SWAZILAND RURAL WATER BORNE DISEASE CONTROL PROJECT
FINAL EVALUATION

Prepared for the USAID Mission to the Kingdom of Swaziland
Under Contract No.: 645-0087
to the Pragma Corporation

By

Nicolas G. Adrien. P.E.
Peter B. Ashelman, M.S.
Caroline B, Curtis, M.A.

with the assistance of
Madoda Dlamini, Public Health Engineer
Rural Water Supply Board

August 1986

Autturized Under
Contract No. AID/afa-0087-C-00-1005-00

USAID MISSION/SWAILAND

BEST AVAILABLE COPY

[/



THE PRAGMA CORPORATION

116 East Broad Street « Falls Church Virginia 22046
Tel. 703-237-9303 - Telex 203507 PRAGMA FSCH UR

President
Jacjues Defay

Established 1977

Countrics: ! ields:

Africa: Agriculture/Rural Development
Botswana Health, Water Sanitatton
Burkina Faso Financial Management
Central African Private Sector Development

Republic Conference Management
Ivory Coast Training, Education

Mali Industrial Desclopment and Finance
Niger Microcomputer Application, Hardware and Software

Rwar.da

Sicma Leone

Zaire

Zimbabwe
Asia:

India
Irclonesia
Nepal
Pakistan
Philippines
Singapore
Latin America:
Argentina
Bolivia
Costa Rica
Ecuador
Guayana
Honduras
Mexico
Nicaragua
Panama
Paraguay
Peru
Caribbean:
Antigua
Barbados
Belize
Dominica
Dominican Republic
Haiti
Jamaica
St. Kitts/Nevis
North Africa/
Middle East
Eqymt
Lebanon
Morocce
Tunisia
Yemen

Clients:

AID

World Bank
IDB

IFAD

OAS

Peace Comps

Overseas Offices:

Belize/Belize City
Tel: 44362
Telex: 120 VILIA BZ

Bu.xima Faso/Onagadougou
Tel: 3353392

Telex: SAG 5237DF
Indonesia/Jakana

Tel: 793480

Telex: 47319 FINAS 1A

Panama/Panama City

Tel: 643862

Tel: 637842

Telex: 2116 TRTELCOR PA
Zaire/Kinshasa

Tel: 32714
Telex: 21340 DAM ZR

BEST AVAILABLE COPY



SWAZILAND RURAL WATER BORNE DISEASE CONTROL PROJECT
FINAL EVALUATION

Prepared for the USAID Mission to the Kingdom of Swaziland
Under Contract No.: 645-0087
to the Pragma Corporation

By

Nicolas G. Adrien, P.E.
Peter B. Ashelman, M.S.
Caroline B. Curtis, M.A.

with the assistance of
Madoda Dlamini, Public Health Engineer
Rural Water Supply Board

August 1986

Authorized under
Contract No. AID/afa-0087-C-00-1005-00

USAID MISSION/SWAZILAND



SWAZILAND RURAL WATER BORNE DISEASE CONTROL PROJECT
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 analvzed 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
Commuri ity Participation Tn 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 implerentation 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.

[t 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 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 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 botin 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 in the 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;



5. Related to all of the above, Tlack 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 cof 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
1ittle understanding of the strength of traditional beliefs, the ruratl
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 tc 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 engineering
ccmponent. 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 quidelines and standards.

- Special assistance during 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
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 arecs 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.

[t 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 n 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 strateqy documents as well as a two-year action
plan. While the national policy awaits the approval of the gqovernment, 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

[t 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 [nspectorate/MOH w~as assisting
communities to construct small spring protections and latrines,  but
productivity was Jlow. The wunit 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 Jlogistical
support and inadequate supervision. Record-keeping was poor, but between 1980
and 1965 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 CRT 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 Conrdination among Units and Programs Involved
1n Water and Sanitation

Increasingly since 1982, the Health Inspectorate and the Rural Water
Supply Board have bequn to work together in the water and <anitation sector.
In the past, there had been little linkage. At the present time the two units
have bequn 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



action plan by the TSG for the seclor. 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 is cordial but not well institutionalized.

- The Health Inspectorate's current Jlack 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 (DO and/or COW
of the RWSB do monthly site visits together to communities with water and
sanitation projects.

3. That the Health I[nspectorate 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 linkages.

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.
A1l 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: 1limited personnel experience, unclear line of command, budget
restrictions, and lack of transportation. Some technical assistance, starfing,
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 Timitations, 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.
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CHAPTER 1 BACKGROUND

1.1 Purpose and Scope of the RWBDCP Final Evaluation

The final evaluation was built into the Rural Water-Borne Disease
Control Project (RWBDCP) to assess progress sin.e the mid-term evaluation
conducted in November 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
imp lementation approaches and USAID suppor:; and an assessment of remaining
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
expand its scope of work to examine, as time allowed, fcur questions related
to future funding of rural water supply, new construction and rehabilitation
of existing systems. The response to these questions constitutes a separate
report.

1.2 Evaluation Team Composition and Program

Comprised of three persons, a public health engineer acting also as
team leader, a sanitarian, and a community development specialist, the
evaluation team undertook a three-week study in Swaziland August 4 - 25.
During 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 team on ministerial and
field visits, contributed to the collection and interpretation of data, and
reviewed report drafts.

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

° July 25, Dr. Charles DeBose, regional health officer on leave from
USAID/Swaziland;

° July 28, Robert Gearheart and David Yohalem of WASH consultants on
Swaziland water decade planning which they recently facilitated;

° July 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 {sce Appendix B for principal documents reviewed).

The evaluation team also acquainted itself with other USAID projects
affecting the RWBDCP, ir particular, Primary Health Care, Combatting
Childhood Communicable uUisease, and Development Communications.  (See
Appendix C for brief overview of each).



At the end of the first week in ountry, after ¢rientoiion vive B

staff, RWBDCP chief-of-party, and G'S participancs di oo adaistoy e
the team began short field visits; rhese were evD,n .... ing the oo
week with tours of Project interve tions in ey oo oL

Lubombo, Hhohho, Manzini and Shiselw=ni, as shown on the accoipiny
(See Appendix D for Program Calendar, which also contains tne nar oot
officials met).

The project paper had mandated t.o Knowledge, Attitude St Pract e
(KAP) surveys: one at the project beyinning (1981" te prov’ — .omc basel  'r
information on Swazi health behaviors, and a second tor - che eni of b
project as a tool for measuring behav: ora] change  The - und KAP sty W
not done, for reasons documented in Section 2.3.

Because of this omission, the team conduct noinforia ! e sury
at 15 sites during its tour of all four regions @ 5ites werz tene: ted
their range of geography, water frojects, :anitation interve:t

community organization, and non U.S. donor influence. Fi~id int
included public health nurses, health inspectors, health ans st ¢
educators and their assistants, Rural health motivators, RWS
community development officers, clerks of works, construciion i
technicians, and rural residents affected b, t'es RWBDC®
grandmothers, mothers, children, and students (men t.'ng ge-
(See Appendi» E for list of officials contacted).

To assess possible future impacts of non "°AL%
non-government organizations (NGO) intervent’
sector, the evaluation team interviewed repre
British NDA, Netherlands AID, and sele
organizations, as well as consultants with F
the NGOs.

Briefing meetings with USAID and later w:
1986 whereby the evaluation team presented fin

orally and in a preliminary draft. Oral and w ' SR P
RWSB, and MOH received by August 23 were incc = SRR
presented August 25. (See Appendir F). The IR AR
ended August 26, but the team's leader remai o7 odays
final report and deliver it to USAID/Swaziland .. .entember Z.
1.3 Socio-economic and Health Conditions in Sw - .4

4 -

Swaziland covers 17,364 square kilometres, surroundcd by Sori- &
except on the rorth-east where it has a common border with M2zawbivie.

Swazis live in dispersed homesteads on 6 percent of the oo arca;  ano!
50 percent of the country is used for communal .=17i»s ife tne romain
44 percent 1is under freehold titles held by o ang T Mg
companies (11%) and non-Swa~is (16%). The CoErg thae comes
grazing areas constitute the Swazi Nation Lanc O (R AT

four ecological zones with varying climate, T T L
density, from west to east: Highveld, Midd. :vela, ave’

Plateau. See Figure 1-1. Administratively there re to.

districts): Hhohho in the north west, Lubombo in the eco: - the
south and Manzini in the west. See Figure 1-2  Focerily o Corpart
mandated decentralization towards the regiors but only . Ministry

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 1,006,000 in 1996
and more than 1,400,000 in 2006. The resident population is mostly African
with perhaps 2 percent Europeans 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 ruiral population is 1.55:1 and may exceed 2:1 in certain areas. Fforty-
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 3825 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
institutional facilities centered in urban areas to those 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
sould 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 neeced which are cheaper, more simplified and closely
geared to the preventive aspects of rural health in order that
greater results may be attained in attempts to solve the health
problems of the rural population at large."

6. "Health education, sanitary waste dispcsal 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 two 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 effec.ive gpreventive 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 will
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 af this project in order to reinforce
the water component of the health education pragram.”

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

The project started in November 1980 with an estimated completion date
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. It was 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

This 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 with trained personnel, equipped and functioning;

. Eighty percent of health assistants actively involved;

Sixty percent of rural population receiving health and water
messages;

. Health critaria incorporated into the design and water systems;

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

Results of schistosomiasis survey being used in setting
priorities.
The project was to include four main components (health education,
public health engineering, sanitation and epidemiology), which would produce
the following outputs.

Health tEducation

- 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.q. Ibadan):
one MS in health education;
one nurse to the level of diploma in health education;
. one graphic artist, short-term,



- Train in-service comnunity 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.

Sanitation
- Site, design and construct 2000 demcnstration pit latrines.

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

- Select and train 200 community sanitation committees 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 wark 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 qujfprm fyg}ygﬂjpn and Modjfjcatjopg

A mid-term evaluation of the project was conducted in November 1983 by
a team recruited oy WASH. The executive summary of its report is in Appendix
H.

]-R



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 program unit in the
region. It is currently taking steps to strengthen the health care planning
and delivery process at the local ievel. Figure 1-3 shows the revised
organization chart or the ministry.

The Ministry of Health has set up a decentralization task force
composed of the following 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,

the Bilharzia Contrcl Unit, one of the MOH's vertical* programs,
the Public Health Unit.

o O O ©

* 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 invalved in the health education efforts of the RWBDC Project. In
addition, the Health Inspectorate has general responsibility for programs in
the water and sanitation sector. The Health Inspectorate Unit is also
linked to the project by its responsibility for water supply protection,
general sanitation, bilharzia control, and its technical assistanca
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. [t is charged with all program
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development in health education in the MOH, liaison with other health
education organizations, and technical assistance and training to regional
health workers, both government and private.

The Bilharzia Control Unit served as the main venue for the
epidemiological activities of the project.

In addition, the Public Health Unit was also linked to the project
through the first Mass Media for Health Practices campaign in 1982, and
through its management of the seccnd 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
Communication when the project began, but is now under the newly created
Ministry of Natural Resources, Land Utilization, and Energy. The public
health engineering advisor of the project has been directly linked to the
RWSB throughout the second half of the project, and has worked with a
counterpart assigned to the board. The linkages with the RWSB have been
especially strong since March of 1986, when money was allocated through the
prciect to construct 8 water systems.  An organization chart of the RWSB is
found in section 5.2 of this report.

Other ministries nave had cn impact on the project's functionings as
well. The Department of Establishments and Training reviews all posts
within the government; the Finance Section reviews and approves all budgets;
and the Ministry of Tinkhundla, or <{ommunity Development, will Dbe
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
sanitation sphere in Swaziland, among them Canadian International
Development Agency, the United Nations Development Program, the UK's
Overseas Development Authority, and the Eitropean Economic Community.

One of the primary activities of the project was planning support given
to the Natiorn~1 Action Group (NAG). Supported in part by project funds, WASH
consultants have assisted NAG in carrying out sectoral planning activities
in concert with the International Drinking Water Supply and Sanitation
Decade. NAG includes the following members: Ministries of Health (MOH),
Natural Resources (MONR), Agriculture and Cooperatives (MOAC), Education,
Finance, Industry, Establishments and Training, Labor. The UNDP participates
also in NAG's activities. NAG's Technical Subgroup (TSG) is made up of
representatives of:

Land Use Planning (MOAC),

Water Resources Branch (MONR),
Rural Water Supply Board (MONR).
Mbabane Town Council,

Manzini Town Council,

Townships Engineer (0ffice 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
Tommunity Participation in Water and Sanitation Issues

2.1.1 Overview

Because the Health Education Unit, Jlater named the Health Education
Centre, was the primary focus for the health education and community
participation components of the RWBDC Froject, 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 in rural areas.

2. That the HFC still needs evaluation assistance to be an
affective promoter of community involvement and to respond
to the Ministry of Health's mandate to provide effective
preventative medicine,

3. That the HEC has contributed to the process of disseminiating
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 tducation Centre continue to be strengthened in
four areas:

Evaluative capacity

Staffing

Coordination of its activities with other government units and
non-government orqanizations 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 project. The HEC was to achieve these
?oal? by planning and implementing health education programs at the regicnal

evel.

As a result of the "Ayihlome MaSwati" Radio Campaigns, the efforts of
health assistants, rural health motivators, public health nurses, usnd other
comunity development workers, health messages have increased dramatically
in rural areas in the last 53 years. Though no specific field study of the
RWBDC Project has been done tn qgive statistical proof of this contention, an
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evaluation of the MMHP campaign suggests that at least 60% of rural Swazis
were exposed to the radio campaign messages, and the flyers that accompanied
the campaign. Evidence from field interviews with health assistants, public
health nurses, one rural health mctivator, and nearly 50 Swazi women and
children ccnfirms that the connection between clean water, improved
sanitation practices, and 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 education
materials groduced, but basically adequate.

Participant training for tith the senior health education officer of
the HEC and the graphic artist was accorplished. Because the health
educators were alrecady trained at the dir'oma level, no need to carry out
the further training mandated in rhe project paper existed.

Charts on the specific outputs of the HEC from the mid-term ~valuation
to tre 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 nart 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 wus 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 Jleadership of the HEC that resulted, as well as other factors
documented in the WASH mid-term report, 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 cha=ne and directing the focus of the HEC
remained unclear until April 1%¢4 when the MOH determined that the WHO
advisor would remain as head of the unit through December of 1985. At the
time of the final evaluation in August 1986, the WHO advisor was still at
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Subject

Distribution tareget audlience

Use

Cooperating Agency

Ayilhlome Miswati poster

through rural clinics

at rural cliinic health

BCU

ltalks PH Unit
Dungers of bottle feeding clinics | health education talks PH Unit
puaster
Schistosomtases poster and schools school health teams and BCU

gulde

teachers

PH Unit

Leatrlets on Ayihlome Maswarti
Caiipalan

teavhers, extension workers

Educdtion 1n rural

Communities

Health Inspec.
PH Unit

Jd Visual
ORS
sate

latrine

handouts

water, breastfeeding.

construction and use

200 000 rural
homesteads through clinics,

COPLICeS Lo

teachers,

KwsB rield

extension workers,
staflr

Health Inspec.
Iuspec.
P Unir

Manual o Acute Diarrhoeca 1

Swazlland

Health workers

tralning 1o MMHP

Learning wmodule and workbook
{(final product ready to be
printed) on diarrhoea
prevention

adult
rural

literacy classes ian

dl'eas

Sebenta

Rural Health Manual

RH Motivators

tralning and reference
B

USAID consultant
'l "nit and others

Latrine Jonstruction Marual

Health
Extension

Assistants

agents

PH (it
(Health lnspectorate)

Environmento]l discase

Priwary schoor students

Part ot

currivulum

primary school

MOL, Public Health Unit
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Rural licalth Motivators

Health Extension Workers

Trainers from MOH,

MOA, Sebenra, Red Cross.
Family Life Ass. Central

Coop. Urion

Health Assistants
Domestic sci. Demoa-
strrators Rural Health
Motivators

Tradtional healers

Traditional healers
and other health

Traditional healers
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Rural Health Motivators
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More current
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Community Participation

Workshop

TABLE 2-2:

Date of

Workshop

May 'S4

June-July
1034

Dec 1983

Through-
out life

MMHP Proj.

