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INTRODUCTION

two government

This report is the result of a consultancy carried out from
19th August to 27th September 1985. The Terms of Reference
are given in Appendix A.

The consultancy was carried out by Ole Therkildsen. Two re-
source persons were involved in discussions and interviews in
Iringa: Mr S Chizenga, Head of the Health Education Unit,
Ministry of Health (6.9lto 9.9); and Professor Mark Mujwahuzi,
Institute of Resource Assessment, University of Dar es Salaam
(6.9 - 14.9).

A i

The itinéfary and the list of nedpie met can be found in~

Appendix A and B respectively.

I would like to thank.Mr Chizenga, Professor Mujwahuzi and the

Danida Steering Unit for their help during my work. I would
also like to thank all individuals and officials met for the

support and informatiom given.

This report'contains my views. They do not necessarily cor—

respond to che.views of'any of the persons mentioned above
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2.1

2.2

SUMMARY

The main purpose of this consultancy is to propose how Health
Education and Sanitation activities aimed at reducing water
and sanitation related diseases of the beneficiaries of Danida
funded water schemes in Iringa, Mbeya and Ruvuma regions can
be implemented. A total of DKK 8 million/- has been allocated
for such activities in the Government to Government Agreement

of 10th September 1983.

Findings

Health problems caused by water and sanitation related diseases

may be tackled in two ways.

Problems resulting from unhygienic conditionms around tap and
handpumps; non-ownership of latrines among households; and
somgtimes very poor sanitary conditions at schools and health

facilities can be reduced by actions at the community level.

Prevailing practices on water use; personal and domestic

- hygigﬁéivpéﬁ&.ﬁééféﬁd Ebnsgfﬁégion of household latrines may

also have detrimental effects. on health. Promotion and sup-

port for changes in such practices must be done at the

Recommendations

(1) If improvements in health is a major objective of DFWP,
this should be explicitly stated. There is a general
need to specify the objectives of the project.

(2) Village and District Councils should not be by-passed.
Their commitments in cash and kind should be sought for
several of the proposed activities to increase the pros-
pect of their long-run sustainability.

(3) Declining to make such commitments should be the right
of every village and District Council.
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| Recommendation Implemented

(4) Community action towards cleaner water point surroundings
and full latrine coverage should be promoted.

(5) Subject to (ii) construction of public latrines at schools
and health facilities should be supported.

(6) Subject to (i) and (ii) the training and supervision of
Village Health Workers should be supported to promote
health education and sanitary improvements at the house-
hold level. »

(7) This support (6) should be limited to wards/divisions with
a high concentration of DFWP villages.

(8) Selection of villages for new water schemes or rehabili~-
tation should be done areawise to facilitate VHW-training

and supervision. ,
B A R R L TR 2 rbc S AU NP SRE S

S

9 Initiation of recommendations 5 and 6 should start in a
few districts only.

Estimated Costs - ~-'%

-

: Implementation of recommendations 4 Siand 6 from 1986 to 1990

will cost around TAS 23 8 million.; They should be shared bet-
ween the DFWP (TAS 13 3 million) and the l4 District Councils
(TAS 10.5 million) in the three regions as shown below:

i Contribution (mill. shs. )} from

" through - DFWP 14 District Councils
& DFWP 1.9
DEWP 5.5 5.5
6 VHW-programme 5.9 4.9
Total 13.3 10.5
>

A village accepting a water scheme and employment oi 2 VHWs
must in addition to self-help labour be prepared to incur a

yearly cash expenditure on around IAS‘ZI,OOO/—



2.4 Assumption

It is assumed that willingness ahd capability of Village and
District Councils to make resource commitments is of crucial
importance for successful implementation of recommendations 5

and 6 and for their continuocus viability.

A_SOZ‘District Council contribution is assumed in the yearly
budgets-presentedsin Chapteg 5 and 6. Due to lack of prior
expetieﬁée'with doét“éhafiﬁéhékréﬁééments a constéut imple-
mentation rate is assumed in the budget to exemplify cost
implications. Actual implementation rates are likely to be
low in the initial péfiod.

