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List of Abbreviations

1 8DTP 18 District TownsProjectfor WaterSupply, SanitationandHygieneEducation

BBS BangladeshBureauof Statistics,Ministry of Planning

CSC CommunitySanitationCenter

NGO / CSC All-female team hired on contract to do hygiene education, sanitation
promotion,andotherduties

DANIDA DanishInternationalDevelopmentAgency

Division A project-definedgroupingof towns,not identicalwith nationaladministrative
division

DPHE Departmentof Public Health Engineering, part of the Ministry of Local
Government,Rural Development,and Cooperatives(counterpartagencyfor
18DTP)

HEP HygieneEducationProgram

HTW Handtubewell

kacca Roughly, crudely built; rural style (contrastedwith pucca) [pronounced:
kuchha]

NGO Non-GovernmentalOrganization

ODS OrganizationalDevelopmentSpecialist; over-all supervisorof projectdivision
orpourashava-levelprojectwork

PD ProjectDirector,aDPHE official

P0 ProjectOffice, underdirectionofTeamLeader

pucca Proper,well made;usedto refer to concrete,urban-stylebuildings(contrasted
with kacca)[pronounced:pukka]

PWSS PourashavaWaterSupplySection(managedby PWSSSuperintendent)

SAE Sub-assistantEngineer

SDE Sub-divisionalEngineer

SMC School Managing Committee (made up of local people and government

employees;everyprimaryschoolhasone)
TEO ThanaEducationalOfficer

UNICEF UnitedNationsChildren’sFund

WATSAN Committees A network of thana-levelor union-levelcommitteesestablishedby

DPHE andUNICEFto managelocal waterandsanitationimprovements
XEN ExecutiveEngineer
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Part 3.
Hygiene Education

3.1 Overview of the Hygiene Education Program

and NGO/CSC Teams

3.1.1 The HygieneEducation Program: A Brief Overview

The initial goal of the Hygiene EducationProgram (HEP) hassurvived throughoutthe
project: ‘To increasehygieneawarenessamongthe targetgroup and improvementof their
generalhealthstatus’. The primary target groupis poor women,especiallythosereceiving
project latrines, handtubewells, and/orhand tubewell caretakertraining. Another priority
targetgroupis schoolchildren. (1990Final Reporton Non-TechnicalItems)

An Interim Evaluation (1993) recommended a change in the 1-TEP goal, to bring it into line
with the over-all project goal of ensuring that ‘the Pourashava will be able to run technically,
financially and institutionally sustainablewater supply, sanitation and drainage systems.
Consequently’, this evaluationreport suggested,‘the Project’s endeavorsshould aim at
equipping the Pourashavas with the necessary knowledge, skills, materials etc. to do this. This
also goes for Hygiene Education.hygiene educationshould be well integratedinto these
systems’ (1993:4)

Subsequent efforts to make hygiene education a regular part of the PourashavaHealth
Section,however,provedfruitless. Limited numbersof PHSstaffandotherdemandson their
time preventedthemfrom giving 1 8DTPhygieneeducationthe attention it required.A 1995
evaluationreport summedup this experienceby sayingthat sustainablehygieneeducationat
thepourashavalevel wasnot feasibleunderpresentcircumstances:

“Responsibilitiesfor implementationof a sustainablehygiene education cannot be left
completelyto thepourashavalevel It is increasinglyunderstoodthatthis requiresmorethan
assigningor sh~flingresponsibilities. It needsa long term view and strategicsupportfrom
thecentrallevel, which is beyondthereachofthecurrentproject (MConsult1995 65)

Only ‘the school hygieneprogram,if implementedproperly, will endurebeyondthe project
period’, this evaluation concluded. (p.66)

3.1.1.1 PhaseIII Program Reorganization

Some important changesalso have occurredin HEP administration.During the first two
phasesof theprojecthygieneeducationwascoordinatedby one staffmemberin theoffice of
theProjectDirector(or PD, aDPHE official). For PhaseIII, however,it wasdecidedthatthe
ProjectOffice (managedby theDHV ConsultantsTeamLeader) would handle “software” --

i.e., hygiene education, community participation activities, and women in development
(WID) Thischangewasmadeuponrecommendationfrom an evaluationmission.
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I
Thus in February 1995 the Project Office hired a new staff member to reorganizethe
program,developnew educationalmaterials,arrangetraining, and supervisethe NGOs. In
late 1995/early 1996, when formal responsibilityfor all ‘software’ activities was transferred
from the DPHE/ProjectDirector (PD) to the Project Office/Team Leader, a Community
ParticipationSpecialistwasredeployedto the ProjectOffice Thesetwo staff members,the
HygieneEducationSpecialistandthe CommunityParticipationSpecialist,haveremainedin
their poststo thepiesentdate Their functionsoverlapto someextent.

Thefailed attemptsto engagePourashavaHealthSectionstaff in theprogramled to another I
decision -- in PhaseIII, to give the hygiene educationtask to NGOs who could devote
sufficient time to the effort In some towns preference was given to thoseNGOs who had
already helped with sanitationpromotion. In other towns new groupswere selected.The
projectrecommendedNGOs,and eachpourashavachairmanmadethe final decisionto hire
one’. I
WSSC volunteersalso have beenexpectedto perform hygieneeducationfunctions. Like
NGO workers, they have beentrained in the basic HEP messagesand communication I
strategies.But unlike them, theyarenot paid.

I
3.1.2 HygieneEducation Methods I
Initial project guidelines identified seven basic messagesto be deliveredthe householdor
neighborhoodlevel throughthehygieneeducationprogram(Non-TechnicalAnnexes(1990), I
Vol. 2, p 8)~

1 Usesafewaterfor all purposes; I
2. Maintainyourwatersourceandavoidpossiblecontaminationmodes,
3 Usesanitarylatrines;
4. Disposeofchildren’sfecesin a latrine immediatelyfollowing defecation;
5. Make surethatdrinking waterremainssafeall theway from collectionto drinking;
6 Washyourhandsto an adequatelevel of cleanlinessbeforeeating,preparingmeals,and

after any act relatedto own or children’s defecationor any other act relatedto animal
feces;

7. Dumpyourwastein afixed hole.

In PhaseIII the basiclist was simplified somewhat,with special emphasisplacedon four of
themessages: I
1 Usetubewellwaterfor all purposes;
2 Washhandsafterusing thelatrineandbeforehandlingfood, I
3 All family membersshouldusea hygieniclatrine,
4 Put yourgarbagein afixed place;keepthehomecompoundclean.

I I
In one or two placestwo NOOswereselectedat first ratherthanjustone
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Instructionalmaterialsconsistof: two flip chartseachon safe wateruseand latrine use,a
brochureon handtubewelluseandhygieniccollectionof water,andabrochureon latrineuse
andcleaning.Beneficiaryhouseholdsreceivecopiesof thetwo brochures.NGO!CSCworkers
do demonstrationsofproperlatrine andtubewelluseandmaintenancein neighborhoods.

As previousevaluationreportshavementioned,the samebasicmessagesarecommunicated
to all beneficiariesrather than being adjustedfor different target groups. An important
exceptionis theprimaryschoolprogram,whichhasits own specialcurriculumand materials,
developedin collaborationwith theNGO Forum for Drinking WaterSupplyand Sanitationin
1995. Thiscurriculumhasbeenin usesince1996.

Fourmain communicationapproachesareused:

1. Individualized instruction in the homesof latrine recipientsand trained handtubewell
caretakers;

2. Groupmeetingswith neighborsoflatrinerecipientsandcaretakers;
3 Communitymeetingsto solve localwateruseproblems;
4. Masscampaigns,all associatedwithNational SanitationWeek.

Despitesomeconfusionaboutits over-all goal, 18DTP hygieneeducationhas alwayshad a
soundbasisin its firm connectionto latrine andtubewell distribution. Sanitationpromoters,
at first, and hygieneeducators,later on, have devotedsubstantialeffort to helping (mostly
poor) beneficiariesunderstandhow to use their new facilities. Project hygieneeducation
activities mostly have beendone in accord with the principle that, ‘The ideal timing of
hygieneeducationis at the time of constructionof facilities: the sinking of a new hand
tubewell, the installation of a new houseconnection, new sanitary latrines... When the
attention is there,advantageshould be takenof the opportunity to provide information on
healthandhygiene’.(1993evaluation,p.2)

3.1.2.1 Specific Groups ReceivingHygiene Education

Differentgroupsreceivedifferent typesof technicalassistance(including hygieneeducation)
from the NGO/CSCteams.The most intensiveservicesareprovidedto latrine recipients,
who are visited several times before and after equipment is provided. Hand tubewell
caretakersalso getvisited andinformedabouthygieneprinciples,astheyare expectedto set
goodexamplesfor their neighbors,who alsousetheproject-providedwatersource.

Pipedwater customersareinformedaboutcleaningofwatertanks,but theyusuallyarenotall
providedwith thebasichygieneinstructiongivento theformer two groups.Specialprojects
— on drainageand solid wastedisposal-- havebeenconductedwith pipedsupplycustomers
in sometowns.Most pipedwatercustomersare middle class or highereconomicstatusand
tendto be morewell educatedon averagethanotherprojectbeneficiaries.
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3.1.3 The NGOICSCTeams: Status, Constraints, and Skills

Since 1995-96hygieneeducationhasbeenmoreor less consistentlyprovidedby NGO/CSC I
teams,all females,eachhaving an office in a Community SanitationCenter. The project
actuallyhasmadeuseof local NGOsassanitationpromotersand/orhygieneeducatorssince
1993,but their rolewasadjustedto its presentform in 1995.

The relationshipof NGOs to the projecthasturnedout to be~ more complicatedthanwas
originally anticipated.Therehavebeenmany changes,contractcancellations,and so on. By
theend of 1998 in eight townsteamsoriginally hired throughNGOs had beenput underthe
direct authorityofpourashavachairmen.Ofthetenremaininglocal NGOs,at leasttwo, setup
by chairmenthemselves,mayor maynot do otherwork in their Pourashavas.

Table 3.1.1 Status of NGO/CSCTeams

Town ~JPourashava
Involvement

Contract with
Independent

NGO

Nameof NGO

Barguna ? BahumkhiSamajKalyanSangstha
(BSKS)*

Bhola X JatioBandhiyanParishad(JBP)
Jhalokati X
Joypurhat X
Lalmonirhat X
Magura X
Manikganj X VON.
Meherpur X
Moulvibazar ? ? Protissruti
Naogaon X
Narail X Esho SamajGori
Netrokona X SublamblayUnnayanSamity (SUS)
Nilphamari X JuboAcademy
Panchagarh x

Satkhira X JuboAcademy
Shariatpur X
Sherpur X SamitySangha
Thakurgaon ? 7 Rural DevelopmentProgram(RDP)

I
I
I
I
I
I
I
I
I

* Currentstatus informationnotavailable. I
ChairmanmayhavecanceledcontractwithNGOandhiredstaffdirectly

NGO-projectrelationshipsare set up more as consulting contracts than as public-private
partnerships.TheNGOshaveno otherrole besidesproviding staff. Oncehired,thestaffwork
for thepourashavaand theproject. All programplanning, training, reporting,and so on, is in
the handsof project personnel.Either the PourashavaChairmanor the NGO directorpays
workers’ salaries.Theonly benefitto theNGO in this arrangementis an overheadfee of Tk.
3000 maximumper month. Some NGO contractshavebeencanceledbecauseof payment
irregularities,i.e., taking acut from workers’payor notpayingatall.

I
I

I
I
I

I
I
I
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Being women, the NGO/CSCteammembersare widely consideredto be morehonestand
hard-working than men would be in their positions. One pourashavachairman’s graphic
statementechoedseveralothers’ sentiments:‘If the NGO workers were men’, he said, ‘it
would be hell. Stupidmenwouldn’t producethegoodresultsthesewomendo!’

As they have proven themselves to be generallyreliableworkers, the NGO/CSCteamsin
most towns have been handed more and more project responsibilities. While their basic job is
doing hygieneeducationassociatedwith latrine distributionin poorneighborhoods,theyalso
help with hand tubewell caretakertraining, piped water leakage reduction campaigns,
miscellaneouslocal needsassessmentsorsurveys,andtheschoolhygieneeducationprogram,
while also respondingto sometimesharshdemandsof locally influential people(or citizens
supportedby them).

Expansionof their role has causedmanagementconfusion. Between 1995 and 1997 the
Project Office Hygiene Education Specialist (with support from ODS field managers)
apparentlywasmoreclearly in chargeof theNGO/CSC’sfield activities thanhe is in 1998.
As eachnewtask is assignedto theNGO/CSCa newProjectOffice staffmembercomesout
to superviseMultiple tasksarenot alwayscoordinated.The teamswork for too manybosses,
who may countermandeach other’s instructions This situationhas causedtensionin the
centralofficeand surelyhasinterferedwith theteams’work.

Pourashavachairmen, and even commissioners,as well feel entitled to supervise the
NGO/CSCteams.Someof theseofficials are very supportiveand helpful to them. But there
is always the possibility of ‘interference’ such as: dismissing some team membersand
replacing them with relatives or supporters; demanding that latrines or tubewells be
distributed to political supportersinsteadof project-selectedbeneficiaries;forbidding the
teamsto work accordingto projectguidelines(especiallyin distributionof freeorsubsidized
equipment) Thereevenare occasionalrumorsof physicalabuseor sexuallyharassment.

As theproject endapproachedand workloadsdecreased,theTeamLeaderin 1998 instructed
staff to cut 33 CSC positions,including all night guardsand some CSC/NGOjobs. Most
pourashavachairmenor other officials are acceptingtheproject’sdecision,but in five cases
they are not. One chairman (Jhalokati) is backing up a team member who filed an
employmentdiscrimination court case against the project and the Hygiene Education
Specialist personally. Officials in two other towns (Lalmonirhat and Shariatpur) have
threatenedto sue. And one or two (Narail, Jhalokati) have reversedthe P0’s decisionto
dismiss specific individuals. One other chairman has forbade the Hygiene Education
Specialistfrom goingto theCSCandpersonallythreatenedhim.

Theseactionsprove (if any proof is needed)that the road to ‘sustainability’, or evenpost-
project life, in the 18 townshas many roughspots.Many chairmenappearto be confused
about their rights and responsibilities.They are more ready to protest or fight project
decisionsthan to make the inevitable but financially difficult decisionto sustainproject
serviceswith pourashavaresources.

Confusingdemandsand political interferencecan be resistedby strong teams.Someof the
bestonesare knownto do goodwork despitetheir adversecircumstances.Others,however,
aretoo weakto resistnegativeinfluences.Or theymaylack motivationorskills to do agood
job evenin a supportiveenvironment.
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3.1.3.1 Comparison ofNGOICSCTeams

In order to evaluate the impact of the hygiene education program, it is important to
understandeachteam’sskills and level of effort. The consultantdid field interviewsof eight
teamsandobservedsupervisorsduring gendertraining But the greaterfamiliarity of Project
Office staff is a strongerbasisfor comparingthe 18 teams.

Table 3.1.2 gives a general rankingof thequality of eachtown’s hygieneeducationprogram,
accordingto threeProject Office staff members’over-all assessmentsof NGO/CSC team
skills and various others’ commentson levels of support or interferencefrom pourashava
chairmenor commissioners.Thelist is not basedon any precisemeasurementsandshould be
understoodas an approximationonly. It is presentedhere as backgroundinformation of
possibleusein understandingsurveyfindings presentedin the nextsection.

A more objective assessmentof the teams’ hygiene education skills was made during
October-November1998“NGO RefresherTraining” coursesfor all staff. Thetraining started
with a quiz on (a) the healthrisks and benefitsassociatedwith latrme use,wateruse,solid
wastedisposal,and personalcleanliness;and (b) identificationand causesof specificwater/
sanitation-relateddiseases.Teams’averagescoreswere not high. Rankingof all members’
marks,team-by-teamis indicatedin Table3.13.

