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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.  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 and comprehensive approach that sought to address all of the underlying causes of open defecation.  
In 2007, the authors were invited to carry out a study of the various ways in which CLTS principles have been adapted and applied in Bangladesh.  This paper presents the results of an investigation of the approaches followed by the NGO VERC.  

An introductory Chapter explores the background to CLTS and describes how the study was conducted.  

Chapter 2 begins by introducing the work undertaken by VERC in Bangladesh and its earlier experiences of working with sanitation.  An account is then provided of the way in which the organisation first developed CLTS in Rajshahi and of how the practice spread, and was then taken to a much larger scale with DFID funding from 2003 onwards.
Chapter 3 provides background information about Manda Upazila, where the fieldwork part of the study was carried out, and sets the context for what follows by exploring the earlier history of sanitation and diarrhoeal disease in the area. 

Chapter 4 explores how CLTS was first introduced in one Union of Manda Upazila in 2000 and then extended to the rest of the Upazila from 2005 onwards.  Information is then provided about two communities which were investigated in detail, as a part of an account about how CLTS and a wider set of sanitation practices were promoted and spread at the most local level.

Chapter 5 then turns to the key 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. 
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1. INTRODUCTION

Diarrhoea is a major problem in Bangladesh.  Many die from it each year, and for many more it brings unnecessary suffering, often coupled with significant financial loss.  

Although many factors contribute, the primary cause lies in the lack of adequate sanitation.  Most people have no latrines at all and must therefore defecate in the open, whilst most of the latrines that have been installed do not confine excreta safely, simply allowing it to be discharged into the open environment.  

At the turn of the millennium a new approach, which became known as Community Led Total Sanitation (CLTS), was devised in an attempt to deal with this problem.  This paper explores its genesis from a combined initiative undertaken by WaterAid Bangladesh and VERC - a national NGO in Bangladesh, and traces how VERC has gone on to develop and extend CLTS in the years that have followed.    

A series of 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 the benefits arising.

This chapter begins by relating how CLTS arose as a reaction to earlier, largely unsuccessful efforts to promote sanitation in Bangladesh.  The origins and broad characteristics of VERC’s approach are then outlined, and the methods used in carrying out the study described.  In Chapter 2, Manda, the area selected for investigation, is introduced and the situation preceding the introduction of CLTS is laid out.  Chapters 3 and 4 relate how the CLTS intervention unfolded and spread, whilst Chapter 5 concludes by analysing the impact and sustainability of the two initiatives.

1.1 CLTS: Antecedents and Genesis

The History of Water and Sanitation Programmes 

Sanitation in Bangladesh has suffered through being closely linked to the provision of safe drinking water, which has historically received much greater emphasis and enjoyed far more resources.  

From independence in the early 1970s onwards, priority in the water and sanitation sector has been given to the promotion and free distribution of handpumps, culminating in a situation in the 1990s where the large majority of households either had their own sets or enjoyed relatively easy access to those of close relations or neighbours.  Sanitation initiatives taking place during the same period, were far patchier and enjoyed a much smaller measure of success.  

In the 1970s, the Department of Public Health Engineering, supported by UNICEF and WHO, designed a relatively expensive sanitary latrine, and then installed a number of demonstration models in rural communities.  It was hoped that this would encourage people to build their own, but hardly anybody did.  Things improved somewhat in the 1980s as DPHE devised cheaper concrete slab and ring designs and established a network of local production centres, but even with subsidies, uptake remained small.  The 1990s saw some further progress.  People who could not afford the concrete sets were now encouraged to build their own latrines.  DPHE launched a mass sanitation campaign with support of UNICEF and various NGOs.  Private supply businesses proliferated as demand for latrine components increased.  But the initial enthusiasm that had been generated waned when the campaign came to an end, and many of the latrines that were installed were later found to have fallen into disuse, with their owners returning to the practice of open defecation. 

Factors Inhibiting Sanitation

A common feature of all the approaches tried up until 2000 was a failure to adequately address the beliefs and attitudes under-pinning open defecation.  Most people lacked a clear understanding of the link between faeces in the environment and the transmission of pathogens to the water and food they consumed.  Their views of sanitation were instead shaped more by culturally bound notions of purity, where what mattered was the exclusion of faeces, not from the environment per se but only from the areas immediately surrounding their homes.  Latrines were not seen as necessities, but rather as prestigious consumption items that people would only install as a part of more general process of improving their homes when they became relatively wealthy.  The unwillingness of the poor majority to take independent action to adopt was further re-enforced by the knowledge that latrines had, in the past, sometimes either been supplied free of charge or at subsidized rates.

There was also a significant gender dimension to the question of non-adoption. Many men actually preferred defecating in the open to using latrines and they were the ones who held the family purse strings.  Considerations of modesty meant that the privacy and convenience afforded by latrines was of far greater significance to women, but they would generally lack the power and influence within their households to get one installed.

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 the small initiative launched by the Village Education Resource Center (VERC) and WaterAid Bangladesh in the North-Western District of Rajshahi early in the year 2000, CLTS has now been taken up and adapted by several other organisations.   In the years that have followed, CLTS has 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 Ahsania Mission (DAM) and CARE’s Nijeder Janyia Niijera.

1.3 How the Study was Conducted 

Preliminaries and Secondary Data

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

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

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 Upazila (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.

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 and in socio-economic conditions.  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.  At this stage, PRA and other materials generated by VERC and their partner communities in the course of introducing CLTS were identified and then used to check the results of the process reconstruction.  These included social maps; lists of households and well-being ranking; and 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 household names, 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 VERC 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.  

1.4 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.  Finally, when all the field investigations had been completed, a national meeting was held in Dhaka, attended by senior representatives of each of the three case study organizations and other interested parties.  Key findings were presented for critical review, and participants were asked 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 random 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 focused investigations.  


CHAPTER 2: THE EVOLUTION OF VERC’S APPROACH TO TOTAL SANITATION  

Chapter 2 explores the genesis and evolution of VERC’s approach.  It begins with a brief overview of the organization as a whole and its work in Bangladesh, and shows how CLTS arose as a response to perceived shortcoming in its earlier water and sanitation initiatives.  The early experiments with CLTS and the development of the procedures that are now followed is then described. This, in turn, sets the scene for the more detailed consideration of the events unfolding in the study area of Manda in Chapters 3 and 4.

2.1 VERC’s Early Water and Sanitation Work

Origins

Village Education Resource Center (VERC) was established as a project of Save the Children USA in 1977 and was then converted into an indigenous NGO when the project ended in 1981.  Initially the organisation focussed mainly on non-formal education for school age children and a literacy programme for adult women, but as time went by new activities were added and the scale of operations grew.  By 2006 VERC employed about 1000 staff and had an annual turnover of £3.54mn.  Further details of its evolution and current status appear in the box below.
BOX 2.1 THE VERC ORGANISATION

VERC works for the improvement of the situation of the rural poor.  Its vision is to create “a self-reliant society based on justice, equity and sustainability where every human being has the equal opportunity to maximise their potentialities”, and its mission is to “establish and promote a dynamic and participatory sustainable process towards human development by empowering the people, especially the disadvantaged”, through exploring, generating and mobilizing resources to improve the quality of their life”.  The organisation now defines its core functions as: “the design and application of participatory approaches....; the provision of various forms of training; and the demonstration and modification of ... innovative technologies”...  
Key programme areas include non-formal education (from 1979); devising appropriate water and sanitation technologies for remote areas (from 1980); micro-credit programme through community groups (from 1982); improved cookstoves (from the late 1980s); maternal health childcare (from 1990); disaster rehabilitation and preparedness (from 1992); and activating and promoting local government institutions through strengthening of local government (from 1999).  Cross-programme support is provided by Training and Communications (which also runs many courses for other organisations), by Administration and Research, and by Evaluation and Documentation sections. 

There is a head office at Savar near Dhaka, with 68 staff, and a further 877 project staff operate out of the organisations’ 24 field offices.  VERC is active in 17 districts spread across much of Bangladesh and provides services to an estimated 1.7mn. people.  By 2006, its annual budget had grown to 478mn take (£3.54mn.).  The organisation is strongly committed to the sharing of experiences and mutual learning, and has working links with 141 local and seven international NGOs

Water and sanitation was the second area of work to be opened up.  Following the approach pursued by all other major actors in the sector at the time, initial projects were hardware oriented and offered subsidies for the installation of latrines and handpumps.  Activities were on a very small scale, of limited duration and confined to areas close to Dhaka.  

Support from WaterAid Bangladesh.
In 1986 VERC became the first Bangladesh partner of the international NGO WaterAid, laying the foundation for an association that has continued until the present day, although for several years the scope and geographical coverage of its water and sanitation work continued much as before.  

The first major change was to come with the introduction of a three year programme in 1993, under which work was extended to cover six Unions under separate Upazilas and Districts, each chosen because it posed a particular challenge for the provision of effective water and sanitation services. Three were clustered fairly closely together in the north-west around Rajshahi, with the remaining three in more scattered locations in the south and south-east
. These locations have continued to provide the geographical focus for VERC’s work in the sector ever since
.

In1996 WaterAid Bangladesh established its own small country office and offered VERC another three year programme
.  Initially, the content of the programme in the second phase remained much the same, with the focus on further extending the scale of operations
.  But as time passed, a perception was to grow that relatively few people had been able to benefit and that a hardware-based approach could not, by itself, have major impact on the incidence of diarrhoeal and related diseases
.  

In the light of this, a decision was taken in 1997 to add a hygiene awareness component to the programme.  A curriculum was duly developed which covered safe drinking water; the importance of hand washing when preparing food and eating and after using the latrine; latrine construction; and solid waste disposal.  Messages were delivered by locally recruited men and women, known as community volunteers, who had been educated to the level of class ten.  The main emphasis was on working with women, but men were allowed to attend meetings as well if they wished.  Four groups were formed in each union, and sessions were conducted for about an hour each fortnight over the period of a year.  Small parallel programmes covering similar topics began to be organised for school children during the same period.

By the end of the second phase, the number of staff working on water and sanitation had grown to about 60 and many of the features of the current management structure had been put in place.  Overall control was vested in VERC’s Director, with a full-time Project Coordinator taking responsibility on a day to day basis.  He, in turn, was supported at head office level by a Hygiene Promotion Manager, a Hygiene Education Adviser, a Project Engineer, and an Associate Coordinator in charge of monitoring.  In addition, an Assistant Project Engineer was appointed for each of the two main geographical regions were the project operated.  Upazila offices were run by an Assistant Project Coordinator, who was typically responsible for the work of four Health Motivators, each of whom would be supported by one or two Community Volunteers.

We were unable to enquire very far into the style of management practised at the time, but this appears likely to have been quite highly centralised, with relatively little discretion given to those working in the field
. Interaction between staff and rural people was conducted in a fairly didactic fashion, and there was little community participation or follow-up.  

2.2 Towards a More Participatory Approach: 1999 - 2003

The seeds for a new approach were sown during a review of the second phase which was led by Kamal Kar from India and took place in 1998
. The ensuing report questioned the advisability of subsidies and the way in which these were being uniformly applied to a diverse range of circumstances.  Out of this came the proposal for a participatory poverty assessment, that would look further into the question of what might work best in different places.  It was during the course of this exercise, which took place in February 2000, and lasted for only two weeks, that a major breakthrough was to take place (Kar 2000a). 

Once again the exercise was facilitated by Kar from India, who on this occasion worked with Mr. Shayamal Kumar Saha, the Training Officer from DASCOH, an international water and sanitation NGO with a presence in Bangladesh.  Other team members included two senior staff from WaterAid Bangladesh, seven senior staff members from VERC, and nine more junior VERC staff members drawn from the various places where the programme operated.

Although the original intention had been to assess what levels of subsidy might be required in different locations, this was quickly overtaken by a decision to experiment with the possibility of eliminating subsidies altogether.  With this end in mind, the team worked together over the course of a four day workshop to develop a new approach that would stimulate communities to come up with their own solutions, which was then tested for the first time in Raipara in the village of Mochmoil in Rajshahi District.  

The Ignition Process

The new approach was described as a “process of self-mobilised and community managed sanitation”, and took place over a two-day period, with activities extending late into the night. 

The team began by entering Raipara, building rapport, arranging a meeting to which all households were invited, explaining objectives, and generally attempting to create a good environment for learning and sharing.  

A number of specific exercises were then carried out using PRA techniques
.  People from the para  first prepared a large social map on the ground indicating the location of each household, to which details showing where open defecation took place were then added.  The particular problems faced by the landless and poor - many of who had nowhere to construct their own latrines, and were forced to defecate on other people’s land - were reviewed, and the particular problems faced by women discussed.  The way in which the water and sanitation situation in the area had changed over time was explored. Well-being grouping analysis was conducted, the livelihoods of different groups reviewed, and more specific information then collected on the possession of toilets by different groups.  

Smaller groups were formed and transects conducted which involved visiting water points and places where open defecation was taking place.  A calculation was made of the amount of excreta being added to the environment by open defecation. A flow diagram showing how excreta passed from the environment by various routes back to be ingested by local people was constructed and an estimate made of the quantity of faeces directly consumed by each individual as a result.  The average financial cost of the each consequent episode of diarrhoea was calculated.  Initial proceedings were then brought to a conclusion by a large community meeting at which findings were presented and decisions arrived at as to what action might be taken. 

The overall effect of this relatively brief but intensive set of interactions between team members and the people of the para, was dramatic.  There was shock and disgust both at the scale on which faeces were being deposited in the environment, and at the fact that these were being directly re-ingested.  There was an appreciation that everybody suffered, including the minority who had actually built their own latrines, and that there was therefore a need for a common and collective solution to be arrived at.  There was a realisation that certain community members might find it difficult to act on their own behalf.  