UNICEF plans to support the VHW-programme in Iringa and Ruvuma
on a significant scale. The budget estimates assumes that

this support is actually forthcoming.

_ It is assumed that conventional public VIP~latrines need
coT febuildihg,atfihﬁef§éléﬁf Diétrict Council contributions are

' therefore needed. Permanent compost latrine types are assumed |

. to be unsuitable: for public use.

Public latrineé that are not.propefly kept can be a health
risk. ' A '

Previous experience from Tanzania and elsewhere show that
without support and supervision from in-service health staff
VHWs tend to stop to work or to do curative rather than

preventive work.



3. ANALYSES OF HEALTH EDUCATION AND SANITATION RELATED
NEEDS IN THE THREE REGIONS

Table 1 summarises the prevention of water and sanitation related
diseases. The last column indicates the order of magnitude of
these diseases in Tanzania. Similar health problems are likely &
to be found in Iringa, Mbeya and Ruvuma Regions, although the pre-
valence of specific diseases vary widely even within regions.
It is now»éénérally recognised that an impro;ed oater snpply wi-
thin easy access of households is a necessary but not a sufficient
condition for better health. Consequently 1mprovements in sani-
o . tary conditions and in personal and domestic hygiene are needed
i¥jiﬁ?k€*ﬁﬁf¢ﬂ'ﬁzfxa;‘indicated in faﬁle 1. Such improvements are identified below.
They are based on information collected during the visits to the
three regions and on information from Vol. 12 and Vol. 13 of the
Water Master Plans. Interventions aimed at tackling these needs

are also analysed.

3.Li.~5. Waste Water Disposal and Drainage at Water Points'

A water'sonéne often causes- some specific health problems. Around

domestic points and handpumps washing and bathing, laundry acti~

TR

atering frequently take placA;'iTogether w1th

wade s

BRI e BT S E14

inadequate drainage this contribute to unhygienic conditions \

around water supply points. Mosquito breeding is extended into
the dry season at these points, and the risk of disease transmis-

sion increased.

DFWP has taken a few technical measures to solve problems around
water points. An improved design has reduced spillage problems
significantly. Drainage is, however, still a problem in the more
impermeable soils. Erosion of water point structure may also

occur due to improper construction or use.



Table 1 - Prevention and Prevalence of Water & Sanitation Related Diseases

Diseasel) Improved Improved 'Personal Improved Prevalencez)
) water excreta and waste
disposal Domestic Disposal/ (%)
-~ hygiene Drainage
Diarrhoeas 7 8 > > e 5-10
Worm-infections:
a. roundworm o] o o o
~5
b,. whipworm o ] o o .
iin E o j_-‘.av_,___“" -,,.._*:.,..— ‘-‘.-.-.b '.:.7 AT hd
d.1 hookworm o "of o .
e. guinea worm [ 2 . . .
f. schistosomiasis o - . o
* Skinsdnd Eye—
infections, and T LA e
"ﬂ Louseborne: ;. . - e S 10-15
infections: '
- Mosquito-—and Fly- _ .
a. malaria . . L ) 5~
b. yellow fever/
dengue . . . o 20
c. filariasis . . . °
d. sleeping sickness . . . .
e. river blindness . . . .
1) N
Adapted from: WHO (1983)

2) Various sources on out-patient attendance BRALUP (1978); BRALUP/CDR

(1982, 1.4); UNICEF (1985 a, 123-24)

°© = very important to help prevent disease transmission

o = 1mportant to help prevent disease transmission

. not important
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Washing slabs present special problems: i%
;{:i
- proper drainage can be difficult to make; v
- they may discourage men from laundry work; ‘
- their actual use is not well known; :
- one slab per water point might be needed to prevent people
from using traditional sources; '
- cost of a slab is often about equal to the cost of a domestic

point. More of the latter is known to encourage laundry at

hone..

Additional investigations by engineere and .SEC-group are needed

before these issues can be settled.

