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TARGETS OF OPPORTUNITY FOR WASH
 

INTRODUCTION: PURPOSE OF TRIP
 

When it appeared that it would be possible for a WASH staff mem
ber to participate in the Congress of the World Federation of 
Public Health Associations at Calcutta, without incurring travel
 
expenses to the WASH contract, it was decided to take advantage 
of the situation as an opportunity for marketing WASH services. 
Accordingly, in addition to attendance at the conference, clear
ances were requested to visit USAID Missions, and other estab
lishments in Nepal, Bangladesh, and Thailand. Ultimately only a 
clearance for Bangladesh was obtained. (See Appendix A.) 

Througnout the trip, then, targets of opportunity were sought to 
explain the objectives and range of services of the WASH Project 
and to describe the various channels for obtaining these ser
vices. That the conference itself provided such opportunities is 
demonstrated by the number of significant contacts achieved and
 
the proportion of these that resulted in a definite indication of 
a forthcomtrig request for services. In addition, solid relations 
were established with the National Environmental Engineering Re
search Institute at Nagpur and the International Center for Diar
rheal Disease Research at Dacca. The implications of all these 
contacts will be explained below. 

OVERVIEW
 

India
 

I was in India for a total of eight days. Of that time, five 
days were spent attending the Congress of the World Federation of
 
Public Health Associations at Calcutta and three visiting the Na
tional Environmental Engineering Research Institute at Nagpur. 

The Conference 

At the Conference (see attached program) activities included at
tending plenary and workshop sessions, presenting a paper, set
ting up and manning a WASH exhibit and display table and partici
pating in a field trip to a Rural Health Center. It was through
 
the medium of these activities that most of the contacts listed 
above were achieved.
 

Plenary Sessions
 

Plenary sessions were used in general to introduce the theme and 
subthemes of the conference. The overall theme was "Primary 
Health Care: Developing a Worldwide Strategy for Action." Sub
themes addressed componets of any national strategy: 
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(1) Developing national plans of action
 
(2) Implementation of field programs
 
(3) Manpower planning and training 
(4) 	Special demonstration and research projects
 
(5) 	Community participation
 

Those subthemes served also as the foci of workshops. Of the 
several plenary presentations, only a few bear relating in this 
report: 

Sounding the theme that overrode all others in the confer
ence, Dr. Y. L. Vasudeva of India, delivered a stirring ad
dress on the state-of-the-art of community participation in 
India. As a general rule, community participation has not 
advanced very far in primary health services. Except for 
spotty occurences, planning is still centralized even though
 
the health needs of the people are finding their way into the
 
planning process. With the exception of the panchayats of 
West Bengal, communities have not taken the initiative to or
ganize health services, either alone or in collaborati-n with 
government. Even where such local planning occurs one has 
the impression of imposition. Very little true self-determi
nation is in evidence. Much needs to be done, Dr. Vasudeva 
urged. Community organization should be the approach with a 
focus on mothers as primary health workers, functional lit
eracy, education and availability of drinking water. Only 
thus will breakthroughs occur in nutrition, maternal and 
child health, and fertility. 

Dr. Carl Taylor, Professor of the lnternational Health at 
Johns Hopkins University, and a long time observer of India, 
outlined seven necessary steps toward achieving primary 
health care coverage in India: 

(1) Open commitment by decision-makers. 

(2) Establishment of planning and evaluation units in each 
state and at the national level. 

(3) 	 Application of principles of straightforward management 
of health services especially of drugs, where the volume 
entering the population via private purchase exceeds 
that distributed through public services. 

(4) 	 Something practical to be done about intersectoral 
cooperation (education, population, nutrition, health 
and water and sanitation). Policy must be separated 
from implementation. 

(5) 	 Intensive health services research applied to questions 

of community partic;ipation, equity and social justice. 

(6) 	 An overall move from "projects" to general implementa
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tion. A feedback system so as to facilitate local adap
tation, cost effectiveness studies, and evaluation of
 

potential harm before measures are generalized. Every
 
university should have a field area.
 

(7) 	At every level, improvement in the quality of care.
 

Dr. Pien Chiowanich of the Lampang Project in Thailand 
brought out several salient points from the Lampang experi
ence:
 

(1) 	Curative Services frequeihtly provide credibility and a 
leading edge for other developmental work.
 

(2) 	 In the training of primary village level health workers,
 

the selection of who is to be trained is the crucial
 

step. Here community participation plays an important
 
role.
 

(3) 	Community health volunteers are of necessity all part
time workers.
 

(4) 	 In considering the question of coverage one must deal
 
with geographic and population coverage. For instance
 
one trained traditional birth attendant per village of
 

200-600 does not make for an efficient cost/effective
ness ratio, but when villages are 20km apart, does make
 
for effective geographic coverage.
 

(5) 	 In calculating costs, those attached to training and
 

supervision (petrol) should not be overlooked.
 

(6) 	The nature of the linkage between village health volun
teers and the health services structure needs to be
 

carefully defined. Here the question of who should su
pervise whom must be addressed.
 

(7) 	The use of non-formal education methodology is more
 
suitable for village volunteers.
 

In his keynote address, James Grant, Executive Director of
 
UNICEF and the son of Dr. John B. Grant, in whose honor the
 
conference was being held, laid emphasis on the propitious
ness of the present era for achieving real progress in pri

mary health care coverage . To do so he said, we must con
ceive of progress as people oriented, do research on alter

native strategies for reaching the poor, and develop better 
yardsticks for measuring progress. If we are to make pro

gress, certain changes of a broader economic nature must also 
be brought about: 

(1) 	 Increased concessional resource transfer from rich to
 
poor nations - $20,000,000,000/year.
 

-3



(2) 	Greater access to the markets of industrialized coun
tries by LDCs.
 

(3) 	Convincing high-income countries that their progress is
 
inevitably bound up with that of the low-income coun
tries.
 

If no progress in primary health care coverage is made in the
 
next few years, an opportunity will have been lost.
 

Workshops 

I attended the Community Participation workshop on the first day, 
and the National Planning and a Special Workshop on the second 
day. With the exception of the last workshop, very little inter
active discussion took place. The workshops served rather as a 
forum for presenting additional papers. Even scheduled discus
sants took the opportunity to present another paper rather than 
to comment upon those presented earlier. Among the papers pre
sented, four are of note: 

Vimala Charles of the Department of Community Medicine at the
 

Vellore Christian Medical College presented her findings on
 

the effects of a community development v.pproach to primary 
health care on health status of an urban slum population.
 
Analysis of the felt needs of the population showed that
 
employment, self-reliance, economic development, and social
 
uplift were the primary felt needs. Community development
 
initiatives included training for self-employment, facilities
 
for 	 rehabilitating handicapped persons, re-enforcing local 
schools, child feeding, programs and organization of women's 
and youth clubs. Populations affected by these community
 
development strategies had significantly better health status
 
as expressed in several parameters. The approach was thought
 
to have served as an entry point for the community to
 
participate in meeting the health needs. 

Susan B. Rifkin, health policy analyst from Hong Kong, com
pared three health programs in south East Asia, each having
 
as its objective the community taking charge of its own 
health. The comparison concerned the attitudes of program 
participants (medical professionals social workers, and com
munity health workers) toward several facets of community 
participation. Attitudes were found to be held more in com
mon by those who do the same work than by those who work in 
the 	same program. Differences, between professionals and
 
community health workers were most pronounced as regards 
community responsibility in health programs and the ideals 
attached to cominutiity participation. The profess ionals are 
more willing to have the community take responsibility. 
Agreement or disagreement tended to be more consistent in 
programs where (1) community health workers had participated 
initially in the health work and, (2) where joint planning 
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had taken place.
 

H. N. Mathur studied the attitudes of local leaders toward
 
aspects of Primary Health Care. Those whose positive (or 
negative) attitudes tended to influence most profoudly the 
success of Primary Health Care services were the elderly 
(especially grandmothers), traditional birth attendants, and 
healers.
 

0. Ransome-Kuti and A. Bamisaiye of the Univeristy of Lagos 
presented a plan for the progressive participation of the 
community served with MCH services, designed to take four 
years of effort. Successive stages indlude health conscious
ness raising in the wider community, recruitment of community
 
volunteers for primary health care tasks, and eventually the
 
reconstruction of the present management committee as a Com
munity Health Committee.
 

The last paper was the only one discussed interactively in 
the workshop sessions I attended. It was decidely criticized 
by several for demonstrating a somewhat naive reverse ap
proach to community participation. It was generally agreed 
that the Health committee ought to come first, lest the com
munity volunteers become such a firm part of the health 
services establishment as to preclude effective community 
control.
 

Presen tat ion 

It was in the context of the Community Participation Workshop 
that I presented my paper, "Targeting Sanitation Programs Where 
it Counts: Mothers of Small Children" (see Appendix B). The 
paper was very well recieved by the group and the demand for 
copies exceeded the supply. David Morley of the Institute of 
Child Health in London dropped by to congratulate me on the 
approach taken in the paper and encouraged me to develop it 
further. 

Exhibits
 

The WASH exhibit and display were also a great success, even if 
set up for only one day (25 February). TJnfortunately, my baggage 
which was left in Paris because of a short connection did not 
come to Calcutta until noon on 24 February. Because it took 
nearly three hours to clear it through customs, I was nearly late 
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set 	 up thefor the presentation of my paper, and I couldn't 
display until early the next morning. 

The poster panels were difficult to set up, there being no place
 

to attach them. Finally, I leaned them against the wall, balan
tables. The brochures, reports of Robovalves, Robocing 	them on 


screens, and hand pumps and demonstration models of Roboscrens 
the table in 	 the panels.
and valves \Ver' displayed on 	 front of 

The display received great attention from everyone and generated 
reseveral contacts. All the brochures disappeared as did the 

ports, even though the latter were clearly marked as demonstra
tion 	copies. 

Field Trip 

1 went on the field trip to Singhur, a Health Center northwest of 
in rural West Bengal. This center had been in existenceCalcutta 


since 1939 and was in fact the brainchild of Dr. John B. Grant.
 
Center were quite impressive (see AppendixSeveral aspects of the 

C):
 

use as a field training site by several categories1. 	 Its 
of students at the All India Institute of Hygiene and 

Public Health.
 

2. 	 The active practice of truly integrated maternal and 

child health services: services to mother and child, to 

well and sick, curative, preventive, and promotive, all 
given together by the same body of personnel. 

3. 	 Students learning by doing not .just observing. 

4. 	 A well developed rural environmental health demonstra
tion center. 

5. 	 In the villages functioning multipurpose health workers 
who do primary health care: immunizations, environmen
tal health, health and nutrition education, registration 
of vital events, medical triage and malaria control. 

6. 	 Statistics which demonstrate the impact of the center on 

health status priority to 1965! (See Tables I and 2.) 

7. 	 The virtual eradication of malaria since 1979. 

8. 	 A steady drop in the population growth rate since 1957 
until 1978 (Table 3). 
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TABLE 1
 

20,000 population in 18 villages:
 
Crude Birthrate, IMR, MMR, and Average Birthweights for males and females
 
by five year intervals 1965-79. Comparison with national rates in 1979.
 

Infant Maternal Average BW (lbs)

Crude Birth Rate Mortality Rate Mortality Rate Male Female
 

1965 25.47 89 	 0 
 5.46 5.28
 
1970 	 28.21 
 96 0 5.74 5.66
 
1975 24.32 103 
 0 5.84 5.68
 
1979 20.52 55 0 
 6.01 5.79
 
All 	India
 
1979 35.00 130
 

TABLE 2
 

Entire District (165 villages, 192,289 population)
 
Annual Births, Stillbirths, Total Births, Infant deaths, and IMR 1977-80.
 

Births Stillbirths Total Births Infant Births Infant Mortality Rate
 

1977 916 
 25 941 83 	 90.0
 
1978 975 33 	 1008 
 82 	 84.1
 
1979 1029 24 1053 	 55 
 53.0
 
1980 1083 14 	 1097 
 61 	 56.3
 



TABLE 3
 

Year 	 PGR 

1957 	 2.04 
1967 	 2.34
 
1975 1.96
 
1976 1.86
 
1977 1.78
 
1978 1.74
 
1979 1.84
 

All in all the visit to Singhur and envirous was a most
 
worthwhile experience demonstrating in soile aspects a
 

model for replication throughout India. Unfortunately,
 
the one tube well with a hand pump I saw revealed
 
breaking up of the concrete around the base of the pump,
 

an obvious maintenance problem.
 

Nagpur
 

At Nagpur I visited the National Environmental Engineering
 

Institute (NEERI). Unfortunately, my cable did not reach Mr.
 

Raman until 26 February. He had been away for five days and it
 

had come during his absence. Although there was a seminar in
 

progress he graciously gave me an hour of his time and introduced
 
me to some of his staff.
 

Several programs, of NEERI are of potential interest to WASH.
 

What must be borne in mind is that the purpose of these programs
 
is to provide information to goveroments and to private corpora
tion on the feasibility of various approaches to water supply and
 
sanitation in both rural and urban areas. This work takes the
 

form of pilot testing, program monitoring and evaluation studies.
 
Four 	separate programs were reviewed.
 

Urban Water Supply
 

1. 	 Survey of water distrubtion system in towns and cities 

(200,000 to 1,000,000). System was house connections, 
some communal taps. Epidemiologic survey revealed 
prevalence of gastroenteritis and infectious hepatitis. 

The water quality survey turned up abundant coliforms 

fecal coliforms and salmonella group organisms, with low 
chlorine residuals. The engineering survey determined 
that 25% of the flow was being lost through leaks, which 
caused, in turn, low pressure, backup of sewage, and 
fecal contamination. After intervention, water wasted 
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was reduced t- 5%.
 

Rural Sanitation
 

Ten villages have been chosen for the experimental installation
 

of self-cleansing pour flush pit latrines (see Appendix D). Vil

lages were selected in order to give a wide variation in indus

trial vs. non-industrial economics, nearness to Nagpur, and per

ceived receptivity to the program. Chief features of the program 
are: 

Community participation 

- Partial subsidy of squat plate, pipes, and the cement 
slab over pit 

- Villages furnish labor and superstructure 

- Total cost about Rs.400 or $50.00 

- A baseline health survey composed of 

- Intestinal parasitic exam 
- Blood for hemoglobin and eosinophiles (66% were 

found to be parasitized overall. Hemoglobins were 

low, eosinophilia high.) 
- Use of vermifuges as an incentive
 
- Intensive health education 

Installation of latrines is complete in two villages. Utilisa
tion rates are 50-100%. All but two have been surveyed. Cement 

is in short supply, retarding progress. Purchase of cement is 
subsidized by the State and the panchayat. 

Rural Water Supply 

The program consists of installing either tubewells or slow fil
ters for surface sources, and evaluating the results in terms of 
water quality, function of the installation, and health status. 

Major problems include maintenance and operation, overdependence 

on outside sources for repairs, and wastage of water. Funds are 

supplied by IRC/W11O and the State government. 

Urban Sanitation 

As a part of his repon-sibilities for urban sewage, Dr. Raman is 
promoting the installation of pour flush latrines in urban slum 
areas thlrougl ii p rg-an simila r to that in the villages. 

A fi( ,d tt'ip was to hav- )een arranged to one of the rural sani

tation villages , but had to be called off because 25 February was 
an ot'ficiaL iM lk holi(cay. 



Bangladesh
 

The four days in Bangladesh were utilized to the fullest. Dr. 
DiarrhealGreenough, Director of the International Center for 

asked Mr. S.I. Khan, Chief of Library andDisease Research, had 
to arrange my program. Accordingly, I madeInforamtion Services, 

him my first poinit of contact and he si'v'd as a guide throughout 

few hours putting the programthe visit. We spent the first 
together (see Appendix ). 

Most of the time was spent in meetingg with ICDDRB staff and in 

Dacca at the field station in Matlab.visting facilities both in 

(I could not go to the station at Teknaf because the journey is 

ion, I was able to arrangethree days' duration. ) In add it 

meetings with the AID Mission, UNICEF, and CARE Bangladesh. Thus
 
and sanitation programs

the main external participants in water 
is a summary ofin the country were contacted. The following 

those contacts.
 

UNICEF
 

First, I shall discuss the government program assisted 
deserves mentioning first beby UNICEF. This program 

cause it represents the only comprehensive nationwide 
Thus
approach to water 'vnd sanitation in the country. 

has concerned mainly water. Sanitationfar, the progVam 
and lieal th education while receiving some emphasis, are 

the future.slated for increased activity in 


Over 450,000 hand pumps have been installed, atop tube
feet.
wells varying in 	depth from 20 to 200 or more The 

is that of these 300,000-350,000 arelatest estimate 
the plugging of the
operational. The chi problems are 


the lack of proper maintepipes witi sand and silt and 
nanco. Because of the soft almost colloidal nature of 

and mud settle into the pipes despite thethe soil, sand 

use of screens and strainers. Efforts are currently un

derway to unplug the more than (30,000 wells so affected.
 
