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3 Executive Summary 

Globally 1.1 billion people, including 638 million in India alone, practice open defecation (OD)1. Poor 
sanitation is linked to a range of diseases and contributes substantially to child undernutrition and 
mortality234. According to the Census 2011, less than half (46.9%) of households in India have a 
latrine facility within their premises. Coverage of improved sanitation (i.e. household toilets of the 
following types: Flush or pour-flush to: Piped sewer system; Septic tank; Pit latrine; Ventilated 
improved pit latrine; Pit latrine with slab; Composting toilet5) is even lower in Odisha (22%) and is 
inequitable across the state: the Concurrent Monitoring survey (2011) reported that fewer than 10% 
of households had access to improved sanitation facilities in 15 particularly deprived districts. 

A number of government programmes have sought to increase access to improved sanitation 
through the provision of subsidies for toilet construction. These approaches are limited in that they 
fail to engage with the reasons why people practise OD and non-financial barriers to constructing, 
using and maintaining toilets. Community-Led Total Sanitation (CLTS) is a promising approach that 
seeks to raise awareness of the faecal-oral contamination route, and capitalises on human emotions 
of disgust and shame to bring about community-wide change in defecation practices, the ultimate 
goal being for entire villages to become ‘open defecation free’ (ODF)6. The CLTS manual defines ODF 
as ‘when no faeces are openly exposed to the environment’ therefore covering of faeces or use 
of/disposal via latrines would be sufficient for a village to be defined as ODF.  

The government of Odisha with support from Technical and Management Support (TMST), and the 
UK Department for International Development (DFID), are implementing CLTS-type approaches in 9 
selected blocks of 9 high burden districts of the State (6 blocks will initially receive CLTS before 
scaling up to a further 3)7. The model of CLTS being used on Odisha includes facilitation of household 
toilet construction, for example by linking villagers to high quality and affordable materials available 
in the local area. This is in contrast to ‘purer’ versions of CLTS that place less emphasis on toilet 
construction, or linkage with subsidy programmes and more focus on the use of triggering of human 
emotions such as disgust and shame with a view to communities moving up the sanitation ladder 
and villages becoming ODF, and usually without external funding if toilets are ultimately 
constructed.   

Evidence to support the use of CLTS in India is based on very few studies; much of its reported effect 
is anecdotal rather than being tested rigorously through RCTs or quasi-experimental designs. Little is 
known about whether ODF is sustained in the longer term, or whether complementary community 
based interventions can enhance the effect of CLTS. To respond to this evidence gap, a three armed 
quasi-experimental study has been designed to measure the effectiveness of CLTS alone (3 blocks) 
and CLTS+PLA (3 blocks) compared to a matched control group (3 blocks with no CLTS or PLA)8. 
Qualitative work is also being conducted to understand the perspectives of community members 
about their defecation practices, factors enabling and preventing safe sanitation, the influence of 
gender and social issues, and participant experiences of the CLTS intervention.  This document 
reports on the qualitative and quantitative baseline findings. 

                                                           
1 World Health Organization and UNICEF (2012) Progress on Drinking Water and Sanitation: 2012 Update. WHO/UNICEF Joint Monitoring 
Programme for Water Supply and Sanitation. 
2 Wang L. Determinants of child mortality in LDCs: empirical findings from demographic and health surveys. Health Policy 2003;65:277-99. 
3 Borooah VK. On the incidence of diarrhoea among young Indian children. Econ Hum Biol 2004;2:119-38. 
4 Fewtrell L, Kaufmann RB, Kay D, Enanoria W, Haller L, Colford JM. Water, sanitation and hygiene interventions to reduce diarrhoea in less 
developed countries: a systematic review and meta-analysis. Lancet Infect Dis 2005;5:42-52. 
5 http://www.unicef.org/media/files/JMPreport2012.pdf 
6 Handbook on Community-Led Total Sanitation, Prepared with the support of Plan International (UK) March 2008, Kamal Kar with Robert 

Chambers 
7 The nine intervention blocks are: Banspal (Keonjhar), KalyanSinghpur (Rayagada), K.Nuagaon (Kandhamal), Degaon (Bolangir), M.Rampur 
(Kalahandi), Kuarmunda (Sundargarh). Three additional blocks were subsequently identified for CLTS: Banaharpal (Anugul), Khariar 
(Nuapada) and Jharsuguda (Jharsuguda) 
8 Bargarh,Paikmal-Bargarh) and Harbhanga (Boudh) were identified as matched control blocks 
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The quantitative data is drawn from the Concurrent Monitoring survey (2014). The data show that 
just 5.8% of households have access to an improved sanitation facility, and 40.8% of these 
households share their facilities with other households; safe disposal of child faeces was reported by 
only 3.2% of mothers of under-fives. The data also indicate inequitable access to sanitation by social 
group: Scheduled Caste and Scheduled Tribe households were 70% and 85% less likely to have an 
improved sanitation facility compared to general caste households respectively. There were also 
disparities by poverty group: multi-dimensionally poor households (defined according to the Multi-
dimensional Poverty Index/MPI9) were 64% less likely to own an improved sanitation facility 
compared to non-MPI poor households. Only one quarter of Anganwadi centres (AWCs) surveyed 
have an improved sanitation facility. This is particularly concerning given that AWCs are the central 
hub for children 0-6 years in terms of nutrition and early child development and that the majority 
surveyed do not provide facilities for the safe disposal of faeces.  

Other hygiene and water indicators relevant to CLTS include that only 12% mothers of under-fives 
reported hand washing at 5 critical moments in a usual day. Access to safe drinking water was also 
lower than expected, particularly when reliability of the water source was considered. The inclusion 
of reliability reduced compliance with the indicator for access to improved drinking water sources 
from 100% to 61.9% (ANM sub-centres), 96.0% to 70.1% (AWCs), and 79.1% to 75.8% (households). 
Overall just 38.9% of sub-centres, 22.1% of AWCs and 3.4% of households safely store their drinking 
water. This was corroborated by qualitative findings that villagers were forced to go to the river and 
dig the river bed during the summer to overcome drinking water shortages (Gonasika village, 
Banspal block).  

The qualitative baseline findings point towards a general lack of understanding of people about the 
health consequences of open defecation and the faecel-oral transmission of disease and illness. In 
contrast the linkages between contaminated water and poor environmental hygiene practices and 
illness are well accepted. Lack of awareness of the importance of the safe disposal of human faeces 
to prevent disease in turn contributes to the low importance given to toilets in people’s perceptions 
of sanitation. Despite low awareness of the health impact of open defecation, both men and women 
in all study sites ranked it the highest priority sanitation problem due to its impact on the safety, 
dignity and privacy of women. Women from Talakansari village reported that when they go for OD 
near the riverside, the presence of male lorry drivers passing through makes them feel awkward 
because they pass comments on the women and girls.  
 
The qualitative study findings also show differences in preferred places for OD by gender, age group 
and occupation of the people. Male members of the community, usually, go for defecation near 
water sources whereas the females and adolescent girls, generally, go to the forest areas or open 
spaces covered by bushes and hill slopes in groups for defecation to safeguard their privacy and 
dignity. Young children, normally, defecate inside or just outside of their houses whilst elderly 
people defecate in the open spaces. 
 
The key disadvantages of OD mentioned by participants were: lack of safety and security especially 
for women; hampered dignity and privacy of women and in turn their families; conflict arising when 
people defecate on other’s land; problems in the rainy season and specific difficulties for elderly 
people. But, in spite of these felt disadvantages people in the study villages continue to practice OD. 
OD appears to be a habitual behaviour that is transferred from one generation to the next without 
questioning and without the motivation and enabling support for change despite awareness of the 
risks to women’s safety and dignity. Although OD does not seem to be considered shameful per se, 
OD in public places such as by the roadside, as opposed to OD in the forest or by the river, is. In such 

                                                           
9 Alkire et al, 2013. Multidimensional poverty index 2013. http://www.ophi.org.uk/wp-content/uploads/Global-Multidimensional-Poverty-
Index-2013-8-pager.pdf?0a8fd7 
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situations, the visibility of human faeces to a larger share of the community makes this more socially 
unacceptable.  

 
Key barriers preventing attainment of ODF that emerged were: OD being an age-old habit/practice; 
ignorance or lack of understanding about the benefits of ODF especially the faecal-oral transmission 
route; water scarcity; lack of land for toilet construction in some areas; dependency on the 
government for financial assistance; and delay in release of funds for toilet construction. Enabling 
factors identified included: strong dislike of human faeces; concerns about the safety, dignity and 
privacy of women practising OD; willingness towards toilet construction; cohesiveness of people of 
similar caste/ethnicity; the growing realization of government functionaries about the need to 
create sanitation demand; and availability of land in some areas (although this could equally be a 
barrier in other villages if land availability is limited), and labour for construction of toilet.  
 
The baseline data reveal a number of key areas that the implementing organisation will need to 
consider. Key recommendations include: 

1. Ensuring that people understand the adverse implications of poor sanitation practices, and 
specifically open defecation. 

2. Developing understanding amongst the people on the contamination route / pathways of 
poor sanitation practices particularly open defecation, and how it adversely affects their 
health status and the consequent economic implications. 

3. Ensuring that CLTS triggers changes in defecation practices, rather than just latrine 
construction. The qualitative work highlighted that in some cases people persist with OD 
despite having toilets available at home. Triggering of a deeper understanding of the need to 
stop OD and building social norms and solidarity to support ODF will increase the likelihood 
of sustaining ODF. 

4. As well as capitalising on natural feelings of disgust and shame about human faeces, CLTS 
could also use commonly held concerns about the safety, privacy and dignity of women 
going for OD, and reducing conflict over land used for OD, as a lever for attaining ODF and 
constructing toilets. 

5. Continued support of villagers in being able to access affordable good quality, infrastructure 
materials required for latrine construction and with plans for solid and liquid waste 
management in the longer term.  

6. Community discussions should cover hygiene practices more widely e.g. safe water storage 
and hand washing which were particularly poor at baseline, despite being mentioned as a 
practice by some women during the focus groups.  

7. A follow up strategy once villages and panchayats are declared ODF to reinforce the 
intervention. 

8. Systematic monitoring progress/timing of transition through discrete stages of CLTS to 
identify communities at high risk of reverting to OD (slower conversion to ODF could mean a 
greater likelihood of reverting). 

9. Ensure engagement of the community level key stakeholders in the implementation process 
of CLTS, and local government functionaries, for sustainability of the same. 

10. Continued supportive supervision and monitoring of CLTS facilitators to strengthen 
implementation in real time, rather than at endline when the opportunity has passed. 

11. Ensure linkage of communities with the local government/district officials for addressing 
issues like water scarcity, delay in release of financial support. 

12. Continued self-reflection of CLTS facilitators to ensure attention to the enablers and barriers 
to CLTS success; prevent factors that are internationally known to encourage a return to OD 
after ODF has been achieved; ensure inclusion of underserved and the poorest households 
(including addressing any language barriers); targeting the behaviour of all community 
groups including men and elderly people; involvement of FLWs; ensuring CLTS causes no 
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harm (e.g. by creating more domestic burden for women compared to men or widening 
social divisions); and practical and financial support to enable movement to safer practice.  

 
The baseline data in this report highlight that the sanitation situation in the study areas is a major 
public health concern. Interventions are needed to increase access to improved sanitation facilities 
and reduce OD and unsafe disposal of child faeces. CLTS is a promising intervention to address this. 
The CLTS pilot and its evaluation represent a valuable opportunity to determine the effectiveness of 
the intervention and to understand enabling and constraining factors for CLTS in underserved 
communities where OD is the predominant practice. The data collected through this mixed methods 
impact evaluation will identify factors likely to increase sustainability of positive effects, and whether 
CLTS can be usefully combined with other community interventions to enhance its impact; this will 
aid decisions around further scale up of CLTS.  



Page | 8  
 

4 Introduction 

4.1 The contribution of poor water and sanitation to health outcomes  

There is a direct relationship between water, sanitation and health. Inadequate water and sanitation 
infrastructure and unhygienic practices facilitate the transmission of pathogens that cause 
diarrhoea, which accounts for 2 million child deaths annually in the world, about half of them in 
India101112.  
 
Globally 1.1 billion people, including an estimated 638 million in India alone, practice open 
defecation13. This is inextricably linked to the very low availability and use of toilets. According to the 
NSSO (2013) more than half of rural households in India do not have latrine (59.3%) or bathroom 
facilities (62.3%), and only 88.5% households have access to improved sources of drinking water.  
 
Open defecation and poor water and sanitation are linked to a range of other diseases and 
contribute to the high burden of undernutrition. In the context of high levels of OD, meaningful 
reductions in faecal-oral transmission require community-wide change in defecation practices, and 
may be supported by increased access to sanitation facilities at household level.  
 

4.2 Current sanitation situation in Odisha 

According to the Census 2011, less than half (46.9%) of households in India have a latrine facility 
within their premises. Odisha, which is one of the most under-developed states in the country, 
stands far below the national figure where just 22% of households have their own latrines. The 
Concurrent Monitoring survey carried out across all the blocks in Odisha in 2011 revealed that fewer 
than 10% of households reported access to improved sanitation facilities, particularly in the 15 High 
Burden Districts of Odisha.  

  
A study examining latrine coverage and use among 447 households in 20 villages in Odisha indicated 

that mean latrine coverage among villages exposed to the Total Sanitation Campaign for three years 

previously was 72% compared to 10% in comparable villages without the Total Sanitation Campaign. 

However, among households with latrines, more than a third (39%) were not being used by any 

member of the household, over a third (37%) of the household members reported never defecating 

in their latrines and less than half (47%) reported using their latrines at all times for defecation14. 

4.3 Which factors maintain open defecation in Odisha? 

Identifying factors that drive OD was a key aim of the qualitative component of this baseline report 

(presented later in this report). Existing sanitation and hygiene practices, perceptions and socio-

cultural, gender-based, and financial barriers/enablers (such as community cohesion) have been 

identified as key areas to address in order to attain ODF. These aspects are discussed in detail in the 

qualitative section of the report. 

 

                                                           
10

 Wang L. Determinants of child mortality in LDCs: empirical findings from demographic and health surveys. Health Policy 
2003;65:277-99. 
11

 Borooah VK. On the incidence of diarrhoea among young Indian children. Econ Hum Biol 2004;2:119-38. 
12

 Fewtrell L, Kaufmann RB, Kay D, Enanoria W, Haller L, Colford JM. Water, sanitation and hygiene interventions to reduce 
diarrhoea in less developed countries: a systematic review and meta-analysis. Lancet Infect Dis 2005;5:42-52. 
13

 World Health Organization and UNICEF (2012) Progress on Drinking Water and Sanitation: 2012 Update. WHO/UNICEF 
Joint Monitoring Programme for Water Supply and Sanitation. 
14

 Barnard, S., Routray, P., Majorin, F., Peletz, R., Boisson, S, Sinha, A & Clasen, T. (2013). Impact of Indian Total 
Sanitation Campaign on Latrine Coverage and Use: A Cross-Sectional Study in Orissa Three Years following 
Programme Implementation. PLoS ONE 8(8): e71438. 
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4.4 Policies and interventions aimed at reducing OD in India 

In 1986, Government of India (GoI) started the Central Rural Sanitation Programme (CRSP) with the 

objective of improving the quality of life of rural people and also to provide privacy and dignity to 

women. The concept of sanitation was expanded to include personal hygiene, home sanitation, safe 

drinking water, garbage disposal, excreta disposal and water disposal. With this broader concept of 

sanitation, CRSP adopted a “demand driven” approach with the name “Total Sanitation Campaign” 

(TSC) with effect from 1999. The revised approach emphasized more on Information, Education and 

Communication (IEC), human resource development, and capacity development activities to 

increase awareness among rural people and generation of demand for sanitary facilities.  

In order to give a fillip to the TSC, GoI also launched the Nirmal Gram Puraskar (NGP) in 2003 that 

sought to recognize the achievements and efforts made in ensuring full sanitation coverage. The 

NGP offers a cash prize to motivate Gram Panchayats (GPs) to achieve total sanitation. Encouraged 

by the success of NGP, the TSC is being renamed as “Nirmal Bharat Abhiyan” (NBA) with the 

objective of to accelerate sanitation coverage in rural areas so as to comprehensively cover the rural 

community through renewed strategies and saturation approach. The NBA was launched recently 

and lays emphasis on community-led initiatives to make the entire country open defecation free by 

2022.  

Despite the evident impetus to improve access to improved sanitation evidence suggests there are 

some limitations to the effectiveness of current interventions. For example, a randomized controlled 

trial of the TSC reported that sanitation coverage and levels of community awareness were far lower 

than expected post-intervention. In addition, there are concerns that subsidies alone (although 

useful to overcome budget constraints) are unlikely to solve India’s sanitation problem as long as 

village mobilization remains patchy, and the motivation and social norms facilitating open defecation 

remain unaddressed15.  

In the context of high levels of OD, meaningful reductions in faecal-oral transmission require 

community-wide change in defecation practices, and may be supported by increased access to 

sanitation facilities at household level. A recent intervention study from Odisha concluded that a 

combination of behavioural techniques (like shaming) and social marketing can be very effective in 

reducing OD and constructing toilets; the intervention exploited feelings of disgust and shame, as 

well as encouraging social pressures and peer monitoring to stop OD and construct improved 

sanitation facilities16. One intervention that uses similar techniques for achieving community wide 

change in defecation practices is Community led Total Sanitation (CLTS). 

5  Community Led Total Sanitation (CLTS) 

5.1 CLTS intervention as a promising approach to tackling OD 

The primary objective of CLTS is for entire villages in the selected blocks to become ODF. The 
following four key steps are outlined in the handbook to execute CLTS: i) Pre-triggering (selecting a 
community, and introduction and building rapport with community), ii) Triggering (participatory 
sanitation profile analysis and Ignition moment), iii) Post-triggering (action planning by the 
community and follow up), and iv) Scaling-up and going beyond CLTS. 
 
                                                           
15

 Boisson, S., Sosai, P., Ray, S., Routray, p., Torondel, B., Schmidt, W., Bhanja, B., & Clasen, T. (2014). Promoting latrine 
construction and use in rural villages practicing open defecation: process evaluation in connection with a randomized 
controlled trial in Orissa, India. BMC Research Note, 7, 486. 
16

 Pattanayak, S., Yang, J., Dickinson, K., Poulos, C., Patil, s., Mallick, R., Blitstein, J., & Praharaj, P. (2009). Shame or subsidy 
revisited: social mobilization for sanitation in Orissa, India. Bull World Health Organ, 87, 580–587 
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As well as villages become ODF, it is also expected that the CLTS intervention would lead to increases 
in the construction and use of toilets at household level, positive improvements in sanitation linked 
behaviours, and ultimately improved health and nutrition outcomes.  
 
It is also possible that household and community level sanitation improvements could be reinforced 
by other community demand side interventions that include health, nutrition, water and sanitation 
(HNWASH) behaviour change components, such as a Participatory Learning and Action (PLA) cycle, 
which is being scaled up in the 15 High Burden Districts (HBDs) in Odisha. This evidence-based 
intervention17 is using women’s groups as a platform and local facilitators to take community 
members through 20 fortnightly meetings. Meetings are covering maternal and newborn health 
problems and malnutrition. There are 4 phases to the meeting cycle: problem prioritisation, devising 
strategies to address problems, implementing strategies, and evaluating strategies. PLA has begun in 
3 districts (March 2014) and is due to begin in the remaining 12 districts in October 2014. The 
monitoring and evaluation (M&E) design for CLTS incorporates an additional study arm (CLTS+PLA) 
to test this hypothesis (see section 7). 
 

The CLTS18 handbook defines the approach as focusing on igniting a change in sanitation behaviour 

rather than constructing toilets. It does this through a process of social awakening that is stimulated 

by facilitators from within or outside the community. It concentrates on the whole community 

rather than on individual behaviours. The collective benefits from stopping open defecation (OD) can 

encourage a more cooperative approach. People decide together how they will create a clean and 

hygienic environment that benefits everyone. It is fundamental that CLTS involves no individual 

household hardware subsidy and does not prescribe latrine models. Social solidarity, help and 

cooperation among the households in the community are common and vital elements in CLTS. CLTS 

encourages the community to take responsibility and to take its own action.  

The handbook does not outline the monitoring and evaluation of CLTS. During the post-triggering 

phase, it entails verification or inspection to assess whether a community is ODF and certification of 

the confirmation of ODF status and its official recognition. The verification activities include: visits to 

former OD sites, checking up before dawn or after dusk, inspections of latrines, noting whether 

paths to latrines have been used, conversations with elderly people and children, asking how a 

community itself monitors hygiene behaviour change, distinct and visible marks indicating hygiene 

behaviour change, e.g. soap for washing hands, water containers near latrines etc., inquiring about 

infringements and what was done, following animals that eat shit, checking if all the hanging and 

floating latrines have been demolished, and other innovative tricks people in the community use to 

check ODF status. 