Table 3.1.2 Project Office Assessments:Rankingof NGO/CSC Teams

Town
CSC/NGOTeam

Overall
Rank

Quality of \Voi-king Environment

Jhalokati High Stronggroup; Extremelydifficult woiking situationt
Narail High Neutral/Difficult
Naogaon High Difficult
Bhola High Supportive
Magura High Supportive
Satkhira High Supportive
Netrokona High Neutral
Nilphamari Medium Supportive
Joypurhat Medium Supportive
Manikganj Medium Neutral
Moulvibazar Medium Neutral
Lalmonirhat Medium Neutral
Thakurgaon Medium Neutral/Difficult
Sherpur Medium Difficult
Barguna Low Weakgroup;Neutralenvironment
Panchagarh Low Weakgroup; Supportiveenvironment
Shariatpur Low Weakgroup,Difficult environment
Meherpur Low Weakgroup;Difficult environment

I
I

I
I
I
I
I
I

I
I
I
I
I
I
I
I* In Jhalokatithe chairman~sseatis contestedandheldbyan acting chairmanuntil recently
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Table 3.1.3 Ranking of NGO/CSC Teamson Hygiene Education Quiz,
October - November 1998 *

NGO/CSC
Team

Division Score Rank
RangeTeam Members AverageTeam

Magura Magura 45 - 84% 60% 1
Satkhira Magura 13 - 27% 52% 2
Jhalokati Jhalokati 23 - 69% 48% 3
Bhola Jhalokati 26 - 55% 45% 4
Moulvibazar Manikganj 24 - 60% 43% 5
Narail Magura 26 - 74% 41% 6
Meherpur Magura 19 - 81% 40% 7
Barguna Jhalokati 16-56% 39% 8
Shariatpur Jhalokati 18 - 52% 37% 9
Manikganj Manikganj 24 - 46% 37% 9
Nilphamari Nilphamari 23 - 42% 34% 10
Lalmonirhat Nilphamari 16 - 50% 34% 10
Naogaon Nilphamari 19 - 45% 30% 11
Sherpur Manikganj 12 - 52% 28% 12
Netrokona Manikganj 12 - 42% 27% 13
Thakurgaon Nilphamari 16 - 48% 26% 14
Joypurhat Nilphamari 10 - 47% 25% 15
Panchagarh Nilphamari 10 - 39% 23% 16

Source J8DTPTraining NGO/CSCSupervisors.ProjectOffice

Along with team members’skills, the amount of contact with the public will influence
programimpact.The level ofhygieneeducationprogrameffort is monitoredandreportedon
quarterly, as numbers of visits to households or other educational activities, such as
group/communitymeetings.Table 3.1.4 comparesinformation from the April-June 1998
quarterlyreportwith surveyinformation on the meannumberof dayssincethelastvisit by a
CSC/NGOteammember.(This reportreflectsactivity shortly beforeand during thetime of
thehouseholdsurvey).

The size of a town is anotherfactor that may influence NGO/CSC teams’ effectiveness.
Naogaon,for example,is avery largetown Theteam,which is not largeenoughto coverall
beneficiaryhouseholds,apparentlyhas decidedto work intensivelywith a smallernumber
ratherthansuperficiallywith all.

In five towns — namely, Jhalokatiand Bhola (at the recently-visitedend) and Panchagarh,
Naogaon,andNilphamari(at thelower contactend)— questionnaireresponsesagreemoreor
less with official contact reports of high volume household visits Some puzzling
discrepanciesexist. For example, Lalmonirhat has low official numbers of visits per
household,but householdrespondentsreportedbeingrecentlyvisited. In SatkhiraandMagura
householdresponsesdid not reflect the high volume of beneficiary contact indicated in
official monitoringreports.
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Table 3.1.4 Level of RecentBeneficiary Contact, by Town:
Hygiene Education Activities, January - June 1998,
Quarterly ReportsCompared to QuestionnaireResponses

Town Latrine
Bdneficiaries*

Questionnaire
Responses

April - June 1998

Target
PhaseIII

Average No. of
Days Since
Last Visit

Total
Visits*

Average
Visits per
Household

Group and
Community
Meetings*

Barguna 1284 10.4 862 0.67 28
Bhola 2013 16 1 2357 1.17 34
Jhalokati 1967 13.1 3845 1.95 52
Joypurhat 2720 25.2 1500 0.55 130
Lalmonirhat 3168 12.7 581 0.18 61
Magura 1354 36.6 2168 1.60 59
Manikganj 2518 21.9 1509 060 18
Meherpur 2000 20.2 415 0.21 45
Moulvibazar 1990 22.0 843 042 26
Netrokona 2167 24.1 1246 0.57 17
Naogaon 6146 55.3 0 0 00 92
Narail 1596 284 658 0.41 7
Nilphamari 2806 60 5 90 0 03 10
Panchagarh 1871 46.5 195 0.10 26
Satkhira 4177 325 4934 1.18 59
Shariatpur 1803 290 1142 0.63 33
Sherpur 3375 263 1930 057 38
Thakurgaon 2146 32.6 675 0.31 3l

I
1

________ _________ _________ _____________________ I
________ _________ _____ ______ ________ I

________ _________ _________ _____ ______ _________ I
________ _________ _________ _____ ______ _________ I
________ _________ _________ _____ ______ _________ I
________ _________ _________ _____ ______ _________ I
________ ________ _________ ____ ______ ________ I
________ _________ _________ _____ ______ _________ I
________ _________ __________ _____ _____ _________ I

* Sources ~ andIO~QuarterlyProgressReportsJ8DTP-III (Dhaka) I
Furthercommentsby project beneficiariesconcerningthe hygieneeducationprogramare in
Section3.2.2.
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Town populations,rankedaccordingto 1996estimatedpopulationsizewithin eachdivision2,
areindicatedin Table3.1.5.

Table 3.1.5 1996Population Figures of Project Towns

Division Town Population
Jhalokati Barguna 25.890

Bhola 40,680
Jhalokati 39,650
Shariatpur 36,370

Manikganj Manikganj 60,760
Moulvibazar 40,120
Netrokona 46,110
Sherpur 68,040

Magura Magura 43,370
Meherpur 27,410
Narail 32,180
Satkhira 84,210

Nilphamari Joypurhat 45,800
Lalmonirhat 68,340
Naogaon 123,900
Nilphamari 40,070
Panchagarh 37,710
Thakurgaon 43,270

3.1.3.2 Conclusion

In brief, four factors appearto determinean NGO/CSC team’s effectiveness.Of greatest
importance,to be sure,is theskill andmotivationof teammembersthemselves.Secondis the
level of supportor “interference”theyget from locally powerfulpeople Third is the volume
of beneficiary contact, largely determined in this project by the scheduleof latrine
distribution. Fourth is the sizeof the town and whetheror not the staffing is adequateto
providehygieneeducationfor all beneficiaries.

The quality of the educationalapproachis all-important. In a project of this scale and
complexity, the approachseems appropriatelysimple and practical. The extent to which
projectmessageshavereachedbeneficiarypopulationsis reviewedbelow, in Section3.2.

2 Sourceof information 1995 ProjectDocument,p8
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I
3.2 Program Impact Indicators:

HouseholdSurvey Findings

A quasi-experimentalmethodhas been usedto assessthe impactof the hygieneeducation
programon knowledgeand practice.Householdsreceiving project hygieneeducationhave I
beencomparedto a “control” group of householdswho did not receive project hygiene
education3.

Detailed questionnaireinterviewswere done in a total of 2851 householdsin all 18 towns.
(The questionnaireis in Annex 3.2.) A stratified sampling method was used Sample
householdswere randomly selectedfrom five lists: (1) project latrine recipients, (2) hand
tubewell recipientsor caretakers,(3) householdswhosetubewell platforms were replaced
through the project, (4) pipedwater supply customers,and (5) householdsidentified (in a
previousproject survey)as having no latrines. Most householdsin the final group, it was
assumed,would serveascontrols.Twentypercent(574)of the 2851 householdsselectedby
this methodhadreceivedno facilities throughtheproject. I
A review of thehygieneeducationhistoryof samplehouseholdsproduceda re-classification
into four newgroups,basedon hygieneeducationlevels: I
1. “Intensive“project hygieneeducation

Respondentsreportingthat they had beenvisited and instructedon hygienematersby
NGO/CSCteammembers;or thosein possessionof projectmanuals

2. “Some”projecthygieneeducation
Other respondents,not meetingcriteria of (1) but otherwiseindicating familiarity with
projectpeopleormaterials.

3. “Other” hygieneeducation
Respondentsnot in (1) or (2) but mentioningdiscussionof health matterswith other
professionalsor groups(suchasanNGO).

4. “None”
All respondentsnot meetingthe abovecriteria were consideredto havehad no formal
hygieneeducation.

As Table 3.2.1 shows, 93 percentof those having receivedlatrines(with or without other
facilities) also received “intensive” hygiene educationservices,as per project guidelines.
Someoftheirnon-beneficiaryneighborsbenefitedfrom this serviceor others.But 51% ofthe

non-beneficiarygroupwerefoundto havereceivedno hygieneeducationfrom anysource.

I
I
I

This methodis usedin lieu of astrongbaselinestudyagainstwhich to measureprojectimpact
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Table 3.2.1 SampleGroups, by Hygiene Education Level (Percentages)

SampleGroup:
Hygiene

Education Level

Latrine
Beneficiary *

n=1549

Other
Beneficiary

n=728

Non-
Beneficiary

n574

Total

n2851
Project:Intensive 93.4 62 9 5.9 68.0
Project:Some 4.5 18.0 32.1 13.5
OtherEducation 0.1 11.0 2.2
None 2.2 19.0 51.0 16.3
* With or withoutotherfacilities, suchas a handtubewell

3.2.1 Demographic Characteristics of SampleGroups

Table 3.2.2 describesthe economicstatusof samplehouseholds4.As might be expectedfrom
the project’semphasison the“poorestof thepoor,” latrinerecipientswere foundto be poorer
on average(59% low incomeorvery poor5)thanhouseholdswho hadreceivedonly tubewells
or pipedwatersupplycustomers.Non-beneficiaries(70%low incomeor very poor)were the
poorestof all. The middle/mediumincomegroup’s reportedmonthly takaincome is within
thenationalTk. 3 000-4999median.(BBS 1995.69)

Table 3.2.2 HouseholdEconomicStatus:
ReportedMonthly Incomesand Percentagesby SampleGroup

EconomicStatus Very
Poor

Low
Income

Medium

Llncome

High
Income

Total

Median ReportedI-Iousehold
Income(Tk./Month) 1,500 2,000 4,000 10,000+

SampleGroup:

-________

Latrine Beneficiary 6.8 523 40.0 0.9 100

OtherBeneficiary 1.8 148 54.3 29.1 100
Non-Beneficiary 12.7 57.1 30.0 0.2 100
All
(n)

6.7
(192)

43.7
(1,246)

41.6
(1,186)

8.0
(227)

100
(2,851)

Being largely poor, the householdsin this study dependmostly on daily-paid laboring
employmentorpetty businessactivity for their survival.Most women,regardlessof economic
status,do not work outsidethe home. Table 3 2 3 describesoccupationsof all adults in the
study sample.

‘ Economicstatus was determinedby a weightedscore of seven different factors (house constructiontype,
numberof rooms in house,have servants/not,own more than two suits of clothes,whetherhad to borrow
money for foodlnot, amountspent on most recentreligious festival, and householdmonthly taka income).
Such an estimateis consideredmore reliablethan one that dependsentirely on truthful answersto questions
about income
If the projecthaddistributed latrinesentirelyaccordingto guidelines,of course,100%of latrine beneficiaries
would havebeenfoundto be poor.
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Occupation Latrine Latrine
and Other

HTW Service
Connection

Noii-
Beneficiary

Total

M F M F M F M F M F M F I
Day-labor 31.46 2.26 2113 3.68 2375 256 2367 180 2493 1.19 27.17 2.12 1508

Business 28.79 108 2676 1.10 3000 064 3551 173 3167 060 313 1.26 1678

Agriculture 13.08 034 1042 037 1500 064 9.74 0.27 1642 0.00 1201 030 636

Private Serv 825 216 648 2.57 813 192 1085 247 645 208 889 228 570

Government 5.49 1.47 2282 1 84 6.88 064 654 1 67 645 1.19 731 151 451
HHWork 1294 9269 1239 9044 1625 9359 1369 92.07 1408 9494 1336 9254 51 57

Total Count
Percent

2,133
100

2,037
100

355
100

272
100

160
100

156
100

1,622
100

1,500
100

341
100

336
100

4611
100

4,301
100

8,912
100

Tablesdescribingdemographiccharacteristicsof samplegroupstown-by-towncanbe found
in Annex 3.2.

3.2.1.1 Hygiene Education RecipientsCompared to Control Group

Table 3.2.4 comparesdemographiccharacteristicsof respondentsin the different sample
groups. The groupswith “intensive” and “no” hygieneeducationare more similar to each
otherthanto theothertwo groups, in termsof economicandeducationa]statusand religion.
The following analysis,therefore,will emphasizefindings on thesetwo more comparable
samplegroups.Comparingthosewith andwithout projecthygieneeducationalso,of course,
offersthebestchanceof assessingprogramimpact.

Wheneverpossibletestsof statistical significanceare donefor findings. Thesetests areof
various types,mostly chi-squareandPearson’sconelation,or one-wayANOVA. The SPSS
statisticalprogramhasbeenusedto identify significantfindings Any with p<.O5 have been
usedin the analysis6.

3.2.1.2 Limitations of the Study Method

Insufficient baselinedata
Thequasi-experimentalmethodis neededin this casebecausesamplingandscopeof baseline
studiesdo not permita comparisonto pre-projectconditions.

Controlgroup affectedby theproject
As residentsof project towns,peoplewithout hygieneeducationare not as free of project
influenceasideal “control” groupsshouldbe.

Interview teamswereall male
While most respondentswere female, all survey interviewerswere male. This may have
affectedthequality of informationon somesensitivehygienetopics.

6 The p valuesindicateprobability ofa differenceoccurringby chanceNormal testsrequirep< 01 or p<.OSfor

a finding of significance
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Omissionofinformation onsomebeneficiaries
The analysispresentedbelow has less information on the point of view of piped supply
customers,and those with project tuhewells only, than on latrine beneficiaries,who are
almost all included As Table 3.2.1 shows, 18 percentof these “other” beneficiariesare
excludedbecausethey arenot in the“intensive” hygieneeducationgroup,nor aretheyin the
“no” hygieneeducationgroup.

Dependenceon questionnairesurveydata
If time hadpermitted,it would havebeenusefulto do more direct, intensivestudyof aspects
of water and sanitationknowledgeand behavior reviewed below For example, one-day
observationsofspecifichouseholdswould haveshedlight on how andwhy peoplebehave.In
the interestof studyinghabitsof atruly representativesampleof beneficiariesin all 18 towns,
morequalitativeapproacheswerebypassed.As aresultsomefindings aredifficult to explain.

Table 3.2.4 DemographicProfiles of Hygiene Education Comparison Groups

Hygiene Education Level Project HE
Intensive

Project HE
Some

Other HE No HE

Demographic
Characteristic
Population 10,719 1,942 342 2,361
Households 1,938 384 64 464
MeanHHSize 5.5 5.1 5.3 5.1

EconomicStatus

Very Poor 5.9% 6.0% 12.5% 9.9%
Low Income 44.0% 39 1% 64.1% 43.7%
Medium Income 44.0% 40 4% 24.4% 35.1%
Highlncome 6.1% 14.6% -- 11.4%
Religion

Muslim 87.8% 83.6% 85.9% 88.6%
Hindu 11 9% 15 4% 14.1% 11.2%
Other 0.4% 1.0% -- 0.2%
Respondent’sSex

Male 11.5% 195% 6.3% 21.5%
Female 88 5% 80.5% 93.8% 78.5%
Mean SchoolYears

Male 7 10 0(n3) 9

Female 4 4 2 4
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3.2.2 People’sPerceptions
of Project Hygiene Education Services

Respondentsconsideredto havehadtheproject’sfull (intensive)hygieneeducationtreatment
were askedhow many times they had beenvisited by the CSC/NGOteammembers,how
recently,and whethertheyhadfound the informationuseful or not. Responsesvariedfrom
onetown to another.