With these activities completed, a smaller team from the workshop then continued to work in the same village for a further two days, whilst others split off to test and fine tune the approach in the Unions of Nachol in Chapai Nawabganj, Sitakunda in Chittagong, Teknaf in Cox’s Bazar, and Lalmohon on Bhola island
.  Similar experiences to those emerging from Raipara were reported from the other communities covered in the first series of ignitions.  

Next Steps

As well as describing the procedure and the immediate response, the Kar account offers certain suggestions as to how the new approach might begin to be extended to all parts of the Unions where VERC was working in the months following the initial events that have been described.  Some concerned the promotion of sanitary latrines within the ignition communities, broadly envisaging a cascade system, where perhaps ten households would adopt initially, and then each encourage a further ten households until saturation had been achieved.  Others dealt with a broadening of the process, perhaps by encompassing the collection and disposal of household waste, clearing roadsides of vegetation, or initiating child hygiene activities.  Others still explored mechanisms for initiating spread to nearby communities.  No clear steer was however provided, or was perhaps even intended, as to the priority to be attached to various possibilities, or to how they might be sequenced.  But it was indicated that inputs from VERC would be required.  

Staff would need to attend Sanitation Committee meetings.  They would be expected to identify, support and empower activists who could help to carry forward and spread the process.  They might also play a part in organising activities including processions and collective road-side clearing events.  And above all, there was a firm injunction that no subsidies should be provided in the initial period for fear that this would undermine the social mobilisation that was intended to take place. 

The initial expectation was that 100% uptake of sanitary latrines could be achieved within individual communities in as little as a month and should prove possible in more difficult locations in no more than four months.

Early Developments in Raipara

In Raipara, things moved on quickly after the two day ignition process.  The people’s first reaction had been that each household would need at least 3,000 taka and perhaps as much as 10,000 to proceed, and assistance had been requested from VERC.  But when staff showed that there were much cheaper solutions that the villagers could implement themselves they immediately began to take action.  

A Sanitation group, comprising 17 men and four women, was formed to oversee the process.  Initially seven households, drawn mainly from the better off segment of the community, dug make-shift latrines, several opting for a cheap design using corrugated iron sheet for a pan that only required an outlay of only 15 taka.  In the ensuing months, others began to follow their example.  

Seven of the poorest households were given land on which to build latrines, and there were other instances where wealthier households helped those who were less well off by donating construction materials such as bamboo.  At the same time, children’s parades were held and sanctions were introduced to encourage adoption, and encouragement was given to mothers to instruct their children about the dangers of open defecation.  Efforts were also made to take the process beyond the immediate community through discussions at religious and other public gatherings.

Word about what had been happening in Raipara had also started to spread to surrounding communities and one leading individual in particular found his services as a catalyst to trigger adoption elsewhere increasingly in demand.

Six months on

But what was happening in Raipara was not very widely replicated elsewhere. When Kar returned for a short visit six months later in September 2000 (Kar 2000b), it was immediately apparent that early expectations about how long it would take for communities to reach 100% sanitary latrine coverage had proved rather ambitious.  A handful of communities had made rapid progress and had approached total coverage, but most, and especially the larger para
 were moving much more slowly
.  Data collected later by VERC was to show that the average time required for the 67 communities ignited during 2000 as a whole to attain 100% coverage was, in fact, 27 months (VERC 2004:10). Whilst very fast in terms of what has been achieved by other sanitation programmes, this outcome was still regarded as somewhat disappointing.  

The primary reason identified for the shortfall against expectations at the time was the shortage of robust low cost latrine designs.  Many of the early models, especially in the south, had collapsed, and the initially promising corrugated iron design had been found to rust and not to last for very long.  As a consequence, there were numerous cases of people who had initially used latrines now returning to open defecation.  

The proposed solution was to identify and organise groups of rural sanitation engineers – local people who had shown the capacity to develop and promote low-cost designs that worked well in their particular localities – and then to use these to make suitable ideas accessible to the wider population.  

A Broader Approach

But early progress had not only been constrained by the shortage of viable technical options.  Staff had some previous experience of PRA methods, but their facilitation skills were not of a very high order, and a major input was needed to bring them up to a required standard.  

An ambitious training programme covering PRA, other promotion and facilitation skills, and the various technical and institutional components of the new programme was duly devised and then progressively rolled out to staff from the end of 2000 onwards.  In all this comprised seven modules and took a total of 42 days, spread out over a period of several months, to complete.  This was supplemented by cross-district visits and experience sharing workshops.

Side by side with the new training programme, and having formally decided to adopt CLTS as the central approach to be followed, VERC now embarked on the process of re-designing its wider approach to incorporate the new ideas (see VERC 2004).         

Institutional Framework

Central to all of this was the development of an institutional framework to support the different aspects of the evolving approach. Five bodies were promoted at various levels with this end in mind.  
Community monitoring groups were established to record and report rates of progress in 

latrine installation and maintenance, to monitor hygiene practices including hand washing, water, soap, cleanliness, wash hands before eating and to provide extra inputs and motivation where required.  Meetings would typically be held every one to two months over the course of the first year, with the Health Motivator in attendance.

Waterpoint management committees, typically representing a cluster of ten or so households, were set up wherever VERC tubewells had been installed and charged with overseeing operation and maintenance, including the procurement of any spare parts that might be required.

Community WatSan action committees, of the type mentioned earlier in relation to Raipara, were established everywhere that ignition took place and were assigned a number of key roles.  These included: preparing the initial action plan; determining the composition of hygiene monitoring groups; selecting the catalysts who would become rural sanitation engineers or serve in other capacities; selecting where new water point would be installed and deciding who would sit on their management committees;; establishing a forum to provide hygiene education for men; holding monthly meeting to collect and send on data on progress; organising film shows, awareness campaigns, and cleanliness drives; choosing the households that would qualify for any government subsidies; and performing various other linking functions.

Rural Sanitation Engineer groups , were established at Union or lower levels. These met quarterly for mutual support, and performed a number of key functions.  Individual households or WatSan committees would take their advice and sometimes directly use their services when latrines were first installed.  They would again provide help when pits filled, spare parts were required, or when other maintenance issues arose. They would also help again when people sought to upgrade to more advanced designs of latrine, or to “move up the sanitation ladder”.

Cultural and children’s groups, were formed under the auspices of WatSan Committees and the Union Parishad, provided with free instruments where required, and called on to give performances delivering sanitation messages on occasions such as World Sanitation or Water Day, for which they would receive an honorarium.

Finally, here, it is important to note the role of the District, Upazila and Union Task Forces, which were formed in response to Government instructions, rather than as a direct result of VERC’s own initiative, but which interacted in various significant ways with the other institutions that have been described.  These bodies would be consulted before any action was taken, could play an important part in networking and relationship building, might assist in identifying communities where implementation was proving more difficult, and would generally assist in allowing VERC’s limited resources on the ground to stretch further than might otherwise have been possible.

National level developments

In 2001 WaterAid Bangladesh reviewed the developing programme.  The panel assembled for the purpose included Vivek Srivastava, the Indian Country Leader from the World Bank Water and Sanitation Program (WSP-SA).  When he visited some of the early communities, he was impressed by what he saw and decided that his office should try to promote the approach more widely. 

The first step was to organize a two day workshop to show policy makers and practitioners from the South Asian region what had been achieved.  This was held in Bogra, the district which adjoins Rajshahi, in Feb 2002.  The international attention originating from workshop was, in turn, to attract the attention of senior Bangladesh officials, and after further visits and a second WSP-SA workshop, the Minister and senior officials from the Local Government Ministry decided to launch a national programme.  Concerned agencies were summoned for discussions and when it became apparent that no-one knew the extent of precise status of sanitation in the rural areas a survey was initiated.  This was implemented by local government officials and reported that only 33% of households were using sanitary latrines.

The next critical development came in October 2003, when at the request of WSP-SA, the Government of Bangladesh agreed to host a South Asian Conference on Sanitation (SACOSAN).  The issue of subsidies figured prominently in the discussions, but no final decision was reached on whether these might be admissible or not.  Delegates did, however, agree that each country would focus its efforts on the achievement of the Millennium Development Goal (MDG) of halving the number of people without sanitation by 2015.  The conference was also notable for coining the phrase Community-Led Total Sanitation (CLTS), which quickly passed into common usage
.

Encouraged by what had already been achieved and energized by the international exposure of the Conference, the Bangladesh government now decided it would unilaterally adopt the far more ambitious goal of 100% sanitation by 2010, and two new policies were quickly introduced with this end in mind.  The first was to allocate 20% of local development funds for promoting sanitation and to charge local government with the responsibility of implementation.  75% of this sum was to be used for securing sanitation hardware and 25% for training, motivation and other software components in the period preceding the attainment of total sanitary latrine coverage, with the proportions to be reversed after this had been accomplished. The second was to make available cash incentives of 200,000 taka to each Union which could be verified as having completely eliminated open defecation.

Increasing Success

Work subsequently conducted by VERC (2004, p10) indicates a record of growing success in the implementation of its own core CLTS component, as these developments were unfolding. The study specifically compares the average period of time elapsing between the entry PRA being carried out and the achievement of 100% sanitary latrine coverage for the communities where work began in 2000, the first year when the new approach was introduced with each subsequent year up until  2003.  

The results are instructive.  In 2000, there were 67 PRA’s and the average period to attain complete coverage was 27 months.  For the 70 communities ignited in 2001, the figure reduces to 22 months, and for the 2002 cohort, when there were 57 new communities, it comes down again to 17 months.  But the really dramatic change comes for the 2003 set, where the average completion time was reduced to a little less than four months.

VERC attributes the advance to the growing expertise and improving performance of its staff.  Whilst this almost certainly would have made a significant difference, it appears unlikely to have been the only factor at work.  Presumably there would also have been some demonstration effect, with new communities becoming easier to mobilise as a result of the awareness generated and the resistance diminished by having observed others around them adopt first.  But even this would not account for the enormous difference between those ignited in 2002 and those that followed in 2003.  It seems very likely that the critical factor here would have been the major shift occurring in the wider policy environment, and the way in which this subsequently served to focus the attention of local administrators and political elites for the first time.   

2.3 Phase 4: Towards Upazila-wide Coverage 2003-2009

October 2003 saw the state of a major new phase of activities that was to run for five and a half years up until March 2009, which was entitled “Promoting 100% Sanitation, Hygiene Behaviour and Safe Water through Capacity Building of Community Institutions”.   This was to be built around a similar set of activities to those already in place and supported by a slightly extended period of staff training, but entailed a large expansion in the area covered.  In each of the seven existing locations work was to be extended to cover the entire Upazila, and one additional Upazila was added to the programme, giving a total of 62 Unions in all.  Further details appear in annexe table 1.

This was made possible as a result of a new DFID funded programme, known as Advancing Sustainable Environmental Health (ASEH), which made £15.5mn. available to support a number of partners
.  WaterAid’s share was £2mn. (280 mn. taka), all of which was passed on to VERC.  Following a nine month inception period, work began in July 2004 in 24 unions under five Upazila, before being extended to all remaining Unions in the course of 2005.

The expansion taking place under ASEH saw a seven-fold increase in staff numbers compared to the situation at a comparable stage under the preceding phase three in 2002.  The structure at the apex of the organisation, with a part-time Director and a full-time 

FIGURE 2.1: THE HISTORY OF VERC’S APPROACH TO SANITATION

	PERIOD
	KEY EVENTS
	FUNDER
	TECHNOLOGY
	WIDER APPROACH
	COVERAGE

	1977-86
	77 Initial project

81 VERC established as independent NGO
	SCF/
UNICEF
	Subsidised latrines & hand-pumps
	Hardware supply
	Handful of areas near Dhaka

	1986-93
	86 WaterAid starts to support work in Bangladesh
	WaterAid
	
	
	Six Unions under separate Upazilas in six Districts in N.W. and S. Bangladesh

	1993-96
	93 Ist 3 year WaterAid programme
	
	
	
	

	1996-99
	96 WaterAid opens country office.  2nd 3 year programme
Kar conducts evaluation of VERC program & recommends changes  
	
	
	Hygiene education added
	Further Union in a new Upazila added in one District 

	1999-03
	2000 Kar conducts workshop on subsidy for 3rd 3 year programme

02 Regional workshop on community-led sanitation at Bogra
	
	Direct latrine subsidies stopped, but some households continue to receive from other sources
	Re-orientation to community-led approach

Pilot engagement with local government institutions later in period
	

	2003-09
	03 Inspired by SACOSAN conference, Government sets target of elimination of all open defecation by 2010 
	DFID-ASEH via WaterAid
	
	Full-scale involvement of local government
	Coverage extends to entire Upazilas in which original  Unions located. New Upazila added in existing District


Coordinator, remained as it had been before, but beneath them many new appointments were made and a more complex structure put in place.  Head office staff now grew from six to eleven, with research and advocacy functions being added to being added to the existing positions.  A new tier of management was created and new offices established in each of the two regions, each of which was headed by a coordinator, supported by two senior trainers at regional level, and an assistant accountant. In all of the Upazilas, a new post of assistant coordinator was created, and an accountant and an assistant engineer appointed.  At the same time, all previous Health Motivators (HM) were promoted to the new position of Senior Health Motivator (SHM), each of whom was placed in charge of a Union; three new 

Motivators being appointed for each Union; and large numbers of additional Community Volunteers were recruited.  Each SHM, who had previously had to rely on a bicycle for transport was now given a motor-bike.  Further details of staff levels, and respective spans of control are presented in annexe table 3.  

The advent of ASEH was also to see significant changes in the way activities were monitored, with a combination of quantitative data now being collected each quarter for transmission upwards from individual HMs to the country office using a common format for incorporation into a computerised data base. 


CHAPTER 3:  WATER, SANITATION AND DIARRHOEAL DISEASE IN MANDA BEFORE THE INTRODUCTION OF CLTS  

This chapter sets the context for the account of the interventions that will follow and attempts to establish what the situation was like before they began, in order to establish a baseline for the final discussion of impact.  

