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A B S T R A C T 
 

 

Introduction:  Improved hygiene is one of the most effective means of reducing disease occurrence. However, a complete 

understanding of the factors that contribute to such improvement are not clear. This study explored factors that facilitate and/or 

impede hygiene behavior in water, sanitation and hygiene (WASH) intervention areas using qualitative research techniques. 

Methods:  The Bangladesh Rural Advancement Committee (BRAC) has been providing WASH intervention to 150 rural upazilas 

(sub-districts) since 2006. For qualitative data collection, in-depth interviews were conducted with 144 purposively selected women 

from six upazilas across Bangladesh. A woman in the household was considered as a case and interviewed regarding various aspects of 

sanitation and hygiene, using a checklist. Some practices, such as cleanliness of latrines, and availability of soap, water, slippers in 

their designated place were physically verified. 

Results:  The respondents’ hygiene behavior was mainly facilitated by improved knowledge and awareness of health and 

environment-related issues. Latrine ownership increased through financial assistance, resulting in improved privacy, social prestige, 

and a heightened sense of responsibility towards maintaining a healthy life. However, lack of interest in attending cluster meetings, 

traditional knowledge, poverty, and lack of will were some of the factors impeding knowledge and hygiene practice. In addition, 

attitude played a definitive role, with some respondents not practicing hygiene in spite of having the financial ability to do so. They 
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expected full financial support for creating sanitation and hygiene facilities in their household despite BRAC’s policy of providing 

such support only to the 'ultra-poor'. 

Conclusions:  The identified impeding factors often act as barriers to transformation of hygiene-related knowledge into practice 

and practice into habit. More motivational cluster meetings with large-scale participation and periodic home visits by the 

programme organizers are imperative as they markedly improve hygiene behavior. 

 

Key words: BRAC WASH, facilitating factor, hygiene behavior, impeding factor. 

 

 

 

Introduction 
 

In a developing country like Bangladesh, almost one-third of 

the population lives below the poverty line. Various diseases 

are rampant due to lack of clean drinking water and 

sanitation1. Among the poorest, nearly one-third defecate in 

the open, making the everyday environment unsafe for 

children2. According to a World Health Organization 

(WHO) estimate, 1.5 million children die from diarrheal 

diseases each year worldwide, with 88% of these deaths 

occurring due to inadequate sanitation, hygiene, and drinking 

water3. Access to sanitation facilities alone does not indicate 

their hygienic use or adoption of other hygienic practices4. 

Awareness about safe drinking water, sanitary latrines, and of 

hygiene and related health issues are crucial factors in 

habituating practice in a particular context5. Hygiene practice 

becomes difficult in many parts of the world, including 

Bangladesh, due to lack of safe water and soap6. 

 

Bangladesh has been facing a number of challenges in the 

water, sanitation, and hygiene sector. Only 26.7% people 

wash their hands with soap or ashes after defecation7. The 

main barrier to success of sanitation coverage is lack of 

awareness about the benefits of a safe latrine. Some other 

difficulties are poverty, lack of space, and preference for 

open defecation8. To this end, the government of Bangladesh 

initiated a program to achieve 100% sanitation by 2013. As a 

part of this program, the Bangladesh Rural Advancement 

Committee (BRAC) has been offering comprehensive 

interventions for water, sanitation, and hygiene (WASH) in 

rural areas of 150 of 482 upazilas (sub-districts) in the country 

since 2006. These intervention upazilas have been selected on 

the basis of criteria such as poor sanitation coverage, high 

poverty rate and arsenic contamination in the 

groundwater. The interventions are being carried out in three 

phases. Each phase covers 50 upazilas for 6 months. The 

program aims to improve the health and hygiene of the rural 

poor. The focus is on creation of conditions that will facilitate 

sustained behavioral change among people7. 

