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Chapter 1
 

INTRODUCTION
 

In order to obtain help in designing a health education com­
ponent for the Health Sector II project, the United States

Agency for International Development (USAID) Mission in Santo
 
Domirgo requested the assistance of the Water and Sanitation
 
for Health (WASH) Project (Cable 8756, November 10, 1980, see
 
Appendix A). The WASH Project was authorized to undertake the

work by the Office of Health AID DS/HEA, in its Order of Tech­
nical Direction (OTD) No. 21, dated January 26, 1981 (see Ap­
pendix A).
 

Between April 1 and April 21, 1981 a WASH consultant, Charles
 
E. Llewellyn, III, MPH, a health education specialist and con­
sultant to the Research Triangle Institute, worked in the
 
Dominican Republic with the USAID Mission to develop a plan

for the health education component of the Health Sector II
 
project.
 

Concurrently with the preparation of a health education plan,

two other WASH consultants were working in the Dominican Re­
public. Paul F. Howard, P.E., and Robert J. Struba, Ph.D.,

prepared a plan for a health impact evaluation of the entire
 
project which is described in another report.
 



Chapter 2
 

PROJECT BACKGROUND
 

In August 1978 the U.S. Agency for International Development
 
(USAID) approved Health Sector Loan II for bilateral assis­
tance to the Government of the Dominican Republic (GODR). The
 
project goal is the improvement of health conditions among ru­
ral people. One of the objectives of the project is the re­
duction of mortality rates among infants and preschool chil­
dren. The USAID share of project costs is $8,000,000 and that
 
of the GODR $2,100,000. The share ascribed to local villagers

is $1,100,000 in either cash or in kind contributions.
 

The Health Sector II project is the continuation of efforts to
 
improve rural health which were begun under a Health Sector I
 
project in 1975. Health Sector I project goals were to be met
 
by improving the delivery of health services in rural communi­
ties with populations of between 400 and 2,000 people through

a Basic Health Services (SBS) program. The SBS program is ad­
ministered by the State Secretariat for Public Health and So­
cial Assistance (SESPAS) of the GODR. The program was to ope­
rate in all six of the regions into which the country is di­
vided for purposes of health services administration. Before
 
this project only a limited number of rural clinics and hos­
pitals offered health services in rural areas, and even they
 
were underutilized, in part because of the quality of ser­
vices.
 

The SBS program trained auxiliary health workers, called pro­
motores (health promoters), who are residents of the commuinil­
ties where they work. Each health promoter is responsible for
 
visiting certain families (usually 50 to 80 families per pro­
moter) twice a month to record vital statistics (births,
 
deaths, and migrations), immunize children against diptheria,

pertussis, tetanus, polio, measles and tuberculosis and to re­
cord weights, heights, and arm circumfer6nces for all children
 
under five years old. In addition, during their home visits
 
the health promoters dispense aspirin, cough medicine, antidi­
arrhetics, condoms and contraceptive pills as needed. They
 
also guide families in the preparation and utilization of oral
 
rehydration fluids, make referrals for IUD insertion and fe­
male sterilization and refer sick persons to the nearest rural
 
clinic or hospital.
 

The promoter reports to a supervisor who is responsible for
 
ten promoters. The supervisor in turn reports to a supervis­
ing manager who is in charge of 20 supervisors. To date 5,200
 
promoters have been given three weeks of basic training and
 
are working in communities throughout the country. Each pro­
moter was selected by a community health committee composed of
 
community residents. The committee reports to the supervisors
 
on the work of the promoters.
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400 

The purpose of 
the present Health Sector II project is
tend the SBS program to to ex­reach another 200,000 people and 
to
provide another 500 rural communities with populations between
and 2,000 people with potable water, 
sanitary latrines,
household 
water carrying and 
storage containers,
education. and health
The Health Sector 
II project 
is to operate
three of the country's six health regions. 
in
 

The water 
supply program provides both drilled wells with
handpumps and gravity-fed systems, and one of the goals of the
Health Sector II 
project is 
the installation 
of 2,250 such
systems. 
 The excreta disposal program will 
provide
installation for the
of 
22,500 pit privies or approximately 
one for
each house in the villages being served by the program.
 

The SBS program will also be expanded to cover 100 communities
already served by rural clinics, and 100 rural clinics and 20
small hospitals will be upgraded so that 
patients referred to
them can receive adequate care.
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Chapter 3
 

THE HEALTH EDUCATION COMPONENT
 
OF THE HEALTH SECTOR II PROJECT
 

One of the most difficult aspects of introducing water and ex­
creta disposal facilities to traditional peoples in many parts
of the world is the non-use, misuse or lack of maintenance of
 
the facilities. Therefore, merely installing facilities is not
sufficient. For them to be truly effective in reducing health
 
risks and improving the quality of life they must, of course,
be used and used properly. The health education component of
 
the Health Sector II Project is an attempt to provide techni­
cal assistance which will lead to the dissemination of infor­
mation on how to use and maintain water and sanitation facili­ties 	and to provide the motivation and organizational support
 
necessary to do so.
 

A major part of this effort will be the provision of the tech­
nical information and training in basic health education prac­tices by members of the Unidad Tecnica de Operaciones de Campo

(Community Technical Operations Unit, UTOC) team for health

workers, field supervisors, village health committees 
and
 
others in the community. Three-day workshops will be held in
one community for each group of five communities. The work­
shops will focus on technical information, methods of trans­ferring this information to the community, and methods of 
or­
ganizing, supporting and motivating individuals in the commu­
nity to act on the information.
 

After the first workshop, continuing education meetings will
 
be held every three months for each group of ten communities

(clusters of 
two of the above groups of five villages). The
 
purpose of these one-day meetings will be supplementary train­
ing, problem-solving in the water supply and sanitation pro­
gram, and the imparting of information on other health prob­
lems in the community, especially family planning and nutri­
tion.
 

3.1 	 Rationale for the Development of Community-based Health
 
Education
 

Health education has been defined by Lawrence Green as "any

combination of experiences to
learning 	 designed facilitate

voluntary adaptations of behavior conducive to health."' 
Since
almost all human behavior is related in some way to health and
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most health problems are affected by a wide range of behavior,

the health educator* has a broad mandate.
 

With respect to health problems occurring in specific circum­stances, however, the task of the health educator can be

rowed to attempting to 

nar­
induce certain behavior changes which
will presumably result in improved health status. 
 The health


educator must first analyze the problems to determine what be­haviors are negatively affecting health status and what would

be the most appropriate and feasible changes 
to promote. The
task of inducing behavioral change is complicated and at times
 
risky.
 

Human behavior and perceptions are conditioned by demographic,
social, psychological and structural factors, as 
well as by
specific events often called cues. 
 In some cases, all that is
needed to change behavior is to change structural factors such
as knowledge of the problem and the proposal of a new behavior
 
to improve the condition. In many other cases, it may be nec­ebsary to alter other factors as well as 
to provide individu­
als with information.
 

It may be very difficult for the 
health worker to comprehend

all the needs to which 
a specific behavior is addressed in a
given community. Without such an 
understanding, however, at­
tempts to change that behavior may fail or, if successful, may
paradoxically be deterimental to the health status of the tar­
get group.
 

The most frequently cited example of 
the failure of informa­tion dissemination alone to change health behavior is that of
tobacco smoking. It is by now generally agreed that smoking

is detrimental 
to health and can lead to premature death, and
there have been comprehensive campaigns to persuade people to
 
stop smoking. However, since smoking provides other perceived
benefits to the smoker, 
in terms of mental health and social
 
ease as well as satisfying biological 
needs (nicotine addic­
tion), many persons continue to smoke.
 

Another example was 
found in the course of a latrine project

in rural Ecuador. 
The refusal of a traditional Indian commu­

*A "health educator" can be defined as any person who attempts

to change behavior in such 
a way that it will result in im­provements in or other
hygienic, nutritional 
 health-related
 
attitudes and practices whether through imparting information
or other means. TLds health educators may be health education
 
specialists, medical professionals, sanitarians, family plan­ning workers, nutritionists, village health 
workers, social

workers, community workers, community leaders and even 
family

members.
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nity to participate in the project, despite some understanding

of the benefits of 
the program and their ability to construct
 
the 
latrines, was rooted in their perceptions of the program
as 
being Spanish and thus threatening to their Indian tradi­
tion. They perceived the 
risks to their cultural and social
identity, in other words, as 
outweighing the perceived physi­
cal health benefits, so they refused 
to participate. Merely
providing technical information in this case was not enough to
 
change behavior.
 

One theoretical concept found useful 
in more accurately ana­
lyzing the behavior change process is the Health Belief Model.

(see Figure 1). Simply stated, the model suggests that the
 
likelihood 
of an individual accepting a recommendation

change his or her behavior in response to a health need is 

to
 
a
 

function of that 
person's perception of the threat of 
the
problem, and his or her perception of the ratio of benefits to
 
cost of taking the recommended action.
 

