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ABSTRACT

Diarrhoea is a major problem in Bangladesh.  The primary cause lies in the lack of adequate sanitation and the high numbers of people who, as a consequence, continue to defecate in the open.  In a society which places high store by female modesty, this creates particular problems for women.  The low uptake of latrines may be explained by a combination of mutually re-enforcing factors.  

Arriving on the scene at the turn of this decade, Community-Led Total Sanitation (CLTS) offered a new approach that sought, simultaneously, to address all of the underlying causes.  In 2007, the authors were invited to carry out a study of its various trajectories.  This paper presents the results of an investigation of CLTS under CARE’s Nijeder Janyia Niijera.  
An introductory Chapter explores the background to CLTS and describes how the study was conducted.  Chapter 2 explains where Nijera works, provides background information about the area where the study was carried out, and introduces the two communities where detailed investigations were conducted.  Chapter 3 continues to set the context for what follows by exploring the earlier history of sanitation and diarrhoeal disease in the study area. 

The second part of the account, beginning with Chapter 4, describes how Nijera first promoted CLTS in the small community of Mostapur.  Chapter 5 then traces how the approach subsequently spread through the surrounding area, culminating in an account of its arrival in Kanpara, one of the final communities to get involved.  

The final part of the paper begins, in Chapter 6, with the central issue of impact, asking, in turn, how CLTS has contributed to the adoption of sanitary latrines, to the reduction in levels of diarrhoea, and to an improvement in livelihoods; and seeking to establish how impact has differed by social group. Chapter 7 then concludes by taking stock of what has been learnt, and by setting the Nijera experience in the context of preliminary findings from the other organisations studied in the other two cases.
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1. INTRODUCTION

Diarrhoea is a major problem in Bangladesh.  Many people die from it each year, and for many more it brings unnecessary suffering and financial loss.  The primary cause lies in the lack of adequate sanitation and the high numbers of people who, as a consequence, continue to defecate in the open.  In a society which places high store by female modesty, this creates particular problems for women.  

1.1 Why Open Defecation Persists

The low uptake of latrines may be explained by a combination of mutually re-enforcing factors.

People often do not understand the link between faeces in the environment and the transmission of pathogens to the water and food they consume.  Their views of sanitation are shaped, rather, by culturally bound notions of purity where what matters is the exclusion of faeces from the area immediately surrounding their homes.  

Many men actually prefer defecating in the open to using latrines, and it is they, rather than their wives and daughters, who hold the family purse strings.  Because most people defecate in the open, the practice is widely accepted, and there is no effective social pressure for it to be discontinued.

Latrines are regarded as prestigious consumption items that people only install as a part of more general process of improving their homes when they become relatively wealthy.  In combination with a lack of awareness of the availability of adequate low-cost designs, this feeds a general perception that they are expensive and effectively beyond the means of all but a small minority.  Even where people are motivated to act and aware of low cost options, some may still lack the required resources, including access to a suitable piece of land on which a latrine might be constructed.

Part of the blame for the persistence of open defecation can also be laid at the door of Government and other external agencies.  Sanitation has conventionally been harnessed to drinking water supply, which has held a much firmer hold on both official and popular imagination, and has consequently attracted the lion’s share of the available resources.  

Agencies have become geared to the provision of free or subsidized hardware, which has provided highly effective where people are already persuaded of the need for their behaviour to change, but have then used the same approach in their much smaller sanitation programmes, where the same motivation does not exist.  The prevalence of subsidy has also cultivated the mentality that sanitation is an official and not a personal responsibility.

1.2 The Response of Community-Led Total Sanitation

Arriving on the scene at the turn of this decade, Community-Led Total Sanitation (CLTS) offered a new approach that sought, simultaneously, to address all of these issues
.  Activities were devised to build communal awareness of the underlying causes of diarrhoea and to inculcate a collective desire to act.  Women’s views were actively solicited and they were given a central role in the identification of problems and solutions.  Rather than receiving subsidized hardware, people were provided with options enabling them to construct their own latrines.  The help of emerging “natural leaders” from communities who had already installed their own latrines was enlisted in promoting the new approach and supporting its adoption elsewhere.  Events were held to celebrate and publicise achievements and to bring local political leaders on board.

Starting with a small initiative launched by the Village Education Resource Centre (VERC) and WaterAid in a corner of the North-Western District of Rajshahi early in the year 2000, CLTS has now been taken up and adapted by several other organisations.  This has led to its spread to many other parts of Bangladesh, and more recently, to numerous other countries in the immediate region and further afield.

From the outset, IDS has taken a keen interest in CLTS and played an important part in supporting its progress.  In 2007, the authors were invited to carry out a study of its various trajectories and impact in Bangladesh, starting with VERC itself, and then going on to look at the alternative approaches devised by the Dhaka Asania Mission (DAM) and CARE’s Nijeder Janyia Niijera.  This paper presents the results of the Nijera investigation
.

1.3 Questions 

A series of closely interlinked issues will be addressed: 

· How CLTS has spread within and between communities, where it has taken hold and where it has not;

· The impact on health, income, education, social status, social capital formation and more general well-being; and how benefits have varied by socio-economic group;

· The sustainability of benefits, as evidenced by capacity to maintain, replace or improve upon latrines, and the continuing viability of organisations and more informal social relations activated in the introduction of CLTS.

1.4 How the Study was Conducted 

Preliminaries and Secondary Data

The study was planned in September 2007, during which visits were made to the Nijera head office, to one of its field offices, and to a small number of CLTS communities.  Data collection and preliminary analysis was then carried out over an two-week period during November.

Abu Naser and Enamul Huda from the PRA Promoters Society, Bangladesh and Mick Howes led the team, supported by four specially recruited field researchers.  Additional help was provided by a combination of field and more senior Nijera staff.

We began by reviewing documentary sources relating to the overall approach followed; to how this had evolved over time; to geographical coverage; to staffing and other resources; and to impact (to the extent this had already been investigated)
.  Preliminary exercises were then conducted with staff to fill gaps and seek supplementary information.

Next, we identified study locations.  The scale and nature of the investigation, together with simple logistical constraints, effectively precluded the use of a random procedure and a purposive approach was therefore followed.  The first step was to identify a single Upazilla (administrative sub-district), where a mature version of the CLTS approach employed could be observed, and where operations had been continuing for a sufficient period of time for impacts to be observed.  The choice was ours alone and would not necessarily have been selected by Nijera 
Secondary data were then reviewed and advice sought to choose two contrasting residential communities (para) for detailed investigation, taking into account local variations in physical environment, in socio-economic conditions and in CLTS approach.  Building on the available secondary sources and working with local staff, the different steps in the process of introducing CLTS were reconstructed, and the amount of time devoted by different actors to each step recorded, together with any difficulties that may have been encountered.

The PRA and other materials generated in the course of the exercise were identified and used to check the results of the process reconstruction.  These included social maps; lists of households and well-being ranking; plus faeces flow-charts and calculations.

Primary Investigations

Preliminary visits were made to each of the selected communities, during which team members familiarized themselves with the lay-out of the para, checked the social map and name list, collected outline information about kinship and wider social groupings, and held a short meeting to explain the purpose of the work and make arrangements for subsequent exercises.  On this occasion, they were accompanied by Nijera field staff, who made the necessary introductions; but for all subsequent visits the team went go by themselves.

The main part of the work then began with a survey dealing with latrine design and use.  In each community, households were first listed in well-being rank order with every fourth name being selected in order to ensure that the sample was broadly representative of the population as a whole.  Next, working with key informants, a para timeline was constructed which sought to relate key general events to the more specific developments taking place in relation to water and sanitation.

Seasonal calendars were then prepared to determine and account for levels of diarrhoeal disease in the pre- and post-intervention periods, to see how these varied between men, women and children, and to determine wider social and economic impacts.  Similar exercises were conducted with a cross-section of the local providers of medical services and suppliers used by community members.  

Finally, key informant interviews were conducted with leading and centrally involved individuals within the community, and at various higher levels, in order to further flesh out the picture of process initially constructed with staff, to explore the functioning of committees and other involved institutions, and to delve further into impact.  Findings from different sources were then cross-checked against each other and, wherever possible, also validated by visual inspection and observation.  

1.5 Representativess and Reliability of Findings

At the conclusion of the two-week investigation, preliminary results were first presented to staff from the area in which work had been conducted.  Representatives from other offices were then invited for a meeting at which findings were reviewed and significant variations between areas identified.  The final step was a national meeting in Dhaka, attended by senior representatives of each of the three case study organizations and other interested parties, at which key findings were presented for critical review and an opportunity again afforded to explore variations between the study locations and other parts of the country not covered by our investigation.       

It will be clear from what has been said that the approach followed is thematically quite wide-ranging and the overall orientation rather qualitative in nature.  The small number of situations investigated and the absence of rigorous sampling procedures in the selection of study locations or individual informants inevitably means that the results produced cannot meet rigorous formal standards of proof.  Our intention, given the fairly complex nature of the matters under investigation and the relatively limited resources at our disposal, has rather been to tell a story that is consisted with the facts as we observed them, which might in turn assist others to identify hypotheses for more rigorous and focused investigations.  

1.6 What Follows

Chapter 2 explains where Nijera works, provides background information about the area where the study was carried out, and introduces the two communities where detailed investigations were conducted.  Chapter 3 continues to set the context for what follows by exploring the earlier history of sanitation and diarrhoeal disease in the study area.

The second part of the account, beginning with Chapter 4, describes how Nijera first promoted CLTS in the small community of Mostapur.  Chapter 5 then traces how the approach subsequently spread through the surrounding area, culminating in an account of its arrival in Kanpara, one of the final communities to get involved.  

The final part of the paper begins, in Chapter 6, with the central issue of impact, asking, in turn, how CLTS has contributed to the adoption of sanitary latrines, to the reduction in levels of diarrhoea, and to an improvement in livelihoods; and seeking to establish how impact has differed by social group. Chapter 7 then concludes by taking stock of what has been learnt, and by setting the Nijera experience in the context of preliminary findings from the other organisations studied in the other two cases.


PART I: THE SETTING

2. NIJERA AND THE STUDY AREA 

2.1 CARE and the Genesis of Nijera

CARE in Bangladesh

CARE is an international NGO that operates in more than 70 countries.  It began work in what is now Bangladesh in the 1950s.  It first focused on providing disaster and emergency relief, but in the decades that followed, the emphasis switched to development activities.  From the early part of the present decade, it has embraced a Rights Based Approach (RBA).

The Precursors of Nijera

Nijera’s origins may be traced back to two development projects starting in the 1990s.  The first worked through farmer field schools to promote rice fish culture and ultimately became known as GO-Interfish (GO-IF).  The second, Shabgei, used a similar approach to promote homestead vegetable cultivation among landless women. Both were funded by DFID.  

A Social Development Unit (SDU) was established as a part of GO-IF in 2002 with an expatriate Co-ordinator and four staff recruited from within the project.  Its purpose was to conduct and commission studies that would provide a better understanding of the context within which programming was taking place that could be use to assist in implementing the new RBA approach in CARE Bangladesh as a whole.  Shortly after its foundation, it became part of the Rural Livelihoods Programme (RLP), which was formed by the merger of GO-IF and Shabgei.  Under RLP staff were encouraged to move beyond their original brief and to experiment with a wide range of activities they themselves identified.  These experiments continued until RLP was terminated in the middle of the decade, and most of the staff were laid off.

Staff and Training

Nijera was created in 2004 as an action-learning project under the continuing SDU as RLP began to phase out.  Its guiding objective was: “to promote the self-realisation of poor rural women and men, to help them articulate their own vision of development, and to strengthen their capacity to act in pursuit of their self-defined goals” (CARE 2005a).  

To begin with, it recruited 20 of the most outstanding RLP field staff.  A further 10 were then transferred when RLP was finally wound up a year later, bringing the total to 30.  

Staff members were prepared for their new roles at a three-week workshop in September 2004 at which Kamal Kar was the main facilitator.  It was he that introduced the concept of CLTS and suggested that it should be used as an entry point into communities out of which a range of more location specific pre-poor activities might subsequently be developed.

The proposal appeared attractive.  CLTS was relatively un-political and appealed to all classes.  It was fairly easy to accomplish and could therefore be used to build confidence.  It required cross-community collaboration and built solidarity.  It brought considerable health, financial and wider social benefits to a community within a short period.  It instilled a sense of collective accomplishment and pride (CARE 2005b).  For all of these reasons it was quickly adopted.  

