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EXECUTIVE SUMMARY

1t is now well established that the provision of safe water
supplies and improved sanitation form the basic founda-
tion on which all public health must be bailt.

Despite this fact, development programmes in Africa
have placed far more emphasis on the provision of
mmpraved water supplies, and far too little attention on
the provision of improved sanitation not only inthe past,
but also in the present. Perhaps this is because the
provision of water maybe more appealing to donors and
recipients alike and possibly more prestigeous for the
Governments ¢coneerned. If any group is hardest hit by
this imbalance, it is those who live in very low income
communities. They often have meagre resources which
donot permit them to attempt any self improvement and
often have no other support or encouragement, As a
result, most low income communities in the developing
world have inadequate sanitary facilities.

1t is clear that if any meaningful improvement in public
health is to occur, then those communities which suffer
the most must form the target of increased attention.
This workshop, funded by the Swedish International De-
velopment Authority (SIDA) and organised jointly by
the World Health Organisation and the Blair Institute in
Harare, was intended to foeus attention on this specific
issue.

The objectives of the workshop were to take a wide body
of opinion from the African sub-region, and discuss
current sanitation options, and formulate recommenda-
tions for future adoption in the areas of technology,
Hygicne Education, Community Mobilisation and Proj-
ect Planning. In addition, a set of technical guidelines has
been produced for practical use in a wide varicty of
situations. Thus the aim was Lo produce a series of rec-
ommendations supported by practical advice on techni-
cal options.

The workshop was widely represented with delegates,

from Botswana, Lesotho, Malawi, Mozambique, Na-
mibia, Swaziland, Tanzania, Zambia, and Zimbabwe. In
addition, representatives {rom several international or-
ganisations were present. These inchided ' WHO, UNICEF,
SIDA, The World Bank, Save the Children’s Fund
{(U.K), ITDG, CADEC, and Christian Care. The work-
shop was hosted by the Blair Research Institute, the
research wing of Zimbabwe’s Ministry of Health and
held at the Holiday Inn, Harare belween 19th and 22nd
November 1991,

In the first phase of the workshop each country pre-
sented its country report, deseribing current sanitation
programmes with particular reference to rural and low
income communities, In some cases two reports were
presented from each country. Alter each report dele-

gates were allowed 1o ask questions.

During the workshop a ficld visit was undertaken, with
support coming from Blair Research Institute field teams.
The delegates were able to observe and comment on a
wide range of low cost sanitation options currently being
put to the Lest in Zimbabwe. The organisers felt that such
a field day was essential Lo bring a practical approach
into the proccedings.

The second half of the four day workshop focussed on
group discussion and deliberation in the fields of Tech-
nology Choice, Hygiene Education, Community Mobil-
sation for Sustainability and Project Planning and Im-
plementation,

Group reports were delivered to the assembled gather-
ing on the final day and a serics of recommendations
made for future adoption in each of these areas.

It became clear that all delegates supported the concept
of providing a subsidy of some type to low income
communities if any meaningful progress was ever to be
made in this sector. Another strong plea was that “fi-
nance should not be a limiting factor™ and that health
benefits should not be sacrificed at any cost.

The pit latrine was singled out as the most appropriate
sanitation option, and most of the delegates supported
the use of low cost VIP's in such programmes. However
the workshop recommended that the final technical
choice should be left to the appropriate aythority re-
sponsible for the development, as in many cases even low
cost VIP’s were considered too complex for considera-
tion. Analysis of a latring technology questionnaire con-
firrned that the use of a concrete cover slab and 2
hygienic floor were considered priorities for improved
sanitation, with the use of vent pipes in an intermediate
paosition. The use of coverplates was considered the least
important in a series of pit latrine components examined
by the delegates,

In the all important aspect of hygiene education, there
wag strong support for emphasis being placed on sound
personal hygienic practices as this was critical in the
promotion of improved health, Such campaigns should
be led by those authorities responsible for hygiene and
prevention of discase and include the involvement of
other services.

It was accepted that local communities, of whatever
economic status, have the capacity of solving their own
problems, and should be given the opportunity to assess
and analyse their problems and then take action. Com-
munity involvement was ¢ssential for any programme to
be sustainable.




It was also agreed that any planning initiative should be
based on problem identification and needs assessment
and include six vital phases which include preparatory,
pilot, implementation, monitoring and evaluation, re-
planning and follow up and operational research.

There was a great deal of inter-country discussion during
the workshop and a great deal of interchange of idcas,
Although the workshop was bricl, the delegates felt that
the meeting had been well worthwhile and beneficial.
The delegates went home well armed with literature and
ideas for future progress.

The deliberations of the workshop have been included in
this volume of “Workshop FProceedings” which go hand
in hand with the volume on “Guidelines for Appropri-
ate Sanitation for Very Low Income Communities.”

It is hoped that this mecting will mark the point of

renewed interest and support in this vital area of public
health development.

Peter Morgan

Blair Research Institute

Harare

Zimbabwe

December 1991

VIP LATRINE BUILT WITH 3 BAGS OF CEMENT




HARARE WORKSHOP
GROUP RECOMMENDATIONS

TECBNOLGOGY CHOICE

"1, Where conditions are suitable the Pit Latrine should
form the basis of sanitation technology suitable for very
low income communitics

2. Some form of subsidy will be required to ensure that
minimum standards arc maintaingd.

3. The subsidy should be provided in the form of hard-
ware. This should include a concrete cover slab or the
means to make one, and assistance in the eonstruction of
aring beam, or a partially or fully lined pit depending on
local conditions. The subsidy should also include the
provision of training.

4. The structure of the latrine should be supplicd and
built by the user and should be made of the most
appropriate local building materials.

5, The choice of coverplate and /or vent pipe and whether
they are included in the subsidy should be left to the
appropriate authority responsible for the development.

6. The maintenance of the structure should be left in the
hands of the users,

7. Where latrines are placed in high density areas, some
effective means of desiudging should be vsed e.g. mini
vacuum tanker.

8. The design should take into consideration the end
users and also those providing the subsidy, Such designs
should provide l[or easc of main{cnance and a reasonable
life span,

9 Communities served by improved sanitation should be
made aware of environmental issues and be exposed to
health education programmes

10, There is still a requirement for research and develop-
ment mnecluding studies of the greater use of local mate-
rials and recycled waste.

HYGIERE EDUCATION
1. Evaluation on sanitation programmes needs to be

thorough and continuous - there is a need to follow up
more often.

2. There is a need for the promotion and provision of
hand-washing facilities.

3. There is a need to intensify health education and this
means spending more time and money.

4. Hygiene educators should lead by example and “prac-
ticc what they preach.”

5.There is need for emphasis on sound personal hygiene
practices. These are the goals for motivating people
through educational programmes.

6. Team work is essential between ali personnel involved
in facilitating the implementation of health and other
programmes, Thereis aneed for continuation within the
system of health workers, integrated services are ¢ssco-
tial.

7. There is aneed for authorities responsible for hygiene
and prevention of dissases to take the lead in the cam-
paign for better sanitation and then involve and integrate
other services.

8. Sanitation programmes need to be budgeted for as a
priority especially eduecation on hygiene.

9. Promotion of preventative health methods and train-
ing of health workers in these methods should help
reduce future curative health treatments.

MOBILISATION FOR SUSTAINABILITY

1. For any sanitation project to bc sustainable it is im-
perative that the involvement of women, school children,
and senior citizens should be emphasised.

2. Having realized and accepted the fact that local eom-
munities of whatever economic status, have a capacity of
salving most of their problems, communities must be
given an opportunity to assess and analyse their prob-
lems and then take action.

3. For any sustainable project, there is nced o carry out
an initial survey (KAP study), the results of which should
be diseussed thoroughly with the community who should
look for solutions to their problems.

4. Health education should be an integral part through-
out the process.

5, Sustainability is assured if local resources, materials,
technology and manpower are fully utilized.

6. Emphasis should be put on the local human man-
power resource development,

7. For the very low income groups, the issue of subsidics
cannot be ruled out, The subsidies should be a felt nced
by the communities.




8. Continuous participatory monitoring and evaluation
of the project should be an integral part throughout the
implementation process.

PLANNING AND IMPLEMENTATION

1. A National Sanitation Policy should be formulated by
cach country deflining the objectives, strategies and ac-
tion plans for sanitation programmes.

2. Defined organisational structures with the Ministry
responsible for sanitation from central 1o community
level must be established and alloeated sufficient re-
sources Lo execule national sanitation programmcs,

3. Linkage and co-ordination mechanisms should be weil

waorked out at all levels with sectoral and external sup-
parted donors.

4, The planning should be based on problem identilica-
tion and needs assessment and to include six phascs of
planning (preparatory, pilot, implementation, monitot-
ing and evaluation, replanning and follow up and opera-
tional research),

4, More specific guidelines for monitoring and evalu-
ation process should be developed based on measurable
and quantifiable indicators and baseline data.

6, Guidelines on planning and implementation discussed
in the workshop should be incorporated into the final
guidelines,

Ty
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COMMUNITY INVOLVEMENT IS ESSENTIAL IF SUSTAINABILITY IS TO BE ASSURED




APPENDIX




WORKSHOF ON APPROPRIATE SANITATION TECHNOLOGIES FOR VERY LOW INCOME
COMMUNITIES - HOLIDAY INN, HARARE 19TH - 22ND NOVEMEER 1991

PROGRAMME

Manday 18th November: Arrival of participants
Tuesday 19th November

Morning session. Chairman Peter Morgan

8.3  Registration of participants
9.00  Address by Mr Shadreck Musingarabwi
Director of Environmental Health, MOH
915  Address by Dr Dhlamini, WHO Representive in Zimbabwe
930  Address by Ms Shungn Mtero,
Acting Director, and Head of Water and Sanitation Seetion, Blair Research Laboratory
9.45 Tea
10.15  General Information on workshop
10.30  Country Presentation and discussion: Zambia
1115  Country Presentation and discussion: Botswana
12.00  General discussion
1230  Lunch

Alternoon Session, Chairman David Proudfoot
14,00 Country Presentation and discussion: Swaziland

1445  Country Presentation and discussion: Lesotho
1530 Teca

16.00  Country Presentation and discussion: Mocambique
1645  Session ends

1800 Reception - Kyle Room

Wednesday 20th November

8.30 Field Visit to Henderson Research Station to see a range of low cost sanitation technologies placed on trial by
the Blair Research Laboratory,

1240  Return to Epworth Peri-Urban Area to have a packed lunch at the BRL Camp and then to sec a range of
sanitation and water technologics used in the Zimbabwe Programme,

Thursday 215t November

Morning S¢ssion. Chairman Garth Parsons

815  Counlry Prescatation and discussion: Malawi
9.15  Country Presentationand discussion: Namibia
10,00  Tea

10.30  Country Presentation and discussion; Tanzania
1120  Country Presentation and discussion: Zimbabwe
1130 Delegates sort out financial matters

1230 Lunch




200  Group Work Briefing (Ms Shungu Mtero)
Groups to identify rapporteur
2.10 Group Work:

Group 1 Technology choice

{Chair.P, Morgan)

Group 2 Role of Hygiens Education

(Chair.G, Parsons) ‘
Group 3 Community Mobilization for sustainability
{Chair, M, Jonga)

Group 4 Project Planning and Implementation
(Chair F. Zawide)

Druring this session each group should discuss the topic with the aim of producing a set of draft puidelines for finalisation
and adoption at the Friday morning meeting.

Tea will be served at 15,30 and the session extended to suit each group.
Friday 22nd November
Morning Session. Chairman Bill Fellows

8.00  Report back from rapporteurs of each group. This includes report of the group discussions and preliminary
guidelines,

800 Technology Choice :

830  Hygicone Education

9.00  Community Mobilisation

930  Project Planning

10.00  Any other recommendations to be presented

1030 Tea
1140  Groups prepare final guidelines
1230 Launch

200 Presentation of Guidelines
300 Final Announcements
Closing Address by Dr George (WHO)




SPEECHES DELIVERED DURING THE OPENING SESSION

Address by Mr § § Musingarabwi

Director, Environmental Health Departrment, Ministry of
Health. :

Mr Chairman, Distinguished Guests, Delegates from
SADCC countrics, Representatives of the World Health
Organisation, External Support Agencics, Officials of
the Government of Zimbabwe, Ladies and Gentlemen.

It is with utmost pleasure that I have been invited today
to open this workshop on appropriate technologics for
very low income communitics, which has brought to-
gether all the countries in SADCC region. This in itself
signifies the importance that we, as developing coun-
tries, place on preventive medicine and our realisation
that it is more important to address the root cause of the
problem rather than the symptoms.

Before 1 say anything further on the importance of this
workshop, Ishould like to personallywelcome our broth-
ers and sigters from our neighbouring countrics, and
those delegates who have travelled from far {0 be here
with us today. To you all, T wish you a very pleasant stay
here in Zimbabwe and on your return to your home
countries, I wish you a very pleasant journey. May your
memories of Zimbabwe always be sweet, even though
we have gathered here to talk about Loilets.

The importance of safe disposal of human waste cannot
be over emphasised in developing countries like our-
selves. The WHO recognise sanitation as one of the first
basic steps to ensuring a safe environment for low
income communilies,

As we are all aware, the inadequate and insanitary
disposal of infected human waste leads to the contami-
nation of the ground and of sources of drinking water.
. This in turn can lead to the spread of intestinal diseases
and cause untold human sufferings. It has been interna-
tionally acclaimed that over 80% of illnesses in develop-
ing countries are water and sanitation related,

Hence, the provision of adequate safe drinking water
and sanitation in eommunilies is accepted as one of the
methods of improving the health of communitics. How-
ever it is important to remember that water and sanita-
tion only forms part of the developmental activities
within communities. Health Education on Hygienic use
of such facilities wilt go a long way in providing the health
impact of such programmes.

This workshop has been planned o provide a forum that
will focus on the provision of sanitation to those commu-
nitics who are unable to provide for safe disposal of
human waste. Therefore the technical solutions must be
adapted (o suit the local environmental, financial re-

sources and the local customs and traditions of these
communities.

In addition to the technical solutions, you will be discuss-
ing health and hygiene education, including community
mobilisation, for ganitation projects. Great emphasis
should be placed on behavioral change within communi-
ties, with mecssages targeted at specific groups such as
school children. The long term objective of the health
education component within our sanitation programmes
should be to “identify and change those behaviours that
when added to a sanitation project will maximise the
health impaet”.

The methods of disposal or the technology of choice, are
governed, to a large extent by the income of our commu-
nities, or our governments’ abilityto provide a subsidyto
the household or family, Whilst we may wish to provide
water borne sewerage to all our communities, this may
not be financially possible and water may not be avail-
able in quantities that would support such a system.

I am sure that over the next few days you will be able to
have some fruitful discussions on the various technolo-
gies that have been developed and adopted in our differ-
ent countries. The sharing of ideas in this forum will I
hope allow us to form sound strategies for planning
sanitation for low income communities,

Itisimportant that we, within the SADCC region, should
not only concern ourselves on the sharing of knowledge,
be it technical, social and financial. We should, in addi-
tion, use this forum to share expericnces and lessons
from our countries so that we can better understand
what works well and what does not, in terms of sanitation
technology.

I believe, Mr Chairman, that we should aim to provide
with the resources at our disposal, the best form of
sanitation within the economic, political and social con-
straints that we face in our respective countries, This
would help us to achieve increased and sustained cover-
age of the poor with water and sanitation, thereby
improving their quality of life.

It is on this note Mr Chairman, that I shonld like to
declare this international workshop on appropriate
sanitation technologies for very low income communi-
ties open.

Thank you.




