c,"
2 /J;')r
f (5

u“, i Al
'V A

,v,\ :
'i"”r'é(' R l(/.‘_ ;
E"" i ,-,H(“(~J.F"rr’\\( i
u‘; e
Ve

:}"» H ’u'

St I
3 ‘\"nk\\ E
H i

Technical Pa @203,2_3\Ju_g45.




IRC INTERNATIONAL WATER AND SANITATION CENTRE

IRC is an independent, non-profit organization. It is supported by and linked
with the Netherlands Government, UNDP, UNICEF, the World Bank and
WHO. For the latter it acts as a Collaborating Centre for Community Water
Supply and Sanitation,

The centre aims to ensure the availability and use of appropriatc knowledge
and information in the water, sanitation and environment scctor in developing
countries.

Activitics include capacity development for information management, cxchange
of available knowledge and information, and development and transfer of new
knowlcdge on priority issues. All activities take place in partnership with
organizations in developing countries, United Nations organizations, bilateral
donors, development banks, and non-governmental organizations,

Emphasis in programme activities is on community-based approaches including
rural and low-income urban water supply and sanitation systems, community
participation and hygiene cducation, the rolcs of women, maintenance systems,
rehabilitation and environmental managecment.

The multi-disciplinary staff provides support through development and
demonstration projccts, training and education, publications, documcntation
services, general information dissemination as well as through advisory services
and cvaluation,

For further information:

IRC

P.0O. Box 93190
2509 AD The Hague
The Netherlands

Telephone: +31 - (0)70-33 141 33
Telcfax: ' +31 - (0)70-38 140 34
Telex: . 33296 irenl

Cable: Worldwater, The Hague



Just Stir Gently



JUST STIR GENTLY

The way to mix hygiene education
with water supply and sanitation

Marieke T. Boot

\‘;3\\) C**\\:b@ |
RCESPEIET AW

Technical Paper Series No. 29

IRC International Water and Sanitation Centre
The Hague, The Netherlands
1991



Just Stir Gently. The way to mix hygicne education with watcr supply and
sanitation /IRC, - The Hague, The Netherlands : IRC International Watcr and
Sanitation Centre, 1991. 181 p.: fig., tab. - (TP Serics; no. 29), - Includes
references, ISBN 190-6687-016-8

Abstract

This book provides options and methods for integrating hygiene education with
water supply and sanitation projccts. Aspects covered include the process of
behavioural change; hygiene education planning, implementation, monitoring
and evaluation; hygienc cducation approaches and mcthods; programme
organization; manpowcr and costs. Hlustrations and examples arc used to
reinforce the text and to give somc ideas from "real life" situations.

The book is intendcd primarily for those responsible for the development and
implementation of hygicne education components in watcr supply and
sanitation projccts. Those responsible for the formulation, planning and
management of integrated water supply and sanitation projects might find the
book useful as well.

Keywords: health cducation / hygicne / behaviour / administration / planning /
health personnel / costs / evaluation/ monitoring,

Copyright © IRC International Water and Sanitation Centre 1991

TRC enjoys copyright under Protocol 2 of the Universal Copyright Convention.
Nevertheless, permission is hereby granted for reproduction of this material, in
whole or part, for educational, scicntific, or development related purposes
cxcept those involving commercial sale, provided that (a) full citation of the
source is given and (b) notification is given in writing to IRC, P.O. Box 93190,
2509 AD The Hague, The Netherlands.



Table of Contents

Preface
Acknowledgements

1.

Introduction

1.1 Need for hygiene cducation
1.2 Hygiene education dcfined
13  About this book

Promoting Hygiene

2.1 Making use of ncw opportunities

22  Building on local culture and priorities
23 Support from project staff and authoritics
24  Action points for hygicne education

Influencing Health Behaviour

3.1  Basic characteristics of hcalth cducation
32  Framework for health education planning
33  Common traps in hygienc cducation

Organizational Set-up

41  Deciding on the organizational structure

42  Option onc: directly through the project

43 Option two: through health staff scconded to the project
44  Option three: through regular health services

45  Option four: mixed organizational sct-up

4.6  Involvement of other agencies

Programme Development

5.1  Phascs
52  Approaches
53 Levels

Review of Ongoing Activities

6.1  An overvicw

6.2  Activities of the Ministry of Health

6.3  Activities of other ministries and projects
6.4  Activities of resource institutions

viii

NCT QPR

10
10
12
14
15

588

27

BEREEBE

43

&8

52
54
55



7.  Preparatory Investigations 58

7.1 Type of information 58
7.2 Type of investigation 59
73 Methods of investigation 60
7.4  Frequency, manpower and time required 62
7.5  Avoiding problems and under-use of rcsults 64
8. Objectives, Targets and Target Groups 70
8.1  Setting objectives and targcls 70
82  Need for clear objectives 71
83  Decciding on target groups 72
9.  Workplan Development and Implementation 80
9.1  Hygiene cducation work planning 80
9.2  Integration of technical and educational activities 83
10. Communication 93
10.1 Communication: basic charactcristics 93
10.2  Methods of communication 95
103 Additional attention points for effective communication 100
10.4 Communication support materials 103
11. Personnel and Costs 115
11.1 Education/participation coordinator 115
112 Community-level workcers 116
11.3 Manpower characteristics, training and supervision 119
114 Budget allocation 124
12, Monitoring and Evaluation 132
12.1 Purpose and focus 132
12.2  Guidelines for monitoring 134
123  Guidelines for evaluation 139
Bibliography 152

List of tables

Table 1: Prevention of transmission of water and sanitation-related diseases
Table 2: Overview of hygiene education

Table 3: Range of possible useful social and hcalth information

Table 4: Overview of common visual tools



List of figures

Figurc 1: Phases in health education planning

Figure 2; Matrix of hcalth behaviours

Figure 3: Three categories of factors contributing to health behaviour

Figurc 4: Three levels of evaluation in relation to the health education
planning [ramework

Figure 5: Degree of community participation in local studics

Figure 6; Initial workplan and modified workplan after evaluation

Figure 7. Simplificd modecl of communication

Figurc 8. Main characteristics of mass media and interpersonal methods

Figurc 9: Common budget items for an integratcd hygicne education
programme

Figurc 10: Monitoring and evaluating hygiene education

Figure 11: Some examples of objectives defined in behavioral terms and
indicators for monitoring and evaluation

List of examples

Why do mothers wash their hands?

Green’s framework adapted to a latrinc programme in Malaysia
Terms of reference for steering committees on watcr supply, sanitation and
health education (WASHE)

Joining hands on hygiene education

Description of focus group interview

Objectives and target groups of a project in Lesotho

Objectives and target groups of a project in Thailand

Objectives and target groups of a project in Bangladcsh

Integration of participation and hygiene education exercise
Workplan of a project in Nepal

Workplan implementation in a project in Bangladesh

Health communication

Hygiene education plan for community visit of a project in Sudan
Hygiene education plan for school session in Nepal

Extension activily of a project in Zambia

Job description participation and education coordinator, Pakistan
Job description participation and education staff, Zambia

General overview of tasks in which pcrsonnel may need to be trained
Training exercise for hygiene educators

Monitoring and supervision sheet, Yemen

Monitoring sheet: visit to the village, Sudan

Village sanitation monitoring report, Tanzania

Graphs and figures to make monitoring and evaluation information more
appealing



Preface

The subject of this book - Hygiene Education - is a process which aims to
promote conditions and practices that help to prevent water and sanitation-
related diseascs. Hygicne education is an important component of watcr supply
and sanitation projects for two reasons: (1) to maximize the potential benefits
of improved water supply and sanitation facilities and (2) to help users to
appreciate the need for their proper operation and maintenance and to create a
willingness to contribute to their costs.

Integrating hygicne education with the other aspects of water supply and
sanitation projects requires skilful planning and management. However,
responsible staff arc often not fully prepared for these tasks, either by their
professional background, or by their expericnce. This problem is compounded
by the fact that a great deal is still unknown about what constitutes a successful
hygiene education programme,

This book brings together present knowledge and expericnce of integrated
hygicnc education programmes. Its aim is to facilitate:

o dccision making in the integration of hygiene education in the various
phases of water supply and sanitation projects;

e ncgotiation and cooperation among government agencies, donor agencics
and health institutions on hygicne cducation related matters;

» better planning and management of hygiene education programmcs as a first
requircment for increasing the success of such programmes,

The intended primary users of the book are those responsible for the
development and implementation of hygiene education componcnts in water
supply and sanitation projects. Those responsible for the formulation, planning
and management of integrated water supply and sanitation projccts might find
the book uscful as well. It has been assumed that the reader is generally
knowledgeable about these types of projects, but is not 50 familiar with the
integration of a hygiene education component into the overall project activitics,

As there is no single truth or single path leading to the successful integration
of hygiene education, the information and views provided in this book should
be used as an aide-memoire rather then as strict guidance. As "the proof of the
pudding is in the eating”, we are looking forward to hearing of your cxperience
with hygiene education and with the use of this book. Communicating your
experience will not only help to make the book more useful for your collcagucs
and successors, but will also help us all to find out what contributes to the
success of a hygiene education programme, and thus increasc the impact of
such programmes.

viii
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We wantcd to produce a book which would have both universal value and visual
appeal, but we were faced with the problem that available photographs and
other illustrations gencrally applied to a specific country or culture.

A compounding problem was the gender issue: if the photograph showed a
man, we could be accused of male bias; if we selected photographs showing
mainly women, we ran the risk of creating the wrong impression that hygiene
education is only women’s business. We also had the feeling that it would be
nice Lo try out an alternative approach from the usual photographs of womcen
cleaning toilets and children washing hands,

The first skctches of the frogs were pre-tested on men and women from
Bangladcsh, Ghana, India, Malaysia, The Nctherlands, Pakistan, Pcru, The
Philippincs, Tanzania, United Kingdom, United States of America, Victnam,
Yemen and Zambia. The pre-testing reassured us. Frogs appear to be found in
all countrics, and most associations are either positive or neutral. The frog
drawings were generally appreciated as nice cartoons, which raise curiosity to
read the accompanying text. We hope you like them.



1. Introduction

1.1 Need for hygiene education

The need for hygienc cducation dircetly follows from the general objectives of
watcr supply and sanitation projects, These arc:

¢ to help prevent water and sanitation-rclated discases; and

s to help improve living conditions.

To meet these objectives, it is not sufficient just to construct improved watcr
supply and sanitation facilitics. New facilities have to be used, continuously, by
everybody and in a safe way. This requires an intcrest from both communities
and officials in having safe, reliable and accessible facilities constructed, used
and maintained. Hygiene education aims to be instrumental in this process as it
promotcs an optimum use of water supply and sanitation facilitics and a care
for their continuous functioning through proper operation and maintenance.

An evaluation of gravity fed piped water supplies showed that the biggest concern of
the users is to get water to the tapstands, whereas preventive maintenance that aims at
keeping the systemn intact and thus avoiding contamination is not yet so much a
matter of concem. Thus a case for hygiene education. ’

Source: Engler, M. (1989) p. 1.

_J

Thus, technical aspects and educational aspects together create conditions for
meeting the general project objectives, which can be further elaborated as
follows:

Preventing diseases

Water and sanitation-related discases include various types of diarrhoea, worm

infestations, skin and eye discases and mosquito-borne diseascs. Togethcr they

form the most frequent cause of illncss and death in the developing world.

Water and sanitation projects gencrally aim to reduce these diseascs. They thus

contribute to:

o improving public health and personal well-being;

o reducing costs of curative health services;

¢ higher productivity of school children and working people because less
energy is lost from poor health and illness.



Improving living conditions

Adequate water and sanitation are basic human needs. Water and sanitation

projccts address these nceds, and so help to improve living conditions. New

walcr supplics may result in:

o Icss burden of watcr collection, reducing the overall workload, especially of
women and children;

o timec and energy gains uscd for better family care, schooling and productive
activities;

o usc of surplus water for small-scalc economic activitics.

Bencfits of sanitation improvements are:

e a clean cnvironment through the safe disposal of wastewatcer, human and
animal wastes, and solid wastc;

productive use of wastewater, human and solid wastcs;

suitable locations and facilitics for bathing and clothes washing;

a private and convenient place to relieve oneself;

increased social status and self esteem through an improved living
cnvironment,

Improved living conditions are also often considered a pre-condition for
reducing outward migration and attracting/holding educated manpowcr.

Linking technical facilities and user practices

To maximize polcntial bencfits of watcr supply and sanitation projects,
technical and behavioural measures must go hand in hand. Benefits of a safe
water supply will easily be lost if watcr is not collected and handled in such a
way as 10 prevent contamination before it is drunk. And latrines may become a
hotbed of diseases when they arc not used and cleancd properly. For example,
rescarch in rural Thailand indicated more reported diarrhoeal disease in
households where women use latrines than in those where defecation took
place in the field (Nongluk and Hewison, 1990).

Hygienc education is meant to help establish the link between improved
facilities and user practiccs. Table 1 presents a summary of basic measures
which help to prevent water and sanitation-related diseases. More information
on how hygienc behaviour and practices can help to reduce the risks of disease
transmission can for example be found in Cairncross and Feachem (1983) and
Benenson (1990).

Personal hygiene in Table 1 refers to water (and soap or substitute) used for
cleaning the body, including bathing and washing the cyes, face, or hands.
Domestic hygienc refers to the use of walcer in keeping the home clean, as well
as clcansing those components of the home environment that are related to
disease transmission (eg. clothes, utensils, floors, counter tops, or towels). The
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calegory “personal and domestic hygicne’ also includes the safe collection,
transportation, storage and use of drinking watcr. In the case of schistosomiasis,
personal and domestic hygiene relates (o reduced human contact with infected
water and increased use of improved water supplies for bathing and washing
(Esrey et al, 1990).

Table 1: Prevention of transmission of water and sanitation-related diseases

Disease safe safe personal and food wastewater
drinking excrela domestic hygiene  disposalf
water disposal hygiene* drainage
Diarrhocas . ase s e .
Poliomyelitis and hepatitis A . oo () .e -

Worm infections:
ascaris, trichuris . [0
hookworm - "
pinworm, dwarf tapeworm - (]
other tapeworms - oo
schistosomiasis - L)
guinca worm L) -

Skin infections - -
Eye infections - -

Insect-transmitted diseases:
malaria - - - -
urban yellow fever, dengue - - [ -
bancroftian filariasis - oe - -

Based on: WHO (1983), Esrey et al (1990) and Cairncross and Ouano (1991).

Importance of preventing disease transmission: eee high ee medium @ low to negligible
* Personal and domestic hygiene often require use of more water,

**  Vectors breed in water storage containers.

Maximizing health benefits

Over the years many studies have been carried out to learn more about the
relationship between walcr, sanitation and health. A recent review of 144 of
these studies by Esrcy et al (1990) showed that demonstrable health impacts
affecting all age groups in most of the developing world can be cxpected from
improvements in water supply, sanitation and hygienc. Six discases were
included in this review: Diarrhoea, ascariasis, guinea worm, schistosomiasis,
hookworm and trachoma. A number of factors were identified to maximize the
health benefits from water supply and sanitation:



e The watcr supply should be as close to the home as possible - to increase
the quantity of water available for hygicne practices.

o Water supply and health programmes should emphasize hygiene education
to encourage people to usc more water for personal and domestic purposes.

e Sanitation facilitics should be culturally appropriate, sincc use of the
sanitation facility will affect its health impact - probably reflecting the
importance of user acccptance.

¢ In achieving broad hcalth impacts, safc cxcreta disposal and proper use of
watcr for personal and domestic hygienc appcar to be more important than
drinking water quality.

e Sanitation facilities should be installed in conjunction with water facilitics
when fecal-related (diarrhoea and worm) diseases are prevalent.

e Use of facilitics is essential during critical seasonal transmission periods for
discascs, such as guinea worm, which have such periods (p. vii-ix).

What is evident when reading across as well as down Table 1 on the previous
page is that (a) hygiene and safe excreta disposal are the most important
interventions for several discases and (b) these two types of interventions affect
a broad range of disease conditions. Thus, hygiene - including the use of morc
water - and safe excreta disposal are important measures to maximize health
benefits.

1.2 Hygiene education defined

Definition

Hygiene education is defined as all activities aimed at encouraging behaviour and
conditions which help to prevent water and sanitation-related diseases.

This definition implies that hygiene education relates to a different range of
activities for diffcrent groups of people. Most hygiene education will take place
at the community level, encouraging men, women and children to look after
facilities and to increase hygienic practices such as using latrines, hand washing
after defecation, and the safe storage of drinking water. However, hygiene
cducation may also be directed at other groups. For example, project engineers
and technicians may need hygienc education to encourage the design and siting
of latrines that are safe and easy to use and maintain, Hygiene education is
needed at all levels of the society and all phases of the project to makc pcople
pro-active for the health aspects of water supply and sanitation. A bird’s eye
view of the hygiene education area is presented in Table 2 at the end of this
chapter.

In this book, the focus is on hygiene education as an integrated componcent
of a water supply and sanitation project. Discussion of other health and hygicne
education activities - such as under primary health care programmes or national
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campaigns - is limited to a discussion of the needs and possibilities for
cooperation and coordination. Thesc issues are covered specifically in
Chapters 4 and 11.

A new initiative to improve hygiene in schools has been developed in Manicaland
Province, Zimbabwe.

An open tank with a tap is built between the toilets and the classrooms. On Monday
mornings each child brings about five litres of water and pours it into the tank.
During the week children are then able to wash their hands afier using the latrine.

On Friday any water remaining in the tank is used to water the school garden. Over
the weekend the 1ank is left empty, which prevents mosquito breeding.

This simple idea combined with intensified hygiene education for the children should
be promoted on a wider scale so that the means as well as the message are provided
together.

Source: Zimbabwe, Ministry of Health (1990) p. 6.

As an integrated componcnt of a water supply and sanitation project, hygiene
education is closcly linked to community participation. Community
participation here refers to active involvement of the men and women
concerned in major project decisions and activities. Both community
participation and hygiene education are important tools for maximizing the
potential benefits of water supply and sanitation improvements. In practice,
community participation and hygiene education activities are often intertwined,
as in discussions on the siting of a new water point, the day-to-day care of
facilities and the safe disposal of human cxcreta. This relationship between
community participation and hygicnc cducation is made clear in Chapter 2. In
the subscquent chapters, it is assumed that personnel responsible for hygicne
cducation are also active in community participation activities.

Related areas

Water supply and sanitation projects may often be embedded in other
programmes, such as slum improvement or low cost housing, solid waste
disposal, surface water drainage, and conservation of the natural environment.
In such cases, hygiene education can also cover the wider aspects involved, to
help maximize potential health benefits.

Conservation of the natural environment is becoming increasingly important
in helping to protect the quality and reliability of water supply sources.
Activities may include measures to: protect water supply intake areas from
human, agricultural and industrial pollution; prevent over-extraction of ground
water for agriculture, causing depletion or saline water intrusion of drinking
water sources; combat deforestation and resulting deterioration of springs and
streams used for water supplies. In this area, hygiene education can be



particularly hclpful in creating broad awareness of the need for environmental
protection and promoting a commitment to take appropriate measures,

In slum improvement or low cost housing projects, hygiene education on watcr
supply and sanitation can readily be extended Lo include aspects related to
housing and health. These include proper ventilation to help prevent chronic
respiratory diseascs, enough spacc to help prevent diseases caused by
overcrowding, and measures to help control nuisance and disease (ransmission
from flies, mosquitos and rodents (Appleton, 1987).

Solid waste disposal and surface drainage programmes are also related, as
uncontrolled garbage disposal and poor drainage both are serious threats to
health. Garbage provides food, nesting placcs and breeding sites for rats and
disease-spreading insects. Discarded appliances, vehicles, bedding and toxic
substances are death traps for unwary children. And bad drainage of surfacc
water, including domestic wastewaler, results in stagnant pools or muddy and
marshy arcas where mosquitos, flies and othcr insects breed (Appleton, 1987).
Diseases which are easily transmitted in this way include malaria, dengue fever,
ycllow fever, and bancroftian filariasis, which can cause elephantiasis,

Surface water may also be contaminated with diarrhoca-causing germs from
sources such as blocked sewcrs and overflowing septic tanks, and often from
defecation in the open by livestock and by people who have no toilct. This
contaminatced surface water can then infect people in many ways. Children arc
particularly exposed to infcction when playing or bathing in surface water,
Schistosomiasis may sometimes be thought of as a rural discase, but in
countrics where it is endemic, poorly drained urban arcas present amplc
opportunities for transmission of the discasc (Cairncross, 1991, p. 3). All these
problems are at the heart of hygiene education and therefore can readily be
integrated.

Hand washing and safe excreta disposal are important practices to help prevent
water and sanitation-related diseases.
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1.3 About this book

The remaining chapters relate to various aspects of hygiene education planning
and management. As hygicne education involves activities to encourage
behaviour which helps 1o reduce water and sanitation-related diseases,
Chapters 2 and 3 cover the process of behavioural change. In Chapter 2 this is
approached from a morc practical point of view, while Chapter 3 covers a more
theoretical background to hygiene education planning and implemcntation and
probably will be primarily of intercst to project professionals in charge of
hygicnc education planning.

Chapter 4 discusses various options for organizational integration of a hygienc
cducation componcnt into a water supply and sanitation project. As careful
considcration of the best form of intcgration is oftcn neglected, there is not yet
much reliable information available on this subject. Chapter 4 is thus meant
morc to stimulate the reader’s thoughts than to provide clear-cut suggestions.

Chapter 5 provides an overvicw of hygienc education phases and approachcs.
From then on, the chapters follow the programme cycle. Identification of necds,
objectives, targets and target groups arc covered in Chapters 6 10 8. Here
emphasis is put on making use of existing sources, information and expericnce,
on active participation of both women and men in the targetl groups, and on the
need for clarity in deciding on specific hygiene cducation objectives.

Chapter 9 continues with the development and implementation of a workplan
for hygiene education. It is emphasized that the hygiene education workplan
should be developed jointly with that for more technical activitics, and that the
workplan should provide sulficient guidance both at project level and at
community level for implementation of the hygicne education programme.
Related manpower and cost aspects are covered in Chapter 11.

Chapter 10 focuses on communication, the instrument the hygiene cducator
uses in implementing the programme. As with Chapter 3, it tends to be focuscd
more on project professionals in charge of the hygicne education programme,
as the process of communication is a rather specialized subject. The final
chapter, Chapter 12, is devoted to monitoring and evaluation of the hygienc
cducation programme, emphasizing that this can and should be done at various
levels.

Although the chapters follow a deliberate sequence, readers may wish to read
sclectively, for example first going to Chapter 11 because of a special interest in
manpower- and budget-related aspects. The chapters are written in such a way
that this can be readily done, by including some overlap and by frcquent
refercnces to other chapters.

In the book, use is made of illustrations in the text and examples at the end of
the chapters. The illustrations in the text are meant to reinforce the issue under
discussion. The examples are mcant to show how other project staff dealt with
the issue at hand.



Table 2: Overview of hygiene education

Purpose

Target groups/People involved

Intended oulcomes

- Orientation in public heaith concepts
and hygiene education philosophy,

Government representatives and
policy makers at national and regional
levels;

departmental engineers;

project engineers;

project managers;

social scientists inside and

outside agencies,

a clear government commitment for
integrated water supply, sanitation and
hygiene educaticn;

the health components of their work
addressed by engineers and project
managers;

co-operation and co-ordination between
agencies responsible for water, sanitation
and health.

Design

- Orientation on the relation between
water, sanitation and health;

- QOrientation on the relation between
technical and behavioural factors in
reducing health risks.

communities {men, women, children;
socio-economic groups);

public and private utilities staff (eg.
school, health centre, market, bazaar,
government office, workshop, factory);
project staff;

government staff at regional and
district jevels.

the selection of scund, acceptable

and affordable facilities and their proper
siting, thus increasing the chance of their
use by everyone;

decision on the need for additional
facilities for hand washing, bathing and
washing clothes, and additional inputs for
the safe disposal of wastewater, storm
water and solid waste.

Implementation

- Training, guidance and support in
hygiene education: participatory
investigations, targets, plans,
communication activities, monitoring,
use of audio-visuals.

project extension staff;

heaith extension workers;

other extension workers {eg.
agricuiture, social development);
school teachers;

formal and informal community
key persons;

religious leaders;

local government staff.

community-level workers and community
key persons to take up hygiene education
tasks;

provision of support to community-level
workers and community key persons in
their educational and promotional tasks.




