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x�Summary

SUMMARY

The 2005 Urban NGO Service Delivery Program (NSDP) Evaluation Survey assessed the urban 
component of the NSDP program in terms of delivering an Essential Service Package (ESP) of 
primary health care interventions to under-served urban populations of Bangladesh. Its main 
objective was to collect information about knowledge, awareness, and use of services related 
to family planning and maternal and child health provided through the NSDP project and its 
alternatives. Part of a continuing evaluation that began with a 1998 baseline survey and  2001 and 
2003 mid-project impact evaluations, it was conducted by Mitra and Associates with technical 
assistance from the MEASURE Evaluation Project at the University of North Carolina at Chapel 
Hill. Data were collected from 5,923 women in urban areas served by the NSDP and from 4,343 
in non-NSDP urban areas. 

Main findings:

NSDP facilities continued to provide a substantial portion of services, including clinical family 
planning methods, antenatal care, tetanus toxoid, childhood immunizations, and vitamin A.
NSDP providers were not important to children’s acute care. For instance, only 1.8% with 
diarrhea were treated by them. For preventive services (vaccinations, vitamin A) their share 
was much larger. 
Only 7.8% of women in NSDP areas reported using an NSDP satellite clinic in the past three 
months, though nearly one-fifth reported doing so at some point in the past. The figures for 
static clinics were 8.8% and 32.7%, respectively.
The growth of NSDP market share continued, albeit slowly, for some services (family planning). 
In other cases the growth was more pronounced (e.g. antenatal care, vaccinations). 

Contraceptive Use: 56.9% of currently married women used modern contraception in NSDP areas, 
a slight increase from 50.7% in 2001 and 53.1% in 2003; 56.8% did so in non-NSDP areas (another 
slight increase, from 55% in 2003). The figures for poor women were similar, though more so in 
NSDP than non-NSDP areas: 56.1% of poor women in the former used modern contraception 
while 51.8% in the latter did so. In NSDP areas, this ranged from 48.2% of poor women in Thana 
Municipalities to 58.7% in City Corporations. Pills continued to be the preferred method, used by 
28.2% (a slight increase from 2003). Condom use also increased slightly, from 10.2% to 12.6%. 
Use of any traditional method essentially held steady at roughly 10%.  

The share of NSDP facilities in the modern contraception market increased to 16.4% (from 13.9% 
in 2003 and 11.8% in 2001 (Figure S.1) and was almost evenly divided between static clinics 
and other NSDP providers (satellite clinics and depotholders combined). NSDP clinics provided 
approximately 59% of the injectables, 60% of implants and over 40% of all IUDs. They also 
supplied contraception to 5.6% in non-NSDP areas. The share of NSDP clinics in the market for 
modern contraception among the poor was 24.4% (NSDP clinics actually had 6% of the market for 
modern contraception among the poor in non-NSDP areas).

•

•

•

•
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figure S.1  Market Share of Contraception—Urban NSDP Areas—1998, 2001, 2003 and 2005.

Market dynamics changed substantially over time (Figure S.2). The modest increase in overall 
modern contraception use masked a shift from public and other providers to pharmacies (though 
the market share for public providers actually leveled off between 2003 and 2005) and, to a lesser 
extent, NSDP providers.

Modern contraceptive use increased among married adolescents. In the case of 10-14 year olds, 
it increased dramatically to 48.2% (from 17.9% in 2001 to 32.0% in 2003) while for 15-19 year 
olds it rose to 51.3% from 43.0% in 2001 to 46.4% in 2003; 49.7% and 54.5% discontinued oral 
contraceptives and injectables, respectively, within the first year of use (compared with 46% and 
50%, respectively, in 2003).

Antenatal Care: 82.2% in NSDP areas with a birth in the three years preceding the survey sought 
antenatal care, a modest increase over the 76.7% observed in 2003. ANC use also increased in 
non-NSDP areas (from 81.5% to 84.2%). 56.5% and 62.6% of poor women in NSDP and non-
NSDP areas, respectively, with a birth in the preceding three years had at least one antenatal care 
visit, while the figures for visiting trained providers were 52.6% and 55.7%. The median number 
of antenatal care visits in NSDP areas increased by .2 visits, to 3.9 (identical to non-NSDP areas). 
It ranged from 2.4 visits in Thana municipalities to 4.4 visits in City Corporations. The share of 
NSDP clinics in the antenatal care market increased from 21.8 to 27.1% (Figure S.3). The increase 
in overall utilization was reflected mainly in an increase in the share of NSDP providers (Figure 
S.4). Iron supplementation for pregnant women decreased by 2.2 percentage points (to 68.9%) in 
NSDP areas but increased by 5.8 percentage points in non-NSDP areas (to 75%). The figures for 
poor women were 47.7% and 51.8%, respectively. 
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figure S.2  Source of Modern Contraception—Urban NSDP Areas—1998, 2001, 2003 and 2005.

figure S.3  Source of Antenatal Care, NSDP Areas—2001, 2003 and 2005.
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figure S.4  Antenatal Visits and Source of Checkup, Urban NSDP Areas.

Childhood Vaccinations: Vaccination rates improved markedly in Urban NSDP project areas, 
(Table S.1) to 96.8% for BCG, 91% for DPT3, 90.8% for polio3 and 86.1% for measles (from 
95.8%, 83.1%, 87.5% and 81.3%, respectively, in 2003). Overall, 83.8% were fully vaccinated 
(a substantial improvement over the 2003 figure of 69.1%). In NSDP communities, 73.7% of the 
poor were fully vaccinated. Behind this overall figure, vaccination rates for the poor were 90.9% 
(BCG), 80.4% (DPT3), 81.7% (polio 3) and 74.5% (measles).

Table S.1  Percent of children 12–23 months old vaccinated any time before the survey
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By 2005, project areas had generally achieved the vaccination rates observed in non-NSDP areas (or 
even slightly better). In NSDP areas, rates were generally higher in Thana Municipalities. Roughly 
60-65% of mothers whose children were partially vaccinated knew when the next immunization 
was scheduled (down from approximately three-quarters in 2003). There were also increases in 
non-NSDP areas, though the level of knowledge remained lower there.

The share of NSDP clinics in provision of childhood immunizations increased markedly to 
approximately 40%, from roughly 30% in 2003 (Table S.2). Their share among the poor was 
slightly higher. It was also considerable in non-NSDP areas, at approximately 14-15% (though 
these figures represented declines from roughly 20% in 2003).

Child Health: Trends in child health were mixed. The proportion of children aged 9-59 months in 
NSDP areas receiving vitamin A supplementation was 62.9%, down sharply from 81.4% in 2003. 
The figures for non-NSDP areas were 56.3% and 83.1%, respectively.

The proportion of diarrhea stricken children treated with ORT (either packet ORS or laban gur) 
remained largely unchanged at 83% (the figure for poor children was slightly lower at 75.3%). The 
level was slightly lower in non-NSDP areas at 77.4% (down from 85.3% in 2003). NSDP clinics 
remained only a very minor source of diarrhea treatment. 

Slightly fewer four to five month old infants were exclusively breastfed (19.7%) as in 2001. For 
infants under six months, 37.7% were exclusively breastfed, compared with 42.5% in 2003. Median 
breastfeeding duration was 32 months, while that of exclusive breastfeeding was 1.8 months. Most 
children six to 9 months of age (61.1%) received breast milk with complementary foods. 

The proportion of children with symptoms of ARI fell from 12.6% in 2003 to 7.9% in 2005 (the 
figure for poor children in 2005 was higher, at 11.3%). The proportion of those with symptoms 
who were taken to a health facility increased slightly to 45.9%. The share of NSDP providers in 
ARI treatment remained small. 

Table S.2  Percent of immunized children receiving vaccinations from urban NSDP facilities
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Awareness and Use of NSDP Services: Approximately 8% of women in NSDP areas had used a 
satellite clinic in the last three months. Satisfaction with NSDP satellite clinics remained high. 
Nearly 100% in NSDP areas could identify a hospital or clinic in their area offering health or 
family planning services. Of these, 63.1% identified NSDP static clinics; 32.7% had used NSDP 
static clinics, though only 8.8% had done so within the last three months. As with NSDP satellite 
clinics, satisfaction with static clinics was high. 

Early Childhood Mortality: The infant mortality rate in NSDP areas in the five years preceding the 
survey was 40.8 deaths per 1,000 live births (down from 55 deaths in 2003). For the same period, 
the child mortality rate was 11.4 deaths per 1,000 live births, while the under 5 mortality rate 
was 51.7 (Table S.3). The infant mortality rates in different NSDP urban areas were 44.8 in City 
Corporations, 49.5 in District Municipalities, and 34.8 in Thana Municipalities. Mortality rates 
declined in all project areas. 

Fertility: The total fertility rate in NSDP areas for the three years preceding the survey had a slight 
change to 2.2 births per woman.
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1Chapter 1.  Introduction

CHAPTER 1.  INTRODUCTION

1.1  Background on the Urban Service Delivery Partnership

The 2005 Urban NGO Service Delivery Program (NSDP) Evaluation Survey, the fourth in a series,1 
is designed to provide data to monitor and evaluate the performance of the urban component of the 
NSDP, a U.S. Agency for International Development (USAID)-funded health program inaugurated 
in July 2002 to promote the delivery and use of an essential services package (ESP)2 of family 
planning and family health services in underserved areas of Bangladesh. At that time, the rural and 
urban components of the National Integrated Population and Health Program (NIPHP)—the Rural 
Service Delivery Partnership (RSDP) and the Urban Family Health Partnership (UFHP)—were 
merged to form the NSDP. The NSDP’s strategic objectives are similar to those of the NIPHP. To 
reduce fertility  and  improve  family  health,  the  NSDP,  in  collaboration  with  17  nongovernmental 
organizations (NGOs), provides the full range of essential reproductive and family health services 
while promoting sustained family health services and an improved support system. This report 
presents the main results from the 2005 Urban NSDP Evaluation Survey.

1.2  Population

Table 1.1 shows the estimated project population. In 2005 the overall project population (i.e., the 
population residing in project catchment areas) was 7,728,552, of which 3,558,626 (46%) was 
located in city corporation areas, with 3,230,647 (41.8%) in district municipalities, and 939,279 
(12.2%) in Thana municipalities. 

1  A baseline survey was conducted in 1998, followed by mid-term Evaluation Surveys in 2001 and 2003.  
2  The package includes: reproductive health (family planning and maternal care), child health (EPI, ARI, CDD), communicable 
disease control (reproductive tract infection and sexually transmitted disease prevention and treatment, HIV/ AIDS), and 
limited curative care.

Table 1.1  Distribution of project population and number of clusters by city type
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1.3  Organization of the 2005 Urban NSDP Survey

1.3.1  Survey Objectives

The main objective of the survey was to monitor changes since the 2003 mid-project evaluation 
in the USAID performance indicators involving health outcomes and intermediate behavioral and 
knowledge-related areas. The NSDP Result Framework Performance Indicators at the time of 
the survey provided the specific avenue for doing so. These indicators were designed to measure 
changes both in health outcomes—the strategic objective—and five intermediate behavioral 
and knowledge-related areas. The overall strategic objective of the project is to reduce fertility 
and improve family health. The intermediate goals include: increased use of an ESP; increased 
knowledge and changed behaviors; improved quality of services and management at NSDP 
facilities; and increased sustainability of NSDP service delivery organizations. Indicators were 
developed for the strategic objective and each intermediate result. To collect these, household 
and individual questionnaires contained instruments related to health behaviors, knowledge, and 
outcomes. 

1.3.2  Implementation of the Survey

The 2005 Urban NSDP Evaluation Survey was implemented by Mitra and Associates, a research 
firm located in Dhaka. A team headed by S.N. Mitra was responsible for implementing the 
survey. Technical assistance was provided by MEASURE Evaluation, a USAID-funded project 
implemented by the Carolina Population Center at the University of North Carolina at Chapel 
Hill.

1.3.3  Sample Design

For sampling purposes, urban project areas were classified into three strata: city corporations; 
district municipalities; Thana municipalities. Additionally, a sample of non-project areas formed a 
fourth stratum intended to serve as a comparison group for project samples.
 
Household samples were chosen from 154 clusters in project areas. A cluster was equivalent to a 
mahallah or part of a mahallah. Table 1.1 provides the number of selected clusters by strata. Of 
the 154 clusters from project areas, 57 were from city corporation areas, 63 were from district 
municipalities and 34 were from Thana municipalities. In non-project areas, household samples 
were drawn from 125 clusters.

Table 1.2 shows the distribution of project population by city type for 2001, 2003, and 2005. The 
composition of the project catchment population changed from 2003 to 2005. Approximately, 
34.2% of the 2003 project population was no longer covered by it by 2005, while only 3.7% 
of the 2005 project population was in the areas not covered in 2003. The project population 
correspondingly decreased from 11.3 million in 2003 to 7.7 million in 2005. In city corporation 
areas, the project population decreased by 2.2 million, while in district and Thana Municipalities 
populations declined by 0.9 and 0.4 million, respectively. After 2003, the NGOs, ASKS, UTPS, 
PSKP, and MAMATA withdrew from the project. Their departure was the main reason for the large 
decrease in the project population. 
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1.3.4  Survey Instruments

Seven instruments were used for the urban component of the 2005 NSDP Evaluation Survey:

Household listing schedule
Household and women’s questionnaire
Village/Mahalla questionnaire
Facility questionnaires
Satellite clinic questionnaire
Depotholder questionnaire
Hospital questionnaire

These were initially developed by MEASURE Evaluation before being reviewed by USAID/
Dhaka and pre-tested by Mitra.  The questionnaires were developed in English and then translated 
into Bangla.  The household listing schedule was used to conduct the household listing operation 
in each cluster area in order to systematically select the required number of households from each. 
The household and women’s questionnaire had two parts. The household  part of the questionnaire  
was  used  to  list  all  usual  members  and  visitors  in  the  selected households.  Some basic 
information was collected on the characteristics of each person, including age, sex, marital status, 
education, and relationship to the head of the household.  The main purpose of the household part 
of the household and women’s questionnaires was to identify ever-married women age 10 to 49 
years for individual interview.  In addition, information was collected about the dwelling itself, 
such as the source of water,  type  of  toilet  facilities,  materials  used  to  construct  the  house,  
and  ownership  of  various consumer goods.  