Message from Dr G, 1. Monekosso
Regional Director of the WHQ for Africe
Presented by Dr Z. M. Dhlamini

WHO Representative for Zimbabwe

Distinguished delegates, first of all I would like 1o extend
our utmost gratitnde 1o the Government of Zimbabwe,
Ministry of Health and the Blair Rescarch Institutc for
the interest and support to host this Workshop in Harare.
We likewise say a great thank you to the Swedish Inter-
national Development Authorily (SIDA} for making
funds available for the workshop.

We know that this young Republic has made preat
strides to give rural sanitation its rightful priority long
before the International Drinking Water Supply and
Sanitation Decade (IDWSSD 1981-1990) was declared
by the United Nations.

The outstanding contribution of the Blair Research
Laboratory, as it was called in those days, in this impor-
tant field of great public health significance both for
Africa and other developing countries is worth of praise.
We hope that the institute will maintain and vigorously
pursue its research activities in this field in the 1990s and
beyond.

Tenyeats ago when the world community declared 1981-
1990 as the International Drinking Water Supply and
Sanitation Decade, there was an increased hope and
growing optimism towards the goal of clean water and
adequate sanitation for all by 1990, While we acknowl-
edge that increased efforts have been made by national
governments and external support agencies to achieve
this goal, it is indeed, alarming to note that more than
threc-guarters of the developing countries’ rural popula-
tion are still without proper sanitation, and so suffer un-
acceptably high mortality and morbidity from diarrhoeal
discases including cholera, ascariasis, bilharziasis and
similar intestinal and parasitic infections.

These diseases continue 1o take their toll in millions, par-
ticularly armong infants whose immunity is low and
whose vigour is often not preat enough to cope with an
infcction after it becomes established. As an example it
could be mentioned that as at end QOctober 1991, WHO
had received reports of 124 502 cases of cholera and 11
222 cholera deaths from 17 Alfrican countries, with an
average rate of death of 9%, but as high as 33% in some
coun(ries,

Inthe African Region of WHO, statistical data collected
atthe close of the Decade show rural sanitation coverage
of 219%; rural water supply 31%; urban sanitation 54%
and urban water supply 83%. The statistics illustrate the
significant imbalance that exists between sanitation and
water supply as well as between services in urban and
rural areas. To redress the present disparity there is a

need for continued and concerted efforts to intensify
Decade activitics during 1990s.

Based upon the principles of primary health care and the
Decade approach which has withstood the test of time,
WHO's efforts in the 19905 will emphasize on the pro-
motion of expanded and sustainable coverage of water
and sanitation systems, Rural arcas, small communities
and urban shims will receive main attention, The activi-
ties will comprise support for planning, implementation
an operation of sustainable systems in terms of institu-
tional development, human resources development, and
monitoring and information. A new global CWS strategy
is also being formulated to re-orient the operation of
WHO in ordcr to meet the evolving environmental
health needs of the 199(0's,

Already, the Health Ministers of the African Region of
WHO, decided in 1985 to strengthen their national
health systems using the primary health care approach
by adopting a new Health Development Framework, It
was agreed that community based health and related
activities which are the foundation for economic and so-
cial development must be sustained by appropriate op-
erational, technical and strategic snpport at the local,
intermediate and central levels. This framework makes
the district the corner stone for implementing the pri-
mary health care approach. The key strategies for opera-
tionalizing the framework which are also applicable in
accelerating the provision of safe drinking water, basic
sanitation and habitat are INFORMATION AND
MONITORING, PARTNERSHIP, INTEGRATION,
COORDINATION AND USE OF APPROFPRIATE
TECHNOLOGIES.

It must be fully appreciated that in most of the develop-
ing countries the present rate of institutional, manpower
and budgetary allocation for expansion of rural sanita-
tion and water supply is wholly insufficient to meet cur-
rent demand or even to keep up with population growth,
Those in greater need of improvement, the rural and
urban poor, are also those least able to afford and
maintain them,

In many countries the programme depends heavily on
government and donors’ subsidies. Fundamental shifts
in prientation and approach need to be made if the very
limited resources are going to be made cost-effective.
The programme should to the greatest extent possible
rely on local resources, materials, manpower and fi-
nance, The community including women and their ot-
ganizations should be brought in the decision making
process and the use of low-cost simple technologies must
be emphasized.

Diseases related to unsafe drinking water, inadequate
sanitation and lack of decent housing, aggravated by
poor personal and domestic hygiene are numerous. It is
encouraging 10 note that some countries in the region
have already started to implement integrated water
supply, sanitation and health/hygiene education proj-




ects at district level, In countries where such projects are
at advanced stage there has been a shift in emphasis
towards mor¢ health /hygicne cducation, and the devel-
opment of low-cost technologies to stimulate popular
demand for latrines, We will urge others to follow this
approach, and provide the required technical support,

Implementation of the integrated approach with district
as the operational level requires effective linkages be-
tween health and other related sectors. This is because
programmes for water supply, sanitation and health edu-
cation are administered by diffcrent organizations. In-
tersectoral collaboration and coordination is essential to
ensure the success of the programme.

Finally, of coursc, choices have to be made about tech-
nology and low-cost, labour intensive, simple technolo-
gies are being soupht. In the search for appropriate tech-
nologies for rural water supply and sanitation, even if we
develop the most applicable design, the success depends
upon its individual and communal acceptance, under-
standing, and use. This is the most important aspect of
rural water supply and sanitation technologies and this
can only be satisfactorily achieved by involving the

communities eoncerned in the choice of technology and
rescarch activities. The stock of experience in rural
sanitation technologies in the countries represented in
this workshop could be reviewed in terms of their ac-
ceptability, cost effectiveness and simplicity for further
development,

Distinguished delegates, in conclusion, as you probe to
find solutions for appropriate sanitation technology for
very low income rural and peri-trban communities during
your deliberations in the coming 4 days, vou should
realize that yon are committed to a truly worthwhile
cause to be at the forefront of the march toward the
common objective of universal access to clean water and
safc sanitation which will bencfit many millions of our
fellows in the region in the years to come. It is a bagic
need for everyone to live a healthy and productive life in
a decent environmenl with happiness and dignity.

With this refleetion I wish this workshop plenty of
EUCCESS,

Thank you.
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Address by Ms Shungu Mtero,

Acting Director, Biair Research Institute and Head of
Water & Sanitation Section, Blair Laboratory.

Ladies and Gentlemen, I wish to extend to you all a
further welcome on behalf of the Blair Research Insti-
tuie.

The Blair Research Institute incorporates the Blair
Research faboratory in Harare and the De Beers Re-
search Laboratory in Chiredzi a small town about 450
kilometres south-east of Harare, Zimbabwe's capital
city, Blair is the major institution within the Ministry of
Health whose functions combine research into vector-
borne diseases and othcr tropical infeetions, health tech-
nology development, health impact and evaluation, train-
ing and service. Recently, its mandate has been ex-
tended to include Health Systems Research and re-
search on ATDS and other STDs.

Blair Research Laboratory was established in 1939 as
the Malaria and Bilharzia Research Laboratory with the
objective of carrying out research on these subjects in
liaison with the London School of Hygiene and Tropical
Medicine, Research primarily concentrated on schis-
tosomiasis and the laboratory passed control of malaria
to the Federal Malaria Eradication Organisation in
1961. Blair Research Laboratory resumed responsibil-
ity for countrywide malaria control in 1970,

De Beers Research Laboratory was established as a
privale-scetor imitiative with the primary objective of
carrying out research and control services on bilharzia in
the huge irrigated sugar plantations of the lowveld. In
1966, the laboratory was donated to government and
became a sister laboratory of the Blair Research Labo-
ratory.

Elair Rescarch Institute (BRI) is a World Health Or-
ganization Collaborating Centre for Schistosomiasis
Rasearch and Control. The institute is active in promot-
ing networking for Tropical Diseases Field Research of
Institutions in Bastern and Southern Africa through
regional training courses and workshops.

Zimbabwe is fortunate in that the advantages of applied
research are recognized and supported by the govern-
ment. In 1990/91, annual recurrent expenditure from
government for research was about Z$2.5 million and
for disease control Z$5 million (1Z% = 0.44 US$). In
addition, the research at the institute is supported by
grants from external donor agencies (WHO, IDRC,
ODA, BOSTID, IAEA, UNICEF, IFS, DANIDA, SIDA,
ctc.) which in the last four years have amounted to over
$2.5 million Zimbabwe dollars. To support these re-
search activities, the BRI has about 50 professional, (15
researchers and 35 technicians), 80 support and field
staff.

The responsibilities of the Blair Institute cover the

11

following functions:

Dundertake research into all aspects of the occurrence,
control and prevention of vector-borne discases;

it)provide advisory, supervisory, and evaluatory services
to any individuals or authority conducting schistosomia-
sis control activities.

ii)assist in the formulation and eventual implementa-
tion of a national schistosomiasis control programine,

ivihelp implement the national malaria eontrol pro-
gramme {which involves spraying of houses with a resid-
ual insecticide such as DDT and more recently deltam-
ethrin) on an annual eycle;

v)provide research and extension services for helping
improve rural water supply and sanitation and

vi)provide support for health education activities.

In order to fully carry out the functions for which it was
formed, the laboratory has been divided into varions
sections ... which are malaria, schisto, Health Systems
Research, recently ATDS and other STDs and last but
not least, the one that is closest to my heart, the Water
and Sanitation Section.

Let me dwell a little bit more on the objectives and
activities of the Water and Sanitation Section at Blair, It
has four main objectives;

ajto promote the goal of providing potable drinking
waler and adequate sanitation to the rural populations of
Zimbabwe, as an integral part of the Government’s role
of extending Primary Health Care Services.

bjto research, develop, evaluate and adapt technologies
appropriate for use in the water and sanitation sector as
it applies to Zimbabwe and disseminate a practical
working knowledge of these technologies into the prov-
inces at district and ward level.

o)to encourage the use of indigenous sustainable tech-
nologies in the sector.

d)to research and evaluate, microbiologically and socio-
logically, all aspects of water and sanitation that relate to
waterborne or water washed diseascs cncompassing
social and health impact studies of the appropriate tech-
nologies that bave been developed by BRI,

Technology Development

Aspects of technology development involve further
development of;

a)the Upgraded Family Well technology which looks at .
individual use/ownership. This technology may form
the basis of a major water programme in Zimbabwe in



the future.

b)the Zimbabwe Bush Pump, and specifically the “down
the hole"” components of this pump, including specific
tools, in an attempt to simplify and reduce the carrent
costs of maintenance.

c)lower cost options of the Blair Ventilated Improved.

Fit Latrinc (VIP) suitable for use in “marginal areas”
and refugee camps, and for possible use in the national
prograrme in future years, Thiswork is a reactiontothe
inereased cost and scarcity of cement.

d)other technologics that may be required in the sector
- e.g. gravity and spring techniques, sand filter tech-
niques, water quality techniques (including development
of water quality criteria).

Training which is either done through lectures at the
Laboratory and also field visits to research sites such as
Henderson and Epworth or training at rural field loca-
lions, in actual construction techniques ete, which has
proved to be particularly successful.

Research into the health benefits of the technologies,
looking at both sociological and microbiological indica-
tors which are associated with disease, e.g. diarrhoeal
disenses in children, which relate to these new technolo-
gies.

Now let us zero in on the purpose of this workshop and
how Blair is related to it!

Blair has been involved in research and development of
water and sanitation technologies for many years, and
this has been supported by a strong training component.
Whilst this work has been directed towards supporting
the country programme, our links with other countries
have become stronger and there i3 now 3 need to share
expericnees inorder to make clear a sound direction into
the future, This can only be gained by comparing notes,
and experiences, successes and failures, so that we are
well equipped to face the realities of the future,

This workshop’s aim is to give us this direction in the area
of sanitation for very low income communitics, My
colleagues have explained the background to the prob-
lem very clearly and there is no need to re-emphasise
this.

The workshop is basically divided into three compo-
nents. The first is the delivery of country papers. This
will enable the participants toidentify the direction each
country js following and to gain a insight into its strengths
and weaknesses. Second, four working groups will be
formed, each with a Chairman and rapporteur. These
four groups will tackle the subjects of technology choice,
the role of hygicne education, the role of mobilisation for
sustainability and finally the role of planning and im-
plementation, After each group has met and debated
each subject, its main role is to produce a set of guide-

lines for future use in each area of interest. These guide-
lines will be presented 10 the mecting on the fival day.
The final stage of the meeting will be concluded when a
set of recommendations are put to the meeling and
adopted,

Progress in the area of low cost sanitation can only be
based on practical application and the result of experi-
ence, Those of you who have been chosen on behalf of
your respective countries will have gained very consider-
able experience in this sector, and we know that you will
place your knowledge at the disposal of the group as a
whole, Indeed this experience will be drawn from a very
considerable part of sonthern and eastern Africa.

The country papers, guidelines and recommendations
will be presented in the form of a Workshop Repott
which should be released early in the New Year, We
trust that this will form a valuable and practical docu-
ment for use in all our countries,

We trust that you will enjoy your stay in Zimbabwe, and
be able to share experiences with many colleagues who
are present here. 1n this area as in many other forms of
development there is still a great deal to learn. I am sure
that all of us will learn a great deal this week, and will
have gained much from it, including a closer feeling of
comradeship with our neighbours in the subregion.

Thank you




THE PAPERS

13




LOW COST SANITATION IN ZAMBIA
F NYIRENDA

HEALTH INSFECTOR MWACHISOMFPOLA HEALTH DEMONSTRATION ZONE, ZAMBIA

1. ZAMBIA: COUNTRY PROFILE
1.1 Tonpography

Zambia, lying beiween latitude 8° and 18° South and
longitudes 22° and 34° East, has an area of 752,614 sq km
and has boundaries with Zaire and Tanzania in the
north, Malawi in the east, Mozambique, Botswana,
Zimbabwe and Namibia in the south and Angola in the
west,

Administratively, the country is divided into nine (9)
provinces and 62 official districts. A health distriet,
Mwachisompola Health Demonstration Zone, was cre-
ated with UNICEF/WHO/UNDPF assistance in 1978 by
the Zambian Government with the sole purposc of
demonstrations of health concepts, operational research
and training (scc vide item 3.5).

12 Climate

Zambia has tropical climate and vegetation. There are
three distinct seasons; the warm - wet season {November
- April), cool dry winter (May - August) and a hot dry
scason (September - QOctober).
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The population of Zambia was recorded at 5,66 million
in the 1980 Census and 7,225,924 as a 1987 population
projections. With an average annual growth rate of 3.1
the estimated population size as per our Central Statis-
tics Office in 1990 is 8,07 million. Thus in 17 years the
population increased by 62.2% from 3.5 miilion in 1963

10 5.66 million in 1980.

On distribution about 54% of the population live in rural
areas as opposed to 46% urban dwellers. Further
analysis reveals that 70% of the population is dependent
on only 30% of the population.

1.4 Health Problems

The mortality and morbidity patterns in Zambia reveal
that a high percentage of deaths and illness emanate
from the environmental and behaviour cases. Commu-
nicable diseases for which preventive measures and poor
cnvironmental conditions are health problems of major
concern exemplified below:-

TOP TEN QUTPATIENT DI I H
TAL AND HEALTH CENTRE

Pl-
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(ALL AGES)

DIAGNOSIS TOTAL (ALL AGES) %
1. Urti 2234 654 15.1
2. Malaria 21583141 4.6
3. Other Fevers 1449 354 98
4, Diarrhoea 1379 808 93
5. Other Abdominal 1 152 526 7.8
6. Injuries 726 734 49
7. Eye Diseases 672970 4.6
8. Worms 332 980 23
9, Skin Diseases 303 200 2.1
10. Diseases of Teeth 287 800 20

SOURCE: Ministry of Health: Statistics Unit

Analysing the components of Primary Health Care,
namely Health Education, Maternal and Child Heaith,
Water and Sanitation, Treatment of minor ailment, Im-
munisations, Food and Nutrition, etc. most diseases and
health problems reflected could be curtailed and suffer-
ing reduced especially the low income community. In-
fact proper sanitation, health education and water sup-
ply deserve high priority in national programmes if the
trend on health problems are to be reduced.

