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Executive Summary

Background

1. In 1996-1997, SDC initiated WPP, an innovative demand-based pilot project, with CARE, DASCOH and IDE as partners. CARE’s successful experience in hygiene and sanitation promotion would build on DASCOH’s community development and complement IDE’s experience and strong credentials in R&D and marketing to create village-based service centers. WPP worked through 15 partner NGOs in 640 villages of Rajshahi and Chapai Nawabganj districts. The project came to a close in December 2003. 

2. WPP-CARE’s mandate in WPP was bringing about hygiene behavior change and arsenic mitigation (HBC&AM); building capacity of PNGOs, VDCs and local counterparts of the MOH&FW in conducting HBC&AM sessions.  

3. The urgency of arsenic problem led WPP to change its focus in May 2000. WPP turned its attention to TW screening and arsenic mitigation in WPP areas and beyond to all of Rajshahi and Chapai Nawabganj.  

4. The WPP was to gradually withdraw its inputs as local competence developed. Mobilizing and strengthening local capacity and enabling self-managed initiatives have been fundamental tenets of the partnership. The partners served as catalysts in the process. 

5. WPP-CARE commissioned an independent consultant to document its inputs and learning from its component in WPP up to June 2003. Based on a concept note to build local capacity of the villagers for sustainable arsenic mitigation, SDC extended the CARE component up to December 03. CARE Bangladesh re-engaged the consultant to update the report to include the achievement of CARE component in the last six months of the project. 

6. The consultant bases the assessment on review of documents, detail discussion, interviews and focus group discussion (FGD) with key stakeholders and field visits. The focus is on qualitative rather than quantitative information. The following are the findings:

Findings

7. The WPP-CARE component has on the whole met its objectives. It completed the activities it set out to achieve on HBC&AM. The impact of the WPP-CARE activities both in the community and on the PNGOs, VDCs and the local counterparts of the MOH&FW has been positive.

8. The activities of the WPP-CARE have brought about positive behavioral changes among villagers and improvement in the sanitary latrine coverage. The capacity of PNGOs, VDCs, adolescents and MOH&FW in conducting HBC&AM sessions has improved.

 Arsenic Screening and Mitigation

9. The focus on arsenic prematurely ended the support to HBC in the WPP-CARE component. WPP-CARE and its partners completed arsenic screening in 640 WPP villages and in unions outside the WPP areas of Rajshahi and Chapai Nawabganj including the Chapai Nawabganj and Shibganj Pourashavas. The arsenic screening in Rajshahi City Corporation (RCC) could not be completed due disagreement between RCC and WPP on the scope of WPP activities. CARE conducted screening in only one ward of RCC.  The CARE Component also built awareness on arsenic and introduced alternate drinking/cooking water sources and arsenic mitigation options.

10. WPP-CARE has tested a number of arsenic mitigation options such as SORAS, ALCAN filter and the three-pitcher filter. SODIS and improved dug wells were the alternate drinking/ cooking water sources introduced in the arsenic affected areas.

11. Of the options introduced improved dug wells and three-pitcher filter were popular among the villagers. As the government has not yet validated three-pitcher filter, WPP-CARE had to discontinue its promotion.  

12. During July-Dec. 03 period WPP-CARE undertook awareness campaigns, organized rallies, gamvira sessions, and meetings of union ACC and resource persons in 36 most arsenic affected villages of Rajshahi and Chapai Nawabganj. It also formed Village Arsenic Committees (VAC) in 9 villages against a target of 10. 

13. Weak linkage with permanent entity such as local government institutions, government agencies at local level was the Achilles heel of VDCs in WPP. WPP-CARE took care to initiate linkage with union parishads, UACCs, DPHE and other government agencies at the start of the process of formulation of VACs. WPP-CARE had extensive discussion with Upazila Nirbahi Officer (UNO), union parishad chairmen, Gram Sarkar, DPHE and other government agencies prior to forming the VACs.

14. Six months is too short a period to comment on efficiency and future sustainability of the VACs but measures to establish linkage seem to have yielded results. The VAC in Shairpukur in Huzuripara union was proactive in establishing linkage with Barind Multi-Purpose Development Authority (BMDA) to access alternate source of drinking water. The Shairpukur VAC has already collected Taka 6,000 of the Tk. 10,000 required to access piped water sources from BMDA. 

Promotional Materials

15. The positive experience of the SAFER project led WPP-CARE to use of the materials in the WPP areas. Except for a few innovations to suit local needs the materials were basically the same. The innovative additions, local folk drama and songs, ludu games, gomvira and jarigan, were very popular with the people. WPP-CARE also produced and distributed posters, leaflets, T-shirts, pens and caps with information on arsenic, organized rallies, result sharing meetings and video shows to create awareness on dangers of ingestion of arsenic contaminated water. The materials are simple and easy to understand.

Training and Workshops

16. Training and workshops were meant to build capacity and promote HBC&AM. WPP-CARE identified, trained and mobilized PNGO staff, VDC members, adolescents, Arsenic Survey Teams (AST) and field workers of the MOH&FW. 

17. WPP-CARE started with orientation and training of its own staff in audience analysis, communication, facilitation, Monitoring and Evaluation (M&E) and use of different tools, materials and games for HBC&AM. The CARE staff in turn trained PNGO staff who trained the VDC members in HBC&AM. Periodic refresher training and demonstration or on-the-job training reinforced regular training sessions. The cascading affect of training has reached almost the total population of the WPP villagers.

18. Attempts to involve local DPHE counterpart has not been very successful. DPHE’s pre-occupation with other activities limited their co-operation.

Impact of WPP-CARE Component

19. The most prominent impact of the WPP-CARE activities is the increase in the sanitation coverage in the project area. The number of latrines increased more than four-fold between 1999 and 2002. The pervasive cleanliness in the WPP villages when compared with the non-WPP villages is evident even to a casual observer. 

20. The villagers record a significant change in hygiene behavior in terms of covering food, water, washing hands after defecation, before meals and also in the use of safe water for domestic purposes.

21. The capacity of PNGOs and VDCs in conducting HBC&AM sessions has perceptibly improved. The confidence and competence with which VDCs conduct HBC&AM sessions are indicative of the improvement.

22. The number of HBC&AM sessions the local counterparts of the MOH&FW organized and conducted reflects the positive impact of the training and orientation sessions with them.

23. WPP-CARE activities have resulted in a good rapport between VDCs and local functionaries of the central government. This has provided the health workers an instrument to work with at village level and has provided VDCs a linkage to easily access public health services.  

24. The arsenic phase of the component screened water sources, shared results with the community and demonstrated a limited number of mitigation options. It has identified patients with overt arsenicosis symptoms and has helped establish a linkage between patients and upazila health complexes. 

25. The Arsenic Control Committees which the government has set up at the district, upazila, union and ward levels were, to say the least, dormant in Rajshahi and Chapai Nawabganj. The activities of the CARE Component invigorated these committees to action

26. The component has conducted awareness campaigns, community meeting and door to door visits. The general awareness on the adverse health impact of prolonged ingestion of arsenic is high in the area. Chapai Nawabganj was the very first area where DPHE detected arsenic. NGOs, researchers and media have raised the profile of arsenic contamination. Though it is difficult to assess the extent of contribution of CARE component to awareness, its positive affect cannot be denied.

27. WPP training made positive contribution to local capacity improvement. The skill WPP helped develop in health and hygiene promotion, arsenic screening and mitigation, technology options, leadership, planning and implementation and group management will stay in the area.

Achievement of the Partnership

28. Despite flaws WPP partnership worked well and was at its best in arsenic screening and mitigation. Partnership based on one proposal, as in addressing arsenic, brought in greater ownership than ever before. This is a lesson for similar initiatives in future.

29. The singular achievement of the partnership has been the synergy of the activities. The CARE's promotion of water, sanitation, hygiene and arsenic awareness benefited from DASCOH’s community development and complemented IDE’s promotion of technology options.    

30. This synergy made the client-centered approach to development possible. It has improved village-level capacity to identify and deal with problems. Some VDCs show evidence of successful and independent initiatives. DASCOH is confident that 50% of the VDCs will sustain. Others put the estimate at 20 to 30%.

31. The WPP being process-based leaves behind an innovative people-centered development approach with VDCs that could graduate into instruments of village level development.

32. Government’s decision to initiate Gram Sarkar (GS) provides a potential for integration of the VDCs into the local system of governance and development. The recent participation of VDC members in union Parishad election augers well for the VDCs. Seventy one VDC members have been elected members and one as chairman of a union parishad. 

Documentation

33. Both WPP and CARE have not documented and disseminated lessons or the process of village development through partnership. Very few outside the WPP know about the successes, failures and the lessons of the initiative. The memory of the partnership is destined to gradually fade into eternity. 

Conclusion

34. The CARE component and WPP offer lessons that could be useful for development in general and CARE activities in particular. WPP-CARE’s work with MOH&FW counterparts provides a linkage between the informal VDCs and the formal government organizations. Similar linkages with union parishads, other government agencies and programs should have been proactively sought as a regular WPP activity. This would have improved chance of sustainability of the VDCs.

35. The focus of arsenic phase of WPP was more on screening than on mitigation. The lion’s share of WPP-CARE budget was on screening and awareness building rather than mitigation. Due to absence of validated options WPP-CARE promoted only dug well which left the users with little choice. The menu of options should have been wider with a range of options at different prices. 

36. Physical achievement and products aside, WPP leaves behind an innovative people-centered approach to local development. The skill and competence at VDC, PNGO, AST members and among tube well mechanics; masons and people are there to stay. 

37. The partnership has developed village organizations and demonstrated innovative ways of bringing people into the mainstream of development as active partners. Institutional reforms to empower people and local government institutions (LGIs) are imperative in people-centered and demand-based approach. Formal and informal micro-macro linkages are essential for sustainability of village level organizations. 

38. The government’s recent decision to institute Gram Sarkar offer potential to link the VDCs into the system of local governance. The election of some VDC members to union parishads is welcome trend in local governance and development.

39. Reforms to empower communities and local government institutions are an institutional precondition to village based development initiatives. This is an important lesson WPP offers for government and partners who seek to bring people on to the center stage of development.    

40. Future people-centered development must consider and proactively seek linkages of village groups with permanent entities such as LGIs and government agencies. 

41. A semblance of partnership cannot be a substitute for real partnership. It should always be based on a principle of equality of partners and on a single proposal rather than a number of proposals loosely tied together. 