 

5.2 Overview of the Odisha CLTS pilot  

Government of Odisha (GoO) and TMST and the have agreed to adopt CLTS-type approaches in 9 

selected blocks of 9 high burden districts of the State (6 blocks will initially receive CLTS before 

scaling up to a further 3)19. Increasing the number of people using improved sanitation facilities 

through community based approaches such as CLTS is a key priority within the DFID log frame for 

Odisha: the aim is to enable a further 9 million people to access latrines between 2012 and 2015.  
                                                           
17

Tripathy et al (2010): Effect of a participatory intervention with women’s groups on birth outcomes and maternal 
depression in Jharkhand and Orissa, India: a cluster-randomised controlled trial 
18

 Handbook on Community-Led Total Sanitation, Prepared with the support of Plan International (UK) March 2008, Kamal 

Kar with Robert Chambers 
19

 The nine intervention blocks are: Banspal (Keonjhar), KalyanSinghpur (Rayagada), K.Nuagaon (Kandhamal), Degaon 
(Bolangir), M.Rampur (Kalahandi), Kuarmunda (Sundargarh). Three additional blocks were subsequently identified for CLTS: 
Banaharpal (Anugul), Khariar (Nuapada) and Jharsuguda (Jharsuguda) 



Page | 11  
 

The programmatic intervention in the 1st six blocks is implemented by an organization ‘Knowledge 

Links’ with the help of local NGO partners. The ‘Feedback Foundation’ will implement CLTS in the 

three blocks added subsequently. 

5.3 Evidence of CLTS effectiveness 

The evidence to support the use of CLTS to achieve ODF in Indian villages is based on very few 

studies; much of its reported effect is anecdotal rather than being tested rigorously through 

randomized controlled trials or quasi-experimental designs. Little is also known about whether ODF 

status and related practices (such as construction and use of latrines) are sustained beyond the end 

of the CLTS implementation period. Therefore it would be useful to establish: i) the proportion of 

villages that sustain ODF and related changes to sanitation practices beyond the immediate post-

implementation period; and ii) whether attainment of ODF is more likely, and is sustained for longer 

when combined with other demand-side interventions that may reinforce key elements of CLTS. In 

addition, it would be extremely useful to also know ‘why’ and ‘how’ changes in open defecation 

practices at the individual, household and community levels are achieved. 

As stated previously, it is possible that the effectiveness of CLTS could be enhanced by other 

community-based interventions being implemented in Odisha. These questions will be answered 

through the overall M&E design which includes 3 arms: 1) CLTS only (3 blocks) 2) CLTS + PLA (3 

blocks) and 3) no intervention (3 blocks) (see section 7 for full details).  

6 Aims of the report  

This is the baseline monitoring and evaluation report for the CLTS pilot in Odisha.  

 

The report aims to build a clear picture of the sanitation, water and hygiene situation in the study 

areas before CLTS began. This will be achieved through the analysis and presentation of qualitative 

and quantitative data collected in the study areas. Data from the baseline report will form the basis 

of the CLTS evaluation – these baseline data will be compared with endline data to establish the 

effectiveness and sustainability of the approach demonstrated by the pilot. 

 

A second aim of the report is to use the baseline data to develop recommendations to strengthen 

implementation of CLTS. The baseline data reveal a number of key areas that the implementing 

organisation may wish to consider. 

 

The following sections of the report are structured as follows: 

 Section 7 describes the overall M&E plan for CLTS in Odisha  

 Section 8 provides details about the CLTS Monitoring Mechanism that TMST recommended 

for use by the CLTS implementing organisation 

 Section 9 reports quantitative baseline findings relevant to CLTS drawn from the Concurrent 

Monitoring Survey (CCM) in Odisha (2014). CCM indicators of interest include household, 

sub-centre and AWC access to improved water and sanitation, and hygiene and sanitation 

practices of household members and frontline health workers 

 Section 10 reports baseline qualitative research findings, also collected in 2014 

 Section 11 draws together the qualitative and quantitative findings to make 

recommendations for the strengthening of CLTS implementation 

 Annexes are attached separately 
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7 Overall M&E plan for CLTS 

A three armed quasi-experimental study has been designed to measure the effectiveness of CLTS 

alone (3 blocks) and CLTS+PLA (3 blocks) compared to a matched control group (3 blocks with no 

CLTS or PLA)20. The control blocks were identified after matching the score of a composite index 

(derived using UNDP guidelines21) with the intervention blocks.  

Indicators including female literacy rate and the proportion of Scheduled Caste (SC) and Scheduled 

Tribe (ST) from the Census 2011 were used to construct the composite index. Indices for each 

indicator were prepared separately, and the composite index was derived from the average of the 

two indices. The methodology is described briefly below.  

For positive indicators like Female Literacy the index was constructed as follows:  

Individual dimension index=((Actual value-Minimum Value)/(Maximum 

Value-Minimum Value))*100 

For negative indicators such as the proportion of SC/ST inhabitants the index was constructed as 

follows: 

Individual dimension index=((Maximum Value-Actual Value)/(Maximum 

Value-Minimum Value))*100 

Randomization was not possible as the government had already designated the blocks they wanted 

to receive CLTS. 

The main research questions this design will permit us to answer are as follows: 

1) Does CLTS result in a significantly greater proportion of villages achieving ODF-status compared to 

matched controls?  

2) Does combining CLTS with another demand-side intervention (PLA) result in a significantly greater 
proportion of ODF villages compared to CLTS alone?  

3) Does CLTS lead to significantly greater levels of household toilet construction and use compared 
to matched controls?  

4) Does combining CLTS with another demand-side intervention (PLA) lead to significantly greater 
levels of household toilet construction and use compared to CLTS alone?  

5) Are ODF-status and other positive sanitation practices sustained beyond the immediate post-CLTS 
implementation period?  

6) Are ODF and other positive sanitation practices sustained for longer when CLTS is combined with 
PLA compared to CLTS alone?  
 

Quantitative components of the study include: 1) independent endline assessments of ODF status of 

CLTS exposed and non-exposed villages immediately post-intervention, and at longer term follow-up 

to assess sustainability of the intervention and 2) analysis of secondary CLTS outcomes using CCM 

data at baseline and endline to test for between group differences. 

The independent ODF verification component will use a stratified random sampling approach: 1) 

within each block to ensure equal numbers of villages per block and 2) by village size (small, medium 

and large) because this is likely to influence the effectiveness of CLTS. The baseline proportion of 

ODF villages is expected to be 0% in all groups. We have estimated the proportion of villages likely to 

                                                           
20 Bargarh,Paikmal-Bargarh) and Harbhanga (Boudh) were identified as matched control blocks 
21 UNDP 2013: http://hdr.undp.org/sites/default/files/hdr_2013_en_technotes.pdf, downloaded 15/10/14 

http://hdr.undp.org/sites/default/files/hdr_2013_en_technotes.pdf
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become ODF immediately post-CLTS, and immediately post-PLA in the three study arms. We expect 

there to be a drop in ODF-status in both intervention arms, but we expect the size of the reduction 

to be mitigated due to the influence of PLA. Our estimations for each study arm are shown in Table 1 

and are also influenced by the limited number of villages available in individual blocks.  

 
Table 1: Estimated proportions of ODF villages at baseline, 8 and 12 months in the 3 
study groups  

Study arm Estimated % villages ODF 

Baseline Immediately post-CLTS  
(after 8 months) 

Endline, post-PLA 
(after 12 months) 

1. CLTS  0%  75%  50%  

2. CLTS+PLA  0%  75%  73%  

3. Control  0%  0%  0%  

 
A sample size of 69 villages per block (207 per study arm) will enable detection of at least 23% 
between groups after 12 months of intervention with 90% power, p <0.01, and a design effect of 
2.64 (based on an intra-cluster correlation coefficient/ICC of 0.04) to account for clustering in the 
data. We have not adjusted for attrition – this is unlikely for a village-level assessment through 
independent observation.    
 

The sampling approach for CCM (from which we are drawing out data for secondary CLTS outcomes) 

involved equal probability sampling of approximately half of Gram Panchayats (GPs) within a block, 

and then approximately half of all villages within GPs (again with equal probability). All households 

within selected villages that had any of the following respondent groups were surveyed: pregnant 

women, mothers of children under-five, women with a pregnancy outcome in the reference period, 

adolescent girls 10-19. 

The estimated baseline prevalence of households with access to toilets, and the expected increase 

after 12 months are provided for each of the study groups in table 2 below. In line with Pattanayak 

et al22 we have assumed there will be no increase in access to toilets in control areas. Our estimate 

of increase in toilet access due to the intervention is also based on the Pattanayak study which 

observed a change from 6%-32% over a 1-2 month intensive IEC campaign; we have assumed a 

similar magnitude of effect here for CLTS only blocks. The expected added benefit of including PLA in 

combination with CLTS on household toilet construction is 15 percentage points higher than CLTS 

only blocks, which we feel is both realistic and is within the resources available for CCM.  

Table 2: Estimated proportions of households with access to a toilet at 
baseline and after 12 months in the 3 study groups 

Study arm Estimated % of households with access to a toilet 

Baseline
1
 Endline, post-PLA (after 12 months) 

1. CLTS 22% 48% 

2. CLTS+PLA 22% 63% 

3. Control 22% 22% 
1
Baseline prevalence data based on the 2011 census 

 
The sample size calculation for household access to latrines was calculated with the following 
assumptions:  

 90% power 

 Significance threshold of 0.01 (to  account for multiple group comparisons) 

                                                           
22

 Pattanayak et al (2009): http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2733281/ 
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 An ICC of 0.08: an ICC of 0.12 was reported from a similar study from Odisha using a CLTS-
type intervention23, but this seems high and the origin (and suitability) of the ICC for our 
purposes is not clear. As such, we took the average between this and a recommended 
conventional ICC of 0.0424.  

 The smallest meaningful difference to be detected, and one that is justifiable in terms of 
additional CCM resources required is 13% between CLTS only and CLTS+PLA groups. This 
would require 2150 households per cluster/block (6450 per study group), which includes a 
design effect of 12.44 and allows for 20% attrition.  

 

Qualitative components of the CLTS evaluation include baseline research to help us understand the 
social, environmental and structural factors that maintain ODF and low access to toilets, and barriers 
to improved sanitation (including toilet construction). Further qualitative work at endline will be 
conducted to gauge the quality of implementation, and to help explain the endline findings (e.g. why 
CLTS resulted in ODF or not, how CLTS worked with PLA or not).  

 

We are also working with a health economist to be able to answer questions about the cost 

effectiveness of CLTS and CLTS+PLA for sustained sanitation improvements, and the projected costs 

of further scale up of CLTS. We will also measure costs to community members of implementing and 

enforcing CLTS, and constructing and maintaining toilets. 

Ethical approval  

The study was given independent ethical approval on the 1st July 2014. 

 

The Monitoring Information System (MIS) for CLTS is described in the next section of the report. 

 

 

  

                                                           
23

 Pattanayak et al (2009): http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2733281/ 
24

 Bland (2004): http://www-users.york.ac.uk/~mb55/talks/clusml.htm 
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8 CLTS Monitoring Information System 

The key objectives of the CLTS monitoring information system (MIS) are to: 1) capture the basic 
sanitation information of individual villages prior to CLTS implementation 2) record data on 
concurrent progress of individual villages towards ODF status 3) assess overall progress and ODF 
attainment in CLTS exposed areas.  

The monitoring template records village-wise data on the number of AWCs, schools and households 
with toilets (disaggregated by caste/tribal status) prior to the introduction of CLTS. It also records 
data about the triggering process (e.g. date of triggering), date of ODF attainment, as well as 
monthly progress data on use of existing toilets, and construction of new toilets at schools, AWCs 
and households. 

Village-wise cumulative data across the entire CLTS intervention period can be monitored with the 
tool and results compared with ODF targets. These data can be compiled Gram Panchayat (GP) level: 
summary sheets are generated on monthly basis to facilitate reviews of CLTS progress. The 
implementing partner along with the local community based organizations is responsible for 
collecting the baseline and monitoring data and to review progress.  

The primary benefits of this monitoring system are:  

 Systematic recording of village-wise data on CLTS intervention and progress in relation to 
targets 

 Monitoring of the time lag between date of triggering and ODF attainment (a possible 
indicator of ODF sustainability) 

 Recording of concurrent improvements in access to and use of improved sanitation facilities 
at households, schools and AWCs. 
 

The MIS template including the document explanation, tool and data dictionary is attached 
separately for reference. A copy of the MIS tool is shown below: 
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9 CLTS baseline indicators: secondary outcomes from CCM 

9.1 Chapter overview 

This chapter includes the following information: 

- A brief discussion of equity and how it is being assessed 

- A description of the CLTS baseline sample  

- Individual, household and frontline health worker indicators relevant to CLTS: 

o Access to and use of improved sanitation facilities 

o Practices related to the safe disposal of faeces 

o Hand washing with soap at critical moments 

o Access to safe water supply and safe storage 

- Disaggregation of indicators by socio-economic and equity-related factors 

- Analyses to examine equity of access to improved sanitation facilities  

- Analyses to determine how well the intervention and control arms are matched 

- Recommendations for on-going CLTS implementation 
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9.2 Assessing equity of the CLTS intervention 

Socio-economic inequities in access to health, nutrition, water and sanitation services are well 

documented in India25. It is important that the CLTS intervention engages the most underserved 

groups within a village as well as people with relatively greater privileges in terms of education and 

income for entire villages to become ODF.  

In this baseline report we have examined the extent of baseline differences for CLTS relevant 

indicators according to different dimensions of equity. We would hypothesise that any baseline 

differences in access to and use of services would have narrowed at endline. We have also designed 

qualitative work exploring whether the most underserved groups were able to participate in the 

CLTS intervention, and whether any groups were left out. These findings will be reported at endline.  

We have considered several dimensions of equity for each CLTS indicator in this baseline report 

including social group, education and literacy, standard of living index, and the multi-dimensional 

poverty index. It was not possible to include disaggregated data by sex as CCM respondent groups 

were female, and indicators were reported either at the individual level or household level. Sex 

differences in defecation practices/use of toilets and engagement with CLTS are being explored 

through qualitative work, and through the planned independent verification of ODF villages. 

Standard of Living Index 

The Standard of Living Index (SLI) has been used in previous India surveys such as the NFHS and 

DLHS. The SLI is constructed as follows: 

Question Weights 

What is the type of House? 4 for pucca, 2 for semi-pucca, 0 for kachha 

Is there a latrine available for 
household members to use? & What 
kind of latrine is it? 

4 for own flush toilet, 2 for public or shared flush toilet or own pit toilet, 1 for 
shared or public pit toilet, 0 for no facility 

Does this HH Possess electricity? 2 for electricity, 1 for kerosene, gas, or oil, 0 for other source of lighting(score 
needs to be revised as we asked different question than NFHS) 

What type of fuel does your HH 
mainly use for cooking? 

2 for electricity, liquid petroleum gas, or biogas, 1 for coal, charcoal, or 
kerosene, 0 for other fuel 

What is the main source of drinking 
water for members of your HH? 

2 for pipe, hand pump, or well in residence/yard/plot, 1 for public tap, 
hand pump, or well, 0 for other water source; 

Separate room for cooking 1 for yes, 0 for no; 

Who owns this house? 2 for yes, 0 for no; 

Does this HH own any agricultural 
land? /agricultural land(in acres) 

4 for 5 acres or more, 3 for 2.0–4.9 acres, 2 for less than 2 acres 
or acreage not known, 0 for no agricultural land; 

Q2.9.1. Out of this land, How much 
is irrigated - Quantity of 
land/Q2.9.2. Irrigated Land - In 
Acres 

2 if household owns at least some irrigated land, 0 for no irrigated 
land 

Ownership of livestock. 2 if owns livestock, 0 if does not own livestock 

Ownership of durable goods. 4 each for a car or tractor, 3 each for a moped/scooter/motorcycle, telephone, 
refrigerator, or colour television, 2 each for a bicycle, electric fan, radio/transistor, 
sewing machine, black and white television, water pump, bullock cart, or thresher, 
1 each for a mattress, pressure cooker, chair, cot/bed, table, or clock/watch. 

 

                                                           
25Balarajana et al, 2011. Health care and equity in India. Lancet. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3093249/ 
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Multi-dimensional poverty index (Alkire & Foster; 2007, 2009) 

 

The multi-dimensional poverty index (MPI) is constructed of 3 equally weighted dimensions of 

poverty: health, education, standard of living. There are 10 weighted indicators across the 3 

dimensions of poverty as follows: 

 

HEALTH 

1. Child mortality: any child died in the family=weight of 1/6 

2. Nutrition: if any child or adult in the family is malnourished =weight of 1/6 

EDUCATION 

3. Years of schooling (if no household member has completed 5 years of schooling =weight of 1/6) 

4. Child enrolment (if any school aged child is out of school in years 1-8 =weight of 1/6) 

STANDARD OF LIVING 

5. Electricity (no electricity=poor; weight=1/18) 

6. Drinking water (Millennium Development Goal/MDG definition; weight=1/18) 

7. Sanitation (MDG definition including that toilet is not shared; weight=1/18) 

8. Flooring (dirt, sand, dung=poor; weight=1/18) 

9. Cooking fuel (wood/charcoal/dung=poor; weight=1/18) 

10. Assets (poor if do NOT own more than one of: radio, TV, telephone, bike, motorbike; 

weight=1/18) 

 

Households are defined as multi-dimensionally poor if their summed score from the 10 indicators is 

≥0.3 (i.e. they are deprived on at least 30% of the indicators). Whilst the standard of living index 

alone is a reasonable measure of poverty, and allows comparison with other surveys such as the 

NFHS-3, poverty is being increasingly recognised as multi-dimensional requiring more nuanced 

measures26. The Oxford Poverty and Human Development Initiative have led on the approach, which 

has already been used in India27.  

 

They state: ‘Poverty is often defined by one-dimensional measures, such as income. But no one 

indicator alone can capture the multiple aspects that constitute poverty…A multidimensional measure 

can incorporate a range of indicators to capture the complexity of poverty and better inform policies 

to relieve it.’  

                                                           
26 Policy: a multidimensional approach: http://www.ophi.org.uk/policy/multidimensional-poverty-index/ 
27 Alkire et al, 2013. Multidimensional poverty index 2013. http://www.ophi.org.uk/wp-content/uploads/Global-Multidimensional-
Poverty-Index-2013-8-pager.pdf?0a8fd7 



Page | 19  
 

9.3 Profile of households: 9 CLTS evaluation blocks 

All households within the selected villages were assessed for 

eligibility with a brief screening tool. Households were invited 

to take part if any of the following key respondent groups 

were living there: pregnant women, mothers of children 

under-five, adolescent girls 10-19 years, and women with a 

pregnancy outcome in the reference period (1st January 

2013-31st December 2013).  

The educational level of head of households is shown in 

Figure 1. The majority of respondents had completed fewer 

than 5 years of schooling. Figure 2 shows the proportion of 

households from different social groups. The majority were 

from Scheduled Tribes/ST (43%), Scheduled Caste/SC and 

Other Backward Class/OBC groups accounted for about one-

fifth of the sample each; 12.9% were from General Caste groups. 

  
 

 

When identifying suitable areas for the CLTS evaluation one of our key matching criteria was the 

proportion of ST/SC groups (we constructed an index, also including female literacy). Proportions of 

different social groups in each of the three CLTS evaluation arms are shown in figure 3.  
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Figure 3 shows that the CLTS evaluation arms are well matched 

on the proportion of SC respondents. However, there are clear 

differences between groups on the proportion of ST respondents 

which are underrepresented in the control areas compared to 

both intervention areas. This difference appears to be largely 

offset by a higher proportion of OBC respondents in the control 

area. The dominant social group in CLTS evaluation areas could 

potentially have an impact on the success of the intervention, 

and on our main outcomes. Given the baseline differences 

between arms for social group, at endline we will adjust for social group as a confounder. This will 

allow us to assess the effectiveness of CLTS after group differences in social group have been 

accounted for. 

Multidimensional poverty and standard of living, by study arm 

The proportion of households falling into different standard of living categories, and households 

classed as multi-dimensionally poor are shown in figures 4 and 5. 

  
 

The CLTS evaluation groups are remarkably similar for standard of living: all groups are within 4% of 

each other for low, medium and high categories.  

The multi-dimensional poverty index shows a slightly different picture where a lower proportion of 

households were classed as poor in the control areas compared to the intervention areas, 

particularly the CLTS-only arm. This is consistent with the findings for social group where the CLTS 

control areas had proportionally fewer respondents from ST groups and more respondents from 

OBC groups whilst the CLTS-only arm had the highest proportion of ST respondents compared to the 

other two groups. Again, it will be important to adjust for the MPI index at endline to tease out the 

effectiveness of CLTS after accounting for pre-existing differences in multi-dimensional poverty at 

baseline. 
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9.4 Profiles of key respondent groups: 9 CLTS evaluation blocks 

Pregnant women, mothers of under-fives and adolescent girls 

are key respondent groups for CLTS-related indicators. Key 

respondent questionnaire modules immediately followed the 

household-level questionnaire. The response rates were very 

high for all respondent groups: 100% for mothers of under-

fives and adolescent girls 15-19, 99.6% for adolescent girls 

10-14, and 95.2% for pregnant women. 

Literacy and education 

Pregnant women, mothers of children under-five and 

adolescent girls 15-19 (not pregnant or with a child under-five) were asked to read a sentence from 

the interviewers manual. Interviewers classified respondent reading ability as follows: cannot read, 

partial reading, reads easily or no card available in respondent’s language.  

