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Background: Amongst the urban poor population in Bangladesh undernutrition of children and
mothers remains an important public health concern where progression of care is restricted by high
mobility, fragmented health services and socioeconomic constraints. Sustaining behaviour changes
in these contexts relies not just on spreading of information but also on effective community-based
strategies which facilitate change in the localities.

Objectives: This study aimed to understand how entrepreneurial Health-Promoting Agents engage
with communities to support and sustain maternal and child nutrition practices within HVUP
intervention areas. Specifically, it explored how Health Promoting Agents (HPAs) build and
maintain relationships with community members and identified social, economic, and contextual
factors influencing sustained engagement.

Methods: An exploratory qualitative study was conducted in selected urban and peri-urban areas of
Lalmonirhat district under Max Foundation’s Healthy Village in Urban Programme (HVUP). The
study population included HPAs, mothers/caregivers of children under five, and ESDO program
staff who are implementing the project in field. A total of 24 participants were selected using
purposive sampling. In-depth interviews (IDIs) with HPAs and mothers, and key informant
interviews (KIIs) were conducted with program personnel. Data were collected through semi-
structured interviews, audio-recorded with consent, and complemented by a desk review of program
documents. Transcripts were analysed using reflexive thematic analysis with an inductive-deductive
coding approach to identify key themes related to community engagement, trust-building, and
sustainability.

Results: Successful HPA involvement in the community was decided by the relationship with the
community was developed slowly by establishing a sense of trust with the mothers. Regular
communication, positive experience and perceived good guidance from HPA was key in
development of trust. Moreover, HPAs' confidence and efficacy in community interactions were
improved through training, applying knowledge and skills from prior experience, and continuous
supervision by programme staff. By combining localized health education, improved service
delivery through system linkage, and training for entrepreneurship, HPAs played a variety of roles
that enhanced their relevance and long-term involvement. Program sustainability and motivation

were particularly substantiated through the incorporation of entrepreneurship. Mothers reported



noticeable behavioural improvements that progressively emerged through trust and reinforcement,
especially in hygiene and childcare routines.

Conclusions: From this study, we can see that consistent presence, self-sustaining mechanisms,
trust-building, and supporting program frameworks are key components of entrepreneurial HPAS
long-term community engagement. Their strong presence promotes behaviour change within the
community, while providing better access to services. These results emphasize the benefits of
establishing entrepreneurial community-based models to enhance long-term maternal and child

nutrition outcomes and strengthen urban primary health care methods.

Keywords: Health-Promoting Agents, Maternal and Child Nutrition, Community Engagement,

Entrepreneurship, Behaviour Change
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1.1 Background and Rationale

Background:

Despite improvements in child survival, maternal and child undernutrition is still a major public
health concern in Bangladesh. Food insecurity, informal employment, crowded living conditions,
fragmented primary health care delivery, and high population mobility all contribute to urban poor
populations' disproportionate nutritional vulnerability and interfere with the continuity of counseling
and preventive services (Hasan et al, 2023; NIPORT & ICF, 2023). Research consistently
demonstrates that improving maternal and child nutrition requires more than just information
transfer. Sustained behavior change depends on social norms, trust, repeated interpersonal
engagement, household decision-making power, and the messenger's perceived credibility (Glenton
etal., 2013). Inlow- and middle-income countries (LMICs), community-based workers are therefore
frequently employed to close gaps between homes and health systems, especially for nutrition
counseling, cleanliness habits, and early care-seeking (Perry et al., 2014).

Many public health projects are depending more and more on frontline community-based health
workers as dependable middlemen who increase the reach of the health system into homes and
encourage long-term behavior change in vulnerable groups in order to solve these ongoing service
delivery gaps. However, programmatic and contextual elements play a major role in the longevity
and effectiveness of community health worker (CHW) platforms. Qualitative analysis also shows
that uptake of maternal and child health practices is facilitated by trust, social proximity, cultural
acceptability, and perceived legitimacy of frontline workers who directly engage with the
community. However, the engagement can be undermined by role uncertainty, poor accountability,
and concerns about confidentiality, particularly in densely populated urban areas (Glenton et al.,
2013). Research on BRAC-supported volunteer and semi-incentivized CHWSs in Bangladesh
demonstrates that financial incentives for community health workers can lead to better performance
as measured by improved community messaging uptake (Reichenbach & Shimul, 2011; Sarma et
al., 2020).

The Healthy Village Urban Programme (HVUP) is implemented in Lalmonirhat district of Northem
Bangladesh focusing on vulnerable urban and peri-urban population. Targeting children under five
(including children with disabilities), pregnant and nursing women, and the general population,
HVUP is a four-year initiative that runs from July 2022 to June 2026 and covers one municipality
and six unions. HVUP is unique in that it places a strong focus on system strengthening and
entrepreneurship. Local governments and healthcare facilities are assisted in incorporating healthy
practices into regular services, and local business owners are trained to provide reasonably priced
health, hygiene, and nutrition items, establishing a sustainable market-based supply chain. In
addition, the program supports women's empowerment, disaster resilience (floods, COVID-19), and
inclusive access for individuals with disabilities, guaranteeing that the most vulnerable groups are
not left behind and that improvements in child development, nutrition, and health are long-lasting
and scalable. The HVUP follows a Healthy Village Pathway. It focuses on behavior modification
combined with supporting goods and services like handwashing stations and equipment for example.
Also, communities are expected to maintain key indicators such as handwashing at critical times and
villages are formally recognized as “healthy” once at least 90% of households meet agreed
indicators.

The HVUP in urban Bangladesh uses entrepreneurial Health-Promoting Agents (HPAs) as their
frontline workers to engage communities through social network facilitation, product linkage,
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counseling, and demonstrations. Better child health by lowering undernutrition and stunting is the
main goal of the HVUP strategy, which integrates WASH, nutrition and maternal and childcare
practices. The change is then made sustainable through community ownership and local government
adoption. Although implementation experience points to the possibility of long-term engagement,
there is still a scarcity of empirical data clarifying how entrepreneurial HPAs establish and preserve
relationships based on trust with community members and which social, economic, and contextual
factors facilitate or stop long-term engagement in complex urban environments.

The presence of well-supported frontline community workers becomes particularly important for
maintaining continuity of care, reinforcing consistent health messaging, building household trust,
and sustaining behavior change in fragmented and resource-constrained urban settings—
characterized by weak governance coordination, variable service quality, safety and access barriers,
and high residential mobility—where formal health systems alone struggle to maintain regular
engagement, according to current research on urban health systems (Hasan et al., 2023).

Rationale:

This study is significant because, even in situations where short-term gains are made through
externally funded interventions, maintaining maternal and child nutrition practices in rapidly
urbanizing low- and middle-income settings continues to be a persistent challenge. Understanding
how entrepreneurial community engagement models can sustain behavior change once external
funding and direct supervision decline is important given Bangladesh's ongoing rapid urban
expansion and development partners' growing focus on sustainability and local ownership of
interventions. Preventive counseling and long-term behavior change are weakened in Bangladeshi
urban populations due to fragmented primary health care delivery, substantial population mobility
and limited household resources. As evidenced from studies HPAs performance and sustainability
has a direct link with the organizational support, incentive structures, relational trust and local social
dynamics than simply only on training (Kok et al., 2015; Glenton et al., 2013). Studies also shows
that when these community entrepreneurs add health promotion with small-scale income there is a
chance for improving motivation among community entrepreneurs (Bjorkman Nyqvist et al., 2017,
Wagner et al., 2020; Wagner et al., 2021).Although BRAC and related initiatives have shown that
incentive-based community delivery platforms are feasible in Bangladesh, little is known clearly
about how entrepreneurial models such as the Health-Promoting Agents in the HVUP actually
establish and maintain relationships with urban communities and how social, economic, and
contextual factors influence long-term engagement (Reichenbach & Shimul, 2011; Sarma et al.,
2020; Hasan et al., 2023).

