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Abstract 
 

Life expectancy in Tanzania is 58 years for women, and 53 for men (WHO 2011). 

Tanzania’s maternal mortality ratio is among the world’s highest at 454 per 100,000 

births (UNDP); likewise, its infant mortality ratio is high at 51 per 1,000 live births 

(TDHS 2010).  Overall, under-five mortality (U5M) is 81 per 1,000 (TDHS 2011), 16% 

of which is due to malaria, and an additional 13% to diarrheal diseases.  To address these 

ongoing health issues in a low-cost, scalable way, BRAC began to implement a 

Community Health Volunteer Program in Tanzania in 2007.  BRAC trained volunteers, 

all of whom were female and most of whom were also active in BRAC’s microfinance 

programs, to go out into their communities and educate community members on common 

diseases, identify pregnant women and new infants and encourage them to seek prenatal 

and antenatal care, sell over the counter medications, and post contact information for 

emergency first aid for children. The intervention was conducted for 3 years, until 2010.  

BRAC collected survey data in treatment and comparison communities assessing health 

behaviors such as insecticide treated net use, sanitary latrine access, contraceptive use, 

and antenatal care in 2007 and 2010 in order to evaluate the program.  Though the scaling 

up of the program before 2010 meant that comparison communities received the 

treatment, the program was still associated with increased contraceptive use and piped 

water access, and a small but statistically significant decrease in insecticide treated net 

use.  I recommend that BRAC focus any additional health programs in Tanzania on 

contraceptive promotion, where there seems to be an effect, and postnatal care access and 

antenatal care quality, where there appears to be unmet need. 
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Research Question: Was BRAC’s1 Community Health Volunteer Program (CHVP)2 in 
Tanzania associated with changes in: 

• Sanitary latrine installation, 
• Use of contraception, including condoms, 
• Insecticide treated net use, and 
• Antenatal care? 

 
Problem Statement 
 

Gross National Income (GNI) per capita in Tanzania is $1,200, and 58% of the 
population lives below the international poverty line of $1 per day (WHO 2009).  Life 
expectancy in Tanzania is 58 years for women, and 53 for men (WHO 2011).  

 
The Millennium Development Goals (MDG) prioritize maternal and child health 

(MCH) outcomes, which have strong relationships to other development goals like 
education, gender equity, and economic development.  Tanzania’s maternal mortality 
ratio (MMR) is among the world’s highest at 454 per 100,000 births (UNDP); likewise, 
its infant mortality ratio (IMR) is high at 51 per 1,000 live births (TDHS 2010).  Figure 1 
(below) shows that while MMR in Tanzania is falling, it is doing so more slowly than the 
rest of sub-Saharan Africa (SSA).  Skilled attendants present at birth can substantially 
decrease MMR and IMR, but staff shortages (Nyamtema et al 2008), distrust of 
government hospitals (Kruk et al 2009), lack of female education (Mrisho et al 2007), 
and poverty prevent many Tanzanian women from having skilled attendants present 
when they give birth.  Despite widespread access to antenatal care (ANC)—94.3% of 
women who gave birth in 2004 received antenatal care (WHO 2007)—only 51% of births 
were attended by skilled workers in 2008 (WHO 2011).  Even compared to other East 
African countries, Tanzania falls behind: while the East African regional averages of 
physicians and nurses/midwives per 10,000 people are 2.3 and 10.9 respectively, 
Tanzania has only .1 physician and 2.4 midwives or nurses per 10,000 people (WHO 
2011). 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 Formerly the Bangladesh Rural Advancement Committee; currently the acronym does not stand for 
anything.	  
2 See Appendix 1 for full list of abbreviations. 
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Overall, under-five mortality (U5M) is 81 per 1,000 (TDHS 2011).  While this 
has declined from the 1990 level, it has done so by only approximately one-third, still far 
off from the MDG of reducing the 1990 level by two-thirds by 2015 (WHO 2011).   Most 
of this gain has come from a decline in IMR and postneonatal mortality, which declined 
from 96 to 51 and from 62 to 25 respectively (TDHS 2011). U5M is balanced across 
urban and rural areas, though it tends to decline with increases in household wealth and 
mother’s education (TDHS 2011). 
 

Malaria is the single leading cause of U5M in Tanzania, accounting for 16% of 
U5M (WHO 2011) and 39% of Tanzania’s healthcare expenditure (Jowett and Miller 
2005). Poor education, lack of access to health care facilities, and sociocultural barriers to 
basic malaria prevention like insecticide-treated nets (ITN) have all kept the malaria rate 
in Tanzania high (Nsimba 2008). Though ITN ownership has risen dramatically since 
2005, from 23% to 68%, usage remains low; less than half the population slept under 
ITNs in 2010 (TDHS 2011). 
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The WHO attributes 32,700 deaths per year in Tanzania to diarrhea caused by 
lack of access to sanitary water (WHO 2009), which is responsible for 13% of U5M 
(WHO 2011).  Less than 60% of the population has access to improved drinking water 
sources (WHO 2011), increasing risk of diarrhea and other environmental health 
problems.  Access to improved drinking water sources has actually declined in urban 
areas from nearly complete coverage in 1990 to only around 80% in 2010 (WHO 2011). 
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Intervention 
 

To address these ongoing health issues in a low-cost, scalable way, BRAC began 
to implement a Community Health Volunteer Program in Tanzania in 2007.  BRAC 
trained volunteers, all of whom were female and most of whom were also active in 
BRAC’s microfinance programs, to go out into their communities and educate 
community members on common diseases, identify pregnant women and new infants and 
encourage them to seek prenatal (PNC) and ANC, sell over the counter medications, and 
post contact information for emergency first aid for children. The intervention was 
conducted for 3 years, until 2010. 
 

This program was implemented out of ten BRAC district offices, five in the 
Arusha area and five near Dar es Salaam (see Table 1).  Each of these branches was 
intended to implement the program in 3 villages, and at baseline BRAC surveyed health 
behaviors in those villages and an additional 3 villages per district office that were not 
receiving the program (see Data below for further description).  Figure 1 (below) shows 
where in Tanzania the district offices were located. 
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Table 1: BRAC district offices implementing the program 
 

Arusha Area Dar es Salaam Area 
Olorien Keko 
Sekei Kibiti 

Tengeru Mbagala 
Ungu Tabata 

Usa River Temeke 
 

Figure 6: Program Areas 
 

 
(Generated using data from Google Maps) 
 

The intervention was primarily educational.  The CHVs go door to door, 
sometimes in small groups and sometimes individually, to disseminate health information 
and identify pregnant women.  At households with pregnant women, CHVs encourage 
prenatal clinic visits as well as specific regimes, including intermittent presumptive 
treatment (IPT) to prevent malaria (BRAC 2011).  CHVs also take the women’s blood 
pressure to identify women at risk for miscarriage or other health problems. 
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CHVs attempt to identify cases of malaria, TB, and other widespread diseases to 
recommend visits to the local clinic or hospital, and so that the volunteers can check in 
with those cases later to see if the patients are following their treatment protocol.  
Volunteers also are trained to diagnose and treat less complicated diseases like diarrhea 
and ringworm, and carry around basic medicines (paracetemol, oral rehydration therapy, 
insecticide treated nets, condoms, etc.) that they can sell to households for a small profit 
(BRAC 2011). 
 

CHVs conduct health education at both the household and community level.  
They are trained to answer common questions about reproductive health, TB, HIV, 
diarrhea, and other common health issues, and spread reproductive health information 
during household visits.  The volunteers also organize intermittent health 
awareness/education forums for community discussion (BRAC 2011).  
 
Background 
 
Previous BRAC Community Health Volunteer Programs 
 

BRAC is implementing nearly identical programs in many of the countries in 
which it works.  Because those studies are ongoing, the post-intervention data has not 
been collected and no results have been published.  However, BRAC has conducted 
similar community health volunteer programs (CHVP) in Bangladesh in the past with 
positive outcomes.  
 

The first of these CHVPs, Primary Healthcare in Later Life (PHILL), collected 
baseline (2003) and post-intervention (2005) data on 2 treatment and 2 control villages in 
Bangladesh for every household with a member over 60 years old.  The treatment 
included improving social awareness through workshops and meetings, improving health 
awareness among the elderly through workshops, volunteer visits, and support groups, 
and improving health management of the elderly through training local health workers 
and promoting positive health practices among the elderly.  The results showed large 
improvements of self-reported health status among the elderly in treatment areas (Ahmed 
2006).  The treatment and control villages, however, were not balanced at baseline and 
the analysis does not control for these differences, so the reported results may suffer 
omitted variable bias.  The reported treatment effect, though, is so large on some 
measures that controlling for household socioeconomic characteristics and using a 
difference-in-difference methodology for the outcomes might still yield a positive 
treatment effect. 
 

