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EXECUTIVE SUMMARY 
 
The report summarises the outcomes of SNV’s 

study on WASH for health sector policy and 

stakeholders’ study, baseline census and 

keynotes development for urban sanitation 

programme under its Urban Sanitation and 

Hygiene for Health and Development (USHHD) 

approach. The objectives of the study were: (i) to 

review and analyse all existing policies and legal 

documents at national level to develop a solid 

study on policy and legal aspects for WASH in 

HCF, including a stakeholders’ mapping of the 

Health Sector working in WASH; (ii) to conduct 

the baseline census on the WASH in all health 

care facilities in six cities of its project location to 

portray the actual situation of WASH condition of 

the surveyed health care facilities; (iii) to arrange 

city specific workshops to advocate city 

authorities and related stakeholders on current 

practices and public health/environmental risks of 

non-proper WASH facilities and operation in 

health care facilities in their respective city; iv) to 

arrange a national level workshop with policy level 

authorities and other stakeholders in order to 

advocate about the importance of mainstreaming 

proper WASH facilities and practices within health 

care facilities, by providing evidence through 

baselines and revised documentation.

 

SUMMARY OF WASH POLICY REVIEW AND STAKEHOLDERS OF HEALTH SECTOR WASH 
 

The Bangladeshi legal framework comprises a 

number of policies, plans, strategies and 

programmes, laws and acts, rules and standards, 

and guidelines and non-regulatory frameworks for 

overall countywide WASH and more or less 

directly relevant to at health sector WASH. These 

are as follows:  

 

Policies 
National Policy for Safe Water Supply and Sanitation, 1998 

National Health Policy 2011 

National 
development 

plans 

7th Five-Year Plan 2016-2020 

Sector Development Plan 2011-25 

Strategies and 
programmes 

National Sanitation Strategy, 2005 

National Hygiene Promotion Strategy for Water Supply and Sanitation Sector in Bangladesh 2012 

National Strategy for Water Supply and Sanitation 2014 

Health, Population and Nutrition Sector Development Programme (HPNSDP) 2017- 2022 

National Strategy for WASH in Health care Facilities 2019-2023- A Framework for Action 

Laws and acts 

Bangladesh Environment Conservation Act 1995 

Local Governments Acts 2009 : Paurashava Act, 2009  and City Corporation Act, 2009   

Bangladesh Water Act 2013 

Protection of the Rights of the people with Disabilities Act 2013 

Rules and 
standards 

Bangladesh Environmental Conservation Rules 1997 

Medical Waste (Management and Treatment) Rules 2008 

Bangladesh National Buildings Code 2012 

Institutional and Regulatory Framework (IRF) for Faecal Sludge Management 2017 

Guidelines and 
non-regulatory 

frameworks 

Guidelines on infection prevention and control (IPC) and biosafety 2016 

Monitoring and evaluation framework for the SDGS in Bangladesh 2018 

 
The key features of such national policy 

documents are given in section 3. Through SWOT 

analysis, the study reveals a number of significant 

enabling and disenabling issues related to WASH 

in health sector policy documents. Some notable 

are: ENABLING ISSUES: WASH in HCFs is a 

priority of the government; Political support for 

health (linked to WASH) exists; Leadership and 

political commitment for WASH in HCFs 

initiatives; National plan for action in WASH in 

HCFs has already been placed; National WASH 

campaign existed; global level, monitoring 

systems such as the new JMP baseline data, are 

assisting with advocacy; Increased partner 

engagement in WASH in HCFs (planning, 

resource sharing, capacity building, software 
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issues) i.e. I/NGOs, private sector, academia etc. 

Increased demand from Local government 

(sensitized towards importance of WASH). 

DISENABLE ISSUES: Baseline for WASH in 

HCFs does not exist; No national standards for 

WASH in HCFs; Roles and responsibilities across 

national structures and local governance are also 

not clear; No central coordinating agency, 

standard reporting system and Agreed and 

harmonised indicators for routine management at 

all levels lacking in WASH in HCFs; Lack of 

appropriate design for many HCFs; Insufficient 

O&M budget for WASH in HCFs; Medical waste 

and faecal sludge management is a common 

weakness; Technical specifications were 

sometimes not fit for purpose, or not inclusive. 

The study then discussed major policy gaps 

related health sector WASH in section 3.  

 

In stakeholders mapping the study reveals that in 

policy documents no clear scenario is existed 

about the stakeholders who are directly related to 

ensure WASH in secondary and tertiary level 

health care facilities. However, in a broad context 

at present, four types of organizations are 

involved in ensuring the WASH in health care 

facilities at urban context across the country from 

three contexts: WASH infrastructure 

establishment, services and maintenance. From 

top to bottom, these are: (1) Ministries; (2) 

Government agencies under ministerial level 

including Local Government Institutions; (3) Other 

organizations like NGOs and Development 

Partners; and (4) Health Care Facility itself. 

However, not only do the relationships in this 

large network of actors affect the activities of each 

stakeholder in their functions, but they also 

influence their interventions as a whole. However, 

each of the relevant organizations/institutions are 

responsible for its own activities. At ministerial 

level:  three ministries are responsible Ministry of 

Health, Family Planning and Welfare (MoHFPW), 

Ministry of Local Government, Rural Development 

and Co-operatives (MoLGRD&C), and Ministry of 

Housing and Public Work (MoHPW). Among the 

government departments/institution under three 

ministries: Directorate General of Health services 

(DGHS), Direction General of Family Planning 

(DGFP); Health Engineering Department (HED); 

Department of Public Health Engineering (DPHE); 

Water Supply and Sewerage Authorities 

(WASAs); Paurashavas and City Corporations 

and Public Works Department (PWD) are 

involved.  

 

Other organizations like NGOs and Development 

Partners provided assistance to local authority 

like Paurashava and city corporation in solid and 

medical waste management at local level 

including FSM; and promoting behavioural 

development and changes in user communities 

through social mobilization and hygiene education 

in alliance with the Ministries of Health, 

Education, Social Welfare, Information, Women & 

Children Affairs, DPHE, NGOs, CBOs, local 

government bodies and other related agencies.  

 

Health care Facility itself is primarily responsible 

for premise level WASH services by their own 

budget and human resources.  They have to 

depend on local authorities only for out- house 

WASH services like safe transportation and final 

disposal of solid and medical waste faecal sludge. 

Detail analysis is presented in section 3.  
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SUMMARY OF BASELINE CENSUS OF SIX URBAN CENTRES 
 

The aggregated findings of the baseline census 

are presented in section 4. Indicator wise situation 

has presented and then priority indicators are 

identified base on which indicators are yet belong 

lower level situation.     
 
 
 

 
 

Impact 
Indicators 

Level 0 Level 1 Level 2 Level 3 Level 4 No Data 

Impact 

Indicator 1: 
Access to 
Sanitation 

Facility 

No toilet  
Limited/ 

unimproved 
toilets 

Improved toilets  
Improved with fly 

management 

Environmental 
safe sanitation 

facilities 
 

0.7% 99.3%     
Impact 
Indicator 2: 
Hygienic use, 

and 
maintenance of 
the toilet 

Toilet is not in 

use as a toilet  

Toilet in use as a 

toilet  

Functional toilets 
with no 

cleanliness and 
privacy 

Functional and 

clean toilet  

Functional, clean 

toilet with privacy 
 

0.3% 3.7% 35.3% 3.7% 57%  

Impact 
Indicator 3A: 

Hand washing 
with soap after 
defecation 

No hand 

washing station 
in the premise  

Hand washing 

stations without 
soap 

  

Hand washing 
station with soap 

but hands 
touching water in 

storage  

Hand Washing 
Station with soap, 

hands not 
touching water in 

storage 

Washing station 

with permanent 
water 

 

12% 26.3% 61.7%    

Impact 
Indicator 3B: 

Hand hygiene 
with soap at 
point of care 

No hand 

washing 
stations  

Hand Washing 

Station without 
soap 

 

Hand Washing 
Station with 

soap, hands                 
touching water in 

storage  

Hand Washing 
Station with soap, 

hands not               
touching water in 

storage   

Hand washing 

stations with 
permanence 

 

Did not 

measured 
(diagnostic 

Centre) 

20.3% 3.3% 45.3% 1.7% 2% 27.3% 

Impact 
Indicator 4: 

Menstrual 
hygiene 
management  

No facility for 
MHM  

Unsafe and 

inadequate MHM 
facilities 

Safe MHM 

facilities but not 
adequately 

Safe and 

adequate MHM 
facilities 

Safe facility for 
MHM with 

provisions for 
adequate final 

disposal 

 

59.7%   33.3% 3.3% 2.3% 1.3%  

Impact 
Indicator 5A: 

Premise level 
solid waste 
management 

No place for 
segregated 

storage of solid 
waste at the 

premises 

Place for storage 

the premises  
with littering 

management 

Place for 
segregated 

storage at 
premises with 

containment and 

segregation 

Adequate internal 
transport and  

storage of solid 
waste 

management at 

the premises 

Have adequate 
storage, 

collection 
and disposal 

facilities at the 

premises 

 

3.3% 25% 0.7% 3.3% 67.7%  

Impact 
Indicator 5B: 

Management of 
health care 
waste 

No specific 
place and no 

segregation 
health \care 

waste 
 

Unsafe health 
care waste 

management 
(segregated but 
not safe storage)  

Safe segregated 

health care 
waste 

Safely segregated 

and treated health 
care waste 

Safely 
segregated, 

treated and 
disposed health 

care waste 

 

63.3% 36.7%     

Impact 
Indicator 6: 
Timely safe and 

effective 
removal of 
faecal sludge 

No containment 
for faecal 

sludge 

Storage facility 
with containment 

but no effective 
removal 

Take measures 
for timely 

emptying 

Have safe, 
removal 

connection to 
sewerage system 

No removal 
required yet, 

within timely 
emptying 

 

5.3% 78.3% 4% 7.7% 4.7%  

Impact 
Indicator 7: 

Safe 
conveyance of 
human waste 

No 

containment, 
emptying or no 

conveyance  

Partial 
conveyance:  

Unsafe 
conveyance  

Safe conveyance 

Safe 

conveyance and 
disposal in 

agreed location  

 

60.3% 2.3% 32%  5.3%  
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Impact 
Indicators 

Level 0 Level 1 Level 2 Level 3 Level 4 No Data 

Impact 
Indicator 8: 

Safe treatment, 
disposal, and 
re-use of 

human waste 

No 
containment, 

emptying, 
conveyance or 

designated 

disposal site  

Intended disposal 
or treatment 

process is 
unknown or non-

functional  

Unsafe disposal 

or unsafe 
treatment 

Partially safe 
treatment 

Safe 
conveyance and 

disposal in 
agreed location 

 

 

61.7% 33%   5.3%  

 

PRIORITY INDICATORS The baseline reveals that six 

impact indicators are needed to be prioritized in 

immediate basis in order to improve, at least one 

level of WASH situation of the health care 

facilities in six urban centres. The indicators are: i) 

Impact indicator 1: Access to a sanitary facility; ii) 

Impact indicator 3a: Hand washing with soap after 

defecation; iii) Impact indicator 3b:  Hand hygiene 

with soap at the point of care; iv) Impact indicator 

4:  Menstrual hygiene management (MHM); v) 

Impact indicator 5b: Management of health care 

waste; and vi) Impact indicator 6: Timely safe and 

effective removal of faecal sludge.  

 
 

SUMMARY OF CITY SPECIFIC WORKSHOP OUTCOMES 
 
As project activity, SNV arranged each city level 

workshops (total five cities as Benapole merged 

with Jashore) to disseminate the findings of the 

baseline on WASH in health care facilities to the 

respective city authorities and related 

stakeholders. WASH and health professionals 

from different organizations, governments, 

academia, NGOs and donors voiced commitment 

to raise awareness, build political will, mobilize 

resources and support actions to improve the 

situation in low resource settings. At all meetings 

at five workshops’ participants identified actions 

which were organized into four broad themes: 

policies and standards; coverage targets; 

improving WASH services; and monitoring and 

operational research. The major specific activity 

recommendations for improving WASH in health 

care facilities from each workshop are presented 

the report in section 5.  

 

SUMMARY OF THE NATIONAL WORKSHOP 
 
As per the objectives, after conducting five city level workshops, finally SNV arranged a national workshop 

on WASH in Health care facilities, which was held in Hotel intercontinental, Dhaka on 4th March 2020. The 

Workshop was attended by 47 participants from different Government agencies and NGO. The keynote is 

presented comprises the findings of the policy review, stakeholders’ analysis of the WASH in health sectors 

of Bangladesh and baseline census conducted on WASH in Health care Facilities in 6 Urban Towns of 

Bangladesh. A number of interrelated recommendation came out. Notable are: need national Baseline 

Study;  Address the contributing factors of the urban-rural divide; Set National standards for WASH in Health 

care facilities; Allocate more public finance for WASH in health care facilities and ensure its proper 

channelling and utilization; Clarifying the roles and responsibilities of relevant stakeholders; Strengthening 

coordination with City Corporation/Municipality for medical and solid waste management and faecal sludge 

management, private sector partners engagement; gender separated and patient-staff separated toilet, 

ensuring MHM in the female toilets; Develop Operation and Maintenance manual/guideline on WASH both 

for public and private facilities; Develop monitoring indicators and systems; Arrange training for health 

authority and hospital management and providers; More initiatives for awareness raising of the common 

people should be undertaken in proper use of the toilet facilities at the HCFs. The summary of national 

workshop is presented in section 6.
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1. BACKGROUND AND OBJECTIVE OF THE POLICY 

REVIEW, BASELINE CENSUS, CITY SPECIFIC AND 
NATIONAL WORKSHOP 

 
 

SNV - Netherlands Development Organisation in 

Bangladesh is implementing an Urban Sanitation 

Programme over the past 6 years under their 

Urban Sanitation and Hygiene for Health and 

Development (USHHD) approach. This is 

composed by two main projects: City Wide 

Inclusive Sanitation Engagement (CWISE) 

project, funded by Bill and Melinda Gates 

Foundation; and WASH SDG Programme, a 

multi-country initiative funded by the Dutch 

Government by DGSI. Through a multi-

stakeholder’s coordination mechanism under the 

leadership of local government authorities (i.e. 

City Corporations and Municipalities), this 

citywide inclusive sanitation framework focuses to 

reach the different market segment within the six 

urban centres of project area: Kushtia, Jhenaidah, 

Khulna, Jashore, Benapole and Gazipur. The 

programme built on three core strategic 

objectives: i) increasing demand for improved 

WASH facilities and practices; ii) improving the 

quality of service provision; and, iii) improving 

governance of the sector.  

 

SNV understands that safe urban sanitation and 

hygiene services is a pre-condition for health and 

economic development in cities. A failure to invest 

in urban sanitation will become a barrier for any 

development in many countries in Asia and Africa 

where massive urban growth is happening. With 

the SDGs, governments have committed to work 

towards universal access of safely managed 

sanitation services for all and addressing the 

safety of the entire sanitation value chain from 

access to safe disposal or re-use. However, 

SNV’s recognizes that the majority of cities and 

towns are unprepared for this task as there is a 

lack of clarity about responsibilities, a lack of 

knowledge about urban sanitation and above all a 

lack of investment. This is why SNV’s programme 

supports local governments to achieve 

sustainable and inclusive citywide service in their 

area with an aim of improved health and quality of 

life of men and women through access to 

sustainable and environmentally safe sanitation 

and improved hygiene practices. The programme 

aims to build capacity for environmentally safe 

sanitation and hygiene practices and sustainable 

town-wide sanitation service delivery, working 

with the responsible local governments and a 

broad range of other stakeholders at national, 

district and sub-district levels. The inputs are 

technical (organisational and institutional) 

advisory services, evidence based advocacy and 

knowledge management.  

 

As a part of project intervention, SNV is working 

with different market segments in their working 

areas, like education institutes, low-income 

communities, planned residential areas, some 

government institutes and most importantly with 

the health care facilities in the project locations. It 

is well recognised that health care facilities and 

their authorities are the adequate platform to 

transfer sanitation and hygiene knowledge and 

awareness to citizenship, as reliable institutions in 

terms of public health. Within the programme’s 

cities, there is plenty of health care facilities and 

each one is a faecal sludge management (FSM) 

potential consumer and high concentration point 

of human faecal sludge production; and, at the 

same time, a reliable institution in terms of public 

health to demonstrate adequate practices on 

hygiene. In December 2017, SNV conducted a 

meeting with some health care facilities’ 

representative in Khulna and found that health 

care facilities are very much focus on health 

service itself but with current very poor practices 

in terms of sanitation facilities or medical waste 

segregation, limited or unimproved toilets, hand 
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washing stations without soap, no MHM facilities, 

no segregation of waste, etc. are common 

features in health care facilities. It also found that 

most of the representatives are not aware on 

FSM services. In addition, sometimes they faced 

difficulties to emptying septic tank due to lengthy 

process of receiving service. Not only does the 

lack of WASH services in health care facilities 

compromise patient safety and dignity, it also has 

the potential to exacerbate the spread of 

antimicrobial-resistant infections and undermines 

efforts to improve child and maternal health.  

 

Considering such context, SNV believes that 

ensuring universal access to WASH services in 

health care facilities is of course a solvable 

problem with a return on investment. The SDGs 

place a new emphasis on universal health 

coverage, including access to WASH services. 

They also reflect a shift in thinking, which 

recognizes the importance of quality care and an 

integrated, people-cantered approach that 

enhances the experience of care.  SNV is 

committed to supporting this effort by working with 

government of Bangladesh and the partners to 

deliver quality WASH services in health care 

facilities by monitoring present scenario, and 

expanding the knowledge base. By engaging 

health sector, SNV contributes to achieve main 

sanitation SDG 6.2 goal, along with other targets 

no. like 3.1, 3.2, 3.8, 6.1, 6.3 and additional 

targets 5.1 (End all forms of discrimination against 

all women and girls everywhere) and 5.2 (Ensure 

women’s full and effective participation and equal 

opportunities for leadership at all levels of 

decision making in political, economic and public 

life). In addition, WASH in health care facilities 

includes additional aspects to take into account to 

ensure the achievement of SDG indicators like: 

hand hygiene at points of case, health care waste 

management and Environmental cleaning (JMP). 

SNV assumes that infectious prevention and 

control (IPC) aspect is another key area of 

attention for Health care facilities that cannot be 

achieved without proper WASH practice and 

service. Through the SDG WASH Urban sub-

programme, SNV seeks the support of all 

partners in this vital task.  

 

According to programme objectives, SNV taken 

four inter related activities: (i) to review and 

analyse all existing policies and legal documents 

at national level to develop a solid study on policy 

and legal aspects for WASH in HCF, including a 

stakeholders’ mapping of the Health Sector 

working in WASH; (ii) to conduct the baseline 

census on the WASH in all health care facilities in 

six urban centres of its project location to portray 

the actual situation of WASH condition of the 

surveyed health care facilities; (iii) to arrange city 

specific workshops to advocate city authorities 

and related stakeholders on current practices and 

public health/environmental risks of non-proper 

WASH facilities and operation in health care 

facilities in their respective city; iv) to arrange a 

national level workshop with policy level 

authorities and other stakeholders in order to 

advocate about the importance of mainstreaming 

proper WASH facilities and practices within health 

care facilities, by providing evidence through 

baselines and revised documentation.  

 

SNV expects that the outcome of all objectives 

will help SNV to advocate the city level and 

national level authorities and stakeholders in 

developing WASH action plan for their health care 

facilities with greater understanding and 

appropriate responses. This report summarises 

all the whole activities and presents the outcomes 

at a glance.
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2. METHODOLOGY  
 
 

This section summarises the adopted methodology in order to fulfil four objective of the assignment.  

 

POLICY REVIEW AND STAKEHOLDER 
MAPPING  

Content analysis was done to review the policies 

and legal aspects on WASH in health care 

facilities based information collected through 

available documents and policy papers relevant to 

global and national WASH sector and in particular 

WASH in health care facilities. Interpretive 

techniques (coding and recursive abstraction) 

was employed while conducting the secondary 

data analyses. Validity was addressed as a 

central challenge in order to ensure credibility of 

the review - reference check, conformability and 

balance was observed as ways of establishing 

validity. Thick description along with SWOT 

analysis was used for presenting current policies 

perspectives. Based on the reviewed documents, 

policy gaps were then identified and discussed. 

Through review policy documents along with a 

round table discussion with key stakeholders (18 

November, 2019 at Nascent Gardenia Hotel at 

Baridhara, Dhaka; see list of participants in 

ANNEX I) were done to mapping the stakeholders 

in WASH in urban health care facilities in 

Bangladesh. TWO matrix was then prepared to 

present the findings. At first, a stakeholder matrix 

was developed based on comparing information 

about the stakeholders' relative importance, 

knowledge, interests, positions regarding the 

policy in question and their role in three main 

areas: establishment, service and maintenance. 

Then a power influence matrix (priority matrix) 

was prepared considering stakeholders’ relative 

power and interest and categorised into four 

groups: those with A) High interest but Little 

power, B) High interest and High power, C) Low 

interest but High power, and D) low interest and 

little power. Noteworthy to mention here that 

focused was given on stakeholder’s role in 

implementation, allies, monitoring and 

coordination. The finding was presented in tabular 

form with description. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 
Photo 1: Round Table Discussion with Experts on WASH policy and  

Stakeholders in Health care facilities 
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BASELINE CENSUS 
The baseline study adopted questionnaire survey 

with some observations on different infrastructural 

conditions. The questionnaire was developed 

based on the SNV designed and guided 

questions. Following the SNV’s Urban Sanitation 

& Hygiene for Health and Development 

Performance monitoring framework, data on 11 

WASH impact indicators for health care facilities 

were collected. The indicators were: (1) Impact 

Indicator 1: Access to Sanitary Facility; (2) Impact 

Indicator 2: Hygiene, use, and maintenance; (3) 

Impact Indicator 3A: Handwashing with soap after 

defecation; (4) Impact Indicator 3B: Handwashing 

with soap at point of care; (5) Impact Indicator 4: 

Menstrual hygiene management (MHM); (6) 

Impact Indicator 5A: Premise-level solid waste 

management; (7) Impact Indicator 5B: 

Management of health care waste; (8) Impact 6: 

Timely and safe removal; (9) Impact Indicator 7: 

Safe Conveyance; (10) Impact Indicator 8: Safe 

Treatment, Disposal, and Re-use; and (11) 

Additional Impact Indicator: Water Supply in 

Health Facilities. A total 300 health care facilities 

in six urban centres surveyed comprising both 

public and private hospital, health care centre, 

clinic, dispensary, diagnostic centres, maternal 

clinic and other specialized like non-profit faith 

based health care facilities.

 

 

Table 1: Sample size and their distribution under the baseline census.   
 

Type of 
Health Care 

Facility 

Name of surveyed cities 

Total Kushtia 
Municipality 

Jhenaidah 
Municipality 

Khulna City 
Corporation 

Jashore 
Municipality 

(with Benapole) 

Gazipur City  
Corporation 
(with Tongi) 

Public 3 1 5 1 3 13 

Private 47 29 125 39 47 287 

Total 50 30 130 40 50 300 
 

 

For collecting data online digital data collection 

tool ‘AKVO Flow’ was used. All collected data 

then exported to SPSS for calculating the level of 

WASH situation of the surveyed health care 

facilities under 11 WASH impact indicators. 

Descriptive statistics in form of simple tabular 

format with frequency and percentage used to 

present the data.  

 

KEYNOTE DEVELOPMENT FOR CITY 
SPECIFIC AND NATIONAL 
WORKSHOPS 
 
Five keynote were developed for five city specific 

workshops (Jashore and Benapole merged in one 

workshop).The keynote comprised the baseline 

findings on each impact indicators measured 

through different level of situation. The keynote 

also put forwarded a number of interrelated 

recommendations with an aim to convey the 

authorities what should be done immediately in 

priority basis to improve the overall WASH 

condition in health care facilities in their 

respective city and also for the countrywide. The 

national keynote comprised the baseline findings 

of all cities including SWOT analysis of policy and 

programmes for WASH in health care facilities, 

stakeholders’ mapping, and an infographic 

presentation of aggregated baseline data of all 

cities WASH situation. The keynote also put 

forwarded a number of interrelated 

recommendations with an aim to convey the 

authorities what should be done immediately in 

priority basis to improve the overall WASH 

condition in health care facilities, not only for the 

surveyed areas, but also for the countrywide.    

