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SAN CLEMENTE'S PIPED WATER PROGRAM

This is a case study about a successful rural piped water program that
is Dbeginning to impact on primary health care efforts throughout San
Clemente. By focusing on rural people's needs and their desire for more
accessible, safer water a nationwide program has developed that is integrating
sound community development methods, simple, easy to maintain engineering
solutions, sanitation and hygiene education. As a result the community
participation and increased health awareness generated by the water program
over the past twenty years has helped lay the foundation for a strong primary
heath care program.

The piped water program in San Clemente had its origins in a community
development project undertaken by the Ministry of Community Development and
Social Affairs (MCDSA) in 1966 in the village of Alegre. It was found that
the major problem facing the community was the lack of adequate water
supplies, especially in the dry season when women and children were forced to
walk several kilometers to collect water from a river bed. Working with the
Alegre self-help project committee, MCDSA staff identified a permanent source
of water and drew up a plan for an intake and gravity flow piping to the
village. The committee agreed to provide self-help labor for the construction
of the system and the ministry agreed to supply materials, which were financed
with the assistance of an international donor. Within a year, and at a cost
of only $5000, 20 km of pipe were installed, 30 public taps were constructed,
and 2500 people of Alegre were receiving up to 25 liters per capita per day of
potable water.

This initial scheme proved so popular that within a year another larger
project was begun in a near-by village. The project emphasized community
involvement and decision-making in planning, managing and constructing the
system. This pattern of community organization preceding design and
construction has become the major characteristic feature of the San Clemente
program.

Over the period of twelve years, thirty separate projects were
constructed in San Clemente with populations totaling 500,000 people. Nearly
2000 kilometers of pipe were laid with 3000 public taps. Each project was
funded with some outside donor support including church groups, PVOs,
international agencies and bi-lateral organizations. In 1975 a government
reorganization transferred the responsibility for the self-help water projects
from the Ministry of Community Development and Social Affairs to the Ministry
of Public Works (MOW).

In 1977 a large bi-lateral donor agreed to fund not just one project but
an entire program to provide potable water to over 200,000 people through a
series of 20 projects. The agreement called for training for MOW staff and
on-going monitoring, evalutation and research and data collection. In
addition to supporting these new activities and the Ministry of Public Works'
construction costs for the projects, the program agreement specifically called
for the active involvement of and coordination with the Ministry of Health.



-2 -

The involvement of the Ministry of Health was suggested by a study which
had found that although the piped water projects had brought clean water much
closer to people, the water was not remaining clean prior to use and the
health impacts of the projects were minimal. It was suggested that by
combining a sanitation and hygiene education component to the water program,
significant health impacts could be achieved. The Ministry of Health goals in
the new program included: staff training, sanitation improvements in every
village receiving piped water and health education for all potential users.

KEY CHARACTERISTICS
The San Clemente Rural Water Program, as it is now called, has four key
characteristics including community participation, institutional setting,

technical aspects and human resources development.

Community Participation

Community participation is the cornerstone of the entire rural piped

water program,. The tradition of active community involvement in rural
development projects has its roots in the local customs where decisions were
and still are reached by group consensus and full public debate. This

tradition has been endorsed and built wupon by religious institutions,
political parties and village development committees, which have
responsibility for all self-help projects. Committees for the rural piped
water program are divided into two types—-—construction committees and
maintenance committees. The construction committees include the main water
project committees, section, branch and village committees. The maintenance
committees include the main water committee, repair teams and tap committees.

The main water committee 1is composed of experienced and respected
village leaders who oversee the period of construction and continue to oversee
the operation and maintenance of the system. The section and branch
committees perform similar functions for major parts of the system while the
village committee takes responsibility for taps in a village. This network of
committees provides workers for all of the trench digging, tank construction,
movement of materials and tap apron construction.

Once the construction of the system is completed the main committee
shifts its role to supervising repair teams and tap committees, The volunteer
repair teams are composed of villagers who are given training in basic pipe
repair and who carry out pipe repairs on all lines other than the main water
line. The tap committee members are responsible for the operation, care and
maintenance of a tap.

