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Preface 

BEES contribution to the development field is to alleviate poverty and empower the 
poor of rural and urban areas. It is registered as a national NGO which has been 
working for the last few decades for bringing about socio-economic changes in the 
lives of the poor, illiterate, neglected, unskilled and malnourished people, especially 
women and children of the society through empowerment. The development drive 
executed by BEES was initially started as Bogura Rural Development Project 
(BRDP) under Christian Reformed World Relief Committee (CRWRC) in 1975. 
The project along with assets and staffs was handed over to BEES in 1984. Since 
then, with a new mission and vision, BEES started its operation by refreshing the 
ongoing activities as per need and demand of the clients and extended its activities 
in other areas of Bangladesh.  BEES has enhanced self-reliance efforts of more 
than 5.8 million people so far. BEES sets forth its activities with the objectives of 
accomplishing the factors that promote or boost development by giving emphasis 
on sustainability, behavioral change and women empowerment in terms of universal 
literacy, access to health care, including WatSan, promotion of personal hygiene and 
sanitation, nutrition education, rights and governance and income and employment 
generation for livelihood development.

A major emphasis is given specially on the access to health care. BEES initiated a self-
funded development program ‘SHEBA’ which implements numerous development 
activities including health, education, agriculture and insurance for the target people. 
Among other development activities, Sheba Health program has been carried out 
since July 2002. The core activities of this health program are preventative and 
curative care with regard to Maternal and Child Health, Family Planning (MCH-
FP), treatment of general diseases, nutrition education and referral services for 
complicated patients. Under this program, BEES introduced BCC (Behavior Change 
Communication) which provides intensive interpersonal communication, along with 
social mobilization and advocacy for building awareness among target groups about 
health, nutrition education and different social issues such as demerits of early 
marriage, dowry, child labor and women’s rights. These development activities are 
being implemented in Narsingdi, Kishoreganj, Gopalganj, Bogura and Gaibandha 
districts of Bangladesh. The sheba program activities are financed by surplus 
generated from BEES microfinance program. The sheba program will be extended 
to all working areas of BEES as more surplus is expected to be generated in the 
coming years.
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Due to some limitations and hurdles, BEES was not able to conduct studies on the 
program’s activities for the past 17 years.  Therefore, BEES decided to conduct an 
impact study on “Sheba Health Program” to assess the achievements and drawbacks 
of the program to come up with a better strategy to successfully continue the program 
ahead. Considering the indicators, Research and Documentation (R&D) cell of 
BEES had developed the questionnaires for conducting the study. Some secondary 
information on different indicators was also incorporated to make the report more 
reliable. The estimated figures may differ in comparison with the national estimates 
as the study population is limited to the above-mentioned districts.

The responsibility was given to the R&D cell of BEES for conducting the survey. The 
personnel of R&D cell carried out the study taking the assistance of relevant staffs of 
the cell, staffs of Sheba Health Program of BEES’s central office and the unit offices 
of Bogura, Gaibandha and Narsingdi districts, who were directly connected with the 
activities from the beginning to date.

I extend my gratitude towards the members of our R&D cell of BEES, and special 
thanks to the staffs of Sheba Health program, the staffs of Bogura, Gaibandha and 
Narsingdi unit offices and Coordinator (M&E) for their dedication to carry out the 
study successfully.

I also extend my gratitude to Dr. Naushad Faiz to lead the research team as a Team 
Leader.

Saiful Islam Robin
Executive Director
Bangladesh Extension Education Services (BEES)
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Executive Summary
Introduction
Bangladesh is one of the most densely populated countries in the world with 
a population of roughly 157.9 million people living in an area of 147,570 square 
kilometers. Providing all the basic necessities to this large population is very 
challenging. The health services needed to fulfill the demand of the people are also 
quite limited. Considering these limitations, BEES has been implementing a health 
program since its inception and providing health services to the underprivileged 
population of the country. Among all the health programs of BEES, Sheba Health 
Program is a unique initiative that was started in July 2002. This program is run with 
the surplus from BEES’s Microfinance Program. Thus it is a self-funded program of 
the organization.  Currently, Sheba Health Program is providing health services to the 
targeted underprivileged people of Narsingdi, Kishoreganj, Gopalganj, Bogura and 
Gaibandha districts of the country in order to improve their health status. 

The goal of the program is to improve the health status and develop the standard of 
living of the targeted families in the intervention areas of BEES, and also to strengthen 
preventive and curative health services and enhance knowledge on health, nutrition, 
sanitation and personal hygiene, HIV/AIDS prevention and other relevant issues. 
The target beneficiaries of this program are the family members of borrowers under 
BEES microfinance program and other community members, especially women of 
reproductive age and children under the age of five.

Objectives and Methodology of Study
After implementing the program for the last decade, BEES conducted a study during 
November 2018-January 2019 to assess the impact of the program. The major 
objectives of the study were to: (a) assess the impact of the health services received 
by the target beneficiaries of the program; (b) measure its effectiveness; and (c) 
take initiatives to improve the strategy of interventions and document the learning 
throughout the implementation of the program.

A total of 20,741 beneficiary families, consisting of around 84,208 members, were 
covered by the Sheba Health Program. In order to credibly assess the program 
impact, both quantitative and qualitative data were collected from various sources. 
The major sources of data included listed households, households from outside the 
list, local elites and program implementers. Structured questionnaires were used 
to facilitate the data collection process. The questionnaires were prepared for this 
survey along with the methods of data collection. Enumerators were given training 
before starting data collection and were closely supervised by the Research and 
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Documentation (R&D) team of BEES during the whole data collection process. This 
study is anticipated to serve as a source of information on the activities of Sheba 
Health Program, which extended its services to the target beneficiaries for the last 17 
years. The information generated by the study is expected to be helpful for program 
implementers, policymakers and researchers.

Main Findings of Study

The major findings of the study are summarized below.

Children’s health related findings
In the Sheba Health Program intervention areas, 91% children were fed 
colostrum immediately after exclusive breast feeding (EBF), and 88% were given 
complementary feeding after the completion of 6 months. On the other hand, 
initiation of complementary feeding before the appropriate age in the intervention 
area was less (12%). Majority of the children (91%) were fully immunized according 
to the EPI guideline. Neonatal and infant mortality rates are less in the intervention 
area when compared to other areas.  For every 1,000 live births, neonatal (0 to 28 
days) mortality was 26, infant (0 day to <1 year) mortality was 26, and the mortality 
rate for children under 5 years was 46. Also, 35% children below the age of 2 
years in the intervention area were monitored using GMP cards. Of them, 26% 
had received services from BEES paramedics and 9% from government and other 
organizations. For children aged between above 2 years to below 5 years, 43.8% 
were monitored using GMP cards. Of them, 38.2% had received services from 
BEES paramedics and 5.0% from government and other organizations.

Mother’s health related findings
Under the scope of Sheba Health Program, 44% pregnant mothers received delivery 
facility at home, where 6% delivery were facilitated by skilled birth attendants and 38% 
by unskilled birth attendants. For comparison with the national data, 62% pregnant 
mothers received delivery facility at home, according to the Bangladesh Demographic 
and Health Survey (BDHS) 2014. In the Sheba Health Program area, 56.3% pregnant 
women received delivery services from government and non-government hospitals. 
Among them, 37.5% underwent C-section, while 18.8% went for normal vaginal 
delivery (NVD). Besides, 57.5% pregnant women received delivery services from 
public and non-government hospitals in the program area. Among them, 40% had to 
go for C-section and 17.5% for NVD. BDHS 2014 shows that 37% women went to 
hospitals for delivery; among them 23% underwent C-section and 14% NVD.

Moreover, 33% pregnant mothers in Sheba Health Program area received delivery 
services from government health facilities, while 67% obtained the same from the 
private sector. In areas outside of the Sheba Health Program, the corresponding 
numbers were 35% and 65% respectively.  In the program area, 93.8% pregnant 
mothers received antenatal care (ANC) services at least once. Among them, 37.5% 
received services from paramedics of BEES, 12.5% from public health facilities and 
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43.8% from other private health care providers. On the other hand, in the out-of-
program area, 72.5% pregnant mothers received ANC services at least once. Among 
those mothers, 30% obtained services from the public sector and 42.5% from other 
private health facilities. In the out-of-program areas, there were no pregnant mothers 
who received ANC services from the BEES program. According to BDHS 2014 data, 
64% pregnant mothers received ANC services at least once.

In the program area, 63.6% pregnant mothers received postnatal care (PNC) services 
at least once within 42 days of delivery. Among them, 18.2% received services from 
paramedics of BEES, 9.1% from public health facilities and 36.4% from other private 
health providers. On the other hand, in the out-of-Sheba Health Program area, 34.6% 
pregnant mothers received PNC services at least once. Of them, 15.4% obtained 
services from the public health sector and 19.2% from other private health facilities. 
There were no postnatal mothers who received PNC services from BEES. BDHS 
2014 data shows that 36% pregnant mothers received PNC services at least once 
within 42 days of delivery.

Findings on BMI measurement
In the program implementing area, 35% adolescent girls were measured for Body 
Mass Index (BMI) with the full support of the paramedics of BEES. There was no 
other service provider in the area for providing this service. On the other hand, only 
17% of adolescent girls were measured for BMI and only 2% were supported by 
BEES paramedics in the out-of-program area.

Status of health cards
In the program area, 3.6% households received health cards. Around 0.8% of the 
cards were distributed by BEES paramedics. In the out-of-program area, 3.8% 
households received health cards. However, there was no contribution of BEES 
paramedics in the distribution of cards in the out-of-program area.

Status of general treatment
In the program area, 70% households received general treatment. Among them, 
20% received the service from program paramedics during 6 months prior to the 
survey. On the other hand, 58% households received general treatment in the out-of-
program area, where there was no service rendered by the Sheba Health Program.

Status of Contraceptive Prevalence Rate
In the program area, 70.2% of eligible couples used modern contraceptive methods 
compared to 65.8% in the out-of-program area. Among all users of modern 
contraceptive methods, 29.8% received services from the public sector and 40.4% 
from private/NGO service providers in the program area. On the other hand, in the 
out-of-program area, 23.5% received contraceptives from public service providers 
and 42.3% from private/NGO sources. BDHS 2014 data shows that 54% eligible 
couples were modern method users.
In the area of Sheba Health Program, 57.5% of fertile married women, aged between 



Impact Assessment of SHEBA Health Program

12

15 and 49 years, took pills compared to 59.9% in the out-of-program area. The rate of 
condom use in the program area was 7.5% compared to 8.9% in the out-of-program 
area. The rate of injectable use in the program area was 21.3% which was very closer 
to the out-of-program area. There was no fertile married woman who used intrauterine 
device (IUD).  About 2.1% of the eligible men used non-scalpel vasectomy (NSV) in 
the program area, where as it was only 0.4% in the out-of-program area. The rates of 
implant and tubectomy were 5.4% and 5.8% respectively in the program intervention 
area, while the rates were 4.5% and 4.8% respectively in the out-of-program area. 
Thus, from the above discussion it is clear that the pill was the most preferred method 
of contraception in both program and out-of-program areas.

Status of Referrals
More than 7.4% of the patients in the program area were referred to government 
hospitals and clinics during six months prior to data collection. 0.55% of the cases 
was referred by the program’s paramedics. In the out-of-program area, the proportion 
of referred patients was 6.5%.

Status of households’ participation in demonstration sessions on 
supplementary feeding
In the program area, 19.2% of households participated in demonstration sessions 
on supplementary feeding for children. About 17.8% households participated in 
sessions organized by the BEES program. On the other hand, in the out-of-program 
area, the proportion of households participating in the demonstration sessions was 
insignificant, 0.8%. And only 0.3% households participated in demonstration sessions 
organized by BEES.

Use of Sanitary Latrines
In the area of Sheba Health Program, 71.8% households used sanitary latrines, 
12.6% used latrines with broken water seal, and 15.6% used katcha/open latrines. In 
the out-of-program area, the proportion of households using these types of latrines 
was 75.8%, 14.5% and 9.8% respectively.

Conclusion

Overall, the impact of Sheba Health Program after seventeen years of implementation 
is quite satisfactory. Pregnant and lactating mothers, fertile couples, children from 
0 to 5 years, and adolescent girls were the major target groups as beneficiaries of 
this program. Through the program, the beneficiaries received services on antenatal 
care, postnatal care, and family planning, etc. The paramedics of BEES provided 
services to the program beneficiaries through static and satellite clinics. They referred 
emergency or complicated cases to local government health facilities or clinics 
through collaboration with them. Significant achievement was seen in the intervention 
of colostrum feeding, complementary feeding, measurement of growth monitoring 
for children, ANC and PNC services, and BMI measurement of adolescent girls and 
pregnant mothers.
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Major Recommendations

• Awareness sessions on the importance of colostrum feeding of newborns and 
exclusive breastfeeding of children up to the age of 6 months may be arranged 
for beneficiary pregnant mothers and their families. Different varieties of attractive 
BCC materials regarding these needs may be distributed to pregnant mothers at 
the time of ANC/PNC.