The study contributes to a significant evidence gap on understanding how entrepreneurial
community agents maintain maternal and child nutrition practices after the intensive intervention
phase. Peer-reviewed urban health and nutrition literature has not sufficiently examined the
sustainability of their operations. The study will provide practical insights for program designers,
legislators, and implementing organizations looking for scalable and financially sustainable
community-based mechanisms for behavioral change. The investigation will focus on how Health-
Promoting Agents foster trust, negotiate household decision-making, and sustain engagement under
limited resources. Beneficiaries include public health planners who need evidence to maximize
urban primary health-care strategies in the context of donor transition and resource constraints; urban
mothers and children who depend on regular counseling and supportive environments for optimal
nutrition; and community agents whose roles, incentives, and support systems can be better aligned
for long-term effectiveness.
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1.2 Problem Statement

In the last 30 years Bangladesh has made a serious improvement in reducing child stunting and
maternal mortality. Despite this almost a quarter of under-five Bangladeshi children are affected by
malnutrition (Tanvir et al., 2023; Bangladesh Bureau of Statistics [BBS], 2025). Also, there is a
large implementation gap between the national nutrition policy and community-level practice
(Hossain et al., 2025). Furthermore, coverage, uniformity, and quality of nutrition counseling for
mothers, infants, and young children are still insufficient throughout Bangladesh's health care
delivery systems, and chronic malnutrition in urban regions is falling more slowly than in rural areas
(Tanvir et al., 2023). These numbers are a result of slum populations' shifting residential patterns,
the structural complexity of urban primary health care governance, and various livelihood pressures
that interfere with the continuity of care for the most vulnerable households (Arif et al., 2023).
Health-Promoting Agents (HPAs) and other community-based frontline workers have been
positioned as essential demand-creation actors for maternal and child nutrition in urban Bangladesh.
According to Perry and Zulliger (2016), Bangladesh's notable health improvements have been
largely attributed to long-term experimentation with large-scale community-based approaches
involving a doorstep delivery model and to contractual partnership arrangements with NGOs that
build community trust and fill service gaps. Therefore, exclusive breastfeeding, complementary
feeding practices, and child anthropometric outcomes have all been shown to be improved by
community health worker (CHW)-mediated models; this is especially true when interpersonal
counseling is combined with community mobilization during the first 1,000 days of life (Mahumud
et al., 2022). However, various kinds of poorly understood interpersonal, structural, and
environmental elements still influence the long-term application of these evidence-based practices,
particularly for HPAs utilizing mixed entrepreneurial-promotional models in urban settings. Scaling
up and sustaining CHW programs in LMICs requires effective program design, community
acceptability, adequate finance and motivation, and integration with the broader health system
context. In crowded, mobile urban societies, these demands are especially difficult to fulfill
effectively (Pallas et al., 2013).

The Healthy Village in Urban Programme (HVUP), which employs HPAs tasked with maintaining
their community engagement through entrepreneurial income generation from health commodity
sales and fee-based services in addition to promoting maternal and child nutrition practices, is a
recent and contextually specific solution to this implementation gap. The generous, relational
concept that promotes community trust and the acceptance of health promotion messages can
conflict with the commercial orientation necessary for financial self-sufficiency, creating structural
conflicts that traditional CHW models have not had to deal with (Ameso, 2025). Performance-based
and commodity-linked income structures can lead to poor retention, inconsistent service quality, and
concerns among health system actors regarding the shifting focus of community health work away
from its social mission, according to evidence from similar entrepreneurial CHW models around the
world (Afsana et al., 2015; Ameso, 2025). Financial incentives based on opportunity cost and
qualifications are required to maintain a high-performing urban health workforce in Bangladesh,
where unpredictable, performance-based income has been found to be the main cause of CHW
dropout among similar employees (Afsana et al., 2015; Alam & Oliveras, 2012).

The mechanisms by which entrepreneurial HPAs within the HVUP establish and sustain
relationships with communities to promote maternal and child nutrition practices—as well as the
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social, economic, and contextual factors that enable or constrain the sustainability of those
relationships over time—have not been examined in any peer-reviewed study, despite the substantial
body of evidence on CHW effectiveness, retention, and community engagement in LMICs, and in
Bangladesh specifically. Despite occupying a unique position at the relationship of urban nutrition
programming, social business, and community health promotion, the HVUP's HPA model is largely
invisible in the published literature. Program designers and policymakers lack the evidence base
required to improve or scale this model without a thorough understanding of how HPAs manage the
relational demands of community engagement alongside entrepreneurial pressures, as well as how
sociostructural factors like gender norms, household decision-making dynamics, and urban
livelihood constraints shape their sustained engagement.

With impacts for the larger design of sustainable, community-based maternal and child nutrition
programs in urban Bangladesh, the current qualitative study is well-positioned to directly address
this gap by producing original evidence on the community engagement strategies and sustainability
factors of entrepreneurial HPAs within the HVUP.

1.3 Study Objectives
1.3.1 Overall Objective

To understand how entrepreneurial health-promoting agents engage with communities to support
and sustain maternal and child nutrition practices within HVUP intervention areas.
1.3.2 Specific Objectives

1. To explore how health-promoting agents build and maintain relationships with community
members to promote maternal and child nutrition practices.

2. To identify social, economic, and contextual factors that enable entrepreneurial health-
promoting agents to sustain community engagement.

1.4 Structure of the Thesis

This thesis is organized into six chapters. Chapter 1 provides the introduction, background, and study
objectives. Chapter 2 presents a comprehensive review of existing literature. Chapter 3 outlines the
methodology used in this study. Chapter 4 presents the findings. Chapter 5 provides a discussion
and interpretation of the results in light of existing evidence and limitations. Chapter 6 concludes
the thesis with key conclusions and recommendations.

Global Perspective

Geographical and cultural proximity to communities serves as a basic and important bridge between
formal health systems and underserved populations, according to the basic principle of community
health worker (CHW)-mediated health promotion (Scott et al., 2018). This idea has a broad
analytical framework provided by social capital theory: Based on a systematic analysis of

prospective multilevel research, Murayama et al. (2012) claim that networks, norms, and trust enable
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coordinated social action, supporting the success rate of community-based health promotion. Based
on this, Scott et al. (2018) analysed 83 previous CHW program reviews and found that, along with
supportive supervision, ongoing education, and sufficient logistical support, community
involvement—in which community members feel ownership of the program and maintain positive
relationships with the CHW—is the most consistently enabling feature of successful programs.

Wouters et al. (2017) clarified the mechanisms through which trust is built and maintained. They
discovered that CHW trustworthiness is mediated by sociostructural factors such as gender, age, and
social status and can be significantly weakened when institutional staff undermine the CHW's
competency in the eyes of community members. Through critical evaluation, Vanden Bossche et al.
(2022) strengthen this concept by showing that client-centred attitudes and coordination with
primary care systems activate mental models of recognition, equality, and mutual respect, which are
the foundation of trustworthy CHW-client interactions. Through their "partners in health" concept,
Spencer et al. (2015) apply these relational dynamics, claiming that CHWs use social support,
interpersonal communication, and cultural compatibility to reduce provider-patient social distance

and facilitate long-term behaviour change.

