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FINAL EVALUATION REPORT
 

ABSTRACT
 

From 3 to 26 August 1986, a team of the Pragma Corporation visited the 

Kingdom of Swaziland to conduct the final evaluation of the USAID-sponsored 

Rural Water Borne Disease Control Project. The three specialists collected 

and analyzed data to determine how the project contributed to strengthening 

the institutional capabilities and interagency cooperation of the Government 

in the areas of public health engineering, health education - community 

participation, environmental sanitation, and epidemiology. The evaluation 

team also contributed to the feasibility study of future water supply 

activities. This report deals only with the evaluation of the project. 



SUMMARY OF FINDINGS AND RECOMMENDATIONS
 

1. 	 The Health Education Centre: Contributions to Health Education and
 
riommunity Participation in Water and SanitaTion Issues
 

The main vehicle for health education under the RWBDC project, the
 
Health Education Centre (HEC), has survived some 
leadership and directional
 
challenges and has contributed to the implementation of health education
 
programs in rural areas. The HEC still needs evaluation assistance to be an
 
effective promoter of community involvement and to respond to the Ministry of
 
Health's mandate to provide effective preventative medicine. The HEC has
 
contributed to the process of disseminating information about the relationship

of water and sanitation to health, but information transfer is a faster
 
process than behavioral change.
 

It is recommended that the Health Education Centre continue to be
 
strengthened in four areas:
 

Evaluative capacity
 
Staffing
 
Coordination of its activities with other government units and
 

non-government organizations involved in health education, and
 
Materials budget support.
 

2. 	 Strengthening Management in the Health Inspectorate
 

The RWBDCP contributed substantially to the institutionalization of
 
pit-latrine construction within the Health Inspectorate/MOH under the guidance

and systems developed by the sanitarian during 1981-1984. Although not a
 
management specialist, the advisor had instituted materials reporting

procedures in the Health Inspectorate prior to the mid-term evaluation and
 
RWBDCP-sponsored WASH consultancy by Phillips (September-October 1983). The
 
sanitarian also contributed to Health Inspectorate management directly in
 
handling material-; logistics and indirectly through his training and
 
supervisory role in community organization and participation. His main
 
function, 
 however, was to transfer a latrine-construction technology
 
appropriate to the country.
 

The Health Inspectorate's ability to sustain construction at the
 
community level is evident from reported latrine completions (Section 5.3) up

through the first six months of 1986. Severe constraints, however, continue to

plague the functioning of the Health Inspectorate both at headquarters and at
 
the grass-roots level in the four regions. These are, primarily:
 

1. 	 The shortage of management personnel and information-processing
 
capability at inspectorate headquarters inthe MOH, Mbabane;
 

2. 	 The deteriorating vehicle stock both at headquarters and in the
 
regions;
 

3. 	 Partly due to (1) and (2), inadequate supervision of rural field 
workers (health assistants) responsible for implementing project 
objectives; 

4. 	 Insufficient number of adequately-trained health assistants in the
 
field;
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5. 	 Related to all of the above, lack of evaluation programs to
 
measure the effectiveness of field efforts in health education,
 
technology transfer, and community mobilization.
 

These constraints can be removed by a series of personnel actions:
 
recruitment and training.
 

3. 	 Evaluating Target Behavior Changes
 

The project paper's goal of realizing a change in the health and
 
sanitation behavior of 40% of the Swazis was an unrealistic estimate based on
 
little understanding of the strength of traditional beliefs, the rural
 
homestead structure of the Swazis, and the institutional capacity of various
 
ministries. The capacity for evaluating such changes does not now exist in the
 
country. Technical assistance is needed to design, pretest, administer and
 
evaluate a second KAP study to statistically verify what behavioral changes
 
have occurred. The project paper's goals for behavioral change were too broad
 
and too general to be translated into specific health education approaches.
 

It is recommended:
 

1. That technical assistance be provided to design, pretest,
 
administer and evaluate the second KAP study; that the results be cross
 
checked with results of monthly RHM reports; and
 

2. That short term technical assistance be made available to the HEC
 
to assist with designing, pretesting, implementing, and assessing evaluations.
 

4. 	 Public Health Engineering
 

The project has satisfactorily carried out the public health enqineering
 
component. Not all the anticipated outputs were realized but the project has
 
carried out some important activities that were not originally scheduled.
 
Performance by all parties concerned (USAID, Government, Technical Assistance
 
Contractor) is judged satisfactory despite some difficulties. The public
 
health engineering advisor and the WASH consultants have earned the praise and
 
respect of their Swazi colleagues.
 

Major 	accomplishments of this component are:
 

Establishshment of the public health engineering unit at the Rural
 
Water Supply Board and training and assignment of counterparts
 
(engineer and public health inspectors).
 

-	 Coordination with the Health Inspectorate. 

- Heavy participation in the planning activities of the water and 
sanitation sector. 

-	 Preparation of guidelines and standards. 

- Special assistance during emergencies and direction of all 
activities of the unit. 
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Some problems or unfulfilled needs remain. The public health engineering

unit needs a broader scope of action 
but does not have the authority to
 
intervene in domains other than water 
supply. The public health engineering

counterpart 
needs further training and a well defined workplan. The health
 
inspectors of the unit need closer supervision and also a well defined
 
workplan. The water quality laboratory technicians need further training.

There 	is a shortage of trained public health engineering workers. Sectoral

planning and coordination with other ministries 
are the areas most likely to
 
suffer from the absence of the public health engineering advisor. Integration

of the activities of various government agencies involved in the water and

sanitation sector is not easily achieved, being subject to several
 
constraints.
 

It is recommended to:
 

1. Set up a task force to define the scope of public health
 
engineering 
in the Swazi context, including environmental control and the
 
relationships among various government agencies concerned.
 

2. Define major water resource development projects and begin

reviewing those most likely to have 
severe health impacts.
 

3. Provide training and technical assistance in the area of public

health engineering.
 

4. 	 Set up a task force to define manpower needs and training

possibilities in the field of public health engineering.
 

5. Realize greater integration among the public health engineering,

health inspectorate, epidemiological and health education units.
 

6. 	 Alternatively to the task forces mentioned above, 
 hire short-term
 
consultants, or ask the NAG and TSG, 
to carry out the recommended work.
 

5. 	 Planning for Development of the Water Supply and Sanitation
 
Sector in Swaziland
 

With appreciable technical assistance from the Rural Water Borne Disease
 
Control Project, the Technical Subgroup of the National Action Group has
 
accomplished much in terms of planning the development of the water supply and
 
sanitation sector. Several meetings and workshops 
have culminated in the

preparation of policy and strategy documents as 
well as a two-year action
 
plan. While the national policy awaits the approval of the government, a

planning process has been established and the documents prepared will guide

the harmonious development of the sector in the years 
ahead. A five-year

action plan will follow the two-year plan. One merit of the plan is that it is
 
an emanation of the activities of Swazi technicians. Minor reservations
 
concern:
 

the possible loss of momentum when the RWBDCP's technical
 
assistance stops;
 

community participation, effectiveness of health education and
 
payment of recurrent costs by beneficiaries;
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a more active participation in the planning process by other
 

donors and non-governmental organizations;
 

required official support for government approval;
 

a possible discrepancy between expected government contributions
 
to the two-year plan and recent level of capital investment in the
 
sector.
 

6. 	 Constructing Small Rural Water Systems
 

It is estimated that the Rural Water Supply Board has completed 80 or 85
 
percent of the construction work funded under the project for 8 water supply
 
systems throughout the country. It is well within RWSB's capabilities to do
 
the remaining work by the 30 September deadline but there are roadblocks that
 
must be removed: community participation for such work as trenching,
 
government order books for the purchase of materials, transportation. It is up
 
to the RWSB to determine how best to remove difficulties of a logistic nature.
 
Coordination with the MOH's Health Inspectorate was not easy and here the two
 
agencies are encouraged to determine how best to work together in the field as
 
mandated under the national water and sanitation policy.
 

7. 	 Construction of Rural Sanitation and Small Spring Protection Systems
 
by the Health Inspectorate
 

At the start of the project, the Health Inspectorate-1.H Nas assisting
 
communities to construct small spring protections and latrines, but
 
productivity was low. The unit was staffed by three district health
 
inspectors, two senior health assistants, and 30 health assistants (of 48
 
trained between 1975 and 1977). Morale was low as a result of a lack of
 
opportunity for career advancement, insufficient budget, poor logistical
 
support and inadequate supervision. Record-keeping was poor, but between 1980
 
and 19b5 the rate of latrine construction steadily increased from 289 to 862
 
per year; this exceeds the 2000 demonstration latrines expected. Complaints
 
were heard that pits dug in anticipation of assistance in constructing slabs
 
remained uncovered and a hazard, because the Health Inspectorate could not
 
respond adequately to requests for assistance, which was provided generally at
 
the individual homestead.
 

The project and related ORT radio broadcasting have been quite

successful, however, in stimulating latrine construction, especially since
 
1983. The need for improved performance in protection of small springs remains
 
in spite of certain project inputs in this area.
 

8. 	 Strengthening Coordination among Units and Programs Involved
 
inWater and Sanitation
 

Increasingly since 1982, the Health Inspectorate and the Rural Water
 
Supply Board have begun to work together in the water and sinitation sector.
 
In the past, there had been little linkage. At the present time the two units
 
have begun to meet monthly on a regional basis. The Technical Subgroup of the
 
National Action Group's planning process is performing well in facilitating
 
overall sectoral coordination. This has included coordination with all major
 
donors to the sector. Current efforts are integrated in the draft two-year
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action plan by the TSG for the secLur. The RWSBDC project has helped create a
 
climate of communication and coordination among related programs. More
 
specifically, the evaluation finds that:
 

- The public health engineering advisor of the RWBDC project has 
been a major force in providing coordination at the operational 
level. 

- The current climate of cooperation between the RWSB and the Health 
Inspectorate iscordial but not well institutionalized. 

- The Health Inspectorate's current lack of a deputy health 
inspector and other weaknesses have slowed efforts at 
coordination. 

- Staff shortages at the Health Education Centre, especially at the 
regional level, have hindered significant coordination efforts. 

- The Bilharzia Control Unit and other Ministry of Health's vertical 
programs are not integrated into the coordination process. 

It is recommended:
 

1. That USAID provide technical assistance to the RWSB at the senior
 
level to continue the training of the public health engineer and to act in a
 
coordinating role. This technical advisor should have the following
 
background:
 

expertise in design and construction management of small
 
water supply systems,
 

* 	environmental engineering experience,
 
water quality surveillance experience.
 

2. That the regional senior health assistant and the CDO and/or COW
 
of the RWSB do monthly site visits together to communities with water and
 
sanitation projects.
 

3. That the Health Inspectorate and RWSB arrange short-term technical
 
assistance to health assistants and inspectors, community development
 
officers, clerks of works and inspectors of works on a regional level. This
 
assistance would be focused on in-service management and communications
 
workshops.
 

4. That the Technical Subgroup meet regularly on a bi-monthly basis
 
and circulate minutes of these meetings to regional clerks of works and health
 
inspectors, as well as senior health assistants.
 

5. That the RWSB call sectoral meetings every six months to review
 
plans, activities, problems, and coordination and liikages.
 

9. Bilharzia Control and Epidemiology
 

The project has reasonably carried out its epidemiology program. This
 
component's objectives were related mainly to the survey and control of
 
schistosomiasis, and to the reinforcement of the Bilharzia Control Unit by the
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installation of new laboratory facilities and training of staff of the unit.
 
All the related recommendations of the mid-term evaluation were carried out
 
and, by the time the epidemiology advisor left, most of the objectives were
 
achieved. However, some constraints affect the performance of the Bilharzia
 
Control Unit: limited personnel experience, unclear line of command, budget
 
restrictions, and lack of transportation. Some technical assistance, staffing,
 
personnel training, and equipment provision are recommended to alleviate these
 
problems.
 

The project did survey bilharzia in Swaziland and found the disease
 
prevalent in the northern Lowveld, particularly the Lomati River basin. A
 
study initiated in 1984 to determine the effect of praziquantel on school
 
children infected with bilharzia is on-going but data processing difficulties
 
may affect the results.
 

Taking into consideration manpower and budget limitations, the
 
epidemiologist advisor felt that (a)the proper bilharzia control strategy is
 
to use chemotherapy on selected human hosts and (b) there is a need to
 
evaluate BCU's activities for epidemiological effectiveness and management
 
efficiency.
 

vii 



TABLE OF CONTEN[S
 

Abstract
 
Executive Summary: Findings and Recommendations
 
Table of Contents
 
Acronyms Page
 

CHAPTER 1 	 INTRODUCTION
 

1.1 	 Purpose and Scope of RWBDCP Final Evaluation ........... 1-1
 
1.2 	 Evaluation Team Composition and Program ................ 1-1
 
1.3 	 Socio-economic and Health Conditions inSwaziland ...... 1-2
 
1.4 	 Overview of Project: History, Description and
 

Original Scope, Mid-term Evaluation, Modifications ..... 1-7
 
1.4.1 	 Purpose .......................................... 1-7
 
1.4.2 	 Expected Results and Outputs ..................... 1-7
 
1.4.3 	 Technical Assistance ............................. 1-8
 
1.4.4 	 Mid-term Evaluation and Modifications ............ 1-8
 

1.5 	 Current Institutional Framework ........................ 1-9
 

CHAPTER 2 	HEALTH EDUCATION, COMMUNITY PARTICIPATION
 
AND SANITATION
 

2.1 	 The Health Education Unit: Contributions to
 
Health Education and Community Participation
 
inWater and Sanitation Issues ......................... 2-1
 

2.1.1 	 Conclusions and Recommendations .................. 2-1
 
2.1.2 	 Anticipated Results and Project Performance ...... 2-1
 
2.1.3 	 Appropriateness of Scope and Approaches .......... 2-2
 
2.1.4 The Issue of Community Participation ............. 2-6
 
2,1 5 Remaining Needs .................................. 2-7
 

2.2 	 Strengthening Management inMOH Health Inspectorate .... 2-9
 
2.2.1 	 Overview ........................................ 2-9
 
2.2.2 	 Anticipated Results .............................. 2-10
 
2.2.3 	 Project Achievements since Mid-term Evaluation ... ?- 10
 
2.2.4 	 Conclusions and Recommendations .................. 2-13
 

2.3 	 Evaluating Target Behavior Changes ..................... 2-15
 
2.3.1 	 Conclusions and Recommendations .................. 2-15
 
2.3.2 	 Anticipated Results and Project Performance ...... 2-16
 
2.3.3 	 Appropriateness of Scope ......................... 2-17
 

CHAPTFR 3 	 EPIDEMIOLOGY AND BILHARZIA CONTROL
 

3.1 [he Epidemlology Component ................. ........... 3-1
 
3.1.1 	 Overview ............ ...... .................. 3-1
 
3.1.2 	 Project Objectives . ......................... 3-1
 
3.1.3 	 Recent Achievements .............................. 3-2
 
3.1.4 	 Recommendations ............................... 3-3


3.2 	 Surveying Bilharzia in the Northern Lowveld.............3-5
 
3.3 	 Developing and Implementing a Bilharzia
 

Control Strategy ....................................... 3-7
 
3.4 	 Training and Enabling the Staff of the BCU ............. 3-9
 

3EST AVAILABL COPY
 



Pagi
 

CHAPTER 4 	 PUBLIC HEALTH ENGINEERING
 

4.1 	 Overview ............................................... 4­
4.2 	 Scope .................................................. 4­
4.3 	 Achievements ........................................... 4­
4.4 	 Progress since the Mid-term Evaluation ................. 4-!
 
4.5 	 Evaluation ............................................. 4-i
 

4.5.1 	 Performance ...................................... 4-1
 
4.5.2 	 Remaining Needs .................................. 4­
4.5.3 	 Outlook .......................................... 4-1
 

CHAPTER 5 	 PLANNING AND CONSTRUCTION OF RURAL WATER
 
AND SANITATION SYSTEMS
 

5.1 	 Planning for Development of Water Supply and
 
Sanitation Sector in Swaziland ......................... 5­

5.1.1 	 Overview ......................................... 5­
5.1.2 	 Activities ....................................... 5­
5.1.3 	 Review of Documents .............................. 5-;
 
5.1.4 	 Appreciation ..................................... 5-'
 

5.2 	 Construction of Small Rural Water Systems by the RWSB .. 5-1
 
5-'
5.2.1 	 Overview ......................................... 


5.2.2 	 Background and Purpose ........................... 5-I
 
5.2.3 	 Achievements ..................................... 5-I
 
5.2.4 	 Evaluation ....................................... 5-1
 

5.3 	 Construction of Rural Sanitation and Small Spring
 
Protection Systems by the Health Inspectorate .......... 5­

5.3.1 	 Background ....................................... 5­
5.3.2 	 Expected Results ................................. 5­
5.3.3 	 Construction Performance of the Health
 

Inspectorate ................................. 5­
5.3.4 	 Appropriateness and Extent of USAID Support ...... 5­
5.3.5 	 Conclusion and Recommendations ................... 5­

5.4 	 Strengthening Coordination Among Units and
 
Programs Involved inWater and Sanitation .............. 5-;
 

5.4.1 	 Conclusions ani Recommendations .................. 5-e
 
5.4.2 	 Anticipated Project Results .................. 5-;
 
5.4.3 	 Project Achievements ............................. 5-:
 
5.4.4 	 Areas for Strengthening Co-ordination
 

Among Units ............... . ................... 5-I
 
5.5 	 Institutionalization of Health Education and
 

Community Participation Activities in RWSB's
 
Water Systems ........................................... 5-1
 

5.5.1 	 Chances for Successful Projects .................. 5-,
 
5.5.2 	 Assuring Successful Conunity Development
 

inRWSB Projects ................................. 5-;
 
5.5.3 	 Impact on RWSB Health Education/Community
 

Participation Component .......................... 5-;
 
5.6 	 Other Evaluative Factors ............................ 5­

5.6.1 	 The Issue of Operation, Maintenance,
 
and Recurrent Costs .............................. 5-;
 
Conclusions ...................................... 5-I
 
Recommendations .................................. 5-;
 
The Increasing Importance of Maintenance
 
ard Recurrent Costs .............................. 5-I
 
The Importance of Comimunity Participation ........ 5­

5.6.2 	 The Issue of Transportation ...................... 5-I
 

IUL5I AVAILABL[ COpy 



Page
 

LIST OF TABLES
 

2-1 Health Education Materials Outputs ................................ 2-3
 
2-2 Workshop Outputs .................................................. 2-4
 
2-3 Staff of Health Inspectorate ...................................... 2-11
 
2-4 Regional Coverage by Health Inspectors ............................ 2-12
 
5-1 USAID-sponsored Water Systems ..................................... 5-11
 
5-2 Status of USAID Sponsored Systems ................................. 5-12
 
5-3 Summary of Latrine Construction ................................... 5-14
 
5-4 Summary of MOH Spring Protections ................................. 5-15
 

LIST OF FIGURES
 

1-1 Geophysical Areas of Swaziland ................................... 1-3
 
1-2 Administrative Regions and 1976 Population ........................ 1-4
 
1-3 MOH's Organization Chart .......................................... 1-10
 
3-1 Praziquantel Control Schools ...................................... 3-6
 
5-1 RWSB's Organization Chart ......................................... 5-8
 

APPENDICES
 

Appendix A Terms of Reference of the Final Evaluation .............
 
Appendix B Principal Documents Reviewed ...........................
 
Appendix C Overview of Other USAID Projects Affecting
 

the RWBDCP
 
Appendix D Calendar of Evaluation .................................
 
Appendix E Officials Contacted ....................................
 
Appendix F Draft Review Meetings and Comments .....................
 
Appendix G Scope of Work of Technical Assistance Team .............
 
Appendix H Executive Summary of Mid-Terni Evaluation Report ........
 
Appendix I Guidelines to Strengthen the Health Education
 

Unit of MOH ....................................
 
Appendix J Health Inspectorate Job Descriptions--Actual
 

and Pending ...... ..............................
 
Appendix K WHO Proposed Curriculum for Health Assistants ..........
 
Appendix L Monthly Survey Form of RHMs ............................
 
Appendix M Informal Evaluation Survey .............................
 
Appendix N Accomplishments, Constraints and Recommendations
 

of the Public Health Engineering Advisor ...............
 

BEST AVAILABLE COPY
 



ACRONYMS
 

AED Academy for Educational Development
 
APHA American Public Health Association
 
BCU Bilharzia Control Unit
 
CIDA Canadiin International Development Agency
 
CTA Cpntral Transport Administration
 
CCCD Combatting Chiluhood Communicable Disease
 
CSC Council of Swaziland Churches
 
CDO Community Development Officer
 
GOS Government of Swaziland
 
HEU/C Health Edur' :on Unit or Centre
 
IHS Institute o, :alth Sciences
 
IVS International Voluntary Services
 
KAP Knowledge, Attitudes, Practices 
MMCOM Mass Media for Communications 
MOH Ministry n Health 
MMHP Mass Med' Jor Health Practices 
MONR Ministry , Natural Resources 
NAG Nationai Action Group
 
NGO Non-goverimental Organization
 
ODA (British) Overseas Development Assistance
 
ORT Oral Rehydration Technique
 
PHU Public Health Unit
 
PID Project Identification Document
 
PQLI Physical Quality of Life Index
 
PVO Private Voluntary Organization
 
RHDO Regional Health Development Officer
 
RHM Rural Health Motivator
 
RWBrCP Rural Water Borne Disease Control Project
 
RWS. Rural Water Supply Board
 
TSG Technical Subgrouo of NAG
 
UK United Kingdom
 
UNDP United Nations Development Programme
 
UNISWA University of Swaziland
 
USAID United States Agency for International Development
 
USCC Unitarian Services Committee of Canada
 
WASH Water and Sanitation for Health
 
WHO World Health Organization
 

BELs1-AVAitABL COPY
 



SWAZILAND RURAL WATER BORNE DISEASE CONTROL PROJECT
 

FINAL EVALUATION REPORT
 

Prepared by the Pracma Corporation
 

for the USAID Mission to the Kingdom of Swaziland
 

CHAPTER ONE
 

BACKGROUND
 



CHAPTER 1 BACKGROUND
 

1.1 	 Purpose and Scope of the RWBDCP Final Evaluation
 

Rural Water-Borne Disease
The 	final evaluation was built into the 

Control Project (RWBDCP) to assess progress sin..e the mid-term evaluation
 

conducted inNovember 1983. Generally, the purpose of the final evaluation
 

is to provide a context for developing future USAID/Swaziland projects
 

relating water and sanitation intervention to health. The specific, original
 

terms of reference (see Appendix A) included evaluation of 11 project
 

objectives and outputs; a review of project scope, appropriateness of
 
and an assessment of remaining
implementation approaches and USAID support; 


needs to achieve project and GOS goals through development of the water
 

supply and sanitation sector.
 

Upon arrival in Swaziland, the evaluation team was asked by USAID to
 

to examine, as time allowed, fcur questions related
expand its scope of work 

water supply, new construction and reh3bilitation
to future funding of rural 


of existing systems. The response to these questions constitutes a separate
 

report.
 

1.2 	 Evaluation Team Composition and Program
 

as
Comprised of three persons, a public health engineer acting also 

team leader, a sanitarian, and a community development specialist, the 

evaluation team undertook a three-week study in Swaziland August 4 - 25. 

Duri:,g this time, Mr. M. Dlamini, a Swazi public health engineer on the 

staff of the Rural Water Supply Board (RWSB), served as interpreter,
 

facilitator, and discussant: he accompanied the tean on ministerial and
 

field visits, contributed to the collection and interpretation of data, and
 

reviewed report drafts.
 

The team had received orientation inWashington, D.C. by meeting:
 

" 	 July 25, Dr. Charles DeBose, regional health officer on leave from
 

USAID/Swaziland;
 

o 	 July 28, Robert Gearheart and David Yohalem of WASH consultants on
 

Swaziland water decade planning which they recently facilitated;
 

"o 	.uly 31, Dr. Allan M. Kulakow, contract director for the Academy
 

for 	Educational Development (AED), prime technical assistance
 
contractor to the USAID/Swaziland RWBDCP.
 

In Swaziland the team met initially with key USAID personnel: Mission 

Director Robert Huesmann, acting Health/Population/Nutrition officer Alan C. 

Foose, RWBDCP Manager Mary Pat Selvaggio, and Program Officer Allan Reed. 

The team also met frequently with AED's technical assistant to the RWBDCP, 
chief-of-party Dr.A.W. Hoadley, who served as a valuable information 
resource. Considerable documentation was made available for review both in 
Washington and Mbabane (see Appendix B for princi pal documents revi ewed). 

The 	 evaluation team also acquainted itself with other IUSAID projects 
affecting the RWBDCP, ir. part icular, Primary Health C(are, Combat i rig 
Childhood Communicable disease, and Development Communications. (S5ee 
Appendix C for brief overview of each). 



At the end of the first week in auntry, afL,:( o-r1i t,, io.r WiUf. I;" 
staff, RWBDCP chief-of-party, and GS participais a, . 0 

the team began short field visits; hese were exp:nv!,_,:' . ng th,. st, 
week with tours of Project interve tions in : 

Lubombo, Hhohho, Manzini and Shiselv,i as shov.,, on thc accoLr,,.: y 
(See Appendix D for Program Calendar, which also coOinS tie riar, 
officials met). 

The project paper had mandated taio Knowledge, Attitude !,, P,act 
(KAP) surveys: one at the project beginning (1981 to prov -omc bvisel 
information on Swazi health behaviors, and a se,-,, o, he e,il of 
project as a tool for measuring behavioral chang, !h- nd KAt ;t. wIa 
not done, for reasons documented in Section 2.3. 

Because of this omission, the team conduct infor:;i , o " Jr,, 
at 15 sites during its tour of all four regions sites were se.t.J 
their range of geography, water projects, sanitation int(,rv.,. 
community organization, and non U.S. donor influence. Fioi.i irt 
included public health nurses, health inspectors, health ar,,;st 
educators and their assistants, Rural health motivators, RW L 
community development officers, clerks of works, corstruc.on i 
technicians, and rural residents affected [y te RWBDC r 

grandmothers, mothers, children, and students (men LK ig gf. 
(See Appendi> E for list of officials contacted). 

To assess possible future impacts of non 
non-government organizations (NGO) intervent 
sector, the evaluation team interviewed repre
 
British ODA, Netherlands AID, and selet
 
organizations, as well as consultants with F
 
the NGOs.
 

Briefing meetings with USAID and later w' 
1986 ,hereby the evaluation team presented fin 
orally and in a preliminary draft. Oral and . . 
RWSB, and MOH received by August 23 were incc ' 

presented August 25. (See Appendi> F). The iAL 

ended August 26, but the team's leader remai )r 7 days " 
final report and deliver it to USAID/Swaziland . eclernher 2, 

1.3 Socio-economic and Health Conditions in Sr' .....
 

Swaziland covers 17,364 square kilometres, surrounioIe1 hy Soli', 
except on the north-east where it has a common border witti Mzbi',e. 
Swazis live in dispersed homesteads on 6 percent of .h.-r;. an 
50 percent of the country is used for communal :- . . the r,,ma ir, 

44 percent is under freehold titles held by . ,ia j 
companies (11%) and non-Swa-is (16%). The , 
grazing areas constitute the Swazi Nation Lanc . 
four ecological zones with varying climate, ,I 
density, from west to east: Highveld, Midd. eld, ,vp 
Plateau. See Figure 1-1. Administratively ther: ,re to. 
districts): Hhohho in the north west, Lubombo in the e - " 

,
south and Manzini in the west. See Figure 1-2 t,c,,:: , ..


mandated decentralization towards the regiors but ,nl1 .' Milsmtry 2 
Health has taken serious steps to implement it. 
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Population estimates for the country vary from 520,000 when the project
 
paper was prepared to 605,000 in 1983. Projections of the Fourth National
 
Development Plan show a variation from 650,000 in 1986 to 1,000,000 in 1996
 
and more than 1,400,000 in 2006. The resident population is mostly African
 
with perhaps 2 percent Eiropeans and one percent of mixed origin. The
 
overwhelming majority of the Africans are Swazis with a common language,
 
tradition and history. Eighty-five percent of the population is rural,
 
living in homesteads of about ten people each instead of the villages
 
usually found in other African countries; the urban ratio is increasing and
 
could reach 30 percent in 1991. The two largest towns are Mbabane (the
 
capital) and Manzini.
 

Some 	characteristics of this population include a national female to
 
male ratio of 1.13:1 but, because of migration to urban areas, the ratio for
 
the rural population is 1.55:1 and may exceed 2:1 in certain areas. Forty­
eight percent of the rural population is younger than 15 years and only 4
 
percent is older than 64. Approximately one fourth of the African resident
 
population has at least five years of primary school education. The per
 
capita GNP was $550 in 1977 and $825 in 1981, from three predominant
 
sectors: agriculture and forestry (26%), manufacturing (22%) and government
 
services (17%). Because of currency fluctuations, the current GNP may not
 
show 	the same growth rate.
 

When the project was first proposed in the late 1970's, Swaziland had a
 
lower PQLI than the average of the 49 lowest income countries while its per
 
capita GNP and litteracy rate exceeded those of the next higher income
 
group, the lower middle income countries. (PQLI = physical quality of life
 
index of the Overseas Development Council). The country fared poorly with
 
respect to parameters such as life expectancy and infant mortality.
 

A recent assessment of the situation does not suggest a considerable
 
improvement. In 1985, diarrhoeal diseases represented 12 percent of the
 
785,000 notifiable disease cases reported; two thirds of the diarrhoeal
 
disease cases affected children under five years. Currently the infant
 
mortality rate (deaths before the age of one year) is estimated to be 105 or
 
150 per 1000 live births depending on the source (National Water Supply and
 
Sanitation Policy or National Health Policy). "Important causes of death
 
among children are diarrhoea, infectious diseases and malnutrition, which is
 
in turn associated with high incidence of diarrhoea and infectious diseases.
 
These in large measure result from insufficient quality and quantity of
 
water, faecal contamination of the environment, poor hygiene and the lack of
 
understanding of the relationship of these factors to disease". (National
 
Water Supply and Sanitation Policy, revised draft, 10 July 1986).
 

Several conditions were considered or assumed in the design of the
 
project, leading to a strategy for the control of water-related diseases.
 

1. 	High morbidity and mortality rates resulting from poor water
 
quality and environmental sanitation: gastroenteritis,
 
schistosomiasis, water-related microbial infections.
 

2. 	Benefits of other investments in rural water systems can be easily
 
enhanced, without large new funding (by adding sanitation and
 
health education).
 

3. 	The rapid expansion of agricultural water resources without
 
adequate environmental measures creates new health risks.
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4. 	 There is no need for additional intervention in rural water supply 
as three government institutions provide piped water systems that 
are expected to reach 50 percent of the rural population in 1985 
and virtually all by 1990 (with international assistance from the 
United Kingdom, Canada, United Nations, African Development Bank). 

5. 	 "In general there is an urgent need to orientate priorities for 
development in the health area away from conventional
 

those
institutional facilities centered in urban areas to in the
 
rural areas. Health education activities are not well organized
 
within the Ministry of Health and not coordinated with other
 
agencies. Field workers responsible for health education which
 
ould affect water-related diseases are too busy, poorly
 
supervised or not given the adequate back-up support to make them
 
really effective. There is recognition that different kinds of
 
programs are needed which are cheaper, more simplified and closely
 
geared to the preventive aspects of rural health in order that
 
greater results may he attained in attempts to solve the health
 
problems of the rural population at large."
 

6. 	 "Health education, sanitary waste disposal and special
 
schistosomiasis interventions are the most critical missing
 
elements in a comprehensive approach to interrupting the
 
transmission cycles of water-related diseases in Swaziland."
 

7. 	Health improvements will result from the following behavioral 
changes or practices that will be fostered by the project and 
measured by t.do surveys: 

- use 	of improved pit latrines,
 
- ongoing protection of water sources,
 
- maintenance of piped water supply systems,
 
- avoidance of snail-infested water during peak transmission
 

times,
 
- proper handling and storage of water,
 
- personal hygiene,
 
- food handling and washing.
 

8. 	Health improvement through better use and control of water and
 
sanitation is linked to expanding the capacity of the Government
 
of Swaziland to deliver effective preventive health services to
 
combat related diseases.
 

9. 	 "Given the appropriate information and proper motivation, there
 
are no cultural factors beyond the scope of the project that 4ill
 
inhibit rural people from using improved water use and sanitary
 
practices."
 