Because of 
the wide range of factors which affect health be­
havior, health are
educators beginning to realize that most

education programs 
are more effective when addressed to the
 
entire community rather than to the individual. The education
of the individual, while still necessary, is no 
longer seen as
 
sufficient for promoting behavior change. 
 By addressing the
community, 
programs can be developed to encourage change in

socio-cultural perceptions of 
health problems, and community

organizations can 
be used to promote individual behavior
 
change for the good of the entire population.
 

For example, if 
the Indians, in the case mentioned above, were
 
to decide in 
their community that intestinal parasites were a
greater threat to their traditions than 
the use of latrines,
 
this change in a socio-cultural belief would lower the barrier
to changing behavior. Health education efforts 
in this case
 
would have been betLer spent learning first about the cultural
beliefs of the target population before trying to educate
 
them.
 

Mass media to induce behavior changes through films, posters,

radio, etc. can be 
an effective means of providing information
 
or "cues" to 
a larger number of people. However, it is diffi­cult to produce materials with which 
a wide variety of people
can identify. Unless individuals perceive problem as a
a 

threat to them personally, they are unlikely 
to do anything

about it. Mass media, therefore, is best used as a supplement

to a community-based health education program.
 

The target of much of 
health education has shifted
thus from

the individual and the public at large to 
the community. By
helping to develop a community-based 
response to community

problems, 
the health educator provides a structure where the
people can act to alleviate other perceived problems 
as well.

The use of such tools as the Health Belief Model helps the
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sex, race, ethnicity, etc.) 
 ventive action
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 Perceived Threat 
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 Health Action
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 A 

Cues to Action 
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 -

friend
 
Newspaper or magazine
 

article
 

Fig. 1. 
 The "Health Belief Model" as predictor of preventive health behavior
 
(From Rosenstock, p. 6)
 



health educator analyze problems to better advise the commu­
nity on how to solve them.
 

3.2 Analysis of Program Needs
 

This section reviews the needs of individuals and communities
 
in relation to project goals 
and suggests the structure and
 
content of a health education program to meet these needs. The
 
analysis begins with the needs of the 
individual community

member which are then linked to the means of meeting these
 
needs at the community level. The community-level needs for
addressing these individual needs are then linked to the
 
broader administrative structure of 
the UTOC (see Figure 2).
By building this analysis from the individual and community
 
levels, the structure and programs within UTOC can be seen
with a clear understanding of the nature and importance of
 
each level.
 

In the following section are described a recommeded program of
 
workshops and materials needed by UTOC to implement the pro­
gram.
 

3.2.1 Needs of Individuals
 

What are the Needs of Individuals in the Communities to be
 
Served by the Project?
 

Access to a safe and abundant water supply, containers to
 
carry and store 
the water in the household, and latrines for
sanitary waste disposal are rudimentary. Perhaps a less obvi­
ous but an equally important need, if the project is to
achieve its goals, are certain behavioral changes. For exam­
ple, having a latrine and even knowing how to use it properly
are not sufficient to change health status. 
 What is required

is for the individual, along with all other community members,
 
to actually use it properly and consistently.
 

The Health Belief Model indicates that for an individual to

adopt new behavior, he or she must be aware of the need for
 
change, have access to the resources necessary for making the
change, and perceive the personal benefits accruing from the
 
change to be greater than any perceived disadvantages. Only
under these conditions will the individual be likely to accept
 
the proposed change in 
personal behavior. These conditions,

however, 'o not necessarily insure that the desired change

will be made.
 

For an individual to participate fully in the program three
 
general categories of needs should be addressed: 
 (1) access
 to safe water, carrying and storage containers, and latrines,

(2) technical information on how best to 
use these facilities
 
and why, and (3) what can best be called motivational factors.
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Physical Resources
 

Other parts of the project are providing the physical re­sources; the health 
education component will concentrate on

the second two categories of need.
 

Technical Information
 

Practical and basic technical information is necessary for an

individual to fully participate in the program. 
 One has to
know how to properly obtain water and carry it 
to the house
 
and how to store and use it without contamination. The use of
water 
in personal hygiene and food prepa.ration so as to pre­
vent disease transmission needs also to 
be understood. In­structions on how 
to properly construct, use and maintain the
 
latrines from the materials provided by the project should be
 
part of the individual's repertoire.
 

Another area of technical information crucial to the indi­vidual is the rationale for doing these things--for example, a
 
basic understanding of disease transmission through fecal pol­
lution. There 
have been cases of latrines constructed as
 
status symbols but never used for fear of soiling them.
 

A third important 
area of needed technical information in­
volves the logistical aspects of the program. 
 People should
know what to expect of the program and what is expected of
 
them. If the community is expected to provide labor for the
program, the well digging schedule, latrine slabs and water
 
containers have to be made available. 
What the community does
not have to provide should also be made clear. 
 For example,
well drilling teams have reportedly demanded food and lodging.
 

A key factor in the success of the Health Sector II project is

the collection of a fee of US$0.50 per family per month for
maintenance. In communities where there is clear understand­
ing of the purpose of this fee, there has been little problem
collecting and using the In
funds. other communities where
 
people think they are being charged for the water, they balk
at paying the fee. It is essential for the smooth running of
 
the program that everyone understand clearly the purpose of
 
this fund.
 

From this brief discussion of technical information needed for

communities to participate in the water and sanitation program
one can conjecture the approach necessary for all the other
 
community based health problems that the health education com­
ponent will try to address in the future.
 

Motivational Factors
 

Although motivation is an unpopular word 
with health educa­
tors, it will be used here to describe a third requirement for
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getting individuals to participate in the project. Motivation

has intrinsic and extrinsic aspects. Intrinsic motivation is
 
voluntary, coming from within a person who perceives the bene­
fits of an action as outweighing the costs. The purpose of
 
providing the above technical information can be seen in part

as an attempt 
to increase the level of inrtrinsic motivation
 
in individuals. Intrinsic motivation 
is related to individual

self-direction. If a person is encouraged to change water and
 
sanitation-related behavior to improve 
health status, that
 
person may well apvroach other health problems in the same
 
way, making needed changes.
 

Extrinsic motivation comes from without the individual. It is
 
not generally as effective as intrinsic motivation in changing

human behavior, but is frequently used where the greater good

of the community is at stake. For example, one 
family that
 
does not construct and use a latrine properly may be a source
 
of contamination to the whole community. A system of rewards
 
and punishments, a form of extrinsic motivation, may be 
neces­
sary to insure their participation. For example, water carry­
ing and storage containers could be withheld until the 
family
 
constructs a latrine.
 

A better way to develop extrinsic motivation may be through
 
generating community solidarity to achieve the desired result.

Even if the individual does not perceive the desired action as
 
being of direct personal benefit, he may agree to do it in 
re­
sponse to 
pressure from the rest of the community. Changing
 
of behavior requires a strong sense of community loyalty on
 
the part of the individual and a willingness on the part of
 
the community to act in the face 
of a problem in a concerted
 
effort.
 

Extrinsic motivation should always be viewed as inducing in­
trinsic motivation. When people are required to 
do things

they originally did 
not want to do, but begin to appreciate
 
the resulting benefits, they often continue 
those behaviors
 
after the extrinsic motivation is removed. Extreme forms of
 
extrinsic motivation, such as coercion, are not as effective

because resentment may develop and the individual will cease
 
the behavior as soon as possible.
 

How Can the Needs of the Individual be Met by the
 
Community-based Program?
 

Several resources are available in communities for helping to
 
meet the above needs. Frequently, various agencies with 
com­
munity programs have similar objectives; however, the main
 
providers of information and stimulaters of 
community health
 
education will be the health 
promoter, the health committee
 
and the promoter's supervisor, all of whom are already working
 
in each community participating in the program.
 

-10­



The health promoter, working under the existing SESPAS program

developed by the Health Sector r project. visits each family
in the community at 
least twice a month, and thus has constant
 
contact with all the members of the community and knows their
status and needs. She should be viewed as the primary provider

to individuals of technical information about water and sani­
tation. She can 
thus promote intrinsic motivation among commu­
nity members to participate fully in the program.
 

The duties of health committees (compromesa) in the existing
 
structure are to select candidates from the community to be
trained as health promoters and to report monthly on the ac­
tivities of the 
health promoter and the promoter's supervisor

to SESPAS. The committees also report vital statistics to the
 
appropriate government agency and 
are charged with organizing

and coordinating health activities in 
the community. In com­
munities participating in the Health Sector 
II project, the

health committees (called compromesa-aposa) are also responsi­
ble for collecting and administering the maintenance fund for

the pumps and administering and reporting monthly 
to SESPAS
 
the condition of the water supply and latrines as well as any

maintenance activities.
 

The health committee is therefore in charge of 
administering

the Health Sector II 
program at the community level. Part of
 
its duties should also be to organize the community around the
 
program, to provide assistance to the health promoter 
in the

transfer of technical information, and to mobilize community
 
cooperation and thus 
stimulate extrinsic motivation of indi­
viduals to participate in programs.
 

3.2.2 	 Needs of the Community Health Promoters and Health
 
Committees
 

What are the Needs of the Health Promoter and Health
 
Committee?
 

First, it is essential 
that the health committee and health
 
promoter master the necessary technical information in suf­ficient detail to be able to transmit it to individual commu­
nity members. They need to have information manuals available

for personal study and for reference in case of questions or
 
misunderstandings.
 