2.2 Where Nijera Works

RLP operations had mainly been confined to the North-Western part of Bangladesh, with a smaller outpost in Chittagong in the South-East, and Nijera continued to work in the same places.  To start with, in 2004, five teams were formed, each comprising 3-5 members.  One covered selected communities under two adjacent unions
 in Chittagong.  Two were based in separate Upazilla under Dinajpur District, each of which operated in sub-sets of communities falling under single Unions.  The two remaining teams worked in Gaibanda and Rangpur Districts, with each again confining their activities to single Unions.  Three further teams were created in 2005.  One opened up a second Union in Gaibanda, whilst the others were made responsible for new Unions falling under Lalmonirhat and Nilphamari Districts.  For further details see table 1.

2.3 The Study Area: Environment and Economy 

The research team chose to carry out its field investigations in the Union of Rajendrapur, under Rangpur District
, where Nijera had confined its operations to all of the communities falling under a single Ward.    

The Union is one of 17 falling under Rangpur Sadar Upzilla.  This contains the town of Rangpur, which is the administrative headquarters for the North-western region of Bangladesh.  As such, it is home to a number of Goverment offices, as well as a University and a range of public and private medical facilities.

Communications

The distance from the town to the nearest point of the Ward is about four miles.  The road is metalled and crosses the Ghagat river, which forms the eastern boundary of the Union, on the way.  By motor vehicle, the journey takes about 15 minutes.  The Union extends for a further two miles further to the west, beyond which lie an extensive and very low area of beel (seasonally flooded water bodies).  The average distance from north to south is about a mile, giving a total area of about two square miles.  The ward is entered by an un-surfaced (kacca) road that branches off the surfaced road, and in turn leads to a number of smaller tracks and pathways running down to the individual communities.

Agriculture and Settlement

As is typical of much of rural Bangladesh, the land is low-lying and mainly double-cropped, with a main monsoon season amon rice crop followed by irrigated boro rice or wheat, and with some tobacco also cultivated at this time of year on higher land.  Communities (para) perch on the small areas of slightly higher land between the paddy fields.  The ward where Nijera works has 18 para in all. 15 are Hindu, whilst three, clustered together in the western area, are Muslim.  In all there are a little more than 800 households, and the total population would therefore be in the region of 4,000.

Population

The largest para has more than 100 households and the smallest only 18.  The average size is about 50, which equates to a population of 250.  Communities in the central belt tend to be rather smaller than those in other parts of the Ward.  

As well as coming in different sizes, para also exhibit significant variations in wealth.  The proportion of poor households, defined broadly as those with little or no agricultural land of their own, varies from as little as 24% (Shaimara) to as much as 72% (Nara Sundar) around an average of 51%.  The better off communities are mainly clustered to the west of Union.  Poverty does not appear to correlate with size and para may be found that are big and comparatively well-off, big and poor, small and relatively well-off, and small and poor.

Political Influence

Primary elites, defined by Nijera as those with a significant capacity to influence events at Union level, are only found in two para, Naya (which is Muslim) and Daintara (which is Hindu).  These adjoin each other to either side of the surfaced road that connect the union to Rangpur, and, despite their influence, still both have a relatively high concentration of poor people.  Two less influential secondary elites are found in adjoining communities, leaving the other para with no-one of any real influence at all.  So taken as a whole, the ward is both relatively poor and relatively lacking in political influence, and this is largely why Nijera opted to work there. 

2.4 Mostapur: Livelihoods and Social Relations

Nijera elected to start its operations in Rajendrapur at Mostapur, a large Hindu community to the extreme east of the Ward.  This was chosen partly on account of its poverty and suitability for addressing the rights-based issues with which the project was concerned.  Another consideration was that it was well known to one of the team members, who had previously worked with an FFS there under the GO-IF project.  It also seemed a good place for us to begin our own investigation.

Mostapur had been founded some 200 years previously and was named after one of the several ponds around which the community has developed.  The visitor enters the para by a small path that branches westwards from the kacca road forming the ward boundary, and then runs on for a few hundred yards before arriving at the primary school.  Household compounds cluster in small groups around it and the series of smaller tracks that split off to either side.

Social Composition

All Mostapur households regard themselves as members of the same somaj or society, which implies certain common responsibilities.  But for most purposes, the para may be divided into six smaller, probably kin-based entities known as doshon ghoti.  Each has its own temple, a recognised leader, and commonly agreed rules.  All express their unity through collective participation in the marriages and funerals of their members.  The institutions also provide a preliminary forum for the consideration of internal disputes and have the power to exclude those who offend against commonly held values.  Five of the doshon ghoti are linked in a broader cluster that celebrates the Durga Puja festivial together, whilst another is linked more strongly to a group from a neighbouring community.

Differences in Wealth

None of the households possess large amounts of land, with the biggest holding being only about 10 acres.  Local people categorized five, with have holdings in the 4-10 acre range, as relatively rich.  These households typically own key pieces of agricultural equipment such as shallow tube-wells and power tillers.  Some may also have income from service occupations outside the community.  A further 22 households, have enough arable land to feed themselves adequately throughout the year and are identified as middle status.  Many in this category will rely on small businesses for a part of their livelihood.

The largest group, made up of 58 households, is identified as lower middle or poor.  They own only homestead land, and most rely mainly on sharecropping in the land of others or on agricultural labour.  Others may be masons, carpenters or rickshaw-pullers.  These households are unable to secure sufficient food to meet basic nutritional requirements, only taking three meals a day for less than half of the year.  Things are particularly hard in the two-month period from mid-September that precedes the amon harvest.  Many also encounter difficulty in March and April before the boro harvest begins.  Finally there are 20 extreme poor households, who have no land at all and must rely almost largely on labouring, perhaps sometimes combined with the sharing in of cattle.  

Whilst there are some differences in wealth between doshon ghoti, each contains members of different classes, and the wealthy and middle groups are spread fairly evenly across the community as a whole.

2.5 Kanpara: Livelihoods and Social Relations
Kanpara is a Muslim community to the western side of the Ward and was among the last to be included in the CLTS process.  It was chosen as the second community to be investigated because of the contrast it offered to Mostapur.

Some of the surrounding land is a little higher here, which allows more extensive cultivation of winter vegetables in addition to tobacco.  Its layout is similar to Mostapur, but with only 70 households, it is significantly smaller.  In overall terms it is also roughly at the same economic level, which is reflected in a similar pattern of livelihoods, although there are slightly fewer households at the richer and poorer extremes, and a correspondingly larger proportion in the middle and lower middle strata.  For further details see table 3.1.

Socially, it is rather more fragmented, with eleven identified, lineages (gushti), each of which is largely clustered in its own neighbourhood.  Although conclusive evidence could not be obtained in the time available, it also appeared that there was a closer association between lineage membership and relative wealth than in Mostapur.

3. WATER, SANITATION AND DIARRHOEAL DISEASE BEFORE CLTS

The previous chapter sketched key features of the economic and social landscape into which CLTS was to be introduced.  But a proper assessment of CLTS impact also requires some appreciation of earlier water and sanitation interventions, of the legacy they left, of the nature and extent of diarrhoea as a problem, and of the way in which people accounted for it.

3.1 Earlier Levels of Diarrhea 

The earlier part of the story in our two study communities, in common with what was going on elsewhere in Bangladesh, is heavily dominated by attempts to improve drinking water supply
.  In the period before the independence of Bangladesh in 1971, the best available source was open wells, but these were not accessible to everyone all of the time, and people would sometimes use ponds and other open water sources.  Whilst it is impossible to quantify, it is probable that this contributed to relatively high levels of diarrhoeal disease, accompanied by periodic deaths, especially among infants.  

But, what is also clear is that the problem became much more severe in certain years, especially those associated with high levels of flooding.  It was not possible to collect time series data in Rajendrapur, but a set obtained from the Upazilla health centre in Hatibanda, where another organisation case study was carried out, give a clear sense of the level of variation that might have taken place
.

3.2 Earlier Water and Sanitation Initiatives

Drinking Water

If things were bad before independence, they were to become a good deal worse in its immediate aftermath.  The Pakistan war saw much of the Hindu population flee across the border to India.  When they returned, they found many of their wells destroyed, and were forced to rely, for a time, almost exclusively on open water sources.  

But gradually wells were re-established, and the years that have followed have witnessed a steady improvement.  The first privately owned hand-tubewells soon began to appear, and over the years, with the support by government subsidies, more and more were adopted, until a point was reached where all households enjoyed easy access, and open wells virtually disappeared from the scene.  The virtual elimination of pathogens from drinking water sources seems likely to have reduced levels of diarrhoea very substantially, although the precise effect again cannot be quantified.   

Oral Re-hydration Therapy

The next important breakthrough came in the late 1980’s, with the arrival of the large national NGO BRAC in the area.  Alongside its core credit programme, BRAC worked through its groups to provide some poor and landless women with hygiene education for the first time.  Critically, it also introduced low-cost saline solution that could be used for oral re-hydration therapy (ORT) when a diarrhoea attack occurred.  This importance of this innovation was quickly recognised, and other NGOs and Government agencies soon began to promote it as well.  As a consequence, a point has now been reached where there can hardly be a household where ORT is not understood and practiced.

ORT has no effect on the level of diarrhoea as such, although the hygiene education may have had some impact here.  But what it does, is to very significantly reduce the length of time taken to recover when an attack occurs.  This, in turn, reduces the cost of treatment, whilst cutting the time that the sufferer or carer loses before being able to return to productive work.  The precise extent of any economic benefit will depend on the opportunity cost of the time that would otherwise have been lost, which in turn will vary from one person and from one period of time to another, but are clearly substantial.  We shall return to this subject in more depth in Chapter 6.          

Sanitation

In the decades leading up to the 1990’s, as Government programmes had continued to focus largely on the subsidised provision of safe drinking water, much less emphasis had been given to sanitation.  Partly as a result, the great majority of people had no latrines and continued to defecate in the open.  The only exception was a handful of generally wealthier households, who might have installed a latrine when making other improvements to their homes.  

But even in these instances, it was clear that behaviour was driven more by considerations of status than by any appreciation of or concern with sanitation per se.  This was illustrated by a household living outside the CLTS area, that was encountered during the research and who, at considerable expense, had installed a modern latrine, but with a pipe that then discharged directly into the adjoining pond.

The first significant development came in 1995 when the Union Council began to distribute some free ring-slab latrines under a Government programme.  But the numbers were only small and the recipients almost exclusively better-off households who would easily have been able to purchase their own latrines.  Half-hearted attempts were made to supply latrines of the same design to poorer households from 2001 and onwards, but few still actually ended up in the hands of those for whom they were officially intended.

Alongside these official initiatives were a series of similar NGO schemes.  In certain places, BRAC is known to have obliged recipients of its loans to take a part of the sum in the form of supplied latrine components, and this certainly occurred to some extent in Rajendrapur.  CARE itself had also been marginally involved. In 2002, during the period of experimentation ushered in as a part of the move to a rights based approach, a GO-IF partner NGO had purchased and distributed 18 latrines, of which only two were apparently installed.  This may have been a bad example, but what is known about other cases of distribution suggests that it was not particularly extreme.  

The consequence was that when Nijera began to promote CLTS, it was not writing on a clean sheet of paper.  The starting point, rather, was one where people thought of sanitation as something that was not their own responsibility, and where their perceptions were clouded by an earlier history of interventions that had not worked.  These represented sizeable obstacles that any new programme would first have to overcome.

Hygiene Awareness

The final element in this account is provided by a series of fairly recent initiatives to raise hygiene awareness.  Some of these have involved the network of Government run local health-posts, which has expanded significantly in recent years.  Videos have also been shown on large screens at local markets, whilst the connection of growing numbers of homes to mains electricity supplies has established another important channel for the transmission of messages.  BRAC and other NGOs have also continued to work in this area.

Levels of Open Defecation

All of this will have made some difference in addressing the underlying causes of diarrhoea.  But the stark fact remains that, before CLTS, none appears to have had much impact on open defecation, and the major continuing threat to health that this posed.

Enquiries in Mostapur indicated that only two rich and three middle class households, equivalent to 5% of the total, had sanitary latrines before 2004, with a further three rich and five middle (8%) having non-sanitary versions where faeces were not safely confined.  No poorer households had latrines at all.  (See table 2.1 for further details).  

This meant that at least 87% were engaging in open defecation, and that of those that did not, only a minority were disposing of their faeces safely.  In Kanpara, it was difficult to gather such detailed information.  But it was clear again here that only a small minority of comparatively better-off households had any latrines; that not all of these were sanitary, and that levels of open defecation were, if anything, marginally higher at something approaching 90%.

