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W ater poverty may happen in the absence of 
water but that is not a serious concern for 
Bangladesh since current estimates suggest 
that 97.4% population of the country are 
accessing drinking water (BBS 2007). This 
figure stood at 99% and 97% tor urban and 
rural population respectively for the year 2003 
(Eanh Trend 2003). Won·ies take place when 
the word 'safe' is pretixed with the word 
'watt!r acct?ss ·. Supplied water may be 
contaminated with different types of pathogens 
in different phases of its supply process/chain, 
sometimes polluted at its source/origin. 
Ground water arsenic contamination has added 
as another dimension to the crisis. Therefore 
water poverty may still persist within the 
prevalence of water when quality issues are put 
in the context. Effons to supply contamination 
free or safe water and public awareness 
building on improved sanitation and hygiene 
is:.ues, thert:fore, received more attemion at 
this moment in the Government and non
governmental initiatives than commissioning 
new infrastructure of water supply. ~ 

The impact of water contamination on health is 
connected with the level of awareness of 
people on personal hygiene and the state of 
sanitation t~1cilities being used by the 
community. According to Bangladesh Bureau 
of statistics, 53% of the population in 
Bangladesh access to safe toilet. This figure 
conceals rural-urban. poor-rich disparity in 
accessing sanitation facilities. For example 
70.7% urban population enjoys sa t\! toil!!t 
facilities while this ligure stands for only 
48.2% in the rural areas of 13angladesh (check). 
The factors like poverty, illit..:racy, lack of 
information, individually or as a combined 
ellect contribute to this low access to toilet 
facilities. For instance. it is evident that people 

Chapter 1: Prelude 

in northern Bangladesh who used to use toilet 
facilities no longer use those due to the 
problems associated with post-construction 
maintenance and costs. 

In Bangladesh, one of the main causes of water 
borne disease is faecal-oral transmission routes. 
The people have poor understanding about the 
link between poor hygiene and disease. Only 
39.3% of the people wash their hands with 
water. soap or ashes after defecation (only 
19.3% use soap), 40.6% wash their hands with 
soi l and water and the rest 20% use only water 
(NGO Fonun). 

The illustrations above indicates that water 
supply, sanitation and hygiene issues are 
linked together and these need to be addressed 
holistically if a sustained WASH (Water, 
Sanitation and Hygiene) system is expected to 
be functioned. The Millennium Development 
Goal (MDG) envisioned the sustainability of 
environment-sanitation issues in terms of three 
target areas (Box I). Bangladesh government 
has been working along with the MDGs 
including target 9. I 0 and II. 13RAC, the 
largest non-governmental organization of the 
world. also believes that sustained growth of 
the community is interlinked with health 
condition of the family/community members. 
BRAC. in this regard, implementing safe water 
supply, improved sanitation facilities and 
proper hygiene practice programme (the 
programme called WASH) with the suppon of 
donor agencies in 150 selected upazilas of 
Bangladesh in order to ensure a disease free 
community as far as possible. BRAC also 
envisage that a good health condition may 
increase the resilience of the grassroots people 
that. in turn. may help them to take 
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Box: I 
Millennium Development Goal (Goal 7) for Ensuring En\·ironmental Susta inabili tv 

T1u·get 9: Integrate the principles of sustainable development into country policies and 
programmes and reverse the losses of environmental resources. 

Ta .. get I 0: Halve by 2015 the proportion of people without sustainable access to safe drinking 
water and basic sanitation. 

Tat·get II : Have achieved by ~020 a significant improvement in the lives of at least I 00 million 
slum dwellers. 

their stakes in economic activities and in areas 
related to ensure their social well-being. 

2. BARC Water, Sanitation and 
Hygiene (WASH) Programme 
Despite a number of efforts !rom different 
GO/NGO sectors, the situation in water, 
sanitation and hygiene regime of Bangladesh 
still depicts a delicate picture. According to the 
joint Monitoring Report of WHO and UN ICEf', 
the latrine coverage in the country stands for 
only 33 percenf (in 2003). while 75 percent 
people do access sate drinking water (Figure I). 
The personal hygiene condition of the people 
also shows similar picture as it is a combined 
product of some other delicate social variables 
like illiteracy and pove1ty. Mi llennium 
Development Goat (MDG), in this regard, 
called tor improving health condition 
especially for the unprivileged groups in the 
society. Responding to these issues. BRAC has 
undertaken Water. Sanitation and Hygiene 
(WASH) program spreading over 150 upazilas 
of Bangladesh. Figure 1 shows that the 
upazilas selected for the project represents the 
areas which are economically depressed and 
geographically delicate for disaster proneness. 

Box-2 

Objectives of WASH Program me. 

Objective 1: Provide sustainable and 
integrated WASH services in the rural 
areas of Bangladesh. 

Objective 2: Induce safe hygienic 
behaviour to break the contamination cycle 
of unsanitary latrines. contaminated water, 
and unsafe hygienic behaviour. 

Objective 3: Ensure sustainability and 
scaling-up WASH services. 

BRAC envisioned the impacts of this program 
in terms of hooking up additional sanitation 
coverage tor 17.6 million people, hygiene 
education for 37.5 million people and 
additional water coverage for 8.5 million 
people. Conceiving the fact that latrine 
coverage stood in the range from 31% to 33%, 
the proportion of the population with access to 
safe water is about 75o/q (Joint Monitoring 
Report. WHO & UNICEF 2003) and poor 
hygiene condition prevails specially in rural 
Bangladesh. BRAC undertook Water. 

Box - 3 

Areas Indic~ttors to be achieved 

Latrine • All households have their own 
or a shared sanitary latrine. 

Water 

Hand 
wash in 
g and 
person 
al 
hygien 
e 

116 

• Use of sanitary latrines by all, 
irrespective of age. 

• Dispose infant/child excreta in 
latrine. 