 

The intervention is being offered in communities, religious 

groups, and educational institutions. To facilitate intervention 

activities, village WASH committees (VWCs) are formed based 

on a participatory community process. In order to stimulate 

bottom-up participation, one VWC consisting of 11 members 

(six women and five men) from different segments of the 

community is formed for an average of 200 households. Each 

VWC assesses local needs through participatory exercises and 

social mapping and then develops a village WASH plan to improve 

the overall hygiene situation. Some of the major activities of VWC 

are to install tubewells and sanitary latrines. Through activities 

such as health forums, folk songs, street plays, film and video 

shows, VWCs also help in creating awareness in order to change 

people’s hygiene behavior. They select sites for community water 

sources, collect money, and monitor usage and maintenance of 

household latrines. The BRAC program organizers and programm 

assistants provide continuous support to the VWCs. They visit 

each VWC, oversee their meetings, and also organize their own 

meetings to encourage behavioral change among the community. 

Home visits are frequently made to motivate households to 

improve their hygiene behavior. During such visits, a 

demonstration of hand washing is given to members of the 

household. 
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Results of previous researches on baseline survey of BRAC WASH 

indicated a knowledge gap among rural women regarding water 

contamination, disease occurrence, and its prevention. Less than 

one-third of the people had access to sanitary latrines9. A midpoint 

survey of the same households conducted in 2009 after 2 years of 

WASH intervention indicated significant improvement in 

sanitation, hand hygiene, and a decrease in the prevalence of 

waterborne diseases. In order to examine the factors that 

contributed to this improvement, the authors explored factors that 

facilitate and/or impede hygiene knowledge and practice. A 

quantitative assessment of changes in knowledge and practice of 

hygiene has been carried out by Rabbi and Dey10. The present 

study utilizes the strength of data collection techniques for 

qualitative research and brings narrative information through in-

depth interviews. The results are enriched through the use of 

quotes. 
 

Methods 
 
Study design and area 
 

A qualitative descriptive study was conducted in 12 villages 

distributed over six upazilas under the BRAC WASH 

program. Upazilas were selected from different geographical 

areas in Bangladesh to capture the diversity in views and 

experiences. Data were collected from individual households. 

 

Sample and sampling techniques 
 

Each household was classified as ultra-poor (owned less than 

404.7 m2 of land, had no fixed source of income or was a 

female-headed household), poor (had land holdings between 

404.7 m2 and 4047 m2 and/or sold manual labour for a living) 

or non-poor (satisfied neither of the previous categories).  

 

WASH program organizers and WASH managers identified 

successful and unsuccessful households from each of the three 

economic groups on the basis of their field experience. 

Households satisfying the following criteria were considered 

successful: regular attendance at cluster meetings, knowing and 

believing the health messages, and practicing them accordingly. 

Unsuccessful households were those showing irregular attendance 

at cluster meetings, lack of knowledge regarding health messages, 

denial to practice some of the messages, and irregular practice of 

hygienic methods (such as buying soap, ring slab) despite financial 

affordability. Identified households were validated by visits and 

interaction in the field. 

 

Upazilas and villages were selected purposively. Two villages were 

chosen from each of the six upazilas. Two successful and two 

unsuccessful households from each economic group were selected 

from each village. Thus, 12 households were selected from each of 

the 12 villages. In all, 144 households (72 successful and 72 

unsuccessful) were purposively selected for the study. 

 

Data collection and quality control 
 

Qualitative data were collected in April–May 2010 using in-

depth interviews. Physical verification of the following 

verifiable indicators was carried out: cleanliness of the 

latrine; existence of soap, slippers, stored water, and a latrine 

water pot in or near the latrine; presence of a platform 

around the tubewell; cleanliness of tubewell surroundings 

and drinking water storage area at home; and presence of 

covered water-container.  

 

The interview checklist was pre-tested in the field near the 

Gazipur district and necessary changes were made to the 

questionnaire. Enquiries were made with respect to various 

aspects of safe water use, latrine use, and hand washing. Six 

trained interviewers with master’s degrees in anthropology 

conducted the in-depth interviews and took notes verbatim in the 

native language, Bangla. Immediately after the interview, a 

summary of collected field notes was made and transcribed to get 

a sense of respondents’ knowledge and perceptions about hygiene 

practices. The principal author (TA) routinely visited the field sites 

to supervize data collection and ensure a high quality of work. 
 
Data processing and analysis 
 

All narrative data were collected under three pre-determined 

broad categories: safe water use, sanitation and hand washing. 