3. SUMMARY OF THE REVIEW OF WASH POLICY AND 

STAKEHOLDERS OF HEALTH CARE SECTOR IN BANGLADESH 
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As stated earlier in section 1, that the first 

objective of the study was to review and analyse 

all existing policies and legal documents at 

national level to develop a solid study on Policy 

and Legal aspects for WASH in health care 

facilities including a stakeholders’ mapping of the 

Health Sector working in WASH, a report has 

already been prepared on it. This section only 

summarises the outcomes of the study. Following 

the main report, this begins with a brief on global 

perspectives of WASH in health care facilities 

followed by the Bangladesh perspectives of 

WASH in health care facilities. Then it portrays 

the reviewed national policy documents with key 

features, SWOT on WASH policy and finally the 

policy gaps.  

 

WASH IN HEALTH CARE FACILITIES  
 

Basic water supply, sanitation and hygiene 

(WASH) services in health care facilities are 

fundamental to providing quality care and for 

ensuring that primary health commitments.  

 

The provision of WASH in health care facilities 

serves to prevent infections and spread of 

disease, protect staff and patients, and uphold the 

dignity of vulnerable populations including 

pregnant women and the disabled. Inadequate 

access to WASH facilities can significantly impact 

health, and result in adverse consequences from 

exposure to pathogens. Some of the notable 

importance of WASH in health care facilities are: 

make childbirth and primary care safer; reduce 

maternal death; improve health outcomes at the 

community level; WASH services could have a 

large impact on ending cholera; stop the spread 

of antimicrobial-resistant infections and exposure 

to pathogens. Ultimately, adequate WASH in 

health care facilities keep communities safe from 

harm. By giving priority Sustainable Development 

Goal (SDG) 3 (ensure healthy lives and promote 

well-being) and SDG 6 (ensure availability and 

sustainable management of water and sanitation 

for all) reinforce the need to ensure safe 

management of water and sanitation, reduction in 

maternal mortality, ending preventable new born 

deaths, and providing quality universal health 

coverage.  

 

A proposed target of universal basic coverage of 

WASH in health care facilities by 2030 therefore 

has been recommended for inclusion in post-2015 

UN Sustainable Development Goals. For basic 

services by 2022, 60% of all health care facilities 

globally and in each SDG region have at least 

basic WASH services; by 2025, 80% have basic 
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WASH services; and by 2030, 100% have basic 

WASH services1. 

 

 

 

WASH IN HEALTH CARE FACILITIES: A BRIEF ON GLOBAL PERSPECTIVES 

Despite having number of benefits of WASH in 

health care facilities, globally the provision of 

WASH services in health care facilities is low, and 

the current levels of service are far less than the 

required 100% coverage2. The findings from JMP3 

shows very unsatisfying scenario of global WASH 

in health care facilities. In 2016, 74% of health 

care facilities globally had basic water services, 

21% had no sanitation service and 16% had no 

hygiene service. One in four health care facilities 

lack basic water services, and one in five have no 

sanitation service – impacting 2.0 and 1.5 billion 

people, respectively. Many more people are 

thought to be served by health care facilities that 

lack hand hygiene and health care waste 

facilities.4 The burden of maternal sepsis is twice 

as great in low- and middle-income countries as it 

is in high income countries, and nearly twice as 

many health care facilities in low- and middle-

income countries have no water service.5 

Compared to hospitals, non-hospitals are twice as 

likely to have no water or sanitation services. 

Moreover, WASH services vary considerably 

between regions. For example, more than 1 in 4 

health care facilities in sub-Saharan Africa have 

no water service. In most of Asia, 1 in 10 facilities 

have no water service, and in Latin America and 

the Caribbean, 1 in 20 health care facilities have 

no water service. Sanitation services lag further 

behind. In Central and Southern Asia, 2 in 5 

health care facilities have no sanitation services, 

and in Oceania and sub- Saharan Africa, 1 in 3 

facilities have no sanitation services6. 

 

Table 2: Provision of water, sanitation and hygiene services in health care facilities*7 

 

1   WHO and UNICEF (2019) WASH in health care facilities 
global baseline report 2019. Geneva. 
2 WHO and UNICEF (2015) Water, sanitation and hygiene in 
health care facilities Status in low- and middle-income 
countries and way forward. 

 
3 WHO and UNICEF (through the JMP) are custodian 
agencies for the SDG targets on drinking water, sanitation and 

hygiene. The WHO/UNICEF Joint Monitoring Programme for 
Water Supply, Sanitation and Hygiene (JMP) has reported 
country, regional and global estimates of progress on drinking 

water, sanitation and hygiene (WASH) since 1990. The JMP 
maintains an extensive global database and has become the 
leading source of comparable estimates of progress at 

national, regional and global levels. The 2015 update marked 
the end of the Millennium Development Goal period and the 
2017 update established baseline estimates for monitoring the 

new Sustainable Development Goal (SDG) targets. 

 
4 WHO and UNICEF (2019) WASH in health care facilities. 

Global baseline report 2019. Geneva. 
  
5 Say, L, et al. Global causes of maternal death: a WHO 

systematic analysis. Lancet Global Health [Internet]. 2014 
2(6):323–33. Available from: 
https://www.thelancet.com/journals/langlo/article/PIIS2214-

09X(14)70227-X/fulltext 
 
6 WHO and UNICEF (2019) WASH in health care facilities 

global baseline report 2019. Geneva 
 
7 WHO and UNICEF (2015) Water, sanitation and hygiene in 

health care facilities Status in low- and middle-income 
countries and way forward. 
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AFRO = Benin, Burkina Faso, Chad, Cote D’Ivoire, Ethiopia, Gambia, Ghana, Kenya, Liberia, Madagascar, Malawi, Mali, Namibia, Nigeria, 
Rwanda, Senegal, Sierra Leone, South Sudan, Sudan, Tanzania, Uganda, Zambia, Zimbabwe. 
AMRO = Antigua and Barbuda, Barbados, Bolivia, Dominica, Ecuador, Grenada, Guyana, Haiti, Mexico, Nicaragua, Paraguay, St. Kitts and Nevis, 

St. Lucia, St. Vincent and Grenadines, Suriname, Trinidad and Tobago, EMRO = Afghanistan, Egypt, Morocco; EURO = Azerbaijan, Kyrgyzstan, Tajikistan 
SEARO = Bangladesh, Bhutan, India, Nepal, Sri Lanka, Timor-Leste; WPRO = Cambodia, Mongolia, Solomon Islands 

 

 

In summary, the JMP report highlights the 

significant dearth in national, regional and global 

statistics on the status of WASH in HCFs. This 

suggests a need for accelerated monitoring 

efforts at all levels: at health care facilities, sub-

nationally and nationally as a means of 

strengthening global efforts towards SDG targets.  

 

RECENT GLOBAL POLICY OPTION AND 
ACTION TO WASH IN HCFs 
 

In recent times, several developments have 

helped strategically position WASH in HCFs as a 

priority on the global developmental agenda. After 

a global call in 2018 by United Nations Secretary 

General António Guterres to action for WASH in 

all health facilities, in April 2019 the 

WHO/UNICEF Joint Monitoring Programme for 

Water Supply, Sanitation and Hygiene published 

two reports: i) WASH in Health care Facilities: 

Global Baseline Report 2019- This reports is the 

first ever harmonized estimates for water, 

sanitation, hand hygiene, health care waste 

management and environmental cleaning 

services in health care facilities across the world. 

The report findings helped raised further 

awareness on the magnitude of the problem on 

the global scale. Ii) WASH in Health care 

Facilities- Practical steps to achieve universal 

access for quality care 2019: This document gives 

an elaborate description of the eight practical 

steps to improve WASH in HCFs (FIGURE 2) in a 

range of health care settings, from primary to 

tertiary facilities, in LMIC settings. The eight steps 

are presented in a linear fashion, however, the 

actions can occur in various orders and/or 

simultaneously. Some actions are undertaken at 

the national level and some at the subnational or 

facility level. Some may apply to all levels. 
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. 

  

 

However, in 2015 WHO and UNICEF’s joint 

report8 for the first time, a global assessment of 

the extent to which health care facilities provide 

essential water, sanitation and hygiene (WASH) 

services. Drawing on data representing 66,101 

facilities in 54 low- and middle-income countries, 

the report concludes that 38% of facilities lack 

access even to rudimentary levels of WASH. 

When a higher level of service is factored in, the 

situation deteriorates significantly. Large 

disparities exist within countries and among types 

of facilities9.  

 

Meanwhile, at the 72nd World Health Assembly in 

May 2019, Ministers of Health from Member 

States unanimously approved a resolution on 

 

8 WHO and UNICEF (2015). Water, sanitation and hygiene in 

health care facilities: status in low and middle income 
countries and way forward. 
https://sustainabledevelopment.un.org/content/documents/175

2WASH%20in%20%20Health%20Care%20Facilities.pdf 

WASH in health care facilities, committing to 

advance programming through: a) the 

development of national roadmaps; b) the setting 

and monitoring of national targets; c) increased 

investments in infrastructure and human 

resources; and d) targeted systems strengthening 

to improve and sustain WASH services in health 

care facilities. In response to these explaining 

developments, WHO and UNICEF are co-leading 

global efforts on monitoring, standard setting, 

advocacy and learning. Under the SDG 

framework, JMP redefined ‘improved’ services 

from the MDGs terminology, according to specific 

service levels, or benchmarks of no, limited, 

basic, and advanced service levels. The purpose 

of the new service ladders (FIGURE 3) is to 

 

9 WHO (2015) Strategies Toward Ending Preventable 
Maternal Mortality. Available from: 
http://apps.who.int/iris/bitstream/handle/10665/153540/WHO_

RHR_15.03_eng.pdf?sequence 

Figure 2: Eight practical steps to improve WASH in HCFs. 
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enable countries to track progress towards the 

SDG targets and to facilitate the benchmarking 

and comparison of progress across countries 

globally and regionally. The JMP introduced 

service ladders for the five core indicators for 

WASH in health care facilities: water, sanitation, 

hygiene, health care waste management and 

environmental cleaning in health care facilities, 

along with core questions to facilitate data 

collection and streamline monitoring during health 

facility surveys. 

 

  
Figure 3: New JMP Service Ladders for Global Monitoring of WASH in Health care Facilities 
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Under the SDGs, the global targets are to ensure 

that at least 50% of all health care facilities 

globally and in each SDG region have basic 

WASH services by 2022, 80% by 2025, and 

100% by 2030. In countries where WASH 

services exist, the target is advanced levels of 

service, with the aim of 100% by 2030. As a 

children-focused organization, UNICEF is 

committed to helping every child gain access to 

drinking water, sanitation and hygiene, including 

in schools and health centres, and in 

emergency/humanitarian situations where 

children are most vulnerable. In the words of 

UNICEF Executive Director Henrietta Fore: 

“Every birth should be supported by a safe pair of 

hands, washed with soap and water, using sterile 

equipment, in a clean environment.”  

 

Standards for WASH in HCFs are now included in 

many global guidelines and tools. Some notable 

policy, assessment and action-oriented 

documents are: Global action plan on 

antimicrobial resistance 2016; National infection 

prevention and control assessment tool (IPCAT2) 

2017; Ending cholera: A global roadmap to 2030 -

2017; Water and sanitation for health facility 

improvement tool (WASH FIT) 2018; WHO 

infection prevention and control assessment 

framework (IPCAF) 2018; Handbook for national 

quality policy and strategy 2018; and some 

notable guidelines and standards are: Essential 

environmental health standards in health care 

2008; Safe management of wastes from health-

care activities 2014; Standards for improving 

quality of maternal and newborn care in health 

facilities 2016; Global guidelines on the 

prevention of surgical site infection 2016; 

Guidelines on the core components of infection 

prevention and control programmes at the 

national and acute health care facility level 

(2017); Standards for improving the quality of 

care for children and young adolescents in health 

facilities 2018. Along with WHO and UNICEF are 

continuously working to formulate, promote and 

support viable approaches for ensuring adequate 

WASH in HCFs, with a focus on facilities 

providing maternal and newborn health services, 

the safety and dignity of childbirth, with provisions 

made to sponsor targeted research to improve the 

knowledge base in the area for enhanced 

programme design and more effective advocacy. 

The emerging operational framework on primary 

health care includes WASH in HCFs, both under 

quality care and innovation and technology. With 

the aim of serving more people through primary 

health care facilities and given the great 

inadequacies of WASH services in such settings, 

establishing monitoring and support mechanisms 

for WASH will be essential to achieve incremental 

progress. 

 

WASH IN HEALTH CARE FACILITIES IN BANGLADESH: A SITUATION BRIEF 

With the global call, the Government of 

Bangladesh attaches great importance to the 

critical contribution of water supply, sanitation, 

hygiene (WASH) in health care facilities towards 

achieving universal health and WASH coverage 

for all citizens including the most vulnerable 

sections of the population, children and women of 

the country. Some of the achievement happened 

as the government of Bangladesh already 

recognised that inadequate WASH infrastructure 

provision and poor utilization of WASH services in 

 

10 MOHFW (2019) National Strategy for WASH in Health care 

Facilities 2019-2023 A Framework for Action. Ministry of 
health and family welfare, GoB. 
 

health care facilities directly contribute to neonatal 

and maternal mortality. For example, the maternal 

mortality rate (MMR) has drastically declined as in 

2001 it was The recent statistics indicated that 

while the Maternal Mortality Rate (MMR) in 

Bangladesh declined between 2001 and 2010, it 

remained the same from 2010 to 2016. The target 

under SDGs by 2030 for maternal mortality is 70 

per 100,000 live births. A possible reason for the 

stagnation in MMR is the generally poor QoC for 

mothers and newborns10. On the other hand, the 
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statistics indicated that in 2018, neonatal mortality 

rate for Bangladesh was 17.1 deaths per 1,000 

live births whereas, it was 94.1 deaths per 1,000 

live births in 1969. Bangladesh is ranked 157 out 

of 163 countries in the global ranking for neonatal 

deaths.11 However, around 18% of neonatal 

deaths are due to severe infection, which also 

stems from lack of proper hygiene. The 2014 

National Newborn Health Situation Analysis 

Report stated, “Facility preparedness is a big 

challenge to improving newborn health, and will 

require special attention and support12.” Thus, 

ensuring WASH both at household and facility 

level is a pre-requisite in order to prevent 

newborn morbidity and mortality.  

 

BANGLADESH’S HEALTH CARE 
FACILITIES CONTEXT  
 

In March 2017, the Government divided the 

MoHFW into two divisions: (1) Health Services 

Division (HSD), and (2) Medical Education and 

Family Welfare (MEFW). The HSD is responsible 

for such activities as policy, management and 

development of primary level hospitals, matters 

related to the construction and maintenance of 

CCs and hospitals at the union, upazila, district, 

and division levels, and sanitation in hospitals, 

clinics, diagnostic centres, CCs and dispensaries. 

The MEFW is responsible for such areas as 

policy regarding medical education, medical 

training, and activities related to maternal and 

child health and family planning centres.  
 

There are six tiers of health care infrastructure 

under the Ministry of Health and Family Welfare’s 

Directorate General of Health Services: national, 

divisional, district, upazila (sub-district), union, 

and ward. Division-level hospitals (with 500 or 

more beds) are governed by a Director, while 

Superintendents oversee district hospitals (with 

100-250 beds). Each hospital has a Director, 

Matron, Superintendent, and Staff Nurse in 

charge of the various hospital staff. Ward 

Boys/Ayas are in charge of cleaning activities. At 

the upazila level, a Health and Family Planning 

Officer oversees the HCFs. The total health care 

facilities in the country according to different 

categories and related statistics is given in 

TABLE 3. 

 
 

Table 3: Number of health care facilities in Bangladesh13. 
 

 

Health Service Delivery Sites DGHS 
               
Number 

Total number of government (public) hospitals  607  

Secondary and tertiary level government hospitals under the DGHS  130  

Number of upazila and union level government hospitals under the DGHS  477  

Number of private registered hospitals and clinics under the DGHS  5,023  

Number of union sub-centres 1,145  

Number of CCs 13,500  
DGFP Facilities 

4,673  

National Level Specialization Hospitals   

                           Maternal and Child Health Training Institute (MCHTI) 1  

                           Mohammadpur Fertility Services & Training Center (MFS TC)  1  

District Level (Mother & Child Welfare Center (MCWC)  60  

Upazila Level      Maternal Child Health care/Family Planning (MCH-FP) Clinic  427  

MCWC  12  

Union Level         Union Health & Family Welfare Centre  
                            MCWC (OLD)  
                            MCWC (NEW)  

3,131  
12  
89  

 

11 Ministry of Health and Family Welfare, Bangladesh, 

Partnership for Maternal, Newborn & Child Health, WHO, 
World Bank and Alliance for Health Policy and Systems 
Research (2015). Success Factors for Women’s and 

Children’s Health: Bangladesh, p.38. 

12  Bangladesh National Newborn Health Situation Analysis 

2014, Government of the People 
  

13 DGHS (2017). Bangladesh Health Bulletin 2017. Dhaka: 

GOB/MHFW/MIS 
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Health Service Delivery Sites DGHS 
               
Number 

Hospital Beds 

Number of hospital beds under the DGHS  49,414  

Number of hospital beds in the private-sector (in private hospitals registered by the DGHS)  87,610  

Total number of beds in the DGHS-run hospitals and registered private hospitals  137,024  

Population per hospital bed  1,169  

 

 

CURRENT STATE OF WASH IN HCFS IN 
BANGLADESH  
 

At present, there is no national data on coverage 

of WASH in health care facilities. According to 

WHO and UNICEF global survey report it found 

that the water coverage of HCFs in Bangladesh 

was only 0.9%, sanitation coverage was only 

0.53% and hygiene coverage was only 0.79%.14  

Moreover, it is noteworthy to mention here that 

data on responsiveness to the “software issue” of 

WASH in health care facilities such as practices 

and precautions of health care provider and 

worker knowledge, attitudes, beliefs, IPC 

behaviours/practices in health facilities and within 

communities of health care facility’s catchment 

areas are not available . Majority of the country-

based studies on WASH in health care facilities 

mainly focused the “hardware” issues like water 

supply and sanitation facilities of the 

infrastructure-related issues. The following 

section reviewed the current state of WASH in 

HCFs in Bangladesh on some of the focal areas:  

 

WASH INFRASTRUCTURE  

 

The scenario of WASH infrastructure in health 

care facilities of Bangladesh, which can be found 

from different literature are very sporadic in nature 

and not aggregated for nationwide. Different 

bodies conducted some limited focused survey 

taking sample from different health care facilities 

from different areas.  In 2017, CBHC did a Rapid 

Assessment on WASH in Community Clinics 

 

14 The survey was conducted in 2013, carried out icddr, b where 875 representative population of HCF were participated. It was national 

coverage survey. See, WHO and UNICEF (2015). Water, sanitation and hygiene in health care facilities: status in low and middle income 
countries and way forward. 
https://sustainabledevelopment.un.org/content/documents/1752WASH%20in%20%20Health%20Care%20Facilities.pdf  
 

15 WaterAid (February 2018). Nationwide Assessment of Community Clinics on WASH Services. Dhaka: WaterAid 

(CCs). The report showed that in 7,983 of the 

13,136 CCs, the water supply system was non-

functional. Some 81 CCs had problems related to 

sanitation (no latrines, either inside or outside the 

community clinic building), and 3,205 CCs had 

primitive hand washing devices. Other relevant 

findings from the studies included: at least 6,700 

CCs did not have functional hand pumps, and 

only 588 CCs had functional piped water through 

taps. About 10,000 CCs (89%) had hand washing 

arrangements. Arsenic tests were conducted in 

only 1,800 CCs.15  

 

With a technical support of UNICEF, the Policy 

Support Branch (PSB) of MoLGR&C conducted a 

bottleneck analysis in April 2018 to understand 

how health care facility structures and processes 

determine how effectively human, material and 

financial inputs translate into sustainable access 

to drinking-water supply and sanitation for 

patients. The outcomes of this analysis 

highlighted the need for a WASH in health care 

facility policy, standards and financial provisions 

to ensure the sustainability for WASH/IPC 

services in HCFs, as well as the need for a 

coordination mechanism at all levels of the health 

care system in order to efficiently and effectively 

operationalize WASH in HCF improvements and 

ongoing initiatives. Bottleneck analysis 

participants also prioritized the need to build 

capacity in IPC among health care facility staff, to 
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identify WASH in HCF indicators and to include 

those indicators into the existing DHIS2 system16.  

 

MEDICAL WASTE MANAGEMENT  
 

Management of health care waste, commonly 

known as medical waste in HCFs is a growing 

concern in Bangladesh with the ever-increasing 

number of hospitals, clinics and diagnostic 

laboratories and number of beds in facilities at all 

levels as per the public demand, which has 

further increased by the introduction disposable 

medical practices. However, several efforts yet to 

be diverted to attain it.  

 

The information/data available from various HCFs 

on management of health care waste is not 

adequate and proper in the country, which is like 

many other developing countries. Medical waste 

(MW) generation in Bangladesh, in 2008 was 0.8-

1.67 kg/bed/day or 1.16 kg/bed/day of which 0.17 

kg/bed/day is hazardous. The outcomes of 

National Workshop on WASH in Health care 

Facilities in Bangladesh: Call for Joint Action held 

in December, 2017 presented the statistics that at 

least 59% of urban hospitals have no specific 

disposal method for clinical waste. At present, 

although there are some health care facilities who 

follow the codes of medical waste management 

(MWM), some follow partly and many are yet to 

adopt/follow any code related to MWM. The 

lapses are found in all the stages, collection, 

segregation, storing, treatment and final disposal 

of MWM17. Almost 85% of sharp injuries were 

caused between their usage and subsequent 

disposal, and 20% of those who handled sharps 

had had a stick injury18. In most health care 

facilities, waste handling is left to the poorly 

educated and lowest category of workers (both 

temporary and permanent staff) that have limited 

or no training and minimum guidance and 

supervision. As a result, hazardous waste is often 

 

16 UNICEF (Draft, May 8, 2018). WASH BAT Country 
Implementation Bangladesh: Sub-Sector Results. Sylhet, 

Bangladesh: April 22-24, 2018. 
17 MOHFW (2019) National Strategy for WASH in Health care 
Facilities 2019-2023 A Framework for Action. Ministry of 

health and family welfare, GoB. 
 

18 Sayed EH, Mutahara M, Rahman M (2012). Medical waste 
management (MWM) in Dhaka, Bangladesh. Home Health 

care Management and Practice, 24(3).  

mixed with non-hazardous waste and is often 

deposited untreated within the premises of the 

HCF. Some facilities do separate infectious waste 

from non-infectious waste at the site of production 

(in colour-coded bins), but during disposal outside 

of the facility, the waste is mixed together and 

dumped into crude, unsanitary landfills. A few 

facilities incinerate waste on-site; maintaining a 

functioning incinerator, however, appears to be a 

problem19.  

 

INFECTION PREVENTION AND CONTROL  

 

The Bangladesh Health Facility Survey 201420 

showed that 55% of facilities that offer ANC 

services had hand-washing supplies for infection 

prevention available at the service site on the day 

of the assessment. Overall, about half (71% 

excluding CCs) of facilities have soap and running 

water or else alcohol-based hand disinfectant. 

The district hospitals (DHs), MCWCs, UHCs, 

NGOs, and private hospitals are more likely to 

have soap and running water or alcohol-based 

hand disinfectant than union level facilities and 

CCs. Hand washing agents were available to 

patients in only 4% of government hospitals 

compared to 31% of non-government hospitals. 

About 93% of all hospitals had available hand 

washing agents for doctors, 97% for nurses, and 

87% for ward boys/Ayas. About one in five 

facilities (24% excluding CCs) have guidelines for 

standard precautions for infection control 

available in the general outpatient area. Only 3% 

(7% excluding CCs) of facilities have all nine 

items for infection control.  

 

The Bangladesh Health Facility Survey 2014 also 

presented the statistics that Caregivers of patients 

were able to wash their hands with bar soap in 

5% in government hospitals compared to 26% of 

non-government hospitals. Most daily patient care 

in Bangladesh hospitals is performed by family 

  

19 MOHFW (2019) National Strategy for WASH in Health care 
Facilities 2019-2023 A Framework for Action. Ministry of 

health and family welfare, GoB. 
 