19%3

June
1084

Oct.
103y

Spring
196

Jan

1986

WORKSHOP OUTPUTS

Specific topics
covered

Solving water and
Sanitation problems

Primary Health
community involvement

Training skills

dral Rehydration
Therapy

Teaching mothers to
recognize andprevent
dehydration

Exploration of
involving trad.
healers in CRT,
diarrhec! disecase

Immunisable
discase; malaria

12 week course
in health education
topics such as:

community Jevelopment
topics

2-4

Length of Number
Workshop trained
| day 60
4 days 120
(4 sessions
held)
5 days 20
287
1 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 cfficially
assumed the duties of heading the unit.

In addition the project provided the services of a social scientist who
worked with the .nit “rom 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:

° Constructing a separate HEC building and providing necessary
equipment;

° Establishment and filling 4 regional health educator slots,
and providing appropriate training;

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

° Development of a strateqgy using the KAP study results,
and a national health education plan;

° The development of a strategy for MMCOM and the implemen-
tation of that strategy into a campaign;

° 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 praject end:

2 60% of tne rural jpopulation would be receiving relevant
health and water education information;

° HEC could assess information on health practices from
communities and design the programs to respond to that
information;

° 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.



The HEC was thus to be the prime focus of the project's activity in
health education and 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
tnit, 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). In addition, 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 was; that the
promise rf improved health standards in a community would be an adequate
incentive for 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 community, and interviews with schooi
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 the Health Education Centre
have fostered community participation. Among these:

°  the Mass Media for Health Practices campaign of radio programs and
its accompanying "Ayihlome MaSwoti" poster, with its 60 percent
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

° 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 Maghobeni (Shiselweni Region) and Siphocosini (Hhohho) in
both latrine and spring protection systems.

Community participation has to be a vital component of ore 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 wiiat do not, it is not possible to plan health
education courses and materials that would mobilize communities. This darques
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 0Qutlook

Before the project health educator's departure in January of 1985, he
listed several quidelines for strengthening the HEC. He wrote that in order
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 budgets 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 evtent to which workshop skills are being used

in the field,

performing quick sample surveys within the community 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 bteen 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 Manzini and Lubombo, one Shiselweni and Hhohho and one nutrition issues
countrywide. Because of the responsibilities within the HEC itself, the
three regional health educators reside in Mbabane. With transport problems
as well as duties within the central unit, their ability to be effective
forces at the regional level is greatly diminished.

The qgeneral 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 communications officer post. The Ministry of Health
should also consider returning two health educators who were seconded to the
Public Health Unit during 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 B8-month vacancy of the fgroject 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:
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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 [nspectorate

2.2.1 Uverview

The RWBDCP contributed substantially to the institutionalization of
pit-latrine construction within the Health Tnspectorate/MOH wunder the
guidance and systems developed by the samitarian 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 Inspectorate
management directly in handling 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 Health 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 playue 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 inspectrrate headquarters in the HOH, 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;

5. Related to all of the above, lack of evaluation programs to measure
the effectiveness of field efforts in health educ2tion, technology
transfer, and comrunity 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
the Public Health Inspectorate of Swaziland to review that report
and imp Tement rccommendations approved by the MOH.
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2.

2.2.2

2.2.3

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,

Establish and fill the post of deputy senior health inspector.

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

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

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 [HS,

Provide substantial health education component ir tne curricilum
for new health asvistant trainees at the [HS, beyond the 30 hours
proposed by a WHO consultant in August 1985.

Provide a series of regional short-term workshops for existing

health assistants to upgrade skills in health education and
development communications follow-up.

Anticipated Results

The project aimed at:

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

community mobilization for planning, construction, operatiun and
maintenance of sanitation improvements;
transfer of technical skills in latrine construction;

training <2 health assistants in the siting and construction of
improved pit latrines; and in communication and motivation skills;

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

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

Eﬁggpct Achievements since Mid-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 Sr Dep Sr
Sr HI.  KI  HA HA Sr HI HI HA HA
Health Inspectorate, Mbabane 1 - 1 - 9 - - -
PHE Unit, RWSB, Mbabane 1*
Hhohho Region 2 1 8 2 1 8
Manzini Region 2 1 6 5 1 8
Lubombo Region 2 1 6 6 15
Shiselweni Region 3 1 7 5 1 8
TOTALS, Category 1 9 5 27 0 19 4 29
TOTAL UNIT 42 52

[* Does not include HI on study leave]

The critical point tc obscrve in the table 3 the 'css »f two support
employees at headquarters in !lbabane, notably the deputy senior health
inspector  (Dep Sr HI), a South African who unofficially served in the
unestablished deputy post from ear’y 1984 to March 1986, when he returned
to his country. This left the sen‘or 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 administyytors July 1,
1986 -- in its effort to decentralize health services management through
regional health teams -- these new posts are not 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).



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 <orkshop on management and supervision in Tanzania 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 health assistants with follow-up workshup 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 community participation conducted in
early 1986 by WASH consultants;

- two-week workshops on small spring protection conducted by the
RWSB, plus training on the 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 Manpower 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 and 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 in place 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 pronject-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 unt®l April, 1984. Essentially,
the same constraints, summarized earlier, remain in force. The project made
it possible to identify clearly the problem areas and to offer some
solutions, in the form of short-term 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 resutmitted in 1985
to the Department of Establishments and Training, the proposal still cits;
MOH has received no response to date.

The present economic uncertainty and lowering of Swazi currency value
against the dollar are accompanied by an apparent censervatism on the part
of the GOS to establish further financial obligations in the form of new
government positions.

Recommendation:

1.  Activate the Health Inspectorate Task Force as recommended in the WASH
Report (No. 108, April, 19837, "Strengthening the Management of the PubTic
HeaTth Inspectorate of Swaziland,"” to review that report and 1impTement
recommendations approved by the MOH.

Membership in the Task Force should include: the reactivated MOH water
and sanitation committee, senior and deputy nealth inspectors, personnel
officer, senior health officer of the HEC, a representative from the
Department of Establishments and Training, the RWSB public nealth engineer,
the director of heaith 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 cubmitted November 1984 (see Appendix JJ, especially for
proposed 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 7111 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, and 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 decentraTization efforts.

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 senior health inspector
and regional health inspectors in the areas of supervision, human resources
training, and deveTopment communications.

This assistance, required for a rapid transition to regionalized
management, couid take up to two man-years of consultancy in the first year.
[t 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, an’ 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 theoretica’ and in-service training program in
connection with the THS.

This training should begin in October, 1987 by accepting 20 new nealth
assistant trainees each year for three years, placing each class in the
field after one year of scientific and practical studies, and then bringing
the class back duv ing its third year for more in-depth coursework and
tiraining. The first year should include a neavy emphasis on health
education, audio-visual presentations, and development communications
follnw-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 shoul!d provide in-depth,
practical experience in the following areas: public health issues, small
water supply and storage syctems, community sanitation, health education
methods and community organization,  people-management, planning and
evaluation techniques.

[ssues to be rosulved to implement this recommendation are the training
institution which will be responsible for the program (Can it be integrated
into the I[HS structure?); practical field demonstration arrangements over
the three-year training period; adequate supervision of the increasing
numbers of Health I[nspectorate personnel; and GOS budgetary commitments to
the training and career obligations implicit in such a program.

7. Provide a2 substantial health education component in the curriculum for
new health assistent trainees at the THS, beyond the 30 tiours proposed by a
WHO consuTtant Tn Auqust, TI85., B

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



participation in mass media campaigns, community organizational skills, team
building and leadership development, and collaboration with other related
field workers: RHMs, CDOs, RWSB tec'inicians, and agricultural extension
workers.,

8. Provide a series of regional short-term workshops for existing health
assistants  fo upgrade SkiTls  7n health education “and deveTopment

communications foTlTow-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. I[deally, this could be negotiated with the Departmint
of Establishments and Traininy. The in-service training should start
immediately but some training cou'd be integrated with that of the new
health assistant cardidates under recommendation 6.

2.3 Evaluating Target Behavior Changes

2.3.1 OQverview

The project 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 enough was
known about Swazi water and sanitation practices. The paper stated that the
information qgained 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 the country.

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

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

Recommendations

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



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 Performance

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 avoiding water that is snail infested."

With the baseline provided by the first KAP study, the second study was
to measure behaviorai cnange, 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 bLaby food;

- that Tew rural Swazis had latrines (70% responded that they
did not);

- that few children under 4 use latrines;

- that traditional beliefs about the causes of disease are
still prevalent, especially in bilharzia and diarrhoea;

- that the Swazi preference for living in dicpersed homesteads
still ~xists;

- that ideas of change have generally come from the chief in a
community, and that the tradition 1is for the people
themselves not to initiate them.

- that tc discount the strength of traditional beliefs in
relaticn to health would be counter-productive.

A second KAP study was to be carried out in the fifth year of the
project to measure quantitatively the behaviorial changes that had occurred.
Techinical 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 evaluatiun and designed, pre-tested, and wrote a Water and Sanitation
Evaluation to be done as an alternative to the initial KAP study. This
evaluation wee not done, however, due to the lack of adequate manpower to
conduct the csurvey. An alternate strateqy was devised to include several
questions within the MMHP campaign evaluation. These included questions on
water resources, practices after collection, perceptions of how water



quality relates to health, latrine use, design, and motivation for
construction and practices pertaining tn 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 combinatior 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.

° Catastrophic avents refocussed the project such as the
cyclone and cholera outbreak.

° No formal birth or death records exist in rural

Swaziland, and therefore this data cannot be used.

° Many other organizations, 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.

° 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 targetted behavioral changes was
devised by the evaluation team, huwever, to give some broad idea of changes
that have occurred over the life of the project. See Appendix M. [t 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 betweun the use of toilets and health is rot
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 eifective instruments of change in health
issues.

2.3.3 Appropriateness of Scope

The goai of a 40% change in behavior shows a lack of understanding on
two levels, however:



° of the complexity of Swazi society, and its traditions;
° 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 chanye 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
campaignrs. It filled an information void that the project stated - that
Tittle 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 Healtn
Education Unit contributed greatly to this effort through its workshops and
its materials.

Targetted behavioral change will be slower to achieve. However, the

project can take credit for laying the informational 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 i*s epidemiology program. This
component's objective: 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 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
reccmmended to alleviate these problems.

3.1.2 Project Objectives

The RWSBDCP origincted 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 tu AED 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 lat~ 1981, Specific
objectives of the 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 prograns;

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;



3.1.3

9. conduct a trial to determine the effectiveness of treatment with
praziquantel as a measure for the control of schistosomiasis. [t
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.

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 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 thr
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.

A1) recommendations submitted by the mid-term evaluators were carried out:

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 hcud of the BCU.

Obtain the services of a programmer to develcp software *o 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 schistosomicsis data storage and analysis.

Provide funds for the purchase of metrifonate and praziquantel, urine
reagent strips for blood, additioral membrane filter equipment, stool
specimen processing equipment, laboratory glassware and reagents,
urine reagent strips for blood tor rural primary health care clinics.
Comment: These items were purchased under the APHA subcontract. The
BCU delivers the last item to school health nurses and clinics in
endemic areas.
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4. Send BCU Director tor managewent training.

Comment: The former BCU head attended a schistosomiasis control
seminar for a week in Zimbabwe; the present BCU head, one in Kenya.

5. Purchase a photocopy machine with service contract to be used by
public health laboratory and the BCU.

Comment: The machine is also being shared with the Tuberculosis Centre
and the Malaria Control Unit, at the same location in Manzini.

6. Acquire the computer hardware and software needed for surveys.
Comment: In February 1985 the proje.. purchased locally 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 in Manzini;

- training of laboratory technicians, field health assistants and
health inspectors;

- beginning of a test program for praziquantel 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 recommended
foliow-up activities.

In the year since the epidemiologist advisor left the 38CU, a new

health inspector, who benefited from less than four months' overlap, has
been struggling to continue the nortnern lowveld praziquantel study and run
regular laboratory routines. Constraints in the efrective functioning of the

BCY,

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

present time. These are:

3.1.4

- Inexperience as head of BCU and need for continued supervision;

- unclear line of command between the Health Inspectorate and the
Director of Medical Services concerning who is providing
supervision of the BCU;

- unfamiliarity 2nd operational programming difficulties with the
computerized data collection system;

- unreliable and restricted budget 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).

Recommendations

1.  Assure the appointment of a 3-year epidemiologist advisor
attached to the office of, and serving directly under, the
director of medical services. This advisor should:



(a)

(b)

10.

1.

participate in policy-making comn.ttees at the highest levels
of the MOH, Mbabane; and

perform rescarch, clarify policy and objectives, and organize
training funtions at MOH units in Mbabane and its laboratories
in Manzini.

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.

Fi1l 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.

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 1is now vertical
programs.

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 bilharzia; and

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

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

Provide technical in-servic™ training to MOM Planning Unit and
Statistics Unit heads in health program evaluation.

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

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

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

Enhance the logistics capability of the BCU by providing a new

Land Rover to cover nard-to-reach areas where schistosomiasis s
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. 3 Bilharzia in the Northern Lowveld

The project epidemiologist's national  survey, reported  as
Schistosomiasis Prevalence and Control in the Kingdom of Swaziland, covered
activities during the period July T98T through August 7984. Tt revealed
especially high prevalence of the disease in the Lowveld. The author
described the Lowveld situation, which warrants special attention, as
tollows:

The overall prevalence of 5. Haematobium in the Lowveld was 27% and
Z mansoni, confined primarily to the Lowveld, 18%. The semi-tropical
climate in the Lowveld provides a longer transmissica season. Daytime
temperatures low enough to discourage children from playing in the
water are tound for 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 maintained for longer periods.

The distribution of schistosomiasis i1 the Lowveld is not homegeneous
but shows a remarkable gradation from yorth to south. [n the Northern
Lowveld there are areas of intente transmission. The naticnal survey
found 58% of the school children positive for S. haematobium and 31%
positive for S. mansaoni.

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 the iG-11 year c2ld group nas
S.haematobium (55% all ages), while 75% of the 15-19 year olds had S.
mansoni (68% all ages). S. mattheei which has the same biological
requirements as 5. haemotobium was found in 24 people, the only true
focus of this parasite in humans {und in Swaziland.

Although the Lomati River bed is below 500 metres and thus has the
temperature ranges typical of the Lowveld, the qeneral topography
resembles Middleveld with volling hills and wany small streams and
stockponds.  Therefore, both the surface water and temperature
requirements for transmission of the diseases are optimized in that
area and intense transmission oczurs.

