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EXECUTIVE SUMMARY
 

A WASH consultant was requested to assist the staff of CARE/Cameroon in
 
developing the standards, criteria, and means for tine evaluation of the health
 
education component of the Northern Wells Construction Project. The consultant
 
spent a period of four weeks in Cameroon during March 1985.
 

The Northern Wells Project is funded through a joint agreement between
 
CARE/Cameroon and USAID. The Government of Caneroon has gradually increased
 
its annual financial support. The project was originally funded for the period
 
1980 to 1984. Due to logistical and staffing problems during the first two
 
years of the project, initial project output goals were not met according to
 
schedule. CARE requested an extension of the project to 1987 and this was
 
approved by USAID in 1984. The total cost to USAID for the initial and
 
extended phases of the project is $2,280,000.
 

The project is composed of two separate yet complementary components: well
 
construction, including the installation of handpumps, and health education.
 
The well component was designed to increase the number of year-round potable
 
water sources in three economically depressed and densely populated
 
departments of the Extreme North Province of Cameroon that suffer from chronic
 
water shortage. The target of the project is to provide 207 new potable water
 
sources to serve a population of approximately 200,000 people.
 

The health education component objective was to induce long-term hygienic
 
behavior changes in the populations receiving the water sources. The
 
'evelopment of an evaluation methodology presented in this report concerns
 
itself with the health education component only.
 

The evaluation guidelines were developed after reviewing the en~tire program
 
and plans of the Northern Wells Project. Site visits proved valuable in
 
assessing the degree to which behavior changes would be amenable to
 
observation and measurement. Consultations with CARE and Cameroonian
 
government counterparts aided in the setting up of realistic goals for the
 
evaluation.
 

The major evaluation instrument developed is a household hygienic behaviors
 
survey to be repeated on a randomly selected sample of 10 percent of all the
 
households benefiting from the project. The result of the survey is a scale
 
score that can be used to measure changes in health behaviors through Lhe
 
remaining two years of the project.
 

An evaluation study involving four schools is recommended tG demonstrate the
 
impact of water supply and health education on the health status and hygienic
 
behaviors of school children. This study includes collaboration with
 
professionals from the Ministry of Health, using their expertise to assist in
 
medical diagnostic evaluations of the students for water-related morbidity and
 
parasitic infections. The study is planned to last ')r the remaining two years
 
of the project.
 

Implementing the health-education activities using Ministry of Agriculture
 
personnel without health backgrounds has meant that the health education
 
coordinator, the program's manager, has had to commit extensive time to
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educating them for their health roles. The fact that he is the only official
 
supervisor for the twenty community development field personnel complicates

the field supervision issue. The lack of supervisory staff is a major problem
 
for the project.
 

Another problem is the delay in receiving the Government of Cameroon's
 
counterpart fund project contributions fcr P! 85.
 

Recommendations include training the health education coordinator in 
 epidemi­
ology and data management methods. Another is to incorporate a theoretical and
 
practical health education curriculum into the national community development
 
training centers in Babouri and Santa.
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Chapter 1
 

BACKGROUIV !NFORMATION 

1.1 Introduction
 

The CARE/Cameroon Northern Wells Project originally received funding
 
assistance from USAID through a grant (REDSO/WCk 79-189) effective from 1
 
October 1979 through 30 September 1984 for the .-ount of $1 460,000. The
 
project was extended in 1983 to continue until September 1987. Th original
 
title of the project was the Margui-Wandala Water Supply Project.
 

The first objective of the project is to increase the number of permanent
 
potable water sources in three departments of the Extreme North Province of
 
Cameroon. This is to be accomplished by upcrading traditional well:> digging
 
new wells, or drilling small bore wells (depending on existing local
 
conditions) and ecuipping them with hanuiumps.
 

The second objective nf the project is to teach project beneficiaries how to
 
use water hygieniczlly, dispose of water properly, and protect the new water
 
sources being constructed through an integrated motivation and health
 
education program. This program is implemented concurrently and in
 
coordination with the project's construction activities.
 

1.2 Project SEttjn 9 

CAE operations in the Extreme North Province of Cameroon began in 1980 and
 
are based in Mokolo, a town of approximateiy 5,000 inhabitants located in the
 
Mandara Mountains. Besides Mokolo (Mayo-Tsanaga Department), the project also
 
operates out of Mora (Mayo-Sava Department) and Maroua (Diamare Department).
 
There are apprcximately 150,000 people in the more than 100 villages in the
 
project area, an average of 1,500 persons per village. (See Maps 1 and 2.)
 

The terrain in the North is geologically complex. It consists of plains,
 
plateaus and mountains. The hot and arid conditions within the region favor
 
the cultivation of millet, coton, and peanuts and some potatoes and rice
 
along the perimeters of the Logone River, the only perenially flowing river in
 
the north.
 

The three departments, Mayo-Sava, Mayo-Tsanga and Diamare, in which the
 
project is working were chosen by the GOC because they represent one of the
 
poorest and most densely populated rural areas in the country. It has been
 
estimated that there are as many as 122 inhabitants per square kilometer in
 
these three economically depressed departments. Another water supply project
 
funded by USAID, the Mandara Mountains Water Resources Project was cancelled
 
due to prohibitive increases in estimated project costs.
 

The residents of the Margui-Wandala region have one of the lowest average
 
estimated per-capita income in Cameroon and a life expectancy of only 24 years
 
-- compared to 52 in the capital and 40 elsewhere in the rural areas. Water is
 
an acute problem for the inhabitants of the region. Drinking water is
 
collected from unsanitary streams or shallow wells which are usable only
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Map 1. Cameroon
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Map 2. Northern Wells Project Area
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during the short rainy season. During the dry season, women spend between four
 
to seven hours per day in the search for water. In the rainy season, flash
 
flooding occurs in the dry river beds, but much of this water is uncaptured
 
and 	is thus of minimal benefit to the population.
 

1.3 Project Objectives
 

CARE's program in the north is designed to assure the provision of clean,
 
reliable and year-round accessible water to the communities which need it and
 
are willing to participate with CARE in a self-help project. CARE's program is
 
designed to inculcate a self-help philosophy among government personnel and
 
villagers, to provide government staff and villagers with on-the-job-training
 
in water source development and maintenance, and to make available health
 
education inputs.
 

The overall goal of the Northern Wells Project is to improve the health of the
 
rural poor of Margui-Wandala and to decrease the amount of time women spend
 
collecting water so that they can participate in other socially productive and
 
possibly economically valuable activities.
 

1.3.1 Final Objectives
 

Phase 1 (1 October 1979 - 30 September 1984) was to construct 72 potable water
 
points, install handpumps on 36 existing but poorly-functioning wells, and
 
provide public faucets at 56 springs.
 

Phase 2 (30 September 1984 - 30 June 1987) has two major objectives, the first
 
is to construct 135 permanent potable water points capable of meeting the
 
needs of an estimated population of 500 persons each. Thirty wells per year
 
are to be drilled in conjunction with the Ministry of Mines and Energy; 15
 
additional wells per year are to be hand-dug; all wells are to be protected
 
and 	equipped with handpumps.
 

The second objective is to teach hygienic water and sanitation practices to
 
members of beneficiary communities specifically in the following areas:
 

" water usage (personal and domestic)
 
" water handling and storage
 
* waste disposal (human, animal, and domestic) and
 
" routine upkeep and protection of the water system.
 

Health education activities include training seminars for village leaders,
 
developing hygiene and sanitation curriculums for the primary schools, and
 
training village maintenance crews in the upkeep of the wells.
 

1.3.2 Intermediate Objectives
 

1. 	To continue to strengthen the health education program implemented in the
 
villages and schools in the project zone.
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2. 	To develop a sense of community participation and ownership in both the
 
construction of the water points and in the long-term maintenance and
 
protection of the wells.
 

3. 	To reinforce the existing CARE/Community Development pump maintenence
 
program. It has been recommended that this program effort be merged with
 
maintenance projects maintained by other agencies installing handpumps
 
such as Genie Rurale (a national service in the Ministry of Agriculture),
 
FONADER, and FSAR.
 

4. 	To train government counterparts in the technical and educational aspects
 
of the project so that project activities can eventually be completely
 
turned over to the local government services.
 

1.4 Project Implementation
 

The 	project is being implemented by CARE in cooperation with the Department of
 
Community Development of the Ministry of Agriculture. Technical assistance for
 
the drilling component is provided by CARE with the cooperation of the
 
Ministry of Mines and Energy through the Ground Water Project.
 

CARE provides the project with the technical expertise, administrative support

and personnel necessary for project implementation and operation of the Mokolo
 
regional office. CARE also provides some of the vehicles, equipment, and
 
materials required in the construction component of the project. Additionally,

CARE supplies some of the community development agents' motorcycles.
 

The Government of Cameroon (GOC) is required to make an annual deposit of
 
counterpart funds; assign adequate counterpart personnel, including a senior
 
staff member qualified in health education and 15 new or existing field
 
agents; to provide one field vehicle each for the health education and the
 
well program technical counterparts and for the three departmental service
 
chiefs affected by the project; to provide adequate office space for the CARE
 
staff operations in Mokolo for the duration of the project; and to supply a
 
drilling rig with crew (including their salaries) for each of the three
 
remaining drilling seasons. The total estimated value of the contributions by

the GOC in Phase I was $248,000. For Phase II the total planned contribution
 
of the government is $326,880 ($193,548 in kind and $133,332 in cash).
 

The 	project was modified in a number of ways for Phase II. Project technology
 
was expanded to include small-bore mud drilling for the hand-dug wells
 
program. The project activity targets were increased substantially without
 
increasing project costs. Finally, special emphasis was placed on GOC
 
counterpart commitments in order to increase the likelihood that the project

will be continued after CARE's involvement has stopped.
 

Table 1 lists the site protocol for the well construction, community
 
motivation, and education activities in a client community.
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Table 1 

Site Protocol
 

PHASE I
 

1. 	Village makes a request to the local prefet who forwards all requests to
 

the Department of Community Development in the Ministry of kJriculture
 

(CD). 

2. 	CD compiles a list of all requests and separates them into Mora/Maroua or
 

Mokolo areas.
 

3. 	CARE receives list. Dispatches CD agent to potential village to
 

investigate history of community involvement, quality of water sources,
 

any other indications that may facilitate or impede the success of working
 

within the village.
 

4. 	CARE examines information collected by CD agent and conducts a site visit
 

of the village. Feasibility of proposed area is assessed by CARE technical
 

staff. Sites already identified by FSAR and Genie Rurale are not
 

considered.
 

5. 	Amended list returned to CD and circulated to FSAR and Genie Rurale which
 

confirm which sites they will work in. (This step is to provide a region­

wide coordination of site selection. It also gives existing government
 

well-drilling services the first choice at site selection.)
 

6. 	CD returns list of possibilities to CARE. (List still may exceed 100
 

sites; CARE objective in Phase II is 45 sites annually.)
 