The women’s part of the questionnaire collected information from ever-married women age 10 to 
49 years.  The women were questioned about the following topics:

Background characteristics (age, current marital status, education, religion, exposure to mass 
media, etc.)
Reproductive history
Knowledge and use of family planning methods
Pregnancy, postnatal care, and breastfeeding practices

•
•
•
•
•
•
•

•

•
•
•

Table 1.2  Project populations in 2001, 2003 and 2005 by city type
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Immunization and child health care
Fertility preferences
Knowledge of existing health services and providers
Husband’s background, respondent’s work, and respondent’s level of autonomy within the 
household

These instruments provided comprehensive information regarding the strategic objectives as well 
as most of the intermediate results.

The Village/Mahalla questionnaire had two principal purposes: (1) to collect information about 
important community characteristics of NSDP project and non-NSDP comparison areas and (2) 
to identify the NSDP and non-NSDP health facilities in the communities, including the Global 
Positioning System (GPS) location of the community. 
The facility questionnaire aimed to collect information on the service supply environment 
confronting women in NSDP and non-NSDP areas. Different types of questionnaires were used 
for different types of facilities and providers. The health facility survey collected information on 
the following topics:

Availability of basic health services, in particular the essential health service package
Basic infrastructure characteristics
Staffing and staff-level training
Fees

The questionnaires thus collectively provide a comprehensive picture of the households and 
women in NSDP and non-NSDP comparison communities, as well as the health service supply 
environment and community setting within which they reside.

1.3.5  Training and Fieldwork

The questionnaires were pre-tested in May 2005 by two teams, each consisting of four female 
interviewers, one female supervisor and one male team leader. These teams were trained for one 
week beforehand at the Dhaka headquarters of Mitra and Associates. Following that, the teams 
conducted interviews at various locations in the field under the observation of senior staff from 
Mitra and Associates.  

For every cluster (Mahalla), 250 to 350 households were listed by proceeding in a systematic 
fashion from the northwest corner of the Mahalla or similar well-defined locality. Household 
listing and the service availability survey were conducted simultaneously from May 20, 2005 to 
July 26, 2005. Eleven listing teams were deployed for this joint operation, with each consisting of 
one supervisor, two listers/mappers, two facility interviewers, and one field logistical assistant. In 
addition, four supervisors were deployed to check/verify the work of the listing teams. Training for 
the listers/facility interviewers was conducted at the office of Mitra and Associates over five days 
(from May 14, 2005 to May 18, 2005). 

•
•
•
•

•
•
•
•
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Fieldwork for the main survey of eligible respondents was conducted from June 1, 2005 through 
September 3, 2005. Eight interviewing teams were deployed to carry out the fieldwork. Each 
consisted of one male supervisor, one female editor, four female interviewers, and one logistical 
assistant. 

Training for the teams was conducted at Mitra and Associates for 15 days from May 16-31, 2005. All 
of the key personnel on the survey team and other senior professionals from Mitra and Associates 
were engaged in conducting the training. Representatives from MEASURE Evaluation, University 
of North Carolina at Chapel Hill, also participated in the training. Training initially consisted of 
lectures on questionnaire completion, with mock interviews conducted between participants to 
gain experience asking questions. Toward the end, participants spent one-day conducting practice 
interviews in various places close to Dhaka. Trainees whose performance was considered superior 
were selected as quality supervisors.

Six quality control officers were employed to oversee the work of the interview teams. In addition 
to the quality control officers, senior professionals of Mitra and Associates visited the field 
continuously to monitor data collection.

1.3.6  Data Processing

All questionnaires were returned for processing at Mitra and Associates. Processing consisted 
of office editing, coding of open-ended questions, data entry, and editing inconsistencies found 
by the computer programs. The data were processed on six microcomputers working in double 
shifts. The NSDP data entry programs were written in CSPro (The Census and Survey Processing 
System). Data processing commenced in the first week of July 2005 and was completed by the end 
of September 2005.

1.4  Response Rates

Table 1.3 provides response rates for the survey. A total of 9,948 households were selected for 
interview—5,698 in project areas and 4250 in non-project areas. Of these, 9,809 households were 
occupied (5,629 in project areas and 4,180 in non-project areas). Among the occupied households, 
9790 (99.8%) were interviewed; 5,623 (99.9%) in project areas and 4,167 (99.6%) in non-project 
areas.

A total of 10,657 eligible respondents were identified among the successfully contacted households 
(6,127 in project areas and 4,530 in non-project areas).  Of the eligible women, 10,266 (96.3%) 
were interviewed; 5,923 (96.7%) in project areas and 4,343 (95.9%) in non-project areas. Response 
rates for the current survey were higher than those for the 2003 evaluation survey.
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Table 1.3  Number of households, number of eligible women interviewed and response rates 
according to city type, urban NSDP and non-NSDP areas, 2005
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CHAPTER 2.  HOUSEHOLD POPULATION AND HOUSING 
CHARACTERISTICS

This chapter presents background information regarding households. Specifically, it presents 
information on the age structure and composition of households, their characteristics, and ownership 
of common assets. This information is useful in a number of respects, including for purposes of 
assessing how representative the survey was (or, rather, the sort of population it captures) and 
understanding the context from which findings relating to the strategic objective and intermediate 
results for the NSDP emerge. 

For purposes of the 2005 Urban NSDP Evaluation Survey, a household was defined as a person or 
group of people who lived together in the same dwelling unit(s), had common cooking and eating 
arrangements, and acknowledged one adult member as a head of the household. A member of the 
household was any person who usually lives in the household, and/or a visitor who is not a usual 
member of the household but spent the night before the interview in the household. This survey 
collected information on the demographic and social characteristics of the household population. 

2.1  Age and Sex Composition

The age structure of the de facto household population (those who spent the night before the 
interview in the household) is shown in Table 2.1. In project areas, approximately 32% of the 
population was under the age of 15 while 6% was age 60 or older (in non-project areas, the figures 
were 32% and 5%, respectively). The child dependency ratio (of children aged 0-14 years to adults 
aged 15-59) was approximately 52% in NSDP areas and 51% in non-NSDP areas. Males were 
slightly better represented in the 60 and above age group in both project and non-project areas. 
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2.2  Household Composition

Table 2.2 presents information on the sex of household heads and the number of de jure household 
members. (A de jure household includes all members identified as living in the home, regardless of 
whether they were present at the time of interview.)  In both project and non-project areas, around 
nine in 10 households were headed by males, and the mean household size (usual members) was 
4.8. Within NSDP areas, the mean household size was slightly larger in Thana municipalities than 
in the other urban areas. Between 2003 and 2005, mean household size in project areas decreased 
slightly (from 5.0 in 2003).

Table 2.1  Household population by age, sex, and residence
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2.3  Marital Status

Table 2.3 shows the distribution of household population by five-year age groups, according to 
marital status. In the 15-19 year age group, essentially all men were never married, while for 
women the figures were 66% in project and 70% in non-project areas. The proportion never married 
dropped sharply with age for both sexes. Overall, about 43% of men were never married in both 
project and non-project areas. For women the figure was around 30%. There was little variation in 
these rates from 2003.

Table 2.2  Household composition
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2.4  Housing Characteristics

Information regarding water supply and sanitation facilities is presented in Table 2.4. Tube wells 
were the major source of drinking water in both project and non-project areas. More than six in ten 
households in project areas and about five in ten in non-project areas obtained drinking water from 
tube wells. They were followed in importance by piped water inside the dwelling (31% in project 
areas and 46% in non project areas). 

Hygienic toilets facilities were most common in project and non-project areas. About 81% percent 
of households in project areas and 74% in non-project areas had a hygienic toilet (septic tank/
modern toilet, water-sealed/slab latrine, and pit latrine). Just over 50% shared toilet facilities with 
others in project and non-project areas. There was little change from 2003 in terms of either source 
of drinking water or toilet facilities.

Table 2.3  Marital status
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2.5  Housing Characteristics and Possession of Durable Goods 

Table 2.5 presents the distribution of roof, wall, and floor materials. Rudimentary (tin) roofs were 
most common in both project and non-project areas, but were more common in the former (66.8%) 
than the latter (54.9%). In non-project areas, 42% had finished roofs, compared to roughly 29% 
in project areas. Few houses were built with natural roofs (such as bamboo and thatch) in either 
project (4.4%) or non-project (2.8%) areas.

The majority of households in both project and non-project areas lived in dwellings with walls 
made of brick and cement. However, the figure was slightly higher in non-project (68.6%) than 
project (59.7%) areas. The most commonly used floor materials were cement/concrete in both 
project (64.1%) and non-project (71.0%) areas. However, a large percent still lived in houses with 
earth/bamboo floors (35.6% in project areas and 27.6% in non-project areas). 

Table 2.4  Housing characteristics
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Table 2.5  Housing characteristics, structure, ownership, food supply
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Ownership of homestead land was common in both project (85.3%) and non-project (84.1%) 
areas. About 36% of households in project and non-project areas owned other land besides the 
homestead.

Respondents were asked whether their household had sufficient food for the following day, or the 
means to obtain enough to satisfy their needs. More than 85% in both project and non-project areas 
indicated that they had enough food or means to obtain sufficient food. There were no discernable 
or pronounced differences in terms of any of the household characteristics mentioned thus far 
between the 2003 and 2005 NSDP Evaluation Surveys.

Table 2.6 presents data on the possession of consumer durables. Nearly 90% of households in 
project and non-project areas had electricity. Almost every household in project areas had a cot 
or bed. The next most commonly possessed items were a watch or clock (84%), bench (73.1%), 
table or chair (71.2%), television (62.8%) and almirah (57.8%). Households in project areas were 
much less likely to have the other consumer durable goods considered: telephone (32.7%), radio 
(29.7%), bicycle (18.4%), sewing machine (14.7%), and motorcycle (4.8%). There was little or 
no variation in patterns of possession of durable goods between project and non-project areas. 
Further, there were no pronounced differences in household possession of durable goods between 
the 2003 and 2005 surveys, with the exception of radio and telephone. The rate of telephone 
possession increased (from 18% to 32.7% in project areas and from 20% to 35.9% in non-project 
areas), while that for radio decreased (from 39.2% to 29.7% in project areas and from 37.7% to 
31.5% in non-project areas).

2.6  Socioeconomic Status

Households in the 2005 Urban NSDP Evaluation Survey were categorized by socioeconomic status 
(SES) using an index based on household durable goods and dwelling characteristics.  The durable 
goods used were: beds, tables/chairs, radios, televisions, bicycles, almirahs, and watches/clocks.  
The dwelling characteristics were: having electricity; type of source of water; type of toilet; and 
material of floor, walls, and roof. Two indicators of land ownership were also included: whether the 
household owned its homestead and whether it owned any other land. The index was constructed 
using a version of the principal components method that accounts for the binary and ordinal nature 
of the measures of durable goods and dwelling characteristics. The method assigned each variable 
a factor score or weight.  The index was then basically a weighted sum of the characteristics of the 
dwelling and the durable goods available in the household. Households in the 2005 survey were 
then categorized by quintiles using the index.

In the following chapters, we refer to the SES classification as the household asset quintiles.  The 
classification procedure used in 2005 is similar to the one used in 2003.  The classifications of the 
2005 households used in this report were independent of any national socioeconomic distribution 
that may have been used in other surveys.  The 2003 SES classification was specific to the 
populations of NSDP project and non-project comparison areas.  
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Table 2.6  Household assets and amenities
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CHAPTER 3. WOMEN’S CHARACTERISTICS AND STATUS

This chapter describes the circumstances of reproductive aged women interviewed in the 2005 
NSDP Evaluation Survey. The distributions of various characteristics, including age, education 
and literacy, wealth, exposure to media and NGO membership are discussed.

3.1  General Characteristics

Table 3.1 provides the distribution of respondents by general background characteristics, such as 
age, residence, household asset quintile, religion, education, and literacy. In project areas, 49% of 
ever-married women lived in city corporations, while 44% resided in district municipalities and 
8% were from Thana municipalities. About nine of every 10 women interviewed were Muslim, 
with the majority of the rest being Hindu.

There were comparatively few respondents under age 20. This is because only ever-married women 
were interviewed, and many do not marry by age 20 in urban areas. Beginning with the age 30-34 
cohort, the proportion of respondents in older age groups gradually fell in project and non-project 
areas. Thus, in NSDP project areas, 54% of those interviewed were 20 to 34 years old, while 35% 
were age 35 or older and 10% were younger than 20. These patterns are very similar to what was 
found in the 2003 survey. 

More than 95% of currently married women resided with their husbands. Nearly all ever-married 
women had been married only once. However, women with multiple marriages may have been 
reluctant to reveal that to the interviewer.