100 feet deep is easier.
Unplugging those 	more than 


Main tenance problems are being addressed through 
caretraining "caretakers." More than 200,000 of these 


takers are to be trained by June, 1982 as a means of 

dealing with thie more than 25% breakdown rate estimated 

in 1977. The Department of Public Healthi Engineering of 

Ministry of Local (Government, Rural Development andthe 

chief collaborator, isCooperatives, which is UNICEF's 
Over 750,000 will beresponiLl.e or tire training. 


needed by 1990 and eventually over 1 ,200,000 with each
 

one being recycled P-[3 Li mes.
 

This en ti'e p oruram han been set uip through lengthy
 

joint discussions and planning sessions between UNICEF
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staff and the Department of Public Health Engineering.
 
This planning process continues as new challenges are 
uncovered:
 

The need for continued research and devel
opment to deal with the problem of plugged 
tubewells. 

The gradual lowering of the aquifer due to 
widespread use of deep tubewells with motor
ized pumps for irrigation and the erection of 
barrages that prevent recharging. As a 
result, there is a need for deeper wells and a 
more powerful hand pump. UNICEF has opted for 
an adaptation of the India "Mark II" pump. 

Salt pollution in coastal areas.
 

Need for research into the problems of contin
ueJ use of surface water by large proportion
 
of the population (see below as well). 

Development of an iron removal plant attached
 
to the hand pump. 

Use of bamboo pins so as to conserve handles.
 

UNICEF has drawn some tentative conclusions from its 
several years of work in Bangladesh. One is a definite 
preference for a volume consideration over that of water 
quality. High quality water supply seems out of reach 
for a majority of the population who live where surface 
sources, frequently polluted, are the preferred sites 
for washing, bathing and even drinking. The high iron 
sulfide content of the water in many areas makes it un
palatable to the populations. In the remainder of the 
country, where -urface water is scarce and rclatively 
int.ccessible concerns for quantity must predominate even 
in the planning for tubewell installation. 

UNICEF and the DPHE seem, in fact, intent on installing 
tubewells throughout Bangladesh and urging populat ions 
to eschew all surface sources. An objective of one 
tubewell with hand pump for every 75 persons, or a total 
of 1,200,000 hand pumps (750,000 by 1990) has been set. 
Each one will have a trained caretaker. 

Sanitation programs have been in operation since 1973. 
From 1973-76 despite the goal. of installing 100,000, 
only 13,000 latrines were installed, all of these 
latrines were 100( subsidized. since 1976, the latrines 
have been sold with a subsidy of only 65-70%. 
Forty-thousand latrines are now in place. All of the 
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latrines are of the water-seal type. A goal of 110,000
 

by 1982 has been set.
 

Problems associated with latrine installation are multi

ple. Broken goosenecks from using too little water or
 

the country from using mudballs for anal
in one area of 

There seems
a
cleansing, have been persistent problem. 


latrine, however, belittle alternative to this type of 


cause the use of water for ritual anal cleansing makes
 

the use of dry latrines (simple pit, VIP, ROEC, or Viet

double vault) problematical.
namese 


The sheer size of the population and the consequent po

the landscape (an estitential number of pits dotting 

a pollution problem.
mated 20,000,000 by 1990) may pose 


The nature of the soil, however, probably limits the
 

to 3 ft. from any pit. Pollution downpollution radius 
 a

ward is also unlikely since the average depth of pit
 

is 5 ft. whereas that of a tubewell is 150 ft.
 

materials and equipment for

In addition to supplying 


has also been
tubewells and water-seal latrines, UNICEF 


providing management training to DPHE at every level and
 

to operations (bikes, trucks,
logistical support DPHE 


boats, and materials for constructing storage facili

ties).
 

In the future, increased emphasis will be given to
 

DPHE has created its own Health Edu-
Health Education. 

be the main vehicle of this
cation division, which will 


effort. Some cooperation with the Health Education Bu

reau of the Department of Public Health Services is
 

forseen, but this unit is perenially rather weak. Al

though the Bureau has nominal charge of Family Welfare
 

in the field, their essential supervision is

workers 


Health Officers. In any
carried on by local Public 

in their
 

case, these workers have some 47 items 


repertoire of duties.
 

estimated that the DPHE will need considerable as-
It is 

program.
sistance in implementing the health education 


Some help has been forthcoming from local offices of
 
is joining forces with
other UN organizations. UNICEF 


this regard in the Teknaf Project (see below).
ICDDRB in 

A mutually acceptable health education plan for that
 

project has been worked out.
 

to a large degree on
Other future directions will depend 


the generation of sufficient political will to make the
 

hand pumps, latrines and health education
purchases of 

for intends to increase conservices. UNICEF its part 


tributions of latrines, but to diminish markedly hand
 

pump contributions. Government priorities are (cor
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rectly) on population control and education (literacy).
 
Water and sanitation and food production take third or
 
fourth place depending on one's perspective.
 

ICDDRB
 

If the contributions of UNICEF are making a major impact
 
on goverment planning and program execution in water
 
supply and sanitation, then who is dealing with the hard
 
unanswered questions raised in the last section? Who is
 
evaluating the benefits of various approaches? It is
 
indeed fortunate that Bangladesh has so capable an in
stitution for the task as the International Center for 
Diarrhoeal Disease Research. In the paragraphs to fol
low will be summarized the evolution of ICDDRB research 

in this area. 

The ICDDRB was established in 1963 under the Southeast
 
Asia Treaty Organization as the East Pakistan Cholera
 
Laboratory. in 1974 it became the Cholera Research Lab
oratory in an agreement between the United States and
 
the Peoples Republic of Bangladesh, but in 1978 the Cen
ter was internationalized and took on its present title.
 
Twenty-eight countries and international agencies par
ticipate.
 

Research on WS&S Disease Relationships
 

Initial research into water and sanitation - disease re
lationships was concerned with the search for the
 
source(s) of endemic cholera. Working out of the Matlab
 
field station and hospital, ICDDRB staff have initiated
 
several investigations highly relevant to today's quest
 
for a clearer understanding of the potential impact of
 
improved water and sanitation on health status. Most of
 
these research efforts have been led by Dr. M.U. Khan.
 

The first mentioned here was carried out from 1970-1974 
(Kahn, M.U. et al., 1978). It is significant in that it 
demonstrated a differential relationship of canal and 
river water as opposed to tank (pond) water when groups 
experiencing low, medium and high hospitalized attack 
rates of cholera are compared. The differences were 
significant (at the p<.01 level or less) in most cases 
for drinking, washing and bathing, although more consis
tently for washing and bathing. The point that bathing 
is a particularly risky water related activity, more so 
than drinking, was made consistently throughout my visit 
to ICDDRB. Likewise, most of those interviewed empha
sized the relative advantage of populations who use 
mostly tank water, not only in terms of cholera inci
dence but also that of other enteric infections. The 
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observation that many latrines empty directly into the 
canals and rivers makes this finding not surprising.
 

A second study, completed in 1967 concerned the search 
for the source of a repeated small outbreaks of cholera
 
in villages of the Matlab area. Again, washing and
 
bathing were found to be more dangerous than drinking. 
It seems that while bathing most people continually gar
gle quantities of water in order to cleanse the mouth 
and throat. In the study in question no cholera carri
ers were found among the villagers themselves, but al
most uniformly among the boatmen. This subset of the 
population are fishers and traders who travel form ba
zaar to bazaar (Khan, M.U. et al., 1967). 

At least two attempts to isolate the effect of using
 
tubewell water have been made. In one (Hughes, J., et 
al., 1977), where tubewell and canal users were compared
 
for cholera attack rates no significant differences were
 
found. Likewise, Curlin, et al. (1977) comparing twelve
 
villages with tubewells with twelve villages with no
 
tubewell found no difference in the cholera attack rate.
 

These findings are explained by the observation that 
washing and bathing continue to be carried out in the 
canals, rivers, or tanks, whereas, tubewell water, when 
available, may be used only for drinking and food prepa
ration. we have seen in the study reported above how
 
washing and bathing contribute relatively more to an in
creased cholera attack rate than mere drinking water
 
from a particular source. When working in the fields, 
of course, the peasant drink whatever water is most 
available. 

During the political crisis of 1971 miany refugee camps 
were set "ipoutside dacca. a comparncive study (Khan, 
Mu.U. , et al., 1979) of three camps shed further light 
on cholera transmission. Zeneba, a camp with tubewells 
and latrines was compared with two others having nei
ther. Although the cholera attack rate was less, Zeneba 
was not free of cases. Poor maintenance of the hand 
pumps, non-use of latrines by children, and the practice
 
of bringing food in from outside were all found to in
flucence the occurrence of cholera attacks.
 

The need for health education to accompany improved wa
ter supply and latrine installation was underlined in a 
comparison of tour classes of government workers. In 
Class 1, the highest group, no cholera was found in the 
1974 outbr'eak, whereas in Class IV, the lowest, cholera 
cases were numerous. Classes II and III had intermedi
ate rates. The chief differences among classes were 
found in the economic and eJucation levels and levels of
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"health awareness."
 

A study of tile intrafamilial transmission of shigellosis
 
in Dacca (Khan, M.U., 1980) determined that the simple 
introduction of soap and water for washing hands before 
eating and after defecation was sufficient to reduce the 
attack rate by 70-80Z. For other diarrheas the reduc
tion was 40%. Water alone was insufficient to achieve 
the effect. S. shiga was an exception. No dimunition 
in the rate for this species was possible. The impor
tance of these findings cannou be underestimated. 
Shigellosis while usually accounting for only 2-3% of 
the total infant diarrhea may reach higher proportions, 
as during the monsoon season of 1974. It has also been 
observed that an attack of shigellosis is freqently fol
lowed by the appearance of signs of frank malnutrition 
(kwashiorkor) , all the more likely if measles has pre
ceded the shigellosis.
 

The Teknaf Study 

A further clarification of water/sanitation/health sta
tus relationship is expected to emanate from the Teknaf
 
study now getting underway with an IDRC grant. Dr. 
Mujibur Khan and Mr. K.M.A. Aziz are the chief investi
gators in this project. 

In the study three villages will be compared over five 
years, two intervention villages and the third a con
trol. The second will serve as a control to the first 
for the first two years, after which the interventions 
will be initiated there. Interventions will consist of 
a baseline KAP and health survey in all three villages; 
and tubewells, water-seal latrines, and health education 
in the test villages only. Diarrheal morbidity and mor
tality, nutritional status, ad diarrheal attack rates 
will be used as health indicators. The functioning of 
the facilities, and water use and defecation patterns 
will also be monitored. The health education interven
tion will consist of the organization of Bari (hamlet) 
communities with one health promote-L designated for each 
Bari. This promoter will be responsible for the moni
toring of water use behavior. In most cases in the 
health promotors will be women. 

Support Services 

Demographic Surveillance 

Studies at both the Matlab and Teknaf field stations are 
facilitated by the existence of field Hospital laborato
ries and demograph c survey units. I visited the field 

station at Matlab on March 5, 1981. The following is a 
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suminary of Lit func.tion of that 3taLion. The same con
ditions probably prevail as well at Teknaf although t hat 
station h Ilo( t :isLe 50 long1 a, L-,thi:t at MaLab. 

1urVoy OpelraL ions be..n at MLatlab in ]'9C3 and data col 

lection las huon'on tinuous since I(](;. From anr initial 
27,COQ tuW, sLUdy )0pu laLion was sLuadi ly built up until 

, ' ',
t a ,,OO0J persons (Ain ID 3 LI, ri , r . U in ,; vi lagIes. 
villag(e i s made up of 1o-0o Ba riS. Each Bari is a pa
trlinuaL unit consis ting of 5-(; households. oevera I 
villaiges make tip a Union, several Unions a Thana, and 
several Tharia , Di stl'iCL. The, DistricL is the largest 
subdivision in Bangla'deSh, the Bari tl.e Basic Unit. ) 
The fami 1 N (IC f i n(,d a-, a cook i rig un it ( Same as housello Id 
above) has been the uniL of study. Information is col
lected on each family and each individual in the family. 
In 197(, 84 villages wt re I irfiinat(d and the study 
popuIa tion rCduced to IGO00. 

This study area has formed the continuing baseline for 
most of the tLI.CS cited above. Becausj Matlab is tha 
only hospital in the area, provides speedboat and jCOp 
ambulance services to six points, and actively promotes 
the use of its services, it is a fair assumption that 
tho hospital cIho Ic Ia attack rates quoted above reflect 
rather accu'at(ly the tr'Ll( incidence of cholt-.ra. Thus 
thre ntmeratoe in the prime outcome innicator used is 
fairly preci s . Th(., denominator, always the crucial 
factor in tny c pid(miolo,ic surveillance, is assured by 
th1e continu ing demographic survey. 

This suI've2y actIViy Irests on the s:houlders of Senior 
Health Assistants, each assigned to one of six zones in 
the study area. Each zone is divided in turn into 2 
units sun'penlv is(-d by a Health Assistant. Each unit fi
nally is subdivid(d inlto may subunits with a community 
health worker resonsible for each. 'Since 1978 there 
have bcen two typ(; ui subunits: 

tlose WithL a population of approximately 1000 
pe -soris where maternal and clild heal Ltr/family 
p1annin :T services are delivered in addition to 
the. deomogralic surveillance 

those wi th about 3000 population, where only 
d(miogf raph ic Sut'veil[allCe i.S pel fO'in . 

Services (dlive red dle the rub'ric of MCtI/t,'P include 
ad(illiStl'attion of pills, injectable Deprovena and con
doms by th? Cominity lhca, th ',,'orkor, ref(,rral to the 
subeeentr for, IU!D insucrtion and to Matlab for tubal li
ga tions , totanlus toxoi I X-9 to pregnant ','.vofen after the 

- 1G

http:cholt-.ra


fifth month, iron and polycaseate supplements, nutrition
 

education, personal hygiene education regarding delivery
 

and care of the umbilical cord, and instruction of Bari
 

mothers in) the preparation of oral. rehydration solu-

An OR'f field trial comparing WII)/UNICIF packagestions. 

and biown sugar isWith packages contain i ng: commn salt 

unlerwav. CoMnMuOLi Ly Hecalt h ',orkt'rs have a mi nimum of a 

sevent h grace e(tucation. All are females. 

Results thus far include a dimi nished hospitalization 

rate for di al'rhpa,, a d iminrished diarrhea l case mortality 

rare, a decrcased infant mortality rate , tihe virtual 

disappea ralncio of nonatal tetanus , and a 22n7 overall 

contracepf tion acc,.!pt.ncunc e rate. The average age at mar

riage for w.omen ua.; risen from 13 in 1U(i3 to 17 in 1080. 

include the library and informa-Other support serv ices 
tiot service, the lahoratory services, trai ning ser

vices, and tie statistical services.
 

Library anid Information Services 

internal information
Before 1979, the CenL er had only an 

has been working to develop asrv.ice. but since 1 80 

of the world. This service includes
service to the rest 

free photocopying , and a bihliographic reference service 

presently manual but soon to be computerized. The aim 

is to develop a worldwide diarrheal disease information 

network including a roster of everyone actively engaged 
in research in th( ftie ld. Equipment includes, at pre

sent, a small 1BiA 34 computer, v microfilm reader/prin

ter, :and a iicrofiche rader/printer. IDIRC wil finance 

the iliforiation ne development.lt'.w'ork 


arti-Publications intclude a monthly update on relevant 

cles and books circulated internally, and several exter

nal publications"
 

1 . 5. impti_; a montly scientific newsletter 

2. ',orki rI, papers 
G. Monographs 
4. Scientific reports 
5. Theses and dissertations 

Laboratory Services 

Field and hospital studies are serviced by quite sophis

ticated laboratories in bacteriology, virology, parasi
tology, biochemittry ( includi nA water ciemistry) and 
pa thology. 
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Statistical Services
 

A staff of 5-G statisticians provides analytic, research 
design, sampling, hypothesis testing, and computer 
application sorvices. Pic ongoing dImographic records 
are maintained by this group. 

Train 	ing Services 

Three sepalate aspects of training are included: 

1. 	 Training of grass-roots workers involving the 
development of curricula, materials, methods, 
and training of trainers. 

2. 	 International training of key individuals from 
both Bangladesh and other countries in various 
aspects of the diagnosis, treatment, and pre
vention of diarrheal diseases. 

3. 	 Individualized training of persons in research 
methods, laboratory methods, or other aspects 
of diarrheal disease research. 

Others Contacted While in Bangladesh 

CALL 	 BangLa(sh 

I met very briefly with Mr. Rudy von Baarnuth to whom I 
explained the nature and function of the WASh! Project, 
and the content ot our contacts thtus far with the CARE 
organization, and with Dr. Lawrence Marum. 

OX FA 

I met for an hour with Mr. David Williams a Civil En
gineer overseeing OXFAA disbursements in Bangladesh. 
Funding has gone principally to two organizations in the 
water and sanitation sector: Concern, and the Mennonite 
Central Committee. All financing has been of experirnen
tal sanitation work among refugee populations. In each 
case, an effort has been made to extend the work from 
the use of the OXFAM plastic communal latrine bag diges
ters to more pe rnanent sanitary lacilities. Four types 
of latrines have been tried, the Vietnamese double 

vault, the aqua privy, the VIIP, and the water-seal la
trine. Each has advantages and disadvan tages but the 
wa ter seal lIat mine appears to be th. most satisfacory. 
Field studia. are not yet complete, but Mr. Williams 
promised to send me the results when they are ready.
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Other field testing (all by the MCC) includes a Chinese 
Bioga plant, the use of waste stabilization ponds, the 
construction of communal aquaprivies with attached 
washing and shower facilities, and the conversion of 
bucket latrincs to aquaprivies.
 