Secondly, they must know how 	 to
to transmit this information 

community members. They need practical training and experi­
ence 
in both formal and non-formal education methods and in
 
group discussion and processes. 
 Although health promoters

have had some training in 
this area, they need to strengthen

existing skills and acquire more advanced skills.
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The third area of need is 
that of skills for motivating par­
ticipation. Since the water 
supply and sanitation problems

affect the community as a whole, it is essential that they be
dealt with in the community. Thus facilitation of community

organization is required.
 

A frequent response to problems in rural areas 
on the part of
 
community leaders is either apathy 
or some form of coercion,
neither of which, needless to say, is effective. To become
 
more 
effective community leaders have to be skilled in using
organizing and motivating methods best suited to a given sit­
uation, Th; health committees will be primarily responsible

for providing this leadership for the program.
 

Health committee members specifically need to know how to in­clude the whole community in 
the program without alienating

any individual or group. Cooperation with other programs and
 groups within the community will help insure project 
success.
 
Skills in reconciliation and mediation of 
conflict within a
community and among communities have to be developed. All

these skills will enable the health committee to provide bet­
ter leadership in addressing other community health concerns,
 
such as nutrition, family planning, and venereal disease con­
trol.
 

How Can the Needs of the Health Promoters and Health
 
Committees be Met by the Program?
 

Three basic strategies are recommended: first, actions by the

promoter's supervisor; second, a series of workshops designed
to transmit technical information and skills in using various
 
educational and organizational methods (see below); and third,
the provision of written material 
to reinforce the training

and supervision.
 

3.2.3 Needs of Supervisors
 

For every ten communities, each with 
a health promoter and a
 
health committee, there is a supervisor whose duties include
providing the promoter with medicines and supplies and techni­
cal and moral support, providing further training for the
health promoter and health committee, coordinating inter-com­
munity or intra-agency projects, and providing community

health education.
 

In order to support the work 
of the health promoters and
 
health committees in health education the supervisor must also
be a health educator and have a thorough understanding of the

whole project, its goals, objectives, and components. The su­pervisor must also have an understanding of the technical in­
formation and 
educational and motivational methodologies re­
quired by the promoters and committees. Finally, the supervi­
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sor must clearly understand what role he or she is e;:pected to
 
play in the program.
 

In order to meet the needs of the supervisors, UTOC personnel

will provide an orientation program and a manual that includes

technical information, a description of the project, and a de­
scription of the supervisors role.
 

Since one of the best ways to learn to teach is to do it, the
 
supervisors will be given instructional roles in the work­
shops. Under the guidance of the UTOC team they will train
 
the health promoters and committees, thereby developing skills

and relationships which should help 
them with their regular

work.
 

3.2.4 Needs of the UTOC Team
 

What are the Needs of the UTOC Team?
 

In order for the UTOC team to contribute to the health educa­
tion component and to pursue its goal of maximizing the health
 
benefits of the project to the community, team members require

a special set of information and skills. They have to be able
 
to identify the program needs of each 
community at the indi­
vidual, health promoter, health committee, and supervisor lev­
els. They must have the theoretical background and practical

skills to design and implement a program of meeting these

needs at 
each level. They should also have a framework (the

workshops) in which to implement 
these programs and to use
 
supportive resources.
 

To fulfill their training functions, UTOC team members them­
selves must be able to analyze community needs in terms of wa­ter supply, sanitation, health status and community organiza­
tion, including formal and informal leadership. The level of
understanding of the community with respect to health and 
san­
itation is different from community to community and has to be

assessed. The presence of 
other community development pro­
grams and organizations active in the community which may as­
sist the program in meeting its goals should be noted.
 

The UTOC team must, of course, have a thorough understanding

of the technical information required by the community if it
 
is to participate effectively in the program. They should also

have a command of the educational and organizational methodol­
ogies to be imparted to health promoters, health committees,

and supervisors, and also a command of 
appropriate means of
 
teaching.
 

Finally, the UTOC team should 
be familiar with health educa­
tion theories with respect to behavioral change. For example,

a working knowledge of the Health Belief 
Model could facili­
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tate the analysis of problems 
likely to be encountered by

health committees, and UTOC team members could thereby suggest

appropriate responses.
 

How Can the Needs of the UTOC Team be Met?
 

The major factors affecting the function of the UTOC team are
selection, training, and experience of team members.
 

Selection
 

The selection of the UTOC team members is critical. 
Team mem­
bers should ideally have university degrees in the social sci­ences, and a repertoire of theoretical knowledge, a degree of
 
professionalism, 
and experience working in the countryside,
preferably with group oriented training programs. 
 Extensive
experience should weigh more heavily than E university degree.
 

A second important criterion in team selection is a willing­
ness to work in the countryside. The team will 
be based in
Azua, not in Santo Domingo, and team members will be expected

to 
spend most of their time in rural communities. Respect and
 concern for the problems of the campesinos are essential if
the program is to be successful in meeting its goals.
 

Since UTOC team members will be mostly working together as a
 
group, it is 
also important to emphasize interpersonal com­patibility. Preferably men and women who are prepared to work
 
at least for the remaining three years of the project should
 
be chosen.
 

Training
 

The training period will be supervised by the UTOC team

leader, USAID Mission staff, the 
SESPAS project coordinating
office, and UAPODAN sanitary engineers. Technical assistance
 
in the training of 
the UTOC team in health education theory

and practice may be helpful. After the training period,

trainees should 
enter a three-month probationary period of
work, at the end of which those with satisfactory performance

will be given contracts.
 

The UTOC team has to begin functioning as soon as possible. 
A

three to four-week orientation period should be sufficient for
the team members to become acquainted with the oveiall pro­
ject, learn needed technical information, and to develop 
to­gether a plan for the first workshop. As much time as possi­
ble should be spent in the communities where they will begin

work.
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Experience
 

A clear advantage of a small working group such 
as the UTOC
 
team is the close interaction among team members that permits

members to learn from each other. 
 Although each member will
 
be responsible for a set of communities, the training workshop
will be planned and conducted by the entire group. It is as­sumed that most problems can be solved through group action.
 

Functions of the UTOC Team
 

The UTOC team will be the primary resource for the Health Edu­
cation Compoiient of the Health 
Sector II project. As such,

the team members must always keep in mind the goal: 
 to maxi­
mize the health benefits to the communities of the Health Sec­
tor II project. It is important that this goal not be subordi­
nated to the realization of intermediate objectives, such as
 
the completion of so many workshops 
or the production of so
 
many Lamphlets. All activities of the UTOC team, whether
 
short or long term, should be aimed at achieving this goal.
 

The responsibilities the team with to
of UTOC respect the
 
health education component of the program include:
 

a) Planning and conducting workshops and continuing
 
education programs.


b) Preparing written materials.
 
c) Orienting and training the supervisors.

d) Aiding the evaluation of the program.
 

3.3 Constraints on Health Education Project Design
 

In developing the health education component, several factors
 
have been noted which may impede the progress of the project.

Although they may riot be resolvable, they need to be con­
sidered in designing and implementing the health education
 
plan.
 

The first problem is that other parts of the project have al­
ready been started in some communities. Ideally, the communi­
ties should be prepared for the program and have a thorough

understanding of the 
community role and responsibilities be­fore any further action is taken. However, at this time (April

1981), handpump or gravity 
flow water systems have already
 
been installed in approximately 50 communities.
 

The preparation of the communities has been done by a wide va­riety of people: project personnel, health workers, and Peace
 
Corps volunteers. 
 The results have varied greatly. Some com­
munities 
were well prepared and are actively participating in
 
the project. Others had not heard of the program until 
the
 
day before the well drilling team arrived in the community and
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consequently have little understanding of what it is all
 
about.
 

The health education program is therefore under a time con­
straint and needs to be organized and implemented as soon as

possible. It must accelerate its programs in an attempt to
 
catch up with the well drilling teams.
 

Another concern is the relationship of the health education
 
program of 
the project with other agencies and institutions.
 
Although the project needs the administrative freedom to ex­
periment with and develop the most effective health education
 
model for this specific program, it must depend for the devel­
opment 
of this model on personnel and institutions in other
 
agencies within SESPAS, specifically the health committees,
 
health promoters, and their supervisors.
 

There seems to be some confusion as to who has what responsi­
bilities with regard to the training of health committees,

health promoters and supervisors. The confusion should be
 
cleared up, if possible, to avoid future problems in providing

the health education services to communities.
 

Another consideration which may affect the program is the pay

scale for the UTOC team member. It has been suggested that it
 
will be difficult to find and retain the caliber of people

needed with a salary of US$300.00 a month, the figure cited.
 
Although an administrative decision, it should be mentioned as
 
a possible constraint.
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Figure 2. Analysis of Program Needs
 

I. The Individual Within the Community
 

A. 
 What are the needs of the individual in the'
 
community?
 