• Maintain latrines: pit not fi lled 
up, no visible faecal matter, and 
so on. 

• Water tor personal cleaning is 
in or near latrine. 

• Everybody wears sandal in 
latrines. 

• 

• 
• 
• 

• 

• 

Safe water sources are used for 
all cooking and drinking. 
Safe water storage . 
Maintain water sow·ce. 
For piped water, the quality and 
quantity produced will meet 
agreed standards. 
Practiced by everybody after 
defecation and before taking 
food. Also after cleaning 
child/baby excreta. 
Strengthen Public Private and 
Community Partnership (PPCP) 
with national soap producers to 
make low cost soap available in 
households and all schools. 
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Sanitation. and Hygiene! (WASH) Prugramme 
in 2005 in order to improve the cundition in 
these se\:tors. The programme is ulso aiming to 
attain the MDG 1015 Target un water anc.J 
sanitation tor Bangladesh. This tiw-year 
(January 2006 - December 20 I 0) programme 

tmtin ly supported by the Netherlands 
Government is currently underway. BRAC 
took on some key themes while implementing 
its WASH programme; these are sustainability. 
integration (of water, sanitation and hygiene), 
~lrong gender 

Percentage of Sanitary Latrine 
Coverage (UNICEF Data) 

[:=:::J 0. 9 
[]Ji1iJ 10 . 16 

19. J7 
28.37 
30·46 

.,. 47 . 55 
t • 56 - Gs 
[ l'Nna Boundary 
c:::J OostriCI Bounda<y 
/'V_ Moln Rovers 

40.~5iiiiio~~~40'-iiiiiiiiiiiiii80 Kilomelers 

Figure 1: Percentage vf swtifw)· /,urine coverage (after UNICEF data). 
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and poverty orientation, 
technologies/designs, private 
collaboration, coordination and 
building of key-stakeholders. 

relevant 
sector 

capacity 

simultaneously. The programme unit is 
responsible for project implementation while 
research activities are supervised by BRAC 

BRAC Water, Sanitation, 
and Hygiene (WASH) Programme 

Figure 2: Programme coverage of WASH. 

3. The atlas 

WASH programme has already got its 
momentum since its launch in June 2006. Two 
facets of the programme i.e. (i) impfeml!ntation 
phase and (ii) research phuse function 

11 8 

Upazilas out of WASH programme 
Surveyed upazilas (75) 
Upazilas not under survey (75) 

Research and Evaluation Division (BRAC 
RED). Recently programme unit has 
completed a thorough census survey, covering 
all 150 upazilas, to receive information on 
different variables on safe water supply, 
sanitation and hygiene practice, household 
composition, educational institution and on 
social religious institutions of the community. 
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In parallel. environment wing of RED has 
conducted a baseline survey in 75 upazilas 
(Figure 2) so that success indicators of the 
programme can be assessed at the end of the 
programme or during the programme 
implementation phase if necessary. These 
initiatives has produced a large amount 

to locate areas that deserves special attention 
for certain types of interventions: (ii) the atlas 
is also aimed to those working outside BRAC 
to give them general information about the 
water, sanitation and Hygiene status of the 
country since this kind of atlas is absent in 

Figure 3: Using PRA method (social mapping technique) rural people describes the water and 
sanitation condition in their area. 

of data which is difficult to read unless these 
are thematically clustered and portrayed on 
maps. This initiative is a kind of effort where 
some secondary source information has also 
been used to make the atlas a 

Table I: Some primary indicators of Bangladesh. 

Issues 2001 1991 
Population 130522• 111455° 
Pooulation Rrowth rate 1.58 2.01 
Population density 843 720 
Literacy rate 37.7 24.9 
Toilet facilities (Sanitary) 37.38 12.46 

(Others) 41.17 53.24 
(None) 21.45 34.20 

Sources of Tao 6.18 4.30 
drinking water Tubewelll 84.60 85.20 

Deep 
Tubewell 
Pond/Dighi 3.32 7.88 
Others 5.90 2.62 

'ource: UNICEF and BBS 2003. 

comprehensive one. Geographical Information 
system (GIS) has been used to input, analyse 
and prepare final map outputs for this purpose. 
Only selected variables, rather than 
considering all the variables are portrayed in 
the atlas. The purpose of this attempt is three 
fold, (i) to aware the programme people about 
the progress of the project. It also may serve as 

Bangladesh; (iii) the atlas can be used as on 
job project monitoring by the donor bodies and 
as a reporting tool for BRAC. Since the main 
elements of the atlas (i.e. the maps) has 
produced in GIS, the atlas can be updated on a 
regular basis without investing major resources 
what can be considered as an off shoot benefit 
of the effort. 

1981 
89912° 
2.88 
590 
197 
NA 
NA 
NA 
3.61 
53.12 

37.50 
5.77 

The atlas is divided into five 
chapters; chapter 2 is dedicated to 
introducing variables considered for 
mapping activities. It also portrays 
some basic household level 
information. Chapter 3 as titled 
'safe water status' illustrates the 
condition of water supply of the 
community. It also focused on the 
condition of tube well as water 
supply source. State of sanitation is 
covered in chapter 4 while chapter 

5 focused on personal hygiene situation. Some 
general health and hygiene awareness 
information is presented in chapter 5. 
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The chapter will introduce some basic socio
economic indicators like population density, 
literacy rate, poverty scenario of B<lllgladesh 
which have a strong relevance to water, 
sanitation and hygiene issues. 

2.1 Population and poverty: ma tching each 
other or mutually exclusive? 

Bangladesh has achieved a significant progress 
in population control in recent decades. The 
current population growth rate is 1.58 which 
gradually dropped from 2.88 in 1981. But the 
absolute number of population when compared 
with its total land area shows disappointing 
picture and this sheer number undermines the 
success of development eftosts undestaken by 
GO or NGO bodies. Despite these setbacks the 
indicators like literacy rate, life expectancy, 
provisions of water, sanitation and hygiene 
have improved significantly in recent times. 