Following project objective 6, the praziquantel control study, bequn
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 wurine inspection) and S. mansoni (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:

A11 of the secondary schools in the Lowveld should be visited in 1984.
Fach student should be screened for S. mansoni and S. haemotobium and
positive rases treated. Follow-up surveys the following year would
provide data necessary for determining 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 BCll 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 in Mbabane (t e programmer is in Lesotho), the director
has turned to hand compilation of data. At the present writing, results
were not yet submitteu to the public health engineering advisor for
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, §ith Tittle
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 recommendation 9 in section 3.1 above;.

In summary, the project did survey bilharzia in Swaziland and found
the disease previlent 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.

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 later stages of the disease. This morbidity is due to the accumulation
of eqgs in various organs and tissues of the budy, and is directly related
to the intensity of the infection. The advisor came to the same conclusion
underlying the MOH's policy focusing treatnent on  severe cases: he
recognized that schistosomiasis eradication is not yet an obtainable goal in
Swaziland. His sentiment, with which the evaluation team concurs, s
summarized in the recommendations of his final 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 recrcation
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facilities, snail control, health education and screening and
treatment of all positive cases, conditions and resources in Swaziland
preclude this approach. Emphasis musi oe 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 metrifonate (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.

[t is clear, as the project epidemiologist concluded, that control
activities and expenditures must be strictly prioritized and results
carefully evaluated. Foremost is 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 efrects would necessairly be limited.
What is needed is a preventive strategy involving potentially powerful
change agents. Not the least could be the Health Fducation Unit, if it
operated regionally with the support of a long-term mass-communications
strateqy and budget. But the entire educational arparatus at GOS disposal
needs to be activated, for significant preventive behaviors tc 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 is just 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 persconnel. {mprovement in the BCU's management
efficiency, that s, achieving maximum output using only requisite
resources, involves both clearer and more 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 communication 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,
Mbabare, s 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 strateqgy
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. Thne 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 epidemiclogist adviscr 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 assistarts in the
field at a praziquantel school screening and treatment program in Mphofu
(Hhohho Region) confirmed that they were effective both in collecting and
evaluating samples and 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 range in their
educational background - from illiteracy to junior secondary level. One
senior health assistant, who sat unsuccessfully for 0O-levels, was
transferred to BCU early August 1986 and is beginning to learn from his
colleagues in the laboratory.

In the three montts or so before his departure, the epidemiologist
advisor provided the new BCU director in-training with management
orientation, computer training, some field experience (10 trips), and
labaratory tectniques. She appreciated her 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 0-levels), the head of the BCU stili needs support and
training in such arecas 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 in Botswana. Her long-term educational goal
is to earn a B.Sc. in environmental healtn and parasitology; she
has recently applied for a USAID scholarship.

2. The majority of the nine-person BCU  staff s capsble  of
performing varying degrees of microscopic analysis and can
identify common parasites (Ascaris, Trichuris, Taenia) and
E.coli. 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-tube centrifuqge



(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 recommendation 12 in section 3.1).

The operationa. viability of the BCU at the present time is
maintained to tn» extent that ce .+in critical MOH inputs are
provided. The resources most in doubt, as articulated by the BCU
director by order of priority, are:

Transport - the former advisor's vehicle nas recently been seen
n operation at the MOH, Mbabane; whereas BCU director has been
told by the CTA, where it was delivered for minor exhaust pipe
replacement, that it was in the shop there. BCU director did not
have operating 8CU vehicle to join evaluation team at Mphofu and
BCU sampling team had to borrow Tuberculosis Unit's vehicle to
reach Mphofu. BCU has none of three assigned vehicles available
and in operating condition. (See recommendation 11 of section
3.1)

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

Laboratory stock - formalin will last until September, ather to
December "T386 and Haema-sticks (at 600/month) until February
1987.

supervision and quidance - a question of morale and effectiveness
Tooms Tarqge, as TittTe interest is shown by MOH in operational
performance of the BCU on a regular basis. (See reccmmendation 10
of section 3.1)
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CHAPTER 4  PUBLIC HEALTH ENGINEERING

4.1 OQOverview

The main purpuce 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 the 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 accemplishments 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 during emergencies and direction of all
activities of tne unit.

Seme probiams 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 workplin. 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.

Recummendations

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

~N

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

3. Proviade training and technical assistance in the area of public
healtl' engineering.

4. Set up a task force to define manpower needs and training
puossibilities in the field of public health engineering.



5. Greater integration s 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 component is to be evaluated to determine how the
project contributed to-

1. Strengtheniﬁg 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 developmerit and review
of new water projects.

This is somewhat of a peculiar scope that invites affirmative answers
to the questions raised and leaves cut some aspects of the original scope of
work. However, it is the framework within which the discussion will be
presented. During an initial meeting in Washington with Or. 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, rather than repeating those statements, we include the
relevant sections of the report in Appendix N and summarize 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 projec. 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 qood
coordination between the Rural Water Supply Board and the Health
Inspectorate. The project has also provided three months 2% short-term



technical assistance, through WASH consultanis, for the planning activities
in the water and sanitation sector. The public health enygineering advisor,
working with the government agencies, has made possible the following
results:

1. Establishment of public health engineering unit and position at
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, resigned to
enter the private sector. The third candidate, trained in the
U.S., joined RWSB in May 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 quidelines, design standards, and
quidelines for review and approval of projects.

7. Participation in sectoral planning activities.
8. Establishment and supervision of a water quality laboratory.

9. Spacial 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 ccmments 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 pe 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 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 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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2. It is easy to demonstrate that the public health engineering unit
has still a lot to do. For example, the mid-term evaluation report
mentions dams; a Water and Sewerage Board's dam is nearing
completion at Hawane for the water supply of Mbabane; it is not
sure that its design was reviewed. Also, the Ministry of Health
must provide input to the approval of solid waste disposal sitec
selected by Town Councils. Conflicts arise when the public health
engineering unit intervenes into someone else's field, even if it
is related to health.

3. In view 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'rh engineering duties;

(¢) 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 Potter,
the Canadian public health engineer, on all of the nit's
operations until December 1985. For a great portion of these 7
months, the counterpart worked with Mr. Potter, under Or.
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 twc 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. LDube, has just started
working with RWSB's micro-technician on spring protection in the
Hhohho Region. Her 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 basic 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
positYon of health inspector at the public health engineering unit does list
the responsibilities and duties of that position. What the preceding comnent
suggests, perhaps, is the need to further define these duties, to prepare a
work plan for the health inspectors, and supervise their activities more
closeiy. It must be noted, however, that the public health engineering unit
does have a work plan.




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 it must 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 position.

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 legislatinn 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 %n 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.l 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. [t was, therefore,
agreed between 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 che 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 aflects a great number of Swazis
particularly in the lowveld. The cubject of schistosomiasis control by
engineering measures should also be included in the training, foimal 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 Ministry of Health. The subdivisions involved here are
the public health engineering unit, the health inspectorate, the health
education unit and the bilharzia control unit. The integration recommended
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 pratection workshops
(organized for health inspectors, health assistants and rural health
motivators and other field workers) ard recommended priority communities to
be provided water supplies, baced »n the prevalence of water related
diseases and information provided by the Health Inspectorate. So far as the
other MOH sections (epidemiclogy, health education, etc) are concerned not
much integration has occurred. [t must be recognized, howover,  that
integration is subject to several constraints and that the subject has been
discussed by the sectoral planning technical group.

Concerning recommendation No.4, it is not clear what funding loss
(government or donors) the mid-term evaluation report referred to. In any
case, USAID-Swaziland did finance the construction cf 8 small water supply
systems out of surplus project funds.

Seme significant developments have occurred regarding reccommendation
No.5. The counterpart in question resigned sawe time ago ind has been
replaced by Mr. M. Dlamini since May 1985. Or. Hoadley's contract has also
been extended until 20 September 1986. Both the RWSB's senior engineer and
the public health engineering advisor rate the current counterpart as
cempetent, 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 carried out the public health engineering component. Not all
the original outputs, or those recommended 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!U-Swaziland and the technical
assistance contractor (Academy for Educational Development). The project has
bercfitted from a tremendous svpport of USAID and top ministry officials
although it was at times affected by bureaucratic delays and difficult
inter-ministerial coordination at high level.

Dr. A.4. Hoadley, the public health engineering advisor, deserves
praise for the way he has performed his work. He is recognized as a very
competent, experienced, adaptable advisor with excellent interpersonal
skills. His personal and professional 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 RWSB have expressed the
wish that his contract can be extended for another two years.

[t was certainly appropriate to include the public health engincering
component in the project although some questions renain concerning its
proper location and responsibilities. On the one hand, the Govervnment of
Swaziland is convinced of its importance and shows its commitment to the
concept. The demand for public health engineering has been established and
may be extended to other areas. O0On 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 incluied 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 letriment of
their technical duties.

The contribution to water and sanitation planning, discussed elsewhere
in this report, 1is 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 hcs 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 tecam finds that some aspects have not been fulfilled. The
recomnendations 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 quidelines, 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
componeats, 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.,



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 areas most likely to suffer from the absence of the public health
engineering advisor.

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

technical assistance in the area of public health engineering.

(a)

(b)

(c)

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 terms of reference should specify
definite results to be obtained and the advisor's workplan should
be prepared accordingly.

The training program of the public health engineering councerpart
will consist of:

° Twelve months of quided, on the job training. During the
first 6 months the counterpart will receive intensive
training and coaching, participating in all aspects of the
unit, accompanying the advisor 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.

° Twelve months of nands-on experience, on his own with
further observation and advice by the advisor in the niddle
and at the end of tins second stage. The health inspector
now in train.na n Mauritius will have returned at the
beginning of this stage and will be gradually introduced to
the duties of the public health engineer in addition to
carrying out his own responsibilities,

° Twelve months of further experience for the engineer and
training of the health inspector who will be familiar with
all duties and responsibilities of the unit.

° 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.

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 possibilities in the field of public health engineering. The need
assessment will concern engi-eers and technicians for government agencies,
donor organizations, privat sector and private voluntary organizations.
Training pos<ibilities 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 in the water and sanitation sector cculd be improved.

Recommendation 5:  Greater integrztion is recommended among the public
health “engineering, health inspectorate, epidemiological, and health
education units (from the mid-term evaluation rcgort). 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 level or levels the integration will occur and
(b) suggest an implementation program.

Recommendation 6: Alternatively to the task forces mentioned above,
short=term consuTtants 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 Saritation
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 tuine approval of the
government, a pianning process has been established ind the documents
prepared will guide the harmonious development of the sector in the years
ahead. A fise-year action plan will follow the two-year plan. One merit of
the plan is tnat it is an emanation of the activities of Swaz® technicians.
Minor reservations concern:

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

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

- a more active participation in che planning process by other
donors and non-qovernmental organizations;

- required official sunport 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 plarning 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 Health) project. Swaziland initiated come sector . planning
activities back in 1979-80 under the United Naticns water and sanitation
decade program but most of the significant achievements of the sector
occurred over the past 12 months. The following Tist of activities is
derived from information provided by the public health enginecering advisor
and verified through discussions with the WASH consultants, the RWSB senior
engineer, UNDP officials and others.

- Formation of a Technical Subgroup (15G) under the National
Action Group (NAG). Preparation of o workplan under the
guidance of WASH consultants,

- Preparation of a statement of <ectoral needs, policies and
strategies by the 15G, again with WASH's technical assistance.



- National seminar organized by the Technical Subgroup to review
this statement with officials and non-governmental organizations.

- Preparation 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.
development of the water supply anc sanitation sector by defining neecus,
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.

Need<: Health status depends largely on the availability of adequate
water and sanitation facilities and on the extent of health education in the
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 fk2 lowveld. Optimal benefits are obtained
by coordinating water supply, sanitation, public health ecucation anu
community participation. There is a need to standardize construction and
grovide for proper maintenance and operation. Some failures have occurred as
a result of communities failing to pay for operating costs and to otherwise
assume ownership and responsibility for the systems. There 15 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 variocus activities in the

sector.

Policies: Between 1986 and 1991, increase: (a) access to safe water
suppl1ies 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
maintenance. The lowveld has the greatest needs and will, thercfore, receijve
priority. Water supply and sanitation must be considered at an carly stage
of planned resettlements  Provision sn.’1 be made for coordiration of water
supply, sanitation, health education and community participation activities.
Provision shall also be made for long and short term tr.iining of technical
and support personnel.

Strategies: drganize water and sanitation (or other develo ment)
comnitloes 56 that communities can participate in all stages or sectoral
develcpment and later assume ownersiiv and maintenance. Public standposts
and pit latrines will be used. Implemeniing agencies (Rural Water Supply
Board. Health Inspectorate, Health Education Centre) shall coordinate their
activities; priorities for sectoral development shall be established by
regional development shall be established by regional deve lopment teams.

Two-Year Action Plan: (extracted verbatim from the xecutive summary
of the draft document dated July 1986).
The two-year aclion plan for the p.riod 1987-1989 has been drafted as an
intermediate step in the continuing process of planning for aevelopment of
the water supply and sanitation sector in Swaziland. It has been prepared
under the quidance of the National Action Group (NAG) which 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 pilan for development of water supply anc sanitation
in rural areas consists of nineteen (19) planning e‘ements which include:

- construction of new water supplies to serve 65,449 people and
implemented by Governmeni agencies and non-governmental
organizations;

- 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 imnedicte needs;

- supporting activities required to implement projects and
programmes, including linkage of health education and community
participation with water supply and sanitation, and coordination
among agencies;

- preparation of a five-year sectoral development nlan.

Crude budgets have been prepared for the plan period amounting to
£8,283,681; E1,690,385 of which must ccme from the Swaciland Government, and
£6,393,296 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 1line with past level of
activity and which will provide safe water to an additional 41,249 people.
This is consistent 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 oxternal support. Maintenance, which is
essential to continued operation will reguire increasingly large budgets as
the numbe: of water supplies increases and as systems age. The plan calls
for ¢ study of funding mechanisms to reduce 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 assistance from the Rural Water Borne Diseasc Control
Project, the Technical Subgroup has prepared a set of .cctoral 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 Swazi oofficiars with only quidance and technical support from
the project and WASH.  These activities have helped establish a solid
sectoral planning base and the benefits of such an institutional process
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 frcm 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 is available from government, internationai,
bilateral, and private s .rces. The documents also identify weak points that
need reinforcement so as to optimize 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 1986, 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.

Miior 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 ccntinue 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 heaith education so that the communities will be willing to
contribute labor and funds for the construction and operation of
water systems. 1In the few field visits that we undertook, we did
not feel that all the communities had the sense of ownership and
respensibility for maintenance that is required. The planning
documents might make a stronger case for community participation
in construction and operation. Eventually, recurrent costs will be
toc much of a burden for the government and provision should be
made for the communities to pay entirely for operation and
maintenance. It 1is even desirable that they pay a portion of the
capital costs to the extent that their revenues permit. (There is
a tendercy now to require a starting fund of E1,000 before
installing a water system. Ccmmunities 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 will facilitate a solution).

3.  Other donors (UN agencies, bilateral aid agencies) and 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
maka the process lose of its national essence but would “acilitate



its acceptance and implementation. In other 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.

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 .

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 E200,000 in fiscal year 1985-8¢ and an average of
£150,000 ir; the 5 previous years. The current budget of the Rur2l
Water Supply Board is £500,000 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).

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 inspectcrs
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 <cnior 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

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, [t 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 participaticn for such work as
trenching,  government o=der book: for the purchase of materials,
transportation. It is up to the .3SB to determine how best to remove
difficulties of a logictic 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.