3.3 Perceived Causes of Diarrhoea

Why was open defecation so prevalent?  The importance of drinking water quality to the avoidance of diarrhoea was, by then, quite widely understood.  There was also some recognition that rising water levels from April/May onwards could cause such latrines as previously existed to flood and lead to the contamination of ground water, especially in lower lying locations.  But most of the explanations that local people have given for diarrhoea focus on the types of food consumed at different times of the year, and on problems in its preparation and storage.
High Temperatures and Food Storage

High temperatures from February/March through to April/May were believed to have a number of effects.  People became dehydrated more easily and more prone to stomach upset.  Germs were more prevalent.  Food kept after being cooked deteriorated to the point where it could become unsafe to consume more rapidly than at other times of year.  If it was not properly covered, the high levels of dust also left it more vulnerable to contamination.  Continuing into the rainy season, the abundance of seasonal fruits, some of which fell to the ground and rotted, created conditions in which flies could proliferate and spread infection.  Low temperatures, from December to February triggered an increase in pneunomia and the loose motion with which this, in turn, is associated.

Seasonal Variations in Diet

Seasonal variations in diet could affect exposure to risk in a variety of ways, with the poor and women most likely to be affected.  At times of year when food was short, especially in the period preceding the main harvest, people might eat only once a day, and then consume too much, suffering, as a consequence, from indigestion.  

They might be forced to eat inferior types of food, including poor quality rice, low quality wheat and maize powder based products, or types of spinach, which were more likely to cause stomach upsets.  The poorest, in particular, might be obliged to accept offers of “wasted food” that better off families had kept beyond the point where they are prepared to consume it themselves.   

The shortage of other types of food during certain periods, led to the consumption of small and salted fish, which were said to be more likely to cause diarrhoea, and which rotted more rapidly than other foods if kept.  When the most difficult times were past and food temporarily became more abundant, some might be tempted to over-eat and then suffer as a result.  There was also said to be a particular problem with jackfruit, which was most available from April to June.

Keeping Food Too Long

There was a widespread tendency, born of convenience and other factors, to cook and then to keep food for some time before consumption.  When women were especially busy, food might be prepared in the morning and then stored until evening, and in certain instances might even be kept over a period of two to three days.  In the winter, there was a widespread preference to cook at night and to retain a part of the meal for the following morning.  Small fish, which are most abundant at the peak of the rainy season, might be caught at night and then kept until morning before being cooked.  In each instance, the risk of contamination and of infection increased.

Seasonal Factors Affecting Children

Finally, there were seasonal factors that particularly affected children.  When food was short the smallest were especially vulnerable, sometimes being fed fish and vegetables for want of more suitable alternatives, and on other occasions becoming infected through their mothers’ milk.  Their slightly older siblings were tempted to eat the unripe mango that first appeared in March/April, and were prone to infection through eating with dirty hands, especially when the rains begin and they played in the mud. 

The Significance of Perception

What all of this indicates, is that whilst people were not unaware of notions of germs and infections, or of the link between these and pathogens in the environment, many other explanations for diarrhoea were available which tended to exercise a greater hold on the popular imagination.  This helped traditional notions of purity and cleanliness, where what mattered was the exclusion of faeces from the immediate area surrounding a homestead, to win out over more scientific view of what might be appropriate behaviour
.  

But, at the same time, it should be recognised that all of the factors people mentioned did, indeed, have some explanatory value, although in the time available it was difficult to determine how much diarrhoea they actually caused and how severe attacks emanating from them might have been.  The presence of other causes of diarrhoea that cannot directly be addressed by the installation and use of sanitary latrines is another complicating factor that will need to be taken into account when considering what the impact of CLTS might have been.      

3.4 Levels of Diarrhoea 

So how much diarrhoea was there before CLTS was introduced?  First of all, it is important to ask what it is.

Types of Diarrhoea

Diarrhoea is commonly understood as frequent and watery bowel movements, but covers a range of conditions with different causes and symptoms.  It most commonly occurs as a result of viral infections, but may also result from exposure to bacteria, and less commonly arises as a result of other illnesses. It may be accompanied by blood in the faeces, which is sometimes described as dysentery, or by vomiting, which may indicate cholera.  The condition may be acute and persistent or of shorter duration.  

Local people recognise different symptoms, but in the time available to carry out the study, it was not possible to arrive at a very good understanding of the various terms used, the precision with which these were deployed, or the extent to which different parties shared a common understanding of their meaning
.   This will inevitably compromise subsequent attempts to establish what previously levels of diarrhoea were and how these might have changed.

Incidence of Diarrhoea

Keeping this is in mind, the results obtained in the two communities may now be considered.  

In Mostapur, data was collected in a seasonal calendar exercise that was cconducted jointly with men and women and referred only to the overall situation in the community.  

Here, it was reported that November to February were the worst months pre-CLTS, although these generally emerge as fairly light months in other locations where studies were carried out.  April/May emerged as the second worst period.  The rainy season, which is often seen as the worst time elsewhere, lay in the middle of the identified monthly range of cases.  

The total number of cases for a typical year prior or CLTS was estimated, at 3000, which is equivalent to about 28 per household or five per person. 

In Kanpara, separate data were collected from men, women and medical practitioners, but in each instance the point of reference was again the community as a whole.  

With men, several months emerged as equally seriously affected: including the hot period from March/May, through to June and July, when the rains peaked. The period from November to February were said to see the lowest levels.  

With women, the overall level reported in the pre-CLTS period is similar, but the seasonal pattern is somewhat different. March-May was said to show the highest incidence with rather less in the rainy season.  

Like men, medical practitioners reported a peak in the rains from June/August, as well as in December/February, which corresponded to what was said in Mostapur.  

Both men and women said the total number of cases for an average year was about 1200, which equated to a significantly lower 17 incidents per household, or approximately three for each individual
.

Accounting for Discrepancies

It is difficult to see how such different results could arise from two communities located only a short distance away from each other and experiencing broadly similar environmental conditions.  By contrast to the other cases investigated, Nijera only worked in a single Ward, so official Union level data would not have been very helpful here as a means of determining impact.  Upazilla data would have been even more problematic since the community lies close to Rangpur with its relatively advanced medical facilities that are used by large numbers of people from non-CLTS areas and has no dedicated Upazilla hospital as such.

But rather than go into explanations for the apparent discrepancies here, a discussion will again be deferred until the question of CLTS impact is considered in Chapter 6.


PART II: HOW NIJERA APPROACHED CLTS

4. STARTING IN MOSTAPUR

As noted earlier, Nijera selected Mostapur as its first field site partly because the community was well known as a result of a FFS having been established there under the earlier GO-IF project. Coincidentally, with 105 households, it was also by some way the largest para in the Ward.

The location was used to develop procedures that would subsequently be used as the programme grew and spread.  Various techniques were developed to build an analysis of social conditions and trends that would provide a foundation for supporting livelihoods, whilst building a sense of solidarity within the community. The data generated provided a valuable source for our own study, and to the re-construction and interpretation of the events that may now be described.

4.1 Initial Contact

Initial contact between Nijera and the community was made over a period of four days during September 2004, shortly after the newly recruited staff had completed their initial training.  

The team member who had worked in the para before introduced his male and two female colleagues, and the team then began by re-constructing the history of the para, and familiarizing themselves with its different groups.  More detailed discussions were then conducted with three leading individuals to gather additional data on livelihoods, education and social relationships, and to form a preliminary impression of what the community itself regarded as its major problems. Those who had taken part were then asked to call a meeting where the community as a whole could be represented, and this was scheduled for a few days later on 30th September.

4.2 Ignition Meeting

The meeting was held on a large open space adjoining one of the temples and began around 10.00 in the morning.  The four team members facilitated the event, with the Nijera co-coordinator and the team leader present as observers.  More than 150 people, drawn from all sections of the para, attended.  Proceedings got underway with a fairly short discussion of the problems the community faced, during which it was confirmed that open defecation was a key issue.   

People were then asked to make a large map of the para on the ground.  Using rangoli powders, a small number of representatives marked pathways, temples and other significant landmarks, with others calling out advice.  Whilst this was going on, another group wrote the names of all the households in the community on separate cards and these were then placed at appropriate points on the map.  Next, households that already had latrines were identified and again marked.  Finally, those who had been most active in preparing the map were asked to take yellow powder and indicate the places where open defecation took place.  

This generated a good deal of discussion and provided an opportunity for women, in particular, to vent their frustration at the lack of latrines and the problems that they suffered as a result.  All this took more than an hour, and later three volunteers made a copy on a large sheet of paper that could be kept and used later to monitor progress.

The next step was to calculate the quantity of faeces the community was producing and to prepare an impact flow chart to show the consequences that followed from open defecation.  Further discussion ensued, much of which focused on the issue of how much latrines would cost and whether people could afford them.  At this point, a picture of a VERC direct-drop latrine with a plastic pan was drawn to show that low-cost options were available.   

Next, people were asked to select a committee. 13 names were put forward, representing all doshon ghoti and neighbourhoods, and drawn pre-dominantly from households of the middle and lower-middle well-being ranks
.  Five were women. This newly formed body then sat immediately with the facilitators to discuss how to proceed.  Inspired by what had taken place earlier, ideas for new low-cost designs were put forward, plans to start work immediately were developed and ways of helping those who might not be able to manage by themselves were explored. 
4.3 Early Adoptions

The next morning a carpenter, who was one of the committee members, began work.    Visiting a local bazaar, he found a plastic pan and pipe on offer for110 taka.  By arguing that many others would be following his lead and that a lot of business would be coming the trader’s way if he agreed, he was soon able to negotiate the price down to 90 taka.  Within a short time, he had dug and installed his own design of off-set latrine, complete with a bamboo-lined pit, a gas pipe and a mud and two-brick floor.  A second adopter - a mason who chose a similar design but opted for a more durable concrete floor - then followed almost immediately.

As this was happening, during the four or five days following the meeting, committee members were busy visiting the households in their own parts of the village, identifying who was in position to proceed by themselves and who would require some form of assistance.  Within the first week, ten new latrines had been installed, and eight more followed in the second week.  These early adopters were mainly drawn from the ranks of the rather better-off, but included some representatives of all social classes.  

4.4 Diverse Designs

From the outset, it was evident that people were making independent decisions about the designs that best suited their own circumstances.  Most opted for offset, but a minority selected direct drop.  Pits were usually dug to a depth of 5-6’, but some went down as far 20’.  Some opted to line their pits with concrete rings, whilst others, in almost equal numbers, went for bamboo or a combination of bamboo and polythene.  Concrete pans were used in some instances and plastic in others, and there was also a division between those who chose concrete floors and those who used mud.  

Most latrines were built on platforms about a foot above the ground, but some were higher and others lower.  A variety of materials, ranging from jute sticks, to straw and polythene were used to build walls, and some people added a roof, whilst rather more  left their latrines exposed to the elements.  A handful of households spent several thousand taka, and one as much as 8,000 taka.  But more than 80% kept costs below 1000 taka, with costs typically falling within a range of 300-400 taka.  Better-off households, on average, spent a little more and poorer ones a little less. 

As the middle of the month approached, the team convened a meeting with the village children, asking those from families who had not yet adopted to try to persuade their parents, encouraging them all to get involved in the business of keeping track of who had adopted and who not, and seeking their help in placing pressure on those who continued to practice open defecation.  Things got underway with a procession around the community. 

4.5 Set-back and Recovery

By the middle of the month, the original target set for completion, several more households had got as far as digging their pits, but at this point there was an on-set of unseasonably heavy rains.  Many pits became flooded and some collapsed, and for a while, everything ground to a halt.  When this happened, the Nijera team was dividing its time between helping out in another district and continuing the livelihood analysis. 

There was little that could immediately be done to help.  But as the rains receded a week or two later, team members embarked on a further process of intensive engagement with the people of Mostapur to seek a solution.  An emerging group of natural leaders - a sub-set of some ten early adopters, drawn from all social classes and doshon ghoti, who had demonstrated high levels of technical competence and an enthusiasm for helping others to follow their lead, were on hand to help.

Working alongside other leaders and committee members, this group embarked upon a consolidated push to achieve 100% coverage.  Particular attention was paid to finding land for those who had none of their own, to procuring bamboo and other construction materials, to arranging loans and other forms of financial assistance for those in need, and to mobilizing voluntary labour to assist those who, for some reason or other, were unable to complete the task of construction by themselves.  

4.6 Achieving 100% Coverage

During the weeks that followed, Nijera records show that 18% of those from the middle class, 46% of the lower middle and 29% of the poor were afforded assistance of one kind of another.  As a result, 70% of all households had successful installed by the end of November, with the remaining 30% following by the end of the year.  This, represented a major achievement, of which community members were justly proud.  

Whilst it is difficult to quantify, with great precision, the input required from Nijera staff to support the achievement, it is estimated that team members devoted an average of 20 days each to the process, giving a total input of 80 person days.