7. CARE chooses 45 sites from modified list.
 

PHASE II
 

8. 	CD sets advance dates for visit of animators, technical coordinator, and
 

local officials (sous prefet, chef du village, etc.) to villages chosen as
 

well sites. The villagers are told what their contributijn is to be
 

(lodging for CARE well diggecs, food for well diggers, volunteer labor,
 

gravel, and sand) and then the contract is signed.
 

9. Well is constructed.
 

PHASE III
 

10. 	Village Animation/Health Education initiated. Training of local leaders in
 

water usage habits. Well guardians identified for future training. School
 

(if present) visited in effort to supplement curriculum with water related
 

hygiene and sanitation lessons.
 

CARE leaves the site selection policy firmly in the hands of the government
 

agencies charged with that responsibility. In doing so CARE does not work for
 

third (private) party requests for assistance. This CARE policy serves two
 

purposes. It builds up the government's ability to select sites while also
 

concentrating its efforts in working with local villagers.
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1.5 Review of Pnase I Activities
 

Following a mid-term project evaluation by a USAID REDSO/WCA engineer in May
 
1982, a number of modifications were made to the implementation of the
 
project. Infiltration galleries that had been installed were found to produce
 
unsatisfactory results. That metiod of providing water was discontinued after
 
eight such facilities had been built. Some wells were found to be too shallow
 
to provide a year-round supply. CARE undertook to deepen these wells. Problems
 
identified with the Robbins and Myers Moyno Pump, the only one being installed
 
by CARE, were found to originate at the point of manufacture. These problems
 
were addressed with the assistance of the manufac'urers.
 

By the time of the mid-term evaluation only 22 out of the projected 92 water
 
points had been constructed, and the original target was reduced to 72. By the
 
end of FY 83, another 18 waterpoints had been completed and the amended target
 
of 72 water points was reached by the original project expiration date of
 
September 1984.
 

Total estimated number of beneficiaries (based on village populations) at the
 
end of FY 83 was 51,000 persons served by 40 water points for an average of
 
1,300 per well. On- that basis, the 72 well points were expected to serve some
 
95,000 people.
 

Th! s3cond component of the project health education activities, was first
 
designed and implemented by CAPE international staff members but was turned
 
over to a full-time Camerconian health education coordinator in 1982. The
 
coordinator is a Ministry of Health professional who has been seconded to this
 
Ministry of Agriculture project. Under his direction the program activities
 
have continued with a field staff trai has expanded to 20 community
 
development workers.
 

Table 2 gives the ewolution of the activities in the health education program
 
from its inception in 1980 until the end of 1984.
 

The first years of the project were "start-up" years for CARE/Cameroon in the
 
Mokolo area. Project efforts included constructing a warehouse, setting up 
vehicle maintenance facilities, and training staff. 

A large part of CARE's efforts in the first five years of the project was to 
assist in as many ways as possible iireinforcing the growth of the Department
 
of Community Development within the Ministry of Agriculture. In 1979, when
 
project activities began, the Department of Community Development barely
 
existed and had practically no effective presence in the field. The concept of
 
community development is a relatively new one for the French speaking
 
(francophone) areas of Cameroon, although it has enjoyed much success in the
 
English speaking (anglophone) areas of the country. The GOC's support of the
 
expansion of the Department of Community Development is evidenced by its
 
desire to introduce community development concepts to the francophone areas.
 

1.6 The Purpose of this Report
 

In 1984 CARE approached the WASH 2roject to obtain assistance in the design of
 

a methodology to evaluate the effectiveness of the health education program.
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Table 2
 

CARE/C.D. Evaluation of the Health Education Program, 1980-1984
 
Regional Sanitary Education Program
 
Mayo Sanaga / Mayo Save / Diamare
 

Progress of CARE/C.D. Sanitary Education Activities
 

Yearly Totals
 
Activities 1980-81 1981-82 1982-83 1983-84
 

1. 	Number of wells constructed 4 16 20 28
 

2. 	Villages with village leaders 
 - 20 11 19
 
already trained
 

3. Number of already trained village 1 122 57 104
 
leaders
 

4. 	Number of trained well-diggers 27 44 12 3
 

5. 	Number of trained well-guards - - 3 ­

6. 	Number of trained sanitation ­ - - 10 
organizers
 

7. 	Number of latrines currently being - 1,195 2,366 6,663 
used in the villages 

8. 	Number of villages with CARE wells - ­ 19/35 27/58
 
maintained and adequately enclosed
 

9. 	Number of villages whose CARE well 
 - - 38/35 58/58
water is the principal source of
 
80% 	of the drinking water
 

10. 	 Villages possessing a cover and cups 
 - - 25/35 45/58
for conserving "canari" (storage jar) 
water hygienically 

11. 	 villages that hold open community - - - 35/58
meetings providing information about 
sanitary education (E.S.) 

12. 	 Villag-.s with a communal field 
 - - - 8/58 

13. 	 NumbeL of villages for which "Basic ­ - - 4/58
Health Care" program planned
 

14. 	 Number of villages with active ­ - - 1/58
"Basic Health Care" program 

15. 
 Number of trained village health - - - 6/58 
workers 
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Table 2 (Continued)
 

Activities 1980-81 

Yearly Totals 

1981-82 1982-83 1983-84 

16. Number of schools where health edu- 13 13 12 10 

cation has taken place 

17. Number of trained instructors 26 26 24 20 

18. Schools that have incorporated 
sanitary education into their 
curriculum 

- - 20/25 28/31 

19. Schools using the teaching materials 
furnished for sanitary education 

- - - 28/31 

20. Schools with an active school health 
committee 

- - - 19/31 

21. Schools with separate latrines for 
teachers and pupils 

- 18/95 24/31 

22. 

23. 

Schools with a storage jar of drink-
ing water in each classroom 

Schools carrying on environmental 

sanitation (gar:-age pits) 

-

-

-

-

12/25 

9/25 

19/31 

17/31 

24. Schools with a school garden - - - -

25. Schools cooperating with village 
leaders for promotion of sanitary 
education in the village 

- - 11/31 

26. Schools cooperating with the local 
area health service 

- - 18/31 
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In response WASH selected a consultant whose specific task it was to review
 
the Northern Wells Project -- in particular its health education facets, and
 
develop an evaluation plan, including protocols for collecting the necessary

data (See Appendix 1, Scope of Work.) Two additional tasks involved assessing
 
spare parts supplies and bacteriologic testing of well water. The consultant
 
spent four weeks in Cameroon in March 1985 to carry out the assignment. This
 
report documents the effort and the results.
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Chapter 2
 

THE HEALTH EDUCATION PROGRAM
 

2.1 Introduction
 

The health education component of the Northern Wells Project is designed and 
managed by the health education coordinator with the help of local government 
officials, and a corps of 20 community development agents. Once trained, these 
agents participate in all phases of the well project - from site selection 
and village extension work to post-installation visits -- and receive 
re-training as required. (The fact that the program is directed by a
 
Cameroonian government official at this level of project activity indicates
 
that CARE's long-range objective of institutional building is possibly being
 
realized and also indicates the degree to which the GOC is committed to the
 
project.)
 

The health educati3n component has two goals. The first is to give Cameroonian
 
nationals on-the-job training in health education techniques so that they can
 
train other agents and the villagers of the region and supervise their
 
activities. The second is to change the water use and hygiene habits of the
 
villagers themselves.
 

The health education project activity targets are redefined yearly. The FY 84
 
targets were to hold seminars for local leaders, school teachers, and well
 
guardians, to complete village site files, to hold well-digger health
 
education workshops, and to conduct village orientation/health education
 
visits. The seminar/workshops cover general methodology, educational
 
techniques and tools, and methods of organizing, supporting, and motivating a
 
community and feature "hands-on" practical demonstrations. Follow-up site
 
visits by the health education coordinator and community development agents
 
supplement the seminar/workshop training sessions. The visits provide
 
important field support assistance to the communities in problem solving. One
 
of the unplanned-for impacts of the community development work is that four
 
communities have requested further health-related assistance. These requests
 
in turn have spurred the creation of a new project activity in organizing the
 
community for primary health care.
 

The GOC has given the provision of village water supply systems top priority
 
for rural development activities in the Extreme North Province. This has meant
 
an increase in the budgets of other government community and rural develop­
ment entities as well as government monetary support to other international
 
aid organizations such as CARE. However, the CARE project differs significant­
ly from other well construction projects in the region in its emphasis on
 
community participation and health education. It is therefore important to
 
evaluate these unique project components.
 

2.2 Effectiveness of Community Development Agents
 

Ideally, the community development agent's main purpose is to encourage and
 
nurture a willingness among villagers to work together to solve community
 
problems. This includes assisting them to organize themselves and co launch
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the work as well as following through with the necessary supervision of the
 
community's efforts. The activities demanded by the project require the
 
villagers to carry out important exercises in decision-making and planning
 
that can lay the groundwork for other communal self-help development
 
activities.
 

There are, however, some problems which seriously weaken the agents'
 
effectiveness. Since the purpose of the proposed evaluation plan is to assist
 
CARE personnel and their Cameroonian counterparts to improve the project, a
 
closer look at the problems hindering the agents is in order.
 

Because the Community Development Department within the Ministry of
 
Agriculture is not a health-related service, approximately 90 percent of the
 
individuals assigned to work on the project as agents have not had any
 
previous health training.
 

The new agents are assigned to the project by Ministry of Agriculture
 
headquarters; the health education coordinator has no input into the hiring of
 
new personnel. The new agents may be recently out of the Community Development
 
Department's training program, which apparently has no health component, or
 
they may have had field experience with some other agency within the Ministry
 
of Agriculture or from some other ministry altogether. Lacking training or
 
work experience in public health, some agents understandably feel inadequately
 
prepared for work with the communities. Some of the community development
 
agents are illiterate. The health education coordinator has the complete
 
responsibility for training these people for health education activities.
 

Several community development agents with experience in community motivation
 
deny the importance of being knowledgeable about health education. They see
 
themselves principally as community motivatozs, not health educators. While
 
this may be acceptable at the initial stages of a project when the principal
 
task is motivating the community to aid in the construction of the water
 
supply, such an attitude is deleterious with respect to the later stage when
 
the emphasis is placed on health education.
 

Paradoxically, the importance of health education is being acknowledged by
 
other non-health GOC agencies constructing water supplies such as Genie Rurale
 
and FSAR, a special rural fund of the GOC. Genie Rurale recently asked the
 
Ministry of Health for nurses to carry out health education in villages where
 
it is digging wells, and FSAR asked the Health Education Coordinator to do
 
health education at some of their new sites.
 

According to their job description, agents are expected to spend 40 percent of
 
their time in the office. Unfortunately, however, several agents are not
 
enthusiastic about fieldwork and choose to spend a greater percentage of their
 
time in the office. Alsc agents tend not to spend much time in a community
 
because of their desire to retrn home each night no matter the distance.
 

2.3 Field Supervision
 

The health education coordinator has numerous responsibilities. He is
 
responsible for three departmental officers and the 20 agents carrying out the
 
program. In addition he has to train any agents not qualified to work in
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health education. The training consists of one month of classroom instruction
 
and one month of fieldwork. The classroom instruction is carried out by the
 

coordinator. Obviously, the time he spends in the classroom diminishes the
 
time he has to visit the field and supervise what people are doing there.
 