2, SANITATION - SITUATION ANALYSIS

2.1 The Zambian International Drinking Water Supply
and Sanitation Decade National Action Commitice
produced a well researched plan of action for water
supply and sanitation in 1985 where the water and
sanitation statistics were documented. Incidentally, this
paper will only focus on sanitation for low income
groups, mostly rural communities,

2.2 Whilst government departments/agencies have been
charged with the responsibility of water and water borne
sanitation in Large Urban Areas (LUAs) and probably
Small Urban Townships (SUTs), there isno legal agency
or Ministry who has obligatory responsibility for rural
sanitation, common, sewapge disposal system utilised by
the very low income groups.

2.3 The Public Health (Latrine and Drainape) Regula-
tions Part XII provides for the regulation/provision of
pit latrines to various institutions /houses but these regu-
lations are only applicable to Large Urban Areas (only




applicable to 22 cities, towns and municipalities). However,
although no government agency has obligatory responsi-
bilities for Rural Sanitation, the Ministry of Health,
District Councils and Minisiry of Works and Supply,
through other provisions of the law, can and do persuade
tural communities to construct and maintain sanitary
facilities. But due to lack of legal obligation the majority
of rural communities have not bothered on sanitation.

2.4 On the basis of 1980 population census 63% of the
population in Zambia had no sanitary disposal facilities
and 53% had no access to potable water supply. The
country service levels are reflected below:-

eryice 5 i rines in Rural Area

(1980)

Source: (Zambia IDWSSD - 1985)

Rural Using

(Population) (Adequate)
Province Sanitation
Central 330,733 33%
Copperbelt 100,034 1%
Luapula 347,257 31%
Northern 560,145 0%
North-Western 263,632 42%
Southern 500,388 60%
Western 425,410 38%
TOTALS 3,239389 37%

Average

Incidentally though pit latrines are considered accept-
able in our rural areas, the same are unacceptable in
urban areas with high populations.

2.5 Zambia IDWSSD Action Plan (1980) revealed that
only 37% of the population in Zambia had access to
adequate sanitation. The table below summarises such
findings:-

Catepory Type of Facility Population % Pop.
Zambia
Larpe Urban Areas  Flush toilets
(Ptivate and
communal) 988,144 174%
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Small Urban Town- Flush toilets

ship (incl. 12 {Private and

rural township) communal) 166.000 2.9%

Rural Areas Pit latrines 971,817 11.1%
TOTALS LI2596% A4A%

Source: Zambia IDWSSD (1985)

NB:The Ministry of Health (MQH) in 1981, in a rapid
study on sanitation found that about 48% of rural
communities had ng sanitary facilities.

Arecent survey conducted in Kabwe rural district {(within
Mwachisompola Health Demonstration Zone) in 1990
by Provincial Health Inspector, Central Province re-
vealed that 47% rural communities had latrines but ogly
13% of these had ventilated pit latrines, However,
outside the zone only 17% had ordinary pit latrines.
From these figures the proviston of sanitation facilities is
still a major problem in Zambia and concerted efforts
are required to redress the situation, especially now at
the time of water - sanitation ‘borne’ diseases (Le.
cholera, dysentery and other diseases of poor sanitation
sweeping our countrics,

3. _CURRENT SANITATION PROGRAMMES IN
ZAMBIA

3.1 After the Sanitation Decade (1981 - 1990) was
launched in Zambia, a number of agencies were involved
in Water and Sanitation Programmes, In view of the
current cholera and dysentery outbreak in our couatry,
the Ministry of Health has emphasised the need to
intensify water and sanitation programmes. In fact
gasirorenteric morbidity and worm infestation have shown
to decrease when pit latrines and sewerage facilities are
installed and utilised.

8o far several rpanisations have embarked on
various forms of water and sanitation programmes as
follows:

a) Western Province - NORAD - Water,
Sanitation and Health
Education
(WASHE)
(including water
quality control).

b} Southern Province - JICA (Japanese)

c) Central Province - German (Rural
Water Supply
Programme)




d) North Western/Central - DAPP (Danish)

{Development
Aid from People to
People)
e) Lusaka/Luangwa - Africare
H Eastern Province - Oxfam
z) Northern Province - Irish Government.

However, it is the feeling of most concerned that there is
aneed for Proper Co-ordination of these programmes as
they are now controlled through various Ministries and
Agencics L.e. Ministry of Health, Department of Water
Affairs, District Councils, ete. It is hoped that a work-
able organisation channcl can be worked out at this
regional workshop, especially as regards Water and
Sanitation Programmes for the low income communi-
tics.

3.3 Realising lack of involvement by most organisation
in Sanitation Projects, the Ministry of Health in 1981
drafted a first [DWSSD Data Sheet 01 whose main
objective was o implement demonstration project for
Water Supply and Sanitation in Mwachisompola Health
Demonstration Zone (MHDZ), The idea was to con-
struct a limited number of pit latrines within the frame
work of a broad Programme on Environmental Health
in Kabwe Rural.

3.4 Mwachisompola Healih Demopstration Zong
{(MHDZ) development was jointly financed by WHO/
UNICEF/UNDP and the Zambian Government and
became operational in 1978. The WHO-PAG Mission
recommended that the area be established for Demon-
stration, training and gperational research in Public
Health Practise in Zambia within the frame work of
Preventive Programmes and in conformity with policies
of IDWSSD a Pit Latrine Programme was initiated
within MHDZ in 1981, The idea then was to try and
develop an appropriate sanitation technology with the
aim of transferring this technological concept to the rest

. of the country for rural sanitation once proved success{ul
in this project area, Initially, the Council were involved
in the manufacturing of Pit Latrine slabs and selling to
rural communities at a nominal fee. The slabs scheme
was abandoned due to what they termed uneconomical
venture. Howevcr, it was discovered that there were alot
of breakages, transport charges were high and man
power problems.

3.5 When the MHDZ spearheaded the ambitious pro-
grammes, mostly using locally available materials but
organising materials for the slab and vent pipes a num-
ber of notable problems were experienced which led 1o
latrine collapsing and failures:-viz

3.6.1  Pit latrines were constructcd without lining

362  Open pits were dug too large
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3.63  Ground water table was quite high

3.64  Generally pogr soil conditions

3.6.5Heavy superstroctures had been built over concrete
slab.

In May, 1981 WHO - AFRO Evaluation team visited the
trial “Health” district (MHDZ) and gave the following
recommendations:-

a) Where soil conditions are good a circular or rectan-
gular pit with minimum acceptable dimensions (1: 144:2
rule of thumb, - 1m wide x 1/2m long, 2 metre decp
should be considered).

b) Inwater logped areas three options would be consid-
ered:-

i) raise the area where pit would be dug by sand
fill {(see fig.2)

i) using 2 or 3 open drums driven over pit

iii} constructing lining made of burnt bricks and
making sure that walls are not entirely water

tight.

¢) Superstructures, which contributed to collapse of pit
latrines, due to heavy materials to be constructed in
simple, light and aesthetically acceptable materials.

d) The provision of vent pipes to the pit latrines would
also reduce or eliminate odour problems.

3.6 On the basis of the reeommendations above, the
Ministry of Health sponsored Sanitation Programmes,
now funded through WHOQ and Counter Part Fyndsin 5
districts advocate the provision of basic copstruction
materials to the community (vent pipes, wire gauze and
reinforcing wire) who have shown desire to embark on
such sanitation projects. The ¢xpertise on construction
concepts is given by various health professionals, ie.
Health Assistants, Inspectors PWD and Council staff. A
workshop to strengthen the appropriate technological
concepts in sanitation programmes has been arranged
and scheduled for November 1990 at MHDZ to assist
the professionals on the subject and to address the prac-
tical skills of construction. So far K10 million (Kwacha)
has been set aside by the Ministry of Health, in addi-
tional to various other donors in this ficld, to embark on
sanitation projects. Emphasis will be on community
participation and health education. At least ourtarget to
slowly move from the 1980 coverage of 37% the WHO
1980 sanitation target of 100%.

4. TECHN IES IN USE

4,1The IDWSSD document asserted that “the ordinary
Pif Latrin ly in ipcom jti




do not sati &

In this regard emphasis on all cur current sanitation
technology is based on the Veatilated Improved Pit
latrine developed by the Blair Research Institute of
Harare (see Fig. 1), The design, position of vent and
door way and the final advantages of odourless and vec-
tor control are emphasised.

4.2 Most Institutions i.e. schools, rural health centres,
etc. have now embarked on construction of the above
Ventilated Improved Pit Latrines (VIPs). However,
only about 13% (1990 Sanitation Survey in MHDZ) of
houscholds from the 47% who have pit latrines were
ventilated pit latrines. This figure is still very low and
somcthing needs to be done to improve the coverage
from the survey conducted in MHDZ, it was revealed
that most communities had expressed the following
sentiments as contributory factors to the low coverage of
pit latrines.

4,21 Expensive building materials for constructing the
Veatilated Improved Pit Latrines (Vent Pipe, reinforc-
ing wire, wire gauze and cement),

4.2.2 Lack of knowledge on importance of vsing Pit la-
trines.

4,23 Presence of bush makes construction of pit latrines
of lower prigrity in rural communities without knowl-
edge on its use.

4.2.4 Custotas and beliefs (especially the fathers/moth-
ers-in-laws utilising the same pit katrines),

4.2.5 Collapsing due to heavy superstructures.

The study also revealed that most persons were found
with samitary facilitics (Pit Latrines) were people in
formal employment (7%) meaning that the communi-
ties usuafly in low income have no such facilitics. Nor-
mally, when diseases of poor hygiene strike (i.e. cholera)
these communities are affected badly as seen during the
1990/1991 cholera epidemic in Zambia, We surely have
a problem on our hands and it is again hoped this
Regional Workshop will develop guide lines for sanita-
tion for the poorest parts of our society.

4.3 In 1988 the MHDZ tried to simplify the construction
of Ventilated Pit Latrines by substituting certain im-
ported /expensive building materials with locally avail-
able ones. Some VIPs were put up on trial by construct-
ing the superstructure with normal mud and wattle wall
structure, grass roof and vent pipes organised from
reeds, smeared wi ixture of mud and cow dung (see
Fig, 3). However, the wire ganze could not be substi-
tuted. Although not a break through these approached
are a bid to cut down on costs but still utilise the “Blair

Concept” of VIP.

4.4 The Commercial Kitform VIFP supplied by Kit from
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Shelters and Sanmitation (Pvt) Ltd, Zimbabwe which
utilise reinforced wires for wall, roof and slab,is beyond
the reach of most rural communities let alone the various
Institutions. However, it has been found useful in
emergency situations and af rural health centres and
road camps.

4.5 The other technology being utilised by most people/
Institutions is the one where the vent is constructed with
brick work. In unstable sandy soils of Western Province
(in a bid to stabilise the pit and avoid collapse) the use of
an ayger is advocated. In one compound, augured
ordinary pit latrines were found adequate and satisfac-
tory but due to the diameter, it was difficult to fix a vent
pipe; although at one Rural Health Centre a Curved
Vent Pipe was fixed (o the angured pit latrines, The
eflect on flies and mosquitoes was not studied.

5 RECOMMENDATIONS

5.1 According to the repealed Local Government De-
centralised Act 1980 the Sanitation Responsibilitieswere
vested mto the District Councils, Incidentally, such
duties were only for water borne sanitation, pit latrines
and any other forms of sanitation for the urban areas.
Since no agency has been apportioned responsibilities
for rural sanitation, it should be strongly recommended
that Local Authorities be empowered legally with the
responsibilities of Sanitation for Rural arcas within their
geographical boundaries,

5.2 Because of lacking legal obligation on rural sanita-
tion anumber of agencies/organisations have embarked
on various Sanitation Programmes using various self-
styled approaches with varying technologies. Although
this approach takes care of local situations the commu-
nities take time to grasp the numerous approaches. 1t is
therefore recommended that at national level at Co-
grdinating Agency/Ministry be identified to co-ordinate
the operations of sanitation programmes for rural com-
munities 50 that the technologies and searce resources
are well instituted.

5.3 In view of the recent outbreaks of diseases due to
poor hygienc (i.e. cholera, dysentery) the government
should allocate adequate resources to the water and
sanitation programmes and hence boost the Primary
Health Care Programme which basically aim at disease
prevention,

5.4 The low coverage of pit latrines in the rural commu-
nilies can partly be attributed to the high cost of building
materials. It will therefore be proper to have a cdoser
look at these existing technologizs to try and address the
issue of expensive building materials through the use and
research of Jocally available materials. The concept of
“odourless” and “flyless” should still be maintained,

5.5 Practical /Orientation Workshops on sanitation be
organised for the programme managers with a view of
sharing new ideas and experiences.




3.6 Intensification of Health Edugation to both the Pro-
fessionals and Communities on the contributions of
adecquate and proper sanitation to the overall well being
in society, The Water, Sanitation and Health Education
{(WASHE) concept should be introduced by all these
agencies involved in this ficld so that issues of operation
and maintenance and hygicne play a pivotal rolg in these
sanitation programmes.

CONCLUSION

Because of the absence of any agency responsible for
rural sanitation, the Ministry of Health will still continue
through an intensified health education programme an
appropriate methodology for planping and implcmenta-
tion of simple sanitary facilities, as stipulated in the
IDWESD Action Plan,

Recent surveys reveal vividly that the eoverage on sani-
tation is unacceptable and efforts should be found to try
and increase awareness amongst the rural communities
on the provision of this important facility. Only the
promotion of health through effective drainage and
sewage disposal will reduce the mortality and morbidity
of environmental health dizeases.

1t is hoped that the workshop, after examining regional
experiences on the sanitation, technologies, will develop
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guidelines for the provision of sanitary facilitics for the
poorest parts of our society.

NB:Despite utilising the IDWSSD data some Views,
obscrvations and recommendations in this paper are
mainly from the author and cannot be attributed to his
employers.
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The Workshop is timely because at present most of the
countries in our region are experiencing major discase
outbreaks, basically of poor sanitation. Normally, if all
members of our communitics had adequate and basic
Sanitation faeilities and safe water supply such maladies
will surely be kept at bay.

It is also hoped that such regional forums will promote
the cross-fertilisation of ideas so that our experiences in
the field of Water and Samitation will brace us for
successful planning and implementation of sanitation
programmes for the benefit of the poorest parts of our
society.




SANITATION TECHNOLOGY FOR LOW - INCOME COMMUNITIES IN
BOTSWANA

MR, E, DIPATE

DISTRICT SANITATION CO-ORDINATOR, GABORONE

The Environment Sanitation and Protection Pilot Proj-
cat (E.S.P.P.) served as the test case for the current rural
sanitation programme. A brief outline of it is presented
here 50 that we can familiarize ourselves with the histori-
cal background of this programme,

The E.S.P.P. Pilot Project as it is popularly called in
Botswana, was initiated by the Government of Botswana
and rural residents in recognition of the growing number
of health probleims associated with inadequate personal
and community sanitary practices in rural areas. In par-
ticular, it was clear that most diarrhoeal and intestinal
diseases could be attributed largely to improper disposal
of human excreta.