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 project objectives while meeting immediate needs of some 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 schemes was to be carried out through the Rural
Water Supply Board. The Health Inspectorate was to provide health education,
help target communities with Tatrine construction, and assist in
organization of community participation. This assistance was important to:

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

(i1) Developing effective organization for involving the communities in
planning, construction, operation, and maintenance of water
systems.

(iii) Motivating the construction and use of latrines Tlinked 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 1is 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 cquipped 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 coastruction 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 cofficer

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

1 pipefitters

3 mechanics or plant mechanics
7 plumbers

3 carpenters

6 light duty drivers

1 storekeeper
4 storemen
6 nightwatchmen

1 laboratory technician
0 laborers

1

3

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 on2 year
to complete a macro froject. 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
vhile 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 E17,000 was anticipated. Systems that have
already exceeded some component budgets include:



Figure 5-1

ORCANIZATION G\BT OF THE RUPAL YATER SLPPLY ROARD (JAN, 1986)
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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 Evaluaticn

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 field coordination strategqy;

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

° Only one crew out of three (instead of 2 out of 4) in every
region is eé&ssigned 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 UNDP is 30 percent
complete;

- Hhohho: 1 project funded by RL; and

1 rehabilitat~a funded by USCC.

° RWSB is ready to start thrce major projects (RU 167, RU 216
and RU 218b).

Coordination between the Rural Water Supply Board and the Health
Inspectorate proved to be difficult. Community participation in many
instances left much to be desired, which makes one wonder how effective the
health education messages were. !'n one case the community was slow because
it had to devote some time to roy2: duties (Embekelweni), while in Motshane
the residents were available only on Saturday since a lot of them work in
Mbabane. However, good community participation was noted «t Duze ana at
Madvulini. It may 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 community 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 designed in accordance with community
wicshes and ceased operation after only a few munths. The problem
of obtaining good community participation, essential to successful
implementation, was severe. [t was overcome by joint efforts of
the chief, the tinkhundla office, ‘fealth 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.

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 could
improve coordinacion during the remainder of the project and in
the future. It was agreed that:

- Clerks of works and community development officers wili keep
health inspectors and health assistants informed of new
projects, needs and schemes in progress. They will also
assist one anotner 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
probiems, and agree on logistics and other arrangements to
assure linkage and mutual assistance.

While objectives of this activity were not fully 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 coerdination does routinely take place
in other localities, and is related to personalities involved.

Besides the delays caused sometimes by inadequate community
participation, 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 RW3B 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.



Table 5-1: USAID Sponsored Water Systems (all costs in Emalangeni)

Project No., Location Estimated Estimated Estimated

and (Region) Source Government USAID Population
Contribution Contribution in 19Y%

RU 027 Motshane Spring 11,504 39,683 800

(Khohha)

RU 050 Embekeiveni Borehole 33,194 98,173 2,650

(Manzini)

RU 077 Entandweni Borehole 2,804 8,855 550

(Manzini)

RU 079 Duze Borehole 15,666 62,392 1,400

(Lubombo)

RU 194 Mphundle Spring 18,945 54,259 2,000

(Lubombo)

RU 117 Madvulini Spring 23,756 60,532 1,600

{(Shiselweni)

MPL 026 Emthongeni Spring 3,754 10,032 200

(Lubombo)

MPL 027 Embongolweni Spring 3,754 10,032 300

(Lubombo)

TOTAL _ 119,377 343,958 9,500

Notes:

(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 o 6.7%

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

(4) Three projects (RU 077, MPL 026 and MPL 027) involve mostly source
development. For the others, the relative costs of the components are,
on the gverage and for the USAID contributions:

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 f{as of 31 July 1986)

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 Entancweni 80 - - - 80
RU 079 Duze 100 100 40 90 78
Rl 194 Mphundle 100 90 10 50 67
RU 117 Madvulini 100 100 80 80 85
MPL 026 Emthongeni 100 100 100 - 100
MPL 027 Fmbongo lweni 100 100 100 - 100
TOTAL 97 98 63 79 8~

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.

5.3. Construction of Pural Sunitation and Small Spring Pretection Systems
by the Health Inspectorate

5.3.1 Overview

At the start of the project, the Health Inspectorate/MOH was assisting
communities to construct small spring protections and  latrines,  but
productivity was low. The unit was staffed by three district health
inspectors, two senior heaith assistants, and 30 health assistants (of 48
trained between 1975 and 1977). Morale was low as a result of a lacke of
opportunity for carecer advancement, incufficient budget, poor logistical
support and inadequate supervicion.  Record-keeping was poor, but hotveen
1980 and 1985 the rate of latrine construction stesdily increased from 289
to 862 per year: thio exceeds the 2000 demonctration Tatranes erpectod,
Complaints were heard that pits dug in anticipation of assistance an
constructing slabs remained uncovercd and o hazard,  hecause the Healtn
Inspectorate could not respond adequately to requests for assintance,  which
was provided « nerally at the individual homestead,

The project and related OR1T radio  broadcasting have been  quite
successful, however, in stimulating latrine construction, especiaily since
1983,  The need for improved performance in protection of small springs
remains .o spite of certain project inputs in this area.

Recommendations

1. fomplete and circulate the draft manual "How to Buiid a Pit Latrine.”

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



(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 demonstracion
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, 1is:

To strengthen MOH's rural sanitation program through long-term
strateqy development, training, technical assistance, and funding
for a strong pit-Tatrine 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 would be installed each year, based on spread efforts of a latrine
demonstration program, and that by then 40% of rvral homesteads would have
improved pit latrines.

Specifically, prcject objectives were:

{a) Approximately 2,000 ('demonstration') pit-latrines. As was
noted 1in the mid-term evaluation, the MOH viewed the
original concept of "demonstration” latrines as
inappropriate and shifted the budget for their construction
to the purchase of materials for Jatrines.

(b)  Development of minimum design criteria for pit-latrine and
alternate pit-latrine designs.  This was likewise modified
upon arrival of the sanitation technical advisor, as the MOH
reguired that he recomnend o pit design or designs, and
minimsn design oriteria appropriste to Swaziland.

(c) Selrctian criterig for choosing homesteads for
{"demonstyation') latrines,  The word "demonstiration" was to
be deloted,

(d)  Guidelines for  incorporation of  health criteria in  the
design of water supply systems.  Thic was to be under the
purview of the public health enqgincer, originally conceived
as functioning in the MOH, but in fact housed in KWSB.
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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 Tatrines--4,00T-- 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. MWhereas the nroject
bud?eted $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.

Table 5-3:  Summary of Latrine Construction

Construction Projects Materials Delivered
Latrines Latrines
Year comp leted ur.der constr. Cement Rebar Yent Pipes
- (bags) (27sTab) (17sTab unTess
1979 146 106 double latrine
1980 289 105
1981 409 204
1982 520 780 1,200 560

1979-82 1,364

1983 609 524 - -
1984 649 534 920 1,800 200
1985 862 641 600 1,200 1,500
1986 517 800 800 800
(6 months)

1983-86 2,637 2,320 3,800 2,500
Total 4,001

1i

(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:

1. Health Inspectorate personnel cannot meet demand for latrine
construction, in terms of supplying in a timely manner materials
and expertise o scattered homesteads making application. Major
problems are severe transportation constraints ond delays in 1MOH
purchasing and material delivery. At present, pitch fiber sockets
in which to drop vent pipes are missing, allowing some health
assistants to postpone slab construction.



2. As Dbefore, a high percentage of latrines remain ‘“under
construction.” Reported in field visits were alleged cases of
animals falling into uncovered pits awaiting slab delivery or
simply a pit dug too wide, superstructures unbuilt due to lack of
suitable materials, lack of a vent pipe, a toilet seat, or a door.

Design standards for the ventilated, improved pit-latrine are not yet
circulated in the form of a manual, which is virtually complete but awaiting
final graphics under supervisicn of the technical assistant to the public
heaith engineer. Notwithstanding, health inspectors and health assistants
interviewed seemed to have a fairly uniform concept of the structure's
design, based on school notes and in-service training by the sanitarian
technical advisor.

The team witnessed minor varjations in design, such as shape and size
of slab opening, presence or type of seat, and superstructure materials.
Notable, however, were the many instances of uncovered slab or toilet seat
openir ., minimizing the benefit of the screened vent pipe.

As against a commercial price of E37, the MOH subsidized price of ES
per slab and E5 for the imported vent pipe and screen was explained as
conveying a sense of ownership. In most instances, the current practice 1s
for the health assistant to make a batch of slabs, often with homesteader
participation, in a central location and arrange pick-up upon digging of the
pit. Consistently, health assistants claimed they 4id not wish to press for
immediate payment upon delivery, but rather tried to get the facility in
use, then check back for gradual repayment.

2. Construction of Small Spring Protection Systems. Historically,
health assistanis have been active in Joccting springs and helping
communities protect and tap them. Table 5-4 shows fhe jump in number of
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 all is not well.

Table 5-4:  Summary of MOH Spring Protections

Spring Protections

Year Comp lefed . Under construction
1979 5 6
1980 7 5
1981 4 2
1982 7 19
1979-82 23

1983 17 19
1984 21 1N
1985 16 15
1983-85 54

TotalT ~—— ~ 77

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 heaith
assistants often do not meet minimum health criteria. Most notable
violations are:

° inccmp lete diversion of surface water from spring;

° pcor drainage of excess water, often caused by misplacement of
overflow pipe outlet;

° difficult and often muddy access to standpipe;

© inadequate, if any, fencing against animals.

From an engineering standpnint, 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
circelating for almost two ye.rs, but would require an intensive effort to
be brought to a usable form. Meanwhile, the review process by RwSB of MOH-
qenerated spring protections scems to allow several problematic projects to
slip by in an unfinished or pooriy-conceived state.

The spring protection workshop for health assistants, staged over two
weeks in 1989 by the RWSB, was well received and useful, but insufficient to
remedy the situation. When a health assistant who is not a builder or
plumber attempts to mobilize comnunity labor to exccute a fairly extensive
project, problems arise. By contrast, the evaluation tewn saw an e.cellent
spring protection organized by a health assistant who had many jears of
experience as 4 builder (Haghobeni in Shiselweni).

5.3.4 Appropriateness of Scope and Approach

The project scope was Loo ambitious in aiming at latrine use by 40% of
the rurai population in 1985 or a construction rate of 5,000 per year.
Actually — no meeningful 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 Health Proctices (MHP) project sampled for water and sanitation
behaviors. However, while the selection of homesteads for the initial (1961)
FAP study conducted under the oroject and the MUHP evaluation were similar
ard both studies were conducted on Swazi Nation Land, the arcas sampled were
ditterent. It cannot therctore te assuned that the camples were comparable.
burthermore, the factors causing any change cannot be assessed,

KAP Study 1981 1MP Study 1985

Homesteads with latrine 21.9% 319,4%
Proportion with slab
from local materials 6. 4% 33.7%

The project's scope, including e major goal of long-term strategy
development,  trainang, and fundivg, wos appropriste, if somewhat aubitious.
However, the impacts on wanpower, logictics, and management were perhaps
somewhat limited by the technical approach to the problem,
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The

MOH strategics chosen to implement project objectives were

appropriate, given (a) the limitalions in Health [nspectorate manpower anc
transportation, and (b) the innovative character of latrine usage for rura’
homesteads. These strategies are-

° incorporation of latrine construction in the health assistant's
normal scope of activities;

° use of health education rather than incentives (other than
materials subsidy) to encourage latrine construction;

° construction of latrine slabs at a centralized location and
then arranging delivery to homesteads;

° promotion of community participation utilizing existing, or
creating, joint water and sanitation committees;

° coordination with rural health motivators so that motivation
and slab construction/pit digging are carried out together;

° work with the Health Education Centre to obtain support in
training, mass media, and materials.

5.2.5 Conclusions and Recormendations
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 2,600 pit latrines were reported complete through tne efforts
of the project during the period 1983 through June 1986.

(b) A manual with minimum design criteria for pit-latrine construction
is in final dratt form awaiting MOH approval and circulation,
Pecommended desions were prepared for ventilated, mproved pit-
latrines with concrete <labs and vent pipes using materials which
can be  purchased from MOH ot cubsidiced prices or locally-
available moterial,.

(c) Selection criterie for choosin, humesteads which receive pit-
latraines were adopted by the project socizl saientist and senior
health asocistants, in conformity with WO otanderdo.  Water and
sanitation conmittees selected through the progect's cofforty are
capable of organizing independent dmproved pit-latrine actavitien,
atthough  the extent  of  the committees’  functioning  and
distribution cannot be determined from exsisting data,

(d) A draft manual incorpirating health oriteria in the decign of

small opring protectic.s is under veview Dutods Uil incomp lete,
Under the purview of the public health enqinecr, thin item 311
probably not be accamplished by end Sf project in Leptember 19206,
Guidance anl  training are needed  to Bmplement  water upply
construction wtandards among health anoiotant oo Speing  protectio
measures supervised by the Health Tnopectorate arve often cunpect
in terms of  meeting  adequate  health  oriteria,  engineering
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(e)

soundness, and cost-effectiveness. More participation of the RWSB
is required for the country to utilize properly its abundant but

fragile spring resources.

The four senior health assistants supervising latrine construction
are operating in each region; some, hcwever, with limitations in
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
constant through the life of the project, contrary to vhat was
hoped. Through project efforts, however, they did receive some
technical and community development training.

Recommendations

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

1.

Complete and circulate the draft manual, "How to Build a Pit
Tatrine.”

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

Undertake the following activities, if necessary through short-
Term technicaTl assistance:

(a) inventory project-stimulated latrines, and
(b)  Train heaTth inspectors, senior health assistants
in inventory and evaluation technique.,

By desigriing and implementing a statistically-meaningful sampling
procedure, ideally linked to a second KAP study as recomnended 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 <mall sprang protection
- e B S TR L R T
This draft hat been circulated for review over the past two years,
but lacks the concentrated etfort of specialists in water supply,
educational documentation, and construction technylogy training.
Moreover, knowledge of the capacity and needs of the health
assistants who will be the target audience, requires some prior
acquaintance with Swaziland conditions before producing the final
document..

Design practical workshops, in comnection with the consultancy of
recommendation 20, in wmall wpring engineering technology for
two heallh aosictants from cach reqgion. '

These  workshops  houwld  provide  higher devels ot engineering

technology and  building/plumbing construction <killy in wpring
protection;  methods for training, managing and wupervising semi-
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skilled community labor in thece techniques; and pedagogical tools
whereby the above skills and methods can effectively be imparted
to the health assistant peers of the selected workshop
participants.

Provide on-the-job training at the RWSB vor the same two health

assistants per region, in spring protection, —as folTow-up to

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 of works.