• Quality ANC may be ensured through incorporating most of the parameters of 
ANC for increasing the number of patients.

• Demonstration sessions on ‘Health and Nutrition for Children and PNC/ANC 
Mothers’ may be arranged to raise awareness of pregnant mothers and their 
family members.

• Sessions may be conducted through courtyard meetings to enhance awareness 
among fertile couples on the issue of maintaining proper birth spacing to keep up 
the sound health of mothers and children.

• Program implementers may create awareness among parents on the importance 
of immunization for children to increase the number of children under immunization 
program.

• Program implementers may create awareness among parents about the 
importance of GMP and provide colored GMP card for encouraging them to 
receive the service again. 

• School program can be introduced in collaboration with the government’s health 
program for including more adolescent girls under BMI measurement.

• For reducing home delivery by unskilled birth attendants, linkages may be 
established with appropriate service centers/persons whose list may be supplied 
to the beneficiaries.
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Section 1: Introduction
BEES (Bangladesh Extension Education Services) initiated its Microfinance Program 
in 1988 to enhance the scope of socio-economic uplift and empower disadvantaged 
people, especially women. It was started in collaboration with Bangladesh Bank and 
later with Rajshahi Krishi Unnayan Bank (RAKUB). It is the major program of BEES 
and provides much needed capital to the beneficiaries to invest in various fields of 
developmental activities which help them generate income for their families. From 
the surplus income of the Microfinance Program, BEES has been contributing to 
several developmental activities through operating health, education and agricultural 
programs. Sheba Health Program is such a program by which BEES has been 
extending health support for its beneficiaries and other community people in its 
working areas. It was started in July 2002 as a Self Supported Development Program 
of BEES in Narsingdi, Kishoreganj, Gopalganj, Bogura and Gaibandha districts 
of Bangladesh (see map in Figure 1). These districts were selected for program 
implementation considering the vulnerability of the rural poor. Communication, 
economic opportunities, educational status and existing health services were taken 
into consideration while selecting the implementing area.

The goal of the Sheba Health Program is to “improve the health status and develop the 
standard of living among the target families in BEES intervention area.” Its objectives 
are to strengthen preventive and curative health services and enhance knowledge 
on health, nutrition, sanitation and personal hygiene, HIV/AIDS prevention, and other 
relevant issues. The target beneficiaries are the family members of the microfinance 
program and community people, especially women of reproductive age and children 
under five, in the intervention area.

The core activities of this program are preventative and curative services with regard 
to Maternal and Child Health, Family Planning (MCH-FP), treatment of general 
diseases, nutrition education and referral services for complicated patients. Under 
this program BEES also introduced Behavior Change Communication (BCC), which 
provides intensive interpersonal communication, along with social mobilization and 
advocacy for building awareness among target groups of health, nutrition education 
and different social issues such as demerits of early marriage, dowry, child labor and 
women’s rights, etc.

The BEES paramedics provide health services through static and satellite clinics 
under the supervision of a health supervisor and guidance of the head office. The 
emergency or complicated cases are regularly referred to the local government 
health facilities or clinics through collaboration with them.
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The major services provided under Sheba Health Program are: antenatal and 
postnatal care; counseling of mothers on colostrum feeding, exclusive breastfeeding 
and complementary feeding; monthly growth monitoring for children under 5 years; 
promoting immunization for children under 2 years and women of reproductive age; 
nutrition education for pregnant mothers, lactating mothers and adolescent girls; and 
counseling newly-wed and fertile couples on family planning methods for improving 
their health status and standard of living.

After implementing the 
Sheba Health Program 
for the last decade, BEES 
conducted a study during 
November 2018-January 
2019 to assess its impact. It 
was anticipated that the study 
would serve as a source of 
information based on the 
activities and success of 
the Sheba Health Program, 
which extended its services 
to the targeted beneficiaries 
for the last 17 years. This 
report provides details of the 
impact assessment study. It 
is organized in six sections. 
After the introductory 
remarks in Section 1, the 
objectives and methodology 
of the study are described 
in Section 2. Section 3 
contains a brief review of 
findings of similar studies 
conducted in Bangladesh 
at the national level, while 
Section 4 presents the main 
findings of the study. Section 
5 concludes the report and 
Section 6 makes a number 
of recommendations.

Figure 1: Districts where SHEBA Health Program 
is implemented (indicated by red star)
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Section 2: Objectives and 
Methodology of Study

The major objectives of the study were to:

a. Assess the impact of the health services received by the target beneficiaries 
of the program

b. Measure effectiveness and take initiatives to improve the strategy of existing 
interventions

c. Document the learning throughout the implementation of the project

In order to fulfil the above objectives, a sample survey was conducted through which 
the beneficiaries of Sheba Health Program area were compared to non-beneficiaries 
living outside the program area. The target respondents were the beneficiaries as 
well as non-beneficiaries of the Microfinance Program of BEES. The methodology of 
the survey is explained below.

2.1 Sampling Technique

The total number of listed beneficiaries up to December 2018 was considered as a 
sampling frame to draw the sample. During sampling, a total of 20,741 beneficiary 
families consisting of around 84,208 members were covered by the services of the 
Sheba Health Program.  Systematic random sampling method was applied as it is 
more convenient for this type of population. To cover the entire population, a total 
number of 400 samples were drawn from the beneficiary list which was kept in the 
area offices. Formula of one sample proportion test was applied to compute the 
sample size considering the population parameter.

To assess the program impact credibly, both quantitative and qualitative data from 
different sources were collected. Listed households, households from out of the list, 
local elites and program implementers were the major sources of data.

Sample size determination

Formula of One Sample Proportion Test to determine the Sample Size:
The formula of one sample proportion test is:
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Sample size calculation for one sample proportion test

Where, 

 

 Expected proportion after implementation of the program (considering 
10% increase from national survey report) = 70.4%.

  A proportion expressed as a percentage. 

Prevalence of any ANC service taken by mothers = 64% (BDHS-2014)

Example,

 Z 1.90

  0.842
 p_0 0.64
 p_a 0.704

Then n = 399

(Machin D, Campbell MJ, Tan SB, Tan SH (2009). Sample size table for clinical 
studies, 3rd ed.)

The sampling units were scattered all over the working areas of Narsingdi, Kishoreganj, 
Bogura and Gaibandha districts. According to the formula, a total of 399 beneficiary 
samples were required to be drawn. However, considering the number of enumerators 
and accuracy of data, a total of 400 samples were drawn from the beneficiary list 
and data was collected accordingly. In addition, further 400 representative samples 
from outside of the program area were selected randomly covering a wider area, 
where Sheba Health Program did not provide any service. Data from those samples 
acted as control by which impact of the program was measured. The geographical 
location and socio-economic status of the respondents in the out-of-program area 
were similar to those of the beneficiary respondents in the program area.
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2.2 Data Collection

Data for the study was collected through in-depth interviews with individual 
respondents and focus group discussions (FGD) with groups of respondents. A total 
of 400 in-depth interviews were conducted and 18 FGDs held. The main objective 
of conducting FGDs was to collect background information on quantitative data and 
critically assess the impact of the project. Structured questionnaires were used to 
facilitate the data collection process. The types of respondents surveyed and the 
methods of data collection used are shown in Table 1 below. The questionnaires are 
contained in Annexes 1-6.

Table 1: Types of respondents and methods of data collection
Respondents Data collection methods

1) Beneficiary (individual and association member) In-depth interview

2) Beneficiary (group and association member) FGD

3) Non-beneficiary (individual and outside of working area) In-depth interview

4) Non-beneficiary (group and outside of working area) FGD

5) Program implementers FGD

6) Elite person of the project (teacher, union parishad 
member, chairman)

In-depth interview

2.3 Training and Field Work

It was decided to provide training on data collection to internal staff members of 
respective areas to be covered by the survey as they knew the program closely and 
the area as well. Therefore, 11 paramedics of Bogura and 6 paramedics of Narsingdi 
area were selected as enumerators for collecting data from the field. Concerned 
staffs of the R&D Cell developed the survey tools and conducted practical orientation 
sessions for the enumerators. After receiving orientation, the enumerators went to 
the program implementing area of BEES to pre-test the questionnaires under the 
guidance of the R&D Cell personnel. The questionnaires were finalized after necessary 
modifications, and the concerned enumerators started collecting data under very 
intensive supervision of R&D Cell staff members. It took four months to complete the 
survey. During the entire survey period, intensive supervision and monitoring were 
ensured by the R&D team to confirm the authenticity of the collected data.

2.4 Data Processing and Analysis

All the survey questionnaires along with the collected data were returned to the R&D 
Cell after which the processing of collected data started. Microsoft Excel was used 
as data template for data entry and analysis. Office editing and coding of open-ended 
questions were done before the data entry. Descriptive analysis in Excel was done to 
process the qualitative data.
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If any inconsistency was detected during data processing, the concerned personnel 
from R&D Cell discussed the problem with the enumerators and advised them 
to collect data appropriately for ensuring their authenticity. Several figures were 
generated to make the analytical information more visible.

It should be mentioned that the research team took permission from the respondents 
before collecting data from them. The team maintained full confidentiality of the 
collected data.

2.5 Limitations

The limitations of the study methodology include the following:

• Considering the cost, time and experience, program staffs were involved 
as data enumerators for collecting data from both intervention and non-
intervention groups. There was a chance of inappropriate data collection 
as this bias was not eliminated. However, this limitation was overcome with 
strong monitoring and supervision. 

• The research team selected the respondents systematically for data 
collection from the intervention area. But there was no systematic order in 
the identification of the respondents for data collection in the control area.

• The team only selected the villages for control and the data enumerators 
selected the sample according to the instruction of the team.

• The data enumerators collected data from the field in addition to doing their 
regular job, so they could not give full concentration on the research activities. 
As a result, it took them more time to collect the data.
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Section 3: Literature Review
Status of contraceptive method users

With reference to their awareness of specific family planning methods, it was 
observed that among the recipients, contraceptive pill, injectable and IUD were the 
most commonly known methods followed by tubectomy and condom. Among the 
non-recipients, the best known methods were the contraceptive pill and injectables 
followed by IUD, condom and tubectomy. For both the recipients and non-recipients, 
the least known methods were vasectomy and traditional methods.

Over 80% of the recipients knew the use of the pill, injectables, IUD and condom. Among 
the non-recipients, 61% knew how to use the pill. (Haque et al. 2001, October, Page 43, 
vol 47, No 2, Status of Satellite Clinics in Bangladesh). Contraceptive prevalence rate is 
62.1% and 62.3% in Sample Vital Registration System (SVRS) 2015 and SVRS 2016 
respectively. Child mortality rate in Bangladesh dropped 73% in 25 years, according to 
a UNICEF report (News Desk, bdnews24.com, published: 2015-09-09).

According to the most recent Demographic and Health Survey (DHS) (NIPORT, 2001), 
the proportion of currently married women using a family planning method increased from 
under 8% in 1975 to over 53% in 2000. About 43% of women reported use of modern 
methods while around 10% use traditional methods. The rural-urban divide shows that 
60% of the urban women and 52% of the rural women use contraceptive methods.

Status of pregnant woman receiving delivery facilities

Since 75% of rural doctors are men, families put further pressure on the pregnant 
mother to give birth at home due to having conservative mindset. Midwives break that 
barrier and provide services for the growing demand of maternal care in rural areas.

However, in Bangladesh, skilled attendants assist only 12% of births (doctors 7% 
and nurses, midwives or family welfare visitors 5%).  Furthermore, almost 92% births 
are delivered at home, often in unsafe and unhygienic conditions. Traditional birth 
attendants (TBAs, locally called dais) assist 64% births. Again, there are significant 
rural-urban differences, as professionally trained personnel attend 33% of births in 
urban areas, compared to only 8% in rural areas (NIPORT et al., 2001).
Considering the present population size and birth rates, about 2.9 million mothers 
are expected to give birth annually. The recent demographic and health survey 
shows that only 7.9% of the total deliveries are conducted in health facilities 
(NIPORT 2001).
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One of the underlying factors leading to poor maternal situation in Bangladesh is 
that a very low percentage of women actually seek professional medical assistance 
for pregnancy related care, deliveries and complications. Only 7.9% deliveries take 
place in the health facilities and only 5% of the expected complications seek services 
of static health facilities (Azizur et al.).