20 NIPORT, ACPR, ICF (2014). Bangladesh health facility 

survey 2014: Final report. Dhaka: Government of the People’s 
Republic of Bangladesh. Available from: 
https://dhsprogram.com/pubs/pdf/SPA23/SPA23.pdf 
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caregivers rather than hospital staff, so not having 

access to soap contributes to the risk of acquiring 

and spreading infections. Moreover, when all 

possible hand washing opportunities before, 

during, and after patient care, only 46% resulted 

in any hand washing and only 2% resulted in 

recommended hand washing practice. 

 
 

 

REVIEW OF EXISTING POLICIES AND LEGAL DOCUMENTS AT NATIONAL 
LEVEL RELATED TO WASH IN HEALTH CARE FACILITIES  

 

There is no current national policy, standards/ 

guidelines, or O&M guidance for WASH in health care 

in Bangladesh.  Thus, the study reviews only selected 

contents of the policy and planning frameworks more 

or less directly relevant to WASH in Bangladesh with 

especial focus on health care facilities.  

 

TYPE OF REVIEWED DOCUMENTS REVIEWED KEY FEATURES 

POLICIES 

National Policy 
for Safe Water 
Supply and 
Sanitation, 1998 

Primary policy for the sanitation (and water) sector in Bangladesh 
 

Lays out steps for facilitating access of all citizens to basic level of services in water 
supply and sanitation as well as influencing behavioural changes in water and 
sanitation use.  
 

It states to ensure supply of quality water through observance of accepted quality 
standards and to take measures in urban areas for removal of solid and liquid waste 
and their use in various purposes.  
 

It emphasised development of water supply and sanitation sector through local 
bodies, public-private sector, NGOs, CBOs and women (Strategy no c). However, the 
policy does not address emerging issues such as FSM.  
 

National Health 
Policy 2011 

The policy has objectives of providing primary and emergency health care for every 
citizen and expansion of quality health care based on equality irrespective of location. 
  
The Health Policy has 19 goals and objectives, 16 policy principles and 39 strategies. 
However, it does not have any particular clause mentioning the importance and 
ensuring WASH in health care facilities. Only the number 8 is bit directly linked with 
WASH in health care facilities, as it has been stated “to devise ways for the people to 
make optimum usage of the opportunities in government hospitals and health service 
system and to ensure quality management and cleanliness of service delivery at the 
hospitals”. 
 

NATIONAL 
DEVELOPMENT 
PLANS 

7th Five-Year 
Plan 2016-2020 

It articulates nation’s commitment towards achieving Universal Health Coverage. The 
Ministry of Health and Family Welfare (MOHFW) considers it as a first, foundational, 
program towards the achievement of the SDGs by 2030.  
 

Its key milestones for Vision 2021 in HNP Sector targeted to “primary health care and 
sanitation will be ensured for all,” but the plan does not define sanitation, nor does it 
specify what ‘ensured’ sanitation for all entails. For scaling up nutrition, it empathises: 
Contribute to increased levels of hand-washing and hygiene; Ensure availability of safe 
drinking water; Improve availability of sanitary facilities in different settings.  
 

The 7th FYP addressed the issues to ensure a more equitable and gender-friendly 
access to health services. In its Issue No. 12: Nationwide Hygiene Promotion, it set a 
priority action to conduct a hygiene survey. In issue 3 it sets three interrelated 
programmes to counteract the harmful effects of pollution due to medical wastes: a) 
GOB will take measures to improve medical waste management in the country by 
delivering specific disposal training and with strict enforcement of separate collection 
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& disposal systems; b) GOB will establish environmentally acceptable treatment 
centres for infectious wastes in each divisional city; c) Strict compliance of Medical 
Waste Rules along with in-house and off-the-house management should be 
established. 
 

 

Sector 
Development 
Plan 2011-25 

Today, the Sector Development Plan (2011-2025) (SDP) is the strategic planning 
document guiding the entire WASH sector in Bangladesh. The Plan also provides a 
road map for the development of the sector and a corresponding sector investment 
plan. The SDP has assessed the existing legal instruments, policies and strategies, and 
recommended specific measures to streamline and address the gaps.   
 
Sanitation, according to the SDP, includes human excreta disposal, drainage and solid 
waste management, and hygiene promotion. Three standards of progress are used for 
assessing sanitation coverage in the SDP: 
 

STANDARDS TARGET DEFINITION 

Bangladesh  
basic standard  

The following sanitation facilities 
would be provided to achieve, at 
least, the government’s target of 
sanitation for all by 2013  

Individual or shared latrines of the following types:  
- Flush and pour-flush toilet/latrines to piped sewered  
- Pit latrines with slab and water seal or lid or flap  
- Pit latrines with slab but no water seal, lid or flap  
- Ventilated improved pit latrines  
- Composting latrines  
 

Bangladesh  
improved standard  

The following sanitation facilities 
should be provided in 
accordance with the standard 
set in the National Sanitation 
Strategy 2005  

Individual or shared hygienic latrines shared by maximum of two households 
of the following types:  
- Flush and pour-toilet/latrines to piped sewer system or septic tank  
- Pit latrines with slab and water seal or lid or flap  
- Ventilated improved pit latrines  
- Composting latrines  
 

JMP standard  These standards were provided 
to achieve, at least, the targets 
of the MDG using the JMP 
sanitation definitions  

Individual latrines of the following types:  
- Flush and pour-flush toilet/latrines to piped sewer system or septic tank  
- Pit latrines with slab and water seal or lid or flap  
- Pit latrines with slab but no water seal, lid or flap  
- Ventilated improved pit latrines  
 

 

  The SDP identifies the legal frameworks driving the WASH sector and identifies a new 
sector development framework. The SDP recommends that all existing plans and 
strategies be streamlined into two specific strategies – one for urban subsector and 
one for the rural subsector. With this recommendation in mind, one National Strategy 
for Water Supply and Sanitation was developed in 2014. The SDP also points to the 
need for specific strategies for hygiene promotion. However, it does not explain WASH 
strategy or any of the budgetary issue concerning in particularly for health care 
facility. 
 

STRATEGIES AND 
PROGRAMMES 

National 
Sanitation 
Strategy, 2005 

National Sanitation Strategy 2005 defined sanitation as Hygienic Latrine: A sanitation 
facility the use of which effectively breaks the cycle of disease transmission. A hygienic 
latrine would mean to include all of the following: (1) Confinement of faeces away 
from environment; (2) Sealing of the passage between the squat hole and the pit to 
effectively block the pathway for flies and other insect vectors thereby breaking the 
cycle of disease transmission, and; (3) Venting out of foul gases generated in the pit 
through a properly positioned vent pipe to keep the latrine odor free and encourage 
continual use of the hygienic latrine.  
 

The strategy stated about sanitation coverage about individual household level but 
not mentioned about health care facility level. 
 

 National 
Hygiene 
Promotion 
Strategy for 
Water Supply 

The objective is to promote sustainable use of improved water supply and sanitation 
infrastructures and to create an enabling environment ensuring comprehensive 
hygiene promotion and practices to reduce water and sanitation related diseases. The 
strategy presents a framework with three components – access to hardware, hygiene 
promotion and the enabling environment. 
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and Sanitation 
Sector in 
Bangladesh 
2012 

Five key ‘behavioural domains’ are targeted that relate to hygiene, but only one is 
specific to sanitation -Disposal of human faeces i.e. sanitation hygiene. While 
explaining the roles of Focal Ministries and Agencies and their Role and 
Responsibilities regarding hygiene and sanitation it states that strengthen and 
stimulate the WATSAN committees by the focal actor of NF-WSS, LGD, and the 
executing agencies/organizations are PSU/ DPHE/NGOs/ other WSS service providing 
agencies.  It defined the role of LGD to integrate regulation of the hygiene promotion 
interventions including financing; provide guidance and support for the departments 
concerned through proper planning and adequate budgetary allocation and provide 
separate budgetary provision for hygiene promotion activity. 
 

 

National 
Strategy for 
Water Supply 
and Sanitation 
2014 

This is an integral part of the Sector Development Plan (SDP) 2011-25 for water and 
sanitation sector in Bangladesh sets seventeen strategies have been formulated under 
three broad themes: WASH intervention; Emerging challenges; and Sector 
Governance.  
 
In Strategy 4: Move ahead on the sanitation ladder is identified reflects the good 
practice actions established by the WHO Guidelines on Sanitation and Health, which 
state “Officially recognize that safe sanitation systems can be delivered through a mix 
of technologies, implemented through approaches tailored to the local context and 
based on sound risk assessment.”  
 
It sets specific strategy for establishing faecal sludge management i.e. under the 
strategy 5, the direction no 1: Give priority to the management of faecal sludge from 
septic tanks and pit latrines such that all sludge are collected, transported, treated and 
disposed safely in an environmental friendly manner; strategy no 2: Develop 
innovative technologies appropriate to local conditions for collection, treatment and 
safe disposal of faecal sludge; strategy no 7: Make arrangements including bylaws for 
regular emptying of septic tanks and pit latrines; strategy no 9: Provide technical and 
business support to private sector in sludge management, recycling, and sale of 
compost or other products.   
 
Importance of gender-sensitive hygiene promotion approaches are also recognized in 
strategy 7, which emphasizes menstrual health and hygiene management. Under its 
strategy no 7, in direction no 2: Prioritize hand washing with soap, and menstrual 
health management; direction no 3: Address specific behavioural domains (e.g. 
personal including menstrual hygiene, food hygiene, environmental hygiene). The 
strategy 8: Mainstream gender also strategically mentioned a direction to strengthen 
menstrual hygiene management. For example, in direction no 4: Consider and 
promote technological options suitable for women of various socio-economic groups 
and their special needs such as menstrual hygiene management.  
 

In its strategy no 6: Manage solid waste judiciously, this national strategy document 
sets some strategic directions of the 3R Strategy.  For example, direction on 1:  
Promote (by City corporations and Paurashavas) segregation of waste at source; and 
direction no 3: Consider special handling and treatment for hazardous waste, like 
medical waste, and emerging waste streams like electronic wastes. 
 

 

Health, 
Population and 
Nutrition Sector 
Development 
Programme 
(HPNSDP) 2017- 
2022 

Built on the existing achievement, the 4th HPNSP aims to strengthen governance and 
stewardship of the public and private health sectors for improved performance at all 
levels of the system, as well as provides sustainable financing for equitable access to 
health care for the population and accelerated progress towards universal health 
coverage. Components of HPNSP are 1. Governance and Stewardship; 2.Health 
systems strengthening; 3.Provision of quality health services. It contains 29 
Operational Plans (OP): 14 operation plans for DGHS; 7 for DGFP; 5 for MOHFW; and 
other agencies (one each for DGDA, DGNM and NIPORT).  
 
Its objective 3 is directly related to WASH in health care facility as it state to provide 
sustainable financing for equitable access to health care for the population and 
accelerated progress towards universal health coverage.  In this programme 
document, under Hospital Services Management section it has mentioned that Line 
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Director is responsible (section 8.2) for OP and Programme Manager (PM) is for 
hospital services management (HSM).  Its strategic objective (SO-7) of the program 
implementation plan (PIP, January 2007-2022) is to improve equitable access to and 
utilization of quality health services in district hospitals, medical college hospital and 
specialized hospitals, and private hospitals. In this document, the Component F also 
highlighted the activity related to health care facility on medical waste management at 
public & private hospital.   
 

 

National 
Strategy for 
WASH in Health 
Care Facilities 
2019-2023- A 
Framework for 
Action 

It is so far the first framework for WASH in HCFs of Bangladesh, has been developed 
based on Health Systems Strengthening (HSS) approach and is also grounded in a 
human-centered/user-centered design approach. The strategic objectives are set up 
closely align with the five change objectives (COs) and four pillars outlined in the 
Global Action Plan on WASH in HCFs. This national strategic and action plan is a critical 
step towards ensuring that all HCFs have adequate water, sanitation and hygiene 
services as a contribution towards optimum quality of maternal, newborn and child 
health services, infection prevention and control, and reduction of anti-microbial 
resistance and a continuum between safe practices at home. This is envisioned that 
this strategy and framework for Action will enable Bangladesh to achieve its ambition 
of quality universal health, water and sanitation coverage by 2030. 
 
The objective is to articulate a pathway that will strengthen all HCFs in Bangladesh to 
deliver standardized and effective infection prevention and control (IPC) services 
moving toward universal health coverage. This document is intended to provide 
government leaders, decision-makers, programme managers, planners, and 
stakeholders with a 5-year roadmap to creating an enabling environment for WASH in 
HCFs (i.e., developing standards/guidelines), and for improving WASH in HCF 
infrastructure, the medical waste management system for HCFs, IPC, QoC, and 
monitoring and evaluation of WASH/IPC infrastructure and services/practices. The 
following strategic objectives (SO) and Actionable objectives thereby are set up 
aligned with nine focal area.   
 

 

FOCAL AREA 
OF STRATEGIC OBJECTIVES  

 

 
 

OBJECTIVE 

Evidence Base 
(Situation Analysis/ 
Baseline, M&E) 
 

Generate an evidence base for WASH in HCFs that can be used to develop effective needs-based facility and 
IPC improvements by 2019, and to establish WASH in HCF monitoring and evaluation indicators and 
mechanisms that can be used as an evidence base for future WASH in HCF programming, by 2019. 
Demonstrate the impact of WASH in HCF by 2023. 
 

Policy & Standards 
Development 
 

Establish a national WASH in HCFs standards/guidelines, O&M framework, by 2019. 

 
WASH Infrastructure 
Improvement 

Initiate structural improvements in all HCFs in Bangladesh to achieve at least basic and inclusive WASH 
services as per the level and service provision of the facility and incorporate newly developed climate 
resilient WASH infrastructure in HCF standards for new facility construction, by 2023. 
 

 

Medical Waste Disposal 
Improvement 
 

Improve the existing Department of Environment and Health Department standardized medical waste 
disposal system and enforcement of the system, so that it is strictly adhered to within HCFs (at all levels), by 
2020129. 
 

 

IPC Capacity Building 
Ensure all health care workers consistently practice recommended standardized IPC in all HCFs (especially 
for maternal and newborn care) by 2023. 
 

Community Mobilization 
 

Increase community awareness and perceived ownership of WASH in HCFs by 2020. 
 

 
Coordination & Financing 
 

Establish a national coordination mechanism to facilitate strategy initiatives and carry over to ensure 
compliance with WASH/IPC standards in HCFs and mobilize and secure adequate resources (human and 
monetary) from public and private sources for the implementation, O&M of WASH in HCFs at all levels, by 
2019 
 

Institutionalization and 
Sustainability 
 

Ensure that activities, including O&M and financing to improve WASH in HCFs are integrated into routine 
HCF management at all levels, and into monitoring and reporting frameworks. 
 

 
Learning & Sharing 

 

Share evidence of the impact of WASH in HCFs on MNH, Quality Improvement (QI), infection rates (including 

AMRI rates) and other related outcomes by 2023. 
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  For achieving the above mentioned strategic objectives, a framework for action with 
the actionable objectives aligned with the WHO/UNICEF (2016) Joint Monitoring 
Programme (JMP)’s core indicators for WASH in HCF, has been developed to complete 
all the objective at different stages within the time frame of 2019 to 2023. 
 

 

  This national strategy for WASH in HCFs expects both Immediate & Intermediate 
Outcomes and long term outcomes as stated in the documents as follows:  
 

Immediate & Intermediate Outcomes:   
• WASH in HCFs national standards/guidelines to guide WASH improvements in HCFs 
• Reduced rates of HCAIs, including AMRIs, and outbreaks (e.g., cholera, dysentery, 
diarrhoea) 
• Increased client confidence in, demand for, and use of, HCFs for maternal and child 
care (including safe delivery, early childhood disease care seeking and vaccinations) 
• Improved occupational health and safety 
• Improved QoC 
• Improved monitoring and evaluation of WASH in HCF 
• Improved availability of research/evidence about the effects and effectiveness of 
WASH in HCFs 
 

Long-Term Outcomes:  
• Reduced maternal mortality and morbidity from HCAIs, including cholera, dysentery, 
and diarrhoea 
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• Reduced newborn mortality and morbidity from HCAIs, including cholera, dysentery, 
and diarrhoea 
• Reduced inequity in health care delivery 
• A robust evidence base for WASH in HCFs 
• Improved health care coverage 
• Healthier, more productive families and communities 
 

LAWS AND ACTS 

Bangladesh 
Environment 
Conservation 
Act 1995 

This Act does not directly address sanitation or faecal sludge. It frames water pollution 
in a manner that relates to sanitation with a definition that considers faecal 
contamination as a pollutant harmful to public health.  
 
With the 2010 amendment, the act mandates the proper management of waste, 
which includes sludge in accordance to the definition of waste in the law. The act gives 
the national Government the power to formulate guidelines for environmental 
pollution and determine water standards. The Director General of the Department of 
Environment, under the Ministry of Environment, Forest and Climate Change, is given 
the power to appoint authorized persons to collect samples and has the power to 
inflict penalties on any violations. 
 

 

Local 
Governments 
Acts 2009 : 
Paurashava Act, 
2009  and City 
Corporation Act, 
2009   

The primary laws relating to sanitation in Bangladesh are the Local Government Acts 
2009. This package of acts assign the responsibility of sanitation (and water) to local 
government in Bangladesh including union parishads, paurashavas, and city 
corporations and coordination to a standing committee at the level of the LGIs.  
 
The acts do not define sanitation, which leaves it broadly open to interpretation (See 
4.5. Plans and strategies). According to the acts, the local government “shall” provide 
and maintain public latrines and bears the responsibility for managing waste from said 
latrine. The acts also give the local government the power to punish anybody or 
bodies for “Failure to provide, close, remove, alter, repair, clean, disinfect or put in 
proper order any latrine, urinal, drain, cess-pool or other receptacle for filth, 
sewerage, water or refuse when so required by the municipality”.    
 
Clause 8 of the Schedule 3 describes in detail the responsibilities and functions of City 
Corporation in relation to supply of safe drinking water and also develop the city 
drainage system including construction, operation and maintenance of drains.  
 
While the term “faecal sludge” is not specifically mentioned in the City Corporation 
Act 2009, it is clear that the primary responsibility of management of “faecal sludge” 
[referred to in the Act as “refuse” accumulated in “public toilets, urinals, drains and all 
buildings and land”] lies with the City Corporation. 
 
For urban water and sanitation, two specific acts proposed in under local government 
acts 2009: these are Paurashava Act 2009 and City Corporation Act 2009. 
 
PAURASHAVA ACT, 2009  AND CITY CORPORATION ACT, 2009 
 
The Paurashava Act, 2009 & City Corporation Act, 2009 provides responsibility of 
public health and control of infectious diseases on the Paurashavas and City 
corporations respectively. The acts enable authorities to ensure all activities including 
development, O&M and control of the water supply and sanitary facilities including 
public toilets, solid waste disposal related pollution control and maintaining hygienic 
environment in its jurisdiction. It also provides establishing public facilities in schools, 
health clinic, slaughter houses, washing and communal bathing & washing facilities 
etc. 
 

 

Bangladesh 
Water Act 2013 

It provides a framework for better management of water resources in the country. 
This act defines the ownership of water of all forms of water (e.g., surface water, 
ground water, sea water, rain water and atmospheric water) within the territory of 
Bangladesh and the usage criteria of private owners and individual of the water. The 
priority order of usage rights of  drinking water as per the act is as follows- domestic 
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usage, irrigation, fish culture, bio-diversity, wildlife, in stream flow, industry, salinity 
control, power generation, then recreation and lastly miscellaneous or other uses.  
 
This Act discusses provisions for punishment and financial penalty for non-compliance 
of usage of water within the document. The Act identifies the importance of for 
managing all forms of water resources in the context of natural flow of surface water 
and recharge of groundwater. It also discussed the use of sustainable sources of water 
for drinking in public structures.  
 
In this document key issues like protection of water contamination and right usage of 
water for environmental protection has been discussed. However, this document does 
not concern specific to health care facilities. 
 

 Protection of 
the Rights of the 
people with 
Disabilities Act 
2013 

It suggests ensuring accessibility of persons with disabilities in all public 
infrastructures. The same is referred in the “Building Construction Act, 1952 (East 
Bengal Act II of 1953)”. However, this act does not incorporate any specific and 
directive provision for the disable’s accessibility to toilets at health care facilities. 

RULES AND 
STANDARDS 

Bangladesh 
Environmental 
Conservation 
Rules 1997 

It consists of a set of the relevant rules to implement the Environment Conservation 
Act of 1995, procedure to take environmental clearance; ambient standards in relation 
to water pollution, air pollution and noise, as well as permitted discharge/emission 
levels of water and air pollutants and noise by environmental categories.  
 
Issues of FSM and its impact on the environment or the necessity of sustainable 
sanitation utensils, etc. have not been mentioned in this document. 
 

 

Medical Waste 
(Management 
and Treatment) 
Rules 2008 

The Medical Waste (Management and Treatment) Rules 2008 formed the base of 
management of all medical waste in the country. The rules are applicable only to 
waste management facility/operators i.e. those involved in transportation, treatment 
and disposal of medical waste. The law provides for guidance on the collections, 
storage treatment and disposal of medical waste for management facilities/operators.  
 
Broadly, the rule has classified the medical waste (schedule-1) with examples and 
environment-friendly technologies of management. It also contain suggestion for use 
of different colour bins (schedule-3) for segregation of medical –waste at source and 
symbol to be used on the packaging of medical-waste (schedule-4) for transporting. In 
schedule -6 the rule specifies the standard Incineration/ Autoclaving, standard of 
liquid waste with permissible limits, standard of microwaving, standard for deep burial 
and standard for radioactive waste treatment and disposal along with other issues 
related to MWM.  
 

This rules stated that the MoHFW has the overall responsibility for the health sector, 
and responsible for creating appropriate planning framework for improving MWM in 
the country, although in the present scenario MoLGRD has also large share of the 
responsibility in the out-house MWM The stakeholders could include the following: 
 

• MoLGRD (responsible for providing all out-house facilities for MWM); 
• MoEF (responsible for monitoring the environmental quality of MWM in situ and 
immediate and long-time impact of MWM activities on environment); 
• Association of Health care staff including nurses, sweepers, doctors, workers etc. 
(public & private); 
• Associations of City Corporations and Paurashava and municipality; 
• MoL (responsible for legal aspects of environmental issues) 
• The institutions or agencies involved in collection, transport, storage, have to obtain 
authorization from the DoE 
• Health Care Facility: Responsible for all MWM activities in the HCF; Responsible for 
training of all manpower of the HCF including segregation of hospital waste and 
distribution of equipment and materials ; Ensuring safe collection and transport of 
MW generated at different wards and departments;  Treatment of MW, if they own 
treatment facility and then transporting them to the central treatment facility. 
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Bangladesh 
National 
Buildings Code 
2012 

The purpose of the BNBC is to establish minimum standards for design, construction, 
quality of materials, use and occupancy, location and maintenance of buildings within 
Bangladesh in order to safeguard, within achievable limits, life, limb, health, property 
and public welfare. 
 

According to BNBC Health Care Facilities is categorised under Occupancy D: Buildings 
under this Occupancy group shall include those used for purposes of providing medical 
care, diagnostic facilities and treatment to persons suffering from physical discomfort, 
in which sleeping accommodation may or may not be provided. 
 
WATER SUPPLY: all hospitals should have at least two service pipes from the individual 
water supply source or from the water main for supplying water without any 
interruption. For roof storage system, the hospitals have at least two storage tanks 
such that each of them is capable of serving the water distribution system in absence 
of the other. All hospitals are equipped to supply hot water as required by different 
fixtures and equipment. Along with the water supply connection to all special 
equipment or fixtures must be protected against backflow, flooding, fouling and 
contamination of water supply system. 
 
SANITATION: Minimum number of fixtures required for health care facilities according 
to their occupancy classifications: 

Type of Building 
Occupancy 

Water Closets* 
Urinals** 

Urinals** Wash Basins *** 
Bathtubs or 

Shower 
Drinking 

Fountains 
Other Fixtures 

D1 Normal 
Medical Facilities 
(Indoor Patient 
Ward) 

1 for 8 patient 
(male or female) 

 2 up to 30 
patients and 
add 1 fixture for 
additional 30 

patients 

1 for 8 
patients 

1 for 75 
patients 

Service sink: 1 for each ward. 
Bed pan washing sink: 1for each 
ward. 
Kitchen sink: 1 for each kitchen 

D2 Emergency 
Medical Facilities 
and Outdoor 

Patient Ward 

Males: 1 for 100 
persons 
Females: 2 for 

100 persons 

Males: 1 for 
50 persons 

1 fro 100 
persons 

 1 for 
persons 

Service sink: 
1 for each ward 

 

 

  DRAINAGE AND SEPTIC TANK: all drainage system shall be drained to the public sewer 
or private waste disposal system by gravity. The Section 1.8.11.7 (Septic Tank) 
mentioned that water reservoirs, septic tanks, inspection pits, sewer and other service 
lines shall be permitted in the mandatory open space provided that no part of such 
construction elevated more than 150 mm above the formation level and the 50% 
mandatory open space shall be unpaved green area.  
 