Appointment of village water committees, scheme attendants and tap/
.well attendants for each water point is supposed to provide a

S village structure within which the community may secure that a water

o supply operates and.that.water;point surroundings are properly kept..
- Only scheme attendants are presently receiving some form of training.

No systematic training-of the three groups on the problems discussed

_ »above have yet been undertaken. A nroposal to that effect is

; presented in Chapter 5'

3.2 : Latrines for Houeeholds without One

Non~owners of latrines (10%Z) tend to be most prevalent among house-
holds that are poor ; female headed; with limited school education;
or destitute. It indicates that the underlying causes of non-
ownership might be socio-economic rather than cultural.
o &
Intervention at the community level rather than at the household ﬁ}
level may therefore be needed to encourage 1007 coverage. A propo-

sal is presented in Chapter 5.
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3.3

. villages.. Dispensaries and health centres are located in roughly

'h:ynormally attract large.numbers of people on a daily basiso"._.

Latrines for Public Institutions

Under‘present conditions many schools, dispensaries and health
centres serve as channels of infection due to non-existent or poor
sanitary facilities. Conditions in the three regions are probably
similar to those found in Dodoma andféhinyangg)regions. Here two-
thirds of the Primary School childre;\use—the/bushes for their
toilet needs.: (Ngaliwa, 1984). And, even if hand-washing is
taught in schools: and clinics,there is rarely amy possibility of
practicing it.

Schools with 200 - 600 students are now operating in almost all

et N

e ., e A

every'3 to 4 villages. Typically they are visited by 50 to 100
patients everyday. (Not counting accompanying relatives). Poor
sanitary facilities not only pose a health risk to students and
patients- These will return home where they may spread diseases

to other family members.

Other public institutions where people congregate in substantial

numbers may pose similar'risks. But local courts, prisoms, train-

. ing centres, etc. are comparatively few. And. CCM offices do not

The Iringa Nutrition Programme‘(INP) 1s‘building some latrines at’
dispensaries_ in 7 div151ons. . A similar activity should be ini~-. : _
tiated by DFWP at primary schools and health clinics in villages
supplied with water, ;) provided District Councils are sharing the

costs (see Chapter 5).

D Until recently USAID has supported a School Health Project

which also constructed latrines. Valuable experience is

therefore available. Lwow Yﬂqo

&M'a N 2. olso nota gn 2':/M’n'-e)m/\(go‘\vv/\ WW/&W&@\AA?A At

P‘V\V\QLLQ—— C/Q,__
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3.4

Personal and Domestic Hygiene in Use of

'and.among their family members.r

: tently practised

Water and Latrines

A majority of women in the rural areas appear to have a fair know-
ledge about the most common water and sanitation diseases and their
prevention (BRALUP/CDR, 1982, Ch. 11). Yet people may not practice

what they know, nor necessarily believe in it.

Thus, water is sometimes polluted between tap and stowmach.
Drinking water may be improperly stored. Increased use of water

for personal and domestic hygiene could benefit health. Polluted

~ water is often used although safer water may be available at a tap
or a pump a bit further away. This problem is especially pronounced

-‘in.scattered village and villages where people move to the fields

during the agricultural season. The latter tendency is becoming
increasingly common. This makes proper water use practices even

more needed..

Usage of latrines among adults is generally high. But mothers and

"égichild-minders often do mot take children to the latrime nor do they

o dispose:properly off toddlers 'excreta on the ground. This is now

believed to be a significant cause of diarrhoea both among toddlers

Furthermore, squatting plates are

Jaded

r latrine use isunot consis-

i m*-‘v ;—-vm\ -«,-v.,& . ‘..A;.-,‘:

Such habits; like cigagette,smoking,'are difficult to change.
Health education might help provided it is continuous; done by
people respected and trusted by the community; and based on advice

which is sound, practical and socially acceptable.

During the Water Master Planning exercise; the SEC-group experi-~
mented with such an approach. It is described in a step-wise
procedure in IRA/CDR (1983, Appendix II and Ch. 9.4). To start
now to implement such procedures is not recommendable. The DEWP
does not have the capacity to initiate the approach in all project

villages and to sustain it on a continuous basis (see Chapter 4.1).




