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Executive summary  
 
The άStrengthening Household Ability to Respond to Development Opportunities LLέ (SHOUHARDO II) 
project was implemented by CARE Bangladesh from June 2010 through September 2015 in 1,573 
villages located in the poorest and most marginalized districts in the country.   The overall goal of 
{Ih¦I!w5h LL ǿŀǎ ǘƻ ǊŜŘǳŎŜ ƘƻǳǎŜƘƻƭŘǎΩ ǾǳƭƴŜǊŀōƛƭƛǘȅ ǘƻ ŦƻƻŘ ƛƴǎŜŎǳǊƛǘȅ.  However, a key project 
outcome indicator was the prevalence of stuntingτor chronic, long-term undernutritionτamong 
preschool children.  It employed an integrated approach to reducing food insecurity and child 
undernutrition, combining nutrition-specific interventions with those that address underlying causes, 
such as poverty, economic and gender inequality, and poor sanitation.  
 
The objective of this impact evaluation was to determine whether the observed reductions in the 
ǇǊŜǾŀƭŜƴŎŜ ƻŦ ǎǘǳƴǘƛƴƎ ǘƘŀǘ ǘƻƻƪ ǇƭŀŎŜ ƻǾŜǊ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ǇŜǊƛƻŘΣ ŦǊƻƳ смΦт ǘƻ пуΦу 
ǇŜǊŎŜƴǘ ŦƻǊ ŎƘƛƭŘǊŜƴ ǳƴŘŜǊ ŦƛǾŜΣ ǿŜǊŜ ŎŀǳǎŜŘ ǎǇŜŎƛŦƛŎŀƭƭȅ ōȅ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎΦ It further aimed 
to understand how the reductions were brought about by examining whether the project had an impact 
on a set of underlying and immediate determinants of stunting, as defined in the UNICEF Conceptual 
Framework for the Causes of Maternal and Child Undernutrition.  It also did so by examining which of 
ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƘŀŘ ŀƴ ƛƳǇŀŎǘΣ ŦƻŎǳǎƛƴƎ ƻƴ ŦƻǳǊ sets of interventions:  maternal and child 
ƘŜŀƭǘƘ ŀƴŘ ƴǳǘǊƛǘƛƻƴ όa/IbύΣ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘΣ ƭƛǾŜƭƛƘƻƻŘǎ ǇǊƻƳƻǘƛƻƴΣ ŀƴŘ ǿŀǘŜǊ ŀƴŘ ǎŀƴƛǘation.  
 
The evaluation employed a variety of methods, including temporal comparisons of changes in indicators 
for project households compared to Bangladeshi households nation-wide, difference-in-difference (DID) 
analysis, Instrumental Variables (IV) testing and regression, and Propensity Score Matching (PSM).  The 
ǊŜǎǳƭǘǎ ŦǊƻƳ ǘƘŜǎŜ ŀƴŀƭȅǎŜǎ ǿŜǊŜ ǘǊƛŀƴƎǳƭŀǘŜŘ ǘƻ ŘǊŀǿ ŎƻƴŎƭǳǎƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƻǾŜǊŀƭƭ ƛƳǇŀŎǘ 
and how it was brought about.  The data employed are from cross-sectional, population-based surveys 
ƻŦ ǇǊƻƧŜŎǘ ǾƛƭƭŀƎŜǎ ŎƻƴŘǳŎǘŜŘ ƴŜŀǊ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴŎŜǇǘƛƻƴ ό5ŜŎŜƳōŜǊ нлмлύ ŀƴŘ ƴŜŀǊ ƛǘǎ ŜƴŘ ό5ŜŎŜƳōŜǊ 
2014).   Given the nature of the data employed, this impact evaluation was not able to evaluate the 
ƛƴŦƭǳŜƴŎŜ ƻŦ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ŀŎǘƛǾƛǘƛŜǎ ŘŜǎƛƎƴed to empower the poor and assist households and 
communities in preparing for, responding to and mitigating the impacts of disasters and climate change.  
 
Overall, the evidence presented in the report indicates that the SHOUHARDO II project was very 
successful in reducing child stunting.  While it is not possible to pinpoint the exact amount of stunting 
reduction caused with accuracy, it seems likely that a large portion, if not all, of the 12.9 percentageς
point reduction in the prevalence of stunting among under-fives observed between the baseline and 
endline surveys can be attributable to the project.  Combined, the following findings support this 
conclusion:  

¶ The average annual decline in the stunting prevalence among eligible project households (3.2 
percentage points per year) was far higher than that of rural Bangladeshi households in recent 
years (0.6 percentage points);    

¶ The normal large increase in stunting prevalence seen for children as they age from the 6-18 to 
the 48-60 month age group was not found for the group of children whose households 
participated in SHOUHARDO II interventions;   

¶ The DID analysis comparing the changes over time for eligible project households compared to 
non-eligible project households indicates that the stunting prevalence fell more for eligible 
households;   
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¶ IV estimates of the impact of participation in the project confirm that it had a substantial, 
ǇƻǎƛǘƛǾŜ ƛƳǇŀŎǘ ƻƴ ŎƘƛƭŘǊŜƴΩǎ ƘŜƛƎƘǘ-for-age z-scores; 

¶ ¢ƘŜ 5L5Σ L± ŀƴŘ t{a ŀƴŀƭȅǎŜǎ ŀƭƭ ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƭŜŘ ǘƻ ƛƳǇǊƻǾŜƳŜƴǘǎ 
in a broad array of determinants of stunting, improvements which are necessary for reducing 
stunting. 
 

The findings regarding project impacts on the determinants of stunting reveal that the stunting 
reductions were brought about by improvements in all three underlying determinantsτhousehold food 
security, the quality of caring practices for mothers and children, and household health environmentsτ
and, additionally, ƛƴ ƳƻǘƘŜǊΩǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ŦƻƻŘ ŎƻƴǎǳƳǇǘƛƻƴΦ   
 
With respect to household food securityΣ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƛƴŎǊŜŀǎŜŘ ǘƘŜ ŀƳƻǳƴǘ ƻŦ ŦƻƻŘ 
households have access to, increased household dietary diversity (an indicator of the dietary quality), 
and reduced household hunger.   
 
With respect to caring practices for mothers during pregnancy, all methods point to project impacts on 
antenatal care, including whether that care is received in a medical facility.   They suggest that the 
project led to women consuming more food and getting more day-time rest during their pregnancies.  
Finally, because of the project more women are receiving Vitamin A supplementation within six weeks 
of their delivery and iron/folic acid supplementation during pregnancy.  For caring practices for 
children, project interventions led to greater knowledge among mothers of the appropriate times for 
hand washing and an increase in the practice of safely disposing of childrŜƴΩǎ ŦŜŎŜǎΦ  Lǘ ŀƭǎƻ ƛƴŎǊŜŀǎŜŘ 
Vitamin supplementation for children, including vitamin A and multivitamin supplementation.  No clear 
evidence was found of an impact on child immunization.  
 
Some of the improvement in household health environments seen between the baseline and endline 

surveys among eligible households, including improvement in access to safe water and access to 

sanitary toilet facilities, can likely be attributed to the project.  Note, however, that the results from the 

different analyses are incongruent on this important determinant of child stunting. 

Finally, with regard to food consumption, the results suggest that dietary diversity was enhanced for 
households as a whole and for mothers and children living in them.  They confirm that the large increase 
in the percent of children 6-23 months who have a minimum acceptable diet, from 10 to 46 percent, 
ǿŀǎ ŀǘ ƭŜŀǎǘ ǇŀǊǘƛŀƭƭȅ ŎŀǳǎŜŘ ōȅ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎΦ 
  
Taking into account the results for all analyses, the evidence on the impact of the project is ambiguous 
for diarrhea incidence among children under five, the only indicator of ŎƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘƘ measured as 
part of the project surveys.  While the evidence of an impact on ƳƻǘƘŜǊΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ is not 
straightforward, it appears likely that the projectΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŘƛŘ ƭŜŀŘ to some improvement in 
ƳƻǘƘŜǊǎΩ .ƻŘȅ aŀǎǎ LƴŘŜȄ, which is an important step towards preventing low birth weight. 
 
The PSM results give insight into the question of which of the four sets of intervention examined 
brought about the reductions in stunting and improvements in its determinants.  While none of the 
ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǿŜǊŜ ŦƻǳƴŘ ǘƻ ƛƳǇǊƻǾŜ ŎƘƛƭŘǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ (which is likely due to the weakness of 
the PSM method in controlling for the targeting of undernourished children that took place), they were 
each found to have contributed in some way.  In sum: 
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¶ The MCHN interventions had a broad influence, improving household, ƳƻǘƘŜǊΩǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ 
dietary diversity; a wide variety of the caring practices for mothers during pregnancy; a wide 
variety of the caring practices for children; and access to sanitary toilet facilities. 

¶ ¢ƘŜ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŀƭǎƻ ŦŀŎƛƭƛǘŀǘŜŘ ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ many important 
determinants of stunting, including householŘ ŀƴŘ ƳƻǘƘŜǊΩǎ ŘƛŜǘŀǊȅ ŘƛǾŜǊǎƛǘȅΣ ƘƻǳǎŜƘƻƭŘ 
hunger, antenatal care during pregnancy, taking more food during pregnancy, post-delivery 
Vitamin A supplementation of mothers, and indicators of the knowledge and use of hygiene 
practices.   

¶ The livelihoods promƻǘƛƻƴ ŀŎǘƛǾƛǘƛŜǎ ƛƴŎǊŜŀǎŜŘ ƘƻǳǎŜƘƻƭŘΣ ƳƻǘƘŜǊ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ŘƛŜǘŀǊȅ 
diversity, reduced household hunger, and iƳǇǊƻǾŜŘ ƳƻǘƘŜǊǎΩ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎΦ   

¶ ¢ƘŜ ǇǊƻƧŜŎǘΩǎ ǿŀǘŜǊ ŀƴŘ ǎŀƴƛǘŀǘƛƻƴ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŀǊŜ ŦƻǳƴŘ ǘƻ have increased access to sanitary 
toilet facilities. 

 
In conclusion, this report finds that the SHOUHARDO II project was successful in reducing child stunting.  
Two factors that contributed to its success were:  1) it addressed a broad range of underlying and 
immediate causes of chronic undernutrition; and 2) it brought to bear not only nutrition-specific MCHN 
interventions to address the problem, but also interventions designed to empower women, to promote 
ƘƻǳǎŜƘƻƭŘǎΩ ƭƛǾŜƭƛƘƻƻŘǎΣ ŀƴŘ ǘƻ ƛƳǇǊƻǾŜ ƘƻǳǎŜƘƻƭŘǎΩ ƘŜŀƭǘƘ ŜƴǾƛǊƻƴƳŜƴǘǎΦ    
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1.  Introduction  
 
The άStrengthening Household Ability to Respond to Development Opportunities LLέ (SHOUHARDO II) 
project, funded by the United States Agency for International Development and the Government of 
Bangladesh, was implemented by CARE Bangladesh from June 2010 through September 2015.   Carried 
out in 1,573 villages located within eleven of the poorest and most marginalized districts in Bangladesh, 
it is one of the largest non-emergency food security development programs in the world.  The project 
follows on the experience of its predecessor, the SHOUHARDO I program implemented from 2005-2009, 
which piloted an integrated approach to reducing child undernutrition, combining nutrition-specific 
interventions with those that address key underlying determinants of stunting using a rights-based, 
livelihoods programming approach.  Some of these underlying determinants are poverty and food 
insecurity, economic and gender inequality, poor sanitation and vulnerability to natural disasters.  As 
shown by Smith et al. (2013), SHOUHARDO I was exceptionally successful in applying this approach to 
reducing child undernutrition. 
 
While the overall goal of SHOUHARDO II was to reducŜ ƘƻǳǎŜƘƻƭŘǎΩ vulnerability to food insecurity, a 
key project outcome indicator was the prevalence of stuntingτor chronic, long-term undernutritionτ
among preschool children.  In addition to child mortality, stunting is associated with poor school and 
work performance and an increased likelihood of overweight, chronic disease and mental health issues 
among adults.  Such personally damaging effects for young children and their families, along with its 
intergenerational transmission, have severe consequences for entire communities and countries, 
dampening their wider development (Smith and Haddad 2015)τand certainly compromising long-term 
food security. 

As documented in this report, the prevalence of stunting among children under five dropped from 61.7 
ŀǘ ǘƘŜ ǘƛƳŜ ƻŦ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴŎŜǇǘƛƻƴ to 48.8 four years later, a total reduction of 12.9 percentage 
points.  This reduction of 3.2 percentage points per year is impressive when compared to the annual 
decline for rural Bangladeshi households as a group, which was 0.6 of a percentage point between 2007 
and 2013.1   The reduction for children under two was equally impressive. 

The current momentum within developing countries and internationally to address the problem of child 
undernutrition has never been higher.   The rise of the Scaling Up Nutrition (SUN) movement starting in 
2010, and the publication of the Lancet Maternal and Child Nutrition Series in 2008 have both served to 
raise awareness of its extent and consequences.  The development community is increasingly 
recognizing that slower-than-expected progress towards reaching the Millennium Development Goals 
(MDGs) by 2015τincluding those for poverty, secondary education, child mortality and maternal 
healthτƛǎ ŘǳŜΣ ƛƴ ƭŀǊƎŜ ǇŀǊǘΣ ǘƻ ƭŀŎƪ ƻŦ ƛƴǾŜǎǘƳŜƴǘ ƛƴ ŎƘƛƭŘǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴ ό²ƻǊƭŘ .ŀƴƪ нлмоύΦ  Nutrition 
has consequently been greatly elevated on the development agenda, and global commitment to 
reducing undernutrition is stronger than ever (Gillespie and Haddad et. al. 2013).  In turn, answers to the 
question of how to accelerate reductions in undernutrition in the coming decades are in great demand.  

To address this increased demand, a wide evidence base is building regarding the roles of nutrition-
specific interventions, such as micronutrient supplementation and nutrition education, as well as those 
promoting more fundamental, underlying and basic determinants of nutritional status such as safe 
ǿŀǘŜǊ ŀŎŎŜǎǎΣ ǎŀƴƛǘŀǘƛƻƴΣ ǿƻƳŜƴΩǎ ŜŘǳŎŀǘƛƻƴ ŀƴŘ ŜƳǇƻǿŜǊƳŜƴǘΣ ŦƻƻŘ ǎŜŎǳǊƛǘȅΣ ƴŀǘƛƻƴŀƭ ƛƴŎƻƳŜ ƎǊƻǿǘƘ 
and governance (Bhutta et al. 2013; Ruel et. al. 2013; Haddad 2012; Ruel and Alderman 2013; Smith and 

                                                           
1
  See Section 6 below. 
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Haddad 2015).   The experience of the SHOUHARDO II project in reducing child stunting in Bangladeshτ
a country with one of the highest prevalences in the world, at 41 percent of all children under five 
(Niport et. al. 2013)τprovides a unique opportunity to gain insight into how integrated, participatory 
development projects implemented at the local level can contribute to accelerating reductions in child 
undernutrition.   
 
The objective of this impact evaluation is to determine whether the observed reductions in stunting that 
ǘƻƻƪ ǇƭŀŎŜ ƻǾŜǊ ǘƘŜ {Ih¦I!w5h LL ǇǊƻƧŜŎǘΩǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ǇŜǊƛƻŘ ǿŜǊŜ ŎŀǳǎŜŘ specifically by the 
ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎΦ Lǘ ŦǳǊǘƘŜǊ ŀƛƳǎ ǘƻ ǳƴŘŜǊǎǘŀƴŘ how the reductions were brought about by 
examining whether the project had an impact on a set of determinants of stuntingτincluding household 
food security, caring practices for mothers ŀƴŘ ŎƘƛƭŘǊŜƴΣ ƘƻǳǎŜƘƻƭŘ ƘŜŀƭǘƘ ŜƴǾƛǊƻƴƳŜƴǘǎΣ ƳƻǘƘŜǊΩǎ 
nutritional status, and ŎƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘƘΦ  The reason the study includes analysis of the determinants of 
stunting in addition to stunting itself is because they give insight into the pathways through which 
ǎǘǳƴǘƛƴƎ ǿŀǎ ƛƴŦƭǳŜƴŎŜŘ ōȅ ǘƘŜ ǇǊƻƧŜŎǘ  ŀƴŘΣ  ōŜƛƴƎ ƴŜŎŜǎǎŀǊȅ ŎƻƴŘƛǘƛƻƴǎ ŦƻǊ ŎƘƛƭŘǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ƘŜŀƭǘƘΣ 
alternative evidence regarding the  impact of the project on stunting.  The evaluation looks at the 
ƛƳǇŀŎǘǎ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǎǳōǎŜǘǎ ƻŦ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƘŀǘ ǿŜǊŜ ƛƳǇƭŜƳŜƴǘŜŘ ŀǘ ǘƘŜ ƘƻǳǎŜƘƻƭŘ 
level: 1) maternal and child health and nutrition;  2) ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘΤ 3)  livelihoods promotion; 
and 4)  water and sanitation.  