Over 30% of ever-married women in NSDP project areas never attended school. About 23.5% had 
some primary education, while about 46% had some secondary or complete secondary and higher 
education. The proportion with some secondary or higher secondary education represented a slight 
increase from 2003 levels (of 42.8%). Just over half of respondents were able to read and write a 
letter easily. 

There was little variation between project and non-project areas in terms of the distributions of 
age, education, religion, and literacy. However, relatively more non-project respondents were in 
the highest asset quintile (23.4%, against 19.5% in project areas).  
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Table 3.1  Background characteristics of respondents
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3.2  Differentials in Education

The distribution of education is provided in Table 3.2. In NSDP project areas, there was an inverse 
relationship between age and education. While nearly 45.9% aged 40-49 years had never attended 
school, the proportion dropped with each successively younger age cohort (eventually reaching about 
18% of 10-19 year olds). The proportion having some secondary or higher secondary education rose with 
each successively younger age cohort (from only 32.2% in the oldest (40-49 years) group to 51.8% in 
the youngest (10-19 years). A similar pattern was evident for primary education. As in the 2003 survey, 
median years of schooling peaked in the 25-29 age group, at 8.5. (However, these figures must be viewed 
with some degree of caution since the lower median for younger women partly reflected censoring.) 
Median years of schooling increased slightly from 2003 levels in every age group.

Unsurprisingly, education was inversely related to socioeconomic status. For instance, in project areas 
63% in the lowest asset quintile had no formal education, compared with only 5.3% in the highest one. 
Approximately 85% of those in the highest asset quintile had some secondary or higher education, while 
less than 10% in the lowest one did. Women in non-project areas were, overall, slightly better educated: 
about 28% had no education, compared with 30% in project areas.

Table 3.2  Educational attainment by background characteristics
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3.3  Exposure to Mass Media

Respondents were asked whether they usually read a newspaper or magazine, listened to radio, or 
watched television. Those who responded affirmatively were then asked how often they did so. 
Table 3.3 presents the percentage of respondents exposed to each of these types of media.

In NSDP project areas, more than eight of 10 respondents usually watched television, with 65.2% 
doing so everyday and 16.4% doing so at least once a week. Just over 22% usually listened to radio 
(8.1% everyday and about 9% at least once a week). Newspapers/magazines were read by 30.2%, 
with 9.6% doing so everyday and 10.1% doing so at least once a week. The percentage exposed 
to television represented a slight increase from 2003, while that usually listening to radio declined 
(from 37.4% in 2003). There was little or no variation in exposure to mass media between project 
and non-project areas.

Table 3.3  Access to media
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3.4  Membership in NGOs

Table 3.4 provides the percentage of respondents affiliated with an NGO, such as Grameen Bank, 
BRAC, BRDB, Mothers Club, Proshika, and ASHA. In NSDP project areas, 33.6% of respondents 
belonged to any NGO. As in previous surveys, ASHA and BRAC were the most popular in project 
areas, claiming 12.4% and 5.0% of respondents as members, respectively. The proportion of women 
claiming affiliation with any other particular NGO was never above 3%. The percentage of women 
affiliated with NGOs increased slightly from the 2003 figure (of 26.4%). There were interesting 
and pronounced differences in NGO affiliation patterns between project and non-project areas. 
Most importantly, a large portion of project area respondents were affiliated with an NGO (33.6% 
against 26.3% in non-project areas).

Table 3.4  Membership in NGOs





21Chapter 4.  Fertility

CHAPTER 4.  fERTILITY

One of the objectives of the 2005 Urban NSDP Evaluation Survey was to examine fertility levels, 
trends, and differentials in NSDP project and non-project areas.  This chapter presents a description 
of current and past fertility, trends in total and age-specific fertility rates, and birth spacing.

As in the 2003 Urban NSDP and 2001 UFHP Evaluation Surveys, the 2005 Urban NSDP Evaluation 
Survey gathered reproductive histories from ever-married women ages 10-49 years. In addition to 
information on the number of sons and daughters that a woman had, they were asked about the 
year of each birth, sex of the child, and survival status. Most of the fertility measures are based on 
these birth histories.  For instance, the following measures of current fertility can be derived from 
this data:

 Total Fertility Rate (TFR) is defined as the total number of births a woman would have by 
 the end of her childbearing period if she were to pass through those years bearing children at 
 the currently observed rates of age-specific fertility. The TFR is obtained by summing the 
 age-specific fertility rates and multiplying by five.

 Age-Specific Fertility Rates3�(ASFR) are expressed as the number of births per thousand 
 women in the age group and represent a valuable measure for assessing the current age 
 pattern of childbearing. They are defined in terms of the number of live births during a 
 specific period to women in the particular age group divided by the number of woman-years 
 lived in that age group during the specified period.
 
 General Fertility Rate (GFR) is the number of live births occurring during a specified 
 period per 1,000 women of reproductive age.

 Crude Birth Rate (CBR) is the number of births per 1,000 population during a specified   
 period.

Various measures of current fertility are calculated for the three years preceding the survey, which 
roughly corresponds to the years 2002-2004. A three-year period was chosen because it reflects the 
most recent situation, without unduly increasing sampling errors.

4.1  Current fertility

Table 4.1 presents age-specific and cumulative fertility rates and crude birth rates for women aged 
15 to 49 years for the three years preceding interview. The TFR in project areas was 2.21 births 
per woman (against 2.16 in non-project areas). For both NSDP and non-NSDP areas, fertility 

3 Numerators for age-specific fertility rates are calculated by summing the number of live births that occurred in the period 
1-36 months preceding the survey (determined by the date of interview and the date of birth of the child) and classifying them 
by the age (in five-year groups) of the mother at the time of birth (determined by the mother’s date of birth). The denominators 
for the rates are the number of woman-years lived in each of the specified five-year age groups during the period 1-36 months 
preceding the survey. Since only women who had ever married were interviewed in the BDHS, the number of women in 
the denominator of the rates was inflated by factors calculated from information in the Household Questionnaire on the 
proportions ever married to produce a count of all women. Never-married women are presumed not to have given birth.
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was highest among those aged 20 to 24. There was little variation in age-specific fertility rates 
between NSDP and non-NSDP areas. The 2005 TFR in NSDP areas was 0.14 births lower than in 
2003 (when the figure was 2.35), while the drop in non-NSDP areas was 0.24 births (from 2.40 in 
2003). 

As shown in table 4.2, the TFR in the NSDP areas was highest in Thana municipalities (2.92, 
against 3.36 in 2003), followed by district municipalities (2.15, down from 2.22), and city 
corporations (2.17, almost unchanged from 2.15 in 2003). Table 4.2 also provides the percentage 
currently pregnant in NSDP areas. This was highest in Thana municipalities (8.30%), followed by 
city corporations (5.71%) and district municipalities (5.48%).

Table 4.1  Current fertility

Table 4.2  fertility by domains
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4.2  fertility Trends

Table 4.3 presents trends in total fertility rates over five-year intervals preceding the survey. In 
NSDP areas, the total fertility rate declined from 3.27 births per woman in the 10-14 year period 
preceding the survey to 2.64 births in the 5-9 year period preceding it, and finally to 2.35 births in 
the four years immediately beforehand. This represented an absolute reduction of 0.9 births per 
woman over a decade. In non-NSDP areas, a decline of about one birth per woman (from 3.28 to 
2.30) occurred over the same era. The decrease in fertility from the 10-14 year period preceding 
survey to the most recent five-year period differed considerably across urban areas. The largest 
decrease was in Thana municipalities, where the TFR fell from 4.82 to 3.17 births per woman. 

Table 4.4 shows that fertility declined for all age groups in the three different urban strata and non-
NSDP areas over the 15 years preceding interview. Fertility was highest in Thana municipalities 
at the outset and remained so throughout this era, but declined more precipitously there. At the 
onset, fertility was higher in NSDP areas compared to non-NSDP areas, but by the time of the 2005 
survey it was nearly the same in both areas. Similar findings emerged from the 2003 survey.

Table 4.3  Trends in total fertility rates
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Table 4.4  Trends in age-specific fertility rates
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4.3  Birth Intervals

It is recommended that births be spaced at least 24 months apart. Nearly 9 out of 10 births in NSDP 
(88%) and non-NSDP (86%) areas came after this recommended interval (Table 4.5). There was 
little variation in the proportion of births occurring within two years of the previous birth among 
the various NSDP urban strata: the figures in city corporations, district municipalities and Thana 
municipalities were all around 12-13%. The proportion of births within two years of the previous 
one was higher for younger women and those whose previous birth resulted in a death.

The median birth interval was about the same in NSDP (48 months) and non-NSDP (48.7 months) 
areas. It was higher in district municipalities (49.8 months) and city corporations (48.4 months) 
than Thana municipalities (36.8 months). Median birth interval was similar for male and female 
births, increased with the age of the mother, and decreased with parity. The association between 
maternal education and proper birth spacing was not very pronounced. For instance, the median 
birth interval for women with no education (46.8 months) was slightly lower than for those with 
higher secondary education (53.5 months).

Median birth intervals increased in NSDP areas, from 45.2 months in 2003. However, there was 
no discernible change in median birth intervals in non-NSDP areas. In city corporations and Thana 
municipalities median birth intervals increased from 45.9 and 33.1 months, respectively, while 
remaining about unchanged from 50.2 months in district municipalities.
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Table 4.5  Birth interval
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CHAPTER 5.  fAMILY PLANNING

This chapter presents findings concerning use of family planning methods, sources of family planning, and 
patterns of discontinuation. It also examines awareness of family planning by non-users, and considers 
patterns of family planning use by cohorts of particular interest, such as married adolescents.

5.1  Current Use of Contraception

Table 5.1A shows the distribution of current use of contraception. Current use was defined as the 
proportion of women who said they (or their husbands) were using a family planning method at the time 
of interview. Only those who were married were asked about current use of contraception. 

In NSDP areas, 67.1% of currently married women were using a family planning method (56.9% reported 
use of a modern method and 9.8% a traditional one). In NSDP areas, the pill continued to be most popular 
(at 28.2%), accounting for 42% of all method use and just about half of modern method use. Rates for the 
other commonly used methods were: male condoms, 12.6%; injection, 9.4%; and female sterilization, 
4.5%. Few women used IUD or implants, and few husbands used male sterilization.

Contraceptive prevalence in project areas was highest in city corporations (69.2%), followed by district 
municipalities (66%) and Thana (59.7%) municipalities. In the earlier surveys, contraceptive use was 
actually highest in district municipalities. There was also pronounced and interesting variation in the use 
of specific methods across urban areas. For instance, while male condoms were the second most used 
method (after the pill) in city corporations and district municipalities, in Thana municipalities injection was.

Contraceptive prevalence was about the same (67.3%) in non-project areas. Furthermore, there were 
no marked differences between the project and non-project samples in terms of the distribution of the 
popularity of the various individual methods. 

Differentials in Current Use

As in the 2001 and 2003 surveys, age and number of living children were found to be strongly associated 
with contraceptive use in NSDP areas. Women were most likely to use contraception if they were in their 
30s or had at least one surviving child. Nearly 75% of 30-39 year olds reported using a family planning 
method, compared to 56.2% of those aged 15-19. While only 36% of women with no children used 
a method, the proportion jumped to 71.3% for those with 1-2 children and 74.0% for those with 3-4 
children.

Oral contraceptive pills, usually the most popular method, were actually the second most desired modern 
method among the oldest women (45-49). The popularity of male condoms also dropped with age, while 
permanent (such as female sterilization) and traditional methods became more common. Contraceptive 
use rates were lower among women with no education (63.1%) than those with a primary education 
(68.5%), though any further association with education beyond the primary level was not apparent. 
However, more educated women were more likely to use condoms. Use of condoms rose from only 
3.4% of women with no education to 28.3% of those with secondary or higher education. Perhaps 
somewhat surprisingly, use of traditional methods also rose with education, but the differences were not 
as pronounced as for condoms. Use of the pill and injection fell with education.
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Trends in Contraceptive Use

Contraceptive prevalence increased in NSDP areas by 3.6 percentage points between 2003 and 
2005, which was higher than the increase (2.8 percentage points) observed between 2001 and 
2003. This was driven primarily by increased use of modern methods (particularly, condoms). Use 
of modern methods rose from 53.1% to 56.9%, with condom use rising from 10.2% to 12.6%. Use 
of female sterilization continued to fall through 2005, reflecting its decreasing popularity. Use of 
traditional methods remained essentially unchanged at 10%. In non-project areas, contraceptive 
prevalence increased as well but by a more modest margin than in project areas (1.5 percentage 
points).

The increase in contraceptive prevalence in project areas was evident in both Thana municipalities 
and city corporations: in city corporations, it rose from 64.4% to 69.2% while in Thana 
municipalities it increased from less than 50% to almost 60%. For modern methods, the increase 
in city corporations was from 53.8% to 59.3% while in Thana municipalities it was from 40.4% to 
50.0%. However, in district municipalities prevalence was actually slightly lower in 2005 (66.0%) 
than 2003 (67.3%). 

5.2  Use of Contraception by Married Adolescents

Table 5.1B presents current use of contraception by currently married adolescents. Only those aged 
15-19 are discussed.42 In NSDP areas, 56.2% of adolescents aged 15-19 used family planning (51.3% 
used a modern method). Oral pill was the most popular method, accounting for 53.2% of users 
aged 15-19. Other popular methods were condom, injection and traditional methods. Adolescents 
aged 15-19 were far less likely to practice family planning in Thana municipalities. They were 
however about equally likely to practice family planning in both the city corporations and district 
municipalities. In non-project areas, their prevalence rates were slightly lower (53.6%). 