10. 	 "The GOS will continue its rural water supply program to
 
complement the activities of this project in order to reinforce
 
the water component of the health education program." 

11. 	 "The GOS will continue to support the health assistant and rural 
home visitor training programs at levels sufficient to operate an 
effective health education and sanitation program." 

Were these assumptions valid? To what extent has the project 
contributed to an improvement of the situation? 



1.4 	 Overview of the Project
 

started in November 1980 with an estimated completion dateThe project 
of 30 November 1985. The completion date has been extended to 30 September 
1986.
 

1.4.1 Purpose
 

As. stated in the project paper, the immediate goal of the project was
 

to improve the water/use control and sanitation habits of the rural
 

population of Swaziland: 40 percent of households in oroject areas by 1985
 

and 75 percent by 1990. Itwas determined that this goal could be reached by
 

expanding the capacity of the Government of Swaziland to deliver effective
 

preventive health services to combat diseases related to water and poor 
sanitation.
 

1.4.2 Expected Results and Outputs
 

Thi; goal would be reached if the following results were obtained by
 
the end of the project:
 

Ministry of Health's environmental sanitation and health education
 
units staffed qith trained personnel, equipped and functioning;
 

* 	 Eighty percent of health assistants actively involved;
 

Sixty percent of rural population receiving health and dater
 
messages;
 

Health criteria incorporated into the design and .,ater systems;
 

Project-trained Swazi engineer serving as advisor to Rural Water
 
Supply Board;
 

• 	 Results of schistosomiasis survey being used in setting
 
priorities.
 

The project qas to include four main components (health education,
 
public health engineering, sanitation and epidemiology), 'hich would produce
 
the following outputs.
 

Health Education
 

-	 Carry out and interpret survey on knowledge, attitudes and practices 
(KAP) during first two years. 

-	 Use results of KAP survey to design health education and sanitation 
programs.
 

-	 Develop a national health education strategy and plan based partly on 
KAP 	survey.
 

Train in an African institution (e.g. :badan):
 
* one MS in health education;
 
* one nurse to the level of diploma in health education;
 
" one graphic artist, short-term.
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Train in-service community health workers:
 
• 	230 rural health visitors (one week/year each);
 

42 health assistants (initially 2 weeks, later 1 week/year);
 
• 40 domestic science demonstrators (one week/year each). 

Public Health Engineering 

- Review all designs of water works planned for potential health 
implications and suggest changes to mitigate impacts. 

-	 Train a Swazi engineer in the U.S. (BS or MS) and provide him
 
with on-the-job training for 2 years.
 

S.nitation 

-	 Site, design and construct 2000 demonstration pit latrines. 

- Train 42 health assistants in supervising the above and in communi­
cation skills and community motivation.
 

- Select and train 200 community sanitation commnittees of 2-3 people to 
supervise and monitor further latrine construction (after the 
demonstration phase) under the guidance of the health assistants. 

-	 Propose a series of basic pit latrine designs after an investigation of 
laternatives. 

- Develop selection criteria for the homesteads to receive demonstration 
pit latrines. 

Schistosomiasis Survey (Epidemiology)
 

- Train the members of the survey and analysis staff on the job and conduct
 
a national survey of schistosomiasis prevalence during the first 3 years.
 

- Expand and equip laboratory and office. 

- Ministry of Health will have a sampling framework. 

- Use results to determine priorities in program. 

1.4.3 Technical Assistance
 

Among the inputs required to obtain these results, USAID was to provide 
212 man-months of technical assistance: 204 man-months of long-term advisors 
and 8 man-months of short-term advisors. Appendix G is a summary of the 
scopes of work of the long term advisors: health educators, public health
 
engineer, social scientist, sanitarian, epidemiologist. The health educator
 
was 	 designated as the leader of the technical assistance team. 

1.4.4 Mid-Term [va luiation and Modifications 

A mid-term evaluation of the project was conducted in November 1983 by 
a team recruited ay WASH. The executive surTinary of its report is in Appendix 
H. 
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Several modifications of the scope of work occurred along the way. Two
 
major ones are the assistance to the government in carrying out sectoral 
planning activities and the addition of water supply system construction in
 
the last six months.
 

1.5 Current Institutional Framework 

The Rural Water Borne Disease Control Project has operated primarily
 
within the jurisdiction of two ministries, the Ministry of Health and the 
Ministry of Natural Resources. Both have undergone changes since the mid­
term evaluation at the end of 1983.
 

The Ministry of Health is responding to the Government of Swaziland's 
policy of decentralization, and is stressing activities centered in its
 
Regional Health Management Teams involving heads of each progr3n, unit in the
 
region. It is currently taking steps to strengthen the health care planning
 
and delivery process at the local level. Figure 1-3 shows the revised 
organization chart of the ministry.
 

The Ministry of Health has set up a decentralization task force
 
composed of the followirig MOH personnel: 

Under Secretary
 
Health Planner
 
Deputy Director of Health Services
 
Chief Nursing officer
 
Representatives from each of the four regions.
 

One of the goals of decentralization is to de-emphasize the control
 
aspects of the Ministry of Health, and emphasize support activities and
 
program development targetted toward the field.
 

The Rural Water Borne Disease Control Project has dealt with four main
 
units in the MOH: 

° the Health Inspectorate Unit, 
° the Health Education Centre,
 
o the Bilharzia Control Unit, one of the MOH's vertical* programs, 
o the Public Health Unit. 

* Non-regionalized programs with only central facilities 

(e.g. control of malaria, schistosomiasis and tuberculosis).
 

The senior health inspector of the Health Inspectorate Unit provides 
supervision to both the health inspectors and health assistants, who have 
direct regional responsibility for field programs. As such, the inspectorate 
was involved in the health education efforts of the RWBDC Project. In 
addition, the Health inspectorate has general responsibility for programs in 
the watcr and sanitation sector. fhe Health Inspectorate Unit is also 
linked to the project by its responsibility for qater supply protection, 

( algeneral sanitaition, bi lharz ia contro I, and its technic ass istance 
responsibilities to rural health motivators. 

The Health Education Centre, established in 1977 but expanded by the 
project, was the prime health education vehicle in water and sanitation, and 
the main focus of much of its activity. It is charged with all program 
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with other health
development in health education in the MOH, liaison 


education organizations, and technical assistance and training to regional
 

health workers, both government and private.
 

venue for the
The Bilharzia Control Unit served as the main 


epidemiological activities of the project.
 

was also linked to the project
In addition, the Public Health Unit 

first Mass Media for Health Practices campaign in 1982, and
through the 


through its management of the second campaign in 1983.
 

Another main focus of the project's activity has been in the Rural
 

Water Supply Board, which was under the Ministry of Works, Power, and
 
under the newly created
Communication when the project began, but is now 


Ministry of Natural Resources, Land Utilization, and Energy. The public
 
the project has been directly linked to the
health engineering advisor of 


a
RWSB throughout the second half of the project, and has worked with 


counterpart assigned to the board. The linkages with the RWSB have been
 
when money was allocated through the
especially strong since March of 1986, 


prcject to construct 8 water systems. An organization chart of the RWSB is
 

found in section 5.2 of this report.
 

project's functionings as
Other ministrie: have had :n impact on the 


well. The Departrrent of Establishments and Training reviews all posts
 

within the government; the Finance Section reviews and approies all budgets;
 

and the Ministry of Tinkhundla, or Community Development, will be
 

increasingly active as decentralization focuses more and more activity at
 
the local level.
 

In addition, other non-U.S. donors have contributed to the water and
 
them Canadian International
sanitation sphere in Swaziland, among 


Program, the UK's
Development Agency, the United Nations Development 

Overseas Development Authority, and the ELropean Economic Community.
 

One of the primary activities of the project was planning support given
 

to the Nation'l Action Group (NAG). Supported in part by project funds, WASH
 
planning activities
consultants have assisted NAG in carrying out sectoral 


in concert with the International Drinking Water Supply and Sanitation
 

Decade. NAG includes the follo,ing members. Ministries of Health (MOH),
 

Natural Resources (MONR), Agriculture and Cooperatives (MOAC), Education,
 

Finance, Industry, Establishments and Training, Labor. The UNDP participates
 
up of
also in NAG's activities. NAG's Technical Subgroup (TSG) is made 


representatives of:
 

Land Use Planning (MOAC),
 
Water Resource- Branch (MONR),
 
Rural Water Supply Board (MONR).
 
Mbabane Town Council,
 
Manzini Town Council,
 
Townships Engineer (Office of Prime Minister),
 
Water and Sewerage Board (MONR),
 
Health Inspectorate (MOH),
 
Emanti Esive for all NGO's,
 
Housing Branch (MONR),
 
Ministry of Agriculture,
 
Ministry of Education,
 
Department of Economic Planning.
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CHAPTER 2 HEALTH EDUCATION, COMMUNITY PARTICIPATION, AND SANITATION
 

2.1 	 The Health Education Centre: Contributions to Health Education and
 
Community Partici-patlon I Water and Sani tin Issues
 

2.1.1 Overview
 

Because the Health Education Unit, later named the Health Education
 
Centre, was the primary focus for the health education and community
 
participation components of the RWBDC Project, its inputs, outputs, and
 
outlook are addressed in this section.
 

Conclusions
 

1. 	 That the main vehicle for health education under the RWBDC
 
Project, the Health Education Centre (HEC), has survived
 
some leadership and directional challenges and has
 
contributed to the implementation of health education
 
programs inrural areas.
 

2. 	 That the HFC still needs evaluation assistance to be an
 
effective promoter of community involvement and to respond
 
to the Ministry of Health's mandate to provid!e offective
 
preventative medicine.
 

3. 	 That the H7C has contributed to the process of iiseminting
 
information about the relationship of water and sanitation
 
to health, but that that infcrmation transfer is a faster
 
process tnan behavioral change.
 

Recommendations
 

That the Healtn Education Centre continue to be strengthened in
 
four areas:
 

Evaluative capacity
 
Staffing
 
Coordination of its activities with other government units and
 

non-government organizations involved in health education, and
 
Materials budget support.
 

2.1.2 Anticipated Results and Project Performance
 

The project paper listed as a main goal that 60% of the rural
 
population would be getting appropriate health messages, and that 40% of
 
that population would be "practicing way to obtain, store, handle, and use
 
safe water...." by the end of the proj'ct. The HEC was to achieve these
 
goals by planning and implementing health education programs at the regional
 
level.
 

As a result of the "Ayihlome MaSwati" Radio Campaigns, the efforts of
 
health assistants, rural health motivators, public health nurses, ind other
 
community development workers, health messages have increased dramatically
 
in rural areas in the last 5 years. Though no specific field study of the
 
RWBDC Project has been done to give statistical proof of this contention, an
 

2-1
 



that at least 60% of rural Swazis
evaluation of the MMHP campaign suggests 

were exposed to the radio campaign messages, and the flyers that accompanied
 

Evidence from field interviews with health assistants, public
the campaign. 

health nurses, one rural health mctivator, and nearly 50 Swazi women and
 

children ccnfirmis that the connection between clean water, improved
 

sanitation practices, 3nd health is now well understood and accepted in the
 

rural areas.
 

Although many projects with similar goals were operative during the
 

life of the RWBDC Project, the project can take credit for some of this
 

change, particularly through
 

the Mass Media for Health Practices campaign whose planning
 

started in February 1983;
 

the health education efforts of the Bilharzia Control Unit;
 

the Health Education Centre workshops for rural health
 

motivators, health extension workers, trainers in health
 
education, health assistants, and traditional healers;
 

* Health Education Centre posters and flyers.
 

The construction of the HEC was completed by March 1981. Equipping the
 

facility was officially approved in Januanry 1985. An on-site visit to the
 
HEC in August of 1986 by the evaluation team showed that the facility was
 
well equipped, in need of expanded storage facilities for educal.ion
 
materials produced, but basically adequate.
 

Participant training for LHth the senior health education officer of
 
the HEC and the graphic artist was accordlished. Because the health
 
educators were already trained at the dieloma level, no need to carry out
 
the further training mandated in Lhe project paper existed.
 

Charts on the specific outputs of the HEC from the mid-term 'valuation
 
to t~e present are on Tables 2-1 and 2-2.
 

2.1.3 Appropriateness of Scope and Approaches
 

Because the HEC had been in existence as a oart of the Public Health
 
Unit since 1977 under the direction of a WHO health education advisor, its
 
focus on maternal/child health issues and all facets of health education was
 
already established when the RWBDC Project began in 1981. The water and
 
sanitation emphasis was thus a more specific direction for the unit.
 

The RWBDC Project funded a separate structure for the building, but the
 
WHO advisor continued his role as director of the unit after the arrival of
 
the first health educator and chief of party in November 1980. The conflict
 

of the leadership of the HEC that resulted, as well as other factors
 
documented in the WASH mid-term rcport, resulted in the health educator's
 
departure, and an 8-month period during which the post was vacant before the
 
arrival of the new project health educator. By this time the project team
 
leadership shifted from the health educator to the public health engineer.
 
The question of who was in chi-ie and directing the focus of the HEC
 
remained unclear until April 1904 when the MOH determined that the WHO
 
advisor would remain as head of the nit through December of 1985. At the
 
time of the final evaluation in August 1986, the WHO advisor was still at
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Rural Health Motivators 	 May 0q4 
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TABLE 2-2: WORKSHOP OUTPUTS 

Specific topics 

covered 


Solving water and 


Sanitation problems
 

Primary Health 
Community involvement 

Training skiLls 


Oral Rehydration 
Therapy 
Teaching mothers to 
recognize andprevent 
dehydrat ion 

ExpLoration of 

involving rrJd. 
healers in CRT, 
diarrhoc 1 disease 

Immunisable 
disease; malaria 

12 we.k course 
in health education 
topics such as: 

Community development 
topics
 

Length of Number
 
Workshop trained
 

I day 60 

4 days 120 
(4 sessions 
held) 

5 days 20 

257 

I day 

(3 held) 

5 days 

12 weeks 
in each 
region 

10 days 20 



the HEC post as resident advisor. The senior health education officer of the
 
HEC returned from studies in the USA in September of 1984 and officially
 
assumed the duties of heading the unit.
 

In addition the project provided the services of a social scientist who
 
worked with the ,nit crom February of 1981 to September of 1983, and funded
 
two experienced interviewers to assist with evaluation at the local level.
 
Project outputs and targets during the life of the project were defined as:
 

0 Constructing a separate HEC building and providing necessary 

equipment; 

0 Establishment and filling 4 regional health educator slots, 

and providing appropriate training; 

0 Participant training: at the Bachelor's level for the 
senior health education officer of the HEC; at the diploma 
level for a health educator; and training for the graphic 
artist; 

0 Development of a strategy using the KAP study results, 

and a national health education plan; 

o The development of a strategy for MMCOM and the implemen­

tation of that strategy into a campaign; 

0 Developing health education materials; and 

Training traditional healers in diarrheal disease control. 

To these ends, the project also funded a materials budget for the unit.
 

These activities were to have had the following results by project end:
 

60% of tne rural opulation would be receiving relevant
 
health and water education information;
 

0 	 HEC could assess information on health practices from
 

communities and design the programs to respond to that
 
information;
 

0 	 HEC staff would be capable of evaluating programs and
 
their success in the field.
 

The project was also mandated to design and implement a second
 
knowledge, attitudes and practices study during year 5 of the project. Using
 
the first KAP study as a baseline, the data was to measure the level of
 
behavioral change that the project was responsible for, and serve as a basis
 
for future health education planning.
 

The unit's conceptual framework, as defined by the project paper, was a
 
valic one. The HEC was to prepare and produce media materials for health
 
education, provide in-service training to health personnel through workshops
 
and linkages to the Institute of Health Sciences, and thus respond to the
 
need to give community workers stronger training in community skills as well
 
as health education skills.
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The HEC was thus to be the prime focus of the project's activity in
 

health education arid community development. This made some assumptions,
 

however, that did not turn out to be true:
 

(a) that the existing structure of the HEC could be easily
 
refocused primarily on water and sanitation issues;
 

(b) that the WHO Advisor would be leaving soon after the
 
arrival of the RWBDC project health educator;
 

(c) that the Ministry of Health could establish and fill the
 
four regional health educator positions;
 

(d) 	that there would be enough overlap between the health
 
educator's departure and the senior health education officer's
 
return from studies in the States to transfer planning and
 
evaluation skills to her upon her return; and
 

(e) that the MOH would provide more guidance and direction to the
 
Lnit, would support planning activities, and would help control
 
and manage HEC resources.
 

Despite these obstacles, however, the HEC has had success especially in
 
the area of training district health workers. Workshops have been held for
 
traditional healers, rural health motivators, health assistants, and
 
domestic science demonstrators. (see chart). Inaddition, a system was set
 
up to coordinate the various training programs of many health projects (IHS,
 
CCCD, MMHP), and courses for newly recruited rural health motivators have
 
been 	designed and implemented.
 

2.1.4 The Issue of Community Participation
 

One assumption that was implied in the project paper wa. that the
 
promise rf improved health standards in a community would be an adequate
 
incentive 'or community participation in the system. Factors other than
 
health issues often motivat2 a community to participate in the building of a
 
system. For example,
 

* 	 at Embekelweni (Manzini Region), which currently lacks a health 

assistant, one of the primary motivating forces for community 
participation in the system was convenience, according to the RWSB 
CDO. Untreated water is now collected from a river far from the 
center of the resettled conunity, and interviews with school 
children and women confirmed that they had supported the system's
 
construction because it would make the water source closer.
 

* 	 at Duze (Lubombo Region) the unsafe water source was not only far 

away from the majority of the homesteads, but very scarce during 
the dry season. Rural health motivators active in the area had 
begun the process of health education, but the headmistress of the 
primary school stated that seasonal lack of water and distance 
from the source were probably the community's main incentives for
 
participation in the building of the system.
 

The site visits also have revealed that it takes a particularly
 
skilled, imaginative, and committed health assistant to motivate a community
 
to participate in the building of latrines and assisting with water systems.
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However, the project's activities within 'he Health Education Centre
 

have fostered community participation. Among these:
 

" the Mass Media for Health Practices campaign of radio programs and 

poster, with its 60 percentits 	accompanying "Ayihlome MaSw7ti" 

listenership among rural Swazis;
 

the activities of the project's social scientist, whose studies on
 

leadership, community structure, and attitudes toward health and
 

illness have provided vital information on understanding rural Swazi
 
communities;
 

" 	 the 12-week training offered to newly recruited rural health
 

motivators in all four regions of the country; and
 

o 	 the community participation workshor, which emphasized community
 

problem solving, developing workplans, and health education.
 

The health incentive is by no means an automatic one, but we saw
 

evidence of it at Maqhobeni (Shiselweni Region) and Siphocosini (Hhohho) in
 

both latrine and spring protection systems.
 

Community participation has to be a vital component of one of the
 
Ministry of Health's primary aims - to emphasize the preventive rather than
 
curative side of medicine.
 

If the Health Education Centre is to support community develo, ment
 
fully, its evaluative capacity must be expanded. One of the greatest impacts
 
of the lack of acceptance of the RWSBDC project's health educator's role as
 
leading the center was that he could not institutionalize planning and
 
evaluation techniques. Without careful feedback from the regions on what
 
education techniques work and wkdL do not, it is not possible to plan health
 
education courses and materials that would mobilize communities. This argues
 
for the filling of the established but vacant regional health educator
 
posts. Without a continuing presence at the regional 'evel, the efforts of
 
the HEC to respond to its goal of developing specific health education
 
programs targetted to the community level cannot be met. And it argues for
 
the establishment of two permanent positions for the experienced
 
interviewers now funded by the RWBDC project. Their skills in collecting
 
field data will provide the necessary basis for evaluation.
 

2.1.5 Outlook
 

Before the project health educator's departure i'i January of 1985, he
 
listed several guidelines for strengthening the HEC. He wrote that inorder
 
to fulfill the MOH's priorities for promoting community involvement and
 
self-sufficiency, the following steps must be taken:
 

(a)establish a system to determine needs for rural health education
 
programs by meeting with a range of health workers involved at the
 
local level, and by reviewing evaluations of previous health
 
education efforts;
 

(b)determine precisely what resources are available to the HEC by a
 
close examination of the budget, the existing equipment and 
materials, and other health budgcts outside the HEC that could 
overlap with its activities; 
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(c) 	 plan rural health education programs to promote MOH health 

objectives and promote self-sufficiency and community develo, ment, 
both for the short- and long-term. This planning should involve: 

* 	reviewing previous activities of the HEC,
 
* 	 specifying the specific behavioral change to be targetted 

by 	a specific health education activity,
 
* 	 formulating a yearly workplan, and 
* 	 revising the 5-year workplan if necessary; 

(d) assign specific duties agreed on in the plan to specific HEC
 
personnel;
 

(e) evaluate health education programs by methods such as:
 

* 	testing transfer of knowledge to workshop participants,
 
* 	measuring the eytent to which workshop skills are being used
 

in the field,
 
* 	performing quick sample surveys within the connunity to measure 

specific program results; 

(f) 	 coordinate all health education efforts in the MOH and other 
ministries and non-governmental organizations. 
(See Appendix I for the full text of these "Guidelines")
 

As of the August 1986 evaluation, work had been done on some of these
 
tasks. Monthly planning meetings are held at the HEC, and the senior health
 
education officer is actively involved in the monthly Health Development
 
Team meetings formulated to coordinate the health education activities of
 
many units.
 

Many of the proposed guidelines are not applicable because of current
 
vacancies in established posts. The vacancy of the regional health educator
 
post means that the existing three regional posts cover two regions each ­
one ;,ianzini and Lubombo, one Shiselweni arid Hhohho and one nutrition issues 
countrywide. Because of the responsibilities within the HEC itself, the 
three regional health educators reside in 'Ibabane. With transport problems 
as nell as duties within the central unit, their ability to be effective 
forces at the regional level is greatly diminished. 

The general lack of personnel in the unit itself has frustrated long­
range planning and evaluation efforts. This situation might be rectified by 
the establishment of a cormnuiications officer post. The Ministry of Health 
should also consider returning two health educators who were seconded to the 
Public Health Unit (luring the MMHP campaign back to the Health Education 
Centre. The planning and evaluative capacities of the HEC have been the 
greatest casualty of the leadership problems caused by the project's first 
health educator's departure, the 8-month vacancy of the froject health 
educator at the HEC, and the conflict of leadership that resulted from the 
WHO advisor's official advisory position within the unit. This situation can 
be 	 rectified by short-term technical assistance to the health education 
director in planning and evaluation skills primarily:
 



Short-term technical assistance 1 advisor for 3 months assigned
 
in evaluation methodology to HEC
 

February - May 1987
 

The HEC should also be able to draw upon the evaluation capacity of the
 

MOH Statistics Unit. Suggestions for technical assistance to that unit
 

appear in Section 3.5 of the evaluation. And, the unit should continue its
 

efforts to work with the Social Science Research Unit at UNISWA to assist
 
with the collection and evaluation of data from the field.
 

2.2 Strengthening Management in the Health Inspectorate
 

2.2.1 Uverview
 

The RWBDCP contributed substantially to the institutionalization of
 
pit-latrine construction within the Health Tnspectorate/MOH under the
 
guidance and systems developed by the sanitarian during 1981-1984.
 
Although not a management specialist, the advisor had instituted materials
 
reporting procedures in the Health inspectorate prior to the mid-term
 
evaluation and RWBDCP-sponscred WASH consultancy by Phillips (September-

October 1983). The sanitarian also contributed to Health :nspectorate
 
management directly in handlinq materials logistics and indirectly through
 
his training and supervisory role 	 in community organization and
 
participation. His main function, however, was to transfer a latrine­
construction technology appropriate to the country.
 

The Heillth Inspectorate's ability to sustain latrine construction at the
 
community level is evident from reported latrine completions (Section 5.3)
 
up through the first six months of 1986. Severe constraints, however,
 
continue to platue the functioning of tho Health inspectorate both at
 
headquarters and at the grass-roots level in the four regions. These are,
 
primarily:
 

1. 	The shortage of management personnel and information-processing
 
capability at inspectrrate headquarters in the ',IOH, Mbabane;
 

2. 	The deteriorating vehicle stock both at headquarters and in the
 
regions;
 

3. 	Partly due to (1) and (2), inadequate supervision of rural field
 
workers (health assistants) responsible for implementing project
 
objectives;
 

4. 	Insufficient number of adequately-trained health assistants inthe
 
field;
 

5. 	Related to all of the above, lack of evaluation programs to measure
 
the effectiveness of field efforts in health education, technology
 
transfer, and corTiunity mobilization.
 

These constraints can be removed by a series of personnel actions:
 

1. 	Activate the Health Inspectorate task force as recommended in the
 
WASH 	report (No. 108, April 1984), Strengthening the Management of
 

1
the Public Health Inspectorate of SwTTai --- review_Ta repr­
and imp lemnent co-r T-T-yiflth- MOIH.
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2. 	 Work with the Department of Establishments and Training to approve 
the redefined posts submitted November 1984 (see Appendix J), 
especially for proposed regional health inspectors. 

3. 	Establish and fill the post of deputy senior health inspector.
 

4. 	Establish a regional reporting system for the Health Inspectorate in
 
line with MOH decentralization efforts.
 

5. 	Provide a series of management training workshops for the new deputy
 
senior health inspector and regional health inspectors in the areas
 
of supervision, human resources training, and development
 
communications.
 

6. 	Increase the number of health assistants from 29 to 90 over a five­
year period by instituting a theoretical and in-service training
 
period in connection with the IHS.
 

7. 	 Provide a substantial health education component in.tiue curricilum 
for new health asistant trainees at the IHS, beyond the 30 hours 
proposed by a WHO ronsultant in August 1985. 

8. 	Provide a series of regional short-term workshops for existing
 
health assistants to upgrade skills in health education and
 
development communications follow-up. 

2.2.2 Anticipated Results 

The 	project aimed at:
 

1. 	institutionalizing capacity at the community level to sustain rural
 
sanitation programs; specifically in the areas of:
 

. community mobilization for planning, construction, operation and 
maintenance of sanitation improvements; 

. transfer of technical skills in latrine construction; 

2. 	 training i,2 health assistants in the siting and construction if 
improved pit latrines; and in communication and motivation skills; 

3. 	 actively involving 80% of sanitation fiold workers, primarily health 
assistants, in motivation, supervision, and training of rural people 
in the construction, maintenance, and utilization of improved pit 
latrines; 

4. 	selecting 200 community sanitation committees, to serve as on-going 
resource people for the sanitation program. According to later 
modification, these coninittees were to have an expanded function to 
inclide safe water supply. 

2.2.3 Project Achievements sin ce Nid-Term Evaluation 

Table 2-3 indicates that the Health Inspectorate as a whole has grown in 
size from a staff (not including the senior health inspector (Sr.H. I.), head 
of the unit) of 42 to 52 from November 1984 to the present. the growth is 
due to an increase of 10 health inspectors (HI), who are trained three years 
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at the IHS and serve primarily in non-rural communities (see Table 2-4). The 
MOH expects to hire an additional eight or nine health inspectors during 
1986. No long-term training of new health assistants has occurred since 
1977, but the Dir*?ctor of Medical Services/MOH hopes to begin a training 
program for 15 health assistants/year in October 1987. 

Table 2-3
 

STAFF OF HEALTH INSPECTORATE, MOH
 
(not including those in vertical programs)
 

[Source: Health inspector of public health engineering unit at MOH and RWSB]
 

November 1984 August 1, 1986
 
Dep Sep Sr
 
Sr HI HI HA HA Sr HI HI HA HA
 

Health Inspectorate, Mbabane 
PHE Unit, RWSB, Mbabane 
Hhohho Region 
Manzini Region 
Lubombo Region 
Shiselweni Region 

1 -

2 
2 
2 
3 

1 

1 
1 
1 
1 

-

8 
6 
6 
7 

9 -

1* 
2 
5 
6 
5 

-

1 
1 
1 
1 

-

8 
8 
5 
8 

TOTALS, Category 9 5 27 0 19 4 29 

TOTAL UNIT 42 52 

[* Does not include HI on study leave]
 

The critical point to obscrve in the tablc Is he 1-ss of t,:o support
 
employees at headquarters in rbabane, notably the deputy senior health
 
inspector (Dep Sr HI), a South Af,-ican who unofficially served in the
 
unestablished deputy post from ear'y 1984 to March 1986, when he returned
 
to his country. This left the senior health inspector with an unmanageable
 
administrative burden, although assisted in record-keeping by the health
 
assistant assigned to the public health engineering unit at RWSB.
 

Although the MOH put into place regional health administry tors July 1, 
1986 -- in its effort to decentralize health services management through 
regional health teams -- these new posts are riot yet paralleled by regional 
health inspectors. That post, along with the deputy senior health inspector 
(still vacant) has been awaiting approval since November 1986 by the 
Department of Establishments and Training. (See Appendix N for Health 
Inspectorate Job Descriptions, Actual and Pending). 
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Table 2-4
 

REGIONAL OVERAGE BY HEALTH INSPECTORS, AUGUST 1986
 
(not including vertical program assignments)
 

Region Locations 

Hhohho (2) Piggs Peak 

Manzini (5) Manzini Matsapha Mhlambanyatsi 
Mankayane Mahlangatsha 

Lubombo (6) Vuvulane Siteki Sub-District Siteki 
Lubuli Sithobela Siphofaneni 

Shiselweni (5) Hluthi Lavumisa Hlathikulu 
Nhlangano Town Nhlangano 

Training of health assistants during the first three years of the
 
project was conducted primarily on the job by the sanitarian technical
 
advisor. In its latter years especially, the project attempted to address
 
more fully the issue of management training in the Health Inspectorate.
 
Specific outputs included:
 

a qorkshop on management and supervision in Tanzani3 attended
 
by the senior health inspector;
 

- appointment of the deputy senior health inspector in 1984; 

workshop training on management and supervision of health
 
inspectors and senior hedlth assistants with follow-up worksh,,p in
 
collaboration with the Department of Extra-Mural Studies of the
 
University of Swaziland;
 

two one-week workshops on community participation conducted by the
 
Health Education Centre in 1984 for health assistants and others;
 

- two ore-week workshops on commiunity participation conducted in 
early 1986 by WASH consultants; 

- two-week workshops on small spring protection conducted by the 
RWSB, plus training on thp job to health assistants protecting 
springs; some supervisory skills were imparted. 

The issue of training new health assistants, as the Fourth National
 
Development Plan called for an additional 53 by 1988, has remained
 
unresolved since 1983; in that year the "Health "lanpower Needs Assessment"
 
led to a MOH decision to begin training approximately 17 health assistants
 
per year during the plan period. In 1985 a WHO consultant (see reference,
 
J.B. Sibiya) prepared a proposal for training health assistants in a two­
year program at the rate of 20 per year. The proposal was not fully thought
 
out, both in terms of appropriateness and curriculum content arid in the
 
matter of which institutions would support its ex2cution (see references Alt
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and Mtetwa). No concrete plan with assured budgetary support for such a
 

training program is inplace at this time; and further technical assistance
 
is required to develop a suitable, practical program.
 

2.2.4 Conclusions and Recommendations
 

Conclusions
 

At the time of the mid-term project evaluation, the project-sponsored
 
WASH consultancy (Phillips) to study the strengthening of Health
 
Inspectorate management had just been undertaken (September and October
 
1983) and its findings were not published until April, 1984. Essentially,
 
the same constraints, summarized earlier, remain in force. The proje-f made
 
it possible to identify clearly the problem areas and to offer some
 
solutions, in the form of short-tern workshops and training seminars.
 

A scheme of service was prepared including job descriptions (Appendix
 
J), lines of supervision, and career structure for health inspectorate
 
personnel. After being submitted in 1983, rewritten and resuLmitted in 1985
 
to the Department of Establishments and Training, the proposal still sits;
 
MOH has received no response to date.
 

The present economic uncertainty and lowering of Swazi currency value
 
against the 
of the GOS 

dollar are accompanied by an apparent censervatism 
to establish further financial oblig>tions in the 

on the part 
form of new 

government positions. 

Recommendations 

1. Activate the Health Inspectorate Task Force as recommended in the WASH
 
Report (No. 108, April, 1984), "Strengthening the Management of the Public
 
Health Inspectorate of Swaziland," to review that report and implement
 
recommendations approved by the IMOH.
 

Membership in the Task Force should include: the reactivated MOH water
 
and sanitation cormnittee, senior and deputy iealth inspectors, personnel
 
officer, senior health officer of the HEC, a representative from the
 
Department of Establishments and Training, the RWSB public health engineer,
 
the director of health services or his deputy who will chair the meetings,
 
and a technical management development specialist available to the GOS who
 
will serve as facilitator and resource.
 