Phase

Purpose

Target groups/Peopie involved

Intended outcomes

Construction
and
functioning of
facillities

Orientation and training on technical
aspects influencing potential health
benefits of improved facilities.
Training in hygiene education related
to the functioning, use and
maintenance of improved facilities.

technicians

foremen;

masons;

plumbers;

caretakers;

maintenance workers;

water and sanitation commitiees.

awareness that quality of construction
is a precondition for the safe and
continuous functioning of facilities;
technical staff to utilize their stay

in the community alsc for hygiene
education activities;

proper functioning, and maintenance
of improved facilities.

Use of facilities

Hygiene education on the safe
collection, storage and use of water;
personal and domestic hygiene; safe
handling of food; safe disposal of
wastewater, human and solid waste:
productive use of water and waste;
control/reduction of fly and mosquito
breeding places.

communities (men, women, children;
househoelds; socio-economic and
voluntary groups};

users of facilities in public and private
utilities.

safe and exclusive use of water supply
and sanitation facilities;

use of sufficient quantities of water for
personal, food and domestic hypiene;
prevention of new health risks;
productive use of water and waste,

if possible and feasible.

Operation and
maintenance of
facilities

Training and education on health
related aspects of the operation and
maintenance of facilities.

communities;

users of facilities in public and
private utilities;

water and sanitation committees;
caretakers;

maintenance workers.

willingness to care for the facilities
and to pay for their maintenance;

a viable maintenance system in place;
continuous proper functioning of

the facilities.

NOLLDNAOWINI



2. Promoting Hygiene

Hygienc cducation is concerned with promoting hygienic behaviour, which
largely relates to daily routines such as the collection, storage and use of water;
rclicving oncself; washing hands; and garbage disposal. Routines usually arc
taken for granted, and thercfore not casily changed. What then makes people
adapt their daily routines to help reduce watcr and sanitation-related health
risks? In this chapter we will discuss this issuc from a practical point of vicw. In
the next chapter a more theorctical background will be given.,

2.1 Making use of new opportunities

Reducing barriers

Behaviour is largely dictated by available resources, facilities, services, money,
time, materials, and skills. It is easy to say that people should use ample watcr
for personal hygicne, but when water is expensive or in short supply, this advice
is hard to follow. It is easy to say that people should use a latrine, but when
skills, materials or money are lacking, it may be impossible to get onc
constructed. So, a first rcquirement is to take away barricrs to the adoption of
improved hygiene behaviour. A water supply and sanitation project may provide
opportunities previously beyond the means of large parts of the population.

Getting improved facilities used

Improvements in health can only be expected when new water supply and
sanitation facilitics are being used. Use of new facilities is more likely when
people perceive them to be better than their old ones. For a water supply, this
means that the ncw facilitics are well-constructcd and well-functioning, that
they are easily accessible within a reasonable walking distance, that they are
easy to operate, that they produce a rcliable and continnous water flow, that
colour and tastc of the water are acceptable, and that pcople can afford their
use. For new latrines it mecans that they are well-constructed and well-
functioning, accessible and affordable, not smelling, not too light or too dark,
providing privacy if required, easy to keep clean, and that it is easy to empty or
replace the pit when it is full,

From this list, it may be clear that while health benefits are often important,
they are not the immediate reasons why people change their behaviour. New
facilities must appeal to people, otherwise it is unlikely that they will be usced as
intended.

10



PROMOTING HYGIENE

To get improved facilities accepted and used, futurc users have to be
involved in the process of selecting technical solutions. This is especially true
when compromises have to be made between what people wish to have and
what is possible. For cxample, a ncw handpump in the middle of a village was
nol used becausc women preferred to walk a bit further to their old pond
where they could take watcr in one movement. The handpump required many
strokes to get a bucket filled. To be able to make better choices and to support
the change-over to new facilities, people need to know the implications of these
facilitics.

Linking new practices to new facilities

The switch-over to new facilities alrcady implies a change in daily routines. In
discussing this switch-over, there will be a lot of casy opportunitics to discuss
and introduce related hygiene behaviour. For example, provision of a safc water
supply calls for promotion of its safe collection, transport and storage for
drinking. Introduction of latrines provides ample opportunitics to discuss the
safc disposal of feccs of babies and toddlers, Promotion of personal hygicne is
easicr when linked to construction of bathing and washing facilities. Therclore,
the introduction of new water supply and sanitation facilitics in communitics
provides an important momentum to change hygiene-related behaviour as well.

Linking new practices to products and benefits

Health risks may be reduced not only by promoting new behaviour, but by
promoting possible ncw products or bencfits, For example, a watcr supply
project was very successful in solving the problem of stagnant wastewater
around the houses by promoting the use of wastewater for growing firewood
trecs, In a latrine programme, the status of having a latrinc and the protection it
provides against rain while relicving oneself were used Lo encourage people to
usc the new facilitics.

Motivation for latrine construction and usc can be strengthened by providing
more internal incentives or rewards. In a project in Thailand four types of
incentives are recommended:

»  Economic: "You will spend less on health care and lose less time from work."

»  Fashionable: "It is modern, private, and convenient to own a latrine and use it"

«  Religious (Buddhist): "You can earn merit by helping to make the village
environmentt clean and by teaching your children hygienic practices.™

»  Health: "You will have fewer diarrhocal and parasitic infections and your
children will grow healthier and will suffer less.”

Source: Simpson-Hebert, M. (1987) p. 16.

11



2.2 Building on local culture and priorities

Cultural values

Behaviour is not only influecnced by available rcsources, but also by how people
think and feel. Hygicne education that is not based on the local culture cannot
possibly be cffective in changing people’s behaviour and practices. For example,
frcquent diarrhoea may be taken as a fact of life, rather than as a disease. In
promoting hygiene behaviour it is important to start from an understanding of
what diseasc means to people, what diseases they recognize, and what their
notions of prevention and causc are. The more hygicne education builds on
local cultural values, thc more chance there is that it is attractive and effective.
As a merchant would say, you have to speak the language of your customers to
s¢ll your products,

Cultural values and beliefs also largely determine what people consider right or
appropriate behaviour and practices. When this is not taken into account it will
cause project failures. For cxample, in a solid wastc removal programmc, the
wheelbarrow was introduced to transport household waste to the dump site.
However, as women were responsible for this task, and it was considered
cmbarrassing for women to push a wheelbarrow because it would show their
breasts and buttocks, the programme had to be revised. An example about
beliefs and practices in relation to hand washing is given at the end of the
chapter.

Cultural patterns are hardly ever nationwide. Specific cultural values may even
differ between ncarby villages and between the same social, ethnic and
economic groups. It is always important to investigate cultural values, even
when hygicne education is given by a person from the arca.

Why women like to wash clothes in the canal:

"I prefer to wash in the canal because it is less strenuous. If T wash at home, Pl have
to walk back and forth at least four times carrying the clean and dirty water,
especially since I have no water at home."

"Thank God | have a water connection at home, nevertheless, I prefer 1o wash in the
canal so as not to dirty my house, since the septic tank we have is small. Therefore, I
don't want it overflowing at short intervals."

"Canal water washes a hundred times better than piped water; since it is always
running, it is never cut off and thus is abundant. It makes soap suds easily, while the
process of rinsing is much easier due to the abundance of water."

Source: El-Katsha et al (1989) p. 54.
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PROMOTING HYGIENE

Following respected persons

Bchavioural change can gain an important impetus through the support and
cxample of respected persons. If a respected key person is setting the example
and promoting a certain behaviour, it is likely that more people will follow. The
role models may be official leaders such as religious leaders and community
representatives, but also individuals who are trusted and consulted for specific
problems, or who livc the life desired by many people. Which people arc
inclincd to follow the example of which key persons, has to be investigated on a
case-by-casc basis (see Chapter 6). It is hardly ever the same for all community
groups or for men and women,

The reverse is also true. When hygiene behaviour is promoted by people who
have ncither status nor influencc, it is unlikely (hat the new behaviour will take
root among many pcople.

Incentives and regulations

To encourage new bchaviour, incentives may be used, such as little gifts or
prizes when people switch over to new behaviour. Examplcs are prizes awarded
to the cleanest village, the village with the best-protected water source, or to the
family with the best-constructed latrinc in each village. Status and prestige may
also act as incentives to the adoption of new facilitics and practiccs. However,
experience shows that status and prestige considerations arc more helpful in
getting facilities (eg. latrines) constructed than in getting them properly used.

Behavioural change can also be promoted through formal and informal
rcgulations and agrecments. For example, it may be decided that households
are only entitled to house connections when they make the necessary provisions
for safc wastcwater disposal. Social control can be an important mechanism for
informally ¢nforcing certain behaviour. For cxample, cleanliness around the tap
site may be successfully based on social control principles.

Facilities and practices are more likely to be adopted when they:

»  make life easier and solve felt probiems;
= are functionally appropriate;

»  are affordable, and materials easily available;

»  are based on people’s practical understanding of how water and sanitation-
related diseases are transmitted in their own environment;

are in line with the cultural values and behaviour of the users;

appeal to a sense of modernity and status;

are encouraged through incentives and regulations;

are promoted through the example of key persons in the community.

¥ ¥ OF ¥

Source: Burgers, L.; Boot, M.; and Wijk, C. van (1988) p. 24,
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2.3 Support from project staff and authorities

Promotion of new behaviour is not just telling people what to do. After all, why
should they belicve you, and why should they take the trouble when they do not
sce how it will make life casier ot better. Changing behaviour requires active
participation of both men and women in the community and the combined
efforts of tcchnical and social staff, supported by government authorities.

Changing practices through hygicne education and water and sanitation
improvements requires a willingness in people to think about their idcas and
behaviour and a willingness to take up new knowledge, to consider behavioural
alternatives, to overcome reluctance and ingraincd habits, and to decide and get
used to new behaviour, This cannot be expected to happen overnight; it will
necessarily take some time.

For project staff to facilitate behavioural changc they have to understand why
people act the way they do. For example, with a new water supply installed, the
use of more water for personal and domestic hygienc is promoted through
hygicne education. But this may be opposite to what many people have learned
to practice. Especially in dry arcas, pcople usually have been brought up with
the mcssage that water is a precious and limited resource, and therefore they
are used to taking as little water as possible. Changing from water-saving
behaviour for survival to watcr-using behaviour to reduce water and sanitation-
related diseases can only be facilitated when there is an appreciation what this
mcans to people. Educational staff have to realize that this will require
motivation and support over a longer period of time with results coming
gradually,
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PROMOTING HYGIENE

Effective hygiene education at community level presupposes the sensitivity of
project staflf and government officials to finding appropriate solutions to reduce
health risks from poor water supply and sanitation. Effective hygicne education
also requircs an intimatc knowledge and understanding of possiblc barriers and
resistance Lo behavioural change and factors that may facilitate the adoption of
new behaviour, This cannot occur without careful hygiene education planning
and implcmentation, giving due attention to the various levels of influence. This
requircs the set-up of a participatory hygicne education programme in a
suitable organizational setting. These subjects will be taken up in later chapters.

2.4 Action points for hygiene education

As there are many transmission roulcs of water and sanitation-related diseases,
hygicne education may cover a wide range of action points. Burgers et al (1988)
madc a shortlist of questions for identifying action points, from which the
following is adapted:

WATER SOURCE

e Do all children, women and men in the community use safe water
sources for drinking, clothcs washing and bathing?

o Is watcr used efficiently (not wasted), and is wastewater properly
drained?

e Are improved water sources used with care and well kept?
Is there a risk of contamination of walcr sources from ncarby latrines,
wastewater drainage, free ranging cattle or land cultivation?

WATER COLLECTION
e Is drinking water collected in clean vesscls, without coming into
contact with hands?
e [Is water transported in a covercd container?

WATER STORAGE
o Is water stored in vessels which are covered and regularly cleaned?
o Is drinking water stored in a scparate container, if possible?

WATER DRINKING
o Is drinking watcr taken from the storage vessel in such a way that
hands, cups or other objects cannot contaminate the water?

WATER USE
e Are adequate amounts of water available, transported and used for
personal and domestic hygiene? (It is estimated that some 30 to 40
litres per person per day are nceded for personal and domestic
hygiene.)

15



FOOD HANDLING
s Are hands washed with soap or ash beforc preparing and eating food?
e Are vegetables and fruits washed with safe water and is food properly
covered?
s Are kitchen utensils washed with safe water and left in a clean place?

EXCRETA DISPOSAL

e Do all men, women and children usc hygienic means of excreta
disposal at home, at work and at school?

e Arc stools of infants and young children safcly disposed of?

e Are household latrines used by all family members throughout the
ycar and are these regularly clcaned and maintained?

o Are latrines sited in such a way that the pit contents cannot wash into
water sources or enter the groundwater table?

o Are hand washing facilitics and soap or ash available and are hands
always washcd after defecation, and after helping babies and little
children?

WASTEWATER DISPOSAL
o Is household wastewater disposed of or re-used properly? Are
measures taken to ensure that wastewatcer is not left to create
breeding places for mosquitocs and other discase transmission
vectors, or to contaminate the safe water?

Although not related to hygiene education in a narrow sense, health care for
babies and little children should be a regular issue of attention, as these little
ones are cspecially pronc to diarrhoeas and other diseascs. For example,
preparation of weaning foods could be included on a regular basis in discussing
the safe handling of food. Hygienic preparation of weaning foods is not much
different from safe handling of food, except that it should be done with cven
more care, including: hand washing before food preparation and before feeding
the child; only using clean utensils; using safe watcr for making weaning foods,
and if possible preparing the weaning foods immediatcly before they will be
eaten,; storing the foods in a cool shady place, and covered; if kept for more
than two hours rebeating the weaning food thoroughly so that it boils (but let it
cool again before giving it to the baby). It may also be emphasized that, just as
at any other agc, the weanling with diarrhoea must be given plenty of
appropriate fluids and continue to eat plenty of nourishing food to help
recovery and ensure that there is no growth retardation (AHRTAG, 1988,

no. 32).

In deciding on actual adaptations in behaviour and practices to reduce health
risks, thc men and women in the community may be in nced of some sound
knowledge and considerations of what are the most beneficial measures. For
example, in a Zambian community, the water committee noticed the problem of
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PROMOTING HYGIENE

people from outside the village using their own bucket instead of the
community bucket to draw water from the improved well, thus contaminating
the water source, Therefore the committee decided that the well should be
continuously locked to prevent this happening. However, the implication was
that the village women had to fetch the key from the caretaker before they
could draw water from the well. As this was rather inconvenient and
time-consuming, women tended to collect less water or to revert to old,
unimproved water sources. When the health cducator visited the village, this
problem was taken up with her, and a discussion evolved about the relative
importance of quality of water compared to water quantity, and what could be
the best measures in this particular situation.

In cases where it is not entircly clear what are the best behavioural measurcs,
it should be possible for the health educator to consult a health specialist on
behalf of the community, either directly or through his or her supervisor, to
obtain expert advice in order to prevent inappropriate adaptation in hygiene
behaviour and practices.
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3. Influencing Health Behaviour

This chapter provides a short (heoretical background on ways of influencing
behaviour through hygiene education planning and implemecntation. The reader
will recognize many aspects discussed in the previous chapter, but this time it is
put in a systcmatic framework, The text is largely summarized from Green et al
(1980) Health education planning: a diagnostic approach, and the intercsted
reader is referred to this book to study this subject further.

3.1 Basic characteristics of health education

Hygienc education is a specific form of the wider health education. Whercas

hygiene cducation is solely confined to water and sanitation-related health

problems, hcalth education concerns all activitics that promote health and
reduce health risks, as for example adoption of a sound diet or prevention of

Aids.

Health education is commonly defined as: ‘any combination of learning
experiences designed to facilitate voluntary adaptations of behaviour conductive to
health’ (Green et al, 1980, p. 7). This definition shows the two basic’
characteristics of health education;

» Health education is a planncd activity. It must be properly designed and
conducted if it is to be effective.

e Hcalth education is based on voluntary participation. Only if pcople want to
changc, can adaptations in behaviour be expected; forcing will not help and
health education without participation runs the risk of being rejected
because it is felt to be propagandistic, politically directed, or threatening
(Green et al, 1980, p. 89).

3.2 Framework for health education planning

Green et al (1980) provide us with a framework for health education planning.
The framework includes seven phases and starts from the ’outcome’ end: first
we have to decide where we want to get, before a proper intervention
(combination of learning experiences) can be designed. The framework is
summarized in Figure 1. To visualize starting from the "outcome” ¢nd, the
phascs in the figure run from right to left. The more these phases are carried
through with full participation of the men, women and children in the target
population, the greater the chance for successful health education. We will
come back to this point in later chapters. At the end of this chapter an example
is given how this framework for health education planning is used in a
pour-flush latrine programme in Malaysia.
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Figure 1: Phases in health education planning (Green et al, 1980, p. 3). (Phase 7: Fvaluation
is not illustrated, as it is seen as part of all the other phases.)

Phases 1 and 2

Ultimately health education is concerned with an improvement in the quality of
life (phasc 1). The first question is: What are the general problems of concern to
peaple in the target population? Thesc problems can be health rclated and
non-health related, and that is further assessed in phase 2. Based on this
assessment a decision is made as Lo what health problems deserve most
attention, Programme and project objectlives are bascd on this asscssment.

In the case of water supply and sanilation projects this assessment process will
alrcady have taken placc in an earlicr stage, with the decision taken that the
health problem dcserving special attention is water and sanitation-related
diseases. 80, to a certain extent, phases 1 and 2 are only reminders for us.

Usually it will not be nccessary to re-do the assessment, but we should be aware
of why this health problem was selected, and more importantly we should make
surc that the target population is intercsted in tackling it, although that may be
for rcasons other than health,
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Phase 3

Phase 3 involves identifying specific behaviours which appear to be linked to
the chosen health problem. In our case, we should identify behaviours linked to
water and sanitation-related diseases (eg. using the toilet without regular
cleaning). As thesc are the behaviours that will be the focus of the educational
intervention, it is essential that they be identificd very specifically and then
carefully ranked according to importance and changeability. This process may
be facilitated by using a matrix of health behaviours (Figure 2).

Important Not/Less Important
Changeabile 1. High priority for 3. Low priority except to
programme focus demonstrate change for

“political" purposes

| S S

Not/Less 2. Priotity for innovative 4. No programme
Changeable programme; evaluation
crucial

Figure 2: Matrix of health behaviours (Green et al, 1980, p. 63).

In quadrant 1 of Figure 2 we find behaviour that is both important and
relatively easy to influence. Thercfore, behaviour in this quadrant has a high
priority as a target for hcalth education. Sometimes however, this quadrant will
remain empty, and then we have to focus on behaviour listed in quadrant 2,
This behaviour is less easy to influence, and it is important to keep this in mind
to prevent unrcalistic expectations. If quadrant 1 and/or 2 carry a whole list of
behaviours, it will be necessary to make a balanced choice, to avoid the risk that
the health cducation efforts will become unfocused and too thinly spread.

Behaviours found in quadrant 3 are unlikely to become targets for change,
unless there is a "political’ reason to show that change is possible. When such a
need exists, the behaviours should be given only temporary priority. Behaviours
listcd in quadrant 4 will not require our attention, as these behaviours are
neither important nor easy to influence.
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Once target health behaviours have been identificd, we can formulate
immediatc (behavioural) objectives. These objectives should be stated precisely
to prevent cducational cfforts being scattered rather than focused. Each
objective should answer the qucstion: Who is expected to achieve how much of
what behaviour by when. Reference is made to Chapter 8 for a further
discussion of formulating objectives.

In carrying through this third phase it should be borne in mind that health
problems have both behavioural and non-behavioural causes. Although the
focus for health education is on behavioural causes, it is important also to
consider the non-behavioural causcs. Non-behavioural causes arc personal (eg.
age, gender), socio-cconomic, technological (eg. adequacy of facilities), political
and environmental (cg. climate, residcnce, water quality) factors that contributc
to health problems, but that are not controlled by the behaviour of the target
population. In watcr supply and sanitation projects with integratcd hygienc
education, both behavioural and non-behavioural causes are attacked at the
samg time, increasing the potential for full benefits, as discussed in Chapter 1.

Phase 4

In phase 4 we sort out the factors that contribute to the health behaviours
selected in phase 3. These factors provide the reasons why people behave in the
way thcy do. Many factors contributc to an actual behaviour and if we know
what these factors arc, we can address them in the health education programme
to stimulate adaptations in behaviour, For convenicnce, the faclors are grouped
in three categories: predisposing factors, enabling factors and reinforcing
factors (Figure 3).

Predisposing factors relate to a person’s knowledge, attitudes, beliefs, values and
pereeptions, In addition, a variety of demographic factors also belong to this
group, such as socio-cconomic status, age, gender, and present family size.
Although demographic characteristics arc beyond the dircct influence of a
health education programme, they arc important to remember. Together this
group of factors provide the motivation for an individual or group to act in a
certain way.

Therc is an ongoing debate about the relation between knowledge and attitudes
on the onc hand and bchaviour on the other. Studies have found much evidence
that an increase in knowlcdge is an important but not a sufficient factor in
changing health behaviour. The relationship between attitudes and behaviour is
morc complicated and not fully understood. Nonctheless it is safe to say that a
change in attitude may influence behaviour and, vice versa, that change in
bchaviour may influence attitudes.

Enabling factors include personal skills and resources as well as community
resources necessary to perform a health behaviour, Resources include, among



others, personncl, community organization, money, time, watcr supply and
sanitation facilities, health carc facilitics, transportation facilities, a special
container for drinking water storage, space to construct a latrine,

Tt is important to investigate these enabling factors for developing a health

education programmc, becausc it is unrealistic to expect people to adapt their
behaviours if resources and skills are lacking.

—

Predisposing Factors:

Knowledge
Beliefs N
Values

Attitudes
{Selected demographic
variables)

»

o

Enabling Factors:

Availability of resources
Accessibility of resources

SPECIFIC
Community/government o 2 . | BEHAVIOURAL
priority and commitment I PROBLEM
1o health
Skills 5/

Reinforcing Factors:

Attitudes and behaviour of:
Families,
Peers,
Teachers,
Employers,
Health and other
personnel.

I—

Figure 3: Three categories of factors contsibuting to health behaviour (Green et al, 1980, p. 71).

Note: Solid lines imply contributing influence, and dotted lines imply secondary effects.
Numerals indicate the approximate order in which the actions usually occur,
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Reinforcing factors relate to the approval or disapproval of a certain behaviour
by people who are important to us. For example, if our best friend only accepts
drinking water from a protected source we arc more likely to adopt this
behaviour as well, Which person or group of persons arc significant in
encouraging or discouraging behavioural change may differ from one target
group to another. A careful assessment and involvement of these people may
greatly facilitate the adoption of behaviour conducive to health.

A simplified example of the interplay of the three groups of factors is the
following: In an urban community many women suffered from schistosomiasis.
The behaviour identified as main cause for their health problem was that they
were used to washing clothes while standing in schistosomiasis-infected water.
Factors contributing to this behaviour included a long and gencrally accepted
habit of washing clothes in this way (reinforcing factor), limited knowlcdge
about the causes of this disease (predisposing factor), and no alternative
washing facilities (enabling factor). Encouraging a change in clothes-washing
behaviour to reduce contact with schistosomiasis-infected water will be
dependent on how well all these factors arc covered in the health cducation
programmc.

Changing health behaviour is more than increasing people’s knowledge.

Phase 5

When many factors are identified as contributing to a behaviour, as usually will
be the case, decisions have to be made about which factors are to be attacked
first and which can be attacked simultaneously. In some cases, predisposing
factors will come first: people will not adopt a set of behaviours to reduce a
health risk if they are not aware that there is a risk. In other cases, enabling
factors will come first: people cannot adopt a set of behaviours to reduce a



health risk if they have not the resources to do so. Within the threc categorics
the specific factors to be sclected for intervention can be based on the same
criteria as were uscd in selecting the initial behaviours: importance and
changcability (sce above, phase 3).

Phase 6

Once specific factors for intervention have been selecled, we are ready to
develop a health education strategy. A health education strategy is a plan of
action which includes a combination of educational methods and materials that
may be uscd to affect the predisposing, reinforcing and enabling factors which
dircetly or indirectly influence behaviours.