It begins with an introduction to Manda, where our investigations were carried out.  Next, the history of earlier water and sanitation initiatives in the Upazila is described and their legacy assessed.  Concluding sections then consider how local people themselves explain the causes of diarrhoea, and review the evidence on the extent of the problem before CLTS was introduced.

3.1 Manda Upazila
The Environment 

Manda is the southernmost Upazila in Naogaon District in the north-west of Bangladesh, and lies some six hours by road from Dhaka.  It is entered to the south by the highway running up from the regional capital of Rajshahi, which then bisects the entire area before exiting from the north-east corner on its way to the District headquarters.  Most of Manda’s western boundary is formed by the river Sib, and by the embankment which has been constructed along its entire eastern bank.  The larger Atrai River enters the area from the north and then cuts across the Upazila in a south-easterly direction, separating the north-eastern third from the larger remaining area to the south-west.  Once again, the land to either side is protected by major embankments.  

The Upazila extends some 25 kilometers from its southern extreme to its most northern point, varies in width from 6 kilometers in the north to 25 kilometers in the centre, and has a total area of 376 square kilometers. Apart from the major highway, there are only two other short stretches of metalled road, but the Upazila is criss-crossed by numerous un-surfaced roads and tracks, winding their way down into the remoter unions and ultimately connecting together Manda’s 300 or so villages.

The south-western and southernmost parts of the Upazila mainly comprise enormous seasonally inundated water-bodies (bil), and large numbers of smaller bil are also found in the central and eastern areas.  Altogether these cover some 20% of the land area.  Another 35% is taken up by settlements, leaving about 45% free for cultivation.      

Livelihoods and Population

Frequent inundation has created highly fertile soils, and agricultural output has been further enhanced by mechanical irrigation, which now covers an exceptionally high 71% of the total area. 29% of the land is triple-cropped and a further 47% double-cropped.  The main crop is paddy, followed by wheat, mustard, potato, sugar-cane and brinjal. 

The 1991 census shows a population of 331,000, and the current figure almost certainly exceeds 400,000.  A recent survey suggests there are now approximately 85,000 households.  The 1991 Density, at 880/square kilometer, was already extremely high, even by Bangladesh standards, and there was only an average of only 0.09 hectares of cultivable land for each person.

The main occupations are agriculture (53%), agricultural labour (26%), commerce (7%), service (2%), and wage labour (2%).  Using Bangladesh Bureau of Statistics criteria, 26% of households are classified as landless, 16% as marginal, 18% as small, 29% as intermediate, and11% as rich.  Further evidence of the poverty of the Upazila is provided by low levels of 

literacy, with only 24.3% of the population age seven and above able to read and write, compared with a national figure of 32%
.  
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A sizeable Hindu minority, accounting for some 10% of the population, lives alongside the Muslim majority, and there are small numbers from ethnic minorities (1.2%).                                                                             
Government and NGOs

For administrative purposes, the Upazila is divided into 14 union councils.  The headquarters is Manda town, which has a population of about 1,500, and includes a Upazila health complex.  Elsewhere, there are two satellite clinics and 14 family planning centers.  VERC has its office in the town. Other NGOs and related organizations with a significant operational presence in the Upazila include: BRAC, Grameen Bank, CCDB, ASA, TMSS, ASOD and DABI. 
3.2 Earlier Water and Sanitation Initiatives

The history of water and sanitation in Manda, in common with other parts of Bangladesh, is heavily dominated by attempts to improve drinking water supply.  

Drinking Water

In the period before independence in 1971, the best available source of water was open wells.  Some people did not enjoy easy or regular access even to this less than ideal source, and were on occasions obliged to use ponds and other open water sources.  Whilst it is impossible to quantify, it is probable that these circumstances contributed to high levels of diarrhoeal disease, accompanied by periodic deaths, especially among infants.  

But from the late 1960s, handpumps, which offered a safer and cleaner source, gradually began to appear. Starting with richer households and mosques, numbers then slowly picked up through the 1970s through a combination of further private purchases and distribution taking place through Government and NGO programmes.  Use continued to gather pace through the1980s and 1990s, and a position has now been reached where virtually every household enjoys reasonable access.  Many have their own pumps and others share with a small number of neighbouring households.  The remainder, who live in areas where the water-table becomes too low to access by simple pumps for at least a part of the year, have use of larger communal pumps which can reach deeper acquifers.  These developments seem 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.  The 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.  Its effect, rather, is to very significantly reduce the length of time taken to recover when an attack occurs.  This 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.  This, in turn, will vary from one person and from one period of time to another, but is clearly substantial.  We shall return to this subject in more depth later.          

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 NGO CCDB began a small programme though run through women’s groups in the late 1980s, but hardly any of the latrines distributed were properly maintained or replaced when pits filled.  The only other 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 often 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 programme area, that was encountered during the research 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 DPHE 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.

The consequence was that when VERC began work 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 often 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 more 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 encouraged many households to buy televisions, which now provide another important channel for the transmission of messages.  And as noted above, CCDB, BRAC and other NGOs have also continued to work in this area, although the level of activity has varied significantly between communities.

3.3 Perceived Causes of Diarrhoea

Whilst the various initiatives that have been described would have had some influence on public awareness of the causes of diarrhoea, subsequent discussions on levels of latrine use will demonstrate that their impact on attitudes and behavior with regard to sanitation was quite small.  

At least part of the reason for this lies in the multiplicity of other factors that people perceived as leading to diarrhoea, which collectively would have served to make messages about sanitation more difficult to communicate.  Most of the explanations that local people gave tended to 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 the 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 pneumonia 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 were 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 that tended to exercise a greater hold on the popular imagination.  This, in turn, 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 a scientific view of what might be appropriate behaviour
.  

But it should also 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?  In the case of Manda, we were unable to collect time series data from the preceding period and had to rely on more anecdotal evidence gathered in study communities.  This suggested that levels of diarrhoea could be very high at times of severe flooding.  Instances were cited from each of the previous four decades, the most recent of which had taken place in 1995, when there had been significant numbers of deaths and where a very high proportion of people had been affected
.  What happened at other times was more difficult to ascertain although some estimates will be reported as a part of the discussion of impact in the final chapter.   

To get some impression of how things might have been, it is instructive to look at data collected in the course of another investigation from the Upazila hospital at Hatibandha in the northern district of Lalmonirhat.  These cover the immediate pre-CLTS period from 1997-2004 and the two years that followed (see table 3.1) and  reflect only the more serious cases of diarrhoea and related water borne diseases, which could not be dealt with by households themselves or by local practitioners.  

Pre-CLTS, the most striking feature is the lack of any clear overall downwards trend.  There is high year on year variation, with the annual number of cases ranging from 257 to 463, and with peaks tending to occur in years like 2002 and 2003, when there was more severe flooding.  

Seasonal patterns also vary significantly 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. 

These high degrees of year on year variability, both in overall level and seasonal pattern, are highly likely to have been reproduced in Manda, and  show how hard it is to establish any kind of baseline.  As such, they represent an additional complicating factor that will need to be taken into account when attempting to determine any impact that CLTS may have had.

	Table 3.1: 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



CHAPTER 4: THE IMPLEMENTATION OF THE NEW APPROACH IN MANDA 

This chapter provides an account of the introduction of CLTS in Manda, starting with the single Union of Kusumba in 2000, and then moving on to the attempt to cover the entire Upazila under the DFID-funded ASEH programme from 2004.  The second part of the story is told mainly by reference to events taking place in two communities under a single Ward in the Union containing Manda town, and covers both the promotion of domestic latrine use and the more comprehensive efforts to promote wider aspects of sanitation and hygiene that followed.  

4.1 Early Operations in Kusumba

Subsidized input supply 1986-1999

VERC first began water and sanitation work in Manda Upazila in 1986, when it was selected as one of the six new “difficult” locations in which the organization would operate an intensive programme with the funding provided by WaterAid. Offices were established in a building that already housed two other VERC programmes
 and an Assistant Project Coordinator appointed to oversee activities.   

Operations were confined mainly to Kusumba Union, which is located in the centre of the Upazila, immediately to the south of the Sadar Union and Manda town, and is bisected by the main highway running up from Rajshahi to the north.  In the early years VERC also opened up a handful of locations in the neighboring Unions of Bharso to the west and Nurullabad to the east.  Four Health Motivators (HMs) were employed to run the programme, supported, in turn, by six or seven locally recruited Community Volunteers each of whom worked part-time for an honorarium of 500 taka a month.

In common with what was happening elsewhere, early activities consisted mainly of providing subsidized hand-pumps and sanitary latrine sets to households deemed to be in need.  A similar approach continued through the first three year WaterAid funded programme from 1993-1996, and through the second phase from 1996-1999, during which a new hygiene education component was added.

Community-led approach 2000-2003

When the community-led approach was first explored in the 1999 workshop in Rajshahi, at the start of the third phase of WaterAid funding, Kusumba was the only one of the six existing intensive unions not to be visited by a team.  The application of the new methods here was delayed until April 2000, when a single community, together with another from Bharso, was taken through the ignition process.  A further community from Nurullabad followed towards the end of the year
.  In Kusumba, new locations were then brought in one at a time, with a small cluster first being established around the initial site, and a few more widely scattered para then being brought on board, each of which, in turn, then became the nucleus for a new cluster.  A few further sites were opened up in the other two Unions while this was going on.   

Comprehensive records are not available, but it appears, as in other parts of the country, that things initially proceeded rather slowly.  In one of the first communities, which was ignited in October 2000, and was probably fairly typical, it took 31 months to get to the point where all households had access to sanitary latrines.  Thereafter, the pace was gradually to accelerate as more staff were trained and acquired experience in the more participatory approach, more appropriate low-cost designs were developed, a local cadre of Rural Sanitation Engineers (RSE) was built up, and the Union Council Chairman took an increasingly active interest.  Reported completion times for locations initiated in 2001 were down to 25-27 months, whilst those from early 2002 ranged from 11-19 months, and those from the later part of the year reduced to single figures, falling in one instance to only two months.  

4.2 The Study Area and Communities

Re-structuring

Towards the end of 2003, the third three-year Programme of WaterAid Bangladesh funding drew to a close, to be replaced by ASEH and the shift to Upazila wide coverage.  In a single step, this would entail expanding a programme that had previously only catered for about 7,500 households into one that would be responsible for approximately 85,000, a more than 11-fold increase in coverage.  This necessarily required that new structures be put in place and many additional staff recruited and trained.  

As a first step, an intermediate regional tier of management was created with an office in Rajshahi, headed by a Coordinator who had previously run one of the earlier Union-level programmes, and supported by a senior trainer and an accountant.  With this in place, new roles were then created within the Upazila. 

            The expanded office was headed by an Area Coordinator who had previously served as an Assistant Coordinator elsewhere.  He, in turn, was supported by an Assistant Engineer, and two Assistant Coordinators, each of whom were to take responsibility for half of the Upazila.  Beneath them, the new post of Senior Health Motivator (SHM) was established to oversee operations at the local level, with one position being created for each two Unions, and staff normally being promoted from the earlier cadre of Health Motivators.  Next, a large number of new Health Motivators (HMs) were taken on, hardly any of whom had worked for VERC earlier, and each of whom now typically became responsible for covering three wards, or a third of a Union, supported in turn by two or three Community Volunteers.  He most senior posts were occupied by men, but three of the seven SHMs and 13 of the 35 HMs were women.  For further details of staff numbers, gender breakdown and monthly salaries, see annexe table 4. 

The process of recruiting and training new staff started in October 2003 and ran on through the first half of 2004.  Implementation of the programme was then further delayed by the occurrence of serious flooding. This meant that it was until the beginning of 2005 that work on the ground could begin in earnest.  At this point, operations commenced in the Unions of Nurullabad and Bharso, where a few communities had already been covered in the previous phase, and in the new Union of Manda
 immediately to the north, where our own more detailed investigations were to take place. (See annexe table 5).


Manda Union and Ward Five

Manda Union lies on the main highway, to the north of the original location of Kusumba, and towards the northern end of the Upazila.  It is immediately to the east of the Atrai river and extends, at its south-western extreme, down to the Shiba.  In all, the Union stretches for about eight kilometers from north to south and with an average width of two kilometers, is about 16 square kilometers in area.  

Manda contains no significant bils and the elevation is a little higher than other parts of the Upazila.  As a consequence, it is very heavily settled, with about 6400 households, a population of some 30,000, and a density of the order of 2000 per square kilometer. A VERC survey found that 10% of households were rich, 28% middle, 51% poor, and 10% extreme poor
.  The combined proportion of poor and extreme poor, is fairly typical of the Upazila as a whole, but the percentage of extreme poor is significantly lower than a norm of 22%.  The Union has 24 villages, and as in all parts of Bangladesh, is divided into nine wards.  

Ward Five, where our individual study communities were conducted, lay between Manda town and the main highway running through the Upazila, and was the location of the Union Council Offices and Health Centre and a high school.  The ward, in turn, was divided into five communities, the largest two of which further sub-divided, giving a total of seven para in all.
Shahpukuria Purbopara: The First Community

Our study community was the Purbo or eastern para of the village of Shahpukuria.  It lies at the centre of the ward, a few hundred yards along a narrow surfaced road from the Union Council offices, just before the High School.  87 households are spread out over a distance of a few hundred metres.  Most lie close together immediately to one side or other of the road, with a smaller number a short distance further back.  Homesteads are surrounded by slightly elevated land, where bamboos are grown, with slightly larger tracts of lower ground devoted primarily to paddy cultivation lying beyond.  Further details of the para appear in the box 4.1 below and in annexe table 6.
Khagra para: The second community

Our second study community, Khagra, lay immediately to the east of Shahpukuria and was in most respects quite similar.  The first settlers had again arrived a little less than 200 years ago and there was again a number of different lineages, most of which were well established, but one or two of which had arrived more recently.  The size, with 88 households, and the livelihoods people pursued, were both almost identical, but the distribution of wealth was rather more uneven, with a somewhat higher proportion of rich, middle and extreme poor and a correspondingly smaller proportion of extreme poor households.  (See annexe table 7 for further details).  More or less the same NGOs had worked here, generally arriving at much the same time, with the only significant difference being that BRAC had been the first to organise hygiene education, starting from around 1980.



