is determined by the consumption of different food groups among 
children aged 6-23.9 months of age in the previous 24 hours. Findings on this are presented in Table 
4.12. Consumption of grains, roots, and tubers was high, at almost 90 percent. More than half of all 
children consumed vitamin A-rich fruits and vegetables. Consumption of animal source foods was low 
(between 20-40 percent). Consumption rates of some food groups (legumes and nuts, dairy, and flesh 
foods) were significantly different across A&T and non-A&T areas, but with no discernible pattern. Foods 
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consumed by children aged 6-23.9 months in the past 24 hours are presented in Annex Table A4.5. 
Feeding of liquids and foods during diarrhea is presented in Annex Table A4.6. 

Table 4.12    Food groups consumed in the past 24 hours by children 6-23.9 months of age, by program 
group 

 
A &T area Non-A&T area All 

 
(n = 608) (n = 603) (n = 1,211) 

Food groups Percent Percent Percent 

Grains, roots, and tubers 88.2 86.9 87.5 
Legumes and nuts 21.2* 28.0 24.6 
Dairy (milk , yogurt, cheese) 35.2* 44.0 39.6 
Flesh foods (meat, fish, poultry, and liver/organ meats) 38.7* 31.7 35.2 
Eggs 17.9 19.4 18.7 
Vitamin A-rich fruits and vegetables 57.6 53.7 55.7 
Other fruits and vegetables 25.7 21.2 23.5 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

4.5 Summary 

In this chapter, results are presented on the main impact indicators for A&T in Bangladesh, and also 
provided further detail on each of the impact indicators. Overall, the baseline results are close to what is 
also seen in the Bangladesh DHS surveys, and for most practices, baseline indicators are low enough to 
enable detection of small shifts over time due to the program. In general, height-for-age (HAZ) and 
weight-for-age (WAZ) Z-scores, but not weight-for-height (WHZ) Z-scores, in children 0-47.9 months of 
age were significantly higher in non-A&T areas than in A&T areas. However, there was no significant 
difference in HAZ among children 24-47.9 months of age, which is the age group for this key 
anthropometric outcome. There is gender difference in the anthropometric indices and rates of 
undernutrition. Height-for-age (HAZ) and weight-for-age (WAZ) Z-scores in children 0-47.9 months of 
age were significantly higher for female children than male children. Also, stunting, underweight, and 
wasting are more prevalent in male children than female children. Some of the major challenges from a 
nutritional perspective include not just the high levels of stunting, but also the high levels of wasting 
early in infancy, and throughout the first two years of life. From an IYCF perspective, the major gaps 
relate to establishing and maintaining exclusive breastfeeding, and also ensuring overall adequacy of 
complementary feeding in terms of timing of introduction, frequency of feeding, and diet quality.  
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5. Results: IYCF Challenges, Knowledge, and Perceptions about IYCF 

In this chapter, some additional aspects of IYCF that relate to maternal perceptions and knowledge are 
highlighted. We used a variety of ways to capture perceptions and knowledge about IYCF, including a set 
of questions about IYCF problems that mothers might have faced, basic knowledge of mothers about 
nutrition and IYCF, and maternal awareness, trial, and adoption of a set of sentinel practices. Together, 
these provide deeper insights into the types of challenges A&T might face in using social and behavior 
change communication to shape norms and perceptions, improve knowledge, and shift practices.  

5.1 Variables 

Child-feeding difficulties and issues 

In order to characterize the issues and challenges the mother’s faced with IYCF practices, we asked the 
mothers several questions on feeding difficulties they encountered at different stages of their child’s 
life. These included questions such as what problems they had with breastfeeding when they started 
breastfeeding, what feeding problems they encountered when their child was 3-4 months old, and what 
their challenges were when they first started feeding their child complementary foods. In addition, we 
also asked if mothers sought help when they encountered issues with feeding their children and from 
whom they often sought help. Finally, we asked about current problems with child feeding that mothers 
were facing, and analyzed these data by child age. Together, this set of questions provides a clear 
picture of the types of common problems encountered by mothers that are likely to compromise efforts 
to improve IYCF practices.  

Child-feeding knowledge 

In our survey, we assessed caregiver knowledge related to infant feeding practices, focusing on 
knowledge of ideal breastfeeding practices and appropriate introduction and feeding frequency of 
complementary foods. Specifically, in order to obtain knowledge about appropriate introduction of 
complementary foods, we asked mothers questions about their knowledge related to the introduction 
of 14 common kinds of food. Data on the age of introduction of individual food were then recoded 
based on current WHO guideline in two categories: appropriate introduction (between 6 and 8.9 months 
of age) and inappropriate introduction (either too early—before 6 months of age or too late—after 8.9 
months of age. Knowledge of appropriate feeding frequency was assessed by asking six questions on 
maternal knowledge about frequency of feeding meals and snacks to children in three different age 
groups (6-8.9 months, 9-11.9 months, and 12-23.9 months). The reported frequencies were then 
compared to the WHO recommendations for breastfed and non-breastfed children. These data were 
also combined to create an overall scale that assessed the knowledge of appropriate feeding frequency. 

Awareness, trial, and adoption of key practices 

We asked mothers questions about their awareness, trial, and adoption of a few key “sentinel” practices 
that are likely to be recommended by the A&T program6 in order to assess whether knowledge gets 
translated into the trial of new practices and whether behaviors that are tried are then sustained. In 
previous research on BCC programs, data on these types of questions have helped to identify practice-
specific facilitators and barriers.  

                                                           
6 The behaviors asked about here were decided based on discussions with the A&T program team on the types of IYCF practices 

that should be included in this module of the questionnaire.  
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5.2 Breastfeeding Challenges 

Problems when first started breastfeeding 

Information related to problems when breastfeeding was first started is presented in Table 5.1. On 
average, 25 percent of the mothers reported having difficulties at initial stages of breastfeeding. A 
majority of these mothers, 70.8 percent in A&T areas and 59.5 percent in non-A&T areas, reported that 
they felt there was not enough breast milk to feed their babies. The second most frequently reported 
challenge was that the child did not suck well, which could be due to problems with positioning and 
attachment of infants. Problems with the breast were the next major issue identified; this difficulty was 
encountered by about twice as many respondents in non-A&T areas (20.4 percent) than in A&T areas 
(11 percent). A much smaller proportion of the mothers suffer from other breastfeeding problems.  

Table 5.1 Problems with breastfeeding when first started to breastfeed, by program group 

Variable 

A&T area 

(N = 2,200) 

Non-A&T area 

(N = 2,200) 

All 

(N = 4,400) 

Percent Percent Percent 

Reported having concerns/difficulties  25.2 24.7 25.0 
Type of concerns/difficulties     

Problems with breast 11.0 20.4 15.7 
Child did not suck well 18.0 17.7 17.9 
Not enough time to feed 0.4 0.6 0.5 
Cracked nipples 2.3 2.0 2.2 
Felt not enough breast milk 70.8 59.5 65.2 
Other 6.9 10.3 8.6 

Reported seeking help to address these concerns 70.1 74.6 72.3 
Person from whom mother sought help     

Doctor 43.2 40.3 41.7 
Midwife/nurse 3.3 5.9 4.7 
Government Health Worker (FWA/HA) 0.5 1.0 0.8 
BRAC SS 0.8 0.3 0.5 
BRAC SK 0.0 0.5 0.3 
IYCF Promoter 0.0 0.0 0.0 
Other NGO workers 0.0 0.3 0.1 
TTBA 2.1 2.0 2.0 
TBA 3.9 0.7 2.3 
Village doctor 12.1 10.4 11.2 
Homeopath doctor 3.3 2.5 2.9 
Kabiraj/Herbal healer 4.9 4.4 4.7 
Spiritual healer 0.3 0.7 0.5 
Pharmacy 1.8 1.5 1.6 
Husband 1.8 4.9 3.4 
Mother/Mother in-law  20.1 26.4 23.3 
Other family members 1.0 1.0 1.0 
Neighbors/friends 10.0 8.6 9.3 
Other 3.1 1.7 2.4 

Reported being asked to use baby food/formula 44.0 32.4 38.0 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question.  
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About 72.3 percent of the mothers who had difficulties in breastfeeding sought help to address their 
problems. Of them, 41.7 percent of mothers sought help from doctors, whereas about 23.3 percent 
went to their mother or mother in-law. About 11.2 percent of mothers went to the village doctor and 
9.3 percent went to neighbors/friends. Of the remaining, 4.7 percent went to traditional healers and 
another 4.7 percent went to midwife/nurses. There were no significant differences between the A&T 
and non-A&T areas. 

Table 5.1 also indicates that 44 percent of mothers in A&T areas and 32.4 percent of them in non-A&T 
areas were told to use baby food/formula when they sought help from different sources to overcome 
their difficulties related to breastfeeding. 

Problems with breastfeeding at 3-4 months of age 

Table 5.2 presents data on the problems faced by mothers related to breastfeeding when their child was 
3-4 months old. Overall, these problems are similar to those experienced by months when they first 
began to breastfeed. One-fifth of the mothers reported having difficulties related to breastfeeding. 
These were similar in both A&T and non-A&T areas. Similar to reported problems during early 
breastfeeding, the most frequently reported challenge at 3-4 months of age was also a perception of not 
having enough breast milk. Similar problems were faced when mothers first started breastfeeding: the 
second most frequently encountered challenge was that the child did not suck well followed by 
problems with breast pain. 

  



39 
 

Table 5.2 Problems with breastfeeding later on (when child was 3-4 months old), by program group 

Variable 

A&T Area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Reported having concerns/difficulties  19.3 20.7 20.0 
Type of concerns/difficulties     

Problems with breast (pain) 4.9 6.4 5.7 
Child did not suck well 10.6 12.3 11.5 
Not enough time to feed child 2.6 1.8 2.2 
Cracked nipples 2.1 2.9 2.5 
Felt not enough breast milk 78.1 73.5 75.7 
Other 5.4 10.3 8.0 

Reported seeking help to address these concerns 72.2 77.0 74.7 
Person from whom mother sought help     

Doctor 45.3 39.9 42.4 
Midwife/Nurse 1.3 1.1 1.2 
Government Health Worker (FWA/HA) 1.0 2.0 1.5 
BRAC SS 0.0 0.9 0.5 
BRAC SK 1.0 0.6 0.8 
IYCF Promoter 0.0 0.0 0.0 
Other NGO Worker 0.0 0.6 0.3 
TTBA 0.3 0.0 0.2 
TBA 0.0 0.3 0.2 
Village Doctor 14.0 10.3 12.0 
Homeopath Doctor 3.3 2.0 2.6 
Kabiraj/ Herbal Healer 2.3 4.8 3.7 
Spiritual Healer 1.3 0.6 0.9 
Husband 5.9 10.8 8.5 
Mother/Mother in-law of respondent 18.9 27.4 23.4 
Other family members 1.3 0.9 1.1 
Neighbor/friends 11.1 14.5 12.9 
Self 0.3 0.0 0.2 
Other 2.9 1.1 2.0 
Reported given suggestion for baby food/formula 51.8 45.9 48.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question.  

 

A majority of the mothers who faced breastfeeding difficulties (74.7 percent) did seek help. Of these, a 
significant proportion sought help from a doctor (42.4 percent), whereas about 23.4 percent went to 
their mother or mother in-law, 12.9 percent when to neighbors/friends, 12 percent to the village doctor 
and 8.5 percent went to their husbands.  

Table 5.2 also indicates that 51.8 percent of mothers in A&T areas and 45.9 percent of them in non-A&T 
areas were suggested to use baby food/formula when they sought help from different sources to 
overcome their difficulties related to breastfeeding at this stage in infancy, i.e., 3-4 months of age.. 

5.3 Complementary Feeding Challenges 

Table 5.3 presents details of problems encountered by mothers when they first started feeding semi-
solid/solid foods to their babies. About one-fifth of mothers in both A&T areas and non-A&T areas 
reported some types of problems when they started feeding semi-solid/solid foods. The dominant 
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problem reported was that children refused to consume food and spat it out (74 percent in A&T areas 
and 89.3 percent in non-A&T areas) (p < 0.05). About 16.1 percent of mothers reported sickness of their 
child, which was significantly higher in A&T areas (21 percent) compared to non-A&T areas (11.9 
percent) (p < 0.05). Poor appetite of the child was reported in 8.3 percent of the cases. 

Table 5.3 Problems when first started feeding semi-solid/solid foods by comparison group 

Variable  

A&T area 
(N = 2,027) 

Non-A&T area 
(N = 2,002) 

All 
(N = 4,029) 

Percent Percent Percent 

Reported having concerns/difficulties  18.2 21.7 20.0 
Type of concerns/difficulties     

Child refusal/spit out 74.0 89.3* 82.4 
Child sick 21.0 11.9* 16.1 
Child’s poor appetite 6.8 9.6 8.3 
Mother does not have time to prepare/feed 0.3 0.2 0.2 
Did not have resources to feed foods that mother 
wants 1.0 0.4 0.7 
Family members discouraged certain food practices 0.3 0.0 0.1 
Other 5.3 1.7 3.3 

Reported seeking help to address these concerns 61.0 52.1 56.2 
Person from whom mother seeks help    

Doctor 53.3 40.2* 46.7 
Midwife/nurse 0.4 0.0 0.2 
Government Health Worker (FWA/HA) 2.1 0.8 1.4 
BRAC SS 0.4 0.4 0.4 
BRAC SK 0.4 0.0 0.2 
Village doctor 24.6 19.7 22.1 
Homeopath doctor 2.5 4.4 3.5 
Kabiraj/ Herbal healer 1.2 0.8 1.0 
Spiritual healer 0.0 0.8 0.4 
Pharmacy 1.2 0.4 0.8 
Husband 0.8 11.2 6.1 
Mother/mother in-law of respondent 6.6 20.1 13.4 
Other family members 0.4 2.0 1.2 
Neighbors/friends 8.2 12.9 10.6 
Self 0.4 1.2 0.8 
Nobody 0.0 0.4 0.2 
Other 1.6 0.8 1.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question.  

 

A majority of mothers (56.2 percent) who encountered problems sought help to address these 
difficulties related to feeding semi-solid/solid foods. Table 5.3 also indicates that 53.3 percent and 40.2 
percent from A&T areas and non-A&T areas, respectively, went to a doctor (p < 0.05). While 24.6 
percent and 19.7 percent, respectively, went to the village doctor. The proportions of respondents who 
sought help from an older woman were 6.6 percent and 20.1 percent in A&T and non-A&T areas, 
respectively.  
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Current problems with IYCF practices 

Current problems that mothers reported in relation to IYCF practices are presented in Table 5.4, and are 
organized by program group and age group. About 20 percent of mothers with children 0-5.9 months of 
age reported having problems. Among these mothers, the main concern was that they felt that there 
was not enough breast milk (67.9 percent), followed by child sickness (14.5 percent). About 30 percent 
of mothers of children aged 6-11.9 months reported having problems related to child feeding. Among 
these mothers, the main concerns or difficulties related to child feeding were child dislikes of solid food, 
child sickness, child’s poor appetite, and perception of breast milk insufficiency. Thirty-one percent of 
mothers of children aged 12-23.9 months reported the same main difficulties or concerns as those of 
mothers of children 6-11.9 months of age. However, the perched problem of breast milk insufficiency 
was much lower, only 7.2 percent. About one-fifth of mothers with children 24-47.9 months of age 
reported having problems with child feeding. The three main concerns were the child not liking solid 
foods, having a poor appetite, and being sick. No differences were found for A&T and non-A&T area. 
Similar to other reported challenges, many mothers sought help for these issues mainly from doctors 
(including the village doctor), respondents’ mothers/mothers in law, and family members. 
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Table 5.4 Current problems with IYCF practices in children 0-47.9 months of age by age group and program group 

Variable 

0-5.9 months 6-11.9 months 12-23.9 months 24-47.9 months 

Percent Percent Percent Percent 

A&T area 
(N = 487) 

Non-A&T 
area 

(N = 490) 
All 

(N = 977) 
A&T area 
(N = 205) 

Non-A&T area 
(N = 203) 

All 
(N = 408) 

A&T area 
(N = 403) 

Non-A&T 
area 

(N = 400) 
All 

(N = 803) 

A&T area 
 

(N = 1,086) 

Non-A&T 
area 

(N = 1,091) 
All 

(N = 2,177) 

Reported having concerns/difficulties  16.8 22.7 19.8 27.3 31.0 29.2 30.8 31.3 31.0 17.5 21.7 19.6 
Type of concerns/difficulties              

Problems with breast 3.7 4.5 4.2 0 4.8 2.5 0 1.6 0.8 1.1 1.7 1.4 
Child did not suck well 7.3 6.3 6.7 3.6 9.5 6.7 0.8 3.2 2.0 1.1 0.4 0.7 
Not able to breastfeed well 6.1 3.6 4.7 0 0 0 2.4 0 1.2 0 0 0 
Not enough time to feed 1.2 0 0.5 0 0 0 0 0.8 0.4 0 0.4 0.2 
Cracked nipples 1.2 1.8 1.6 0 0 0 0 0 0 0 0 0 
Felt not enough breast milk 69.5 66.7 67.9 28.6 12.7 20.2 8.1 6.4 7.2 2.1 1.7 1.9 
Poor appetite 7.3 6.3 6.7 25.0 20.6 22.7 42.7 30.4 36.6 46.3 49.0 47.8 
Child runs around too much 0 0 0 0 0 0 1.6 1.6 1.6 5.3 4.6 4.9 
Child did not like solid foods 0 2.7 1.6 21.4 28.6 25.2 30.7 44.8 37.8 33.7 21.1 26.7 
Child sick 13.4 15.3 14.5 25.0 19.1 21.9 24.2 26.4 25.3 22.1 30.4 26.7 
Others 1.2 2.7 2.1 5.4 14.3 10.1 4.0 4.0 4.0 3.7 5.1 4.5 

Reported seeking help to address these 
concerns 

63.4 69.4 66.8 60.7 42.9 51.3 55.7 56.8 56.2 55.8 57.0 56.4 

Person from whom mother sought help              
Doctor 38.5 28.6 32.6 52.9 33.3 44.3 44.9 42.3 43.6 37.7 40.0 39.0 
Midwife/nurse 0 2.6 1.6 0 0 0 0 0 0 0 1.5 0.8 
Government Health Doctor 0 1.3 0.8 0 7.4 3.3 0 5.6 2.9 0.9 0 0.4 
BRAC SK 3.9 0 1.6 0 0 0 1.5 0 0.7 0.9 0 0.4 
BRAC SS 0 0 0 2.9 0 1.6 0 0 0 0 0.7 0.4 
Other NGO worker 0 1.3 0.8 0 0 0 0 2.8 1.4 0.9 1.5 1.2 
TTBA 3.9 0 1.6 0 0 0 0 0 0 0 0 0 
TBA 0 0 0 0 0 0 1.5 0 0.7 0 0 0 
Village doctor 15.4 15.6 15.5 26.5 25.9 26.2 31.9 26.8 29.3 43.4 35.6 39.0 
Homeopath doctor 9.6 2.6 5.4 0 3.7 1.6 5.8 5.6 5.7 4.7 4.4 4.6 
Kabiraj/Herbal healer 3.9 1.3 2.3 2.9 7.4 4.9 2.9 1.4 2.1 0 0.7 0.4 
Spiritual healer 0 0 0 0 3.7 1.6 0 0 0 0.9 0.7 0.8 
Pharmacy 0 1.3 0.8 5.9 0 3.3 7.3 1.4 4.3 9.4 3.0 5.8 
Husband 1.9 13.0 8.5 5.9 3.7 4.9 0 7.0 3.6 0.9 10.4 6.2 
Mother/mother-in-law of respondent 21.2 35.1 29.5 0 14.8 6.6 4.4 11.3 7.9 0 3.7 2.1 
Other family members 0 3.9 2.3 0 3.7 1.6 2.9 4.2 3.6 0 1.5 0.8 
Neighbors/friends 7.7 14.3 11.6 2.9 3.7 3.3 0 2.8 1.4 1.9 4.4 3.3 
Self 1.9 0 0.8 0 0 0 0 0 0 0 0 0 
Other 1.9 0 0.8 5.9 0 3.3 0 0 0 0.9 0 0.4 

Reported given suggestion for baby 
food/formula 

50.0 27.3 36.4 41.2 14.8 29.5 10.1 8.5 9.3 2.8 3.7 3.3 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.;  Percentages do not add up to 100 because respondents could provide multiple responses to the question. 
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5.4 Knowledge and Perceptions about IYCF 

Knowledge and perceptions of mothers about breastfeeding are presented in Table 5.5. Overall, 85.1 
percent of the mothers acknowledged that babies should be breastfed immediately or during the first 
hour after birth; this was significantly different (p < 0.01) in A&T and non-A&T areas. About 94.1 percent 
of mothers reported that colostrum should be given to the baby; this was significantly different 
(p < 0.01) in A&T and non-A&T areas. About  35.7 percent of mothers believe that they should 
breastfeed a baby whenever they cry, while one-fifth of mothers (20.8 percent) believed that they 
should breastfeed a baby on demand, both of which is significantly different (p < 0.05) in A&T and non-
A&T areas. One-half (50.7 percent) of mothers believed that they should not give formula even when 
their baby is not getting enough milk. About 80.3 percent of mothers knew that mothers should 
continue to breastfeed even when they are ill. The proportion of mothers who reported that children 
less than 6 months of age should not be given water in hot weather was 29.8 percent; this was 
significantly different (p < 0.05) in A&T and non-A&T areas. Very few mothers (1.9 percent) had 
knowledge of leaving expressed breast milk for the child less than 6 months of age when they are away 
from the child. The proportion of mothers who reported, correctly, that mothers should continue to 
breastfeed even if she is pregnant is 66.4 percent, and continue to breastfeed even if she is ill is 80.3 
percent; both were significantly different (p < 0.01 and p < 0.05, respectively) in A&T and non-A&T 
areas.  

On average, the mean score on a scale of knowledge and perception about breastfeeding (ranging from 
0-8) was 4.1, with a standard deviation of 1.2 (Table 5.5). 

Table 5.5 Knowledge and perception of mothers about breastfeeding, by program group 

Proportion reported the following  

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Baby should be breastfed immediately or during first hours after birth 87.8** 82.4 85.1 
Give colostrum to the baby 95.5** 92.7 94.1 
Breastfeed the baby whenever they cry 34.0* 37.3 35.7 
Breastfeed baby whenever baby wants 22.4* 19.1 20.8 
Mother should not give formula even when baby is getting insufficient milk  52.6 48.8 50.7 
Baby < 6 months should not be given water in hot weather 24.5* 35.1 29.8 
Leaving expressed breast milk for children < 6 months when away from home 2.1 1.8 1.9 
Continue BF if mother is pregnant 60.5** 72.3 66.4 
Continue BF if mother is ill  78.3* 82.4 80.3 
 Mean ± SD Mean ± SD Mean ± SD 

Mean of scale knowledge and perception about breastfeeding (Range: 0 to 8) 4.1** ± 1.1 4.2 ± 1.2 4.1 ± 1.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Knowledge about timely introduction of complementary food 

Table 5.6 gives details on the knowledge of mothers about the timely introduction of complementary 
foods. As can be seen from the table, 44.1 percent and 19.9 percent of the mothers thought water and 
nonhuman milk (cow, goat, or powdered) could be introduced at an early stage. Knowledge of timely 
introduction of rice, bread, muri, legumes, green leafy vegetables, orange-fleshed vegetables, ripe 
papaya or mango, bananas, eggs (respectively all nearly 80 percent), big fish (51.3 percent), and milk 
(66.4 percent) was appropriate among a majority of the mothers. However, a majority of mothers 
thought that foods such as meat (beef, mutton, chicken, duck, other poultry), small fish (respectively all 



44 
 

slightly above 50 percent), peanuts, groundnuts, other nuts (70.4 percent), and purchased snack food 
(63.6 percent) should be introduced at later ages. 

On average, the mean score on a scale of appropriate timing of introduction of complementary food 
(ranging from 0-15, 1 point for each food) was 9.3, with a standard deviation of 4.2 (Table 5.6). 

Table 5.6 Reported knowledge of mothers about timing of introduction of complementary foods 

Complementary food 

Timing of introduction 

Early
a
 

percent 
Timely

b
 

percent 
Late

c
 

Percent 

Water 44.1 55.7 0.3 
Rice, bread, muri, etc. 3.7 78.2 18.1 
Legume 3.2 82.9 13.9 
Green leafy vegetables 3.0 83.2 13.9 
Orange-fleshed vegetables 3.0 80.6 16.4 
Ripe papaya or mango 4.5 79.6 16.0 
Bananas 6.0 79.0 15.0 
Meat: beef, mutton, etc. 0.9 45.2 53.9 
Chicken, duck, other poultry 1.4 45.6 53.0 
Fish (big) 1.3 51.3 47.4 
Fish (small) 1.5 43.9 54.6 
Eggs 3.6 74.8 21.6 
Peanuts, groundnuts, other nuts 0.7 28.9 70.4 
Milk (cow, goat, or powdered) 19.9 66.4 13.7 
Purchased snack food 0.7 35.7 63.6 

 A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

 Mean ± SD Mean ± SD Mean ± SD 

Mean scale of appropriate timing of introduction of 
complementary food (range: 0 to 15) 

9.4 ± 4.5 9.2 ± 4.0 9.3 ± 4.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Early: Introduction of complementary food before 6 months of age. 

b
 Timely: Introduction of complementary food between 6 – 8.9 months of age. 

c
 Late: Introduction of complementary food after 9 months of age. 

Annex Table A5.1 provides further details on the reported knowledge about timely introduction of 
complementary food and meal frequency, by program group. Knowledge about age of introduction of 
water was significantly different (p < 0.01) in A&T areas (46.5 percent) and non-A&T areas (64.9 
percent). The proportions of respondents who reported timely introduction of small fish and eggs were 
43.9 percent and 74.8 percent, respectively. These proportions of reported timely introduction of small 
fish and eggs were different (p < 0.05) in A&T and non-A&T areas.  

Also shown in Annex Table A5.1 is that knowledge about the adequacy of frequency of meals and snacks 
for breastfed children was 100 percent for age ranges of infants except for the meals per day for a 9-
11.9-month-old child (63.7 percent). Similarly, the adequacy of frequency of meals and snacks for non-
breastfed children was also 100 percent for all age ranges of infants except for the meals per day for a 9-
11.9-month-old child (33.3 percent). 

Figure 5.1 illustrates the comparison between mother’s knowledge of timely introduction of 
complementary foods and their actual practices. It is clear from the graph that there were major gaps in 
knowledge and actual practices of mothers about timing of introduction of complementary foods. Actual 
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practice of giving fish, meat, eggs, legume, and green leafy vegetables was very low compared to 
mother’s knowledge of feeding these foods in this age group. In contrast, actual practice of giving water 
to the child (92.9 percent) was higher than the knowledge of giving water to the child (55.7 percent) of 
this age group.  

Figure 5.1 Comparison between mother’s knowledge of timely introduction and actual practice of 
timely introduction of selected complementary foods  

 

Table 5.7 reports respondent’s knowledge of age of child when introducing different complementary 
foods. The table also provides respondent knowledge about how often children should be fed. There 
was a large variability in the responses to questions about the most appropriate age for introduction of 
different liquids and foods. On average, mothers thought that water should be given to children at 5 
months, nonhuman milk (cow, goat, or powdered) at 6.3 months, bananas at 6.9 months, and other 
foods at later ages. No differences were found for A&T and non-A&T areas, except the consumption of 
small fish (p < 0.05). 

According to the respondents, the age until a child should continue to be breastfed is, on average, 27.9 
months, which is slightly different (p < 0.05) in A&T (28.4 months) and non-A&T (27.3 months) areas. 

The WHO recommendation is to initiate complementary foods at 6 months, gradually increasing the 
frequency in two-month intervals starting at twice or thrice a day between 6-8.9 months. By 24 months, 
complementary feeding is recommended for offering 3-4 times a day along with snacks once or twice a 
day as the child’s eating pattern starts to resemble more of a regular eating pattern. Knowledge about 
age-appropriate feeding frequency was high, with very high reported frequencies of feeding. However, 
as seen in Chapter 4, there are gaps between knowledge and practice in relation to this aspect of 
feeding. No differences were found for A&T and non-A&T areas, except the number of meals per day for 
a breastfed child aged 12-23.9 months (p < 0.05) (Table 5.7).  
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Table 5.7 Reported knowledge of age (months) to introduce complementary food and meal 
frequency, by program group 

 

A&T area 
(N = 2,027) 

Non-A&T area 
(N = 2,002) 

All 
(N = 4,029) 

Mean SD Mean SD Mean SD 

Mean of age introduction of the following 
complementary foods (months) 

Water 4.9 1.6 5.2 1.5 5.0 1.5 
Rice, bread, noodle, etc. 7.3 2.2 7.1 1.9 7.2 2.1 
Legume 7.0 2.0 6.9 1.7 7.0 1.9 
Green leafy vegetables 7.0 1.9 7.0 1.8 7.0 1.9 
Orange-fleshed vegetables 7.1 2.1 7.2 2.0 7.1 2.0 
Ripe papaya or mango 7.0 2.1 7.1 2.0 7.0 2.0 
Bananas 7.0 2.0 6.9 2.0 6.9 2.0 
Meat: beef, pork 9.0 2.7 9.5 2.7 9.2 2.7 
Chicken, duck, other poultry 8.9 2.7 9.5 2.7 9.2 2.7 
Fish ( big) 8.6 2.6 9.1 2.7 8.9 2.7 
Fish (small) 8.9* 2.7 9.7 2.6 9.3 2.7 
Eggs 7.5 2.3 7.3 2.2 7.4 2.2 
Peanuts, groundnuts, other nuts 9.9 2.6 10.4 2.4 10.2 2.5 
Milk (cow, goat, or powdered) 6.1 2.6 6.5 2.7 6.3 2.6 
Purchased snack food 9.8 2.6 9.8 2.5 9.8 2.6 

Age until when a child should be continued breastfed 
(months) 

28.4* 6.4 27.3 5.8 27.9 6.1 

Number of meals and snacks for breastfed children
a 

      
Meals/day for a 6-8.9 months old child 9.3 3.8 10.3 3.3 9.8 3.6 
Snacks/day for a 6-8.9 months old child 7.0 3.1 7.4 3.0 7.2 3.1 
Meals/day for a 9-11.9 months old child 3.1 1.4 2.9 1.3 3.0 1.4 
Snacks/day for a 9-11.9 months old child 3.5 1.3 3.5 1.4 3.5 1.3 
Meals/day for a 12-23.9 months old child 12.0* 4.0 13.7 5.3 13.1 4.9 
Snacks/day for a 12-23.9 months old child 10.0 3.1 10.9 4.3 10.6 4.0 

Number of meals and snacks for non-breastfed children
b
 

Meals/day for a 6-8.9 months old child 8.1 3.6 10.4 3.4 9.1 3.7 
Snacks/day for a 6-8.9 months old child 6.1 2.9 7.4 3.0 6.7 3.0 
Meals/day for a 9-11.9 months old child 3.5 1.4 3.2 1.3 3.4 1.3 
Snacks/day for a 9-11.9 months old child 3.6 1.2 3.8 1.6 3.7 1.3 
Meals/day for a 12-23.9 months old child 14.2 5.4 12.1 3.9 13.0 4.6 
Snacks/day for a 12-23.9 months old child 11.7 3.1 9.3 3.1 10.3 3.3 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Adequate frequency of meal and snack for breastfed children—6-8.9 months: 2-3 meals, 1-2 snacks per day; 9-11.9 months: 3-

4 meals, 1-2 snacks per day; 12-23.9 months: 3-4 meals, 1-2 snacks per day. 
b
 Adequate frequency of meal and snack for non-breastfed children: give in addition 1-2 extra meals per day. 

 

According to the respondents, the age until a child should continue to be breastfed is, on average, 27.9 
months, which is slightly different (p < 0.05) in A&T (28.4 months) and non-A&T (27.3 months) areas. 

The WHO recommendation is to initiate complementary foods at 6 months, gradually increasing the 
frequency in two-month intervals starting at twice or thrice a day between 6-8.9 months. By 24 months, 
complementary feeding is recommended to be offered 3-4 times a day along with snacks once or twice 
a day as the child’s eating pattern starts to resemble more of a regular eating pattern. Knowledge about 
age-appropriate feeding frequency was high, with very high reported frequencies of feeding. However, 
as seen in Chapter 4, there are gaps between knowledge and practice in relation to this aspect of 
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feeding. No differences were found for A&T and non-A&T areas, excluding the number of meals per day 
for a breastfed child aged 12-23.9 months (p < 0.05). 

5.5 Exposure to Knowledge about IYCF 

Exposure of mothers to a variety of IYCF-related messages (Table 5.8) is reported here. A majority of 
mothers were exposed to a variety of the different types of messages/issues covered in the survey 
instrument, ranging from approximately 40-70 percent (Table 5.8). A notable exception was that only a 
small proportion (7.2 percent) has ever heard of adding micronutrient Sprinkles to their child’s food. 
This is not unexpected, given that micronutrient powders are only slowly entering the market and 
programs in Bangladesh. In subsequent analyses prior to finalizing the report, we will explore further the 
sources of information on these practices.  

Table 5.8 Exposure to knowledge about IYCF of mothers of children, by program group 

Proportion reported ever heard of the 
following in the past one year 

A&T Area 
(N = 2,027) 

Non-A&T Area 
(N = 2,002) 

All 
(N = 4,029) 

Percent Percent Percent 

Baby should be breastfed immediately after birth 68.6 63.5 66.0 
Give the colostrum soon after birth 71.2 63.7 67.5 
No pre-lacteals  50.7 50.2 50.5 
Feed only breast milk up to 6 months 71.4 67.5 69.4 
Not giving child any water or liquid up to 6 months 55.5 57.6 56.6 
How to hold baby at the breastfed so he/she can breastfeed easily 50.4 41.2 45.8 
How to put the baby’s mouth at the breast so he/she can feed easily 46.7 37.6 42.1 
Emptying one breast before giving to the other side 54.1 44.8 49.4 
Feeding mashed family food after 6 months 65.2 59.6 62.4 
Feeding eggs, meat, fish and other animal source food after 6 months 62.2 60.1 61.2 
Cooking children’s food with oil (or adding oil to children’s food) 42.6 33.9 38.3 
Adding Sprinkles to the child’s food 7.8 6.6 7.2 
Washing hands with water and soap before prep/feeding child 73.5 60.4 66.9 
How to help your child eat better 51.7 43.1 47.4 
How to feed your child when he/she is sick 62.7 49.3 56.0 
Feeding the child an extra meal/food after illness 69.6 58.6 64.1 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

5.6 Awareness, Trial, and Adoption of Key IYCF Practices 

The awareness, trial and adoption of some sentinel IYCF practices are shown in Table 5.9 and Figure 5.2. 
Awareness was high for three of the practices we asked about, and very low for three others. For 
example, a significant proportion of the respondents have not only heard of feeding mashed foods from 
family food, preparing special foods like mashed meat/fish, and feeding child extra meals after they 
recovered from illness. The proportion of mothers, among those who had heard about these, who also 
tried the practices was very high, and a majority had tried them many times. On the other hand, only a 
small proportion had heard of leaving behind expressed breast milk when leaving the house, adding 
breast milk to child’s gruel/porridge, and feeding children vitamin and mineral supplements.  

The main sources of information (Table 5.10) for these practices were individuals—family members, 
friends, and health workers—and the media as well. The findings on high levels of trial of new practices 
where mothers were aware of them is encouraging for A&T interventions, as it signals an inclination 
among mothers to at least try new behaviors.  
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Table 5.9 Awareness, trial, and adoption of key IYCF practices by mothers of children 0-47.9 months of age, by program groups 

 

Ever heard Ever tried among those ever heard Adopted among those ever tried 

Percent Percent Percent 

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) A&T area Non-A&T area All A&T area Non-A&T area All 

Leaving behind expressed breast milk when 
leaving the house 5.0 10.1 7.6 19.1 22.1 21.1 57.2 63.3 61.4 

Adding breast milk to child’s gruel/porridge 1.8 2.6 2.2 51.3 45.6 47.9 70.0 57.7 63.1 
Feeding baby mashed foods from family 

food  90.1 91.1 90.6 83.9 82.0 83.0 95.4 92.9 94.1 
Preparing special foods like mashed meat/ 

fish 74.4 76.1 75.2 82.4 79.9 81.2 93.6* 90.5 92.1 
Feeding child extra meal after they 

recovered from illness 83.5 80.0 81.7 83.4 81.8 82.6 N/A N/A N/A 
Feeding child vitamin and mineral 

supplements  4.8 3.4 4.1 41.0** 24.0 33.9 62.8 55.6 60.7 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 
Table 5.10 Sources of information on key IYCF practices for mothers of children 0-47.9 months of age 

 

Leaving behind 
expressed breast 

milk  
(n = 332) 

Adding breast milk to 
porridge 

(shoji/chaler gurha) 
(n = 96) 

Feeding baby 
mashed family foods  

(n = 3,986) 

Preparing mashed 
fish, etc. 

