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WASH baseline findings

Introduction

Nasima Akter

“Health 101”°, which means that once we can secure access to clean
water and to adequate sanitation facilities for all people, irrespective
of the difference in their living conditions, a huge battle against all
kinds of diseases will be won."

— Dr. LEE Jong-wook, Director-General, World Health Organization
2004

BACKGROUND

The combination of safe drinking water and hygienic sanitation facilities is a
precondition for health and for success in the fight against poverty, hunger, child
death, and gender inequality. It is also central to the human rights and personal
dignity for all. Water supply and sanitation services, as well as water as a
resource, are also critical to sustainable development—from environmental
protection and food security to increased tourism and investment, from the
empowerment of women and the education of girls to reductions in productivity
losses due to morbidity and malnutrition (UNDP 2005). However, inadequate
quantity and quality of drinking water, lack of sanitation facilities, and poor
hygiene cause millions of the world’'s poorest people to die from preventable
(primarily diarrhoeal) diseases each year.
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According to the World Bank’'s Heath-Nutrition-Population report (2003)
inadequate water, sanitation and hygiene account for a large part of the burden of
illness and death in developing countries. Approximately 4 billion cases of
diarrhoea per year cause 2.2 million deaths, mostly (1.7 million) children under
the age of five, about 15% of all under 5 deaths in developing countries.
Diarrhoea diseases account for 4.3% of the total global disease burden (62.5
million DALYs). An estimated 88% of this burden is attributable to unsafe
drinking water supply, inadequate sanitation, and poor hygiene. These risk
factors are second, after malnutrition, in contributing to the global burden of
disease; intestinal worms infect about 10% of the population of the developing
world and can lead to malnutrition, anaemia and retarded growth; 6 million
people are blind from trachoma and the population at risk is about 500 million;
300 million people suffer from malaria; 200 million people are infected with
schistosomiasis, 20 million of whom suffer severe consequences (World Bank
2003). The impact of inadequate water and sanitation services falls primarily on
the poor. Water and sanitation-related sicknesses put severe burden on health
services. Contaminated drinking water and an inadequate supply of water cause
diseases that account for 10% of the total burden of disease in developing
countries (World Bank 2002, 2003). Diarrhoea spreads most readily in
environment of poor sanitation where safe water is unavailable. A study shows
that water-borne diseases are one of the major cases of under-five mortality,
along with pneumonia, malaria, and measles (Talk International 2004).

There are several reasons why low levels of safe drinking water and poor
sanitation exist. According to Human Development Report (UNDP 2006), poor
sanitation can be a result of ingtitutional fragmentation, weak national planning
and low political status. Poverty is another barrier to progress. the poorest
households often lack the financing capacity to purchase sanitation facilities.
This may lead to lack of appropriate and well-maintained excreta disposal
facilities, lack of refuse collection, and inadeguate control of vectors.
Additionally, limited quantity and poor quality of water for hygiene purposes,
low level of hygiene understanding, poor hygiene practice (eg. food
contamination from soiled hands), and poor housing and drainage are the reasons
that can increase disease prevalence in a community. Other factors also constrain
progress, including household demand and gender inequality. Women tend to
attach more importance to sanitation than men, but female priorities carry less
weight in household budgeting (UNDP 2006). The impact of inadequate water
and sanitation services falls primarily on the poor, women, and children who are
the main victims of poor health and sanitation due to unsafe drinking water
(World Bank 2003).

Despite the significance of poor water and sanitation, 2.6 billion people
representing half the developing world lack even a simple ‘improved’ latrine and
nearly two out of every 10 have no source of safe drinking water. More than 1
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billion of world population has little choice but to use potentially harmful sources
of water (WHO 2004). The consequences of all collective failures to tackle water
and sanitation problems have dimmed the prospects for billions of people locked
in a cycle of poverty and disease. In adopting the Millennium Development
Goals (MDG), the countries of the world pledged to reduce by half the proportion
of people without access to safe drinking water and basic sanitation. With the
exception of sub-Saharan Africa, many developing countries are well on their
way to meet the drinking water target by 2015. However, progress in sanitation is
stalled in many developing regions (WHO 2004).

Several studies show that, improved hygiene (hand washing) and sanitation
(latrines) have more impact than drinking water quality on health outcomes.
These practices can reduce diarrhoea, parasitic infections, morbidity and
mortality, and increase child growth (Esrey et al. 1991, Hutley et al. 1997).

Changing hygiene behaviour is complex. Hygiene promotion is most successful
when it targets a few behaviours with the most potential for impact. Based on
extensive research, WHO and UNICEF have identified hand washing with soap
(or ash or other aid) after defecation and before preparing food; safe disposal of
faeces and use of latrines; and safe weaning food preparation, water handling and
storage as the key hygiene behaviours. A recent review of al the available
evidences suggests that handwashing with soap could reduce diarrhoea incidence
by 47% and save at least one million lives per year (World Bank 2003). Thisis
consistent with other studies, which found that 12 hand-washing interventions in
9 countries achieved a median reduction in diarrhoea incidence of 35% (Hill et
al. 2001).

Quantity of water also has arole to play in hygiene practices. A study found that
most endemic diarrhoeais not water-borne, but transmitted from person to person
by poor hygiene practices. Therefore, an increase in the quantity of water has a
greater health impact than improved water quality because it makes it possible
(or at least more feasible) for people to adopt safe hygiene behaviors (Esrey et al.
1996). According to the World Bank (2003), constructing water supply and
sanitation facilities is not enough to improve heath. Sanitation and hygiene
promotion must accompany the infrastructure investments that supply adequate
water to redlize their full potentia as a public heath intervention.

During 1981-1990, the United Nations initiated the International Drinking Water
Supply and Sanitation Decade to promote safe water supplies and sanitation
facilities to the poor of the developing countries (Larsimont 1995). The UN
declaration reflects the commitment to improve water supply and sanitation
coverage for the disadvantaged people lacking such services. Along with many
other countries, Bangladesh also committed to provide safe drinking water and
sanitary facilities to its people by the year 2000. This however, was an
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unattainable dream. The role of awareness campaigns in promoting tubewells and
changing sanitation behaviour has been well documented (Toron 1982, Stanton et
al. 1987). But what is not as clearly known is that whether the access to safe
water and sanitation among the poorest has increased as a result (Akter and
Jakariya 2004).

BRAC WATER, SANITATION AND HYGIENE (WASH) PROGRAMME
AND THE BASELINE SURVEY

Since 1972, BRAC has been working with its twin objectives of poverty
alleviation and empowering the poor with a holistic approach. It has made
notable contributions in the field of micro finance, health and education. In order
to achieve the MDG (Goal 4 and 7) of reducing child mortality and halving the
number of people without sustainable access to safe drinking water and basic
sanitation by 2015, BRAC has initiated the Water, Sanitation and Hygiene
(WASH) Programme. With the support of the government of Netherlands, BRAC
WASH Programme plans to assist in achieving the target set forth by the
government of Bangladesh to fulfill the MDG (BRAC 2005). The Programme
aims to ensure access to sanitation services that are effectively used by 17.6
million people along with providing education on good hygiene practices to 37.5
million people in 150 upazilas and safe water supply services to 8.5 million
people. Programme has started its activities with an inception phase of 6 months
since July 2006. Following this, it has started its operations in the first 50
upazilas and eventually in a span of 18 months, will cover 150 upazilas. BRAC
plans to achieve its goal through participation and collaboration with people from
national to village levels, where hygiene practices will be the backbone of the
programme supported by improved sanitation and safe water supplies. Capacity
building workshop and training for different stakeholders, including government
officials, local representatives and village leaders, will be organized for better
and sustainable implementation of the programme.

BRAC's experience in initiating progranmes on sustainable and integrated
water, sanitation and hygiene practices will allow it to tackle the challenges of
ensuring levels of safe drinking water and sanitation. Its past experiences reveal
that it is difficult for hardcore poor families to have access to safe water and
afford proper sanitation facilities. The WASH programme will particularly
address the status and access to safe water and sanitation for the hardcore poor. It
will also focus on WASH issues related to socialy excluded group such as, the
disabled, elderly, and adolescent groups in the community. A unique feature of
the programme is to bring different groups of population i.e. men, women, and
children under hygiene education and promotion, and sanitation facilities for
female students at secondary schools, which are otherwise overlooked. As part of
a strong gender orientation, WASH focuses on women in al situations to
participate in the programme and raise their voices in decision-making process.

4



WASH baseline findings

The WASH programme is a joint effort of BRAC hedlth, research, and training
divisons along with its micro finance, and education programmes. The
programme will be considered successful if the access to and practice of safe
water, sanitation and hygiene in the community continue beyond the programme
period.

BRAC has developed a multidisciplinary research team for WASH under its
Research and Evaluation Division (RED). RED has always played an important
role in the betterment of BRAC programmes. The responsibility of WASH
research team is to provide research support to improve the programme and
maintain its relevance in addressing challenges of 100% WASH practices in the
community (i.e. access to and practice of safe drinking water, sanitation, and
hygiene by al people in the community). The important driver of research on
WASH in particular is to deliver on the broader intellectual challenge of
developing a better understanding of hygiene behaviour and safe water and
sanitation practices in Bangladesh. The WASH research team will continue to
find challenges that this programme may face and come up with particular
strategies to overcome those.

A baseline survey was conducted to gather information on different variables of
safe water supply, sanitation and hygiene practices of population at selected
upazilas under WASH programme. The survey also included information on
local educational, social and religious institutions to address the need of the
community effectively. This provides background data and insights on the
household level practices, which will help to apply suitable strategies for the
programme and to assess the effectiveness and success of the WASH programme
in the future.

OBJECTIVES OF THE BASELINE SURVEY

The broad objective of this study was to know and analyze the baseline
information of water, sanitation, and hygiene a& WASH areas before
implementing the programme. Specific objectives are as follows:

Coverage/status

e Tofind out the percentage of people and area under safe water and sanitation-
coverage, both households (HH) and institutes.

e To find out the status and access of water sources, different types of latrines,
and defecation practices.

e To analyze the various WASH-related attributes and to identify the links with
other social and economic components.
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Knowledge, attitude, and practice (KAP)

e To assess existing knowledge, attitude, and practice of hygiene among men,
women, and children.

e To find out people's willingness to change their existing unhygienic
behaviours.

Demand

e Tofind out HH's demand for safe water and sanitation, and willingness to pay
for improved services.

Overview of this baseline report

Findings of the baseline report are arranged on the thematic area of WASH. All
the chapters are independent and self-explanatory. Overviews of the chapters are
given in this section.

Survey design and methods

Out of 150 upazilas, 75 upazilas were selected (50 from first phase and 25 from
second and third phase) for the baseline survey considering the geographical
variations. The sample size estimation for the household survey followed a multi-
stage sampling procedure where each upazila was considered as a cluster. The
total sample size for the household survey was 44,993 for the 75 upazilas. In
addition, the educational and socia institutes were also surveyed for data
collection. For the household survey, the respondents were the ‘adult female
member of the household” who had knowledge of her household’'s day-to-day
activities related to water, sanitation, and hygiene. For educational institutes the
respondents were the head of the institutes. In the case of social institutes the
respondents were the persons responsible for overall maintenance of the
ingtitutes. The baseline information collected on demography, socioeconomic
status, access and status of water supply and sanitation, hygiene knowledge, and
attitude and practice in study households, educational and social institutes. The
baseline survey was carried out during November 2006 to June 2007.

Poverty oriented analysis

This chapter illustrated the definition of hardcore poor used in this baseline
report. Based on that definition a socioeconomic analysis of the surveyed
households was done to see the differences among the economic group at WASH
area. According to the programme’'s definition and criteria, about 18% of the
surveyed households belonged to hardcore poor category, about 27% to poor
category, and the rest to non-poor category. It was found that about 70% of the
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hardcore poor household heads have never been to school whereas the
corresponding figure for the poor was 54% and for the non-poor was 36%. Most
common primary occupation of the non-poor household heads were own or
shared agriculture and wage or manual |abour was found to be the most common
primary occupation of the hardcore poor household heads. Thisis quite similar to
the findings of a recent World Food Programme (WFP 2006) study and the
baseline survey on hardcore poor carried out by BRAC RED (Hadi 2004).
Disease prevalence (waterborne) among surveyed household heads were 7.5%
with agradua declinein relation to economic status.

In conclusion, analysis showed that the definition used in identifying hardcore
poor is logically consistent with other discrete indicators of poverty. The
correlation between economic status and some of the indicators used such as
household head's occupation, land and homestead ownership is obvious as they
were used to identify the hardcore poor in the first place. However, the
correlation found between economic status and some other indicators such as
household size, household head’ s education, prevalence of waterborne diseases,
access to electricity and dwelling condition of the household show that the
definition is very much consistent with common socioeconomic theories and
empirical findings. This analysis and results have been used in other chapters to
analyze water, sanitation, and hygiene status among study population from
poverty perspective.

Socio-demographic profile

This chapter described the socio-demographic status a8t BRAC WASH areas
before initiating interventions to identify the target audience, appropriate actions
and effective approaches of WASH interventions. This chapter included
household population (with household composition, age and sex distribution,
marital status, education, and occupationa variation), specialy focused group
(disabled, adolescents and elderly population), and disease prevalence among the
study population.

The total population of surveyed households was 210,968 and the average family
size was 4.69. The average family size of hardcore poor was lower than non-poor
group. Among the surveyed population, female members constituted 50.6%.
According to this survey, 37.8% of the total population was 15 years or less and
4.6% was 65 years or older. That made the dependant population of 42.4%. Of
the study population, 46.8% were married with very little difference across
gender. It was found that 34.9% of the adult male members were unmarried, the
corresponding figure for females was 21.4%. Survey found 56% of the rural
population (5+ of age) attended schools. However, 44% of the total population
was still uneducated (i.e. who have not attended school or did not pass grade-1).
In most levels of education, males have a better standing than females. It is
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intuitive for a couple of reasons (at higher levels of education); firstly, rural
women usually get married by the time they are capable of taking HSC exams or
beyond, and secondly, the government support for post Secondary School
Certificate (SSC) examination is limited for women. However, there seems to be
awide disparity in the levels of education across the poverty groups. A hardcore
poor person is 14 percentage points more likely to be uneducated than a non-poor
person. Among the respondents, 87% completed their study from formal
educational institutes followed by religious schools (7.8%) and non-formal
education (4.3%). From the perspective of educating pupils about hygiene it
would be better or more fruitful to focus on the formal schools (especialy
primary and secondary). In terms of occupation, the responses were aggregated
into eight broad categories. It can be observed that in activities that require
ownership of land or capital, the hardcore poor people's involvement have been
drastically lower than the non-poor people. Thus, it is not surprising that most of
the hardcore poor involvement has been in areas requiring labour

The elaborations of ‘specialy focused groups (SFG)’, on some WASH-related
attributes may help design and deploy appropriate interventions to address the
special needs of these SFGs. It was found that 0.86% of the total population
reported some kind of disability. Of which 63.9% were physical disability
(physical disability refers to only those which pose problems for the proper usage
of latrines). Based on our study definition (age between 10-19 years), adolescents
account for more than 22% of the surveyed population. Thus, it is crucial to cater
specific WASH educational packages towards this group. It must be noted that
adolescence is an important time for females with regard to feminine hygiene.
According to this study 15097 elderly people (age above 60 years) account for
7.2% of the total population. They may need specia attention when selecting
sanitation technology.

The disease prevalence was 14.6%. The preva ence was much higher on children
than on the adult population, 31.6% and 12.1% respectively. Sixty-five percent of
the total disease prevalence can be attributed to waterborne and fecalborne
diseases. The hardcore poor are more likely to be sick than the non-poor
population. The hardcore poor were more prone to waterborne and fecal borne
diseases than the non-poor, given the differencesin their hygiene practice.

Status of safe water

The access to tubewell water for drinking was 98.1%. However, majority of these
tubewells were not tested for arsenic contamination, leaving the users of those
tubewells prone to various arsenic-related ailments, signifying knowledge gap
regarding ingestion of arsenic contaminated and the contraction of arsenic-related
diseases. On the other hand, it was reported that 91.5% of the tubewells were
functional. The households also got sufficient levels of water in both dry and
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rainy season, but certain sections of the society were not happy with the quality
of their water supply. Female members in most of the households were
responsible for collecting water to use for household works. Women members in
the household also played a vital role in cleaning tubewell’s platform on regular
basis in most cases. However, in the context of large-scale contamination of
tubewells with arsenic, it is advisable to have an immediate concern in providing
saofe water free from arsenic as well as other chemical and bacteriologica
contamination. The technology to provide safe water should have features that
are desirable in any water supply system including pond sand filter and rain-
water harvester.

Sanitation status

The study found out that about 32% of the study households used sanitary
latrines, 39% of study population used latrines with broken water seal and 29%
defecated in open spaces. Of the existing latrines, in most cases (66%), it was
found that the latrines were foul smelling and had fecal matter in them. This was
not surprising given the low availability of water in or near the latrine.
Knowledge gaps aso existed in the usage of sanitation facilities e.g. 59% of the
respondents claimed to clean their latrines regularly, but only 34% of the latrines
were found clean during spot observations. Similarly there was an existence of
perception practice gap. Ninety-one percent of the people responded that the use
of sandals in latrines as hygienic, but in 96% of the cases no sandals were found
near latrines. Thus, gaps exist in both knowledge and between perception and
practice. The study also identified that the main reason for not using latrines is
economic (64%). In order to achieve the MDG targets that were set at the
beginning of the programme, the WASH programme should aim to increase the
access to sanitary latrines and improving the quality of latrines. However,
providing economic incentives to the right agents would be vital in achieving an
overall improvement across all the economic sections of the society.

Hygiene status

Level of hygiene awareness as well as personal hygiene and sanitation practices
was found to be poor. Awareness about the cycle of disease transmission was
fragmentary as revealed by giving less importance to the contamination potential
of children’s stool or washing hands at critical times. Apparently, germ theory of
disease has very little relevance in this population and most of the women
thought that water is contaminated by dirt, etc. only. The programme need to
focus on these aspects and build up community knowledge and awareness about
the cycle of disease transmission and how to break that cycle, including the
importance of washing hands with soap or some other disinfectants in breaking
thiscycle.
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WASH status at institutes

In the educational and socia institutes the situation was the same- poor levels of
access to safe water and safe sanitation. Most schools reported that tubewells
were the main source for their drinking water, but in most cases these tubewells
were not tested for arsenic contamination. However, 75% of the students reported
to wash their hands with soap after defecation, but given that the greater
proportions of the diseases reported were fecal or waterborne (around 60%) this
statistics was baffling. About half of the socia institutes reported to use sanitary
latrines. All social institutions except pagodas need much hardware support
towards adequate latrine coverage. Although most of the ingtitutes owned
tubewells, hygiene practices were very poor in social and religious institutes. It is
known that social and religious institutions have strong influence on many
communities of rural Bangladesh. Hence, targeted interventions to address the
key needs may have an impact on improving the water, sanitation and hygiene
conditions and practices of communities.

CONCLUSION

In both the cases of water and sanitation the status of the hardcore poor
households were worse than that of the non-poor. Given the low quality water
and sanitation facilities available to them, there is an overwhelming demand for
both sanitary latrines and safe water sources if proper prices and credit facilities
were set. It is interesting to note that almost similar state of awareness and
practices were observed across the households, irrespective of its poverty status.

Thus, any knowledge and awareness building interventions on water, sanitation
and hygiene must adopt a community approach, and not rely on the common
assumption that higher SES is associated with better knowledge, etc. To achieve
this, in-depth qualitative studies are needed for contextualization of their current
behaviour. Informed by these formative studies, a culture and context sensitive
hygiene intervention may be developed which will fit into the overall framework
of thinking of the respondents and will be more acceptable and effective.

Therefore, it is imperative that in every sector of the country, the level of
sanitation is poor and the access to safe water is dubious. Thus, the intervention
that BRAC is going to carry out with its WASH programme is justified and
timely. Hopefully, by the end of the intervention, the status of water, sanitation
and hygiene will greatly improve.
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Survey Design and Methods

Kazi Faisal Bin Seraj

In line with the programme interventions three primary sampling units namely
household, educationa institute and socia institute were identified for the
survey. Information on water, sanitation, hygiene and other demographic and
socioeconomic variables for each sampling unit was collected using structured
guestionnaires. The baseline survey was carried out during November 2006 to
June 2007.

Selection of upazilas

The BRAC WASH programme started its operation in three phases where each
phase consisted of 50 upazilas. In selecting upazilas for the baseline survey, we
took all the 50 upazilas from the first phase of the programme and carried out the
survey. The baseline survey was subsequently conducted in another 25 upazilas
to supplement the previously selected upazilas by representing all the geographic
variations within the programme areas. Thus, the total number of upazilas
covered by the baseline survey was 75 (Table 2.1 and Map 2.1), exactly half of
the total upazilas covered by the programme.

Sampling procedure for the household survey

The sample size estimation for the household survey followed a multi-stage
sampling procedure where each upazila was considered as a cluster. The level of
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significance was set at 5% with admissible error of 5% and design effect of 1.5.
Considering the maximum possible ratio of 50% the sample size estimated for
the survey was 576 for each upazila, which was rounded to 600 for distributive
convenience. The total sample size for the household survey was thus calculated
to be 45,000 for the 75 upazilas (Fig. 2.1).