Institutional Setting

The institutions involved with the rural piped water program as it is
operating today include the Ministry of Public Works, the Ministry of Health,

ia)



£

o

-3 -

the Ministry of the Interior and the Treasury. The MOW has the major
responsibility for carrying out this program. Its rural water staff includes
eight engineers, eight senior technical field staff and over 100 onstruction
and monitoring field staff. They are responsible for the initial community
discussions, the design, the liason with the project committees, the
management of equipment and materials purchased by the government and the
technical construction supervision during the construction phase. Once the
project is completed, MOW staff provide periodic maintenance checks, carry out
ma jor pipe and intake repairs, and monitor system performance and reliability.

The Ministry of Health, which was not directly involved in the piped
water project until the beginning of 1977, has a senior public health officer
assigned to liase with the MOW and promote training of MOH staff in hygiene
education and sanitation. Specifically this health officer is responsible for
developing materials and organizing and implementing workshops for public
health inspectors, health assistants and village health workers on proper
hygiene, water use practices and latrine and washing slab construction and
use. In addition, the public health officer holds regular meetings with
senior MOW's headquarters staff to review work plans, resolve administrative
problems, and provide any technical public health advice.

In the field there are 50 MOH field staff assigned to work in areas
where piped water projects have been or are being constructed. Their
responsibilities dinclude promoting and helping to set up village health
committees, training village health workers, providing technical assistance as
needed, and liasing with the MOW field staff and the water project
committees. In recent years the two ministry field staffs have begun planning
their work schedules together so that village visits can be coordinated and
village committee meetings can have the benefit of both ministries' expertise.

The headquarters coordination and the increased collaboration in the
field between the two Ministries have not gone without some communication and
logistical problems. The engineers in the MOW have at times paid lip service
to the sharing of schedules and information with the MOH staff. Having
operated a "successful” program for a number of years, the MOW field staff
have seen the involvement of the MOH staff as time consuming, often
unnecessary and a hinderance in "getting the work done."” The MOH staff have
found the additional responsibilities of working with the piped water program
just one more thing to do in an already overloaded schedule. However, the
benefits of this closer working relationship are begining to be felt and there
is a growing acceptance to implementing it by the two ministries' staffs.

Two other ministries which are also involved in the program are the
Ministry of the Interior and the Ministry of the Treasury. The Ministry of
the Interior is responsible for coordinating all rural development projects.
Each district in San Clemente has a District Development Committee which is
composed of traditional village leaders, influential citizens and political
party members. Districts are divided into areas which have Area Development
committees and each area has village development committees which initiates
rural development projects such as the piped water projects.
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The Ministry of the Treasury has responsibility for 1liasing with the

donor and approving and processing all budgets and major expenditures 1in the
piped water program.

Technical Aspects

The three main types of water supply in rural areas of San Clemente are
deep boreholes, protected shallow wells and gravity-fed piped systems. The
San Clemente Piped Water Program deals with gravity-fed systems only. A
government survey in 1965 estimated that 35% (2 million people) of the rural
population of the country could be served by gravity-fed piped systems. By
1985 over 50 projects had been completed and 600,000 people served with piped
water systems. It is estimated that an additional 500,000 people will be
served when the present and planned projects are completed in 1990,

The gravity-fed piped systems are relatively simple weirs or dams, with
no treatment or pumping equipment, with main water lines and distribution
pipes, some sediment and storage tanks, and public stands pipes or taps.
There are no house connections except for a few health dispensaries. The
systems are designed for 25 liters per person per day and each tap is located
no farther than 500 meters from the farthest house.

The technical feasibility studies, designs and supervision of the

construction are handled by engineers and technicians of the MOW. The
construction of storage tanks is done by local contractors with MOW staff
supervision., All of the remaining construction activities are the

responsibility of the various self-help committees and the people themselves
with modest supervision from MOW staff.