5. SPREADING THROUGH THE WARD

5.1 The Mostapur Mela

Late in December, a mela was planned in Mostapur to celebrate what had been achieved and to encourage surrounding communities to follow suit.  About 25 people from the community were involved in the event and spent a week preparing a series of songs and dramas.  Nijera helped by supplying a small generator, lights and other materials.

Between 400 and 500 people from nearby para attended, and a video was made as record of the event.  The Union Parishad was also invited, and the member from the Ward itself attended, and on this occasion, his reaction was muted.  Overall, the mela was a great success and immediately prompted requests that Nijera should now come and help others replicate what had been done.  Mostapur leaders responded that they could provide the help that was needed: exactly as Nijera had hoped.

5.2 First Spread (February to July 2005)

Starting in Kamarpara

The event helped trigger what Nijera was to refer to as the “first spread” of CLTS out into the ward.  Further impetus was provided by a three-day capacity building workshop for natural leaders run by Nijera in Rangpur in February of 2005.   

Beginning in February of 2005, this initial dissemination was to incorporate the rest of the eastern third of the ward, in all covering five new Hindu para, which either directly bordered Mostapur, or lay only a short distance away.

Residents of Mostapur had a particular interest in Kamarpara, since they had to pass through it on the way to the bazaar at Kerani, and it was here that the process began.   A group of five natural leaders that had emerged from work in Mostapur - three men and two women drawn from the middle, lower middle and poor groups - worked with the Nijera team to plan how this was to be accomplished, and then helped facilitate the ignition, and support the follow-up activities.  

The process was similar to that followed in Mostapur.  But because people had attended the mela, and could easily visit the original community to observe latrine designs for themselves and seek advice, things were rather simpler and a little easier to facilitate.  

A diversity of designs was again used, although with a growing preference for offset.  Progress was aided by the fact that Kamarpara had only 32 households, and by May, before the rains set in, 100% coverage was declared. 

Nara Sundar, Master and Member

Three more para – Nara Sundar, Master and Member - followed in March, with the former completing in June and the other two in August.  The same five natural leaders helped in Nara Sundar, but their input was then scaled back as new leaders from Kamar and Nara Sundar were themselves able to help in Master and Member.  

By the time activities began in the final and smallest para of Ghuna in April, the newly constituted team of leaders was able to facilitate the entire ignition process by themselves and total coverage was achieved here by July.  

A Growing Role for the Union Parishad

In each of the new communities, members were encouraged to support each other and to offer assistance to those least able to proceed by themselves, as had originally been the case in Mostapur.  

But as the first spread unfolded, the Union Parishad also began to play a more active part.  In part it reflected a wish to respond to the announcement by the central Government in 2004 of a target to totally eliminate open defecation by 2010. But it was also very much a function of the greater awareness of the issue arising from good governance training provided by Nijera for UP members, which had built their capacity to consider what they could do to address extreme poverty, to mobilize resources to nurture the CLTS process, and to incorporate the poor in the much wider development process that was to unfold
.      

Taking advice from natural leaders in each para, assistance was provided through the distribution of free concrete slab and ring latrine sets to those identified as having insufficient resources to install their own latrines.  The numbers allocated ranged from four sets (or 22% of households) in Ghona para, to 11 (or 41%) in Kamarpara
.  

This clearly made an important difference in helping 100% latrine coverage to be achieved.      

Quantifying Inputs

The time inputs provided by team members in the first spread communities was smaller than in Mostapur, ranging from 24 person days in the smaller para up to 40 in Member and Master.  The reduction partly reflected the fact that none of these para was as large, but was also a function of the increasingly significant inputs made by the natural leaders.  The contribution from the Mostapur group was the most significant, with the three male members providing an average of 12-14 half days each and the women about five half days, over a six to eight month period.  We were not able to quantify the contribution of the new natural leaders emerging from the first of the new communities during the later part of the spread, but this would clearly have been much smaller, perhaps amounting to two or three half days each.

5.3 Second Spread (August- October 2005)

Simultaneous Ignition 

The next phase of operations got underway after the heavy rains at the end of July 2005.  This drew three further Hindu para, lying to the immediate west of those in the first spread, into the process.  The first was Dhanir, with 63 households, the second Basanti with 36, and the third Baniya with 32.  Ignition in all three took place on the same day as a part of a natural leaders training workshop run by Kamal Kar.  

The leaders themselves were placed in charge.  A group from Nara Sundar, which had been covered in the first spread, worked in Basanti, whilst representatives from Ghona helped facilitate in the other two.  Natural leaders from Mostapur and the other first spread para worked alongside the other facilitators in each instance.  One Rajendrapur team member was present, and spent his time traveling between the three locations.  One other Nijera staff representative from another team was present in each instance.

The team member who was present reported that the quality of facilitation was somewhat lower than if he had done it himself, but it was important to help build the capacity of the natural leaders to perform this work and develop skills that could then be used in the wider development process that was envisaged. But the fact that those attending were by then, at least to some extent, familiar with CLTS, and already at least partly motivated to take action, meant that this was not a serious problem.  Many would have already seen what had been accomplished in locations coming on stream earlier, through a combination of organised cross visits and more informal observation.  The Union Council Chairman provided added impetus by helping to present CLTS to the leaders.

Implementation and Outcomes

The team worked together with the leaders in the follow-up to the ignition, visiting each household on at least one occasion.  But because there were only three para to cover, which in total only had slightly more households than Mostapur, this did not prove unduly demanding.  Adoption was again speeded by a substantial contribution of free latrine sets by the Union Council, using the same procedure as in the first spread.  

Distribution was somewhat skewed. 17 sets went to Basanti, which meant that 47% of all households were recipients, despite the fact that only 33% of households were classified as poor, which was atypically low for the area.  Dhanir, by contrast, with 62% of poor households, received only 11, which was enough for 17% of households, and coverage in Baniya, which was only slightly better-off, was even less
.  In the time available, we were unable to explore exactly why this was, but staff report that the UP member came for Dhanir, and was anxious not to be seen to be favouring his own community, preferring rather to help Basanti in an attempt to build a better relationship with the people there. 

Dhanir achieved 100% coverage in August, with the other two communities following in September.  Staff estimated that their time input was about 30 person days a para here, or about 40% of what had been required in Mostapur.  The contribution of natural leaders working outside their own para could not be quantified so easily, but seems likely to have been similar to that observed in the first spread.     
5.4 Third spread (November to December 2005)

The third spread began late in 2005 and saw CLTS introduced to three communities lying further to the west.  Two of these – Naya (with 93 households) and our study community of Kan (with 70) - were Muslim, fairly large and relatively poor.  The third, Baddyakar, was also Muslim, but rather smaller, with only 30 households, and somewhat better off.

This phase of activities was launched as a part of a large event held in Masterpara (from the first spread) to inaugurate a new secondary school.  CLTS was discussed and promoted in speeches by the Ward Member and the Union Parishad Chairman as a part of the celebration.   Natural leaders from elsewhere were again actively involved in both ignition and follow-up.  In two of the three communities, this involved Hindus facilitating with Muslims, reflecting the work Nijera had done to reduce discrimination and build co-operation between the religious groups.  

By this stage, Nijera team members were becoming increasingly involved in post-CLTS activities in para that had come on stream earlier
, and on average, only devoted about 20% of the time to each community that had been spent in Mostapur.  This was despite two of them being nearly as large and containing a comparable proportion of poor households, where more intensive engagement was generally required.  This clearly left greater responsibility in the hands of the natural leaders.

The reported input of the Union Parishad was greater here than in any of the other phases, with 16% of all households receiving free latrines in Naya, 44% in Kanpara, and 67% - by far the highest proportion anywhere - in the poorest community of Baddykar. 

A more detailed impression of how events unfolded at this stage may be formed from the discussion of the experience of Kanpara in section 5.6 below.

5.5 Fourth spread (January to March 2006)

The final spread, which took place in the first part of 2006, brought CLTS to the remaining six para in the ward, most of which were located on the far western periphery.  Events here followed a similar pattern to the earlier spreads, with natural leaders facilitating the ignition in smaller para and contributing to a joint effort with team members in those that were larger.  The Union Parishad once again distributed free latrines, although the percentage of households receiving them here was lower, ranging from 16 to 25%, perhaps reflecting the fact that the communities here were generally somewhat better-off.  Staff inputs at this stage fell to about 15% of those initially provided in Mostapur. The ward as a whole was still officially declared 100% sanitized in March.
5.6 The Experience of Kanpara

The experience of Kanpara, our second intensive study community and part of the third spread, provides a more comprehensive view of how CLTS was being promoted and took hold in the later stages of the spread. 

Differences in Process

The formal stages followed in Mostapur were broadly repeated in this instance, but with some significant differences (see table 7 below).  Natural leaders, drawn from Master and Ghona para, made the preliminary contacts here.  The same people were then actively involved in the ignition, although with Nijera team members now present and playing a part.  A committee was formed in the same way, with five men and four women.  Six are from the middle well-being group, three from the poor and two from the extreme poor.  Of these, two of the middle and all of the remaining representatives have joined the Nijera cross-community natural leader organization.  A further key difference was that individual household visits and mobilization were left largely to the internal and external natural leaders.

Growing Influence of the Union Parishad

Following the precedent set in the first and second spreads, the role of the Union Parishad, which had played little or no part in Mostapur, was again more prominent here.  This much was already apparent from what we had learned from talking to Nijera staff, and from the Ward Members records of free or highly subsidized latrine distribution.  

But what was also to become clear as the para investigation unfolded was that, alongside the distribution “carrot”, some sizeable “sticks” had been wielded in the attempt to hasten uptake as well.  The Union Parishad guard (chowkhidar), apparently acting on the instructions of the Chairman, had been issuing threats of 500 taka fines or actual arrest for anyone who failed to adopt.  Two para residents had been rounded up and detained, one for two hours and the other for four, only being released when they promise to install latrines immediately, which all duly did
. 

Greater Difficulty in Mobilizing Social Capital

The combined effect of external coercion and handouts, made it more difficult to build the internal social capital, which clearly had played such an important part in Mostapur.  The more pronounced internal social division in the para described earlier would, in any case, have made this harder to accomplish here.  The outcome of these two sets of factors was some reduction in the volume of mutual assistance forthcoming in the implementation of the new sanitation regime.  This was significant in the light of the relatively high proportion of poorer households. Evidence of mutuality could, however, still be found.  Thirty men from different households had formed a society (samity) where members, who could not immediately afford latrines, each saved 50 taka a week, continuing until all had accumulated enough.  Enquiries also indicate that 26% of households
, including some of the poorest, had received unpaid assistance from others to install their latrines.

Diverse Designs

But if social capital was less in evidence, there were still quite strong indications that people were making their own decisions about design.  It might have been anticipated that the supply of a large number of free or heavily subsidized latrines might have led to much less diversity here, but survey results indicated that this was only marginally the case.  The majority went for off-set and plastic pans, but, as in Mostapur, a range of wall and pit lining materials, pit depths, floor surfaces and heights were observed.  And again as in Mostapur, a range of expenditures were reported, although most people spent form 500-600 taka, and 2500 taka was the highest individual outlay reported here. 

It is unlikely that the 25% sample upon which we relied could have created a false impression, and this actually throws the distribution figures provided by the Union Parishad into question.  It would seem that either a significant proportion of the ring and slab sets must have been distributed but not used, or that many of the sets recorded as coming to Kanpara had actually found their way elsewhere.


PART III: ASSESING IMPACT

6. IMPACT AND SUSTAINABILITY

This chapter asks how much difference CLTS has made to behaviour; attempts a preliminary assessment of the impact of the changes that have been effected on health, finances and well-being; and examines whether the progress that has been made is sustainable. 

6.1 The Available Evidence

With fieldwork being conducted late in 2007, these issues were being explored almost exactly three years after ignition had taken place in Mostapur, and about two years after it had occurred in Kanpara.  

From one point of view, this was too late, with people sometimes finding it difficult to recall what things had been like beforehand, or to remember the nature and sequencing of key events, with as much clarity as we would have liked.  

But in terms of assessing impact it was, in some respects, too early.  The really critical point, where most of the pits serving the first generation of new latrines filled up, and independent decisions would have to be taken across the community as to whether they would be replaced, had not yet been reached.  This would provide the acid test of sustainability, and without, it any conclusions reached will necessarily be somewhat speculative.  But a good deal of relevant evidence is still available, and this may now be reviewed.

6.2 Sanitation and Open Defecation in Mostapur

A 25% household sample survey was used to arrive at a preliminary assessment of continuing latrine use in Mostapur.  This was then followed up by more focused attempt to identify and interview households that had been experiencing difficulties, and by a visual inspection of likely open defecation spots in the area surrounding the para.  