The estimated sample size was distributed among 30 villages of each upazila. In
selecting the villages, interval-sampling method was used. In the first stage, all
the villages within an upazila were listed. In the second stage, the interval size
was estimated by dividing the total number of villages within an upazila by 30.
The first village was selected randomly from the first interval to avoid systematic
bias and the consecutive villages were selected using the estimated interval size.
Interval sampling procedure was used once again to select 20 households within
each village.

Table 2.1 Surveyed upazilas

District Upazilas District Upazilas
First phase (50 Upazilas)
Bagherpara . . Dighulia
Jessore Monirampur éf;:;a;?:cha Khulna Dumuria Sgﬁ;ﬁ ot
K eshabpur Fultala
Sadar Mazira
Trishal Bhaluka Shibgony Nandigram
M ingh Sadar Gouripur Bogra Kahaloo . Sherpu_r
ymensing p g
Gaffargaon  Haluaghat Dupchachia Gabtali
Sonatala Dhunat
Sariakandi Adamdighi
Birgonj Birampur
Biral Nawabgonj
Dinajpur Bochagonj  Ghoraghat Panchagar ~ Atwari
Kaharole Parbatipur
Fulbari Hakimpur
Thakurgaon Qgﬁgn;n Kail Haripur Nilphamari g;)drgrar Saidpur
Feni E?]rasg;rna;nya Fulgazi Noakhali Senbag Sonai muri
Second phase (25 Upazilas)
Bagerhat Rampal Kustia Bheramara
Meherpur Mujibnagar Rajbari Pangsha
Netrokona Kendua Barhattta Gopalganj  Tungipara Kashiani
Faridpur Bhanga Sadarpur Shariatpur  Vadharhonj
Manikgonj Shibalaya Chandpur  Sadar Shaharasti
Chttagong Anowara  Sitakunda Cox’sBazar Ramu Ukhia
Maulovibazar Sremongol Habigonj Chunarughat
Sylhet Bianibazar  Jaintapur Sunamgonj  Jagannatpur
Pabna | shwardi Kurigram  Bhurungamari
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Educational and social institutes

In parallel to the household survey educational and social institutes were also
surveyed for data collection. For each village a list was made of all the
educational and socia ingtitutes. The listed institutes were then separated into
typical categories. In case of educational ingtitutes, they were separated into
primary school, junior high school, high school, college, BRAC school, other
community and non-formal school, and madrasa and other religious school. For
socia institutes the main categories were mosque, temple, church, pagoda, and
permanent club or community center. Once the ingtitutes were categorized the
largest institute from each category was selected for the survey.

13
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Map 2.1. WASH baseline survey areas
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Figure 2.1. Sample selection
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For the household survey, respondents were the ‘adult female member of the
household” who had knowledge of her household's day-to-day activities related
to water, sanitation, and hygiene. The choice of a female respondent was based
on the fact that they are usualy responsible for collecting and storing water and
for maintenance of latrines. Another reason for choosing female respondents was
because of WASH programme's wider objective of promoting household
hygiene practice through the female members of the households. For the
information on income and assets including land holdings, enumerators were
instructed to consult the household head.

For educational institutes the respondent was the head of the ingtitute or the
acting head of the ingtitute. In case of socia institutes the respondent was the
person responsible for overall maintenance of the institute.

Questionnaire development

A multidisciplinary WASH research team developed the questionnaire for the
baseline survey. Each section of the questionnaire was prepared in consultation
with appropriate specialists within RED. The questionnaire primarily focused on
collecting baseline information on demography, socioeconomic status, access and
status of water supply and sanitation, hygiene knowledge, attitude and practicein
study households, educational and socia institutes. The draft questionnaire was
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also presented in front of the concerned programme and sector specialists of
BRAC for feedback and comments.

The draft questionnaire was pre-tested extensively in the field. The pre-test was
essential in finalizing the structure of the questionnaire and writing it in the
language most applicable for the survey areas. The pre-test findings also helped
in setting appropriate codes for some of the questions. Timing of filling each
guestionnaire was recorded to determine average time to conduct a full-length
survey. The final draft questionnaire once again went through some internal and
external reviews before it was finalized.

Enumerators

Selection criteria for the enumerators were based on previous experience and
educational qualifications. The selected enumerators went though a week-long
rigorous training in the head office followed by afield test to acclimatize with the
survey procedure and questionnaire.

Data collection and quality control

The enumerators were divided into groups with four members in each group. A
typical group consisted of two femae members and two male members. Within
the four members, one was selected to be the team leader (Fig. 2.2). In addition,
10 supervisors were selected and trained separately who then took responsibility
of two groups each. The assignment for each group was to cover 20 households
per day and the required number of educational and socia institutes. Enumerators
were instructed to complete al the questionnaires in the field and cross-check
each other’ s questionnaires before finalizing the days work.

The supervisor’s duty was to spend aweek in each of his assigned group. During
their stay they went through all the questionnaires to identify any inconsistencies
and re-interviewed the inconsistent questionnaires. In addition they were aso
told to verify 5% of the previous weeks filled up questionnaires.

In paralldl, field managers from the head office made their scheduled visits to the
field. In general they would check quality of each interviewer by randomly
picking twelve completed questionnaires of a particular day and visit the field to
verify answers of some previously selected questions. They were provided with a
structured checklist and reported back to the head office with their findings.

The responsibility of the field coordinator was to supervise overal field

activities. Field coordinator was the contact person for the WASH research team
and would document all the enquiries from the field for immediate dissemination
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to the concerned researchers. The field coordinator also kept a log book of field
activities.

Figure 2.2. Field coordination

Research team
@ Field coordinator
@ Field managers
@ Field supervisors

@ Team leaders

@ Group members

Data coding and entry

Questionnaires from the field were collected and submitted for coding at the
coding section of RED. The coded questionnaires were then sent to the computer
section of BRAC for entry. After entry data were sent back to RED, 20% of the
data were rechecked to identify any inconsistencies. Once rechecked, the data
were disseminated to researchers for analyses.
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Towards a Poverty Oriented
Analysis of Water, Sanitation
and Hygiene

Kazi Faisal Bin Seraj

INTRODUCTION

Reaching the poor, especidly the hardcore poor, has been set as a key theme of
BRAC Water, Sanitation and Hygiene (WASH) programme. In fact, it is one of
the ‘red thread’ against which the success of the programme will be evauated
when the programme ends. The idea behind such a pro-poor approach is to bring
about positive changes in the lives of the poor and hardcore poor through special
programmes and financial strategies at both micro and macro levels.

However, one might ask why it is necessary to treat the hardcore poor as a
special group and whether it is really important to mobilize resources to improve
their water, sanitation, and hygiene status. Some questions that may naturally
follow are what is the existing situation of WASH in the programme areas in the
perspective of economic condition of the households? Is there any real difference
in WASH between the groups in the programme areas? How can we, in
guantifiable term, monitor the progress of the programme in closing the gap
between the poor and the non-poor? Baseline surveys are instrumental in
answering such questions.
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In line with the targets of the WASH programme, this baseline survey report
intends to analyze water, sanitation, and hygiene from a very tangible poverty
perspective. Efforts have been made to put forward evidences that will help
explore the poverty dimensions of WASH in a very concrete way. Collectively,
information from baseline surveys can be used in setting targets, defining
indicators, monitoring progress towards goals, and evaluating specific
programmes and projects for desired outcomes (Bosh et al. 2000 and Prenusshi et
al. 2000 cited in WB 2006). From programme evaluation perspective, which is
essentially one of the vested interests of BRAC RED, such start-line information
will help in the long-term evaluation studies and generating further research
hypotheses. It will also provide the programme with invaluable information
needed to formulate policies that target the poor population in the most effective
ways.

The criteria used for defining hardcore poor in this baseline report stems from the
indicators used by the programme to identify the hardcore poor at the field level.
The primary objective of this chapter is to introduce the readers to the definition
of hardcore poor used in this baseline report. A secondary objective of this
chapter is to carry out a socioeconomic analysis of the surveyed households
based on the definition elicited. Such analysis is not only important to
comprehend the extent of differences that exist within the economic groups, but
will also help in cross-checking the validity of the definition used against some
discrete indicators.

DEFINING THE HARDCORE POOR

Depending on the method used, poverty estimation in Bangladesh can differ
significantly. Bangladesh Bureau of Statistics (BBS) of the government of
Bangladesh (GoB) uses Cost of Basic Needs (CBN) as its preferred method for
estimating poverty. The method is based on the estimated cost of the bundle of
goods adequate to ensure that basic needs are met. In practice, the cost of the
food basket necessary to attain the minimum energy intake is first calculated and
an alowance for non-food expenditure is then added. Though CBN is the
preferred method adopted by BBS, it also reports a food-intake based estimate of
poverty in its five-yearly reports on household income expenditure survey
(HIES). According to the HIES-2005 (BBS 2007), the national poverty estimate
of Bangladesh ranges from 14% to 44% (Table 3.1).
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Table 3.1. Poverty estimates by Bangladesh Bureau of Statistics (BBS)

HIES 2005 HIES 2000

Variables Nationa Rural Urban National Rural Urban

(%) (%) (%) (%) (%) (%)
Lessthan 2122
keal/person/day 40 39 43 44 42 53
Less than 1805
keallperson/day 19 18 24 20 19 25
Upper poverty line head
count (CBN method) 40 a4 28 49 52 3%
Lower poverty line head 25 29 14 34 37 19

count(CBN Method)
Source: Household income & expenditure survey 2005 (BBS 2007)

World Food Programme (WFP) Bangladesh has recently conducted a study to
develop a socioeconomic profile of the six priority regions of Bangladesh based
on alogical framework of the linkages between food security, nutritional status,
livelihood, and socioeconomic indicators (WFP 2007). The study has identified
four discrete socioeconomic classes of households that range from non-
vulnerable household to highly vulnerable households. Table 3.2 shows that the
percentage of highly vulnerable households was found to be about 15% by the
WFP study.

Table 3.2. Poverty estimates by World Food Programme (WFP)

Economic status Percentage
Non-vulnerable household 16
Households on the edge 37
Vulnerable households 32
Highly vulnerable households (The invisible poor) 15

Source: WFP 2007

The WASH programme has its own working definition of hardcore poor, which
is similar to definitions used by other BRAC programmes. Using information on
land holding of the household and demographic information of the household
head, the field staff can identify the hardcore poor households in a very
convenient way. In general, the households are judged against some pre-
identified indicators of poverty to be called hardcore poor.

Table 3.3 shows the indicators that have been used by the WASH programme to
identify hardcore poor households. A household is considered hardcore poor if it
satisfies at least two of the last three conditions mentioned in Table 3.3 and an
additional condition from the rest of the criteria mentioned.
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Table 3.3. Criteria for selection of hardcore poor and poor

Hardcore poor Poor Non-poor

e Landless household e Upto100decimal of e Household that
e Homeless household land (agricultural and donot fal in

e Day-labor household head homestead) any of the

e Lessthan 10 decimal of agricultural land ~ ®  Sellsmanual |abor for other category
o No fixed source of income living

e Disabled or 65+ years old female-headed

household

Using such criteria, this study has found that about 18% of the surveyed
households belonged to hardcore poor category, about 27% belonged to poor
category and the rest belong to non-poor category (Table 3.4). The estimated
18% of hardcore poor is about three percentage points above the WFP estimate
of invisible poor (highly vulnerable households). In comparison to the lower
bound of BBS estimates this is fairly consistent with the calorie intake based
estimate of 19% but significantly different from the CBN-based estimate of 25%.

Table 3.4. Percentage of household in each economic category in the
surveyed area

Economic category Number of households Percentage of households
Hardcore poor 8,066 17.93

Poor 11,949 26.56

Non poor 24,978 55.52

n 44,993 100

The difference in poverty estimates is quite obvious given the difference in
methods used by BBS, WFP and BRAC in measuring poverty. The intention
behind reporting the WFP and BBS estimates in this study was to provide readers
with an overview of other estimates of poverty available. An anaysis on the
targeting effectiveness of the definition used by this study is beyond the scope of
this baseline report and can be found somewhere else'.

Map 3.1% shows Upazila-wise distribution of hardcore poor in the surveyed aress.
Incidence of poverty was found to be highest in Bhanga of Faridpur and lowest in
Dumuria of Khulna. Spatially, density of hardcore poor was found to be higher in
the areas on the banks of river Padma and Jamuna, in the northern parts of the
country, in the low-lying lands of the northeast and in the coastal areas of the
southeast. Areas with lower incidence of poverty on the other hand were found

1

For an analysis on the effectiveness of targeting approaches used by BRAC see Sulaiman and Matin (2006)
2

For atable on upazila wise distribution of poverty please see the appendix 1
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very much sporadic al around the surveyed regions with a heavier concentration
in the southwest, in Bogra, and Comilla-Feni region.

Map 3.1. Density of hardcore poor in the surveyed upazilas

Density of Hardcore Poor

S 1st Quartile (<14 %)
2nd Quartile (14 - 18 %)
I 3rd Quartile (18 - 22 %)
e 4th Quartile (>22 %)
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SOCIOECONOMIC PROFILE OF THE SURVEYED HOUSEHOLDS
Household composition

Hardcore poor households tend to be smaller in size and tend to have a large
number of female-headed households (Halder 2000, Hadi 2004). In genera, for
the surveyed households, hardcore poor households were found to have lesser
number of members compared to non-poor households (Table 3.5). Thereis also
a significant difference in the percentage of female-headed households between
the compared groups. Compared to about 25.5% female-headed households in
the hardcore poor group, the non-poor group had only about 8% female-headed
households.

Education of the head of the family

Education and standard of living has a correlation (Iam 2007, Hadi 2004,
Hossain and Hossain 1995). In addition to standard of living, education is also an
indicator of status in the community. About 47% of the surveyed households had
household heads who had never been to school. This figure is even more
staggering if only hardcore poor households are considered. About 70% of the
hardcore poor households were headed by members who had never been to
school. However, the situation somewhat improves with the economic condition,
e.g. 54% for the poor and 36% for the non-poor.

Table 3.5. Household heads information

Types of households

Hardcore Poor Non-poor All National rural

poor estimates
Average household size 4.19 45 4.94 4.69 4.89
% female headed HH 25.32 7.24 8.06 10.94 10.67
HH head’ s education
% did not pass class | (%) 69.60 54.12 35.86 46.76 55.39
Primary occupation
% in agriculture (own/shared) 141 17.65 44.86 29.85 28.7
% in wage/manual labor 70.67 59.62 6.21 31.95 31.3
% in business 2.17 10.13 23.26 15.99 17.3
% Suffered from water-borne 8.95 7.98 7.29 1777 ---
diseasein last 15 days
n 8,066 11,949 24,978 44,993 6,400

Source: BBS (2007) estimates for rural households
Occupation of the household head

Own or shared agriculture was found to be the most common primary occupation
of the non-poor household heads and wage or manual labour was found to be the
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most common primary occupation of the hardcore poor household heads. Thisis
quite similar to the findings from the recent WFP (WFP 2006) study and the
baseline survey on hardcore poor carried out by RED (Hadi 2004). Of the total
surveyed hardcore poor households, only a meager 1.41% was found to be
involved in own or shared agricultural activities compared to about 45% for the
non-poor households. On the other hand, in case of wage or manual labour,
involvement of the hardcore poor households (70.5%) was found to be more
prominent than the involvement of the non-poor households (6%). Business was
found to be a primary occupation of about 23% of non-poor households, about
10% of the poor households and only about 2% of the hardcore poor households.

Disease occurrence

Morbidity of the household heads can be considered as an indicator of economic
hardship due to productive days lost (Hadi 2004). The WASH baseline survey
collected information on whether the household members suffered from any
water-borne diseases in the last 15 days. In general, 7.5% of the surveyed
household heads had some sort of water-borne diseases in the last 15 days with a
gradual decline in disease prevalence in relation to economic status.

Land ownership

Historically in Bangladesh land poor are the poor in general and there was
aways a strong negative correlation between land ownership and incidence of
poverty (BBS 2007). This study has also found a highly significant difference in
land ownership between the compared economic groups. This is quite expected,
given the criteria used for separating the hardcore poor from the non-poor was
mainly based on land ownership. Almost al the hardcore poor households
identified were found to be landless (Table 3.6). Interestingly percentage of
landless household is greater in the non-poor category (35%) compared to poor
category (28%).

Table 3.6. Land ownership, asset holding and living status

Types of households
Hardcore poor Poor Non-poor All

% Household without any cultivable land 99.40 28.04 35.35 44.89
% Household with less than 10 decimal of 99.86 29.94 37.07 46.43
cultivable land

% Household not owning their homestead 24.08 8.08 6.97 10.33
Complete bedding 62.73 80.12 89.21 82.05
(bed, mosquito net, blanket)

Have electricity 18.27 28.19 43.03 34.65
n 8,066 11,949 24,978 44,993
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Dwelling condition

Housing status is an indicator that is sensitive to the poverty scale. A comfortable
housing condition with sufficient energy need is also key to ahealthy life. In case
of homestead ownership in the study areas, it was found that about 10% of the
households do not own their homestead. Compared to other two groups, the
percentage point of homestead ownership is three times less for the hardcore poor
households. Overall about 82% of the households were found to have complete
bedding; that is they have beds, mosquito net and blanket available at home.
Electricity coverage was found to be about 34.5% and there exists a significant
difference in electricity coverage among the economic groups. While the non-
poor households had about 43% electricity coverage, it was only about 18% for
the hardcore poor households.

PERCEIVED ECONOMIC STATUS

The measurement of poverty in this study was based mainly on land holding and
socio-demographic profile of the household heads. One limitation of this study is
that we did not collect any information on household yearly income and
expenditure. Thus, a comparison with poverty estimate based on income-
expenditure is beyond the scope of this report. However, we asked the
respondents about how they perceived their economic condition last year and
whether there had been any improvement in economic condition compared to the
preceding year. This essentially gives an opportunity for a comparison between
subjective and objective measurement of poverty.

Based on their income and expenditure, about 10% of the households reported to
have experienced deficit all the year while about 30% reported of occasional
deficit (Table 3.7). Percentage of households experiencing deficit was found to
be significantly higher for the hardcore poor households compared to the poor
and non-poor households. In general, higher percentage of poor and non poor
households reported to have surplus or at least no deficit in the last year
compared to the hardcore poor households.

Table 3.7. Perceived economic status

Types of households (%)
Hardcore poor Poor Non-poor All

Deficit all the year 27.39 10.33 5.04 10.45
Occasional deficits 38.53 35.40 24.58 29.95
No deficit and no surplus 27.60 38.28 38.90 36.71
Surplus 6.48 15.99 31.48 22.89
Situation improved 19.74 32.64 43.29 36.24
No change 52.43 46.29 40.41 44.12
Deteriorated 27.83 21.07 16.30 19.64
n 8,066 11,949 24,978 44,993
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About 36% of the households reported to have an improvement and about 44%
reported no change in economic situation. The percentage of households that
reported at least no change in economic condition was significantly higher for the
non-poor and poor groups compared to the hardcore poor group. The reverse was
true in case of the percentage of households who reported to have experienced
deterioration in economic status. In comparison to the poor and non poor
households a significantly higher percentage of households from the hardcore
poor households reported to have experienced deterioration in economic status.

CONCLUSION

One of the objectives of this chapter was to introduce readers with the definition
of hardcore poor that has been used for analyzing poverty dimension of WASH
programme in the following chapters. Using the criteria used to identify hardcore
poor by the programme, this study found about 18% of the surveyed households
belonged to the hardcore poor category. Though the number-wise estimate from
this study seems quite consistent with other poverty estimates available, further
analysis is needed to examine targeting effectiveness of the criteria used to
identify hardcore poor.

In general, it was found that the definition used to identify hardcore poor is
logically consistent with other discrete indicators of poverty. The correlation
between economic status and some of the indicators used such as household
head' s occupation; land and homestead ownership is obvious as they were used
to identify the hardcore poor in the first place. However, the correlation found
between economic status and some other indicators such as household size,
household head's education, prevaence of water-borne diseases, access to
electricity and dwelling condition of the household show that the definition is
very much consistent with common socioeconomic theories and empirical
findings.

Finally, a comparison between the subjective and objective measurements of
poverty shows that the higher percentage of households who reported to have any
sort of deficit in the last year belonged to the hardcore poor group compared to
the poor and non-poor groups. A significantly higher percentage of households
belonging to the hardcore poor group also stated that their economic situation in
the last year have deteriorated compared to the previous year's condition. This
shows a very high correlation between the subjective and objective
measurements of poverty for the household surveyed.
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Socio-Demographic Profile

Nasima Akter and Ananta Z. Neelim

INTRODUCTION

Total population of Bangladesh was over 143 million during 2002 (Earth Trends
2003) and estimated to reach over 158 million by mid 2007 (UN 2006) in only
55,100 sguare miles of land. Bangladesh is one of the most densely populated
countries in the world. It has a shortage of natural and social resources and more
importantly access to basic services. However, water and sanitation access is
guite impressive compared to the global average shown in Earth Trends (2003),
as access to improved sanitation® was 71% in urban and 41% during 2000 in rural
areas compared to the world access of 85% and 40% respectively. Similarly
access to an improved water source’ was 99% in urban and 97% in rural areas
where corresponding figures for the world were 95% and 71% respectively.
However, these figures do not reflect the real situation of the country at present.
Definition of improved sanitation and water used has been changed or
improvised to meet the quality of life, environment and health. Moreover,
increasing trend of population growth, demand for basic needs and services, and

1 Improved sanitation includes any of the following excreta disposal facilities: connection to a public sewer,
connection to a septic tank, pour-flush latrine, simple pit latrine, and ventilated improved pit latrine.