2. Work with the Department of Establishments and Training to approve the 
redefined posts submitted November IlJU47see Appendix J), especYTI --f-or 
propose regional health insp~ctors. 

This is essential in order to create the decentralization of the Health
 
Inspectorate, including planning, reporting, supervision, and evaluation on
 
a regional level. Currently all health inspectors report directly to the
 
senior health inspector.
 

3. Establish and -ill the post of Deputy Senior Health Inspector.
 

This key position assumes responsibility for liaison with health
 
inspectors in the regions, keeps the books, purchases and delivers
 
materials, arid supervises regional health inspectors. These details should
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not devolve upon the senior health inspector, who should be developing
 
priorities and strategies at the national level in concert with other
 
programs affecting water, sanitation, and pUblic health.
 

4. Establish a regional reporting system for the Health Inspectorate in
 
line with MOH deentr5Tl-i-Ein-Tfforts.
 

Reporting forms for performance and materials usage, which were
 
introduced by the project sanitarian technical assistant, can still be used
 
at a regional level; the processed ar. summarized reporting data should be
 
forwarded to headquarters.
 

5. Provide a series of management training workshops, in the form of
 
short-term technical assistance, for the new deputy senlor health inspector
 
andFreglonal health inspectors In the areas of supervision, human resources
 
training, and development communications.
 

This assistance, required for a rapid transition to rqionalized
 
management, could take up to two man-years of consultancy in the first year.
 
It would assist in developing and streamlining more effective, computerized
 
procedures for purchasing and for managing account,, inventory, logistics,
 
and vehicle maintenance at headquarters; and assist in supervision,
 
management, and himan resource development, ant' coordination needs at the
 
regional level.
 

6. Increase the number of health assistants 'rom 29 to 90 over a five-year
 
period by instituting a theoretical and in-ervice training program in
 
connection with the IHS.
 

This training should begin inOctober, 1987 by accepting 20 new health
 
assistant trainees each year for three years, placing each class in the
 
field after one year of scientific and practicdl studies, and then bringing
 
tile class back dLc ing its third year for more in-depth coursework and
 
training. The first year should include a heavy emphasis on health
 
education, audio-visual presentations, and development communications
 
follow-up, along with traditional content suggested by the WHO curriculum.
 
Preparation at end of first year should include practical supervisory and
 
self-management techniques to allow rapid adaptation to field experience
 
during the second year. Third-year studies shoud provide in-depth,
 
practical experience in the following areas: public health issues, small
 
water supply and storage systems, comnunity sanitation, health education
 
methods and connunity organization, people-management, planning and
 
evaluation techniques.
 

Issues to be rcsulved to implement this recommendation are the triining
 
institution which will be responsible for the program (Can it be integrated
 
into the IHS structure?); practical field demonstration arrangements over
 
the three-year training period; adequate supervision of the increasing
 
numbers of Health Inspectorate personnel; and GOS budgetary conmitments to 
the training and career obligations implicit in such a program. 

7. Provide a substantial health education component in the curriculum for 
new h--T-TLassi stanttrns--T--T 7be6-n--- 7YY6 Trs prooiTF-7y 
WHO co n suT- -- Tjg -T9s5. 

The WHO proposal (see Appendi) K) entails only an enumeration of course 
objectives and simple visual and graphic aids. What is needed is strong
 
integration with continuing HEC programs and materials. This should include
 



participation inmass media campaigns, community organizational skills, team
 
building and leadership development, and collaboration with other related
 
field workers: RHMs, CDOs, RWSB tecnicians, and agricultural extension
 
workers.
 

8. Provide a series of regional short-term workshops for existing health
 
assistants-- upg-rad-- TII1 in eh ---- -eve-m-n
et-catonan 

commun i cation sFoo-w-up. 

This proposal needs to be integrated into a general consideration of 
Health Inspectorate training needs which should be addressed in
 
recommendations 1,2,4, and 5. Existing health assistants need the
 
opportunity to advance in their career ladder, by a combination of training
 
and performance merit. Ideally, this could be negotiated with the Departmnt
 
of Establishments ind Traininy. The in-service training should start
 
immnediately but some training could be integrated with that of the new
 
health assistant cardidates under reconnendation 6.
 

2.3 Evaluating Target Behavior Changes
 

2.3.1 Overview
 

The Qroject paper stated that a Knowledge, Attitudes, and Practices
 
survey be performed within the first three years. Completed in September
 
1982, it responded to the project paper's assumption that not -nough was
 
known about Swazi water and sanitation practices. The paper stated that the
 
information gained in the survey would "serve as a reference for the
 
development of mass media materials and education modUles for water and
 
sanitation by the HEC."
 

Conclusions
 

1. 	 That the project paper's goal of realizing a change in
 
the health and sanitation behavior of 40% of the Swazis was
 
an unrealistic estimate based on little understanding of the
 
strength of traditional beliefs, the rural homestead
 
structure of the Swazis, and the institutional capacity of
 
various ministries.
 

2. 	 That the capicity for evaluating such changes does not now 
exist in thu country. 

3. 	 That technical assistance is needed to design, pretest, 
administer and evaluate a second KAP study to statistically
 
verify what ehavioral changes have occurred.
 

4. 	 That the project paper's goals for behavioral change were 
too broad and too general to be translated into specific 
health education approaches.
 

Recommendations
 

1. 	 That technica, assistance be provided to design, pretest,
 
administer and evaluate the second KAP study; that the 
results be cross checked with results of monthly RHM reports 
(see Appendix I.). 



2. That short term technical assistance be made available to
 
the HEC to assist with designing, pretesting, implementing,
 
and assessing evaluations.
 

2.3.2 Anticipated Results and Project Perfornance
 

The goal in the project paper states that, by the project's end:
 

"forty percent of the rural population will be practicing
 
ways to obtain, store, handle, and use safe water, practicing
 
sanitary extcreta disposal, improving sanitation inside and
 
around the home, and avoidiig water that is snail infested."
 

With the baseline provided by the first KAP study, the second study was
 
to measure behavioral change, and assess the project's performance in this
 
area.
 

Among the specific information that Edward Green's KAP study revealed
 
were the following:
 

- that convenience factors were often more important than 
health factors in choosing a water source; 

- that the practice of boiling water was uncommon (83% said 
they never did), except for the preparation of baby food; 

- that T-wrural Swazis had latrines (70% responded that they 
did not); 

- that few children under 4 use latrines; 
- that traditional beliefs abott the causes of disease are 

still prevalent, especially in bilharzia and diarrhoea; 
- that the Swazi preference for living in dispersed homesteads 

still -xists; 
- that ideas of change have generally come from the chief in a 

community, and that the tradition is for the people 
themselves not to initiate them. 

- that to discount the strength of traditional beliefs in 
relation to health would be counter-productiv . 

A second KAP study was to be carriEd out in the fifth year of the
 
project to measure quantitatively the behavioril changes that had occurred.
 
Technical assistance was supplied for this purpose under the project from
 
August 9 to September 11, 1984. The consultant was critical of the initial
 
KAP study, however, because of three main factors:
 

the sampling method used;
 
* 	the length of the period between the pre- and post-program
 

surveys; and
 
* 	the lack of control for threats to internal validity.
 

Thus, the plan to rerun the first study was rejected.
 

The consultant suggested that a status report be done instead of a
 
formal cvaluatiun and desi'ried, pre-tested, and wrote a Water and Sanitation
 
Evaluation to be done as an alternative to the initial KAP study. This
 
evaluation wo% not done, however, due to the lack of adequate manpower to
 
conduct the survey. An alternate strategy was devised to include several
 
questions within the MMHP campaign evaluation. These included questions on
 
water resources, practices after collection, perceptions of how water
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quality relates to health, latrine use, design, and motivation for
 
construction and practices pertaining to how stools are disposed of if the
 
latrine is not used. Although the data are helpful in a broad, general way
 
they cannot be used in combination with the KAP study as baseline to create
 
a statistically valid evaluation.
 

Other problems exist as well within the framework of evaluating
 
behavioral changes. There is the inherent problem that behavioral changes
 
occur over a long period of time. Measuring a 5 year period is an artificial
 
break in an ongoing process of change. In addition:
 

The project itself changed course, thus affecting its
 
behavioral goals.
 

o 	 Catastrophic events refocussed the project such as the
 

cyclone and cholera outbreak.
 
o 	 No formal birth or death records exist in rural
 

Swaziland, and therefore this data cannot be used.
 
0 	 Many other organization3, among them UNDP, WHO, CIDA, IVS, 

and Peace Corps - have been active in various aspects of 
water and sanitation issues at the community level. Because 
of this, it would be very difficult to isolate behavioral 
change directly resulting from the RWBDC Project from other 
impacts within the community. 

o 	 A lack of manpower at MOH statistics branch and no
 
evaluation capability at HEC meant no ongoing evaluations
 
were done on projects as they were completed.
 

An informal tool for evaluating the targetfed behavioral changes was
 
devised by the evaluatior, team, however, to give some broad idea of changes
 
that have occurred over the life of the project. See Appendix M. It was
 
pretested at Siphocosini and Mantabeni in the Hhohho region. The general
 
findings of the informal survey follow:
 

the idea of paying for the use of available clean water is a
 
foreign one to rural Swazis, even if that charge is low;
 

the connection betwe n the use of toilets and health is not
 
always strong;
 

mothers with small children are the most open to changing
 
their health practices;
 

people who reside in the community, such as RHMs, health
 
assistants, and public health nurses based in rural clinics,
 
are the most effective instruments of change in health
 
issues.
 

2.3.3 Appropriateness of Scope
 

The goal of a 40% change in behavior shows a lack of understanding on
 
two levels, however:
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o of the complexity of Swazi society, and its traditions; 
o of the intricacy of the process of change itself. 

Behavior and change is really a three-stage process. First, information
 
must be transferred; then attitudes must change, and only then will actual
 
behavior be affected. Thus, the assumption that this 5-year project would
 
result in such a high degree of behavioral charge was too optimistic a goal.
 

The Green KAP study reveals the strength of Swazi traditional beliefs
 
on water and sanitation, and provides a valuable tool for designing
 
educational materials and targetting the focus of health education 
campaigns. It filld an information void that the project stated - that 
little was known about Swazi traditional attitudes toward water and 
sanitation. 

Thus, the project made valuable contributions to understanding Swazi
 
cultural attitudes toward health issues, and toward disseminating
 
information on improved health practices at the community level. The Health
 
Education Unit contributed greatly to this effort through its workshops and
 
its materials.
 

Targetted behavioral change will be slower to achiewe. However, the
 
project can take credit for laying the informaLional groundwork to make that
 
change possible.
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SECTION 3 BILHARZIA CONTROL AND EPIDEMIOLOGY
 

3.1 The Epidemiology Component
 

3.1.1 Overview
 

The project has reasonably carried out its epidemiology program. This
 
component's objectives were related mainly to the survey and control of
 
schistosomiasis, and to the reinforcement of the Bilharzia Control Unit by
 
the installation of new laboratory facilities and training of staff of the
 
unit. All the related recomme-rU tions of the mid-term evaluation were
 
carried out and, by thi time the epidemiology advisor left, most of the
 
objectives were achieved. However, some constraints affect the performance
 
of the Bilharzia Control Unit: limited personnel experience, unclear line of
 
command, budget restrictions, and lack of transportation. Some technical
 
assistance, staffing, personnel training, and equipment provision are
 
recommended to alleviate these problems.
 

3.1.2 Project Objectives
 

The RWSBDCP originated by way of a PID in 1977 by the American Public
 
Health Association (APHA) which determined the need for bilharzia
 
(schistosomiasis) research. Changes were incorporated in the project paper,
 
and APHA remained involved as subcontractor to A4) in supplying an
 
epidemiologist to the project from June, 1981 to August 31, 1985. APHA
 
worked closely with the MOH in respcnse to a shift in emphasis to diarrheal
 
disease control subsequent to the cholera outbreak in latf 1981. Specific
 
objectives of 'he project were to:
 

1. construct and equip new laboratory facilities for the Bilharzia
 

Control Unit (BCU);
 

2. 	conduct a survey of schistosomiasis in Swaziland;
 

3. 	provide training to all members of the BCU staff during the
 
schistosomiasis survey;
 

4. 	 develop a sampling framework for further schistosomiasis and
 
other public health surveys through the schistosomiasis survey;
 

5. 	use data generated by the schistosomiasis survey in setting
 
priorities for health education, sanitation, and rural water
 
supply programs;
 

6. 	 intensify schistosomiasis control activities as indicated by the
 
study data;
 

7. 	complete a national schistosomiasis control plan. It has been
 
agreed by the RWSB, MOH, regional health development officer
 
(RHDO) and the project that this would take the form of a control
 
strategy;
 

8. 	expand MOH activities into communities based on priority needs
 
indicated in the schistosomiasis survey;
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9. 	 conduct a trial to determine the effectiveness of treatment with
 

praziquantel as a measure for the control of schistosomiasis.It
 

was agreed between the RWSB, MOH, RHDO, and the project that the
 

results of this trial would be presented as part of the draft
 

schistosomiasis control strategy;
 

10. 	conduct a diarrheal disease surveillance study utilizing RHMs.
 

Because of severe difficulties encountered in the field following
 

the cyclone of 1984 and further difficulties in completing the
 

programming for data analysis, it was agreed between the RWSB,
 
MOH, 	RHDO, and the project, that this activity should be dropped.
 

3.1.3 Recent Achievements
 

The mid-term evaluation of November 1983 assessed the epidemiological
 

component's progress and accomplishments as follows:
 

The epidemiological component outputs include the expansion and
 

upgrading of the Bilharzia Control Unit (BCU) laboratory facilities.
 

In-service training has also improved the professional skills and
 

capacities of the staff. A young, newly-named director is being
 

trained by the PED epidemiologist and groomed for leadership. The Unit
 

has constraints due to supply problems, transportation difficulties,
 

and lack of data analysis facilities. However, a national
 

schistosomiasis survey has been completed leading to identification of
 

the highly endemic areas and the areas of infection of the different
 

schistosomal species. This first-of-its-type survey will be useful for
 

planning the disease control strategy. In addition, with th­

increasing shift of emphasis of the project away from schistosomiasis
 

to diarrhea] diseases, a new program of longitudinal, small-scale
 

diarrheal surveillance has recently been started. The results are
 

eagerly awaited by the Ministry of Health.
 

All 	recommendations submitted by the mid-term evaluators were carried out:
 

1. 	 Extend the stay of the epidemiologist advisor (technical assistant).
 

Comment: The project epidemiolog;st extended to August 31, 1985 for a
 

total of 48 person-months, providing about three-months overlap with
 

the new hcdd of the BCU.
 

2. 	 Obtain the services of a programmer to develop software to manage and 

analyze future schistomiasis control activities and diarrheal disease 

surveillance data on MOH computer or comparable local system. 

Comment: 1.5 person-months in April and May 1984 were devoted to 

writing a program for schistosomiasis data storage and analysis. 

3. 	 Provide funds for the purchase of metrifonate and praziquanel, urini' 

reagent strips for blood, additional membrane filter equipment, stool 

specimen processing equipment, laboratory glassware and reagents,
 
urine reagent strips for blood for rural primary health care clinics.
 

Comment: These items were purchased under the APHA subcontract. The
 

II--d'eivers the last item to school health nurses and clinics in
 
endemic areas.
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4. 	 Send BCU Director tor mandg§'ent training.
 
The former BCU head attended a schistosomiasis control
Comment: 


in Kenya.
seminar for a week in Zimbabwe; the present BCU head, one 


be used by
5. 	 Purchase a photocopy machine with service contract to 


public health laboratory and the BCU.
 
Comment: The machine is also being shared with the Tunerculosis Centre
 

and fte Malaria Control Unit, at the same location intI'anzini.
 

6. 	 Acquire the computer hardware and software needed for surveys.
 
Comment: In February 1985 the proje., purchased local ly a battery­

operated Epson HX-20 computer with display and printer.
 

Major project outputs by the time the APHA epidemiologist departed
 

included:
 

- a report on the national survey of schistosomiasis in Swaziland;
 
- reconstruction and supplying of the BCU inManzini;
 
- training of laboratory technicians, field health assistants and
 

health inspectors; 
- beginning of a test program for praziqmantel in high risk areas 

(see section 3.2); 

Other 	project important outputs were:
 

- computerized data collection and analysis (ongoing);
 
- supervision of laboratory services at the BCU;
 
- bilharzia school kits for quick diagnosis;
 
- diarrhea mini-surveillance using 14 RHMs. In August and September
 

1984 a three-week consultancy reviewed previous and rpccmmended
 
follow-up activities.
 

new
In the year since the epidemiologist advisor left the 3CU, a 
health inspector, who benefited from less than four months' overlap, has 

been struggling to continue the northern lowveld praziquantel study Ind run 

regular laboratory routines. Constraints in the effective functioning of the 

BCU, enumerated in APHA's end-of-contract report, remain in force at the 

present time. These are: 

- Inexperience as head of BCU and need for continued supervision; 
- unclear line of coimana between the Health Inspectorate and the 

Director of Medical Services concerning who is providing 

-
supervision of the 
unfamiliarity and 

3C; 
operational programming difficulties with the 

-
computerized data collection system; 
unreliable and restricted buidget allocations from the MOH, which 

-
hitherto relied heavily on project funds for supplies; 
lack of transportation due to the inordinate time required for 

simple maintenance and repair of the Central Transport 
Admin'stration (CTA). 

3.1.4 Recommendations 

1. Assure the 
attached to 

appointment 
the office 

of 
of, 

a 
and 

3-year epidemiologist advisor 
serving directly under, the 

director of medical services. This advisor should: 



(a) participate inpolicy-making com. ttees at the highest levels
 
of the MOH, Mbabane; and
 

(b) 	perform research, clarify policy and objectives, and organize
 
training funtions at MOH units in Mbabane and its laboratories
 
inManzini.
 

2. 	 Establish and fill, with a long-term resident, a GOS post of 
epidemiologist-planner in the office of the director of medical 
services; this person should be trained by, and work as
 
counterpart of, the epidemiologist advisor.
 

3. 	 Fill the vacant post of health planner in the MOH Planning Unit 
by the end of 1986: the health planner should receive in-service
 
training from the epidemiologist advisor.
 

4. 	 Appoint a long-term resident to fill the vacant position of
 
deputy director of medical services, and work closely with the
 
epidemiologist advisor in reorganizing what is now vertical
 
programs.
 

5. 	 At or near completion of recommendations 1 through 4, institute a
 
task force in liaison with the TSG to:
 

(a) develop control strategies for communicable and water-borne
 
diseases, including billharzia; and
 

(b) 	coordinate the efforts of the new Diagnostic and Preventive
 
Medical Services system in focusing bilharzia control. 

6. 	 Provide long-term training in computer prograTTning and in 
epidemiological and medical statistics, to a qualified health 
planner in the MOH Planning Unit, at least before the advisor's 
second year of service. 

7. 	Provide technical in-servic" training to 'OH Planning Unit arid 
Statistics Unit heads in health program evaluation. 

8. 	Enhance the training in medical statistics and program evaluation
 
in the curriculum for health inspectors and health assistants, 
starting in 1987.
 

9. 	 Repair the Sirius computer schisto program and provide irmnediate, 
relevant, in-service training in parasitology laboratory 
evaluation and statistical analysis to the current head of the 
BCU. 

10. 	 Clarify and institutionalize supervision; and provide operational 
funding for the BCU to include: essential equipment such as 
larger centrifuge, two electric and two sunlight microscopes, one 
small propane field refrigerator, and laboratory supplies. 

11. 	 Enhance the logistics capability of the BCUI by providing a new 
Land Rover to cover hard-to-reach areas where schistosomiasis is 
prevalent. 
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12. 	 Arrange refresher training for BCU staff in lab science and
 
health education on an in-service basis, through short-term
 
consultancies designed by the epidemiologist advisor.
 

13. 	 In September, 1987 send the current BCU head for a university
 
degree (B.Sc.) in parasitology and environmental health, to
 
include practical management, computer, and evaluation skills.
 

3.2 Surveyi. j Bilharzia ii the Northern Lowveld 

The project epidemiologist's national survey, reported as
 
Schistosomiasis Prevalence and Control in the Kingdom of Swaziland, covered
 
activities dring -the period July 1981 through August 1984.--t revealed
 
especially high prevalence of the disease in the Lowveld. The author
 
described the Lowveld situation, which warrants special attention, as
 
fol lows:
 

The overall prevalence of S. Haematobium in the Lowveld was 27% and
 
mansoni, confined primarily to the LowvelId, 18%. The semi-tropical
 

ci mate in the Lowveld provides a longer transmissia season. Daytime
 
temperatures low enough to discourage ohildren from playing in the
 
water are found f)r only one or two months in the year. Daily
 
temperature ranges suitable for the development of the various stages 
in the life cycle of the parasites are iaintained for longer periods. 

lie distribution of schistosomiasis it the Lowveld is not homegeneous 
but shows a remarkable gradation from iorth to south. in the Northern 
Lowveld there are areas of intenLe transmission. The national survey 
found 58% of the school children positive for S. haematobium and 31% 
positive for S. mansoni. 

He goes on to explain:
 

The Lomati Basin in the northwestern Lowveld has the highest 
prevalence for all three species of schistosomiasis known in 
Swaziland. Sixty-five percent of thu 10-14 year old "jrWup rids 
S.haematobium (551 all ages), while 75% of the 15-19 year olds had S. 
mansoni (68% all ages). S. rnattheei which has the same biological 
requirements as S. haemotobium was found in 24 people, the only true 
focus of this parasite inhumans f<nd in Swaziland.
 

Although the Lomati River bed is below 500 metres and thi;, ha; the 
temperature ranges typica1 of the Lowveld, the gener'.i topography 
resembles Middleveld with lolling hills and iany small streams arid 
stockponds. Therefore, both the surface water and temperature 
requirements for transmssion of tLe diseases are optimized in that 
area and intense transmission occurs. 

Following project objective 6, the praziquanteI control study, begun 
in 1984, is now in its third year; it should measure the effect of the drug 
praziquantel on children infected with the disease. Pupils at 12 schools in 
the Northern Lowveld, in areas shown on Figure 3-1, are screened annually 
for S. haemotobium (on-site urine inspection) and S. mnnsoni (stool 
inspection of the BCU laboratory).Schools in the sample are: 
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- Mashobeni Primary - Timphisini Primary 
- Emvembili Primary - Timphisini Secondary 
- Mbasheni Primary - Ndlalambi Primary 
- Mshingishingini Primary - Mphofu Primary
 
- Madvula Primary - Mphofu Secondary
 
- Ngonini - Mazibeni Primary
 

The plan for the study, as specified by the epidemiologist advisor in
 

his final report, is as follows:
 

in 1984.
All of the secondary schools in the Lowveld should be visited 


Each student should be screened for S. mansoni and S. haemotobium and 
positive cases treated. Follow-up surveys the following year would 
provide data necessary for determinino incidence rates and optimum 

intervals between revisiting. Ideally, where prevalence is high it
 

would be advantageous to visit each Lowveld secondary school every
 

year and treat positive cases before they disperse into the
 

unreachable adult population.
 

The present BCII director has attempted to input and compile the study 
data using the portable computer and a specially-developed program provided
 

by the project. Due apparently to "bugs" in the program to compile data for
 

the Sirius computer- inMbabane (t e programmer is in Lesotho), the director
 

has turned to hand compilation of data. At the present writing, results
 

yet submitteu to the public health engineering advisor for
were not 

analysis.
 

The results of this preliminary analysis may, however, be called into 

question, since the BCU director (a) has discovered problems with the data 

(intensity of infection is not indicated), (b) has been working on the 

statistical compilation, with which she has problems, with little 

supervision (occasionally a visit from the public health engineering 

advisor). Apparently she still needs to obtain 1986 data on treated children 

in seven of the study schools. (See recormnendation 9 in section 3.1 above). 

In surrnary, the project did survey bilharzia in Swaziland and found 
the disease pre'3 lent in the northern Lowveld, particularly the Lomati River
 

basin. A study initiated in 198- to determine the effect of praziquantel on
 
bilharzia is on-going but data processing
school children infected with 


difficulties may affect the results.
 

3.3 Developing and Implementing a Bilharzia Control Strategy 

The position of the epidemiologist advisor, a recognized bilharzia
 
specialist, on the strategy to control the disease in Swaziland, is in line
 

with the MOH's primary aim, that is, to prevent the morbidity associated 
with late- stages of the disease. This morbidity is due to the accumulation 
of eggs in various organs and ti7sues of the body, and is directly related 
to the intensity of the infection. The advisor came to the same conclusion 

underlying the MOH's policy focusing treatrent on severe cases: he 
recognized that schistosomiasis eradication is not yet an obtainable goal in 
Swaziland. His sentiment, aith which the evaluation team concurs, is 
summarized in the recommiendations of his fiial report: 

While it would be ideal to have a comprehensive, integrated program of 
schistosomiasis control involving measures such as provision of 
protected domestic water, toilets, footbridges, alternative recreation
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facilities, snail control, health education and screening and
 
treatment of all positive cases, con(itions and resources inSwaziland
 
preclude this approach. Emphasis musL be placed on optimized use of
 
limited manpower and budget.
 

The strategy to be developed, he felt, was to use selected
 
chemotheraphy on human hosts selected for high rates of morbidity. He noted
 
the long-standing use by the BCU of the long netrifonate (Bilharcil), which
 
requires follow-up treatment that is sometimes difficult to accomplish;
 
opted for experimenting with praziquantel (Biltricide) in the northern
 
lowveld study; and down-played the role of molluscicides as being too costly
 
and limited because of widely-scattered transmission sites.
 

It is clear, as the project epidemiologist concluded, that control
 
activities and expenditures must be strictly prioritized and results
 
carefully evaluated. Foremost ;s the need to assess the activities of the
 
BCU from two points of view: epidemiological effectiveness and management
 
efficiency.
 

From the first standpoint, the BCU needs to be seen as one component
 
of a larger system dealing primarily, at present, with diagnosis, treatment,
 
and evaluation of bilharzia. Is it doing this effectively? Even if the
 
answer wEre affirmative, its range of effects would necessairly be limited.
 
What is needed is a preventive strategy involving potentially powerful
 
change agents. Not the least could be the Healvh Education Unit, if it
 
operated regionally with the support of a long-term mass-comriunications
 
strategy and budget. But the entire educational apparatt.s at GOS disposal
 
needs to be activated, for significant preventive behanvors to be learned
 
and passed on to future generations.
 

The second perspective, management efficiency, raises the question of
 
organizational context of the BCU in the MOH as a whole; the BCU isjust one
 
component, somewhat independent as a vertical unit, functioning in response
 
to MOH directives and resource allocations as well as to the non-formalized
 
expectations of its personnel. improvement in the BCU's management
 
efficiency, that is, achieving maximum output using only requisite
 
resources, involves both clearer arid morc consistent directives,
 
supervision, resource allocations, as well as upgrading of personnel
 
capabilities within the unit. This includes not only technical skills which
 
the project epidemiologist admirably imparted, but also management,
 
planning, and comunication skills. Notable was his observation of the need
 
for writing skills, especially for the BCU head's preparation of monthly and
 
annual work plans and evaluations. Staff training receives further
 
discussion in the following section.
 

The conclusion drawn from field visits and discussions at MOH, 
Mbabane, is that headquarters MOH must take several coordinated initiatives 
to develop and implement an adequate control for bilharzia and other 
endemic, communicable diseases. These initiatives must be taken in the 
context of overall epidemiological support within the MOH. 

Thus, taking into consideration manpower and budget limitations, the
 
epidemiologist advisor felt that (a) the proper bilharizia control strategy
 
is to use chemotherapy on selected human hosts and (b) there is a need to
 
evaluate BCU's activities for epidemiological effectiveness and management
 
efficiency.
 



3.4 Training and Enabling the Staff of the Bilharzia Control Unit
 

The original project paper states:
 

No academic or formal in-service training is provided by the project
 
because the skills required for the schistosomiasis survey are best
 
acquired through on-the-job training rather than through academic
 
training. The environmental epidemiologist will train the health
 
assistant in the collection, preservation, and examination techniques
 
necessary to conduct the survey, both for schistosomiasis and for the
 
other intestinal parasites or water-related diseases. The six months
 
between when the epidemiologist arrives and when the survey begins
 
will provide sufficient time for this training.
 

Interviews with two health assistants in the Bilharzia Control Unit in
 
Manzini revealed that the project's epidemiologist advisor did train the
 
health assistants in the use of microscopes, the basic causes of bilharzia,
 
and some techniques to use in the education of students involved in the
 
study at the school sites. Observation of the same health assistapts in the
 
field at a prziquantel school scrcening and treatment program in Mphofu 
(Hhohho Region) confirmed that they were effective both in collecting and 
evaluating samples ard in their role as health educators. Four other health 
assistants (including two microscopists) and one laboratory assistant have 
also received on-the-job training, but there is a great ra"ge in their 
educational background - from illiteracy to junior secondavy level. One 
senior health assistant, who sat unsuccessfully for O-levels, was 
transferred to BCU early August 1986 and is beginning to learn from his 
colleagues in the laboratory.
 

In the three montfs or so before his departure, tile epidemiologist 
advisor provided the new BCU director in-training with management 
orientation, computer training, some field experience (10 trips), and 
laboratory teckniques. She appreciated hcr brief tutelage, describing the 
advisor as ded, ated, patient, and flexible. 

Remaining needs of the BCU are:
 

1. 	 With formal education as a health inspector (three-year diploma
 
beyond O-levels), the head of the BCU still needs support and
 
training in such areas are:
 

- advanced laboratory science and parasitology,
 
- evaluative methods for laboratory results,
 
- computer analysis and statistical evaluation,
 
- management and supervision skills,
 
- planning, evaluation, and reporting (writing) skills.
 

She expressed an interest herself in learning the Khetho stool
 
sampling method used inBotswana. Her long-term educational goal
 
is to earn a B.Sc. inenvironmental health and parasitology; she
 
has recently applied for a USAID scholarship.
 

2. 	The majority of the nine-person BCU staff is cabpAle of 
performing varying degrees of microscop ic analysis and cmn 
identify common parasites (Ascaris, Trichuris, faennia) and 
E.co1i. They are limited, however, to the use of one sunlight and 
three electric miscroscopes (they want two more of each). Other 
equipment constraints are the use of one six-tr'be centrifuge 



(reed another with a 24-36 tube holder) and a small ;efrigerator
(need a second one 80 cm high, gas propane model for, week-long 
field campaigns). (See recommerndation 12 in section 3.1).
 

3 	The operationa, viability of the BCU at the present time is 
maintained to Wih'extent that ce iin critical MOH inputs are 
provided. The resources most indoubt, as articulated by the BCU 
director by order of priority, are: 

Transport - the former advisor's vehicle nas recently been seen 
inoperation at the MOH, Mbabane; whereas BCU director has been 
told by the CTA, where it was delivered for minor exhaust pipe 
replacement, that itwas in the shop there. BCU director did not 
have operating BCU vehicle to join evaluation team at. Mphofu and 
BCI sampling team had to borrow Tuberculosis Unit's vehicle to 
reach Mphofu. BCU has none of three assigned vehicles available 
and in operating conditT6n (See recommendation 11 of section 
3.1) 

Budget - supplies have been purchased recently mostly fraO, the 
APIA-subcontract, yet no regular budgeting plan for restocking
have been adopted. 

Laboratory stock - formalin will last until Septcrmber, ether to 
Uecem e 7 G and Haema-sticks (at 600/month) until February 
1987.
 

Supervision and guidance - a question of morale in effectiveness 
oom-s-lrge-, . - T- - interest is shown by OH in operational 

performance of the BCU on a regular basis. (See recommendation 10
 
of section 3.1)
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CHAPTER 4 PUBLIC HEALTH ENGINEERING
 

4.1 	 Overview
 

The main purpuse of this chapter is to determine to what extent the
 
project has contributed to the strengthening of (a)the RWSB's public health
 
engineering unit and (b) this unit's linkages with Lhe Ministry of Health.
 
The evaluation team finds that the project has satisfactorily carried out
 
the public health engineering component. Not all the anticipated outputs
 
were realized but the project has carried out some important activities that
 
were not originally scheduled. Performance by all parties concerned (USAID,
 
Government, Technical Assistance Contractor) is judged satisfactory despite
 
some difficulties. The public health engineering advisor and the WASH
 
consultants have earned the praise and respect of their Swazi colleagues.
 