Therc is a wide variety of cducational methods and matcrials, including
lecture-discussion, small-group discussion, person-to-person communication,
household visits, role playing, simulations and games, skill development,
programincd learning, inquiry lcarning, audio-visual aids, educational television,
videos and vidco clips, films, slides, demonstrations, radio-listening groups, ete.
In addition a number of organizational methods encompass this list of
cducational methods and materials. These include: community development,
social action, social planning, and organizational development. Chapter 10
discusses these points further.

For effective health cducation, the best possible mix of methods should be
selccted. However, even with the best combination of methods the promotion of
changgs in behaviour is still very much dependent on the quality of the hcalth
cducator and on the participatory process itsclf. This point is further addresscd
in Chapters 10 and 11.

In deciding on a health education stratcgy, manpower, budget and time
availability should be taken into account, and realistic allocations made.
Organizational aspects should also be considered, especially working rclations
within the health cducation programme, between the programme and the water
supply and sanitation project, and between the project and other organizations
involved in water, sanitation and health. To a certain extent these aspects
should be in focus from the very beginning of the planning process, but at this
stage they are given more specific and detailed attention. Chapters 4 and 11 will
addrcss these aspects further.

Phase 7

Evaluation is an intcgral and continuous part of the wholc planning and
implementation process, and so this phase is not mentioned separately in
Figure 1, phases in health ¢ducation planning. But whereas for phases 1 to 6 we
are working from right to left, for phase 7 the order of attention is from left to
right: from immecdiate activities and resources to ultimate health benefits and an
improved quality of life.
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Health education programmes can be evaluated in terms of process, in

terms of impact, and in terms of outcome (Figure 4).
T .
Heath Erating ang | | Benaviour | | Health Social Benefit
Programme Reinforcing
Factors
- |

L | oL
Process impact Outcome
Evaluation Evaluation Evaluation

Figure 4. Three levels of evaluation in relation to the health education planning framework.
(Note that Green et al use the term ’outcome evaluation’ for what in the water and
sanitation sector is commonly known as 'impact evaluation’ and vice versa - see
Chapter 12).

A process evaluation assesses how well a health education programme is being
planned and implemented. Basic qucstions are: What is being done compared to
time, budget and manpower allocations? and How well is it being done, using
professional standards?

The second level is impact evaluation. Evaluation here focuscs on the
immediate impact of the health education programme (or some aspect of it). It
involves an assessment of the changes in knowledge, attitudes, belicfs, and
especially behaviour that come about as a result of the cducational programme,
Questions to be answered are: Have the predisposing, enabling and reinforcing
Jactors that influence the health-related behaviour been altered? Have the
immediate objectives of the programme been met? Is there an increase in
health-enhancing behaviour? Has exposure to risk been reduced?

At the level of outcome evaluation, benefits of the health education
programme are measurcd in terms of increased survival and reduced mortality
and morbidity. This type of evaluation is a long-term undertaking requiring
large population samples, and therefore needing well-qualified staff and a
considcrable budget. Evaluation of health education programmes is further
discussed in Chapter 12.

3.3 Common traps in hygiene education

The framework for health education planning that has been described should
nol be seen as a rigid formula, but as a means of avoiding some common traps
in hygicne education. These traps are briefly summarized below, to help
hygiene cducators to avoid them (Green et al, 1980, p. 5-6):
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The trap of *doing without thinking’. This happens when hygicne educators
lose themselves in designing, planning and spreading messages without
rcally thinking out why. Invariably this leads to being busy all the time and
very tired at the end of the day, without working towards successful results.
The ‘empty vessel’ fallacy. This relates 1o the wrong idea that all you need for
a successful health education programme is to pour health information into
the empty minds of an eagerly waiting target population.

The fallacy of the ’inherent superiority or inferiority’ of some educational
methods. This comes into play when hygiene educators propagate only one
or two methods, while rejecting the others, Thus, some educators may be
enthusiastic about group processes, whereas others swear by video-clips or
person-to-person communication. In fact there is nothing inherently
superior or inferior about any method of education. Each has a potential,
and a choice has to bc made about the best mix in a particular situation.
The fullacy of the more, the better’. This fallacy rclates to thc misconception
that positive outcomes of health cducation will increase proportionately with
more audio-visual tools, more time, more contacts, more radio coverage, etc.
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4. Organizational Set-up

Intcgration of a hygiene education component into a water supply and
sanitation project will require an adapted projcct organization. Someonc will
have to take responsibility for the development and implementation of the
hygiene cducation programme. Coordination and cooperation will be necessary
between educational and technical staff and their activitics.

What organizational structure is nceded to mcct these requirements? There are
scveral options, cach with its own advantages and disadvantages. The best
option for a particular situation has to be selected in the formulation and
planning stages of the project (sec also Chapters 5 and 6). In this chapter the
most common options are briefly compared.,

The most common options are;

» the water supply and sanitation project dircctly employs staff to cover the
hygiene education componcent;

o the Ministry of Health providcs staff seconded to the project to cover the
hygicne education component;

o the Ministry of Health covers the hygiene cducation component of the
project through its existing health structure and scrvices in the arca.

o other ministries and/or NGOs cover the hygiene cducation component
through thcir field level staff,

4.1 Deciding on the organizational structure

In deciding on the best organizational structure for the integration of hygiene
education into a water supply and sanitation project, scveral requircments have
to be taken into account.

Staff responsible for hygiene education

Onc of the first requirements is to have staff appointed with responsibility for
the development and implementation of an integrated hygienc education
component,

Sometimcs it is decided that technical staff will perform all these duties.
Without denying that this might be possible in specific cascs, this book takes the
stand that at least onc person with a social-educational or health-educational
background will be needed for hygicne education programme development and
coordination. To cmphasize the closeness of education and participation, this
person will be referred to as Education/Participation Coordinator throughout the
book.
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Al implementation or ficld level, the choice is either for technical staff to take
up hygiene educational activities, or to work with and through spccial health
cducators. There are advantages and disadvantages in ¢ach option. In this
chapter this issue will be touched upon only obliquely. 1t will receive further
attention in Chapter 11. Throughout the book we will use the term hygiene
educator for the person carrying out hygienc cducation activities, irrespective of
his or her educational background.

At project management level, there is a clear advantage when the project
manager has a favourable attitude towards the integration of hygienc ¢ducation.
Often in smaller projects, the project manager is also the project engineer.
Alternativcly, when such a project has a large community participation and
hygicne education component, it is worth considering combining the post of
project manager with that of Education/Participation Coordinator. In the
following sections, when we discuss the various options for organizational
project set-up, somewhat bigger projects with a full time project manager will
be taken as examples, without referring back to the alternative of combined
positions for smallcr projects.

Link between technical and educational activities

To integrate water supply, sanitation and hygicne education it is necessary that
technical and educational activities bec matched and adapted to each other. This
is especially important during the planning and early implcmentation phascs of
the watcer supply and sanitation improvements (sec Chapter 5), and can only
materialize when sufficient value is given to technical, social and health
considerations, The organizational structurc has to be such that technical and
educational activities can be linked.

Link between educator and community

Hygiene education requires good communication and rapport between the
hygiene educator and the various community groups. This will be easicr when
the educator is well-known to the communities and is respected and trusted. Tt
is often an advantage when the educator is from the same arca (same language,
ethnic group, urban/rural background, ctc.) and has frequent contacts with the
community groups. This implics that the organizational structurc should enablc
the active involvement of community-level hygiene educators in one way or
another.

Continuity of educational activities

People do not change their habits overnight (sece Chapter 2). And even when
they do, there may be many reasons for slipping back to old behaviour that is
more risky to health. Hygiene education therefore requires some continuity, to
reinforce hygienc behaviour over time. This means that the organizational
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set-up of the hygiene education programme should allow for longer term
hygiene education opportunities, after completion of the water supply and
sanitation improvements,

This characteristic of successful hygiene education used to be considered as
one of the disadvantages of integrating hygicne education into water supply and
sanitation projects. However, with more and more emphasis being put on
sustainability and long term operation and maintenance of improved facilities,
this problem more or less solved itself, because a phasing out period is
nceessary once construction is completed for technical and financial
management reasons, as well as for conlinuing hygiene education.

Coordination of educational activities

Coordination of hygiene education activities with other ongoing health
cducation activitics in the area is nccessary for an economic use of available
resources such as manpower, money and transport. Coordination is also
necessary to help prevent confusion among educators and community groups
when hygienc education is given through different services in differcnt ways.
The organizational set-up of the project should make it possible that hygiene
education activitics in the area are either combined or tuned in to cach other.
Of course this is not only dependent on the project organization and attitude,
but also on those of the other agencies.

How are we going to organize ourselves?
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4.2 Option one: directly through the project

The most simple option for the integration of hygiene education is that the
project directly employs staff to cover this component. This is shown in
Organogram: example 1,

Water Department

Project
Manager

Project Education/Participation
Engineer | -------- Coordinator

. - line of command
---------- line of communication and coordination

Organogram: example 1.

In this set-up, an Education/Participation Coordinator comes undcr the Project
Managcr, while the hygicne educators eithcr come under the Education/
Participation Coordinator or the Project Engineer. If technical staff will be
functioning as hygiene educators, the obvious choice will be for them to be
responsible to the Project Engineer, while rcceiving hygiene cducation
supcrvision and support from the Education/Participation Coordinator. If
special hygiene cducators are appointed, it may bc a matter of choice whether
they will be under the Education/Participation Coordinator or under the
Project Engineer, who often carries out general coordinating tasks.

Advantages

Advantages of this option are that the lines of command are clear and that
planning, communication and coordination between technical staff and
education/participation staff can be organized quite easily, because all are part
of the same project undcr the same project manager. A further advantage is
that technical and educational activitics may be easier matched and adapted to
one another than when another agency such as the health department is actively
involved.
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Disadvantages

A disadvantage is that often the number of specific cducation/participation staff
dircctly employed by the project will be limited to one or a few persons, mainly
for budget reasons. This makes it more difficult to establish good rapport with
the communitics and to provide {or continuity in the hygienc education
activities,

Another disadvantagc may be that a new channel for hygicne education is
created. For communities who are then visited by staff from various health
services on the same hygicne subjects this can create confusion. It may cause
conflict, competition or demotivation for educational staff from the various
services, when they have to work with the same people on the same hygicne
subjects.

A further disadvantage may be that, although the cducation/participation
project staff will have more opportunities to plan and organize activities in their
own way, indepcndent of the regular health scrvices, they will lack supervision
and support from their own disciplines. A common problem is that
participation/cducation project staff feel insufficiently supported by the project
manager, who usually has an engincering background.

Assessment

If this option is going to work, it is nccessary to have an Education/Participation
Coordinator appointed of sufficiently high educational background to be on
equal terms with engineering staff and to ensure sufficient back-up and support
from the project manager.

It also will be necessary to look for opportunities and ways 1o work with and
through community-level workers of the regular health scrvices in the area,
which can also provide for continuity. Where regular health scrvices do not
exist or do not function well at community level, an alternative would be to
work with hygicne education volunteers trained by the project. This could be a
suitable solution during the planning and implcmentation of water and
sanitation improvements, but it will not solve the problem of sustainability of
hygiene education efforts after project complction (scc also Chapter 11).

4.3 Option two: through health staff seconded to the
project

In this option, the hygienc education component is covered by education/
participation staff seconded to the project by the Ministry of Health, This is
shown in the Organogram: example 2. The Education/Participation Coordinator
will be responsible to the Project Manager, but liaise on a regular basis with his
or her superiors and collcagues at the Ministry of Health. The situation of the
hygiene educators may be the same as in option one.
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Water Department Health Department
Project | | -ooo-esmeeeeenes Senior Health
Manager Officer
T *
*
*
* &k W K* * k K x X

*
*

Project Education/Participation
Engineer | --s------ Coordinator

_ — line of command
.......... line of communication and coordination
. w kA AW line of liaison, supervision and support

Organogram: example 2.

Advantages

For this option the same advantages apply as for option onc. Additional
advantages arc that there is more likely to be a link between the project
educational activitics and educational activities organized through the regular
health services, and that the education/participation staff may get supervision
and backstopping from the health department.

Disadvantages

If secondment is limited to one or a few education/participation staff, this
organizational set-up may suffer from the same problems as in option one - a
lack of hygiene educators for field level activitics and a lack of continuity once
the project is over.

Another disadvantage could be that the project does not control the sclection
procedure of the person(s) to be seconded, and thus is dependent on the
choice of the health department. This may not take into account sufficiently the
needs of the project for a particular type of person or persons. Also the timing
and type of staff replacement will be largely out of the project’s control.
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Assessment

If this option is going to work, it is necessary for the project to establish good
communication with the health department, espccially on the secondment of
staff and the mutual obligations. The cducational background and position of
seconded staff need to be such that they can work on equal terms with
cngineering project staff and that they can maintain good liaisons with the
health department. Other considerations are the same as for option onc,
especially the need to look for opportunities and ways to work with and through
the regular health scrvices.

4.4 Option three: through regular health services

A third option is to have the hygiene education component covercd through
health workers of the rcgular health services in the area. This requires
considerable coordination betwecn the water department and the health
department, for example through a coordinating body or stcering committee.
The organizational structure is shown in Organogram: example 3.

Advantages

The clear advantage of this option is that the existing health infrastructure can
be used, and thus that the integration of a hygicne education component can be
built on the usc of trained health staff sprcad over the area. A precondition of
course is that the health services are established down to the community level.

Integrating hygicne education through existing health services is often cheaper,
as less manpower costs are involved. It can also provide more opportunities for
continuous and close relationships with local population groups, through which
hygiene education usually is morc cffective. Another advantage s that confusion
will be prevented, as the hygiene education in the framework of the water and
sanitation improvement will be carried out by the samc hcalth workers who visit
the communities for other health services.

Disadvantages

A possible disadvantage will be that the matching of technical and educational
activities is morc difficult to organize and that communication between
technical and hcalth staff requires morc attention and will cause more
frustration. Also, there may be rivalry between the water department and the
health department, hampering a smooth running of activities. A common
problem is that a water department has more influcnce, more funds, and more
visible results. A health department may be or feel weaker and therefore be in a
disadvantaged position. However, the oppositc may be true, A health
department may very much welcome the opportunity to contribute to water
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and sanitation improvements as it will provide more possibilities to carry out its
regular tasks with more tangible results and usually with extra resources for
transport and materials.

Field-level health workers may face additional burdens. Tt is not uncommon for
numerous health programmes to be run at the same time, or for a particular
health programme to be launched which requires full time involvement of the
health workers at short notice. Immunization and family planning programmes
are examples in this respect.

Coordinating Committee

Water Department Health Department
Project || cooeeeeiiieiieooe oo Senior Health
Manager Officer
Project Education/
Engineer . Participation
"""""""""" Coordinator
Technical Health
Field Staff | .. ... ... ... Fieid Staff

- = line of command
.......... line of communication and coordination

Organogram: example 3.

Working through the existing health infrastructure means working with another
bureaucracy. It can be hard enough to work through the bureaucracy of the
water department, without adding a second one. Channeling and guiding
activities create an cxtra challenge for project management staff.
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Assessment

This option requires that the health department is active in the project arca
down to communily level, and that field levcl health staff are given sufficient
time and opportunity for hygienc education activities. If this option is going to
work, both thc water department and the health department need to be flexible
and to have a strong will 1o make it work. Much will depend on the functioning
of a coordinating body, and the extent to which decisions can be implementcd
in practice. An cxample of a terms of rcference of such a coordinating body 1s
provided at the ¢nd of the chapter.

It is nccessary in all the options that technical staff have a good understanding
of the importance of hygienc education in relation to improved water supply
and sanitation facilities, but this aspect is especially important for this option.
Otherwisc, there is a great risk that the watcr and the health department will
each have their own programmes, without integration.

4.5 Option four: mixed organizational set-up

This option combines options two and three and is meant to enhance effective
cooperation between the water department and the health department by
having an Education/Participation Coordinator seconded to the water and
sanitation project, while ficld-level activitics are carricd out by regular field
staff of the Ministry of Health, Tt might also be possible to work it the other way
round, with a technical coordinator seconded to a health department project.
This may be suitablc, for example, when the water and sanitation activities
concern simple low-cost improvements for which the health department has
first responsibility. Organogram: example 4 shows what this mixcd
organizational set-up may look like.

Advantage and disadvantage

The main advantage of this option compared with the other options is that
there is a clear person assigned who can take care of integration, coordination
and cooperation, With one fool in the water supply and sanitation project and
the other in the health department, he or she is in the unique position of
representing both sides. This advantage can easily turn into a weak point, as the
position is difficult and sensitive.

Assessment

Obviously this option will not work without a capable person, able to form the
day-to-day link between the two departments. An equally important
precondition is a well-functioning coordinating committee and strong support
from higher ministerial levcls.
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Coordinating Committee

Water Department Health Department
Project . . )
Manager Sengf;i?;alth
: .
*
* x kK * L.
*
*
*

Project Education/Participation District Health
Engineer | -~ -~ Coordinator | =~~~ "~ ~ Ofticer
Technical | . . . _ - - . - _ . . . - _ - - . - - .- Health
Field Staff Field Staff

_ line of cornmand
---------- line of communication and coordination
LI line of liaison, supervision and support

Organogram: example 4.

4.6 Involvement of other agencies

Involvement of other government departments

In addition to inlcgrating hygiene education through the health department,
there may be other departments which can provide valuable opportunities for
cooperation and coordination, For example, in a number of countries there are
departments for rural or urban development, social/community development or
a special department for women and development. Cooperation and
coordination may be organized in the same way as with the health department.

Involvement of NGOs

An additional possibility is to invite an NGO to take responsibility for the
integration of a hygienc education component. Larger NGOs with sufficient
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field lcvel staff may be in a position to carry out effective hygienc education in
the framework of a water supply and sanitation project. NGO field staff are
usually very committed to working with the poorer sections of a community;
they are expcrienced in working through a participatory approach; and they
have long term relationships with the communitics continuing over time.

Advantage and disadvantage

If an NGO is involved, it is often on the basis of the water supply and sanitation
project contracting out the hygienc education component to the NGO. The
advantage for the project is that it is easy to manage, as the responsibility for
hygicne education is just handed over Lo the NGO.

Disadvantages are that the NGO may lack authority to influcnce technical staff
with respect to the planning, implementation and maintenance of water supply
and sanitation activities, and that the NGO may have to discontinue its hygiene
education activities once the project is over, due to lack of funds.

Assessment

For the effective involvement of an NGO it is important for the project to have
a clear idea about what the NGO should achicve in what period of time. If this
is not possible at the beginning, a phased contract may be the solution. Terms
of Refercnce should be carefully worked out and regular follow-up will be
needed in most cases. As in all the options, cffective involvement of NGOs
necds a supportive attitude from project management and tcchnical staff
committed to making integrated hygiene education work.
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5. Programme Development

Development of a hygienc education component docs not diffcr basically from
development of water supply and sanitation components. Both need
formulation, planning, preparation, implementation, monitoring and evaluation.
This chapter provides a gencral overvicw; specific aspects are discussed in
greater detail in later chaptcrs,

5.1 Phases

Overview of phases

Development of any hygicne education programme will run through the
following phases:

I  Formulation and planning

- Identification of needs and objectives
*  asscssment of present hygiene cducation activities

and experience
learning about local practices, problems, and conditions

- Identification of specific target groups

- Identification of specific targets
II  Design and implemcntation

- Devclopment of a workplan

- Implcmentation of workplan
Ii1  Monitoring and ¢valuation

*

In reality the order of the phases and the division between them will not be very
strict, and this ovcrview is primarily meant as a guide to making dccisions at the
right time on important issucs and actions for the development of a hygiene
education component. Partics in this decision-making process are both project
staff and communities. Readers who went through Chapter 3 will notice that
this overview of phascs for programme development is very similar to the
principles of hygiene cducation planning as discusscd in that chapter.

Needs and objectives

Starting points for any intcgrated hygiene education programme are the general
objectives of the water supply and sanitation project. These gencral objectives
have already been discussed in Chapter 1, but of course any individual project
will have its own particularities. From there, the first step is to have a closer
look at the needs to be addressed and the problems to be alleviated in the
project arca. Based on this identification of needs and problems, hygiene
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education objectives have to be dcfined, including a basic assessment of the
personnel and budget requircd.

Hygiene education requires proper preparation.

Usually, the formulation of broad hygicne education objectives forms part of
gencral project formulation and appraisal. If not, it should be one of the first
project activities, and if the water supply and sanitation project has already
startcd, a catching up manoguvre will be required.

After a first definition of hygiene cducation objectives, more specific and
immediate objectives will have to be formulated, based on an assessment of
local hygiene education expericnce and local problems and priorities for action.

Present activities and experience

In most countries and/or project areas, there will be already some kind(s) of
hygiene education activities. Bcfore jumping into the development of a hygiene
cducation component for a water supply and sanitation project, it is important
1o revicw these present activities, both to learn from their experience and to
find out to what extent efforts can be combined. It will also be important to
know what the formal responsibilitics are of the various ministries and
ministerial departments, to explore their interest and possibilitics for joint
development of programme activities. Coordination and cooperation in hygiene
education will make efforts more cost-effective (see also Chapter 4). Revicw of
prescnt activitics and cxperiences and their use {or hygiene cducation
development is the subject of Chapter 6.
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Local conditions, practices, problems

A thorough understanding of the local situation is a precondition for a
meaningful hygiene education programme at community level. Just as one has
to carry out topographical and other surveys for the design of a piped water
supply, it is also necessary to carry out a social and health survey for the design
of a hygiene education programme. The information needed and the methods
used for this investigation may differ according to the situation, as will be
further discussed in Chapter 7.

Specific target groups

In fact the entire population in the project area and all staff and authorities
who may influence the success of the project activities can be considered as
target groups for hygiene cducation (scc Chapter 1). However, hygiene
education cannot be directed indiscriminately at everybody. A project manager
will need different skills and capabilities then a mother, or a teenage boy, or a
primary school teacher, or a policy maker. The more hygicne education is
tailor-made for specific target groups, the more effective it can be.
Identification of specific target groups for hygiene education is elaborated in
Chapter 8.

Specific targets/objectives

With an overview of ongoing hygiene education activities already undertaken, a
better understanding gaincd of the local conditions, practices and problems,
and morc insight into critical target groups, specific hygiene education targets
or objectives can be formulated. An example of a specific target or immediate
objective could be: "90 percent of children aged six to ten are trained to use the
latrine at all times".

Deciding on specific objectives is an important step, as it will have a direct
bearing on the hygiene education workplan and the cxpected results of the
hygiene education activities. Specific hygiene education objectives must be
agreed by all relevant parties, to prevent misunderstandings and
disappointments later on. Selection of specific targets or immediate objectives
is the subject of Chapter 8.

Development and implementation of a workplan

Having decided on specific target groups and immediate objectives, a detailed
plan of action can be prepared. This should be done to the extent possible in
conjunction with the preparation of the detailed plan of action for the planning
and construction of water supply and sanitation facilitics.

The hygiene education plan should take into account available male and
female manpower, time, money and materials, and addrcss shortcomings in
these respects, either by securing additional resources or by scaling down the
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targets. Typically, it may be found that a project lacks adequate staff and funds
for a realistic hygiene education programme. New projects should make
sufficient provision for the integration of a hygiene education component in the
overall budget. Ongoing projects should be prepared to reallocate a part of the
budget to make hygicne education work. The development and implementation
of a workplan is further addresscd in Chapters 9 and 10; the inputs required in
Chapter 11.

Monitoring and evaluation

An integrated hygiene education component requires careful monitoring and
evaluation for timely adaptations in programme implementation and for more
realistic planning for future activities. Monitoring is important, as it will provide
project management and staff with immediate feedback, not only about the
hygicnc education activities themselves, but also about the intcgration of
hygiene education in the overall activities. Monitoring and evaluation is the
subject of Chapter 12,

5.2 Approaches

In developing a hygiene education programme, an approach to hygiene
education has to be sclected. By approach, we mean a manner or method
expected to lead to desired results. Thus, when our target is proper latrine use
by children, the approach outlincs how to get this accomplished. There are
many approachcs for hygiene education, going under names such as educational
approach, teaching approach, social marketing approach, participatory
approach, promotional approach, organizational approach, directivc approach.
These approaches all are found somcwhere along the line between a fully
community-based approach and a fully project-based approach.