Use the results o° recommendations 3 and 4 to execute a

demonstration sprin., protection project for all health assistants

requiring training

Upon completion of the six-months of secondment to RWSB, the
Health Inspectocate 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 s
a concern; some rural health motivators might be invited for
initial stages;

(c) a taerget  community  wiliing  and  able  to  assist in
construction of and assume maintenance responsibility for, a new
spring pYOLULtIUH project in its area;

(d) an evaluation team selected by RWSE to monitor and assess
effectivences of the vyercice and further training needs,

Activate a spring protection work-group an the 156 to engage in
the nystematic and cost-effective exploitation of wprings,  wilh
assured  comnunity  mobilication  and  cence of Uﬂ”l"h]p for
Tinprovement -, ' ' -

This work-qroup would be charged with dmplesenting and sonitoring
a concerted,  cosperative effort between B3GR a0 dead agency,  and
the Health Inapectorate g mobiliving force s perhapy in tander
with cortain PYOs, 1o enouge in the systemnatic and cost-effective
exploitation and  rehobylitation of  wpring  vevources in each
region.  Special weasures munt o be o taben too ansure comaunity
mobilivation and sense of responsibility for dmprovenents,
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5.4 Strengthening Coordination Among Units and Programs
Tnvolved in Water and Sanitation

5.4.1 Qverview

Increasingly since 1982, the Health Inspectorate and the Rural Water
Supply Board have begun to work together in the water and sanitavion 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 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.

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

coardination.

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

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

Recommendat ions

1. That USAID provide technical assistance to tne 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 backgruund {see recommendations of Chapter 4):

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

. environmental engineering experience,
water quality surveillance experience.

2. That the regional senior health ausistant and the €00 and/or COW
of the RWSB do monthly site visits together to communities with
water and sanitation projects. This would help them define their
mutual needs, and help to associate the health assistant with the
RWSB representative in the minds of the community.

3. That the Health [nupectorate and RWSE arvange short-tern technical
assistance  to  health  wosistants and o repectars, communily
development officers, clerks of works and incoectors of works on a
regional level.  This assistance would be “Housed onoin-service
manaqgement. and comnunications 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 linkages.

5.4.2 Anticipated Project Results

The project paper stated as a goal that by the end of the RWSBDC
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. This 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 formally recognized
the need to “cooperate with the RWSB on water projects." In Uctober of 1984,
the KWSB 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 wac 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 community willingness to assist with
construction and comnit to the continuation of maintenance after
the system was complete and involving health assistants in this
process;

. coordinating water system construction with latrine builuing;

. organizing community workshops involving both health inspectors
and community development officers; and

. listing human resources active in the water and sanitation sector
and circulating that list to clerks of works and community
deve lopment of ficers,

In Auqust of 1986, a coordinated memo was issued trom the senior health
fnspector and the senior engineer in the RWSB. [t covered two main points:
that health assistants be involved early in the planning process, and that
the reaional clerk of works participate in monthly Health Inspectorate
regional meetings,
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5.4.4

5.5

Areas for Strengthening Coordination Among Units

The Ministry of Health Water and Sanitation subcommittee should be
reactivated.

The Health Education Centre should be fully staffed, especially at
the regional level so that it can have an impact in regional
coordination meetings.

The Health Inspectorate must be assisted with its transport
problems, which affect its ability to function at the regional
level,

Clerks of works must be involved in efforts to assure a commitment
at the community level to water supply operation and maintenance.

Latrine consfruction activities of the health assistants must be
linked to water system development.

The RWSB must assist health assistants with the technical design
of spring protection systems, by dividing the responsibilities tc
include:

site location and assessment of community particination
potential by the health assistant;

mobilization of community involvement by hoth 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 RWSB's ~ foremar, lead
builder/plumber with the community providing the  labor
contribution under the direction of the health assistant;

There must be more denor  and  non-agovernmental organization
coordination by

. continuing the momentum cf the scctoral plonning process; and
. establishing more linkages among the donors and NGOs
themselves.

Institutionalization of Health Edu~xtion and Comnunity Participation

Activities in RWSB™s Water System

5.5.1

Chances for Successful Projects

Chances for the succesqful integration of a waterr und sanitation
project into a community are greatly enhanced by the following factors:



(a) if the community itself has approached the RWSB to ask for the
system;

(b) if the community has raised the E1000 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 their share of the maintenance fees;

(d) if a strong dater and Sanitation Committee is in place and
working;

(e) if the process of resettlement in the community is complete; ond

(f) if the community is not involved in many other projects trat
compete with the water and sanitation efforts.

In 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 healcn;

(b) active RWSB invoivement, both by tho communivy development officer
to assure the community's understanding and comnitment, and the
district inspector of works and ~lerk of works to assure technical
acceptability;

(c) the often informal coordination of various community development
workers on the local level, inciuding

public health nurses,

regional health inspectnrs and health assistants,
Ministry of Agriculture conmunity development officers,
headmasters ar teachers;

(d) the presence of rural nealth motivator,.

Geography and recent history play 4 role as well. Success is more likely if:
(a) alternate sources of untreated water are far away or very scarce;
(b) the area is tlat ane open, necessitating the building of latrines:

(c) a catastrophic event - cholera, typhoid, the cyclone - has focused
the community on the reed faor available clean water,

5.5.2 souring buccessful Community Development in RUSB Projects

How can  one  assure  that  the  health  education  and  conmunity
participation components that have led to successful projects in the past
can hbe included in RWOB projects in the future!?

Among  the prime actors for assuring thas are the KJdS58° communitly
devetopment. ofticers.  The team met with the four veqronal Ch0s during the
field vasit portion of the evaluation.  They were knowledgeable botn in
technical areas and  in community  issues,  and eemed dedacated  too and
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respected within the regions. Because they are responsible for an entire
region, however, they need to be supported in efforts to work with other
community development workers. In the short term, support should be provided
by in-service workshops in such areas as:

. Managemeni 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
(1 perscn month).

In the long term, posts for at least two CDO assistants in each region
should be established and filled.

In addition, workshops should be offered in the regions in setting up
regir.al 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 MOH's —move  toward
decentralization, and has been working on an informal Tlevel in many
communitics for come time. Some of the most effective community development
workers the evaluaticn team met were already coordinating their efforts with
the Public Health Unit, interested teachers at local schools, Peace Corps
volunteers, and/or other reqional level development workers,

5.5.3 "wpact on RWSB Health Cducavion/Comaunity Participation ceroonent

This coordination wiil have three positive impacts on
institutionalizing the health education/community participation component of
RWSB projects:

(a) Such coordination can provide needed technicil advice to health
assistancs on technica™ topics such as spring protection methods,

(b) It will extend the influence of the RWSB €DOs and intorn other
commuity workers of their nlans and aceas,

(¢) It wil)l 311 the vital need for o two-way information fiow.  Hot
only will informaticn be daisaeminatod to health aooasiants ond
other community development workers . but badly needied daty on what
5 really occurring ot the local Tevel can be reported and relyyed
back to the RWSB  in Mbabane, Thiy will result an stronger
comnunity development strateqies, and a more focused approach to
integrating health issues with water supply isnues.



5.6 Other Evaluative Factors

5.6.1

The [ssue of Opgration, Maintenance, and Recurrent Costs

Conclusions

That as more water systems are built in the rural dreas, the
costs of maintaining those systems will put an increasing
burden on the G0S;

That the difficulties in  transport exacerbate the
maintenance problem;

That community participation and involvement in water
projects ‘rom the outset is a necessary prereguisite to
assuring that the system is maintained pioperly and that
recurrent costs are covered;

That the RWSB's policy of requiring an E1000 depo,it from
the community before the system is started is an effective
one, as long as the community has been made aware that the
money does not buy a completed system, but assures its
ongoing maintenance.

That health issues are at stake as well, for

(a) if system breaks down, the community goes back to
using unsate water;

(b)  that the concept of paying a fee for water, if only a
small one, can meet with enough resistance that
community members will go back to using the "free"
unsafe source.

Recommendat ions

That before any new system is  built, the following
prevequisites be achieved:

(a) a stunding active Water and Sanitation Committee be
functioning in the comnunity;

(b) the comnunity has raised the £1000 for maintenance and
repair, and understands the use of the funds;

(c) an estimate of fuel and other operating costs has been
made, and o monthly water charqge has been ogtimated if
necessary,

(d) the RWOB LDO confirm “hat the coremunity i, w1 lling to
provide the Tabor required tor the Lygatemn,

That the area's health aooastant be dnvolved in every phase
of the system's desagn,  since hiv will be 4 continuing
presence in the comnunity after tne system is complete;



5.6.2

- 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 built in more areas of the
country. Because of the priority of water projects now, the GOS is
conmitted to maintaining the systems through the RWSB at the
present time. But discussion with the Principal Secretary for
Finance revealed that the budget for such costs is getting
tighter, both in absolute and relative terms.

The Importance ot Community Participation

Community participation is at the heart of this issue, as site
visits during the evaluation revealed,  The contrast between a
small, woll  maintained spring protection in Maghobeni in
Shiselweni ard a huge multi-system project in Makhoseni form a
prime example of the difference community involvement can make in
a system's maintenance. At tne first site, the comiunity was
mobilized by an active, imaginative health assistant, with the
help of the RWSB CDO. The community was involved in the building
of the spring protection system from tne stirt, 5 in the process
of raising the E1C00 maintendance fund, and has built litrines in
almost every homestead in the irea,

Near this reqgion, the contrast 1s striking. akhosini 15 an area
of over 600 homesteads «hich was the site of 3 macro system with 7
different water systems.  Built solely by contractors for the
UN/WHO in 1981, the system is now functioning it less than 60%. [t
is a near-classic example of the effects of the lack of comunity
participation on system maintenance. The chief and andvuna were
not involved in the planning, the community was not organigzed or
instrected in the use of the systems, and was not told ot «hat 1ts
future responsibivities in maintaining the system would be.  As g
result, the systems have been vandalized, the C00 for the K&SB s
striving to unto the damage <done by the community's Tack of taith
in the broken system,  and to devise o way to rally tre community
around 1gain to support foture projects.

As one actute health gosictant Stated "y community st o cafer g

bit to feel the system 4 reaily thears.™ That "suftering” - in
the form of community mabilization and involvement in the system's
planning and construction, - i5 of prime importance if the system

fs to be wmaintained and used.

Sea Sectisn 4.5 for further comnents on comnunity particpation
strateqies

The o5ue of Tranaportation
Conclusiony

That probiems with transportation have affected nearly every phase
of the project, including: ‘


http:probi.ms

school visits of the BCU

community development efforts of the RWSB and MOH

regional efforts of the Health Education Centre

delivery of naterials for latrine construction to motivated

communiities

° technical design and inspestion activities of the RWSB
clerk of works and inspector of works

° the regional activities of the senior health assistants

and the health inspectors

© o o ©

That the system of CTA repair and maintenance is the prime reason
for vehicle unavailability.

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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APPENDIX A

TERMS OF REFERENCE FOKk FINAL EVALUATION

(Prepared by USAlD/Swazilana)

Background

This multidisciplirary health project adaresses the problen ot
high morbidity and mortalilty caused by diseases relateag to
water and sanitatlon 1n Swazlland by strengthening ana
expanding the delivery ot preventive health services. The
project proviages technical assistance 1n health ecucatiorn,
sanitation, public health engineering, epldaemnlcloyy, ana
soclal sclences:; participant and In-gerlVice “ralhlng:
construction and equlpping ot health c¢ducation anda billharzia
(schistosomiasls) laboratory tacilitiles; and limited support
tor construction ot latrines ana proaduction ¢t health
egucation materials.

The scope ot the project has recently been expandec to 1ncluue
sectoral planning ana construction ot water supplles 1n rural
areas. Major ettorts have been nade Lo achleve CoCr .ihatlon
ct prcject conponents ana unlts and minlostrledl Gperatlng 1in
the scctor. The hcadeny tor kaucational Levelopment (ALLG,
wlith a sub-contract tc the

American Put.lic Health Assccrlaticn (Arba), hao Decli CoLllaCled
to proviae lonc-tern expettise 1n all conpoenent atean.  Ghe
project has alse drawn heavildy ol short-terin consultant
Sservices obtalnea through the hater and tanltation “or health
(WaLh) project. A nmild-prtoject evaluatilon was conaucted
between 30 Ccotober ana 16 hovenber 1983,

vriginal Leope ot hork

P A

The enu-otl=-ltuject evaluation will be conguctea 1n-country

aul lng tne peried Augult 4 Lo dugust Je, 1986 by an evaluatilon
Leal Coni1:tine. ol o public health enclheel, o fanltatlab, olia
ali experl 1L coriunlly geveloprent provigea by the contrector,

i
L

as well a0 lwarl enganeer. ihe evaluatlon tean will
1

ccoralinalte 1t Wworh thiough the ULAIL/0wantiang Fealohial
hoaltty/iopuiatyon Lhoevelopnant Cttroer,

The tean will conduct r1aterviews w1th the project
chilet—-ot-party anag ottarcials ol the Miniotry ot Health (L),
Fural Water Dupply boara (KGO B), ang other agencien aln
Feulted; Will revicw project tepotty, fehatatiia, wotkhiplians
atid Glher roelevant cateriala: anag will oarn s e lecteg el
visaito.  She evaluation tear wall o cave up U tao s kang dayl
In the barhinat oy Do, virea o review (o e b saenty,
avallabde oAbl b bii b e Pt e s b teale v aa t
Ablo/s e 0bto). Lt the conte st ol the poaejec b gy
evaluation 'van wi bl aroe proare o sanee UThe st o et
cvaluation o meeting the ftollowing cvere ) oo ect ol joet ives

e, Uhie

andg output e

"o ‘



1, Strengthening health education emphasls ana community
particilpation 1n water ang sanltatilcn projects at the
comnunity level,

2. Strengthenling hanagenent an the MCH health 1nspectorate.
3. Strengthenlne the FWSE bublilc Health Enganeering Unit and
1ts linkagesn witn the MOh, 1ncluuling both asclgnment ot

counterpatts ane countetjart tralnling.

4. Involving the Tub.lio Heasltn Engineer 1n the developrent
Aang review ! ncw walel L1G ecto.

5. Surveyling billhareic 1o the ncrthern lowvela, anc
developing ana inplenentlng o bLllharzila control strategy.

6. lTraining statt ol the Fllharzia Control Unat.

7. Strengthening the eftectlve utilization ot eplaekilologlc
data.

&. Evaluating target behavior changes.

9. Planning tor dev: lo, tent ol the water supply anc

sanitatlon sectot 1n Stasllang,
1. Constructing Skhadl rural water systems.,

11, Strengthening cootdliatllch anrcng Lnlts and preglans
1nvelveu 1n the watetl and sanltation sector,

The evaluatlon tean will alse be exjected to review the
overall jproect scope and atsens the appropt lateness ot
approache:n noeo 16 1t irplerentation,  Attention shoulu also
e Glven to tha ernlenl onG holtute Of ruppert o proviiooes by
AllL/Vanhlngton oty Vohii /i mas b lateg, Thie evaluatlion report
SHOoLLl 1 gl tar gt Looedn Lo o achileve overall douals ot the
oot ang ol th coovet it ol twaaslang (oG] through
gevelupi et o bl water g pdy gt tanltatlon sector,  The
Qrel U evaluation rte ot swadd te corploeled ansd Loubr btted Le
GEATL /7 Dwars i b i Tater thian Anoust 1y, rae, Ly inli/
Swastlonag e tre 0wl o proviae corpentn oon the gt alt
Pepror UL the o vaialt 1o teal e Fater tUhan Augues P PR BT DY O
Choteraan a0 D wasibanag tor up to
OHe gt ol o meern U o b tate any nevennaly changet Lo
the aralt repoat el te s et o linal tejport acceptable Lo

CoATL/ D wartlang praor Lo depat tapa,

i

Phe e adonalvon tear G el v

A-2



SWAZILAND RURAL WATER BORNE DISEASE CONTROL PROJECT
FINAL EVALUATION REPORT

Prepared by the Pragma Corporation
for the USAID Mission to the Kingdom of Swaziland

APPENDIX &
PRINCIPAL DOCUMENTS REVIEWED



APPENDIX B
PRINCIPAL DOCUMENTS REVIEWED

Alt David R., Personnel Management Advisor, GOS, "Comments on 'Curriculum
For the Certificate in Znvironmental Health for Health Assistants
(Two Year Programme)' by o.B. Sibiya F.R.S.H., WHO short-term
consultant, Health Assistants Curriculum August 1985," Memo to
Health Planner/MOH, dated September 30, 1985,

Chaine Jean-Paul a) Report on Epidemiological Activities of the Project,
"Swaziland RWBDCP 1981-1985, Fmerican Public Health Association
(no date).
b) "Prevalence of Intestinal Parasites in Kingdom of Swaziland,"
Swaziland RWBDCP 1984-85.
¢) "Schistosomiasis Prevalence and Control in Kingdom of
Swaziland," Swaziland RWBDCP, 1984.

