
L~4

-

— ~_..z •‘—~

C

204 3 16511

Tel.: +31 70 30 689 80
Fax: +31 70 35 899 64

c~/J~Ltf~FJS



“Annesha”

Formativereportconductedto formulateanArsenic
CommunicationStrategy

for
TheDepartmentOf Public Health Engineering

with
Unicefassistance

l’9 66898 OL ~+ :x~d
0868908 OL LC+ :jej

3fl~~’g-.~3H1 DY 609~‘061.86 ~ ~

OIdI AEiV~J9gi

Asiatic Social

February16, 1999

LIBRARY IRC
P0 Box 93190,2509 AD THE HAGUE

Tel.: +31 70 30 689 80
Fax: +31 70 35899 64

BARCODE:
LO:



EXECUTIVE SUMMARY

In December1998, Asiatic MarketingCommunicationsLimited was awardeda contract
to developacommunicationstrategyin supportingtheUnicefassistedarsenicmitigation
programof the Departmentof Public HealthEngineering,Governmentof the People’s
Republicof Bangladesh.

As precursorto thestrategydevelopment,Asiatic MCL undertookextensivefield trips to
gain first handexperienceof knowledge,attitudeandpracticesrelatedto arsenicaswell
asto study thevariousaspectsofthearsenicproblemandpotentialsolutions.

Twoteamsvisited 5 districts (Jessore,Satkhira,Manikganj,Nawabganj& Madaripur) in
January,1999, coveringa total sampleof 700 respondents(approx.). Group discussions
and interviewswere held with different targetgroups like healthworkers, sub-assistant
engineers,local leadersand membersof the affectedcommunitiesincludingarsenicosis
patients.

Key findingsemergedfrom the field:

• While therearewide variationsin what peopleknow aboutarseniccontaminationand
its consequencesfor health,acrossgroups,awarenesslevelsarevery low

• The level of awarenessis relatively higher in those areaswhere some arsenic
mitigation activities havebeenconducted

• The difference betweenpathogen free and arsenic free water was not clearly
understood

• Thereexist somemisconceptionsaboutarseniccontaminationand its outcomese.g.
confusionbetweenarsenicandiron

• There is a generalresistanceto changewater consumptionand water management
behavior

• Peopleexpressedan unwillingnessto sharetubewell water
• Thepredispositionto behaviorchangeis relativelyhigher in thoseareaswherethere

are casesof Arsenicosis
• Tubewell testing is conductedmainly by DPHE mechanicswho havenot received

any direct or formal trainingin theprocedure
• Peoplearemorepredisposedto switchto asafesourceofwaterif:

• it is familiar
• doesnot contradicttheir existingbeliefs
• is economicallyviable and
• availableat the individual householdlevel

• No standardizedprocedurewas followed to paint tube wells that are found to be
contaminated



Manysuchfindings andtheiranalysishelpedtheresearchteamto arriveat various
implicationsfor communication.The implicationsgive specificpointersfor theform,
contentandchannelsofcommunicationfor thearsenicmitigation campaign.At thesame
time therearesomeimportantgenera!issuesthat needto be reiterated,asthesewill
fundamentallyinfluencethefinal communicationstrategy.Thekey implicationsfor
communicationstrategyare:

a) Needto standardizeinformationat all levels

It was found from the field that thereis an information vacuumnot only in caseofthe
affectedpopulation but also with govt. functionaries,administratorsand local leaders.
This has in somecasesevenled to sporadicnon-uniform decisions,which may cause
more suffering to the people. Thus there is a strong need to provide standardized
information at all levelsso that all affectedand relevantaudienceare in a position to
makeinformeddecisions/choices.

b) Needto redefinethe conceptof safewater

Though several options for drinking water such as deep-tubewells,PSF etc were
mentionedby the audienceconceptof ‘Nirapad Pani’ acrossthe board was tube well
wa/er. Sincewaterof eachand every tube-well is not ‘safe’ any morein the contextof
arseniccontamination,the communicationstrategyneedsto give a proper interpretation
oftheconceptof safewater which is pathogenfreeaswell asarsenicsafe.

c) Penetratingcomplacencyvs creatingpanic

Respondentsin theareasvisited were notanxiousto changetheirwaterconsumption
practicesorseekviablesolutionseveiiwhen theywereaware that theyweredrinking
arseniccontaminatedwaterwhich was detrimentalto their health. in areaswherethere
werefrank casesofArsenicosistherewassomeconcern..,but evenherethereseemedto
be a tendencyfordenialora falsesenseof invulnerability. All serviceprovidersseemed
to believethat if peoplewereto be spurredto changetheirbehaviorstrongervisualand
conceptualstimuli and more emphatic messagingwould be required. Our initial
concernwasthat suchan approachwould createwidespreadpanic,generateunfulfillable
demandfortestingandconsequentfrustration. In orderto addressboth therealitiesin the
field andour legitimateconcernit would perhapsbe appropriateto adoptatwo level
approach

• arelatively soft awarenessraising approachin themassmedia.. . onewhich
informswithout creatingpanic;

• arelatively morepersuasiveapproachin programareas(wheretesting
activitiesare in progress);this approachwill aim to not only raisebehavior
but encouragepeopleto seekandadoptacceptablesafewateralternatives.
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d) Sensitivity to gender

Universally,womenandgirls wereresponsiblefor thecollectionof waterfor all domestic
purposes(drinking, cookingandstorage).Suggestingthat drinking waterbe collected
from a sourceotherthanthetubewell in theimmediatevicinity of thedwelling hasa
fundamentalimplication for women’swork burden.They mayhaveto walk some
distance,carrybacka load ofup to 10 kg or more, spendtime fetchingand managingthe
waterandsoon. Overworkedwomenfor whomthe“para” tubewell providessome
reliefin agruelingscheduleofdomesticandfarmingactivitiesshouldnotbe burdened
with extrachores. Moreover,in mostcaseswomen’smobility is restricted;theymaynot
be permittedto go morethanacertaindistancefrom their homesortheymaynot be
allowedto go into certainareas(wheresafewateris available). Forthesereasonscare
will needto be takenwhile suggestingsafewateralternatives.Gender progressive
solutionssuchastheparticipationofmenandboysor communitywatercollection,
sharingandmanagementapproacheswill needto be encouraged.

The opportunitiesto reachinformationto womenandto changetheir andtheir families’
behavior,areconstrainedby women’srestrictedmobility, theirnegligibleinteractionwith
serviceproviders(otherthanhealthworkers),theirexclusionfrom social forumssuchas
Jatrasandhaats,theirlower levelsof literacy,andthegenderdisparatedecisionmaking
structuresin thehousehold. Existingopportunitiesto communicatedirectly with women
(e.g.throughhealthworkersandhealthcenters)will haveto be usedto thefullest extent.
Additionally, newandacceptableagentsof inter-personalcommunication,suchashigh
schoolstudentswill haveto be enrolledto reachwomen. Finally, all arsenicmitigation
communication,especiallythat directedatthecommunity in generalorat men,will need
to recognizeclearlywomen’scritical role in waterrelatedactivitiesandtheneedfor them
to participatein all decisionspertainingto safewateroptions.

Whereaswe did not comeacrossany exampleof genderdiscriminationtowardswomen
sufferingfrom Arsenicosis,thereareampleanecdotalreportsto confirm thatthe
disfiguringandincapacitatingeffectsoftheconditionleadto womenbeingdoubly
victimized— bothbecauseoftheir diseaseandbecauseoftheirgender. All
communicationon thesocialimplicationsofArsenicosiswill necessarilyhaveto address
thegenderdimension.

e) Recommendationof safewater options and promoting water sharing and
management

From the findingsit is adequatelyclearthat thereis a deepresistanceto watersharing.
At thesametime peopleseemto be predisposedto acceptingthoseoptionswith which
theyarealreadyfamiliar, thosewhich do not entailextracosts,thosethat do not
contradicttheirexisting beliefsandthosethat canbe availableatthehouseholdlevel.
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Thereforethestrategywill haveto focuson initiating theprocessofattitudechange
towardssharingand managementof safewaterresources.

I) Statusof the arsenicmitigation program in the field

Thecommunicationcampaignwill haveto be plazmedandimplementedin tandemwith
programactivitiesto ensurethedesiredmutualreinforcementeffect. In additionto being
basedon findings from thefield, communicationcontentswill needto be shapedby
standardizedprograminformation,e.g.which safewateroptionsareto be promoted,who
shouldbe contactedfor tubewell testingandwhen,how shouldwatersamplesbe
collectedandsoon. Further,thecommunicationcampaignwill haveto work to publicize
andpromotethe arsenicmitigation programandactivities.
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Part!

Approach to Formative Research

1. Introduction

The problem of arsenic contamination in groundwater of Bangladeshhas major
implicationson nationalhealth. It is for this reasonthat the Governmentof Bangladesh
alongwith UNICEF hasundertakenan arsenicmitigation program.

In Decembel- 1998, Asiatic MCL was hired for the purposeof developingan arsenic
communicationstrategy. A scratchstrategypaperwasdevelopedby Asiatic, dueto lack
of any detailedinformationabouttheKAP ofthe affectedpopulationit wasfelt necessary
that Asiatic should undertakeits own researchwith the specific objectiveof gathering
informationfor developingcommunicationfor theDPHE arsenicmitigation program.