In section 1.14.15 it further stated that a septic tank shall be provided within the 
premises for disposal of sewage. Septic tank (discharging into either a subsurface 
disposal field or one or more seepage pits) shall be required for the approval of 
drainage and sanitation plans for the places where public sewers are not available. 
 

 Institutional and 
Regulatory 
Framework (IRF) 
for Faecal 
Sludge 
Management 
2017 

The IRF-FSM aims to address the management of faecal sludge in both rural and urban 
areas. The IRF-FSM describes FSM as “…also known as septage management, FSM 
includes the various technologies and mechanisms for collection, transportation, 
treatment and disposal of sludge produced by septic tanks, pit latrines, and 
wastewater treatment plants”  
 

By avoiding prescriptive technologies and recognizing the entire sanitation service 
chain, the IRF-FSM aligns itself to the recommendations made in the WHO Guidelines 
on Sanitation and Health. The components of FSM system include the on-site 
sanitation facilities, and the FSM service chain (from emptying to treatment-disposal).  
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  The primary objectives of the IRF-FSM are: (1) to identify ways and means of safe 

management of faecal sludge and (2) to define specific roles and responsibilities of 
various institutions and stakeholders, particular to the specific local context, for 
effective management of faecal sludge. Separate frameworks were developed to 
address different contextual situations in the country including rural Areas, 
Paurashavas, City Corporations and one specific to mega city Dhaka. 
 

IRF states that in accordance to the provisions of the Paurashava Act 2009 and City 
Corporation Act, 2009, the “Paurashava and City Corporation” shall be responsible for 
faecal sludge management (FSM) in areas within its jurisdiction, including planning for 
and implementation, financial/business model for service delivery. The Paurashava 
may collaborate with the DPHE, LGED, the private sector/ non-government 
organization in planning and implementation of FSM infrastructure. The Paurashava 
and city corporation shall take steps to include within its “master plan” the provisions 
of the infrastructure (i.e., treatment facility) for implementation of FSM services. The 
Paurashava and City Corporation shall initiate inclusive FSM planning and 
implementation modality among the government agencies, I/NGOs, community 
groups and the private sector. 
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GUIDELINES AND 
NON-REGULATORY 
FRAMEWORKS 

Guidelines on 
infection 
prevention and 
control (IPC) 
and biosafety 
2016 

WHO Bangladesh has supported the development of updated guidelines on infection 
prevention and control (IPC) and biosafety for health care providers. The guidelines 
focus on measures to ensure patient safety as well as the safety of health care and 
laboratory personnel. 
 

 Monitoring and 
evaluation 
framework for 
the SDGS in 
Bangladesh 
2018 

In 2018, the General Economics Division released the Monitoring and Evaluation 
Framework for the SDGs in Bangladesh (GoB 2018a). The framework presents 
information on all 232 SDG indicators and describe the availability of data for 
monitoring the indicators. In regard to SDG 6, the report indicated that the LGD is the 
responsible institution for monitoring both indicator 6.2, on the proportion of 
population using safely managed sanitation services, and indicator 6.3, on the 
proportion of safely treated wastewater. While the data is readily available for 
reporting on 6.2, the report indicated that data is not available for reporting on 
indicator 6.3.1. 
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ENABLE AND DISENABLE ISSUES IN POLICY FOR WASH IN HEALTH CARE 
FACILITIES:  A SWOT AND POLICY GAP 

 

SWOT OF WASH POLICY  
(BASED ON THE EXISTING POLICY SUPPORT AND EXPERT OPINIONS 

ENABLING ISSUES DISENABLING ISSUES 

STRENGTHS WEAKNESS 

▪ WASH in HCFs is a priority of the government 

▪ Leadership and political commitment for WASH in HCFs 
initiatives 

▪ National plan for action in WASH in HCFs has already been 
placed led by MoHFW and UNICEF  

▪ Engaged leadership, national structures, and human 
resources are being placing to support WASH in HCFs 

▪ National WASH campaign existed  

 

▪ Baseline for WASH in HCFs does not exist 

▪ No national standards for WASH in HCFs 

▪ Roles and responsibilities across national structures and local 
governance are also not clear  

▪ No central coordinating agency, standard reporting system 
and Agreed and harmonised indicators for routine 
management at all levels lacking in WASH in HCFs 

▪ Lack of inclusive WASH facilities ; no appropriate design for 
many HCFs  

▪ HCFs tend to focus primarily on treatment, rather than 
prevention 

▪ Insufficient O&M budget for WASH in HCFs  

▪ Medical waste and faecal sludge management is a common 
weakness; struggles include poor management and 
adherence to protocols 

▪ Staffing at HCFs is a commonly identified issue: not only 
having enough staffs, but also staff may not be fully familiar 
with essential elements of WASH services, even when it may 
be one of their many responsibilities they have 

▪ Poor maintenance of WASH facilities  

▪ Technical specifications were sometimes not fit for purpose, 
or not inclusive (need to rethink design of infrastructure) 

 

OPPORTUNITIES 

▪ At global level, monitoring systems such as the new JMP 
baseline data, are assisting with advocacy 

▪ Government awareness on the importance of WASH in 
HCFs, and willingness to look for solutions is increasing 

▪ Political support for health (linked to WASH) exists 

▪ Increased partner engagement in WASH in HCFs (planning, 
resource sharing, capacity building, software issues) i.e. 
I/NGOs, private sector, academia etc. (greater 
coordination is needed)  

▪ Increased demand from LG (sensitized towards 
importance of WASH) 

▪ Policy focus on preventing disease and promoting Health 
initiatives, guidelines policy and programmes as 
opportunities to increase WASH in HCFs 

▪ Engagement from local partners and governments is 
considered an opportunity to advocate for WASH in HCFs 

 

 
THREATS 

 

▪ Agenda-driven standards and dependency 

▪ Less priority; decreased budget allocation 

▪ Cost of facilities, capital improvements, and large-scale 
infrastructure improvements are considered barriers to 
prioritizing WASH in HCFs. 

▪ High cost of certain WASH solutions (e.g. incinerators) 

▪ Few private sector actors with WASH expertise/ services 

▪ Natural disasters and climate change threats 

 

POLICY GAPS 
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Overall, the sanitation sector in Bangladesh deems the 

1998 National Policy as adequate and flexible enough 

to use as an overarching planning and target-setting 

tool for the sanitation sector. The WHO Guidelines on 

Sanitation and Health emphasize the need for health 

sector policies to recognize sanitation as a source for 

prevention and to enable coordinated efforts into 

health and sanitation programming.21 However, along 

with the above strengths, weaknesses, opportunities 

and threats there are several issue yet to be 

considered as policy gaps and challenges:  

 

1) There are very few references to improving WASH 

in health care facility as a means for improving MNH 

outcomes. WASH documents made passing reference 

to improving MNH but did not associate improved 

MNH with improved water and sanitation in health 

care facilities.  

 

2) There is currently no independent regulatory 

agency for WASH services in Bangladesh. Role of 

institutions is very complicated to ensure health 

facility WASH. Till now a mechanism to manage 

multiple partners involved in construction and O&M 

of WASH in HCFs is in very substandard level. No 

countrywide programme is existed to ensure that 

WASH infrastructure and services are appropriate and 

functional, effective and properly maintained at the 

various levels of health care facilities throughout 

Bangladesh.  

 

3) Though the policy documents emphasises the 

country wide WASH situation analysis, not specific to 

health care WASH. At present no national data on 

coverage of WASH in health care facilities. There is a 

lacking on operational research designed to 

understand how facility, behavioural, and systems-

level interventions can sustainably and cost-effectively 

improve WASH/IPC in health care facility level. 

Moreover, insufficient data (operational research) for 

understanding specific bottlenecks to improving 

WASH/IPC practices and norms, and evidence of 

WASH/IPC interventions that reduce maternal and 

 

21 World Health Organization (2018) Guidelines on sanitation and 
health. Geneva. Available at: 

newborn infections and other health outcomes in 

HCFs. However, the process is already started in 

limited extent. Such evidence will support subsequent 

national-level scale up of activities that show 

significant contributions to positive changes in IPC and 

maternal and newborn mortality and morbidity.  

 

4) There is huge financing gap for WASH in health care 

facilities to realize SDG 6 targets. Spatial inequities 

found in WASH allocations have to be addressed as a 

priority to realise Goal 6. Strong monitoring, 

supervision and coordination of WASH services in line 

with the SDG 6 indicators is found in recent national 

WASH in health care facilities strategy and action plan 

but the question still how to implement in the ground. 

Lack of proper options considering the complexity 

associated to SDG 6 challenges is existed. Because a 

comprehensive and enforceable WASH in health care 

policy, specific standards/guidelines, or O&M 

guidance to regulate and facilitate WASH/IPC 

improvements are absent.  

 

5) There is no WASH budget utilization monitoring 

unit in ministry of finance to under public money and 

budget management act, 2009. Public Money and 

Budget Management Act, 2009 mandates Ministry of 

Finance to make an economic code-wise quarterly 

submission to the Parliament on progress of all 

projects. However, this provision is still inactivated.  

 

6) HR deficits in implementing agencies as allocation 

of HR at urban health care facilities are beyond actual 

requirement (as expert opinions found). Throughout 

Bangladesh, and especially in government hospitals, 

there is an inadequate number of cleaners. The job of 

cleaner is often outsourced, that is, a facility employs 

temporary cleaning personnel, sometimes on a daily 

basis. The outsourced cleaners lack training in IPC, 

fixed responsibility within the institution, and 

supportive supervision to comply with basic duties. 

Moreover, outsourced cleaners generally receive an 

insufficient salary to motivate compliance with basic 

duties. Most infectious waste is handled with bare 

http://apps.who.int/iris/bitstream/handle/10665/274939/9789241
514705-eng.pdf?ua=1 
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hands and without masks and other protective 

measures, increasing the potential for spreading 

infections.  

 

7) Even separate national strategies existed, ground 

level segregated medical waste safe collection to 

disposal and Faecal Sludge Management (FSM) in sub 

sectoral allocations are very low. A coherent approach 

is absent in ensuring that all the players involved in 

medical waste management streamline collection and 

disposal practices according to set standards.  

 

8) There is a no guidelines and budgetary allocation 

found for WASH awareness programme for patients, 

their attendants at health care facility level. Not only 

that policy documents do not specifically mentioned 

how ownership or to some extents, good sense of 

“ownership” of health care facility WASH could be 

increased among patient and attendants and the 

staffs of the facility level. To date, there has been no 

concerted effort to engage communities in clinic 

catchment areas in Bangladesh to advocate for 

political commitment and drive community action on 

WASH in HCFs. There is no documentation of 

campaigns aimed to increase understanding and 

awareness about the importance of WASH/IPC among 

community members for the purpose of motivating 

communities to engage with policymakers and other 

stakeholders to improve WASH in HCFs.  

 

9) A key challenge also exit in the IPC Capacity. The 

policies do focus on to improve knowledge by only 

training and awareness creation. There is no specific 

strategy found how to improve IPC knowledge and 

skills/capacity among health care cleaning workers 

whose are directly involved in health care WASH 

services. Doctors and nurses do not have sufficient 

training on IPC including skills development and 

normative changes. Not only that but also poor 

prioritization of practicing IPC by doctors and nurses 

due to high patient loads, for example, not making 

time to wash hands with soap or sanitizer between 

patients. There is no monitoring protocols exists.  

 

10) Policy documents to some extent by pass the need 

of changing construction design and then proper 

maintenance of WASH facility at existing health care 

facilities considering the increasing number of 

population in their catchment areas.  

 

11) Sector Development Plan (SDP) for Water Supply 

and Sanitation Sector (2011-2025) remains largely on 

paper. Immediate and proper actions are needed to 

implement the plan within its timeframe. 

 
STAKEHOLDERS OF THE HEALTH SECTOR WASH 

 

This section discuss the stakeholders of the health 

sector WASH in the country and in particularly 

stakeholders in urban health care facilities. It is 

noteworthy to mention here that in policy documents 

those have reviewed in the preceding section, no clear 

scenario is existed about the stakeholders who are 

directly related to ensure WASH in secondary and 

tertiary level health care facilities. However, compare 

to this, stakeholders in WASH in primary health care 

facilities in rural settings are found more 

comprehensive. The stakeholders’ analysis of this 

section thus based on the policy review and the 

expert opinion found in the round table discussion as 

stated in the methodology section. Note that, the 

analysis is limited to only secondary and tertiary level 

health care facilities WASH stakeholders.  

 

At present, in a broad context four types of 

organizations are involved in ensuring the WASH in 

health care facilities at urban context across the 

country from three contexts: WASH infrastructure 

establishment, services and maintenance. From top to 

bottom, these are: (1) Ministries; (2) Government 

agencies under ministerial level including Local 

Government Institutions; (3) Other organizations like 

NGOs and Development Partners; and (4) Health Care 
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Facility itself. However, not only do the relationships 

in this large network of actors affect the activities of 

each stakeholder in their functions, but they also 

influence their interventions as a whole.  However, 

each of the relevant organizations/institutions are 

responsible for its own activities.   

 

(1) At ministerial level:  three ministries are 

responsible to ensure WASH in the countrywide and in 

particularly in health care facilities from three 

contexts: establishment, services and maintenance. 

These are Ministry of Health, Family Planning and 

Welfare (MoHFPW), Ministry of Local Government, 

Rural Development and Co-operatives (MoLGRD&C), 

and Ministry of Housing and Public Work (MoHPW).  

 

(2) Government departments/institution under three 

ministries: Under MoHFPW: Directorate General of 

Health services (DGHS), Direction General of Family 

Planning (DGFP); Health Engineering Department 

(HED); Under MoLGRD&C: Department of Public 

Health Engineering (DPHE); Water Supply and 

Sewerage Authorities (WASAs); Paurashavas and City 

Corporations; Under MoHPW: Public Works 

Department (PWD)  

 

(3) Other organizations like NGOs and Development 

Partners: NGO and development partners role in 

WASH in health care facilities are mainly two folds: 

provided assistance to local authority like Paurashava 

and city corporation in solid and medical waste 

management at local level including FSM; and 

promoting behavioural development and changes in 

user communities are brought about through social 

mobilization and hygiene education in alliance with 

the Ministries of Health, Education, Social Welfare, 

Information, Women & Children Affairs, DPHE, NGOs, 

CBOs, local government bodies and other related 

agencies.  

 

4) Health care Facility itself: In premise level WASH 

services are primary responsibility of the respective 

health care facility itself. The government owned 

health facility usually rely on financial and staffs 

allocation by the government for maintaining premise 

level WASH services and depend on local authority for 

out-house WASH services. The private health care 

facilities ensure their WASH services by their own 

budget and human resources.  They have to depend 

on local authorities only for out- house WASH services 

like safe transportation and final disposal of solid and 

medical waste faecal sludge. For water supply, 

sometimes they have their own supply mechanism or 

depend on local authority. The following matrix 

(TABLE 4) then presents the overall scenario of 

stakeholders working for WASH in health care 

facilities:  
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TABLE 4: MAIN STAKEHOLDERS IN WASH IN URBAN HEALTH CARE FACILITIES IN BANGLADESH 

 

Urban Health care 
Facilities 

Implements and regulatory 
Authority  

Design and 
construction 

 
 

Administ-
ration 

WATER SANITATION HYGIENE 

Water 
Supply 

Water facility 
routine 

maintenance and 
repairs 

 
Toilets 
repair/ 
refurbished  

 
Toilets 
cleaning  

Solid waste 
Management 

Medical Waste 
Management 

Faecal Sludge 
management 

District and 
General 
Hospital 

Below 
100 bed  

MOHFPW 
DGHS 

HED  
under DGHS 

Civil Surgeon 
 
Superintend
ent   

WASA/ 
Municipality/  
City 
Corporation  

HED and Facility 
itself 

HED 

Facility itself 

Under MoLGRD&C 
 
In house facility 
itself and outhouse 
(collection, 
transportation and 
disposal) by  
Municipality/  
City Corporation 
(with private 
organisation/NGO) 

Under MoLGRD&C 
 
In house facility 
itself and 
outhouse 
(collection, 
transportation 
and disposal) by  
Municipality/  
City Corporation 
(with private 
organisation/NGO
) 

Under 
MoLGRD&C 
 
In house facility 
itself and 
outhouse 
(collection, 
transportation 
and disposal) by  
Municipality/  
City Corporation 
(with private 
organisation/NG
O) 

100 and 
above 

PWD  
under MoHPW 

 

PWD and Facility 
itself 

PWD 

Medical College & 
Specialized Hospitals 

Institute 
Director 
 
Divisional 
director  

Facility itself PWD 

Maternity and Child 
Welfare Centres (MCWC) 

DGFP 
 
Civil Surgeon 

PWD and Facility 
itself 

PWD and 
Facility itself 

Private Profit/Non-profit  
NGO/ faith based Clinics,  
 
Diagnostic centre  

 
Facility itself 

Under MoHFPW 

Licensed 
by DGHS 

Facility itself 
Civil surgeon 
office at 
district level  

Facility Itself Facility itself  

Urban Primary Health 
Care centres  

MoLGRD&C Municipality/City Corporation 
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The recent published government document National 

Strategy for WASH in Health care Facilities 2019-2023- 

A Framework for Action is very specific framework for 

ensuing WASH in health care facilities. Based on the 

documents the present study prepared a matrix 

(power and interest grid) on the role of stakeholders 

in ensuring WASH in health care facilities in future in 

terms of WASH strategy implementation, partners, 

allies, coordination and beneficiaries (TABLE 5).    

 
 

Table 5: Stakeholders involvement in overall improvement of  
WASH in health care facilities in Bangladesh. 

 

 

STAKEHOLDERS 
ACCORDING TO THEIR 

INVOLVEMENT  
 

 
 

NAME OF STAKEHOLDERS 
 

 

Implementation Authority 
and Coordination body 
  

 

All concerned ministries of GoB, DGHS, DGFP, DG Nursing and Midwifery, DPHE, National Technical 
Committee (NTC), LGRD&C, PWD, Health Services Division (HSD), District, Upazial and Union level 
HCFs, Specialized Hospitals and Clinics 

 
Planned Partners  

 

UNICEF, WHO, World Bank, JICA, Care International, Terre des Hommes, Plan International, WaterAid 
Bangladesh, icddr,b, Practical Action Bangladesh, PWD, HED, DPHE, Swiss Red Cross, World Vision  

External Allies  
 

WASH Alliance International, SNV and other International   

 
Coordination associate  
  

 

City corporation/Pourashava, NOGs, (i.e. BRAC), Academic Institution like BUET, Representative from 
private hospital/clinic, Representative from Upazila/Union 

 
 
 
Beneficiaries 

Primary Beneficiaries  

• Health Care Facility staff, including all levels of providers, cleaners/ maintenance workers, 
and security personnel  

 

• Health Care Facility users, especially mothers and newborns  
 

• Caregivers that visit HCFs  
 

Secondary Beneficiaries  

• Community members in the HCF catchment areas  
 

 
 

 

 
Index of colour  

 High Interest and High Power 

 High Interest but Little power   

 Little power and High interest  

 
This document clearly state that the National WASH in 

health care facilities is the responsibility of the 

MoHFW and is under the oversight of the DGHS and 

DGFP. An NTC of key stakeholders/partners from 

government units, bilateral agencies (funders), and 

NGOs/INGOs also under the auspices of the DGHS 

along with private sector. Since WASH in health care 

facilities is a cross-cutting issue, a number of 

directorates including DGHS, DGFP, DGNS, and the 

HEU Division of the MoHFW, a ministerial level multi-

sectoral committee (e.g. Multi-sectoral Task Force or 

Steering Committee) are therefore involved. At the 

district and upazila levels, coordination committees 

usually oversee, supervise, monitor, and provide 

guidance. Funding are to be sourced from multiple 

government and non-government agencies. While the 

health care facilities belong to the DGHS and DGFP, 

the HED and PWD are involved in the construction and 

renovation of the health care facilities. Budget 

allocations are earmarked for WASH in health care 

Strategy activities in the Operational Plans of the 

DGFP, the HED and the PWD, especially for 

construction, renovations, capacity building and 

training of health care facility workers, procurement 

of consumables, and purchasing services.  
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4. BASELINE FINDINGS: AGGREGATED RESULTS 

 
 

This section illustrates the survey findings of 

WASH situation of all surveyed health care 

facilities in six urban centres according to SNV’s 

designed 11 impact indicators. At first, the health 

care facilities of each city were categorised under 

different levels based on their actual situation in 

each impact indicator. The study used both 

frequency and percentage to present the results.  
 

IMPACT INDICATOR 1:  
ACCESS TO SANITARY FACILITY  
The Impact indicator measures the access to 

sanitation facilities, in particularly whether there is 

a toilet and the quality of the facility in terms of 

separating human excreta from human contact 

(and from its immediate living environment) in the 

HCFs’ premises. The sampled HCFs’ access to 

sanitation has been classified at various level of 

facilities. These level starts with level 0 and ends 

at level 4. The upper level (4) of the indicator 

tends to show that the HCFs have access to safer 

sanitation facilities whereas the lower level (0) 

indicates no toilet or unsafe and or non-availability 

of facilities within the premises (Table 6).  

 

 

Table 6: Impact indicator 1: Access to sanitation facilities. 
  

QIS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole  
Gazipur 

Level 0 
No toilet/Open Defecation 
There are no toilets available in the premises     

 
2 

(5%) 
 

Level 1 

Limited/Unimproved sanitation facility  
- Human faeces are contained within a toilet pit/ tank 

but are accessible for human contact or contact by 
animals (insects, rodents) 

- OR no separate facilities for women and men 

50 

(100%) 

30 

(100%) 

130 

(100%) 

38 

(95%) 

50 

(100%) 

Level 2 

Improved Toilet 
- -Human faeces contained in a toilet pit/ tank in such 

a way that it is inaccessible for human contact or 
contact by other animals (insects/ rodents) but still 
accessible by flies  

- AND separate facilities for women and men, as well 
as for patients and staff  

- AND accessible by people with limited mobility 

     

Level 3 

Improved with fly management  
- As above  

- AND inaccessible for human contact or contact by 
flies or other animals (rodents, insects) 

- AND separate facilities compliant with the user: 
latrine ratios for women and men 

     

Level 4 

Environmentally safe sanitation facility 
- As above  

- AND Environmentally Safe Toilet: Improved toilet 
preventing access to faeces by any animals or 
insects (flies/rodents) 

- AND human faeces are contained for 
storage/collection in such a way that it cannot 
contaminate surface or ground-water. 

     

Total No. of each city health care facilities  50 30 130 40 50 
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Table 6 shows that 100% surveyed health care 

facilities Kushtia, Jhenaidah, Khulna and Gazipur 

and 98% health care facilities in Jashore and 

Benapole have fallen in level 1, which indicates 

that access to sanitary facility within these health 

care facilities’ premises is very limited or do not 

have proper sanitation facilities. The reasons for 

fallen this level particularly indicates that in these 

facilities human faeces are contained within a 

toilet pit/ tank but are accessible for human 

contact or contact by animals (insects, rodents), 

or no separate facilities for women and men. The 

table also showed that two health care facilities in 

Jashore and Benapole fall in level 0 which 

indicates that there is no toilet available in their 

premises or the patients do not have access to 

any sanitation facilities. No HCF were also found 

which fall in level 2, level 3 or level 4. The data 

illustrates a huge gap in access to improved 

sanitary facilities within the health care facilities’ 

premises.  

 

IMPACT INDICATOR 2: HYGIENIC USE 
AND MAINTENANCE OF THE TOILET  
 

The Indicator 2 measures the access to hygienic 

use and maintenance of sanitation facilities by 

health care facilities at various levels. The upper 

level 4 of this indicator tends to show greater 

access to functional and clean toilet having 

hygiene use and maintenance with privacy. On 

contrary, the lower level (Level 0) indicates no 

toilet or no access to hygiene use and 

maintenance, or total unsafe sanitation system in 

the premise (Table 7).  

 

Table 7: Impact indicator 2: Hygienic use and maintenance of sanitation facilities. 
 