The second program that BRAC evaluated was called “Challenging the Frontiers 
of Poverty Reduction/Targeting Ultra-Poor, targeting social constraints” (CFPR/TUP) in 
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Bangladesh.  This health program was part of BRAC’s program to integrate economic 
development through microfinance with human development.  CHVs accompanied ill 
people to hospitals and made microloans available for healthcare in the treatment group.  
The surveys asked retrospective questions about health status to compare the treatment 
year’s health status to pre-treatment health status, which is an unreliable reporting 
methodology. The treatment and control groups were randomly selected, but since all 
villages had both treatment and control members, there may have been spillover effects 
of the educational aspect of the CHVP.  The results suggested that the CHVP resulted in 
a less negative economic effect of poor health for the treatment group (Hadi 2003).  A 
major component of this program, the healthcare microloans, is not replicated in the 
BRAC-Tanzania CHVP. 
 
Community Health Volunteer Programs Elsewhere 
 

Other organizations have implemented variations of CHVPs around the world, 
with varying results.  Many of the programs that found positive results had no control for 
comparison, and so any improvements over time might have been due to other factors 
such as economic growth, improvements in education, or expanded government health 
services. Maru (1983) found that the CHVP in India was being implemented properly, 
but his presentation of the CHVP’s impact had no comparison group.  Similarly, a 
Jamaican program aimed at child health examined health outcomes over a long period of 
time and found many positive impacts, but gathered data only on the treatment area 
(Melville et al 1995).  Healthy Child Uganda runs a CHVP that reports anecdotal success, 
but no formal study of its impact has yet been conducted (Webster 2009). 
 

A government CHVP in Nepal seemed effective when implemented with 
technical support and free meals, but this also made it a much more expensive and less 
community-sustainable program than BRAC’s in Tanzania (Curtale et al 1995).  This 
program had other sustainability problems due to poor retention of the volunteers and 
disagreement among implementers about the scope of the program.   
 
Impact Evaluations of Community Health Volunteer Programs 
 

A few studies have attempted to quantitatively evaluate the impact of community 
health volunteer programs.  Perry et al (2003) studied a Bolivian program called the 
Andean Rural Health Care (ARHC).  ARHC trained community health volunteers to visit 
and educate community members, supported by a local nurse and doctor.  The volunteers 
visited each village household at least once a year, more frequently for household with 
pregnant women, sick members, or children under 5.  The program performed health 
education, treated common illnesses (child pneumonia and diarrhea), provided transport 
to clinics, offered prenatal care, and monitored and treated chronic diseases.  The study 



Assessing BRAC’s Community Health Volunteer Program, Jade Lamb  8	  

collected vital registration data before (1992) and after (1993) program implementation 
on control and treatment communities, and found that treatment resulted in more than 
50% reduction in U5 mortality (Perry et al 2003).  The study did not report MMR 
changes, though the ARHC intervention could conceivably have affected MMR.  
 

In the Gambia, a program trained village health workers (VHW) to work with 
traditional birth attendants (TBA), with one nurse overseeing about 5 program villages.  
Hill et al (2000) identified 15 villages where the program was being implemented (these 
were part of a larger non-randomly implemented program by the Gambian government) 
and 25 comparison villages, using vital statistics from the Farafenni Demographic 
Surveillance System to examine mortality trends.  The VHWs performed door-to-door 
health education and immunization promotion.  Hill et al found a small but statistically 
significant effect on U5 mortality, though not IMR, and they did not examine MMR.  The 
authors hypothesize that the small treatment effect may be in part due to implementation 
problems with the program, including poor training and poor supervision. 
 

In Ghana, Pence et al conducted a randomized controlled trial comparing a nurse-
based program to a CHVP and found that not only did nurses have a substantial positive 
impact on health outcomes, but that in the project they studied, CHVs actually had a large 
negative impact on health outcomes compared to the control (Pence et al 2010).  They 
speculate that this may be due to poor training of volunteers, so programs that have seen 
positive impacts from CHVs may also have better training.   
 

These three programs, in Bolivia, the Gambia, and Ghana, had a somewhat wider 
scope than the BRAC program, as the role of local doctors and nurses was more closely 
integrated into ARHC’s design than in BRAC’s.  BRAC’s program design, where skilled 
healthcare staff are available for referral and emergency consultation but not closely 
integrated in program, is therefore less costly but the different relationship to healthcare 
professionals may impact the BRAC program’s effect on health outcomes.  Additionally, 
because U5M and IMR are easier to measure using vital statistics than MMR, few studies 
have looked at the impact of CHVPs aimed at MCH on maternal health outcomes. 
 
Data 
 

BRAC conducted a pre-treatment survey in 30 treatment villages and 30 control 
villages in 2007.  The villages were randomly chosen from among 6 BRAC branch 
offices in the Arusha and Dar es Salaam regions.  Each branch offices was intended to 
have 3 treatment and 3 control villages (see Table 2). 
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Table 2: Distribution of Treatment and Control Villages among District Offices 
District Office Treatment 

Villages 
Control 
Villages 

Total Households 
Surveyed 

Arusha    
Olorien 3 3 188 
Sekei 3 3 212 
Tengeru 3 3 125 
Unga Limited 3 3 252 
Usa River 3 3 146 
Dar es Salaam    
Keko 3 3 148 
Kibiti 3 3 213 
Mbagala 3 3 97 
Tabata 3 3 118 
Temeke 3 3 286 
Total 30 30 1785 

 
The survey covered 1785 households, and was intended to cover every woman in 

the selected village with a child under three years of age.   During the intended period of 
treatment (2007-2012), BRAC enlarged the volunteer program and some of the control 
villages received the treatment.  When the program was ended in 2010 due to outside 
reasons, 2 years early, BRAC collected data on the original treatment, the original 
control, and 847 additional observations from non-random villages that had not had the 
CHVP. The surveys covered household socioeconomic information, reproductive history 
and family planning, water and sanitation data, ANC and PNC care, child immunization, 
health service awareness and decision-making, and bed-net information (see Appendix 
4). 
 

As Table 1 (below) shows, treatment and control were unbalanced at baseline on 
education and a number of assets, but balanced on average age, number of children, and 
employment.  In general, the treatment households had more assets, which are generally a 
better indicator of household wealth in Africa than income or formal sector employment.  
Greater possession of assets may be associated with better ability to afford environmental 
health technologies like latrines, piped water, or bednets. 
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Table 1: Distribution of Socioeconomic and Demographic Variables at Baseline 

 Treatment Comparison p-score3 

 Completed years of schooling   0.0359* 
 ≤ Standard vii 11.19% 12.11% 

  Standard vii 65.45% 71.13% 
  Form iv 20.67% 15.35% 
  Form vi 1.67% 1.13% 
  Certificate 0.20% 0.00% 
  Any diploma 0.00% 0.14% 
  Degree 0.10% 0.14% 
  Household Assets 

    Electricity 57.09% 48.72% 0.0005*** 
 Sofa 88.12% 79.49% 0.000*** 
 Table 90.61% 86.64% .0101** 
 Jewelry 36.36% 27.20% 0.5978 
 Watch/Clock 35.15% 36.44% 0.5777 
 Cot/Bed 97.70% 97.17% 0.4851 
 Radio 77.87% 71.26% .0017** 
 Television 29.21% 24.43% .0238* 
 Bicycle 6.99% 9.72% .0430* 
 Motorcycle 1.72% 2.02% 0.6474 
 Sewing Machine 1.72% 1.35% 0.5221 
 Mobile Phone 49.62% 43.45% .0101** 
 Employed 55.95% 55.95% 0.9986 
 Age 27.18 27.39 0.6104 
 Number of children 2.31 2.38 0.271 
 n 1044 742   
  

This data is from the BRAC Uganda office, which has had custody of the data 
since the BRAC Tanzania health program shut down in 2010.   
 

BRAC’s initial objectives for the program were: 
 

¯ Increasing the installation and use of sanitary latrines in the households by 
25%. 

¯ Increasing use of modern contraception use rate by 20% 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3 From an unpaired unequal t-test comparing treatment and comparison groups. 
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¯ Increasing TB case detection rate by 40% and treatment success rate by 
30% 

¯ Increasing the awareness of heads of households regarding the importance 
of use of insecticide treated nets (ITN) especially for children under five 
and pregnant women by 40%. 

¯ Increasing the proportion of households using at least one ITN by 30%  
¯ Increasing the use of intermittent presumptive treatment (IPT) for 

pregnant women with antimalarials by 25%. 
¯ Providing VCT [voluntary counseling and testing] services to 60% of the 

suspected cases of HIV/AIDS 
¯ Providing anti-retroviral treatment (ARV) to 60% of HIV positive mothers 

to prevent mother-to-child transmission. 
¯ Increasing knowledge, accessibility and availability of condoms among 

65% of the adolescents.  
¯ Each health volunteers [sic] will treat on an average 40 patients per month 

(BRAC Tanzania Program Evaluation Design, 2007) 
 

Because some of the control villages received the treatment, the results of a 
difference-in-difference (DD) analysis may not show much; however, because the 
program started later in the control villages, program effects may be less pronounced and 
so a program effect may still be observable.  The non-random villages observed in 2010 
only have no baseline and therefore cannot be used as a DID comparison, though they 
can be used for a post-test comparison of non-equivalent groups.  This may add context 
to the overall health situation of Tanzania. 
 