South Asian Perspective

In South Asia, studies on CHW show how these global trends operate within the specific constraints
of hierarchical household structures, crowded urban environments, and controversial gender norms.
Rafique et al. (2025) came up with a social network lens that puts CHWs as providers of collective
action rather than just message carriers. Kim et al. (2019) provides empirical support for this
framing. Their cluster-randomized evaluation across South and Southeast Asia revealed that NSBCC
interventions produced significant knowledge transfer, with 35% of non-participant mothers
reporting receiving nutrition information from participating neighbours, leading to a 0.17 standard
deviation increase in infant and young child feeding knowledge among non-beneficiaries.

These transmission effects highlight how HPA community engagement is strengthened through
social networks, expanding the program's influence beyond direct participants. Sinha et al. (2024),
whose synthesis across Bangladesh, India, and Vietnam, found that community-based support group
members demonstrated improved breastfeeding and complementary feeding knowledge through
peer-to-peer learning, home visits, and community meetings; consistent engagement of fathers and

mothers-in-law was identified as crucial to translating knowledge into sustained practice. Intra-
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household gatekeepers, especially mothers-in-law, have decisive authority over pregnancy and
delivery decisions, which further complicates the CHW's engagement strategy and requires
relational investment well beyond the primary beneficiary, according to qualitative data from rural
South Asia provided by Akter et al. (2018). Tanvir et al. (2023) confirm that institutional
incorporation of community engagement enhances individual-level HPA-client interactions by
demonstrating that integrating nutrition interpersonal counselling within structured antenatal care
platforms—combining provider capacity-building with community mobilization—produced

measurable improvements in maternal dietary diversity and complementary feeding practices.

Evidence from Bangladesh

The most closely comparable evidence foundation for understanding the HPA model of the HVUP
in Bangladesh is the BRAC Manoshi project. According to Perry and Zulliger (2016), BRAC'surban
MCH engagement strategy was carefully started through community mapping, local leader
engagement, MCH committee formation, and responsiveness to community feedback, with a single
frontline worker in charge of about 200 households. This shows that relational infrastructure must
come before, not just after, service delivery. In urban areas persistent problems like low exclusive
breastfeeding rates, high home delivery proportions, and a 23%prevalence of low birth weight
emphasize the need of community-based frontline workers (Hossain et al., 2025).

Even in urban primary health facilities, structural constraints like waiting times, poor facility
conditions, and distance puts limits on maternal and child nutrition services (Arif et al., 2023). Also,

retention of CHW was primarily driven by financial incentives (Alam et al., 2012).
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Conceptual Framework

Figure 1: Conceptual Framework Source: Generated with ChatGPT

The framework identifies the different factors which influence HPA messaging uptake and influence
health and nutrition of mothers and children. Factors like community trust, cultural norms, family
support, income, financial stability, and access to healthcare or safe surroundings play a vital role in
deciding how communities interact with HPAs and how easily they listen and follow health advice.
Through engagement with HPAs, Mothers get improved knowledge about health and nutrition,
better access to useful products and home visits for counselling and GMP. This helps them develop
a better habit and with time the positive habits lead to long lasting improvements in health for both

mothers and children.

3.1 Study Design

This study was designed as an exploratory qualitative design to examine how HPAs engage urban
communities to sustain maternal and child nutrition practice within the Healthy Village in Urban
Programme (HVUP) in Lalmonirhat, Bangladesh. This approach is useful to study the mechanisms,
motivations, and contextual dynamics of entrepreneurial HPAs in urban settings, which remains
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largely un-explored in the existing literature. Similar study designs have been used in Bangladesh
and other LMICs to examine how community-based actors build relationships.

3.2 Study Area and Setting

The study was done in purposively selected urban and peri-urban areas of Lalmonirhat district in
northern Bangladesh where the HVUP program is ongoing. This district contains one municipality
and six unions and has a dense population, informal settlements and minimum access to primary
health care and nutrition. The HVUP program aims to provide services to at least 90% households
within the area with WASH and nutrition counselling. Within a defined area HPAs acts as a local
entrepreneur who provides counselling, advocates positive behaviour change and provides health,
hygiene and nutrition products to households at an affordable rate. Thus, this setting provides us
with good context for studying how HPAs build trust and go through social and economic constraints
in urban settings. The data was collected for this study between February 28 2026 to March 8 2026.

3.3 Study Population

3.4.1 Study Population
The target population comprised of key actors directly involved in or influenced by HVUP’s
entrepreneurial community engagement model for maternal and child nutrition messaging. These
include:
e Health-Promoting Agents (HPAs) operating within the HVUP catchment areas.
e Mothers or primary caregivers of children under five years of age (including children with
disabilities) residing in HVUP intervention areas.
e Program staff responsible for HVUP design, supervision, and implementation, such as
Business Development Officers (BDOs), Community Business Promoters (CBPs), and the
Chairman of the HPA Association.

3.4.2 Inclusion and Exclusion Criteria
Inclusion criteria for HPAs:
e Currently working as an HPA within the HVUP program area.
e At least six months of continuous engagement in HPA activities (counseling, product
distribution, and community mobilization).
e Willing and able to provide informed consent and participate in an interview.
Inclusion criteria for mothers/caregivers:
e Mother or primary caregiver of at least one child under five years of age living in an HVUP
intervention community.
e Has had at least two interactions (home visits, group sessions, or product purchase
encounters) with an HPA in the last 12 months.
o Resident in the area for at least six months and able to provide informed consent.
Inclusion criteria for program staff and key informants:
e Direct involvement in HVUP design, coordination, supervision, or support of HPAs (e.g.,
BDOs, CBPs, HPA Association leadership).
e Atleast one year of experience with the program or in a similar role.

Exclusion criteria (all groups):
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e Individuals unable to participate due to severe illness, cognitive impairment, or
communication difficulties that rule out meaningful interview participation.
e Individuals who decline or withdraw informed consent at any stage.

3.5 Sample Size
Given the exploratory qualitative design, sample size was guided by the concept of information
power and data saturation. The planned sample includes approximately 24 participants.
e 6 IDIswith HPAs.
e 12 IDIs with mothers/caregivers.
e 6 KIIswith program staff and key informants (e.g., BDOs, CBPs and the HPA Association
Chairman).

3.6 Sampling Technique

For the purpose of this study, we employed to ensure variation in HPAs through geography (diverse
working areas), duration of involvement and performance levels where available (e.g., sales or
coverage indicators). Difference in socio-economic status and level of engagement with HPAs was
considered for selecting mothers/caregivers.

3.7 Data Collection

3.8.1 Data Collection Tools

In English semi-structured guides for IDIs and KIIs were developed. Then Bangla translation was
done by bilingual researchers who are familiar with qualitative methods and public health
terminology. Open-ended questions and suggested probes will be used to allow flexibility to explore
unanticipated but relevant topics.

In-Depth Interviews (IDIs)

Semi-structured IDIs were conducted with HPAs and mothers/caregivers to explore experiences,
perceptions, and relational dynamics in depth. Separate interview guides were developed for HPAs
and mothers, organized around domains such as nature of HPA—household interactions, trust-
building processes, perceived credibility, social and economic incentives, barriers and facilitators to
sustained engagement, and perceived impact on maternal and child nutrition practices. Guides were
informed by existing literature on CHWs, entrepreneurial models, and maternal nutrition behavior
change, and by preliminary insights from the desk review.