Community-based approach

The community-based apptoach puts people in the centre of all actions. The
hygiene cducator acts as facilitator to help people to analyze their health
problems and to define their own prioritics for changing health conditions and
practices. Through person-to-person discussions and group meetings, the
hygiene educator stimulates people to take decisions and initiatives to improve
their personal and environmental health. This means that people take on
themselves hygiene education planning, implementing and evaluation.

The main advantage of this approach is that the hygiene education is fully
based on people’s immediate interests and needs, and that pcople feel
committed to taking hcalth improvements in their own hands, As discussed in
Chapters 2 and 3, this will greatly influence the chance of long-lasting
improvements in health conditions and practices.
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The main constraint is that this approach requires a reservoir of well trained
staff who have sufficicnt social and technical skills to work through dialogue
and who are prepared to cstablish longer term rclationships with community
groups. This approach also requires considerable flexibility in project planning
and management, as the people will be the main decision makers on the timing,
type and content of activitics.

Project-based approach

In the project-based approach, hygiene education planning, implementation and
evaluation arc largely determined by project staff and the people arc simply
recipients of what the project has to offer. The hygienc educator will decide on
the needs and prioritics for hygicne cducation, and what conditions and
behaviour need to change, taking into account available manpowcr, budget and
time. This implics that hygiene education will be mainly conccrned with
advocating changes desired by the project by trying to convince people of the
benefits involved.

The advantage of this approach is that the hygiene education programmc is
easier to plan, manage, evaluate and integrate with technical activitics,
especially in the case of larger scale water and sanitation projects, as the
project will have all main factors under its control.

Onc of the main limitations in using this approach is that it can only be
successful when the changes advocated are relatively simple, correspond to the
urgent needs of the people, and are easily within their mcans. Howcever, as
behaviourial changes are usually more complicated, and as nceds and available
means are wsually local, these conditions arc rarely met.

"Many villagers continue to neglect hand washing after every defection and before
food handling and eating, do not use latrines for every defecation, do not always
cover water jars, and continue to dip water from the tops of water jars, even when
there is a spout, thereby contaminating the rainwater. Children are permitted to
defecate around the village and in nearby fields, and farmers continue to use fields
for defecation. The current program lacks a clear swrategy for changing behaviour and
has no system to measure behaviourial change. It relies upon educarional materials
and mass media messages produced cenirally by the Government o bring about
better hygienic practices in the population, bur this approach, despite its professional
finish, is perhaps oo passive to stimulate change."

Source: Simpson-Hebert, M. (1987) p. 18.
L

Also when people have the feeling that the changes in behaviour and conditions
are imposed from outside, they may casily reject them. People frequently
complain that they feel blamed by the hygiene educators for having an
unhygicnic way of living. Another problem is that this projcct-based approach is
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directed to knowledge transfer about how to reduce health risks, whercas it has
been argued already that knowledge is only one of the considerations through
which people adapt their behaviour (sec Chapters 2 and 3).

Mixed approaches

Most known approaches combine aspccts of the community-based and the
project-based models. It is the task of the project to arrive at a mix such that
the advantages of both are used to the greatest extent possible, on the
understanding that, as much as possible, the emphasis should be on community-
based activities, to increase the chances of success of hygiene education as an
integrated component of a water supply and sanitation project. This issue will
come back in section 5.3 and we will take it up in greater detail in Chapter 10.
Often the name given to an approach docs not provide sufficient indication
of what is really meant. For example, a participatory approach may rangc from
fully community-based to nearly totally project-based. The social marketing
approach involves a lot of careful preparation and rescarch, following the
principles of the community-based approach, but is oficn abused and reduced
to the mere production and spreading of slogans based on a full project-based
approach. Sound decision making requires a short description of the proposed
approach with an overview of main advantages, disadvantages and implications.

"The small size of the villages allowed us to address the whole community, rather
than 10 work through community representatives. The procedure chosen was to take
the community through a series of four meetings during which the topics were built
up from making decision about the location of the well to the benefits of using more
water and cleaner water. The technical aspects of maintenance and repair were dealt
with by the installation tearn in the third meeting when the pump was installed. The
other meetings were guided by the Community Participation and Hygiene Education
(CEP) staff. Realizing that "top-down’ message delivery is ineffective and that
messages should be relevant to the needs of the community, we decided on a
participatory method in which the topics were introduced by the CEP team following
a standardized approach, but the discussion was flexible and depended 1o a large
extent on what was said by villagers during the meeting*

Source: Harnmeijer, 1. (1988) p. 20.

5.3 Levels

The cycle of programme formulation, implementation, monitoring and
evaluation takes place at project level, but repeats itself at community level
(unless of course the two levels completely overlap, as in small rural and urban
projects). At the programme level, the needs, objectives and target groups
identified are broader, and provide guidance for identification of specific needs,
objectives and target groups at the community level. Taking an example of a
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project covering 45 communitics per ycar, women aged 15-45 may have been
identificd as a primary target group, but at community level identification of
actual members of this target group will be necessary.

Workplan development, implementation, monitoring and evaluation also take
place at the two levels. Sticking to the example of a project covering 45
cominunities per year, we will necd a clear hygiene cducation workplan
covering the 45 communities, and a hygiene education workplan at community
level covering the planning and implcmentation of the actual activities.

This book takes the position that a participatory, community-based approach
should be preferred and promoted, because it is more effective than a project-
based approach. Taking into account the two levels of work, we might say that
this holds true especially at community level. At project level, other factors have
Lo be taken into account. These include organizational factors and available
resources. At commuiity level the approach can and should be largely
community-based,
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6. Review of Ongoing Activities

A short review of present hygicne education activitics and cxpericnce at the
beginning of the project may save a lot of time, money and frustration in the
long run. Taking time for a short revicw will help to prevent double work and
previous mistakes, and may facilitate cooperation and coordination of future
activitics in the project area, This chapter provides background information on
obtaining an overview of agencics and projects involved in hygiene education
and of resource institutes providing practical information and audio-visnal
matcrials.

6.1 An overview

An investigation of present hygienc education activities and experience should
focus on collecting practical information about:

Who is doing what?

How is it done?

What are the lessons for the future?

What are the possibilities for cooperation and coordination?

Unless the project already has such information, this investigation should also

be used to:

o obtain a deeper understanding of the health infrastructure of the Mimnistry of
Health to provide a basis for discussing cooperation possibilities and to
prevent conflicting hygienc education activities;

o collect gencral health data and discase statistics for a preliminary
assessment of important health issues to be addressed in the hygienc
education programme.

This investigation should not take more than a couple of weeks in most cases,
but may require a bit more time if information is not readily available or
responsible staff arc unfamiliar with the situation in the project area.

Any method of investigation may be used for getting a quick overview of
organizations/agencies, activitics and cxperience. Normally a combination of the
following methods will suit the purpose.

Use of existing information

Existing documentation may provide readily available information and includes
among others: annual and other reports of the Ministry of Health and other
organizations involved in health or hygiene education; field reports from health
staff; health data and disease statistics; special surveys and studies; job
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descriptions of staff involved in hygiene education; training material for
cducational staff; and audio-visuals for use with specific target groups.

Interviews with individual key informants

Key informants are¢ people with specific knowledge about the subject we are
intercsted in., In this case they may include: senior staff in the Ministry of
Hecalth, educational training centres, and other organizations involved in health
and hygiene education; hcalth educators and their supervisors; doclors; school
teachers; and so on. These persons can provide valuable information both about
the organization they arc working in and about their professional and personal
cxperience with hygiene education in the project area. Interviews with key
informants are best guided by a shortlist of open questions prepared before the
meeting, to ensure that important points are not missed, while incorporating
additional questions based on responses during the intervicw.

Small group interviews with key informants

In addition to interviews with individual key informants it can be a good idea to
organize one or more small group interviews, to take advantage of the
knowledge and expcricnce, for example, of a group of health and hygicne
educators. Small group interviews can greatly help to put experiences and
problems with hygiene education into a realistic perspective and to discuss
possibilities for new activities, cooperation and coordination of efforts. These
small group interviews could be organizcd along the principles of focus group
discussions, as discusscd in the next chapter.,

Gt

What is your experience with hygiene education?
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Observations and conversations

For a good impression of ongoing hygicne education activities it can be very
helpful to ask permission to follow a few hygiene education sessions carried out
by active organizations and individuals in the project arca. This can show which
hygiene education subjects arc covered, in what way, and with whom, and
should provide ample opportunities to discuss with the hygicne educator and
the people joining the hygicne education activity, their likes and dislikes about
the sessions. Often, participation in actual activities is more revealing than
interviews in offices about what is really happening, and what the day-to-day
constraints are,

6.2 Activities of the Ministry of Health

Regular health services

The Ministry of Health usually has a mixture of curative, preventive and
educational services through various departments and divisions. Health staff at
provincial, district and community level may have specific curative or preventive
roles, but oftcn they are to some extent responsible for both. Also, one category
of health staff may have overlapping roles with others. Mapping of regular
health education activities may therefore involve quite a bit of effort, especially
for people unfamiliar with the health infrastructure.

In reviewing regular health services, it is important to pay special attention to
the number and types of female health staff and their main activitics. This is to
get an impression of the possibility of involving female health workers in
hygicne education activities, especially at community level (see also Chapter 11).

Special health programmes

Whether or not they are intcgrated into the regular health services, the Ministry

of Health often has a number of special health programmes, some of which may

include aspects of health education related to water and sanitation. These

programmes are often supported by international and/or bilateral donor

organizations. As a rcsult, they tend to have more personnel, more funds, more

materials and more transport facilities than the regular health programmes.
Primary health carc programmes exist in the vast majority of countries. These

programmes aim to provide essential health care for the wholc population in

the arca, at lowest cost. Primary health care programmes conceatrate on eight

elements:

1.  Education concerning prevailing health problems and methods of

preventing and controlling them.

2.  Promotion of food supply and proper nutrition.

3. Adequate supply of safe water and basic sanitation.

4. Maternal and child health, including family planning,
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Immunization against the major infectious diseases.
Prevention and control of locally endemic diseases.
Appropriate treatment of common discases and injuries.
Provision of essential drugs.

Lo NS

Onc of the guiding principles of primary health care programmes is to work
through Community Health Workers (CHWs) to: (a) cxtend health services to
the places where the people live and work; (b) support communities in
identifying their own health needs; and (c) help people to solve their own
health problems. Community Health Workers in primary health care
programmes ar¢ men and women chosen by the community and trained to dcal
with the health problems of individuals and thc community, and to work in
close relationship with the health services. CHWs are expected to have a level
of primary education that enablcs them to rcad, write and do simple
mathematical calculations.

Duties of CHWs differ from country to country, but often include: first aid,
child care advice, nutrition motivation, cnvironmental sanitation motivation,
personal hygiene motivation, immunization motivation, communicable disease
prevention, oral rehydration therapy, dispensing of drugs (WHO, 1987, p. 9-13).
Other more or less common programmes arc:

» Control of Diarrhoeal Diseases Programmes aim to dccrease morbidity and
mortality among young children aged 0-5 through the promotion of personal
hygiene, food hygienc and the usc of oral rehydration solution (ORS) when
the child has diarrhoea.

o Mother and Child Health Programmes give health guidance especially to
pregnant women, young mothers and mothers of little children up to 5 years
of age.

e Malaria Control Programmes and/or Schistosomiasis Control Programmes aim
to cradicate diseases such as malaria and schistosomiasis through a sct of
environmental and curative actions.

e Extended Programmes for Immunization (EPI) aim to protect children
against diseases such as measlcs, polio, typhus,

Common problems

It is not only important to learn about the formal health structure and division
of tasks and activities of various health staff responsible for health education,
but also what is happening in practice, and what problems these agencies and
staff face. A common problem is that curative health activities are morc visible
and derive more status than health education activities. At the higher levels, the
health educator may suffer from a low status compared with his/her curative
health colleagues. At the community level, health workers may fecl tempted to
pay more attention to their curative tasks, because these give them more
prestige in the eyes of the people they serve.



A related problem is that training of district- and community-lcvel workers is
often more dirccted to increasing their health knowledge than to improving
their communication skills to carry out health education. Health workers may
conscquently feel incapable or insecure in sctting up health education activities
at community level.

A third common problem may be that community-level workers face poor
salaries, poor transport facilities and/or poor supervision. This may limit the
time spent on health education and the number of people reached. Tt also may
create motivation problems,

New opportunities

The start of special programmes, such as integration of a hygiene education
componcnt into a water supply and sanitation project, can tackle a number of
thesc problems, at least during the project period, by providing more training
opportunities, more transport facilities and more supervision. This can then also
lead to more prestige derived from cducational activities, and will at the same
timc contribute to human rcsource development. At the end of this chapter, an
example is given of a village water supply project embarking on joint activities.

6.3 Activities of other ministries and projects

Other ministrics and other projccts often have health or hygiene cducation
activities that may provide valuablc information on experience and
opportunities for cooperation.

Other water supply and sanitation projects

There may be other water supply and sanitation projects in the project arca or
the country, with experience in integrating hygienc education in overall
activities. This experience will be of particular interest for your own project, as
it allows a direct comparison to be made of possibilities and constraints.
Materials developed by other projects also may be very uscful, although they
often need adaptation to suit the particular circumstances of your project (see
also Chapter 10).

School health education

Primary and secondary schools usually have hcalth education as part of their
curriculum, Sometimes this health education is given by teachers, sometimes by
health staff assigned to visit the school. In some countries, school hygienc
education is already receiving plenty of attention, in other countries it is still
virgin territory. One of the constraints in many countries is a lack of teachers
trained in more participatory training methods, which are important when the
aim is to encourage health behaviour.
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Non-formal education

Adult education and other forms of non-formal education may include health
and hygiene education, especially when the programmes are directed to women.,
Non-formal education is often more participatory and focused on the daily
concerns of the people. It may thus provide useful information and examples
for development of the hygiene education component.

Other development projects and activities

Ministrics concerned with rural development, social development, women’s
participation, and housing may well have projects and activities with a health or
hygiene education component that may be worth reviewing. For cxample: in one
country, the Ministry of Housing was very active in developing and distributing
video films about ¢nvironmental health issues; in another country health
educalion was part of an integrated rural development project. There may also
be non-government organizations with important experience to share.

National or regional campaigns

Some countries have radio and/or television programmes covering water and
sanitation-related subjects, sometimes as a regular feature, sometimes in
response to an emergency such as a flood or an outbreak of diarrhoea. It is
always worthwhilc to review these programmcs and to see to what extcnt the
project could catch up with such a national or regional campaign or whether
parts of these programme could usefully be repeated (using an audio cassctte
or a video) as part of the project activities.

6.4 Activities of resource institutions

A number of institutions offer audio-visual materials, guidelines and resource

documents, training, or technical assistance in support of health and hygienc

education. Some of these institutions arc local or national, others provide

international support. In-country organizations are usually found by asking

around; somctimes international organizations and bilateral donors have this

information available. A few cxamples of more widely operating resource

institutions are:

o AMREF: African Medical and Rescarch Foundation, Wilson Airport, P.O,
Box 30125, Nairobi, Kenya.

¢ AHRTAG: Appropriate Hcalth Resources and Technology Action Group,
1 London Bridge Street, London, SE1 958G, United Kingdom.

o AMA: L'Atelicr de Material pour I’Animation, P.O. Box 267, Yaounde,
Cameroon.
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Amcrican Public Health Association. International Health Programmes,
1015 15th Street, NW, Washington D.C. 20005, USA,

Bureau d’Etudcs et de Recherches pour la Promotion de la Santé,

B.P. 1977, Kangu-Mayumbe, Zaire.

CEMAT: Centro de Estudios Mesoamericanos Sobre Tccnologia
Apropriade, 1 a Av. 32-21, Zona 12, Apartado 1160, Guatemala City,
Guatemala,

Child-to-Child Programme, Room 833, Institute of Education, 20 Bedford
Way, London WC1H OAL, Uniled Kingdom.

GRAAP: Groupe de Recherche et d’Appui pour PAutopromotion
Paysanne, B.P. 305, Bobo-Dioulasso, Burkina Faso.

Health Education Unit, Leeds Polytechnic (WHO collaborating centre for
rescarch and training in psychosocial and economic aspects of health),
Calverlcy Street, Lecds LS1 3HE, United Kingdom.

INADES: African Institute for Economic and Social Development, B.P. 8,
Abidjan 08, Ivory Coast; or B.P. 5717, Kinshasa/Gombe, Zaire.

IRC International Water and Sanitation Centre, P.O. Box 93190, 2509 AD
The Hague, The Netherlands.

e 0OXFAM, 274 Banbury Road, Oxford OX2 7DZ, United Kingdom.
o Savc the Children Federation, 48 Wilton Road, Westport, CT 06880, USA.
o TALC: Tcaching Aids at Low Cost, P.O. Box 49. St, Albans Hertfordshire,

AlL2 4AX, United Kingdom.

UNICEF: United Nations Children’s Fund, 3 United Nations Plaza, New
York, NY 10017, USA.

VHALI: Voluntary Health Association of India, 40, Institutional Area, South
of LLT., New Delhi, 110016, India.

WASH: Water and Sanitation for Health Project, 1611 N. Kent Strect,
Room 1002, Arlington, VA 22209, USA.

e World Education, 210 Lincoln Strect, Boston, MA 02111, USA.

WHO: World Health Organization, Community Water Supply and
Sanitation Unit, Division of Environmental Health, 20 Avenue Appia,
Ch-1211 Geneva 27, Switzerland.

World Neighbours, 5116 North Portland Ave., Oklahoma City, OK 73112,
USA.
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'té Many PHC workers lecture lha wl;lagers, but in tlw
wl;lynstructured wllagcs a young man or woman cannot Jus

h badms and the water supp oject can snpport th
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7. Preparatory Investigations

A successful hygicne education programme cannot be developed and
implemcnted without a clcar understanding of the local situation and people’s
perceptions of health problems and solutions, as has been discussed before in
Chapters 2 and 3. The reasons for an investigation into social and
health-related aspects do not differ basically from the reasons for technical
surveys. Who is going to waste money on borehole drilling without
hydrogeological investigation? The same applics to the integration of a hygiene
education component. It is no use wasting efforts on unproductive hygicne
cducation activities. Another reason for investigating social and health aspects
is that they have an important influence on successful development of the
technical component, For cxample, in an urban sanitation programme
information on population densities and latrinc coverage will be needed both
for the development of a hygicne education plan and for tcchnical design.

7.1 Type of information

The type and depth of information requircd depends on the project phase and
the reason why the information is needed. In an early stage of the project, when
basic decisions have to be made about the scope of the hygiene education
programme and the inputs required, it may be sufficient to have a tentative
assessment of people’s health problems rclated to water and sanitation and of
possible ways to reduce these problems. For a detailed hygienc cducation
action plan however, it will be necessary to know more about how peopic
behave, why pecople behave the way they do, what difficulties people face when
trying to make improvements, and what openings there arc for the project to
help overcome these difficultics, This information should also help to define
specific target groups and targets. A shortlist of possible useful information on
social and health-rclated aspects is presented in Tablc 3 at the end of the
chapter.

People generally used mud for hand washing after defecation. As soap was
considered beyond the financial means of many households, ash was recommended
in the hygiene education programne as cleansing material when washing hands afier
defecation,

Source: Aziz, KM.A. et al (1990) p. 6.
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7.2 Type of investigation

Collection of information on social and health related aspects in the first phases
of a project is known by scveral names. These different names only partly
reflect different typcs of investigation, as will be clear from the short
descriptions below. All arc a sort of baseline study or "formative evaluation”
and aim to help the hygicnc cducation programme to take shape and to provide
a baseline for monitoring and evaluation,

Situation analysis

A situation analysis is usually a rather broad undertaking to collect data
nccessary for rational planning and programming, It secks to identify the main
problems affecting health rclated to water and sanitation and the opportunities
for action for improvements. Qften it is a rather distant activity, morc oricnted
to getting the project informed than to getling the communily motivated and
involved. It often results in a series of quantitative data (for example population
figures) together with broad qualitative impressions (for example on the general
health situation or the need for improved water supply and users practices).

KAP study

A KAP study is a Knowledge, Attitudes and Practices study. It aims to provide
project staff with a more intimate undcrstanding of pcople’s knowledge,
attitudcs and practices with regard to water, sanitation and health. Some people
tend to use this type of study on the wrong assumption that proper knowledge
will lead to proper attitudes and then to proper behaviour. For example, the
KAP study may rcvcal that hand washing after disposal of babies’ feces is not a
common practice because babies’ feces are not seen as a possible causc of
discasc transmission, It is wrong then to assume that people simply will start
hand washing when it is explained that babies’ feces are as harmful as those of
adults, and that they therefore should wash their hands aftcrwards. Transfer of
information does not lead automatically 1o change of behaviour (see also
Chapters 2 and 3). However, when knowledge, attitudes and practices are not
put in a causal scquence but regarded as three important influencing factors,
such a KAP study may be very valuable for the design of a hygicne education
programme.

Baseline study

A baseline study gocs beyond a KAP study, in the sense that it often includes
more information on the socio-economic situation and local water and
sanitation conditions. Also, whereas a KAP study is mainly directed at the
individual and houschold level, a baseline study also covers the community
level. This may be very important, especially for an investigation into
environmental health aspects.
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The word bascline is very appropriate, as it clearly indicates that the
information collected is to be used as a basis for the design of the hygiene
education programme and as a basis for the evaluation of the programme latcr
on,

Popular definition of "good drinking water" is water that is visually clear, tastes sweer
(free of unpleasant flavours and odours) and cooks food welliquickly.

Conversely, bad water or water unfit for drinking is that which is visually unclear, has
tinge of colour, saltjmetallic 1aste or smell and water in which grainsipulses take a
long time to cook,

Thus, popular definition of good drinking water cavers both safe and unsafe sources.
The criteria people presently use to distinguish “good" drinking water from “bad" can
at times cause classification of water from certain safe sources as "unfit for drinking"
¢.g deepwell handpump water which may have a metallic/mineralized taste or rusty
appearance. The study indicates that faced with a choice between a handpump and
an unprotected well, people ofien opt for the well water for drinking and cooking,

Source: Mukherjee, N, (1990) p. 10.

7.3 Methods of investigation

Observation and communication

Basically there are two ways of collecting information on social and health
aspects:

¢ observation (sceing, smelling, touching, hcaring, tasting); and

e communication (interviewing, discussing, rcading, writing).

Observation and communication methods can be used for collecting both
quantitative and qualitative information. For examplc, the community
represcntative who reports that people reject the new watcr supply because of
its taste provides qualitative information, whereas counting the number of
people rejecting the water for drinking because of its taste provides quantitative
information.

Qualitative versus quantitative information

Quantitative information is collected through surveys by asking a numbcr of
individuals or groups the same set of questions, or by observing the same items
in a number of situations. Questionnaires and obscrvation sheets are used to
gather this information, which after tabulation and analysis provides statistical
information. Qualitative data on the other hand are collected in a less
structured and predetermined way, using checklists only.

Whether qualitative or quantitative information is needed depends primarily
on the purpose of information collection. Qualitative studies produce more
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insights into why people think and behave as they do. Quantitative studies
reveal the extent of a certain situation or behaviour. The first will primarily help
to form the hygiene cducation activities, the second to decide on personnel and
money required and to scrve as a baseline for monitoring and evaluation.

Other considerations also may nced to be taken into account. When manpower
and time are limitcd, a qualitative study may be indicated. Also, some
information may be regarded as too political, too personal or too sensitive to be
collected in a quantitative way. When officials who are important for the
success of the hygiene education programme have very strong feclings about the
need for either quantitative or qualitative information this problem should be
addressed properly, to incrcase the chance that the results of the investigation
will be used.

Whatever decision is made, a good quantitative study such as a questionnaire
survey requires a qualitative investigation first, because one has to know what
questions to ask in what way to be able to get useful results. Too often project
staff are tempted to jump at the implementation of a questionnaire, resulting in
poor results or lack of information on crucial aspects.

Observation and communication for sharing of information.

Sources of information
Information can be collected in a variety of ways, such as:

o informal discussions with individuals and groups;

o interviews (discussions based on checklists) with individuals, such as a
houschold member, primary school teacher, community representative,
health worker, women’s leader;
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e group interviews (joint discussions based on checklists), for example with
mothers of small children, members of a local organization, neighbourhood
groups, school-aged children;

o focus group interviews, in which a homogeneous group frcely exchanges on a
specific subject;

o household surveys using a questionnaire, in which casc care should be taken
that not only either male or female houschold members are included to
prevent getting a distorted picture;

o observation at household and community level for examplc through visiting
water and sanitation sites during environmental walks;

e participant observation in which the investigator remains somc weeks or
months in the community, observing and recording the activities and cvents
of daily life;

e screening of available documentation and statistical data.