The population density map (Figure 4) shows 
that the highest concentration of people takes 
place in the central region of Bangladesh, 
specially in greater Dhaka (i.e. Dhaka and 
Narayangong). People from 1600 to 5800 per 
square kilometre live in this region. Number of 
people 975 to 1662 are concentrated in the 
middle and eastern districts of Bangladesh. 
mainly in Mymensingh, Comilla, Chandpur. 
Noakhali and in Chittagong region. The 
geographically delicate areas like north-east<!rn 
haor basin, south-westem coastal areas 
specially the Sundarbans and Chittagong Hill 

Chapter 2: Introducing 
Some Basic Variables 

Tracts areas are less dense when compared to 
the prior categories (Figure 4). 

It was calculated from baseline survey 
conducted in 75 upazilas that 17.93 percent of 
the population are ultra poor, 26.56 and 55.52 
percent people are poor and non poor 
respectively. Poverty scenario of the country 
(Figure 5, 6, 7 and 8) is well matched with 
population density map when the absolute 
number of people is used while mapping 
population below pove1ty line. The main 
concentration of poor people occurs in the 
Northern parts of Bangladesh in mainly along 
the coast of Brahmaputra-Jamuna rivers. The 
second cluster is situated in the low lying 
depression areas in the district of Mymensingh 
and Netrokona. 

120 
6 



POPULATION DENSITY 
BANGLADESH 

i 
66.55 . 463.35 
463.35. 595.31 
595.31 . 786.09 
786.09. 1001.21 
1001.21 . 1662 
1662. 5831.36 

(per uare kilometre 

~ 
30.18. 33.4 
33.4 . 39.46 
39.46. 43.9 
43.9. 50.3 
50.3. 65.3 

Figure -1,5: Maps showing populutil)n density (upper left), literacy (upper right) 
based on BBS ~:ellS us data 2001. Maps in th~t boltom shows the scenario of the 
people with disabilities bosed on censu~· dma curried out by Jt'ASH programme 
(50 upazilas represenl~td). 
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N District boundary 
1\1 Upazila boundary 
Head Count Index(%), by quartile 

15 - 36.5 

50 0 50 100 Kilometers ---

36.5-42.8 
42.8-50.2 IRRIIBARC/LGED/BBS Poverty Mapping Project: 

... 50.2-72.7 
~Not estimated 

Figure 6: Powrty situatiun mup uf B<~n~lmlcsh. 
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Legend 
[:=J Ultra_poor 
[:=J Poor 

D Non-poor 

\ 

Figure 7: A,fap showing thtt powrly situ,uion i11 W:ISH imttn•emion areas based on bcJuline survey 
undertaken by BRAC RED for 75 thonas. 
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Legend 
D 1st Quartile (<14 percent) 

- 2nd Quartile (14 to 18 percent) 
D 3rd Quartile (18 to 22 percent) 

- 4th Quartile (22 to 28 percent) 

Figure 8: Classification ofulira fJCIIII' gmup.1·. {'l'l1e aiteria for .~e/ecling ultra poor is ba.~ed on several 
criteria; i.e. (i) landless huusehoU. (ii) hume/.:1!.1' household. (iii) day-labor household heud, (M less than 
I 0 decimal of agricultural /ami, M no .fixeJ i111.:ome source and (vi) disabled or 65 + years old female 
headed household.] 
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2.2 Household economic status 

Household economic status is dillicult to 
measure since direct variables were not 
collected in the questionnaire survey. But 
information on land ownership and asset 
holding, their primary oc~.:upation and 
household head's educational status may help 
to detennine the socio-economic status of the 
respondents. It is interesting to note that 
sometimes it is hard to presume the socio
economic condition of people by assessing the 
information about the condition of 
shelter/house they I ive. For example. almost 
similar percentage of ultra poor people live in 
houses whose roofs framed with corrugated 
iron (Figure I 0). Figure I 0 also depicts, 
percentage for poor people is high than the 
ultra poor who used clay for making walls for 
their shelter. However, field survey experience 
suggests that the ultra poor people, in many 
instances, live in shelters owned by 
others/affluent people in the community. 
Therefore, their living condition may not 
always correspond to the status they belong to. 

2.3 Distribution ot' people who needs special 
attention 

Disabled people in addition to the children 
specially who are under five (Figure II) may 
need special attention in programme design 
and implementation phase. lnfom1ation in 
these regard would be cardinal to get 
responsive decision to bring about change in 
their lives. The WASH programme of BRAC 
has paid special attention on disabled people 
and on the children under five so that safe 
water, sanitation tacilities and hygiene 
information can be provided to them. The 
baseline survey carried out by RED and census 
survey undertaken by the programme unit have 
gathered information on these issues. Map 
presented in Figure I I ~hows the sp<ttial 
distribution of children under live. It depicts 
high percentage of under live ~.:hildren 
occurred in the economically and ecologi~ally 
fragile areas of Bangladesh (e.g. drought prone 
north western Bangladesh and in the wetland 
basin in greater Mymcnsingh district). 

Roof condilion 

ttonpow o.. ... 

~ ~ ...., var. """" 

~ . 
I 

' ~ ' • ,. .. .. ,;. • ,. .. p-· 
~- COI!IIQiltd ~M 
~Cc>n<~tlt 

~ Sir...,•yl 

WAll contlilioo 

tlon pow OYwwl 

1
- ~It slick ~ C<>nuglltd kon I 
.~ Con<tolt , _ City . 

Floor condition 

' .. 

0
!---r---.-t ,.· ----.---.-... . t . . ~ .. · 40 eo tOOO 20 40 _. 