 
Methods 

 
I will assess the impact of the Community Health Program on water and 

sanitation, malaria-related, and reproductive health behavioral changes using a difference 
in difference method.  For this paper, I will look only at original assignment to treatment 
or control village.  Though some control areas received the treatment, those areas 
received the program later and therefore should show a smaller effect than the intended 
treatment areas.  The outcomes I will look at are: 

 
• Change in household access to piped water sources 
• Change in household installation of latrines 
• Change in number of treated and untreated bednets owned by a household 
• Change in number of household numbers sleeping under bednets 
• Change in number of households treating nets within previous 6 months 
• Change in percent of women using contraception 
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• Change in percent of women using modern contraceptive methods 
• Change in percent of women receiving antenatal care 

 
For each outcome, I will estimate the following equation: 
 

yi = α + β1*treatmenti + β2*t + β3*treatment*t + γZ’i + ε 
 

Where yi is the outcome of interest, α is the constant, treatmenti is a dummy 
variable where 1=treatment and 0=comparison, t is the time variable (0=2007, 1=2010), 
and β3 is the difference in difference estimator, Z is a vector of pre-treatment controls, 
and ε is the error term. 

 
My regression models will control for: 
• Region (Arusha or Dar es Salaam) 
• Household possession of electricity 
• Respondent employment 
• Respondent education level 

 
Each model will be estimated twice, once using random effects and once using 

individual fixed effects (the region dummy and treatment dummy will be differenced out 
in this model and so not estimated in the results).  Similar estimates for the random 
effects and fixed effects models will indicate that the omitted variable bias is low. 
 
Results 
 

Table 4 presents the results of the random effects and fixed effects models for 
each of the malaria-related indicators, with the DD estimator highlighted.  Overall, the 
community health volunteer program was related to a negative impact on net use and 
treatment.  Having electricity, which is associated with more household wealth as well as 
living in a more developed area, is associated with large increases in likelihood of net 
treatment, number of nets in household, and number of people sleeping under nets, 
though likelihood of receiving IPT at last pregnancy was negative and significant.  Living 
in areas near Dar es Salaam was negatively associated with large and significant 
coefficients for each of the net-related indicators. 

 
Table 5 presents the results of the same models for the water and sanitation-

related indicators, whether households had piped water access and whether households 
had sanitary latrines.  There is a positive impact of the program on piped water access, 
and no impact on sanitary latrines.  The random effects model estimates that treatment 
improved the likelihood of piped water access by 5.7% (p=.000), while the fixed effects 
estimate is 7.6% (p=.000); a Hausman test of the two models shows that the estimates are 
statistically the same.  Living in the Dar es Salaam region had a large negative impact on 
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Table 4: Treatment association with change in malaria-related behaviors 
     (1) (2) (3) (4) (5) (6) (7) (8) 

VARIABLES 
Net was treated in last 6 

months 
Total number of nets in 

HH 
Number people sleeping 

under nets 
Mother received IPT at last 

pregnancy 
                  
Village Treated 0.113*** 

 
0.235*** 

 
0.385*** 

 
0.037 

 
 

(0.02) 
 

(0.05) 
 

(0.10) 
 

(0.02) 
 Treatment/Time Interaction: DD 

Estimator -0.141*** -0.150*** -0.346*** -0.314*** -0.575*** -0.548** -0.044 -0.034 

 
(0.03) (0.04) (0.07) (0.08) (0.14) (0.17) (0.02) (0.02) 

Time (0=2007, 1=2010) 0.005 0.041 0.437*** 0.433*** 0.584*** 0.783*** -0.225*** -0.170*** 

 
(0.03) (0.04) (0.06) (0.08) (0.12) (0.17) (0.02) (0.02) 

Has Electricity 0.114*** 0.163*** 0.293*** 0.537*** 0.544*** 1.076*** -0.227*** -0.339*** 

 
(0.02) (0.04) (0.04) (0.10) (0.08) (0.20) (0.02) (0.03) 

Education                             Standard VII -0.029 -0.039 -0.137* -0.199* -0.515*** -0.551** -0.033 -0.009 

 
(0.03) (0.04) (0.06) (0.10) (0.12) (0.20) (0.02) (0.03) 

Form IV 0.057 0.058 0.123 0.017 0.013 -0.085 0.025 0.024 

 
(0.03) (0.05) (0.07) (0.11) (0.14) (0.23) (0.03) (0.03) 

Form VI 0.023 -0.071 0.033 -0.359 -0.334 -0.852 -0.050 -0.094 

 
(0.07) (0.11) (0.16) (0.24) (0.30) (0.49) (0.06) (0.07) 

Certificate 0.184* 0.018 0.298 0.195 -0.137 -0.218 -0.019 -0.012 

 
(0.08) (0.14) (0.20) (0.32) (0.38) (0.66) (0.07) (0.10) 

Any Diploma 0.165 -0.031 0.839** 0.969* 0.137 -0.585 -0.040 -0.106 

 
(0.12) (0.19) (0.29) (0.45) (0.53) (0.89) (0.11) (0.14) 

Degree 0.051 -0.290 0.438 0.268 -0.425 -1.524 -0.004 -0.046 

 
(0.11) (0.19) (0.24) (0.40) (0.47) (0.82) (0.09) (0.13) 

Employed 0.001 -0.034 0.058 -0.009 0.111 -0.146 -0.004 0.005 

 
(0.02) (0.03) (0.04) (0.06) (0.07) (0.12) (0.01) (0.02) 

Region (0=Arusha, 1=Dar es Salaam) -0.147*** 
 

-0.235*** 
 

-0.530*** 
 

-0.024 
 

 
(0.02) 

 
(0.04) 

 
(0.07) 

 
(0.02) 

 Constant 0.527*** 0.501*** 0.868*** 0.814*** 2.391*** 2.137*** 0.751*** 0.785*** 

 
(0.03) (0.05) (0.07) (0.11) (0.14) (0.22) (0.03) (0.03) 

         R-squared 
 

0.035 
 

0.122 
 

0.084 
 

0.294 
Number of id_no_2010 2,476 2,476 2,419 2,419 2,420 2,420 2,446 2,446 
Individual Fixed Effects No Yes No Yes No Yes No Yes 

Standard errors in parentheses *** p<0.001, ** p<0.01, * p<0.05 
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Table 5: Impact of intervention on WSS outcomes 

    (1) (2) (3) (4) 

VARIABLES HH has piped water access 
HH has sanitary latrine 

access 
          
Village Treated -0.114*** 

 
-0.003 

 
 

(0.02) 
 

(0.01) 
 Treatment/Time Interaction: DD 

Estimator 0.057* 0.076* 0.008 0.006 

 
(0.03) (0.03) (0.01) (0.01) 

Time (0=2007, 1=2010) 0.064** 0.064* -0.021* -0.020 

 
(0.02) (0.03) (0.01) (0.01) 

Has Electricity 0.029 0.158*** 0.000 0.007 

 
(0.02) (0.04) (0.01) (0.02) 

Education levels     
Standard VII 0.151*** 0.138*** -0.004 0.008 

 
(0.02) (0.04) (0.01) (0.02) 

Form IV 0.131*** 0.108* -0.002 -0.004 

 
(0.03) (0.04) (0.01) (0.02) 

Form VI 0.255*** 0.273** 0.016 0.024 

 
(0.06) (0.10) (0.03) (0.04) 

Certificate 0.152* 0.036 -0.039 -0.096 

 
(0.07) (0.13) (0.03) (0.05) 

Any Diploma 0.236* 0.387* 0.041 0.035 

 
(0.11) (0.18) (0.05) (0.07) 

Degree 0.311** 0.537** -0.007 0.031 

 
(0.11) (0.19) (0.04) (0.07) 

Employed -0.031* -0.044* -0.017** -0.018* 

 
(0.01) (0.02) (0.01) (0.01) 

Region (0=Arusha, 1=Dar es Salaam) -0.121*** 
 

0.017** 
 

 
(0.01) 

 
(0.01) 

 Constant 0.686*** 0.500*** 0.989*** 0.984*** 

 
(0.03) (0.04) (0.01) (0.02) 

     Observations 4,054 4,054 4,059 4,059 
R-squared 

 
0.058 

 
0.024 

Number of id_no_2010 2,523 2,523 2,526 2,526 
Individual Fixed Effects No Yes No Yes 
Standard errors in parentheses 

    *** p<0.001, ** p<0.01, * p<0.05 
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Table 6: Impact of treatment on reproductive health outcomes 
      (1) (2) (3) (4) (5) (6) (7) (8) 

VARIABLES 
Couple uses modern 
contraceptive method Couple uses contraception 

Woman received any ANC 
at last pregnancy 

Women received any PNC 
at last pregnancy 

Village Treated 0.014 
 

-0.122*** 
 

-0.018 
 

0.142*** 
 

 
(0.01) 

 
(0.02) 

 
(0.01) 

 
(0.02) 

 Treatment/Time Interaction: DD 
Estimator 0.001 -0.014 0.114*** 0.102** 0.008 0.006 -0.111*** -0.134*** 

 
(0.01) (0.02) (0.03) (0.04) (0.01) (0.01) (0.03) (0.04) 

Time (0=2007, 1=2010) -0.042*** -0.020 -0.117*** -0.149*** -0.037*** -0.044*** 0.102*** 0.048 

 
(0.01) (0.02) (0.03) (0.04) (0.01) (0.01) (0.03) (0.03) 