1. 	 Physical resources
 
a. 	 Adequate supply of accessible safe water
 

(wells with pump or gravity system)

b. 	 Carrying and storage containers for water
 
c. 
 Adequate excreta disposal facilities (la­

trines)
 

2. 	 Technical information
 
a. 	 Relationship of water and sanitation to
 

health
 
b. 	 Other health information, e.g., transmis­

sion of principal water and excreta re­
lated diseases
 

c. 	 Understanding of project and their 
role
 
within it
 

d. 	 Proper maintenance and use of water 
sup­
ply
 

e. 	 Proper maintenance and use of latrines
 

3. 	 Support system to promote and motivate be­
havior change
 

B. 	 How are these needs to be met?
 

1. 	 Health promoters
 
2. 	 Health committees
 

[. Community Health Promoter and Health Committee
 

A. 	 What are the needs of the promoter and health
 
committee?
 

1. 	 Technical information and skills
 
2. 	 Group dynamic skills
 
3. 	 Leadership development
 
4. 	 Planning skills
 
5. 	 Methods of transferring information to indi­

viduals and households
 
6. 	 Methods of organizing the wider community to
 

promote behavior change
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Figure 2 (continued)
 

B. 	 How are these needs to be met? 
 i.e. what resources
 
are needed?
 

I. 	 Supervisory services
 
2. 	 Workshops
 
3. 	 Continuing Education
 
4. 	 Materials
 

III. 	Supervisor Level
 

A. 	 What are 
the needs of the supervisor?
 

1. 	 Information
 
a. 	 Technical information
 
b. 	 Educational methodology, especially tech..
 

nology transfer and continuing education
 
skills
 

c. 	 Organizational methods
 

2. 	 Supervision and support
 

B. 	 How are these needs to be met?
 

1. 	 Orientation course
 
2. 	 Workshops

3. 	 Continuing education
 
4. 	 Materials
 

IV. 	UTOC Level
 

A. 	 What are the needs of the UTOC Team?
 

1. 
 Command of technical information

2. 	 Command of education methodology

3. 	 Command of organization methodology

4. 	 A plan of action
 
5. 	 Willingness to work in rural communities
 
6. 	 Educational and technical material and
 

equipment
 

B. 	 How are these needs to be met?
 

1. 	 Selection
 
2. 	 Training
 
3. 	 Experience
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Chapter 4
 

RECOMMENDED PROGRAM: 
 WORKSHOP DESIGN AND MATERIALS
 

The main instrument of the UTOC team for meeting the needs of

the health promoters and health committees will be a series of
 
workshops. 
 The first, for three days, will concentrate on the
 
water and sanitation program of 
the Health Sector II project.

Participating in the three-day workshop 
will be the health
 
promoter and up to five community representatives chosen by the
 
health committees for each of the five communities. The work­
shop will be held in one of the five communities. The initial
 
three-day workshop will be followed by a series of 
one-day

workshops held every three months, each 
focusing on health­
related problem areas such as nutrition, family planning, and
 
specific disease control. Supervisors will assist in conducting
 
workshops.
 

The communities selected for participation in the Health Sector

II project will be assigned to 'individual UTOC team members.
 
Each team member will be primarily responsible for the prepara­
tion of workshop plans and continuing education programs for
 
that group of communities. By this means, the workshops and
 
continuing education program can meet the specific needs of
 
these communities. The full UTOC team will participate in the
 
main workshops.
 

4.1 Preparation for the Workshop
 

The assigned UTOC team member and the supervisor should meet
 
with the health promoter and health committee of each community

at least twice prior to the workshop. The purpose of the work­
shop, attendance, timing, site, transportation and other rele­
vant topics should be discussed.
 

Some communities, especially in Health Region 
I, do not have
 
active health committees. In these cases, the UTOC Team may

have to assist the health promoter and supervisor in organizing

committees. This activity will probably require more than two
 
visits.
 

The health committee should be responsible for selecting com­
munity representatives for the workshop. Representatives will
 
generally be members of the health committee, but members of
 
other interested community groups such as agricultural assoc­
iations and mothers clubs, might be included. The community
 
pump maintenance crew, if necessary, will attend one day of the
 
workshop for special training.
 

In preliminary discussions with the health promoters and com­
mittees, the UTOC team member should try to find out as much as
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possible about the specific problems and needs of the community

in order to orient the workshop to meeting those needs.
 

One of the five communities will be selected as host for the
 
workshop. The UTOC team member will be responsible for finding
 
a suitable site for the workshop, such as a school, church, or
 
community center, and for making arrangements for lodging,

where necessary, and feeding the participants. The supervisor,

health promoter, and health committee will be expected 
to as­
sist in these preparations.
 

The project will provide the food, pots and utensils for the
 
workshop, but a local person should be hired to cook and clean.
 
Nutritious, locally available foods should be used 
as examples

of good health practice. Approximately 37 people will need to
 
be fed seven meals.
 

It is suggested that a minibus be purchased by the project to
 
transport the UTOC team, food, utensils, projector, and other
 
equipment and materials to the host village. It can also be
 
used to carry workshop participants to and from their commu­
nities. In it may be better
some cases to take everyone home
 
each night after the program. In other cases, sleeping arrange­
ments will have to I)e made in the host community. Having every­
one stay together, including the 
UTOC team, would improve the
 
group process but t,, do so may be logistically difficult.
 

4.2 The Workshcp Itself
 

The purpose of the workshop is to help meet the needs of the
 
health promoter, the health committee, and the supervisor for
 
technical informatiorn and educational and organizational meth­
ods. These three 
areas should not be taught as separate enti­
ties but be combined in the discussion.
 

It should be the responsibility of the UTOC team to structure
 
each workshop around the needs of the particular set of partic­
ipating communities. For example, some communities will 
re­
ceive wells and pumps from the project, but others will have
 
gravity fed water supplies. Mountain communities have differ­
ent water use patterns from those of valley and coastal 
commu­
nities. Some communities will already have the water supply

installed and functioning while others will have little know­
ledge of what the program is about.
 

The following example of a typical workshop demonstrates how
 
the technical information and educational and organizational

methodologies can be presented to the health promoter, health
 
committee, representatives, and supervisor. The workshop

should contain a minimum of didactic lecturing and a maximum of
 
group discussion, problem solving, and role playing.
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4.2.1 Day One
 

A typical three-day workshop (see Figure 3) will consist of six
 
sessions. The first session should include a welcome, the in­
troduction of all participants, a discussion of what is planned

for the three days, and a presentation of what the project

plans to do in the communities and why.
 

Group activity would permit the representatives of each commu­
nity to meet to discuss the water and sanitation conditions in
 
their community. They will be asked to make a list of priori­
ties regarding the water, sanitation and health problems af­
fecting their community and then present the list to the whole
 
group.
 

Afto7 lunch, tile session could be devoted to a discussion of
 
the relationships o water borne disease and hygiene. The UTOC
 
team would make a p,esentation on the transmission of the most
 
frequent locally occurring diseases, the importance of control­
ling the contaminat.on of water at the sou.rce, the use of the
 
p tstic water containers, keeping food clean, washing hands,
 
ar. I avoiding flies. The information should be practical, and 
shL].d parallel the information found in the health promoter's
 
manu"-.
 

The large group cou;d then be broken up into smaller discussion
 
groups to ensure thatt the participants understand the informa­
tion and most importantly to discuss means of transmitting this
 
information to the communities. Questions such as "What are
 
the beliefs about these diseases in your community?" and "What
 
would you do if you encountered children carrying water in
 
dirty containers?" could be asked to stimulate discussion. 
The
 
emphasis should be on problem-solving not on the leader lectur­
ing to the group.
 

After dinner, a filin can be shown on a general health, water,
 
or sanitation topi,., followed by a discussion. The films
 
should be of genera] interest so that the rest of the host com­
munity can be invited to see it. Actually, it will probably be
 
difficult to keep them away.
 

4.2.2 Day Two 

The second morning session could be devoted to discussion of
 
the construction and use of latrines. Ideally a model latrine
 
will have been constructed in the community. Specific informa­
tion on the construction, location, use, and maintenance of the
 
latrine can be given in the discussion. Specific problems of
 
digging latrines in rocky or sandy soil or where the water ta­
ble is high should be discussed.
 

The latrine program as a concern of the total community should
 
be emphasized, especially to tile health committee members.
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TIME 
 DAY 1 
 DAY 2 


8:00 	 Pick up from communities Breakfast
 

9:00 	 Introduction 


Name exchange
 
10:00 
 Purpose of workshop 
 Water Maintenance 


Description of program 
 Latrines 

11:00 
 Water and sanition situation Team Training
 

in each community
 
12:00
 

1:00 	 LUNCH 
 LUNCH 


2:00
 

MPlan
3:00 	 Health, Disease 
 Water system

and Sanitation
4:00 


5:00
 

6:00 	 DINNER 
 DINNER
 

7:00 
 Movies and discussion 
 Movies and discussion
 

8:00
 

9:00
 

Figure 3. 
 Example of Workshop Format
 

DAY 3 

Proble, areas
 

Community 	resources
 
Evaluation
 

LUNCH
 

continuing
 
programs
 

Wrap uprpU
 

Return to 	Communities
 



S&'.ll groups could discuss how to get everyone to participate

and what to do about those who do not.
 