(n = 3,310) 

Feeding child extra 
meal after illness 

(n = 3,595) 

Feeding child vitamin 
and mineral 
supplements  

(n = 180) 

 Percent Percent Percent Percent Percent Percent 

Family member 7.5 22.9 16.7 15.2 10.5 5.6 
Friend/neighbor 35.5 26.0 38.7 36.7 22.8 13.9 
Health worker 11.8 15.6 13.0 13.8 15.2 16.1 
Nurse/dispensary 1.8 6.3 0.9 0.7 2.8 5.0 
Radio 0.3 1.0 0.6 0.6 0.6 1.7 
TV 26.5 14.6 13.1 15.4 15.5 24.4 
BRAC 0.6 3.1 4.2 4.3 2.8 1.7 
Religious leader 0.0 0.0 0.1 0.1 0.1 0.0 
Health Center 3.0 5.2 3.2 3.3 5.2 4.4 
Other  13.0 5.2 9.5 9.9 24.7 27.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

. 
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Figure 5.2 Awareness, trial, and adoption of key IYCF practices by mothers of children 0-47.9 months 
of age  

 

Figure 5.2 depicts the drop-off between awareness, trial, and repeated use of the key behaviors. As seen 
in other settings, the drop-off is greatest between awareness and trial for those behaviors where 
awareness is high. The drop-off between trial and adoption is not as much, thus suggesting that trial of 
new behaviors is a critically mediating step. Thus, for A&T, moving mothers from being aware of certain 
practices to at least enabling trial of a new practice will be important.  

Mother’s knowledge, purchase, and use of multiple micronutrient powder (sprinkles) are presented in 
Table 5.11. Overall, only 7 percent of mothers heard about sprinkles; there was no difference in the 
proportion of mothers who heard about sprinkles in A&T and non-A&T areas. Among mothers who 
heard about sprinkles, most of them (19.2 percent) were informed by doctors. Among mothers who 
ever heard about sprinkles, the proportion of mothers who have ever seen sprinkles was 40.4 percent. 
Most of these mothers saw sprinkles in the pharmacy (23.8 percent) and with doctors/nurses (19.7 
percent). About 45 percent of mothers who ever heard about sprinkles thought of purchasing them. 
Among those who have heard or seen sprinkles, about 73 percent of them purchased sprinkles in the 
last six months. The purchase and use of vitamin/mineral supplements is presented in Annex Table A5.2.  
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Table 5.11 Mother’s knowledge, purchase, and use of Sprinkles, by program group 

 A&T area Non-A&T area All 
 (N = 2,200) (N = 2,200) (N = 4,400) 

 Percent Percent Percent 

Proportion who have ever heard of Sprinkles 6.9 6.9 6.9 
Sources from which they have heard about sprinkles    

Pharmacy 8.6 8.6 8.6 
Doctor 23.2 15.2 19.2 
BRAC health worker 6.0 15.2 10.6 

Proportion of those who have seen sprinkles in the area 
(among those who have ever heard) 52.3 28.5 40.4 

Places where they have seen sprinkles    
Pharmacy 29.1 14.0 23.8 
Doctor/nurse 17.7 23.3 19.7 
Health worker 6.3 18.6 10.7 
Other  46.8 44.2 45.9 

Proportion of those who ever thought of purchasing 
sprinkles after having seen or hearing about it 46.8 41.9 45.1 

Proportion of those who have purchased sprinkles in the 
last six months (among those who have ever heard) 67.6 83.3 72.7 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

5.7 Summary 

In summary, this chapter has presented a variety of detailed findings that help to shape our overall 
understanding on where women stand in terms of perceptions and knowledge about IYCF practices. 
There has been a clear gap between mother’s knowledge of timely introduction of complementary 
foods and their actual practice. Gaps have been observed in the pathway from IYCF 
awareness/knowledge through trial and adaptation of those practices. These issues will be explored in 
further depth using mixed methods in the process evaluation to understand A&T’s influence on the 
different steps in moving from building knowledge, skills, and confidence about IYCF, and in enabling 
mothers to try and adopt new practices.   
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6. Results: Use of A&T Platforms: Health System, Media, and Markets 

6.1 Variables 

In this survey, we assessed use of the A&T community component services, which are the services 
provided by BRAC community health volunteers (Shasthya Shebika) and community health workers 
(Shasthya Kormi). We also collected information on use of services provided by BRAC Shasthya Kormi 
(SK).  

To capture use of other A&T platforms, data were also gathered on use of antenatal care and the health 
system, as well as access to and use of media and markets.  

6.2 Community/Health System Platform 

Table 6.1 shows the use of the BRAC community health volunteer platform (delivered through the BRAC 
EHC platform), household purchase of products from SS and SS sales to households. Overall, 22.6 
percent of the respondents had ever been visited at home by a SS and 37.2 percent, on average, 
received feeding advice from them. The type of advice received when last visited by an SS on feeding the 
youngest child is presented in Annex Figure A6.1. About a fourth of households visited by an SS reported 
also purchasing medicine from them. Of those who generally buy medicine or other products from the 
SS, the most frequently purchased item was vitamins (29.1 percent) followed by paracetamol (11.1 
percent).  

Table 6.1 Use of A&T community component program services (BRAC EHC platform), household 
purchase of products from Shasthya Shebika (SS), and SS sales to households 

A&T community component program services 

A&T area 
(N = 2,100) 

Non-A&T area 
(N = 2,100) 

All 
(N = 4,200) 

N Percent N Percent N Percent 

Ever been visited at home by a BRAC Shasthya 
Shebika (SS) 551 25.0 443 20.1 994 22.6 

Received any advice from SS during the last visit on 
feeding your youngest child

a
 211 38.3 159 35.9 370 37.2 

Generally buy medicines or other products from SS
b
 136 6.2 98 4.5 234 5.3 

Products bought from SS in the last month
c
 

    
  

Paracetamol 11 8.1 15 15.3 26 11.1 
Vitamins 36 26.5 32 32.7 68 29.1 
Antihistamine 0 0.0 0 0.0 0 0.0 
Birth control products 7 5.2 4 4.1 11 4.7 
Soap 4 2.9 3 3.1 7 3.0 
Sanitary napkins 1 0.7 0 0.0 1 0.4 
delivery kits 2 1.5 2 2.0 4 1.7 
Iodized salt 3 2.2 1 1.0 4 1.7 
Other 72 52.9 41 41.8 113 48.3 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Estimated only for those who indicated awareness of SS. 

b
 Estimated only for those who indicated awareness of SS. 

c
 Those who generally buy medicine or other products from SS. 

 

In interpreting these figures, it is important to recognize that the survey is a random sample of the 
entire community area, which is an important methodological consideration for capturing public health 
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impact. In exploratory analyses (not reported here), we find that households most likely to be visited by 
a BRAC SS are those that are poorer, have less educated mothers, and more younger infants, which 
highlights the importance of such networks in reaching vulnerable populations. Further analysis to 
understand determinants of use of the different health platforms in these communities would be 
extremely useful in this context.  

While a smaller proportion of respondents had been visited by a SK (11.3 percent), a large proportion, 
on average, of these households, 73.8 percent, were given advice about health by SK staff (Table 6.2). 
Twelve percent of the respondents ever attended a health forum organized by a SK. Types of health 
service/advice received from SK in the last six months and the topics covered during the last session of 
the Health Forum are presented in Annex Figures A6.2 and A6.3, respectively.  

These findings, again, are not unexpected, given that the SKs primarily target care during pregnancy, and 
provide antenatal and postnatal care. Given this, they would indeed be expected to have reached much 
fewer households than the SS.  

Table 6.2 Use of A&T community component program services (BRAC EHC platform) provided by 
BRAC Shasthya Kormi (SK) 

A&T community component program services 

A&T area 
(N = 2,100) 

Non-A&T area 
(N = 2,100) 

All 
(N = 4,200) 

N Percent N Percent N Percent 

Ever been seen by a BRAC Shasthya Kormi (SK) 319 14.5 180 8.2 499 11.3 
SK gave you some advice about own health last time 

you saw the SK 229 71.8 139 77.2 368 73.8 
Ever attended a health forum (Uthhan Boithhak) 

organized by a SK  32 10.0 29 16.1 61 12.2 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

The mean frequency of contacts between respondent mothers and BRAC SS and SK in the last six 
months was found to be 1.2 contacts in the last six month, with no differences between the A&T and 
non-A&T areas (Table 6.3). 

Overall, some further analyses are needed to identify the different types of households most targeted 
and reached by the BRAC frontline health workers. Over the course of A&T, these are expected to shift 
with increased visits to households with younger children, and the data collected at baseline will help to 
document the changes in visits. 

Table 6.3 Frequency of contacts of mothers/caregivers with BRAC Shasthya Shebika and Shasthya 
Kormi in the last six months 

 

A&T area 
(N = 2,100) 

Non-A&T area 
(N = 2,100) 

All 
(N = 4,200) 

 

Mean ± SD 
Median (Min; Max) 

Mean ± SD 
Median (Min; Max) 

Mean ± SD 
Median (Min; Max) 

Number of times in the last six months 
visited at home by SS 

1.1 ± 1.9 
0 (0; 12) 

1.3 ± 1.7 
1 (0; 12) 

1.2 ± 1.8 
0 (0; 12) 

Number of times in the last six months 
seen by SK 

1.0 ± 1.6 
0 (0; 10) 

1.3 ± 1.6 
1 (0; 10) 

1.2 ± 1.6 
0 (0; 10) 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Antenatal care 

Table 6.4 provides details on the use of prenatal care.  About a fifth of the women did not have 
antenatal consultations with anyone during their last pregnancy. Of those that did consult with a health 
professional during their pregnancy, a majority (32.6 percent) went to the hospital/upazila health center 
or the clinic. Doctors and government health workers were consulted by 22.1 percent and 10.6 percent 
of pregnant women, respectively. The frontline health workers (BRAC SS and SK) along with other NGO 
workers were also consulted but by fewer respondents. Approximately 30 percent of those women, who 
consulted a health professional during pregnancy, did so during their first trimester of pregnancy. The 
average number of prenatal care visits was 3.5. Nearly two-thirds of pregnant women (61.2 percent) 
received nutrition counseling during pregnancy. Almost 63 percent took iron supplements during their 
pregnancy, for an average time of 3 months. The use of prenatal care was similar for A&T and non-A&T 
areas. These data illustrate that health professionals serve as good channels for conveying behavior 
change messages and promoting good practices, such as use of iron supplementation and prenatal 
preparation for breastfeeding (Table 6.4). 

Table 6.4 Use of antenatal care during last pregnancy, by program group 

Characteristic  

A&T area 
Percent 

(N = 2,180) 

Non-A&T area 
Percent 

(n = 2,178) 

All 
Percent 

(N = 4,358) 

Antenatal consultations during last pregnancy    
Did not consult anyone 21.9 20.6 21.3 
Hospital/Upazila Health Center, Clinic 30.5 34.7 32.6 
Doctor 22.6 21.6 22.1 
Midwife/nurse 2.2 3.1 2.6 
Government Health Worker (FWA)  10.9 10.3 10.6 
BRAC SS 7.6 6.7 7.1 
BRAC SK 10.5 6.1 8.3 
Other NGO worker  1.9 13.2 7.6 
TTBA 1.0 1.1 1.1 
TBA 0.6 1.3 1.0 
Village doctor 5.1 2.2 3.7 
Homeopathy doctor 1.6 0.9 1.3 
Kabiraj/ Herbal Healer 0.2 0.1 0.1 
Pharmacy 0.2 0.2 0.2 
Other 1.5 1.0 1.2 

Number of antenatal visits to a health professional during last 
pregnancy    

1-3 visits 69.7 65.8 67.7 
4-6 visits 26.2 28.7 27.5 
7+ visits 3.7 4.9 4.3 
Does not know 0.5 0.6 0.5 

Stage of pregnancy at first visit to a health professional    
First trimester of pregnant 30.6 29.4 30.0 
Second trimester of pregnant 46.1 48.5 47.3 
Third trimester of pregnant 22.7 21.6 22.1 
Does not know 0.5 0.6 0.6 

 (N = 2,180) (N = 2,178) (N = 4,358) 

Took iron pills when pregnant 61.3 64.4 62.9 
Experience night blindness when pregnant 8.3 7.8 8.0 
Received nutrition counseling during pregnancy 58.0 64.4 61.2 



54 
 

Received breastfeeding counseling 31.2 42.7 36.9 

 Mean ± SD Mean ± SD Mean ± SD 

Number of antenatal visits to a health professional 3.3 ± 6.7 3.7 ± 7.4 3.5 ± 7.1 
Months of pregnancy at first use of antenatal consultation 5.3 ± 7.0 5.4 ± 7.3 5.3 ± 7.2 
Average months of iron supplement intake 2.9 ± 1.7 3.4 ± 1.8 3.0 ± 1.8 

 Median Median Median 

Number of antenatal visits to a health professional (Range: 1-7)  2 3 3 
Months of pregnancy at first use of prenatal consultation (Range: 
1-9) 

5 5 5 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question.  

 

As can be seen from Table 6.5, overall a very small percentage of women received no assistance during 
delivery (< 1 percent). The most common place of delivery was the mothers’ own home (50.7 percent), 
followed by the hospital/upazila Health Center/Private Clinic (25.5 percent). This is supported further by 
data showing that in 52.3 percent of births it is the mother/mother-in-law  and for 35.3 percent it is 
neighbors/friends that provided assistance during delivery. Forty one percent of women received 
assistance from a TBA during delivery and 23.9 percent from a midwife/nurse. This demonstrates the 
significant role health professionals (specifically TBAs and nurses) play during the delivery process for 
women in Bangladesh. The receipt of vitamin A supplement soon after birth was 25.2 percent. About 
64.1 percent of all women received assistance with breastfeeding their child. Forty-four percent of 
respondents who gave birth at facilities reported that they underwent C-section during their last 
delivery. This has implications for the ability of mothers to initiate and continue breastfeeding 
immediately or during the first few days after delivery.  

Table 6.5 Assistance during last delivery and postnatal care, by program group 

Characteristic  

A&T Area 

(N = 2,180) 

Non-A&T Area 

(N = 2,178) 

All 

(N = 4,358) 

Percent Percent Percent 

Assistance during delivery    
Doctor 17.6 18.4 18.0 
Midwife/Nurse 21.7 26.2 23.9 
Government Health Worker (FWA/HA) 1.1 1.1 1.1 
BRAC SS 0.3 0.7 0.5 
BRAC SK 0.2 0.3 0.3 
IYCF Promoter 0.1 0 0.1 
Other NGO Workers 0.1 0.1 0.1 
TTBA 17.8 20.2 19.0 
TBA 48.2 35.5 41.8 
Village doctor 2.8 1.4 2.1 
Mother/mother-in-law 53.2 51.5 52.3 
Family other member 4.6 4.5 4.5 
Neighbor/friends 34.1 36.5 35.3 
Nobody 0.2 0.8 0.5 
Others 17.5 18.5 18.0 

Place of delivery    
Hospital/Upazila Health Center, private clinic 24.1 26.9 25.5 
Own home 47.0 54.4 50.7 
Father’s house 1.3 0.7 1.0 
Others house 0.2 0.6 0.4 
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Others 27.5 17.5 22.5 
Received vitamin A supplement at birth or soon after 23.4 27.0 25.2 
Received help with breastfeeding 68.1 60.1 64.1 

 (N = 525) (N = 585) (N = 1,110) 

C-section during last delivery (among those who delivered 
at a health facility) 43.8 44.1 44.0 
C-section during last delivery (whole sample) 10.5 11.8 11.2 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question. 

 

The rate of Caesarean section deliveries among those who gave birth in a health facility was 44 percent. 
Overall, the rate of Caesarean sections was about 11 percent, which is in line with the BDHS 2007 
results, and supports the DHS findings of an annual rate of increase of C-section is about 1 percentage 
point per year.  

6.3 Exposure to Media 

Overall, TV was the most popular mode of media through which respondents were exposed to health 
and nutrition information (Table 6.6). This form of communication not only provided information on 
overall health messages targeted toward mothers and children, but also messages on nutrition and 
feeding. Other common means of communication include radio, posters/banners/boards, and 
newspapers/magazines. There was no access to the internet among respondents. No differences were 
noted for the A&T and non-A&T areas. The most common exposure to media in general was through 
television, with 50 percent of the survey sample having watched television daily (Table 6.7). Only 5.2 
percent had ever listened to a radio. There were no differences between A&T and non-A&T groups. The 
type of TV programs watched and radio programs listened to, along with the usual time for watching TV 
and listening to the radio, is presented in Annex Figures A6.4-A6.7. 

Table 6.6 Exposure to information of mothers/caregivers on health and nutrition, by program 
groups 

Characteristic  

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Ever heard/seen health message for women/child in: 
Newspaper/magazine  2.1 5.0 3.6 
Radio  11.2 7.2 9.2 
TV  40.6 57.9 49.3 
Poster/banner/board  4.1 8.6 6.4 
Local theatre  0.6 0.9 0.7 

Heard/seen health message for women/child in the past 7 
days in: 

Newspaper/magazine  0.2 0.6 0.4 
Radio  1.9 0.8 1.3 
TV  10.6 17.1 13.9 
Poster/banner/board  0.7 0.5 0.6 
Local theatre  0.1 0.1 0.1 

Ever heard/seen message on nutrition and feeding: 
Newspaper/magazine  1.9 3.8 2.8 
Radio  10.9 6.6 8.8 
TV  40.3 57.6 49.0 
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Characteristic  
A&T area 

(N = 2,200) 
Non-A&T area 

(N = 2,200) 
All 

(N = 4,400) 

Poster/banner/board  3.8 8.3 6.1 
Local theatre  0.7 0.6 0.7 

Ever heard/seen message on nutrition/feeding for child in 
the past 7 days in: 

Newspaper/magazine  0.2 0.5 0.3 
Radio  1.9 0.6 1.3 
TV  10.0 17.5 13.8 
Poster/banner/board  0.6 0.5 0.6 
Local theatre  0.1 0.1 0.1 

Three most important things ever heard about nutrition and 
feeding     

Feed vegetables, both leafy and non-leafy   22.9 27.1 25.3 
Feed fist. Meat, eggs, and milk  14.1 16.0 14.1 
Feed fruits  14.4 9.3 10.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table 6.7 Exposure to media (TV, radio, internet) of mothers/caregivers, by program group 

Characteristics 

A&T area Non-A&T area All 

(N = 2,200) (N = 2,200) (N = 4,400) 

Percent Percent Percent 

Ever watch TV 48.4 64.8 56.6 
Ever listen to radio 6.2 4.1 5.2 
Ever access internet 0.0 0.0 0.0 
Frequency of watching TV 

   Daily (7 days a week) 44.8 53.3 49.7 
2-6 days a week 24.7 19.1 21.5 
Once a week 10.6 8.5 9.4 
Once every 2 weeks 2.6 3.3 3.0 
Once a month 3.3 2.0 2.5 
Rarely 13.9 13.9 13.9 

Frequency of listening to the radio 
   Daily (7 days a week) 40.2 33.3 37.4 

2-6 days a week 29.2 11.1 22.0 
Once a week 5.8 6.7 6.2 
Once every 2 weeks 5.1 8.9 6.6 
Once a month 1.5 3.3 2.2 
Rarely 18.3 36.7 25.6 

Kind of TV programs watched 
   News 5.7 6.1 6.0 

Music 6.7 3.9 5.1 
Children's program 1.3 5.1 3.5 
Religious program 0.5 0.5 0.5 
Sports 0.6 0.6 0.6 
Soap opera 54.0 61.5 58.3 
Health/disease programs 19.6 10.5 14.3 
Movie 80.5 79.5 79.9 
Other 0.9 0.9 0.9 

Kind of radio programs listened to 
   News 29.2 24.4 27.3 

Music 67.2 77.8 71.4 
Children's program 2.2 8.9 4.9 
Religious program 2.9 1.1 2.2 
Sports 1.5 0 0.9 
Soap opera 14.6 11.1 13.2 
Health/disease programs 33.6 21.1 28.6 
Other 3.7 4.4 4.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question.  

 

Of the TV programs watched, nearly 80 percent of the viewers watched movies, 58.3 percent watched 
soap operas and 14.3 percent watch health/disease programs. Of the radio programs listened to by the 
respondents, a majority reported listening to music (71.4 percent) while 28.6 percent listen to 
health/disease programs. 
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6.4 Access and Use of Markets 

Table 6.8 shows that over a third of families purchase foods from the retail market in their village, with a 
similar proportion purchasing foods from the market in another village. Husbands/partners of the 
mothers were most commonly responsible for food shopping for the family’s meals (71.7 percent). 
Almost one-quarter of the families had “someone else” do the food shopping. Special foods were 
purchased for a child in about 69.1 percent of households and 67.7 percent of this purchase was done 
by the husband of the respondent. Markets seem to be quite accessible to most families, with the mean 
distance to the nearest market being 1.33 kilometers and the travelling time being 15.8 minutes. About 
a mean of 75.6 taka and a median of 50 taka was spent on special foods for children in the seven days 
preceding the survey. No differences were found for A&T and non-A&T areas. 

Overall, targeting fathers, who do most of the food shopping both for the family as well as special foods 
for children, will be important when providing education about appropriate foods to feed children as 
they transition from breast milk to soft and semi-solid foods. Also, focusing education on foods available 
in village retail markets can be helpful as a majority of families can easily access to these market and 
purchase their food from there. 

Table 6.8 Market access by the households, by program groups 

Characteristics 

A&T area 
Non-A&T 

area All 

(N = 2,200) (N = 2,200) (N = 4,400) 

Percent Percent Percent 

Types of markets family purchases foods from 
   Neighborhood shop 3.6 4.6 4.1 

Retail market in village 48.6 44.9 46.7 
Wholesale market in village 2.5 2.4 2.5 
Market in other village 44.4 44.8 44.6 
Other 1.0 3.3 2.1 

Household member who purchases most of the foods consumed by 
the family 

   Husband/ partner 70.1 73.4 71.7 
Self 3.8 3.7 3.6 
Both 0.8 1.6 1.2 
Someone else 25.4 21.3 23.3 

Any special foods purchased for child 80.6 57.6 69.1 

Who bought special foods for the child N = 1,774 N = 1,268 N = 3,042 

Husband/ partner 67.0 68.8 67.7 
Self 6.6 7.9 7.1 
Both 10.0 9.3 9.7 
Someone else 16.4 14.0 15.4 

 
Mean ± SD Mean ± SD Mean ± SD 

Distance (km) from the nearest market/shop for buying basic food 
items  1.29 ± 1.28 1.36 ± 1.35 1.33 ± 1.32 

Travelling time to nearest market (minutes) 16.3 ± 9.7 15.2 ± 9.5 15.8 ± 9.6  
Amount (taka) spent on special foods for children in  last 7 days  69.4 ± 72.1 84.2 ± 84.2 75.6 ± 77.7 

 
Median Median Median 

Amount (taka) spent on special foods for children in  last 7 days 
(Range: 2 to 500) 50 50 50 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
 



59 
 

6.5 Summary 

In this chapter, results are presented on exposure among the evaluation communities to a variety of 
A&T platforms—the BRAC health worker network, other health care, the media, and markets. The BRAC 
network reaches more than a quarter of households in these communities, which is important to 
acknowledge in a context where there is a multitude of healthcare providers from the public and private 
sectors. Further unpacking of some of the results on health worker coverage will, however, be important 
to understand how to capitalize on the BRAC health worker network to reach vulnerable families and 
use social mobilization and outreach to other health providers to further extend the reach of IYCF-
related interventions in these communities. The findings on media also support the current A&T 
strategy of using television as a mainstay of the media campaigns, while findings on markets reinforce 
the role of men in household purchases, which, in turn, shape the availability of foods in the household. 
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7. Results: Child, Caregiver, and Household Characteristics 

7.1 Variables 

Child characteristics 

The survey questionnaires were designed to capture several characteristics related to child’s health and 
development including perceived health and appetite, illness symptoms, immunization status, and 
motor and language development. Many of these are characteristics that could influence intervention 
effectiveness. 

 Perceived health and appetite: A visual analogue scale was used to assess maternal perceptions 
of the child’s general health and appetite status.  

 Illness/morbidity symptoms: Survey respondents were asked whether their child had suffered 
from any of four common childhood illness symptoms (fever, cough/cold, fast 
breathing/shortness of breath, diarrhea) in the two weeks prior to the survey. These symptoms 
were then compared for different age groups between A&T and non-A&T areas. Questions were 
also asked about care-seeking for these symptoms, and feeding practices.  

 Immunization: Mothers were asked about history of different immunizations. Data were 
entered in the questionnaire either by checking immunization cards or by asking mothers, in 
situations where the cards were not available. We report the percentage of children aged 12-23 
months who received specific vaccines at any time before the survey, by source of information 
(health card or maternal recall). 

 Motor and language development: Gross motor skills are an important part of the 
developmental process and the development of typically start very early in a newborn’s life (12). 
Stunting and iron and iodine deficiency are among the top determinants of the global burden of 
suboptimal child development outcomes, globally, and hence, interventions to improve 
nutritional status also have a high potential to positively influence developmental outcomes. On 
the other hand, motor and language development also have the potential to influence child 
feeding behaviors. Gross motor development was measured with 29 questions that gathered 
data on achieved milestones by asking mothers questions and/or observing the child’s abilities 
related to that milestone. The highest motor milestone that a child had achieved was recorded. 
For reporting, we chose 14 key motor milestones based on previous work (13) and calculated 
the mean and median age at which these motor milestones were achieved among children in 
the intervention and comparison areas. Language development was measured with 20 
questions and the highest language milestone that a child had achieved was recorded. Similar to 
motor development, we calculated the mean and median age for attainment of each language 
milestone. Since the mean and median age for achievement of motor and language milestones 
were almost identical, we report only the mean age of attainment in this report.  

 

Caregiver characteristics 

Maternal resources for care practices have the strong potential to influence the effectiveness of 
interventions such as those promoted by A&T. Thus, we gathered data on several caregiver 
characteristics that were important to ensure comparability across the intervention and comparison 
areas. These included socio-demographic characteristics of mothers, their nutritional status and physical 
health, mental stress, support with childcare and household tasks, women empowerment and 
decisionmaking power, and exposure to domestic violence.  
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 Nutritional status and physical health: Height and weight of mothers were measured twice 
during the survey, then were used to calculate body mass index (BMI). BMI was also categorized 
into three groups: underweight (BMI < 18.5 kg/m2; normal weight (BMI 18.5-24.9 kg/m2), and 
overweight (BMI ≥ 25 kg/m2). The survey also included a question on self-perceived health 
status, using a visual analogue scale. 

 Women mental health status: Maternal mental distress was measured by the 20-item Self 
Reporting Questionnaire (SRQ20) (14); this instrument has acceptable levels of reliability and 
validity in Viet Nam (15). This 20-item tool is scored with 0 or 1, depending on responses related 
to perceived stresses over the past 30 days. The scores are added up to generate an overall SRQ-
20 scale, where higher scores denote higher levels of maternal distress. A cutoff of 7 was used 
to categorize the level of maternal mental distress into high and low, based on prior research in 
Viet Nam (16)(17). Postpartum depression, which is known to affect breastfeeding behavior, 
was assessed using the Edinburgh Postnatal Depression Scale; the scores on this scale were also 
summed up such that a higher score denoted worse levels of postnatal depression. A cutoff of 
≥ 10 was used to indicate high postnatal depression score (18). Literature has shown that higher 
postpartum depression scores were associated with early cessation of EBF (19). Additionally, 
women who experience postpartum depression were twice as likely to interrupt breastfeeding 
(20). 

 Working condition and child arrangement: Working condition was captured by questions about 
the place of work (at home, near home, or far from home) and the number of days and hours 
mother worked outside the home and who is the person(s) who takes care of the child when 
mother is far away. 

 

Household characteristics 

Household factors have substantial influence on IYCF practices and nutritional outcomes, and can 
significantly dampen or enhance the impact of behavioral interventions. For impact evaluation, ensuring 
that households in intervention and comparison areas are not substantially different is also important. It 
is particularly important to establish baseline differences on a variety of household factors, if any, and 
identify important factors to control for an impact-assessment analyses. With this in mind, we gathered 
data on household socioeconomic status, household food insecurity, household diet diversity, and 
household economic shocks in the baseline surveys.  

 Household socioeconomic status (SES): The baseline survey included data on a variety of 
variables that capture different domains of SES. These included data on ownership of house and 
land, housing quality (e.g., house construction materials), access to services (water, electricity, 
gas, and sanitation services). Household assets were measured by asking a number of questions 
on possession of different types of durable goods, productive assets (e.g., agricultural tools), and 
small animals and livestock. The assets included in these three types of indices are presented in 
Annex A7.8. From this data, three types of indices were created: 

- Simple count indices. These indices consisted of a simple count of whether or not the 
households owned the assets listed (using Yes = 1 and No = 0). The three indices created 
are referred to as durable goods count, productive assets count, and livestock count. 

- Total number of assets. These indices were created by summing up the number of each 
asset owned by the households.  

 Household food insecurity: In this survey, household food insecurity was measured using 
FANTA/USAID’s Household Food Insecurity Access Scale (HFIAS) (21). HFIAS indicators are 
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validated indicators that provide information about food insecurity on the household level with 
a specific focus on access-related characteristics of household food insecurity: behavior and 
perceptions related to household food insecurity, anxiety and uncertainty, insufficient quality of 
intake, insufficient good intake and its consequences, prevalence, and the HFIAS score. All the 
questions are asked for a reference period of the 30 days preceding the survey. 

 Household food dietary diversity: A validated set of 15 questions on consumption of different 
kinds of food groups (22) were used to ask if respondents or any of the household members had 
eaten any of the food groups in the past 24 hours. The day before the immediately preceding 24 
hours was asked about if the day preceding the survey was a special day. These questions were 
then used to calculate the mean number of total food groups consumed by the household. Data 
were also used to categorize households into food diversity categories based on the number of 
the listed food groups each household consumed. Foods/food groups included in the survey 
ranged from high-protein foods (fish, eggs, meat) to cereals (noodles, rice) and foods high in 
vitamin A content (dark leafy greens) (23). Despite this method not allowing for estimations of 
how much (quantity) of these foods were consumed, it provides a good estimate of the quality 
of the diet (24). 

 

Subsequent sections of this chapter present the results comparing A&T and non-A&T areas on the 
various child, caregiver, and household characteristics. Detailed results not presented in the chapter are 
available in Annex 7.  

7.2 Child Characteristics  

7.2.1 Illness and morbidity  
Prevalence of morbidity symptoms in children 0-47.9 months of age as reported by their mothers from 
two weeks recall is presented in Table 7.1. Overall, morbidity symptoms due to cough/cold and fever 
were high, 44.2 and 42.8 percent, respectively. Diarrhea and shortness of breath were less common. 

The diarrhea prevalence is in line with the BDHS 2007, which is also about 10 percent for the age 
group 6-23.9 months.  

Cough/colds appear to be experienced mostly by children in the 6-23.9 months category. The children in 
the age category 6-23.9 months were also the most at risk for cough/cold, fever, and diarrhea (Figure 
7.1). The prevalence of selected morbidity symptoms in the previous two weeks by the program group 
and by child gender are presented in Annex Figures A7.1 and A7.2, respectively. Other preventive 
healthcare seeking behavior is presented in Annex Table A7.1. 

Table 7.1 Prevalence of child morbidity symptoms in the previous two weeks, by program group 

Symptoms 

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Fever 39.7* 45.8 42.8 
Cough/cold 43.9 45.3 44.2 
Fast breathing/shortness of breath  8.2 9.7 9.0 
Diarrhea 7.5 7.6 7.5 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Figure 7.1 Prevalence of selected morbidity symptoms in previous two weeks by age groups  

 

 

The mother’s perception about her child’s health and appetite status is presented in Table 7.2. More 
than half the mothers consider their child’s health level to be good (65.9 percent) and appetite level also 
to be good (62.1 percent), with slightly greater percentages in the A&T area, although there are no 
statistical differences. About 16.1 percent perceive their child’s health level not to be good and 18.4 
percent perceive their child’s appetite level also to be not good. The proportion of mothers who 
perceive their child’s health status to be very good is 18 percent and those who perceive their child’s 
appetite status to be very good is 19.5 percent. On a scale of 1 to 10, the score of perceived health is 6.1 
and the score of perceived appetite is 6. Annex Figures A7.3 and A7.4 present the maternal perception 
on appetite and health visual analogue scales, respectively. 

Table 7.2 Mother’s perception about the health and appetite status of child, by program group 

Variable 

A&T Area 
(N = 2,200) 

Non-A&T Area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Perceived health    
Health is not good (rank 1-4) 14.1 18.1 16.1 
Health is good (rank 5-7) 67.1 64.8 65.9 
Health is very good (rank 8-10) 18.9 17.1 18.0 

Perceived appetite    
Appetite is not good (rank 1-4) 15.9 21.0 18.4 
Appetite is good (rank 5-7) 64.2 60.0 62.1 
Appetite is very good (rank 8-10) 19.9 19.0 19.5 

 Mean ± SD Mean ± SD Mean ± SD 

Score of perceived health (Range: 1 to 10) 6.1 ± 1.6 6.0 ± 1.6 6.1 ± 1.6 

Score of perceived appetite (Range: 1 to 10) 6.1 ± 1.6 6.0 ± 1.7 6.0 ± 1.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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7.2.2 Immunization 
Table 7.3 describes child immunization status, as reported on the child’s health card and maternal recall 
(where the health card was not available). Overall, tuberculosis immunization (BCG) coverage was the 
highest, ranging between 91.2-100 percent throughout A&T and non-A&T areas, according to both 
health card and maternal recall. Coverage of other immunizations, such as polio, DPT, and measles, 
were also high, ranging from 78 to 97.3 percent. HiB1 vaccinations had 85.4 percent coverage according 
to the health card and 80.1 percent according to mother’s recall. Some differences (p < 0.05 or 0.01) 
between A&T and non-A&T areas were observed across certain types of immunizations—DPT, PENTA, 
polio, and measles. Information on the places that provide immunization is given in Annex Table A7.2. 

Table 7.3 Child immunization status,a by source of information and program group 

Types of immunization 

Vaccination card Mother’s recall 

A&T area 
(N = 325) 

Non-A&T 
area 

(N = 308) 

All 
 

(N = 633) 

A&T 
area 

(N = 80) 

Non-A&T 
area 

(N = 90) 

All 
 

(N = 170) 

Percent Percent Percent Percent Percent Percent 

BCG 100 100 100 88.5 93.5 91.2 
DPT 1 88.3 85.7 87.0 74.4* 85.0 80.1 
DPT 2 87.7 85.3 86.6 69.2* 81.7 76.0 
DPT 3 86.2 85.4 85.3 62.8* 80.7 72.5 
HEPATITIS B1 87.7 83.1 85.4 75.6 83.9 80.1 
HEPATITIS B2 86.8 81.8 84.3 71.8 80.7 76.6 
HEPATITIS B3 83.4 80.0 81.8 66.7 79.0 73.4 
PENTA (DPT, Hep-B, Hib)-1 12.3* 26.3 19.1 14.1** 30.2 23.0 
PENTA (DPT, Hep-B, Hib)-2 13.5* 26.2 19.7 11.7* 28.4 20.9 
PENTA (DPT, Hep-B, Hib)-3 14.7* 27.2 20.8 10.4** 28.4 20.4 
OPV (Polio) – 0 (At birth) 57.3 56.0 56.7 62.5 40.2 48.8 
OPV (Polio) - 1 97.8 95.4 96.7 86.1 89.4 87.9 
OPV (Polio) – 2 97.8 96.7 97.3 78.5* 87.4 83.3 
OPV (Polio) – 3 95.4 95.1 95.2 72.5* 87.1 80.4 
MEASLES 92.3 89.8 91.1 68.8* 85.6 78.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Percentage of children age 12-23.9 months who received specific vaccines at any time before the survey. 