Female literacy was another key criterion we considered when matching the CLTS intervention and 

control arms. Literacy status for all the respondent groups above combined is presented by CLTS 

evaluation group in figure 6. 

 

There appear to be differences in female literacy between CLTS evaluation arms, favouring the 

control group. This is consistent with the household-level results for social group and multi-

dimensional poverty where the most deprived groups and multi-dimensional poverty are over-

represented in the intervention groups compared to the control. This does not mean that our 

control groups are inappropriate. It does mean that we will adjust for female literacy as a 

confounder in endline analyses to account for this pre-existing baseline difference. 

Educational levels of different respondent groups are shown in figures 7 (pregnant women, mothers 

of under-fives and adolescent girls 15-19) and 8 (adolescent girls 10-14). We created a separate 

education variable for adolescent girls 10-14 because in the majority of cases they would not yet 
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Figure 6: Literacy status of pregnant women, mothers of children under-five and 
adolescent girls 15-19 by CLTS evaluation group 
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have had the opportunity (i.e. they were too young) to have completed 10 or more years of 

education. 

Results suggest that progressively fewer females have no education with each new generation.  It 

will be interesting to explore whether different age-groups are differentially involved and motivated 

for CLTS activities. This can be explored quantitatively, and through qualitative work with younger 

and older adolescent girls, as well as pregnant women and mothers of under-fives at endline in 

intervention areas. 

 

 

 

 
 

 

9.5 Profile of Frontline health workers (FLWs): 9 CLTS evaluation blocks 

In this section we have summarised basic socio-demographic information 

collected from ASHAs, AWWs and ANMs (figures 9 and 10). All ANMs had 

completed at least 10 years of education, compared to about half of 

AWWs and just under a third of ASHAs.  

Social groups of different FLWs are shown in figure 10. This indicates an 

approximately even spread of social groups amongst the three cadres of 

health worker, although a slightly greater proportion of ASHAs were from 

ST groups compared to ANMs and AWWs. Similarly, more AWWs and 

ANMs were from general caste groups relative to ASHAs. 
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FLW characteristics across CLTS evaluation groups 

Social group and education status for each FLW are shown by CLTS evaluation group in figures 11-12 

(ASHAs), 13-14 (AWWs) and 15 (ANMs). In line with household and key respondent data FLWs in the 

control areas had proportionally greater numbers of the least deprived social groups: general caste 

and OBC. Similarly, FLWs in the control areas tended to have higher levels of education than in the 

intervention areas. At endline we will adjust for these potential confounders in our FLW analyses. 
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Figure 12: Educational status of ASHAs by 
CLTS evaluation group 
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All ANMs had at least 10 years of education so 

there were no CLTS group differences to 

report. 

 

 

 

 

 

 

 

 

 

 

The next section describes the household, individual-level and frontline health worker indicators 

that could be positively impacted upon by CLTS. 
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9.6 CLTS baseline indicators: Access to and use of sanitation facilities  

Household-level access to improved sanitation facilities 

The primary objective of CLTS is for entire villages to 

become open defecation free (ODF). Villages can be 

classified as ODF even in the absence of sanitation facilities 

through covering or burial of faeces28. Whilst these are 

effective short-term strategies a more sustainable approach 

to the safe disposal of faeces is for households to install 

their own sanitation facilities. The model of CLTS being 

piloted in Odisha includes facilitation of household toilet 

construction, for example by linking villagers to high quality 

and affordable materials available in the local area. It is thus 

reasonable to hypothesise an increase in the proportion of 

households with access to sanitation facilities in CLTS-

exposed areas at endline. 

The mere presence of a household latrine does not guarantee safe disposal of faeces. One important 

consideration is whether the latrines prevent contact with human waste i.e. the household uses an 

improved29 sanitation facility. The percentage of households in this sample with access to an 

improved sanitation facility is presented in Table 3 by block and exposure group. 

Table 3: Households with access to improved sanitation facilities1
 % (n) 

Overall sample 5.8% (1063) 

 By block (district;n)  

  Deogaon (Balangir; n=2111) 11.5% (243) 

  Bargarh (Bargarh; n=648) 15.1% (98) 

  Paikmal (Bargarh; n=2699) 5.9% (159) 

  Harabhanga (Boudh; n=2483) 7.5% (187) 

  M.Rampur (Kalahandi; n=2015) 6.5% (130) 

  K.Nuagon (Kandhamal; n=1548) 8.0% (124) 

  Bansapal (Keonjhar; n=2719) 1.1% (29) 

  Kalyansinghpur (Rayagada; n=2492) 0.6% (16) 

  Kuarmunda (Sundargarh; n=1632) 4.7% (77) 

  By exposure group (district;n)  

  CLTS only (n=6366) 3.7% (236) 

  CLTS+PLA (n=6151) 6.2% (383) 

  Control (n=5830) 7.6% (444) 

 

The baseline data show that fewer than 6% of households have access to an improved sanitation 

facility. This is slightly lower than the recent state-level estimate for Odisha (census 2011) where 

14.1% of households had a latrine facility (10% had ‘water closets’, 3.4% pit latrines, 0.7% ‘other 

latrines’)30. Although the census does not define household latrines according to improved/ 

unimproved criteria, water closets are likely to represent improved facilities. There appears to be 

                                                           
28Kar & Chambers, 2008: http://www.communityledtotalsanitation.org/sites/communityledtotalsanitation.org/files/cltshandbook.pdf 
29Improved sanitation: Flush or pour/flush facilities connected to a:piped sewer system, septic system, pit latrine, Pit latrines with a slab, 

Composting toilets, Ventilated improved pit latrines,  

Unimproved sanitation: Flush or pour/flush toilets without a sewer connection, Pit latrines without slab/open pit, Bucket latrines, Hanging 

toilets/latrines, No facilities, open defecation (Joint monitoring programme, 2010) 
30 http://censusindia.gov.in/2011census/hlo/Data_sheet/India/Latrine.pdf 

5.8% of households have access to an 

improved sanitation facility 

40.8% of these households share their 

facilities with other households 

SC and ST households were 70% and 85% 

less likely to have an improved sanitation 

facility compared to general caste 

households 
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Figure 16 illustrates wide disparities in 

access to improved sanitation by social 

group. Just 2.3% of households with ST 

members and 4.5% of SC groups had 

access to improved sanitation facilities 

compared to 13.3% of general caste 

households. Formal testing
17

 revealed 

that SC and ST households were 70% 

and 85% less likely to own an improved 

sanitation facility compared to general 

caste households respectively. These 

results do not change when exposure 

group is added to the model. Despite 

these differences ownership of 

improved latrines was low in all groups. 

some block-wise variation in our baseline data: blocks with the lowest proportion of households 

with improved sanitation were Kalyansinghpur and Bansapal at ~1% compared to 15.1% and 11.5% 

in Bargarh and Deogaon respectively. When data were grouped by CLTS evaluation arm differences 

diminished, although the CLTS-only arm had the lowest proportion of households with improved 

sanitation facilities.  

 

A formal test for baseline differences in improved sanitation between CLTS evaluation arms using 

complex surveys analysis31 indicated a significant association (p=0.03). The control group were more 

than twice as likely to have improved sanitation facilities compared to the CLTS-only group (Odds 

Ratio/OR=2.14, p=0.008); the odds of access to improved sanitation were not significantly higher in 

the CLTS+PLA group versus the CLTS-only group (OR=1.72, p=0.09). When social group was added to 

the model, exposure group became non-significant overall (p=0.44), and there were no differences 

between arms. This suggests that the apparent differences in access to sanitation by exposure group 

were accounted for by social group and the differential proportions of people from different social 

groups between study arms. 

In figures 16 and 17 below we present data on household access to improved sanitation facilities by 

social group and standard of living index. 

 
 

  

                                                           
31Complex survey analysis was used to adjust for clustering in the data at GP and village levels 

13.3 

4.5 

2.3 

9.5 

1.6 
0

2

4

6

8

10

12

14

General Scheduled
Caste

Scheduled
Tribe

OBC Others

%

 

Social group 

Figure 16: Percentage of households with access to an 
improved sanitation facility, by social group 
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Figure 17: Percentage of households with access to 
an improved sanitation facility, by standard of 

living index (NFHS method) 

Figure 17 highlights stark differences in 

access to improved sanitation facilities 

by standard of living index. Whilst there 

is a notable increase in improved latrine 

ownership when moving from low to 

medium categories, a much larger 

difference is observed between medium 

and high categories.  

Formal testing using the MPI as an 

outcome (graph not shown) revealed 

that MPI poor households were 64% less 

likely to own an improved sanitation 

facility compared to non-MPI poor. 
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Shared sanitation facilities between households 

Joint Monitoring Programme (JMP) guidance32 is that shared sanitation facilities may discourage 

latrine use unless properly cleaned and maintained. Whilst it is possible that shared facilities may be 

kept in accordance with good hygiene standards this may be less likely compared to latrines only 

used by single households.   

In this sample 59.2% (n=629) of households with improved sanitation facilities did not share their 

latrine with other households.  Again there was block-wise variation where the highest proportion of 

households reporting not sharing their latrine was 80.6% (n=79) compared to 31.3% (n=5) in 

Kalyansinghpur. It is worth noting that the denominator was very small in some blocks for this 

indicator and we should interpret block-wise differences with caution.  

The differences between evaluation arms for this indicator were smaller, although the control group 

were 38% less likely to share improved latrines compared to the CLTS-only group (OR=0.62, 

p=0.043). There were small and inconsistent differences between standard of living groups for this 

indicator where a larger proportion of the medium group shared their improved facilities compared 

to low and high groups. There was no significant association between social group and likelihood of 

sharing facilities (p=0.43). Descriptive data are fully reported for this indicator in annex 1.2.  

Anganwadi Centre (AWC) access to improved sanitation facilities 

Only one quarter of AWWs had an improved sanitation facility at 

their AWC33. Whilst substantially higher than overall proportion of 

households with an improved facility, it is concerning that in the 

majority of cases the central hub for children 0-6 years in terms of 

nutrition and early child development does not provide facilities for 

the safe disposal of faeces. Disaggregated data for this indicator by 

exposure group and block are presented in Table 4.  

Table 4: AWCs that have an improved sanitation facility % (n) 

Overall sample 25.2% (43) 

  By exposure group  

  CLTS only (56) 32.1% (18) 

  CLTS+PLA (53) 11.3% (6) 

  Control (62) 30.7% (19) 

 By block  

  Deogaon (Balangir; 18) 11.1% (2) 

  Bargarh (Bargarh; 5) 0.0% (0) 

  Paikmal (Bargarh; 30) 43.3% (13) 

  Harabhanga (Boudh; 27) 22.2% (6) 

  M.Rampur (Kalahandi; 23) 39.1% (9) 

  K.Nuagon (Kandhamal; 17) 11.8% (2) 

  Bansapal (Keonjhar; 24) 25.0% (6) 

  Kalyansinghpur (Rayagada; 18) 11.1% (2) 

  Kuarmunda (Sundargarh; 9) 33.3% (3) 

                                                           
32 JMP (2010): Access and behavioural indicators for water and sanitation. Hygiene improvement project. 
33Improved sanitation: Flush or pour/flush facilities connected to a:piped sewer system, septic system, pit latrine, Pit latrines with a slab, 

Composting toilets, Ventilated improved pit latrines,  

Unimproved sanitation: Flush or pour/flush toilets without a sewer connection, Pit latrines without slab/open pit, Bucket latrines, Hanging 

toilets/latrines, No facilities, open defecation (Joint monitoring programme, 2010) 

 

Only one quarter of Anganwadi 

centres surveyed have an 

improved sanitation facility 

71.4% of ANM sub-centres have 

an improved sanitation facility  
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Block-wise differences are apparent in this sample of AWCs, although the number of AWWs 

surveyed per block varied widely (from 5 in Bargarh to 30 in Paikmal), so we should interpret these 

between block differences with caution. Due to the small sample sizes for FLWs in these blocks 

formal statistical testing was not possible. 

There appeared to be little difference in AWC access to improved sanitation by educational level of 

the Anganwadi worker, or by her social group although surprisingly AWWs from OBC groups had the 

lowest proportion (full descriptive data for this indicator are shown in annex 6.3) 

Sub-centre access to improved sanitation facilities 

21 ANMs and their sub-centres were surveyed and 71.4% (15) had an improved sanitation facility. 

The overall sample size is small and again we should interpret results with caution. Whilst there is 

still room for improvement the data are more reassuring than for AWCs and households.  

Disaggregated results are shown by exposure group and social group. Formal testing is not 

appropriate here given the small number of ANMs per category. There does appear to be a slight 

difference in sub-centre facilities (favouring the intervention groups, and not favouring ANMs from 

Scheduled Caste groups), but this could easily be a chance result. 

Table 5: ANM sub-centres that have an improved sanitation facility34 % (n) 

Overall 71.4% (15) 

  By exposure group  

  CLTS only (6) 100% (6) 

  CLTS+PLA (9) 66.7% (6) 

  Control (6) 50.0% (3) 

 By social group  

  General (6) 83.3% (5) 

  Scheduled Caste (7) 57.1% (7) 

  Scheduled Tribe (4) 75.0% (3) 

  OBC (4) 75.0% (3) 

 

The small number of ANMs surveyed per block precludes any meaningful block-wise analysis for this 

indicator. Similarly, all ANMs reported that they had 10 or more years of education so no education-

wise comparisons were possible (see annex 6.3).  

Use of available latrines  

Previous research has indicated that even when a sanitation facility is available, some or all of the 

household members fail to use it, continuing their habitual practice of open defecation35. We asked 

household level respondents whether the majority of household members usually use the improved 

sanitation facility. Results were encouraging for this indicator with 91.9% (977/1063) of respondents 

responding positively, and with little apparent variation by block, CLTS evaluation group and equity 

dimensions (see annex 1.3 for full disaggregation of this indicator).  

                                                           
34Improved sanitation: Flush or pour/flush facilities connected to a:piped sewer system, septic system, pit latrine, Pit latrines with a slab, 

Composting toilets, Ventilated improved pit latrines,  

Unimproved sanitation: Flush or pour/flush toilets without a sewer connection, Pit latrines without slab/open pit, Bucket latrines, Hanging 

toilets/latrines, No facilities, open defecation (Joint monitoring programme, 2010) 
35http://www.wsp.org/sites/wsp.org/files/publications/WSP_Indonesia_Action_Research_Report.pdf 
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We also asked adolescent girls 10-19 years whether they use the 

available household sanitation facility (regardless of whether the 

facility was improved or unimproved). Again the results were 

positive (91.0%; 1442/1593) and with little variation by exposure 

group, block or equity variables (see annex 4.4 for full 

disaggregation). We have to consider whether social desirability 

could have been playing a role with both of these measures of 

use. We were able to explore this in the indicators below about 

most recent defecation practices. 

9.7 Defecation practices  

We asked frontline workers, adolescent girls 10-19 years, pregnant women and women with a child 

under-five where they disposed of their faeces the last time. The results are shown in Figure 3.  

 
 

Figure 18 shows very low levels of safe disposal of faeces amongst household respondents (safe 

disposal is defined as thrown into a latrine, or covered/buried; JMP 2010). Only one-fifth of ASHAs 

reported safe faeces disposal, compared to around 60% of AWWs and three-quarters of ANMs.  

We further explored this indicator for adolescent girls 10-19 using the denominator of those with an 

improved latrine: this showed that amongst girls with access to an improved latrine 22% did not 

apparently use it or another safe practice the last time. This gap between reported use of latrines 

(previous indicator) suggests use of latrines may be inconsistent, social desirability, or both for 

‘latrine use’ indicators. Unfortunately, it is difficult to measure this indicator through self-report. It is 

possible to observe whether paths are used to latrines and other signs of use - this was beyond the 

scope of the survey but will be assessed through independent ODF-endline assessments. 

  

6.1 8.5 
19.8 

59.7 
76.2 

93.9 91.5 
80.2 

40.3 
23.8 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Pregnant
women &

mothers of
U5s

Adolescent
girls 10-19

ASHAs AWWs ANMs

Figure 18: Percentage of respondents reporting safe disposal 
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Although 91% of adolescent girls with 

latrines reported using them, this 

appears to be an inconsistent practice. 

22% of adolescent girls with an 

improved latrine reported unsafe 

disposal of faeces the last time  
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Safe disposal of child faeces 

Mothers of children under-five were also asked where their 

child’s faeces were disposed of the last time they accompanied 

the child. Just 3.2% reported safe disposal of faeces, which is 

even lower than reported for own practice (see Table 6). There 

do not appear to be differences by exposure group at baseline. 

See annex 4.3 for full disaggregation of this indicator. 

Table 6: Mothers of children<5 years reporting safe 
disposal of child faeces the last time they accompanied 
the child for defecation 

% (n) 

Overall 3.2% (372) 

 By exposure group  

 CLTS only (4499) 3.0% (134) 

 CLTS+PLA (3868) 2.8% (108) 

 Control (3143) 4.1% (130) 

 

Satisfaction with defecation place 

We asked pregnant women, mothers of under-fives and adolescent girls how satisfied they were 

with the place that they defecate. The rationale for this indicator is that, in a context where open 

defecation is the norm, high levels of dissatisfaction could be measure of readiness to change 

practice and install latrines (JMP 2010). Respondents rated their responses on a 5 point likert scale 

(see figure 19) and the percentage who were dissatisfied or extremely dissatisfied is shown in Table 

7. 

Table 7: Respondents who are dissatisfied or extremely 
dissatisfied with the place that they defecate 

% (n) 

Pregnant women and mothers of children<5 years  22.3% (3012) 

Adolescent girls 15-19 years  25.1% (659) 

 

About a quarter of respondents in both groups were dissatisfied with the place they defecate. Levels 

of dissatisfaction were greater amongst respondents without access to an improved sanitation 

facility (23.7%) compared to those with an improved sanitation facility (7.1%). It will be interesting to 

see whether lower levels of satisfaction amongst communities with high prevalence of OD is 

predictive of greater CLTS success at endline (i.e. lower satisfaction could mean greater readiness to 

change practice).  

9.8 CLTS baseline indicators: Hand washing  

The importance of hand washing with soap is also discussed during the CLTS process. We would 

expect that hand washing practice indicators would improve from baseline to endline in the 

intervention areas compared to controls.  

Hand washing with soap at critical moments 

We asked women with children under-five about the critical moments in a usual day when hands are 

washed with soap. The JMP (2010) have outlined 5 critical moments for hand washing: after 

Four-fifths of ASHAs reported 

unsafe disposal of faeces the last 

time 

6% of pregnant women and 

mothers of under-fives safely 

disposed of faeces the last time  

Safe disposal of child faeces in 

these 9 blocks was 3.2% 
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defecation or urination, after attending to a child who has defecated/cleaning the potty, before 

preparing food, before eating, before feeding a child. Baseline findings for this indicator are shown in 

Table 8 by CLTS evaluation arm and social group.  

Table 8: Mothers of children<5 years reporting 
hand washing at 5 critical moments in a usual day1

 

% (n) 

Overall 12.0% (1381) 

  By exposure group  

  CLTS only (4499) 7.2% (322) 

  CLTS+PLA (3868) 18.1% (699) 

  Control (3143) 11.5% (360) 

 By social group  

  General (1412) 17.0% (240) 

  Scheduled Caste (2324) 12.7% (294) 

  Scheduled Tribe (5298) 8.5% (448) 

  OBC (2411) 16.1% (389) 

  Others (65) 15.4% (10) 

 

Overall only 12% mothers of under-fives hand washing at 5 critical moments in a usual day. There is 

some variability by CLTS group, favouring the CLTS+PLA group. The two social groups with the lowest 

performance on this indicator were ST (8.5%) and SC (12.7%). There is a linear increase in the 

proportion of respondents reporting hand washing at 5 critical moments with increasing education 

and literacy levels, and with increasing standard of living (see annex 5.1). 

We asked the same question of adolescent girls and frontline workers but adapted the indicator (i.e. 

removed the child-related hand washing variables) to take account of the fact that these respondent 

groups may not have children to look after. The proportion of respondents reporting hand washing 

with soap on 3 critical daily occasions is shown in figure 19. 
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Between CLTS-group differences are less pronounced for this indicator amongst adolescent girls, but 

there seem to be large differences between FLWs. Again the CLTS+PLA group report slightly better 

hand washing practices compared to other groups. There was less of a difference between social 

groups amongst adolescent girls: General, SC, ST and OBC respondents were all within 6% of each 

other; there were no differences by girls’ education, occupation of household head or standard of 

living index (see annex 5.2). Amongst FLWs, AWWs from general caste groups reported much higher 

levels of hand washing compared to other groups; this was also observed amongst ASHAs but to a 

lesser degree (see annex 7). There was also a clear positive relationship between education and 

hand washing amongst ASHAs. The small number of ANMs surveyed and lack of variability in 

education precluded a separate analyses for this sub-group. 

Table 9: reporting hand washing with an 
appropriate cleansing agent 

% (n) 

ASHAs 77.8% (98) 

AWWs 73.1% (125) 

ANMs 85.7% (18) 

 

Cleansing agents for hand washing 

We also asked respondents what they used to wash their hands. Appropriate cleansing agents 

included: soap, detergent or ash. A descriptive summary is shown in Figure 20. 