Contraceptive Prevalence by Asset Quintile

As shown in Table 5.1C, in NSDP areas contraceptive prevalence varied by asset quintile, but 
with no clear pattern.  This absence of a clearly discernible association between wealth and family 
planning use suggests that by 2005 the poor had come to enjoy the same level of access to family 
planning as the rich. However, in non-project areas, family planning use rates remained lower 
among the poor: 51.8% in the lowest quintile compared with 57% or more in the higher ones.

4 Rates for those aged 10-14 were based on too few observations to draw confident conclusions.



31Chapter 5.  Family Planning  

Table 5.1B  Current use of contraception by married adolescents 

Table 5.1C  Current use of modern contraception, by asset quintile
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5.3  Sources of Supply of family Planning Services

As in the 2001 and 2003 surveys, a major goal was to learn the relative importance of different 
sources of family planning services in NSDP areas. Data were collected by asking current users 
of modern methods where they had obtained them. As shown in Table 5.2A, in NSDP areas the 
predominant source was the private medical sector (specifically pharmacies). More than half 
(54.6%) of users of modern methods reported that they obtained it from the private medical sector, 
with most (52.5%) doing so from a pharmacy. The public sector was the next most important source, 
supplying about a fifth (18.6%) of modern method users. In the public sector, maternal and child 
welfare centers (MCWS) and hospitals/medical colleges, used by 5.6% and 4.9%, respectively, 
were the most popular.

NSDP clinics were the third most important source with 16.4% of the market, which was divided 
fairly evenly between static (9.0%) and satellite (7.1%) clinics. Nonetheless, NSDP providers 
increased their share of the market for modern contraception from 13.9% in 2003. The share of 
pharmacies remained essentially unchanged between 2003 and 2005. The public sector’s share 
actually fell slightly from 19.5% in 2003.

There was variation in terms of the major suppliers across the various specific methods. The 
vast majority of pill (70%) and condom (80.9%) users relied on pharmacies. In contrast, female 
sterilization was mainly performed at public sector facilities (73.3%). NSDP and public facilities 
were the major providers of IUDs and injectables, with NSDP and public sector facilities serving 
42.5% and 41.9%, respectively, of IUD users and 59.2% and 19.5%, respectively, of injectable 
users. NSDP providers had a substantial portion of the market for clinical methods, though public 
facilities were generally the main providers of these methods in NSDP areas.

Project vs. Non-Project Areas

There was little variation between project and non-project areas in terms of sources of family 
planning (Table 5.2B). In each, the private medical sector was the dominant player, followed by the 
public sector. Interestingly, NSDP clinics were actually an important source of family planning in 
non-project areas: 5.6% of modern method users in non-project areas used an NSDP clinic (against 
16.4% in project areas). Relative market shares for the various methods were roughly equivalent 
across project and non-project areas. For instance, in each, pharmacies were the major suppliers 
of condoms and pills, while public facilities provided most female sterilization. However, in non-
project areas, non-NSDP NGO clinics, as expected, had a larger share than NSDP clinics—14.5% 
against 5.6%.
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Table 5.2A  Source of supply, urban NSDP
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Source of Contraception by Asset Quintile

NSDP facilities met a substantial portion of the contraceptive needs of women in the lowest asset 
quintile (Tables 5.3A and 5.3B). Among modern method users, 24.4% in the lowest quintile relied 
on NSDP sources, against 7.1% in the highest one. Private medical sector facilities were the most 
common source for all women, though those in the highest quintile were far more likely to rely on 
them.

Table 5.2B  Source of supply, urban non-NSDP
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Table 5.3A  Source of modern contraception by asset quintile, urban NSDP areas
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5.4  Knowledge of Sources among Non-Users

Table 5.4 provides the distribution of knowledge of family planning sources among non-users. 
Only 7.8% and 9.1% of women not currently using family planning in project and non-project 
areas, respectively, did not know of any source of family planning. In NSDP areas, private 
medical sector facilities (known to 45.8% of non-users) were the most widely recognized sources, 
followed by NSDP (22.9%) and public sector (16.0%) sources. Awareness varied across urban 
project areas. NSDP sources were more widely recognized in city corporations than Thana or 
district municipalities, while the reverse was true of public sector providers. Unsurprisingly, NSDP 
sources were more well-known in project areas.

5.5  Contraceptive Discontinuation Rates

Contraceptive discontinuation rates are given in table 5.5A. These rates were based on information 
collected in a five-year, monthly calendar. All episodes of contraceptive use between May 2000 
and the date of interview were recorded, along with the main reason for any discontinuation of use 

Table 5.3B  Source of modern contraception by asset quintile, urban non-NSDP areas
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Table 5.4  Knowledge of source for non-users

during this period. Discontinuation rates were based on events from May 2000 to the fourth month 
preceding interview. The month of interview and the two preceding it were ignored to avoid bias 
associated with unrecognized pregnancy.

Table 5.5A (which is based on episodes of contraceptive use that began 3-59 months before the 
survey) provides the proportion of users of a method who discontinued use within 12 months of 
initiation. The reasons for discontinuation were treated as competing risks53and classified into four 
main categories: method failure (pregnancy), desire to become pregnant, side effects/health concerns, 
and all other reasons. Switching to another method was included in side effects/health concerns.

5 The reasons for discontinuation included the following: infrequent sex/husband away; method failure/became pregnant; 
wanted to become pregnant; husband disapproved; wanted a more effective method; health concerns; side effects; lack of 
access; cost; inconvenient to use; fatalistic; entered a period of amenorrhea; marital dissolution; and other.
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Among contraceptive users in NSDP areas, 53.6% discontinued within 12 months of initiating use: 4.0% 
due to method failure; 6.9% because of a desire to become pregnant; and 24.5% as a result of side 
effects or health concerns or switching to another method. About 18% discontinued use for other reasons, 
including infrequent sex, husband away, and lack of access to method.

In NSDP areas, condoms (68.5%) had the highest discontinuation rate among modern methods. Those 
for the pill and injectables (49.7% and 54.5%, respectively) were somewhat lower. Discontinuation rates 
were lowest for periodic abstinence (41.2%), which was the most popular traditional method.64 

In NSDP areas, “side effects/health concerns” (including switching to other methods) was by far the most 
common reason for discontinuation of the pill, IUD and injectables, while “other reasons” was cited in 
the case of condoms, periodic abstinence and withdrawal. Method failure was more commonly cited 
for withdrawal and condoms than for the pill, periodic abstinence and injectables. “Desire to become 
pregnant” was more common for the pill and condoms than any other methods. 

Table 5.5B presents first-year discontinuation rates by NSDP/non-NSDP areas. Rates for almost all 
methods were lower in non-NSDP areas. In NSDP areas, the discontinuation rate rose by 4.8 percentage 
points from its 2003 level (48.8%). Behind this figure were noticeable increases in rates for the various 
specific methods. Rates also rose by a large margin (5.4 percentage points, from 43.7% in 2003) in non-
NSDP areas.

6 Months of exposure were insufficient to calculate reliable figures for IUD and implants.

Table 5.5A  Contraceptive discontinuation rates
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5.6  Reasons for Discontinuing Contraceptive Method

Table 5.6 provides reasons for discontinuation in NSDP areas for all episodes of discontinuation, 
regardless of whether they occurred during the first 12 months of use. Of all reasons cited, 33.4% 
were due to side effects. The next most common reason for discontinuation was desire to become 
pregnant (20.6%). Around 11% was due to method failure (becoming pregnant while using a 
method). Among specific methods, side effects were the main reason cited with IUD, injections, 
and implants (67% or more of the time). Side effects were also the most common reason cited for 
discontinuing the pill (38.2%).

Table 5.5B  Contraceptive discontinuation rates by project and non-project areas
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 Table 5.6  Reasons for discontinuing contraceptive methods
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CHAPTER 6.  INfANT AND CHILD MORTALITY

This chapter examines the mortality of children less than five years of age in urban project and 
non-project areas. The data were compiled from the birth histories provided by ever-married 
women. Ages at death were recorded in days if the child died in the first month of life or in 
months if the child died thereafter but before 24 months of age. Mortality rates were calculated in 
a straightforward fashion and defined as follows:

  Neonatal mortality(NN): The probability of dying in the first month of life.
  Postneonatal mortality (PNN): The probability of dying after the first month of
    life but before the first birthday.
  Infant mortality(1q

0): The probability of dying before the first birthday.
  Child mortality(4q

1): The probability of dying after the first birthday but 
    before the fifth birthday. 
  Under-five mortality (5q

0): The probability of dying before the fifth birthday.
 
All rates are expressed per 1,000 live births, except for child mortality, which is expressed per 
1,000 children surviving to their first birthday (12 months of age). Mortality rates were calculated 
for project and non-project areas and the various strata of urban communities in project areas.  
Rates were also calculated for different socioeconomic sub-groups.

6.1  Assessment of Data Quality

During interviewer training, considerable emphasis was placed on minimizing errors that might 
lead to age heaping in mortality reports. Interviewers were instructed to probe for exact ages when 
dates corresponded to common heaping points. For example, if a child was reported to have died 
at age one year, interviewers would ask whether the child really died at exactly one year, or before 
or after one year. It was important to probe for more precise dates because such heaping can bias 
infant mortality estimates downwards.

6.2  Early Childhood Mortality Rates

In the five years preceding survey, the infant mortality rate was 40.8 deaths per 1,000 live births 
in NSDP areas (Table 6.1). In non-NSDP areas it was markedly higher at 49.2 deaths. However, in 
all areas, the infant mortality rate exhibited a pronounced downward trend over time. As one can 
observe, between the 5-9 and 0-4 years periods preceding the survey, the rate declined from 50.5 
to 40.8 deaths in NSDP areas and from 66.3 to 49.2 deaths in non-NSDP areas.
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6.3  Early Childhood Mortality by Socioeconomic Characteristics

Infant mortality rates differed along a variety of regional and socioeconomic lines (Table 6.2). 
Using mortality rates for the 10-year period preceding the survey, infant mortality was highest 
in district municipalities (49.5 deaths per 1,000 live births) followed by city corporations (44.8 
deaths) and Thana municipalities (34.8 deaths). There was little variation in under-five mortality 
rates between the various types of NSDP communities.

Children with uneducated mothers were more than five times as likely to die before their first 
birthday as those whose mothers had completed a secondary education or better. Only 7.4% of 
those with mothers with some secondary education died between their first and fifth birthdays 
while less than 2% of those whose mothers had complete secondary or higher education did. On 
the other hand, roughly 20% of those with uneducated mothers or mothers with only a primary 
(incomplete or complete) education did not survive from their first to their fifth birthdays. Early 
childhood mortality rates were also higher for children in poorer households. More than a quarter 
(26.6%) of children in the poorest quintile died between their first and fifth birth days, compared 
with only 6.2% in the wealthiest one. Infant mortality rates were more than 10 deaths per 1,000 
live births higher in non-NSDP areas.

Table 6.1  Early childhood mortality rates
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Table 6.2  Early childhood mortality rates by socio-economic characteristics





45Chapter 7.  Reproducti�e and Child Health

CHAPTER 7.  REPRODUCTIVE AND CHILD HEALTH

This chapter reviews the use of various maternal and child health services and the prevalence of 
important childhood health challenges.  Among other things, it examines use of antenatal and 
delivery care,  pregnancy-related complications, tetanus toxoid (TT) vaccination coverage, child 
health care, and awareness of maternal and child health services.

7.1  Antenatal Care

Antenatal care (ANC) is an important component of the NSDP Essential Service Package. 
Antenatal care entails visits to medical care providers at periodic intervals to detect, monitor, and 
treat problems that arise in the course of pregnancy. Timely and appropriate antenatal care can 
serve the health of both mother and child.  

Antenatal Care Providers

Ever married women with a live birth in the five years preceding the interview were asked whether 
they had had an antenatal care visit for their last live birth and to specify the type of caregiver 
that treated them. Table 7.1A provides the distribution of visits in terms of the type of caregiver 
visited for the last live births in the three years preceding interview. More than four-fifths in project 
(NSDP) areas received ANC (82.2%). The figure was about the same (84.2%) in non-project areas 
(Table 7.1B). Most of those who received any ANC were seen by a trained provider (around 80% 
in project and non-project areas). In NSDP areas, the oldest women (35-49 years) were less likely 
to receive any ANC than younger ones. However, women in the youngest age group (10-14 years) 
were about as likely as those in the oldest age group (35-49 years) to seek ANC from a medically 
trained provider. Those with more children were less likely to seek care and, when they did, less 
inclined to visit a qualified doctor. Visit likelihood was lower in Thana (65.8%) than district 
(80.0%) municipalities and highest in city corporations (87.3%). Residents of municipalities were 
also less likely to see a qualified doctor when they did have an ANC visit. There was a pronounced 
association between care-seeking behavior and education. Women who had no education were 
far less likely to seek ANC than those who had at least some, and when they did, to be seen by a 
qualified doctor. Generally speaking, similar patterns prevailed in non-project areas.
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Table 7.2A provides the distribution of ANC visit counts and the duration of pregnancy at first 
visit. There was little variation in the number of ANC visits made between project and non-project 
areas. The overall visit count median was exactly the same (3.9) in project areas and non-project 
areas. There was also essentially no difference in the median number of months pregnant at first 
visit at 3.2-3.3 months.