3.5

.:.spread. In average around 902 of all‘households oéﬁ some kind of”: o

10

Furthermore, the Primary Health Care Programme (PHC) introduced |
by Ministry of Health (1983) has made the handbook, and the ap- \

proach, obsolete.

An important element in the PHC approach is the village health
worker (VHW) programme. It 1; the intention of the Ministry that
all villages in Tanzania without a dispensary should have a
trained female and a male VHW by 1993, 1In the future they are
intended to be the key health educators at village level.with both
curative and preventive responsibilities. The VHW programme is
analysed in Appendix C. Proposals and conditions for supporting
this programme in DFWP villages are detailed in Chapter 6.

ol

Improved Latrines for Households

Latrine coverage among households in the three regions is wide-

- latrine. This figure can be significantly lower in limited areas

or particular villaggs.
Howeuer, many of tnese-latrlnes have-various“struetural deficien—-‘
cies (BRALUP/CDR, 1982, Ch. 11). This'results in two cypes of .

problems. Households must rebuild latrines every 2 to 5 yearsffi:;ua

because the old onme f£ill up or collapse. And latrines may pose a
health risk by: ’

- discouraging use due to frequent rebuilding, collapse (or

fear of it), or because of pugnant smell.

- promoting worm infections because squatting plates are un-~

suitable for cleaning with water.

- promoting fly and mosquito breeding.
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Latrine construction is a continuous process in rural areas. Around

100,000 new latrines are built every year in the three regions

without any government and donor support. Their structural qua-

i

lity vary. However, many households own latrines that demonstrate

IR
IR N

that local materials, used properly, can provide latrines of a

#
o

reasonable quality.

In Iringa Region UNICEF is supporting the Wanging'ombe Rural Sani-
tation Project which promotes a double vault compost VIP-latrine-
in 50 villages. They are permanent if'emptied. ‘Housenoldsvdo'ell
manual labour; trained fundis assist to build the latrines; and
UNICEF provides cement, slabs and screen. The cost per latrine
for the project is Shsﬂ_ZOO/- excluding training, promotion,_(

z Clar it o Sy FTER TR e gt
overheads etc.i Subsidies, considerable pressure on households*"“‘

areal concentration; and continuous project presence ‘and back-up
in the project area over many years appear to be the key factors

behind the construction of the 7,000 latrines now completed.

The INP is now promoting the same latrine in 167’villages. :él
- Subsidies to househol&s'are reduced Villages claim it will cost
Shs. 350/- to Shs. 800/- to construct one. The BSP intends to
promote the VIP‘in the rest of the region until 1991 - with-

_subsidies further reduced.’ Ihe details are not yet‘worked'out.f_lf‘l

LTIEATY ﬁ'a— m\ﬁ*#‘\;ﬁ"’a zarm >3 ’x‘

”.Ruvume”Regionnz ongoing or planned in

Mbeya Region.

Not much is known about the likely additionalhealth benefits-of

VIPs in areas where latrine coverage is almost complete (907).
Whether the VIPs improve usage, especially among toddlers, is also
not known. And Users' willingness to empty the compost can only

be ascertained when the Wanging'ombe latrines £i1l up. This is D

some years ahead.
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The evidence to justify substantial outside inputs into household
latrine improvements is therefore not yet in and is not made by
Central or Local Government. In Chapter 6 it is proposed that

VHWs. should demonstrate and promote improvements of existing

traditional latrine types.
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ANALYSES OF INSTITUTIONAL CONTEXT

Proposals for addressing the needs identified above must be adjusted
to. the characteristics of the DFWP itself, the existing local ad-
ministrative structures, and other ongoing projects with similar
activities. The proposals should also be related to the capability
and willingness of households, villages and local institutions to

undertake such improvements on a sustained basis..

