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FOREWÜRD•

Health education seems to be the stepchild of any health system.

Health, sanitation and hygiene education in water supply and sanitation

programmes was almost unborn or hardly even conceived when, around 1970,

UNICEF embarked on the major expan~ion of its world—wide support to this

component of Primary Health Care.

The first major impulse to do something about this situation came from

the Joint Committee on Health Policies (JCHP) of the World Health Organization

and UNICEF. In a study in 1979, the JCHP recommended action to introduce such

educational activities into water and sanitation programmes with strong

support from two international organizations.

The rest is history, albeit a very recent one. It is not only for this

sake that 1 welcome the present study by my colleague of many years, Agatha

Pratt, it serves well to record the — as yet — beginning efforts. 1 hope it

will help in sustaining an idea and an activity that would require far more

understanding and energetic support than we have as yet, from all

international and other organizations concerned, including UNICEF itself.

The specific problems and approaches to spread the health and hygiene

awareness to people in the developing countries also need to be introduced

into the curricula of teaching institutions and in the fields of health,

educa:ion and rural development. This pertains to the industrialized as well
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as to the developing ,countries. After all, people all over basically have the

same conceptions ahd thére arS po~kets of poverty and lack of literacy even in

some of the wealthier countries. Charity begins at home anywhere in the world.

For that sake, may this present brief section on this new part of

UNICEF’s history be read by those whom it should concern, and its subject

matter taken at heart by decision—makers, implementers, trainers and students.

Martin 6. Beyer
Senior Policy Specialist
(Drinking Water and Sanitation)
UNICEF Headquarters
New York

Adjunct Associate Professor
Department for Community and Preventive
Liedicine
New York Medical College

S

.
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1. INTRODUCTION

1.1 Scope

Writing the history of health education in all UNICEF—assisted

programmes/projects of co—operation would, perhaps, have been more appropriate

and useful at this time than to limit this vital part of UNICEF history to

only water supply and environmental sanitation programmes. However, because of

time constraints, it was decided that this paper should be a restricted one as

a contribution to a larger undertaking.

It became evident in the early stages of my research that the active

involvement of UNICEF in health education in water and sanitation actually

picked up momentum in the late l970s. As a result, the paper offers more

substantive information for that period and into the 8Os. 1 have drawn heavily

on recommendations and policies of UNICEF’s Board and those of the UNICEF—WHO

Joint Committee on Health Policy (JCHP) in an attempt to put this activity in

its proper perspective of evolution.

There have been several evaluation studies carried out since the late

l970s and 1 thought it would be useful to list some of them. These can be

found at the end of the document under the heading “Suggested Readings”.

A stalwart in UNICEF and “the man behind the wheels” who has turned

those wheels slowly but surely through the years in an attempt to integrate
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the concept of health education linking it with community participation in

water supply and s~nitation projects has been no other than Martin Beyer,

UNICEF Senior Specialist on Drinking Water and Sanitation. He has also been

instrumental in the active recruitment of specialists in health education and

has encouraged his technical staff to be actively involved in the promotion of

health education in the programmes they are working. In this effort, he has

been assisted by others in headquarters and the field. Because of his

important contributions, it was most fitting and necessary that 1 get a brief

account from him of how UNICEF attempted to combine the technology/”hardware”

concept and the sociological/”software” one, making government and UNICEF

staff aware of the problems and possible solutions to community motivation and

participation.

Before reviewing the historical role of health education in UNICEF water

supply and environmental sanitation programmes, it is perhaps most

appropriate, at this juncture, to explore briefly its general concept and the

need for it.

1.2 The concept of health education

Health education, as a profession, had its birth during and immediately

following World War II. Of course, the concept of health promotion is as old

as education itself. According to Sally Lucas Jean (1951), the term “health

education” was officially adopted in 1918 to describe a new brand of

education. This was championed by a newly established group, The Child Health

Organization of America. However, health education did not emerge as a

special field of study until the 1940s.’
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The report of the first WHOexpert committee on health education,

convened in 1953, stated that “a principal objective of health education ‘is to

help people achieve health by their own actions and efforts”.2

Another theory offered by tF~ie WHOExpert Committee on Planning and

Evaluation of Health Education Services states that:

“The focus of health education is on people and on action. In general,

its aims are to encourage people to adopt and sûstain healthful life

practices, to use judiciously and wisely the health services available

to them, and to make their own decisions, both individually and

collectively, to improve their health status and environment.”3

Still seeking clearer objectives, the WHO Scientific Group on Research

ih Health Education in a 1969 report suggested that an underlying objective of

health education is “the development in people of (1) a sense of

responsibility for their own health and for that of the community, and (2) the

ability to participate in community life in a constructive and purposeful

way. The possibility of such responsible participation being carried over

into other spheres of life is great. Health education thus helps to promote

on the one hand a sense of individual identity, dignity and responsibility,

and on the other hand community solidarity and responsibility”.4

Perhaps the must useful operational definition of health education and

one which has gained widespread acceptance among health education specialists

in the U.S. and now increasingly in other countries is that put forward by

Lawrence Creen, a well—known expert in health education theory and practice.

According to Creen (1980), health education is “any combination of learning

experiences” which “Facilitate voluntary adaptations of behautour conduciuc to

5
health,
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Creen emphasizes that the distinguishing characteristic of health

education is the voluntary participation of the cqnsunter of services in

determining his or her own health practices.

The •bottom line, ~herefore, taking into account the numerous “shades” of

definition, is that people themselves decide to make the change that will

affect their health positively or negatively.

1.3 Why health education in water and sanitation?

S
The title of an article in a UNDP magazine on the Promotion and Support

for Women’s Participation in the International Drinking Water Supply and

Sanitation Decade perhaps describes it best: “Technical Response is not

enough”. Indeed, what for many years was considered to be the key to solving

the problems of water and sanitation as they relate to health began to be

questioned as projects failed to achjeve an outcome in terms of better

living. Experts, therefore, were beginning to search for answârs. This

so—called key was consistently being expressed in terms of technical or

hardware response to the needs of the people. It meant simply drilling wells,

installing pumps and constructing latrines and then sitting back waiting

expectantly for the desired results.

In the late l97Os development planners of water and sanitation

programmes began to grapple with reasons for the failure of their programmes.

It soon became evident that the most obvious reasons for failure had to do

with the lack of involvement of the community and the lack of understanding

and acceptance of cultural perceptions and attitudes. The three acceptable
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elements embodying behaviour — knc,wledge, attitudes and practices — were not

seen as playing vital roles in achieving success. We now know, through

numerous research, studies, and surveys that there are deepset attitudes

towards water use and waste disposal.

A ver~ygood example of present day perception of water in rural India is

that related by Ismail (1980):

“No Indian villager will dispute the vital importance of drinking

water — but in the canal—irrigated districts of the north—western

states, there are some decided differences of opinion about the relative

‘vitality’ of different kinds of water.

Well’ water, for example, is considered the sweetest of all. It takes

some persuasion to convince the rural connoisseur that sweet water full

of invisible little micro—organisms is more sinister than it looks or

tastes.

Pond water — with all its wealth of pond life — is also considered

better tasting than tJ-ie dear, clean water from a hand—pump, and health

education workers face an uphill task before the relative merits of the

two can be established.

Stream water — well, how can running water be harmful? A running

challenge for communicators to explain.