Interviews were conducted in Bangla by trained qualitative researchers. Each interview was
expected to last 10—15 minutes and was conducted in a private and convenient location chosen by
the participant (e.g., home, community space, HPA office) to support comfort and confidentiality.
With the consent from participants interviews were audio recorded and field notes were taken to
capture nonverbal cues and context.

Key Informant Interviews (KIIs)
For program implementers and stakeholders which included BDOs, CBPs and HPA Association
Chairman KIIs were conducted. The guides focused on program design, supervision structures,
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sustainability and contextual factors that influenced HPA operations. The KII was taken for
approximately 30 minutes in a quiet setting.

3.8.2 Pretesting

The research team pretested the study tools internally before implementation. The research team
examined and improved the tools before it was used in data collection to make sure they were clear,
appropriate, and consistent. Therefore, no field-based pretesting was done.

3.8.3 Data Collection Procedure

The participants were placed in a quiet and comfortable space for the interview. Then a consent form
was given and explained to them. After this a written consent was taken from the participants. With
the consent of participants audio was recorded using a recorder and to maintain the quality of the
audio being recorded the interview was taken in a quiet space.

3.9 Data Management and Quality Assurance

Every day theaudio recordings were transferred from digital recorders to password -protected project
computers and backed up on encrypted external drives which are only accessible to authorized team
members. By trained transcribers, recordings were transcribed verbatim in Bangla. The transcripts
included notations for pauses, emotional emphasis, and key contextual elements where relevant.
With the help of experienced bilingual staff Bangla transcripts were translated into English for
analysis. For this back-translation approach was used for a subset of transcripts: an independent
translator translated the English version back into Bangla. To maintain the credibility of cross-
language qualitative analysis this type of iterative translation and back-translation is recommended.
To discuss emerging themes, refine probes, and adjust sampling if needed for saturation regular
debriefing meetings was held during data collection. Unique codes were used for all identifiable
personal information. Then a separate encrypted file linking codes to identities was stored securely
and separately.

3.10 Data Analysis

The data was analyzed using reflexive thematic to identify participants’ narratives regarding HPAs
community engagement, trust, and sustainability mechanisms. The following steps were followed:

1. Familiarization: To become familiar with the data members of the team read and reread
Bangla and/or English transcripts, field notes, and relevant program documents. Also, initial
notes on repeated ideas and potential codes were taken.

2. Initial Coding: Using an inductive-deductive approach, Transcripts was coded line-by-line
in google spreadsheet to capture segments related to the developed codes.

3. Developing and Reviewing Themes: Codes were clustered into potential themes and sub-
themes through iterative team discussions. To have coherence, distinctness and adequate
representation of participants’ perspective themes was reviewed against coded extracts and
entire datasets.

4. Defining and Naming Themes: Keeping attention to its scope each theme will be clearly
defined. Then a concise, descriptive name was assigned that shows its analytic contribution.
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With support from illustrative quotations from different participant types (HPAs, mother and
program staff) detailed theme summaries were developed.

5. Interpretationand Integration: Using conceptual framework, existing literature on CHWsand
entrepreneurial models and the broader health system and socio-economic context of
Bangladesh thematic findings was interpreted. IDIs and KIIs were triangulated to reinforce
emerging explanations (e.g., alignment or divergence between HPA self-reports and program
documents).

Atleast tworesearchers independently coded transcripts and compared coding to discuss and resolve
disparity. This helped to maintain analytical rigor. Also, this helped support reflexivity and depth of
interpretation. An analytical memo was made to document the analytic process during field
workdays, and supplement understanding of the collected data.

3.11 Ethical Considerations

The Institutional Review Board (IRB) of the BRAC James P. Grant School of Public Health (BRAC
JPG), BRAC University provided ethical approval for this study. All procedures relating to
recruitment, consent, data collection, data security, and dissemination were specified by the
approved protocol.

Non-identifiable codes were used in transcripts and reports, consent forms were securely stored and
linking files were kept separately and access to data was restricted to authorized study staff only.
This helped to maintain the confidentiality process. Identifying details (names, exact locations) was
removed from quotations used in publications and presentations. Potential risks are minimal,
primarily related to discomfort when discussing sensitive experiences (e.g., financial hardship, intra-
household conflict); interviewers were trained to respond sensitively, remind participants they may
skip any question, and pause or terminate the interview upon request.

Establishing Presence of HPA in Community

The findings show that Health Promotion Agents (HPAs) in the community established their
presence through a gradual process which began with a formal introduction, which began
establishing them as trusted members of the community. Initially, HPAs were unfamiliar, however
with time members of the community started to recognize their value as social assets. In the
beginning community members were unwilling or unclear about their participation in the early
stages, however due to repeated visits by the program employees the community started to view the
HPAs as a source of knowledge and support. HPAs regularly visit their houses, have conversations
and help the community people with nutritional and WASH messaging and access. Even though the
Community Business Promoters (CBPs) helped them in their first introduction to the community
their sustained presence depended on their efforts like regular visits and interaction.

“Initially, the program coordinators introduced us. Then, we attended courtyard meetings with the

CBP sisters to get introduced. Since this is my own ward, the people living around me are already
known to me.” IDI 7 HPA 1
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Although the formal program introduction provided a starting point, acceptance was made easier by
pre-existing social ties, especially in their own communities. The mothers/caregivers also explained
that the home visits that the HPAs conducted was crucial for establishing presence of HPAs in the
community. As mothers started to expect and accept these visits HPAs presence in the community
was normalized and became a regular to their community.

“Yes, they (Max Foundation/HPAs) contacted me. That’s where I first met them.” IDI 2 Mother 1

“Initially, they didn’t value my words much. But when the CBP sisters introduced me as their HPA

and explained that I would be providing services even when they weren’t around, the community
started listening.” IDI 7 HPA 1

Trust Building Mechanism for HPA

Trust between HPAs and community members was established through consistent presence,
demonstrated reliability, and the visible outcomes of HPAs' guidance. During the interviews, the
HPASs stressed that being friendly, kind, and trustworthy was important to their position, as many
maintain a personal connection with people. They showcased that through regular house visits,
listening to worries and providing assistance when required they were able to maintain trust and
comfort.

Moreover, as the community people found good results from their advice the HPAs had more
confidence in them. When mothers saw differences in their daily habits or health by following their
advice the trust in HPAs grew.

As the relationship grew better mothers felt comfortable asking questions and expressing their
problems. This was important to encourage open conversation which ultimately led to increased
trust, and better health outcomes as they began making bigger changes in their day to day lives. If
and when the mothers felt that they understood their problems they were more motivated to listen to
the advice given to them by the HPAs.

“We follow all her words. Why wouldn't we? I see that it is benefiting us a lot. Following her advice
makes things easier for us.” IDI 15 Mother 2

HPA Accessibility

The results show that the efficiency of Health Promoting Agents (HPAs) interaction with the
members of the community is greatly impacted by accessibility. Respondents described accessibility
as the ability of community members to contact, interact with and take help from HPAs when
required.

To make sure that they were regularly visible in the neighborhood they made constant household
visits and face to face interactions. In addition to face-to-face visits, they made themselves accessible
through mobile connection. By providing their phone numbers the HPAs made it possible to be
accessible in yet another way.

“I am available 24/7, except when I'm sleeping.” IDI 11 HPA 2
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Since HPAs frequently visit the community members in their homes there is a reduction in need for
mothers to travel or seek help in other places. This was significantly important when quick advice
was needed, especially for everyday care products and child health.