Sustaining Latrine Use

These enquiries revealed that the original achievement of 100% sanitation, with the elimination of open defecation, had largely been sustained.  93.5% of households were found to have sanitary latrines that were still in use
.   

Among this group, it was reported that the original latrines had been damaged in a number of cases.  Sometimes rats had eaten through the bamboo pit lining, and on other occasions, pits had collapsed during the heaviest rains.  But where this had occurred, the owner had generally installed a replacement, and the replacements had generally involved some up-grading in quality
.  This provides a further strong positive indication that achievements will be sustained in future.  The remaining 6.5% mainly comprised households from the poor and extreme poor classes
 whose latrines had been damaged and who had not yet been able to replace them.  Our research was being carried out during the peak of the monga (hungry) season, where people had few resources to hand, and the 2007 monga had been especially severe
.  There were thus grounds for expecting that at least some of this group would be able to repair their latrines when their situation improved.      

Continuing Difficulties

Despite all of these positive indications, possible grounds for concern remained.  A large number of the latrines that were still in use had superstructures but no roof, which might make them vulnerable to rain damage, especially in instances where floors were made of mud.  But this apparently reflects a preference for the structure to be kept open except during the rains, when a temporary roof will normally be installed.  There were also a few cases where walls or doors had been damaged and not repaired, although again, this was probably a temporary phenomenon arising from the exceptionally heavy rains encountered in the previous monsoon.  It was also apparent that the sharing arrangements, which had sometimes been instigated to enable poor and extremely poor households with insufficient resources to build their own latrines to avoid open defecation, were not always working.  For an illustration of the kinds of things that could go wrong, see the box below.

Box: A Latrine Sharing Arrangement Breaks Down

Moyna is the head of her household.  Her husband left her 5 years ago and she is now solely responsible for providing for her three children (between ages 6 and 14).  She sells her labor transplanting seedlings and weeding.  During harvest time, she works for rich farmers’ processing the harvested rice (winnowing, par-boiling and drying the grain in the sun).  Moyna does not have homestead land of her own and her small house is on her brother’s land.  
In November 2004, Mostapur para started working through the CLTS approach and all households worked to attain open defecation free status.  At that time, Amrito, her brother, constructed a latrine.  Moyna had no resources to install a low-cost model and she approached the Union Parishad (UP) for a ring-slab set.  She was told that as she was already receiving assistance in the form of a Vulnerable Group Development (VGD) card (state-funded food rations), the UP would not provide further assistance.  The natural leaders of Mostapur wanted to assist Moyna in finding a solution and discussed the situation with Moyna’s brother’s family.  They agreed to let her and her children share their latrine.  At this time, Moyna and her children stopped open defecation. 
The arrangement went well for a couple of months. In time, however, a conflict arose around the issue of cleaning the latrine. She and her family members were accused of not using enough water to clean the toilet. She had several quarrels with her brother’s family.  The argument then changed and Amrito’s family told Moyna that the use of their toilet by her and her three children would cause the ‘rings to fill up’ more quickly and require the family to expend funds on a new latrine.   Moyna and her children felt unwelcome and did not want to continue sharing the latrine.  She and her children then started to practice open defecation again.  During the research discussions, she highlighted that she does not the land to install a latrine. In light of her poverty situation, she expects the Union Parishad to provide assistance and she is annoyed that the natural leaders have not come forward to assist her in finding a solution.  

                                                                                       Source: Haq and Bode 2008 p.17
Over and above this, people reported that several men from households that had functioning latrines would not always use them, sometimes preferring to go in the fields, especially during the morning.  This was especially the case with older men, some of whom had not been convinced by the arguments advanced during the ignition process. 

It was also acknowledged that some children found covered latrines dark and intimidating places to visit, that others experienced difficulty in using them because of the height of the platform or the size of the hole, and that most would defecate in the open on at least some occasions.  This was especially the case with smaller children, and although mothers would sometimes be on hand, and would safely dispose of the faeces themselves, this could not always be guaranteed.  Some people, at least, believed that children’s faeces were not a problem, and that failure to confine them safely therefore did not matter.   

Whilst it is clearly impossible to quantify with any precision, it seemed to the research team, that when all of these factors were taken into account, a significant amount of open defecation, conceivably accounting for as much as 20% of all “defecation incidents”, would still have been taking place.  The Nijera team disputed this, acknowledging that some open defecation took place, and subsequently conducted a more detailed follow up survey which suggested that 14% of households were engaging in open defecation.  
A Great Success

None of this, however, should be allowed to detract from what was still a great achievement.  Open defecation, which only three years previously had stood at around 90% of all incidents, had now been reduced to a little no more than 10%.  By any standard, this was a massive advance. 

6.3 Sanitation and Open Defecation in Kanpara

Latrine Use

In Kanpara the picture is somewhat less positive.  Although the para achieved 100% sanitation by December 2005, enquiries revealed that nine households (13%) who had not installed latrines themselves were sharing those belonging to other people, but these arrangements appear to have broken down, with members reverting to open defecation.  It was reported that others were provided with free sets, but had not actually installed them
.  As in Mostapur, some installed latrines had collapsed because the pits were unlined or through rodent damage to linings, and not all of these had been replaced.  
Informants estimated that only 65% of men ever used a latrine, that 50% engaged in open defecation on a regular basis, and reported that most children under seven were said not to use latrines even where these were available.  

These figures suggest that the social impetus arising from the CLTS intervention has not always proved equal to the task of implementing and maintaining the 100% level of achievement originally targeted.  This makes it likely that where people have installed and continued to use free or highly subsidised latrines, with designs that they did not select themselves, some will not be replaced when they eventually fill up.  They will often lack the money for a like-for-like replacement and if the Union Council does not step in again, some would seem likely to revert to open defecation.  Those that adopted at their own expense the first time around may be reluctant to re-adopt now that they have seen other households, at a similar economic level, receiving free handouts from the Union. 

Levels of Open Defecation and an Assessment of What has Still Been Achieved

When all evidence is taken into account, our team estimate that open defecation may have been as much as 50% of all instances, although again, the Nijera team disputed this, feeling that the true figure did not exceed 20%.  Their subsequent survey found that 25% of households were not using latrines. These figures are not directly comparable with our own since they were collected six months later when the highly adverse and probably atypical conditions obtaining at the time we collected our data had receded. It should also pointed out that the Kanpara figures were the worst for the ward.  No other para exceeded 20% open defecation and the average was 10%.

But even if the worst estimate were to prove to be correct, the picture is still far from negative.  The diversity of design noted in Chapter 6 suggests that much of the adoption that has taken place will be sustained. In several cases where latrines have been damaged, people have been willing to replace them, and have often done so with improved designs.  Open defecation, which previously stood at 89%, has been very heavily reduced in a short period of time, and to a degree that would be treated as a very major advance in other circumstances.  If all this can be accomplished in what is most probably the least successful location, and against a backdrop of unhelpful official intervention, then it reflects very favourably on CLTS as an approach and on the way in which Nijera has been promoted it.

6.4 Has Diarrhea Reduced?

Reported reductions

How have the major advances in sanitation reported affected levels of diarrhoea?  

To recap, in Mostapur, a seasonal calendar was used with a group of men and women sitting together to estimate monthly levels of diarrhoea in the pre- and post-CLTS periods.  In Kanpara, the exercise was repeated, but on this occasion with men and women working in separate groups, but again referring to the situation in the para as a whole.  Similar information was also collected from medical practitioners in this instance.

In Mostapur, overall post-CLTS levels were reported as only 7% of what they had been before, an extraordinary reduction, with diarrhoea apparently having been all but totally eliminated in the rainy season.  In Kanpara men said that levels were now running at 20% of the previous level, whilst women said they were at 40%
.  If correct, both would again represent spectacular improvements.  But because the reported improvement is so large, it is important to ask what else might explain these figures before drawing any conclusions.

Accounting for Reported Changes

In the first place, it is clear that there is a considerable gender difference.  Because of their food consumption, their access to treatment and other factors, women probably suffer from diarrhoea more than men.  It is also clear that children suffer more than adults, and that the women who care for them will be more aware of what is happening than men from the same families.  Taken in combination with the complications arising from the lack of any clearly agreed definition of what would constitute a diarrhoea attack, this might help to explain the difference found in Kanpara, whilst in Mostapur it appears that men dominated the joint discussion, and that their perceptions would have been given heavier weight
.

Next, for reasons already discussed earlier, the difficulties of determining an adequate baseline are formidable, given the high year on year variations in levels that might be anticipated, irrespective of whether a programme was going on or not.  It is very likely that what stays in people’s minds longest are the bad years, and that it was these, rather than the more typical situation, that was being reported when the question of pre-CLTS levels was posed.

In addition to the other difficulties, there might also be a tendency for people in a large meeting to exaggerate any improvement that may have taken place in order to please what they perceive as a powerful outside agency, thereby maintaining a relationship that will prove beneficial in future.  Such a tendency might be re-enforced under circumstances where public declarations of the elimination of open defecation had been made.

Finally, even if these possible factors had not been at work, there would still be the problem of attributing the improvements to the way in which CLTS had been implemented, given other related initiatives that had been taking place in the area.  There might be less diarrhoea, for example, because people now wash their hands more after defecating or before preparing and eating food. 

A Tentative Conclusion

Clearly, with the advantage of hindsight, a much more informed and sophisticated approach would have been required in order to determine the effect of CLTS on diarrhoeal disease
.  But even when all of the lacunae that have been discussed are taken into account, it seems intuitively unlikely that such large improvements would have been reported if the impact had not been very substantial. This broad conclusion was supported by all of the medical practitioners to whom we spoke, but because they drew patients from catchment areas that also included non-CLTS communities, the actual extent of any improvement could not be determined from this source either.

6.5 Financial Benefits

Because the data on the reduction in the number of diarrhoea attacks in the post-CLTS cannot be quantified accurately, it is not possible to measure how much financially better off people are as a result.  Data collected here and in the VERC and DAM case studies, does however provide a partial indication, and may now be considered. 

In each location, the team asked how long a normal attack of diarrhea had lasted in the pre- and post CLTS periods and how many additional days had then been required to recover normal energy levels.

In the pre-CLTS period, people said that an attack lasted on average for five days with a further six days required for recovery, giving a total of 11 days in all.  There was, however, considerable variation in the reported duration from one location to another with the period of suffering ranging from 3-7 days, the recovery period from 3-10 days and the overall period from 9-14 days.  It seems unlikely that location alone could account for such wide differences and probable that groups of informants differed in their interpretation of the question.

Informants also suggested that the period of suffering for women (11 days) and children (10 days) was longer than for men (9 days).  This would be consistent with the explanation that men were more likely to use faster acting and more expensive allopathic solutions, whilst women and children (in particular) were more likely to be treated homeopathically.  Care must, however, once again be taken in interpreting these findings since there were quite wide variations in what we were told from one group and one location to another.

When the post-CLTS situation is compared to that in the pre-CLTS period, all informants report a reduction in the average number of days suffered for all groups.  Overall, days lost drop to 5.5, or about half their previous level, with most of the gain coming about as a result of a reduction in the number of days the illness actually persists, to 39% of their previous level, whilst recovery time falls to 56% of what it was before.

CLTS seems unlikely to have been the only factor contributing to the reduction in the duration of incidents discussed here.  These are probably also a function of increased awareness of how attacks should be treated once they have arisen, and especially of the near universal awareness and practice of ORT arising as a result of campaigns organised by a range of agencies.  The figures are, however, highly relevant to our investigation.  This is because, in combination with the frequency of such attacks - which is at least primarily a function of CLTS - they determine the overall number of days lost through diarrhea, and hence the financial and economic costs of exposure.

6.6 Implications for the Poor 

It seems likely that the changes that have been discussed have been broadly positive for both poorer households and for women.

The poor and extreme poor, with their poor nutrition and greater vulnerability to tack, are more prone to diarrhoea and certainly suffer to a disproportionate degree when it strikes, being both less able to meet the various expenses entailed and less able to manage any loss of earnings that may arise.  As such, any reductions that have taken place will have brought them greater benefits than those who are rather better off.

In addition, the CLTS process has created new leadership roles that the poor, and more occasionally the extreme poor, have been able to fill (see tables 2.2 and 3.2  below).  As a result, their standing within their own para where they now often sit on local courts, in the neighbouring communities where they have worked, and with the Union Parishad, have all been enhanced.  This has built confidence and created a range of wider developmental opportunities for their class as a whole.  

A final potential benefit lies in the technical skills that poor and extreme poor sanitary “engineers” have been able to acquired, which may provide a future source of employment and income, especially when the first generation of latrines need to be replaced.  (See table 2.2 below). 