Deskresearchwasconductedat theoutdoorsto understandthevariousarsenicmitigation
programsof different organizationsand also to study existing communicationmaterial
availableon the subject. The deskresearchalso gavea betterunderstandingof what to
expectfrom thefield. (Findingsareoutlinedin theAnnexures)

A detailedfield researchplan waspreparedand approvedby the client. Basedon this
plan five field trips were undertaken.The researchteamcomprisedthe Asiatic arsenic
team, MIRC Mode (Asiatic’s researchpartner) operations researchmembers and
representativesfrom UNICEFDhakaand its field offices.

Thekey findings of thisresearchandthepostanalysisof implicationsfor communication
strategyhavebeenenumeratedin this document.

The document is organized in two parts. Part I consists “Need and Objectives of
Research”andthe“MethodologyAdoptedfor Conductingand AnalyzingtheResearch.”
Part II of the documentcontainsthe“Key Findings” from the field. The findings have
beendivided under relevantthematicheads.At the end of eachsectionimplication for
communicationhavebeenlisted. Key findings and implicationswere identifiedthrougha
processof discussionand consensusby all researchteammembers.Raw data from the
researchexerciseareavailablewith theagency.

It is expectedthat this documentwill contributeto a growing body of researchon the
arsenicproblemfrom theaffectedpeople’spoint of view andwill stronglycontributeto
communicationstrategydevelopment.
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2. Needfor Research

• Therewasa needto understandtargetaudience’sattitudesand behaviorrelatedto
variousaspectsof arsenic

• TherearefewKAP studiescurrentlyavailableon variousaspectsrelatedto arsenic
• Therewasno a needto exploreopportunitiesandchannelsofcommunications
• It wasnecessaryto understandthegapsbetweenknowledgeandpractice
• It was necessaryto understandTargetGroups (TG’s) responseto Govt. and NGO

programson arsenic
• Therewasa need to assessTarget Groups (TG’s) responseto past and proposed

communication

The agency did not pursue a quantitative baseline study but opted for qualitative
approachesto collectdata/ info which would enrichcommunication!creativestrategies.

3. Objectives

To assesssomeorall of the following in selectedgroupandindividuals:

• Knowledge, attitude and behavior with respect to water collection, use and
management

• Knowledgeandattitudewith respectto arseniccontamination
• Responseto alternatesourcesofwater
• Responseto pastandproposedcommunicationactivities
• Mediahabitsandopportunities
• Role of serviceproviders/communicatorsin promoting and monitoring safe water

consumptionandcasemanagementof arsenicosis
• Resistanceto changingwaterconsumptionbehavior
• Genderbaseddifferencesin

a) decisionmakingandwaterrelatedactivities
b) accessto mediachannels
c) relationto arsenicosis

andtheimplicationof thesefor thecommunicationlcreativestrategies
• Social andclinical understandingandresponseto arsenicosis
• Views on what shouldbe doneandby whom for arsenicmitigation
• Understandingcommunicationimplicationoffindings basedon aboveobjectives
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4. ResearchMethodology

4.1 TargetAudience

The following targetgroupswereidentified for research:

• ExposedPopulations: Men,Women,Children,High SchoolStudents
• Service Providers (and potential communicators): Health Workers/Assistants,

Family Welfare Assistants,Sub-assistantEngineers,AgricultureExtensionWorkers,
NGOs(managers,grassroot workers),VDPs,medicalpractitioners

• Affected Populations: Patients and their families, Neighbors, other community
members

• Community Leaders: Union ParishadChairmen, women members of Uiiion
Parishad,DeputyCommissioners

4.2 AreasVisited

The following areaswerecoveredto study thearsenicproblem:

1. JESSORE District with casesofArsenicosis.
Thana Jhikagachaand Sharsha

Sample
-Personssufferingfrom Arsenicosis
-Membersoftheirfamilies
-Neighbors
-Healthworker/s
-SAE/s
-Medical Doctor/ RMP
-NGO

Objectives

1. To assesssocialand clinical understandingandresponseto arsenicosis
2. To assessTGsviewson what shouldbe doneandby whom
3. Roleof serviceprovidersandopinion leadersin casemanagementof

Arsenicosis

Dateline 10.01.99-12.01.99
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2. SATKHIRA District wherealternatesourcesof arsenicsafewater e.g. PSF,RWH,
Deeptubewellsareavailable.

Thana SatkhiraSadarandKolaroa

Sample
-Families
-SAEs
-NGOs
-Local Leaders
-High SchoolStudents

Objectives

1. To assesswaterusageandmanagementpractices.
2. Knowledgeofandattitudetowardsalternativesourcesof safewater.
3. Knowledgeandattitudeto arseniccontamination/ arsenicosis.
To developideasfor proposedcommunicationon alternativesourcesof

Dateline 11.01.99-13.01.99

3. MANJIIKGANJ and MADARIPUR District with high arseniccontamination
coveredby UNDP,ICDDR,Bandproposedfor theDPHE/UNICEF programe.
Thana Singair,Shibalyaand Shibchar

Sample
-Families
-Local leaders
-SAEs/ Healthworker
-\TDP
-NGOs [eg BRAC]
-High SchoolStudent

Objectives

1. To assessknowledge,attitudesandbehaviorvis avis waterusageandmanagement.
2. To assessknowledgeandattitudestowardsarseniccontamination
3. To assessresponsesto alternatesourcesofsafewater
4. To assessresponsesto pastandproposedcommunicationactivities
5. To assessmediahabits/ opportunities
6. To assessrole of service providers / communicationsin promoting safe water

consumption
7. To assessresistanceto changingwaterconsumptionbehavior
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Dateline 04.01.99-06.01.99(Nlanikganj) and 17.01.99-19.01.99(Madaripur)

NAWABGANJ District with few alternatearsenicsafewatersources
Thana ShibganjandNawabganjSadar

Sample
-Families
-Local leaders
-SAEs/ Mechanics
-NGOs
-High SchoolStudents
-AgricultureExtensionStaff

Objectives

1. To assessknowledge, attitude and behavior with respect to water usage and
management.

2. To assessresponsesto alternatemeansofmakingwatersafe/collectingsafewater
3. To assess/identifyrole of serviceproviders!communicatorsin monitoringsafeunsafe

waterconsumption
4. To assessresponsesto pastandproposedcommunicationactivities

Dateline 22.01.99-25.01.99

4.3 SampleSize

A total of700 respondents(approx.)wereinterviewedin theabovefive districtsand
amongthemnearabout40%werefemalerespondents.An equalratioof maleandfemale
respondentswasmaintainedin all groupsexceptin caseswherethiswasnot possiblee.g.
SAE/Mechanicgroups.Teammembersweredivided into two subgroupsto coveral 1 five
areas.

4.4 Techniquesfor Research

Standardqualitativeresearchmethodswereemployedfor theresearchactivities.

GROUPDISCUSSIONS
• Target groups were identified on the basis of their role as beneficiaries and

disseminatorsof thecommunicationcampaign.
• Field operationofficers from MIRC-Mode (researchpartnerof Asiatic MCL) were

sentout to the identified locationsandweregiven theresponsibilityof organizingthe
groups.

• All groupswereconductedby membersoftheAsiatic arseniccampaignteam.
• Male and female groupswere conductedseparatelykeepingin view the patriarchal

natureofBangladeshisocietyandthespecialrole ofwomenin watermanagement.



• Whereverpossiblehomogeneity(in termsof age,incomelevel, andsocial status)was
maintainedin selectionofgroupmembers.

• While detailedguideswere preparedand followed during thegroupdiscussions,the
moderatorsapplied discretionto digress.(Thesegroup guideswere providedto all
teammembersin aresearchfolder)

• Most ofthediscussionswererecordedon audio tapes.

TPANSECT WALKS
• General observations were made during intervals between FGDs through

transectional walks in the villages/areasvisited and team memberswere askedto
record their observationsfrom the field in a specified format. (Attached in the
annexure)

IN-DEPTH INTERVIEWS
• In caseswhere it wasnot possibleto organizegroupse.g. local leaders,registered

medicalpractitioners,NGOsetc.,in-depthinterviewswereheld.

STIMULI RESPONSE
• Most groupswere exposedto communicationmaterial samplespreparedby Asiatic

andtheir responsesweregauged.
• At the end oftheirgroupdiscussionsstudentswere providedinformationon arsenic.

Then thegroupsweresplit up and theywere askedto comeup with solutionsto the
arseniccommunicationproblem.

4.5 Toolsfor Research

All membersof the researchteam were given a ‘Field Visit Kit’ which containedthe
following:

• DetailedDiscussionGuidesin theform ofopen-endquestionnaireswerepreparedfor
various groupsto be conducted.Separateguides were preparedfor the following
target groups- SAEs/mechanics,health workers, affected communities/families.
(Copiesoftheguidesaregiven in annexure)

• Laminated copies of creatii’es prepared by Asiatic were taken as a stimuli to
understandall respondentsreactionto language,visualsand concepts.

• An observationGuidewaspreparedwhich hada list of key observationpoints. A lot
of informationcanbe gatheredthroughobservationof surroundingsandsituations.

4.6Data recording/interpretationandanalysis

RECORDING

• In all groupdiscussionstherewasone moderatorand one ortwo datarecorderswho
hadtheresponsibilityofwriting downall conversations.

• In additionto manual datarecording,taperecorderswere also usedto recordgroup
discussionsandin-depthinterview.
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• Still cameraswere usedfor recordingmost of the activities and observationson the
field. Both negativesandtransparencyfilms wereused.