“Those who can, contact her by phone, and many others just go to her house. Everyone has her
phone number.” IDI 10 _Mother 3

Training and Previous Experience of HPAs

To function effectively both training and prior experience have a great impact on Health Promoting
Agents (HPAs) capacity to work. These components had an influence on how confident, skilled and
prepared they were when they had to interact with the community members.

The training included both theoretical and practical parts. During home visits, HPAs learned how to
interact with mothers, communicate health-related information in plain language, and deal with
different situations.

One HPA described the value of training in enhancing their abilities and self-assurance:

“I've received a lot of training, including from RDRS. They taught us how to measure children's
weight and height. We were trained on business management and how to behave politely with
customers—emphasizing that good behavior is essential for a successful business.” IDI 18 HPA 2

Before enrolling in this program, several HPAs had worked in comparable positions, which made it
easier to adjust to their new role. They already understood the difficulties of fieldwork, basic health
principles, and community involvement, which allowed them to better support the community needs.

Even after their initial training, program staff continued to actively support HPAs through
supervision and counseling. Due to this continuous help HPA were able to improve their abilities,
get answers to questions and deal with problems more effectively.

One member of the program team explained how they assist HPAs:

“We have provided many training regarding the project—business development, market linkage,
nutrition, WASH, and sanitation. They have received extensive training on all these topics. If there
is something they don't know, they contact us, and we assist them immediately.” KII 2 BDO

HPA Role and Responsibility

By combining small-scale business operations, health education and service delivery, the HPAs
provided advice to mothers and also, they actively participated in a wide range of activities that had
a direct influence on regular lives of the community members.

Their range of work included both livelihood-related and health-related tasks, such as they checked
the health of mothers and children, made regular house calls, took active part in courtyard sessions
and performed business-related duties including selling healthcare products. Due to this combination
of roles, they were able to maintain regular contact with the members of the community and also
maintain their financial stability.

They described their dual roles as service providers and educators, where they provided suggestions
on common ailments, nutrition, hygiene and child health. Also, they listened to personal needs by
providing guidance outside of scheduled meetings.
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This joint role was clearly explained by one HPA:

“We sell sanitary pads, baby diapers, and [birth control] pills for mothers. We sell Moni biscuits to
those with young children. I've also added new products beyond their original plan, like Himsagar
oil, hair oil, curry spices, meswak [tooth-cleaning twigs], and toothpaste.” IDI 1 HPA 1

The mothers understood the roles of HPAs primarily based on activities they promoted especially in
regard to cleanliness, feeding and general care the everyday habits of mothers changed as a
consequence of HPAs advice. The community members readily accepted the advice given by the
HPAs as mothers referenced the HPAs helped them in developing new habits which included better
nutrition and health awareness, better child feeding habits and better hygiene practices. This shows
that HPAs were not just delivering information but also were successful in affecting behaviour
change.

One mother explained this shift in daily routine:
“I wash my hands before eating myself.” IDI 4 Mother 3

This shows how the direction and advice provided by HPAs were seen in daily behaviour of the
community people.

HPA Entrepreneurship

Entrepreneurship played a major part in the HPA model, making sure that their operation was both
economically sustainable and community focused. They were encouraged to take part in small scale
business that funded their livelihood and their community role instead of depending just on outside
funds or fixed salary.

To ensure the program’s long-term viability, entrepreneurship was looked at by program officials as
an essential approach as by selling health-related goods or services this initiative reduced reliance
on ongoing financial assistance. In addition to this, this strategy made sure that HPAs continued to
be inspired and involved in their work.

One program staff member explained this idea clearly:

“HPA’s business is a social business. It’s not just about profit; it’s about helping the community
while gaining a small benefit” KII 1 Program Manager

This shows how the program’s framework included economic sustainability.

From the HPAs perspective professionalism and entrepreneurship were closely connected, as rather
than only seeing themselves as volunteers or unofficial employees HPAs viewed their work as
professional obligation. In order for them to get involved in business activities, such as selling health
items they have to maintain trust, responsibility and positive relationships with community members.
Their reputation in the community was influenced by their professional conduct, when people
thought of them as trustworthy and responsible, they would more easily buy products from them and
follow their advice. In this regard professionalism enhanced their entrepreneurial efforts as well as
their role in health promotion.

This sense of accountability was explained by one HPA:
“I never turn away a villager with a problem. I even take patients to the hospital” IDI 7 HPA 1
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This shows that HPAs understood how essential it was to keep a professional image for them to
achieve success in their role.

HPA Promoted Behavior Change

One of the most important findings of HPA operations in the community was behavior change,
especially in their daily health and hygiene habits. These positive changes happened gradually rather
than instantly through frequent contact, direction and hands on demonstration by the HPAs.
Behavior changes were seen in very practical and everyday ways from the mothers’ point of view.
Real advancements were reported by mothers in their child care, hygiene and household health
behaviors. This supports the fact that HPAs were successful in both spreading knowledge and
assisting in its use.

One of the major areas that saw changes was improvement in personal and household hygiene. As
evidenced from the mother’s handwashing, cleanliness and creating a healthier atmosphere for kids
have all improved. Even though these changes were simple, they had a strong effect on day-to-day
living and children’s health.

One mother gave a clear explanation of this change:

“I wash my hands before eating myself. Because they told us to, I follow these strictly now. We knew
about these at home before, but after hearing it from them, everyone follows it more carefully. I
mean, I followed it before too, but not this well. Now I follow it more.” IDI 4_Mother 3

This shows a clear and useful shift in behavior brought about by HPA recommendations

For positive behavior modification the bond and trust that HPAs developed was of great impact.
Mothers were more likely to follow the advice when they trusted the HPAs. As they were
consistently available and approachable HPAs advice was taken with seriousness and put into
practice in day-to-day activities. In addition to this, mothers stated that these changes became part
of their daily chores, as the immediate effects the HPAs had a long-term influence on behavior
change.

This change was expressed by another mother:
“I followed those rules, and then I gradually started noticing the changes—I could feel it in myself
and in the baby.” IDI 3 Mother 2

This shows how continuous involvement resulted in long-lasting behavioral changes.

System Linkages

By enabling communication between the community and the official healthcare system, system
linkages had an influential impact in the HPA program operation. When community peoples were
in need these connections made sure that people in the community were directed to the right place.
To improve the access to healthcare, the HPAs and program staff both highlighted the need of
establishing and sustaining these relationships.

Health system linkage was seen by program workers as an organized and essential part of the
program. HPAs fit into this role as a connection between the community and the healthcare system.
Itis part of their role toidentify household needsand then show the people theright resource settings
which made it possible for the community members to receive care outside their community so that
health issues were not neglected.
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This was clearly explained by one program staff member:

“We have linkages with companies so that we can buy products at a lower rate.” KII 3 Chairman
of HPA Association

This shows the attempt to include HPAs into the larger healthcare system.

HPAs perceived system connectivity as a part of their community role. They help people understand
where to go, direct them to the right resources and occasionally follow up on referrals. They did their
job as identifiers of more advanced care and helped make the right connection.

In addition to these HPAs helped make the process easier for community members by providing
proper direction and assistance. In case of referrals to community clinics and hospitals, HPAs helped
close the knowledge gap that many community peoples have in things like where to go and how to
obtain services. As a direct consequence of this the community members were able to move through
the health systems more easily. Continuity was another crucial factor for Ante Natal Care (ANC)
and Post Natal Care (PNC). After making a referral HPAs frequently followed up the community
members in order to find if the patient received care and whether additional assistance was required.
This continuous process ensured that referrals were significant and successful.