Often a mix will be best, depending on what information is needed for what
reason and at what stage of the project. As a rule of thumb, one should start
with a quick screening of available information from documents and key
persons (kcy persons are knowledgeable people on a rclevant subject, such as a
doctor on health problems). Often there is much more information rcadily
available than expected. After that, a choice can be made as to what additional
information is needed from whom, to allow for decision making and
programme development,

Many books provide valuable tools and guidelines on the collection of
information on social and health aspccts, and the reader is referred to these
references if he or she wants to carry out a study. Focus group discussions have
been heavily promoted recently, and an example is provided at the end of this
chaptcr.

7.4 Frequency, manpower and time required

Fregquency and time required

Although it is often claimed that social and health studies require more time
than technical studies, experience shows that this is usunally not the casc. The
problem is more that social and health studies give the impression of being time
consuming, because of a lack of familiarity with what is needed for such a
study, or due to a delayed start.

A preparalory study in the first phase of the project can usunally be done in
the same time as available for the technical investigations planned for that
phase. Although there arc extreme cases where such preparatory studies may
take a whole year or only a couple of weeks, a more general estimate is that a
few months are needed. Such a first investigation is usually a one-off affair, only
repeated for evaluation or for preparation of a new project period.
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There is no rule as to the frequency for more specific or detailed preparatory
studies. The important thing is to be timcly, in response to a problem or an
information necd for project planning, It is better to have more small studies,
which can be integratcd easily in ongoing activities, than to have one big study
taking a lot of time and delaying results that can be fed into the project
activities. For cxample, a specific social and health study for the development of
a hygiene cducation plan may take some three months all in. Then in each
community to be covered by the project a short to-the-point study may be
carricd out, taking one or two days to a couple of weeks, as a start-up of
specific project activitics with specific target groups.

Manpower and support required

Thesc preparatory studies are best carried out by staff responsible for the
hygiene education component together with community groups. It is a good
opportunity to get acquainied with the local situation and the people in the area
and it is easier to link outcomes of the studics (o the preparation of a health
education action plan. In carrying out the study, often very useful contributions
can be made by all kinds of field level staff, not only as providers but also as
collectors of information and as contributors to the development of a hygiene
education action plan.

Staff and communities inexperienced with studies will need guidance and
support in setting up the study, in analyzing the study findings and in sticking to
the time frame set. This guidance may be given by any experienced research
person from inside or outside the project.

We can do better with more participatory investigations.
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Community participation

People’s involvement in investigations can range from passive information
providers Lo active participants. At one extreme, project staff decide what
information is collected from whom, by whom, where and when; at the other,
community groups and local workers participate actively in all activitics. The
highest form of community participation is community self-study, in which the
project only provides advice on request. The various degrees of community
participation in local studics are illustrated in the following figure.

low . community involvement high

T L | L

Project carries out the Community members Community is Community
study and uses results are actively involved in assisted to carry out; | self-study.
for programme data collection and in study and 10

planning. Community formulation of action formulate local

members act as plans. action plans on the

information providers. basis of the study

findings.

Figure 5: Degree of community participation in local studies,

The more the study has to be directed to the development and implementation
of practical hygicne education activities, the more important it is to carry out
the study in closc partnership with community groups and community-lcvel
workers. Current expericnce suggests a relationship between the cxtent to
which community groups are involved in identifying priorities for action and the
adoption of new facilities and practices. An investigation with active
participation of community groups and local workers can been seen as an
educational activity in itself. People are investigating their own situation and
possibilities and priorities for improvement.

7.5 Avoiding problems and under-use of results

In addition to the suggestions provided above to make a preparatory study as
uscful as possible, the following should be kept in mind:

e Have the investigation planned and implemented with a maximum of
community participation.

« Have one person appointed as coordinator of the investigation,
Have not more than two to three staff responsible for the investigation,

o Have an investigation plan prepared showing the objectives of the
investigation, the methods of investigation and the people, time, budget and
logistics required. Such a plan does not need to take more than a few pages.
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Have the investigation plan briefly checked before carrying it out:

- Objectives of the investigation should be in line with project objectives
and with identificd problems or information needs.

- Total time indicated for the investigation should follow the fifty/fifty rule.
That is, preparation and collection of information should not consume
more than 50% of the total time. Analysis of collected information,
reporting and using the information findings for the hygienc education
plan will take an equal amount of timc, although this is seldom realized.

- Methods of investigation should be as simple as possible but allow for
useful results (use scction 7.3).

- Manpower, time, budget and logistics required for the collection of
information should be calculated on the basis of the sclected
investigation methods (eg. time nceded for one interview, number of
interviews, number of interviewers, training of interviewers, day/night out
allowance, transport, stationcry). If more time, money or manpower
would be involved than available, the selected methods of investigation
would require rcvision.

Have the investigation plan discussed with technical staff, not only to explain

the investigation but also to get their feedback and where necessary their

cooperation and support.

Have regular short meetings to discuss the progress of the investigation, not

only for briefings but also for timely adaptations and for an early reflcction

on the development of the hygienc education plan.

Have the draft findings discussed with technical staff. It may be important

not only for their own work, but also to get their appreciation of the work of

educational staff, and the interests and prioritics of community groups.

Have the hygiene education plan developed in close consultation with

technical staff,
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Table 3: Range of possible useful social and health information

L Demography

population size, density, growth rate, mobility (males, females);
population groups (social, economic, ethnic, religious);

household size and composition (special features such as women heads
of households, multi-family houscholds);

division of tasks and responsibilities in households, role of women.

2. Housing

*

settlement structure;

types of houses, their physical condition and layout;
types of building materials used,;

spacc availablc inside and outside the housc;
in-house water and sanitation facilities.

3. Physical infrastructure

road, road conditions/public transport;

primary school for girls/boys, secondary school for girls/boys;
primary health care centre, health clinic;

shops, market, post office;

religious centres (mosque, church, temple), community centres;,
small scale industries, industrial plants;

water supply and sanitation facilities (public, private);
necds/obstacles to improve present facilitics.

4,  Health

major health problems and relative importance of water and sanitation-
related diseascs (related to gender, age and socio-economic groups);
seasonal variations;

knowledge and perceptions about diseases and health (related to
gender, age and socio-cconomic groups);

use of government and non-government health services (related to
gender, age and socio-economic groups);

availability of hcalth personnel (gender, level of education and training);
ongoing formal and informal health education activities; target groups;
specific environmental health dangers.

5. Water availability

water source(s), water point(s), distance, accessibility, reliability,
quantity, quality (related to socio-economic characteristics);
seasonal variations;

cost of water, watcr vending;
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Table 3 continued

protective measures/health risks at water sources/points;
water rights and water source management,

Water use practices (related to gender, age and socio-economic groups)

preferred sources of water by purposes;

water collection, transport and storage practices;

personal and domestic usc of watcr (drinking, hand washing, bathing,
clothes washing, dish washing, vegetable washing, cleaning, anal
clcansing);

water usc for animals, gardening and other productive activitics;
quantity of water by purpose, rcuse of water;

criteria applied to decide on suitability of water for different purposes;
obstacles to adoption of improved practices.

7. Sanitation practices (related to gender, age and socio-economic groups)

existing defccation practices;

cleansing and ablution materials and practices (also prevalence of
bathing in latrines);

beliefs and restrictions related to latrine use (eg. location, sharing);
latrine cleaning and maintenance practices;

latrine cmptying and sludge reuse practices;

wastewater and solid waste disposal practices;

food storage, handling and preparation practices;
household/kitchen hygicne;

availability and use of soap for personal hygienc;

obstacles to adoption of improved practices.

Occupation

major occupations and approximate distribution (males, femalcs);
seasonality of employment.

9.  Organization and participation

local organizations and type of membership;

local leaders (males, females) and leadership structures, local
decision-making;

informal leaders and key-persons (males, females);

major local political or social factors which might affect participation;
previous interest and participation in water and sanitation or other
development activities (related to gender, age and socio-economic
characteristics);

important characteristics that would dctermine the acceptability of
outsiders working on projects in the arca;
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Table 3 continued

10.

11.

12.

13.

local traditions and practices for operation, maintenance and repair of
watcr supply, sanitation and other structurcs.

Level of interest

cvidence of popular interest (males, females) in improving water supply
and sanitation, compared to other potential improvements in the
community;

evidence of leadership commitment to improvements;

evidence of equal access to project resources and activities.

Willingness and ability to pay (related to gender and socio-economic
characteristics)

ownership of land, house, personal property;
income;

expenditurc patterns;

borrowing and saving customs.

Local technology and resource availability

local availability of building materials;

availability of skilled and unskilled labour (males, females, noting
seasonal variations);

availability of technology-related inputs (such as water for pour-flush
latrines).

Education and communication (related to gender and socio-economic
characteristics)
¢ education and literacy levels;

numbers of school-going children (boys, girls), dropouts;

numbers of teachers, level of education and training;

adult education and vocational training;

availability and relative importance of communication channels (from
mouth-to-mouth to television).

Adapted from: Simpson-Hebert, M. (1983).
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8. Objectives, Targets and Target Groups

8.1 Setting objectives and targets

Objectives and targets of a hygiene education programme flow from:

e the general project objectives (see Chapter 1);

o the results of the review of ongoing health and/or hygiene education
activities in the project arca (sce Chapter 6);

o the rcsults of the preparatory community level studics (sce Chapter 7).

General project objectives

Gencral project objcctives will provide the broad framework for deciding on
more specific hygiene education objectives. Although this may scem obvious, it
is often forgotten, Thus, there arc numerous water supply projects where the
hygiene cducation component is also expected to take up latrine promotion,
although this is not stated in thc general objectives and there is no provision of
adequate manpower and funds. In such cases the question is whether the
gencral project objectives should be broadened or the hygiene cducation
objectives scaled down.

The opposite may also occur. For example, an urban sanitation project did
have hygiene education objectives for its solid waste disposal programme, but
not for its latrine programme intended to start half a year later. As project
management failed to recognize this problem in time, the project ended with a
lack of funds and manpower for the promotion of latrine construction and use.

Review ongoing hygiene education activities

Review of ongoing hygienc education activities combined with basic
assessments of personnel and budgets from various sources provides useful
information on which to focus the hygienc education programme. For example,
where school hygicne education is still virgin territory, it may be decided not to
focus on schools, or instead to give it special attention. It will be clear that in
the second case a great deal of work is implied for project educational staff. Or,
where the Primary Health Care Programme is running well, specific hygicne
education objectives could focus on establishing close links between the PHC
activities and the water supply and sanitation project activities, thus requiring
fewer project staff and funds.
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Community-level studies

Preparatory community-level studies also provide essential information for
setting practical objcctives and targets. For example, a bascline study may show
that wastewater from households with a yard connection is a serious problem;
that pcople have little knowledge about latrine options that would suit both
thcir wishes and their means; that community organization is weak; that pcople
have specific preferences with regard to different water sources for different
water needs; that washing hands is generally considercd an important practice
but that children in particular tend to forget it.

A phased process

Setting objectives and targets is usually a phased proccss. At the start of a
project, when only general information is available, objectives of the hygicne
education component will be primarily based on the gencral project objectives.
During the first phases of the project, when more information and experience
becomes available, more specific objectives and targels can be set.

At community level, realistic targets can only be sct in cooperation with the
population, as local prioritics, conditions and practices may vary considcrably.
For example, a study showed that in one place conditions were favourable for
latrine promotion whilc in another place they were not. The first place was
densely populated and most households alrecady had some type of latrine,
although generally not yet a sanitary type. In the other place, population density
was low and only opcn field defecation was practised whilc soil conditions were
adverse for construction of pit latrings. Clearly, in those two places targets for
sanitation improvements cannot be the same, especially not over the same
period of time,

8.2 Need for clear objectives

A common problem in an integrated hygiene education programme is that its
objectives are ill-defincd, if they are defined at all. Lack of clear objectives
implies lack of clarity for both technical and educational staff as to what should
be accomplishcd by the hygiene education programme in what period of time.

Without clear hygiene education objectives, technical staff often tend to have
too high expectations about what difference hygiene education can make to the
success of the overall project. It has to be restated here that hygicnc education
can make a difference, but only a realistic one. For example, hygiene education
can be instrumental in increasing a willingness to contribute to the maintenance
costs of a piped supply, but not when the required contribution is beyond the
means of the users, when the water points are badly located or when the supply
is unreliable (see Chapter 2).
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Poor hygiene education objectives also increase the chance that educational
staff will jump into the implementation of hygiene educational activitics without
giving due consideration to prioritics and timing. This can easily result in a lot
of work being done with little or no tangible benefits.

Hygiene education will be more effective with a clear focus.

Requirements of clear objectives

It is important to arrive at practical hygicne education objectives which provide:

e clarity to both technical and cducational staff as to what should be
accomplished by the hygiene education programme in what period of time;

¢ guidance on the integration of technical and non-technical project
components;

¢ a basis to formulate a workplan, with time, money and manpower inputs;

e criteria for monitoring and evaluation of progress and results.

Some examplcs of hygienc education programme objectives are given at the end
of the chapter. They are included only as illustrations, and show that there are
no strict rules in setting objectives.

8.3 Deciding on target groups

Direct target groups

The direct target groups for hygiene education are all people in the project
communities. Community and family health will only improve if cveryone has
access to and makes hygienic use of water supply and sanitation facilities.
However, not all people in a community are the same, living the same lives.
There will be socio-economic differences, differences in housing, and
differences in political, cultural and religious backgrounds. Also the roles and
behaviour of men and women will differ, and so will those of children.
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—
In a sanitation promotion programme, one of the reasons identified for its limited
success was that not enough attention was given to the various target groups.
Activities had been mainly focused on the men, ignoring the women, children and
youth groups. Also, insufficient account was taken of households not owning the
property they occupy and thus unwilling to make improvements, and households 100
impoverished even to repay a sanitation loan.

Source: Simpson-Hebert, M. (1987) p. 13.

—

Differences between people reflect differences in health and hygiene problems,
and diffcrences in priorities and possibilities for reducing health risks from
water and sanitation. These diffcrences have to be recognized by identifying
specific target groups. The preparatory community-level studies provide
valuable information on local differences between people.

Where time, money and manpower is limited, priority target groups have to be
selected, Usually, women from lower socio-economic sections, or women with
children under five will be among the first choices. In focusing on women, three
things should be kept in mind;

s women’s time during the day may be limited because of their many duties to
provide for their families and to manage their household tasks, requiring
flexible working hours for the hygiene educators;

» women should not be addressed only in their roles as wives, mothers and
home caretakers; they have much to say about technology choices, siting of
facilities, contributions in cash and kind to implementation, operation and
maintenance of facilities;

¢ in focusing on women, mcn should not be left out completely, not only
because most men are husbands and fathers and thus are involved in family
matters, but also becausc men have their own water and sanitation necds
and responsibilities.

It is not easy to decide where the water reservoir (dam) should be located. Different
groups: men, old and young women, different villages etc. may and indeed ofien do
have different interests and motives. For example, men want abundant water for their
cattle and a cattle dam enhances the prestige of the village. Young women, the actual
water carriers, want to have water as close to the house as possible, and if the
reservair is located further away than an unimproved pond, they most likely will fetch
water from this pond as long as this water is considered clean. However, the project
knows that the pond water is infected with guinea worm and thus unsuitable for
drinking purposes, but the people are not convinced that guinea worm disease comes
from the water.

In spite of these difficulties, by a step-by-step communication between village groups
and the project, and building on hygiene education through group discussions, most
of the time it is possible to come to a solution that satisfies all parties.

Source: Murre, T. (1990) p. 3.
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Indirect target groups

At the community level, we may find a number of persons who could play a key
role in hygicne promotion by acting as local motivators and educators for the
various community groups. Identification of these persons should be based on
selections made by the communities themsclves and be guided by the
preparatory investigations. Chapters 2 and 3 indicatcd how respccted
community members can play a valuable role in promoting hygienc behaviour.
To make this happen, they need spccial training and support, and the hygienc
education programme should provide for this. The role and training of local
motivators and educators will be further discussed in Chapter 11.

In many water supply and sanitation projects, community water supply and
sanitation commitlees or community health committees arc established for the
planning, implementation, operation and maintenance of improved facilities. In
these cases, it may be jointly decided to have a local hygicne education
programme carricd out with and through members of the committees.
Committee members then get special training to act as hygicne promoters
among their ncighbours and fellow community members,

Intermediate target groups

Targct groups for hygienc education are not only found at community level. To
reduce health risks from water and sanitation, intermcdiate target groups also
may have to be addressed. An overall picture has alrcady been provided in
Table 2, at the end of Chapter 1. A few main intermediate target groups are:

e technical project staff who nced a clear idea about social and health aspects
rclated to water supply and sanitation and who have to act as partners in the
hygiene education programmc;

o local extension workers of government and non-government organizations
who may play an active role in hygiene education activities at community
level during the various phases of the project;

o regional and district level staff from various government and
non-government organizations, to create commitment and support for
integrated hygiene education cooperation;

e government representatives and policy makers, to arrive at a clear
commitment for integrated water supply, sanitation and hygiene education.

For these intermediate targets groups too, it is important to sct the right
priorities and to be sure to address the right pcople with the right
communications. For example, technical staff involved in operating drilling rigs
are a different target group from technical staff involved in low-cost sanitation
at household level.
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9. Workplan Development and
Implementation

A workplan for the planning and implementation of a hygienc education
component is basically no different from a workplan for a technical componcnt.
In fact, both components should be part of one overall project workplan and be
sct-up in a comparable and easy to integrate way. The plan should contain all
important activities to meet the specific hygienc education objectives with the
identified target groups, and include a time schedule. Of course, the workplan
may need to change with time, as more information becomes available from
monitoring and evaluation.

Development and implementation of a workplan will be influenced by
manpower and budget considerations. In this chapter these manpower and
budget issues are touched on only briefly. They will get full attention in
Chapter 11.

9.1 Hygiene education work planning

Introduction

A hygienc education programme usually requires a workplan at two levels:
project level and community level (see also Chapter 5). At project levcl, the
plan is devcloped in close consultation with tcchnical project staff and includes
all general activitics related to programme development and implementation,
such as planning, training, studies, community hygienc education, development
of audio-visuals, monitoring and evaluation. At community level, the plan is
developed with close community participation and includes all hygiene
cducation activitics on the project site with the various target groups. Whereas
the project may cover, for cxample, 60 sites per year with one overall hygiene
education workplan, each of the 60 sitcs will rcquire a community-based
workplan for effective hygiene education.

Project level workplan

At project level, the workplan includes all activitics necessary to make the
hygiene education programme work. The programme phases as outlined in
Chapter 5 will usually figure in the plan, but more specifically linked to the
actual phase(s) of the project. Common activities on the workplan are:

o review of ongoing hygicne education activities in the project area;

o community baseline studies;
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o identification and selection of project sites (usually through a social, health
and technical survey);

identification of targets and target groups;

preparation of a community-level hygicne education programme;
training of hygiene cducators;

implementation of a community-level hygiene education programme;
preparation of training courses for various target groups (at community,
projcct, and district level);

implementation of training courscs for various target groups;
preparation of audio-visual support materials;

testing of audio-visual support materials;

on-the-job training and supcrvision of hygiene cducators;

internal organization and meetings;

cooperation and liaison with other agencics;

reporting, monitoring and evaluation.

¢ o & & O

s & & & & 0 @

Community-level workplan

In developing and implementing a hygiene education workplan at community
level, special care nceds to be taken that the technical and educational
scquence and content of activities match. Although matching involves making
allowance for each other’s possibilities and limitations, this does not mean that
no flexibility or variation is possible. An cxample is given in Figure 6. In the
initial plan, education and participation activitics werc based on one day’s visits,
but after testing and evaluation the workplan was modified into clusters of
visits, to increase impact and job satisfaction,

Community level workplans may differ a lot from each other, depending on the
type of project, the education and extension agencies involved, and budget and
manpower available. In an urban sanitation project in Nepal, the workplan
progressed on the basis of a monthly cycle: the community workers each month
received training for four days and then practised what they had learned for the
remainder of the month. The next training always integratcd progress and
experience with educational and technical activitics of the previous month. In a
rural project in Thailand all types of community-level workers were stimulated
to integrate hygiene cducation as a standing part of their day-to-day activities
with occasional training and back-up from the government agency. In a rural
project in Zambia, the community-level workplan consists of a sequence of
community visits in which the cducational activities are related to the technical
implementation activities. Some examplcs are given at the end of the chapter.

There is no best type of community-level workplan. The discussions about
communication in Chapter 10 and personnel and costs in Chapter 11 should be
taken into account in determining what is best in a particular project. Other
considerations may include availability and workloads of the target groups,
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Initial plan of action

1st visit
1 day
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tearn

L

2nd visit
1 day

3rd visit
1 day

I

construction
team
—
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1 day

T

5th visit
1 day

L

6th visit
1 day

I

7thvisit |~
1 day
.

8th visit

1 day__j

evaluation T
visits

twice
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Figure 6:

-~ descriptive inventory

information on the project
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of the villagers

test drilling
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~ discussion on population

contribution

— construction of the well

— maintenance of well and

surroundings

hygiene and sanilary
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— prevention of illness

improvement of food

- seed distribution

Hofkes, E. (1982).

Modified plan of action
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after 3 and
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Initial workplan and modified workplan after evaluation. Source: Visscher, J.T. and



WORKPI.AN DEVELOPMENT AND IMPLEMENTATION

religious duties and calendar, agricultural seasons and climate (eg. monsoons),
and pcaks in water and sanitation-rclated diseases or fly and mosquito breeding.

Community-based hygiene education

Although the community-level hygienc cducation workplan will have been
based on preliminary investigations and communications in communities, onc of
the first steps in the actual implementation of the workplan at community level
will be Lo strive for community participation, and to arrive at a community-
based hygienc cducation programme, with a community-adapted and
-supported plan.

Common problems

Common problems in the implemcntation of a community-level workplan relate
to the "unpredictable". Logistics is one example; matcrial supply is another,
Also, in the community therc may be illness, a marriage or funeral, a scrious
conflict. These all requirc attention and skilful management both from
cducational staff and general project management.

9.2 Integration of technical and educational activities

For integrated projects Lo be successful, tcchnical and educational activities
should match, not only in time but also in content (see Chapter 2). The hygicne
education workplan should be developed through interaction between technical
and educational staff, with a focus on combination and coordination of
activities. This is espccially important during the first phases of a project, when
decisions have to be made about technical design, and options for operation
and maintenance evaluated. Cooperation is also vital during crucial phases of
implementation.

Intcgration of technical and educational activities requires flexibility and
undcrstanding from both technical and educational staff. This may be far from
easy, and frustration is casily created. To start on the right footing, it may be
wisc (o have an internal workshop for technical and educational staff to provide
each other with a basic knowledge of technical and hygicne education issucs,
including explanations of terminology. Joint meetings will also be required at
regular intervals.

The project manager will have the important task of organizing coordination
and cooperation in workplan development and implementation betwecen
technical and educational staff. As the project manager often has a technical
background, he or she may need to put a special effort into appreciating
hygiene education requirements and constraints. He or she will also necd
scasitivity and creativity to prevent and solve possible problems at an early
stage. If not, cooperation and coordination may suffer a lot, with a significant
impact on the progress of the project.
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Integratcd workplan development and implementation may be facilitated by
keeping in mind the following;

Develop the workplan in consultation

An integrated workplan will be more easily developed when technical and
educational staff jointly start from the general project objectives and then
consider what should be done by whom (which discipline) and when. I joint
meetings are held for this purpose, it is best done on the basis of a thorough
preparation of the points to be discussed, to increase clarity about technical
and educational requirements and constraints and to allow for decision making
without delays. A participatory training exercise may also be of grcat help in
this respect (sce example at the end of the chapter).

Work planning together.

Try to use one overall time frame

It is often argued that a hygiene education component needs a longer time
frame than the technical component. Thus, it is argued that the hygienc
education component should start anything from several weeks up to a year
before the technical component and should end at least one year after
construction of facilities has been complcted. The rcasoning behind this
argument is that changing people’s behaviour takes time.