Status of mortality rate of children under 5 years

Child deaths under the age of five have been reduced from 12.7 million to 6.3 million 
as of 2013 - an almost 50% decrease. Between 1990 and 2011, under 5 mortality 
decreased from 151/1000 to 53/1000 live births. According to SVRS 2017, it was 24 
per 1000 live births.

Mortality declines are associated with improved coverage of effective interventions to 
prevent or treat the most important causes of child mortality and with improvements in 
socio-economic conditions. Programs to ensure high coverage of vaccine preventable 
diseases, treatment of diarrhea and ARIs, implementation of IMCI and to deliver 
newborn health interventions have been crucial to these reductions. Moreover, 
Bangladesh has seen reduced disparities in fewer than 5 mortalities between urban 
and rural areas and across different regions of the country.

Status of maternal mortality ratio and causes of mortality

The percentage of mothers in developing nations with access to skilled health 
personnel has increased from 56% to 68% in 2012; however, mortality rates have 
only dropped by 45%. (http://scholarworks.bgsu.edu/irj/vol3/iss1/10).

Of the total maternal deaths, 69% are due to direct obstetric causes, 14% are 
reported as due to injury and violence, leaving 17% due to indirect causes. The 
most common obstetric causes of maternal deaths are postpartum hemorrhage, 
eclampsia, and complications of abortion, obstructed labor, and postpartum sepsis. 
The high reported incidence of injuries and violence as causes of maternal mortality 
indicate social issues that must also be addressed to improve maternal health in 
Bangladesh (Azizur et al.).

One factor potentially influencing the high maternal mortality ratio (MMR)is that nearly 
two thirds (63%) of mothers do not receive antenatal care. Difference in the coverage 
by division is minimal although the rural-urban difference is very high. About 59% 
of urban mothers receive antenatal care, while in rural areas the rate is only 28% 
(NIPORT 2001).

It is widely agreed that one of the most important health interventions useful in 
reducing maternal mortality is to have mothers deliver with assistance from a skilled 
birth attendant.
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Between 1990 and 2010, maternal mortality in Bangladesh decreased from 
574/100,000 to 194/100,000 live births. The decline is associated with reduced 
total fertility rate (from 5 births per woman in 1990, to 2 in 2011) and with increased 
skilled delivery attendance (from 5% in 1991 to 32% in 2011). Programs such as 
the Maternal Health Voucher Scheme and Emergency Obstetrical Care Services 
(EmOCs), and the rapid development of the private sector, have also contributed to 
reducing maternal mortality.

Bangladesh has made significant progress towards achieving the Millennium 
Development Goal (MDG) 5 target of 75% reduction in the maternal mortality ratio 
(MMR) between 1990 and 2015. Starting at 570/100,000 livebirths in 1990, there 
has been a 44% decline by 2001 to an MMR of 322 maternal deaths per 100,000 
livebirths (Malay et al).  

Status of infant mortality rate

The national infant mortality rate (IMR) declined from 150 per 1000 live births in 1975 
to 87 in 1999. The annual crude death rate has also fallen from 19 per 1000 in 1975 to 
just 5 in 2000. The annual birth rate declined from 43 per 1000 population in 1980 to 36 
in 2000, giving a population growth rate of 1.7% in 2000, compared to 2.4% in 1980. 
This lowering of fertility is largely due to increases in the contraceptive prevalence 
rate, standing at 53.8% in 2000 (NIPORT, 2000). Although MMR did fall from 620 
per 1000 live births in 1982 to 440 in 2000 (Azizur et al), this level is still considered 
unacceptably high, with around 20,000 Bangladeshi mothers dying each year due to 
causes related to pregnancy and child birth (Azizur et al) Official government reports, 
however, estimate a lower MMR, usually around 300 per 100,000 live births.

Status of mothers receiving ANC and PNC

Only 26.8% mothers prefer to receive antenatal services from a government facility. 
More than 58% mothers prefer to use the services of an untrained provider at home. 
A wide range of factors have been identified as influencing these decisions, including 
lack of information and education about services, superstitions, fear of losing family 
prestige, financial crisis, negligence of service providers, insufficient supplies (lack of 
adequate drugs or medicine), shortages of skilled doctors, and predominance of male 
doctors in the government hospitals (Haider et al, 2000). Success factors of women 
and children: Ministry of Health and Family Welfare, Bangladesh; coordinated and 
supported by WHO.

It was found that 21% pregnant mothers do not visit the doctors for receiving ANC 
services during their pregnancy period. About 22% pregnant mothers received 
consultation for 4 times. In case of PNC, it was found that 39% mothers do not visit 
the doctors to receive PNC services. Around 14% PNC mothers, who were under 
caesarean section, consulted with doctors for 4 times. About 8% mothers under 
normal delivery consulted with doctors for 4 times for receiving PNC services (BBS-
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December 2013, Health and Morbidity Status Survey- 2012). ANC coverage (at least 
one visit by skilled health professional) is 63.9% (BDHS 2014).

The proportion of mothers seeking postnatal care from professionally trained 
personnel is very low, both in rural and urban areas of Bangladesh (Barkat et al., 
1995). On the whole, only 7% of women who delivered at home sought postnatal 
care from medically trained personnel, despite the postnatal period being one of the 
riskiest periods for occurrence of life threatening complications.

Status of children’s immunization

A total of 88% children aged 12-23 months were immunized by BCG vaccine, 79% 
by Measles vaccine and 70% by all vaccines (BBS-December 2013, Health and 
Morbidity Status Survey- 2012). Besides, full vaccination has been received by 
86.8% children (Health bulletin 2018).

Status of C-section delivery and NVD

In case of maternal health care, about 83.6% deliveries were normal and 16.4% 
were caesarean among women aged 15-49 years who gave birth during the last one 
year of the survey. In rural areas, 87.4% deliveries were normal and 12.6% were 
caesarean. In urban areas, about one-third (30.7%) deliveries were caesarean. About 
69% deliveries of ever married women aged 15-49 years during last 1 year of survey 
occurred at home. In the rural areas, home deliveries were about 74% and these 
were about 50% in urban areas. About 14% deliveries were in government hospitals, 
15% in private hospitals and 2% in NGO health care centers. (Bangladesh Bureau of 
Statistics-December 2013, Health and Morbidity Status Survey-2012). According to 
BDHS 2014, C-section rate was 22.9% and home delivery rate was 62.2%.

About 21.2% deliveries of ever married women aged 15-49 years during the last one 
year of survey were attended by doctors, 10.3% by nurse, 36.2% by trained midwives, 
3.3% by health workers, 14.0% by untrained midwives and 15.0% by others.

For more than 80% deliveries of ever married women aged 15-49 years during last 
one year of survey living in the lowest and 2nd lowest asset quintiles, were taking 
place at home. About 50% deliveries of the mothers of the same age living in highest 
asset quintile happened in health care institutes.

It is observed that there was a negative correlation between birth order and birth 
attendants as doctor or nurse. With the higher birth order there was a trend of more 
untrained birth attendants during deliveries (BBS-December 2013, Health and 
Morbidity Status Survey- 2012).

Size of population, its growth and age-sex structure have manifold socio-economic 
and demographic implications. Current age-sex structure observed in any population 
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is the result of past trends in fertility, mortality and migration. On the other hand, 
age-sex composition and socio-economic variables have significant effect on fertility, 
mortality and nuptiality. The current age structure of Bangladesh population is young 
as about 32.5% of population is under the age of 15.

Of those women not using family planning, an estimated 5 million couples are seen as 
not having their contraceptive needs met, either wanting to space births, or wishing 
to limit the number of their children. Therefore, in spite of achieving a high CPR, 
unplanned pregnancies are still common in Bangladesh.

Many of these barriers will lead to delays in seeking all forms of maternal care, even 
when life-threatening emergencies arise, which may be a major factor behind the 
high level of maternal mortality. In Bangladesh, a 2001 survey found only 61% of 
women who sought medical care decided to do so within 6 hours of recognizing the 
need, with delays of 3 days or more in some cases (NIPORT 2002).

Quality of care and patient-provider interaction greatly affects the overall maternal 
health situation in Bangladesh. It has been found that the quality of maternal health 
services provided by the government institutions is poorer than desired. Facilities 
suffer from a large number of problems, such as shortage of medical equipment, 
dearth of doctors, nurses, and technicians, an unhygienic physical environment, 
scarcity of power and water, pilferage of drugs and medicines and irregularities in 
the management system (Bangladesh Ministry of Health and Family Welfare, 2000).

A United Nations Children’s Fund (UNICEF) report stated that the under-five mortality 
rate in Bangladesh in 1990 was 144 per 1,000, but in 2015 the rate was 38 per 1,000. 
The Levels and Trends in the Child Mortality Report 2015 also showed that the child 
mortality rates across the world have halved, 53 percent, over the same timeframe. 
Besides, according to the Health Bulletin 2018, under-5 mortality rate was 31 (SVRS 
2017).

The number of under-five deaths has dropped to below 6 million for the first time 
in the reporting year, a figure that is in stark contrast to the 12.7 million deaths in 
1990.  UNICEF Deputy Executive Director, Geeta Rao Gupta, said the development 
was a great achievement (UNICEF Report 2015).
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Section 4: Results and Discussion

In this section, the results of the study are presented, interpreted and discussed so 
that the readers can easily understand the research findings. Graphs have been 
used extensively to make the analytical information more visual.

4.1 Child Health

During the survey of the Sheba Health Program, data on children of 0 to 2 years in 
relation to the issue of colostrum feeding after birth were collected.  It was found that 
91% children of this age group, who were under the Sheba Health Program, received 
colostrum. In the case of children outside the program area, the proportion was 88%. 
This shows that 3% more children received colostrum in the program area (Figure2). 
When paramedics visited pregnant mothers they told them about the importance of 
colostrum feeding, as a result of which more children were under colostrum feeding 
in the program area.

91%

88%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Program area

Out of Program area

Percentage of colostrum feeding

 
Figure 2: Percentage of newborns breastfed with colostrum

Through discussion with relevant staff members of BEES about the issue of children 
who did not receive colostrum, it was identified that a number of mothers who 
underwent caesarian section could not feed colostrum to their children due to their 
unsound physical condition after delivery.
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To find out the status of children in regard to exclusive breastfeeding, children aged 
6 months plus to 2 years were selected for data collection. It should be mentioned 
that these children were selected for data collection under the parameter ‘Children 
under exclusive breastfeeding (EBF)’ had never received honey, dairy milk, goat milk, 
mixed water or any type of complementary feeding. It was found that 50% of the 
children from that group residing in the Sheba Health Program area were exclusively 
breastfed until they completed 6 months of age. In the case of children in the out-of-
program area, the proportion was 49%.

Children under Exclusive Breast Feeding

100%

Program area
Out of Program area 

50%

0%

49.0%
50.0%

Figure 3: Exclusive breastfeeding pattern of children under 6 months

In all cases, the number of children under EBF was not satisfactory. The following are 
the main reasons for the low number of children under EBF:

 According to local tradition or social prejudice, mothers and family members 
started to serve rice and other food to their 5-month-old children. In some 
cases, parents served additional food to their 3-month-old children too.

 Children do not get sufficient milk from malnourished or teenage mothers. 
In such cases, parents have to serve additional food to their children at an 
early stage.

 Babysitters serve additional food to children in their early age in case of 
working mothers.

 Some mothers remain sick after caesarian, so they cannot provide breast 
milk to their children.

During the survey we tried to find out at what age complementary feeding was initiated 
for the infants. It was found that complementary feeding was started for 88% of the 
children when they were 6 months and older, while 12% received complementary 
feeding when they were from 3 to 6 months old in the program area. In the case of 
children in the out-of-program area, the proportions were 71% and 29% respectively 
(Figure 4).
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Children under complementary feeding
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Figure 4: Percentage of children initiated with complementary feeding after 
and before 6 months of age

The above graph also shows that, in the program area, 17% more children started 
to receive complementary feeding right after crossing the age of 6 months and, 
apparently, 17% fewer children below the age of 6 months received complementary 
feeding compared to children in the out-of-program area. The major cause behind 
children getting complementary feeding prior to reaching the required age is short birth 
spacing. A mother generally has to provide complementary feeding to her newborn 
child when the elder child remains habituated to breastfeeding. The government 
encourages permanent methods of birth control for couples who have more than two 
children. Through discussion with the respondents it was found that fertile women 
generally buy contraceptives from the local pharmacy. The sales persons in local 
pharmacies often make mistakes in selling the appropriate contraceptive materials. 
As a result, contraception often does not work and fertile women become pregnant 
unexpectedly.

Figure 5 below shows that 91% of children in the program area were fully immunized, 
while the proportion was a percentage point higher (92.1%) in the out-of-program area.