Data were translated from Bangla to English and checked for 

completeness. Responses were manually sorted into sub-
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themes such as hygiene indicators, perception of practices, 

and health-related issues. Moreover, proposed courses of 

action were identified from the respondents’ responses with 

the assumption that they themselves could best describe their 

own problems and needs. The implicit meanings of the 

narrative responses were analysed to identify and understand 

factors influencing hygiene knowledge and practice. 

Facilitating and impeding factors were identified and 

described under some broad categories that emerged from 

the in-depth interviews (Table 1). Qualitative responses were 

quantified as frequencies in possible cases. 

 

Ethics approval 
 

Ethical approval for the study was given by the BRAC 

Research and Evaluation Division. Permission to conduct this 

research was obtained from the BRAC WASH programme. 

Informed verbal consent was obtained from each respondent 

by reading out the consent form and informing the 

participants of the general purpose of this study. Each 

respondent was assured that she could withdraw from the 

interview at any time, and this would not affect her receiving 

any services from BRAC. Strict confidentiality was 

maintained in data handling. 

 

Results 
 

A wide array of factors emerged from the in-depth interviews. 

These were grouped into the following broad categories: 

knowledge and awareness, financial aspects, physical infrastructure 

and living environment, personal and family aspects, and social 

recognition (Table 2). Based on responses obtained in the 

interviews and physical verification of some parameters, factors 

influencing hygiene-related behavior were categorized into two 

groups: factors that facilitated good hygiene practices and factors 

that impeded them. 

 

Factors that facilitated improved hygiene behaviour 
 

Attendance at motivational cluster meetings leading 

to improved knowledge:  BRAC’s frequent cluster 

meetings, home visits and other interventions such as posters, 

guidebooks, folk songs and street plays related to health and 

hygiene were instrumental in improving respondents’ 

knowledge about hygiene-related behavior. A successful 

ultra-poor respondent who regularly attended motivational 

cluster meetings stated: 

 

WASH brothers and sisters (ie BRAC staff) taught us during 

meetings and home visits that using soap for hand washing 

was safe. They told us to follow hygiene messages showing 

pictures from the guide book. All family members, including 

the children, are conscious now. 

 

Awareness about ‘germs’ and health-related 

issues:  Eighty-three percent of the total respondents from 

all economic groups were aware of the growth and 

transmission of ‘germs’ (the generic name used in this study 

to refer to pathogenic microorganisms) through unhygienic 

practices that would ultimately have an adverse effect on 

health. They believed that the growth and spread of germs 

could be prevented by keeping the water pitcher in a dry and 

elevated area rather than a wet place. They were of the 

opinion that water alone was not sufficient to wash out germs 

completely but their spread could be prevented if soap was 

used for washing hands. Some of them mentioned that 

hygiene practices were beneficial because they would prevent 

disease occurrence and hence save money in the long term. 

Poor respondents viewed sickness as a vehicle of wealth 

erosion of the households. Since they were now more aware 

than before, the ultra-poor households had the opinion that 

unsafe water contained dirt and germs and hence they used 

safe water for various purposes. Using soap specifically for 

washing hands after defecation was found to be a common 

practice among the respondents. Those who were irregular in 

this practice became more aware after they understood the 

hygiene messages. 'Earlier, people were less conscious and 

less educated. Though they had money, they did not build 

latrines. But nowadays people procure latrines even on a 

loan,' said a non-poor, successful respondent. 'We cannot see 

germs, so soap should be used to remove doubt. No fear of 

germs remains in the mind after a hand wash with soap,' said 

another poor, successful respondent. 
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Table 1:  Checklist of in-depth interview with various sub-themes under the broad theme of safe water use, 

sanitation and hand-washing 

 
Broad theme Sub-theme Issues 
Safe water use, sanitation and 
hand washing 

Hygiene  Messages delivered on hygiene  
Medium of knowing hygiene-related facts 
Attendance at cluster meetings 
Reasons for non attendance 

 Perception of practices Hygiene behaviour before knowing 
Changes after knowing 
Adoption or rejection 
Reasons for adoption or rejection 
Problems in achieving behavioural changes 