The afternoon session could focus on 
the water supply. Discus­
sions of the maintenance of the pumps, collection and handling

of the monthly mainuenance fees, record-keeping and preparation

of monthly reports, and other related topics would form the

agenda. After a general meeting, the group can be broken into
 
small groups by roles. The health promoters, maintenance peo­
ple, and health committees can all meet separately to discuss
 
their roles in the project. As always, the emphasis will be

placed on solving prob-ems the participants anticipate in their
 
communities. If 
no problems were suggested by the participants,

the group leader could provide hypothetical situations for role
 
playing or other group activities. Later the community groups

could regroup to discuss what was learned in each.
 

Appropriate skills should be utilized 
in all the group exer­
cises. Each group should have a defined task and an under­
standing of how to perform it. 
 A leader should be elected, al­
though some groups will be led by UTOC 
team members. Someone
 
should be selected to record by hand the main points raised and
 
the conclusions reached.
 

If the community ma.intenance crews are to be trained during the
 
workshop, they can 1,e brought in for the second -day. 
(As there
 
is to be one maintenance persons for each of these pumps, they

might overload the five-person-per-community limit if they were
 
included in the whole workshop.) They would receive special

training in the moriing and join their community groups in the
 
afternoon before returning home.
 

Another film could be shown after dinner. Other entertainment,

such as a party, might be more appropriate.
 

4.2.3 Day Three
 

The last day should be spent reviewing the basic points of the
 
program and addressing problem areas. It will be up the
to 

UTOC team to decide which areas need more work. 
Alternatively,

information on othet, health-related subjects such as nutrition
 
and family planning could be presented.
 

The last session should wrap up the workshop with a discussion
 
of what has been ac,:omplished and what needs to be done in the
 
future. Plans should be made for the 
next workshop including

the topic, timing and site (see below).
 

A written or verbal evaluation of the workshop should be con­
ducted by the participants, in small groups. Points to be cov­
ered include: expectations of the participants before the

workshop, the extent to which they were met, and the most and

least useful aspects of the workshop. As an exercise to con­
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clude the workshop and provide some additional evaluation ma­
terial for the UTOC team, community groups could select one of

the problems they identified in the first exercise and design a

community-based solution for it utilizing information acquired

during the workshop.
 

After each workshop as well as during it, the UTOC team should
 
meet for self-evalution. Are the goals of the program being

met? How are the groups functioning? Are there special prob­
lem areas which require more work? How can the workshop be im-.

proved next time? 
 'he purpose of this process evaluation is to

improve the contributions of the workshop to the goals of the
 
Health Sector II program.
 

4.3 Continuing Education Workshops
 

A series of one-day workshops should be held for each group of
five or ten communities on a regular basis every three months.
 
They will be conducted by the UTOC team members responsible for

those communities and include the supervisor, health promoters,

and five community rembers, again chosen by the health commit­
tee of each community.
 

The purposes of the workshop will be: (1) to augment and rein­
force the educational and organizational skills of the health
promoters and health committees, (2) to provide new information
 
on other community-based health concerns such as 
nutrition and
family planning, and (3) to promote inter-community cooperation

in addressing commoin health concerns.
 

The topics of the w)rkshops should reflect the perceived needs

of the health promoters and health committees. Giving them a

choice in the selection of topics will encourage community dis­
cussion of what their priorities in health are and ensure more

active participationi. The problems discussed in the workshops

need not be all health-related. If, for example, a perceived

need of the communities is an agricultural irrigation system,

it may be appropriate to devote a workshop to it. Since the
 
UTOC team members are not expected to be experts in all fields,

representatives of )ther organizations may be invited 
to cer­
tain workshops.
 

The UTOC team membeis should be able to encourage community so­
lutions 
to communiti problems. The team should have prepared

presentations at the workshops on several common problems such
 
as nutrition, family planning, venereal disease control, and

vaccination programs. The information should be basic and

practical and for specific communities. For example, in nutri­
tion it is not useful to insist that pregnant women drink milk
and eat 
dairy and meat products if these are not available in
 
the community. It may be helpful, however, recommend that
to 

communal gardens be planted 
beside the pumps. The gardens

could be irrigated by waste water and the produce reserved for
 
pregnant women and lactating mothers.
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The workshop could be divided into two sessions: the morning,

devoted to problem solving concerning the water and sanitation
 
program, and the one in the afternoon devoted to new material.

It may be helpful for the first continuing workshop to be held
 
within six weeks after the main one, 
the rest occurring every

three months thereafter.
 

4.4 The Role of the Supervisor in the Workshops
 

The supervisor, a vital link in both the Health Sector 
I and
Health Sector II programs, is responsible for keeping communi­
cation open 
between the community and the health infrastruc­
ture. The supervisor is also charged with health education in
the community and with the provision of advice and support to

the health promoter and health committees.
 

Unless they are careful, the UTOC team could be seen as 
usurp­
ing some of the supervisors' responsibilities. It is very im­portant therefore that the UTOC team work closely with the 
su­
pervisors to help train and support them in their work. Before

entering the communities to plan the workshops, the UTOC team

member should meet with the area supervisor to explain the
project and enlist her help. 
 A manual for the supervisor with
 
information about the project and the workshops and 
some de­
scription of the supervisor's expected role would be helpful.
 

Assigning responsibilities to the supervisor in the workshops

will provide both group leadership experience and improve the
relationship between the supervisor and the community. 
 These
 
benefits should cart'y over to 
other duties of the supervisors

such as work with vaccination programs.
 

4.5 Materials
 

4.5.1 Information Manual
 

The technical information required by the project should be in­
corporated 
into manuals for each level of participant. The

health promoters already have a fairly good manual, but others
 
are needed for the health committees and supervisors.
 

A basic description of the program 
with minimal specific

instructions for the construction and maintenance of 
latrines
 
and water supply and health and sanitation education should be

standardized and included in 
each manual. The duties of the
health committee and supervisor should be clearly described

along with suggestions and instructions on how to perform them.
 

The manuals should be distributed to the health committees be­
fore the workshop so that they can serve as texts and refer­
ences for the discussion. The health promoters should also be
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asked to review the water and sanitation material in their man­
uals and to bring them to the workshops.
 

4.5.2 Maintenance Manual
 

A pump and gravity Clow system maintenance manual must also be

prepared. 
 The manual should stress preventive maintenance and
 
trouble-shooting and provide step-by-step instructions for cer­
tain repairs. Problems which cannot be solved at the community

level must be identified in the manual and pro­instructions 

vided for contacting the regional maintenance team. Since the
 
community maintenance personnel will also be responsible for
 
collecting the mainl.enance fee, a section describing the handl­
ing of fees should also be included in the manual.
 

4.5.3 Community Handouts
 

Community handouts may also be prepared 
for latrines, water
 
containers and other aspects of the program. 
One-page instruc­
tion sheets, to be distributed by the health committees with

the latrine slabs and water containers, should describe in ba­
sic terms the technical information needed for the construc­
tion, maintenance, and proper use of these facilities. The
 
information should correspond to that in 
the health committee
 
manuals.
 

It is important that 
all written materials be appropriate for
 
local conditions. Although illiteracy rates are high in the
 
rural areas, there tre 
literate people in each community. Be­
cause it is very dLfficult to prepare quality print material
 
for non-literates, it would be better to provide simple written
 
material with abundant drawings and photographs. It is recom­
mended that the mat.)rials be allowed to evolve through several
 
mimeographed editioas as a means of field testing develop
to 

optimum contents before printing.
 

4.5.4 Films
 

The purpose of the films in the workshops will be to provide

topics for discussion and entertainment. They should be of
 
general interest to the whole community and as relevant 
as
 
possible to rural conditions. The UTOC team should check with
 
other agencies in the Dominican Republic for recommendations of
 
good films. The project will need a good projector, screen and
 
small generator.
 

4.5.5 Posters
 

The best posters for use in the communities would be handmade
 
by the health promoter and health committee for each community.
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A good group exerci;e in the workshop would be to have the par­
ticipants design po:sters 
for the communities concerning a par­
ticular health prob)em.
 

4.6 	 Implementation of the Health Education Component
 

in order for this plan to be implemented, several decisions

have to be made and actions undertaken by the USAID Mission and

the SESPAS Coordinating office, including UTOC. 
It is assumed
in this report that the USAID Mission will first need to decide
 
how much of the proposed plan to implement and will be respon­
sible for recommending action to 
SESPAS. The following points

are included for the mission's consideration in deciding who

should take the action, consulting with whom and by what date:
 

1. 	 Develop a training program for the UTOC Team.
 

2. 
 Select and hire UTOC Team members.
 

3. 	 Select communities to receive health education (in ac­
cordance with Impact Evaluation plan).
 

4. 	 Coordinate with the SESPAS Office of Rural Health the
role of Supervisors, Health Promoters 
and health
 
committees.
 

5. 	 Determine what equipment is necessary 
and 	acquire it
 
(e.g. Microbus, cooking utensils, projector, genera­
tor, film, etc.)
 

6. Decide if workshops are appropriate for training 
com­
munity puml maintenance personnel.
 

7. Develop specific workshop plan for first group of 
com­

munities.
 