2 An improved water source includes any of the following types of drinking water sources: household
connections, public standpipes, boreholes, protected dug wells, protected springs, and rainwater collection.
At least 20 liters per person per day of this water must be available within one kilometer of a user's
dwelling.
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decreasing trend of environmental resources and access give room for further
thinking and action. Any kind of intervention for the community needs basic
socio-demographic information about that area to identify the target audience,
appropriate actions and effective approaches. Therefore, this study aims to know
the baseline socio-demographic status at BRAC Water Sanitation and Hygiene
(WASH) programme areas before initiating interventions.

METHODS

This chapter described the basic socio-demographic information of selected
WASH programme areas such as family structure, age and sex distribution,
education, marital status, occupational pattern, status of specially focused group
(e.g. adolescent, elderly, disabled) and diseases prevalence. Data for this chapter
were extracted from the baseline survey conducted during November 2006 to
June 2007 at 75 upazilas of WASH area. It should be noted that household
population was considered as the primary unit for analysis.

RESULTS AND DISCUSSION
Household population
Household composition

A household is defined as a person or a group of people who live together and
share food from the same kitchen (cook stove). This survey was based on 44,993
households®. Thus, it included 44,993 (21.3 %) household heads, 39,741 (18.8%)
of the spouses of the HH heads, 94,560 (44.8%) of HH heads children, 8,300
(3.9 %) of HH heads' parents, 3,701 (1.8 %) of HH heads' siblings and 19,673
(9.3 %) other relatives or servants. Household composition is shown in figure
4.1. The total population, thus surveyed was 210,968 leading to a family size of
4.69. According to HIES 2005 (BBS 2007), the average family size was 4.85,
which is quite similar to that in the WASH areas. Details of household
composition at WA SH areas are shown in appendix 2.

% Though the estimated sample size was 45,000, seven househol ds were dropped because of data

inconsistencies leading to afinal figure of 44,993.
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Figure 4.1. Household composition at surveyed WASH area
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Most of the households had three to six members in the family (Table 4.1), 1% of
the households had single member while very few households had 10 to 15
members in the family. Proportion of single member households were found
higher (3.2%) in hardcore poor group compared to poor (0.6%) and non-poor
(1.0%) groups. However, the average family size of hardcore poor was lower
than non-poor group shown in Table 4.1 below.

Table 4.1. Household composition by economic group among study

population

: Hardcore poor Poor Non-poor Total

Number of family members % % % %
32 0.6 0.4 1

2 12 6.3 54 6.8
3 214 19.2 15.8 17.7
4 251 29.6 254 26.5
5 18.6 22.3 217 21.3
6 10.6 12.3 14.2 131
7 51 5.6 7.8 6.7
8 2 23 41 33
9 11 0.9 22 17
10 04 04 13 0.9
1 0.2 0.3 0.9 0.6
12 0.1 0.1 0.3 0.2
13 0 0 0.2 0.1
14 0 0 0.2 0.2
n 8,066 11,949 24,978 44,993
Average family size 4.19 4.50 4.94 4.69

31



Socio-demographic profile

Age and sex distribution

The distribution of household population over the 75 surveyed upazilas is
presented in Table 4.2. Among the surveyed population, female members
constituted 50.6%. This difference is more prominent in the age groups of 15-30,
that might be due to emigration for employment among men. Population
distribution among different age group show that, more people belong to the
younger age groups for both sexes (Figures 4.2 and 4.3).

According to this survey, 37.8% of the total population was <15 years old, this
figure is higher than the national estimate of 36.7% (BBS 2007). On the contrary
4.6% of the total surveyed population was >65 years old (Corresponding HIES
figure equal 4.3%). The key drivers of this trend can be attributed to the lower
life expectancy and the decrease in child mortality that was observed in
Bangladesh over the years (BRAC 2006).

Table 4.2. Population distribution by age and sex at selected upazilas

(N=210,968)
Description Male (%) Female (%) Both (%)
Under 5 14.2 13.2 13.7
Oto4 11.9 11.2 115
5t09 12.4 11.7 12.1
10to 14 12.3 11.4 11.9
15-19 10.2 10.9 10.6
20-24 6.8 9.5 82
25-29 7.1 8.8 8.0
30-34 6.5 6.7 6.6
35-39 6.5 6.7 6.6
40-44 5.4 5.3 5.3
45-49 55 5.1 5.3
50-54 4.2 39 4.0
55-59 31 25 2.8
60-64 29 2.2 25
65-69 19 14 16
70-74 16 12 14
75-79 0.7 05 0.6
80 to above 1.0 1.0 1.0
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Figure 4.2. Population pyramid for sample households
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Figure 4.3. Study population distribution by sex and age and by single year
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Marital status

Of the study population, 46.8% were married with very little difference across

gender (Table 4.3). However, 65% of the adult population was married. This

figure was higher than that recorded in HIES 2005, which was around 58% (BBS
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2007). In the CFPR/TUP baseline survey (Hadi 2004) this figure was around
61%. It was found that 34.9% of the adult male members were unmarried, the
corresponding figure for females was 21.4%. Though, more femaes were
divorced or widowed than male (11.8% and 1.2%). The figures for unmarried
population were lower than and the figures for divorced or widowed population
were consistent with HIES 2005 estimates. Most people who were married are
middle or old aged (95.7%). Similarly, 88.1% of the people under the age of 20
was unmarried and 70.6% of the divorced population was over the age of fifty.
Thisis consistent with general perception. Figure 4.4 and Table 4.4 illustrates the
findings.

Table 4.3. Marital status of population in 75 surveyed upazilas

] Male Female Total
Details % % %
Unmarried 24.7 15.5 20.1
Married 451 48.5 46.8
Widowed 0.9 8.6 4.8
N/A 29.3 274 28.3
n 1,04,224 1,06,744 2,10,968
Marital status among adult population
Unmarried 34.9 21.4 28
Married 63.9 66.8 65
Widowed 1.2 11.9 7
n 73,664 77,526 1,51,190

Table 4.4. Marital Status across the age group

Description Unmarried (%) Married (%) wi dowed/Sepz(:lgged Abandoned
All Female All Female All Female

10to 14 3.1 439 01 0.2 0.2 0.2

15-19 24 45.8 4.2 7.6 12 12

20-24 15.2 8.2 10.7 16.6 25 24

25-49 7.1 2.0 62.4 62.0 25.6 26.3

50 + 0.1 0.1 22.6 13.6 70.6 70.0
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Figure 4.4. Marital status of study population by age group

50+ T
~ 25-49 I |
§ J
£ 2024 [ ]
by J
2 15419 I |
10t0 14 ||

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%

Percentage

O Unmarried O Married M Widow/Separated
Education status

It is widely recognized that education plays an important role in hygiene and
sanitation practices (IRC 2004). Over the years education levels, measured by
years of schooling, in Bangladesh have been rising (NIPORT 2001). According
to Ahmed et al. (2003), 41% of the rural population (5+ years of age) attended
schools one time in their lives. In this study this figure was found to be 56%.
However, 44% of the total population was still uneducated” with females (45.9%)
having a 3.8 percentage points higher chance of being uneducated than males
(42.1%). The corresponding figure reported in HIES 2005 for uneducated
population was 50.2% with a gender disparity of 7.1 percentage points. Table 4.5
gives the education status of the surveyed population. From the table it can be
observed that in most levels of education, males have a better standing than
females. In the higher levels of education, Higher Secondary Certificate (HSC)
and above, it is intuitive for a couple of reasons; firstly, rural women usually get
married off by the time they are capable of taking HSC exams or beyond and
secondly, the government supports for post Secondary School Certificate (SSC)
is very limited for women. However, governments have been encouraging girls
to attend schools and in the future there is a potentia for having gender parity in
all primary, secondary and tertiary education.

4 Uneducated for the purposes of this study refers to people who have not attended school or did not pass
grade 1.
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Table 4.5. Education status of surveyed population

] Male Female Total T Score
Details % % % Value
Uneducated 421 459 44.0 24.732%*
Class5 29.2 285 28.8 3.511**
SSC 22.9 233 23.1 1.755
HSC 2.8 13 21 23.749**
Diploma 14 04 0.9 25.584**
Graduate 04 0.1 0.2 15.917**
Masters 0.0 0.0 0.0 1.036
Non graded learning 12 0.5 0.8 15.885**
Religious education 0.0 0.0 0.0 0.598
n 104224 106744 210968

** Significant at 5% level.

Further analysis of the survey responses showed promising trends towards
achieving a higher level of education in the future. It was observed that the level
of uneducated people increased as age increased, 75.8% of the population above
80 years was uneducated, and the corresponding level at 10-14 years age group is
only 6.3%. Similar trend was observed in terms of years of schooling vis a vis
age (Appendix 3). We found that the younger generations have a higher
propensity to hold SSC, HSC and graduate degrees. However, there seemsto be a
wide disparity in the levels of education across the poverty groups (Table 4.6). A
hardcore poor person is 14 percentage points more likely to be uneducated than a
non-poor person. Similarly, in education levels post primary schools, the non-
poor have significantly higher rates of enrollment than the hardcore poor. Thisis
intuitive given the opportunity cost, of being enrolled in schools is higher for the
poorer. However, if the government was to provide incentives then this disparity
would be reduced. This can be observed in terms of primary schooling, where
there is no significant difference among the hardcore poor and the non-poor. This
might be due to economic incentives provided by the government at this level of
education. Table 4.6 depicts the education status across the different economic
classes broadly defined. Map 4.1 shows the spatial distribution of educational
status in 75 upazilas. In the map, figures are elaborated in terms of percentage of
uneducated population among the study popul ation of those upazilas.
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Map 4.1. Spatial distribution of educational status in surveyed upazilas
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Table 4.6. Education status across economic groups

Ultra Poor Poor Non-Poor Total T Score

Details % % % % Vaue
Uneducated 58.37 49.60 37.67 44.02 63.02**
Class5 28.55 30.16 28.31 28.82 0.852
SSC 11.57 18.01 28.48 23.10 64.57**
HSC 0.53 0.99 295 2.06 25.7+*
Diploma 0.16 0.31 1.35 0.90 18.65**
Graduate 0.03 0.07 0.37 0.24 10.2**
Masters 0.00 0.00 0.01 0.00 1.48
Non graded learning 0.79 0.86 0.85 0.84 1181
Religious education 0.01 0.00 0.00 0.00 2.703
n 33799 53743 123426 210968

** Significant at 5% level.

Table 4.7 shows the types of different educational institutes from where the
respondents completed their study. Of the respondents, 87% completed their
study from formal educationa institutes followed by religious schools (7.8%)
and non-formal education (4.3%). From the perspective of educating pupils about
hygiene it would be better or more fruitful to focus on the formal schools
(especialy primary and secondary).

Table 4.7. Cross tabulation of education status across educational institutes

Details oo Forma O™ Religious Technical  Disebled T(Orf)"’"
% % % % % % Fr

No class
passed 6.0 64.2 18.8 11.0 0.0 0.0 9045
Class5 11 88.0 54 55 0.0 0.0 60536
SSC 0.0 92.0 0.0 7.8 0.2 0.0 48553
HSC 0.0 94.0 0.0 5.6 04 0.0 4344
Diploma 0.0 90.2 0.0 9.3 0.5 0.0 1888
Graduate 0.0 78.2 0.0 216 0.2 0.0 505
Masters 0.0 100.0 0.0 0.0 0.0 0.0 9
Non graded 17 25 23.7 72.1 0.0 0.0 1735
learning
Religious

; 0.0 0.0 66.7 333 0.0 0.0 3
education
N/A 0.0 86.1 2.8 111 0.0 0.0 36
n 1211 110015 5386 9916 121 5 126654

Occupational variation
In terms of occupation, the responses were aggregated into 8 broad categories.

The following Table (Table 4.8) shows the situation of employment across the
different economic classes. It can be observed that in activities that require
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ownership of land or capital, the hardcore poor peopl€e' s involvement have been
drastically lower than the non-poor people. Thus it is not surprising that most of
the hardcore poor involvement has been in areas requiring labour as found in
Chapter 3.

Table 4.8. Occupational pattern across different economic classes

Details Hardcore poor Poor Non-poor Total T Score
% % % % Value
Agriculture 1 5 13 9 66.69* *
Manual labor 25 18 4 11 133.27**
Business 2 3 7 5 37.29%*
Service 1 2 4 3 23.19**
Domestic chores 27 27 28 28 4.00**
Self-employed 1 1 1 1 2.94**
Student 20 23 25 24 17.59%*
Unemployment 5 3 3 3 15.08**
N/A 18 18 15 16
n 33798 53742 123424 210964

** Significant at 5% level.
Specially focused group

In this report we considered the disabled, adolescents and elderly population are
considered as “specialy focused groups (SFG)’' in addition to children and
hardcore poor. The elaborations, presented in this section, on some WASH-
related attributes may help design and deploy appropriate interventions to address
the special needs of these SFGs.

Disability (different ability) status

Some 400 million people with disabilities live in the Asia and Pacific region
(UNESCAP 2007). The magjority of them are excluded from many socia
opportunities. In the baseline survey, it was found that 0.86% (1,820) of the total
population reported 1,992 cases of disability (Table 4.9). According to a study
conducted by UNESCAP (2007), the national status of disability is 5.6%. Thisis
quite high compared to this baseline survey. This is because of that data on
disability is limited to a great extent by variations in national concepts,
definitions, methodologies and capacity for data collection (UNESCAP 2007).
Moreover, the UNESCAP data did not clarify the type of disability. However,
this study found that out of the 1,992 cases of disability, 64% were physical® and
the rest were other forms of disability (e.g psychological, ear, eye, nose, lip, €tc.).

5 Physical disability refersto only those physical disabilities which pose problems for the proper usage of
latrines.
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Table 4.9. Cases of disability

Details %

Physical 36.1
Other 63.9
n 1992

Table 4.10 shows that differences exist between observed and expected levels of
disability across poverty class, gender and age groups®’. Amongst the disabled
people, the probability of being hardcore poor is 36% higher than expected,
whereas the corresponding figure for poor and non poor is 7%, i.e., the likelihood
is 7% less than expected. In terms of physical disability the disparity increases,
whereas for other disabilities the differences are less stark. However, it must be
noted that disability could perpetuate poverty, rather than poverty perpetuating
disahility, and thus, the figures provided above should be interpreted accordingly.

Table 4.10. Differences between observed and expected levels of disability’

Details Total disability Physical disability Other disability
Diff Diff Diff
Observed Expected (%) Observed Expected (%) Observed Expected (%)
Poverty class
Ultra poor 398 292 -36 161 103 -57 237 189 -26
Poor 429 464 7 156 164 5 273 300 9
Non-poor 993 1,065 7 325 376 13 668 689 3
Fvaue 23.3 7.8 20.1
Gender
Mae 1,178 899 -31 380 317 -20 682 582 -17
Femae 642 921 30 262 325 19 496 596 17
T value 7.7 5.8 49
Age
Under 5 121 248 51 62 87 29 59 160 63
Rest 1,699 1,572 -8 580 555 -5 1,119 1,018 -10
T value 8.7 8.6 2.9

Within the disabled population the probability of finding males was 31% higher
than expected and 30% lower than expected for females (Table 4.10). Similarly,
within the disabled group the probability of finding under-five children are 51%
lower than expected, whereas the corresponding probability was 8% higher for
the rest of the population. Appendix 3 to 5 show detailed pictures of disability
status across poverty class, gender and age groups.

® The expected probabilities are computed by computing the ratio of the subgroup to the total population
" The high values for F and T statistics signify that the differences indicated are statistically significant
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Adolescents

We defined a person as an adolescent if his or her age falls between 10-19 years.
Based on this definition, there were 47,285 adolescents in this survey, which
accounts for 22.4% of the total population. Of the adolescents 49.6% were male.
These figures were dightly different from the rest of the population where the
ratio of maleto femaleis higher. The economic status of the adolescents was al so
better than the rest of the population. About 15% of the adolescents belonged to
hard core poor households whereas 60% of the adolescents lived in non-poor
households.

In terms of education status, the adolescents are way ahead of the rest of the
population. Only 7% of the adolescents were uneducated, whereas the
corresponding figure for the rest of the population is 54.7%. About 92% of the
adolescents were involved in primary and secondary schooling which can be
deemed to be normal. Table 4.11 shows the education status of adolescents.

Table 4.11. Education status of adolescents

! Rest Adolescent Total
Details % % %
Uneducated 54.7 7.0 44.0
Class5 235 47.2 28.8
SSC 174 428 231
HSC 22 16 21
Diploma 11 0.1 0.9
Graduate 0.3 0.0 0.2
Masters 0.0 0.0 0.0
Non graded learning 0.7 13 0.8
Religious education 0.0 0.0 0.0
n 163683 47285 210968

Table 4.12 showed that majority of the adolescents were students (63.8%),
followed by those who are engaged in domestic chores (15.9%). About 11% of
the adolescents were engaged in manual labour and agriculture.
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Table 4.12. Occupational variation among adolescents

Details Rest Adolescent Total
% % %
Agriculture 10.7 34 9.0
Manual |abor 11.7 7.5 10.8
Business 6.1 1.0 5.1
Service 31 13 27
Domestic chores 314 15.9 279
Self-employed 1.0 0.7 0.9
Student 12.3 63.8 23.8
Unemployment 29 5.6 35
N/A 20.8 0.2 16.2
n 163679 47285 210964

Elderly population

A person has defined as elderly if he or she is aged 60 years and above. Based on
this definition, we found 15097 elderly people, which accounts for 7.2% of the
total population. Of the elderly people 55.6% were male. This figure was
different from the rest of population where the ratio of male to female was lower.
The economic status of the elderly was better than the rest of the population.
About 17% of the elderly people belong to hard core poor households whereas
64% of the elderly population live in non-poor households (Appendix 6).

The level of illiteracy among the elderly people is 67%, which is 24.9 percentage
points higher than the rest of the population. And of the educated, most of the
elderly people had education up to SSC only (Table 4.13).

Table 4.13. Education status of the elderly

) Rest Elderly Total
Details % % %
Uneducated 22 67.1 44.0
Class5 29.7 175 28.8
SSC 239 12.2 231
HSC 21 14 21
Diploma 0.9 1.0 0.9
Graduate 0.2 0.2 0.2
Masters 0.0 0.0 0.0
Non graded learning 0.9 0.6 0.8
Religious education 0.0 0.0 0.0
n 195871 15097 210968

Most of the elderly people were involved in domestic chores and agriculture
(Table 4.14). Agriculture as occupation among the elderly population is distinctly
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higher than rest of the population. However, disparity exists across gender groups
within the elderly population. Most females (93.5%) were involved in activities
related to households whereas most males (51.3%) were involved in agricultural
activities.