INTERPRETAHON & ANALYSIS

I. Datarecordersin eachgrouppreparedareporton thegroupsrecordedby them.
2. This datawas organizedon the basis of Knowledge,Attitude, Behavior,Mobility,

MediaHabits& Opportunitiesof eachTargetGroup.
3. Eachreportwasdiscussedin a groupsituationwith therestoftheteam.
4. Key findings andconclusionsweredrawnandorganizedfrom thesediscussions.
5. Implicationsweredrawnon thebasisofthesekey findings.

4.7 Workshopfor researchteam

A one-dayworkshop washeld to orientthe visiting teamsto the conceptof arsenicand
the DPHE programand the need and method of research.The following topics/issues
werecoveredin theworkshop:
• Introductionto thearsenicproblem
• Thecommunicationchallengeand needfor research
• Genderandarsenicmitigation
• Using thetestkit
• Collectingdata: techniquesandtools
• Researchplan
• Reportwriting
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Part II

KEY FINDINGS FROM THE FIELD
and

IMPLICA TIONS
for the

COMMUNICATION STRATEGY

Datagatheredthroughinterviews,groupdiscussionsandobservationswerecompiledand
analyzed. Key findings, those that will help shape the form and content of
communicationmaterials for different groups, have beenorganizedaccording to the
following heads.

D Awarenessof arsenic contamination and its outcomes
o Current water consumption and managementpractices
o Willingness to adopt modified water consumption and managementpractices
o The arsenic mitigation programme
o Responsesto alternative sourcesof safe(arsenicfree) water
o Arsenicosis: knowledge,attitude and behaviour ofand towards patients
o Health seekingbehaviour
o Potential communicators and changeagents
o Potential media
o Responsesto tube well testing
o Responsesto creative stimuli

Al the end ofeach section, a list of implicationsfor the communication strategy has beeui
provided.



A. AWARENESS OF ARSENIC CONTAMINATION AND ITS OUTCOMES

1. While there are wide variations in what peopleknow about arsenic
contami,,ation and its consequencesfor health, across groups,
awarenesslevelsarevery low

In general, awarenessand knowledgeabout arseniccontaminationof ground
waterandits consequencesfor humanhealthwerelow. This wastrue for all the
groups with whom we met. Government and non-government officials’
knowledge about the subject was patchy and non-standard. Many were
uninformedabouttheextentof thearsenicproblem,its causesand consequences
and mitigation possibilities. This applied to district administrators (deputy
commissioners,DPHE executiveengineers),thana officials (SAEs, THFPOs,
TNOs) andunionpoliticians (chairmenandward members). In oneinstance,the
DC (Satkhira)hadarbitrarily issuedan orderto sealall tubewellswithouttesting.

Similarly, amongfamilies in the villages of all the areaswe visited knowledge
about arsenicwas sporadic,non-existentor inaccurate.It was observedthat
youngerrespondentswere moreawareaboutthe arsenicprobleme.g. high school
studentsin Manikganjknew moreabout it thantheir parentspresumablybecause
oftheir age,receptivityandeducation.

2. The level of awarenessis relatively higher in thoseareaswhere some
arsenic niitigation activitieshavebeenconducted

In general,knowledgelevels aboutthe arsenicissuewere higher in thoseareas
wheremitigation activitieswere being conductede.g. in Singairthana,Manikganj
whereICDDR,B hadsuchaprogramme.This wasalsotrue for areaswheresome
membersof thecommunityhad developedvisible symptomsof arsenicosis.For
example in Shamta village in JessoreAsia Arsenic Network had conducted
interventionsandpeopleknewthat therewasno curefor thecondition,that it was
not contagiousandthat it wasnecessaryto switch to a safewater sourceand so
on.

In those areaswhere arsenicmitigation activities were being conducteddirect
sources of information included government and non-governmentservice
providers(whoseknowledgewasat bestlimited; seeabove). In other areas,for
most groupswho were aware,the principal sourceof information aboutarsenic
contamination was the mass media. Knowledge levels in communities
neighbouringaffectedcommunitieswerelow like elsewhere,suggestinga limited
“spill over” affect of localizedarsenicprograms.
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3. The d~fferencebetweenpathogenfree andarsenicfree water was not
clearly understood

Almost all respondentsdescribedtubewell wateras“Nirapad Pani” while other
safe water options were also suggestedby different groups specifically in
Satkhira, Jessoreand Manikanj where there are alternate source of water or
arsenicmitigation programs.Theotheroptionsmentionedwere asfollows:

• pond-sandfilter (Satkhira& Manikganj)
• rainwaterharvesting(Jessore& Satkhira)
• additionofalum (all over)
• sinking deeptubewells (JessoreandNawabganj)
• kolshi/chari (Manikganj)
• boiling (all over)

Therewas no clearunderstandingon which option is pathogenfreeand which is
arseniccontaminationfree.

4. There existsomemisconceptionsabout arseniccontamination and its
outcomes;mostimportantlyacrosstheboardarsenicwasconfusedwith
iron

Arseniccontaminationwasconfusedwith iron in thewateralmosteverywhere.
In all theplacestheanswerofthequestionof what arsenicis-wasiron. The result
was that peoplebelievedthat (a) arsenicis foundonly in waterwith iron, (b) if
iron can be removedarsenicalso goes, and (c) any waterwith iron hasto have
arsenic. Some people in Nawabganj thought that arseniccontaminationwas
causedbecauseof afault in thetubewell which could be mended. A few service
providersand schoolstudentseventhoughtthat arsenicwasa micro-organism.
Some suggestedthat the addition of a suitable “medicine” or boiling would
removearsenicfrom water. Peoplebelievedthat if sometubewells in a delimited
areatested safe, then all the tube wells in that area could automatically be
consideredsafe.

Implications

Arsenicis a palpable and immediateproblem for thepeopleat risk. But it is not seenby the
massesas such.~.The slow pace of its effect is a cushion to people’s complacency.
Communication on arsenic should juxtapose the complacencywith sharp reminder and
solution oriented messages.Thus:

Easy alternate sourceof water should be recommended.
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2. Low costcorrective actions should parallely be su~aested.

3. Common misconceptions(such as arsenic = iron) should redressedevenif theyhave
a positiveco-relation for correcting arsenic levelsin water.

4. Government and non-government officials need to be brought onto a standardized
platform of knowledge and understanding of the arsenic issueso that they can
provide an enabling and supportive environment for arsenic mitigation activities.

5. Needto redefinetheconceptofsafewater in thecommunication.

B. CURRENT WATER CONSUMPTION AND MANAGEMENT PRACTICES

1. Waterfrom tubewells is usedalmostuniversallyfor drinking andsome
other domesticpurposes

Everywherewomenand girls were responsiblefor collecting water for cooking
the family meals.Most householdsvisited had a tubewell within their immediate
vicinity. Forthis reasondrinkingwaterwasnot stored. It wasconsumeddirectly
from the tube well. (This behavior needs to be verified through a detailed
research,especiallyin areaswheretheratioof tubewellsto peopleis high)

2. If apondis locatedata convenientdistance,waterfro,n this sourceis
usedfor all domesticpurposesexceptdrinking

Waterfor cooking in somecaseswascollectedfrom convenientlylocatedponds.
Pondwaterwasusedforbathing,washingclothesandutensilsandwashingcattle.
Almost all respondentsrejectedthe pond as a sourceof drinking water, even in
caseswhere it had beentreatedthrough a PSF (e.g. in Satkhira& Manikganj)
sayingthat it wasuncleanandthereforediseasecausing.

3. Womenandgirls’ mobility is generallyrestrictedtowithin the ‘~para”

It was observedthat if safe drinking water has to be accessedfrom a
outside the family compoundor “para” women and girls may or may
permitted to do so. In any case almost everywhere(except Jessore
arsenicosiscases had made communities somewhat more cautious)
themselvesexpresseda reluctanceto makean extraeffort to collect safe
their tubewells testedcontaminated.(ref. C. I., pageno. 5)

source
not be
where

women
water if
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Implications

1. Gender sensitivity will need to be exercisedwhen suggestingalternative sourcesfor
the collectionof safewater asthesemay result in increasingwomen’swork burden.

2. A family’s choice of alternative sourcesof safe water will be limited by restrictions
on women’s mobility; we will have to cognizant of this while defining the
communication content.

3. Men particularlyll need to be encouragedto participate in drinking water collection
and storage.

4. The negative attitude to using pond water for drinking purposes will need to be
addressedthrough providing viable solutions. .

C. WILLINGNESS TO ADOPT MODIFIED WATER CONSUMPTION AND
MANAGEMENT PRACTICES

1. There is a generalresistanceto changewater consumptionand water
managementbehaviour

In generalpeopleexpressedan unwillingnessto changetheirwaterconsumption
habitseven when they were aware that the tubewell water they were consuming
was/could be contaminatedand could have consequencesdetrimental to their
health. We observedthat in areasof Jessoreand Manikganj, water from tube
wells that had beentestedand confirmedasarseniccontaminatedwas still being
usedfor consumption. This wastrue for familiesand serviceprovidersincluding
HWs,DPHE mechanics,andWardMembersoftheUnionParishadaswell asfor
high school students. Older people were more skeptical about arsenic related
information.

commonreasonsfor complacencyandnot wantingto changebehaviour(observed
by usandcited by respondents)wereasfollows:

• Unshakablefaith createdoverthe last 20 yearsin thepurity of tubewellwater
andconsequentlack of faith in otherwatersourcese.g.pondwater;

• Lack of visible evidence, e.g. arseniccontaminatedwater “looks clean”,
drinking suchwaterdoesn’tcauseany immediatehealthproblems,etc.