Latrinerecipientshadbeenvisited an averageof ten times by CSC/NGOteammembers,who
are locally referredto as the ‘latrine sisters’(paikhanarapa) or ‘pourashavawomen’ Themost
recentlyvisited households,on average,werethosein. JhalokatiTown,Bhola, Barguna,and
Lalmonirhat.

As acheckon their familiarity with visiting programpersonnel,respondentswere askedto
mention a CSC/NGOworker’s name. The answersdiffered from town to town. A correct
identification level of around 50% seemsto indicateeither (a) active current/recentcontact
with beneficiaries,or (b) that meaningfulcommunicationhasoccurred.(Table 3.2.5 presents
findings.)

Table 3.2.5 Respondents’Familiarity with CSC/NGO Workers’ Names(Percentages)

I
U
I
I
I
I
I
I
I
1
I
I
I
I
I
I
I
I
I
I
I

Division/Town RespondentsWho Said CSC/NGO WorkerVisitedtheHouse
Mentioned Correct

Name
Mentioned

Incorrect Name
Could Not

Identify/No Info.
Jhalokati Division
JhalokatiTown 49 50 1
Bhola 46 53 1
Barguna 67 33
Shariatpur 30 70

Magura Division
MaguraTown 22 77 1
Narail 24 75
Satkhira 29 70 1
Meherpur 56 43 1
Manikganj Division
ManikganjTown 22 76 3
Moulvibazar 11 34 55
Sherpur 27 72 1
Netrokona 23 77

Nilphamari Division
NilphamariTown 25 75
Panchagarh 24 74 1
Thakurgaon 37 63
Joypurhat 17 83
Naogaon 6 93 2
Lalmonirhat 51 46 5
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An indicatorof respondents’appreciationof theNGO/CSC teamsis how theyrank them as
healthinformationsources.Projecthygieneeducatorsrankedfifth: abovetheTV andafterthe
radio, on frequentlymentioned“most trustedhealth information sources.”Theseresponses
wereconsistentfrom town to town. Thefive mostmentionedsourceswere:

1. Family PlaimingField Workers
2. ImmunizationHealthWorkers
3. Radio
4. CSC/NGOProjectWomen
5.TV

(39%mentioned)
(36%mentioned)
(12%mentioned)
(8% mentioned)
(3% mentioned)

Asked whetherthey had learnedanything newand useful from the projectteam, amajority
(55%) saidtheyhad not. Oneexceptionwas Lalmonirhat,where81% said theyhad learned
new and useful things. Similarly, 70% of Nilphamari and 56% of Panchagarhrespondents,
though lessrecentlyvisited (average80 and 70 daysago, respectively),saidtheyhadlearned
useful thingsfrom theproject’shygieneeducators.

Somevery importantcommentsweremadein responseto further probing.Whenaskedwhat
they felt they had learned,more than half said that they had less diarrheabecauseof the
project.Commentsaresummarizedby division in Figure3.2.1.

Figure 3.2.1 PerceivedValue of Hygiene Education, Divisional Comparison
70%

60% 1

50% I

40%

30%

20%

10%

- — -—- —

JhaFokati Magura

Responsesof 478 beneficiaries,all hygieneeducationrecipients
The most frequentlymentionedbenefitsof the programwere diarrheareduction,otherhealthimprovement,and
healthawareness.

DIarrhea Reduced

——Oiher Health Improvemeni

—e-—Heatik, Awareness Improvement

Manikganj

-

Nilphamarl
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3.2.3 DomesticWater Use

3.2.3.1 Safe/ Unsafe Water Uses

Thesurveyinvestigatedwatersourcesusedfor eight householdpurposes~drinking, cooking,
bathing,utensil washing,washingvegetables(possibly eatenraw), soakingpanthabhat (a
breakfastfood, cookedrice from theeveningmeal soakedwith water and eatenwithout re-
heating),clotheswashing,andpriming thehandtubewell pump(a possiblesourceoftubewell
watercontamination).

Alternatewater sourcesare used for different purposesin the 1 8 towns, as elsewherein
Bangladesh.Sevencommonly used sourcesare: hand tubewell (shallow or deep), piped
supply in house,streethydrant(pipedsupply),mud or concretewell, pond,andcanalor river.
Basedon the relativepossibility of fecal contamination,tubewells,piped supply, and wells
are classified as “safe” water sources; and pond, canal, river are classified as “unsafe”
sources7. 1
TheBangladesharsenicproblemhascausedtheprojectrecentlyto modify themessage,‘Use
tubewell waterfor all purposes’,in towns where arsenichasbeenfound in tubewell water8.
During the lastmonthsof theproject a significanteffort is underway to educatethe public
about arsenic hazards. The present study, however, has been done to evaluate the
effectivenessofwork doneundertheearlierassumption,thattubewellwaterwassafe. I
Table 3 2.6 presentsfindings on all sourcesusedby samplehouseholdsfor five domestic
purposes.Drinking “safe” wateris a virtually universalpractice.Soakingpanthabhat, often
donewith pondwaterelsewherein Bangladesh,also wasfoundto be generallydonewith safe
waterin thissample.For otherusesthereis no significantdifferencebetweenthepracticesof
householdswith or without projecthygieneeducationwhendataare groupedtogetherin this I
way.

In town-wisecomparisons,however,differencesdo appear.The greatestdifferencesbetween I
project hygieneeducationand control groupsare found in threeJhalokatiDivision towns,
JhalokatiTown, Bhola, and Barguna.Householdsof thesetowns tend to usemore “unsafe”
waterthando householdsof other 1 8DTPtowns.But projecthygieneeducationrecipientsare
significantly better than controls, which they mostly are not elsewhere. Figure 3.2.2
demonstratesthis point for utensil washing. The samepattern is characteristicof other
domesticwateruses.

A possibleexplanationfor the differencebetweenJhalokatiDivision towns and othersis the
greateruseof deeptubewellsin thosetowns. Being moreexpensiveto install than shallow
tubewells,deeptubewellsare fewer in numberand thereforeless easilyavailable. Another
factor is the greateravailability of surfacewater Jhalokatitowns are in the southerndelta I
area,crossedby numeroussmall waterchannelsanddottedwith ponds.

I
~‘ Thereis disagreementaboutwhether mudwells actuallyaresafe,but this studyclassifiesthemas safebecause

of their supposedisolationfrom sourcesof fecal contamination.
~ Theproject townsmostaffectedby arsenicin tubewellwaterare.Magura,Manikganj,Meherpur,Narail,

Satkhira,andSherpur
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Table 3.2.6 Safe/ UnsafeWater Uses,by HygieneEducation Level

UseofWater Hygiene Education Level
Intensive Project HE

Households Percentage
I None

j Households ] Percentage
Drinking
Safe 1875 100%

J
J~ 457 100%

Unsafe 0 0% 0 0%
Utensil Washing
Safe 1639 87% 381 84%
Unsafe 236 13% 75 16%
Total 1875 100% 456 100%

Vegetable Washing
Safe 1701 91% 396 88%
Unsafe 167 9% 56 12%
Total 1868 100% 452 100%

Soakingpant/ia bhat
Safe 1836 98% 434 97%
Unsafe 32 2% 12 3%
Total 1868 100% 446 100%

Priming HTWPump
Safe 1182 89% 298 92%
Unsafe 151 11% 26 8%
Total 1333 100% 324 100%

Comparinghygieneeducationrecipientsandcontrolsin othertowns (besidesJhalokati,Bhola
and Barguna),statisticallysignificantdifferencesin safewaterusewere found sporadically.
In Shariatpurhouseholds,hygieneeducationrecipientsmadesignificantly moreuseof safe
water for laundry andvegetablewashingthan did controls. In Manikganj the samewas true
for laundry and vegetablewashing. In Moulvibazar more hygieneeducationrecipientsuse
safewaterfor utensilwashingthancontrols; and in Sherpurmoreusesafewaterfor laundry.
In Netrokonahygieneeducationrecipientsmadesignificantly lessuseof safewaterfor hand
tubewell priming thandid controls.No simple explanationcomesto mind for thesepatterns.
It seemsunlikely that suchpiecemealresultswould indicateproject impact.

Certainregionsseemto havebetterover-all waterhabitsthan others.In NilphamariDivision,
for example,bothprojectand controlhouseholdsusemore“safe” watersourcesthanin other
divisions. JhalokatiDivision hasthegreatesttendencyto use“unsafe”water,makingproject
influenceespeciallyremarkable.

Hand tubewellpumppriming, a potential sourceof domesticwater contamination,shouldbe
donewith safewater. But the hygieneeducationprogramonly beganto addressthepractice
recently,whenNGO/CSCteamsgot involved in handtubewell caretakertraining. So it has
not beenan emphasisof the hygieneeducationprogram.Pump priming is not donewith tara
pumps. So the question of water used for priming is not relevant to project-provided
equipmentusein towns,suchasMagura,wheretarapumpsarethetypeprovided.It still is an
issue,however,of concernto themajority of households,whouseothertypesofpumps.
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Figure 3.2.2 SafeWater Usedfor Utensil Washing, Divisional Comparison
BetweenHygiene Education Recipients and Control Group

Jhalokai’ Magura Manikganj
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Nllphaman I
Hygieneeducationrecipientsmake less useof safewater for utensil washingthan do controls in all divisions
exceptJhalokati

Figure 3.2.3 Water Usedfor Hand Tubewell Priming, Divisional Comparison, I
Hygiene Education RecipientsOnly

60% I
50% I
40% I
30% I
20%

10% I
0%
Jhalokati Magura Manlkganj Nilphaman

In Jhalokati Division project-educated households, there is more use of unsafe water to prime tubewell pump, in
Nilphamari Division, lessuse
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As Figure3.2.3 shows,NilphamariDivision is the only projectareawherehygieneeducation
recipientsmake more use of safe water than unsafe for this purpose. (But there is no
significant differencebetweenNilphamariDivision hygieneeducationrecipientsand controls
on this point.) Although Jhalokati project educatedhouseholdsmakemore useof unsafe
water for pump priming than others,non-educatedhouseholds’practicesare even worse
(significantlyso).

3.2.3.2 Observed Cleanlinessof Tubewdll Platform

Improvementand maintenanceof the tubewell platform is an important project activity.
Platforms themselveshave been upgraded, and hygiene educators try to motivate all
beneficiariesto keepthemclean.Handtubewellcaretakersare expectedto setanexamplefor
others

Surveyinterviewersobservedthe condition and cleanlinessof the platformsof households
with tubewells. There were interesting differencesfrom one project area to another. In
MaguraandManikganj townshygienerecipients’platforms were muchcleanerthancontrols’.
This was also true in threetownsof NilphamariDivision -- NilphamariTown, Panchagarh,
and Thakurgaon. But in Naogaon(Nilphamari Division) hygiene educationrecipients’
tubewellplatformsweredirtier thancontrols’ to a statisticallysignificantextent.In otherareas
therewere either too few tubewellsto compare(as in JhalokatiDivision) or no significant
differencesbetweenthetwo comparisongroups.

3.2.3.3 Managementof Drinking Water

It is generallyassumedthat hygieneeducationrecipientswill collect drinking water from a
safesourcein a cleanvesselandthenstoreit in a coveredcontainerin an elevatedplacein the
home A basicmessageof theprogramis to keepdrinking waterclean from the sourceto the
mouth. Three indicators are used to assessprogram impact. (1) explanation of a project
brochure picture demonstratinghow to clean the water collection vessel; (2) location of
drinking watercontaineron floor or in an elevatedplace;and (3) whetherthedrinking water
containeris coveredor not. (Thefirst testresultmaybe distortedby the factthat somecould
readthe brochureand give a correctmeaningwithout previouslyhaving receivedhygiene
education;but educationlevelsare low enoughin thetwo studygroupsto makethetest still
worthwhile.)

Brochure Explanation
Generallysimilar percentagesofhygieneeducationrecipients(78%)arid controls(73%)gave
correct or partially correct explanationsof the brochure But in two towns -- Meherpur
(MaguraDivision) andNetrokona(ManikganjDivision) -- hygieneeducationrecipientsgave
significantlymoreaccurateexplanationsthancontrols.

Location ofDrinking Water Container in theHome
Slightly morethanhalfof all hygieneeducationrecipientskeepdrinking watercontainerson
thefloor insteadof an elevatedplace But evenmoreof thosewithout hygieneeducationkeep
them on the floor. (Table 3.2.7) In three project towns hygieneeducationrecipientswere
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I
significantly more likely to keep their containersin an elevatedplace than were controls:
Moulvibazar and Netrokona(Manikganj Division), and Lalmonirhat (Nilphamari Division).
Lalmonirhatproject-educatedhouseholds,with 57% of containerson the floor, werenotup to
theprojectstandard;but theyweresubstantiallybetterthancontrols(82%of containerson the
floor).

Table 3.2.7 Location ofDrinking Water Container, by Hygiene Education Level
(n = 2,074households)

Respondents Drinking Water Container Location
On Floor Elevated

IntensiveProjectHE 50.7% 49.3%
None 59.5% 40.5%
All 52.4% 47.6%

Drinking Water ContainerIs Coveredor Not
Coveringthe drinking water containeris a widespreadpractice.So both hygieneeducation
recipients and controls alike were found to do so 80%-95% of the time, especially in
Jhalokati,Magura,andManikganj divisions,with no significantdifferencesover-all between
thetwo comparisongroups.

In NilphamariDivision householdscoveringis generallyless frequent(56%) than in other
divisions. But importantdifferenceswere found betweentowns In Thakurgaon,Joypurhat,
andLalmonirhatproject-educatedhouseholdsweremore likely to covertheirdrinking water
containers.But in Nilphamari, Panchagarh,and Naogaonthey were less likely to do so.
(Differenceswere statisticallysignificant in PanchagarhandNaogaon.)

The only otherstatisticallysignificantfinding on coveringthehouseholdwatercontainerwas
in Moulvibazar,wherehygieneeducationrecipientsperformedbetterthan controls (91%vs.
84%covered).

3.2.3.4 Discussion:Domestic Water Use/ Management

Thehygieneeducationprogramdoesnot seemto havealteredpeople’swaterusehabitsto any
significantextent. Despitethe consistentprojectmessageto ‘use safewater for all purposes’,
hygieneeducationrecipients’ water use habits are not significantly different from others’
except in three towns of JhalokatiDivision (Jhalokati Town, Barguna,and Bhola) and in
limited ways for other specific towns. The Jhalokati case shows important differences
betweenhygieneeducationrecipientsandcontrols,eventhoughthereis generallylessuseof
safewaterin this division thanin others.

Handtubewell pump-primingis a practiceof specialconcern.Project-educatedhouseholds
makemoreuseof unsafewater for this purposethando controls. In Netrokona(Manikganj
Division) poorerperformancein project-educatedhouseholdswasstatisticallysignificant.

Positivefindings indicatedlimited project-relatedimprovementsin waterusein: Shariatpur
(JhalokatiDivision),Manikganj,Moulvibazar,andSherpur(all threein ManikganjDivision).
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Managementof householddrinking water was found to be only slightly better in project-
educatedhouseholdsthan in control householdsConsideringthat more thanhalfof project-
educatedhouseholdskeep their drinking water containerson the floor, project messages
cannotbe said to havehad a strong effect. In most towns there is little differencebetween
project-educatedhouseholdsandcontrolsin whetherdrinkingwatercontainersarecoveredor
not A positivefinding, that theyaremorelikely to be covered,wasmadein only four towns:
Moulvibazar,Thakurgaon,Joypurhat,andLalmonirhat. In threeothers,however,therewasa
negative finding, that they are less likely to be covered Nilphamari, Panchagarh,and
Naogaon.

