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Abstract

This chapter explores how CLTS has been introduced in Bangladesh by three organizations: The Village Education Resource Center; Dishari: and CARE.  Despite operating in different ways and working in diverse locations, each is found to have been largely successful in persuading rural people to adopt and use sanitary latrines, although some open defecation persists in all of the locations studied.  Improvements in sanitation appear to have contributed to large reductions in diarrhoea and commensurate increases in income, which have proved especially beneficial for poor households and for women from all classes.    
Introduction

This chapter examines how VERC, Dishari and Care have promoted CLTS in Bangladesh; asking what impact their work has had on the health, income, and livelihoods of different socio-economic groups; and exploring whether the benefits arising from it can be sustained.  
Methods
The research began with a review of the already quite extensive documentary evidence on the three cases and on sanitation in Bangladesh more generally.  This was followed up by interviews and exercises carried out either individually or collectively with senior members of staff of the NGOs at national level.  Next, a single Sub-District (Upazila) was chosen for each organisation, where further key informant interviews and data searches were conducted.  Finally, two communities were purposively selected from each Upazila, so as to give some sense of the diversity of conditions by which implementing agencies had been confronted. In each, a combination of PRA and quick survey methods was then used to explore the situation prior to the introduction of CLTS; the way in which it CLTS had been promoted; and the impacts that had resulted. 

Field studies were led by three main researchers, who were supported by a team of four field investigators, and assisted by staff from the organisations under review, who were drawn from the locations where studies were being conducted.  The total period devoted to data collection and preliminary analysis was ten weeks at the end of 2007.  Findings were then initially written up in the form of three extended case studies (Howes et al, 2009a, b, c).                                  

The situation before CLTS
Prior to the introduction of CLTS, the great majority of households in the selected communities had no latrine and defecated in the open.  This, in turn, contributed to high levels of diarrhoea, especially among children.  
A number of factors helped to explain why open defecation persisted.  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 all that mattered was the exclusion of faeces from the areas immediately surrounding their homes, not their elimination from the open environment per se (BRAC 1984).  Diarrhoea was recognized as a major health issue, but was believed to derive from a combination of factors revolving mainly around the types of food consumed and the manner in which it was prepared and stored (Howes et al 2009a, 25-27).  
Latrines were not therefore seen as necessities, but rather as prestigious and expensive consumption items that people would only adopt as a part of more general process of improving their homes when they became relatively wealthy.  And because they were unaware of the way in which open defecation by anyone else in their community could lead to them contracting diarrhoea themselves, the better-off saw no need to aid or to exert pressure on others to install latrines, even if they had already done so themselves.

Gender relations also played their part. Many men actually preferred defecating in the open to using latrines.  Considerations of modesty meant that the privacy and convenience afforded was of far greater significance to women, but they would generally lack the power and influence within their households to get one installed.

Finally, government programmes had done little to address deeply entrenched attitudes (Ahmed 2009, in this volume). From independence through to the millennium, sanitation suffered through being closely linked to the provision of safe drinking water, which had received much greater emphasis and enjoyed far more official and donor resources.  Initiatives taking place during the period were patchy, focussed mainly on the delivery of subsidised hardware, and succeeded largely only in reaching those who already had sufficient resources to adopt by themselves.  The awareness that subsidised latrines might be provided served as a further disincentive for people to adopt by themselves. Smaller programmes run by NGOs, including those who were later to embrace CLTS, generally proceeded along similar lines.  
Organisations and approaches

The Village Education Resource Center (VERC)

CLTS arose from the appreciation that it was necessary to address all of these underlying causes at the same time. It was originally conceived and developed by the first of our three study organisations VERC, with support from its long-standing international partner WaterAid.  Working under the guidance of the consultant Kamal Kar, a set of participatory procedures were devised and tested over a two-day period early in 2000 in a single community (para) in Rajshahi District in the north-west of Bangladesh.  
Local people 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 whom 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.  Kar and Pasteur 2005 provide further details. 

In the period that followed, a series of further developments took place.  Designs of low-cost latrines were demonstrated, that people could install either by themselves or with minimal assistance.  A committee was formed, drawn from all sectors and levels of the community and a plan developed under which everybody would attain access to a sanitary latrine within a specified period of time.  Early adopters, demonstrating a special aptitude for the work, were identified as “sanitary engineers” and provided with support so that they could, in turn, offer encouragement and assistance to others.  Children were organised to identify and shame those who continued to defecate in the open, and means were identified within the community of assisting those who were genuinely unable to act on their own behalf. 

As this process began to unfold in the original location, VERC staff started to replicate the core “ignition” procedure in a handful of other para nearby within the same Union, and in the six other Unions in the north-western and southern regions of Bangladesh where VERC was then operating.  The organisation subsequently incorporated its new approach to domestic sanitation into a more broadly-based programme which also included other aspects of domestic hygiene; together with sanitation and environmental health measures at community level and in public spaces.  From 2004, this more comprehensive approach, which had previously been confined to a relatively small number of locations, was taken to a much greater scale under the DFID-funded Advancing Sustainable Environmental Health (ASEH) programme.