8. 	 Develop initial editions of manuals and handouts.
 

9. 	 Develop process evaluation plan.
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Chapter 5
 

EVALUATION
 

The evaluation of the health education component should consist
of both process evaluation and impact evaluation. The process

evaluation will moritor what 
health education activities are

taking place, and the impact evaluation will examine what ef­
fects these activities produce.
 

5.1 Process Evaluation
 

The process evaluatLon will examine whether or not and how of­
ten certain events 
Lake place. The purpose is to determine that
 
the health education is occuring at an acceptable rate. Points
 
to be covered include:
 

- Hiring of the UTOC Team
 
- Training of the UTOC Team
 
-
 Number of contacts with the supervisors
 
- Number of pru-workshop meetings in the communities
 
- Number of workshops conducted
 
- Number of people attending workshops
 
- Number of coitinuing education meetings
 
- Satisfaction of workshop participants
 
- Production ol m&nuals
 
- Production oi handouts
 

These and other po-nts should be constantly monitored by the
 
evaluation consultant, USAID Mission, SESPAS and the UTOC Team.
Much of these data can be quantified and charted to be sure
 
that adequate progress is being made. (It is estimated that the

UTOC Team should be able to conduct one workshop a week along

with their other duties. However local conditions and the proj­
ect administration will dictate the actual rate.)
 

5.2 Impact Evaluation
 

The impact evaluation will analyze the effects 
oi the health
 
education component on both the intermediate outcome and the
 
health status level,.
 

5.2.1 Intermediate Outcomes
 

The intermediate outcomes include the community and individual
 
actions undertaken as a result of the workshops. Are the health
 
promoters, health committees and supervisors conducting health
 
education in their communities? Are any water and sanitation

related behavior changes in the communities attributable to the

health education program? Are the communities undertaking any
 

-28­



collective action 
to insure compliance with the Health Sector

Loan II project? Are the communities actively involved in the
 
continuing workshop,3?
 

These types of questions are difficult to 
answer and quantify,

but will play an imjortant role in evaluating the effectiveness

of the health education component. The can be answered by in­
terviewing community members as well as 
the health promoters

and health committees. The monthly reports to the SESPAS Office

of Rural Health by the health committees may also be 
a source
 
of information.
 

5.2.2 Health Outcomes
 

The final level of evaluation is to determine the health im­pacts of the health education program. This 
can be done by

comparing the health 
indices of a group of communities which
have received the health education component of the program

with the same indices in communities which were provided with

only the water supply and latrines components. Any significant

difference may be attributable to the 
health education inter­
vention. Howard and Struba discuss this evaluation in detail.
 

Evaluating the intermediate outcomes is especially important in
the event that the Lnalysis of the health impacts hows no sig­nificant difference between communities with health education

and those without it. This is because if there is 
no signifi­
cant difference th(.n 
either the health education strategies

were not effective in producing the 
desired behavior changes

or, 
if the changes did occur, the theoretical assumption that
health education affects health status would have to be ques­tioned. The intermediate evaluation would 
indicate which con­
clusion is correct.
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Chapter 6
 

CONCLUSION
 

The purpose of the health education component of the Health
 
Sector II project, its defined in the project paper, is to "im­
prove the (health) results of providing potable water and la­
trines, as well as to support preventive health programs in
 
these communities." The administrative unit in charge of the
 
health education component is to be the Unidad Tecnica de Oper­
aciones de Campo (Community Technical Operations Unit, UTOC).
 

This report proposet; a program structure and program content to
 
meet the health education needs of the target communities in
 
relation to the waler and sanitation program. It attempts to
 
identify these need3 and provides recommendations for training
 
of health promoters, health committees and supervisors to meet
 
these needs based oi health education theory and practice. It
 
does not recommend specific materials or detailed course con­
tent but rather stresses concepts and structure to aid the
 
USAID Mission and SESPAS program coordinating office in plan­
ning detailed training based on their superior knowledge of
 
local conditions. The recommedations of this report therefore
 
concentrate on programs to promote community action around the
 
Health Sector II project and to utilize community resources to
 
meet the needs of tfe participating individuals.
 

This report is preliminary in nature and its recommenda­
tions should be modified as actual field conditions warrant. If
 
necessary, further lechnical assistance should be sought in the
 
future to be sure tiat the health education component is actu­
ally carried out as effectively as possible.
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APPENDIX A
 

January 26, 1981
 

WATER AND SANITATION FOR HEALTH PROJECT
 

ORDER OF TECHNICAL DIRECTION NUMBER 21
 

TO: WASH Contract Project Director, fir. James Arbuthnot, P.E.
 

FM: AID WASH Project Manager, Mr. Victor W. R. Wehman, Jr., P.E., R.S.
 

SUBJECT: Provision of Technical Assistance Under TIASH Project Scope of Work
 
for USAID/Dominican Republic
 

REFERENCES: A) Santo Dominpo ('8736 V' 
B) Santo Domingo 0082 
C) State 013973 
D) Rivera (ITSAID)/Wehman (AID/!)/Warner (WASH)
 

phone call - 22 Jan 81 (1.1000 hrs
 

1. WASH contractor requested to provide technical assistance to USAID/Santo
 

Domingo as per ref A and ref B scopes of work.
 

2. WASH contractor/sub-contractor/consultants authorized to expend up to
 

eighty (80) person days effort over a five (5) month period to accomplish
 

this technical assistance effort.
 

3. Contractor to provide draft final reports on completion of each element in
 

ref A, para 2.A.1. and 2.A.2., 2.B.I., 2.B.2., 2.B.3. and 2.B.4. Final report
 

due to mission within 30 days of completion of above field activities and final
 

departure of consultants on each element.
 

4. Contractor to coordinate directly with USAID/Santo DominRo, with Dr. Oscar
 

Rivera. Make sure Mr. Matitews and Ms. Brinneman and AID desk officer receive
 

info copies of this oraer. WASH contractor should insure that above three
 

personnel are informed before any consultant TDY takes place. WASH contractor
 

nust renuest 
and receive formal country clearance for all WASH personnel from
 

mission prior to departing for country.
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'APPENDIX A (Continued)
 

-2-

Make sure above three individuals are kept informed of mission, ETA's. country
 

clearance and progress'of activity throughout TA effort.
 

5. WASH contractor authorized up to S2,000 for various pattern and mold develop­

nent costs necessary under ref A, para 2.R.3. and ref B, para 1.
 

6. WASH contractor authorized to allow WASH staff and consultants to make un to
 

eight round trips in and out of Dominican Republic to his/her home base as
 

appropriate during the technical assistance effort. Consultants can he hroiight
 

to Washington for detailed hriefings/preparation if deemed necessary as part of
 

a RT to Dominican Republic.
 

7. Mission should be contacted immediately and technical assistance initiated
 

as soon as possible and convenient to USAID/Santo Domingo.
 

8. Up to seventy-two (72) person days of international per diem, salary and 

misc. expenses are authorized to accomplish scope of works in para 3 of this OTD. 

9. Local travel and misc expenses in Santo Domingo are authorized as necessary
 

to accomplish mission.
 

10. Appreciate your prompt attention to this matter. Good luck.
 



AUP 	 of StaII IUNartentCOPY 	 TELEGRAM
 
?Act 11 SANTO 01756 1112221Z 117551 AIlA 
ACTICH AlO-3S 

........................................................ 

ACTIC OFFICE 2LN-21 
INFO 	LAE-O: LAOP03 LAOR-03 CHS-01 PPCE-01 POPR-I PPPI-13 

PPCA-O STA-ID PPIA-01 Ffl-02 AADS-01 INGR-92 CHNO 
NEW-i OMI-02 RELO-O MAST-01 LACA-93 NP-I /051 A2 1 

. aN.. ... 
INFO OCT-91 /131 I 

.................. 9709 102231z /34 
A t_0II3gjqOVH 
FN AR&SA$$Y SA:ITODOMINGO 
TO S[CSTATE VASHOC4123 

UNCLAS SANTO OCMIXGO 17S6 


AIDAC 


E..1206': N/A 

TAGS: 


SUIJECT: WATER AND SANITATION FOR HEALTH (WASH) PROJECT 

RESOURCE FOR AID 


REF: STATE 21313 


1. MISSICN WELC:MES CPPORTUNITY PRESENTED BY WASH PROGRAM AND 
BELIEVES IT WILL PROVE TO BE AN !FFICIENT AGENT TO CARRY OUT HEY 

ACTIVITIES FOX dOST COUNTRY IN SUPPORT USAIO'S HEALTH PROGRAM. 


