DISEASE CONTROL PRIORITIES PROJECT

DRAFT OUTLINE OF CHAPTER;

WATER SUPPLY, SANITATION & HYGIENE PROMOTION

The guidance on chapter structure which we have received relates to the disease-based chapters. The burden of disease associated with water, sanitation and hygiene will have been dealt with elsewhere, in chapters on diarrhoeal diseases, intestinal helminth infections, etc. I have therefore improvised, and the current outline seems best suited to the main argument I would like to make; that water supply and sanitation are not expensive health interventions, but interventions which are free to the health sector as they are (or at least can be) paid for by consumers for their non-health benefits.

(Principal sources of information in brackets)

Introduction

Define sector; exclude solid waste collection & disposal, drainage, etc.

Outline structure of chapter

Water supply
Levels of service and their costs
(Global Assessment-Y2000)

Non-health benefits

   -
time saving


(Rosen, Haller, Lesotho data, India survey)

   -
cash saving (vendors)
(Cost, Zaroff, Kinnear; prevalence, GA-Y2K)

   -
others



(WaterAid Looking Back study)

Hence, willingness to pay

(Whittington et al. CV studies, + vendors)

· opportunities for cross-subsidy

Health impacts

· Bradley/Feachem classification

· Diarrhoeal disease, concepts: 

◦  water quantity vs. quality

◦  impact on epidemic vs. endemic disease

◦  impact on morbidity vs. mortality

· Skin, eye, hepatitis A, Guinea worm, Ascaris etc.

· Overall impact

(Esrey)

Cost-effectiveness

(Haller. Make the main argument above)

Sanitation
Levels of service (technologies) and their costs
(GA-Y2K)

Non-health benefits and selling points

· women’s emancipation & security

· social status

· etc.



(Jenkins, Saywell theses; Cairncross ’91)

WTP




(Mozambique; Kumasi; GA-Y2K)

Health impacts of sanitation

· diarrhoeal disease; problem of observational studies

· impact independent of service level (pace Esrey)

· intestinal helminths

(Feachem et al. ’83; Moraes)

· flies & trachoma

(Emerson thesis)

Cost-effectiveness


(Same argument again)

Hygiene promotion
Lack of documentation of effectiveness (Loevinsohn, Ahern reviews)

Costs

   -
estimation problems

(e.g. Feachem et al. on weaning ed.)

   -
what we know

(Borghi et al.; Waterkeyn)

Sustainability
 of beh. change
(Wilson; Shordt multicentre study)

Health impacts


(Ahern)

· handwashing and DD
(Curtis & Cairncross)

· handwashing and ARI
(Ryan et al., Rabie review)

Cost effectiveness


(In combination, or as stand-alone;

Cf Rob Varley)

Implementation issues – do we want these?

Water & sanitation – integrate or not?

The need for software

· hygiene promotion

· organization for maintenance

Sanitation – implications of the marketing approach

Hygiene promotion – integrated, or as a stand-alone?

Success stories

I assume that we are NOT looking for examples of local projects or small-scale NGO endeavours, with which the literature abounds. To my mind, an approach can be considered successful only if it makes a significant impact on the coverage figures at national level, either in the urban or rural sector. Any sanitation programme which builds less than 104 latrines is not seriously addressing the problem. Do the editors endorse this approach? How many success stories do they want? In how much detail should they be documented?  Every success story has its Achilles’ heel – am I right in assuming that we should not hide that, and should present the success stories warts and all?

Water supply

Calcutta

Since the 1980s, one third of Calcutta’s population has obtained their water for drinking and hygiene from hand pumps on tubewells on the street corner. Installed with support (I believe) from Unicef, these could just as easily have been funded from a modest surcharge on the water tariff charged to in-house consumers. Previously, poor inhabitants got water from the Beliaghat Canal, an open sewer, causing annual epidemics of cholera.