HEED
 

This organizatLion combines the efforts of a dozen pri
vate religious voluntary agencies in basically refugee 
development work in 2 Thana, with a third to be added in
 
the near future (see attached brochures). I rmet with 
!vlr. J. Htoward 'reel a social worker with that 
organization who expressed an in terest in WASit 
assistance.
 

Swedish1 Save the Children Federation 

I was approached by two gentlemen from this organization 
who requested information on WASH. It will be sent to 
them.
 

Targets of Opportunity for WASH 

Angola 

Contact was made with Dr. Neto Antonio Ferreira, Vice 
Minister of Health and Dr. Nimi Divengele Ambrosio, Di
rector of MC! services. Contact came about at the re
quest of )r. Nimi who asked how his government could ob
tain the services of the WASH Project in terms of set
ting up a rural network of water and sanitation services 
linked to the existing IGCH network which depends on vil
lage aides. Water source protection has begun in some 
areas with women serving as those primarily responsible 
for maintenance of hand pumps. 

Sinc, An';ola anit the U.,S. do not have diplomatic rela
tiois I explained that a request for services would have 
to await tho opening of a U.S. Embassy in Luanda, but 
that I would send some information in the meantime. 

Bangladesh
 

Discussions with Dr. Charles Gurney and Ms. Joan Lalosa 
of the U6AID Mission in Dacca provided an important in
sight into possible ways for WASH to work in Bangladesh.
 

I indicated to them that UNICEF and ICDDHB and other or
ganizations were interested in collaboration wilh WASH.
 

There seem to be two mechani,.rms . For ICDD[Ui a request 
should ;;o directly Crori Dr. Greenoughi to Dr. Clifford 
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Pease of DW/IEA who moderates TCDDRB affairs for USAID. 
This mechanism is appropriate because ICDDIRB is an 
interolational and not a Ban-ladeshi institution. For 
UNICEF a similar mechanism may obtain since the request 
coul( be forwarded to Paul [i ron at the Now York office 
and thence to DS/ IIEA. For all the others the request 
should pass tlhrougch either Joan Lalkosa or Charles Gurney 
at USAID/Dacca. 

The Hlission is generally quite supportive of those pos
sibilities. Dr. Gurney expressed his willingness to 
provide whattever support necessary and appropriate to 
facilitate the working out of arrangements for WASH to 
work in the '',SS sector in Bangladesh. Joan LaRosa, who 
has had considerable experience in AS&Sfield projects 
in Ccntral America, is also quite interested in any of 
these developments. 

In fact, the planning and implementation of all health 
proa-,"U:1s by the !lission is hampered by the necessity to 
justify each project on a population basis. Population 
control ,!site rightly is the nation's first priority, 
but the .ission policy makes difficult the launching of 
any efforts peripheral to this central concern. Thus, 
one cannon t expect requests for WASH involvement in AID 
funded projects in the near future. 

Wi Litthese fuctors as background it is well to view the 
entire Bangladesh WSMS sector broadly but succintly in 
order to identify potential ,WASlHcontributions. 

The Departine t of Public Health Engineering, with UNICEF' 
support, seems determined to carry through to its goal 

of 1,200,000 tubewells and hand pump caretakers, at 
least 10 times as many water seal latrines and a health 
education program emphasizing total avoidance of surface 
waters. While these objectives arm laudable and neces
sary, there are many problems that need to be addressed. 
These problums suggest, in turn, ways for WASH! to 
assist. Ther' are three main groups of problems. 

1 . The prob] lems of con tinued used of surface water 
even where a tubewell is accessible. 

2. The problems of finding a a solution for latrine 
construction among populations whose habitat floods 
over every year. 

3, The problem of adaptinhg health education approaches 
to bot '0 objectives of the water and sanitation 
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program and the realities of variable human behav
ior across Bangladesl. 

Problem c ? sug;ests the need for some attention to be 
paid to the protection of surface waters. One possibil
ity would be to revive ancient methods for conserving 
water in the tanKs, perhaps in combination with the in
stallation Of distriution and StOrage systems. Addi
tional efforL would be ne.,ded to work out the problems 
of removal of sodiment. A Iarg e community organization 
component would be necessary in each case. Various ap
proaches and techniques need to be tried in the field 

until recommenda tons can be n-Ce to policy makers and 
planners. ThI aesu ideas were di scussed with several ICDDRB 

Senior staff who expressed great interest. 

Problem two is even more difficult and lends itself even 
less well to solution. Explorations need to be made 
into siting of latrines, types of latrine, and possibil
i ties of conpos ti ng and Bioga gas produc tion. Again, 
community or;;anization mu'st play a vital role. ICDK{IRB/ 
WASH collaboration here was discussed with great inter
est. 

Problem three implies the possibility of collaboration 
with both UNICEF and [CI)DiU3, wi th the former in both 
plannin;; and implementing the trainin, of field staff. 
The recently developed synthesis paper for the Cameroon 
provides an ,xcel lent format for such collaboration. 
The latter collaboration would involve the conceptua
lizing and field testing of several approaches to 
bringing aboI t W'V,' - related behaviour change in re
spect of several problem areas, i.e. 

Use of canals/rivers for bathing and washing 

- Protec Li on o; surface waters 

- aintenance of tubewells particularly the problem 

of supervision of caretakers 

- Latrine maintenance and use 

- Water transport and storage 

- Food storage 

Again, 
gether. 
sibility 

ICDDIRB expressed 
UNICEF was som
of a request. 

great 
ewhat 

interest 
indefinite 

in 
as 

wo
to 

rking 
the 

to
pos
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With 	 regard to other aspects of ICI)DID/WAStl collabora

tion, several possiblities were agreed on:
 

1. 	 Informalion collaboration 
a. 	 Sharing bibliographies 

b. 	 S1rin- access to sourcoS of references 
c. 	 Sharing lists of consultants
 

2. 	 Training collaboration 

a. 	 Development of a WS&S component of the 
trail inng, program for community health workers 

h. 	 Putting on a joint international workshop on 
V,,S} S f)r trainers from other countries. 

Other organizations also expressed interest in assis
tance from WNASH. 

1. 	 HEED - in developing the technical \.S&S component 
of its community development programs.
 

2. 	 tvwedish Save the Children - in developing a W.S&S 
component of their community developme3nt programs. 

3. 	 CARL - in supplying technical expertise to their 
co:nr:,un1, ty health and water and sanitation programs. 

4. 	 OXVA%, - in supplying evaluation expertise for their 
sanitation programs. 

As an overall strategy copies of the Bangladesh portions 
of this report should be sent to Joan LaRosa at USAID/ 
Dacca for her information. I promised Pr. Greenough to 
provide him with an outline of suggested ways to collab
orate which he will then develop into a request. All
 

contacts need to be sent Project brochues and a covering
 
letter.
 

The Gambia
 

Rural water and sanitation services are currently in the 
hands of the Deparment of Health but a new Department of 
Water esources has been created that will have respon
sibility for both rural and urban water supply. There 
is an in t r-departmental comm i tt(_(, however, that in
cludes iealth, water resources: agriculLure, social wel
fare, alld cornlulity developmenlt. Peace Corps volunteers 
are 	 involved inl es ;tablishing new rural water and sanita
tion p'ojects. The g reat u t nue(j i(3 for tra inn I ealt h 
i nspec tors and other supervisors to train village. vork-

Crs ill oplr'aLtiol and maintenance, includinzg community 
organization. A request will be forthcoming from MIr. 
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Sanneih viaL the Director of Heal th , Dr. Fred Oldfield, 
and the ',Iission Director, Mr. Tom Moser. I know all 
thcse people as well as the Peace Corps Director, Mr. 
George scharften verger. 

India 

Dr. Le 6a1. indicated that WA:\I1 would probably he called 
on to perform the water and sani tation portion of a 
hualtii sector ariialysis due to come up in the next few 

months. %leanwhcl, innumerable Indian requests for as

sistance may be coming into the Mission in New D)el hi, in 
listed earlier in this report.particular fron those 

Just brief Ily the problems which may be presented in
clud e: 

Problem Individual Presenting 

Industrial pollution of Prof. J. B. Khot and 
g roundwa ter. others 

High fluoride content of Dr. Chandra Shiv 
of drinking water. 

Integration of VS into Dr. Virendra Mohan 

rural cornunity health Dr. Vashist Ram Paul 

proqrms. I)r. Harish Narain ,athur 

!ly-In addition, NrEI{I and the All India Insti tute of 

giene and Public flea1th may prove to be important col

laborators With respect to project design and evaluation 
on the . and trianing on the other. Also, Dr.one hand 
Rlajendra N. Srivastava of the Department of Social and 
Preventive Medicine at M.L.B. Medical College at Jhansi 
has developed a comprehensive protocol for measuring the 
health and social benefits of improved water and sanita

tion. This protocol has been developed with the help of 

Drs. BranKo Cvjetaiiovic, Michael McGarry, and others. 
\e should stay in close touch witth this investigator. 

Ne pa I 

Dr. Gerold van dcer Vlut indicated that it would be 
about a year before a request for WASH services would be 
forthcoming. He is just in the process of consolidating 
his staff, attempting to coordinate a heavy load of cen
trally funded projects and repair some of the damage 
done by previous U.S. interventions, as well as to pre
pare for tle very large In teg rated Rural Heal th Project 
which has not yet been contracted and which will prob

ably not be operational until next fall. Then, and only 
thien, will he be able to carve out a role for WASH. He 
basically likes tLe WASH concept, however, and hopes hle 
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can use the project. I made it plain that our purpose 

is to serve his needs when and if he requests services. 

Niger
 

Dr. .oussa Jatou Idi is the Chief Medical Cfficer of the 
Tahoua region of the country. he is a close frieid of 
John ,cEneny an empects to request our services through 
regular channels. 

The Sahel 

f hzcd a brief encounter with Dr. Peter Knebel of the Sa
hel Development Porgram Office in Bamako, explained WASH 
and h w it v,orks and especially that we need an invita
tion in order to send teams anywhere. He indicated he 
woulot request our services for several Sahelian coun
tries. 

Sudan 

Dr. Mary Ann Micka introduced me to Dr. Kabbashi, the 
Director of Health. They both agreed that WASH would be 
an appropriate mechanism for doing an analysis of water 
and sanitation needs and resources in the Darfor dis
trict, particutarly as regars the allocation of water 
between agricul tural and livestock and human consum
ption. Dr. Micka indicaLed tat we may received a re
qtuest in 2-3 mon ths. 

Tunisia 

Jerry Norris enquired as to how NASI[ might help URC in 
carrying out a [Health Sector Analysis funded by the Af
rican Development Bank (AID monies). I explained that 
we are equipped to do WS&6 subsectoral analyses and 
would welcome the opportunity to work with them. 

West and Central Africa 

In talking wi i 1r. Saul IHelfenbein of the SHDS Project, 
I determined that WASH may be called on by this Project 
in two ways: (1) providing substantive inputs in water 
and sanitation to training programs anti (2) providing 
expertise to review research proposals i' the water and 
sanitation sector and to guide African rosearches in the 
dlesign and execution of thneir projects. I explained 

that requests should be made through the Mi ssion in the 
country where the assi stance is needed. 
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CONCLUS IONS 

This trip was quite productive in an overall sense. Contacts on 
two continents were made, several potential requests, for ser
vices were stimulated, a large amount of material was gathered, 
anid a fairly complete analysis of the WS sector in one country 
(Aan ludesh) on)tained. 
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APPENDIX A
 



EMORANDUM 	 February 19, 1981
 

Water And Sanitation for Health Project
 
Order of Technical Direction (OTD) Number 28
 

TO: 	 Mr. James Arbuthnot, P.E.
 
WASH Contract Project Director
 

FROM: 	 DS/HEA, Victor W.R. Wehman, Jr., P.E., R.S.qJW 
AID WASH Project Manager 

SUBJECT: 	 Provision of Technical Assistance Under WASH Project Scope of Work
 
for DS/HEA
 

Refs: A) Conference of World Federation of Public Health Associations,
 
Calcutta, India, 23-26 Feb. 81 brochures and agendas
 

B) WASH cables 3 Feb. 81 to USAID/Bangladesh, USAID/Nepal and
 
USAID/Thailand
 

C) Follow-up WASH cables to B above 17 Feb. 81
 
D) Dacca 00953
 

1. 	WASH contractor requested to provide technical assistance to DS/HEA to attend
 
and represent WASH at Ref. A conference 23-26 Feb 81. in Calcutta, india and
 
to make catalytic, invesjieatory, visits to ICDDRB and USAID in Dacca, to
 
AIT and USAID in Bangkok and to USAID/Nepal, during period 23 Feb. to o/a
 
7 March 81.
 

2. 	Contractor's Associate Director Isely authorized to expend up to 22 person days
 
of effort over a two month period to prepare for and accomplish this technical
 
assistance effort.
 

3. 	Dr. Isely to set up and man an AID WASH display/exhibit at Calcutta conference
 
during appropriate times and to participate in conference activities as an
 
international health expert, as appropriate and requested. Contractor 
to take
 
300 WASH brochures and display materials for exhibit, as well as prototype
 
examples of Robovalve (both types) plus Roboscreen (broached and extruded)
 
plus at least 10 copies each of Robovalve, Robometer and Roboscreen and AID
 
handpump reports (these are for use and reference not for giving away at
 
conference).
 

4. 	Contractor's Associate Director's salary during the entire 
trip will be paid
 
by WASH.
 

5. 	Con tractor authorized to charge WASH project for difference in international
 
travel between APHA round trip t.cket from tPasbinton to Calcutta to
 
Washington, and that of actual international ticket needed to move Dr. Isely
 
from Washington to Calcutta, to Nepal, to Dacca, to Bangkok, to Washington, 
as appropriate. 

6. 	Dr. Isely will keen and develop a detailed debriefing document identifxin* 
activities, Dersonal contacts, tonics ef discussions, and recommendations
 
for follow-up for each of the 4 distincL country lotions.
 



7. 	A final trip report will be due within 30 days of arrival back in the U.S.
 

8. 	Contractor shall only travel to thcse locations where travel concurrence
 
has been received by phone or cable from responsible AID officials in
 
those respective USAIDs.
 

9. 	Up to 15 international per diem days is hereby authorized for the trip.
 

10. 	 Contractor should take WASH 35 mm camera, plus film to take appropriate
 
slides of various exhibits, conference proceedings, ICD)DRB and AIT
 
facilities as appropriate for debriefing purposes.
 

11. 	 Contractor authorized miscellaneous local travel and in-country e:tpenses
 

as necessary to carry out mission.
 

12. 	 Technical assistance should be initiated as soon as possible. Contractor
 
should notify and inform AID desk officers of Isely ETA's as soon as they
 
are known for sure. Isely should send cables from field to AID WASH to
 
let them know exact itinerary during trip.
 

13. 	 Appreciate your prompt attention to this matter.
 

DS/HEA:'1.Wehnan:ja:2/19/81
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OUR C4BL E 041)
 

DR. GER4LD VAN DER VLUGT
 
USAID MISS'ION
 

. KA TH4MNDU, NEPAL
 

0 FOLLOW UP OF CABLE OF FEB 3, 1981. 

. WILL BE IN CALCUTTA FE 23-26. FEEL ADV4NTGEOUS TO VISIT
 
YOU DISCUSS WATER AND SANITATION FOR HEALTH PROJECT IN ORDER
 
DETEWRINE POTENTIAL USEFULNESS PROJECT MISSION PROGRAMES HEAL TH,
 
NUTRITION, POPUL, TION., RURAL DEVELOPNENT. PROJECi IS PRE-P4ID,
 

0 CENTRAL L Y FUNDED, NO COST TO MISSION. 

PROPOSE VISIT FER 2Z-MARCH 2. IF YOU CONCUR, PLEASE C4PLE CLEAR4NCE . 
4S SOON AS POSSIBLE. 0 

o DR. RAYMOND B. ISELY
 
- ASSOCIATE PROJECT DIRECTOR -.
 

MASHAID 64552
 
AINNN 

SACCEPTED TMH062 BEING PROCESSED
 



o WU 1iA 
I II ZC
 

W45H ID 64552
b 
STELUS 001 1405 02/17
 

OIlR CABLE 041 

FR 

HR. HANK 
ERRILL 

US94ID MISSION 

HAN6AOK., THAILAND 

SFOLLOW UP OF CABLE FEB 3, 1981. 
PROPOSED VISIT 1414N INSTITUTE 

DESIRE KNOW YOUR 
TECHNOLOGY DISCUSS 

RE4CTION 
COLL4BORATION 
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Targeting Sanitation Programs Where
 

it Counts: Mothers of Small Children
 

Saitation programs in rural areas of developing countries
 

overlook frequently segments of the population that are most
 

vulnerable to the ill effects of inadequate sanitation and at
 

the same time in the past position to serve as agents of change.
 