As for canal water, it comes as a life—line to many an and corner of

rural India, but it carries its question mark along with it too. When

India’s massive Bhakra Nangal dam and hydro—electric project was built,

there was plenty of publicity in the northern countryside to tell the

people of the increased power and irrigation facilities that would come

to the villages. The power lines stretched out over the farmland, and

the Bhakra canals and their tributaries carried much—needed water to the

farmers. But the farmers were not ready to be fooled. “Vos, we have
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heard about this water. It has come from the electric works — and all

the’ electricity has been taken out of it. It has no life left in it at

all!” And they called it “khoka pani” — empty lifeless water, and

wouldn’t believe that it,could do much for either crops or li~estock or

people.”6 ‘

Further examples of the influence of culture on behaviour have been

gleened by several researchers such as:

— storage jars used by people are sometimes sources of contamination

this knowledge is not available to their users;

S
— the people are accustomed to the taste of the polluted water they

have used all their lives. “Taste” is a highly subjective factor

and is conditioned over generations. A consideration here is that

surface water may be closer and that there may not have been

consultation with the community about the site of the water point;

— rivers/canals provide multiple social/domestic functions which new

water systems overlook (gossip, a place where courting youngsters

meet, clothes washing, etc.);

— there is the belief that the sun purifies the water; therefore, the

pond or open surface water is pure;

S
— running water is always safe; -

— children’s excreta are not harmful;

— cattle do not pollute water;

— washing with cold water cë.. se° “sease;

— using the bush as latrine is more hygienic;

— boiled water causes illness;
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— the pond water is free (some communities do not wish or cannot

afford to pay for water’)’.

Observers have reported the phenomenon of people not recognizing, for

instance, malaria, intestinal parasites, diarrhoea, and other chronic diseases

and symptoms as conditions needing attention or conditions that could be

prevented. Rather, they are an accepted part of life and death. This is, of

course, natural in the cultural context.

However, we know more now than ever before of the relationship between

diseases and water and excreta disposal.

The most important recent advance in understanding the relationships

between water and health has been the development of a scheme by David Bradley

(1972) ir which diseases are classified according to the nature of their

relatiorships to water. Water—borne diseases, such as cholera and infectious

hepatitis, are the pathogenic organism. These diseases, it is believed, are

combatted through water quality improvements and by the prevention of the

causual ingestion of water from contaminated sources. Water—washed diseases,

such as shigellosis and scabies, are prevalent where hygienic practices are

poor. The incidence of these diseases declines when water becomes more

available and increased quantities of water, irrespective of quality, are used

for hygienic purposes. The pathogens transmitting water—based diseases such

as schistosomiasis and guinea worm are dependent on acquatic organi~rns for

completion of their life cycles. Water improvement strategies for combatting

these diseases include improving the quality of the water and reducing the

contact of the population with infected water sources. Diseases such as
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sleeping sickiiess and malaria are transmitted by water—related, insect vectors

which breed’ or bite near water. Control strategies includeimproved surface

and waste water management and reduction in time spent in the vicinity of

breeding sites.

Esrey, Feachem and Hughes (1985) have analyzed the effectiveness of

water supply and excreta disposal improvements for reducing diarrhoea rates in

young children in developing countries. They have also examined the impact of

water supply and excreta disposal on diarrhoea—related infections, nutritional

status, and mortality. This analysis is useful in identifying knowledge,

attitude and behaviour for health education intervention.

They hypothesize that water supply and/or excreta disposal improvements

can reduce the ingestion by young children of pathogens (water—borne diseases)

causing diarrhoea.

There is evidence, they wrote, to suggest that three types of water and

excreta disposal improvements (improved water quality, increased water

availability and quanity associated with better hygiene practices, and

improved excreta disposal facilities) may reduce the ingestion of pathogens

causing diarrhoea.7

However, in stili many cultures, illness is considered the result of

some moral transgression or the “hot” or “cold” nature of things. Presented

without sensitivity, programmes “do not make sense”.

Based on the foregoing knowledge one can assume, therefore, that the

availability of adequate and safe quantities of water alone are not sufficient
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to bring about the expected change among a target population’. People must be

assisted in changing the way they perceive water quality and quantity and

consequently change their attitude, behaviour and usage of water.

Health education seeks to understand problems of the kind jüst described

from the public’s perspective and help people develop a felt need for

improving their condition, -

Health education is one of the balancing factors between the “hardware”

and “software” components of water and sanitation projects that will yield

some common ground for basic promotive and preventive felt needs and actions.

2. HEALTH EDUCATION IN UNICEF—ASSISTEDWATER AND SANITATION
- PROJECTS: DEVELOPMENTTHROUGHTHE DECADES

2.1 The late l940s and l950s

As far back as 1949 the UNICEF-WHO Joint Committee on Health Policy

(JCHP) recognized the unequalled opportunities which schools offer for health

education and for children to experience living in a healthful environment.

Schools (where they exist), one of the most obvious channels for health

education, were not extensively used to educate for health. For instance,

there were a number of instances where modern hand washing, drinking and

excreta disposal methods had actually been planned in schools, but the poor or

total lack of maintenance of these facilities reduced considerably the

potential educational impact and use of the facilities.

In 1953 considerable interest was expressed by the UNICEF Executive

Board in a study initiated by the Executive Director on the development. of
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simple methods of expanding UNICEF aid through schools for

other—than—educational services tô children. The possibility of simple aid in

the fields of schoal food, school gardens, school water supply and latrines,

and personal hygiene and health education were to be examined as ways of using

schools as an institutional channel for reaching the 1—12 year age—group.

The thinking was that the best health education contacts are sanitarians

and sanitary engineers, nurses and other health workers who are able to

explain exactly what the improvements would be and what benefits might be,

expected. The neèessity for such explanations did not seem to be fully

appreciated in some areas by national and UNICEF staff, who seemed more

concerned with the physical aspects of the improvements they advocated than

with participation and intelligent use of the improvements by the population.

In its 1953 Board session, UNICEF endorsed the following two principles

of the JCHP which called for the association of environmental sanitation with

a programme for maternal and child health:

1) “The education of the public in hygiene is an essential part of any

- programme. This applies more particularly to safe excreta disposal,

which is a much more difficult problem than provision of a safe

water supply, and requires careful study of cultural and

psychological aspects of community life if it is to be solved.”

2) “Community participation should be obtained through all stages —o-f

the programme.”8

UNICEF began acting upon these recommendations as soon as opportunities

were created. Nicaragua was one of the first countries to benefit from the

introduction of health education in its UNICEF—assisted project.
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The project commenced in late 1,955. It was a demonstration programme

which included the provision of safe water supplies and the construction of

latrines in the Department of Carozo, co—ordinated with a he~lth education

campaign.

UNICEF assistance with supplies and equipment enabled the Government to

fulfill its plans for a-health education programme. Courses for active

professional personnel (doctors, nurses, teachers, sanitary inspectors, health

visitors) in the essentials of public health were begun. A second phase of

the programme entailed the establishment of four mobile “health propoganda

units” completely to cover the country. Each unit consisted of a chief, one

operator, ~n assistant and a driver. The head of the unit was to be an

experienced teacher with special training in health education methods. Each

unit was equipped with a vehicle or launch, film projection equipment, loud

speaker, films, and miscellaneous office equipment. All of the activities

were to be closely geared in with the operating programmes of the Ministry of

Public Health such as the feeding and insect control programmes being assisted

by UNICEF.

The programme was under the direction of the Health Education Department

of the Ministry of Public Health. The Government increased the budget of the

9
Ministry for this purpose by 123,000 cordobas (approximately U.S. $25,000)

Although not as agressively pursued’ as we began to see in the late 70s

there were, nevertheless, efforts to introduce health education in some

programmes. New projects benefitted to some extent during this period. They

included:
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Kenya

UNICEF’s sanitation work was integrated into the Health Centre system

and there was recognition that its various steps could only be accomplished

with the help of public understanding,. A great deal of the purely manual work -

was achieved by the voluntary labour of the commilinities or families

concerned. This involved a direct relationshlp with the Community Development

movement, for the women’s section of which UNICEF assistance was approved in

March 1956 (E/ICEF/L.902) and in March 1959 (E/ICEF/R.634). The

administrative responsibility for other parts of the labour lay with African

District Councils. It followed from this that explanation and education was a

hecessary part of the campaign. Health entry staff were trained and

experienced in this, as the reports of a visit by the WHOMedical Adviser to

UNICEF Regional Office for Africa testified. The posters, information and

display material were needed for the education of the public in environmental

Education Unit for which further help was being requested.