Fully immunized children's status

91.0%
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Figure 5: Status of fully immunized children according to EPI schedule (in %)



Impact Assessment of SHEBA Health Program

28

The Bangladesh government health department is directly involved with this program to 
implement its activities. Sheba Health Program personnel have only been counseling 
the community people to receive immunization services through the government. 
After being immunized for the first time, children suffer from fever. Although this fever 
is a common phenomenon, many parents do not show interest in giving their children 
the 2nd dose of vaccination in order to avoid fever. Although the number of immunized 
children is more than 90%, it is necessary to check the immunization cards and 
convince the parents to bring more children under the immunization program.

Neonatal, Infant and under 5 mortality rate
(per 1000 live birth)
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Figure 6: Neonatal, infant and under five mortality rates per 1,000 live births

Data on the incidence of children’s death during the period January 2014-December 
2018 have been collected for several categories of children from 0 to under 5 years 
old. The respective categories were neonatal (0 to 28 days), infant (0 day to <1 year) 
and children under 5 years. Figure 6 above shows that neonatal and infant mortality 
rates were lower in the Sheba Health Program area compared to those in the out-of-
program area. Neonatal mortality rate was lower by 2 per 1,000 live births and infant 
mortality rate by 5 per 1,000 live births. However, the under-5 mortality rate was 
higher in the program area (46 per 1,000 live births) than in the out-of-program area 
(38 per 1,000 live births). 

Under the Sheba Health Program, 35% of children below 2 years were monitored using 
a Growth Monitoring and Promotion (GMP) card. Among them 26% were measured 
by paramedics from BEES and 9% by service providers from the government and 
other organizations. This is a significant achievement for BEES. In the out-of-program 
area, on the other hand, only 9% children received this service (Figure 7). A total of 
65% children below 2 years did not receive any GMP service. The main reasons for 
this are the following:

 Parents are not aware of the benefits of GMP measurement
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 Limited number of paramedics in the program to cover the vast and distant 
area

GMP measured under 2 year’s old children (in %)
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Figure 7: Status of Growth Monitoring and Promotion (GMP) of children 
below 2 years (in %)

Figure 8 shows the GMP status in and outside of Sheba Health Program areas, which 
were 80% and 20% respectively. The paramedics expect assistance from the Field 
Organizers of Microfinance program to create awareness among the beneficiaries 
about the benefits of GMP.

GMP status in Sheba and outside of Sheba health program area

80%

20%

Program area

Out of Program area

Figure 8: GMP status in and outside of Sheba Health Program areas (in %)

For children from the age of 2 to 5 years, a total of 43.8% children received the GMP 
measurement facilities in the program area. Among them, 38.2% were facilitated by 
BEES. In the out-of-program area, only 5.0% children were monitored using GMP 
cards facilitated by others (Figure 9).
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Figure 9: GMP status of children from 2 to 5 years (in %)

4.2 Maternal Health

Last six months’ data on pregnant mothers were collected from both program and out-
of-program areas in order to find out the status of deliveries at home. The data reveal 
that 44% pregnant mothers received delivery facilities at home in the Sheba Health 
Program area. Of these, 6% of the deliveries were facilitated by skilled birth attendants 
and 38% by unskilled birth attendants. Similarly, in the out-of-program area, 43% 
pregnant mothers delivered at home; 3% were facilitated by skilled birth attendants 
and 40% by unskilled birth attendants (Figure 10). The program implementers said 
that establishing linkages with appropriate service centers such as government health 
centers or relevant service providers might reduce the number of deliveries at home 
by unskilled birth attendants.
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Figure 10: Status of pregnant mothers who received delivery facility at home (in %)
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In the Sheba Health Program area, 56.3% pregnant women received delivery services from 
government and non-government hospitals. Among them, 37.5% had to go for C-section 
and 18.8% for normal vaginal delivery (NVD). Similarly, in the out-of-program area, 57.5% 
pregnant women received delivery services from government and non-government 
hospitals. Of them, 40% had to go for C-section and 17.5% for NVD (Figure 11).
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Figure 11: Incidence of Caesarean Section and Natural Birth (in %)

During the survey, data on delivery services provided by the government and private 
health sectors for a period up to the last six months were collected. After analyzing 
the data, it was found that, under the Sheba Health Program, 33% pregnant mothers 
received delivery services from government facilities and 67% from private service 
providers (Figure 12). In the out-of-program area the corresponding proportions were 
35% and 65% respectively (Figure 13).

33%

67%

 Public sector (GoB) delivery  Private sector (PVT) delivery

Delivery sevices provided to pregnant mothers in program area

Figure 12: Sources of delivery services provided to pregnant mothers in 
program area (in %)
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 Public sector (GoB) delivery  Private sector (PVT) delivery

Delivery sevices provided to pregnant
mothers in out-of-program area

35%
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Figure 13: Sources of delivery services provided to pregnant mothers outside 
of program area (in %)

Discussions with the implementing staffs revealed that patients and their attendants 
generally preferred to go to private clinics or hospitals for getting better service. Lack 
of knowledge of public health care facilities is another reason for choosing the private 
sector. The facilities available in government health centers need to be properly 
introduced to the community people in order to change their perception of the public 
health sector.

In the area of Sheba Health Program, 93.8% pregnant mothers received antenatal care 
(ANC) services at least once. Among them, 37.5% received services from paramedics 
of BEES, 12.5% from public service providers and 43.8% from private facilities. On 
the other hand, in the out-of-program area, 72.5% pregnant mothers received ANC 
services at least once – 30% from the public sector and 42.5% from the private sector 
(Figure14). The figure shows that the Sheba Health Program of BEES had a significant 
role in providing ANC services to pregnant mothers. As a result of the intervention, 
21.3% more pregnant mothers received services in the working area of BEES.
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Figure 14: Status of pregnant mothers who received ANC services at least once (%)
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During discussions the program implementers identified a number of challenges in 
providing adequate ANC services to pregnant mothers. These include the following:

 Number of paramedics is very limited considering the number of community 
people.

 Existing paramedics cannot manage to cover the whole of Sheba Health 
Program area; therefore, they cannot identify more pregnant mothers in 
advance.

 The frequency of holding satellite clinic is low due to the lack of paramedics.

 Due to lack of health cards for long time in the field the mothers cannot be 
convinced to obtain ANC services.

 Due to unavailability of different routine tests in the program, the pregnant 
mothers have to go to private clinics for services.

In case of services for postnatal mothers, Figure 15 shows that in the area of Sheba 
Health Program, 63.6% pregnant mothers received postnatal care (PNC) services 
at least once within 42 days of delivery. Among them, 18.2% received services from 
paramedics of BEES, 9.1% from public health facilities and 36.4% from other private 
service providers. On the other hand, in the out-of-program area, 34.6% pregnant 
mothers received PNC services at least once – 15.4% from the public sector and 
19.2% from the private sector. There were no postnatal mothers who received PNC 
services from BEES in the out-of-program area (Figure15). Provision of PNC services 
by BEES paramedics to lactating mothers was limited.
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Figure 15: Status of postnatal mothers who received PNC services at least 
once within 42 days of delivery (in %)
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In response to a question on what kind of services should be provided on maternal 
and child health, Ms. Parveen Begum, an assistant teacher of a primary school in 
Chhatragachha village of Chaderhat union, Sadullapur upazila, said: “It is necessary 
to provide services to all pregnant women, lactating mothers and children at their 
doorsteps or in their villages because poor people do not have money. Besides, 
people in the villages should be made aware of the need to obtain necessary health 
care services.”

4.3 Body Mass Index Measurement

Figure 16 below shows that, in the area of Sheba Health Program, 35% adolescent 
girls were measured for Body Mass Index (BMI) with the full support of the paramedics 
of BEES. There was no other service provider in that area for providing this service. 
On the other hand, in the out-of-Sheba Health Program area, only 17% girls were 
measured for BMI. Only 2% were supported by BEES paramedics, 3% by the 
government health service providers, and 12% by the private sector, including other 
NGOs. It should be mentioned that BEES does not provide BMI services outside its 
program area, but some people come to the static clinic for getting services at their 
own initiative.
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Figure16: Status of adolescent girls under BMI measurement (in %)

4.4 Health cards distribution

In the program area, 3.6% households received health cards. Around 0.8% of the 
cards were distributed by BEES paramedics. In the out-of-program area, 3.8% 
households received health cards. However, there was no contribution of BEES 
paramedics in the distribution of cards in the out-of-program area.
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Table 2: Status of households based on receiving health cards (in %)
 

 
Total household 
received health 

cards.

Health cards distributed by

BEES 
paramedics

Public 
sector 
(GoB)

Private 
sector (Pvt.)

Program area 3.6% 0.8% 0.0% 2.7%

Out of Program area 3.8% 0.0% 0.3% 3.5%

 4.5 General Treatment

During the survey, previous six months’ data were collected on general treatment of 
ailments (common cold, fever, cough, diarrhea, dysentery, acidity, worm infestation 
and skin diseases) received by the households in the program area. Analysis of 
the collected data shows that 70% of the households received general treatment 
– 20% obtained the services from the paramedics of Sheba Health Program, 13% 
from government service providers, and 37% from the private sector, including other 
NGOs. On the other hand, in the out-of-program area, 58% households received 
the services (13% from the public sector and 45% from private and NGO service 
providers). BEES paramedics did not provide any service in the out-of-program area 
(Figure 17). For increasing the intake of services on general treatment, the awareness 
of the beneficiaries needs to be raised through courtyard meetings.

70%
58%

20%
0%

13% 13%

37% 45%

0%

20%

40%

60%

80%

100%

Program area Out of Program area 

General treatment received by the households
Total number of
General treatment
received

Service provided by
BEES paramedics
Public sector (GoB)

Private sector (PVT)
and others NGO

Figure 17: Household status based on receiving general treatment (in %)

Md Shahidul Islam, a prominent person of Nizpara village of Bhabanipur union in 
Sadullapur upazila of Gaibandha district said: “In addition to public health services, 
static, satellite clinics will have to identify diseases in the area and provide services 
through temporary camps. Because many poor people do not get proper services 
when they go to the hospital, or they do not go to the hospital on their own due to 
lack of awareness.”
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4.6 Contraceptive Prevalence Rate

In the area of Sheba Health Program, 70.2% eligible couples were found to be using 
modern contraceptive methods. Around 29.8% of the users received services from 
the public health sector and 40.4% obtained the contraceptives from private/NGO 
sources. In the out-of- program area, 65.8% of eligible couples were modern method 
users – 23.5% received contraceptive services from the public health sector and 
42.3% from private and NGO service providers (Figure18). The figure further shows 
that, in the program area, 6.3% more couples received services from government 
health centers and, on the contrary, 2.1% fewer couples obtained services from the 
private/NGO sector, and overall 4.4% more couples used modern contraceptive 
methods of birth control. To increase the contraceptive prevalence rate in the program 
area, the Sheba Health Program can sell birth control pills and condoms and increase 
the number of advocacy sessions on family planning as well.

Program area Out of Program area

Contraceptive prevalence rate 
Total number of Modern
contraceptive method
users

Service received from
Public sectors (GoB)

Service received from
Private sectors/NGOs

70
.2

%

65
.8

%

29
.8

%

23
.5

%

40
.4

%

42
.3

%

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

Figure 18: Status of Contraceptive Prevalence Rate (CPR) among fertile 
couples (in %)

In the area of Sheba Health Program, 57.5% of fertile married women, aged between 
15 and 49 years, took pills compared to 59.9% in the out-of-program area. The rate of 
condom use in the program area was 7.5% compared to 8.9% in the out-of-program 
area. The rate of injectable use in the program area was 21.3%, which was very 
closer to the out-of-program area. In the program area, there was no fertile married 
woman who used intrauterine device (IUD). About 2.1% of the eligible men used 
non-scalpel vasectomy (NSV) in the program area, where as it was only 0.4% in 
the out-of-program area. The rates of implant and tubectomy were 5.4% and 5.8% 
respectively in the program intervention area, while the rates were 4.5% and 4.8% 
respectively in the out-of-program area (Figure 19). Thus, from the above discussion 
it is clear that the pill was the most preferred method of contraception in both program 
and out-of-program areas.
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Figure19: Trend of CPR on different modern methods used (in %)

4.7 Status of Referrals

During the data collection period, it was observed that emergency patients were 
referred from the local level to government/private hospitals and clinics. Analysis of 
the collected data shows that, during six months prior to the survey, 7.4% of patients 
were referred to the government. hospitals and clinics. Among those cases, 0.55% 
was referred by the paramedics of the Sheba Health Program. In the out-of-program 
area, 6.5% of the patients were referred (Figure 20).
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Figure 20: Emergency patients referred from different households (in %)

Figure 21 and Figure 22 below show the percentages of referred patients in program 
and out-of-program areas respectively. The program’s front line staff members 
commented that, if BEES had its own clinic/hospital or linkage/coordination with other 
hospitals, the number of referrals might have been more.
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 Patients referred by

      BEES Paramedics

 Referred by
      GoB provider

 Self referred 

 Referred by others  

Percent of referred patients in Program area 

70%

15%
8%

7%

  
Figure 21: Status of referred patients in program area (in %)

 Patients referred by
      BEES Paramedics
 Referred by
      GoB provider

 Self referred

 Referred by others  

Percent of referred patients in out of Program area 

77%

15%

8%0%

Figure 22: Status of referred patients in out-of-program area (in %)

4.8 Participation of Households in Feeding Demonstration Sessions

Mothers participate in food demonstration sessions to practically learn about 
supplementary feeding of their children. They learn, in particular, how to prepare 
safe and balanced food for their children. Figure 23 below shows that, in the program 
area, a total of 19.2% of the households took part in demonstration sessions on 
supplementary feeding of children above six months. About 17.8% households 
participated in sessions organized by BEES. In the out-of-program area, on the other 
hand, the rate of participation was very insignificant with 0.8% of the households 
attending. Only 0.3% of households participated in sessions organized by BEES.
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Figure 23: Status of households’ participation in the demonstration session 
of supplementary feeding for children (in %)

During discussions, the program staff mentioned that the present allocation 
is inadequate to meet the requirements of ensuring quality of sessions and 
recommended that the budget should be increased according to the current market 
price allocation.