CHAPTER I

INTRODUCTION

Background

1. SDC has been supporting the Government of Bangladesh (GOB) in the Water Supply and Sanitation Sector since 1975 in co-operation with the Department of Public Health Engineering (DPHE) and UNICEF. A study in 1996 revealed that select improvements in the sector were necessary including:

· Genuine participation of the user communities through representative committees;

· Development of affordable hand pumps for deep water table areas;

· Active promotion of products through private sector;

· Behavioral change education through health and hygiene practice; and

· Institutional Development and partnership with all stakeholders involved in the sector.

WATSAN Partnership Project (WPP)

2. In 1996-1997, a SDC Planning Mission formulated an innovative pilot project, the WATSAN Partnership Project (WPP), to test these recommendations. The WPP comprises three international partners – CARE, DASCOH and IDE. The WPP brought together IDE’s rich experience and strong credentials in R&D and marketing to complement and build on CARE’s health and hygiene promotion and DASCOH’s community development to develop participatory village based service centers. WPP worked in 640 villages of Rajshahi and Chapai Nawabganj with 15 partner NGOs. 

3. The project had three phases: pre-pilot (March ’98 – Dec. 1998); first phase (Jan 1999- Dec 2001) and extension phase (January 2002- June 2003). The CARE component was further extended by six months to end on December 31 2003. As the last phase did not incur additional cost, it is also referred to No Cost Extension Phase. 
Overall First Phase Objectives:
4. The overall objectives of the first phase was the following:
· Improving community behaviours/practices related to Water, Sanitation, Hygiene and Arsenic Mitigation in 640 WPP villages; and
· Completing arsenic screening and facilitating access to affordable mitigation options in non WPP villages of 85 unions in Rajshahi and Chapai Nawabganj districts by the end of the project period.
 Specific First Phase Objectives  

5. Within the broad objects the specific objectives were the following:
· Consolidating ongoing capacity building initiatives for local stakeholders (PNGO, MOH&FW and VDC) in facilitating activities related to water, sanitation, hygiene, arsenic mitigation, linkage building and community awareness raising in 640 WPP villages;
· Strengthening community awareness-raising through PNGOs and VDCs for further improvement in WATSAN, hygiene practices and prevention and mitigation of arsenic poisoning;
· Undertaking of arsenic screening of ground water sources together with INGO collaborative partners and local government in non-WPP villages in 85 unions of Rajshahi and Chapai Nawabganj districts;
· Facilitating affected people gain access to affordable arsenic mitigation options.
Objectives during the Second Phase:

6. The objectives during the second phase were to:
· Enable 15 Partner-NGOs of WPP area to implement hygiene behaviour change programming through VDC by providing technical assistance and joint work planning.

· Enable the MOH&FW counterparts to provide improved  service delivery in WPP operational areas of 11 upazilas through capacity and skill development;

· Increase awareness among community in project areas on arsenic related issues and creating an enabling environment to access services from the existing agencies including MOH&FW/DPHE etc.

· Enabling local PNGOs implement action research programs on prevention and arsenic mitigation in community by making available alternative technologies for water treatment and storage e.g. SODIS, SORAS technology; and
· Cross-fertilizing, linking and phasing-in hygiene behaviour and arsenic prevention and mitigation component into BAMWS Project, initiated by GOB / World Bank / SDC.
Objectives during No-Cost Extension:

7. The following were the objectives of the no-cost extension phase:
· Developing capacity of the Union Arsenic Control Committee (VAC) to provide services related arsenic to affected villages such as through screening, mitigation, awareness and patient management support;
· Organizing affected people to create awareness, to own the problem collectively and develop capacity to establish and maintain their rights of safe water;
· Developing capacity of the Village Arsenic Community (VAC) to accomplish supports from local government and government agencies to address the arsenic problem; and
· Helping VAC work for the benefit of arsenic affected community and attain capacity to sustain ably manage water system.
CARE Component of WPP

8. Within the broader context of the partnership in WPP the mandate of CARE was to bring about behavioral change through promotion of hygiene and sanitation; and capacity building of PNGOs, VDCs and local counterparts of MOH&FW in promotion of hygiene and sanitation, and building awareness on arsenic poisoning. 

9. The urgency of addressing the problem of arsenic in ground water, led WPP to change its focus in May 2000, and concentrate primarily on addressing the arsenic problem within the project area. The three-pronged approach comprising ‘community organization’, ‘community managed hygiene behavior changes’ and ‘marketing of low cost WATSAN technology options’ merged into a single, unified approach of arsenic screening and mitigation.

Phase Out Plan of CARE-WPP

10. CARE-WPP and its partners planned and implemented the interventions with the goal of gradually withdrawing as local competence developed. WPP would transfer the core skill locally to avoid the danger of creating dependency and raising expectations beyond the scope of the project. WPP developed mechanisms and relationships during implementation of the project interventions in January 1999 to December 2001 period. These mechanisms tap people’s own ideas and resources toward community ownership of the project. Mobilizing and strengthening local capacity and enabling self-managed initiatives have been fundamental tenets to enable lasting empowerment. CARE-WPP, along with its partners, has been serving as a catalyst.

11. A SDC Review Mission in March 2001 recommended extension of WPP for two additional years in order to “consolidate the gains”. SDC agreed to extend its full support and commitment for continuation of WPP for two more years. SDC also made arsenic screening and mitigation in all the villages (beyond 640 WPP villages) of Rajshahi and Chapai Nawabganj districts a priority for WPP. All attention was to be on addressing the arsenic problem.

12. CARE-WPP developed a plan for consolidation and phase-out from the 640 WPP villages. WPP also prepared a plan of action for arsenic screening and mitigation in rest of Rajshahi and Chapai Nawabganj districts. The January-June 2002 was a period for consolidation and phasing out, the July 2002 to June 2003 a period for implementation of arsenic screening and mitigation activities and the July – December 2003 a period of building local capacity for sustainable arsenic mitigation. 

13. CARE-WPP input scheduled to come to a close on 30 June 2003 was extended at no-additional-cost to 31 December 2003.  In July-December 2003 period CARE has worked in 36 villages in three unions of Rajshahi and Chapai Nawabganj in building capacity to deal with arsenic poisoning. 

14. CARE engaged an independent consultant to document its interventions and learning from the Hygiene Behavioral Change and Arsenic Mitigation (HBC&AM) activities conducted during February 1998 – June 2003 in WATSAN Partnership Project. The consultant undertook the assignment in May-2003. CARE re-assigned the consultant to update the report and include its achievement in the last phase. The consultant completed the work in December 2003.

 Consultant’s Terms of Reference

15. The detail TOR for the consultant’s assignment is attached in Annex-A. Within the broad objective of the documentation of HBC&AM activities and learning the following are the specific objectives of the assignment: 

· Documentation of the component input and the immediate achievement. 

· Identifying lessons from working in a partnership approach. 

· Indication of what else could have been included or excluded in order to achieve greater benefit.

· Recommendation from stakeholders, and local and international NGO partners.

Documentation Methodology

16. The methodology for the assignment focuses on qualitative rather than quantitative documentation of the WPP-CARE component of the WPP. It seeks to answer questions relevant to the objective and outputs of the assignment. The documentation relies on purposive sampling and participatory approach to bring out the successes and shortcomings of the WPP-CARE component. Annex-B shows the indicators along with source of verification the consultant uses to assess the success and failure, and the impact of the interventions in WPP-CARE component

17. Desk review of documents, detail and focus group discussions (FGD) with WPP project personnel, PNGO representatives, VDC members, local officials of MOH&FW and villagers are the basis of the findings and recommendations in this report.  

18. The desk review of available documents yields a plethora of information on processes, activities and impact of the WPP-CARE component under WPP. Some of the findings from the desk review were further verified during the field visits and interviews. Annex-C shows the list of documents the consultant reviewed. 

19. In partial fulfillment of terms of the assignment, the consultant was in Rajshahi and Chapai Nawabganj in the second week of May 2003 and again in the last week of December 2003. The consultant selected the locations for field visits in consultation with WPP-CARE Project Manager and other staff. Annex-D shows the field visit program of the consultant. During the first visit the consultant also conducted a reflection workshop for the WPP. Though specifically for the WPP, the workshop provided important insight relevant to the assignment.

20. Past visits to and observations of the consultant on WPP have also helped in sharpening the findings and conclusions of the report.

21. The consultant gratefully acknowledges the cooperation and support of CARE, WPP, PNGOs and others in course of undertaking this assignment. Annex-E shows the List of Persons the consultant met.

CHAPTER II

ACTIVITIES AND INPUTS

Introduction

22. The documentation of the WPP-CARE component has two distinct parts. The first and easier part is fulfillment of the planned input and activity targets and the process. The indicators are simple and straightforward - quantity of materials produced and distributed, number of training sessions/workshops/sharing meetings held or persons trained. What is more contentious and difficult is the impact of these activities in the community. Has training contributed to capacity building of stakeholders, has there been any impact of the component activities on the project community, has there been a synergy of activities of the three INGOs or are improvements that WPP-CARE or WPP brought about sustainable? 

Inputs and Activities

23. Broadly classified the WPP-CARE component had three activities. The activities WPP-CARE was responsible for are Hygiene Behavior Change and Arsenic Mitigation within the context of the WPP; arsenic screening, awareness and capacity building when WPP changed its focus to arsenic in 2001; and demonstration of arsenic mitigation options. The objective of the WPP-CARE component was to build capacity for HBC&AM at the level of VDCs, PNGOs, and upazila staff of MOH&FW. 

24. The WPP was client-centered and demand-based. This offered the component flexibility to evolve and change in response to field reality. The project has used this flexibility to its advantage as is evident from the changes during its implementation. WPP-CARE and other partners revised products and procedures in response to exigencies of time and place. WPP-CARE has set targets in its work plans and has pursued them diligently. It has introduced and tested innovative procedures with positive results such as Gamvira, Jarigan, video shows and ethnological study, gender audits and orientation on violence against women.

25. On the whole WPP-CARE has been successful in achieving the targets. The deviation of achievements against the targets is too small to warrant serious investigation. In total WPP-CARE along with its PNGOs, VDCs and field workers of MOH&FW conducted 33,923 sessions against a target of 34,523 involving a total of 572,890 participants. Reaching so many people in so short a time is no mean achievement. If one considers spillover affect on the immediate household members, perhaps WPP-CARE has reached most people in WPP area. Annex-F and G show the achievements against planned targets. 

Training and Capacity Building 

26. WPP-CARE worked to improve the capacity of MOH&FW counterparts at the field level, PNGOs and VDCs in raising awareness, prevention and mitigation of arsenic contamination among selected people in the project area.