BOX 4.1: SHAHPUKURIA: HISTORY AND SOCIAL COMPOSITION 

The first settlers arrived early in the nineteenth century, and their descendants - the Pramanic, Sarker and Mondol lineages (gushti) - now dominate the para, with 29, 25 and 19 households respectively.  In addition to the Sheikhs, there are 13 Mondol households, who trace their local roots back to the late C19, and three Kazi who arrived rather more recently. 

None of the households possess large amounts of land, with the biggest holding less than 10 acres.  Local people categorized 11, 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 28 households, who have enough arable land to feed themselves adequately throughout the year are identified as middle status.  They again rely mainly on agriculture, with some augmenting their own land with additional area taken in share-crop.  A few also engage in service or small business.

The largest group, made up of 48 households, is identified as poor.  They possess only homestead land, and most rely mainly on agricultural labour, supplemented in some cases by sharecropping.  Others may be rickshaw-pullers, or run small businesses.  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 two extreme poor households, who have no land at all and rely largely on labouring, or domestic service.   

Most of the rich households are Pramanic, who are generally somewhat better off than the other gushti.  The Sarker, by contrast, are mainly poor, with the other three gushti lying somewhere in between. 

The para has attracted substantial NGO support.  CCDB was the first to arrive in 1976, mainly distributing relief and credit, but also providing a few latrines and running health and hygiene awareness sessions.  Next, in the 1980s, came the Grameen Bank, followed in turn by ASA in 1992, BRAC in 1993, ASOD in 2000, and DABI in 2007.

4.3 Promoting the Use of Sanitary Domestic Latrines

Kusumba as a launching pad

As VERC’s water and sanitation programme was gearing up for the new phase of operations under ASEH from late 2003, some operations continued in the original location of Kusumba where, largley because of the slow rate of progress at the beginning of the previous phase, ten of the 93 communities still had not been covered.  It finally took until the end of April 2004, more than four years after the process had commenced, for these all to be sanitized, and for the point to be reached where the Union as a whole could finally be declared free of open defecation. Kusumba duly received its 200,000 taka award and a crest for completion, in an event that was widely publicized in the Upazila and beyond.  A little later, the Government made a film documenting “Kusumba’s success” that highlighted the role that the Chairman had performed.  

The proximity of a fully sanitized Union, and in particular the expertise of seven groups of Rural Sanitation Engineers (RSE) that had emerged out of the process, were to prove significant factors in the eventual spread of sanitation to Manda Union and the rest of the Upazila.  A considerable period was, however, to elapse before this influence could come fully into play.

The inability to take immediate advantage of the resources of Kusumba were in part a reflection of the time required for VERC to develop its own capacity, but were also partly a function of the inability of local institutions to appreciate and respond to what had been achieved.  As ASEH came into being, an Upazila Sanitation Task Force
 had already been formed in response to an instruction from Central Government.  But its meetings consisted of little more than an additional item on the monthly agenda of the general Development Committee, and initially little action was taken.

Preliminaries in the Union

In the absence of strong guidance or interest from above, the early months of operational work in Manda and the other two new Unions became a rather low-key affair.  In Manda, there were three HMs, each of whom was responsible for three wards, with their work being overseen by two SHMs, one of whom also had responsibilities in another Union.    Operations began in three Wards: Ward Five which included Manda Town and the VERC office, and those immediately adjoining it to the south-east and north (see annexe table 8).  

In Ward Five, ignition was first attempted in Poscim Shahpukuria, the other part of the village containing our study community, in the first week of January.  This built on a visit made by one member to Kusumba at the end of 2004, and a return visit when an RSE from Kusumba came to demonstrate the installation of a low-cost latrine in an event attended by the most senior official from the Upazila
.  

Ignition in Purbo Shahpukuria

Purbo Shahpukuria was one of two further communities to be drawn into the process, some two months later, at the beginning of March (see annexe table 9).  The work was undertaken jointly by an SMH and 2 HMs, who functioned together as a team both here and in a number of other locations. 

The content and sequencing of the ignition process differed relatively little from the model first developed in Rajshahi.  Before the main ignition activities began, the group made a short rapport building visit at the end of February.  This was followed by a second visit, during which a couple of hours were spent with a group of 15 residents conducting a transect through the homesteads and the surrounding land to identify where defecation took place.  Next, on 1 March, some 40 people, representing a little less than half the households, were brought together to make a social map, that revealed that only 15 (17%) of the 87 households already had sanitary latrines
.  A well-being ranking, a faeces calculation for the community, and a faeces flow chart where all completed as well. 

The following day, the same group re-convened to visit the defecation sites, before presenting the findings of this and the earlier exercises to a larger assembly of community members held at the compound of the second richest households in the para.  The meeting also included an introduction to various options for low-cost latrines, ranging in price from 30-50 taka.  This part of the proceedings included an initial demonstration of one option which was given by the HM, assisted by a woman RSE who had emerged from the earlier work in the other para of the village. Finally, a Community Volunteer, Shamsunnahar, was identified to assist in subsequent activities.  

Two days later, the HM to whom responsibility for Ward Five had been assigned, returned by himself to help set up a Para Water and Sanitation Action Committee (WAC)
. 13 names were put forward.  One came from the rich category, three from the middle, and nine from the poor.  Half were women.  

On 9 March the WAC met for the first time with the HM to formulate a multi-point action plan for the following year. The target of establishing a sanitary latrine installation in each of the 87 households over the course of the next five months was set.  It was agreed that children’s hygiene awareness groups would be formed and would meet once a month.  Monthly women’s “courtyard sessions”, which would take place in one of the homesteads (bari) in the para and again deal with hygiene awareness, were also planned.  Various forms of social action to address sanitation which would be undertaken collectively by different groups were set out.  Provision was made to establish a committee that would initiate various hygiene awareness activities in the school, and for regular monitoring meetings involving representatives of different groups to assess progress towards the various goals that had been set.

Slow initial progress 

The facilitation team was not very happy with the way in which they had conducted the ignition and immediate follow-up which have been described.  Their lack of experience, coupled with the fact that they had to cover a number of other communities within the same period, with everything having to be completed in something of a rush, meant that performance fell short of what would ideally have been achieved.  And almost as soon as they had finished in the para, they were assigned to begin work in three further wards (see annexe table 8), leaving little time for longer term follow-up.  In combination with the initial lack of official support, all of this contributed to a state of affairs where progress in the early months was much slower than had been anticipated.  

In the month that ignition took place only one new latrine was actually installed, and only three more were to follow in April, and five in May. By the end of the month, when it had been hoped that 15 new latrines would have been built, this brought the total to nine, and the overall total in the community to 24, or only 28% of all households.  With similar experiences being reported elsewhere in Manda and the other two Unions, it was now becoming apparent that more would need to be done if everybody was to be persuaded to adopt.  

Acceleration from June 2005

A sequence of developments, commencing in the same month, helped to achieve the desired acceleration.  “Kusumba’s Success” was shown to the Upazila STF during the monthly meeting and provided an important initial stimulus, with the other Chairmen noting the plaudits given to their Kusumba counterpart, and resolving that they too would take action.    

A number of other things then quickly followed.  A Union Steering Committee was convened, a Task Force assembled, and a workshop then held to activate the members and other local stakeholders who were in a position to contribute
.  In June a demonstration shed was established at the Union Parishad showing alternative latrine models
.   In the same month, the Kusumba Chairman, together with10-15 RSEs, made the first of several visits to the Upazila to offer encouragement and advice.  In July, an Upazila cultural group was formed, advised about sanitation messages, equipped with musical instruments and props, and then asked to give its first performance to mark World Environment day.  More locally, in Shapukuria a publicity event was held at the school, attracting 100 people, and a procession mounted in which some 300 took part.

At the same time, as the single most significant individual measure, the Union Chairman announced the target to achieve total sanitary latrine coverage in all para by the end of August.  Renewed efforts were now made to motivate, the UPTF, village police (chowkhidars), teachers, imams and ward members and chairs to provide active support.

The chairmen personally visited many communities during the evenings, including Shahpukuria, urging local representatives to record the names of those who remained without latrines and help them to adopt.  In certain instances he was also able to provide free ring slab sets, utilising some of the 20% of the ADP budget that had been set aside for the purpose.  In other cases people were threatened with arrest if they failed to install and felt forced to go out and buy their own sets, even they could not really afford to do so.  Others were coerced by the threat of the withdrawal of the ration cards that entitled them to rice handouts.

The target was extremely demanding.  Work in the first communities in the seventh ward had only begun in June, and in the eighth and ninth wards in July itself, while many communities from wards begun earlier were still to be ignited. Khagra, our second community, together with four further para in Ward five, for example, had only been through the ignition process in July.  But in a fashion, at least, it did its job.  

An additional 17 households adopted In Shahpukuria, in the ensuing period, bringing the overall total to 41, many of whom benefited from advice from their neighbours, and a handful of whom were given direct assistance with construction.  With provision being made for the other 47 households to enter into sharing arrangements, this made it possible for the para to be declared free of open defecation by the appointed time.  

Elsewhere in the Union, things moved forward at an often frenetic place.  Team members sometimes had to work during the same days to ignite two separate para, and even in certain instances covered three during the same period.  And the period elapsing between ignition and declaration became ever shorter, telescoping in the case of the final para to be brought on board to a scarcely believable three days and averaging only 13 days for the final cohort commencing in the month of August itself (see annexe table 10).  This is even more remarkable when one considers that these events were taking place during the wettest time of the year, even when account is taken of the fact that this region is significantly drier than other parts of Bangladesh.  Finally, the target of covering the entire Union, including our second community of Khagra, was actually met on the final day of the month.     

Developments elsewhere in the Union and Upazila

From the first ignition in January, it had taken Manda Union eight months to be declared open defecation free.  Nurullabad, which had begun at the same time, required 12, and the considerably poorer Bharso, 15.  As work concluded in Manda and neared completion in the other locations, two new Unions, Mainam and Paranpur were then brought in, and entirely completed in only three months.  This meant that by early 2006, six of the Upazila’s 14 Unions had been sanitized. (For a visual representation of this and subsequent developments, again see annexe table 5).  

Work in two more Unions commenced in the second quarter of 2006, with all of the remaining six, beginning during the final quarter.  Members of this final cohort were expected to take between six and 15 months to complete, with progress generally being rather faster in the better off and more well-connected locations, and rather slower in the remoter and poorer areas.  When our fieldwork was carried out at the end of 2007, only three remained and it was anticipated that the latest would be concluded, and the entire Upazila sanitized, by the middle of 2008.      

Further work on latrines in the post-declaration period

As noted earlier, by the end of August 2005 when Shahpukuria was declared open defecation free, sanitary latrines had only actually been installed in 40 (or 46%) of the 87 households, with the remaining 47 entering, at least temporarily, into some form of sharing arrangement.  The majority of these entailed people with no latrine of their own being allowed access by a relation living within the same bari (compound), but in some instances agreements were also struck between non-relations, or people living in different compounds.  

The percentage achieved came close to the target of 50% which the Government had set as a level of coverage that it believed that was consistent with the elimination of open defecation.  Evidence from elsewhere, suggests, however, that sharing arrangements could often prove unsustainable in anything other than the short term.  People sharing latrines had been found not to clean them so willingly, and other aspects of maintenance also tended to prove more problematic in these instances.  Inevitably, pits in shared latrines would tend to fill up and need to be replaced more quickly, and when this happened a proportion might not be replaced, at least not immediately.  Sharing could therefore create the conditions in which some people would sooner or later revert to open defecation
.  

This was widely recognised.  Members of the WAC therefore continued in their efforts to further adoption in their own parts of the para.  For its own part, VERC set an independent target of 20%, and in the light of this a good deal of staff time continued to be devoted to promoting the installation of further sanitary latrines in the period from September 2005 onwards.  Pressure was also exerted from above by the Union Council Chairman, who on occasions pressured poor and very poor households to sell food relief he was distributing and use the cash to install latrines instead.   

Shahpukuria: developments to the end of 2007

All of this was to have its effect. In the period up to July 2007, there was a net addition of 32 latrines, bringing the total to 73 and the proportion of households with their own facility to 84%.  When we conducted fieldwork at the end of 2007, several latrines had been damaged and rendered inoperative by recent flooding, and the number had fallen back to 60 (69%).  But this was still only slightly less than the target that VERC had set itself, and a good achievement when account is taken of the high densities of population and consequent shortage of land on which to build latrines, especially in the case of the poorer households. Of the 21 without latrines themselves, eight shared with one other household, six with two, three with three and four with four, and only one household had to go beyond the bari in which it lived.  

The positive impression was re-enforced by the findings of the survey conducted as a part of the research.  This made it clear that, from the outset, people had been making independent decisions about the designs that best suited their own circumstances.  The great majority opted for offset, but a few selected direct drop.  Pits were usually dug to a depth of 8-9’, but some were deeper and others shallower. Most opted to line their pits with concrete rings, but a few used other materials and some used no lining at all. Plastic pans were used in the largest individual number of instances, but significant numbers of others opted for ceramic, concrete or tin designs. There was also a division between those who chose concrete floors and the somewhat smaller number who used mud with two bricks.  

Most latrines were built on platforms about two feet above the ground, but one was higher and several lower.  A variety of materials, ranging from bamboo to jute sticks, straw, polythene and tin were used to build walls, and some people added a roof, whilst others left their latrines exposed to the elements.  Expenditures ranged from as little as 80 to as much as 13,000 taka with a median of 450.  Better-off households spent rather more than poorer ones on average. 