3.2.4 Sanitation

Findings on sanitation practice reveal a stronger program effect, especially on latrine
maintenanceanduse,amajorprojectfocus.

3.2.4.1 Latrine Maintenance and Use

Hygieneeducationprogramimpact on latrine maintenanceand usewas measuredby three
indicators:

1. Observedcleanliness“condition” ofthehouseholdlatrine
Measuredaccordingto (a) whetheror not the pit was filled up, whetherthe pan was
cleaned,muddy,or hadvisible fecesor fecessmear;(b) whetherfeceswerevisible on the
groundnearthe latrine,and(c) whetherhumanfeces(normally infants’ feces,if any) were
visible in the courtyard.

2. Evidenceofhygienic latrine use “behavior”
Indicatedby the observedpresenceof (a) sandals,(b) water pot, and/or (c) soapor ash
nearthehouseholdlatrine

3. Ageat which smallchildren begin to usethe latrine
As reportedby respondentswith small children.

For the first two indicators,eachsamplehouseholdwas given “condition” and “behavior”
scoresbasedon surveyor’sobservationsThe maximumhouseholdlatrine “condition” score
was 100, and“behavior,” 99.

As Figure 3.2.4shows,thehygieneeducationprogramhasbeenagreatsuccessin motivating
people to keep their latrines clean. The higher “condition” scoresof hygiene education
recipientsarestatisticallysignificantin all townsexceptNaogaon(wheretheyarehigher,but
notsignificantly so).

Properlatrineuse,asindicatedby the “behavior” score,however,is only a limited success.As
Figure 3.2.5 shows, “behavior” scoreslag far behind“condition” scores.(This is truefor all
project towns.) Yet hygieneeducationrecipients’ latrine behavior scoresare better than
controls,especiallyin JhalokatiandNilphamariDivisions (seeFigure3 2.6.)
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Figure 3.2.4 Latrine CleanlinessCondition Score,Divisional Comparison
BetweenHygiene Education Recipientsand Control Group
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Figure 3.2.6 Latrine Behavior Score,Divisional Comparison
BetweenHygieneEducationRecipientsand Control Group
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Hygieneeducationrecipients’ latrine-usebehavioris betterthan in control groups,but only minimally soin two
divisions

Relativeto controlshygieneeducationrecipientsshow signsof betterlatrine behaviorhabits
thancontrolsin elevenprojecttowns.Findingsarepresentedin Table3.2.8.

3.2.4.2 Age at Which Children Begin to UseLatrine

The hygiene educationprogram strives to motivate all family membersto use sanitary
latrines.Thedefecationbehaviorof very young children is of specialimportance. Normally
they are allowedto go whereverthey wish. Becausemany Bangladeshisdo not consider
children’s fecesharmful in any way, the fecesare left for animals to clean up or ignored
entirely.Thus,hygieneeducatorsencourageprojectbeneficiariesto train theiryoungchildren
in hygienic latrineuseandto carefullydisposeof fecesofthosenotusing latrinesyet.

Householdsurveyrespondentswere askedat what age they expectedtheir children to start
using the family latrine. The mean age mentioned by respondents(n=1239) of both
comparison groups combined was 3.31. Comparing hygiene education recipients with
controlsshowedsomedifferencesbetweentowns. In all townsof JhalokatiDivision except
JhalokatiTown, hygienerecipients’children start using latrinesslightly later on averagethan
do controls’ children -- around age 3.2 years vs. 3.1 years, not a statistically significant
difference.(SeeFigures3.2.7and 3.2.8.)

In mosttowns of theotherdivisionshygienerecipients’childrenstartusing latrinesat earlier
ages,exceptin ManikganjTown andLalmonirhat.

Magura Manikganj Nilpharnan
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Division Town Recipientsof Project Hygiene Education
Behavior

Significantly
Better

Behavior Not
Significantly

Better

Behavior Worse
Than Controls

Jhalokati Bhola X
Barguna X
Jhalokati X
Shariatpur X

Manikganj

.

Manikganj X
Moulvibazar X
Netrokona X
Sherpur X

Magura Magura X (not significant)
Meherpur X
Narail X
Satkhira X

Nilphamari Joypurhat X
Lalmonirhat X
Naogaon X (significant)
Nilpharnari X
Panchagarh X
Thakurgaon X

The only towns in which hygiene recipients’ children start using latrine at statistically
significantly younger agesthan controls’ are~Sherpurand Netrokona(both in Manikganj
Division), andPanchagarh(NilphamariDivision):

Table 3.2.9 Children’s Latrine Use,
Comparison betweenHygiene Education Recipientsand Control Group

Town Intensive HygieneEducation
Mean Age

No Hygiene Education
Mean Age

Sherpur 3.1 4.0
Netrokona 3.1 4.6
Panchagarh 3.3 4.4

Table 3.2.8 Latrine Behavior, Town-wise Comparison
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Figure 3.2.7 Mean Ageat Which Child Starts Latrine Use3Divisional Comparison
Between Hygiene Education Recipientsand Control Group
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Hygiene educationrecipients in all division exceptJhalokati begin using latrines at earlier agesthan control
groupchildren

Figure 3.2.8 Mean Ageat Which Child Starts Latrine Use,Jhalokati Division Towns,
Comparison betweenHygiene Education Recipientsand Control Group
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Hygiene educationrecipients’ children in threeJhalokati Division towns begin latrine use later than control
groupchildren (not statisticallysignificant)
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3.2.4.3 Disposal ofChildren’s Feces

When askedwhethertheythink children’s fecescan causedisease,similar percentages,96-
97%, ofboth projectandcontrolrespondentssaid, Yes.

Although knowledgeof the healthrisks is widespread,actual practicediffers greatly from
town to town. The usualdisposalsitesare: latrines; ditchesor wastedumpsnearhomestead
boundaries;or (lessfrequently)in ponds.While someapparentlyhavefollowed theadviceof
project hygieneeducators,who recommendputting the fecesin latrines,others havenot. In
six towns hygieneeducationrecipientsreportedsignificantly higher9ratesof latrine disposal
thandid controls. 1
• Bhola(JhalokatiDivision);
• Shariatpur(JhalokatiDivision); I
• Manikganj (ManikganjDivision) - minimally significant(p <.07);
• Netrokona(ManikganjDivision) - minimally significant(p <.06);
• Panchagarh(Nilphamari Division);
• Lalmonirhat (NilphamariDivision).

Survey interviewers observing respondents’courtyards checked to see if human (i.e, I
children’s) feceswere visible Feceswere observedin 4% of controls’ courtyardsand 2% of
hygieneeducationrecipients’:this is a statisticallysignificantdifference(p<02). Theproject
seemsto havehadsomeeffect on behavior.

3.2.4.4 Cleaning theHands after WashingChild’s Bottom

Several studies have shown that Bangladeshwomen tend not to clean their own hands I
carefully after touching their young children’s feces. So the method of hand cleaning was
investigatedin thehouseholdsurvey.Peoplewith young childrenwere askedhow theyclean
their ownhands,specificallywhethertheycleanat all, and if so, whethertheyusewateronly
or somekind of rubbingagent(soap,ash,or mud)

Findings were not positive. Over-all there was no difference in the practicesof hygiene
educationrecipientsand controls.Approximatelyhalf clean their hands,and half do not. In
one town only -- Shariatpur(of JhalokatiDivision) -- wasthereany significantevidenceof
project effect. In anothertown -- Manikganj -- project hygieneeducationrecipientswere
significantlylesslikely to cleantheirhandsthancontrols.

I
I
I

~ Differencesarehighly significant (p< 004or better),unlessindicatedotherwise
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3.2.4.5 Discussion: Sanitation

Findings indicate that the hygieneeducationprogramhas succeededin improving latrine
maintenanceand usehabitsin almost all towns. Latrine maintenanceis the greatersuccess,
with very muchhigherpercentagesof project-educatedhouseholdsin all townsfoundto have
clean,well-maintainedlatrines.Findingson latrine usagehabits (as indicatedby presenceof
sandals,water,and soapor otherrubbing agent)arenot as consistentlypositive,but in most
places(though not in Magura Town or Naogaon)project-educatedhouseholds’behavior
indicatorswerebetterthancontrols’.

Despitetheproject’smessagethat ‘all family membersshouldusehygieniclatrines’, findings
on use by young children were not especiallypositive. In three towns only (Sherpur,
Netrokona,and Panchagarh)children of hygieneeducationrecipients were found to start
using latrinesat significantly earlieragesthanchildrenof controls.

Regardingdisposalof children’s feces,the most positive finding is that hygieneeducation
recipients’ courtyardsare less likely to havechildren’s feces lying around In six of the 18
townsproject-educatedhouseholdshaveheededthemessageto disposeof children’s fecesin
latrines ratherthan in ditchesor otherhouseholdtrashdisposal sites. It is interestingto see
that behaviorvariesgreatlydespitenearlyuniversalknowledge(96-97%)that children’sfeces
cancausedisease.

As with children’s fecesdisposal,findings on adult handwashingafter cleaningchildren’s
bottomsdo not indicatemuchproject influenceon behavior. Hygieneeducationrecipientsin
one town only (Shariatpur)were foundto be significantly more likely than controls to clean
theirhands.In oneothertown (Manikganj)thereweresignificantly lesslikely to do so.

3.2.5 Hand Washing Practice

3.2.5.1 Post-defecationHand Washing

It is a well knownfact thatpost-defecationhandwashing,if doneproperly,is oneof themost
importantways to preventthe spreadof infectious sanitation-relateddiseases.Onefrequent
Bangladeshimethod of cleaning the handsafter defecation,however, is not adequately
hygienic. This is to usethe left hand,washingtheanuswith somewater(approximatelyone
liter) and then cleaningthe left hand with more water and some kind of rubbing agent,
commonlymud or ash.Thehandis thendried on a towel or one’s clothes.(Zeitlyn and Islam
1991)

Detailedobservationalresearchhasproventhat if two handsarewashed(ratherthanjust one)
with at leasttwo liters andany rubbingagent,includingmud or ash(soapis preferredbut not
necessary),then the fecal coliform count on the handsdecreasessignificantly. Clothing or
towelscan be a sourceof re-contamination,so the useof a special cloth for the purposeof
drying hands,or drying the handsin the air, is a further preventivemeasure.(Hoque 1995;
BatemanCt al 1995)
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The project hygieneeducationprogramhas had a positive effect on post-defecationhand
washingpractices,especiallythewashingof two handsanduseof a separatecloth for drying.
Table 3.2.10 comparesthe practicesof hygieneeducationrecipientsand controls.Theuseof
rubbing agentsis so common, that the project-educatedhouseholds’slightly more frequent
useis not statisticallysignificant; but theotherdifferencesare.

Table 3.2.10 Post-defecationHand Washing Practice,Comparison between
Hygiene Education Recipientsand Control Group (Percentages)

SampleGroup Intensive Hygiene
Education by Project

No Hygiene
Education

Total

Hand Washing Un- Hygienic Un- Hygienic Un- Hygienic
Technique hygienic hygienic hygienic

Washing
Method
(n2400):
WaterOnly 0.8 13 0 9
Water,Ash/Mud 28.2 30.3 28.6
Water,Soap 71.0 68.4 70.5
Hands Washed
(n=2395):
OneOnly 23.9 27 1 24.5
Two 76.0 71.8 75.2
Drying Method
(n2396):
InAir 1.2 2.4 1.4
SeparateCloth 45.5 35.1 43.5
Towel 406 41 4 40.8
Clothes 12.5 20.9 14 1
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As with other indicators,thereare variationsfrom one project areato another.In Jhalokati
Division over-all,hygieneeducationrecipientsare significantly more likely to usesoapthan
arecontrols

Hygieneeducationrecipientsin Manikganj and Nilphamari are significantly more likely to
wash two handsthan controls. This difference is statistically significant among Sherpur
(Manikganj Division) and Lalmonirhat (Nilphamari Division) sample groups. Jhalokati
Division hygieneeducationrecipientsover-all aremorelikely to do so,but not to a significant
extent Magura Division hygieneeducationrespondents(of all towns) are less likely than
controlsto washtwo hands,but not to astatisticallysignificantextent

Regardinghand drying method, the project-educaledgroup’s better periormanceis based
mainly on the greaterfrequencyof useof a special cloth to dry hands.This is true of all
divisions:



Table 3.2.11 Useof SeparateTowel to Dry Hands after Washing,
Divisional Comparison betweenHygiene Education Recipients
and Control Group (Percentages)

Division PercentageofHE Recipients
Using SeparateTowel

Percent of Control Group
Using SeparateTowel

Jhalokati 45.8 44.1
Manikganj 57.7 36.8
Magura 32.5 21.2
Nilphamari 48.4 39.3

Regardingpost-defecationdrying of handson clothes, there is little evidenceof project
impact. The practice is still widespread among both project-educatedrespondentsand
controls. In fact, thereare only a few towns whereproject respondentsare less likely than
controlsto drytheirhandson their clothes:

• Shariatpur(JhalokatiDivision)
• Meherpur(MaguraDivision)
• Moulvibazar(Manikganj Division)
• Thakurgaon(NilphamariDivision)

• Lalmonirhat(Nilphamari Division) 0

In all othertowns, largerpercentagesof hygieneeducationrecipientsthancontrolsdry their
handson their clothes,in particularin Naogaon(NilphamariDivision), 17%vs. 10%.

3.2.5.2 Other Important Hand Washing Times (Women’s Responses)

Table 3.2.12 summarizesfindings on women’sresponsesto thequestion,‘What aretheother
importanttimeseachday whenyou washyourhands7Thehabitsof womenareemphasized
herebecauseof their greaterrole in food handling and otherdomesticactivities affecting
diseasespread.Incidentally, thecategory‘routine times’, reflectsanswerssuchas~‘after I get
up in themorning’, or ‘when I returnhomefrom outside’

There is less difference between the two comparisongroups than might be expected,
consideringthe project’s emphasison handwashing Especiallydisappointingis the small
percentageof women mentioning that hands should be washedafter latrine cleaning or
wiping achild’s bottom. Differencesbetweenthecomparisongroupsaresmall, but in Magura
andNilphamaridivisions this practicewas mentionedby fewerproject-educatedfemalesthan
by thosewith no hygieneeducation.

An important positive finding is the percentagessaying one should washhands‘after any
work’, meaningcleaning chores or other activities that might get the handsdirty. In all
divisions except Jhalokati significantly more women in the hygiene-educatedgroup
mentionedthis thandid thosewithouthygieneeducation.

iO Fewerthan 10% of Lalmonirhatrespondentsover-all dry their handson their clothes The practicealsoseems

to berelatively lesscommonin someothertowns namely,Nilphamari,Thakurgaon,andBarguna
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Table 3.2.12 FemaleRespondents:Important Hand WashingTimes Mentioned,
by Hygiene Education Level*

Important
Hand Washing

Times
Mentioned

Hygiene Education Level
Intensive HygieneEducation No Hygiene Education

Mentioned
by No.

Percentage Mentioned
by No.