2. IN PARTICULAR, MISSION IS INTERESTED IN OBTAINING SERVICES 

FROM WASH IN THE FOLLOWING AREAS: 


A. EVALUATICN: 


1. ASSISTANCE IS NEEDED IN ORDER TO HELP HOST G2vERNMtNT
 
DESIGN.AN EVALUATION PLAN FOR THE Sl MILLION AID HEALTH SECTOR
 
LOAN II 1517-U-30) PROGRAM. THIS PLAN SHOULD PROVIDE FOR PERIODIC
 
JOINT REVIEWS AND INCLUDE THE FOLLOWING POINTS:
 

A. EVALUATION OF PROGRESS TOWARD ATTAINMENT OF THE
 
OBJECTIVES OF THE PROJECT;
 

3. IDENTIFICATION AND EVALUATION OF PROBLEM AREAS OR 
CONSTRAINTS WHICH MAY INHIBIT SUCH ATTAINMENT; 

C. ASSESSMENT OF NOW SUCH INFRMATION MAY BE USED TO
 
HELP OVER COME SUCH PRCLEMS; AND.
 

0. EVALUATION TO THE'DE160 FEASIBLE, OF THE OVERALL 
DEVELCPMENT Ir.PACT OFTHE PROJECT. 

SINCE THE FIRST EVALUATION SHOULD BI'COMPLETED BY 
DECEMBER 19B1, ASSISTANCE TO DEVELOP THE PLAN SHIOULD_ IN 
WITHIN UPCMMIkG moNTH. It IS EXPECTED THAT THREE WEEKS OF ASSISTANCE
 
SHOULD BE ADEQUATE TO DEVELOP THE PLAN.
 

2. ASSISTANCE IS ALSO NEEDED IN CARRYING OUT THE PERIODIC
 
PROGRAR (VALUATIONS. IT IS EXPECTED THAT THERE MAY BE THREE
 
OR FOUR EVALUATICNS DURING THE PROJECT. EVALUSTIONS SHOULD PROVIDE
 
FOR A SIGNIFICANT LEVEL OF STATISTICAL MEASURMENT AND SHOULD TARE 

NO MORE THAN A MONTN OF FIELD WORK. REPORTS NEED TO BE IN SPANISH 


AnD ENGLISH AND SHOULD CONFORM TO AID STANOARD REQUIREMENT: FOR 
EVALUATION (AID FORM 1]30-15 AND ISA). HEALTH SECTOR II EVALUATION:ARt TENTATIVELY SCHEDULED FOR DECEMBER 1112, 1111, 1382 AND1983. 

IN ADDITIONTETTVLICEUEA FINAL FOREEBETNE HEALTH 11 LOANREVALUATION ~~ SECTORO 12AD18.
 
517-U-1t11 PROGRAM IS PLANNED FOR APRIL 
'1l1.ASSISTANCE FOR 
THESE EVALUATICNS SHOULD BE TIMEO ACCRINGLY. 

3. IT IS RECCMMOEO THAT TN! KEY PERSONNEL OF EVALUATION 
TEARS INCLUDE INDIVIDUALS WITH PRICR EVALUATIC EXPERIENCE IN SIMILAR 
HEALTH PROGRAMS. ALL KEY1iEM!E SHOULD SE FLUENT IN :PANISH.
 

B. PROJECT IMPLCMENTAION:
 
I MISSION WILL ROUIRE P!RICOIC ASSISTANCE UNOE 0EALTN
 

SECTCR II PRCGRAN IN ADVISING GODa :N-.E AAALIT -C:NTqOL PIOCECUIS
 
INTHE MANUFACTURE OF HAND PUMPS. UNDER THE PNOJECT,
 

A LOCAL FIRM HAS INITIAMD VRODUCTION OF THE AID/IATELLE PUMP.
 
GEORGIA TECH UNIVERSITY HAS PROVIDED ASSISTANCE IN THE DESIGN
 
Of THE PUMPS AN IS CURRENTLY PROVIDING CUALITY C-NTROL ASSISTANCE
 
FUNDED IT AID/V. AISSICN It VYNT SATISFIED WITH THISASSISTAqCE
 

SANO 017*A 1012211 "lt 
QUALITY CONTROL AOVICl THROUGNQUT THELier O KL[Ilol.,t -o
 

UNINOR IN(AID HEALTN It PROGIAI.AN STIMATIO :,SSU
 

WILLS AND PUPS MTL It PROVIDED IO A. N OI cu4A' 
GRAVlTY-FLhw aTJiVhS hILL W1CONSTAUGiu..R MIAN1.1G THE 0W 
CUALITY IN ACCOROANCEWITH WEALTH STANDARDS'AFFER CONSTUCIICN 
OF THE SYSTEM IS An ISSUE V4lCH NEEOSTO BE STUDIED. THE 
MOST COUNTRY NEEDS TO FIND IN EC7IO1ICAL ANDCOIVEHIENT WAYTO 
TREAT 	 A GIVEN IT IS IT ISWATERSYSTEM. IN THE (VEnT EICEDED. 

RECOMMENDED ANEXPERT IS FLUENT IN SPANISH Of INCLuOEU
THAT WHO 
ONTHIS ASSIGNIMENT. 

3. UNDER THE AID HEALTH II PROGRAM. PROCUMNT CF 
21,510 FIVE CALLONAND26,300 TWENTY GALLOI'PLSTIC C.TAININS 
IS CONTEMPLATED. THECC:ITAICRS ARETOBE USEDBY PROJECT PARI'trIP; 
To CARRY WATER TO HOMES AD.STORE If IN A MORFSANITAAY MAIII 
TO REDUCE ITS CONTAMINATION.. SPECIFIC DESIGN-OF THEE C^HTAIIIERS
 
DEPENDS ON VARIOUS LOCAL COnOITIONS II.E.,:USV OF CHILDREN TO 
CARRY WATER, ETC.) GIVEN THAT.THE FIRST SERIES OF WATER
 
SYSTEMS WILL IE COMPLETED' IN IlEX?FEW10.11S, ASS~C f 
PREPARI'lULO.LLLaJ JOIIS FOR TH PROCUM[ENT.OF THESE CC!ITAI'IEA
S 
IS VERY IMPORTANT AlIDSHCLO.BE.PROVIOED WITHIN.THE UPC=IIfIS nO~iTI. 
THESE SPECIFICATIONS SHOULD BE IN ENGLISH AN SPANISH 4110 
SHOULD COIIFORM WITH THE AIDN.B. 11 AQUIRE [;ITSFOR HOST C.UNtRY
 
CONTRACTING.
 

4. IN ORDER TO SUPPORT THE POTABLE WATERAND EWAGE 
OISPDSAL ACTIVITIES IN THE 410 HELTI II PROGRAM, AN INTENSIVE 
RURAL'HEALTH EDUCATION CAMPNlGH IS ALSO C:NT;PLAT13. THIS CW1PI
 
WILL BE CARRIED O5U7 l HALTH EDUCATICRS. AN ETSENTIAL
Y3S 


PART OF THIS CAIPAICI WILL IE THE [DUCATICM MATERIALS TO OE USER.
 
ASSISTANCE IS REQUESTED TO 1ESIGNTHESE MATeIALS. THIS ASSIS t'#AN
 
SHOULD BEGIN WITHIN UPCOMING MONTH.
 

YOST
 

• 	 '
 

% 
..
 

L r1 AI 

AND PROPOSES THAT !I EEXTENCED UNOA THE WASH Pow" Ir i

UNCLASSIFIED 
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.1"i 11TEL E3V2 
"S AN,TA UITI.SI12 O,043Z Ohn4Dl ADL.rin 

ACT:0r A IlD - 35 
AT ....... E .... '.... 

!J9-O L .DP.-3 L. .-OR-t 3 Ctf'-0I STA-!O FLD-02 AADS-O I CH8-01l 
r._ZLO-,0I M,AT-OI LACA-03 ,02'7 AL II 

INFO CCT-VJ .1030. W 
-- ------------------- 008878 00043Z /34

R 071630X oAN 81 
.FM AMEIMJASSY-SANTO DoMrNGO 
-TO SECSTATE %JASHOC 7543 

UNCLAS SANTO DOMINGO 0C82 

AIDAC
 

FOR: 0S,.HIEA - VIC WEHMAN 

E03 12065: N/A
SL18J: PRCCUREAAENT OF WATER SEALED LATRINES AND WATER CONTAINERS 

'UNcER HEALTH SECTOR LOAN 11 

1. MIASSICN IN14TERESTED "N GC.TTZNG INFORMATION AS TO SOURCE,

CO=TS, AND SPECIFICATIONS OF 
"WATER SEAL" LATRINES FOR A LIMITED 
PILOT STUDY rO DETERMINE THEIR ACCEPTABILITY IN RURAL COMMUNITIES. 
UNDER HEAL7H SECTOR LOAN 11. 

2. UNDER THE 
SAME LOAN THERE IS INTEREST IN PROVIDING FIVE
 
AND TWENTY GALLONS WATER CONTAINERS TO EVERY FAMILY ITOTAL OF

26, 500 OF EACH). THE FIVE GALLONS CONTAINERS WILL BE USED T6 
CARRY WATER FMCO. COMMUNITY OUTLETS AND SHOULD HAVE 
A NARROW
 
NECT, A PROTECTIVE CAP WHICH WILL BE 
ATTACHED TO THE CONTAINER
 
TO PREVENT ITS LOSS OR CONTAPINATIONBY DROPPING, AND A CARRYING
 
HANDLE. THE TWENTY GALLONS CONTAINER WILL BE USED FOR HOUSEHOLD
 
STORAGE, SHOULD HAVE A 
NARROW NECK, AN ATTACHED PROTECTIVE CAP,
 
AND A TAP.
 