Table 7.2A  Number of antenatal care visits and timing of first visit, birth in the last three years
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Table 7.2B  Use of antenatal care, urban NSDP and urban non-NSDP, last three years

Table 7.2B provides the percentage of women who had at least one ANC visit by household asset 
quintile. In project areas, women were far more likely to have an ANC visit if they were from 
wealthier households and, when they did, to be seen by a qualified doctor.  A similar relationship 
was evident in the various NSDP urban areas and non-project areas.

Source of Antenatal Care

Table 7.3 provides market share for antenatal care visits for the last pregnancy for those who had a 
live birth in the three years preceding interview and had at least one antenatal care visit during that 
pregnancy. In project areas, over a quarter (27.1%) with at least one ANC visit visited an NSDP 
provider. Those who used NSDP providers were most likely to visit static clinics (18.8%, against 
8.3% for satellite clinics). Private and public sector providers were also significant providers of 
ANC, having 28.3% and 26.9% of the market share, respectively. Of the public sector facilities, 
MCWC (14.5%) and hospitals/medical colleges (9.0%) were most prominent while private clinics/
doctors (27.9%) were by far the most notable providers from the private sector.

In non-NSDP areas, the private medical sector and non-NSDP NGO clinics were the most important 
providers of ANC, with about 31% market share each. The public sector was also a major provider, 
with nearly a quarter of the market. Of public providers, hospitals/medical colleges (9.8%) and 
MCWCs (9.6%) were equally important. In project and non-project areas, Thana health complexes 
played a very minor role compared with rural areas. As in project areas, the share of the private 
medical sector was dominated by private doctors/clinics. Surprisingly, NSDP providers (including 
satellite clinics) actually enjoyed a non-negligible share of the market.

Table 7.4 provides market share by socioeconomic status. In project and non-project areas, NSDP 
providers were far more important to the poor than the wealthy. Particularly in project areas, NSDP 
providers were a relatively unimportant source of care for the wealthy who, unsurprisingly, were 
far more likely to rely on private doctors/clinics. Though there were differences in the use of public 
sector providers across socioeconomic strata, they were modest and uneven.
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Table 7.3  Source of antenatal care, last three years
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7.2  Iron Supplementation

Table 7.5A provides the distribution of women who received iron tablets during pregnancy for births in 
the year preceding interview. In NSDP project areas, around 70% took iron tablets or syrup. Women were 
least likely to do so in Thana municipalities (62.5%), followed by district municipalities (66.6%) and 
city corporations (72.1%). Women in non-project areas were slightly more likely to receive supplements 
(75%, respectively). 

Women younger than 15 years, as well as those older than 34 years, were less likely to receive iron 
supplements. Only 52.6% and 54.1%, respectively, of women aged 10-14 years and 35-49 years, received 
iron supplements, compared with more than 66% for those aged 15-34 years. Supplements were less 
likely in higher parity groups (55.3% for the highest parity against 75.5% for the lowest). Only 54% with 
no schooling received supplements, while over 78% with secondary education or better did.

Table 7.5A  Iron supplementation, last one year
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The distribution for births in the three years preceding the survey is shown in Table 7.5B. For 
both NSDP and non-NSDP areas, there was little or no variation in the distribution of iron 
supplementation between the one and three-year recall window. 

Table 7.5B  Iron supplementation, last three years

The distribution of iron supplementation by asset quintiles during pregnancy for births in the one 
year and three years preceding the survey are shown in Tables 7.6A and 7.6B. In NSDP areas in 
the one year preceding survey, only 47.7% of women eligible to receive supplements in the poorest 
quintile did so compared to 83.2% in the richest one. Similar variation was apparent across all the 
various NSDP urban environments as well as in non-project areas.
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The proportion receiving iron supplementation improved dramatically in Thana municipalities 
(from 47.9% in 2003 to 62.5% in 2005 for the one year recall period). However, supplementation 
rates fell in district municipalities (from 71.2% to 66.6%) and in city corporations (from 77.4% to 
72.1%). As a result, the overall level of iron supplementation in project areas remained essentially 
unchanged at 68.9% in 2005 (compared with 70.5% in 2003). In non-project areas, there was a 
roughly six-percentage point increase in coverage, from 69.2% to 75.0%.

Table 7.6A  Iron supplementation, last one year, by asset quintile

Table 7.6B  Iron supplementation, last three years, by asset quintile
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7.3  Tetanus Toxoid Vaccination

Tetanus toxoid (TT) injections protect women and their newborns from tetanus. It is recommended 
that pregnant women receive two doses during pregnancy. However, if a woman has already been 
vaccinated during a previous pregnancy, she may only require one booster dose. Five doses are 
widely believed to convey lifetime protection.

Table 7.7A provides the distribution of TT coverage for last live births in the one year preceding the 
survey. As in 2003, there was widespread coverage. In NSDP areas, only 12.2% did not receive an 
injection. Coverage was slightly lower in non-NSDP areas (with 15.9% not receiving an injection). 
However, the proportion receiving two or more injections was lower in 2003 than 2005 in both 
the NSDP areas (51.7%, down from 58.8% in 2003) and the non-NSDP areas (56.7%, down from 
64.3% in 2003).  Across NSDP urban areas, coverage was highest in city corporations (57.1% with 
two or more injections, down from 68.5% in 2003) and lowest in district municipalities (45.7%, 
down from 50.8% in 2003). 

While 64.2% or more of women aged 15-19 had two or more injections, 33.3% of those age 35-49 
did. This may partly reflect older women having already completed the five injection course during 
previous pregnancies. Women at lower parity had higher coverage. Only 42.1% with no education 
received two or more injections, compared with 65.1% for those with some secondary education. 
Surprisingly, coverage was lower among women with complete primary education than those with 
incomplete primary education, as it was among those with complete secondary education or higher 
than those with some secondary education.

Table 7.7A also provides the distribution of knowledge of the necessary doses for lifetime protection 
from tetanus among women having a live birth in the year preceding survey. Over half knew that 
five doses are required (56.4% in NSDP areas and 51.9% in non-NSDP areas). Within NSDP areas, 
knowledge was greater in district municipalities (64.5%) than city corporations (49.7%) or Thana 
municipalities (53.6%). It was also related to age, parity, and education: women were more likely 
to know the required number of doses if they were younger than 15, at lower parity, and better 
educated.

Table 7.7B presents coverage for last pregnancies resulting in a live birth in the three years preceding 
the interview. In NSDP areas, 60.7% who had a birth in the preceding three years received two or 
more injections, compared with 51.7% who had a birth in the previous one year. For non-NSDP 
areas, the figures were 64.8% and 56.7%, respectively. 

Table 7.7B also provides the distribution of knowledge of the number of doses necessary for 
lifetime protection against tetanus for women with a birth in the three year recall window. Although 
differences from the one year recall window were small, they were indicative of slightly increasing 
awareness. The patterns of knowledge by background characteristics were similar for one- and 
three-year recall periods.
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Table 7.7A  Tetanus toxoid injections, last one year
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TT coverage was positively related to socioeconomic status (Tables 7.8A and 7.8B). In NSDP 
areas, only 45.7% in the poorest quintile received two or more injections for their last birth in the 
year preceding interview, compared with 55.5% in the richest one. The relationship with wealth 
was more pronounced in non-NSDP areas (with the figures there varying from 39.5% in the poorest 
quintile to 69.5% in the richest one).

Table 7.7B  Tetanus toxoid injections, last three years
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Table 7.8A  Tetanus toxoid injections, last one year, by asset quintile

Table 7.8B  Tetanus toxoid injections, last three years, by asset quintile
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Table 7.9A provides the distribution of sources of TT injection for women with a live birth in 
the year preceding interview. NSDP clinics, surpassing public sector facilities, became the most 
prominent source in NSDP areas, accounting for 37.7% of vaccinations against 33.6% for public 
facilities. Across NSDP areas, NSDP clinics had a much larger share in city corporations (53.7%) 
than district (23%) or Thana (19.1%) municipalities. The market share of NSDP clinics dramatically 
increased in NSDP areas from 29.4% in 2003. 

Sources of TT injections for women with a live birth in the three years preceding survey are shown 
in Table 7.9B. There were no marked differences in the distribution of sources between the one- 
and three-year recall periods.

Table 7.9A  Source of tetanus toxoid injections, last one year
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7.4  Knowledge of Pregnancy Complications and Care

Table 7.10 shows the percentage of women who mentioned specific complications of pregnancy 
(including delivery and post-delivery related) that they believed to be life threatening. Tetanus was 
the most commonly known complication in NSDP areas (known to 66.8%), followed by convulsions/
eclampsia (43.9%), poor fetal positioning (34.8%), retained placenta (34.3%), excessive vaginal 
bleeding (33.8%) and obstructed labor (31.2%). Only a few had no knowledge of life threatening 
complications. Knowledge of complications was about as widespread in non-NSDP areas. There 
were no clear changes in patterns of knowledge between the 2003 and 2005 surveys.

Table 7.9B  Source of tetanus toxoid injections, last three years
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7.5  Delivery Care

Place of Delivery

Table 7.11 shows the distribution of places of delivery for women with a birth in the past five 
years. In NSDP areas, over one third (34.7%) gave birth at a formal health care facility while 
64.1% did so at home. Most of the former gave birth at private hospitals/clinics (14.4%). Delivery 
at private hospitals/clinics was most common in district municipalities (16.4%), followed by city 
corporations (14.1%) and, more distantly, Thana municipalities (6.5%). The principal public sector 
sources were government hospitals (10.8%) followed by MCWCs (5.4%). Delivery at health 
facilities was more common in non-NSDP (38.8%) areas.

Younger women were less likely to deliver at a facility. When they did, they were more likely 
to use a public provider (older mothers were, by contrast, more likely to use a private provider). 
Women at higher parity were less likely to deliver at a facility. Few with no antenatal care visits 
delivered at a health facility, compared with 21.6% of those with 1-3 visits and over half (55.3%) 
with four or more.

Table 7.10  Knowledge of pregnancy complications and care
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Less than 10% in the poorest quintile delivered at a facility against over 70% in the richest. There 
were also striking differentials by education: only 15.3% with no education delivered at a facility 
compared with 19.4% of those with some primary education, 37.4% with some secondary education 
and 69.8% with complete secondary or higher education. 

Use of health facilities for delivery increased in NSDP areas, from 32.5% in 2003. It remained 
essentially unchanged in non-NSDP areas. 

Assistance during Delivery

Table 7.12 provides the distribution of assistance received during the last birth for mothers with a 
live birth in the five years preceding interview. In NSDP areas, 54.2% were assisted by traditional 
birth attendants (DAIs) (10% assisted by a trained DAI and 44.2% by an untrained DAI). Only 
41.8% were attended to by medically trained personnel (32.2% by doctors and 9.6% by nurses, 
midwives or family welfare visitors).

Women were less likely to be assisted by medically trained personnel in Thana (25.1%) than 
district (44.2%) municipalities, or city corporations (42.8%). They were more likely to be assisted 
by trained medical personnel if they were aged 20 to 34, if theirs was a lower parity pregnancy, if 
they made antenatal care visits (and if they had made more of them), if they were educated, and if 
they were wealthier.

Among deliveries in non-project areas, 45.1% were assisted by medically trained personnel 
compared with 41.8% in project areas). There was little change in the likelihood of receiving 
assistance from medically trained personnel from 2003 levels.
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7.6  Childhood Vaccination

According to World Health Organization (WHO) guidelines, children should receive a Bacillus 
Calmette-Guerin (BCG) vaccination against tuberculosis, three doses of DPT vaccine (to prevent 
diphtheria, pertussis, and tetanus), three doses of polio vaccine, and a vaccination against measles. 
WHO recommends that these occur before the first birthday and that they be recorded on a health 
card given to parents.

Information on vaccinations was obtained for all surviving children born during the five years 
preceding interview. When a card was available, the interviewer copied vaccination information 
from it. When it was not, the mother was asked to recall her child’s vaccination history.

Vaccination Coverage

Table 7.13 presents vaccination rates for children age 12 to 23 months. Three rates are provided: 
one computed from vaccination cards, another based on mother’s recall, and the third from both. In 
NSDP areas, 54.5% were fully vaccinated according to vaccination cards while another 29.4% were 
vaccinated according to their mothers’ recall, for an overall vaccination rate of 83.8%. However, 
the proportion receiving all recommended vaccines by their first birthday was lower (69.0%). 
Coverage was 96.8% for BCG, 96.3% for the first dose of DPT and 94.9% for the first dose of 
polio. The rate dropped to 91.0% for the third dose of DPT and 90.8% for the third dose of polio 
(and 86.1% for measles). Dropout rates between the first and the third doses of DPT and polio 
were only 5.5% and 4.3%, respectively (lower than the comparable figures of 13.9% and 8.2%, 
respectively, in 2003). With 82.1% of children fully vaccinated, non-project areas had a similar 
level of coverage. Full vaccination coverage rose markedly in both project and non-project areas 
from 2003 levels (from 69.1% in project areas and 71.3% in non-project areas). 

Table 7.14A provides the distribution of coverage in urban NSDP areas by city type. It also 
provides information about the availability of health cards. Full vaccination was highest in Thana 
municipalities at 88.3%, followed by district municipalities (84.3%) and city corporations (82.6%). 
Full coverage improved dramatically in both Thana municipalities and city corporations from 2003 
levels (up from 57.6% and 64.4%, respectively). 

There was virtually no difference in full vaccination coverage between girls (84.3%) and boys 
(83.4%). However, children of higher birth order were less likely to be fully vaccinated: just over 
70% of sixth or higher birth order were fully vaccinated, compared with 79.8% of fourth or fifth 
order, 83.8% of second or third and 86.9% of first born-children.