27. WPP-CARE brought to bear on WPP its years of experience in training and HBC. It started with a participatory training needs assessment at different levels. An ethnographic study complemented the needs assessment and emphasized the necessity of greater attention to women in the project activities. WPP-CARE prepared six training modules for CARE staff, PNGO staff, VDC HBC trainee, supervisory and field staff of MOH&FW and adolescents.

28. WPP-CARE conducted Training of Trainers (TOT) courses on HBC&AM and subsequent refresher courses for CARE staff. The component continually organized staff development activities. CARE-Bangladesh exposed WPP-CARE staff to two different sets of training on professional development and project activities. The internal training included Performance management, Gender Sensitivity Workshop, Violence against Women, AIP Workshop and Annual Staff Development Training. 

29. Annual Staff Development Training includes partnership, governance, right based approach in development, monitoring and evaluation, PME, microbiology and Research Methodology. WPP-CARE staff also received project related training.

30. TOT training for PNGO followed the training of CARE staff. The training for PNGO staff included basic on training, audience analysis, communication, facilitation and M&E. The major topic comprised human behavior, personal hygiene, arsenic and alternative options for safe drinking water. The training also included activities such as role-playing, Ludu, story telling, discussion on field problems and solutions, and monthly reporting. Field demonstration, diarrhea, safe water, sanitation, arsenic, planning and supervision and responsibility of VDC were added during the refresher training.

31. The CARE component prepared separate training module and trained 80 Facilitators (FF) and 16 Community Organizers (CO) in four batches in HBC&AM. This was a three-day training having two parts; the first comprising sanitation and personal hygiene and the second safe water and arsenic awareness. These PAL modules were activity oriented and demand interactive participation of the trainees. 

32. The trained PNGO FFs conducted training for the VDCs which are para-based. PNGOs trained a total of 7 persons including a man and a woman, teacher and/or imam, an adolescent boy and a girl in HBC&AM fro every VDC. The training session on HBC&AM was a participatory Action Learning (PAL) mode, in groups of 20 participants of equal number of men and women. The training sessions brought the participants to the filed situation and exposed them to practical demonstration. These trained VDC members subsequently conducted in their own community.

33. Training of adolescents in HBC&M was a later addition in response to lessons learnt during the pilot phase. Training of adults and subsequent HBC&AM sessions excluded adolescents, a potential group for dissemination of messages to young people. WPP-CARE decided to include children aged between 12 and 18 years when training VDC members. These adolescent conducted Child to Child (CTC) HBC&AM sessions with school-going and non-school going children in the project villages.

34. The training sessions for VDCs on HBC&AM were held in PNGO premises. They were similar to other training sessions but the module was concise and different. The VDCs selected the participants for training in their monthly meetings. Along with behavioral aspects the focus was on facilitation skill. Four FFs of the relevant PNGO conducted the training while the CO was present in a supervisory capacity and also co-facilitated the training. WPP-CARE field trainers supervised the training and were responsible for quality control.

35. WPP-CARE also worked closely with MOH&FW staff at Rajshahi and Chapai Nawabganj to improve their capacity in facilitation and awareness building in HBC&AM. The component conducted training and orientation sessions on HBC&AM and arranged joint facilitation sessions with VDCs. The MOH&FW invited VDC members and recognized their contribution in activities such as Extended Immunization Programme (EPI).

36. This component activity had the additional affect of establishing linkages between government agency and the VDCs. The upazila level health officials value the component inputs and have been very responsive and cooperative. The Upazila Health and Family Planning Officer (UH&FPO) of Darusha, Paba asserts that the WPP activities have made the work of his staff easier. The VDCs are ready at hand to welcome and cooperate with upazila health staff in the WPP villages. The MOH&FW has organized 797 HBC&AM sessions against a target of 848 sessions involving 13,663 participants.

37. Through workshops and training WPP-CARE oriented and trained Health Inspectors, Family Welfare Inspectors, Upazila Health Officers, Upazila Health and Family Welfare Officers, Upazila Medical Officers, Civil Surgeons and Upazila Nirbahi Officers. This was a continuation of the work under the pre-pilot phase. Workshops were held both at the district and upazila levels. The first workshop was on HBC orientation where officers and staff of all levels including the District Commissioner attended. The main focus of the workshop was on development of supervisory skill.
38. WPP-CARE organized joint filed visits with field staff of MOH&FW. During these visits CARE staff provided on-the job training to MOH&FW staff in supervision and facilitation skill and encouraged then to include water and sanitation messages with regular health education sessions they conduct. This brought about a remarkable change in relationship which was hitherto absent, among local NGOs, VDC members and GOB functionaries leading to cooperation to achieve common interest.
39. The change in working strategy of the MOH&FW in late 1998 introduced a limitation on the movement of Health Assistants (HA) and Family Welfare Assistants (FWA). The new strategy changed the door-to-door visits and they were to operate in Community Clinics. The strategy made it impossible for HAs and FWA to facilitate sessions as was planned during the pre-pilot phase. Only in a few places where HAs and FWA were also members of VDCs could they conduct HBC sessions. They could attend training sessions that PNGOs conducted only during off-time.
Gender Audit

40. The Ethnographic Study highlighted the complex gender dynamics in water and sanitation and a prevailing gender inequality in the project area. It recommended a gender audit to take stock of status of gender equity in the project. WPP-CARE conducted a gender audit to assess the strength and weaknesses of the project in relation to gender equity.

41. The audit reveals that gender equity was not a consideration during project design. Consequently there was no strategy to address gender inequality. WPP-CARE undertook initiatives and advocacy to promote gender equity in its activities.

42. The CARE Component organized Gender Sensitivity Training for INGO, PNGO staff and VDCs. The pre-pilot phase organized separate groups for men and women but during the subsequent phase more than 90% of the groups merged for joint sessions. As men and women met together taking shared decisions became easier. The objective was to bring women into decision making role of leadership. In the VDCs 50% of the leaders are women.  

43. Proportion of men and women among WPP-CARE staff was also evenly balanced with cordial relationship between them. Men and women working together in harmony was a positive influence that led to merger or groups and formation of joint groups among the participants.  

Hygiene Behavior Change Education Sessions

44. SDC selected CARE as a partner in WPP because of its long experience in sanitation and hygiene promotion and particularly for its success in the Sanitation and Family Education Resources (SAFER) project in Chittagong. WPP-CARE adopted the same approach and similar training/promotional materials as used in the SAFER.

45. SAFER promotional materials underwent changes in response to inputs from a number of field tests in Rajshahi and Chapai Nawabganj. The field tests some changes to make the materials user-friendly to people in the project area. The messages were simple and presented in flash cards, games, songs, stories or participatory action learning (PAL). The emphasis was on behaviors that impact health most. The approach was multi-channel involving child-to-child, adolescent, adults, men and women, village leaders such as imams and teachers, Gamvira, Jarigan and video shows.

46. Gamvira, a common form of entertainment in Rajshahi and Chapai Nawabganj region was successfully adapted for HBC&AM sessions and proved to be a great success. The video shows on hygiene behavior and affect of arsenic and mitigation measures too proved successful. So great was the demand for video shows that the component had to take special procure additional copies of the videos.

47. Gender Audit revealed that HBC&AM cards were gender biased depicting only women performing water and sanitation activities. This gave people an erroneous idea that women should perform all water and sanitation related activities. WPP-CARE changed the cards to include both men and women. 

48. The HBC&AM process started with the training of CARE field staff who in turn trained PNGO field staff. The PNGOs trained selected VDC members as facilitators to conduct tea-stall sessions, courtyard sessions and other related activities. The WPP-CARE trained the PNGOs directly. The WPP-CARE Field trainers (FT) closely supervised and monitored the initial training and sessions PNGOs and VDCs conducted.

49. Between March 1999 and December 2002 WPP-CARE, PNGOs and VDCs together conducted 23,763 sessions against a target of 24,515 involving a total of 407,732 persons. The women participants in HBC&AM sessions outnumbered men by 1 to 3.  

Arsenic Screening and Mitigation

50. The arsenic awareness campaign followed the same process as the HBC. The cascading affect of the process has resulted in 9,363 arsenic sessions against a target of 9,160. The sessions directly exposed a total of 151,495 participants who perhaps exposed many more in their immediate vicinity.

51. Within the pilot phase WPP completed arsenic screening of all drinking water sources of WPP beneficiaries. There was much demand for screening of all tube wells in the WPP working area. SDC accordingly extended support for the screening of all tube wells in the two districts. WPP organized workshops on the Arsenic Program to gain support of concerned government agencies. Workshops were also held at upazila and union levels.

52. The change of WPP focus to arsenic put a brake on HBC. CARE along with other WPP partners went ahead full steam into tube well screening and arsenic mitigation. CARE has successfully completed the responsibility in the partnership. CARE has met its obligations in screening of tube wells, creation of general awareness, introduction of technology options for alternate drinking/cooking water sources and arsenic mitigation. It has completed arsenic screening in 640 villages in collaboration with CARE, DASCOH, IDE and 15 PNGOs.

53. In screening tube wells for arsenic WPP followed the same procedure as laid down by the Bangladesh Arsenic Mitigation Water Supply Project (BAMWSP). BAMWSP formed and trained Arsenic Survey Teams (AST) who worked closely with union parishads and ACCs in screening tube wells. Arsenic Screening of tube wells in Rajshahi and Chapai Nawabganj was a responsibility of the regional office of BAMWSP. BAMWSP welcomed and supported the effort of WPP to test all tube wells in the districts for arsenic. 

54. WPP trained PNGO staff in arsenic screening of tube wells and recruited AST members with participation and direct involvement of the local government institutions and other stakeholders. On of the objectives of the recruitment of AST was to leave a permanent local resource at ward level capable of conducting arsenic screening and creating awareness on arsenic and mitigation measures. WPP-CARE adopted a policy of recruiting a minimum of one-third women members. In wards with large population and number of tube wells more AST were recruited to complete tube well screening within the project period. 

55. WPP-CARE organized two-day basic training to familiarize the AST with the program and its implementation. Training included courses on use of field test kits, awareness building on arsenic, affect of arsenic on human body, social aspects of arsenic problem, identification of patients, preparation of community action plans and identification of alternate arsenic safe water sources. Of the two days half day was in the field for practice in the field. WPP-CARE followed up the basic training with seven days of on-the-job training and coaching and obtaining feed-back from AST members to enable them to perform work with quality and competence. Every union had nine ASTs and each AST had at least one women.

56. Field Trainers and ASTs organized Ward Advocacy Meetings (WAM) with ward arsenic control committees and key persons of the area. The ACCs were cooperative and helped the ASTs. 

57. On completion of the WAMs the AST organized Village Action Plan (VAP) meeting at village levels. The purpose was to involve people in preparing a plan for screening such that no tube well is excluded. The interest and enthusiasm of people helped smooth implementation of arsenic screening program.