Most people appear to have relied mainly upon their own devices to install their latrines, but about a quarter had been given components by the Union Council, BRAC or CARE, with an element of coercion being involved in some instances.  About one in five sought advice on aspects of design before proceeding, and one in ten reported help from others in the work of installation.  But we encountered no examples of assistance in the provision of materials for construction from within the community that has sometimes been noted elsewhere.

Similarities and differences in Khagrapara

As in Shapukuria, it was again evident from the outset that people in Khagra were making independent decisions about the designs that best suited their own circumstances.  Again, most opted for offset, but a significant minority selected direct drop.  Pits were usually dug to a depth of 5-6’, but some were as deep as 12’.  Half lined their pits with concrete rings, but half used no lining at all.  Some used concrete pans, others plastic, and others still tin. There was also a division between those who chose concrete floors and the smaller number who used mud with two bricks.  

Most latrines were built on platforms about 6” above the ground, but some were higher and others lower.  Although bamboo was normally preferred to build walls, a few people used jute sticks or straw.   Some people added a roof, whilst rather more left their latrines exposed to the elements.  Expenditures ranged from 50 to 15,000 taka, but the median in this case was only 140 with better-off households again, on average, spending a little more, and poorer ones, a little less. 

Most people again appear to have relied mainly upon their own devices to install their latrines, but about one in six had been given components by the Union Council, BRAC or CARE, with a strong coercion sometimes being evident.  About one in six sought advice on aspects of design before proceeding.  There were no reported cases of help from others in the work of installation, or assistance in the provision of materials for construction from within the community, suggesting that a rather smaller pool of social capital in this community.

4.4 Promoting Other Aspects of Sanitation

Duration of phase

As each Union achieved total sanitation, staff was largely re-deployed to focus on hygiene education and other activities, although, as the account from Shapukuria makes clear, HMs still continued to devote a significant amount of time to the promotion of domestic latrines.

This second phase lasted for almost three years in the case of Kusumba.  In the next five Unions to be covered, including Manda, it ran, as had been planned, for exactly two years.  But with the final eight, it appeared, when we conducted our research, that the second phase would have to be reduced to no more than a year, and sometimes to only a few months if all activities were to terminate, as intended, with the end of ASEH funding in March 2009
.  See annexe table 5 for further details.    

Public Latrines and Shared Water Points

One of the activities to be pursued during this second phase was the promotion of latrines in public places, although this was on a very much smaller scale than the drive for domestic latrine coverage that preceded it.  In Manda Union, these were provided in two sites.  The first was the High School, where two latrines were installed for girls, and a latrine and a urinal for boys.  The total cost was 128,000 taka, of which 10% was contributed by the school.  The second was a bazaar, where one men’s latrine, one women’s latrine, and two men’s urinals have been installed at a cost of 76,000 taka, 10% of which was provided by the bazaar committee.  These facilities will be leased to an interested party that will collect money from users that will then cover the cost of maintenance. The latrine initiative here has formed part of a wider attempt to clean up public spaces, which has also included efforts to control garbage and dispose more safely of waste water.

A considerable greater sum has been spent on the supply of deep tara-2 drinking water pumps.  Water tables in the Upazila are low, with some 5% of households living in areas where ordinary handpumps never function, and a further 5% finding that their conventional pumps run dry for a part of the time, which may be as little as five months in some years and as much as eight in others. The tara-pumps cost 23,000 taka each and have sometimes been installed in public places such as the school and the bazaar, with VERC again covering 90% or more of the cost.  Larger numbers have gone into communities, where they are managed by specially appointed committees, and maintained by local people who are given training for the purpose.  In all VERC has provided more than 300 sets, which together serve more than 30,000 people at the driest time of the year.  42 of these have gone to Manda Union. 

Courtyard meetings for hygiene promotion

Monthly “courtyard meetings” for women, held in one of the para compounds, were initiated shortly after ignition had taken place, and served at first as a means of promoting domestic latrines, by offering additional advice on construction and maintenance. Lasting for about an hour and conducted jointly by the HM and the CV they took on a different complexion once latrine coverage had been achieved, moving on to consider a range of hygiene-related topics.

The most important of these concerned hand washing, and the need for this to be performed

after defecation, after cleaning a child’s bottom, before preparing, serving and taking food, and after household activities.  Other subjects included: food hygiene; safe drinking water use; the problem of arsenic in drinking water and garbage disposal.

Practical demonstrations would be used to get messages across, for example by comparing water that has been used to wash hands with and without soap.  The costs of existing unhygienic practices would be explained and the benefits of improving them discussed.

Use would be made of flash cards and flip charts.  Each session would be concluded with a re-visiting of key points, and each new one commenced by returning to the issues raised in the one before.  Similar sessions would be held on a more occasional basis for men at tea-stalls or in community meetings and imams would be encouraged to delivered hygiene messages at Friday prayers.  HMs would also spend some time going from door to door in the attempt to reach people who did not attend the meetings.

Children’s activities

Sessions covering similar topics were run for children in the 8-12 age group during the same period.  Small groups were organised for monthly sessions using games, singing and demonstration rhymes, flash cards and flip charts.  New topics would be introduced and plans made for follow-up monitoring which then take place between sessions.  Children would also sometimes go on patrols to deter adults from open defecation, shouting or otherwise drawing attention to people they found in the act, and sometimes even throwing stones.  They would also figure prominently in the processions called in the Ward, Union and Upazila to mark special events such as World Water and World Environment Day.  The schools played their part here as well, running essay and art competitions, and delivering messages that children were encouraged to pass on to their parents. 

Menstrual hygiene

Finally, at community level other groups were established for teenage girls on menstrual hygiene.  These were conducted with three main objectives in mind.  The first was to help them understand that menstruation was normal and not a cause for distress. The second was to facilitate personal cleanliness, through safe washing and frequent replacement of rags, in order to remove a potential cause of uterine complications which could lead to cancer.  The third was to promote environmental health by getting girls to avoid washing in ponds which are also used for washing food and bathing; and to ensure the safe disposal of pads and other materials. Classes were also used to encourage girls to complete a full course of tetanus injections.  Sessions were conducted by women staff with small groups, using demonstration, flip chart, flash cards and discussion, and would last for about 45 minutes.

Phasing out

The various hygiene awareness activities that have been described would not finish completely when the two year period elapsing from the declaration that open defecation had ended. In Unions where there was still time before the end of ASEH, there would be a concluding six-month phase-out on reduced staffing, during which more responsibility would be left in the hands of CVs.  Beyond this, some efforts were made to encourage Union Councils to continue funding their own CVs when ASEH was completed, using the 20% ADP allocation, but most argued that they had no resources and only one instance of this actually happening was encountered. 

5. IMPACT AND SUSTAINABILITY
This chapter asks how much difference the VERC intervention has made to behaviour; attempts an assessment of the impact of the changes that have been effected on the health, finances and well-being of different social groups; and examines whether the progress that has been made is sustainable. 

5.1 The Available Evidence

With fieldwork being conducted late in 2007, these issues were being explored less than three years after ignition had taken place in our two study para.  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 rather 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, in many cases, not yet been reached.  This would provide the acid test of sustainability, and without, it any conclusions reached will necessarily be somewhat speculative.  

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

5.2 Sanitation and Open Defecation in Shapukuria

Patterns of latrine use

The position emerging from the survey was encouragingly positive.  69% of households still had functioning latrines and the figure had actually reached 84% before the damage caused by the recent rains.  50% of these were the original latrines that had been installed in the period since 2005, and the other 50% were replacements.  The fact that so many households had replaced latrines that had either filled up or been damaged provided a strong indication that the new approach to sanitation had been embraced by much of the community and was very likely to be sustained in the longer run.  In addition, it was found that whilst 18% of households replicated the original design, 32% had adopted an improved design, which provides an even stronger indication of commitment and sustainability.  

At the same time, 31% of households were found to have no latrine of their own, and whilst the great majority of their members were able to take advantage of some form of sharing arrangement, a few were found to be defecating in the open.

The persistence of some open defecation

One example was provided by a middle class family was shown by VERC records to have its own latrine, but this information was out of date.  Its own latrine had filled up, and rather than replace it, it had then made an arrangement to share with the brother of the head of the household.  This later broke down as a result of a dispute, at which pointed all household members, with the exception of one daughter who was allowed to go on using the brother’s latrine, reverted to open defecation.  The reason for the dispute was not clear, but may have been related to VERC’s failure to provide materials that had been promised to construct a platform around the brother’s handpump, after similar support had been granted to others in the para. 

In other instances most members would use a latrine but a minority would not.  A poor household had a latrine but, four months before the research; this had been damaged and rendered unusable by a family member who was described as being mentally deranged.  The household wanted to replace it but, for the time being at least, lacked the resources to do so.  In this instance, adult members were able to share with relations, but the children would now sometimes defecate in the open.  

This appeared to reflect a more general state of affairs where some children found latrines dark and intimidating places to visit, where the smallest found it hard to balance on the foot-rests, and where most would defecate in the open on at least some occasions and especially at night.  Smaller children were particularly liable to defecate in the open, 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.   

A further case was reported where a household had installed a new latrine but the head’s elderly mother did not feel comfortable about using it, saying it made her feel scared to be in a confined space.  She therefore continued to defecate outside. Over and above all of this, it was acknowledged that significant numbers of men would still sometimes defecate in the open.  This might be when they were working in the fields.  It could also happen when they went to the bazaar and found the latrine door locked, or in other emergencies.  
When all of these factors were taken on board, it was therefore clear that a significant amount of open defecation was still taking place.  Whilst it is clearly impossible to quantify with great precision, this could have accounted for perhaps 10% of all “defecation incidents”. 

Whatever the precise level, local people would not dispute that open defecation was still happening, and that other community members appeared by implication, unable to prevent it.  Neither did we come across cases of children, who had originally been encouraged to identify “offenders”, seeking to exert any pressure.  The general feeling appeared to have been that little could be done if people were unwilling to mend their own ways.

But even when all of this is taken into account, the fact remains that open defecation, in the sense of faeces not being safely confined, that had stood at perhaps 80% only two years before, had been massively reduced and that this was a major achievement. 

5.3 Sanitation and Open Defecation in Khagrapara

In Khagrapara 82% of all the households were found to be using their own latrines, with a further 9% sharing.  Adoption here had taken place a little later than in Shapukuria and 88% of owners were still using the original latrine, whilst 6% had upgraded and another 6% had replaced with the same design they had used before.

Overall levels of open defecation seemed similar to the first para, although individual circumstances naturally varied somewhat. One poor household, encountered had never had the resources to install their own latrine, although a pit had been dug, signifying the intention to do some future date.  In the meantime, all members were defecating in the open. Another poor household’s latrine was damaged in the last rainy season and has not yet been repaired.  The head of the household has returned to open defecation, while his wife and mother were said to be using a neighbour’s latrine, but this could not be verified and appeared open to question.  One instance was encountered where the seal of a latrine had been broken because the nearest water source was some distance away, making it inconvenient to collect, in the process changing a sanitary latrine into one where faeces were no longer safely confined.  One man said that he continued to go in the open because he needed to smoke to help him defecate and did not feel comfortable doing this in an enclosed space.

It emerged from questioning after the survey that several people had only built low-cost latrines in the first place because of the considerable pressure exerted by VERC and many of these had collapsed.  300 taka would typically be required each year to replace them and these expenditures were difficult to find, prompting the speculation that some, at least, would not bother if it were not for VERC’s continuing presence. Others had not installed in the first place because of reservations about the viability of the low-cost options they could afford, preferring instead to wait until they could afford what they would regard as an adequate design. 

There was a sense that the rush to complete coverage in this instance meant that the level of community participation and the social capital generated where somewhat lower than in Shapukuria, raising some questions as to whether open defecation could be eliminated on a sustainable basis.  But once again, this should not obscure the great achievement represented in reducing levels to a little more than 10% when they had been running close to 90% only two years previously.

5.4 Uptake of Hygienic Practices 

Alongside the data reported in the previous sections, the sample questionnaire survey also explored the uptake of other hygienic practices in the two study communities.  Several were explored, the most significant of which were
: 

· covering food and water, which should virtually eliminate infection by flies or dust; 

· washing hands with soap or ash after using the toilet and before preparing food or eating, which should largely eliminate the possibility of faecal or other forms of contamination being transmitted by hand to the food consumed; 

· the regular cutting of finger nails, which should make a supplementary contribution to the same goal; 

· the use of slippers, especially when using the latrine, which should eliminate the possibility of intestinal worms being able to enter the body through the feet. 

With each practice, informants were first asked to explain why they thought it was recommended, and then classified as “able to explain” or “not able” according to their response.  They were then asked whether members of their household “always”, “sometimes” or “never” followed it.  Detailed findings are presented in annexe table 11.

Of the four practices, the covering of food and water was found to be most extensively understood and followed.  Everyone was able to explain why it was important, and almost everybody always practised it.  Finger nail cutting, with slightly lower levels of understanding and uptake, was the second most frequently observed practice. 

Hand washing came next, with the great majority understanding the reason, and some 60% reporting that they always did it.  Different reasons were given for non-compliance.  Some people were reluctant to keep soap at the latrine for fear that it would be taken by rodents.  Some said they lacked access to washing materials when they worked and eat away from their homes.  For others, lack of time was a consideration with women in particular reporting that they were not able to ensure that their children always washed.  Finally, there were those, especially from poorer households, that reported they only washed before meals if their hands were dirty.

The position with the use of slippers was similar.  A clear majority were able to explain the justification, and about two thirds “always” practiced.  Over and above the fact that some people did not understand the reason, a number of reasons for non-practise arose.  Poor people might only have one pair due to the cost, and only use them part of the time to stop them wearing out.  Some reported that they felt more comfortable working barefoot, whilst others believed that direct contact with mud was good for health.  Others only used their slippers in colder weather.