The picture for the poor and extreme poor is not, however, entirely positive.  At the initial adoption stage, they are most likely to face difficulties and suffer from the punitive sanctions, which have on occasions been employed by the Union Council and its representatives as government takes an increasing interest.  As a result, they have sometimes been forced into expenditures they could ill afford, and may have suffered genuine hardship as a result.  The low cost latrines they tend to adopt are most vulnerable to damage and therefore require more regular maintenance and replacement.  Although the cost of performing these operations is relatively small, it may still lie beyond the means of the poorest, especially at the most adverse times of year (see table 8).  Because of difficulties in installing or maintaining their own latrines, they are more likely than others to be driven into sharing arrangements that can then expose them to criticism and social pressure.  But this having been said, the benefits that have been enumerated still greatly outweigh the costs for the large majority of poor households. 

6.7 Benefits for Women

The advantages for women are generally similar but go further.  Before CLTS, they tended to suffer directly from diarrhoea more than men, partly as a result of generally being able to spend less on treatment.  They were also responsible for caring for children, who were more vulnerable to attacks than adults.  As such, any reduction in levels will have brought a double benefit.  

The greatly increased availability of latrines, that can be used whenever they are required, has had a much greater impact on women in view of the privations and attendant problems that they previously suffered.  They can save time. They can sleep better because they no longer need to get up very early in the morning.  They can drink more and avoid infections to which they would previously have been vulnerable.  They are free of the dangers and fears associated with having to go out in the dark.  Above all, the shame of being seen defecating in the open has now been removed.   All of this would still represent a major advance even if there had been no associated benefit in the form of reduced diarrhoeal disease.

The way in which women are involved in social mapping and other aspects of ignition has enabled them to express and obtain recognition for their views in a public forum to an extent that would not generally have been possible before.  An environment has been created within which it has become easier to have their priorities recognised and acted upon within the family, and even where men remain unconvinced of the need to use latrines themselves, they now see the importance to the status of their households of ensuring that women members do not expose themselves to the shame of being seen to engage open defecation.  The marriage prospects of girls from households with latrines have been improved by the enhanced household status that this brings.  Where sharing arrangements start to break down, a special dispensation may be made for women from the dependent household to continue using the latrine. 

Many women have gone on to step into natural leadership roles, particularly committee membership, where they have taken up about half of the positions.  A smaller number have become active in promoting CLTS beyond their own communities, although men have more frequently taken on this role, and women’s participation may depend upon the availability of other women members within a joint family structure to relieve them of a part of their normal burden of domestic responsibilities. 

The only downside for women appears to be that they are expected to take on the main responsibility for providing water and cleaning toilets, thus adding to what is usually an already heavy burden of domestic work.

In conclusion, it would probably be fair to say that the gains arising for the poor and for women from CLTS that have been described are more practical than strategic in nature.  But the availability of CLTS as an effective entry-point has created the potential for a wide range of activities and new for new roles and relationships under Nijera that are more genuinely empowering.  It is not for this paper to spell out what they are, but numerous examples can be found in other publications
.     


7. CONCLUSION:  COMPARING NIJERA’S APPROACH WITH WHAT OTHERS HAVE DONE

7.1 The Representativeness and Reliability of the Findings 

The workshop held at the end of the fieldwork period drew together representatives from all of the other districts in which Nijera currently operates.  The results that have been discussed here were reported, and staff invited to share how their experiences differed from those of Rajendrapur in terms of the contexts in which they were working, the approaches they had followed and the results they had achieved.  

Certain differences did emerge from these exercises, some of which have already been reflected in the discussion in section 3.1 above.  But it was interesting that these related much more to context and, to a lesser extent, approach, with rather little being said with regard to divergence in outcomes
.  Although, for the reasons indicated earlier, the data presented can hardly be portrayed as highly accurate, this does perhaps give some grounds for believing that our conclusions are not too far wide of the mark.

7.2 Core Features of Nijera’s Approach

Nijera’s way of promoting CLTS has a number of defining characteristics.  To start with, there was little previous history of working with sanitation, at least in the parts of the CARE organisation from which Nijera evolved and it staff were drawn, and its approach to sanitation per se is narrow in scope.  It focuses exclusively on domestic latrines; and whilst some attempt is made to encourage hygiene practices – most notably hand-washing after defecation and before preparing food or eating – these receive very much less attention than is the case with the other agencies that were investigated.

This goes hand-in-hand with the use of CLTS as a “quick win” entry-point into communities that can then be used to launch a much longer-term process of collective action, through which new types of relationship can be forged and the empowerment of the weaker, more disadvantages segment of society ultimately brought about.  If CLTS serves this purpose, then it has done its job, and the continuation of improved sanitary practice and the independent benefit that this can bring, in effect if not in conscious intent, then becomes no more than a secondary consideration.

Other key characteristics of the Nijera related to the scale, intensity and duration of its activities.  In Rangpur it worked only in a single ward, equal to one ninth of a Union (the smallest local government area), which itself only forms one of twelve such units under an Upazilla (Administrative sub-district).  Whilst larger areas were covered in some of its other sites, geographical coverage here was not atypically small.

Next, it put a relatively large number of staff on the ground, with as many as four working together, at least in some of the earlier communities to be covered.  Its coverage, in other words, was generally intensive, but of relatively short duration.  Nearly all CLTS-related activity in a particular cluster of communities would be confined to an initial period of a few weeks.  

Staff attention, would then turn to the next round of broader livelihood based activities in a sub-set of the original locations covered, and there would be relatively little subsequent follow-up.  Because in took more than a year for CLTS to be rolled-out to the entire Union, second phase activities, were already well underway in some of the earlier communities before “ignition” had been attempted in those coming on stream later.  Late ignitions tended, as a consequence, to be significantly less intensively facilitated than those that had preceded them
.

A final critical feature of Nijera’s approach was the posture adopted towards grass-roots initiative.  The notions of natural leadership, of community action and of inter-community support, which had been so fundamental to the original vision of CLTS developed at the turn of the decade, were largely preserved in their original form here, and then developed to embrace a much wider range of issues.  Consolidated efforts were made to identify people with particular skills and leadership qualities at an early stage and then to work with them to spread the approach elsewhere in the Union.

Local authorities have been involved increasingly as the process has unfolded, helping in the late stages of the spread that has been described, and being involved from the outset as the work has spread to locations beyond Rajendrapur.   

7.3 How VERC and DAM differed

The situation in both VERC and the Dhaka Ashania Mission, which managed the Dishari project, is, in several critical respects, quite different.  These organisations had long previous experience of water and sanitation programmes.  For them, CLTS became not so much a new approach in itself, but rather a critical new element in a re-defined and broader strategy.

This was significant in at least two major ways.  Firstly, whilst both organisations gave heavy emphasis to the promotion of domestic latrines, this was not all they sought to do.  Both also encouraged the uptake of latrines in public places, including schools, markets and ferry ghats, and saw the sanitary confinement of human faeces as only one, albeit central, element in a wider approach that also encompassed more hygienic ways of managing waste water, animal dung and other forms of waste.  VERC, in particular, also linked its sanitation initiatives to measures to increase the supply of safe-drinking water through the provision of improved water pumps and arsenic testing.

Secondly, both gave much greater attention to hygiene promotion, working in communities, schools and through other public fora to deliver and re-enforce messages that might be expected to enhance the benefit of latrine use by changing behaviours that would have contributed to diarrhoeal disease.  The greater ambition and scope of VERC and DAM’s CLTS-related work, was reflected in the larger resources devoted to staff training in the specific areas of sanitation and water quality, and flowed ultimately from the fact that reducing disease was here, by contrast with Nijera, regarded as an end in itself.

All of this went together with a number of other important contrasts with Nijera’s approach.  Both organisations took entire Upazillas, not just small parts of their constituent unions, as their operational units.  In both cases, but especially with DAM, much more effort and attention was directed to getting the administration and leadership at Upazilla, Union and sub-Union levels on board and actively involved from the outset, and in the attempt to create institutional frameworks which would promote and sustain the initiative.   

This was reflected in levels of direct staff engagement with communities that with VERC were significantly lower, and with DAM very much lower than had been the case with Nijera; although partly as a result of their hygiene promotion work, both continued to interact with communities about sanitation over much longer periods of time, sometimes for as much as two years.  Finally, although it might be disputed by the organisations themselves, it appeared to these observers that the role envisaged for natural leaders and the provision for spontaneous spread of CLTS were substantially smaller in these instances. 

7.4 Comparing Impact

So what VERC and DAM have attempted is quite different from what Nijera has done with regard to the scope and ultimate purpose of CLTS-related activities, the geographical scale on which these are pursued, the intensity and duration of interaction with communities and the attention paid to what might be termed “institutional infrastructure”.

But there are also some quite important differences between the two organisations.  VERC seeks to intervene in a somewhat wider range of technical areas, and offers a greater diversity of hygiene awareness activities.  It also gives its own staff more intensive training and puts considerably more of them on the ground.  

DAM, by contrast, seeks to compensate for the thin-ness with which available resources are spread, by devoting significantly more energy to strengthening existing local government and fostering the emergence of new institutions, which will, themselves, then be able to take on much of the work.  Much of this ultimately would seem to be related with the fact that VERC is a long-standing organisation with the backing of a large international NGO, and a reasonable prospect of continuing similar work well into the future, where DAM only has the short-duration Dishari project as a vehicle.

7.5 How important have these differences been?   

Keeping in mind the risks of extrapolating from a very small number of community case studies, the overall reported results for reduced open defecation achieved in the Nijera communities are not good as those from the two other organisations.  General performance here tends to be more at the same level as Mostapur in all cases, and hence rather better than Kanpara.  The same disparity is not reflected in the reported reductions in post-CLTS levels of diarrhoea, or in the consequent economic benefits, but as noted earlier, the data here are more difficult to interpret.
If the other two have, indeed, outperformed Nijera in reducing open defecation, this would appear most likely to be as a result of two factors.  The first, and probably more influential, is the ability of staff to maintain CLTS-related contact with people for a much longer period.  This could have helped in a number of ways: actively encouraging people not to revert to earlier practices, providing support when latrines become damaged or otherwise required replacement, and by virtue of their simple continuing presence, helping to keep the maintenance of the new behaviour more in people’s minds and higher on their personal agendas.  

Secondly, it would not seem unreasonable to assume that the more broadly-based approach, especially the greater emphasis on hygiene promotion, may well have had some direct impact by itself, although this might have been less than that arising from the reductions achieved in open defecation.

Whether, or to what degree, any improvements that have been achieved might be sustained by the respective approaches in the post-intervention period cannot yet be stated with any uncertainty.  Everything else being equal, their starting from a higher initial level, might lead one to expect that VERC and DAM would score better here too.  But the lower emphasis on natural leaders and the creation of technical capacity within communities, together with the rather greater overall tendency to get caught up in the official distribution of free latrines, could conceivably erode at least part of any advantage that might otherwise exist.  

The magnitude and sustainability of any benefits arising would, however, only give part of the picture, saying nothing in itself about cost-effectiveness.  Whilst, the quality of the available data makes it hard to be completely sure, the fact that DAM makes smaller inputs than VERC, which, in turn, used less resources per household reached than Nijera, suggests quite strongly that it would score most strongly on this account.  But even that is hardly conclusive, since no attempt can be made here to quantify the very large wider benefits flowing from the Nijera project as a whole.
7.6 Celebrating Common Achievements

But in the final analysis, what is more important than any differences that may have emerged is the significance of what all have accomplished.  If the reported reductions in levels of open-defecation are correct, which seems very likely, and if they can be sustained, which at least to some extent would again seem likely, then they represent a massive advance from the position obtaining in the immediate pre-CLTS period, comfortably exceeding what experts have come to expect of sanitation initiatives in similar environments elsewhere.