In September 1959, UNICEF allocated ¶654,500 to assist in a pilot

demonstration project in environmental sanitation to be carried out during

1960/61 in three &reas of Kenya. It involved, among others, the

intensification of sanitary education. Health and sanitary education were

important features of the plan and for this purpose posters, propaganda and

display materials were made in the central workshop of the Health Education

10
Unit.
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Brazil

The programme gave attention to all aspects of health education with

particular reference to sanitation and hygiene. The staff of the health

centres and sub—centres prbmoted this part of the programme. A rural

education team (Missao Rural) of the National Campaign of Rural Education

(Campanha Nacional de Educacion Rural) worked in the programme area to develop

acceptance in all communities of the improved plan. This team comprised one

doctor, one agri9ultural extension agent, one social worker, one nurse and one

home economics expert. Other Federal and State agencies participated in this

phase of the programme by providing films, posters and other audio—visual

education material. Lectures and film shows were given in the schools, and in

twelve mothers’ clubs which were organized in the area of the programme. Also

special courses were given to the school teachers in the rural areas so that

they would be able to give lectures on health education. UNICEF provided

twelve sewing machines for the mothers’ clubs.

The programme for development of integrated rural health services in Rio

Grande do Norte and the Fourteenth Health District in Mato Crosso included

improvements in environmental sanitation and health education with particular

reference to health and hygiene. The programmes commenced in late 1958 and

11
1959 respectively.

Chile

The objective of the programme was to strengthen rural health services

in both Linares Prouince and the Departments of Ovalle and Copiapo and
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included pl~ns for improuing water supply and excreta disposal faci4ities in

rural communities. Health Education and training of a corpos of sânitary

inspectors were planned in each programme. In Linares, operations commenced

in 1957 where UNICEF provided supplies for facilities provided to rural

communities and the Government for the towns. In Ovalle/Copiapo the programme

commenced in 1959.

The Government’s intention during this period was to intensify health

education throughout the area. A full—time trained health educator was

appointed to the programme and devoted himself to the development and

execution of this part of the programme under the technical direction of the

Health Education Department of the National Health Service, which supplied

printed health education material, printed by equipment provided earlier by

UNICEF. Under the proposed apportionment UNICEF provided film strip

projectors. One person was appointed at each health centre to work under his

direction and to carry out the programme locally. Film strips prepared

locally so as to conform to local customs and habits was shown.

Work at the “grass roots” level was carried out by the doctors, nurses

and social workers. Lectures, film shows, and group discussions were arranged

in health centres, mothers’ clubs schools and other suitable places. The

government had inaugurated the first Health Education Course for elementary

school teachers, at the School of Public Health in Santiago. Teachers

selected from the elementary schools from all over Chile were given lectures

and training in the rudiments of public health practice with special emphasis

on child hygiene and environmental sanitation. The first course had proved 50

successful that more extended courses were offered. Teachers in the Linares
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who had taken or were tak ing the courses ,were used to carry out health

education work in the schools.~2

St. Vincent

While there was no formally organized health education programme in St.

Vincent, there was a large volume of informal education carried out by

sanitary inspectors, district nurses, health visitors and other personnel of

the medical department as part of their regular duties. The most effective

technique was that of the sanitary inspectors who made regular inspections of

all premises and, when they found unsanitary conditions, advised the

householder of the danger to his own and his neighbours’ health and counsel

him as to the best means of eliminating the hazard. During 1954, over 26,400

such inspections were carried out. In the course of their visits to schools,

the sanitary inspectors, district nurses and health visitors also instructed

the children on various aspects of health, with stress on infectious diseases,

soil and uiater pollution and the importance of personal hygiene to health.

With technical approval from WHO, UNICEF provided pumps, tools, a

vehicle, cement and other materials for a five—year project to improve

environmental sanitation as an integral part of the island’s health services.

One o1~ the aims of the project was to increase efforts at sanitary education

and sanitary inspection.13

Training was another aspect that was seen as necessary if the objectives

of health education were to be achieved.
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In 1959 the JCHP stressed aid for training of more sanitari~ns

(inciuding supervisory staff) as well as more training of other health

personnel ir~techniques of health education.

Later on, particularly in the l980s more emphasis was put on training as

this paper discussed in the section under “training”. -

During the period 1959—1968 about 80 countries received co—operation

from UNICEF/WHO in programmes whichconcerned improvements of rural water

supply and excreta disposal. These were demonstration projects, serving as

catalysts for planning and implementing nationally supported countrywide rural

environmental improvement programmes. Recognizing the need for health

education for successful implementation of the projects, the JCHP in March

1960, stressed the urgent need for community participation and laid down as

one of the criteria for UNICEF assistance “the organization of a well—planned

and intensive health education programme to be carried out through every staff

member in the programme”}~ However, there was no systematic follow—up.

UNICEF and WHOassistance was provided to India during 1964—1969, with

several activities directed toward health education of school—age children and

youth. These inciuded studies carried out by the staff of the School Health

Education Division of the Central Health Education Bureau with the education

authorities in four teacher—training institutions, and in primary schools in

or near New Delhi where teacher—trainers practise. A method of assessing the

current health education components of courses and new syllabi was devised and

tested. Assistance was given also in organizing working conferences,

seminars, and workshops on school health services, planning and implementation
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of health education in schools and in—service courses for health service

personnel, school administrators, teachers and supervisors. ‘Several teaching

guides and instructional materials were prepared and produced.

In 1968 an assessment was made of UNICEF/WHO—assisted’~environmental

sanitation and rural water supply programmes. It was stated in the review

that “education does accompany and give some measure of support to most of the

UNICEF/WHO—assisted environmental health activities”. Even with such earlier

commitment there was recognition that ,health education coverage could be

greatly improved. The poor results of the past, it was felt, were due in

part to a lack of effort and support of the field of health education.

From the experiences gained recommendations emerged at every JCHP

session.

In March 1969 -the JCHP recommended that:

/ (1) more field studies were required on ways and means of increasing the

effectiveness of health education aspects of environmental

sanitation and rural water supply programmes;

(2) the maximum community participation at local levels should be

encouraged at the planning, construction, and operational stages of

environmental improvements to foster responsible involvement through

-— health education of local people to ensure adoption, wise use, the

maintenance of the facilities provided;

(3) the introduction of health education should be encouraged in

developing educational curricula for school—age children and youth,

teaching staff, and others in order to enlist their active interest

and support.’5
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As policies and recommendations continued to be formulated UNICEF moved

gradually but systematically towards efforts to better integrate health

education in water and, sanitation projects. It no longer wished to pay what

could be considered “lip service” to this most vijal element in health related

programmes/projects.

The late l970s ushered in dramatic changes to meet the goals of health

for all by the year 2000.

.
f 2.2 1970s — changing emphasis

By the late 1970s, a significant shift had occurred. UNICEF moved from

an almost exclusive emphasis on technological aspects of water supply to more

awareness of sociological factors. Informing and motivating the population in

regard not only to installing and maintaining the water supply, but also of

the interrelated factors of home and nelghbourhood sanitation, were important

elements here. This was seen as linking the water supply effort with broader

concerns of health care, community development and the environment. It

recognized that the full health impact of water supply and sanitation

programmes depended on the situations in a number of complementary fields,

including in particular.

— personal hyaiene;

— supply of clean water in adequate quantity for drinking and

household care;

— excreta disposal;

— refuse disposal; and -

16
— cleanliness of the neighhourhood.
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At this time also it was found’ that the ‘factors yjhich contributed to the

achievement of these objectives among the UNICEF/WHO—assisted ânvironmental

programmes being undertaken in countries such as Guinea, Jamaica, Liberia,

Tonga, and Venezuela included: commitment ~nd degree of sustained government

support of the projects in terms of policy, administration and finance,

participation of the local communities and -use, made of health education to

support the planning, construction and popular adoption of the improvements;

provision for training of personnel; simplicity of systems design; plans

adapted to the local situation; good liaison among various authorities within

the country at national, provincial and local levels; and the existence of

organizations to accommodate and maintain completed programmes.