The need for some form of improvement was first voiced
at the National Conference of District Development
Commit{ees in 1976, which resolved that a coordinated
effort, on a national level, was necessary to improve
sanitation. This need was reiterated at the local level in
the “Needs Assessment” which was prepared for
southern district by the Rural Industries Innovation
Centre in 1978. The survey carried out in association
with this study indicated that rural residents considered
sanitation to constitute one of their most urgent needs.

Responding to this expressed need, the Government of
Botswana requested assistance from the United States
Agency for International Development (USAID) in im-
plementing an experimental, village - based pilot project
whichk wonld develop, test and evaluate various educa-
tional techniques, media and messages related to sanita-
tion and the building and maintenance of appropriate
latrines and refuse disposal systems, food and water
- hygiene, and test various types of septic tanks, latrines
and refuse disposal systems to determine which ones are
technically appropriatc, socially acceptable and afford-
able to rural householders.

The project staff were also asked to look at the ways in
which the Pilot Project could be replicated afterwards on
a national basis, moving from one district to another,
Here the Government of Botswana requested that the
Pilot Project lay the groundwork for a package which
may be used in any district and which can be imple-
mented at a decentralized level by local authorities in
aceordance with the government’s emphasis on district
development planning when the distriet define the prob-
lem as a priority and are willing to commit resources to
it.

In 1979, a multidisciplinary team of USAID consullants
met with the Government of Botswana to set up an initial
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design for the Pilot Project. Together, they produced the
final “Project Paper”, which contained a detailed plan of
action for carrying out the project. Two districts ie.
Southern and Kpgatleng were chosen for pilot implemen-
tation as both had already selected sanitation as a devel-
opment priority. The project got uederway the following
year with the arrival, in the field, of the pilot tear, which
had been recruited by USAID and approved by the
Goveroment of Botswana,

The Pilot Project team began its work immediately by
holding a four-day-long seminar at Rural Industries
Innovation Centre in Kenya. The Seminar was attended
by officials from Southern and Kgatleng Districts.

The purpose of the Seminar was to discuss rural sanita-
tion needs and the ways in which the project could be im-
plemented, It was well attended and produced both a
definition of the problem and a preliminary list of devel-
opment strategies, as well as methods for achitving
them.

The first task for the Pilot Project team was identified as
the recruitment of team leader counter-part and devel-
opment of latrine designs which were “appropriate” to
the villages to be served. The original project paper had
recommended that three types of latrines be adopted.
The Ventilated Improved Single-Pit (BOTVIF), Reeds
Odourless Earth Closet (ROEC) and the Revised Earth
Closet Type II (REC II).

The second task undertaken by the Pilot Project team
was to review the list of pilot villages which had previ-
ously been selected by the District Councils. The villages
eventually selected were Artesia, Mabalane and Olifants
Drift in Kgatleng district, and Ranaka, Selokolela and
Keng in southern district. A baseline social survey was
completed on these villages in carly 1980, The epidemi-
ological report was also completed in the same year, The
hydrological and geological reports were analysed.
The third task initiated by the Pilot Project teamn was the
development of the educational component of the praj-
ect, Materials were needed that would demonstrate the
advantage of improved sanitation to house-holders.
Materials were produced for Family Welfare Educators
which illustrated the relationship between health and
sanitation, Booklets were produced for village residents
which gave a step by step guide to building one’s own
latrine or digging a refuse pit.

The latrine design and educational materials were dis-
tributed during the first meeting with the village exten-




sion teams, village development committecs, village health
team and followed by distribution during Kgotla meet-
ings, monitored and tested in each of the six villages. As
a result, revisions and improvemenis, wete made to
them on an ongoing basis.

For example, in Kong, most of Selokolela and a small
part of Ranaka, it was discovered that sandy soils were
incapable of supporting the weight of the superstructure
above the pit. Thus, the substructures were strength-
ened by lining the pits at an extra cost.

Once the designs and construction methods were se-
lected for latrines, demonstration models were built in
six pilot villages on sites previonsly selected by Kgotla
meeting. Village Sanitation Assistants, Assistant Com-
munity Development Officer and Family Welfare Edu-
cators invited villagers to watch the construction process
of low, medium and high cost latrines, sinec they would
later have to decide if they wished to build a latrine for
themselves.

Concurrent with the building of demonstration latrines,
village groups were organised by the Pilot Project team
on the subject of litter. 'They then dug refuse pits at cach
group member's house and, in some villages, organised
litter pick up campaigns. These moves were well re-
ceived in most villages and resulted in the digging and
wtilisation of refuse pits on most plots.

When the demonstration latrings were completed, Kgotla
meeting were held to talk about them., This consultative

forum held in a traditional gathering and judicial place
called Kgotla, helped the team to correct unacceptable
designs. ‘The spiral doorless superstructure was aban-
doned as result of rejection by the Kgotla meeting. The
Kgotla meeting felt that the Spiral doorless latrine was
not safe and did not provide privacy, The community
also felt that it was too dark. The building process and

cost were explained, and all interested house holders
were asked to sign contracts, These contracts stipulated
how much the houscholder would pay and what he /she
would receive in return, About 250 contracts were
signed by householders in six villages. The District Sani-
tation Foreman and Village Sanitation Assistants then
began visiting each of these people to complete the
Council's portion of construction and to encourage
paytaent.

EVALUATION

The evaluation of the pilot project by the USAID and
districts involved pronounced it a success in the sense
that it did not only provide latrines to householders but
it also succeeded in reducing sanitary related diseases by
less than 30%. The pilot project provided technical
know-how, health knowledge, income and a base for im-
plementation of other projects. Horticulture Syndicates
in River Villages are examples of projecis born out of
E.S.P.P.

RR
T TECHNOLOGI

ITATI

The suceessful implementation of E.S.P.P. attracted
UNICEF to provide funds to replicate the programme
under the Self-Help Environmental Sanitation Project.
The delivery system under self-help environmental sani-
tation programme is identical to E.S.P.P. except that
under SHESFP more villages are involved and covered
small villages in four districts.

The success of ES.P.P. and SHESP, gave birth to
K.F.W. project which covers the major villages in the
district. The difference between these two projects is
that K.F. W, cover major villages while S H.E.S.P. covers
small villages. That is why theybaoth operate 1o the same
district covering different villages.




SANITATION FOR LOW INCOME COMMUNITIES IN BOTSWANA

FRANK MOLALETSI

SENIOR HEALTH INSFECTOR, SOWA TOWNSHIP AUTHORITY

Introduction

Sanitation technology is a broad topic which encom-
passes a wide spectrum of issues for instance, when
addressing this topic, the question of human waste dis-
posal techniques and solid waste management easily
comes to mind.

In trying to address this topic, this paper would dwell
much onspecific cases as exist in Botswana and elforts by
the government to seek solutions to sanitation problems
encountered, with the main focus on the low income
groups in both urban and rurat population and a brief
attempt would be made to cover the issuc of solid waster
management as perceived by the presenter.

Ladics and Gentlemen, it i3 assumed in this paper that
Environmental Health problems particularly for the low
income communities in Botswana are also prevalent in
other developing countries and therefore efforts aimed
at redressing these problems could also be applied in
other related countries.

A lot of developing countries in a move 1o solve their
community health problems have always found them-
selves with no option but to purchase expensive and so-
phisticated equipment from industrialised countries, thus
spending mirch on their limited inancial resourees which
could be utilized in other national projects if there was an
alternative of using appropriate and cost cffective tech-
nology using locally available materials and skills. For
instance, it is almost impossible for developing countries
to provide the cxpensive sowerage sysicm to all its
communities.

However, in the recent years, government have seen the
need for intensive research on the use of appropriate
technology in the provision of services to its people, This
is also in line with the concept of Primary Health Care
system, which calls for the use of appropriate technol-
ogy, which is affordable to alarge number of the commu-
nity,

To this end, a number of countries have made some
remarkable achicvements in providing affordable sani-
tation facilities to their low income communities. The
Botswana National Rural Sanitation programme is a
case in point,

The government’s support for on-site sanitation provi-
sion in Botswana started in 1976 when a research was
conducted to find a suitable on-site sanitation facility for

the urban non-sewered site and service areas. The
research froin the Blair Institute 1n Zimbabwe on double
vault pit latrine system was quitc influcntial to the design
that Botswana embarked upon.

The urban site and service areas were provided with
substructures by the government and building materials
loans given out to the plot holders to provide superstruc-
tures. The loans are covered throngh a system of serv-
ice levy. The success of this programme in the urban
low-income areas, together with other factors such as the
world-wide declaration of the International Drinking
Water Supply and Sanitation decade, prompted the pov-
ernment of Botswana (o extend the on-site Sanitation to
the rural areas, and in 1980 the first Ventilated Pit
Latring Pilot project was started in two districts of
Kpatleng and southern distriet.

The pilot project which was termed the Environmental
Sanitation Protection project had two major objectives,
{(a) to provide improved pit latrines which are affordable
to the community and pose less pollution problems to
the water supplies. (b) to promote health education with
a view to curb water and sanitation related diseases.

The project, which was a joint venture between the
government and the community had succeeded to some
extent in meeting the desired initial objectives. The
project came to an end in 1983.

With the success of the above pilot project and expern-
ences gained, other Councils expressed the wish to have
the project extended to them and this move culminated
int the second phase of the Pilot project termed the self-
help Environmental Sanitation project in 1984,

The SHESP PROJECT was merely a continuation of the
first pilot project and was funded by both the govern-
ment of Botswana and UNICEF,
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The technology which was adopted in the provision of
on-site Sanitation for the Rural Community was well
suited to the physical, socio-economic and cultural con-
ditions of Botswana,

The project aimed at providing Ventilated Improved Pit
Latrines to the rural communities, The design of the
latrine comprises of a substructure which is provided by
the Government or Council and superstructure pro-
vided by the plot owner.



SUBSTRUCTURE DESIGN 1S COMPRISED OF:-

a) 3segmented precast cover slabs to support the super-
structure and a smooth upper surface (or easy cleansing.

b) inserts for the vent pipe and drophole are provided in
the slabs,

-onc rear slab is exposed and removable to facilitate for
desludging.

¢) the pit is lined with cement blocks to support the
superstructure from collapsing and avoid ground water
pollution.

In some cases the pit has double alternating pits so that
when one pit is full the other one could be resorted to.
The pit often have sufficient capacity to last for 10 years
for an average family of six persons.

Unstable sandy soils in Botswana are partly responsible
for the full lining of the pit. Where it is difficult to
excavate because of the hard rock, the latring substrue-
ture is raised from the ground level. Council assists with
jack hammers to excavate the rock,

SUPERSTRUCTURE

The construction of the superstructure is the responsi-
bility of the householder and usually the design is accord-
ing to the ownet’s preference.

When the project is in progress, dilferent types of dem-
onstration units are displayed by the Councils for the
householder to make his choice. Demonstration units
are made of different local materials ie. traditional and
modern materials. But over the time, the use of tradi-
tional matcrials such as mud walls had proved to be
unpopular, This is due to the fact that the traditional
materials require regular maintenance and are less durable.
Pcople in Botswana now perceive latrings as part and
parcel of a complete home and they therefore make a
proper structure mainly using modern materials such as
cement blocks, corrugated iron sheets for roofing and
cven provide a door. Usually a private wall is attached to
the latring to ensure complete privacy, -~

Plot owners usually engage local skills for the construe-
tion of superstructures thus creating employment to

fellow rural dwellers.

EMPTYING OQF LATRINES

The cmptying of pit latrine sludge once the latrine is full
has always been the most difficult task to both the
community and the Council.

Ordinary vacuum tankers are not able to do this job quite
effectively and due to the heavy sludge, experience
regular breakdowns. The disludging of pit-latrines needs
intcnsive research on the cost elfective and appropriate
mechanisms to carry out this task. The pravision of on-

22

site sanitation facilities should be sustainable over along
period of time,

Botswana had 2 sludge removal trucks from the United
Kingdom which were on a trial basis to determine their
effectiveness in dealing with pit latrine sludge. This
truck is called the “BREVAC”. The BREVAC were
shared between 4 towns in Botswana, One serving
Francistown and Selibe Phikwe and another one for
Gaborone and Lobatse. Although the BREVAC had a
good sludge sucking capacity, its sophisticated design,
lack of parts and costs, tended to hamper the use of more
of these trucks. The trucks cavsed maintenance prob-
lems to the local garages.

DOUBLE PIT LATRINE

The donble or alternating pit latrines offers little solu-
tion when the pit is full. Since the two pits are under one
roof, when the first is filled up then the seat is shifted to
the second pit. The first pitis covered. When the second
pit fills up, the wastes in the first pit would have been
rendered less offensive and could be removed to be used
as manure, however, the handling of facces is cudturally
unacceptable and most householders would prefer to
build a second latrine and recover some material from
the first pit latrine.

COMMUNITY MOBITISATION AND HEALUTH EDLL
CATION

In order for the community to accept the project and
showsome sense of commitment toit, there should be an
adequate community mobilisation programme and ade-
quate health education workshops conducted.

The initial community mobilisation is done by the Coun-
cil Health Departments whose first target is the commu-
nity leaders who in-turn address their communities.
Workshops, Seminars and meetings are held for com-
munity elders such as chiefs, headmen, councillors, vil-
lage development committees and VHCs. These work-
shops often cover a wide range of health topics apart
from sanitation. All extension workers are involved in
the mobilisation process i.e. Health Inspectors, Commu-
nity Health Nurses, Family Welfare Educators, Teach-
crs, Agricultural Demonstrators, ete.

Having mobilised the community, then the project takes
off the ground. As mentioned earlier on, the project is
a joint venture between the government, councils and
the houscholder, The householder contributes 429 to
the overall construction costs of the latrine, 58% of this
contribution comes from the Central Government. The
Council contributes to the running costs i.e. manpower,
supervision, fuel for project vehicles, etc. The cost of a
latrine is about P500 - P600 depending on the design.

H EHOLDER! R 1

If the householder accepts the project, he pays F30.00




registration fee.

. he then engages labour to excavate the pit
- provides the superstructure

COUNCIL CONTRIBUTION

1) prepare, designs and supervision of the project.
2) providing substructures
3) providing vent pipes and seats

Householders who complete their superstructures rap-
idly are offered a free door as an incentive. However, the
subsequent maintenance costs of the latrine rest entirely
with the honseholder.

The Rural Sanitation programme in Botswana has proved
to be an appropriate and affordable technology for
addressing sanitation problems in low-income comimu-
nities. However more research has to be conducted
especially on desludging of latrines. The programmc is
now implemented in all the districts in Botswana.

LID WASTE MANAGE
HE INCOME COMMUNITIE

HNOLOGY IN

Poor solid waste management ofien presents a major
problem in most low income communities in both urban
and rural areas.

The low income communities in urban areas are often
characterised by high densities and lack of adequate
basic facilities. For instance, due to the financial con-
straints Councils are faced with, it is always not possible
to provide every household in these areas with astandard
refuse bin and collection services are irregular due to
constant breakdown in sanitation trucks and their small
numbers.

Thke Government of Botswana has to some extent achieved
providing most of the low-income groups with standard
dust bins through the SELF HEALTH HOQUSING
AGENCY Scheme which is only available in towns.

However, in the rural areas although the refuse collec-
tion service is provided, it 15 often not satisfactory. This
is compounded by the fact that sanitary ways of refuse
disposal by the rural dwellers are often ignored hence
you can find a lot of refuse beaps close to residential
plots. Faced with this situation, some initiatives have
been undertaken by some Councils to combat these
problems with community involvement.