The Danida Funded Water Project

For a number of reasons construction and rehabilitation activities .
TR mamﬁy S N 4 ”&;ﬁg*# - \-pa\m;, c,.;;.-::.\_..., R

. W@ .
on DFWP is implemented at a slower rate than anticipated when the ™

first five-year plan for the project was approved in 1983. It is
now expected that a total of approx. 315 villages will be completed

5 Gt wry-wm

1?__by the end of 1990 as shown in fablel‘ ';t these rates of imple-

Tablejz - .Village Waﬁer Sunply Imnrovements funded by
.. DANIDA, 1981 - 19907 ' '

Villages. Iringa Mbeya Ruvuma

"Completed" by end of
1984 _ 24 34 17

Completed yearly from
1985 ~15 ~15 ~10

Total number of villa-
ges completed by the end
of 1990 ~114 w124 ~77
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High health risks connected with traditional water sources is one
of the criteria of which villages are selected for implementation
(see‘IRA/CDR,Hl983; Ch. 12). It would have been advantageous if
areal concentration of villages had also been a selection criteria.
This is not the case. Seleeted villages are quite scattered across
districts and divisions. 1In ;elation to the VHW-programme this

is unfortunate. It makes it difficult to establish a workable
system of VHW-supervision (see Appendix C and Chapter 6).

N

e

Establishment of operation and maintenance systems in the three
regions is still at the planning stage. The logistical,  technical
and training problems will be considerable. So will the work in-

iz, volved in solving them. However, continuously functioning schemes
L5 AR v@\«oﬁi‘a&w (R B IETC % S R B A ‘vi\q..aro:"‘uu“ Ay .?'-*'3
are important for many activities related to proper water “and’

sanitation use.

The extent to which the SEC—group will assist to 1mplement the
O‘&_M procedures.has noc-yet_been clarified within.the project.
‘_noriginal handbook fo illage'participation (IRA/CDR, 1983,

App; I) proposed th’tftegula _follow—ups should be made. This

. activity has’ not been inelnded in the revised handbook. or in the
DSU proposal for O & M of July~1985 '

Present experiences with’ already established Village Water Commit—
= teesr'Scheme Attendants andfl;;7ﬁell Attendants indicate that these
may slowly cease’ to function 1f left alone. This is a general ex-
perience with all activities involving community participation and
paraprofessionals (Taylor and Moore, 1980). (See also Appendix

C on the similar need for supervision and support of VHWs).
"Maintenance" of the lnstitutienal structure established by the
DFWP at village level can therefore not be ignored. This "main=-
tenance" is crucial for‘certain sanitation and health education
activities proposed in Chaptef‘S. To believe that the structure
established by DFWP at village level is or will become self- !

sustaining is unrealistic.

B Tk
R
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As implementation proceeds the need to devote manpower resources
from MAJI, the Implementation Offices (including DSU) and the
SEC~-groups for operation and maintenance activities will increase.
Atipresent'implementation rates and staffing levels, this is

likely to create capacity problems in all three regions. A balance
between construction and maintenance therefore needs to be made.

It should be based on a more precise specification of the short
and long term objectives of the DFWP. This question warrants

. urgent attention.

It follows from the discussion above that the DFWP with the present
level of manpower only will have limited capacity to formulate and,
s s implement health education and sanitation activities.‘ In Chapter

e L St 2Tl

Sn 5 a.minimum,level [ of . activities is proposedv;

.-—._.,._:_...-1:‘ osbarmere s 1T R

tation and health education activities are also proposed (Chapter

extensive ‘sani-

6) but they cannot be implemented within the present DFWP organi-

. The precise roles of District and Village Councils in sacnitationm,
i "“5"&"‘-'

'health educatiou and water activities are tather unclear at pre-—

PE I S

= i
et ny~o£ these activities cannot be sustained in the
’.'4"343'.‘:; \*‘-‘ £ THL el . ey .‘iﬁ Gh

‘ councils of donor'support for these activities must therefore be

.analysed together.

)

In Chapter 3 2, it was argued that improvements of household
latrines should agtﬂigzglgg*grglggt subsidies on any significant
scale. Distriet Councils and Central Government are unlikely to
make substantial resources available for this purpose either.
Imorovements should therefore, as hitherto, basically be made by

households themselves.
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The need for improving sanitary conditions at schools, dispensaries
and health centres was established in Chapter 3.3. Due to heavy
use such public latrines must probably be rebuilt with intervals.
Both schools and health facilities fall under District Councils.