One particularly successful water supply project within the programme

was that of Jamaica which had a very effective health education component.

Around this time an important unit was created. This unit later became

known as the Water and Sanitation Team (WET) headed by Martin Beyer. Others

in the team included Henk Davelaar and, later, Paul Biron. The members of

this unit became the force behind intensive efforts being made during this

period towards fully integrating health education components linking them to

community participation in water supply and sanitation projects,

By 1976 nearly all sectors of UNICEF co—operation were found to include

important components of education: health education, nutrition education,

education about safe water and sanitation, instruction about responsible
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parenthood, the many kinds’ of programme ajme~ at improving the condition of

women and girls, and project support communication (PSC)). ,

In that year also Beyer’s ~‘From The UNICEF Waterfront”** reported that

reports and evaluations reaching headquarters indicated the need for health

edycation everywhere. He summed the, need up this way: “The nicest tubewell

does not help when children and their elders go bathing in the nearest canal

and still take a sip or two of it to relieve their thirst”.’17

2.3 1977 to present -

1977 was an important year for concerned agencies as they assembled

together to discuss collaborative efforts towards the improvement of water

supply and environmental sanitation. -

2.4 Mar del Plata -

In 1977 a United Nations Water Conference was held in Mar del Plata. At

that conference an Action Plan was developed which designated th~ years

1980—1990 as the “International Drinking Water Supply and Sanitation

Decade.”. National plans were to be made by each government for implementing

the goals of HABITAT in \/ancouver in 1976 to provide safe water to all of the

world’s inhabitants by 1990.

3tThis is discussed more fully in the section on “Community participation”.
*)t”From the UNICEF Waterfront” is an information series put out by Martin
Beyer, UNICEF Senior Policy Specialist, Drinking Water and Sanitation, New
York.
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One of the recommendations emerging ~rom’ this conference requested

countries to: “carry out a programme of health education, parallel with the

development of community water supply and sanitation, in order to heighten the

people’s awareness with respect to health”. The international organizations

and other supporting~bodie:, for their part, were “to take action to promote

public health education

2.5 Alma Ata

-5
In 1979 an international conference was held in Alma Ata which brought

together WHO, UNICEF, and governments to promote ,the concept of Primary Health

Care (PHC).

Water and sanitation were regarded as basic components of primary health

care and provided a leading edge to community development. A policy emerged

between WHOand UNICEF which included:

— emphasis on sanitation—excreta disposal, personal hygiene, food

hygiene;

— the introduction of appropriate technology that can be maintained by

low—income communities;

— the encouragement of community participation and information to

users of facilities;

— the training of national manpower.
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In the same year, the UNICÉF Board noted that water and sanitation

services entailed particular applications of the general principles of the

Primary Health Care approach including the involvement of communities. It was

necessary to ensure their understanding of and support for the improvement of

water and ,-sanitation, ‘including the planning and management of these

activities in their communities and the maintenance of facilities, and the

strengthening of health education through appropriate channels.

Taking its cue from the Alma Ata Conference, the JCHP in 1979 was

presented with a study on water and sanitation which reinforced the importance

of health education. It was dear that, the provision of water is only a first

step with only a modest impact on health in low—income countries with low

educational levels, until it is supplemented with a clean environment and

education as to water use and storage, personal hygiene and food handling. A

1980 study in Bangladesh demonstrated how easy it is for water to be polluted

between the well and its use (eg. through dirty containers). This is

becoming more important as the boiling of water is becoming less frequent

because of shortage of wood and sticks and rising prices of kerosene.19

S
The JCHP’s recommendations, which were approved by the UNICEF Board,

contained an exhortation to governmental external aid agencies to supplement

safe water supply with environmental sanitation and refuse disposal, and

health education. In meetings between the Executive Director of UNICEF and

the Director General of WHOin November 1980 it was agreed that UNICEF and WHO

needed to increase their contribution to the health aspects of water supply

and sanitation activities in the context of the International Drinking Water

Supply and Sanitation Decade.
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What has always been in the mirids of those responsible in UNICEF is that’

the goal of health educ~tion in water supply and sanitation projects is to

enable individuals and communities to realize the health benefits of these

pro~ects, ie., to reduce the risks to their health from poor water and

sanitation practices and thus improue the overall quality of life. Thus,

health education programme objectives for achieving this goal aim at:

— the development ~f knowledge, values, beliefs, attitudes and skills

which facilitate behaviour changes; and

-— the creation of an environment supportive of change.

In his statement to the General Assembly of the United Nations on the

occasion of the inauguration of the International Drinking Water Supply and

Sanitation Decade, November 1980, the Executive Director of UNICEF’spoke of

the tommitment which he feit was reasonable on the part of all concerned.

Concerning the need for heaith.education he said:

But its achievement not only will require both increased

national and international financial resources, but also, first, the

redesign of many water programmes to reduce their per capita cost while

expanding their coverage; and second, the much closer linkage of most

water programmes with progress in other sectors, notably health

education, to achieve the health goal Far more effective

linkage with health education is required in most countries if the

health objectives are to be achieved in the decade and not delayed until
20

far later.

Based on the premise that water supply and sanitation projects usually

require the acceptance, utilization and continuous maintenance of new, perhaps

unfamiliar, technologies by the entire community, UNICEF noted, that in many
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cases, the people often do not participate in the selection of these

technologies. - Further, the nature of the health problems resulting from poor

water and sanitation practices is such that isolated individuai behavioural

change does not necessarily result in desired health outcomes. Collective

behavioural change thus becomes the key to achieving measurable impact on both

individual and community health status.

3. CO(’VIUNITY PARTICIPATION, APPROACHES, CHANNELSOF COMMUNICATION

3.1 Community participation

Community participation for UNICEF was not to be isolated in the

development and implementation of its programmes. In this regard, the

organization sought ways of integrating it into programm~s as best as it could.

One of the conclusions of the assessment at the 1979 session of UNICEF

co—operation in water and sanitation was the need for greater invoivement of

communities. Community participation is relatively well developed in some

areas, e.g., many South American communities, whereas much remains to be done

in other countries. In an increasing number of programmes in which UNICEF

co—operates, there are approaches to village—based systems for’ handpump

maintenance through the selection and training of “handpump caretakers”, e.g.

Bangladesh, India and southern Sudan.

It was, however, recognized that involvement should go beyond the

physical labour of digging weils, laying pipes or building pump platforms, and

maintenance, to include understanding of benefits in health and convenience,
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and participation in the decision—making process and in the design of the

installations. As a first step, emphasis was laid on community participation

and motivation in a series of regional workshops on water and sanitation held

by UNICEF in co—ordination with WHOduring 1980, with attendance of national

water supply executives together with staff from UNICEF and other agencies.

Beyer (1985) offered a personal account of the efforts that were being

made towards promoting community motivation and participation alongside health

education.

,“This was done through a series of regional workshops during the

years 1980—81, coinciding with the beginning of the Decade. Such

workshops with participants from sbveral countries in each region were

held in Arusha, Tanzania; Ougadougou, Cameroon; Beirut, Lebanon; Lima,

Peru; and Udon, Thailand. This last workshop benefitted from the

experiences of the previous ones. The result was a workshop report, the

title of which indicates the aims: “Towards A Programmer’s Guide”. The

Cuide contains the first guidelines on community involvement in water

and sanitation and is based on UNICEF experience.

A number of national country conferences and seminars, arranged

jointly by UNDP and WHOwith host governments on the subjects pertaining

to the Decade, took place from 1980 onwards. The elements embracing

social mobilization were emphasized from the start. What resulted from

these meetings was the promotion of policies and better understanding

between government agencies and sectors which later benefitted from the
actual field work.