Percentage

RoutineTimes 973 56 8% 204 5 5.9%
BeforePrayers 602 35.1% 118 32.3%
AfteranyWork 748 43.6% 137 37.5%
After Latrine / Child
Bottom Cleaning 144 8.4% 34 9.3%
BeforeCooking 548 320% 116 31.8%
Before/AfterEating 1229 71.7% 237 64.9%

Total Respondents 1714 365

Table 3.2.13 Observationsof HouseholdSolid WasteDisposal,Comparison between
Hygiene Education RecipientsandControl Group(Percentages)

Household Trash
Observation

Intensive Project
Hygiene Education

(n1848)

No
Hygiene Education

(n445)

Total

(n2293)
ScatteredAround 35.8 38 7 36.3
PiledNeatly 63.4 57 3 62.2
InaContainer 0.9 4.0 1.5

* Multiple responsespossible

3.2.6 Solid Waste Disposal

A basicmessagecommunicatedthrough the hygieneeducationprogramis that the home --

typically a mud-pavedcompoundwith threeor four small rooms surroundinga courtyard --

should be swept regularly and kept neat In some placesNGO/CSC teamswork hard to
persuadepeopleto dig garbagedisposalpits

Surveyinterviewerscheckedrespondents’courtyardsto seehow much littcr waspresent,and
what disposalarrangementsseemedto be in effect Before doing this observation,theyasked
thepeoplewhat they did with their garbage. Neatness and messiness are subjectivematters,
so neither the observationsnor respondents’answerswere precise.But the generalpicture
indicatespositiveprojectimpacton householdsolid wastemanagement.

Table 3.2 13 describesthewaysthat solid wastewas disposedof in hygienerecipients’homes
vs. those of controls. The neater condition of pioject-educatedrespondents’ homes is
statisticallysignificant.
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The two-thirds neatnessfinding reflectsan importantproject accomplishment,considering
low levels of solid waste disposal awaienessgenerally found in Bangladeshtowns
NGO/CSCteamsand beneficiariesbothhaveworkedhardto improvedisposalof solid waste.
Town residentsmentionedin open-endedinterviews that garbagedisposalwas one of the
harderlessonstheyhad to learnfrom theprojectteams.Theresultsof theirefforts arevisible
in relativelycleanstreetsandhomesofthe 18 towns.

3.2.7 Water and Sanitation Knowledge

The hygieneeducationprogramincludesinstructionon basicsof diarrhea!diseasecausesand
prevention,especiallysafewaterandhygienic latiine use.The following simplemessagesare
basicto theprogram.

Diseasescausedby unsafewaterand/orunhygieniclatrine useare
• Diarrhea;
• Dysentery;
• Cholera;
• Typhoid;
• Hepatitis;
• Worms,
• Skin diseases

Diseasespreadoccursthrough:
• Handsandfingers;
• Fluids(especiallywater);
• Feces;
• Flies,

• Feet.

Preventdiarrhea by:
• Drinking safe(tubewell)water;
• Eatingfresh,cleanfood;
• Coveringfood,to keepoff flies;
• Handwashing;
• Cleaningutensilsin cleanwater,
• Hygienic latrine use.

Important handwashingtimesare:
• After defecation,
• Beforepreparingfood,
• Beforefeedingchildren,
• Beforeeating;
• After handlinganimalfeces;
• After cleaningchild’s bottom.
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3.2.7.1 Findings

Respondents’awarenessof thesepoints was checkedduring questionnaireinterviews. It is
importantto mention that their commentswere solicited with fully open-endedquestions,
suchas‘What arethediseasesrelatedto latrine-use?’or ‘Would you pleasementionthetimes
(other thanafter defecation)that you washyour handseveryday7’ Therewasno prompting
for specific answers,and responseswere post-coded Hand-washingfindings have been
presentedabove,in Section3.2 5.

3.2.7.1.1 Knowledge of Sanitation-related Diseases

Diseasesmentionedas relatedto latrine use are in Table 3.2.14. While knowledgeof the
connectionbetweenhygienic latrine use and diarrhea is widespread,hygiene education
recipients’ awarenessis higher than controls’ In fact, knowledgeof all sanitation-related
diseasesis greateramonghygieneeducationrecipientsThe differenceis especiallygreatin
thecaseof worms.

Disease
Mentioned

HygieneEducationLevel
IntensiveHygiene Education No Hygiene Education

Mentioned
by No.

Percentage Mentioned
by No.

Percentage

Diarrhea 1711 883% 360 77.4%
Dysentery 965 49 8% 205 44.1%
Cholera 743 38.3% 162 34.8%
Worms 893 46 1% 162 34.8%
Jaundice 115 5.9% 17 3.7%

Skin Disease 31 1.6% 6 1.3%
Typhoid 36 1 9% 13 2.8%
Other Possible
WATSAN* *

468 24.1% 129 27.7%

Incorrect
Response** *

254 131% 32 6.9%

Total Respondents 1938 465
* Multiple responses possible

** Upset stomach, loose motions and voiniting, malaria, fever, polio
~ Numerous diseases mentioned, including pneumonia, ulcem, goiter, pox, tuberculosis, cancer, measles,

kidneyproblem, diphtheria, tetanus, asthma, diabeie~

3.2.7.1.2 Knowledgeof DiseaseSpreadCauses

RespondentsmentionedseveralwaysdiseasescanspreadTheir commentsaresummarizedin
Table 32.15. Awarenessof the health risks of using unsafewater is lower than might be
expected,consideringtheproject’semphasison safewateruse.But overall hygieneeducation
recipientsareslightly moreawareof theneedto usesafewaterthanarecontrols. I
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by Hygiene Education Level*
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Awarenessof insects or animals as carriers of diseaseis much greater among hygiene
educationrecipientsthanamongcontrols.

Otherpositive findings are greaterhygienerecipients’awarenessofthe role in diseasespread
of: feces, handsand fingernails, and barefootlatrine use. These findings probablycan be
explainedby theproject’semphasison thehealthbenefitsofimprovedsanitation.

Table 3.2.15 DiseaseSpread CausesMentioned, by Hygiene Education Level

Disease
SpreadCause

Mentioned

hygiene Education Level
Intensive Hygiene Education No Hygiene Education

Mentioned
by No.

Percentage~ Mentioned
by No.

Percentage

UnsafeWater 681 35.1% 146 31.4%
Food 762 39.3% 157 33.8%
Insects/Animals 1210 62 4% 249 53.5%
UncleanEnvt./HH
Items

554 28 6% 140 30.1%

Air/Wind 385 19.9% 84 18.1%
Feces 407 21.0% 83 17.8%
Hands/Nails 185 9.5% 33 7.1%
BarefootLatrineUse 101 5.2% 21 4.5%
OtherContagion 89 4.6% 24 5.2%
NoneMentioned 86 4.4% 36 19.5%

Total Respondents 1938 465

3.2.7.1.3 Knowledge of How to PreventDiarrhea

Hygieneeducationrecipientsare muchmore aware than controls of the diseaseprevention
effectsof carefulfoodhandling,cleanhandsand nails, and a cleanhouseand latrine. Larger
percentagesalso mentioned safe water use, general personal hygiene, and avoiding
mosquitoesand flies; but the differencefrom controls on thesepoints was lesspronounced.
(Findingsarein Table 3.2.16.)

It is disappointingto seethat only 2.5%of hygienerecipientsmentionedusing sandalsin the
latrine, sincetheprogramplacesso much emphasison this aspectof proper latrine use.As
low as this percentageis, it still is higher thanthe 1 .5% of controlswho mentionedsandal
use. Nilphamari was the only division with a larger percentageof hygiene education
recipients(6.3%vs. 3.2%of controls)mentioningsandaluse.
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Table 2.3.16 Diarrhea PreventionMethods Mentioned, by Hygiene Education Level

3.2.7.2 Discussion: Water / Sanitation Knowledge

Findings on knowledge improvementare generallyvery positive. On almost all points
covered,hygieneeducationrecipientsshowedgreaterawarenessof the connectionbetween
hygieneandhealththandid controls. Therestill is a greatneedfor public educationon some
of thesetopics revealedby generally low levels of certainkinds of knowledge(causesof
jaundice,skin diseases,and typhoid). The healthvalueof proper latrine usealso is not well
enoughunderstood,aswasshownalreadyin theprecedingdiscussionof sanitation.

A finding of concernis the low level of awarenessof therelationshipbetweenhealthandsafe
water use. Although well informed on the needto drink safe water,peoplein the 18 towns
(including hygieneeducationrecipientsand others)still fail to understandthehealthrisksof
otherusesof unsafewater.As wasmentionedearlier, this lackmaybe why thereis still much
useof unsafesources pond, canal,or river water — for suchpurposesasutensilwashing,
vegetablewashing,andtubewellpumppriming.

I
I
I
I
I
I

Prevention

Mentioned

Hygiene Education Level

Intensive Hyg~neEducation No Hygiene Education

Mentione~1Percentage
by No.~

Mentioned 1 Percentage
by No. j~

ProperFood
Handling

1364 704% 273 587%

SafeWaterUse 570 29.4% 1 25 26.9%
GoodPersonal
Hygiene

1394 71.9% 324 69.7%

CleanHands/Nails 211 10 9% 30 6 5%
CleanHouse/Latrine 183 9 4% 31 6.7%
Avoid Mosquitoes&
Flies

62 3.2% 10 2.2%

UseSandalsin
Latrine

49 2 5% 7 1.5%

AbidebyHealth
Messages

32 1.7% 6 1.3%

NA (Treatment) 74 3 8% 25 5 4%
NoneMentioned 32 1 7% 22 4.7%

Total Respondents 1938 465 I
I
I
I
I
I
I
I
I
I
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3.2.8 Family Health Status

As mentionedearlier (in Section3.2.2), a largenumberof beneficiariesreport that family
healthhasimprovedasaresultof projectservices.Proving this claim is unfortunatelybeyond
thecapacityof this evaluationstudy and would be quite difficult evenundermorerigorous
researchconditions.

In general, health benefits of water and sanitation programs such as this one must be
evaluateddifferently from benefits of other kinds of health-relatedprograms. Although
improvedpersonalhygieneandwaterusehabitsare knownimprovethehealthof thosewith
good habits, they also benefit many othersaswell by reducingrisks of infectious disease
spread Thepublic healthvalueof suchprogramsis well establishedBut individual effects
are so diffuse, that it is not easy to demonstratethe connection between improved
water/sanitationandspecific individuals’ healthstatus.

Keepingthesereservationsin mind, abrief reviewof 18 DTP surveyhouseholds’healthstatus
has beendone. Three typesof informationprovidea basis for evaluatingthe healthof the
samplepopulation.First is proportional morbidity, i.e, the degreeto which water/sanitation
diseasescontributeto (are apercentof) all illness.Secondis prevalenceof water/sanitation-
relateddiseasesamongyoung children, a matter of considerablepublic healthconcernin
Bangladesh.Third is child mortality causes.

Respondentsof all samplegroupsmentioneda total 2487 illness casesashavingoccurredin
their householdswithin the monthprecedingthe survey Fifteenpercentof thesecaseswere
clearly identifiedaswater/sanitation-related(WATSAN) illnesses’ Therewas no significant
difference betweenproject households’and control groups’ rates of known WATSAN
diseases.The great majority of other illnesses-- especially 1539 casesof ‘fever (maybe
malaria)’ -- were vaguelyidentified. It was not possibleunder the conditionsof this study to
determinewhichof theseotherswereor werenot WATSAN diseases

3.2.8.1 Proportional Morbidity

The most recent data on proportional morbidity are from the 1994-95 report by the
BangladeshBureauof Statistics,The Bangladesh Health and DemographicSurvey(1996).
Table 3.2.17 comparesWATSAN-relatedmorbidity in our two samplegroupswith these
national data. Diarrheamorbidity rates in both samplegroupsare lower than the national
average (which may have decreasedby now, but current information is not available)
Dysentery was found to occur at a higher rate than the national rate in control group
householdsbut lower in the project-educatedgroup, a possibly important finding. Skin
diseases(eczema/rashes)makeup a largerpercentageofproject-educatedhouseholdillnesses
thaneitherthenationalaverageor thecontrolgroup.

Diarrhea,dysentery,cholera, typhoid, jaundice,skin disease(eczema/rashes),worms Respondents
can makemistakesin reportingdiagnoses,but such reportsarereliableenoughfor presentpurposes
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3.2.8.2 Prevalence of Children’s Diarrhea

Progolir Pathey (BBS and UNICEF 1997) provides data on 15-days prevalencei2 of
children’sdiarrheain December1996-January1997. Thesedata,while not fully comparable
to oursurveyfindings, arethebestavailable.This studyfound 13%(males)to 15%(females)
ofchildrenunderagefournationwideto havediarrhea.

The prevalenceof children’s diarrheain thetwo 1 8DTP comparisongroups is dramatically
less, only three percent. This difference is puzzling, considering the close match of
proportionalmorbidity findings, just discussed,to nationalstudies.It maybe dueto program
accomplishments;but it is morelikely due to the way the questionwas asked.Respondents
wereaskedto recall illnessesfor a monthprecedingthe interview. Theinterview alsocovered
awide rangeoftopics, ratherthanbeingfocusedpurelyon healthmatters,so youngchildren’s
illnessesmaywell havebeenunder-reported.

Table 3.2.18 Prevalenceand Proportional Morbidity:
Diarrhea, Dysentery,and EczemaCasesin Young Children (age<5),
by Hygiene Education Level

SampleGro~~p~Intensive Hygiene Education ] No Hygiene Education
No. Children

Age<5
958 273

Disease Reported
Cases

% of
Children

% ofAll
Illness

Reported
Cases

% of
Children

% of All
Illness

Diarrhea 25 2.6% 9.8% 6 2.2% 11.3%
Dysentery 18 1.9% 7 1% 5 1.8% 9.4%
Eczema/ Rash 16 1.7% 6 3% 3 1.1% 5.7%
Others 195 20.4% 76.8% 39 14.3% 73.6%
Total 254 26.5% 100.0% 53 19.4% 100.0%

I
I
I
I
I
I

i2 Prevalencein Progotir Pathey is measured as a pei cent of all children having the disease at agivenpoint in

time (Alternative measures are per 1,000 or per 100,000
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Table 3.2.17 Proportional Morbidity:
Water and Sanitation Related Diseaseas a Percentageof All Illness

Disease 1 National (1994-95)1
~

Intensive Project
Hygiene Education

No
HygieneEducation

Diarrhea 7.6* 5.5 5.8

Dysentery 5.6 4.3 6.6

Typhoid 1.6 11 1.2

Jaundice 1.5* 1.2 0.9
Skin Disease/Eczema 0.7 2 6 0.9
Worms 0.8 0.4 0

I
I
1
I
I
I
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Table 3.2.18 presentsfindings on young children’sdiarrhea, dysentery,and skin diseasein
hygieneeducationand control grouphouseholdsA positive finding is the lower percentage
of both diarrheaand dysenterycasesrelative to other illnessesamong young children in
project-educatedhouseholds.A negative finding is the slightly higherprevalenceof skin
disease(or eczema/rash).

3.2.8.3 Child Mortality

One of the 18DTP feasibility studies, investigating causes of child death, found in
Lalmonirhat,for example,that morethan 10%of the deathsof 28 children underage10 were
causedby diarrheain the five yearsprecedingthose 1990interviews(Netherlands-Bangladesh
1990,p. A.42). Although it is not possiblefor thepresentstudy to reporton child mortality at
thetown level, becausenumbersare too small, statisticallyuseabledataareavailableon child
deathsfor thefull sample.

Approximately similar percentagesof project-educatedand control households had
experienceddeathsof children age 10 or less during the five years precedingthese 1998
interviews.Thepercentagedue to diarrhea! disease(diarrhea,dysentery,or cholera)in both
groupswasaround12%, similar to the feasibility study finding

A negative finding was that slightly larger percentagesof project-educatedhouseholds
(0.72%,n=14) actuallyhadlost childrento diarrhealdiseasethancontrol households(0.65%,
n3). A positive finding was that fewer project-educatedhouseholds(0.15%) had lost
children to other WATSAN diseases,suchastyphoid, jaundice,or malaria (one case),than
control households(0.65%).

Figures 3 2.9 and 3.2.10 presentfindings on the percentagesof mortality attributedto all
causesfor hygieneeducationrecipienthouseholdsandcontrolhouseholds.