The supervision problem has been exacerbated by the increase in the number of
 

wells to be completed per year. Phase II calls for 45 wells per year, whereas
 
Phase I achieved a maximum of 27 per year. This significant increase
 

translates into greater planning and training responsibilities for the health
 
educator coordinator at the expense of supervision. The coordinator recently
 
discovered that an agent had falsely claimed to have visited and carried out
 
activities in a community.
 

The need for more supervisors is obvious and will be met only temporarily by a
 
three-month contract for assistance with a Peace Corps Volunteer. A Dutch
 
volunteer was to be assigned to help the coordinator but his arrival has been
 
postponed twice.
 

2.4 Neglected Project Components
 

2.4.1 The Schools Component
 

Part of the community development agent's job is to seek out and work with
 
school officials and teachers located in the villages of his sector.
 
Unfortunately, many of the agents have not gone beyond the initial contact
 
phase to develop a working relationship wit': the teachers and officials. The
 
agents probably are intimidated by the higher income, better education, and
 
status of the teachers and tend to avoid having to deal with them.
 

2.4.2 The Well-Guardian Program
 

The well-guardian program is part of the effort to set up an effective 	well
 
area
and pump maintenance program. The guardian's tasks are to keep the well 


clean, notify the regional pump maintenance mechanic if there is a problem
 
with the pump, and regulate pump use if there is a water shortage or other
 
reason for so doing.
 

At this time there are very few well guardians; the project has not given much
 
effort to developing this aspect.
 

2.4.3 The Village Health Committee Program
 

At this time, there are few village health committees that have been formed as
 
a result of the efforts of the project agents. Most agents have preferred to
 

work with the formal leaders in the conmunity. The project is now trying to
 

change this 'situation and is emphasising the need for the community
 
development agents to work at getting such committees organized so that there
 
will be a group of villagers capable of working as change agents to assist
 
them.
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2.5 Continuity of Project Personnel
 

When a community development agent performs well and receives a promotion, he
 
will very likely be transferred to another part of the country. Such transfers
 
of experienced people are a serious drain of talents and skills from the
 
project. In comparison, when local Ministry of Health personnel get promoted,
 
they receive a raise in salary but stay where they are. Collaboration between
 
the project personnel and personnel from the Ministry of Health should be
 
encouraged to promote continuity of the project activities after 1987.
 

2.6 GOC Counterpart Funding
 

The morale problem among agents stems not only from their inadequate
 
background in health but also from delays in salary and transportation
 
payments. The GOC has not paid its counterpart fund contribution for FY 85.
 
Money from this fund is used to pay agents' salaries and fuel and replacement­

part costs for their motorcycles. This year the payment to the fund is nine
 
months overdue. If the fiscal year comes to a close before the fund is
 
released, the monies that CARE has advanced the health education program
 
throughout the year probably will not be reimbursed by the GOC.
 

2.7 Women Community Development Agents
 

It is disturbing to note that women of child-bearing age did not attend the
 
health education talks presented in the villages. Due to religious and ethnic
 

traditions, men and women do not mix together in groups publicly. However,
 
water collection, household sanitation, and child hygiene are all women's
 

responsibilities and it just does not make sense to have men trying to
 

convince the women to change their habits. The men lack credibility as agents
 
of change. There is a need for the project to recruit more women for the agent
 
positions.
 

Ideally, each community should be serviced by one male and one female
 

community development agent. They should both be from the area and be able to
 
communicate directly to the clients in their own language. The male agent
 
would be most effective In dealing with the male formal leadership groups
 
within the community and at the constructlon stage of the project. The female
 

agent would be most effective in the much longer stage in which the project
 

tries to encourage the long-term adoption of healthful behaviors.
 

2.8 Recommendations
 

1. 	Minimal qualifications should be set for candidates for community
 
development agent positions. Candidates should be evaluated for their
 
communications skills.
 

2. 	Community agents should either live in the communities to which they are
 

assigned or should spend nights in them to increase their level of
 
contact.
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3. 	There is an urgent need for more supervisors in the health education
 
program.
 

4. 	Community agents should be pressured into increasing their work with the
 
schools. 

5. Women community agents should be recruited. Each project community
be serviced by both a male and female agent. 

should 

6. Greater emphasis should be placed on the well-guardian and village
committee components of the project. 

health 
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Chapter 3
 

EVALUATION PLAN AND INSTRUMENTS
 

3.1 Evaluation Variables
 

In the usual systems evaluation model, there are input, process, and output
 
variables to consider. For health education programs, the output or dependent
 
variables are changes in the health behavior of the group or groups targeted
 
by the program that, if adopted on a long-term basis, are expected to result
 
in the improved health status of the people adopting these behaviors. Health
 
status of a population may be considered as an outcome variable for the whole
 
Northern Wells Project. In the case of the Northern Wells Project, the output
 
variables are indices of morbidity and mortality rates for diseases related to
 
poor domestic and community sanitation, the use of contaminated water
 
supplies, and unhealthy personal hygiene.
 

The input or independent variables are the various activities implemented by
 
the program, including the construction of water and sanitary facilities,
 
health education, community development, etc.
 

The exploration of the relationships that might exist between input, process,
 
and output variables is expressed in terms of an evaluation design. There are
 
several standard designs and the choice of any specific design depends on the
 
unique combination of the evaluation quesitons, of conditions present and
 
resources available for the program evaluation.
 

3.2 Previous Evaluation Proposals
 

3.2.1 The Tomaro and Heilman Report
 

An evaluation methodology for the health education program was suggested by
 
WASH consultants, Tomaro and Heilman, in their report, "Formulation of the
 
CARE Multi-year Plan for Water Supply and Sanitation in Cameroon" (WASH Field
 
Report No. 75, March 1983, pages 20-29).
 

They proposed a methodology that combined two evaluation designs for assessing
 
behavior change and the overall impact of the water-supply project. One was a
 
simple "before" and "after" approach that identified differences in the values
 
of the evaluation variables before the introduction of the program and at some
 
point after the program's start. The other was an approach that compared the
 
"before" and "after" status of communities who received the water supply and
 
health education with communities that did not receive these services, i.e.,
 
the use of control communities.
 

Tomaro and Heilman suggested that the evaluation should attempt to measure
 
changes in outcome variables, principally changes in the infant mortality
 
rate, the child mortality rate, and the prevalence of diarrhea in children
 
under five years of age.
 

Process or intermediate variables to be measured included: 1) well sites with
 

constructed and maintained well enclosures, 2) increased number and use of
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latrines, 3) the use of the CARE well as the main drinking water supply for
 
the community, 4) improvement in cleanliness of water storage and water usage

vessels, 5) indicators regarding latrine construction, maintenance, and use,
 
6) general measures of community cleanliness, and 7) changes in mothers'
 
hygiene practices regarding their children.
 

After the baseline study, with the data to be collected by trained
 
professionals (not project personnel), the next attempt to assess impact 
was
 
to be made after the interventions had been in place at least a complete year.
 

Tomaro and Heilman proposed selecting a sample of villages consisting of the
 
wealthiest and poorest ones in the program. The control group was also 
to
 
consist of wealthy and poor communities.
 

This suggested evaluation plan was not implemented and the consultants
 
concluded that project personnel hesitated to expend the resources and time
 
needed to implement this evaluation design.
 

3.2.2 USAID/PD&E/CARE Proposal
 

In February 1984, USAID/Cameroon (and CARE) outlined plans for an evaluation
 
in a cable to WASH. The following quotations from the cable give the essence
 
of the plan.
 

"Data reported from health posts in project area indicate precipitous
 
decline in the incidence of water borne diseases. CARE and USAID are
 
both interested in verifying data which indicated that the project is
 
a bona fide 'success story' in health improvement resulting from well
 
implemented program of Loth technical and practical hygiene transfer
 
to the village. A positive evdluation would justify extending and/or
 
expanding activities in the present project target area.
 

"...In order to complete the evaluation, CARE has suggested the
 
following scope of work which they estimate could be accomplished by
 
two water usage health specialists during a one month period in the
 
project zone. The preferred timing is May, 1984.
 

A) 	Follow-up studies in two selected villages on health indicators
 
in school age children. This to be considered the
 
post-intervention investigation corresponding to pre-intervention
 
studies already conducted by HEED component.
 

B) 	Basic health studies in a paired-village (with and without CARE
 
HEED program) study in 2 to 4 isolated rural villages in the
 
project zone.
 

C) 	Investigation of the effectiveness of the CARE primary school
 
health education program.
 

D) 	Analysis of morbidity and mortality statistics of clinics and
 
hospitals both in and out of the project zone."
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The response to USAID'Cameroon was a cable that stated WASH's reservations
 
about the epidemiological validity of the proposed studies and a query as 
 to
 
whether or not the project had the budget to cover the costs of completing the
 
suggested work. A later cable from CARE indicated that the project lacked
 
baseline data, and there is no mention of any pre-intervention study results.
 
As far as the consultant is aware no further action on project evaluation was
 
taken.
 

3.3 Proposed Plan for Evaluating the Health Education Component
 

3,3.1 Evaluation Development Goals and Guidelines
 

The 	general goals of any health education program evaluation are:
 

1. 	To improve policy decisions about the usefulness and design of
 
future health education activities.
 

2. 	To improve the performance of the existing program.
 

3. 	To improve institutional basic program management skills.
 

Studies that measure health impacts are complex, require the services of an
 
epidemiologist and a statistician, and are generally expensive to carry out if
 
they are to achieve results that will have scientific and statistical
 
validity. Given the resources available to the prcject, it would not be
 
feasible to evaluate actual changes in health status. Instead the evaluation
 
should focus its efforts on measuring changes in the intermediate variables,
 
the targeted health behavior changes themselves. The task then becomes one of
 
designing a data collection system that yields scientifically valid results
 
and that can be carried out given the skill levels of project personnel, the
 
availability of supervisors, and the time left in the project.
 

After preliminary visits to the field, meetings with project field personnel,
 
and detailed discussions of the present program, several guidelines 
were
 
chosen for the development of the evaluation instruments:
 

" The instruments should be developed as much as possible by the
 
people who will use them so that they will feel some sense of
 
ownership. In this case, when the suggested surveys go through
 
rigorous field testing, users will have an opportunity to make
 
suggestions about how they could be improved.
 

" Given the level of interviewing skills of the field staff, the
 
instruments should be kept as simple as possible and should be
 
based as much as possible on direct observation, rather than on
 
direct questioninq.
 

* 	The field staff should be able to carry out the first level of
 
data analysis so that they can see how the results of their
 
efforts can be immediately applied to their own work and planning
 
needs.
 

-19­



* The forms should be accompanied by instruction manuals describing
 

how to interpret the questions and score the responses.
 

" 	Embarrassing questions should be avoided.
 

9 	The information should remain in the field so that it can be used
 
both by the program and individual agents for their work.
 