Without denying that changing behaviour takes time, it is questionable
whether this has to have a bearing on the overall time frame. Especially with an
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increasing focus on the nced for sustainable water supply and sanitation
facilities, both the technical and the educational components need a proper
start-up and phasing-out pcriod, both at project and at community level. Hence,
an integrated approach is best going together from beginning to cand.

At community levcl, on the other hand, it may be true that there is a
diffcrence in rhythm of work of technical and educational activities. In piped
schemes, design and construction may take onc to two years, or cven longer.
There will then be plenty of time for all kinds of hygicne education. However,
in a shallow well handpump project, or in a latrine programme, construction
may take only a couple of days or a few wecks. In those cases, hygicne
education at community level will certainly need a longer time span than the
technical activities,

Unfortunately, the reality is often that a hygicne education component starts
much later than the technical component and is not granted long to live. One of
the reasons is a lack of good and timely provision of manpower and money.
Compounding problems are that technical staff expect hygicne education
activitics to follow technical dccisions and to provide justification for those
decisions at community level. It is thesc factors that create problems for
educational staff and for successful implementation of their programme, not the
invalid assumption that hygiene cducation is time-consuming.

Show the same consideration for both components

It often happens, if only in the eyes of educational staff, that technical delays
are cxcused, whereas educational dclays are blamed. It should be recognized
that both components face constraints which may require a rescheduling of
aclivities al project and/or at community level and these necd to be
communicated in as timely a way as possible. For example, timely
communication that ccment is out of stock may enable the timely rescheduling
of the hygienc education activities, just as the timely communication that a
community is not yet ready for start-up construction works may permit timely
rescheduling of the technical activitics.

Experiment with the best form of coordination of activities

Basically there are two options for the coordination of water supply, sanitation
and hygienc education activities at community level. In one, the work is
organized through the technical and participation/education divisions (or
agencics, see Chapter 4), In the other, technical staff and educational staff form
working teams within one division. (Of course, when educational activities are
performed by technical staff only, this point does not apply. See Chapter 11.)
Both options have advantages and disadvantages. Working through separate
divisions (or agencies) will give staff with the same professional background
more job security and more opportunities for support and on-the-job training.

85



Working with mixed teams will allow for more day-to-day cooperation and
coordination at community lcvel. There is no clear rule as to which option or
mix of options is the best in what circumstances. Whatever option is selected,
reconsideration will be indicated when combination and coordination of
technical and cducational activities is facing serious problems.

Use the workplan as a working tool

A clear workplan can do a lot to prevent problems and confusion between the
various staff involved in project implementation. However, it should not become
an inflexible tool. Instead it should be used for progress meetings and for
monitoring and cvaluation, to make adjustments according to findings.
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10. Communication

Hygiene education works through communication. Communication is the
sharing of information (including ideas, cmotions, knowledge and skills) among
two or more persons. As cverybody communicates every day with a number of
people, communication may seem to be an obvious, easy thing to achieve.
Howecver, when the aim is to influence knowledge, attitudes and behaviour
conducive to health, il is the quality of the communication which comes into
focus.

10.1 Communication: basic characteristics

Communication is a complex process, not easy to understand in all its details.
There arc various simplified models trying to describe communication and the
one we prescnt below is a very simple onc indeed, showing only the basic
characteristics. The aim of the model is to highlight the basic factors influcncing
successful communication,

Communication involves at lcast two persons. One person is telling or showing
somcthing to the other, who reacts by telling or showing something to the first,
In technical terms, the first person is the SOURCE who is sending a
MESSAGE to the RECEIVER. The recciver in turn now becomes the sourcc,
sending back a message to the first person, now becoming the rcceiver. Let’s
takc an example. A hygicne educator (the source) is asking a group of women
(the recciver): "Wouldn't it be better for us to use latrines?" (the messagc).
When one of the women (one of the receivers, now becoming a source) answers
"Why, isn’t it only more work for us, as we will have to carry the water and
clcan the pan?" (the messagc), the health educator becomes a receiver instead.
This simplified process of communication is shown in the following figure.

message

e T T

SOUICe .
-

. “receiver

o e o

message

Figure 7: Simplified model of communication.
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Source and receiver

Communication will be more effective when the source, in our case the hygiene
educator:
» is trusted by the receiver, being the target group;
o has important characteristics such as sex, age, culture, education,
experiences in common with the recciver;
tries to understand what people fecl, think and are motivated by;.
has sufficient status and is considered reliable by the receiver (Hubley,
1988b).

Thus, a hygiene cducator from a similar background to thc community is morc
likely to share the same language, ideas, and motivation and so be a more
effective communicator. That is, unless other characteristics blur these positive
oncs. For cxample, a young malc hygicne educator may lack trust by mothers to
discuss child rearing, although they share similar backgrounds. This point will
be further taken up in Chapter 11.

Messages

The message is the content of the communication. During one encounter, many
messages will flow between source and receiver. But for effective hygiene
education these mcssages should centre around one main message only during
a single discussion or activity, for example hand washing, or latrine
maintenancc. The main message should be relevant, precise, and appealing to
the target group (receiver). What makes a message relevant and appealing is
very much dependent on the target group (recciver), and this always requircs
investigation (sce Chapter 7).

Messages may be framed through factual information, humour, or emotions.
Many hygiene cducation messages tend to say "avoid...." or "don’t do....." a
particular action. However, it is better to promote beneficial behaviour rather
than telling people not to perform a harmful onc. For cxample: "use tap water
for drinking" rathcr than "don’t use surfacc water”. In gencral, messages are
more effective when:

o only one or a few arc discusscd at onc time;

o they are target group oriented;

o they are positively oriented,;

o they arc repeated, preferably in different ways and in different settings

(Hublcy, 1988Db).

We will come back to the issue of message development and usc in the
following scctions.
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Methods and materials

In the example above illustrating the model of communication, in which the
hygienc educator is talking with a group of women, a group discussion is used
to bring across the message. This group discussion is called a channel, or
method of communication. Basically there arc two broad categories of
METHODS to channel messages between source and receiver: intcrpersonal
methods and mass media. These mcthods of communication are further
discussed in section 10.2. To support the communication process often usc is
made of communication MATERIALS such as drawings, posters, leaflets,
models, songs, stories, slides, film, and video. This will bc receiving further
attention in section 10.4.

10.2 Methods of communication

A.  Interpersonal methods

Interpersonal communication is characterized by direct contact between the
hygiene cducator and the target group. Examples are:

s person-to-person discussions, such as during home visits;

o small group discussions (up to 12 persons);

e large group discussions (between 12 and 30 persons);

e public meetings (above 30 persons).

The strength of interpersonal communication is that therc is an opportunity for
feedback, questions, clarifications, cxchange of feelings and idcas, and joint
action. As such, interpersonal communication can be a strong tool in
influencing knowledge, attitudes and practices for health improvement.
However, when interpersonal communication is used for one-way teaching with
the hygicne educator telling the target group what to do, it will rarcly be
effective (sce Chaplers 2 and 11). Interpersonal communication should be

ONE WAY ALL WAYS
everyone W= equdl

top

Source: Teaching Aids at Low Cost.



used as much as possible for participatory communication: dialogue, group
discussions, sharing of experience, joint learning and joint problem-solving. The
illustration on the previous page shows the difference between top-down
tecaching and participatory communication.

Person-to-person discussion

Person-to-pcrson discussions usually take place during home visits or at public
places such as health centres, but can also be part of walking around in the
community, or visiting watcr supply and sanitation facilities. Opportunities for
person-to-person discussions may also exist during breaks or at the end of
group meetings.

Casual person-to-person discussions are important to creatc an atmospherc
of trust and understanding betwecen the hygienc educator and the members of a
target group. They may also give the feeling of being accepted and supported,
sometimes nccessary to create self-reliance for adapting behaviour. More
structured person-to-person discussions, such as in home visits, are particularly
useful to discuss sensitive subjects or subjects requiring careful consideration or
individual solutions. Where women cannot meet as a group for cultural reasons,
home visits may be an acceptable alternative. Home visits have the additional
advantage that the hygiene educator can get a fair impression of the living
conditions of the target group, and integrate that immediately into the
discussion,

A disadvantage of person-to-person discussions, if used as the single or most
important communication method, is that they are rather time consuming, and
so it is costly Lo reach all members in a target group. Another problem might be
that it will be Icss easy to know whether the performance of the hygienc
cducator is up to standard (se¢ also Chapter 11).

Casual person-to-person discussions don’t need specific planning or
preparation. We do though have to make sure that this valuable method of
communication is used on a regular basis, with the information and experience
gained fed back to the general hygicne education and project activitics. On the
other hand, for home visits and other more structured person-to-person
discussions the hygiene cducator has to be well prepared to make effective
communication possible. He or she should clearly have in mind the specific
purpose of the discussion, and the main message(s), and be thoroughly familiar
with the subject, including the supporting material to be used during the
discussion (see also section 10.3).

More structurcd person-to-person discussions will run through three phases.
In the orientation phase, the hygiene educator and the participant will have to
get to know each other to establish an atmosphcere of openncss and trust. The
hygiene cducator will clarify the purposc of the discussion and make sure that
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this is in line with the expectations of the participant. If not, the purpose may
be jointly adapted.

In the main phasc of the discussion, the subject of discussion is jointly clarified
and alternative solutions or options for improvement considered. Main tasks of
the hygiene educator are to listen carefully and to go on asking questions for
increascd understanding. If nccessary he or she should also provide clear
information, for example on the transmission of diseases or on project
procedures, to allow for realistic decision making. Every now and then, the
hygiene cducator will summarize the main discussion points to structure the
discussion and to make sure both arc on the same linc. In discussing alternative
solutions or options for improvement, he or she will help the participant to
think through possible consequences. The final decision is always with the
participant,

In the wrapping-up phasc an action plan is made and follow-up discussed.
Before rounding off the discussion, the hygicne educator should bricfly evaluate
the discussion to check whether the purpose has been met and whether the
participant feels satisfied with the result (Wapenaar et al, 1989, p. 172-180).

Group discussions

Group discussions are often a most suitable method for hygicne cducation as
they allow for a group process in which participants directly communicate with
each other, and join hands. Group discussions are instrumental in influencing
knowledge, but especially in influencing attitudes and practices. A group
discussion basically runs through the same phases as a person-to-person
discussion, with the addition that during the session the hygiene educator will
take a special effort to stimulate direct communication betwecen the
participants. The specific characteristics of a focus group discussion,
particalarly helpful to get a deeper understanding of people’s attitudes and
perceplions, have already been discussed in Chapter 7.
For effective communication during the group discussion a number of tasks
have to be fulfilled:
e taking initiative, for example to start the discussion, to give suggestions and
to table proposals;
¢ providing structure (o the discussion, by kecping track of the purpose of the
discussion, keeping an eye on the time, giving interim summaries of the
discussion to keep everybody on the same ling;
providing information and correcting wrong information;
providing guidance to the group process and support to individual
participants, for example to ¢nable everybody to speak up, to stimulate shy
persons (o become active, to make sure people are listened to and taken
seriously, to create an open atmosphere, to help create consensus and to
make joint decisions;
e cvaluating the discussion.
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These tasks can be fulfilled fully or partly by the group participants. The
hygicne cducator will fill the gaps and particularly will take care of the group
process and decision making. When a group comes together on a regular basis,
group members may compete for influcnce, with resulting feelings of sympathy
and antipathy leading to sub-groups. The hygiene educator will have to take
care that this is not frustrating the success of the hygicne ¢ducation. If worst
comes to worst, groups may be better split up.

The composition of the group always requires careful consideration. If groups
are composed of pcople with too different backgrounds, this may hamper a
fruitful exchange, as perceived problems and realistic solutions may differ too
much, or because in a mixed setting it may be difficult for women or lower
status groups to speak up. Diffcrences in background relate for example to
cultural, ethnic, residential, social and economic differcnces or any
combination. Age and gender are other considerations for group composition,
Thus, there may be spccific reasons to have women and men together in one
group, or to have scparate women’s and men’s groups. The same applies to the
age factor. Main rcquirement for a good group discussion is that all
participants in the group are allowed to speak up and indeed fecl free to do so.

—

The following is a story which apparently has nothing to do with water supply - or
has it?

THE GIFT

There once was a man living in a certain village, whose son was working in Lusaka.
His son came to visit him and brought him a gift: A new shirt and irousers. The
father was happy and thanked him profusely.

Six months later the son received a parcel containing the shirt and trousers. The
accompanying note read: Please, the shirt and trousers need to be washed and
mended. [ am waiting for your action, since I have nothing to wear.

»  What do you think of this?
»  What would you do if you received something?

This is a gentle way to introduce the necessity of taking responsibility for new
water supplies as well as for rchabilitations. People always react with
understanding to this story - in fact they appreciate the wit of the extension
warker.

Source: Zambia, Government of, (1987).

Group/public meetings

Larger group meetings, with more than 25 to 30 participants, are particularly
useful for quick information dissemination, awarencss raising and gaining initial
support for hygiene education activitics. As it is impossible to have a dialoguc
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with so0 many participants, these bigger group meetings tend to involve more

one-way flows of information. This is not to imply that these meetings should be

based on one-way teaching (see also section 10.1). All possible mcasures should
be taken to get the participants involved and committcd. The following
suggestions may help to make communication in group meetings more cffective:

o Clearly decide on your purpose and messages, and make sure that a group
meeting is the best channel.

e Limit the group presentation to 20-30 minutes and make the prescatation
more intcresting by using an overhead projector, blackboard, flipcharts,
drama, demonstration, slides, video, ctc..

o Make sure that the presentation is target group oriented. The information
presented should be closely linked to the group’s present knowledge and
experiences, and new information should be relevant to them. As a rule of
thumb, a presentation is more effective when it docs not contain morc than
about 30% new information.

s Try out the presentation before the meeting, and make adaptations if
necessary.

s Have the target group invited in good time, and indicate why you would
appreciatc their participation. Make surc both men and women are joining,
and if neccssary have a separate women’s meeting organized. Make sure
that the date and time are suitable for the invited participants.

s Have the meeting place ready in good time and pay special attention to
scating arrangemcnts,

o At the beginning of the mecting, have a short but clear introduction about
the purpose, organization and expectations of the mecting, and about the
participants.

Take time for fecdback, clarifications, answering questions.
If feasible, have the presentation followed by small group discussions or a
field visit, allowing for further informal discussions.

e Summarizc main points at the cnd of the meeting, and give clear idea of
follow-up, especially when/wherc participants are involved.

s Da not forget to cvaluate the meeting (Wapenaar ct al, 1989, p. 180-187).

B.  Mass media

Mass media includce wall posters, hoardings, radio, television, cincmas,
magazincs, newspapers, books, (mobile) loudspeakers, etc. The main
characteristic they share is that they do not involve direct face-to-face
intcraction between the hygiene educator and the target group. Mass media arc
particularly useful for sharing simple facts and to influence opinion. They are
less likely to help change attitudes and behaviour, unless combined with or
reinforced by interpersonal communication (Hublcy, 1988b).

For the use of mass media, communication materials have to be developed,
such as a radio programme, a poster, a text, a video. Communication materials



are further discussed in section 10.4. As this book relates to hygiene education
as part of water supply and sanitation projects, the emphasis will be on
materials serving interpersonal communication between educators and target
groups. Communication materials for mass media requirc different skills and
cxpertise, as the educator is not around to stimulate people’s interest and to
discuss ambiguitics and related issues. The interested reader is referred to
books like Manoff (1985), especially to gain insights on the difficult process of
message development for mass media use. Below the various characteristics of
intcrpersonal communication and mass media are bricfly compared.

Characteristics Mass Media Interpersonal
speed to cover large population rapid slow

accuracy and lack of distortion high accuracy easily distorted
ability to select difficult to can be highly
particular audicnce select audience selective
direction one-way two-way

ability to respond
to local nceds of
specific communitics

feedback

main effect

only provides
non-specific
information

only indirect
feedback
from surveys

increased knowledge/
awareness

can fit to local
needs

direct feedback
possible

changes in atlitudes
and behaviour

Figure 8: Main characteristics of mass media and interpersonal methods. Source: Hubley, J.

(1988b).

10.3 Additional attention points for effective
communication
A number of additional points have to be kept in mind for effective

communication:

Reaching the target group(s)

If we don’t reach our target group(s) we cannot possibly be effective with our
hygienc education activities. Therefore, reaching the intended target group(s)
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should be a continuous concern. In some cultures it might be difficult to

approach the main target groups immediately, without going through the

hierarchy of formal and informal authorities. Then it will be nccessary to first
gaining their positive involvement. In some cultures it might be difficult to reach
women straight away and talk to them freely. In those cases some special effort
needs to be made, and some suggestions arc:

e Try to meet with women scparately. Somctimes if men and women are
together, it is much morc difficult for women to talk.

» Get permission of the head of household to invite the women of the
household to join the hygiene education activitics by making your intentions
clear.

o Permission of scnior women might have to be sccured to talk to younger
women.

s Meet with women in places where they are likely to be found: at home, in
the field, at the water points, at women’s gathcrings.

o Contact women'’s leaders, women’s organizations and wives of local leaders
right from the start, They can assist in reaching other women in the
community {Diamanti and Heyn, 1985, p. 21).

Often, community members themselves can suggest the best ways to arrive at
active women’s participation. The hygicne educator’s task is thus morg to raise
the point if necessary and to make sure it is happening, than to find a solution

him/herself.

Location and hour

Effcctive communication is only possible when the location and hour for the
encounter are suitable for the intended target group(s). In a number of
socictics therc are rcstrictions as to where women can meet (sce above). Places
like religious centres, office premiscs, schools, markets, or health centres, may
be convenient and accessible places for some, but not for others. It should
always be verified that the location suits the target group. The same goes for
the mecting time. In Nepal the women indicated that the best time for them was
around seven in the morning before breakfast preparation and agricultural
work. In a community in Bangladesh the men preferred the evenings as they
were doing business during the day.

Frequency

Regular communication is needed beforc we can cxpect a changc in health-
related behaviour and conditions. This requires continuity in the hygiene
education activities (sce also Chapters 2 and 9),

Several programmes have tried to figure out what is the minimum number of
times Lo be with a target group over what time span. For example, should a
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community group be visited for hygienc education every fortnight for six months
and then cvery two months for a year and a half? There does not secra to be an
casy answer to this question, first because we do not have enough information,
and more importantly because there are many influencing factors such as
objectives set, types of target groups, types of hygienc educators, type of
project. The point to keep in mind is that for any impact from hygiene
education, continuity is required.

Hygiene education is a process of communication.

Guidance and support

Communication for health improvement is far from casy, as may be clear from
the above and the other chapters. This implics that hygienc educators should be
set rcalistic tasks, and be given sufficicnt guidance and support to carry them
out. The lower the educational level and the morc limited the job experience of
the hygiene educator, the more important this is.

Guidancc and support can be given by providing in-service training, on-the-job
training and supervision. For sufficiently qualified hygiene educators periodic
support will do; for community hygiene workers with little education and
experience morc intense guidance will be nceded. They may get lost casily when
they have to carry out participatory communication, because people may come
up with guestions, problems and suggestions they cannot handle. Also, the
communication process itself is quite demanding, requiring trained skills and
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sufficicnt self-reliance. Low-level community workers who cannot cope with it
will tend either not to perform their tasks or to resort to one-way teaching -
telling people what they should do. We have already seen that we cannot expect
this to be effective.

In a new hygiene education programme in the Yemen a field trip serves several
purposes:

»  hygiene education with the women in the village;

»  training of the hygiene educators;

«  training and guidance of the selected women leaders;

«  further development of the hygiene education activity.

The field day schedule is as follows:

»  collect the hygiene education materials at the office;

»  travel to the village;

»  contact the women leaders and discuss the proposed hygiene education activity;

= conduct the hygiene education activity with all the women in the village;

w  review with the hygiene educators and the women leaders, the hygiene education
activity;

= review with the hygiene educators and the women leaders, their performance and
roles during the hygiene education activity;

»  informally walk around in the village combined with short home visits;

»  travel back to the office and fill our the village reporting form.

Source: Derckx, M. (1989) p. 8.

Community workers with little cducation and experience can be helped to

improve their communication in various ways:

¢ have hygicac education start from practical problems and concrete
situations and not from general or abstract health problems;
havc practical visit plans the workers feel confident to carry out;
have regular, say bi-weekly or monthly, feedback and planning meetings to
discuss ficld experiences of the past period and to make practical planning
of activitics for the coming period;

« havc communication support materials, such as andio-visuals, that are
appealing for the target groups and casy to transport and use for the
warkers.

At the end of the chapter some examples are given,

10.4 Communication support materials

The communication process in hygiene education is often greatly supportcd by
the use of communication materials. The best matcrials or audio-visual tools are
those that clearly show the intended message, that stimulate participatory
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communication and that make peoplc active. Demonstrations, models with

movable parts, poster scrics (see example at the end of the chapter), games,

and community dramas arc some of the tools that morc casily meet these
requirements. Other audiovisual materials are leaflets, posters, flashcards,
cassellc tapes, slides, videos, songs, stories, etc. An overview of commonly used
visual tools is presented in Table 4 at the end of the chaplcr. Cassette tapes
with pre-recorded little stories or for recording during visits are a much
overlooked tool that may be promising.

A frequent problem in projects is that much more attention is devoted to the
development of audio-visual materials, than to their testing and use. The best
way to prevent this is to start with development of the hygiene education
programme itself, down to preparation of implementation (see Chapter 9), and
only then Lo decide on what types of materials are needed for what target
groups. In considering the use of communication support matcrials, a few things
should be kept in mind:

* A lot of materials have already been developed. It may be worthwhile to
review easily accessible materials 1o consider their usefulness for the hygiene
education programme, either as they are or in adaptcd form. Local and
international organizations may be approached for this purpose (see also
Chapter 6).

e Material development by the target population and/or local hygicne workers
is often an effective hygicne education activily in itself, and can produce
intcresting materials and activities for participatory communication and
learning.

"Experience showed that it is best 10 make our own extension materials which fit our
hygienc education activities. The type of material did not prove to be important as in
general any material used received a lot of atention and made discussions easier.
Surprise increases attention. Therefore, we try to use a variety of materials, such as
self made flannel graphs, photos, products bought from the shop, things women bring
from their houses. The extension material we use most often consists of examples of
daily life, such as a child having dirty nails, a child refusing to wear its shoes, chicken
running around in a kitchen."

Source: Derckx, M. (1989) p. 28.

Except when material devclopment is a hygiene cducation activity in itself,
pre-testing will always be necessary before duplication and more widespread
use. Usually testing of communication support materials docs not need to take
more than a few days to a couple of weeks. As pre-testing is a much neglected
activity, we address this issue bricfly below. Also often neglected is the fact that
the materials will only be as helpful as the use that is made of them.
Communication matcrials seldom work on their own. They are usually designed
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to be used by an cducator. Community hygiene cducators should be stimulated
and trained to use developed materials effectively. This point will be further
addressed in Chapter 11.

Pre-testing

Pre-testing means field testing communication materials before they are
produccd or printed. This is done by interviewing representatives of the
intended target group, to find out whether they casily get the intended message,
and whether they like the materials. Questions to answer are for cxample:

s Do they like the materials?

e Are the symbols (drawings, figures, words, arrows, etc.) understood?

¢ Do they get the intended message right away?

s [If the material is built up from scgments/units, eg. a series of pictures, do
they interpret it as a whole, or scparately? Is the overall message
understood?

Docs the material have relevance for their own situation, lives, needs?
Docs any part of the material embarrass peoplc?
What significance is attached to the use of colours?

Testing can be done with individuals and/or with groups, depending on the type
of materials and the purpose of the pre-test. Pre-testing in small homogeneous
groups may havc the advantage that people will feel freer to discuss the issuc
and/or the picture being tested. Also, people often will come up with
suggeslions for improvements, allowing the opportunity for immediate rcactions
to these suggestions by other group members.

The number of people involved in the test depends on their reactions, If
reactions point in the same dircetion - cither indicating that the material is ok
or what should be adapted - then some 20 people arc enough. If the answers
differ a lot, the test may have to involve up to 50 people. It is always important
to include people from the poorest section and with the least education of your
target group in the test. They should understand and like the material, and it
should be relevant to their lives, if the community as a whole is to profit from
the hygiene cducation activities.