To increase the possibility that rebuilding is done without domnor

assistance, contributions fron village and District Councils should

be introduced. (see Chapter 5).

_.Potentially, VHWs are the best health educators at the village
level as argued in Chapter 3.4. However, the role of Village and

District Councils in providing their drugs, in contributing to
their training; and in supporting VHWs after,training (super-

:;”vision, allowances, etc) are—not yet settled. Donors may help to

: "initiate'the.process oﬁ VHW;training as is alreadx being done by

. i ""'-"-Lx?,. 4 VA e

UNICEF in Iringa region. But 1f donors also cover “the entire
training costs then the VHW—programme in its present form is
not replicable and sustainable. Village and District Councils

IU‘Should therefore contribute a significant share of the VHW-costs.

'”At*bteééhc District Councils and'CentraI Government both contri—

bute to the construction of locally funded rural water projects.

po TN
.\-".b

'CentrallGovernment also contributes money to operation and

B B I R AN

The present policy on-O & M'&lthln the DFWP is that villages

~ should pay for all spares and for the allowances of scheme atten-

dants and mechanical fundis. To support and back up the villages,
Regional Maintenance Units will be established and financed by
the DFWP., Eventually District Maintenance Units will be established.
Their operating costs are then gradually supposed to be paid by
District Councils. However, for the time being District Councils \

are not involved in any decisions regarding the DFWP activities.
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4.3

supported.bz UNICEF/WHO‘ is_c rrentl

e gramme (BSP) will,aim.at supporting VHW—training and VIP promotion :

... Also in Ruvuma Region, VHW-training, promotion of VIP-latrimes,
" and construction of water schemes will be supported by UNICEF

—wvillages, starting in 1986.

17

The introduction of District Councils represents a move to increase
local governments' responsibility for administering and financing
a number'of activities. Many water, health and education activi-
ties are among them. This system should not be bypassed by donor

projects.

Other Donor Projects in the Three Regions 2

Several donor projects address water, sanitation and health edu-
cation related activities.

QNS?
In Iringa Region the Iringa Nutrition Programme (INP), jointly

;supporting construction o£

’3" o )—‘ wg:}’ ¢ H mg‘-’@:,:t

latrines at health facil;f.ties,'?~ tra ning ‘of VHWs°" and construction

ERESS QTS RN P

of VIP-latrines at household level. It operates in 7 divisions
with.167 villages (UNICEF; 1985 b). UNICEF's Basic Services Pro-

in the rest of Iringa Regionc It will also finance substantiaL '

water scheme construction activities. (UNICEF, 1983 c)f It is

| 'scheduled.toistart in 1986. o ;s:,_,.n

= g,'\?‘_, ,.4,.: .&__,‘,x_v

through:its BSP.F It will operate in three divisions covering 44

[ 2

DANIDA support for VHW~training in these two regions (see Chapter
6), should be closely coordinated with the same activities
financed through UNICEF. For example, the INP establishes Village
Health Committees, while DFWP establishes Village Water Committees.
These have partly overlapping responsibilities. At present they

exist side by side in some villages (in Kalenga Division).

In Mbeya Region DANIDA is the only major donor for the rural water
sector. There are no programmes for promotion of latrine improve-
ments. VHW-training is scheduled to start in 1986/1987 financed

initially by the Ministry of Health. ©No donor has committed funds

for it so far.
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4.4 Proposal On Strategy

On basis of the analyses of Chapter 3 and 4 two approaches for

health education and sanitation improvements are proposed.

The first approach should be.implemented through DFWP in all three
regions.. It contains activities addressed to the needs listed in

Chapters 3.1 to 3.3. They are all based on community level

- ... actions for improvements. This fits the participatory approach
‘ foliowed.by the DFWE. The approach is detailed in Chapter 5.