COMMUNATL SANITATION STRUCTURES

In 1990 the South East Council and the Kgaileng District
Health Departments came-up with some designs for
communal refuse storage structures made of cement
block walls, a concrete floor and corrugated iron roofing
sheets. This structurc is usually placed in a central
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location to serve 5-10 households.
E STR DESIGN

a) floor area is 3m x 2m

b) concrete floor slightly raised from the ground levelto
avoid rain water.

¢) a brick wall - 1.5m high.

d) iron poles or gum poles support iron roofing sheets at
height of 2.5m

~this is 10 avoid rain water penetration
-steps are provided on the sides for kids to use the facility

COMMUNITY PARTICIPATION AND HEALTH EDI}-
CATION

Just like in the provision of other health services, ade-
quate consultation is first made with community leaders
i.e. Chiels, Councillors, Village Development Commit-
tees, etc. through workshops and seminars to promate
the acceptance of these structures and get their commit-
ment in the construction process.

However, the construction of these sanitation structures
is not left entirely to the community, Councils also kave
aninpul, Inthe initial stages of the project, the Council
provides demonstration structures at places agreed upon
by the community,

Village Development Committees in preparing their
village development plans, incorporate the construction
of these sanitation struetures. The funding is usually
provided by the Councils and NGOs and villagers con-
tribute construction labour, with the supervision from
the Council Health Departments. So far 9 of these
structures have been built by the community in South
East District Councils, 3 in Kgatleng.

The Sanitation Refuse Structures have the advantage of
being used by a cluster of honseholds and also in the
event of Couneil sanitation trucks having breakdowns,
the refuse is safely stored. Another advantage is the use
of local materials and skills,

WATER SUPPLY

Botswana has made major strides in the provision of safe
water supply to its rural communities. Almost every
household is accessible to a standpipe. This is also in an
effort to reduce water and sanitation related diseases.

However, the provision of piped water supply alone is
not enough, of equal importance is to ensure the com-
plete protection of water supply sources from pollution.
In most rural areas in Botswana, roaming livestock and
uncontrolled stagnant pools of water around the stand




pipes have been partly responsible for water contamina-
tion,

In a bid to avoid this situation, villagers in some rural
arcas arg involved in the protection of stand pipes
through labour intensive programmes, People who are
very much involved in this project are mainly women.
The protection of stand pipes is done using walls made of
small rocks joined with mortar, The walls have a small
access to parmit a person to draw water. Thus donkeys
and cattle which have a tendency of opening standpipcs

with their mouths have no aceess. In Mochudi village
where I used to work, almost every stand pipe is pro-
tected in this manner.

CONCLUSION

The use of local technology has the advantage of being
cheaper, sustainable, and above all ereating employment
for the local community and should be promoted.
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APPROPRIATE LOW COST WATER AND SANITATION IN SWAZILAND

E D DUBE
MINISTRY OF HEALTH, SWAZILAND

Background and context

Swaziland is a small country with a population of about
half a million people. It is divided into 4 regtons which
are namely lowveld, middleveld, and highveld and
Lubombo Plateaun.

It is further divided into urban/peri-urban and the rural
sector. The water and sanitation programme is mainly
being implemented by RWSB (Rural Water Supply
Board) within the Ministry of Natural Resources i.e.
water supply with Ministry of Agriculiure and Coopera-
tion and the sanitation part is the responsibility of the
Health Inspectorate Unit in the Ministry of Health,
other ton-governtnental organisations, e.g. (EE) Manti
Esive “Water per the nation” Council of Swaziland
Churches (CSC) and Newly East Foundation (NEF) are
involved in W & 5 projects and they work very closely
with GOS agencies.

These agencies mentioned above mainly cater for the
rural sector,

The urban and peri-urban sector is being taken care of by
the Water and Sewerage Board under Ministry of Natu-
ral Resources (MNONR) again and sanitation by Town
Council where they have been established, but then with
the sanitation its only technical assistance being given,

The Water and Sanitation project used to be undertaken
by many agencies and this led to a conflict of interests.
The water part was natural resources and Agriculture
(Dams) and these tended to pose some health hazards as
the water supply would just be constructed and no bealth
impact studies carried out.

It was in the late 70s, early 80z that the RWBDC project
funded by USAID came into the scene. It was mainly
aimed at schistosomiasts control but other water related
diseases were taken into account and diarrhoeal diseases
were top in the list. Schistosomiasis was mostly prevalent
in school going aged children 5-7 vears and it was
deduced that herding cattle and swimming in the big
rivers contributed to this. The diarrhoeal it was said
could be due to inadequate sanitation facilities and
health education,

Jt was during the RWSEDC project period that a KAP
study was conducted. It revealed that 26% had a safe
source of water.

Prevalence of latrines by ecological zone was found to
be

Highveld 39%
Middleveld 31%
Lowveld 12%
Lubombo Plateau 11%

At the end of KAP study it showed a good percentage of
the population had in one way or the other had the
opportunity to be either exposed or oriented on sanita-
tion and again a good percentage practising.

Major health problems deseription KAP
469 relatcd to clinical services and access
27% water quality and access

15% toilets.

In 1982 the Public Health Engineering Unit was opened
in Rural Water Supply Board. This office sits a Public
Health Engineer from RWSB and a Public Health
Inspector from MOH (Ministry of Health) and it has 2
major objectives:-

1. Strengthen the institutional base for implementation
of environmental health programmes by establishing an
official PHE presence in the government of Swaziland
{GOS) and

2. Expand the GOS’s NGQs, awareness of and capacity
to prevent, water associated discases, while at the same
time developing its rural water resources,

In 1985 the National Action Group (NAG) formulated
and passed in Parliament, It comprises of Private Secre-
taries of all Ministries and is responsible for all environ-
mental, related bodies in the Water and Sanitation
sector, Under the NAG falls the TSG which is the
technical sub group comprising of all technical people
(Heads of Programmes) mainly. This was the group
(TSG) mainly responsible for putting together policies
and strategies for the water and sanitation sector in
Swaziland. A lot of work was involved, many drafts
modified until at the end something came up. These
policies and strategies have to be followed by everyone
whose Ministry was represented and even those who
were not being tied down by these policies e.g. for every
waler system new or old there must be a sanitation com-
ponent at 80% coverage before water project (new) is
officially opened.

Water and Sanitation preject proposals criteria:-

. through water related disease prevalence
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. communilies interested in a water supply

. NGOs reporting or referning communitics 1o RWSB
e.g. Manti Esive (E.E.) Council of Swaziland Churches
(CSC). Traditional Healcrs representatives,

Project itnplementation criteria;

. It must meet RWSB standards

. Good coverage of latrines (809)

. Water and sanitation committee

. Resettled (for perfect pipe laying)

. Community have a bank account with an opcaing bal-
ance of al least E1000 anolapa approximately US$50.

Types of water systems and tollets

Springs and boreholes which are both macro and micro
systems.

Toilets: VIF

Floor / reinforced slab

Ventpipe /flyscreen

Roofing : thatch, corrugated iron sheets or concrete and
roof tiles.

Superstructure : stick and mud, off-cuts (planks) reeds
{rectangular or circular structure.

* the roof tiles are very cheap can use almost ¥ a bag 1o
make roof for 1 toilet. EEC and WHO are funding this
programme.

Institutional personnel Staffing:-

Public Health Inspectors (MOH /Clerks of Works (RWS5E)
Health Assistants (MOH)

Rural Health Motivators (MOHR)

Community Development Officers (CDOs) RWSE

Regional:- Health Education Officer (MOH)
Regional Level Assistance:-

Regional Development Teams
 Churches
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Small Self Help Organisations
Extension Workers
Traditional Healerss.

Community participation;-

. slab construction (centrally) and superstructure

. . trenching of pipe line and soakaways

. formulation of Water and Sanitation Commitiees
. paying, EIQ towards slab
. bank account,

Problems encountered:

. Project periods have sometimes made to cover areas
not of our choice as most of the time RWSB or any water
agencies/donor has the most sayin choosing communi-
ties.

Therefore an imbalance in communities is struck,

. NGOs had own policies e.g. EIO is not required of
homesteaders.

. Transport shortage for transporting material

. Personnel distribution depends on available accoramo-
dation

.Communitics not knowing howto operate and maintain
projects.

Achievements:

. Training of Water and Sanitation committée for sus-
tainability of project,

, Conttinyous health education messages.

. Continuous funding by GOS and donors,

. Effective co-ordination especially at grass-roots level.

Data 55-60% water supply coverage
45-50% sanitation coverage.

Note: The urban and peri-urban has not been taken care
of in the report as it falls mainly on the Township
Planning Unit. All the same the same strategies were
being practical, exeept for instead of a pit Jatrines, they
have water closet, and water is being metered through-
out.




FINANCING AND COST RECOVERY

- LESOTHO RURAL EXPERIENCE

MOKITIMI THEKISO

MINISTRY OF HEALTH, LESOTHO

1. Introduction

The Lesotho Government sct out in 1983 to develop an
integrated approach to rural sanitation, water supply
and primary health carc. By 1986 a decentralized, non-
subsidized strategy had e¢volved which has been en-
dorsed as a national programme. The factors that led the
government to endorse the strategy to a national pro-
gramme included:

i} The anticipalcd health benefits

it) Relatively low incremental public costs

iti} Self financing by houscholders for construction of a
latring,

iv) The potential for spin-off benefits like rural income
and employment generation, led to a positive reception
for the sanitation programme by both the government
and the donor community.

2, Background

Rural households in Lesotho enjoy reasonable level of
cash incomes, due to migrant workers working in the
mines in South Africa. No financial assistance is given [or
the construction of house-hold latrines.

The {ollowing breakdown was considered to be a good
estimate of the ability of people to pay for latrine con-
struction:

1. Householders able 1o pay full eost of latrine construc-
tion 45%

2. Householders that would require prefcrential loansin
order to afford latring construction 30%

3. Householders that would require 50% subsidy to
afford latrine construction 15%

4, Houscholders who cannaot afford latrine construction
without full subsidization 10%

This is based on a study carricd out to find out how
financial assistance could be given to low income fami-
lies (Baker, 1980).

The average amount of money paid for an NRSP VIP
latring is M204.00. 58 respondents (33.72%) thought the
price fair, while 95 (55.23) did not think that was fair
price to pay for a latrine. When asked whether they bor-
rowed money to pay for the latrine, 7 people said yes
{4.07%) while 165 (95.93%) houscholds used their money
10 construct a latrine. (1988 Field Evaluation report).
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The strategy vsed in the programme maximizes the
involvement of the private sector in planning and im-
plementation and at the same time minimizes require-
ments for incremental public sector inputs. The pro-
gramme responsibilityis for technical training, monitor-
ing and health education. It is decentralized with district
based projects receiving external capital and training
inputs over an initial three year period. Seven district
rural sanitation projects are operational, out of the ten
districts.

The different donors initially involved with the pro-
gramme were UNICEF, UNDP, World Bank, and cur-
rently funding support comes from British ODA, Irish
Government, Swiss Development Corporation. And also
German KFW will be funding another district. This isin
partnership with the Government of Lesotho.

3. Financing
3.1 Project costs

Donors provide for capital expenditure and the costs of
Health Education and training programmes for Exten-
tion Workers, Technical Assistants, Local Latrine build-
ers, Village Health Workers, teachers, etc. Donor capi-
tal expenditure includes purchasing of vehicles, equip-
ment, construction material for demonstration VIP la-
trines, etc.

GOL recurrent cost include paying of salaries and sub-
sistence allowances for staff in established posts ie.
National Rural Sanitation Coordinator, Research Assis-
tants, Health Educator, District Sanitation Coordinator,
Health Assistants supporting staff. In addition office
costs and other overheads and in some cases running,
maintenance and vehicles fuel costs,

3.2 What project pays for

The project pays for the infrastructure of the project;
project staff, provision of hardwarc, vehicle mainte-
nance, training, demonstration VIF latrines, Health
Education and Promotion, Health Education equip-
ment. And also pays for technical assistants who super-
vise construction and train the local latrine builders.

3.3 What householder pays for
The householder pays for all materials required for the

construction of a latrine or collects locally available
materials such as stones.




Householder also pays for local latrine builders to con-
struct for them. The aim is that each constructed VIP
latrine must be the responsibility of houscholders, school,
ate.

The VIP latrine is scen as a houschold asset as compared
to Village Water Supply Section (VWSS) systems which

arc scen as a community asset and effort 1.e for VWSS

Donor /GOL pays for all materials, pipes, skilled labour
and contribution is all in unskilled labour.

Rural Sanitation projects have relatively high start up
costs largely because of capital costs vehicles and equip-
ment, these are borne by Government and Donor contri-
bution,

The householder obtains his VIP latring in the same
manner 35 he would another honsehold asset; he pays
the direct cost of materials and labour. The project con-
struction of that VIF latrine is less direct, but no less im-
portant,

3.4) Cost recovery

Programme sells VIP latrine kits to houscholders at cost
o project + 10% for overheads. Money accrued is
deposited at the Sub-Accountant offices, in a non-gov-
ernmental deposit vote, where it becomes part of a
Revolving fund. This Revolving fund is to be used for the
purchasing of new VIP kits.

Lesotho

MASFRU
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SANITATION PROVISION FOR VERY LOW INCOME COMMUNITIES IN
THE URBAN AREAS OF LESOTHO

MAMONAHENG R RAMONAHENG,

URBAN SANITATION IMPROVEMENT TEAM, MINISTRY OF INTERIOR, MASERU, LESOTHO

This paper is a bric{ deseription of the Urban Sanitation
Team experience in assisting the communities to im-
prove their sanitation.

Low cost sanitation policy in Lesotho has been devel-
oped over the past few years by the Urban Sanitation
Improvement Team (USIT) and the MNational Rural
Sanitation Programme (NRSP), It has been agreed that
it is not currently appropriate to provide grants or
material subsidies for the purpose of building improved
sanitation facilities. Neverthelcss it is acegpted that people
do not always have sufficient cash to pay for the latrine
all at once, With this in mind a credit scheme has been set
tip in conjunction with The Lesotho Bank.

Introduction

On-site sanitation development in Lesotho is based on
self reliance in both urban and rural areas. This obvi-
ously raises concerns about affordability and the capac-
ity of the less well off to allord VIP latrines. During 1980
the possibility of developing loan schemes to assist
householders 1o construct latrines was investigated,

In the urbap areas a latrine construction credit pro-
gramme operating through a revolving fund in the Leso-
tho Bank has been underway since 1987.

Planning to meet the goals of the “Water Decade” has
led most governments and international agencies to re-
think their criteria in terms of a “Decade Approach” in
which developments are designed to be affordable by the
community to be served and are thus replicable by that
community without relying on larpe injections of funds
from outside.

Background to the project (USIT)

The Urban Sanitation Improvement Team was launched
in 1981 as a small department of the first Urban Devel-
opment Project (PCU). By 1984 the department had
grown in size hence it became independent of PCU. In
19237 the department had strong aims of providing ap-
propriate, affordable, acceptable and hygienic sanitation
facilities for all urban areas of Lesotho. The main activi-
tics being to:

- Develop the sanitation team

- Construction of demonstration units

- Promotion of sanitation [acilities/training local build-
ers

- Provision of techrical advice [or supervision and con-
struction of sanitation facilitics
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- Provision of loans to enable construction of latrines
- Provision of pit emptying service

The Urban Sanitation Improvement Team which is now
fully developed is divided into two main sections viz.: The
technical and the community development sections, The
technical section advises on technical aspects of latrine
construction, location, pit digging and designs of super-
structure, supervision on construction latrines. The tech-
nical section also supervises pit emptying service,

The community section on the other hand is responsible
for the promotion of adequate sanitation within the
community through the design of education and promo-
tional materials, The section advises enquirer at USIT
about the details of the loan programme being imple-
mented at USIT. Develops material for Health and User
education.