This procedure was described by one HPA:

“When we see a mother having a problem that we cannot handle, we refer her to the community
clinic or hospital.” IDI 7 HPA 1

This shows that system linking was an ongoing, helpful activity rather than a one-time event.

HPA Motivation

Motivation played an important role in determining how actively and successfully HPAs carried out
their duties in the community. Motivation was very closely linked with the sense of purpose they
encountered while assisting others. When they saw positive improvements in the community HPAs
reported feeling a sense of achievement. Various factors like benefits from their profession,
community recognition and personal fulfillment played a role in their motivation.

It was expressed by one HPA:
“Being an HPA brings a lot of respect. Everyone in the area honors me now. Beyond the profit, the
recognition is more valuable.”" IDI 18 HPA 2

The major source of motivation was the money they get from their activities of selling products. The
steady flow of cash income motivated HPAs to stay involved over time and made their participation
more sustainable.

The motivation was clearly expressed by one HPA:

“I earn an income, I improve my life, and I stay well. It’s a win-win situation—I benefit, and those
I advise benefit too.” IDI 13 HPA 1
This demonstrates how their motivation was fueled by both financial gain and emotional fulfillment.

Maintaining motivation was also influenced by a sense of duty to the community. HPAs felt

responsible for the welfare of the families they assisted. They were compelled by this obligation to
maintain regularity in their travels and to keep helping locals.
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Another HPA described this feeling of responsibility:

“It inspired me because of the field sessions. When we called mothers and children and did the
measurements, it felt very important to me. I felt that I should do this work, help them, and work with
them.” IDI 1 HPA 1

This illustrates how their ongoing involvement was also influenced by a sense of obligation.

HPA / Women Empowerment

The findings demonstrate that the HPA program made a substantial contribution to women's
empowerment at the communal level as well as on an individual basis for HPAs. Increased self-
assurance, decision-making skills, financial independence, and social recognition were all indicators
of empowerment.

HPAs emphasized that their participation in community service increased their self-assurance in
decision-making and communication. They were able to connect with other households, give advice,
and speak in front of others. One of the main parts of empowerment was this shift from a more
limited role to a community presence.

This change was clearly stated by one HPA:

“Before, my husband didn't easily let me leave the house or mix with people. Once I explained, he
became aware. Now there's no risk or problem.” IDI 1 HPA 1

This shows how their role made them able to overcome both personal societal obstacles.

Empowerment was seen by the program staff as one its major results, programme officer emphasised
that the programs’ objective included improving health outcomes as well as giving women the
opportunities to work, learn new skills and take leadership roles in the community. The program
employees stated that empowered HPAs could have an influence on other women. As their visibility
and confidence improved the HPAs became a sign of role models for other community members.
As a consequence of this more and more women were motivated to participate in the events, apply
healthier habits and take part in discussions in the community gatherings.

This broader effect was described by one program staff member:

“People see that a woman is running a business and selling various products. They think, "If she
can do it, why can't I?" It creates a mindset of "'l can do this too.” KII 6 CBP

This shows how empowerment influenced the larger community.

Operational and Community Challenges

Although HPAs had a positive influence on the community, their work was hindered by a variety of
operational and community challenges. These challenges started from both the community/mother’s
side and the service delivery/HPA side. When considered collectively, they highlight the program’s
practical implementation and sustainability challenges.

Operational challenges were regular and regularly linked to the characteristics of the fieldwork from
the HPAsperspective. The HPAsstated difficultiesrelated to time management, encompassing large
areas and ensuring all households got regular visits. It was not always easy to maintain consistency
across all the households because their work required consistent movement and involvement in the
community.

The reluctance from community side was stated by one HPA:
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“Many people didn't understand and thought the products were supposed to be free. Sometimes |
even sold items at a loss just to build the habit.” IDI 11 HPA 2

This shows that the community’s reluctance was a hindrance to their work that had to be gradually
eliminated.

From the perspective of mothers, most of the hindrance had to do with including the recommended
activities into their everyday habits. Even though the mothers acknowledged the advice given by the
HPAs, they sometimes found it difficult to consistently follow it due to situational, economical or
personal limitations. Bringing a change in personal habits was an additional challenge. It wasn’t
always easy to give up old habits in order to take on new ones. Mothers needed regular direction and
reminders for the new habits to become a part of their daily routines.

One of the mothers stated this difficulty as follows:

“They (HPA) come and call us. Sometimes we are busy with work and can't come on time.”
IDI 15 Mother 2

This shows how real-world constraints had its impact on behaviour change.

Performance and Monitoring of HPA

There is a significant connection in the program staff’songoing monitoring and supervision of HPAs
with their performance. Along with monitoring their actions, tracking was used to direct, assist and
enhance their regular efficiency in the community.

As stated by the program staff, monitoring was a methodical and continuous process. Staff members
regularly kept track of HPA operations to ensure that the duties were being done correctly and
consistently. This required making sure that the HPAs were regularly visiting homes, providing
precise health messages and continuing to interact with the community. To make sure that the
program’s objectives were being achieved and to help sustain quality of service monitoring was done
regularly.

One of the program staff members stated this as follows:

“We monitor them daily to see if they have gone to the field and if they are facing any problems.’
KIl 1 Program Manager

This shows the correlation between monitoring and performance.

’

The HPAs performance was being measured by the program staff based on their level of
involvement, efficiency and reliability in the community. This included metrics like how regularly
HPAs went to households, how comfortably they relayed health messages and how they engaged
in active interaction with the mothers in the community.

In addition to this, regular tracking made it feasible for program staff to recognise and encourage
good performance. When the HPAs performed in a good way, they got encouragement and good
feedback which helped them stay motivated. To improve any problems program staff may take
over early and provide positive feedback.

To emphasize on importance of supervision another member of program staff stated:

“For now, they are doing everything because we are monitoring them.” KII 6 CBP

This shows how continuous monitoring made it possible for HPAs to be in line with the program
objective.
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HPA effectiveness was largely developed through relational processes, particularly the mechanism
for building trust for HPA and the strengthening of system linkage. These findings are consistent
with research on community health workers (CHWs) showing that repeated interpersonal
engagement, responsiveness, and obvious benefits of advice helped bring trust. The results show
that consistent face-to-face interaction and perceived credibility are crucial for community
acceptance and behavior change (Glenton et al., 2013; Kok et al., 2015). At the same time, the role
of HPAs as connectors facilitating referrals, follow-up, and navigation of services reflects
established evidence that effective CHW programs rely on strong integration with health systems to
extend impact beyond health education alone (Perry et al.,, 2014). When compared to previous
studies, these results show that trust and system linkage are mutually supporting mechanisms, where
trust improves uptake of referrals, while HPAs function in the community is further established by
successful service linkage.

To maintain their legitimacy and existence in regular community life HPAs maintain strong
relationships with the community by relying on face to face in person communication. Through
regular home visits, informal conversations and taking active part in regular social settings the HPAs
were able to transcend the initial introductions and be socially integrated into the regular community
life. This findingaligns with studies showing that community health workers efficiency greatly relies
on their ability to maintain regular communication with the community members and incorporate
into local social networks (Lehmann & Sanders, 2007). Similarly long-term acquaintance and
participation have a great influence on the gradual acceptance and possibility of positive behavior
change among the community members (Scott et al., 2018).