" 	The evaluation instruments should not be too long or cumbersome;
 
completion time should not exceed 30 minutes per interview.
 

" 	Interviewers should receive minimal training befoLe they begin
 
their work in the field.
 

" 	The survey instrument and the performance of the interviews should
 
be pretested before actual data collection begins.
 

3.3.2 The Household Survey
 

The household survey of hygienic behaviors is the major evaluation instrument
 
developed through this consultancy. It consists of a questionnaire and
 
instruction manual, copies of which can be seen in Appendix 2. Hygienic
 
behaviors targeted by the health education program are observed with the aid
 
of 42 questions. The principal areas of interest are personal hygiene, family
 
water storage and use, house quality and hygiene, cooking area,
 
clothes-washing at home, toilet habits, and cleanliness of the yard.
 

The Health Education Coordinator is to select a random sample of households to
 
be surveyed in each of the communities either already in the projecc or slated
 
to join the project before its completion in 1987. The size of the sample
 
should represent 10 percent of the total number of households in the
 
community. These selected households will be followed longitudinally until the
 
end of the project. The ability of the coordinator to choose a random sample
 
from each community is based on the assumption that there is a rough map of
 
each community showing the location of each home.
 

The survey should be repeated on the longitudinal sample of families at least
 
twice in one year, at six-month intervals. To diminish complications in
 
interpreting the data, the surveys should be done only during the dry season.
 
This should not be too difficult given the shortness of the wet season. If
 
possible, the survey should be repeated at quarterly intervals.
 

Implementation
 

Before they are used, both the survey questionnaire and the instruction manual
 
should be field tested by the community development agents under the
 
supervision of the health education coordinator. In addition the agents must
 
be trained in how to conduct the survey. Each version of the form should be
 
tested by three agents on three households each in the same community at the
 
same time. The coordinator must be present when the survey is being tested so
 
that he can fully discuss the experiences of the agents and find out in detail
 
their reactions to the form and the reactions of the informants. The
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expectation is that there will have to be at least two sets of field trials
 

before the survey form and manual are finalized.
 

The in-staff training should be supervised by the health education
 
at a time,
coordinator. The sessions should not include more than five agents 


and the form and the manual should be reviewed carefully in detail. By the
 

time the community development agents go into the field to implement the
 

survey they should know the manual of instructions by heart, so that they are
 

able to score the responses correctly. The quality of the results depends
 

entirely on the quality of the information collected by the agents.
 

The health education coordinator, and any other supervisors there might be,
 

are the key people for deciding whether or not the survey results are
 

reliable. They should continually check the accuracy of the completed surveys
 

by randomly choosing houses for retesting a week or two after they have been
 
two
surveyed by the community development agent. If there are more than one or 


differences between the responses obtained by the supervisors and those
 

obtained by the agent then there is a problem with the understanding of the
 
manual and/or the criteria for choosing a
interviewer, with the instruction 


positive or neyative response.
 

Analyzing the Results
 

The ;coring system is simple: each proper behavior observed receives a score
 
incorrect behavior observed a score of zero. Responses
of oi:e point and each 


to h- scored are either "yes/no" or "good/poor." The form was designed so that
 

all ne positive responses are in the left-hand response column and all the
 

nega ie responses in the right-hand column. Thus, after completing and
 

chec Ing the form, the surveyor can add up the number of circled items in the
 

left hand column to get a raw hygienic behavior score for that household for
 
that visit.
 

The s:ore at this stage is "raw" because the base number of questions is not
 

alwa, 3 the same for each household. The main factor is whether or not there
 

are children in the household. If there are not, then those questions relating
 

to children are not applicable and need to be subtracted from the denominator
 
a
of tie fraction used to calculate the final score. It is practical to use 


handheld calculator to calculate the final adjusted score, and it is suggested
 

that one be assigned to each office for the use of agents.
 

These surveys are carried out at the household level and are to be done in all
 
project or those slated to enter the project.
the communities already in the 


If they are done in communities that have not yet started to receive water and
 

health education, ther. the information will constitute a baseline for that
 

community. If the programs have already started in the community, then the
 

intormation will constitute progress measurement data.
 

The sample of households is to be surveyed several times over the remaining
 

life of the project. It is expecLed that a trend of increasing scores will be
 

seen in those communities receiving health education inputs. An increase in
 

household scores implies adoption of an increasing number of healthful
 

behaviors promoted by the program.
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By 	adding up the adjusted scores for a conrunity, a mean village score can be
 
calculated with its standard deviation. Again, in time, one would expect to
 
see an increase in the value of the community mean and a decrease in the value
 
of 	the standard deviation.
 

3.2.3 The Community Survey
 

From its inception, the Northern Wells Project has lacked baseline data.
 
According to the health educz.tion coordinator, none were collected during the
 
first two years ot the project. Unfortunately, there also waF no collaboration
 
with the Ministry of Health before the health education component began work
 
in 	the villages. This was a serious oversight, since the ministry of Health
 
has been involved in many rural development programs and has experienced
 
personnel at its Health Education Office in Yaounde. However, a baseline
 
survey is now being used by the community development agents for the villages
 
targeted to receive a new potable water supply.
 

The survey instrument used by the agents is called the Community Survey
 
Form/Fiche d'Etude de la Communaut (Appendix 3). It was designed by the
 
health education program to assess the felt needs and priorities within the
 
community and has sections on location and population; history, religions,
 
beliefs; community organizations; com.unity infrastructure; economic
 
structure; health status of the population; and proposed actions and
 
strategies.
 

The survey can reveal villager attitudes that might need to be addressed
 
before any project interventions are introduced. For example, in one village,
 
the response to a question regarding the attitude towards education was that
 
"the Whites fool us with their education," and regarding vaccinations that,

"vaccinations kill people and above 
all children." Although these two rather
 
extreme examples do not refer directly to the wells project, they underscore
 
the importance of not assuming that any planned intervention will be welcomed
 
with open arms by all members of a community. A preliminary survey, therefore,
 
is a valuable tool for developing strategies to work successfully in villages.
 
Determining the collective village viewpoint is a valuable means of obtaining
 
the willing collaboration of the community members in local project planning.
 

The survey is conducted informally by a community development agent during
 
several visits to a target community. Notes are taken discretely during the
 
visit or are made after the agent has left the village; this lessens the
 
suspicion of the informants, who may be upset at the sight of the agent taking
 
notes during their discussions. Questions cover a range of topics from the
 
origin of the population to the months when harvesting is done.
 

The community survey is important to the project for three reasons:
 

* 	it is the first point of contact with the community,
 

a 	it guides the development of an appropriate project program within
 
the community, and
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9 	it constitutes baseline information which can be referred to by
 
the evaluation plan in identifying certain changes that have
 
occurred at the village level due to the project.
 

Ways to Improve the Survey
 

As it is now conducted, there are a number of problems with the survey. Any
 
survey, no matter how expertly designed, is rendered valueless if it is
 
improperly executed. One of the problems plaguing the project has been the
 
lack of qualified personnel. Because non-health professionals constitute an
 
overwhelming majority of the community development agents responsible for
 
completing the survey, the health education coordinator has been obligated to
 
concentrate his efforts on trainina the agents in health at the expense of
 
increasing their survey implementation skills.
 

While it is admirable for the project to have such a detailed overview of a
 
community, the community survey should also provide information of greater
 
direct relevance to the health education component of the project. The
 
consultant recommends that the following community survey revisions be made:
 

1. 	greater emphasis should be put on obtaining information about
 
established organizations within the village. It is especially
 
important to identify any women's groups. Village women are key
 
change agents within the community, but they are often
 
under-represented at project health discussions.
 

2. 	There should be more direct questioning of villagers regarding
 
their views on disease, their perceptions of health hazards and
 
what they propose to do about them.
 

3. 	An attempt should be made to gain the villagers' views on any
 
previous outside intervention eftorts conducted in the area. What
 
did the villagers perceive about the rationale, methods, and
 
effects of such projects on their lifestyles.
 

3.3.4 	 Forms for Evaluating CD Agent Presentations and Health Education
 
Materials
 

The health education coordinator, with the part-time help of a health aide
 
from the hospital at Mokolo, is responsible for the supervision of the 20
 
community development agents. He has been trying to attend the presentations
 
given by the agents in the communities at least 10 times per month. Appendix 4
 
is a recommended form for evaluating a presentation and the audiovisual
 
materials used.
 

A checklist for the evaluation of the health education materials is given in
 
Appendix 5.
 

3.4 The Primary School Pilot Project
 

On 13 December 1983, an intensive diagnostic and treatment campaign was
 
launched in a primary school in Magoumaz, a village close to the Nigerian
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border. Magoumaz, with a population of close to 4,000 ople, is isolated at
 
the end of a road and is separated from ot -?r cormmini,. -s on three sides by
 
mountains. The campaign was held just bef. i a CARE ;e . near the viliage
 
school was inaugurated. The plan was to exaine and medically treat all the
 
diseaEs- symptoms of the primary school children. Then it would be seen if the
 
well w.:'ter would make any substantial impact on the health of the 110
 
students.
 

The students were examined and treated, but no follow-up stool examinations
 
were done due to staffing difficulties. On 8 March 1985 the consultant
 
organized a team of preventive health clinic nurses, one doctor, and the CARE
 
health education coordinator, and returned to Magoumaz, 15 months after the
 
original examinations, to retest as many of the original 110 pupils as
 
possible.
 

The results showed a 70-75 percent reduction in the prev.fence of hookworm and
 
roundworm. A possible explanation for the low :einfection rate appears to be
 
that few of the children now ventured down to the heavily infected and
 
semi-dried up river.
 

This study generated much interest in the project staff as well as among the
 
local health professionals and there was a desire to repeat it in a more
 
systematic and scientific fashion. Therefore, a protocol was developed for a
 
pilot project to examine the impact of the Northern Wells Project on school
 
populations.
 

The pilot project consists of a quasi-experimental multiple time-series
 
examination of four separate village schools having ready access to new wells.
 
Two of the schools will have access to a new potable water supply alone and
 
two will have access to water and will also implement an health education
 
curriculum. It is hoped that such a study will allow for the evaluation of the
 
health education component alone.
 

CARE/Cameroon has already agreed to pick up the additional costs to the
 
project of implementing such a study. The cost has been estimated to be
 
$5,000. Seven possible school sites have been identified. The water and
 
sanitation related diseases prevalent among the school children in the project
 
area include diarrhea, worm infections, skin and eye infections, louse-borne
 
infections, and mosquito and fly-borne infections.
 

Officials of the Ministry of Agriculture, the Ministry of Health, and the
 
Ministry of Education have collaborated in working out the arrangements for
 
this study. This is seen as a very positive step. Most of the official
 
clearance needed for the study to go ahead is available at the regional level.
 