 QIS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 Toilet is not in use as a toilet    
1 

(2.5%) 
 

Level 1 Toilet in use as a toilet    
11 

(27.5%) 
 

Level 2 

Toilet in use as a toilet and functional as 
intended 

- AND is covered or has a water seal so no 
flies/rodents have access in & out of the toilet pit/ 
tank 

- AND not blocked 

24 

(48%) 

14 

(46.7%) 

55 

(42.3%) 
 

13 

(26%) 

Photo 2: Functional but unimproved toilet (left side) and clean functional toilet with privacy (right side). 
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 QIS LEVEL 
No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 3 

Used, functional, clean toilet  
As above, 
-AND the toilet cubicle is free from any faecal 
smears in/on pan, floor or walls 
-AND all walls and door are in place and intact 
-AND cleansing materials/sanitary materials are not 
left in the open after use 
-AND availability of water within the toilet (for the 
case of washers and/or pour flush toilets) 
-AND people in charge are able to explain the 
cleaning routine (frequency and responsibility) 

1 

(2%) 
 

4 

(3.1%) 

6 

(15%) 
 

Level 4 

Used, functional, clean toilet with privacy 
As above, 

- AND provides adequate privacy (requires a 
functioning, permanently fitted bolt or other locking 
device must be fitted to the door from the inside, and 
not be broken or missing, as well as a 
superstructure providing privacy) 
 

25 

(50%) 

16 

(53.3%) 

71 

(54.6%) 

22 

(55%) 

37 

(74%) 

Total No. of each city health care facilities 50 30 130 40 50 

 

 

Table 7 shows a very positive picture of the 

hygienic use and maintenance of the toilets in the 

surveyed health care facilities. More than 50% of 

each city health care facilities (i.e. 50% in Kushtia, 

53.3% in Jhenaidah, 54.6% in Khulna, 55% in 

Jashore and Benapole and 74% in Gazipur) are 

fall in highest level 4, which indicates that these 

facilities have used, functional and clean toilet 

with privacy. Under this level, it is considered that 

the toilets are covered or have a water seal so no 

flies/rodents have access in and out of the toilet 

pit/ tank and the toilets are not blocked. Besides, 

the toilet cubicles (if have) free from any faecal 

smears in/on pan, floor or walls and the walls and 

door of the toilets are in place and intact. The 

survey team found through physical observation 

that inside the toilets cleansing materials/sanitary 

materials are not left in the open after use and 

availability of water within the toilet (for the case 

of washers and/or pour flush toilets). The survey 

team also found that staffs in charge are able to 

explain the cleaning routine (frequency and 

responsibility). 

 

Under this level, all the toilets have adequate 

privacy (requires a functioning, permanently fitted 

bolt or other locking device must be fitted to the 

door from the inside, and not be broken or 

missing, as well as a superstructure providing 

privacy). However, a mentionable number of 

toilets of the surveyed health care facilities are 

still in other lower levels. About 2% health care 

facilities in Kushtia municipality, 3.1% health care 

facilities in Khulna City Corporation and 15% 

health care facilities in Jashore and Benapole fall 

in level 3 where the toilets of those health care 

facilities are using as clean and functional toilets 

but the issue of privacy yet is a concern. 

Moreover, near about 48% health care facilities in 

Kushtia, 46.7% in Jhenaidah, 42.3% in Khulna 

city corporation, and 26% health care facilities fall 

in level 2 which indicates that the toilets of those 

health care facilities have only functional toilets 

but that there is an issue with cleanliness and 

privacy. Only 27.5% health care facilities in 

Jashore and Benapole were found in level 1 

where the toilets are using but the issues with 

functionality (i.e. not covered or do not have a 

water seal so flies/rodents have access in & out of 

the toilet pit/ tank and toilets become blocked), 

cleanliness and privacy. The survey also found 

that only 1 health care facilities (2.5%) in Jashore 

and Benapole still in level 0 which indicates that 

toilet is not in use as a toilet in this institute.  

 
IMPACT INDICATOR 3A: HAND 
WASHING WITH SOAP AFTER 
DEFECATION  
 

The Indicator 3A measures the access to facilities 

for hand washing with soap after defecation by 

classifying the facilities at various levels with a 

lower level 0 to upper level 4. The upper level of 
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the indicators tend to show that health care 

facilities have greater availability of hand washing 

station with soap and hands not touching the 

water in storage while the lower level indicate 

nonexistence of the hand washing station itself 

and high potential of water contamination during 

usages (Table 8).  

 

 

Table 8: Impact indicator 3A: Access to adequate facilities for hand washing with  

soap after defecation. 
 

QIS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole  
Gazipur  

Level 0 

No Hand Washing Station  
- No specific place with provision for washing hands 

within accessible distance from the toilets. 

- OR Water is not present at the hand wash station 
(at the time of observation) 
 

6 

(12%) 

6 
(20%) 

3 
(2.3%) 

8 

(20%) 

13 

(26%) 

Level 1 

Hand Washing Station without soap 
- HCF has a provision of hand washing facility at a 

specific place within accessible distance from the 
toilets 

- AND with open bowl or container of water for 
washing hands (water may get contaminated). 

- BUT without availability of soap for washing hands 
(soap substitute may be available) 
 

12 

(24%) 

9 
(30%) 

24 
(18.5%) 

18 

(45%) 

16 

(32%) 

Level 2 

Hand Washing Station with soap, hands 
touching water in storage 

- HCF has a provision of hand washing facility at a 
specific place within an accessible distance of the 
location of the behaviour 

- AND with a facility of water in a bowl or containers 
(susceptible to contamination)  

- AND with soap for washing hands 
 

32 

(36%) 

15 
(50%) 

103 
(79.2%) 

14 

(35%) 

21 

(42%) 

Level 3 

Hand Washing Station with soap, hands not 
touching water in storage 

- HCF has a provision of hand washing facility within 
an accessible distance of the location of the 
behaviour. 

- AND with preventing water contamination (e.g. 
water container with tap, tippy tap, ladle etc.) 

- AND with soap for washing hands 
- AND the numbers of handwashing facilities meet 

the user ratios  
 

     

Level 4 

Washing station with permanent water 
- AND within an accessible distance of the location 

of the behaviour. 

- AND with soap for washing hands   

     

Total No. of each city health care facilities 50 30 130 40 50  
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Table 8 shows that a total 6 health care facilities 

(12%) in Kushtia, 6 health care facilities (2.3%) in 

Jhenaidah, 3 (2.3%) health care facilities in 

Khulna, 8 health care facilities (20%) in Jashore 

and Benapole and 13 health care facilities (26%) 

in Gazipur fall in Level 0. This level indicates that 

no specific place with provision for hand washing 

within accessible distance of the location after 

defecation, and/or water is not present at the 

hand wash station existed in these health care 

facilities (at the time of observation).  

 

The survey also found that a total 12 health care 

facilities (24%) in Kushtia, 9 health care facilities 

(18.5%) in Jhenaidah, 24 health care facilities 

(18.5%) in Khulna, 18 health care facilities (45%) 

in Jashore and Benapole, and 13 health care 

facilities (32%) in Gazipur comprise level 2, which 

indicates that those health care facilities have 

provision of hand washing facility at a specific 

place within accessible distance of the location of 

the defecation. However, open bowl or container 

of water for hand washing are existed (water may 

be contaminated) without availability of soap for 

washing hands (soap substitute may be 

available). A total number of 32 health care 

facilities (36%) in Kushtia, 15 health care facilities 

(79.2%) in Jhenaidah, 103 health care facilities 

(79.2%) in Khulna, 14 health care facilities (35%) 

in Jashore and Benapole, and 21 health care 

facilities (42%) in Gazipur fall in level 2 where 

hand washing facility at a specific place within an 

accessible distance of the location of defecation is 

existed. Soap is available there for handwashing 

but facility of water usually in a bowl or containers 

that is susceptible to contamination. However, the 

survey did not get any health care facility, which 

falls in level 3 and level 4 respectively. It is clearly 

indicates that health care facilities have still lack 

of hand washing station with permanent water.  

 

IMPACT INDICATOR 3B:  
HAND HYGIENE WITH SOAP AT POINT 
OF CARE  
 

The Impact indicator 3B measures hand hygiene 

with soap at point of care of the sampled health 

care facilities at various level of importance. The 

Upper level 4 tends to show health care facilities 

with having greater availability to hand washing 

station with permanence while the lower levels 0 

Photo 3: Hand washing station without soap (left side) and clean function toilet 

without hand washing station after defecation (right side).  
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indicate no hand washing station at point of care 

at the premises of health care facilities (Table 9).  

 

 

Table 9: Impact indicator 3B: Access to adequate facilities for hand washing  

with soap at a point of care. 
 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 

No Hand Washing Station  
- No specific place with provision for washing 

hands within accessible distance at the point of 
care 

- OR Water is not present at the hand wash station 
(at the time of observation) 
 

17 
(34.0%) 

11 
(36.7%) 

20 
(15.4%) 

2 
(5%) 

11 
(22.0%) 

Level 1 

Hand Washing Station no soap 
- HCF has a provision of hand washing facility at a 

specific place within accessible distance from the 
point of care  

- AND with open bowl or container of water for 
washing hands (water may get contaminated). 

- BUT without availability of soap for washing 
hands (soap substitute may be available) 
 

  
6 

(4.6%) 
4 

(10%) 
 

Level 2 

Hand Washing Station with soap, hands 
touching water in storage 
HCF has a provision of hand washing facility at a 
specific place within an accessible distance from 
the point of care 
-AND with a facility of water in a bowl or containers 
(susceptible to contamination)  
-AND with soap for washing hands 

 

22  
(44%) 

14  
(46.7%) 

62 
(47.7%) 

27  
(67.5%) 

11  
(22.0%) 

Level 3 

Hand Washing Station with soap, hands 
not touching water in storage 
HCF has a provision of hand washing facility within 
an accessible distance of the location of the 
behaviour. 
-AND with preventing water contamination (e.g. 
water container with tap, tippy tap, ladle etc) 
-AND with soap for washing hands 

-  

   
5 

(12.5%) 
 

Level 4 

Washing station with running water from 
tap 
As above 
-AND within an accessible distance of the location 
of the behaviour. 

- AND with soap for washing hands  
- AND the numbers of handwashing facilities meet 

the user ratios  

1 
(2%) 

 
4 

(3.1%) 
 

1 
(2.0%) 

Data not 

collected 
HPC not measured  

(diagnostic centre/ dispensary) 

10 
(20%) 

5 
(16.7%) 

38 
(29.2%) 

2 
(5%) 

27 
(54.0%) 

Total No. of each city health care facilities 50 30 130 40 50  
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The table shows very disappointing scenario in 

terms of hand washing facilities with soap at the 

point of care in surveyed health care facilities in 

six urban centres. Only 1 health care facilities 

(2%) in Kushtia, 4 health care facilities (3.1%) in 

Khulna and 1 health care facilities (2%) in Gazipur 

fall in highest level of indicator which indicates 

that these facilities have hand washing station 

with running water from tap within an accessible 

distance at the point of care. No health care 

facility in Jhenaidah and Jashore did not found in 

this level. Only 5 health care facilities (12.5%) in 

Khulna city corporation area have hand washing 

station with soap at point of care within an 

accessible distance where hands not touching 

water in storage but the number of handwashing 

facilities compare to user ration yet a concern. 

The survey found that a significant number of 

health care facilities in six urban centres i.e. 22 

health care facilities (44%) in Kushtia, 14 health 

care facilities (46.7%) in Jhenaidah, 62 health 

care facilities (47.7%) in Khulna, 27 health care 

facilities (67.5%) in Jashore and Benapole, and 

11 health care facilities (22%) in Gazipur fall in 

level 2. This level indicates that that hand 

washing station with soap are existed at the point 

of care but hands touching water in storage. 

These health care facilities keep water in a bowl 

or containers which susceptible to contamination. 

A total of 6 health care facilities (4.6%) and 4 

health care facilities (10%) health care facilities in 

Khulna City corporation and Jashore and 

Benapole municipality area respectively fall in 

level 2 where provision of hand washing facility at 

a specific place within accessible distance from 

the point of care is existed without availability of 

soap for washing hands. However, soap 

substitute may be available with a facility of water 

in a bowl or containers (susceptible to 

contamination). A mentionable number of health 

care facilities like 17 health care facilities (34%) in 

Kushtia, 11 health care facilities (36.7%) in 

Photo 4: Hand Washing Station with soap and running water at point of care (A and B); Hand washing 
station without availability of soap for washing hands but soap substitute may be available (C). 

A) 

B) 

C) 
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Jhenaidah, 20 health care facilities (15.4%) in 

Khulna, 2 health care facilities (5%) in Jashore 

and Benapole, and 11 health care facilities (22%) 

in Gazipur are yet in level 0. This level indicates 

that there is no hand washing station at point of 

care in those health care facilities. The water was 

not present at the hand washing station at the 

time of observation while surveying.  

 

IMPACT INDICATOR 4: MENSTRUAL 
HYGIENE MANAGEMENT (MHM)  

At impact indicator facilities related to Menstrual 

Hygiene Management (MHM) in the surveyed 

health care facilities measured at various level of 

importance. The level starts at lower level 0 

indicates that there is no facilities for menstrual 

hygiene management at the premises of those 

HCFs and the level ends at upper level 4 which 

tends to show the health care facilities have safe 

and adequate facilities for menstrual hygiene 

management (Table 10).  

 

Table 10: Impact indicator 4: Access to facilities for safe menstrual hygiene management. 
 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 

No Facility for Menstrual Hygiene 
Management 

Premises has no place where women are 
comfortable changing sanitary pads/cloths   
OR no bin dispose of used pads/ rags/ cloths within 
accessible distance (10 metres) of the changing 
place  
OR no appropriate place for rinsing/washing sanitary 
cloths (in case of reusable) 

 

22 
(44%) 

16 
(53.3%) 

80 
(61.5%) 

33 
(82.5%) 

28 
(56%) 

Level 1 

 

Facility for Menstrual Hygiene Management  
Premises has a private place where women are 
comfortable changing sanitary pads/cloths 
AND a bin to dispose of used pads/ rags/ cloths 
within accessible distance (10 metres) of the 
changing place  
OR an appropriate place for rinsing/washing sanitary 
cloths (in the case of reusable materials)  

23 
(46%) 

13 
(43.3%) 

44 
(33.9%) 

- 
20 

(40%) 

Level 2 

Safe facility for Menstrual Hygiene 
Management  

Premises has a place where women are comfortable 
changing sanitary pads/cloths 
As above, 
-AND the bin to dispose used materials is covered.    
-AND there is opportunity to clean one-self in the 
place for changing 

2 
(4%) 

1 
(3.4%) 

4 
(3.7%) 

2 
(5%) 

 

Level 3 

Safe facility for Menstrual Hygiene 
Management compliant with one-third of 

standard user: latrine ratio 
As above, 
AND the number of facilities for menstrual hygiene 
management are not less than one third of the 
standard user: latrine ratio for females for this type of 
premise, or at least one  

 

1 
(2%) 

 
2 

(1.5%) 
2 

(5%) 
2 

(4%) 

Level 4 

Safe facility for Menstrual Hygiene 
Management with provisions for adequate 
final disposal  

As above, 
-AND final disposal of used pads/rags/ cloths by the 
premises is by onsite burning, burying or off-site by 
an authorised waste disposal body (private or 
government waste collector) 

2 
(4%) 

  
3 

(7.5%) 
 

Total No. of each city health care facilities 50 30 130 40 50  

Table 10 shows that the premises level’s 

condition of menstrual hygiene management is 

also limited in the surveyed health care facilities 

as almost more than half of surveyed health care 
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facilities in each city at present in level 0 which 

indicates that premises has no place where 

women are comfortable changing sanitary 

pads/cloths. Not only that no bin dispose of used 

pads/ rags/ cloths within accessible distance (10 

metres) of the changing place and no appropriate 

place for rinsing/washing sanitary cloths (in case 

of reusable). Total 22 health care facilities (44%) 

in Kushtia, 16 health care facilities (53.3%) in 

Jhenaidah, 80 health care facilities (61.5%) in 

Khulna, 33 health care facilities (82.5%) in 

Jashore and Benapole and 28 health care 

facilities (56%) in Gazipur comprises this level.  

 

A significant number of health care facilities like 

23 health care facilities (46%) in Kushtia, 13 

health care facilities (43.3%) in Jhenaidah, a total 

of 44 health care facilities (31.9%) in Khulna, and 

20 health care facilities (40%) in Gazipur 

municipality are still in level 1. It indicates that the 

facility for menstrual hygiene management at 

premises level with private place are existed in 

these health care facilities, where women can 

comfortably change sanitary pads/cloths, and can 

dispose of their used pads/ rags/ cloths within 

accessible distance (10 metres) of the changing 

place, but the bins are not covered.  

The survey also found that only 1 health care 

facility (2%) in Jhenaidah and total 3 health care 

facilities (7.5%) in Jashore and Benapole fall in 

upper level 4, which indicates that these health 

care facilities have safe menstrual hygiene 

management facility with provisions of 

comfortable changing sanitary pads/cloths. 

Moreover, bins are available to dispose of used 

pads/ rags/ cloths within accessible distance (10 

metres) of the changing place and an appropriate 

place for rinsing/washing sanitary cloths (in the 

case of reusable materials). Those health care 

facilities have also provision for adequate final 

disposal of used pads/rags/ cloths by the 

premises is by onsite burning, burying or off-site 

by an authorised waste disposal body either 

private or government waste collector. Besides 

those facilities have number of facilities for 

menstrual hygiene management which are not 

less than one third of the standard users.  

 

IMPACT INDICATOR 5A: PREMISE 
LEVEL SOLID WASTE MANAGEMENT  
 
The impact indicator 5A measures the solid waste 

management status of the surveyed health care 

facilities by at various level of importance ranging 

from lowest level 0 to upper level 4. The lower 

level indicates partial or total unsafe solid waste 

management whereas the upper level of this 

indicator tends to show adequate storage and 

disposal or collection of waste (Table 11).  

 

Table 11: Impact indicator 5A: Access to adequate premise level solid waste storage. 
 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 
No place for segregated storage of at least 
the three types of solid waste at the 
premises 

 
8 

(26.7%) 
1 

(0.8%) 
1 

(2.5%) 
 

Level 1 

Ineffective place for segregated storage of 
at least the three types of waste 
specific place for segregated storage within the 
premises: But waste containers are not 
appropriate, not labelled or not correctly managed 
OR the waste is not contained to prevent access 
by animals or surface water or ground water  

- OR the storage is not covered to prevent 
windblown littering within the premises 

- OR the storage allows for littering by waste 
pickers 

3 
(6%) 

 
14 

(10.8%) 
26 

(65%) 
32 

(64%) 
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QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 2 

 

Place for segregated storage of at least 
three types of waste at premises which 
ensures containment and segregation 
Waste containers are appropriate, correctly 
labelled and correctly managed (as defined by 
JMP) 
AND waste is contained to prevent access by 
animals or surface water or ground water  
AND is covered to prevent windblown littering 
within the premises 
AND is not accessed by waste pickers  
AND sharps or infectious waste are not disposed 
in the sanitation facility (i.e. pit latrine) 

  
2 

(1.5%) 
  

Level 3 

 
Adequate internal transport and storage of 
solid waste management at the premises  
As above, 
AND waste containers emptied, cleaned and 
replaced (or disposed of) with regular and 
sufficient frequency22 
AND no solid waste is not disposed into the 
sanitation facility (i.e. pit latrine)  
OR otherwise affecting the functionality of the 
sanitation system  

  
9 

(6.9%) 
1 

(2.5%) 
 

Level 4 

 
Solid waste segregation facilities for the 
three types of waste is provided and 
correctly managed and disposed  
AND there are appropriate treatment and disposal 
facilities in place for the quantity and nature of 
health-care waste produced (in accordance with 
national guidelines) 
AND the waste disposal zone is operated to 
prevent access by the public/ non-authorised 
people 
 

47 
(94%) 

22 
(73.3%) 

104 
(80%) 

12 
(30%) 

18 
(36%) 

Total No. of each city health care facilities 50 30 130 40 50  

  

 

22 The appropriate frequency depends on the size of the facility and the internal waste collection system. It is assumed that a defined 
frequency of emptying and cleaning and the bins are no more than 75% full, is an indication that the frequency is appropriate.  

Among six urban centres, the survey 

findings related to premise level solid 

waste management at the health care 

facilities shows that Kushtia, Jhenaidah 

and Khulna have a very positive and 

promising scenario as a total 47 health 

care facilities (94%) in Kushtia, 22 health 

care facilities (73.3%) in Jhenaidah and 

104 health care facilities (80%) in Khulna 

fall in upper level 4. This level indicates 

that these health care facilities now have 

adequate storage and collection as well as 

disposal facilities at the premises. In these 

facilities, solid waste segregation facilities 

for the three types of waste are provided, 

Photo 5: Ineffective storage of solid waste within the premise 
(containers are not appropriate, not labelled and not covered). 
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correctly managed, and disposed in accordance 

with national guidelines,. Moreover, the waste 

disposal zone is operated to prevent access to 

the public/ non-authorised people. The finding of 

the survey on other three cities clearly indicates 

that solid waste management in their health care 

facilities need huge attention immediately by the 

concern authorities as among the surveyed health 

care facilities in each of three cities only 12 health 

care facilities (30%) in Jashore and Benapole, 

and 18 health care facilities (36%) in Gazipur fall 

in upper level 4, where adequate storage and 

collection as well as disposal facilities at the 

premises level are available.  

 

The survey also reveals that 8 health care 

facilities (26.7%) in Jhenaidah, 1 health care 

facilities (0.8%) in Khulna and 1 health care 

facilities (2.5%) in Jashore and Benapole have do 

not have place for segregated storage of at least 

the three types of solid waste at the premises (as 

comprised level 0).   

 

A mentionable number of health care facilities in 

four cities i.e. 3 health care facilities (6%) in 

Kushtia, 14 health care facilities (10.8%) in 

Khulna, 26 health care facilities (65%) in Jashore 

and Benapole and 32 health care facilities (64%) 

in Gazipur though have specific place for 

segregated storage of at least the three types of 

waste within the premises, waste containers are 

not appropriate, not labelled or not correctly 

managed. Waste is not contained to prevent 

access by animals or surface water or ground 

water and the storage is not covered to prevent 

windblown littering within the premises and the 

storage allows for littering by waste pickers.  

 
IMPACT INDICATOR 5B: 
MANAGEMENT OF HEALTH CARE 
WASTE  
 

The impact indicator 5B is used to measure the 

management of health care waste management 

by the health care facilities classifying into 5 

indicative levels. The lower level starts at Level 0 

and the upper level is level 5 emphasizing various 

levels of importance in each level. The upper level 

4 tends to show a safe management of health 

waste while the lower level 0 indicate unsafe 

segregation/ or no specific place for different 

types of health waste (Table 12). 

 

 

Table 12: Impact indicator 5B: Access to adequate premise level health waste storage. 
 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 

No place for segregated storage of at least the 
three types of health waste at the premises 

- There is no specific place and no segregation of the 
three main types of waste: sharps, infectious waste 
and general health care waste 

3 
(6%) 

8 
(26.7%) 

101 
(77.9%) 

32 
(80%) 

46 
(92%) 

Level 1 

Unsafe segregated health care waste 
- Segregated but: 
- waste containers are not appropriate, not labelled or 

not correctly managed  

- OR the waste is not contained to prevent access by 
animals or surface water or ground water  

- OR the storage is not covered to prevent windblown 
littering within the premises 

47 
(94%) 

22 
(73.3%) 

29 
(22.3%) 

8 
(20%) 

4 
(8%) 
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QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 2 

 

Safe segregated health care waste 
- There is a specific place for segregated storage of at 

least the three types of waste within the premises, 

- AND waste containers are appropriate, correctly 
labelled and correctly managed (as defined by JMP) 

- AND waste is contained to prevent access by 
animals or surface water or ground water  

- AND is covered to prevent windblown littering within 
the premises 

- AND is not accessed by waste pickers  

- AND sharps or infectious waste are not disposed in 
the sanitation facility 

     

Level 3 

Safely segregated and treated health care 
waste 

- As above, 

- AND waste containers emptied, cleaned and 
replaced (or disposed of) with regular and sufficient 
frequency 

- AND no solid waste is not disposed into the 
sanitation facility (i.e. pit latrine)  

- OR otherwise affecting the functionality of the 
sanitation system  

     

Level 4 

Safely segregated, treated and disposed 
health care waste 

- As above 

- AND there are appropriate treatment and disposal 
facilities in place for the quantity and nature of health-
care waste produced (in accordance with national 
guidelines) 

- AND the waste disposal zone is operated to prevent 
access by the public/ non-authorised people 

     

Total No. of each city health care facilities 50 30 130 40 50  

 

 

 

 

 

 

Likewise solid waste management, at present the 

scenario of health care waste management of the 

surveyed health care facilities in all cities is very 

frustrating and there is a huge gap for 

management of health care waste which needs 

immediate interventions to improve the situation. 