P.n:tnaao• 

I~ Hol«na... ~ Conot... I 
• .ii:DI Holkloncrolt flovottd boot .....,..., ... ~~ 

Figure /0: Roo},' wall undjloor COl/clition of 
the :mr\'eyed houst!holds. 
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CHILDREN 5 AND <5 YEARS OF AGE 
(in percentage) 

10- 12 

13- 15 

Figure II : Map depit:ts the pt•rccntage ofehildren in programme imen•~tmivn area. 
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This chapter gives an overview on the state of 
safety condition of water in the programme 
areas. Condition of the tubewell, stare the 
platform whether it is katcha or concrete made, 
cleanliness of the tubewell premises determine 
the safety in water that are used for household 
purposes. Arsen ic contamination added 
another dimension to this issue. 

3.1 Sources of household sa fe water (Dry 
season) 

People collect water both from own tube wells 
and also fi·om shared sources. The highest 
number of own tube well was reported in 
Nilphamari district in Northern Bangladesh. 
The second highest category of this type also 
occurred in North-Western districts, mainly in 
Bogra. Dinajpur district. In contrast, in 
Mymensingh district people use shared/other's 
rube wells as the source of water. Khulna and 
Jessore districts followed Mymensingh in this 
respect. Maximum number of public tube wells 
is used in Khulna region (mainly in Khulna 
and Jessore district). The information 
presented on map depicts that 
public/government service is ...:fficient in 
Khulna region than other regions. In 
Mymensingh people having rube wells allow 
their neighbours to collect drinking water 
(Figure 12). In North Ucngal tube wells are 
generally privately installed. 

Chapter 3: Safe Water 
Status 

3.2 Condition of tube well 

Bangladesh Bureau of Statistics reports that 
97% of the population have access to tube 
wells (hand pumps), taps or ring wells. It 
indicates that Bangladesh has achieved a 
remarkable degree of success in the water 
supply sector. Water supply and sanitation 
activities started in Bangladesh mainly under 
the supervision of DPHE. In the initial stages 
urban/town centres were in focus. The 
activi ties in these sectors are now shared with 
di tTerent NGOs and in many cases with local 
communities. In the past decades, Bangladesh 
has made notable success in providing its rural 
population with access to household water 
supply with the help of government and donor 
investments but in most of the cases it 
happened by household's own investments. 

But recent detection of arsenic contamination 
in underground water undermined much of this 
;;uccess. h is estimated that around 30 million 
people are exposed to water with 
contamination levels exceeding 50 parts per 
bill ion and 49 million people are exposed to 
water with contamination levels exceedings I 0 
parts per billion. Although arsenic 
contamination is a major water quality 
problem, microbial contamination is also a 
serious issue. This microbial contamination 
may happen if tube wells are not properly 
installed and if tube well platfotms are katcha 
(not concrete built). Figure I 3 portrays the 
distribution of tube wells with katcha or pucca 
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Figure 12: Sources of watrdr in J1y s~tason. 

platform. The figure shows that tube wells 
with katcha platform are dominated in the 
upuzilus in N011hern region, while most of the 
tube well-platforms in the Southern region are 
concrete built. This spatial pirttern of the tube 
well condition recommends some kinds of 
interventions in the Not1hern ar.:as. Figure 
14 depicts the absolute number of tube wdls 
by district. Bogra district dominates in the 
number of tube wells uver other survey 

Legend 

[=:J Own Tubewell 

~ .. Shared Tubewell 

Public Tubewell 

c=J Other Sources 

areas, where Bogra sadar upa;i/a holds the 
highest number of tube wells. Mymensingh 
Jistrict shows the lowest number of hand tube 
wells installed. 
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Figure 13: Cunditivn vftuhe 11'1!/ls. 

DITION OF TUBEWELL FLOOR 
(in percentage) 
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3.3 Arsenic contamination 

Arsenic contamination in th~ ground water in 
Bangladesh becomes a major environm~ntal 
concern since it's presence is reported in 
ground water in the late 1990s. lt is widely 
accepted that arsenic pron~ lUbe welts are 
mainly located in the Ganges tloodplain areas 
(Figure 14). However, the upazilus selected for 
WASH progmmme is. in majority cases. 
located out of the ars~nic :rffected areas. 
Overall 68.30 percent of the tube wells (for all 
cases e.g. own. shared) w~:r~ repmted arsenic 
free during questionnaire survey, the rest are 
affected with arsenic (i.e. 31.7%, table 2). 

it is interesting to note that among three strata 
(i.e. ultra poor, poor and non-poor) of the 
people, the non-poor group S8fters the most 
from arsenic contamination in the tub~ well 
water. The ultra poor group got the highest 
coverage (about 75 percent) of arsenic safe 
water used for drinking and cooking, where 
this percentage stands for 67 and 66 for poor 
and non-poor groups respectiv~ly. This 
highest safe water coverage enjoyed by the 
ultra poor people might hap~n because they 

Legend 
O 0 Ypercenl 
CJ 10 • 22p<:rr.enl 
CJ 23- 42 perr.enl 

are extensively covered. compared to other two 
groups. by the ditl'erent GOINGO programmes 
aimed tor supplying safe water. 

It is mentioned ~artier that people collect water 
mainly tl·om two different sources, (i) tl·om 
own tube well. (ii) tl·om shared tube wdl. 
Table 2 illustrates that only 14.7 percent of 
people (6602 out of total 44993 in 75 survey 
upuzilas) having own tube well tor collecting 
water responded ·yes' on ars~nic test results 
question. It means, 85.3 percent people did nut 
respond or said 'no' to this question. Among 
them 76.37 percent (i.e. 5042 out of 6602) 
claimed that their tube well were tested 
positive for arsenic contamination. In contrast, 
84.33 percent of the respondents (9218 out of 
I 0930) who collect water from shared tube 
wells answered 'yes' to the same kind of 
question. 