Unlikely as it may seem, infants, small children and their
 

mothers form the population group to which sanitation programs
 

should most be addressed. In the following sections the
 

and expected results of such targeting are
rationale, methods, 


examined.
 

Rationale for targeting sanitation programs to mothers of small
 

children.
 

Although usually considered to be innocent, the stools of
 

infants and small children have in fact greater numbers of micro

organisms per unit of weight than do those of o'der children and
 

adults (Feachem, R. et. al, 1981). For this reason alone small
 

children deserve special consideration in the planning and
 

Means must be found to protect
execution of sanitation programs. 

the environment against this highly infectious source of
 

contamination.
 

From the stools of infants and small children contamination
 

spreads to the environment through multiple routes *see Fig. 1).
 

child or his mother, microor-
Via contaminated fingers of the 


ganisms are transmitted (Academy for Educational Development,
 

1980): 

- to household objects: especially cups, spoons, and 

other utensils associated with food and drink; 

- to food itself;
 

- to water transported or stored; 

- to the hands of other children; 

- ultimately to the mouths of other susceptible 

individuals. 
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a certain attrition in
Under any circumstances there is 


are spread from the source into
the number of bacteria as they 


if the source
the environment. It stands to reason then that 


(an infant or child's stool) has an. initially high concentra

tion of microorganisms, the natural attrition will have less
 

impact and the ultimate dose delivered to the mouth of
of an 


Special efforts must
 a susceptible individual will be greater. 


therefore be taken to protect the environment from the stools
 

of infants and small children.
 

Fortunately, the habits of infants and small children are
 

Their general dependence on their
relatively malleable. 


mothers and older siblings, their strong tendency to imitate
 

adult behavior, and their love of routine games and procedures
 

frequently make the introduction of new habits a simple matter.
 

If mothers and older siblings can be trained to dispose of the
 

stools of infants and children in an adequate way, these
 

little ones will usually respond. The payoff from focusing
 

likely to be great.
sanitation programs on mothers therefore is 


The results may also be permanent. Hygienic stool habits
 

likely to remain and may
once established in young children are 


even be transmitted to future generations. When one considers
 

that many young women become mothers at age fifteen or earlier,
 

it becomes apparent that stool habits if reinforced through
 

the first five years of life might stand a good chance of
 

survival into emergent motherhood. Jelliffe (1968) has
 

demonstrated that when mothers of malnourished infants learn
 

that they can contribute to their infants' recovery by feeding
 

them nutritious local foods, they tend to transmit improved
 

weaning foods and practices to their daughters. Could not the
 

same phenomenon occur in the case of stool habits?
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The final advantage of focusing sanitation programmes on
 

this group of the population is the opportunity afforded to
 

conserve scarce human resources: sanitarians, health inspectors,
 

health educators, and community health workers. Rather than
 

diluting these resources by spreading them across an entire
 

population, one can apply them where the impact is likely to be
 

the greatest and the most permanent. We shall see in the next
 

section just how these resources can be applied.
 

Methods for bringing sanitation programs to bear on the mothers
 

of infants and small children.
 

Child-sized latrines.
 

The first requirement of an effective sanitation programme 

aimed at infants and small children is a child-sized latrine 

conveniently located. Features of importance include: the 

proportions of the plate, the size of the hole, the proximity to 

the house, and the availability of soap and water. 

Typical adult-sized latrines (simple pit latrines or
 

improved latrines and aquaprivies) present to the small child
 

a fearsome combination of a dark interior, a large, dark, deep 

hole, a plate too large to accommodate the feet, and a long
 

walk back to the house.. .scarcely an encouragement to their use. 

In Sri Lanka, reportedly, (Elmendorf, 1980) a child's latrine 

has been developed which is located conveniently in the patio 

just behind the house. The design is such that even a toddler 

can confidently go out through the back door, squat on the 

child-sized plate, with no fear of falling into tne small hole. 

A table with a basin of water and soap permits the mother or 

older child to clean the child after defecation. The small 

size of the structur-e and the hole, and the relatively small 

volume of fecal matter should make it possible to maintain 

this latrine without, risk to the environment for 1 - ]A- years 

before digging a new pit. 



- 4 -

An alternative technique, used in several countries has
 

been to place a child-sized plate over the normal adult plate,
 

but this approach while reducing the fear of falling into the
 

hole, still obligates the youngster.to walk several hundred
 

feet from the house.
 

(that is before the time
For children under 18-24 months 


when most become interested in imitating adult defecation habits) 

problem is different. Although there is considerablethe 

variation from culture to culture, the usual defecation pr.ctice 

with a diaper, trying toconsists of either fitting the infant 

a cloth or a piece of the mother's
catch the infant's stool in 


wrap-around dress, simply holding the defecating infant extended 

over the ground or the floor of the house, or in the case of 

toddlers, allowing them to wander about nude below the waist.
 

Effective approaches to this age group must therefore focus on
 

altering maternal behavior regarding disposal of diapers and
 

soiled pieces of cloth and holding the defecating infant over a
 

receptacle rather than over the ground or floor. The mobile 

defecates and in environment posestoddler who here there the 

the greatest problem. The only feasible approach sce:ns to be 

for these children to wear a protective pair of shor..s to be 

disposed of hygienically when soiled. 

It should seem obvious that none of the above measures is 

possible without the cooperation of the mothers of infants and 

young children, older siblings, and other caretakers, such as 

grandmothers and other older relatives. Sanitation programmes, 

if properly focused, wi 1. carry with them a heavy input of 

health education. The objectives, messages, methods and 

possible settings for effective health education in relation 

to sanitation are discussed in the next section. 

http:youngster.to
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Health education of mothers and older siblings.
 

The objectives of health education in this case are 

behavioral and attitudinal. Methods used should aim at 

mobilizing mothers and others who care for children: (1) to 

insist on the design and installation of child-sized latrines 

or child-sized adaptations of adult latrines, (2) to provide 

soap and water for cleaning the child afterward, (3) to use 

diapers or an adequate wrap of anrther type on infants and 

young toddlers, and (4) most importantly to work with the child 

over 18-24 months in developing continuous latrine-use habits. 

Closely associated with the latter is the imperative of 

model for the small child to follow.providing a role 

The message central to the health education component is 

that the stools of infants and children are dangerous and 

means possible so as to preventtherefore to be avoided by every 

dirrhea and dehydration. The purpose is to create in mothers 

and others who care for children an attitude supportive of 

those actions to be undertaken. The message can be transmitted 

by whatever means available: radiodiffusion, posters, talks 

at the health center, in the schools, in political meetings, at 

meetings of the village health committee, the credit cooperative, 

the women's association, and in the market place, i.e., wherever 

groups of mothers and young girls can be found. 

Primary attention should be given to the methods used for 

mobilizii < the target group. Ogionwo (1972) has shown that 

behavioral attitudes are more likely to change in the context of 

a community support struCture than when an individualistic 

approach is ue-;od. Others (Isely and Martin, 1977; Isely, 1978, 

Fountain, 197"') have demonstrated the advantages of concerted 

effort for achieving concrete results iin water and sanitation. 

A first requjsite of health education methods applied to those 
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who care for young children then, is to obtain the support of
 

community leaders, various types opinion-shapers, and persons 

of status. In this way a positively reinforcing context for 

expected changes in behavior can be created. 

Key members of the leadership group are leading women of 

various families, particularly if these women are respected for 

their skills in midwifery, healing, or herbalism. Satg6 and 

co-workers (1964)have emphasized the importance of village 

midwives in influencing the weaning behavior of younger women 

in Senegalese (Wolof) villages. 

Within the. context of the community support structure one 

should address the problems to smaller mutually-supportive 

groups of women. Women leaders identified earlier might be 

the primary catalyzers of these meetings. The accent should 

be on group identity of solutions to problems: 

- Technical problems of constructing and locating 

child-sized latrines. 

- Personal problems of training toddlers to use 

them. 

- Practical problems of keeping track of toddlers 

too young to use the latrine and keeping them
 

clothed.
 

- Economic problems of having soap and water in 

constant slupply. 

- Other problems related to disposal of pieces of 

cloth soiled by infants' stools, care of the 

child's stools when traveling, when at the market, 

or when the child is in care of a grandmother who 

"thinks differently". 
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The essence of the approach is to use the means already
 

available in most communities for women to help each other
 

with their child care problems.
 

In most cases the setting for health education efforts
 

associated with a sanitation program should be a community
 

itself. A community may encompass an entire village or urban
 

neighborhood or only a part thereof. It is frequently neces

sary to identify the true "community" within what is only
 

assumed to be a community, for example a village composed of
 

many clans. In many societies these communities defined by
 

kinship relations are the only viable contexts for effective
 

community organization work.
 

Work in other -ettings should serve to supplement that 

taking place in a community. The schools represent particularly 

useful context because of the availability of a skilled teacher 

and the presence of pubertal and late pre-pubertal girls, many 

of whom are already thinking of motherhood and who generally 

respond quite positively to the teaching of child care methods. 

Some advantage should also be taken of health centers and
 

hospitals where women whose infants are suffering from episodes
 

greater thtan the preventive measure, 

of diarrhea and dehydration may be more open to teaching about 

prevention. The Health Belief Model (Becker and Maiman, 1975) 

holds that if the threat of the cundition to be prevented is 

inconvenience of the the 

individual wi 11 e:er'cise the preventive option, assuming thac 

sufficient in fo-mat ion is available and the surrouncding 

socio-cultualut conditions supportive. 
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Expected results of targeting sanitation programs to mothers of
 

small children.
 

If some or all of the changes mentioned earlier can be
 

achieved, then certain beneficial results can be expected.
 

Three probably results are supposed:
 

o 	 After 2-3 years of consistent training, children
 

at age five should be habituated to latrine use,
 

and thus hopefully able to continue the practice
 

into older childhood and adulthood. 

o 	 As young mothers and other young persons engage 

in changing the defecation patterns of infants 

and small children, they themselves develop new 

habits of child care which they can pass on to
 

subsequent children and subsequent generations 

of 	children. Likewise, children who learn to use
 

a latrine when they are very young, may train their 

own children. 

o 	 Child-size latrines, use of diapers or other 

coverings for young toddlers and infants, and 

proper use of soap and water for anal cleansing 

and hand washing should lead to diminished 

contamination of the environment by fecal pathogens. 

Conclusions
 

Infants and small children, whose stools have the greatest 

potential for contaninating the environment deserve special 

targeting in sanitation programmes. Despite the relative ease 

of introducing behavioral change in these small children, 

however, such change is necessarily dependent upon the 
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availability of a child-sized latrine, and on the cooperation 

of mothers and others who care for them. The latter can be 

achieved only through a participatory approach to health 

education. If these approaches are. effective, beneficial 

results can be expected: children who know how to vuse a 

latrine, young mothers ready to teach latrine use to subsequent 

children and subsequent generations, and fewer intestinal 

pathogens in the environment. 
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Government of West Bengal
 

Dr. H. C. MOOKERJEE MEMORIAL HEALTH SCHOOL
 
SINGUR : HOOGHLY
 

BRIEF BACK GROUND 

Introduction 

The Health School has ever been a pioneering Institition 

N 1925 wben doctors and nurses were concerned only with healing the sick, the Health 
School started its work of Preventfon of morbidity and mortality amongst mothers and 

children, from the very beginning of life. 

If we want to improve the quality of man and his health status, this is where we must 
start-at the beginning and not wait till he has succumbed to disease, then spend large amounts of 
money on doctors, hospitals, equipment and medicines, to bring him back to normal. 

History 

1925 

This school was opened by the Indian Red Cross Society in 1925. 

Some lady members of the Indian Red Cross Society were appalled at the alarming death 
rate of mothers and children in Calcutta. So they decided to recruit Matriculate Midwives and 
train them as health visitors to look after these mothers and children. 

The School was named Bengal Health Visitors Training School and started training workers 
for taking up M.C.H. work in urban slums and rural areas. 

This School functioned till 1934 then was closed down due to paucity of funds. 

1937 : 

It was re-started as the Sir John Anderson Health School mainly due to the interest of 
Sir John Anderson, the then Governor of Bengal and Patron of Bengal Branch of Indian Red Cross 
Society this training school was recognized by the Bengal Nursing Council. 

The minimum educational qualification required for this training was Matriculation, and
the duration was for 3 years. 
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1947
 

A decade later the School started training non-matriculate women as DAIS ( Birth
 

attendants ) to do domiciliary Midwifery. This was a one year course and was sponsored by the 
St.
 

Victoria Memorial Scholarship Fund. The sucessfu! candidates were given V.M.S.F. certificates No.
 
e 

from Delhi. 
1. Hea 

1958 
2. Ori( 

This school was taken over by the State Government on April Ist 1958 and moved Getfrom Nut

Calcutta to Singur. It was named after Dr. H. C. Mookerjee thn then Governor of West Bengal. er, 

So the school was called Dr. 11. C. Alookerfee Memorial Health School 3. Au 
Mil
 

The training of Health Visitors was stopped and the training Programmes expanded to Mt 
He

several categories of Personnel. 
cot 

The objective of the School was to give an entirely RURAL BIAS to its teaching. 4. Fit 
Nt 
p


1964 : pa 

The Applied Nutrition Programme adopted Health School as one of its training centres. 5. BI 

M
1970: 

Voluntary Organizations began to send their students of whom Ram Krishna Mission, 6. F 
(tNarendrapur was the first. 
0 

1975: 7. 
Fellows. They were from Burma, Afganistan and

We received our first batch of W. H. 0. 

Zambia. This was welcome recognition in our GOLDEN JUBILEE year-1975. 8. '-

Over 8,000 students have passed through this school in the last 22 years. (Excluding Visiting 
9. " students). 

10. 

11. 

FUNCTIONS 

12.The school has thiee functions 

(1) TRAINING. 

(2) SERVICE. 
(3) RESEARCH / EVALUATION. 



wassponsored ( BirthTRI 

,en V M.S.F. certifcates 

-omen as DAIS by the 

st. 

S. 

I. 

1958 and moved from 2. 

vernor of West Bengal. 

3.grammes expanded to 

Is teaching. 
4. 

training Centres, 

5. 

'n Krishna Mission, 

6. 

" Afganistan and 7. 

8, 

(Excludiag Visiling 

9. 

10. 

11. 

12. 

Orientation Training 
Courses 

Health Visitors Course 

Orientation in Public HealthNursing (for qualified 

General trained Nurse 

Mntwive) 
Auxiliary Nurse-cumiMidwives (Domiciliary 

Midwifery anti community
Health Portion of the main
course) 
First year students general 
Nurse Midwifery Course, 
(for rural Health experiencepart of the main course 
Block Level Health Team 
(M. 0., P. H. N., L. H. V1, 
Midwive and Extention
 
Educators)
 
Family Welfare Planning 
(for Rural experience part

of tie main course)
 
Applied Nutritio.L
Programnn 

Ward Sisters (community 

health portion of the main 

course)
 
D. 11.E.Student (Post 
Academic supervised
Field work)

Training rf Teaching staff 

of A. N. M. TrainingSchools of Eastern States of
 
India Under Multipurpose
Workers Scheme
 
B.Sc (Nursing) lions. 

Course students 1st and

4th year. (for domiciliary

Midwifery and community

Health Portion of the main
 
cOurse 
Revised A. N. M. Course 
(F. . W) under Multipur.
Pose Workers Scheme. (for
community health Nursing
Part of the main course) 

[3] 
TRAINING PROGRANVIMES
 

NGPO
in Public Health AM Eincluding Nutrition and F.W.p.Duration Year of Year ofcomple. Total 

starting Yero op.tion or stopping TtaTraine d 

3 Yrs 1925 1960 from 1958 
3 months 1958 Continuing 59 

696 

3 months 1961 1980 1751 

1 week 1961 Continuing 
4186 

10 days 1961 1962 

1-2 Weeks 1963 1973 490 

3 days to1month 1964 Continuing 578 
2 weeks 1969 1970 

60 

2 months 1970 1977 

3 months 1976 1978 
49 

2-6 weeks 1978 Continuing 
79 

5months 1980 Continuing 
47 

Contd. 
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A practice fiel 

S1. Courses Duration Year of Year of comple- Total are in tbe tra 
No. Starting tion or stopping Trained ta

It is a must fl 

13. 	 Training of Teachers of 10 Months Will start practical kno 
Schools of Nursing of 	 shortly 

Thie practiceEastern States of India,under Multipurpose 

Workers Scheme. 
-Students from Voluntary 1 week to 1973 Cont/.nuing 148A.,r 

A. It Provide-
Organization 	 2months 

ktfowledge it1. Ramkrishna Mission 
2. Gandhi peace Founda

of the teach,tion 
3. Calcutta Urban Service 
4. Calcutta Urba n Service	 asIt serves

consortium.5. Basbirhat Health Centre 

6. Cathedral Relief Service B 	 Renders Sus7. Socio Economic 

Development project
 

8. Bengal Social Service 
League
 C. 	 Research &Stopped9. SOS 	Village Mothers 

10. 	 Mandra Unnayan and impact
Samsadinspiration 

15. 	 Visiting Students s 

As this Health School has a well organised Practice Field, Students from various institu
in community Health time 	 objectives oft,

tions are being sent for gaining knowledge and experience 
To help tlto time 

These are 
29 To 	 provil1. W. H. 0. Fellows from other coun-

tries (Through the Govt.) programme teachinl 
varies from one week to one month 

2. 	 D. P. H., D. M. C. W.. D. P. H. N.. From All India Institute of Hygiene and 1795 To provit 
D C. II., P. 14. N., Supervisors, DIP Public Health, (During their Field their proDiet, D. I. H., D. T. M. H., M. D work)
etc 

Programme varies from I (one) day to 1 (one) Week 	 To help 1 

3. Lady Extension Officers from Eastern States of India 76 	 The PIA
Duration-I to 5 days 

disciplin
4. 	 Palsevika and Anganwadi Trainees 


Duration-I (one) day to 1 (one) week 
 947 	 It helps 
mlethod4 

PRACTICE FIELD Fo t 
Area .................................... 6 Square M iles Field a 

Villages Covered ..................... 18 	 The te
 

Population ........................- 20,000 (approx) 	 for the 
her art 

No. 	of Families............... 309"
 

The St
No. of Elegiblo Couples .... 2119 
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fcomple. Total A practice field is essential for the training of Public Health Students just as Hospital beds 
stopping Trained are in the training of medical and nursing students. 