 Perception of health related issues Types of diseases 
Medium of its occurrence 
Past history of death and disease occurrence (if any) 

 Perception of WASH services and 
support system 

Perception of BRAC’s facilities 
Problems in getting facilities 

 Strategic suggestions Possible steps that could be taken 

 

 

 

Table 2:  Factors influencing hygiene-related knowledge and practices 

 
Broad factors Facilitating factors Impeding factors 
Knowledge and awareness regarding 
the need for good hygiene practices 

Diverse means of getting information and 
improved knowledge 
Awareness about germs and health-related 
issues 

Lack of interest in attending meetings 
Traditional knowledge that hinders 
hygiene-related behavior 

Financial ability to implement hygienic 
practices 

BRAC’s financial assistance 
 

Poverty and lack of affordability 

Physical infrastructure and living 
environment 

Prevention of environmental pollution and 
disease occurrence 

Lack of will 

Personal and family aspects Sense of responsibility and willingness to 
practice 
Convenience and privacy 

Different attitude 

Social recognition Social status Stealing  

 

 

 

 

BRAC’s financial assistance:  The poor respondents were 

motivated through loan support for latrine installation and 

tubewell platform construction, while latrines were provided 

free of cost to the ultra-poor respondents. Those who 

received BRAC’s financial assistance believed that such 

support may have had a positive impact on their behavioral 

change. Other poor households that did not benefit 

financially were inspired about hygiene by observing the 

practices of their neighbors. Latrine ownership especially 

reduced women’s anxieties of sharing a latrine with others or 

defecating in open places. A successful respondent in the 

poor economic group stated, 'We were motivated to install 

latrines looking at other neighbours’ practice of safe latrines. 

Thus, we procured slab latrines from BRAC on credit and 

installed them. This especially reduced our women’s 

problems of having to defecate in the open or in jungles.' 
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Prevention of environmental pollution and disease 

occurrence:  According to 67% of total respondents, use of 

safe latrines prevents contamination of the environment by 

flies and worms. Excreta of children and adults were 

perceived to be equally harmful for health and environment. 

Respondents believed that chickens and ducks may spread 

germs, if human excreta were left in the open. A non-poor, 

successful respondent said: 

 

Open defecation is not good for health and the environment. 

Human wastes may enter the pond and pollute water. People 

who drink dirty water may become sick or even die. 

 

Sense of responsibility and willingness to 

practice:  Respondents realized that practicing hygiene is 

necessary for the sake of their own and family members’ 

health. Moreover, informing unaware neighbors about 

hygiene behavior was believed to be everybody’s 

responsibility. This sentiment triggered procurement and 

ownership of safe latrines and/or tubewells. Over half of the 

successful respondents (57%) expressed strong willingness to 

maintain hygienic behavior despite difficulties in buying soap 

and carrying water. A successful ultra poor respondent said: 

 

Though we have economic hardships, we buy soap for 

washing, resulting in improved health. We believe that this is 

less costly as compared to medicines. If we do not spend Tk. 

20 for soap now, how will we be able to afford medicine at 

the cost of Tk. 500? 

 

A number of non-poor and poor respondents mentioned the 

difficulties they had in carrying water, though they believed 

that it had to be done for their own benefit. A successful 

ultra-poor respondent said: 

 

I had some difficulty in carrying water from others’ tubewells. 

However, I didn’t mind because carrying water was better 

than suffering from diseases due to unhygienic practices. 

 

Convenience and privacy:  Respondents were concerned 

about the lack of privacy during open defecation. A safe 

latrine with a fence ensured privacy and was considered 

convenient by the users. The characteristics that made the use 

of latrines convenient for any time and season were that it 

could be use easily by children, the latrine was surrounded by 

a fence, there was no need to publicly carry water and a 

latrine water pot, and required articles could be stored in or 

near the latrine. 

 

Social status:  Improved social status of households with 

safe latrines and tubewells could be a factor driving the 

implementation of hygienic practices. Narratives indicated 

that ownership of a latrine or tubewell raised social prestige 

and was a matter of pride for the respondents. Defecating in 

the open was regarded as awkward but normal in the past but 

is now considered shameful and risky for health. A successful 

respondent from the ultra-poor economic group stated: 

 

Defecating in the jungle or open place was the tendency in the 

past. We felt embarrassed about it, but had no alternatives. 