The evaluation employs a variety of methods, including temporal comparisons of changes in indicators 
among project households compared to Bangladeshi households nation-wide, difference-in-difference 
analysis, Instrumental Variables (IV) testing and regression, and Propensity Score Matching (PSM).  The 
ǊŜǎǳƭǘǎ ŦǊƻƳ ǘƘŜǎŜ ŀƴŀƭȅǎŜǎ ŀǊŜ ǘǊƛŀƴƎǳƭŀǘŜŘ ǘƻ ŘǊŀǿ ŎƻƴŎƭǳǎƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƻǾŜǊŀƭƭ ƛƳǇŀŎǘ 
and how it was brought about.  The data employed are from cross-sectional, population-based surveys 
ƻŦ ǇǊƻƧŜŎǘ ǾƛƭƭŀƎŜǎ ŎƻƴŘǳŎǘŜŘ ƴŜŀǊ ǘƘŜ ǇǊƻƧŜŎǘΩs inception (December 2010) and near its end (December 
2014). 
 
The next section of the report describes the beneficiary selection process and project interventions. 
Section 3 lays out the conceptual framework and outcome indicators employed as dependent variables.   
Section 4 describes the data collection process and Section 5 the impact evaluation methods used.   
Sections 6, 7 and 8 present the main empirical results.  Finally, Section 9 provides a summary of the 
results and conclusions. 

 

2.  The SHOUHARDO II project:  Beneficiary selection process and 

interventions  
 
The SHOUHARDO II project was ƛƳǇƭŜƳŜƴǘŜŘ ǿƛǘƘƛƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ /!w9 .ŀƴƎƭŀŘŜǎƘΩǎ ƭƻƴƎ-term 
program goals, which are to eradicate poverty and promote social justice through improving social 
equity, livelihood security and governance in the areas in which it works.   The project partnered with a 
variety of institutions including 16 local NGOs who are responsible for 90 percent of overall 
implementation coverage, and technical partners such as the International Union for the Conservation 
of Nature, WorldFish, the International Rice Research Institute.  It was implemented with the active 
participation of 13 ministries within the Government of Bangladesh.    The project was funded at 
US$130,000,000, including 287,420 MT worth of commodities for both direct distribution and 
monetization.   This section first describes the ǇǊƻƧŜŎǘΩǎ beneficiary selection process and interventions 
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in detail.  It then provides data on the percent of households in project villages participating in each 
intervention. 

 2.1  Beneficiary selection process  
 

  2.1.1   Identification of pro ject  geographical areas  
  
National databases were used to identify the remote areas most vulnerable to shocks and food 
insecurity within Bangladesh.  The following criteria for area selection were used: 

¶ Degree of food insecurity and child undernutrition 

¶ Susceptibility of the area to natural disasters and shocks 

¶ Remoteness,  illiteracy and poverty rates 

¶ Avoiding duplication and overlap with other projects 
 

Figure 1 locates the resulting four SHOUHARDO II project areasτCoast, Haor, Mid Char and North 
Charτwithin Bangladesh. The northcentral Chars are riverine islands surrounded by water most of the 
year. They are prone to dramatic erosion and floods, which results in crop loss, isolation, and poor 
access to markets and services. Also highly flood-prone and with similar food insecurity issues to the 
Chars is the northeastern Haor area, characterized by vast expanses of depressed wetlands with 
scattered, elevated mounds that become largely inhabitable islands during the wet season. The delta-
like Coast region is in the deep southeast of the country where food security is threatened by regular 
storm surges and slow-onset disasters such as water-logging and land salinization, and the impacts of 
climate change. 
 
Within these four regions, 11 of the most marginalized and poor districts were chosen, followed by 30 
Upazilas and 171 unions within them.  Project villages were selected through Focus Group Discussions 
with local and national government representatives and NGOs. 
 

  2.1.2   Household selection  
 
Household beneficiary selection was guided by both socio-economic targeting and 

randomization required by a ǊŜǎŜŀǊŎƘ ǇǊƻƧŜŎǘ ƛƴŎƻǊǇƻǊŀǘŜŘ ƛƴǘƻ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ŘŜǎƛƎƴ. 
 
Socio-economic targeting: selection of PEP households 
 

CƻƭƭƻǿƛƴƎ ǘƘŜ {Ih¦I!w5h L ǇǊƻƧŜŎǘΩǎ ŀǇǇǊƻŀŎƘΣ Ƙousehold targeting within each village began with the 
use of Participatory Rural Appraisal tools to identify the poorest households.  The tools included social 
and resource mapping and ŀ άǿŜƭƭ-ōŜƛƴƎ ŀƴŀƭȅǎƛǎέΦ   Community members representing the broad range 
of interest groups and classes grouped households into five economic categories: extreme poor, poor, 
lower middle, middle, and rich. The classification criteria used included land ownership, housing 
condition, income level, income sources, occupation and food insecurity.   CƻƭƭƻǿƛƴƎΣ ǘƘŜ άPoor and 
Extreme Poorέ (PEP) households were selected as ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƪŜȅ ǘŀǊƎŜǘŜŘ ōŜƴŜŦƛŎƛŀǊƛŜǎ. 
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Figure 1: Map of SHOUHARDO II program area 
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Targeting associated with the RCT of the PM2A programming approach 
 
Embedded within the SHOUHARDO II project design was a Randomized Controlled Trial (RCT) 
implemented in order to evaluate the relative effectiveness of two approaches to targeting Maternal 
and Child Health and Nutrition interventions.  These are: the Maternal and Child Health and 
Nutrition/PEP (MCHN/PEP) approach, established with SHOUHARDO I, and the Preventing 
Malnutrition in Children Under Two (PM2A) approach (FANTA-2, 2010).   As summarized in Table 1, 
the MCHN/PEP approach includes only PEP households as participants in MCHN activities, including 
educational activities, child growth monitoring and food ration receipts (described below).   By 
contrast, the PM2A approach includes as participants all eligible2 women and children in project 
villages regardless of socio-economic status.   
 
Table 1:Design of the randomized controlled trial to evaluate the relative effectiveness of the 
MCHN/PEP versus the PM2A approach 

  
RCT intervention arm 1: 

 MCHN/PEP 
RCT intervention arm 2: 

PM2A 

PEP 
Eligible to participate in MCHN and all 
other project interventions  

Eligible to participate in MCHN and all other project 
interventions  

Non- 
PEP 

Not eligible to participate in any project 
interventions. 

Eligible to participate in MCHN interventions only 

 
SHOUHARDO II project villages were randomly selected (using a computer program) into the MCHN/PEP 
and PM2A intervention arms, with roughly 17 percent of villages chosen to follow the PM2A approach in 
order to facilitate the RCT research design (see map in Figure 1).  The addition of the RCT to the project 
design means that some non-PEP households are included as project beneficiaries. 
 

 2.2  Project interventions  

 
This section focusses on the {Ih¦I!w5h LL ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƘŀǘ ǿŜǊŜ ƛƳǇƭŜmented at the 
household level.  Many project interventions were implemented at the community level and thus could 
not be directly evaluated using the household level data employed for this study.  These include 
empowerment of the poor through the establishment of Village Development Committees, efforts to 
increase the accountability of local elected bodies and government service providers to the PEP, and the 
projectΩs disaster preparation, response and mitigation and climate change adaptation activities. 

 
 Maternal and child health and nutrition (MCHN) 
 
The SHOUHARDO II package of MCHN interventions was expected to most directly address the problem 
of chronic undernutrition in the project area.   In line with global best practices of targeting the first 
1,000 days of life, including the time in-ǳǘŜǊƻ ŀƴŘ ŜƴŘƛƴƎ ǿƛǘƘ ǘƘŜ ŎƘƛƭŘΩǎ ǎŜŎƻƴŘ ōƛǊǘƘŘŀȅΣ ǘƻ ŀŎƘƛŜǾŜ 
sustained impact on nutritional status, the package prioritizes children under age 2 and pregnant and 

                                                           
2
  ¢ƘŜ ŜƭƛƎƛōƛƭƛǘȅ ŎǊƛǘŜǊƛŀ ŀǊŜ ōŀǎŜŘ ƻƴ ŎƘƛƭŘǊŜƴΩǎ ŀƎŜǎ ŀƴŘ ǘƘŜ ǇǊŜƎƴŀƴŎȅ ǎǘŀǘǳǎ ƻŦ ǿƻƳŜƴ όǎŜŜ {ŜŎǘƛƻƴ нΦнΦύΦ 
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lactating women.   During this time the child has increased nutritional needs to support rapid growth 
and development, is more susceptible to infections, and is completely dependent on others for 
nutrition, care and social interactions.   Growth faltering typically begins during pregnancy and continues 
to about 24 months of age.  The loss in linear growth is not recovered, and catch-up growth later on in 
childhood is minimal (UNICEF 2013).   
 
A key component of the MCHN package was promotion of health and nutrition behavior change through 
ƴǳǘǊƛǘƛƻƴ ŜŘǳŎŀǘƛƻƴ ƛƴ ǘǿƻ ŦƻǊƳǎΦ  ¢ƘŜ ŦƛǊǎǘ ǿŀǎ ƳƻƴǘƘƭȅ άŎƻǳǊǘȅŀǊŘ ǎŜǎǎƛƻƴǎέ ƭŜŘ ōȅ ǘǊŀƛƴŜŘ ŎƻƳƳǳƴƛǘȅ 
health volunteers (CHVs)3 with topics including optimal breastfeeding, complementary feeding and 
weaning practices, care for mothers during pregnancy and delivery, and hygiene practices.  The second 
was cooking and feeding demonstration sessions.    A third component of the package was monthly 
DǊƻǿǘƘ aƻƴƛǘƻǊƛƴƎ ŀƴŘ tǊƻƳƻǘƛƻƴ ǎŜǎǎƛƻƴǎ ƛƴ ǿƘƛŎƘ ŎƘƛƭŘǊŜƴΩǎ height and weight was monitored.  
Children whose growth was faltering received follow-up care from CHVs.   A fourth MCHN intervention 
was the provision of monthly food rations to pregnant women, women with children under two, and 
children under two living in eligible households.    The ration was provided both to fill gaps in nutritional 
intake and to provide an incentive to participate in behavior change activities.  It contained wheat, 
vegetable oil and yellow split peas.   
 
Integrated into these MCHN interventions were efforts to establish linkages with preventive and 
curative health and nutrition services, build capacity for community-based integrated management of 
childhood illnesses, and facilitate linkages of mothers with the Ministry of Health and Family Welfare 
program to provide micro-nutrient supplementation for pregnant and lactating mothers. 
 
 ²ƻƳŜƴΩǎ Ŝmpowerment  

 
!ƭǘƘƻǳƎƘ ǘƘŜǊŜ ƘŀǾŜ ōŜŜƴ Ǝŀƛƴǎ ƛƴ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ƛƴ .ŀƴƎƭŀŘŜǎƘ ƛƴ ǊŜŎŜƴǘ ȅŜŀǊǎΣ Řiscrimination 
against women remains strong and pervasive in Bangladesh (Nosback, Champion and Mutahara 2014).   
At the start of the SHOUHARDO II project, very few women could make basic economic decisions on 
their own, their freedom of movement was restricted, only five percent earned cash income, and over a 
quarter had experienced some form of domestic violence in the previous year (Caldwell, Ravesloot and 
Smith 2011).   
 
/!w9Ωǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ŀǎ ŀ ƳŜŀƴǎ ƻŦ ŀŘŘǊŜǎǎƛƴƎ ǳƴŘŜǊƭȅƛƴƎ ŎŀǳǎŜǎ ƻŦ ŎƘƛƭŘ 
undernutrition is a distinguishing feature of the SHOUHARDO II design.  The central intervention 
designed to do so was Empowerment, Knowledge and Transformative Action (EKATA) groups for 
promoting life-skills education, empowerment and social change.  Made up of 20 women and 15 
adolescent girls recruited from among interested community members, and facilitated bi-weekly by a 
paid volunteer, the groups provided a platform for empowering women and adolescent girls through 
education, solidarity, group planning, and rights advocacy.  The EKATA intervention had a broad range of 
goals:   ƛƴŎǊŜŀǎƛƴƎ ǿƻƳŜƴΩǎ ŘŜŎƛǎƛƻƴ making power at household and community levels, reducing 
gender-based violence, raising awareness of educational entitlements for women and girls, building 
ǿƻƳŜƴΩǎ ƭŜŀŘŜǊǎƘƛǇΣ ŀŘǾƻŎŀŎȅΣ ŀƴŘ ƭƛǘŜǊŀŎȅ ǎƪƛƭƭǎΣ ŀƴŘ ŎƻƴǎŎƛƻǳǎƴŜǎǎ-building around ǿƻƳŜƴΩǎΩ ǊƛƎƘǘs in 

                                                           
3
 The CHVs were married women with children who were at least 20 years old with secondary education, previous experience in 

health related work and socially accepted by their community.  They received a four-day training program as well as counseling 
and facilitation skills.  For continued education and support, they gathered for a one-day meeting once per quarter and 
received technical support from CARE and partner NGO technical staff. 
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existing legislation and important social issues, including dowry, early marriage, divorce, and violence 
against women.     
 
More directly focused on promoting the economic empowerment of women was the establishment of 
self-help savings groups.  While men could be members of these groups, they were directed at women, 
and the majority of members were women.   The groups provided a means for women to save for 
investment purposes, pool their incomes in times of need, and avoid taking loans from money lenders. 
 
Note that another project intervention dƛǊŜŎǘŜŘ ŀǘ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ƛƴ ǘƘŜ ƭƻƴƎ Ǌǳƴ was the 
establishment of Early Child Care for Development (ECCD) centers, preschools that introduce a learning 
process, flow of information, and preparation for entering formal schooling that has been traditionally 
denied to girls. An equal number of girls and boys are enrolled.  In addition, parenting sessions are held 
ŦƻǊ ƳƻǘƘŜǊǎ ŀƴŘ ŦŀǘƘŜǊǎ ǿƛǘƘ ǘƘŜ ŀƛƳ ƻŦ ƛƳǇǊƻǾƛƴƎ ǇŀǊŜƴǘƛƴƎ ǎƪƛƭƭǎΣ ŜǎǇŜŎƛŀƭƭȅ ǊŜƭŀǘŜŘ ǘƻ ƎƛǊƭǎΩ enrollment 
in school.   ECCD is not evaluated in this study as it is not expected to directly empower the current 
generation of women. 
 
 Livelihoods promotion:  Core Occupational Groups  
 
This set of interventions was designed to directly address food insecurity and poverty in the project area 
by increasing food production and incomes.  Project beneficiary households were divided into four 
distinct Core Occupational Groups (COGs) based on asset holdings (availability of land, access to water 
bodies, and labor availability) for the receipt of packages of input support and training.  The sets of 
interventions are: 
 (1)  Crop production  
  Provision of seeds/seedlings, organic fertilizer and training in irrigation, field preparation 
  and crop management to support the production of key field crops (e.g., rice, wheat and  
  maize). 
 (2)  Fisheries  

Provision of fingerlings, lime, fish meal and fertilizer for fish culture, in addition to fish 
nets, boats, and aluminum patil/pots for fish capture. 

 (3)  Comprehensive homestead development (CHD) 
  Provision of saplings, seeds, organic fertilizer for homestead gardens and animals  
  (chickens, ducks and goats) and  fencing for animal rearing 
 (4)  Income generating activities (IGA) 

  Entrepreneur development and business management training;  skill training based on  
  selected trade. 

 
 Water and sanitation 

 

Diarrheal disease is a key cause of child undernutrition in Bangladesh, with lack of access to safe water 
and sanitary latrines being its main structural cause (United Nations Integrated Regional Information 
Network (IRIN), 2010).   At the start of the project, while 61 percent of households had access to safe 
water, only 26 percent had access to a sanitary latrine.  This problem was addressed by assisting 
households in obtaining safe, arsenic-free drinking water through the installation of tube wells and 
arsenic testing, as well as access to sanitary latrines. 
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 2.3  Participation in project interventions  
 
Table 2 presents data on the percent of households in project villages with children under five that 
participated in each intervention by region. 
 