MISSION INTERESTED IN GETTING INFORMATION AS TO DETA:LED
 
SPECIFICATIONS, PROBABLE 
COST PER UNIT, SOURCES AND ANY OTHER
 
INFORM.ATION CONSIDERED OF 
INTEREST FOR A POSSIBLE ADVERTISEMENT
 
FOR BIOS.
 
3. MISSION WOULD APPRECIATE YOUR OPINION AS TO ADVISABILITY OF
 
USING WATER FILTERS IN EVERY HOUSE, 
AS OPOFSED TO PURCHASING
 
EXPENSIVE STORAGE CONTAINERS. EXPERIENCE 
WITH WATER FILTERS
 
IN OTHER PROJECTS WILL BE OF INTEREST TO OUR PROJECT.
 
YOST
 

U.CL415. IFlED 
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------------------ ---------------------------------- ------------------

LI(7 nllnzenil 1/ Sl(.1e TELEGRANI
 
PAGE 01 STATE 013973 057307 A102569
 
ORIGIN AIO-35
 

ORIGIN OFFICE ,.- l 
INFO LAOR-03. STA-1O AADS-O1 ENGR-02 CHS-01 AGRI-01 HEW-0S 

RELO-01 OAEN-0I LACA-03 /033 A3 2 

IF ;---------------------------------------------------------INFO OCT-00 *"O35 R ----------------------

DRAFTED 1Y AIO/OS..'HEA: V. WEHMAN: JA 
APPROVED BY AIO/OS,'HEA: C. A. PEASE 

-AID/O 'HEA: F. E. ,,CJUNKIN 
AZO..'LAC.'CAR: S. MERRILL (PHONE) 
AID/LAC'0R/ENGR, C. MATHEWS (INFO) 
AUO/LAC/OR,'MR. E; BRINNEMAN (INFO) 
DESIRED DISTRIBUTION
 
ORIGIN OSHE CH8 INFO LCA LADR AAOS AGRI HEW STA 9C-00 END
 

-------------------- 028842 181557Z /34
 
P 181424Z JAN 81
 
FM SECSTATE .VASHOC
 
TO AMEM3ASSY SANTO DOMINGO PRIORITY
 

UNCLAS STATE 013973
 

AIDAC PASS TO HEALTH OFFICER
 

E.O. 12085: N/A
 

TAGS
 

SUBJECT: PROCUREM4ENT OF WATER SEALED LATRINES AND WATER
 
CONTAINERS UNDER HEALTH SECTOR LOAN 1I
 
REF: A) 0082
 
1. DS/HEA IWEHMANJ RECEIVED REF. A) ON 14 JAN 81.
 

2. SUGGEST WEHMAN TALK TO HEALTH OFFICER ON PHONE
 
REFERENCE INFO REQUEST. PREFERABLY ON THURSDAY 22 JAN 81
 
IF POSSIBLE AT 1000 HRS WASHINGTON TIME. WEHMAN WILL CALL
 
HEALTH OFFICER AT MISSION TO DISCUSS REQUEST.
 

3. WE ARE WORKING ON REQUEST. MUSKIE
 

UNCLASSIFIED
 
-36­



APPENDIX B 

Itinerary 

April 1 

April 6 

-

-

Durham, NC to Washington, DC 
Washingi;on, DC to San..o Domingo 

Naranjal and Los Roscos in San Jose 
Yayitas in Azua 

de Ocoa and 

April 10 - PalmareJo and Las Matas in Azua 

April 11 

April 12 

-

-

Viajama in Azua Province and Lava Pie, Isabelica 
and El Pando in San Juan de la Maguana Province 

Derrumbi.dero and Las Salidillas 

April 21 - Santo Domingo to Durham, NC 
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APPENDIX C
 

Officials Interviewed
 

USAID Mission
 
Leopoldo Navarro #1:!
 

- Dr. Oscar River. Rivera, Health Officer
 
- Mr. John Henry Thomas, Public Health Advisor
 
- Lic. Dulce Jimeniez, Health Assistant
 
- Eng. Elpidio A. Caba, Engineer
 

Secretaria de Estado de Salud Publica y Asistencia Social
 
(SESPAS)
 

- Dr. Jose M. Herrera Cabral, Project Coordinator
 
- Lic. Oscar Hungria, Head of UTOC
 

SESPAS Main Office
 
Enscanche La Fe
 

- Sr. Freddy Castillo, Director, Health Education
 
- Sr. Baltazar Got zalez, CONAPOFA
 
- Sr. Gabriel Sanchez, CONAPOFA
 

SESPAS Rural Health Division
 
Ensanche Naco
 

- Lic. Mirka Morales, Director, Health Committee Program
 
- Lic. Carmen Linares, Director, Supervisor Program
 

Instituto Nacional de Educacion Sexual, Inc. (INES)

Maximo Gomez corner of Av. Mexico
 

- Dra. Mildred Herrera de Baez, Executive Director
 

Officina de Desarrollo de la Comunidad (ODC)
 
Centro de los Heroes
 

- Lic. Jose A. Decena, Director, Programs and Studies
 

Fundacion Dominicana de Desarrollo (FD)
 
Mercedes #4
 

- Sr. Esmelin Genao
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Profamilia
 
Socorro Sanchez #64
 

- Sr. Rodolfo Goicou, Training Director
 
- Sr. Jose Rafael Sosa, Writer of Manuals
 

U.S. Peace Corps
 
Avenida Bolivar #451
 

- Mr. Steve Honore, Director
 
- Mr. Dean Putnam, Assistant Director, PTO
 
-
 Mrs. Sandra Mancebo, Health and Nutrition Program Official
 
- Ms. Jill Hazzard, Volunteer, Las Matas de Farfan
 

Instituto de Desarrollo del Sur (INDESUR)
 
Azua
 

- Dr. Rafael Diaz Vargas, Director
 

Government of San Juan Province
 

- Sr. Eduardo Dauhajre, Provincial Governor 
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APPENDIX D
 

Important Documents
 

1. 	Agency for Intei'national development, Project Papers, Dom­
inican Republic Health Sector II, AID/BAS-033, Washington,
D.C., July 26, 1978.7
 

2. 	Howard, Paul F., and R. J. Struba. Plan for the Health
 
Impact Evaluation of Health Sector II Bilaterial Assis­
tance Project of U.S. Agency for International Development

and 	the Government of the Dominican Republic, WASH Field
 
Report No. 23, Water and Sanitation for Health Project,
 
Arlington, VA 1.981.
 

3. 	Warner, Dennis, Dominican Republic Consultations on Health
 
Sector Loan Report of a Field Trip, 26-30 January 1981,

Water and Sanitation for Health Project, Arlington, Vir­
ginia, 1980.
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APPENDIX E
 

Resource Materials
 

Resource Materials:
 

Although no publications have been found which would be appro­
priate for use in the health education program, the following

reference books are being sent 
to the Mission to assist in

preparing appropriate materials for the program. The Mission

should request the film catalogs and newsletter which are also
 
listed below.
 

Reference Books:
 

Abbott, F.R., Teaching for Better Learning, A Guide for Teach­
ers and Primary Health Staff, World 
Healht Organization,
 
Geneva, 1980. 

Becker, Marshall H.. 
Health Behavior 

ed., The Health Belief Model and Personal 
Charles B. Slack, Inc. Thorofare, NJ, 

1979.
 

Community Health Education in Developing Countries, Peace
 
Corps 
P&T Manual Series #8, Information Collection and
 
Exchange, 1978.
 

Elmendorf, M., and P. Buckley, Appropriate Technology for Wa­
ter Supply and Sanitation, Sociocultural Aspects of Water
 
Supply and Excreta Disposal, World Bank, December, 1980.
 

Pisharoti, K.A., Guide to the Integration of Health Education
 
in Environmental Health Programs, 
Offset Publication 20,

World Health Organization, Geneva, 1975.
 

Steuart, Guy, and Carla rull, Training of Rural Community De­
velopment Workers in Health Education with Special Refer­
ence to Water Supply Protection and Use/Mantenance of San­
itation Facilities, WASH Technical Report No. 1, Water and
 
Sanitation for Health Project, Arlington, VA, 1980.
 

Shallow Wells, DHV 
Consulting Engineers, P.O. Box 85, Amers­
foot, The Netherlands.
 

A Turma da Monica e A Polvicao Ios Agua, CETESB, Sao Paulo,
 
Brasil.
 

Film Catalogs:
 

Walt Disney Education Media Company

500 South Buena Vista St.
 
Burbank, CA 91521
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Decade 	Media, Inc.
 
30 East 42nd Street
 
New York, NY 10017
 
(212) 597-5793
 

NOTE: 	 Decade Media is preparing film and filmstrips for the
 
World Bank on sanitation in the Dominican Republic. The
 
Mission shouLd request these materials when they are com­
pleted.
 

Newsletter:
 

From the UNICEF Waterfront
 
A Note from the Advisor
 
Drinking Water Programmes
 
UNICEF
 
New York, NY 10017
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