• Security in groupbehaviour,i.e. “everyonein the village/family drinks the
samewater”

+ Unavailabilityof safewateroptionsin the immediatevicinity,
• Unwillingnessto makean extraeffort to collect safewater e.g.walk an extra

distance,
• “Unpalatable”tasteofwaterfrom othersources
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• Invulnerability and fatalism... “it will not happento me” or “it is not in my
hands”

2. Peopleexpressedunwillingnessto sharetubewellwater

In general tube well owners’ were unwilling to sharewater. In Jessoreand
Satkhira,theyfearedthat their tubewell would be damagedif it wasusedby too
many people. For some others it was a prestige/securityissue — they were
unwilling to let their womengo to others’ homesto ask for waterfor example
SAE in Jessoresaid that he had a greentubewell acrossthe road from his house
but he couldnot let thewomengo there.

3. Peopleare morepredisposedto switch, to a safesourceofwater~f
-it isfamiliar
-doesnot contradicttheir existingbeliefs
-it is economicallyviable
-it is availableat thie individual householdlevel
-theyknow ofcasesofarsenic

Basedon thesecriteriathe kolshi/chari and alum additionmethodsof purifying
waterwereacceptableespeciallyin ManikganjSadar.Deeptubewellswerefound
to be too expensive.PSFwas not only found expensive,the input waterlooked
too dirty to be trustedfor drinking. Furthermorecommunity membersin Satkhira
remarked that the installation and maintenanceof the PSF was subject to
communitypolitics. In severalareaspeopledependedon Rainwater harvesting
for drinking water.This practicecould possiblybe extendedto neighboringareas.

Thepredispositionto behaviourchangewasrelativelyhigher in thoseareaswhere
therewere arsenicosispatientsand where information was availableaboutthe
causes of the diseaseas well as alternate water sources (e.g. Jessore&
Manikganj). In generalwhile therewasan underlyingconcern,perhapsevenfear,
regardingarsenicin water therewere no visible signs of panic. This was true
evenfor thoseareaswheretherewerefrank casesof arsenicosis.

4. Afftcled commnunities do not seethenuselvesas playing any role in
arsenicmitigation

Onegeneralobservationwasthat communitiesdid not seethemselvesasplaying
any role in arsenicmitigation. This feeling wasparticularlystrong in Nawabganj
wherecommunitieshad had little exposureto arsenicmitigation activities. They
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expectedthegovernmentandNGOsto solvethe problem.This inertia seemedto
havebeenbornout ofadependencyrelationshipwith serviceproviderscombined
with a lack of information. Even amongthosewho had someinformationthere
wasno senseof urgency.

Implications

1. The mindset of complacency will have to be addressedwhile communicating the
risks of consumingarsenic contaminated water. At the sametime an effort will
have to be made to avoid causingpanic.

2. Sensitivity will need to be exercised in addressingpeople’s resistanceto changing
water consumption behaviour in the context of arsenic mitigation.

3. Service providers will need to be equipped with adequate information to enable
communities to selectand utilize appropriate and acceptablesafewater option.

4. Water sharing and community water management practices will need to be
recommendedand promoted vigorouslyso that a processof attitude changetowards
water as a resourcestarts.

5. Communities need to be convinced that they have a central role to play in arsenic
mitigation and safeguarding their health.

D. THE ARSENIC MITIGATION PROGRAMME

1. Tube well testing is conductedmainly by DPHE mechanicswho have
notreceivedany directorformal training in theprocedure

Most tube well testing wasdoneDPHE mechanicswho havelearnedthe testing
proceduresfrom SAEs. SAEs had received direct training from DPHE’s
ExecutiveEngineers.Despitetheirsecondhandandinformal training mechanics’
knowledgeregardingsamplecollection was accurate. However, they were not
equipped to addressquestions posedby the community or well trained on
effectivemeansofinter-personalcommunicationtechniques.

2. The testingoftubewellsisnot conductedsystematically
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On the whole it was observedthat tube wells had been testedin a randomand
sporadicfashion.No systematicrouteplanwas followed and also it wasreported
by DPI-IE staffs in Manikganj and Jessorethat frequently tube well owners
brought samplesof water for testing to the local DPHE office. (To obtain
accurateand valid results, sample collection should be done according to a
standardizedprocedure. Also a watersamplethat hasbeenleft to standbeyonda
certain limited time period can produce misleadingtest results. Thus when a
sampleis brought to a centralpoint, ratherthan beingcollectedandtestedon site
by a trainedperson,it is possiblethat thewrong conclusionswill be drawn.)

3. Once tested, information of the test resutIts and precautions is not
necessarilydisseminatedto theuserpopulation

It was observedthat test results were not systematicallycommunicatedto the
communitiesusing tubewellscontaminatedwith arsenic.Sometimescommunities
were simply told that the water from a contaminatedtube well was “not good”
e.g. in Manikganj. In other locationsas in Khorddo Batra village of Satkhira
tubewells had beentestedand markedgreen/redbut villagers were not been
presentduring the test,or had not beeninformedwhy the testwas conductedor
the results. Similarly, information on alternative sourcesof safe water for
consumptionwasnot provided.

4. No standardizedprocedurewasfollowed to paint tubewells that are
found to be coi,tan,inated;red & green tubewellsare beingsold ii~the
marts

As per the arsenicmitigation programme, tubewells tested to have arsenic
contaminationabovethe permissiblelevel areto be markedi.e. thespout is to be
paintedred. Thespoutsof safetubewells areto be paintedgreen.In mostareasit
wasfoundthat thecontaminatedtubewells hadnot beenpainted. Somehadbeen
markedwith across. Someothershadreceivedadabof paint; interestingly,those
with largerdabsof paint wereconstruedto be more contaminated(in Satkhira).
Someof the reasonsfor not painting were no funds for paint andno directiveto
thateffect.

It should be noted that brightly painted tube wells are being marketedin the
country. We saw theseon salein a hardwarestore in Madaripur. The colours
includedred andgreen. At presentthereis no wayofdistinguishingbetweenpre-
paintedtubewells andthosethat havebeentestedand subsequentlybeenpainted
red or greenon thespout. Thepossibilitiesof confusionareimmense.
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fl ‘9~’‘DPHf~’workt~i’sfaee~.it?1variety prcbleimw’in” t’t~iidue~tihgtuIJ1~ well
testing

Someof thecommonproblemsreportedwere:

• Inadequatemanpower
• Inadequateresourcesfor painting
• Lackof training fortesters
• Lackofstandardizedinformationprovidedby headquarters
• Acuteshortageof testingkits (oneperThana)
• Dissatisfactionwith testingkits
• Lackoftransportfor travellingbetweentestingsitesand work place
• Lack of adequateand appropriateknowledgeto be ableto respondto

questionsaskedby thecommunity
• Lack of other optionsof safedrinking waterto be suggestedto the

peopleoftheaffectedareas

Implications

1. Tube well mechanicsand others doing testing need to be equipped with appropriate
knowledgeand communication aids to enablethem to discussthe arsenic issuewith
communities. -

2. Mechanics need to be motivated to communicate test results and provide adequate
supportive information.

3 Serviceproviders and communities will need to be enabled to distinguish between
pre-painted tube wells and thosethat have been specially painted on the spout to
indicate their safetystatus

E. ARSENICOSIS: KNOWLEDGE, ATTITUDE AND BEHAVIOUR OF AND
TOWARDS PATIENTS

1. Knowledgeof arsenicwashigher in areaswheretherewerearsenicosis
patients;no discrimination towardsthemwasobserved

In areassuchasthosein Jessore,wherethereare casesof arsenicosis,the belief
wasthatthe conditionis causedby theconsumptionofunsafetubewell water. In
suchareasit was found that peoplewere more likely to shift to safe tube wells

16



(thosewith greenspouts). 1-lowever,this shill is not universallyobservedin these
areas. Peopledid not havea clear idea of whetherthe diseasewas contagious.
Though in one instanceone respondent(a shopkeeperin Jessore)remarkedthat
prolonged exposurecould result in contractingthe disease. In some cases
newspaperreportsof maritalproblemsandrejectionwere interpretedto meanthat
arsenicosiswascontagious.

No active instance of social ostracization was observed. In one case in
Nawabganj,the husbandof an arsenicosispatient had married a second time.
However,both h~swives lived with him. Interestingly,the husbandand the in-
laws had visible skin symptomsof the disease. No instancesof disruption in
normalroutinesandoccupationswereobservedeither.

Accordingto aworkerof Mohila Mangal Sangathanin Rajshahi,affectedfamilies
were selling their propertiesand relocating becausethey are suffering from
arsenicosis.

In areaswheretherewerecasesofarsenicosis,ordinarydermatologicalconditions
in unaffectedpersonswere also assumedto be symptomsof the samedisease.
Both communitymembersaswell asDPHEstaff tendedto confuseordinaryskin
conditionswith arsenicosissymptoms.

High school studentsin some areascould enumeratesomeof the symptomsof
arsenicosis. However, many thought that the diseasewas contagious. Girls in
particularfelt that no one would marry a woman with arsenicosisbecausethe
diseasecauseddisfiguringor in theirwords“makesthemugly”.

Most service providers were aware of the dermatological symptoms of
arsenicosis.Themain sourceoftheir informationwasthe press. In areaswhere
therewere casesof arsenicosise.g. Jessore,SAEs and mechanicshad first hand
experienceof seeingpatients. In Nawabganj,the departmenthad given workers
information on arsenicosis. Some workers thought that the disease was
contagious. Some felt that they would not bring into the family an arsenic
affectedwomanasadaughter-in-law.

It wasobservedthat most of the visible symptomsof Arsenicosis(identified by
the researchteam with the help of a qualified doctor) would be difficult to
picturizeandidentify on massmediaandprintedmaterials.