7.2.3 Motor and language development  
Table 7.4 and Figure 7.2 present age at attainment of selected gross motor milestones. The findings on 
age at which children can be pulled to stand and sit with, or without, support, are consistent with the 
age boundaries specified in WHO motor development study for these milestones (25). The average age 
at which infants could stand alone was approximately 13.4 months compared to WHO milestones of 6.9-
16.9 months. At 10 months, they were able to walk with assistance and at 15.8 months, on average, 
children in our sample were able to walk alone. These findings are also consistent with WHO milestones 
for these markers of development, which are 6-13.7 months for walking with assistance and 8.2-17.6 
months for walking alone (25). 

There were no differences between the A&T and non-A&T areas in age of attainment of these 
milestones. Based on the WHO milestones for gross motor development, developed using data from a 
multicenter study in six countries worldwide, it appears that our study sample is well within the normal 
age range for motor development. In further analyses, we will examine the role of IYCF in relation to 
both anthropometric outcomes and motor development in this context.  
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Table 7.4 Mean age (months) of selected motor milestone attainment, by program group 

Mile stones Definition 

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Mean SD Mean SD Mean SD 

Creep1 Raises head and chest when lying on 
stomach 3.9 0.9 3.3 1.4 3.6 1.2 

Sit1 Sit with the support of leaning against an 
object or person 5.9 1.3 5.9 1.7 5.9 1.5 

Sit   Sit without support 7.0 1.8 6.4 1.3 6.8 1.7 
Creep 2 When lying on stomach, with head and chest 

raised, child can move across the floor by 
using arms and legs; stomach remains on the 
floor 7.3 6.7 7.3 6.3 7.3 6.4 

Crawl Child can crawl 9.1 7.0 8.4 6.1 8.8 6.6 
Stand 1 Child can stand if child hold on to something 

or someone 10.3 6.2 10 3.7 10.1 4.9 
Walk 1 Child can walk when both hands are held 9.7 3.3 10.3 4.4 10.0 3.9 
Stand 2 Child can stand alone for a long time 14.4 3.4 12.5 3.0 13.4 3.3 
Walk 2 Child can take at least a few steps alone 16.3 4.5 15.3 3.5 15.8 4.0 
Run Child can run 17.3 3.8 18.4 4.4 17.8 4.0 
Stand on one foot  Child stands on one foot without support for 

several seconds 32.7 7.7 33.6 7.8 33.1 7.8 
Jump Child can jump with both feet 33.6 6.9 35.6 7.6 34.7 7.3 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Figure 7.2 Mean age (months) of selected motor milestone attainment of children 0-47.9 months of 
age, by program group 
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Language milestones are achieved by toddlers as neurological developments occur that begin to allow 
children to communicate thoughts, ideas, and feelings. Table 7.5 and Figure 7.3 illustrate the mean age 
to achieve selected language milestones. The language milestones achieved by infants in the A&T and 
non-A&T groups differed slightly only for certain language milestones, such as imitating sounds like “da,” 
“ba,” “ma,” or repetitions, using words “me” and “you,” and saying 20 or more words. 

Table 7.5 Mean age (months) of selected language milestone attainment of children 0-47.9 months of 
age, by program group 

Milestone 

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Mean SD Mean SD Mean SD 

Makes sounds in play when alone 3.7 3.3 4.0 2.2 3.9 2.7 
Makes sounds like “da”,” ba”, “ga”, “ka”,” ma” 5.1 3.2 5.4 2.3 5.2 2.9 
Makes sounds like “ma-ma”, “da-da”, “ba-ba” 7.7 3.4 8.0 4.8 7.8 4.0 
Imitates single sounds like “da”, “ba”, “ma” or 

repetitions 8.7* 3.1 10.1 5.4 9.4 4.4 
When s/he is holding something and I ask her/him to 

give it to me, s/he does 12.5 3.5 13.8 6.0 13.1 4.8 
S/he can say one word 12.4 6.3 10.9 3.4 11.6 5.0 
Waves bye-bye at the right time. 14.4 4.8 13.3 4.9 13.9 4.8 
S/he points and makes sounds when s/he wants 

something 13.2 8.6 14.4 3.0 13.9 5.7 
If I ask her/him, s/he can point to a cat or a chicken. 18.2 4.8 18.1 5.6 18.2 5.2 
S/he can say 3 words 18.1 8.3 14.6 6.0 16.2 7.3 
If I ask him/her, s/he can point to a person that is walking 20.9 6.5 20.6 6.0 20.7 6.3 
S/he can say 6 words 21.9 6.2 20.9 7.5 21.5 6.8 
S/he uses the words “me” and “you” 26.4** 6.8 22.5 6.0 24.9 6.8 
S/he is constantly asking the names of objects 26.8 6.5 26.8 7.0 26.8 6.6 
S/he asks a lot of questions beginning “What”  “Where” 

and “Who” 30.3 7.5 28.5 6.5 29.3 7.0 
S/he can say many words (20 or more) 30.3* 7.0 34.0 7.3 33.1 7.4 
S/he uses plurals when s/he speaks 31.2 5.8 30.1 6.9 30.7 6.3 
S/he can tell me what a knife is for 30.0 6.2 30.7 8.2 30.4 7.5 
S/he can tell people her/his full name 33.9* 6.8 35.4 6.9 34.7 6.9 
S/he can tell me the opposite of the word “big” 36.3 6.2 35.8 7.3 36.0 6.9 
S/he can talk using past tense 38.0 6.4 37.7 6.7 37.9 6.5 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Figure 7.3 Mean age (months) of selected language milestone attainment of children 0-47.9 months 
of age, by program group 

 

 

Making single syllable sounds (such as da, ma, ga) usually started at 5.2 months of age and the ability to 
imitate single syllable sounds started around 9.4 months of age. The ability to actually say a whole word, 
on average, began when the infant is approximately 11.4 months of age. This is appropriate as it is 
widely accepted that children will be able to say their first word by 12 months of age.7 At around 18.2 
months of age, infants seem to be able to point out to a corresponding object after hearing its name 
being said. Children in this survey were able to say 3, 6, and > 20 words at approximately 16.2, 21.5, and 
33.1 months, respectively. Again, the achievement of these milestones occurred at the appropriate age, 
according to the American Speech and Hearing Association’s recommended language milestones.8  

                                                           
7 Development Milestones. http://www.med.umich.edu/yourchild/topics/devmile.htm. 
8 Typical Speech and Language Development. http://www.asha.org/public/speech/development/. 
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7.3 Caregiver Characteristics 

7.3.1 Civil status, education, and occupation  
The civil status, education, and occupation of respondent mothers are provided in Table 7.6. The mean 
age of the respondent mother is 26.8 years with a standard deviation of 6.1. On average, the mean years 
of schooling of all the mothers were 6.5 years (within a range of 0 to 15). Of these women, 26.3 percent 
never attended school, while 29.4 percent completed primary school and a relatively larger proportion 
(36.5 percent) completed middle school. The proportion of high school graduates dropped to 6.8 
percent, with a negligible number going to college. The occupation of nearly all the respondents is 
household work/housewife. A very small number are either in the service sector, small/cottage industry, 
or self-employed. Of the sample, 98.7 percent are married and 95.2 percent are Muslims. 

Table 7.6 Civil status, education, and occupation of respondent mother, by program group 

  A&T areas 
(N = 2,200) 

Non-A&T areas 
(N = 2,200) 

All 
(N = 4,400) Mothers characteristics 

  Mean ± SD Mean ± SD Mean ± SD 

Age of respondent mother (years) 27.1 ± 6.2 26.6 ± 6.0 26.8 ± 6.1 

Years of schooling (Range: 0 to 15) 6.4 ± 2.6 6.7 ± 2.7 6.5 ± 2.6 

 Percent Percent Percent 

Education level 
   Never attend school 26.6 26.1 26.3 

Primary school (grade1-5) 30.6 28.2 29.4 
Middle school (grade 6-9) 36.1 37.0 36.5 
High school (grade 10-12) 6.0 7.7 6.8 
College or higher 0.5 0.9 0.7 

Occupation    
Farmer

a
 0.1 0.0 0.1 

Agricultural day labor
b
 0.2 0.5 0.3 

NonAgricultural day labor 0.2 1.7 0.9 
Service/Salaried worker 1.5 1.0 1.2 
Small/Cottage industry 1.1 2.3 1.7 
Business/traders 0.6 0.4 0.5 
Other self-employment 1.1 1.2 1.2 
Household work/Housewife 94.8 92.6 93.7 
Maid Servant 0.3 0.4 0.4 
Other 0.1 0.1 0.1 

Marital status    
Married 98.8 98.6 98.7 
Widowed 0.6 0.6 0.6 
Divorced 0.1 0.1 0.1 
Separated 0.5 0.6 0.6 

Religion (percent) 
   Muslims  95.4 95.0 95.2 

Hindus  4.6 5.0 4.8 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a 

Those who farm on their own land
 

b 
Those  who do not own land and work for others’ agriculture land as day labors 
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7.3.2 Working condition and child arrangement 
As can be seen in Table 7.7, 97.6 percent of the women work at home, with only 2.3 percent working 
away from home, of which half (53.3 percent) work 6 days a week. The mean number of hours worked 
away from home is 6.1 hours. When going to work, about 56.1 percent of the mothers always take their 
children along with them. Whereas, of the whole sample, 75.4 percent of mothers always takes their 
children when going to the market. Of those children who are left behind by their mothers, 59.8 percent 
are left for 1-2 days, while 24.6 percent are left for 3-4 days; 70.5 percent are left with adult family 
members, both within and outside the household, while the remaining 29.5 percent are left with child 
family members, both within and outside the household. 

Table 7.7 Women’s working condition and childcare arrangements, by program group 

A&T areas 
(N = 2,200) 

Non-A&T areas 
(N = 2,200) 

All 
(N = 4,400) 

 Proportion reported the following Percent Percent Percent 

Work place    
At home 97.7 97.4 97.6 
Away from home 2.1 2.4 2.3 
Both 0.1 0.1 0.1 

Number of days a week works outside home (N = 50) (N = 57) (N = 107) 
1-2 days 14.0 26.3 20.6 
3-4 days 4.0 5.3 4.7 
5 days 8.0 7.0 7.5 
6 days 54.0 52.6 53.3 
7 days 20.0 8.8   14.0  

Number of hours away from home during work    
1-3 hours 14.0 31.6 23.4 
4 hours 14.0 1.75 7.5 
5-7 hours 34.0 19.3 26.2 
8 hours 32.0 42.1 37.4 
9-12 hours 6.0 5.3 5.6 

Leave or bring the child to work    
Always brings with her 22.0 21.0 21.5 
Always leaves child with someone else 60.0 52.6 56.1 
Both 18.0 26.3 22.4 

Leave or bring the child to market (N = 2,200) (N = 2,200) (N = 4,400) 
Always brings with her 77.5 73.2 75.4 
Always leaves child with someone else 4.5 4.8 4.6 
Both 18.0 22.0 20.0 

Days a week a child is left  (N = 460) (N = 548) (N = 1,008) 
1-2 days 59.8 58.4 59.8 
3-4 days 24.6 30.7 24.6 
5-6 days 9.8 6.6 9.8 
7 days 5.9 4.4 5.87 

Who the child is left with (N = 495) (N = 589) (N = 1,084) 
Adult family member within household >15 years 45.5 36..8 40.8 
Adult family member outside household >15 years 26.3 32.6 29.7 
Child family member within household <15 years 26.7 28.2 27.5 
Child family member outside household <15 years 1.6 2.4 2.0 

 Mean ± SD Mean ± SD Mean ± SD 

Number of days a week on work outside the home 5.4 ± 1.8 4.6 ± 2.2 5.0 ± 2.0 
Number of hours away from home during work 6.1 ± 2.1 6.1 ± 2.5 6.1 ± 2.3 
Days a week a child is left 2.7 ± 1.7 2.6 ± 1.6 2.6 ± 1.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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7.3.3 Nutritional, physical, and mental health 
This section presents results on the various caregiver characteristics measured in the baseline survey. 
Table 7.8 presents women’s nutrition status, physical and mental well-being. To measure women’s 
nutritional status, body mass index (BMI) was used and calculated by dividing the weight (in kg) by 
height squared (m2). BMI is classified in the following way: BMI < 18.5 was underweight, BMI 18.5-24.9 
was normal, and BMI ≥ 25 was overweight. The mean BMI of women in this population was 20.5. 
Despite a majority of the women having normal BMI (61 percent), 29.5 percent were underweight, 
which indicates a relatively high level of maternal undernutrition. A low proportion of women (9.6 
percent) were overweight in this sample. No difference was found for mother’s nutritional status 
between A&T and non-A&T areas. The average score on the self health perception scale, which is based 
on a mother’s response of what her perception of her health status on a scale of 1-10, was 6.1The mean 
maternal height was 150.8±5.5 cm. The prevalence of short stature (< 145 cm) among respondent 
mothers was 13.1 percent. These results are in line with the BDHS 2007. 

Table 7.8 Nutritional status and physical and mental health of mothers of children 0-48 months of 
age, by program group 

Health status  

A&T area 
(N = 2,027) 

Non-A&T area 
(N = 2,027) 

All 
(N = 4,029) 

Percent Percent Percent 

Body mass index (kg/m
2
) categories     

Underweight (< 18.5 kg/m
2
) 31.4 27.6 29.5 

Normal weight (18.5-24.9 kg/m
2
) 59.2 62.7 61.0 

Overweight (  25 kg/m
2
) 9.4 9.8 9.6 

Short Stature (<145 cm) 13.7 12.5 13.1 
Mental stress     

High mental stress (score ≥ 7) 49.9 48.2 49.1 
Low mental stress (score < 7) 50.1 51.8 50.9 

 Mean ± SD Mean ± SD Mean ± SD 

Maternal height 150.6 ± 5.5 150.9 ± 5.5 150.8 ± 5.5 
Mean Body Mass Index (kg/m

2
) 20.4 ± 3.2 20.3 ± 3.2 20.5 ± 3.2 

Scores on self health perception scale (visual 
analogue) (Range: 0 to 10) 6.0 ± 1.6 6.1 ± 1.6 6.1 ± 1.6 

Mental stress scale
a
 (Range: 0 to 20)

 
7.2 ± 4.7 7.3 ± 4.8 7.0 ± 4.5 

Postnatal depression scale
b
 (only for mothers with 

child 0-24 months) (Range: 0 to 30)
 

18.9 ± 3.3 18.7 ± 3.6 18.8 ± 3.4 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Mental stress score was measured by WHO’s Self Reporting Questionnaire (SRQ20). Each question of this 20-item was 

assigned “0” or “1” for a “N0” or “Yes” response. The range of the SRQ20 scale is 0-20, higher the score more the mental stress. 
b
 Postnatal depression was measured using the Edinburgh Postnatal Depression scale, which including 10 questions. Each 

question has score 0-3, yielding a total score of 0-30. High score in the scale means more depression. 

 

For maternal mental health, two indicators were utilized—mental distress and postnatal depression 
score. Using the WHO’s Self Reporting Questionnaire (SRQ 20) with cutoff of 7, 49.1 percent of women 
in our study sample had a high mental distress score. No difference was found for A&T and non-A&T 
areas. However, it should be noted that the SRQ20 questionnaire that has been used for maternal 
stress/distress is actually a screening tool. Therefore, stress/distress estimates based on this might not 
reflect true prevalence of maternal stress/distress. 

When examining maternal mental health indicators as continuous variables, it was noted that the mean 
score on the mental distress scale in the population was 7.0 (on a scale of 0-20) and the mean score on 
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the postnatal depression scale was 18.8 (on a scale of 0-30). Although the validated Bangla version of 
the Edinburgh Postnatal Depression Scale (EPDS) questions have been used in this study to measure 
maternal postnatal depression, these questions were actually asked to mothers of children 0-24 months 
of age recalling the past two weeks from the interview time. Estimates of postnatal depression of 
mothers of older infants and children in their second year of life based on this scale might not capture 
actual level of postnatal depression of the mothers. The types of stress dealt with by the mothers and 
postnatal depression status are given in more detail in the Annex Tables A7.3 and A7.4, respectively.  

Household support provided to the mother with the daily chores at home along with the social, 
emotional, and physical support is presented in the Annex (Table A7.5). Information on couples’ 
communication and gender identity is also provided in the Annex (Table A7.6), along with domestic 
violence, abuse, and threats to the respondent (Annex Table A7.7). 

7.3.4 Women’s control over assets 
Table 7.9 shows woman’s decisionmaking power, ownership of assets, and control over household 
assets by program group. Woman’s decisionmaking power on the purchase of food, medicine, and 
clothes was moderate (55-66 percent), except for decisionmaking power on the purchase of food items 
in bulk, which was low (29 percent). Woman’s ownership of assets by herself or jointly with someone 
else was low, except for ownership of small animals and gold jewelry, which were 46 and 65 percent, 
respectively. In contrast, woman’s control over the sale of assets that they own was very low. More 
detailed information on women’s decisionmaking power is presented in Annex Table A7.8. 

Table 7.9 Women’s decisionmaking power, ownership of assets, and control over household assets, 
by program group 

  A&T areas Non-A&T areas All 

 
(N = 2,200) (N = 2,200) (N = 4,400) 

Characteristics Percent Percent Percent 

Women’s decisionmaking power over purchase of: 
   Small amounts of food items 51.2** 64.1 57.6 

Food items in bulk 28.8 28.7 28.8 
Clothes for self 50.6 58.7 54.7 
Medicines for self 50.7* 61.3 56.0 
Toiletries for self 57.1* 66.7 61.9 
Clothes for children 55.2 61.5 58.4 
Medicines for children 53.2* 63.3 58.3 
Special foods for children 62.4 70.1 66.2 

Women's ownership of assets 
   Owns alone 
   Land 6.4* 4.4 5.4 

House where she lives 5.4** 1.8 3.6 
Other house 1.6 1.3 1.5 
Animals like cows, buffalo 14.5 13.0 13.5 
Small animals 53.1*** 39.6 46.4 
Gold jewelry 72.5** 57.4 65.0 

Possesses jointly 
   Land 7.8 6.9 7.4 

House where she lives 11.0 7.8 9.4 
Other house 5.7 5.8 5.8 
Animals like cows ,buffalo 11.1 7.8 9.4 
Small animals 8.9 7.1 8.0 
Gold jewelry 3.8 3.6 3.7 
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Control over sale of assets (ability to sell assets 
owned alone if needed)(only includes those women 
who possess each of the assets alone) 

 Can sell land 2.8 2.6 2.7 
Can sell own house 1.3 1.3 1.3 
Can sell other house 0.5 1.0 0.7 
Can sell animals 8.3 8.2 8.3 
Can sell small animals 41.9*** 28.4 35.2 
Can sell gold jewelry 30.8 31.6 31.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

7.4 Household Characteristics 

7.4.1 Household economic status 
Tables 7.10 and 7.11 present data on home-ownership and household asset scores, respectively. Almost 
all of the households in the sample owned their house (94.7 percent), nearly half owned land (44.3 
percent), and 30.2 percent owned gardens (Table 7.10). Table 7.11 presents ownership of durable goods 
(items listed 1-29), livestock (items listed 30-32), and all assets (items listed 1-32), which are given in 
Annex Table A7.9. The asset scores were computed by adding up all the scores assigned to the particular 
asset listed in Annex Table A7.9, and the asset numbers were computed by adding up the actual 
numbers of each type of asset. The overall mean durable asset score was 10.1 ± 3.3, mean livestock 
asset score was 1.3 ± 0.9, and the mean overall assets score was 11.4 ± 3.5. 

Table 7.10 Household economic status and type of household construction, by program groups 

 

A&T area 
(N = 2,027) 

Non-A&T area 
(N = 2,002) 

All 
(N = 4,029) 

Percent Percent Percent 

Ownership of house 94.6 94.8 94.7 
Ownership of land 48.6 40.1 44.3 
Ownership of garden 28.8 31.5 30.2 
Type of main floor material of the house 

Concrete 1.1 2.6 1.9 
Brick/cement 8.5 14.1 11.3 
Wood 0.1 0.1 0.1 
Smoothed mud 90.3 83.2 86.8 

Type of main exterior wall of the house 
Brick/cement 18.5 21.8 20.2 
Tin sheet 39.3 32.8 36.0 
Wood 0.2 0.4 0.3 
Smoothed mud 31.2 23.8 27.5 
Jute stick 1.8 1.3 1.5 
Bamboo/grass/straw 9.1 20.0 14.5 

Type of main roof material of the house 
Concrete 2.4 1.0 1.7 
Brick/cement 2.5 3.3 2.9 
Tin/CI sheet

a
 89.8 89.8 89.8 

Smoothed mud 0.2 0.2 0.2 
Tile 0.4 0.0 0.2 
Bamboo/grass/straw 4.7 5.8 5.3 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Corrugated iron sheet. 
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Table 7.11 Household asset scores, by program groups 

Asset scores 

A&T areas 
(N = 2,200) 

Non-A&T areas 
(N = 2,200) 

All 
(N = 4,400) 

Mean ± SD Median (q25, Q75) Mean ± SD Median (q25, Q75) Mean ± SD Median (q25, Q75) 

Durable assets        
Score

a
 9.9 ± 3.2 10 (8, 12) 10.4 ± 3.3 10 (8, 12) 10.1 ± 3.3 10 (8, 12) 

Number
b
  64.2 ± 53.7 47 (28, 83) 67.5 ± 53.6 52 (34, 83) 65.9 ± 53.7 50 (32, 83) 

Livestock assets        
Score

c
 1.3 ± 0.9 1 (1, 2) 1.2 ± 0.9 1 (0, 2) 1.3 ± 0.9 1 (1, 2) 

Number
d
  7.2 ± 8.1 5 (1, 11) 6.1 ± 7.5 4 (0, 9) 6.6 ± 7.8 4 (1, 10) 

All assets        
Score

e
   11.2 ± 3.5 11 (9, 14) 11.6 ± 3.5 11 (9, 14)   11.4 ± 3.5 11 (9, 14) 

Number
f
  71.4 ± 56.8 55 (33, 91) 73.5 ± 55.4 58 (39, 91) 72.5 ± 56.1 56 (36, 91) 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Durable asset score was computed by adding up all the scores (“1” if having the asset and “0” if not) assigned to the household assets 1-29 listed in Annex Table A7.9 (Metal 

cooking pots/pans, Bucket, Stove/Gas burner, Plates/Pans, Cup/mug, Bed/Khat/Chowki, Mattress/blanket, Table/ Chair, Almirah, Trunk / Suitcase, Electric fan (Ceiling/Table), 
Table lamp, Electric iron, Radio, Audio cassette/CD player, TV (color/black-white), Refrigerator, Microwave oven, Sewing machine, Wall clock/wrist watch, Camera, Bicycle, 
Motorcycle, Car/truck, Rickshaw/Van, Bullock cart/Push cart, Boat, Engine boat and Phone/mobile phone). 
b
 Durable asset number was computed by adding up the actual numbers of each durable asset (item 1-29 in Annex Table A7.9).  

c
 Livestock asset score was computed by adding up all the scores (“1” if having the asset and “0” if not) assigned to the household assets 30-32 listed in Annex Table A7.9 

(Cow/buffalo, Goat/sheep and Chicken/duck). 
d
 Livestock asset number was computed by adding up the actual numbers of each livestock asset (item 30-32 in Annex Table A7.9). 

e
 All asset score was computed by adding up all the scores (“1” if having the asset and “0” if not) assigned to the household assets 1-32 listed in Annex Table A7.9.  

f
 All asset number was computed by adding up the actual numbers of each asset (item 1-32 in Annex Table A7.9). 
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Data on Household asset ownership of mothers/caregivers of children 0-47.9 months of age by program 
groups are presented in Annex Table A7.9. It presents ownership of three different types of assets, as 
described previously: durable goods, productive assets, and livestock. Households in both program 
groups owned, on average, 10 out of 29 possible types of durable goods, and 1.3 out of a possible 
maximum of 3 categories of animals. There were no differences between program groups in the asset 
count indices or in the total number of assets.  

Table 7.12 presents data on the mean monthly expenditure on household consumption items/groups. 
The mean expenditure on food items is 6,067 taka, with cereals accounting for 1,981 taka, followed by 
vegetables, small fish, and fruits at about 650 taka each. Expenditure on food items accounted for two-
thirds of total household expenditure. Nonfood items accounted for 3,250 taka out of the total 
expenditure on all items being 9,317 taka. The mean per capita expenditure was 1,811.7 taka, with no 
differences across program groups. 

Table 7.12 Mean monthly expenditure (in taka) on household consumption items, by program group  

 
A&T area 
(N = 390) 

Non-A&T area 
(N = 392) 

All 
(N = 782) 

Expenditure items Mean SD Mean SD Mean SD 

Food items
a
 5,926.2 4,194.8 6,207.6 3,866.6 6,066.9 4,036.0 

Cereals 1,952.3 965.6 2,009.8 1,085.2 1,981.1 1,027.0 
Pulses 135.3 231.6 145.7 283.4 140.5 258.8 
Vegetables 637.4 606.0 676.5 672.0 656.9 638.7 
Leafy vegetables 66.8 90.4 59.3 61.0 63.1 77.2 
Meat 450.8 736.0 503.5* 822.9 477.2 781.0 
Eggs 100.0 142.6 112.6 146.5 106.3 144.7 
Milk 180.0 328.6 192.1 349.4 186.1 339.2 
Small fish 686.4 1,616.7 617.4 1,034.5 651.9 1,357.5 
Big fish 118.5 247.0 242.8 444.5 180.6 364.9 
Fruits 610.4 1,213.6 599.1 858.2 604.7 1,050.9 

Nonfood items
b
 (without lump-sum expenses) 3,059.4 2,203.3 3,442.1 2,473.3 3,250.8 2,349.7 

Education 131.3 305.7 152.0 319.3 141.7 312.7 
Fuel 682.3 337.3 704.6 365.8 693.5 352.0 

Medical expenses (not included in nonfood items) 682.8 2,160.9 813.3 3,445.0 748.0 2,875.9 
All items

c
 8,985.6 5,724.1 9,649.8 5,789.6 9,317.7 5,765.9 

Per-capita 1,766.1 907.1 1,857.3 920.6 1,811.7 914.9 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Food items include cereals, pulses, oils, vegetables, leafy vegetables, meat, eggs, milk, small fish, big fish, fruits, spices, salt, 

sugar, other foods, beverages, and other prepared foods. 
b
 Nonfood items include fuel, local transport, miscellaneous, utilities, house rent, communication, personal, entertainment, 

travel, other, clothing and footwear, cooking utensils, bag/suitcase, tax, jewelry, education, and all other expenditures. 
c
 All items include the aforementioned food items and nonfood items.  

 

Table 7.13 provides information on the budget share of these consumption items. On average, 65 
percent of the total household expenditure was on food products, half of which (32.7 percent) was 
spent on cereals. Expenditure on nonfood items was about 34.9 percent, of which fuel is the largest 
component (21.3 percent). Relatively less is spent for medical purposes, on average, 8 percent. 
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Table 7.13 Budget share of household consumption items, by program group  

  
A&T Area 
(N = 390) 

Non-A&T Area 
(N = 392) 

All 
(N = 782) 

 
Percent Percent Percent 

Expenditure items 

Budget 
share of 

total 
expense 

Budget 
share 
within 

category 

Budget 
share of 

total 
expense 

Budget 
share 
within 

category 

Budget 
share of 

total 
expense 

Budget 
share 
within 

category 

Food items 66.0 
 

64.3 
 

65.1 
 Cereals 

 
32.9 

 
32.4 

 
32.7 

Pulses 
 

2.3 
 

2.3 
 

2.3 
Vegetables 

 
10.8 

 
10.9 

 
10.8 

Leafy vegetables 
 

1.1 
 

1.0 
 

1.0 
Meat 

 
7.6 

 
8.1 

 
7.9 

Eggs 
 

1.7 
 

1.8 
 

1.8 
Milk 

 
3.0 

 
3.1 

 
3.1 

Small fish 
 

11.6 
 

9.9 
 

10.7 
Big fish 

 
2.0 

 
3.9 

 
3.0 

Fruits 
 

10.3 
 

9.7 
 

10.0 
Nonfood items

 
(without lump sum expenses) 34.0 

 
35.7 

 
34.9 

 Education 
 

4.3 
 

4.4 
 

4.4 
Fuel 

 
22.3 

 
20.5 

 
21.3 

Medical expenses (not included in Nonfood items) 7.6 
 

8.4 
 

8.0 
 Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 
Table 7.14 presents data on access to services. Only half the households had access to electricity (52.5 percent). 
The main types of fuel used for cooking was wood/straw (89.9 percent). Nearly all households had access to safe 
drinking water (63.1 percent with own tube well, and 28.4 percent with others’ tube well) and water for cooking, 
bathing and washing utensils (59.1 percent of own tube well and 38.4 percent from the pond).  Also, 45.3 percent 
of households did not have their own toilets, but have to share toilet facilities with others. Among those 
households with toilets, only 0.5 percent owned sanitary toilets with a flush, with no difference between A&T and 
non-A&T areas. More than half (55.8) still used older traditional toilets (pucca/pit with water-seal) and 5.5 percent 
used open fields. The mean hygiene scale scores for index children and houses are provided in Annex Table A7.10. 
 
Table 7.14 Household access to services, by program group 

 
A&T area 
(N = 2,027) 

Non-A&T area 
(N = 2,002) 

All 
(N = 4,029) 

Characteristics Percent Percent Percent 

Type of fuels used for cooking    
Electricity 0.1 0.1 0.1 
LPG (Liquefied petroleum gas) 0.3 0.5 0.4 
Natural gas 1.2 1.5 1.3 
Biogas 0.1 0.3 0.2 
Kerosene 0.1 0.2 0.1 
Charcoal 0.3 0.4 0.3 
Wood/straw 91.1 88.8 89.9 
Animal dung 6.6 7.9 7.2 
Others 0.2 0.5 0.3 

Has electricity 44.8 60.3 52.5 
Water source (for drinking)    

Own tube well 64.4 61.7 63.1 
Other’s tube well 30.5 26.4 28.4 
Community tube well 4.4 3.1 3.7 
Supply water (piped)  0.0 1.3 0.6 
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A&T area 
(N = 2,027) 

Non-A&T area 
(N = 2,002) 

All 
(N = 4,029) 

Characteristics Percent Percent Percent 

Indara (Ring well) 0.0 2.5 1.3 
Pond 0.1 3.0 1.5 
River/canal 0.0 0.6 0.3 
Other 0.7 1.6 1.1 

Water source (for cooking, bathing and washing utensils)    
Own tube well 61.2 57.0 59.1 
Other’s tube well 22.6 12.8 17.7 
Community tube well 2.9 2.3 2.6 
Supply water (piped)  0.1 1.5 0.8 
Indara (Ring well) 0.7 2.1 1.4 
Pond 41.6 35.2 38.4 
River/ Canal 2.4 9.9 6.2 
Other 1.27 1.7 1.5  

Shared toilet 45.9 44.7 45.3 
Type of toilet facilities     

Sanitary with flush 0.4 0.6 0.5 
Sanitary without flush 19.5 22.1 20.8 
Pucca

1
/pit (without water sealed) 57.3 54.2 55.8 

Kutcha
2
/hanging (fixed place) 19.3 15.4 17.4 

Open field 3.3 7.6 5.5 
Other 0.2 0.1 0.1 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
1
 Dug-hole latrine with squatting type concrete slab 

2
 Latrines either dug-hole or hanging from a higher level, does not have a concrete slab  

Percentages may not add up to 100 because respondents could provide multiple responses to the question.  

 

7.4.2 Household food insecurity 
Table 7.15 summarizes household experiences related to food insecurity by program groups. Please see 
household food security measures in Annex 7 (A7.1) for more details concerning terms and definitions.  

First, access-related conditions are presented in Table 7.15—the proportion of households experiencing 
a condition at “any level of severity” and a proportion of households experiencing a condition of 
“often.” There were no difference of HFIAS experiences between the households in A&T areas and 
households in non-A&T areas, except for two conditions (eating food that they preferred not to eat and 
eating a smaller meal than he/she felt was needed), which the households in non-A&T areas 
experienced more frequently (p < 0.05) than their counterparts in A&T areas.  

Table 7.15 Household experiences related to food insecurity by program group 

  A&T areas Non-A&T areas All 

 
(N = 2,200) (N = 2,200) (N = 4,400) 

Access-related conditions Percent Percent Percent 

Households experiencing condition at any level of severity 
   Worried about not having enough food  27.7 25.6 26.7 

Not able to eat the kinds of foods they preferred 27.6 27.9 27.7 
Ate just a few kinds of food day after day 23.3 25.0 24.2 
Ate food that they preferred not to eat 21.3 17.9 19.6 
Ate a smaller meal than he/she felt was needed  18.9 19.3 19.1 
Ate fewer meals in a day  12.6 11.5 12.1 
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No food at all 12.8 11.3 12.0 
Went to sleep at night hungry  8.5 7.3 7.9 
Spent a whole day without eating anything  3.8 4.0 3.9 

Households experiencing condition often 
   Worried about not having enough food  2.2 2.9 2.6 

Not able to eat the kinds of foods they preferred 2.1 4.1 3.1 
Ate just a few kinds of food day after day 2.0 3.9 3.0 
Ate food that they preferred not to eat 1.4 2.9* 2.1 
Ate a smaller meal than he/she felt was needed  1.2 2.4* 1.8 
Ate fewer meals in a day  0.6 0.9 0.7 
No food at all 0.6 0.9 0.7 
Went to sleep at night hungry  0.5 0.4 0.4 
Spent a whole day without eating anything  0.2 0.3 0.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Second, access-related domains are presented in Table 7.16—about 26.7 percent of household 
experienced anxiety and uncertainty, 29.7 percent experienced insufficient quality, and 20.7 percent 
experienced insufficient food intake. Third, the mean HFIAS score was 2.7 ± 5.0. Finally, the prevalence 
of different levels of HFIAS has also been presented. About one-third of households experienced some 
degree of food insecurity—6.7 percent experienced mild food insecurity; 12.2 percent, moderate food 
insecurity; and 13.2 percent, severe food insecurity.  

Although the FANTA HFIAS that was used to measure household food security status in this study is a 
globally validated and widely used measure of food insecurity, the findings on the low prevalence of 
food insecurity based on this could warrant further investigation in this context to compare the 
prevalence of food insecurity using this scale versus other, potentially more locally contextualized, 
measures.  

 

Table 7.16 Household food security status related to access-related domains, access scale score and 
access prevalence by program groups 

  A&T areas Non-A&T areas All 

 
(N = 2,200) (N = 2,200) (N = 4,400) 

  Percent Percent Percent 

Access-related domains 
   Households experienced condition at any level of severity in each domain 
   Anxiety and uncertainty 27.7 25.6 26.7 

Insufficient quality 29.6 29.7 29.7 
Insufficient food intake  20.4 21.0 20.7 

Access Scale Score 
   HFIAS (mean ± SD) 2.8 ± 5.0 2.6 ± 4.9 2.7 ± 5.0 

Access prevalence 
   Food secure 67.7 68.0 67.8 

Mildly food insecure 7.2 6.2 6.7 
Moderately food insecure 11.2 13.4 12.2 
Severely food insecure 13.9 12.4 13.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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7.4.3 Household dietary diversity 
Dietary diversity of the mothers of the index children in A&T and non-A&T areas have been presented in 
Table 7.17. The mean dietary diversity of the mothers of the index children was 8.1 ± 2.0. Table 7.17 also 
presents the proportion of mothers that consumed 16 categories of food groups in the previous 24 
hours. All mothers consumed cereal, mainly rice. Consumption of vitamin A-rich foods (vegetable and 
tubers) and animal source food (meat and poultry) were low in mothers of the index children. These 
were 13.3 and 14.7 percent for vitamin A-rich foods and animal source food, respectively. The mean 
dietary diversity score and proportions of consuming 16 food categories among the mothers of the 
index children were not significantly different in A&T and non-A&T areas. The dietary diversity scores of 
the mothers of index children for various food groups is presented in Table 7.18, with the largest 
proportion of mothers reporting food group 8-11. 