DeBose Charles, (USAID Swaziland) 13 July 1984 "Memorindum on Status of
HeaTth Education and Mass Media Suppnit 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
n Kingdom of Swaziland," Swaziland RWBDCP, American Public Health
Association, 1984.

Government of Swaziland, Fourth National Development Plan, 1983-85.

Green, Edward C., a) Traditional Leadership, Community Participation, and
Deveiopment Education: Results and Implications of Two Surveys in
swaziland." April 27, 1984,

b) "Knowledge, Attitudes, and Practices Survey of Water a:ic
Sanitation in Swaziland" Sept. 1982

c¢) *"Community Mobilization for Health and Development in
Swaziland." Sept. 1983.

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 tie Rural
Water Borne Disease Control Project", Jan. 1985,

Institute for Research Development/Westinghouse, “"Cxternal Evaluation of
Combatting of ChiTdhood Communicable Disease (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 in Swaziland," January 1386.

Mtetwa L.L., Senior Health Inspector, MOH. "Re: Comments on the 'Proposed
Turriculum 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
HeaTth 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 PROJECTS AFFECTING THE RWBDC PROJECT

Reference Mamo of 4 August 1986 o . .
Mary Pat Selvaggio to Dr. Qhing Qhing Dlamini, Medical Officer, PHU

Combatting Childhoo1d Communicable_Diseéses Projact (CCCD):
Training provided to health providers in tne areas of CDD, EPI,
and malaria. Commodity support to clinics in form of cold
chain equipment and drugs/supplies for tliree interventions
listed apove. Funding and support for community healtn
education through Health Education Unit, health providers, and

mass media channels.

Primary 4esalth Care Proiect: Although this project has not yet
started, its proposed activities include training health
providers in the areas of pre— and past-natal care, EPI,
nutrition, ORT, and treatmant af infactious/parasitic

diseases. Limited cummedity asupport to clinics (e.g.
laboratory and communications equipment) is planned. Technical
assistance to clinics in operational management, and
strengthening of health education is planned over the next five
years.

BEST AVAILAR) & Oy

Devalooment Zommunications Prciect: Through technical
assistance to Swaziland Broadcasting Systenm (SB5),
strengthening of development radioc broadcasts directad at the
community. Content of radio massages has focused on health
interventions appropriate for the home and community,
agricultural information, education programming for the

schools, etc.

Swaziland Manoower Davelopbment Project: Community leadership
. Javaloomant worksnops provided to chiefs, tindvuna, and women's
ordanizations in the areas of:
a) leadership developwment, (a.a. jroup formation,
managenant, racord keeping, and civil registration),

b) environmental consaervation,
c) income generating activiti=a (e.qg. handicrafts),

dj methods of food handling and storage.
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APPENDIX C (continued)

OTHER U.S. GOVERNMENT PUNDED AZTIVITIES

Paace Coross Small Prodact Assistance Funds: USAID provides the
Paace Corps with small grants to opromote community leval
developmant., These funds are availaple to Pcace Cofps
Volunteers in pursuit of community level projects (e.3.
construction of waters systams; health education activities,
agricultural oroduction imorovema2nts, etec.) througia the
Volunteers' guidance and supervision.

The Ambassador's Self-Help Fund: The US Embassy has a limited
amount of funds avallabkle each year to communities for
community level development. These funds are availanle for
construction of community facilities, imorovemant in community
Bervices or other related activities. 1In the past, these funds
have been successfully used for construction of water systems,
for building of clinics and schools and related activities.

OTHEZR USAID FUNDED ACTIVITIES

Pamily Life Association: Assistance to FLAS in its efforta to
provide family life services to individuals and communities in
the Kingdom. FPuture technical support is anticipated.

Salvation Army: Through a grant to Salvation Army, 50% of
start-up coats provided for the construction of a clinic at
Msunduza, a peri-urban area of Mbabane.

Private Voluntary Ocr7anizations (PVD): USAID is currently
conducting a survey of PVO activities in Swaziland to determine
poasible future support. PVO activities which will be most
closely examined include agricultural organizations providing
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
eanterprises.

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
[saac 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



Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Monday

Saturday
Wednesday

Thursday

Aug

Aug

Aug

Aug

Aug

Aug

Aug

Aug
Aug

Aug

10

N

12

13

14

15

18

16-

21

Meeting with Dr. A.W. Hoadley
Meeting with Rajan Soni of Emanti Esive
Swazi Inn, Mbabane

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

Site visits: Duze
Siphofaneni
Siteki
Mphundle
Entjonjeni
Lubombo Region

Site visits: Piggs Peak
Mphofu
Mhlangatane
Sigqumeni
Hhohho Region

Site visits: Lobamba
Embeke Iweni
Madvulini
Manzini and Shiselweni Regions

Meeting with PVO consultants: Sean Bradley and
John Benson

Site visits: Makhosini
Mbukwane
Ho 1neck
Shiselweni Region

Meeting with PVO consultants: Sean Bradley and
John Benson

Site visits: Motshane
Ntonjeni
Hhohho Region
Draft Preparation

Preliminary Draft; Briefing with USAID
Briefing with GOS



Thursday
Monday

Monday

Tuesday

Tuesday
Monday

Tuesday

Aug 21-
Aug 25

Aug 25

Aug 26

Aug 26-
Sept 1

Sept 2

Draft Revision

Final Review Meeting, with USAID
Debriefing with RWSB's Design Engineer
Debriefing with MOH's Principal Secretary

Debriefing with MONR's Under Secretary
Debriefing with Health Education Centre
Debriefing with USAID's Director and Staff
Departure cf Ashelman and Curtis

Final Report preparation by Team Leader

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 health 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 in Swaziland

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 Deveiopment/Swaziland

Mr. R. Huesmann, Mission Diractor, 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. Mbabare

Mr. A.C. Foose, Regional Population Development Officer and

Acting Regional Health Development Off1unr, 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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Alan
Reed

GOS

2.2

Rec 7
Rec 748
Rec 6

Concl. 2

Concl. 3

Rec 4

APPENDIX F

SUMMARY OF COMMENTS EXPRESSED DURING REVIEW MEETING
WITH USAID AND GOS - 21 AUJGUST 1986

Memo to MP counted - lowveld sites

Think that is enough?

Head of Unit should be in charge of evaluation

Rec 3 - Reword. Take 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.

Change two to one, also in last section.
What makes some Realth assistants effective? [n Sect. 5.7
Prioritize persornel needs in TA.

Need evaluation alone and not others.

Interviewers - add + establish + check with AID on what can be
sdaid.

Rec 11 - Need officer for communications officer to handle radio
Mention difficulties in regicnal 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?

Examine proposed HA program done by Lesotho advisor + see how it
affects Rec. 7.

Any ideas for how curricula can be strengthened?

(Lynn) Question on increasing number of health assistants
administrative feasibility probiems that might arise in manage-
ment, budget, feasibility, and stuervision in MOH if those HAs
were increased.

Justify the need for these additional HAs

(Alan Reed) Why wasn't the existing HA plan implemented.
Tuestion of comparing number of HAs to be assessed in Plan (20
over 4 years) to the report recommendation (15 graduates/year
starting with 2nd year).

Concerning transport - don't blame MOH for general transport
problems that exist in all ministries.

Lack too strong a word.
Perhaps combine 2 and 3
Note distinction between trained and untrained HAs

Look at sectoral plan regarding training of Deputy + Regional
Health Inspectors.
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2.3

3.0

Rec 2

Rec 3

Rec 1

4.0

Rec 2
Rec 5

5.0
5.1.1

5.5

Recommend that 2 No. KAP study be included in the Proposed
Extension.

Epidemiology

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.

Dr. Thuku suggests that this be "Director of Preventive Services"

Where should the epidemiologist be based? Who should supervise
him?

Scratch out "Canadians"
How would epid that we are proposing fit in with CCCD Epid?

Suggestion that TSG and NAG look at issues rather than forming
a new group, or that a site consultant be used.

Specify the type of water projects referred to.

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.

Bill reports Entandweni is now 85 percent complete.

Second minor reservdtion should be reworded;
Word "lack" is too strong
For "insufficient emphasis on h.e.",
indicate instead "insufficient result"
of no.e.
Behavioral issue
[ssue of variable effectiveness of HAs
on maintenance costs, mention situation that government
normally pays for trem, now.

Add information from Carlos Crowe on pilot O & M cost project at
Embeke Iweni.

check with Isaac on whether this pilot project involves just
operating costs or both 0&4/ 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.

USAID - There were a lot of questions concerning the assumptions
used to determine RWSB's capacities and commitments.

In the GOS session, the design enqineer of RWSB took issue with
some of them.

There was no final consensus on the issue.
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5.8

Look at the specific types of systems involved in chart and how
that jmpacts the cost and capacity of RWSB to do the work.

GOS meeting: Economic planning may not want to deal with NGOs
Government may not want to manage fund spent by
NGOs.

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 Heaith 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, Tectnical Assistant to Public Health Engineer and
Rural Water-Borne Disease Control Project Team Leader

USAID/Swaziland Evaluation Team
Allan Reed 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
after the WHO consultant leaves and before the Swazi Director has completed
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 engincer'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 Froject
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 senijor health assistants, one in each district, will work closely with
the sanitarian in the selection of designs. The senior health assistants will
be trained in the siting and construction of the various options which will
range in price form E11 to E17 in 1979 prices (E1 =$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 tne 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.

G-1



SWAZILAND RURAL WATER BORNE DISEASE CONTROL PROJECT
FINAL EVALUATION REPORT

Prepared by the Pragma Corporation
for the USAID Mission to the Kingdom of Swaziland

APPENDIX H
EXECUTIVE SUMMARY OF MID-TERM EVALUATION REPORT



APPENDIX H
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 healtn 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 engincering positicn, but the
position was established in the Rural Water Supply Board within the Ministry
of Works, Power and 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 had never been a
public health engineering positiocn in government service prior to the
project. Public health engineeriig output has included health impact
evaluations for a major dam project and for irrigation and water supply
projects. Water quality gquidelines and water-system design criteria 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 (BCU) laboratory facilities. In-
service training has also imzroved 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 strateqgy. 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 surveiilance 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
for the creation of a central office program manager to assist the director
of the Health Inspectorate, an example of wunplanned institutional
development. There is an emphasis in the project of training the field
agents, the health assistants, in communications and community mobilization
skills.

The heaith 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 in relation 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 tc 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 hamesteads with radios. Training of extension agents ‘rom several
ministries is planned to make them aware of and 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 tecknical 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
groject 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 ccountry.

Sanitation - evaluate the pit-latrine program; extend the program
into peri-urban squatter areas; support the establishment of the
needed manaqgement position in the Health Inspectorate.

Health Education - establish the Health Education Unit staff

positions; integrate the Rural Water Borne Disease 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 in Swaziland, 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
communication and education methods.

METHODS
To accomplish the above objectives certain actions mus* be taken.

Step 1. Determine the needs for health educaiion programmes

Health problems and conditions vary from one geographic community to
another. In order to be responsive to the needs of rura? 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
conditions.

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 Sebenta, Rural Water Supply, FLAS, Red Cross and churches.

(d) Make field visits to selected ccumunities in the high, middle and
low velds to discuss with chiefs, other traditional leaders,
women's groups and health committees what their health needs 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 resources that are available to the HEU.

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 mories available for
staff, travel, printing, supplies, equipment, etc.

(b) Inventory and evaluate the status of existing educational
materials and audio-visual equipment in the HEU.

(c) ldentify from other health project budgets and health programme
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, that promote the MOH objectives and
priorities and that promote community 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 PLAN

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 pricrities 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 is essential
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 and considering the resources
available to the HEU, formlate a Work Plan for 1985.

(d) Review the Health Education 5 Year Plan and modify it in view of
the needs assessment, priorities and programme obje-tives.

Step 4. Allocate resources and staff responsibilities to implement 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 programnes.

In order to assess the benefits and results of the programmes on the
target population groups it will be necessary to develop a plan to
systematically evaluate health education programmes. Evaluating health
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 wused 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 by 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
community gqroups to evaluate the results of radio programmes or
communith health education programmes that aim to change health
behaviours.

Step 6. Coordinate the health educaticn and training activities of all units
and projects within the MOH and heaTlth reTated programmes in other
ministries and non-qgovernmental organisations.

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
as the coordinating body and by holding periodic intersectoral meetings.

The Director of the HEU should also be included where decisions are

made regarding health programmes and projects that involve health education
activities and resources.
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APPPENDIX

J

JOB DESCRIFTION JOB ¥0. 048-A

SENIOR HEALTH iNSPECTOR (GRADE 18:

APPROVED
IONNEL MANAGLAENT COMMITTEL

Q?UILL<A£:

CHAIRMAN

MINISTRY CF HEALTH

fﬁ/éi/jdf (Drafted November 1985)

SATE

QENERAL UESUNIPTION OF DUTIES:

Develops and oversees the

1splementation of all MOH wate:,

environaental health progranms,

sanitation, anad otnes

and li1a1s8e3 with other ministries

and organizatioas whose activities affect water and ssnitation

programs.

SUPERVISORY AND COLLABORATIVE RELATIONSHIPS:

l.

Works clcsely with agencies

Reports directl, to the Director of Health Servioces

Supervises a Depuly Senior Heamlth Insgector and & Health

[nospector - Public Heslth Engineering.

involved 1n cummamaxy

development.

EXAMPLES OF PRINCIPAL DUTIES:

L.

thae

Reviews and znalyzez aonthly sanitation and saler reports
submilizd by the Regilonal Health Tanspectoratre Loiix threugh

Depiity Senior Health Inspector.

Makes periodic fieid visits to the Regions, mpnd mitends
periodicaily the Regions monthly ameectings of the denlth

[nepectorate Unat.

Providee technical support to Regional Hemlth Management
Teams 10 the planning and budgeting for prograames in
environsental health and sanit:-tion: aitenos & mipmimum of

one geeting per year of each of the four WHMTas.

Advises the Liquor Licensing Board oo Haalld metiers.

Job Mo. 048-4 Cogi. -2-

5. 5Serves oa a wmember of the Celebrations Committee.

6. WMoets persodically with officials in Education, Labour,
Bural Development Arens, Community Development Board and

other agencies in order to establish or strengthen
collaborative links with units.

7. Meets with the Directecr of Health services routinely to

discuss problems and progress of the Health [nspectorate

regard to-aater and canitation programmes and other

environmentally related activities.

8. Coapilea unnuml report of the activities of the Health

Irspectorate Unit.