Regarding the opportunities for working on health issues in the area, Mr. Abdul Matin, 
a teacher of Ningaon Government Primary School, Shivpur upazila, Narsingdi district, 
said: “The first requirement is to provide safe delivery. Besides, it is necessary to 
provide services on health check-up of pregnant and lactating mothers and make 
them and their families aware of various diseases of children.” Ms. Afroza Shoikat 
of Chorgolmamudpur village of the same upazila stated: “We should give emphasis 
on birth control and arrange growth monitoring for children.” Ms. Farida Begum, 
Assistant Teacher of Mainuddin Bhuiyan Government Primary School of Monohordi 
upazila, Narsingdi district, declared: “Health services need to be provided through at 
least 4 satellite clinics every month.”

4.9 Use of Sanitary Latrines

Three types of latrines were considered to categorize the households from whom 
the data were collected. It was identified that in the area of Sheba Health Program, 
71.8% households used sanitary latrines, 12.6% used latrines with broken water seal, 
and 15.6% used katcha/open latrines. In the out-of-program area, the corresponding 
proportions were 75.8%, 14.5% and 9.8% respectively. The data shows that 4% 
more households used sanitary latrines in the out-of- program area (Table 2).

Table 3: Distribution of households by type of latrine (in %)

Area Sanitary 
latrine

Latrine with broken 
water seal

Katcha/open 
latrine

In Program area 71.8% 12.6% 15.6%

In Out of Program area 75.8% 14.5% 9.8%

Average 73.9% 13.6% 12.5%
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Discussion with the implementing staff members revealed that lack of knowledge and 
insufficient water to clean the latrines were the major reasons why a fourth (26%) of 
the households were not using sanitary latrines. BEES did not provide any service 
regarding installation or utilization of sanitary latrines. After analyzing the data in this 
regard, the respective program personnel and other stakeholders of BEES declared 
that it is essential to discuss the use of sanitary latrines with beneficiaries during 
courtyard meetings because the issue is very relevant to health and nutrition.

In regard to the existence of organizations or individuals that encourage people to 
ensure safe water, sanitary latrine use and healthy practices, Md. Ruhul Amin, Head 
Teacher of a primary school in Palashbari upazila, Gaibandha district, said: “No 
individual or organization encourages people to use safe water and sanitary latrine 
and indulge in healthy practices in our area.”

4.10 Gaps in Services

In order to learn details about the health status of the community people, the survey 
team interviewed local elites (e.g., school teachers, commissioners, ex-members 
of union parishad, local politicians, and religious leaders, etc.) of the community. 
Discussions with them revealed the following:

 There was no static or satellite clinic to serve the community people of many 
areas.

 In very limited areas, BRAC provided domiciliary health services to pregnant 
and lactating mothers but the services were not satisfactory in meeting their 
demands. 

 In most of the areas, only government health services were available. But 
the services were very inadequate considering the size of the population and 
their needs.

 In a very few selected areas, BRAC conducted awareness programs for the 
community people on using safe water, sanitary latrines and hygiene.

 The members of the community demanded general health treatment, 
especially for children and mothers, and treatment for asthma, diabetes, 
and ENT-related problems. They also for the treatment of adolescents and 
others.

 Many fertile couples expected the availability of appropriate contraceptive 
methods in their areas.

 Sheba Health Program implementing staff expected to strengthen relationship 
and cooperation with the Microfinance team.
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Section 5: Conclusion

Overall, the impact of Sheba Health Program after seventeen years of implementation 
is quite satisfactory. So far, many beneficiaries have received much-needed health 
services from this program. Pregnant and lactating mothers, fertile couples, children 
from 0 to 5 years, and adolescent girls were the major target groups as beneficiaries of 
this program. Through the program, the beneficiaries received services on antenatal care, 
postnatal care, family planning, counseling on colostrum feeding and weaning food, 
exclusive breastfeeding, immunization, treatment of general diseases, supplementary 
food demonstration, and referral facilitation. As frontline project implementers, the 
paramedics of BEES provided services to the program beneficiaries through static and 
satellite clinics. They referred emergency or complicated cases to local government 
health facilities or clinics through collaboration with them. Significant achievement was 
seen in the intervention of colostrum feeding, complementary feeding, measurement 
of growth monitoring for children, ANC and PNC services, and BMI measurement 
of adolescent girls and pregnant mothers. A significant number of households also 
received general treatment for common cold, fever, cough, diarrhea, dysentery, 
acidity, worm infestation and skin diseases from the program’s assigned paramedics.

Despite having some limitations, the program turned out to be successful, although 
there are a lot of areas to improve, such as dissemination of program activities and 
other information through attractive BCC materials, introduction of school program 
for adolescent girls for BMI measurement, preparation of a list of appropriate service 
centers and skilled birth attendants for the beneficiaries and others, and working for 
providing need-based services to the beneficiaries of the program. Improvement of 
monitoring and evaluation tools is required to measure the changes over time and to 
observe the impact of the program effectively. Strengthening collaboration among the 
staff members of the Microfinance Program and the Sheba Health Program is also 
required in order to implement the program smoothly.
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Section 6: Recommendations

The recommendation part of a report is very important because it directs the 
stakeholders to the solution of their specific problems. The following are the main 
recommendations of the study which may help to further improve this program:

• Awareness sessions on the importance of colostrum feeding of newborns and 
exclusive breastfeeding of children up to the age of 6 months may be arranged 
for beneficiary pregnant mothers and their families. Different varieties of attractive 
BCC materials regarding these needs may be distributed to pregnant mothers at 
the time of ANC/PNC.

• Quality ANC may be ensured through incorporating most of the parameters of 
ANC for increasing the number of patients.

• Demonstration sessions on ‘Health and Nutrition for Children and PNC/ANC 
Mothers’ may be arranged to raise awareness of pregnant mothers and their 
family members.

• Sessions may be conducted through courtyard meetings to enhance awareness 
among fertile couples on the issue of maintaining proper birth spacing to keep up 
the sound health of mothers and children.

• Program implementers may create awareness among parents on the importance 
of immunization for children to increase the number of children under immunization 
program.

• Program implementers may create awareness among parents about the 
importance of GMP and provide colored GMP card for encouraging them to 
receive the service again. 

• School program can be introduced in collaboration with the government’s health 
program for including more adolescent girls under BMI measurement.

• For reducing home delivery by unskilled birth attendants, linkages may be 
established with appropriate service centers/persons whose list may be supplied 
to the beneficiaries.

• List of skilled birth attendants can be prepared and displayed to the pregnant 
mothers and their families through static clinic, satellite clinic and during home visits

• Formal and non-formal training may be arranged to enhance the expertise of 
program’s paramedics.

• The public and private health sectors’ facilities may be disseminated to the 
community people as they can choose the facilities according to their needs.

• Number of paramedics and satellite clinics can be increased for expanding the 
program area and increasing the number of beneficiaries.

• Contraceptive pills and condoms can be sold through Sheba Health Program at 
subsidized rate to increase CPR. 
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• Monitoring tools with a concrete set of indicators can be developed to measure 
changes over time and conduct further evaluation after certain interval to observe 
the impact of the program.

• The importance of GMP measurement can be enhanced through increasing the 
awareness of beneficiary families about the benefits of GMP and increasing the 
number of paramedics.

• Goal, objectives and importance of the Sheba Health Program can be explained 
to the field level staffs of the Microfinance Program as they can contribute to the 
proper implementation of the program.
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Annex 1: Data collection tool for treatment sample

Impact Evaluation Survey Questionnaire 2018
SHEBA Health Programme

Bangladesh Extension Education Services (BEES)

Data collection method: Through Individual Interview  £ 

Respondent’s Name (Association member):_________________________________

Respondent’s contact number:___________________Personal/On request (Mark √)

Husband/Father’s Name_______________________________________________

Village:	_____________Union:______________ District______________________

Branch Office: _________________________Area Office: ____________________

1. Mother and Child health related information:

Child health related information Number Causes/
Comments

1. Current number of children of your family (0 
to 6 months)

Number:
Age:

2. Current number of children of your family (6 
months to 2 years)

Number:
Age:

3. Current number of children of your family (2 
to 5 years)

Number:
Age:

4. Total children who received colustrum (0 to 
2 years)
5. In case of  6 months plus to 2 years 
children:
Children (0 to 6 months) who received 
exclusive breast feeding 

Number:
Age:

6. In case of 0 to 6 months old children, 
in which age each child started to recieve 
suplementary feeding? 

Number:

Age:

7. In case of  6 months plus to 2 years 
children, in which age each child started to 
recieve suplementary feeding? 

Number:

Age:
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Child health related information Number Causes/
Comments

8. Status of children (2 years plus to 5 years)
who received all vaccines according to EPI 
schedule 
9. Stillbirth (Status based on last 6 month’s 
delivery) 

Child health related information

How many children died during the last 6 
months

Number Data source Cause/
Remarks

10. Up to 28 days

11.29 days to 1 year

12. 1 year to 5 years

13. Current status of the children 
(0-2 years) who are under growth 
monitoring

BEES:
Government:
Non-government:

Delivery service related information
In case of all deliveries during the last 6 months
Number Birth attendent 

14. Delivery with the assistance 
of trained birth attendent at home 
(Paramedic, nurse, midwife, FWV, 
doctor)

15. Delivery with the assistance of 
unskilled birth attendent at home 

16. Delivery at Govt./Non-Govt./Clinic 

Caeserian:
Govt./Non-Govt.

NVD:
Govt./Non-Govt.:
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2. Health related knowledge and practices:

Water source 

Purpose of use (Put tick) Service 
provider 
(Person or 
organization)

Drinking 
water

Washing 
kitchen 
utensils

Cooking 
water

Water 
for hand 
wash

Others (e.g. 
bath,  after 
defication etc.)

1. Tube well 
(Arsenic 
free)

2. Tube well 
(Arsenic)

3. Pond
Type of used toilet (Mark tick)

Subject Yes/No Service provider 
(Person or organization) Remarks

Hygienic (With ring/slab and 
unbroken water seal) 
Kancha (pit toilet without ring/
slab)
Toilet with broken  water seal 

3. Preventive and remedy related services

ANC health service related information

Number of deliveries at home during last 6 months (In case of all delivery e.g. living, 
stillbirth & dead):

Have you 
received 
ANC 
service? 

Measure 
blood 
pressure 
of 
pregnant 
women

Test 
albumin/
sugar in 
urine

Measure 
weight

Test 
haemoglobin 
in blood

Discuss 
about breast 
feeding 
within 1 hour 
of birth

Discuss 
about 
exclusive 
breat 
feeding 
up to 6 
months of 
birth

If yes, from 
where h/
she received 
services 
(Doctor, 
nurse, 
midwife, 
paramedic, 
FWV or 
others)

Number 
of total 
ANC

In case 
of one 
delivery

Yes/No

If yes how 
many

In case 
of two 
delivery

Yes/No
If yes how 
many

In case 
of three 
delivery

Yes/No

If yes how 
many
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PNC health service related information (for mothers)

Number of all deliveries within the range from 43rd day to 6 months (In case of all 
delivery including living, stiilbirth and dead)  

Have you 
received 
PNC 
service?