3.2.8.4 Discussionof Health Status Findings

Findings on healthstatusreflect many factors otherthanproject influence. And for reasons
mentionedabove,thesefindings shouldbe interpretedwith caution But theydeservemention
asan importantaspectofthetotal water-sanitationpicture in projecttowns.

A positive finding wasthat peoplein project-educatedhouseholds,including youngchildren,
weresomewhatless likely to havediarrheaand dysenterythancontrols.Diarrhealdisease—

diarrhea,dysentery,or cholera-- causedapproximatelysimilar percentagesof child deathsin
the two comparisongroups(actuallyslightly morein projecteducatedhouseholds).But child
deathscausedby other WATSAN diseases— typhoid, jaundice,or malaria(one case) --

occurredat higherratesin controlhouseholds
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Child age< 11, n = 117.

Figure 3.2.10 Causesof Child Deathswithin PastFive Years
Control Group Only

Miss,ng
4%

Figure 3.2.9 Causesof Child Deathswith PastFive Years,
Hygiene Education Recipients Only

M,ss,ng
1 7%

25% I
I
I

I

Other WATSAN D,sease
12%

Child age < 11, n =25.
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A negativefinding was that ratesof skin disease(eczema/rash)were found to be higher
amonghygieneeducationrecipientsthan controls -- and also higher thannationalaverages.
Beingmostly ‘water-wash’ diseases,i e., diseasescausedby inadequatequantityof waterfor
cleaning,skin diseasesdecreasewith increasedvolumeof wateruse,even if less than ideal
quality. (Caimcrossand Feachem1983) The findings on skin diseaserates thus raise
concernsaboutwhetherprojectbeneficiariesevennow haveenoughaccessto water — safe
or otherwise-- for bathingandotherpersonalhygienepurposes.Unlesstheyhavetubewells
within their owncompounds,theymaynot haveenoughaccess.

3.2.9 Summary and Conclusions

A quasi-experimentalmethod hasbeenusedto assessthe impactof the hygieneeducation
programon knowledgeand practice.Householdsreceiving project hygieneeducationhave
been comparedto a “control” group of householdswho did not receive project hygiene
education’3.

Detailedquestionnaireinterviewsweredone in a total of285 1 householdsin all 18 towns. A
stratified samplingmethod was used.A review of the hygieneeducationhistoryof sample
householdsproduceda re-classificationinto four newgroups, basedon hygieneeducation
levels:

1. “Intensive” projecthygieneeducation;
2. “Some”projecthygieneeducation;
3. “Other” hygieneeducation;
4. “None”.

Ninety-threepercentof thosehaving receivedlatrines (with or without other facilities) also
received“intensive” hygieneeducationservices,asper projectguidelines Beinglargely poor,
the householdsin this study dependmostly on daily-paid laboring employmentfor their
survival Most women,regardlessof economicstatus,do not work outsidethehome.

Thegroupswith “intensive” and “no” hygieneeducationaremore similar to eachotherthan
to the other two groups, in terms of economic and educational status and religion. The
analysis, therefore, highlighted findings on these two more comparablesample groups.
Comparingthosewith and without projecthygieneeducationalso, of course,offers the best
chanceofassessingprogramimpact.

3.2.9.1 Summary of Significant Findings

3.2.9.1.1 PerceivedProgram Benefits

The main benefits that hygiene educationrecipients mentionedwere. reduceddiarrhea,
generalhealthimprovements,andgreater‘health awareness’.

3 This methodis usedin lieu ofa strongbaselinestudyagainstwhich to measureproject impact
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3.2.9.1.2 DomesticWater Use

Thehygieneeducationprogramdoesnot seemto havealteredpeople’s waterusehabitsto any
significantextent.Despitethe consistentproject messageto ‘usesafewaterfor all purposes’,
hygiene educationrecipients’ water use habits are not significantly different from others’
exceptin three towns of JhalokatiDivision (Jhalokati Town, Barguna,and Bhola) and in
limited ways for other specific towns. The Jhalokati case shows important differences
betweenhygieneeducationrecipientsand controls,eventhoughthereis geneiallyless useof
safewaterin this divisionthanin others.

Handtubewell pump-priming is a practiceof special concern.Project-educatedhouseholds
makemoreuseof unsafewaterfor this purposethan do controls. In Nehrokona(Manikganj
Division) poorerperformancein project-educatedhouseholdswasstatisticallysignificant.

Positive findings indicatedlimited project-relatedimprovementsin water use in: Shariatpur
(Jhalokati Division), Manikganj Town, Moulvibazar, and Sherpur ( both in Manikganj
Division). I
In five towns (Magura, Manikganj, Nilphamari, Panchagarh,and Thakurgaon) hygiene
recipients’ handtubewell platformswere significantly cleanerthan thoseof controls.But ~ I
oneto~~’n(Naogaon)theyweresignificantly dirtier

Managementof householddrinking water was found to be only slightly better in project- I
educatedhouseholdsthan in contiol households Consideringthat. more thanhalf of project-
educatedhouseholdskeep their drinking water containerson the floor, project messages
cannotbe said to havehad a strong effect. In most towns there is little differencebetwecii
project-educatedhouseholdsand controls in whetherthinking watercontainersarecoveredor
not. A positive finding, that they aremorelikely to be covered,wasmadein only four towns:
Moulvibazar,Thakurgaon,Joypurhat,and Lalmoniihat. In threeothers,however,therewas a
negative finding, that they are less likely to be covered: Nilphamari, Panchagarh,and
Naogaon I
3.2.9.1.3 Sanitation

Sanitationfindings aremore clearly positive than thoseconcerningwater use. The hygiene
educationprogramhassucceededin improving latrine maintenanceand usehabitsin almost
all towns. Latrine maintenanceis the greater success,with much higher percentagesof
project-educatedhouseholdsin all towns found to have clean, well-maintained latrines.
Findingson latrineusagehabits(as indicatedby pieseilceof sandals,watei, andsoapor other
rubbing agent) are not as consistentlypositive, but in most places(though not in Magura
Town or Naogaon) project-educatedhouseholds’ behavior indicators were better than
controls’

Despitetheproject’smessagethat ‘all family membersshouldusehygieniclatrines’, findings
on use by young children were not especiallypositive. In three towns only (Sherpur,
Netrokona,and Panchagarh)children of hygieneeducationrecipientswere found to start
using latrinesat significantly earlieragesthan childrenofcontrols.

I
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Regardingdisposalof children’s feces, the most positive finding is that hygieneeducation
recipients’ courtyardsare less likely to have children’s feces lying around. (This is not a
commonproblem,however, for either comparisongroup.) In six of the 18 towns project-
educatedhouseholdshaveheededthemessageto disposeof children’sfecesin latrinesrather
than in ditchesor otherhouseholdtrashdisposalsites. It is interestingto seethat behavior
variesgreatly despitenearlyuniversalknowledge(96-97%) that children’s fecescan cause
disease.

As with children’s fecesdisposal,findings on adult handwashingafter cleaningchildren’s
bottomsdo not indicatemuchprojectinfluenceon behavior. Hygieneeducationrecipientsin
onetown only (Shariatpur)were foundto be significantly morelikely thancontrolsto clean
their hands.In oneothertown (Manikganj)thereweresignificantly lesslikely to do so.

3.2.9.1.4 Hand WashingPractice

The project hygieneeducationprogramhas had a positive effect on post-defecationhand
washingpractices,especiallythewashingoftwo handsanduseof a separatecloth for drying.
Theuseof rubbingagentsis so common,that theproject-educatedhouseholds’slightly more
frequentuseis not statisticallysignificant;but theotherdifferencesare

Regardingpost-defecationdrying of handson clothes, there is little evidenceof project
impact. The practice is still widespreadamong both project-educatedrespondentsand
controls. In fact, thereare only a few townswhereproject respondentsare less likely than
controlsto dry their handson theirclothes.

Regardingwomen’sresponsesto thequestion,‘What are the otherimportanttimes eachday
whenyou washyour hands?’,thereis lessdifferencebetweenthe two comparisongroupsthan
might be expected, considering the project’s emphasis on hand washing. Especially
disappointingis thesmallpercentageofwomenmentioningthat handsshould be washedafter
latrine cleaningor wiping a child’s bottom. Differencesbetweenthe comparisongroupsare
small.

An importantpositive finding is the percentagessayingone should wash hands‘after any
work’, meaningafter cleaningchoresor otheractivities that might get the handsdirty. In all
divisions except Jhalokati significantly more women in the hygiene-educatedgroup
mentionedthis thandid thosewithout hygieneeducation.

3.2.9.1.5 Solid Waste Disposal

Comparingthestateof solid wastedisposalin hygienerecipients’homesvs. thoseof controls,
project-educatedhomeswere found to be significantly less littered than those of controls.
This finding reflects an importantproject accomplishment,consideringlow levels of solid
waste disposal awarenessgenerally found in Bangladeshtowns. NGO/CSC teams and
beneficiariesboth have worked hard to improve disposalof solid waste. Town residents
mentionedin open-endedinterviewsthat garbagedisposalwasoneof theharderlessonsthey
hadto learnfrom theprojectteams.Theresultsof theirefforts are visible in relatively clean
streetsandhomesof the 18 tOwns.
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3.2.9.1.6 Water and Sanitation Knowledge

The hygieneeducationprogram,asconductedin neighborhoodsandhomes,dependson very I
simple instructionalmaterialsand messages.Starting from a more complexapproach,it has
beensimplified dramaticallysince 1995. This seemsto haveworkedin largepart. On three
indicators there were findings of positive project impact on knowledge of: (a) diseases
associatedwith sanitationpractices,(b) causesof diseasespread,and (c) diarrheaprevention
methods.

While knowledgeof the connectionbetweenhygienic latrineuseand diarrheais widespread
in the Bangladeshpopulationby now, hygieneeducationrecipients’ awarenessis clearly
higher than controls’. In fact, knowledgeof all sanitation-relateddiseasesis greateramong
hygiene educationrecipients. The difference is especiallygreat in the case of worms
(althoughthis knowledgedoesnot necessarilytranslateinto strongtendenciesto usesandals
in defecationareas).

About diseasespreadcauses,awarenessof thehealthrisksof usingunsafewateris lower than
might be expected,consideringtheproject’semphasison safewateruse. But over-all hygiene
educationrecipientsare slightly more awareof theneedto usesafewater than are controls
Awarenessof insectsor animals as carriers of diseaseis much greater among hygiene I
education recipients than among controls. Other positive findings are greater hygiene
recipients’ awarenessof the role in diseasespreadof: feces, handsand fingernails, and
barefootlatrine use.Thesefindings probablycan be explainedby theproject’s emphasison
training peopleto usetheirimprovedsanitationfacilities.

Hygieneeducationrecipientsare much more awarethan controlsof the diseaseprevention I
effectsof: careful foodhandling,cleanhandsand nails, and a cleanhouseand latrine. Larger
percentagesalso mentioned safe water use, general personal hygiene, and avoiding
mosquitoesand flies; but the differencefrom controlson thesepoints was lesspronounced.It
wasdisappointingto seethat only 2.5% of hygienerecipientsmentionedusingsandalsin the
latrine, sincetheprogramplacesso much emphasison this aspectof proper latrine use.As
low asthis percentageis, it still was higherthanthe 1.5% of controlswho mentionedsandal
use.

3.2.9.1.7 Family Health Status

A largenumberof beneficiaries’reportthat family healthhasimprovedasa resultof project I
services.Proving this claim is unfortunatelybeyondthecapacityof this evaluationstudyand
would be quite difficult even under more rigorous researchconditions. Keeping these
reservationsin mind, a brief review of 18 DTP surveyhouseholds’health statushasbeen
done.

Findingson healthstatusreflectmanyfactorsotherthanprojectinfluence.And for this reason I
andothers,thesefindingsshouldbe interpretedwith caution.But theydeservementionasan
importantaspectofthetotal water-sanitationpicturein projecttowns. I
A positive finding wasthat peoplein project-educatedhouseholds,includingyoungchildren,
were somewhatlesslikely to havediarrheaand dysenterythancontrols.Diarrhealdisease—
diarrhea,dysentery,or cholera-- causedapproximatelysimilar percentagesof child deathsin
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the two comparisongroups(actuallyslightly morein projecteducatedhouseholds).But child
deathscausedby other WATSAN diseases— typhoid, jaundice, or malaria (one case)--

occurredat higherratesin controlhouseholds.

A negative finding was that ratesof skin disease(eczema/rash)were found to be higher
amonghygieneeducationrecipientsthan controls (and also higherthan national averages).
Beingmostly ‘water-wash’ diseases,i.e., diseasescausedby inadequatequantityof waterfor
cleaning,skin diseasesdecreasewith increasedvolume of wateruse(evenif lessthan ideal
quality). (Cairncrossand Feachem1983). Two possibleexplanationsfor the finding are: (1)
hygieneeducationrecipientsare moreaware thancontrolsof rashesas ‘disease’;or (2) they
actuallydo havemoreskin diseasethancontrols. Assumingthat the latter is true,thefinding
raisesconcernsaboutwhetherprojectbeneficiariesevennow haveenoughaccessto water—

safeor otherwise-- for bathingand otherpersonalhygieneuses. Unlessthey havetubewells
within theirowncompounds,theymaynot haveenoughaccess.

3.2.9.2 Conclusions

Expectationsof impact in a project suchasthe 1 8DTP should be realistic.This hasbeena
vast and long-term effort coveringa largenumberof municipalities, eachof which offers
uniqueconstraintsand opportunities. Like most projectsthis one had ambitious behavior-
modificationgoals.But it would not be realisticto expectsmall teamsof hygieneeducators-
cum-sanitationpromotersto changeall thepersonalhabitsinvestigatedin all homes.Nor can
theteamsbe blamedif peopledo not understandmessages.

Of course,eachtown’s hygieneeducationprogramis unique.Although they aretrainedand
monitoredby thecentraloffice staff, theCSC/NGOteams’workhasbeenstrongly influenced
by local factorsplus, of course,theteams’ own skills and motivation (asdiscussedabovein
Section 3.1). It was not surprising, therefore,to see differencesin project impact among
towns.No one town (or team) hasbeena total successor a total failure, but the findings
presentedabove demonstrateuneven performance between towns, or possibly just a
diminishingof impactascontactdeclines.

Consideringthe closerelationshipbetweenlatrine distribution and hygieneeducation,the
latrine distribution scheduledrives much of the NGO/CSC team - beneficiary contact.
Latrine distribution targetshave beenmet at different times in different towns. The only
towns where largenumbersof latrines still were being distributed aroundthe time of the
surveywere14:

• Jhalokati(JhalokatiDivision);
• Bhola (JhalokatiDivision);
• Sherpur(ManikganjDivision);
• Moulvibazar(ManikganjDivision);
• Satkhira(MaguraDivision);
• Naogaon(NilphamariDivision);
• Thakurgaon(NilphamariDivision).

14 Sourcesof information April-June 1998 Quarterly Report, p 28, and Project Office staff.
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To the extent that it hasaffected the water and sanitationlife of the 18 towns, theproject’s
most importantcontributionprobablyhasbeenin helpingpeopletranslategeneralmessages
into specificpractices,especiallylatrine-relatedhabits.Benefitsof suchinfluencecanextend I
beyondthe rangeof direct intervention.It is safe to assumethat positive impactson many
domesticpracticeswill affect largepopulations — not just theformal “beneficiaries.”--have
benefitedfrom project servicesif diligently provided Maybe this is why sometowns have
betterover-all practicesthanothers.

I
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3.3 The 18DTP SchoolProgram

3.3.1 Introduction

Since1995 the 18DTP hasbeenworking in primaryschools Thereare two formsof project
assistanceto schools. First is facilities improvement, which means installation of hand
tubewellsandsanitary latrinesasneeded,up to four latrinesper school. By the end of June
1998 54 of a planned67 sanitarylatrineshadbeeninstalled.