58. However WAM and VAP were not as effective in the urban areas. Most people were not interested in meetings. CARE decided to discontinue VAP in urban areas. Instead AST started door-to-door visits to raise awareness on problem of arsenic and made their own action plans. 

59. The AST also had the responsibility of not only arsenic screening of tube wells but also for identifying arsenicosis (melanosis and karitosis) patients to be later confirmed by two medical doctors on the project. The project advised all arsenicosis patients to take nutritious food and use arsenic safe water for drinking and cooking. Those who have not reached the secondary stage of affliction received medication; and patients in tertiary stage were referred to Upazila Health Complex.

60. A high proportion of people that AST identified as arsenic patients did not in fact have arsenicosis. The WPP doctors conducted an orientation for CARE and IDE staff during the monthly meeting such that they could assist field teams in correct identification.

61. WPP trained doctors of Upazila Health Complexes on arsenic patient management. This was in addition to the training BAMWSP conducted for doctors in all medical schools and clinics of Bangladesh. 

62. WPP took care to involve local government institutions, local ACCs and other stakeholders in screening of tube wells. The UACCs supported the project in the recruitment process. WPP also shared the results of arsenic screening with people, ACCs, relevant administration and BAMWSP. It also organized workshops on the results at upazila levels. The Upazila Nirbahi Officers were present in these workshops.

63. The AM activities including screening of all water sources outside the WPP in 41 unions, 24 wards in Chapai Nawabganj and Shibganj pourashavas and one wards of Rajshahi City Corporation have also been completed. In general the awareness on the health risk of prolonged ingestion of arsenic is high. The materials developed for building awareness are simple and easily understood. 

64. The arsenic mitigation involved both the VDCs and the Local Government Institutions (LGIs) such as the union parishads and upazilas. In the non-WPP areas of Rajshahi and Chapai Nawabganj the Arsenic Control Committees (ACC), which the government created at district, upazila, union and ward levels were handy and lent the WPP-CARE cooperation and support. The enthusiasm and exuberance of LGIs and local people were particularly useful in recruiting members of the Arsenic Survey Team (AST), in planning and implementing awareness campaigns, screening and sharing of results and mitigation options.  

65. WPP-CARE also stated an initiative to develop local capacity to produce three-pitcher filter and broaden their network with providers of other mitigation options. Concomitant to this was capacity building with Union Arsenic Control Committee (UACC) to monitor such entrepreneurs. Accordingly WPP-CARE selected three entrepreneurs and trained them on three different options. The entrepreneurs had even prepared action plans when BAMWSP has requested WPP to put all options on hold pending their validation. This effectively sealed the fate of the activity.  

66. Limited number of arsenic mitigation options or alternative drinking/cooking sources put WPP-CARE at a disadvantage in its mitigation effort. In addition to limited options WPP did not have adequate resources to undertake mitigation even if options were available. Chapai Nawabganj Pourashava and Rajshahi City Corporation were reluctant to allow arsenic screening without assurance that mitigation would be provided. After much persuasion and advocacy Chapai Nawabganj Pourashava agreed to arsenic screening while Rajshahi City Corporation allowed arsenic screening in only one ward.

Action Research

67. Concomitant with tube well screening and building awareness on risk of arsenic WPP-CARE conducted action research to test arsenic mitigation options and alternate sources of drinking water supply. It introduced and tested SODIS, SORAS, three-pitcher filter, ALCAN and rehabilitated and improved dug wells. Testing of these options had support of a well-equipped WPP laboratory at Rajshahi.

68.  The SODIS disinfects surface water in transparent plastic bottles using sunlight and heat. SODIS did not find favor with users. For one, bottles were not available at the village level and deteriorated within days on exposure to sunlight. It disinfected only small volumes of water. Painting the bottles, placing the filled bottles in the sun for certain periods were too cumbersome. Users, especially in places without manifest symptoms of arsenic, were uncomfortable switching to dug wells again after having moved away from them. 

69. Solar oxidation and removal of arsenic (SORAS) use lemon juice and sunlight to remove arsenic from tube well water. It also uses plastic bottles. The process is simple and arsenic removal rate varies between 45 and 78%. It is effective in treating water with arsenic below 100-150 (g/l provided sufficient iron and UV-A intensity is available. SORAS suffered the same fate as the SODIS. The users were not very enthusiastic about the option.

70. The three-pitcher filtration uses iron in the process of arsenic removal. The first two pitchers contain the filter media and the third collects the filtered water. The average arsenic removal efficiency in field tests was 90%. The yield varied between 18 and 28 liters/day depending on iron content in water and on operation and maintenance of the filter. People find the system convenient and many are using it. However, the government has not yet validated the system. BAMWSP has instructed all stakeholders including WPP not to promote options that government did not validate. WPP-CARE has discontinued promoting three-pitcher system.

71. WPP-CARE introduced ALCAN filter, which is a chemical media-based filtration system. It is effective in removing arsenic and iron and yields about 2 liters of water per minutes. At a rate of 30 liters per day of drinking/cooking water per family, the filter can last for a year. It is easy to use and user acceptability is good. The major problem is the non-availability of the reagent locally. Furthermore, despite the manufacturer’s claims of no adverse health impact, ethical consideration demands a local study on health impact of prolonged ingestion of ALCAN filtered water. ALCAN too is yet to obtain government validation.

72.  WPP-CARE rehabilitated and improved dug wells that communities had earlier abandoned in favor of tube wells. The component tested three different models of improved dug well – fully covered with a tube wells, loosely covered with CI sheet and bamboo/timber and open to sky. In the second and third model a bucket on a reel was used to draw water. The water of the dug wells was disinfected and regularly monitored for bacterial contamination and pH value. After assuring that the dug wells were safe WPP-CARE handed them over to the users. Users formed management committees that WPP-CARE trained on O&M and ways to prevent bacterial contamination. People who had earlier abandoned dug wells were initially uncomfortable at reverting to dug wells again, but the imperative of using arsenic safe water for drinking and cooking overcame their initial resistance.

Promotional Activities

73. WPP-CARE developed, printed and distributed training and promotional materials for HBC&AM. Most of the HBC materials were fashioned after the materials of the SAFER project but underwent the rituals and rigor of field-testing. The materials rely mostly of visual images, are simple and easy for villagers to understand. WPP has also produced and distributed posters, leaflets, T-shirts and caps to create awareness on the dangers of ingestion of arsenic contaminated water over long periods. Rallies and sharing-meetings on results of tube well screening were also part of the effort. Screening of video film on arsenic was a popular mean of providing information on perils of arsenic contaminated water. Introduction of Gamvira, a popular form of rural entertainment in Rajshahi and Chapai Nawabganj region and village drama were popular innovative additions. List of promotional materials WPP-CARE developed are shown in Annex-H. 

Model Villages

74. WPP-CARE floated the idea of model villages - one in each of the PNGO areas - that would exhibit exemplary behavioral changes, full water and sanitation coverage. WPP accepted the concept and developed criteria for village selection. The effort was short-lived between November 2001 and February 2002. The emphasis on arsenic took away the thrust at developing the model villages. Notwithstanding the changed emphasis the monitoring results by adolescents show that the model villages have achieved full sanitation coverage. Though much has been achieved in these villages they are far from the ideal in terms of excellence in behavioral changes, sanitation and water supply coverage. The time was too short to achieve the kind of development the original concept envisaged.

 No-Cost Extension Phase

75. Between July 03 and December 2003 WPP-CARE concentrated specifically on the building capacity among villagers and within the ACCs to deal with arsenic. The component worked in three clusters of total of 36 villages where arsenic contamination in tube wells varied between 50% and 100%. 

76. The concept of the action research centered round making available trained people to deal with the scourge of arsenic at the local level. Recognition of arsenic contamination as a collective problem requiring collective solution; assessment of available local water resources; planning and management of solution in cooperation with ACCs; and strengthening of awareness were all parts of the action research. Annex-I shows the achievement of the WPP-CARE against the planned target in this last phase.

77. The WPP-CARE also organized Village Arsenic Committees (VAC) with people representing the whole village. The objective was to put together cohesive group to collectively identify problems, reflect on them and find appropriate solutions. It provided leadership training for VACs. However, as there was only limited time WPP-CARE formed VACs only in 9 of the 36 villages. 

78. The component worked on improving the capacity of the ACCs in their orientation of working with people at the center of planning and implementation of arsenic mitigation activities. The component organized joint meetings of villages and ACCs in the 36 pilot villages. The objectives was to:

· Develop the capacity of UACCs to oversee the arsenic as a common problem; 

· Assist affected people use their local resources to address the problem; and

· Assist people in solving problems within limited resources available at the community level.

79. WPP-CARE used its learning from VDC formation. Initially WPP gave little attention to linkages of VDCs with LGIs and government agencies, undermining VDCs’ chance of sustainability.   WPP-CARE initiated a process of linking the VACs with LGIs, UACCs, DPHE, and other government agencies from the start. Prior to forming the VACs through PRA, WPP-CARE discussed and obtained support for the concept of VACs from UNO, union parishad chairmen and government agencies. 

80. In the interest of local coordination WPP-CARE team attended the NGO co-ordination meetings at district, upazila and union levels and established liaison with relevant organizations such as BAMWSP, Barind Multi-purpose Development Authority (BMDA), BCSIR, BRAC, DPHE, NGO Forum, UNICEF and the LGIs.

81. Cooperation and coordination at local level yielded good result. The villages in Huzuripara union under Paba Upazila after identifying several alternate water sources finally opted for support from BMDA that has been trying out conjunctive use of water for irrigation and domestic water supply. It is the villagers that played the key role in establishing a liaison with BMDA. WPP-CARE was only a facilitator.

 Monitoring and Evaluation

82. WPP maintained a comprehensive and structured monitoring system with a mix of conventional and participatory procedures. The monitoring system collected a wide variety of information on performance, arsenic, sanitation, water sources and behavioral changes. 

83. WPP compiled information on performance every month and shared them among the PNGOs. This was in addition to the regular Monitoring and Evaluation (M&E) sessions and the Participatory Monitoring Evaluation (PME) surveys. The project developed a comprehensive checklist to monitor quality of sessions and capacity development of PNGO field staff and introduced an initiative to discuss a variety of program issues in the monthly meetings. Any person could share findings and/or make suggestions in these meetings. This proved to be very effective in collecting qualitative information on project implementation and management.