Table 2: Participation in SHOUHARDO II project interventions, by region 

    
Coast Haor 

Mid 
Char 

North 
Char 

All 

 (Percent of households) 

Mother and Child Health and Nutrition (MCHN) 
        Courtyard sessions 63.9 66.7 64.3 67.2 66.3 

   Cooking/feeding sessions 53.2 56.7 63.0 67.5 61.1 

   Child growth monitoring 54.9 63.6 60.7 66.6 63.6 

   Food ration 62.0 61.9 57.3 55.2 58.9 
          All MCHN interventions  
              (Full participation) 41.0 43.9 45.1 45.8 44.6 

         Any MCHN intervention 70.4 72.9 72.2 77.3 74.1 

Women's empowerment 
        Mother is EKATA group member 4.9 2.8 8.2 9.6 6.1 

   Mother is savings group member 10.8 10.3 8.7 9.5 9.8 

           Any empowerment intervention 14.3 11.8 14.0 15.6 13.6 

Livelihoods promotion 
         Crop production 11.3 12.1 16.1 10.2 12.1 

    Comprehensive Homestead Development (CHD) 29.5 28.6 17.5 20.8 24.2 

    Fisheries 6.4 6.5 2.1 5.6 5.5 

    Income generating activities (IGA) 20.9 23.7 28.0 26.9 25.3 

          Any livelihoods promotion  intervention  66.2 67.4 58.2 58.5 62.9 

Water and sanitation 
               Any water and sanitation intervention 24.6 26.0 6.4 13.0 18.4 

       Any SHOUHARDO II intervention 77.8 78.9 80.2 81.0 79.8 

 
Three-quarters of all households participated in at least one MCHN intervention over the life of the 
project, with roughly equal participation in the educational, growth monitoring, and food ration 
interventions.  Near 45 percent of households participated in all four MCHN interventions, hereafter 
ǘŜǊƳŜŘ άŦǳƭƭ ǇŀǊǘƛŎƛǇŀǘƛƻƴέ ƛƴ a/IbΦ 
 
The next most commonly participated in intervention is livelihoods promotion, with a prevalence of 63 
percent.  Roughly a quarter of households participated in CHD and IGA, the most popular of the 
livelihoods promotion interventions.  Twelve percent participated in crop production and only five 
percent in fisheries. 
 
Participation of mothers living in households with children under five in EKATA was quite low, at six 
percent, perhaps due to the child care time constraints felt by these mothers.  Participation in savings 
groups was somewhat higher, at 10 percent, giving a total overall participation prevalence in the two 
ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŎƻƴǎƛŘŜǊŜŘ ƘŜǊŜ ƻŦ мп ǇŜǊcent.   Finally, 20 percent of households 
ǇŀǊǘƛŎƛǇŀǘŜŘ ƛƴ ǘƘŜ ǇǊƻƧŜŎǘΩǎ water and sanitation interventions. 
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hǾŜǊŀƭƭΣ ул ǇŜǊŎŜƴǘ ƻŦ ƘƻǳǎŜƘƻƭŘǎ ƭƛǾƛƴƎ {Ih¦I!w5h LL ǇǊƻƧŜŎǘ ǾƛƭƭŀƎŜǎ ǇŀǊǘƛŎƛǇŀǘŜŘ ƛƴ ǘƘŜ ǇǊƻƧŜŎǘΩǎ 
interventions in some form.   Overall participation prevalences vary little across the four regions, 
although there are some substantial regional differences for membership in EKATA groups (higher in 
Mid and North Char) and participation in water and sanitation interventions (higher in Coast and Haor). 
 

3.  Conceptual framework  and measurement of stunting and its 

determinants  
 

 3.1 UNICEF conceptual framework  
 
The conceptual framework guiding ǘƘƛǎ ǊŜǇƻǊǘΩǎ ŀƴŀƭȅǎƛǎ ƛǎ ǘƘŜ ¦bL/9C ŎƻƴŎŜǇǘǳŀƭ ŦǊŀƳŜǿƻǊƪ ŦƻǊ ǘƘŜ 
causes of maternal and child undernutrition (see Figure 2).  The framework lays out the hierarchical 
relationship between the immediate, underlying, and basic causes of undernutrition.   
 
Figure 2: UNICEF conceptual framework for the causes of maternal and child undernutrition 

 

Source:  UNICEF (2013). 
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The immediate causes, which manifest themselves at the level of the individual child, are inadequate 
dietary intake (energy, protein, fat, and micronutrients) and disease.  These factors themselves are 
interdependent.  A child with inadequate dietary intake is more susceptible to disease; disease in turn 
ŘŜǇǊŜǎǎŜǎ ŀǇǇŜǘƛǘŜΣ ƛƴƘƛōƛǘǎ ǘƘŜ ŀōǎƻǊǇǘƛƻƴ ƻŦ ƴǳǘǊƛŜƴǘǎ ƛƴ ŦƻƻŘΣ ŀƴŘ ŎƻƳǇŜǘŜǎ ŦƻǊ ŀ ŎƘƛƭŘΩǎ ŜƴŜǊƎȅΦ    
 
The underlying causes, which impact child nutritional status through the immediate causes, manifest 
themselves at the household level.  The first is household food insecurity, or the inability of a household 
to access enough food of adequate quality for all of its members to live an active, healthy life.  The 
second is inadequate quality of caring practices for children and their mothers.    Examples of caring 
practices for children are child feeding, health-seeking behaviors, and cognitive stimulation.  The most 
obvious ŀǎǇŜŎǘ ƻŦ ŎŀǊŜ ŦƻǊ ǿƻƳŜƴ ǘƘŀǘ ŀŦŦŜŎǘǎ ŎƘƛƭŘǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǿŜƭƭōŜƛƴƎ ƛǎ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘ ŘǳǊƛƴƎ 
pregnancy and lactation.  Women are typically the main caretakers of children after birth, and in order 
to provide quality care they need continued adequate food consumption and health care, rest and 
measures to protect their mental health, such as protection from abuse.  The third underlying cause is 
an unhealthy household environment and inadequate health services, which ŎƻƴŘƛǘƛƻƴ ŎƘƛƭŘǊŜƴΩǎ 
exposure to pathogens and the use of preventative and curative health care.  Elements of a health 
environment include access to safe water, to sanitary facilities for disposing of human waste and to 
health services.      
 
tƘȅǎƛƻƭƻƎƛŎŀƭƭȅΣ ŀ ƳƻǘƘŜǊΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ ƛǎ Ŏlosely tied that that of her child.  Adequate maternal 
nutrition and health are crucial to prevent child undernutrition.  Pregnancy increases nutrient needs and 
is a time when illness and environmental and psychosocial stress can contribute to undernutrition of an 
unborn child through impaired fetal development and low birthweight.   Undernourished girls have a 
greater likelihood of becoming undernourished mothers, who then have a greater likelihood of giving 
birth to a low birthweight baby, leading to an intergenerational cycle of undernutrition.  The issue of 
maternal undernutrition is particularly important to take into account in Bangladesh, which has both a 
high prevalence of maternal undernutrition (24 in 2011) and low birthweight (22 in 2006) (UNICEF 
2013).   
 
Finally, the basic causes, which in turn impact nutritional status through the underlying causes, manifest 
themselves at broader geographical levels, such as national, regional or global.   They form the 
ŜŎƻƴƻƳƛŎΣ ǇƻƭƛǘƛŎŀƭΣ ŜƴǾƛǊƻƴƳŜƴǘŀƭΣ ǎƻŎƛŀƭ ŀƴŘ ŎǳƭǘǳǊŀƭ ŎƻƴǘŜȄǘ ƛƴ ǿƘƛŎƘ ŎƘƛƭŘǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ ƛǎ 
determined.   
 
While the SHOUHARDO II project addresses some of the basic causes of child undernutrition, such as 
poverty and the disempowerment of women, this impact assessment focusses only on the underlying 
and immediate causes (in addition to stunting itself).       
 

 3.2  Measures of stunting  and its determinants  
 

In this section the measures of stunting and its determinants employed as dependent variables in this 
study are described.  As noted in the introduction, one of the reasons the study includes analysis of the 
determinants of stunting in addition to stunting itself is because it helps understand the pathways 
through which stunting may have been influenced by the project.  A second reason is that 
improvements in the determinants are necessary for bringing about improvements in ŎƘƛƭŘǊŜƴΩs 
nutritional health.  Evidence that the project brought about such improvements thus give alternative 



18 
 

evidence regarding the impact of the project on stunting.  In the case of the evaluation of SHOUHARDO 
II, the need for such alternative evidence is heightened:  as discussed below (Section 4.2), the selection 
ƻŦ ƘƻǳǎŜƘƻƭŘǎ ƛƴǘƻ ǘƘŜ ǇǊƻƧŜŎǘΩǎ a/Ib ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǿŀǎ ǇŀǊǘƛŀƭƭȅ ōŀǎŜŘ ƻƴ ǿƘŜǘƘŜǊ ƻǊ not the 
household had a child under five who was undernourished.  Statistically, this makes it more difficult to 
draw out the impact of the project on stunting itself.  

  3.2.1  Stunting  

 
Stunting is a result of inadequate growth of the fetus and child and results in a failure to achieve 
expected height compared to a healthy, well-nourished child of the same age.  It is a cumulative 
indicator of growth failure and a marker of chronic insufficient protein and energy intake, frequent 
infection, sustained inappropriate feeding practices, and impaired brain development (Black et al 2013; 
UNICEF 2013).   
 
The rationale for employing stunting as an indicator of undernutrition for this impact evaluation is four-
fold.  First, it is a key SHOUHARDO II project outcome indicator against which progress towards project 
goals was assessed.  Second, replacing underweight, it has become the consensus measure among the 
international community to mark the damage that is done from the interaction of poor diet and 
repeated infections (Black et. al. 2013; UNICEF 2013).  Third, it is a measure of long-term, chronic 
undernutrition rather than undernutrition as a result of short-term fluctuations in dietary intake and/or 
health.  It is thus particularly well suited to the evaluation of this project, which took place over more 
than four years.  Fourth, stunting was more prevalent than either wasting (measuring acute 
undernutrition) or underweight (a composite measure of both chronic and acute undernutrition) at the 
start of the project and thus represented a more widespread problem.   
 
The specific indicator employed as a dependent variable for this analysis is ŎƘƛƭŘǊŜƴΩǎ height-for- age z-
score (HAZ) measured using data collected on height or length and months of age.  A child is considered 
stunted if her or his HAZ is less than -2 standard deviations below the median of a global reference 
population of children who are well nourished and received key recommended caring practices.  The 
current reference is the World Health Organization 2006 Child Growth Standards (de Onis et al. 2004).    
 

  3.2.2 Determinants of stunting  

 

The selection of the determinants of stunting included in this analysis is guided by the conceptual 
framework presented above.  It is also influenced by the project outcome and impact indicators included 
in its Indicator Performance Tracking Table (see TANGO 2015) as well as the statistical methods 
employed and data availabilities.   The determinants include indicators of all three underlying causes of 
child undernutrition (food insecurity, inadequate caring practices, and an unhealthy household 
environment) and both immediate causes (inadequate dietary intake and disease).  The variables are 
listed in Box 1 and described in detail in Appendix 1.  
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4.  Data  
 
The data from two cross-sectional, population-based surveys of all households in SHOUHARDO II 
villages, whether eligible to participate in project interventions or not, are employed for this impact 
evaluation.  The first is the project baseline survey, conducted between December 8, 2010 and January 
2, 2011.  The second is the project endline survey, conducted between November 17 and December 12, 
2014.  To ensure comparability, the data collection methodology was identical for the two surveys.   The 
survey questionnaires, which can be found in Caldwell, Ravesloot and Smith (2011) and TANGO, 
International (2015), were designed by TANGO, International in collaboration with CARE Bangladesh and 
Food and Nutrition Technical Assistance-II.  The data collection was conducted by Mitra and Associates 
and TANGO, International. 
 
A two-stage, stratified sampling design was employed, with two levels of stratification. The first was a 
division of the SHOUHARDO II operational area into its four geographical regions ς Coast, Haor, Mid 

Box 1.  Determinants of stunting employed as dependent variables  

Household food security 

¶ Number of months of adequate household food provisioning 

¶ Household dietary diversity score 

¶ Household hunger score 
Caring practices for mothers during pregnancy 

¶ Antenatal care during pregnancy 

¶ Antenatal care in a medical facility during pregnancy 

¶ More food during pregnancy 

¶ More rest during pregnancy 

¶ Vitamin A six weeks from delivery 

¶ Iron/folic acid during pregnancy  
Caring practices for children  

¶ aƻǘƘŜǊΩǎ ƪƴƻǿƭŜŘƎŜ ƻŦ  Ƙand washing at five critical times  

¶ Safe disposal of feces of children 0-35 months 

¶ Number of vaccinations received (0-23m) 

¶ Vitamin A capsule in the last six months (6-23m) 

¶ Monomix multivitamin supplement (6-23m) 
Household health environment  

¶ Access to safe water 

¶ Access to sanitation 
aƻǘƘŜǊΩǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ŦƻƻŘ ŎƻƴǎǳƳǇǘƛƻƴ  

¶ aƻǘƘŜǊΩǎ ŘƛŜǘŀǊȅ ŘƛǾŜǊǎƛǘȅ 

¶ Child minimum dietary diversity (6-23m) 

¶ Child minimum meal frequency (6-23m) 

¶ Child minimum acceptable diet (6-23m) 
/ƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘƘ 

¶ Child diarrhea (0-59m)  
aƻǘƘŜǊΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ  

¶ aƻǘƘŜǊΩǎ Body Mass Index  
 

Note:  Variable definitions are given in Appendix 1. 
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Char, and North Char ς reflecting the distinct geographic areas where the project was implemented.   
The second level of stratification was into the two intervention arms defining the RCT embedded into 
ǘƘŜ ǇǊƻƧŜŎǘΩǎ ŘŜǎƛƎƴΥ  MCHN/PEP and PM2A, as described above.   An equal number of villages and 
households were sampled in the resulting eight strata.  
 
Following stratification, sampling took place in two stages.  In the first, 25 villages were randomly 
chosen within each stratum using probability proportionate to size (PPS) sampling.   In the second, 45 
households were randomly selected in each village, for a total of 9,000 households. 
 
Sample size calculations were based on ensuring the ability to detect a 10 percentage-point change in 
stunting prevalence ōŜǘǿŜŜƴ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ōŀǎŜƭƛƴŜ ŀƴŘ ŜƴŘƭƛƴŜ ǎǳǊǾŜȅǎ ŦǊƻƳ ŀ ǇǊƻƧŜŎǘŜŘ ƛƴƛǘƛŀƭ 
prevalence of 50%.   Assumptions of a 95 percent confidence level, 80 percent power, and a design 
effect of 2.0 yielded a minimum sample size of 666 households per stratum.   To keep the sample size 
reasonable, a single sample of households was selected to collect both socio-economic data (from all 
households) and health and nutrition data (needed only from households with children under five).  To 
do so, the sample size factored in the proportion of the population in Bangladesh that is aged 6-59 
months and the average household size.   Applying the required sample size above to these factors plus 
adding in a 10 percent cushion to account for non-response yielded a final sample size of 1,119 
households per strata, or a total of 8,952 households.  The sampling of 45 households within 200 villages 
met this sample size requirement. 

Only the data collected from households with children under five with valid anthropometric data were 
employed for this study.   In these households, an index child was randomly chosen for collection of data 
ƻƴ ŎƘƛƭŘǊŜƴΩǎ ŀƴŘ ƳƻǘƘŜǊΩǎ ƘŜŀƭǘƘ ŀƴŘ ƴǳǘǊƛǘƛƻƴΦ4  After cleaning of the anthropometric data, the analytic 
sample size for the study is 2,471 children under five (6-59 months) and 871 children under two (6-23 
months).   For household-level variables, such as the food security indicators, data are employed for 
households with children under six months as well, increasing the sample size to 2,844. 

 

5.  Impact evaluation methodologies  
 

An impact evaluation is a study conducted in order to determine the extent to which changes in 
outcomes can be attributed to a project or intervention.   Evaluating such attribution requires comparing 
what happened to the outcome with an intervention (the factual) to what would have happened to the 
outcome without itΣ ǘƘŜ ƭŀǘǘŜǊ ǊŜŦŜǊǊŜŘ ŀǎ ǘƘŜ άcounterfactualέ. The counterfactual is never known with 
certainty because the exact same participants in an intervention cannot not participate in it at the same 
time.   Given this issue, two necessary conditions for an impact evaluation to be conducted in a rigorous 
manner are that (1) a non-participant control group be available so that a counterfactual can be 
identified; and (2) that the problem of selection bias be addressed (Waddington et. al. 2012).  This latter 

                                                           
4 For the baseline survey child anthropometric data were collected only for one index child in each household having a child 

under five.   For the endline, following Food-for-Peace guidance, anthropometric data were collected for all children under five 
in each household, with data for other child-level variables being collectŜŘ ƻƴƭȅ ŦƻǊ ŀƴ ƛƴŘŜȄ ŎƘƛƭŘΦ  Lƴ ǘƘƛǎ ǊŜǇƻǊǘΩǎ ŀƴŀƭȅǎƛǎ ƻŦ 
the endline data, only that for the selected index child is employed for two reasons.  First, doing so allows valid comparisons of 
stunting prevalences over time (endline households with multiple children and thus greater child care burdens have greater 
representation than they do in the baseline).  Second, for the impact analysis methods involving regression, it is not possible to 
properly control for intra-household correlations statistically when only some households are represented more than once.  
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problem arises because, in most cases, either purposeful targeting of project interventions to specific 
populations (e.g., the most poor) and/or self-selection of participants into interventions takes place.  
This renders the control group and the participant group fundamentally different from one another 
prior to the commencement of project activities (Waddington et. al. 2012; Khandker, Koolwal & Samad, 
2010). 
 