The table 12 represents that no health care 

facilities fall in upper level 4, so no facility has 

safe segregation, collection and disposal of health 

care waste facilities. The highest level in this 

indicator found only level 1, comprising a 

mentionable number of health care facilities like a 

total of 47 health care facilities (94%) in Kushtia, 

22 health care facilities (73.3%) in Jhenaidah, 29 

health care facilities (22.3%) in Khulna, 8 health 

care facilities (20%) in Jashore and Benapole, 

and 4 health care facilities (8%) in Gazipur.  

 

The health care facilities under this level have a 

specific place for segregated storage of at least 

the three types of waste within the premises, but 

Photo 6: Segregated health care waste storage of at least the 

three types of waste within the premises with appropriate, 

correctly labelled (as defined by JMP) but correctly managed 

and safe conveyance and disposal is yet big concern.  



 

51 
 

SUMMARY REPORT  

WASH IN HEALTH CARE FACILITIES IN BANGLADESH 
Policy review, stakeholders’ mapping and baseline census of six urban centres 

the waste does not remain contained and 

segregated because waste containers are not 

appropriate, not labelled or not correctly 

managed, waste is not contained to prevent 

access by animals or surface water or ground 

water; the storage is not covered to prevent 

windblown littering within the premises, or the 

storage allows for littering by waste pickers.  But 

most disappointing fact is that a significant 

number of health care facilities like a total of 3 

health care facilities (6%) in Kushtia, 8 health care 

facilities (26.7%) in Jhenaidah, 101 health care 

facilities (77.7%) in Khulna, a total of 32 health 

care facilities (80%) in Jashore and Benapole and 

46 health care facilities (92%) in Gazipur have 

fallen in level 0 which indicates that there is no 

place or provision for or evidence of segregated 

health care waste storage within the premises of 

theses health care facilities for at least the three 

types of waste.  

 
IMPACT INDICATOR 6: TIMELY SAFE 
AND EFFECTIVE REMOVAL (EMPTYING 
AND PIPED)  
 

The impact indicator 6 measures the health care 

facilities’ practices of timely safe and effective 

removal of faecal sludge under various level of 

importance with a lower level 0 to upper level 4. 

The lower level 0 indicates total unsafe removal of 

faecal sludge and the upper level 4 tends to show 

a safe and effective removal. However, the upper 

level 4 is divided into further three corresponding 

levels i.e. level 4A indicates only effective and 

safe removal, level 4B assumes safe removal 

connection to sewerage and, level 4C assumes 

safe and no removal is required yet (Table 13). 

 

Table 13: Impact indicator 6: Access to safe and timely emptying of on-site facilities.  
 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 

No containment 
- No toilet on the premises 

- OR toilet pan discharges directly into the 
environment (e.g. down hillside, into water) 

  
7 

(5.4%) 
2 

(5%) 
7 

(14%) 

Level 1 

Containment but no timely emptying 
- Containment exists but is no longer functioning 

and limited use (ie. is full, not flushing, 
overflowing) 

- OR Pits, holding tanks and septic tanks older than 
an agreed age have not been emptied within the 
calculated minimum emptying interval for the 
city/town 

- OR Emptying requires someone to enter the pit 

- OR Emptied sludge is discharged in the immediate 
living environment, e.g. open drains or uncovered 
shallow pit 

47 
(94%) 

29 
(96.7%) 

101 
(77.7%) 

28 
(70%) 

30 
(60%) 

Level 2 

Timely emptying 
- Pits, holding tanks and septic tanks older than an 

agreed age have been emptied within the 
calculated minimum emptying interval for the 
city/town 

- AND Emptying does not require someone to enter 
the pit 

- AND Emptied sludge is disposed safely in-situ or 
disposed safely into a conveyance/transporting 
device 

1 
(2%) 

 
5 

(3.9%) 
2 

(5%) 
4 

(8%) 

Level 3 

Timely emptying protecting service 
provider safety 
As above, 
-  AND personal protective gear is worn by all 
operators during emptying   
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QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 4a 

Timely and safe emptying  
As above, 

-  AND appropriate protocols are used to protect 
the users, by-standers and clean up the site. 
Disinfectant, cleaning materials and the 
opportunity for hand washing with soap are 
available. 
- OR composted material emptied (This considers 
the handling of the faecal waste).  

     

Level 4b 
Timely and safe emptying and sewerage 
connection existed (assumed) 

1 
(2%) 

1 
(3.3%) 

14 
(10.7%) 

 
7 

(14%) 

Level 4c 
Timely and safe emptying and no further 
action needed (assumed) 

1 
(2%) 

 
3 

(2.3%) 
8 

(20%) 
2 

(4%) 

Total No. of each city health care facilities 50 30 130 40 50 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Timely and safe removal is one of the most 

important task of faecal sludge management. 

However, the survey data suggests the limitation 

in health care facilities’ practices to timely and 

safe removal of faecal sludge. The Table 13 

shows that a majority of surveyed health care 

facilities in each city yet fall in only the level 1. A 

total of 47 health care facilities (94%) in Kushtia, 

29 health care facilities (96.7%) in Jhenaidah, a 

total of 101 health care facilities (77.7%) in 

Khulna, 28 health care facilities (70%) in Jashore 

and Benapole, and 30 health care facilities (60%) 

in Gazipur are now in this level 1 where 

containment exists but is no longer functioning 

and limited use (i.e. is full, not flushing, 

overflowing). Besides, pits, holding tanks and 

septic tanks are older than an agreed age, have 

not been emptied within the calculated minimum 

emptying interval for the city/town and for 

emptying requires someone to enter the pit. Other 

issue is that emptied sludge is discharged in the 

immediate living environment, e.g. open drains or 

uncovered shallow pit. Some health care facilities 

like 1 health care facilities (2%) in Kushtia, 5 

health care facilities (3.9%) in Khulna, 2 health 

care facilities (5%) in Jashore and Benapole and 

4 health care facilities (8%) in Gazipur fall in level 

2 where timely emptying is  

done within the calculated minimum emptying 

interval for the city/town, emptying does not 

require someone to enter the pit, and emptied 

sludge is disposed safely in-situ or disposed 

safely into a conveyance/transporting device.  
 

A very negligible number of health care facilities 

in Kushtia (1 health care facilities), Khulna (3 

health care facilities), Jashore and Benapole (8 

health care facilities) and Gazipur (2 health care 

facilities) fall in upper Level 4C which assumes 

that these facilities do timely and safe emptying 

and no further action needed (assumed). Besides 

the facilities have sewerage connection.  

However, most disappointing matter of fact that 7 

health care facilities (5.4%) Khulna, 2 health care 

facilities (5%) in Jashore and Benapole and 7 

health care facilities (14%) in Gazipur have no 

containment on the premises, or toilet pan 

Photo 7: Health care facility where 
Sewerage connection existed but 

sludge may be discharged in the 
immediate living environment due to 
poor maintenance. 
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discharges directly into the environment (i.e. 

down hillside, into water). 

 

IMPACT INDICATOR 7: SAFE 
CONVEYANCE  
 

The impact indicator 7 measures the health care 

facilities’ practices of safe conveyance of faecal 

sludge with different level of importance. The 

classification of different levels starts with lower 

level 0 which indicates the partial or total unsafe 

conveyance of faecal sludge with the 

characteristics of no containment, no emptying 

facility and no conveyance, while the upper level 

4C) tends to show no conveyance required yet as 

safe conveyance and disposal in agreed location 

is carrying out.  

 

Table 14: Impact indicator 7: Access to safe conveyance (with disposal in agreed location). 
 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 
No containment, emptying or no 
conveyance 

16 
(32%) 

12 
(40%) 

92 
(70.8%) 

28 
(52.5%) 

33 
(66%) 

Level 1 

Partial conveyance 
Only part of the faecal waste is taken off-site 
because: 

- OR Connection to sewer or drain is broken or 
damaged within the property 

- OR The HCF reports that sewage backflows into 
toilet or overflowed into property in the last year 

- OR On-site containment has cracks, or otherwise 
leaks into the living environment 

1 
(2%) 

 
2 

(1.5%) 
 

4 
(8%) 

Level 2 

Unsafe conveyance (leakages) 
All faecal waste is conveyed off-site, 

- HCFs’ connection to sewer is in good condition 
and no reports of backflow or overflow, and/or 
onsite containment is functioning correctly.  

- AND HCFs or service operator reports that 
blockage or multiple pumps are not operating 

- OR Faecal sludge transporting devices leak during 
transport 

33 
(66%) 

18 
(60%) 

35 
(26.9%) 

5 
(12.5%) 

5 
(10%) 

Level 3 

Safe conveyance  
Faecal waste is conveyed off-site and conveyed to 
approved disposal or treatment site 
As above, 

- AND HCF or service operator reports that there are 
infrequent issues with leakage, overflow, blockage 
or pump operation (infrequent= only during extreme 
weather events) 

- OR Faecal sludge transporting devices do not leak 
during transport and are properly covered during 
transport 

     

Level 4 
Safe conveyance and disposal in agreed 
location 

- waste to approved disposal or treatment  

  
1 

(0.8%) 
7 

(17.5%) 
8 

(16%) 

Total No. of each city health care facilities 50 30 130 40 50 

 

The table 14 depicts very disappointing statistics 

regarding the safe conveyance of faecal sludge 

by the surveyed health care facilities in all cities. 

At present, a very negligible number of health 

care facilities only in three cities like 1 health care 

facility (0.8%) in Khulna city corporation area, 7 

health care facilities (17.5%) in Jashore and 

Benapole and Benapole and only 8 health care 

facilities (16%) in Gazipur do safe conveyance of 

faecal sludge and dispose in agreed location.  

 

As shown in Table 14, except Kushtia and 

Jhenaidah, a significant number of health care 

facilities in other 4 cities, i.e. a total 92 health care 

facilities (70.8%) in Khulna, 28 health care 

facilities (52.5%) in Jashore and Benapole, and 
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33 health care facilities (66%) in Gazipur fall in 

level 0, indicates that these health care facilities 

do not have containment, and no emptying or no 

conveyance is done. Besides, toilet pan 

discharges directly into the environment (e.g. 

down hillside, into water). However, if 

containment exists but is no longer functioning 

and limiting use (i.e. is full, not flushing, 

overflowing). Pits, holding tanks and septic tanks 

of these health care facilities are older than an 

agreed age have not been emptied within the 

calculated minimum emptying interval for the 

city/town. Moreover, emptied sludge is 

discharged/ dumped in the immediate living 

environment, e.g. open drains or uncovered 

shallow pit. In Kushtia and Jhenaidah, a total of 

16 health care facilities (32%) and 12 health care 

facilities (40%) respectively fall in level 0.  

 

Compare to other cities, a good number of health 

care facilities in Kushtia (33 health care facilities 

which constitute about 66%) and Jhenaidah (18 

health care facilities which represents about 60%) 

comprises level 2 which indicates that health care 

facilities do conveyance faecal sludge but in very 

unsafe ways. All faecal waste is conveyed off-site 

and have connection to sewer is in good condition 

and no reports of backflow or overflow, and/or 

onsite containment is functioning correctly.  

 

However, health care facilities or service operator 

reports that there are repeated issues with 

leakage, overflow, blockage or multiple pumps 

are not operating. Besides, faecal sludge 

transporting devices may have leakage so during 

transporting faecal sludge may come in the 

immediate living environment. In Khulna there are 

35 health care facilities (26.9%), in Jashore and 

Benapole 5 health care facilities (12.5%) and in 

Gazipur a total of 5 health care facilities (10%) 

also fall in this level and carry same practices.  

 

IMPACT INDICATOR 8: SAFE 
TREATMENT, DISPOSAL AND RE-USE 
OF FAECAL SLUDGE  
 

Safe treatment and disposal of faecal sludge is 

very important for reducing the environmental and 

health related threat. Besides, access to re-use of 

the human waste opens up possibility. The impact 

indicator 8 measures the surveyed health care 

facilities’ practices of safe treatment, disposal or 

reuse of faecal sludge, categorized by five levels 

ranging from lower level 0 to upper level 4. The 

lower level 0 indicates that no containment, no 

conveyance and faecal sludge remains in direct 

living environment. On the other hand, the upper 

level 4 of the indicator tends to show a safe 

treatment or disposal. The findings of the survey 

is given in Table 15.   

 

Table 15: Impact indicator 8: Provision of safe treatment, disposal and reuse of faecal sludge. 
 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 

No containment, emptying, conveyance or 
designated disposal site 

- Toilet pan discharges directly into the environment 
(e.g. down hillside, into water) 

- OR Containment exists but is no longer functioning 
and limiting use (i.e. is full, not flushing, 
overflowing) 

- OR Pits, holding tanks and septic tanks older than 
an agreed age have not been emptied within the 
calculated minimum emptying interval for the 
city/town 

- OR Emptied sludge is discharged/ dumped in the 
immediate living environment, e.g. open drains or 
uncovered shallow pit 

- OR There are no records or evidence of discharge 
of faecal waste to approved disposal or treatment 

- OR There is no designated disposal site or 
treatment plant 

16 
(32%) 

12 
(40%) 

92 
(70.8%) 

28 
(52.5%) 

37 
(74%) 
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QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 1 

Intended disposal or treatment process is 
unknown or non-functional 

- Unknown treatment or formal disposal site. 
- Treatment or disposal site exists but is not 

functional or not in use 
 

34 
(68%) 

18 
(60%) 

37 
(28.5%) 

5 
(12.5%) 

5 
(10%) 

Level 2 

Unsafe disposal or unsafe treatment 
The assessment of both solid and liquid fraction in 
matrices is classified as not safe. 
- OR the treatment it not fully operational (part of the 
inflow by-passes, significant structural damage or 
not all steps in the treatment process are in use) 
- OR the site is not fenced and protected for entry of 
general public and animals  

     

Level 3 

Partially safe treatment 
The assessment of one of solid and liquid fraction in 
matrices is classified as not safe. 
- OR both are classified as safe, but the site is not 
fenced and protected for entry of general public and 
animals 

     

Level 4 

Safe treatment 
- The assessment of both the solid and liquid fraction 

in matrices is classified as safe  

- And the site is fenced and protected for entry of 
general public and animals 

  
1 

(0.8%) 
7 

(17.5%) 
8 

(16%) 

Total No. of each city health care facilities 50 30 130 40 50 

 

Table 15 shows a very frustrating scenario about 

the provision of safe treatment, disposal and 

reuse of faecal sludge of the surveyed health care 

facilities. The survey found that a significant 

number of health care facilities in four cities i.e. 92 

health care facilities (70.8%) in Khulna, 28 

facilities (52.5%) in Jashore and Benapole and 37 

health care facilities (74%) in Gazipur fall in lower 

level 0 which indicates that there is no 

containment, emptying, conveyance or 

designated disposal site in these health care 

facilities. Toilet pan discharges of these facilities 

directly into the environment (i.e. into water) or if 

containment exists there is no longer functioning 

and limiting use (i.e. is full, not flushing, 

overflowing), or pits, holding tanks and septic 

tanks older than an agreed age have not been 

emptied within the calculated minimum emptying 

interval for the city/town. The human waste is 

discharged directly into the environment (street, 

open pit, pond, river, water way, open or closed 

drain), or onsite facilities is not emptied but 

outside emptying threshold (assumed to be 

leaking) and emptied (untreated) sludge is 

disposed in immediate living environment. In 

other two cities, a total of 16 health care facilities 

(32%) in Kushtia and 12 health care facilities 

(40%) are practicing the same. However, a good 

number of health care facilities in these two cities 

fall in Level 1, which indicates that treatment or 

disposal site exists but is not functional or not in 

use. The survey reveals that a negligible number 

of health care facilities in three cities, i.e. 1 health 

care facilities (0.8%) in Khulna, 7 health care 

facilities (17.5%) in Jashore and Benapole, and 8 

health care facilities (16%) in Gazipur fall in upper 

level 4 where safe treatment and disposal of 

faecal sludge is practiced. The sites usually is 

fenced and protected for entry of general public 

and animals.  

 

ADDITIONAL IMPACT INDICATOR: 
WATER SUPPLY IN HEALTH FACILITIES  
 

This indicator is included to provide the basic 

information about water supply coverage in health 

facilities. The indicator is divided in three levels: 

the lower level 0 indicates no water supply 

services; Level 1 represents unimproved/limited 

water supply service; and the upper level 2 

comprises those health care facilities who have 

basic water supply services. The findings is given 

in Table 16. 
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Table 16: Additional impact indicator: Water supply in health care facilities. 

QS LEVEL 

No. of Health Care Facility and (%) 

Kushtia Jhenaidah Khulna 
Jashore and 

Benapole 
Gazipur 

Level 0 No water supply services       

Level 1 
Unimproved/limited water supply 
services 

18 
(36%) 

15 
(50%) 

1 
(0.8%) 

 
1 

(2%) 

Level 2 Basic water supply services   
32 

(64%) 
15 

(50%) 
129 

(99.2%) 
40 

(100%) 
49 

(98%) 

Total No. of Health Care Facility 50 30 130 40 50 

 
 

The survey reveals that all the surveyed health 

care facilities have water supply services either 

unimproved/limited or basic level supply services. 

Among the cities, 100% health care facilities in 

Jashore and Benapole and about 99.2% (a total 

of 129) health care facilities in Khulna and around 

98% (a total of 49) health care facilities in Gazipur 

have basic water supply. In other cities, a total 32 

health care facilities (64%) in Kushtia and 15 

health care facilities (50%) in Jhenaidah fall in this 

level 2, having basic water supply services. 

Drinking water from an improved source is 

available at these health facilities at the time of 

the survey with the source being located on the 

premises of the health facilities, and water is also 

observed at the time of the survey. However, a 

significant number of health care facilities in 

Jhenaidah and Kushtia that are respectively 15 

(50%) and 18 (36%) health care facilities still have 

unimproved/limited water supply corresponding 

the level 1 of this indicators. It indicates that these 

facilities have either unprotected dug well/bore 

hole or water supply depends on piped supply but 

outside of the buildings.   

 
 

OVERALL WASH SITUATION IN SIX URBAN CENTRES AND 
PRIORITY INDICATORS FOR IMMEDIATE ACTION 
 
This section presents overall situation of WASH in 

surveyed health care facilities in six urban centres 

based on the aggregated data (Figure 4) and 

recommended the priority indicators (Table 17) 

those needs immediate actions for at least one 

level of improvement. The aggregated data here 

is presented in percentage and on indicator basis 

with different levels of situation. Priority indicators 

have been determined where lower the levels 

higher the priority of intervention needed. Going 

through the findings it is understood that there is a 

massive need for site-based WASH interventions 

and then ensure effective monitoring system for 

proper maintenance. Particularly, very strong 

entry points for majority of the health care 

facilities in WASH intervention are sanitation, 

mensural hygiene, and proper management of 

both solid and medical wastes. The baseline 

reveals that six impact indicators are needed to 

be prioritized in immediate basis in order to 

improve, at least one level of WASH situation of 

the health care facilities in six urban centres. The 

indicators are: i) Impact indicator 1: Access to a 

sanitary facility; ii) Impact indicator 3a: Hand 

washing with soap after defecation; iii) Impact 

indicator 3b:  Hand hygiene with soap at the point 

of care; iv) Impact indicator 4:  Menstrual hygiene 

management (MHM); v) Impact indicator 5b: 

Management of health care waste; and vi) Impact 

indicator 6: Timely safe and effective removal of 

faecal sludge.  
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7.67%
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1.33%
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4.67% 5.33% 5.33%

27.34%

Indicator 1 Indicator 2 Inidcaor 3A Indicator 3B Indicator 4 Indicator 5A Indicator 5B Indicator 6 Indicator 7 Indicator 8

Level 0 Level 1 Level 2 Level 3 Level 4 No Data

Figure 4: Overall Situation of WASH in six towns Health Care Facilities.  
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Table 17: Overall WASH situation of the surveyed health care facilities and the Priority indicators for further improvement.  

 

Impact 
Indicators 

Level 0 Level 1 Level 2 Level 3 Level 4 No Data 

 

Improvement 
Priority  

 

Comments  

Impact 
Indicator 1: 

Access to 
Sanitation 
Facility 

No toilet  
Limited/ 

unimproved 

toilets 

Improved toilets  
Improved with 

fly 

management 

Environmental 
safe sanitation 

facilities 

 

High 

99.3% health care facilities are now in level 1 only, 
having unimproved toilet facilities. No health care 

facilities fall in upper level. Toilets are though 
functional, fly management, gender segregated 

toilets, toilets for staffs and doctors are significantly 
absent. Need high priority to improve situation.  

0.7% 99.3%     

Impact 
Indicator 2: 

Hygienic use, 
and 
maintenance of 

the toilet 

Toilet is not 
in use as a 

toilet  

Toilet in use 
as a toilet  

Functional 
toilets with no 

cleanliness and 

privacy 

Functional and 
clean toilet  

Functional, 
clean toilet with 

privacy 

 

Low 

Overall condition of the toilets in terms of hygienic 
use and maintenance are in very good condition as 

about 57% toilets now under at highest level 4, 
where functional, clean toilet with privacy are 

existed.     0.3% 3.7% 35.3% 3.7% 57%  

Impact 
Indicator 3A: 
Hand washing 
with soap after 

defecation 

No hand 
washing 

station in the 

premise  

Hand 

washing 
stations 

without soap 

  

Hand washing 

station with 
soap but hands 
touching water 

in storage  

Hand Washing 

Station with 
soap, hands 
not touching 

water in 
storage 

Washing 
station with 
permanent 

water 

 

High 

Need high attention as more than 61% of health 
care facilities have hand washing with soap but 

hands touching water storage that contaminated the 
water, no health care facilities has hand washing 

station with permanence  
12% 26.3% 61.7%    

Impact 
Indicator 3B: 
Hand hygiene 

with soap at 
point of care 

No hand 
washing 

stations  

Hand 
Washing 
Station 

without soap 
 

Hand Washing 
Station with 
soap, hands                 

touching water 
in storage  

Hand Washing 

Station with 
soap, hands 

not               

touching water 
in storage   

Hand washing 
stations with 
permanence 

 

Did not 
measured 
(diagnostic 

Centre):  High 
This indicator needs urgent attention as only 2% 

health care facilities have provision of handwashing 

station with permanence at the point of care.    