84. The project made extensive use of participatory tools in assessment, planning and evaluation. DASCOH has used them in assessment of village situation, development of village profile and formation of VDCs, but has not developed a PME. WPP-CARE took an initiative to introduce PME to monitor behavior change and other relative activities.  The objectives of the PME were two-fold. First was to promote ownership for community activities and second was to build capacity of VDCs and proper planning of future activities to achieve positive changes in hygiene behavior.

85. The PME supports learning process in course of data collection, analysis and planning. In addition of conducting HBC&AM sessions the adolescent also conducted the PME survey. The survey was structured but through illustrative symbols that people understood. As the results widely understood by people, PME had the effect of strengthening behavioral change activity and reinforcing motivation for improvement in communities.

86. PME is a behavior based monitoring system. WPP-CARE familiarized the VDCs with this approach of measuring and self-analyzing achievements. VDCs have been using the approach to assess their achievements and status of hygiene behavior change in the village; and for effective planning of future activities to make positive change. The VDCs also used the results from PME to motivate people towards good hygienic practices.

87. The results of the PME were also useful for WPP-CARE. It gave the component a fair idea of the impact of the project activity and identified areas where more attention was necessary. The PNGO staff collects the results from VDCs and compiles them for presentation in subsequent monthly meetings and submission to WPP-CARE. WPP-CARE enters them into a computer for M&E personnel to access for six- monthly reports.

88. To assure continuation of PME after withdrawal of WPP, CARE has provided the VDC with master copy of the PME format which they could copy and use.

CHAPTER III

IMPACT OF WPP-CARE COMPONENT  

89. Judging from the increase in the number of latrines in the WPP areas, the WPP-CARE activities on promotion of hygiene and sanitation had a positive impact on the community. The number of latrines has increased from 12,936 in 1999 to 49,562 in December 2002. Some WPP villages have achieved almost 100% coverage. Even in hard to reach adivashi areas improvements in latrine coverage and hygiene habits were possible. This is no mean achievement in a project that concentrates primarily on behavioral change without concurrent delivery of hardware. The INGOs, PNGOs, VDC members and villagers are unanimous on the claim that the general cleanliness of the villages has shown marked improvement.  Garbage and excreta strewn all over is now a thing of the past.


[image: image1.wmf]Trend of hygienic latrine status of 

household from 1999 upto 2002

12932

28256

49562

43597

1999

2000

2001

2002

No of Household


Figure-1: Increase in Number of Latrines in the WPP Areas

90. Community monitoring of behavior changes records a significant improvement. In 2002, 92% of the households covered food; 82% covered water pots; 84% kept homestead clean and 68% kept their latrines clean compared to 62%, 55%, 36% and 20% respectively in 1999. Fixed place for defecation of children increased from a meager 8% in 1999 to 44% in 2002. For some of the behavioral changes baseline information was not available but in 2002 hand washing with soap or ash after defecation was over 60% among both males and females. 
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Figure-2: Trends in Behavioral Changes

91. Improvements were also perceptible in use of safe water for domestic purpose. Safe water for drinking and cooking increased from 25,000 households in 1999 to 77,000 in 2002. Use of safe water for most domestic purposes increased from 24,000 to 44,000 in the same period.   

92. The awareness on arsenic in groundwater and its adverse health implication is high, especially in arsenic contaminated areas such as Chapai Nawabganj. Where alternative source of arsenic safe water is available, people avoid arsenic contaminated water for drinking and cooking. Chapai Nawabganj in WPP was the first area of arsenic detection. Protracted media attention and NGO activities have contributed to a high level of general awareness on adverse health impact of prolonged ingestion of arsenic. It is difficult to assess the relative degree of awareness due to activities of WPP-CARE and those of others. People in WPP area mention multiple sources of information on arsenic ranging from national media, NGOs, WPP to educational institutions.
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Figure-3: Trends in Use of Safe Water

93. The training sessions and workshops at different levels to build capacity for HBC and AM have borne positive results. The PNGO field workers and the VDC members are quite adept in conducting both HBC and arsenic awareness sessions. The number of training sessions of the PNGOs and courtyard and tea stall sessions of the VDCs are indicative of the capacity WPP-CARE has built. 

94. More than 60% of VDC members trained in HBC&AM sessions can conduct sessions with a high degree of confidence and competence. The Child to Child sessions which village adolescents conduct have been very effective in creating enthusiasm among young people.

95. Directly exposing over 400,000 persons to HBC&AM sessions is a feat that could not have been achieved without good capacity in the PNGOs and VDCs. WPP-CARE had only 30 personnel of which 18 were field trainers (FT) at the Rajshahi Project Management Unit (RPMU).  

96. During an earlier visit the confidence and competence with which ordinary village women conducted courtyard sessions on HBC and arsenic awareness impressed the consultant. Similar VDC competence was also evident in a village planning session on screening of tube wells for arsenic and mitigation. These are indicative of not only the positive impact of the WPP-CARE activities on the capacity of VDCs but also of the receptivity and commitment of villagers to change their fate. 

97. Orientation of all levels of staff of the MOH&FW at Rajshahi and Chapai Nawabganj has led to an improvement in capacity of the local MOH&FW staff. The number of HBC&AM sessions MOH&FW has conducted reflects the improvement in capacity of the local health personnel.
98. The officials of the MOH&FW at the local level acknowledge this improvement in capacity. The Upazila Health and Family Planning Officer (UH&FPO) of Darusha, Paba asserts that the WPP activities have made the work of their staff easier. The VDCs are ready at hand to welcome and cooperate with upazila health staff in the WPP villages.

99. The activities with the MOH&FW have resulted in the linkage between the VDCs and the formal government mechanism for mutual benefit. Such linkages were time and again identified as being critical to future sustainability of the VDCs.

100. The referral system WPP-CARE put in place for arsenicosis patient is bearing positive results. This is evident in the increase in daily number of arsenicosis patients the upazila health centers entertain. Though local health officials could not readily quantify but they do affirm that the increase is significant. In the badly arsenic affected upazilas the number of patients are sometimes more than the health centers can handle.

101. The increase in demand for different water supply options is a direct result of the synergy of HBC&AM sessions and promotional effort of IDE. 

102. The improved dug wells, three-pitcher filter CARE introduced along the technology options IDE promoted provide hope among people exposed to the risk of arsenic poisoning. 

103. The arsenic mitigation activities of WPP-CARE outside the WPP areas phase had activated the Arsenic Control Committees (ACC) which government had constituted at the union, upazila and district levels. These committees had never even met before let alone conduct any activities. 

104. The WPP-CARE activities in the last phase have created interest and enthusiasm among the villagers to take control mitigation of arsenic. The pro-active liaison of villagers is Huzuripara union with BMDA to access its support in finding alternative water source is an indicative of the commitment of the villagers. It is too early to say that the VAC would be sustainable. Only time can provide the answer.  

Achievement of the Partnership

105. Despite occasional hitches, the partnership worked well and reached its zenith in arsenic screening and mitigation. In the pre-arsenic phase each of the INGOs, more often than not, identified activities as belonging to individual partners rather than to a common partnership. The problem arose partly from aggregating three separate proposals to form the partnership and partly because of the differing organizational culture of the INGOs. Partnership based on one proposal as in addressing the arsenic clearly brought in greater ownership of the partnership than ever before. The smooth functioning of the testing laboratory in Rajshahi epitomizes the spirit of this partnership. This should be a lesson for any future initiatives of similar nature.

106. Perhaps the singular achievement of the partnership has been the synergy of the activities of the different partners. The WPP brought three competencies and experiences of very different nature, each essential in their own right in community-based development, under a single fold. WPP-CARE’s effort in promoting water supply, sanitation and hygiene and arsenic awareness built on the community development of DASCOH. The IDE’s development, testing and market promotion of the technology options has to be seen and evaluated against the backdrop of work of CARE and DASCOH. INGOs complemented one another. WPP-CARE’s component objectives would have been difficult to achieve in so short a time without the activities of the other INGOs, PNGOs and visa versa.  

107. The realization of the concept of client-centered approach through Village Development Committee (VDCs) would not have been possible without the synergy of the activities of the three INGOs. The partnership among WPP, PNGOs and VDCs is no less important in achieving this synergy. The approach of WPP has improved village-level capacity to identify problems, plan and implement solutions. At least some of the VDCs have shown evidence of successful, independent and un-supervised initiatives and actions that go beyond water and sanitation sector. 

108. There are mixed opinion on the future sustainability of the VDCs. DASCOH made an assessment of the strengths of VDCs. DASCOH is confident that 50% of VDCs will continue even after WPP support ceases. Others including the INGOs and PNGOs estimate it at 20 to 30%. The commitment and strength of the PNGOs and VDC leaderships vary widely and have been important factors in development and competence of the VDCs.

109. The problem of sustainability of VDCs partially stems from the absence of the Gram Parishads (GP), now Gram Sarker (GS) that the government was supposed to initiate. The VDCs were planned to link as sub-committees of GS and be instruments for village development. 

110. In WPP, water and sanitation was an entry point for a wider change in the approach to rural development. In the absence of the GS the best option was to link the VDCs to the union Parishads, which were a step too distant from the villages. The recent government decision to institute the GS offer real potential for integration of the VDC into the regular system of local governance and development.

111. The participation of 73 members in the recently concluded union Parishad election bodes well. Seventy-two persons were successful including one as chairman of a union Parishad. Representation of the people’s organization in the union Parishads through these VDC members should be a lesson in gradual change towards pro-poor local power structure at the lowest level of self-government. 

112. WPP in its initial phase was not pro-active enough in pursuing building bridges with local government institutions, government agencies and other development programs. Linkage building was more incidental than deliberate. The partners were pre-occupied with individual activities and internal co-ordination. It is only towards the latter phase of the project that WPP initiated some attempts to build linkages.

113. Even if the VDC’s do not sustain the varied skill WPP leaves behind have changed development context for the better. WPP trained villagers in leadership, conducting health and hygiene sessions, arsenic awareness campaign, mitigation technology, screening tube wells, village level planning and implementation and managing community groups. Much of this skill would remain in the area, some with NGOs and development agencies and others at the village. 
114. The WPP is a process-based initiative with the process being as important as the outputs. The partnership leaves behind an alternate approach to rural development. An approach that recognizes local knowledge, and experience, builds on them and lets people identify problems, take decisions, plan and implement solutions.

115. WPP-CARE has conducted an ethnographic study on the role of men and women in water and sanitation and hygiene habits. It also commissioned a gender audit on the activities of the component. These studies have helped formulate the training modules and modify some of the promotional materials for HBC sessions. 

116. Both WPP and WPP-CARE have not been upcoming and proactive in documentation and dissemination of lessons or the process of village development through partnership. Except those directly or indirectly involved with WPP very few outsiders will ever know what the partnership did. WPP experience in 640 villages of Rajshahi and Chapai Nawabganj will remain a memory. A memory that will gradually fade and validate the old Chinese adage that the palest ink is stronger than the best memory.  