The SHOUHARDO II surveys are population based.  Ample data for households that did not participate in 
ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ at all or only in its MCHN activitiesτ whether due to the PM2A RCT 
allocation mechanism or by choiceτare available, thus providing a pool of potential control group 
households.  Further, as outlined below, the endline survey was extended to allow collection of data 
ƴŜŎŜǎǎŀǊȅ ŦƻǊ ŀŘŘǊŜǎǎƛƴƎ ǘƘŜ ǇǊƻōƭŜƳ ƻŦ ǎŜƭŜŎǘƛƻƴ ōƛŀǎΣ ǘƘŀǘ ƛǎΣ Řŀǘŀ ƻƴ ŦŀŎǘƻǊǎ ŀŦŦŜŎǘƛƴƎ ƘƻǳǎŜƘƻƭŘǎΩ 
participation in various interventions.  A special effort was made to collect data on factors that are 
ǘȅǇƛŎŀƭƭȅ άǳƴƻōǎŜǊǾŀōƭŜέ, the exclusion of which can lead to bias in estimates of the impacts of 
interventions.    
 
As described here, the data allow use of a variety of impact evaluation methodologies, including 
descriptive and regression-based methods, to determine whether and how the SHOUHARDO II project 
led to the 12.9 percentage-point reduction in the prevalence of stunting among children under five 
ƻōǎŜǊǾŜŘ ǎƛƴŎŜ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴŎŜǇǘƛƻƴΦ 

 

 5.1 Descriptive methods  
 

The first descriptive method is a comparison of the change in stunting in the project area with the 
change nationally over the same time period. This analysis is important for ruling out the possibility that 
the change in stunting in the project area was due to forces external to the project.  Specifically, we 
examine the change in stunting among children under five living in eligible project households between 
the baseline and endline surveys compared to the change that took place for this age group in rural 
areas countrywide in recent years.  The data used are from three nationally-representative Demographic 
and Health Surveys (DHS), those undertaken in 2004, 2007 and 2011 (NIPORT et al. 2005, 2009 and 
2013) and a survey conducted in 2013 administered using the same methods as those of the DHS 
(Shahin et al. 2014).5  bƻǘŜ ǘƘŀǘ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ǇƻǇǳƭŀǘƛƻƴ ƻŦ 370,000 people is very small relative to that 
of Bangladesh as a whole (roughly 160 million), such that changes in the project area had negligible 
influence on the stunting prevalence country wide.   

 
The second method is a comparison of the actual age trajectory of the stunting among a specific age 
cohort of children living in eligible project households compared to the projected age trajectory of that 
cohort at the time of the baseline, that is, ōŜŦƻǊŜ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ŀŎǘƛǾƛǘƛŜǎ ŎƻƳƳŜƴŎŜŘΦ  ¢ƘŜ ŎƻƘƻǊǘ ƛǎ 
children who were 6-18 months old at baseline (in December 2010) and 48-60 months at endline 
(December 2014).  Stunting typically shows a large increase over these age groups. Depending on 
whether their household actually participated in them, this cohort of children was exposed to the 
ǇǊƻƧŜŎǘΩǎ a/Ib ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻǊ ŀn average of 12 months and to the rest of its interventions for an 

                                                           
5
 This survey was conducted by the National Institute of Population Research and Training (NIPORT), the same organization that 

conducts BangladeshΩs Demographic and Health Surveys.  The sampling scheme was similar to that of the DHS to ensure 
comparability of data across the surveys. 
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average of three and a half years.  We explore whether the change for these children shows an altered 
pattern from that projected at baseline.  
 
The third method is a comparison of the changes in stunting and its determinants between the baseline 
and endline surveys for the group of households who were eligible to participate and the group who 
were not eligible to participate.   This intent-to-treat (effect of treatment as assigned), difference-in-
difference analysis allows determination of whether the eligible households did better than non-eligible 
households while taking into account any initial differences between the groups at baseline.  By doing so 
it controls for any changes that took place in the project area that are not related to project 
interventions or that are only indirectly related to them through spillover effects.   Spillover effects 
occur when an intervention has an impact on households that do not participate in it.  Examples of how 
this could have occurred in the SHOUHARDO II project were MCHN behavior change messages and 
technical skills gained through COG groups being disseminated to non-participants by participants.   

  

 5.2  Instrumental variables regression analysis  
 

Instrumental variables analysis is a regression technique that allows us to rigorously estimate the impact 
of participation in the SHOUHARDO II project using the endline survey data by correcting for systematic 
differences between the households that actually participated in it and those that did not.  It does so by 
controlling for selection bias due to both observable factors affecting participation and outcomes and 
unobservables.   Examples of such unobservable factors that are typically not measured are ability, 
entrepreneurship, attitudes towards risk, weather shocks, social capital, and pre-project outcome levels 
(Habicht et al. 2009; Gilligan and Hoddinott 2007; Linnemayr and Alderman 2011).  By controlling for 
these factors we are ensuring that in our estimations only the causal effect is being identified, and that 
only the causal portion of the observed relationship is represented by regression coefficient estimates. 

 
Of particular importance in the case of SHOUHARDO II is to control for ǘƘŜ ŦŀŎǘ ǘƘŀǘ ǘƘŜ ǇǊƻƧŜŎǘΩǎ a/Ib 
interventions were purposefully targeted towards households whose children were identified to be 
undernourishedΦ    ¢ƘŜǎŜ ŎƘƛƭŘǊŜƴΩǎ ƳƻǘƘŜǊǎ ǿŜǊŜ ƎƛǾŜƴ ƎǊŜŀǘŜǊ ǇǊƛƻǊƛǘȅ ōȅ /I±ǎ ŘǳǊƛƴƎ ǘƘŜ 
implementation of MCHN activities and special encouragement to participate in courtyard sessions, 
cooking/feeding sessions, and growth monitoring of their child (Wadud 2015).   Given that food rations 
were used as an incentive to participate in the other interventions, theǎŜ ŎƘƛƭŘǊŜƴΩǎ ƳƻǘƘŜǊǎ were also 
probably more likely to receive a food ration than mothers whose children were not undernourished.    
The IV method corrects for this type of reverse causality, where the treatment variable itself is 
influenced by the outcome. 

 
The basic regression model used to evaluate the impact of the SHOUHARDO II project ƻƴ ŎƘƛƭŘǊŜƴΩǎ long-
term nutritional status and other dependent variables is: 

 
Ὄὃὤ ɾὝ  ɼὢ ‐ȟ Ὥ ρȟȣȟÎ, 

where Ti ƛǎ ŀ ŘǳƳƳȅ ǾŀǊƛŀōƭŜ Ŝǉǳŀƭ ǘƻ м ƛŦ ǘƘŜ ƘƻǳǎŜƘƻƭŘ ǇŀǊǘƛŎƛǇŀǘŜŘ ƛƴ ǘƘŜ ǇǊƻƧŜŎǘΣ ʴ is the treatment 
effect, and the Xi are child, mother and household characteristics believed to influence outcomes.  The 
ǘŜǊƳ ʶi is the unobserved error term.  If the decision to participate, T, is correlated with the error term, 
Ordinary Least Squares (OLS) regression will yield biased estimates of project impact.  Two-stage least 
squares (2SLS) is used to correct for this bias.  In the first stage, a set of instruments, Z, along with the 
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child, mother and household characteristics, X, are used to predict the treatment status of each 
household: 

Ὕ  ɿὤ  ɼὢ –Ȣ 

In the second stage, the predicted value of T is used to estimate project impact: 
 

Ὄὃὤ ɾὝ
 
 ɻὢ ‘ȟ Ὥ ρȟȣȟÎȢ 

¢ƘŜ ǘŜǊƳ ʴ ƳŜŀǎǳǊŜǎ ǇǊƻƧŜŎǘ ƛƳǇŀŎǘΦ  The child, mother and household characteristics used as 
independent variables in the IV regression analysis (the Xi) are listed in Box 2.   These variables are the 
typical observables found in reduced-form analyses of child undernutrition (e.g., Smith et al. 2003). 
 
 
  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Box 2.  Child, mother and household characteristics used as independent variables 

for Instrumental Variables/OLS regressions  

Child characteristics  

¶  Age in months, age-squared  

¶  Whether child is a girl  
Mother characteristics  

¶  aƻǘƘŜǊΩǎ ŀƎŜ 

¶  aƻǘƘŜǊΩǎ ŜŘǳŎŀǘƛƻƴ ƭŜǾŜƭ ŀκ 
    None 
    Primary  
    Secondary  

Household characteristics 

¶  Age of household head 

¶  Whether household is headed by a female 

¶  Education of household head a/ 
     None 
     Primary  
     Secondary  

¶  Occupation of household head: 
      Farming 

      Agricultural laborer 

    Non-agricultural laborer 
    Salaried employment 
    Self employment 
    Unpaid household work 
    Other 

¶  Household size 

¶  Household age-sex composition 
    Percent females 0-16,  16-30, and 30+ 
    Percent males 0-16,  16-30, and 30+ 

¶  Well-being category at baseline 
    Extreme poor 
    Poor 
    Middle 
    Middle-rich 
    Rich  

¶  Region of residence  
    Coast 
    Haor 
    Mid Char 
    North Char 

a/ For models with a child or mother-ƭŜǾŜƭ ŘŜǇŜƴŘŜƴǘ ǾŀǊƛŀōƭŜΣ ƳƻǘƘŜǊΩǎ ŜŘǳŎŀǘƛƻƴ ƛǎ ŜƳǇƭƻȅed.  For models with 

household-level dependent variables, the education of the household head is employed. 
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With respect to the instrumental variables employed (the Zi), a valid instrument must satisfy two 
conditions.  First, ǘƘŜ άǊŜƭŜǾŀƴŎŜέ ŎƻƴŘƛǘƛƻƴ ǎǇŜŎƛŦƛŜǎ ǘƘŀǘ ǘƘŜ ƛƴǎǘǊǳƳŜƴǘ must be sufficiently correlated 
with participation in the intervention.  Second, ǘƘŜ άƻǾŜǊƛŘŜƴǘƛŦƛŎŀǘƛƻƴέ ŎƻƴŘƛǘƛƻƴ ǎǇŜŎƛŦƛŜǎ ǘƘŀǘ ǘƘŜ 
instrument must only be correlated with the outcome of interest through T.  That is, it must only affect 
the outcome through its effect on participation in the project and not through any other means (Bazzi 
and Clemens 2013; Baum, Schaffer and Stillman 2007). 

 
The random allocation of villages into PM2A and MCHN/PEP groups discussed in Section 2.1.2 is an 
exogenous allocation mechanism underlying the planned treatment status of households that satisfies 
both conditions.  As will be seen, planned treatment status has a strong correlation with actual 
participation and, for most of the dependent variables of this study, has no influence on outcomes 
except through influencing participation.   Linnemayr and Alderman (2011) successfully used such 
planned treatment status as an instrument for actual treatment status in the case of an impact 
evaluation where significant deviation from the (randomized) planned treatment status occurred (see 
also Ten Have et al. 2008).  As shown in Table 3, deviation from planned treatment status also occurred 
in the case of SHOUHARDO II. A substantial proportion of non-eligible households in MCHN/PEP villages 
participated in project interventions (35 percent of these households), and non-eligible households in 
taн! ǾƛƭƭŀƎŜǎ ǇŀǊǘƛŎƛǇŀǘŜŘ ƛƴ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘΣ ƭƛǾŜƭƛƘƻƻŘǎ ǇǊƻƳƻǘƛƻƴ ŀƴŘ ǿŀǘŜǊ ŀƴŘ ǎŀƴƛǘŀǘƛƻƴ 
interventions.  
 

Table 3: Planned versus actual treatment status, by type of intervention 
  (Percent of households participating in interventions) 

       

  
RCT intervention arm 1: 

MCHN/PEP   
RCT intervention arm 2: 

PM2A 

  PEP   Non-PEP   PEP   Non-PEP 

  Eligible Actual   Eligible Actual   Eligible Actual   Eligible Actual 

MCHN 
                  Any MCHN intervention 100 87.7 

 

0 30.9 
 

100 90.4 
 

100 84.1 

       Received a food ration 100 75.1 
 

0 6.5 
 

100 79.1 
 

100 73.8 

Women's empowerment 100 17.5 
 

0 2.5 
 

100 19.4 
 

0 7.9 

Livelihoods promotion  100 86.3 
 

0 7.8 
 

100 85.4 
 

0 6.2 

Water and sanitation 100 21.6 
 

0 6.8 
 

100 25.3 
 

0 19.4 

    
 

  
      Any SHOUHARDO II intervention 100 94.6   0 35.0   100 95.4     85.7 

Note:  Highlighted areas of table represent deviations from planned treatment. 

       
In some cases the actual instrument employed here for IV testing and estimation is planned treatment 
status, while in others it is the PM2A status of the village of residence.  These instruments are 
complemented by several others (specified in the IV results section below), as the use of multiple 
instruments is required for testing the overidentification condition.   

 
While the main instruments employed are arguably correlated with participation and theoretically 
exogenous, statistical tests of the relevance and overidentification conditions are undertaken for formal 
verification.   With regard to instrument relevance, a test of whether the instruments are strong enough 
to remove a substantial portion of the OLS bias if it exists is undertaken.  The Kleibergen-Paap rk Wald 
first-stage F statistic is reported and compared to critical values developed by Stock and Yogo (2005) for 
weak-instruments hypothesis tests.  The null hypothesis that the maximum bias in the coefficient 
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estimate for each potentially endogenous variable is greater than 5, 10 or 20 percent of the OLS bias is 
assessed.  This test identifies cases of weak instruments, which can arise even when the correlations 
between the endogenous regressors and instruments are significant at conventional levels (5% and 1%).  
Next, IŀƴǎŜƴΩǎ W ǘŜǎǘ ŦƻǊ ƻǾŜǊƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ ŀƭƭ instruments, which is robust to heteroskedasticity and 
within-group correlation, is conducted.  If the J-statistic p-value is <0.1, the instruments are considered 
to not be valid.   

 
Given relevant and valid instruments, the test for endogeneity employed and implementation of 2SLS is 
undertaken using the STATA command xtivreg2 developed by Schaffer (2010).    Where testing indicates 
that the treatment variable is not endogenous, OLS is used for estimation rather than 2SLS.   

 

 5.3  Propensity score matching  
 

The IV analysis can only be undertaken for participation in the SHOUHARDO II project as a whole and not 
for its individual interventions.6  Yet knowledge of the impacts of individual interventions is needed to 
understand how the SHOUHARDO II project brought about a reduction in stunting if it in fact did.  Was 
ǘƘŜ ǊŜŘǳŎǘƛƻƴ ŘǳŜ ǎƻƭŜƭȅ ǘƻ ǘƘŜ a/Ib άŘƛǊŜŎǘ ƴǳǘǊƛǘƛƻƴέ ƛƴǘŜǊǾŜƴǘƛƻƴǎΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ ƳƻƴǘƘƭȅ 
distributions of food aid, or did the interventions that addressed deeper causes and were likely to set in 
motion sustainable impacts contribute as well?   

  
Using the endline survey data, this question is investigated using PSM to create comparable-on-
observables control groups for each intervention from among households that did not participate in 
them to serve as the counterfactual.   The impact of interventions is estimated using the difference in 
HAZ (and its determinants) between the control group and intervention group.    To isolate the 
independent impact of each intervention, the fact that there may be differences in participation in the 
other project interventions across the participant and control groups is accounted for in the analysis.  
Note that for MCHN, ǘƘŜ ŀƴŀƭȅǎƛǎ ǊŜƭƛŜǎ ƻƴ ǘƘŜ άŦǳƭƭ ǇŀǊǘƛŎƛǇŀǘƛƻƴέ ǾŀǊƛŀōƭŜΣ ŘŜŦƛƴŜŘ ŀǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛn all 
four MCHN interventions. Doing so allows construction of an adequately-sized control group. 
 