Dietary diversity of the other household members in A&T and non-A&T areas have been presented in 
Table 7.19. The mean dietary diversity of the other household members was 8.8 ± 2.2. Table 7.19 also 
presents the proportions of households that consumed 16 categories of food groups in the previous 24 
hours. All household members consumed cereal, which is mainly rice. The rate of consumption of 
vitamin A-rich foods (vegetable and tubers) and animal source food (meat and poultry) was low among 
household members. The consumption of vitamin A-rich foods and animal source food were 14.2 and 
16.1 percent, respectively. The mean dietary diversity score and the proportions of consuming 16 food 
categories among other household members were not significantly different in A&T and non-A&T areas. 
The mean HHDD target score was 11.1 ± 1.2 (Table 7.19). 

Table 7.17 Dietary diversity of mothers of index children 0-47.9 months of age, by program group 

 
A&T area Non-A&T area All 

 
(N = 2,200) (N = 2,200) (N = 4,400) 

 
Percent Percent Percent 

Food groups (Percent of mothers)  
 Cereals 100.0 100.0 100.0 

Vitamin A-rich vegetables and tubers 13.8 12.9 13.3 
White tubers and roots or other starchy foods 84.9 82.2 83.6 
Dark green leafy vegetables 41.7 45.5 43.6 
Other vegetables 88.7 94.1 91.4 
Vitamin A-rich fruits 37.8 37.8 37.8 
Other fruits 27.7 26.5 27.1 
Meat, poultry 15.3 14.2 14.7 
Eggs 22.3 23.7 23.0 
Fish and seafood 64.0 55.4 59.7 
Pulses/legumes/beans 26.2 39.7 33.0 
Milk and milk products 30.2 27.4 28.8 
Oil/fats 92.1 89.9 91.0 
Sugar/Honey 41.4 46.9 44.1 
Spices, condiments 95.3 96.0 95.6 
Beverages 15.3 26.6 21.0 

Mother of index child 
Mean ± SD 

Median (Min; 
Max) 

Mean ± SD 
Median (Min; 

Max) 

Mean ± SD 
Median (Min; 

Max) 

Maternal diet diversity score (Range 0-16) 
8.0 ± 2.1 
8 (0; 16) 

8.2 ± 2.0 
8 (0; 16) 

8.1 ± 2.0 
8 (0; 16) 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 



79 
 

Table 7.18   Diet diversity scores for mothers, by food groups (range: 0 to 16) 

 A&T area Non-A&T area All 
 N = 2,200 N = 2,200 N = 4,400 

 Percent Percent Percent 

Proportion in different score categories    
0 to 3 0.0 0.1 0.1 
4 to 7 42.1 36.0 39.2 
8 to 11 51.9 57.9 54.9 
12 to 16 6.0 5.6 5.8 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Table 7.19 Household dietary diversity and household dietary diversity target score, by program 
group 

  A&T area Non-A&T area All 

 
(N = 2,200) (N = 2,200) (N = 4,400) 

  Mean ± SD Mean ± SD Mean ± SD 

Any other member in household 
   Household diet diversity score (Range 0-16) 8.6 ± 2.2 9.0 ± 2.1 8.8 ± 2.2 

Food groups (percent of households) 
 Cereals 100.0 100.00 100.0 

Vitamin A-rich vegetables and tubers 14.4 14.0 14.2 
White tubers and roots or other starchy foods 85.3 82.8 84.1 
Dark green leafy vegetables 42.4 46.4 44.4 
Other vegetables 89.0 94.4 91.7 
Vitamin A-rich fruits 40.5 40.7 40.6 
Other fruits 31.5 31.9 31.7 
Meat, poultry 16.6 15.6 16.1 
Eggs 27.4 29.8 28.6 
Fish and seafood 65.0 57.0 61.0 
Pulses/legumes/beans 27.1 41.1 34.1 
Milk and milk products 39.8 38.9 39.3 
Oil/fats 92.7 90.9 91.8 
Sugar/honey 60.8 64.1 62.5 
Spices, condiments 96.0 96.6 96.3 
Beverages 36.1 53.6 44.8 

HHDD target score
a
 11.1 ± 1.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 HHDD target is the mean dietary diversity score of the households in the highest tercile of the dietary diversity score (~33 

percent of households in the highest tercile of the dietary diversity score). 

  



80 
 

7.5 Economic Shocks 

One in five households had experienced any kind of economic shock in the past one year.  The most 
prevalent economic shocks faced by survey respondents were disease/injury of a household member 
and loss of crops due to reasons other than floods (Table 7.20). No difference was found between A&T 
and non-A&T areas. 

Table 7.20 Household economic shocks in last 12 months, by program group 

Economic shocks
a
 

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Experienced any kind of economic shock in past 12 months 19.4 18.1 18.7 
Types of shocks experienced:    
Death of main income earning HH Member  0.2 0.2 0.2 
Death of  other income earning HH Member  0.7 0.3 0.5 
Disease or injury of any  member of household  9.1 8.2 8.6 
Loss of employment of any member of the HH  0.3 0.3 0.3 
Divorced by husband/wife  0.1 0.2 0.2 
Loss of crop due to flood  0.4 3.4 1.9 
Loss of crop due to other reasons (drought, plant disease, etc.)  2.9 2.6 2.7 
Disease, injury, loss of  cattle  2.9 1.3 2.1 
Damage to house or any productive assets  1.2 1.3 1.2 
Theft/loss of household  food stocks  0.3 0.3 0.3 
Bankruptcy of business  1.1 0.6 0.9 
Conflict, dispute, legal problems  1.4 0.8 1.1 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. ; 

a
 In the last 12 months. 
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Table 7.21 Effects of household economic shocks, by program group 

Economic shocks 

A&T area Non-A&T area All 

Percent Percent Percent 

No 
effect 

Small 
negative 

effect 

Large 
negative 

effect 
No 

effect 

Small 
negative 

effect 

Large 
negative 

effect 
No 

effect 

Small 
negative 

effect 

Large 
negative 

effect 

Death of main income earning household member  20 40 40 25 25 50 22.2 33.3 44.4 
Death of other income earning household member  26.7 60 13.3 42.9 14.3 42.9 31.8 45.5 22.7 
Disease or injury of any household member  12.6 51.3 36.2 14.9 38.7 46.4 13.7 45.3 41.1 
Loss of employment of any household member  0 50 50 33.3 33.3 33.3 16.7 41.7 41.7 
Divorced by husband/wife  66.7 0 33.3 0 40 60 25 25 50 
Loss of crop due to flood  0 62.5 37.5 18.7 45.3 36 16.9 47.0 36.1 
Loss of crop due to other reasons (drought, plant 

disease, insects, animals)  19.1 47.6 33.3 19.0 34.5 46.6 19.0 41.3 39.7 
Disease, injury, loss of cattle  44.4 42.9 12.7 17.2 51.7 31.0 35.9 45.6 18.5 
Damage to house or any productive assets (theft, fire, 

river erosion, cyclone, etc.)  15.4 42.3 42.3 25 28.6 46.4 20.4 35.2 44.4 
Theft/loss of household  food stocks  50 16.7 33.3 0 33.3 66.7 25 25 50 
Business failure  4.2 29.2 66.7 14.3 21.4 64.3 7.9 26.3 65.8 
Conflict, dispute, legal problems 10 36.7 53.3 16.7 33.3 50 12.5 35.4 52.1 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table 7.21 presents the effects of economic shocks by program group. The top three economic shocks 
with the largest negative impact on households were business failure (65.8 percent), conflict, dispute, 
legal problems (52.1 percent), and divorce (50 percent). Around 44.4 percent of the households 
experienced large negative effects, each from the death of the main income-earning household member 
and damage to the house or any productive assets.  

Economic shocks can severely undermine the impacts of other interventions to improve household 
behaviors, either by reducing financial resources available to households, or by reducing the time 
available for childcare and feeding, if additional household members need to take on employment or 
increase hours of employment. Where the A&T program encounters mothers from households who 
have experienced severe economic shocks, it might be useful to consider providing information on 
available food assistance programs, microfinance institutions, and/or other social assistance programs 
to aid in buffering the effects of economic shocks experienced by households. For the evaluation, 
assessing changes in proportions of households affected by economic shocks at the endline will aid in 
interpretation of the results. 

 

7.6 Summary 

In this chapter, detailed results on the characteristics of children, their caregivers, and households in the 
evaluation areas have been presented. Childhood illness, immunization, and related preventive 
healthcare seeking behaviors are important determinants of child health and growth. Caregiver 
characteristics have profound influence in shaping care practices and health and nutritional status of 
children. In addition, the household environment where these children live has a major influence on 
their growth and development. The immunization status of the sample children was quite high in our 
sample. However, children had a high rate of respiratory illnesses and fever, and a somewhat lower rate 
of diarrhea. The motor milestones and language development of the children were in line with the WHO 
recommended age range for these developments. Mother/caregivers of the children in this evaluation 
sample were in their mid-twenties, with low education, poor nutrition, high mental stress, including 
experiences of postnatal depression. They had low decisionmaking power, low ownership of household 
assets, and low power to sell these assets. Households, in general, are also of poor status. A substantial 
number of households experienced some degree of household food insecurity in the last year. Dietary 
diversity was low, but there was no difference between diet diversity of mothers and other household 
members.  About one in 10 households had experienced any kind of economic shock in the past year, 
and the perceived impacts of those economic shocks were high.  Building further understanding of how 
these maternal and household characteristics, in particular, play out in relation to adoption of A&T’s 
behavior change communications interventions, will be important to generate learning about the 
potential for the success of such initiatives in similar contexts.  
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8. Results: Community Characteristics 

8.1 Variables 

A community questionnaire was administered to key community stakeholders to obtain information on 
key geographic characteristics. The community characteristics with regard to administrative units and 
cropping are similar both in the A&T and non-A&T populations (Table 8.1). The mean number of villages 
in the union is 19.2 and 22.1, respectively; and the average number of households in the villages is 509 
and 415, respectively. The proportion of small, medium, and large farmers was nearly the same across 
the A&T and non-A&T groups. However, the proportion of people owning land less than a 50-decimal 
area was greater in the non-A&T area (58.1 percent) than the A&T area (49.3 percent). Of the cropping 
intensity, double-cropped areas were far greater in non-A&T regions, while triple-cropped areas were 
far greater in A&T regions. The average distance to the district headquarters from these communities 
was 10.7 kilometers and 10.1 kilometers for A&T and non-A&T areas, respectively. The availability of 
health staff in the village was 25.2 and 31.4, respectively, for the two areas.  

Table 8.1 Community characteristics: Administrative units and cropping patterns, by program group 

 
A&T area 
(N = 100) 

Non-A&T area 
(N = 100) 

All 
(N = 200) 

Characteristics Mean SD Mean SD Mean SD 

Number of villages in the union 19.2 12.5 22.1 14.0 20.6 13.3 
Number of households in the village 508.8 375.5 414.5 213.7 461.4 308.0 
Landownership pattern (percent)       

Landownership (< 50 decimal land) 49.3 19.3 58.1 19.6 53.7 19.9 
Small farmer (50-250 decimal land) 29.1 11.9 27.2 14.7 28.2 13.4 
Medium farmer (250-500 decimal land) 14.4 9.4 11.8 7.1 13.1 8.4 
Large farmer (> 500 decimal land) 6.0 5.0 4.4 4.8 5.2 4.9 

Cropping intensity       
Single cropped area 29.3 37.8 29.9 36.0 29.6 36.8 
Double cropped area 38.7 29.1 51.1 34.0 45.0 32.1 
Triple cropped area 31.7 30.9 18.5 27.4 25.0 29.8 

Distance between district head quarter and 
village 10.7 8.3 10.1 6.0 10.4 7.2 

Availability of health staff in village  25.2 14.5 31.4 13.4 28.2 14.3 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Community characteristics in relation to infrastructure, the availability of health facilities and health 
staff, the availability of education facilities, and disaster proneness by program group are presented in 
Table 8.2. Infrastructure consisting of road/highways, bridges or culverts, and electricity supply was 
available in a majority of the villages, but canal or irrigation systems were present in relatively fewer 
villages (27.1 percent). Of the health facilities available, the most common were Family Welfare Centers 
(FWC), pharmacies, and satellite clinics, which existed in 84 percent, 99.5 percent, and 99.5 percent of 
the unions, respectively. Eighty-three percent of villages were prone to drought, while 55 percent were 
prone to cyclones and 25 percent prone to river erosion. Of the education facilities, the primary schools 
were most commonly present. Of the health staff facilities, the mean was highest for village doctors at 
2.5±2.3, followed by TTBAs at 1.6±1.9. There were no differences between A&T and non-A&T areas on 
any of these community characteristics  



84 
 

Table 8.2 Community characteristics: infrastructure, disaster proneness, availability of health 
facilities, health staff, education facilities by program group 

 
A&T area 
(N = 100) 

Non-A&T area 
(N = 100) 

All  
(N = 200) 

Characteristics Percent Percent Percent 

Availability of infrastructure        
Road/highway in the village 64.0 70.0 67.0 
Bridge or culvert in the village 89.0 88.0 88.5 
Canal or irrigation system in the village 23.2 31.0 27.1 
Electricity supply from main grid 85.0 93.0 89.0 

Availability of health facilities       
Union subcenter 20.0 12.0 16.0 
Family Welfare Center (FWC) in union 93.0 75.0 84.0 
Private clinic in village/union 2.0/22.0 2.0/17.2 2.0/19.6 
Qualified doctor in village/union 5.0/44.0 7.0/53.0 6.0/48.5 
Pharmacy in village/union 64.0/100.0 63.0/99.0 63.5/99.5 
Satellite clinic in village/union 94.0/99.0 93.0/100.0 93.5/99.5 
BRAC Health Center in village/union 3.0/22.2 8.1/42.0 5.5/32.2 

Disaster proneness      
Village/union cyclone proneness 51.0/55.0 59.0/68.0 55.0/61.5 
Village/union prone to river erosion 18.0/40.0 32.0/52.0 25.0/46.0 
Village/union drought prone 74.0/75.0 93.0/96.0 83.5/85.5 

 Mean SD Mean SD Mean SD 

Education facilities       
Primary school in village 1.3 1.3 1.1 1.0 1.2 1.1 
High school in village 0.3 0.5 0.3 0.5 0.3 0.5 
College in union 0.4 0.5 0.7 0.9 0.5 0.7 
Madrasa in village 0.2 0.5 0.2 0.4 0.2 0.5 
BRAC school in village 0.9 1.6 0.9 1.2 0.8 1.4 
Other NGO school in village 0.3 0.6 0.6 1.0 0.4 0.8 
Adult education center in union 0.2 0.8 0.4 1.2 0.3 1.0 

Health staff (in village)       
MBBS doctor 0.1 0.4 0.2 0.7 0.1 0.6 
TTBA 1.2 1.4 1.9 2.2 1.6 1.9 
Government health worker (FWA/HA) 0.7 0.8 1.0 0.8 0.9 0.8 
Village doctor 2.5 2.4 2.6 2.2 2.5 2.3 
BRAC Shasthya Shebika 0.8 0.9 1.0 0.8 0.9 0.9 
BRAC Shasthya Kormi 0.4 0.5 0.6 0.6 0.5 0.5 
BRAC IYCF Promoter 0.0 0.3 0.1 0.4 0.1 0.3 
Other NGO health worker 0.3 0.8 0.6 0.9 0.4 0.9 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

8.2 Summary  

Availability of goods and services has influence on many outcomes of the households and individuals in 
the households. In this survey, community characteristics in the intervention and comparison areas are 
similar, indicating that differences in impact between intervention and comparison communities is 
unlikely to be influenced by differences in availability of goods and services in the communities.  
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9. Results: Frontline Health Workers 

9.1 Variables 

The baseline survey for A&T included interviews with four types of frontline health workers (FHWs) (SS, 
SK, TBA, and village doctor) to obtain information on their knowledge and attitudes related to IYCF 
practices, the training they had previously received on nutrition, their IYCF-related activities and time 
commitment, and their job motivation and satisfaction. 

Results in this chapter are presented primarily for the BRAC SS staff and are limited to their IYCF 
knowledge and work environment. An extensive set of tabulated results on BRAC SK and other village 
health workers, i.e., TBA and village doctors are presented in Annex 9.  Tables A9.1 to A9.28 in this 
Annex lay out information on IYCF and nutrition knowledge of the four types of frontline health workers 
interviewed, and also present data on their socio-demographic backgrounds and exposure to training. 
For the BRAC SK, we also present in the Annex findings related to their job motivation, supervision, self-
efficacy,  job motivation and time commitment.   In subsequent sections of this chapter, we only discuss 
the key findings on IYCF and nutrition knowledge of all four types of FHWs and the work environment 
related findings from the interviews with the BRAC SS.  

9.2 IYCF and Nutrition Knowledge 

Table 9.1 presents key information on the knowledge and attitude related to child feeding practices 
among the Shasthya Shebika (SS) staff. With regards to knowledge in each of the IYCF areas, most of the 
SS appeared to have a good knowledge of early initiation of BF (99.5 percent), offering colostrum (97.5 
percent), and felt that it was possible to produce adequate amounts of milk despite having small breasts 
(69.3 percent). IYCF and nutrition knowledge on other topics, however, was only moderate. Gaps existed 
in knowledge about exclusivity of breastfeeding within the first six months. Very few (10.4 percent) 
thought that mothers can produce enough milk if not fed well. Close to 40 percent of the SS thought 
that infants should be given formula if the mother thinks that the baby is not getting enough milk, or 
water when the weather was hot, and only 20.3 percent believed in the appropriateness of leaving 
expressed breast milk for a baby less than 6 months when the mother is not available. Furthermore, 
about 21 percent believe that a mother needs to stop breastfeeding when she is pregnant or sick. 
Approximately 90 percent understood how to introduce complementary foods in a timely fashion.  The 
SS in our sample believed that, on average, the meal frequency for a 6-8.9 and 9-11.9 month old was 7.5 
and 5.3, respectively. An appropriate snack frequency for 6-8.9 and 9-11.9 month old children was 
thought to be 2.8 and 3.3, respectively. Detailed tables are also presented in Annex Tables A9.2 and 9.3. 

The Shasthya Kormis’ knowledge on IYCF (Tables A9.10-A9.12), overall, appears somewhat similar to 
that of SS, with almost all SK having appropriate knowledge about initiation of breastfeeding and 
colostrum. Compared to the SS, the a larger percentage of SK believed in leaving expressed breastmilk 
for a baby less than 6months old (54.6%) and smaller percentage believed in giving water to a similar 
aged baby under hot weather conditions (30.7%). Knowledge about the timely introduction of 
complementary foods was quite good among the SK, with a majority having appropriate knowledge 
about the timeliness of introducing most foods, except for meat and nuts.   

Knowledge among TBA and village doctors on initiation of breastfeeding immediately or one hour after 
birth was quite good; 90.6 percent for TBA (Table A9.20) and 80 percent for village doctors (Table A9.25) 
Almost all (96.5 percent) of TBA and village doctors knew that colostrum should be fed to the baby. 
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Knowledge of exclusive breastfeeding for first six months of age was higher among village doctors 
(92.5%) compared to TBAs (87.1%). 

Of the village doctors, 96.5 percent believe colostrum should be given to the baby and the mean age for 
continued BF should be 24.9 ± 5.0 months. In addition, nearly all the village doctors recommended 
special foods for babies, which include mainly food prepared at home and baby formula/milk. 

Results on the knowledge of complementary feeding among TBA and village doctors are shown in Table 
A9.21 and Table A9.26. Knowledge of both TBA and village doctors regarding feeding the baby fish, egg 
and other animal source foods was quite poor.  Knowledge of TBA and village doctors about mean age 
of introduction of complementary foods was good for most foods (Table A9.23 and Table A9.28). 
However, the TBA and village doctors thought that age of introduction of animal source foods should be 
later than 8 months.  

About a third of SS reported that they provide mothers with information regarding nutrition (Table 
A9.1).  Sixty eight percent of SS reported that they provide services related to the ten diseases that they 
are trained to treat, which is not unanticipated given that the EHC actions on treating the ten diseases 
form the core of the SS’ activities.  On the other hand, about seventy percent of SK reported that they 
provide advice to mothers on breastfeeding (Table A9.9). A slightly less proportion of SK reported that 
they also provide advice related to timing (60.5%) and type of new food to be introduced to the baby 
(64.0%). 

A significant proportion of TBA (88.1%) mentioned that they attend deliveries (Table A9.19) but only 22 
percent of TBA reported that they provide any services related to breastfeeding. Although village 
doctors mostly deal with child health problems, 86.4 percent of village doctors reported that they were 
consulted for child feeding issues (Table A9.24). This corroborates the findings in Chapter 5 that doctors 
are an important source of information and that they are sought out by mothers when they encounter 
problems related to IYCF.  

Table 9.1 Knowledge and attitude related to infant and young child feeding practices among the 
Shasthya Shebika (SS) 

  

A&T area Non-A&T area All 

(N = 107) (N = 95) (N = 202) 

Percent Percent Percent 

After birth should a baby start breastfeeding: 
   Immediately after birth 63.6 59.0 61.4 

Less than one hour 27.1 35.8 31.2 

Some hours after, but less than 24 hours 9.4 4.2 6.9 

What should the mother do with the “first 
milk” or colostrum 

   

Throw it away and wait for the real milk to 
come in and breastfeed 

2.8 1.1 2.0 

Use colostrum to breastfeed 97.2 97.9 97.5 

Perception of producing enough milk with small 
breast 

75.7 62.1 69.3 

Perception of producing enough milk when 
mother is not fed well 

14.0 6.3 10.4 
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Give formula when mother thinks baby is not 
getting enough milk 

40.2 42.1 41.1 

Giving water to baby (less than 6 months old) 
when weather is hot 

31.8 48.4 39.6 

Stop breastfeeding when mother is pregnant 
11.2 32.6 21.3 

Stop breastfeeding when mother is sick 12.2 32.6 21.8 

Leaving breast milk for baby (less than 6 
months old) when mother is away 

28.0 11.6 20.3 

 
Mean ± SD Mean ± SD Mean ± SD 

Meal frequency for 7-8.9 month children 7.4 + 4.9 7.6 + 5.0 7.5 + 4.9 

Snack  frequency for 7-8.9 month children 3.3 ± 4.3 2.2 ± 1.7 2.8 ± 3.4 

Meal frequency for 9-11.9 month children 5.4 ± 3.5 5.3 ± 3.2 5.3 ± 3.3 

Snack  frequency for 9-11.9 m children 3.8 ± 3.2 2.7 ± 1.9 3.3 ± 2.7 

Meal frequency for 12-23.9 month children 3.4 ± 1.8 3.7 ± 2.0 3.6 ± 1.9 

Snack  frequency for 12-23.9 m children 4.4 ± 3.2 3.0 ± 1.9 3.7 ± 2.8 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

9.3 Motivation, Self-Efficacy, and Job Satisfaction 

Table 9.2 presents results on SS motivation, efficacy, and satisfaction with work. Overall, the SS feel that 
they contribute to improve community health (98.7 percent), receive adequate training (94.1 percent), 
and are appreciated by the program management (97.1 percent). However, most of the SS (93.6 
percent) also report feeling that they have a lot of pressure with an ever-increasing workload. In terms 
of rating their self-efficacy, while 98 percent felt confident about their performance as SS, nearly half 
(42.6 percent) also said that they found it difficult to cope with the demands of their tasks as SS. About 
96 percent were satisfied overall with the voluntary work they do as SS. 

Table 9.3 presents information regarding job supervision provided to SS staff. A majority of the SS in the 
sample felt that their supervisor informed them about the follow-up of their concerns often or always 
(71.3 percent). In the eyes of the SS in this sample, the majority of the supervisors took the SS’ concerns 
into account when planning activities, praised them when something was done well, took their concerns 
to the higher management level, and used times when mistakes were made as opportunities to help 
improve skills often or always (66.3, 73.3, 53.5, and 69.8 percent, respectively). About 42.6 percent of SS 
reported that they were never scolded by their supervisors in case of any mistakes on the job. 

Results on motivation, perceptions about supervision and time commitment of the SK are presented in 
Tables A9.13, A9.14, A9.15. The findings related to the SK are quite similar to those seen for the SS, and 
indicate that the SK, a cadre of paid community health workers, is also quite highly motivated, and well-
supervised, with high levels of job satisfaction.  

Further detailed results on the SS staff, as well as on SK staff and village doctors, are presented in Annex 
Tables A9.1-A9.28.  In addition to findings on IYCF and nutrition knowledge of these different health 
workers, these tables report data collected on socio-demographic backgrounds, and training 
experiences of the various staff.   
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Table 9.2 Job motivation, self-efficacy, and satisfaction among the Shasthya Shebika (SS)  

 
A&T Area Non-A&T Area All 

 
(N = 107) (N = 95) (N = 202) 
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Job Motivation                
Contributing to improve 

community health 0.0 0.9 3.7 43.0 52.3 1.1 0.0 7.4 45.3 45.3 0.5 0.5 5.5 44.1 49.1 
Receive adequate training  0.0 4.7 15.9 34.6 44.9 0.0 6.3 14.7 44.2 33.7 0.0 5.5 15.5 39.1 39.6 
Have a lot of pressure the 

workload keeps 
increasing 0.9 3.7 20.6 36.4 38.3 2.1 5.3 17.9 36.8 36.8 1.5 4.5 19.3 36.6 37.6 

Feel appreciated by the 
program management  1.9 0.9 12.2 41.1 43.9 1.1 1.1 10.5 43.2 43.2 1.5 1.0 11.4 42.1 43.6 

Efforts valued by the 
community 1.9 0.9 14.0 28.0 55.1 2.1 1.1 14.7 36.8 44.2 2.0 1.0 14.4 32.2 50.0 

Self-efficacy                 
Feel confident performing 

as an SS 0.0 0.0 1.9 21.5 76.6 1.1 2.1 6.3 27.4 62.1 0.5 1.0 4.0 24.3 69.8 
Find it difficult to cope with 

the demands of being an 
SS 

39.3 24.3 15.0 9.4 12.2 24.2 25.3 17.9 14.7 16.8 32.2 24.8 16.3 11.9 14.4 

Job Satisfaction Not satisfied Satisfied Very satisfied Not satisfied Satisfied Very satisfied Not satisfied Satisfied Very satisfied 

How satisfied are you 
overall with the voluntary 
work you do as an SS?   

2.8 28.97 68.22 5.26 37.9 56.84 3.97 33.17 62.87 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table 9.3 Perception of Shasthya Shebika about job supervision  

  A&T Area Non-A&T Area All 

 
(N = 107) (N = 95) (N = 202) 

 
Percent Percent Percent 

Job supervision A
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Supervisor informs about the follow-up of my concerns/worries 35.5 31.8 22.4 0.9 9.4 29.5 46.3 22.1 1.1 1.1 32.7 38.6 22.0 1.0 5.5 

Supervisor takes concerns into account when planning activities  22.4 36.5 30.8 2.8 7.5 33.7 41.1 22.1 1.1 2.1 27.7 38.6 27.0 2.0 5 

Supervisor scolds in case of a mistake on the job  
0.0 4.7 15.0 33.6 46.7 10.5 15.8 15.8 20 37.9 5.0 9.9 15.0 27.0 

42.
6 

Supervisor offers praises when something is done really well 29.9 39.23 21.5 2.8 6.5 34.7 43.2 17.9 2.1 2.1 32.2 41.1 20 2.5 4.5 

Feel that supervisor takes concerns up to the higher management 
level 

15.9 34.6 37.4 5.6 6.5 24.2 32.6 34.7 6.3 2.1 19.8 33.7 36 5.9 4.5 

Supervisor uses times when mistakes are made as opportunities to 
help improve skills 

15.9 50.5 21.5 3.7 6.5 33.7 40.0 25.3 0 1.1 24.3 45.5 23.0 2.0 4.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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9.4 Summary 

The key findings of the frontline health worker component of the baseline survey are that knowledge of 
the BRAC Shasthya Shebikas on breastfeeding is good, but their knowledge on complementary feeding, 
including knowledge about age-appropriate feeding frequency and age of introduction of animal source 
foods could be improved. The Shasthya Kormis’ knowledge on IYCF, overall, appears better than that of 
SS, but given that they have fewer IYCF-related interactions with households, improving the IYCF 
knowledge of the SS could be a higher impact action. Our findings on the perceptions of the BRAC 
frontline staff about their work environment indicate that both cadres of BRAC frontline staff seem to be 
well-motivated in their work, and feel well supported by the BRAC system in their activities. A large 
proportion of them are also well-satisfied in their jobs.  

IYCF-related knowledge among TBAs and village doctors was much better about initiation of 
breastfeeding and feeding colostrum than about other IYCF practices such as exclusive breastfeeding, 
and age-appropriate complementary feeding. Given that village doctors appear to be an important 
source of information and problem solving for mothers, building their capacity and motivation to handle 
IYCF-related inquiries appropriately could be beneficial.  

In summary, there is strong potential to build IYCF-related capacity among the frontline health workers 
in the BRAC system; closing some of the key knowledge gaps and ensuring staff continue to remain 
motivated to deliver core IYCF-related  services could have substantial impact.  In addition, creating an 
enabling environment in communities by reaching out to other sources of information, such as village 
doctors and TBAs, could also be helpful in improving overall IYCF-related information that mothers and 
families receive in these communities.  
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10. Summary and Discussion 

The baseline survey had two broad objectives. The first objective was to gather data on the primary 
impact indicators of the evaluation and to determine the comparability of A&T and non-A&T areas prior 
to the implementation of the interventions. The second objective was to assess differences between the 
two groups in various factors that could influence the outcomes of interest and thus shape the impact of 
the interventions. These factors were examined at different levels: child, caregiver, household, 
community, healthcare providers, and health system.  

We present in this summary chapter an overview of the core impact indicators and a detailed summary 
of all baseline results. We conclude this chapter, and the report, with some of the major implications of 
the baseline findings for A&T interventions, and the evaluation. 

10.1 Summary Results 

In this section, we present a brief summary of results from all sections of this report. Table 10.1 also 
presents the same results, with additional numerical details.  

KEY IMPACT INDICATORS 

The core indicators for assessing A&T’s impact are stunting among children 24-47.9 months old and the 
eight core WHO-recommended IYCF indicators. There were no differences between the A&T and non-
A&T groups for most of the child nutrition indicators. The prevalence of stunting in children 24-47.9 
months of age is 50.9 percent. Prevalence rates of stunting and underweight increase dramatically 
during the first 24 months of life, plateauing at 21-23 months of age, while the prevalence of wasting is 
15 percent across all age groups.  

Although early initiation of BF is 63.9 percent, EBF rate is low at 49.9 percent. However the rate of 
continued BF at 1 year is high, at 96.4 percent. The rate of timely introduction of CF is low at 49.8 
percent. Similarly, all other IYCF core indicators related to complementary feeding (diet diversity, meal 
frequency, minimum acceptable diet, and consumption of iron-rich food) are also low (14.8-36.2 
percent). 

Overall, the findings on the core WHO-recommended indicators of IYCF practices are broadly similar to 
those seen in the Bangladesh DHS 2007. No major statistically significant differences were found for 
core IYCF indicators between A&T and non-A&T areas, except for feeding frequency and iron-rich foods, 
which were higher in A&T upazilas. 

IYCF PRACTICES AND CHALLENGES  

Seventy-five percent of infants were given liquids (breast milk, honey, mustard oil, plain water, 
sugar/glucose water, and cow milk) right after birth. In a majority of cases, family members 
(mother/mother-in-law) and mothers themselves gave fed these liquids to the infants. Continued BF at 2 
years is 85.6 percent, but age-appropriate BF is low (65 percent), largely because of low EBF in the first 
six months. Predominant BF under 6 months is also low (62.3 percent), but is higher than EBF, as 
expected.  

Nearly 15 percent of infants were bottle fed and milk feeding frequency for non-BF children is low (57.6 
percent). Complementary foods are often introduced too early and low in nutrient density. Overall diet 
diversity is poor, especially for younger infants. 
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IYCF challenges reported by caregivers 

Mothers were asked about problems they had faced with IYCF at critical stages—immediately after 
birth, after the first three months, at the beginning of complementary feeding (six months or so) as well 
as any problems they currently faced. Findings indicate that problems when starting to breastfeed are 
primarily related to the perception of insufficient breast milk, child illness, poor appetite, and inability to 
suck well. At 6-11.9 months, the main difficulties encountered were children disliking solid foods, child 
illness, poor appetite, and perception of breast milk insufficiency. Thirty-one percent of mothers of 
children aged 12-23.9 months reported the same primary challenges as those of mothers of children 6-
11.9 months of age. However, as expected, the perceived problem of breast milk insufficiency was much 
lower among mothers of older infants. Thereafter, at 24-47.9 months, reported problems included 
child’s poor appetite, disliking food, and illness. Problems with first introduction of semi-solid and solid 
foods were primarily related to refusal of foods and child illness. In sum, maternal concerns about IYCF 
appear to relate primarily to anxieties about whether the child is consuming enough food, regardless of 
whether it is breast milk or complementary foods, and about the management of poor appetite and 
feeding during illness. These a perceived problems were addressed through a variety of sources, but it 
appears that doctors (including village doctors) were primary source of support for IYCF-related 
problems. Families (primarily mothers/mothers-in-law) are also reported to be a significant source. 

 

CAREGIVER KNOWLEDGE AND PERCEPTIONS ABOUT IYCF AND NUTRITION 

Caregiver knowledge on breastfeeding (initiation, exclusivity, and continuation) was good in general. 
Well over 80 percent of the mothers acknowledged that babies should be breastfed immediately or 
during the first hour after birth, and over 90 percent knew that colostrum should be given to the baby. 
However, knowledge of on-demand breastfeeding (20.8 percent) and feeding expressed breast milk (1.9 
percent) was low. A majority of mothers knew that mothers should continue to breastfeed even when 
they are ill or when pregnant. About two-thirds of mothers had the mistaken belief that children less 
than 6 months of age should be given water in hot weather. A few of the reported practices were 
significantly different (p < 0.05) in A&T and non-A&T areas.  

With respect to knowledge and perceptions about complementary feeding, about 44.1 percent and 19.9 
percent of the mothers thought water and nonhuman milk (cow, goat, or powdered) could be 
introduced at an early age. A majority of mothers (about 80 percent) had appropriate knowledge of 
timely introduction of rice, bread, legumes, green leafy vegetables, orange-fleshed vegetables, ripe 
papaya or mango, bananas, and eggs. In contrast, a majority of mothers thought that foods such as 
meat (beef, mutton, chicken, duck, other poultry), small fish, peanuts, groundnuts, other nuts, and 
purchased snack food should be introduced at later ages. On average, the mean score on a scale of 
appropriate timing of introduction of complementary food (ranging from 0-15, 1 point for each food) 
was 9.3 ± 4.2. 

Caregivers already appear to have relatively good awareness of a few sentinel IYCF practices 
recommended by the program (e.g., mashing family foods for the child, feeding the child animal source 
foods). However, trial and adoption of these practices is quite low. Awareness of other practices (use of 
expressed milk, use of micronutrient powders, etc.) is very low.  

Overall, the findings suggest that there is a strong potential for IYCF-related BCC interventions to shape 
norms and perceptions, and to shift mothers from knowing about certain practices to trying and 
adopting them. 
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USE OF A&T PLATFORMS 

Community/health system platform 

Use of BRAC’s health platform  

Overall, about a quarter of respondents had ever been visited at home by a BRAC frontline health 
volunteer (Shasthya Sebika [SS]) and 37.2 percent reported receiving feeding advice from them. Contact 
between households and SS went up to over 60 percent in some areas. About a fourth of households 
visited by an SS reported also purchasing medicine from them, most frequently vitamins. Although a 
smaller proportion of respondents had been visited by a SK (11.3 percent) and/or attended a health 
forum (12 percent), a large proportion of these households were given advice about health by SK. These 
findings are not unexpected, given that the SK primarily target care during pregnancy, and provide 
antenatal and postnatal care. Of those visited by a BRAC frontline worker, the mean frequency of 
contacts between respondent mothers and BRAC SS and SK in the last six months was 1.2, with no 
differences between the A&T and non-A&T areas. The contact between households and the health 
network of BRAC is low, overall, but with substantial variability by district.  