Now we feel proud to own a safe latrine, and are ashamed of 

the old sanitation system. 

 

Factors that impeded improved hygiene behaviour 
 

Lack of interest in attending meetings:  The poor and 

ultra-poor households were less interested in attending 

cluster meetings mainly due to the workload of the household 

and concerns about leaving children alone at home. Many did 

not practice hygiene because of busyness and negligence. This 

lack of awareness about hygiene and health-related issues is 

evident in some of their statements. According to a poor 

unsuccessful respondent who could not attend meeting 

regularly due to household workload said: 

 

I am always in a hurry and never cover my water vessel during 

transport. I have always collected water from the well and yet 

have never faced any diseases. I have brought up eight 

children this way. On the other hand, my daughter’s family 

in Dhaka always uses boiled water but still suffers from 

diseases. 

 

Traditional knowledge hinders hygiene 

behavior:  Some respondents felt that a metal pitcher is of 
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better quality and is more convenient than a clay pitcher. 

According to them, a metal pitcher could be kept anywhere 

on the floor, and it is not necessary to keep it in an elevated 

place. Some thought that if there is no visible dirt on hands, 

just water without soap is sufficient for hand washing. 

Respondents frequently used soap for washing hands after 

defecation, but not before food handling. There were varied 

perceptions regarding the use of water from various sources. 

Some preferred using soap when washing hands with pond 

water, but not when washing with tubewell water. 

 

Poverty:  Poverty was a main factor in lack of ownership of 

safe latrines, leading to use of shared latrine or defecation in 

the open. Poverty hindered buying of slippers, soap, brush, 

and latrine cleaning agents. Poor and ultra-poor households 

extensively cited poor economic condition as a barrier in 

practicing hygiene measures, rendering them as unsuccessful 

households. An unsuccessful participant from the ultra-poor 

economic group said: 

 

Now we need more soap and water for cleanliness compared to 

the past. It is difficult to buy extra soap, so we do not have it 

all the time. We are poor, so it is difficult for us to practice 

hygiene behavior. 

 

Attitude and lack of willingness to 

practice:  Difficulty in carrying water was perceived by 

many as the cause of lack of willingness in consistently 

practicing hygiene behavior, such as hand washing at critical 

times and sanitation-related practices. Consequently, the 

respondents were unable to use enough water for latrine 

cleaning, and hand washing. An unsuccessful ultra-poor 

respondent stated: 

 

Carrying tubewell water from a distant place was 

backbreaking. So, we used pond water for washing hands. 

 

Another respondent from an unsuccessful household of the 

same economic group stated: 

 

Hand washing with soap at all the time was not possible 

because much water was needed. If we did so, we would have 

to spend the whole day just carrying water. 

 

A few respondents did not give up old, unhealthy habits in 

spite of having the financial ability to implement new 

practices. Thirteen percent of unsuccessful, poor households 

were not interested in getting a loan for a latrine but wished 

to procure one free of cost. They expected BRAC to differ 

the rule of providing free latrines only to the ultra-poor.  

 

Stealing:  Fifteen percent of the total respondents reported 

that children sometimes steal and sell latrine hygiene-related 

material (eg slippers, water pot) in order to buy sweets or 

nuts. Such behavior hampers hygienic use of sanitary latrines. 

However, few respondents reported alternatives such as 

using lockers in the latrines or keeping material inside the 

house or near the tubewell. 

 

Discussion 
 

This was a qualitative study exploring factors that facilitate 

and/or impede hygiene behavior in response to intervention. 

 

The respondents’ perceptions on hygiene behavior were 

found to vary mainly due to psychosocial aspects such as lack 

of affordability, doubts about germs and related diseases, 

sense of responsibility, willingness to practice hygiene, 

interest in attending cluster meetings, and expectations from 

the organizations (BRAC) for additional support. Successful 

households did not consider difficulties in buying soap or 

carrying water as major problems, but tried to practice 

hygiene for their own and the household’s benefit. In another 

study, variations in hygienic practices between poor and non-

poor households were also presumed to be influenced by 

psychosocial and motivational factors11. Aunger et al. have 

shown that there is an association between psychosocial 

factors and hand hygiene practices12. 