Children were less likely to be fully vaccinated if they were born to less educated mothers. Less 
than 80% with mothers with no education or a primary education were fully vaccinated. Among 
those with mothers with some secondary education, 85.1% were, while the figure was over 95% 
for children whose mothers had completed a secondary education or better. There were also 
large differences in vaccination by asset quintiles: only 73.7% in the poorest quintile were fully 
vaccinated, compared to 92.4% in the richest one. Differentials in childhood vaccination coverage 
in non-NSDP areas by various background characteristics are shown in Table 7.14B. They were 
roughly similar to those in NSDP areas.
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Source of Vaccination

NSDP clinics (including joint NSDP-Government EPI sessions) provided around 40% of vaccinations 
in NSDP areas (Table 7.15). Government clinics provided roughly 32%, while other NGOs supplied 
another 21%. NSDP clinics had a market share of around 15% in non-NSDP areas. The share of NSDP 
providers in vaccination coverage increased by large margins between 2003 and 2005: from between 
approximately 29.1% and 31.2% for various specific vaccines to between 39.2% and 42.2%.

Table 7.15  Source of vaccinations
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Table 7.16 presents the distribution of vaccination sources by asset quintile. In NSDP areas, NSDP 
satellite clinics were generally more popular among the poor. Approximately 22.9% of vaccinated 
children age 12-23 months in the poorest quintile received BCG vaccine from NSDP satellite 
clinics, compared with only 12% in the highest one. Interestingly, NSDP static clinics were least 
popular in the poorest quintile (18.8%) and most popular in the middle quintile (31.6%). Results 
were similar for DPT3, polio3, and measles. 

Knowledge of Vaccination Schedule

One possible explanation for the failure of a large proportion of children to complete the DPT and 
polio sequences is that their mothers were not aware of either the required number of vaccinations 
or the appropriate schedule for administering them. To examine these possibilities, women whose 
children were less than one year of age and had begun but not completed the DPT and polio 
sequences were asked if they knew the date for the next vaccination. In order to determine whether 
answers corresponded with the recommended schedule, questions were asked only about children 
with a vaccination card. DPT vaccinations are recommended at 6, 10, and 14 weeks of age. Polio 
vaccinations are generally given concurrently. Answers regarding the dates for the next vaccination 
were considered correct if they were four to five weeks from the date of the preceding one. 

As shown in Table 7.17, less than two-thirds of women in NSDP areas could report next DPT 
and polio vaccination dates, with roughly 83% of them doing so correctly. Better-educated and 
wealthier women were more likely to report a correct date. 
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7.7  Prevalence and Treatment of Acute Respiratory Infections

Acute respiratory infection (ARI) is a major cause of child morbidity and mortality in Bangladesh. 
Common symptoms include cough, difficult or rapid breathing or chest in-drawing, and fever 
(though the latter could be indicative of any number of things). In the 2005 survey, as in the 2001 
and 2003 surveys, ARI was defined as an illness with cough and rapid or difficult breathing or 
chest in-drawing. Prevalence among children under age five was assessed by asking women if any 
of their children under five years of age experienced any of these symptoms during the two weeks 
preceding interview. ARI prevalence rates are provided in Table 7.18. In NSDP areas, 37.4% had 
been ill with fever and 7.9% suffered an ARI episode in the two weeks preceding interview. Within 
NSDP areas, there was little variation in ARI prevalence across Thana municipalities (8.5%), 
district municipalities (8.1%), and city corporations (7.7%). Fever and ARI prevalence rates were 
lower in non-NSDP areas: 32.4% and 5.8%, respectively.

ARI prevalence was more common among children age 6-35 months (roughly 10.5%) than among 
the younger (6.1%) or older (roughly 5.0%) children. Prevalence was higher for girls (8.5%) than 
boys (7.4%).

The proportion suffering ARI was 9.8% among those with uneducated mothers, and only 6.5% (or 
even lower) for those whose mothers had at least completed a primary education. More than 9.0% 
in the lowest three quintiles suffered ARI, compared to only 3.5% in the highest one.
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Table 7.18  Prevalence and treatment of symptoms of ARI or ARI plus fever
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Table 7.18 also presents the distribution of ARI sufferers taken to a health facility/provider for 
treatment. In NSDP areas, less than half with ARI (about 46%) were taken to one. The figure 
was lower in Thana (31.4%) than district (43.9%) municipalities or city corporations (50.9%). 
Slightly fewer were taken to a health facility/provider in non-NSDP areas (42.4%). The main 
sources of treatment in NSDP (57.0%) and non-NSDP (54.3%) areas were private medical sector 
facilities (Table 7.19). In non-NSDP areas, public sources were comparatively more important. 
NSDP providers provided care only to a very small proportion of ARI-stricken children (2.9% in 
project areas). In project areas, the poorer children were less likely to be taken to public hospitals/
clinics (Table 7.20A). Generally speaking, similar patterns were apparent in non-NSDP areas 
(Table 7.20B). 

Table 7.19  Source of treatment for children with ARI
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Table 7.20A  Source of treatment for children with ARI by asset quintile, NSDP areas
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Table 7.20B  Source of treatment for children with ARI by asset quintile, non-NSDP areas

7.8  Vitamin A Supplementation

Vitamin A deficiency is the major cause of preventable childhood blindness and a major contributing 
factor for several other childhood sources of morbidity and mortality. It can be avoided by giving 
children capsule supplements, usually every six months. Bangladesh has initiated such a program of 
supplementation through its health care system. The policy is to begin vitamin A supplementation after 
the first nine months of life. Children 9-11 months of age are provided vitamin A supplementation at the 
time of measles vaccination, and those who are 12-59 months old receive the supplements once every six 
months during the National Immunization Day and vitamin A campaign. 

As in the previous surveys, mothers were asked if their children under age five had taken a vitamin A 
capsule in the preceding six months. Table 7.21 provides rates of vitamin A supplementation for those 
aged 9-59 months. In NSDP project areas, 62.9% received vitamin A supplements. This figure was slightly 
lower in non-project areas (56.3%). The proportion who received a vitamin A capsule was lower in city 
corporations (51.5%) than district (73.4%) or Thana (76%) municipalities. Vitamin A supplementation 
was related to maternal education and socioeconomic status, though the patterns were not particularly 
pronounced or straightforward. A similar situation prevailed in non-project areas.
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Between 2003 and 2005 surveys, the likelihood of children age 9-59 months receiving vitamin 
A supplementation decreased substantially in both project and non-project areas (from 81.4% to 
62.9% in project and 83.1% to 56.3% in non-project areas).
 
As presented in Table 7.22, in NSDP project areas, government clinics/hospitals were the most 
important source of vitamin A supplements (39%). Next most important was NSDP clinics (27.3%), 
followed by municipality/pourashava (21.8%). Among those receiving vitamin A supplements 
from an NSDP source, 18.8% did so from a satellite clinic, 7.1% from a static clinic, and 1.4% 
from a joint NSDP/EPI session. NSDP providers also supplied vitamin A supplements to 15.4% in 
non-project areas. In NSDP areas, about 30% of poor children received vitamin A from a NSDP 
source.

Table 7.21  Vitamin A
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7.9  Childhood Diarrhea

Prevalence of Diarrhea

As in the earlier surveys, mothers of children less than five years of age were asked whether those 
children had experienced an episode of diarrhea in the two weeks preceding interview.  The two 
week prevalence rates of diarrhea among under five children, thus assessed, are shown in Table 7.23. 
Since diarrhea is seasonal, these rates may not be comparable with those of other surveys conducted 
at other times of the year. Among children under five, 7.4% in NSDP project and 5.3% in non-
project areas had diarrhea in the two weeks before the survey. Diarrhea was most common among 
children age six to 23 months. There was no variation in prevalence between boys and girls. 

Table 7.22  Source of vitamin A
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Table 7.23  Prevalence and treatment of symptoms of diarrhea

The prevalence of diarrhea varied strongly with maternal education, with children of less 
educated mothers at more risk. There appeared to be an inverse relationship between diarrhea and 
socioeconomic status. Prevalence fell from approximately 11.2% in the lowest asset quintile to 
5.3% in the highest one. In NSDP project areas, the prevalence rate was slightly lower in 2005 
(7.4%) than 2003 (9.6%). 

Table 7.24 provides the distribution of treatment of recent episodes of diarrhea. In project areas, 
26.3% of children younger than five years of age reporting diarrhea were taken to a health facility 
for treatment or consultation. The rate was greater for children in non-NSDP areas (30.7%). In 
NSDP areas, sufferers were most likely to be taken to a health facility in city corporations (31.1%), 
followed by Thana (24.7%) and district (21.7%) municipalities. Children were most likely to be 
taken to a health facility if they were 12-23 months old, from wealthier households, and their 
mothers were more educated.
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In NSDP areas, nearly eight in 10 with diarrhea (79.1%) were given a solution made from ORS packets 
and 12.5% were treated with a recommended home fluid (RHF, or laban gur solution). Overall, 83% 
percent were treated with either ORS or recommended home fluid solutions. Nearly seven in 10 were 
given water and about one-third were provided with other liquids, while 46% received some kind of pill 
or syrup. 

Children had slightly lower rates of treatment with solutions made from ORS packets or recommended 
home solution in non-NSDP areas (at 77.4%). In NSDP project areas, treatment with ORS or recommended 
home solution packet was much more common in city corporations (92.4%) than Thana (76.9%) and 
district (74.6%) municipalities. Children were more likely to receive treatment if they were older than six 
months, if their mothers were better educated or if they were wealthier.  

Children with diarrhea were more likely to receive water or other fluids in NSDP areas. Within project 
areas, they were most likely to do so in city corporations. They were also more likely to do so if their 
mothers were better educated, if they were 12-23 months of age or if they were wealthier.

In NSDP project areas, treatment with pills or syrups was more common in Thana municipalities and city 
corporations than district municipalities. Children were more likely to be given pills or syrups if they were 
younger, if their mothers were better educated, or if they were from wealthier families. Male children 
were more likely to be given pills when ill with diarrhea. Between NSDP and non-NSDP areas, children 
with diarrhea were more likely to receive pill or syrups in non-NSDP areas (54.1% versus 46%).

Table 7.25 provides prevalence and treatment rates by household asset quintile. In non-NSDP areas, as in 
NSDP areas, prevalence of diarrhea was inversely associated with economic status. In both areas, children 
were also more likely to receive treatment with ORS/RHF if they were from wealthier families.

Table 7.25  Prevalence of diarrhea and treatment with ORT by asset quintile
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Sources of Diarrhea Treatment

NSDP providers treated approximately 2% of children with diarrhea (Table 7.26), a share almost 
identical to that found in the 2003 survey. In project areas, private medical sector facilities were the 
most common source of treatment (at about 34.3%). The most popular of these were private clinics/
doctors (16.3%) and pharmacies (13.7%), followed by traditional doctors (4.4%). Private clinics/
doctors were equally popular across the various types of urban areas. Private medical facilities were 
also the most common source of treatment in non-NSDP areas. Public sector facilities were utilized 
by 7.6% and 3.6% of children with diarrhea in project and non-project areas, respectively.

Feeding Practices during Diarrhea

To assess feeding practices during episodes of diarrhea, mothers of children with diarrhea in the 
two weeks preceding the survey were asked whether the child was given the normal amount of 
food and drink. As shown in Table 7.27, about 48.3% of children in NSDP areas received more than 
the usual amount of fluids, while 34.6% were given the usual amount. It is a dangerous practice 
to give a child reduced fluids during diarrhea episodes. Nevertheless, a substantial proportion 
(17.1%) received less than usual. There was little variation in feeding practices between children 
of different backgrounds. Children were less likely to receive reduced fluids in non-project areas 
(8.1%). The practice of giving reduced fluids was more common in 2005 than 2003 (17.1% versus 
11.6%).

In NSDP project areas, a large proportion (24.7%) was provided less than the usual amount of food 
during their illness, compared to only 33.3% receiving an increased amount. Children with diarrhea 
were most likely to receive a reduced amount of foods during the illness in Thana municipalities 
(50.1%), followed by city corporations (25.4%) and district municipalities (16.8%). Children were 
more likely to receive reduced amounts of food if they were over three years of age, poorer, or their 
mothers were less educated. 
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Table 7.26  Source of diarrhea treatment
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CHAPTER 8.  INfANT fEEDING

This chapter discusses breastfeeding and the introduction of complementary weaning foods. Infant 
feeding is of particular importance because it affects child nutrition and postpartum infertility (and, 
hence, birth intervals and fertility). 

8.1  Initiation of Breastfeeding

Table 8.1 provides, for those born in the five years preceding interview, the percentages ever 
breastfed and initiating breastfeeding within a specific time after birth. Following the general pattern 
in Bangladesh, children were almost universally (98.5%) breastfed in project areas. However, only 
19.9% were breastfed within one hour of birth, though more than three-fourths (78.3%) were 
within the first day of life. 

Across NSDP areas, the proportion initiating breastfeeding within one hour or one day of birth was 
lower in city corporations than Thana or district municipalities. Less educated mothers were more 
likely to breastfeed early. The timing of initiation also varied according to household wealth, place 
of birth and the birth attendant. Infants in the richest quintile were less likely to be breastfed soon 
after birth. Children born at home and those whose birth was assisted by traditional midwives were 
slightly more likely to receive breast milk early. There was little variation in the timing of initiation 
between NSDP and non-NSDP areas. 