Legend 

i 0-21% 
22 - 42 % 
43 - 64 % 

Figure 1-1: .-lrsenic- positil·e in f.l \1'11 tuhe w.:lls (lc:ji), in shared tube wells (right). 
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It is noteworthy that almost I 00 pl!m.:nt vf the 
respondents reported that they hav~ heard 
about arsenic contamination in th.: ground 
water. It indicates that they un: aware of the 
danger of drinking arsenic contaminated water. 
About seventy percent of the people 

Table l: Status of arsenic c.:ul/tamination in Oll'n and shured tube wells. 

Total household People responded on arsenic related questions 
interviewed Own tube well Shared tube well 

44993 (in 75 survey 6602 ( 14. 7%) I 0930 (24.30%) 
upazilas for Arsenic positive No arsenic Arsenic positive No arsenic 

collecting baseline 5042 (76.37%) 1560 (23 .62%) 9218 (84.33%) 1635 (15.66%) 
info) 

claimed that they know what types of disenses 
they are likely to be atfected with Jue to this 
arsenic poisoning. 

The respondents were also asked whether they 
know how to remove arsenic from tube well 
water or not. In most of the cases they 47 
percent mentioned that they don't know the 
remedy and 30.37 percent did not answered the 
question. 
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This chapter introduces the state of sanitation 
in Bangladesh. Maps and diagrams are 
produced based on census data gathered by 
WASH programme unit. 

4. 1 State of sanitation 

The state of sanitation in Bangladesh is still 
poor compared to the success in water supply 
sector. BBS reported that the national average 
of sanitation facilities has impmveJ from 21 
percent in 1990 to 53 percent in 2003 (Figure 
16). Although World Bank statistics suggest a 
different scenario as they claim that only 39 
percent of the total population of Banglildesh 
access to improved sanitation tilcilities 
(http:\\ddp.worldbank.org. accessed in June 
2007). Despite the difference in statistics, it is 
certain that the percentage of population is low 
who access better sanitation facilities. In the 
SAARC region Bangladesh is t·i.lr behind of 
other countries who have shown remarkable 
success in this sector like Sri Lanka t !'able J ). 

Figures 16 also depicts the rural urban 
discrepancy in accessing :;unitation l~1cilities. 
Illiteracy, poverty. lack of awaren.::ss are the 
major contributing factors responsible tor pol.lr 
sanitation condition in the rural an.:a:.. Fidd 
information suggest that the pt•ople are not 
well aware of the benefits of using sat·e toilet 
facilities. In many instances it is repvtted that 
toilets established by different NGOs lor the 
rural community are left out due to the burden 
of post establishment maintenance:. 

Chapter 4: State of 
Sanitation 

Poor sanitation is integral to infectious 
pathogen exposure. It is a real threat in the 
rural areas because tlies, domestic poultry 
birds wander around open toilets (Figure 17) 
and thus transferring diseases. Ashbolt 2004 
mentioned that poor water quality, sanitation 
and hygiene account for some 1.7 million 
deaths a year worldwide mainly by infectious 
diarrhoea. In Bangladesh it is also a cause of 
many infectious diseases. 
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Figure 16: Rural urban disparity in access 
tu stmiwtion in Bangladesh 
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Table J: Sanitation ~,.·o,·eraKe in.\'. JANC 
.:ountries. 

Country lmpruved 
Sa nitation 

IQt..IO 2005 
Afghan is tan OJ 34 
Bhutan 70 
India 14 33 
Maldives - 59 
Pakistan 37 59 
Sri lanka 69 91 
Bangladesh 20 J9 
Nepal II '\5 

http:\\ddp. worldbank.org 

Fi,f!,ure 17: Open toilet in Netrnko11a. 

4.2 Hygienic latrine use and waste disposal 

N011hem Bangladesh shows a delicato:: picture 
in the use of sanitary latrines compared to that 
of in the Southern r<!gions. Nilphamari. 
Rangpur, Dinajpur is reported as tho:: lowest 
pen:entage area in terms of san itary h1tr ine use 
(Figure 19 and 20). It is int..:resting, to note that 

Bogra district got privilege in receiving water 
supply installations (see Figure 19) but that 
kinJ of success does not retlect in the sanitary 
lutrine coverage, except Oogra Sadar upa;;i/a. 
In contrast, upazilas in the khulna division got 
the highest percentage in sanitary latrine 
t.:overage. The map (Figure 19) portrays only 
50 upazilas surveyed by BRAC. This map well 
corresponds with the country-wide sanitation 
coverage map based on UNICEF data (Figure 
20). Figure 20 also shows that N011hern 
Bangladesh deserves special attention in 
improving the condition of sanitation facilities. 

.. tJ Ownership of hygienic latrine 

About 75 percent population of Bangladesh 
live in rural areas and more than 50 percent of 
them do not have access to improved sanitation 
facilities. Programme survey data on 
ownership of hygienic sanitation facilities 
shows strong contrast between high and low 
percentage. The average percentage accounted 
(·or 28 tor all surveyed (i.e. 50 upazilas). 
13atiaghata (6 1 %) upa:ila of Khulna district, 
Sonaimuri (52) ofNoakhali. Bagherpara (45%) 
of Jessore show the highest percenrage in the 
ownership of sanitation facilities. On the other 
hand, Haripur upa:ila of Thakurgaon, Dhunot 
of Bogra presents the lowest percent in this 
regard. Both of the upazilas stands at 16 
percent. It is imperative to note that excepting 
Bogra Sadar ltpazi/a, all other upazi/as in 
Bogra Jistrict shows low percentage (Figure 
19), what. in turn, indicates that development 
interventions are generally skewed in the 
central locations. Figure 19 also depicts that 
the general pattern of lowest percentage of 
san itation occurs in the Northern parts of 
Bangladesh. 

Figure /8: Rural communiry in WASH m~.:eti11~ i11 Slwmbhuga11j (Mymensingh). 