9. Chairs the quarterly meetings of the Health I[nspectors at

the Central Headquarters.

10. Performe other related duties as required by the Directod

of Health Services.
10. Enforces the Public Health AL and Health Regulations.

il. Perfcrass other duties as neceasary.

QUALIFICATIONS:

Bachelor’'s degr=e 1n Environomental Health (preferable Master’y
degree) und 5 years experience after the degree or equivalent
training emd experience,

e.g. health inspector diploma and se

years exper*ence a alnloum of two of which must have been aa |

Deputy Senior Health laspector, Regional Health Iaspector,

Health Iucspector-Public Health Engineering, Health Inspector
charge of Maiari1a Control,

or Health Inspector in charge of

Birlharzia Control.

BEST AVAILABLE COPY



JOB _DESCRIPTION JOB_NO. 048-8

DEDLSY SENIOR HEALTH INSPECTOR (GRADE )s

T

Lo, A
[ SRV
CHAIMMAR cart

AFPRCYED
NNIL MAMAGEMENT COMMITTIL

MINISTRY OF HEALTH

/:?3”[56‘ (Drafted Novesber 1983)

¢l

TTihis tiile does not exist on the present GOS Establishment
Regrster but has been prcposed 1n the revized Schewe of Service

for Health Inspectors.)

GENERAL CESCRIPTION OF DJUTIES: Assists the Seotor Health

Inspector in itmplesenting MOH water, saoitatios, and other

environmental heal*h prograas:

SUPERVISORY AND COLLABORATIVE RELATIONSHIPS:

1. Reports direct!y to the Senior Healt' Inmnspector.

2. Supervises Regiapal Health Inspectoacs.
Works closely with the Public Healtbh Unit, Mmslaris and
gdtlharzi1a Control ltnits, Tuberculosis Centre, and town
councii health i1nspectorates tv ensure & well coordinated

approach to coaaunity health services.

EXAMPLES OF PRINCIPAL DUTIZS:

1. Attends monthiy regional health i1nspectorate m-~etings on a
cotational basis, serving as liaisoco between the central

office and the regional offices.

2. Recelves, reviews, and monitors the monthkly regionsl health
ipspectorate renorts and provides feedback to the Regional

Zeelth Inspectors.

3. Provides technical support to Regirooml Health Management

Teans 1n planning and budgeting for snsviroomentzl health

Job No. 048-B -2~

programmes; attends a minimums of ocone wmeeting per year of

each RHMT.

q. Supervises the purchase of materials and supplies, e.g-
construction materials for latrine cosamtruction and spriu
protection, 1nsecticides, spray cans and spare parta, toco
praotective clothing, and meat inspection knives for field
staff. maintains an adequate inventory of thece materials

and organizes the 1ssue ard delivery of the matericls.

S. Provides technical and logistical support for field staft?

6. Conducts snnual performwance evaluation of Hegional Health

Inspectors under his supervisioa.

7. Assists the Senior Health Inspector in the preparation of

the annual report.

B. Assumes the duties of the Senior Hemlth Inspector in that

officers absence.

9. Performs other duties as necessary

QUALIFICATIONS:

Bachelor's degree 1n Environmental Health and two yesrs
experience aft=c the degree or equivalent training and
experience, c.§. three year Health Inspector diploms, prefera
supplenented by a diploma for meat and food inspection, speci
training 1n plenning and manageaent, epidemiology, and

entoaoclogy snd five years work expsrience.

BEST AVAILABLE COPY
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Jod No. 049-D Cont. -2-
JO8 DSSCRIPTION JOB NO. 049-D

5. Prowides lisison between the MOH Health Education Unit au
HEALTY JINSPECTOR-FUBLIC HEALTH ENGINEERING (GRADE )
APPROVED the Rural Water Supply Eoard to meet the health education

SONAEL MANAGEMENT COMMITTEL MIMISTRY OF HEALTH needs of rural water and other water rescurcaes developmes

pPrograxs.

A BT {Brafted October 1985
A : e 6. Providea liaison between the MOH Health Inspectorate mnd-
CHMatAvan oarg . . -

TNITAL C:SCHRIPTICN OF DUTIES- Serves as liaison between the Rurzk Water Supply Boerd to achieve integration of

Ministry of Heaith and the Rural water Supply Buard (RWSB); sanitatiox and water resources development activities.

assi1sts tne Public Health Engineer 1n zgesting health objectives;

and provides Ministry of Health inputs into water supply. 7. Assisty n planoisg and cxecuting impact studies mad

sanitation, and cther water resource developnment programs. evalaations to meet GOS noeds and to satisfy terms of loa

SUPERVISOSY aN) COLLABORATIVE RELATIONSHIPS: 8. Assists ig tBe mwintenance of un inventory of water

supplies.
1. Reports directly to the Senior Health [nspector, MOH.
t 9. Advisxs co and approves conceptual designs for springs
morns closely w~ith the Public Health Engineer, Rural Water developed by the health inspectorate.
Supply Board, spending at least three days per weelk in his
office carrying out specific dutires. Works closely with the 10. Inspects MOK spring projects upon completion.
Health Education Unit 1n preparing m:ssages related to water
usage. 11. Provides techoical support to Regional Heai'h Management
Teams in planning and budgeting for water zupply progran.
EXAMPLES OF PRINCIPAL DUTIES: in thear regioos; sttends a miniaum of one meoting per y.
of each of the four RHMTa.

1. Ensures that nealth policies, guidelines and regulations
relating to water supply and sanitation are followed in the 12. Perfarms other dauties ac necessary.
pisan:ing, <¢esi1gn, and 1apleaentation of water supply,

sanitaticn, and water rescurces developaent projects. QUALIFICATIONS:

Bachelcor’s degree in eavironmental health and two years

[8)

Inspects rurzsl water supplias and monitors any required experience or zquivaleat, e.g. three year Health Inspector

|
|
fellow up actiors. - Diplore plus = two year diploma in public health en(ineorln(l

three yswrw expericace as s health inspector.
3. Monitors water guality and ensures that required follow up

action i1s taken.

4. Jdralfts and revises guidelines and regulations relating to

health aspects of water, sanitation and other prograsmwaes to BEST AVAILABLE COPY

enosure compliance with Ministry of Health requirements.




JOB JSESCRIPTION JOB _NO. 049-§ Joh Nm. 043-E Coat. -2 -

BEGIJONAL HEALTH INSPECTOR (GRADE )# EXAMPLES OF PRINCIPAL DUTIES:

APPPOVED . - _
FACHREL. MANACIMINT COMMITTIL MINISTRY OF HEALTH l. Develops the aounual work plan for the Esgiam ia csoparat
with other wembers of the Regional Fealtik Hanageeeat Tex

(Drafted November 1985)
cn“;;.;— -‘nar: 2. Attends .regular Regional Health Manugemant Team msetiogs
\%ia13 titile docesn't exi1st in the present GOS Establishment Joiat problea solving asd for scheduliog weekly and moa:
Register but has been proposed 1n the revised Scheme of Service work acrtivities.

for Health Inspectors.)
3. Assiats with development of iotegrated primary health <a

GENERAL DESCRIPTION OF DUTIES: Provides general supervision of services for the regiom.

3il water and sanitation and other environzental health

activities within the districu. with the other meabers of the 4. Assists with the evaluation of progranmams axd services.

fegiozal Health Mansgeazaent Tesa, 13 responsible for planning,
sonitoring and supervising the health related matters of the 5. [deatifies training needs within the iom: p idd
. regioa, for both governaent and non-governaent health services. . inservice continuing education traiming; sesists with }
t Prozsctes egquitable distribution of preventive and curative traizing c¢f rural health motivetora. 1
services o the pupulation snd cezamunities. Does other related |
work as reguired. 6. Attends Regional Health Advisory Coumcil axetings as -a

technical advisor; encaurages the develspoewt of communit

SUPERVISTAY AND COLLA3ORATIVE RELATIONSHIPS: health advisory coamittees amd P id technicsal

asststance.
1. Receives technical supervision froa the MOH Senior Health
Inspector and other MOH specialists. Receives general 7 With the other Teas ecs assists witk sach onpel
M -'e.b . pers

recticn f t Health Mana r T R . . . . N
d1 t roa the Regxoyal eaith gement Tean on acticos as recruitment, disciplinary actiom end performan

g services d operations within the Regional .
precgraaae v an P g evaiuation.

3ervice area.

8. Develops arpnusl budget requests in cocoperstion with other

2. Provides general superviaion to other health inspectorate
tensm meobers.

activities within the region and technical assistance to

other health workers such as =medical ‘doctors and nurses.
9. Advises the Sentor Health Inmpector (throagh Depaty Senio

flealth Inapector) and the MQR Communicable Rizemae Cantro

Works closely with other members of the Regional Health . ]

Unit on the overall envircnmwental heelth asd sanitation
Marageaent Tesa on planning snd managing the work of the

needs of the region.

regian. Collabcrates with all sectors on enviroraental

health prograanes. i !

GEST AVAILABLE COPY T TN



JUD UEdLARIFriiuUN JUDB NMU. U4qGY—A

HEALTE INSPECTOR (GRADE 14\16)

APPACYID

x 14 ¢4
AL BARAGCMCAT COBMTTL MINISTRY OF HEALTH

Vi Loy 15/</0 (Drafted October 1985)
Chemoms am garc L~

——

others 1a providiag environzental healthisanitation and

cozxaalicahle disease control services in a sub-area of a region.

SCTPERIVISORY AND COULCLABOSATIVE RELATIONSHIPS:

1. Heports directly to the Regional Health Inspectar

2. Supervises ‘ienior Health Assistants and Health Assistants.

Workas closely with Clinic Nurses, Public Health Nurses and

- Hural Bealth Motivators in his area. Cooperates with other

government workers e.g. Coamunity Development Officers,

Agriculture Extension Officers.

EXAMPLES OF PRINCIPAL DUTIES:

L. Providea routine supervision of Senior Health Ass:istants
uader his\her jurisdiction and Jjointly Health Assiatants

rtaciudiag routine visits to project sites.

2. Assures that zonthly reports froam Health Assistants are

correct before submission to Regional Health Inspector.

3. Carries out routine 1nspections of food handling and
aoo-food handling establishaents, e.g. bakeries, bakery

trucks, dairies, industrial preailses,-stores, restaurants.

4. Conducts meat 1nspections at ebattoirs and rural slaughter
poles as requirew, 8and submits copies of inspection report

to Regional Health Inspector.

A ————————
G 1ZRAL JESCRIP.CICN OF JQUTIES: Provides directly or supervicses

Job

~}

10.

1.

13.

19.

15.

16.

No. 04S-A Cont. -2-

Carries out emergeacy coarmucicable discesse coatrol

activities as directed by Regional-fienith Inspector. Th
would ioclude contact tracicg, herlth wmducatiam sessions
with public, conveyance of water samples mvd foecal swek

appropriate lab facilities, and buriaim.

Carries ocut rcutine inspections of vresidestial aad

institutional housiog.

Carries out destruction of condemned food stuffs and

carcasses.

Supervises coxxunicable disesse countrwel extivitims zw ha

area.

Assurea that ordering and distribution of comstructies a.

other materials occur smoathly.

Approves building plans and submits his reviewa to the

Regional HRealth Inspector.

Carries out health educatiom at schoola, esimies, asd otl

tastitutions.

Convenes weekly area meetings for Senior Bealt] fssistani

and Health Ass:istants. .
Attends monthly Begional Health Inspectoraste xestings.
Participates in training of Rural Health Motivmtors.
Attends community meetiogs as pecessary.

Monitors refuse disposal and advises on how to rumsedy

nuisance situations caused by i1mproper refuse drapaosal.

BEST AVAILABLE COPY
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Job No. D49-A Cont. -3-

17. Enforces regulatioms under the Public Health dct and sss

in the prosecution of defaulters.

18. Participates in weekly work planning meetings with the »
of health facilities and other coammunity development wor
in his/her working area.

19. Provides toilets daoring state cazlebrations.

20. Assumes duties of Regional Health Inspector in that

officer’'s absence.

21. Performs other duties as necessary.

QUALIFICATIONS:

"0 Levels, three year Health Inspector diploma, and a

government driving authority.

STAVAILABLE COPY




JCB DESCRIPTION JOB _w0. 050-4

SENIOR HEALTH ASSISTANT (GRADE 12)

CTRISANTIL MANASIMENT COMMITTL:

APPROVED
MINiSTRY OF HEALTH

/ . svv 7.yl (Drafted November 1985)
(SRR ) REN .
’ C~a Amay [oF B8 4
TN St. SSSURIrTINN CF JUTIES JDirects the activitaies of Heanlth

A

[uliey

sistants in providing environmental healthi\sanitataon,

asunicadle Jisease coatrol, and first ai1d services.

SLFERVISTHY AN COLULABORATIVE RELATIONSHIFS:

1. Herorts directly to the Health [nspector for the area.

2. Supervises Health Assistants.
worxs clcsely as a meadber ¢f a health team with clinic and
pudiic health nursing staff. Coordinates with Rural Water
Suppliy 3oard staff on water projects.

TXAMPLES OF PSINCIPAL DUTIES:

i. Supervises anae controis ordering and distributiwe of
construction materials for spring protections wad latrines,
tcois. and cheatcsis for control of vectors and pests, and
3a:ntains accurate stores records within the damtrict.

2 Submi1ts a wrillen az;onthly susmary of stores records to
deaith {nspectcr.

3. Supervises 4.1 worx of Health Assistants es described in the
J3d Jdescriptica for Health Assistants through ecekly field
vis.Is °on & rotational basis.

3.

Collects revenue far construction wateriels usecd 1n toilet

cnstruction .ceaent, reinforcement, screening, and vent

N

pipes).

Job No. 350-A Cont. -2-

5. Attemds weekly acrea Health Inspectorate meetings to set

weekly wofk plans and discuss general problems.

6. Attends amonthly meetings with Health Assistants snd Bora
Health Motivators.

~I

Attends coazunity meetings as required by Health Inspect

8. Participates as a member of the health team with clinic

nurses and other health personnel.

9. Performs other dutien as assigned by Health Inspector,
includiag those related to the duties included 1n the Joli

description for Health Assistants.

QUALIFICATIONS

Junior Certificate

Health Assistant Certificate

Five years experieoce as a Health Assistant

Governaent Drivicg Authority

ST AAN ARLE COPY
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Jod

[
(8]

13.

14.

15.

i7.

¥o. C339-3 Cont. -3 -

Coliaborates with the Regiooal Developsent Committee,
Tiakhundla, other organizstions, sgencies and community

leaders 18 the deselopment of primary health care services.
a1th the Putlic Health Nurse, Heamlth Educator and the Senmior
Medicai Officer, establishea communicable disesse control

messures for the region.

Me

i ]

t

regularly wi1ta other health 1nspectors, assistants,

ir

anc ather workers for »laaning, supervision and mansyement
of enrvironm=ntal health activities {i1ncluding those related

to sa.iarta, schistosoaiasis, and tuberculosis control).

Carrieas ocut an active malaria control prograzme which may
iaciude case Jetection, prophylactic tresisent, spreying and
treatmsen: of moajuito breeding sites, and surveirllance

activilies.

Carries sut =n active Heslth Edncmtion prograsme for the

contral of Siiharzia.

inspects periodically facteries, 1nstitut.ons, and
agricultural estates i1n conjunction with Ladbor\factory
1n9pec2or. <arries out rcutiaoe 1nspections of food handling

estibliisnaents, 3dattoirs, and butcheries.