 

Interestingly, a greater proportion of adolescent girls 15-19 reported hand washing with an 

appropriate cleansing agent compared to pregnant women and mothers of children under-five; this 

finding was consistent across CLTS evaluation arms. A slightly greater proportion of control group 

respondents reported use of appropriate cleansing agents compared to both intervention groups. 

Disaggregation by social group showed similar results for all groups except pregnant women and 

mothers of under-fives from ST groups which were substantially lower on this indicator (74.9%); 

social group differences were less pronounced amongst adolescent girls. There was a positive 
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relationship between education group, literacy and standard of living with the proportion of 

respondents using appropriate cleansing agents (see annex 5). 

A similar analysis was conducted for FLWs, although the small sample size prevented further 

disaggregation by CLTS exposure group. A summary of the data is shown in Table 9 and indicates 

broadly similar use of appropriate cleansing agents for hand washing across cadres. 

Household hand washing facilities 

Finally for this section we calculated the proportion of households with a hand washing place, and 

with soap and water available inside or within 10 paces of the available latrine (recommended by 

the JMP 2010). We would expect this indicator to improve between baseline and endline in CLTS 

intervention groups as an integral part of installing safe and sustainable sanitation facilities. 

 

The Denominator for this indicator was households with any sanitation facility (improved and 

unimproved). Data were collected through direct observations by investigators. Data are presented 

by CLTS evaluation group in figure 21. 

 

 
 

Overall the proportion of households with appropriate hand washing facilities according to the 

above definition was 62.7% (n=710). There was a slight difference by CLTS evaluation area favouring 

households with latrines in the CLTS-only group. 

There were positive relationships between household hand washing facilities and: education level of 

household head, standard of living and MPI indexes. There were also differences by social group: SC 

and OBC were observed to have the lowest proportion of household hand washing facilities (55.8% 

and 59.2% respectively). 

9.9 CLTS baseline indicators: safe drinking water 

Issues around contamination of drinking water are integral to the CLTS intervention. One common 
CLTS triggering mechanism is to capitalise on feelings of disgust linked to community knowledge 
about possible faecal contamination of drinking water as a result of OD and poor hygiene practices. 
We might also expect access to safe drinking water to increase as a by-product of improved 
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infrastructure for sanitation. Similarly, we might expect CLTS to improve the safe storage of drinking 
water to minimise contamination. 
 

Access to safe drinking water 
 
The JMP (2010) define safe drinking water as any of the following: piped water into dwelling, plot, or 
yard; public tap/standpipe; tube well/borehole; protected dug well; protected spring; rainwater 
collection. The proportion of households, sub-centres and AWCs with access to safe drinking water 
by CLTS evaluation group is presented in figure 21. 
 

 
 
Figure 22 indicates generally high or maximum scores for this indicator for sub-centres and AWCs. 
The indicator is slightly lower for households, and this varies considerably by CLTS evaluation group. 
The CLTS-only group had the least access to safe drinking water (68.4%) compared to the control 
group (91.1%). There was some variation by social group for this indicator, although it was less 
pronounced than for CLTS evaluation group. There were slight positive trends for education group, 
standard of living index and MPI (see annex x) 
 
Reliability of access to safe drinking water 

We also considered reliability of access to safe drinking water. The JMP (2010) define reliable as 

follows: water is normally available from the source AND in the last two weeks has not been 

unavailable for a day or longer.  This reduced compliance with this indicator for ANM sub-centres to 

61.9% from 100%, for AWCs from 96.0% to 70.1%, and for household from 79.1% to 75.8% (see 

annexes 3.1 and 3.2).  

Safe storage of drinking water 

The majority of households stored their drinking water (93.5%). Similarly 76% of ANM sub-centres 

and 85% AWCs stored their drinking water. Unsafe storage can lead to contaminated drinking water 

supplies, and ultimately diarrhoea and other infections in consumers. We would expect that unsafe 

storage would decrease between baseline and endline in the CLTS intervention areas relative to the 

control. 
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 The JMP (2010) define safe storage through fulfilment of the following observations of the storage 

container: Container used only for storing drinking water, has narrow mouth (≤10cm), has spigot, 

has lid or fitted cover and is off the ground OR is covered filtration reservoir with tap. A further 

criterion added by an international WASH expert advised that water storage containers should also 

be off the ground (Jim Baldwin, personal communication April 2013). 

 

Overall just 38.9% of sub-centres, 22.1% of AWCs and 3.4% of households safely store their drinking 

water. The proportion of households, sub-centres and AWCs safely storing their drinking water are 

presented in Figure 23 by CLTS evaluation group. The denominator is restricted to households 

/centres that store their drinking water. 

 

 
 

Safe storage of drinking water at the household level was extremely low across CLTS evaluation 

groups. There was little variation by social group (see annexes). A slightly higher proportion of 

households where the household head had at least 10 years of education also safely stored their 

drinking water, but this was still very low in absolute terms at 7.3%. Similarly, only 11.3% of the 

higher standard of living category and 4.2% of the MPI poor category safely stored their drinking 

water (see annex 3.3) 

 

A lower proportion of AWCs and sub-centres in the CLTS-only area safely stored their drinking water, 

although the small number of ANMs interviewed means that the sub-centre findings should be 

interpreted with caution. There were small differences in safe storage at AWCs by social group with 

AWWs from ST and SC observed as having the lowest levels of safe storage; there was little 

difference between education groups (see annex 8). 
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Figure 23: Proportion of households, sub-centres and AWCs safely storing 
their drinking water 
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9.10 Discussion of baseline findings from CCM 

The data in this report underscore the extremely poor sanitation and hygiene situation in these 9 

focal blocks, and their suitability of selection for the CLTS intervention. Fewer than 6% of households 

have access to improved sanitation facilities, and only 25% of AWCs.  

Open defecation was extremely common and safe disposal of child faeces was extremely low across 

groups. There was also a small but potentially meaningful gap between households with access to 

facilities, and reported use of the facilities amongst household members. This has implications for 

CLTS implementation to ensure commitment to changing defecation practices and not just focusing 

on latrine construction. 

Access to improved sanitation also varied significantly by social group and multi-dimensional poverty 

index. It is crucial that the CLTS intervention engages with the most under-served groups and does 

not unwittingly increase inequities; facilitators will also need to ensure that poorer communities are 

linked up to affordable quality infrastructure to enable latrine construction. 

A quarter of respondents were dissatisfied with the place they defecate – and this was more 

pronounced amongst people without access to an improved sanitation facility/any facility. As 

previously stated, lower satisfaction could mean greater readiness to change practice and suggests 

that CLTS could be well received. We will be able to test this hypothesis at endline. 

Wider WASH practices assessed through this baseline report included hand washing and access to 

improved drinking water. These indicators were also of concern, such as only 12% of mothers of 

under-fives reporting hand washing at 5 critical moments in a usual day. Hygiene practices of 

adolescent girls appear to be better than for older women. It will be interesting to assess 

quantitatively and qualitatively whether adolescents are differentially involved and motivated for 

CLTS activities and report more positive practices at endline. 

Although access to improved drinking water was quite high overall this masked the finding that 

almost a third of households in the CLTS-only group were using unimproved drinking water sources. 

When reliability of improved water sources was considered this indicator declined considerably at 

household, AWC and sub-centre levels. The CLTS intervention brings an opportunity to help 

communities improve infrastructure for water and sanitation, and it is hoped that this gap in access 

to improved water supplies would narrow at endline.  

Safe storage of drinking water was particularly low, across blocks, households and AWCs. We would 

also expect that understanding of water contamination routes through CLTS triggering would 

extrapolate to increases in safe water storage at endline in intervention groups. We would also hope 

that frontline health workers, including AWWs, would be sufficiently engaged with CLTS resulting in 

subsequent improvements in AWC water safety.  

Overall these findings highlight an urgent public-health need to decrease open defecation through 

increased access to and use of improved sanitation facilities, and to increase access to safe water 

and improve other hygiene practices (including safe water storage) in the focal blocks. CLTS could be 

an effective vehicle for this, provided it ensures equitable participation by gender, social and poverty 

groups and focuses on sustainable practice change rather than latrine construction alone.   

How well were CLTS evaluation arms matched for socio-economic factors?  
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Despite the development of an index to match intervention and control groups there were some 

significant differences on key matching criteria between intervention and control groups. 

Specifically, there were a larger proportion of respondents from ST groups in the intervention areas 

compared to controls (particularly in the CLTS-only group) which was offset by a larger proportion of 

OBC respondents in the control groups (and to a lesser extent General Caste respondents). It should 

be noted that the groups were well matched for the proportion of respondents from SC groups 

though. The FLW data also demonstrated a greater proportion of underserved social groups and 

lower levels of education in the intervention areas relative the control; these confounders will also 

be adjusted for in endline analyses. 

The three CLTS evaluation groups were also remarkably similar on the standard of living index, but 

there were disparities for the multi-dimensional poverty index, again favouring the control group. 

These findings suggest that the MPI may be a more sensitive poverty indicator than the standard of 

living index. Overall these findings highlight that we will have to adjust for social group and MPI in 

our endline household-level analysis to be able to assess the effectiveness of CLTS after these 

potential confounding factors have been accounted for. We also observed significant differences in 

female literacy between groups, again favouring the control group; we will adjust for these pre-

existing differences in our endline individual-level analyses. 
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10 Qualitative formative research findings from baseline 

This chapter presents the qualitative baseline findings of the modified Community Led Total 

Sanitation (CLTS) intervention piloted under the DFID supported OHNSP. The findings presented in 

the chapter are structured into the 

following key section headings, 

which are framed in line with the 

qualitative evaluation questions set 

for the study (given alongside the 

text here): 

 

i) Brief profiles of the 

geographical areas covered 

under the study 

ii) Participants of the study and 

their brief background 

characteristics  

iii) Awareness and understanding 

of the communities on 

sanitation 

iv) Existing sanitation practices in 

the communities 

v) Linkages between sanitation 

and other socio-economic 

concerns & priorities 

vi) Problems faced with regard to 

sanitation 

vii) Open defecation (OD) is a 

sanitation issue: Perceptions of 

the communities 

viii) Existing OD practices 

ix) Advantages & disadvantages of 

OD, as perceived by the 

communities 

x) Initiatives taken to attain Open Defecation Free (ODF) environment in the villages 

xi) The barriers to attain ODF environment 

xii) Key enabling factors to attain ODF 

 

10.1 Brief Profiles of the Geographical Areas Covered under the Study 

 

The qualitative baseline study was conducted in two intervention blocks; one block each from ‘CLTS 

alone’ (Kalyansinghpur block in Rayagada district) and ‘CLTS+PLA’  (Banspal block in Keonjhar 

district) arms. These blocks were purposefully selected from Southern and Northern parts of the 

State respectively to understand if there is regional variation in the factors driving or preventing 

open defecation. 

Key Evaluation Question 

i) Which factors drive or prevent open defecation practices 

at the individual, household and community levels? 

Sub-set of Evaluation Questions 

a) What do people mean by sanitation in the context of their 

own domestic and community life, and what links (if any) 

do people make between sanitation and health, growth 

and development, privacy, safety, personal dignity, 

economic improvement? 

b) What are the existing defecation practices of people in 

the community, and how common is the practice of OD?  

c) Are defecation practices different for men and women, or 

other groups in the community? If so, why? 

d) What are the advantages and disadvantages of OD, and 

why? 

e) Have people taken-up any initiatives at individual, group, 

community or institutional levels towards attaining ODF 

at village level? What are they and who initiated them? 

f) What are the barriers to attaining ODF (Social, Cultural, 

Behavioral, Economic, Community, Physical, etc.)? 

g) Is it socially acceptable to talk about defecation/shit and 

defecation practices in the community? If not, why not? 

h) What do people think are possible solutions to addressing 

the different barriers to achieving ODF? and why? 

i) What are the barriers and enabling factors for 

construction and usage of toilets? 

j) Which people and community institutions would be most 

influential in addressing OD and why? 
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Both blocks are dominated by Scheduled Tribes (STs) (65.3%-79.42%) and are covered by large forest 

areas. Scheduled Castes (SCs) account for 4.3% to 16.1% of the population, and female literacy rates 

are 31.1% and 25.7% in Banspal and Kalyansinghpur blocks respectively36. 

 

The villages covered in each block during the study and their selection criteria are presented in Table 

10. An effort was made to select villages from nearby as well as distant localities from the respective 

block headquarters. Effort was also made to select villages with different socio-economic and 

caste/class backgrounds (ST or SC or mixed caste dominated communities) as these factors and 

levels of homogeneity are likely to be linked to OD perceptions and practices. Further details of the 

villages including observations of qualitative researchers are shown in Box 1. 

Table 10: Criteria for identification of villages for the qualitative baseline study 

Name of 

the 

District 

Name of the 

Block 

Name of the 

Gram 

Panchayat 

Name of the 

Village 

covered 

Criteria used for the 

selection of the 

village 

Direction of 

the village 

location from 

the block HQ 

Distance from 

the Block 

Headquarters 

(in Km) 

Rayagada Kalyansinghpur Sikarpai Belkana  Mixed Caste 

People 

South 19  

Seriguma Tumbitarai  ST dominated 

and remotely 

located 

West 29  

Polama Kusabeti  SC Dominated East 25  

Keonjhar 

 

Banspal Talakainsari Talakainsari  Mixed caste 

people 

West 15  

Karangadihi Anusua  ST dominated 

and remotely 

located 

East 12  

Gonasika Gonasika  SC dominated East 25  

 

Box1: Brief Profiles of the Villages covered under the Qualitative Baseline Study 
 

Talakainsari village is situated in Banspal block of Keonjhar district, which is just 3km away from Sana 

Ghagara- a tourist spot. The village is connected with the National Highway-45. The human settlements are 

scattered on both sides of the road. Geographically, Talakainsari is surrounded by hills and forests in the west, 

agricultural lands in the east and north, and river in the south. The internal roads of the village are made-up of 

concrete. The communities residing in this village are OBC, ST and General. During the visit, the study team 

witnessed uncleanliness of the people, roads and surroundings of the tube wells. Household garbage was 

thrown on the road. Some children were playing with stagnant water. In the village, the drinking water source 

is the tube well. None of the families has toilet in their house. 

Anasua village is located in Karangadiha panchayat of Banspal block of Keonjhar district. The village is 

surrounded by hills and forests and a river passes on the south side of the village. Only ST people of Juanga 

community reside in this village. The water source includes a big pond and the perennial stream water, which 

is used for the purpose of drinking. One tube well has been installed which is in a defunct condition. The 

roadsides are filled with human excreta, cow dung and different types of garbage. Even the Madapghar side 

(Community centre), where the study team organized FGD, was filled with garbage, cow dung and wild grass. 

None of the families in the village has toilet in their house. 

 

                                                           
36

 Census of India, 2011 
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Gonasika village is the Panchayat headquarter and is located in Banspal block of Keonjhar district. 

Heterogeneous communities are residing in this village, namely OBC, SC, ST and General. Gonasika village is 

situated on the top of the hill; to its south, a river is flowing; other parts are covered with forests and hilly 

terrains. The drinking water sources include one tube well and piped water supply. During summers, the 

people go to the river and dig the riverbed to meet drinking water shortages. The internal road of the village is 

made-up of concrete and is well connected with the approach road to the village. Wild grasses and bushes are 

found near the houses. Indiscriminate disposal of waste and cattle excreta was seen along the road. Only a few 

families in the village have toilet in their house. 

 

The village Belkana is located in Sikarpai Gram Panchayat under Kalyansingpur block of Rayagada district. The 

village settlements are arranged on both sides of the internal road. Belkana is surrounded by forests and a 

river in the south; the farmlands are in the northern and eastern parts. People from general, OBC and SC 

communities reside in the village. The village has a drainage system, which has been constructed by individual 

efforts. The government provides water. Cattle were roaming along the village road leaving their dung and 

urine spread all over the road. Both sides of the village road were packed with garbage, which gave rise to a 

bad smell. The people were using the sides of the river and road for defecation. They also used their farmland 

for defecation after harvesting. During nights, the village road was used for Open Defecation. Only two Telugu 

families have toilets. This community is aware about sanitation and is looking forward to constructing toilets, if 

any help will be extended by any agency. 

 

Tumbitarai village of Seriguma panchayat is located under Kalyansingpur block of Rayagada district, which is 

dominated by SC community people. It is a plain land with scattered settlements. The SC population sticks to 

their area, while some STs have their own area in the same territory. A train line passes in the western part of 

the village; to its east, “Bhalu Maska’ railway station is situated; the southern and northern part of the village 

is covered with farmland. The potential for water scarcity appears high as there is only one pond and a river 

within a 2km radius of the village. The people use river water for cooking, which has become contaminated as 

different people use this water for bathing and washing. Six tube wells are there to meet household need for 

drinking water. In the village, nobody has toilet facility. The people use roadside, open spaces, and railway 

tracks for defecation. During the visit, the study team saw people defecating behind the school building. 

 

Kusabeti village is inhabited by tribal people, where 60 households reside. The village is located in the remote 

part of the Kalyansingpur Block in Rayagada district. The water source includes two deep wells and two tube 

wells. The people use water from the tube well and bore well for drinking. The internal road of the village is 

cluttered with cattle and goats and is damp. The people keep cattle on the road by day and at night, they keep 

them adjacent to their living areas. Some children were playing with stagnant water and garbage. The people 

throw their household waste materials on the village road, which creates an unhealthy environment. Open 

defecation is a common practice for the people of the community. The entry point of the village was filled with 

human excreta.  The upper region of the village is full of garbage. In the village, nobody has a toilet facility. 

 

 

10.2 Participants of the Study and their brief Background Characteristics  

 

In all six study villages, Focus Group Discussions (FGDs) with male and female villagers were held 

separately. In total, 143 people participated (72 males and 71 females). Background characteristics 

of FGD participants are presented in Table 11. Again, effort was made to select participants from 

diverse socio-economic backgrounds with an aim to understand a range of views about sanitation 

practices, and specifically about OD. 13/72 male participants were older than 60 years and 12 were 

adolescents, agriculture was the major occupation (34/ 72), 23/72 were illiterate and 38 belonged to 

ST and 25 SC communities. Of the 71 female participants 6 were pregnant, 6 were lactating mothers, 
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11 were elderly, and 11 were adolescent girls. About half of female participants (36/71) had no 

formal education, 39 belonged to ST, 19 to OBC and 11 to SC communities.  

 

Table 11: Background profiles of the male and female FGD participants 

Background Female FGD Participants Male FGD Participants 

Keonjhar Rayagada To
tal 

% Keonjhar Rayagada To
tal 

% 

Banspal Kalyansinghpur Banspal Kalyansinghpur 

A
n

asu
a 

G
o

n
asika 

Talakain
sari 

B
elkan

a 

K
u

sab
eti 

Tu
m

b
itarai 

A
n

asu
a 

G
o

n
asika 

Talakain
sari 

B
elkan

a 

K
u

sab
eti 

Tu
m

b
itarai 

Illiterate 5 4 5 6 7 10 37 52.1 5 4 2 4 7 2 24 33.3 

Below 5th 3 2 1 0 0 0 6 8.5 2 0 3 0 1 7 13 18.1 

5th Completed 1 2 1 2 1 0 7 9.9 2 2 4 5 3 1 17 23.6 

8th Completed 2 2 1 2 4 0 11 15.5 0 4 2 1 1 0 8 11.1 

10th Completed 1 1 4 2 0 2 10 14.1 3 2 1 2 0 2 10 13.9 

Total 12 11 12 12 12 12 71 100 12 12 12 12 12 12 72 100 

Scheduled Caste 1 6 2 1 0 1 11 15.5 5 9 1 1 1 8 25 34.7 

Scheduled Tribe 10 4 1 1 12 11 39 54.9 7 2 8 6 11 4 38 52.8 

Other Backward 

Caste 

1 1 7 10 0 0 19 26.8 0 1 2 5 0 0 8 11.1 

General 0 0 2 0 0 0 2 2.8 0 0 1 0 0 0 1 1.4 

Total 12 11 12 12 12 12 71 100 12 12 12 12 12 12 72 100 

Agriculture 4 1 0 2 2 1 10 14.1 8 2 4 10 6 7 37 51.4 

Wage Earning 5 4 4 2 6 5 26 36.6 1 3 6 0 6 1 17 23.6 

Business 0 0 0 0 0 0 0 0.0 0 1 0 0 0 2 3 4.2 

NTFP Collection 0 0 0 0 0 0 0 0.0 0 0 0 0 0 0 0 0.0 

Salaried Job 1 2 0 0 2 0 5 7.0 0 2 1 0 0 1 4 5.6 

Pension/Retired 0 0 0 1 0 0 1 1.4 0 0 0 0 0 0 0 0.0 

Student 0 0 1 1 0 2 4 5.6 0 2 0 2 0 1 5 6.9 

Home Maker 0 2 6 5 2 4 19 26.8 0 0 0 0 0 0 0 0.0 

Dependent 2 2 1 1 0 0 6 8.5 2 2 0 0 0 0 4 5.6 

Self Employed 0 0 0 0 0 0 0 0.0 1 0 1 0 0 0 2 2.8 

Total 12 11 12 12 12 12 71 100 12 12 12 12 12 12 72 100 

10-19 Year 1 1 2 1 2 1 8 11.3 1 2 1 1 1 1 7 9.7 

19-40 Year 5 5 4 4 5 5 28 39.4 5 5 4 3 5 5 27 37.5 

40-60 Year 4 3 4 5 3 4 23 32.4 4 3 5 5 4 4 25 34.7 

Above 60 Year 2 2 2 2 2 2 12 16.9 2 2 2 3 2 2 13 18.1 

Total 12 11 12 12 12 12 71 100 12 12 12 12 12 12 72 100 

 

Additional FGDs were conducted with the following stakeholders: ASHAs, AWWs, GKS members, 

Ward members, Sarpanch, Self-employed mechanics, School teachers and students, and masons. At 

the village and Gram Panchayat level engineers from RWSS, Panchayat Samiti Chairman were 

interviewed as were members of SHG Federation at block level, and District Water Sanitation 

Mission (DWSM) functionaries at district level. 