Major accomplishments of this component are:
 

Establishment of the public health engineering unit at the Rural
 
Water Supply Roard and training and assignment of counterparts
 
(engineer and public health inspectors).
 
Coordination with the Health Inspectorate.
 
Heavy participation in the planning activities of the water and
 
sanitation sector.
 
Preparation of guidelines and standards.
 

-	 Special assistance duriqg emergencies and direction of all 
activities of the unit.
 

Some problems or unfulfilled needs remain. The public health
 
engineering unit needs a broader scope of action but does not have the
 
authority to intervene in domains other than water supply. The public health
 
engineering counterpart needs further training and a well defined workplan.
 
The health inspectors of the unit need closer supervision and also a well
 
defined workpli.n. The water quality laboratory technicians need further
 
training. There "s a shortage of trained public health engineering workers-

Sectoral planning and coordination with other ministries are the areas most
 
likely to suffer from the absence of the public health engineering advisor.
 
Integration of the activities of various government agencies involved in the
 
water and sanitation sector is not easily achieved, being subject to several
 
constraints.
 

Recommendations
 

1. 	Set up a task force to define the scope of public health
 
engineering in the Swazi context, including environmental control
 
and the relationships among various government agencies concerned.
 

2. 	Define major water resource development projects and begin
 
reviewin 3, those most likely to have severe health impacts.
 

3. 	Provide training and technical assistance in the area of public 
healt, engineering. 

4. 	 Set up a task force to define manpower needs and training
 
possibilities in the field of public health engineering.
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5. 	Greater integration is recommended among the public health
 
engineering, health inspectorate, epidemiological and health
 
education units.
 

6. 	Alternatively to the task forces mentioned above, short-term
 
consultants may be hired, or the NAG and TSG may be asked, to
 
carry out the recommended work.
 

4.2 	Scope
 

The final evaluation's statement of work contains three items that
 
relate specifically to the public health engineering comporent. The
 
performance of this cnmponent is to be evaluated to determine how the
 
project contributed to­

1. 	Strengthening the Rural Water Supply Board's public health
 
engineering unit.
 

2. 	Strengthening this unit's linkages with the Ministry of Health
 
through the assignment and training of counterparts.
 

3. 	 Involving the public health engineer in the development and review
 
of new water projects.
 

This is somewhat of a peculiar scope that invites affirmative answers
 
to the questions raised and leaves out some aspects of the original scope of
 
work. However, it is the framework within which the discussion will be
 
presented. During an initial meeting inWashington with Dr. DeBose, USAID
 
regional health officer formerly in charge of the project, he indicated that
 
the evaluation might also include the following items:
 

4. 	 How well the component has been carried out and what the
 
Government of Swaziland can do with its own resources.
 

5. 	Was it a good idea to introduce the position of public health
 
engineering into the context?
 

4.3 	 Achievements
 

Project achievements in the area of public health engineering are well
 
documented in Dr. Hoadley's draft report. We have discussed this report at
 
great length with Dr. Hoadley himself, with the technical staff of the Rural
 
Water Supply Board (senior engineer, design engineer and public health
 
engineer) as well as representatives of the Ministry of Health. Everyone
 
concurs that the statements in. the report are generally correct.
 
Consequently, rither than repeating those statements, we include the
 
relevant sections of the report in Appendix N and surmnarize the important
 
information below. In this discussion, public health engineering advisor and
 
counterpart refer respectively to the technical assistant (Dr. Hoadley) and
 
the Swazi engineer (Mr. Dlamini or his predecessor).
 

The projeu. has provided 5 years of public health engineering
 
assistance to Swaziland through a contract with Dr. Hoadley, who has acted
 
as engineering advisor and as project manager. He has provided good
 
coordination between the Rural Water Supply Board and the Health
 
Inspectorate. The project has also provided three months :c short-term 
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technical assistance, through WASH consultants, for the planning activities
 

in the water and sanitation sector. The public health enyineering advisor,
 
working with the government agencies, has made possible the following
 
results:
 

unit 	and position at
1. 	Establishment of public health engineering 

the Rural Water Supply Board, in the Ministry of Natural
 

Resources, with well defined duties and responsibilities.
 

public
2. 	Recruitment of 3 candidates for the position of health
 

engineer. The first two candidates, trained in Canada, resigned to
 

enter the private sector. The third candidate, trained in the
 
U.S., joined RWSB inMay 1985.
 

3. 	On the job training of the public health engineer with his
 
assignment to work on various problems in design, planning,
 
construction and health inspection.
 

4. 	Establishment of a position of health inspector in the public
 
health engineering unit to reinforce coordination with the Health
 
Inspectorate. A second health inspector was assigned to the unit
 
after the first one was sent abroad for a two-year course in
 
public health engineering. When he returns, the second inspector
 
will follow the same program.
 

5. 	On the job training of the health inspector.
 

6. 	Preparation of water quality guidelines, design standards, and
 
guidelines for review and approval of projects.
 

7. 	Participation in sectoral planning activities.
 

8. 	Establishment and supervision of a ,.ater quality laboratory.
 

9. 	Special assistance during emergencies such as the cholera outbreak
 
of 1981-82 and the cyclone of January 1984.
 

10. 	 Participation in and direction of all routine activities of the
 
public health engineering unit from source investigations to
 
preparation of a manual on latrine construction.
 

Concerning the establishment of the public health engineering position
 
and unit at the Rural Water Supply Board, it is significant to note the
 
following comments expressed by the public health engineering counterpart:
 

I. 	He interprets public health engineering to mean more than what he
 
is presently doing. He feels a lot more can oe done under this
 
unit, taking into consideration (a) his civil engineering degree
 
with solid elements in the water, sanitation and environment field
 
and (b)the fact that there is no other unit in Swa7iland directly
 
involved in environmental health issues of this nature. Although
 
this would include issues outside the field of water and
 
sanitation, the Ministry of Health is still responsible for the
 
control of environmentally detrimental activities that may affect
 
health immediately or over the long term. It is possible to expand
 
this unit as more public health engineers and technologists are
 
trained.
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technical assistance, through WASH consultants, for the planning activities
 

in the water and sanitation sector. The public health engineering advisor,
 

working with the government agencies, has made possible the following
 
results:
 

at
1. Establishment of public health engineering unit and position 


the Rural Water Supply Board, in the Ministry of Natural
 

Resources, with well defined duties and responsibilities.
 

2. 	Recruitment of 3 candidates for the position of public health
 

engineer. 	The first two candidates, trained in Canada, : signed to
 
the private sector. The third candidate, trained in the
enter 


U.S., joined RWSB inMay 1985.
 

3. 	On the job training of the public health engineer with his
 

assignment to work on various problems in design, planning,
 
construction and health inspection.
 

4. 	Establishment of a positioni of health inspector in the public
 
health engineering unit to reinforce coordination with the Health
 

Inspectorate. A second health inspector was assigned to the unit
 
after the finst one was sent abroad for a two-year course in
 
public health engineering. When he retulrns, the second inspector
 
will follow the same program.
 

5. 	On the job training of the health inspector.
 

6. 	Preparation of water quality guidelines, design standards, and
 
guidelines for review and approval of projects.
 

7. 	Participation in sectoral planning activities.
 

8. 	Establishment and supervision of a water quality laboratory.
 

9. 	Special assistance during emergencies such as the cholera outbreak
 
of 1981-82 and the cyclone of January 1984.
 

10. 	 Participation in and direction of all routine activities f the
 
public health engineering unit from source investigations to
 

preparation of a manual on latrine construction.
 

Concerning the establishment of the public health engineering position
 
and unit at the Rural Water Supply Board, it is significant to note the
 

following comments expressed by the public health engineering counterpart:
 

1. 	He interprets public health engineering to mean more than what he
 
is presently doing. He feels a lot more can be done under this
 
unit, taking into consideration (a) his civil engineering degree
 
with solid elements in the water, sanitation and environment field
 
and (b)the fact that there is no other init in Swaziland directly
 
involved in environmental health issues of this nature. Although
 
this would include issues outside the field of water and
 
sanitation, the Ministry of Health is still responsible for the
 
control of environmentally detrimental activities that may affect
 
health imnediately or over the long term. It is possible to expand
 

this unit as more public health engineers and technologists are
 
trained.
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2. 	 It is easy to demonstrate that the public health engineering unit
 

a lot to do. For example, the mid-term evaluation report
has still 

is nearing
mentions dams; a Water and Sewerage Board's darn 


for the water 	supply of Mbabane; it is not
completion at Hawane 

sure that its design was reviewed. Also, the Ministry of Health
 

must provide input to the approval of solid waste disposal sites
 

selected by Town Councils. Conflicts arise when the public health
 
even if it
engineering unit intervenes into someone else's field, 


is related to health.
 

3. 	 Inview of these observations it is advisable to:
 

(a) 	redefine the responsibilities of the public health
 
engineering unit;
 

(b) 	extend the contract of the unit's advisor for his exclusive
 
assignment to public hea',h engineering duties;
 

(c) 	continue training of the public health engineering
 
counterpart until judged sufficient by the advisor.
 

4. 	As far as the Rural Water Supply Board is concerned, the public
 

health engineering unit is well established with specific duties
 

being adequately executed. The public health engineering
 
counterpart has been involved in almost all stages of RWSB's
 

operations. At first he worked with Dr. Hoadley and Mr Dotter,
 
the Canadian public health engineer, on all of the mit's
 

these 7
operations until December 1985. For a great portion of 

months, the counterpart worked with Mr. Potter, under Dr.
 

Hoadley's supervision, because the latter assumed management
 
responsibilities of the Rural Water Borne Disease Control Project.
 
From February to July 1986, the counterpart was assigned to work
 

in RWSB's design section. He now feels confident he can play his
 

role in the unit, including the supervision of the water quality
 
laboratory.
 

5. 	 The formal and on-the-job training of two public health inspectors
 
and their integration to the public health engineering unit are
 

progressing. However, a proper job description still needs to be
 

drawn for these individuals because their duties are not well
 

defined. They just seem to survive from day to day, in most cases
 
doing clerical work at the Ministry of Health or at the public
 
health engineering unit. The first inspector, Mr. Mamba, is now in
 

training abroad. The second inspector, Ms. Dube, has just started
 

working with RWSB's micro-technician on spring protection in the
 

Hhohho Region. H2r training includes feasibility studies, design,
 

preparation of materials list, cost estimation, and, to some
 

extent, exposure to construction techniques. The objective is to
 

provide her with basi(. skills so that she can help other health
 

inspectors or assistants meet RWSB's standards when they undertake
 
the MOH's spring protections.
 

Note of the evaluation team. The government decision establishing the
 

position of health inspector at the public health engineering unit does list
 

the responsibilities and duties of that position. What the preceding coiitnent
 
to prepare a
suggests, perhaps, is the need to further define these duties, 


work plan for the health inspectors, and supervise their activities more
 

closeiy. Itmust be noted, however, that the public health engineering unit
 

does 	have a work plan.
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4.4 Progress since the Mid-term Evaluation
 

It is appropriate to review what progress has been accomplished since
 

the mid-term evaluation, which raised two major issues and recommended some
 
measures to address them.
 

The first issue is the requirement of the original project paper that
 

the public health engineer review all major water works designs. The
 

evaluation report mentioned the problem of defining what a major project is
 
and also the concern that the public health engineer's review might be
 
limited to RWSB's water supply projects instead of all water resource
 
development activities. The timing of the review was also a factor to be
 
considered as itmust take place at the feasibility stage to have an impact.
 
The second issue was the training of a Swazi public health engineer and the
 
institutionalization of the public health engineering ,)osition.
 

To address these issues, the mid-term evaluation team made the
 
following recommendations:
 

1. 	Define major water resource development projects and, via the
 
evaluation and impact analyses required of donors for proposed
 
projects, begin review of all major projects by February 1984.
 

2. 	 Emphasize the development of water quality and public health
 
engineering regulations and push for legislation to be in effect
 
by January 1985.
 

3. 	Greater integration is recommended between the public health
 
engineering, epidemiological, and health education components of
 
the project.
 

4. 	 USAID should consider development of a new rural water supply PID
 
to investigate the possibility of funding for RWS3 activities in
 
case the RWSB loses its funding and is unable to continue with the
 
construction of rural water supply systems.
 

5. 	 Take appropriate decisions regarding the graduate training of the
 
public health engineering counterpart and the related extension of
 
the advisor's contract, depending on the qualification and
 
motivation of the former.
 

Recommendation No.1 was simply not followed. The public health
 
engineering advisor's report states that "this objective (review of all
 
designs and plans) was considered inappropriate in terms of both needs and
 
effective use of the time of the public health engineer. It was, therefore,
 
agreed betyeen the senior engineer, senior health inspector, regional health
 
development officer, and the project that this objective would be dropped in
 
favor of activities identified in the workplan for the public health
 
engineer". The final evaluation team believes that the proposed review would
 
be an important step in the institutionalization of public health
 
engineering in the country. Although schistosomiasis may be less severe than
 
assumed in the project paper, which observation led tc shift the emphasis to
 
diarrhoeal diseases, that disease still affects a great number of Swazis 
particularly in the lowveld. The subject of schistosomias;is control by 
engineering measures should also be included in the training, formal or on­
the-job, of the public health engineer. 
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Recommendation No.2 has essentially been carried out, perhaps by the
 
date specified.
 

Recommendation No.3 deals with the linkage between the Rural Water 
Supply Board and the M;nistry of Health. The subdivisions inolved here are 
the public health engineering unit, the health inspectorate, the health 
education unit and the bilharzia control unit. The integration recorwnended 
has not happened. Some progress has been achieved, particularly the 
establishment of the public health engineering unit and the coordination 
with the Health Inspectorate. In the words of the public health engineering 
counterpart, the linkage with the Ministry o. Health still needs 
strengthening. The public health engineering unit has established some 
liaison with health inspectors, provided technical assistance in the design 
of spring protections, participated in spring protection workshops 
(organized for health inspectors, health assistants and rural health 
motivators and other field workers) aod recommended priority cor'nunities to 
be provided water supplies, based )n the prevalence of water related 
diseases and information provided by the Health Inspectorate. So far as the 
other MOH sections (eF idemiology, health education, etc) are concerned not 
much integration has occurred. It must be recognized, however, that 
integration is subject to several constraints and that the subject has been 
discussed by the sectoral planning technical group.
 

Concerning reconinendation No.4, it is riot clear what funding loss 
(government or donors) the mid-term evaluation report referred to. in any 
case, USAID-Swazi land did finance the construction cF 8 smal .ater supply 
systems out of surplus project funds. 

Some significant developments have occurred regarding recorunendat ion 
No.5. The counterpart in question resigned soe time ago ind has been 
replaced by Mr. M. Dlamini since May 1985. Dr. ioadley'! contract has also 
been extended until 30 September 1986. Both the RWSB's senior engineer and 
the public health engineering advisor rate the current counterpart as 
competent, capable, dedicated, and reliable. The evaluation team has 
observed the counterpart during the past 3 weeks and generally concurs with 
this assessment. He should be encouraged by further training and gradually 
increasing responsibilities. 

4.5 Evaluation 

4.5.1 Performance 

In conclusion, the evaluation team estimates that the project has 
satisfactorily c3rried out the public health engineering component. Not all
 
the original outputs, or those recorinended later, were realized, but the
 
project faced some unexpected difficulties to which it had to adjust. As 
found in the mid-term evaluation, all entities performed adequately their 
functions: the Government of Swaziland, USA I,-Swaziland and the techiical 
assistance contractor (Academy for Educational Development). The project has 
ber,fitted from a tremendous support of USAID and top ministry officials 
although it was at times affected by bureaucratic delays and dVfficult 
inter-ministerial coordination at high level. 

Dr. A. U. Hoadley, the public health engineering advisor, deserves 
praise for the way he has performed his work. He is recognized as a very 
competent, exper ienced, adaptable advisor With excel lent interpersonal 
skills. His personal and profess iona I qualities have played an important 
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role in the success of the project. His influence in bringing about results 
is undeniable. Perhaps the best testimony to his performance is the fact 
that all three of his colleague-engineers at the RWSB3 have expressed the 
wish that his contract can be extended for another two years. 

It was certainly appropriate to include thu public health engineering 
component in the project although some questions rLnain concerning its 
proper location and responsibilities. On the one hand, the Govervnment of 
Swaziland is convinced of its importance and shows its coirinitment to the 
concept. rhe demand for public health engineering has been established and 
may be extended to other areas. On the other hand, its location at the RWSB 
seems to limit its role to the quality of water supplies while this role 
could be broadened to include issues related to other public health aspects 
and to environmental control. More particularly, the control of diseases 
caused by water resources development projects, originally included in the 
project objectives, should fall within the purview of the public health 
engineering unit. It should also be mentioned that the technical assistance 
team should have incluled a chief of party or team leader in addition to the 
specialists. It was not prudent to have the health educator or public health 
engineering advisor double as team leader; that was at the !etriment of 
their technical duties.
 

The contribution to water and sanitation planning, discussed elsewhere 
in this report, is considerable, but it has consumed a good deal of the 
public health engineering advisor's time. In the process, the unit and the 
water quality laboratory have suffered somewhat. The performance of the WASH 
consultants hs also been praised. 

4.5.2 Remaining Needs 

Comparing the achievements of the project to the three main items of 
the original scope of work of the public health engineering component, the 
evaluation team finds that some aspects have not been fulfilled. The
 
recommendations of the mid-term evaluation and some amendments are also
 
considered.
 

1. 	 Review of designs of water works. Very little has been done.
 

2. 	 Preparing water quality guidelines, criteria for the design of 
water supply systems, and criteria for the selection of target 
communities. This element has been reasonably fulfilled. 

3. 	 Establishmenc and staffing of the public health engineering unit. 
The public health engineering counterpart needs further training 
and hands-on experience. 

4. 	 Greater integration with the health education and epidemiological 
componeIts. Much remains to be done in this area. 

5. 	 Development of a USAID sponsored program to construct rural water 
systems. This element has been reasonably fulfilled. 

More 	generally, the Government needs to: 

6. 	 Extend the concept of public health engineering to areas other
 
than water supply and train more public health engineers.
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Problem 2: The public health engineering counterpart needs further
 

training and a well defined workplan. The health inspectors of the unit need
 

closer supervision and a well defined workplan. There is a shortage of
 

public health engineering specialists.
 

Problem 3: Sectoral planning and coordination with other ministries are
 

the are5smost likely to suffer from the absence of the public health
 

engineering advisor.
 

the Rural Water Supply Board training and
Recommendation 3: Provide to 

technl-ic-a-T--as--stanice in the area of public health engineering.
 

(a) Technical Assistance: an advisor for the first 12 months plus two
 
one-month evaluation missions in the eighteenth and twenty-fourth
 
months. This advisor will provide on the job training and guidance
 
to the public health engineering counterpart and help implement 
all recommendations of this chapter. The statement of work for 
this technical assistance should not be a simple continuation of 
the current position. The termT Of reference should specify 

definite results to be obtained and the advisor's workplan should 
be prepared accordingly.
 

(b) The training program of the public health engineering counterpart 
will consist of: 

o 	 Twelve months of guided, on the job training. During the 
first 6 months the counterpart wi 11 receive intensive 
training and coac, ing, participating in all aspects of the 
unit, accompanying the adv isor to all meetings, and being 
introduced to officials. During the second six months, the
 
advisor takes the back seat, observing and, as necessary, 
advising the counterpart.
 

o 	 Twelve months of ;iands-on experience, on his own with 

further observation and advice by the advisor in the riiddle 
and at t - end of t-., second stage. The health inspector 
nnw in train -n in Mauritius yi 11 have returned at the 
biLginning of this stage and will be gradually introduced to 
the duties of the public health engineer in addition to 
carrying out his own responsibi Iitio. 

o 	 Twelve months of further experience for the engineer 1nd 

training of the health inspector who will be familiar with 
all duties and responsibi lities of the unit. 

0 	 Twelve months of graduate education. Because of previous 

credits in water, sanitation and public health, the 
counterpart should be able to obtain a Master's degree in 
the field within this period, including, if necessary, a
 
summer session.
 

(C) The training and technical assistance program will include the
 
preparation of detailed workplans, with well defined outputs and
 
schedules, for the public health engineering counterpart and
 
health inspectors.
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Recommendation 4: Set up a task force to define manpower needs and
 
training possTb-TTiif-s in the field of public health engineering. The need
 
assessment will concern engileers and technicians for government agencies,
 
donor organizations, privat sector and private voluntary organizations;.
 
Training possibilities will include on the job, long and short-term, in
 
ccuntry and abroad activities.
 

Problem 4: Integration of the activities of various government agencies
 
involved it-he water and sanitation sector could be improved.
 

Recommendation 5: Greater integr:tion is recommended among the public
 
healtiTen7gineering, health inspectorate, epidemiological, and health
 
education units (from the mid-term evaluation re-port). As this integration
 
will raise several problems in the field and at headquarters, a study should
 
be conducted by the NAG's TSG, by a similar group or by a consultant to
 
(a) determine at what levcl or levels the integration will occur and 
(b)suggest an implementdtion program. 

Recommendation 6: Alternatively to the task forces mentioned above, 
short-term consu Ti--Ts may be hired or the TSG/NAG may be asked to carry out
 
the recommended work.
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CHAPTER 5 	 PLANNING AND CONSTRUCTION OF RURAL WATER AND SANITATION 
SYSTEMS 

5.1 	 Planning for Development of the Water Supply and Sanitation
 
Sector in Swaziland
 

5.1.1 Overview
 

With appreciable technical assistance from the Rural Water Borne
 
Disease Control Project, the Technical Subgroup of the National Action Group
 
has accomplished much in terms of planning the development of the water 
supply and sanitation sector. Several meetings and workshops have culminated
 
in the preparation of policy and strategy documents as well as a two-year 
action plan. While the national policy awaits Lnc approval of the
 
government, a planning process has been established ind the documents
 
prepared will guide the harmonious development of the sector in the years 
ahead. A fiie-year action plan will follow the two-year plan. One merit of
 
the plan is 	tat it is an emanation of the activities of Swaz" technicians. 
Minor reservations concern:
 

- the possible loss of momentum when the RWBDCP's technical 
assistance stops; 

- community participation, effectiveness of health education and 
payment of recurrent costs by beneficiaries; 

- a more active participation in the planning process by other 

donors and non-governmental organizations; 

-	 required official support for government approval; 

- a possible discrepancy between expected government contributions 
to the two-year plan and recent levels of capital investment in 
the sector. 

5.1.2 Activities
 

The project has contributed much to the planning activities in the
 
field of water supply and sanitation in Swaziland. the project's input was
 
provided through the assistance of the public health engineering advisor 
(A.W. Hoadley) and consultants recruited through the WASH (Water and 
Sanitation for Hea 1th) project. Swaziland initiated one sectoi , planning 
activities back in 1979-80 under the United Natiu,, water and sanitation 
decade program but most of the significant achievements of the sector 
occurred over the past 12 months. The following list of activities is 
derived from information provided by the public health engireering advisor 
and verified throuyh discussions with the WASH consultants, the RWSB senior 
engineer, UNDP officials and others. 

Format ion of a Technical Subgrnup (SG) under the National 
Action Group (NAG). Preparation of a workplan under the 
guidance of WASH consultants. 

Preparation of a qL,atemernt of sectoral needs, policies and 
strategies by the 1SG, again with WASH's technical assistance. 



National seminar organized by the Technical Subgroup to review
 

this statement with officials and non-governmental organizations.
 

Prepar1-ion of a two-year action plan for the sector, also with
 

WASH's assistance.
 

One other planning activity remains for the TSG: preparation of
 

five-year master plan for the period following that of the two­

year plan.
 

5.1.3 Review of Documents
 

The Technical Subgroup has prepared some documents that will guide th..
 
sector neeus,
development of the water supply and sanitation by defining 


strategies and constraints and drawing a short-term action plan. We have
 

reviewed these documents and we generally concur with their findings, some 
of which, related to rural areas, are presented below.
 

the availability of adequate
Needs: Health status depends largely on 

the extent of health education in the
water an-%'sanitation facilities and on 


communities. Geography affects the availability of water and the ability to
 

provide it at a low cost. Water is more available and of better quality in
 

the high and middle velds than in -2 lowveld. Optimal benefits are obtained 
by coordinating water supply, sanitation, public health ecucation and 

community participation. There is a need to standardize cvnstruction arid 

proide for r-per maintenance and operation. Some failures have occurred as 
operating costs and to otherwisea result of communities failing to pay for 

assume ownership and responsibility for the systems. Th-re is also a need to
 

coordinate action in the sector by several governmental and non-governmental
 

organizations so as to avoid duplication and reduce waste. It is difficult
 

to retain or recruit qualified manpower for the various activities in the
 

sector.
 

Policies: Between 1986 and 1991, increase: (a)access to safe water
 

supplies Trom 40% to 50% and (b)access to appropriate sanitation from 25%
 

to 35%. Planning and construction of water systems must be in accordance
 

with RWSB's standards so that the government can continue to support their 
low\eld has the greatest needs and will, therefore, receive
maintenance. The 


early stage
supply and at 


of planned resettlements Provision si,,'l be made for coorditation of water

priority. Water sanitation must be considered an 


supply, sanitation, health education and community participation activities. 
term trining of technicalProvision shall also be made for long and short 

and support personnel.
 

Organize water and sanitation (or other develoment)Strategies : 
committ--e-es- I6-that communities can participate in all stages oi sectora 1 
development and later assume ownersh'ip and maintenance. Public tandposts 
and pit latrines will be used. Implemenrtirig agencies (Rural Water Suprply 
Board. Health Inspectorte, flealth [ducaltion Centre) sha11 coor(inate their 

for e;ectoral development shall be es;tablished byactivities; priorities 
regional development shall be established by regional developiment t,ims. 

simmaryTwo-Y(_rir Action Plan : (extracted verbatim from tlhe xloc(it. ve 

of the 4_ralff nt July 1986).doc umim datied 
The two-year action plin for the p riod 1987-1989 hv beri (ra fted as an 
intermediajte t'tep in the corit inng proc(s-, of planninig for iovelopiment of 
the water !;upply ard sanIitation sector in Swaiil id. It has been prepared 
under the gu idance of the Nat i orna 1 Action Group (NAG) wh i ch has 



responsibility and authority for coordination and general supervision of all
 
sectoral activities, for establishing rural water supply policy, and for
 
planning sectoral development.
 

The two-year action plan for development of water supply and sanitation
 
in rural areas consists of nineteen (19) planning elements which include:
 

- construction of new water supplies to serve 65,449 people and 
implemented by Government agencies and non-governmental 
organizat ions; 

- rehabilitation of inoperable water systems to serve 12,000 people;
 

- construction of 3,000 latrines;
 

- maintenance of water systems;
 

- manpower assessment and planning, training, and establishment 
and filling of positions to meet iWnedite needs; 

- supporting activities required to implement projects and 
programmes, including linkage of he.lth educatibn and community 
participation with water supply and sanitation, and coordination 
among agencies; 

- preparation of a five-year sectoral development plan.
 

Crude budgets have been prepared for the plan period amounting to
 
E8,283,681; El,,90,385 of which must come from the Swaziland Government, and
 
E6,393,296 of which must come from external sources.
 

In general, the two-year action plan calls for a level of capita. 
investment in water supplies under the RWSB in line with past level of 
activity and which will provide safe water to an additional 41,249 people. 
This isconsistcnt with national five year goals established in tne national 
policy. It also calls for an increase in the level of investment in rural 
sanitation which will acquire external support. Maintenance, which is 
essential to continued operation will require increasingly large budgets as 
the nurnbe; of water supplies increases and as systems age. The plan calls 
for d study of funding mechanisms to reJuce the burden on Government in the 
long term. 

Other elements called for in the plan include on-going activities and 
planning and development of activities required for implementation of 
existing programmes and for meeting future needs. 

5.1.4 Appreciation
 

With technical asistance from the Rural Water Borne Diseasc Control 
Project, the Technical Subgroup has prepared a set of !Ltoral planning 
documents that are rarely available in developing countries. These documents 
reflect the needs, policies and strategies of the Government as they were 
prepared by wazi offic ialis with only guidance an(d technical qupport from 
the project and WASH. These activities have helped establish a solid 
sectoral planning base and the bnefits of such an institutional proce,, 
will be apparent in the future. With strong support from the Ministry of 
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Natural Resources, the Senior Tngineer of the Rural Water Supply Board is
 
designated as Secretary to the National Action Group and Chairman of the
 
Technical Subgroup.
 

Apart from the planning process itself that was demonstrated, the main
 
benefit of these activities is a framework for orderly and efficient
 
development of the sector. It becomes easier to identify and prioritize
 
feasible projects when funding isavailable from government, internationai,
 
bilateral, and private s, rces. The documents also identify weak points that
 
need reinforcement so as to optir:ize the use of resources.
 

In the words of the Government officials we met, the planning process
 
in the water and sanitation sector here is a tremendous success. The
 
planning process may be completed by the end of December i986, when the
 
Cabinet is expected to approve the final documents whose draft is under
 
revision by the TSG and will be submitted to the NAG at the end of September
 
for review and approval.
 

M.i or concerns expressed by the evaluation team are:
 

1. 	The sectoral planning documents are a Swazi achievement for which
 
the members of the TSG and NAG ought to be congratulated. However,
 
the public health engineering advisor, representing the senior
 
engineer of RWSB, proved to be an important catalyst. One wonders
 
if the TSG will keep its momentum once the USAID's project ends.
 

'RWSB's 	senior engineer has stated his commitment to continue the
 
sectoral planning activities, replacing the public health
 
engineering advisor, with assistance from the two other engineers
 
currently on the board's staff. However, all three Swazi engineers
 
are already working at capacity, handling their own
 
responsibilities and helping with the duties of the planning and
 
construction position.
 

2. 	Community participation was addressed in the policy and background
 
docunents but perhaps not strongly enough. There is a link here
 
with health education so that the communities will be willing to
 
contribute labor and funds for the construction and operation of
 
water systems. In the few field visits that we undertook, we did
 
not feel that all the communities had the sense of ownership and
 
responsibility for maintcnance that is required. The planning
 
documents might make a stronger case for community participation
 
in construction and operation. Eventually, recurrent costs will be
 
too much of a burden for the government and provision should be
 
made for the communities to pay entirely for operation and
 
maintenance. It is even desirable that they pay a portion of the
 
capital costs to the extent that their revenue5. permit. (There is 
a tendercy now to require a starting fund of El,OOO before 
installing a water system. Communities normally pay for running 
costs such as electricity and fuel, but the RWSB assists with 
maintenance and repair at no charge. RWSB will train maintenance 
workers and try to have the communities pay for all operation and 
maintenance costs. The whole question is under study and it is 
hoped that decentralization sill facilitate a solution). 

3. 	Other donors (UN agencies, bilateral aid agencies) arid non­
governmental organizations might be invited tc take a more active 
role in the planning process. This should not be done in a way to 
make the process lose of its national essence but would acilitate 



its acceptance and implementation. Inother words, while keeping
 
the planning process as a prerogative of the government, it would
 

pay to make the donors and NGOs feel part of this process. It
 
would also serve to lessen the possibility that the documents will
 

be later accused of excessive influence of American technical
 
assistance.
 

4. The U.S. public health engineering advisor warns that to obtain
 

cabinet approval and financial support, strong leadership from the
 

officials and clear directives to the NAG and TSG as well as
 
suppo-t of the Department of Economic Planning will be required.
 
In that regard, during a meeting with the Principal Secretary and
 
the Planning Officers of that Department, we noted their concern
 
for the rising burden of recurrent costs and their insistence that
 
water supply ard sanitation projects include adequate elements of
 
health education and community participation
 

5. 	There seems to be a discrepancy between the expected contribution
 
of the government and the recent levels of capital investments in
 
the sector. The two-year plan indicates that the government will
 
contribute more than one million Emalangeni toward the
 
construction and rehabilitation of water supply systems while it
 
contributed E200,O00 in fiscal year 1985-86 and an average of
 
E150,O00 ir: the 5 previous years. The current budget of the Rur2l
 
Water Supply Board is E500,O00 per year. (Approximately two thirds
 
for salaries of office and permanent staff and one third for
 
overhead and operation and maintenance; field employees are paid
 
on project funds).
 

6. 	 Comment of the public health engineering counterpart: The draft
 
short-term action plan has an allocation for the MOH's health
 
assistants to execute spring protections. This is a potential
 
problem built into the plan as health assistants have difficulty
 
constructing water supply systems to the Rural Water Supply
 
Board's standards. Health assistants still need considerable
 
practical training and supervision in this field. The spring
 
protection workshops and manuals provided to the health inspectors
 
and health assistants have proved insufficient. What they really
 
need is the kind of training and experience that Ms. Dube, a
 
health inspector, is getting at the RWSB's public health
 
engineering unit.
 