Table 4.14. Elderly occupation

. Rest Elderly Total
Details % % %
Agriculture 81 21.0 9.0
Manual labor 10.9 8.2 10.8
Business 5.1 5.0 5.1
Service 2.7 2.6 2.7
Domestic chores 279 28.0 279
Self-employed 0.9 1.0 0.9
Student 25.7 0.0 23.8
Unemployment 35 38 35
N/A 15.1 30.4 16.2
n 195867 15097 210964

Disease prevalence

To analyze disease prevalence, the respondents were asked to recall their illness
or diseases during the last 15 days from the date of interview. The disease
prevalence on the total population was 14.6%. The prevalence was much higher
on children than on the adult population, 31.6% and 12.1% respectively. Most of
the disease prevalence in rural Bangladesh can be attributed to low standards of
hygiene and sanitation. Sixty-five% (65%) of the total disease prevalence can be
attributed to waterborne and faecal-borne diseases (table 4.14, 4.15). Thus, it is
imperative that intervention to improve the levels of hygiene and sanitation will
definitely have an impact on the disease prevalence in rural Bangladesh. There
was very little difference in the level of disease prevalence across gender.
However, across economic groups the differences were stark. The hardcore poor
are 2.2 percentage points more likely to be sick than the non-poor population.
Not surprisingly the hardcore poor were more prone to waterborne and faecal-
borne diseases than the non-poor, given the differences in their hygiene practice.
The following tables show the differences in disease prevalence across gender
(Table 4.15), age groups (Table 4.16), and economic classes (Table 4.17). Figure
4.5 aso shows the diseases pattern among the study population. Also Maps 4.2.
and 4.3 show the total disease prevalence and waterborne diseases prevalence
among the study population and under or equal 5 children across the upazila
level.
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Table 4.15. Disease prevalence across gender

Details Male Female Total T Score
% % % Value
Disease prevalence 14.40 14.90 14.60 3.128**
No disease 85.60 85.10 85.40 3.128**
n 104224 106744 210968
Disease pattern and prevalence
Waterborne 56.15 53.85 54.97 0.599
Infestation 8.80 9.20 9.00 2.038**
Flu-fever related 28.82 30.18 29.52 3.844**
Other infectious (TB, malaria etc) 1.16 1.00 1.08 1.041
Other diseases 5.07 5.77 5.43 3.333**
n 15012 15889 30901

** Significant at 5% level.

Table 4.16. Disease prevalence on children equal or under five

Details Under 5 Rest (above 5 yrs)

% %
Disease prevalence 30.60 12.10
No disease 69.40 87.90
n 28720 182248
Disease pattern and prevalence
Waterborne 55.42 54.79
Infestation 9.48 8.81
Flu-fever related 31.78 28.62
Other infectious (TB, malaria etc) 1.20 1.03
Other diseases 2.12 6.74
n 8775 22126

Table 4.17. Disease prevalence across economic classes
Details UltraPoor ~ Poor NonPoor  Total T Score
% % % % Value

Disease prevalence 16.00 15.80 13.80 14.60  10.092**
No disease 84.00 84.20 86.20 85.40  10.092**
n 33799 53743 123426 210968
Disease pattern and prevalence
Waterborne 58.09 55.34 53.79 5497  11.235**
Infestation 9.05 9.65 8.67 9.00 3.637**
Flu-fever related 27.25 29.28 30.36 29.52 13
Other infectious (TB, malaria etc) 1.08 1.18 1.03 1.08 1.263
Other diseases 454 4.55 6.15 5.43 2.227**
n 5395 8478 17028 30901

** Signifiesap value of less than 0.00
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Map 4.2. Spatial distribution of diseases prevalence across upazila level
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Figure 4.5. Disease Prevalence within study population
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Map 4.3. Spatial distribution of waterborne diseases among equal or under
five children
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CONCLUSION

The average family size among the study population is 4.7 which is similar to
that of the national survey (BBS 2007). However, the average family size of
hardcore poor (4.2) was lower than non-poor (4.9). The reason for this could be
the absence of mae family members due to emigration or the fact that these
households have fewer members that are economically active i.e. they are poorer
because they have fewer members that can earn money.

Socia dependency rate, defined as the ratio of young (15 years or less) and
elderly (over 65 years) to the rest of the people, was 66.9%. Any kind of
interventions and economic incentives should consider these dependant groups.
Around 14% of the total surveyed population were five years of age or less. To
ensure that these children learn about proper hygiene and practice, mothers of
these children can be targeted. By teaching the mothers the benefits of hygiene
practice in their own lives and their children’s lives, the WASH programme can
ensure that in future there will be no loopholes in hygiene knowledge and
practice among the new entrants into the society.

The study identified that 44% of the people were uneducated. The members of
the younger age groups exhibit a lower level of illiteracy than the older age
group. Members of the hardcore poor are more likely to be uneducated than the
non-poor people and even when they are educated the level of their education is
lower than non-poor people. Given the high levels of uneducated people within
the communities a two pronged approach must be undertaken. For the people
who are enrolled in educationa institutes, formal hygiene education could be
arranged and for the people who are not enrolled in educational institutes (mostly
uneducated) a community training could be arranged.

A specia feature of this study was that a focus was set on the disabled,
adolescents and elderly population of the society. Though disability will not be a
big impediment towards achieving WASH targets, it is important to make sure
that the 719 physicaly disabled people are not neglected, special provisions
should made for them. Adolescents account for more than 22% of the surveyed
population. Thus, it is crucial to cater specific WASH educational packages for
them. It must be noted that adolescence is an important time for females with
regards to feminine hygiene. Thus the educational packages catered towards
them should incorporate this aspect. Around 8% of the surveyed population is
elderly of which 56% were male. The indigenous experience and knowledge that
this group possesses could be incorporated in hygiene education packages.

The total disease prevalence was reported as 14.6%. Waterborne and faecal-
borne diseases, which are directly related to water and sanitation quality and
hygiene practices, accounted for 65% of the total ailments. Children and the
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hardcore poor were more prone to diseases. Therefore, they should be given more
emphasis in WASH intervention to attain the MDG targets of improving water
and sanitation access and reducing the infant morbidity and mortality.
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Water for Life: Status of Water

MA Quaiyum Sarkar

Water is not only essential for life, it is also a wide-ranging cultural
presence- an inspiration for artists, a focus of scientific research, and
an indispensable element in the religious rituals of many traditions and
faiths (UN: Water and Culture 2006).

INTRODUCTION

Contaminated drinking water and an inadequate supply of water cause diseases
that account for 10% of the total burden of disease in developing countries
(World Bank 2002). Because of water pollution, about 1.5 billion people suffer
from lack of safe drinking water, which causes at least 5 million deaths per year
(WHO 2006). A study (Tak International 2004) shows that water-borne diseases
are one of the major causes of under-five mortality, along with pneumonia,
malaria, and measles. Present statistics indicate that diarrhoeal diseases still
remain to be aleading cause of illness and death. Worldwide every year, about
2.2 million people die of diarrhoea, 90% of which are children. In Bangladesh, in
spite of continued progress in the health sector, about 110 thousands children
under the age of five die of diarrhoea every year. Whereas, it is expected that
only basic water supply, sanitation, and hygiene together could reduce diarrhoeal
diseases by 26% and mortality by 65% (WHO 2006).
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Water is life. In every sphere of life water is essential. Two-thirds of earth’s
surface is covered by water. But only 1% of total water on earth is drinkable. At
present 1.1 billion people lack access to improved water sources and two-thirds
of them reside in Asia (UNDP 2006). In Bangladesh 97.4% of the population
have access to water from tubewell, tap, and other technologies based on ground
water sources. Arsenic contamination, urban and industrial pollution, anticipated
increase of human excreta load from present 1,500 metric tons per day to 6,000
metric tons per day, and gradual increase of solid waste load from existing 4,500
metric tons per day to 19,000 metric tons per day can be identified as the major
threat to safe water (World Bank 2005). These factors contribute in reducing the
access to safe water to 74% (WHO 2006).

At present, supply of safe drinking water provides about 10,000 million liters per
day against anticipated demand of 35,000 million liters per day (World Bank
2005). It is alarming that over the next 20 years the average supply of safe water
worldwide per person is expected to drop by athird (WHO 2006).

Recognizing this imminent crisis and importance of water, the UN General
Assembly adopted a resolution at its 47th session in November 1992 to observe
22 March as World Water Day. Besides, the UN General Assembly, in its
resolution proclaiming the period from 2005 to 2015 as the International Decade
for Action, “Water for Life,” called for more concentrated action to reach the
internationally agreed targets for accessing safe water and sanitation.

The Millennium Development Goal (MDG 7, target 10) envisions halving the
population who have no access to basic water supply and sanitation by 2015. The
target could be achieved through integrated development and management of
water resources. In response to MDG, Bangladesh has set its target to ensure that
100% of urban and 96.5% of rural population have access to safe water by 2015
(World Water Day 2006). Success in providing safe drinking water, will not only
reduce human disease burden, it will aso help make millions of the world’'s
poorest people’ s lives more enjoyable with better health.

Government, NGOs, and donor agencies are involved through both soft and
hardware programmes towards ensuring safe water to the people in Bangladesh.
As part of these efforts, BRAC initiated its WASH programme where ensuring
safe water is one of the major components. However, it is not clear what the
current status of safe water access is among the people at the different levels of
the society. The baseline survey, in this regard, is an attempt to fill in the gaps.
This chapter aims to identify the status and access of safe water in WASH areas.
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METHODS

This chapter describes the degree of access to water, functional state of
tubewells, water quality and awareness especialy related to arsenic, role of
women with regard to water, satisfaction and preferences to water sources and
poverty dimension of water access. Data were collected using structured
guestionnaires and spot observations as mentioned earlier in the methods chapter.
The survey was conducted between November 2006 and June 2007.

RESULTS AND DISCUSSION
Use of tubewell water

This section describes the status of using tubewell water for drinking, cooking,
washing, bathing, and defecation purposes by the study households. Table 5.1-
5.2 show that average use of tubewell water for drinking purposes (98.1%) in
both dry and rainy seasons was almost similar to the national average of 98%
(WHO 2006). Among the hardcore poor, use of tubewell water for drinking
purposes was somewhat lower (97%) compared to poor (98%) and non-poor
(98.4%). The use of tubewell water was lower for cooking (81%), washing
(75%), and defecation (77%), and much lower for bathing (56%) at all levels of
study households compared to drinking purposes, in both seasons. Use of
tubewell water was much higher for drinking purpose due to its availability and
increased awareness among the users. Irrespective of poverty classes, amost all
study households used tubewell water as the main source for drinking purposes.

Table 5.1. Use of tubewell water for different purposes during dry season

Study household o
Purpose Hardcore poor (%) Poor (%) Non-poor (%) ALL (%)
Drinking 97.2 98.0 98.4 98.1
Cooking 83.1 81.6 80.9 815
Washing 76.2 73.7 75.9 75.4
Bathing 55.2 54.0 575 56.1
Defecation 75.7 75.7 79.2 77.6
n 8066 11949 24978 44993
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Table 5.2. Use of tubewell water for different purposes during rainy season

Study household (%) o
Purpose Hardcore poor (%) Poor (%) Non-poor (%) All (%)
Drinking 97.4 98.1 98.3 98.1
Cooking 82.3 81.0 80.2 80.8
Washing 75.6 73.3 75.5 74.9
Bathing 52.6 51.3 54.9 535
Defecation 75.1 75.5 78.9 773
n 8066 11949 24978 44993

Ownership of tubewells

This part explains the distribution status of own and shared tubewells among
study households. About 42.7% of the study households had their own tubewells
(Table 5.3) and 50.8% shared tubewells with others. Status of single ownership
of the tubewells among hardcore poor was much lower compared to non-poor.

Out of al the single ownership tubewells, 65.4% belonged to the non-poor
households whereas 11.9% belonged to hardcore poor households. Regional
distribution of tubewells based on ownership pattern is also presented in the map
5.1

Table 5.3. Distribution of tubewells based on ownership

Households level Own tubewell (%) Shared tubewell (%)
All 2.7 50.8
Hardcore poor 11.9 219
Poor 22.7 294
Non-poor 65.4 48.7
n 19224 22842

Mechanical condition

Those who had single-owned tubewells were asked whether their tubewells were
functioning. It was found about 91.5% of the tubewells of these households were
functional (Table 5.4). The percentage of having functional tubewells (within
single-owned tubewell owners) among the hardcore poor (89.4%) and poor
(89.9%) was almost similar. This was somewhat lower compared to the non-poor
(92.4%). Thus, economic condition may play an important role in the
maintenance of tubewells.
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Table 5.4. Mechanical condition of own tubewells

Conditions Hardcore poor (%) Poor (%) Non-poor (%) All (%)
Active 89.4 89.9 924 915
Inactive 10.6 10.1 7.6 8.5
n 2283 4360 12581 19224

Map 5.1. Regional distribution of tubewells based on ownership pattern
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Platform condition

This part deals with the physical conditions of the tubewell platforms in terms of
solid, non-solid, or ruptured. Table 5.5 shows that 58.8% of the tubewells had
platforms that were non-solid or ruptured. The prevalence of such tubewells was
higher among the hardcore poor households (70.4%) compared to poor (65%)
and non-poor (53.4%). Region-wise distribution of tubewells with concrete and
ruptured based platform is also shown in map 5.2. Non-solid or ruptured tubewell
platforms may pose risks in terms of bacteriological contamination of ground
water. This leaves 58.8% of the households using tubewells at a risk of exposure
to contaminated water, with the poorer being in greater risk zone.

Table 5.5. Platform condition of tubewells

Conditions Hardcore poor (%) Poor (%) Non-poor (%) All (%)
Solid 29.6 35.0 46.6 41.2
Non-solid/ruptured 70.4 65.0 53.4 58.8
n 4518 7831 18609 30958

Testing water for arsenic contamination

This portion presents the status of testing arsenic in tubewell water among the
study households that were single owners of their tubewells. The reason for not
considering shared tubewells for this analysis is that the users of shared
tubewells, in most of the cases, were unable to provide reliable information about
the state of the tubewells in terms of arsenic testing. Among the households that
were single owners of tubewells, 64.7% did not test water for arsenic
contamination (Table 5.6). It indicates either lack of awareness on the arsenic
problem or lack of opportunity for testing for these 35.3% of the households. A
very small portion (0.9%) of the households was not aware of whether their
tubewells were tested for arsenic contamination. Of the tested tubewells, 76.4%
was found to be arsenic free (Table 5.7). This figure was dlightly higher
compared to national average of 74% (WHO 2006). A small number of the
households (0.5%) did not know the result of testing. Status of arsenic free
tubewells among hardcore poor (76.5%), poor (73.6%), and non-poor (77.2%)
were almost same.
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Map 5.2. Region-wise distribution of tubewells with concrete and ruptured

based platform
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Table 5.6. Own tubewell: Testing for arsenic

Study household

0,
Whether tested Hardcore poor (%) Poor (%) Non-poor (%) Al (%)
Tested for arsenic 26.6 314 36.8 343
Not tested 72.1 67.7 62.4 64.7
Don’t know 1.2 9 9 9
n 2283 4360 12581 19224

Table 5.7. Own tubewell: Result of testing

Status Hardcore poor (%) Poor (%) Non-poor (%) All (%)
Arsenic free 76.5 73.6 77.2 76.4
Arsenic contaminated 23.0 26.1 22.3 232
Don’t know 5 3 5 5
n 608 1367 4627 6602

Use of arsenic contaminated water

This part describes the state of practice of arsenic contaminated water for
drinking and cooking purposes by the study households. Table 5.8 shows that
two-thirds of the households that owned arsenic contaminated tubewells drank
water from it in both dry and rainy season. This is another indication of lack of
awareness on arsenic problem or lack of availability of alternative sources of safe
water. The use of arsenic contaminated water for cooking was lower (30.8%)
compared to drinking purposes (60.1%). The use of arsenic contaminated water
by hardcore poor was higher (67.9%) compared to poor (60.8%), and non-poor
(58.9%), indicating that hardcore poor households have higher exposure to
arsenic pollution. Water mixed with harmful doses of arsenic if taken for long
time may lead to serious skin diseases, swelling of liver, anaemia, anorexia,
deafness and fatal skin-cancer (Ecofile 1996). Therefore, ensuring arsenic-free
safe water and raising awareness level of the community people is urgently
needed.

Table 5.8. Use of arsenic contaminated own tubewell water

Purpose Hardcore poor (%) Poor (%) Non-poor (%) All (%)
During dry season

Drinking 67.9 60.8 58.9 60.1
Cooking 38.6 30.5 29.8 30.8
During rainy season

Drinking 67.9 60.8 58.9 60.1
Cooking 35.7 30.3 28.3 294
n 140 357 1033 1530
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Arsenic-free tubewell based on observation

Self-reported arsenic free tubewells were checked physicaly. All of the self-
reported arsenic free tubewells were supposed to be painted green. However,
85% of them did not have any marks indicating its arsenic free status (Table 5.9).
Less than 14% of the tubewells were marked green and a few were marked red.
This dso indicates lack of awareness among the tubewell users or lack of proper
monitoring by the local government, or any other organization responsible for
raising awareness of the community people.

Table 5.9. Distribution of reported arsenic-free tubewell based on
observation

Status Own tubewell (%) Shared tubewell (%)
Green marked 13.9 104

Red marked 5 33

No marked 85.5 86.1

n 5019 4709

Water purification

Everyday, some 6000 people, mostly children, die from water-related causes (UN
2006). So, clean and purified water and thus safe water is an unconditional
prerequisite for human wellbeing. Up till now, for a large percentage of the
people in Bangladesh, water is neither safe nor adequate. Table 5.10 shows that
more than 96% of the study households did not purify either tubewell water or
surface water for drinking. This can be attributed to mainly three factors — habits,
lack of awareness on safe water, and lack of resources (including technical
knowledge) for water purification. There is no doubt that the households were at
risk of exposure to waterborne diseases. Use of surface water or arsenic
contaminated water without any purification, especially for drinking, is one of
the major causes for increased morbidity and mortality rate.

Table 5.10. Whether purifying water

Purification status at different sources

Methods Oown Shared Supply water  *Public tubewell/surface
tubewell (%) tubewell (%) (%) water (%)

Do not purify 98.6 99.3 90.1 96.3

Purify water 14 7 9.9 3.7

n 19224 22842 686 23016

* Govt. tubewell also includes surface water like river, canal, pond, and dugwell
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Placement of tubewells: safety issue

Improper placement of tubewells with relation to latrinesis one of the factors that
affect water quality. Among study households 19.9% of tubewells were placed at
lower horizontal plane compared to the latrines. Spot observations also indicate
that 39.6% of the tubewells were placed within 10 meters of the latrines, which is
deemed unsafe.

Water collection: role of women

Women in rural households in Bangladesh are concerned with the private domain
of water - drinking, cooking, and washing water for household use (WHO 2006).
Women prioritize water for health and the reproduction of household, against
men’s priority of water for agricultural production (UN 2006). Table 5.11 shows
that for more than 95% of the households, female members were responsible for
the collection of water. Women’s contribution to managing water for household
use is universally recognized. In all developing countries, it is the females who
walk miles to collect drinking water for the family, wash the clothes, and boil the
rice (UNICEF 2006). Another study (BRAC 2004) also showed that more than
95% of the women were found to be responsible for fetching water. Moreover,
familial civilization largely depends on women's role in households. Therefore,
like other programmes in BRAC, WASH should make sure that women are
actively involved in every part of the decision-making process in both household
and communal aspects.

Table 5. 11. Who is responsible to collect water in the household

Types of water source
Single-own tubewell (%) Shared tubewell (%) Public tubewell (%)

Responsible persons

Female members 96.4 95.0 73.1
Others 3.6 5.0 26.9
n 19171 22648 16135

Cleaning tubewells’ platform

Women in households not only were responsible for fetching water in most
cases, but also played a vital role in cleaning tubewells' platform on regular
basis. Table 5.12 shows that females in the study households were involved in
cleaning both owned and shared tubewells platform in most cases (>95%).
Cleaning tubewells' platform on regular basis plays an important role in ensuring
safe water. However, women’s contribution to household water management is a
common phenomenon in our daily lives.
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Table 5.12. Responsibility of cleaning tubewells’ basement

Type of family members responsible mainly for cleaning Response status (%)
Female members 94.1

Others 5.9

n 17208

Particular time to use shared or public tubewells

The households who collected water from other’s (shared or public) tubewell
were asked whether there were any time restrictions imposed on their use of the
tubewell. Tables 5.13 and 5.14 show that 1.4-2.0% of such households claimed
that they had to follow particular times to collect water from both public and
shared tubewells. For the public tubewell users, 39.6% mentioned that it was
unsafe for women to follow particular times. Any interventions related to
installment of shared tubewells should be based on consensus among potential
users on the timing of their individual use.

Table 5.13. Particular time to use shared tubewell

In case of particular timeisit safe for

Particular time Response (%) women? Response (%)
No 98 Safe 835
Yes 2 Unsafe 16.5
n 22842 - 266

Table 5.14. Particular time to use government tubewell/river/canal/pond/

dugwell
Isthere any particular time? Status (%) In case of particular timeisit Status (%)
safe for women?
No particular time 98.6 Safe 60.4
Has particular time 14 Unsafe 39.6
n 23026 - 328

AVAILABILITY OF WATER

This segment describes to what extent the study households got water for
domestic purposes throughout the year. Table 5.15 shows that amost all of the
study households (99.1%) got sufficient water in rainy season. But in dry season
this figure reduced to nearly 70%. Water crisis in dry seasons is a common
scenario in Bangladesh. Sufficient safe water among community people should
be ensured especially in dry season.
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Table 5.15. Availability of water

Status During rainy season During dry season
(%) (%0)
Own  Tubewell Supply Public Own  Tubewell Supply Public
tubewell  jointly  water tubewell tubewell jointly  water tubewell
Sufficient 99.1 99.1 95.5 99.5 67.1 69.7 88.9 60.9
Insufficient 9 9 4.5 5 32.9 30.3 111 39.1
n 19224 22842 686 23026 19224 22842 686 23026

Satisfaction related to source of water

This section explains the state of satisfaction with existing source of water and
also the interest to install new source of water among the study households. Table
5.16 shows that mgjority of the households (61.1%) were satisfied with their
existing source of water. Satisfaction state with existing source of water differed
a different levels of study households. About half of the hardcore poor were
dissatisfied with their existing sources of water. Dissatisfaction among non-poor
was lower (34%) compared to poor (41.8%) and hardcore poor (50%), indicating
that non-poor got more safe water over time. Subsequently, non-poor compared
to hardcore poor (59.3%) and poor (54.2%) were interested to a lesser extent
(46.1%) to install new sources of water (Table 5.17). Interest to install new
sources of water among hardcore poor was higher compared to non-poor.
However, it is encouraging that more than half of the hardcore poor and poor
expressed their interest positively towards installing new source of water, which
could mean that these households were aware of the benefits of safe water.