CHAPTER IV

CONCLUSIONS

Introduction

117. The WPP-CARE component has by and large met its objectives. It has built on the community development of DASCOH in promoting sanitation and hygiene and creating awareness on arsenic. It leaves behind skilled human resources and has improved capacity at local level to deal with water and sanitation problems. WPP-CARE has met the physical targets and created the intended impact in the community. 

118. Physical achievement and products aside, WPP leaves behind an innovative people-centered approach to local development. The skill and competence at VDC, PNGO and among tube well mechanics, masons and people are there to stay. 

Lessons Learnt

119. The CARE component and WPP also offer lessons that could be useful for development in general and CARE activities in particular. WPP-CARE’s work with MOH&FW counterparts provides a linkage between the informal VDCs and the formal government organizations.

120. Similar linkages with union parishads, other government agencies and programs should have been proactively sought as a regular WPP activity. This would have given the VDCs a greater chance of sustainability than the present.   

121. Sustainability of village community groups depends on strength of group leadership, effective linkages of the groups to permanent entities and their integration into the system of local governance. Without such linkages and good leadership, groups have little chance of sustainability beyond a project period. In WPP, groups that have good leadership and have been able to establish effective linkages with other programs are likely to sustain in future. Future group-based projects should proactively seek linkages with permanent entities and other programs, and focus on group leadership development.

122. Linkages are durable and easier with support from different levels of management. WPP-CARE managed to get the divisional level of the MOH&FW to cooperate and issue instruction to that affect to district levels.  Building bridges at the central level would have eased the process at lower levels. Effort to reign in DPHE would not have gone in vain if similar support were available from the centre and region.

123. The focus of arsenic phase of WPP was more on screening than on mitigation. The lion’s share of WPP-CARE budget was on screening and awareness building rather than mitigation. Arsenic mitigation options were limited and so were alternate sources of drinking/cooking water. Dug well was the only alternative WPP-CARE was promoting after discontinuing the three-pitcher filter. Considering the cost of dug well it would be difficult for most people to afford it without substantial subsidy.

124. The menu of options should have been wider with a range of options at different prices. With one or two high cost options people cannot make an informed choice; this indirectly undermines the very spirit and essence of a demand-based approach.

125. WPP brought together three INGOs each with diverse expertise and administrative culture into a partnership to work in unison and advance the cause of development. The partnership has developed village organizations and demonstrated innovative ways of bringing people into the mainstream of development as active partners. The experience offers many lessons. Institutional reforms to empower people and local government institutions are a sine quo non to people-centered and demand-based approach. Formal and informal micro-macro linkages are essential for sustainability of village level organizations. 

126. The WPP is heavy on resource inputs. Critics of WPP argue that such levels of resource inputs are not possible on a large scale to replicate the pilot. Perhaps there is logic in the argument but only when one looses sight of the basic assumption of the project design. The WPP was conceived on the assumption that government will institute the Gram Parishads that will be a natural host for the VDCs. Unfortunately government did not or were unable to form the Gram Parishads leaving the VDCs without a permanent anchor.

127. Had the Gram Parishads been in place forming and developing village centers for development would have only been a corollary. That was the intent of the Amendments to the Local Government Act 1997. These village centers would have access to government resources and would require less external inputs.

128. Reforms to empower communities and local government institutions are an institutional precondition to village based development initiatives. This is an important lesson WatSan Partnership Project offers for government and partners who seek to bring people on to the center stage of development.    

129. Partnerships approach should always be based on partnership of equals and on a single proposal rather than a number of proposals tied together. It must provide an even playing field for all its partners based on consensual procedure and institutional arrangement. Disparate programs of different organizations, each with its own comparative advantage, can have a synergistic affect on local community when administered through an effective partnership.

130. The local power structure is critical in gradually moving towards pro-poor oriented development approach. Representation of the people’s organization in the union parishads through members of village-based organization should be a lesson in gradual change towards pro-poor local power structure at the lowest level of self-government. 
131. Last but not the least is the imperative of closely process monitoring innovative approaches; continually feeding back lessons to improve project performance and processes; and documenting and disseminating the lessons to an wider audience.  

Annex-A:
Terms of Reference

For the purpose of

Documentation of the Hygiene Behavioral Change and Arsenic Mitigation component activities conducted during February 1998 – June 2003 in WATSAN Partnership Project. 

1. Background:  The Watsan Partnership Project has been working since February 1998 in Rajshahi and Chapai Nawabganj Districts. With the financial assistance from Swiss Development Corporation, three collaborative partners - CARE, DASCOH, IDE and 640 Village Development Committees are the main stakeholders of the project. The main objective of the project is to make available of water and sanitation facilities and also the prevention and mitigation of arsenic in the working area of Rajshahi and Chapai Nawabganj districts with about ten million people. Among the partners, CARE was given the responsibility of ensuring the hygiene behavior change and arsenic mitigation component. The project completed its first phase in December 2001. An extended phase stared from January 2002 with dimension of arsenic screening activities of drinking water sources. The WPP-CARE component is planning to phase-out its activities by June 2002. 

At this stage the component is planning to conduct a complete documentation of its interventions as well as document different types of learning.

2. Objective: The specific objectives of this TOR are to:

5. Thorough documentation of the component input and the immediate achievement 

6. Identify learning specially working in a partnership approach 

7. What else could have been included or excluded in order to achieve grater benefit.

8. Recommendation from stakeholders and local & international NGO partners.

3. Task of the consultant

a) Meeting with the component team members. The purpose of the meeting is to provide an overview of the organization and to reach a common understanding of the scope of work and expected end products.

b) Review all appropriate documents, reading materials, manuals, studies and workshop outputs relating to component activities and intervention.

c) Schedule field trips to observe component inputs. 

d) Conduct personal interviews and focus group discussions with different levels of CARE Bangladesh staff (policy makers, field implementers) in Dhaka and the Field Offices.

e) Conduct personal interviews and focus group discussions with different levels of PNGO staff.

f) Conduct assessment workshop with selected CARE staff  (in agreement)

g) Compile workshop findings and Field visits findings.

h) Develop and submit draft report 

i) Obtain feedback on the draft report

j) Conduct a debriefing session with the component team members

k) Conduct a presentation for the PMU / Steering Committee members

l) Prepare and submit a hard and soft copy of the report

4. Expected outputs

m) A debriefing session with the component team members

n) A presentation for the PMU / Steering Committee members

o) A hard and soft copy of the report

9. Duration

The contract period will be for 15 days between April 01, 2003 and April 30, 2003

10. Payment and Mode of Payment :

CARE-Bangladesh will pay the consultant Tk.-------- per days for 15 days. In addition, he will be paid economy class round trip air fare between Dhaka to Rajshahi as well as per diem and lodging as per CARE-B consultancy policy. However, per diem and lodging and local transport will be entitled during field visit. 

Payment will be made through account payee cheque after completion of work. For payment the consultant has to submit an invoice at the end of work. 

Contact Person: Ms Hasina Akhtar, PC, WPP, CARE-B, Rajshahi

General terms and conditions:
A.
All reports and documents prepared during the assignment will be treated as CARE property. The reports/documents or any part, therefore, cannot be sold, used, and reproduced in any manner without prior written approval of CARE.

B.
The Consultant agrees that during the period of this agreement and for a further period of twelve months, he shall not issue any written materials or express publicly any personal opinion concerning the services under this agreement, except with the prior written approval of CARE.

C.
The Consultant shall not without first obtaining the consent in writing of CARE, permit any of his duties or obligations made under this contract to be performed or carried out by any other person, or reassign its interest in a contract.

D.
In the event that the Consultant requires additional time to complete the contract, over and above that previously agreed to, but without CARE changing the scope of work, CARE's prior written concurrence to the same is necessary.

E.
CARE may by written order make general changes within the scope of the content affecting the services to be performed or time of performance. If any such changes cause an increase or decrease in the cost or time required for performance of any part of the work under the contract, CARE shall make equitable adjustment in the contract price, delivery schedule, or both and shall modify the contract in writing accordingly.

F
In the event of failure on the Consultant's part to meet the agreed deadline CARE reserves the right to penalize the Consultant or his/her Firm at the rate of 5% of the total remuneration for every week from the deadline.

G.
After completion of the assignment and submission of the final output, Evaluation will be done by the concerned Coordination Unit/Office on the basis of which final payment will be made.

G. Notwithstanding anything contained in the agreement or these conditions, CARE-Bangladesh may at any time terminate this agreement in whole or in part by requiring the Consultant to stop performing the work or any part thereof. In this event the Consultant shall have no claim against CARE-Bangladesh by reason of such termination, other than payment in proportion to the work performed under the agreement less any sums previously paid on account thereof.

H. CARE-Bangladesh reserves the right to deduct income tax of the remuneration for all the consultancy work irrespective of the remuneration. In case of any change in the income tax regulation is announced by govt. He must be agreed with the change accordingly.

TERMS OF REFERENCE

For the purpose of

Documentation of the Hygiene Behavioral Change and Arsenic Mitigation component activities conducted during February 1998-June 2003 in WATSAN Partnership Project.

1.
. Background:  The Watsan Partnership Project has been working since February 1998 in Rajshahi and Chapai Nawabganj Districts. With the financial assistance from Swiss Development Corporation, three collaborative partners - CARE, DASCOH, IDE and 640 Village Development Committees are the main stakeholders of the project. The main objective of the project is to make available water and sanitation facilities and also the prevention and mitigation of arsenic in the working area of Rajshahi and Chapai Nawabganj districts with about ten million people. Among the partners, CARE was given the responsibility of ensuring the hygiene behavior change and arsenic mitigation component. The project completed its first phase in December 2001. An extended phase was completed in January 2002 – June 2003 with dimension of arsenic screening of drinking water sources. A no-cost extension is has been approved for from July-December 2003 period. The later six-month extension was to conduct an action research on sustainable arsenic mitigation.  

At this stage the component is planning to conduct a complete documentation – from its beginning to the end (February 1998 – June 2003) of its interventions as well as document different types of learning. In this aspect one study already carried out up to and the draft report is available with the management team of WATSAN. However, as the project extended for another six months (no cost extension) up to December, the study should cover this extended period as well.