Actually, the ccior health inspector, head of the Health
 
Inspectorate, has requested that water supply construction be
 
removed from the activities of his department. but his request was
 
denied. He thinks that the RWSB should have responsibility for the
 
construction while the health assistants can handle the health
 
education and community participation aspects.
 

5.2 	 Constructing Small Rural Water Systems
 

5.2.1 Overview
 

It is estimated that the Rural Water Supply Board has completed 80 or
 
85 percent of the construction work funded under the project for 8 water
 
supply systems throughout the country. It is well within RWSB's capabilities
 
to do the remaining work by the 30 September deadline but there are
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roadblocks that must be removed: Community participation for such work as
 
the purchase of materials,
trenching, government n-der book: for 


transportation. It is up to the IThSB to determine how best to remove
 

difficulties of a logistic nature. Coordination with the MOH's Health
 

Inspectorate was not easy and here the two agencies are encouraged to
 
in the 	 under
determine how best to work together field as mandated the
 

national water and sanitation policy.
 

5.2.2 	 Background and Purpose (Adapted from the public health engineering
 
advisor's report)
 

In late 1985 it was decided to use project surplus funds to fulfill
 
some
some 	 project objectives while meeting immediate needs of rural
 

communities. Thus a proposal was prepared with REDSO Engineering's
 
assistance for the construction of the eight water systems summarized in
 
Table 5-1. These systems would serve a total population of 9500 in 1996 at a
 
total cost of E463,335, to be contributed by the Government of Swaziland
 
(26%) and USAID (74%). In general these systems include four components:
 
source development, transmission, storage, distribution.
 

This activity was viewed as a demonstration of the achievements of the
 
project for it called for coordination of the elements that had received
 
support under the project and that were to be emphasized in the national
 
policy for development of water supply and sanitation in Swaziland.
 
Implementation of water chemes was to be carried out through the Rural
 
Water Supply Board. The Health Inspectorate was to provide health education,
 
help target communities with latrine construction, and assist in
 
organization of community participation. This assistance was important to:
 

(i) Increasing community understanding of hoalth problems and how
 
clean water and sanitation can help improve health.
 

(ii)Developing effective organization for involving the communities in
 
planning, construction, operation, and maintenance of water
 
systems.
 

(iii) 	Motivating the construction and use of latrines linked to the
 
provision of safe water.
 

(iv)Motivating proper use of water for all home uses including
 
drinking, cooking, personal hygiene, and washing clothes.
 

5.2.3 	 Achievements
 

The Rural Water Supply Board is active in the construction and
 
maintenance of two types of water supply systems:
 

- Micro systems serving up to 1000 people, consisting mainly of 
small spring proctection structures or boreholes equipped with 
hand pumps (average population served is 150). 

- Macro systems serving populations up to 5000; they may be 
boreholes equipped with submersible pumps or spring gravity fed 
systems with transmission, storage and distribution facilities 
(average population served is about 1000).
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To carry out its activities, RWSB has set up the organization shown on
 
the chart of Figure 5-1. Besides the headquarters staff, RWSB has a
 
maintenance section and four construction units, one in each of four
 
regions. Each of these units, headed by a clerk of works, has 25 to 35
 
members. In all, the field staff of the RWSB includes:
 

5 clerks of works
 
3 foremen
 
1 inspector of works
 
1 mechanical technician
 
1 community development officer
 
1 micro technician
 
2 assistant community development officers
 
2 builders
 

15 heavy duty drivers
 
16 bricklayers
 
1 construction technician
 
7 water technicians
 
1 maintenince technician
 

11 pipefitters
 
3 mechanics or plant mechanics
 
7 plumbers
 
3 carpenters
 
6 light duty drivers
 
1 storekeeper
 
4 storemen
 
6 nightwatchmen
 
1 laboratory technician
 

30 laborers
 

RWSB's senior engineer provided the following information. Each
 
construction unit is divided into 4 groups, each group headed by a
 
technician. Each group could complete a project by itself in six to eight
 
months, but because of problems of procedures, scheduling, materials
 
purchase, manpower recruitment for replacement, it takes a group one year
 
to complete a macro project. Two groups are assigned to the USAID sponsored
 
projects in order to complete them in 6 months. This is the maximum number
 
that can work simultaneously on one project to avoid inefficiencies.
 

Table 5-2 summarizes the information extracted from progress reports
 
submitted monthly by the clerks of work or information collected during our
 
field visits. The table shows that, as of 31 July, the RWSB has completed
 
about 80-85 percent of the work involved in the construction of the eight
 
water systems. Transmission is the component showing the greatest progress
 
v,hile storage is the one least advanced. Two small systems in Lubombo
 
involving basically spring protection are completed and in operation.
 
Whether all the systems can be completed and in operation by the 30
 
September deadline depends on the speed with which the roadblocks are
 
removed.
 

As of 30 June, the RWSB spent a total of E244,395 of the USAID
 
contribution; that is a proportion of 71 percent. At that time, an overrun
 
of 5 percent or approximately El17,000 was anticipated. Systems that have
 
already exceeded some component budgets include:
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- Embekelweni (materials and transport),
 
- Mphundle (materials),
 
- Motshane (labor),
 
- Duze (transport)
 

The two small systems already in operation in Lubombo were completed 50
 
percent under budget. No cost information is on file for the Shiselweni
 
projects.
 

5.2.4 Evaluation
 

This demonstration ran into several difficulties, some of which
 
illustrate the weaknesses of the sector and indicate areas that need
 
improvement. A severe time constraint was imposed on the implementation of
 
this activity. This constraint has two consequences:
 

(a) the agencies of the two ministries involved had to act fast to
 
establish a fielI coordination strategy;
 

(b) the RWSB had to devote a good portion if its field resources to
 
these projects, somcwhat neglecting the other funded programs in
 
the process. Comment of the RWSB's design engineer:
 

Only one crew out of three (instead of 2 out of 4) in every
 

region is assigned to the USAID-sponsored systems. Since
 
April 1986, construction units have also completed:
 

- Lubombo: 1 major scheme funded by UK; 
- Shiselweni: 1 project funded by UK; 
- Manzini: 2 projects funded by UK; another 

project funded by UrNDP is 30 percent 
complete; 

- Hhohho: 1 project funded by RL; and 
1 rehabilitatr,,i funded by USCC. 

0 	 RWSB is ready to start three major projects (RU 167, RU 216
 

and RU 218b).
 

Coordination between the Rural Water Supply Board and the Health
 
Inspectorate pro~ed to be difficult. Community participation in many
 
instances left much to be desired, which makes one wonder how effective the
 
health education messages were. Tn one case the community was slow because
 
it had to devote some time to roy< duties (Embekelweni), while inMotshane
 
the residents were available only on Saturday since a lot of them work in
 
Mbabane. However, good cornminity participation was noted Ut Duze and at
 
Madvulini. Itmay also be noted that royal duties affect all communities and
 
that, over all, Embekelweni has one of the best participation records. Here
 
is a brief assessment of these difficulties by the public health engineering
 
advisor:
 

1. Participation posed unique problems in the comwnunity that was to
 
be served by the rehabilitated system as its previous experience 
was not positive: initially built by the Peace Corps with USAID 
funding the system was not desigricd in accordance with commrunity 
wishes arid ceased operation after only a few munths. The problem 
of obtaining good conrn'inity participation, essential to successful 
implementation, was severe. It was overcome by joint efforts of 
the chief, the tinkhundla office, ,ealth assistant, community
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development officers, and headquarters staff of the Rural Water
 
Supply board. Coordination has taken place well in the area of
 

this 	system and two nearby small spring protections.
 

2. 	The contribution of the Ministry of Health was poor in most target
 
communities, and the objectives of linked health education and
 
latrine construction were not met. To address this problem, the
 
concerned clerks of works and community develcpment officers from
 
the Rural Water Supply Board and health inspectors from the
 
Ministry of Health were called together to agree on how they coild
 
improve coordinazion during the remainder of the project and in
 
the future. Itwas agreed that:
 

Clerks of works and community development officers sili keep
 
health inspectors and health assistants informed of new
 
projects, needs and schemes in progress. They will also
 
assist one another in providing transportation.
 

Clerks of works or community development officers will be
 
invited to and will attend monthly meetings of the Health
 
Inspectorate to inform each other of activities, discuss
 
problems, and agree on logistics and other arrangements to
 
assure linkage and mutual assistance.
 

3. 	While objectives of this activity were not fuTly met, it did serve
 
as a test of how coordination was being achieved, and it did serve
 
as an important step towards its future implementation. It was
 
therefore an important demonstration of a process which both the
 
Rural Water Supply Board and the Health Inspec' orate view as
 
essential to meeting their respective and mutual goals. It should
 
be noted, furthermore, that coordination does routinely take place
 
in other localities, and is related to personalities involved.
 

Besides the delays caused sometimes by inadequate community
 
partici,)ation, the most common difficulty faced by the
 
construction units was a lack of order books to purchase materials
 
and insufficient vehicle or equipment. More than one clerk of
 
works expressed the need for a flatbed truck with a hydraulic arm
 
for raisin,, materials such as concrete. According to the design
 
engineer, to cope with possible additional work, the RWSB should
 
augment its vehicle fleet by the following: i backhoe for general
 
use, 2 tipps trucks, 1 flatbed truck, 4 three-ton trucks, 4 four­
wheel drives, 2 LDV.
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Table 5-1: USAID Sponsored Water Systems (all costs in Emalangeni)
 

Project No., Location 

and (Region) 


RU 027 Motshane 


(Hhohho)
 

RU 050 Embekelveni 


(Marzini
 

RU 077 Entandweni 


(Manzini)
 

RU 079 Duze 


(Lubombo)
 

RU 194 Mphundle 


(Lubombo)
 

RU 117 Madvulini 


(Shiselweni)
 

MPL 026 Emthongeni 


(Lubombo)
 

MPL 027 Embongolweni 


(Lubombo)
 

TOIAL 


Notes:
 

Estimated Estimated Estimated 
Source Government USAID Population 

Contribution Contribution in 1996 

Spring 11,504 39,683 800 

Borehole 39,194 98,173 2,650 

Borehole 2,804 8,855 550 

Borehole 15,666 62,392 1,400 

Spring 18,945 54,259 2,000 

Spring 23,756 60,532 1,600 

Spring 3,754 10,032 200 

Spring 3,Y54 10,032 300 

119,377 343,958 9,500 

(1) Government's contribution covers labor and overhead, respectively
 
18.9% and 6.9% of total.
 

(2) USAID's contribution represents:
 

Materials : 44.0% Subcontractors 12.1%
 
Transport : 11.4% Contingencies : 6.7%
 

(3) Subcontractors are for hydrogeological surveys, borehole drilling and
 
electrical works.
 

(4) Three projects (RU 077, MPI 026 and MPL 027) involve mostly source 
development. For the others, the relative cots of the components are, 
on the average and for the USAID contribut ions: 

Source development 19.5% Storage : 19.3% 
Transmission : 14.2% Distribution 47.0% 
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Table 5-2: Status of USAID Sponsored Systems (as of 31 July 198G)
 

Percentage Completion
 

Source Transmis. Storage Distrib. Overall 

RU 027 Motshane 100 100 95 80 94 

RU 050 Embekelweni 97 100 80 83 85 

RU 077 Entandweni 80 - - - 80 

RU 079 Duze 100 100 40 90 78 

Rh 194 Mphundle 
RU 117 Madvulini 

100 
100 

90 
100 

10 
80 

50 
80 

67 
85 

MPL 026 Emthongeni 
MPL 027 Fmbonqolweni 

100 
100 

100 
100 

100 
100 

-
-

100 
100 

97 98 63 79 8____TOTAL 


Not-:
 

The completion percentages for each component, dcrived from progress reports
 
on file end from conversations with clerks of works, were applied to the
 
construction cost estimates to obtain estimated construction values which
 
were then added horizontally and vertically to yield the percentages shown
 
on the last column and the last. line.
 

ural Snitation and Small Spring Protection Systems
 
b -the--Te a-t- nspe c t o r a te­

5.3. 	Construction of !, 


5.3.1 Overview
 

At the start of the project, the Health Inspectorate/MOH was assisting
 
communities to construct small spring protections jnd latrines, but
 
productivity was low. The unit was staffed by three district health
 
inspectors, two senior health assistants, and 30 helth jsirtants (of 48
 
trained between 1975 and 1977). Morale was Iovi as a re iIt of a lIrc of 
opportun ity for c,irer advancement , in.iuff icient budgt, poor logi st ic'l 
support and inadrrii te supo'rvi,ion. Record-keep ing w)s poor, bull , t,,, 

1980 and 1OS th(e rote of aitri ne cons truction ,teadily incrf' ,elt fr om ;) 

to 862 per yer" this exceqe(s the 2000 d'ronstr tion lit r es, ;'t 
heard pits p') tion 1] l,(Comp la ints were that dug in ant1 f 1i, e Iri 
,
construct ing ),ib r-mriL ined uncover(.,d ind d hi ard , brauP t h ' Hr.11 0 

:nspecorate could not, respond a(qujtely to rqf-!",t5, for i 'At in,i.c
 
was prov i(Id, nera 1ly at the itidividual home ;tnad 

The project ind r e la ted 0kI rid io bro,,d( t,ti rg hjve hfen qu ite 
sucCess fu , howe:ver stinulo rig r,,tion, i a 11 s i ncein t.i 'iat, r in con ru ,pc, ly 

1983. The nied for improved performrnce in protection of "mall springs 

remairs ;,,spite of crtain project input, in thi, area. 

Recoinmendat ions 

1. 	 Corllp lete and circulate the draft manuaI "How to Bui 'idi Pit I atrine." 

2. 	Undertake the following activities, if necessary thrnuqh short-term 
technical assistance 
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(a) 	inventory project-stimulated latrines,
 
(b) train health inspectors and senior health assistants
 

in inventory and evaluation techniques,
 
(c) 	develop the present draft of a small spring protection manual.
 

3. 	Design practical workshops, in connection with recommendation 2(c), in
 
small spring engineering technology for two health assistants from each
 
region.
 

4. 	Provide on-the-job trai ng at the RWSB for the same two health
 
assistants/region, in spring protection construction, as follow-up to
 
training from recommendation 3.
 

5. 	Use the results of recommendations 3 and 4 to execute a demonstraLion
 
spring protection project for all health assistants requiring training.
 

6. 	Activate a spring protection work-group in the TSG to engage in the
 
systematic and cost-effective exploitation of springs, with assured
 
community mobilisation and sense of ownership for improvements.
 

5.3.2 Expected Results
 

The goal of the project's sanitation component, according to project
 
documents, is:
 

To strengthen MOH's rural sanitation program through long-term
 
strategy development, training, technical assistance, and funding
 
for a strong pit-atrine construction program.
 

In short, the project intended to support the MOH Health inspectorate 
so that it could respond adequately to requests for assistance from 
communities in the building of latrines. It anticipated that by 1985, 5,000 
latrines wuuld be installed each year, based on spread efforts of a latrine 
demonstration program, and that by then 40% of rural homesteads would have 
improved pit latrines. 

Specifically, prcject objectives were:
 

(a) 	Approximately 2,000 ('demonstration') pit-latrines. As was 
noted in the mid-term ,Pvaluation, the MOH viewed the 
original concept of "demonstration" latrines as 
inappropriate and shifted the budget for their construction 
to the purchase of niterials for latrines. 

(b) 	Developn,.,nt of min imum design criteria for pit-latrine and 
alternate pit-latrine designs. "This was likewise nodii jed 
upon arrival of the sanitation technical advisor, as the MOH 
required that he recomend a pit design or designs, and 
minimwmn ,esign criteria approp riite to Swaiziland. 

(C) 	Selection criteria for choonsirg home,,t.ead s for 
Ndemonstri t.ion') l,t.rirnes. he word "dmonstration'" was to 
be deleted. 

(d) 	Guidelinies for i miorporation of htalth criteria in the 
design of water supply ,ystems. This ws to be under the 
purview of the pub1ic health engineer, originally conceived 
as functioning in the MOH, but iinfact housed inRWSB. 
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(e) Appointment and training cf four senior health assistants
 

to supervise latrine construction, one in each region.
 

5.3.3 Construction Performance of the Health Inspectorate
 

1. The Pit-latrine Construction Program. Table 5.3 reports by
 

year the number of latrines--4,001-- constructed since 1979 under the Health
 

Inspectorate. Since October 1981, the project spent a total of E59,523
 

(roughly $35,000) for latrine construction materials. Whereas the project
 

budgeted $45,819 for materials, the Health Inspectorate's inability to
 
utilize available funds led to rechanneling unused money (the budget was cut
 
back after 1984) into water supply construction during the project's last
 

six months.
 

Tablp 5-3: Summary of Latrine Construction
 

Construction Projects Materials Delivered
 

Latrines Latrines
 
Year completed ur.der constr. Cement Rebar Vent Pipes
 

a) 1T-s-FT-n-Tess
 

1979 146 106 double latrine
 
1980 289 105
 
1981 409 204
 
1982 520 780 1,200 560
 

2ags)2 (T 


1979-82 1,364
 

-
-
1983 609 524 

1984 649 534 920 1,800 200
 

641 600 1,200 1,500
1985 862 

1986 517 800 800 800
 
(6 months)
 

1983-86 2,637 2,320 3,800 2,500
 

Total 4.001
 

(through June 1986)
 

Source: AED 1986 Draft Progress Report
 

Field visits by the evaluation team revealed the same basic concerns
 
voiced in the mid-term evaluation, as regards the pit-latrine construction
 
process:
 

'I. Health I nspectorate personnel cannot meet demand for artr ine 
construction, in terms of supplying in a timely manriner materials 
and expertise scattered making applicdt ion. jorLo homesteads a,i 

problems are severe trarsportation coristraints and delays in MOH 
purchasing and material delivery. At present, pitch fiber sockets 
in which to drop vent pipes are missiri,,, alloWing some health 
assistants to postpone slab construction. 
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2. 	As before, a high percentage of latrines remain "under
 
cases of
construction." Reported in field visits were alleged 


animals falling into uncovered pits awaiting slab delivery or
 

simply a pit dug too wide, superstructures unbuilt due to lack of
 
or a door.
suitable materials, lack of a vent pipe, a toilet seat, 


Design standards for the ventilated, improved pit-latrine are lot yet
 
manual, which is virtually complete but awaiting
circulated in the form of a 


final graphics under supervision of the technical assistant to the public
 

health engineer. Notwithstanding, health inspectors and health assistants
 

interviewed seemed 
design, based on 

to have a fairly uniform 
school notes and in-service 

concept of the structure's 
training by the sanitarian 

technical advisor. 

The team witnessed minor variations in design, such as shape and size
 

of slab opening, presence or type of seat, and superstructure materials.
 
seat
Notable, however, were the many instances of uncovered slab or toilet 


openir minimizing the benefit of the screened vent pipe.

., 


As against a commercial price of E37, the MOH subsidized price of E5
 

E5 for the imported vent pipe and screen was explained as
per slab and 

conveying a sense of ownership. Inmost instances, the current practice is
 

with homesteader
for the health assistant to make a batch of slabs, often 

participation, in a central location and arrange pick-up upon digging of the
 

pit. Consistently, health assistants claimed they did riot wish to press for
 
but rather tried to get the facility in
immediate payment upon delivery, 


use, then check back for gradual repaynent.
 

2. 	 Construction of Small Spring Protection Systems. Historically,
 
in locLtng sprTngs and helping
health asss s have been active 


5-4 shows the jump in number of
communities protect and tap them. Table 

spring protections completed from the 1979-82 period - 23 - as compared with
 

54 in the subsequent three years. The under-construction category often 
riva's the completed, however, suggesting 311 is not well. 

Table 5-4: Surmmary of MOH Spring Protections
 

Spring Protections
 
Year Comp leEdT..... Under -construct ion
 

6
 
1980 7 5
 
1981 4 


1979 	 5 


2
 
7 19
1982 


1979-82 	 23
 

1983 17 19
 
1984 21 
 11
 

15
1985 	 16 


1983-85 	 54
 

T5hT_ _ 7T-

Source: AED 1986 Draft Progress Report
 



Indeed, evaluation team field inspections bear out the observations of
 
the public health engineer and his technical assistant advisor, that the
 

design and actual workmanship of spring protections organized by heaiLh
 
assistants often do not meet minimum health criteria. Most notable
 
violations are:
 

o 	 incomplete diversion of surface water from spring;
 
° 	 poor drainage of excess water, often caused by misplacement of
 

overflow pipe outlet;

" 	 difficult and often muddy access to stahJpipe;
 
o 	 inadequate, if any, fencing against animals.
 

From an engineering standpoint, miscalculations in head and reservoir
 
capacity were also noted, jeopardizing the efficiency and effectiveness of
 
the system.
 

Initial drafts of a design manual for spring protection have been 
circulsting for almost two yo~rs, but would require an intensive effort to 
be brought to a usable form. Meanwhile, the review process by RWSB of MOH­
generated spring protections seems to allow several problematic projects to 
slip by in an unfinished or poorly-conceived state. 

The spring protection workshop for health assistants, staged over tNo 
weeks in 1985 by the RWSB, was well received and useful, but insufficient to 
remedy the situation. When a health assistant who is not a o Hbier or 
p lumber attempts to mobilize com unity labor to execute a fairly extensive 
project, problexs arise. By contrast, the evaluation teim saw an eicellent 
spring protection organized by a health assistant who had many sears of 
experience as a builder (Pachobeni in Shielteni 

5.3.4 Appropriateness of _sope and Approach 

The project scope w,s too ambitious in aiming at latrine use by 40% of 
the rurai population in 1985 or a construction rate cf 5,000 per year. 
Actually. no meaningful study exists to measure the "spread effect'' 
anticipated in project documents. An end-of-project KAP study was not done 
for reasons noted in section 2.3. the 1985 evaluation study of the Mass 
Media for Hetl ith Practi.ice. (tUP1f) l)rojec t camp led for wat.er anid ;,ni itat ion 
behaviors. Ho,.ever, while the selection of homenstead for the initia! (1981) 
KAP study con(licted undcr t.he pro et alnd the MIIi evluation were imi lar 

t.ud ie. were Swizi 	 areas wereand both , c...(1O ctd on Nation I ,and, the samp led 
(li terent. it cannot theru lore Oe dssoilied that thl17 campl1 s were cC pd)rbile. 
furthem ore, the factors cans in, any clange crniot be ,te n ed. 

KA!' Study 198 1 MMhP Study 1985 

Homesteads with latrine 21.9 	 39.4% 
Proportion with slab
 

from local materiils 62.4% 	 33.7% 

The project ' n n(op , in lUdin 5 ( l ajor goal1 of long-term st ral ogy 
dvelojmeni, tai:,iog, and fundiig, was ,ppropriaite, if somewhait ilbit, ious. 
However, the impacts on manpower, logis itcs, and managelient were perhaps 
somewhat l imited by the ilhnica1 approach to the problemn. 
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0 

to 	 implement project objectives were
The MOH strategies chosen 

appropriate, given (a)the limitations in Health inspectorate manpower and
 
transportation, and (b)the innovative character of latrine usage for rura,
 
homesteads. These strategies are7
 

incorporation of latrine construction in the health assistant's
 

normal scope of activities;
 

o 	 use of health education rather than incentives (other than
 

materials subsidy) to encourage latrine construction;
 

0 	 construction of latrine slabs at a centralized location and
 

then arranging delivery to homesteads;
 

0 	 promotion of community participation utilizing existing, or
 

creating, joint water and sanitation committees;
 

0 	 coordination with rural health motivators so that motivation
 

and slab construction/pit digging are carried out together;
 

0 	 work with the Health Education Centre to obtain support in
 

training, mass media, and materials.
 

5.2.5 Conclusions and Recorrnendations
 

Conclusions
 

The project has achieved the major thrust of its goal in the latrine 
construction component buc is lagging in the sanitary protection of water 
sources. The degree of success in meeting its five objectives can be 
measured by the following outputs: 

(a) Over 2,60U pit latrines were reported complete through tne efforts
 
of the project during the period 1983 through June 1986.
 

(b) 	 A manual with mini imumn design criteria for pit-lttrin e construction 
is in final diatt form awaiting 110H ipproval arid circulation. 

P.ecommend d denij n, wore prepared for notiLat.d, im'qroved pit­
latrines with WS and vent pipus uninq ma terials whichcor crete ir 
can1 be pur (thaed from MOH at ubyidui.'i'! priv.s or loc.,lv­
available mterial.. 

(C) 	Selection criteri, for (hoo',in, homet rs which receive pit­

Idtrini=s were ,odoyeid by th. )roj( s,(c;<l arid ,ni)rct siWentit 
health t , iss . iformiity with ,,O;l Wattr arld., it ii 	 ',trdord,_. 

sanitation coiittes selected through the pro],,(nt. ", nhforts are 
capable of organ rzirzing ird-pnlde t improved pit-latrinie ,(.tivitio.,, 
aithough the exteunt of the (.fl i li en' f i t.ictring "li 

distribu ion canrlrot he deterrmined fromn i it rig da ta. 

d) 	A draft inii,a1 inicorp rai, irg h , ith crit .rii ini tie' Ir.',i.rn of 
small ,,prin prot.Lt. ic.',, iK anrdr rvi w !nuf, i, ',fill in miil e . 

UJnder the purvitw if tih, public hi,, Ith i ,rmoer, this Iurn 1l1 
probably riot be an.(mplinIs ty ed of p ojo t in ,pl iI r . . 

(iAirt!inrce an I tMiin g are npeded to imp lerrpit Wt r npplIy 
(;unl.rihu.t ion J,at,dai omnilii,, ,,lth ,,,is?n t!,. %p, iraJ pi of , I iKr 
melas'ures .irperv i serf IA"lr' tb1 at o r ,o -i tTiby Iea in'pe, t or I 

in terms molo ,Idiqu Iea It,1 I g(of t, in Ie 1r it or ia, I ri I 'rrg 
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soundness, and cost-effectiveness. More participation of the RWSB
 
is required for the country to utilize properly its abundant but
 

fragile spring resources.
 

(e) The four senior health assistants supervising latrine construction
 
operating in each region; some, hcwever, with limitations in
are 


transportation and therefore in supervisory capacity, a problem
 
treated elsewhere in this evaluation. The number of health
 
assistants actually performing the field work has remained roughly
 

through the life of the project, contrary to what wds
constant 

hoped. Through project efforts, however, they did receive some
 
technical and community development training.
 

Recommendati ons
 

The following recommendations are offered to approach a solution to the
 
problems discussed above.
 

1. 	Complete and circulate the draft manual, "How to Build a Pit
 
latrine."'
 

This is a well-illustrated draft which could ideally be printed in
 
teduced, brochure form for circulation throughout MOH, extension,
 
and other educitional programs.
 

2. 	Undertake the following activities, if necessary through short­
term technical assistance:
 

(a) inventory project-stimulated latrines, and
 
---F--T or Theat assistants 

in inventory an-eva uation teI¢j-jue. 
(b) r--a nsp-6r-o ass1 ' 


By design ing and implementing a statistically-meanin gful sampling 
procedure, ideally linked to a second KAP study as recommended in 
chapter 2, and involving the Health inspectorate in the process, 
evaluation capability can be built into future latrine
 
construction efforts. This can also be linked to evaluation
 
training in the Health Education Centre (Section 2.1).
 

(c) develop the present draft of a smal1 spr rg protection 

This 	draft Ws been circulated for revi ew over the past two years,
 
but lacks the concentrated effort of specidalist s in water supply, 
educational documunrtation, and construction technilogy training. 
Moreover, knowledge of the capacity and n,,d, of the heal thi 
ussistonts who will he the trget audience, requirn ,omepriores 
acqua intance wit.h %Q/,i lard cond it. ioti% W'fore prodtic inq the fiar l1 
document. 

3. 	 Desigrn pra: til work',hopn,, iniconnt ion with tlhe ioniulttincy of 

revconrienda_ ioit 2(( ), q loqjyin ',r ll .pririg fng i i ri ri t,,(.hnti For 
two hlillh a,,Vtants rom ith reqion. 

These worK shops,, h id provide h ighr lvel,,% of eqi iip  r ir(1 
tW(.hlt(i logy and hoildirq/plumbini rotr',uri(tinn %Pill'% in 'pr in1 

protet. inn ; Wthos for OAKiniii, ,anaqi~t and 'upprv isq %,,.ii­
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skilled community labor in these techniques; and pedagogical tools
 
whereby the above skills and methods can effectively be imparted
 
to the health assistant peers of the selected workshop
 
participants.
 

4. 	 Provide on-the-job training at the RWSB for the same two health
 
assistants per region, in spring protection, as follow-up ho
 
training from recommendation 3.
 

The suggestion is offered that health assistant trainees be
 
seconded for six months to the micro-systems and spring
 
construction crews of the RWSB in their respective regions; and
 
that the training modules of recommendation 3 be tied in with
 
follow-up experience during these six months with RWSB. This will
 
involve close coordination and supervision by the respective
 
clerks and inspectors jf works.
 

5. 	Use the results o recommendations 3 and 4 to execute a
 
demonstrateon spriri protection project-for all health assistanTs
 
requiring trai n-i ng
 

Upon completion of the six-months of secondment to RWSB, the 
Health Inspecto,-ate should arrange with RWSB and perhaps outside 
technical assistance, a hands-on demonstration project. This could 
involve the following elements. 

(a) the eight "graduated" health assistants who will lead the
 
motivation and construction phases of the project from start to
 
finish;
 

(b) all health assistants from areas where: spring protection is 

a concern; some rural health motivators rignt be invited for 
initial stages; 

(c) a trgLt rluuRn i ty wi I ing and hle to assist in 
construct"an of, ind assume Or 1ntenrvre T!',Ion)ibility for, a new 
spring protect ion pro.jct in it,) arel; 

to assess 
effectiv,-,,,HIhi,(ifofxor ,,(,'ridfurtirir tt lirling orads. 
d) an ',va lution team ,roh ted by HI-,''rIm'n itr.d 

6. 	 Acti vat' t sr, iri tion rk - group 1n I the I'1 to ongage in 
.he wyiin,lt ic aid (.o,,[-rff,(. iv,, exploi tition of sprr IS, i 

as Ur--e,if r sin itf, y if) ) ilii af io n t ,'nir of o Ihirhp "f,-r 
Trnpr o v ,'rnI',. 

Th ,i, p he wi thr JiIrnit,rid n i tor irnwork-yrroui vou I ch, 'g(' irip I:r i mod 
Idr offfor. 1Vwr1, ' bi , rpnic y, 

th lhIi i th rim,t ,I I ,i', ihi i l, ,f,,t ', r iil), in I It III 
with r t,i Ir tP')' ,, oi ,(i in thr y ,t,,% i(. ard ,t f' l , t iv1 

e x1 i t it iron iarid r'i h 1 I it. i on %I Ilit; rii0'r(f it) fi 1 

d (:otI( ft 	 1,iwt e 1) tI , d '1i1d 

o f 	 ntt 

rr ,.urI', be n Y (or igqion . 1,,(, ia 1 . mu,,t id-1,r, to, I12.'Wit 

and ons, 	 ity irIpnwOV1 it,.mnobi 	 i ,at ion s of rrpi),rr iiil fUr ,1r 
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5.4 	 Strenqthening Coordination Among Units and Programs
 
Involved inWater and Sanitation
 

5.4.1 Overview
 

Increasingly since 1982, the Health Inspectorate and the Rural Water
 

Supply Board have begun to work together in the water and sanitation sector.
 

In the past, there had been little linkage. At the present time the two
 

units have begun to meet monthly on a regional basis. The Technical Subgroup
 
Group's planning process is performing well in
of the National Action 


facilitating overall sectoral coordination. This has included coordination
 

with all major donors to the sector. Current efforts are integrated in the
 

draft two-year action plan by the TSG for the sector. The RWBDC project has
 

helped create a climate of communication and coordination among related
 
programs. More specifically, the evaluation finds that:
 

The public health engineering advisor of the RWBDC project has
 

been a major force in providing coordination at the operational
 
level.
 

The current climate of cooperation between the RWSB and the Health
 

Inspectorate is cordial but not well institutionalized.
 

a
The Health Inspectorate's current lack of deputy health
 

inspector and other weaknesses have slowed efforts at
 

coordination.
 