Table 5.16. Satisfaction with existing source of water

Subject Hardcore poor (%) Poor (%) Non-poor (%) All (%)
Satisfied 50.0 58.2 66.0 61.1
Dissatisfied 50.0 41.8 34.0 38.9
n 8066 11949 24978 44993

Table 5.17. Interest to install new source of water

Interest Hardcore poor (%) Poor (%) Non-poor (%) All (%)
Interested 59.3 54.2 46.1 50.6
Uninterested 40.7 45.8 53.9 494

n 8066 11949 24978 44993

Preferred source of water

Different sources of water are available in Bangladesh. Among the study
households that were interested to install a new source of water, 97.4% preferred
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tubewells (Table 5.18). It means that they were either habituated in using
tubewel| water, or they were aware of the safe nature of tubewell water. Another
study (UNDP/WB 1994) also showed that tubewell water was the preferred
source for drinking. Y et surface water still remained the primary source for many
other domestic uses for at least for 46% of the population (BBS 1997). Earlier
tubewell water was considered as safe drinking water. As a result, during the last
two decades, the incidence of cholera and hepatitis reduced significantly (WHO
2006). But at present, due to the presence of arsenic in ground water and tubewell
water does not mean safe drinking water for al the cases. Study people
irrespective of hardcore poor (98.1%), poor (97.9%), and non-poor (96.8%)
preferred tubewell water, of course, arsenic free-tubewell water.

Table 5.18. Preferred source of water

Subject Hardcore poor (%) Poor (%) Non-poor (%) All (%)
Tubewell water 98.1 97.9 96.8 97.4
Others 2.1 2.3 38 3.0
n 4784 6474 11518 22776

Preferred size of monthly installment on loan

When asked, what is the preferred size of monthly installment, about 28% of
study population irrespective of hardcore poor, poor, and non-poor preferred Tk.
<25/month (Table 5.19). Opportunity of having loan with affordable install ment
may encourage community people to install new safe sources of water.
Successful loan-realization largely depends on loan-repayment criteria. Loan-
repayment criteria should be developed in consultation with related experts,
organizations and also concerned beneficiaries.

Table 5.19. Willingness to pay for tubewells

Preferred installment Hardcore poor (%) Poor (%) Non-poor (%) Total (%)
>400 0.6 12 24 17
350-400 0.1 0.1 0.3 0.2
300-350 0.5 0.9 17 12
250-300 04 0.7 12 0.9
200-250 3.9 6.5 9.8 7.6
150-200 10.1 16.2 185 16.1
100-150 17.2 19.7 185 18.6
75-100 2.0 19 12 16
50-75 20.2 185 14.2 16.7
25-50 11.6 7.3 4.9 7.0
<25 333 27.0 27.2 28.4
Not applicable 0.0 0.1 0.1 0.1
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CONCLUSION

Access to tubewell water for drinking among the study households was amost
similar (98.1%) to the national coverage of 98%. Use of tubewell water was
much higher for drinking purpose compared to cooking, washing, and bathing.
This is a common scenario in rural Bangladesh. Around 43% of the study
households had their own tubewells. Status of ownership of tubewells among
hardcore poor was much lower compared to non-poor. Functional state of
existing tubewells among study households was good, about 91.5% were
functional. Hardcore poor were more at risk of exposure to contaminated
tubewell water compared to non-poor. More than 70% of the platforms of the
tubewells that the hardcore poor people owned were ruptured or non-solid.

Majority of the tubewells among the study households were not tested for
arsenic. Of the tested tubewells, most were found arsenic-free. Of those
households with arsenic contaminated tubewells, two-thirds of them used arsenic
contaminated water for drinking purposes. It largely indicates the lack of
awareness on arsenic problem among study people or lack of aternative safe
water sources. Furthermore, about 96% of the study households did not purify
surface water, or water from any other sources, for drinking. Around 40% of the
tubewells were placed within 10 meters of the latrines, which is unsafe. During
installation of tubewells and construction of latrines safe distance must be
ensured along with other factors.

Femaes in most of the households were responsible for collecting water for
household work. Women in rural households in Bangladesh are concerned with
drinking, cooking, and washing water for household use (WHO 2006). Women
members in the households also played a vital role in cleaning tubewell platform
on regular basisin most cases.

Most of the study households got sufficient water either from tubewells or other
sources especially in rainy season. Some of the households faced water crisisin
dry season. About 50percent of the hardcore poor were dissatisfied with their
existing sources of water. Dissatisfaction concerning source of water among non-
poor was lower compared to poor and hardcore poor. Interest to install new
source of water among hardcore poor was higher compared to non-poor. Almost
all of the study households preferred arsenic-free tubewell water. However, in the
context of large-scale contamination of tubewells with arsenic in Bangladesh, it
is advisable to have an immediate concern in providing safe water free from
arsenic as well as other chemical and bacteriological contamination. The
technology to provide safe water should have features that are desirable in any
water supply system including pond sand filter, rain water harvester.
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Status of Sanitation: A Focus on
Latrines in WASH Programme
Area

Nasima Akter and Ananta Z. Neelim

“We shall not finally defeat AIDS, tuberculosis, malaria, or any of the
other infectious diseases that plague the developing world until we
have also won the battle for safe drinking water, sanitation and basic
health care.”

-Kofi Annan, former United Nations Secretary-General

INTRODUCTION

It is now widely believed that safe water supplies alone can do little to improve
health conditions without similar progress in sanitation. Unhygienic sanitation
reduces the potential benefits of safe water supply by transmitting pathogens
from infected to healthy people. Similarly, indiscriminate defecation leaves
pathogen-rich faecal matter in the open that ultimately contaminates surface
water. Cross-country studies also show that the method of disposing of excretais
one of the strongest determinants of child survival: the transition from
unimproved to improved sanitation reduces overall child mortality by about a
third (WHO 2000; World Bank 2003; UNDP 2006). Thus, it is imperative, from
a public health or policy perspective, that safe water and sanitation must be
approached in a holistic rather than a partial way in order to achieve the full
benefits of each for every sector of the country.
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Almost half the developing world lacks access to basic sanitation, many more
lack access to good quality sanitation (World Bank 2003; Jenkins and Curtis
2005). Not having access to sanitation means that people are forced to defecate in
the open or public areas (UN 2002). The lack of perception of various linkages
between health and sanitation practice only aids to peopl€’s choice to take part in
indiscriminate defecation. In a micro scale, the problem becomes more acute.
Coverage rates of latrines within countries exhibit wide variation leading to
pockets of the country where rates dip down to shocking levels. These pockets
aso coincide with pockets that exhibit higher level of poverty. It has been
observed that improved sanitation not only brings advantages for public health,
but also has positive effects on livelihoods and dignity—advantages that extend
beyond households to entire communities. Toilets may seem an unlikely catalyst
for human progress—but the evidence is overwhelming (WHO 2000; World
Bank 2003; UNDP 2006). Building a latrine is the first step on the sanitation
ladder in developing countries where majority of the population defecate in open
or public areas. Thus, public health programmes to improve sanitation, which
have consistently framed promotional messages in terms of fecal—oral disease
prevention, have largely failed to motivate changes in sanitation behaviour.

As estimated 10,000 people die every day worldwide from water and sanitation
related diseases, and thousands more suffer from arange of debilitating illnesses.
The impact of inadequate water and sanitation services falls primarily on the
poor. Water and sanitation-related sicknesses put severe burdens on health
services (World Bank 2002, 2003). Diarrhoea spreads most readily in
environments of poor sanitation where safe water is unavailable. Many
communicable diseases may occur due to low access of safe drinking water and
poor sanitary practices. A study showed that water-borne diseases are one of the
major causes of under-five mortality, along with pneumonia, malaria, and
measles (Talk International 2004).

In 1994, the government of Bangladesh launched its social mobilization for
sanitation project to make people aware of the need for safe disposal of excreta.
But, the project achieved very little (Hadi 2000). Given the failure of the
programme, the government of Bangladesh has taken up an extensive programme
of ‘national sanitation campaign’ in order to ensure construction of sanitary
latrines, its use and personal hygiene practiced by al by the year 2010. The
government is using the help of many NGOs to achieve its goals (NGO forum,
BRAC, VERC, Grameen bank and many other local NGOs). So far the outcomes
have been promising. Sanitation coverage is increasing, moving from 33% in
2003 (UNICEF 2003) to 39% in 2004 (UNDP 2006) to about 48% in 2005 (WSP
2005). Bangladesh Bureau of Statistics (BBS 2005) reported that the national
sanitation coverage was 31% (only sanitary and water sealed pacca latrine) and
52% (both water sealed and no water seal) in 2004. However, there is still
disparity between urban and rural areas. While 48% of urban dwellers have
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access to proper sanitary system, only 24% of rural people have been covered
under proper sanitation (BBS 2005). Even though there is disparity in urban and
rural settings, the overall improvement is appreciable in terms of meeting the
Millennium Development Goals (MDG).

A target to halve the proportion of the world's population without adequate
sanitation by 2015 was included in the MDG (UN 2002). International agencies
and sanitation experts have caled for new demand-responsive approaches to
address the sanitation gap (Cairncross 1992, 2003, Lafond 1995, WHO/UNICEF
2000). If such approaches are to achieve the required growth in coverage rates, it
becomes imperative that we understand what generates demand and how to
motivate more households to adopt improved sanitation. Such insights into
consumer behaviour and demand have thus far been lacking in the sanitation and
public health literature. The results establish a perception emerging from earlier
work that sanitation consumers often have motives which have little or nothing to
do with health protection or a healthier environment, and much more to do with
prestige (Cotton et al. 1995, Elmendorf 1980, Goodhart 1988, Murthy et al.
1990, Perrett 1983). On the other hand, women were motivated more by
convenience, comfort, and privacy.

One of the main focuses of the WASH programme is to improve the level of
sanitation and hygiene (access and practices) in rural Bangladesh. Thisisin line
with the MDG to reduce child and infant mortality rates and PRSP targets of
achieving 100% national sanitation target by 2010 (GoB 2005). To achieve its
targets it is imperative that WASH should aim to improve both the level of
awareness and level of sanitary practice in both rural and urban Bangladesh®. For
its success, in the most cost-effective manner, WASH should identify the main
stakeholders, their behaviours and learn lessons from researches that have taken
place with regard to sanitation in other countries. It is a note of promise that
BRAC has achieved a series of success in instaling sanitary latrine within a
limited time frame preceding the WASH programme (BRAC 2004, Chowdhury
and Hossain 2006). Experiences gathered from those programmes will only be an
advantage to achieving the targets set up by WASH.

This study aims to present the initial status of sanitation access and practices
existing in 75 selected upazilas of Bangladesh. Besides providing the utility of
being a baseline, the study also identifies the status of perception of sanitation
and good health amongst the residents of these upazilas. It also identifies the
main impediments that WASH will face in achieving its goals and provides
solutions in terms of which policy instruments will be better on what agents in
the society.

! Both indicated as a precursor to achieving 100% sanitation in the National Sanitation Strategy (GoB 2005)
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METHODS

This section analyzed the household information collected on sanitation in the
WASH baseline survey conducted between November 2006 and June, 2007.
Respondents were mostly women. Variables selected for this section were
sanitation practices (defecation) among men, women, children and disabled
member in a household; type, access and ownership of latrine; reasons for using
the type of latrine; cleanliness; hygienic practice of latrine use. Data collected via
spot observations were also incorporated to identify the gap between perception
and practice. Spot observations were made to identify the sanitation type and
practice and to verify the response related to sanitation practice.

Definition of sanitary latrine used by WASH programme: Latrine with septic
tank and water seal or concrete ring (usually 5 rings) and slab with water seal
was considered as sanitary latrine during the survey. If the water seal was found
broken during spot observation that |atrine was not considered sanitary.

RESULTS AND DISCUSSION

The findings of the study are categorized in several sub-sections below. These
sub-sections depict the actual sanitation practices, access, and status; highlights
the perception of the people regarding the issues of sanitation related hygiene and
finaly identifies the various constraints the WASH program will face in order to
achieve its objectives and provide various policy solutions to combat those
challenges.

Sanitation practice, access and status

The respondents were female member of household, sometimes male respondents
accompanied her. Only 31.5% of the females and 31.2% of the males used
sanitary latrine for defecation. These figures are lower than that found in a
similar study (39%) conducted by UNICEF (2007) but similar to the national
sanitation coverage of 31% in 2004 (BBS 2005). Around 28- 29% of the
population defecated in open places (i.e. pit/open and no fixed place). Nearly
40% of the females and 39.5% of the males used latrines with broken water sedl
which plays significant role in reducing sanitation coverage according to the
programme definition of sanitary latrine. In a survey conducted under the
National Sanitation Strategy programme in 2005 these figures were 42% and
25% respectively (GoB 2005). The figure for sanitation practice with broken
water seal may be considered easier to bring under sanitation coverage.
Sanitation practice and access of study population (with water seal and without
water seal) across the upazila level has been shown in Figure 6.1. In case of open
defecation mentioned above, 15-26.7% of study population (female, male, and
disabled) usualy did not use any fixed place. Around 13-14% of the surveyed
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population defecated in some kind of fixed place. A multi pronged approach is
required to tackle with these different practices of the people differently in order
to bring them under safe sanitation practice. Following this multi pronged
approach will be both cost effective and time saving.

There was no separate arrangement of latrine for the disabled population except
in few cases e.g. bed pan, chair with a hole. Practice of using sanitary latrine
amongst disabled people was about 5 percentage points lower than that of the
average. A similar figure (26.7%) was observed for children (children within 5
years of age). The national statistics on disposal of faeces of children (under 5) in
no fixed place was 61% in 2003 (UNICEF, 2007), the corresponding figure in
this study was 69% (Table 6.1). The following table depicts sanitary practices of
defecation among the surveyed population.

According to Rahman and Kumar (2006), 78% of rural Bangladesh was under
complete sanitation coverage. However, the findings of our study were
completely different. One of the reasons for this might be that the definitions of
sanitation used by different organizations were less restrictive than the one used
in this study.

Table 6.1. Sanitation practices amongst study population

Practice of defecation Female (%) Male (%) Disabled (%)
Sanitary 315 31.2 26.5
Broken water seal 39.8 395 336
Pit/open 13.8 13.6 133

No latrine 14.9 15.7 26.7
Children (< 5years) (%)

Latrine (+ pot, commode) 26.7

Premises 48.4

No fixed place 20.6

Table 6.2 shows that there is a disparity in terms of sanitation practice across the
economic classes. A non-poor person is 18.3 percentage point more likely to use
sanitary latrine than a hardcore poor person. Seventy eight percent of the non-
poor population used some sort of latrine (with or without water seal), whereas
the respective figure for the hardcore poor was only 56.3%. Among the hardcore
poor 43.7% people defecate openly, whereas only 22.1% of the non-poor
population defecated openly.
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Table 6.2. Sanitation practice across economic class

: Hardcore poor Poor Non-poor Total
petals %) I M)
Sanitary 20.3 255 384 313
Broken water seal 36.1 42.6 395 39.6
Pit/open 17.2 15.3 11.6 13.7
No latrine 26.5 16.6 10.5 15.4
n 18860 23013 48102 89975

Among the survey households, 58.2% of the households own latrines, of which
38.6% was sanitary. Other than that, 17.7% of the people share latrines with
other people and 33.6% of these latrines were sanitary. The rest of the
households did not own latrines. They either use latrines of other people or
defecate openly. Table 6.3 shows the ownership of latrines and their sanitary
condition.

Table 6.3. Ownership of total latrine and sanitary latrine (% of Households)

Ownership Total latrine (%) Only sanitary latrine (%)
Own 58.2 38.6

Shared 17.7 33.6

No ownership 12.0 21.3

N/A (not applicable) 12.2

It can be noted that, in case of sanitation respondents’ answers were verified with
spot observation to identify the latrine type.

Quality of the latrines from spot observation

This section illustrates the actual quality of the latrines as observed during the
survey. The enumerators were asked to check the status of the latrines after
interviewing the respondents to confirm the type of latrine and its cleanliness.
They were asked to fill out a set of questions regarding latrine hygiene and score
them, according to a strict guideline, based on what they observed. This sort of
technique was adopted to avoid the varying degrees of perception of cleanliness’
and hygiene across the surveyed households.

Table 6.4 clearly corroborates what was claimed in the earlier subsection. In most
cases, based on the responses of the four questions, the quality of the latrines was
not up to par. It was observed that 66% of the latrines were not clean. Thisis not
surprising given only 34.4% of the latrines were close to a source of water. Such

2 Clean according to the definition set by WASH signifies that the latrine will not emit foul smell, there will

be no visible presence of fecal matter around the latrine, and no visible presence of mosquitoes and fliesin
or around the latrine
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high levels of dirtiness can give rise to huge hubs for diseases, especialy
endangering children, who have lower levels of immunity.

Table 6.4. Indicators of quality of latrines

Isthe latrine clean?

Hardcore poor Poor Non-poor Total
(%) (%) (%) (%)

Yes 28.1 28.8 37.2 34.0
No 71.9 71.2 62.8 66.0
n 3637 7175 18092 28904
Isthere foul smell coming from the latrine?

Hardcore poor Poor Non-poor Total

(%) (%) (%) (%)

Yes 69.9 69.8 60.1 63.7
No 30.1 30.2 39.9 36.3
n 3637 7175 18092 28904
Are any fecal mattersleft in the latrine?

Hardcore poor Poor Non-poor Total

% % % %

Yes 55.4 54.2 46.2 49.3
No 44.6 45.8 53.8 50.7
n 3637 7175 18092 28904
Isthere any water in and/or near the latrine?

Hardcore poor Poor Non-poor Total

% % % %

Yes 28.8 30.4 37.1 34.4
No 71.2 69.6 62.9 65.6
n 3637 7175 18092 28904

It was noticed that 63.7% of the latrines emitted foul smell. Similarly 49.3% of
the observed latrines were found to have faecal residues. This is a deterrent for
people using latrines, and it is possible that these cleanliness factors play apart in
their choice to defecate in open space.

The problem of clean latrines was more acute for poor households. Latrines in
hardcore poor households were 9.1 percentage point more likely to be dirtier and
9.8 percentage point more likely to be foul smelling than the ones in non-poor
households. Water facilities were also poorer in the hardcore poor households.
There is a clear negative relationship between latrine hygiene and poverty and to
succeed, the WASH programme must address thisissue.

Distance between household and |atrine can be another reason to defecate in open
space. To address this issue the study measured the distance between the latrine
and homestead. It was observed that most latrines (97%) were close to the
homestead (within 50m or less). It was also observed that there was very little
variation in distances across poverty groups, gender or seasons (Table 6.5). Thus,
itisclear that distance between latrines and houses were not adriving force in
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Figure 6.1. Spatial distribution of sanitation access among the study population
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the practice of open defection. However, further qualitative research can be
undertaken to actually see why people defecate openly especially highlighting
differences across gender.

Table 6.5. Distance between latrine and house (in %0)

Hardcore poor Poor Non-poor Total
0-50m 97.3 96.8 96.9 97
>50 m 2.7 3.2 31 3
Total 100 100 100 100

Perception and practice of sanitation-related hygiene

Each respondent was asked some specific questions based on what they
perceived to be clean and following hygienic practice. Four questions regarding
sanitation practice were chosen. The questions were regarding the reasons for
using latrines, availability of water in latrines, the use of sandals while using
latrine and the cleanliness of latrines.

In the first question, the respondents were asked to identify reasons as to why
they used latrines (existing type of latrine — which might not be sanitary) and
similarly asked to identify reasons for defecating openly. Table 6.6 shows the
summary of the responses. The answers of the respondents were grouped into six
main categories of convenience, health and environment, social status, economic
reason, shame and others (e.g. no alternatives, no places, etc.).

Table 6.6. Perceptions of latrine hygiene

a) Reasons for using latrine

Hardcore poor Poor Non-poor Tota
% % % %

Convenience 23.9 25.9 234 24.1
Health and environment 44.4 48.8 55.3 52.1
Social status 34 35 4.1 3.8
Economic 21.3 15.8 114 14.0
Shame 0.0 0.0 0.0 0.0
Others 7.0 6.0 5.8 6.0
n 4108 6293 16184 26585

b) Reasons for not using latrines

Hardcore poor Poor Non-poor Total
% % % %
Convenience 4.0 6.4 114 7.7
Economic reasons 70.7 64.0 58.9 64.0
Social reasons 25.1 29.6 29.6 28.3
Others 0.1 0.0 0.1 0.1
n 3340 3276 4476 11092
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The main reason for using latrines was found to be health and environment
(52.1%). The second important reason was convenience (24.1%) followed by
economic reasons (14.0%). The first figure, of headth and environmental
awareness, is higher for non-poor population than for hardcore poor population.
The convenience factor was similar across groups, but economic reasons for
using latrine were higher for the hardcore poor than the non-poor (Table 6.6).
This might be the reason for using unsanitary latrine by the hardcore poor.
However, from the responses there was evidence that people were aware of the
health and environmental benefits of using latrines, but surprisingly this
awareness was not being transdated into proper practice with only 31% of the
people using sanitary latrines. May be the respondents were confused with the
meaning of sanitary latrine and unsanitary latrine and their benefits or a
dichotomy exists between perception and practice among the respondents. In
either case, the WASH programme can be of use as it can provide hygiene
education and awareness to the people with specific attention in addressing these
issues.

