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in Bangladesh
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The Sanitation, Hygiene Education and Water Supply
project in Bangladesh (SHEWA-B) focused on
promoting good hygiene and sanitation behaviors
through Community Hygiene Promoters (CHPs) who
conducted courtyard meetings, tea stall sessions, and
household visits using presentations, dramas, folk
songs and video shows to communicate hygiene
messages. The Government of Bangladesh subsidized
the construction of latrines and water points for the
poorest households and primary schools.
Hygiene Promoter using flash cards during
counseling session.

The Issue: Poor Hygiene and Sanitation Resulting in High Rates
of Diarrheal Disease and Acute Respiratory Infection
Three key factors have contributed to high under-five child mortality rates from diarrhoeal disease and respiratory
tract infections in Bangladesh: (1) poor access to sanitary latrines, (2) poor hygiene/hand washing behaviors, and (3)
unsafe drinking water. A survey conducted by Government of Bangladesh and UNICEF in 2009 found that only 58%
of the population in urban areas, and 50% in rural areas, used a sanitary latrine. Most people in Bangladesh do not
consider child feces as harmful so do not dispose of it in hygienic way (Bangladesh Bureau of Statistics/UNICEF, 2009).
A formative study conducted by UNICEF and LSHTM in 2010 showed that Bangladeshis washed their left and right
hands separately; they washed the right hand before eating and the left hand after using the toilet, and only with
water. Soap was perceived as a cosmetic product. A baseline study for the SHEWA-B project conducted in 2007
showed that a minority of rural Bangladeshis washed both hands with soap at key hand washing times, though
rinsing hands with only water was more common. In structured observations, only 33% of caregivers and 14% of all
persons observed washed both hands with soap after defecation. Less than 1% used soap and water for hand
washing before eating and/or feeding a child (Haider et al., 2010).
Arsenic in groundwater is a key health concern in Bangladesh. Exposure to arsenic over an extended period of
time can be dangerous and result in death. Arsenic mitigation requires providing access to safe water sources
while raising awareness and changing behaviors around the importance of drinking uncontaminated water. The
MICS survey (2009) showed that nearly 98% of the Bangladesh population use tube well water for all domestic
purposes.

The Response: The SHEWA-B
Program
The Government of Bangladesh (GoB) and UNICEF,
with the support of the Department for International
Development (DFID) of the British Government,
instituted the Sanitation, Hygiene Education and
Water supply-Bangladesh project (SHEWA-B).
The
Development Phase of the project began in 2001 and
was completed in 2005. The Implementation Phase
was operational from 2007 to 2010.
The overall goal of the SHEWA-B program was to help
Bangladesh achieve its Millennium Development
Goals relating to water and sanitation, and to child
survival. The aim was to reach some 30 million people
in 104 sub-districts (upazilas), making SHEWA-B among
the largest intensive hygiene, sanitation, and water
quality improvement programs ever attempted in a
developing country. A mid-term review in 2009-2010
recommended implementing the project in 76 subdistricts. The project reaches some 20 million people
in rural areas; and additional 10 million people were
reached with a mass media campaign and some
community-level activities.
The program areas were selected based on child
mortality rates, poverty, hygiene practices, and
access to sanitation and water supply. The poorest
and most underserved districts and sub-districts were
prioritized, as were remote paras (neighborhood units
of 20-30 households) in Chittagong Hill Tracts (CHT),