Human Resources Development

From the outset of the piped water program there has been a commitment
to expand the number of projects only as rapidly as it is possible to train
competent MOW field workers and technicians. The initial selection of field
workers is done by selecting the best participants from a two week pre-service
training course. All MOW staff in the piped water program receive two to four
weeks of in-service training each year during the planting season when no
self~-help labor is available for water projects.

The MOH staff are hired following the completion of their public health
training in various schools, Most MOH staff receive two weeks of in-service
training each year in improved methods for involving village committees,
hygiene education, low-cost sanitation improvements, and training of
trainers. Recently the senior staff of the MOW and MOH working on the piped
water program participated in a joint training of trainers course which
concluded with a two-day workshop on developing ways for the two ministries’
staff to work more effectively together in the field and in headquarters.
This was a great success.

ta)



.~

e

8

«

HEALTH IMPACTS

The agreement in 1977 with the Government of San Clemente and a
bilateral donor to expand the piped water program was made with the assumption
that there would be positive health effects at the conclusion of the program.
The active involvement and integration of the MOH in the project was proposed
to insure this. In order to ascertain whether the water program was having
any positive impacts on health, a research and evaluation component to the
pProject was instituted.

The piped water and sanitation projects were expected to affect health
in several ways. Direct impacts might include reductions in water-borne
disease where the quality of water used for drinking and cooking is improved;
reductions in water—-washed diseases where personal hygiene practices are
increased; reduction in. water-based diseases where direct contact with
contaminated surface water is reduced; and reduction in a range of fecal-oral
diseases where excreta disposal practices are improved.

In addition, it was argued that some indirect effects could occur.
First, by reducing the time women are required to fetch water, it is likely
that they would undertake other time-consuming primary Thealth care
activities. Second, because of the improved community organization resulting
from the successful self-~help effort, the community might be better equipped
to take advantage of health services. For example, following the construction
of a water system the community might decide to build a clinic and request
government to provide a nurse for it. Third, it was expected that the
specific health and hygiene education activities undertaken in some areas
would affect participation in other health care activities.

Over the last few years a number of epidemiologic studies have been
carried out to try to assess what, in fact, the health effects had been. One
study looked at the effect of improved water supply and sanitation on
diarrheal diseases in children. The study concluded that use of piped water
alone was definitely not associated with a reduction of diarrheal diseases.
However, when improved piped water was combined with a latrine, incidence of
diarrhea were 2-4 times less than that incidence of .diarrhea associated. with
just one improvement in water or sanitation. For those children who had the
additional benefit of being exclusively ©breastfed, thus having 1little
bacterial contamination of food, the combined effect of piped water, latrines
and breastfeeding reduced the incidence of diarrhea by 3-8 times when only
piped water or latrines were available in the families of those breastfed
children.

Another study dealt with trachoma. It concluded that the prevalence of
inflammatory trachoma was strongly related to the availability of water
(Table 1) and the frequency of face washing (Figure 1). The incidence of
trachoma increased 407 when facewashing was reduced from two times a day to
less than one time per day.
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TABLE 1 PREVALENCE OF MODERATE-SEVERE TRACHOMA - BY DISTANCE

TO RIVER IN CHILDREN LESS THAN SIX YEARS OF AGE

n = 5436 (1)
Location of Total Number 95%
Village N Affected Prevalence C.I.
East of River River 1,498 247 16.5% (14.6, 18.4)
West of River:
- less than lkm 1,003 178 17.7% (15.4, 20.1)
- 2 to 4km 476 107 22.5% (2) (18.7, 26.2)
- more than 5km 2,447 719 29.4% (27.6, 31.2)
TOTAL: 5,424 1,251 23.1% (21.9, 24.2)

(1) Twelve subjects are missing ocular exam results for inflammatory trachoma.