Antenatal care 

A majority of women had received antenatal consultations mainly from Hospital/Upazila Health 
Center/clinic, doctors, Government health workers (FWA) and BRAC frontline health workers. The 
average number of prenatal care visits was 3.5. Nearly two-thirds of all pregnant women received 
nutrition counseling during pregnancy and taking iron supplements during their pregnancy. The use of 
prenatal care was similar for A&T and non-A&T areas.  

A very small percentage of women received no assistance during delivery (< 1 percent).  About one half 
of all women received assistance from their mother/mother-in law during delivery, 41.8 percent from a 
traditional birth attendant (TBA), 35.3 percent from neighbors and friends and 23.9 percent from a 
midwife/nurse. The most common place of delivery was the mothers’ own home (50.7 percent), 
followed by a health facility (25.5 percent). About 11 percent of women, overall, reported caesarean-
section births, with very high rates (44 percent) among those who gave birth at facilities.  

Exposure to media 

Overall, television was the primary mode of media through which respondents were exposed to health 
and nutrition information. Another source of health and nutrition information was radio, but only about 
10 percent of respondents reported having heard any messages via the radio. About half of the 
respondents reported ever watching TV, and only about 5 percent reported ever listening to a radio. 
There was no access to the internet among respondents. No differences were noted for A&T and non-
A&T areas.  

Access and use of markets 

Markets are quite accessible to most families in our survey; the mean distance to the nearest market 
being about 1 kilometer. Over a third of families purchase foods from the retail market in their village, 
with a similar proportion purchasing foods from a market in another village. Less than 5 percent of 
mothers did any food purchasing; husbands/partners of the mothers were primarily responsible for food 
shopping for the family’s meals (71.7 percent). About 70 percent of respondents reported that special 
foods were bought for the child; the median amount spent on special foods for children in the seven 
days preceding the survey was 50 taka (US$1 = 68 taka). No differences were found for A&T and non-
A&T areas. 
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CHILD, CAREGIVER, AND HOUSEHOLD CHARACTERISTICS 

Child characteristics 

Illnesses are a common feature of early childhood among our survey sample. Almost half of children less 
than 1 year old were reported to have cough/cold (52 percent) or fever (43 percent). Diarrhea 
prevalence was lower, but is highest among the 6-11 month age group. The children in the age category 
6-23.9 months were the most at risk for cough/cold, fever, and diarrhea.  

Immunization coverage is high among our survey sample. Tuberculosis immunization (BCG) coverage 
was the highest (91.2-100 percent), while coverage of other immunizations, such as polio, HiB1, DPT, 
and measles, was also high, ranging from 78 to 97.3 percent.  

Child motor and language development appear to be in the normal age range specified by WHO, albeit 
slightly shifted to the older side of the recommended age range. At 10 months, children in our sample 
were able to walk with assistance and at 15.8 months, on average, they were able to walk alone. The 
language milestones achieved by infants in the A&T and non-A&T groups differed slightly only for 
certain language milestones.  

Caregiver characteristics 

Respondent mothers of children in this baseline survey are in their mid-twenties, on average, and have a 
low level of education (on average, 36.5 percent completed ninth grade); one-fourth had no education. 
About 30 percent of women were underweight (BMI < 18.5 kg/m2).  

The majority of women are not employed outside the home; in fact, less than 5 percent of women 
reported working outside their homes. Most mothers/caregivers also do not leave homes to go to 
markets. However, high work burdens within homes and homesteads with little support for chores are 
of concern. In fact, mental distress and postnatal depression are highly prevalent in the survey sample. 

Women’s ownership of assets and control over sale of assets was very low, as was women’s reported 
control over purchase of foods, clothes, and medicines for children. Combined with the fact that women 
do not do most of the purchasing, this limits the role of women in relation to markets.  

Household characteristics 

The average household in our survey was quite small, with only five members, on average. Almost all of 
the households in our sample owned their house (94.7 percent), nearly half the sample owned land, and 
a third owned gardens. Households in both program groups owned, on average, 10 out of 29 possible 
types of durable goods. There were no differences between program groups in the asset count indices 
or in the total number of assets. A little over half the household had access to electricity, but all 
households had access to safe drinking water either from their own tube well, or someone else’s tube 
well. Almost half of households did not have their own toilets, but have to share toilet facilities with 
others. Among those households with toilets, .less than 1 percent owned sanitary toilets with a flush, 
with no difference between A&T and non-A&T areas. More than half still used older traditional toilets 
(pucca/pit with water-sealed) and 5.5 percent used open fields. The main types of fuel used for cooking 
was wood/straw (89.9 percent). 

The mean monthly household expenditure in our sample was around 9,000 taka, with expenditure on 
food items accounting for two-thirds of total household expenditure. The major food expenditures were 
on cereals, followed by vegetables, small fish, and fruits. The mean monthly per capita expenditure was 
about 1,800 taka, with no differences across program groups. The mean dietary diversity of the mothers 
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of the index children was 8.1 ± 2.0 food groups. All mothers consumed cereals, mainly rice, but 
consumption of vitamin A-rich foods (vegetable and tubers) and animal source food (meat and poultry) 
was low among mothers of the index children. Overall, the diversity of diets of respondent mothers was 
not significantly different in A&T and non-A&T areas. 

Almost 1 in 5 households in the survey sample had experienced economic shocks; 18.7 percent of 
households reported some kind of economic shock in the year preceding the survey. The primary 
economic shocks experienced were disease or injury of family members, crop loss, and loss of cattle. 
The perceived negative effects of these economic shocks were very high. There were no differences in 
the prevalence or types of shocks between A&T and non-A&T areas. 

Community characteristics 

The availability of health facilities either in the village or union was good, with well over 80 percent of 
villages having Family Welfare Centers and a third of villages/unions also reporting a BRAC health 
center. About half of the villages also had a qualified doctor. More than two-thirds of villages were 
connected by road/highway, and almost 90 percent have electricity supply from a main grid. About a 
third of villages also had a canal or irrigation system. About 61.5 percent of villages and 46 percent of 
unions are prone to river erosion, while 83.5 percent of villages are drought prone. Finally, most villages 
had at least one type of education facility, i.e., either primary or secondary education facilities (or both). 
The village characteristics were, overall, not different between A&T and non-A&T areas. 

FRONTLINE HEALTH WORKERS AND HEALTH FACILITIES 

Frontline health workers 

We assessed a variety of frontline health worker (FHW) characteristics in the baseline survey, with a 
focus on BRAC health volunteers (Shasthya Sebikas [SS]) and health workers (Shasthya Kormis [SK]). We 
also gathered data on other village-level frontline workers – village doctors and TBAs. 

We found that most of the SS appeared to have excellent knowledge about early initiation of BF and 
offering colostrum. However, gaps existed in knowledge about exclusive breastfeeding within the first 
six months. Although more than two-thirds felt that it was possible to produce adequate amounts of 
milk despite having small breasts, only about 10 percent thought that mothers can produce enough milk 
if not fed well. More than a third of the SS thought that infants should be given formula if the mother 
thinks that the baby is not getting enough milk, and that water should be offered when the weather was 
hot. About a fifth of the SS thought that a mother should stop breastfeeding when she is pregnant or 
sick. Approximately 93.6 percent understood how to introduce complementary foods in a timely 
fashion.  

Both SS and SK seem to be strongly motivated to do their work, and feel well supported by the BRAC 
system in their activities. Well over 90 percent of SK was satisfied with the current job they are doing. 
The frontline health volunteers, SS, reported spending almost 14 days a month on their work while the 
paid frontline health workers, SK, reported spending 24 days a month on their work.  

IYCF-related knowledge among TBAs and village doctors was much better about initiation of 
breastfeeding and feeding colostrum than about other IYCF practices such as exclusive breastfeeding, 
and age-appropriate complementary feeding. Given that village doctors appear to be an important 
source of information and problem solving for mothers, building their capacity and motivation to handle 
IYCF-related inquiries appropriately could be beneficial. 
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Table 10.1 Baseline results summary matrix, Bangladesh  

Domain  Major results & any differences between intervention and comparison 
areas (if relevant) 

KEY IMPACT INDICATORS (Chapter 4) 

- Anthropometric outcomes Stunting in children 24-47.9 months (50.9 percent, overall). Stunting and 
underweight prevalence increase dramatically in the first 24 months of 
life. Wasting levels are very high (> 15 percent) in all age groups.  

 

- WHO-recommended  IYCF practices 
(core indicators) 

Early initiation of BF is 63.9 percent. EBF rate is low (49.9 percent) but 
rate of continued BF at 1 year is good (96.4 percent). Rate of timely 
introduction of CF is low (49.8 percent). All other IYCF core indicators 
related to complementary feeding (diet diversity, meal frequency, 
minimum acceptable diet, and consumption of iron-rich food) are low 
(14.8-36.2 percent).  

IYCF PRACTICES, CHALLENGES, AND CAREGIVER’S KNOWLEDGE (Chapter 5) 

- IYCF practices (other than core 
indicators) 

Seventy-five percent of infants were given liquids (breast milk, 
honey, mustard oil, plain water, sugar/glucose water, and cow 
milk) right after birth. Family members (mother/mother-in-law) and 

the woman herself were the primary people who gave these liquids to 
the infants.  Continued BF at 2 years is 85.6 percent but age-appropriate 
BF is low (65 percent) because of poor EBF. Predominant BF under 6 
months is low (62.3 percent). 
Nearly 15 percent of infants were bottle fed.  
Milk feeding frequency for non-BF children is low (57.6 percent). 
Complementary foods are often introduced too early, and are low in 
nutrient density. Overall diet diversity is poor, especially for younger 
infants. 

- IYCF challenges and sources of 
support 

Initial breastfeeding problems are primarily related to the perception of 
insufficient breast milk (67.9 percent), child’s illness (14.5 percent), 
child’s poor appetite (6.7 percent), and inability to suck well (6.7 
percent). At 6-11.9 months, the main difficulties are child’s dislike of 
solid food (25.2 percent), child’s poor appetite (22.7 percent), illness 
(21.9 percent) and insufficiency of breast milk (20.2 percent). At 12-23.9 
months, the main difficulties are child’s dislike of solid food (37.8 
percent), poor appetite (36.6 percent) and illness (25.3 percent). 
Thereafter (at 24-47.9 months), the problems are child’s poor appetite 
(47.8 percent), disliking of food (26.7 percent), and illness (26.7 percent). 

 Health systems (both qualified doctors and village doctors) are a number 
one source of support for IYCF-related problems, but families (primarily 
mother/mother-in-law) are a significant source too.  

 Problems with first introduction of semi-solid and solid foods are 
primarily related to child’s refusal of foods (82.4 percent) and child’s 
illness (16.1 percent). 

 Health systems (qualified doctors and village doctors) are a number one 
source (68.8 percent) of support for problems related to first 
introduction of semi-solid and solid foods, but families (mother/mother-
in law and husband) are a significant source too (19.5 percent). 

- Caregiver’s knowledge on IYCF Caregiver’s knowledge on BF (initiation, exclusivity, and continuation) is 
good in general. However, demand feeding (20.8 percent) and feeding 
expressed breast milk (1.9 percent) are low. 

Knowledge about timely introduction of different types of 
complementary foods seems good. 
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Domain  Major results & any differences between intervention and comparison 
areas (if relevant) 

- Awareness, trial, and adoption of 
key practices 

Caregivers already have relatively good awareness of a few sentinel IYCF 
practices recommended by the program (e.g., family foods, animal 
source foods), but trial and adoption of those practices is low. 
Awareness of other practices (use of expressed milk, micronutrient 
powders, etc.) is very low.  

USE OF A&T PLATFORMS (Chapter 6)  

- Health system In the survey sample, use of BRAC services is at about 25 percent (which 
is substantially high for a volunteer-based network). About three-fourths 
of pregnant women used prenatal care and about a quarter of deliveries 
is facility-based. Mother/mother-in-laws are the primary service 
providers during delivery and the next is TBAs. C-section rates are high 
(11 percent of whole sample). As noted above, doctors are also a 
primary source of advice about IYCF. 

- Media TV is the primary source of information for caregivers on health 
messages for women/children and nutrition/feeding messages for 
children, where 49.3 percent received such messages in the last 7 days. 
The next main source of this information is radio. 

- Market access Most families purchase foods from markets in the village (46.7 percent) 
and markets in other villages (44.6 percent). Husbands (71.7 percent) or 
other family members (23.3 percent) usually do most food purchasing. 
Mean distance to the nearest shop/market is 1.3 kilometers. 

CHILD, CAREGIVER, AND HOUSEHOLD CHARACTERISTICS (Chapter 7) 

- Illness, health, and appetite Cough/cold (52percent) and fever (43 percent) are highly prevalent in 
first year of life. Diarrhea prevalence is lower, but is highest among 6-11 
months age group. 

- Immunization Immunization coverage is high, ranging from 82 to 100 percent.  

- Motor and language development Child motor and language development seems to be in normal age range 
specified by WHO, albeit slightly shifted to the older side of the 
recommended age range. 

CAREGIVER’S CHARACTERISTICS 

- Education and occupation  Mothers are in their mid-twenties. Level of education is relatively low 
(average completion of ninth grade is 36.5 percent); one-fourth had no 
education. Majority of women are not employed outside the home. 
Women involved in activities other than household work is low (5 
percent). 

- Employment and childcare support Most mothers/caregivers are unemployed and do not leave homes to go 
to markets. However, high work burdens within home and homesteads 
with little support for chores are of concern. 

- Nutritional status  About 30 percent of women were underweight (BMI < 18.5 kg/m
2
) 

- Mental well-being  Mental distress and postnatal depression are highly prevalent in the 
study samples.  

- Control over assets; 
decisionmaking; domestic violence, 
etc.  

Women’s control over purchase of foods (66 percent), clothes (58 
percent), and medicines (58 percent) for children is low in this context. 
Combined with the fact that women do not do most of the purchasing, 
this limits the role of women in relation to markets. Additionally, 
women’s ownership of assets and control over sale of assets was very 
low.  

HOUSEHOLD CHARACTERISTICS  

- Household composition  Household size is small (5.2). Number of children < 5 years is low (1.2), 
but dependency ratio is almost 1.  
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Domain  Major results & any differences between intervention and comparison 
areas (if relevant) 

- Consumption-expenditure patterns Monthly expenditures are around 8,000 taka and food expenditures 
form nearly two-thirds of the overall consumption basket.  

- Assets, infrastructure, access to 
services 

About 95 percent of households live in their own houses. Ownership of 
land (44 percent) and vegetable garden (30 percent) was low. Floor of 87 
percent of houses was made of mud. The roof (90 percent) and walls (36 
percent) of houses were made of corrugated iron sheet. Respondents 
have good access to tube-well water for drinking (92 percent), but 
limited access to electricity (53 percent). Sanitation facilities were 
nonoptimal for most households.  

- Food security  Thirty-two percent of households experienced some type of food 
insecurity in the last 30 days.  

- Economic shocks One in five households experienced some kind of economic shock. Main 
household economic shocks were disease or injury of family members 
(8.6 percent), crop loss (4.6 percent), and loss of cattle (2.1 percent). The 
perceived negative effects of these economic shocks was very high (70-
80 percent). 

COMMUNITY RESOURCES (Chapter 8) 

- Health system Availability of health facilities either in the village or union is good. 
Eighty-four percent of villages have FWC. Availability of qualified doctor 
is 48.9 percent; 32.2 percent of villages/unions have BRAC Health 
Center.  

- Infrastructure Sixty-seven percent of villages have road/highway, 88.5 percent have 
bridge/culvert, 89 percent have electricity supply, and 27.1 percent have 
canal or irrigation system.  

- Education facilities Most villages have at least one type of education facility.  

- Disaster proneness 61.5 percent of villages/unions, 46 percent of village/union are prone to 
river erosion, 83.5 percent of villages are drought prone.  

FRONTLINE HEALTH WORKERS (Chapter 9)  

- Knowledge about IYCF and nutrition Knowledge of SS on BF is good, but knowledge on CF (age-appropriate 
meals/snack frequency and timely introduction) could be improved. 
Knowledge of SK on IYCF overall is better than that of SS. 
Of the village doctors, 96.5 percent believe colostrum should be given to 
the baby; 66.8 percent advocate EBF for the first 6 months. 

- Motivation, satisfaction, time 
commitment 

Both SS and SK seem to be well-motivated in their work, and feel well 
supported by the BRAC system in their activities. A total of 97.2 percent 
of SS and 95 percent of SK are satisfied with the current job they are 
doing. Majority reported that women seek information on health and 
IYCF.  BRAC SS reported spending almost 14 days a month on their work 
and SK reported spending 24 days a month on their work. 

 

10.2 Discussion and Conclusions 

In this report on the results of the baseline survey of the impact evaluation of Alive & Thrive’s 
interventions in Bangladesh, we have documented that stunting levels are high in this context, and that 
there are rapid increases in stunting in the first two years of life. This and the poor status of many IYCF 
practices warrant attention to IYCF, in addition to other health, water, and sanitation interventions to 
reduce overall stunting rates. In the context of this cluster-randomized impact evaluation, we also found 
no significant differences between intervention and comparison areas in impact indicators, or indeed, in 
the majority of other characteristics.  
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The immediate determinants of IYCF practices, such as knowledge and perceptions, as well as problems 
faced by mothers in feeding their infants and young children, did not differ between intervention and 
comparison areas. We find that medical professionals and family members are primary sources of 
support when mothers face problems with infant feeding, thus highlighting the role of these influential 
members in relation to IYCF.  

Although the families in our survey sample are poor, their diets are quite diverse, and appear to include 
animal source foods, as well as vegetables and fruits. At the same time, food expenditures are already a 
large part of the total household expenditures, thus potentially limiting further expansions in food 
budgets. Furthermore, food purchasing is primarily by male members of the family, and maternal 
control over assets and decisions is quite low, thus highlighting the role of multiple actors in the 
household in relation to creating enabling environments for the behavior change communications 
interventions of Alive & Thrive.  

Exposure to A&T’s planned community health worker platform is currently not very high, but there is 
substantial variability across subdistricts. Furthermore, the BRAC health volunteer and worker network 
is highly motivated and well-supervised, making it a health platform with high potential for success. 
Access to media, and exposure to media platforms is quite good, and access to markets is excellent.  

In summary, we interpret these baseline findings to note that the status of the impact indicators for A&T 
as well as the context for IYCF in Bangladesh offers significant potential for success through Alive & 
Thrive’s combined strategies of interpersonal communication through health workers, social 
mobilization, and mass media. Further statistical analyses of these baseline data will help to unpack in 
further detail the types of issues unearthed in this descriptive baseline report.  
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Annex 2: Methods Annexes 
Figure A2.1 Program Implementation Pathway of the Community Component of Alive & Thrive program in Bangladesh 
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Figure A2.2 Program implementation pathway of the communication component of Alive & Thrive program in Bangladesh 
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A2.1 Selection and Randomization of Upazilas 

A meeting with BRAC (BHP and RED) was held at BRAC RED Conference Room on December 8, 2009 
(Present: Anita/Faria/Gulshan/Jalal/Kuntal/Raisul/Saiqa). In this meeting, 20 upazilas were selected 
from the list of 100 (90 for intervention and 10 for comparison) upazilas that has been identified for A&T 
interventions. These 20 EHC upazilas, after selection, will be used for the impact evaluation. We 
followed the following steps that were decided with the A&T program team during Purnima Menon’s 
visit to Dhaka in August 2009: 

1. BRAC first selects the total set of upazilas for the program (100, which includes 90 for program 
and 10 for comparison, but without a priori deciding which will be A&T and which will be 
comparison). 

2. Then from that list, BRAC (together with IFPRI, Tina, and RED) chooses a set of 20 upazilas that 
are more or less matched, and in clusters of 4 upazilas in 5 divisions. The intervention and 
comparison areas will be assigned randomly from this set. 

3. Once we have this list of 20, the entire team will randomize those 20 to be A&T and non-A&T 
(IFPRI can facilitate the randomization, but it should be done openly with BRAC leadership and 
other key people, including upazila staff, if needed). 

4. This will give us the set of 10 +10 upazilas for the impact assessment. Also, since the 
randomization is done in paired upazilas across the 5 divisions, as discussed before, it would 
allow BRAC to meet their management plan of having 2 A&T upazilas run by 1 manager and to 
keep that aspect uniform in the impact evaluation areas as well as the regular areas. 

As a first step, BRAC prepared and provided us with a list of 100 upazilas for A&T based on the latest list 
of upazilas they had been received from NNP. This list included two MNCH upazilas, which were 
excluded from the selection of upazilas for impact evaluation.  

Then from the list of 98 A&T upazilas in EHC areas, 10 pairs of upazila were selected in the following 
way– 

 First, upazilas in the same district were paired based on their proximity, size, and other 
operational aspects. In this way, we identified 39 pair of upazilas in 5 divisions (Col 2, Table 1). 
The other 20 upazilas were not paired as they did not meet the pairing criteria; particularly, they 
are geographically isolated.  

 Second, the pair of upazilas under each division was listed separately (Col 3, Table 1).  

 Third, from these lists, 2 pairs from each division were randomly selected (Col 4, Table 1) to get 
the expected number of 4 upazilas from 5 divisions to get a total of 20 upazilas.  

 
A&T randomization 

 Randomization of upazilas was done in a meeting with the country program team at A&T 
Bangladesh office on January 5, 2010. 

 Randomization was done in pairs.  

 For each division, random numbers were generated using SPSS. 

 The selected pair of upazilas was assigned either to A&T intervention or to control upazilas, i.e., 
No A&T intervention (Col 5, Table 1). 

 Thus 5 pairs of upazilas were assigned to A&T intervention and 5 pairs to control (No A&T 
intervention). 
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Table A2.1 List of pairs, selected pairs and randomization of upazila for impact evaluation of the A&T 
interventions in BRAC EHP areas, Bangladesh 2010  

Sl no. 
Col 1 

Pair of upazilas 
Col 2 

Sl no. within division 
Col 3 

Selected pairs 
Col 4 

Randomized to 
Col 5 

Dhaka Division  

1 Saturia-Sigair 1   

2 Hossainpur-Pakundia 2 2 A&T 

3 Bajitpur-Kotiadi 3   

4 Sonargaon-Araihazar 4 4 No A&T 

5 Nolitabari-Jhinaigati 5   

6 Ghatail-Kalihati 6   

7 Delduar-Mirzapur 7   

8 Bashai-Shakhiupr 8   

Chittagong Division  

9 Chandanaish-Rangunia 1   

10 Satkania-Lohagara 2   

11 Comilla Dakhin-barura 3   

12 Brammanpara-Burichang 4   

13 Laksam-Nangolkot 5   

14 Sonagaji-Dagonbhuian 6 6 No A&T 

15 Parshuram-Phulgaji 7   

16 Sonaimuri-Kompaniganj 8 8 A&T 

Rajshahi Division  

17 Nandigram-Kahalu 1 1 A&T 

18 Nachol-Gomostapur 2   

19 Ghoraghat-hakimpour 3   

20 Bochaganj-Kaharul 4   

21 Parbatipur-Chiribandor 5 5 No A&T 

22 Kalai-Khetlal 6   

23 Manda-Mohadebpur 7   

24 Poba-Putia 8   

25 Baghmara-Durgapur 9   

26 Mohanpur-Tanore 10   

Khulna-Barisal Division    

27 Damurhuda -Alamdanga 1 1 A&T 

28 Bheramara-Daulatpur 2 2 No A&T 

29 Meherpur Sadar-Mujibnagar 3   

30 Asasuni-Tala 4   

31 Debhata-Kaliganj 5   

32 Keshobpur-Monirampur 6   

33 Chougachha-Jhikorgachha 7   

34 BorgunaSadar-Betagi 8   

35 Bamna-Patharghata 9   

Sylhet Division  

36 Bahubal-Chunarughat 1   

37 Madhapur-Lakhai 2 2 A&T 

38 Balaganj-Fenchuganj 3   

39 Jointapur-Goainghat 4 4 No A&T 
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Table A2.2 Randomization of upazila for Alive & Thrive baseline study in BRAC EHP areas, 
Bangladesh 2010 

Pair no. 
Col 1 

Name of upazilas 
Col 2 

Randomized to 
Col 3 

Dhaka Division 
1 Hossainpur A&T 
1 Pakundia A&T 
2 Sonargaon No A&T 
2 Araihazar No A&T 

Chittagong Division 
1 Sonagaji No A&T 
1 Dagonbhuian No A&T 
2 Sonaimuri A&T 
2 Kompaniganj A&T 

Rajshahi Division 
1 Nandigram A&T 
1 Kahalu A&T 
2 Parbatipur No A&T 
2 Chirirbandor No A&T 

Khulna-Barisal Division  
1 Damurhuda  A&T 
1 Alamdanga A&T 
2 Bheramara No A&T 
2 Daulatpur No A&T 

Sylhet Division 
1 Madhapur A&T 
1 Lakhai A&T 
2 Jointapur No A&T 
2 Goainghat No A&T 

 
Table A2.3 List of upazilas for first and second phase of baseline survey, 2010 

Division First phase upazila  Second phase upazila 

Dhaka  Hossainpur  Pakundia 

Araihazar Sonargaon 

Chittagong Sonagaji  Dagonbhuian 

Companiganj Sonaimuri 

Rajshahi Nandigram Kahalu 

Parbatipur Chirirbandor 

Khulna-Barisal Damurhuda Alamdanga 

Daulatpur Bheramara 

Sylhet Madhabpur Lakhai 

Jointapur Goainghat 

 

A2.2 Sampling Frame and Selection of Eligible Households 

The households with children 0-48 months of age were selected for this survey. These households were 
selected from 20 upazilas that were selected for A&T impact evaluation and were randomized either to 
A&T interventions or comparison areas.  
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Following is the table for distribution of samples. According to the table, we need to sample 28 
households per village, since there is a different sample size required from different age groups. 

Table A2.4 Distribution of the sample households by children in different age groups in 200 villages 
under 20 upazila under A&T baseline survey, 2010 

Age (months) A&T Non-A&T Total Sample/village 

0-5.9 500 500 1,000 5 

6-23.9 500 500 1,000 5 

24-48 1,100 1,100 2,200 11 

Total  2,100 2,100 4,200 21 

 

In the baseline survey, there were two sub-surveys: 1) household listing: census of households in the 
selected 200 villages with average size of 250 households. If the number of households in a village was 
more than 250, the village was split, using natural/constructed demarcation lines such as river/canal or 
village roads; and 2) detailed household and community surveys. For selection of households from the 
census list a protocol on the sample selection using simple random sampling was used. For the latter, 
on-site sampling was done to capture the required number of households with children of different age 
groups, using random sampling technique from the census list.  

Sampling protocol 

In the census, all households in the villages were listed as the primary sampling unit (PSU). To sample 
the required 28 households for detailed household survey, the census was done in each of the PSUs. 
Once the census was completed, an on-site sampling technique was used to sample 28 households with 
children in different age groups per PSU. There were children of four age groups to be sampled from a 
specific number of households. The following steps were followed as the sampling procedure to obtain 
28 households with children of different age groups. The sample selection procedures that were used in 
the field after the census was completed have been described below.  

1. Total number of households in the sample village (PSU) was 250. 
2. Total number of sample to be selected per PSU was 28.  

a. Age group 0-5.9 months: 10 households with children of this group were in the village 
census, of which 5 households were selected. 

b. Age group 6-11.9 months: 10 households with children of this group were in the village 
census, of which 8 households were selected.  

c. Age group 12-23.9 months: 22 households with children of this group were in the village 
census, of which 4 households were selected.  

d. Age group 24-48 months: 50 households with children of this group were in the village 
census, of which 11 households were selected.  

 
It is important to note that there was a continuous census number for the households in each PSU and a 
second census number for the households with children of specific age groups. 

3. An “Interval” (steps) was estimated by dividing total population in the specific age group by the 
required sample size of that particular age group. 

4. A random number was generated for each specific age group of children in the PSU by using the 
Excel worksheet function “rand()”. 

5. The “Interval (step)” was multiplied by random number “Interval*Random number,” which gave 
the value for the first sampling number (a non-integer number) for each age group of children in 
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the household. For the second sampling number, the “Interval” value was added to the first 
sampling number; for the third sampling number, the “Interval value” was added to the second 
sampling number, and so on, until the required sampling numbers for all age groups were 
obtained.  

 
In the census, all households in the PSU were listed from 1 to Nth number as long as it was required to 
number all the listed households in a PSU. Then a second census number was generated for the 
households with children of different age groups. As the sampling numbers were non-integer numbers, 
to get an integer that corresponds to the listing number of all households, the sampling numbers were 
converted into integer and added “1” to get the household sample number. In this way, 92 households 
with children of four age groups were selected from 250 households listed in the census in each village 
(Table A2.5a, row A). From these 92 households, 28 households with specific age groups were sampled 
for the detailed survey (Table A2.5a, row B).  
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Table A2.5a Sampling worksheet for on-site sample selection of households with children in different age groups 

  Age groups in months→ 0-5.9 6-11.9 12-23.9 24-48 

A Total number of Households Total Census in the village: 10 10 22 50 

B # HH to be selected Given sample size for specific age group 5 8 4 11 

 
C Step Step = A/B: 2 1.25 5.5 4.545455 

D Random number 
Given random number for the 
calculation: 0.164 0.339 0.703 0.538 

E First selection Selection 1 = C X D [Step x Random #]: 0.026896 0.4238992 3.8654714 2.443861 

 
 
Table A2.5b Sampling worksheet for on-site sample selection of households with children in different age groups 

Age groups in months—› 0-5.9 6-11.9 12-23.9 24-48 

Selection Number Formula of Selection Selected 
numbers 

Final 
Selection 

(census no) 
integer +1 

Selected 
numbers 

Final 
Selection 

(census no) 
integer +1 

Selected 
numbers 

Final 
Selection 

(census no) 
integer +1 

Selected 
numbers 

Final 
Selection 

(census no) 
integer +1 

Selection # 1 E: 0.026896 1 0.4238992 1 3.8654714 4 2.443861 3 

Selection # 2  Selection 1+step: 2.026896 3 1.6738992 2 9.3654714 10 6.9893155 7 

Selection # 3  Selection 2+step: 4.026896 5 2.9238992 3 14.865471 15 11.53477 12 

Selection # 4 Selection 3+step: 6.026896 7 4.1738992 5 20.365471 21 16.080225 17 

Selection # 5  Selection 4+step: 8.026896 9 5.4238992 6   20.625679 21 

Selection # 6  Selection 5+step:   6.6738992 7   25.171134 26 

Selection # 7  Selection 6+step:   7.9238992 8   29.716588 30 

Selection # 8  Selection 7+ step:   9.1738992 10   34.262043 35 

Selection # 9  Selection 8+ step:       38.807497 39 

Selection # 10  Selection 9+ step:       43.352952 44 

Selection # 11  Selection 10+ step:       47.898406 48 
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A2.3 Content of Household Questionnaires 

The household questionnaire for the baseline survey was based on the UNICEF conceptual framework 
on the causes of malnutrition that show that child undernutrition is caused by a multitude of factors. 
The framework identifies the causes as immediate, underlying, and basic, with each level of factors 
having influence on the other. According to the UNICEF framework, inadequate dietary intake, diseases, 
and lack of care are the immediate causes of child undernutrition, which, in turn, are influenced by a 
range of underlying factors at the household and family levels. These are mainly insufficient or lack of 
access to food, clean water and sanitation, health services, and inadequate maternal care. The 
immediate causes are embedded within the larger societal factors or basic causes that range from 
human and social capital, women status in the society, political and social atmosphere, etc. While this 
framework is widely applied in taking effective actions through proper program planning, the framework 
has been at the core of designing the A&T impact evaluation study. 

Table A2.6 List of modules in the household questionnaire of the baseline survey of A&T Bangladesh, 
2010 

No. Module 

1 Module A: IDENTIFICATION 

2 Module B: HH COMPOSITION 

3 Module C: CIVIL STATUS, EDUCATION, EMPLOYMENT OF MOTHER AND SPOUSE, AND CHILDCARE 
ARRANGEMENTS 

4 Module D: IYCF PRACTICES [INDEX CHILD AND NON-INDEX BELOW 24 MONTHS OF AGE] 

5 Module E: SPRINKLES KNOWLEDGE, PURCHASE, AND USE (INFORMATION TO BE COLLECTED FROM 
MOTHER OF INDEX CHILD) 

6 Module F: CHILD IMMUNIZATION, HEALTH HISTORY AND APPETITE [INDEX CHILD AND NON-INDEX BELOW 
24 MONTHS OF AGE] 

7 Module G: CHILD DEVELOPMENT [INDEX CHILD] 

8 Module H: PREGNANCY AND POSTNATAL CARE (YOUNGEST CHILD) 

9 Module I: MOTHER’S IYCF KNOWLEDGE ATTITUDES AND PRACTICES [MOTHER OF INDEX CHILD] 

10 Module J: USE OF A&T COMMUNITY COMPONENT PROGRAM SERVICES 

11 Module K: MARKET ACCESS AND USE OF INFORMATION 

12 Module L: WOMAN’S CONDITION AND DECISIONMAKING POWER 

13 Module M: PHYSICAL AND MENTAL HEALTH OF THE MOTHER 

14 Module N: SOCIO-ECONOMIC STATUS, INCLUDING ASSETS 

15 Module O : Section 1: HH FOOD SECURITY  

16 Module P: Section 2: DIET DIVERSITY  

17 Module Q: HH ECONOMIC SHOCKS  

18 Module R1: HYGIENE SPOT-CHECK OBSERVATIONS AND HAND-WASHING  

19 Module R2: ANTHROPOMETRY  AND BLOOD BIOMARKERS 

20 Module S: FOOD CONSUMPTION EXPENDITURE 

21 Module T: NONFOOD CONSUMPTION EXPENDITURE 

 
Module A: IDENTIFICATION 

This module includes administrative information of the location of the household, name and religion of 
the respondent, name of the interviewer and supervisor, date of interview, and age of the child for 
which the household was selected.  
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Module B:  HH COMPOSITION 

This module was the household composition that is standard for any household survey. This provided us 
with the information about the household size, the gender of the household head, and the occupation 
and education of the household members. This background information is important for describing the 
survey population, comparing the survey population to other surveys, and assessing changes in the 
survey population composition itself, if any, between baseline and endline.  

Module C: CIVIL STATUS, EDUCATION, EMPLOYMENT OF MOTHER AND SPOUSE, AND CHILDCARE 
ARRANGEMENTS  

This module gathered detailed information on the occupation and employment characteristics of the 
respondent and her spouse. Key issues included access to steady income, cash flow, education, as well 
as social support for household work, etc. Some of the information was important for the purpose of 
describing the survey population and to compare our survey population with other representative 
surveys, like the Bangladesh DHS. Additionally, data from this module were instrumental for analyses, as 
these are the factors that were controlled for when looking into the association between the 
independent variables (such as exposure to the program) and outcome (IYCF practices). Women’s work 
and work characteristics are known to be associated with IYCF and anthropometric outcomes because of 
the implications of women’s work for childcare and child feeding. We gathered data on these elements 
as part of this survey module.  

Module D: IYCF PRACTICES [INDEX CHILD AND NON-INDEX BELOW 24 MONTHS OF AGE] 

This module is directly related to A&T major objectives and thus measures the outcomes of the overall 
initiative. This module, therefore, covered an array of breastfeeding and complementary feeding history 
in detail to enable computation of the WHO-recommended IYCF indicators as well as to assess IYCF 
practices in greater detail than just the 8 WHO recommended indicators. This is a standard module for 
any nutrition- and feeding-related survey and DHS also collects similar information, but not in as much 
detail. From this information, we will be able to estimate all the WHO-recommended IYCF indicators, 
such as early initiation of breastfeeding, exclusive breastfeeding, continuation of breastfeeding, 
introduction of complementary feeding, dietary diversity, etc.  

This section also helped to identify areas where programmatic intervention is needed, over and above 
information provided by the formative research. For example, if it is found in the baseline survey that 
the mothers were discouraged from giving colostrum, the program will need to develop messages and 
an intervention addressing that.  