Implications

Accurate facts about arsenicosis(including importantly the fact that it is not contagious)
need to be communicated.
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2 Sensitivity and caring towards patients of arsenicosiswill have to be promoted across
the board.

3 It must be communicated that only a qualified medical practitioner is in a position to
confirm that certain visible dermatological symptomsare in fact arsenicosis.

F. HEALTH SEEKING BEHAVIOUR

1. Familiesgenerallyseekthe assistanceofquacksfor minor ailments

Polli chikitsakorRMPswerereportedastheusualfirst point of contactfor minor
ailments. For more seriousconditions neighbouringhealth centerswere visited.
The RMIPs’ knowledgeof arsenicosiswas found to be extremely low even in
areaswhere symptomsbegan to appearyears ago. These “doctors” are not
affiliated to any organizedbody. They can only be accessedas a groupat their
training centersat thetime that theyundergoa threemonthand one time training
course.

Patientswith arsenicosistypically visited the Union Health Centerfrom where
theywerereferredto Dhakafor treatment.No fixed displayson arsenicpoisoning
or its effects were seen at any health complex. However, these sites lend
themselvesto good display spaces.Patientsliving nearthewesternborderofthe
countrysometimestraveledto India to obtain medicalassistance.

Implication

1 Information regarding arsenicosisshould be available for health professionalsat all the
siteswhere individuals and families go to receivemedical treatment.

G. POTENTIAL COMMUNICATORS AND CHANGE AGENTS

1. Thereareseveralpoteiitial influencerswho cami comidiuctarsenic
mitigation communication

High schoolstudentswere particularly receptiveto informationon arseniccontamination
andtheneedfor arsenicmitigation activities. In groupdiscussionsin Manikganj
and Satkhira we observed that students had good analytical skills. They
expresseda willingness and enthusiasmto participatein such activities. Some
students felt that they would be able to influence the water consumption
behaviouroftheir families. Both maleandfemalestudentsweremobile e.g. they
walked an averageof 1 km to reachtheir school or tutor. Boysventuredfurther
i.e. to bazaarsand“haats” to shop for groceriesand other necessities. Girls said
that they could discussarsenicrelatedissuesin their respective“paras”. Boys
saidtheycoulddo thesameandevengo to neighbouringvillages.
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Arsenic educationmight be given in the classroomand could be incorporatedin
GeneralSciencefor Arts studentsand in ShamajikBigyan for Sciencestudents.
No supplementarymaterialswere observedin schools(exceptfor a flip charton
theenvironmentusedin thegeneralscienceclass). Themechanicsof introducing
supplementarymaterialsinto schools,especiallyin the absenceof a systematic
programmeon thegroundcouldproveto be problematic.

DPHE workers. If given appropriatetraining and teaching/communicationaids,
mechanicsand SAEs felt that they could becomeeffective communicatorsfor
arsenicmitigation. Mechanicsareusedto organizing u/ha,,-baithok(discussion)
sessionsat thetime of tube well installation. This form of forum could be used
for arsenicrelatedcommunication.Most communitiesknewthemechanics.

Agricultural extensionworkersor Block SupervisorsundertheMinistry of Agriculture
arein frequenttouchwith farmercommunities. On average1000 farmerfamilies
in about 8 villages are coveredby a single BS. In villages BSs form Krishak
Sangathans andimpart information andtraining in agriculture. Theythemselves
receive periodic training at the Thana level. Given their rapport with the
communitiesthey service,the natureoftheiractivities andthe frequencyof their
contactBSs could be enrolled as an effective communicatorgroup in arsenic
mitigationactivities.

TheBSswe spoketo in Nawabganjseemedconfidentthat theycouldbeeffective
communicatorsfor arsenicmitigation. Some saidthat theywere willing to even
conducttestingif giventheappropriatetraining.

Health workers Most respondentsreportedthat theircontactwith healthworkers was,
relatively infrequent. Therewas somescepticismin Manikganj,especiallyamong
men, in their attitudeto healthworkers. Healthworkersgenerallyinteractedonly
with womenduring householdvisits andat EPI clinics heldperiodically. In fact
for women healthworkerswere the only officials they interactedwith directly.
Healthworkersknowledgeofarsenicwas somewhatpatchy. Somereportedthat
theyhad seena leafleton thesubjectothershadsomeknowledgeof thered-green
protocol. Healthworkers were not receptiveto the idea of carryingelaborate
communicationmaterialson their field visits.

NGOs SeveralNGOs are already involved to a greateror lesser extent in arsenic
mitigation activities and communication. For example,Proshika,which works
closelywith NTPSOM, conductstesting on all tube wells in their programme
areas. They also conductJEC activities throughcommunity forums. TheAsia
Arsenic Network, Water Aid, Oxfam and Mahila Mangal Sangsthaconduct
testing and educationactivities. Other agenciessuch as BRAC, which also
conducttube well testing, havetremendousoutreachthrough their wide spread
programmenetworks.
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Given their skills and reach extension workers from NGOs could form a
importantplayersin the massivecommunicationeffort that needsto be mounted
for arsenicmitigation.

Village DefenceParties work as voluntarybodies at the village level to maintain law
and order and amongother things they organizecultural programmeson social
issues. The membershipof a typical VDP is heterogeneousagesrangingfrom 24
to 60. After meetingVDPs in Manikganj,Madaripur and Nawabganj,we were
not convincedthat theywould be effectivecommunicatorsfor arsenicmitigation
becauseneitherdo they haveany significant profile in the societynor arethey
activeasaforce in all areas.

Water-sanitation committeeswe were informed should be presentin every village.
However,we did not havethe opportunity to observeany active committees.
Sincetheir activities relateto water and healthy water relatedpractices,WSCs
could be energizedto play an active role in arsenicrelated communication,
especially in those areas where they have been revitalized under the
Government’sWater and SanitationProgramme.Howeverthis would requirea
concertedprogrammaticinterventionatcapacityand institutionbuilding.

District, Thana and NGO Officials must all be brought on the same platform of
standardizedknowledgeand understandingin order to provide an enablingand
supportiveenvironmentfor programmaticactivities.

Implications

Service providers such as DPIIE workers, health workers, block supervisors and NGO
frontline woi kers can be used as effective primary channels of inter-personal
communication However it needsto be recognized official programmatic channel to
reachwomen in the homeare extremely limited

2 Supplementary channelscan include high schoolstudents,water-sanitation committees
and others.

3 District, Thana and NGO Officials must all be brought on the same platform of
standardized knowledge and understanding in order to provide an enabling and
supportive environmentfor programmatic activities.
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H. POTENTIAL MEDIA

1. Field visitsconfirmed thatarsenicrelatedcommunicationwouldhaveto
be conductedthrough a mix ofmassamidinter-personalmedia

Massmedia— electronic
Radiowasobservedto be a suitablechannelof communication.We observedthat
oftena radioplaying in one householdwasaudiblein severalsurroundinghomes.

Televisionviewing was quite commonamongmen, womenand children. Even
thosewho did not possesstelevisionsetswentacrossto theirneighborsto watch
programs. Dramaserialsand the Friday eveningfilm were particularly popular
amongall groups.

Miking waspopularlymentionedasan effectivemeansofmasscommunication.

Massmedia—print
Accessto newspapersandmagazineswaslimited. Newspaperswerean important
sourceof informationfor literate audiencesespeciallySAEs andHWs. Leaflets
andbookletsit wasmentionedshouldbe disseminatedwidely to spreadawareness
aboutarsenicmitigation. Eventhoughthis would primarily be a mediumfor the
literate population but it would also havea ripple down effect on the illiterate
massesalso.

Massmedia—folk
In generalmenandboys aremuchmoremobile thanwomenandgirls, theygo to
the haat or weekly market regularly and attend folk events such as jatras.
Womenandgirls who aremainly confinedto thedomesticspheresometimeshave
theopportunityto go to me/asalongwith men andboys.

Interpersonalcommunicationmaterials
All potential communicatorgroupssaid that their effectivenesswould be greatly
enhancedif they were given appropriateand attractively designedteaching
materials such as posters, leaflets, flip charts, etc. However, large and
cumbersomeitems shouldnot be developedasthesewereunlikely to beused.

Implication

A variety of mediachannelsshould be usedto communicate information on the arsenic
issue ~. . . . - . .

2 Need of ensureeasycomprehensionfor a non-literate, low media literacy audience
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I. RESPONSE TO TUBE WELL TESTING

J. Peoplearecuriousandwantto havetheir tubewellstested

We conductedabout15 tubewell testsin Satkhira,ManikganjandMadaripur. In
general,peoplewere keento havetheir tube wells testedby us. In somecases
they evensought us out and brought samplesof water from their tube wells.
Initially, we faced someresistancefrom older peoplein the communitybut this
wassoonover comeby theinformationwegaveand theenthusiasmoftheothers.
In most casesit appearedthat peoplewantedto be reassuredthat their tubewells
were safe. In instanceswhere samplestestedas arseniccontaminatedpeople
invariablyaskedfor solutions.

2. Tubewell testingandfollow-up cannotbe handledeffectivelyby a
singleperson

We found that at least2-3 personswere requiredto visit a site for tube well
testing. Thereare severaltasksthat cannotpossibly be managedby a single
personviz, talking to the peopleand explaining to them how to collect water
samplescorrectly,actualtesting, recordingresults,paintingspouts,giving follow-
up adviceandsoon.