On the other hand, the main reasons for not using latrines were economic (64 %),
followed by social reasons (28.3%) and convenience (7.7%). The extent of the
economic reason for not using latrines is higher for the poorer, 70.7% for
hardcore poor and 58.9% for non-poor. Given the economic nature of the
problem, WASH programme should look to provide some sort of economic
assistance to make significant gains towards achieving its targets. This does not
necessarily mean giving out grants, but could simply mean providing credit
facilitiesto install sanitary latrines.

The respondents were asked whether they cleaned latrines regularly. The answers
provided two insights, the first was regarding peoples perception of the linkage
between cleanliness and the benefits from it, and the second was the perception
of the existence of difference between regular and irregular cleaning. Table 6.7
provides the summary of the responses.

Table 6.7. Perception of the linkage between cleanliness of latrines and
possible benefits

Hardcore poor Poor Non-poor Total
% % % %
Regular 48.1 54.8 63.0 59.0
On and off 25.6 26.2 23.6 24.5
No 26.4 18.9 134 16.4
n 3509 6457 16619 26585

It was found from analysis that 16.4% of the people who used latrines did not see
the linkage between clean latrines and net benefits to health and the environment.
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A further 24.5% of the people using latrines did not see the difference between
regular cleaning and irregular cleaning. This is alarming because these statistics
were collected from people who have been using latrines and did not take into
account people not using latrines. Like all the other variables, the situation of the
hardcore poor was worse than the non-poor. Although 59% of the people claimed
to clean their latrines regularly, 34% of the latrines were found clean during
observation (from previous section). Thus, gaps exist in both knowledge and
between perception and practice.

Table 6.8 shows that people were aware of the benefits of wearing sandals while
using latrines. Hence, there is little knowledge gap. On the other hand, during
spot observations no sandals near latrines were observed in 96% of the cases,
showing a huge gap in terms of perception and practice.

Table 6.8. Usage of sandals while using latrines

Hardcore poor Poor Non-poor Total
% % % %
Yes 85.8 90.9 93.1 91.2
No 14.2 9.1 6.9 8.8
n 8129 12076 25212 45417

Table 6.9 shows that 59.8% of the respondents indicated that the water
availability near the latrines they used was poor. To make matters worse 13% of
the latrines had soaps inside or nearer. This is a reflection of the lack of
understanding of the importance of cleaning latrines after using and their hands
after defecating. The disparity between the non-poor and the hardcore poor was
also stark. A non-poor household was 12.1 percentage points more likely to have
access to water near their latrines compared to hardcore poor households. Spot
observation revealed that 65.6% of the latrines had no or limited water sources
nearer, leaving with a gap of 5.8 percentage points. Map 6.2 shows the spot
observation results of water availability near latrine in different upazila level,
which reveals the relationship between latrine cleanliness and water availability
at that area.

Table 6.9. Water availability near latrines

Hardcore poor Poor Non-poor Total
% % % %
Inside the latrine 2.1 1.9 5.1 3.9
Near the latrine 29.4 343 38.5 36.3
Far from the latrine 57.2 54.7 49.8 51.9
None 11.3 9.1 6.6 7.8
n 3509 6457 16619 26585
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Maintenance of sanitation facility

This section analyzes the information related to latrine installation, disposal of
excreta when latrine was filled up, practice of cleaning, and person responsible
for cleaning the latrine.

Table 6.10 shows that 95% of latrine installation was not associated with any sort
of problems. About 3% of the households experienced economic hardship from
installing latrines. This burden was higher for hardcore poor, which was 5.1%.
Therefore, financial arrangement should be made to bring hardcore poor under
total sanitation coverage. Toilet acquisition may not be a priority item of
expenditure, especially for the poor. It is also believed that the removal of excreta
from living spaces has major health benefits, not just to individual families, but
also to their neighbours. Such externalities amply justify the use of public funds
for latrine promotion (Cairncross and Curtis 2005).

Table 6.10. Problems associated with installation.

Hardcore poor Poor Non-poor Total
% % % %

Mechanical 0.2 0.3 0.2 0.2
Geographical 0.5 04 0.3 0.3
Economical 51 39 19 2.8
Scarcity of materials 0.9 0.7 0.6 0.7
Not enough land 0.8 0.7 05 0.6
No problem faced 92.2 93.7 96.0 94.9
Do not know 0.3 0.2 04 0.3
Water logging 0.0 0.1 0.0 0.0
Other 0.1 0.0 0.0 0.0
n 3508 6457 16619 26584
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Map 6.2. Spatial distribution of water availability near latrine across upazila
level (spot observation)

WATER AVAILABILITY NEAR LATRINE
(in percentage)
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Table 6.11 shows that 63% of the latrines that have been installed have not filled
up yet. However, when they did fill up, 76% of the households cleaned the filled
up latrines to make them usable again, 22% of the households installed new
latrines or used latrines owned by others. About 2% of the people went back to
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open defecation or did not take any action to clean the latrine which is analogous
to open defecation. This is optimistic as it can be seen that once people start
using latrines, they experience the benefits from it and do not go back to
defecating in open space.

Table 6.11. Actions taken when latrine fills up

Hardcore poor Poor Non-poor Total
% % % %
Clean and use 220 252 30.7 28.2
Use new or other latrines 12.8 9.6 6.7 8.2
No action taken 1.0 0.7 0.7 0.8
Not filled 64.3 64.5 61.9 62.9
n 3505 6453 16613 26571

Finaly, the respondents were asked to indicate how people cleaned latrines and
who was responsible for it. Tables 6.12 and 6.13 summarize the results.

Table 6.12. Cleaning latrines

Hardcore poor Poor Non-poor Total
% % % %
High quality cleaners 89 10.9 21.3 175
Low quality cleaners 0.4 0.9 0.6 0.6
Only water 30.4% 285 24.4 26.0
Use hardware 59.8 59.4 535 55.6
Others 04 0.3 0.2 0.2
n 3143 6560 18725 28428

Although 55.6% of the households used hardware to clean the latrines, the full
health benefits of alatrine could only be realized if the latrines were clean. Given
what was observed in first section of this results and discussion chapter, it is not
surprising that only 18.1% of the people were using some sort of cleaning agents
to clean their latrines. There might be two reasons for this practice — a) lack of
knowledge, as it has been stated categorically in the report, and b) economic. The
latter is based on the fact that the primary cost of maintaining latrines is
associated with the usage of cleaning agents which was found to be lower for the
poorer households.

Table 6.13 shows that, female members of the household clean 84.8% of the
latrines. This is significant in setting target groups for disseminating knowledge.
If WASH programme focused on educating only women about the importance of
clean latrines and teach them methods of cleaning latrines it would be more cost-
effective than teaching men or the whole population in general. However, this
will increase the workload of females and hence would also suggest that males be
taught simultaneoudly.
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Table 6.13. Person responsible for cleaning latrine

Hardcore poor Poor Non-poor Totad
% % % %
Male member 2.7 3.8 4.4 4.1
Female member 86.9 86.0 83.9 84.8
Both 5.4 6.2 9.0 7.8
Rented sweeper 04 0.2 0.4 0.4
Servant 0.1 0.0 0.3 0.2
Sweeper 0.1 0.1 0.1 0.1
Not cleaned 34 2.3 13 18
Others 1.0 13 0.6 0.8
n 3947 7597 18585 30129

SATISFACTION AND DEMAND FOR SANITARY LATRINE

To implement WASH programme in a meaningful way within afixed period, it is
vital that the constraints to its success are identified and steps are taken to
overcome those constraints. Keeping that in mind, several questions were asked
during the baseline survey to understand some of these constraints and formulate
solutions. The first set of questions was regarding people’'s opinion about why
they need latrines.

According to the respondents, the main reason for having a latrine was health-
related (Table 6.14). About 62.5% of the respondents believed that by using
latrines they will lead to better health. Around 18% of the respondents mentioned
that they need latrines because they found it to be more convenient than
defecating in open places. Though 5% of the households believed that latrines
improved overall cleanliness and 5.8% of the respondents believed that having
latrines were signs of modernity, or it would be shame not to have one. About
37.5% of the people could not identify the link between latrine usage and good
health. This perception of this link must be established with this group of the
respondents along with a reinforcement or reiteration of the health benefits of
using latrines to the whole population. Given the poor quality of hygiene practice
in latrines, this would be key to improve sanitation and hygiene practice.

Table 6.14. People’s opinion about why they need latrines

Hardcore poor Poor Non-poor Total
% % % %
Convenience 20.1 18.2 16.8 17.9
Reliability 9.2 8.3 7.1 79
Health 61.7 62.7 62.7 62.5
Cleanliness 5.2 53 5.0 51
Modern/Contemporary 31 4.9 75 58
Others 0.8 0.7 0.8 0.8
n 5416 7378 13376 26170
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Table 6.15 shows that 53.4% of the surveyed households were satisfied with the
current defecation system they are using and 42.3% of the people were not
interested in having safe sanitary or better facilities. Given the quality and the
coverage of sanitary latrines (mentioned in the last sections), these figures are
alarming. However, these responses only reflect that people’s perception of the
link between good health and clean latrines is vague or non-existent. This
particular issue of knowledge dissemination across groups of the society at a
level where sufficient perception is created will be required to sanitize
Bangladesh by 2010.

Table 6.15. Current defection system and demand for sanitary latrines

Areyou satisfied with your current defecation system?

Hardcore poor Poor Non-poor Total
% % % %
Yes 41.0 50.0 59.0 53.4
No 59.0 50.0 41.0 46.6
n 8066 11949 24978 44993
Areyou interested in having a safe sanitary facility?
Hardcore poor Poor Non-poor Total
% % % %
Yes 66.6 61.4 53.1 57.7
No 33.4 38.6 46.9 42.3
n 8066 11949 24978 44993

We also tried to know their financial constraints in installing latrines. The first
guestion they were asked was whether they wanted to purchase sanitary latrine.
About 70% of the respondents wanted to buy sanitary latrines. The average
willingness to pay for the hard-core poor is Tk.75 per month (Table 6.16) leading
to a value of Tk. 900 of total payments®. So, if the price of latrines were set at a
level where the price was egual to or less than 900 taka, then 69.5% of the people
would purchase latrines. Alternatively, the programme can price discriminate to
charge higher to people with a higher willingness to pay to provide latrines at a
lower cost to people with economic hardships. Finaly, once the importance of
latrines is established and given that incomes in rural Bangladesh is rising, the
average willingness to pay for latrines can be expected to increase in the future.

3

75 taka a month for twelve months leads to 900 taka. With a 10% rate of interest it leads to a payment of
818 taka towards the latrine and 82 taka towards interest.
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Table 6.16. Willingness to pay for latrines

Preferred amount per installment  Hardcore poor Poor Non-poor Total
per month (in Taka) % % % %
>400 0.4 0.7 19 13
350-400 0.1 0.2 0.4 0.3
300-350 0.3 0.6 15 1.0
250-300 0.2 0.6 12 0.8
200-250 34 4.7 8.9 6.6
150-200 10.2 135 18.3 15.3
100-150 14.5 19.5 20.6 19.1
75-100 2.3 25 2.2 2.3
50-75 279 28.7 235 259
25-50 204 14.5 94 13.1
<25 20.3 14.3 11.8 14.2
Not applicable 1 0.2 04 0.3
n 3638 5202 9215 18055

CONCLUSION AND RECOMMENDATIONS

The status of sanitation coverage in WASH study areas was poor with only
31.5% of the people using sanitary latrines and around 29% people defecating in
open places and rest are using latrine with broken water seal. Out of 29%, around
13-14% population used at least some kind of fixed place whereas 14-27% did
not have any fixed place for defecation. Therefore, these two groups may need
different motivation strategy to bring them under sanitation coverage. As some
people defecate in a fixed place they may need comparatively little effort to
change their behaviour. People who were using latrine with broken water seal
would be easier to bring under sanitation coverage by repairing the water seal.
There was a disparity in terms of sanitation practice across the economic classes
as well. A non-poor is 18.3 percentage points more likely to use sanitary latrine
than a hardcore poor. The ownership of latrine would be a factor in this case as
most of the sanitary latrines used by the respondents were own and shared, which
might not give access to the hardcore poor. Therefore, hardcore poor need more
attention to reach the target of 100% coverage.

It was found that the hygiene quality of existing latrines was also poor. Spot
observations indicate that 66% of the latrines were not clean, 64% of the latrines
were foul smelling, 49.3% of the latrines had left over fecal matter, and 65.6% of
the latrines did not have water access. These figures deteriorate as it moves
across economic classes from rich to poor. Given the amount of effort and money
that has been spent by the state and other NGOs over the years, alot is |eft to be
desired. To achieve the targets that were set at the beginning of the program,
WASH programme should aim to increase the access to sanitary latrines and
simultaneously work towards improving the quality of latrines across the
community. There is lot of room for improvement in both areas. However,
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providing economic incentives to the right agents would again be vita in
achieving an overall improvement across all the economic sections of the society.
Alsoit isimperative that special focus must be on the poorer people.

The study identified that the main reason for not using latrines is economic
(64%). This information would be useful to mobilize and reallocate government
loans (e.g. ADP loan) to bring these people with economic hardship under
sanitation coverage.

One of the main focuses of this study was to highlight the existence of
knowledge gaps, and gaps between perception and practice with regard to
sanitation. It can be concluded that gaps exist in both cases. For example, 16.4%
of the people who use latrines do not see the linkage between clean latrines and
net benefits to health and the environment and a further 24.5% of the people
using latrines do not see the difference between regular cleaning and irregular
cleaning. Fifty nine percent of the respondents claimed to clean their bathrooms
regularly, but only 34% of the latrines were found clean during spot observations.
Another stark dichotomy between perception and practice was found when
sandal usage in latrines was analyzed. Ninety-one percent of the people
responded that the use of sandals in latrines as hygienic, but in 96% of the cases
no sandals were found near latrines. Thus, gaps exist in both knowledge and
between perception and practice.

With regard to the maintenance of sanitation facilities there are no possible
threats at present. Most of the installed latrines have not filled up yet and when
they did, in most cases they were cleaned out or the users of that |atrine switched
to other latrines. Remarkably, only two percent of the people switched to open
defection after their latrines filled up. This is optimistic as it can be seen once
people start using latrines, they experience the benefits from it and do not go
back to defecating in open places.

Women are the main agents (84.8% of the cases) in cleaning latrines. This
provides an incentive for WASH programme to target women as possible agents
to bring about change. If WASH were to target women for hygiene education the
results would come about faster. However, it would put extra stress on women
who are aready burdened with other household chores. Also, for a more
meaningful intervention in the long run both males and females should be
targeted with equal importance especially for hygiene education and promotion.

The average willingness to pay for latrines for hard-core poor is Tk.75 per month
leading to a value of Tk. 900 of total payments. So, if the price of latrines were
set at a level that was equal to or less than Tk. 900, then 69.5% of the people
would purchase latrines. Alternatively, the programme can price discriminate to
charge higher to people with a higher marginal willingness to pay to provide
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latrines at a lower cost to people with economic hardships. Finally, once the
importance of latrines is established and given that income in rural Bangladesh is
rising, the average willingness to pay for latrines can be expected to increase.
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Hygiene Awareness and
Practices

Syed Masud Ahmed and Tanveer M Kamal

Nine-tenths of our sickness can be prevented by right thinking plus
right hygiene — nine-tenths of it!

— Henry Miller (1891-1980)
INTRODUCTION

Hygiene is the science of preserving and promoting the health of both the
individual and the community and embraces personal, domestic and community
hygiene (The Columbia Encyclopedia 2003). More specifically, hygiene refers to
procedures or activities used to reduce microbial contamination on environmental
sites and surfaces, etc. to prevent the transmission of infectious disease (IFH
2001). The public health perception of hygiene emphasizes cleanliness of water,
food and the environment while the popular perception is mainly concerned with
the avoidance of dirt, killing of germs or cleanliness of bathrooms and hospitals
(Stanwell-Smith 2003). Hygiene has recently been emphasized as the ‘most
economically sustainable prevention strategy’ (Stanwell-Smith 2003), and a cost-
effective intervention for child survival in developing countries at only a fraction
of the cost of water supply and sanitation (Larsen 2003).

In developing countries, contamination of household environment and
unhygienic practices are responsible for aimost 30% of the total burden of
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illnesses (World Bank 2003). Among this burden of illnesses are diarrhoeal
diseases, worm infestations, and eye and skin infections. Simple hygiene
practices such as sanitary disposal of excreta, handwashing after defecation and
before handling food, and maintaining drinking water free from faecal
contamination have been shown to prevent most of these water and sanitation-
related diseases in developing countries (Wijk and Murre 1995, Curtis 2003,
Fewtrell et al. 2005), including Bangladesh (Hogque 2003, Mascie-Taylor et al.
2003). However, rather than associating hygiene practices such as handwashing
with illnesses and disease, people may relate it to nurturance, socia acceptance
and disgust (Scott et al. 2007).

Sanitation and hygiene practices which effectively break down the cycle of
disease transmission (faecal-ora route) are found to be more effective than the
supply of improved water alone (Esrey 1996). Other researchers have found that
integrated interventions can promote sustained behavioural changes towards
desired direction (Metwally et al. 2007), sometimes creating demand for
sanitation and hygiene through innovative measures such as community health
clubs (Waterkeyn and Cairncross 2005). Good hygiene practices are now
recognized to be essential for reaping optimum benefits from improved water and
sanitation facilities (Wijk and Murre 1995) and need to be continued beyond the
period of programme implementation. Factors such as understanding, facilitation,
peer influence and autonomy are needed to sustain the changes (Wijk and Murre
1995) which also depend on socioeconomic status (Taha et al. 2000, Jenkin and
Curtis 2005).

In Bangladesh, mgjority of the population have access to safe drinking water e.g.,
72% in the rural (adjusted for arsenic contamination) and 82% in the urban areas
in 2005 while percentage of rural and urban population with access to improved
sanitation is only 29 and 56 respectively (GoB and UN 2005). The situation in
urban slums is especialy distressing e.g., only 29% of slum households in
metropolitan cities had access to any type of sanitary latrine in 2006 (CUS,
MEASURE Evauation and NIPORT 2006). The government of Bangladesh
recognizes the importance of safe water and environmental sanitation for a
healthy and productive population and is working with other development
partners including the Non Governmental Organizations to achieve the relevant
Millennium Development Goal targets through innovative approaches (WSP-SA
2005).

BRAC, an indigenous Bangladeshi NGO, integrates its regular microcredit-based
interventions with essential healthcare (EHC) services' to reduce the
vulnerability of poor households against the income-erosion effect of illness

! hedlth and nutrition education, water and sanitation, mch-fp, communicable disease control, and basic

curative care for common illnesses (BHP 2007)
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(BHP 2007). One of the main thrust of its EHC programme has been improving
practices related to water and sanitation, and BRAC has demonstrated an
impressive performance in this area in recent years (BHP 2007, Hossain et al.
2006, Chowdhury and Hossain 2006). It is now working with the government of
Bangladesh and other development partners to achieve the national goal of 100%
sanitation by the year 2010. As a continuation of this endeavour, BRAC has
undertaken a comprehensive programme on water, sanitation and hygiene
(WASH) in 150 upazilas (sub-districts) of Bangladesh with financial assistance
from the Dutch government, to be implemented during 2006-2010 (BRAC
WASH programme 2005). A baseline survey was done in 2006-07 in 75 sampled
upazilas to record benchmark information and help in the informed designing of
programme interventions. Interventions for sustained change in hygiene
behaviour is one of the major component of the programme interventions.

METHODS

This study used a sub-sample of data on women's current knowledge and
practices on hygiene from the larger WASH baseline survey conducted during
2006-'07. For details on the study design, sampling and description of variables,
please refer to Chapter two.