a post-conflict, hilly area in southeastern Bangladesh
tribal peoples who are often excluded from basic
social services, including education, health, nutrition,
safe water and sanitation.
Specifically, the SHEWA-B project sought to support
the Government of Bangladesh to:
1. Develop water and sanitation policies, strategic
plans,
and
program
implementation
in
communities and schools;
2. Improve hygiene behaviors among individuals
and in communities, schools, and markets in the
program areas;
3. Improve access to sanitary waste disposal in
communities, schools, and markets in the
program areas;
4. Improve access to safe drinking water and water
used for food preparation and hygiene in the
program areas; and
5. Improve adoption of hygiene and sanitation
technologies among the poorest sectors of the
population using cost-effective approaches.
Between 2007 and 2010, the SHEWA-B project
interventions were implemented in 16 districts and
reached some 20 million underserved people. The
project activities were implemented in the same
project sites through 2011 to ensure the sustainability
of the results for 1.5 million households with children
under 5 years.
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Figure 1. The Social Ecological Model (left side) and Corresponding C4D Approaches (right side).
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The SHEWA-B Program Approach
The SHEWA-B program was comprised of a Communication for
Development (C4D) initiative that had multiple components
conducted at different times during the lifespan of the program.
The program implemented a variety of communication for
development (C4D) approaches and addressed each of the
levels of the Social Ecological Model (Figure 1).
The Social Ecological Model (SEM) is a framework for
understanding the multifaceted and interactive effects of
personal and environmental factors that determine behaviors,
and for identifying behavioral and organizational leverage points
and intermediaries for health, water, sanitation, and hygiene
(WASH) promotion within organizations.
By identifying these
leverage points, program planners can influence how, and how
well, C4D health and WASH interventions are designed, received,
adopted, and supported by individuals, groups, communities,
organizations, donors, and policymakers.
The C4D approaches include advocacy, social mobilization,
social change communication (SCC), and behavior change
communication (BCC). These approaches are interrelated and
interactive, and using them in a well-planned program produces
a synergistic effect. Simple preventive actions by the individual,
family and community, stimulated by BCC and SCC, are the most
immediate means for improving health conditions and reducing
mortality rates. SCC can be used to create public dialogue that
allows groups of individuals or communities to define their needs
and collaborate to transform the way their social system is
organized, including the way power is distributed, and provide a
way for the community to collectively exercise their rights.
Advocacy strategies can pave the way for new laws, change a
policy that may be impeding change, and leverage resources to
increase access to services. Multi-level approaches help shift
community and organizational norms to ensure that behavior
changes are sustained over time.
SHEWA-B activities were
designed to address all levels of the Social Ecological Model.

Ensuring availability of soap and
water close to sanitation facilities was
key to regular hand washing with
soap.

The SHEWA-B
program included
women and the
poor in community
decision-making
about water and
sanitation related
activities. The
program also
encouraged
involvement from
local government
institutions.

The SHEWA-B Advocacy Component
The aim of the advocacy component of the SHEWA-B program
was to support the Government of Bangladesh to develop a
national policy and strategy that would reform the water and
sanitation sector.
In order for local governments and
stakeholders to own the objectives set out in the strategy, UNICEF,
in collaboration with local and national partners, conducted
advocacy meetings and created opportunities for dialogue and
analysis of sector-wide activities.
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Organizational-Level Social
Mobilization Activities
Many SHEWA-B educational and promotional activities
involved
teachers
and
students
in
selected
government and non-government registered primary
schools. School children are effective change agents
within the family and the community. The project
initiated Student Brigades, that is, groups of boys and
girls from classes IV and V who were involved in
promoting and monitoring hygiene and sanitation
practices in the family and community. Teachers were
trained to implement school sanitation hygiene
education (SSHE).
In addition to promoting hygiene and sanitation
activities through students and teachers, the SHEWA-B
program, in collaboration with the Directorate of
Primary Education [DPE], the Directorate of Secondary
and Higher Education [DSHE] and the Department of
Public Health Engineering (DPHE) provided support for
the construction and repair of latrines in schools to
ensure that boys and girls could use separate and
hygienic latrines.
The SHEWA-B program encouraged the involvement of
local government institutions in planning, coordinating
and monitoring water and sanitation activities, and
helped to strengthen such institutions as Union
Parishads and Pourashavas (municipal councils) as well
as Water and Sanitation (WatSan) Committees at the
ward, union and upazila levels. The objective for such
capacity building was to help these organizations
understand their roles and responsibilities in ensuring
safe water and sanitation as an integrated part of their
communities.