134 20 



SANITARY LATRINE USE 
(in percentage) 
~ 717-24.17 
0 24.17. 42.83 
1.3 42.83. 63 17 

LATRINE WITHOUT OWNERSHIP 
(in percentage) 

~ 
1-7 
8 . 14 
15. 33 

' 34-58 

Figure 19: Sunifury latrine t'CJVt!mgt! 1111d I!H'II<~rship o/'.\'(Jni/ary /atrint!:s 
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resulted ti·om adding up rhe pl'IT.:ntag~s of 
owned and not owned sanitary Jau·in~s. Yellow 
and pink parts represent tht: ownt·d and not
owned percentages. The total populatilln of the 
upazila is used to put weight that relk.:t un the 
size of the pie. 

4.4 Reasons for using hygienic latriues 

The reasons t~w using hygienic lntrine are 
mainly convenience and health Wigure 22). as 
retlected by the opinion of respondents in 50 
survey uptdla. Only 56.5 percent answered 
this question while 43.5 perc.:nt did not 
respond. Among the positivdy r.:spunded 
people, 50 percent of the them mentioned that 
health issue is the main reason why they use 
latrine for defecation, while 29 percent pointed 
out that convenience is the reason and II 
person stated that they use latrine because they 
do not have any other alternatives for 
defecation. Other reasons like 
reliability, social status, cheap ttc. were 
mentioned by rest of the I 0 Jll'rccnt of the 
respondents. The claim or health n :aSLlll is als0 
supported with the response un th.: question 
how regularly do they use sandals wh.:n using 
latrine; 95 percent or the respondents 
mentioned that they use sandals while using 
latrine. But the response on how regularly Jo 

they clean their latrine; the answer does not 
seem that it go with the previous response. The 
answer indicates that on ly 55 percent of them 
regularly clean their latrine and 28.3 percent 
dean as ·on and orr basis and 17 percent do 
not clean their latrine at al l. In most of the 
cleaning cases, it is the female members (88 
percent) uf the households who clean dirty 
latrines, only in 5 percent cases male members 
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Reasons for using latrine 

Figure 20: reasons for using latrine. 

of the tiunily do this job and 7 percent cases 
male members help fema le members in 
cleaning activities. The use of chemical agents 
(like Vim, Finyle, Harpic, Calcium Carbonate 
etc.) in latrine cleaning purposes is poor; most 
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Percentage of Sanitary Latrine 
Coverage (UNICEF Data) 

~ 0-9 
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Figure2/ : Sanitary lt.JTI'illtt lcarillf! cut•er,tgf! in flungladesh hased t)ll UNICEF datu. 
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Figure 22: Reasonsjhr using latrines. 
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of the people (62 percent) ttsc simply 
brush/broom for cleaning the lalrint's. 15 
percent use only water. 

4.5 Establishment of sani ta ry latrine 

People, who use sanitary latrines, g..:nerally 
meet the expenditures for establishing the 
sanitary latrines From their own resources. 
About 91 percent people ti.md by themselves 
for this establishment. People receive money 
from NGO and government sources but they 
hardly use these resources in latrine 
establishments. 

4.6 Latrine use patte.-n of the ch ildren 

The children are most vulnerable group of the 
community to disease exposure. Open yard 
poultry rearing in the village hotuesteads is a 
major source of spreading of different l.;inds of 
diseases since poultry fowl roam around the 
homestead including in the open toilets and 
come into contact with human faeces. Flies are 
another important sow·ce of disease spreading 
from the open human taeces ti·om the 
unsanitary latrines. Table 5 lists a number of 
diseases that originate from hunwn und animal 
faeces. 

WASH programme put a major emphasis in its 
activities so that children are covered with the 
provisions of safe water, sanitation thcilities. 
In order to do this, both programme unit and 
RED of BR/\.C gathered intonnmion on 
children relating to water. sanitation and 
hygiene. The census survey results ti·orn 50 
upuzila suggest that in 63 pl!rcenr of the 
households children under tive defecate ' in the 
premises' or 'here and there' and only 19 
percent use latrine for children's detecation. 
The parent consider that their children :trea too 
young to use the latrine as this statement is 
claimed by 63 percent of the respondents. 
Seventeen percent rep01ted that their children 
are not using latrine because the liunily does 
not have any latrine facility. It is interesting to 
note, the parents are nor careful in disposing 
their childrens' waste as well. They reported 
that they dispose the waste or the children 
'here and there ( 17 percent)'. ·o1.K'Il holes (27 
percent)'. sometimes ' hanging r~s percent)'. It 

Table .J: Reasons for not using latrines hy tile 
children 

Reasons fo r not using the Percent 
latrine by the child ren 
Too young to use 63 
Scared to use 15 
Not suitable tor use 4 
No need 01 
Not having latrine 17 
Other 0.3 

is observed during the tield visits that 
sometimes the adult members of the fan1ily are 
careful about safe latrine use, but reluctant 
about their children. 
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r, bl 5 1~ b (/ I! . · uter . orne pat wxens •J/ ~·c•Jt..:em ill J 1.!1'1! upiiiX tt!X,IOIIS 

Name of microorganisms :\lajor diseases Major reservoirs and 
nrimarv sources 

Bacteria 
Salmonella ~l'phi l'yphoid fever Human Faeces 
Salmont!lla purutyplti Pan1typhoid fever Human Faecc:s 
Shigella spp. nacillary dysentery Human Faecc:s 
Vibrio cholera Cholera Human Faeces, water zooplankton 
Enteropathogc:nic E. coli Ciasrroenteris Human Faeces 
Yers i11ia enleroc:f)/ it ic:a ( ia:s troenteritis Human and animal faeces 