Has Electricity 0.018 -0.020 0.043* -0.063 0.008 0.039* 0.035 0.151*** 

 
(0.01) (0.03) (0.02) (0.04) (0.01) (0.02) (0.02) (0.04) 

Education                       Standard VII 0.033** 0.050 0.085** 0.178*** -0.015 -0.038* -0.032 -0.023 

 
(0.01) (0.03) (0.03) (0.04) (0.01) (0.02) (0.03) (0.04) 

Form IV 0.025 0.005 0.006 0.038 0.005 0.009 --0.003 0.020 

 
(0.01) (0.03) (0.03) (0.05) (0.01) (0.02) (0.03) (0.05) 

Form VI -0.045 0.011 -0.029 0.133 0.030 -0.008 -0.020 -0.051 

 
(0.03) (0.06) (0.07) (0.11) (0.03) (0.04) (0.07) (0.11) 

Certificate -0.183*** -0.380*** 0.011 0.059 0.040 0.039 -0.038 -0.329* 

 
(0.04) (0.08) (0.08) (0.15) (0.03) (0.05) (0.08) (0.14) 

Any Diploma 0.061 0.025 0.263* 0.456* 0.058 0.077 --0.129 -0.088 

 
(0.09) (0.22) (0.12) (0.20) (0.05) (0.07) (0.12) (0.19) 

Degree -0.423*** -0.286* -0.082 -0.020 0.047 0.002 0.217* 0.164 

 
(0.06) (0.13) (0.11) (0.20) (0.04) (0.07) (0.11) (0.18) 

Employed 0.001 -0.003 0.068*** 0.118*** -0.005 0.003 0.062*** 0.107*** 

 
(0.01) (0.02) (0.02) (0.03) (0.01) (0.01) (0.02) (0.02) 

Region (0=Arusha, 1=Dar es Salaam) -0.020* 
 

0.098*** 
 

-0.055*** 
 

0.023 
 

 
(0.01) 

 
(0.02) 

 
(0.01) 

 
(0.02) 

 Constant 0.958*** 0.972*** 1.380*** 1.343*** 1.021*** 0.975*** 1.726*** 1.750*** 

 
(0.02) (0.03) (0.03) (0.05) (0.01) (0.02) (0.03) (0.05) 

         R-squared 
 

0.153 
 

0.044 
 

0.032 4,035 4,035 
Number of id_no_2010 1,630 1,630 2,528 2,528 2,525 2,525 

 
0.069 

Individual Fixed Effects No Yes No Yes No Yes 2,518 2,518 
Standard errors in parentheses 

      *** p<0.001, ** p<0.01, * p<0.05 
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piped water access, while electricity had a large positive impact on piped water access in the 
individual fixed effects houses (meaning that households that gained electricity were also more 
likely to gain piped water access). 

 
Table 6 presents the results of the models for reproductive health outcomes.  There was 

no impact of the program on use of modern contraceptives or likelihood of receiving ANC.  
However, women in treatment areas were more likely to use contraception (10.2%, p=.006 more 
under fixed effects and 11.4%, p=.004 under random effects) and less likely to receive postnatal 
care (-11.1% RE, p=.000; -13.4% FE, p=.000). Women in the Dar es Salaam region were less 
likely to use modern contraceptives or receive antenatal care. 
 
Discussion 
 
Malaria Prevention Behaviors 
 

It seems unlikely that the program would actually deter people from using and treating 
nets, unless perhaps volunteers were giving incorrect information or alienating community 
members.  What appears to have happened, however, is not that designated treatment 
communities used nets less frequently after the intervention (though they were treating the nets 
less frequently), but that designated comparison communities expanded their net use faster.  
Because, for both mean number of treated nets per household and percent of household members 
sleeping under treated nets, the comparison communities started out with lower values, it is 
possible that there was more room for net use to become more widespread.  Figures 1-3 show a 
simple non-parametric breakdown of net use before and after the program by initial treatment 
designation. 
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The CHVP’s lack of positive impact may be in part due to the widespread existence of 
other malaria prevention programs in Tanzania, especially in the Arusha and Dar es Salaam areas. 
Spreading the use of ITNs is a major component of Tanzania’s National Malaria Control 
Program, and the Ministry of Health has been actively promoting ITN use through education and 
subsidies since 2000 (Makundi et al 2007).  If the control areas were receiving similar 
educational initiatives to those being performed by BRAC, then the survey data would not show 
any treatment effect even if community-led educational campaigns are successful in changing 
household behaviors.   
 
Piped Water Access 
 

Piped water access was not one of the outcomes stated as a priority by BRAC in its initial 
program strategy, and since the CHP did not directly offer a piped water intervention, it is 
unclear why the results from BRAC’s program are so pronounced on this outcome.  Potentially, 
the volunteers conducted education on the dangers of childhood diarrhea so effectively that the 
treatment communities became effective advocates for expanding their own piped water access, 
but this mechanism seems weak.  
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Sanitary Latrine Ownership 
 

BRAC’s CHVP promoted sanitary latrine ownership by spreading knowledge of how to 
prevent diarrheal diseases, thus making communities more aware of the health importance of 
sanitary latrines.  Sanitary latrine access began in 2007 as already very high—above 95% in both 
treatment and control—and so most of the benefit seen for the treatment group comes from 
maintaining current levels of latrine access while the control group’s latrine coverage fell (see 
Figure 5).  The already high latrine coverage in BRAC program areas also suggests that BRAC’s 
goal to increase coverage by 25% may have been unrealistic.  

 

 
 
 For this model, sanitary latrines were defined by type and included pit toilets, which can 
be a viable sanitary option.  However, the presence of fecal matter in latrines is another 
important definition of whether or not a toilet is sanitary.  Most households in the dataset had a 
pit latrine, but the survey teams did not collect any data about the presence of fecal matter in the 
latrine.  It would be interesting to know whether the CHVP has any association with cleaner 
latrines, which might indicate that the CHVP education prompted people to keep the latrines they 
already had more sanitary.  Tumwine et al found that household head education had a negative 
relationship with the presence of fecal matter in Eastern Africa (2003), which suggests that an 
educational campaign could impact latrine cleanliness.  However, Tumwine et al also found that 
Tanzania already had much lower rates of fecal contamination than neighboring countries: 10% 
of latrines in Tanzania versus 30% in Uganda and Kenya.  Because fecal contamination was 
already relatively low in Tanzania, additional gains from an educational program may be low.  
However, analysis of survey answers to questions about the diseases spread through latrines and 
how to use latrines safely show no differences between treatment and comparison areas (see 
Appendix 2).  Additionally, in both groups knowledge of sanitary toilet practices was not 
widespread—only 25% of respondents in either group could name washing hands as a sanitary 
toilet practice in response to an open-ended question. 
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Reproductive Health 
 

Prior to the onset of the BRAC program in 2007, antenatal care was already widespread: 
estimates of ANC coverage were and remain about 98%, and most women have 4 or more ANC 
visits (Prembe 2010).  This was true for the women in the BRAC data, as well.  Because ANC 
was already so universal, as with sanitary latrines, the program was unlikely to cause any 
increase in ANC.  In Tanzania, the high MMR is thought to stem not from lack of antenatal 
clinic visits but from poor quality care (i.e. Pembe 2010, Gross 2011).  BRAC collected data on 
indicators that might suggest the quality of ANC women received, though none of these 
indicators differed significantly between treatment and comparison groups.  Though increasing 
ANC was not an originally stated goal of BRAC’s program, CHVs paid special attention to 
pregnant women (i.e., by registering pregnancies, taking blood pressure during home visits).  
Nonetheless, pregnant women were no more likely say they had received information about 
danger signs during pregnancy, iron supplements, and other indicators in the treatment areas than 
the control areas (see Appendix 3).  Table 7 shows that though women are receiving ANC care, 
only a minority receive key services of high quality ANC. 
 

Table 7: Percent of women receiving specific ANC services in 2010 
ANC Service Received % in Treatment % in Comparison 
Weight measured 49.96 51.26 
Blood pressure measured 49.38 42.58 
Blood tested 61.25 55.16 
Urine tested 11.87 10.42 
Abdomen examined 34.90 28.99 
Internal exam 10.87 12.33 
Sonogram or Ultrasound4 29.49 27.86 
TT vaccination 22.57 20.03 
Iron supplement 4.32 7.37 
IPT 29.66 27.67 
Told pregnancy danger signs 30.92 28.01 
 

Disturbingly, women in treatment areas were less likely to receive postnatal care.  As 
with the malaria-related behaviors, however, this is not because women received less postnatal 
care in 2010 than in 2007, but because comparison communities expanded their coverage of 
postnatal care faster.  Similarly, control communities had initially much lower PNC coverage in 
2007.  In general, PNC visits are much less common than ANC visits. 

 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
4 Values are for 2007 



Assessing BRAC’s Community Health Volunteer Program, Jade Lamb  21	  

 
 
Modern contraceptives, which were part of BRAC’s initial program goals, were also very 

widespread prior to the program’s onset.  In the surveyed population, 99% of women using 
contraception in 2007 were already using modern contraception methods.  However, only about 
half of the women who say that they definitely wanted more children were using contraception 
(though this does not appear to capture people who are indifferent towards whether or not they 
have more children).  The 11% increase in women using contraception in treatment communities 
thus appears to be a program success, as the CHVPs seem to have been reaching women who 
had unmet demand for contraception. 
 