It is a must for imparting Practical instructions to the Public Health students for gaining 
practical knowledge and experience in a controlled community. 

The practice Field has 3 fold utility. 
uing 148 

A. 	 it provides facilities required for teaching the students and helps them to put theoretical 

krowledge into practice in the live situation in the community under guidance and supervision 

of the teachers. 

It serves as an experimental Laboratory. 

B. 	 Renders sustained and continuous Health Service to the Community. 

C. 	 Research & Evaluation on various aspects of the service rendered and the students programmes 
and impact of these which ultimately enrich the knowledge of students, and can be a source of 
inspiration and encouragement. It can also be used as a model elsewhere. 

ious institu. 
•ealth tire Objectives of the Practice Field: 

To help the students to develop attitude, ideas and thinking. 

29 	 To provide facilities for gaining knoWledge and experience by the students In the areas of 
teaching, organization and administration as the situation demands. 

"eand 1795 To provide opportunities for the students to gain confidence, understanding of the people, 
their problems, attitude, ideas etc. 

To help die students to identify the health need and learn to plan to meet the need. 

76 	 The practice Field of the Health School provides required facilities to the students of various 

947 	 di;ciplines. 

It helps them to develop clear conception of the community and their problems and the 

methodology used for implementation of the various health Programmes. 

For better teaching, guidance and supervision of the students practical training the Practice 
Field area has been dbided into 10 sectors. 

The stit-in-charge of each sector is made responsible for the practical field training and also 

for the service to that area. Each staff member has 4-6 students under her care for teaching In 
her area. 

The Stall' includes fully qualified P.H.N., Instructors and Teachers. 
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SERVICE 

PUBLIC HEALTH. 

I. Health Education. 

2. Maternal and Child Health and Famly Welfare Planning.
(a) Antenatal Care
 

-(b) Intranatal Care
 
(c) 	 Postnatal Care 

(d) 	 Family welfare Planning 

(e) 	 Child Care 

3. Family Health Service. 

4. Immunization. 

5. Nutrition Service 
(a) Nutrition Education. 1. in Me community-once a Month. 
(b) 	 Cooking Demonstration. 1i. In the Clinics.4 Times a Week.


Feeding (c) BULGAR WHEAT 
 DISTRIBUTION, 
Programme Nutro Biscuit, Cerelac of S 

Nestufm distribution.J. SucVontrAgcis
(d) 	 Malnutrition Clinic.
 

Aim of the Nutrition Service 
 into teach People to buy or produce, cook and eatmore of the locally available cheaper but more nutritioUs foods. 

6. 	 Minor Treatments. 

7. Laboratory Service. 
8. 	 Referral Service. 

RESEARCH : ~ ,- /a" 	 t Z eC .,, 

1. Birth Weight. 

2. 	 Growth and Development. 
3. Family welfare Planning.
 

The following services 
were given till 1978. 
1. Malnutrition Creche. 
2. Nursery School for campus and village children. 
3. 	 Needle work class for village women and Girls.


(It 
 is hoped that these will be re-started when facilities will be available ). 



inity-once a Month. 
:-4 Times a Week. 

itary Agencies. 

'roduce, cook and eat 

s. 
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IMPACT OF SERVICE
 

A few of the changes that are, noticed 
 in the health Status anw health practice of the 
Community. 

A minimum of 50% of our mothers and children under five visit our clinics for health care. 

The rise in antenatal status has not been commensurate with the rise of population, but hasbeen less. This means that the women are conceiving later and at longer intervals. 

The lower Pregnancy order i.e. P.O. 's 1-3 comprise about 50%o of the total antenatals inthe area. All this points to the successful acceptance of Family walfaie Planning. 

Nearly half of our Eligible Couples are using F. P. or are operated.
 

The maximum 
 number accepting F.P. is after Ist Pregnancy. (This be in our F.P.can seenacceptance Charts).
 

The result of the above 
 is that mothers are keeping better health during Pregnancy and 

habies are being horn heavier than they used to be 10 or more years ago. ( Shown in the 6icth 
Weight Bar diagram). 

This gives them a better chance of survival and better potential to develop intellectually. 

People are getting more health concious e.g. about 80, infants are Vaccitated before they 

are 6 months oi age. 

More and more mothers and children are coming for Tetanus, Dptheria and Whooping 
cough immrin:auuioras. 

The population which was 14,000 approx in 1961 was 18,000 approx in the middle of 1974 
showing an increaue rate of 2.2% as compared to Indias 2.5,'. P.A. 

F. P. acccptance over the )'cars 

Year of" starting development of Health Service in practice Field area- 1959.
 

Year of starting F. P. work integra'ed with M.C.H. 
 a-il other service-1962.
 

Acceptance here does not include operations. The aim is to make F. P. 
 a health habit. It willbe seen that by constant teaching starting from 1st. contact with the mothers from the 
begining of pregnancyflow a consciousness and a sense of responsibility has grows as 
evidenced by earlier and earlier acceptance of F.P. 
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F. P. ACCEPTANCE 

YER/AGE 
 !ITOTAL!I 
 PARITY/
15-19 TOT20-24 25-29 30-34 35.39 40-45 1 2 3 4 5 6 7+1959 4 24 36 30 13 5 112 0 6 I1 13 16 21 45 1121970 30 68 58 16 17 6 195 33 42 33 22 26 13 26 1951977 
 44 
 70 
 23 
 11 
 6 
 1 
 155 
 54 
 50 22 
 11 
 4 
 4 10
1980 155
47 
 59 
 37 
 18 
 5 
 2 
 168 
 70 
 43 
 26 10 
 10 
 3 
 6 
 168
 

M. C. H. Clinic Attendance. 
These Include visiting relatives ( AN, PN. INF. ETC)
 

Year 
 Ist visitto the linic
P. N. TODD 

Other members of the FamilyIfant 1-5 Yr and School age children. 
1959 
 296 
 221 
 307 
 233 


1389 
1965 
 353 
 251 
 274 
 363 


4537 
1975 
 384 
 248 
 307 
 3444088
 

1980 
 403 
 231 
 304 
 249 

2624 

I/ 

Mean Birth Weight of the babies of Health School Practice Field area.
 

MEAN 
 BIRTH WEIGHT IN POUNDSI
Year ! Nos. Male Nos. Femal 
J9 6 3 7 5 85 

5.46 85 5.28197 84 5.75 83
1973 566
96 5.87 

76 
5.75 

1977 99 5.89 
79 

5.68
1980 

6.01 
92 


5.79 



UITy 

4 
 5 6 
 7.4. 

3 
 16 
 21 
 45 
 112

-2 


26 

13 


26 

195B 

4 4 10 5 
 BIRTH RATE
 

10 
 3 
 6 
 168
-" 

1970 2821
 

1975-24.32
 

1979- 20.52 ,ers of 'he Family 
lgc children. 

DEATH RATE
 

INFANT MORTALITY 
VIATERNAL MORTALITY
 

1970-96 
 1970-Niw5.28 

1975-Nil/" 

5.66 1979- 55 1979- Ni lt
 

5.75 

5.63 

5.79 

http:1975-24.32


WHAT OUR PRIZE DISTRIBUTION IS ABOUT
 

Moit centres have Baby Shows on Children Day. Ours however is not a Baby ShnvL
Our function is help to teach, encourage and reward mothers in their efforts haveto and "4ium 
healthier babies. Our caie of the child starts as soon after conception as possible with care of the
mother during pregnancy, when we also shepherd her towards a safe delivery, then we look after 
both her and her child. 

We give prizes to women who have visited the Antenatal Clinic at least once in eachtrimester have had their 3 T.T. injections and with either or both these have had a safe confinement
i.e. have had a qualified attendent ( Trained Dai, Midwife, Nurse, Doctor or Hospital confinement).
The inf.nt gets a certificate and prize along with mother. 

We judge the 1-5 years age group on the following points
Safe delivery ; Birth Weight ; Immun.tzation ; Clinic visits ; Diet and Weight at the last Scheduled 
visit. 

This means, that the staff has to make a laborious review of their work and the mothers 
response. As routine work must not suffer, this takes over a month to complete. But for every
body it is a satisfying exercise, and we all come to know where we stand, and where our strength
and weakness lie. It is a learning process for us and our mothers. 

Only the prize winners are called to the function, so nobody goes away disappointed. Each 
mother when invited is told why she or her child has won a prize. 

This creates a poignant teaching situation in the village. When neighbours and relatives come to know that a woman has been specially invited, many come to her to find out why only
she, and not they too. She is in a position to tell them. 

The situation is repeai,.l when she goes home after the function with her prizes and
certificates. The information spreads through the various gossip centres ( with embellishments and
 
detractions) and the discerning take note.
 

There is another reason for arranging this function in the way we do. 

Wtare actualy conscious of the fact, that along with the physique, 50% of the intellect is 
also developed before the age of 4 years. 

We feel it our bounden duty to develop this quality to its fullest potential hoping that
later the home, schools and social environment will provide the right stimuli to develcn personalities 
and positive attitudes. 
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RURAL LATRINES
 

Nearly 80 percent 	 of population in India livesin villages Protected drinking water and proper collection and disposal of human excreta are the primary.
requirements of healthy environment for these villages.It is however observed that these necessities are very
tach lacking in our Rural areas with the result that avery large percentage of rural population is found to
have been affected by water borne illnesses and worm
infestation, causing both mortality and debility which
cannot be estimated 
in terms of tangible resources.
All those sicinesses can be controlled through good
sanitation, cospecinlly through sanitary 
collection anddisposal of humn faeces which can form the reservoir
of disease gurus and worms. 

Vprious 	 types of latrines hrve been developed
in the country by diff.:rent agencies to suit differentconditions. However, the handflush water seal pittypelatrine 	is found suitable in most of the Rural India.Its advantagcs over the other types of Rural Latrines 
are as under: 

1 	 Large st orage forcapacity e: cremuqntal matter 
as compared to bored hole type latrines. 

2 	 Possibility of providing pernanent location
thereby 	avoiding the need to shift super-structure 
at intervals. 

3 	 Freedom from smell and fly 	nuisance. 

4 	 Low initial cost as compared to septic tanks
 
and acqun-privy systems.
 

5 	 Possibility of construction, employing semi
skilled labour which is 
 usually available in 
rural areas. 

6 	 No need to have special equipment as in the
 
case 
 of bored hole type latrines. 

Rural Latrines of Nat., nal Environnntal Engineering

Research Institute's ( IMERI'S ) Design.
 

NEEiC ha3 evolved the following typo of (fig.l)Hand flushed watnr seal latrine for use in Rural reas
and has also cdcr'aken pilot projcts to p"pularisethe same. It consist 	 of a small Unclesure (aboutmeter square) ,nd -Lcovered 	

,one
pit for 	collect ion ndstabiliz- tion of 	 rierunlntal A concretematter. cerent 
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mosaic-finish ,.C. 
 Pan with a cement concrete trap of

15 mram deep water seal (fig.2) is installed in this
enclosure and is connected to the pit with 100 rmm dia

meter. (S.W.G.) glazed stoneware pipe. Faeces along

with ablution water and flushing water are passed on

to the pit ftbb thO pan'trough this pipe. Water gets

soaked into the soil around 
while the faeces Predigested Pnaerobically to produce a humus which contains
good amount of fertilising eluments like Nitrogen,
Phosphorus, a-nd Potash. Th,,. quantity of humus so formed
and accurmulated has been estimated to be between 50 to60 liters per capita per vuar, so that it takes 5ears for a over

pit of 1 mtcr diamiieter -nd 1 .7 meters
usaible) depth to g,.t filled up usedwhun by a family


of 5 pursons regularly.
 

The dig stud mteurial and hunus from the pit
which is rich in N, P, .*nd K can be used 's an 
excellent 
manure and ca-n pay back the full cost of lattrine cons
truction (eg. Rs.about 500/-). 

NEERI and others have experiencud thrt except

in specirl circur.istances, community latrines not
properly used 

are

and m.aintained by rural co,.unities and
it is difficult to fix up responsibility for the same,


with ,,,n agency working 
 in villag, s/Rural areas. Hence
NEERI is advocating for separate family type latrines 
as described above for every h.usehold in the rural
 
aru s.
 

The liquid which is soaked by the soil aroundthe pit my reach the ground water table and transport
bacteria and che.ical contairinants into the ground water.
The safe dist,'.nce btwiuen a pit-latrine and any well

depends 
 upon the type and texture of soil. The
recorimended s!,.fu distance f!)r differ;nt soils is as
 
under:
 

(i) Fine textured s,il such as clay (effective
particle size 2 nm or luss) and velocity of
ground ,r,tr les than 1 meter per day - 6 meters. 

(ii) Coarse soil (effective particle size 0.2 to
0.3 zm'u) -- 15r.ters. 

(iii) If the soil is still corse, a site study will haveto be carried ut to d,-cide up tht= safe distance. 

After a few nontlhs of the us( of the latrine the
intorspaces of soil around the pit get c]_ ),pg,d with theorganic matt,;r in th,- d,,oip sing fa .ces and that goes
on reducing thu of ion.area con tamiir, 
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W.C. Pan and Trap of NEERI Desi . 

Thu Pans are casted in special Cement Concrete 
moulds using 1.4 Kilograms of grey Coert, and 4 
Kilogrnms of Sand. These Pru finished from inside using 
one Kilogram of white Cement 	 and 1 .5 kilogram of Arble 
Chips, and then polishing it by hand with an enery
 
stone. Thu Trpp is casted in two pieces in wooden
 
moulds using 2.5 kilogr-ns of grey coment and 4 kilo
gram of sand, then jointed using rich (1:1) cement
 
mortor. The cost of theas articles including the cost
 
of labour (ug. rason, helper) breakages and deprecia
tion on moulds is about Rs. 30/- (Pt1981 price level
 
at Nagpur). The connecting S21.G. Pipe 10 cm diameter
 
60 cn long cn be purchnsed in the open mrket at a

price of about Rs. 7/-. NEERI hos got a workshop for
 
making these W.C. Pans and Trzps, and can demonstrate 
its manufacture to thosu who 	 are interestud. It can
 
also train masons and teach then tho art of casting

Pans and Traps and thu construction of the Rural Latrines 
described earlier and shown in figiure No.1 

Construction Notes and specificatio; (Ref. fiJj 

1 C C foundation : 	 1:5:8 

2 Brick 1rsonry : 	Plinth 23cri, C.M. 1 :6
 
Suprstructure 11 .5ci,

C .11. 1 :6 
Soakage Pit 11 .5cm, C.M. 1:6 
30cr from top and rest 
honey conb. 
Ventilators 11 .5cm.honuv comb 

3 Soakago Pit : 	 90cm diameter and 2u() cm 
deep with 5cm thick R C C 
cover in two halves. 

4 Door : 	 75cm x 185 cm 
Frame 75cn x 6cm hard wood
Shutter 18c x 70cm single
shutter in hard wood. 

5 Roof : 	 A.C. Shoot of any low cost 
riaterial like hay or 
coUnt.ry tiles, wall plate and 
rafters 7.5cri x 5 cm in hard 
wood. 

http:coUnt.ry
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6 Plaster : 12mr thick in C.M. 1:6 over 
murum and brickbats filling 
on plinth. 

7 Plaster : 12m thick in C.M. 1:6
 
over walls.
 

8 White washing : 
Two coats
 
9 Appruxil-I.to cost 
of : Rs.470/- -t Nagpur 1981construction, price level (without roof 

and door).

Rs. 740/- (with A.C. zocetroof and c mntry wood door)

MAntorials reouired for construction of one Latrine 
(A) Upto Plinth level: 

S.No. 
 ItUn 
 Quantity
 

1 II Class bricks 400 Nos.
2 Sand froui local nulla beds
3 25 cft.Muetal/Shingle 
6 cft.4 Cunent 
1 ag.
5 Steel for (Pit covur) 5 Kgs.
6 Pan and Trap sot 
 1 set.