 

The number of FGDs and IDIs conducted in the qualitative baseline is presented in Table 12. 
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10.3 Awareness & Understanding of the Communities on Sanitation 

 

According to WHO, “Sanitation, generally, refers to the provision of facilities and services for the safe 

disposal of human urine and faeces. Inadequate sanitation is a major cause of disease worldwide and 

improving sanitation is known to have a significant beneficial impact on health, both in households 

and across communities. The word 'sanitation' also refers to the maintenance of hygienic conditions, 

through services, such as garbage collection and wastewater disposal.” 

 

We used FGDs to explore what people in the CLTS intervention villages understand by ‘sanitation’. 

Table 13 presents the village-wise responses of males and females when asked about their 

awareness and understanding of sanitation during the FGDs. 

 

In general, across the six study villages and irrespective of gender people mainly associated 

sanitation with the cleanliness of their environment and personal hygiene with a few people also 

mentioning defecation practices. According to male participants ‘sanitation’ means keeping the 

house and its surroundings clean, maintaining cleanliness during cooking (e.g. washing hands, 

vegetables, etc.), keeping the boring/tube well surroundings clean, keeping the children clean, 

disposal of household wastes, cleanliness of drinking water, washing hands before cooking and 

eating. Females additionally mentioned “Cleanliness of village roads (e.g. defying roadside 

defecation) is sanitation.” In short, both males and females mostly linked sanitation with the 

cleanliness of food, drinking water, children and house, which are traditionally taken care of by the 

women in the family. Some quotes are shown below. 

 

Sanitation includes activities like washing hands before cooking, washing vegetables before cooking, 

disposal of animal excreta in a separate place and cleaning of the house and its surroundings. 

– A middle-aged male from Kusabeti Village 

 

Table 12: Number of FGDs and IDIs conducted in the qualitative baseline 

Level Respondent Techniques of data 
collection 

Total 
Number 

Community 
& GP 

Men FGD 6 

Women (including women SHGs) FGD 6 

GKS FGD 6 

Ward member Interview 6 

Self Employed Mechanics (SEM) Interview 6 

School (teachers and pupils) Interview 6 

AWW & ASHA Interview 6 each 

Mason Interview 3 

SHG (President / Secretary) Interview 6 

Sarpanch& Other Panchayat Staff Interview 6 

Block RWSS (SDO, JE)  Interview 2 

Panchayat Samiti Chairman Interview 2 

Block Level Federation (President / Secretary) Interview 2 

District DWSM Functionary Interview 2 
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Cleanliness of the house, keeping our children clean, keeping our kitchen clean, good eating habits, 

washing hands regularly after eating etc. also are good practices of sanitation 

- A middle-aged woman from Anusua village 

 

Sanitation is cleanliness of the house, cleanliness of the kitchen room, good food practices, covering 

food pots, management of the household waste, hand washing and using toilet 

 – 35-years old woman from Gonasika village 

 

Personal hygiene like washing of hands before cooking and before and after eating was perceived by 

the people as sanitation in almost all the study villages. 

 

A few FGD participants in Gonasika, Anusua and Talkansari villages in Banspal block in Keonjhar 

district included the use of toilet in their understanding of sanitation. Findings from across the 

qualitative study suggest that while the act of defecation is considered a sanitation practice by most 

people, the need for the safe disposal of excreta and the consequences of unsafe disposal are not 

commonly understood. 

 

Sanitation means using toilet for defecation. 

 – A male from Gonasika village 

 

Sanitation is cleanliness of the house, cleanliness of the kitchen room, good food practices, covering 

food pots, management of the household waste, hand washing and using toilet etc.  

– A 35-years old woman from Gonasika village. 

 

The study identified minimal differences in the understanding of people on sanitation according to 

caste/ethnicity though this may be because a small number of sample sites were covered for this 

qualitative study. Location-wise, while there were not many differences in understanding of 

sanitation, more people in Banspal block mentioned that sanitation means use of toilet compared to 

Kalyansinghpur in Rayagada. In summary, very few people in the CLTS intervention villages 

associated sanitation with safe disposal of human urine and faeces (defined by WHO) though many 

more linked this to the maintenance of hygienic conditions. 

 

Table 13: Awareness and understanding of the communities on sanitation: Responses of the males and 

females during FGD 

Study 

Particip

ants 

Rayagada Keonjhar 

Belkana 

(Mixed-caste 

community, 

19km from 

Block HQ) 

Kusabeti 

(SC dominated, 

25km from Block 

HQ) 

Tumbitarai 

(ST dominated & 

remotely located, 

29km from Block HQ) 

Talkansari 

(Mixed-caste 

community, 15km 

from Block HQ) 

Anusua 

(ST dominated & 

remotely located, 

12km from Block 

HQ) 

Gonasika 

(SC dominated, 25km 

from Block HQ) 

Male  Cleanliness 

of the 

village and 

personal 

hygiene 

together.  

 

 Washing 

hands before 

cooking  

 Washing 

vegetables 

before 

cooking 

 Disposal of 

 Good living,  

 Cleanliness of the 

children by 

suitable dressing, 

good food, 

combing  

 Personal hygiene. 

 Cleanliness of the 

 Boiling water 

before 

drinking 

 Not throwing 

polythene in 

the open 

space 

 Regularly 

 Drinking pure 

water 

 Having toilet at 

home  

 Management of 

household 

waste 

 Washing of 

 Maintaining 

personal hygiene 

 Cleanliness of the 

surroundings 

 Using toilet for 

defecation 

 Washing hands 

before cooking 
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Table 13: Awareness and understanding of the communities on sanitation: Responses of the males and 

females during FGD 

Study 

Particip

ants 

Rayagada Keonjhar 

Belkana 

(Mixed-caste 

community, 

19km from 

Block HQ) 

Kusabeti 

(SC dominated, 

25km from Block 

HQ) 

Tumbitarai 

(ST dominated & 

remotely located, 

29km from Block HQ) 

Talkansari 

(Mixed-caste 

community, 15km 

from Block HQ) 

Anusua 

(ST dominated & 

remotely located, 

12km from Block 

HQ) 

Gonasika 

(SC dominated, 25km 

from Block HQ) 

animal 

excreta in a 

separate 

place   

 Cleaning the 

house and its 

surroundings. 

 Keeping the 

bore well 

surrounding 

clean 

 Keeping the 

children 

clean. 

road 

 Dumping of 

household waste 

in a definite place 

 Cleaning the back 

side and 

surroundings of 

the house 

 Keeping the 

children clean and 

the management 

of defecation is 

the responsibility 

of the mothers 

washing hands 

before eating 

food  

 Washing 

vegetables 

before cooking 

 Cleaning the 

baby 

immediately 

after 

defecation is 

the 

responsibility 

of the mother. 

utensils 

 Washing of 

vegetables and 

rice before 

cooking  

 Proper disposal of 

household 

wastage and 

drainage water 

 Cleaning out toilet 

with phenyl 

 Covering drinking 

water storage pot 

and keep it clean 

 Use of mosquito 

nets while 

sleeping 

 Using boiled water 

for drinking  

Female  Cleanliness 

of the house 

and 

surrounding

s.  

 Cleanliness 

of the 

village and 

roads 

 Personal 

hygiene 

 Keeping the 

children 

clean 

 Washing 

utensils 

before using  

 Cleanliness of 

the village 

road, 

 Keeping food 

items clean. 

 Cleanliness of 

the children 

 Cleanliness of 

the school 

environment 

 Personal 

sanitation 

 Keeping the home 

and surroundings 

clean, 

 Cleanliness of the 

environment, 

roads and 

pavements, 

 Cleanliness of the 

rivers, tube wells 

and canals 

 Washing hands 

before having 

food. 

 Not eating outside 

food 

 Cleanliness of 

the road,  

 Cleanliness of 

the tube well 

surroundings 

 Defying open 

defecation of 

the children at 

the roadside 

 Construction 

of bathroom 

and toilet. 

 Cleanliness of 

the house 

 Personal 

hygiene 

 Cleanliness of 

the children 

 Taking regular 

bath 

 Eating proper 

food 

 Drinking safe 

and clean water 

 Healthy eating 

habits 

 Washing hands 

before having 

food 

 Cleanliness of the 

house and 

surroundings  

 Cleanliness of the 

village and roads 

 Personal hygiene 

 Keeping the 

children clean 

 Washing utensils 

before using  

 Using toilet 

 

10.4 Existing Sanitation Practices in the Communities 
 

The FGDs were also used to identify the various sanitary practices that people follow in their day-to-

day lives. Discussions were held around the daily activities of the people to facilitate identification of 

different sanitary practices linked to those daily activities. As expected, people mostly mentioned 

poor sanitary and hygiene practices across all the study villages, with the exception of hand washing. 
 

Indiscriminate dumping of household waste at the roadside or behind houses, open defecation, and 

contamination of water sources were the most common unsanitary practices mentioned by both 

males and females. In all six study villages people mentioned that the practice of open defecation 

was widespread. Participants from the village of Talkansari mentioned that only that rich people use 

toilets, which are mostly used by the female members of their families. Table 14 summarises the 
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most common unsanitary practices reported by participants in the study villages. It is interesting to 

note that open defecation per se was not perceived by most respondents to be “unsanitary” or a 

poor practice but that open defecation in public places such as by the roadside (in contrast to in the 

forest or by the river) was. This fits with the common disgust people have towards seeing human 

faeces. 
 

The household wastes and the feces of the small children are thrown just behind the house, which give 

rise to bad smell. 

– The FGD with the males in Anusua village 
  

Most of the people are defecating on the road, which creates an unhealthy environment.  

- The FGD with the males in Gonasika village. 
 

The household waste is thrown on the roadside and behind the house.  

-The FGD with the females in Kusabeti village 

 

The pregnant and lactating mothers are going for open defecation and the old people defecate near 

the house.  

- The FGD with the females in Gonasika village 

 

The pregnant and lactating women defecate on the roadside.  

-The FGD with the females in Kusabeti village 

 

It emerged during the FGDs with males that people tend to tie their cattle at the roadside or in front 

of their houses which makes the environment unclean. Men mentioned that accumulation of cow 

dung in the area allows mosquitoes and insects to thrive. In Belkana village men mentioned a lack of 

space for cattle sheds as one cause of this problem. 

 

The people are rearing cattle and they tie them in front of the house or in the backyard and their dung 

gives birth to insects that spread diseases.  

- The FGD with the males in Kusabeti village 

 

Men in Kalyansinghpur block discussed the issue of people washing their clothes and cooking 

utensils near the tube well. As a result dirty water around the area becomes stagnant and 

contaminates the tube well water. In villages like Tumbitarai, Anusua and Gonasika people use the 

river water for washing clothes, cleaning utensils and bathing; adolescent girls also use this source to 

wash their clothes during their menstrual cycles; this is also the main drinking water source for the 

village. 
 

The people are washing their utensils around the tube well and leave used brick, ash and polythene for 

cleaning utensils.  

-The FGD with the males in Belkana village 

 

During menstruation, the women clean their clothes, used for menstruation in the river water.  

-The FGD with the females in Tumbitarai village 

 

During menstrual periods, the women take their bath and wash their sanitary napkins in the river. 

 -The FGD with the females in Anusua village 
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Table 14: Common practices shared by respondents that demonstrate poor hygiene 

Males Females 

i) Tying cattle at the roadside and inside the homes; 

indisposed cow-dung. 

ii) Dumping of household wastes at the roadside. 

iii) Washing clothes, cooking utensils and water stagnation 

around the tube well contaminate the drinking water. 

iv) Open defecation by the people; no toilet & bathroom at 

home. 

v) Contaminated water from the river, stream, and 

agriculture field is used for drinking and washing hands. 

i) Taking bath in the river and dirty pond 

water. 

ii) Contamination of the pond & river water 

due to washing of clothes and sanitary 

napkins. 

iii) Open defecation; the pregnant & lactating 

women defecate at the roadside. 

iv) Dumping of household wastes at the 

roadside or backyard of their houses. 

 

In contrast to the unhygienic practices described above it appears from the responses of female 

participants that hygienic hand washing practices have become a routine part of daily life. As 

mentioned by them, people use the river/pond water, ash, sand, etc. to wash their hands after 

defecation. In Kusabati (a SC dominated village), female community members reported using soap 

for cleaning their hands after defecation. 
 

After defecation, all the people wash their hands with the sand of the river. This practice is commonly 

followed by all the people in the community. 

 - The FGD with the females in Talkansari village 

 

Females in Belkana village (mixed-caste community) also reported washing their hands before and 

after eating food during the FGD with. In Anusua (ST dominated) and Gonasika (SC dominated) 

villages, females mentioned that they wash their utensils before serving the food. Some people in 

their villages also practice covering the food pots, as informed by the females in Anusua village. In 

Kusabati village, females mentioned that the people, after they comeback from outside, wash their 

hands and legs before entering their homes. 

 

Before and after eating, the people wash their hands with soaps. 

 -The FGD with the females in Belkana village 

 

After coming from outside, the people wash their hands and legs before entering in their homes. 

 - The FGD with the females in Kusabeti village 

 

The people use soap for washing their hands after defecation. 

 - The FGD with the females in Kusabeti village 

 

The utensils are washed before serving food. 

 – The FGD with the females in Anusua and Gonasika villages 

 

Some people cover the food pots; some do not follow this practice. 

 -The FGD with the females in Anusua village 
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Interestingly, none of the male participants mentioned anything about the hand washing practices 

except one participant in Anusua village, who stated, “The people addicted to alcohol spend money 

on the same, but do not use that money to buy soap for washing hands.” 

 

The above findings regarding hand washing practices insinuate three things: i) Hand washing 

practice is linked to personal hygiene more than sanitation. ii) It seems to be not uniformly adopted 

by the people across all the study villages, as hardly any response from the males was received on 

this iii) Mostly, the females mentioned about the hand washing practices. 

 

In short, the study identified a range of unhygienic sanitation practices in the study villages. Open 

defecation was widely practiced across the study villages with only a few economically better off 

families having toilet facilities in their homes. The social and resource maps and the maps of their 

own houses drawn by the people in the study villages very much corroborate the finding that people 

did not have toilets and they practiced open defecation(Figures 24 and 25).  

 

Sample maps (social & resource maps and the maps of the people’s houses) are presented in the 

next pages for reference. The OD sites in the social and resource maps of the study villages are 

marked in rounded shapes. The maps of the present house drawn by the males and females in the 

study villages show none of them have toilets in their homes. However maps of ‘dream homes’ 

drawn by the participants of FGDs all included toilets and bathrooms.  
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Figure 24: Social & resource maps of all the six study villages in Keonjhar and Rayagada districts 

 

Social & Resource Map - Anasua Village, Keonjhar district Social & Resource Map - Gonasika Village, Keonjhar district Social & Resource Map - Talakansari Village, Keonjhar district 

Social & Resource Map - Belakana Village, Rayagada district Social & Resource Map - Kusabeti Village, Rayagada district Social & Resource Map - Tumbitarai Village, Rayagada district 



Page | 49  
 

Figure 25: Map of present houses drawn by males and females in the study villages in Keonjhar and Rayagada districts 
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10.5 Linkages between Sanitation and Other Socio-economic Concerns and Priorities: 

Understanding of the Communities 

 

In addition to developing an understanding of people’s sanitation knowledge and practices, the FGDs 

were also used to understand whether people link sanitation to other socio-economic concerns and 

priorities. The idea behind this was to know whether people understand or recognise the socio-

economic consequences of poor sanitation. Discussions around the linkages between sanitation and 

health, sanitation and human growth, sanitation and dignity/privacy, and sanitation and safety were 

held with the males and females in the study villages, which are presented below. However, it is 

important to note here that due to the poor sanitation practices of the people, they only mentioned 

the adverse consequences of the same. 

 

Linkages between sanitation and health: A ‘Seasonality Calendar’, which is a Participatory Rural 

Appraisal (PRA) technique, was used during the FGDs with the males and females in the study 

villages to list down the common diseases that the people suffer from in the different seasons. The 

FGD participants were then facilitated to identify the diseases that they think are linked to poor 

sanitation, which are presented in Table 15.  The diseases underlined in the table, were linked with 

poor sanitation as the cause behind the same. 

 

Table 15: Seasonality calendar listing the common diseases by gender and identification of diseases 

(underlined) that people link with Sanitation 

Seasons Gender Rayagada Keonjhar 

Belkana 

(Mixed-caste 

community, 

19km from 

Block HQ) 

Kusabeti 

(SC 

dominated, 

25km from 

Block HQ) 

Tumbitarai 

(ST dominated 

& remotely 

located, 29km 

from Block HQ) 

Talkansari 

(Mixed-caste 

community, 

15km from 

Block HQ) 

Anusua 

(ST dominated 

& remotely 

located, 12km 

from Block HQ) 

Gonasika 

(SC dominated, 

25km from 

Block HQ) 

Summer Male Fever, 

Vomiting, Sun 

Stroke, 

Viral Infection 

Scabies, 

Sunstroke, 

Fever, 

Diarrhea 

Chicken 

pox/Rubella, 

Malaria, 

Diarrhea, 

Sunstroke 

Skin Disease, 

Conjunctivitis, 

Chicken Pox, 

Diarrhea, 

Sunstroke and 

Prickly Heat 

Rash 

Fever, 

Vomiting, 

Sunstroke 

Cough Cold, 

Malaria, 

Diarrhea, 

Fever, Scabies, 

and Sunstroke 

Female Fever, Cough, 

Chicken Pox 

(Basanta), 

Prickly Heat 

(Rash) 

Malaria, 

Measles, 

Diarrhea, 

Sunstroke 

 

 

Chicken pox, 

Fever, 

Jaundice, 

Prickly heat 

rash, Sun 

stroke 

Diarrhea, 

Sunstroke, 

Chicken pox, 

Hypertension 

Fever, 

vomiting, Sun 

stroke 

Fever, 

Vomiting, Sun 

stroke, 

Infection 

Rainy Male Cold, Cough, 

Filarial Fever, 

Cholera, 

Diarrhea, Viral 

Infection 

Diarrhea, 

Dengue, 

Chicken 

Gunia, 

Cough, Cold, 

Fever, 

Jaundice 

Malaria, 

Diarrhea, 

Cold, Cough 

 

Malaria, 

Diarrhea, Cold, 

Cough 

Migraine and 

Fungal 

Infection 

Cough, Cold, 

Filarial Fever, 

Cholera, 

Diarrhea 

Cough & cold, 

Fever, 

Diarrhea and 

Dengue 
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Table 15: Seasonality calendar listing the common diseases by gender and identification of diseases 

(underlined) that people link with Sanitation 

Seasons Gender Rayagada Keonjhar 

Belkana 

(Mixed-caste 

community, 

19km from 

Block HQ) 

Kusabeti 

(SC 

dominated, 

25km from 

Block HQ) 

Tumbitarai 

(ST dominated 

& remotely 

located, 29km 

from Block HQ) 

Talkansari 

(Mixed-caste 

community, 

15km from 

Block HQ) 

Anusua 

(ST dominated 

& remotely 

located, 12km 

from Block HQ) 

Gonasika 

(SC dominated, 

25km from 

Block HQ) 

Female Diarrhea, 

Vomiting, 

Malaria, 

Dengue, Skin 

Diseases, Eye 

Infection, 

Cold, Cough 

Malaria, 

Diarrhea, 

cough and 

cold 

 

 

Malaria, 

Diarrhea, Joint 

pain, Cold, 

vomiting, 

loose motion. 

Skin Diseases, 

Fungal 

infection, 

Malaria, Cold 

and cough 

Cough, Fever, 

Diarrhea, 

Filarial fever, 

Cholera, Skin 

Diseases 

Cough, Fever, 

Diarrhea, 

filarial fever, 

cholera, 

Infection 

 

Winter Male Cracks in Feet, 

Measles, 

Cough, Cold, 

and Skin 

Diseases, Viral 

Infection 

Malaria, 

Scabies 

Measles, 

Chicken pox, 

Cough, Cold, 

Cracks in leg 

Malaria, TB, 

Scabies and 

other Skin 

Diseases 

Crack foot, 

Measles, 

Cough and 

cold 

Skin diseases, 

Malaria, 

scabies 

Female Cracks in skin, 

cough, cold 

Crack foot 

 

Cold, Cough, 

Cracks in leg, 

Hypothermia 

Skin diseases, 

Infection, 

Cracks in leg 

Cold, cough Cold, cough, 

skin diseases, 

cracks in foot 

 

Across all the six study villages, the people, regardless of their gender, castes and economic 

backgrounds, associated poor sanitation with the negative effects on the health status of the people. 