When contrasted with the 2003 survey, the proportion of infants receiving breast milk within one 
hour of birth in the 2005 survey was found to be surprisingly lower: 19.9% compared to 30.6% for 
NSDP areas, and 21.5% compared to 36.2 for non-NSDP areas. 
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Table 8.1  Initial breastfeeding



89Chapter 8.  Infant Feeding

8.2  Exclusive Breastfeeding and Timing of the Introduction of Supplementary foods

Breast milk is uncontaminated and contains all of the nutrients needed in the first few months of 
life. Early supplementation can result in malnutrition and, if done in unhygienic circumstances, in 
infection with foreign organisms (resulting in, for instance, diarrhea) and lower immunity to disease. 
By influencing the intensity of breastfeeding, the timing of introduction of food supplements also 
has an impact on the length of the mother’s postpartum amenorrhea. Mothers of children born in 
the five years preceding the survey were asked whether the youngest child was given plain water, 
other liquids, or solid or marshy (semisolid) foods at any time during the day or night before 
interview. The results are shown in Tables 8.2A and 8.2B.

Children are generally breastfed for a long period of time in Bangladesh. In NSDP project areas, 
89.7% of children 12-15 months old were being breastfed. About 84.1% of those 20-23 months 
old were. Associated with this long duration was early supplementation of breast milk with other 
liquids and food. In NSDP project areas, 62.2% of newborns aged less than two months were 
exclusively breastfed. Exclusive breastfeeding dropped to 36.1% among children aged 2-3 months, 
and to 19.7% among those 4-5 months old. Overall, only 37.7% of children less than six months 
old were exclusively breastfed. Patterns of early supplementation of breast milk were more or less 
the same across NSDP and non-NSDP areas.

Beginning at six months of age, complementary food is critical to meeting the protein, energy, and 
micronutrient needs of children. Although some were given complementary food very early, among 
those aged 6-9 months (all of whom should be receiving complementary food), only 75% of those 
receiving breast milk were given complementary food (with 11.2% given only plain water and 
8.2% only given other milk). Such complementary food consumption was less common (68.1%) 
among children in non-project areas. 

Between the 2003 and 2005 surveys exclusive breastfeeding among children less than six months 
old in NSDP project areas decreased from 42.5% in 2003 to 37.7% in 2005. However, the 
proportion aged 6-9 months receiving complementary foods increased from 61.1% in 2003 to 
75.2% in 2005.
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8.3  Duration of Breastfeeding

Table 8.3 provides estimates of mean and median breastfeeding duration of any breastfeeding, 
exclusive breastfeeding, and predominant breastfeeding in the five years preceding the survey among 
the youngest children who resided with their mother. The median length of any breastfeeding in 
NSDP project areas was 32 months. City corporations had a lower median (29 months) than Thana 
and district municipalities (34). There was little variation in breastfeeding duration between project 
and non-project areas.. 

The median duration of breastfeeding varied little by gender. However, somewhat surprisingly, it 
was generally higher for children of less educated mothers. There was no pronounced or remarkable 
fluctuation in breastfeeding duration between 2003 and 2005, either in NSDP or non-NSDP areas.

Table 8.3  Median duration of breastfeeding
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CHAPTER 9.  AWARENESS AND USE Of NSDP CLINICS

To understand better the efficacy of the NSDP service delivery system, it is important to gauge 
the level of awareness in program areas of NSDP service facilities/providers, the types of services 
available in those facilities, and use of them.  For instance, respondents’ awareness of the service 
providers/facilities sheds light on the effectiveness of the program’s outreach strategies.  This 
chapter assesses knowledge and awareness of ever-married women age 10-49 years of NSDP 
health services/providers, the location of clinics, and the availability of services provided through 
the network of an NSDP service system. It also examines utilization of these facilities/providers 
for ESP services and the quality of those services provided.

9.1  Awareness of Smiling Sun

Use of a health care facility depends to a significant extent on the level of awareness of the location 
of a facility and the types of services provided. The Smiling Sun logo is used by NSDP clinics to 
create awareness among local populations of NSDP facilities and services.  The Smiling Sun logo 
has two objectives: (1) to inform people that NSDP facilities provide ESP services and (2) to create 
awareness that clinics/sites marked with a Smiling Sun logo provide ESP services with special care 
and a smile. Each respondent was asked if she recognized such a logo, and if so, where she had 
seen it. About 90% of ever-married women in project areas reported that they had seen or heard of 
it (Table 9.1). Women in city corporations (92.8%) and district municipalities (89.3%) were much 
more likely to have done so than those in Thana municipalities (78.6%). 

Only 80.6% with no education had seen or heard of it, compared with 91.9% with a primary 
education and almost universal exposure among those with secondary or higher education. Those 
in poorer asset quintiles were less likely to have been exposed to the logo than were those in the 
richer ones. In project areas, awareness of Smiling Sun logo increased slightly from 87.3% in 2003 
to 90.2% in 2005.

The most common sources of exposure were signs at health clinics and television advertisements 
(Table 9.2). In project areas, 74.9% had seen the logo on a sign at a health clinic while 43.9% 
had encountered it in a television advertisement. The next most common sources were television 
dramas (23%), posters (13.2%) and billboards (13.1%). Those in non-project areas were most 
likely to have seen it on a clinic sign (59.3%), followed by television advertisements (52.6%) and 
dramas (24.7%), posters (11.6%) and billboards (8.7%). 

Between the 2003 and 2005 surveys, exposure through signs at health clinics increased considerably 
in project areas (from 58.4% to 74.9%). Over the same interval, exposure through television 
declined from 78.3% to 66.9%.   
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Table 9.1  Awareness of Smiling Sun Symbol

Table 9.2  Source of awareness of Smiling Sun Symbol
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9.2  Awareness of Temporary/Satellite Clinics

As in the 2003 and 2001 surveys, the 2005 survey asked ever-married women questions regarding 
awareness and use of NSDP health care facilities. Women were asked if they knew of any satellite 
clinics that served their area and whether they had used them in the preceding three months. In 
this vein, women could provide information on NSDP clinics, government clinics, or other NGO 
clinics. They were directed to different sets of questions based on their community (i.e., NSDP 
project or government comparison area). 

Information on NSDP satellite clinics was obtained whenever possible from spontaneous reporting. 
If a woman did not spontaneously report awareness of an NSDP clinic, she was asked if she was 
aware of one. If she still was not, she was asked the same set of questions about awareness and use 
of services at the clinic type she had spontaneously mentioned. By so probing respondents, this 
method may tend to over-report awareness of NSDP services relative to other types of clinics.

To begin with, women were asked simply whether they knew of a temporary/satellite clinic in 
their area.  If they did, they were asked if it was held during the preceding three months and, if so, 
about the type of clinic. In NSDP project areas, 66.4% were aware of satellite clinics in their area 
(Table 9.3). Among them, about 83% knew of a clinic held within the last three months. A majority 
of those aware of satellite clinics held in the last three months reported knowing of NSDP satellite 
clinics (59.1% compared to only 9.9% for government satellite clinics, 15.4% for city corporation/
municipality/pourashava satellite clinics, and 15.6% for all the other types taken together). 

There were no remarkable differences in awareness of temporary clinics across age groups. 
Women were more likely to know of temporary clinics if they were uneducated or less educated. 
Differences in awareness across education levels for government satellite clinics were small, while 
city corporation/municipalities/pourashava satellite clinics were better known to women with more 
education.  Women in the poorest asset quintile were more likely to be aware of temporary clinics 
than those in the richest one (74.5% against 56.6%). 

In NSDP areas, awareness of temporary clinics was highest in Thana municipalities (81.2%) 
and lowest in city corporation areas (63.2%). However, knowledge of NSDP satellite clinics 
was higher in city corporations (69%) than district (54.1%) and Thana (42.6%) municipalities. 
Government satellite clinics were most well-known in Thana municipalities (41%) and least so in 
city corporations (0.8%). Awareness of city corporation/municipalities/pourashava satellite clinics 
was highest in district municipalities (20.4%), followed by the Thana municipalities (12.2%), and 
city corporations (10.6%). Overall awareness of temporary clinics was slightly higher in non-
project areas (71% versus 66.4% in project areas). 

In NSDP areas, overall awareness of temporary clinics slightly decreased from the 2003 figure of 
68.9%. Knowledge of NSDP satellite clinics also slightly decreased, from 61.5% in 2003.



96

Ta
bl

e 9
.3

  K
no

w
le

dg
e a

nd
 a

w
ar

en
es

s o
f t

em
po

ra
ry

 a
nd

 sa
te

lli
te

 cl
in

ic
s



97Chapter 9.  Awareness and Use of NSDP Clinics

9.3  Knowledge of Essential Services Package at Satellite Clinics

Knowledge of ESP services available at NSDP satellite clinics was ascertained by asking respondents 
to describe the services available at those clinics. This was asked only of those reporting awareness of a 
satellite clinic.

Table 9.4 shows the percentage aware of specific services available at NSDP and non-NSDP temporary/
satellite clinics. As in 2003, child health related services, more specifically EPI services, were the most well-
known. More than 90% knew of child health-related services at NSDP satellite clinics, with approximately 
86% mentioning EPI services (followed closely by vitamin A [33%]). Knowledge of other child health 
services was much less common. The next most widely recognized services at NSDP satellite clinics were 
maternal health related services (87.5%). Among these, toxoid injections (77.1%) and ANC (52.8%) were 
the most well-known. Few women mentioned postnatal care (PNC) services. Family planning services at 
NSDP satellite clinics were also widely known with more than half of respondents reporting that they were 
available at NSDP satellite clinics (46% knew that they provide clinical methods; slightly fewer were aware 
that they provide non-clinical methods). About 12% reported that they provide treatment for general child 
illness. Government satellite clinics or other satellite clinics were also widely known for providing child and 
maternal health related services. But for family planning services, awareness was far below levels seen with 
NSDP clinics (17.7% against 55.5%). Awareness of maternal health and family planning related services 
available at NSDP satellite clinics increased slightly from 2003. 

9.4  Use of Temporary/Satellite Clinics

Women aware of a temporary/satellite clinic being conducted in their area in the preceding three months 
were asked if they had ever used the clinic; and if so, if they had done so in the past three months. This focus 
on the preceding three months was driven by a desire to reduce recall bias. Those who did not identify a 
clinic or did not report one being conducted in their area in the past three months were assumed not to have 
used one.

Table 9.5 shows the use of temporary clinics in project and non-project areas. Only 18% reported ever 
visiting an NSDP satellite clinic. In project areas, the proportion that had ever used one (18%) was more 
than four times than that for government satellite clinics (3.8%), city corporation/municipality/pourashava 
(4.4%) or other satellite clinics (4.2%). Only 7.8% used a temporary clinic in the last three months, but even 
fewer visited one from the other three provider strata. 

About 6% in non-NSDP areas had ever used an NSDP clinic.  As expected, other clinics (i.e., those other 
than NSDP or government clinics or city corporation/municipality/pourashava) were more common in 
non-NSDP areas (14.3%). The use of satellite clinics in the three months preceding interview in non-project 
areas was also low: only 2.7%, 2.8%, 1.8%, and 7.1% had used NSDP, government, city corporation/
municipality/pourashava, and other satellite clinics, respectively.

There were pronounced differences in use of NSDP satellite clinics by background characteristics. Women 
were more likely to have used one if they were 20-24 years of age, or in the two lowest asset quintiles. Less 
educated women were more likely to have used one. In NSDP areas, ever use was most common in Thana 
municipalities (19.2%), followed by city corporations (18.8%) and district municipalities (17%). Between 
the 2003 and 2005 surveys, ever use of NSDP clinics in the NSDP areas decreased slightly, from 21% in 
2003. 
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Table 9.4  Knowledge of ESP services at temporary/satellite clinics
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9.5  Source of Information about Temporary/Satellite Clinics

Table 9.6 shows the percentage of women who were informed in advance about the temporary/
satellite clinic by the source of that information. This was assessed by asking respondents if 
anybody informed them in advance about the temporary/satellite clinic and if so, who told them. 
In project areas, 31.6% of those who used NSDP temporary/satellite clinic were informed by 
an NSDP worker (mostly satellite clinic workers [28.2%], followed by neighbors [20.2%] and 
relatives [11.7%]). In contrast, 24.2% of those who used government or other satellite clinic users 
were informed by neighbors or relatives, followed by government satellite clinic workers (14.9%), 
city corporation/municipality/pourashava workers (14.8%). About one-fourth of those who used 
NSDP satellite clinics or government or other satellite clinics were not informed by anyone.

Table 9.6  Source of information about temporary/satellite clinics
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9.6  Assessment of Quality of Care at Temporary/Satellite Clinics

Among women who used a temporary/satellite clinic in the last three months, a series of questions 
was asked to elicit perceptions of the quality of care received, payment services, travel time to get 
to the clinic, and waiting time once there. Table 9.7 presents this information for project and non-
project areas. 

Every user of NSDP satellite clinics in project areas reported that clinic staff spent enough time 
with them. About 92.4% felt that staff talked to them nicely, and 98.6% indicated that staff devoted 
sufficient attention to their needs. 

In NSDP areas, mean travel time to NDSP satellite clinics was 8.5 minutes. Mean waiting time 
was 11.2 minutes. More than half (56%) reported that they paid a service charge, with over 50% 
paying the exact amount charged. There was little variation in perceptions of quality of treatment 
among users of NSDP, government satellite clinics, city corporation/municipality, and other 
satellite clinics. However, mean travel time to government satellite clinics (27.4 minutes) was 
higher than for NSDP satellite clinics (8.5 minutes) or other satellite clinics (8 minutes). Fewer 
users of government and other satellite clinics reported paying for services, compared to those of 
NSDP satellite clinics. Perceptions of quality also did not differ significantly between project and 
non-project areas. Between the 2003 and 2005 surveys, there was no discernable change regarding 
the quality of the care received among users of NSDP satellite clinics.