Sanitation Approach
Promotion v.s Provision

When a decision has been reached that sanitation facili-
ties in an area are sub-standard and need tobe tmproved,
someone needs to look at the appropriate technical and
financing options available to improve the situation sig-
nificantly, Technical options are many but financial
aption are limited to say at least three categories.

The obvious variation on these categories being to have
separate policy decisions for domestic and institutional
premises where issues of ownership, management use
and maintenance are very different,

The use of legal enforcement should be looked into. If
the means for people to improve their sanitation are not
available, then the law is vseless. However when the
means are made widcly available, it will become essen-
tial to have legal provisions and enforcement. Instituting
legal standards, requirements and provision is a long
term task requiring foresight. It needs to be started long
before the laws are actually required.

i) Provision of improved sanitation facilities by the
government and/or another organization to the house-
holder or institution. A limited contribution might be
required to the recipient, This ¢an be with or without
lzgal back up.,

This method of upgrading sanitation places responsibil-
ity for improvements on the Government or other bod-
ies. No doubt improvements could be made rapidly as no



one would say, they cannot afford what is needed.
The main advantages of provision are as follows:

Once the need for improved sanitation has been decided
the speed of improvements is determined by the speed
the Government or an organization ¢an mobilize the
work to be done. The particular circumstances of indi-
vidual households do not need to be specifically consid-
cred,

Standards of materials and construction can be strictly
controlled as the householder is not left with the option
or opportunities concerning cheaper solutions and sub-
standard construction techniques.

Disadvantages of provision ar¢ numerous:

The cost of such a programme is very high for the
developing country,

The householder is not actively encouraged in any per-
sonal decision making, responsibility and understanding
of why improved sanitation is necessary.

Even with health and user education, the motivation for
the housecholder (o use, clean and maintain the [acilities
properly is very low, if they have not been in the choice,
construetion or funding of the facility. If the householder
is not responsible for the up keep, then the facilities can
s00n become useless or even a health hazard. The like-
lihood of effective centralized maintenance and up keep
are always minimal,

Expectation of government responsibility is raised with
respect to gencral provision of anemities. This leads to
further public demands and again reduces personal and
communily responsibility for domestic and community
facitities.

Organization, bureaneratic and administrative require-
ments for such a programme are high. Resources, mate-
rials and power are further concentrated in the Public
sector, which is often inefficient, over burdened and
under funded.

The opportunilies for community involvement, upgrad-
ing of local skills or transferring the work to the commu-
nity are extremely low.

. Once provision has started, if funds or political will be
withdrawn, it is very difficult to persuade communities to
continug the work themselves, as they see the responsi-
bility as lying with the government or other agency.

. Latrines may be provided to people who could well
alford the cost themselves. Any form of means testing is
open (o abuse, This frequently means the better edu-
cated and more well off are able to beat the system and
obtain assistance, and poorer ill educated people left

without improvements.

i) Partial provision by way of subsidies or grants for the
improvements of sanitation, The householder contribut-
ing some of what is required. Again with or without legal
back-up. This has a number of variations. This would

normally be a combination of promotion of sanitation fa-

. cilities combined with subsidies for those who are moti-
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vated to parlicipate.
The main advantages of the subsidized programme are:

. Assistance goes to those who are motivated and con-
vinced enough to take same action on improving their
facilities.

. The programme costs arc lower than for the full
provision. :

. The personal or community choice and motivation as
prerequisite for assistance, means the chance of proper
use, care and maintenance are assured.

. Transfer and upgrading of skills in the community (i.e.
Iraining local builders, and enconraging the use of local
materials are possible.

Disadvantages of the subsidized programme are:

. Onee subsidization has started, it is difficult to kecp up
motivation for improvements if subsidies are withdrawn
or funds cease.

.Relatively high programme administration and running
recurrent osts. '

. Successful targeting of subsidies by use of means test is
notoriously difficult.

. The danger of giving subsidies to those who do not need
them, but inadvertently excluding those who do. Often
the minimum conditions for assistance can still not be
met by the poor and can easily be met by those who do
not really require help,

. Although many skills can be transferred Lo the commu-
nity, if people are not prepared to construct without
subsidy (as is normal when a subsidy is available) then
eonstruction is still dependant on Government or other
agencies power, efficiency and decisions.

iii) Promotion of the advantages of sanitation, with
practical assistance for the implementation of improve-
ments but without direct grant or subsidy to the house-
holder or institution for purposes of construction - with
or without legal enforcement, This way of improving the
sanitation situation is no doubt slower than the previous
twa options. It may include very large lag times, to begin
with but has the main advantages of being more sustain-
able in the long term.



The main advantages of promotion are

. Responsibility for improvements lie solely with the
houscholder or community. This means that after having
paid the full cost, organized purchase of material and
construction, given user education and advice, the proba-
bility of proper use, cleaning and maintenance is high.

.Itengenders the attitude of personal and community re-
sponsibility for the services and facilities where ever
possible.

. Skills negded for construction and maintenance are
invested permanently in the commuynity and are not
dependent on outsidc intervention for their full use and
application. This without government of NGO support,
the latrine building programme would still continue,

.If people are unable to alford sanitation improvements
due to lack of ready eash, the option of using a revolving
fund for construction, is available, without contradicting
the policy of full user funding.

. The reasons for needing improved sanitation and hy-
piene habits are used as part of the promotion/educa-
tion campaign and results in an improvement in people’s
understanding and hence attitude to healih, discase and
hygiene. The targeting of children, teachers and health
workers aims to make a permanent change in people,s
attitudes in the long term so that they cease to be com-
placent and ignorant of the effeets of poor hygiene and
sanitation.

. Programme running cost for administration, promo-
tion, builders training and health and user education etc.
are relatively low hence more sustainable, in 3 develop-
ing country like Lesotho.

The main disadvantages of promotion are

. it is a slow progress to change people,s attitudes on
issues that are deeply ingrained. Olten these practices
border on cultural issues, and hence technical and other
issues must be sensitively adapted 1o local beliefs, tradi-
tions and culture if they are to have any success. This
progress of improvements cannot be carried out too
swiilly.

. A range of latrine options will be needed, so that the
latrine is desired by the better off, but still affordable to
the poorer people.

. It can be technically difficult to make designs that are
fully affordable to the lowest income sector of the com-
munity. I rural argas, there are often traditional mate-
rials available, but in densely populated peri-urban areas
it may be difficult to find suitable and affordable mate-
rials for the poorest.

These approaches have been used in different places.
Partial provision is the most common. USIT looked

¢losely at the options and concluded that the mast appro-
ptiate option is definitely the promotion policy in Leso-
tho, The partial or subsidy option has mainly been
chosen for institutions, schools clinics, ete. with very
strict controls,

Several local conditions suggested why a policy of pro-
motion would be most appropriate for domestic low cost
sanitation improvements in Lesotho. The actual policy
evolved over a period of some years, as the significant
factors were discovered as relevant:

. People’s aspirations were to invest in their sites and
construct for the long term wherever possible.

. There was a general aspiration to that which was
regarded as new, madern and conferred status. This is
typically seen as furniture, electrical equipment and
other items, Any ilem thal was associated with status
could become desired for that reason.

. Building is carried out by builders in urban areas. The
range and quality of the builders covered the needs of the
range of income levels found in the communities.

. With few or no building standards, the quality of
building was closely related to people’s income and the
standard or materials and builder they could afford.

. Certain basic building items were widely available
throughout the country.

. Although there was a general aspiration, that a flush
toilet would be nice, most people realistically knew this
was quite unalfordable. After the first introduction of
the VIP latrine, it was soon accepted as an affordable
and acceptable alternative.

.Many of the poorest people live in rented accommoda-
tion which comprises a significant number of urban
dwellings.

. Many households had a few relatively expensive items
of furniture or equipment, that were invariably paid for
by a high interest commercial eredit schemes over a
period of some months. Paying monthly instalments was
a common situation in households, irrespective of how
low the income was.

The loan scheme

USIT is pursuing a financial policy, developed aver
several years and consistent with the other Government
departments working in low cost sanitation. This mieans
not providing grants for the general public, but helping
encourage the construction of latrines by providing loan
facilities. USIT has reasons for this policy which are out
lined below:

a) To provide a consistent programme with National
Rural Sanitation Programme (NRSP), USIT does not
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wish to provide urban dwellers wilh {inancial assistance
that is unavailable to the rural dwellers.

b) To provide via the Lesotho Bank a type of revolving
fund assistance to more houscholds for sanitation im-
provements over a longer period of time.

¢) Experience in such matters emphasises that people.

maintain and look afier, facilitics, that they have paid for
themselves, better than things that are ‘given’ to them,
which they tend to view as belonging to the “giver”.

d) Supported by the traditional methods of regular
saving, the institution of such a policy seem to be working
quile well,

¢} The cooperation of the Lesotho Bank (which has
branches in all the urban centres) in the collection of
repayments has also proved that the system is viable.

f) It hasbeen proposed that after 3 to 4 years some grants
will be made available to people on very low income,
This would be to help those who clearly have not or will
nol be able to participate in the loan scheme. To intro-
duce it earlier would no doubt mean people able to
afford the repayments would try to qualify for the grant.

£) USIT has in each town built “demonstration” latrines
and pecople are able to see exactly what VIP and VIDPs
are, These have been build on cost sharing basis of 507
paid by the project and 50% by the client.

Basically the system operates as follows:

- Seed money is placed in the current aceount from which
building material and service for loans are disbursed.

- Loan Account Numbers are assigned from the com-
puter print out given to USIT by Lesotho Bank. USIT is
responsible for their allocation.

- Client’s application must have been provisionally ap-
. proved by the Loan Approval Committee and the re-
quirements fulfilled before  the client is allocated a
number,

- Gol /USIT ¢stablish what gowds and scrvices are needed
by the bencficiary and prepare purchase orders for the
acquisition of material and service.

- Beneficiaries hand in purchase orders to supplicrs in
exchange for goods or services then suppliers are paid by
Lesotho Bank from the current account.

- USIT prepare set up forms, Lesotho Bank on receipt of
the loan set up forms sct up the loan aceount for each
beneficiary and deposit the full amount in a USIT Loan
Collaicral Account,

- Beneficiaries make loan repayments directly to the
nearest branch of the Lesotho Bank.
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- Lesotho Bank monitors repayments, giving regular
computerized reports to USIT who will follow up defaul-
ters.

- Loan repayments are deposited in a call account.

- Periodically, repayments are “revolved” by transfer-
ring them to the current account for disbursement as
sanitation improvement loans.

USIT LOAN PROCEDURES IN
AREAS OF LESOTHO

ALL URBAN

1. Potential client is motivated to enquire after sanitation
improvements.

2. Potential client approaches USIT for advice. They give
the Client an application form and if necessary, help the
client to fill the form. The client is given a leaflet, in
Lesotho that explains the Loan Scheme.

3. When the USIT officer meets the client he discusses
his/her precise needs, available resonrees and any other
item offered as security (collateral) for the proposed
loan - thus completing the application form,

4.1t needs to be pointed out that the loan is for part of the
total cost. The client must provide sand and concrete
blocks (or bricks) and also dig a pit.

5. USIT oflicer visits the client’s site and verifies the
existence of the stated collateral, sees if blocks are
already on sile ¢te. and makes technical recommenda-
tions e.g, if the bucket latrine can be converted. Any
additional information that the Loan Approval Commit-
tee might need should be written on the application
form. The pit is then set out for digging.

6. All suppliers should have been approached in each
urban centre to establish their willingness to participate.
Supply contracts should alsobe negotiated centrally with
major firms or supplicts,

7. The completed application form must be discussed at
the next meeting of the Loan Approval Committee
which should meet every 2-3 weeks or more often de-
pending on the number of applications to be approved.
The application is judged according to agreed criteria
and the USIT officer is instructed to convey the decision
to the client.

8. The USIT officer meets the client and informs them
that the loan has been provisionally approved. The client
must get the pit dug and collect the concrete blocks and
sand before final approval.

9, When the conditions of 8 are fuifilled, the client
obtains quotations for materials from local suppliers, A
Ioan docket is opened containing all papers relevant to
the particular client.




1.Tke Senior Technical Officer examincs the guota-
tions for materials, labour, ete. and draws up a Loan
Computation Form, which tclls the client how much the
monthly repayments will be and how much interest is to
be charged.

11.At this point the client must confirm that he/she will
be taking up the proposed loan (or agrees to return when
a decision has been made), The client is told to bring a
M10.00 fee to the next meeting for the Loan Sct-up and
administration costs and for small raterials supplied by
USIT e.g. flyscreen, posters, roofing screws, ete.

12.0n the next visit the client is then asked to sign two
copies of “Acknowledgement of Debt”. A simple expla-
nation of the form in Lesotho is given to the client so they
know exactly what they are signing, A loan number is
then allocated to the elient. Purchase orders are then
written and given to the client.

13.The amount owed entered in the Acknowledgement
of Debt is the estimated total based on the quotations
and the Loan computation forms, The officer retains
both copics of the Debt in the Loan docket until exact
amount owed is known.

14.The client can then obtain materials and commence
construction. Any other arrangements needed (e.g. re-
turn wisit for supervision, ete.) are made. The client
receives materials and also delivery notes which are
passed on to the officer. Invoices are sent by suppliers
directly to the Regional Olfices,

15,Delivery notes and invoices are checked and ap-
proved for payment. Cheques arc then prepared and
send to suppliers for payment through Lesotho Bank.

16.If the office finds discrepancies between orders and
invoices alterations and recaleulation on the Loan
Computation form are made and the amount on the Ac-
knowledgement of Drebt can then be finalised. the client's
copy of the completed Acknowledgement of Debt form
canthen be given to the client, The client must eounter-
sign the amount entered into the Acknowledgement of
Debt form especially if it has been altered.

17.0n receipt of all papers The Accountant draws up a
Loan set up form and submits it to Lesotho bank who will
set up a Loan Account in that client’s name,

18.The client is issued with a loan Repayment Booklet
which has on it his/her name, account number and a
monthly instalment, This he/she has to produce at the
Bank when repayments are made so payments can be
recorded.

19.Lesotho Bank computer automatically produces
reminders if paymenis fall due over 30, 60 and 90 days in

Arreari.

20.For clients who fail torespond to a 90 daythreatening

reminder, at 120 days the bank computer issues a Collec-
tion Notice to USIT. They will then request a Loan
Statement printout from the Bank. This will be handed
to the Lesotho Bank’s lawyer for drawing up summons,

Qne major attraction to the loan scheme is that the loan
is between the bank and the client and not between the
client and the government. It is considered that there is
amuch bigher incentive for the dient to repay the Bank
than to repay the Government particularly as it would
become known that the government had received the
money as grand aid.

People are afraid to be taken to court and the lepality of
the whole system gives very little room for defaulters.
There are a few defaulters who have come up and stated
their cases.

Tarpet Groups

Target groups selected for the promotion of latring
comnstruction in urban and peri-urban areas are:

. Head of households and their spouses especially women,
old people, middle-low income earners.

. Landlords owning rented property

. School teachers and those in charge of other institu-
tions.

. Chiefs, community leaders, local officials, etc.

The target groups for general education on sanitation
issues and health education, leading to the general pro-
motion of latrines are;

.Groups of people waiting and attending clinics and out-
patients, women’s communityorganisation and women's

church based groups.

. School children of all ages.

. All those seeing newspapers, magazines or listening to
the radio.

. Health workers, village health workers and all those
engaged in health extension work. Staff employed by
other government departments in related areas, such ag
water supply, sewerage, works and buildings, etc,

. Groups meeting or traditional discussion forums such
as the “Pitso” neighbourhood meetings where develop-
ments and local issues are discussed.