The entrepreneurial model of the HPA program helps to improve the sustainability and functionality
of HPA activities through the incorporation of revenue-generating possibilities with the community-
based health service delivery. By constantly coming in contact with the community households by
connecting small-scale business opportunities with health promotion the HPAs are able to be
economically stable and financially motivated. This helped strengthen their role in the community.
While talking about resource-limited setting this dual role of the HPAs is in line with studies that
financial incentive and regular livelihood support helps to maintain the retention, motivation and
performance of community health workers (Bhutta et al., 2010). Also, in addition to this merging
service delivery with access to necessary goods can have a positive impact on both the reach and
effectiveness of community-based interventions (Raven et al., 2015).

In this circumstance, the entrepreneurial model of the HPA program is impacted by a number of
contextual elements that influences how HPAs work and keep their positions in the community. For
persistent involvement, activities that generate revenue became important due to inability to
maintain steady revenue, need for livelihood security and limited financial resources among the
community members. At the same time the community’s requirement of easily accessible and fairly
priced health productsallowed the HPAs an opportunity tomerge business and service delivery. The
success of this model was also influenced by social acceptance and trust in the community, since
people in the community were more inclined to buy goods and follow advice from people, they
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thought were trustworthy and approachable. Program-level assistance, such as monitoring, supply
access, and training, was also essential in helping HPAs successfully handle their entrepreneurial
and health-related duties.

Limitations:

The study had several limitations that should be considered while interpreting the findings. First, the
small sample size(n=24) limits the generalizability of the results beyond the specific study setting,
In addition, the findings were highly context-specific and may not be applicable to other programs
or geographical locations. Selection bias may also have occurred, as participants who were more
actively engaged in the program or who had more positive experiences may have been more willing
to participate in the interviews. Furthermore, the study relied on participants’ recollection of past
experiences, which may have introduced recall bias.

6.1 Conclusion

This study adds to the growing body of knowledge on how community health workers can
sustainably promote behavior change at the community level. The major finding of this study is that
Health Promoting Agents were able to encourage positive behavior change by being consistently
present in the community, building trust, being accessible and engaging in regular interpersonal
communication. This study also shows that integrating entrepreneurship with health promotion
boosted HPA motivation, enhanced women’s empowerment, raised community acceptance, and
promoted the program’s sustainability. To strengthen these findings, more studies on the long-term
viability and scalability of the HPA entrepreneurial model in various geographical and sociocultural
contexts may be carried out in the future. It was important to carry out this study because it offered
valuable information about how community-based health promotion initiatives operate in actual
environments and illustrated the contribution of reliable female community workers to enhancing
health practices, strengthening system linkages and empowering women in the community.

6.2 Recommendations

This study corroborates previous findings which suggests that for sustainability of a CHW lead
program financial incentive is vital. To strengthen the programs overall efficacy, it is absolutely
essential to consider that income generation functions as a strong motivating factoras it can motivate
to improve engagement, accountability and sustainability of the community driven program. To
enhance visible change among the community members a reliable person from within the
community itself can be recruited which helps in promoting trust and uptake of interventions. In
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addition to this approaches that improves system linkages and help improve referral pathways for
the better continuity of care can be used. To make sure that the HPAs remain competent, confident
and efficient in their role, continued investment in their training and capacity building can be done.
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Appendix A: Data Collection Instrument
Section 1: General Information / Background

Participant ID:

Name:

Gender:

Age:

Educational qualification:
Occupation:

Years working in this community:
Interview date:

Interview start time:
Interview end time:
Interview location:

Phone number:
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e Signature:

Section 2: Background and Role within Healthy Village in Urban Programme
1. What were you doing before joining Healthy Village in Urban Programme?

2. What training did you receive before starting?
3. What motivated you most to join this work? (income / service / recognition / skills /
other)

Section 3: Community Engagement and Relationship Building
4. How do you first approach and introduce yourself to new households or mothers in

the community? (Probe: who introduces you, challenges at entry)

5. What strategies do you use to build trust and maintain good relationships with
families over time? (Probe: home visits, follow-up frequency, informal talks,
demonstrations, social events)

6. How accessible are you to community members when they need advice or support,
and how do they usually contact you? (Probe: phone calls, home visits, emergencies,
outside working hours)

7. How do community members perceive your role — as a health worker,
businessperson, volunteer, or something else — and how does this affect your
relationship with them? (Probe: acceptance, credibility, effect of selling products on
trust)

8. Canyou share examples where strong relationships helped you influence health or
nutrition practices — or situations where lack of trust made engagement difficult?
(Probe: success stories, resistance, lessons learned)

Section 4: Promotion of Maternal and Child Nutrition & Menstrual Hygiene
9. How do you educate mothers and families about maternal nutrition, child feeding,

and menstrual hygiene practices during your visits? (Probe: topics covered,
demonstrations, materials used, home vs group sessions)

10.What methods do you use to convince families to adopt recommended practices such

as exclusive breastfeeding, complementary feeding, handwashing, or safe menstrual

hygiene? (Probe: examples, persuasion techniques, repeat visits)

11. Through which platforms do you promote these practices?

e (Probe: household visits, courtyard meetings/uthan baithak, GMP sessions, schools,
clinics, word of mouth)

12.What changes have you observed in maternal or child nutrition and menstrual

hygiene practices in your community, and what challenges do you face in promoting these
behaviors? (Probe: success stories, cultural barriers, myths, resistance, supply problems)
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Section 5: Interaction with Health System and Community Structures

13. Do you collaborate with community health workers, clinics, schools, or local leaders?
e How do these relationships support your work?
14. Who do you usually interact with most (mothers, elders, leaders)?

Section 6: Sustainability, Enablers, and Challenges
16. What motivates you to continue working as an HPA, and what factors make it

difficult to sustain your work long term? (Probe: income, incentives, community
respect, workload, family support, burnout)

17.What kinds of support or resources from the programme or community help you
perform your role effectively? (Probe: training, supervision, supplies, product
availability, peer support, local leaders)
18.What major challenges do you face while engaging households or promoting
nutrition and menstrual hygiene practices? (Probe: refusal, cultural barriers, mobility,
safety, time constraints, financial limitations, trust issues)
19.In your opinion, what changes or improvements would make the HPA model more
sustainable and effective in your community? (Probe: incentives, workload, training,
recognition, system support, entrepreneurship opportunities)

Section 7: Perceived Impact of the HPA Model
19. What changes have you observed in mothers’ and children’s nutrition, hygiene, or

menstrual practices since you started working as an HPA?
20. In what ways do you think your presence and regular engagement have contributed
to these changes in the community?

21. From your experience, how effective do you think the HPA model is in improving
community health, and why?

Section 8: Recommendations and Scale-Up
22. Based on your experience, what changes or improvements would make your work as

an HPA more effective and easier in supporting families?

23. What strategies do you think could help HPAs engage more households and build
stronger trust across the community?

24. If this HPA approach is expanded to other areas, what should be kept the same and
what should be changed to ensure success?
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IDI GUIDE 1: BENEFICIARY MOTHERS
Objective
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To understand how beneficiary mothers experience, perceive, and are influenced by
entrepreneurial HPAs in adopting and sustaining maternal and child nutrition and
menstrual hygiene practices, with a focus on trust, accessibility, and relationship quality.

Section 1: Background Information

Respondent ID:

Age:

Education level:

Marital status:

Number of children (age of youngest child):
Occupation:

Interview date:

Interview location:

Section 2: Awareness and Initial Contact with HPA

1.

How did you first come to know about the Health-Promoting Agent (HPA) in your
area?
What was your first interaction like with the HPA?

o  What did she/he talk to you about?
What was your first impression of HPA, and how comfortable did you feel talking
with them at the beginning?

o  What made you trust her/him initially?