The project will be carried out under the supervision of the health education
 
coordinator. The chief physician of the Preventive Health Clinic will serve as
 
medical advisor. Ministry of Health personnel will carry out the physical
 
diagnoses (to take and examine the stool and urine samples), and community
 
development agents will observe the behaviors of the children with respect to
 
water usage and usage of latrine facilities and will monitor the activities of
 
school health committees.. The health education curriculum being used in the
 
test schools is to be reviewed every month. It has been reported that class­
room time officially designated for hygiene education has been used for recess
 
periods because the teachers lacked information and knowledge in the area.
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The project has faced major difficulties in getting the community development

agents to work with the village teachers and pupils. There are two main
 
reasons for this. First, as 
 stated before, because the teachers are better
 
educated and have higher status in the community, the agents are nervous about
 
dealing with them. Second, agents generally do not understand the health
 
education material very well; therefore, they are reluctant to put themselves
 
in front of a class of children whose questions reveal their lack of
 
knowledge.
 

Through the pilot project, at least four of the 20 community development
 
agents will receive additional retraining in working with school age

populations and will be given specific achievable tasks in assisting the
 
school pilot project. The four agents included will have a better
 
understanding of the information they are collecting and what it means. One of
 
the benefits of this pilot project is that itwill initiate and measure the
 
effectiveness of a more focused and extensive effort in constructing wells and
 
latrines near rural schools.
 

It is recommended that the health education coordinator receive further
 
training in data management and epidemiological methods so that he can help to
 
run the study with the physician. It is recommended that he be sent for
 
short-term training to OCEAC (the Coordinating Organization for the Fight

Against Endemic Diseases in Central Africa) in Yaounde.
 

This pilot project has long-term implications for the continuation of the
 
project efforts after the project's official close in 1987 because it involves
 
a long-overdue close collaboration between project personnel and personnel of
 
the Ministry of Health who naturally are interested in many aspects of the
 
project. The Ministry of Health will soon be launching a primary health care
 
campaign in the area and expects to be involved with water supply, latrine
 
construction and health education itself.
 

3.5 Other Project Evaluation Data
 

During his field visits, the consultant passed through a village where
 
technical personnel were carrying out an evaluation of the use of the well and
 
pump. A technician was counting the number of people using the facility and
 
estimating the amount of water being collected. The consultant did not
 
ascertain the extent of these evaluation activities and the frequency with
 
which they are carried out. It is very possible that the technical personnel

have been collecting data related to water use and well and pump maintenance
 
that would be of prime importance to the evaluation of the health education
 
component of the project.
 

In its appendices, the 1983 Tomaro and Heilman Report contains copies of
 
health education program evaluation forms. The consultant did not ascertain
 
the extent to which those forms were being used to collect data that could be
 
incorporated into the present suggested evaluation plan.
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Chapter 4
 

THE HANDPUMP MAINTENANCE PROGRAM
 

4.1 Choice of Pump
 

In the original design of the Northern Wells Project, CARE was to test the use
 
of several different handpump types to see which was the best for the project.
 
However, CARE very quickly opted to go entirely with the U.S. made Moyno Pump,
 
and for the first five years of the project this was the only pump installed.
 
The maintenance of the Moyno Pumps is technically quite complex and requires
 
the use of special tools and special mechanical skills and is not suitable for
 
a project in which community members are supposed to manage pump maintenance
 
by themselves. This is a serious drawback. In reality, pump maintenance has
 
been carried out by special maintenance teams. There were some other problems
 
but these were resolved with the assistance of the manufacturer.
 

The project's chief engineer recently tested a British handpump known as the
 
Mono Pump and found it to be more efficient than the Moyno Pump and less ex­
pensive to buy and maintain. The project has now switched permanently to Mono
 
Pumps. 

4.2 Spare Parts Availability
 

There is currently a sufficient number of spare parts for both pumps in the
 
Mokolo project warehouse to satisfy the needs of the project until its
 
completion in 1987.
 

4.3 The Status of Handpump Maintenance Training
 

Two levels of training are nepdpd to have an effective long-term pump
 
maintenance program. The first level provides technicians with technical
 
proficiency in problem diagnosis, pump-pulling, repairs and replacement, and
 
pump re-installation. This kind of training is already underway. The second
 
level has yet to get underway. At this level, interested villagers need to be
 
taught how to perform inspections, diagnose problems based on sounds and
 
observations. In this way skilled regional technicians can be called before
 
the pump actually breaks down and service is interrupted, carry out simple
 

a
maintenance, and periodically measure the ral:e of output of the pump as 

check of its operating condition.
 

The long-term operation of the pumps will be in doubt until the communities
 
see the need to take ownership and responsibility fcr their continued
 
operation. Since the women have the responsibility of providing water to the
 
home and thus presumably appreciate the benefits of a well and pump, they
 
should be involved in maintendnce.
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4.4 Long-Term Responsibility for Handpump Maintenance
 

The 	question of who has responsibility for the maintenance of the handpumps
 
after the end of the project in 1987 has not as yet been answered. Preliminary
 
hopes of depending on private sector initiative were dampened somewhat when a
 
local company secured exclusive righs to import the Moyno Pumps and then
 
doubled its local price and the price of spare parts overnight.
 

The project administrator has been trying to work out a cooperative agreement
 
with some other government agencies for assumning long-term responsibility for
 
the pumps. FONADER, an agency in the Ministry of Agriculture, as agreed
 
verbally to take over pump maintenance in one of the three departments of the
 
project, but to date there is no written agreement.
 

In the meantime the project is training an individual from the Ministry of
 
Agriculture in pump maintenance. This technician-in-training has been put
 
temporarily on the CARE payroll until he has completed the 18 month course.
 

4.5 Recommendations
 

1. A good training program to train villagers in routine pump maintenance is
 
needed. Training materials shouid be suitable for use with illiterate
 
people.
 

2. 	The project should explore the possibility of allowing pump and well
 
maintenance to become a women's responsibility.
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Chapter 5
 

BACTERIOLOGICAL TESTING PROGRAM
 

5.1 Tests Conducted by the Consultant
 

Periodic bacteriological sanpling of the project wells after they had been put
 
into operation was felt by USAID engineers to be a worthwhile measure of
 
project performance. In the scope of work, the consultant was requested to
 
take scnpies and was supplied with the necessary materials.
 

Millipore Coli-count Samplers, Millipore Coli-firm Kits and Millipore Membrane
 
Filters with Endo medium were used to test the quality of a randomly selected
 
sample of 14 project wells. A portable Millipore incubator was used to process
 
the samples. The incubator held the temperature within acceptable limits even
 
though the supply of electricity was interrupted several times.
 

The Coli-count Sanilers were used to test for total coliforms. The protocol
 
for taking samples, diluting, and incubating were strictly adhered to;
 
incubation was at 35 degrees centigrade for 48 hours. Unfortunately, the
 
validity of the results obtained are doubtful since it was discovered that the
 
samplers supplied by USAID/Cameroon were 10 months older than their
 
recommended shelf-life. All the samplers gave the same result.
 

A brand new Coli-firm Kit was hand-carried by the consultant to Cameroon, but
 
unfortunately he did not know that the kit had to be refrigerated and it was
 
kept unrefrigerated at a high ambient room temperature for five days. Thus
 
these results were also suspect.
 

The Membrane Filter equipment was already in use by the engineering staff of
 
the project and no problem was encountered with this method. It is therefore
 
assumed that the only reliable results were those obtained using the filter.
 

Total coliform counts were obtained from 1 ml. samples. Sources suspected of 
being heavily contamined were diluted 1:10. Even so, some waters were so 
heavily contaminated that the actual total coliform count could not be 
determined. 

The Membrane Filter method used and the total coliform counts obtained for
 
each sample are presented in Appendices 6 and 7 respectively.
 

5.2 Water Quality Standards
 

According to World Health Organization (WHO) drinking water standards, an
 
acceptable unpiped water supply should yield a count less than 10 coliform
 
organisms per 100 ml. The WHO recommendation is that any source exceeding this
 
level should be avoided until it has been treated. This standard is an
 
unrealistically high one for areas such as Northern Cameroon. Sampling of
 
wells as a project evaluation measure should not be continued unless samples
 
are also taken from the domestic water storage containers. If the quality of
 
water in the storage containers is found to be as good as its quality at the
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pump, the project will know that the health education program has been
 
effective in at least one significant area of sanitation behavior.
 

5.3 Recommendation
 

1. 	If bacteriological testing of well water is continued, samples should also
 
be taken from domestic water storage containers.
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APPENDIX 1
 

Scope of Work
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ACT 	 122 

SCOFE OF dcR:* 

1. 	Review the entire -zrogramand plans of the Northern Wells Project.
 

2. 	2eview in particular the various facets of the health education
 

component.
 

3. 	 identify evaluation variables, both process and outcome. 

4. 	 Develop an evaluation :lan to be reviewed by .A£,V/ameroon and
 

the Government of :aneroon and revised.
 

5. 	Development of pototype evaluation -rotocols for use by CARE 

in evaluatiC tl.e ,.ealt>i edicaton conponent of the :n-roject. 

These -rotocols wold include sanle iuestionnaires, data 

collection guides, and data management methods. 

6. Assess spare parts supply.
 

". Sample certain wells for bacterial juality of water.
 

9. 	Prera-re a report for C.'Z,]/_aeroon and U3AI:/Yao"ine docmenting 

the effort and the results. 

9. Debriefing at .IASH. 

The primary output of this effort is an evaluation plan and attached 

protocols for the project with rartic-lar attention to the health 

education component.
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APPFNDIX 2
 

Household Survey Questionnaire and Manual
 

-35­



MINISTRY OF AGRICULTURE RURAL WATER SUPPLY AND SANITATION PROGRAM
 

HOUSEHOLD SURVEY QUESTIONNAIRE 

SURVEY TAKER: .......................... DATE :...................... 

NAME OF COMMUNITY: ................................................. 

PROVINCE: ....................... DEPARTMENT: ........................
 

NAME OF MALE HEAD OF HOUSEHOLD: ....................................
 

ETHNIC RELATIONSHIP: ...............................................
 

NAME OF SENIOR WIFE: ...............................................
 

TOTAL NUMBER OF PEOPLE LIVING IN THIS HOUSEHOLD =.........
 