Others become involved
Plan International was among the first organisations to learn from what VERC had done.  It began its own programme in 2003, and from 2004 co-funded the Dishari programme, administered by the Dhaka Ahsania Mission, which provided a vehicle for increasing the scale of coverage.  The portfolio of activities here was similar to VERC’s, but with a much heavier reliance upon local institutions, and less intensive direct staff inputs.  Figure 1 provides a more detailed picture of the similarities and contrasts between the approaches followed by the two organisations. 

CARE’s Nijeder Janyia Nijera project started late in 2004 and pursued a somewhat different approach, where the promotion of domestic latrines was treated less as an end in itself and more as an entry-point for a diverse range of community mobilisation and social development activities.  What was done here also contrasted with contemporaneous practice in other significant respects, with Nijera stayed closer to the original VERC model, where prominence was given to the role of “natural leaders” as local CLTS promoters and disseminators.  The geographical coverage of its work was equivalent to VERC and Plan prior to entering the scale-up phase, allowing more intensive interaction between staff and communities.  But there was relatively little emphasis on other aspects of sanitation and environmental health.  

As word of the early success achieved by VERC started to spread, CLTS began to attract international attention.  This, in turn, was to trigger a major shift in domestic sanitation policy, built around a highly ambitious target for the elimination of all open defecation by 2010 (Ahmed op. cit.)  Starting from late 2003, resources were made available for Union Councils to assist the poorest households to install latrines, and financial rewards offered for each Union that could demonstrate that all households had access to sanitary facilities.  Councils then set targets of their own, backed up by a series of more and less formal incentives and sanctions.  In each of the study areas, this was to lead to a rapid acceleration in the pace of implementation, with the period from “ignition” to a declaration that open defecation had been eliminated in individual para, quickly coming down from several months, to a matter of weeks, and ultimately to just a few days.  
Study areas and communities

As Figure 2 indicates, there are significant differences between the three areas chosen for exploring the impact and sustainability of CLTS. 
VERC’s area in Naogaon is somewhat better off than the others, but has much higher densities of population. Finding a space to build a latrine here thus becomes more difficult, and some of the low-cost materials, like bamboo, which might be used elsewhere for construction, are harder to get hold of.  It also has a much lower water table, which means that water is often less accessible and people less inclined to engage in hygienic practices, including hand and latrine cleaning.     

Lalmonirhat, where Dishari was working, is considerably poorer and highly flood prone.  In combination with the sandy soils, this makes digging a pit for a latrine a more hazardous business and increases the likelihood of subsequent damage and collapse.  There has also been a large amount of internal and external migration, which often leads to more internally differentiated communities, which can be more difficult to mobilize.  Getting about is difficult and many places are very hard for an external agency to reach.

Rangpur, where CARE’s approach was investigated, is relatively flood-free and has the lowest density of population.  But it is also, by some distance, the poorest of the three areas, and particularly prone to seasonal hunger (monga), which means that people often struggle to find the resources to build their latrines, or to repair them if they get damaged.  

 All of these differences are reflected in the six communities where the most comprehensive data were collected (see Table 1), and each has additional significant features of its own.  At the lower end of the range, some only have about sixty households, which is a comfortable number to work with when conducting PRA and other participatory exercises, whilst others are 50 per cent larger and, as a consequence, harder to consult and mobilize.  Most are purely Muslim, but others include Hindus, who can present a somewhat different set of opportunities and challenges.  But before CLTS arrived, all were united by a very high levels of open defecation.     

Sanitation and Open Defecation 

This section asks how much difference the interventions have 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. 

The Available Evidence

With fieldwork being conducted late in 2007, these issues were being explored between two and three years after ignition had taken place in the six 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 each location.  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 and pharmacists.

Patterns of latrine use

The position emerging from the survey was positive.  Each community showed quite a wide range of latrine types had been adopted, suggesting that people had made independent decisions about what they would do, and indicating a sense of ownership that augered well for sustainability in the longer run (see Table 2).  

Even in the community with the lowest coverage, 69% of households still had functioning latrines (see Table 3). Those at the lower end of the scale were both in the VERC area, where population densities were highest and where the majority of those with no latrines of their own appeared to have entered into sustainable sharing arrangements with relations or neighbours. 
The majority of those with their own latrines were continuing to use the one they had originally installed.  But where replacements had been required, a significant proportion had opted for a superior design, which provides an especially strong indication that the importance of sanitation has been grasped and internalized (see Table 4).

The persistence of some open defecation

In each community, there were, however, still a significant minority of people who had either never abandoned open defecation in the first place, or who had, for a variety of reasons, reverted to it since the achievement of 100% sanitation had been claimed. 