Thesecondis hygieneeducation.Projectofficials negotiatedan agreementwith theMinistry
ofEducation’sDirector General,PrimaryEducationDepartment, who in 1994senta letter to
all districtPrimary EducationOfficers, directing themto instructpourashavaareaschoolsto
implementthe hygieneeducationprogram.In 1995 a specialcurriculum, including rhymes
androle-playexercises,wasdevelopedby projectstaffin collaborationwith theNGO Forum
for Drinking Water Supplyand Sanitation. Two teachersper school (theheadmasterand one
scienceteacher)weretrainedin 1995-96by theNGO Forumto usethespecialcurriculum,on
theassumptionthat theywould sharewhat theylearnedwith otherfacultymembers

Thetwo typesof projectassistanceare related,at leastin theory.New facilities shouldensure
that the school environmentis a placewhere childrencanpracticethe good hygienehabits
they are taught. The physicalappearanceof the schooland us facilities may in itself partly
indicatethelevel ofprogramimpact.

3.3.1.1 Evaluation Objectives and Methods

Evaluation activities have been conductedto provide insight into the School Programs
functioning, and also to assessits over-all impact. An effort hasbeenmadeto understand
both teachers’andprogramstaffspointsof view Key questionsare

• Whatis theconditionof schoolhygienefacilities?Are schoolenvironmentsclean?
• Areteachersprovidinghygieneeducationasper their training? If not,why not?
• Do studentslearnwhattheyare supposedto~
• Whatare themain problemsand successesof theSchoolProgram?
• Will therebe any lastingimpactoftheschoolprogramafter 1 8DTPfinishes7

BetweenMarch and November 1998 staff conductedfour workshopsfor a total of 110
headmasters/ teachersof 34 schoolsin four projecttowns (Barguna,Lalmonirhat,Netrokona,
and Satkhira). Participants reviewed their experienceswith the 1 8DTP curriculum and
proposedfutureactivitiesor improvementsfor their schools.

Six NGOteamswereinterviewedin detail about the schoolprogram,as were 30 teachersin
ninetowns.

Checklist observationsof physical facilities were done in 24 schools of nine towns.
Observationsandinterviewsweredoneascasestudies,to illuminatethedynamicsof specific
types of situations.

3 - 45



I
One or more of these evaluationactivities occurred in the following 12 pioject towns
Barguna, Jhalokati, Lalmonirhat, Magura,Manikganj,Moulv ibazar,Netrokona,Nilphamari,
Panchagarh, Satkhira, Sherpur, and Thakurgaon No information was gathered on the school I
programin the remainingsix towns: Bhola, Joypurhat, Meherpur, Naogaon, Narail, and

ShariatpurEvaluationwork hadto be curtailedbecauseof the 1998 floods

3.3.1.2 The District Town Primary School

3.3.1.2.1 Types of Schools

Two types of schoolsparticipatein the School Program. One is the governmentpiimary I
school,usuallylocatedin the town’s coreareain a sturdy~pucca/concrete)building Theother
type is the ‘registeied’ primary school, typically located in a fringe areain a less substantial
building (suchas,kacca/bamboowalls and thatch or tin roof, or semi-pucca/concretewalls
and tin roof). The core areaschoolsusually are inside lockedcompounds,while the flinge
areaschoolsrarely if ever are.A largerproportion of fringe areaprimary studentsare fiom
poorfamilies thanare thosein core areaschools Theevaluationteamfoundmany similarities
amongtheschoolsof eachtype in different project towns~.

3.3.1.2.2 Size

Schools of both types tend to be crowded, understaffed,and poorl\1 funded The avetage I
numberof primai-y studentsin the schoolsobservedwas392. The teachei-studentratio i-anged
from 25 1 to 125.1 with a medianof 501 (70 1 in thegovernmentschools) Severalschools

operateon shifts, in orderto accommodatelargestudentpopulations.

3.3.1.2.3 MaintenanceFunds

Funds foi school suppliesand facility cleaning may come from various sources monthly
departmental‘contingency’ allowances;examinationfees; and studentcontributions Several
teachers,remarkingthat many studentscannotafford to pay evenTk. 2 00, complainedthat
thecostsof chalk, paper,and so on, were not evencoveredby availablefunds. So payingfor
tubewell or latrine cleaning supplies is, they said, out of the question. Others (6 of 24 I
schools),however,do managefunds to pay someoneto clean latrinesand/or tubewellson a
regular basis Repairs are handledeither by the pourashavagovernmentor the Facilities
Department,which requiresadministrativeauthorizationbeforedoing any work. I

I
I
I

5 In Sherpuroneschool was said to be “semi-governmental,”possiblya third lype We did not determinehow I
this type is funded, but it is possiblethat studentfees are usedto pay all or part of teachers’ salaries
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Primary School, Manikganj Division

The school receivesTk. 2000 ier yearfor “contingencies“ This money is used for puichasiiig
chalk,dusters,soap,a broom, and cleaningsupplies(herpic) The contingencymoneyalso must
be usedfor any minor or major repairs Separate fundsshould be allocatedfor majorconstruction
pLirposes, but the allocation hasnot been made,so if any major repairs aic needed,they are in
trouble
Intervieii’ Notes, 1998



3.3.1.2.4 Staffing and Administration

Most schoolshavebothmale andfemaleteachers.Eachschool is managedby a Headmaster,
and an 11-member School Managing Committee authorizes teacher’s pay and has
responsibilityfor: monitoringteacherperformance,following up on drop-outs,andarranging
physical improvements,amongother duties. The Headmasteris Member Secretaryof the
Committee.Eachdistrict is administeredby a District PrimaryEducationOfficer (DPEO) or
ThanaEducationalOfficer (TEO).

3.3.1.2.5 The SchoolManaging Committee (SMC)

The SMC is a powerful part of the primary educationsystem. But several teachersand
headmasterssaidin interviewsthat theSMC is notashelpful in maintainingschoolsanitation
as it could be. Any funding arrangementsfor this purposewould normally be channeled
through the SMC, which also hasbeenknown to raise funds on its own to fund school
improvementsof othertypes.

3.3.1.2.6 Status and Authority

Peopleof different statuswithin the schoolsystemtendto observerequiredcodesof conduct.
Studentsare lecturedto and expectedto behaverespectfullyto teachers.Teachersdefer to
headmasterson most subjects.Collegial relationshipsbetweenteachersalso are constrained
by statusdistinctions.This patternaffectsthe 18DTP School Program The teachingstyle
tendsto discouragethekind of playful attitude that studentsneedto adoptwhenusing the
specially developed hygiene education curriculum. Relationships between teachers
themselvesalso are affected.Most of those who receivedtraining on how to usethe project
curriculum apparentlydid not passalongtheirnewskills and knowledgeto otherteachersIf
trained teachersare transferred,as hashappenedin two schoolsvisitedió, they take their
expertisewith them andleavenonebehind

Statusdifferencesaffect useof physical facilities, as might be expected.In some schools
specificlatrines are reservedfor teachersand others for students.In one school a religious
maleteacherhasreservedonelatrinefor his ownpersonaluse

3.3.1.2.7 Pressureon Facilities

Even if all four school latrineswereinstalledandfunctioning, which theyoftenare not, they
would be only minimally adequatefor thenumbersof peopleusing them. In severalschools
(9 of 24) thereis additionalpressurefrom communitymemberswantingto usethe facilities
Schoolheadmasterswerefoundto takedrasticmeasuresto protectfacilities from over-use.In
sevenofthe24 schoolsvisited oneor morelatrinewasfoundto be lockedduring the day In
one caseno one knew wherethe key was, in anotherschool it waswith the Headmaster’s
mother.In orderto uselatrines,childrenin thesesituationsmusteitherrequesta key, urinate
outdoors,go home,or usea neighborhoodlatrine.

6 One in Maguraandonein Sherpur
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School tubewells also may be serving the generalpublic as well as school teachersand
students.And thereare problemswith theft of partsor evenwhole tubewells(mentionedin
threeof the24 schools). Oneof thefringe areaschools,this type beingtypically less secure I
because of the lackofcompoundwalls, thushad its tubewellinstalledinsideaclassroom.

While someschoolspay latrineor tubewellcleaners,othersexpectteachersand/orstudentsto I
perform this chore. Someparents,however, object to teachers’requiring their children to
performthepolluting latrine-cleaningchore.

3.3.2 The 18DTP Hygiene Education SchoolCurriculum I
TheSchoolProgramneverreceivedthe level of official, governmentalsupportit neededto be I
sustainable.The Ministry of Education(Departmentof PrimaryEducation)and theMinistry
ofHealth(Bureauof HealthEducation)wereinvolved in theprogramatfirst TheMinistry of
Education issued an order to all primary schools in project towns to use the special I
curriculum The Ministry of Health was supposedto take an active role in curriculum
developmentand teachertraining, but it did not. The tasks were performedinsteadwith
assistancefrom theNGO Forumfor Drinking WaterSupply& Sanitation(Dhaka). I
By theendof December1996580 teachersin all 18 townshadbeentrainedandbasichygiene
education materials developed. Project staff had completed a total of 2589
monitoring/teachingvisits to 244 schoolsby theendof June1998

Twoteachersperschoolwere trained Each school received two teaching manuals and othet
educationalsupplies (Samplesof cartoonsticketsare in Annex 3.3.) The manualswere still
available in most schoolsvisited. But teachers’ and headmasters’responsesto the project’s
curriculumhavebeenextremelyvariable Some like it anduseit, but this groupseemsto be
a minority. Othersclaim that they do not havetime for the gamesand otherparticipatory
activities Someteachersresentthe fact that theydid not receivetraining.A majority express I
the opinion that thereis little differencebetweenthenationallymandatedcurriculum andthe
onespeciallydevelopedfor this project. As above,very fewteachersin any schoolhavebeen
trainedto useit. I
NGO/CSCteam membersat first were supposedto limit their role to monitoring teachers’
performance,but in most towns they took on responsibility for some or all classroom
instruction. One teachercommentedthat they are welcome to do this, and that children
participatewith fewer inhibitions whenthe project staffconductclassesthan whenteachers
do.

Whether taught by project staff or their usual teachers,children seem to respondto this
curriculum. In the majority of schools visited children were indeed found to know the
curriculum’scatchyrhymes,someof which are presentedin Annex3.3.

I
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3.3.2.1 Project Curriculum Not Integrated with Others

Confusingmany from theprogram’sbeginning,EducationMinistry andprojectofficials made
little or no effort to reconcile the project’s curriculum with the one already mandated
nationwidefor Class111-V students,ParibeshParichiti. Anotherlikely sourceof confusionis
the introduction of other hygiene education programs (UNICEF and World Vision, e.g.) in an

unknown number of schoolsi7. Interview and workshop commentsindicate that thereare
somewhatdifferentemphasesin the different curriculain use The project curriculumplaces
great emphasis on using tubewell water for all purposesand exclusiveuseof latrines for
defecation.The nationalcurriculum also promotessafe water and sanitarylatrine use,and
additionally emphasizescareful personalgrooming. UNICEF and World Vision curricula
promotesimilarpractices,with an additionalemphasison oral salinesolutionpreparation.

3.3.2.2 Teacherst Comments on the Project Curriculum

Teachers(manynot trained)madethefollowing commentsin 1998 workshops:

Jha!okatiDivision
• Theapproachis boring;
• Needmorecolorful andentertainingmaterials

Manikganj Division
• Someof thewordsare hardto understand;
• Projectandtextbookcurriculumneedto be integrated.

Magtira Division
• Messagesarenot easyto understand;
• Projectmaterialsarenot integratedwith thenationalcurriculum;
• Role-play,rhymesare monotonous;
• Thereis aneedfor more colorful,attractivematerials;
• Thecurriculumdemandstoo muchtime;
• Projectfunding cutsarereducinguseof thecurriculum,
• More teachersneedtraining.

Ni!phamari Division
• Messagesaredifficult to communicate;Sentencesshouldbe simpler;
• Curriculumdemandstoo muchtime;
• It is too expensiveto stage‘dramas’.

Theproject’s“child-to-child” teachingmethod -- usingrole-play exercises,for example-- is

not familiar to most teachers. Even thosewho know the rhymes or messagestend to be
uncomfortablewith this method. Onemisunderstandingbecameapparentduring interviews:
insteadof role-play,someteachersthink that hygieneeducation‘dramas’ shouldbe full-blown
stageeventswith costumes.

17 In the four workshopsteachersdid not indicate much familiarity with UNICEF or World Vision teaching

materials,butthesematerialsare knownto be in usein someproject area schools
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I3.3.3 Monitoring the SchoolProgram

Teachers in each project school, as required, fill out forms documentinghygieneeducation I
sessions.Thesereportsarethebasisof thenumbersmentionedabove.But mostwould agree
that the reportsare not carefully prepared.There is no incentiveto do them properly.More
reliable sourcesof information are NGO/CSC team membersthemselves,who visit each
schoolmonthly or bi-monthly.During thesemonitoring visits theyeitherobserveteachersin
hygieneeducationsessionsor do theteachingthemselves. I

3.3.4 Teachers’ Comments on Child Health

Fifteen teachers were asked whether students showed signs of water- or sanitation-related I
diseases.Tenmentionedthat somestudentshavediarrhea,worms,or other conditions.Five,
however, gave only vague answers. Such responses mean either (a) that the teachers
themselves need more information about water/sanitation-related diseases, or (b) that they do
not follow up on absentchildren’shealthstatus.Poorhygiene,however, is a subjectof great
concernto them.Theyregularlyurgechildrento improvetheir grooming. I

3.3.5 Problems,Successes,and Future Plans

While the problemsof time, crowding, training, communication,misunderstanding,and so I
on, are visible even upon casualinspection,the SchoolProgramcanclaim somesuccesses.
As with other aspectsof the project, hygiene educationin the schools has caught the
imaginationof motivatedlocal people,who makegood useof it andsurelywill continueto
do so in the future. In Lalmonirhat,Nilphamari, and Panchagarh,for example,at leastsix
headmastersare known to be very enthusiasticabout the dramatic and entertaining I
instructional approachused. In their schoolsNGO/CSC team membersare not teaching,
becauseteachersare using the project curriculum. (It is possiblethat others also are, but
detailed information is only available from six towns.) The headmasterof Panchagarh
Primary School No 1, for example,is urging theNGO/CSCteamto usethecurriculumasthe
basisofa masscampaign.

Workshop discussions revealed more enthusiasm than did individual teacher interviews. On
the whole they were positive about NGO/CSCworkers’ teaching. And mostsaidthatchildren
have a good time learningfrom the curriculum

Most teachers interviewed claimed that they would go on with hygiene education after the
end of the project, which is to be expected,sinceit is nationally mandated.The question
remains how to integrate the more effective aspects of the curriculum into the normal
teaching routine. This would best be done at the central government level, with genuine I
support from the Ministry of Education,andperhapsfrom UNICEF. During the lastyearof
theprojectsomemasscampaignsprobablywould be an effectiveuseof project resources,and
may inspire pourashava officials and potential volunteersto continue to spreadhygiene I
educationmessagesin an appealingandeffectivemanneron theirown in thefuture.
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3.3.5.1 Teachers’ Recommendationsand Proposals

Workshopparticipantsand intervieweesmadea numberof suggestionsfor improving both
schoolhygieneandhygieneeducation.Themain recommendationsare:

SchoolFacilities Improvement/Protection
• Some teachersshould be trainedin handtubewell maintenance;and schoolsshould get

someof thenecessarytools.
• PourashavaSweepersshouldcleanschoollatrinesdaily, not students.
• Funds should be allocatedfor cleaningsupplies: first from the project and later from

schoolcontingencyfundsthroughSchoolManagingCommittees.
• Neighboringfamiliesshouldbe providedwith tubewellsand latrines,so theywill notuse

those of schools. They also need hygiene education, so they do not ruin the school
equipmenttheydo use.

• Schoolswithout compoundwalls needmoneyto build them.