(source: CEMSAP)

Bangladesh

With some 9 million tubewells and handpumps, there is one for every 70 rural inhabitants, and more than 90% of the population uses tubewell water for drinking. This is an impressive level of coverage for such a poor country. However, two thirds of these are privately owned, and even the publicly funded ones are to some extent controlled by the rich. Thus, access to water was the second most frequently raised grievance in the Participatory Poverty Assessment leading up to the World Bank’s WDR on Poverty. (Source; Hanchett WELL reports, etc.)

India

In the 1960s, only a small minority of India’s villages had access to a water supply. Now, more than 90% of the population, or one in ten members of the human race, has been provided with a hand pump or some other public source of protected water supply. The history of the Rajiv Ghandhi Drinking Water Mission has been documented in a number of sources, such as the recent 30-year evaluation of Unicef’s activities in the water sector in India. The only problem is that state intervention is still regularly required to ensure the continuing repair and maintenance of the systems.

Malawi

The history of Malawi’s gravity piped water supplies, mainly built over the 30 years of Lindsay Robertson’s stay in the country, is an African success story. It was possible to organise communities to construct the pipelines, and to maintain them, partly because of the power and influence of the traditional chieftainship which Dr Hastings Banda’s government, almost alone in Africa, preserved (Source: Glennie, WaterAid country papers etc.)

Sanitation

Mozambique

The Mozambican slab, subsequently much emulated in other countries, was developed in the early 1980s as a solution to the felt need of those Maputo residents who had tried to build a pit latrine but had difficulty covering the pit. It was designed to be affordable, the minimum ingredient, which could be sold at cost, and sales took off slowly in the first few years. After Structural Adjustment in 1989, donors persuaded the authorities to allow a subsidy, which somewhat undermined the demand-based, customer-focussed nature of the programme. Nevertheless over 300,000 have now been built in urban areas of Mozambique.

Myanmar

The Burmese rural sanitation programme was developed and initially managed by U Myint, an eminent Burmese sanitary engineer in the Ministry of Health. As in Mozambique, he went for minimum cost and a range of technology options, providing certain components at subsidised prices, with Unicef support. The programme was demand driven insofar as no district would receive support unless it requested it, and provided a proposed plan of action. In a few cases, such as the flagship district of Ayadaw, coercion may have been used. Starting in the middle 1980s, over 200,000 were built in the first 3 years. Coverage is now believed to be over 90%.

Pakistan

I know next to nothing about rural sanitation in Pakistan, but the data collected for the purposes of the Global Assessment Year 2000 report suggest that the coverage figure has been increasing rapidly in the last two decades. It might be interesting to find out whether this is an artefact of the data, or if not, how it can be explained and whether there are any lessons to be learned from Pakistan’s experience that could be of use to other countries.

India

80% of the world’s population without sanitation is in Asia, and more than one third of those are in India. There are apparently a number of possible success stories in rural sanitation in India, such as the Danida project in Kerala, or the work by WaterAid in Tamil Nadu which has helped to persuade the Indian Government that cheaper latrines and smaller subsidies will extend coverage faster.

Hygiene promotion
The problem in seeking out success stories in hygiene promotion is that, as Loevinsohn pointed out in 1991, the cases where the programme’s effectiveness has been documented in objective terms (change in behaviour or in health outcome) can be counted on one’s fingers. The following are some of the cases which meet Loevinsohn’s criteria.

Burkina Faso

Val Curtis and colleagues have documented the Saniya project in the town of Bobo Dioulasso, Burkina Faso in terms of effectiveness and cost-effectiveness. A social marketing approach was used, targeting a couple of key risk behaviours.

ZimAHEAD

An interesting contrast is provided by the Community Health Clubs set up by the NGO ZimAHEAD in several rural districts of Zimbabwe. The clubs became a movement, and health factors were used to motivate the members to make a score of different changes in their behaviour and improvements to their houses. Cost data are also available.

Guinea worm eradication

A third case study could be provided by the Guinea worm eradication programmes set up during the 1990s in over 10,000 villages in the endemic countries of Africa. Peer education was provided by volunteer village health workers, to persuade the villagers to use safe water sources or filter their drinking water through a cloth. The health outcome has shown the success of these programmes as the worldwide annual incidence of the disease has fallen from several millions to less than 50,000 in less than 15 years.