RESULTS AND DISCUSSION
Sociodemographic profile

The sociodemographic profile of the women reporting hygiene awareness/
knowledge and practices according to the poverty level of households is
presented in Table 7.1. The women were in their early middle age (mean age 35
years), have had around 5+ years of schooling, mostly currently married (92%)
and engaged mainly in domestic chores (92%). Women from non-poor
households had higher years of schooling compared to the other two poor groups
of households; also, the proportion of widowed, divorced or separated were more
among women from hardcore poor households (15%) compared to others (5%)
which is consistent with what was found in an earlier study (BRAC 2004). Wage-
labour was more among women from hardcore poor households (9%). Around
14% of women reported to have had suffered from water-borne illnesses in the
past 15 days, the proportion being marginally greater among those from poor
households. This prevalence of waterborne illnesses is less than what have been
observed in other studies from rural plain land (Ahmed et al. 2000) or hill tracts
region of the country (Ahmed 2001).
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Table 7.1. Sociodemographic characteristics of the study women reporting
hygiene knowledge and practices

Types of households
Hardcorepoor Poor Non-poor  All

Mean age (years) 35.6 329 35.7 34.9
Mean years of schooling 51 55 6.4 6.0
Marital status %

Never married 14 11 19 16
Currently married 83.6 93.9 93.0 91.6
Widowed, divorced or separated 15.0 5.0 5.0 6.8
Physically disabled % 0.4 0.3 0.3 03
Occupation %

Wage labour 9.2 2.8 0.6 2.7
Self-employed 15 11 1.0 11
Serviceltrade 24 11 17 17
Domestic chores 82.9 93.2 94.4 92.0
Others 39 17 22 24
Suffered from water-borne disease in past 15 days 14.2 14.5 13.3 13.8
n 8,066 11,949 24,978 44,993

General health awareness

Severa aspects of hedth and hygiene awareness of the study women are
presented in Table 7.2. It was observed that neither persona hygiene (e.g.,
regular bathing, washing hands after defecation) nor sanitation (e.g, keeping
latrine neat and clean) received any importance in their perception of health and
hygiene. Children’s stool was considered to be less harmful than adult’s stool:
around 40% of the respondents considered both as harmful without substantial
difference by poverty status of the households. Proportionately, more women
from non-poor households (71%) were aware about arsenic contamination than
those from the poor and the hardcore poor households (66% and 57%

respectively).
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Table 7.2. General health awareness of the study women (%)

Types of households

Hardcore poor  Poor Non-poor All
Perceived ways of maintaining good health
Regular intake of nutritious food 69.8 739 76.2 74.5
Maintain neat and cleanliness 16.9 15.9 14.3 15.2
Regular bathing 6.1 5.3 4.9 5.2
Regular light exercise 0.1 0.1 0.1 0.1
Others 0.6 0.6 05 0.6
Do not know 6.6 4.2 39 45
Perceived norms of using safe latrine
Use sandal while going to latrine 745 804 814 79.9
Holding pot with right hand 1.0 11 1.1% 11
Woashing hands with ash/soap after defecation 11.6 9.8 8.9 9.6
Keeping latrine neat and clean always 3.8 31 3.6 35
Others 05 0.4 0.3 0.4
Don't know 85 52 4.7 55
Perceived reasons for using sanitary napkin
Prevention of infection 0.1 0.3 0.8 0.6
Comfortable for performing daily chores 0.2 0.2 0.5 04
Others 99.7 99.5 98.7 9.1
Perceived harmfulness of stool
Children’s stool 230 24.7 230 235
Adult’s stool 348 33.9 31.0 325
Both children’s and adult’s stool 37.7 38.6 435 41.1
Don’'t Know 45 27 25 29
Aware about arsenic contamination of water 56.6 65.6 70.8 66.9
n 8,066 11,949 24,978 44,993

Awareness about water-borne diseases

Table 7.3 presents awareness of the study women about faecal-borne diseases.
Women perceived contamination of water to be caused mostly by dirts/garbage
(76%). Around 20% of the women did not know how to purify water. They could
name diarrhoea diseases to be spread by contaminated water, but not the other
ones. Again, around 20% of the women could not state how water could be
purified. Thus, a large knowledge gap on the role of contaminated water in
spreading diarrhoeal diseases and how to make water safe for drinking exist in

this popul ation.
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Table 7.3. Awareness of study women on water-borne diseases (%)

Types of households
Hardcorepoor Poor  Non-poor  All

How water gets contaminated

Contact with dirty hand 8.1 8.4 9.5 89
When garbage getsin 73.2 76.7 76.5 76.0
When the container is uncovered 10.5 9.2 9.0 9.3
Others 0.6 05 0.6 0.6
Don’'t know 7.6 51 45 52
Diseases spread by contaminated water

Diarrhea 89.7 91.0 92.2 91.4
Dysentery 0.3 0.4 0.6 0.5
Typhoid 0.1 0.1 0.2 0.2
Cholera 05 04 04 0.4
Jaundice 0.2 0.1 0.1 0.1
Worm infestation 0.2 0.1 0.1 0.1
Indigestion 13 0.8 0.8 0.9
Arsenicosis 0.3 0.4 0.3 0.3
Others 12 14 11 12
Don’t know 6.3 53 4.2 4.9
How water-borne diseases can be prevented

By drinking pure water 36.6 42.1 46.3 435
By drinking tube-well water 375 36.7 35.7 36.3
Others 12 14 13 13
Don't know 24.7 19.9 16.6 18.9
How water can be purified

By boiling 59.3 66.0 69.8 66.9
By treatment with medicine 34 3.6 39 38
By filtering 1.0 1.0 11 1.0
Others 81 8.6 7.8 8.1
Don’t know 28.3 20.8 17.4 20.2
n 8,066 1,949 24,978 4,993

Hygienic collection and storage of water

The practice of maintaining hygiene (such as covering the container) while
transporting or storing water appeared to be poor (Table 7.4). Around 1/5th of the
containers of drinking water were reported to have been covered during transport
from source while around 40% of the containers kept covered during storage.
However, the scenario of water used for washing utensils or cooking was worse.
Not much difference was observed among the groups of households with the
exception of covering container during transport of drinking water where the
non-poor households did better. These warrant behavioural intervention because
preventing contamination of water during transport or storage has been found to
be more effective in reducing diarrhoea morbidity than previously thought
(Fewtrell et al. 2005). Also, the most common pot used for storage of water was
reported to be the earthen pitcher. Studies have shown that use of containers with
narrow openings and appropriate dispensing devices such as taps or spigots
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protect the collected water from microbial contamination during storage and
household use (Thompson et al. 2003). This point-of-use safety measure should
be incorporated in designing behavioural intervention to keep storage water free
from contamination.

Table 7.4. Collection and storage of water for drinking, washing utensils,
and cooking purposes

Types of households

Hardcore poor Poor Non-poor All
Drinking
Pots used to collect water from source
Earthen pitcher 433 42.6 415 421
Jug 40.3 384 419 40.7
Bucket 14.7 18.2 15.9 16.3
Others 16 0.7 0.7 0.9
Covered during transport 154 26.2 584 211
Storage pot for water
Earthen pitcher 36.5 345 320 335
Jug 13.0 12.1 12.8 12.7
Bucket 4.0 3.8 30 34
Others 17 1.0 1.6 14
Do Not Store 44.8 48.6 50.6 49.0
Storage pot has a cover 40.7 394 389 394
Frequency of washing storage pot in a 61(+18) 6.1(+19 61(+19 6.1(+1.9)
week (meanzsd)
Washing utensils
Pots used to collect water from source
Earthen pitcher 6.8 41 2.7 38
Jug 0.3 0.1 0.1 0.2
Bucket 6.2 45 36 43
Others 0.9 04 03 04
Do Not Collect 85.7 90.9 93.4 91.3
Covered during transport 13 0.6 0.5 0.7
Storage pot
Earthen pitcher 39 21 14 20
Jug 0.1 0.0 0.0 0.0
Bucket 14 10 0.7 0.9
Others 0.6 0.3 0.3 0.3
Do not Store 94.0 96.7 97.6 96.7
Storage pot has a cover 2.6 13 1.0 14
Frequency of washing storage pot in a 5.6+2.1 5.6+2.1 56+2.2 5.6+2.2
week (meanzsd)

(Continued...)
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Table 7.4 (.... Continued)

Cooking
Pots used to collect water from source
Earthen pitcher 49.4 51.3 51.9 51.3
Jug 117 9.4 89 9.6
Bucket 253 29.2 29.4 28.6
Others 12.7 9.1 8.6 9.5
Do not Collect 0.8 0.9 11 1.0
Covered during transport 14.2 17.2 15.7 15.8
Storage pot for water
Earthen pitcher 333 34.7 328 334
Jug 0.5 0.2 0.2 0.3
Bucket 25 21 20 21
Others 15 12 12 13
Do not Store 62.2 61.8 63.8 63.0
Storage pot has a cover 29.7 318 30.9 30.9
Frequency of washing storage pot in a 5.6+2.1 5.7+2.1 5.7+2.1 5.7+2.1
week (meanzsd)
n 8,066 11,949 24,978 44,993

Knowledge on critical times for handwashing

Handwashing (with soap) is now considered to be the most effective low-cost
intervention to prevent diarrhoea and has been calculated to save a million lives
(Curtis 2003). According to Curtis, ‘handwashing may be at least as effective as
some vaccines (“do-it-yourself vaccing”) currently under development’. The
knowledge of our study participants on handwashing at critical timesis presented
in Table 7.5. While about 91% of the respondents knew that handwashing was
necessary after coming from toilet, only 11% were knowledgeable about its
necessity after cleaning children’s bottom following defecation. Similarly, the
proportion who knew about the necessity of handwashing before taking food was
much higher (92%) compared to serving food (17%) or cooking (31%). No
substantial variation was seen among the households according to poverty status
for this critical preventive measure. This draws our attention to the need of
community—wise promotion of informed handwashing (with soap) intervention.

Table 7.5. Knowledge of the study women regarding appropriate time of
handwashing

Types of households

Hardcore poor Poor Non-poor All
After coming from toilet 89.0 90.3 91.5 90.7
After cleaning children’s stool 10.8 11.7 10.7 110
After cleaning domestic wastes 47.0 51.9 515 50.8
Before taking food 91.0 91.8 924 92.0
Before serving food 14.3 15.7 18.6 17.1
After taking food 65.0 66.8 68.9 67.6
n 8,066 11,949 24,978 44,993
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Domestic waste disposal

It is interesting to note that while household wastes from kitchen, poultry and
livestock, and other domestic wastes were mostly reported to be disposed in a
fixed place, this was practiced by only 14% of the respondents while disposing
children’s stool (Table 7.6).

Table 7.6. Fixed place of disposal of daily household wastes as reported by
the study women (%0)

Types of households

Hardcore poor Poor Non-poor All
Kitchen waste 93.0 95.5 96.0 95.3
Domestic waste 93.9 96.4 96.6 96.0
Stool of children 14.2 151 14.0 14.4
Poultry waste 69.0 815 82.8 80.0
Livestock waste 49.7 62.9 66.9 62.8
n 8,066 11,949 24,978 44,993

Field observations of actual practices

Table 7.7 presents personal and domestic hygiene practices of the respondents as
revealed through field observation. Only in around 1/3rd of instances the latrine
was found to be neat and clean, the proportion being alittle greater in case of the
non-poor households compared to the poor households. Water was available
nearby only in 1/3rd of the latrines, but soap or ash was available nearby only in
13% of the latrines. It has been found that handwashing is more frequent if
handwashing facilities such as soap and water are easily available near the
latrines (Curtis 2003).

Distance of ten yards between the latrine and the tubewell was maintained most
frequently in case of hardcore poor households (61%) but least frequently in case
of non-poor households (38%) (Table 7.7). However, on average, only 45% of
the households were found to maintain this distance. In only around 12% of the
households, the tube-well was found to be situated at a higher level than the
latrine, irrespective of the poverty status of the households.
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Table 7.7. Personal and domestic hygiene practices of the study women as
revealed through field observation (%)

Types of households
Hardcore poor Poor  Non-poor All

Toilet isneat and clean 28.1 28.8 37.2 34.0
Sufficient water available nearby 28.8 304 371 344
Soap/ash available for hand washing nearby 7.3 9.0 15.7 13.0
Sandal available near latrine 23 22 5.7 44
Distance between latrine and tubewell is 61.4 48.2 379 449
more than 10 yards
Tubewell is situated at a higher level than 11.9 129 124 12.4
thelatrine
Courtyard is neat and clean 45.0 45.3 48.2 46.8
n 8,066 1,949 24,978 44,993
CONCLUSION

This survey presented interesting insights into the hygiene awareness and
practice of the study women. Level of hygiene awareness as well as personal
hygiene and sanitation practices was found to be poor. Awareness about the cycle
of disease transmission was fragmentary as revealed by giving less importance to
the contamination potential of children’s stool or washing hands at critical times.
Apparently, germ theory of disease has little relevance in this population and
most of the women thought that water is contaminated by dirt, etc. only, and no
mention was made of microbes. The programme need to focus on these aspects
and build up community knowledge and awareness about the cycle of disease
transmission and how to break that cycle, including the importance of washing
hands with soap or some other disinfectants in breaking this cycle. Recognizing
and acknowledging that a particular behaviour is harmful is the first step in any
sustained change in hygiene behaviour (Wijk and Murre 1995).

Recent research has given importance to keep water free from contamination at
point of use, besides safe source of water (Thompson et al. 2003). The study
women in this survey displayed low level of awareness and practice in keeping
drinking and cooking water safe before use. A large proportion of them (20%)
are even unaware about how to purify water. Similar situation prevailed in case
of sanitation as well.

Almost similar state of awareness and practices were observed across the
households, irrespective of their poverty status. This directs us to the importance
of cultural and other social factors beyond poverty in shaping hygiene behaviour
(Caprara 1998, Curtis 2008). Similar observation of little influence of socio
economic status (SES) on morbidity prevalence in rural Bangladesh was noted in
an earlier study from Bangladesh (Ahmed et al. 2003).
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Thus, any knowledge and awareness building interventions on water, sanitation
and hygiene must adopt a community approach, and not rely on the common
assumption that higher SES is associated with better knowledge, etc. To achieve
this, in-depth qualitative studies are needed for contextualization of their current
behaviour. Informed by these formative studies, a culture and context sensitive
hygiene intervention may be developed which will fit into the overal framework
of thinking of the respondents and will be more acceptable and effective.
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Status of Water Sanitation and
Hygiene in Educational
INnstitutes

Nasima Akter, Kazi Faisal Bin Seraj, Ananta Z. Neelim and
Tanveer M Kamal

INTRODUCTION

Bangladesh houses 78,000 primary schools that enroll 20 million students (Nahar
and Ahmed 2006), with a net enrolment rate of 79.4% (WHO 2006). Thereis a
school in almost every village of Bangladesh. Studies have found schools to have
asignificant impact on the knowledge, attitudes, and practice of the communities
to which the school is central (IRC 2004).

Moreover, the socio-cultural environment of Bangladesh is characterized by the
existence and operation of different kinds of schools: government, non-
government as well as religious (Madrasa), at primary, secondary and higher
levels. The existing water, sanitation and hygiene situation in these institutes may
well provide a reflection of the corresponding situation of communities,
especially with respect to the basic rights and health of children.

The objective of this chapter is to provide a description of the existing situation
of water, sanitation and hygiene in the educational institutes of rural Bangladesh,
wherein, the chapter aims to highlight the key challenges and constraints that
may be addressed through the BRAC Water Sanitation and Hygiene programme.
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METHODS

A total of 3,065 institutes were captured in this baseline survey in 75 upazilas.
Twenty-three types (Appendix 7) of institutes were surveyed, including primary,
under secondary (junior high), secondary schools, BRAC pre-primary and
primary schools, al types and levels of Madrasas, colleges and universities,
technical, agricultural and missionary institutes, as well as orphanages. These
institutes were divided into the following categories (Table 8.1).

Table 8.1. Categories of educational institutes considered

Category Composition

Primary Primary

Secondary Under secondary + Secondary

College College

Madrasas Dhakhil, Sr., Quraania, Hafizia, Kawmi, Maktab and Ebtedayi
BRAC schools BRAC pre-primary + BRAC non-formal primary

Others All else

The majority of the respondents were headmasters (32%) and assistant teachers
(31.6%), followed by teachers (20.4%). The rest 16.8% were assistant
headmasters and madrasa- superintendents.

RESULTS AND DISCUSSION

The sample size was 3,065 institutes where the mgjority (41.9%) of the institutes
was primary schools, followed by BRAC schools and madrasas each totaling a
fifth of all schools (19.5% and 19.2%, respectively). Secondary schools represent
13.8 % of the sample, while the rest of the institutes represent only 5.6 % of the
total (Table 8.2).

Table 8.2. Percentage wise breakdown of surveyed institutes

Type of ingtitute % of total (N = 3,065)
Primary 419
Secondary 13.8
College 13
BRAC schools 195
Madrasas 19.2
Others 4.3

Summary profile of educational institutes

The total sample comprises of 540,146 students and 19,487 teachers. Figure 8.1
shows that primary schools (49% boys, 51% girls), secondary schools (46% boys
and 54% girls), and BRAC schools (40% boys and 60% girls) show more girls
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enrollment than madrasas (60% boys and 40% girls), colleges (80% boys and
20% girls), and other institutes (56% boys and 44% girls). This corroborates the
findings on educationa status in the chapter on socio-demographic profile of the
WASH surveyed areas.

Figure 8.1. Student profile by institute
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It can be observed that in al the types of educational institutes, there exists a
gender disparity in numbers of teachers (Figure 8.2). In every ingtitute there is
male dominance with the exception of BRAC schools, where the opposite
situation exists.

Figure 8.2. Teacher profile by institute
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From figure 8.3 it can be observed that the largest pupil-teacher ratio i.e., number
of students per teacher was found in primary schools (44.6) and the lowest was
observed in colleges (7.5).
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Figure 8.3. Number of students per teacher (pupil teacher ratio)
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Safe water source and use

The institutes exhibited an amost complete dependence on tubewells as the
source of their safe water supply — a dependence that remained virtually unvaried
through seasonal variations in water availability (Table 8.3). Secondary schools
and colleges reported highest levels of ownership of tubewells (79.6% and 80.5%
respectively) followed by primary schools and madrasas (61.3% each). BRAC
schools, due to the sheer infrastructure and modalities of operation, reported a
low ownership of 7.2%, implying a high dependency on accessing safe water
from shared tubewells.

Table 8.3. Water sources for educational institute for monsoon and dry

season
0, 0,
L —
ingtitute n ar ic n ar ic
tubewells  tubewell  PPIY Other . evells  tubewell  UPPly  Others
Pimay 613 377 05 06 596 394 05 06
Secondary  79.6 178 24 02 779 195 24 02
College 805 122 73 0 805 122 73 0
Madrasa 613 357 22 09 601 372 2 07
BRAC 7.2 013 02 13 74 913 02 12
Others 462 50 23 15 462 50 23 15
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There are no major variations in statistics between monsoons and dry seasons.
For instance, the drop in accessing safe water from own tubewells by secondary
schools in dry season (79.6% to 77.9%) may be due to drying up of groundwater
aquifers, while similarly the drop in piped water supply in madrasas (2.2% to
2.0%) in dry seasons may be due to the sheer lack of tap water supply from
source.

Despite this large dependency on tubewells for safe water, the reported adequacy
of this supply was not correspondingly high (Table 8.4). While 79.8% secondary
schools reported sufficient water supply in the dry season, primary schools
reported a dightly lower 71.9%. Considering the larger student enrolment in
primary schools than secondary schools, this may just be an outcome of
overcrowding in schools. However, with regard to arsenic, much was left to be
desired. Less than half of all tube wells at these ingtitutes were tested for arsenic
contamination, and most of them were found to be contaminated.

Table 8.4. Reported sufficiency and quality of safe water supply

Type of ingtitutes Sufficient supply in dry season (%) Tested arsenic free (%)
Primary 719 119
Secondary 79.8 10.0
College 92.7 N/A
Madrasas 76.9 153
BRAC schools 73.0 83
Others 71.2 10.6

In the area of water usage, aimost all institutes did collect their drinking water,
while a much greater proportion did not store (Table 8.5). All secondary schools
and colleges collected their water, of which 63.4% and 65.8% did not store. The
greatest lack of practice of adequate collection and storage of water was reported
by BRAC schoals, of whom 7.2% did not collect water and 76.8% did not store.

Table 8.5. Collection and storage of safe drinking water in educational

institutes
Type of Water No hand Usageof Donotstore Usageof Cleaning of
institutes collection  contact (%) covers (%) coverswhile the storage
(%) during storing (%) pot (at least
collection once aday)
(%)
Primary 99.2 96.5 65.3 65.4 88.5 60.8
Secondary 100.0 97.1 65.1 63.4 91.5 63.6
College 100.0 97.6 70.7 65.8 100.0 71.4
Madrasas 98.3 97.9 59.9 71.8 934 75.9
BRAC schools 92.8 96.7 63.7 76.8 89.9 77.0
Others 97.0 96.9 68.0 66.7 93.2 70.4
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In the collection of water, around 97% respondents reported that they did not
make any hand contact while carrying water from the sources. However, the
usage of cover while carrying water was lower, ranging from 59.9% to 70.7%.
For storage of water, at least 88.5% of the respondents claimed that they used
covers on the storage vessels, which were reported to be cleaned at least once a
day in more than 60% of the institutes. Although these figures show promising
trends in terms of water-related hygiene, but no firm conclusions can be made
since this study did not conduct any spot observations to cross check these
attributes.

Sanitation

The most common sanitation provisions or practices in the educational
institutions were found, existing in the descending order of sanitary latrines, ring-
and-glab latrines without water seal, open defecation, and pit latrines (Table 8.6).
With the exception of BRAC schools, most institutes reported that their students
used sanitary latrines. Sanitation coverage was 89% in primary schools, 84% for
secondary schools, 92% for colleges, 68% in madrasas, 78% for all other types of
schools, and only 38% for BRAC schooals. In contrast, BRAC schools reported
the highest prevalence of defecation in no fixed place’ (20.5%), while primary
school and colleges reported the lowest prevalence (6.1%).