- Staff shortages at the Health Fducation Centre, especially at the 

regional level, have hindered significant coordination efforts. 

- The Bilharzia Control Unit and other Ministry of Health's vertical 

programs are not integrated into the coordination process. 

Recommendations
 

1. 	That USA!D provide technical assistance to tne RWSB at the senior
 
level to continue the training of the public health engineer and
 

to act ina coordinating role. This technical advisor should have
 
the 	following background (see recormnendations of Chapter 4):
 

" expertise indesign and construction ma na gernent of small water 
supply systems, 

, environmental engineering experience, 
" water quality surveillance experience. 

2. 	 That the regional senior health ass istant and the CO and/or COW 
of the RWSB do monthly site visits together to com!Tnunities with 
water and s anitatio, projects. This wou,1d help them define their 
mutual , dns,,and he,1p to assoc iate the health Assi stant with the 

RWSB representa tive in the minds of the comoinunity. 

3. 	That the Weaith inpetora p nd RWH arr,nT, shurt-,er,; tw. hn inal 

assin5tnce to hea 1th ,,s i tt,.nt nd Ipe , r. t )r" , (.Om iurl it y 

development off icers, clerks of work'5aid iii ,wvtorn of works on a 
regiorial leve . This a sitance would b o'.sed on in-service 
management and coanun irat ions work shops. 
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4. That the Technical Subgroup meet regularly on a bi-monthly basis
 

and circulate minutes of these meetings to regional clerks of
 

works and health inspectors, as well as senior health assistants.
 

every six months to review
5. 	 That the RWSB call sectoral meetings 

plans, activities, problems, and coordination and linkages.
 

5.4.2 Anticipated Project Results
 

that by the end of the RWSBDC
The project paper stated as a goal 

project, health criteria would be incorporated into water ystem design and
 

construction and other water resource developments.
 

It also projected that the institutional capacity wouid exist at the
 

community level to sustain a rural sanitation program. Thi was based on a
 
major assumption: that the Ministry of Health would continue to support
 
health assistants and rural health motivators at levels sufficient to
 
operate effective health education and sanitation programs.
 

A further assumption was that the program would be continued after the
 

withdrawal of the technical advisor'.
 

5.4.3 History of Coordination
 

In September of 1982, the senior health inspector fo-mally recognized
 
the need to "cooperate with the RWSB on water projects." In October of 1984,
 
the [,WSB spelled out the need for coordination with the Health Education
 
Unit to develop community understanding and support, and with the Health
 
inspectorate, to coordinate latrine construction with the RWSB. A spring
 
protection workshop was planned to respond to these needs.
 

By November of 1984, the RWSB was beginning to identify specific areas
 
for" cooperation among units, especially on such topics as:
 

establishing a method to rank sites for their priority in
 
receiving water systems,
 

drafting questionnaires on cormnunity willingness to assist with
 
construction and commnit to the continuation of maintenance after
 
the system was complete and involving health assistants in this
 
process;
 

. coordinating water system construction with latrine bui laing;
 

organizing corinunity workshops involving both health inspectors 
and community development officers; and
 

listing human r esou rces .;ct.ive in the water and sanitation sector 
and circulatirig that li;t to clerks of work ; and conmunity 
dlevelopment offic ers 

In Augu'st of 1986, a (:oord inrated memo was issued from the %eior health 

Inspector and th,,, enior e!n(gineer in the RWSH. it coviore1, too main point' 
that health i.sitntrs be involved early in the planning process, and tht 
the reoional clerk of works participate in monthly Health In spec toraV 
reglonal meeti .gs 

5-21
 



5.4.4 Areas for Strengthening Coordination Among Units
 

1. The Ministry of Health Water and Sanitation subcommittee should be
 
reactivated.
 

2. 	The Health Education Centre should be fully staffed, especially at
 
the regional level so that it can have an impact in regional
 
coordination meetings.
 

3. 	The Health Inspectorate must be assisted with its transport
 
problems, which affect its ability to function at the regional
 
level.
 

4. 	 Clerks of works must be involved in efforts to assure a commitment
 
at the community level to water supply operation and maintenance.
 

5. 	 Latrine construction activities of the health assistants must be
 
linked to water system development.
 

6. 	 The RWSB
r 
must assist health assistants with the technical desig, 

of spring protection systems, by dividing the responsibilities tc 
include: 

• 	site location and assessment of community particiOation
 
potential by the health assistant;
 

.	 mobilization of community involvement by both the community
 
development officer and The health assistant;
 

* 	design of the system by both the health assistant and the RWSB
 
inspector of works;
 

* 	approval of the final design by the RWSB clerk of works;
 

• 	assistance with allocation and delivery of materials to the
 
site by the RWSB;
 

* 	construction supervision by the pWSB's fore' qar., lead 
bui lder/p Iumber wi 0 the commun i t, prov idi rig thr labor 
contribution under the direction of the health assistait 

7. 	 There must be more denoz and non-qovernmenta I organization 
coordination by 

* 	 continuing the momentum cf the scctoral planning process; and 
* 	 establishing more linkages among the donors and NGOs 

themselves.
 

5.5 	 Institutionalization of Health Edu,-.tion and Comnunity Participation
ct i-I 6-s nRWT Yhwl.r y-rIem 

5.5.1 Chances for Successful Projects
 

Chances for the Ic (- f-s fuI integration of a 4aee nd sanitation 
project into a corrirmiity are gjreatly enhanced b/ the following factors: 
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(a) 	 if the community itself has approached the RWSB to ask for the 
system;
 

(b) 	if the community has raised the ElOOO maintenance deposit and
 
understands that the fee is not for the building of the system, 
but for its continued operation;
 

(c) if a strong chief or indvuna support the system and are willing to
 
fine members of the community who do not provide the labor tc
 
build the system or thcir share of the maintenance fees;
 

(d) if a strong Water and Sanitation Committee is in place and
 
working;
 

(e) 	if the process of resettlement in the community is complete; and 

(f) 	 if the cc-mmunity is not involved in many other projects tr'at 
compete with the water and sanitation efforts. 

Ii addition, several factors outside the community come into play as well:
 

(a) 	 the presence of an active, respected health assistant who can 
reinforce the link between clean water, sanitation, and healci; 

(b) active RWSB involvement, both by tI,, comrinuniLy development officer 
to assure the community's understanriding and Comiflitment, and the 
district inspector of works and clerk of works to assure technical 
acceptability; 

(c) 	 the often informal coordination of various ,orrurity development 
workers on the local level, inciuding 

public health nurses,
 
regional health inspectors and health assistants, 
Ministry of Agriculture corniunity development officers, 
headmasters or teachers;
 

(d) the presence of rural health riot ivator,. 

Geography and recent history play -, role as well. Success is more likely if: 

(a) 	alterrnate sources of untreated wa t.,.r are ftr away or very scarce; 

(b) 	 the area is t at ano ripen, neces'sitating the buil dirng of latrines: 

-(c) 	 a catastrophic event - (holera, typhoid, the cyclone has focused 
the coninun ity on the reed for ova i lab le clean 'citer. 

5.5.2 	 Assurinq ,uccv; fu Cormnun it-y [in PWB Pr jocts 

flow (an a ',ure t.hi I he , 19h aridn ionun it yImu thir ,iu(.t.ion , 
participa tion componotnts that. haw, led to 'url!" fiji projic'.'. In the past 
can be incliurlld in R.W'I proj,( t% in the, future? 

are 	 .oun I. yAmor ( .ho pr IM eM,tor': for as,',ur i r( t.his l hy- i 's 

f. t ea,,n 	 fh tdevelopmnoit, of i ihe mt thti I)or , n-Iq]J,, 'fur i nj tfh, 
field vi - it port. ion of the ,va They Ai'r,, knnw Ipab hot inI at ion. ,, 
tec hn i ci I area ; in uriu isu,, (,vd 1( atord to !rilland c it y an d e '1 



respected within the regions. Because they are responsible for an entire
 

region, however, they need to be supported in efforts to work with other
 
In the short term, support should be provided
community development workers. 


by in-service workshops in such areas as:
 

-
* Management training: one 3-week workshop during a 2 year period 


(1 person month).
 
* 	Development communications: two 3-week workshops over 2-year
 

period (1.5 person months).
 
* 	Rural health issues: two 2-week workshops over 2 year period
 

(1.5 	person months).
 
* 	Project evaluation: two 2-week workshops over 2 year period
 

(1perscn month).
 

In 	 the long term, posts for at least two CDO assistants in each region 
should be established and filled.
 

Inaddition, workshops should be offered in the regions in setling up
 

regir-ial community development teams including:
 

Health inspectors
 
Health assistants
 
RWB community development officers
 
public health nurses
 
Ministry of Agriculture community development officers
 
Headmaster/Ministry of Education personnel.
 

Short-term technical assistance to plan these workshops might be offerred to
 

the Health Education Centre (one person-month).
 

This process has already begun with the MOW s move toward 
decentralizition, and has been working on an informal level in many 

Some 	of the most effective commnunity development
communities for some time. 

workers the evaluation team met were already coordinating their efforts with 
the Public health Unit, interested teachers at local schools, Peace Corps 
volunteers, and/or other regional level doveiopmnent workers. 

5.5.3 m4pact on RWSB Hea 1th [ducaLion/Coniun ity P ir tic ipat ion O§~noonnt. 

This -oordinat ion will have three positive impacts on 
institutionalizing the health education/community participation component of
 
RWSB projects:
 

(a) Such coordination can provide need..d technicl livioce, to health 
assistantrs oi technica topics such as sprin protertion methods. 

(b) 	 It will extend the influence of the RW'B7J ()Os and inforra other 
cormhn ity workers of their r)lan'q and :irvan. 

(c) 	 It will fill the ,vital need for a t.wo-?vy infor-m .it. i n tl ,. Not. 

on l y Vill inforrmat."on bebo i .'em intnd to ht 10t h , . t" ' 1d 
other r n de vp)opmWn .orker%, badly nsp'd,'diOita on ahbmnun it hut 
is really occurring At the loal level an hb rpnortod ,i ro lij,, 
back to the RWS[ in Mbabane. Thi,, w.ll ,r-,uIt in t oru ,r 

co inunity deve'lopment tritegles, and a rmor 1 Ifm u%','I approa h to) 
integrating health i';,ues with water nupply issue,. 



5.6 	 Other Evaluative Factors
 

5.6.1 The Issue of Operation, Maintenance, and Recurrent Costs
 

Conclusions
 

That as more water systems are built in the rural areas, the
 
costs of maintaining those systems will put an increasing
 
burden on the GOS;
 

That the difficulties in transport exacerbate the
 
maintenance problem;
 

That community participation and involvement in water
 
projects 'rom the outset is a necessary prerequisite to
 
assuring that the system is maintained pioperly and that
 
recurrent costs are covered; 

That the RWSB's policy Gf requiring an EO00O deponit from 
the commnunity before the system is started is an effective 
one, as long as the courinunity has been made aware that the 
money does not buy a completed system, but assures its 
ongoing maintenaince. 

That 	 health issues are at stake a, m,11, for 

(a) 	 if system breaks down, the commrunity goes back to 
using unsafe water; 

(b) that the concept of paying a 
sma 11 one, can meet with 

fee for 
enough 

qat.er, if only a 
resistance that 

community members .eill go back to using the "free" 
unsafe source. 

Recommendat ions 

That before any new system is built, the following 
prerequisites be ichi eved: 

(a) 	 a stinding active Water and Sanitation Comnittee be 
functioning in the ccr riunnity; 

(b) 	the ro!lunit.y i'. raised the 11600 for maintenance and 
repair, aind under. t rild, ths use of the fundS; 

,
c) 	 an e-t imate of lie I ,nd other opera t rn(r;o,t. has been 
made, and n tlh y ,ater tr , hi% th 'n ,,1timated if 
necer' ry;
 

(d) 	 the RW'B (A'(0 ,rnfir-m 'fat thie runlinity is ,Vil ling to 
provide the la1,1or' r' u ','I for !Ai l 

That the ar',i" l 1h ,a', ,at, be inyouv ', in #,,vi..ry phase 
of the system's !es-,gn, h mill be a continuinq 
presence inthe (ottinnrity after tnse s stem iScomplete; 
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That one resident of the community be selected at the 
beginning of the project to monitor the system's operation, 

do routine maintenance, and minor repairs. 

The Increasing Importance of Maintenance and_ Recurrent Costs 

The issue of recurrent and maintenance costs becomes increasingly 
important as more water systems are bui It in more areas of the 
country. Because of the priority of water projects now, the GOS is 
cunrnitte _ to maintaining the systems through the RWSB at the 
present timne. But discus:,ion with the Principal Secretary for 
Finance revealed that the budget for such costs is getting 
tighter, both in absolute and relative terms. 

The :mportance of Communi ty Part ic ipat ion 

Comrnirity participation is at the heart of this issue, as site 
visits during the evaluation revealed. The contrast between a 
small, 'el 11 ma intained spring protection in Maqhobeni in 
Shislwy.i ard a huge multi .system in Makhoseni formproject a 
prime example of the difference conmunity involvement can make in 
a system's maintenance. At the first site, the coriz~unity was 
mobilized by an active, imaginative health assistant, with the 
help of the RWSB COO. The commnnity was involved in the building 
of the spring protection system from the start, is in the process 
of raising the EICO0 mantenance fund, and has built 1itrines in 
almost every homestead in the irea. 

Near this region, the contrast is striking. >.kosini is an area 
of over 600 hrmesteads ahich ,-as the ;ite of a macro ,ybtr'm with 7 
different water systems. Built solely by contractors for tile 
UN/WHO in 1981, the system is now functioning it less than 60. it 
is a near-classic example of the effects of the lack of cu' munity 
participation on ytem maint enance. h cTiief 1andindv una ,,ere 

not involved in the planning, the c rcmnunity Nas not ,rqitni.edl or 
instructed in the use of the systernis, and ,aS not told of Nhat its 
future respon'iib i ities inmairtaining the systen .ould be. A'I a 

result, the synstmnm have been v indaIiz t,th (DO.2 for the RWII iK 
striving t) undo the Wimage done by the nr1umIunity", lack of t hitm 

in the broken systim, And to devise a way to ra I ly w, , n::mnit/ 
around aga i n to support futr" proJert. 

As on' a'tte helt h assistant ,ated "a ,m mty nt 'uil for a 
bit to feel the ,ystem i, reA illy theirs." 'hat "iP terlrnj - inl 
the form of (onnrpriunity mobilizat ion and invo1v,,ment in the system , 
planning and (onitr'u:tion, - is of prime importanre if the system 
is to be main a invd ind uned. 

See Sect ion K.) for further couiients on comnunity pirticuation 
strotpgi," 

5.6.2 The Ms'u of Transportation 

Conc luions 

That probi.ms ,th transportation hive affected nearly every phase 
of the proj ect, I:luding: 

http:probi.ms


" 	school visits of the BCU
 

o 	 community development efforts of the RWSB and MOH
 
o 	 regional efforts of the Health Education Centre 
o 	 delivery of niterials for latrine construction to motivated
 

conmnun it i es
 
o 	 technical design and inspection activities of the RWSB
 

clerk of works and inspector of works
 
o 	 the regional activities of the senior health assistdnts
 

and the health inspectors
 

That the system of CTA repair dnd maintenance is the prime reason 
for vehicle unavailability.
 

Recommendf t i on 

That USAID adopt a policy similar to the ODA policy in effect in 
RWSB support projects that mandates that:
 

75 	 percent of project vehicles be in working order at any given 
time; and
 

if 	 a vehicle is not repaired by CTA within two weeks, the 

services of a private garage be used, and that the cost of such
 

repair be split between the GOS and the project.
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TERMS OF REFERENCE FOR FINAL EVALUATION
 

(Prepared by USAlD/Swazilana)
 

. Background 

This multidisciplinary health project audresses the problem of 
high morbidity and mortality causea by diseases related to 
water ana sanitation in Swazilana by strengthening ana 

expanding the delivery ot preventive health services. The 
project provides technical assistance in he"IthL eot ctLion, 
sanitation, public health engineer Ing, i:it i ariac , ane 
social sciences; participant and in-Let vice 
construction arid equipping ot heulth outcaLi on aia Lii har z ia 
(schistosomiasis) laboratory taclItLies: and limltau support 
for construction of latrines ara prouctliOn ci htea lth 
education materials. 

The scope ol the project hIra recently Loen exphut, to incluue 
sectoral planning and conLtruct ion o. water lupp 1luL i rurtal 
areas. Major ei torts have Leen made to achieve coOc iNatioi 
Of project cor:ponentL ana un: t and niniLtriwL Oper~ti. in 
the sector. 'ine Academv lot Lducat10roal KeveiopU L ft (ALL), 
with a sub-contract to the 
American Public Health A nc id iation (At hA) , hii. I nof o r t Lc 11Ctt(i 
to provide lon:-tern expt tly Ien all C : IC NCAt div$u . t.h 

project hL OiLCo aau 1 fenvi P. Ci snvot t-tel I:, cnqu] tl Wt 
servicLL ObLtiarie the 'it an aniLtation oi healththr ouiyi riL 
(6.As) prGJeCL. A MiU-P ojuct evaluation ; COridUCLa( 
betueun 3i (ctcster aria lI hbovei but 193. 

2. Lr a u Ina I . orn2 	 ,ot k 

!ihe eriaU-o -i tuj,.t ivalua,,t in '2 1 e coriclucted in-counttyb1 


(a IuI NI t 1.4 ' I , -(I A I, ! u: t 14 to AUgU t VV, l&t ' I an VVaIlu t 101, 
eni LI , [It 1 2 h Nat : I : W pu I 'I li +uI l I hi: t i a Lo[i tri I ; 

O(NlexpL t . i : tpl (i vrVI.l31,t ttt.112p1ovinu ty the Contra<, t ,t 

ccu a.. In" r I: I i.hi ifI t 011 '2WU Wti I ' 	 ts-W: 2 

W1 1i tiL/if(01 n t i n UpV;I [olir , nt [ l o,..JI 	 K!I 

'lh'i: t ,n iloll or"U':t 1iiteZ w . itiL piojw Vlio:-. the ect 
clhiet-01-pl],tty :;, 1a icin, : ol tho M,,n n rjt ' of Lth l),An "l 	 hv,,, (hr 
built ]l ho 	 it I UtI I I 11' V40 ('0 1 h) on "tl~ h, ot.' "qi n l on 0i.''l 

" lr ,In I ,1 x. ij I ov:.I I ," i.o L I I "I 1 5, , Ivo'h, I ,h JA1, '.i " kJ A~i 
a t at ht p 1 1 " ir il t I I la in : ,iU" i 61 n "r 0.. : 0 ' . t I . 1 1 001.) 

V I N, I I L,. he oll' Idl no Ti I II i: W' I 0"V l I n I "in vo-I kin "0ll 1 ,AV 	 u!,iJ, 

aIV oI I ",I+ it in A, : ; 1,,4 , ": fl "N O+ MI f , ., I I +, ! , l - ;if ,, 

A l'-,I/T<I/ lh l% ). L I h Il "l t h e , , li t P It o, I t!W, t,, , l 1 h,1 :,,, tI U 
' ' 

++Vv l 1h iI <l "' or will .n_i I I n + +, n .1 o''+n,, n, ' V+ I hel nI i q i n<+, cL+l 

't fid outI I 
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1. 	 Strengthening health education emphasis ana communit 

participation in water aria sanitation projects at the 
comnmunlity level. 

2. 	 St ren3 t :luri n r ,ia(.c:ent in the mN ii health inspectorate. 

3. 	 StrentjtI o.r~ia ttI, Pi, b Luhl ic Hi lttkj n(]ineeringj Unit and 

itb 1lr, I ',1ILtl tl: MU!;, iACluUir(j hotth abLignrment ot 
co0urnL e i ! t: r2,, CGu ft (.t r t I a ii Mi 5 . 
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APPENDIX B
 

PRINCIPAL DOCUMENTS REVIEWED
 

Alt David R., Personnel Management Advisor, GOS, "Comments on 'Curriculum
 
for the Certificate in Znronmental Health for Health Assistants
 
(Two Year Programme)' by u.13. Sibiya F.R.S.H., WHO short-term
 
consultant, Health Assistants Curriculum August 1985," Memo to
 
Health Planner/MOH, dated September 30, 1985.
 

ChaineJean-Paul a) Report on Epidemiological Activities of the Project,
 
"Swaziland RWBDCP 1981-1985, fnerican Public Health Association
 
(no date).
 
b) "Prevalence of Intestinal Parasites in Kingdom of Swaziland,"
 
Swaziland RWBDCP 1984-85.
 
c) "Schistosomiasis Prevalence and Control in Kingdom of
 
Swaziland," Swaziland RWBDCP, 1984.
 

DeBose Charles, (USAID Swaziland) 13 July 1984 "Memorandum on Status of
 
Health Education and Mass Media Suppm't for Control of Diarrheal
 
and Other Water Related Diseases."
 

Gearheart, R. and David Yohalem, "Development of a Water Supply and
 
Sanitation Policy and Strategy Document in Swaziland; WASH Field
 
Report No. 175, April 1986.
 

Gelfland Henry, "Epidemiological Surveillance for Diarrheal Disease Control
 
in Kingdom of Swaziland," Swaziland RWBDCP, American Public Health
 
Association, 1984.
 

Government of Swazilaid, Fourth National Development Plan, 1983-85.
 

Green, Edward C., a) Traditional Leadership, Community Participation, and
 
Development Education: Results and Implications of Two Surveys in
 
swaziland." April 27, 1984. 
b) "Knowledge, Attitudes, and 
Sanitation in Swaziland" Sept. 
c) "Community Mobilization 
Swaziland." Sept. 1983. 

Practices Survey 
1982 
for Health and De

of Water 

velopment 

a:iW 

in 

Hoadley, A.W., "Draft 1986 Progress Report on RWSBDCP," Academy for 
Educational Development, August 1986.
 

Hoff Wilbur, a) Summary Report of Health Education Outputs, RWBDC Project
 
December 1, 1983 - December 1, 1984.
 
b) "Guidelines to strengthen the Health Education Unit - MOH"
 
Jan. 1985.
 
c) "Final Report of the Health Education Component of the Rural
 
Water Borne Disease Control Project", Jan. 1985.
 

Institute for Research Development/Westinghouse, "xternal Evaluation of
 
Lombatting of Cildhood Communica-6-isease (CCCD), Swaziland,"
 
(DRAFT), August 1986.
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Matsebula 	J.S.M., A History of Swaziland, 1972.
 

Ministry 	of Health, GOS, "Guidelines for Future Operations of Health
 
Services -inSwaziland," January 1986.
 

Mtetwa L.L., Senior Health Inspector, MOH. "Re: Comments on the 'Proposed
 
Curriculum for the Certificate in Environmental Health for Health
 
Assistants," Memo to Director of Health Services/MOH, dated
 
October 7, 1985.
 

Nxumalo C., Health Planner, "Minutes of working groups meeting of May 17,
 
1984 to discuss initiation of Health Assistant Training," to
 
Acting Principal Secretary, DHS, DDHS, Acting PPO, Principal IHS,
 
SHI, dated May 28, 1984.
 

Phillips H.T. and Eva J. Salbe, "Strengthening the Management of the Public
 
Health Inspectorate of Swaziland," WASH Field Report No. 108,
 
April 1984.
 

Sibiya J.B.,"Curriculum for the Certificate in Environmental Health for
 
Health Assistants (Two-Year Programme), WHO Short-term consultant,
 
August 1985.
 

WASH, 	a) "Community Participation Workshop" - Field Report 176, July 1986.
 
b) "Mid-term Evaluation Report," April 1984.
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APPENDIX C OVERVIEW OF OTHER USAID P1)ECTS AFFECTING THE 14BDC PROJECT 

Reference Mem of 4 August 1986 
Mary Pat Selvaggio to Dr. Qhing Qhing Dlamini, Medical Officer, PHU 

Combattini ChLldhool Communicable Diseases Project (CCCD):
 
Training provided to health providers in tne areas of CDD, ELI, 
and malaria. Commodity support to clinics in form of cold 
chain equipment and drugs/supplies for thiree interventions
 
listed adoVe. Funding and support for community healtn
 
education through Health Education Unit, health providers, and
 
mass media channels.
 

PrimarY 4ealth Care Project: Although this project has not yet 
started, its proposed activities'include training health 
providers in the areas of pre- and post-natal care, EPI, 
nutrition, ORT, and treatment of infectious/parasitic 
diaeases. Limited commodity support to clinics (e.g. 
laboratory and communications equipment) is planned. Technical 
assistance to clinics in operational management, and 
strengthening of health education is Dlanned over the next five 
years. 

BESTAVA,ILAM,! mvv 

Develooment Communieitions Prcieeti Through technical
 

assistance to Swaziland Broadcasting System (SB3),
 
strengthening of development radio oroadcasts directed at the
 
community. Content of radio messages has focused on health
 
interventions appropeiate for the home and community,
 
agricultural information, education programming for the
 

schools, etc.
 

Swaziland manoower DavelODment Project-: Community leadershLp 
develooment worksnops provided to chiefs, tinrvuna, and women'i 
oroanizations in the areas of: 

a) leadership develop;laent, (a.-. group formation, 
management, record keeping# and civil registration)t 

b) environmental conservation@ 

c) income generating activities (e.g. handicrafts),
 

d) methods of food handling and storage.
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APPENDIX C (continued)
 

OTASR U.3. aOV3RN4'4NT r?'U!DED ATIVTIES 

Peace Coros Sal.l .r6ject AgsIstance FuhzkZ USAID provides the 
Peace Corps with smiI1 grants to oromote cormunity level 
developm2nt. These funds are aVailable to ?a e Corps 
Volunteers in pursuit of commUnity level projects (a.q. 
construction of waters systems, healtn educaZi on activities, 
agricultural production imorovements, etc.) througA. the 
Volunteers' guidance and supervision. 

The Ambass3dor's Self-Helo Fund: The US Embassy has a limited 
amount of funds available each year to communities fur 
community level development. These funds are availaole for 

construction of community facilities, imorovement in community
 

aervices or other related activities. In the past, these funds
 

have been successfully used for construction of water systems,
 

for building of clinics and schools and related activities.
 

OThER USAID FU3DD ACTIVITIES
 

Family Life Association: Assistance to FLAS in its efforts to 
provide family life services to individuals and communities in
 
the Kingdom. Future technical suppo rt is anticipated.
 

Salvation Army: Through a grant to Salvation Army, 50% of 
start-up costs provided for the construction of a clinic at
 
Msunduza, a peri-urban area of Mbabane.
 

Private Voluntary raniz3tions (PRO): USAID is currently
 
conducting a survey of PVO activities in Swaziland to determine
 
po!siblo future support. PVO activities which will be most
 

closely examined include agricultural organizations providinq
 
community based improvements in production and marketing, PVOs
 
involved in health services delivery, and PVOs involved in
 
economic development support to community groups and small
 
enterprises.
 

BEST AVAILABLE COPY 
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APPENDIX D
 

FINAL EVALUATION PROGRAM CALENDAR
 

Sunday Aug 3 Arrival in Swaziland 

Monday Aug 4 Meetings with Alan Foose 
Mary Pat Selvaggio 
Robert Huesmann 
Alan Reed 

USAID 

Meeting with A.W. Hoadley 
Madoda Dlamini 

USAID 

Tuesday Aug 5 Meeting with Principal Secretary, 
Mr. T.M.J.Zwane 

Senior Health Inspector, Leslie Mthethwa 
Ministry of Health 

Meeting with Napoleon Ntezinde 
Madoda Dlamini 
A.W. Hoadley 
Isaac Ngwenya 

Rural Water Supply Board 

Wednesday Aug 6 Meeting with Leslie Mthethwa 
A.W. Hoadley 
Madoda Dlamini 

Ministry of Health 

Meeting with Lemma Menouta 
Health Education Unit 

Meeting with Zandile Tshabalala 
Health Statistics/MOH 

Thursday Aug 7 Meeting with Mr. P. Metcalf 
UNDP 

Meeting with Mrs Pitnera Mthembu 
Health Education Centre 

Meeting with Principal Secretary, 
Mr. V.E. Sikhondze 
Dept. of Economic Planning and Statistics 

Friday Aug 8 Meeting with Ms Sibongile Mthupha 
Bilharzia Control Unit 

Site visits - Siphocosini, Mantabeni 
Hhohho Region 

,- 1 



Sunday Aug 10 Meeting with Dr. A.W. Hoadley 
Meeting with Rajan Soni of Emanti 

Swazi Inn, Mbabane 
Esive 

Monday Aug 11 Meeting with Esta de Fossard 
USAID, Development Communications 

Meeting with N. Ntezinde 
Rural Water Supply Board 

Meeting with members of Public Health Unit 
Public Health Unit 

Meeting with Sibongile Mthupha and Health 
Assistants, Bilharzia Control Unit 

Tuesday Aug 12 Site visits: Duze 
Siphofaneni 
Siteki 
Mphundle 
Entjonjeni 

Lubombo Region 

Wednesday Aug 13 Site visits: Piggs Peak 
Mphofu 
Mhlangatane 
Sigqumeni 

Hhohho Region 

Thursday Aug 14 Site visits: Lobamba 
Embekelweni 
Madvulini 

Manzini and Shiselweni Regions 

Meeting with PVO consultants: Sean Bradley and 
John Benson 

Friday Aug 15 Site visits: Makhosini 
Mbukwane 
Holneck 

Shiselweni Region 

Meeting with PVO consultants: Sean Bradley and 
John Benson 

Monday Aug 18 Site visits: Motshane 
Ntonjeni 

Hhohho Region 

Saturday Aug 16- Draft Preparation 
Wednesday Aug 20 

Thursday Aug 21 Preliminary Draft; Briefing with USAID 
Briefini with GOS 



Thursday Aug 21- Draft Revision 
Monday Aug 25 

Monday Aug 25 Final Review Meeting, with USAID 
Debriefing with RWSB's Design Engineer 
Debriefing with MOH's Principal Secretary 

Tuesday Aug 26 Debriefing with MONR's Under Secretary 
Debriefing with Health Education Centre 
Debriefing with USAID's Director and Staff 
Departure of Ashelman and Curtis 

Tuesday Aug 26- Final Report preparation by Team Leader 
Monday Sept 1 

Tuesday Sept 2 Final debriefing 
Departure of Team Leader Adrien. 

BEST AVAILABLE COPY
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APPENDIX E
 

OFFICIALS CONTACTED DURING EVALUATION
 

Academy for Educational Development (Contractor)
 

Dr. ':.W. Hoadley, Technical Advisor RWSBDCP, Mbabane
 
Dr. A.M. Kulakow, Project Manager, Washington, D.C.
 
Ms. L. Lander, Project Assistant, Washington, D.C.
 
Ms. E. de Fossard, Technical Advisor, Development Communications
 

Project (USAID) Mbabane
 

Bilateral Institutions in Swaziland
 

Mr. J.J. Mayle, Third Secretary, (AID), British High Commissioner,
 
Overseas Development Administration, Mbabane
 

Mr. Luc C.J.D. Schillings, Third Secretary (AID), Royal Netherlands
 
Embassy, Pretoria, S.A.
 

Department of Economic Planning and Statistics, GOS
 

Mr. V.E. Sikhondze, Principal Secretary
 

Health Education Centre, MOH, GOS
 

Mrs. Pitnera Mthembu, Senior Kealth Education Officer
 
Mr. Lemma Menouta, WHO Health Education Advisor
 

Health Inspectorate, MOH, GOS
 

Mr. L. Mthethwa, Senior Health Inspector
 
Ms. Sibongile Mthepha, Health Inspector, Acting Director,
 

Bilharzia Control Unit, Manzini
 
Mr. Jerry I. Nxumalo, Regional Health Inspector, Manzini
 

Ministry of Health, GOS
 

Mr. T.M.J. Zwane, Principal Secretary, Mbabane
 
Mr. J.J. Thuku, Director of Medical Services, Mbabane
 
Ms. Zandile Tshabalala, Director, Statistics Unit
 

Non-governmental Organizations inSwaziland
 

Mr. Rajan Soni, Founder, Emanti Esive (Water for the Nation),
 
Mbabane, Swaziland
 

Public Health Unit, MOH, GOS
 

Dr. Qhing Qhing Dlamini, Public Health Unit
 
Mr. Bongani Magongo, Public Health Unit (CCCD/EPI) RWBDC
 
Ms. E.T. Mndzebele, RHM Program Coordinator
 
Ms. Hilda Mdluli, EPI P-ogram Manager
 
Ms. E. Ntiwane, Matron, ,ublic Health
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Rural Water Supply Board, Ministry of Natural Resources, GOS
 

Mr. N.M. Ntezinde, Senior' Engineer, Mbabane
 
Mr. I.M.V. Ngwenya, Design Engineer, Mbabane
 
Mr. M. Dlamini, Public Health Engineer, Mbabane
 

Ministry of Natural Resources
 

Mr. Ambrose N.N. Maseko, Under Secretary
 

United Nations Development Programme, Swaziland
 

Mr. C.P.C. Metcalf, UNDP Resident Representative, Mbabane
 

U.S. Agency for International Development/Swaziland
 

Mr. R. Huesmann, Mission Director, Mbabane
 
Mr. H. Johnson, Deputy Director, Mbabane
 
Mr. R. Solloway, Regional Financial Manager, Mbabane
 
Mr. A. Reed, Program Officer, Mbabane
 
Ms. L. Keeys, Assistant Program Officer, Mbabane
 
Mr. A.C. Foose, Regional Population Development Officer and
 

Acting Regional Health Development Officer, Mbabane
 
Ms. M.P. Selvaggio, AHDO, Health
 
Ms. M. Wernette, CCCD Technical Director
 
Mr. C. Crowe, on short-term mission from REDSO, Nairobi
 

U.S. Agency for International Development, Washington, D.C.
 