SHEWA-B program objectives. The community
followed up with a walk around the community
(called a transect walk) to observe the local water,
sanitation, and hygiene situation before determining
the needs for their area. A community map was
drawn to document the condition of all sanitation
and water supply facilities, as well as sites of open
defecation. These community activities helped to
create awareness of the problems and build
consensus around the potential solutions that could
be pursued through individual and collection action.
The collective decisions were documented in the
Community/Para Action Plan.
Community Hygiene Promoters (CHPs), Para Workers,
and Union Supervisors conduct courtyard meetings,
tea stall sessions, and household visits using
presentations, flashcards, dramas, folk songs and
video shows to communicate hygiene messages.
CHPs promoted improved sanitation facilities and the
use of hand washing devices, and focused on
motivating communities to construct hygienic latrines
and hand washing devices. The Government
subsidized latrines for the poorest households in the
program communities, and provided technical
assistance for construction different types of latrines.
Interpersonal and traditional communication
methods were also used to educate communities on
the dangers of arsenic in their water supply in order
to prevent them from drinking contaminated water.
The community-level approach presented a number
of challenges, including (1) facilitating and
managing the quality of the CAP/PAP process with
relatively little supervision for the CHPs and Para

SHEWA-B Community-Oriented
Activities
The SHEWA-B program initiated the Community Action
Plan (CAP) (or Para Action Plan (PAP) in the CHT area)
to engage whole communities in the decision-making
processes and operationalization of plans to improve
the water and sanitation situation in their locale. The
idea was to use a participatory and dialogic
approach to initiate social change.
In order to develop each CAP/PAP, Community
meetings were conducted to brief residents about the
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Workers, (2) developing effective communication
strategies to encourage behavior and social change
in communities, and (3) developing community-led
monitoring systems that enable communities to
review their progress toward completing the
CAP/PAP.

Individual- and Family- Oriented
Behavior Change
Communication(BCC) Activities
In general, Bangladeshi women manage water
resources for the household and have knowledge of
water sources and water storage methods. The
SHEWA-B program focused primarily on women
(specifically those with children under five years) and
the poorest households because they suffer
disproportionately
from
inadequate
sanitation
facilities, poor hygiene practices, and unsafe water.
At least 30 percent of the intended population for the
SHEWA-B program was affected by arsenic-laced
water sources (namely tube-wells). Since arsenic has
no particular taste or smell to identify it as dangerous,
it is important to inform individuals about the dangers
of arsenic poisoning from water sources that may be
nearest and from which it is easiest to draw water.
A communication campaign was implemented in
three waves to promote (1) hand washing with soap
at critical times (e.g., after defecation and before
feeding a child), (2) the use of latrines, and (3) safe
drinking water. Each wave of the campaign lasted
four months. Multiple communication channels were
used to disseminate messages about hygiene,
sanitation, and the dangers of arsenic, and to create
demand for safe and hygienic water and sanitation
facilities. In the CHT area, for example, Para Workers
used participatory action learning (PAL) techniques to
engage pre-school aged children and their family
members in regular, face-to-face learning sessions
about sanitation and hygiene practices, and to
motivate families to build low-cost latrines in their
households or obtain a free latrine through the local
Government WatSan Committee.

Key SHEWA-B Program Results
In 2012, a midline Health Impact Study (HIS) was
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conducted to assess health and behavior changes
after two years of ongoing interventions. The HIS
identified the extent of changes compared to
intended outcomes. Data were collected from 500
intervention and 500 control households. Changes
were evident for only a few of the eight key
behavioral outcome indicators:
•

•

•

•

Some 57% of household had water and soap
available at convenient hand washing locations
(UNICEF target was 55%).
Some 50% of all households had latrine slabs that
were clean (i.e., no visible feces) (UNICEF target
The HIS identified the extent of changes
compared to was 59%).
About 33% of households had access to a
hygienic latrine and safe drinking water (UNICEF
target was 44%).
Some 43% of households covered their drinking
water containers (UNCIEF target was 45%).