There was not only the need for strong advocacy but also a need to

know what UNICEF was advocating in a more systematic way. There was

also the need to follow up with active promotion and support UNICEF

field offices which, in turn, would assist governments in educating and

motivating the communities, lust about this time, the organization w~s



— 26 -

fortunate to secure the services of a senior adviser on community

participation at UNICEF headquarters. Madame Ma Yansheng, one—time

Chairperson of the All—Chin& Federation of Women, was appointed ii, 1981

as Senior Consultant, Health Education in Water and Sanitation and

became an integral part of the WET team and an indispensable member fcr

rendering assistance to the field. She also assisted in the formulation

of UNICEF policies and became ah important liaison and alignment for the

overall policies of the international scene as they pertained to

community involvement and women’s advancement in water and sanitation.

Health education/community motivation components were later

intr~duced into individual country programmes. Health education had

rarely been linked with the improvement or introduction of water supply

and sanitation facilities in the communities. Vet, there had been the

recommendations of the Joint Committee on Health Policy to provide

health education to the communities with every installation provided for

them.

In 1979 a senior specialist in health education — Margarita Cardenas

— was assigned to one of the most difficult project areas from a

socio—cultural point of view — Pakistan. It was difficult because the

level of women’s prestige and ihfluence in the rural societies ïn most

provinces was very low. The mention of faeces was also taboo in any

conversation in these areas.

Margarita had a long and distinguished background as Chief of the

Sanitation Education Section of the National Health Service in

Paraguay. What may have been a long shot sending her around the world

to a place strange to her and vice versa turned out to be a success.

She not only adapted to her new environment and was fully accepted but

she also got the opportunity to put into practice the concept of men and

women as sanitation promoters for villages in r-kis~-~~.

This work was further strengthened through the employment of a male

counterpart, Chit Chaiwong, Director of the Sanitation Department of the

Thailand Ministry of Health. It was a good team whose later
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intro,duction of the concept of ru’rai sanitation gained success and

proceeded on a large scale. The personality of the women who had I~een

trained and sent out to work sites had a dear impact on th~ programme.

The work was carried out successfully against all odds.

These heaith education ‘efforts have now crept into other country

programmes although they are still far from being as universal as would

have been desirable. Examples of other countries with similar i’nputs

with UNICEF project staff in place, are Nepal, India and Indonesia. In

Indi,a, a large part of the pilot projects being carried out are done

with the participation of local NGO’s. The trend is to combine the

health education activities of the water and sanitation programmes with

the promotion of other health elements, notably in the CSDR and the

immunization contexts.

In 1983 a post of Programme Officer (Health Education) was

established in the WET section in headquarters and Muriel Glasgow from

Guyana was appointed to that post. In this post until mid—l986, she

proved to be the ideal person for helping establish a systematic

approach to health education and to serve many field programmes in their

work with governments intrciducing this element on a broad basis.

Considerable inputs were made in a few countries through UNICEF

colleagues from the Project Support Communication group, prior to the

more specialised health education efforts. With the guidance from the

New Vork PSC unit initially under Björn Berndtsson, later under Revy

Tuluhungwa, several PSC Officers in the field made important inroads.

One of the first and very successful one was Anne Haaland (pronounced

“Holarnd”), a journalist from Bodö on the Artic Circie in Norway, who

sparked life into the Nepali water, sanitation and health education

scene with her support to Nepalese authors and illustrators of pamphlets

and manuals. Many other colleagues helped in communities, such as Sampe

Lalunghpa, our Tibetan PSC/Information man in Rangoon.

Aithough not a member of the WET Team, Mary Racelis, UNICEF Adviser

for Family Welfare, contributed greatly to UNICEF’s work on the role of
21

women.’
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3.2 Project Support Communiéation (PSC)*

In line with the various approaches being used to reach the community

was the establishment of a new unit in UNICEF in 1966 in Bangkok. It was

first known as the Human Resources and Mass Communication Unit, initially

financed jointly by UNICEF, UNDP, and OPI, under the administrative

responsibility of the Information Division in New Vork. The Unit was later

renamed Development Support Communication Service (DSCS). Administrative

responsibility in Bangkok was transferred to UNDP, which funded the unit’s

expansion, toward the end of 1969. 5

A year later, UNICEF appointed its first PSC fieid officers, and by the

inid—seventies there were PSC posts in all regional offices and a small PSC

unit in New Vork.

PSC refers to techniques for communication — either interpersonal or via

the mass media — aiming at improving the operation of UNICEF—aided programme

activities. Techniques have varied from traditional to ultra—modern. PSC is

viewed as a total process involving communication planning around selected

strategies, message production, dissemination, reception, and feedback — not

just a one—way direct, communicator—to—passive—receiver activity. Above all,

it demands an understanding of the audience and its needs and aspirations.

Does UNICEF sometimes use health education synonymously with PSC?

Indeed, it does and for good reason. This approach, like health education,

*This unit is now known as the Programme Communications Unit.
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does concern itself with reaching the minds of the villagers, motivating them

for the changes brought about for their health, ~ducat’ion, and welfare.

To demonstrate the similarity with healtF educaUon activitie~ a few

examples of PSC activities are given below.

In 1978, in South India, a PSC initiative in motivating and training

villagers brought the eariier malfunction rate of 80% down to less than 20% in

Tirunelveli district, Tamil Nadu state.”22

In 1981 basic training and production equipment supplies were provided

to the Tanzania Health Education Unit to help it cope with PSC requirements in

connection with MCH and environmental sanitation in,the Ujamaa villages.

In 1984 KAP studies on diarrhoea and water and sanitation were carried

out in Pakistan to facilitate the development of communication strategies and

activities.

Support for a strong emphasis on community participation has evolved

through the years. However, those concerned feel that the health education

area of many health related programmes still needs stronger endorsement.

In response to this concern the Board in 1982 and 1983 emphasized the

need for inclusion of health education as a component in all UNICEF-assisted

programmes.
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The number of water and sanitation projects increased during the

beginning of the 1980s and so, too, did the efforts towards fully integrating

health education components and community participation. A few examples

include;

Bangladesh .

One of the objectives of the programme was “to motivate the community to

contribute to its maintenance by awakening their appreciation of the benefits,

personal and in common, that accrue from a continuing safe water supply”.

Participation of the community was interpreted in such a way that it

consisted only of economic contributions to construction (50% of the labour

costs of the construction of a tubewell would have to be met by the

beneficiaries) and to the maintenance/spares would have to be paid by the

consumers. The motivation of the community to participation was the

responsibiiity of the Union Parishad Chairman and to some degree the

sub—assistant engineer.

The participation of the community in construction was introduced in

connection with phase two of the tubewell water supply programme, which was

going at the time. It was, therefore, premature to fully evaluate the resuits

of the new approach. There were cases which could have had a negative effect

on the overall goal of the programme of supplying public water freely

accessible to all members of the communities. Individuals (the more wealthy

persons of the village) tried to get the advantage of having a public tubewell

just outside their doorstep for the publicly subsidized prive of approximately t

400 Tk. (=
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50% of the labour costs of the construction work) by having their family

members’ and friends’ signature on’the application forms. Should the same

individuais pay for the tubewell to be sunk within their compounds ‘as a

private tubeweli, the price would be around 4000 Tk. .These individuals gained

economically a lot against the small inconvenience of not having the tubewell

inside but just outside their compounds. Being the only or major payers of

the contribution to construction of the tubeweli such individuais could well

regard as their right to decide who could have access to the tubewell.

The motivation drive for participation in the maintenance had only been

csrried out in a 1.jmited number of unions.

Continued motivation was directed towards achieving an economic

contribution from the beneficiaries, thereby expecting that if people pay for

something, they will take a more keen interest in it.

It was feit that a motivation for participation effort would only be

successful if people were able to realize the benefits which they obtained.

The most readily measurable benefit of the tubewell water supply was an easy

access to drinking water. An easy access to drinking water could be a fairly

meagre basis for motivating the community to participate in the programme and

its maintenance, especially 90 when alternative sources of water were often

more easily accessible and when most efforts spent in motivation had been

directed to the male part of the communi~v, who traditionally does not have

the responsibility of providing the water for the households.