7 100 nri dia S.VJ.G. pipe

2' 1,,lng. 
 1 No.
 

(B) Above Plinthlovel: 

S.No. 
 Iton 
 Quantity
 
1 Ii class bricks 400 Nos.2 Sand from local nalla beds 25 eft.3 Cement 1 bag.4 Country local wood fordoor and roof 3 cft.
5 Corrug, t,.d A.C. roof cover 

sheet6 Fixtures 16 sft.for door LunpsuM.7 Oil paint for door Lunpsum. 

Fertilizin elements ivenby Pita Latrine 
The pantrap pit latrine developed and propogatedNEEI can pay back byto the villagers substantial amount spentby them for its construction. 

http:Appruxil-I.to
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The pit of this latrine gets filled up within about
 
5.years while being used by a family of 5 persons and 
will give about 1 .00 T43 of manure containing 50 percent 
of solids material. This KuiUus contains valuable 
fertilizing elements such as Nitrogen, Phosphorus and 
Potash. 

The quantities of thesu contributed by a person 
per year are esti-atud as under: 

1I Nitrogen as N : 2.5 to 3 Kgs. 
2 Phosphorus as P2 05 : 0.8 to 1 Kg.

Potash as K20 : 1.3 to 1.6 Kg. 

Thus the manure in the pit is therefore likely to 
contain atleast 62.5 Kgs N, 20 Kgs P20 and 32.5 Kgs.
of K20 at the end of five years when tie contents are 
to be taken out and used as manure on the fields. 

The prices of inorganic fertilizers in the market 
in our country at present (1981) are -s follows: 
1) AmmoniurM sulphate containing 20.5 percent N 

: Rs.100 per quintal 
2) Superphosphato containing 16 percent P205 

: Rs. 88 per quintal
3) lriatic of potash containing 60 percent K2 0 

: Rs. 88 per quintal 

Thus th; cost of N,P 2 05 .and K2 0 per Kg. in these 
inorganic fortiliz..rs ,works out to about Rs.5/- for N,Rs.5/- for P2 05 , and Rs. 1,40 for K20. 

The present day (1981) valhe of the fertilizing 
elemonts obtained from the humus accumulated in the 
pit of a Rural Latrine would be therefore about Rs.518/
as given below: 

El ent - unt i tAy-kg t Rs7K mount Rs_ 

N 62.5 5.00 312.50 
P 20.0 5.50 110.00 
K 32.5 1.40 45.50 

Humus (dry) 500.0 0.10 50.00 

Total Rs. 518.00 
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The latrine once constructed can last for 20-25years when properly r.' aintained Pnd the valuable fertilizing eleents will be avilable to userthe fam.iliesevery five years. These will therefore pay more thaMthe cost of the latrine itself within 10 years of its 
usagu. 

School Latrines 

GovernLment or private schools have been establishedin nlmost all medium and sizelqrge villages in thecountry. There is an urgent need to educate the younggunorati:n about sanitotion and pursonal hygiene. NEERIhas therefore designed a latrine block for schoolsRural Areas as in inshown figure No .- 2. . . It consistsof two hand flushed watur seal latrines, one for boysand anthur for girls and a urinal block for boys. Thefaeces alongwith urine fall in a conon snlkagewhere these oitPro digsted anaerobically. A small watertank has boon pr vidad in tho urinal block such that itserves bth latrines and the urinals. The cost ofconstructin f suche blck will be ,bout Rs. 3000/(at 1981 price lavel). A set of cement mosaic finish,urinaol pot 
used in tho 

and a connecting 5 cD diOnuter cement pipe
bove back 
and , as cnstVd in NEERI'sworkshop at it gpair costs ab ut Rs. 25/-.
 
Instructions for the use 
of Sanitary Latrines of IEERI's
 

Desin
 

(1) Leaves, Papers and such other solid articles shouldnot be used as annal cleaning materia; 
only water should be

used.

(2) The pan should be wetted by pouring some (eg. half
liter of) water before every use. 
 (This would act aslubricnt and would prevent a

sticking of excremental matter 
to it).
(3) The pan should be flushed clean properly by pouring
necesspry quantity (eg. 2 1/2 liters) of water after every 
use.
(4) The pan and the trap should be cleaned using abrush with handle and by pouring sufficient quantity ofwater once a week to remove stickyany substanceprevent "ccLumuLation and towhich would attract furthur deposi
tions.
(5) The iatrjn enclosure should riot us,--dbe forbathing or for washinFq of clothes. The excess water maycause heavy load on the laching pit which may overflow. 

/
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International Centre 
for Diarrhoeal Disease Research, Bangladesh 

D11mo ranbumil 

TO 

FROM 

Director/Deputy Director/Programme lleads/Ass ciate Drectors/ 
Financial Consultant/General Manaqer,/!hy'5cal Plant vager/ 
Controller/Branch Heads. 
Public Relations & Information Office. / 0- 0ATE 3 March 1981 

SUBJECT VISIT OF DR. R.B. ISELY -

Dr. Raymond B. Isely, Associate Project Director, Water and Sanitation 
for Health Project, Arlington, Virginia, U.S.A. i!; currently visiting 
our Centre from 3rd to 6th March 1981 and will meet memjers of the 
scientific staff. Dr. Isely will vi:si.t Natlab Station on 5th March 
1981. lie will be taken around the Centre's facilities for about an 
hour on 4th March beginning from 9:0(' a.m. A tentative schedule for 
the visit of Dr. Iselv is attached he'.with. 

Dr. Isely's interest is on water, sanitation, community participation 
and ways to measure health and social. outcomes. 

All are requested to cooperate to make the visit fruitful. 

Thanks. 

AKA/mmh. 

Encl: a/a. 



VISIT OFTENTATIVE SCIIEDULE POP,TiH 
- WRV MAR ].981'-11DR. R.13.ISELY 

Time
 
3rd March 1981 


9:30
 
Mr. S.I. Khan 


11:00
 
Ms. Susan zimicki 


15:30
 
Dr. W.B. Greenough III 


4th March 1981
 

9:00
 
Tour Centre's facilities 


10:00
 
Dr. M.M. Rahaman 


10:45
 
Dr. A.R. Samadi 


11:15
 
Dr. K.M.S. Aziz 


11:45
 
Dr. M.U. Khan 


.i:
Mr. K.M.A. M\z 


N 3o 

5th March 1981 )', Fl /VXOLjtcY JY' .VY . 

Trip) to Matlab Station and back on 
7:00
 

the same day.
 

6th March 1981
 

9:30
 
Dr. Stan D'Souza 


AKA/mh. 
3.3.81
 

0 
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STRAW ART MANIPRI WOOD CARVING 
WEAVING 

1 0
 

This is one of our most successful activities. By 
f w hoe tohavthe 200girsnd 190 ~Bajuath raiigdof1980 pr heodui The girlsemin The 'Manipuris are a tribal group, 30,000 of whom 

frmm the: P :zrfugee camrps and it provides an live in Sylhet district. Weaving on back strap 
important opportunity for working with these and looms is a traditional craft among the women. Itother under-privileged pe:ople. Wheat straw-craft is is slowv and physically demanding but the finished 
a simple yet time-consuming activity, &involving~ . a ~ * material I is ~beautifully fine and ~~ withdurable a
lot of patience. wide range of colours and usage. HEED began
One card some-time; :aking one to two hours to working with just one village in 1978. Now weThiofouison mot uccssul ctvites ByOrhnirfsPormm
produce. We sell plaques, cards, bookmarks in a work w~ith four villages involving 99 weavers
variety of traditional designs. producing Tablecloths, Napkins, Bedspreads, Table 

mats and Shawls to name but a few items. 
New designs are being developed with a wider 
choice of colours. 

t ,. V.l 


Our handicrafts Programme in Dacope is based at 
where we have opened a training centre. 

The programme began in 1979 with the selection of 
six trainces ( all local boys ) and is growing steadily. 

The Bajua district is very poor economically 
and this programme will provide an opportunity 
to sell outsideW 1.ithea district,'°- &givingthe crafts C ~ .. a new 
source of income to the people. The wood, 
obtained locally is used to produce beautiful mininDcp sbsda
 
ature versions of the boats which serve the Delta 
community. 

"Its 
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HEED BANGLADESH
 
ANNUAL REPORT 1978-79
 

C 0 N T E N T S
 

HEED Bangladesh is a Christian 
Agency with its Headquarters 
Bangladesh. HEED is registered 
ladesh as a non-profit making 

Voluntary 
in Dacca, 
in Bang-
charitable 

organisation and its development progra-
mines have the approval of concerned 
ministries of the Government of the Peo-
pie's Republic of Bangladesh. 

HEED's support comes from a range of 
Funding and Co-operating Agencies in 
fourteen different countries. These supply 
personnel, funding and expert advice to 
back-up the work in HEED's projects. 

Thirteen agencies have become Co-opera
ting Agencies of HEED and send represen-
tives to HEED's Annual Board Meeting. 
These are as follows 

This report isproduced by HEED Bangladesh, 

Chairman : Rev. Arthur Beals of World 
Concern 

* Introduction by Bruce T. Boswell 
Acting Executive Director 

& Kamalganj Rural Development 
Project 2 

* Dacope Thana Health Services 
Project 8 

* Dacca 

* HEED 

i HEED 
• HEED 

Camps Project 12 

Handicrafts Programme 15 

Language School 17 
Headquarters 	 17 

* Statistics 	 18 

Canada: 


Finland: 

Norway: 
U. K. 

The Fellowship Association 
for International Relief 
Compassion of Canada 
Finnish Lutheran Overseas
Mission
 

Mission 

Norwegian Pentecostal Mission 
BMMF International 

The Leprosy-Mission 
TEAR Fund (U. K.) 
Regions Beyond Missionary 
Union 

U.S.A. 	 : MAP International 
World Concern 

W.Germany: Christoffel Blinden Mission 
Liebenzeller Mission 
Deutsche Mission Gemeinschaft 

House 	 No. 8, Road 6, D.R.A., P.O. Box 5052, 
Dacca, 5, Bangladesh 

Acting 	 Executive Director: 
Mr Bruce T.Boswell 



!Nf\MODUCTION TO HEED 
by Bruce T. Boswell 

Acting Executive Director 

All in HEED salute you. 
It is my pleasant duty on behalf of our Chairman, Board of Directors and HEED personnel 
to introduce our Annual Report for 1978/79 
It was Christopher Robin who said "when I was five I was just alive". We are five 
we hope we are more than "just alive"--but five is a very good age for us to 

isess progress so far and try and plan realistIcally for the future. This is what our 
Board has instructed uS to do for atspecial February Meetingi and it is our major current 
involvement. 
The initial brief for HEED was to minister to the needs of the people of Bangladesh 
in the name and spirit of Jesus Christ and to make Him known by word and life. 
Where have we got to in these five years ? The Leprosy Ii,,iial at Karnalganj and 
the Thana Health Centre at Chalna are completed and 41MiIssio (-Med. They are 
supported by clinics and health workers in the Villages and rw commerided by local 
and central Government. 
The Agricultural programme is growing at an exciting rate and having a real impact 
on the farming community. 
The Community Development work, by its nature slower moving, is getting to the 
poor people where they live. 
Dacca Camps inhabitants have a tolerable instead of a sub-human exi-,cnce. 
Handicrafts is emerging from the training to the production stage at a dramatic rate,
and Shetuli, our Sales Centre. and our Servic2 and Training Centre are real interest 
focal points for our visitors. 
We are immensely grateful to God, to our loyal supporters and to our workers for all this 
and I wish to take this opportunity to pay a sincere tribute to the hard work and 
commitment to FIEM of my predecessor. Dr. Howard Searle Yodr continued strong 
prayer support is vital. We have faced and continue to face great problems and are 
deeply conscious that it is only the wisdom from above which can enable us to effec
tively work to meet the needs of the people of Bangladesh. 

Bruce T. Boswell 
Acting Executive Director 
December 1979 

P- .. .. .. , T .7.: , 

.o". 

Completed Stage 11constiuction of Dacopi Thana 1IoalthCo nplux, uaulstrctKh 
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HEED BANGLADESH 
ANNUAL REPORT 1978/79 

KAMALGANJ 

RURAL 

DEVELOPMENT 

PROJECT 


The HEED Kamalganj Project 
is situated in the low hills of 
the Sylhet District in northeast 
Bangladesh. It began in 1976 
when, in response to a request 
from the Government of 
Bangladesh, HEED took over 
190 acres of government land 
and numerous buildings which 
had been intended to function 
as a leprosy treatment and 
residential centre but bad 
never been put into operation. 

With a capital grant from 
ICCO, the Inter-Church Co-
ordination Committee for 
Development Projects from 

Holland, HEED has refurnished 
all the present buildings and 
constructed facilities for a 
training centre, a workshop 
and stores. With additional 
help from the Leprosy Mission 
a twenty bed leprosy hospital 
designed for reconstructive 
surgery has also becomea 
reality. 

The project site now serves 
as a base not only for the 
leprosy work but also for 

general health, agriculture, 
community organisation and 
handicrafts activities amongst 
the 1,45,000 people of Kamal
ganj Than. 

The third year of the 
Kamalganj Project has seen 
the emphasis of the work 
move emphatically to the 

villages. Whilst HEED staff are 

involved in increasing teaching 
work it is also recognised that 
they themselves have much 
to learn about Kamalganj and 

what can and can not be 
done in the area. Only as 
HEED staff and villagers toge
ther engage in discussion, 
learn from each other and 
co-operate in different activi
ties will HEED's presence in 
the area hear the desired fruits 
in a healthy communitV. 

Some of the buildings at HEED's Kamalgani Proiet 

2 



LEPROSY HOSPITAL AND "- " "
 
CONTROL PROGRAMME
 

Early in March 1979 itbecame possible to rnow; the Y,,:" 
first patients into the newly 

constructed lenrosy hospital.
 
Some fifteen patients suffern .
 
from plantar ulcers wore
 
moved from temporary iccom
modation into the hospitdi 
there has been a regular flow 1p, 
of patients since that m , 
Daily care is given to each 
patient with particular empha
sis on training in the care of 
the feet. Some minor surgery 
has been undertaken. but a 
regular reco;,structive surgery . ..... -" 

programme is postponed until Dr. Urban Pachlatko latd a bedside sasion with Staff of th" Loprusy Hospital 

a surgeon can be arranged. 
probably early in 1980. 

The hospital was officially ,uvey and case finding along dical workers was trained. 
opened on 27th May by with the back-up of health Each worker now has respon
the Honorable Minister for education and an extended sibility for one union of the 
Women's Affairs, Dr. Mrs clinic programme. thana and undertakes further 
Amina Rahma.i. surVey work. school visits etc. 

The leprosy control pro- In August and September 1980 wll see the further 

gramme has continued with 1979 a team of six parame- development of this field work. 

1,- A 

",qo
,:. ' " I 

-A 

F-- ulwr i, 

F:,oij vori, ana h'a njsuvev i 

i 
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HEALTH SECfCR 	 future involvement in this work MCH work is carried on 
and merging the VHW and at Shamshernagar and Adam-The Kamalganj Project is TBA programmes. The trained pur clinics and at the thana 

a Governr rent recognised TBA will ultimately be able to hospital, which is Government 
centre for the field training of do useful health work in the run. Government FWV staff 
its Family Welfare Visitors villages function in each of these 
(FW Vs). These are fem ale cencteon HnEea fhlofll hese 
workers whose eventual work centres. HEE)responsibilities include running 	 primarily fulfillingrole. A. supervisory 
Family Planning and Mother strong emphasis in the work 
arid Child Health ( MCH ) is on health education. 
clinics and participating in TB clinics have continued 
motivation and support work - - along with the BCG pro
in the field. Under IEFD's gramme. A more active 
guidance the trainees patici-	 " approach to finding andcase 

pate in 
 a three month pro- "-' follow-up is being considered. 
gramme of field work. clinic ,".,.- Health Education work is 
work and lectures. They make ( seen as of primary importance 
house visits, learn to give 	 in the health programme.
health education and motivate ___ Encouraging seminars have 
for Family Planning. Shorter been held for villagers, for 
introductory cnurses have also . . farmer's co-operatives and for 
been held. The who!e pro- womens' groups, and this 
gramme is linked ill closely work is to be extended to 
with the eighteen month schools and other union-based 
training at the Sylhet FamilyWefae T~llln]Checkingj 	 babies isangrus groups.iitr' weights of 

Welfare Visitor's Trairning important part of the Village Health
 
Institute and HEED staff co- vvoikur's work.
 

operate closely with thosue
 
resoonsible for the trainin
 
Final examination results of ' :
 
the Kamnalganj trainees have
 
been highly encookraging. r
 

Two batches of Village T. 
Heilth Workers (VHW) have 
undergone training and their 
work has been well accepted 
in the villages. However, ' 
village support in the matter .-. , 
of paying wages has been ... 
poor and the problems have . (
resulted in so of the VHWs . 
stopping worr, while others 
have continLiued to work 
voluntarily. 