The matching process in PSM takes place using measured indicators of characteristics that are believed 
to influence participation in an intervention as well as those influencing the outcome of interest.  If 
these observed characteristics are the only ones influencing participation, the estimates are deemed 
ǳƴōƛŀǎŜŘ ŀƴŘ ǘƘŜ ƛƳǇƻǊǘŀƴǘ άŎƻƴŘƛǘƛƻƴŀƭ ƛƴŘŜǇŜƴŘŜƴŎŜέ ŎƻƴŘƛǘƛƻƴ ƛǎ ƳŜǘΦ However, if unobserved 
characteristics also influence participation, then the estimates will be biased (Khandker, et al., 2010).  
The challenge then, is to collect data on the entire universe of such characteristics so that none can be 
deemed unobserved. 
 
In addition to planned participation established at baseline (see Section 4.2), hƻǳǎŜƘƻƭŘǎΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴ 
in SHOUHARDO II interventions was influenced by two broad factors:  (1) targeting conducted by project 
ŀŘƳƛƴƛǎǘǊŀǘƻǊǎΤ ŀƴŘ όнύ ƘƻǳǎŜƘƻƭŘǎΩ ŀƴŘ ƛƴŘƛǾƛŘǳŀƭǎΩ ƻǿƴ ŘŜŎƛǎƛƻƴǎ ƻƴ ǿƘŜǘƘŜǊ ǘƻ participate.    As part 
of the SHOUHARDO II endline survey, data were collected for many of the determinants of participation 
and outcomes typically employed in conventional PSM impact analyses.  These are the same variables 
used in the IV analysis (listed in Box 1).   

                                                           
6
 This is because the participation decision for individual interventions, as we will see in this report, was highly dependent on 

participation in other interventions.  It is not possible to address the endogeneity of multiple treatment variables 
simultaneously in the context of this research project. 
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Others factors affecting participation are not typically measured, and are thus relegated to the 
άǳƴobservableǎέ ŎŀǘŜƎƻǊȅΦ  CƻǊ ǘƘŜ {Ih¦I!w5h LL ǇǊƻƧŜŎǘ ǘƘŜǎŜ were identified to be the following:   
aspirations and confidence to adapt, ǇŜƻǇƭŜǎΩ time constraints, social capital, wƻƳŜƴΩǎ Řecision making 
power in their households, personal familiarity with project staff, and household shock exposure.   To 
ŎŀǇǘǳǊŜ ǘƘŜǎŜ ŦŀŎǘƻǊǎ ŀƴŘ ǘƘǳǎ ǊŜƴŘŜǊ ǘƘŜƳ άƻōǎŜǊǾŀōƭŜǎέΣ ŀ ƳƻŘǳƭŜ ƻƴ factors affecting participation in 
the project was added to the endline questionnaire so that they could be explicitly included in the PSM 
analysis.  Also important for a valid assessment of impact using PSM is that the characteristics affecting 
participation used for matching not be affected by project activities themselves.  Given that panel data 
were not collected (that is, the baseline and endline surveys were not administered to the same 
households), retrospective recall was used to collect data on the characteristics that may have been 
affected by the project.  That is, households were asked to answer questions regarding their current 
situation and then give information that allows estimation of the values of the variables as they were 
before the inception of the project (ǎǇŜŎƛŦƛŎŀƭƭȅΣ ƛƴ нллф ƻǊ άŦƛǾŜ ȅŜŀǊǎ ŀƎƻέύ.   
 
SƛƴŎŜ ŜŀŎƘ ƘƻǳǎŜƘƻƭŘǎΩ έǿŜƭƭ-ōŜƛƴƎ ŎŀǘŜƎƻǊȅέ όŜȄǘǊŜƳŜ ǇƻƻǊΣ ǇƻƻǊΣ ƳƛŘŘƭŜΣ ƳƛŘŘƭŜ-rich, and rich) was 
assigned before the baseline survey was administered, retrospective data are not needed for measuring 
initial socio-economic status.   The variables used for matching are listed in Box 3 and described in detail 
in Appendix 2. 
 
 
  

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Box 3. PSM:  Child, mother, household and village characteristics used for matching 

Child and mother characteristics and household socio-demographic characteristics:  
See Box 2 
 

Other Household characteristics  

¶ Current shock exposure/relative shock exposure in 2009 

¶ Bonding social capital/relative bonding social capital in 2009 

¶ Exposure to alternatives (outside of village) 

¶ Absence of fatalism 

¶ Number of SHOUHARDO II project staff known in 2009 

¶ Leisure time in 2009 

¶ ²ƻƳŜƴΩǎ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ǎŎƻǊŜ ƛƴ нллф 

¶ Participation in other interventions (than the one being evaluated)  

¶ Receipt of a food ration from another project 
Village characteristics  

¶ Classified as extremely vulnerable at baseline 

¶ Total number of households 

¶ Whether CARE is implementing NGO 

¶ Whether nearest town is greater than one walking hour away  

¶ PM2A village 
Baseline district mean child nutritional status 

¶ Mean height-for-age z-score 
¶ Mean weight-for-height z-score 
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For any intervention, PSM estimates of impact are generated in three steps. The first is to estimate a 
probit participation model using data on both participants and non-participants to compute a 
ǇǊƻōŀōƛƭƛǘȅ ƻŦ ǇŀǊǘƛŎƛǇŀǘƛƻƴΣ ƻǊ άǇǊƻǇŜƴǎƛǘȅ ǎŎƻǊŜέΣ ŦƻǊ ŜŀŎƘ ƘƻǳǎŜƘƻƭŘ ŎƻƴŘƛǘƛƻƴŀƭ ƻƴ ǘƘŜ ƻōǎŜǊǾŜŘ 
characteristics. In the second step, participant households are matched with non-participant households 
based on similarity of propensity scores. !ƴ ƛƳǇƻǊǘŀƴǘ ŎƻƴŘƛǘƛƻƴ ŦƻǊ ǘƘŜ ǎǳŎŎŜǎǎ ƻŦ ǘƘƛǎ ǎǘŜǇ ƛǎ άŎƻƳƳƻƴ 
ǎǳǇǇƻǊǘέΦ Participant households must be similar enough to non-participant households in the observed 
characteristics so that there are sufficient non-participant households close by in the propensity score 
distribution with which to make matches (Khandker, et al., 2010).  Participant propensity scores that are 
higher than the maximum or lower than the minimum of the non-participant distribution are dropped.  
In the third step of PSM, the average value of the outcome variable of the matched participant and non-
participant groups of households are compared to calculate an estimate of the impact of the 
ƛƴǘŜǊǾŜƴǘƛƻƴΣ ƻǊ ǘƘŜ άŀǾŜǊŀƎŜ ǘǊŜŀǘƳŜƴǘ ŜŦŦŜŎǘ ƻƴ ǘƘŜ ǘǊŜŀǘŜŘέ ό!¢¢ύΦ  

 
Of the many techniques available, PSM is conducted here using kernel matching, for which each treated 
household is matched to a group of non-treated households with propensity scores within a certain 
radius.7 The control group outcome is computed as a weighted average, with a lower weight given the 
greater is the propensity score difference from the treated household. The analysis is conducted using 
PSMATCH2 in STATA along with PSTEST to test for matching effectiveness (Leuven & Sianesi, 2003). 
Matching effectiveness is evaluated by conducting t-tests for equality in the mean values of the 
characteristics on which matching is based across the participant and matched non-participant groups of 
households. An overall summary measure is given by the p-value from a likelihood ratio test for the joint 
insignificance of the characteristics after matching (that is, using the matched sample only). If the 
characteristics are no longer jointly significant (p>0.10), then matching has succeeded.  

 

  

                                                           
7
 The radius depends on the bandwidth of the kernel. After finding that variations between 0.01 and 0.10 make little difference 

to the ATT estimates, a bandwidth of 0.05 is used for all estimates. 
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6.  Results:  Descriptive evidence of project impacts  
 

6.1  Trends in stunting among project households  compared to 

 nationally  
 
Table 4 (also illustrated in Figure 3), reports the change in the prevalence of stunting between the 
SHOUHARDO II baseline and endline surveys.    The prevalences for both under-fives and under-twos 
dropped by 12.9 percentage points.  Because the under-two prevalence was lower at baseline than that 
for under-fives, the percentage change in stunting for under twos was somewhat higher.  Note that in 
both age groups the prevalence was far higher for boys than for girls at baseline.  However, the drop 
over the four years was also comparatively greater for boys, and thus the gap between boys and girls 
was narrowed considerably by baseline.   

 

Table 4: Change in the prevalence of stunting between the SHOUHARDO II 

  
Baseline 

(December 2010) 
Endline 

(December 2014) 
Difference 

Percent 
difference 

Under fives (6-59 m) 
           All 61.7 48.8 -12.9 -20.9 

       Girls 56.5 47.8 -8.7 -15.4 

       Boys 66.1 49.7 -16.4 -24.8 

Under twos (6-23 m) 
   

        All 55.8 42.9 -12.9 -23.1 

       Girls 50.4 41.2 -9.2 -18.3 

       Boys 61.0 45.0 -16.0 -26.2 

 

 

Figure 3: Change in the prevalence of stunting between the SHOUHARDO II 
baseline and endline surveys 
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A comparison of the change in the prevalence of stunting for under-fives among {Ih¦I!w5h LLΩǎ 
participant population with trends in rural Bangladesh is given in Figure 4.  Although less than that of the 
SHOUHARDO I project,8 compared to the national trend, the SHOUHARDO II population saw a rapid 
reduction over the period.  The average annual decline was 3.2 percentage points while the trend in 
rural Bangladesh whole was 0.6 percentage-points per year.   This comparative evidence rules out the 
possibility that the decline in stunting seen among the SHOUHARDO II project population was brought 
about by positive forces emanating from wider favorable economic,  climatic or policy-related trends in 
the country. 

 

Figure 4: Change in stunting prevalence among children under five:  SHOUHARDO I and  II 
 

 
 

        

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         Sources: SHOUHARDO I data:  Smith et al. (2012).  SHOUHARDO II data:  TANGO, International (2015).   
National (rural) prevalences:  NIPORT et al. (2005, 2009, 2013) and Shahin et al.(2014). 
 

         
  

                                                           
8
 The total reduction for the SHOUHARDO I project was of 15.7 percentage points over 3.5 years, or 4.5 percentage points per 

year. 
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6.2  Shift  in the age trajectory of stunting among project households  
 
Following the typical pattern for children from poor households in developing countries, in 

Bangladesh there is normally a steep increase in stunting as children age over the six month to 2 year-
old range. This increase is associated with poor weaning practices and exposure to infectious disease. 
Continued high prevalences for older age groups are due to the initial growth failure at younger ages as 
well as poor household food access (Beaton et al. 1990).   The SHOUHARDO II baseline data exhibit this 
pattern, as can be seen in Figure 5. 

 
 

Figure 5: Age trajectory of stunting among 0-59  month olds in project area at baseline 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 Source:  SHOUHARDO II baseline survey. 

 
Table 5 shows the pattern for Bangladeshi children in 2011, giving stunting prevalences for the 

age cohort of interest, the group of children who were 6-18 months old at the time of the baseline and 
48-60 by the time of the endline.  The prevalence was 30.5 among 6-18 month olds, rising to 41.9 for 48-
60 month olds.  By contrast, there was no increase in stunting prevalence among the children that had 
been exposed to SHOUHARDO II project interventions (the change was -0.6 percentage points).   This 
finding is even more notable given that not all children in the 6-18 month group at baseline were 
ŜȄǇƻǎŜŘ ǘƻ ǘƘŜ ǇǊƻƧŜŎǘΩǎ a/Ib ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻǊ ǘƘŜ Ŧǳƭƭ му ƳƻƴǘƘ ŜƭƛƎƛōƛƭƛǘȅ ǇŜǊƛƻŘ ό6-24 months), 
simply because they were not in the eligible age range for that long. For example, the 18 month olds 
were only exposed to project interventions for six months.  
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Table 5: Age trajectory of stunting among 0-5 year olds: Comparison of SHOUHARDO II participant 
children with Bangladeshi children 

  

Stunting among 
6-18 month olds 

Stunting among       
48-60 month olds 

Increase 
(percentage 

points) 

 Bangladeshi children (2011) 30.5 41.9 11.4 

 Project participant children 49.3 48.7 -0.6 

   (baseline) (endline)   

 Source:  Data for Bangladeshi children are from NIPORT et al. (2013). 

 
We can deduce from this evidence that something happened to the children living in project 

households that prevented many of them from becoming stunted as they aged, an indication that the 
ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ Ǉƭŀǳǎƛōƭȅ ƭŜŘ ǘƻ ŀ ǊŜŘǳŎǘƛƻƴ ƛƴ ǎǘǳƴǘƛƴƎΦ  

 

6.3  Difference -in -difference analysis  

 
As noted in Section 2.1, the SHOUHARDO II project was designed such that all households in project 
villages randomly assigned to the PM2A programming approach were eligible to participate in project 
interventions.  By contrast, in MCHN/PEP villages, only the PEP were eligible to participate, leaving a 
group of non-eligible surveyed households that can serve as a control group for intent-to-treat 
comparison purposes.   The group is non-PEP households in MCHN/PEP villages.  As mentioned, this 
design was adhered to for the most part.   We can thus compare the change over time between baseline 
and endline for the evaluation outcome indicators listed in Box 1 across the two groups while taking into 
account the baseline differences between them.  Doing so allows us to gain some insight into whether 
the SHOUHARDO II ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƘŜƳǎŜƭǾŜǎ ƭŜŘ ǘƻ ŀƴȅ ŎƘŀƴƎŜǎ ƛƴ ǘƘŜ ƻǳǘŎomes.  This 
difference-in-difference analysis is presented in Table 6.  Statistically significant differences between the 
baseline and endline at the 5% or lower level are indicated with a star (*). 
 
Note first that, as would be expected given its higher economic status as a group, the non-eligible group 
started out at baseline with more favorable outcomes than the participant group.   The only exceptions 
are for two indicators:  safe disposal of feces and the percent of children 6-23 months with minimum 
meal frequency.  By contrast, by the time of the endline survey, the eligible group was doing better than 
the non-eligible group for 16 of the 24 indicators despite starting out poorer than them. 
 
Lǘ ƛǎ ŀƭǎƻ ƛƳǇƻǊǘŀƴǘ ǘƻ ƴƻǘŜ ǘƘŀǘ ǿƘƛƭŜ ŜƭƛƎƛōƭŜ ƘƻǳǎŜƘƻƭŘǎΩ ŀŎǘǳŀƭ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ǊŀǘŜΣ ŀǘ фп ǇŜǊŎŜƴǘΣ ǿŀǎ 
quite high compared to non-eligible households, the participation rate for the latter was not negligible.  
Thirty-five percent of non-eligible households participated in the project.    This means that we can 
expect to see some improvement for these groups associated with the proƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƛŦ ǘƘŜ 
interventions are having a positive impact overall.    It is also possible and likely that these households 
experienced the positive benefits of the project through spillover effects (see Section 5.2). 
 
For almost every indicator, the absolute change over time was more favorable for eligible households 
than non-eligible households.   That is, in the case of indicators for which an increase indicates better 
well-being, the increase was greater for eligible households.   In the case of indicators for which a 
decrease indicates better well-being, the decrease was greater for eligible households.  The indicators 
that improved the most for eligible versus non-eligible households are: 
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¶ The percent of mothers who received Vitamin A within six weeks of delivery; 

¶ The percent of children 6-23 months who received Vitamin A in the last six months; and 

¶ The percent of children 6-23 months with minimum dietary diversity. 
There are two exceptions to these more favorable trends for eligible households:  The percent of 
children with minimum meal frequency increased slightly more for non-eligible households, and the 
decline in the prevalence of diarrhea was greater for non-eligible households.  
 