It was further feit that a motivation for participation effort would

have greater effect if efforts were made to include female participation of
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the community and not limited to economic participation but include

decision—making connected with a health education aimed at achieving an

awareness of the relationship between the use of contaminated water and

certain diseases to enable people to reaiiz,e the benefits of tubeweli

23
water.

Sri Lanka

An assessment of UNICEF—assisted programme (1979—1983) was carried out

by Marga Institute. Among the services assessed were those involving water

and sanitation. The following relate their findings.

The objective of UNICEF’s water and sanitation project was to find

solutions to the health problems caused by unsafe water and poor environmental

sanitation. Although 50 estates, each under the Sri Lanka State Plantations

Corporation and the Janatha Estate Development Board, were selected, much time

had been spent in identifying suitable water sources and deveioping low cost

designs which would be more suited for mainly pipe water systems on the

piantations. Existing sources were generaily from streams and springs which

are unprotected and polluted. The storage tanks and pipes had deteriorated

and most of the water supply schemes were either abandoned or in a poor state

of repair. Environmental sanitation is closely iinked with the availability

of water, and latrines on the basis of one privy per family are almost

non—existent on the plantations.

Following investigations and surveys it was found that a single

plantation would have as many as 15—20 separate water schemes and at the end
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of 1983 UNICEF was assisting on 2O’plantations covering almost 300 separate

schemes. ‘Water—seal latrines on the basis of one privy per family were

constructed along with the provision of water.

Pilot projects on community participatiôn were started where the

résident community was educated to undertake self—supporting schemes and

utilise. available heaith/welfare facilities. These included activities on

feeding programmes in creches improving their living environmnent, cutting of

latrine pits and construction of drinking water welis on a self—help basis.

The estate heaith welfare staff were trained on the implementation of the PHC

approach, inciuding infant and young child feeding, prevention and early

treatment of diarrhoea in children using simple home remedies and the

importance of breast feeding. Community involvement was very relevant in the

water and sanitation projects so that as a consequence, problems of operation

and maintenance were minimised.

Health education programmes took the form of distribution of leaflets,

display of posters, meetings and home visiting, films and lectures in Group

‘A’ where the participation rate was 41% of workers. This participation was

mainly attendance at a film show.

In Group ‘B’, the only programme was a film show and participation was

13%. Home visiting was only sporadic.

The impact of health education on the community was assessed by

interviews with women and their husbands.
.w
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Inciuded in a’reas seiected for inquiry were the following:

(1) Information on how to look after the health;

(2) Importance of drinking good water.

The question posed was whether anyone had spoken to them regarding these

aspects of health. In both Groups ‘A’ and ‘B’, the majority of them had heard

of them but deeper probing revealed that the message had not been meaningfully

received in relation to some of them.

.
The question was asked whether drinking water was boiled always. Some

of them who said they did, did 50 only at times. The investigators’

dialogues, however, revealed about 70% of those who said they boiled water,

did not appear to realise the danger of contamination since they used

containers into which children and even women themselves dipped unclean tins

and mugs to take water and even dipped dirty hands into the water.

There appeared to be a serious gap in health education as evident also

from the aileged misuse of toilets. The superintendents of over 50% of the

estates felt that health education should be improved in their estates. Some,

of them did not have any consistent or practical programmes.

Group ‘C’ had a small proportion of only 9% who had heard about drinking

pure water. They did not, however, boil their water. The husbands

interviewed in Group ‘C’ regarding knowledge of ways to improve their family’s

health, replied that they had no knowledge and were not interested.
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In Group ‘B’ only 37% of husbands were aware of these.

In the field of family planning only 44% practised in Group ‘~‘ and 44%

in Group ‘8’ . , A fair proportion in each of the groups said they “did not

,, 24know , were afraid , or did not like

Pakistan

In 1981 small water supply schemes and latrines were planned for Azad

Jammu and Kashmir with health and education as integral components of the

programme. UNICEF’s strategy of promotion included practical demonstration

through community participation. The emphasis was on the supply of clean

drinking water, latrine construction and ‘motivation of the community.

Motivational programmes in the villages were initiated by trained sanitation

promoters. In terms of practical demonstration water seal latrines were

constructed in all health and educational institutions in the programme area,

as the means to encourage private households to undertake construction of

similar faciiities. A health education campaign was carried out by sanitation

promoters, community volunteers, water and sanitation committees, local body

councillors, union council secretaries, religious leaders and staff of the

concerned departments. Promoters, in motivating the community towards

hygiene, first emphasized the importance of human excreta disposal, animal

waste disposal and waste water disposal in the village as a whole, and then

from house to house.

Community participation: The programme was based on the concept that

for demonstration facilities in public institutions 25% of the labour was to
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be provided by the community. Trained local masons were paid by the

government for their share of the labour.’ The iabour for household latrines,

on the other hand~ was entirely provided by the community. Promoters provided

technical assistance in design and construction.25 -

Nigeria

Initial work began in Imo State in late 1981, and it was there that a

basic model was deveioped based on the research and experience of Imo, the

programme expanded to Gongola and Kwara States in 1983—84, In 1985, planning

began in earnest for a national rural water policy that included both: a

priority goal of improving child health and specific health education

strategies in child survivai areas. In Gongoia a set of basic, locaily

produced, visual aids were recommended to integrate training with the VBWs

community work and serve as a means of reminding villagers. Prominent but

simple reinforcing messages were displa~~ed on billboards at each pumpsite.

Based on some premises, the programme communication staff from UNICEF

and the Gongola project distilled seven basic water protection and health

education messages from materials developed in Imo and work in Jada District

of Gongola. The messages read:

— The handpump water is best for your good health.

— Keep the environment around the handpump clean.

— Always wash containers used to coilect water.

— Keep drinking water in a raised, covered container in your home.

— Wash your hands and stay clean.

— Use different cups for getting water from the pot and for drinking.

— Listen to the Village Based Workers in your community — they are

your link information on better health.
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It was feit that while the messages themselves were simplistic steps to

protect water from contamination once it was’ coliected from the handpump, they

also served well as starting points for a variety of basic health education

topics which inciuded:

— drinking water sources and source protection;

— environmental sanitation, community sanitation;

— home sanitation, food hygiene;

— personal hygiene, child hygiene, problems with chiidrens’ excreta;

— water and sanitation related disease transmission — waterborne,

water—washed and foodborne and -

— the VBW as a communicatioh link for other health improvements such

26
as ORT, EPI, nutrition, etc.

3 .3 The “avant”, “pendant” and “apres” approach

Methods or approaches for successful health education have varied

throughout the centuries. One approach that is becoming more and more

essentiai for successful water and sanitation programmes is the “avant”,

“pendant” and “apres” methodology. This methodoiogy, which is particularly

common in West Africa, looks at what happens before the water comes to the

village, during the drilling/construction activities and after the well is

made functional The activities for health education would normally include:

Before the water comes to the village/area:

— setting up of committees for caretaking/maintenance of area around

the well/pump;

— talks given on better use of the new source in terms of health;

— talks given on peopie’s role in maintaining the new source;

— talks given on sanitation, specifically excreta disposal.



— 38 —

During the driLling/construction activities:

— talks given again on germ theory — how disease spreads;

— water diseases that can affect people’s health, etc;

— talks abut behaviour at the well (people, animals),

Unfortunately, the a~ter or “apres” activi,ties do not always take place.

Behaviour can, of course, be influenced when people actually begin to use the

water from the new source or when deciding on excreta disposal facilities.

3.4 Women and health education

Most people will agree that it is impossible to discuss health education S
in water and sanitation pr~ogrammes without looking closely at ways in which

women can be more effectively involved in designing, implementing and

evaluating programmes.

The education of women and girls, their literacy ~nd their information

about the aspects of water use and sanitation are important factors in the

impact of ‘water and sanitation services, as they are for other child—care

services., Women must play larger roles in community decision in this field.

In the Pakistan Integrated Water and Sanitation Programmes of 1981—1986

in Azad Jammu and Kashmir, one component was to train sanitation promoters

whose duty is to motivate and help promote latrine building in the villages.