20.3% 3.3% 45.3% 1.7% 2% 27.3% 

Impact 
Indicator 4: 
Menstrual 

hygiene 
management  

No facility 
for MHM  

Unsafe and 
inadequate 

MHM 

facilities 

Safe MHM 
facilities but not 

adequately 

Safe and 
adequate MHM 

facilities 

Safe facility for 
MHM with 

provisions for 

adequate final 
disposal 

 

High 

The scenario of MHM is found most alarming as 

near about 60% facilities have no provision for 
MHM. Only 1.3% have safe facility for MHM with 
adequate disposal of sanitary napkins/materials 

used.  59.7%   33.3% 3.3% 2.3% 1.3%  
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Impact 
Indicators 

Level 0 Level 1 Level 2 Level 3 Level 4 No Data 

 

Improvement 
Priority  

 

Comments  

Impact 

Indicator 5A: 
Premise level 
solid waste 

management 

No place for 
segregated 

storage of 
solid waste 

at the 

premises 

Place for 
storage the 

premises  
with littering 

management 

Place for 
segregated 
storage at 

premises with 
containment 

and 

segregation 

Adequate 
internal 

transport and  

storage of solid 
waste 

management at 

the premises 

Have adequate 
storage, 

collection 
and disposal 

facilities at the 

premises 

 

Low 

Solid waste management situation is overall good 
as around 68% health care facilities have in house 

have adequate storage, collection and disposal 
facilities at the premises level. Compare to other 

indicators this indicator need less attention at 
present. But proper monitoring should be ensured 

and take action for those health care facilities those 
still at level 0 and level 1 at least uplift them into 

level 2 to level 3  3.3% 25% 0.7% 3.3% 67.7%  

Impact 
Indicator 5B: 
Management of 
health care 

waste 

No specific 

place and 
no 

segregation 

health \care 
waste 

 

Unsafe 

health care 
waste 

management 

(segregated 
but not safe 

storage)  

Safe 
segregated 

health care 
waste 

Safely 
segregated and 

treated health 
care waste 

Safely 
segregated, 
treated and 

disposed health 
care waste 

 
High 

This is most priority area of further improvement 
with immediate action as 100% health care facilities 

are fallen at only two lower levels. 63.3% have no 
specific place and no segregation health care waste 

and rest of the 36.7% facilities have unsafe 
management where segregated collected but not 

safe storage facilities   63.3% 36.7%     

Impact 

Indicator 6: 
Timely safe and 
effective 

removal of 
faecal sludge 

No 
containment 

for faecal 

sludge 

Storage 

facility with 
containment 

but no 

effective 
removal 

Take measures 
for timely 

emptying 

Have safe, 
removal 

connection to 

sewerage 
system 

No removal 
required yet, 
within timely 

emptying 

 
High 

The facility for timely safe and effective removal of 
faecal sludge has also found very limited as more 

than 78% health care facilities have Storage facility 
with containment but no effective and timely 

removal. Moreover, 5.3% have no containment. 
Need priority basis actions for improving the 

situation.  5.3% 78.3% 4% 7.7% 4.7%  

Impact 
Indicator 7: 
Safe 

conveyance of 
human waste 

No 

containment
, emptying 

or no 

conveyance  

Partial 
conveyance:  

Unsafe 
conveyance  

Safe 
conveyance 

Safe 

conveyance 
and disposal in 
agreed location  

 

Medium 
The Indicator 7 (Safe conveyance of human waste) 
and Indicator 8 (Safe treatment, disposal, and re-
use of human waste) are directly interrelated with 

previous indicator 6. Improving the facility of timely 
safe and effective removal (indicator 6) will lead the 

improvement of these two provisions of safe 
conveyance and safe treatment, disposal and reuse 

option of human waste.  

60.3% 2.3% 32%  5.3%  

Impact 
Indicator 8: 
Safe treatment, 

disposal, and 
re-use of human 
waste 

No 
containment

, emptying, 
conveyance 

or 

designated 
disposal site  

Intended 
disposal or 

treatment 
process is 

unknown or 

non-
functional  

Unsafe 
disposal or 

unsafe 

treatment 

Partially safe 
treatment 

Safe 

conveyance 
and disposal in 
agreed location 

 

 

Medium 

61.7% 33%   5.3%  
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INFOGRAPHIC VIEW OF WASH IN HCFs IN SIX URBAN CENTRES IN BANGLADESH 
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5. SUMMARY OF CITY SPECIFIC WORKSHOPS OUTCOMES 
 

 

As a part of the project activity, SNV arranged 

each city level workshops to disseminate the 

findings of the baseline on WASH in health care 

facilities to the respective city authorities and 

related stakeholders. In section 1, it has stated 

that the aim of these workshops was to advocate 

city health authorities on current practices and 

public health/environmental risks of non-proper 

WASH facilities and operation in health care 

facilities in their respective city and to support 

health care to develop WASH action plan in their 

facilities. In such context, city specific workshop 

arranged in five cities (as Benapole merged with 

Jashore). Details of the workshop is given in 

ANNEX II to ANNEX VI.  

 

 

Photo 8: Snapshots of City Specific Workshops 
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The workshops include keynote presentation 

followed by participants’ feedback on how to 

improve WASH condition of the health care 

facilities in their respective area. WASH and 

health professionals from different organizations, 

governments, academia, NGOs and donors 

voiced commitment to raise awareness, build 

political will, mobilize resources and support 

actions to improve the situation in low resource 

settings. At all meetings at five workshops’ 

participants identified actions which were 

organized into four broad themes: policies and 

standards; coverage targets; improving WASH 

services; and monitoring and operational 

research. The major specific activity 

recommendations for improving WASH in health 

care facilities from each workshop are given in 

Table 18. 

 

 

Table 18: Recommendations by the participants in six city specific workshops. 
 

Activity Recommendations for improving WASH in Health care facilities Recommended City 

Development of Policy and Strategy for WASH in HCFs Khulna, Gazipur, Kushtia 

Awareness raising and capacity building of all relevant stakeholder 
Khulna, Gazipur, Kushtia, 
Jashore and Benapole, 

Jhenaidah 

Awareness raising of the proprietor of the Private HCFs Jashore and Benapole 

People’s awareness raising on WASH in HCF 
Khulna, Gazipur, Kushtia, 
Jashore and Benapole, 

Jhenaidah 

Formation and activating a coordination body on WASH in HCF at national level Jashore and Benapole 

Awareness raising on WASH in HCF through different media Khulna 

Sensitize at all level stakeholders Khulna 

Conduct facility based need assessment Jhenaidah, Gazipur 

Formation and make functional of IP and waste management committee under mayor 
with different department and organizations 

Kushtia 

Effective administrative and management are needed in every HCF for improving and 
ensuring WASH at HCF level 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

New laws related to ensure WASH in HCFs should be introduced as immediately Kushtia 

Like Dhaka medical college hospital, a PWD unit can be established in Shahid 
Tazuddin Medical College at Gazipur 

Gazipur 

Authority needs to inspect WASH condition of every HCF at least one time in every 6 
months 

Kushtia 

Supply of safe drinking water should be ensured at every HCFs 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Separate toilets for women needed to be established in every HCFs Khulna, Jhenaidah 

Toilets in public hospitals need to be improved as immediate as their condition is 
comparatively bed from private clinics 

Gazipur 

WASH Focal person at each HCF level should be assigned immediately with specific 
TOR 

Khulna, Jashore and 
Benapole, Kushtia, 

Jhenaidah 

Proper measures should be taken to remove water logging at toilet floor Gazipur 

Low cost plastic water tap could be the good solution to be make them safe from 
stolen 

Gazipur 
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Activity Recommendations for improving WASH in Health care facilities Recommended City 

Ensure MHM along with proper monitoring needed to be ensure that each HCF 
maintain this facility 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Keeping proper bins for safe disposal of sanitary napkins at female toilet of every HCF 
Khulna, Jhenaidah, Gazipur, 

Kushtia, Jashore and 
Benapole 

Disposal of faecal sludge of HCFs into cannel or river must be stopped Gazipur 

City corporation needs to develop WASH monitoring checklist for HCF and then 
monitor every HCF through the checklist 

Khulna 

Development of harmonised monitoring system for WASH in HCF 
Kushtia, Khulna, Jhenaidah, 

Gazipur 

Follow the building code and ensure the ratio of 1 toilet for 8 person 
Khulna, Jashore and 

Benapole 

Every HCFs should place guidelines for proper uses of toilet Gazipur 

Sharp health waste must be destroyed by sharp pit till establishing any incinerator Gazipur 

Trained staffs for ensuring improved WASH condition of every HCF 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Take proper actions to reduce the bed odour inside the HCF Jhenaidah 

City corporation should arrange publicity on WASH in HCF Khulna, Kushtia 

City authority need to take initiative for ensuring universal accessibility Khulna 

Every HCF should have septic tank and at least in every year septic tank should be 
cleaned 

Jhenaidah 

Mandatorily  each public and private HCF needs to improve their toilets for the 
patients and attendants 

Khulna, Kushtia, Jhenaidah 

Provision of keeping soap/liquid at every toilets must be ensured, if necessary by 
enforcing law and punishment 

Kushtia, Jashore and 
Benapole 

City corporation/Municipality and health department need to Increase the monitoring 
system 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Direct connection to dispose faecal sludge into the drain should be disconnected and 
authority should ensure availability of vacuum tank services in cheap cost for proper 
transportation and disposal of faecal sludge 

Khulna, Jhenaidah 

Clean up the sewerage drains regularly Gazipur 

Number of Cleaning staffs at HCFs should be increased Gazipur, Jhenaidah 

Staff capacity for medical waste treatment should be increased Kushtia 

Civil surgeon office should come and collaborate with municipality for medical waste 
treatment 

Kushtia 

Municipality should monitor WASH condition even at private level HCF at regular 
interval 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

At HCF level, regular monitoring and supervision of WASH condition needs to be 
ensured 

Khulna 

Coordination between municipality and HCFs for solid waste management needs to 
be strengthened 

Kushtia 

Incinerator should be established 
Khulna, Jhenaidah, Gazipur, 

Kushtia, Jashore and 
Benapole 

City corporation/Municipality authority needs to take the proper imitative to safe 
collection, transportation and disposal of medical waste 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 
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Activity Recommendations for improving WASH in Health care facilities Recommended City 

Training should be introduced for all government and private officials working at HCF 
on WASH 

Gazipur 

Ward wise WASH improvement plans should be introduced Gazipur 

Preparation and implementation of need based plan of actions for 

WASH in HCF 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

More training and workshop for the staffs, doctors, nurses and even for the patient and 
their attendants need to be arranged in regular basis 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Community based awareness programmes can create public awareness on proper 
WASH practices 

Gazipur 

Keep provision of running water and soap (if possible to set up permanent hand 
washing stations) at every toilets in every HCF 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Running water provision must be ensured at the point of care at every HCF 
Khulna, Jhenaidah, Gazipur, 

Kushtia, Jashore and 
Benapole 

Basic sanitation materials for staffs, doctors and nurses must be provided in adequate 
amount 

Kushtia 

Sufficient cleaning staffs for regular cleaning of HCF toilets and other WASH related 
facilities 

Khulna 

Both Outdoor and indoor toiles needed to be gender segregated Khulna, Jhenaidah 

Every HCF needs to allocate sufficient budget for improving their WASH/IPC 
infrastructure 

Khulna, Gazipur 

Proper utilization of allocated budget of WASH in HCF need to be ensured Jashore and Benapole 

Advocacy for WASH specific budget Jhenaidah 

Allocation of funds based on local needs (geographical area, local needs, hard to 
reach area etc.) 

Jashore and Benapole 

Every HCF needs to keep sufficient number of colourful disposable bins and take 
necessary steps to make sure their proper uses 

Khulna 

Arrange surprise visit by the city authority/health department to HCFs to monitor their 
WASH condition. Provision for punishing them also needed if found worse condition 

Khulna 

Amount of medical waste production at each HCF level needs to be measured then 
take proper action for their safe conveyance and disposal 

Kushtia 

Video documentation on WASH may be show at every HCF along with good poster on 
WASH practices may be hanged at different places at every HCF 

Khulna 

Renovation of all old and damaged WASH infrastructure in particularly toilets in order 
to make them improved toilets 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

If any HCF failed to maintain proper WASH facility at their facility level, provision for 
warning, punishment (i.e. fining lump sum amount) and even cancel the license 

Khulna 

Low cost and easy cleaning system should be introduced to clean the toilets Kushtia 

Creating awareness on Health Hygiene 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Coordination needed to be strengthened among all concern authorities for ensuring 
WASH in HCFs 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 

Segregated collection mechanism should be ensured for primes level segregated 
medical waste 

Khulna, Jhenaidah, Gazipur, 
Kushtia, Jashore and 

Benapole 
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 6. SUMMARY OF NATIONAL  

WORKSHOP OUTCOMES  

 

As per the objectives, after conducting five city 

level workshops, finally SNV arranged a national 

workshop on WASH in Health care facilities, 

which was held in Hotel intercontinental, Dhaka 

on 4th March 2020. The purpose of the national 

workshop was essentially to disseminate the 

findings of the policy review, stakeholders’ 

analysis of the WASH in health sectors of 

Bangladesh and baseline census conducted on 

WASH in Health care Facilities in 6 Urban Towns 

of Bangladesh. The Workshop is attended by 47 

participants from different Government agencies 

and NGO. Mr. Md. Ashadul Islam, Secretary, 

Health Services Division, Ministry of Health and 

Family Welfare was present as the Chief Guest of 

the Workshop and the workshop was chaired by 

Dr. Aminul Hassan, Director -Hospitals & Clinics, 

focal person QIS & Member Secretary of National 

Technical Committee on WASH The Workshop 

was well covered by national print-media. Article 

on the Workshop published in the daily Prothom 

Alo is placed as Annex VII.  

 

PROCEEDINGS OF THE WORKSHOP  

At the very beginning of the Workshop, one video 

was screened. In the Video, 14/15 people were 

asked a question “where the poop is going?” 

However, unfortunately, none of them have clear 

idea about where the poop is going. Most 

interestingly, they thought that it is a funny 

question. After the video, Mr. Marc Pérez Casas, 

WASH Sector Leader, SNV Netherlands 

Development Organisation, presented the Urban 

Sanitation Programme and its approach which is 

being implemented by SNV at six urban centres. 

As part of this programme this policy review and 

baseline was conducted at six districts. He said 

that WASH in HCFs, includes 5 aspects: Water; 

Sanitation; Hand hygiene; Cleanliness; and 

Infection prevention and control (IPC). He also 

mentioned that, SNV follows “Urban Sanitation & 

Hygiene for Health and Development (USHHD)” 

approach to implement urban sanitation 

programme. In Health care facilities, SNV works 

on following objectives: i) Integration of WASH in 

health sector systems: improved integration of 

WASH in the relevant policies, guidelines, and 

protocols and monitoring of the health sector; ii) 

Governance for WASH in HCFs: Strengthen the 

sub-national governance supporting quality of 

WASH services in HCFs; and iii) WASH services 

and cleanliness at HCFs: Improvement on 

management of access to WASH in health care 

facilities.  
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Photo 9: Snapshots of National Workshop 

 

After Mr. Marc’s presentation, Dr. A. J. Faisel, 

former Country Representative of Engender 

Health Bangladesh and a Public Health Specialist 

and Professor Dr. Mohammad Nayeem Aziz 

Ansari, Department of Geography and 

Environment, Jahangirnagar University  

presented the keynote. The keynote comprises 

the finding of policy review, stakeholders working 

in health sector WASH (see summary of 

outcomes in section 3 of this report) and the 

baseline census findings of WASH in Health care 

facilities in six cities surveyed under the SNV’s 

Urban Sanitation programme (see, summary of 

baseline findings in section 4 of this report).    
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After the keynote presentation, Mr. Md. Abdul 

Hakim Mojumder, Additional Secretary, and 

Project Director, Urban Primary Health Care 

Service delivery, Project-2, of MoLGRDC, the 

Special Guest of the Workshop then delivered his 

speech. He emphasized on health education 

program for behavioural change and also 

awareness raising for proper using of toilet. He 

also mentioned that we have to go for 

implementation of all the appropriate measures of 

WASH.  

 

In next to special guest speech, in his speech the 

Chief Guest Mr. Md. Ashadul Islam, Secretary, 

Health Services Division, Ministry of Health and 

Family Welfare thanked SNV for the conducting 

such important and timely approached study. He 

said that this study would help in framing and 

shaping relevant Govt. policy in the field of 

WASH. He also invited for advice/ input from the 

audience/ experts for developing and effective 

managing the Health Care Facilities in order to 

promote WASH.  

 

PANEL DISCUSSION  

 

At panel discussion session then took place. 

Three speakers were placed there discussion on 

overall findings of the baseline findings and what 

to need for improving overall situation of the 

health sector WASH. The discussers were: i) 

Professor M A Faiz, former DG, DGHS; ii) 

Professor Md. Sayeedur Rahman, Chairman, 

Pharmacology Dep’t of BSMMU; and iii) Mr. Alok 

Mojumder, Country Coordinator, Dutch WASH 

Alliance, Bangladesh at Simavi, the Netherlands.  

 

In his discussion, Prof. M A Faiz said that WASH 

is a right based approach. HCF should have 

excellent WASH facilities so that it can be a 

centre of excellence for the community. The 

different stakeholders who manages the Health 

care Facilities have very vital role to play. The 

HCFs are places where sick and normal people 

all come. We all need to keep in mind that normal 

people coming to the HCFs should fall sick and 

one of the best possible ways to avoid 

transmission of infection is to maintain high 

standard of water, sanitation and hygiene. He 

spoke very high of SNV who took up the 

responsibility of surveying the WASH in the 

Health care Facilities. The findings will give lot of 

ideas to the Health policy makers and program 

managers.  

 

Prof. Md. Sayeedur Rahman discussed about 

antimicrobial resistant. He said that if hospital 

wastes are not disposed off properly, it can cause 

serious problem, particularly if faecal sludge of 

the patients mixed up with the public waste 

disposal it may cause rapid spread of diseases 

throughout the city. Significantly, this spread 

could develop antimicrobial resistant. He also 

mentioned that if HCF could maintain WASH 

properly, it will help reducing the rate of hospital 

acquired infections.  

 

Mr. Alok Mojumder underscored the need for 

effective HCF into different level, such as tertiary 

level, secondary level, primary level and private 

clinic level. He also emphasized on providing with 

hygiene education to promote healthy practices 

i.e., proper washing of hands. In fact, WASH is 

essentially shaped by behavioural change. He 

added that accessibility of toilet facilities needs to 

be improved as rightly flagged in the guideline.  

 

OPEN DISCUSSION SESSION  

 

After panel discussion the floor has opened to the 

participants for giving their opinion. Mr. Nurullah 

Awal, Health Advisor, WaterAid said that if we 

could build sanitation complex at HCF, it will be 

easy to maintain it. He also requested for a 

separate wing of WASH at DGHS for a well-

coordinated approach involving all the NGOs who 

are working on WASH. Another participants, Mr. 

Shahidul Islam of SNV requested for a standard 

guideline for patient – toilet ratio in all level of 

Health care facilities. He also pointed out that for 

better result on WASH project, coordination 

among various Ministries is essential. The 

Executive Engineer, PWD Mr. S.M. Sadequl 

Islam, informed the audience that new microwave 

technology is introducing as hospital waste 

disposal system in all medical college hospitals, 

which will reduce the infection rate at hospitals. 
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WORKSHOP CLOSING SESSION  

 

Chairperson of the Workshop, Dr. Aminul Hassan, 

Director -Hospitals & Clinics, focal person QIS & 

Member Secretary of National Technical 

Committee on WASH then rapped up the 

workshop by giving his speech. He briefed that 

the Govt. has already formed the National 

Technical Committee for WASH. This Committee 

has already developed a Strategy for WASH, 

approving the national WASH standard, as well 

as relevant implementation plan. He emphasized 

on effective and meaningful implementation of the 

said plan and strategy for achieving the SDG. He 

added in his speech that in Bangladesh there is a 

national Sepsis Alliance, which has been working 

in two areas one in community level and other in 

the HCF level. Needless to mention that in the 

community level, this sepsis alliance essentially 

focuses on WASH standard to effectively avoid 

sepsis. Regarding the plan which is chalked out 

by the National Technical Committee (NTC) for 

WASH, the Chairperson mentioned currently the 

Mid Term Review (MTR) of the Health Sector 

program is underway. After the expected report 

that would be generated out of this Workshop 

should be shared with NTC and they will compile 

key findings and will incorporate their views and 

share with MTR members. Finally he thanks , for 

such superb initiatives.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Photo 10: News coverage of SNV organized National Workshop on  
WASH in Health care facilities in six towns of Bangladesh 
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RECOMMENDATIONS COMING OUT OF THE WORKSHOP 
 

Some of the recommendations thus came into forward in order to improve the WASH in health care facilities 

and in particularly in urban areas of Bangladesh:  

  

I.  Conduct a national Baseline Study to better understand and address the current status of WASH in 
health care facilities 

II.  Address the contributing factors of the urban-rural divide, in context of WASH in health care facilities 

III.  Set National standards for WASH in Health care facilities as necessary for aligning with the global effort 
aimed at this issue 

IV.  Allocate more public finance for WASH in health care facilities and ensure its proper channeling and 

utilization 

V.  Clarifying the roles and responsibilities of relevant stakeholders involved in urban WASH issues and 
enhance coordination 

VI.  Strengthening coordination with City Corporation/Municipality for medical and solid waste management 
and faecal sludge management, if possible link up with forward thinking private sector partners in this 
regard 

VII.  Renovation of toilet as per standard e.g. gender separated and patient-staff separated toilet, and 
ensuring MHM in the female toilets 

VIII.  Develop Operation and Maintenance manual/guideline on WASH both for public and private facilities 

IX.  Formation of District Committee like the National Technical Committee on WASH 

X.  Develop monitoring indicators and systems to be used country wide 

XI.  Arrange training for health authority and hospital management and providers 

XII.  More initiatives for awareness raising of the common people should be undertaken in proper use of 

the toilet facilities at the HCFs 

 

7. OVERALL DISCUSSIONS AND CONCLUSION  

From the review of policy documents, the study 

reveals that there are limited focus on WASH in health 

care facility in policy papers. The government’s 

policies prioritized more on water supply and 

sanitation, public hygiene, FSM, public toilets, 

improved service coverage and service level, and 

sanitation in schools. The study found that there were 

no planned budget/funds especially mentioned in the 

policy documents allocated for maintaining and 

improving the WASH in health facility services in 

particular access to safe sanitation facilities with 

gender segregated adequate toilets and MHM. This 

hampers to provide services to the unserved as well as 

to maintain existing services. There are very few 

references to improving WASH in health care facility 

as a means for improving MNH outcomes. At present, 

there is no independent regulatory agency for WASH 

services in Bangladesh and the role of institutions is 

very complicated to ensure health facility WASH. A 

key challenge also exit in the IPC Capacity. Policy 

documents to some extent bypass the need of 

changing construction design and then proper 
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maintenance of WASH facility at existing health care 

facilities considering the increasing number of 

population in their catchment areas.  

 

From baseline findings, it is also clear that at present, 

an inadequate capacity for WASH in urban health care 

facilities runs through almost all the surveyed health 

care facilities. The challenges including 

unimproved/limited latrines and very limited facilities 

for hand washing with soap and running water after 

defecation. The latrines available were inadequate to 

meet the demands of both patients and health care 

workers and in terms of gender segregated facility. 

With regard to hand hygiene, facility environment, 

cleanliness and disinfection, health care facilities were 

found to have very weak internal IPC measures. 

Functioning hand hygiene stations were only available 

at all points of care in very minimum percentage of 

facilities surveyed. As defined by the JMP, at least one 

sex-separated toilet with menstrual hygiene facilities 

is essential to ensure basic sanitation, the condition of 

MHM among the surveyed health care facilities found 

very limited. The solid waste management right now 

at good level of proper management both at facility 

level. Though collection of health care waste at facility 

level are practicing safe and segregated ways, safe 

conveyance and disposal are attendant challenges 

associated with inconsistent implementation of 

segregated safe waste disposal by the 

city/municipality authority. This implied numerous 

challenges for sustainable IPC and health care waste 

disposal measures. In addition, solutions for effective 

and sustainable faecal sludge management (FSM) 

presented significant gaps in maximum health care 

facilities at all surveyed urban areas.  

 

In a country like Bangladesh for which data on WASH 

in health care facility is mostly unavailable, SNV 

expects that this baseline study will serve as a 

benchmark for both the local and national level WASH 

authorities, related stakeholders and policy makers. 

Such initial assessment of the health care facilities 

infrastructure and current status of WASH thus will 

help in prioritizing improvements of WASH condition 

of those health care facilities in one hand, on the 

other hand it will provide a snapshot on what could be 

the scenario of WASH in health care facilities in other 

municipalities and city corporations in Bangladesh.  

 

While the situation appears yet much complexing, 

modifications to the policy are not expected 

overnight. Instead, the sector could rely on plans to 

outline implementation strategies and incorporate 

emerging issues like WASH in health care facilities. In 

light of the JMP service ladders and in understanding 

the SDGs are aspirational global goals. From both city 

specific workshops and national level workshops the 

study found that six interrelated issues need to be 

addressed to improve the WASH condition of the 

health care facilities ranging from long term to short-

term initiatives. These are Sector Strategy/Policy, 

Planning and Institutional Arrangement, Sector 

Financing, Implementation, Monitoring and Review 

and Capacity Development. Important point here is 

that most of the capacity building should be needed 

through actors from supporting sectors from national 

to local level enabling them in order to play their roles 

effectively. Priority needs are to set WASH standards, 

allocation of more budget to implement and regular 

monitoring the WASH standards at ground level to 

determine the exact coverage of WASH in all regions 

across the country. Attention should be given on 

development of practical tools for implementation of 

those standards. Proper and regular monitoring will 

enable policymakers to prioritize improvements and 

interventions and measure their progress toward 

goals. The ongoing target-setting process can help to 

determine which targets are feasible and how best to 

define WASH services in context of health care facility 

level and in particular urban setting where the role of 

different stakeholders involving with WASH services 

are more complicated comparing to the rural area. 