2. Objective: The specific objectives of this TOR are to:

1. Thorough documentation of the component input and the immediate achievement 

2. What else could have been included or excluded in order to achieve grater benefit.

3. Recommendation from stakeholders and local & international NGO partners.

3. Task of the consultant

a) Meeting with the component team members. The purpose of the meeting is to provide an overview of the organization and to reach a common understanding of the scope of work and expected end products.

b) Review all appropriate documents, reading materials, manuals, studies and workshop outputs relating to component activities and intervention during the no cost extension period.

c) Schedule field trips to observe component inputs. 

d) Conduct personal interviews and focus group discussions with different levels of CARE Bangladesh staff (policy makers, field implementers) in Dhaka and the Field Offices.

e) Conduct personal interviews and focus group discussions with different levels of Arsenic Control Committee Members (Upazila, Union and Village).

f) Conduct assessment workshop with selected CARE staff  (in agreement)

g) Compile workshop findings and Field visits findings.

h) Develop and submit draft report 

i) Obtain feedback on the draft report

j) Conduct a debriefing session with the component team members

k) Conduct a presentation for the PMU / Steering Committee members

l) Prepare and submit a hard and soft copy of the report

4. Expected outputs

m) A debriefing session with the component team members

n) A presentation for the PMU / Steering Committee members

o) A hard and soft copy of the report

5. Duration

The total period of consultancy shall be 7 days between October and November 2003.

6. Payment: TK -------- per day for 7 days. In addition the consultant will be given roundtrip airfare Dhaka to Rajshahi, local actual travel in Rajshahi, lodging and per diem as per policies.

Payment will be made through account payee cheque after completion of work. For payment the consultant has to submit an invoice to Finance HQ with a copy of the work contract. 

Contact Person: Ms Hasina Akhtar, PC, WPP, CARE-B, Rajshahi

7. General terms and conditions:
A.
All reports and documents prepared during the assignment will be treated as CARE property. The reports/documents or any part, therefore, cannot be sold, used, and reproduced in any manner without prior written approval of CARE.

B.
The Consultant agrees that during the period of this agreement and for a further period of twelve months, he shall not issue any written materials or express publicly any personal opinion concerning the services under this agreement, except with the prior written approval of CARE.

C.
The Consultant shall not without first obtaining the consent in writing of CARE, permit any of his duties or obligations made under this contract to be performed or carried out by any other person, or reassign its interest in a contract.

D.
In the event that the Consultant requires additional time to complete the contract, over and above that previously agreed to, but without CARE changing the scope of work, CARE's prior written concurrence to the same is necessary.

E.
CARE may by written order make general changes within the scope of the content affecting the services to be performed or time of performance. If any such changes cause an increase or decrease in the cost or time required for performance of any part of the work under the contract, CARE shall make equitable adjustment in the contract price, delivery schedule, or both and shall modify the contract in writing accordingly.

F
In the event of failure on the Consultant's part to meet the agreed deadline CARE reserves the right to penalize the Consultant or his/her Firm at the rate of 5% of the total remuneration for every week from the deadline.

Annex-B:
Indicators of Success

	
	Parameters
	Indicators
	Source of information

	1
	Project activities
	Absolute numbers 
	Project document/progress reports

	2
	Impact of activities on promotion of hygiene and sanitation 
	Field facilitators, PNGO staff and VDC and  are competent to conduct tea stall and courtyard sessions

Behavioral changes recorded in community monitoring formats 

Improvement in coverage in sanitary latrines 
	FGD and interviews during field visits

Records available in WPP-CARE office

Documents

Records available with WPP-DASCOH

	3
	Impact of arsenic screening
	Villagers able to identify tube wells with arsenic 
	FGD and interviews during  filed visits

	4
	Impact of arsenic awareness campaign
	VDCs and villagers know about health impact of ingestion of arsenic contaminated water

Demand for arsenic mitigation options
	Interview using field visits and documents

Interviews and documents

	8
	Gender roles of men and women
	Proportion of women participants in different activities

Proportion of women in VDCs
	Progress reports

Interviews during field visits

	10
	Action research on capacity building for sustainable Arsenic Mitigation
	Number of persons appointed and trained for arsenic survey team

Number of meeting, advocacy sessions held with villagers. Upazila/union ACC
	Project record/progress report

Field discussions

	11
	Synergy and effectiveness of WPP partnership framework
	Regular co-ordination meetings; co-ordination of activities; timely delivery of inputs
	Discussion with WPP partners both at Dhaka and Rajshahi, PNGOs and selected VDCs


Annex-C:
List of Documents Reviewed

1. Gender Audit Report of WPP (Draft) CARE Bangladesh Feb. 2001

2. Phase Out Workshop Report: Hygiene Behavior Change and Arsenic Mitigation (HBC & AM) WPP, June 12, 2002

3. Water and Sanitation, Behavior of People Living in a Rural Community in Rajshahi District, Sadaf Noor E. Islam et al

4. WATSAN Project Report: A Three-Year Expansion of the Pilot Phase, Jan 01, 99 to Dec 31, 2001, Sept 15, 1998

5. Phase Out Workshop Report, June 12, 2002

6. WPP CARE Project Document, August 2002

7. First Half Yearly Report, Jan-Jun 1999

8. Fourth Six Monthly Report, July-December 2000

9. Fifth Half Yearly Report, Jan-Jun 2001

10. Sixth Half Yearly Report, July-December 2001

11. Seventh Half Yearly Report, Jan-Jun 2002

12. Eighth Half Yearly Report, July-December 2002

13. Action Research on ALCAN Arsenic Removal System, CARE-Bangladesh, July 2002

14. Chemistry of the Arsenic-containing Groundwater and Arsenic Removal at Household Level (SORAS Treatment Method), Gechter, Daniel, Switzerland 1999

15. Action research on Pitcher Method Filter, CARE-Bangladesh July 2002

16. Solar Water Disinfection (SODIS)

17. Action Research on Remodeled Dug Well, CARE-Bangladesh, July 2002

18. Ninth Half-Yearly Progress Report, January-June, 2003, Arsenic Program, CARE-Bangladesh

19. Quarterly Progress Report, July-September, 2003, Arsenic Program, CARE-Bangladesh, October 2003

Annex-D:
First Field Visit Program 

Sunday May 11, 03





10:30




Arrive in Rajshahi and Check in Hotel

11:30
Meeting with CARE RPMU and others; collect necessary materials/documents available for review; schedule field visit

13:00




Lunch

14:00
FGD with filed staff selected

15:30
FGD with selected PNGO directors


17:00




Return to Hotel

Monday, May 12, 03
Field visit: 

Tuesday, May 13, 03
Reserved for preparation for the WPP Reflection workshop

Wednesday, May 14, 03
WPP Reflection Workshop 

Thursday, May 15, 03
Field visits and discussion with CARE-WPP staff


Friday, May 16, 03




09:00
De-briefing meeting with WPP Project Coordinator and Project Manager

11:30




Leave for Dhaka

Saturday, December 27, 03

Arrive in Rajshahi

Sunday, December 28, 03



09:00




Discussion with project staff

11:00




Field Visit to 

Program for Second Visit

Saturday Dec. 27, 03





21:00




Arrive in Rajshahi and Check in Hotel

Sunday Dec 28, 03

09:00
Meeting with CARE RPMU and others; briefing and discussion with project staff on procedure, problems and achievements and field visit

10:30
Leave for field visit to Shairpukur, Huzuripara, Paba and meet and discuss project activities with Village Arsenic Committee members


Visit Dug well with AIRP at Uttar Laksmipur, Huzuripara, Paba, talk with villagers and office bearers of dug well management committee

15:00
Return to Rajshahi Debrief Project Coordinator, WPP-CARE

Monday Dec 29, 03

09:00
Leave for Dhaka

Annex-E:
List of Persons Met 

Mr. Mustafa Anwar Hossain

Project Officer, PMU, SDC-WPP

Mr. Mark Manosh Shaha

Field Coordinator, DASCPH-WPP

Mr. S.M. Muniruzzaman

Program Manager, IDE-WPP

CARE-WPP Rajshahi

Ms Hasina Akhter


Project Coordinator

Ms Maksuda Begum


Project Manager

Ms Salma Nasreen


Project Officer

Mr. Abdul Rakib


Technical Officer (Microbiology and Program)

Ms Susama Mondol


Field Trainer

Mr. A. Rashid



Field Trainer

Mr. Haran Chandra Sarker 

Field Trainer

Mr. Ashram Ali



Field Trainer

Mr. Md. Durul Islam


Field Trainer

Mr. Mahfuzur Rahman Talukder
Field Trainer

Mr. Dhananjoy Talukder

Field Trainer

CARE-WPP, Chapai Nawabganj

Mr. Md. Tanvir Hassan


Field Trainer

Mr. Md. Durul Islam


Field Trainer

Mr. Md. Mahbub Zaman

Field Trainer

Ms Shameem Ferdous


Field Trainer

Ms Masuda Begum


Field Trainer

Mr. Nurul Haque Titu


Field Trainer

Mr. Kh. Ayub Ali


Field Trainer

Mr. Shahadat Hossain


Field Trainer

Upazila Health Complex, Darusha, Paba

Dr. Md. Abul Fazal


Upazila Health and Family Planning Officer

Kaligram VDC, Union Bakshimail, Upazila: Mohanpur

Mr. Md. Suruj Ali Khan


President

Mr. Md. Khorshed Alam

Cashier

Mr. Md. Abdul Aziz


Member

Mr. Md. Mujibar


Member

Mr. Md. Ahmed Ali


Member

Ms  Mosammat Nadira Khatoon

Member

Ms  Khatejan Begum


Member

Ms Suratjan Begum


Member

Swallows

Mr. Raihan Ali



Executive Director

Mr. Sarkar  Helaluzzaman

Community Organizer, WPP

Mr. Jainal Abedin


Field Facilitator

Ms. Mosammat Nazma Khatoon

Field Facilitator

Ms Salina Afroz


Field Facilitator

VDC Purba Shimulia Adarsha Gram

Ms Mosammat Sabina Yasmeen

Mr. Mosharraf Hossain


Vice President

Adibhasi Unnayan Sangstha (AUS)

George Murady



Community Organizer

Ms Bharati Gaja


Field Facilitator

Palashbari VDC, Charghat

Mr. Md. Amir Ali


President

Mr. Md Shamsul Haque


General Secretary

Mr. Rabiul Islam


Executive Member

Ms Aklema Begum


Cashier

Mr. Janab Ali



Member

Ms Naya Sultana




Ms Rashuna Begum


Vice President

Ms Mohira Begum


Executive Member

Ms Zulekha Begum


Executive Member

Ms Zamena Begum


Executive Member

Ms Angaba Begum


Executive Member

Ms Nasima Begum


Executive Member

Ms Salma Begum


Executive Member 

Social Development Programme (SDP) Mohonpur

Mr. Md Jahangir Salim


Executive Director

Mr. Md. Akther Hossain

Community Organizer

Mr. Md. Mozammel Haque

Field Facilitator

Ms Mosammat  Sanawara Khatoon
Field Facilitator

Ms Mosammat Umme Salma

Field Facilitator

Mr. Hasan Sena



Field Facilitator

Grogram VDC, Basantapur, Godagari

Ms Nanda Rani

Ms Kabita Barwar

Ms Kalpana Panna

Ms Dropody Minj

Ms Chanchola Kuzur

Ms Basanti Minj

Ms Komolika Lakra

Ms Bhagabati Lakra

Shairpukur, Huzuripara, Paba

Mr. Shahjahan Ali


President, Samaj Kayan Committee (SKC)