It is indeed unfortunate, in the climate that has been created in Bangladesh, and for which the proponents and methods of CLTS are themselves to a degree responsible, that the emphasis should so consistently be placed on the total elimination of open defecation as the only measure of success.  Achievements that deserve to be celebrated come instead to be thought as failures.   And as a consequence, quite intense pressures build to mis-report, with issues getting swept under the carpet that might otherwise profitably be aired and addressed. 
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Table 1: Nijera Sites and Teams

	
	District
	Upazilla
	Union
	Start
	Staff

	
	
	
	
	
	AR
	CF
	Total

	
	Chittagong
	Potiya
	Khorona
	2004
	5
	
	5

	
	
	
	Hydegaon
	
	
	
	

	
	
	
	
	
	
	
	

	
	Dinajpur
	Chirirbanda
	Saitara
	2004
	3
	1
	4

	
	
	
	
	
	
	
	

	
	
	Birganj
	Sujalpur
	2004
	4
	
	4

	
	
	
	
	
	
	
	

	
	Gaibanda
	Polashbari
	Mohadipur
	2004
	2
	1
	3

	
	
	
	Hossenpur
	2005
	
	3
	3

	
	
	
	
	
	
	
	

	
	Rangpur
	Sadar
	Rajendrapur
	2004
	3
	1
	4

	
	
	
	
	
	
	
	

	
	Lalmonirhat
	Aditmari
	Saptibari
	2005
	
	4
	4

	
	
	
	
	
	
	
	

	
	Nilphamari
	Saidpur
	Botlagari
	2005
	
	3
	3

	
	
	
	
	
	
	
	

	Total
	6
	7
	9
	
	17
	13
	30


AR = Action researcher   CF = Community Facilitator

Source: Nijera records



	Table 2: Mostapur Well-being Ranking and CLTS

	
	
	
	
	
	

	2.1 Latrine ownership and well-being
	
	
	
	

	
	Well-being ranking
	Total

	
	
	
	
	
	

	
	Rich
	Middle
	Poor
	Extr.

Poor
	

	Owned latrine pre-CLTS
	
	
	
	Poor
	

	     Sanitary
	2
	3
	
	
	5

	     non-sanitary
	3
	5
	
	
	8

	Sub-total
	5
	8
	0
	0
	13

	
	
	
	
	
	

	Adopting under CLTS
	
	
	
	
	

	     Early (Oct 05)
	
	5
	10
	2
	17

	     Middle (Nov 05)
	
	5
	30
	9
	44

	     Late (Dec 05)
	
	4
	18
	9
	31

	Sub-total
	
	14
	58
	20
	92

	
	
	
	
	
	

	Total
	5
	22
	58
	20
	105

	
	
	
	
	
	

	
	
	
	
	
	

	Percentages
	Well-being ranking
	Total

	
	
	
	
	
	

	
	Rich
	Middle
	Poor
	Extr.

Poor
	

	Owned latrine pre-CLTS
	
	
	
	Poor
	

	     sanitary
	40
	13.6
	
	
	4.8

	     non-sanitary
	60
	22.7
	
	
	7.6

	Sub-total
	100
	36.4
	0.0
	0.0
	12.4

	
	
	
	
	
	

	Adopting under CLTS
	
	
	
	
	0

	     Early (Oct 05)
	
	22.7
	17.2
	10.0
	16.2

	     Middle (Nov 05)
	
	22.7
	51.7
	45.0
	41.9

	     Late (Dec 05)
	
	18.2
	31.0
	45.0
	29.5

	Sub-total
	0
	63.6
	100.0
	100.0
	87.6

	
	
	
	
	
	

	Total
	100
	100
	100
	100
	100

	
	
	
	
	
	

	
	
	
	
	
	

	2.2 Key roles and well-being ranking
	
	
	
	

	
	Well-being ranking
	Total

	
	
	
	
	
	

	
	Rich
	Middle
	Poor
	Extr.

Poor
	

	
	
	
	
	Poor
	

	Doshon Ghoti leader
	1
	2
	1
	
	4

	Natural leader
	
	2
	5
	1
	8

	CLTS committee member
	
	4
	4
	
	8

	CLTS mechanic
	
	1
	3
	1
	5

	
	
	
	
	
	

	Total
	1
	9
	13
	2
	25

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Percentages
	Well-being ranking
	Total

	
	
	
	
	
	

	
	Rich
	Middle
	Poor
	Extr.

Poor
	

	
	
	
	
	Poor
	

	Doshon Ghoti leader
	25
	50
	25
	
	100

	Natural leader
	
	25
	62.5
	12.5
	100

	CLTS committee member
	
	50
	50
	
	100

	CLTS mechanic
	
	20
	60
	20
	100

	
	
	
	
	
	

	% of households
	5
	21
	55
	19
	100





	Table 3: Kanpara Well-being Ranking and CLTS
	
	
	

	
	
	
	
	
	
	

	3.1 Social Group by Well-being Category
	
	
	

	
	
	
	
	
	
	

	Social 
	Well-being category
	

	Group
	
	
	
	
	
	

	
	Rich
	Middle
	Poor
	Extr.
	Total
	

	
	
	
	
	Poor
	
	

	?
	1
	1
	
	
	2
	

	a
	
	7
	6
	
	13
	

	b
	1
	7
	11
	1
	20
	

	c
	
	4
	
	
	4
	

	d
	
	
	8
	1
	9
	

	e
	
	
	8
	2
	10
	

	f
	
	
	2
	
	2
	

	g
	
	
	3
	
	3
	

	h
	
	
	1
	2
	3
	

	I
	
	1
	2
	2
	5
	

	 
	
	
	
	
	 
	

	Total
	2
	20
	41
	8
	71
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Percentages
	Well-being category
	

	
	
	
	
	
	
	

	
	Rich
	Middle
	Poor
	Extr.
	Total
	%

	
	
	
	
	Poor
	
	

	?
	50
	50
	
	
	100
	2.8

	a
	
	54
	46
	
	100
	18.3

	b
	5
	35
	55
	5
	100
	28.2

	c
	
	100
	
	
	100
	5.6

	d
	
	
	89
	11
	100
	12.7

	e
	
	
	80
	20
	100
	14.1

	f
	
	
	100
	
	100
	2.8

	g
	
	
	100
	
	100
	4.2

	h
	
	
	33
	67
	100
	4.2

	I
	
	20
	40
	40
	100
	7.0

	 
	
	
	
	
	 
	 

	Total
	3
	28
	58
	11
	100
	100

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	3.2 Key Roles and Well-being Ranking
	
	
	
	

	
	
	
	
	
	
	

	
	Rich
	Middle
	Poor
	Extr.
	Total
	

	
	
	
	
	Poor
	
	

	Natural Leaders
	
	5
	2
	
	7
	

	Committee Members
	6
	3
	
	9
	

	
	
	
	
	
	
	

	Percentages
	
	
	
	
	
	

	Natural Leaders
	
	71
	29
	
	100
	

	Committee Members
	67
	33
	
	100
	





	Table 4: Diarrhoea Patients by Month 1997-2006 (Hatibandha Upazila)
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Year
	1997
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	Tot
	Av
	97-04
	05-06

	Month
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Jan
	 
	10
	24
	32
	32
	20
	20
	21
	53
	25
	237
	26.3
	23
	39

	Feb
	 
	9
	19
	22
	20
	31
	42
	43
	15
	45
	246
	27.3
	27
	30

	Mar
	7
	7
	23
	15
	12
	17
	14
	18
	8
	25
	146
	14.6
	14
	17

	Apr
	7
	2
	20
	9
	18
	33
	10
	20
	13
	13
	145
	14.5
	15
	13

	May
	8
	9
	25
	37
	30
	55
	23
	35
	13
	18
	253
	25.3
	28
	16

	Jun
	28
	64
	32
	42
	53
	75
	38
	42
	22
	50
	446
	44.6
	47
	36

	Jul
	11
	59
	27
	22
	44
	67
	28
	33
	31
	32
	354
	35.4
	36
	32

	Aug
	6
	41
	11
	18
	8
	42
	15
	28
	13
	8
	190
	19.0
	21
	11

	Sep
	8
	61
	15
	14
	23
	21
	53
	35
	21
	15
	266
	26.6
	29
	18

	Oct
	9
	66
	19
	22
	15
	75
	72
	34
	38
	40
	390
	39.0
	39
	39

	Nov
	3
	24
	20
	13
	16
	13
	62
	13
	15
	6
	185
	18.5
	21
	11

	Dec
	9
	27
	22
	13
	10
	14
	22
	18
	14
	5
	154
	15.4
	17
	10

	Total
	96
	379
	257
	259
	281
	463
	399
	340
	256
	282
	3012
	301.2
	340
	269


	    Source: Plan Bangladesh Hatibandha Program Unit


	Table 5: Reported Cases of Diarrhoeal Diseases Before and After CLTS Intervention

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Location
	Source
	Group
	Before/After
	Boishak (Ap/Ma)
	Jaisht (Ma/Ju)
	Ashar (Ju/Jul)
	Shrabon (Jul/Au)
	Vadro (Au/Se)
	Ashin (Se/Oc)
	Kartik (Oc/No)
	Agrohayon (No/De)
	Poush (De/Ja)
	Magh (Ja/Fe)
	Falgun (Fe/Ma)
	Chaitro (Ma/Ap)
	Total

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	CARE
	MW
	All
	B
	
	253
	303
	227
	152
	202
	101
	253
	328
	354
	303
	202
	253
	
	2929

	M'pur (a)
	
	
	A
	
	81
	20
	10
	
	10
	
	
	10
	45
	25
	
	
	
	202

	
	
	
	%
	
	32
	7
	4
	
	5
	
	
	3
	13
	8
	
	
	
	7

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Kanpara
	M
	All
	B
	
	142
	107
	142
	142
	124
	71
	71
	53
	53
	53
	107
	142
	
	1207

	(b)
	
	
	A
	
	36
	11
	36
	36
	11
	18
	18
	7
	7
	7
	28
	36
	
	249

	
	
	
	%
	
	25
	10
	25
	25
	9
	25
	25
	13
	13
	13
	27
	25
	
	21

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	W
	All
	B
	
	213
	107
	89
	89
	71
	53
	53
	71
	64
	64
	18
	284
	
	1175

	
	
	
	A
	
	195
	36
	36
	36
	36
	18
	18
	36
	36
	36
	11
	213
	
	703

	
	
	
	%
	
	92
	33
	40
	40
	50
	33
	33
	50
	56
	56
	60
	75
	
	60

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	MPr
	All
	B
	
	14
	14
	46
	43
	11
	11
	11
	18
	4
	14
	14
	14
	
	213

	
	
	
	A
	
	7
	7
	11
	7
	4
	4
	
	
	21
	7
	7
	7
	
	82

	
	
	
	%
	
	50
	50
	23
	17
	33
	33
	
	
	600
	50
	50
	50
	
	38

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	MPr
	All
	B
	
	
	
	178
	178
	
	
	
	
	284
	284
	
	
	
	923

	
	
	
	A
	
	
	
	36
	36
	
	
	
	
	107
	107
	
	
	
	284

	
	
	
	%
	
	
	
	20
	20
	
	
	
	
	38
	38
	
	
	
	31

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	M = Men, W = Women 
	
	
	MPr = Medical practitioner or supplier
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	(a) Original figures in%.  Converted by taking number of HH (105) and multiplying by 5 (=525) 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	% is A as % of B
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	(b) Original figures in%.  Converted by taking number of HH (71) and multiplying by 5 (=355)





	Table 6: Ring Slabs Distributed by UP in Rajendrapur 

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Para
	CLTS
	No. of
	%HH
	Latrines distributed
	% of 

	
	begins
	HH
	poor
	2005
	2006
	2007
	Tot.
	HH (b)

	
	
	
	(a)
	
	
	
	
	

	Mostapur
	10.04
	105
	67
	
	
	2
	2
	2

	
	
	
	
	
	
	
	
	

	Kamar
	2.05
	32
	50
	11
	
	2
	13
	41

	Nara Sundar
	3.05
	29
	72
	8
	
	
	8
	28

	Master
	3.05
	37
	65
	8
	
	2
	10
	27

	Member
	3.05
	36
	58
	6
	
	1
	7
	19

	Ghona
	4.05
	18
	33
	4
	
	
	4
	22

	Sub-total
	
	152
	
	37
	0
	5
	42
	

	
	
	
	
	
	
	
	
	

	Dhanir
	8.05
	63
	62
	9
	
	2
	11
	17

	Basanti
	8.05
	36
	33
	14
	
	3
	17
	47

	Baniya
	8.05
	32
	56
	2
	
	
	2
	6

	Sub-total
	
	131
	
	25
	0
	5
	30
	

	
	
	
	
	
	
	
	
	

	Naya
	11.05
	93
	55
	15
	
	
	15
	16

	Kan
	11.05
	72
	69
	32
	
	
	32
	44

	Baiddyer*
	11.05
	30
	
	20
	
	
	20
	67

	Sub-total
	
	195
	
	67
	0
	0
	67
	

	
	
	
	
	
	
	
	
	

	Bazar*
	1.06
	
	
	
	7
	1
	8
	

	Shalmara
	1.06
	49
	24
	
	9
	
	9
	18

	Doctor
	1.06
	32
	38
	
	5
	1
	6
	19

	Tanti
	2.06
	37
	51
	
	6
	
	6
	16

	Rajinpur
	2.06
	67
	37
	
	10
	2
	12
	18

	Goyal
	3.06
	69
	43
	
	13
	4
	17
	25

	Sub-total
	
	254
	
	0
	43
	7
	50
	

	
	
	
	
	
	
	
	
	 

	Total
	
	837
	51
	129
	50
	20
	199
	24

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	* Included in Basanti when data on poverty and households originally collected



	(a) Category combines poor & extreme poor.  Figures derive from an earlier Nijera survey and for Mostapur do not accord exactly with those deriving from the well-being data presented in table 2.