Implementing WASH services also requires trained 

and sufficient human resources and adequate 

financing. Operational research is important for 

understanding drivers for WASH behaviour change 

and developing evidence-based behaviour change 

interventions for health care staff and patients. Along 

with research on effective implementation and 

further understanding of the links between WASH 

services in health care facility and health outcomes is 

also necessary.  
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National level efforts to achieve SDGs related to 

WASH in health care facility ought to support local 

level. More focus should be given on optimizing 

water, sanitation and hygiene hardware designs that 

are low cost, easy to use, environmentally friendly and 

appropriate for the setting with geographical focus. 

Strengthening the enabling environment for gender 

sensitive programming leading to at-scale WSAH in 

HCFs will require stronger integration of MHH and 

other gender related concerns into national policies 

and plans, as well as day-to-day O&M of health care 

facilities. Another aspect taking parallel priority is how 

the health care waste and faecal sludge would be 

managed safely. Effective management of both health 

care waste and faecal sludge entails transactions and 

interactions among a variety of people and 

organisations from the public, private and civil society 

at every step in the service chain, from individual 

health care facilities, to collection and transport 

companies, operators of treatment plants, and the 

final end user of treated sludge. It is essential that the 

reproductive, menstrual health and hygiene needs of 

women and girls are factored into waste disposal 

plans in health facilities. For the government level, 

fiscal incentives for performing hospitals are best 

ways to encourage local authority to implement 

proper initiatives. Every local authority should choose 

a low-cost waste and faecal sludge management plan 

and implement it. Institutionalize a recycling system 

and use the proceeds to recursively fund the overall 

health care waste management system in their 

respective areas are essential.  

 

At the local level, programmes on behaviour change 

communication for the importance and use of WASH 

services in health facilities for patients, caretakers and 

all staffs are important initiatives. Besides, 

establishing an action plan with clearly defined targets 

is the best way to improve WASH facilities in health 

care facilities including the M&E process. As found at 

the city specific workshops that existing monitoring is 

inconsistent incomplete and limited thus local level 

requires harmonized, strengthened, cooperated and 

consistent monitoring mechanisms with a core set of 

indicators through local, to national, and even global 

levels. Further efforts are needed to develop facility-

appropriate risk assessments linked to existing plans, 

including of infection prevention and control and 

supported by adequate resources. While facilities may 

require major infrastructure improvements (e.g. 

installation of piped water, make gender segregated 

toilets, keeping provision of MHM, faecal sludge 

management), which may take time and proper 

resource allocation, there may be immediate, 

inexpensive measures that can be undertaken to 

improve WASH conditions.  

 

SNV already arranged National level baseline findings 

dissemination workshops. SNV hopes that the findings 

of the policy review and baseline census have 

immensely influenced the national level policymakers 

and related stakeholders. It helps them to rethink how 

the WASH sector should respond at local level to 

achieve the specific objective of the National WASH in 

health care as well as to fulfil the SDGs goals 6 and 3. 

SNV’s advocacy plans are therefore in accordance to 

the findings of the study and the recommendations 

that the six city authorities and national level policy 

makers and stakeholders specified.  When it comes 

down, after advocacy, the real work will be began in 

getting all health care facilities to provide the same 

level of WASH service. In conclusion, the study 

expects that while the enabling environment for 

WASH is remain strong at top level, this is yet to 

translate into strong implementation dividends at 

bottom tire at health care facility level. 
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ANNEX I 
 

ROUND TABLE DISCUSSION ON WASH IN HEALTH CARE 

FACILITY: POLICY AND STAKEHOLDERS  
 

DATE: 18 November, 2019  

Venue: Nascent Gardenia Hotel at Baridhara, Dhaka 

 

LIST OF PARTICIPANTS 
SL Name of Participant Designation & Organization 

1 Dr. Md. Ehsanul Karim Line Director, LHEP, BHE, DGHS 

2 Md. Wali Ullah Consultant HCF, UNICEF 

3 Md. Abu Jamil Faisel Consultant, Health of IRD, Bangladesh 

4 Dr. Ashraf Uddin Consultant, Self 

5 Dr. A. Mannan Bangali Former National Program Officer, WHO Bangladesh 

6 Md. Rafiqul  Islam Senior Manager, BRAC 

7 S.G Mahmud National Program Officer, WHO Bangladesh 

8 Atia Hossain Consultant, UNICEF 

9 Dr. Md. Nayeem  Aziz Ansari Consultant, Institute of Social Business 

10 Dr. Israt Jahan Epidemiologist, DGHS 

11 Alauddin Ahmed Project Manager, ITN - BUET 

12 Marc Perez Casas WASH  Sector Leader, SNV 

13 Shahidul Islam Advisor, SNV 

14 Md. Ariful Islam BCC Advisor, SNV 

15 Mohammad Khorshid Alam Chief Operating Officer, Institute of Social Business 
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ANNEX II 
 

CONSULTATION WORKSHOP ON  

WASH IN HEALTH CARE FACILITIES IN KUSHTIA 
 

Date of the Workshop Venue of the Workshop Chief Guest 
Chairperson of the 
workshop 

9 December, 2019 
M. A Rahim Auditorium, Kushtia 

Municipality 
Mr. Anwar Ali 

Mayor, Kushtia Municipality 
Dr. Rowshan Ara Begum 

Civil Surgeon Kushtia 

 

LIST OF PARTICIPANTS 
 

SL Name of Participants Designation & Organization 

1 Anwar Ali Mayor, Kushtia Municipality 

2 Dr. Rowshan Ara Begum Civil Surgeon, Kushtia 

3 Md. Abdur Rahim Sanitary Inspector, Kushtia  

4 Md. Yeasin Khan MPO, Kushtia Doctor’s Lab Diagnostic Centre 

5 Md. Ibrahim Gazi Deputy Director Office, Family Planning -Kushtia 

6 Md. Ashiqur Rahman Deputy Director Office, Family Planning -Kushtia 

7 Dr. Asad-Uzzaman Munshi Assistant Director, General Hospital, Kushtia 

8 Md. Nazrul Islam Steno, Civil Surgeon Office 

9 Md. Nazrul Islam DHS, C .S Office Kushtia 

10 Md. Sohel Rana Kushtia Municipality 

11 Md. Motiar Rahman Manager, Baishakhi Clinic, Kushtia 

12 Md. Jalilur Rahman Executive Engineer, HED, Kushtia 

13 Md. Rabiul Awal Manager, Addin Hospital Kushtia 

14 Mirza Shah Alam General Manager, Sono Hospital Ltd. 

15 Abul Kalam Azad Manager, Amin Hospital 

16 Md. Abdur Rahman Senior Health Education Officer, CS Office 

17 Taj Uddin Ahmed Civil Surgeon Office, Kushtia 

18 Ranvir Ahmed City Planner, Kushtia Municipality 

19 Md. Kamal Uddin Secretary, Kushtia Municipality 

20 Md. Johur Islam Conservancy Inspector, Kushtia Municipality 

21 Annaputcha Debnath AE, LGED, Kushtia 

22 Nargis Akter Manager. Alo Clinic 

23 Rahela Parvin Project Manager, Urban Health, Kushtia Municipality 

24 Dr. Sharmin Zahan Assistant Dental Surgeon-UHC Kushtia 

25 Dr. Shofiqur Rahman Deputy Executive Engineer, PWD 

26 Dr. Ashrafee Afren Clinic Manager, SNMP, SCI, Save the Children 

27 Dr. Sonia UHFPO, Mirpur, Kushtia 

28 Dr. A. F. N Aminul Haque BMA 

29 Dr. Parimal Kumar Shaha Manager. DI, Save the Children 

30 Mst. Asma Khatun Civil Surgeon Office Kushtia 

31 Abdul Halim City Coordinator, SNV 

32 AKM Mantajul Islam Slum Development Officer, Kushtia Municipality 

33 Dr. Md. Nayeem Aziz Ansari Consultant, Institute of Social Business 

34 Md. Tarifur Rahman Khan CEO, Institute of Social Business 

35 Md. Amanur Rahman Institute of Social Business 

36 Md. Ariful Islam BCC Advisor, SNV 

37 Md. Sohel Computer Operator, Kushtia Municipality 

38 Pear Ali Counselor, Kushtia Municipality 

39 Md. Saiful Hasan Counselor, Kushtia Municipality 

40 Dr. A Mannan Sr. Consultant WHO 
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ANNEX III 
 

CONSULTATION WORKSHOP ON  

WASH IN HEALTH CARE FACILITIES IN KHULNA  
 

Date of the Workshop Venue of the Workshop Chief Guest 
Chairperson of the 

workshop 

29 December, 2019 Hotel city Inn, Khulna 
Palash Kanti Bala  

CEO (JS), Khulna City 
Corporation 

Dr. Suzat Ahmed  
Civil Surgeon Khulna 

 

LIST OF PARTICIPANTS 
 

SL Name of Participants Designation & 

Organization 

1 Dr. Syed Jahangir Hossain Deputy Director, Director 
(Health) Office, Khulna 

Division, Khulna  

2 Palash Kanti Bala CEO (JS), Khulna City 
Corporation 

3 Dr. Ferdoun Aktar AD (DC), Director- Health 
Office, Khulna  

4 Dr. Suzat Ahmed Civil Surgeon, Civil 
Surgeon Office, Khulna 

5 Dr. Md. Mehedi Newaz General Secretary, BMA, 

Khulna 

6 Dr. Md. Sharafatul Hossain Consultant, General 
Hospital Khulna 

7 Dr. M.A.  Ali Director (Hospital) City 
Medical college Hospital 

8 Dr. Mahbubur Rahman  RMO, General Hospital , 
Khulna 

9 Saydur Rahman Architect, BRAC (UDD) 

10 Md. Faruque Hossain 
Sardar 

Service Executive Officer, 
Islami Bank Hospital, 
Khulna 

11 Md. Amzad Hossain Manager, Khalishpur Clinic 

12 Sohel Mahmud MEL Officer, Max 

Foundation, Khulna 

13 Dr. Md. Mosharafuzzaman ROAM, Khulna 

14 S. M. Sultanur Rahman Health Supervisor, Khulna 

City Corporation 

15 Md. Kabir Hossain Manager, Bashundara 
Diognostic 

16 Bobita Rani Das Clinic Manager, Mari 
Stopes Clinic 

17 Bidhan Biswas Executive Officer, Good 
Health Clinic  

18 Mst. Nasrin Akter Asst. Engineer, DPHE 

19 Nazma Akter Project Officer, Uttoran 

20 Saieda Yasmijn Regional Program 
Manager, CARE 

Bangladesh 

SL Name of Participants Designation & 

Organization 

21 Dr. Monzurul Rashid AD (Amin)Direct Health 
Office, Khulna 

22 Md. Zobayer Hossain Assistant Chief, Director, 
Health Office, Khulna 

23 Md. Anwar Hossain Project Manager, CARE 

Bangladesh 

24 Nontu Gopal dey Coordinator, CSS 

25 Bhagirath Dey Assistant Engineer, HED 

26 Md. Abdul Aziz Chief Waste Management 
Officer, KCC 

27 Champak Barun Paul Statistician, Director, 
Health Office, Khulna 

28 Anjali Rani Basu Statistician, Director, 
Health Office, Khulna 

29 Bazlur Rahman Consultant, Prodipon 

30 S. M. Khurshid Ahmed Councilor,  KCC 

31 Md. Moniruzzaman Councilor , KCC 

32 Dr. Shawkat Secretary, Prodipon 

33 Asik 12 No, Ward Office. KCC 

34 Elias Hossain Shobuj 12 No, Ward Office. KCC 

35 Abir Ul Jabbar CPO, KCC 

36 SK Firojur Rahman  

37 Md. Abdur Rahid APA, SNV 

38 Zakir Hossain 13 Ward Office, Khulna 

39 SK Shahajahan 13 Ward Office, Khulna 

40 Kamrul Hasan Cure Home, Khulna 

41 Amit Sarkar Khalishpur Tahna 

42 Sharoj M & E Advisor, SNV 

43 Mohammad Khorshid Alam COO, Institute of Social 
Business (ISB) 

44 Md. Abdullah Al Mansur Research Assistant, ISB 

45 Dr. A. J Faisal Consultant ISB 

46 Md. Irfan Ahmed City Coordinator 

47 Shahidul Islam Advisor- SNV 

48 Md. Ariful Islam SNV 
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ANNEX IV 
 

CONSULTATION WORKSHOP ON  

WASH IN HEALTH CARE FACILITIES IN JASHORE (WITH 

BENAPOLE) 
 

Date of the Workshop Venue of the Workshop Chief Guest 
Chairperson of the 
workshop 

13 January, 2020 
Hotel Orion International, 

Jeshore 
Mr. Anwar Ali 

Mayor, Kushtia Municipality 
Dr. Dilip Roy  

Civil Surgeon Jashore 

 

LIST OF PARTICIPANTS 
 

SL Name of 
Participants 

Designation & 
Organization 

1 Dr. Md. Atiqur 
Rahman 

President, BPCDOA, 
Jashore 

2 Mahbuba Sultana SHT (Lab), Civil Surgeon 
Office, Jashore 

3 Ambia Parvin Asst. Surgeon, Civil 

Surgeon Office, Jashore 

4 Md. Abu Hanif Moral District Manager, BRAC, 

Jashore 

5 Md. Aminul Haque District Entomologist, Civil 
Surgeon Office, Jashore 

6 Mirza Sorowar 
Hossain 

Civil Surgeon Office, 
Jashore 

7 Md. Shamsul Faruk Computer Operator, Civil 

Surgeon Office, Jashore 

8 Sultana Sajia Town Planner, Jashore 

Municipality  

9 Md. Enamul Haque District Nutrition 
Coordinator, Civil 

Surgeon Office, Jashore 

10 Md. Faruque Hossain C.I, Jashore Municipality 

11 Dr. Md. Harun Superintend (In-charge), 

250 Bed Hospital, 
Jashore  

12 Md. Azmol Hossain Secretary, Jashore 
Municipality 

13 Md. Golam Mostafa Councilor, Jashore 

Municipality 

14 Dr. Dilip Roy Civil Surgeon, Jashore 

15 Dr. A. J. Faisel Consultant, Institute of 

Social Business (ISB) 

16 Rahamatullah Farque SPA, SNV 

17 Md. Gias Uddin SHEO, Civil Surgeon 
Office, Jashore 

18 Sardar Kabir City Coordinator, SNV 

19 SAM Hossain BCC Advisor, SNV 

20 Ariful Islam BCC Advisor, SNV 

21 Md. Wohiduzzaman Sanitary Inspector, 
Jashore Municipality   

22 Somesh Mukherjee CCT, Civil Surgeon 

Office, Jashore  

23 Mehedi Hasan Jashore LGED SAE, 
Jashore EXIV Office 

24 Dr. Md. Habibur 
Rahman 

UHCFPO, UHC, 
Jhikorgacha, Jashore  

SL Name of 
Participants 

Designation & 
Organization 

25 Md. Tanvir Islam 
Khan 

Institute of Social 
Business (ISB) 

26 Samir Kr. Sarkar Police Inspector, Jashore 
Police Office 

27 Md. Shahidul Islam AE, DPHE, Jashore 

28 Md. Saiful Islam SAE, DPHE, Jashore 

29 Shajahan Nannu Secretary, ADAB 

30 Dasharat Mondal DED, Bondhu AID 

31 Kawsar Md. Abdul 
Waheed 

Sub-Divisional Engineer, 
Public Works Division, 

Jashore 

32 Dr. Md. Alamgir UH&FPO, UHC, 

Keshobpur, Jashore 

33 Md. Abidur Rahman District Officer, FPAB 
Jashore Branch 

34 Dr. Ashoke Kr. Saha UH&FPO, UHC, Sharsha, 
Jashore 

35 Dr. Md. Shariful Islam UH&FPO, UHC, 

Bagharpara, Jashore 

36 Dr. SM Mahmudur 

Rahman 

UH&FPO, UHC, 

Avynagar, Jashore 

37 Masuel Alam Jashore Correspondent, 
Prothom Alo 

38 Dr. Mst. Lutfunnahar UH&FPO, UHC, 
Chowgacha, Jashore 

39 Dr. Md. Asaduzzaman DD of FP, Jashore 

40 Dr. Mir Abu Maud UH&FPO, UHC, Sadar 
Upazila, Jashore 

41 Kazi Jakaria Hossain Sub-Assistant Engineer, 
HED, Jashore 

42 Shishir Kanti Paul District Sanitary 

Inspector, Civil Surgeon 
Office, Jashore 

43 Parvin Akter Health Assistant, Civil 

Surgeon Office, Jashore 

44 Foysol Islam Senior Staff Reporter, 
The Daily Kagoj 

45 Mohammad Khorshid 
Alam 

COO, Institute of Social 
Business (ISB) 

46 Md. Moniruzaman SM, Project 
Administration 

47 Md. Kamal Ahmed Sub-Assist Jashore 
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ANNEX V 
 

CONSULTATION WORKSHOP ON  

WASH IN HEALTH CARE FACILITIES IN JHENAIDAH 
 
 

Date of the Workshop Venue of the Workshop Chief Guest 
Chairperson of the 
workshop 

14 January, 2020 
Conference Room, Civil 

Surgeon Office, Jhenaidah 

Saidul Karim Minto  
Mayor, Jhenaidah 

Municipality 

Dr. Selina Begum  
Civil Surgeon Jhenaidah 

 

LIST OF PARTICIPANTS 
 

SL Name of Participants Designation & Organization 

1 Dr. Prosenjit Biswas MOCS, Civil Surgeon Office, Jhenaidah 

2 MA Samad Shakti Diagnostic Center, Jhenaidah 

3 Md. Habibur Rahman Assistant Engineer, Health Engineering Department, Jhenaidah 

4 Dr. Md. Rashed Al Mamun General Secretary, BMA, Jhenaidah 

5 Dr. Zahid Ahmed DD-FP, Family Planning Office, Jhenaidah 

6 Dr. Selina Begum Civil Surgeon, Civil Surgeon Office, Jhenaidah 

7 Dr. Md. Ayub Ali Superintendent, Sadar Hospital, Jhenaidah 

8 Saidul Karim Minto Mayor, Jhenaidah Municipality  

9 Dr. ABM Siddiqul Islam President, BMA, Jhenaidah 

10 Dr. A J Faisel Consultant, Institute of Social Business (ISB) 

11 Masuda Jahan MT (Lab), Civil Surgeon Office, Jhenaidah 

12 Rokeya Begum District Coordinator, Jhenaidah 

13 Md. Rejaul Alam SMT, Civil Surgeon Office, Jhenaidah 

14 Md. Jahangir Habib Assistant Chief Statistical Officer, Civil Surgeon Office, Jhenaidah 

15 Md. Saddam Hossain Manager, Lab Aid Private Hospital, Jhenaidah  

16 Md. Wahidul Islam Sr. HEO, Civil Surgeon Office, Jhenaidah 

17 Md. Abdul Basar DHS, Civil Surgeon Office, Jhenaidah 

18 Sankar Nandy S I, Jhenaidah Municipality    

19 Tonmoy Kumar Kundu Assistant Director, AID Foundation, Jhenaidah  

20 Md. Dashir Uddin Clinic Manager, Surjer Hasi Clinic, Jhenaidah 

21 Md. Monowarul Haque Director, Samanta Diagnostic Center, Jhenaidah    

22 Md. Miahaz Uddin Manager, Prime Hospital, Jhenaidah   

23 Md. Samsul Alam CI, Jhenaidah Municipality    

24 Md. Masudur Rahman Service Promoter, FSM, AID Foundation, Jhenaidah   

25 Md. Alamgir Hossain MD, Green Life Diagnostic Center, Jhenaidah   

26 Md. Abdul Ahmed MD, Firoz Diagnostic Center, Jhenaidah 

27 Md. Abdus Salam Accountant, Civil Surgeon Office, Jhenaidah 

28 Md. Alal Hossain Assistant, Civil Surgeon Office, Jhenaidah 

29 Mukul Hossain Manager, Jahan Diagnostic Center, Jhenaidah  

30 Md. Mustak Ahmed Secretary, Jhenaidah Municipality    

31 Md. Saiful Islam Councilor, Jhenaidah Municipality    

32 Dr. Gulshan Ara MO-DC, UHC, Sadar, Jhenaidah 

33 Md. Basir Uddin Jhenaidah Municipality    

34 MA Samad President, District Clinic and Diagnostic Owners Association, Jhenaidah 

35 Nowrin Tabasum Assistant Engineer, LGED, Jhenaidah 

36 Md. Abdur Rahman Biswas Manager, Hasan Clinic, Jhenaidah 

37 SM Sohardo Manager, Rabeya Hospital, Jhenaidah 

38 Md. Shamsul Alam Cashier, Civil Surgeon Office, Jhenaidah 

39 Md. Tanvir Islam Khan Institute of Social Business (ISB) 

40 Mohammad Khorshid Alam COO, Institute of Social Business (ISB) 

41 Md. Eadar Rahman President, Al-Fala Hospital, Jhenaidah 

42 Md. Ariful Islam BCC Adviser, SNV  

43 SAM Hussain BCC Adviser, SNV 
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ANNEX VI 
 

CONSULTATION WORKSHOP ON  

WASH IN HEALTH CARE FACILITIES IN GAZIPUR 
 

Date of the Workshop Venue of the Workshop Chief Guest 
Chairperson of the 

workshop 

3 February, 2020 
Conference Room 

Circuit House, Gazipur 

Md. Aminul Islam 
CEO, Gazipur City 

Corporation 

Dr. Md. Khairuzzaman 
Civil Surgeon Gazipur 

 

LIST OF PARTICIPANTS 
 

SL Name of Participants Designation & Organization 

1 Md. Aminul Islam CEO, Gazipur City Corporation 

2 Dr. Md. Khairuzzaman Civil Surgeon , Gazipur 

3 SM Sohrab Hossen CWMO, Gazipur City Corporation 

4 Dr. Tapan Kranti sarker Deputy Director, STAMCH Gazipur 

5 Bristi Sarker Executive Engineer, HED, Gazipur 

6 Md. Nurul Islam  Sr. Health Education Officer, CS Office, gazipur 

7 Md. Amzad hossen DEPI-Sup. CS Office 

8 Srity Runjan DHS. CS Office 

9 Golam Rabbani SK. CS office 

10 Md. Abul Kashem A/O CS office 

11 Md. Khademul Islam DSI, CS office 

12 Golam Mohd. Reza CCT, CS Office 

13 Ashif Iqbal Clinic Manager, Surjjer Hashi clinic , Gazipur 

14 Md. Asaduzzaman PRO, Popular Diagnostic Center Gazipur 

15 Sona rani Ghos CS Office, Gazipur 

16 Md. Nazrul Islam Assistant Engineer, Gazipur CC 

17 Most. Rahima Manager, Pure Life Hospital 

18 Abdur Rahman GS CT 

19 Md. Shohel GS CT 

20 Mohammad Jalal Uddin Information Officer 

21 Umme Salma Technical Officer, CARE BD 

22 Madan Ch. Das C.I. GCC 

23 Dr. Md. Shalem UHFPO, UHC Sadar 

24 Papia Rahman Project Manager, FPAB, UPHC GCC, PA-1 

25 Md. Foijul Kham Mridha PO,  CS office 

26 Khademul Islam P.O.  

27 Dr. Md. Rahmat Ullah Health Officer, Gazipur CC 

28 Md. Fazlur Rahman Project Implementation Officer 

29 Abdur Rahman PA, GCC 

30 Md. Al Amin  Manager, Circuit t House, Gazipur 

31 Md. Helal Uddin Circuit t House, Gazipur 

32 Md. Jamal Uddin Manager, Surjer Hasi 

33 Md. Anowar Hosen  

34 Dr. Zakia Sultana M.O. (DC) Gazipur 

35 Mir Saiful Islam Statistician, GCC 

36 Lazu Shamsad Haque DD (F.P) 

37 Md. Morshed Accountant, CS office 

38 Sumona Sharmin City Planner, GCC 

39 Sharmin Akter Manager, CARE 

40 Md. Ansar Ali Head Assistant, CS office 

41 Md. Ruhul Amin  City Coordinator, SNV 

42 Md. Ariful Islam SNV 

43 Mohammad Khorshid Alam COO, Institute Of Social Business 

44 Dr. Mohammad Nayeem Aziz Ansari Consultant, Institute of Social Business 

45 Dr. A J Faisal Consultant, Institute of Social Business 

46 Md. Mamunur Rahman Institute of social Business 
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