Module E: SPRINKLES KNOWLEDGE, PURCHASE, AND USE (INFORMATION TO BE COLLECTED FROM 
MOTHER OF INDEX CHILD) 

This module captured information on the purchase and use of multiple micronutrients sprinkles and 
other vitamins and minerals. The information also included the information on the feeding of multiple 
micronutrients sprinkles to the index child. Changes between baseline and endline in the purchasing and 
use patterns of multiple micronutrients sprinkles should indicate the effects of the intervention.  

Module F: CHILD IMMUNIZATION, HEALTH HISTORY, AND APPETITE [INDEX CHILD AND NON-INDEX 
BELOW 24 MONTHS OF AGE] 

Child immunization and history of recent disease are an integral part of any child health and nutrition 
survey. In nutrition surveys, this information is important in understanding that the nutritional status of 
a child is influenced by infectious diseases. Therefore, immunization status was important to capture. 
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Both preventive care and timely curative management (such as additional feeding, continuation of 
breastfeeding) are keys to addressing this issue.  

This module also captured information on child appetite, which is important to assess in relation to 
overall child feeding, but also in relation to parental responsiveness to poor appetite and other feeding 
problems.  

Module G: CHILD DEVELOPMENT [INDEX CHILD] 

Inadequate nutrition and household food security have been found to be associated with speech and 
cognitive development of a child. This survey provided the opportunity to study this relationship in 
Bangladesh context and provided systematic data on child development milestones across the three 
A&T countries. In addition, interventions to improve responsive feeding are likely to influence child 
language and fine motor development.  

Module H: PREGNANCY AND POSTNATAL CARE (YOUNGEST CHILD) 

Child nutrition is influenced by a mother’s exposure to prenatal care and nutrition inputs during 
pregnancy. In addition, maternal exposure to information about infant feeding, particularly 
breastfeeding, begins at the pregnancy period. This module included information about the nature and 
extent of contacts mothers had with the healthcare system, during pregnancy and the postnatal period. 
Also this module captured information on kinds of support and advice that mothers had received after 
childbirth to ensure that they were able to successfully breastfeed their infants exclusively in the first six 
months of life. This information is crucial from the perspective of A&T’s goals to improve early and 
exclusive breastfeeding. 

Module I: MOTHER’S IYCF KNOWLEDGE ATTITUDES AND PRACTICES [MOTHER OF INDEX CHILD] 

A&T aims at improving mothers’ knowledge as a route to improving IYCF practices and child nutrition. 
Mothers’ knowledge and attitudes about IYCF are critical factors in the pathway toward adopting better 
IYCF-related practices. Changes between baseline and endline in the knowledge, attitude, and practice 
after controlling for other factors, such as background characteristics, education, and economic status, 
will indicate the effects of the intervention.  

In this module, we also include a novel approach of assessing whether new knowledge gets translated 
into trial of new practices and whether behaviors that are tried are further sustained. This approach 
generates understanding of the barriers that lie between awareness and trial of a new behavior, as well 
as between trial and adoption of the same behavior. It has proven to be very useful in previous 
evaluation researches that were undertaken to improving IYCF practices.  

Module J: USE OF A&T COMMUNITY COMPONENT PROGRAM SERVICES 

A&T will be working through BRAC’s Essential Health Care (EHC) platform in rural areas. Shasthya 
Shebika (SS) and Shasthya Kormi (SK) are the primary contacts within the EHC who provide key health- 
and nutrition-related services, including IYCF counseling to mothers, community conversations about 
IYCF, and other interactions. As such, these services were a primary program platform for A&T to reach 
the community. This module was, therefore, instrumental to measure the level of exposure of the 
mother to the program components at baseline and at endline. In addition, this module was intended to 
gather enough data on program exposure to assess whether program impact varies by program 
exposure.  
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Module K: MARKET ACCESS AND USE OF INFORMATION 

Gathering data on market access and exposure/use of media information is important, because A&T 
plans to use multiple communication channels to deliver IYCF-related messages to mothers and to 
mobilize civil society in relation to IYCF and nutrition. Furthermore, one of A&T’s objectives is to 
improve complementary feeding practices, including the use of fortified foods, by the mothers. A&T will 
also be encouraging the private sector to make affordable, complementary food. With this in mind, this 
module is intended to provide data both on exposure to different media channels, and awareness of 
current health/nutrition messages on the media. In addition, given that A&T is aiming to improve the 
availability of fortified complementary foods and/or other fortified supplements in the market, it was 
important to know whether mothers had adequate access to markets. 

Module L: WOMAN’S CONDITION AND DECISIONMAKING POWER 

Earlier research demonstrated clearly that women’s control over assets and women’s status, more 
broadly, is an important determinant of child nutrition. Research globally and in other countries also 
demonstrated that participation in credit groups and community/social networks empowers women and 
enhances their capability to make better decisions regarding child welfare. Women’s decisionmaking 
power in matters related to household issues and child health, as well as ownership of assets and 
control over purchasing, were the main focus of this module. 

Module M: PHYSICAL AND MENTAL HEALTH OF THE MOTHER 

Women’s own well-being is a critical resource for ensuring that women are able to care for their 
children. In addition, previous research has shown that household food security has influences on 
women’s well-being, which, in turn, influences their ability to care for their children and feed them 
appropriately. We included in this module validated measures of mental and physical well-being. The 
purpose of including this module was to understand the role of women’s well-being in relation to IYCF in 
this context, and more important, to ensure that there were no negative changes in well-being over the 
life of the project that could lead to lowered impacts of the program interventions.  

Module N: SOCIOECONOMIC STATUS, INCLUDING ASSETS 

Socioeconomic status (SES) is an underlying determinant of child nutrition status. The detailed 
information on household assets here was used to create factor-analysis-based scales of household SES. 
In addition to the basic household assets, we also included questions on ownership of assets and control 
over assets. Knowing about the baseline situation both on overall household assets and construction, as 
well as women’s control over these assets, will help capture critical underlying factors that might 
influence the effect of the program inputs.  

It is important to note that having detailed data on SES will enable interpretation of any negative 
changes between the baseline and endline survey.  

Module O: Section 1: HOUSEHOLD FOOD SECURITY 

Household food security has been shown to be associated with 1) growth of infants and young children 
and 2) infant feeding practices, which are the main impact indicators for A&T. The Household Food 
Insecurity Access Scale (HFIAS) module is a validated measure of food insecurity that has been 
developed by the Food and Nutrition Technical Assistance (FANTA) project. It will be possible to reduce 
the HFIAS scale, which consists of nine questions to three questions reflecting the forthcoming HH 
Hunger Scale being developed by FANTA.  
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Module P: Section 2: DIET DIVERSITY 

The household dietary diversity module, also a validated FANTA module, is a proxy measure of 
household food access, which is the ability of a household to acquire sufficient quality and quantity of 
food to meet all household members’ nutritional requirement for productive lives. A more diversified 
diet is associated with a number of improved outcomes, including child anthropometric status and 
micronutrient status, desired A&T program impacts. It was important to understand how such 
household factors mediate the impact of A&T in the program areas in Bangladesh.  

Module Q: HOUSEHOLD ECONOMIC SHOCKS 

It is reasonable to believe that during the life of the program, a household or community may 
experience an economic shock that, in turn, may influence child nutritional status. Capturing 
information on such economic shocks was therefore critical to any assessment of impact. If indeed 
households in the A&T program areas experienced economic shocks, this might explain any lack of a 
positive impact on IYCF practices or nutritional status that might be observed.  

Module R1: HYGIENE SPOT-CHECK OBSERVATIONS AND HAND WASHING 

Hygiene and sanitation is known to be key mediators of child nutritional status. Given the strong 
association between such illnesses as diarrhea, and cholera and nutritional status, it was critical that 
A&T carefully examine the hygiene and sanitation environment at the household level. This allowed the 
evaluation team to capture a critical underlying determinant of child nutritional status. The spot-check 
method has been used extensively in the past. Reviews of studies carried out in various contexts have 
confirmed that spot-checks are a promising alternative to structured observations, because these are 
less intrusive, less time-consuming, more economical, and less reactive.  

Module R2: ANTHROPOMETRY AND BLOOD BIOMARKERS 

This module is directly related to the main impact indicator of A&T, which is prevention of stunting and 
anemia.  

Module S: FOOD CONSUMPTION EXPENDITURE 

SES of a household can be measured in different ways—from an asset-based information and/or a full 
economic consumption-expenditure survey module, which is often more precise than asset-based 
measures. Therefore, this module was included in addition to an asset-based approach to assessing SES. 

This module captured information on the household consumption of foods in the last seven days. The 
consumption of foods included the foods that were purchased, from household’s own productions, as 
well as the foods that were received from other sources. An exhaustive list of food items commonly 
used by local people was used to collect the information on the household’s food consumption. 

Module T: NONFOOD CONSUMPTION EXPENDITURE 

This module included the nonfood items that were consumed by the household in the last one week to 
one year. The recall period depended on the type of items that the household used—shorter for the 
items that are usually used more frequently and longer for the items that are generally used 
occasionally.  
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Annex 3: Sample Characteristics 
Figure A3.1 Child age distribution, by sex and program group 
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Table A3.1 Father’s education and employment status, by program group 

Occupation  

A&T areas 
N = 1,619 

Non-A&T areas 
N = 1,671 

All 
N = 3,290 

Percent Percent Percent 

Education    
Never attend school 44.8 46.0 45.4 
Primary school (grade 1-5) 30.8 26.3 28.5 
Middle school (grade 6-9) 17.1 17.4 17.2 
High school (grade 10-12) 5.3 7.5 6.4 
College or higher 1.5 2.6 2.0 

Occupation 
 

  
Farmer

a
 28.9 18.6 23.7 

Agricultural day labor
b
 16.1 14.7 15.4 

Nonagricultural day labor 9.1 19.0 14.1 
Service/salaried worker 6.2 8.6 7.4 
Small/cottage industry 0.6 0.1 0.4 
Business/traders 16.9 17.2 17.1 
Rickshaw/van pulling 7.5 6.3 6.9 
Other self-employment 4.8 7.4 6.1 
Household work/housewife 4.8 4.0 4.4 
Maid servant 0.3 0.0 0.1 
Student 0.6 0.8 0.7 
Retired/old age 1.2 1.0 1.1 
Physically challenged 0.4 0.2 0.3 
Jobless 1.1 0.8 0.9 
Child (age < 5) 0.9 0.5 0.7 
Others 0.6 0.7 0.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. Testing for statistical significance was done using random 
effects regression, controlling for division. 
a
 Those who farm on their own land. 

b
 Those who do not own land and work for others’ agriculture land as day labors. 
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Annex 4: Impact Indicators (Nutrition and IYCF Practices) 
Table A4.1 WHO-IYCF indicator definitions 

Indicator Name Definition Numerator Denominator  

Early initiation of 
breastfeeding  

Proportion of children born in the 
last 24 months who were put to 
the breast within 1 hour of birth 

Children born in the last 24 months 
who were put to the breast within 1 
hour of birth 

Children born in 
the last 24 
months  

Exclusive 
breastfeeding 
under 6 months 

Proportion of infants 0-5 months of 
age who are fed exclusively with 
breast milk 

Infants 0-5 months of age who 
received only breast milk during the 
previous day 

Infants 0-5 
months  

Continued 
breastfeeding at 1 
year 

Proportion of children 12-15 
months of age who are fed breast 
milk 

Children 12-15 months who 
received breast milk during the 
previous day 

Children 12-15 
months 

Introduction of 
solid, semi-solid, 
or soft foods  

Proportion of infants 6-8 months of 
age who receive solid, semi-solid, 
or soft foods 

Children 6-8 months of age who 
received solid, semi-solid, or soft 
foods during the previous day 

Children 6-8 
months  

Minimum dietary 
diversity (≥ 4 food 
groups) 

Proportion of children 6-23 months 
of age who receive foods from 4 or 
more food groups 

Children 6-23 months of age who 
received foods from ≥ 4 food groups 
during the previous day 

Children 6-23 
months  

Minimum meal 
frequency 

Proportion of breastfed and non-
breastfed children 6–23 months of 
age who receive solid, semi-solid, 
or soft foods (but also including 
milk feeds for non-breastfed 
children) the minimum number of 
times or more 

Breastfed or non-breastfed children 
6–23 months of age who received 
solid, semi-solid, or soft foods the 
minimum number of times or more 
during the previous day 

Breastfed or 
non-breastfed 
children 6–23 
months of age 

Minimum 
acceptable diet 

Proportion of children 6–23 
months of age who receive a 
minimum acceptable diet (apart 
from breast milk) 

Breastfed children 6–23 months 
who had at least the minimum 
dietary diversity and the minimum 
meal frequency during the previous 
day 

Breastfed 
children 6–23 
months of age 

Non-breastfed children 6–23 
months of age who received at least 
2 milk feedings and had at least the 
minimum dietary diversity not 
including milk feeds and the 
minimum meal frequency during 
the previous day 

Non-breastfed 
children 6–23 
months of age 

Consumption of 
iron-rich or iron-
fortified foods 

Proportion of children 6–23 
months of age who receive an iron-
rich food or iron-fortified food that 
is especially designed for infants 
and young children, or that is 
fortified in the home 

Children 6–23 months of age who 
received an iron-rich food or a food 
that was especially designed for 
infants and young children and was 
fortified with iron during the 
previous day 

Children 6-23 
months  

Children ever 
breastfed 

Proportion of children born in the 
last 24 months who were ever 
breastfed 

Children born in the last 24 months 
who were ever breastfed 

Children born in 
the last 24 
months 

Continued 
breastfeeding at 2 
years (20-23 
months) 

Proportion of children 20–23 
months of age who are fed breast 
milk 

Children 20–23 months of age who 
received breast milk during the 
previous day 

Children 20-23 
months 

Age appropriate Proportion of children 0–23 Infants 0–5 months who received Infants 0–5 
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Indicator Name Definition Numerator Denominator  

breastfeeding months of age who are 
appropriately breastfed 

only breast milk during the previous 
day 

months of age 

Children 6–23 months of age who 
received breast milk as well as solid, 
semi-solid, or soft foods, during the 
previous day 

Children 6–23 
months of age 

Predominant 
breastfeeding 
among children 
under 6 months 

Proportion of infants 0–5 months 
of age who are predominantly 
breastfed 

Infants 0–5 months of age who 
received breast milk as the 
predominant source of nourishment 
during the previous day 

Children 0-5 
months  

Duration of 
breastfeeding  

Median duration of breastfeeding 
among children 0–35 months of 
age 

 Children 0-35 
months 

Bottle feeding Proportion of children 0–23 
months of age who are fed with a 
bottle 

Children 0–23 months of age who 
were fed with a bottle during the 
previous day 

Children 0-23 
months  

Milk feeding 
frequency for 
non-breastfed 
children 

Proportion of non-breastfed 
children 6–23 months of age who 
receive at least 2 milk feedings 

Non-breastfed children 6–23 
months of age who received at least 
2 milk feedings during the previous 
day 

Non-breastfed 
children 6-23 
months  

 

Table A4.2 Differences in IYCF practices by gender: WHO IYCF core indicators  

Core IYCF indicators 
Age group 
(months) N 

Male 
(Percent) 

Female 
(Percent) 

All 
(Percent) 

Early initiation of breastfeeding 0-23.9 2,188 63.5 64.3 63.9 

Exclusive breastfeeding under 6 months 0-5.9 977 51.1 48.6 49.8 

Continued breastfeeding at 1 year 12-15.9 250 95.2 97.6 96.4 

Introduction of solid, semi-solid food or soft food 6-8.9 228 46.9 52.2 49.6 

Minimum diet diversity 6-23.9 1,211 30.1 32.0 31.0 

Minimum meal frequency 6-23.9 1,211 36.8* 42.5 39.6 

Minimum acceptable diet 6-23.9 1,211 14.4 15.1 14.8 

Consumption of iron-rich food 6-23.9 1,211 34.4 38.0 36.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  
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Figure A4.1 Mean height-for-age (HAZ), weight-for-age (WAZ), and weight-for-height (WHZ) Z-scores 
in children 0-23.9 months of age, by gender 

 

Figure A4.2 Rates of undernutrition in children 0-23.9 months of age, by gender 
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Table A4.3 Infant and young child feeding practices in children 0-23.9 months, by age 

Age (month) 
Exclusive 
breastfed 

Breast milk + 
plain water 

only 

Breast milk + 
other 

milk/formula 

Breast milk + 
non-milk 

liquids 

Breast milk + 
solid, semi-

solid, or soft 
food 

Not receiving 
any breast 

milk 

0-1 75.9 4.4 1.8 2.6 13.2 2.2 
2-3 55.1 6.9 1.9 4.1 30.3 1.7 
4-5 25.9 12.2 2.9 4.7 52.1 2.3 
6-7 5 14.4 0.6 3.1 73.8 3.1 
8-9 0 8.2 1.5 1.5 86.6 2.2 
10-11 0 3.5 0 1.8 92.1 2.6 
12-13 0 2.6 0 0 93.9 3.5 
14-15 0 1.5 0 0 94.9 3.7 
16-17 0 1.5 0 0 94.7 3.8 
18-19 0 1.2 0 0 96.3 2.5 
20-21 0 1.3 0 0 86 12.7 
22-23 0 0 0 0 83.2 16.8 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  

Table A4.4 Assistance and care during feeding by program group 

 
A&T area 

(n = 2,200) 
Non-A&T area 

(n = 2,200) 
All 

(n = 4,400) 

Variable  Percent Percent Percent 

Child normally eats by himself 56.4 56.3 56.3 
Person who helps child eat solid foods (among children who do 

receive help)    
Mother 76.0 72.9 74.5 
Other adult 2.8 2.7 2.7 
Another child 2.4 1.6 2.0 

Mother does something when the child refuses to eat 85.3 83.2 84.2 
Action taken by mother when child refuses to eat    

Force him/her 27.3* 27.3 27.3 
Caress 48.3 44.2 46.3 
Play with him/her 2.2 2.9 2.5 
Give other types of food 8.9 10.2 9.6 
Threaten 1.1 0.9 1.0 
Beat 0.9 0.8 0.9 
Entertainment 0.4 1.4 0.9 
Other 10.9 12.4 11.6 

Action taken by mother when child has poor appetite    
Give tea 0.2** 0.2 0.2 
Give vitamins 4.1 6.4 5.3 
Take to a clinic 11.1 6.6 8.9 
Take to village doctor 31.7 20.4 26.1 
Do nothing 21.7 28.1 24.9 
Child always has appetite 25.0 34.8 29.9 
Others 6.2 3.3 4.8 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  
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Table A4.5 Changes in care practices during feeding by child age 

 Age (months) 

 6-11 12-23 24-35 36-48 

Practice Percent Percent Percent Percent 

Caretaker takes action if child refuses to eat 78.2** 86.7 86.1 83.3 
Caretaker takes action if child has poor appetite 58.4 65.4 65.8 64.1 
Child eats alone 2.0** 26.7 70.7 85.9 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  

Table A4.6 Foods consumed by children 6-23.9 months of age in the past 24 hours 

 
A &T area 

Non-A&T 
area All 

 
(n = 608) (n = 603) (n = 1,121) 

Food Percent Percent Percent 

Rice 73.3 75.6 76.5 
Cereals such as wheat, pressed rice, puffed rice, suji 32.2 37.0 35.1 
Purchased baby cereals 5.1 5.5 5.3 
Legume: daal 17.6* 25.0 21.3 
Green leafy vegetables 25.3 29.7 27.5 
Pumpkin, orange yam, orange-red-fleshed sweet potato, carrots, 

tomato  (vitamin A-rich)  9.4 11.8 10.6 
Any other vegetables (starchy vegetables: potatoes, yam, 

plantain) 46.4 41.8 44.1 
Ripe papaya or mango 22.2 22.2 22.2 
Other fruits such as oranges, banana, grapefruits 10.4 10.3 10.3 
Any other fruits 17.8* 12.1 14.9 
Meat such as beef, mutton 3.5 3.7 3.6 
Chicken, duck, pigeon  4.6 4.8 4.7 
Liver, heart, kidneys 1.3 1.5 1.4 
Fish  35.6* 24.9 28.7 
Eggs 17.9 19.4 18.7 
Peanuts, groundnuts, other nuts 4.4 4.8 4.6 
Milk (nonhuman milk – cow, goat, or powder) 24.5* 32.7 28.6 
Milk products (yogurt, rice pudding, etc.) 2.5** 8.6 5.5 
Fat (oil, butter, ghee) 46.1* 38.6 42.4 
Chips or chanachur 20.1 20.1 20.1 
Bread or buns 11.8 12.4 12.1 
Candies or chocolates 13.2 14.6 13.9 
Any iron containing tablet, syrup or Sprinkles/monimix 2.0 2.2 2.1 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  
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Table A4.7 Changes in feeding of liquids and food during diarrhea 

 
A&T area 

(N = 2,200)
 

Non-A&T area 
(N = 2,200)

 
All 

(N = 4,400)
 

 Percent Percent Percent 

Liquids     
  - Much less 11.5 18.7 15.1 
  - Little less 26.7 31.3 29.0 
  - About the same 26.1 24.7 25.4 
  - More 30.3 18.7 24.5 
  - Gives nothing to drink 5.5 6.6 6.0 
Semisolid and solid foods     
  - Much less 12.1 22.9 17.5 
  - A little less 32.7 30.1 31.4 
  - About the same 29.7 23.5 26.6 
  - More 10.3 9.0 9.7 
  - Stopped giving food 4.2 4.2 4.2 
  - Does not know 10.9 9.0 10.0 
Reported giving ORS when child has diarrhea 81.2 78.3 79.8 
Reported giving Zinc to treat diarrhea 40.0 36.8 38.4 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  
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Annex 5: IYCF Challenges, Knowledge, and Perceptions about IYCF 
Table A5.1 Reported knowledge about timely introduction of complementary fooda and meal 
frequencyb , by program group 

Complementary food 

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Water 46.5** 64.9 55.7 
Rice, bread, noodle, etc. 75.1 81.1 78.2 
Legume 80.1 85.6 82.9 
Green leafy vegetables 82.0 84.4 83.2 
Orange-fleshed vegetables 80.1 81.2 80.6 
Ripe papaya or mango 78.5 80.7 79.6 
Bananas 78.5 79.5 79.0 
Meat: beef, pork 51.0 39.4 45.2 
Chicken, duck, other poultry 50.5 40.7 45.6 
Fish ( big) 56.3 46.3 51.3 
Fish (small) 51.1* 36.7 43.9 
Eggs 73.0* 76.6 74.8 
Peanuts, groundnuts, other nuts 33.4 24.4 28.9 
Milk (cow, goat, or powdered) 65.9 67.0 66.4 
Purchased snack food 36.3 35.1 35.7 
Adequate frequency of meal and snack for breastfed children

b
    

Meals/day for a 6-8.9 month old child 100.0 100.0 100.0 
Snack/day for a 6-8.9 month old child 100.0 100.0 100.0 
Meals/day for a 9-11.9 month old child 65.9 61.3 63.7 
Snack/day for a 9-11.9 month old child 100.0 100.0 100.0 
Meals/day for a 12-23.9 month old child 100.0 100.0 100.0 
Snack/day for a 12-23.9 month old child 100.0 100.0 100.0 
Adequate frequency of meal and snack for non-breastfed children

c
    

Meals/day for a 6-8.9 month old child 100.0 100.0 100.0 
Snack/day for a 6-8.9 month old child 100.0 100.0 100.0 
Meals/day for a 9-11.9 month old child 36.4 29.6 33.3 
Snack/day for a 9-11 .9month old child 100.0 100.0 100.0 
Meals/day for a 12-23.9 month old child 100.0 100.0 100.0 
Snack/day for a 12-23.9 month old child 100.0 100.0 100.0 

 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  
a
 Timely introduction of complementary food: 6 to 8.9 months. 

b
 Adequate frequency of meal and snack for breastfed children – 6-8.9 months: 2-3 meals, 1-2 snacks per day; 9-11.9 months: 

3-4 meals, 1-2 snacks per day; 12-23.9 months: 3-4 meals, 1-2 snacks per day. 
c
 Adequate frequency of meal and snack for non-breastfed children: give in addition 1-2 extra meals per day. 
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Table A5.2 Purchase and use of vitamin/mineral supplements, by program group 

 
A&T area Non-A&T area All 

 
(N = 2,200) (N = 2,200) (N = 4,400) 

 
Percent Percent Percent 

Sources from which vitamin/mineral supplements were 
purchased 

   BRAC SS  0.1 0.2 0.2 
BRAC SK  0.5 0.4 0.5 
SMC/other health workers 0.3 0.1 0.2 
Pharmacy 78.5 82.0 80.2 
Local shop 2.1 1.23 1.7 
Others (specify) 18.5 16.1 17.3 

Consumption of vitamin/mineral supplements in the last one 
week 

   Household head 2.8 3.8 3.3 
Spouse 5.8 5.9 5.8 
Son or daughter 3.5 4.2 3.8 
Son-in-law or daughter-in-law 3.6 4.1 3.8 
Grandson or granddaughter 1.5 2.6 2.1 
Father or mother 1.3 1.7 1.5 
Father or mother-in-law 0.6 0.9 0.7 
Brother or sister 0.2 0.5 0.3 
Brother or sister-in-law 0.2 0.3 0.2 
Other relatives(including cousins) 0.1 0.0 0.0 
Foster/adopted or stepchildren 0.1 0.0 0.0 
Nobody ate last week 83.8 81.0 82.4 

 
Mean ± SD Mean ± SD Mean ± SD 

Amount (in taka) paid for the vitamin/mineral supplements last 
time purchased 40.7 ± 65.3 47.1 ± 64.9 43.9 ± 65.2 

 
Median Median Median 

Amount (in taka) paid for the vitamin/mineral supplements last 
time purchased 195 130 150 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  
Percentages do not add up to 100 because respondents could provide multiple responses to the question.  
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Annex 6: Use of A&T Platforms: Health System, Media, and Markets 
Figure A6.1 Type of advice received when last visited by Shasthya Shebika on feeding youngest child, 
by program group 

 

Figure A6.2 Type of health service/advice received from Shasthya Kormi staff in last 6 months, by 
program group 
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Figure A6.3 Topics covered during the last session of the Health Forum (Uthan Boithak), by program 
group 

 

 

Figure A6.4 Type of TV programs most watched, by program group 

 

0 

10 

20 

30 

40 

50 

60 

70 

80 

90 

M
o

vi
e 

So
ap

 o
p

er
a 

H
ea

lt
h

/d
is

ea
se

 
p

ro
gr

am
 

N
ew

s 

C
h

ild
re

n
's

 p
ro

gr
am

 

M
u

si
c 

R
el

ig
io

u
s 

p
ro

gr
am

 

Sp
o

rt
s 

O
th

er
s 

P
e

rc
e

n
t 

TV program 

A&T area Non-A&T area 



128 
 

Figure A6.5 Type of radio program most listened to, by program group 

 

 

Figure A6.6 Usual time for watching TV, by program group 
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Figure A6.7 Usual time for listening to radio, by program group 
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Annex 7: Child, Caregiver, and Household Characteristics 
Figure A7.1 Prevalence of selected morbidity symptoms in previous two weeks, by program group 

  

Figure A7.2 Prevalence of selected morbidity symptoms in previous two weeks, by child gender 
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Figure A7.3 Maternal perception on appetite visual analogue scales (mean values), by age and 
program group 

 

Figure A7.4 Maternal perception on health visual analogue scales (mean values), by age and program 
group 
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 Table A7.1 Other preventive healthcare-seeking behavior, by program group 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

Table A7.2 Places of Immunization, by program group 

 A&T area Non-A&T area All 
 (N = 2,200) (N = 2,200) (N = 4,400) 

Places where child usually gets his or her immunizations Percent Percent Percent 

Hospital/Upazila Health Center 37.3 54.4 45.8 
Private clinic 0.4 1.4 0.9 
Doctor 0.0 0.1 0.0 
Midwife/nurse 0.1 0.2 0.1 
Government Heath Worker (FWA/HA) 1.6 2.3 2.0 
BRAC SS 0 0.2 0.1 
BRAC SK 0 0.1 0.0 
Others NGO worker 0.1 1.0 0.6 
TBA 0.1 0 0.1 
Village doctor 0.1 0 0.0 
Community clinic 5.3 5.3 5.3 
EPI center 47.6 29.7 38.7 
Other 4.7 3.0 3.8 
Not applicable 2.8 2.6 2.7 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 A&T area Non-A&T area All 
 (N = 2,200) (N = 2,200) (N = 4,400) 

 Percent Percent Percent 

Proportion who have taken child to the doctor or health clinic 
in the past one year for a general check up 

3.6 3.6 3.6 

Proportion of children who were measured at the check up 
Height 38.8 55.0 46.9 
Weight 38.8 55.0 46.9 

Proportion who were told about the child’s height and weight    
Height 100.0 95.5 97.3 
Weight 100.0 88.6 93.3 

Proportion who were told about child’s growth since last visit 
Height 32.3 15.9 22.7 
Weight 16.1 13.6 14.7 

Proportion who received specific advise after the child was 
measured 

48.4 20.5 32.0 

Places where the child was taken to    
Hospital/Upazila Health Center 22.5 20.0 21.3 
Private clinic 12.5 13.8 13.1 
Doctor 20.0 31.3 25.6 
Midwife/nurse    
Government Heath Worker  (FWA/HA) 1.3 1.23 1.3 
BRAC SS 1.3 2.5 1.9 
BRAC SK 1.3 0.0 0.6 
Others NGO worker 0.0 12.5 6.3 
Village doctor 32.5 17.5 25.0 
Pharmacy 2.5 0.0 1.3 
EPI center 1.3 0.0 0.6 
Other 5.0 1.3 3.1 



133 
 

Table A7.3 Mental stress of mothers of children 0-48 months of age assessed by SRQ20, by program 
group 

 
A&T area 

(N = 2,027) 
Non-A&T area 

(N = 2,002) 
All 

(N = 4,029) 

Stress status Percent Percent Percent 

Often have headaches 65.6* 71.2 68.4 
Poor appetite 48.7** 55.5 52.1 
Sleep badly 48.9 50.2 49.5 
Easily get frightened 31.1 30.7 30.9 
Shaking/trembling hands 41.5** 32.2 36.8 
Feel nervous, tense, or worried 38.2 35.8 37.0 
Poor digestion 25.4 25.1 25.2 
Trouble thinking clearly 30.6 31.1 30.9 
Feel unhappy 36.0 34.9 35.5 
Cry more than usual 37.7 36.5 37.1 
Find it difficult to enjoy daily activities 41.6* 38.1 39.9 
Difficult to make decisions 21.6 19.5 20.6 
Daily work suffering 12.6 14.4 13.5 
Unable to play useful part in life 18.2 20.0 19.1 
Lost interest in things 38.4 37.1 37.7 
Feel worthless person 27.3 24.9 26.1 
Thought of ending life 12.2** 8.6 10.4 
Feel tired all the time 46.9** 41.5 44.2 
Uncomfortable feelings in the stomach 27.6 26.8 27.2 
Easily tired 49.2** 39.7 44.4 

Mental stress scale (Range:  0 to 20) 

Mean ± SD Mean ± SD Mean ± SD 

7.2 ± 4.7 7.3 ± 4.8 7.0 ± 4.5 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

Table A7.4 Postnatal depression among mothers of children 0-24 months of age, by program group 

 
A&T area 

(N = 1,032) 
Non-A&T area 

(N = 1,010) 
All 

(N = 2,042) 

Postnatal depression status Percent Percent Percent 

Able to laugh and see funny side of things    
As much as always could 31.4 31.8 31.6 
Not quite so much now 48.4 49.0 48.7 
Definitely not so much now 17.1 14.3 15.7 
Not at all 3.2 5.0 4.1 

Look forward to enjoyment with things    
As much as always could 31.6 34.2 32.9 
Not quite so much now 37.3 42.0 39.7 
Definitely not so much now 25.9 19.8 22.8 
Not at all 5.2 4.0 4.6 

Blamed myself unnecessarily     
Most of the time 2.7 4.2 3.4 
Some of the time 22.4 23.7 23.1 
Not very often 29.9 25.8 27.9 
Never 45.1 46.3 45.7 

Anxious or worried for no good reason    
Not at all 42.8* 44.9 43.8 
Hardly ever 25.6 21.2 23.4 
Sometimes 27.4 28.1 27.8 
Very often 4.2 5.9 5.0 
   (continued) 
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A&T area 

(N = 1,032) 
Non-A&T area 

(N = 1,010) 
All 

(N = 2,042) 

Postnatal depression status Percent Percent Percent 

Feel scared or panicky for no very good reason    
Quite a lot 1.8** 3.5 2.7 
Sometimes 20.8 21.2 21.0 
Not much 29.9 23.0 26.4 
Not at all 47.4 52.4 49.9 

Things have been getting on top of me    
Most of the time have not been able to cope at all 4.6* 5.0 4.8 
Sometimes have not been coping as well as usual 12.6 17.1 14.9 
Most of the time have coped quite well 33.7 31.4 32.6 
Have been coping as well as ever 49.1 46.4 47.8 

So unhappy that have difficulty sleeping    
Most of the time 5.1 6.1 5.6 
Sometimes 32.2 32.6 32.4 
Not very often 20.0 19.0 19.5 
Not at all 42.7 42.3 42.5 

Feel sad or miserable    
Most of the time 5.5* 6.6 6.0 
Quite often 20.8 18.5 19.7 
Not very often 26.3 21.7 24.0 
Not at all 47.4 53.2 50.3 

So unhappy that have been crying    
Most of the time 2.0 2.5 2.2 
Quite often 16.1 14.4 15.2 
Only occasionally 27.3 25.8 26.6 
Never 54.6 57.3 56.0 

Thought of harming self has occurred    
Quite often 0.6** 2.2 1.4 
Sometimes 4.8 5.0 4.8 
Hardly ever 10.0 5.7 7.9 
Never 84.6 87.1 85.9 

 Mean ± SD Mean ± SD Mean ± SD 

Postnatal depression scale (Range: 0-30) 18.9 ± 3.3 18.7 ± 3.6 18.8 ± 3.4 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A7.5 Social, emotional, and physical support available to the respondent, by program group 

Proportion reported the following  

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,199) 

All 
(N = 4,399) 

Percent Percent Percent 

Emotional Support    
Communications with natal family    

Several times per week 25.5 27.9 26.7 
About once per week 16.1 13.5 14.8 
Several times per month 21.3 21.2 21.2 
Less than once per month 31.6 31.8 31.7 
About once per year 5.1 5.3 5.2 
Never 0.4 0.3 0.4 

Respondent has someone to talk to when sad 95.0 95.5 95.2 
Financial and material support (other than husband)    

Accommodation for several nights 90.6 91.6 91.1 
Receive or lend money 90.0 90.6 90.3 
Provided food  91.2 92.8 92.0 

Has money for personal use 44.7 47.8 46.2 
Knows projects that provide funds for women entrepreneurs 68.4 58.3 63.3 

 N = 1,504 N = 1,281 N = 2,785 

Benefitted from such business loans 15.6 12.2 14.0 

 N = 234 N = 156 N = 390 

Received loans in the last three years from:    
BRAC 22.2 27.6 24.4 
ASA 26.9 36.5 30.8 
Grameen Bank 40.6 20.5 32.6 
Other 23.5 27.6 25.1 

 N = 2,200 N = 2,200 N = 4,400 

Help with household chores and childcare    
Cooking 49.0 47.2 48.1 
Washing clothes 43.3 41.0 42.1 
Fetch water 61.2 45.6 53.4 
Fetch fuel 60.5 59.9 60.2 
Cleaning around the house 51.0 50.3 50.6 
Caring for youngest child 61.5 53.5 57.5 
Feeding youngest child 49.4 44.6 47.0 
Bathing youngest child 48.7 44.8 46.8 
Buying groceries for the market 95.7 95.0 95.3 

Community participation    
Participation in community discussions related to:    

Community 36.4 32.6 34.5 
Education  34.2 31.7 33.0 
Health 49.5 44.5 47.0 
Women’s issues 50.9 41.3 46.1 
Health and nutrition 43.2 41.9 42.6 

 Median Median Median 

Overall help with household chores and childcare (Range:0 to 9) 5 4 5 
Childcare support (Range: 0 to 3) 2 1 1 