3. There is a tendency to stop testing ~fno sample shows arsenic
contamnination

We observedthat it was easyto becomecomplacentwhenwe found repeatedly
that noneof our test results showed arseniccontamination. We were keenly
awarehoweverthat eachandeverytubewell needsto be testedbeforeall thetube
wells in a particularlocality canbe declaredarsenicfree.

Implications

1 Over stimulation of demand for testing should not be generatedthrough massmedia as
programmatic support is not availableacrossthe board.

2 Tube well testers should be equipped to handle information demands at the time of
testing ~ . :
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J. RESPONSESTO THE STIMULI PREPARED BY THE AGENCY

1. Feedbackomi creative stimuli generallysuggestedthat fear should be
usedasa keyniotivator toinfluencepeople’swaterconsumnptionhabits

Almost everywhereand in all groupsthe word “shotru” to describearsenicwas
thoughtto betoo “mild”; a strongertermsuchas“bish” (poison)it wasfelt would
be more effective in highlighting the effects of arsenic. Other suggestions
included “slow poison” and “silent enemy”. To bring homethe urgencyof the
threatof arsenic,mechanicsfrom Satkhirasuggestedthat thephrase“den korben
na” should be used.“Nirapod” was generallyunderstoodto meanpathogenfree
wateri.e. tube well wateror boiled water. In thecontextof arsenicmitigation, it
wasagreedthat “nirapod” could meanarsenic/ironfree.

The red cross was not powerful enough to indicate that arseniccontaminated
watershouldbe rejected;respondentsfrom all groupsfelt that amorethreatening
symbol suchas a skull shouldbe used.

All groups of potential communicatorsobserved that arsenic mitigation
communicationwould be effectiveonly if the threatof arsenicosiswas depicted
graphically i.e. it was essentialto show picturesof symptomsand suffering to
convincepeopleto changetheirwatersources.

2. Symbolsandgraphicswerehot alwaysunderstoodcorrectly

Thegraphicdrop in the logo wasnot understoodspontaneously.Somethoughtit
looked like a betelleaf With someprompting respondentswere able to identify
the shapeasa dropof water. Healthworkers and students,being visually more
literatethanothers,could identify thedropwithoutassistance.

Theglass of water in the logo was understoodassymbolizing “nirapod” water.
However,somerespondents,primarily DPHE workers,thought it was meantto
depict“poisonedwater” andsuggestedthat thewatershouldbe coloureddarkerto
highlight thecontamination.

3. The colors greem, and red were identified wit/i saftty amid daiiger
respectively

This wasunderstoodacrosstheboard. In Manikganj, somerespondentssaid that
they identified the colour red with dangerbecausethe sky turned red before a
storm.
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Implications

1 Stronger stimuli need to be used to motivatepeopleto changebehaviour

2 All materials will need to be pre-tested for acceptability, comprehensibility and
potential effectiveness

3 Lowliteracy levelsand low exposuretocommunicationmaterial madeit difficult for the
audienceto understand the materials shown, henceall materials prepared must take
into consideration the textual and visual literacy level of the target audience.

0
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Tour Schedule for Arsenic Campaign Field Visits

Team District Thana No. 01 VIllages Date of Departure Date of Return No. of Days
A+B Manikganj 1.Sin~jr 3

2. Shh’alaya

04/01/99 07/01/99 5

A Jessore 1.Sharsha 2
2. Jhikorgacha

09/01/99 12/01/99 4

B Satkhira 1.Kalaroa 2 09/01/99 12/01/99 4
2. Satkhlre Sadar

Calcutta, India 14/1/99 18/9/99 5
A 1 .Nawabganj Nabab Gang Sadar+Shthganj 2 14/1/99 5
B Madirapur 1.Shibchar 2 14/1/99 18/1/99 5

Note:
No. of Days includes movement/travel time



VILLAGE OBSERVATION SCHEDULE

DATE:

NAME OF THE OBSERVER

1. Nameof the Village I Thana/ District:

2. Approximate no. of household:

3. Approach road to the village: pucca! semipuccal katcha

4. Mode of transport available:

5. Whether electricity isthere in the village or not:

6.Is there any community centre?

7. How do the peoplebuy their daily necessitiesand how far do theyhave to travel?

8. Is there any regular bazaar/market in existence?

9. Are schoolsin existence:none/ primary I secondary/ high

10. Health centre in the village: how far is the nearestone?

11.Is there/ what is the sourceof safewater for consumption?

12. How many tubewellsare therein the village?

13. How many aredeeptubewells/ shallow tubewells?



14. Hasanybody! organization checkedthe tubewellsfor watertesting I repairing: who doesit?

15.Any alternative sourceof water: safeI unsafe

16.Building materialsof the housesin the village: puccawith roof I pucca with tin shade/
mud house!bamboothatched house/ others: specify

17. Level of hygiene: poor/ moderate/good

18.Any TV / radio?

19. Any communication materials e.g.posters,signs bill boardsetc?

GENERAL REMARK:
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c) ‘~Ic4~~ C~1TC4~~I~1 f~? ~t~i f~~ c~ii ~1T~c~n’ii~ ~i
~ ?

d) ~ici~~i~ 9If~k~1N ~ c~ii~c~ p f~n~r~~if~ ~



e) T~ff~~!51t~T~I~ ~fl9ti~ f~~Z~l~flt~N ? ~1I~Test~1 ~1~ ~ ~J1~ftt~f~~
~ ~C~1N? ~5r1~F[t~~fl ttT ~3T~1f~~ / f~~ ? ~ ~4I ~ ~5i~i

f) ~ Engineert9~~ ~ ~ ~t~5 f~It~Tf~f~3I~f~IT~~T~1N ~

(Resources,time, non-cooperation/ resistance,peoplenot interestedetc.)

11. ~1NIf~r~~T~TJ1I~1~~3fl~1R1~~ Engineer~if~~ffr~I ~fI~1N~1Z~ ~tT~ ? C~ ? 1~t~A’?~5TI~f~
~ ~11t~N? ~5t1~1NI~~ ~ ~Tit’~~ ~ ~3l1~T~I~1 ~t1~5 C~~1c~P4~~~T~Pi3I~i~n~nc~

~t~r1~ 1~1~~si~~ ~ ~ ~t~i1 Test i~iic~1~ ~ ~ ~tTf~TiI~

_I

a) ~TMIt~ !flt~t~~ ~ ~ ~ ~ Engineer~i C~t1~f~i~i¶~N~
~I~I ~ ~1/ ~f~i

b) ‘~ W~1~ic~P~ 1~1~i~~1~3t~91c~C~I~lI(.b~ ~ ‘~Ik~iP(1~~ ~11~1c~~i~i1~
~r~cic~ ~ ~t~t ~ ~t~tt~ ~iit~r~~ ~ f~~rrn~r~nc~r~~f~i c~n

~5tM~ilC’i~1~1C’~~ f~2 ~31~I ~1~ 2 ‘~P1~1~t~I~1N1iI1~f~ (Lackoftime!
exliertise/credibility problem!difficult to motivateetc.)

c) ~tN~&9~irf~ITest~ Ø~nf~~ ~i ~ui~~f1~ ~ ~rrc~

1I~If~1J1~1~1~ ~ ~T ~5T~t~I fT1C9~f~~ W~Ti~Th5I~tC~T1~N?

- Resource
- Information
- Authority

12. ~~IC’i~ ~T~1~TI~1~~ ~19Fnt9~~1T~I~5tVi19~t~5 I ~1~F~1?~~‘c~
~if~ C~T~5~ThNICommunications~I~’~r~I~ ~ I ‘~ : (Show Communication
materials)

--



FGD Guide

High SchoolChildren

~/ ~1WR,

~3fl~1~~ I ~3trfltAMCL ~ni~ ‘s1~f~Mi ~ c~rc~~t~ii~ I ‘~5TI~1

~ ~T~1T~1~ ~ C~kI~.’ f~f~ f~t~i~T1~1~I~ ~Th1I

Let the partIc I pantsintroducethemselves.

LXpIaIII : Need for tape recording
Everyoneshould talk
There is no right or wrong,individual viewsare important.

Q.l ShortDiscussion:

a) C’.~IN ~I C~C~I~~R7T°f~?

b) C~INIC~i~f~f~f~1TtiT9I’~T?
c) -1~ic~/1~ft.~iQ~jII1C\~f~~liT?

Q.2 ~ ~f~T~’flfl~T~5I~ NI~ ~ ~11~~

Q.3 ~nii1~c~f~~ ~ ? 1i ~It~t ‘~1~TN1~~ ~, ~ ~

Arsenic [~9~1z~ ~1c~l~I ~TJ

Q.4 a) Arsenic t~c ~
h) ~ Ct~1t~ ? ? T~UI~3T?