Table 6: Difference-in-difference analysis:  Changes in child undernutrition and its determinants from 
baseline to endline for eligible versus non-eligible households 

  
Eligible households   

Non-eligible households 
(Comparison group) 

 

Difference 
in 

difference 

  

Baseline Endline Change   Baseline Endline Change 

 

Household food security                  

   Number of months of adequate food 6.3 11.1 4.8 *  8.6 11.4 2.8 *  2.0 

   Household dietary diversity 4.8 9.0 4.2 *  6.1 8.7 2.6 *  1.6 

   Household hunger score  2.00 0.33 -1.67 *  0.85 0.27 -0.58 *  -1.1 

Caring practices for mothers during pregnancy (%) 
 

  

   
   

    Antenatal care during pregnancy 48.0 86.7 38.7 *  60.8 80.6 19.8 *  18.9 

   Antenatal care in a medical facility 33.6 64.1 30.5 *  49.0 65.9 16.9 *  13.6 

   More food during pregnancy 13.1 58.5 45.4 *  18.1 51.6 33.5 *  11.9 

   More rest during pregnancy 23.6 66.2 42.6 *  27.0 57.3 30.3 *  12.3 

   Vitamin A 6 weeks from delivery 34.6 83.4 48.8 *  41.1 64.8 23.7 *  25.1 

   Iron/folic acid during pregnancy 45.4 86.6 41.2 *  49.3 74.4 25.1 *  16.1 

Caring practices for children 

  
  

   

     

  Hand washing at five critical times (%) 9.5 31.9 22.4 *  10.3 22.2 11.9 *  10.5 

   Safe disposal of feces (0-35m) (%) 47.2 69.3 22.1 *  46.5 60.7 14.2 *  7.9 

   No. of vaccinations received (0-23m) 5.8 7.0 1.2 *  6.4 6.9 0.5 *  0.7 

   Vitamin A capsule last 6m (6-23m) (%) 58.1 85.5 27.4 *  62.4 64.8 2.4  25.0 

   Child receiving Monomix (6-23m) (%) 2.4 31.7 29.3 *  2.6 14.4 11.8 *  17.5 

Household health environment 
  

  

   
     

   Access to safe water (%) 58.0 76.1 18.1 *  62.9 68.3 5.4  12.7 

   Access to improved toilet facility (%) 20.8 52.9 32.1 *  40.5 59.6 19.1 *  13.0 

Mother's and children's food consumption (6-23m) 

 
  

   

     

   Mother's dietary diversity 4.6 8.4 3.8 *  5.7 7.85 2.2 *  1.7 

   Child: minimum dietary diversity (%) 13.9 59.9 46.0 *  21.9 44.2 22.3 *  23.7 

   Child: minimum meal frequency (%) 47.4 63.2 15.8 *  36.1 52.3 16.2 *  -0.4 

   Child: minimum acceptable diet (%) 9.7 46.4 36.7 *  12.3 35.3 23.0 *  13.7 

Children's health (%) 

  
  

   

     

   Diarrhea in last two weeks (0-59m) 12.6 5.5 -7.1 *  17.4 6.1 -11.3 *  4.2 

Mother's nutritional status  
 

  

   
     

   Mother's Body Mass Index 19.5 20.4 0.9 *  20.0 21.4 1.4 *  -0.5 

Child stunting (%) 
  

  

   
     

   Under fives 61.7 48.8 -12.9 *  52.0 44.8 -7.2  -5.7 

   Under twos 55.8 42.9 -12.9 *  46.5 43.1 -3.4  -9.5 

Notes: Stars represent statistical significance of the difference at the 5% or lower level.  
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The prevalence of stunting, our main indicator of interest, for children under five of eligible households 
declined by 12.9 percentage points, while that for children under five of ineligible households declined 
by only 7.2 percentage points.  This yields a difference-in-difference of -5.7 .  That for under-twos is even 
greater, at -9.5.   These difference-in-difference results, along with those associated with the outcome 
variables that are determinants of stunting, are evidence that the SHOUHARDO II project interventions 
caused reductions in stunting among project participants.  Because of the lack of a true randomized 
control group for this comparison, it is not possible to estimate the actual amount of the stunting 
reduction that was brought about.  However, given the high participation in some project interventions 
by ineligible households and spillover effects, we can safely say that the difference-in-difference 
estimates are lower bounds on the amount of the stunting reduction caused by the project. 

7.  Results:  Instrume ntal Variables evidence of project   impacts  
 
IV estimates of the impact of participation in SHOUHARDO II on height-for-age z-scores of children 
under five and under two are reported in Table 7.  The instruments employed are:  a dummy variable 
representing the planned treatment status of households and a dummy variable indicating whether or 
not the household is more than a one-hour walk to the nearest town, which was collected at the 
household level.  Note that the instruments for all regressions reported in this section are listed in 
Appendix 3 and described in Appendix 2.   The regressions in Table 7 satisfy the relevance condition (see 
Kleinbergen-Paap Walk F-statistic) and pass the overidentification test (chi-sq p-value>0.1), indicating 
they are valid for this analysis.  The endogeneity test further indicates that participation is indeed 
endogenous (chi-sq p-value<0.1), and that 2SLS is thus the appropriate estimation technique.   
 
The 2SLS regression coefficient for the specification using HAZ of under-fives as the dependent variable 
is 0.49 z-scores; that for under-twos is 0.71, 26 percent higher.9  Both are statistically significant at the 
5% level and provide further evidence that the project had a positive and substantial impact on HAZ for 
both age groups. 
    
Figure 6 illustrates the results and shows those for boys and girls.   The girl-boy difference is particularly 
stark for under-twos and indicates that the project had a much greateǊ ƛƳǇŀŎǘ ƻƴ ōƻȅǎΩ ƭƻƴƎ-term 
nutritional status than girls, explaining ǿƘȅ ǘƘŜ ŘŜŎƭƛƴŜ ƛƴ ǎǘǳƴǘƛƴƎ ǇǊŜǾŀƭŜƴŎŜ ƻǾŜǊ ǘƘŜ ǇǊƻƧŜŎǘΩǎ 
operational period was so much higher for boys (see Table 4).   
 
  

                                                           
9
 For reference, the total increase in HAZ between the baseline and endline surveys was 0.41 z-scores for under-fives and 0.42 

z-scores for under-twos. 



34 
 

Table 7: Instrumental variables estimates of the impact of participation in the SHOUHARDO II 
project on children's height-for-age z-scores 

  

Under fives 
(6-59 months) 

  

Under twos 
(6-23 months) 

  
 

  

Coefficient 
(2SLS) 

z-
statistic 

  
Coefficient 

(2SLS) 
z-

statistic 
  

 
Participation in SHOUHARDO II 0.488 2.37 **  0.706 2.20 **  

 Child's age -0.055 -5.55 ***  -0.133 -1.93 *  

 Child's age-squared 0.001 4.22 ***  0.003 1.11 

  Girl child 0.094 1.31 

 
0.305 2.24 **  

 Mother's age 0.015 2.44 **  -0.002 -0.18 

  Mother's education: None a/ 
             Primary 0.090 1.18 

 
0.074 0.57 

        Secondary 0.247 2.73 ***  0.347 2.51 **  

 Age of household head 0.001 0.27 

 
0.003 0.56 

  Female household head -0.117 -0.71 

 
-0.096 -0.38 

  Occupation of head:  Farming a/ 
             Agricultural laborer 0.087 0.91 

 
-0.013 -0.08 

        Non-agricultural laborer 0.118 1.03 

 
0.337 1.37 

        Salaried employment 0.096 0.68 

 
0.005 0.02 

        Self employment 0.032 0.33 

 
0.040 0.29 

        Unpaid household work 0.311 1.62 

 
0.375 1.34 

        Other 0.092 0.84 

 
0.159 0.87 

  Household size 0.002 0.09 

 
0.018 0.56 

  Age-sex composition:  % females 0-16 a/  
             Percent females 16-30 0.010 2.31 **  0.006 0.66 

        Percent females 30+ 0.002 0.40 

 
-0.007 -0.99 

        Percent males 0-16  0.005 2.25 **  0.007 1.72 *  

       Percent males 16-30 0.006 1.96 **  0.005 0.78 

        Percent males 30+ 0.007 1.63 

 
-0.003 -0.37 

  Well-being category: Extreme poor a/ 
             Poor -0.057 -0.56 

 
-0.212 -1.07 

        Lower middle 0.344 2.36 **  0.323 1.33 

        Middle 0.309 1.96 *  0.127 0.46 

        Rich 0.425 2.37 **  0.239 0.79 

  Region:  Coast a/ 
             Haor -0.441 -5.16 ***  -0.505 -3.64 ***  

       Mid Char 0.008 0.09 

 
-0.065 -0.41 

        North Char 0.068 0.70 
 

-0.066 -0.38 

  
Number of observations 

 

            
2,475  

  

         
871  

  Weak instrument test 

           Kleibergen-Paap rk Wald F-stat 

 
110.3 

  
43.5 

      Maximal IV relative bias 

 
b/ 

  
b/ 

  Overidentification test (chi-sq p-value) 

 
0.899 

  
0.317 

  Endogeneity test (chi-sq p-value)   0.016     0.021   

 a/  Reference category.    b/  Maximal IV relative bias statistics not reported by STATA because the estimation is not sufficiently 
overidentified, rendering the test not well defined (Shaeffer 2012). 
Notes:  z-statistics are robust to heteroskedasticity and clustering by village.  Stars represent statistical significance  
at the 10%(*), 5%(**) and 1%(***) levels. 
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Figure 6: Instrumental variables estimates of the impact of participation in the SHOUHARDO II 
project on children's height-for-age z-scores (HAZ) 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

  
 
Turning to the determinants of stunting, Table 8 reports the regression results for the measures of 
household food security.  They indicate that the SIh¦I!w5h LL ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǎŜǊǾŜŘ ǘƻ 
increase the number of months in which households had adequate food, to increase the diversity of 
ƘƻǳǎŜƘƻƭŘǎΩ ŘƛŜǘǎΣ an indicator of dietary quality, and to reduce household hunger.   Note that the 
regressions for household-level variables employ the education of the household head as a dependent 
variable while those for child and mother ςƭŜǾŜƭ ǾŀǊƛŀōƭŜǎ ŜƳǇƭƻȅ ƳƻǘƘŜǊΩǎ ŜŘǳŎŀǘƛƻƴΦ 
 
Table 9 reports results for the remaining determinants of stunting. In this table the dependent variables 
are listed in the far-left column, and the coefficient estimates are only reported for the impact of 
participation in the project.  The next column to the right gives the estimation technique employed, 
which depends on the endogeneity test statistic.   The relevance, overidentification, and endogeneity 
test statistics are given in the four far-right columns. 
 
!ƳƻƴƎ ǘƘŜ ǳƴŘŜǊƭȅƛƴƎ ŘŜǘŜǊƳƛƴŀƴǘǎΣ ƛƴ ŀŘŘƛǘƛƻƴ ǘƻ ŦƻƻŘ ǎŜŎǳǊƛǘȅΣ ǘƘŜ ǊŜǎǳƭǘǎ ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜ ǇǊƻƧŜŎǘΩǎ 
interventions led to improvements in the quality of caring practices for mothers and children and in 
household health environments.   With regard to caring practices for mothers during pregnancy, they 
led to increases in antenatal care, increased the likelihood that mother will receive more food and rest 
during pregnancy, and increased Vitamin A and iron/folic acid supplementation among pregnant 
mothers.  With regard to caring practices for children, they increased the use of hygiene practices by 
mothers and vitamin supplementation for children.  The estimates suggest that they did not, however, 
serve to increase the number of vaccinations received by children.  Finally, the results indicate that the 
increases in access to safe water among project households (see Table 6) were brought about by the 
ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ 

0.488 

0.562 

0.484 

0.706 

0.562 

0.934 

0 

0.1 

0.2 

0.3 

0.4 

0.5 

0.6 

0.7 

0.8 

0.9 

1 

All Girls Boys All Girls Boys 

Under-fives 
(6-59m) 

Under-twos 
(6-23m) 

H

A

Z

 



36 
 

 
 

Table 8: Instrumental variables estimates of the impact of participation in the SHOUHARDO II project  on 
household food security 

  

Months of adequate 
food provisioning 

  

Household dietary 
diversity score 

  
Hunger score 

  

  

Coefficient 
(2SLS) 

z-
statistic 

  
Coefficient 

(2SLS) 
z-

statistic 
  

Coefficient 
(2SLS) 

z-
statistic   

Participation in SHOUHARDO II 1.175 3.06 ***  9.365 5.29 ***  -0.444 -2.06 **  

Age of household head 0.004 1.68 *  -0.007 -0.84 

 
-0.003 -1.8 *  

Female household head -0.294 -1.63 

 
-0.411 -1.04 

 
0.331 1.88 *  

Education of household head: None a/ 
               Primary 0.027 0.41 

 
0.780 4.44 ***  -0.018 -0.51 

       Secondary 0.214 2.96 ***  0.869 3.36 ***  -0.050 -1.1 

 Occupation of head:  Farming a/ 
               Agricultural laborer -0.495 -5.54 ***  -0.566 -2.42 **  0.213 3.83 ***  

      Non-agricultural laborer -0.429 -3.59 ***  -0.277 -0.97 

 
0.173 2.64 ***  

      Salaried employment 0.126 1.30 

 
0.126 0.35 

 
-0.118 -2.7 ***  

      Self employment 0.045 0.62 

 
0.052 0.22 

 
0.033 0.63 

       Unpaid household work 0.275 1.44 

 
0.570 1.3 

 
-0.261 -1.46 

       Other -0.240 -2.21 **  -0.610 -2.31 **  0.130 2.62 ***  

Household size -0.041 -2.36 **  0.054 1.1 

 
0.010 1.05 

 Age-sex composition:  % females 0-16 a/  
               Percent females 16-30 0.010 3.02 ***  0.032 3.55 ***  -0.003 -1.25 

       Percent females 30+ 0.005 1.43 

 
0.029 2.93 ***  0.000 -0.08 

       Percent males 0-16  0.001 0.78 

 
0.005 1.08 

 
0.000 -0.41 

       Percent males 16-30 0.012 3.70 ***  0.034 3.25 ***  -0.003 -1.49 

       Percent males 30+ 0.010 2.59 ***  0.043 3.32 ***  -0.004 -1.75 *  
Well-being category: Extreme poor a/ 

               Poor 0.345 3.56 ***  -0.561 -2.25 **  -0.115 -1.89 *  

      Lower middle 0.795 5.21 ***  1.819 3.23 ***  -0.247 -2.7 ***  

      Middle 1.058 6.40 ***  2.828 4.25 ***  -0.393 -3.86 ***  
      Rich 1.338 6.80 ***  4.150 5.02 ***  -0.463 -3.95 ***  
Region:  Coast a/ 

               Haor 0.116 1.07 

 
-0.085 -0.24 

 
0.009 0.16 

       Mid Char -0.053 -0.40 
 

-0.900 -2.7 

 
0.028 0.43 

       North Char -0.079 -0.57 
 

-0.872 -2.15 **  0.127 1.87 *  

Number of observations 
 

      
2,844  

  

      
2,844  

  

      
2,844  

 Weak instrument test 
             Kleibergen-Paap rk Wald F-stat 
 

59.6 
  

15.7 
  

59.6 
     Maximal IV relative bias 

 
5% 

  
10% 

  
5% 

 Overidentification test (chi-sq p-value) 
 

0.335 
  

0.851 
  

0.463 
 Endogeneity test (chi-sq p-value)   0.001     0.000     0.016   

Notes:  z-statistics are robust to heteroskedasticity and clustering by village.  Stars represent statistical significance  
at the 10%(*), 5%(**) and 1%(***) levels. 

 
 



37 
 

Table 9: Instrumental variables/OLS estimates of the impact of participation in the SHOUHARDO II project on determinants of 
ŎƘƛƭŘǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ 

  

Estim- 
ation 

method  
Coeff- 
icient 

z-
statistic 

  

N 

Weak instrument test   
Overident- 
ification 

test 
(chi-sq p-

value) 

Endogen- 
eity 
test 

(chi-sq p-
value) 

    

Kleibergen-
Paap rk 
Wald F-

stat 

Maximal 
IV 

relative 
bias 

  

Household food security 
             Number of months of adequate food 2SLS 1.18 3.06 ***    2,844             59.6   5%  

 
0.335 0.001 

   Household dietary diversity 2SLS 9.37 5.29 ***    2,844             15.7   10%  
 

0.851 0.000 

   Household hunger score  2SLS -0.44 -2.06 **    2,844             59.6   5%  
 

0.463 0.016 

Caring practices for mothers during pregnancy 
            Antenatal care during pregnancy 2SLS 4.960 4.66 ***    2,840             61.6   5%  

 
0.311 0.000 

   Antenatal care in a medical facility OLS 0.092 3.37 ***    2,840             90.2   10%  
 

0.754 0.710 

   More food during pregnancy 2SLS 1.010 3.55 ***    2,829             24.9   10%  
 

0.325 0.001 

   More daytime rest during pregnancy 2SLS 0.608 4.33 ***    2,824             45.9   5%  
 

0.190 0.000 

   Vitamin A within 6 weeks of delivery OLS 0.307 4.71 ***    2,730           110.7   a/  
 

0.592 0.015 

   Iron/folic acid during pregnancy 2SLS 0.417 3.68 ***    2,831             32.3   5%  
 

0.161 0.013 

Caring practices for children 
 

            Hand washing at five critical times 2SLS 0.423 2.92 ***    2,844             59.8   5%  
 

0.129 0.004 

   Safe disposal of feces (0-35m) 2SLS 0.375 2.29 **    1,845             40.6   5%  
 

0.220 0.078 

   No. of vaccinations received (0-23m) OLS -0.008 -0.07 
 

      918             16.7   5%  
 

0.239 0.158 

   Vitamin A capsule last 6m (6-23m) OLS 0.156 3.47 ***        873             22.1   5%  
 

0.700 0.612 

   Child receiving multivitamin (6-23m) 2SLS 0.537 3.30 ***        871             21.4   5%  
 

0.512 0.002 

Household health environment 
 

            Access to safe water 2SLS 0.276 3.70 ***    2,844             92.4   5%  
 

0.584 0.000 

   Access to an improved toilet facility OLS -0.019 -0.69     2,844             91.4   5%    0.204 0.147 

Mother's and children's food consumption 

            Mother's dietary diversity 2SLS 7.950 4.24 ***    2,734             14.3   10%  

 
0.925 0.000 

   Minimum dietary diversity (6-23m) OLS 0.215 4.78 ***        845             20.0   5%  
 

0.140 0.649 

   Minimum meal frequency (6-23m) 2SLS 0.438 2.17 **        766             20.5   5%  

 
0.747 0.065 

   Minimum acceptable diet (6-23m) OLS 0.203 4.35 ***        740             19.0   5%  
 

0.338 0.317 

Mother's nutritional status and food consumption 
            Mother's Body Mass Index IV set 1 2SLS 1.870 1.75 *    2,522             39.0   5%  

 
0.360 0.041 

   Mother's Body Mass Index IV set 2 OLS -0.253 -0.10 
 

  2,522             93.3   a/  

 
0.690 0.129 

Children's health 
 

            Diarrhea in last two weeks (0-59m) 2SLS -0.002 -0.12     2,834                73   5%    0.791 0.528 
a/  Maximal IV relative bias test statistics not reported by STATA because the estimation is not sufficiently overidentified, rendering the test not well defined (Shaeffer 2012). 