Stagnation and contamination of water, deposition of household and other solid wastes like cow 

dung, etc. were attributed as the root causes of the people getting affected by diseases in their 

villages. However, only one or two respondents made the connection between open defecation and 

ill-health which is consistent with the very limited understanding shown by most of the importance 

of safe disposal of human excreta. 

 

Out of the various diseases suffered by them in the different seasons, the people exclusively 

identified the water and vector borne diseases like malaria, diarrhoea, jaundice, fever and skin 

diseases as the effects of poor sanitation (Table 15). They expressed concern over dumping of 

garbage at the roadside or at the backyard of the houses, water stagnation and lack of drainage 

facilities, etc., which create favourable places for mosquito breeding. They also mentioned that 

diseases like diarrhea and jaundice spread in the village because people use the contaminated 

river/pond water for drinking and bathing purposes. 

 

The diseases mentioned by the people that are commonly found in the study villages but are not 

linked to poor sanitation and hygienic practices by people are filarial fever, cholera and chicken pox, 

which could be due to their lack of knowledge. But, in general, the people are aware of the ill effects 

of poor sanitation and hygienic practices like dumping of garbage at the roadside or at the backyard 

of the houses, water stagnation and lack of drainage facilities, water contamination, etc. on health. 

More importantly, people seem to be aware of the fact that the human contact with garbage and 

contaminated water results in such diseases, as mentioned by both the males and females in almost 

all the study villages. Illustrative quotes are shown below. 
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Throwing garbage outside and not keeping drainage clean which leads to breeding mosquito, which 

bites us to give rise to fever.  

-The FGD with the males in Belkana village 

 

We suffer from malaria. Mosquito breeds there in the wastes. We suffer from dengue, diarrhea, loose 

motion, vomiting, bloating of stomach etc.  

-The FGD with the females in Belkana village 

 

There is no drainage system in our village. Water is getting stagnated in many places in the village 

where mosquitoes breed and they spread different diseases like Diahorrea, Malaria and Jaundice, etc. 

-The FGD with the males in Kusabeti village 

 

During rainy season, the village road gets filled with water; it stays stagnant, breeding mosquitoes, 

which in fact bites us and we suffer from fever.  

-The FGD with the females in Kusabeti village 

 

Waste decomposed, water logging etc. breeds flies and mosquitoes, which causes and spreads many 

diseases. 

 -The FGD with the females in Gonasika village 

 

The small children, coming in contact with the garbage while playing, get infected with virus, leading 

to sickness. Resistance power of the children is less than us, so it is natural that they will fall sick.  

-The FGD with the males in Belkana village 

 

We should regularly wash hands before eating food and wash vegetables before cooking.  

-The FGD with the males in Talkansari 

 

Out of all the FGD participants only one female from Tumbitarai village mentioned how OD is 

causing ill health. This very much substantiates the earlier finding that people did not consider or 

understand the importance of safe disposal of human excreta as a part of sanitation. 

 

Linkages between sanitation and human growth: “Poor sanitation leads to impairment of child’s 

physical growth,” came out during the FGDs in all the study villages, with most emphasis placed on 

contaminated water as the causal factor and very little reference to open defecation. Both the males 

and females mentioned that poor sanitation and hygiene adversely affected the physical and mental 

growth of children. Male participants in the Gonasika and Kusabeti village believed that the birth 

defects seen in newborn babies were due to the use of contaminated water by the women during 

their pregnancy. The female participants in Anasua village cited the growing incidence of skin 

diseases amongst the school children as due to the use of contaminated water, which impaired their 

growth and forced them to remain absent from school. The small children, due to playing with 

garbage, stagnant and contaminated water (e.g. playing around contaminated areas near tube wells) 

come in contact with infections leading to diarrhea, malaria, and skin diseases which in turn affect 

their physical growth, as informed by the females in Gonasika, Anusua and Kusabeti villages. In 

Tumbitarai and Talakansari villages, the female participants mentioned that the small children, 
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eating without washing their hands, get affected by diarrhoea and dysentery which in turn impair 

their physical growth. 

 

Because of using contaminated water, the pregnant women are suffering from different diseases and 

delivering babies having different problems since birth.  

–The FGD with the males in Kusabeti village 

 

Keeping the children clean by dressing them properly, feeding them proper food will develop their 

physical growth. 

 – The FGD with the males in Tumbitarai village 

 

The small children, coming in contact with the garbage while playing, get infected with the virus 

causing sickness. Children suffering from diseases will lag physical and mental growth. 

 – The FGD with the males in Anusua village 

 

The mothers should try to clean their babies immediately after defecation, but many a times, it 

happens that the children are not washed and they roam around for hours after defecation. 

 –The FGD with the males in Talkansari village 

 

The small children, coming in contact with the garbage while playing, get infected fast. 

 –The FGD with the females in Gonasika village 

 

The students at the school during the Mid-day-meals are not washing their hands, normally urinate 

and defecate in open area and so the chances of catching infections are high in that situation. 

 - The FGD with the females in Talkansari village 

 

The small children getting in touch with garbage, while playing, get infected with virus causing fever, 

diarrhea and various skin diseases. Children suffering from diseases will have a delay in both physical 

and mental growth. Education will also be delayed due to this. 

 - The FGD with the females in Anusua village 

 

When the small children are allowed to eat without washing their hands before eating, they are 

affected by loose motion, fever etc. 

 –The FGD with the females in Tumbitarai village 

 

Linkages between sanitation and dignity/privacy: The males and females across the study villages 

expressed their deep concerns over losing dignity/privacy of women due to OD practices. The people 

are not able to invite their relatives to their homes due to the lack of toilets and they feel humiliated 

because of it. This restricts their social activities (FGD with females in Anusua village). In the village 

Kusabaeti, the women and girls are compelled to go out for defecation and bathing, which makes 

them feel uncomfortable. All the OD sites in the villages of Keonjhar are situated near the roads. The 

men and women going for OD to these sites feel uncomfortable, as they have to stand up frequently 

during defecation, while someone passes on the road. In Talakansari village, women participants 

mentioned, as the river is located near the national highway passing through the village, most of the 

lorry drivers take bath and wash their vehicle in the same river. When they go for OD near the 

riverside, the presence of male drivers makes them feel awkward because they pass comments on 
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the women and girls. The women from the village Tumbitarai, Rayagada also mentioned that they 

get criticised by others as they allow their children to play in dirt and filth.  

 

As there is no alternative for bathing and defecation, we use to go out side, where drivers from 

different areas are coming to wash their vehicles, who sometimes hide themselves to watch the 

women bath and also pass dirty comments. 

 – The FGD with the females in Talkanasari Village 

 

Sometimes the young girls and women feel unsafe and uncomfortable to go out for defecation. The 

young and newly married women are compelled to go out in the open for defecation and bathing and 

they are reluctant to do so but have no other option because of the lack of toilets. It also hurts our 

personal dignity. 

 –The FGD with the males in Kusabeti Village 

 

Our relatives who come to our house do not prefer to stay in our house and even we cannot pursuade 

them to stay because we ourselves feel humiliated to send them out for OD, which also destroys our 

self-dignity. 

 - The FGD with the females in Anusua village 

 

Our children use to play with cow dung, so outsiders use to tell, “See how mothers are taking care of 

these children; they are allowing them to play outside in dirt and filth.” 

 – The FGD with the females in Tumbitarai village 

 

Linkages between sanitation and safety: All the village participants expressed their concern about 

safety during OD, especially for the women and girls. Both the male and female participants 

mentioned about the fear of attack from wild animals and snakes. The major concern of the female 

participants was their personal insecurity. In the village Tumbitarai, most of the OD places are 

situated near railway tracks, which put them in a greater risk of accidents, as they have to cross the 

track everyday for OD. 

 

Going for open defecation at night is not safe because snakes, bears and elephants are roaming in the 

night.  

- The FGD with the males in Kusabeti village 

 

A person in our village may be a victim of train accident while passing the railway track for defecation.  

- The FGD with the males in Tumbitarai villages 

 

Snakes and scorpions sting and bite when we go for OD; we are afraid of them so we need toilet.  

-The FGD with the females in Tumbitarai village 

 

In brief, the people in the study villages associated OD more with lack of safety, dignity and privacy 

of women, than with adverse effects on the health status of the people caused by disease. The 

people believed that the lack of safe disposal of household wastes, water stagnation and use of 

contaminated water causes and spreads diseases in the village. 
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10.6 Problems faced with regard to Sanitation 

 

During the discussions with the males and females in the study villages, the following important 

problems were identified with regard to sanitation, which were also highlighted in the previous 

sections of this chapter. 

 

i) Open defecation 

ii) Lack of bathrooms and toilets 

iii) Lack of clean drinking water facilities 

iv) Using polluted/ lack of water for bathing 

v) Dumping of household wastes on the road   

vi) Low level of awareness regarding sanitation 

vii) Unhygienic conditions due to cattle’s excreta and urine stagnation 

viii) Mosquito breeding due to stagnant water 

ix) Lack of drainage facilities 

 

It was important for the study to not only identify the above sanitation related problems faced by 

the people in the villages, but also understand their degree of importance in terms of identifying 

those causing major problem to the people. Ranking technique (PRA) was employed to understand 

and facilitate the identification of the existing sanitation problems in the community and their 

ranking/position in the problem ladder ranging from the very important to the least important. Table 

16 displays the rankings given by the male and female FGD study participants from the different 

study villages. 

 

Table 16: Rankings of the sanitation problems by the male and female FGD participants in the study 

villages 

Reasons Gender Rayagada Keonjhar 

B
elkan

a 

K
u

sab
eti 

Tu
m

b
itarai 

Talkan
sari 

A
n

u
su

a 

G
o

n
asika 

Open defecation Male 1st 2nd 1st 1st 2nd 1st 

Female 1st 1st - 1st 2nd 2nd 

Lack of bathrooms and toilets  Male 2nd 
(Bathroom) 

4th - - - - 

Female - 2nd 1st 1st - - 

Lack of clean drinking water facility Male - - 2nd 2nd 1st 2nd 

Female - - 3rd 2nd 1st 1st 

Using polluted/lack of water for 

bathing 

Male - 3rd 2nd 5th - 2nd 

Female - - 3rd - - - 

Dumping household wastes on the 

road 

Male 4th - 3rd 3rd 4th 6th 

Female 4th - - 3rd 3rd 3rd 

Low level of awareness regarding 

sanitation 

Male - - 4th - 3rd 4th 

Female - - - - - 4th 
(in tribal people) 
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Table 16: Rankings of the sanitation problems by the male and female FGD participants in the study 

villages 

Reasons Gender Rayagada Keonjhar 

B
elkan

a 

K
u

sab
eti 

Tu
m

b
itarai 

Talkan
sari 

A
n

u
su

a 

G
o

n
asika 

Unhygienic conditions due to cattle’s 

excreta and urine stagnation 

Male 3rd 5th 5th 6th - 3rd 

Female 2nd 4th 4th 5th - - 

Mosquito breeding due to stagnated 

water 

Male - 1st - - - 5th 

Female 3rd - - - - - 

Lack of drainage facilities Male - - 6th 4th - - 

Female - 3rd 2nd 4th - - 

 

Among the various sanitation-related problems faced by the people, both the males and females in 

the study villages prioritised OD and the absence of bathrooms and toilets over other problems. 

Although OD is an age-old practice people in all the study villages mentioned that the absence of 

toilet facilities compels them to go for OD. In other words, it indicates the inclination of the people 

towards having toilet facilities in their homes. As discussed earlier, the safety, dignity and privacy of 

women were attributed as the main reasons why people considered OD as the top most sanitation 

problem for them and want toilet facilities at their homes rather than due to transmission of disease 

and illness. 

 

Next to OD and the absence of bathrooms and toilets, the lack of clean drinking water and use of 

polluted water for bathing were considered as important sanitation problems. The male and female 

participants from Belkana (Rayagada district) and Anusua (Keonjhar district) villages mentioned 

about problems faced by them in rainy season, when the river water become muddy and the people 

cannot use it for drinking and bathing purposes. Hence, the people in the village have to travel long 

distances to fetch drinking water. Because of the limited water sources, the people in Tumbitarai 

and Gonaska villages faced the problem of water scarcity. The people from Kusabeti and Talkansari 

villages mentioned about using polluted/unclean water of the bore well and pond for bathing. 

 

Dumping of household wastes at the roadside is also considered as a major sanitation problem in the 

community. The female study participants from the three study villages of Keonjhar district ranked it 

as the third most important sanitation problem for them, as they considered that it has links with 

their children’s health and hygiene, mosquito breeding and rotten smell of wastage, which spread 

illness, diseases and pollute the environment.   

 

Low levels of awareness on sanitation were identified as a problem by the FGD participants in three 

out of six study villages viz. Tumbitarai village in Rayagada district and Anusua and Gonasika village 

in Keonjhar district. In Gonasika village, both the males and females prioritised low level of 

awareness on sanitation as the fourth important problem whereas only the males in Anusua and 

Tumbitarai (which are tribal dominated villages) ranked it as third and fourth important problem 

respectively. It came out during the FGD with female participants in Gonasika village (SC dominated 

village) that the tribal people in their village are not aware about sanitation. Although people in 
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these tribal inhabited villages identified low level of awareness on sanitation as a problem, it is 

difficult to make out a clear difference in the understanding of sanitation by caste/ethnicity of 

people from their responses presented in Table 13 on awareness & understanding of communities 

on sanitation. 

 

In the rankings table, the unhygienic conditions due to the accumulation of cow dung and urine, the 

lack of drainage facilities, the low level of awareness among the communities and tribal people 

regarding sanitation and mosquito breeding due to stagnant water were least prioritized as 

sanitation problems compared to OD, lack of clean drinking water and dumping of household waste. 

 

Unhygienic conditions due to the accumulation of cow dung and urine were identified as sanitation 

problems in both Rayagada and Keonjhar districts. Because of not having adequate spaces and 

cowsheds, people tie their cattle on the roadside or at the front of their homes. In the night-time, 

people tie their cattle inside their houses. Cow dung and urine gets accumulated at their homes and 

roadsides causing mosquito breeding and giving rise to bad smell and creating an unhygienic 

atmosphere. The lack of drainage facilities (Tumbitarai, Talakansari and Kusabeti villages), the low 

level of awareness among the communities and tribal people regarding sanitation (Tumbitarai, 

Anusua and Gonasika villages) and mosquito breeding due to water stagnation (Kusabeti, Belkana 

and Gonasika villages) were identified as other sanitation problems.  

 

10.7 Open defecation as a sanitation issue: Perceptions of the communities 

The qualitative study findings presented so far in this chapter bring out the following three key 

points, which would help to assess whether the people perceive OD as a sanitation issue or not. 

 

Firstly, it is evident that people had limited knowledge or understanding of the importance of safe 

disposal of human faeces to prevent the transmission of disease and illness and that this can be 

achieved through the use of toilets. People tended not to attribute OD to adverse effects on health 

although there were strong beliefs that unsafe disposal of household waste, water stagnation and 

use of contaminated water caused and spread diseases in the village. 

 

Secondly the practice of OD is entrenched in community life and is transferred from one generation 

to the next. While OD per se is not shamed, OD in public places such as by the roadside is looked 

down upon and seems to cross what is socially acceptable behaviour. 

 

Thirdly, people did consider OD as the highest priority sanitation problem, but mainly on the 

grounds that it undermines the safety, dignity and privacy of women.  

 

In the study villages, OD was found to be a very common and universally accepted age-old sanitation 

practice, as accepted as eating, sleeping and bathing practices. Even if people had encountered 

problems at the time of open defecation, they did not take any specific remedial action. The risks to 

women and girls were well recognised and acknowledged but nevertheless, insufficient to motivate 

individual families or communities to take action. This in part likely reflects gender norms and 

decision-making patterns as well as financial and other practical barriers to constructing toilets. 

Many village people thought that toilets should be handled by the government and not be 

addressed by individuals or by the community as a whole. Some people in the study villages also felt 
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that when there is abundant space as in some tribal areas, easily available in the nearby jungle areas 

for OD, then toilets may not be needed in the community. 

 

10.8 Existing Open Defecation Practices 

The qualitative baseline researchers also collected information from the people about the places 

they use for OD, explored any differences in OD practices by gender, caste, age, occupation, 

economic groups, and personal hygiene practices after OD. It is worth noting that there were 

minimal differences in OD practices by geographical location (villages, blocks or districts).  

 

Common places used by male community members for defecation: During the FGDs, it came out 

that the male members of the community, usually, prefer to defecate at the places closer to the 

water sources. They prefer places like the riversides, canal sides and near the ponds for defecation, 

where water is easily available. In Belkana and Tumbitarai villages in Rayagada district, some males 

carry water from their homes preferring to defecate either side of the railway track which passes 

through their village. Some male members also go to the nearby hills and forest areas for defecation. 

The people, who are addicted to bhang37 and gutakha38, like and feel free to go to the open spaces 

for defecation. 

 

Common places used by the female community members for defecation: The females, generally, 

go to the forest areas or open spaces covered by bushes and hill slopes for defecation. Even though 

the forest areas are located in relatively far off places, they carry water with them and prefer to 

defecate there. However, other prefer locations closer to the roadside for defecation because of 

safety issues.  Usually, they go in groups for defecation, which make them feel safer and secure. 

Some quotes from participants are shown below. 

 

The men are going to the riverside, while the women are going to the jungle area. 

 – The FGD with the males in Belkana village 

 

The jungles and open fields are used for OD. 

 – The FGD with the females in Kusabeti village 

 

The women go in a group to the forest, carrying a pot of water for cleaning. 

 -The FGD with the males in Kusabeti village 

 

Most of the men are going to the “Dangar” (Forest) side for defecation. 

 –The FGD with the males in Gonasika village 

 

Some of the people have the capacity to construct toilets in their houses, but the practice of open 

defecation is common to them. 

 –The FGD with the males in Talakansari village 

 

                                                           
37

 ‘A preparation from the leaves and flowers of the female cannabis plant, consumed as a beverage’ Downloaded from 
http://en.wikipedia.org/wiki/Bhang on 10/10/14 
38

 ‘a preparation of crushed areca nut (also called betel nut), tobacco, catechu, paraffin, slaked lime and sweet or savory 
flavoring’ Downloaded from http://en.wikipedia.org/wiki/Gutka on 10/10/14 

http://en.wikipedia.org/wiki/Bhang
http://en.wikipedia.org/wiki/Areca_nut
http://en.wikipedia.org/wiki/Tobacco
http://en.wikipedia.org/wiki/Catechu
http://en.wikipedia.org/wiki/Kerosene
http://en.wikipedia.org/wiki/Calcium_hydroxide
http://en.wikipedia.org/wiki/Gutka
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Places used by the adolescents for defecation: Adolescent girls usually go for OD in groups, usually 

to the nearby places, which have a slight covering of bushes to safeguard their privacy. They feel 

very embarrassed and unsafe as the male members of the community sometimes watch them while 

they go for defecation. The girl students in the schools use the place behind the school for 

defecation, while the boys go to somewhat faraway places and younger students go to the roadsides 

for defecation. 

 

Places used for defecation by children: Young children normally defecate inside or just outside of 

their houses. After the defecation, the family members clean or throw the excreta outside of their 

homes. Sometimes, the children defecate at the backyard and in the kitchen garden. They also 

defecate at the roadsides, under the supervision of the mothers or other elderly family members. 

Unlike the adults, there is no such place specified for the children to defecate. 

 

The small children defecate inside their own houses and it is disposed of by throwing outside. 

 –The FGD with the males in Talakansari village 

 

Places used by elderly people for defecation: Older-aged people defecate in open spaces, as they 

do not like to use the toilets. They feel comfortable while defecating in the open spaces. Most of the 

time, the old-aged people do not clean themselves properly after defecation. The very old and 

debilitated people defecate in their backyards or inside their houses, which is later disposed of and 

cleaned up by family members. 

 

Gender differences in the sites chosen for OD: The female members of the community, normally, 

prefer places where they can cover or hide themselves, so that others cannot see them at the time 

of defecation. Safeguarding their privacy is priority for them. Males tend to prefer places where 

water is easily available. In Talakansari village, the village committee demarcates separate 

defecation sites for the males and females during festival time and ask them to strictly follow the 

same for defecation. If anyone disobeys or does not follow the rule, that person gets punishment, 

which is decided by the village committee or sometimes that person gets beaten up by the other 

village members. Some supporting quotes are shown below. 

 

The men trespass while doing OD, which affects our privacy and dignity. 

 - The FGD with the females in Kusabeti village 

 

The women go to the forest, carrying water from their houses because the pond and riverside and 

other open spaces are not suitable for them. Most of the males are going there. 

 –The FGD with the females in Talkansari village 

 

The men are going to the open fields and train line sides, while the women are going to the fields with 

bushes around them, to get some privacy. 

 –The FGD with the males in Tumbitarai village 

 

Normally, the male and female members of the society are going to the river side and jungle area 

because they feel comfortable to hide themselves while defecating in the open..  