Enteric viruses 
Polio viruses l'oliumydities Human Faeces 
Coxsackie viruses A .:\ st•ptic meningitis Human Faeces 
Coxsackie viruses B ;\ st.>plic meningitis Human Faeces 
Echo viruses '\:;eptic meningitis Human Faeces 
Other enteroviruses Enc.:phalities Human Faeces 

Rota viruses UaslTocnteritis Human Faeces 
Adenoviruses Upper respiratory illness Human Faeces 
Hepatitis A Virus lnti::ctious hepatitis Human Faeces 
Hepatitis E Virus Infect. Hepatitis. miscarriage Human Faeces 
Norovirus Gastroenteritis Fomites and water 

Protozoa 
Acanthamocba castrtllani Amoebic meningoencephalitis Human faeces 
Balantidium coli Dysemery Human and animal faeces 
Clyptosporidium parvum Gastroenteritis Water, human and animal faeces 
Entumoeba histolytic.·a A111uebic dysentery Human and animal taeces 
Giardia Iamblia Gastroenteritis Water and animal faces 
Naey./eria (owleri Amoebic meningoencephalitis Watm water 

Helminths 
Ascaris lumbric:uides .'\~cariosis Animal and human faeces 

Source: Ashbolr, N. J. (2004). 

Figure 23: WAS!-/ programme of/JR. IC has been working for e11suring a long-lasting smile to these 
rural children of Bangladesh. 

140 26 



Awareness of people about overall health and 
hygiene is repot1ed in this chapter. Data and 
infonnation both may give insights about the 
level of familiarity/knowledge <>f people on 
henlthy pmctices in rural B<~nglad~:sh. 

5.1 Overall hygiene situation 

Safe water supply and improwd ~anitmion 

may not bring change in curbing disease 
prevalence in the community if rhcy are nut 
aware of the relationship between disease 
occurrence and unhygienic practice in 
everyday life. In Bangladesh one of the main 
causes of water bome disease are l~tecal-ora l 

transmission routes. Table 5, in previous 
chapter lists a number of diseases that originate 
mainly from human faeces; animal t~te<.:es also 
contribute to that. Watsan Information booklet 
of NGO Forum infomted thor (lnly 24.7 
percent of people in Bangladesh wash rheir 
hands with water, soap or t~shes atler 
defecation (only 7 percent use soap). 3 percent 
wash their hands with soap and 1\ater before 
having a meal, teeding children and preparing 
food . This indicates that p.:ople. de.>pite having 
sanitary latrine, may still be o.:\p11sed to a 
number of microbial (e.g. bacteria, viru:; and 
protozoa related) diseases through Jillcrcnt 
processes and due to the la~k of personal 
hygiene. Water is another source tor many 
types of diseases (Table 6). !'hey include 
waterborne. water related. water based and 
water washed. Luby c!l al. l2005) shlJwed that 
only hand washing intervention rnay help to 
reduce a considerable lewl of water 
contamination. They also claimed that hand 
washing may contribute in rcdudng the 
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Chapter 5: Hygiene 
Situation 

incidences of acute respiratory infections, 
diarrhoea and impetigo. 

The WASH programme of BRAC put a major 
emphasis in improving personal hygiene of the 
community. The programme envisions the 
success in this sector in the anainment of two 
objectives i.e. (i) hygiene is practised by 
everybody after defecation and before taking 
food. Also after cleaning child/baby excreta 
and (ii) strengthen public private and 
community partnership with national soap 
producers to make low cost soap for 
hlJuseholds and for all schools. 

5.2 Water Collection Devices/pots 

People generally collect drinking water with 
kolosh (pot made of soil), balti, jala/motka. 
About 39 percent reported that they use kolosh 
for collecting water. whi le 20 percent 
mentioned bnlti (bucket) to use tor the same 
purpose. It is interesting to note that 40 percent 
of the people claimed that they do not collect 
water at all from the source rather they collect 
it on us and whttil rttquirttd basis. This might 
happen since it is estimated from baseline 
survey that about 64.60 percent people having 
closer access (within 50 meters) to hand held 
tube wells in their neighbourhood. It is 
imperative to mention that the people who 
collect water fTom the source generally do not 
<·over (78 percent claimed) the top of the 
container, while 22 percent mentioned that 
they do it. Contrasting response was received 
on the question whether the water get hand 
contacts or not during water collection 
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T, bl 6 W I a e : mer supply reltuetf di.\Cif.\'I!S 
Group 
Wurer-borne diseus.:: diseases spread through 

water in which water acts as a passive 
can·ier for the infecting pathogens. 
These diseas~s Jepentl also vn 
sanitation. 

Water-relared Jist!uses: diseas~::s spread by 
vectors and insects that live in or dose 
to water. Stagnant ponJs of water 
provides the breeding pl;~~e fur the 
disease spreading vectors such as 
mosquitoes, tlies and inset:ls. 

Water-based diseus11s: diseases causc.:d by 
intecting agents spread by, contact with 
or ingestion of water. Water supports an 
essential part of the life cycle of 
infecting agents such as aquatic snails. 

Warer-washed diseases: diseases caused by 
the lack of adequate quantity of water 
for proper maintenance or personal 
hygiene. Some are also depended on 
poor sanitation. 

Source: White, G.F (1972) und Ashbolt, N.J. (2004). 

processes. In 95 percent cases they said that 
they do not have any hand contacts with water 
during collection. 

About half(49 percent) of the population in 50 
survey upu=ilas reported that they do not s10re 
water at residence. About 39 percent people 
mentioned that they do not collect water trom 
the source as well. It is worth of explaining the 
difference in the number of people with 
regards to water collection and water storage 
practice in the community. There are some 
people who collect water but not interested to 
store it, sometimes they collect and store it in 
glass/mug that they do not consider as water 
storage. 