Issues and Recommendations 
 
Program and Data Limitations 
 
 Unquestionably, there was a gap between the initially stated program goals, the data 
collected, and what the volunteers did on the ground.  While initially several outcomes related to 
HIV/AIDS were of interest, the survey included no questions related to HIV and it is probable 
that, to avoid being controversial, CHVs did not spend much time discussing HIV.  Adolescent 
contraceptive use was an outcome of interest, but adolescents were not part of the surveyed 
population in large enough numbers (only108 of the initial sample were under 20, and the 
youngest women surveyed were 16).   
 
 There was a further gap between unmet need and some of the specified goals (for 
example, in the already widespread installation of latrines).  On the other hand, some areas that 
do show unmet need—the relatively scanty coverage of postnatal care, poor quality of antenatal 
care, and lack of knowledge about sanitary toilet practices—were apparently not targeted by the 
CHVP, though the data gathered are helpful in illuminating these persistent issues and will 
suggest future areas of focus. 
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 Though many of the program outcomes of interest saw no or negative treatment effect, 
this may be in part due to contamination of the comparison areas.  Because, on many measures, 
both treatment and comparison areas improved (ie in ITN prevalence) and many of the 
comparison areas received the CHVP, it is possible that the program was successful but the 
treatment effect cannot be measured or may be understated.  This emphasizes the importance of 
protecting the experimental method originally conceived.  Without a valid comparison group, the 
lack of treatment effect on many measures might be due to the lack of efficacy of the program or 
to the program’s success in both sets of villages. 
 
Recommendations 
 
 The CHVP’s initial mandate covered a broad range of diverse health issues rather than 
focusing on a few key areas where CHVs could realistically meet an underserved demand.  This 
evaluation highlights several important areas where there appears to be low coverage of 
important services.   
 

First, the survey data confirm independent findings that while ANC is widespread, the 
quality of ANC remains low, as measured by the services women say they received at their last 
ANC visit.  The CHVP might serve well as a complement to ANC, delivering important 
information such as pregnancy danger signs and the importance of iron supplements and 
postnatal care.  CHVs can also inform women of what a thorough ANC visit should include, 
hopefully enabling women to become effective advocates for themselves when seeking more 
formal healthcare. 
 
 Though ANC is widespread, PNC is not, perhaps because once they deliver women 
perceive themselves to be at less risk if they feel generally healthy.  This is clearly an area with 
much room for improvement.  CHVs, if they include the importance of PNC in their education 
campaigns and home visits, may be able to encourage women who do not yet seek PNC to visit 
clinics following delivery for routine checkups.  The evaluation survey did not collect 
information on what services women received during PNC visits, though the low quality of ANC 
in Tanzania suggests that PNC quality may also be low; therefore, in addition to encouraging 
women to seek PNC, CHVs should also alert women as to what they should expect or request 
during a PNC checkup. 
 
 The CHVP did appear to have a marked success at promoting contraceptives.  Ideally this 
analysis would be accompanied by a process evaluation to ensure that CHVs were indeed talking 
to women about contraceptives, which would verify that this increase can be realistically 
attributed to the program rather than other coinciding factors (the fact that the program is no 
longer operating in Tanzania makes this particular supplementary analysis unlikely, though it 
could be performed in other countries implementing the program to supplement analysis of data 
from those programs).  However, since contraception was one of the originally stated program 
goals and the household visits gave CHVs a realistic method for promoting and distributing 
contraceptives, attributing this increase to the program seems reasonable.  Because the relatively 
low prevalence of contraceptive use, realistic mechanism for information and technology 
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distribution, and program emphasis of contraceptives all coincided, the program appears to have 
had an opportunity to be effective.  BRAC should maintain the contraceptive focus of the CHVP.  
 
 Finally, I recommend that BRAC prioritize its evaluation goals above scale up during the 
pilot phase of new projects.  Because comparison areas also received treatment in most cases, the 
program effects found here are probably underestimated and it is possible that the program did 
have an effect on some outcomes, such as ITN use, which the difference between designated 
treatment areas and designated control areas could not demonstrate.  Though there may be 
pressure from parts of the organization to scale the program up before the pilot is complete, such 
scale ups may inefficiently use organization resources if they cannot focus the program where 
the data support program efficacy.  In turn, these programs should be based on the initial project 
goals so that they can be accurately evaluated afterwards.  When there is a gap between project 
goals and project activities, programs cannot be called successful even with good data.  
 
 To reiterate, the CHVP had an opportunity to succeed when the program goals, volunteer 
capabilities, and unmet community need all coincided.  In these recommendations, I have 
highlighted two areas—improving ANC quality and PNC coverage—where unmet need is 
apparent, and tried to outline ways that CHVs can plausibly be effective.  ANC quality, PNC 
coverage, and contraceptive access are three areas where CHVPs have the potential to positively 
impact communities.   
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Appendix 1: Index of Abbreviations 

ANC  Antenatal care 

ARHC  Andean Rural Health Care 

ARV  Antiretroviral 

BRAC  formerly the Bangladesh Rural Advancement Committee; currently the   
  acronym does not stand for anything 
 
CHP  Community Health Program 

CHV  Community Health Volunteer 

CHVP  Community Health Volunteer Program 

GNI  Gross National Income 

IPT  Intermittent Presumptive Treatment 

ITN  Insecticide Treated Net 

MCH  Maternal and Child Health 

MDG  Millennium Development Goals 

MMR  Maternal Mortality Ratio 

NGO  Non-government organization 

PHILL Primary Health in Later Life 

PNC  Prenatal care 

TB  Tuberculosis 

U5M  Under-five mortality 

VCT  Voluntary Counseling and Testing 

VHW  Village Health Worker 
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Appendix 2: Survey Answers Regarding Latrine Sanitation and Disease, by Treatment and Comparison Groups 

       (1) (2) (3) (4) 
Answers regarding how water 
becomes contaminated 

Contact with dirty 
hand Rubbish 

Storing water 
without lids 

Don't 
know 

          
Time (0=2007, 1=2010) -0.107*** -0.014 -0.251*** 0.127*** 

 
(0.01) (0.02) (0.02) (0.01) 

Treatment/Time Interaction: DD 
Estimator 0.079*** 0.054* -0.012 -0.031 

 
(0.02) (0.02) (0.02) (0.02) 

Constant 0.262*** 0.408*** 0.868*** 0.026*** 

 
(0.01) (0.01) (0.01) (0.01) 

     Observations 3,450 3,450 3,450 3,450 
R-squared 0.040 0.003 0.208 0.099 
Number of id_no_2010 1,739 1,739 1,739 1,739 
Fixed Effects Yes Yes Yes Yes 

 
  (5) (6) (7) (8) (9) (10) (11) (12) (13) 
Answers regarding which 
diseases spread via water Diarrhea Dysentary Indigestion 

Worm 
Infestation Jaundice Typhoid Cholera Malaria 

Don't 
Know 

                    
Time (0=2007, 1=2010) -0.010 -0.042** 0.009 -0.049*** -0.012* -0.222*** -0.006 -0.001 0.021*** 

 
(0.02) (0.01) (0.01) (0.01) (0.00) (0.02) (0.02) (0.01) (0.01) 

Treatment/Time Interaction: 
DD Estimator 0.070** 0.012 -0.012 -0.006 -0.004 0.041 0.048* -0.028* -0.009 

 
(0.02) (0.02) (0.01) (0.01) (0.01) (0.02) (0.02) (0.01) (0.01) 

Constant 0.561*** 0.255*** 0.033*** 0.133*** 0.037*** 0.698*** 0.381*** 0.068*** 0.012*** 

 
(0.01) (0.01) (0.00) (0.00) (0.00) (0.01) (0.01) (0.00) (0.00) 

          Observations 3,453 3,454 3,453 3,453 3,453 3,453 3,453 3,453 3,453 
R-squared 0.006 0.007 0.001 0.032 0.008 0.146 0.004 0.007 0.011 
Number of id_no_2010 1,739 1,739 1,739 1,739 1,739 1,739 1,739 1,739 1,739 
Fixed Effects Yes Yes Yes Yes Yes Yes Yes Yes Yes 
Standard errors in parentheses 

        *** p<0.001, ** p<0.01, * p<0.05 
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Appendix 3: Impact of Treatment on Change in Antenatal Care Services Received between 2007-2010 
 

            (1) (2) (3) (4) (5) (6) (7) (8) (9) 

 

Blood 
Pressure 
Taken 

Urine 
Tested 

Iron 
supplement 

given 

Pregnancy 
Warning 

Signs Given 
Weight 
Taken 

Blood 
Tested 

Abdominal 
Exam 

Internal 
Exam TT vaccine 

                    
Time (0=2007, 1=2010) -0.306*** -0.644*** -0.027** -0.191*** -0.199*** -0.110*** -0.337*** -0.136*** -0.197*** 

 
(0.02) (0.02) (0.01) (0.02) (0.02) (0.02) (0.02) (0.01) (0.01) 