HEALTH BEHAVIOURS SECTION
 

Personal Hygiene
 

Did any of the children have mal-au-ventre
 
or diarrhea yesterday? NA no yes
 

Are the clothes of the senior wife clean yes no
 

Is she wearing slippers at home yes no
 

Does she have rashes or ringworm on her skin no yes
 

Are all the children wearing sandals NA yes no
 

Do the children have clean eyes NA yes no
 

Are the children's clothes clean NA yes no
 

Are there signs of rashes, lice or ringworm
 
on the children's skins NA no yes
 

Family Water Storage and Use
 

Is the domestic water source a protected source yes no
 

Are all water containers covered yes no
 

Does each person use a separate cup or gourd yes no
 

Are the cups or gourds contaminated no yes
 

Is the drinking water dirty no yes
 

House Quality and Hygiene
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Is there a dirt floor 


Are there faeces on the floor of the house 


Does everyone in the house sleep off the floor 


Does everyone use mosquito nets at night 


Cooking Area
 

Cooking area is clean 


Plates or cups on the ground 


Kitchen utensils are on the floor 


Prepared food is covered 


Evidence of animals in cooking area 


Plates are cleaned with soap and water 


Plates are dried on the floor 


Plates are dried only on a plate rack 


Clothes-washing at Home
 

Is clothes-washing done at home 


If yes, is there adequate drainage 


Are there clothes-lines or bush-sticks 


Are clothes dried on the ground 


Are the clothes ironed 


Toilet Habits
 

Does the household have access to a latrine 


Does the household have its own latrine 


Condition of latrine 


Where do the children of school age go to toilet
 
in the bush or yard NA 

only in a latrine NA 

Where do the very young children go to toilet 
in the bush or yard NA 
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no 

no 

yes 

yes 

yes 

yes 

no 
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yes 
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no 

yes 

no 

yes 

no 

yes 

yes 

no 

yes 

no 

yes 

no 

yes 

yes 

no 

no 

yes 

no 

no 

yes 

yes 

no 

yes 

yes 

good 

no 

no 

poor 

no 

yes 

yes 

no 

no yes 



on paper NA yes no 

in a special cup or plastic potty NA yes no 

Cleanliness of the Yard 

Is the yard swept clean yes no 

Do they throw refuse into bush no yes 

Do they use a compost fence yes no 

Are there any animals loose in the yard or house no yes 
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HOUSEHOLD SURVEY MANUAL
 

MINISTRY OF AGRICULTURE RURAL WATER SUPPLY AND SANITATION PROGRAM
 
REPUBLIC OF CAMEROON
 

Version 1 16.12.85
 

PUEPOSE OF THE SURVEY
 

The purpose of the household survey is to measure changes in hygienic and
 
sanitary behaviours targeted by the environmental health education program.

By measuring such changes, health educators can see the impact that their
 
activities are having on the community. The results of the survey can also be
 
used by the health educators for planning their activities in the community.
 

The first section of the survey contains questions about the male and female
 
heads-of-household and the number of people living in the household.
 

The second section is titled HEALTH BEHAVIOURS SECTION and contains 42 items
 
related to the healthful behaviours existing in the household at the time of
 
the survey visit. The answers to these items can be scored as 1 or 0, with 1
 
representing the preferred healthful behaviour or condition. The raw score for
 
a family can thus range between 0 and 42 points per visit. However, since not
 
all of the questions may be applicable to each and every family, the score ha
 
to be adjusted. The adjustment converts the range of scores to 0 to 100. The
 
scores for a given household can be compared over time to see if consistent
 
changes in behaviours have taken place. The scores can also be used to compare

households and, if average scores are calculated, to compare communities or
 
districts.
 

Calculation of the raw scores should be done by the health educators
 
themselves and the results given to the Health Education Coordinator. The
 
Health Education Coordinator should then calculate the adjusted final score
 
for each family survey. The completed survey forms are kept in the Provincial
 
Office in the community's file.
 

INSTRUCTIONS
 

WHO CARRIES OUT THE HOUSEHOLD SURVEY
 

The household survey is carried out by the Community Development Agent under
 
the supervision of the Health Education Coordinator.
 

WHO TO INTERVIEW
 

The person to be interviewed for this survey is the senior wife or senior
 
woman in the household. If you find that you cannot have an undisturbed
 
interview with her alone, then do not proceed with the interview but ask 
her
 
when would be a better time to come back. Do not under any circumstances
 
interview a male head-of-household unless you come across a situation where a
 
man is living by himself and constitutes the entire household.
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A visit to a household should always start with a short introduction:
 

a) who you are (if this is the first time you are visiting);
 
b) the purpose of your visit - to get to know them, to do a survey, etc.;
 
c) why this particular household has been chosen;
 
d) state that the information received is confidential and not shared;
 
e) state how much of the interviewee's time you are going to take up.
 
If the interviewee seems uncomfortable about the time, perhaps she had planned
 
to do something. check this out and if so make an appointment to com back at
 
a more suitable time. Never continue an interview if the person is plainly
 
uncomfortable about you being there. If there is a problem with a specific
 
household, discuss it with your supervisor.
 

WHEN TO USE IT
 

This survey is designed to be used both as a base-line and a follow-up survey.
 
With a cc-munity that has just been selected to receive a well, the survey
 
should be done on the households that have been picked at random by the Health
 
Education Coordinator. The Health Education Coordinator is to choose a random
 
sample of 10 percent of the households in each community in the project. The
 
purpose is to document the hygienic and sanitation behaviours in the community
 
prior to the arrival of your education program inputs. Thereafter, each time
 
you visit the community, you should visit the sample houses to resurvey them
 
so that by the end of a year's activities in the community, each sample
 
household has a base-line measurement plus at least one later measurement so
 
that you can compare scores over time on a household by household and on a
 
community basis.
 

This form can also be started in communities where you have already been
 
working for some time and where the community has already received its well.
 
Again each randomly selected sample household should be visited at least twice
 
in one year so that scores can be compared. Ideally, a family should be
 
visited every 3 months, but every 6 months will be acceptable, too.
 

SURVEY CHECKING
 

When you have completed a survey, always check the form before you leave the
 
house to see that a) all the questions have been answered and b) all the
 
answers are correct and do not need to be changed. Once you have left the
 
house answers cannot be changed. The completed form is to be given to the
 
Health Education Coordinator 
percentage scores. Th! checked 
community's file. 

for review 
surveys 

and 
are 

for calculating 
then to be placed 

the adjusted 
into the 

SCORING THE SURVEY 

There is a maximum raw score of 42 points and a minimum score of 0 for each
 
survey. Any answer in the left-hand column is worth 1 point; any answer in the
 
right-hand column, 0 pArnts. To determine the simple, unadjusted raw score,
 
simple count the number of times a reply in the left-hand column has been
 
circled.
 

Some questions will not always be applicable. For example, if you see no
 

children during your visit then the questions concerning children are
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indicated to be "NA" i.e. not applicable. When the District Coordinator 
reviews the completed forms, the scored total should be placed over the total 
number of applicable questions (e.g. 13/42 or 13/33, etc.) A percentage score 
can then be calculated (e.g. 13/42 = 31 and 13/33 - 39). The adjusted 
percentage scores, taking into account only those questions that are 
applicable to the household, will vary between 0 and 100. 

THE SURVEY
 

SURVEY TAKER; DATE i.e. day, month, year (e.g. 1 August 1985)
 

NAME OF COMMUNITY; PROVINCE; DEPARTMENT
 

NAME OF MALE HEAD-OF-HOUSEHOLD 

A household is defined as that number of people sharing a common cooking area. 
The names of the heads-of-household must be written with great care because 
they will be_ the only means of identifying a family since it is not usually 
possible to write down an address. This means that first names are very 
important for distinguishing between households that have the same surname in
 
a community. If there is no male head-of-household, leave this blank.
 

ETHNIC RELATIONALSHIP of the male head-of-household.
 

NAME OF SENIOR WIFE
 

If there are widows or elderly ladies living by themse:.ves who are also
 
heads-of-household, their names go here.
 

TOTAL NUMBER OF PEOPLE LIVING IN THIS HOUSEHOLD
 

This total will be given by adding the numbers of adult men and women and
 
girls and boys.
 

HEALTH BEHAVIOURS SECTION
 

PERSONAL HYGIENE 

DID ANY OF THE CHILDREN HAVE MAL-AU-VENTRE OR DIARRHEA YESTERDAY? 

It is assumed that the informant will have accurate knowledge about her own 
young children as to whether they have any form of diarrhea or not. In the 
case of households with several wives, as each wife may only know about her 
own children, you might first ask the senior wife to ask the other wives for 
you. 

ARE THE CLOTHES OF THE SENIOR WIFE CLEAN?
 

Do they look recently washed; are they free of dirt and stains; do they look
 
cared-for; does it look as if she takes pride in how she looks? If so, circle
 
"yes".
 

IS SHE WEARING SLIPPERS AT HOME?
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At the time of your 
visit, if she is wearing some type of footwear effective
 

against hookworm infection around the home, circle the "yes".
 

DOES SHE HAVE RASHES OR RINGWORM ON HER SKIN?
 

Can you 
see signs of skin problems; do you observe her scratching herself
 
frequently during your visit to the household? If so, circle "yes".
 

ARE ALL THE CHILDREN WEARING SANDALS
 

This refers to all the children who you see on their feet around the home. If
 
there are no children, circle the answer NA (Not Applicable). If only some of
 
the children are wearing sandals and others are not, then circle the reply

Itono
 

DO THE CHILDREN HAVE CLEAN EYES?
 

If any of the children's eyes are red with conjunctivitis, if a child is

rubbing its eyes frequently, if there are flies around the eyes, if there 
 is
 
pus around the eyes, then answer "no". If none of the children appear to have
 
eye problems, the faces and the eyes look clean as if washed that day, then
 
answer "yes". If you see no children -uring your visit, answer "NA".
 

ARE THE CHILDREN'S CLOTHES CLEAN?
 

If the children look as if they have not washed for several days or if their
 
clothes look very dirty, then circle the answer "no". If you see no children,

circle the answer "NA".
 

ARE THERE SIGNS OF RASHES, LICE OR RINGWORM ON THE CHILDREN'S SKINS?
 

Answer "yes" if you see signs of skin problems on any of the children you see

in the home. If some 
 children are frequently scratching their heads or their

bodies, then circle 
 the reply "yes'. If you do not see any children during
 
your visit, then circle the answer ':NA".
 

WATER STORAGE AND USE
 

1S THEIR DOMESTIC WATER SOURCE A PROTECTED SOURCE
 

Domestic water means 
water used at home no matter for what purpose. Of
 
interest is where they are getting their water now, at the your
time of 

survey, not at other times of the year. If they are using more than one
 source, note them down. The best person to 
ask this question would be the

person(s) responsible for fetching the water. If their only source is a
 
protected one, they get 1 point. If any of their sources are unprotected, they
 
get 0 points.
 

ARE ALL WATER CONTAINERS COVERED?
 

If any containers used for storing domestic water, 
whether for drinking or
 
not, are uncovered at the time of your visit, the answer you circle is "no".
 

DOES EACH PERSON USE A SEPARATE CUP?
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Do people drink from the 
 same cup or gourd, in that case reply "no", Only 
if
each person uses a separate cup or gourd when drinking water should you circle
the "yes". Where possible, this should be based on direct observation. If this

is not possible, you may ask the informant.
 

ARE THE CUPS OR GOURDS CONTAMINATED?
 

If the cups or gourds used for taking drinking water 
out of the water storage
container are left sitting on a table or on the floor between uses, 
one
assumes that they become contaminated. If 
a cup or gourd is kept on a hook on
the wall, then one can assume that they will not easily become contaminated.
 

IS THE DRINKING WATER DIRTY?
 

Ask which containers are used for drinking water and look 
 inside them. If the
water looks dirty or you can see 
particles indicating that the container 

not cleaned out frequently, circle the "yes". 

is
 

HOUSE QUALITY AND HYGIENE
 

IS THERE A DIRT FLOOR?
 