Table 8.6. Reported sanitation practice (rainy season)

Ring slab without

. 0 T i 0
Lﬁfu?; Sanitary (%) water seel (%) Pit (%) No fixed place (%)
Boy Girl Boy Girl Boy Girl Boy Girl
Primary 88.8 89.1 4.4 4.4 0.6 0.5 6.2 6.0
Secondary 76.7 93.1 3.6 4.8 0.2 0.2 19.5 19
College 85.4 100.0 0.0 0.0 24 0.0 12.2 0.0
Madrasas 744 61.6 14.4 11.2 31 2.4 8.1 24.8
BRAC 37.6 37.6 36.2 36.2 5.7 5.7 20.5 205
schools
Others 78.8 77.3 12.9 12.1 0.8 0.8 7.6 9.8

! Nofixed place does not necessarily mean open defecation and may include * do not use latrinesin the

premises’.
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Table 8.7. Sanitation provisions-gender and hygiene

Type of institute Own latrine Separate latrine for boys and girls Observed to be

(%) (%) clean (%)
Primary 934 41.0 295
Secondary 95.2 62.7 29.6
College 975 80.5 50.0
Madrasas 76.7 35.6 29.3
BRAC schools 255 18 289
Others 75.8 219 43.3

Secondary schools and colleges reported a high availability of separate latrines
for girls (62.7% and 80.5% respectively) (Table 8.7). Less than half (41%) of
primary schools reported to have separate latrines for girls. BRAC schools
reported the lowest provision of separate sanitation facility for girls (1.8%),
although BRAC schools do not operate beyond primary level.

Further observations revealed that most primary (93.4%), secondary schools
(95.2%) and colleges (97.5%) have their own latrines. About 76.7% of madrasas
and 75.8% of other institutions have their own provisions, and only a quarter
(25.5%) of BRAC schools could claim the same.

As an indicator reflecting the average hygiene and maintenance of latrines, less
than 30% of all latrines were observed to be “clean”, in al institutions. Colleges
and “other institute” types were dlightly cleaner, at 50% and 43.3% respectively.

Student to latrine ratio

Out of the 3,065 schools, only 2,344 institutes reported to have their own latrines.
However, data on the total number of latrines in each institute were not available.
Thus, of the ingtitutes who did have latrines, the equivalent student to latrine ratio
(assuming an average of 1 to 6 latrines per facility, based on field observations)
was found to be in the range of 35.5 to 213.1 students per latrine in primary level,
57.9 to 347.1 student per latrine in secondary level, 33.8 to 202.8 student per
latrine in college level, 37.6 to 225.3 students per latrine in BRAC schools, and
28.2 10 169.0 student per latrine in other institutes (Table 8.8).
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Table 8.8. Student to latrine ration

Student latrine ratio
1Lat./ 2Lat/ 3Lat./ 4 Lat./ 5Lat./ 6Lat./
Sch. Sch. Sch. Sch. Sch. Sch.
Primary 1198 255353 213.1 106.6 71.0 533 42.6 35.5
Secondary 401 139200 347.1 173.6 115.7 86.8 69.4 57.9
College 40 8110 202.8 101.4 67.6 50.7 40.6 338
Madrasas 452 101841 225.3 112.7 75.1 56.3 45.1 37.6

Type of Own No. of
institutes  latrine  students

BRAC 153 18747 122.5 61.3 40.8 30.6 24.5 20.4
schools
Others 100 16895 169.0 84.5 56.3 42.2 33.8 28.2

When compared the high reported use of sanitary latrines, the student to latrine
ratio actually reveals a shortage of actual numbers of sanitation provisions at
these institutes, especially in secondary institutions. This may, in turn, imply that
while there is a high awareness regarding the use of sanitary latrines, the actual
availability of sanitation provisions are still lacking. Therefore, much hardware
intervention/coverage is needed before the prescribed/optimal ratio of no more
than 40 students per latrine (Nahar and Ahmed 2006) can be met in Bangladesh
at large.

Hygiene

With regard to hygiene training, primary and secondary schools reported that
26.1% and 24.9% of their teachers respectively received hygiene training, and
53% and 50% of their students respectively received hygiene education or
training. Madrasas and other institutions reported similar figures. However,
BRAC schools reported a greater percentage of teachers (36.4%) and students
(62.4%) to have received any hygiene education training.

Table 8.9. Hygiene training and practice in educational institutes

Students  Adequate hand-

Educational Tr]eaghers rec.ellved received washing Soap ava Igzle Enough
ingtitutes yglentg training hygiene provisions ntlaar or mOS' e lwat.er n?ar
(%) training (%) available(e) Anne (%) - larine (%)
Primary 26.1 529 84.3 13.7 46.7
Secondary 24.9 50.1 95.2 10.6 63.3
College 22 46.3 97.6 175 80
BRAC 24.1
schools 364 62.4 77.3 9.2
Madrasas 231 51.4 91.7 6.8 451
Others 25.8 61.4 81.8 13.5 60.6

In case of provision for handwashing (Table 8.9), colleges reported the highest
available handwashing provisions (97.6%), followed by secondary (95.2%) and
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primary schools (84.3%). BRAC schools lagged behind at 77.3% being equipped
with available handwashing facilities. The difference in the high reported
hygiene practices (handwashing) and the low hygiene training received by
teachers and students may be, in part, due to the over-reporting that is common in
behavioral observations. Alternately, it may be enquired upon whether formal
hygiene training is really effective, considering that the high hygiene practice in
madrasas derives partly from the culture of madrasas as well. Spot observation
on availability of soap and water near latrine supports such finding (Table 8.9).

Disease profile

Another cross-comparison for the effect or even actual prevalence of hygiene
practices may be the disease occurrence profile of the institutes (Table 8.10). The
following data show diarrhoea as the most common ailment among students,
across al types of ingtitutes (23.1% to 38.7% of all episodes among students).
Dysentery, fever, worms and typhoid ranked next, which indicates four out of
five most common ailments found among students are water-borne.

Table 8.10. Disease profile by institutes

Diarrhoea Dysentery Typhoid Cholera Worms Meades Fever Jaundice

(%) (%) (%) (%) (%) () () (%)
Primary 363 164 2.6 08 5.1 09 163 14
Secondary 3338 154 19 0.4 47 00 180 10
College 231 108 6.2 15 0.0 00 185 15
Madrasa 36.3 15.6 19 03 25 01 168 09
BRAC school  36.9 11.7 14 05 34 07 222 07
Other 38.7 12.2 2.8 06 33 06 204 00
Total 36.0 15.0 22 06 4.1 06 180 10
n 1696 707 102 28 192 26 846 49

In overview, the relatively high proportion of water-borne or diarrhoeal diseases
actually questions the reliability of reported prevalence of handwashing, water
hygiene and sanitation hygiene of these institutions. Different observational
methods would, thus, be needed to accurately obtain the status of various
hygienic activities at educational institutes.

CONCLUSION

Nearly half of the study sample comprised of primary schools, which also have a
high pupil-teacher ratio (44.6). Almost all institutes reported a virtually complete
reliance on tubewells for safe water supply, though less than three-fourth claimed
their own tubewells, which implies accessing shared wells in the vicinity.
However, less than 16% of the tubewells that were tested found to be arsenic-
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free, implying a high risk of arsenicosis in these schools. The provision of safe
drinking water is thus a great standing need at these educational institutes.

A greater proportion of secondary school enrolment was higher for girls.
However, more than a third of those ingtitutes do not have separate sanitation
facilities (and dirty, where found) for girls. Further, the student-latrine ratio was
the highest at secondary level. All of these beckons that adequate sanitation and
hygiene facilities for adolescent girls may be in the greatest need of addressing,
especialy due to anecdotal evidence that school attendance of adolescent girls
increases with adequacy of water, sanitation and hygiene facilities at schools
(Nahar and Ahmed 2006).

While nearly half of al students and about a quarter of all teachers, at most
institutes reported to having received hygiene education, this particular statistics
raises the question as to how under-trained teachers could provide the necessary
hygiene education to these students. Except madrasas, which reported less than
half of their students using soap after defecation, more than three-quarter of
amost al ingtitutions reported to have adequate handwashing facilities. About
three-quarters of the students from these institutes reported to wash their hands
with soap after defecation. In contrast to these high hygiene practice prevalence,
the greater proportion of reported illnesses remain in the realm of water-borne
diseases, with diarrhoea constituting more than half of al episodes among
students. Coupled with the national statistics on diarrhoea prevalence of 25 cases
in the last 15 days (UNICEF 2006), this is an alarming disease burden on
educational institutes. All these indicate a need for more effective, formal
hygiene education/promotion at these institutes, especialy, and for instance,
increasing the use of soap in madrasas. Further, aternative or observational
methods may be incorporated to more accurately monitor the prevalence of
hygiene practices in these educationa ingtitutes.
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Status of Water, Sanitation and
Hygiene in Social and Religious
Institutes

Nasima Akter, Kazi Faisal Bin Seraj, Ananta Z. Neelim and
Tanveer M Kamal

INTRODUCTION

This section assesses the state of water, sanitation and hygiene in various socia
and religious institutes of Bangladesh that play a significant role in maintaining
social stability at community level. A large number of community members both
young and adult come to these social and religious institutes for praying,
religious studies and training, and recreational gathering. Therefore, it is
important to evaluate the condition of water supply systems and sanitation
facilities in these institutes to identify the areas of concern so that actions for the
improvement could be taken. This will make sure that the users of these institutes
have access to these facilities while they are in these premises. It is aso
important for maintaining proper health and living conditions of the people who
work and reside in these institutes. The religious institutes were taken from four
main religions practiced in the country, i.e. mosgues, temples, churches and
pagodas. In addition, socia clubs, bazaars and cooperatives at community level
were also covered in this assessment. But the emphasis is given mainly on
religious institutions to examine the situation. However, the results of this section
may help identify the key challenges and constraints that may be addressed
through the BRAC WASH programme since the programme conceives that
improving WASH services at social institutions may positively contribute in
improving the overall health conditions of community members.
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METHODS

A total of 2,267 institutes were captured in this baseline survey in 75 upazilas.
Nine types of institutions were surveyed, including mosques, temples, churches,
pagodas, bazaar and cooperatives, socia clubs, and non-formal madrasas which
were not captured under educational institutes. In the interest of this baseline
report, these institutes were divided into the categories of mosques, temples,
churches, pagodas, and others. Table 9.1 shows that the surveyed institutes were
mainly dominated by mosques followed by temples.

Table 9.1. Breakdown of institutes

Ingtitutes Percentage of total
Mosque 83%
Temple 11.8%
Church 1.6%
Pagoda 0.3%
Others 3.4%

n 2267

Figure 9.1. Profile of the respondents

Respondent Profile

Others, 15.4% Muazzin, 12.8%

Imam, 16.5%

Member, 36.9% .
Chairperson,

Cashier, 3.7% 14.6%

N = 2,267

The survey findings show that the maority of the respondents were the
committee members of the institutes, followed by muazzins, imams (religious
leaders from Islamic institutions) and chairpersons (Figure 9.1). It isimperative
to mention that the number of mosques covered in the baseline survey is
significantly higher than temples and pagodas as shown in Table 9.1. Because of
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this huge variation in the representation, drawing firm conclusions regarding
WASH status across the different types of institutes may be problematic.
However, the results till provide us with general insights about the WASH status
in some of these types of institutes (i.e. mosgues and churches).

RESULTS AND DISCUSSION
Safe water source — sufficiency and quality

The institutes showed an almost complete dependence on tubewells as the source
of safe water supply. About 70.8% mosques, 83.3% pagodas and nearly half
(46%) of all churches reported that they have their own tubewells, over three-
fourth (77.2 percent) of al temples did not have their own tubewells, implying
sharing of nearby and community tubewells. But it is evident in the baseline
survey that the percentage of using tubewells was higher in the wet season than
the normal (usually dry season) time (Table 9.2).

Table 9.2. Drinking water source breakdown (rainy season)

Monsoon season water collection sources (percentage)

Institutes Tubewells Piped supply Others
Mosque 86.7 5.0 8.3
Temple 97.0 0.7 22
Church 97.3 0.0 2.7
Pagoda 100 0.0 0.0
Others 70 1.3 6.6

Most of the institutes reported sufficient supply of water in dry season (Table
9.3), with pagodas reporting the lowest at 83.3%.

Table 9.3. Reported sufficiency of safe water supply and quality

Institutions Sufficient supply in dry season (as reported)
Mosque 98.5%
Temple 96.6%
Church 94.6%
Pagoda 83.3%
Others 92.1%

State of sanitation facilities

Over half of the community members who come to these institutes reported that
they use sanitary latrines while they visit these ingtitutes. A quarter of all the
boys and one third of all the girls who visit to the temples for religious studies
and training acknowledged open defecation, while half of all the boys and girls at
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pagodas reported ring-and-slab-latrines with no water-seal as their most availed
sanitation option (Table 9.4).

Table 9.4. Sanitation practice in wet season

Open : Ringslab Ring dlab . Go hometo

defecation Pt no w-sedl w-sedl Sanitary defecate

Boy Girl Boy Girl Boy Girl Boy Girl Boy Girl Boy Girl Boy Girl
Mosque 11.0 107 11 13 178 174 78 80 540 539 82 83 02 01
Temple 250 333 00 00 125 111 00 00 500 444 125 111 00 0.0
Church 20.0 200 00 00 100 100 00 00 600 600 100 100 00 00
Pagoda 00 0.0 00 00 500 500 00 0.0 500 500 00 00 00 00
Other 500 500 00 00 00 00 00 00 500 500 00 00 00 00

No latrine

Ownership of sanitary latrine

All the pagodas and over half of the mosgues and churches had their own
latrines, temples were in dire need of sanitation provisions, with only 9% of them
having their own latrines (Table 9.5). In the instances where latrines were found,
churches maintained them the cleanest (71.4%) upon inspection, while mosgues
had the dirtiest latrines with only 35% of them observed to maintain clean
latrines.

Table 9.5. Ownership of sanitary latrines

Ingtitutions Own latrine (percent)
Mosque 65.9%
Temple 9.0%

Church 51.4%
Pagoda 100.0%
Others 10.5%

State of hygiene practice

Only church and pagoda members claimed to receive hygiene training in
substantive numbers (43.2% and 50% of members, respectively). Paradoxically,
mosgues had the high prevalence of sufficient and available handwashing
provisions (93.7%) while about half of all churches reported similar provisions.
Regarding reported hygiene practice, al pagodas reported that their members
using soap after defecation, while far less members of churches, temples and
mosques (40.5, 29.2 and 23.2 respectively) reported to such handwashing
practice.
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CONCLUSION

This chapter focused on the water access, sanitation status, and hygiene practice
of the social and religious institutions of the society. Community members of
different ages and religion frequently visit these institutes for prayer, religious
training and sometimes recreational gathering. Therefore it is utmost important to
ensure good water and sanitation services at these institutes along with household
level services so that BRAC WASH programme can make a long lasting impact
on health condition of the community members.

The baseline survey showed that in sanitation sector about half of al the
ingtitutes reported to use sanitary latrines. All institutions except pagodas need
much hardware support towards adequate latrine coverage. Further, unreliable
reports of practices such as going home to defecate pose uncertainties in
sanitation coverage and practice estimates. Most of all, the lack of gender parity
or gender-friendliness in sanitation provisions at amost al ingtitutions is
alarming.

Hygiene practice at most of the institutions came out with contrasting reports
regarding availability of adequate handwashing facilities on-board. Moderate to
few number of cases reported of hand washing practices using soap after
defecation. Few members from these ingtitutes reported that they received
hygiene trainings.

As an endnote, it may be stressed that social and religious institutions may have
the strongest influence on many communities of rural Bangladesh. Therefore,
targeted interventions to address the key needs may have an impact on improving
the water, sanitation and hygiene conditions and practices of communities.
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Appendices

Appendix 1. Upazila wise estimation of hardcore poor in the surveyed areas

Upazila % of Upazila % of Upazila % of
hardcore poor hardcore poor hardcore poor
Bagharpara 11.33 Manirampur 11.50 Keshobpur 15.50
Jhikorgacha 19.33 Sharsha 20.67 Dumuria 6.00
Digholia 13.50 Fultala 15.50 Rupsha 17.67
Batiaghata 10.67 Trishal 14.00 Mymensingh 21.00
Gaforgaon 12.17 Valuka 15.17 Gauripur 17.83
Haluaghat 18.20 Bagura 12.00 Shibganj 13.17
Kahalu 11.33 Dupchachia 9.02 Sonatala 18.17
Sariakandi 26.33 Shajahanpur 10.17 Nandigram 14.83
Sherpur 14.69 Gabtali 18.67 Dhunot 14.50
Adamdighi 16.33 Birgan 17.11 Biral 2317
Bochaganj 24.67 Kaharol 20.67 Fulbari 22.17
Birampur 20.33 Nawabganj 16.00 Ghoraghat 18.17
Parbatipur 21.83 Hakmpur 19.00 Aatwari 27.00
Pirganj 18.17 Ranisonkail 13.33 Haripur 26.33
Domar 21.83 Nilphamari 22.83 Sayedpur 26.33
Parshuram 16.50 Chagalnaya 9.00 Fulgazi 13.50
Senbagh 8.17 Sonai muri 17.33 Rampal 7.67
Bheramara 26.33 Mujibnagar 18.83 Kendua 17.00
Barhatta 24.67 Tongipara 8.33 Kashiani 9.17
Bhanga 28.50 Sadarpur 23.67 Pangsha 23.33
Vedorganj 15.33 Shibaloy 17.83 Chandpur 16.83
Shaharasti 13.33 Anwara 20.50 Sitakunda 16.67
Ramu 23.00 Ukhia 26.50 Srimangal 27.33
Chunarughat 21.83 Bianibazar 18.00 Jaintapur 25.17
Jagannathpur 26.67 Ishwardi 24.00 Bhurungamari 21.33
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Appendix 2. Details of household composition at surveyed WASH area

Details Male Female Total
% % %
H/H head 38.4% 4.6% 21.3%
Spouse 0.2% 37.0% 18.8%
Children 51.2% 38.6% 44.8%
Parents 1.8% 6.0% 3.9%
Siblings 2.2% 1.3% 1.8%
Others 6.1% 12.5% 9.3%
n 104224 106744 210968

Appendix 3. Disability across poverty class

Details Hardcore poor Poor Non-poor Total
% % % %
Not disabled 98.8% 99.2% 99.2% 99.1%
Physically disabled 0.7% 0.5% 0.5% 0.6%
Other disability 0.5% 0.3% 0.3% 0.3%
Total disability 1.2% 0.8% 0.8% 0.9%
n 33799 53743 123426 210968

Appendix 4. Disability across gender

Details Male Female Total
% % %
Not disabled 98.98% 99.29% 99.14%
Physically disabled 0.65% 0.46% 0.56%
Other disability 0.36% 0.25% 0.30%
Total disability 1.02% 0.71% 0.86%
n 104224 106744 210968
Appendix 5. Disability under 5
Under 5 Rest Tota

Details % % %
Not disabled 99.6% 99.1% 99.1%
Physically disabled 0.2% 0.6% 0.6%
Other disability 0.2% 0.3% 0.3%
Total disability 0.4% 0.9% 0.9%
n 28720 182248 210968

Appendix 6. Economic status of elderly population among surveyed population
(in number and %)

Agerange Ultra poor (%) Poor (%) Non-poor (%) Total

Below 60 38012 (19.41) 48887 (24.96) 108972 (55.64) 195871
60 to above 2629 (17.42) 2857 (18.92) 9611 (63.66) 15097
n 40641 (19.26) 51744 (24.53) 118583 (56.21) 210968
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Appendix 7. Type of educational institutes at surveyed area

Type of institute

%

Primary school 41.9
Junior high school 21
High school 11.2
School and college 0.4
College 13
Dakhil madrasa 5.6
Senior madrasa 18
Non formal religious schools 9.7
Ebtedaiya 21
BRAC School 14.9
BRAC pre-primary 4.6
Others** 4.3
n 3065

** QOthersinclude kindergarten, community school, satellite schools, orphanage, vocational schools, missionary

schools, schools for training the physically disabled, agriculture schools, technical schools, tribal training

schools, and universities.
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Abbreviation
ADP Annua Development Programme
BBS Bangladesh Bureau of Statistics
BHP BRAC Health Programme
BRAC Bangladesh Rural Advancement Committee
CBN Cost of Basic Needs
CFPR Challenging the Frontiers of Poverty Reduction
Cus Center for Urban Studies
EHC Essential Health Care
GoB Government of Bangladesh
HIES Household Income Expenditure Survey
IFH International Scientific Forum on Home Hygiene
IRC International Water and Sanitation Centre
MDG Millennium Development Goal
NGO Non Government Organization
RED Research and Evaluation Division
SFG Specialy Focused Group
SES Socio Economic Status
TUP Targeting Ultra Poor
UN United Nations
UNDP United Nations Development Programme
UNESCAP  United Nations Economic and Social Commission for Asia and the Pacific
UNICEF United Nations Children’s Fund
VERC Village Education Resource Center
WASH Water Supply, Sanitation and Hygiene
wWB World Bank
WFP World Food Programme
WHO World Health Organization
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