Treatment/Time Interaction: 
DD Estimator 0.002 0.063* -0.048*** -0.020 -0.015 0.006 0.040 -0.029 -0.019 
  (0.02) (0.03) (0.01) (0.02) (0.02) (0.02) (0.02) (0.02) (0.02) 
Constant 0.855*** 0.772*** 0.125*** 0.555*** 0.770*** 0.733*** 0.744*** 0.310*** 0.485*** 

 
(0.01) (0.01) (0.00) (0.01) (0.01) (0.01) (0.01) (0.01) (0.01) 

          Observations 3,369 3,366 3,367 3,278 3,367 3,369 3,367 3,365 3,369 
R-squared 0.274 0.565 0.037 0.149 0.144 0.045 0.299 0.138 0.180 
Number of id_no_2010 1,718 1,717 1,717 1,718 1,717 1,718 1,717 1,716 1,718 
Fixed Effects Yes Yes Yes Yes Yes Yes Yes Yes Yes 
Standard errors in parentheses 

        *** p<0.001, ** p<0.01, * p<0.05 
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Appendix 4: BRAC Survey  
BRAC	  Tanzania	  Essential	  Health	  Care	  Programme	  

Baseline	  Survey	  2007	  
Research	  and	  Evaluation	  Division,	  BRAC	  

	  
	  	  	  	  	  	  	  	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  

	  	  	  IDNO:	  	   	   	   	   	   	   	   	  	  	  
	  

	  	  	  Name	  of	  Interviewer………………………Code	   	  	   	   Date	  __	  __/	  __	  __/	  __	  __	  

(dd/mm/yy)	  

	  	  	  Name	  of	  Supervisor	  ……………………	  	  	  Code	  	   	   	   Date__	  __/	  __	  __/	  __	  __	  

(dd/mm/yy)	  

Name	  of	  Respondent5	  …………………………………………	  	  

Name	  of	  Respondent’s	  husband……………………………………	  	  

Name	  of	  Household	  Head	  ………………………………………...	  	  

Name	  of	  the	  street	  leader	  …………………………………………...	  	   	  

House	  number/direction:	  …………………………………………….	  

Kitongoji/street:	  ………………………………….	   Village:	  …………………………………….	  

Ward:	  ……………………………………….........	  District:	  ……………………………………..	  

• Is	  she	  living	  in	  CHP	  area?	  	   Yes	  =	  1	   	   No	  =	  2	  
• Is	  there	  any	  BRAC	  microfinance	  member	  in	  this	  household?	  	   Yes=1	  

	   No=2	  
• Cause	  of	  non-‐response?	  	   	   Respondent	  	  not	  available	  [1];	  Refused	  to	  

response	  [2];	  	  

Other(s)	  please	  specify....................	  ...	  ...	  ...	  ...	  ...	  ..	  .	  

-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐-‐	  
Informed Consent 

(Interviewers: Clearly read out the following to the respondent and take his/her consent before taking 

interview) 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5	  Respondent : currently married women having at least one child ≤2years 
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BRAC-‐Tanzania	   is	   going	   to	   conduct	   a	   research	  project	   in	   your	   locality.	   	  Our	   goal	   is	   to	  
collect	   information	   from	   sampled	   households	   including	   your	   house	   with	   a	   broad	  
objective	  of	  providing	  support	  to	  the	  poorest	  people	  of	  your	  area.	  Under	  this	  research	  
project,	  we	  will	   record	   information	  on	  demography,	  household	  conditions,	  knowledge	  
and	   health	   status	   from	   you	   and	   your	   partner.	   We	   will	   want	   to	   know	   detailed	  
information	  about	  each	  member	  of	  your	  family.	  All	  information	  will	  be	  used	  for	  research	  
purpose	  only	  and	  will	  be	  kept	  confidential.	   If	  you	  agree	   to	  participate	   in	   this	  research	  
project,	  you	  may	  sign	  this	  consent	  form.	  You	  have	  every	  right	  to	  keep	  away	  or	  to	  quit	  at	  
anytime	  if	  you	  want.	  	  In	  the	  event	  that	  you	  decide	  to	  withdraw	  from	  the	  interview,	  BRAC	  
Tanzania	  will	  not	  deprive	  you	  from	  any	  existing	  services.	  In	  the	  circumstances,	  do	  you	  
give	  your	  consent	  to	  collect	  information	  from	  you	  and	  your	  dependents?	  
 
 Yes	   No	  
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SECTION 1: Individual characteristics including reproductive history 

No. QUESTIONS & FILTERS CODING RESPONSES SKIP 
101 In what month and years were you born?  

 /    
   MM           YYYY 
DON’T KNOW MONTH ………………………99 
DON’T KNOW YEAR ………………………9999 

 

102 How old are you? 
(COMPARE AND CORRECT IF 101 AND 102 ARE 
INCONSISTENT) 

AGE IN COMPLETED YEARS …    

103 What is your religion? ISLAM ……………………..…………………… 1 
CHRISTIAN………………………..…2 
TRADITIONAL………………………………….3 
OTHER (SPECIFY) …     

 

104 What is the name of your Tribe?  MHAYA ……………………..………………… 1 
MNYAMBO ……………………..……………. 2 
MHANGAZA ……………………..………….. 3 
MZINZA ……………………..………………… 4 
ZARAMO ………………………………………. 5 
SUKUMA ………………………………………. 6 
OTHER (SPECIFY) … 
 

 

105 Can you read and understand a letter easily, 
with difficulty, or not at all? 

EASILY …………………………………………… 1 
WITH DIFFICULTY ….………………………. 2 
NOT AT ALL ….………………………………… 3 

 

106 Have you received any formal education? YES …..…………………………………………… 1 
NO …………………….….………………………. 2 

 

 108 
107 What is the highest grade you completed at 

that schooling? 
 

<	  STANDAR	  VII	  …………………	  1	  
STANDARD	  VII	  	  ………………..	  2	  
FORM	  IV	  …………………………	  3	  
FORM	  VI	  …………………………	  4	  
CERTIFICATE	  ……………………5	  
ANY	  DIPLOMA	  …………………	  6	  
DEGREE	  …………………………	  7	  
MASTERS ………………………………. 8 

 

Employment and economic activities 
 
108 Are you currently employed or engaged in any 

income-earning activity? 
Yes …..…………………………………………… 1 
No …………………….….………………………. 2 

 

111 
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109 What kind of activity you are engaged in? Farming ……...………………………...………1 
Non-agri Self-employment ……………....2 
Government/pvt. service……………………3 
Other (specify) … 
 

 

110 Who mainly decides how the money you earn 
will be used?  

Respondent herself .……………………….. 1 
Husband/Pertners ..………………………….2 
Someone else ………………………………… 3 
Respondent and husband jointly………. 4 
Respondent and someone else jointly.. 5 
 

 

	  
	  
Reproductive history 
 
111 Have you married only once or more than that? Once …..………………………………………… 1 

More than once ….….………………………. 2 

 

112 At what age you were married first? 
 Age   years  

113 How many children you have ever given birth? 
 

Number of children ever born………. 	    

114 How many children of you have died? 
 
RECORD NUMBER OF DEATHS BY AGE 

STILL BIRTH ……………………………… 	   

DURING DELIVERY …………………….. 	   

WITHIN 7 DAYS …………………………. 	   

DURING 8-28 DAYS ……………………. 	   

DURING 29 DAYS - 1 YEAR …………. 	   

DURING 1-4 YEARS ……………………. 	   

5 YEARS OR OVER ..……………………. 	  	  
TOTAL ……….…………………………..… 	   

 

115 
CHECK:  

YOUR TOTAL NUMBER OF LIVING CHILDREN IS Q113 – Q114 = 	   – 	  	  = 	   
 

116 
Number of boys 	    Number of girls 	    

117 
How many more children do you want? 

Boy…………….	   

Girl …………… 	   

 

118 
What's your ideal number of children? 
(If there is no ideal thing put 99) 

Boy…………….	   

Girl …………… 	   
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119 

Have you had a pregnancy in last five years that 
was miscarried, aborted and ended in a stillbirth? 
(Multiple answers allowed) 

STILLBIRTH………………………………………1 

MISCARRIAGE…………………………………. 2 

INDUCED ABORTION………………………. .3 

NONE……………………………………………….4 

 

 
Section II: Socio-economic status of the household 
	  
201 Does your household (or any member of the 

household) have any of the following items?  
(Observe in the house for household items) 

Electricity …………………………………… …1 
Sofa ………………………………………… 2 
Table …………………………………………….3 
Jewellery …….………………………………. 4 
Watch/clock ……………………………….. ..5 
Cot/bed ……………………………………….. 6 
Radio …………………………………………… 7 
Television ……………………………………. 8 
Bicycle ………………………………………….9 
Motorcycle …………………………………..10 
Sewing machine …………………………. .11 
Mobile phone ……………………………... 12 
 

 

202 Do you own the house that you live in? Yes …..…………………………………………… 1 
No …………………….….………………………. 2 

 

203 What is the main material of the roof of your 
household? 

Mat made of leaves ………………………. 1 

Grass/straw………………………………….. 2 

Galvanized/iron/tin………………………… 3 

Tiles …………………………..………………  4 

Other (specify) …… 
 

 

204 What is the main material of the wall of your 
household? 

Mud brick …………………………………... 1 

Galvanized iron/tin……………………..… 2 

Wooden planks …………………………..…3 

Stone/brick ………………………………..…4 

Cement ………………………………………. 5 

Other (specify) … 
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205 What is the main material of the floor of your 
household? 