Since segregation between men and women is practiced in the villages, the

government officials are convinced that special efforts need to be made to

train female sanitation promoters together with men. This was the first time

the local Government and the Rural Development Department had tried to recruit

women. It was reported that to begin with, out of 44 sanitation promoters

trained during 1982, 8 were women. An evaluation of the project carried out

in 1984 showed that considering the sriai onvironmental and organizational

difficulties, the female promoters were doing a remarkable job.
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It was feit that the most important lessor½ learned here wa~ that in

order to’reach the women, the men had to be involved. Accompanied by

community development workers, union council secretaries or sanitary

engineers, the wonen sanitation promoters first organize water and sanitâtion

committee for men. Once they have won the trust and support of the men, they

proceed to organize water and sanitation committees for women. The

interviewer relates the following story of a woman sanitation promoter:

“1 first organized men’s committees, then 1 organized a women’s

committee of five wonen and trained the committee members to keep their

houses clean, burn the garbage and motivate them to build latrines.

When these committee members were motivated and tra’ined to keep their

houses clean, other village women followed them. Women motivate other

- women as well as members of their families, This is how the message of

sanitation and health can soon reach every household in the village and

the village it,self can become much cleaner.”27

Prov.iding water supply systems without sanitation and a support

programme of health/hygiene education is not enough to bring about health

impact. In integrating this support component, therefore, it must be

remembered that this is an area where women’s invoivement could have potential

impact.

With an increasing number of wonen repairing and naintaining punps it

has become necessary for UNICEF to try to ensure that wonen receive the

necessary skills to perform these tasks.

UNICEF also began employing wonen project officers for the sanitation,

personal hygiene and motivation aspects of water progranrnes.28
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Other channels for health education have inciuded, the use of health

workers, religious leaders, wonen’s organizations, local organizations and

others.

In predominantly muslim ~ommunities the teachings of the Holy Quran ‘is

used as a guide for water, sanitation and Iygiene practices.

3.5 Training

In keeping with the earlier recommendations of the JCHP one of UNICEF’s S
important achievements in the 1980s in the field of sector training was the

conversion of most, if not all, of the approximately 140 water and sanitation

Project Officers in the field to the virtues of sector “software” (eg.

sanitation and health education and community participation, as compared to

the “hardware” of driliing rigs, pipes, etc.). Niost of these officers are

“hardware” technicians by training and experience btit, through a series oL

workshops, seninars, visits to other countries’ projects, etc., many of the

officers are now ardent promoters of the “software” elements.

Almost everywhere, training courses for village—level workers, eg.

hand—pump caretakers, have been used to provide additional motivation and

training for the promotion of simple health practices.

4. WORKINGGROUP/INTENSIVE SESSIONS/WORKSHOPS

With the start of the 8Os intensive efforts were being made towards the

integration of health education into water and sanitation projects. Ways were
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being sought of how best to pull together available resources and get as many

peopie motivated and involved both from within UNICEF and from government and

other concerned individuals/agencies. UNICEF did so through various means,

eg. a working group, intensive sessions and workshops.

A working group was set up in 1981 within the UNICEF secretariat to

formulate operationai policies and,co—ordinate field activities which were

expected to be intensified over the years. -

On 22 and 23 April 1981 the first intensive session was held in New

Vork. Participants included staff from UNICEF New Vork as well as from

selected fieid office~ and a few outside specialists with a wide experience in

the field of health education. At the session, the groundwork was laid for an

attempt at establishing a basis for operational guidelines for improving the

impact of water and sanitation projects on infant and child mortaiity and

morbidity, through strengthening linkages with community health education and

motiv~tion in the PHC context.

The session was the first stage in a process leading to the

identification of issues and formulation of questions for further examination

at the regional and country levels.

The outcome of this session resulted in a somewhat closer clarification

of the objectives of UNICEF’s activities in these fields as well as sone

initial ideas about the strategies and approaches to better integrate the

water and sanitation components with the efforts in Primary Health Care and

with health education or “hygiene extension” as one of the salient toois to
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bring about better understanding and, participation from the side of the people

in the countries being served.

Participants at the session feit that there was a lack of health

education components in most existing water projects. The development of

water projects depends very much on technologies and availability of water

resources. Together with sanitation, they are ciosely linked with social

change and its corresponding dynamics. The workshop therefore recommended

that: heaith education/sanitation components be developed for inclusion in all

project proposais and action plans; and that country specific approach to

programming be adopted for health education/sanitation which would entaii a

detailed an~1ysis of problems in a given area and specific recommendations for

29
actions.

Another workshop was held in 1985 at which participants came up with the

foliowing recommendations:

1. That the scope of health education be expanded to include any

combination of activities designed to facilitate the voluntary

adaptation of behaviour conducive to health, within the larger

social, economic, political, cultural and organizational context.

2. That someone in UNICEF, and at both .planning and village levels in

the countries with which UNICEF works, be clearly designated as

responsible for ensuring that health education components are

planned, implemented, monitored and evaluated.

3. That “software” and “hardware” components be programmed and funded

as a package, and that donors be identified either as already

supportive of this kind of packaging, or as in need of sensitization
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to the value of’this packaging to safeguard results of their

investment. , ‘ 1

4. That priority consideration in funding be given to water and

sanitation progrannes that have improvement of health practices as a

central part of programme’proposals.

5. That the health education post in New Vork be retained and

strengthened to support the momentum generated in linking health

education in water and sanitation to other health initiatives. (This

post was abolished in 1986).

6. That “doers” be trained in both the content and process of new

approaches in health education, inciuding community and wonen’s

invoivement, and that “reinforcers” and “facilitators” be oriented

to it: in UNICEF, at the policy, programme and project management,

and village levels in countries; in universities and institutions

that provide professional and continuing education to ‘health

educators.

7. That studies,for planning or for monitoring and evaluating go bey’ond

knowledge—attitude—practice surveys to include observation and

understanding of the health behaviour of the people who use (or do

not use) services, and of the social, cultural, economic, and

political context that influence their behaviour. This means that

studies must be qualitative as well as quantitative, and may be tied

to intermediate indicators of outcomes.

8. That community involvement is essential to the process of health

education, and may require innovative approaches to support funding

at many levels, from community—based compensation of village workers

to a fund within UNICEF for flexible response to community

initiatives, as well as changes in rewards and reporting systems. -

9. That guidelines for health education in water and sanitation

programmes be cooperatively developed by Water and Environmental
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Sanit~tion Team (WET), other advisers, in the Programme Development

and Planning Division and the Divi~ion of Programme Field Support,

and issued as a PRO (prograrnrne directive).3°

Great inroads have been made over the years. But, it is still

recognized that there is room for improvement. A recent survey in Bangladesh

showed that the provision of safe water from tubewells has, to some extent,

lessened the frequency of diarrhoea, but the effect has not been as dramatic

as expected. One reason for this is the lack of adequate excreta disposal

facilities. Another is the lack of health education and monitoring of

hygienic practice, especially among children.

The same survey indicated that the drop in the incidence of diarrhoea is

least noticeable among children under ten years of age. 1f the children were

taught not to drink the canal and river waters in which they bathe and swim,

but keep to the tubewelis, this would lead to better health. The use and

clean upkeep of sanitary latrines, p,~rsonal and food hygiene are ~ieasures of

equal importance which the wonen in the family are the most apt persons to

uphold and teach.

.
5. FIELD VISITS AND EVALUATIONS

Other ways for keeping up the momentum with regard to health education

activities have inciuded field visits and evaluations of officers involved in

water and sanitation projects. These have increased over the years and have

helped bridge the gap between “hardware” and “software” components. A few

examples of such field visits and evaluations are given below.
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A review carried out in 1984 by Joseph Christmas of the WET Section,

UNICEF Headquarters and Ragnar Schonborg of UNICEF, Bhutan placed health

education and community particip~tion high on the list of activities. The

following is an extract of the report in relation to health educatiôn and

community participation:

“As many of the water—borne diseases in Bhutan are of faecal ori9in, a

good sanitation programme to complement the water supply programme can

have a great impact. But the sanitation programme to be launched in

1984 is defined in very united terms to focus mainly on excreta

disposal facilities (latrines). The latrine programnie will only have a

significant effect if the community understands about flies and fecal

contamination, among others.