Measure 
Blood 
pressure of 
PNC mother

Test albumin/ 
sugar in urine

Measure 
weight

Test 
haemoglobin 
in blood

If yes, from where h/
she received services 
(Doctor, nurse, midwife, 
paramedic, FWV or 
others)

Number 
of total  
PNC

In case 
of one 
delivery

Yes/No
If yes how 
many

In case 
of two 
delivery

Yes/No

If yes how 
many

In case 
of three 
delivery

Yes/No
If yes how 
many

Services Ye s /
No

How many 
(put tick)

Service provider’s/
organization’s name

Causes/Remarks

1 2 3

Existence of growth monitoring 
service for the children>2-5 years 
old 

Govt.:
Non-Govt.:

Govt.:
Non-Govt.:

Existence of BMI service for 
adolesent girls in the family

Govt.:
Non-Govt.:
Govt.:
Non-Govt.:

Existence of BMI service for 
pregnant women in the family  

Govt.:
Non-Govt.:
Govt.:
Non-Govt.:

4. Was there any initiative taken to reduce the risk during pregnancy in past 6 months? 
Yes/No.

If yes, what was that and who took that initiative?

5. Have you recieved health card for your family from any institution to receive health 
services? 

Yes/No

If yes, from which institution you have received it? 

Have you been benefited by receiving the health card? How?
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6. Information on services regarding Static and Satelite Clinic: (Recieved health 
services from government and other services centres)

Services Yes/No Organization’s 
name

Remarks

Have you received general health servies in past 
6 months? (fever, cold, cough, diarrhoea etc.)

Govt.:
Non-Govt.
Others:

Number of Married fertile couple in the family Number:

Fertile couple who receiving birth control method Number: Type of birth 
control method:

Critical pregnant mothers or other critical 
patients were reffered to govt. hospital/clinic in 
the last 6 months 

Number:
Type of Patient:

Govt.:
Non-Govt.
Own:
Govt.:
Non-Govt.
Own:

7. Was there any demonstration session organized for pregnant mothers and children 
on supplementary food intake? If yes, who organized it and when it was organized?

Have you been benefited after participating in the demonstration session? How? 

8. What is your concept about balanced diet?

9. Have you introduced any changes in your family regarding food habit? Why?

Interviewer’s Name:
Designition:
Date:                  2018
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Annex 2: Data collection tool for control

THIS FORMAT IS APPLICABLE FOR THE OUTSIDE OF SHEBA PROGRAM 
AREAS OF BEES

Impact Evaluation Survey Questionnaire 2018
SHEBA Health Programme

Bangladesh Extension Education Services (BEES)

Data collection method: Through Individual Interview  £ 

Respondent’s Name__________________________________________________

Respondent’s contact number:___________________Personal/On request (Mark √)

Husband/Father’s Name_______________________________________________

Village:_______________Union:________________District___________________

Branch Office:_________________Area Office: _____________________________

1. Mother and Child health related information:
Child health related information Number Causes/

Comments
1. Current number of children of your family (0 to 6 months) Number:

Age:
2. Current number of children of your family (6 months to 2 years) Number:

Age:
3. Current number of children of your family (2 to 5 years) Number:

Age:
4. Total children who received colustrum (0 to 2 years)
5. In case of  6 months plus to 2 years children:
Children (0 to 6 months) who received exclusive breast feeding 

Number:
Age:

6. In case of 0 to 6 months old children, in which age each child started 
to recieve suplementary feeding? 

Number:
Age:

7. In case of  6 months plus to 2 years children, in which age each child 
started to recieve suplementary feeding? 

Number:
Age:

8. Status of children (2 years plus to 5 years) who received all vaccines 
according to EPI schedule 
9. Stillbirth (Status based on last 6 month’s delivery) 
Child health related information How many children died during the last 6 months

Number Data source Cause/Remarks
10. Up to 28 days
11.29 days to 1 year
12. 1 year to 5 years
13. Current status of the children (0-2 years) who 
are under growth monitoring

BEES:
Government:
Non-government:
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Delivery service related information In case of all deliveries during the last 6 months
Number Birth attendent 

14. Delivery with the assistance of trained birth 
attendent at home (Paramedic, nurse, midwife, 
FWV, doctor)
15. Delivery with the assistance of unskilled birth 
attendent at home 
16. Delivery at Govt./Non-Govt./Clinic Caeserian:

Govt./Non-Govt.
NVD:
Govt./Non-Govt.:

2. Health related knowledge and practices:

Water source 
Purpose of use (Put tick) Service provider 

(Person or 
organization)Drinking 

water
Washing 
kitchen 
utensils

Cooking 
water

Water for 
hand wash

Others (e.g. bath,  
after defication 
etc.)

4. Tube well 
(Arsenic 
free)

5. Tube well 
(Arsenic)

3. Pond
Type of used toilet (Mark tick)
Subject Yes/No Service provider (Person or 

organization)
Remarks

Hygienic (With ring/slab and unbroken 
water seal) 
Kutcha (pit toilet without ring/slab)
Toilet with broken water seal 

3. Preventive and remedy related services

ANC health service related information

Number of deliveries at home during last 6 months (In case of all delivery e.g. living, 
stillbirth & dead):

Have you 
received 
ANC 
service? 

Measure 
blood 
pressure 
of 
pregnant 
women

Test 
albumin/
sugar in 
urine

Measure 
weight

Test 
haemoglobin 
in blood

Discuss 
about 
breast 
feeding 
within 1 
hour of 
birth

Discuss 
about 
exclusive 
breat feeding 
up to 6 
months of 
birth

If yes, from 
where h/
she received 
services 
(Doctor, nurse, 
midwife, 
paramedic, 
FWV or others)

Number 
of total 
ANC

In case 
of one 
delivery

Yes/No
If yes how 
many

In case 
of two 
delivery

Yes/No
If yes how 
many

In case 
of three 
delivery

Yes/No
If yes how 
many
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PNC health service related information (for mothers)

Number of all deliveries within the range from 43rd day to 6 months (In case of all 
delivery including living, stiilbirth and dead)

Have you 
received 
PNC 
service?

Measure Blood 
pressure of 
PNC mother

Test albumin/ 
sugar in urine

Measure 
weight

Test 
haemoglobin 
in blood

If yes, from where h/
she received services 
(Doctor, nurse, 
midwife, paramedic, 
FWV or others)

Number 
of total  
PNC

In case 
of one 
delivery

Yes/No

If yes how 
many

In case 
of two 
delivery

Yes/No
If yes how 
many

In case 
of three 
delivery

Yes/No
If yes how 
many

Services Yes/
No

How many (put 
tick)

Service provider’s/
organization’s name

Causes/Remarks

1 2 3

Existence of growth monitoring 
service for the children>2-5 years old 

Govt.:
Non-Govt.:
Govt.:
Non-Govt.:

Existence of BMI service for 
adolesent girls in the family

Govt.:
Non-Govt.:
Govt.:
Non-Govt.:

Existence of BMI service for 
pregnant women in the family  

Govt.:
Non-Govt.:
Govt.:
Non-Govt.:

4. Was there any initiative taken to reduce the risk during pregnancy in past 6 months? 
Yes/No.

If yes, what was that and who took that initiative?

5. Have you recieved health card for your family from any institution to receive health 
services? 

Yes/No

If yes, from which institution you have received it? 

Have you been benefited by receiving the health card? How?

6. Information on services regarding Static and Satelite Clinic: (Recieved health 
services from government and other services centres)
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Services Yes/No Organization’s 
name

Remarks

Have you received general health servies in past 
6 months? (fever, cold, cough, diarrhoea etc.)

Govt.:
Non-Govt.
Others:

Number of Married fertile couple in the family Number:

Fertile couple who receiving birth control method Number: Type of birth 
control method:

Critical pregnant mothers or other critical 
patients were reffered to govt. hospital/clinic in 
the last 6 months 

Number:
Type of Patient:

Govt.:
Non-Govt.
Own:
Govt.:
Non-Govt.
Own:

7. Was there any demonstration session organized for pregnant mothers and children 
on supplementary food intake? If yes, who organized it and when it was organized?

Have you been benefited after participating in the demonstration session? How? 

8. What is your concept about balanced diet?

9. Have you introduced any changes in your family regarding food habit? Why?

Interviewer’s Name:
Designition:
Date:                  2018
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Annex 3: Data collection tool for treatment sample (In Bangla)

Bgc¨v± gyj¨vqb Rwic cÖkœgvjv2018
‡mev ¯^v¯’¨ Kg©m~wP

evsjv‡`k G·‡Ubkb GWy‡Kkb mvwf©‡mm (weR)

Z_¨ msMÖ‡ni c×wZt e¨w³ mv¶vrKv‡ii gva¨‡g 

DËi`vZvi bvg (mwgwZi m`m¨)t-------------------------------------------------------------

DËi`vZvi †gvevBj b¤^it---------------------------------------------(wbR/ A‡b¨i - wUKw`b) 

¯^vgx/wcZvi bvgt------------------------------------------------------

MÖvgt-----------------BDwbqb---------------Dc‡Rjvt----------------‡Rjvt------------------

kvLv Awdmt------------------------------- Gwiqv Awdmt------------------------------------

1. gv I wkï ¯^v¯’¨ msµvšÍt

wkï ¯^v¯’¨ msµvšÍ Z_¨vejx msL¨v Kvib/gšÍe¨

1) eZ©gv‡b Avcbvi Lvbvq †gvU wkï (0 †_‡K 6 gvm) msL¨vt
eqmt

2) eZ©gv‡b Avcbvi Lvbvq †gvU wkï (6 gv‡mi ci †_‡K 2 ermi) msL¨vt
eqmt

3) eZ©gv‡b Avcbvi Lvbvq †gvU wkï (2 erm‡ii ci †_‡K 5 ermi) msL¨vt
eqmt

4) kvj`ya LvIqv‡bv n‡q‡Q Ggb wkï (0 †_‡K 2 ermi eqm ch©šÍ) 

5) 6 gvm c~Y© nIqvi ci †_‡K 2 ermi eqm ch©šÍ ev”Pv‡`i †¶‡Î: 0 
†_‡K 6 gvm ch©šÍ ïaygvÎ gv‡qi ey‡Ki `ya LvIqv‡bv n‡q‡Q Ggb wkï 
(gay, wgwmªi cvwb, Svodzu‡Ki cvwb, cvwb, Miæ/QvM‡ji `ya A_ev Ab¨ 
†Kvb evowZ Lvevi)

msL¨vt
eqmt

6) 0 †_‡K 6 gvm eq‡mi wkï‡`i †¶‡Î †Kvb wkï‡K KZ eqm †_‡K 
evowZ Lvevi LvIqv‡bv n‡qwQj? (msL¨vi N‡i Lvevi LvIqv‡bvi ïiæi 
eqm D‡jøL Kiæb) 

msL¨vt

eqmt

7) 6 gv‡mi ci †_‡K 2 ermi eqm ch©šÍ wkï‡`i †¶‡Î †Kvb wkï‡K 
KZ eqm †_‡K evowZ Lvevi LvIqv‡bv n‡qwQj? (msL¨vi N‡i Lvevi 
LvIqv‡bvi ïiæi eqm D‡jøL Kiæb)

8) BwcAvB wkwWDj Abyhvqx me f¨vw·b †c‡q‡Q Ggb wkï (2 erm‡ii 
ci †_‡K 5 ermi eqm ch©šÍ wkï‡`i †¶‡Î) - BwcAvB KvW© †PK Kiæb

9) g„Z wkïi Rb¥ (weMZ 6 gvm ch©šÍ hZ¸‡jv cÖme n‡q‡Q) - Kvbœv, 
bovPov wK¤^v k¦vmcÖk¦vm- G wZbwUi †h †Kvb GKwU NU‡j g„Z Rb¥wnmv‡e 
MY¨ bv K‡i beRvZ‡Ki g„Zy¨ wnmv‡e MY¨ Ki‡Z n‡e)
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wkï¯^v¯’¨ msµvšÍ Z_¨vejx MZ 5 eQ‡i KZRb wkïi g„Z n‡q‡Q

Dcv‡Ëi Drm Kvib/gšÍe¨

10) 0-28w`b eqm ch©šÍ

11) 29 w`b †_‡K 1 ermi eqm ch©šÍ

12) 1 erm‡ii ci †_‡K 5 ermi eqm ch©šÍ

13) e„w× ch©‡e¶Y Kiv n‡”Q Ggb wkï (0 †_‡K 2 
ermi eqm ch©šÍ) (eZ©gvb) - e„w× ch©‡e¶Y KvW© 
†`Lyb

weRt
miKvixt
‡emiKvixt

‡Wwjfvix †mev msµvšÍ Z_¨vejx MZ 6 gv‡mi mKj cÖm‡ei †¶‡Î cÖ‡hvR¨

msL¨v cÖme mnvqZvKvix gšÍe¨

14) evwo‡Z `¶ cÖme mnvqZvKvix Øviv 
(c¨viv‡gwWK, bvm©, wgWIqvBf, FWV, 
Doctor) cÖme