Overall, the differences between the two communities were relatively small, with Babupara doing somewhat better in some areas.  We were unable to determine whether this was a function of the quality of the intervention, or of the capacity of those interviewed to absorb the messages delivered.  

As regards class, there was no systematic tendency for the poor to perform less well than other classes, despite the fact that in other NGO programmes, they had exhibited both a lower capacity to absorb messages, sometimes combined with a lack of the resources required to implement what was being promoted.  There was also a surprising tendency for the richest households to score less than those of middle or poor status.  But this could probably largely be attributed to the inclusion of one relatively infirm respondent distorting the results in what was a very small sample.  

Overall VERC achieved significantly stronger results that other NGOs investigated, which could most probably be attributed to the longer duration and higher intensity of the support provided in this instance.  

5.5 Has Diarrhoea Reduced?

Approach and findings

How have the major changes in sanitation and related behavior affected levels of diarrhoea?  In Shahpukuria, people were first asked to construct a seasonal calendar showing the typical number of cases of diarrhoea each month before CLTS had been introduced.  Separate exercises were conducted with men and women and the views of two medical practitioners and one shopkeeper selling medication and saline were also sought, but the reference point was the community as a whole.  The men’s group, together with one of the medical practitioners and the shop-keeper, provided aggregated figures for the community as a whole.  The women’s group and the other practitioner gave disaggregated figures for men, women and children.  All of the discussion that follows assumes that the data presented is accurate.  We lacked the capacity to test its reliability, and the possibility of significant inaccuracies cannot be ruled out. The exercise could not be repeated in Khagrapara because people were too busy at the beginning of the harvest.

In Masjidpara, all informants find similar seasonal patterns, but the overall number of cases reported by women is about three times as great as those reported by men.  Women and the medical practitioners agree that about half of all cases are for children. The practitioner report a similar number of men’s and women’s cases dealt with, but women report that they suffer a little more than men.  All informants report a peak in August to October, during the late rains, and women also find a secondary peak from April to June.  Seasonal incidence does not appear to vary by group affected. Further details appear in annexe table 12.

The exercises were then repeated to look at the situation obtaining since the introduction of CLTS. In Masjidpara, men reported current levels around 30% of those previously encountered, whilst the figure for women and other informants is around 50%.  There is little overall difference in the way in which different groups appear to have been affected.

Interpretation

Taking the figures as a whole, there is some evidence of gender difference.  Because of the inferior nature of the food they consume, their more restricted 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.  

As regards overall levels of change, for reasons already discussed earlier (see chapter 3 section 4), 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 peoples’ 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 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 might prove beneficial in future.  Such a tendency would be likely to be re-enforced under circumstances where public declarations of the elimination of open defecation had been made.  Finally, even if none of these other factors had been at work, there would still be the problem of attributing the improvements to the way in which CLTS had been implemented, given related initiatives undertaken by other agencies operating in the area.  

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 the other medical practitioners to whom we spoke, but because they drew patients from catchment areas which also included non-CLTS communities, the actual extent of any improvement could not be determined from this source.

If large advances have been achieved, it is significant that, contrary to what has sometimes been suggested, this has been possible without the total elimination of open defecation.

5.6 Financial Benefits
Because the data on the reduction in the number of diarrhoea attacks in the post-CLTS can neither be quantified accurately, nor exclusively attributed to the VERC intervention, it is not possible to measure how much financially better off people are as a result.  Data collected here and in the Plan/Dishari case studies (see paper 2 in this series), does however provide a partial indication, and may now be considered 

In each location, the team asked how long a normal attack of diarrhoea 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.

It is important to recognise that CLTS seems unlikely to have influenced the specific reductions in suffering discussed here.  These are probably much more 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 BRAC and other agencies.  The figures are, however, relevant to our investigation.  This is because, in combination with the frequency of such attacks - which is at least partly a function of CLTS - they determine the overall number of days lost through diarrhea, and hence the financial and economic costs of exposure.

5.7  Effect on Children’s Education

It has been claimed that another benefit if CLTS is that it leads to increased school attendance and improved educational attainment through reducing the amount of diarrhoea suffered by children.  It has been suggested that the average gain may amount to ten days a year, although it is not very clear how this figure has been arrived at.

Interviews were conducted with the head teachers of two primary schools in Manda and average monthly attendance data collected in order to test these propositions through a comparison of the positions pre- and post-CLTS. The schools in question were Koyapara Kamarkur Model School and Dholpukuria Government Primary, both of which were located in Shahapukuria village, close to our fieldwork sites.  Both schools covered years one to five and were of a similar size, with an average enrolment of a little more than 300 pupils.  In either instance there was a clear tendency for class sizes to shrink moving up the school, although the reduction was far more marked in the Dholpukuria, indicating that families sending children here may, on average, have been significantly poorer than those in the Koyapara catchment.

The accounts provided by the head teachers suggested that diarrhoea was only one of a number of causes of absence.  Pupils might stay at home because their parents required their help, because they had been bullied, because they had no clean clothes to wear or for a variety of other reasons.

At the same time, reflecting what had already been established elsewhere, it was confirmed that CLTS was only one of a number of factors that might influence the incidence of diarrhoea.  Most of these, such as the consumption of unripe mango, were already familiar to the research team.  Others, like the tendency of better-off children to buy snacks, which had not been properly covered, from roadside vendors, had not previously been encountered.

Taken in conjunction with the relatively high degree of year on year variability that might be anticipated under normal circumstances, this range of potential causes again means that caution must be exercised in drawing either positive or negative conclusions from what is rather a small data set that covers only a short period.

Taking all of this into account, it is perhaps not surprising that when aggregate attendance data as a percentage of total enrolment for the pre-CLTS year (2004) is compared with the year when it was being introduced (2005) and the two years that follow, no very clear overall pattern emerges (see annexe table 13).  In Koyapara, the average hardly changes from one year to another. With Dholpukuria, 2007 appears significantly better than 2004, but levels actually decline in 2005 and 2006.  In other words, no clear-cut relationship can be established between CLTS and levels of attendance from the available figures.

When data is disaggregated by month, a more complicated, but again ultimately inconclusive picture emerges.  Taking the four years as a whole, attendance does dip significantly during the rainy season from June to October in both cases
, which has broadly been identified as the time when diarrhoea is most likely to strike.  But when pre- and post-CLTS comparisons are made, there is no real evidence that an improvement has taken place.  In some months things appear a little better, but in others they seem to grow worse.  

5.8 Who Benefits?

Implications for the Poor 

It seems likely that the changes that have been discussed have been broadly positive for both poorer households.  For reasons indicated in chapter 3 section 3 above, the poor and extreme poor are arguably more prone to attacks of diarrhea, and certainly suffer to a disproportionate degree when they strike, 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 may have taken place will have brought them greater benefits than those who are rather better off.

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 may sometimes been forced into expenditures they could ill afford, suffering 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.  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.  

Taken, together, these factors suggest that more would ideally be done to defend the interests of the poor, and especially the extreme poor.  But ultimately, the benefits that have been enumerated still seem likely to outweigh the costs for the majority of poor households. 

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. 

Some women have gone on to step into leadership roles, particularly committee membership.  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 therefore 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.     

5.9 A Great Success

But in the final analysis, what is more important than any qualifications made here is the significance of what has been accomplished.  If the reported reductions in levels of open-defecation are correct, which seems very likely, and if they can be sustained, which, for the most part, 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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ANNEXE: THREE CASES

MONOWARA

Monowara is a 27 year old married woman from a poor household in Shahpukuria.  She was born in 1980 and brought up in Kaipara, some 3-4 kilometres away in the same Union.  She was the fifth child of parents who would go on to have a total of five sons and five daughters.  

At the time of her birth, her family owned an acre of arable land but this had to be sold whilst she was still small.  There was no latrine and all the children would defecate in the surrounding bushes and fields.  When Monowara was young the family took their drinking water from a well, but after a few years this was replaced by a handpump.  A pond was used for bathing, washing clothes and cleaning vegetables.  Her mother was careful to cover food and water.  She also had a pit by the house for domestic waste.  Monowara remembers suffering from diarrhoea from time to time during her childhood, but was unable to say how frequent or serious this had been.

When she was ten, Monawara was sent away to work as a domestic servant in the nearby community of Bolshing.  Her employer had a latrine which she was allowed to use.

She married at the age of 13 in 1993 and moved Shahpukuria.  Her husband Shamsul Mondal only has 5 decimals of homestead land and works as a labourer.  At busy times of the year he finds agricultural employment in his own village, but when things are slack he either travels further afield or labours locally in a nearby brickfield. He typically earns 300-400 taka in a week.  

Monowara’s first daughter was born in 1994 and another followed in 1997.  She then suffered a series of mis-carriages before her only son arrived in 2002.  As a small child, he suffered from jaundice, which Monowara attributes to the poor quality of drinking water, and although his condition is now somewhat improved he still shows signs of malnourishment. 

Monowara would like to find work as a domestic servant but her husband will not permit it.  Neither will he allow her to join BRAC.  The family has two cows that she looks after and which produce some milk for sale, and two goats.  Monowara also has eight hens and four ducks, and as in sometimes able to sell a few eggs.  Although their income is only small and irregular, the household has been unable to get either VGD or VGF cards, and receive no support with the schooling of their children.  The only eat twice a day, and can only afford fish when Shamsul is working.

There are two ponds in the para that they are able to use.  One is for bathing and may also be used for the preliminary washing of vegetables.  The other is for washing cattle and clothes.  Their drinking water comes from a neighbour’s handpump.

When she was first married the household had two unhygienic pit latrines, but at the time these filled up her husband was unwell, and family members reverted to open defecation.  Monowara would usually go at night to nearby trees or bamboos in order to avoid being seen and being scolded by the land owner, but says insects and the possibility of roaming animals made her afraid.   

Family members have not enjoyed good health.  In addition to her son’s problems, her husband was very sick in 2006, and his treatment cost about 10,000 taka.  Monowara herself suffered from appendicitis in 2007.  She also recalls frequent attacks of diarrhoea in 2005 and again in 2007.  The children have also been affected quite often.  Monowara also mentioned a series of more minor seasonal ailments.

When members of her family suffer from diarrhoea Monowara will normally first make her own saline solution with gur, but will sometimes also buy it in packet form.  If that fails she consults an allopathic doctor who lives nearby.  For more serious cases there is a hospital quite close at Kaliapur and another further away at Prosadpur, both of which charge only for any medicines prescribed.

When VERC came to community in 2005 she sold a hen for 70 taka so that the family could install a simple plastic pan off-set latrine.  Now she can go freely whenever she needs to and doesn’t need to worry about being seen by other people, which gives her a greater sense of dignity.  The latrine also helps the children to feel more secure.

Although Monowara did not attend the courtyard sessions, the HM visited her at home to pass on the messages, which she said was effective.  She has also been influenced by messages brought home by her two daughters.  As a result, there have been a number of changes in behaviour.  All family members wash after visiting the latrine, using either sand, ash or soap, but only the adults use slippers.  The practise of using the pond for preparing food has been abandoned and all vegetables are now washed at the handpump.  She has also stopped washing menstrual cloths in the pond and now does this in the corner of her house, again using water taken from the handpump. 

All of this appears likely to have contributed to a significant improvement in the health of household members, and Monowara reports that her children have hardly suffered at all from diarrhoea since 2005.  

OBIJAN

Obijan is a 42 year old married woman from a poor household in Khagrapara. She was born in 1965 and was the fourth of nine children.  When she was small her father had an area of homestead land and a further three acres of cultivable land which he farmed himself, among other things producing date palm juice for sale.  But subsequently he had to sell off all but 33 decimals of homestead and 70 decimals of his cultivable land. 

In her childhood her family drunk dug well water, although later they were able to acquire a handpump.  Her mother used bamboo and cloth to cover stored food and water.  There was no latrine and all the children used the trees and bushes around their homestead.  She would only go during the day if it was completely unavoidable, and would normally wait for nightfall, when she would accompany her mother and sister, who lit a hurricane lamp to light their way.  They would carry a bodna (water pot) which used to clean themselves after defecation, but would generally not use soap or ash, and never wore sandals.  

Obijan recalls about 20 people dying from diarrhoea when she was small although she was not personally very seriously affected.  At this time people had to rely almost entirely on home-made remedies for diarrhoea, which included ducks’ eggs.  They never visited the local folk doctor but would occasionally go to a local allopathic doctor or to the Prosadpur government hospital when more serious illnesses struck, but Obijan herself suffered no major problems once she had passed her seventh birthday.

In 1978, she married Akkas Ali from the same community.  They possess only1.5 decimals homestead land.  Her husband works mainly as an agricultural labourer earning, 50-60 taka a day.  He sometimes has to travel and stay away from home and also finds occasional work installing tubewells or helping a local mason.  Obijan sometimes works as a domestic servant.  

The couple have two daughters: Mabia who was born in 1983, and Abia who followed in 1984.  There was not enough money for either of them to attend school. Both were affected by diarrhoea from time to time, as well as suffering seasonal illnesses including winter dysentery and cough, hot fever, and rain fever and cough.  Mabia married in 1995 and Abia in 2000.  Three years ago, Mabia returned to live at her parental house with her husband and children. 

The extended family survives at a very low level and could easily slip into extreme poverty.  They receive neither VGD nor VGF ration cards and whilst they are generally able to eat rice three times each day, but can only afford fish about twice a week.  In Kartik (October/ November) there is no work to be found at all and the family typically has to borrow 400-500 taka to tide them over and often goes without food.