In testing the materials it is also prudent to test the easc and attractiveness of
their use for the hygicne educators (Haaland, 1984).
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Table 4:

VISUAL AID

Chalkboard

Flannel Board

Posters

Flip charts

Flash cards

Bulletin Boards

Demonstration

Slides

Filmstrips

Film

Overview of common visual tools

GENERAL DESCRIPTION

A rigid surface painted green or black; on
which one can write or draw with chalk.

A piece of flannel, flanneletie, terry cloth or
felt cloth attached to a rigid surface on
which cut-out figures will adhere if backed
with flanne! or felt cloth, sandpaper or glued
sand.

A message on a large sheet of paper, with
an illustration and a simple written
message.

Illustrations on paper or cloth, usually larger
than 21cm by 27cm; bound together with
rings or strings. They flip over in sequence.

Hlustrations made on hecavy paper that is
usually smaller than 21cm by 27cm. The
illustrations are not bound, but may be
arranged in sequence.

A surface, at least 3/4m by 1m, into which
stick pins can be placed. Drawings, photos
and lettering can be displayed on the board,

Using actual ingredients, tools, or land, the
educator shows how something is done.
Fither at that time, or soon thereafter, each
audience member displays an ability to do
the demonstrated activity.

35mm film in plastic or cardboard mounts
Scm by 5em. In color or black and white,
they are projected on a screen or a wall,

Strip of 35mm film, color or black and whitc.

Photographs in sequence. Filmsirip
projected on screen or wall. Uses projector
with filmstrip adapter. Filmstrips horizontal
or vertical format.

Color or black and white, 16mm or 8mm
cinema film, with sound, projected on a
screen or wall.

RECOMMENDED AUDIENCE SIZFE

Up to 30 people. If used with more, a large
board is needed and careful audience
placement is necessary.

Up to 20 people. Audience size depends on
the size of the flannel board and the size of
the figures that are being used.

No limit, because it is not necessary for
everyone to look at a poster at the same
time,

Up to 30 people. Audience size depends on
the size of the flip chart illustrations.

Up to 15 people. Because the illustrations
are small, no more than 15 people should
be in the audience,

No limit, because it is not necessary for
everyone to look al the bulletin board at the
same time,

110 30 people. Because it is difficult for an
educator to follow up on more than 30
persons, this is the recommended limit.

Up to 30 people. Though slides can be used
with more people, the educator can
stimulate better discussion among a smaller

group.

Up to 30 people. Though filmstrips can be
used with more people, the educator can
stimulate better discussion with a group of
this size,

30 to 100 people. Group can be larger than
100 but it is difficult to have any discussion
with larger groups.

Source: World Neighbours in Action, "Communication” in; Favin ct al (1986) p. 20/21.

106



ADVANTAGIES

Inexpensive, can be homemade, easily maintained,
minimum of preparation. Enables audience
participation, Used day or night.

Incxpensive, easily made from local materials. Easily
maintained and transported in remote areas. Figures
can be used in different presentations. ldeal for
showing "sequence of events” and reviewing lessons,
as figures can be brought back on the board.

Inexpensive, casy to make. Requires limited time to
prepare and use. Easy to transport.

inexpensive, can be homemade, and can be easily
transported. Good way to discuss information in
sequence. Because they are bound, illustrations stay in
sequence.

Inexpensive, can be homemade, very casy to transport.
Good way to give information in sequence to small
groups.

Inexpensive, can be homemade from local materials.
Useful for small group discussions,

Excellent way to use actual matepals in real situation.
Uses local materials. Easy to understand by people
not used to looking at illustrations. Good way to get
audience participation.

Dramatic, less expensive than cinema film, excellent
way to bring distant things to audience and to show
time sequence. Battery-operated projectors available.
Local photos casily made.

Dramatic, less cxpensive than cinema film and slides.
Once inserted correctly in projector, impossible to get
out of sequence. Can show photos of the real thing
and shows sequence in time. Batiery-operated
projectors available. Relatively casy to transport.

Dramatic and gets the audience’s attention. Shows
motion and therefore helps explain step-by-step, and
time sequence very well.

COMMUNICATION

DISADVANTAGES

Transport can be difficult in remote arcas. Limited to
the user’s artistic ability.

Requires considerable advance preparation. Difficult
to use out of doors if there is any wind. Some artistic
ability is required if making homemade figures.

Detcriorate rapidly. Can confuse audience with too
much or too little information. Need some artistic
ability if making own posters.

Deteriorate with constant use. Some artistic ability
required if making homemade flipcharts.

Deteriorate with constant use. Some artistic ability
required if making homemade flashcards. Limited to
small groups.

If out of doors, weather damages can occur. Constant
supply of good educational material to put on the
board is needed.

Takes some pre-planning and preparation.

Lasy to damage, easy to gel out of sequence and
project upside down or sideways. Requires projection
cquipment, electrical outlets or batteries, and
darkened projection arca.

Can be damaged, requires projection equipment,
requires either electrical outlets or battery-supplied
electricity {Sometimes batteries are expensive).
Requires darkencd projection area. Limited
appropriate filmstrips available,

Very expensive, requires expensive equipment,
clectricity and dark projection arca. Difficult to
transport and operate.
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- They suraiy are. I caught my ol
,had, draggﬂd into the yard.

Healt ,’ W}wt do you thmk happens wh n

| dren put diny tings
m thmr mauths" ' e S

 Mother D: ~~Weu th@y must swallow suma o

Health wotker: Thfm thelr smmachs bc,come dtrty amd they gﬂt dmm‘hw o
S 8o maybe this is why we sce 50 much diarrhoea when

children are teething. Now from what we have just smd

do auy of you haw, ideas on how to prevent dmrrhaea"

mentioned;
knowledge of duseaqe. (ramm:ssmn The mothcrs
thur own conclusions :md suggested action.

Source: Brieger, W.R. (1988).
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COMMUNICATION

observation, comparlson, discussi
oup discussion, using flip-over posters.
u;mp dlacusston, usmg ﬂxp-ovu' 7

, practical demonstratio

lage Health Committee, caretaker(s), women using’
laga Health Cnmmm, carclakesr(s)

'laé@ Hcalth Lommlttee membcr : "e :
Timetable: - :
1, Morning

' 2 Mommg/Afternoun
3 Lale aftcrnoon/Evenmg

’ "‘WP Paﬂlmpams 1 and txmetdb

nig, 1. (1989).

111



112



COMMUNICATION

‘ihﬂwll m , f:rybody cmd dlSCDSSCd

Sourcm Bcﬂl E. (1989)
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11. Personnel and Costs

Personnel and costs of an intcgrated hygiene cducation programme arc very
much neglected aspects in many walcr supply and sanitation programmes. For a
hygicne education programme to have any chance of being effective, much
more attention is nceded to provide cnough qualified staff, appropriatc
manpower training and supcrvision, and adequate funding.

Personncl and costs considerations should be taken into account from the very
start of a project, during identification and formulation. Thesc factors are being
discusscd in greater detail now because of their interplay with project
organization, project objcctives and hygienc education programming.

11.1 Education/participation coordinator

There should be at lcast one person in the project who has overall responsibility
for the planning, preparation, implementation and monitoring of the hygiene
education programme. This person is referred to as Education/Participation
Coordinator in Chapler 4. As was discussed in that chapter, it might be best to
have responsibility for community participation and hygiene education
coordination unificd in one person, because of the close interrclationships
between the two.,

The education/participation coordinator should preferably have a degrec in
¢xtension or social science. More importantly, she or he should have working
expericnce at ficld level and above, have a sufficient ¢cducation and age to
establish equal working relations with the project manager and heads of
cooperating agencics, have communication and management capabilities, and
have affinity to work with technical staff.

Often it is argued that a woman is needed for this position, to increase the
chance of women’s involvement in the planning, implemcntation and follow up
of the project activities. Without denying the importance of such influence, it
would be wrong to sclect a person solcly on the criterion of being a woman.
More important is that the project creates conditions for women (o participate
in the programme on an equal basis.

For an education/participation coordinator to be ablc to do a good job she or
he needs sufficient recognition for the importance of integrated hygiene
cducation. Project management and technical staff who consider a hygiene
cducation programme as a troublesome appendix will complicate the work and
make it less efficient and effective. Often, special attention has to be given to
this aspect. Orientation and training scssions may help, both for management
and technical staff to become familiar with the integration of a hygicne
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education component, and for education/participation staff to become familiar
with the intcgration of a technical component (see also Chapter 9).

Another point to be appreciated is that the cducation/participation coordinator
often has a position where intcrests of various organizations mect, or as easily
may be the case, conflict (see Chapters 4 and 6). This is another reason why the
work of the education/participation coordinator may bce difficult and progress
less than desirable. Also hcre, project management can play an active role to
smooth problems. One of the mechanisms (o be used for this may be a
coordinating committee consisting of representatives of the various cooperating
agencies, as alrcady discussed in Chapter 4. Two cxample job descriptions of an
education/participation coordinator are attached at the end of the Chapter.

11. 2 Community-level workers

Ficld-level staff responsible for the implementation of the hygicne education
activities with the communities may come from the project, from cooperating
organizations, or both. In addition, community representatives may act as
hygienc educators for their fellow community members.

Technical staft

In some projects the choice is made to assign technicians responsible for the
construction of the water supply and/or sanitation facilitics, the task of also
carrying out hygiene promotion. If well-trained and well-guided, these
technicians can to a certain extent be effective hygiene promoters. However,
there are many pitfalls. A good tcchnician is not necessarily a good hygiene
promoter. Technicians may be uninterested or incapable of acting as
community hygiene promotcrs. Also, as lechnicians often arc men, they may
find it difficult to find ways to involve women. The community may be
unintercsted or unwilling to discuss their hygicne problems with a technician,
because of his usually low cducational background and low socio-cconomic
status (see Chapters 2 and 10). In Bangladesh it was found that these problems
could be overcome by having a very active supervising engincer who spends
most of his time with the people in the communities. Another way to minimize
the limitations is (o recruit new technicians not only on the basis of their
technical skills, but also their social interests and abilities.

The general advantage of having technicians responsible for communication
and education tasks in the communities is that technical aspects and
educational aspects are unified in one person. The disadvantage is, that the
cducational objectives and targets should be necessarily modest with plenty and
obvious links to technical aspects, and that a rather strict and detailcd
community level workplan is needed (sce Chapter 9 and 10) with much
supervision and support. Without practical hooks for the technicians to build
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their hygiene cducation activities on, and without motivation from their
supcriors this option cannot be expected to work,

A generalization about the role of the Tubewell Mechanic (TWM) as motivator for
latrine construction and use is not easy to make. Thus, one TWM was very
determined in getting latrines constructed and used, and he succeeded through
constant motivation. Another felt uncomfortable and shy to carry out motivational
activities because he was laughed at when he tried, and he generally failed 1o activate
peaple. Or, to give another example, one TWM did not approach women because he
did not feel it to be appropriate for a man to do so, whereas another TWM contacted
a female field worker to call a gathering with all village women to provide him with
an opportunity to discuss health and hygiene with the women. The impression is that
the age of the TWM does not influcnce his effectiveness as a morivator, except that
often it is easier for an older TWM to inspire confidence, to contact women and to
mativate people to act.

Source: Abdullah, T. and Boot, M. (1989) p. 79,

Project educational staff

In other projects the choice is made to have educational field staff appointed 1o
the project. From a project management point of view this may be the easiest
arrangement, as it allows for in-house arrangements for all aspects related to
the integration of the technical and educational componcnts (see Chapter 4).

However, the drawback may be the manpower costs. Often then it is decided
1o only appoint a few cducational staff, with the implication that they cannot
cover all the project sites as the technical stafl can. In Nepal for example it was
therefore decided to have an intensive hygicne education programme by the
educational staff in sclected sites only, and to have a short hygicne education
campaign carried out by the technicians at the remainder of the sites.

Another possibility is to have the project educational field stafl assigned as
area coordinators, thus that they act as coordinators of the hygicne education
activities by technicians and/or other field-level workers in the assigned arca
under the education/participation coordinator. This might be a good solution,
however a practical problem is often that this educational staff has limited
profcssional and practical experience, making the satisfactory fulfitment of their
task as area coordinators very difficult. Training and supervision of this staff
therefore will be an esscntial supplement.

Extension staff of other agencies

A third option is to work through field-level workers of other agencies, The
most obvious choice then is 1o work through the Ministry of Health, but of
course also other ministries and NGOs may have a reservoir of community-
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level workers who may provide important inputs in the hygicne education
programme (see also Chapters 4 and 6).

This option may be the preferred one, especially when ficld-level workers of
the Ministry of Health are taking charge of the hygiene education activities.
Working through cxisting field extension staff has the advantage that effectivc
use is made of an already existing (health) infrastructure, that overlap or
conflicting activitics can be prevented, and that the hygiene education activities
can continue once the projcct is over.

However, this option also may be the most difficult one as there may be many
reasons why cooperation with other agencics are constrained. Apart from the
usual problems between cooperating agencies, there may be the problem of
unrealistic expectations. For example, the Ministry of Health often is a ministry
with serious budget constraints, whereas internal managcment constraints are
also common. One of the reasons is that there are so many competing health
priorities such as immunization programmes, anti-AIDS programmes, family
planning programmes, etcetera. Therefore, working with other ministerial
departments nceds a long term view, flexibility and high level commitment to
make it work. These problems may be less when involving NGOs, but their
continuity after project termination may become an issue, ¢specially when the
NGO is largely decpendent on outside funds (see Chapter 6).

Pre-testing trains field workers:

The project uses a systemn of community mobilization that recruits local men and
women from the project area to become field extension workers. Often, they have only
slightly better education than their neighbours, but are required 1o perform as
educators. Without training and support, their activities are often met with resistance
as their peers questions their credibility. If these field workers are involved in the
pre-testing exercises during the development of wraining material for their area, they
become well grounded in the health issues they are supposed to cover. It gives their
education activities a structure and sense of direction. During pre-testing they also
leamn 1o listen, and how to draw out answers from their audience. This is a radically
new approach for most people who may have attended a dictatorial schooling system.

Source: Mwangola, M. and Waterkeyn, J. (1990) p. 4/5.

Community voluntary workers

In addition to community-level staff, from whatever organizational background,
at community level, key persons may be selected to be assigned with special
responsibilities to promote personal and environmental hygiene and to rccord
hygienc education activities and changes in conditions and behaviour for
monitoring purposes and follow up. Working with and through community
representatives may be very cfficient and effective. We have called these
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community representatives intermediate target groups, as discusscd in
Chaptcr 8. However, it can not be expected that they will be active and
continue to be 50, unless appropriate training and regular support and back-
up is provided.

11.3 Manpower characteristics, training and
supervision

Valued characteristics

Gencral characteristics of a good community hygiene educator are that he or

she is considered by the men and women in the community to be:

o reliablc and trustworthy;

a skilful communicator;

knowlcdgable about water and sanitation;

rcadily approachable by all community groups;

liked because of his/her positive personality and motives to support the

community;

o ablc to cooperate with technical staff and to voice the vicws and interests of
the community to rclevant organizations and authorities.

We have touched upon a number of thesc characteristics beforc in Chapters 9
and 10. Tt is important to kcep these general characteristics in mind in selecting
new community hygicne educators, and the more so n training development
and implementation, and for supervision.

Participatory training is important for participatory hygicne education.
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Training components

Based on the general characteristics of a good community hygiene educator, we
can distinguish three related training components:

1.

Knowledge skills training, such as:

how water and sanitation diseases are spread in a community, and what
men and women themselves can do to cut off local transmission routes;
basic aspects of water supply and sanitation technology and their
implications for the siting of facilitics, service levels and maintenance
demands, and their implications for costs, water source protection and
hygiene practices;

cycles of water and waste, and thcir implication for water resources
management and environmental protection;

why it is necessary to involve women as active participants, what are
common problems to overcome, and what are ways and means (o do so
(IRC, 1991, Module III, p. 34).

Another example of a list of knowledge skills requirements is presentcd at
the cnd of the chapter.

Communication skills training, such as:

how to introduce yoursclf in the community;

how to contact and identify specific target groups;

how 10 start up community-bascd hygienc cducation activities;

how to conduct a person-to-person discussion,;

how to organize and conduct group discussions and group mectings;
how to cope with intcrnal community conflicts or competitions;

how to create trust and reliability.

Special skills training, such as:

how to use communication skills for joint problem identification and
joint problem solving;

how to use communication materials;

how to do a community-based study;

how to plan community-based hygiene education activities;

how to cooperatc with technical staff;

how to monitor community-bascd hygienc education activities;

when and how to rcport back and how to benefit from supervision.

Training requirements

Often it will be necessary to have initial training organized in an early stage of

the project to give hygiene educators the nccessary skills to start up community-
based hygicne education activities. As with all training, this training will be
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more effective when:

s it is based on the skills and experience the trainees alrcady have;

s it is based on community needs and priorities;

e it is directed to realistic and immediate improvements in carrying out
hygiene education tasks (and thus directed to greater job satisfaction and
self esteem);

e participatory lcarning mcthods are used;
trainers have practical knowledge and cxperience they are able to share;
the training has learning objectives that are specific and limited in number.

rRole playing was used o sensitize the trainees on the day-to-day realities of men and
womnen in the communities. First the trainers played a common scene, ending in
disagreement and shouting. Then the trainees were asked to replay the same scene,
now ending in harmony and joint action. Two scenes were used:

(1) a man refusing to dig a rubbish pit for his wife; and (2) a female caretaker not
taken seriously by a man who is mishandling the well.

Source: Kanyetta, P. and Docdens, A. (1990) p. 4 (unpublished).

Training will always require a training needs asscssment, both from the point of
view of the trainecs, and the communities (see Chapters 6 and 7), and a carcful
selection of snitable trainers, The lcarning must be perceived to be relevant to
the job of the hygiene education trainces and to the needs of the communities
they are going to work with, During the training the hygiene education trainees
should be given ample opportunitics to play an active role in the learning
process by formulating questions and then seeking the answers, by discussing
what has been found, and by applying what has been learnt to the field situation
(Abbatt and Mgjia, 1988, p.11).

It is usually better 1o have a series of short training courses, alternated with
practical fieldwork, than to have onc long training course that might get too
theoretical. Whether the initial training course is long or short, follow-up
training will always be required at regular intervals, to build up skills further, to
increase motivation, and to learn from experience,

Evcry training course should have a built-in evaluation, at least at the end of the
course, and preferably one or more times during the training, to allow for
timely adaptations, if required. Aspects to be cvaluated may include:

o the training content, both the class work and the ficld work: what was learnt
by the trainees;

the methods of training, and the usc of training materials;

performance of the trainers;

participation of the trainees;

practical arrangements (food, accommodation, social activities) (Diamanti
and Heyn, 1985, p. 139).
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After the training, proper monitoring and supervision will help to assess the
success of the training and to identify further training needs. The hygiene
education trainees themselves should be actively involved in the process of
evaluation and follow-up to increase the effectiveness of training and
supervision, and also to act as a motivational tool,

Need to unlearn

Until now, many hygicne educators and trainers of hygiene educators have been
educated in didactic tcaching methods only, without being familiar with more
participatory learning mcthods. It is not easy to switch over. Abbatt and Mcjia
(1988) point to the fact that training and supervision should not only be focused
on acquiring new knowledge and abilities, but also on modifying or revising
existing methods of work through a process of *unlearning’. For this it will be
necessary Lo create a learning environment that is as unthreatening as possible,
for the trainees to experiment and get familiar with participatory learning
methods, and to gain confidence in giving up what have proved to be less
effective teaching methods (see also Chapter 10).

Training of trainers and coordinators

Recently more attention is being paid to the training of trainers of hygiene
educators and to the training of hygiene education coordinators, with emphasis
on the development and use of participatory learning methods, For example the
UNDP Project for the Promotion of the Roles of Women in Water and
Environmental Sanitation (PROWWESS) is very active in this respect, and the
manual on participatory techniques by Lyra Srinivasan (1990) provides nice
cxamples. One of these examples has been attached at the end of Chapter 9. Of
coursc the rcal impression can only be obtained by following such a course and
obtaining practical experience.

Institutional/project support

Training can do a lot to make the work of hygienc cducators more effective.
However, institutional changes may also be nceded. Frelick and Fry (1990, p.ix)
point out the need for supervision of hygiene educators, the creation of
incentives for acting differently on the job, clear job descriptions, and adequate
provision of materials and transportation, The project or agency for which the
hygienc cducator works should take responsibility for supporting work in this
area and must monitor the performance of each hygiene educator in working
collaboratively with communities.

Institutional and/or project support will also be needed to facilitate women’s
involvement in training, Tmportant measures to enhance women’s involvement
are:
¢ proportional recruitment of women for training;
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e involvement of women in selection of suitable candidates;
o adaptation of training duration, venue, and facilities to women’s conditions;
e provision of support aftcr training (IRC, 1991, Module I11, p. 27-29).

Supervision

Apart from training, supervision is an important tool to support hygienc
educators in their work and to increasc the effectiveness of the hygicne
education programme. Supervision in hygiene education programmes seems to
be a neglected factor. If supervision is carried out,it is often done infrequently
or as a control mcasure rather than regularly and as a support measure.
Supervision should help to develop the quality of work and job satisfaction
through continuous education, guidance, cncouragement, and motivation. In
addition, supervision is a management tool for obtaining information on
problems encountered in the process of hygicne education implementation and
for finding quick and appropriate solutions (Abbatt and Mejia, 1988, p. 34 and
78).

In summary, supervision may help to:

¢ provide support to the hygiene educators in carrying out their tasks;

« resolve problems as they arise before they become obstacles to successful
complction of the hygiene education programme;
coordinate various activitics;

¢ cnsure that all elements of the hygiene education plan are happening when
they should.

To this end, some of the tasks that a supervisor would carry out may include:

» visiting the hygiene educators in the communitics during their work;

s cncouraging the hygienc cducalors to carry out their tasks;

s providing the hygicnc cducators with positive feedback and suggestions for
improvement;
helping to identify and resolve problems quickly;
holding group mectings with the hygiene educators, and if nceessary other
project staff, to discuss progress, problems and solutions, and future
activities (Diamanti and Heyn, 1985 p. 105-107).

Supervisors may be found within the project, in the person of the Education/
Participation Coordinator and his or her field educational staff, or within the
cooperating agencies, such as the Ministry of Health or an NG(. Whatcver
arrangement is chosen, regular contact between the supervisor(s) and project
management will always be necessary for good progress of the water supply and
sanitation project.
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11.4 Budget allocation

Budgctary decisions for integrated hygiene education have to be made in
rclation to project objectives, the set-up of the hygiene education programme,
and the actual hygiene cducation workplan. Cost items predominantly consist of
personnel, training, and necessary office equipment and hygicne education
materials. Systematic information is scarce on what amount of moncy is needcd
for a successful hygiene cducation programme. It is better to make a safe guess,
rather than ending up with a very tight budget.

In hygiene education the major consideration for the budget is personncl. How
much effort and time will be required? What kinds of skills and capabilities are
needed? What, specifically, are the tasks? Detailed answers to thesc questions
will yield a basic outline of personnel requirements (Green et al, 1980, p. 118).
The next steps then are to decide from where the personncl will be obtained
and who is going to pay. For example, if technicians become hygiene educators
as well, or when regular staff of the Ministry of Health become the hygicne
educators, additional personnel costs for the project may be rather limited
compared with the situation where the project assigns educational staff itself,

In estimating the number of personnel needed for implementation of the
hygiene education programme, it is not only the time necded for the actual
hygicne education activities which has to be taken into account, but also the
time nceded for dutics such as staff meetings, training and supervision, liaison,
reporting, and holidays. Training costs also nced a careful cstimate.

Other major cost categories usually are travel, field allowances, materials and
supplics. Quite often the costs for consultants and specific subcontracts are
considered scparately, and a post for contingencics or indirect costs (cg. 15%
of the total costs) should be added to allow for unexpected expenditures.
Common budget items for an integrated hygienc cducation programme are
summarized on the following page.