Mean values of scales Mean ± SD Mean ± SD Mean ± SD 

Overall help with household chores and childcare (Range:0 to 9) 5.2 ± 3.4 4.8 ± 3.4 5.0 ± 3.4 
Childcare support (Range: 0 to 3) 1.6 ± 1.4 1.4 ± 1.4 1.5 ± 1.4 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
Percentages do not add up to 100 because respondents could provide multiple responses to the question.  
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Table A7.6 Couple communication and gender identity, by program group 

Proportion reported the following  

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,199) 

All 
(N = 4,399) 

Percent Percent Percent 

Currently lives with husband   91.7 98.0 94.9 

 N = 2,018 N = 2,155 N = 4,173 

Communications with spouse often about:    
Work activities 42.7 51.2 47.1 
What happens at home 43.5 47.7 45.7 
Expenditures 45.4 47.4 46.4 
What happens in community 32.9 27.2 29.9 
Child’s health 56.8 61.7 59.4 
Own health 53.8 50.2 51.9 
Child feeding  52.0 59.3 55.8 

 N = 2,200 N = 2,199 N = 4,399 

Gender identity: attitudes about women’s roles    
In household, the man should make the important decisions 60.4 68.2 64.3 
Husband should help at home if the women works outside 84.8 83.6 84.2 
Husband should not let women work outside home 50.9 47.2 49.0 
Woman has the right to express her opinion even when she disagrees 79.2 81.1 80.2 
Woman should accept being beaten to maintain peace in the house 51.5 45.6 48.5 
It is better to send a boy to school than a girl 7.9 5.4 6.6 

 Mean ± SD Mean ± SD Mean ± SD 

Couple communications scale (Range: 0 to 7) 3.0 ± 2.9 3.4 ± 2.6 3.2 ± 2.8 
Gender identity: attitude about women’s roles scale (Range: 0 to 6) 3.3 ± 1.2 3.3 ± 1.2 3.3 ± 1.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

Table A7.7 Domestic violence, abuse, and threats, by program group 

 A&T area Non-A&T area All 
 (N = 2,200) (N = 2,200) (N = 4,400) 

 Percent Percent Percent 

Proportion reported justified beating if: 
Wife goes out without telling husband 51.8 44.3 48.0 
Wife neglects the children 53.5 48.3 50.9 
Wife argues with husband 58.4 50.8 54.6 
Wife refuses to have sex with husband 28.2 13.1 20.6 
Wife does not obey elders in the family 60.6 50.3 55.5 

Proportion who have ever experienced any kind of domestic violence 
Often 6.9 4.0 5.4 
Sometimes 48.6 46.9 47.8 

Proportion who experienced domestic violence in the last 1 month 22.2 20.1 21.2 

 Mean ± SD Mean ± SD Mean ± SD 

Reported number of incidents of domestic violence 2.3 ± 3.0 1.8 ± 1.0 2.1 ± 2.3 

 Median Median Median 

Reported number of incidents of domestic violence (Range: 1 to 30) 2 2 2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A7.8 Women’s decisionmaking power, by program group 

Proportion reported the following  

A&T area 
(N = 2,200) 

Non-A&T area 
(N = 2,200) 

All 
(N = 4,400) 

Percent Percent Percent 

Women’s decisionmaking power over:    
Buying important things for the family 8.1 10.3 9.2 
Preparing food every day 60.4 68.9 64.7 
Whether or not to work to earn money 7.1 6.3 6.7 
Visiting other family members, friends or relatives 7.7 6.6 7.2 
Seeing a doctor or visiting a dispensary when pregnant 7.9 5.3 6.6 
Use of family planning methods 6.0 2.3 4.2 
Sending child/children to school 8.5 6.9 7.7 
What to do when child is ill 10.4 8.1 9.2 
How to make children listen and obedient 16.4 11.9 14.1 
To have another child or not 5.6 2.3 3.9 
Whether or not to breastfeed the child and when to wean the child 63.6 62.0 62.8 
What and how to feed infant during the first year 51.1 55.3 53.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A7.9 Household asset ownership of mothers/caregivers of children 0-47.9 months of age, by 
program group 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

  

Assets 

A&T areas 
(N = 2,200) 

Non-A&T areas 
(N = 2,200) 

All 
(N = 4,200) 

Percent Percent Percent 

1. Metal cooking pots/pans  100.0 99.9 99.9 
2. Bucket  81.3 84.5 82.9 
3. Stove/Gas burner 5.0 4.1 4.6 
4. Plates/Pans 99.2 99.7 99.4 
5. Cup/mug 98.6 98.0 98.3 
6. Bed/Khat/Chowki 96.0 97.4 96.7 
7. Mattress/blanket 89.1 87.8 88.4 
8. Table/ Chair 72.2 76.2 74.2 
9. Almirah 35.8*** 50.0 42.9 
10. Trunk / Suitcase 56.7 50.2 53.5 
11. Electric fan (Ceiling/Table) 38.9 52.4 45.6 
12. Table lamp  7.8 9.5 8.6 
13. Electric iron 10.0 10.7 10.3 
14. Radio 8.6*** 5.1 6.8 
15. Audio cassette/CD player 11.2 13.7 12.9 
16. TV (color/black-white) 25.1* 36.1 30.6 
17. Refrigerator  3.1 6.0 4.5 
18. Microwave oven 0.4 0.2 0.3 
19. Sewing machine 4.7 5.9 5.3 
20. Wall clock/wrist watch 47.3 50.7 49.0 
21. Camera 2.7 3.9 3.3 
22. Bicycle 29.5* 20.6 25.0 
23. Motorcycle 3.1 3.4 3.3 
24. Car/truck 0.3 0.6 0.5 
25. Rickshaw/Van 7.1 6.1 6.6 
26. Bullock cart/Push cart 0.9 0.2 0.5 
27. Boat  0.3*** 3.6 1.9 
28. Engine boat 0.3 0.8 0.6 
29. Phone/mobile phone 54.2 59.7 57.0 
30. Cow/buffalo 40.1 32.0 36.0 
31. Goat/sheep 22.4 22.9 22.6 
32. Chicken/duck 71.0* 63.8 67.4 
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Table A7.10 Mean hygiene scale scores for index children and houses, by program group 

Characteristic 

A&T area 
(N = 2,027) 

Non-A&T area 
(N = 2,002) 

All 
(N = 4,029) 

Percent Percent Percent 

General appearance of child (cleanliness)    
Hands 63.3 61.8 62.5 
Hair 93.7 94.2 93.9 
Body/clothes 72.8 76.7 74.7 
Face 88.6 90.2 89.4 

Child is naked (at the time of the visit) 72.4 76.1 74.2 
General appearance of mother (cleanliness)    

Hands 57.1 54.2 55.7 
Hair 93.2 93.3 93.3 
Body/clothes 75.5 78.3 76.9 
Face 94.2 94.5 94.4 

General appearance of house interior    
The floor inside house needs to be swept 66.8** 60.1 63.5 
Drinking water container covered 42.0 41.0 41.5 
Piles of dirty clothes inside house 50.2** 58.3 54.2 

General appearance of house exterior    
Area around house needs to be swept and cleaned 10.7 13.0 11.9 
Human feces around house 1.2* 2.2 1.7 
Animal feces around house 72.6 71.6 72.1 
Garbage around house 89.1* 86.5 87.8 

 Mean ± SD Mean ± SD Mean ± SD 

Overall child cleanliness score (Range: 0 to 5) 3.9 ± 1.3 4.0 ± 1.3 3.9 ± 1.3 
Maternal cleanliness scale (Range: 0 to 4) 3.2 ± 1.1 3.2 ± 1.0 3.2 ± 1.0 
House interior cleanliness scale (Range: 0 to 3) 1.2 ± 0.9 1.2 ± 0.9 1.2 ± 0.9 
House exterior cleanliness scale (Range: 0 to 4) 1.5 ± 0.9 1.5 ± 1.0 1.5 ± 0.9 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. Testing for statistical significance was done using random 
effects regression, controlling for division. 

 

A7.1 Household Food Security Measures—HFIAS and HDDS 

Household food security is defined as a state in which “all people at all times have both physical and 
economic access to sufficient food to meet their dietary needs for a productive and healthy life” (26). 
The questionnaire that has been used to measure household food insecurity is based on the FANTA 
“Household Food Insecurity Access Scale (HFIAS) for Measurement of Food Access” (21). Each question 
in the food insecurity measure was asked with a recall period of 30 days. The respondent was first asked 
an occurrence question, i.e., whether the condition in the question occurred or not in the past 30 days. 
If the response was “yes” to an occurrence question, a frequency-of-occurrence question was then 
asked to determine whether the condition in the question happened “rarely” (once or twice), 
“sometimes” (three to ten times), or “often” (more than ten times) in the last 30 days. 

This measure of HFIAS included following the domains of HFIAS, which are the basis of measuring HFIAS: 
(i) anxiety and uncertainty about the household food supply; (ii) insufficient quality (variety and 
preferences of the type of food); and (iii) insufficient food intake and its physical consequences.  
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Four types of indicators were calculated to understand the characteristics in HFIAS in the surveyed 
population. These indicators provided summary information on (i) HFIAS access-related conditions, 
(ii) HFIAS access-related domains, (iii) HFIAS access scale score, and (iv) HFIAS access prevalence. 

HFIAS access-related conditions 

These indicators provided the proportion of households that responded “yes” to each question, 
regardless of the frequency of the experience. They measured the percent of households experiencing 
the condition at any level of severity. Each indicator was further disaggregated to examine the 
frequency of experience of the condition across the surveyed households. 

HFIAS access-related domains 

These indicators provided summary information on the prevalence of households experiencing one or 
more conditions in each of the three domains reflected in the HFIAS access scale: (i) anxiety and 
uncertainty, (ii) insufficient quality, and (iii) insufficient food intake and its physical consequences. 

HFIAS access scale score 

The HFIAS access scale score is a continuous measure of the degree of food insecurity in the household 
in the past 30 days. First, a HFIAS access score was calculated for each household by summing the codes 
for each frequency-of-occurrence question. All frequency-of-occurrence codes were assigned “0” where 
the response to the corresponding occurrence question was “No.” The minimum score was 0 if the 
household responded “No” to all occurrence questions and the maximum score was 27 if the household 
responded “Often” to all nine frequency questions. A lower score in the scale indicated less food 
insecurity that a household experienced and a higher score in the scale indicated more food insecurity 
that a household experienced. The average HFIAS score is a continuous variable and more sensitive to 
capturing small changes in the HFIAS status over time. 

 HFIAS prevalence 

The HFIAS prevalence was calculated as a categorical indicator of HFIAS. The HFIAS prevalence indicator 
categorized the households into four levels of HFIAS status: (i) food-secure; (ii) mildly food-insecure; 
(iii) moderately food-insecure; and (iv) severely food-insecure. A food-secure household experienced 
none of the food insecurity conditions, or experienced worry, but rarely. Households were categorized 
as increasingly food-insecure as they responded “Yes” to more severe conditions and/or experienced 
those conditions more frequently. A mildly food-insecure household worried about not having enough 
food sometimes or often, and/or was unable to eat preferred foods, and/or ate a more monotonous 
diet than desired and/or some foods considered undesirable, but only rarely. A moderately food-
insecure household sacrificed quality more frequently, by eating a monotonous diet or undesirable 
foods sometimes or often, and/or has started to cut back on quantity by reducing the quantity of meals 
or frequency of meals, rarely or sometimes. A severely food-insecure household had cut back on 
quantity and frequency of meals often, and/or experienced any of the three most severe conditions 
(running out of food, going to bed hungry, or going a whole day and night without eating).  

Household dietary diversity (HHDD) can be defined as the number of different food groups consumed 
over a given reference period. HHDD can be used as a proxy measure of household food access for 
several reasons (27). A more diversified diet itself is an important outcome and is positively associated 
with birth weight, child anthropometric status, and improved hemoglobin concentrations. A more 
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diversified diet is also highly correlated with caloric and protein adequacy, percentage of protein from 
animal sources (high quality protein), and household income.  

In this study, HHDD data were collected using the methods described in “Household Dietary Diversity 
Score (HDDS) for Measurement of Household Food Access: Indicator Guide” (22). However, the HHDD 
module has been adapted to capture all locally available food categories. Data on household food 
consumption were collected using the previous 24-hours recall. The interviewers were instructed to 
determine first whether the previous 24-hour period was a "usual" or "normal" day for the household. If 
it was a special occasion, such as a feast or if most household members were absent, the day before the 
previous 24-hours was used for the recall. Respondents were asked to include the food groups that 
were prepared or consumed by household members in the home. The questions were asked for 
respondent mothers as well as any other members of the household. 

HHDD score 

First, the dietary diversity score of the respondent mother was calculated by summing the responses to 
all 16 categories of food. Then, the HHDD score was calculated for each household. The responses were 
either “Yes = 0” or “No = 1.” The HHDD score ranged from 0 to 16. The higher the HHDD score, the 
better the household food security status. 

HHDD target score 

The HHDD target score was estimated following the method described in Swindale and Bilinsky (22). 
First, the HHDD score was divided into terciles. Then, the HHDD target score was computed by taking 
the mean dietary diversity of the households in the highest tercile of the HHDD score (~33 percent of 
households in the highest tercile of the dietary diversity score). 
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Annex 9: Frontline Health Workers 
Table A9.1 Types of information provided by Shasthya Shebika  

  A&T Area Non-A&T Area All 

 
(N = 107) (N = 95) (N = 202) 

Type of information Percent Percent Percent 

Main activities as a BRAC SS 

   Sell essential basic drugs (e.g., paracetamol, vitamins, antihistamines, 
Femitab (iron-folic, Scabiol, Anti-helminths, Antacids) 65.4 73.7 69.3 

Treating basic ailments (ten diseases) 66.4 70.5 68.3 

Visiting home to give health advice 70.1 60.0 65.4 
Sell other health commodities (soap, sanitary napkin, delivery kits and 
iodized salt) 52.3 65.3 58.4 

Sell contraceptive pills 52.3 63.2 57.4 

Pregnancy identification 57.0 52.6 55.0 

Providing information regarding pregnancy care 43.0 52.6 47.5 

Providing information regarding family planning  47.7 46.3 47.0 

Providing information regarding nutrition 34.6 34.7 34.7 

Providing information regarding immunization 29.0 35.8 32.2 

Providing information regarding water and sanitation 29.0 16.8 23.3 

Others  19.6 16.8 18.3 

Referring patients 15.0 20.0 17.3 

Providing information regarding personal hygiene 14.0 16.8 15.4 

Providing information regarding ARI 13.1 0.0 6.9 

Topics you usually give the most advice about when you visit women and families at their homes:   

Providing information regarding family planning 35.5 20.0 28.2 

Providing information regarding pregnancy care 26.2 25.3 25.7 

Providing information regarding basic ailments (ten diseases) 13.1 23.2 17.8 

Providing information regarding nutrition 7.5 11.6 9.4 

Providing information regarding water and sanitation 6.5 6.3 6.4 

Others  5.6 7.4 6.4 
Providing information regarding immunization (child/TT during 
pregnancy) 3.7 1.1 2.5 

Providing information regarding personal hygiene 0.9 2.1 1.5 

Providing information regarding (Referring patients) 0.9 2.1 1.5 

Providing information regarding ARI 0.0 1.1 0.5 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.2 Knowledge of introduction of complementary foods  among BRAC Shasthya Shebika 

 A&T area Non-A&T area All 
 (n = 107) (n = 95) (n = 202) 

 Percent Percent Percent 

Complementary food Early
a
 Timely

b
 Late

c
 Very late

d
 Early

a
 Timely

b
 Late

c
 Very late

d
 Early

a
 Timely

b
 Late

c
 Very late

d
 

Water 19.6 80.4 0 0 30.5 69.5 0 0 24.8 75.3 0 0 
Rice, bread, muri, etc. 2.8 90.7 0.9 5.6 1.0 87.4 3.2 8.4 2 89.1 2 6.9 
 Legume 2.8 95.3 0.9 0.9 1.1 92.6 1.1 5.3 2 94.1 1 3 
Green leafy vegetables 2.8 96.3 0 0.9 1.1 95.8 3.2 0 2 96.0 1.5 0.5 
Orange-fleshed vegetables 2.8 95.3 0 1.9 1.1 89.5 2.1 7.4 2 92.6 1 4.5 
Ripe papaya or mango 3.74 88.8 3.7 3.7 0 91.6 4.2 4.2 2 90.1 4 4 
Bananas 4.6 86.9 4.7 3.7 1.1 90.5 6.3 2.1 3 88.6 5.5 3 
Meat: beef, mutton, etc. 0.93 50.5 12.2 35.5 0 50.5 13.7 34.7 0.5 50.5 12.9 35.2 
Chicken, duck, other poultry 1.9 54.2 11.2 32.7 0 51.6 12.6 34.7 1 53 11.9 33.7 
Fish (Big) 0.9 64.5 8.4 26.2 0 60 10.5 29.5 0.5 62.4 9.4 27.7 
Fish (Small) 0 41.1 8.4 50.5 0 54.7 13.7 31.6 0 47.5 10.9 41.6 
Eggs 3.7 89.7 0 6.5 1.1 91.6 3.2 4.2 2.5 90.6 1.5 5.5 
Peanuts, groundnuts, other nuts 0 12.2 7.5 71.0 0 30.5 6.3 54.7 0 20.8 6.9 63.4 
Milk (cow, goat, or powdered) 13.1 79.4 1.9 5.6 10.5 85.3 1.1 3.2 11.9 82.2 1.5 4.5 
Purchased snack food 0.9 29 1.9 68.2 1.1 28.4 3.2 67.4 1 28.7 2.5 67.8 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
a
 Early: Introduction of complementary food before 6 months.  

b
 Timely: Introduction of complementary food between 6 – 8 months. 

c
 Late: Introduction of complementary food between 9-11 months. 

d
 Very late: Introduction of complementary food after 12 months. 
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Table A9.3 Knowledge of Shasthya Shebika about mean age of introduction of different foods (in 
months) 

 A&T area Non-A&T area All 
 (N = 107) (N = 95) (N = 202) 

 
Mean SD Mean SD Mean SD 

Water 5.6 0.9 5.3 1.5 5.5 1.2 
Rice, Bread, Muri, etc. 6.4 1.5 6.8 1.8 6.6 1.6 
Legume: daal 6.2 0.8 6.6 1.4 6.4 1.2 
Green leafy vegetables 6.2 0.7 6.4 0.9 6.3 0.8 
Vegetables such as pumpkin, orange yam, 

orange-red-fleshed sweet potatoes, carrots, 
tomato (vitamin A-rich) 

6.3 1.0 6.7 1.7 6.5 1.4 

Ripe papaya or mango 6.6 1.5 6.7 1.4 6.6 1.4 
Bananas 6.6 1.5 6.6 1.4 6.6 1.4 
Fish (Big) 8.2 2.6 8.4 2.6 8.3 2.6 
Fish (Small) 9.6 2.6 8.6 2.6 9.2 2.6 
Eggs 6.5 1.6 6.6 1.4 6.5 1.6 
Milk (cow, goat, or powdered) 6.1 2.0 6.1 1.4 6.1 1.7 
Purchased snack foods (chips, chanachur, 

packet lichis, etc.) 
10.3 2.6 10.3 2.6 10.3 2.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.4 Educational background of Shasthya Shebika  

 
A&T Area Non - A&T Area All 

 
(N = 107) (N = 95) (N = 202) 

Characteristics Percent Percent Percent 

Knowledge of reading and writing 
   Reading and writing 53.3 60 56.4 

Only reading 10.3 5.3 7.9 
None 36.5 34.7 35.6 

Highest class completed: 
   Never attended school 37.4 28.4 33.2 

Primary School(class 1-5) 32.7 41.0 36.6 
Middle School (class 6-9) 25.2 26.3 25.8 
High School (class 10-12) 4.7 4.2 4.5 

Does any other work outside the home (other than work as BRAC SS) 29.9 33.7 31.7 

Is that work voluntary or paid? 
(N = 32) (N = 32) (N = 64) 

Voluntary 37.5 53.1 45.3 
Paid 62.5 46.9 54.7 

Mode of compensation for this work:    
Cash 62.5 78.1 70.3 
In-kind 3.1 3.1 3.1 
Cash and in-kind 9.4 6.3 7.8 
No compensation 25.0 12.5 18.8 

Currently has a microcredit loan from BRAC 14.0 30.5 21.8 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

  



146 
 

Table A9.5 Training experiences of Shasthya Shebika  

  A&T area Non-A&T area All 

 
(N = 107 ) (N = 95) (N =  202) 

  Percent Percent Percent 

Topic of the last full training attended by a SS  

10 disease treatment 75.5 84.0 79.5 

Pregnancy nutrition 25.5 38.3 31.5 

Family planning 18.9 36.2 27.0 

ANC/PNC 18.9 24.5 21.5 

Others 26.4 12.8 20.0 

Pneumonia treatment 28.3 8.5 19.0 

Diarrhea treatment 8.5 20.2 14.0 

Immunization 2.8 12.8 7.5 

Breastfeeding 4.7 6.4 5.5 

Feeding children additional foods after 6 months 
of age 

9.4 1.1 5.5 

Baby Zinc 0.9 2.1 1.5 

Referral 0.0 2.1 1.0 

Topic of the last monthly refresher training 
attended by a SS    

10 disease treatment 84.1 73.7 79.2 

Pregnancy nutrition 31.8 40.0 35.6 

Family planning 23.4 27.4 25.3 

Diarrhea treatment 10.3 28.4 18.8 

Pneumonia treatment 25.2 11.6 18.8 

Immunization 6.5 8.4 7.4 

ANC/PNC 7.5 7.4 7.4 

Feeding children additional foods after 6 months 
of age 

10.3 2.1 6.4 

Referral 5.6 0.0 3.0 

Baby Zinc 0.0 5.3 2.5 

Breastfeeding 1.9 2.1 2.0 

 

Mean ± SD Mean ± SD Mean ± SD 

Time since receiving a full training from BRAC for 
the last time    

Number of months  47.0 ± 39.6 61.4 ± 42.9 53.8 ± 41.7 

Time since attending monthly refresher training 
from BRAC     

Number of months 1.2 ± 2.5 1.5 ± 4.3 1.4 ± 3.5 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.6 Current levels of time commitment by Shasthya Shebika  

  A&T Non - A&T All 

 
(N = 107) (N = 95) (N = 202) 

Information related to SS’s work Mean SD Median Mean SD Median Mean SD Median 

No. of days of the month USUALLY worked as a BRAC SS  14.8 9.6 15.0 16.8 8.2 16.0 15.8 9.0 15.0 

No. of days of the month USUALLY made home visits for SS work  10.6 8.6 9.0 8.7 7.0 7.0 9.7 7.9 8.0 

No. of home visits USUALLY made each day on days that of home visits? (home visits/day) 14.0 6.8 15.0 12.7 7.0 15.0 13.4 6.9 15.0 

Time usually spent in each home that was visited (on average) (minutes) 15.7 9.0 13.0 18.7 14.5 15.0 17.1 12.0 15.0 

Frequency of people coming to SS’s house to seek advice (times/day) 1.9 2.1 1.0 1.7 1.9 0.6 1.8 2.0 0.7 

On average, length of time spent in those visits (minutes) 14.2 8.1 10.0 13.2 6.2 10.0 13.7 7.2 10.0 

No. of BRAC village group meetings USUALLY attended in a month 0.7 1.1 0.0 1.0 1.8 0.0 0.8 1.4 0.0 

Times USUALLY spent attending the BRAC village group meetings (hours) 0.9 1.2 0.0 0.9 1.4 0.0 0.9 1.3 0.0 

No. of BRAC ANC and PNC sessions USUALLY attended in a month 1.5 1.2 1.0 4.1 6.8 2.0 2.6 4.7 1.0 

Time usually spent to conduct BRAC ANC and PNC sessions (hours) 2.9 1.7 2.5 2.6 1.8 2.0 2.8 1.8 2.3 

No. of BRAC Health Forum (Shasthya Forum/uthan boithak) USUALLY attended in a month 2.4 1.6 2.0 3.1 2.6 2.0 2.7 2.1 2.0 

Time usually spent attending BRAC Health Forum (Shasthya Forum/uthan boithak) (hours) 1.7 1.6 1.0 1.4 0.9 1.3 1.6 1.4 1.1 

Times usually spent on keeping registers updated every month (hours) 5.0 5.6 3.0 6.2 7.2 5.0 5.6 6.4 4.0 

No. of times in a month SS has to go to get additional supplies from the BRAC program office 1.7 0.9 1.0 2.3 2.2 2.0 2.0 1.7 2.0 

Time usually spent to get additional supplies from the BRAC program office (hours) 1.7 1.0 1.5 2.2 1.1 2.0 1.9 1.1 2.0 

Frequency of interaction with the BRAC SK who supervises SS work to discuss work 
(times/month) 

2.2 1.0 2.0 2.8 1.8 2.0 2.4 1.5 2.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.7 Perception of Shasthya Shebika about supervisor and supervision 

 A&T Area Non-A&T Area All 
 (N = 107) (N = 95) (N = 202) 

 
Percent Percent Percent 
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Feels well informed  by supervisor 
about changes/modifications to 
the program activities 

6.5 0.9 4.7 56.1 31.8 2.1 1.1 9.5 50.5 36.8 4.5 1.0 6.9 53.5 34.2 

Supervisor ensures that there are 
enough of the supplies needed 
for daily work. 

6.5 0.0 9.4 46.7 37.4 1.1 0.0 12.6 51.6 34.7 4.0 0.0 10.9 49.0 36.1 

Supervisor works together to 
identify solutions to program 
activity related problems 

6.5 0.0 11.2 53.3 29.0 1.1 1.1 8.4 55.8 33.7 4.0 0.5 9.9 54.5 31.2 

Feels that supervisor is 
sympathetic to problems/cares 
about problems 

6.5 0.9 14.0 50.5 28.0 1.1 0.0 16.8 48.4 33.7 4.0 0.5 15.4 49.5 30.7 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.8 Information and medicine provided by BRAC Shasthya Shebika  

  A&T Area 
Non-A&T 

Area All 

 
(N = 107) (N = 95) (N = 202) 

Shasthya Shebika’s (SS) work related information Percent Percent Percent 

Women/families request specific advice about any health issues 95.3 87.4 91.6 

Women/families ever ask advice about feeding children 85.1 84.2 84.7 

 
(N = 91) (N = 80) (N = 171) 

If YES, topics on which women/families usually want to get more 
information and advice:  

   Breastfeeding 61.5 68.8 64.9 

What kinds of foods to feed young children 52.8 55.0 53.8 

Starting new foods 42.9 56.3 49.1 

What to do when a young baby cries too much? 14.3 28.8 21.1 

Breast milk insufficiency 12.1 11.3 11.7 

Other  6.6 2.5 4.7 

Sales of medicine and supplies    
  Kind of products currently in possession for selling:  

   Antacids (medicines for gastric) 68.2 68.4 68.3 

Paracetamol 62.6 74.7 68.3 

ORS 57.9 73.7 65.4 

Soap 52.3 73.7 62.4 

Medicines for dysentery 53.3 62.1 57.4 

Vitamins 47.7 66.3 56.4 

Anti-helminths 51.4 57.9 54.5 

Antihistamines 55.1 51.6 53.5 

Iodized salt 38.3 60.0 48.5 

Anti-scabies (Scabiol) 27.1 60.0 42.6 

Contraceptive pills  39.3 46.3 42.6 

Femitab (iron-folic) 39.3 45.3 42.1 

Medicines for pneumonia 40.2 34.7 37.6 

Sanitary napkin 23.4 49.5 35.6 

Delivery kits 24.3 32.6 28.2 

Others  19.6 13.7 16.8 

Not selling anything 5.6 2.1 4.0 

Products people are buying the most:  

   ORS 52.3 62.1 56.9 

Paracetamol 34.6 32.6 33.7 

Vitamins 25.2 31.6 28.2 

Soap 24.3 31.6 27.7 

Antacids (medicines for gastric) 27.1 16.8 22.3 

Nothing 24.3 13.7 19.3 

Iodized salt 16.8 19.0 17.8 
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Medicines for dysentery 17.8 15.8 16.8 

Antihistamines 17.8 15.8 16.8 

Contraceptive pills  15.9 7.4 11.9 

Femitab (iron-folic) 10.3 10.5 10.4 

Sanitary napkin 4.7 12.6 8.4 

Anti-helminths 4.7 8.4 6.4 

Medicines for pneumonia 2.8 4.2 3.5 

Anti-scabies (Scabiol) 3.7 3.2 3.5 

Others (Specify) 3.7 3.2 3.5 

Delivery kits 0.9 5.3 3.0 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001.  
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Table A9.9 Types of information provided by Shasthya Kormi  

  A&T Area 
Non - A&T 

Area All 

 
(N = 40) (N = 48) (N = 88) 

Information related to SK’s work Percent Percent Percent 

Women/families request specific advice about any health issues 97.5 91.7 94.3 
Women/families ever ask advice about feeding children 100.0 95.8 97.7 

 (N = 40) (N = 46) (N = 86) 

If YES, topics on which women/families usually want to get more information and advice: 

  Breastfeeding 75.0 67.4 70.9 

What kinds of foods to feed young children 60.0 67.4 64.0 

Starting new foods 57.5 63.0 60.5 

Breast milk insufficiency 35.0 21.7 27.9 

What to do when a young baby cries too much? 12.5 32.6 23.3 

Others  7.5 4.4 5.8 

Main activities as a BRAC SK 

   Household visits 95.0 93.8 94.3 
Provide ANC/PNC 62.5 79.2 71.6 
Supervise the work of Shasthya Shebikas  60.0 58.3 59.1 
Check on immunization of children 62.5 54.2 58.0 
Check TT for pregnant women 40.0 66.7 54.6 
Visit households and providing pregnancy-related advice  45.0 47.9 46.6 
Conduct community health education meetings (Shasthya Forum) 47.5 39.6 43.2 
Attend monthly refresher trainings for Shasthya Shebikas 42.5 25.0 33.0 
Others (specify) 22.5 18.8 20.5 
Maintain coordination with Government health and family planning workers 
at the community level (during immunization) 

22.5 8.3 14.8 

Census (Identification) of 0-12 month children 7.5 14.6 11.4 

Main activities during a home visit: 
Tested for pregnancy 75.0 68.8 71.6 
Provide advice about family planning 67.5 60.4 63.6 
Provide pregnancy-related care/advice  55.0 66.7 61.4 
Supervise the work of Shasthya Shebikas 55.0 64.6 60.2 
Take weight and height when pregnant. 50.0 47.9 48.9 
Advice on Hygiene message (barta) 50.0 31.3 39.8 
Check blood pressure  37.5 31.3 34.1 
Advice on Hand washing with soap 25.0 41.7 34.1 
Advice on maternal nutrition 27.5 33.3 30.7 
Advice on Use of sandal when going to toilet 17.5 31.3 25.0 
Others 32.5 14.6 22.7 
Advice on EBF for 6 months 20.0 14.6 17.1 
Advice on BF in 1 hour of delivery 15.0 10.4 12.5 
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Topics you usually give the most advice about when you visit women and families at their homes: 

Advice on maternal nutrition 15.0 20.8 18.2 
Advice on Hygiene message (barta) 7.5 27.1 18.2 
Tested for pregnancy 15.0 14.6 14.8 
Take weight and height when pregnant 10.0 6.3 8.0 
Advice on EBF for 6 months 12.5 0.0 5.7 
Advice on Hand washing with soap 2.5 6.3 4.6 
Check blood pressure 2.5 0.0 1.1 
Others  

35.0 25.0 29.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.10 Knowledge and attitude related to child feeding practices among the Shasthya Kormi  

  

A&T area Non-A&T area All 

(N = 40) (N = 48) (N = 88) 

Percent Percent Percent 

After birth should a baby start breastfeeding:       

Immediately after birth 47.5 66.7 58.0 

Less than one hour 47.5 27.1 36.4 

Some hours after, but less than 24 hours 5.0 4.2 4.6 

Don’t know 0.0 2.1 1.1 

What the mother should do with the “first milk” 
or colostrum  

   Throw it away and wait for the real milk to 
come in and breastfeed 2.5 2.1 2.3 

Use colostrum to breastfeed 97.5 97.9 97.7 

Perception of producing enough milk with small 
breast 

75.0 70.8 72.7 

Perception of producing enough milk when 
mother is not fed well 

7.5 14.6 11.4 

Give formula when mother thinks baby is not 
getting enough milk 

30.0 47.9 39.8 

Giving water to baby (less than 6months old) 
when weather is hot 

20.0 39.6 30.7 

Stop breastfeeding when mother is pregnant  27.5 20.8 23.9 

Leaving breast milk for baby (less than 6 months 
old) when mother is away 

32.5 72.9 54.6 

 
Mean SD Mean SD Mean SD 

Meal frequency for 7-8.9 month children  9.2 6.6 9.7 4.5 9.5 5.5 

Snack  frequency for 7-8.9 month children 2.5 2.5 2.6 1.3 2.6 1.9 

Meal frequency for 9-11.9 month children 5.9 5.1 7.3 3.6 6.7 4.3 

Snack  frequency for 9-11.9 month children 3.8 3.3 3.2 1.4 3.4 2.5 

Meal frequency for 12-23.9 month children 4.1 3.8 4.3 1.7 4.2 2.8 

Snack  frequency for 12-23.9 month children 3.8 3.3 3.6 2.0 3.7 2.7 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.11 Knowledge of Shasthya Kormi about timing of introduction of complementary foods 

 A&T area Non-A&T area All 
 (N = 40) (N = 48) (N = 88) 

 Percent Percent Percent 

Complementary food Early
a
 Timely

b
 Late

c
 

Very 
late

d
 Early

a
 Timely

b
 Late

c
 

Very 
late

d
 Early

a
 Timely

b
 Late

c
 

Very 
late

d
 

Water 7.5 87.5 0.0 0.0 18.8 81.3 0.0 0.0 13.6 84.1 0.0 0.0 
Rice, bread, muri, etc. 0.0 95.0 0.0 5.0 2.1 85.4 2.1 10.4 1.1 89.8 1.1 8.0 
Legume 0.0 100.0 0.0 0.0 2.1 91.7 0.0 6.3 1.1 95.5 0.0 3.4 
Green leafy vegetables 0.0 100.0 0.0 0.0 2.1 93.8 0.0 4.2 1.1 96.6 0.0 2.3 
Orange-fleshed vegetables 0.0 92.5 5.0 2.5 2.1 95.8 0.0 2.1 1.1 94.3 2.3 2.3 
Ripe papaya or mango 0.0 92.5 5.0 2.5 2.1 95.8 2.1 0.0 1.1 94.3 3.4 1.1 
Bananas 0.0 90.0 10.0 0.0 2.1 95.8 2.1 0.0 1.1 93.2 5.7 0.0 
Meat: beef, mutton, etc. 0.0 55.0 22.5 22.5 0.0 60.4 8.3 31.3 0.0 58.0 14.8 27.3 
Chicken, duck, other poultry 0.0 55.0 22.5 22.5 2.1 56.3 8.3 33.3 1.1 55.7 14.8 28.4 
Fish (Big) 0.0 72.5 10.0 17.5 2.1 66.7 10.4 20.8 1.1 69.3 10.2 19.3 
Fish (Small) 0.0 72.5 7.5 17.5 2.1 54.2 8.3 35.4 1.1 62.5 8.0 27.3 
Eggs 0.0 87.5 7.5 5.0 2.1 89.6 4.2 4.2 1.1 88.6 5.7 4.6 
Peanuts, groundnuts, other nuts 0.0 17.5 15.0 62.5 0.0 39.6 10.4 50.0 0.0 29.6 12.5 55.7 
Milk (cow, goat, or powdered) 15.0 57.5 10.0 17.5 2.1 97.9 0.0 0.0 8.0 79.6 4.6 8.0 
Purchased snack food 0.0 20.0 2.5 72.5 0.0 35.4 12.5 52.1 0.0 28.4 8.0 61.4 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. Testing for statistical significance was done using random effects regression, controlling for division. 
a
 Early: Introduction of complementary food before 6 months.  

b
 Timely: Introduction of complementary food between 6 – 8 months. 

c
 Late: Introduction of complementary food between 9-11 months. 

d
 Very late: Introduction of complementary food after 12 months. 
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Table A9.12 Knowledge of Shasthya Kormi on mean age of introduction of different foods (in months)  

  A&T area Non-A&T area All 

Mean age of introduction of different foods (in months) 

(N = 40) (N = 48) (N = 88) 

Mean SD Mean SD Mean SD 

Water 10.1 18.1 5.4 1.5 7.5 12.4 

Rice, bread, muri, etc. 6.5 1.3 6.9 1.9 6.7 1.7 

Legume: daal 6.2 0.4 6.5 1.5 6.4 1.2 

Green leafy vegetables 6.3 0.4 6.4 1.2 6.3 1.0 

Vegetables such as pumpkin, orange yam, orange-red-fleshed sweet 
potatoes, carrots, tomato  (vitamin-A rich) 

6.6 1.2 6.3 1.0 6.5 1.1 

Ripe papaya or mango 6.5 1.2 6.2 0.7 6.4 0.9 

Bananas 6.5 0.9 6.3 0.7 6.4 0.8 

Meat such as beef, mutton 8.4 2.4 8.6 2.6 8.5 2.5 

Chicken, duck, other poultry 8.4 2.4 8.5 2.7 8.5 2.6 

Fish (big) 7.8 2.3 8.0 2.4 7.9 2.3 

Fish (small) 9.8 12.9 8.6 2.7 9.2 8.9 

Eggs 6.8 1.5 6.5 1.4 6.6 1.5 

Peanuts, groundnuts, other nuts 14.5 17.2 9.4 2.8 11.7 12.0 

Milk (cow, goat, or powdered) 7.3 2.5 6.0 1.0 6.6 2.0 

Purchased snack foods 14.7 17.2 9.8 2.6 12.0 11.9 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.13 Job motivation, self-efficacy, and satisfaction among the Shasthya Kormi  

 
A&T Area Non-A&T Area All 

 
(N = 40) (N = 48) (N = 88) 

 
Percent Percent Percent 
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Job Motivation                
Contributing to improve 

community health. 0.0 0.0 2.5 25.0 72.5 2.1 0.0 2.1 22.9 72.9 1.1 0.0 2.3 23.9 72.7 
Receive adequate 

training.  0.0 5.0 25.0 35.0 35.0 0.0 2.1 8.3 47.9 41.7 0.0 3.4 15.9 42.1 38.6 
Have a lot of pressure the 

workload keeps 
increasing. 2.5 5.0 7.5 35.0 50.0 0.0 8.3 16.7 31.3 43.8 1.1 6.8 12.5 33.0 46.6 

Work is motivating and 
am enjoying it 0.0 0.0 7.5 27.5 65.0 0.0 0.0 6.3 39.6 54.2 0.0 0.0 6.8 34.1 59.1 

Feel appreciated by the 
program management.  0.0 2.5 7.5 42.5 47.5 0.0 0.0 12.5 33.3 54.2 0.0 1.1 10.2 37.5 51.1 

Efforts valued by the 
community 0.0 0.0 12.5 35.0 52.5 0.0 0.0 14.6 31.3 54.2 0.0 0.0 13.6 33.0 53.4 

Self-efficacy                 
Feel confident performing 

as an SS 
0.0 0.0 2.5 20.0 77.5 0.0 0.0 4.2 16.7 79.2 0.0 0.0 3.4 18.2 78.4 

Find it difficult to cope 
with the demands of 
being an SS 

32.5 27.5 10.0 15.0 15.0 25.0 31.3 6.3 14.6 22.9 28.4 29.6 8.0 14.8 19.3 

Job Satisfaction Not satisfied Satisfied Very satisfied Not satisfied Satisfied Very satisfied Not satisfied Satisfied Very satisfied 

How satisfied are you 
overall voluntarily 
working as an SK?   