Observe the floor of 
the house. Is it made of dirt/ear-.S/mud? If so, circle
"yes". If the floor is made of cement, tile or 
wood, then answer "no". If the
floor material is made of cement, wood or tile but 
 it is in need of repair
with large holes or a broken surface, then answer "yes".
 

ARE THERE FAECES ON THE FLOOR OF THE HOUSE?
 

This includes droppings of any sort including those of chickens and ducks.
 

DOES EVERYONE IN THE HOUSE SLEEP OFF THE FLOOR AT NIGHT?
 

Off the floor means on beds, cots, or on raised platforms. If anyone sleeps on
the floor on mats, the answer is "no". You will have to ask about this.
 

DOES EVERYONE USE MOSQUIX) NETS AT NIGHT?
 

Observe or ask 
 if people use mosquito nets for sleeping. If everyone does,
then circle "yes"; if only some do, then circle "no".
 

COOKING AREA
 

IS THE COOKING AREA CLEAN?
 

For the answer to be "yes", the cooking area should be swept, the ashes
refuse from yesterday removed, no 
and
 

faeces on the floor, and no animals in the
 
cooking area.
 

ARE THERE PLATES OR CUPS ON THE GROUND?
 

In the kitchen area or elsewhere in the house. If you see any on the 
 ground,
 
the reply is "yes".
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ARE KITCHEN UTENSILS ON THE FLOOR?
 

These include 
 the rice and sauce spoons and any other utensils used for

preparing or stirring food. If any are on the floor, the answer is "yes".
 

IS PREPARED FOOD COVERED?
 

Circle "yes" if all the cooked and finished food is covered completely by lids
 
or clean cloths.
 

IS THERE EVIDENCE OF ANIMALS IN THE COOKING AREA?
 

Circle "yes" if any animals or their faeces are seen in the cooking area,
including chickens, dogs and ducks, unless the animals are caged in 
som way.

If there are chickens in the kitchen area, for example, 
 but they are kept

covered by a basket, then the answer can 
be "no". If there are nj other
animals seen there during your 
 visit to the cooking area, then the answer is
"no". If there is a barrier to keep out animals and it is in place, the answer 
is "no". 

ARE PLATES CLEANED WITH SOAP AND WATER?
 

PLATES ARE DRIED ON THE FLOOR
 

If you see plates being dried at floor level, the answer is "yes". If 
some of

the plates are Lried on a plate rack but others 
are dried on the floor, the
 
answer is still "yes". If all the plates are dried in baskets or pans or on a
 
plate rack, then the answer is "no".
 

ARE PLATES DRIED ONLY ON A PLATE RACK
 

If all the plates are only dried on a plate rack that is unreachable by

animals and birds, then the answer is "yes". If some of the plates ar dried in
 
a basket or pan or the plate rack is outside where it can be fouled by bird
droppings, then the answer is "no". A plate rack should 
be indoors in the
house or kitchen area protected against dirt and contamination.
 

CLOTHES-WASHING AT HOME
 

IS CLOTHES-WASHING DONE AT HOME?
 

Is there a large cement stone, bench or board on which members of the
household wash clothes at home? It is assumed that if clothes-washing is done
 
at home that a) clothes-washing is done more frequently than if one has to go
to a stream, swamp or river and b) that lots 
of water is available close to
 
the house.
 

IF YES, IS THERE ADEQUATE DRAINAGE?
 

If there is evidence of starding water or unusually wet ground resulting from

clothes-washing at home, 
 circle the answer "no". If clothes-washing is not

done at home, and the question therefore does not apply, do not circle "yes"
 
or 'no
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WHERE DO CHILDREN OF SCHOOL-AGE GO TO THE TOILET...IN THE BUSH OR YARD?
 

Answer this by direct observation if possible; otherwise, ask some of the
 
children. If any of the school-age children use the yard or bush at anytime,

then the answer is "yes". Only if the children never use the yard or bush
 
should the answer be "no". If there are no children in the family, then the
 
response should be "NA". 

ONLY IN THE LATRINE? 

For this you will have to ask the children directly. If they only use a
 
latrine, the answer is "yes". If they defecate in the fields or outside a
 
latrine, the answer is "no". If there are no children in the family of
 
school-age, then the answer is "NA".
 

WHERE DO YOUNG CHILDREN GO TO THE TOILET... IN THE BUSH OR YARD?
 

Young children refers to those not yet of school-age, i.e., 0 to 5 or 6 years
old. Answer this by direct observation if possible. If not, ask an older child
 
about what the youngest children do. If the children can defecate anywhere or
 
their faeces are thrown into rhe bush, the answer here is "yes". If there are
 
no children of this age in LhE family, the answer is "NA".
 

ON PAPER?
 

If the child defecates on paper and the paper is thrown into the latrine or is
 
burned, then the answer is "yes". If the paper is thrown into the bush or
 
disposed of in some other unsanitary way, the answer is "no".
 

IN A SPECIAL CUP OR PLASTIC POTTY?
 

If the children defecate into a special receptacle and the contents are then
 
put into the latrine, then circle "yes". If the contents are disposed of in an
 
unsanitary way, or if the container is used 
 for any other purpose, then the 
answer is "no". 

CLEANLINESS OF THE YARD 

IS THE YARD SWEPT CLEAN? 

Answered by direct observation. There should be no rubbish visible in the
 
yard. 

DO THEY THROW REFUSE INTO THE BUSH? 

Use your own observation to answer the question. Even if they also bury, burn
 
or compost, if they also throw into the bush, circle the "yes
 

DO THEY USE A COMPOST FENCE?
 

Use your own observation go get the answer.
 

ARE THERE ANY ANIMALS LOOSE IN THE YARD OR HOUSE?
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F I C H E E T U D E 
 D E LA C 0 X M U N A U T E
 

PROGRAMME D'ErUCATION SANITAIRE CARE/DEVEJ PPS'aT CccqRNAUTAIRE 
- MAYO TSANASA, M A T 0 S A V A ET D I A M A R E-

PROVINCE: -. . 

ETHNIE : _ 


NOM DU VILLAGE : _ 

_ 

___ 

_
 

_ _ _ 

DATE D'ETUDE : /? / 
_ 


ETUDE FAITE PAR (L'ANVLATHUR):
 

INST RU CT 10 NS 
I, 	 Rqcueillir d'abcrd ces informations sans les juger, mais les analy­

ser a la fin du recueil pour voir les relations des cause a effet.
 
2. 	Cette fiche vous permet de blen connaitre votre milieu pour bienfixer les objectifs des diffrents sujets sur l'education pour la
 

sante,
 

3. 	Cette fiche dit tre remplie en deux 
 E£) 	 exemplaires dbnt lluu
sera conse:-v4 dans le dossier de site (village) concern6 a la sec­tien departementale du developpement cbmmunautaire de votre ressert(Mokolo, Mora ou Mareua), et 'iAutreau bureau du prigramme d'6­
ducation sanitaire CARE-Mokeld, 

4. Elle doit 6tre remplie dans chaque village avant le debut des *acti­vites d'dication sanitaire c'est-a-dire pendant la phase, du creu­sement du puits.
 
Ces inforrations que vous allez obtenir aupr d f
Drmpres 
 des c_.fferents
membres ie la ccmmunaute (des villages sites) constituent les
i-forrmations de 	 base nous permettant d' valuer efficacement nos
act-vitms A court terme, a moyen terme et ' long terme.
 

-I-	 SITUATION ET POPULATION DU VILLAGE
 

1.1 Limite du territoire : 
- Au Nrrd ­ o 

-au Sud e a-VzX~

p 
H~ay 1cn~
 

-
- a l'Est V /~e~Vou2OD 
- a l'Ouest -

Relief du so!
 

- Plat
 

- Montagneux X
 
- Autre
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____________ 

1.._P,"it_-_n t-tale 
: (Vcdlr bureau de recemzement de vtre
 
localt').
 

Sexe Age 

0 - 5 ; 6- 15 16 - 45 45 & plus 
I I 

I I ' IMasculin--

Z If 

! I I I 

T A L 

,]rar.ss :,'-., its .l'.ains ¢-~ /, ".,, . -­

r'
eey-+ _cuAes i-prar.ts 

~
.2.2 F ~2.1e: Crovanes 
"rien: = Ca taiir Protestanti n/ 

Quelles son:. !es crovances, les coutumes et les pr_ ncipaux intezlits de
de la cammuautu vis-a-vis:
 

B) des nassances 

c) du manlage ./, ezz __ 4 1 ,

d) des enants Inia11 ,Pl . , , ' ' ­

e) de la feznme enceinte 4a -.'.J'.., . / -_ ,
 

2,,2,-r. 7 . . .' 

http:i-prar.ts


f) ae Uk'-ucatio C c I Icw /
gde l'allaitement( pA Ot 

aV4dLh) du~ sevrage t '$( 

• - = -.- , 

k) te la prevention des maladies diverses 

J) des moeurs sexuelles (2 2 edjZ-',wju..I I I I < 

__4_.___ 

1) des soins aux maladies (enfants et adultes _
 

m) des vaccnations ,-"
 

IuI- eroupe au village : 

Parti : 6/A/ " parsonne a contacter 4 

6-Cemit &e Developpement : personne a contacter: - I­
- Comit 6 de san t6 (groupe des leaders-villageeis et leurs noms) 

Le comite' de develappement o4 do sarnte a t-il dea entrepris des-
 q­

- des femmes : -­

- des enfants et Ecoliers : ..
 

- des Elites exte'rieurs : 0
 

IV- Infrastructures dlencadrement eteiuipement du village
 

ctr. Eau Potable Puits locaE (nombre) e ?
 

Mayo (nombre) =/

Source (nombre) /
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2 -R*;.-.es carrezsaz-es F 
- Pittes Km 

3 Ecle Primaire / 
4- Centre de santa (tispensaire) / 

6 
5-Marche' (Jour) 

Autres services 
< j-
(Publics 

kw1 
*u Prives) : It 1-' 7>, 

V - ityation e3enomique du village : 
461 Culture d t expertation 

Culture : 
Mul ? 

Mars? 

Arachides ? 
Patates ou ponmes de terre ? 


Fruits ? 
L6g'imes ? 

4,2 Cultures vivrieres 


Culture :
 

Mil ?
 
Mals ? 


Arachides ?
 
Patates - _?
 

Fruits ?
 

L gumes ?
 

Sorgho ?
 

4.3 Production animale
 

Meis de recolte : 
~- ea? 

T).a 

Mois de recelte : 

A 

Quels sont les animaux domestiques couramment 'lev's tans
 
le village ?
 
Vaches
 

Cochcns . voo
 

Moutons c5 '
 

Chevres
 

Peules
 
Anes .u Chevaux 2-,
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Quels so" les animaux entrant dans l'alimentaton des populations 

Quels alimen-.s le village fEipprte-t-il de la ville ?
 

&-4 -Iw//A d" -4 "E ' 


4.4 Autres occupation de 1 4 population

Quels sont les domaines oi' la pr.pulation iepense 
 le plu.9 son revenu? 