Dr. C. DeBose, Regional Health Development Officer,
 
USAID/Swaziland, on leave to Washington
 

Dr. G.V. Van Der Vlugt, M.D. African Bureau (AFR/TR/HN)
 
Mr. D. Eckerson, Africa Bureau (AFR/TR/HN)
 
Mr. J.H. Thomas, Water & Sa, itation Specialist, Africa Bureau
 
Mr. S. Baker, Program Director, Africa Bureau
 

Water and Sanitatiun for Health Project, Washington, D.C.
 

Dr. D.B. Warner
 
Mr. C. Hafner
 
Dr. R. Gearhert
 
Mr. D. Yohalem
 

WASH consultants for Swaziland's International Water Supply and Supply
 
and Sanitation Decade Planning.
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2.1 

APPENDIX F
 

SUMMARY OF COMMENTS EXPRESSED DURING REVIEW MEETING
 

WITH USAID AND GOS - 21 AUJGUST 1986
 

Memo to MP counted - lowveld sites
 

AID 	 Think that is enough?
 
Head of Unit should be in charge of evaluation
 
Rec 3 - Reword. rake out last section 
Rec 6 - Check with Pitnera on percentage that USAID is providing 

on materials - put it in ().
 
Rec 7 - Try to find out why Hoff's recommendations were not
 

accepted.
 
Rec 2 - Lynn direction it should take if posts cannot be filled.
 

Alan Change two to one, also in last section.
 
InSect. 5.7
Reed 	 What makes somTe--health assistants effective? 


Prioritize personnel needs in TA.
 

GOS 	 Need evaluation alone and not others.
 
be
Interviewers - add + establish + check with AID on what can 


Sdid.
 
Rec 11 - Need officer for communications officer to handle radio
 

Mention difficulties in regional transport/housing/office space
 

Rec 4 - Define person needed.
 
Don't use personal names
 
Need for personnel chart of Hoadley's to be done.
 
Change Director HEU to Senior Health Education Officer
 
Should we recommend that KAP study be done somewhere else?
 

how it
2.2 	 Examine proposed HA program done by Lesotho advisor + see 


Rec 7 affects Rec. 7.
 
Rec 7&8 Any ideas for how curricula can be strengthened?
 
Rec 6 (Lynn) Question on increasing number of health assistants
 

administrative feasibility problems that might arise inmanage­

ment, budget, feasibility, and sLpervision inMOH if those HAs
 
were increased.
 
Justify the need for these additional HAs
 
(Alan Reed) Why wasn't the existing HA plan implemented.
 
luestion of comparing number of HAs to be assessed inPlan (20
 

over 4 years) to the report recommendation (15 graduates/year
 

starting with 2nd year).
 

don't blame MOH for general transport
Concl. 2 	Concerning transport ­
problems that exist inall ministries. 

Concl. 3 	Lack too strong a word.
 
P-rhFaps combine 2 and 3
 
Note distinction between trained and untrained HAs
 

Rec 4 	 Look at sectoral plan regarding training of Deputy + Regional 
Health Inspectors. 
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2.3 	 Recommend that 2 No. KAP study be included in the Proposed
 
Extension.
 

3.0 	 Epidemiology
 

Rec 2 	 MOH fill the established but vacant post of Health Planner
 
(clarify title).
 

If the technical assistance is provided in epidemiology he must
 
have a counterpart.
 

Rec 3 	 Dr. Thuku suggests that this be "Director of Preventive Services"
 

Rec 1 	 Where should the epidemiologist be based? Who should supervise
 
him?
 

Scratch out "Canadidns"
 
How would epid that we are proposing fit in with CCCD Epid?
 

4.0 	 Suggestion that TSG and NAG look at issues rather than forming
 

a new group, or that a site consultant be used.
 

Rec 2 	 Specify the type of water projects referred to.
 

Rec 5 	 Need for a mechanism to lead to integration.
 
Need to indicate at what level integration would take place.
 

Bill clarified that there is a workplan for the PH unit.
 

5.0 	 Bill reports Entandweni is now 85 percent complete.
 

5.1.1 	 Second minor reservdtion should be reworded;
 
Word "lack" is too strong
 
For "ins-u fficient emphasis on h.e.",
 

indicate instead "insufficient result"
 
of no.e.
 
Behavioral issue
 
Issue of variable effectiveness of HAs
 

on maintenance costs, mention situation that government
 
normally pays for them, now.
 

Add information from Carlos Crowe on pilot 0 & M cost project at
 
Embekeiweni.
 
Check with Isaac on whether this pilot project involves just
 
operating costs or both O&M/ or OMRR
 

The question was raised by AID about how realistic the 2 year plan
 
was and whether the provisions were taken into account in
 
determination of capacity of RWSB capacity.
 

5.5 	 USAID - There were a lot of questions concerning the assumptions 
used to deteimine RWSB's capacities and commitments. 
In the GOS session, the design encineer of RWSB took issue with 
some of them.
 
There was no final consensus on the issue.
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Look at the specific types of systems involved in chart and how
 

that impacts the cost and capacity of RWSB to do the work.
 

5.5) 
5.6) GOS meeting: 	 Economic planning may not want to deal with NGOs
 

Government may not want to manage fund spent by
 
NGOs.
 

5.8 	 USAID - CoW of RWSB needs help in doing bookkeeping, reporting and
 

accounting through.
 

Need to set up a standard format so that it will be easier for the
 

CoWs to report back.
 

The design engineer cannot comment on RWSB's capacity to carry out
 
proposed program because of lack of information about the program.
 



Persons Attending Review Sessions August 21, 1986 of
 

Draft Report for Final Evaluation by Pragma Corporation
 

of the Rural Water Borne Disease Control Project
 

Venue: USAID/Swaziland, Mbabane
 

Meeting with USAID/Swaziland, 11:00 - 13.15
 

Allan Reed, Project Program Development Officer
 
Lynn Keeys, International Development Intern/ PPD
 
Alan Foose, Acting Regional Health Officer / Population Development Officer
 
Mary Pat Selvaggio, Assistant Health Development Officer
 
Neal Cohen, Regional Economist, based at USAID/Swaziland
 
Carlos Crowe, Regional Engineer, based at REDSO/ESA in Nairobi
 

Evaluation Team
 

Nicolas Adrien, Team Leader, Pragma
 
Peter Ashelman, Sanitariar, Pragma
 
Caroline Curtis, Community Development Specialist, Pragma
 
Madoda Dlamini, Public Health Engineer, Rural Water Supply Board, GOS
 

Meeting with Government of Swaziland, 14:30 - 17:30
 

Ministry of Health
 

Dr. J.J. Thuku, Director of Medical Services
 
Pitnera Mthembu, Senior Health Education Officer, Health Education Unit
 
Dudu Dube, Health Inspector/Public Health Engineering Unit
 
Leslie Mthethwa, Senior Health Inspector, Health Inspectorate
 
Sibongile Mthupha, Health Inspector, Health of Bilharzia Control Unit
 

Rural Water Supply Board
 

Isaac Ngwnya, Design Engineer/Acting Senior Engineer
 
Dr. A.W. Hoadley, Technical Assistant to Public Health Engineer and
 

Rural Water-Borne Disease Control Project Team Leader
 

USAID/Swaziland Evaluation Team
 

Allan ReeC Nicolas Adrien
 
Lynn Keeys Peter Ashelman
 
Alan Foose Caroline Curtis
 
Mary Pat Selvaggio Madoda Dlamini
 
Carlos Crowe
 
Harry Johnson, Dep. Chief of Mission
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APPENDIX G
 

SCOPE OF WORK OF TECHNICAL ASSISTANCE TEAM
 

The AID Health Education Advisor will provide leadership to the HEU
 
Director has completed
after the WHO consultant leaves and before the Swazi 


the necessary graduate training. He/she will also function as an advisor to
 

the Swazi Director when he/she returns from training which will assure
 

continuity to the program. The Social Scientist will organize the KAP studies
 

and ensure that the results are incorporated into the health education schemes
 

in the appropriate ways.
 

The public health engineer's advisory functions will include: (1)the
 

development of criteria for the design of water supply systems as well as
 

selection criteria for use in determining target communities to receive water
 
supplies and excreta disposal systems; and (2)review of the designs and plans
 
for irrigation works, including dams, canals, reservoirs, and drains to
 
determine the potential health implications, particularly related to
 

schistosomiasis; and recommendation on feasible engineering alternatives to
 

alleviate or minimize potential negative health impacts.
 

Under this project, the previous approach used by the MOA to provide
 
pit latrines will be modified. As described more fully in the Project
 
Description, the project will emphasize a self-help (and self-financing
 
approach to latrine construction. The AID-funded environmental sanitation will
 
develop a set of appropriate latrine designs and will set minimum criteria;
 
four senior health assistants, one in each district, will work closely with
 

The senior health assistants will
the sanitarian in the selection of designs. 

be trained in the siting and construction of the various options which will
 
range inprice form Ell to El7 in 1979 prices (El =$1.19).
 

The sanitarian adviscr will also assist in the development of materials
 
ordering and delivery procedures to be managed at the district level by the
 

senior health assistants. The system will be organized through the private
 
market or by renting space on other GOS vehicles. The Rural Water Supply
 
Division (RWSD) has expressed a willingness to haul latrine materials on their
 
vehicles, probably at no charge. This service would be limited to areas where
 
water supplies are being installed. Additionally, the Swaziland Central
 
Cooperative Union (CCU) operates a fleet of trucks that has excess capacity
 
during the winter and the union is actively looking for additional business.
 
Supplies could be hauled by the CCU vehicles during the off season and stored
 
at either their four district centers or at the numerous farm sheds in the
 
rural areas. The senior health assistants could arrange for the delivery of
 
the latrine materials to the CCU district center or farm shed where they will
 

either be picked up by the homesteads or arrangements for delivery will be
 
made through the numerous private truck rentals. It is likely that in many
 
instances, the CCU trucks will be able to deliver the materials directly to
 
the site. In some cases, the private system may be used for the delivery of
 
materials. Materials for both the demonstration scheme and the future program
 
will be delivered using procedures established during the early stages of the
 
project by the sanitarian advisor; maximum flexibility concerning the source
 
of transport will be encouraged to help ensure timely deliveries.
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EXECUTIVE SUMMARY OF MID-TERM EVALUATION REPORT
 

This mid-term evaluation was undertaken in November 1983 by a three­
person team staffed by the Water and Sanitation for Health (WASH) Project
 
and entailed three weeks of documentation review, interviews, observation of
 
field activities resulting in an assessment of project progress to date,
 
existing problems and future progress.
 

The principal project input is technical assistance (17 person years)
 
from a social scientist, health educator, sanitarian, public health
 
engineer, epidemiologist, and short-term consultants (mass-media, diarrheal
 
surveillance). Other inputs include academic training in the U.S. of three
 
people, a senior health educator, a public health engineer, and a graphic
 
artist; construction of the first Health Education Unit, vehicles and
 
materials for the health education and sanitation components, and housing
 
for technical advisors.
 

Contractor performance by the Academy for Educational Development (AED)
 
was found to be satisfactory given constraints not expected when the project
 
was planned and contracted out. Home office support for the field was
 
considered to be superior by the USAID Mission.
 

The public health engineering component has run into problems in trying
 
to train a Swazi counterpart. Candidates returning with degrees are tempted
 
away to the private sector by higher salaries. The Ministry of Health
 
declined to establish the public health engineering position, but the
 
position was established in the Rural Water Supply Board within the Ministry
 
of Works, Power arid Communications. The AED technical advisor for this
 
component has been defining the role of the public health engineer and has
 
been creating demand for those professional services. There hd never been a
 
public health engineering position in government service prior to the
 
project. Public health engineerinig output has included health impact
 
evaluations for a major dam project and for irrigation and water supply
 
projects. Water quality guidelines and water-system design cr~teria have
 
been drafted and an attempt made to get them legislated.
 

The epidemiological component outputs include the expansion and
 
upgrading of the Bilharzia Control Unit (NCU) laboratory facilities. In­
service training has also improved the professional skills and capacities of 
the staff. A young, newly named director is being trained by the AED 
epidemiologist and groomed for leadership. The Unit has constraints due to 
supply problems, transportation difficulties, and lack of data analysis 
facilities. However, a national schistosomiasis survey has been completed 
leading to identification of the highly endemic areas and the areas of 
infection of the different schistosomal species. This first-of-its-type 
survey will be useful for planning the disease control strategy. in 
addition, with the increasing shift of emphasis of the project away from 
schistosomiasis to diarrheal diseases, a new program of longitudinal, 
small-scale diarrheal surveillance has recently been started. The results 
are eagerly awaited by the Ministry of Health. 

The sanitation component outputs include the training of Health 
Assistants in vented pit-latrine construction. One thousand latrines have 
been completed since 1981, and annual construction starts have been tripled 
since the start of the project. Demand for concrete slabs has outpaced 
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supply, and, rather than face delays in construction, the use of locally
 

available materials, such as logs, is being promoted. Through the example of
 

the practice of good management, the AED sanitarian has created the demand
 
the director
for the creation of a central office program manager to assist 


of the Health Inspectorate, an example of unplanned institutional
 
development. There is an emphasis in the project of training the field
 
agents, the health assistants, in communications and community mobilization
 
skills.
 

The neaith education component has faced the most constraints to program
 
implementation and institutional development. Staff positions in the Health
 
Education Unit have still not been established, and the AED health educator
 
is in an advisory position rather than the directorship position planned for
 
in the project paper. Due to resulting conflicts, the original technical
 
advisor was withdrawn and there as an 8-month hiatus until the arrival of
 
his replacement. In effect, this component has experienced a one to two year
 
delay and it was difficult to really evaluate its progress and future
 
potential. Through the input of a social scientist, several useful studies
 
were completed on values, knowledge and practices in rural areas related to
 
water, sanitation, personal hygiene and child care especially inrelation to
 
infant diarrhea prevention and treatment; factors affecting community
 
organization and mobilization; and on the practices of traditional healers
 
with respect to water- and sanitation-related diseases. The purpose of these
 
studies was to collect information on which to base a culturally appropriate
 
health education strategy. One successful health education program has been
 
the mass-media campaign tied to the objective of diarrheal disease control.
 
Over thirty programs have been produced by an enthusiastic and highly
 
productive interministerial and inter-agency group under the direction of a
 
senior public health nurse. The programs have been aired over a year and
 
preliminary evaluation indicates that the programs reach 65 percent of those
 
rural homesteads with radios. Training of extension agents rrom several
 
ministries is planned to make them aware of und involved in diarrheal
 
disease control, sanitation, and the use of communications and community
 
mobilization skills.
 

Key recommendations by program component are:
 

Public health engineering - review of all major water projects for 
health implications; push for legislation of water quality 
standards; delay decision to train counterpart until his interest in 
the position has been firmly established. 

Epidemiology - extend the tecnical assistance for one year to 
ensure adequate preparation of the Unit Director for its management; 
send the BCU Director for management training; increase the 
interaction between the epidemiological component and the other 
project components; improve data analysis capabilities; complete 
national survey on other parasites; develop the diarrheal disease 
surveillance study and increase its representation of different 
sub-populations within the country. 

Sanitation - evaluate the pit-latrine program; extend the program 
into peri-urban squatter areas; support the establishment of the 
needed management position in the Health Inspectorate. 

Health Education establish the Health Education Unit staff 
positions; integrate the Rural Water Borne Oisease Control Project 
activities fully with those of the unit; implement a longitudinal 
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behavior change evaluation process rather than the two cross­
sectional surveys stipulated by the contract; further evaluate the
 
progress of the health education component in April 1984.
 

Despite constraints, the evaluation team concluded that the project has
 
a good probability of leaving a long-term mark on the control of water­
related diseases inSwaziland, in developing institutional capabilities in
 
public health engineering, sanitation, epidemiology and health education,
 
and in enabling the Government of Swaziland to reach stated national health
 
goals.
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APPENDIX I
 

GUIDELINES TO STRENGTHEN THE HEALTH EDUCATION UNIT
 

MINISTRY OF HEALTH
 

OBJECTIVES
 

A major health education goal of the Rural Water Borne Disease Project
 
is to strengthen the Health Education Unit (HEU) so it will have the
 
capability to plan, implement and evaluate health education programmes that
 
are responsive to the needs of rural people. These programmes should promote
 
the objectives and priorities of the Ministry of Health (MOH) and they should
 
promote community involvement and self-sufficiency. In addition, the HEU
 
should be trained to use innovative and traditionally appropriate
 
commLnication and education methods.
 

METHODS
 

To accomplish the above objectives certain actions mus- be taken.
 

Step 1. Determine the needs for health ed'.caLion programmes
 

Health problems and conditions vary from one geographic community to
 
another. In order to be responsive to the needs of rural people and to promote
 
the objectives and priorities of the MOH, a system must be established for
 
gathering information From different sources about health problems, needs and
 
c'nditions.
 

The following activities are suggested toward identifying health needs:
 

(a) Designate HEU staff to meet with key persons at MOH headquarters,
 
Public Health Unit, Health Inspectorate, Communicable Disease,
 
Malaria Control, hospitals and other appropriate units.
 

(b) Have HEU staff meet with extension programme people in all four
 
district offices.
 

(c) Meet with persons in health related programmes in the Ministries
 
of Agriculture, Education, and in non-governmental organizations
 
such as Snbenta, Rural Water Supply, FLAS, Red Cross and churches.
 

(d) Make field visits to selected ccinunities in the high, middle and
 
low velds to discuss with chiefs, other traditional leaders,
 
women's groups and health c:ommittees what their health neods and
 
priorities are.
 

(e) Review evaluations of previous workshops and programmes, health
 
surveys, reports and other relevant documents to help identify
 
health needs of different target groups.
 

Step 2. Assess the resjurces that are available to the HEll.
 

There are resources available within the current and proposed budgets
 
for health education. There may also be resources available outside the unit
 
suh as in other MOH units and in other ministries and health organisations.
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(a) Assess the current' 1984-1985 budget for monies available for
 

staff, travel, printing, supplies, equipment, etL.
 

of existing educational
(b) Inventory and evaluate the status 

materials and audio-visual equipment in the HEU.
 

project 	budgets health programme
(c) Identify from other health 	 and 

units monies and staff that might be available for health
 

education activities.
 

Step 3 	Plan health education programmes that are responsive to the health
 

needs of rural communities, th5t promote the MOH objectives and
 

priorities and that promote comm--nity self sufficiency.
 

After a careful evaluation of the needs assessment data, develop
 

programme objectives for health education. These objectives should be aimed at
 

both short and long range accomplishments and should be formulated according
 

to MOH priorities and the resources that are available to the HEU.
 

DEVELOPING AN EFFECTIVE HEALTH EDUCATION Pl.-.AN
 

The following activities could be carried out to develop an effective
 
Health Education Plan.
 

(a) Review the 1984 HEU work activities together with the additional
 
needs determined 'rom Step 1. Allocate priorities to these
 
activities.
 

(b) Formulate programme objectives that can be realistically
 
accomplished within a defined period of time. When writing
 
programme objectives for activities such as workshops, community
 
activities, developing educational materials, etc. it isessential
 
that the behavioural changes desired in the target population
 
groups be specified. Without this information, the results of the
 
programmes cannot be evaluated.
 

(c) Using the above programme objectives arid considering the resources
 
available to the HEU, form,,late a Work Plan for 1985.
 

(d/ Review the Health Education 5 Year Plan and modily it in view of
 
the needs assessment, priorities and prograimne obje-tives.
 

Step 4. 	Allocate resources and staff responsibilities to implemert the work
 
plans established.
 

Once programme objectives have been formulated it will be necessary to
 
allocate monies and other resources and to assign staff members specific
 
responsibilities.
 

Each staff member should prepare monthly individual work plans showing
 
outputs and target dates for completion. This will enable the staff as a group
 
to periodically assess their own progress and accomplishments and to modify
 
the work plan as needed.
 



Step 5 Evaluate the effects of the health education programmes.
 

benefits and results of the programmes on the
In order to assess the 

develop a plan to
target 	 population groups it will be necessary to 


health 	 education pro rammes. Evaluating health
systematically evaluate 

education activities and programmes is essential in order to determine if they
 

are achieving their goals and to provide feedback to the HEU and MOH staff in
 

revising existing programmes and in planning future ones.
 

The types of evaluation mechanisms that could be used include the
 

following:
 

(a) A process to test the readability and understanding of education
 
materials that are developed by HEU.
 

(b) A process to evaluate the extent to which knowledge and skills
 
have been learned tby partitipants in training workshops. And a
 
method of follow-up after workshops are completed to find out if
 
these skills are being used in the field.
 

(c) A system for conducting quick sample surveys among representative
 
to evaluate the results of radio programmes or
community groups 


communith health education prograrn~es that aim to change health
 
behaviours.
 

Step 6. 	Coordinate the health educatioi and training activities of all units
 

and projects within the MOH and health related proqrarfnes in other
 

ministrles and non-governmental organisa ions.
 

This type of coordination is essential to eliminate duplication of
 

efforts and conflicts in scheduling and to make the most efficient use of
 
limited resources.
 

This coordination could be achieved by officially designating the HEU
 

the coordinating body and by holding periodic intersectoral meetings.
as 


of the 	HEU should also be included where decisions are
The Director 

made regarding health programmes and projects that involve health education
 
activities and resources.
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APPENJDix 

JOB 	DESCRIPTION JDB Al. 048-A 


SENI R HEALTH iNSPECTOR (GRADE 18' 

APPROVED 

O .ZL MMTICAN&G;IdZTC MINISTRY OF HEALTH 

.Drafted November 1985) 


CNAIRMA14 Oifg 

i 5,7R1Fv' 0--, OF DUTIES: Develops and overse_ s the
 

ispiementdtion of all MOH wate;, sanitation, anu atoj 


environmental health programs, and Iiaises with other ministries 


and organizatioas whose activities affect water and san ttation 


programs. 


SUPER'.'ISORY 4ND COLLABORATIVE RELATIONSHIPS 


I. 	 Reports directl, to the Director of Health iervs
 

2. 	 Supervises a Deputy Senior Health I =pcctor and a Realth 

Inspectcr - Public Health Engineering. 

Works closely with agencies involved in cammunar-


development.
 

EXAMPLES OF PRINCIPAL DUTIES:
 

I. 	 Reviews and ¢ialyzes monthly sanitation and wat-r reports
 

submite d by the Regional Health InSpectorALC LkAC&M through
 

the Deputy Senior Health Inspector.
 

2. 	 Makes periodic field visits to the Regions. mad mtteds 

periodLcaliy the Regions monthly meetings of the eialth 

[njpectorste Unit. 

3. Provideztechnical support to Regional Health hanagement 

Teams in the planning and budgeting for programmes in 
environmental health and sanitation: atitenoo a minimUm of 

one 	peeting per year of each of the four RHMT.
 

4. 	 Advises the Liquor Licensing Board on Healta matters. 

Job 	XD- 04B-A Coa. -2­

5. 	 Ser-ve n a member of the Calebrations C~zttee. 

6. 	 %e-etz peredic-nlly with officials in Education, Labour,
 

Rural Developaent Areas, Community Development Board and
 

other agencies in order to establish or strengthen 

collaborative links with units. 

7. 	Meets 4with the Director of Health services routinely to 

discuss problems and progress of the Health Inspectoratft 

regard to-water and sanLtation programmes and other 

environmentally celated activities.
 

8. 	 Compiles annual report of the activities of the Health
 

Inspector-ate Unit.
 

9. 	 Chairs the quarterly meetings of the Health Inspectors at
 

the Central feadquarters.
 

10. 	Perform. other related duties as required by the Directot 

of Health Services. 

10. 	Enforces the Public Health Ar.. and Health Regulations.
 

it. 	Plerform other duties as necessary. 

QUALIFICATIONS:
 

Eachelor's degre in Environmental Healtb (preferable Master'L
 

degre} and 5 years experience after the degree or equivalent
 

training rand experience, e.g. health inspector diploma and se% 

years exper-ence a minL=um of two of which must have been as 
Deputy Snior Health Inspector. Regional Health Inspector. 

Health Inspector-Public Health Engineering, Health Inspector
 
charge of hsiaria Control, or Health Inspector in charge of
 

Bilharz.i Control.
 

SES AVA J.,LL C iY 



JOB DESCRIPTION JOB NO. 048-B 

n.-Df Y SENIOR HEALTH INSPECTOR (GRADE 

AF#PCVE.D 

PINLXIVi&LG[[NTCOmmiTTEC MINISTRY OF HEALTH 

_____________________ Drafted November 1985)I 
'sinis titie does not exist on the present GOS Establishment 


R'gtster but has been proposed in the revtsed Schewe of Service 


for Health Inspectors.) 


GENERkL ZESCR!PTION OF DUTIES: Assists the Sentor Health 

Inspector in implementing MOH water, sanitation, and other 

environmental health programs. 

SUPERVISORY AND COLLABORATIVE RELATIONSHIPS: 


1. 	 Reports directly to the Senior HeaLt' Inspector.
 

2. 	 Supervises Regional Health Inspectors. 


Works closely with the Public Health Unit. Malaria and 


Bilharzia Control Pnits. TuberculosLs Centre, and town 


council health inspectorates tu enure a well coordinated
 

3pproach to community health servic".. 


EXAMPLES OF PRINCIP4L 'UT!SS: 

1. 	 Attends sonthiy regional health inspectormte metings on a 

rotational baeis, serving as liaisou between the central 

office and the regional offices. 

2. 	 Receives, reviews, and monitors th - matkty regional health 


tspectorate reports and provides feedback to the Regional 


7 elth Inspectors. 


3. 	 Provides technical support to RegLoank Health Management 

Teams in planning and budgeting for esvironmetal health 

Job 	No. 048-B -2-
J0
 

programmes; attends a minimum of one meeting per year of 

each 	RHMT.
 

4. 	 Supervises the purchase of materials and supplies, e.g­

construction materis for latrine construction nnd zpriz 

protection, insecticides, spray can& and spare parts, to&, 

protective clothing. and meat inspection knives for field 

staff; maintains an adequate inventory of these materials 

and 	organizes the issue ard delivery of the nateri.1s.
 

5. 	 Provides technical and logistical sauport for field staff 

6. 	 Conducts annual performance e'aluation of Raional eBalth
 

Inspectors under his supervision.
 

7. 	 Assists the Senior Health Inspector in the preparation of
 

the 	annual report.
 

8. 	 Assumes the duties of the Senior Healt-h Inspector in that 

officers absence. 

9. 	 Performs other duties as necessary
 

QUALIFICATIONS: 

Bachelor's degree in Environmental Health ad two years 

experience aftte.r the degree or equivalent training and 

experience, e.g. three year Health Inspector diploma. prefers 

supplemented by a diploma for meat and food inspection, speci 

training in plenning and management, epidemiology, and 

entomology and five years work experience. 

BEST 	AVAiLABLE COPY 
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JOB 	NO. 049-D


JOB 	DESCRIPTION 


5. Provides liatsoo between the MOH Health Education Unit a-
FLTrU V PCTOR-PUBLIC HEALTH ENGINEERING__GRAOKJ 

APPRCVJEO the Rural Water Supply Board to meet the health educatio-

SOCI^CL 	 MA-AGESMIT COM1L'rE| M LISTRY OF HEALTH needs of ruraL uiter mad other water resources developna" 

I programs. 

. , 1- 4Drafted October 1985 
- 6. 	 Provides liaison between the MOH Health Inspectorate amd­

,7\ rEiPTN OF EUTIES Serves as liaison between the Rural Water Supply Boerd to achieve integration of
 

Ministry of ie3lth and the Rural water Supply Board (RWSB); sanitatiou and water resources development activities.
 

assists te Public iealth Engineer in mecttng health objectives;
 

and provides Ministry of Health inputs into water supply, 7. Assist-w ta plan r g and nxecuting impact studies asd
 

sanitation, and other water resource development programs., evaluations to meet GOS needs and to satisfy terms of ln.
 

SLPER)7O5RY AND COLLABORATIVE RELATIONSHIPS: 8. 	 Assists in thm awiztenesce of in inventory of water 

suppLie. 

I. 	 Reports directly to the Senior Health Inspector. MO .h 9. Advia. on and approves conceptual designs for springs 

Oorks clos-ly 4ith the Public Health Engineer. Rural Water developed by tha heaLth inspectorate. 

Supply Board. spending at least three days per week in his 

office carrying out specific duties. Works closely with the 10. Inspectv ROE spring projects upon completion. 

Health Education Unit in preparing a:ssages related to water 

usage- II. Provides technical support to Regional Hea;.h Managament 

Teama in planning and budgeting for water supply program. 

EXAMPLES 	OF PRINCIPkL DUTIES: in their regions; attends a minimum of one meeting per y. 

of each of the four EBRHYa. 

1. 	 Ensures that nealth policies, guidelines and regulations
 

relating to water supply and sanitation are followed in the 12. Perfarmw other duties ac necessary.
 

piann:ng. cesign. and implementation of water supply.
 

sanitation, and water resources development projects. QUALIFrCATTONS:
 

Bachelor's degree in environmental health and two years
 
2. 	 Inspects rurml water supplies and monitors any required experience or equivalent, e.9. three year Health Inspector 

fliow up actions. 
a 
 Diplopt pLus 
a two year diploma in public health engineering 

three ywwrw a-wp riece as a health inspector. 

3. 	 Monitors water quality and ensures that required follow up
 

action is taken.
 

4. Drafts and revises 	guidelines and regulations relating to
 

health aspects of water, sanitation and other prograumes to BEST AVAILABLE COPY
 
ensure compliance with Ministry of Health requirements.
 



JOB 	IESCRIPTION 
 JOB 	NO. 049-K Job N-. 049-K Cont. - 2 -

SOG1ONAL HEALTH INSPECTOR (GRADE is 
 EXAMPEFS OF PRINCIPAL DUTIES:
 

APPPOVED -

RS aaM UTTKrm MINISTRY OF HEALTHa~M axmt5Vr 

(Drafted November 1985)
 

aMA_ a__C 

'Wins ititie dees 
 t exist in the present GOS Establishment 


Register but has been proposed in the revised Scheme of Service 


for 	Health Inspectors.)
 

GENERlAL CFSCRIPTION OF DUTIES: Provides general supervision of 


3ll 	water and sanitation and other environmental health
 
activite3 within the districi. #ith 
the 	other members of the 


Regional Health Mansgeent Team, is responsible for planning.
 
monitoring and supervising the health related matters 
of the 


region, for both government and non-government health services. 


Promotes equitable distribution of preventive and curative 


services to tne population and coamunities. Does other related
 
work as required. 


S_PRVISRY 
ND CZLLABORTIVE RLATIONSHIPS: 


1. Receives technical supervision fro= the MOH Senior Health
 

Inspector and other OR specialists. Receives general 


directicn from the 
Regional Heaith Management Team on
 
programme services and operations within the Regional 


service area.
 

2. 	 Provides general supervision to other health inspectorate
 

activities 
within the region and technical assistance to
 

other health workers such as =edical-,doctors and nurses.
 

Works closely with other members of the Regional Health 


Management Team on planning and managing the work of the 


region. Collaborates with all sectors on enviror.aental 


health progr5smes.
 
B ES T 

I. 

2. 


3. 


4. 


5. 


6. 


7. 


S. 


9. 