9.7  Awareness of Sources of Health and family Planning Services

To gauge familiarity with health facilities providing services in their area, the survey asked 
respondents about clinics and hospitals at which they could receive health or family planning 
services. Another goal was to assess the success of NSDP health facilities at promoting public 
awareness of their services compared with other types of health facilities. As in 2003, women 
were directed to different sets of questions based on the areas in which they lived (project or non-
project area). If a woman did not spontaneously report awareness of an NSDP clinic, she was asked 
directly if she knew about them. If she did, a series of questions then examined her experiences 
with NSDP services. If she did not, she was asked the same set of questions about the clinic type 
she had spontaneously mentioned. By probing respondents in this manner, this method may tend 
to over-report awareness of NSDP services. This type of probing was not employed in the 1998 or 
2001 surveys.

Awareness of clinics and hospitals was almost universal in both project and non-project areas 
(Table 9.8). Unsurprisingly, there was little variation in awareness by background characteristics 
in either project or non-NSDP areas. However, in both project and non-project areas, women were 
more likely to identify a clinic or hospital in their area providing health or family planning services 
if they were older, more educated or wealthier. The proportion of women in project areas able to 
identify a clinic or hospital in their area providing health and family planning services rose slightly 
from 2003 (94.4%).
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Table 9.8  Awareness of clinics and hospitals in the area from which women can get health or 
family planning services
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9.8  Type of Clinics Identified as Providing Health or Family Planning Services

In NSDP areas, NSDP static clinics were the most widely known type of facility providing health and 
family planning services (63.1%) (Table 9.9), followed by public sector health facilities (45.6%), the 
private medical sector (8.5%), and other NGOs (7.6%). Between project and non-project areas, there 
were pronounced differences in awareness by type of facilities. In non-project areas, public health 
facilities were most widely recognized as a source of health and family planning services (55.8%), 
followed by other NGOs (21.3%), and the private medical sector (17.1%). Only 9.4% in non-project 
areas were aware of NSDP static clinics as a source for these services in their area. Within NSDP 
areas, NSDP clinics were most well known in city corporations (66.9%), followed by district (59.8%) 
and Thana (57.2%) municipalities, while public sector facilities were most widely recognized in 
district municipalities (64.2%), followed by Thana municipalities (49.2%) and city corporations 
(28.3%).  In NSDP areas, considerably higher proportions were able to identify an NSDP static clinic 
as a source of health and family planning services than in 2003 (51.2%). 

9.9  Knowledge of ESP Services at Hospitals/Clinics

Table 9.10 shows the percentage of women who knew of services available at specific types of 
hospitals/clinics. The most widely recognized services at NSDP static clinics were maternal and child 
health related services (at roughly 90%). Best known among maternal health services were ANC 
(77.9%) and tetanus toxoid injections (74.4%). Only 19.9% were aware of post-natal care services at 
NSDP clinics. Among child health related services, best known were EPI-services (79.3%), followed 
by general curative care for children (38.3%). Knowledge of other child health services was much 
less common.

Table 9.9  Knowledge of clinics providing health and family planning services
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Table 9.10  Knowledge of ESP at hospital/clinics

Family planning services at NSDP clinics were also widely known, though not quite to the same degree. 
Two-thirds knew that family planning services were available at NSDP clinics, with 60.8% aware that 
they provide clinical family planning methods and 49.2% aware that they provide non-clinical family 
planning methods. More than half (51.6%) reported that NSDP static clinics provide treatment for general 
curative care. 

There were few obvious differences in the level of awareness of specific services by type of facility 
(e.g., NSDP clinics, government hospitals/clinics, private clinics, and other NGOs’ clinics). Compared 
to NSDP clinics, government hospitals/clinics were better known for general curative care but less 
known for family planning services and other health related services. Between project and non-project 
areas, there were no substantial differences in the level of awareness of specific services, except general 
curative care (which was more widely known in non-project areas). There was virtually no difference in 
the awareness of specific services provided at NSDP clinics between the 2003 and 2005 surveys, except 
for general curative care related services (awareness of which increased from 2003). 
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9.10  Use of Hospitals/Clinics

Table 9.11 provides the percentage of respondents who had ever gone to a hospital/clinic for a 
service and the percentage who had used a hospital/clinic in the three months preceding interview. 
As shown in Table 9.11, one-third (32.7%) in NSDP areas said that they had ever gone to an NSDP 
static clinic to obtain services, which was far higher than the proportion for any other hospital/
clinic: government (16.8%), private (3.1%), or any other type (3.9%). In project areas, only 8.8% 
had used an NSDP static clinic in the three months preceding interview. The percentage was even 
lower for government (2.8%), private (0.6%), or other types of hospitals/clinics (1.1%). 

There were slight differences in the use of NSDP clinics by background characteristics. In project 
areas, women were more likely to have visited one if they had some secondary education, were 
25-29 years old, were in the medium asset quintiles or had two living children. In contrast, women 
were more likely to have visited a public sector clinic if they were less educated, 30-49 years 
old, in a lower asset quintile, or had three or more living children. Use of NSDP clinics was most 
common in city corporations (40.1%) and least so in district municipalities (25.2%), while use 
of public sector clinics was most common in district municipalities (24.7%) and least so in city 
corporations (9.2%). Only 1.6% of women in non-project areas had ever gone to an NSDP clinic. 
Government clinics were most widely utilized in non-project areas (39.9%). Between the 2003 
and 2005 surveys, the use of NSDP clinics in project areas increased noticeably (from 22.9% in 
2003).

9.11  Use of ESP at Hospitals/Clinics

Table 9.12 presents the percentage of women who used ESP services in the most recent visit to 
a hospital/static clinic in the three months preceding interview. In NSDP project areas, the most 
popular services at NSDP static clinics were related to child health (5.1%, including 2.3% for EPI 
and 1.6% for vitamin A) and family planning (5.0%, including 3.8% for clinical methods and 1.1% 
for non clinical methods). The next most popular services were maternal health services, at 2.5% 
(such as ANC, 1.5%, and TT vaccinations, 1.6%). Women also visited NSDP clinics more often 
for general curative care (2.4%). Government or private hospitals/clinics were also widely used 
for child health and general curative care related services. However, other hospitals/clinics were 
more frequently used for child health related services.  There were no obvious differences between 
project and non-project areas in the pattern of relative use of various services from NSDP clinics. 
Between the 2003 and 2005 surveys, use of NSDP clinics in the project areas in the preceding 
three months increased slightly for family planning services (from 4.1% to 5.0%) but decreased 
marginally for child health related services (from 6.5% to 5.1%). 
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Table 9.12  ESP services used at hospitals/clinics in last three months
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9.12  Assessment of Quality of Care at Hospitals/Clinics

Women who had used a hospital/clinic in the past three months were asked a series of questions regarding 
the quality of their care, payment for services and travel and waiting times. Table 9.13 presents this 
information for project and non-project areas. In the former, almost all users of NSDP clinics (98.2%) 
reported that staff spent enough time with them during their last visit, 92.7% felt that they talked to them 
nicely, and 97.8% reported that staff provided sufficient attention to their needs. Average travel time to 
an NDSP clinic was 17 minutes, while the average waiting time was 22 minutes. Around 78.3% reported 
that they paid for services obtained during their last visit, and in most cases, they paid the exact amount 
charged (76%). There was little variation in the perception of quality of treatment among users of NSDP 
clinics, government hospital/clinics, private clinics, and other clinics. Only a small percentage of users 
of government hospitals/clinics paid for services. Users of government hospitals/clinics had longer travel 
times. There was little difference in the perception of the quality of care between the NSDP project and 
the non-project areas. Mean travel time to NSDP clinics increased from 13.1 minutes in 2003.

Table 9.13  Quality of hospitals/clinics
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9.13  Source of Health Information and Services in the Areas

Table 9.14 shows the percentage of women able to obtain health information and/or supplies of pills, 
condoms, ORS, or vitamin A from someone affiliated with an organization in their area. In project 
areas, only 19.7% were able to get such information and supplies (such as, pill, condoms, ORS or 
vitamin A capsule) from someone. Of those, 47.5% mentioned they could get these from government 
family planning or health workers. “Other category” workers (including mostly municipality/
pourashava workers) were the second most commonly mentioned sources of information/supply 
(20.5%), followed by BRAC/other NGO workers (17.6%). Only 10.9% mentioned an NSDP 
worker. This is not necessarily surprising, given that the NSDP does not have any fieldworkers in 
urban areas other than those working for satellite clinics and depotholders. There were noticeable 
differences in source of information and services by background characteristics. Women were 
more likely to receive health information and family planning supplies from a community worker 
if they were in the lowest three asset quintiles or lived in a Thana municipality.

In non-project areas, about 13.6% of respondents were able to receive health information and/or 
supplies from a local community worker. As in NSDP areas, the most frequently mentioned source 
was government family planning or health workers (50.3%). A small group (4.3%) mentioned 
NSDP workers as their source in non-project areas.  In project areas, considerably fewer were able 
to get information and supplies (such as pill, condoms, ORS, or vitamin A capsule) from someone 
in 2005 (19.7%) than in 2003 (25.9%). 

9.14  Health and family Planning Information Received in the Past Three Months

Table 9.15 presents the distribution of those women receiving specific information about health or 
family planning services from a provider in the three months preceding interview. In project areas, 
the most common type of information conveyed by an NSDP depotholder was related to family 
planning (25.5%). Family planning related information was also the most commonly received 
information from other types of providers in project areas. Essentially the same pattern emerged 
in non-project areas.
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Table 9.15  Health and family planning information received in the past three months
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9.15  Health and family Planning Services Received in the Past Three Months

Table 9.16 presents the distribution of those women receiving health or family planning services and supplies 
in the past three months (by provider type). About 20.3% of respondents received services from an NSDP 
depotholder (against 19.4% for government family planning/health workers, 23.8% for NGO workers, and 
20.1% for other workers). On the other hand, in non-project areas 24.8% received services from NSDP 
depotholders (against 25% for government family planning/health workers, 12.3% for NGO workers, and 
11.1% for other workers). In project areas, family planning related supplies (specifically, oral contraceptive 
pills) were the most commonly received materials from any type of provider. This held true in non-project 
areas as well. 

Table 9.16  Health and family planning services received in the past three months
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9.16  Referral to Health and family Planning Services in the Past Three Months 

Tables 9.17A and 9.17B present the percentage of women referred to a satellite or static clinic for health or 
family planning services in the past three months (by provider type). In project areas, 8.1% were referred 
to a satellite or static clinic for health and family planning services by NSDP depotholders, 2.1% by 
government health and family planning workers, 2.8% by NGO workers, and 3.6% by other workers. 
NSDP depotholders referred more cases than any other type of workers in non-project areas as well. 

In project areas, NSDP depotholders referred 39.9% for clinical family planning methods and 22.7% for 
general curative care related services in the three months preceding interview. Referrals for these services 
from non-NSDP providers were common as well. Referrals for antenatal care and tetanus toxoid were also 
common, but only from non-NSDP providers.  Similar patterns were observed in non-project areas.

Table 9.17A  Referral to health and family planning services in the past three months
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In project areas, home visits in the last three months by NSDP depotholders had the widest reach (26.7%), 
followed by other NGO workers (21.1%), government health and family planning workers (15.9%), 
and others (5.8%). In non-project areas, government health and family workers had the widest reach 
(28%), followed by NGO workers (20.8%). Almost 17.8% in non-NSDP areas were visited by NSDP 
depotholders. The proportion of women visited at home for specific health and family planning related 
services by providers in the last three months preceding the survey decreased from 2003 levels in both 
NSDP project and non-project areas.

Table 9.17B  Referral to health and family planning services in the past three months
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9.17  Attendance at Community Meetings

Table 9.18 shows the percentage of women who attended a meeting organized by a community 
mobilizer/service promoter. Only a small proportion of respondents (2.8%) in NSDP project areas 
reported attending a meeting organized by a community mobilizer/service promoter.

Table 9.18  Attendance at community meetings
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APPENDIX A.  SAMPLING ERRORS

Table A.1  Sampling errors, urban NSDP areas, 2005
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Table A.1  Sampling errors, urban NSDP areas, 2005 (continued)
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Table A.2  Sampling errors, urban non-NSDP areas, 2005
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Table A.2  Sampling errors, urban non-NSDP areas, 2005 (continued)
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APPENDIX B.  ANTENATAL CARE RESULTS fOR BIRTHS IN THE 
PAST YEAR
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Table B.2A  Number of antenatal care visits and stage of pregnancy, last one year

Table B.2B  Use of antenatal care, urban NSDP and urban non-NSDP, last one year
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Table B.3  Source of antenatal care, last one year



12
6

Ta
bl

e B
.4

  S
ou

rc
e o

f a
nt

en
at

al
 ca

re
 b

y 
as

se
t q

ui
nt

ile
, l

as
t o

ne
 y

ea
r



127

APPENDIX C.  DISTANCE TO HEALTH fACILITIES

Table C.1  Percentage of urban project population by distance to closest health facility

Table C.2  Percentage of urban non-project population by distance to closest health facility
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APPENDIX E.  HOUSEHOLD AND WOMAN’S QUESTIONNAIRES
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