The Government of Bangla- ' 
desha has an no,)iiced its inoten 

tion to undertake a programme
of training for village dais,t i bMother and children clinics function in three centres in Karnalgani.the traditional birth attendants
( TBA ), HEED anticipates 	 4 



The Agriculture Sector com 
prises four sections-Agrono-
my. Engineering, Fisheries and 
Livestock. These have a co
ordinated approach to village 
extension work. the majority-" 
of resources going into train-
ing and demonstrations in the 
villages. Some basic experi 

" 
" 

mental work, again primarily-.. ,'.'.'i. 
village based, provides essen
tial backup for the programme . 

Because rice is the rnain 
crop in Kamalgani thana HEED 
has its strongest programme
on cropping systems basedon rice production. Twenty-
three rice demonstratonplots 

in three unions were used to 
introduce to farmers the more 
promising of several new va-
rieties avai;able in Bangladesh. 
Proper 'ertilizer usage was 
also demonstrated. Understressful cropping conditions, 
the Purbachi varety yielded on 
average 55 mds ( 4,400 Ibs) 
per acre, thus outyieling 
the popular BR-3 and BR-i. 
The farmers were impressed 

and carried heads from thw 
demonstration plots into the 
bazaar to show other farmers, 

Wheat may be an appro-
to fit ai irn-priate crop in to 

proved cropping paittern It, 
requirement for less ifrigation
than rice during the dry winter 
season make it an ttr vte 
proposition. itSvea raiviqe 
prpo it i ee rald v e 
plots were planted in the 
nalika vanety yielded as Shi 

a 
as 43 maunds ( .33c Is) 
of land is being plnted wth 
wheat is the season 79/80. 

Vegetable progranrnes 
were conducted to promote 

, 

.. 
Vh 

A successful vegetable 

good cultivation methods andthe production of more nutri-
tious crops from both win-
ter and summer gardens, 
A number oftraning sessions 
were held and over 1,000 
seed kits sold to farmers. 

Although the more common 
vegetables produced well some 
of the newer varieties were 
disappointing. It is clear that 
in future efforts more emphasis 

be given to cultiva needs to 

tion methods and preparation 
for eating, 

The Fisheries Section has 
been work~rin intensively on 
forty fish ponds in) two Unions. 
Many of the earlier stocked 

ponds are now producing 
their own fry ind contai n 
good populations of Nilotica. 
Other pond owners are pur-
chasing fish from these ponds. 

The sale of more than seven 
thousand Napier grass seed-

.. - . , 

N.. 

, 

-

. 

exlension progremmo. 

lings by the Livestock Section
in the monsoon season indi
cates strong local interest in 
grass culivation for cattl feed. 
An artificial isemination pro
gramme is now at an early 
st0age. 

Thirteen people received 
training in cattle and poultry 
vaccination aid approximately
6.000 cattle and 6 000 poultry 
have been aaccinated. 

Fit) improvement of village 
poultry two cockerel exchanges havben carried out with
havc e n,ti care ou
thirty-two cocks of improved 
breed bemng scId after training 
sssi ns. 

The Engineering Section is 
at an early stages in its deve-
Ilpment. lnvestigatioris have 
been made into a range of 
agriculture-related equipment 
ill the maJor future input of 

the section is likely to be in 
the area of irrigation. 



COMMUNITY ORGANI-
SATION SECTOR 

During the past year the 
Community Organisation Sec-

tor has worked to identify a 

series of low cost steps which 
may be taken as the basic 
requirement for the initiation 
of development work in a 

community. Three steps are 

now identified as leading to 

a proper awareness of prob-
lems and the building of 

relationships with development 
ofworkers. The main element 

these is a r6Iirse of Functional 
Education. 

Using entirely local staff 
the first step taken has been 
to train a team of Functiona! 

i 


.3,, r N*41b 

Each ofEducation Teachers. 
them works in his own village 
and bases hi:,, teching} worl: 
on the BRAC Fot~orJl E 

, a serri-cationcourse miterial 
of sixty-,ix lessons covern 
health. communit/ ,rgas 

tion. village pohitics, agricul-
ture, village economics etc. 
Sixt,/frve teachers were traine1 

in 78/79. 

In the second step each 

teacher returns to his villa(e 
and forms a group of interestked 

whom he will givepersons to 
training. 

There are 270 people now 
ininvolved in such groups 

As a result of theKamalganj. 
training they receive group 
members gain a better awa-
reness of the problems they 

11 .- I -.- .1 

face and also learn of ways 
in which these may be over
come. Groups are encouraged 
to open joint savings accounts 

anl fund self-help projects. 

t.ou d 
sow, group, ,re able to agree 

owhtitthey want to do with 
thei o,, money and so they 

begin to embark on improving 
their conditions. Through this 
process too they become 

aware of the assistance which 

is available from the Kamalganj 
project as a whole. Thus 

rtqucsts come in for agricul
tore, health and handicrafts 
inputs in work to be under

taken jointly with the villagers. 

date some 21 groups areTo in such activitiesinvolved 

with a membership of 380
 
w le
 
people.
 

'Z, 

T estate ,,onkers Drorvidts aisafo supply ei drinking w.aler. 
A protected weii dowjiopo)d by 
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The Manipuri women in 
Kamalganj thana have tradi-
tionally engaged in weaving 
work in their houses. Their 
handlooms, with a character-
istic backstrap, have been used 
to produce i full range of 
clothing aid household ma te-
rials. Under HEED's guidance 
these traditional items have 
been redesigned and new 
products are being sold in 
Dacca and exported 

At the start of the year 
the Handicrafts work was 
going on in only one village 
with twenty women producing 
bedspreads and tablemats. 
This work has extended rapid-
ly so that the women of four 
villages are now involved. 
The ninety-nine weavers pro-

duce napkins, tablecloths. 
shawls and cushion covers in 
addition to the former bed-
spreads, tablemats and runners. 
The second element of the 
[-landicraftswork in Kamal ganj 
is closely linked with the lep-
r,,sy work. Two former patie
fts have received tiainng in 
block-printing techniques and 
these are now training four 
other former patients. With the 
support of a blockmaker 
they are able to produce block-
printed tablecloths, napkins, 
shoulderbags, dresses and 
tablemats. Sales at 'Shetuli' 
in Dacca have been encou-
raging and the demand for 
tablecloths for export has out-
stripped the supply. Four addi-
tional trainees are therefore 
being tal.en on and the pro-
gramme is being extended to 
include non-leprosy sufferers. 

For a patient recovering from 
the physical problems of 

leprosy the opportunity to earn 
a rgular income from a safe 
mode of employment opens 
up the door for a full economic 
and social rehabilitation. 

Th e large quantities of 
cane and bamboo available 
in Kamalganj thana provide 
the rawmaterials for the third 
part of the Handicrafts pro
gramme, training in bamboo 
and cane work. After twelve 
months in Dacca the Assistant 
Training Master began work 
in April with six trainees. 
These are now producing 
stools, baskets, bookshelf 
units a,.d chairs. On comple
tion of their tiaining they 
will have a ready local market 
and sales in Dacca from 
which to earn a living. 

0 f 
, ,,,.:
 

. ........
rr
 

.; 

Bambo no cano work.Traditional Malipufi w ving. 
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DACOPE 


THANA 

HEALTH 

SERVICES 

PROJECT 

The second full year since 
the HEED Dacope prc:ect 
began to operate from the 

Chalna Bazar Thana Health 
Complex has seen a number 
of major developments. The 
project has begun to move 
away from its unavoidable 
early emphasis on building 
construction work and is now 

concentrating increasingly on
training programmes. The m ftraining iprogaes nofd m ix of expatriate and national 

staff has seen some significant 

change. With the departure of 
several expatriate members in-
creasing responsibility is being 
taken by the growing number 
of Bangladeshi nationals. 

Bajua Village. Dacope Thana. 

8 

Also the year has seen 
a highly encouraging growth 
in co-operation between HEED 

and the staff of the Family 
Planning Division of the 
Government of Bangladesh. 

As an area in which only 
oneAn ricereacrop iiswhichgrownonin 
the year Dacope Thana is a 
food deficit area. Its problems 

aecmone yteefc
salty tidal waters, low-lyingl n hn e w r f rv r 

which make transport over 

whi ake ransport ove 
any distance very difficult and 
90,000 people is amongst the 
poorest in Bangladesh. 



!.
 

Community Nurses 

HEALTH SECTOR 

HEED's health activities are 
aimed at the poor village 
people of the Dacope area. 
With a view to establishing 
effective health services. HEED 
has chosen to channel its 
resourccs through the pro-
grammes and personnel of the 
Health and Family Planning 
Divisions of the Government 
of Bangladesh. 

This approach has seen 
HEED involvement in a number 
of Government programmes, 
HEED supports Government 
Health Division staff in moves 
towards making the 31-bed 
Thana Health Centre fully 
functional, The building was 
officially opened by the 
Honorable Minister for Health 
in September 1978. Since it 

Margaret Leppatd and Sheila Saha discuss Child Nutrition. 

is now fully staffed and a 
complete allocation of UNICEF 

and other equipment has been 
received it is a matter of some 
disappointment that the 
inpatient department is still 
not functioning, Government 
Health Division staff provide 
out-patient clinics on six days 
aweek. 

HEED constructeda Family
Welfare Centre at Kalinager in 
the south of the inhabited 
area of Dacope thana. The 
centre is now being taken 
over by staff of the Family 
Planning Division and will 
provide Mother and Child 
Clinic and Family Planning 
services to the local area in 
addition to being a base for 
women's welfare and commu-
nity orgaisation activities 

In Kalinagar. Bajua and 
Chalna Clinics the HEED 

Medical Officer and nurses 
have undertaken in-service 
training programmes for 
Government-employed Family 
Welfare Visitors and Family 
Welfare Assistants, More than 
30 of these staff are in the 
field. These are the key wor
kers through whom the 
population at large may come 
to riproper understanding of 
how to overcome their health 

problems and of the advan
tages of family planning. 

Tubal Ligation operations 
were begun at Chalna in 
January 1979, Response 
from local people has been 
very encouraging and it is 
expected that more than 420 
operations will be completed 
in the first twelve months. 
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This work is undertaken 
by Government staff with 
HEED staff in support. 

Future plans for the health 
sector are to develop further 
the relationship with Govern
ment staff and to provide 
support at all- levels of 
the Government programme.s 
There will also be oppor
tunities to assist the Ministry 
of Health in assessing .the 
potential of its programme 
for rural areas. It is hoped 
to see the Chalna Bazar 
Thana Hospital develop as a 

for the healthreferral centre 
programme in the Thana and 
also to establish the Health 
Complex as one of the Field 

the
Training Centres for 
Family Welfare Visitors training 
programme for Khulna district, 
HEED hopes to play an active 
part in realising Goveinment 
plans to upgrade the work of 
traditional local medical 
practitioners. village doctors 
and traditional birth attendants 
(Dais). The positive response 
to the Ligation Programme 
also encourages the thought 
that there is great potential 
for such thana-based pro-
grammes. 

September 1979 saw the 
departure of Dr Doug Bridge 

the work at Dacope afterfrom 
a lengthy period of illness. 
The position of project director 
will be taken over by Dr Barry 
Evans as from January 1980. 

In talking about theirwork 
the HEED Chalna team are 
anxious to emphasise their 
role in training. In the past 
year there has been ample 
opportunity for training to be 
given and there have also been 
many opportunities to give 
Government field workers the 

.. ,
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Dacope villagers questioning what can 

moral support they so much 
need in difficult village situa-
tions. The team recognises 
that knowledge without mo-
tivation is insufficient. Chan-
ged attitudes towards those 
amongest whom the work is 
carried on cannot be taught 
in a classroom. The effec-
tiveness of the Dacope health 
programme, indeed of all 
HEED programmes, will ulti-
mately be dependent on the 
extent to which right motiva-
tion can be communicated in 
the field. 

COMMUNITY DEVELOPMENT 
SECTOR 


Staff of the Community 
Development sector have a 
wide-ranging role in Dacope. 
Working relationships are 
maintained with local officials 
but an equally important area of 
work has been in the promo-
tion of co-operative ventures 
by local village people, Am-
ongst the co-operatives the 
one with the most obvious 

10 
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be done to improve their standard of living 

potential is that in which more 
than 70 poor farmers have 
cleared and stocked a pond 
with fish. The hundreds of fast 
growing fry promise subs
tantial income in the not too 
distant future. Groups of men 
and women making paper bags 
or puffing rice are making 
steady if not spectacular 
progress. 

The Christian Service Society 
(CSS) which rhas a basically

inagricultural programme 
Dacope has formed more 
than 50 co-operatives in the 

thana. HEED and CSS
 
cooperate closely in their work 
and this co-operation has 

seen HEED staff involved in 
drinking water improvement 
activities and in the training 
of village health workers in 
villages with CSS co-opera
tives. Future plans are to 
extend this work for the im
provement of sanitation sys
tems and more general drin
king water supply improve
ment, 
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HAND!CRAFTS SECTOR 	 to the success of the pro- are alo being investigated. 
gramme. Export orders are While the male trainee:; have 
expected and additional trai- gone into wood carving a 

Being part of the vast delta nees are being taken or to group of women are also 
reina of r tvastade lta ees are ben taen nt trained in crochet work.nndbor being 

area o Bangladesh and bor- meet the demand. Alterna- It is hoped that this too will 
dering on the Sundarbans or tive products, particularly in become a source of reliable 
forests it seemed oHdrogratury the area of educational toys income to those concerned. 
for the Handicrafts programrn, 

of HEED to concentrate on 
utilising locally available wood 	 '?4... WE 


to produce m;,iiatare carved ,. 
boats and other items for sale in 

A.
2i..4.z
Dacca. This programme began 
in early 1979 with the selection 
of six trainees, local boys from .... 
the Bajua area. These have 
now reached acceptable stan
dards as producers and their 
products are brought up to . 
Dacca for sale tnro ,gh the .,..-* 
HEED -landicratts Shop. q 
Shetuh. 

The more abi of the 
original trainees are now ablef p
 

to earn some Tk. 500/- per .
 
mcnth, a very substantial .
 

andaddition to family income 
most welcome too. Miniature 
versions of country boats from v . 

Jessore, Mad ,qripur. Rajapur 
and elsewhere in .-Bangladesh :. 
now appear iii houses thro- j, 
ugnout Dacca as a testimony 

Above-Arkan All, sector head of 

Handicrafts work in Dacope. 

in 	 "Y!Below-Training session wood 

carving. 	 ,0. 

1............
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HEED BANGLADESH 
ANNUAL REPORT 1978/79 
D A C C A 

PROJECT 

Through its Dacca Camps 
Project HEED h- been invol
ved in work amongst the 
50,000 residents of the Bihari 
or non-local Relief Camps in 
and around Dacca. The most 
significant ev3nt of the year 
1978/79 was the announce
ment by the Bangladesh 
Government io September 
1978 that a further 25,000 
of the non-local community of 
300,000 would be repatriated 
to West Pakistan. This bro-
ught about a revival in inter
est in the whole repatriation 
question after a four year 
period of stalemate, and caused 
much unrest in the camps. 

HEED seeks to provide pre-
ventive and simple curative 
health services to mothers and 
children and to assist those 
few families who are prepared 
to consider a future in Bang
ladesh to move out of the 
Calmps. 

HEALTH SECTOR 

HEED's health programme 
began in August 1975 when 
the clinics of the International 
Committee of the Red Cross 
were taken over by HEED. 
Initially a high powered 

expatriate medical team was 
involved in the work but 
programme activities have 
changed much since that early 
period. The health sector now 
has a minority of expatiate 
staff and numerous national 
staff fill senior positions. The 

work is concentrated in the 
Mohammedpur area of Dacca. 

i fllfltlg 
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Above Et middle-New Relif Camp, Mohammedpur
 
Baeow-Chidren are the first to suffer in conditions where watet-orne and
 

infectious diseasos are ife. 
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New Relief Camp. Moha-
mmedpur, with its popula-
tion of some 20,000 persons 
living on 121 acres of land is 
the main centre for HEED's 
programme. Clinic services are 
provided for Mothers and 
Children (MCH) and field 
workers undertake health 
education and motivation. 

Since August 1978 three 
specially trained female para-
medical workers have worked 
in the clinics. It has been 
encouraging to see the para-
medics give special attention 
to each mother and her 
young children and every op-
portunity taken for health edu- 
cation. A useful tool has 
been the pink Road to Health 
card, a graph for monitoring 
a child's growth as against an 
acceptable average. Those 
children who fail to m intain 
a steady growth in weight 
of fall significantly helow 
average are singled out for 
special attention through the 
weekly Nutrition Programme 
with its special opportunities 
for teaching on nutntion. The 
paramedics are supervised and 
given in-service training by a 
senior-trained Bengali nurse. 

With t'- introduction of the 
female paramedics a major 
effort has also been made to 
reduce the range and quan-
tity of drugs used in the pro-
gramme. A basic list of only 
twenty-five drugs is all that 
is supplied and teaching ses-
sions are linked to the use of 
these. Mothers and children 
needing more expert attention 
are referred to local hospi-
tals. 