5.0 32.5 62.5 0.0 39.6 60.4 2.3 37.1 60.7 
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Table A9.14 Perceptions of supervision, by the Shasthya Kormi  

 
A&T Area Non-A&T Area All 

 
(N = 40) (N = 48) (N = 88) 

 
Percent Percent Percent 
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Supervisor informs about the follow-
up of my concerns/worries 45.0 45.0 10.0 0.0 0.0 56.3 29.2 14.6 0.0 0.0 51.1 36.4 12.5 0.0 0.0 

Supervisor takes concerns into 
account when planning activities  35.0 47.5 12.5 2.5 2.5 47.9 37.5 10.4 4.2 0.0 42.1 42.1 11.4 3.4 1.1 

Supervisor scolds in case of a mistake 
on the job  7.5 7.5 12.5 25.0 47.5 10.4 8.3 29.2 14.6 37.5 9.1 8.0 21.6 19.3 42.1 

Supervisor offers praises when 
something is done really well 15.0 62.5 22.5 0.0 0.0 37.5 41.7 16.7 4.2 0.0 27.3 51.1 19.3 2.3 0.0 

Feel that supervisor takes concerns 
up to the higher management level 22.5 40.0 37.5 0.0 0.0 41.7 20.8 33.3 4.2 0.0 33.0 29.6 35.2 2.3 0.0 

Supervisor uses times when mistakes 
are made as opportunities to help 
improve skills 

22.5 47.5 30.0 0.0 0.0 31.3 47.9 16.7 4.2 0.0 27.3 47.7 22.7 2.3 0.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.15 Perception about the supervisor by Shasthya Kormi 

  A&T Area Non-A&T Area All 

 
(N = 40) (N = 48) (N = 88) 

 
Percent Percent Percent 
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Feels well informed  by supervisor about 
changes/modifications to the program activities 

0.0 0.0 0.0 52.5 47.5 0.0 0.0 4.2 41.7 54.2 0.0 0.0 2.3 46.6 51.1 

Supervisor ensures that there are enough of the supplies 
needed for daily work. 

0.0 0.0 2.5 42.5 55.0 0.0 2.1 10.4 35.4 52.1 0.0 1.1 6.8 38.6 53.4 

Supervisor works together to identify solutions to 
program activity related problems 

0.0 0.0 5.0 57.5 37.5 0.0 0.0 8.3 56.3 35.4 0.0 0.0 6.8 56.8 36.4 

Feels that supervisor is sympathetic to problems/cares 
about problems 

0.0 0.0 12.5 50.0 37.5 0.0 0.0 18.8 39.6 41.7 0.0 0.0 15.9 44.3 39.8 

Supervisor provides enough guidance and structure for 
me to work 

0.0 0.0 5.0 62.5 32.5 0.0 0.0 4.2 56.3 39.6 0.0 0.0 4.6 59.1 36.4 

Supervisor uses times to help improve my skills 0.0 0.0 7.5 62.5 30.0 0.0 0.0 18.8 41.7 39.6 0.0 0.0 13.6 51.1 35.2 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.16 Educational background of Shasthya Kormi  

  A&T Area 
Non - A&T 

Area All 

 
(N = 40) (N = 48) (N = 88) 

Characteristics Percent Percent Percent 

Highest class completed: 
   Never attended school 0.0 0.0 0.0 

Primary school (class 1-5) 0.0 0.0 0.0 

Middle school (class 6-9) 2.5 10.4 6.8 

Completed secondary School/Dakhil  80.0 70.8 75.0 

Completed higher secondary/Alim 17.5 18.8 18.2 

Does any other work outside the home (other than work as 
BRAC SK) 

20.0 6.3 12.5 

 
(N=8) (N=3) (N=11) 

Is that work voluntary or paid?    

Voluntary 37.5 66.7 45.5 

Paid 62.5 33.3 54.6 

Mode of compensation for this work: 
   Cash 75.0 66.7 72.7 

Cash and in-kind 25.0 0.0 18.2 

No compensation 0.0 33.3 9.1 

Currently has a microcredit loan from BRAC 17.5 16.7 17.1 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.17 Training experiences of Shasthya Kormi (SK) 

  A&T area Non-A&T area All 

 
(N = 42) (N =  49) (N =  91) 

  Percent Percent Percent 

Topic of the last monthly refresher training attended by a SK  

10 diseases 80.0 72.9 76.1 

Others 40.0 35.4 37.5 

Immunization 22.5 31.3 27.3 

ANC/PNC 22.5 22.9 22.7 

Treatment of pneumonia 22.5 14.6 18.2 

Discussion on register 22.5 12.5 17.1 

Pregnancy related advice 20.0 12.5 15.9 

Field findings (any problem) 15.0 14.6 14.8 

Family planning 17.5 10.4 13.6 

Health forum – how to organize 10.0 10.4 10.2 

Pregnancy test 5.0 8.3 6.8 

Urine test – albumin/glucose 0.0 4.2 2.3 

Weight/height of pregnant women 0.0 2.1 1.1 

Not attended any refresher  0.0 2.1 1.1 

 
Mean ± SD Mean ± SD Mean ± SD 

 

Median 
(Min;Max) 

Median 
(Min;Max) 

Median 
(Min;Max) 

Time since attending monthly 
refresher training from BRAC  

0.5 ± 0.7 0.7 ± 1.0 0.6 ± 0.9 

0 (0;4) 0 (0;6) 0 (0;6) 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.18 Current levels of time commitment by Shasthya Kormi  

  A&T area Non - A&T area All 

 
(N = 40) (N = 48) (N = 88) 

Information related to SK’s work Mean SD Median Mean SD Median Mean SD Median 

No. of days of the month USUALLY worked as a BRAC SK  24.5 3.2 26.0 23.5 4.6 25.0 24.0 4.0 25.5 

No. of days of the month USUALLY made home visits for SK work  15.4 5.7 12.0 11.6 4.6 12.0 13.3 5.4 12.0 

No. of home visits USUALLY made each day on days that of home visits? (home 
visits/day) 

32.6 6.9 35.0 32.6 14.4 35.0 32.6 11.6 35.0 

Time usually spent in each home that was visited (on average) (minutes) 14.2 9.0 13.5 14.0 10.5 10.0 14.1 9.8 10.0 

Length of each discussion (minutes) 13.5 10.0 10.0 13.6 8.7 10.0 13.6 9.2 10.0 

No. of BRAC ANC and PNC sessions USUALLY attended in a month 10.7 11.8 10.0 27.6 28.3 12.0 19.9 23.8 12.0 

Time usually spent to conduct BRAC ANC and PNC sessions (hours) 2.0 2.5 0.8 4.2 14.4 1.0 3.2 10.8 1.0 

No. of BRAC Health Forum (Shasthya Forum/uthan boithak) USUALLY conducted 
in a month 

31.5 22.9 40.0 38.0 25.5 50.0 35.0 24.4 42.0 

Time usually spent to conduct BRAC Health Forum (Shasthya Forum/uthan 
boithak) (hours) 

1.1 1.8 0.5 0.7 0.8 0.5 0.9 1.3 0.5 

Times usually spent on preparing reports for each month (hours) 4.6 3.0 3.5 5.9 7.4 3.0 5.3 5.8 3.0 

Frequency of interaction with the BRAC SS  to discuss work (times/month) 15.5 8.4 14.5 15.0 10.0 20.0 15.2 9.3 18.0 

Frequency of interaction with the BRAC PO  to discuss work (times/month) 4.9 2.3 5.0 5.6 3.1 5.0 5.3 2.8 5.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.19   Types of information provided by TBAs 

  A&T area Non-A&T area All 

 (N=101) (N=100) (N=201) 

  Percent Percent Percent 

Kinds of child health problems in the area  for which you are consulted 

Delivery 84.2 92.0 88.1 

Pregnancy detection 25.7 21.0 23.4 

Breastfeeding advice 26.7 18.0 22.4 

ANC/PNC 24.8 19.0 21.9 

Other  16.8 7.0 11.9 

Family planning advice 4.0 9.0 6.5 

Have faced  specific questions about how to feed children 

 66.3 67.0 66.7 

 (N = 67) (N = 67) (N = 134) 
Examples of specific questions 

How to breastfeed? 80.6 70.2 75.4 

What kinds of foods to feed young 
children? 

40.3 50.8 45.5 

How long a baby should be fed 
only breast milk? 

40.3 28.4 34.3 

What to do when a young baby 
cries too much? 

17.9 40.3 29.1 

What is the right time to give child 
water and other liquids? 

7.5 13.4 10.5 

Other 7.5 0.0 3.7 

 (N=101) (N=100) (N=201) 

Suggestions to a mother  who is not able to breastfeed well 

Suggest how to breastfeed 
properly 56.4 53.0 54.7 
Suggest mothers to eat more 34.7 37.0 35.8 
Suggest to give other foods 26.7 30.0 28.4 
Refer to doctor 11.9 23.0 17.4 
Not applicable 11.9 19.0 15.4 
Suggest baby food/formula 9.9 9.0 9.5 
Suggest to prepare special food 
for the child 

7.9 10.0 9.0 

Other 10.9 1.0 6.0 
Suggestions to a mother with a child less than 2 years old who is not eating well enough 

Reduce distractions 53.5 57.0 55.2 
Feed slowly and patiently 52.5 47.0 49.8 
Talk/play  to the child 32.7 34.0 33.3 
Feed other foods 21.8 17.0 19.4 
Other 19.8 8.0 13.9 
Don’t Know 5.0 19.0 11.9 
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Force the child 6.9 9.0 8.0 
Amusement 6.9 3.0 5.0 
Change flavor of the food 4.0 3.0 3.5 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.20    Knowledge and attitudes related to breastfeeding practices among TBAs 

  A&T area Non-A&T 
area 

All 

 (N=101) (N=100) (N=201) 

  Percent Percent Percent 

How long after birth should a baby start breastfeeding? 

Immediately 50.5 51.0 50.8 
Less than one hour 41.6 38.0 39.8 
Some hours after, but less than 24 hours 6.9 9.0 8.0 
More than 1 day after 1.0 1.0 1.0 
Don't know 0.0 1.0 0.5 

What should a mother do with the “first milk” or colostrums?   

Throw it away and start breastfeeding 
when the real milk comes in 3.0 4.0 3.5 
Give it to her baby by breastfeeding 
soon after birth 97.0 96.0 96.5 

Food for a baby under 6 months 

Breast milk only 86.1 88.0 87.1 
Breast milk and water 18.8 18.0 18.4 
Breast milk and any other milk 
substitutes 18.8 14.0 16.4 
Other 10.9 0.0 5.5 
Breast milk, ORS, syrups, and medicine 1.0 3.0 2.0 
Don’t know 0.0 1.0 0.5 

Giving water to a baby(less than 6 months old) when weather is hot 

 57.4 55 56.2 

How often should a baby be breastfed? 
When the baby cries 61.4 57.0 59.2 
Whenever baby wants 19.8 16.0 17.9 
When you see the baby is hungry 11.9 17.0 14.4 
Other 5.9 9.0 7.5 
Don’t Know 1.0 1.0 1.0 

Reasons why a young baby should be exclusively breastfed 

Protects baby from illness 57.4 74.0 65.7 
Helps baby grow better 52.5 54.0 53.2 
Breast milk contains everything a baby 
needs for first 6 months 34.7 22.0 28.4 
Breast milk is clean, safe, convenient 11.9 13.0 12.4 
Other 5.9 3.0 4.5 
Don’t know 3.0 6.0 4.5 
Breast milk is affordable 2.0 2.0 2.0 
Mother less likely to get pregnant 0.0 3.0 1.5 
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Mother’s actions if she  thinks her baby is not getting enough breast milk  

Mother needs to eat more food 49.5 55 52.2 

Give other liquids/foods 47.5 36 41.8 

Eat food that increases milk production 36.6 47 41.8 

Mother needs to drink more water 23.8 16 19.9 

Breastfeed more frequently 18.8 16 17.4 
Other 13.9 15 14.4 

Don’t know 1.0 3.0 2.0 
A mother’s perception of when a baby is hungry 

When the baby cries 88.1 85.0 86.6 

When the baby sucks his/her fingers 5.0 10.0 7.5 

When the baby looks for the breast 3.0 4.0 3.5 

When the baby becomes agitated 3.0 1.0 2.0 

Other 1.0 0.0 0.5 

Perception of producing enough milk when mother is not fed well 

 16.8 13.0 14.9 

Perception of  frequent breastfeeding during the night as well as the day increasing milk 
production 

 78.2 85.0 81.6 

Common reasons for a mother to have sore breasts 

Not breastfeeding often enough 53.5 55.0 54.2 

Poor attachment 10.9 18.0 14.4 

Other 21.8 7.0 14.4 

Don’t know 13.9 20.0 16.9 

Stop breastfeeding if she becomes pregnant 

 20.8 28.0 24.4 

Stop breastfeeding if she becomes ill 

 12.9 25.0 18.9 

 Mean ± SD Mean ± SD Mean ± SD 

Time for exclusive breastfeeding 

Number of months 6.8 ± 2.3 6.6 ± 2.2 6.7 ± 2.2 

Age till which a baby should be continued to be breastfed 
Number of months 26.2 ± 6.3 25.8 ± 4.5 26.0 ± 5.5 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 
 
 
 

  



166 
 

Table A9.21   Knowledge and attitudes related to complementary feeding practices among TBAs 

  A&T area Non-A&T area All 

 (N=101) (N=98) (N=199) 

  Percent Percent Percent 

What foods does a young child (<24 months) need in order to grow and develop their brain? 

Vegetables 65.4 36.0 50.8 
Eggs 38.6 50.0 44.3 
Fruits 46.5 39.0 42.8 
Rice/roti/suji 33.7 41.0 37.3 
Milk 30.7 21.0 25.9 
Fish 21.8 27.0 24.4 
Semolina/Rice flour/flour with milk 12.9 28.0 20.4 
Animal foods (meat/chicken) 18.8 17.0 17.9 
Daal 8.9 8.0 8.5 
Other 4.0 1.0 2.5 

What are special foods mothers could make for her children to complement breast milk? 

Mix rice/ semolina/flour with daal 56.4 49.0 52.7 
Mix rice/ semolina/flour  with 
other kinds of milk 53.5 42.0 47.8 
Mashed family food 35.6 27.0 31.3 
Mix rice/ semolina/flour with egg 15.8 32.0 23.9 
Mix rice/ semolina/flour  with 
other  ingredients 19.8 22.0 20.9 
Mix rice/ semolina/flour with 
breast milk 5.9 10.0 8.0 
Other 9.9 3.0 6.5 

Can a 1-year old child eat alone without any supervision of an adult or child older than 15 
years? 

Yes 2.0 9.0 5.5 
No 98.0 91.0 94.5 

What are some of the things you can do to encourage young children to eat their food? 

Reduce distractions 78.2 78.0 78.1 
Feed slowly and patiently 65.4 65.0 65.2 
Talk to the child 63.4 45.0 54.2 
Force the child 16.8 16.0 16.4 
Feed other foods 10.9 12.0 11.4 
Take the child’s mind off 9.9 7.0 8.5 
Change flavor of the food 5.0 3.0 4.0 
Give vitamins 2.0 3.0 2.5 
Other 1.0 2.0 1.5 

 Mean ± SD Mean ± SD Mean ± SD 

Meals frequency for 7-8.9  m  6.3 ± 5.1 7.9 ± 5.5 7.1 ± 5.4 
Snacks frequency for 7-8.9 m  2.3 ± 1.8 2.1 ± 1.4 2.2 ± 1.6 



167 
 

Meals frequency for 9-11.9 m  4.8 ± 3.7 6.3 ± 4.2 5.5 ± 4.0 
Snacks frequency for 9-11.9  m  3.1 ± 2.6 2.5 ± 1.5 2.8 ± 2.1 
Meals frequency for 13-23.9 m  3.2 ± 2.1 3.9 ± 2.4 3.6 ± 2.3 
Snacks frequency for 13-23.9 m  3.7 ± 3.1 2.9 ± 1.8 3.3 ± 2.6 
Age at which a baby should first start to receive liquids (including water) other than  
breast milk 
Number of months 7.6 ± 8.9 6.7 ± 8.3 7.1 ± 8.6 
Age  at which  a baby should first start to receive foods in addition to breast milk 

Number of months 8.7 ± 11.8 7.3 ± 8.3 8.0 ± 10.2 
 Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.22    Knowledge of TBAs about feeding during and after illness 

  A&T area Non-A&T 
area 

All 

 (N=101) (N=98) (N=199) 

  Percent Percent Percent 

Mother’s activity when her child who is below 6 months has diarrhea 

Give ORS/home-prepared solution 97.0 100.0 98.5 
Continue breastfeeding 33.7 24.0 28.9 
Give syrups 19.8 24.0 21.9 
Breastfeed more often 9.9 15.0 12.4 
Zinc tablet/syrup 9.9 14.0 11.9 
Other 9.9 11.0 10.5 
Give carrot juice or rice water 12.9 6.0 9.5 
Feed more liquid food than usual 6.9 9.0 8.0 
Feed as usual 9.9 3.0 6.5 
Give traditional medicine 3.0 10.0 6.5 
Feed more than usual 7.9 4.0 6.0 
Feed less than usual liquid food 3.0 4.0 3.5 
Give treated water 2.0 4.0 3.0 

Feed as usual liquid food 5.0 0.0 2.5 

Feed less than usual 2.0 1.0 1.5 

Mother’s activity (in relation to feeding) AFTER her child has recovered from diarrhea or 
another illness 

Feed as much food as usual 47.5 53.0 50.3 
Feed more than usual 31.7 36.0 33.8 
Continue breastfeeding 34.7 27.0 30.9 
Give more liquids than usual 22.8 19.0 20.9 
Feed an extra meal every day for 2 
weeks 12.9 17.0 14.9 
Other 8.9 5.0 7.0 
Don’t know 3.0 7.0 5.0 

Feed less than usual 1.0 4.0 2.5 
Time until children need an extra meal per day after they have been sick 

Don't know 13.9 7.0 10.5 

 Mean ± SD Mean ± SD Mean ± SD 

Number of weeks 1.4 ± 0.7 1.4 ± 0.7 1.4 ± 0.7 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.23    Knowledge of TBAs about mean age of introduction of food items 

 A&T area Non-A&T area All 
 (N=101) (N=100) (N=201) 

 Mean(SD) Mean(SD) Mean(SD) 

According to you, when can you start giving a young child the following foods?(months) 
Water  6.0(8.4) 5.1(1.6) 5.7(6.0) 
Rice, Bread, Muri etc. 6.4(1.7) 6.5(1.4) 6.5(1.6) 
Legume: daal 7.0(8.2) 6.4(1.3) 6.7(5.9) 
Green leafy vegetables 6.2(1.3) 6.5(1.5) 6.4(1.7) 
Vegetables such as pumpkin, orange yam, orange-red-
flesh sweet potatoes, carrots, tomato  (vitamin-A rich)  

6.5(1.8) 6.7(1.8) 6.6(1.8) 

Ripe papaya or mango 6.8(2.1) 6.6(1.6) 6.7(1.9) 
Bananas 6.7(2.1) 6.6(1.8) 6.7(1.9) 
Meat such as beef, mutton 9.1(2.7) 9.0(2.7) 9.0(2.7) 
Chicken, duck, other poultry  9.0(2.8) 8.7(2.9) 8.8(2.8) 
Fish (Big) 9.3(8.3)   8.2(2.6) 8.7(6.2) 
Fish (Small) 9.8(8.3) 8.4(2.5) 9.1(6.2) 
Eggs 6.8(1.9) 6.8  (1.5) 6.8(1.7) 
Peanuts, groundnuts, other nuts 12.2(11.1) 14.3(18.9) 13.2(15.5) 
Milk (cow, goat or powdered) 6.1(2.5) 5.9(1.8) 6.0(2.2) 
Purchased snack foods (chips, chanachur, packet lichis 
etc.) 

12.2(11.1) 11.3(11.3) 11.8( 11.2) 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.24    Information related to Village Doctor’s work 

  A&T area Non-A&T area All 

 (N=101) (N=98) (N=199) 

  Percent Percent Percent 

Kinds of child health problems in the area  for which village doctor is consulted 

Breastfeeding advice 37.6 30.6 34.2 

ANC / PNC 30.7 28.6 29.7 

Pregnancy detection 25.7 27.6 26.6 

Family planning advice 23.8 28.6 26.1 

Delivery 22.8 28.6 26.1 

Other 56.4 67.4 61.8 

Have been asked  specific questions about how to feed children 

 82.2 90.8 86.4 
Examples of specific questions 

 (N=83) (N=89) (N=172) 
How to breastfeed? 56.6 57.3 57.0 
What kinds of foods to feed young 
children? 48.2 60.7 54.7 
How long a baby should be fed only 
breast milk? 51.8 56.2 54.1 
What to do when a young baby 
cries too much? 21.7 31.5 26.7 
What is the right time to give child 
water and other liquids? 15.7 28.1 22.1 
Other 9.6 5.6 7.6 

 (N=101) (N=98) (N=199) 

Suggestions given to a mother  who is not able to breastfeed well 

Mothers  should eat more 42.6 49 45.7 
How to breastfeed properly 46.5 42.9 44.7 
Give other foods 41.6 43.9 42.7 
Baby food/formula 31.7 33.7 32.7 

Prepare special food for the child 16.8 32.7 24.6 
Refer to doctor 12.9 20.4 16.6 
Other 9.9 9.2 9.6 
Not applicable 4.0 2.0 3.0 

Suggestions given to a mother with a child less than 2 years old who is not eating  
well enough 

Feed slowly and patiently 52.5 73.5 62.8 
Talk to the child 53.5 46.9 50.3 
Reduce distractions 47.5 52.0 49.8 
Feed other foods 28.7 36.7 32.7 
Other 19.8 13.3 16.6 
Change flavor of the food 7.9 13.3 10.6 
Amusement 7.9 10.2 9.1 
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Force the child 5.0 4.1 4.5 
Don't know 0.0 2.0 1.0 

Have recommended that mothers or 
fathers buy or prepare any special 
foods for babies 

98.0 98.0 98.0 

 (N= 99) (N= 96) (N= 195) 
Kinds of special foods for babies recommended 

Mashed family food 46.5 67.7 56.9 
Prepare other food at home 56.6 52.1 54.4 
Buy baby formula/milk 35.4 51 43.1 
Others 12.1 8.3 10.3 
Buy food from outside 6.1 5.2 5.6 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.25 Knowledge and attitudes related to breastfeeding practices among Village Doctors 

  A&T area Non-A&T area All 

 (N=101) (N=100) (N=201) 

  Percent Percent Percent 

How long after birth should a baby start breastfeeding? 

Immediately 57.4 59.2 58.3 
Less than one hour 18.8 24.5 21.6 
Some hours after, but less than 24 
hours 20.8 13.3 17.1 
1 day after 0.0 1.0 0.5 
More than 1 day after 0.0 1.0 0.5 
Don't know 3.0 1.0 2.0 

What should a mother do with the “first milk” or colostrum?   

Throw it away and start 
breastfeeding when the real milk 
comes in 

2 5.1 3.5 

Give it to her baby by breastfeeding 
soon after birth 

98 94.9 96.5 

Food for a baby under 6 months 

Breast milk only 91.1 93.9 92.5 
Breast milk and any other milk 
substitutes 15.8 17.4 16.6 
Breast milk and water 18.8 4.1 11.6 
Other 5.0 2.0 3.5 
Breast milk, ORS, syrups, and 
medicine 4.0 2.0 3.0 
Don't know 2.0 1.0 1.5 

Giving water to a baby(less than 6 months old) when weather is hot 

 44.6 50 47.2 

How often should a baby be breastfed? 
Whenever baby wants 17.8 19.4 18.6 
When you see the baby is hungry 20.8 33.7 27.1 
When the baby cries 48.5 37.8 43.2 
Other 12.9 9.2 11.1 

Reasons why a young baby should be exclusively breastfed 

Protects baby from illness 66.3 78.6 72.4 
Helps baby grow better 58.4 43.9 51.3 
Breast milk contains everything a 
baby needs for first 6 months 42.6 40.8 41.7 
Breast milk is clean, safe, convenient 9.9 24.5 17.1 
Other 4.0 1.0 2.5 
Reduces health care costs 1.0 1.0 1.0 
Mother less likely to get pregnant 0.0 1.0 0.5 
Breast milk is affordable 1.0 0.0 0.5 
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Mother’s actions if she  thinks her baby is not getting enough breast milk  

Mother needs to eat more food 65.4 74.5 69.9 

Eat food that increases milk 
production 

57.4 66.3 61.8 

Give other liquids/foods 45.5 43.9 44.7 

Mother needs to drink more water 25.7 30.6 28.1 

Breastfeed more frequently 22.8 17.4 20.1 

Other 10.9 6.1 8.5 

A mother’s perception of when a baby is hungry 

When the baby cries 89.1 80.6 84.9 

When the baby sucks his/her fingers 5.0 9.2 7.0 

When the baby looks for the breast 1.0 10.2 5.5 

When the baby becomes agitated 5.0 0.0 2.5 

Perception of producing enough milk when mother is not fed well 

 19.8 12.2 16.1 

Perception of  frequent breastfeeding during the night as well as the day increasing milk 
production 
 84.2 85.7 84.9 

Common reasons for a mother to have sore breasts 

Not breastfeeding often enough 68.3 73.5 70.9 

Poor attachment 9.9 15.3 12.6 

Other 8.9 2.0 5.5 

Don’t know 12.9 9.2 11.1 

Stop breastfeeding if mother becomes pregnant 

 24.8 20.4 22.6 

Stop breastfeeding if mother becomes ill 

 23.8 28.6 26.1 

 Mean ± SD Mean ± SD Mean ± SD 

Time for exclusive breastfeeding 
Number of months  7.1 ± 2.7 6.8 ± 2.3 7.0 ± 2.5 

Age till which a baby should be continued to be breastfed 
Number of months 25.0 ± 6.0 24.8 ± 3.7 24.9 ± 5.0 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.26   Knowledge and attitudes related to complementary feeding practices among Village 
Doctors 

  A&T area Non-A&T area All 

 (N=101) (N=100) (N=201) 

  Percent Percent Percent 

What foods does a young child (<24 months) need in order to grow and develop their brain? 

Vegetables 58.4 37.8 48.2 

Eggs 47.5 44.9 46.2 

Fruits 41.6 39.8 40.7 

Animal foods (meat/chicken) 35.6 31.6 33.7 

Rice/roti/suji 26.7 39.8 33.2 

Fish 33.7 30.6 32.2 

Semolina/Rice flour/flour with milk 13.9 44.9 29.2 

Milk 21.8 14.3 18.1 

Dal 7.9 2.0 5.0 

Other 6.9 1.0 4.0 

What are special foods mothers could make for her children to complement breast milk? 

Mix rice/ semolina/flour  with other kinds of 
milk 

50.5 63.3 56.8 

Mix rice/ semolina/flour with dal 59.4 50 54.8 

Mix rice/ semolina/flour with egg 33.7 53.1 43.2 

Mix rice/ semolina/flour  with other  
ingredients 

20.8 30.6 25.6 

Mashed family food 27.7 23.5 25.6 

Mix rice/ semolina/flour with breast milk 13.9 15.3 14.6 

Other 9.9 2.0 6.0 
Don't know 2.0 0.0 1.0 

Can a 1-year old child eat alone without any supervision of an adult or child older than 15 years? 
 4 8.2 6 

What are some of the things you can do to encourage young children to eat their food? 
Reduce distractions 79.2 73.5 76.4 
Feed slowly and patiently 59.4 71.4 65.3 
Talk to the child 70.3 60.2 65.3 
Take the child’s mind off 14.9 22.5 18.6 
Feed other foods 7.9 11.2 10.0 
Force the child 7.9 10.2 9.1 
Give vitamins 7.9 9.2 8.5 
Change flavor of the food 3.0 12.2 7.5 
Other 3.0 3.1 3.0 

 Mean ± SD Mean ± SD Mean ± SD 

Meals frequency for 7-8.9  m  5.8 ± 4.7 9.3 ± 4.8 7.5 ± 5.0 
Snacks frequency for 7-8.9 m  2.6 ± 2.5 2.5 ± 1.4 2.5 ± 2.0 
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Meals frequency for 9-11.9 m  4.8 ± 3.7 6.8 ± 3.3 5.8 ± 3.7 
Snacks frequency for 9-11.9  m  2.9 ± 2.6 3.2 ± 1.6 3.1 ± 2.1 
Meals frequency for 13-23.9 m  3.4 ± 2.3 4.0 ± 1.7 3.7 ± 2.0 
Snacks frequency for 13-23.9 m  3.2 ± 3.0 3.9 ± 1.9 3.6 ± 2.5 

Age at which a baby should first start to receive liquids (including water) other than breast milk 

Number of Months 6.9 ± 3.7 6.1 ± 0.6 6.5 ± 2.7 

Age  at which  a baby should first start to receive foods in addition to breast milk 

Number of months 7.1 ± 3.7 6.6 ± 1.3 6.9 ± 2.8 

Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table A9.27    Knowledge of village doctors about feeding during and after illness 

  A&T area Non-A&T area All 

 (N=101) (N=98) (N=199) 

  Percent Percent Percent 

What mother should do when her child who is below 6 months has diarrhea 

Give ORS/home-prepared solution 99.0 100.0 99.5 
Zinc tablet/syrup 34.7 56.1 45.2 
Continue breastfeeding 32.7 44.9 38.7 
Give syrups 22.8 24.5 23.6 
Feed as usual 26.7 12.2 19.6 
Breastfeed more often 19.8 14.3 17.1 
Feed more liquid food than usual 12.9 18.4 15.6 
Other 8.9 14.3 11.6 
Give carrot juice or rice water 9.9 12.2 11.1 
Feed more than usual 13.9 5.1 9.6 
Feed liquid food as usual 13.9 3.1 8.5 
Give traditional medicine 2.0 15.3 8.5 
Give treated water 5.9 5.1 5.5 
Feed less than usual 3.0 3.1 3.0 
Feed less than usual liquid food 3.0 3.1 3.0 

What mothers should do (in relation to feeding) AFTER her child has recovered from diarrhea or 
another illness 

Feed as much food as usual 49.5 50.0 49.8 

Feed more than usual 39.6 42.9 41.2 

Continue breastfeeding 40.6 39.8 40.2 

Give more liquids than usual 27.7 39.8 33.7 

Feed an extra meal every day for 2 weeks 17.8 22.5 20.1 

Other 13.9 13.3 13.6 

Feed less than usual 0.0 2.0 1.0 

Time until children need an extra meal per day after they have been sick 

Don't know 5.9 0.0 3.0 

 Mean ± SD Mean ± SD Mean ± SD 

Number of weeks 1.4 ± 1.1 1.7 ± 0.9 1.5 ± 1.0 
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Table A9.28    Knowledge of village doctors about mean age of introduction of food items 

 A&T area Non-A&T 
area 

All 

 (N=101) (N=98) (N=199) 

  Mean(SD) Mean(SD) Mean(SD) 

Water  5.3(1.4) 5.6(1.1) 5.5(1.3) 
Rice, Bread, Muri etc. 6.8(1.8) 6.9(1.9) 6.8(1.9) 
Legume: daal 6.6(1.6) 6.7(1.5) 6.6(1.5) 
Green leafy vegetables 6.5(1.3) 6.6(1.4) 6.6(1.4) 
Vegetables such as pumpkin, orange yam, orange-red-flesh sweet 
potatoes, carrots, tomato  (vitamin-A rich)  

6.9(1.9) 6.8(1.7) 6.9(1.8) 

Ripe papaya or mango 7.4(2.3) 6.8(1.7) 7.1(2.1) 
Bananas 7.2(2.1) 6.9(1.8) 7.0(2.0) 
Meat such as beef, mutton 8.6(2.8) 8.8(2.7) 8.7(2.7) 
Chicken, duck, other poultry  8.6(2.8) 8.7(2.6) 8.6(2.7) 
Fish (Big) 9.1(8.4) 8.3(2.4) 8.7(6.2) 
Fish (Small) 9.0(8.3) 8.2(2.4) 8.6(6.2) 
Eggs 6.7(1.6) 7.0(  2.0) 6.8(1.8) 
Peanuts, groundnuts, other nuts 10.7(2.3) 10.(2.6) 10.4(2.5) 
Milk (cow, goat or powdered) 6.7(2.0) 6.3(2.0) 6.5(2.0) 
Purchased snack foods (chips, chanachur, packet lichis etc.) 10.4(2.6) 10.0(2.7) 10.2(2.6) 
Notes: Significant effects: * p < 0.05, ** p < 0.01, *** p < 0.001. 

 

 

 

 