Section 3: Relationship, Trust, and Accessibility

4.

How would you describe your relationship with the HPA? (Probe: friendly, formal,

like an outsider)

Do you trust the advice and information provided by the HPA? Why or why not?

How comfortable do you feel discussing personal or sensitive issues with the HPA?
o Why?

How easy is it for you to contact or reach the HPA when you need help or have

questions?

Section 4: Nutrition and Menstrual Hygiene Practices
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8. Canyou describe how you currently feed and care for yourself during
pregnancy/breastfeeding and for your child? (Probe: exclusive breastfeeding,
complementary feeding, handwashing before feeding)

9. Has the HPA given you any advice or support related to nutrition? What changes, if
any, have you made because of their guidance? (Probe: specific behavior changes,
demonstrations, follow-up visits, reminders, product use)

11. How do you usually manage menstrual hygiene for yourself or adolescent girls in your
household? (Probe: type of materials used, washing/drying practices, privacy,
disposal methods, challenges)

12. Did the HPA discuss menstrual hygiene with you or provide any products or
information? How has this affected your practices or confidence?

Section 5: Perceived Impact and Value
12. Since interacting with the HPA, what changes have you noticed in your own health or

your child’s health and care practices?

e How helpful has the HPA been for you and your family? In what ways has their
support been most useful?

14. If the HPA were no longer available in your community, how would it affect you and
other mothers? Why?

Section 6: Barriers and Suggestions
e What difficulties or challenges do you face in following the nutrition or menstrual

hygiene advice given by the HPA? (Probe: cost, time, family influence, cultural
beliefs)
16. What could the HPA or the program do to support mothers like you better?

Closing Statement: “Thank you for sharing your experiences. Your views will help improve
how HPAs support mothers and children in this community.”

f3erer: eghaoyy
CREKISIGAVIECE
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KIT GUIDE: PROGRAMME STAFF / SUPERVISORS OF HPAs
Objective

To explore, through Key Informant Interviews (KII), how programme staff perceive,
support, and assess the role of entrepreneurial HPAs in engaging communities and
improving maternal and child nutrition and menstrual hygiene practices, including factors
influencing performance, accountability, and sustainability.

Section 1: Background and Role

Respondent ID:

Position/designation:

Years working with Healthy Village in Urban Programme:
Areas supervised:

Interview date:
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Section 2: Oversight of HPA Activities

1. How do you supervise and monitor the day-to-day activities of HPAs in your area?

2. What mechanisms are used to assess HPA performance and ensure accountability for
their work? (Probe:household coverage, behavior change outcomes, product sales
records, feedback from mothers)

3. In what ways do you provide guidance or support to HPAs when they face challenges
in community engagement or service delivery?

Section 3: Community Engagement and Trust
4. From your observation, how do HPAs engage with households and communities to

introduce themselves and promote nutrition and hygiene practices?
5. What factors contribute most to community trust in HPAs?
o (Probe: local residency, gender, communication skills, availability)
6. In your experience, how does the quality of HPA—community relationships influence
adoption of maternal and child nutrition or menstrual hygiene practices?

Section 4: Contribution to Nutrition and Hygiene Outcomes
7. Based on your experience, what changes have you observed in maternal and child

nutrition and menstrual hygiene practices in areas supported by HPAs?

8. How effective are HPAs in promoting menstrual hygiene, particularly among
adolescent girls and women?

9. How do you assess or measure the impact of HPA activities on nutrition and hygiene
outcomes? (Probe: reports, success stories, comparison between high- and low-
performing areas)

Section 5: Enabling and Constraining Factors
10. From your perspective, what factors or supports help HPAs perform effectively in

engaging communities and promoting nutrition and menstrual hygiene practices?
(Probe: training quality, supervision, incentives)

11. What major challenges or barriers limit HPAs’ ability to carry out their
responsibilities effectively?

12. How do programme design or system-level factors influence HPA performance and
sustainability, either positively or negatively? (Probe: policies, accountability systems,
coordination)
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Section 6: Women’s Empowerment and System Strengthening

13. In your view, how has the HPA model contributed to women’s empowerment both for
the HPAs themselves and for beneficiary mothers?

(Probe: income, leadership, decision-making)
14. How do HPAs link communities with health systems and local government

structures?

Section 7: Recommendations and Scale-Up
15. Based on your experience, what changes or improvements would strengthen the

effectiveness of HPAs in delivering nutrition and menstrual hygiene support?
16. What measures are needed to ensure the HPA model remains sustainable and
functional after external funding or intensive programme support reduces?
17. If this HPA approach is expanded to other districts or urban settings, what key
factors should be considered to ensure successful replication?

Closing Statement: “Thank you for your insights. Your perspectives are critical for
strengthening and scaling the HPA model within Healthy Village in Urban Programme.”
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Appendix B: Informed Consent Form

Information Sheet

Introduction: Hello my name is Rohan Gurung, and I come from BRAC. We are conducting a
study on the Healthy Village Urban Project in collaboration with Max Foundation, funded by
BRAC and Max Foundation.

Serial no.: [Protocol number]

Aim: To understand how entrepreneurial Health-Promoting Agents engage with communities to
support and sustain maternal and child nutrition practices within Healthy Village in Urban
Programme intervention areas.

Justification of participation: Because it provides evidence of the HPA model's efficacy.
Procedure: Procedure of data collection is a qualitative method which includes IDI and KII. The
survey will take place for 9 days. The interview will be audio recorded. Photographs may be taken
with consent.

Benefits of participation: There is no direct benefit but it will justify continued investment and
scale-up of community-based health promotion.

Compensation: Respondent will not receive any compensation.

Risk: No risk whatsoever will fall to the respondent.

Confidentiality and anonymity: Confidentiality and anonymity will be maintained by coding the
identification of the participants. Principal Investigator and Co-investigator will have access to the
personal information. Data will be stored on cloud-based software. Findings will be published and
shared in research journals. When findings will be shared nobody will be able to identify the
participants.

Nature of participation: Participants are free to choose to participate without any pressure or
coercion. Their decision will not create any problems for them. They can withdraw from
participation after data collection has been concluded.

Contact information: [Provide contact details of a person from the project they can contact if they
have any questions or concern] [Provide contact details of IRB]

If you have any further query about the research project, then please contact Rohan Gurung
through this phone number 01939-662404.
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For ethical concerns, can contact the Institutional Review Board: + 801993379512. Email: irb-
Jpgsph@bracu.ac.bd)
Consent Form

Title of the study: Entrepreneurs as Health-Promoting Agents: Community Engagement for
Sustaining Maternal and Child Nutrition Practices within the Healthy Village in Urban
Programme

If you agree to participate in this study, please confirm by putting your signature/thumbprint.
Thank you for your cordial cooperation.

(Note to investigator: Yes No

Please note that the items

below can vary from

protocol to protocol) Do

you give permission for

the interview to be audio

recorded? Please note

that at any point during

the interview, you can

ask the interviewer to

turn off the recording

device.

Do you give permission Yes No
to share your findings?

Do you give permission Yes No
to take photos?

Do you give permission  Yes No

to share the photos?

(If you need to contact the/collect data from the respondent again, need to state
here and ask permission...)

Do you have any Yes No

questions?

State the question

Interviewer name: Rohan Gurung Respondent’s name:
Interviewer signature: Respondent’s signature/thumbprint:
Date: Date:

WIS AN (AR QP2 8 WININF (TR ATAR | SN ISP 478 WH FIOTGHN
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Protocol Number: [(2TCOIPE NF<]
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