The family has been reluctant to become heavily involved with NGO economic activities for fear of becoming indebted, but in 2006 Obijan received one cow and two goats from BRAC’s ultra-poor programme.  At the same time, she was given a four ring, one slab latrine, but is worried that she will not be able to replace it when it can no longer be used. She has also attended hygiene awareness sessions run by VERC staff.  This has led to a number of significant changes.  Family members now wash their hands before eating, and take more care in the preparation of food.  All household waste is now kept in a pit near the homestead.  Members have started to use sandals when going to the latrine.  Menstrual cloths, which were previously washed in the pond, are now cleaned in the latrine using tubewell water.  Obijan reports that the combined effect of these measures has been a noticeable decrease in diarrhoeal disease.

MOHAMMAD KHOAJUL

Mohammad Khoajul is a 37 year old man from a poor family in Khagrapara, where he has lived for his entire life.

He was born in 1970 and has two brothers and three sisters.  His family had seven decimals of homestead land and his father earned the equivalent of what now would be 350 taka a week as a guard (chowkhidar)

During his childhood his family had no latrine and he would go to defecate with other children in the bushes and trees around his home or close to his school.  The only hygienic practices he can recall that his mother followed were protecting water and food with a bamboo cover and coconut shells.  His grandfather died from a diarrhoeal disease and his mother also suffered from a serious attack on one occasion.

In 1989, at the age of 19, he married Hasina Bibi.  The couple started married life with two decimals of homestead land that Mohammad got from his father. Hasina gave birth to a daughter, Shati in 1995, followed by a son, Sabuj in 1998 and a second daughter, Bonna in 2005.  Mohammad initially worked as a day labourer, but in 2004 was able to take over his father’s old position as chowkhidar for the Union Council.  This pays 1400 taka a month and he receives an additional 500-600 taka a month in tips for assisting in judgements at the shalish (local system of adjudication). 

His secure position and regular income makes it comparatively easy for him to raise loans.  He frequently borrows from the Chairman and other members of the Union Council, as well as from relatives and other people in the para.  He currently has a loan of 6000 taka from the NGO TMSS which he must repay at 170 taka a week, and another for 4000 taka from a neighbour and must repay after six months.  He has recently sold the land he received from his father but this was quickly replaced by another six decimals that he purchased himself, using a further loan of 26,000 taka.

The family has been confronted by a number of quite serious health issues. In 1995, Mohammad had a liver stone, and in the earlier years of his marriage suffered from frequent dysentery.  Hasina has had a heart problem since 2002 and suffers from bad headaches, and the family must find 200 taka each month for her medicine.  Sabuj had a bad attack of diarrhoea in 2000, and one of the daughters has had three times since 2005.  In addition, the family is affected by the normal more minor seasonal ailments.  

Where diarrhoea arises, it is initially treated with a combination of home-made saline, rice soup and purchased saline, with ducks eggs being used for cases of dysentery.  Where problems persist, they first consult a local allopathic doctor and take prescriptions from the pharmacy.  For more serious issues, they visit the Prosadpur government hospital or the Rajshahi medical college.

Following VERC’s intervention, Mohammad has installed a ring-slab latrine which is washed with harpic detergent powder once a week. Together with messages received from the radio, VERC has also helped bring about a series of other significant behavioural changes. The family now always uses sandals when visiting the latrine. Finger nails are cut regularly.  Tubewell water is always used for drinking and washing vegetables.  Hasina washes her menstrual cloth with soap in the latrine and then at the handpump.  Mohammad has noticed that there has been a significant reduction in the level of diarrhoeal disease that he and other family members suffer from, and believes that the measures that they and other community members have taken have made an important contribution to bringing this about. 




Table 1: VERC coverage under ASEH 2005-2009

	District
	Upazila
	Munici-

palities
	Unions
	Villages
	House-holds
	Popu-lation

	Rajshahi*
	Bagmara (1)
	2
	16
	379
	78906
	325141

	
	Mohanpur (3)
	1
	6
	173
	38603
	153212

	Chapai Nawabganj
	Bholahat (2)
	0
	4
	83
	20012
	93880

	
	Nachole (1)
	1
	4
	181
	26641
	127405

	Naogaon
	Manda (1)
	0
	14
	288
	82575
	334431

	Chittagong
	Sitakunda (1)
	1
	9
	141
	51153
	294819

	Bhola*
	Lalmohan (1)
	1
	9
	91
	49032
	271221

	Cox’s Bazar
	Teknaf (1)
	1
	6
	140
	35044
	218795

	Total
	8
	7
	68
	1476
	381966
	1818904


(1) The original six programme locations from 1993

(2) Added in 1996

(3) Added under ASEH in 2003  




Table 2: Comparing Communities

	Para
	Roypara
	Dighipara
	Middlepara
	Southpara

	
	
	
	
	

	Village
	Mochmoil
	Syedpur
	Barpoi
	C. Shyamrai

	District
	Rajshahi
	Rajshahi
	Naogaon
	Naogaon

	
	
	
	
	

	Households
	41
	74
	99
	46

	Wealth index*
	1.78
	1.46
	1.75
	1.19

	% with safe latrines before
	3
	19
	15
	2

	
	
	
	
	

	Ignition
	Feb. 2000
	Aug. 2000
	Jan.2002
	Oct.2001

	
	
	
	
	

	Ad hoc committee
	Same month 
	Na
	Na
	Same month

	Full committee
	6 months
	Same month
	3 months
	3 months

	Action plan
	6 months
	2 months
	3 months
	5 months

	First latrine
	Feb.2000
	3 months
	3 months
	5 months

	Monitor committee
	6 months
	9 months
	Not formed
	5 months

	Child group
	7 months
	9 months
	3 months
	5 months

	Declaration
	19 months
	17 months
	17 months
	19 months

	
	
	
	
	

	Main inspiration
	VERC staff
	VERC staff
	Other para
	Other para

	
	
	
	
	

	Committee Members+
	12 + 6 = 18
	11 + 9 = 20
	7 + 6 = 13
	7 + 7 = 14

	
	
	
	
	

	Typical latrine cost (tk)
	85
	85
	650
	15

	
	
	
	
	

	% with safe latrines
	93
	81
	62
	57

	% sharing latrines
	7
	19
	37
	43

	
	
	
	
	


*Highest  is wealthiest    + Men, women and total

Source: Saha el al, pp 14,22,23, 28, 29




Table 3: Full-time* VERC Staff and Volunteers Under ASEH Project 2007

	Category
	Men
	Women
	Total
	Women %

	
	
	
	
	

	Head Office
	10
	1
	11
	9

	Regional Offices
	6
	2
	8
	25

	Upazila Offices (senior)
	25
	1
	26
	4

	Senior Health Motivators
	27
	19
	46
	41

	Health Motivators
	109
	72
	181
	40

	Facilitators
	21
	3
	24
	13

	Support staff
	14
	0
	14
	0

	
	
	
	
	

	Sub-total
	212
	98
	310
	32

	
	
	
	
	

	Community Volunteers
	220
	213
	433
	49

	
	
	
	
	

	Total
	432
	311
	743
	42


* There are also four part time positions, including a Project Director who devotes 20% of his time to ASEH.

Staffing Ratios / Typical Spans of Control

	Regional office: Head Office
	2:1

	Area Coordinators: Regional Coordinator 
	4:1

	Senior Health Motivators: Area Coordinator 
	6:1

	Health Motivators: Senior Health Motivator 
	4:1

	Community Volunteers: Health Motivator 
	2:1

	Unions: Senior Health Motivator
	1:1

	Health Motivators: Union
	3:1

	Community Volunteers: Union
	6:1

	Households: Health Motivator
	2110:1

	Households: Community Volunteer
	882:1

	Staff & Volunteers 2007: 2002
	7:1





Table 4: VERC Staff, Gender Composition and Salaries: Manda Upazila, 2007

	Position
	        Numbers
	       Monthly salary (taka)

	
	Men
	Women
	Total
	Highest
	Lowest

	Area coordinator
	1
	
	1
	23,126
	

	Assistant coordinator
	2
	
	2
	13,638
	9,713

	Assistant engineer
	1
	
	1
	9,800
	

	Accountant
	1
	
	1
	
	

	Senior Health Motivator
	4
	3
	7
	9,728
	6,158

	Health Motivator
	22
	13
	35
	5,960
	4,590

	Facilitator
	4
	
	4
	
	

	Caretaker
	1
	
	1
	
	

	Total
	36
	16
	52
	
	


Table 5: Sequence of Activities by Union in Manda Upazila

	Union
	2000
	
	2003
	2004
	2005
	2006
	2007
	2008
	

	Households      
	Wealth score*
	1
	2
	3
	4
	
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1

	Kusumba
	
	
	
	
	
	
	

	10414
	1.38
	
	
	
	
	
	
	

	Nurullabad
	
	P
	
	P
	
	
	
	

	8556
	1.27
	
	
	
	
	
	
	
	

	Bharso
	
	P
	
	P
	
	
	
	

	8324
	1.09
	
	
	
	
	
	
	
	

	Manda
	
	
	
	
	
	
	

	8872
	1.38
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mainam
	
	
	
	
	
	
	

	7837
	1.45
	
	
	
	
	
	
	

	Paranpur
	
	
	
	
	
	
	

	6172
	1.17
	
	
	
	
	
	
	

	Kahkapur
	
	
	
	
	
	

	11510
	1.45
	
	
	
	
	
	

	Prasadpur
	
	
	
	
	
	

	6878
	1.30
	
	
	
	
	
	

	Kasheb
	
	
	
	
	
	

	5732
	1.14
	
	
	
	
	
	

	Kansapara
	
	
	
	
	
	

	7231
	1.29
	
	
	
	
	
	

	Tetulia
	
	
	
	
	
	

	7445
	1.37
	
	
	
	
	
	

	Bishnupur
	
	
	
	
	
	

	5099
	1.04
	
	
	
	
	
	

	Ganeshpur
	
	
	
	
	
	

	5733
	0.86
	
	
	
	
	
	

	Bhalain
	
	
	
	
	
	

	6684
	1.21
	
	
	
	
	
	

	KEY
	P = Preliminary work in a handful of communities
	First ignition to ODF declaration
	Hygiene

promotion
	Follow-up period with 

reduced staffing


* Wealth rank is calculated by assigning 3 points for each rich household, 2 for each middle household and 1 for each poor household, adding totals together and dividing by the number of households in the para.

Table 6: Shahpukuria: Well-being and CLTS

	
	Rich
	Middle
	Poor
	Ex. Poor
	Total
	%

	Lineage
	
	
	
	
	
	

	Pramanic
	7
	13
	9
	
	29
	33

	Sarker
	
	6
	17
	2
	25
	28

	Mondol
	1
	4
	14
	
	19
	21

	Mollah
	2
	3
	8
	
	13
	15

	Kazi
	1
	2
	
	
	3
	3

	Total
	11
	28
	48
	2
	89
	100

	
	
	
	
	
	
	

	Primary livelihoods
	
	
	
	
	
	

	Agriculture
	10
	14
	
	
	24
	27

	Agriculture & sharecrop
	
	12
	
	
	12
	13

	Service
	1
	1
	
	
	2
	2

	Business
	
	1
	
	
	1
	1

	Small business
	
	
	5
	
	5
	6

	Sharecrop/Day labour
	
	
	4
	
	4
	4

	Day labour
	
	
	30
	2
	32
	36

	Mason
	
	
	5
	
	5
	6

	Rickshaw van
	
	
	2
	
	2
	2

	Tubewell mechanic
	
	
	2
	
	2
	2

	Driver
	
	
	
	
	
	

	Total
	11
	28
	48
	2
	89
	100


Table 7: Khagrapara: Occupations by class

	
	Rich
	Middle
	Poor
	Ex. Poor
	Total
	%

	
	
	
	
	
	
	

	Agriculture
	11
	21
	
	
	32
	36

	Service
	2
	1
	1
	1
	5
	6

	Agriculture & sharecrop
	 
	3
	
	
	3
	3

	Small business
	 
	2
	2
	
	4
	5

	Large business
	 
	2
	
	
	2
	2

	Tailor
	 
	1
	
	
	1
	1

	Mason
	 
	1
	
	
	1
	1

	Day labour
	 
	
	23
	7
	30
	34

	Rickshaw van
	  
	
	8
	1
	9
	10

	Chowkidar
	 
	
	
	1
	1
	1

	
	 
	
	
	
	 
	 

	Total
	13
	31
	34
	10
	88
	100


Table 8: Days form First Ignition to ODF Declaration in Wards of Manda Union,  2005
	Ward
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug

	
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4

	

	5
	236

	

	6
	235

	

	3
	
	225

	

	7
	
	174

	

	4
	
	162

	

	9
	
	159

	

	2
	
	67

	8

	8
	
	48

	

	1
	
	43

	

	Rainfall
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Table 9: Days from First Ignition to ODF declaration in Para from Manda Ward 5, 2005

	Para
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug

	Households
	Wealth Rank*
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4

	Poscim Shahapukuria
	147
	

	68
	1.46
	
	

	Magura Dangapara
	
	115
	

	98
	1.73
	
	
	

	Purbo Shahapukuria
	
	165

	87
	1.63
	
	

	Koyapara
	
	51

	124
	1.55
	
	

	Shahapukuria Fuzidarpara
	
	40
	

	36
	0.92
	
	
	

	Khagrapara
	
	47

	89
	1.55
	
	

	Bonihari
	
	40

	80
	1.40
	
	

	Rainfall
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug


* Wealth rank is calculated by assigning 3 points for each rich household, 2 for each middle household and 1 for each poor household, adding the  totals together and dividing by the number of households in the para.
Table 10: Days Elapsing between completion of Ignition and Declaration of 100% Open Defecation Free in Manda Union
	Month ignited 
	No. of para
	Days elapsing

	
	New
	Cumulative
	Maximum
	Minimum
	Average

	Jan
	3
	3
	147
	135
	141

	Feb
	5
	8
	130
	80
	108

	Mar
	5
	13
	165
	75
	127

	Apr
	8
	21
	143
	60
	118

	May
	5
	26
	114
	39
	56

	Jun
	11
	38
	86
	8
	49

	July
	13
	51
	52
	12
	37

	Aug
	16
	67
	26
	3
	13

	
	