(2) Test for trend among those on west side of river Z = 7.28, p (.01

———

FIGURE 1 SEVERITY OF INFLAMMATORY TRACHOMA AMONG CHILDREN
UNDER AGE SIX, BY FREQUENCY OF FACE WASHING PER WEEK

TETTYT Y

15F
[

18}

n
T

e ARG o . s e, -

S

@

b



N
#

-7 -

The piped water program also had an effect on the utilization of other primary
health care services: The measure used was the participation in the national
expanded program on immunization (EPI): A study was conducted which compared
immunization rates in areas served by the piped water program with rates found
in areas not served by the piped schemes: In a second study three exposure
categories were defined! no piped water scheme and no hygiene education
program; a piped water scheme but no hygiene education; and a piped water
scheme and a hygiene education program. The results of the two studies are
presented in Figures 2 and 3.

FIGURE 2 EFFECT OF PIPED WATER ON PREVALENCE OF IMMUNIZATION
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From Figure 2 is apparent that the prevalence of full immunization is
over 507 higher in areas served by piped systems than in areas without such
projects. From Figure 3 it 1is evident that the prevalence of full
immunization is 1007 greater in areas with piped water projects and health
education and sanitation programs than in areas with no health education and
sanitation with or without piped water. A question that was not answered is
whether health education and sanitation activities carried out in the abasence
of a self-help water program would be equally effective in stimulating demand
for immunization services.

Part of the reason for adding the health education and sanitation
component to the project was that a successful water project provided and
excellent entry point for the initiation of health education activities. One
assumption that was made was that similar health education inputs in areas
without such prior successful water projects would be less effective.

It was concluded that one of the joint effects of a piped system and
health education and sanitation is a large increase in the use of EPI
services. In addition, the EPI effect of each of the inputs (piped water and
health education and sanitation) separately would be substantially less than
the joint effect of the two. In other words, it appears that the effect of
each intervention alone 1is small, but the effects of the interventions
together are large.

In late 1985 the San Clemente Rural Water Program was evaluated by an
outside evaluation team. The team concluded the following:

1. When health education and sanitation activities are undertaken in rural
piped water areas, there are substantial direct and indirect health benefits.

2. The program is developing leadership and organizational skills within
rural populations that is benefiting other rural programs.

3. In some areas the program has resulted in substantial time savings for
women, but there is a need to involve women more in program activities.

FUTURE

The future plans for the San Clemente Rural Water Program call for the
construction of fifteen new projects, extensions to five existing projects and
rehabilitation (replacing pipes) on three old projects. The MOW and MOH
staffs plan to increase their collaboration at all levels, although not all
key decision makers in the respective ministries have recognized the need.
The MOH plans to increase its staff working on hygiene education and a donor
has expressed interest in supporting the expansion of the sanitation and
hygiene education components to the Water Program.

The San Clemente Rural Water Program has been acclaimed as one of the
best and most effective rural water programs in the region. The sound
planning and management combined with outstanding community participation in
the program make it the envy of much of the world.
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WATER SUPPLY AND SANITATION AND
PRIMARY HEALTH CARE PROGRAMS:

A DISCUSSION
BY
TERRY ELLIOTT
JOHN B. TOMARO Ph. D., MPH

THE PROGRAM FOR APPROPRIATE TECHNOLOGY IN HEALTH
(PATH)

INTRODUCTION

The purpose of this paper is to provide a starting point for discussions
on water and sanitation and primary health care (PHC) in rural areas. This
brief discussion focuses on some aspects of both water and sanitation and PHC
as they relate to rural populations, and then touches on the issue of
integration of these activities, presenting a few examples from Latin America.

At the outset of this discussion it would seem important to consider the
meaning of a rural community. Most technical reports assume that cities
evolved historically from rural communities and presume that the prevalence of
rural communities in a given country 1is the reciprocal of the degree of

“urbanization. Most definitions and analytical tables, therefore, do not

record what a rural community is but what it is not. For exmple, data from
the World Bank's 1985 World Development Report on urbanization designate urban
populations as percentages of total populations. These range from a high of
857 in Uruguay and Venezuela to a low of 227 in Trinidad and Tobago (see

Table 1). The data suggest that those people not classified as "urban” are
necessarily “rural.” This approach 1is typical though hardly satisfying
because 1t does not take into account populations 1living in “periurban”
areas. In addition, as the technical notes accompanying the World Bank data
warn, the figures are not comparable between countries because of the
different cutoff points used in each country to define urban, and therefore
rural, populations.