AVAILA B LE C O PY 

Develops the annual work plan for the faig'am iL eparat 

with other members of the 2egionaL 6weaLtEk haaGagmat Te 

Attends.regular Regional Health Hanageent Team eetinga
 
joint problem solving and for scheduLieg weekly and oa: 

work activities.
 

Assists with development of integrarted perl y hAmlth- ca 

services for the region. 

Assists with the evaluatie of progamm.amid americam 

rdentifies training needs within the ragim. 
prsmai,&
 

inservice continuing education traijai g; sists with
 

training cf rural healthmoti tor-.
 

Attends Regional Health Advisory CoiL zmtinga 
 4a 

technical advisor; encourage* the dmwelmewt of com-unit 

health advisory committees and pro.-ide tchnical 

asgristanew. 

With the other Team aeuerg. assists with such personnel 

actions as recruitment. discipLinar7 moctom and performan 
evCuation. 

Develops annual budget requests in ceoeraion with other 

team members.
 

Advimes the Senior Hfealth lamiector ftfruu Deputy Seujo
 

ieatth laapector) and the MO& Comuamaskcaabl- Skmae Contra 

Unit on the overall environmental health ad sanitation 

need of the region. 

o. . .. . .
 



Jud 	utbLxiriium JUe MU. UqU"A
 

HALT? INSPECTOR (GRADE 14\16)
 

APPFVIM 

i.mCaa,JGLILaT Oasa iiTT MINISTRY OF HEALT9 

-~ 

. /e/-- (Drafted October 1985) 


&M CM I--, 


GE TPAL OESCPIP'IC4N OF DUTIES: Provides directly or supervires
 

others in provuiLin environmental health~sanitation and 


cowmuicable dine-nse control services in a sub-area of a region. 


S1PEVRISORT AND COLLABO~kTIVE RELATIONSHIPS: 


1. 	 Reports dir,tctly to the Regional Health Inspector
 

Z. 	 Supervises ien-or Health Assistants and Health Assistants. 


Vorks closely with Clinic Nurses. Public Health Nurses and 


Rural Health Motivators in his area. Cooperates with other 


governaent workers e.g. Community Development Officers,
 

Agriculture Extension Officers. 


EXAMPLES OF PRINCIPkL DUTIES:
 

I. 	 Providea routine supervision of Senior Health Assistants 


under his\her jurisdiction and jointly Health Assistants
 

including routine visits to project sites. 


2. 	 Assures that monthly reports from Health Assistants are
 

correct before submission to Regional Health Inspector.
 

3. 	 Carries out routine inspections of food handling and
 

mon-food handling establishments, e.g. bakeries, bakery
 

trucks. dairies, industrial premises,-stores, restaurants.
 

4. 	 Conduct* meat inspections at battoirs and rural slaughter
 

poles as requireu. and submits copies of inspection report
 

to Regional Health Inspector. 


Job 	No. 049-A Cont. -2­

5. 	 Carries out emergeocy commuricable diuawA. coatrvl 

activities as directed by Regional-Senlth Lnupactor. Th
 

would include contact tracing. health eba-txama sessions
 

with public. conveyance of water saipit.-na feac1 mob".
 

appropriate lab facilities, and buriaL_
 

6. 	 Carries out routine inspections of -erd&,R-itmL mmd
 

institutional housing.
 

7. 	 Carries out destruction of condemned food stuffe mnd
 

carcasses.
 

8. 	 Supervises couzunicable disease coautxw 4ax~tieratim a. k_ 

area. 

9. 	 Assures that ordering and distribrtio wf st tm a
 

other materials occur smoothly.
 

10. 	Approves building plans and submits Jki rwama to the
 

Regional Health Inspector.
 

11. 	Carries out health education at schoo". mkAkm. a" at]
 

Institutions.
 

12. 	Convenes weekly area eetingm for Senir SmLth assistul
 

and Health Assistants.
 

13. 	Attends monthly Regional Bealth l-,,pecterat. mig.
 

14. 	 Participates in training of Rural Bealth Mktwmm
 

15. 	Attends community meetiags mm necasmary.
 

nuisance situations caused by improper refuse dzapoal.
 

SEST AVAILABLE COPY
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C­

17. 	Enforce reguletions under the Public Seeltb Act and sea
 

in the prosecution of defaulters.
 

18. 	Participates in weekly work planning meetings with the a
 

of health facilities and other community development wot
 

in his/her uorking area.
 

19. 	Provides toilets during state celebrations.
 

20. 	Assemes duties of Regional Health Inspector in that 

officer's absence. 

21. 	Performs other duties as nece-sary.
 

QUALIFICATIONS:
 

-0- Levels. three year Health Inspector diploma, and a
 

government driving authority.
 

., COPy 



JGS 	DESCRIPTION JOB VD. 050-A
 
Job 	No. 050-A Cont. -2-


SENLR HEALTH ASSISTANT (GRADE 12) 
APPROVED 1 5. Atteads ... kLy area Health lnmpectorate meetings to set 

N CCM WT;L MINISTRY OF HEALTH weekly woFk plans and discuss general problems.
 

-.. rafted November l85) 6. 	 Attends monthly meetings with Health Assistants and Bar& 

Health Motivators.
 

:4..k n, r NC 3iE Directs the activities of Health 
Assistants in providing environmental heathbeenitataon. 	 7. Attends community meetings as required by Health Inspect 

c =s 	 ni zi e disease control, and first aid services. 

8. 	 Participates as a member of the health team with clinic
 

SF;- S: D 3 LLA8ORATIVE RELATIOSSHIFS: nurses and other health personnel.
 

I. 	 E-orts Airectiy to the Health Inspector for the area. 9. 	 Performs other dutier as assigned by Health Inspector.
 

including those related to the duties included in the joi
 

2. 	 Supervises Health Assistants. descraptpon for Health Assistants.
 

*orms closely as a member cf a health team with clinic and
 

pubitc hezith nursing staff. Coordinates with Rural Water
 

Suppiy Board staff on water projects.
 

EXx4?LES OF Pq:NTS PAL DUTIES: 

1. 	 S-per-.i-s -nin c~ntrols ordering and dilmtribusuuw o-l 

construction sat-rials for spring protections ad latrines. 

tcos. inZ ch'-aisas for control of vectors and peats, and 

santdans ac.a-7te stCres records within the 4astrict.
 

-. Sbmits a written nonthly summary of stores records to QUALIFICATIONS 

esitr inspector. Junior Cer-tificate
 

Health Assistant Certificate
 
3. 	 Supervises 1.1 work of Health Assistants am described in the Five years experience as a Health Assistant 

joD escrtpticn for Health Assistants through eekly field Govement Driving Authority
 

vis.ts on a rotational basis.
 

4. 	 Coilects revenue for construction materials used in toilet
 

construction cement. reinforcement. screening, and vent
 

pipes).
 
":'.''L. LE OPY
 



Job 	 go. ;49-E Cont. - 3 ­

1. 	 Collaborates with the Reiiomal Development Committee. 

7inkbiundi. other organiztitons. ugercies 3nd community 

of prisary health care services.
leaders in the deeelopment 

ii-	 mith the P't[lc Aealth Nurse. Health Educator and the Senior 

4edIc3i ifficer. establishes comunicable disease control 

metsres !ar the region. 

12. 	 Meets r--~ilarly Lta other health inspectors. aasistants. 

and otr .zrkers for -u3:innng. supervision and management 

of envir,1-!nt3l heSlh 3ctivitee including those related 
to z3lar,3. 	 i.nd tuberculosis control). 


13. 	Carrie out an 3ctie malaria control programme which may 

inciioe cis- Jetection, prophylactic treatment, spraying and 

treatment of moaluito breeding sites, and surveill3nce 

activities. 

14. 	Carries a.t an active 4ealth Edocation programme for the
 

contril of bilhar:i3. 


15. 	inspects periodically ftctcries. institut.ons, and 

agricultiral estates in conjunction with Labor\Factory 

inspe,-tr!-. tarries out routine inspections of food handling 

estlh.isnaents, 3battjirs. 3nd. butctieries. 

16. 	Coordinates. aupervises. ind provides technical assistance 

on environmental health and sanitation practise to other 

health inits and health workers within the region; promotes 

and motivates communities to adopt sound water and 

sanitstion practise. 

17. 	Rev.ews :lans for all new buildings, water supplies and 

*aste treatment facilities to assure protection of health; 

inspects and monitors existing water supplies and treatmert 

Job 	No. 049-9 Cont. - 4 ­

facilitzei, including those for schools, clinics and sm 

aater asat-esn. 

18. 	Provides technical assistance at meetings of Town Board
 

Liquor Licensimg Board.
 

19. 	Prepares necessary records and reports to RHMT and NON
 

Headquarters.
 

20. 	Supervises this Vaccum Tanker Services and other Health
 

Inspectorate Vehicles in the region.
 

21. 	Carries out Vector control and other related duties at t
 

Airports and border posts.
 

22. 	Implements Public Health Act and related acts al applic
 

public health regulations.
 

23. 	Performs other duties an necessary.
 

OUALiFICATIONS:
 

Bachelor's degree in environmental health and 2 years expers
 

or equivalent, e.g. diploma for a public health inspector.
 

preferably supplemented by a diploma for meet and food
 

inspection and five years experience as a health inspector,
 

stpplemented by experience and training in health planning
 

management, epidisiology and entomology.
 

BEST AVAILABLE COPY 
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2O 	 OESCRIPTION JOB NO. 051-A 

4. Ldviono and assists cu=inui~t In the construcion of small 

.4FArTT (GRADE 10) =m 'rotections im lisison Vural Water Suply 3o­-i ASSISTANT 	 xr with 

-1ti!STRY OF HEALTH 5. I v-omnmzl"nies whers the V" orr other agencies and 

So rgnam"tsus mie twaiwa z 1Mrowiding cmanautty water 

S-_ crafted November 1985) supplies, the Health A" istaut .ill provide health 

education. promote latrmne construction. and assist in 

.'%::k S:'7 . CF :::Es Provides environmental orlaniming the communities to participate in constructiot 

!, s!:h\santatn co:.-cabile dtsease con.rol. and first aid and in maintenance of 'the facilities after construction. 

6. 	 TYirmN -regularly (twice a#e-ckty) schools in tha immediate 

ariea to Vrouote and assamt im the constructior of pit 

lat-rime and refuse pi" and provide health education 
1. 	 Re;nrts .±:rectly to t Seuior Health Assistant cr in the cvocr=x use and ben fit~o 

absenc- of an Sh4 to the Health Inspector in charge of the 

area. 7. PTpapys a monthly rmeprt of activities and aubaits repoi 

to emiior Eeaitti Avuastat. -port should include statu. 

Works as a s-=ber of a health team with Public Eealth water ad sanitation projects. material use and inventor) 

Nurses. School Henith Nurses. Clinic staf., and Fural Health inspocti Aiivities, and seetznfs at schot 

Motivator. Ci.perates with Rural W ter Supply Board vat - -Qis-_
 

technicians in tne planning. construction, and maintenance
 

of water s,,pp? I-T iatrioes.
 w. 	 Caratm out ex-temive Se-slh education on the prevention 

cotrol of malaria, bil- ia. and tubercutlois.EXAHiP ES c'v P N: D"TIES: 

9. 	 ALsuists in the central of mosquitoes by applying chemical
I. 	 issists In t.he organiamaon of consi-nlty health and 

will coordinate latrine
 
33CI'Itlon czsittees which 


constr ;tion in the coo=unity.
 
10. 	Advises on mosquito control through drainage of breeding 

place. and other sethods much ma applicution of oil. coal2. 	 Fro~otel, Co=2Unzty U,4 erstanding of environa-ntal dise a 

of vegetation. and area sanitation­
through dsc'ssioas with community leaders and health and 


other apprc;riate cosittees, through health eJucstin at
 

Do-es vommunity survvillmnce of malaria by taking blood 
clinics s! through cnmunitv m11. 


smeirs for laboratory examination.
 

3. 	 Advises on and assists with the construction of sani'ary pit 

with RHhis. healtl and 12. Administers prophylactic drugs for the control of malari. 
14trineS in the CConshty. L.iaises 


other appropriate committees routinely.
 

M.'LAF E COPY 
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13. 	Submits regular reports as required on malaria control 


activities to the Malaria Control 
Unit and the Senior Health
 
Assistant. 


14. 	 Assists the entomology team fros the salaris Control Unit in 


the night 
collection of mosquitoes when requested.
 

15. 	 identiftes cases of urinary bilharzis using Hesastix and
 
refer cases to health centres for treatment. 


1. 	 Ccntrojs snails througn appiLcation of cnemicals and other
 
means sucn as providing drainage 
and 	control of vegetation. 


17. 	 Advises 
far=ers and estates on bilharzia control.
 

Ia. 5S"ait regular reports 
as required on bilharzia control 


activities to the Bilharzia Control 
Unit and Senior Health
 

&9. 	Assists the school screening teas from the Bilharzia Control
 
Unit in gathering and examining 
stoll and urine specimens 


when requested. 


20. 	Refers suspected cases of tuberculosis to the nearest clinic 


for examination. 


2. 	 Assistsencouraes tuberculosis 
patients to take treatment. 


2. 	 Traces tuberculosis treatment defaulters reported to him by
 
the clinic staff. 


23. 	Looks for signs of other communicable diseases such as
 

cholera. typhoid. dysentery. asseLes. and paratyphoid and
 

advises public hehlth nurses 
and 	clinic nurses the
in area
 
where suspected cases are found. 


Jnb 	No. 051-A Cont.
 

24. 	kssists the public baaltb and clinic nurmiag Starr in
 
orgnnizing:people In t1e
SaimmatTy ror in ismitie,. wL 

required, e.g. in iamta 
 m4nf Imarg outbrecm ot a dim
 

25. 	Provides basic first aid in the community. 

26. 	Carries out health -admcactzan-u u rol of w.ctorm and 
pests. e.g. flies. €cmckrmuAm-.a led bugs. rodents. etc. 

27. 
Does vector and past cvt I1m the community mnd goveri 
Institutions using ima. 

28. 	Advises farmers, estates.coverszomnt and non-government 

institutions on cocJtrnZmsveurz and pests. 

.ssiaant.Submits monthly reo-ts an
29. 
 ctw and pest control
 

activities 
to the $Smai- lemith Assistant.
 

30. 	Maintains up-to-datmrciasz~f 
ll activities smid inweL 

of all tools amnd_=a**=jm.. 

31. 	Attends weekly aven-S1thazopearate e-stia4g 
 toaset
 

work-plans and Jiaiusa p 

32. 	Participate as a member va*tfre Siclth tsmu witth clinic 

nurses and 	otner hamltia permmmel-.
 

33. 	Perfors other duties an mcamry. 

OUALIFTCATTONS:
 

Junior Certificate. Health Assstant Certificate.
 

BEST A,'AlABLE Ck >/ 
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APPENDIX K
 

PROPOSED CURRICULUM FOR HEALTH ASSISTANTS
 
BY WHO CONSULTANT, AUGUST 1985
 

PART I YEAR 1
 

1. Background to Public Health
 
2 Personal Hygiene
 
3. First Aid
 
4. Applied Calculations
 
5. Building Construction
 
6. Refuse Collection and disposal
 
7. Standards for Rural Housiny
 
8. Office Routine, Records and Returns
 
9. Vector Control, Insecticides and Spraying Equipment
 

10. 	 Nutrition
 
11. 	 Sociology (Community Health)
 

PART 	IIYEAR 2
 

1. Primary Health Care and Health FJucation
 
2. Elementar' Anatomy and Physiology
 
3. Microbiology and Parasitology
 
4. Communicable Diseases and their Control
 
5. Sanitation (Human Excreta Dispotal Systems)
 
6. Water Supplies
 
7. Food Hygiene and Food Premises
 
8. Bacterial Food Poisoning
 
9. Rodent Control
 
10. 	 Occupation Health
 
11. 	 Health and Vital Statistics
 
12. 	 Health Legislation
 
13. 	 Disposal of the Dead
 

TIME ALLOCATION
 



HEALTH EDUCATION COMPONENT PROPOSED BY WHO
 

HEALTH EDUCATION
 

DURATION OF COURSE: THEORETICAL 10 HOURS
 
FIELD TRAINING 20 HOURS
 

Health 	care would be incomplete without education and re-education of the
 

staff and students on one hand and patients, relatives and friends including
 
hand. After all these people can influence
the community on the other 


some of the health matters in their commnunities.
decisions on 


OBJECTIVES:
 

1. 	 To create an awareness and understanding of the Health Education aspect
 

this aspect should include patient are in a hospital
of the community. 

situation.
 

2. 	 To formulate health education strategies for a given corinunity, 
prescribing aims, principles and methods. 

students to identify health education needs and oppGrtunities3. 	 To enable 
Health Centres and in thein individuals, in homes, hospitals, 


commini ty.
 

4. 	 To enable students to recognise the need for co-ordinated efforts of 

all health workers to promote health education in schools, rural heaIth 
centres, hospitals and in the conviunities. 

5. 	 To enable the students to identify the need and concept of 

intersectoral co-operation.
 

6. 	 To enable the students to develop tne ability to 
follow-up a health education prograrine in any given 
a hospital, Rural Health Centre or in a commnunity. 

7. 	 To recognise all aspects of a meaningful health 
appropriate to the situation. 

HEALTH 	 EDUCATION r.OURSE CONTENT PROPOSED BY 

1. 	 The purpose of health education. 
2. The role of health 	education 
3. 	 The work of th- Health Education Unit 
4. 	 How people learn
 
5. 	 Simple conriunication 
6. 	 Methods of Health Education 
7. 	 Visual aids 
8. 	 Simple graphic aids 

9. 	 Design and production of: (a) posters
 
(b) leaflets
 

10. 	 Usage of leaflets and posters in the field.
 

plan, conduct and 
situation be it in 

education progri,:me 

WHO 

11. Production of Health Talks to all age groups in the community
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Reference and Text-Books
 

1. Health Education in Developing Countries by Allan C. Holmes
 
2. Health Education by N. Scotney.
 
3. W.H.O. Pamphlet5 and Manuals.
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Inombolo 

Ugama Inombolo 

Ikheli 

Indzawo 

Ligama lashifu Indvuna 

Uvataale 00000 00000 00000 00000 00000 00000 00000 00000 

Lemakaszie 00000 00000 00000 00000 00000 00000 00000 00000
 
taniangaki i n!wenta 00000 00000 00000 00000 00000 000 00000 00000
 

Lnbafundzise ngetempilo 00000 00000 00000 00000 00000 00000 00000 00000
 
n~ukhombisa ngekverita p0 00000 00000 00000 00000 00000 00000 00000
 

00000 00000 00000 00000 00000 00000 00000 00000
 
00000 00000 00000 00000 00000 00000 00000 00000
 

S 00000 00000 00000 00000 00000 00000 00000 00000
 
00000 00000 00000 00000 00000 00000 00000 00000
 
00000 00000 00000 00000 00000 00000 00000 00000
 
00000 00000 00000 00000 00000 00000 00000 00000

1,0000 000 0oooo0000o 00000 00000oooooo00000 ooo 

0000 0000 000000000 0000000000000 00000 
N 0000 0000 000000000 0000000000000 00000 

0000 0000 000000000 00(00000000000 00000 

00000 00000 00000 00000 00000 00000BarIiU latanikwe 00000 00000 

urnuisi nalabanikwe 00000 00000 00000 00000 00000 00000 00000 00000
 

lusito lokucala , 00000 00000 00000 00000 00000 00000 (70000 00000
 

&antfu laba
 
tfunyelve
 
ngumvakasheli
 
ekliniki H
 

B3ayckukala bantfwana ) 00000 00000 00000 00000 00000 00000 00000 00000 
ne~kjowla kuvikela 00000 0000 00000 00000 00000 00000 00000 00000 

o 00000 00000 00000 00000 00000 00000 00000 00000
 

Bayofuhlelisr. - 00000 00000 00000 00000 00000 00000 00000 00000 
anndemn 00000 00000 00000 00000 01000 00000 00000 00000 

Bayekubonwa 00000 U0000 00000 00000 00000 00000 00000 00000 

eklmiki t 00000 00000 00000 00000 00000 00000 00000 00000 

nalabatetfwele 00000 00000 00000 00000 00000 00000 00000 00000 

Bayektiva 00000 00000 00000 00000 00000 00000 00000 00000 
raekondla L 00000 00000 00000 00000 00000 00000 00000 00000 

umndeni 00000 00000 00000 00000 00000 00000 00000 00000 

00000 00000 00000 00000 00000 00000 00000 00000 

Bayckwlashwa 00000 00000 00000 00000 00000 00000 00000 00000 

00000 00000 00000 00000 00000 00000 00000 00000 

Imrthoyi 
lopholalo 00000 00000 00000 00000 00000 00000 00000 00000 
kulonyanga 

Labatolwo 
kulenyanga 00000 00000 00000 00000 00000 00000 00000 00000 

Labashonilo 
kulenyanga 

Labangenhasi kwomnyaka 00000 00000 00000 00000 00000 00000 00000 00000 

Labangephasi kwcmMnyaka 00000 00000 00000 00000 00000 000CO 00000 00000 
lesihlanu 

Lobablkisle _-- ,,--00000 00000 00000 00000 O00X) 00000 00000 00000 
okhaya 
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AP=I PA 
RURAL WA ER .ORN DISEASE EVAUIATION TEAM SITE VISITS Aug 8-] 8 
INP3AL E-ILLUATIN SURVYY 

SITEM,: 
REGION : 

High Middle lowveld Resettlement area: RDA 

Acccnpanying the team: 

People Contacted within the Ccmzinity: 

CCM.-tN ITY STRULXU=E: 

]. Rural health workers who are active in the ccmmlpr ty now: 
5 years ago:
 

2. Local Ccrr-.dttees active in Development and WS projects in area now: 

5 years ago: 

3. Level of support frcn Chief arnd irlvuna nmw: 

5 years ago: 

4. Whaere d people get their -ter n w:
 

5 years ago:
 

SYS'IT.S T}ILISFLVES 

5. Latrines: Water systcns Ae 

6. built them. __ __ __ _ __ __ _ 
7 Wivat ici _____________________o_____________

7. Who rrainta ins _____________(*~~ ei 
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EVAIATTO
 

7. Do statistics exist at the local level 
-n 
the impact of facets of WBDisease for 5 year span of
project involve-rent
 

8. 
What 	is the general perception of the chlanges that have occurred:
 

9. Wat projects have been directly linked to the Rural Water Borne Disease Project: 

10. 	 What other donori have been active in crUnMinity: 

Proj ects and fidI staff in the area: 

11. 	Are there u trea]tei so-urces of .,-ater nearL,: 

12. 	 Can it be determined if the traditional healers in the area have been to workshops M!i sponsored:
 

Is it the perception thait they have incoryporated the info into their practices: 

13. 	 What is gjzneral level of Cmru=nity Ormanization: Now 

5 years acvj. 

(e:j) 	 Div Tank Crli tteCs, 7enzele, Schrnl CaTittees, Gardens, Red Cross Other: 

14. 	 What chanes have --u sen 	 in the ccmmminity in the W#s area in the 	last 5 years 

15. Wh.ny do'ou think< these chges have occrred: 

16. 	 Are there iHealth P7ica-tion .aterials in the Corfflunity now: 

5 ycars axo: 
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APPENDIX N
 

ACCOMPLISHMENTS, CONSTRAINTS AND RECOMMENDATIONS
 
OF THE PUBLIC HEALTH ENGINEERING ADVISOR
 

N.1 Accomplishments
 

when viewed in relation to
Accomplishments can be understood best 

strategies, which can be institutional and operational. Both strategies have
 

been successfully implemented and a firm institutional base has been
 

established, which is effective in carrying out its responsibilities.
 
Implementation of activities of the unit and establishment of the water 
quality laboratory were assisted by a Canadian public health engineer and
 
water quality analyst who workerd under the supervision of the public health 
engineer and in collaboration with him. The assistant public health engineer
 

was in Swaziland from July 1984 to December 1985. The water quality analyst,
 
from 1982 to 1984.
 

To be effective, it is essential that an institutional base be
 
established with clear responsibilities and recognized authority. Much effort
 
under this component has been devoted to establishing an institutional base
 
for public health engineering and framework within which the public health 
engineering activity can operate:
 

- Establishment of public health engineering unit and position. 
Presequisite to recruitment arid participant training of a public health 
engineer was the establishment of a position for him. As originally 
coriveived, this was to be within the Ministry of Health. A post was 
created within the Ministry of Health early in 1982, but at an 
inappropriate grade. It was, however, considered inappropriate to loc l 
the public health engineer in the Ministry of Health as there was no 
career structure into whicn he could fit. A position was therefore 
established within the Rural Water Supply Board in late 1983 and a 
public health engineering unit was created. 

- The scope of responsibilities of the public health engineer were set 
out in the application of establishment of the post, and included: 

i ,- Recruitment of two public health engineers trained Canada resulted 
in resignations. Both engineers entered the private sector. The 
incumbent was recru i ted fo I lo , i rig graduat ion from an Nner ican 
inftitution where he was supported by USAID funds. Following a period 
of work at Berkeley, he Look up his present position in Nay 1985. In 
his training he emphasized water quality and environmental ergineering 
and he is well suited to the job of public health engineer. 

- Training of the public health engineer has been conducted on the job. 
First by exposing him to all activities of the unit in which he 
participated fully and Ly discussions. Secondly, by secondment to the 
Design Unit to build his familiarity with water systems and their 
design in Swaziland. In doing this, he has developed his competence in 
an area essential to his public health engineering activity and built 
his credentia ls, He will spend the remainder of the project in the 
public health engineering unit which he must take over. [he short 
period of training and experience in the unit is ir'sufficient to fully 
prepare the newly appointed public health !nqgineer. Additional 
assignments to the contruction Unit, and on-the-job training with an 
advisor-public health engineer are necessary to strengthen his 
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new areas of environmental health related
background and expand it into 

to water resource development in which he will be expected to
 

participate in the future. Participant training is not seen as an 
On-the-job training andinnediate need (although it is planned). 


as 	 most benefit to both the incumbent and theexperience are viewed 
organization in the iAnediate future.
 

inspector was assigned to the public health engineering unitA health 
in March 1985 to assist in imp1 menting the activities of the unit and 

assure liaison between the RWSb and the Ministry of Health. He was 
in public health engineering inassigned to a two-year diploma course 

Mauritius, and was innediately replaced by a second health inspector. 
Both health inspectors have performed well and have created an 

important link between the two ministires.
 

While linkage is very effective at th working level, it is somewhat 
there is a need to coord inate at higherlimited, however, when 

administrative levels. The public health engineer will have to provide 
linkage when this must take place. 

Training of the health inspector/PHE has taken plce on-the-job hrough 
participation in activities of the unit. An effort has been made to 

as possible.
expose both incumbents to as many field situations 
incumbent in planning, design, and construction
Training of tec present 

of small spring protections is being started so the health inspector 
can takc on an increasing responsibility for providing issistance to 
health a;sistants. The inc imbent health inspector/PHE is ircheduled to 
depart for the diploma course in Mlauritius upon the return of the 
health inspector presently in training. 

or 	 with the full participation of,Guidelines have been prepared by, 

the public health engineering unit. These include: 

water quality guidelines,
 
standards for design,
 
guidelines for revi:w and approval of projects
 

The water quality guidelines have been approved by the Ministry of 
Health- The design standards arc generally accented and applied. :n addition, 
a framework for devIeopment of guidelines for recreational water; has been 
drafted.
 

The public health engineering unit has played a major role in sectoral 
planning activities. The policy guidelines and two-year action plan 
call for many activities that involve the public health engineer, 
including: 

construction of new water systems, 
* 	rehabilitation of failed systems, 
* 	 ma ntenance of water supplies,
 

planning and design of water systems,
 
water quality surveillance,
 
sanitary inspection,
 
inventory of water supulies,
 

.	 coordination, 
provision of technical assitance, 
review of proposals for water supply and sanitation projects, 

* 	 evaluation, 
* 	preparation of a five year master plan for sectoral develo,ment. 
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A water quality laboratory has been established with assistance from
 

the Canadian water quality analyst and support from British aid. The
 

laboratory was developed in collaboration with the public health
 
engineering advisor and is under his supervision. The public health
 
engineering advisor provides guidance and training, regularly reviews
 
data and procedures, and provides follow-up where required. The
 
laboratory carries out routine surveillance and provides support for
 
special studies and technical assistance.
 

Simultaneously, with the building of a sound institutional base from
 
which the public health engineer can operate, the public health engineering
 
unit has been activcly involved in carrying out its responsibilities and in
 
meeting special needs under emergency conditions. Thus:
 

- During the cholera outbreak of 1981-1982, the public health
 
engineering advisor assisted in:
 
• recommending measures to provide water in high risk peri-urban
 

areas paid ror by the Ministry of Health,
 
* 	participated in emergency planning meetings,
 
* 	recommended procedures for emergency disinfection,
 
* 	undertook and coordinated field sampling and laboratory testing,
 
* 	was a member of a special Swaziland/South Africa Cholera
 

Committee.
 

- Following the cyclone inJanuary 1,84, participated in the assess­
ment of aamage to water supplies, the preparation of proposals for
 
repairs, monitoring of purchasing and the approval of work done.
 

Routine activities established in the public health engineering unit include:
 
- Participation in source investigations, planning, and design of
 

water supplies;
 

- Providing technical assistance to other agencies planning and 
designing water systems as well as to individuals or institutions 
experiencing water quality problems; 

- Conducting srnitary inspections of water supplies and providing
 
follow up;
 

- Conducting special studies to assess performance of treatment
 
processes and infiltration galleries;
 

-	 Conducting evaluations. Those completed include: 
" water ,ystem at Ntsintsa,
 
" effect of salinity of water consumption,
 
" utilization of wash-houqes;
 

- Recommending priority areas fur development of water supplies. 
Priorities have been recommnnded for dr il ling of test boreholes 
under a CII)A/Swaziland Groundwater Exploration Project. 1rilling 
will )escheduled first inpriority area so that boreholes can be 
utilized for supply of water. High priority waS given to the 
Sithobela-St. Phillips ,rea most "everely affec ted during the 
cholera outbreak, areas of the northern lowvld where prevalance 
of schistosomiasis isvery high, and in the south eastern Iowveld 
where water is vcry scarce; 
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- Provision of assistance in training health assistants in protection 

of small springs through two workshops and drafting of a spring 

protection manual; 

- Conducting two workshops on laboratory methods and sampling surveys 

for laboratory technicians; 

- Preparation of a manual on latrine construction for extension 
wurkers. 

N.2 Constraints
 

The public health engineering unit is considered an important part of
 

the RWSB. Since the beginning of the project, the public health engineering
 

advisor and his counterpart have been able to function well within that
 

organization and in collaboration with the Ministry of Health. Constraints
 
have been primarily in the form of delays: 

- establishment of post, 
- grading of post, 
- availability of suitable candidate for post. 

These delays have affected the scheduile of training
 

Other activities in which the public ielth engineering advisor has
 

been heavily involved, such as sectoral planning, ,hich strengthen the role of
 

the unit, have been delayed. In large measure these resulted from the
 

reorganization of ministries. But once initiated, they take place smoothly and
 
with commitment.
 

It is thus that the institutional base has been created and the unit 

carries out its responsibilities. Training is behind schedule and further 
technical support of training and implementation is called for as a result. 

N.3 Recommendations
 

The institutional base for carrying out the acti'.ities of the public 
health engineer iswell established. So are his responsihilites. The primary 
needs are for: 

- Strengthening the role of the public health engineering advisor in 
coordinating with the Ministry of Health;
 

- Building on the developmental role of the public health engineer in 
the implementation and cvaluation of treatment systems for high 
surface sources, which, while highly contarinatr-i it times, can be 
distributed at lo i cost. This will also involve collaboration with 
the Health Inspectorate either to assist inmaintenance or working 
closely with covinunities to obtain their full pa' ticipation. 

- Evaluation in collaboration with the hf:alth educuion centre. These 
should include: 

operation and maintenance, 
linkage of water supply, sanitation, and health education, 

* knowledge, attitudes, and practices, 
* financing of maintenance; 
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- Supervision of the water quality laboratory.
 

The public health engineer and the health inspector/PHE require further
 

training on-the-job.
 

It is recommended that technical assistance be obtained for a period of
 

two years for the purpose of:
 
- Training of publi' health engineer and health inspector/PHE;
 

- Strengthening linkage between the public health engineering unit
 

and the Ministry of Health;
 

- Assisting in preparation of the five year master plan for sectoral
 
development;
 

- Assisting in research and development and evaluations.
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