	
	
	
	

	Total
	67
	
	
	
	


One June entry excluded since data does not make sense

Source: VERC Head Office Monitoring Data


Table 11.1: Uptake of Hygienic Practices

	
	Masjidpara
	
	Babupara

	COVERING FOOD
	Rich
	Mid
	Poor
	Ex Pr
	Total
	
	Rich
	Mid
	Poor
	Ex Pr
	Total

	& WATER
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	Not able
	
	
	
	
	 
	
	
	
	
	
	 

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	3
	6
	12
	1
	22
	
	3
	9
	8
	2
	22

	Sometimes practices
	1
	
	
	
	1
	
	
	
	
	
	 

	Does not practice
	
	
	
	
	 
	
	
	
	
	
	 

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	
	
	
	
	
	
	
	
	
	
	
	

	CUT FINGER NAILS (a)
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	3
	5
	10
	1
	19
	
	3
	9
	8
	2
	22

	Not able
	1
	1
	2
	
	4
	
	
	
	
	
	 

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	4
	6
	10
	1
	21
	
	3
	8
	8
	2
	21

	Sometimes practices
	
	
	2
	
	2
	
	
	1
	
	
	1

	Does not practice
	
	
	
	
	 
	
	
	
	
	
	 

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	
	
	
	
	
	
	
	
	
	
	
	

	HAND WASHING (b)
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	4
	6
	10
	
	20
	
	3
	8
	8
	2
	21

	Not able
	
	
	2
	1
	3
	
	
	1
	
	
	1

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	3
	2
	8
	
	13
	
	2
	6
	5
	1
	14

	Sometimes practices
	1
	4
	4
	
	9
	
	1
	3
	3
	1
	8

	Does not practice
	
	
	
	1
	1
	
	
	
	
	
	 

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	
	
	
	
	
	
	
	
	
	
	
	

	USE OF SLIPPERS (c)
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	3
	4
	9
	
	16
	
	3
	7
	8
	2
	20

	Not able
	1
	2
	3
	1
	7
	
	
	2
	
	
	2

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	3
	2
	8
	
	13
	
	3
	7
	6
	1
	17

	Sometimes practices
	1
	4
	4
	
	9
	
	
	2
	2
	1
	5

	Does not practice
	
	
	
	1
	1
	
	
	
	
	
	 

	Total
	4
	6
	12
	1
	23
	
	3
	9
	8
	2
	22


(a) Regularly    (b) After toilet, before prepare food, before eat    (c) When use latrine



Table 11.2: Uptake of Hygienic Practices (percentages)

	
	Masjidpara
	
	Babupara

	COVERING FOOD
	Rich
	Mid
	Poor
	Ex Pr
	Total
	
	Rich
	Mid
	Poor
	Ex Pr
	Total

	& WATER
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	Not able
	
	
	
	
	
	
	
	
	
	
	

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	75
	100
	100
	100
	96
	
	100
	100
	100
	100
	100

	Sometimes practices
	25
	
	
	
	4
	
	
	
	
	
	

	Does not practice
	
	
	
	
	
	
	
	
	
	
	

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	
	
	
	
	
	
	
	
	
	
	
	

	CUT FINGER NAILS (a)
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	75
	83
	83
	100
	83
	
	100
	100
	100
	100
	100

	Not able
	25
	17
	17
	
	17
	
	
	
	
	
	

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	100
	100
	83
	100
	91
	
	100
	89
	100
	100
	95

	Sometimes practices
	
	
	17
	
	9
	
	
	11
	
	
	5

	Does not practice
	
	
	
	
	 
	
	
	
	
	
	

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	
	
	
	
	
	
	
	
	
	
	
	

	HAND WASHING (b)
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	100
	100
	83
	
	87
	
	100
	89
	100
	100
	95

	Not able
	
	
	17
	100
	13
	
	
	11
	
	
	5

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	75
	33
	67
	 
	57
	
	67
	67
	63
	50
	64

	Sometimes practices
	25
	67
	33
	 
	39
	
	33
	33
	38
	50
	36

	Does not practice
	
	
	
	100
	4
	
	
	
	
	
	

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	
	
	
	
	
	
	
	
	
	
	
	

	USE OF SLIPPERS (c)
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Able to explain reason
	75
	67
	75
	
	70
	
	100
	78
	100
	100
	91

	Not able
	25
	33
	25
	100
	30
	
	
	22
	
	
	9

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100

	
	
	
	
	
	
	
	
	
	
	
	

	Always practices
	75
	33
	67
	
	57
	
	100
	78
	75
	50
	77

	Sometimes practices
	25
	67
	33
	
	39
	
	
	22
	25
	50
	23

	Does not practice
	
	
	
	100
	4
	
	
	
	
	
	

	Total
	100
	100
	100
	100
	100
	
	100
	100
	100
	100
	100


(a) Regularly    (b) After toilet, before prepare food, before eat    (c) When use latrine

Table 12: Shahapukuria: Reported cases of diarrhoeal disease before & after intervention

	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)
	Agrohayan (No/De)
	Poush (De/Ja)
	Magh (Ja/Fe)
	Falgun (Fe/Ma)
	Chaitro (Ma/Ap)
	Total

	M
	
	B
	8
	8
	10
	10
	25
	25
	25
	8
	8
	5
	5
	5
	142

	
	
	A
	3
	3
	4
	4
	6
	6
	6
	3
	3
	2
	2
	2
	44

	
	
	%
	38
	38
	40
	40
	24
	24
	24
	38
	38
	40
	40
	40
	31

	W
	M
	B
	5
	5
	4
	4
	4
	5
	5
	4
	3
	0
	0
	5
	45

	
	
	A
	2
	2
	2
	2
	3
	4
	4
	1
	1
	0
	0
	3
	24

	
	
	%
	40
	40
	50
	50
	60
	88
	80
	25
	33
	0
	0
	60
	53

	W
	W
	B
	7
	7
	4
	4
	5
	6
	5
	4
	5
	1
	1
	5
	54

	
	
	A
	4
	4
	2
	2
	4
	4
	4
	1
	1
	0
	0
	3
	29

	
	
	%
	57
	57
	50
	50
	80
	67
	80
	25
	20
	0
	0
	60
	54

	W
	C
	B
	10
	10
	6
	6
	10
	9
	10
	7
	7
	3
	3
	10
	91

	
	
	A
	6
	6
	3
	3
	8
	7
	7
	2
	3
	2
	2
	6
	55

	
	
	%
	60
	60
	50
	50
	80
	78
	70
	29
	43
	67
	67
	60
	60

	W
	All
	B
	22
	22
	14
	14
	20
	20
	20
	15
	15
	4
	4
	20
	190

	
	
	A
	12
	12
	7
	7
	15
	15
	15
	4
	5
	2
	2
	12
	108

	
	
	%
	55
	55
	50
	50
	75
	75
	75
	27
	33
	50
	50
	60
	57

	MP
	M
	B
	3
	3
	4
	4
	4
	4
	3
	1
	1
	1
	1
	1
	30

	
	
	A
	2
	2
	2
	2
	2
	2
	2
	1
	0
	1
	0
	0
	16

	
	
	%
	67
	67
	50
	50
	50
	50
	67
	100
	0
	100
	0
	0
	53

	MP
	W
	B
	2
	2
	3
	3
	6
	6
	5
	1
	1
	1
	1
	1
	32

	
	
	A
	1
	1
	2
	2
	2
	2
	2
	1
	0
	1
	1
	1
	16

	
	
	%
	50
	50
	67
	67
	33
	33
	40
	100
	0
	100
	100
	100
	50

	MP
	C
	B
	3
	3
	5
	5
	20
	20
	10
	6
	3
	3
	3
	3
	84

	
	
	A
	3
	3
	4
	4
	6
	6
	4
	4
	2
	3
	1
	1
	41

	
	
	%
	100
	100
	80
	80
	30
	30
	40
	67
	67
	100
	33
	33
	49

	MP
	All
	B
	8
	8
	12
	12
	30
	30
	18
	8
	5
	5
	5
	5
	146

	
	
	A
	6
	6
	8
	8
	10
	10
	8
	6
	2
	5
	2
	2
	73

	
	
	%
	75
	75
	67
	67
	33
	33
	44
	75
	40
	100
	40
	40
	50

	SK
	All
	B
	5
	5
	10
	10
	10
	20
	20
	10
	3
	3
	3
	5
	104

	
	
	A
	2
	2
	5
	4
	4
	10
	10
	5
	1
	1
	1
	2
	47

	
	
	%
	40
	40
	50
	40
	40
	50
	50
	50
	33
	33
	33
	40
	45

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sources show who provided information: Men, Women, Medical Practitioner, Shop Keeper

	

	Groups indicates whom the information was being provided about: Men, Women, Children

	

	Percentage: shows after as a percentage of before





Table 13: School Attendance 2004-2007

	
	2004
	2005
	2006
	2007

	Koyapara
	
	
	
	

	
	
	
	
	

	Average number of pupils attending
	271
	276
	267
	289

	Average enrolment
	330
	337
	326
	352

	Attendance as % of enrolment
	82.1
	81.9
	81.9
	82.1

	
	
	
	
	

	Dholpukuria
	
	
	
	

	
	
	
	
	

	Average number of pupils attending
	266
	269
	281
	298

	Average enrolment
	313
	328
	344
	332

	Attendance as % of enrolment
	85.0
	82.0
	81.7
	89.8








� The initial part of this account draws heavily on Ahmed, 2008.


� For a comprehensive account see Kar and Pasteur, 2005


� See the various VERC sources listed in the References


� See annexe table 1 for further details 


� From 2000, VERC also introduced the practice of working in a small number of “extensive” communities in additional Unions in some of the areas where it had a presence, and by 2003 this had been taken up around all the existing “intensive” locations. 


� At the same time WaterAid began to extend its support to other NGOs, although VERC remained its largest partner. 


� This was accomplished through the addition of another Upazila and by establishing a manufacturing centre in each area. These were manned by local masons. Operations focussed on the production of concrete slab and three ring sets, which cost about 600 taka each, but were made available to users for only 200 taka. 


� We have been unable to obtain data on how levels of latrine use changed during this phase.  VERC data (reported by Kar 2000a:16) suggests that 44% of all households in the areas covered had latrines by the end of phase 1 and that this rose to 50% in phase 2 (see Box 2.2).  It is not, however, made clear whether this refers to any type of latrine, or to sanitary latrines where faeces are safely confined.  But even if it is the former, the figures still appear very high and must be treated with some suspicion.   


� Kar 2000a (34) refers, perhaps unkindly, to a “fear psychosis and servant mentality”, a “petty contracting mentality” and “top-down heavily dis-empowering decision making.”  


� See Kar et al, 1998. 


� What follows draws both on Kar 2000(a) p9 and 16-17, and an account reconstructed by Lyla Mehta during a visit to Rajshahi in 2007.


� The only Union where VERC had a programme at that time which was not covered was Manda in Naogaon, where we subsequently carried out our own field investigation.  The total number of villages covered by the process is variously reported as six, eight and ten.


� Mehta cites the example of Shankapoi near to Raipara, which had 125 households and proved difficult to mobilise although the initial lack of a viable low-cost design was also a consideration here.


� It is not clear whether Raipara was among their number.  Some accounts suggested that 100% coverage had been attained within the six month period, whilst others suggest that as much as 18 months may have been required. See annexe table 2 for further details of completion periods in a selection of early Rajshahi communities. 


� This part of the account draws heavily on Ahmed 2008: 4 - 8


� Previously the expression “People initiated 100% sanitation approach”, had normally been used.


� Originally there were 15, rising over the course of the Programme to 21.


� The figure for males is 33.5% and for females only 15% 


� 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.


� Two instances stood out as being particularly bad.  In Khagrapara, five people were reported to have died from diarrhoea in 1972 when the population could not have exceeded 300.  In Shahapkuria, four people were said to have died in 1985, when the population would not have been more than 200.  In the same year, 50% of children and 25% of adults were said to have suffered less serious attacks. 


� At this time, VERC was already running an education and a micro-credit institution building and income generation programme in Manda.  The education programme has since been closed, but a new comprehensive disaster management programme was started and run from the same office in the early 1990s.  All programmes shared an office in Manda town located near the Upazila headquarters.


� This part or the account draws mainly on Allan 2003, especially pages 46-47. 


� In Bangladesh, Upazilas are named after their main town and administrative headquarters. The same principle applies to the Union in which the town is located: hence Manda Union in Manda Upazila. 


� For an explanation of these categories, see box 4.1 below.


� This comprised 13 Upazila Officials, the 14 Union Chairmen and three NGO representatives.


� The Nirbahi Officer


� Given the high incidence of multi-household compounds (bari) it is safe to assume that some others would have been sharing with relations, but no enquiries seem to have been made about this as a part of the ignition activities.


� This was sometimes also referred to as the Environment Development Committee 


� Initially this had sixteen men and three women members, one of whom came from Purbo Shapukuria 


� These were: the tin motka; the pvc with pipe, the water seal direct drop, the plastic pan with pvc pipe offset, and the ring slab with water seal off-set.


� See for example, Howes et al 2007, p 29


� In Unions where total latrine coverage was declared more than two years before the end of ASEH – which included Manda - there was a final six months on reduced staffing before support was entirely withdrawn.  





� Three other practices were investigated where no clear conclusions could ultimately be drawn about the impact VERC had had.  The first was the construction of lined channels to carry dirty water away from handpumps and thus away from the immediate areas around people’s homes.  The second practice – constructing a concrete surround to the handpump, was designed to contribute to the same end.   The third practice was the adding of food scraps to compost.


�  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.)  





� The only exception is August, when the percentage rises significantly, but this is a month when schools are closed most of the time and these figures are therefore possibly less meaningful.