More important than the arbitrary numerical differences that are found
in defining urban, periurban and rural communities are the real
organizational, economic, social, and cultural differences that may exist
between "rural” areas even within the same country. While it is necessary to
divide the work of this symposium into manageable pieces and to keep in mind
that there are some distinguishing characteristics of rural, periurban, and
urban communities——perhaps best defined in terms of varying Tresource
levels—-it is important to remember that the lines between rural, periurban,
and urban areas are not always clear, that between groups there are some
common qualities, and that within each group there 1is a great deal of
variability.
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HEALTH INDICATORS AND HEALTH EXPENDITURES IN RURAL AREAS

Perhaps more 1important than defining the rural community are the
following 1issues: how is health conceptualized and are curative and/or
preventive health measures a felt concern? A second glance at the World Bank
data in Table 1 indicates that percentages of total government expenditure on
health in Latin American countries in 1985 range from 17 to 33%: These data
do not distinguish between expenditures for urban populations and expenditures
for rural communities, but they do reflect a significant concern, at least on
the parts of government, to provide health care:

Sti11l, family expenditure: on curative health care probably exceeds
government expenditure: Work done by Management Sciences for Health and the
government of Haiti, for example, found significant expenditure for
nonessential over-the-counter (OTC) drugs 1in even the ©poorest rural
communities: When these amounts are added to transportation costs to
government clinics, the opportunity costs of mothers waiting long periods of
time at health facilities, and expenditures for private health care (either
traditional or modern), there can be little doubt that rural populations place
a high value on curative health measures.

The value of preventive care in rural communities 1is less manifest!
This may be partially because of belief systems that consider illness to be
caused by agents or conditions other than those accepted by modern medicine:
The rural poor may also consider preventive health care a luxury that they
cannont afford: These perceptions pose a serious challenge to those charged
with designing, implementing, and monitoring immunization and water and
sanitation programs in which the health benefits of the interventions are not
immediately obvious to the beneficiares.

There are health indicators and outcomes that are immediately relevant
to parents living in rural communitiest! These are the growth, development,
and survival of their children: For example, while water-related disease
affect everyone in a community, infants and small children are especially
susceptible to their i1l effects and serve as a barometer of health in the
community as a whole: Still, parents do not automatically associate sickness,
stunting, or death with the presence or absence of a given condition: Among
infants and children under five diarrhea is perceived to be a common, seasonal
occurence? It is more often associated, if at all, with the natural
development of a child than it is with poor envirommental conditions: To most
rural communities, reducing or eliminating the diarrhea might appear unnatural
or "unhealthy!?”

WATER SUPPLY AND SANITATION, AND HEALTH STATUS IN RURAL AREAS

While data on infant and child mortality and nutritional status are

collected by health information or surveillance systems—--and reflect the
effects of water supply and sanitation programs-—the linkage 1s recognized by
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the "health"” professional, not necessarily the parents? At the same time,
every health worker is aware that these data are also dependent on variables
other than water and sanitation? Income, housing, food supplies, feeding
practices, and access to health care and other variables may obscure the
effects of water and sanitation conditions? It is clear that using morbidity
data for specific water-related diseases or groups of diseases (such as
diarrheal disease) avoids this problem, but these indicators are very costly
and difficult to collect:®

While the gross indicators of health status are relatively the same for
urban, periurban, and rural populations, the causes of morbidity, mortality,
and poor growth and development are often very different! Rural areas
generally have lower populations densities, are without centralized water
supply and sanitation systems, and usually live close to bodies of water that
may be a source of water-based or water-related disease morbidity and
mortality? On average, rural populations are more susceptible to and more
afflicted by water-related disease than are urban and periurban populations?