Thus, the sanitation programme should balance the latrine—construction

aspect with a strong hygiene and health education component to raise

awareness by showing the link between flies and fecal contamination, the

need for food preservation and pr-otection, and for the washing of hands

at certain critical times of the day, among other things.”31

In 1985, Christmas visited the Lagos office which was in the process of

preparing its new five—year programme for submission to the Board in 1986. He

assisted the field office with the programming of the water and sanitation

aspects. The foilowing were some of his recommendations for improving the

software components of the programme.

“Health education bill—boards: The health education bill—boards,

conspicously erected at the sites of virtually all boreholes with

handpumps, and written in a local language, are a very positive and

refreshing feature. However, as the written health messages relate only

to water and sanitation, it can be considered a vast improvemnt if the

bill—boards were re—designed in order to display joint messages on
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WATSAN, ORT and EPI. The site of th,e waterpoint is a very important -

meeting place and full advantage should be taken of this fact and use it

to disseminate information. It might be also advantageous, where the

bill—board space permits, to write the message in both English and the

local language since English is the official language.’ Thus, the

bill—boardswill assist with language teaching and information’

dis~emination.

Use of handpumps: User education with respect to handpump use

should be promoted on a large scale. Field visits to hanpump sites in

Gongola State clearly showed te need for such education. Both children

and aduits were seen pumping water by means of rapid, short str1okes of

the pump handle. The users appeared to be amused by this mode of S
pumping. But by so doing damages to the pump can result. In pumping,

the handle should be operated in such a manner that a full stroke is

completed by the upward/downward movement of the handle. (The India Mark

II is the pump—type used).

Water Containers: Greater emphasis should be placed on educating

users concerning the necessity, and the mode, of keeping the

uncontaminated borehole water’free from contamination between the tap

(handpump) and the home. There is a tendency in some areas of Gongola

State to use very large enamelled basins to fetch water at the

handpumps. These basins are spread in the area around the handpump

while small cans are used to fill the basins. Thus, the basins remain

on the ground for very long periods of time while other community S
members move between and about the basin containers. It is obvious that

the borehole water which emits from the pump as safe and unpolluted, is

cbntaminated at the borehole site by this means of water fetching. At

the home, many families try to keep the water in covered jars in a

protected area (which is quite an achievement). But if the water is

made unsafe at the borehole site, as a result of the mode of ~etching

it, the safety measures introduced at the home are therefore nullifed.

Health education via the VBWs can play a great role in remedying the

situation” 32
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In 1984, Muriel Glasgow, Programme Officer for Health Education, UNICEF,

Headquarters,, visited several count’ries with a view to strengtheni’ng, heaith

education in water and sanitation projects. The following is a brief report

of her work.

In Uganda a package of health education materials in water and

sanitation was developed with the Health Education Unit, Ministry of Heaith.

People were identified in the Health Education Unit with whom UNICEF could

continue planning and developing communication materials. In Indonesia the

Office received her assistance in developing a communications/educational

strategy for child survival and development. In Guyana a strategy was

outlined for developing the health education/sanitation component of the water

programme. In Burundi a plan of action was deveioped to be incorporated into

the health education/sanitation in 3 provinces in the ongoing water

programme. In Central African Republic a plan of action was developed for

animation/hygiene education in the water project.33

By 1985 health and hygiene education elements continued to be introduced

or reinforced wherever possible or necessary in ongoing programmes, although

Jt was felt that stili more needed to be done. In some countries, health and

hygiene education is introduced within the framework of PHC.

By 1986 UNICEF had begun incorporating this element in all new water and

sanitation programmes, often co—operating with other agencies, notably WHO.

As health and hygiene education relates to behavioural changes among

communities, studies to provide baseline data and other insights for the

education components were carried in some countries.
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Almost everywhere, training courses for village—level worker’s, e.g.

hand—punp caretakers, wer~ used to provide additional motivation and t’raiping

for the promotion of simple health practices.

Full community participation remains UNICEF’s goal. The inportance of

stimulating the awareness and engagement of the communities by using motivated

promoters is well illustrated in Nepal where three out of four villages have

accepted latrines largely as a result of effective communications among local

technicians. An interesting by—product of this work has led to the incipient

village—level production of soap for better health and hygiene.34

6. COOPERATIONWITH OTHER AGENCIES

UNICEF’s major partner in health education is WHO. UNICEF also works

closely with UNDP, the World Bank, UNESCOand other organizations under the

aegis of the Decade’s Steering Committee.

In 1980, UNICEF had begun exploring the possibilities of systematizing

approaches to education with UNESCOas it pertained to water and hygiene.

This was being done through the UNESCOLiaison Officer with UNICEF in Paris

and the UNESCOAdviser in New Vork.

During the UNICEF—WHOJCHP meeting in February 1983 included in

activities proposed for future cooperation by agencies were:

— Health education: Development and field testing of materials and

methodologies aimed at the encouragement of improved practices of

personal and domestic hygiene; and
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— Community involvement: Development of’ systems and procedures whereby

higher levels of individual and community involvement in the -

management and (possibly) financing of rural water supply and

sanitation can be achieved; promotion of increased involvement of

women’s organizations in water and sanitation activities.35

Non—governmental Organizations (NGO’s) and bi—lateral agencies also

co—operate with UNICEF. An example of such a ço—operation with bi—lateral

agencies is that with the Swedish International Development Assistance (SIDA)

which, in 1985, was making plans to channel most of its funds to the Water

Sector in India through UNICEF to comp1~ment what the Agency has been’ tyring

to achieve in the field of integrating health education into water supply and

sanitation activities. Some of the countries mentioned by the agency that it

claims to be also making headway in this regard are: Tanzania, Kenya, Ethiopia

and Botswana.

- 7. CONCLUSIONS

The effects of health education on the successful conduct of the

assistance programme are more difficult to assess, but in general it would

appear that the better understanding the users have of the purpose of sanitary

improvements the better and more intelligently are these used,

In theory, it could be proved that if all villagers were to be

instructed in the nature of disease transmission, and were to adjust their

habits of defecation and personal hygi~ie accordingly, many diseases — in

particular, diarrhoea — would quicky be brought under control. In actual

practice, it is doubtfui whether any one person could be persuaded to alter

his normal pattern of behaviour through health education alone.
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- However, health education, wheni coupled with exampie and with the

obvious benefits derived from such measures as a convenient ând plentifui

water supply, can be a powerful instrument in raising the standard of domestic

and personal cleanliness and, hence, heaith.

In other words, health education cannot be successful in a vacuum; it is

no good promoting cleanliness in the absence of the means of keeping clean,

nor the dangers of casuai defecation when no sanitary latrines exist. Health

educatipn linked to water supply and sanitary impr~vements must be conducted

simultaneousiy.

Evaluation studies continue to be the means through which the

Organization can identify why a particular practice or programme works so that

others can replicate it, as well as whether or not a programme or activity has

achieved what it set out to do. Relevant indicators also need to be

identified that take into consideration process variables along with iriipact on

changes in perception or action.

Closeiy linked to the above is the need for the strengthening and

improving the planning and programming in water supply and sanitation. In an

effort to link water supply with sanitation and health education in the

context of primary health care, Christmas (1985) introduced a checklist for

guiding the preparation and development of major water and sanitation

36

projects.

It could be generally agreed that no one method of health education is

“the right one” because too many factors are at play, some of which this paper
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has attempted to discuss. But the future promises success if there is

willingness to learn from the past. To borrow from Sheps (1975), writing

about contemporary trends in public health, states the concept in more

forward—looking terms: “In today walks tonorrow.”37



.

.
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