HIS water sampling showed that water contaminated
with E. coli was lower among intervention households
compared to control households.
The data that were collected on reported episodes of
diarrhea and pneumonia in children aged five years
and younger living in households that had received
the intervention showed that, after two years of
interventions, there was no difference in diarrhea or
respiratory disease in children under five years in the
intervention households compared to control
diarrhea and respiratory disease levels.
In 2010, an impact assessment was conducted to
measure program results in the rural program sites
(ICDDRB, 2011).
The study compared changes in
outcomes from 2007 through 2010. Overall, there was
little improvement in they key sanitation, hygiene, and
safe water behaviors between 2009 and 2010. There
was, however, a statistically significant change in the
proportion of households with an appropriate solid
waste system, from 3% at baseline to 10% in 2010.
An upazila-level assessment conducted by ICDDRB
(2011) showed that 29% of beneficiaries said that they
met a CHP or that a CHP visited their home in the two
months prior to the survey. A measure of CHP
performance indicators showed that 18% of
respondents acknowledged that they attended a
CHP courtyard meeting, and 40% of participants
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could recall at least three program messages. The low frequency
of contact between CHPs and the intended program populations
may have been one reason for not meeting the intended
outcomes for the SHEWA-B program.
Other reasons for poor
outcomes may have had to do with the timing of data collection
(i.e., seasonal variations) and the study design.

The Way Forward
The SHEWA-B program used a social ecological approach to
address sanitation, hygiene, and water safety issues in
Bangladesh. This systems approach requires (1) rigorous
coordination and commitment at multiple levels, specifically at
the
policy/advocacy,
organization/social
mobilization,
community mobilization, and individual and family/behavior
change levels, and (2) efficient and effective operationalization
of program interventions.
The SHEWA-B program achieved buy-in from policy- and decisionmakers through advocacy meetings, activated communities into
developing Community Action Plans or Para Action Plans, and
organizing schools to promote and monitor sanitation and
hygiene behaviors.
At the individual/family level, however, the influence of
interpersonal communication was limited; key messages were not
reaching enough households to generate a critical mass of
behavior change, or to create changes in social norms around
the program-specific sanitation, hygiene, and water safety issues.
The program interventions were not sufficient to create the
synergy needed to support and reinforce messages and
encourage sustained behavior or social change.
Results from the SHEWA-B assessments provide the program
stakeholders an opportunity to:
1. Review the structures and functions in the environment that
enable or inhibit change;
2. Review the way in which schools are implementing the
intervention and how schools as host organizations can
develop an organizational culture around sanitation, hygiene
and water safety in order to institutionalize the behaviors as
norms;
3. Revisit the role of CHPs as social influencers, and improve their
capacity to effectively counsel family members; and in turn
may influence environmental structures and functions to
create an enabling environment (i.e., bottom-up demandcreation), and

4. Revisit the role of CHPs as social influencers, and
improve their understanding of the social network
patterns in the program areas and consider the
efficiencies of using a social network approach to
increase the reach for key behavior and social
change messages. Families, informal social networks,
religious groups, and neighborhoods (that make up
communities) are important potential communication
channels that influence individual and communal
behaviors and social norms, and
What is clear is that the SHEWA-B program used a holistic lens
to focus on the problems of sanitation, hygiene, and water
safety, and designed interventions to address the multiple
levels of the social ecological model. This approach enabled
members of WASH Student Brigades to function as change
agents, and for communities to engage in intra- and intergenerational social and community learning. Interpersonal
communication allowed community members in remote
areas that were not covered by a media footprint to receive
positive health promotion messages. Community members
were able to give voice to their issues through dialogue,
social mapping, and collective planning. Communication at
multiple levels, from individual to policy levels, reawakened
the social responsibility of the Government to improve the
wellbeing of the poorest segments of the society, and to
invigorated communities’ sense of social responsibility to
ensure that the poor have access to safe water.
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Refinements to the SHEWA-B program interventions based on
the evaluation results will help to increase the contribution of
C4D toward achieving the program and Millennium
Development goals.
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