HygieneEducationProgramImprovement
• All teachersneedtraining in the projectcurriculum,notjust a selectfew. Therealso is a

needfor updatingtrainedteachers’sanitationinformation.
• SchoolManagingCommitteesshouldreceivetraining aswell, sothattheycanunderstand

andsupporttheprogramandahygienicschoolenvironment.
• Attractive and colorful print or video materialsshould be developedto make hygiene

educationmore interestingto students.
• NGO/CSCstaffshouldcontinuedoing teachingin schoolsaslong astheproject goeson,

to reducepressureon teachers’time.
• The project curriculum should be integratedwith the national curriculum,to savetime

andpreventconfusion.
• Competitionbetweenschoolswould stimulate enthusiasm.Project funds could pay for

small prizesto thecleanestschools.After the end of the project the pourashavashould
continueany competitionprogram.

The above recommendationsrefer to long-term SchoolProgramenhancementgoals,which
will be met long after the 18DTP’s end, if ever. In the short-term,teachers suggest, NGO
workers could continue to help with monitoring students’ personalhygiene,and perhaps
awarding prizes to those who arethe cleanest(or who show most improvement). Sanitation
Week activities also could be expanded, with pourashavachairmengiving prizes to the
cleanestschools.

3.3.5.2 Consultant’s Comment

The teachers’ideas, including competitionamongschools,aremostly reasonableones.But
any competition amongindividual studentson grooming and personalhygiene should be
avoided.Therewould be a tendencyto give prizesto thosewho can afford goodclothesand
shoes, thus embarrassingthose who cannot. Poor people already are stigmatized and
consideredby othersto be dirty. Losing apersonalhygienecontestwould only causefurther,
unnecessarypersonalpain.
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There might be an award for school improvement,as well awardsfor absolutehygiene
condition, to providean incentiveto lesswell built schoolsto improvehygiene.

Two Primary School Visits
Magura Division, August 1998

Sc/toolNo. 1
Construction type: pucca. Number of students: 172. Interviewed: Headmaster,teacher, and
AssistantT.E0, who all thankedtheDutch Governmentfor helpingto improve schoolfacilities I
There is a problem with the hand tubewell, which started malfunctioning soon after it was
installed TheyhaveaskedthePourashavato repair it, but thePourashavahastold them to write a
letter to thehigherauthorities(Departmentof Facilities, PrimaryEducationDepartment,Ministry
of Education).Theydid this a long time ago butarestill awaitingareply.

The tubewell is situated closeto the school latrines, which have no otherwater stored by them
The tubewellplatform is muddyand litteredwith garbageLatrines also is not clean. Onepipe is
brokenandemittinga badsmell The teacherssaidthereis no moneyto repairit I
Children of Classes3, 4, and 5 cleanthe latrinesand tubewell with water only. Thereis no fixed
schedulefor cleaning.It is done whenevernecessary.While sometimesdoing the job, children I
(and theirparents)havecomplainedaboutit. And childrenrarelycleanproperly.

Children themselvesare often dirty, accordingto theii teachers. They come barefootthrough
fields on their way to school, steppingin mud aiid cow dung. A proper path or road would be
better,but there is no moneyto constructone

Hygiene educationis going on. NGO/CSCteamsvisit monthly Children enjoy the sessionsand
learning rhymes. (Children were found to know the curriculum rhymes.)But teachersare not
enthusiastic.They are not familiar with the curriculum The two who were trained have been
transferred.Before leaving, they unfortunately did not share theii knowledge and skills with those
who remained Diarnasessionsareespeciallydifficult to follow.

The SchoolManagingCommittee’s(SMC) main function is helpingto follow up on school drop
outs andto persuadeparentsand children thatattendingschool is important SMC membersattend
yearly socialeventsatthe school.

Sc/too/No.2
Constructiontype: kacca. Number of students 222 This school is locatedalong a fringe area
road It is not enclosedClassroomsconsistof two walls and niud floors. ‘Floating people’ (i e
passers-by)useschool facilities. Thereare four latrines, but the SMC decidedthat onepan was
enough for children’s use. Of the four, one was always locked; one was used by a neaiby
shopkeeper,who holds the keys; one was used by the children; and one was full of mud and
stones.The hand tubewell platformwas observedto be very dirty, with stagnantwater sitting on
it Thereis no regularcleaningarrangement.

Children, dogs, and even outsiderssometimesdefecatein the corner of the classroomitself,
coveringexcretawith ash.

I
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3.3.6 Impact of the SchoolProgram

3.3.6.1 Physical Facilities

Theprojecthasinstalledsomeschoolwaterand sanitationimprovements,but thefour latrines
in eachschool arenot as accessibleto children as it was expectedthey would be. Public
pressureon somefacilities is great,andschooladministratorshavereactedby locking themor
otherwise further restricting access.Children needingto use latrines must either wait, go
outside, or go home.

3.3.6.2 Teachers’ Skills

The teachertraining programhasnot beenas effective as was originally hoped.Trained
teachersrarely if ever have sharedtheir knowledgewith other staff members.If they are
transferred,their expertisegoes with them. A few important exceptionsare enthusiastic
headmastersor teachers,who have sufficient interestand ability to inspire others. But the
numberof suchenthusiasticpersonsis not known

3.3.6.3 Children’s Awareness

Thereis no doubt that hundredsof children have memorizedproject messagesand other
hygieneinstructionscommunicatedin school.Thesemayeventuallyinfluencetheirbehavior,
especiallyif hygienicfacilities are availableand otherfamily membersalso areawareof the
importanceof hygienicpractices.For poorchildrenespeciallytheschoolprogramthuscould
improve their future general healthand quality of life.

3.3.7 Summary of Findings

The 1 8DTPprogramin primary schoolsconsistsof: (a) latrine andtubewell installationand
(b) hygiene education. The program began in 1995 with the developmentof a special
curriculum. In 1996 two teachersfrom everyschoolweretrainedin useof thecurriculum,and
latrine installationhadbegun.Projectstaffhadcompletedatotalof 2589 monitoring/teaching
visits to 244 schoolsby theendof June1998.

This evaluationis basedon multiple informationsources.In additionto documentreview, it
uses the findings from four 1998 workshopsfor 110 headmastersand teachers;individual
interviews of 30 teachersin ninetowns; checklistobservationsof 24 schoolsin ninetowns;
andinterviewswith six NGO/CSCteams.Oneoranotheroftheseactivitieswasconductedin
12 project towns.
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3.3.7.1 The Primary School: Physical Facilities and Administration

The situationof the typical project schoolis not ideal. Two types of schoolswere visited. I
One is the govermnentprimary school, usually located in a coreareaand havinga sturdy,
concrete(pucca) building. This type is usually in an enclosedcompound.The other is the
‘registered’ primary school, typically located in a fringe areaand having a less substantial
(kacca) building — for example,bamboomat walls and thatchedroof, or concretewalls and
corrugatedtin roof, and not in an enclosedcompound

Both typesof schoolare so crowded,thattheymust operatein shifts. The averagenumberof
studentswas 392; and student-teacherratioswere 1:70 for the governmentschoolsvisited,
and1 ~50for theregisteredschools.

There is greatpressureon all physical facilities under the best of circumstances.And
circumstancesare far from good. The public tries to use latrines and tubewells, so
headmastersoftenput the latrinesunder lock and key, which alsorestrictschildren’saccess
Public useis almost impossibleto prevent in schoolswithout walled compounds.Teachers I
may designatesome latrines for their own use, further limiting the numbersavailable to
students

Money for maintenanceand all school supplies comes from a small “contingency” fund,
which mostteacherssayis too small to allow for purchaseof latrine cleaningsupplies.Most
latrine cleaning is doneby studentsand/or children,who considerit a distastefultask, some
parentscomplainaboutteachers’requiringtheir children to do it. So latrinestendto be poorly
maintained.Most tubewellplatformsalsowereobservedto be unclean.

The School Managing Committee(SMC) is said by most teachersto havelittle interest in
solving school hygieneproblems,although some SMCs do support facilities improvemenL
andrepairs Someteachersrecommendthat the SMCsneedto improve their own awareness
of the importanceof properuseof waterandsanitationfacilities.

I
3.3.7.2 The Hygiene Education Curriculum

The Ministry of Education(PrimaryEducation)and theMinistry of Health(Bureauof Health
Education)wereinvolved in theprogramat first TheMinistry of Educationin 1995 issuedan
order to all primary schoolsin project towns to usethe special curriculum.The Ministry of
Healthwas supposedto takean active role in curriculum developmentand teachertraining,
but it did not. Thesetaskswereperformedinsteadwith assistance from theNGO Forumfot
Drinking WaterSupply& Sanitation(Dhaka).

Thecurriculum itself is basedon an innovative, “child-to-child” concept.It makesmuch use
of rhymes, games,and role-play exercises.But many teachersdo not see any difference
betweenthe project’scurriculumandthe nationally mandatedone.

A seriousproblem with the curriculum is that it was never reconciledwith the already-
existing nationalcurriculum, Paribesh Parichiti, mandatedfor use in every primary school
Teachers,trainedor not, havebeenconfusedabouthow the new curriculum fits into their I

I
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lessonplans.Thereis no evidenceof continuingMinistry interestin promoting theproject’s
curriculum. Theprojecthasmanagedtheconfusionin mostcasesby havingNGO/CSCteam
membersof eachtown do lessonswith the curriculum, ratherthanexpectingteachersto do
them.

In school workshopsteachers,mostly not trained in its use,madespecific criticismsof the
curriculum, suchas:

• Theapproachis boring;
• Role-play,rhymesare monotonous;
• Needmorecolorful andentertainingmaterials,
• Messagesaredifficult to communicate;Sentencesshouldbe simpler;
• Someofthewordsarehardto understand;
• Curriculumdemandstoo muchtime;
• It is too expensiveto stage‘dramas’;
• Projectmaterialsarenot integratedwith thenationalcurriculum;
• Projectfunding cuts arereducinguseof the curriculum;
• More teachersneedtraining.

Whenteachersweretrained, it wasassumedthat the two trainedper schoolwould sharetheir
knowledgeof new techniqueswith their colleagues.But this sharing did not occur to the
extentanticipated.Teachersnot receivingthetrainingsometimesfeelneglectedand resentful

-- aswell asbeingconfusedabouttheoverlapwith thenationalcurriculum.If trainedteachers
aretransferred,no expertisewith the curriculumremainsin the school.

Someimportantexceptionshavebeenfound In threetowns (Lalmonirhat,Nilphamari,and
Panchagarh),for example,at leastsix headmastersare known to be very enthusiasticabout
the entertaininginstructional approach.In their schoolsNGO/CSC team membersarenot
teaching,becauseteachersthemselvesare using the project curriculum. (II is possible that
othersalso are, but detailedinformationis only availablefrom six towns.)Theheadmasterof
PanchagarhPrimary School No. 1, for example, is urging the NGOICSCteamto use the
curriculumasthebasisofamasscampaign.

3.3.7.3 Teachers’ Suggestionsfor Future SchoolProjects

In workshops and individual interviews headmastersand teachersmade a number of
suggestionsfor future projectsto raisegeneralawarenessof hygieneissues. Theseprojects
arenot feasiblewithin theframeworkof the 1 8DTP, but the suggestionsmight bepassedon
to the appropriate local or national authorities:

SchoolFacilities Improvement/Protection
• Some teachersshould be trained in handtubewell maintenance;and schools should get

someofthenecessarytools.
• PourashavaSweepersshouldcleanschoollatrinesdaily, notstudents.
• Funds should be allocatedfor cleaningsupplies: first from the project and later from

schoolcontingencyfundsthroughSchoolManagingCommittees.
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• Neighboringfamiliesshouldbeprovidedwith tubewellsand latrines,so they will notuse

those of schools. They also needhygieneeducation, so they do not ruin the school
equipmenttheydo use.

• Schools without compound walls needmoneyto build them.

HygieneEducationProgramImprovement I
• All teachersneedtraining in theprojectcurriculum,not just aselectfew. Therealso is a

needfor updatingtrainedteachers’sanitationinformation.
• SchoolManagingCommitteesshouldreceivetraining aswell, so thattheycanunderstand

andsupporttheprogramanda hygienicschoolenvironment.
• Attractive and colorful print or video materialsshould be developedto make hygiene I

educationmoreinterestingto students.
• NGO/CSCstaffshouldcontinuedoing teachingin schoolsas longasthe projectgoeson,

to reducepressureon teachers’time. I
• The project curriculum should be integratedwith the national curriculum, to save time

andpreventconfusion.
• Competitionbetweenschoolswould stimulate enthusiasm.Project funds could pay for

small prizes to the cleanest schools. After the end of the project the pourashava should

continueany competitionprogram.

The teachers’ideas, including competition amongschools,aremostly reasonableones.But
any competition among individual studentson grooming and personalhygieneshould be
avoided.Therewould be a tendencyto give prizesto thosewho canaffordgoodclothesand
shoes, thus embarrassingthose who cannot. Poor people already are stigmatized and
consideredby othersto be dirty. Losing a personalhygienecontestwould only causefurther, I
unnecessarypersonalpain.

I
3.3.8 Conclusions

As far asfacilities improvementis concerned,findings areonly minimally positive. Schools
arenot well enoughfundedto properlymaintain thefacilities. Theyareover-usedandnot (in I
the caseof latrines) adequatelyaccessibleto school children. Not only is there too much
pressurefrom within eachschool, but also neighborsand passers-byoften insist on using
schooltubewells;andschoollatrinestoo oftenareregardedaspublic latrines. I
School Managing Committeesmostly do not exercisecreative leadership in water and
sanitationmatters,thoughmoreeffort couldhavebeenmadeto include themin theprogram.
The result is that the plannedrelationshipbetweenfacilities improvement and increased
hygiene awareness did not work out as well as plannedin mostplaces.

Themostpositive thing thatcanbe saidaboutfacilities is that, theprojectinstalled67 latrines
andanumberof handtubewells’8that would nototherwisehavebeenin place. I

i8 Hand tubewells installed in schools are not countedseparately from those installed elsewhere in project

reports
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Themostdifficult issueraisedby theschoolprogramis that its hygieneeducationinnovations
will not survive the end of the 1 8DTP in most schools Thereare at leastthreereasonsfor
this. First is the failure of mosttrainedteachersto sharetheir knowledgewith colleagues.
This lapsemeansthat faculty expertiseis low or evennonexistent(in caseswheretrained
teachershavebeentransferred.)Secondis theproject’sdecisionto takeon theresponsibility
of teachingratherthan insistingthat theMinistry of Educationenforceits earlymandatethat
teachersusetheproject’s curriculumin projecttown primary schools. Third is the inherent
confusion,never resolved,betweenthe project curriculum and that already mandatedasa
nationalstandard.

One way to increasethe likelihood of an enduringimpactasthe project endswould be to
publish andcirculatethe curriculum aswidely aspossible. It is one of at leastfour curricula
in usein Bangladeshprimaryschools,alongwith thoseproducedby UNICEF, World Vision,
and, of course, the nationally mandatedMinistry of Educationcurriculum. Specialistsin
hygieneeducationmay want to refer to it whenthe national curriculumnext comesup for
revision. Soit shouldbe availablein all appropriatelibrariesand governmentoffices.

As far asthe children are concerned,in the end all that can be said is that, a greatmany
children will have receivedsomewhatunusuallessonsbetween1996 and the end of the
project. WhentheNG0/CSCteamsstopdoing theteaching,theselessonswill end in most
places.

Given these limitations, the program’s successesdeserve recognition. The program has
ignited the imaginationof someeducatorsin sometowns.Theseteachers,thoughaminority,
arepassingon theirknowledgeto colleaguesand students.Six headmastersareknown to be
enthusiasticallyusing the project’s hygiene educationideas. There probably are others,
perhapsmorethanonein eachtown. But theexactnumberis notknown.

3 - 57