Table 2 presents a commonly used classification system for water-related
diseases that has four categories:! water-borne, water-washed, water-based,
and water-related insect vector: Diseases that are spread by fecal-oral
routes, as are many of the diarrheal diseases, wusually fit into both the
water-borne and water-washed categories: These diseases are spread either
directly by the contamination of drinking water by pathogenic feces, or
indirectly via clothing, utensils, or other carriers that are improperly
cleaned or stored:

In most countries the availability of health services differs with the
degree or urbanization as well: Because many health systems do not segregate
their statictics by rural/urban, and fewer still distinguish periurban from
either of the above, it is difficult to détermine the portion of national
health resources that go to each group: Where statistics are available,
differences in definition of rural, periurban, and urban often makes
comparisons between countries impossible: In spite of these statistical
problems, it is clear that rural populations in most developing countries
represent an under-served group in terms of health facilities, personnel, and
materials!?

While modern medicine may be underrepresented in rural areas, these
areas have other health resources that are less well documentedt These
include traditional birth attendants, healers, and unofficial sources of
medical advice such as shopkeepers or chemistst! These resources and the web
of social interaction found at the village 1level suggest entry points for
primary health care (PHC) interventions:!

Like health services, the provision of water supply and sanitation
services poses some challenges specific to rural areas! Again, the data on
the availability of potable water or waste disposal facilities are hard to
find broken down by rural/periurban/urban subgroupst! Table 3 presents PAHO



-4 -

data that are aggregated and give an indication of the severity of the problem
only on a national level. In rural areas the percentages of the population
served are undoubtedly much lower:

Beyond any quantitative differences in the percentages of persons served
by water and sanitation services in rural, periurban, and urban areas, there
is qualitative variation: Rural water systems are more likely to be smaller
in scale and less centralized than their urban counterparts! Lower population
density and environmental differences make different levels of technology
feasible and appropriate in each of the three settings:?

The importance of water and sanitation in relation to health can be seen
by looking at the right-hand side of Table 3! Again, keep in mind that these
data are not segregated by setting and only represent deaths due to enteritis
and other diarrheal diseases in children aged one to four years®* Too rarely
are the morbidity and mortality for all water-related diseases and all
segments of the rural population considered together:? Data on malaria
incidence or schistosomiasis are seldom analyzed along with statistics on
onchocerciasis and trachoma? When this 1s done, the health significance of
water and sanitation becomes even more apparent:!

RURAL COMMUNITIES PERCEPTION OF THE VALUE OF WATER SUPPLY AND SANITATION
SYSTEMS

While the relationship is obvious to health planners, the linkage is not
always so clear in rural communities where water quality is more often judged
by taste, smell, or color than by the presence of pathogens: Water systems
are often viewed as labor-saving devices for households or agricultural inputs
rather than necessary components for disease prevention and health promotion:
Because there are no such obvious auxiliary benefits from latrines, sanitation
programs are at an even greater disadvantage:!

One author has suggeste that the health benefits of a water and
sanitation system are the difference between what the public is willing to pay
for the system and its total cost:l When this theoretical calculation is
carried out, no part of the systems remains unpaid for: This assumes that the
health benefits are not perceived by the public as having any value at all:
Too often this is the case: In order to gain community support for and
participation in water programs, all 1linkages, including the relationship
between water supply and sanitation and health, must be made clear!

The concept of linkage must not only exist in the minds of the target
populations, but must be reflected in the design of the programs as well? For
instance, a recent analysis of studies of the impact of water supply and
excreta disposal on diarrhea morbidity and mortality2 emphasizes the
importance of excreta disposal in water and sanitation programs: In an
analysis of water- and excreta-related diseases and the relative importance of
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alternative measures for their control3 (summarized in Table 4), Feachem
develops a scoring system and suggests the following approximate ranking for
the overall importance of the prevention measures listed below:

Excreta disposal 24
Water availability 17
Personal and domestic cleanliness 17
Food hygiene 16
Excreta treatment 15
Water quality 11
Drainage and sullage disposal 6

This and other work makes the importance of linking water provision and
excreta disposal very clear. Still, while the provision of safe water is
essential to the prevention of water-related diseases and may provide an entry
point for programs for excreta disposal and hygiene education, safe water
alone will not prevent these diseases.