15) evwo‡Z A`¶ cÖme mnvqZvKvix Øviv

16) miKvix/ †emiKvix nvmcvZvj/wK¬wb‡K 
cÖme

wmRvwiqvbt

miKvix/‡emiKvix

bigvjt

miKvix/ †emiKvix

2. ¯^v¯’¨wewai Dci Ávb I Abykxjbt

Lvbvi cvwbi Drm e¨env‡ii D‡Ïk¨ (wUK w`b) ‡mev 
cÖ`vbKvix 
e¨w³ ev ms¯’vLvevi 

cvwb
ivbœvN‡ii 
cvÎmgyn 
†avqvi cvwb

ivbœvicvwb nvZ 
†avqvi 
cvwb

Ab¨vb¨ (D`vt 
†Mvm‡ji 
Rb¨ wKsev 
gjZ¨v‡Mi ci 
e¨eüZ cvwb)

1) bjK~c 
(Av‡m©wbKgy³)

2) bjK~c 
(Av‡m©wbKhy³)

3) cyKzi
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e¨eüZ cvqLvbvi aib (wUK w`b)

welq n¨uv / bv ‡mevcÖ`vbKvix e¨w³ ev ms¯’v gšÍe¨

¯^v¯’¨m¤§Z (wis/¯ø¨ve A_ev cvKv cvqLvbv 
†hLv‡b Water seal fv½v bq)

KuvPv (wis Ges ¯ø¨ve Qvov gvwUi M‡Z©i cvqLvbv)

Water seal fv½v cvqLvbv

3. cÖwZ‡iva I cÖwZKvi msµvšÍ ¯^v¯’¨‡mevt

ANC ¯^v¯’¨‡mev msµvšÍ Z_¨Lvbvq  weMZ 6 gvm ch©šÍ mKj †Wwjfvwii msL¨v (RxweZ, g„Z Ges 
g„Zy¨ mKj cÖme)t

GGbwm †mev 
wb‡qwQ‡jb 
wK?

Mf©eZx 
gwnjvi 
eøvW †cÖmvi 
cwigvc 
Kiv 
n‡qwQj

BDwib-G 
Gj¦ywgb/ myMvi 
†U÷ Kiv 
n‡qwQj

IRb 
cwigvc 
Kiv 
n‡qwQj

i‡³ 
wn‡gv‡Møvweb 
†U÷ Kiv 
n‡qwQj

R‡b¥i 1 NÈvi 
g‡a¨ ey‡Ki 
`ya LvIqv‡bvi 
wel‡q Av‡jvPbv 
Kiv n‡qwQj

6 gvm ch©šÍ 
ïaygvÎ  ey‡Ki 
`ya LvIqv‡bvi 
wel‡q 
Av‡jvPbv Kiv 
n‡qwQj

n¨uv n‡j Kvi 
KvQ †_‡K †mev 
wb‡q‡Q (Doctor, 
bvm©, wgWIqvBd, 
c¨viv‡gwWK, FWV 
ev Ab¨vb¨)

‡gvU 
ANC 
Gi 
msL¨v

1wU 
cÖm‡ei 
†¶‡Î

n¨uv/bv

n¨uv n‡j 
KZevi

2wU 
cÖm‡ei 
†¶‡Î

n¨uv/bv

n¨uv n‡j 
KZevi

3wU 
cÖm‡ei 
†¶‡Î

n¨uv/bv

n¨uv n‡j 
KZevi

PNC ¯^v¯’¨ †mevmsµvšÍ Z_¨ (gvÕ‡`i †¶‡Î) 43 w`b cvi n‡q‡Q Ges 6 gvm ch©šÍ mKj †Wwjfvwii 
msL¨v (RxweZ, g„Z Ges g„Zy¨ mKj cÖme)t

wcGbwm †mev 
wb‡qwQ‡jb wK?

PNC gwnjvi 
eøvW †cÖmvi 
cwigvc Kiv 
n‡qwQj

BDwib-G Gj¦ywgb/
myMvi‡U÷ Kiv n‡qwQj

IRb cwigvc 
Kiv n‡qwQj

i‡³ 
wn‡gv‡M vweb 
†U÷ Kiv 
n‡qwQj

n¨uv n‡j Kvi KvQ †_‡K 
†mev wb‡q‡Q (Doctor, bvm©, 
wgWIqvBd, c¨viv‡gwWK, 
FWV ev Ab¨vb¨)

‡gvU PNC 
Gi msL¨v

1wU 
cÖm‡ei 
†¶‡Î

n¨uv/bv

n¨uv n‡j 
KZevi

2wU 
cÖm‡ei 
†¶‡Î

n¨uv/bv

n¨uv n‡j 
KZevi

3wU 
cÖm‡ei 
†¶‡Î

n¨uv/bv

n¨uv n‡j 
KZevi
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mgx¶vi w`Kmg~n n¨uv / 
bv

KZevi 
(wUKw`b)

‡mev cÖ`vbKvix/ms¯’vi bvg Kvib/gšÍe¨

1 2 3

>2-5 ermi eq‡mi wkï‡`i e„w× 
gwbUwis Gi †mev we`¨gvb Av‡Q wKbv

miKvixt
‡emiKvixt

H Lvbvq weGgAvB †mev we`¨gvb 
Av‡Q wKbv  (wK‡kvix) 

miKvixt
‡emiKvixt

H Lvbvq weGgAvB †mev we`¨gvb 
Av‡Q wKbv  (Mf©eZx‡`i Rb¨)

miKvixt
‡emiKvixt

4. weMZ 6 gv‡m Mf©ve¯’vq SyuwK nªv‡mi Rb¨ wK †Kvb D‡`¨vM †bqv n‡qwQj?     n¨uv / bv
n¨uv n‡j †mUv wK wQj Ges D‡`¨vMUv †K wb‡qwQj ?
5. ¯^v¯’¨‡mevmg~n MÖn‡bi Rb¨ Avcbvi cwievi wK †Kvb cÖwZôvb †_‡K ¯^v¯’¨ KvW© †c‡q‡Q ?
n¨uv / bv
hw` †c‡q _v‡K Z‡e †Kvb cÖwZôvb †_‡K †c‡q‡Q ? 
¯^v¯’¨KvW© †c‡q Avcbviv wK DcK„Z n‡qwQ‡jb ? wKfv‡e ?
6. ÷¨vwUK I m¨v‡UjvBU wK¬wbK msµvšÍ Z_¨t (miKvix/Ab¨vb¨ †mev‡K›`ª †_‡K cÖvß ¯^v¯’¨‡mev)

 †mevmgyn n¨uv/bv ms¯’vi bvg gšÍe¨

MZ 6 gv‡m mvavib †iv‡Mi wPwKrmv †mev 
wb‡qwQ‡jb wKbv? (Ri, VvÐv, Kvwk,  Wvqvwiqv 
BZ¨vw`)

miKvixt
‡emiKvixt
Ab¨vb¨t

Lvbvq weevwnZ m¶g `¤úwZ msL¨vt

Rb¥wbqš¿Y c×wZ e¨enviK„Z m¶g `¤úwZ msL¨vt
MZ 6 gv‡m Mf©RwbZ †mev I Ab¨vb¨ †iv‡Mi 
†¶‡Î miKvix nvmcvZvj / wK¬wb‡K Riæix 
†idvi Ki‡Z n‡qwQj

msL¨vt
iæMxi aibt

miKvixt
‡emiKvixt
wbRt

Rb¥wbqš¿Y 
c×wZi aibt

miKvixt
‡emiKvixt
wbRt

7.Avcbvi GjvKvq Mf©eZx gv I wkï‡`i m¤ú~iK Lvevi MÖn‡bi Dci wK †Kvb cÖ`k©bx Gi e¨e¯’v 
Kiv n‡qwQj? hw` nq, Zvn‡j GUv †K K‡iwQj Ges KLb Kiv n‡qwQj?
Avcwb wK D³ cÖ`k©bx †_‡K DcK„Z n‡qwQ‡jb? wKfv‡e?
8. mylg Lv`¨ m¤ú‡K© Avcbvi avibv wK?
9. Lv`¨vf¨v‡m Avcbvi cwiev‡i wK †Kvb ai‡bi cwieZ©b cÖeZ©b Kiv n‡q‡Q? †Kb?

Z_¨ msMÖnKvixi bvgt
c`ext
ZvwiLt 2018
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Annex 4: Data collection tool for control (in Bangla)

GB di‡gUwU we‡Ri Kg© GjvKvi evB‡ii Rb¨

Bgc¨v± gyj¨vqb Rwic cÖkœgvjv2018
‡mev ¯^v¯’¨ Kg©m~wP

evsjv‡`k G·‡Ubkb GWy‡Kkb mvwf©‡mm (weR)

Z_¨ msMÖ‡ni c×wZt e¨w³ mv¶vrKv‡ii gva¨‡g 

DËi`vZvi bvg (mwgwZi m`m¨)t-------------------------------------------------------------

DËi`vZvi †gvevBj b¤^it---------------------------------------------(wbR/ A‡b¨i - wUKw`b) 

¯^vgx/wcZvi bvgt------------------------------------------------------

MÖvgt-----------------BDwbqb---------------Dc‡Rjvt----------------‡Rjvt------------------

kvLv Awdmt------------------------------- Gwiqv Awdmt------------------------------------

1. gv I wkï ¯^v¯’¨ msµvšÍt

wkï¯^v¯’¨ msµvšÍ Z_¨vejx msL¨v Kvib/gšÍe¨

1) eZ©gv‡b Avcbvi Lvbvq †gvU wkï (0 †_‡K 6 gvm) msL¨vt
eqmt

2) eZ©gv‡b Avcbvi Lvbvq †gvU wkï (6 gv‡mi ci †_‡K 
2 ermi)

msL¨vt
eqmt

3) eZ©gv‡b Avcbvi Lvbvq †gvU wkï (2 erm‡ii ci †_‡K 
5 ermi)

msL¨vt
eqmt

4) kvj`za LvIqv‡bv n‡q‡Q Ggb wkï (0 †_‡K 2 ermi 
eqm ch©šÍ) 

msL¨vt
eqmt

5) 6 gvm c~Y© nIqvi ci †_‡K 2 ermi eqm ch©šÍ 
ev”Pv‡`i †¶‡Î: 0 †_‡K 6 gvm ch©šÍ ïaz gvÎ gv‡qi 
ez‡Ki `za LvIqv‡bv n‡q‡Q Ggb wkï (gaz, wgwmÖi cvwb, 
Svodzu‡Ki cvwb, cvwb, Miæ/QvM‡ji `za A_ev Ab¨ †Kvb 
evowZ Lvevi)

msL¨vt
eqmt

6) 0 †_‡K 6 gvm eq‡mi wkï‡`i †¶‡Î †Kvb wkï‡K KZ 
eqm †_‡K evowZ Lvevi LvIqv‡bv n‡qwQj? (msL¨vi N‡i 
Lvevi LvIqv‡bvi ïiæi eqm D‡j L Kiæb) 

eqmt

7) 6 gv‡mi ci †_‡K 2 ermi eqm ch©šÍ wkï‡`i †¶‡Î 
†Kvb wkï‡K KZ eqm †_‡K evowZ Lvevi LvIqv‡bv 
n‡qwQj? (msL¨vi N‡i Lvevi LvIqv‡bvi ïiæi eqm D‡j L 
Kiæb)

msL¨vt
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wkï¯^v¯’¨ msµvšÍ Z_¨vejx msL¨v Kvib/gšÍe¨

8) BwcAvB wkwWDj Abzhvqx me f¨vw·b †c‡q‡Q Ggb 
wkï (2 erm‡ii ci †_‡K 5 ermi eqm ch©šÍ wkï‡`i 
†¶‡Î) - BwcAvB KvW© †PK Kiæb

msL¨vt

9) g„Z wkïi Rb¥ (weMZ 6 gvm ch©šÍ hZ¸‡jv cÖme 
n‡q‡Q) - Kvbœv, bovPov wK¤^v k¦vmcÖk¦vm- G wZbwUi †h 
†Kvb GKwU NU‡j g„Z Rb¥ wnmv‡e MY¨ bv K‡i beRvZ‡Ki 
g„Z¨z wnmv‡e MY¨ Ki‡Z n‡e)

wkï¯^v¯’¨ msµvšÍ Z_¨vejx MZ 5 eQ‡i KZRb wkïi g„Z n‡q‡Q

wkï¯^v¯’v¨ msµvšÍ 
Z_¨vejx

Dcv‡Ëi Drm Kvib/gšÍe¨

10) 0-28 w`b eqm ch©šÍ

11) 29 w`b †_‡K 1 ermi eqm ch©šÍ

12) 1 erm‡ii ci †_‡K 5 ermi eqm ch©šÍ

13) e„w× ch©‡e¶Y Kiv n‡”Q Ggb wkï (0 †_‡K 2 
ermi eqm ch©šÍ) (eZ©gvb)- e„w× ch©‡e¶Y KvW© †`Lyb

weRt
miKvixt
‡emiKvixt

†Wwjfvix †mevmsµvšÍ Z_¨vejx MZ 6 gv‡mi mKj cÖm‡ei †¶‡Î cÖ‡hvR¨

msL¨v cÖme mnvqZvKvix gšÍe¨

14) evwo‡Z `¶ cÖme mnvqZvKvix Øviv (c¨viv‡gwWK, 
bvm©, wgWIqvBf, FWV, Doctor) cÖme