5.3 State of Washing Utensils 

People reported that they (9 I percent) collect 
water from water sources tor wa~hing utensils 
and the collection device they use is 'jug' . 
They mainly collect water vnly who.:n they 
need it. Sometimes they go to thl' warer source 
for using water for utensils' ckaning purposes. 
Ninety one percent reported, thl')' do hand 
contacts with water while doing cll'aning jvbs 
of cooking gears. People reported. thl'Y :1lso Jo 
not bother about covering up the water 

Diseases 
Cholera. Typhoid, Bacillary dysentery. 
lnt~ctious hepatitis, Leptospirosis, Giardiasis, 
Gastroenteritis etc. 

Ydlew fever, Dengue fever, Encephalitis, 
Malaria, Filariasis (all by mosquitoes), 
Sleeping sickness (Tsetse fly). 
Onchocerciasis (Simulium tly). ~tc. 

Schistosomiasis, Dracunculosis, Bilharziosis, 
Philariosis, Oncholersosis. Tread worm and 
vther helminths. 

Scabis, Trachoma (eye infection), Leprosy, 
Conjw1ctivitis, Salmonellosis. Ascariasis, 
Trichuriasis. Hookwonn, Amoebic 
dysentery, Paratyphoid fever etc. 

container that is being collected for the 
purpose of washing cooking tools and pots. 
Similarly 97 percent mentioned that they do 
not store water for this purpose. 

5.4 State of Cooking water 

A reverse picture has turned out in case of 
collecting water for cooking purposes when 
compared to the collection for drinking and 
washing utensils as reported in the earlier 
sections. About 80 percent of the survey 
people reported that they collect water for 
cooking job by using kolosh (48 percent), and 
balti (3 1 percent). Almost the similar 
percentage (79 percent) mentioned that they do 
not cover water that is being collected for 
cooking purposes as the water finishes as they 
lin ish their cooking job. Among the people 64 
percent mentioned that do not store this water. 
Thirty percent among the rest store water in 
kolosh tor cooking. 

5.5 Hand Washing Information 

Tht response of the people regarding hand 
washing is mixed. They were asked about their 
hand washing practices in terms of 'after 
certain actions'. These actions are grouped into 
eight categories (Figure 24). According to their 
responsl! it is evidenced that before eating food 
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Figure 24: Hand washing options. 

and after defecation most of them wash thdr 
hands (Figure 25). In the cast: of Jcfh:ation, J I 
percent mentioned that they use soap and 
employ both of their hands for washing, while 
22 and I 7 percent mentioned that lhc:y use Clllt' 

10 15 20 25 3) 35 

Percentage of people 

hand plus soap and ash respectively for 
washing up their hands. On the other hand, 70 
and 65 percent respondents stated, they simply 
use water for washing hands before and after 
eating foods respectively. The most ala~ming 

After cleaning babies After cleaning house After defecation 

After eating 

Before feeding the kids 

o ..L.,.....l_ _ _ _ ....,.... ____ ,r 

0 50 100 0 

Graphs by Hand washing information 

Before cooking 
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Figure 25: Hand wasfli11g prac:ih'<' t!/i~:r .. li(!'ere/11 acliom· (li·equenc.J' weighted graph). 
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Figure 16: Disease prevalen~·e llll lf '· 
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Figure 27:Preferenc·e ofhcrving ntbl! ll't'lls. 
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case is reported by ab11ut ~ 1l percl:'nt 
respondents that they do not w;tsh their hands 
after cleaning babies (Figur.: 25): .:v~.:n they 
(94 percent) do not !eel it n.:cess:try to wash 
their hands before leeding tl11::ir babies or 
before serving food to the l'amily members. 
About half of the respondents, i.e . .:\~ percent 
mentioned that they wash their hands after 
cleaning or sweeping their house. Among these 
52 percent people, about 63 pen·-:nt said that 
they use only water alter house ~:leaning and 
28 percent use soap to wash bmh of the ir hands 
after these jobs. These accounts giv.: a delicate 
picture about the personal hygiene ::ta t us of the 
people living mainly in thl' rural areas of 
Bangladesh. Poor hygiene pr:u.: ri~:e of the 
parents or guardians might be the ntilin cause 
of diarrhoea related diseases or dt:aths to the 
children aged under 5 in the country. Figure 26 
and 30 depicts the disease prl!valence scenario 
for the whole population. Tlwsl! ligures shows 
that waterbome diseases take the major stakes 
in disease prevalence in BanglaJesh. 

5.6 General Health and Hygicn<' Awa reness 
of' the People 

General awareness of the peopil: about health 
and hygiene indicate that people are aware of 

Dsease 
occuance, 
30901, 15% 

1\b disease, 
1 f!IXE'?, 85% 

the issues necessary to maintain a good and 
h.:althy life. In most of the cases (resulted from 
the survey conducted by the programme) they 
r-esponded in a way that usually is expected. 
but in some areas they were confused in 
indicating the correct choices. Eighty nine 
percent of the respondents mentioned that they 
will be aiTected by diarrhoea if they use 
polluted water and only 6.38 percent indicated, 
they don 'I know the outcome of using polluted 
water. The meaning of polluted water is more 
or less clear to them. According to the majority 
of the respondents (about 79 percent). water 
pollutes with the disposal of waste into water. 
About 16 percent mentioned that water may 
get polluted if it comes in contact with dirty 
hands and if it is uncovered. They figured out 
'boiling' as the option for water purification. 
They mentioned that they preter drinking 
treated water (48 percent) or \Vater collected 
from the tube well (26 percent) and they like to 
have their own tube well (Figure 27). The 
response illustrates that the majority of the 
population in the survey areas have basic 
hygiene information but translating this 
infom1ation into practice is not very promising. 
Although in some areas the information they 
have is not up to the mark. For instance, the 
respondents were found not well aware of the 
rules of using latrines. 
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Figure 28: DisoJuSt! prevalent:!! in ~ 5 l>usefine swTey thwws. 
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