–The FGD with the males in Anusua village 
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To get a clearer idea about the places used for OD, an attempt was made to identify the number of 

OD sites used by the males and females by their locations from the social and resource map 

prepared by them. Findings from two villages (Talakansari in Keonjhar district and Tumbitarai in 

Rayagada district) are presented in Table 17. 

 

Table 17 shows up to 14 different sites were used by the males compared to 7 sites by females for 

OD in Tumbitarai village. In Talakansari village, male and female members used 4 and 3 sites 

respectively for OD. The data clearly show that only the males were using the river/pond/canal side 

for OD. The females confine themselves to sites closer to the roadsides, forests and mountain areas. 

Interestingly, some of the sites are used by both the males and females for defecation, although 

generally there was demarcation of sites by gender as supported by the following:  

 

There are specific and separate places allotted to men and women to defecate. 

 –The FGD with the males in Talakansari village 

 

Table 17: Locations used by the males and females for OD in Talakansari and Tumbitarai villages 

OD locations Male Female 

Talakansari 

(Total OD 

sites = 4) 

Tumbitarai 

(Total OD 

sites = 14) 

Talakansari 

(Total OD 

sites = 7) 

Tumbitarai 

(Total OD 

sites = 3) 

River 2 - - - 

Pond 2 - - - 

Farm land 2 4 - 1 

Nearer to road 4 4 2 3 

Nearer Forest 1 6 1 1 

Nearer to Mountain 1 5 - 2 

Nearer to canal 2 - 1 - 

Nearer to houses 1 - - 0 

 

The social and resource maps of these two study villages namely Talakansari in Keonjhar district and 

Tumbitarai in Rayagada district are presented in the next page for giving better clarity on the 

location of OD sites, which are circled in red or blue colour in the maps (Figures 26, 27, 28 and 29). 

 

What is striking about the social and resource maps are the proximity of OD sites to water sources 

like rivers, ponds, and canal, which are likely to be contaminated with human faeces. Some of these 

sources are also used for drinking water. The maps show that in some cases habitations of these two 

villages are located at the foothills and OD sites on the hilltops meaning that contaminated water 

(especially during the rainy season) flows down from the hilltop to foothill, contaminating other 

water sources and the areas of inhabitation in the process. 
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Caste-wise differences in the sites chosen for OD: The SC and ST people residing in Tumbitarai 

village have separate defecation sites located near their residential places. In contrast, in Gonasika 

village (which is an SC dominated village but people from other castes also reside there) has no 

caste-wise demarcation of OD sites. This seems to differ from village to village. 

 

Age-wise differences in the sites chosen for OD: As mentioned already, older-aged people and 

young children defecate at the roadsides, backyards of their houses and sometimes inside or outside 

of their houses, whereas adults defecate at the riversides, canal sides, railway tracks and jungle.  

 

The old-aged people are defecating in their houses and it is cleaned by their family members. 

 –The FGD with the males in Talakansari village 

 

Occupation-wise differences in the sites chosen for OD: Apart from the ease of availability of water, 

the occupation of a person also influences defecation practices. Agriculture is the primary 

occupation and most of the men defecate near to their cultivated lands. Farmers usually work on 

their farms in the morning, where they prefer to defecate and which also saves their time. They 

defecate on the edges of the field. Sometimes, conflicts occur among the people because of using 

the agricultural field of other people for defecation. In some of the study villages, the people 

travelled a little distance for OD as the fields remain covered by crops. The farmers across the study 

villages think that practicing open defecation in the agricultural field acts as a fertiliser for the lands 

and helps in better crop productions. Similar to the farmers, the daily wage earners/labourers also 

defecate near their worksites. Some illustrative quotes from the FGDs are shown below. 

 

The people even defecate inside the boundaries of the agriculture fields. 

 –The FGD with the females in Kusabeti village 

 

Problem arises out of defecation in private land. 

 –The FGD with the females in Gonasika village 

 

Conflict arises when someone defecates in the agriculture field. The culprit is not identified, but the 

owner of the land abuses all; thus innocents also have to bear the brunt of the abuses.  

– The FGD with the females in Anusua village 

 

Defecation practice of the pregnant women: The pregnant women feel very embarrassed and 

unsafe when the male members of the community are watching them, when they go for defecation 

in daytime. Hence, they prefer to go for defecation in the evening or night at the roadsides or behind 

their houses, so that the males cannot watch them. 

 

The pregnant and lactating mothers are going for open defecation. 

 –The FGD with the males in Belkana village 

 

The pregnant women and adolescent girls are going behind their houses for defecation. 

 –The FGD with the Males in Gonasika village 
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The pregnant and lactating mothers go out for OD and prefer the riverside, where they defecate, take 

bath and bring water for household use. 

 – The FGD with the females in Anusua village 

 

Defecation during rainy season: In the rainy season, women, adolescent girls and children defecate 

behind their houses and at the roadsides. Both the males and females carry umbrella or some cloth 

or tarpaulin with them to cover their heads and go to the nearby agricultural fields. But the people, 

during rainy season, feel very uncomfortable to defecate outside because mosquitoes and ants bite 

them as the grass grows in rainy season. 

 

In summer season, the people defecate in different places. They go to the forest side, riverside and 

other open places available. But in rainy season, most of the people cannot go long distances for 

defecation; so they defecate in the back of their houses or near the sides of the agricultural fields, 

which is nearest. 

 –The FGD with the males in Kusabeti village 

 

OD by the people, who have toilets in their houses: OD is even practiced by those small families 

who have toilets. Especially, the men, who have toilets in their houses, prefer to use the fields for 

defecation due to their routine practice. The older-aged people also prefer to defecate in the open 

in spite of having toilets.  

 

The old-aged persons will defecate in the open, despite the toilets in their houses, because they will 

not feel comfortable to sit in 4 walled boundaries. 

 – The FGD with the females in Kusabeti village 

 

Post-OD hygiene practices: The people in the study villages wash their hands by sand, mud or soil in 

the river/pond water after defecation. Some of the people rub their hands on grass, use leaves or 

plain water for cleaning their hands after defecation. People rarely mentioned the use of soap for 

hand washing after defecation. The farmers use residual water in the field to clean themselves and 

wash their hands after defecation. The farmers and labourers residing in remote areas and having 

scarcity of water use “Kendu” leaves to wash themselves and their hands after defecation, as it is 

time consuming for them to go to the area where water is available. The children play around after 

defecation without being cleaned, as their mothers often work away in the field or remain busy with 

household work. The people across all the study villages also mentioned that most of them go for 

OD barefooted. 

 

We wash our hands with soil, sand, clay etc. after defecation. 

 – The FGD with the females in Belkana village 

 

Most of the people are going for OD bare footed, that invites infection. Worms are getting into their 

feet. 

 – The FGD with the females in Gonasika village 

 

Those who know about cleanliness, like me, use leaf or sand to clean their hands after defecation. 

 – The FGD with the males in Tumbitarai village 
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10.9 Advantages & Disadvantages of Open Defecation, as Perceived by the Communities 

 

The advantages and disadvantages of OD reported in the FGDs are summarised in this section. This 

analysis seeks to explore what makes people continue practicing OD, despite a larger number of 

disadvantages emerging than advantages,  

 

Advantages of OD, as perceived by the community:  

 

i) OD gives time for relaxing and gossiping: Women of the community prefer to go in groups for 

defecation, where they get the time to discuss their home affairs and personal problems. Due to 

their busy schedules of managing the household chores, managing the children and older-aged 

family members, engagement in productive activities like agriculture, wage and other income 

generating activities, the women hardly find any time for themselves to meet anybody or to go 

anywhere. Open defecation once in the morning and then in the evening gives them a chance to 

meet and discuss their personal matters with the other women of the village. More importantly, 

it serves as time for relaxation away from their busy schedules. Apart from them, both the 

adolescent boys and girls also go in groups for OD which they also use as an opportunity to 

gossip and relax.  

 

ii) OD acts as a fertiliser to agriculture: The people, and particularly farmers, think that practicing 

OD in the agricultural fields is helpful to make the land more fertile and is good for the 

harvesting of crops. 

 

iii) Enjoying clean air and environment: Some people enjoy the experience and clean air that they 

have when using large open spaces and forest areas for defecation 

 

iv) Feeling suffocated by the four walls of the toilet: The few people, who have toilets, complain 

that defecating inside the four walls of the toilet is suffocating, especially male members of the 

family. Instead, they prefer to defecate in the open areas. 

 

v) Storage of water is not required for OD: People are also aware that they need to carry and store 

sufficient water for the use of toilets, which they do not need to do when defecating at places 

close to water sources.  

 

Disadvantages of OD, as perceived by the communities:  

 

i) Unsafe and insecure: The women of the communities do not feel safe when they go for open 

defecation in the forest areas. They feel very unsafe and fearful of getting bitten by snakes, 

scorpions, and attacked by wild animals. The women/adolescent girls also feel very insecure 

when they go outside for defecation, as some men/young boys follow and watch them. 

 

When the female members of our families went outside for defecation, they were followed by the 

young boys of the community. We feel very insecure for that as well as it hampers their dignity and 

violates their privacy. 

 - A middle-aged woman from Talknsari Village 
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ii) Hampers dignity and privacy: The women feel that practising open defecation hampers their 

dignity and privacy. The pregnant and adolescent girls feel very embarrassed and unsafe when 

the male members of the community watch them, while they have gone for defecation in 

daytime. Hence they prefer to go for defecation in the evening or night at the roadsides or 

behind their houses so that the male members cannot watch them. 

 

iii) People carry infections: Most of the people go for open defecation barefooted, who do not 

wash their legs before entering the homes and carry infections. 

 

Most of the community people do not use chappal while going for defecation. They do not clean their 

feet properly after defecation and enter the home directly. It brings dirt in the house, which causes 

infections.  

-An adult woman from Kusabeti village 

 

iv) Conflicts: Social conflicts arise among villagers due to open defecation practices particularly in 

the rainy season. In some of the villages, during rainy season, the people go to the nearer 

agricultural fields for defecation, which is strongly opposed by the landowners and leads to 

quarrels among the people of the community. 

 

v) Difficulty in rainy season: The people face difficulty in OD in rainy season. They have to carry 

polythene or umbrella to cover them from rain. In rainy season, because of mosquito bites, 

people fall sick and they have to spend money for treatment, which is one of the reasons for 

which the people think that open defecation is disadvantageous for them.  

 

In rainy season, going outside for defecation is difficult. It is very uncomfortable when mosquitoes bite 

while defecating. Because of mosquito bites, we fall sick. Unnecessarily, we have to spend money for 

treatment. 

 – An adult woman from Belkana Village 

 

vi) Mobility issue of the old-aged people: Open defecation practice is disadvantageous for the old-

aged people. They are not able to walk to the OD sites and they find it difficult to clean 

themselves properly after defecation, which causes skin infection.  

 

Despite these many disadvantages, people in the study villages continue practicing OD. The absence 

of toilets at their homes is said to be one of the reasons why people still prefer OD. But, the study 

found that those few families, who have toilets, are not using them and prefer OD. Some of them 

are using the toilets as storehouses. It indicates that OD is more of a habitual or behavioural issue, 

which people find difficult to overcome, particularly those who have the capacity to spend money 

for construction of toilets at their homes. Women’s lack of authority over family resources and 

decision-making also prevents many women from taking the initiative to affect changes to OD. 

Coupled with the habitual or behavioural issue, the lack of understanding on the implications of OD 

on health is one of the key factors preventing people to make their villages or communities open 

defecation free (ODF). 
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10.10 Initiatives taken to attain Open Defecation Free (ODF) Environment in the Villages 

 

One of the key areas of this qualitative baseline study was to find out about any initiatives taken-up 

in the villages to attain ODF status, prior to the implementation of CLTS intervention. Key 

respondent groups included community people and the concerned government 

functionaries/providers at the district, block, panchayat and village levels. The findings are 

structured under three sub-headings in Table 18: i) Awareness generation ii) Mobilisation of the 

communities and individuals and iii) Construction & use of toilets. 

 

i) Awareness generation 

Table 18: Key responses of the government functionaries and people in the study villages on the 

initiatives taken for awareness generation on sanitation 

Key responses of the govt. functionaries/providers Key responses of the people in the 

communities 

 The block level functionaries from both Rayagada 

and Keonjhar districts told that in order to create 

awareness on sanitation and open defecation 

free villages, sanitation drive, street plays, rallies, 

video visual programs, decorated mobile van 

called “Parimal Rath”, wall paintings, meetings 

with the PRIs, village level health functionaries 

and committees had been organized. It was 

observed and reported by the block level 

functionaries that the impact of the audio-visual 

programs was high in creating awareness 

regarding sanitation and ODF environment. 

 In Keonjhar and Raygada districts, the District 

Program Coordinator and IEC and HRD 

Coordinator (District Water and Sanitation 

Mission) informed that the village level 

functionaries like Sarpanchs, ward members, 

ASHAs, AWWs, ANMs, SEMs and “Goan Sathi” 

(NREGA) were trained for creating awareness on 

sanitation and open defecation free villages. 

 In Basanpal Block, the Junior Engineer told that 

they are providing funds to the local NGOs to 

create awareness on sanitation and open 

defecation free environment. 

 The village level health functionaries i.e. AWWs, 

ASHAs and ANMs create awareness regarding 

personal and environmental sanitation practices 

and demerits of open defecations during Gram 

Sabhas and PaliSabhas as well as in meetings with 

the women and adolescent girls. The Women Self 

 In the three study villages viz. Kusabeti 

in Rayagada and Talkansari and 

Gonasika in Keonjhar district, the 

people informed that meetings were 

conducted by the AWW, Ward member, 

GKS and ASHA for awareness on 

sanitation and construction and use of 

toilets. 

 But in villages like Kusabeti and 

Gonasika, the male community 

members are only aware of the 

awareness programs. The females in 

these two study villages are not aware 

of the same.  

 In rest of the three study villages viz. 

Belkana and Tumbitarai in Rayagada; 

and Anusua in Keonjhar district, neither 

the females nor the males mentioned 

any initiatives taken-up in their villages 

to create awareness. 

 Only a few male and female FGD 

participants heard about the Total 

Sanitation Campaign (TSC) or Nirmal 

Bharat Abhiyan (NBA). Most of them 

were not aware of the name of 

schemes. These few include the young 

and adult people. 

 Only the male members of the study 

villages are aware of the Rs.10,000/- 

being provided by the government for 
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Table 18: Key responses of the government functionaries and people in the study villages on the 

initiatives taken for awareness generation on sanitation 

Key responses of the govt. functionaries/providers Key responses of the people in the 

communities 

Help Groups also actively participate in the 

awareness meetings. Usually ANMs, AWWs, 

ASHAs, GKSs, PRIs and ward members get 

involved in sanitation awareness programs. 

 The Sarpanch of Talakansari village from Keonjhar 

district told that the awareness camp was 

organized under NBA. 

construction of toilets. But they have 

some misinformation, e.g. they need to 

deposit some money for availing this 

benefit; the scheme is applicable for 

BPL families.  

 

The following three inferences can be drawn by triangulating what people in the villages shared and 

what the functionaries/providers informed regarding the creation of awareness on sanitation: 
 

i) The awareness programs conducted by the government are not uniformly held covering all 

the villages. 

ii) Not all sections of the people in the communities were reached with the information 

relating to sanitation. There are villages where females did not know about any awareness 

program held on sanitation in their villages. 

iii) The people in the study villages either did not hear about the TSC/NBA scheme or lack the 

clarity about the provisions under the scheme. 
 

So, these could be some of the reasons why people generally lacked understanding about sanitation, 

and more specifically, the need to attaining ODF status. 
 

The AWW organized meeting in our village with the help of the ASHA and ANM and spoke to the 

pregnant women and lactating mothers about sanitation. 

 – The FGD with the males in Gonasika village 

 

The people are not aware about TSC assistance. 

 –The FGD with the females in Talkansari 

 

We have not heard about the scheme. 

 –The FGD with the females in Anusua village 

 

If we deposit Rs.900/- or 1,000/-, then there is a chance of getting Rs.9,000/- or Rs.10,000/- from the 

government. 

 –The FGD with the males in Tumbitarai village 

 

We heard that the government schemes are available for construction of toilets. But we do not know 

the process of availing the facilities. 

 –The FGD with the males in Kusabeti village 

 

We heard from the Block functionaries that Rs.1,500/- will be paid to each household for construction 

of toilets, but till now, there is no toilet in the village. 
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-The FGD with the males in Talkansari village 

 

We have heard about the TSC support, that Rs.10,000/- is earmarked for toilet construction. 

 – The FGD with the females in Kusabeti village 

 

ii) Mobilisation of the communities and individuals 

Neither from the responses of the providers/functionaries nor from the responses of the people in 

the study villages, is it evident that any specific strategies or initiatives have been taken so far by the 

government or by any non-government organisation for mobilising the individuals or communities as 

a whole for better sanitation practices, including the construction and use of toilets. Except for some 

awareness generation programs and campaigns, which did not uniformly cover all the villages and 

sections of the people in the community, no other initiatives were taken for the mobilisation of the 

communities and individuals. The Junior Engineer in Basanpal Block of Keonjhar district mentioned 

that they organized “Mahasamadhan Camp” in the villages to address different sanitation problems 

and issues related to toilet construction. But in none of the study villages in Banspal block in 

Keonjhar district, did people mentioned about any such camp organized in their villages. In the study 

villages, viz. Belkana and Tumbitarai in Rayagada and Anusua in Keonjhar district, people clearly 

mentioned that no effort was being made for ensuring ODF environment in their villages. Due to the 

lack of understanding, the people themselves had also not taken any initiative to make their villages 

ODF. 

 

No effort is being taken up during the last one year to make an ODF environment. 

 – The FGD with the males in Anusua village 

 

No effort is taken up during the last year to make an ODF environment. But it was discussed in the 

monthly meeting of ASHA. 

 – The FGD with the females in Kusabeti village 

 

Meetings have been conducted by GKS and ASHA, but no action has been taken thereafter. No other 

alternative planning has been done for ODF environment. 

 –The FGD with the males in Talkansari village 

 

Some people had surveyed and taken Rs.70/- towards that. We are embarrassed about it as nothing 

has happened after that. 

 – The FGD with the females in Gonasika village 

 

Meetings have been conducted by an organization but we cannot exactly remember the name but the 

contact person was Nirupama Madam, but no action has taken thereafter. 

 – The FGD with the females in Talkansari village 

 

iii) Construction and use of toilets 

The IEC and HRD officer of DWSM told that the department provides Rs.10,000/- under Nirmal 

Bharat Abhiyan (Rs.4,600/-) and NREGA (Rs.5,400/-) program to Below the Poverty Line (BPL) and 

identified Above the Poverty Line (APL) households for construction of individual household toilets. 
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They also provide Rs.35,000/- and Rs.8,000/- to village schools and AWC respectively for toilet 

construction. 

 

But the study during the preparation of Social and Resource map found that none of the households 

had toilets in the three study villages covered in Banspal block of Keonjhar district. Only in Belkana 

and Gonasika villages in Raygada district, 2 and 8 households have toilets respectively. But 

interestingly, the 2 households, who have toilets, use the same as storerooms. In Gonasika village, 

although 8 households have toilets, all the family members do not use the same. Some of their 

family members are going for open defecation, as they are habituated with open defecation practice 

and also because of water scarcity in the village, they prefer to go for open defecation instead of 

using toilets. 

 

Eight years back, the toilets were constructed under one of the schemes (could not recall the name of 

scheme) but people are not using that toilet as the quality of the toilet was very poor. The walls of the 

toilet were of only 4ft in height and it was open from the top; so they feel uncomfortable to use the 

open toilet. Sadly, after some days, the pan had fallen down and the toilet was pulled down. 

-A male study participant from Belkana village 

 

The study team also came to know that a survey was carried out in Talakansari and Gonasika villages 

in Keonjhar district to identify BPL and APL families to provide economic assistance for toilet 

construction. In Gonasika village, the people complained about Rs.70/- collected from them during 

the survey for providing toilet facilities. 

 

In all the study villages, the people expressed their interest for construction of toilets but sought 

financial assistance from the government for the same. The Block Chairman of Kalyansinghpur block 

in Rayagada district mentioned, “Now, people have started showing interest in toilet construction 

after the creation of awareness regarding sanitation and demerits of open defecation, but they need 

financial assistance from the government.” The interest of people to have toilets can be also gauged 

from the pictures of the type of houses (drawn by the people) that they wish to have in future 

presented in Figure 30. Except one person, all the rest drew the picture of toilet in the house they 

wish to have in future.  

 

10.11 The Barriers to attaining ODF 

 

Based on the discussions with the people in the villages and other stakeholders, the study has 

identified various demand and supply side barriers and enabling factors to attain an ODF 

environment. The details are presented in Table 19. 