(b) That receive latrines



	Source: project and UP records





Table 7: Comparing Context, Process and Outcomes in Mostapur and Kanpara

	
	Mostapur
	Kanpara

	

	Context

	Households
	105
	71

	Poor/Extreme poor
	58% + 20%
	58% + 11%

	Religion
	Hindu
	Muslim

	Social structure
	Broadly cohesive
	Polarised between skinners and others

	
	
	

	Ignition Process

	Stage
	First para
	Third spread

	Nijera Person days
	80
	16

	External NL Person days
	Not applicable
	Exceeds Nijera

	Households

receiving internal help
	35%
	26%

	Union Council Role
	Minimal
	Strong material incentives & sanctions for non-adopters

	Households 

receiving ring slabs
	2%
	44%

	
	
	

	Outcome

	Ignition to ODF declaration
	Three months
	Two months

	% Open defecation
	15-20%
	25-50%

	
	
	


	Table 8: Open Defecation by Class in Three Nijera Communities



	
	
	

	
	
	No. of Households

	
	
	Rich
	Middle
	Poor
	Extr.
	Total

	
	
	 
	
	
	Poor
	

	
	
	
	
	
	
	

	Mostapur (Rajendrapur)**
	OD
	
	
	9
	6
	15

	
	Non-OD
	5
	22
	49
	15
	91

	
	Total
	5
	22
	58
	21
	106

	
	
	
	
	
	
	

	Badyakar (Rajendrapur)
	OD
	
	
	1
	2
	3

	
	Non-OD
	
	5
	7
	15
	27

	
	Total
	0
	5
	8
	17
	30

	
	
	
	
	
	
	

	Bashya (Sayedpur)
	OD
	1
	1
	3
	6
	11

	
	Non-OD
	8
	13
	7
	20
	48

	
	Total
	9
	14
	10
	26
	59

	
	
	
	
	
	
	

	Overall
	OD
	1
	1
	13
	14
	29

	
	Non-OD
	13
	40
	63
	50
	166

	
	Total
	14
	41
	76
	64
	195

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	% of Households

	
	
	Rich
	Middle
	Poor
	Extr.
	Total

	
	
	 
	
	
	Poor
	

	
	
	
	
	
	
	

	Mostapur (Rajendrapur)**
	OD
	
	
	16
	29
	14

	
	Non-OD
	100
	100
	84
	71
	86

	
	Total
	100
	100
	100
	100
	100

	
	
	
	
	
	
	

	Badyakar (Rajendrapur)
	OD
	 
	
	13
	12
	10

	
	Non-OD
	 
	100
	88
	88
	90

	
	Total
	 
	100
	100
	100
	100

	
	
	
	
	
	
	

	Bashya (Sayedpur)
	OD
	11
	7
	30
	23
	19

	
	Non-OD
	89
	93
	70
	77
	81

	
	Total
	100
	100
	100
	100
	100

	
	
	
	
	
	
	

	Overall
	OD
	7
	2
	17
	22
	15

	
	Non-OD
	93
	98
	83
	78
	85

	
	Total
	100
	100
	100
	100
	100

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	** Study community
	
	
	
	Source: Haq and Bode 2008




	Table 9: Household Latrine Use by Para, Cluster and Year of Beginning with Nijera 

	
	
	
	
	
	
	
	

	Cluster
	
	No. of para

	
	
	
	
	
	
	
	

	% of hh using latrines
	50-59
	60-69
	70-79
	80-89
	90-99
	100
	Tot

	
	
	
	
	
	
	
	

	2004
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Ranirbanda
	
	
	1
	2
	28
	1
	32

	Birganj
	
	
	1
	4
	9
	4
	18

	Rajendrapur*
	
	
	1
	7
	8
	2
	18

	
	
	
	
	
	
	
	

	Palashbari (Jalagari)
	
	2
	
	1
	8
	3
	14

	
	
	
	
	
	
	
	

	Total
	0
	2
	3
	14
	53
	10
	82

	Percentage
	0
	2
	4
	17
	65
	12
	100

	
	
	
	
	
	
	
	 

	2005
	
	
	
	
	
	
	 

	
	
	
	
	
	
	
	 

	
	
	
	
	
	
	
	

	Lalmonirhat Sadar
	
	
	
	
	1
	5
	6

	Palashbari (Hossenpur)
	
	
	
	1
	2
	2
	5

	Sayedpur
	1
	
	
	6
	4
	7
	19

	Total
	1
	0
	1
	7
	7
	14
	30

	Percentage
	3
	0
	3
	23
	23
	47
	100

	
	
	
	
	
	
	
	

	Overall Total
	1
	2
	4
	21
	60
	24
	112

	Overall percentage
	1
	2
	4
	19
	54
	21
	100

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	No. of households
	
	% households

	
	
	
	
	
	
	
	

	
	Using
	Not 
	Tot
	
	Using
	Not 
	Tot

	
	Latrine
	Using
	
	
	Latrine
	Using
	

	
	
	
	
	
	
	
	

	2004
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Ranirbanda
	1041
	73
	1114
	
	93.4
	6.6
	100

	Birganj
	775
	61
	836
	
	92.7
	7.3
	100

	Rajendrapur*
	845
	95
	940
	
	89.9
	10.1
	100

	Palashbari (Jalagari)
	836
	127
	963
	
	86.8
	13.2
	100

	Total
	3497
	356
	3853
	
	90.8
	9.2
	100

	
	
	 
	
	
	
	
	

	2005
	
	  
	
	
	
	
	

	Lalmonirhat Sadar
	448
	3
	451
	
	99.3
	0.7
	100

	Sayedpur
	907
	107
	1014
	
	89.4
	10.6
	100

	Palashbari (Hossenpur)
	355
	16
	371
	
	95.7
	4.3
	100

	Sayedpur
	907
	107
	1014
	
	89.4
	10.6
	100

	Total
	2617
	233
	2850
	
	91.8
	8.2
	100

	
	
	
	
	
	
	
	

	
	
	 
	
	
	
	
	

	
	
	 
	
	
	
	
	

	Overall Total
	6114
	589
	6703
	
	91.2
	8.8
	100

	
	
	
	
	
	
	
	

	* Study location
	
	
	
	
	Source: Haq and Bode, 2008

	
	
	
	
	
	

	
	
	
	
	
	


The first table implicitly defines “using latrines” as having latrines that some family members use, whilst the second appears to employ the more restrictive definition of “all household members always using”. 







� For a comprehensive account see Kar and Pasteur, 2005


� This is described in the title as the third case, since it is the most recent of the three initiatives to be considered, but it has actually been written first.  


� See the various CARE sources listed in the References


� A Union is the lowest unit of local government and will typically have a population of about 30,000. Unions are divided into nine Wards.  Each elects one member to the Union Council, whilst contiguous groups of three Wards also elect a single woman member. An Upazilla is an administrative sub-district, where most Ministries have representatives.  It has an average population of a little less than 300,000 and will typically comprise about nine Unions.


� The site was chosen partly because it was close to the SDU main office, which made it easy to consult project records and senior staff, and partly because it was already familiar to one of our team members.


� The data reported in this section derives largely from Nijera’s own records, with some checking from our own primary investigation.


� For details see table 2.1 below


� For a comprehensive account of the evolution of water and sanitation policy in Bangladesh, see Ahmed 2008


� These covered the immediate pre-CLTS period from 1997-2004, when the annual number of cases ranged from 257 to 463.  Seasonal patterns also varied markedly from one year to another.  Although June, when rains and flooding were near their peak, had the greatest average for any month, it only registered the highest level in six out of the ten years, with October being highest or equal highest in three instances, and January and February in one each.  This suggests that certain factors can be highly influential in these months, but that they do not occur on a regular basis, only arising in a minority of years and hardly featuring at all in others.  March and April, November and December, whilst also showing some year on year variation, generally seem to exhibit the lowest incidence. For further details see table 4 below.





� For a fuller discussion of this argument and of the world-view from which it derives, see BRAC 1992 part C, especially pages 21-22.


� This could usefully become the subject of an investigation in its own right, and might prove of considerable value in fine-tuning hygiene awareness initiatives. 


� Further details appear in table 5 below.


� This part of the account draws on the researchers’ own re-construction of events from primary sources, but also relies heavily on CARE 2005(b), pp 6-13


� See table 2.2


� These initiatives culminated in the formation of an organization of 87 men and women natural leaders, each of whom has contributed to a range of initiatives taking place across the ward.  Initial exchanges with staff were thus not only or even primarily about implementing CLTS, but rather about building capacities and relationships that would serve a much wider purpose in the months and years that followed. 


� See table 6 below for further details of this and subsequent distributions.


� The well-being class of recipients could not be checked, and it is therefore not possible to provide conclusive evidence as to whom latrines were going to.  But if the figures that have been presented here (and in table 6) are correct, it would appear likely that not all went to those most in need.  All this was happening at an early stage in Nijera’s governance work, and before it impact could really be felt.  


� Nijera does not always use CLTS as an entry point.  In Birganj, for example, an initiatives to support labourers in wage negotiations has come first.  Where this is the case, less time needs to be devoted to the CLTS work itself.


�  The research team spent approximately the same amount of time in Kanpara as it had in Mostapur, but Nijera staff carried out much less contextual investigation.  With less documentery evidence to draw on, this inevitably means that the account offered is less detailed and precise.


 


� This coercive behaviour may well be related to the availability of a 200,000 taka incentive payment to the development funds of Unions declared 100% sanitised.  Other reported sanctions include the withdrawal of rights to vulnerable group safety net payments to those who do not install latrines.   


� The corresponding figure for Mostapur was 35%


� A follow up survey conducted by Nijera in April 2008, the results of which are reported in Haq and Bode, arrived at the similar figure of 95.24%.  


� In CLTS parlance this is known as “moving up the sanitation ladder”.


� See table 8 below for class breakdown of households engaging in OD in Mostapur and two other communities covered by the same Nijera survey.


� Haq and Bode 2008 p.3 attribute this to the simultaneous operation of no less than seven contributory factors - ranging from international markets, through government policy, to flooding and a cyclone - the combined effect of which was to force food prices to unprecedented levels.   


� As in Mostapur, the results reported here were collected through a three-step procedure.  Firstly, households from the 25% survey who had been encountering difficulties in maintaining sanitary practices were identified, and questioned as to the underlying reasons.  Secondly, they and other key informants were asked to identify households falling outside the survey who had encountered similar difficulties and these households were visited, wherever possible, to probe further.  Finally, knowledgeable outsiders, including local doctors and store-keepers supplying treatments for diarrhoea, were also consulted.  This was the best that could be managed in the limited time available and clearly falls some way short of providing conclusive proof.  


� Evidence gathered by Nijera outside Rajendrapur suggests that households were sometimes only supplied with a single ring, and that their latrines therefore filled up very quickly. This, in turn, is believed to have deterred people from re-adopting.  Although it did not come to our attention, it is possible that this may have arisen in Kanpara as well.  


� For more details, see table 5 below.


� Mostapur was the first community study we conducted and the team was still finding its way with the various data collection tools we used.


�  Studies conducted in other countries have used control communities, questioned individual households about, and only asked about very recent attacks (For example, see Khale and Dyalchand, 2008). This appears, in retrospect, to have been a better way of addressing the issue under investigation.  Given the potential influence of socio-economic factors, controls would, however, need to be made very carefully, and even then, the difficulty of naturally occurring year on year variability would still remain.  It is also at least hypothetically possible that CLTS might contribute far more in a “bad” year than a “good” one.  These, and other factors have led experts to conclude that it is extremely difficult to attribute levels of diarrhoea to specific causes under any circumstances. (For example, see Kremer and Zwane, 2007.)  





� See Bhuiya 2005;Bode et. al. 2006; CARE 2005 (a),(b); CARE 2006 (a),(b),(c); Kanji et.al. 2006


� When Nijera carried out its survey in April 2008, certain potentially significant differences in outcome did, however, become apparent.  These are summarised in table 9 below.  This shows that the proportion of households not using latrines in areas where CLTS began in 2004 ranges from 6.6 – 13.2% around an average of 9.2%.  The corresponding figures for 2005 are 0.7 – 10.6% around a slightly lower average of 8.2%.  Kanpara falls in the bottom 2% and Mostapur in the top 38%.  


� To some extent this could be justified by the fact that staff were now becoming more experienced and no longer needed to work together in relatively large teams for mutual support.
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