 

BRAC’s financial help, along with health and hygiene 

education, were found to be critical in changing hygiene 
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behavior. Arif and Ahmed have reported that financial help 

from the BRAC WASH program had a positive effect on 

latrine ownership13. Activities such as motivational cluster 

meetings, home visits, street plays, and educational activities 

increased awareness among respondents in WASH 

intervention areas14. Another study has found that improved 

knowledge was associated with increased compliance with 

hygienic practices15. Sustained and accelerated interactive 

education through varied channels may help the unsuccessful 

households to practice hygiene. 

 

Improved knowledge and practice of hygiene related to 

health and the environment can contribute to enhanced 

general well-being. Increased knowledge and hygienic 

practices in intervention areas can be attributed to the two-

way learning system used in the WASH program, which 

includes follow-up cluster meetings, home visits, and 

practical demonstration of some practices. Findings from 

other studies support these observations. Nath et al. have 

shown that increased hygiene awareness is associated with 

increased level of education5. Increased use of safe water for 

drinking and cooking can also result in reduced disease 

occurrence16. 

 

Maintaining hygiene behavior for a healthy life was believed 

to be everybody’s responsibility. Such a sense of 

responsibility developed through motivational cluster 

meetings may encourage respondents to own latrines. Latrine 

ownership through BRAC’s financial assistance enhanced the 

privacy and dignity of respondents. Other researchers have 

also described issues of responsibility and latrine ownership. 

Hygienic practices were perceived to be an individual’s 

responsibility in a study of rural communities of South 

Africa17. Convenience, lack of fear, and privacy were also 

found to be important considerations for latrine ownership 

among Indian villagers18. 

 

The factors impeding hygienic behavior in the present study 

were mainly poverty, traditional practices, irregular 

attendance at cluster meetings, lack of awareness, lack of 

will, and difficulty in carrying water. Other issues that 

emerged as causes for not practicing hygiene were 

preoccupation with day-to-day affairs, forgetfulness, and 

negligence. The traditional mind-set in rural areas is that all 

household tasks are the sole responsibility of women. Most 

men do not help the women with household chores. The 

resultant workload makes women of the household busy 

throughout the day, and often keeps them from attending 

cluster meetings. Consistent with the present study’s 

findings, high workload, forgetfulness, and negligence about 

using guidelines were also perceived to be reasons of non-

compliance among health workers19. Busyness and lack of 

knowledge have been described as barriers to following safe 

hygiene practices20. Disagreement with hygiene guidelines of 

the program was recognized as an influencing factor for not 

following recommended practices21. 

 

Most respondents stated that some people could not give up 

their old habit of defecating in the open. Men often chose to 

defecate in the open, since women got priority for using the 

available latrine. Likewise, men working in farms mostly 

preferred to defecate in nearby fields rather than coming 

home to use the latrine. In addition to open defecation, not 

keeping designated slippers for the latrine and using the same 

slippers in the living area revealed a lack of affordability and 

will. Most respondents used soap in hand washing after 

defecation but not during food handling. The reasons for this 

could be economic, as most respondents could afford just one 

soap, which was kept in or near the latrine or tubewell and 

not in the house. Low income and water scarcity adversely 

influence adoption of hygienic practices. On the other hand, 

ownership of latrine or tubewell and regular adequate water 

supply motivate the adoption of hygienic practices15. 

 

Conclusions 
 

Some hygiene practices were believed to be more important 

than others, as evidenced by hand washing with soap after 

defecation but not before food handling. Transformation of 

hygiene-related knowledge into practice and practice into 

habit is hampered by some factors: lack of interest in 

attending cluster meetings, traditional knowledge, poverty 

and lack of willingness to practice. In spite of this, there was 
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an improvement in knowledge retention and practice of 

hygiene in most cases. Frequent cluster meetings and home 

visits could be a promising approach for creating awareness 

and encouraging unsuccessful households to adopt hygienic 

habits. This approach will help them to remain in a 

continuous learning process and to practice hygiene 

regardless of poverty and other barriers. 
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