 

Table 19: The supply and demand side barriers in attaining ODF environment 

Demand-side barriers Supply-side barriers 

i) Age-old habit/practice: All the people, not just a 

few individuals or groups, have practiced OD for 

generations. It is a common practice found 

regardless of gender, caste, class, age, locations of 

villages, etc. OD is inbuilt into their routines, which 

i) Water scarcity: “Unavailability of 

sufficient water is one of the main 

barriers in attaining ODF 

environment,” reported by all the 

study participants. The lack of water 
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Table 19: The supply and demand side barriers in attaining ODF environment 

Demand-side barriers Supply-side barriers 

they hardly feel the need of changing. Especially, 

the tribal people, who live in or near forest areas, 

spend most of their times in the forests, never 

imagine that there could be an alternative to OD. 

ii) Ignorance and lack of understanding on the 

benefits of ODF: It has clearly come-out in the 

study that the people lack understanding about the 

need of safe disposal of human excreta using 

toilets. They are not aware of the implications of 

OD on their health. They are not aware about the 

contamination routes and the connection between 

OD and health. 

iii) Illiteracy and language barrier of the tribal People: 

Majority of the tribal communities like Juang and 

Santhali are illiterate and understand only their 

own dialect. As reported by the block functionaries 

and village level health functionaries of Keonjhar 

district, illiteracy and tribal dialects are the main 

barriers for communicating and creating awareness 

on sanitation practices and open defecation free 

environment among the tribal people. It is difficult 

to make them understand the importance of 

sanitation practices and demerits of open 

defecation because of their illiteracy. At the other 

hand, it is difficult to communicate sanitation 

messages to them because of the language barrier. 

iv) Availability of large open spaces: The availability of 

large open spaces for defecation is one the factors 

preventing ODF environment in the villages. The 

village people do not feel the necessity of 

constructing toilets because large open spaces are 

available for defecation in the villages. The ASHA in 

Talkansari village told, “The people in my village 

think that there is no need to waste money on 

toilet construction when they can use the open 

space for defecation free of cost.” 

v) Attitude and beliefs toward toilets: Majority of the 

village people especially those belonging to lower 

socio-economic status perceives that constructing 

and using toilets is for the rich and urban people. 

They believe that constructing and using toilets is a 

lifestyle choice instead of important need. They are 

unaware about the importance and benefits of 

sources near the houses discourages 

the people to have toilets. In case of 

the families having toilets, all the 

family members do not use the same 

because of the scarcity of water. The 

AWW of Gonasika village said that 

due to insufficient water, the female 

members of the family use toilets and 

the male members go for open 

defecation.  

ii) Unavailability of toilets: 

Unavailability of household and 

community toilets could be the 

reason of not attaining open 

defecation free environment in the 

villages, as reported by a block 

functionary of Rayagada district. 

Further he continued that if people 

would have toilets in their homes, the 

number of people practicing open 

defecation could be decreased. In 

order to achieve ODF environment in 

the villages, it is necessary to make 

available household and community 

toilets for the people and motivate 

them to use it. 

iii) Poor maintenance of community 

Toilets: The block functionaries think 

that the community toilet facility is 

best for those who do not have land 

to construct toilets and are not 

financially capable of constructing 

toilets in their homes. But, the poor 

maintenance of community toilets is a 

major barrier to ensure the use of the 

same. The Sarpanch of Talkansari 

village clearly said that the people 

after some months did not maintain 

and keep community toilets clean due 

to the unavailability of sufficient 

water. Because of the unclean 

conditions and foul smell of the 

toilets, the people stopped using 
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Table 19: The supply and demand side barriers in attaining ODF environment 

Demand-side barriers Supply-side barriers 

using toilets. 

vi) Poor Economic Condition: The poor economic 

condition is one of the major barriers in building 

toilets, reported by the block level and village level 

functionaries. Majority of the population belongs to 

lower socio-economic strata and is not financially 

capable to construct toilets on its own. They need 

to purchase the raw materials from the block or 

district headquarters or nearby town for which they 

have to spend more money.  

vii) Land ownership: The ownership of lands and 

unavailability of land for toilet constructions are the 

other barriers in toilet construction. As reported by 

the village people, most of the people don’t have 

their own lands or don’t have lands for the toilet 

construction due to which they are not willing to 

construct the toilets. 

viii) Uncomfortable to use toilets: In families, having 

toilets, the old aged people are not willing to use 

the toilets, as they do not like to use, feel dirty and 

prefer to defecate openly. An old aged person said 

that he felt uncomfortable when the female 

members of the family waited outside the toilet, till 

he finished defecation, to clean the toilet. 

ix) Uncleanliness of toilet pollutes the environment: 

The people in the study villages feel that they 

would not be able to properly clean the toilet due 

to water scarcity, which would lead to bad smell. 

This in turn de-motivates the people for using and 

constructing the toilets. A middle-aged male in 

Talkansari village told that he was willing to 

construct the toilet in his house, but he was not 

able to construct it as their neighbours opposed 

them. The neighbours think that it could smell bad 

and they cannot live near the toilet. 

x) Non-availability of land: Some of the villagers do 

not have land, which discourages them to go for 

construction of toilet. 

community toilets and continued 

open defecation practices. 

iv) Financial assistance from the 

government: The people have a 

mindset that the government should 

provide the financial assistance; then 

only, they will construct the toilets. 

But they are ready to contribute in 

terms of labor and money, if the 

government will provide some 

financial assistance for toilet 

construction. 

v) Lengthy and time taking process of 

releasing funds/receiving financial 

assistance: The people are unwilling 

to construct toilets at their homes, as 

they have to spend and invest their 

own money for the same. The people 

told that the process of receiving 

financial assistance from the 

government after toilet construction 

was lengthy and time taking. They do 

not get financial assistance from the 

government immediately after the 

toilet construction due to which they 

are unwilling to construct the toilets. 

The block level functionaries blamed 

the channelization of funds under two 

schemes viz. NBA and NAREGA is 

responsible for the delay, as these 

two schemes are managed by two 

different departments, lack of 

coordination between the two delays 

the release of payment. The people 

expect that the government should 

give direct financial assistance in the 

form of cash at the time of toilet 

construction. 
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10.12 Key enabling factors to attain ODF 

 

These are summarised in Table 20. 
 

Table 20: The supply and demand side enablers to attain ODF environment 

Demand-side enablers Supply-side enablers 

i) Strong dislike towards human faeces: Nobody in the world 

likes to see, smell, touch or go near human faeces. This 

strong dislike could be converted into a strategy to mobilize 

the communities by making them understand that as a 

result of OD, they eat their own shit through various 

contamination routes.  

ii) Safety, dignity and privacy of the women: The concern 

towards the safety, dignity and privacy issues of the female 

members of the communities can be helpful in motivating 

the people for construction of toilets. In the patriarchal 

Indian society, the men are more concerned about the 

safety, dignity and privacy of their female family members, 

which can be used as an instrument for motivating the 

people to construct toilets. As mentioned already, majority 

of the women go to forest areas for defecation, where they 

always have the fear of getting attacked by the wild 

animals. Their dignity and privacy is hampered when they 

are watched and followed by the male members of 

communities while going for defecation in daytime. The 

men feel guilty, as they are unable to protect the dignity 

and privacy of the female members of the families. It also 

hampers their social status in the communities. 

iii) Willingness towards construction of toilet: As a result of 

the sanitation drives, awareness programs and village 

meetings on sanitation and OD practices, the villagers have 

started showing willingness for construction of toilets. In 

the maps of the houses that they wish to have in future, all 

of them want to have toilet except one person (Maps of the 

future houses are presented in the next page and toilets are 

indicated in green colour arrows, Figure 30). Their 

willingness could be an enabling factor to motivate them to 

construct and use toilets. 

iv) Free labour: The people expressed their willingness to give 

free labour for construction of toilet. 

v) Problems faced during rainy season: During the FGDs, the 

village people mentioned that in rainy season, it is very 

difficult for them to go outside for defecation due to heavy 

rain and mosquito bites. In rainy season, they have to 

defecate near the agricultural fields of others, which leads 

i) Growing realization of the 

need of demand creation 

among the government 

functionaries: There is an 

increasing realization among 

the government functionaries 

that supply of toilets would 

not help in attaining ODF 

environment. They realize 

that it is an age-old habit or 

practice of the people which 

can be addressed through 

demand side interventions 

like community mobilization, 

sensitization, awareness 

generation, etc. 

ii) Presence of local leaders, 

institutions and service 

providers in the community: 

Every village has their local 

leaders, people’s 

representatives (Sarpanch 

and Ward member) and they 

have various community 

institutions like SHGs, GKS, 

education committees, etc. 

There are also front line 

workers like ASHAs, AWWs, 

ANMs and SEMs who are 

directly or indirectly 

associated with sanitation. All 

these people could be 

effectively mobilized for 

attaining ODF. 

iii) Financial assistance from the 

government: The financial 

assistance by the government 

to the economically poor 

families for construction of 
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Table 20: The supply and demand side enablers to attain ODF environment 

Demand-side enablers Supply-side enablers 

to social conflicts among the village people. To avoid these 

problems and social conflicts, the people could be 

mobilized for construction of toilets. 

vi) Cooperation among the villagers: The villagers have 

cooperative attitude towards each other and development 

of their villages. Although, the people have personal 

conflicts among themselves, they come together when 

something are needed to be done for community 

development. The cooperative attitude among the villagers 

could help in implementing the CLTS intervention 

effectively. 

vii) Cohesiveness of the people of similar caste/ethnicity: It is 

a common phenomenon across the Indian society that the 

people operate more as a cohesive unit by their 

caste/ethnicity. Geographically, the people of common 

caste/ethnicity prefer to stay as a unit in smaller hamlets. 

So, it would be easier to focus and convince people staying 

in smaller hamlets than covering the entire village. 

viii) Availability of land: Some of the villagers have plenty of 

homestead land, which can be used for construction of 

toilet. 

toilets is one of the key 

enabling factors to motivate 

people for construction of 

toilets. It is also evident from 

the findings of the study that 

the financial assistance also 

creates dependency attitude 

and act negatively, but it is 

important to effectively use 

this as a strategy for attaining 

ODF. 
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Figure 30: Map of the houses drawn by males and females that they wish to have in future in the study villages in Keonjhar and Rayagada districts 
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10.13 Summary and discussion of qualitative formative research findings  

 

The qualitative baseline findings present the perceptions of sanitation for village people. The 

concept of ‘sanitation’ was largely linked to the cleanliness of the environment and personal hygiene 

rather than the safe disposal of human faeces through the use of toilets; and there was very low 

awareness of the linkages between OD and disease and health.  

 

Preferred places for OD varied by gender, age group and occupation. Males often defecate near to 

water sources whereas females generally go to the forest areas or open spaces covered by bushes 

and hill slopes for defecation. Both of these locations represent considerable risk of contamination 

of water sources. Adolescent girls, like women, go in groups, usually to the nearby places, which 

have a slight covering of bushes to safeguard their privacy. Young children, normally, defecate inside 

or just outside of their houses and older-aged people defecate in open spaces. Farmers defecate on 

the agriculture field whilst they are at work. Daily wage earners/labourers also defecate near their 

worksites. CLTS facilitators will need to be made aware of these differences in OD practices and 

tailor their communication accordingly.  

 

Minimal advantages of OD and constraints to toilet construction were voiced by respondents. 

Advantages of OD included: giving time for gossiping and relaxing (particularly for women); faeces 

acting as a fertiliser to agriculture; and enjoyment of the open air and environment.  Some people 

expressed negative attitudes towards toilets and considered that defecating inside the four walls of 

the toilet was suffocating. It was also noted that toilets require storing of water for cleaning faeces 

and the body which can be difficult if water is scarce, not being able to afford the construction 

materials, lengthy processes for releasing funds/receiving financial assistance from the government, 

and not being able to maintain toilets properly. 

 

Key enabling factors to attain ODF environment included: a strong dislike of human faeces; OD 

undermining the safety, dignity and privacy of the women; willingness towards construction of 

toilet; problems faced with OD during rainy season; cooperation among the villagers; cohesiveness 

of the people of similar caste/ethnicity; availability of land and free labour are some of the demand 

side enablers which can be converted into strategies for community mobilisation to attain ODF 

environment. There is also a growing realization of the need of demand creation among the 

government functionaries; provision of financial assistance under the government schemes; and the 

presence of local leaders, institutions and service providers in the community are some of the 

factors that could support and accelerate attainment of ODF.  

 

The initiatives under taken so far to stop OD were mostly restricted to the awareness generation and 

construction of toilets by the government, but these programs did not cover all villages and all 

sections of people in the villages. Neither from the government nor the people themselves made 

efforts to mobilise community for attaining ODF environment and language barriers were identified 

which excluded some tribal groups.  

 

Although OD was considered a priority issue by many of the respondents (largely because it 

undermines the safety, dignity and privacy of women) OD remains a habitual and near universal 

practice. There remain many barriers to change that CLTS will need to address. We have laid out 

several recommendations to strengthen on-going CLTS implementation in the next section.  
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11 Considerations for CLTS implementation 

Based on the findings from the CLTS quantitative and qualitative baseline work, and from recent 

research in this field we have developed the following recommendations for the CLTS implementing 

organisation – Knowledge Links. It may be that many of our suggestions are already being 

implemented but we feel it is important to ensure these findings are shared and our viewpoints 

aligned. This will be achieved through a shorter, separate document to be shared with Knowledge 

Links and round table discussions with key implementing staff. 

 

12.1 Recommendations 

1. Ensuring that CLTS triggers changes in defecation practices, rather than just latrine construction. 
The qualitative work highlighted that in some cases people persist with OD despite having toilets 
available at home. Triggering of a deeper understanding of the need to stop OD and generating 
social norms and solidarity against OD will increase the likelihood of sustaining ODF. 

2. CLTS facilitators should develop understanding among the people on the adverse implications of 

OD on health and socio-economic conditions. They need to make them understand the various 

faecal-oral contamination routes causing ill health, and its economic costs. 

3. As well as capitalising on natural feelings of disgust and shame about human faeces, CLTS could 
also use commonly held concerns about the safety, privacy and dignity of women going for OD 
as a lever for attaining ODF and constructing toilets. As well as the shame of having to ask 
visiting relatives to defecate outside. 

4. It is important that CLTS facilitators continue to enable community access to affordable good 

quality, infrastructure materials required for latrine construction and with plans for solid and 

liquid waste management in the longer term.  

5. CLTS facilitators should ensure that the demand generated through CLTS is translated into 

construction of toilets, either through own fund and/or through timely government support, for 

safe disposal of human excreta. People’s common expectation of receiving financial assistance 

to construct toilet should be lowered in order to prepare them to use their own fund for the 

construction of toilet. 

6. CLTS facilitators should look into how effectively they can address the land problem for 

construction of toilets by those who do not have toilets at their homes and lack space to 

construct. 

7. CLTS facilitators should ensure that CLTS learning can be applied to hygiene practices more 

widely e.g. safe water use and storage and hand washing which were particularly poor at 

baseline. Understanding of the faecal contamination route could include special mention of 

water storage and use. 

8. Evidence generated from CLTS in Indonesia highlights the need to support and follow-up ‘ODF’ 

communities. This study identified risk factors for returning to habitual OD including: longer time 

taken to become ODF, lack of buy in of community leaders, lack of on-going monitoring by 

communities themselves as well as other agencies39. From an evaluation perspective, any 

change in implementation/post triggering support strategies would need to be documented and 

shared with the M&E team to aid interpretation of findings. We are recommending on-going 

monitoring and follow-up of ODF declared villages, with particular attention given to villages 

where transition to ODF was slow. 

9. Effort should be made to effectively engage the community level stakeholders in the CLTS 

implementation process for ensuring the sustainability of the use of toilet.  

                                                           
39

http://www.wsp.org/sites/wsp.org/files/publications/WSP_Indonesia_Action_Research_Report.pdf 
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10. Community monitoring system should be established to monitor the construction, use and 

maintenance of toilet; hand washing and other personal hygiene practices. 

11. It is crucial that Knowledge Links are systematically monitoring progress/timing of transition 

through discrete stages of CLTS to be able to identify communities at high risk of reverting to OD 

(slower conversion to ODF could mean a greater likelihood of reverting).The TMST M&E team 

have developed a system for Knowledge Links to use. 

12. International evidence on how to maximise sustainability of ODF can be taken into 

consideration40 including:  

a. Enablers/barriers included: availability of land, materials and labour; local soil and 

ground conditions; technical advice/knowledge; availability of water; quality of initial 

construction.  

b. De-motivators linked to return to OD included: financial constraints, lack of post-

triggering support, inconvenience/discomfort, maintenance and repairs, and having to 

share latrines with others. 

Knowledge Links and their CLTS facilitators will need to consider these factors (many of which 

are likely to work together and will strengthen or undermine each other).  

13. The quality of CLTS facilitators on the ground is likely to have an impact on CLTS success and 

quality supportive supervision and monitoring of staff by Knowledge Links the CLTS 

implementing agency will be very important. TMST will explore quality of implementation 

through qualitative work with community members as part of a process evaluation.  

14. Questions that CLTS facilitators could ask themselves through self-reflection and so they can  

make changes accordingly include: 

i. Is the intervention reaching the most underserved groups and poorest households? 
The baseline data show that ST members and those from MPI-poor households are 
starting at a disadvantage in terms of latrines and other infrastructure to support safe 
hygiene and sanitation (safe water, soap etc) compared to other groups. Facilitators will 
need to consider whether the most underserved groups and poorest households actively 
participate in community meetings. The qualitative data highlighted that government 
functionaries are sometimes unable to speak local dialects, limiting their interactions 
with Tribal communities. The same issue applies to CLTS facilitators – if there is a 
language barrier, a translator will need to be deployed to ensure that everyone is 
included. 

ii. Are frontline health workers engaged too? The baseline data indicate considerable 

room for improvement in FLW hygiene practices, and only a quarter of AWCs had access 

to latrines; fewer still had appropriate hand washing facilities. This is worrying 

considering that AWCs are a public space that is frequently populated with young 

children, and that FLWs are key change agents in the community. 

iii. Is the intervention only changing women’s behaviour rather than men’s too? 

Anecdotal early findings are that CLTS is emerging as a women-led movement in some 

villages. However, it is important that CLTS also changes defecation practices in males – 

and that the intervention is felt as relevant by men. CLTS facilitators should try to ensure 

that the intervention does not become too gendered whilst allowing female leadership 

to develop. It could be possible to encourage male and female leaders in communities 

that appear to have a gender divide in CLTS uptake. Changes in the practices of men and 

women will need to monitored and evaluated. 

iv. Is CLTS creating more domestic burden for women compared to men? Linked to the 

above reflection, CLTS facilitators should be mindful of the fact that CLTS could unfairly 
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http://sanitationupdates.wordpress.com/2014/03/07/study-examines-sustainability-of-clts-programmes-in-africa/ 

http://sanitationupdates.wordpress.com/2014/03/07/study-examines-sustainability-of-clts-programmes-in-africa/
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add to women’s domestic tasks compared to men (e.g. the need to fetch water, cleaning 

of latrines). This could exacerbate inequalities in other areas - e.g. it could lessen 

adolescent girls’ time for homework, or women’s opportunity for paid employment, 

leisure or rest. Again, this is something that we will explore through our evaluation, but 

facilitators may also wish to consider this. 

v. Is the intervention only changing adolescent behaviour rather than adults and older 

adults? The CLTS baseline data show slightly safer defecation and hygiene practices (e.g. 

hand washing) amongst younger versus older girls/women. It is possible that younger 

people may show more enthusiasm for CLTS and be more willing to change practices. If 

this is the case, CLTS facilitators will need to ensure the intervention also translates into 

practice change amongst older groups. 

vi. Could CLTS be causing unintended harm to the most vulnerable through extreme 

enforcement strategies? There is a need for CLTS to ensure equal participation of all 

social groups, and crucially, to ensure that social inequities do not widen as a result of 

the sometimes brutal enforcement strategies that can penalise the most vulnerable41. 

Whilst enforcement strategies may well be necessary, they should strike a balance 

between being effective and recognising that non-compliers may need further triggering 

using disgust and awareness around faecal-oral transmission as well as access to 

financial and practical support to construct latrines (as opposed to vigorous strategies 

focused on individualised shaming). It is unlikely that all inhabitants of a community will 

have exactly the same mind-set after triggering and some people may need new 

concepts to be reinforced. As agreed during the process of getting ethical approval for 

this study we will explore unintended harm through qualitative work at endline, but it is 

also something for CLTS facilitators to be mindful of.  

 

11.2 Conclusion 

All blocks for the CLTS evaluation are in desperate need of intervention to increase access to 

improved sanitation, and to reduce OD and unsafe disposal of child faeces. CLTS is a promising 

intervention to address this, although it will need simultaneous improvements in infrastructure 

arrangements – communities are likely to need additional support to ensure this, as well as lobbying 

government e.g. to improve reliability of and access to safe water.  

 

The intervention will need to ensure equal participation of the poorest households and those from 

social groups with lower societal status. Facilitators will also need to ensure that unintended harm 

does not result and that social disparities are narrowed not widened. The affordability of CLTS to the 

poorest communities, including costs of initial toilet construction and on-going maintenance is not 

clear. We are collecting this cost data through our independent ODF endline, and doing further 

qualitative work to gauge the financial implications to the poorest people, which is likely to influence 

sustainability of ODF.  

 

The CLTS pilot and its evaluation represent a valuable opportunity to determine the effectiveness 

and understand enabling and constraining factors for CLTS in underserved communities where OD is 

the predominant practice, and factors likely to increase sustainability of positive effects. 
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 http://www.theguardian.com/global-development/poverty-matters/2011/jun/09/dirty-truth-behind-
community-sanitation 