. Students training on vocational courses,

Specific points regarding the targeting of promotior in
the urban areas of Lesotho are as follows:

- Care was taken not to promote the VIP latrinc as
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“cheap” or for poor people,

- Most of the promotion was aimed at family and domes-
tic issues, It was realised this was inadvertently targeting
women.

- Cheaper models were developed and introduced as a
starting point, that could always be upgraded later.

- Targeting landlords was seen as a way of improving the
sanitation of many poorer people.

- The use of traditional matcrials is not popular in the
urban areas, but the re-use of spare or old building
material is common,

Affordability

USIT has no specific definition of what constitutes
affordability, It is a general term which embraces the
concept of a latrine that can be afforded by the majority
of people. However, it is not as straight as people having
sufficient cash to pay for the latrine. Most people do not
have moncy readily available for a number of reasons.

These reasons do not necessarily make the latrine unaf-
fordable.

A national VIP on average in almost all urban arcas costs
about M1000.00 (200.00 pounds). This is for a fully lined
concrete block pit and superstructure,

One of the clues to affordability was the cost of items
commonly found in pcople’s houses. Although bought
on hire purchase terms at very high interest rates, people
were still prepared to commit large proportions of their
monthly incomes to capital items such as furniture.
Many of these cost more than a VIP latrine, Working on
the premise that people were prepared to make gacri-
fices for the things they wanted, it was USIT's job to
convinee them that they needad to improve their sanita-
tion facilities.

More people have built latrines. During the past 5 years,
over 40% of the households in most towns have built VIP
latrines. The reasons for this are:

- The VIP latrine has become readily availabie to many
people, with USIT offering assistance at all levels, credit
available if required, builders available and competent
for the task.

- Continual promotion and education, has taught people
the problems and health risks of continuing to use old

bucket latrincs and un improved pit latrines or nothing at
all,

- It has become socially unacceptable to find a piece of
waste pround to relicve oneself and as urban densifica-
tion continues it is also more difficult to do this. Town
areas with the highest densitics have been the ones to
build latrines most rapidly,
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- Part of the status of having an attractive house and site
must now include owning a pood latrine, Flush toilets are
still unaffordable to most people.

- The sanitation loan scheme hag enabled approximately
30% of latrines constructed sooncr than would have
been possible, if the households bad to save up all the

+ gcagh frst,

Specific Subsidies

The programme is now in its 5th year and it is felt that
most people who could afford to take up full latrine
construction loan have done s0 and now it is about time
some form of subsidy is offered to the very poor, The
following strategies have been implemented:

- A 50% subsidy is offered for anyone converting an old
bucket latrine, or if it cannot be converted by building a
new zinc VIP on a lined pit.

- A 50% subsidy for a zinc latrine on a lined pit 1o all
those who are over 65 years. This age group includes
many of the poorer sections of the community.

- Automatically give a loan for a block-lined pit to anyone
who purchases a new zinc latrine. This would enable up-
grading to a block superstructure, when they can afford
it later.

- Offer a “package” of vent pipe with ﬂyscfcen, slabs,
seat cover and ring beam to upgrade old unimproved pit
latrines.

- Encourage the re-use of existing, spare or old building
materials. This will result in less attractive latrines but
they can still be built to standard. Anyone using old
bricks, blocks, doors, roof sheets, ete. can get a loan for
the remainder of materials and skilled labour.
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The importance of adequate sanitation in promoting
better community health was recognized in Mozam-
bique at independence and was, along with other preven-
tive hecalth measures, the focus for early campaipns
promoting the construction of latrines.

In 1976, the Ministry of Health of the newlyindependent
eountry launched a nation wide campaign for the self
help construction of latrines. However, due to difficult
soil conditions, lack of technical guidelines and serious
shortages of building materials, the latrines generally
have become vulnerable to heavy rains, difficult or even
impossible (o keep clean, and sometimes even danger-
ous to use.

Toovercome these difficulties, the National Directorate
of Housing (today the Institute for Rural Development-
INDER) iogether with the National Directorate of Health
- DNS) embarked in 1979 on a rescarch project in order
toidentify and develop a suitable technology and method
for larpe scale mplementation in peri-urban areas (MOZ/
78,/004).

Based on findings from the research projeet, implemen-
tation of a radically simple and cost ¢ffective latrine
building technology (latrine melhorada) has taken place.
Thetechnical solution, based on the concept of asimple,
unreinforced concrete slab, has been tested and imple-
mented and proved to be successful, as measured par-
ticularly in terms of 2 consistent demand from the com-
munities for the product.

Withsupport from UNDP, a National Programme began
in 1985, with Project MOZ/81/031. The project took
first steps to implement the snccessful test phase of
MOZ/78/004, by starting small production units in
three provinces. After the completion of MOZ /81 /03 1t
was decided to further expand the programme 10 reach
a higher coverage, therefore a third phase, MOZ/86/
(012 was inibiated,

Alter the research project successfully had tested its
findings in a pilot programme, the National Low Cost
Sanitation Programme was established in 1985. The
Programme has given priority to high density urban
argas dure to high epidemic risks as well as the limited
access to natural building materials. The implementa-
tion sirategy in the urban areas has been baged on the
creation of a relatively large number of self-supporting
construction units, which as a major task should under-
take the comstruction of technically and hygienically
improved pit latrines in the neighbourhoods as well asto
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promote the usage of better sanitation,

Through the neighbourhood Dynamizing Groups yn-
employed members of the community are selected.
These normally have no previous experience of building
activities, but are trained through the Programme and by
the local authorities involved. The tralning package
includes the transfer of technical skills related to the
latrine production, and quality eontrol as well as some
administrative management training. Women are en-
couraged to seck employment with the units and they are
working under the same conditions as men.

Presently, the National Programme has established 8
provincial low cost sanitation projects with 23 produe-
tion units in operation in eleven citics. In total, the
programme has, from 1979 to 1990 produced 67 138
improved latrines, benefitting approximately 530.000
people in the low income peri-urban areas in Mozam-
bique - Annex 1.

At the provincial level the local projects are linked to the
Provincial Physical Planning Services (SPPF), which
represent the Institute for Rural Development (IN-
DER) in the province. The provincial low cost sanitation
projects are coordinated, supervised and receive guid-
ance through the Central Management Unit (CMU),
which is based at the Institute for Rural Development
(INDER), in Maputo. Annex 2 shows the Actual Or-
ganization Chart of the Programme. The CMU is
responsible for the overall management, the training
component, the identification and development of new
sites in accordance with the priorities set forth by provin-
cial and eentral level of the Government,

2, GENERAL QRJECTIVES

The general objectives of the project are to contribute to
improved living conditions and poverty alleviation by;

1.Promoting and implementing an expanded low-cost
sanitation programme in order to reduce the morbidity
and mortality deriving from unhygienic living conditions.

2.Creating local employment opportunities and man-
agement capacities, with particular attention to the needs
of vulnerable groups, by promoting the establishment of
latrine production and sales units.

21 Immediate Objectiv

-To develop a capacity to effectively plan programme,
guide, control, coordinate and implement a nation-wide
improved sanitation programme.




~To develop a capacity to train technicians of the produe-
tion units in all stages of implementation until sell-
management of the units is achieved.

-The Sanitary education and sales promotion capacity of
LCSP has been increased to effectively support large
seale implementation of low cost sanitation nation-wide.
2.2 Long Term Objectives

Extension of the National Low Cost Sanitation Pro-
gramme to the whole peri-urban population and eventu-
ally to cover also the rural areas as support to the wide-
range of activities atming at improving living conditions
in low-incorne areas in the country,

3. FOLLOW-{P T™

The project supported by UNDP (MOZ/86/012) started
in January 1979 and will end in December 1991.

The project has suceessfully requested funds from other
various donors to assist the National Programme with
capital inputs and other equipments (trucks, motor-
eyeles, bicyeles, cement and spare parts), Presently, the
MOZ/86/012 is coordinating the following additional
inputs made:

-Chimoio - Improved Latrines Project, the Swiss NGO,
SAH has allocated USD 95,000 for 1991,

-Nampula City - Low Cost Sanitation Project, is sup-
ported with USD 301500 for 1991/1992 by UNICEF.

-NORAD - capital input support (cement) amounting to
USD 40.000 for the construction units in Maputo, Gaza,
Inhambane and Zambezia for 1991,

-A fundraiser in Switzerland donated USD 10,000 to the
National Programme for cement, bieyeles and promo-
tion activities in 1990,

~MOLISYV - Support to Low Cost Sanitation - Beira -
37,000 USD for 1991/93.

-Low Cost Sanitation Project - City of Beira - 63,000 df
for 1991 - Dutch Government.

4, . RESULTE TO DATE

4.1 Major Achievements

-From January 1979 until now, a total of 67.138 latrines
have been built and installed benefitting approximately
530.000 people in the Low Income Peri-Urban areas of
Mozambique.

- A simple system has been established to improve Na-
tional Programme administration, procurement and
iechnical support.
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-A report about the Impact of the Economic Recovery
Plan (PRE) on the National Low Cost Sanitation Pro-
gramme has been prepared. Its recommendations have
been followed up by the programme.

-A temporary system of subsidy to the latrines has been
set up, in the country, as was recommended by the above

. mentioned report.

-The Government, recognizing sanitation as a priority,
has allocated for 1990 and 1991 the equivalcnt of USD
27360 and USD 120.596 respectively, to subsidize part
of the cost of the latrines, The subsidy, 50% of the actual
price, is based onreal sales. This subsidyis only given for
sales to individuals not to institutions,

-The project UNDP MOZ/86/12 was evaluated in
October/November 1990. In their draft report, a con-
tinuation of the project for an additional 3 years was rec-
ommended.

-The 137 workers trained by the National Frogramme,
are now qualified to conduct their functions, leading to
improvements in the quality of management and pro-
duction of the workshop units.

5, ANITARY EDIICA

In the field of Sanitary Education and sales promotion
near the target-populations, the programme, recogniz-
ing the importance of this matter for its effective success,
in coordination with the National and local staff of
Health Ministry, had drawn and implemented a strategy
of communication with the different socio-cultural groups
of the country, based in a diversified group of activitics,

As we know, the Mozambican cities are growing very
quickly since the Independence of the country, in 1975,
The problem of the war and the search of better oppor-
tunities of life, conduct the people from this original
“habitat” 1o the villages and the suburbs of the towns,

In spite of living in other physical and socio-economic
conditions, the most part of this people preserve their
rural characteristics for long time,

So, itis very important to change some traditional habits,
not ¢co-ordinated with the urban way of life.

Relatively to the use of latrines, our experience showed
that the Sanitary Education it is essential, when the
populations are involved in the activities.

Attending to this condition, and always trying to respect
the mental structure and the cultural behaviour of the
different ethnic groups of the country, the programme
has introduced and developed the following activities, in
the different provinces of the country.

-Radio campaign with the diffusion of educative mes-




sapes and songs in local languages about the hygienic
rules and the advantages of the latrine to the families.

-Presentation of & theatre play about “Latrinas Melho-
radas” with the participation of the workers of the
“sgtaleiros”, as actors.

-Presentation of edueative sketches in local languages
with a marionette theater, in many primary school of the
counliry,

-Development of informative and educalive contacts
“door-to-door™ with the population of every neigh-
bourhood of the capital cities, made by some elements of
the programme in collaboration with the health strue-
tures,

-Development of a preliminary research about commu-
nity sanitary attitudes and practices in some neigh-
bourhoods of Maputo, as a way to exercise the method-
ology of the future national research about the cultural
behaviour of the population related to the use of latrines,

6. CONSTRAINTS

In spite of the progress achieved, the country is still
facing difficulties as follows:

-As part of the Economic Recovery Plan (PRE) the
national currency, metical, was repeatedly devaluated.
This, caused a general price increase on building mate-
rial and transport, which in torn has had a nepative
impact on the affordability of the latrines, due to the
reduced purchase power of the low income population.
The PRE has also affected the production capacity of the
coustruction units, as the prices of necessary inputs have
risen.

-The unstable security situation in Mozambigque cansed
by the war, bas hampered implementation of the pro-
gramine,

Also the cement factory in Maputo has currently a very
low output, so that major quantities have to be imported
from abroad. The factory is being rehabilitated though,
and it is expected that it will resume full production at the
end of 1991.

-Logistical difficulties in the distribution of cement, con-
struction materials and spare parts to the provinces.
Surface transport by road is carried out by drivers hired
by the project. However the security situation does not
always allow them to drive to certain locations. The
more distant provinces are supplied either by ship or air.
The national freight company Navique often has waiting
lists of over three months, which at times brings produc-
tion in the northern provinces 1o a stand still, Air freight
15 only feasible for small sized items, but even with those
the delivery time varies from one week to three months.

7. FUIUREACTIVITIES PLANNED

The UNDP Project {(MOZ/86/012) will ¢nd in Decem-
ber, 1991,

A new UNDP project has been proposed for 1992/1994
“.Low Cost Sanitation” - MOZ/91/014. Within the
framework of the National Low-Cost Sanitation Pro-
gramme, this project aims to establish a national core
management unit through which the required inputs to
the production and sales-units of improved latrines will
be coordinated. Additional training in management and
training will be provided for improved self-management
of the production and sales units; establishment of new
units will be supervised and donor inputs mobilized with
the aim to expand to the two remaining provinces, Niassa
and Tete, as well as to increase the coverage in existing
provinces. When established in the peri-urban areas of
all the ten provinces, the programme will also expand to
priority district towns and villages, aiming at eventual
nationwide coverage of improved sanitation in the coun-

try.

Besides UNDP Project, various donors will support the
National Low Cost Sanitation Programme: UNICEF,
MOQLISV, NORAD, Dutch Government, SAH, HELP
AGE, DANIDA, AFRICARE, SWISS COOPERA-
TION and others.

The expected outputs of the LCSP includes the estab-
lishment of a 5 year National Plan Low Cost Sanitation
(1995-2000) expansion to all ten provinees with a mini-
mura of 30 production units in operation and the mini-
mum target of 36.000 latrines during the next three years.

The LCSP will ensure close coordination with the Min-
istry of Health to guarantee the implementation of a
sanitary education programme alongside the promotion
of improved latrines.

A continuous dialogue or even an integration within the
Department for Water and Sanitation of the Ministry for
Construction and Water, will take place to keep the
programme in line with overall government policies and
priorities for the sector.

The programme will also link with the Department of
Civil Construction and related low-cost housing pro-
gramme to integrate sanitation matters already in the
planning and design stage.

Itis scen that on a medinm to long term, the construction
of improved latrines will have to be integrated in the
housing sector, with a high level of privatisation. In the
short term, however, the low-cost sanitation sector needs
to advance much faster than any housing programme in
the country will alow. The Government has therefore
opted for a multi-sectorial based strategy where low-cost
sanitation should be integrated within uwrban and roral -
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development programimes, as well as a continued sup-
port to the National Programme should be provided
until production units have been established nation-
wide. The support from Government includes person-
ncl, logistics, some local construction materials, training
and sales subsidy 468.8000.000,00 Mt over three years.

The target communitics will contribute in cash through
the purchase of improved latrines based on the salcs
prognosis the total value of the community contribution
is estimated to be 469.440.000,00 M, equalling
US5$312,960.00.

The programme is ¢xpected to contribute towards the
improvement of environmental hygiene and health,
reducing discase and death specially among children,
women and elderly who are especially exposed to the
risks of an infected domestic environment.