Coorczicates, supervises, ad prowides technical assistance
an envirormental hYealth and sanitation practise to other
heeith units and health workers within the region; promotes
and motivates ccamunities to adopt sound water and

sanitaticon practises.

Reviews >lans for all new buildings, water supplies and
waste treatment faciiities to essaore protection of health;

inspects apd aocnitors existing weter supplies and trestment

Job Mo. 049-8 Cont. -4 -

facilities, 1ncluding those for schools, clinics snd sm:

seter l'li;ll.

18. Provides tzchnical assistance at meetings of Town Board

Liquor Licensicg Board.

19. Prepares necessary records and reports to RHMT and MOd

Headquarters.

20. Supervises this Vaccum Tanker Services and other Hemlth

Inspectorate Vehicles i1n the region.

21. Carries out Vector control and other reiated duties mt 1t

Airgorts and border posts.

22. laplements Public Health Act and related scts axd applic
public health regulations.

23. Performs other duties as necessary.

QUALIFICATIONS:

Bachelor's degree 1n environmental health and 2 years exper:
or equivalent, e.g. diploma for & public heslth inspector,
preferably supplemented by a diploma for meat and food
itnspection a&nd five years experience as a health inspector,
supplemented by experience and trainiag in health planning

mapagement, epid-miology and entcamology.

BEST AVAILABLE COPY



208 DESCRiIPTION JOB NO. 051-4A

APPECYED
Mooy, SANACIwLNT

HEALTH ASSISTANT (GRADE 10)

SCwMITYLE

MIN{STRY OF HEALTH
) p 2 - o
L e~
ﬂvf“LLf_ (i ve iCrafted Noveaber 1955)
T Canmwax YT
IFENISAL TTSISIPTION OF TUTIES: Provides envaironmental
Neslthisarnitatica, cc=z.nicable disease con.rol, and first aid
.

services ar the cca=yunily level

SUFERYISCSY AND COLIASCSATIVE RELATICNSHIPS:

1. Aeports Jdirectly to a Senior Realth Asaistant cr in the
absence of an SEA to the Heslth Inspector 1n charge of the
area.

* Works as a me=zber of a3 health tesm with Public Health
Nurses, Schcol Eeaith Nurses, Cliaic staf,. and Ecral Healtid
Motivators. Cirpersates with Rural Water 3Supply Bosrd
techaicians 1 tne planning, construc”.on, and matntenance
of water supp.1ee =r latrinoes,

EXAMPIES OF PRINCIPAL OUTIES:

1. Assi3%3 1o the organisation of coamvnity health and
sacitaticn coz=mittees which will coordinate latrine
construction 1n0 the cocamunity.

2. Prosotes cozauntty understanding of environasntal disease
through discussicas with coz=unity leaders and health and
otbher apprcpriate coamitters, through health education at
citnics eand through cozaunity 3emings.

3. Advises cgao and assists with

the construction of sani‘ary pit

latrines 1a0 the co=zsunity. Liartses with RHMs, healt}! and

ether eppropcriate cozsittees routinely.

Job No.

4.

10.

11.

12.

US4 -

|
idvices mnd aspists ccxaenity in the cornstruciom of s-.l]

spring protections iz lisizow eith Rural Weter Supply lu{

In communities sbhers the EYSB wr othar agencies and

organicatiens cre iveedwed im providing community water !

sopplien, the Health fcwistant «ill provide health

education, promcte latripe construction, and assist in

orgenizing the commupities to participate ir. constructio:
snd in mmintenance of tke facilities after constrection.
Yirits vegalarly (twice weekly) schools tn the {mzediate
srea to promote and xssast 1w the constructior of pit
latrises =znd refuse pits asd provide health educatiocn

concerning use and bevefits.

Preperecs & monthly report of activities and submits repo:
to Senior Health Asststuat. #eport should include statua
water sad tunitation projects, material use and inventor)
4nformation, ipspectiom activities, snod meetings at schou

V4 wnd CQHEB .

Cxrrica ost extexsive henlth education on the prevention

control of malaria, diltixyria, and tuberculosis.

Aswixnts in the centrel of mosquitoes by applying chemical

to breeding and reatimg placesn.

4dvises on mosquito control through drsinage of breeding
places and other methods mmch as application of eil, cont
of vegetntion, and area samitatioa.

Does crommunity surv<illence of malsria by taking blood

sme3rs for laboratory exasinmstion.

Administers prophylactic drugs for the control of malari.

SUST AJAILABLE COPY
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3.

1.

(.1

9.

Yo. 051-4

Submits regular reports as required on mslaria control
activities to the Malaria Control Unit and the Senior Health

Asstistant.

Assiats the entomology tesm (ros the Malaria Control Unit in

the ni1ght collection of mosquitoes when requeated.

{denti1fies cases of urinary bilharzia using Hesastix and

refer cases to health centres for treatzent.

Centrols snails through appiication of chezicals and other

means such as providing drairage and control of vegetation.

Advises farzers and estates on bilharzia control.

Submits regular reports as required on bilharzia control
activities to the Bilharzia Control Unit aad Senior Health

Assi1atant.

Assists the school ascreening teaa froam the Bilharzia Control
Ta:t 1n gathering and examining stoll and urine speciaens

whea requested.

Refers suspected cases of tuberculosis to the nearest clinic

for examinattion.

Assistsiencourages tuberculosis patients to take treatment.

Traces tuberculosls treatzent defaulters reported to him by

the ciinic staff.

Looks for signs of other cozszunicable diseases such as
cholera, typhoid, dysentery, 3=3seles, and paratyphoid and
sdvises public henlth nurses and clinic nurses \n the area

whers suspected cases are found.

Jnb No. 051-A Cont. — -

24. Assists the public beslth asd clinic oursing staff in
organiz:ng-people in the wnauraity for izmuzizmtissn ok
required, e.g. la iostemsss of l.tqo' outbreands »of a dia

25. Provides basic first aid in the cormunjty.

26. Carries out health edancatzon em conirol eof wectors and
pests, e.g. flies. cockreaches, ded bugs. rodents, etc.

27. Does vector and pest controvl in the community and gover:
institutions using cChemtowic.

2B. Advises farsers, estates, - govreroment and gon-government
lnstitulions on coutxol of werters and rests.

-29. Subomits monthly reports on wrrter and pest control

activities to the Samior Tealtd gfaxmistant.

30. Maintains up-to-dute vecords =¥ mil activities wnd ipver
of all tools and muteyimia.

J1. Attends weekly area Geaith @ospertorate mcetiags to set
work-plans and discu=s Prahavmrs

32. Participate as a member oY “the Ytenlth team with cligic
nurses and otoer heslth permowsel.

33. Perforns other duties as WwOECERSAry.

QUALIFICATIONS:

Junier Certificate, Health Assistant Certificate.

SEST AVAILABLE COPRY
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APPENDIX K

PROPOSED CURRICULUM FOR HEALTH ASSISTANTS
BY WHO CONSULTANT, AUGUST 1985

PART I YEAR 1

—r —
— O WRNOO, P& WPrY —

Background to Public Health
Personal Hygiene

First Aid

Applied Calculations

Building Construction

Refuse Collection and disposal
Standards for Rural Housiny

0ffice Routine, Records and Returns
Vector Control, Insecticides and Spraying Equipment
Nutrition

Sociology (Community Health)

PART Il YEAR 2

OO~~~ S W) —
e o o o o e o o o

Primary Health Care and Health Fiucation
Elementar, Anatomy and Physiology
Microbiology and Parasitology
Communicable Diseases and their Control
Sanitation (Human Excreta Dispotal Systems)
Water Supplies

Food Hygiene and Food Premises

Bacterial Food Poisoning

Rodent Control

Occupation Health

Health and Vital Statistics

Health Legislation

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
the community on the other hand. After all these people can influence
decisions on some of the health matters in their communities.

1.

OO S LW —
« e o ®» © o » e =

—
—

—
o

OBJECTIVES:

To create an awareness and understanding of the Health Education aspect
of the community. this aspect should include patient are in a hospital
situation.

To formulate health education strategies for a given community,
prescribing aims, principles and methods.

To enable students to identify health education needs and oppcrtunities
in individuals, in homes, hospitals, Health Centres and in the
community.

To enable students to recognise the need for co-ordinated efforts of
all health workers to promote health education in schools, rural health
centres, hospitals and in the communities.

To enable the students to identify the need and concept of
intersectoral co-operation.

To enable the students to develop tne ability to plan, conduct and
follow-up a health education programme in any given situaticn be it in
a hospital, Rural Health Centre or in a community.

To recognise all aspects of o meaningful health education prograTme
appropriate to the situation.

HEALTH CDUCATION r.OURSE CONTENT PROPGSED BY WHO

The purpose of health education.

The role of health education

The work of the Health Education Unit

How peoplc learn

Simple communication

Methods of Health Education

Visual aids

Simple graphic aids

Design and production of: (a) posters
(b) leaflets

Usage of leaflets and posters in the field.

Production of Health Talks to all age groups in the community

K-2



Bgference and Text-Books

1. Health Education in Developing Countries by Allan C. Holmes
2. Health Education by N. Scotney.
3 W.H.0. Pamphlets and Manuals.

K-3
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APPERDIX M
RURAL WATER BORNE DISEASE EVALUATION TEAM SITE VISITS hug 8-]8
INFORMAL EVALUATION SURVE

SITE: . RJ-IGI()N_:_

High Middle Lowveld Resettlement area: RDA

Accampanying the team:

People Contacted within the Cammunity:

COMMUNITY STRUCTURE:

l. Rural health workers who are active in the camurity nows
5 years ago:

2. Iocal Camittees active in Develomment and WS projects in area now:

5 years ago:

3. Level of support fram Chief and indvuna now:

5 vears aJjo:

4. VWhere do people get their water now:

5 vears ago:

SYSTFMS THEMSELVES

5, latrires:

Water systoms Aqge

6. Who built them

Motivation

7. Who maintains

— oo or bal repair
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EVATUATION

7.

}0.

11.

12.

13.

14.

15.

16.

Do statistics exist at the local level on the impact of ficets of WRDisease for 5 year span cof
projoct involverment

What is the general perception of the changes that have occurred:

What projects have been directly linked to the Rural Water Borne Disease Project:

What other denors have been active in cammnity:

Projects and fi2ld staff in the areca:

Are there untreated scurces of water neartqy:

Can it be detennined if the

traditional healers in the area have been to workshops MOH sponsored:

Is 1t the perception that they have incorporated the info into their practices:

Wnat is gereral level of Community Organization: MNow

vears aco:

(e3)  Dip Tark Camittees, 7enzele, Schonl Camiittees, Gardens, Red Cross Other:

What chanjes have ycu seen in the camunity in the Wés area in the last 5 years

Wny do ycu think these changes have occurred:

Are there Health Fiucation Materials in the Community now:

—

> VC¢ars

(

30:
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APPENDIX N

ACCOMPL ISHMENTS, CONSTRAINTS AND RECOMMENDATIONS
OF THE PUBLIC HEALTH ENGINEERING ADVISOR

N.1 Accomp 1ishments

Accomplishments can be understood best when viewed in relation to
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 1is 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 and participant training of a public health
engineer was the establishment of a position for him. As originally
conveived, 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. [t was, however, considered inappropriate to tocal
the public health enginecer 1n 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:

- Recruitment of two public health engineers trained i~ Canada resulted
in resignations. Both engineers entered the private sector. The
incumbent was recruited following qradustion from an  Anerican
inctitution where he was supported by USAID funds. Following a period
of work at Berkeley, he took up his present position in May 1985. In
his training he emphasized water quality and environmental engineering
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 credentials. He will spend the remainder of the project in the
public health engineering unit which he must take over. The short
period of training and experience in the unit is insufficient to fully
prepare the newly appointed public health c¢ngineer., 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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background and expand it into new areas of environmental health related
to water resource development in which he will be expected to
participate in the future. Participant training is not seen as an
immediate need (although it is planned). On-the-job training and
experience are viewed as most benefit to both the incumbent and the
organization in the immediate future.

- A health inspector was assigned to the pubiic healith enginecering unit
in March 1985 to assist in imp'~menting the activities of the unit and
assure liaison between the RWSb and the Ministry of Health. He was
assigned to a two-year diploma course in public health enginecering in
Mauritius, and was immediately 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
limited, however, when there 1is a need to coordinate at higher
administrative levels. The public health engineer will have to provide
linkage when this must take place.

- Training of the health inspector/PHt has taken plce on-the-job vhrough
participation in activities of the unit. An effort has been made to
expose both incumbents to a5 many field situations as possible.
Training of tre present incumbent in planning, design, and construction
of small spring protections is being started so the health inspector
can takc on an increasing responsibility for providing assistance to
health aisistants. The incumbent health inspector/PHE 15 schduled to
depart for the diploma course in Mauritius upon the roturn of the
health inspector presently in training.

- Guidelines have been prepared by, or with the full participation of,
the public health engineering unit. These include:
. water quality quidelines,
. standards for desian,
. guideiin2s for revi:w and approval of projects

The water quality quidelines have been approved by the Ministry of
Health- The design standards arc generally accented and applied. In addition,
a framework for development of quidelines for recreational waters has been
drafted.

- The public health engineering unit has played a major role in sectoral
planning activities. The policy quidelines and two-year action plan
call for many activities that involve the public heaith 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 supolies,

. coordination,

. provision of technical assitance,

. review of proposals for water supply and sanitation projects,
. evaluation,

. preparation of a five year master plan for sectoral development.

AEST AVAILABLE COPY
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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 actively 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:
recormending 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 in January 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 s¢nitary inspections of water supplies and providing
follow up;

- Conducting special studies to assess performance of treatment
processes and infiltration qalleries;

- Conducting evaluations. Those completed include:
. water system at Ntsintsa,
effect of salinity of water consumption,
utilization of wash-houses;

- Recommending priority areas for development of water supplies.
Priorities have been recommended for drilling of test boreholes
under a CIDA/Swaziland Groundwater Cxploration Project. Drilling
will be scheduled first in priority area so that boreholes can be
utilized for supply of woter. High priority was given to the
Sithobela-5t. Phillips area most ~everely affected during the
cholera outbreak, areas of the northern lowveld where prevalance
of schistosomiasis is very high, and in the south castern lowveld
where water is very 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
workers.,

N.2 Constraing

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 schedule of training

Other activities in which the public neulth engineering advisor has
been heavily involved, such as sectoral planning, which strengthen the role of
the unit, have been delayed. [n large measure these resulted from the
reorganization of ministries. But once initiated, they take place smoothly and
with commitment.

[t is thus that the institutional base has been created and the unit

carries out its responsibilities. Training is behind schedule and further
technical supnort of training and implementation is called for as a result.

N.3 Recommendations

The institutional base for carrying ocut the activities of the public
health engineer is well 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 Healtn;

- Building on the developmental role of the public health engineer in
the implementation and evaluation of treatment systems for high
surface sources, which, while highly contaminated 1t times, can be
distributed at low cost. This will also involve collaboration with
the Health Inspectorate either to assist in maintenance or working
closely with communities to obtain their full pa: ticipation,

- Evaluation in collaboration with the tiealth education centre. These
should include:
. operation and maintenance,
. linkage of water supply, sanitation, and health education,
. knowledge, attitudes, and practices,
. financing of maintenance;



- 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 tecknical 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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