Q.5 Explain Arsenic problem,Arsenocosisandits healthandsocialconsequences.

a) Arsenic~fl ~ ~ ~ ? C~N~ ? ‘~ C”1~~i ~T’3’~fl~T~T?

b) C~T~~If~IC~~T1C~5~t~3 ‘~ll’~’I’~NI ~3Tc~i~iI~tt~ ~ ~ ~flt~1?

c) ~3ff~5 ~I C~Tc~INIc~~ ~.1~I/~:r~tNI~N~T1~~5t9I~1~Qt~I~~ ~
~iI~J~J~Z~5 91f~? ~ ~TI9I1t~C~[Nt(.~i~ ~TC~f~?

d) C~T~I~ ~T~! C~1N~[~fl1~ ~tF~2 ~5tfl ~ NI C~51~NI~3 9iT~IZ~? ~

C~1N1C~‘~Tf~.~51C~~ii~i~i ~t~5 ~1TC~2



IndenthInterview Guide

HealthWorkers -

~/ ~

~5lT~fl~N1~1 I ~nf~AMCL NPR~~1t~ f~1~t9~I~i c~r~4c~1f~j

~t~ta~1~t~I~ ~tNI~F1C9N S1’1z. ‘~3lW~3~1~4~1~IN~N~ ~n~m~i~

Q. 1. a) ~i~tf~~fl ~tI~~V~i~t~IQtIt~N?

b) ~ ‘~ ~ttc~~ ~ ~nt~~ ~~FiI

c) ~ ~t9~ c’iIc~I~li9NI~~INI~r4~ ~T~J~ C~TNIfkc~I~flt~?

d) ~INI~3T19FTI~~ f~~t~T~I~II~ic~Fi~I ~I~T~4~T~ ~ ? NI~/ ~*~I?

e) ~NI ~51I~t~ ff~~~1NIN‘ C~T~N‘

Q.2. a) ~5tt~~tf~T~NI~f~f~f~r~i~R?T~Ccik~C~1~INIW’ff~t~I~fT?
(Health,nutrition, FP,Gender,ORT, immunization,reproductivehealth,pre-pest
natalcare. . . )

b) ~ ~ f~t~i~f~T~F1~ ~11~t~fl ~T~cc~1~iciC~ic~~. (Training, books,other
communicationmaterialsetc.)
[PROBE ON COMMUNICATION MATERIALSJ
~.i~z~t~iif~~51Z~~5rI9INF~~1I~j~J~?

c) ~ ~V~J~ ~ .~t~iI~iTcTT~~itu ~ ~ ‘~Q,leaflet,~ ~ii
f~t~‘~flt~N? ~ ~t1~ ~ ~IRkJ ~ ? ~t~1I ~ ~f~i NI ~f~i f~?

Q.3. a) ~
~ ~tI ~ P ~IC1P~ CNI~II C~~iC~~5~T~T2 ~ C~T~I~ ~PTNfl~ ? ~

b) ~!INII~1RI~~l~Ic~ f~cz~‘~y~P~i~~ f~t~i~r~ ~iif~C~I~ArseriicosisNI ~5rtt~ff~f~
19~I~I~’I’~ ~?

c) ~IC~1~ ~ft~’I’~ ~ f~f~~7t~1CN~ cN t1C9~C~1N~r~1~51TC~f~?

d) C~IN~ZNI~ Cc1I(.~1~I~5TK~I~~1 ? ~9NI~NIf~5NI~/ ~?

e) ff~NI5~~ic~T~~ C9~J1C9~I?

t) ~ic~1~c~~r~4I~I ~ ~ f~fi~II~ f~? NI I~TI~I~ ~I~1~T

g) ~ic~iP~t~c~nu~~s ~ ~I~’I’~ ~ ~ ~

Ii) NI~F~T~~srrt7ff~ ~ C~I~T79~1~TTJ~TTf~1c~GT~~ ? ~I~)C~ ~C9~ ? ~
C~1N~IINII~i4~~ ‘5T1t~f~?



Q.4. ~~I~cc1~j~9ff~l~~itc~ c~~ic~1~ ~ f~c~c~i~~IIf~c~tt~T~ic~1~ ‘~llc~iP~f~ ~w~ii~rr~i~s
I ~1’t~t~fl Gi~tIf~z~~3F~ ~ ~R~1~11C~1I ~ ~5UPiR~C~1~G~1~f~f~S~I1C~

I ~5r~ ~Tc)1P~C’~BITCQNiT, ~ k~INIIt~QI ~1~NI\3~ftP1~I~}1~l~ I

~iINI1~~I~TT~ I -

a) ~ ~PPI3T~r~TI~&~f~~I NI~I ? ~5tt~ ~t~’i~ Test~ Point ~ NI
~T~I? ~ff~If~? ~-IFNI1~4~TN~f~ ~T~IThH~NI ~ ~NI

b) ~ ~3tT9p:fl~~ f~~f~i f~ ~rtt~ ? ti~ic~~jth~~f~r~if~r~~t~i
~ 2

(resource,information,training )

c) t~~1~t9~~iI~I~1’i ~TT~W~I~‘t~1$11 ~ ~

2



DeskResearch



Dhaka Community Hospital.

Communication ~naterial : Booklet
Title Arsenic Pollution in Ground Water of Bangladesh.
Language : Bengali & English.

Contents:

This book is delivers infonnation about Arsenic & Arsenicosis.Contentsof information
are
A. What is Arsenic? b) Arsenic in Bangladesh. c) Sources of contamination.d)

Health effectsof Arsenic. e) Toxicity of Arsenic. I) Patient of Arsenicosis. G)
Usualsymptomsof Arsenicosis.H) How to combat Arsenicosis. Someof the best
featuresin this bookletis all themainpointsarebeenhighlighted in boxes& provides
thevital informationregardingtheconsequencesofArsenic& Arsenicosis.

B. Otherfmdingsfron* DCH werethroughpersonalinterviewwith Dr. SibtoshRoy. FIe
hasprovidedoneof themajorinformationregardingthe symptoms.As per Dr. Roy
This is one of the critical aspectthat all the doctors aregoing to face.Presentlythe
symptoms, which are shown in the entire brochure & explained as the early
symptoms, are actually not the primary symptoms. In the processof consuming
Arsenic contaminatedwater through drinking & cooking one get effected by
Arsenicosis.But the reactionof the poisoning is not immediate.BecauseArsenic
poison works like slow poison. It may take 3 to 13 yearsfor the physical visible
symptomsto comeout. But the internaldamagestakeplace long beforethat. More
researchis neededto confinn theearlysymptoms& to identify thesame.



UNDP financedprogramwith “Ministry of Health& Family \Yelfarc” Governmentof the
People’sRepublic of Bangladesh.

Communication materials : Brochure. Training manual.
Title : Arseniccontaminationof GroundWaterin Bangladesh
Language English/Bengali.

Contents:

The four side foldedbrochureon Arsenic contaminationin groundwaterof Bangladeshprovides
informationin the form of the basic findings. The introduction givesgeneralinformationabout
the country. Land & climate gives information about the geographicalinformation. In the
Environmentalproblemsit gives informationabouttheArsenicproblems.How Arsenic is getting
in to the drinking water is explained in “Arsenic Contaminationof groundwater related
problems”. This section is quite elaborated& picture of a contaminatedtube-well is given.
Informationregardingthe healthissue is focusedon “ Health hazards from drinking arsenic
contaminated ground water. In themanagementsectionthe informationis given regardingthe
identificationoftheproblems.At presentwhatarethe challengeswe arefacingorwe are goingto
facewith Arsenic is explainedin “TheChallenges”

The training manual mainly provides information about the Arsenic facts. It also provides
informationfor testing& howthetestingcanbe done. Other informationlike thehealthfactorsis
alsobeenfocusedin the book. It hasbeenpresentedwith photographicimage of the patients.
How onecan avoidArseniccontaminationis alsobeensuggested.

Other brochuregivesphotographicimageprinted in boxes& the informationis printedbelow.
The color usedis somekind oftexturefrom thecomputerdesigngallery.



Press release& Daily/weekly/monthly Newspaper.

Newspaperis one of the main sourcefor disseminatinginibrmation amongthe general
peopleall over thecountry.Ourfmdings from thenewspaperareasfollows:

1. Provides information regarding Arsenic poisoning in ground water in all over
the country.

2. Information regarding the mosteffected areas is also provide.
3. Patient information ~i findings from them about their problems.
4. Highlighting the problem facedby various Laval of peoplewith the arsenicpoisoning.
5. Socialproblem faced by the peoplewho are affected by Arsenicosis.
6. Relevantfacts of Arsenic& its consequencesare alsopublished.
7. Testing procedure & information regarding the testing alsoreleased.

The informationin thenewspaperis mainly the problems& lessof solution. Reportsare collected
from varioussources& beenpublishedin the newspaper.Activities of all the agenciesinvolved
in the Arsenic mitigation programare also beenpublished,which informs the general people
aboutthe activities.



Disasterforum

Communication material : Booklet on Alternative sourceof water.
Title : “Arsenic Problem”& “Search for Safewater”
Language : Bengali.

Contents:

This booklet provides information regarding the Alternative source of water. The
contentsofthis bookare: a) Ring-well, b) Rain water harvesting, c) Pond Sand fi!ter,
d) Pitcher filter, e)I-]Iouse hold mini sand filter & at the end general infornialiwi
regarding the Arsenic contamination.

The informationcontainsthefollowing for all theAlternativesourceofwater:
•~How to build/have various alternative source of water.
•~Cost for various alternative sourceof water.
•• Maintenance instruction.
~• I-low to use the alternative source of water & what are the benefits one can enjoy

from the alternative sourceof water.

All the information provided in this booklet with photographicimage. At the end
information regardingthe Arsenic contamination& the facts of Arsenic poisoning is
given in brief



Directorate oIHealth Services,Government oI%Vest Bengal. Supported by Unicef

Communicationmaterial : Folder
Title : Arsenic Contaminationin drinking water: theproblemand

mitigation.
Language : Bangla

Content:
This shadedgreen booklet essentially included a few basic questionsof the issue. It
beganwith a small introduction on arsenic, its existencein West Bengal and in the
neighboringcountries.Thenit elaboratedmagnitudeof theproblemin WB.
The secondsectionstartedwith the fundamentalquestionof what arseniccontamination
meansandwhy it was found in tubewell water. As this folder wasa productionof the
HealthDirectorate,it gaveemphasison healthrelatedquestions.The sign andsymptoms
of Arsenicosiswere describedin detail in the next Iwo pageseither in question-answer
form or usingheadingsfor importantthings. Thelast sectionconcentratedmainly on how
to combatthis disease-the stagesand treatmentin eachstagesThe questions/headings
were formed in the way a layman could have in mind and the language used here is
simple, positive and explanatory. For examplewhenit explainedwhat to do if anybody
is suspectedto haveArsenicosis-itspokefirst on the reversiblestageand needfor proper
treatmentin time and latergot into the risksofArsenicosis.