ACRONYMS

Institute for Rural Development

LCsP

UNDP

UNICEF

MOLISV

NORAD

-National Directorate of Water
-MNational Dircetorate of Health
-Central Management Unit
-Economic Recovery Plan

-Low Cost Sanitation Programme

-United Nations Development Pro
gramime

-United Nations Children's Fund

-Non-Governmental Organization from
Italy

-Norwegian Agency for Development
of the Cooperation.

LOW COST SANITATION PROGRAMME

ACHIEVEMENTS
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LATRINE TYPES

Type; SIMPLE LATRIKE

Soft:  Slable

Waler fable: 330 melrpy or more
Yolume: 1,9 m .

Usetul Hie: B 16 years for 5 persons

51 - SIMPLE LATRINE
For stable soil

L Type: LIHED LATRINE (wWiTH CEMENT/SAND BLOCKS)
Soll: Unslable

valer lable: 2,4 tneltes or more

Yolurme: 2,1 « 3,2 m? )

Useful Nile: 2= 30 years for 5 persons

S2 - LINED LATRINE
For unstable soil

- e Tupe: ELEYATED LATRINE
AP it Sail: Diffleull to dig
L =) Yaler table: D- 2,4 melres
S3- = = Yolume: 0,9 - 1,6 m™

Usaful tife: 6- 10 years for 5 persons

S3 - ELEVATED LATRINE
When it is difficull to dig

A

r.

DOMED CONCRETE COVER SLAB
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RURAL SANITATION IN MOZAMBIQUE: PILOT PHASE: 1989 - 1992
PAULO OSCAR MONTEIRO ANTONIO CAETANO

NATIONAL RURAL SANITATION PROGRAMME, MAPUTO

1. INTRODUCTION

In 1976 the Ministry of Health launched a sanitation
campaign at national level to sensitize and promote the
eonstruetion of latrines for urban and rural populations.

This programme had enormous success and the analysis
of the 1980 population census showed that about 72% of
the urban population had some type of sanitation and
43% of the rural population had a latrine.

However, it was noted that the technical part of the
campaign did not have much success because many of
the built latrines presented technical problems.

In this context, the “Programa Macional de Saneamento
a Baixo Custo” (National Low Cost Sanitation Pro-
gramme) in the National Institute for Physical Planning
was created in 1979, which designed and implemented a
technique for the construction of improved latrines in
urban areas. However, the technological application for
rural arcas was not implemented due to logistics con-
straints, organization and due to the lack of information
concerning the social impact in rural populations.

The Ministry of Health had the institutional responsibil-
ity for rural sanitation, through activities for the promo-
tion of correct hygienic habits in rural communities.

In 1989 it was identified, among structures linked to
sanitation component (DNA - National Directorate For
Water Affairs, PRONAR -National Rural Water Supply
Programme, MISAU - Ministry of Health, INPF - Na-
tional Institute for Physical Planaing), the need 10 analyse
the problem of rural sanitation in view of its almost
complete abandonment by MISAU due to security rea-
sons (disappearance of APES - village health workers,
etc). In this context, four provineial experimental rural
sanitation projects (Tete, Sofala, Inhambane and Cabo
Delgado) were created with UNICEF support, with the
objective of analyzing, in a socio-economic and techno-
logical manner the problem of rural sanitation in Mozam-
bique.

This study will enable the determination of a global
strategy for the implementation of a National Pro-
gramme of Rural Sanitation in Mozambigue.

2, AREA OF ACTION FOR RURAL SANITATION
PROJECTS

The implementation of pilot projects in a number of

specific areas of Mozambigue will result in a viable data
base for the futurc cxpansion to the whole country.
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Mozambique is a vast country and frequently community
knowledge/attitudes/practices vary from on¢ arez to
another.

Four provinces were chosen for the pilot projects: the
Northern region of the country - Cabo Delgado; Central
region - Sofala; Eastern region - Tete and Southern
region - Inhambane in order to obtain a good sampling
of the situation in Mozambique.

Areas of action in the field are only defined for “organ-
ized” areas, i.c., for villages or rural “vilas” (small towns)
with a defined organizational and spatial structure,

3. TOPIC: “RURAL SANITATION”

This topic is wide, It can apply to water problems, latrine
construction, erosion, personal and household hygiene,
refuse, etc.

Due to the wide range of issucs to deal with the time
limits for experimental projects and Government priori-
tics, following focus issues were chosen for the ap-
proach: ‘

. Control of human faeces (latrine construction)
. Control of refuse (landfill)
. Control of animals (construction of corrals)

All actions for implementation are accompanied by a
health education component related to the issuc and
“practical actions”. For example, refuse control includes
practical actions concerning landfill construction; for the
control of animals there is the construction of corrals,
ete.

However, greatest emphasis is given to the control of
human faeces.

4. OBJECTIVES AND STRATEGIES OF THE PILOT
PROJECTS

4.1 Main objectives

The rural sanitation programme in which the present
objectives are integrated, includes the global programme
of water supply and sanitation in Mozambique, whose
objectives are as follows:

- reduce morbidity and mortality among Mozambican
children caused by inefficient water supply, inadequate
sanitation and lack of good hygiene habits;

- sensitize rural population about the importance of




sanitation and hygiene, with particular emphasis on
women and school age children,

The main objective of the pilot projects is to establish a
“national strategy for the implementation of a Rural
Sanitation Programme in Mozambique jointly with the
rural water supply component”,

The specific objectives of the pilot project are the follow-
ing:

- To develop a study of traditional latrine construction
techniques.

- Ta test technological alternatives of low cost latrines,
taking as a basis the use of local matcrial with maximum
community participation,

- To develop a training programme in the field of
sanitation for the stafl from water, health and sanitation
sectors,

- To train local people in the construction of the pro-
posed latrines and to test a sanitary education method to
be implemented by the trained staff,

- To create conditions for the expansion of the pilot
prajects’ activities to other provincial districts,

42 I nstitufional Organization

As stated previously, the pilot phase is coordinated by
three national entities (DNA-PRONAR, MISAU, INFF)
which are linked directly or indirectly to sanitation
component, this phase being financed by UNICEF.

The pilot phase started its activities at the end of 1989
and wall finish in June 1992,

PRONAR is the apency with the responsibility to exe-
cute the rural sanitation pilot projects. Thiz choice al-
lows the integration of water supply and sanitation
activities. In addition PRONAR has a good network at
district level (workshops, staff, transport).

Executive ficld work is to the maximum extent carried
out in coordination with local health staff and local
bodies at district and village level.

It should be underlined that the institutional organiza-
tion applied to the pilot project may be changed accord-
. ingto decisions taken in the National Seminar on Rural
Sanitation (June/92), where a national strategy concern-
ing the implementation of a Rural Sanitation Programme
in Mozambique will be established.

43 Strategy

The strategy adopted by the pilol projects varies from
ong provineg Lo another according o local objective
conditions. It is important 1o underline that it is advanta-

geous to try different stratepies in the pilot phase for a
better evaluation of the appropriate solution for the im-
plementalion phase, However, all projects follow the
following stages:

. Survey of the existing health situation in the previously
sclected pilot villages;

. Test with different technical measures to meet techni-
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cal problems identified during the inguiry and for the
improvement of community health situation in general;

. Education and community mobilization through an
experimental institutionat structure;

. Promotion of construction and utilization of improved
latrines in the pilot villages through the same instity-
tional structure.

. Creation of local “facilitators™ able 1o replicate sanita-
lion aclions in other communities.

5. KAP STUDIES AND SPATIAL UTILIZATION
SURVEY

KAP studies (Knowledge, attitudes and practices) were
carried out in each pilot village in all districts of the
projects, These surveys covered more than L.4KX) fami-
lies,

“This data is being computerized, and final figures from
the study cannot yet be presented. However, some data
was compiled to allow the establishment of field activity
in accordance with local community needs. Data gath-
ered initially from the inquiries is related to:

- Type of work executed by the head of the household
- Type of sanitation used

- Houschold priorities

- Knowledge in relation to the link water /sanitation/
health

- Spatial organization of house piot.

The most important facts are:

. Ninety percent (209%) of the population feel that their
main problem is that of armed banditry, This hinders
agricultural campaigns and all activities outside of the
villages.

. Coverage of traditional latrines is between 3(0-40 per-
cent,

. Annual income per family is in the order of 100.00 -
150.000 MT (USD §$55 - $35 per annum} per family of 4.5
- 40 people. In some areas surveyed (near the gcean)
this value is greater (about USD$90 - $135 per annum).

. As stated in a previous report, families can afford to
spend only 2 percent of their annual income on sanita-
tion.




. It was verified that family funds are not strictly budg-
cted, but used as necessary. In some cases, an unplanned
for expense can reach about 50 percent of family savings,
Note that ceremonial costs are the most frequent ex-
penses, which is a reflection of the culture of these
communities (Cabo Delgado province).

. Local materials (bamboo, sticks, etc.) are sometimes
difficult to get due to proximity to the city. In other areas

there are no problems related to construction with local
material.

. Soil topography and the ground water level hamper
sanitation works in some villages,

. The population has a poor understanding of the sani-
tary value of latrines (90 percent did not link any disease
o water and sanitation). It was confirmed that a latrine
1s a symbol of prestige and a convenicnee for the family
or a mgans of integration into traditional house con-
struction.

However there are positive indications in relation to the
social aceeptance of latrines,

.The majority of families already had alatrine (75-80%),
and the main reason for not having one was due to
technical problems of traditional latrines (45-70%).

A spatial survey was doonc to detcrmine the type of
traditional house constriretion and the location of latrine
construction in the context of the family plot, Three
typical locations are as follows:

6. EXPERIMENTAL CONSTRUCTION AND IMPLEM-
ENTATION

It is important that any intervention in the area of rural
sanitation and latrine construction be built on some
aspect of traditional sanitation practice in order that any
changes be accepted within the local community.

In this sense the “design” of the three latrine compo-
nents (pit, cover, hut) deserves special observation and
should respond to the population’s needs and sanitary
demands,

Taking this into account, four types of technology were
defined and arc presently being implemented. These
are:

a. A permanent structure with a roof to protect the
cesspit from the effects of rain,

b. A wooden box with a lid, which can be integrated into
traditional latrine construction. Se¢ Annex 1 for design
iypes.

¢. A simple concrete slab with lid (circular, 70cm) which
could be used in conjunction with traditional slab of local
woad (1 conerete slab uses 12.5 kg of cement and local
sand, which means one 50 kg bag of cement for 4 slabs).

Sce Annex 2 for design types.

d. A cesspit lined with concrete blocks for use in sandy
and unstable soils, with local wood used to support the
concrete slab,

e. Construction of the whole latrine with local material,
utilizing traditional techniques of the area and technical
assistance from the project. For example, support in the
construction of different types of huts, construction of
the latrine hole with perforated pans or baskers made of
local material.

The real cost of these solutions,including material, trans-
port and labour of user, varies between 8,000 MT (USD
$7.00) for solution b) to 50,000 MT (USD $45.00) for
solution d).

These costs are currently being debated since the im-
plementation of a programme in the area of sustainable
rural development should be based on local inexpensive
methods.

The main difficulty with these prices is that the govern-
ment does not have the means to support this type of
action (e.g. solution d) on a national scale.

The principal objective of this pilot phase was the devel-
opment of methodologies for intervention in local com-
munities with the objective of improving sanitary condi-
tions and not to attain a high coverage rate with im-
proved latrines.

Experimental construction has focused on two methods,
in the first method some latrines were distributed free to
the most influential people in the village, The second
method of the pilot project sold parts of the experimen-
tal latrines as a form of incentive (e.g. concrete slabs or
wooden boxes at lower prices).

The construction process has developed in a satisfactory
manner because the population who buys the latrine, will
also build their latrines.

S0 far, the experimental programme has built or sup-
ported the construction of more than 600 latrines of
different construction types.

7. SANITARY EDUCATION

The sanitary education is the most sensitive part of the
problem of rural education. The different habits, cus-
toms and attitudes of one person, of a family or of a
village are not simple. A population accustomed to a
certain behaviour will not always allow changes, There-
fore, education of the population must have the correct
methodology.

Presently, sanitary activities for the pilot project are
suitable to meet needs of the local community without
duplicating efforts by other organizations involved in the
villages.
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The correct method of contact with population is an-
other of the key problems. Since it is important to have
direct contact with the community, their leaders and
knowledge of their needs, it is necessary to have a person
from the village responsible for this link.

The method was to identify one person in the villages
(called the “facilitator” - sanitation advisor) who was
interested in this type of activity and who, by his own free
will and in return for a few benefits, exceuted the action
of rural sanitation, namely sanitary education and with
the technical knowledge to improve latrine construction
(making of key materials, i.e., cement slab and wooden
box).

The pilot projects have trained 26 local “facilitators”,
who work as volunteers (with distribution of some incen-
tives). Presently, they are being evaluated in order to
identify possible constraints in the execution of their
tasks,

His /her participation is also presently being debated at
the nationallevel as there are other workers at the village
level, and the work should be coordinated in conjunction
with afl groups (e.g. Red cross activists, basic health
workers, agrienitural activists, ete.).

While the pilot projects recognized that population sen-
sitization and edueation in the area of sanitation is
indispensable, efforts were not limited to these activities
alone but also contained very specific aspects of techni-
cal assistance and construction support,

8. EVALUATION

Presently, two different types of cvaluation arc being
carried out:

. Internal evaluations and
. External evaluations

Internal evaluations are those conducted by local proj-
ccts or by the national coordination with the abjective of
evaluating certain specific works.

Extcrnal evaluations are those conducted by an interna-
tional expert aiming at evaluating and monitoring pos-
sible deviations from the objectives and prescentation of
recommendations which allow better resuls,

8.1 Internal evaiuations

Presently, evaluation work is being carried out concern-
ing the following aspects:

. Construction -Durability, maintenance, acceptance,
technical behaviour (superstructure, hole, pit) and costs,

. Implcmentation - Efficicocy, viability (staff, transport,
cte) costs and ingtitutional scheme,

Still, within the scope of internal evaluations, a national
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seminar on technical component (April/91) was held,
and its main recommendations were:

- The use of latrine eonstruction techniques based on
local material, being possible to augment it with cement
technology (e.g. slabs),

- The expansion of pilot activities until May/June - 1992
in order to give better avaluation of latrines built over
morc than onc wet season.

- Postponement to June /92 of the National Seminar on
Rural Sanitation for delinition of a Rural Sanitation
policy in Mozambique,

&2 External evaluations

So far, three to four pilot projects bave been evaluated,
foreseeing until the beginning of next year the evalnation
of the fourth project. (These evaluation documents
available in Portuguese)

9. FINAL CONCLUSIONS

Since the experimental works have not terminated, it is
not yet possible to define proposals for the technical and
institutional components of Rural Sanitation in Mozam-
bique.,

However, there are three different possibilities for the
Rural Sanitation implementation phase, namely:

- Minimal Alternative: The programme is only con-
cerned with health education. The technical component
is not considered a priority.

Local health staff can be in charge of this component.

- Medium Aliernative: application of cement and other
imported material in priority areas, such as in areas of
kigh population density (peri-urban, semi-urban), but
such intervention presents a spatial differentiation,

Urban Sanitation component ¢an be in charge of this
part.

- Maximum Ahernative: The Rural Sanitation Programme
is implemented in a joint programme of rural water
supply and sanitation, being executed by local “facilita-
tors”, who are well trained and supervised. The Rural
Water Supply Programme (PRONAR) through its work-
shops is the promoter of rural sanitation.

Acronyms

DNA - National Directorate for Water Affairs
PRONAR. - National Rural Water Supply Programme
MISAU - Ministry of Health

INPF - National Institutc for Fhysical Flanning
INDER - Institute for Rural Development

APES - Community Village Workers - Health
UNICEF - United Nations Children’s Fund.
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