Earth …………………………………………… 1 

Stone……………………………………..……. 2 

Wood ……………………………….……….… 3 

Cement/concrete ………………………….. 4 

Tiles …………………………………………….. 5 

Other (specify) …… 
 

 

206 In terms of household food consumption, how 
would you classify your household? 

Deficit in whole year……………..…………1 

Occasional deficit …………………..…….  2 

Neither deficit nor surplus…..…………..3 

Surplus……………………………..…………  4 

 

207 Is there any change in household food 
consumption this year compared to last year? 

Improved 

……………………………………… 1 

No Change ……………………………………..2 

Deteriorated …………………………………. 3 

 

 
Section III: Water and sanitation 

	  
301 What is the main source of drinking water in 

your household? 
Piped water inside dwelling ……….…….1 
Piped water outside dwelling..………….2 
Well ……………………………………………. 3 
Pond/tank/lake ……………………………..4 
River/spring ……….………………………..5 
Other (specify) …… 

 

302 What is the main source of cooking water in 
your household? 

Piped water inside dwelling ……. …….1 
Piped water outside dwelling.... …….2 
Well ………..…………………………………. 3 
Pond/tank/lake ……………………………..4 
River/spring ……….………………………..5 
Other (specify) …… 
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303 What is the main source of water for cleaning 
of the utensils in your household? 

Piped water inside dwelling ……. …….1 
Piped water outside dwelling.... …….2 
Tube well ……………………………………. 3 
Pond/tank/lake ……………………………..4 
River/spring ……….………………………..5 
Other (specify) …………………..………….. 
 

 

304 How water becomes contaminated? 
(Don’t prompt, multiple answer) 

Contact with dirty hand ………………....1 
Drop of rubbish …………………………..…2  
Storing water without lids……………..…3  
Don’t know…………………………………...99 
Others (specify)…..  

 

305 Which disease can spread through 
contaminated water? 
(Don’t prompt, multiple answer) 

Diarrhea ………………………………………..1 
Dysentery/blood dysentery …………….. 2 
Indigestion ……………………………………. 3 
Worm infestation …………………………… 4  
Jaundice ……………………………………….. 5 
Typhoid ………………………………………… 6 
Cholera ………………………………………… 7  
Malaria  …………………………………… 8  
Others (specify)  
Don’t know/nothing [99] 

 

306 How you can purify water? 
(Don’t prompt, multiple answer) 
 

Boiling ……………………………………..…….1  
Tablet ……………………………………..……..2  
Filter ……………………………………..……….3  
Don’t know …………………………….………88  
Other, specify… 

 

307 What kind of toilet facility does your household 
have? 

Open place/hole..……………………………. 1 

Latrine Drains to pond/canal/ river ….. 2 

Pit latrine ………………………………………. 3 

Ring and slab latrine ………………………. 4 

Sanitary latrine ………………………………. 5 

Other (specify) 
 

 

308 Do you know about safe latrine? Yes ……………………………………………….. 1 

No ………………………………………………… 2 
 

 

 401 
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309 What are the problems if someone 
doesn’t use safe latrine?  
(Don’t prompt, multiple answer) 

Diarrhea …………………………………………. 1  

Water born diseases ………………………… 2  

Scabies …………………………………………… 3  

Spreads bad smell …………………………… 4  

Don’t know ……………………………………. 99 

Others (specify);  
 

 

310 What are the rules for using safe latrine?  
(Don’t prompt, multiple answer) 

Use sandal ………………………………………. 1  
Hold water pot  with right hand …………. 2  
Wash both hands with ash/soap after 
defecation ……………………………………….. 3  
Senior-junior everyone should use safe 
latrine ……………………………………………… 4  
Keep the latrine always clean …………….. 5  
Don’t know …………………………………….. 99  
 

 

	  
Section IV: Family planning  
 
401 Do you / your husband/Partner use any contraceptive 

currently?  
Yes 

…………………………………………. 

1  

No ………………………………………….. 2 

 

 407 

402 If Yes, which method?  
 

Contraceptive pills …………………… 1  
IUD/Copper T/ Plastic Coil ……….. 2 
Contraceptive injections …………… 3  
Condom …………………………………. 4  
Female sterilization …………………. 5  
Vasectomy ……………………………… 6  
Natural ………………………………….. 7 
Other, specify 

 

403 
Who took decision in method choice? 

Self ……………………………………….. 1 
Husband ………………………………… 2 
Jointly ……………………………………. 3 

In-laws 
………………………………….. 4 
Other, specify 
 

 

404 
Where do you get the contraceptives?  

Pvt. Hospital…………………………… 1 
Govt. facility ……………………………. 2  
Pharmacy ……………………………….. 3 
BRAC CHP ………………………………. 4  
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Grocery shop ………………………….. 5 
Other, specify  

405 Have you experienced any side effects while using the 
method? 

Yes 

…………………………………………. 

1 

No 
…………………………………………
… 2 

 

406 Have you received any treatment for this side effect? Yes 

…………………………………………. 

1 

No 
…………………………………………
… 2 

 408 

 408 

407 
If not using any contraception, reasons?  

Currently pregnant ……………………. 1 
Husband is away ………………………. 2 
Wants more children …………………. 3 

Child is breast-feeding 
………………. 4  
Don’t know ………………………………99 
Other, specify 

 

408  
(interviewer) 
Is	  she	  living	  in	  the	  CHP	  area?	  

Yes ………………………………………. 1 
No ……………………………………….. 2 

 

 501 
409 

Do you know [Name of the CHP] ? 
Yes ………………………………………. 1 
No ……………………………………….. 2 

 

 501 
410 

Do you find her visit to your house useful? 
Yes ………………………………………. 1 
No ……………………………………….. 2 

 

411 
Have you bought anything from her in the last month? 

Yes ………………………………………. 1 
No ……………………………………….. 2 

 

 

 
Section V: ANC, delivery and PNC 
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501 Did you avail antenatal check-up during your last 
pregnancy (name of the child)? 

Yes 

……………………………………….. 1 

No …………………………………………. 2 

 

   507 

502 How many months pregnant were you when you went 
for first checkup? 
 

Number of months_______  

Don’t know/don’t remember  99  

 

503 Where did this check-up take place? 
 
RECORD ALL RESPONSES 

Home …………………………………….. 1 
Govt. Hospital …………………………. 2 
Private clinic …………………………… 3 
NGO ………………………………………. 4 
Doctor’s Chamber …………………… 5 
Other (specify) ….. 
 

 

504 
 

How many times did you receive these checkups 
during your last pregnancy? 
 

Number of times  _____ 
Don’t know/don’t remember [ 99] 

 

505 What are the services you received/ measurements 
taken during your ANC visit (s)?  
 
RECORD ALL RESPONSES 

Height measured ……………………. 1 
Weight measured …………………… 2 
Blood pressure measured ……….. 3 
Blood tested ……………………….…. 4 
Urine tested ………………………….. 5 
Abdomen examined …………….…. 6 
Internal exam ………………………… 7 
Sonogram/ultrasound ………….…. 8 
TT vaccination given ………………. 9 
Iron supplementation         
given/prescribed …………..………. 10 
Medicine for malaria (IPT) 
given .. 11 
Other (specify)…………. 
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506 During your last pregnancy, what messages did you 
receive during at least one of your antenatal check-
ups? 
 
RECORD ALL RESPONSES 
  

Delivery plan …………………………….. 1 
Breast care ……………………………….. 2 
Danger signs of pregancy and 
          delivery ……………………….…. 3 
Facility delivery ………………………. …4 
Danger signs newborn ………………. 5 
Basic care of newborn ……………….. 6 
Use of clean delivery kit …….………. 7 
Tt vaccination …………………………… 8 
Iron supplementation ………………… 9 
Vitamin A ………………………………… 10 
Referrals………………………………….. 11 
Advised on dietary intake …………. 12 
Advised on resting …………………… 13 
Advised on not lifting heavy 
         weight……………………………. 14 
Advised on attending ANC checkup 
regularly ………………………………….. 15 
Other (specify) 
………………………………. 

 

507 Why a pregnant woman will take IPT? For Malaria Treatmet………………..1 
To prevent the worst effects of 
Malaria infection in pregnancy … 2 
Don’t know …………………………. 99 
Others (specify) ………. 
 

 
 

508 How many times did you receive TT vaccine during 
your last pregnancy? 	  	  Times 

Don’t know ………………………….. 99 
 

 
 

509 Now I would like to ask you some questions about the 
delivery of last child (NAME). 
 
Where did you give birth to (NAME)? 