Notes:  z-statistics are robust to heteroskedasticity and clustering by village.  Stars represent statistical significance at the 10%(*), 5%(**) and 1%(***) levels. 
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¢ǳǊƴƛƴƎ ǘƻ ǘƘŜ ƛƳƳŜŘƛŀǘŜ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ŎƘƛƭŘǊŜƴΩ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎΣ ǘƘŜ L± ŜǾƛŘŜƴŎŜ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ŀƭƭ 
ŦƻǳǊ ƛƴŘƛŎŀǘƻǊǎ ƻŦ ƳƻǘƘŜǊΩǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ŦƻƻŘ ŎƻƴǎǳƳǇǘƛƻƴ ǿŜǊŜ ǇƻǎƛǘƛǾŜƭȅ ƛƳǇŀŎǘŜŘ ōȅ ǘƘŜ 
SHOUHARDO II projecǘΣ ƛƴŎƭǳŘƛƴƎ ƳƻǘƘŜǊΩǎ ŘƛŜǘŀǊȅ ŘƛǾŜǊǎƛǘȅ ŀƴŘ, for children, minimum dietary diversity, 
ƳƛƴƛƳǳƳ ƳŜŀƭ ŦǊŜǉǳŜƴŎȅ ŀƴŘ ƳƛƴƛƳǳƳ ŀŎŎŜǇǘŀōƭŜ ŘƛŜǘΦ  ¢ƘŜ Řŀǘŀ ƎƛǾŜ ŀƳōƛǾŀƭŜƴǘ ǊŜǎǳƭǘǎ ŦƻǊ ƳƻǘƘŜǊǎΩ 
nutritional status, with one set of instruments indicating a positive iƳǇŀŎǘ ƻƴ ƳƻǘƘŜǊΩǎ .ƻŘȅ aŀǎǎ LƴŘŜȄ 
ŀƴŘ ŀƴƻǘƘŜǊ ƛƴŘƛŎŀǘƛƴƎ ƴƻ ƛƳǇŀŎǘΦ  [ŀǎǘƭȅΣ ǘƘŜ ǊŜǎǳƭǘǎ ƛƴŘƛŎŀǘŜ ƴƻ ƛƳǇŀŎǘ ƻŦ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƻƴ 
diarrhea among children under five. 
 
Overall these results suggest that the project had a positive impact on childǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ ŀƴŘ 
that this was brought about by: 

¶ Increases in household food security; 

¶ Improvements in the quality of caring practices for mothers during pregnancy; 

¶ Increased use of hygiene practices by mothers; 

¶ Increased vitamin supplementation for children; 

¶ Improvements in access to safe water; 

¶ Improved food consumption for mothers and children; and  

¶ Possibly, improved nutritional status of mothers. 
 
  

8.  Results:  Propensity Score Matching evidence on the impact of specific 

interventions  
 
In this section, the PSM estimates of the average treatment effect on the treated (ATT) of the four 
intervention sets of focusτa/IbΣ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘΣ ƭƛǾŜƭƛƘƻƻŘǎ ǇǊƻƳƻǘƛƻƴΣ ŀƴŘ ǿŀǘŜǊ ŀƴŘ 
sanitationτare presented.   As discussed in the methods section, underlying these estimates are probit-
regression predictions of each householdΩs propensity score for participating in the intervention of 
interest.  The full participation regression results are presented in Appendix 4, but will be briefly 
summarized in each section here.   Note that for each intervention the assessment is only undertaken 
for outcomes they would be expected to influence.  
 

8.1  Mother and child health and nutrition interventions  
 

Recall that the participation variable for the MCHN interventions indicates whether the household 
participates in all four MCHN interventions:  courtyard sessions, cooking/feeding sessions, child growth 
monitoring, and receipt of a food ration.  Forty-five percent of households in project villages did so, 
leaving an ample potential pool of households for matching.  It was not possible to undertake analysis 
for each of the four interventions individually because of their high participation rates, which meant that 
a large enough pool of households for matching was not available.   
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The probit propensity score model for full participation in MCHN interventions given in Appendix 4, 
Error! Reference source not found. ǊŜǾŜŀƭǎ ǘƘŀǘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŦŀŎǘƻǊǎ ƛƴŦƭǳŜƴŎŜŘ ƘƻǳǎŜƘƻƭŘǎΩ ŀƴŘ 
ƻǘƘŜǊǎΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ a/Ib ƛƴǘŜǊǾŜƴǘƛƻƴǎΥ 

¶ Participation in the other three interventions  

¶ Whether the household received a food ration from another project  

¶ Household demographic characteristics:  age and sex of the child, mƻǘƘŜǊΩǎ ŀƴŘ ƘƻǳǎŜƘƻƭŘ 
ƘŜŀŘΩǎ ŀƎŜ,  education of household head, age-sex composition, region of residence  

¶ Whether the household resides in a PM2A village 

¶ Relative shock exposure in 2009 

¶ Relative bonding social capital in 2009 

¶ Number of SHOUHARDO II project staff known in 2009 

¶ aƻǘƘŜǊΩǎ ƭŜƛǎǳǊŜ ǘƛƳŜ ƛƴ нллф 

¶ Baseline district-level HAZ and weight-for-height z-scores. 
 
It is important to keep in mind that the PSM estimates are only able to account for observable, 
meŀǎǳǊŜŘ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘƻǳǎŜƘƻƭŘǎΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŀǎ ƻǇǇƻǎŜŘ ǘƻ ǘƘŜ L± ŜǎǘƛƳŀǘŜǎΣ 
which are designed to account for observable and unobservable determinants.   As such, the selection 
bias caused by targeting of MCHN interventions to mothers in households with children that are 
undernourished is not corrected for in the estimates presented here.  This bias is likely to lead to 
underestimation of the impacts of the MCHN interventions on HAZ and other variables closely related to 
it in the hierarchy of causalityΣ ƛƴ ǇŀǊǘƛŎǳƭŀǊΣ ƳƻǘƘŜǊǎΩ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎΦ   Baseline district-level 
anthropometric z-scores were included to help control for this selection bias.  However, doing so is not 
likely to adequately control for household-level selection bias.    
 
Table 10 presents the PSM results.  The far-right column reports on the key statistic that allows one to 
assess the degree of matching quality.  Matching is of adequate quality for all of the dependent 
variables of interest (chi-squared p-value>0.1).  The percent of sample households falling in the common 
support is also very high.  As illustrated in Figure 7 for the example of the number of months of 
adequate food provisioning, the common support condition is strongly satisfied.  This figure shows the 
propensity score distribution of participating versus non-participating households, and that there are 
ample non-participating households with propensity scores close by in the distribution with which to be 
matched (with the exception of a few households having very high propensity scores).   Note that 
matching quality and common support statistics, although not reported, are of adequate quality for all 
PSM results presented in the rest of Section 8.   
 
The results point to a positive impact of MCHN participation on at least some aspect of all three 
ǳƴŘŜǊƭȅƛƴƎ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ŎƘƛƭŘǊŜƴΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎΦ  ¢ƘŜȅ ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜȅ ǎŜǊǾŜŘ ǘƻ ƛƴŎǊŜŀǎŜ 
household dietary diversity, to improve all six caring practices for mothers and all five caring practices 
for children, and to increase access to sanitary toilet facilities.  Among the immediate determinants, the 
results indicate that the MCHN interventions incǊŜŀǎŜŘ ƳƻǘƘŜǊǎΩ ŘƛŜǘŀǊȅ ŘƛǾŜǊǎƛǘȅ and the likelihood that 
a child has minimum dietary diversity. 
 
¢ƘŜ t{a ǊŜǎǳƭǘǎ ƛƴŘƛŎŀǘŜ ƴƻ ƛƳǇŀŎǘ ƻŦ ǘƘŜ a/Ib ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƻƴ ŎƘƛƭŘǊŜƴΩǎ I!½ ŀƴŘ ƛƴ ŦŀŎǘ ŀ ƴŜƎŀǘƛǾŜ 
ƛƳǇŀŎǘ ƻƴ ƳƻǘƘŜǊǎΩ ōƻŘȅ Ƴŀǎǎ ƛƴŘŜȄΦ  This is likely related to the negative selection bias discussed 
above. 
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 Table 10: Propensity Score Matching estimates of the average treatment effect on the treated: Full 
participation in Mother and Child Health and Nutrition interventions 

  
Average 

treatment 
effect on 

the treated  
(ATT) 

z-
statistic 

  
Number of 

observations   
Percent of 
households 

on 
common 
support 

Chi-squared 
p-value for 
matching 
quality 

  

  
Partici- 
pants 

Controls   

Household food security                 

   Number of months of adequate food 0.047 0.73 

 
       1,331       1,494  

 
99.7 1.00 

   Household dietary diversity 0.526 4.39 ***         1,331       1,494  
 

99.7 1.00 

   Household hunger score  0.015 0.46 

 
       1,331       1,494  

 
99.7 1.00 

Caring practices for mothers during pregnancy 
          Antenatal care during pregnancy 0.083 5.78 ***         1,332       1,490  

 
99.7 99.9 

   Antenatal care in a medical facility 0.059 2.92 ***         1,332       1,490  
 

99.7 1.00 

   More food during pregnancy 0.085 3.58 ***         1,331       1,480  
 

99.8 1.00 

   More daytime rest during pregnancy 0.049 2.10 **         1,332       1,480  
 

99.8 1.00 

   Vitamin A within 6 weeks of delivery 0.116 6.53 ***         1,301       1,412  
 

99.7 99.9 

   Iron/folic acid during pregnancy 0.095 5.95 ***         1,332       1,481  
 

99.8 1.00 

Caring practices for children 

          Hand washing at five critical times 0.105 5.09 ***         1,331       1,494  
 

99.7 1.00 

   Safe disposal of feces (0-35m) 0.140 5.29 ***            967          866  
 

99.8 0.99 

   No. of vaccinations received (0-23m) 0.471 3.07 ***            483          421  
 

99.0 0.62 

   Vitamin A capsule last 6m (6-23m) 0.122 2.42 **            475          382  
 

98.4 0.94 

   Child receiving multivitamin (6-23m) 0.097 2.36 **            470          383  
 

98.4 0.96 

Household health environment 
           Access to safe water -0.023 -1.22 

 
       1,331       1,494  

 
99.7 1.00 

   Access to an improved toilet facility 0.068 2.82 ***         1,331       1,494    99.7 1.00 

Mother's and children's food 
consumption 

           Mother's dietary diversity 0.576 5.20 ***         1,306       1,413  
 

99.9 1.00 

   Minimum dietary diversity (6-23m) 0.095 1.76 *            451          374  
 

97.7 0.96 

   Minimum meal frequency (6-23m) 0.005 0.11 

 
          415          322  

 
96.2 0.98 

   Minimum acceptable diet (6-23m) 0.061 1.07 

 
          396          314  

 
96.2 0.99 

Children's health 

           Diarrhea in last two weeks (0-59m) 0.012 1.52 

 
       1,331       1,491  

 
99.9 0.98 

Mother's nutritional status 
           Mother's Body Mass Index -0.475 -2.45 ***         1,218       1,320    99.7 1.00 

Children's height-for-age z-scores                  

   Under fives -0.134 -1.44 

 
       1,278       1,414  

 
99.9 0.96 

   Under twos -0.033 -0.32             562          533    99.6 0.70 

Notes:  Stars represent statistical significance at the 10%(*), 5%(**) and 1%(***) levels. 
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Figure 7: Common support: Propensity scores of participant and non-participant households for full 
participation in MCHN interventions 

 

  Note:  The dependent variable used for this example is number of months of adequate household food provisioning. 

  

0 .2 .4 .6 .8 1
Propensity Score

Untreated Treated: On support

Treated: Off support
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8.2  7ÏÍÅÎȭÓ ÅÍÐÏ×ÅÒÍÅÎÔ ÉÎÔÅÒÖÅÎÔÉÏÎÓ  
 

The probit propensity score model for participation in the empowerment interventions is given in 
Appendix 4, Table 17.   The following factors influenced hƻǳǎŜƘƻƭŘǎΩ ŀƴŘ ƳƻǘƘŜǊǎΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜǎŜ 
interventions: 

¶ Participation in the other three interventions  

¶ Whether the household received a food ration from another project  

¶ Household dŜƳƻƎǊŀǇƘƛŎ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎΥ  ŎƘƛƭŘΩǎ ŀge,  gender and occupation of household head, 
age-sex composition, region of residence 

¶ Household well-being category 

¶ Whether the village of residence is classified as extremely vulnerable 

¶ Total number of households in the village 

¶ Whether CARE is the implementing NGO in the village 

¶ Whether the household resides in a PM2A village 

¶ Relative shock exposure in 2009 

¶ Bonding social capital  

¶ Number of SHOUHARDO II project staff known in 2009. 
 
Table 11 presents the PSM results.  Overall, they suggest that the empowerment interventions led to 
some important improvements in the areas of household food security, caring practices for mothers and 
ŎƘƛƭŘǊŜƴΣ ƳƻǘƘŜǊǎΩ ŦƻƻŘ ŎƻƴǎǳƳǇǘƛƻƴ, ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘƘΦ    
 
Membership in an EKATA group is associated with increased antenatal care during pregnancy, increased 
likelihood that a mother will receive vitamin A within six weeks of delivery, and knows the five critical 
times for hand washing.  Note that the small sample of mothers participating in EKATA limits our ability 
to detect statistically significant results for this intervention, especially for the outcomes applying to 
children under two. 
 
Membership in a savings group is positively associated with increased household ŀƴŘ ƳƻǘƘŜǊΩǎ dietary 
diversity and with reduced household hunger.  With respect to caring practices, it increases post-
delivery Vitamin A supplementation for mothers ŀƴŘ ǘƘŜ ǎŀŦŜ ŘƛǎǇƻǎŀƭ ƻŦ ŎƘƛƭŘǊŜƴΩǎ ŦŜŎŜǎΦ   
 
¢ƻƎŜǘƘŜǊΣ ǘƘŜ t{a ǊŜǎǳƭǘǎ ǎǳƎƎŜǎǘ ǘƘŀǘ ǘƘŜ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƛƴŎǊŜŀǎŜ ƘƻǳǎŜƘƻƭŘ 
ŦƻƻŘ ǎŜŎǳǊƛǘȅΣ ƛƴŎǊŜŀǎŜ ǿƻƳŜƴΩs dietary diversity, lead to women consuming more food during their 
pregnancies and increase the likelihood that they will receive vitamin A supplementation.  Women 
participating in the interventions are more likely to know about or practice hygienic behaviors,  and 
perhaps this is why their children are less likely to have diarrhea. 
 