It emerged from questioning after the survey that some people 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.   Several more had only built low-cost latrines because of the considerable pressure that had been exerted on them, and that many of these had collapsed.  In many cases, the money required could not be raised easily, prompting the speculation that some, at least, would not have bothered had it not been for the continuing programme presence.  Some installed latrines had collapsed because the pits were unlined or through rodent damage to linings, and not all of these had been replaced.  
Where latrines were not replaced, a number of people simply reverted to open defecation.  Others might enter into some form of sharing arrangement, but this could often prove problematic.  The latrine belonging to a middle class family had filled up, and rather than replace it, members 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 point all household members, with the exception of one daughter who was allowed to go on using the brother’s latrine, reverted to open defecation. 
Another  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.  
A large number of the latrines that were still in use had superstructures but no roof, which might make them vulnerable to rain damage, especially in instances where floors were made of mud.  But this apparently reflects a preference for the structure to be kept open except during the rains, when a temporary roof will normally be installed.  There were also a few cases where walls or doors had been damaged and not repaired, although again, this was probably a temporary phenomenon arising from the exceptionally heavy rains encountered in the previous monsoon.
In other instances, most household 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.  
Over and above all of this, it was acknowledged everywhere 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 into account, it was therefore clear that a significant amount of open defecation was still taking place,  and this was confirmed in all locations by visual inspection of fields, pathways and other public spaces.  Whilst it is clearly impossible to quantify with great precision, this appeared to account for between 10 and 25% of all “defecation incidents” in different places
 (see Table 5).  
 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 considered, the fact remains that open defecation, in the sense of faeces not being safely confined, that had stood at at least 80% before CLTS, had now been massively reduced.  This was a major achievement. 

Has Diarrhoea Reduced?

How did major changes in sanitation and related behavior affected levels of diarrhoea?  People in each location were first asked to construct a seasonal calendar showing the typical number of cases of diarrhoea each month before and after CLTS had been introduced.  Where time permitted, separate exercises were conducted with men and women and the views of medical practitioners and shopkeeper selling medication and saline were also sought.  In certain instances, it was only possible to ask about the community as a whole, but on other occasions results were disaggregated for men, women and children.  

The figures discussed here are from Masjidpara, where VERC operated. They are the most disaggregated of all of the sets, and also probably the most accurate, since they were collected last when the team had had the chance to gain experience and refine its approach.  But nothing discovered elsewhere contradicts the broad conclusions derived from this community.  

All types of informant found similar seasonal patterns in the pre-CLTS period, but the overall number of cases reported by women was about three times as great as those reported by men.  Women and the medical practitioners agreed that about half of all cases were for children.  The practitioner reported he dealt witha similar number of men’s and women’s cases , but women reported that they suffered a little more than men.  All informants recognized a peak in August to October, during the late rains, and women also found a secondary peak from April to June.  Seasonal incidence did not appear to vary by group affected. Further details appear in Table 6.  
When the exercise was repeated to look at the situation obtaining since the introduction of CLTS men reported current levels around 30% of those previously encountered, whilst the figure for women and other informants was around 50%.  There was little overall difference in the way in which different groups appear to have been affected.

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, 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, as time-series data collected from a local hospital in Hatibandha indicates (see Table 7) .  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 hygiene 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 allowed for, it seems 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 medical practitioners interviewed, 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.

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 different interventions, it is not possible to measure how much financially better off people are as a result.  Data collected in the VERC and Plan/Dishari case studies (Howes et al 2009a,b) does ,however, provide a partial indication, and may now be considered 

In each location, the team asked how long a normal attack of diarrhea had lasted in the pre- and post CLTS periods and how many additional days had then been required to recover normal energy levels.  In the pre-CLTS period, people said that an attack lasted on average for five days with a further six days required for recovery, giving a total of eleven 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 dropped 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 in an extended period, and hence the financial and economic costs of exposure.

Who Benefits?

It seems likely that the changes that have been discussed have been broadly positive for both poorer households.  The poor and extreme poor are arguably more prone to attacks of diarrhoea, 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 have 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 households in these categories. 

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 also had a much greater impact on women in view of the privations and attendant problems that they previously suffered.  They can now 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 recognized and acted upon within the family.  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 disadvantage 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.

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.

� These figures may suggest that VERC’s approach leads to a somewhat better set of outcomes, possibly reflecting the fact that they have a more favourable staff to household ratio than Dishari, and provide support and back-up for sanitation over a much longer period than CARE.  But at least part of the difference also appears likely to derive from variations in the types of communities in which the respective organizations were operating, and from the extent to which the locations chosen were representative of what was going on more generally.  It would therefore be unwise to use the figures to draw conclusions about either the effectiveness or the efficiency of the ways in which the NGOs went about their business.





� Studies conducted in other countries have used control communities, questioned individual households members, and only asked about very recent attacks (for example, see Khale and Dyalchand 2009 in this volume). 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.)  
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