KeyObser’ation:
1. A readerfriendly, simple languagegavea generalappealeffect.
2. Right useof light yellow boxesto communicatemost important things.
3. Useof picturesasandwhenpossibleconstructeddemonstrationeffect.



School of EnvironmentalStudies,Jadavpur University, Calcutta, India.

Material . : A technical/researchpaperon arseniccontaminationin TW water of
someDistricts in WestBengal.

Title : Arsenic in groundwaterin sixdistrictsof WestBengal

Coiiieni

The technicalpaperhada few heads:
1. Introduction: it coveredarsenicproblemreportedin the countries of the world.

Clinical manifestationsofArsenicosison humanbody andpresenceofarsenicin
tubewellsof six districts in \Vest Bengal.

2. Methodology: It describedthe techniqueof watercollectionfrom the~velland
testing procedure of suspectedsamples.Also testing of urine, skin, nail etc in
different scientificscales.Bore-holesedimentanalysiswasgiventoo.

3. ~gicmalsettiijg. Regionalgeologyof thecontaminatedareawasdiscussedhere.
It is foundthat arseniccontaminatedgroundwateroccursin the moderndeltaic
sediments. Geo-morphologyandGeohydrologywereexplained.

4. Resultsand discussio Arsenic was foundin six districts by thesick of the iiver
Gangaof WB. Theseareasarc locatedin theupperdeltaplain and mostly in the
abandonedmeanderbelt. 800,000peoplefrom the affected areas are drinking arsenic
contaminatedwaterandamongstthemat least175,000havearsenicalskin lesions.
Tubewell wateraswell ashair, nails, scales,liver tissueanalysisshowelevated
concentrationsofarsenicin peopledrinking arsenic contaminated water for a longer
period.Thesourceofarsenicis geological.Varioussocial problems arisedue to skin
lesionsin thesedistricts. Malnutrition, poor socio-economicconditions, illiteracy,
foodhabitsand in take of arsenic contaminated water for manyyearshave
aggravatedthe arsenictoxicity. If alternativewatersourcesarenot utilized millions
ofpeoplein theareawill suffer in nearfuture.



BangladeshRural AdvancementCommittee

BRAC hasinitiated a programon arsenicmitigation with the purposeof determiningthe
nature,extentandmagnitudeoftheproblem.

The specificobjectivesoftheprogramare:
• Assessthecapabilityof of BRAC-trainedvillage health workersin testingthetubewells

in theirown villages;
• Testthereliability of field kits usedin groundwatertesting;and
• Assessthe capacityof BRAC in undertakinga largescaletesting programthrough it’s

countrywidenetwork.

BRAC believesthat the advantageof involving the community in the processof testing is
thecreationof awarenessaboutthe problem,asa by-productof the testing programitself.
Also, it believesthatNGOsworking closelywith thecommunity,meetingandinteractingon
a regularbasisto implementvariousprogramsanddisseminaterelatedmessages.
BRAC has worked with DPHE in the testing experiment which shows that effective
collaborationbetweenthegovt. andNGOscanbe forgedto addressa hugeproblemsuchas
arseniccontaminationin groundwaterin Bangladesh.

Department of Public Health Engineering (Unicefassisted)

DPHE hasplanneda comprehensiveprogramfor arsenicmitigation. Thefollowing arethe
key activitiesplannedundertheUnicefassistedprogram:

A. Arsenic Field Testing and Paint Marking

1. Blankettestingofall TWs & Pre-installationscreeningfor newTW site
2. Paint marking on TWs- Paintred on handpump of arsenicaffectedTWs and greenon

no-arsenictubeweilsaftertesting.
3. Supplyof arsenicfield testkits
4. Training on arsenicfield testkits
5. Trainingon arsenicfield testing

B. ExploratoryDeepBoring

1. Drilling ofexploratorydeeptubewell for hydro-geologicalinvestigation
2. Waterquality testingof exploratorydeepTWs

C. Training of DPHE personnel& private drillers/TW mechanics

1. Trainingon deepdrilling techniquein LWT areasandinstallationof TaradeepTW, PSF

& RainWaterHarvestingtank.

D. SiteSelection

1. Organizingwaterusergroupson choiceof technologyoptions& siteselection



•1
I
I E. Mobilization of Materials

I l. Supplyof materialsfor waterpointsF. Installation of Water Points

1. Installationof waterpointsin unservedandunderservedvillages

G. Post installation arsenic testing

1 1. Postinstallationarsenictestingofnewly installedtubewells
2. PaintmarkingoftubewellsII 3. Supply of arsenicfield kits

H. Training of Caretaker Families and Water Usersof Water Points

I
I
I
I
I
I
I
I
I
I
I .

I
I
I



Bibiioj~rapIz~‘/7ce;’interviews

SOURCE DOCUMENTS & DATA
COLLECTED

CONTACT PERSON

BRAC 1. SUMMARY ON THE
RECENT STUDY ON
ARSENIC. (REPORT).

2. BROCHURE ON
ARSENIC.

MR. ZAKARIA.

ADDRESS: BRAC
CERNTER.
MOHAKHALI. (15Th1

FLOOR).

UNICEF 1. LIST OF THE
THANAS TESTED
FORARSENIC.

2. LIST OF THE
PROGRAM
VILLAGES.

3. REPORTONBRITISH
GEOLOGICAL
SURVEY (BGS).

4. COPY OF THE
PROPOSAL FOR
DFID.

5. NATIONAL MEDIA
SURVEY1998.

6. MEDIA ANALYSIS
ON ARSENiC
CONTAMINATION.

MR. MICHAEL GAL WAY

ADDRESS: BSL OFFICE
COMPLEX(HOTEL
SHERATON) 11 MINTO
ROAD , DHAKA.

DHAKA COMMUNITY
HOSPITAL (DCH)

1. BOOK ON ARSENIC
POLLUTION IN
GROUNDWATEROF
BANGLADESH.

2. ARSENIC PROBLEM
AND WATER
RESOURCE
MANAGEMENT IN
BANGLADESH.

3. BROCHURE
REGARDING
VARIOUS ASPECTS
OF ARSENIC.

DR. SHIBTOSHROY.

ADDRESS: NEAR
MOGHBAZAR RAIL
CROSSiNG. DHAKA.

DISASTER FORUM 1. FACT SHEET
UPDATE II
FEBRUARY 28T1{ 98.

2. FACT SHEET

MS. EMA & MS.
SHEHNAZ.
ADDRESS: 6/8 SIR SYED
ROAD.



SEPTEMBER’97.
4. BOOKLET ON

ARSENIC
EXPLANING ~l’l-IE
VARIOUS SOURCES
OF SAFEWATER.

5. FACT FILE

UPDATE III MAY’98.
3. FACT SHEET

MOHAMMADPUR.
DHAKA.

CONTAINING
REPORT FOR
YEAR 1997.

TEl E
TIlE

UNDP 1. TRAINING MANUAL
BY DR.A Z M IFTEKHAR
FIOSSAIN.

Dr. AZM lflekharHossain
MOH+FW
UNDP OFFICIALS

UNICEF BANGLADESH
INFORMATION
RESOURCE CENTER

INFORMATION
REGARDING THE
PROBLEMS FACED AT
THE TIME OF
IMPLEMENT[NG THE
PLANS.

SCHOOL OF
ENVIRONMENTAL
STUDIES. JADAVPUR
UNIVERSITY,
CALCUTTA

REPORTON ARSENIC IN
GROUND WATER IN SIX
DISTRICTS OF WEST
BENGAL, INDIA.
COMMUNICATION
MATERIAL DEVELOPED
BY UNICEF, CALCUTTA

INTRNET.

THOMPSON SOCIAL WES PRA REPORT
WORLD BANK PROJECT REPORT MR. BABAR KABIR
PRESSREPORT FILES DAILY NEWS PAPERS.

ICDDR,B
ENVIRONMENTAL
HEALTH
PROGRAMME

REVIEW OF STATUS OF
ICDDR,B
ARSENIC MITIGATION
P[ROJECT IN
MANIKGONG SADAR
THANA, MANIKGONG

DR. BILKIS AMIN
HOQUE



Abbreviations

1. BRAC- BangladeshRural AdvancementCommittee
2. DC- Deputy Commissioner
3. DPHE- Department of Public Health Engineering
4. EPI- Expanded Program on Immunization
5. 11W- Health Worker
6. ICDDR,B- International Center for Diarroheal DiseaseResearch,Bangladesh
7. KAP- Knowledge,Attitude, Practice
8. NGO- Non-governmentOrganization
9. NIPSOM-National Institutefor Preventive andSocial Medicine
10. PSF- Pond Sand Filter
11. RMP-Rural Medical Practitioner
12. SAE- Sub-assistantEngineer
13.TG- Target Group
14. THFPO- Thana Health and Family Planning Officer
15. TNO- Thana Nirbahi Officer
16. UNDP- United Nations DevelopmentProgram
17. UNICEF- United Nations Children’s Fund