While the clinics remain the 
more visible pail of HEED's 
work an equally important 
part of the health work is the 

T' 
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Community nurse Svirnerachmn Khiano leads a traning and Admnistrative session 

with the Family Health Workers. 

Family Health Worker prog.a-
mme. Now in its third year. 
Family Health Workers cover 
all Mohammedpur camp cen-
ires. Each day the team of 
some 25 camp wornen moves 
Out from the clinic and the 
workers visit fifteen to twenty 
homes each. Homes with ex-
pectant mothers, young babies 
and paricularly sick children 
are visited most regularly and 
over a three month period all 
homes are covered. Teaching 
is given on a wide range of 
subjects, nutrition, care of 
young babies, scabies, diarr-
hoea. Family Planning, the 
role of the Mothers and Chil-
dren's clinic etc. Effective 
teaching in the home is seen 
as a key element in the effort 
to improve health standards in 
the camp. 

The majority of Family 
Health Worker training is now 
undertaken by a national 
nurse. 

In addition to the regular 
MCH and Nutrition Clinics 
specialised clinics are a!so 
held for pregnant mothers, 
for TB and Leprosy sufferers 
and for those needing dental 
treatment. In 1978 in excess 
of 700 habies were born in the 
New Relief Canp clinic under 
thu supervision af local mid-
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wives trained and employed 
by HEED. 

The existence of the Family 
Health Workers makes it 
possible for all camp residents 
to gain knowledge of clinic 
services. Family Health wor
kers refer patients for treatment 
or vaccination or in the event 
of a person defaulting on 
regular treatment, for exam
pl. for TB, the worker is ins
tructed to visit a specific 
home and encourage the pa
tient to maintain their treat
ment. The two elements of 
the programme, clinic based 
and community based respec
tively, provide a comprehen
sive health service for rrothers 
and young children. 

COMMUNITY DEVELOPMENT 
SECTOR 

HEED's early involvement 
in the camps work made it 
clear that a health programme 
alone would be insufficient to 
solve the problems of the 
camp. The need for a pro
gramme to meet more long
term reeds therefore became 
apparent. The community 
deve!opmrent programme is 
designed to assist those camp 
residents who accept the idea 
of a future in Bangladesh. 
Community Development 



activities fall under three main 
headings, those of population 
survey, education and lite-
racy training, and job place-
ment. 

The population survey work 
is now for the most part com-
pleted. Three hundred fami-
lies have been identified who 
are prepared to make some 
sort of commitment to the idea 
of settling in Bangladesh. 

The area of education has 
brought most encouragement. 
Well in excess of 250 people 
have attended Bengali literacv 
classes on four days a week 
throughout a nine month pe-
nhod. For some this has given 
the opportunity to enlist in a 
HEED-run Coaching Class and 
ten students successfully com-
pleted their matriculation in 
Bengali-medium (class 10 
schooling). With the transition 
from Urdu-medium to Bengali 
these can now look forward to 
the prospect of further educationarigoo emloymnt, 
tion and good employment. 


Since primary education in 

the camps is seen as a top 

priority need HEED assisted
 
seventy camps children to 
enter Bengali-medium schools 
in Dacca. These are now 
completing their first year of 
schooling at Government-re-
cognised schools. A com
mitment to the Bengali lang
uage represents a most sig-
nificant step towards accep-
tance of a long term future in 
Bangladesh while it in no way 
denies the use or beauties of 
the Urdu language. 

The third area, that of job 
placement, has proved as 
difficult as expected. The 
high unemployment rate in 
Bangladesh means that jobs 
are extremely difficult to 
obtain for everyone. For 

Biharis the problem is mul
tiplied several times over by 
the general lack of educa
tion and the mental dullness 
caused by eight years resi
dence in camps. The position 
for a job placement officer 
has only been filled for part 
of the year but during that 
time information was collec
ted on a range of opportuni
ties for training and employ-
ment. Four boys are studying
at St Joseph's Industrial Trai-
ning Centre, a large number 
of women have been found 
empoyment ina garmentma
nufacturig centre, while the 
largest numbers of opportu

nities have continued to arise 
at HEED's own Dacca Training 
Centre, where training is given
in Straw Art Craft, Carpet 
Making. Handloom Weaving 
Tapestry Work, Dyeing and 
Spestry W o f andDye 


Spinning. Many of the pro
ducts involved are on sale in
"Shetuli" The increased in-

comes this employment pro
vides are a major help towards 
a family becoming economi-
cally viable outside the camp. 
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Above: Mr. Hashib Khan takes a 
Bengali Literacy Class 

Below: Zamir as:ests survey results 
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HEED BANGLADESH 
ANNUL REPORT 1978/79 

HEED 
HANDICRAFTS 

PROGRAMME 

DACCA SERVICE CENTRE 

The general plan for HEED 
Handicrafts is to establish 
trainitig and production cen-
tres in the three existing pro-
jects of HEED and to have, in 
addition, a Service Centre in 
Dacca to be responsible for 
overall co-ordination and ad-
ministration of the Handicraft 

control,programme, quality 
design and publicity, purchase 
of raw mate~ials (not availa-
ble locally in the project 
areas) and marketing of fini-

shed products, both in Dacca 
and overseas. The Service 

Centre is also seen as a centre 
that can offer services to other 
handicraft producers who are 
not provided with such a 
back-up. 

From the commencement o 
HEED Handicrafts the rationale 
has been to set up a handi
crafts programme that could 
establish and continue to sup
port a training programme and 
the resulting production 
groups. It is intended to avoid 
developing dependencies of 
rural and urban producers on 
a marketing monopoly, but to 
give to producers the know
ledge and experience to at-
tain self-sufficiency and the 
freedom to use the facilities 
offered by the Service Centre. 
The emphasis therefore is on 
the producer in town and vil
lage. In order to adequately 

serve these groups HEED Han
dicrafts plans to develop an 
efficient commercial backup 
unit appropriate to the needs 
of producers and the demands 
of the market. 

The variety and quantity 
of HEED products and the 
potential of other groups 
producing high quality goods
has moved HEED to expand 

local sales facilities. In Sep

tember HEED opened its 
own Handicrafts Emporium, 
which is called Shetuli. In 
Bengali "shetu" means bridge, 
but also signifies cornmunica
tion "tifli" brush,means 
which wn take to represent 
craft, the intention being to 
convey the idea of an oppor
tunity for the poor to earn 
auni inomea the rihar 
through their purchase of 

handicraft products to contri
bute constructively to the re
habiitation of the poorer

i n of pin ehabil 
people. In a building in the 
same grounds a,- Shetulithere is a small Art School 

and Art Gallery. Ten boys and 
girls receive training in art 
with a commercial bias. The 
course offers a three year 
Diploma. 

.... 
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Zaman. Administrator of HEED Handicrafts. 
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Wiwi 
One of tie finished carpets gets a final 

inspection 

"
 

Millon of the Sales Counter sheluli. 
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Carpet weaving. Handloom weaving 

DACCA TRAINING CENTRE 
This centre was initially 

organised to train Biharis 
living in three camps in Dacca, 
The training in a craft has not 
been as difficult as the incul
cation of an understanding, 
of production and marketing, 
essential elements for anticipa
ting the situation tomorrow. 

Each trainee also attends 
literacy classes and learns to 
read and write Bengali. 

More recently amove has 
been made to introduce other 
Bangladeshi groups 
Training Centre. 

into the 

Training is given in a range 
of skills, including wool carpet 
and tapestry making, straw 
art craft, handloom weaving. 
tailoring and embroidery. 

' 
. 

" 
. 

*,.,'\, 

Straw Art Work 
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LANGU.'-GE 

SCHOOL 

DACA 
A),CAR 

1978/79 has seen a major 
overhaul of the HEED admi-
nistration. Extra responsibili-
ties taken on by national staff 
have been dealt with compe-
tently and a regular weekly 
training session has been 
instituted in which members 
of staff describe their work 
responsibilities to others and 
try to iron out problems. 

in December 1978 the 
issuing of the Foreign Dona-
tions order by the Government 
of Bangladesh made it neces-
sary for HEED to -register as 
a recipient of foreign funds 
in Bangladesh. Registration 
documents were submitted 
and HEED's registration subse-
quently apprcved. There is 
now an annual requirement 
for HEED's budget to be ap-

In September 1978 Dr. H. 
Larson visited Dacca and 
undertook a month long reas-
sessment of the HEED Langu-
age School. As a result of 
his report the course at the 
school has been completely 
revised under the supervision 
of Miss Ros Gooden, a mis-
sionary with the Australian 
Baptist Missionary Society. 

There was an immediate 
positive response from both 
agencies and missions and 

throughout 1979 the demand 

proved by Government and 
the number of expatriate
personnel permitted visas is 

strictly limited. 

As the HEED programme 
has developed it has been a 
great encouragement to see 
national staff taking more 
responsibility within the pro
jects. In Kamalganj several 
sections of the agriculture 
work are headed by Bangla-
deshi nationals as is the 
project service centre and the 

handicrafts work. In Dacope 
the Community Development, 
Building and Handicrafts 
Sectors are national led. The 
same also applies to the Dacca 
Camps Community Deve
lopment work and to the 
Personnel and Finance depart
ments in H. 0. This repre
sents a very significant transfer 
of responsibility and 'nationa
lisation' of HEED's work. 

for courses has increased. In 
1978 a total of seventy-five 
students took courses. In 1979 
more than one hundred and 
seventy-five students atten
ded. Offering a range of 
courses to cater for beginners, 
for the specialist or for the 
person wishing to complete 
two full years of study the 
school is now viable as an 
independent entity. Moves 
are being made to form a 
Board of Management from 
amongst those agencies which 
make most use of the school. 

4
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funds required for investmentSTATISTICAL 	 organisation. Opportunities 

are given for staff to attend will be much reduced as the 
SUMMARY 

special training courses and various sections become self-

PERSONNEL encouragement is given for supporting. Table 3 illustrates 
staff to undertake higher stu- qualitatively how income is 

As has been emphasised dies. Several staff have been developed as against expen
isithr o tI reortaEe able to attend Government diture in the establishment of 
is in transition rom a state 

run courses and now hold a group of production units. 
of etrate mwhianaet t certificates which will secure The approximate position of 

a state in which Bangladesh future employment for them some of the present sections 

natrponsie for th e os- in Bangladesh. within the programme is also 
given. It is clear that afterpart responsible for manage-

ment of the programmes. FINANCE 1980 the amount of expendi

has been a 50% reduc- HEED financial support ture required in the HandicraftsThere 
many different programme 	 will begin toin ie epatritea td- comes from 

ing the past two years and countries and is co-ordinated reduce. 

this process will continue through the Dacca office 

(Table 1). (Table 2). 1979 and 1980 are 

years extensive Agencies interested in fun-
Related to this transfer of in which very 

tor the ding HEED's activities should 
responsibility to nationals is 	 funds are required 

After write to the Executive Director 
an increasing input into the 	 Handicrafts programme. 

this initial period capital . for more information.
training of staff within the 

Tabl6 1 : Summary of Personnel, 	 20.9.79. 

Regular staff Contract Staff Trainees Expatriate 
+ others Workers(2 ) 

105(1) 25 18Kamalganj Project 113 

Dacope Project 28 1 6 6 
54Dacca Camps Project 	 27 65 2J 

23 32 137 3Handicrafts, Dacca. --
Language School 	 18 

-Headquarters 	 59 1 4 

233 34
268 193
Total 

(1)Includes 99 Manipuri Weavers.
 

(Q)Two further workers are studying at Language School.
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Table: 2 Summary of 1979 Budget and Funding Agencies 

Froject and Sector 1979 Funding Agency 
Budget (USS) 

Kamalganj-Leprosy Hospital 

Health 

Agriculture 


Community Organisation 
Handicrafts 
Service Centre 

Total 

Dacope- Administration 
Building 
Community Development 
Health 
Handicrafts 

Total 

Dacca Camps-Administration 
Health 
Community Development 

Total 

Handicrafts-Dacca Service Centre 
Dacca Training Centre 

Total 

HEED Budget Total 

77.791 TLM. 
61,026 TEAR 

1.29.598 CBM, 
WCON 

35,227 CSM. 
54.213 TEAR 

ICCO,MAP 
(UK). MAP. USAID. ADB 
USAID. DMG, OREBRO, ADB, 

(UK) 
72.436 ICCO. Liebenzeller. UM, USAID 

4,30.291 

66,1 44 CBM 
44,290 CBM. ICCO 
6,265 CBM 

44,788 CBM, MAP 
30.533 FAIR/CIDA 

1,92.020 

24.695 FMS. SMC, CBM 
33,600 MAP, TEAR (UK) 
28,432 TEAR (HO!.LAND) 

86.727 

1,16,427 FAIR, CIDA, TEAR 
1,34,113 NZ Govt, FAIR, CIDA. TEAR (NZ) 

FLOM 

2,50,540 

9,59,578 

Dacca Headquarters costs are prorated to projects (12% of total) 
HEED Language School is self-supporting 

Abbreviations 

TLM- Thp Leprosy Mission 

ICCO- Inter-Church Co-ordination Commi-
ttee for Development Projects 

ADB- Algemein Diakonaal Bureau, Holland 
CBM- Christoffel Blinden Mission 
DMG- Deutsche Mission Gemeinschaft 
WCON-World Concern 
UM- United Methodists. USA 
FLOM-Finnish Lutheran Overseas Mission 

FAIR- Fellowship Association for International 

Relief, Canada 
CIDA-Canadian International Development 

Agency
 
FMS-Finnish Missionary Society 
NZ Govt-New Zealand Government 
SMC-Sandiford Memorial Church, 

Scotland 
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Table 3 Comparison of Expenditure and Generated Income for Sections of 

Handicrafts Programme 

ExpenditureIncome 

Incomeand 

TimeExpenditure 

Note 	 Point X is the point in time at which expenditure reaches a maximum 
Point Y is the point at which incomo equals expenditure. 

Estimated Dates for reaching 
Points X and Y 

Handicrafts Sector X Y 

Kamalganj - Manipuri 1980 1983 

Kamalganj - Leprosy Rehabilitation 1979 1980 

Dacope - Wood Carving 1980 1982 

DTC - Carpets 1980 1981 

DTC - Straw Art Craft 1980 1983 

20 

\/
 



HANDIC AFTS SALES CENTRE
 
49, GREEN ROAD, DACCA-5.
 

0 COME AND VISIT OUR SHOP, ART GALLERY 
AND PRODUCTION CENTRE 

* SPECIALISTS IN
 
WOOL CARPETS, TAPESTRIES, PAINTINGS, BATIKS,
 
WOOD CARVING, MANIPURI WEAVING, HAND LOOM,

BLOCK PRINTING, CLOTHES AND MANY OTHER 
HAND MADE ITEMS 

- phone - 3!9123 
* SHOP HOURS 900 A.M.-8.00 PM. MON- SAT
 

http:A.M.-8.00


ITINERARY
 

20 - 21 February En route to Calcutta
 

22 - 26 Feburary Attending the 3rd Congress of the World
 
Federation of Public Health Associations,
 
Calcutta, Indai
 

27 February 
1 March In Nagpur, India
 

2 - 6 March In Dacca, Bangladesh
 

7 - 8 March En route to Washington
 



I 

Persons Contacted About WASH
 

Through the Congress of the World Federation of Public
 
Health Associations
 

USAID Personnel
 

Dr. Petec Knebel
 
Regional Public Health Advisor
 
USAID Sahel Development Planning Office
 
c/o Ambassade Americaine
 
B.P. 34
 
Bamako, Mail
 

Ms. Joan LaRosa
 
Population Health and Women's Division
 
USAID Mission
 
Dacca, Bangladesh
 

Dr. Jack LeSar
 
Health Officer
 
USAID Mission
 
New Delhi, India
 

Dr. Mary Ann Micka
 
Health Officer 
USAID Mission
 
Khartoum, Sudan
 

Dr. Gerold van der Vlugt
 
Health Officer
 
USAID Mission
 
Kathmandu, Nepal
 

Government Officials in Target Countries
 

Dr. Moussa Jatou Idi
 
District Medical Officer
 
Tahoua, Niger
 

Dr. Kabbashi Abdel Rahman
 
Ministry of Helath
 
Box 303
 
Khartoum, Sudan
 

Dr. Nimi Divengele Ambrosio
 
Direcao Nacional
 

de Saude Publica
 
Ministerio da Saude
 
Luanda, Angola
 



Mr. Alhaji Kebba Sanneh
 
Chief Health Officer
 
New Health Department 
Banjul, The Gambia 

Faculty or Staff of Universities and Research Institutions
 
in Target Countries
 

Prof. Dr. J. B. Khot
 
Prof. of Food Hygiene and Public Health 
Bombay Veterinary College 
Rare 1 
Bombay 400012 
Maharashtra, India 

Dr. Mubasher Mahmuda 
Prof. of Community medicine 
C-55 Officer Colony 
Ghazi Road 
Lahore, Pakistan 

Dr. Harish Narain Mathur 
Prof. Maternal and Child Health 
RNT Medical College 
Udaipur, Rajasthan, India 

Dr. Virendra Mohan 
Prof. Epidemiology 
C5 New Medical Enclave 
Circular Road 
Amritsar, Punjab, India 
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