COMMUNITY PARTICIPATION, PHC AND WATER SUPPLY AND SANITATION

The linkages between the concepts behind primary health care and water
supply and sanitation programs are important as well. As stated in the
keynote address of the Alma Ata Conference in 1978, the watchwords of the
primary health care movement are community participation, self-reliance, and
self-determination.? The address also states that all persons have the
right and duty to participate individually and collectively in the planning
and implementation of their health care.

Communities participate in primary health care programs in rural areas
in a number of ways. TFor example, they provide labor to tuild clinics, choose
community health workers (CHWs) for training, and in some programs pay fees
either for treatment or for essential drugs. They are less often directly
involved in the planning or evaluation of the services they receive.

In many water supply and sanitation programs the opportunities for
participation are even greater. Communities can have direct involvement in
the identification of sources, project design, construction, and
administration-—including the equitable distribution of costs among users,
repayment of loans, and expansion of services, maintenance, and evaluation.

In addition, a newly developed, simplified test for water quality
affords even greater opportunities for communities to participate in the
monitoring of water supplies. This test has been used in India and Papua New
Guinea and measures hydrogen sulphide, a gas produced by organisms associated
with coliforms in drinking water. The test is simple, reliable, quick,
inexpensive, and especially suited to testing water quality in rural areas

where laboratory facilities are not available.
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Community participation and program success are synergistic: A
successful water and sanitation program can serve as impetus for community
involvement in other programs that contribute to improvements in the quality
of 1life: Because they are directly involved in household water collection
anduse, women are natural choices for membership on community water and
sanitation committees: Their participation in these programs can enhance
their political roles in other areas as well:

INTER AND INTRA SECTORIAL COORDINATION OF PHC INTERVENTIONS IN RURAL AREAS

It might be worthwhile to note that community participation is a concept
most often associated with rural populations:! 1In part this is because rural
communities, unlike urban and periurban settlements, have an agricultural
economy that requires close and effective cooperation! At the same time, the
high degree of community participation in many rural water and sanitation
projects suggests that government agency water and sanitation departments lack
the personnel required to secure national coverage, as much as the belief that
community involvement is paramount to success! Personnel 1limitations have
benefited many rural development programs because water and sanitation
agencies have had to develop inter and intrasectorial linkage to accomplish
their goals: Indeed, as many projects in Latin America show, when these
linkages have not been established, the prospects for long-term impact are
severely jeopardized:6

As many successful water and sanitation projects have found, the most
effective link to the rural community is through the community health workers
(CHWs), the village-level volunteers or health-system employees who form the
backbone of many primary health care programs! Community health workers can
and do fulfill many functions: They can promote the idea of water and excreta
disposal and educate local people to the health benefits of these systems:
They can help organize committees to discuss the need for a project and serve
as a liaison between the community and regional water and sanitation agency
staff: Once systems are in place, CHWs can help promote and monitor their
uset! They can also be trained to assist with wvillage administration or
maintenance of systems: Because CHWs 1live in the villages that they serve
they can provide the kind of community organization, education, and follow-up
in a water and sanitation project that could only be duplicated at great
expense by water and sanitation agencies:!

While the sharing of personnel can result in economic savings, the
coordination of multi-sectorial projects is often difficult: An example of
some of the problems that need to be overcome can be found in the case of The
Rural Water Supply and Sanitation Project (PRASAR) in Honduras, although the
other rural water and sanitation projects could also be cited‘.7,g

The AID project in Honduras was initiated to improve rural community
health status through community participation in their own water supply and
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sanitation systems in five northwestern departments of the country?! The
project was to be administered by a project committee (PC) composed of a
project coordinator appointed by USAID and three project directors—--one each
from the National Water Supply and Wastewater Disposal Service (P/SANAA), the
Ministry of Health (P/MOH) and the Office of Health Education (P/OHE), a
subdivision of the MOH: Figure 1 is a diagram of the organization: P/SANAA
was responsible for piped water and sewage systems; P/MOH was responsible for
latrines, wells, and windmills; and P/OHE was responsible for health education
and training inputs?