Alcool
 
Mariage 
 _
 

Nutrition ___ 


Autres ceremonies
 

VI - Eta: ,Ie sarn-e de la populaticn (indice sanitaire du milieu) 
5.1 Quelles son-, les mal 
dies les plus courantes dans le village chez:
 

- Les fems _m.
 
- Les ho)mres 
 m uj 9 n 4 1 , c-/ 
- es enlfar. -S %'k 
- Les ncurrissjrs / 1 ' ,,-'. 

5.2 Que pense la p,'puIH.r. de ces maladies ? 

5.3 cu' ,-cn: -es viilageo-JE er. cas de maladie ?
 
- Chez i~e $seur
 

- chez 
 ie rzafaboi.t
 

- au disrensaire 
 x 
- restent ;ouoh$i a :Nicile sans se soigner 

5.4 Indices sanitaires du milieu 
Le village est-il assez prnpre
 

propre __ 

tres propre 

Latrine - nombre des concessiunsCOL~ra~MMC.n1 avec latrines bien entretenuesuti is'es &ax4-Y, c -0040, . A > 
et 

- nemre de ccncessions sanL latrine. C)
 
- .sr-anoe 
 ei tre latrine et la maison (en g'n'ral) m~tres
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Fesses a erdures : 

- Existance out nmn
 
- autres moyens de dispositions des Ordures ,
 

Vecteurs observes dans le village : 
- Mouches )
 
- Moustiques 
- PunaisesX 
- Cafards 
- Ssuris )€
 
- Rates
 
- Rats
 

j , C 
- autres 

5.5 Nutrition 

Etat nutritionnel5 de la communaute : 

h e s ,Vgka A -t*e, 

e -~ 4enfant U 
(Decrivez comment ils se presentent physiquement par des simples mots) 

VII - Actions et strategLes 

Au vu des renseignements recueillis ci-dessus, f4ites A votre
 
niveau des suggestions pour re8oudre tous ces problemes auxquels 
se
 
confronte la cominunaute (le village en question)
 

-fP . .,9 2_ ,,c 
4A ;., 

*Priere remplir ces ques t ionnaires avant le maximum du se'rieux: d~ecom•p tence et de ccnsciepeie.
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APPENDIX 4
 

Health Education Presentation Evaluation Form
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Health Education Presentation Evaluation Form
 

Presenter Name 	 Job Title
 
Location __ ime Date 
Subject/Topic Audiovisual aids used_ 
Audience: Total number present (men women children 

Total number of women of-childbearing age present
 
Has this topic been presented in this area before? Yes No
 

Strongly Strongly
 
Content Agree Agree Disagree Disagree
 

1. 	Factual information presented was
 
accurate
 

2. 	Information was relevant and appro­
priate for the audience
 

3. 	Coverage of the topic area was
 
adequate
 

4. 	The content was well organized
 
5. Content fulfills a significant health
 

information need
 
6. 	Content was appropriate. (Check all whic apply)
 

Sex 	 Age Groups
 

Male 	 Adolescents General public
 
Female 	 Young adults Health committee members
 

Over 21 Students only
 
Elderly Village leaders
 

7. 	Overall quality of content was: excellent good fair unacceptable
 
8. 	Additional comments about content quality:
 

Strongly Strongly
 
Agree Agree Disagree Disagree
 

9. 	The style of the presentation was
 
interesting and appealing
 

10. 	The important points were reviewed
 
and summarized
 

11. 	Audience participation was adequate
 
12. 	The program message was clear
 
13. 	Overall the educational quality of the program was: chec] only oneY-


Excellent Good Fair Unacceptable
 
14. 	Ad ional comments aut the eu-cational quallty of the presentation:
 

Evaluator's Name 	 Signature
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This presentation: 
Strongly 
Agree Agree Disagree 

Strongly 
Disagree 

1. Addresses the benefits of new 
behaviors 

2. Addresses the risks of current be­
havior (not strong fear message) 

3. Provide specific behavior steps for 
the audience to follow 

4. Provide a range of behavior choices 
5. Dispels misconceptions regarding the 

subject 
6. Poride up-to-date and factually 

accurate information 
7. Provides a sufficiently thorough 

treatment of the subject 

Style 

1. The concepts and terms are clearly 
defined and conveyed 

2. The number of concepts were limited 
and easily remembered 

3. The presentation is of manageable 
length 
too long too short 

4. The presentation is engaging and 
interesting 

5. There is a suitable mix of lecture 
and example 

6. The narration, dialogue and examples 
are believable 

Overall Recommendation 

Given the target audiences and general purposes (noted above), I would:
 
___Highly recormiend
 
_ Recommend the presentation
 

Recommend the presentation with reservations
 
Not recommend the presentation
 

Comments:
 

Name Position Date
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Audiovisual materials Evaluation Form
 
CARE/Mokolo
 

Title:
 
Subject area; 
 Format:
 
Length: 
 Produced 	by:
 

Target Audience
 

For 	what group is this presentation appropriate?
 
age education ethnic group
 
sex
 
Other target audience characteristics
 

(Note:) In judging the target audience, the following factors should be
 
considered:
 

1. 	What level of language will be used.
 
2. 	The degree of sophistication of the materials or concepts.
 
3. 	The people used as subjects or examples; are they appropriate?
 
4. 	What types of activities are used as examples (cost, accessability)?
 
5. 	What scenes are being used in examples?
 
6. 	If women of childbearing age do not attend the initial presentation, how
 

can a second session be promoted to include their attendance?
 

Person Presenting Information
 

1. 	Minimal requirements necessary to present materials (e.g., literacy, local
 
language, etc.
 

2. 	Special or additional props necessary to reinforce major points
 

3. 	Suggestions for the presenter
 

Content
 

1. 	Purpose of the presentation is to:
 
_ 	 a. motivate audience to change by providing introduction to the 

subject 
_ b. 	provide new skills through a specific behavior change program

L. reinforce previous behaviors
 

Specify precisely how this material/presentation could be used
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APPENDIX 5
 

Health Education Material Evaluation Checklist
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A Checklist for the Qualitative Evaluation of CARE/Cameroon
 
Health Education Materials
 

One Time, for HEED Coordinators
 

1. 	Do the health education materials presently used adequately meet the needs
 
of the specific target populations? Why/why not?
 

2. 	Besides providing factual information, do the materials used assist the
 
community development agents in addressing local attitudes and values
 
before attempting to teach necessary skills or promote and encourage
 
healthy behavior change?
 

3. 	Do the materials allow the community members to test their knowledge while
 
they still are actively involved in the learning process?
 

4. 	Do the materials promote two-way communication between the community
 
development agent and the villagers? Why/why not:
 

5. 	Besides addressing the many waterborne related illnesses associated with
 
the 	use of dirty (or misuse of clean) water and poor sanitation habits, do
 
the materials offer recommendations for changing locally specific
 
behaviors and the possible outcome of those healthy behaviors? Why/why
 
not?
 

6. 	Are the materials designed around a positive approach to knowledge,
 
attitude, or behavior change?
 

7. 	Do the materials assist the community develoment agent in how to
 
personalize behavior change so as to allow differing population groups the
 
opportunity to focus their efforts on an locally relevant aspect of
 
reducing their risk to a community-identified health problem?
 

8. 	Does the community development agent understand the specific
 
behaviors/attitudes that the different health education materials 
are
 
trying to influence?
 

9. 	Although the factual information of the health education materials may be
 
relatively clear to the project's community development agent and the
 
community receiving the information, are the learning objectives for the
 
various materials clearly outlined for review before the village
 
presentations are made?
 

Note: 	"Community Development Agent" was used in this check list because they
 
are the primary providers of health education for the project. Quesions
 
in this check list also are relevant to other project field representa­
tives such as school teachers, village leaders, and village health
 
committee members.
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APPENDIX 6
 

Membrane Filter Analysis Protocol
 

-69­



Steps in :Mebrane Tilter (I7) "olifor nal'sis 

1. Samples kept cool "but not iced) 2-6 hours before filtration. 

2. Samrles filtered as follows: 

-0.1 ml using 0.5 x .01 ml -r-aduatiors pipette, with sterile 
buffer dilution water used to make up to convenient filtration 
volute and to wash down filter between replications (about
5 ml total dil. water,. 2 replications 

-1.C ml using 2xact same technicue
 

-stainless steel .Mi!lepore vacun filter apparatus sterilized by
intense, h-4ef -eat as f-r forceps) between different samples 

-filters were 0,4 M:lleoore class fiber filters, presterilized. 

3. 7anplez incubated as folle;;s:
 

-filters Dlaced in individual :iulliore sterilized polastic petri
dishes contanin-- a filter sad soaked with 2 m- 77 media obtained 
fro- .. ill:ore vi%is 'exmira-ion date August 1?5) 

-plates w inc at J. + .5c f:-,_ or '-3 hours usinj.... 'ated 
."i- ,-lisoref -:c itsr on cAsta"t z2::Iv .... ent 

-
--"1 -teter
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APPENDIX 7
 

Bacteriological Sampling Results
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BACTERIOLOGY SAMPLING OF 14 SOURCES 

.:ll Site Sa7-le inmliller Sembrane 
oli, :otal o r-. ol1for"on r.-­

:ama::atc, 1.0 5 5 
1.0 4 0 
0.1
0.1 0

1 0
0 

::ogode 1.0 6 17 1o 
1.0 5 21 
1.0 4 
0.1 3 2 
0.1 1 0 

a 1 5 7No 
1.0 5o 
0.1 0 
0.1 1 0 

OOcaxe !1.0 tntc* tntc .10 
1.0 t'.tctfitc 

0.1 

.at a.z a 
,ell 

1.0 
1.0, 

50 5 
5 

No 

0.1 3 

a.-ave 1.0 4 1 Yes 
,-=c luele 1.0 3 

0.1 1 
0.1 0 

1.:ooo1.0 0 0 -

100. 1 0 .so 
200. 1 0 -

.erawa 1.0 1 1 
1.0 1 
0.1 0 -
0.1 0 

Tokombere 1.0 0 1 
7cole 1.0 13 7 

0.1 8 
0.1 1 

•tntc - too numerous to count 



BACTRIOLOGY SAMPLING OF 14 SOURCES (cont.) 

ell Site Sa'- 10i 
_ 

bran.. 
:7ilter roli 

ta.i 
clifor2 or,.;__ r -. 

CTooi 7o " 1.9 
1 .0 31 

Yes 

0.1 
0.1 

6 
5 

Higawa 1.0 
1.0 
0.1 
0.1 

40 
36 
2 
3 

tntc 
4 
-

:agoumaz 
Stream 

1.0 
0.1 

.1 

tntc 
26 

20 

tntc 

104 

Yes 
"'o 

-

..a.-oua 
ell 

1.0 
1.0 

0.1 
0.1 

6 
5 
3 
2 

0 

0 

0 
0 

::o 

.aroumz 
(house ran-

do.Jy se!ecte 

1.0 
1.0 

0.1. 

92 
10? 

10 
13 

Yes 
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APPENDIX 8
 

School Health Impact Survey Results, Magoumaz
 
1983-1985
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