A common problem during project implementation is that the budget for
hygiene education is the first one to be cut or used for other purposes such as
the purchasc of hardware or a workshop not related to hygiene education.
Where the hygiene education budget proves to be too high compared with
actual expenditure, this may be a realistic move, but often this will not be the
case, leaving the hygiene education programme with insufficient funds, To make
a hygiene education programme work, it will be clear that the project
management should prevent the budget from being endangered.
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Budget item

Typical costs

personnel

office equipment

transport

day/night out allowance
in-scrvice training
special training courses

oricntations and workshops for
higher level staff

orientations and training courses
for field-level workers

orientations and training courscs
for community representatives

implementation of community
hygiene education activities

(incentives for community hygiene
cducation voluniecrs)

hygiene education materials/
equipment

liaison and meetings
evaluation
consultation

indirect costs

1. coordinator: one person full time
2. sccretary: one person half time
3. hygiene educators: ....

desks, chairs, stationery, telephone, photocopying,
printing and postage, data processing

(capital costs and running costs)

(specified for various staff)

(specified for various staff)

(number of courses, specified for various staff)

(number of participants x number of
orientations and workshops)

(number of participants x number of orieniations
and training courses x number of days; costs related
to trainers’ allowances and to the preparation and
location of the training)

(number of participants x number of orientations
and training courses x number of days; costs related
to trainers’ allowances, and to the preparation and

location of the training)

{per site x number of sites)

(eg. posters, leaflets, games, drawings, slidcs,
slides projector, flennograph, cassctte recorder)

(representation costs)

(number of persons x time + additional costs)

(fce per day x number of days, plus travel and per diem)

(15% of above total cosis)

Figure 9: Common budget items for an integrated hygiene education programme.
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12. Monitoring and Evaluation

Monitoring and evaluation are important tools for programme management
and improvement. Though they are described here in the closing chapter,
moniforing and evaluation are continuous processes, which should be built in
from the very beginning, This was also discussed in Chapter 3.

12.1 Purpose and focus

Monitoring and cvaluation of hygiene cducation involve:

a. collection of data to assess:

inputs in terms of manpower, money and materials;

performance of manpower and materials;

integration of technical and non-technical project components;
participation of the population;

cooperation with other agencies;

whether activities conform to the workplan;

whether the workplan has been achieved,;

whether the objectives have been met and are sustained over time,

b. the use of information gained to:
¢ take timely action in case of any problems;
improve planning, implementation and sustainability;
improve supervision and training of manpower;
improve organization and management;
increase efficicncy;
increase effectiveness;
set ncw or adapted objectives;
learn more about hygiene education requircments.

Monitoring is an ongoing activity, to provide a continuous oversight on
whethcr a programme is procceding according to plan. Evaluation is carried
out at intervals, either in response to a problem or when a project phase or
project period is completed. Monitoring is always an internal project activity,
whereas evaluation may be carried out ¢ither internally or externally, with the
main aim to draw lessons from experience.

Monitoring and evaluation are important tools, as any project needs
management and guidance, and also because any project should be interested
in how to improve performance (quality and efficiency of activities) and results
(effectiveness). In hygiene education programmes monitoring and evaluation
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are especially important, as there is still a lot to learn about what makes a
hygiene education programme successful and how it is best integrated into
water supply and sanitation programmes.

In a programme in a very poor
area, latrines were builr of bricks
and had locks on their doors.
However, the houses did not have
locks on their doors, so people
used the latrines, not for sanitary
purposes, but to store their
valuables, such as bicycles and
chickens. As far as the people
were concerned the latrines were
a great success - for storing
valuables.

THH

i

(HHET

Source: Feuerstein, M. (1986) p. 6.

Monitoring and evaluation cfforts in hygicne cducation programmecs tend to be

focuscd more on results (ie whether or not behaviour was changed) than on

inputs and pcrformance, that is the process leading to change in behaviour,

Monitoring and cvaluation of inputs and performance are also important as:

¢ alot can be lcarncd from the process of planning and implementation;

o better and more timely adaptations can be made;

o a clear idea about results is not possible without a clear idea about the
inputs and the performance of manpower and organization(s).

Close monitoring and ¢valuation will be espccially nccessary in the development
stage of an inteprated hygiene education component.

Often therc is some confusion as to whether or not the monitoring and
cvaluation of an integrated water supply, sanitation and hygicne education
project should include the study of health impact, - ic the reduction in water
and sanitation-related diseases as a result of the project. Health impact studies
try to ascertain whether, because of the project, people suffer less from
diarrhoea or from hookworm. We have seen in Chapter 1 that health impact
studies can provide us with relevant information about the relation between
water, sanitation and health. However, it is not easy to establish such a
relationship, because there may be a lot of influencing factors. For example,
there may be improvements not only in water and sanitation, but also in health
care or changes in rainfall and food supply. Then it is difficult to know what
cxactly produced a reduction in water and sanitation-related diseases, or why
no reduction took place as expected. Thus, project-specific health impact
studics are seldom recommended. For further information about this subject
the reader is referred to Briscoe, J.et al (1985 and 1988). In fact, it is not really
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necessary to prove that improved water supply, sanitation and hygiene
education bring health benefits. They do! More important is to know whether
water supply and sanitation facilities are functioning properly and fully used,

hygicne conditions and practices are improving, and whether these
improvements arc sustained over time. Figure 10 illustrates the discussion.

Qutreach:

- number of target
audiences reached

- frequency reached

- number of talks held

- number of posters
distributed

Measz);e;s of Educational

| Measures of Behavioural
Qutreach:
Changes in;

- knowledge

- attitudes

- behavour

- level of participation

« Useful for monitoring
but say nothing about
effectivencss

« Least expensive

» Lasiest to measure

« Uselul process
mcasurcs

+ More cxpensive

« More difficult to
measure

i

Maasures of Health Status:
Changes in:

- morbidity

- mortality

- anthropometric measures
(e.g. height, weight,
growth)

- biochemical test results

« Useful for measuring

health impact

« Most expensive
» Very difficult to attribute

changes specifically to

education

Figure 10: Monitoring and evaluating hygicne education. Source: Favin, M. et al (1986).

12.2 Guidelines for monitoring

Monitoring of integrated hygiene education will be more useful when the
following points arc kept in mind.

Focus of monitoring

For a hygiene education programme, monitoring may be focused on three

related fields:

e progress of the programmc in rclation to the workplan and the identified
target groups. Monitoring items for this field may include, for example:
inputs in manpower, money and materials; implementation of tasks; the
number and type of hygicne education activities. This will allow for a better
control of the timing of activities and of the use of resources.

o participation and initial rcsponse of the target population. Monitoring items
here may include, for example: the number and type of participants; the
frequency of their participation; their appreciation of the activities; their
initiatives and actions, including their inputs in time, moncy and materials to
work on improving conditions and practices related to health and living
standards; the establishment of a representative community organization; a
growing demand for hygiene education.
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e adaptations and changes in conditions and behaviour related to watcer use,
sanitation and community management, and their sustainability over time.
Monitoring items for this ficld may include, for example: functioning and
use of water supply and sanitation facilities, clean environment, personat
and houschold hygienc, functioning of water and sanitation committeces.
These items relate to the monitoring of results of the integrated hygicne
education programme.

A number of monitoring issues will not only be beneficial for the management
of a hygicne education component, but for the other project components as
well. Hence, a hygicne education monitoring system can best be set-up in close
relationship with the other components, using as uniform a system as possible.
(Sec also Chapter 9, on the importance of developing a workplan in closc
cooperation with the technical components.)

Monitoring as management tool

Monitoring is a management tool, and therefore should provide relevant and
timely information to the people who need this information for planning and
implementation of the hygicne education programme and the sustaining of
results.

A first requirement in setting up a monitoring system is to decide who nceds
what information for what purpose(s). Usually there will be at least three
management levels and thus three levels of information needs: community level,
hygiene education programme level, and general project management level
(plus higher levels). Information necds of these various levels will only partly
coincide. For cxample, information on construction and use of latrincs may be
relcvant for all levels, whereas information on the progress of the
implementation of the hygiene education workplan will primarily provide
necessary information for the programme level.

In setting up a monitoring system it may be worthwhile to usc a workshop
approach, involving the various management levels, to arrive at a system that is
as simple and useful as possible, and that allows essential information to climb
up and down the institutional hierarchy without too much adaptation or need
for the collection of additional data. In using the monitoring system it is
important that information collccted at a certain level is acted upon
immediatcly, as well as being sent to the other management levels, For example,
if the hygiene education coordinator learns that in one region the turnover of
hygicne educators is an increasing concern, it will not sufficc just report this to
the general project management, Appropriate actions should be sct into
motion.
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Objective:

General use of safe water sources, at least for drinking.

Indicators: All families live within easy reach of a safe water source;
no unprotected source in use for drinking; protection of
traditional sources remaining in use.

Objective: Families will store and use their water under hygienic conditions.

Indicators: Presence of cover for container; raised platform for container;
long-handled dipper to draw water; dipper hanging above floor;
abscnce of flies around container; no communal drinking cup.

Objective: Usecrs will keep area around place of water collcction in a
sanitary condition.

Indicators: Adcquate drainage; absence of garbage/leaves/sediment/mud,;
presence/condition fence; presence/efforts of caretakers; elc.

Objective: Wastewaler will be utilized for irrigating vegetable gardens.

Indicators: Garden around well or in home compound; garden cooperatives
formed; ctc.

Objective: Drawers of water will clean their containers before filling them
with "new" water.

Indicators: Observed washing inside of container before drawing; washing
of leaves/balancers before placing them in containcrs; etc.

Obhjective: All households will have and use a sanitary latrine.

Indicators: Presence of latrine; absence of soiling; presence of cleaning
agents (water, paper in latrine); number of flics; no excreta,
inchuding of baby, in compound; etc.

Objective: Hands will be washed with cleansing agent after toilet use/before
cooking and eating.

Indicators: Presence of water for hand washing in or near latrine; presence
of soap, ash or other cleansing agent near latrine and in Kitchen.

Figure 11:  Some examples of objectives defined in behavioral terms and indicators for monitoring

and evaluation. Source: IRC (1991), Module V, p. 12, Adapted from: UNICEF (1985)
and Monitoring System Morogoro/Shinyanga Rural Water Supply and Sanilation
Programmes (1990).
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MONITORING AND EVALUATION

Selection of indicators

Based on the information necds, a decision has to be made as to what data it
will be useful to collect. This raises thc question of what indicators should be
selected. (Indicators enablc data to be compared casily from one survey to the
next or between projects/situations.) The indicators should be based on:

o the objectives in relation to target groups

¢ the workplan

o the results of a baselinc study or necds assessment.

As a careful sclection of indicators is not easy, it is often tempting to select
more than the barc minimum. Howcver, data collection itself is an effort, added
to by the necessary tabulation and analysis of the data and its subsequent usc.
Collection of too much data can easily become counter-productive, as it will
prevent the timely availability of relevant information, Figure 11 presents some
examples of indicators for selected objectives.

Usually an cxperimental period will be needed to determine what indicators
ar¢ most uscful in producing timely and relevant information. Before printing a
lot of monitoring forms, it is better to try them out, and adapt them according
to the carly results. For the development stage of the hygiene education
programme, usually more data and morc frequent data arc required than for a
consolidated programme,

Data collection

Data collection on the progress of the hygiene education programme in relation
to the workplan should be an ongoing routine activity by the project, using
standard monitoring forms, such as a community visiting form (scc example at
the end of the chapter) and accounting forms,

For data collection on participation of the target population and on changes in
conditions and behaviour, a variety of procedures can be followed, either apart
or in combination. They include:

e Routine data collection by individuals and/or groups in the communities,
using agrced formats.

¢ Informal interviews and observations at regular intervals by community
members and/or project staff to learn about success storics and problems.

Although this will not give quantitative information it will provide relevant

insights. The use of an interview and observation checklist will help to cover

important aspects and will at the same time provide a framework for
recording and reporting. After use the checklist should be reviewed, and if
necessary adapted for the next data collection round.

o Questionnaire and observation surveys at regular intervals by community
members and/or project staff to measure participation and changes. For this

a representative sample should be drawn. After each survey round, the
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questionnaire and observation forms should be reviewed, and if necessary
adapted for the next round.

When the monitoring data reveal a problem, or a positive development which
was not anticipated, further investigation may be required to feed the outcomes
into programme adaptation and improvement.

Organization of data collection and use

Monitoring data can be collected and used during:
¢ planning and progress and staff meetings

o field visits

e supervision and training,

Data are best collected as much as possible as part of the ongoing activities
defined by the workplan, such as during a community visit, when information
and experiences that should not be forgotten have to be recorded anyway. This
implics that data can best be collected by thc community groups or programme
staff most concerned. It will provide first hand and timcly information and docs
not require additional personnel. And it will have the additional advantage that
communities and staff are continuously reminded of key concerns because they
have to note them down.

Data collection by the communities and hygicne cducators will only work if it
serves their immediate interests and/or it forms part of more general support
and supcrvision activities. If people do not get the feeling that data collection is
important for themselves and the project, thcy may soon lose intercst. The
collected information should provide immediate relevant information and the
higher managcment levels should ensure proper support, feedback and follow-
up. It may be that for support and supervision reasons morc information needs
to be recorded than necessary for monitoring purposes. This should not be a
problem, provided the recording form uscd allows for easy extraction of
monitoring data. Introduction of a monitoring system and any subsequent
changes in the monitoring system need careful attention and will require
training for good compliance.

Monitoring data are not be used as a tool for criticizing communities and/or
staff because progress or results are below expectation. The only effect will be
that they will not collect reliable information in the future. Instead, the focus
should be on learning, and on adapting and improving procedures, aclivities
and results. For effective and reliable collection of data by people dircctly
concerned, it is important to be awarc of the natural human tendency to ignore
information that warns of poor performance or to cxaggerate positive
developments (Caslcy and Kumar, 1987, p. 23).
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Reporting

Monthly and quarterly progress reporting are useful tools for monitoring. Such
reports should include an overvicw of major activities undertaken during the
reporting period in comparison with the workplan; an overview of cost
performance; the number of communities and people covered by the activities;
a discussion of current and potential problems, and corrective actions planned
or recommended; plans and schedules for major activitics during the next
reporting period. (Casley and Kumar, 1987, p. 91) It may be important not only
to compare activities undertaken with the workplan, but also with previous
reporting periods (months and quarters) to learn more about trends, and to
allow for more timely and appropriate remedial actions,
The presentation of monitoring information is often more appealing, and
receives more attention, if it is;
o discussed verbally;
o summarized on not more than a couple of pages (this can be done for
example through *monitoring briefs’, to supplement more elaborate reports);
o illustrated with graphs and figures, as shown in the examplc at the end of
the chapter (Casley and Kumar, 1987, p. 89-98).

Qur aim: hygienic practices, sustained over time.

12.3 Guidelines for evaluation

A good monitoring system will provide a valuable basis for an evaluation of the
hygiene education programme. As the planning and implementation of an
cvaluation is not basically different from any other study, such as a baseline
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study, the reader is referred to Chapter 7, especially the sections 7.3 to 7.5, for
general guidelines for evaluation,

Focus of evaluation

As already indicated, an evaluation can be focused on;

» an assessment of how well the hygiene education programme was planned
and implemented (discussed as process evaluation in Chapter 3);

» an assessment of outcomes of the hygiene education programme in terms of
changes in knowledge, attitudes, beliefs, and more importantly in terms of
changes in conditions and behaviours;

e the investigation of a problem (sec also section 12.2).

The general aim of any evaluation is always to learn from experience in order to
apply the lessons learned to improve programme planning and implementation
and to replicate successful programmes.

Emphasis on internal evaluation

Evaluations can be carried out internally by communities themselves and/or by
project staff, or externally by outside profcssionals not involved in the hygicne
education programme. Without going into the debate on the advantages and
disadvantages of the various possibilities (the interested reader is referred to
Boot (1987) and Narayan-Parkcr (1990a) for furthcr information on this
subjcct); it is safe to say that for community-level and project-level evaluations
the active involvement of all people concerned is essential to arrive at a joint
understanding of strong and weak points, constraints and possibilities,
alternative solutions and routes of action.

Mesauring of behavioural change

There arc many types of evaluation of changes in conditions and behaviour, but

for project evaluations it is most common and realistic to compare the data

from the evaluation study with those from the baseline study (see Chapter 7). In

evaluating changcs in behaviour, we should be aware of the various possible

directions a behavioural change can take, to prevent misinterpretation of

evaluation results. A behavioural change may involve:

o reduction of a risky behaviour (eg. open field defecation);

e prevention of a new risky behaviour, or prevention of an increase in a risky
behaviour (eg. lack of toilet cleaning);

e increase in a hygicnic behaviour (eg. exclusive latrine usc by all in the
family);

e prevention of a decrease in a hygienic behaviour (cg. fewer people reverting
to open field defecation) (Green et al, 1980, p. 10-11).
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Actual use of improved water and sanitation facilities by men, women and children
is always important to evaluate. To evaluate use, we can look at:

General use: all or almost all households actually use improved water poinis and
lairines;

Consistent use: they do so throughout the year, without reverting to other sources or
practices with a health risk (diarrhoeal diseases, schistosomiasis, guinea worm,
hookworm);

Exclusive use: other water sources or sanitation practices constituting a health risk are
not used alongside improved ones;

Hygienic use: water points, sources and latrines are kept clean, and domestic water is
collected, stored and drawn in a safe way (no contamination from touching by
possibly soiled hands);

Increased use: higher volumes of water are used for domestic and personal hygiene;
Controlled use: use of water resources and latrines without negative impacts on water
availability and environment, such as over-exploitation of groundwater, deforestation,

overgrazing, chemical and bacteriological contamination, etc.

Source: IRC (1991) Module V, p. 9.

Possible negative consequences

In carrying out an evaluation we also should look at possible negative
consequences of changes in behaviour (in which a positive change in behaviour
is accompanicd by a negative effect). For cxample, in a water supply project it
was observed that the change from the use of unprotected wells to the exclusive
use of protected wells with a windlass, pulley and communal bucket was
successful. However, as the new protected well became more popular, it caused
qucuing because only one person could draw water at a time. To solve this
problem, people started to bring their private buckets and ropes, thus cutting
down on waiting times, but at the same time endangering the quality of the
water.

Participatory evaluation methods

During the last decade more and more emphasis was put on alternative
evaluation methods that allow for greater community participation and morc
useful results. An example is given on the next page from Lesotho. There is a
need for more recorded examples of these alternative evaluation methods, as
they generally make community self-evaluations easier, and a more attractive
learning activity for all parties concerned (IRC, 1991, Module V, p. 14). In
Chapter 7 the usefulncss of participatory research was already emphasized.
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School children participated in the evaluation of the rural sanitation project
through a community mapping activity,

The instructions for the mapping activity were simple. Working in groups, fifth grade
children were asked to draw their communities, including problems, resources, water
sources, and places of defecation, The activity unleashed such energy and enthusiasm
that the children were moved outdoors. All four groups of students reported three
major community problems: public drunkenness, bad roads, and little use of latrines.
The resources identified included people, trees, VIP latrines, shops, water supplies,
animals, and forms of transportation. Latrines, bushes, and forests were commonly
depicted as defecation sites. Water sources included unprotected springs, wells, ponds
and standposts. What the children reported in their drawings was confirmed by their
school teachers.

The mapping activity produced valuable information on the community water and
sanitation situation and helped to establish whether or not latrines were being used.
The next step is group discussion and joint solving of identified sanitation problems.

Source: World Bank and UNDP/PROWWESS (1990) p. 21.

Checklist for evaluation

A more detailed overview of points of attention for the evaluation of a hygiene
education programme is presented below:

0. What are the general and specific objectives of the water supply and
sanitation project?

1. Is hygiene education an integrated component of the water supply and
sanitation projcet?
e If ycs: see next questions.
e If no: why not? e.g.
- not planned, not deemed necessary
- manpower constraints
- financial constraints
-~ organization constraints
- problems with cooperation/coordination between various
government and non-government agencies
- lack of experience to include a hygiene cducation component

2. What are the gencral and specific objectives of the hygiene education
programme?
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How is it organized?

o Which organization is in charge of the hygiene education programme?
(e.g- the project organization itself, primary health care centres,
department of public hcalth)

¢ Who are responsible for the hygiene education activities?

How many staff and voluntcers arc involved in the hygicne education
programme? (fulltime/part-time, males/females, paid/unpaid)

What is their general background and level of education?

Did they get a special training course? If yes:

- For how many days?

- What were the main subjects/skills covercd?

- Did they get paid?

e Are special funds allocated for the hygiene education programme?
If yes: how much? Does it cover all the necessary costs of salaries,
matcrials, transport?

o Are the hygiene education activities integrated in the general project
activities? If ycs: how, in which phascs? If not: why not?

o Is there any cooperation with other organizations involved in basic
health scrvices and local development programmes?

Who are the main male and female target groups?

» How and why were they selected?

s Were local leaders informed and involved?

+ Were men and women of the various socio-economic groups included
in the hygiene education activities?

s Were men and women of the various cthnic groups, religious groups
and/or castes included in the hygiene education activities?

o If hygiene education activitics were mainly concentrated on school
children: how were non-schooling children and drop-outs included?

o If hygicne education activitics were mainly concentrated on women:
how were men involved?

o Is attention being paid to high-risk groups?

What were the main hygiene education approaches?

o Are the hygiene education activities planned and organized in close
cooperation with community groups, representatives and community
level workers?

o Is a special health committee formed for this purpose?

¢ Are community men and women chosen or sclccted to act as local
hygiene promoters? If yes:

- Who were choscn or selected?
- Did they get any training?
- How much time do they spend on hygiene education activities?
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- Did/do they get paid?

- Are they supervised?

How are hygiene education activities organized? Through:

- home visits

- group gatherings

- formal meetings

- informal talks at water collection points, during work-breaks, on
the local market, etc,

- hygiene education activities in other programmes or activities
like literacy groups, credit associations, religious groups, youth
associations, etc,

How oftcn are they organized?

Are any audio-visual tools developed and/or used? Like:

- posters, flash cards and flipcharts

- picture stories and photo novels

- flannelgraphs and magnetic boards

- models

- stories, songs, plays and gamcs

- filmstrips and slides

- cassette recorder

- video and film.

Were audio-visual tools tested and adapted to local circumstances?

Were hygiene educators (and hygiene promoters) trained in personal

communication and group discussion techniqucs, and in the use of

audio-visual tools?

Was there any arrangement for supervision and refresher courses?

What are the main hygiene education targets and messages?

How and why were they selected? (e.g. based on an investigation of

prevalent water and sanitation-related diseases; on participatory

observations and discussions in the communities; on a formal survey in

the area.)

Was the emphasis of the messages on:

- an improved understanding of the relation between water,
sanitation and health?

- reduction of local health risks?

- convenicnce and personal advantage?

- status improvement?

- an optimal functioning and use of the new facilities?

- promotion of a propcr maintenance of the new facilities?

Did the messages take into account:

- local nceds, priorities and preferences?

- local beliefs and religious backgrounds?

- socio-economic background?
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What time schedule has been used?
¢ How much time was spent on:
- preparation
- implementation
- arrangement for follow-up activities
- training
- development/dissemination of audio-visual aids
- coordination with other programmes and activities.
e Were hygicne education and other project activities integrated?

How did the people react to the hygiene education activities?

e How many mcn, women and children participated in the hygiene
education activities? Did it changc over time?

Were there any constraints to participation of any group of people?
What do they remember of the activities and messages?

What do they think of the approaches, activities and messages?
Did it influence their knowledge and attitudes?

Did it influence their behaviour, or were improvements realized on
result of the hygiene education activities? What kind of changes? Can
they be observed?

e What suggestions do they have for any future programme?

What is the opinion of the hygiene educators on the hygiene education
programme?
o What are their main experienccs - positive and negative?
o Are there any bottlenecks related to:
- time schedules and timing of activities and tasks
- availability of transport
- level of relevant knowledge
- level of communication skills and group approach techniques
- supervision
- salaries and allowances
- cooperation and coordination with other projects, programmes
and organizations?

Taking into account the above:

o What are the main experiences and lessons learned?

e What are the positive elements that could/should be strengthened?

o What are the main constraints and how could these be overcome?

o How can the incorporation of the hygiene education component be
facilitated in future programmes?
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. Example: - Monitoring Sheet: Visit to the Village, Sudan

i

Why not?

Rural Council: <. .....0
Village: . oL,
Page: ... ... ........
Aclivity , Planned | Actual §If planned and | Subject(s) covered With whom? | Staff Total | Remarks
i date date  ;actuall date o miffe .| member time
i not the same: ‘ spent

ree: WADS Project, Sudan (1988) (unpublished).
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’Example‘ Graphs and Fzgures
Evaluation Informa i
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‘Example continued

Pictogramimes f m which drawings or other signs are used ta vusuahze important mfarma (

Source: Feuerstein; M., (1986); Stephens, A. and Putman, K.
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