It is important to keep in mind that some health and nutrition behavior change messages were 
reinforced in the EKATA groups.  Thus it is not clear that the impacts seen here are due to this factor or 
ǘƻ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ƛǘǎŜƭŦΣ ŀƴ ƛƳǇƻǊǘŀƴǘ ǎǳōƧŜŎǘ ŦƻǊ ŦǳǘǳǊŜ ǊŜǎŜŀǊŎƘΦ 
 
Here, again, no positive influence on HAZ can be detected.   
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Table 11: Propensity Score Matching estimates of the ŀǾŜǊŀƎŜ ǘǊŜŀǘƳŜƴǘ ŜŦŦŜŎǘ ƻƴ ǘƘŜ ǘǊŜŀǘŜŘ ό!¢¢ύΥ aƻǘƘŜǊΩǎ 
ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ƛƴǘŜǊǾŜƴǘƛƻƴǎ 

  

Mother is a member 
of an EKATA group 

  

Mother is a member 
of 

 a savings group   

Mother is a member 
of an EKATA group 
or a savings group   

  
ATT z-statistic   ATT z-statistic   ATT z-statistic   

Household food security 
            Number of months of adequate food 0.136 1.25 

 
0.133 1.29 

 
0.065 0.83 

    Household dietary diversity 0.373 1.50 

 
0.514 2.92 ***  0.547 3.28 ***  

   Household hunger score  0.001 0.02 

 
-0.089 -1.89 *  -0.080 -1.91 *  

Caring practices for mothers during pregnancy 
           Antenatal care during pregnancy 0.046 1.76 *  0.006 0.3 

 
0.025 1.40 

    Antenatal care in a medical facility -0.01 -0.35 

 
0.014 0.44 

 
0.024 0.90 

    More food during pregnancy 0.045 1.19 

 
0.053 1.43 

 
0.048 1.80 *  

   More daytime rest during pregnancy 0.057 1.35 

 
0.036 1.27 

 
0.023 0.91 

    Vitamin A within 6 weeks of delivery 0.048 1.72 *  0.068 3.27 ***  0.064 2.97 ***  
   Iron/folic acid during pregnancy 0.004 0.14 

 
0.015 0.67 

 
0.013 0.76 

 Caring practices for children 

           Hand washing at five critical times 0.094 2.19 **  0.008 0.28 

 
0.034 1.62 

    Safe disposal of feces (0-35m) 0.026 0.67 

 
0.077 2.08 **  0.082 2.51 **  

   No. of vaccinations received (0-23m) 0.247 0.99 

 
0.093 0.41 

 
0.245 1.33 

    Vitamin A capsule last 6m (6-23m) 0.007 0.12 

 
0.008 0.16 

 
0.028 0.66 

    Child receiving multivitamin (6-23m) -0.05 -0.55 

 
-0.019 -0.33 

 
-0.014 -0.30 

 Mother's and children's food 
consumption                   
   Mother's dietary diversity 0.280 1.23 

 
0.610 3.24 ***  0.550 4.58 ***  

   Minimum dietary diversity (6-23m) 0.056 0.58 

 
-0.028 -0.32 

 
0.011 0.18 

    Minimum meal frequency (6-23m) 0.038 0.37 

 
0.012 0.15 

 
0.038 0.57 

    Minimum acceptable diet (6-23m) 0.105 0.96 

 
0.046 0.68 

 
0.103 1.57 

 Children's health 

            Diarrhea in last two weeks (0-59m) -0.01 -0.93 

 
-0.021 -1.63 

 
-0.026 -2.80 ***  

Mother's nutritional status 
            Mother's Body Mass Index -0.21 -0.07   -0.134 -0.53   -0.236 -0.98   

Children's height-for-age z-score 
            Under fives -0.06 -0.43 

 
-0.109 -0.96 

 
-0.065 -0.73 

    Under twos -0.21 -0.73   0.020 0.09   0.043 0.25   
 

        Notes:  Stars represent statistical significance at the 10%(*), 5%(**) and 1%(***) levels. 
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8.3  Livelihoods promotion interventions  
 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ŦŀŎǘƻǊǎ ƛƴŦƭǳŜƴŎŜŘ ƘƻǳǎŜƘƻƭŘǎΩ ŀƴŘ ƳƻǘƘŜǊǎΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ ŦƻǳǊ ƭƛǾŜƭƛƘƻƻŘǎ 
promotion interventions, that is, all or one of:  Crop production, CHD, Fisheries and IGA (see Appendix 4, 
Table 18): 

¶ Participation in the other three interventions  

¶ Whether the household received a food ration from another project  

¶ Household demographic characteristics:  motherΩǎ ŀƴŘ ƘƻǳǎŜƘƻƭŘ ƘŜŀŘΩs age and education, 
occupation of household head,  age-sex composition, region of residence 

¶ Household well-being category 

¶ Whether the household resides in a PM2A village 

¶ Current bonding social capital and relative bonding social capital in 2009 

¶ Number of SHOUHARDO II project staff known in 2009 

¶ Index of leisure time10  

¶ ²ƻƳŜƴΩǎ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ǎŎƻǊŜ ƛƴ нллф 

¶ Baseline district-level HAZ. 
 

The PSM results (Table 12) suggest that the livelihoods promotion interventions had an impact on 

ƘƻǳǎŜƘƻƭŘ ŦƻƻŘ ǎŜŎǳǊƛǘȅΣ ƳƻǘƘŜǊΩǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ŦƻƻŘ ŎƻƴǎǳƳǇǘƛƻƴΣ ŀƴŘ ƳƻǘƘŜǊΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎΦ   

All four of the interventions had a positive impact on either hoǳǎŜƘƻƭŘ ŘƛŜǘŀǊȅ ŘƛǾŜǊǎƛǘȅ ƻǊ ƳƻǘƘŜǊΩǎ 

dietary diversity.  Two of the interventions had a positive impact on both:  CHD and Fisheries.   Fisheries 

additionally served to reduce household hunger and increase the likelihood of a child having minimum 

dietary dƛǾŜǊǎƛǘȅΦ   ¢ƘŜ ŀƴŀƭȅǎƛǎ ǎǳƎƎŜǎǘǎ ǘƘŀǘ ǘǿƻ ƻŦ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƭŜŀŘ ǘƻ ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ ƳƻǘƘŜǊǎΩ 

body mass index:  CHD and Fisheries. 

                                                           
10

 This index refers to the leisure time of the respondent for Part I of the questionnaire, which was typically either the 
household head or the spouse of the household head. 
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Table 12: Propensity Score Matching estimates of the average treatment effect on the treated (ATT): Participation in livelihood promotion 
interventions 

  

Crop  
production 

  

Comprehensive 
Homestead 

Development 
  

Fisheries 

  

Income 
Generating 
Activities 

  

Any agriculture/ 
income 

generation 
intervention   

  
ATT 

z-
statistic 

  ATT 
z-

statistic 
  ATT 

z-
statistic   ATT 

z-
statistic 

  ATT 
z-

statistic 
  

Household food security 
                  Months of adequate food 0.045 0.35 

 
0.054 0.41 

 
-0.09 -0.47 

 
-0.09 -0.69 

 
-0.012 -0.12 

    Household dietary diversity 0.646 2.30 **  0.612 2.15 **  0.566 1.37 

 
0.64 2.74 ***  0.756 3.46 ***  

   Household hunger score  0.015 0.23 

 
0.036 0.50 

 
-0.28 -1.81 *  0.064 0.85 

 
0.014 0.18 

 Mother's and children's food consumption                             
   Mother's dietary diversity 0.354 1.3 

 
0.448 2.19 **  0.728 2.26 **  0.253 1.04 

 
0.464 2.27 **  

   Minimum dietary diversity (6-23m) 0.067 0.67 

 
0.104 1.11 

 
0.205 1.68 *  0.07 0.70 

 
0.069 0.74 

    Minimum acceptable diet (6-23m) 0.036 0.28 

 
0.055 0.45 

 
-0.04 -0.26 

 
-0.14 -1.14 

 
-0.032 -0.29 

 Mother's nutritional status 
                  Mother's Body Mass Index -0.23 -0.64   0.590 1.99 **  0.807 1.76 *  0.42 1.38   0.430 1.55   

Children's height-for-age z-score 
                  Under fives -0.04 -0.23 

 
-0.15 -1.19 

 
0.040 0.22 

 
-0.06 -0.43 

 
-0.059 -0.41 

    Under twos -0.15 -0.46   -0.15 -0.61   0.300 0.68   -0.20 -0.85   -0.117 -0.49   
Notes:  Stars represent statistical significance at the 10%(*), 5%(**) and 1%(***) levels.
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 8.4   Water and sanitation interventions  
 

Participation in water and sanitation interventions was influenced by (see Appendix 4, Table 19): 

¶ Participation in the other three interventions  

¶ Whether the household received a food ration from another project  

¶ Household dŜƳƻƎǊŀǇƘƛŎ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎΥ  ƳƻǘƘŜǊΩǎ ŜŘǳŎŀǘƛƻƴΣ ƻŎŎǳǇŀǘƛƻƴ ƻŦ ƘƻǳǎŜƘƻƭŘ ƘŜŀŘΣ  
age-sex composition, region of residence 

¶ Household well-being category 

¶ Village characteristics:  total number of households, CARE is the implementing NGO, walking 
distance to nearest town is greater than 1 hour, and village assigned to the PM2A intervention 
arm 

¶ Relative shock exposure in 2009 

¶ Number of SHOUHARDO II project staff known in 2009 

¶ Index of leisure time11 

¶ ²ƻƳŜƴΩǎ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ǎŎƻǊŜ ƛƴ нллф 

¶ Baseline district-level HAZ and weight-for-height z-score (WHZ). 
 
Regarding the baseline district-level HAZ and WHA, interestingly, they are highly significant.  The 
coefficient on HAZ is strongly negative and that on WHZ strongly positive. 
 
According to the PSM results, the only outcome that the water and sanitation interventions had an 
impact on was access to sanitary toilet facilities, on which it had a positive influence. 
 

Table 13: Propensity Score Matching estimates of the average treatment effect on the treated: 
Participation in water and sanitation interventions 

  
Average 

treatment 
effect on 

the treated  
(ATT) 

z-statistic 

  
Number of 

observations   
Percent of 
households 

on 
common 
support 

Chi-
squared 
p-value 

for 
matching 
quality   

  
Partici- 
pants 

Controls   

Caring practices for children 

          Hand washing at five critical times 0.031 1.07 

 
564      2,269  

 
100 0.96 

   Safe disposal of feces (0-35m) 0.005 0.13 

 
374      1,459  

 
99.8 0.99 

Household health environment 
           Access to safe water 0.005 0.20 

 
564      2,269  

 
99.0 0.96 

   Access to an improved toilet facility 0.066 2.15 **  564      2,269  
 

99.0 0.96 

Children's health                 
   Diarrhea in last two weeks (0-59m) 0.004 0.34   562      2,259    99.9 1.00 

Children's nutritional status 
           Under fives -0.009 -0.01 

 
528      2,161  

 
99.7 1.00 

   Under twos -0.041 -0.23   207         879    98.8 1.00 
Notes:  Stars represent statistical significance at the 10%(*), 5%(**) and 1%(***) levels. 

 
 

                                                           
11

 This index refers to the leisure time of the respondent for Part I of the questionnaire, typically either the household head or 
the spouse of the household head. 
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9.  Summary and conclusions  
 
Overall, the evidence presented in this report indicates that the SHOUHARDO II project was very 
successful in reducing stunting among children under five. While it is not possible to pinpoint the exact 
amount of stunting reduction caused with accuracy, it seems likely that a large portion, if not all, of the 
12.9 percentageςpoint reduction in the prevalence of stunting observed between the baseline and 
endline surveys can be attributable to the project. 
 
Combined, the following findings support this conclusion:  

¶ The average annual decline in the stunting prevalence among eligible project households was 
3.2 percentage points while the trend in rural Bangladeshi households in recent years has been 
a lower 0.6 percentage points per year.   This comparative evidence rules out the possibility 
that the decline among project children was due to positive forces emanating from wider 
favorable economic, climatic, or policy-related trends in the country. 

¶ The normal large increase in stunting prevalence seen for children as they age from the 6-18 to 
the 48-60 month age group was not found for the group of children whose households 
participated in SHOUHARDO II interventions.  Something happened that prevented many 
children from becoming stunted as they aged. 

¶ A difference-in-difference (DID) analysis comparing the changes over time for eligible project 
households compared to non-eligible project households indicates that the stunting prevalence 
fell more for eligible households.  The difference is particularly strong for children under two.   

¶ Instrumental variables (IV) estimates of the impact of participation in the project confirm that it 
had a substantial, positive iƳǇŀŎǘ ƻƴ ŎƘƛƭŘǊŜƴΩǎ ƘŜƛƎƘǘ-age-z-scores, particularly for children 
under two and for boys. 

¶ Propensity score matching (PSM) analysis indicates no impact of the project on child stunting.  
This can be attributed to the inability to control for a known, yet unobservable, factor affecting 
ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ ǇǊƻƧŜŎǘΩǎ a/Ib ŀŎǘƛǾƛǘƛŜǎ: the purposeful targeting of children who were 
already undernourished. 

¶ ¢ƘŜ 5L5Σ L± ŀƴŘ t{a ŀƴŀƭȅǎŜǎ ŀƭƭ ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƭŜŘ ǘƻ ƛƳǇǊƻǾŜƳŜƴǘǎ 
in a broad array of determinants of stunting, improvements which are necessary for reducing 
stunting. 
 

The findings regarding project impacts on the determinants of stunting give insight into how the 
stunting reductions were brought about.  Table 14 summarizes these findings from the various analyses.   
The left-hand panel focusses on the DID and IV analyses as ǿŜƭƭ ŀǎ ǘƘŜ άǎƛƴƎƭŜ-ŘƛŦŦŜǊŜƴŎŜέ ǊŜǎǳƭǘǎΣ ǘƘŀǘ ƛǎΣ 
the change from baseline and endline for eligible project households (reported in Table 6).  The right-
hand panel focuses on the PSM results for individual project interventions.  Positive impacts revealed by 
a particular analysis are indicated by purple shading.  Negative impacts are indicated by red shading.    
 
¢ŀōƭŜ мпΩǎ ǎǳƳƳŀǊȅ reveals that the stunting reductions were brought about by improvements in 
household food security, in the quality of caring practices for mothers during pregnancy, in the quality of 
ŎŀǊƛƴƎ ǇǊŀŎǘƛŎŜǎ ŦƻǊ ŎƘƛƭŘǊŜƴΣ ƛƴ ƘƻǳǎŜƘƻƭŘ ƘŜŀƭǘƘ ŜƴǾƛǊƻƴƳŜƴǘǎΣ ƛƴ ƳƻǘƘŜǊΩǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ŦƻƻŘ 
consumption ŀƴŘΣ Ƴƻǎǘ ƭƛƪŜƭȅΣ ƛƴ ƳƻǘƘŜǊΩǎ ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎ.   
 
²ƛǘƘ ǊŜǎǇŜŎǘ ǘƻ ƘƻǳǎŜƘƻƭŘ ŦƻƻŘ ǎŜŎǳǊƛǘȅΣ 5L5Σ L± ŀƴŘ t{a ŜǾƛŘŜƴŎŜ ŀƭƭ ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜ ǇǊƻƧŜŎǘΩǎ 
interventions increased household dietary diversity, an indicator of dietary quality, and reduced  
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Table 14: Summary of findings from single difference, difference-in-difference, instrumental variables, and 
propensity score matching analyses 

  

Evidence of impact of participation 
in the SHOUHARDO II project 

  
Evidence of the impact of participation in 

project interventions (PSM) 

  

 
Single 

difference  
Single 

difference  

Difference 
-in- 

difference 
IV/OLS    MCHN 

Women's 
empower 

-ment 

Livelihoods 
promotion 

Water 
and 

sanitation 

Household food security                 

   Number of months of adequate food                 

   Household dietary diversity                 

   Household hunger score                  

Caring practices for mothers during 
pregnancy     

            

   Antenatal care during pregnancy                 

   Antenatal care in a medical facility                 

   More food during pregnancy                 

   More daytime rest during pregnancy                 

   Vitamin A within 6 weeks of delivery                 

   Iron/folic acid during pregnancy                 

Caring practices for children                 

  Hand washing at five critical times                 

   Safe disposal of feces (0-35m)                 

   No. of vaccinations received (0-23m)                 

   Vitamin A capsule last 6m (6-23m)                 

   Child receiving multivitamin (6-23m)                 

Household health environment                 

   Access to safe water                 

   Access to an improved toilet facility                 

Mother's and children's food 
consumption     

            

   Mother's dietary diversity                 

   Minimum dietary diversity (6-23m)                 

   Minimum meal frequency (6-23m)                 

   Minimum acceptable diet (6-23m)                 

Children's health                 

   Diarrhea in last two weeks (0-59m)                 

Mother's nutritional status and food 
consumption     

            

   Mother's Body Mass Index IV set 1                 

   Mother's Body Mass Index IV set 2                 

Child height-for-age z-score                 

        Under fives                  

        Under twos                 
Note:  Purple shading indicates evidence of a positive impact for any of the interventions in an intervention set.  Red shading indicates 
evidence of a negative impact.   Single difference and difference-in-difference results are presented in Table 6.  IV/OLS estimates are 
presented in Tables 7 through 9.  PSM estimates are presented in Tables 10 through 13. 

 

        
  


