As might be expected when trying to integrate staff and procedures from
three different departments, problems arose almost from the beginning of the
collaboration: P/SANAA handled most of the administration for the project and
government regulations held up disbursement of funds® None of the project
directors had the authority to make project decisions: All issues had to be
referred to each department's hierarchy! In addition, because the Office of
Health Education fell administratively within the MOH, those charged with
health promotion activities lacked the autonomy to be an equal partner in the
discussions and negotiations: OHE also lacked the resources to carry out its
assigned role fully:

An analysis made while the project was still in progress suggested how
some of these issues could be resolved! Many of the problems were
successfully addressed and the project moved more efficiently towards meeting
its goals:

The problems encountered in the Honduras project are not unusual:
Indeed, since it appears easier to define the product or end point of a given
system--and in water supply and sanitation programs this is too frequently
measured in installations, facilities, or systems—~the process of designing,
implementing, and monitoring the interventions and the institutions needed to
sustain them is given less attention® For example, in a USAID rural water and
sanitation project in Peru,9 there were similar problems with coordination,
this time between the Direccidén de Ingenieria Sanitaria (DIS) and the MOH:
One consultant's analysis of the lack of coordinationl® suggested that:

Part of the problem stems from the fact that the Rural
water and Sanitation Program is seen primarily as an
engineering activity staffed by engineers! As such, it has
been relatively isolated from the medicine/health-oriented
program and personnel of the Primary Health Care System!
Communication between the two programs is limited* A task
of the integration process is to bridge the information and
communication gap:

Some of these issues were solved through a series of regional workshops
that brought 1local agency staff from both organizations together for
discussions on how they could work together more effectively: 1In addition, it
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was suggested that the members of the DIS Regional Water Supply and Sanitation
Offices and their counterparts in the MOH form a regional Water Supply and
Sanitation Association that would meet periodically to discuss common problems
and promote a closer working relationship between the two groups:

When plans were later drawn up for the decentralization of both the MOH
PHC project and the Rural Water and Sanitation program, training units for
regional staff for each agency were designed to complement one anothert A
plan was drawn up to encourage collaboration between programs whereby PHC
personnel would train Rural - Water and Environmental Sanitation staff in
community organization and promotion skills, health education, and basic
elements of PHC* 1In turn, DIS staff would develop modules on rural water and
sanitation:

CONCLUSIONS AND COMMENTS

While the association between water supply and sanitation programs and
better health status is widely accepted among health professionals, in rural
areas especially this relationship is not well understood: Rural populations
value water resources highly and any number of examples can be cited that
indicate the lengths to which rural communities will go and the amounts each
will pay to obtain a more accessible water source or to enhance the utility of
an existing supply--but water in this context and without sanitation measures
will not necessarily improve the health status of rural communities:

This improvement can only be done if the community is the participant as
well as the beneficiary of the program, and a direct 1link of forged between
PHC and water and sanitation programs®! Since parents do place a high value on
the viability of their children and do respect the community health worker,
often the only health care provider at the village level, it is incumbent on
those responsible for PHC and water and sanitation to define and establish and
effective collaboration:

Current evidence suggests that this is not happening: The development
assistance agency of the USA has made millions of dollars available for "Child
Survival Programs,” defined as Oral Rehydration Therapy (ORT) and
immunization: None of these funds are available for water and sanitation
programs: In part, as noted above, this 1is because water and sanitation
programs have been presented or viewed as technological systems, products, or
hardware and not as health and development interventions: Until those
responsible for water and sanitation and those involved in PHC understand how
water and sanitation improve the prospects for child survival--for example,
how ORT without water and sanitation is at best a secondary intervention——and
can convey that message to policymakers in governments and parents in rural
communities, the existing situation is not likely to change:
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