Home ……………………..……………… 1 
Govt. Facility …………………………… 2 
Private clinic …………………………… 3 
NGO health center …………………… 4 
Other (specify) 

 

510 Who conducted the delivery of (NAME)? 
 
 
 
 
 
 
 
 
 

Untrained TBA …………………………. 1 
Relative …………………………………… 2 
Trained TBA …………………………….. 3 
Spiritual healer …………………………. 4 
Homeopathic ……………………………. 5 
Paramedic (Gov) ………………………. 6 
Paramedic (NGO) ……………………… 7 
Qualified doctor/nurse (MBBS) ….  8 
No one/Self …………………………….. 9 
Other	  (specify)…	  

 

511 Did you get any check-up after delivery? i.e., 
Postnatal care  

Yes  

………………………………………… 1 

No …………………………………………… 2 
 

 

 601 
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512 Where did you get the check-up? Home ………………………………………. 1 
Govt. Hospital …………………………… 2 
Private clinic …………………………….. 3 
NGO health center ……………………. 4 
Doctor’s Chamber …………………….. 5 
Other (specify)  
 

 

513 How many times did you visited?  	  	  times 
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Section VI: Immunization 
 
601.  (Fill up for children 12-23 months old in the household) 
 
 601 602 603 
Child’s Name    

Age (in months)    

Sex (m=1, f=2)    

Whether have Vaccination  
card? 1= Yes;   2= No 

   

DPT 1 /OPV 1 (1=Yes; 2=No) 
 

   

DPT 2 /OPV 2 (1=Yes; 2=No) 
 

   

DPT 3 /OPV 3 (1=Yes; 2=No) 
 

   

Measles (1=Yes; 2=No) 
 

   

BCG (1=Yes; 2=No) 
 

   

Status of vaccination: 
1= Complete; 2= Partial; 3= On-going 
 

   

Causes of non-compliance (partial)* 
 

   

Vitamin A (1=Yes, 2=No)    
*1 =CHW did not come; 2= Child was sick; 3 =Card lost; 4= non-availability of accompanying person; 5= Under 
age; 6 =vaccination continuing;  7=Expensive; other (specify) 
 

 

Section VII: Heath-services awareness and satisfaction, and health decision-making 

 

701 Do you know from where you can get 
healthcare services from your area? 

Yes 

………………………………………………………1  

No ………………………………………………………..2 

 

 706 

702 Did you visit any of these in past one 
month? 

Yes 

………………………………………………………1  

No ………………………………………………………..2 

 

 706 
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703 Where did you go? Govt. Hospital 

………………………………………. 1 

Private hospital 

……………………………………… 2 

Doctors chamber 

……………………………………. 3 

 

704 What do you like about the care provided 
by the staff of the sub-centre/hospital? 
 
RECORD ALL RESPONSES 

Good behaviour ………………………………….. 1 
Availability medicine/supply …………………..2 
Do not have to wait ……………………………..3 
Treatment effective/cured ……………………..4 
Willing to answer my question... ……..…….5 
Affordable ……………………………………….....6 
Clean ………………………………………………...7 
Friendly and communicating …………….…..8 
None ………………………………………………... 99 
Other (specify) ………………………………. 

 

705 What do you NOT like about the care 
provided by the staff of the sub-
centre/hospital?  
 
RECORD ALL RESPONSES 

Bad behaviour …………………………….…..….. 1 
Non-availability of medicine ……………………2 
Started treatment late ………………..…... …..3 
Very expensive/can not afford …………..…..4 
Not willing to answer question ………..…… 5 
Not clean ………………………….………….……..6 
Treatment not effective/ not cured ………..7 
None ……………………………………………..…. 99 
Other (specify) …… 

 

 Decision-making on Health Care 
 

706 If someone is sick, who would decide on the 
type of treatment? 
 

Hers………………………………………………. 1  
Husband/ Partner ………………………….. 2  
Jointly with husband/Partner …………… 3  
Someone else (specify relationship) …. 
 

 

707 What are the symptoms and signs of TB? 
(don’t prompt, multiple answers allowed) 

Cough for 2 weeks or more ……………….. 1                                          
Blood stained sputum ………………………… 2                                                         
Difficult in breathing ………………………….. 3 
Chest pain  ……………………………………….. 4 
Severe loss of weight …………………………. 5 
Excessive sweating during the night ……. 6 
Fever during the evening ……………………. 7 
Others (specify) …………………. 

 

708 Is any member of the household has cough 
lasting for more than three weeks? 

Yes …………………………………………………. 1 
No ………………………………………………….. 2 
Don’t know ……………………………………… 99 

 

709 Is there any TB patient in your household? Yes …………………………………………………. 1 

No ………………………………………………….. 2 

 

  801 
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710 Is s/he receiving DOTS treatment? Yes …………………………………………………. 1 
No ………………………………………………….. 2 
Don’t know ……………………………………… 99 

 

 
Section VIII: Emotional Health  
 
801 Did you suffer any mental anxiety that 

hamper your daily activities in the last one 
month?  

Yes ………………………………………………..………. 1 

No ………………………………………………..……….. 2 

 

 901 
802 If yes, what is the reason of most important 

anxiety? 
(don’t prompt, multiple answer) 

Quarrel with husband/mother-in-law/others ………. 1  
Torture from in-laws family due to dowry ………….  2  
Husband is not attentive to family …………………….. 3 
Husband’s extra marital relation/second marriage .. 4 
Husband does gambling ……………………………………. 5  
Does not allow to go to parents house ……………….. 6  
No communication with husband while working aboard/ 
husband absent at home ………………………………….. 7 
Always financial scarcity at home ………………………. 8 
Worry about children ……………………………………….. 9 
Illness of husband/self/children/relative ……………. 10  
Death of husband/children/self ………………………… 11  
Husband left/ gives divorce …………………………….. 12 
Others (specify)  

 

803  What do you do during that time? 
(don’t prompt, multiple answer) 

Don’t eat due to anger ……………………………… 1  
Beat children ……………………………………………. 2 
Don’t take care of children properly …………… 3 
Find mental peace talking with neighbour/relatives 
…………………………………… 4  
Take financial support from 
neighbour/relative/and society …………………… 5 
Take help from Somitee …………………………….. 6 
Do additional/new work to increase income … 7 
Take loan from BRAC/Mohajon/relative ………. 8  
Keep silent ………………………………………………. 9 
Call God ………………………………………………… 10 
Keep crying ……………………………………………. 11 
Others (specify) 

 

 
Section IX. Information on bed nets 

 

901 How many bed nets are there in your house? 
(Please confirm by eye witness)  

Normal	  	  	  	  ITN 	    

902 How many members do you have in your 
household? 

	  	  Persons  

903 How many of your family member sleeps under bed net 

regularly? 
Normal net 	  	  Persons 

ITN	  	  	  	  	  	  	  	  	  	  	  Persons 

 

904 Has your bed net been treated with medicine within last Yes ………………………………………….. 1  
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6 months?   

(If the answer is don’t know then please aske to other 

members of the household and confirm) 

No …………………………………………… 2 

Don’t know 

………………………………. 99 

 1001 

 1001 

905 If yes, how many bed nets were treated with medicine 

within last 6 months?  
	  	  nets	  
Don’t know 

……………………………… 99 
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Section X. Health seeking behaviour 

Q1001. Did any member of the household suffered any morbidity during the past 15 days?   Yes=1 
 No=2 
 
If so, pleae give details: 
 
S
l
n
o 

Name Age 
(in 
year
s) 

Se
x 
M
=
1 
F
=
2 
 

Type of 
Illness  
  

What 
was the 
first 
treatmen
t sought?  
(if [99] 
  
column 
12) 

If the first 
treatment was 

of a HCP* 

Total expenses for 
treatment in the last 

15 days 

Total 
durati
on of 
illness 
(from 
onset 
to 
recove
ry in 
days) 

Did 
illness 
interfer
e with 
any 
income 
generat
ing 
activity
? (12+ 
yrs old) 

How 
man
y 
days 
after 
onse
t of 
illnes
s? 

How 
did 
the 
consul
tation 
take 
place?  

Visi
t 

Medici
ne 
and 
lab 

tests  

Trans
portat

ion 

1 2 3 4 5 6 7 8 9 10 11 12 13 
1    

 
         

2    
 

         

3    
 

         

4    
 

         

5    
 

         

*Health Care Provider (HCP) No 2-9 in column 6 
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5. Codes for symptoms: 

 
6. First treatment sought: 
No treatment [99]  
Home treatment /Self treatment 
with OTC drugs [1]  
Village doctor [2]  
Paramedics [3]  
Allopathic medicine seller (when 
identify disease and give 
treatment) [4]  
Qualified government/NGO MBBS 
[5]  
Hospitals [6] 
Traditional healer [7] 
Faith healer [8] 
Homeopathic [9]  
Other, specify 

8. Mode of consultation: 
 
Patient taken to HCP[1]  
HCP come to patient [2]  
Drug bought by describing 
illness [3] 

12. 
Duration 
 
Number of 
days;  
 
Illness still 
continuing 
[96] 

13. Lost income 
 
Yes [1]; 
 No [2];  
  
 

Fever [1];   
Pain/Ache [2];  
Weakness [3];  
Cold/Cough [4];  
Skin Rash [5];   
Loose motion [6]; 
Drowsiness [7]; 
Vomit/Anorexia [8];  
Lack of Appetite[9]; 

Insomnia [10];  
Night-blindness / cataract [11];  
Otitis/ hearing problem [12]; 
Pregnancy related problem [13]; 
Reproductive organ related 
Poblem/ leukoria [14];  
Malaria [15]; 
Other, specify 

	  
 