15) evwo‡Z A`¶ cÖme mnvqZvKvix Øviv

16) miKvix/ †emiKvix nvmcvZvj/wK¬wb‡K cÖme wmRvwiqvbt
miKvix/‡emiKvix

bigvjt
miKvix/ †emiKvix

2. ¯^v¯’¨wewai Dci Ávb I Abykxjbt
Lvbvi cvwbi Drm e¨env‡ii D‡Ïk¨ (wUK w`b) †mevcÖ`vbKvix 

e¨w³ ev ms¯’vLvevi 
cvwb

ivbœvN‡ii 
cvÎmgyn 
†avqvi cvwb

ivbœvicvwb nvZ  
†avqvi 
cvwb

Ab¨vb¨ (D`vt 
†Mvm‡ji Rb¨ wKsev 
gj Z¨v‡Mi ci 
e¨eüZ cvwb)

1) bjK~ c (Av‡m©wbKgy³)
2) bjK~ c (Av‡m©wbKhy³)
3) cyKzi
e¨eüZ cvqLvbvi aib (wUK w`b)
welq n¨vu / bv †mevcÖ`vbKvix e¨w³ ev ms¯’v gšÍe¨
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¯^v¯’¨m¤§Z (wis/¯ø¨ve A_ev cvKv cvqLvbv †hLv‡b 
Water seal fv½v bq)
KvuPv (wis Ges ¯ ø¨ve Qvov gvwUi M‡Z© cvqLvbv)
Water seal fv½v cvqLvbv

3. cÖwZ‡iva I cÖwZKvi msµvšÍ ¯^v¯’¨‡mevt
ANC ¯^v¯’¨‡mev msµvšÍ Z_¨

Lvbvq weMZ 6 gvm ch©šÍ mKj †Wwjfvwii msL¨v (RxweY, g„Z Ges g„Z¨z mKj cÖme)t

GGbwm †mev 
wb‡qwQ‡jb wK?

Mf©eZx 
gwnjvi 
e øvW †cÖmvi 
cwigvc Kiv 
n‡qwQj

BDwib-G 
Gj¦ywgb/ myMvi 
†U÷ Kiv 
n‡qwQj

IRb 
cwigvc Kiv 
n‡qwQj

i‡³ 
wn‡gv‡M vweb 
†U÷ Kiv 
n‡qwQj

R‡b¥i 1 NÈvi 
g‡a¨ ey‡Ki `ya 
LvIqv‡bvi wel‡q 
Av‡jvPbv Kiv 
n‡qwQj

6 gvm ch©šÍ 
ïazgvÎ ez‡Ki `za 
LvIqv‡bvi wel‡q 
Av‡jvPbv Kiv 
n‡qwQj

n¨vu n‡j Kvi 
KvQ †_‡K †mev 
wb‡q‡Q (Doctor, 
bvm©, wgWIqvBd, 
c¨viv‡gwWK, FWV 
ev Ab¨vb¨)

‡gvU 
ANCGi 
msL¨v

1wU 
cÖm‡ei 
†¶‡Î

n¨vu/bv

n¨vu n‡j 
KZevi

2wU 
cÖm‡ei 
†¶‡Î

n¨vu/bv

n¨vu n‡j 
KZevi

3wU 
cÖm‡ei 
†¶‡Î

n¨vu/bv

n¨vu n‡j 
KZevi

PNC ¯^v¯’¨ †mev msµvšÍ Z_¨ (gvÕ‡`i †¶‡Î)

43 w`b cvi n‡q‡Q Ges 6 gvm ch©šÍ mKj †Wwjfvwii msL¨v (RxweZ, g„Z Ges g„Zy¨ mKj cÖme)t

wcGbwm †mev 
wb‡qwQ‡jb wK?

PNC gwnjvi e øvW 
†c«mvi cwigvc 
Kiv n‡qwQj

BDwib-G Gj¦ywgb/myMvi 
†U÷ Kiv n‡qwQj

IRb cwigvc 
Kiv n‡qwQj

i‡³ wn‡gv‡Møvweb 
†U÷ Kiv 
n‡qwQj

n¨vu n‡j Kvi KvQ †_‡K †mev 
wb‡q‡Q (Doctor, bvm©, wgWIqvBd, 
c¨viv‡gwWK,FWV ev Ab¨vb¨)

‡gvU 
PNC Gi 
msL¨v

1wU cÖm‡ei 
†¶‡Î

n¨vu/bv

n¨vu n‡j KZevi

2wU cÖm‡ei 
†¶‡Î

n¨vu/bv

n¨vu n‡j KZevi

3wU 
cÖm‡ei 
†¶‡Î

n¨vu/bv

n¨vu n‡j KZevi

mgx¶vi w`Kmg~n n¨vu / bv KZevi (wUKw`b) ‡mev cÖ`vbKvix/ms¯’vi bvg Kvib/gšÍe¨

1 2 3
>2-5 ermi eq‡mi wkï‡`i e„w× 
gwbUwis Gi †mev we`¨gvb Av‡Q 
wKbv

miKvixt
‡emiKvixt

miKvixt
‡emiKvixt

H Lvbvq weGgAvB †mev we`¨gvb 
Av‡Q wKbv (wK‡kvix) 

miKvixt
‡emiKvixt

miKvixt
‡emiKvixt

H Lvbvq weGgAvB †mev we`¨gvb 
Av‡Q wKbv (Mf©eZx‡`i Rb¨)

miKvixt
‡emiKvixt

miKvixt
‡emiKvixt
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4. weMZ 6 gv‡m Mf©ve¯’vq SzuwK nÖv‡mi Rb¨ wK †Kvb D‡`¨vM †bqv n‡qwQj?   n¨vu / bv

n¨vu n‡j †mUv wK wQj Ges D‡`¨vMUv †K wb‡qwQj ?

5. ¯^v¯’¨‡mevmg~n MÖn‡bi Rb¨ Avcbvi cwievi wK †Kvb cÖwZôvb †_‡K ¯^v¯’¨ KvW© †c‡q‡Q ?

n¨vu / bv

hw` †c‡q _v‡K Z‡e †Kvb cÖwZôvb †_‡K †c‡q‡Q ? 

¯^v¯’¨KvW© †c‡q Avcbviv wK DcK„Z n‡qwQ‡jb ? wKfv‡e ?

6. ÷¨vwUK I m¨v‡UjvBU wK¬wbK msµvšÍ Z_¨t (miKvix/Ab¨vb¨ †mev †K›`Ö †_‡K cÖvß ¯^v¯’¨‡mev)

‡mevmgzn n¨vu/bv ms¯’vi bvg gšÍe¨

MZ 6 gv‡m mvavib †iv‡Mi wPwKrmv 
†mev wb‡qwQ‡jb wKbv? (R¡i, VvÐv, Kvwk, 
Wvqvwiqv BZ¨vw`)

miKvixt
‡emiKvixt
Ab¨vb¨t

Lvbvq weevwnZ m¶g `¤úwZ msL¨vt

Rb¥wbqš¿Y c×wZ e¨enviK„Z m¶g `¤úwZ msL¨vt Rb¥wbqš¿Y c×wZi 
aibt

MZ 6 gv‡m Mf©RwbZ †mev I Ab¨vb¨ 
†iv‡Mi †¶‡Î miKvix nvmcvZvj / wK¬wb‡K 
Riæix †idvi Ki‡Z n‡qwQj

msL¨vt
iæMxi aibt

miKvixt
‡emiKvixt
Ab¨vb¨t

miKvixt
‡emiKvixt
Ab¨vb¨t

7.Avcbvi GjvKvq Mf©eZx gv I wkï‡`i m¤ú~iK Lvevi MÖn‡bi Dci wK †Kvb cÖ`k©bx Gi e¨e¯’v 
Kiv n‡qwQj? hw` nq, Zvn‡j GUv †K K‡iwQj Ges KLb Kiv n‡qwQj?

Avcwb wK D³ cÖ`k©bx †_‡K DcK„Z n‡qwQ‡jb? wKfv‡e?

8. mzlg Lv`¨ m¤ú‡K© Avcbvi avibv wK?

9. Lv`¨ Af¨v‡m Avcbvi cwiev‡i wK †Kvb ai‡bi cwieZ©b cÖeZ©b Kiv n‡q‡Q? †Kb?

Z_¨ msMÖnKvixi bvgt

c`ext

ZvwiLt 2018
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Annex 5: Data collection tool for key informant

Impact study survey Questionnaire /2018
(Sheba Health Program)

Bangladesh Extension Education Services (BEES)

Data collection date:
Data Collection Method: Key Informant Interview (Teachers/Doctors/UP Chairman. 
Members and other local elites) £

Respondent’s Name:------------------------------------------

Profession/Designation------------------------------------------------------

Age--------------------------------------Working Place:------------------------------------------------

Respondent’s mobile number: ------------------------------------------------------------------

Village:------------------Union:-------------------Upazila-------------------District------------------

Branch Office:------------------------------------Area Office------------------------------------------

1. Is there any static, satellite clinic in your area? If any, which types of services 
they are providing? What are your comments about their contribution?

2. Are there any more sectors from where the community people have been 
receiving health services?  Which sectors these are and what types of 
services they are providing? How is their service quality? 

3. Is there any service provider in the community for promoting safe water, 
sanitary latrine and practiced healthy habits? If any, please give detailed 
about that.

4. What types of health services are more required for family members?  

5. What types of health services are required for providing mother and child 
health issues? Why?

Interviewer’s Name:

Designation:
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Annex 6: Data collection tool for key informant (in Bangla)

evsjv‡`k G·‡Ubkb GWz‡Kkb mvwf©‡mm (weR)
‡eBRjvBb Rwic cÖkœgvjv2018

‡mev¯^v¯’¨ Kg©m~wP

msMÖnKvjt-----------‡_‡K -----------2018

Z_¨ msMÖ‡ni c×wZt e¨w³ (GjvKvi Mb¨gvb¨ e¨w³ - wk¶K, Wv³vi, †Pqvig¨vb, †g¤^vi) 
mv¶vrKv‡ii gva¨‡g 

DËi`vZvi bvgt-----------------------------------------------------------------------------

†ckv/c`ext---------------------------------------------------------

eqmt------------------------Kg©¯’‡ji bvgt----------------------------

MÖvgt------------------BDwbqbt--------------Dc‡Rjvt-----------------‡Rjvt----------------

kvLv Awdmt-------------------------------- Gwiqv Awdmt------------------------------------

1| Avcbvi GjvKvq wK ÷¨vwUK, m¨v‡UjvBU wK¬wbK Av‡Q? hw` _v‡K, G¸‡jvi †KvbwU wK 
ai‡bi †mev w`‡”Q? G¸‡jvi Ae`vb m¤ú‡K© Avcbvi gZvgZ wK? 

2| G GjvKvi RbMb Avi †Kvb †Kvb †m±i †_‡K ¯^v¯’¨‡mev cv‡”Q? wK ai‡bi †mev cv‡”Q? 
†mevi gvb †Kgb e‡j Avcwb g‡b K‡ib?  

3| GB KwgDwbwU‡Z wK †Kvb †mevcÖ`vbKvix e¨w³ ev ms¯’v Av‡Q †h wbivc` cvwb, ¯^v¯’¨m¤§Z 
cvqLvbv Ges ¯^v¯’¨Ki Af¨vm Abzkxj‡bi Rb¨ RbMY‡K DrmvwnZ K‡i? hw` _v‡K Z‡e 
Zvi we¯ÍvwiZ|

4| cwiev‡ii m`m¨‡`i Rb¨ †Kvb ai‡bi †mev ev¯Íevqb Kiv †ekx cÖ‡qvRb e‡j g‡b K‡ib ? 

5| G GjvKvq gv I wkï¯^v¯’¨ wel‡q †mevcÖvwßi Rb¨ AviI wK ai‡bi ¯^v¯’¨‡mev cÖ`vb Kiv 
cÖ‡qvRb e‡j Avcwb g‡b K‡ib Ges †Kb?

Z_¨ msMÖnKvixi bvgt

c`ext

ZvwiLt
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