Mr. Md Abdur Razzak


Secretary, SKC

Ms. Mosammat Halima Khatoon
Cashier, SKC

Mr. Abdur Gaffar


Member, SKC and member Gram Sarkar

Mr. Motahar Hossain


Member, SKC and member Gram Sarkar

Mr. Sirajul Islam 


Villager

Uttar Laksmipur, Huzuripara, Paba

Mr. Md Sohrab Ali
President, Dug Well management Committee

Ms. Turzama Begum Tipu
Secretary, Dug Well management Committee

Annex-F:
WPP-CARE Achievement against Planned Targets

	Training Sessions and Persons Trained 

	WPP-CARE Component (Arsenic) March 99 to Jun 2002

	Arsenic Sessions of PNGOs
	Planned
	Achieved
	Persons Trained

	School Sessions
	697
	616
	19160

	CTC
	55
	24
	463

	Video Shows
	233
	203
	14312

	Male
	2326
	2258
	30806

	Female
	2728
	2713
	38841

	Total
	6039
	5814
	103582

	

	Arsenic Sessions of VDCs
	
	
	

	School
	102
	107
	3098

	CTC
	36
	36
	612

	Male
	1501
	1707
	21436

	Female
	1482
	1699
	22767

	Total
	3121
	3549
	47913

	
	
	
	

	A. Sub-Total
	9160
	9363
	151495

	

	Training Sessions and Persons Trained

	WPP-CARE Component (HBC) March 99 to Jun 2002

	

	HBC Sessions of PNGOs
	Planned
	Achieved
	Persons Trained

	School
	2215
	1916
	60249

	CTC
	4156
	3984
	88043

	Video
	117
	87
	10084

	Male
	2889
	2792
	37230

	Female
	8271
	7837
	109112

	Total
	17648
	16616
	304718

	

	HBC Sessions of VDCs
	
	
	

	Schools
	263
	275
	7478

	CTC
	1168
	1290
	23567

	Male
	2494
	2527
	32263

	Female
	2942
	3055
	39706

	Total
	6867
	7147
	103014

	

	B. Sub-Total
	24515
	23763
	407732

	

	Training Sessions on Arsenic and HBC by MOH&FW counterparts

	March 99 to Jun 2002

	

	School
	124
	110
	4105

	CTC
	10
	11
	242

	Male
	175
	175
	2158

	Female
	539
	501
	7158

	C. Sub-Total
	848
	797
	13663

	
	
	
	

	GRAND TOTAL (A+B+C)
	34523
	33923
	572890


Annex-G:
WPP-CARE Achievement against Planned Targets (Continued)

	
	Monthly Progress Report (Cumulative Information) of Arsenic Mitigation May 2003

	Sl.
	Upazilla
	Union
	Number of Ward
	Number of village
	Households surveyed
	Families at Risk
	Type of Technical option
	Number of options provided
	Number of families using the option
	Number of families

using nearby safe GW source

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	1
	Paba
	Horipur
	9+0
	25
	5659
	39
	3-Pitcher+

Dugwell
	4+2
	19
	20

	2
	Paba
	Darshan para
	9+0
	22
	3186
	10
	X
	X
	X
	10

	3
	Paba
	Hujripara
	9+0
	34
	5443
	2063
	3-Pitcher+

Dugwell
	43+2
	98
	1002

	4
	Tanore
	Saronjai
	9+0
	27
	7260
	8
	X
	X
	X
	8

	5
	Tanore
	Pachondor
	9+0
	29
	9926
	0
	X
	X
	X
	0

	6
	Tanore
	Kalma
	9+0
	44
	7137
	0
	X
	X
	X
	0

	7
	Tanore
	Badhair
	9+0
	36
	6031
	0
	X
	X
	X
	0

	8
	Durgapur
	Deluabari
	9+0
	23
	6387
	68
	X
	X
	X
	64

	9
	Durgapur
	Jhaluka
	9+0
	15
	6185
	135
	X
	X
	X
	135

	10
	Durgapur
	Joynagar
	9+0
	19
	6628
	36
	X
	X
	X
	36

	11
	Durgapur
	Pananagar
	9+0
	27
	6688
	50
	X
	X
	X
	50

	12
	Durgapur
	Maria
	9+0
	14
	5666
	32
	X
	X
	X
	32

	13
	Durgapur
	Nowapara
	9+0
	13
	6596
	79
	X
	X
	X
	63

	14
	Durgapur
	Kismot G.kor
	9+0
	15
	4805
	229
	X
	X
	X
	229

	15
	Puthia
	Baneshware
	9+0
	25
	7234
	282
	X
	X
	X
	144

	16
	Puthia
	Bhaluckgachi
	9+0
	34
	7163
	45
	X
	X
	X
	45

	17
	Puthia
	Puthia
	9+0
	14
	6191
	203
	X
	X
	X
	184

	18
	Puthia
	Shilmaria
	9+0
	59
	8449
	43
	X
	X
	X
	40

	19
	Puthia
	Belpukuria
	9+0
	30
	9009
	220
	X
	X
	X
	220

	20
	Puthia
	Jeopra
	9+0
	24
	7359
	237
	X
	X
	X
	146

	21
	Bagha
	Arani
	9+0
	20
	5901
	362
	Shapla,

3-Pitcher
	2+2
	4
	358

	22
	Bagha
	Bausha
	9+0
	30
	6376
	590
	X
	X
	X
	470

	23
	Bagha
	Gorgori
	9+0
	17
	6144
	250
	 
	 
	 
	164

	24
	Shibgonj
	Chak Kirti
	9+0
	23
	7119
	1966
	X
	X
	X
	197

	25
	Shibgonj
	Daipukuria
	9+0
	23
	7230
	30
	X
	X
	X
	0

	26
	Shibgonj
	Durlavpur
	9+0
	28
	8255
	1441
	X
	X
	X
	765

	27
	Shibgonj
	Ghorapakhia
	9+0
	20
	3038
	651
	Alcan
	2
	2
	197

	28
	Shibgonj
	Kansat
	9+0
	24
	7322
	140
	X
	X
	X
	74

	29
	Shibgonj
	Mobarekpur
	9+0
	29
	5661
	197
	X
	X
	X
	184

	30
	Shibgonj
	Nayalabhanga
	9+0
	41
	7787
	3314
	X
	X
	X
	1119

	31
	Shibgonj
	Sattrajitpur
	9+0
	22
	4032
	1866
	Alcan,

3-Pitcher
	19+11
	30
	532

	32
	Shibgonj
	Shahabajpur
	9+0
	30
	8626
	1635
	 Three pitcher
	3
	3
	879

	33
	Shibgonj
	Shympur
	9+0
	29
	6419
	984
	X
	X
	X
	671

	34
	Shibgonj
	Dhainagar
	2+3
	4
	3066
	70
	 
	 
	 
	20

	35
	Shib. P’shava
	Ward-1
	1+0
	3
	743
	20
	 
	 
	 
	3

	36
	Shib. P’shava
	Ward-6
	1+0
	2
	864
	238
	 
	 
	 
	49

	37
	Ch. P.Shava
	Ward-2
	1+0
	14
	2140
	780
	 
	 
	 
	285

	38
	Ch. P.Shava
	Ward-3
	1+0
	7
	2827
	558
	 
	 
	 
	245

	39
	Ch. P.Shava
	Ward-6
	1+0
	12
	2403
	1334
	 
	 
	 
	325

	40
	Ch. P.Shava
	Ward –7
	1+0
	9
	2382
	1547
	X
	X
	X
	NA

	41
	Ch. P.Shava
	Ward –8
	1+0
	15
	1569
	745
	X
	X
	X
	485

	42
	Ch. P.Shava
	Ward-9
	1+0
	14
	1794
	755
	 
	 
	 
	177

	43
	Ch. P.Shava
	Ward-11
	1+0
	13
	2102
	547
	 
	 
	 
	147

	44
	Ch. Pourashava
	Ward-13
	0+1
	1
	702
	356
	 
	 
	 
	86

	45
	Ch. Sadar
	Ward-14
	0+1
	1
	382
	329
	 
	 
	 
	70

	46
	Ch. Sadar
	Char Anupnagar
	9+0
	9
	2581
	829
	 
	 
	 
	256

	47
	Ch. Sadar
	Alatoli
	7+2
	6
	2245
	2
	 
	 
	 
	2

	48
	Ch. Sadar
	Debinagar
	9+0
	9
	5183
	302
	 
	 
	 
	150

	49
	Ch. Sadar
	Jhilim
	7+2
	21
	3541
	0
	 
	 
	 
	 

	 
	 
	 
	 
	1005
	251436
	25617
	 
	90
	156
	10338


Annex-H:
List of Promotional Materials 

· Poster (Red and blue)

· Leaflet

· Striker ( six types)

· Bunting

· Rickshaw/Van banner

· T-shirt

· Pen

· Cap

· Bag

· Folder

· Rally cap

· Invitation card

For raising awareness:

· Video show

· Gomvira & Jarigan

· Rally with student

· Union level workshop

· Upazila level workshop

· District level workshop

· Result sharing workshop

· Arsenic awareness session

Annex- I:
WPP-CARE Achievement in July-December 2003 Period

	Achievement in July-Dec. 2003 Period

	Activities
	Achieved
	Planned
	Participants

	
	
	
	Women
	Men

	Awareness Session
	353
	350
	2,725
	1989

	Rally
	35
	35
	4,268
	5,625

	UACC Meeting
	05
	05
	13
	88

	Meeting with resource persons in the villages
	
	
	225
	592
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				Executive Committee member of the VDCs (status'2002)
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Water using status at HH level

		

						Water Using Status at Household Level

				6				1999		2000		2001		2002

				1		No. of Household use safe water for drinking and cooking only		24814		55802		69170		76571

				2		No. of Household use safe water for drinking, cooking & other purposes		24425		32728		37639		43402
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				Behavioral Information (Percentage)
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				Keep food covered		62		75		90		92
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