The second approach is based on support to the Village Health

. Worker Programme.- These are likely to be most effective promoters
. BBt S tn o el S5 B B Y e g ot i N S L e L R T -
old- level actions-fgf water and%sanitatibn related

"of'househ

improvements. (see Chapter 3.4 and 3.5). This approach cannot be
implemented through DFWP. It should only be supported if Village
‘dﬁ”and District Councils show financial committment to it, and *f

(See‘Chapter 6) )

b Biae s e il o — s e e,

The.two approaches are.separately presented belowt' They may,

T I R T LT o P
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PROPOSALS FOR ACTIVITIES IMPLEMENTED THROUGH DFWP

The first set of proposed activities should mainly be carried out
by AFYA staff seconded to the projéct.(Chapter 5.1). The other
set of activities should mainly be carried through MAJI's cons-

truction teams (Chapter 5.2).

Activities Implemented Through AFYA Staff

Seconded to the Implementation Offices

The objectives should be to:

-

1) improve hygienic conditions around water points in pro;ect

villages (see Chapter 3. 1) presmes e e

ii) encourage latrine construction for households without one in

project villages (see Chapter 3.2).

Key Features

ggiééiéle'i.vActivities,shduld be integrated?iﬁtafthe-eiiéfing
DFWP framework. This means that they should

To addiﬁional principles regarding latrines should be added:

- no subsidies to individual households will be given by DFWP
(for they are unlikely to be available once DFWP construction

activities move on};

- no demonstration latrines should be built (without sustained
and substantial back-up they are unlikely to have any

spread effects)

N
«
I
=
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Manpower: The seconded AFYA staff (one health officer in each

region) will be most directly involved in the activities. The VPC
should guide their work.

These officers presently work after guidelines provided from the
Ministry of Health that are not compatible with the activities
proposed in this report. The section for Environmental Health in i
the Ministry is, however, willing to change these guidelines for '
the seconded AFYA staff.

It is important that the seconded staff is willing to and motivated
for extensive work under village conditions and to engage in com=—
munity participation.work More than onme staff per. region might

g LA T T T e Ly PP AT ,Wx_ n—m PRy

be needed as the ectivities expand (see also Chapter 5>2)

Expertise from outside DFWP is needed to operationalise the acti-
vities in the initial phase of implementation (see below). .

"iargeé Grcups-' Concerning objective‘i) these are the Village.‘. __
'“ﬁ_ Council (vo), the-Village Water Committee (VWC), Scheme Attendantsf
(SA) and.Tap/WéIl.Attendants (TWA). They should be trained by the

AFYA staff member so that they can encourage and enforce proper .

‘water use at water points

Concerning objective ii)fthe target groups are the VC and VWCEri
These should be encouraged to mobilise community self-help work V3Q5Lﬂ 9
to construct latrines for destitute and poor families without \jHVJ; ?
latrines. AFYA staff should also assist the VC to establish by-laws :

- so that full coverage can be enforced.

Indicators: Objective i) is achieved to the extent that

- bathing, washing, laundry and cattle watering does not take

—— —

place at water point;

- traditional sources are not used for these purposes;

=
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- water point surroundings are kept clean and dry and soak-pits

are operating;

- children do not play with water at water points;

-  bibcocks are operating;

- tap attendants report problems to scheme attendants or VC/
VuC.

Objective ii) is achieved if - S 't”'=f_—l“'”*v*5””““~

- ' community continuously helps destitute and poor families to

construct latrines;

- VC and VWC enforce village by-laws on'latrines.

Transport: One additional vehicle for each Implementatiom Office

should be made.available., The. reason is that existing.transport'wv'”’”'é

is already fully utilised. The need for'transport will increase

in proportion to the schemes completed (see Table 2) .u

vities proposed here will add to this need."\

Equipment: Camping equipment for each seconded AFYA staff is

needed..

during the development of the activities (see below)

-~ . . . DR

Follow-Up: The activities proposed above depends to a large
extent on community action by the VC, VWC, SAs and TWAs. They
are likely to need fairly regular support and supervision visits.
These should be a part of regular institutional "maintenance"

as argued in Chapter 4.l1. However, maintenance is outside the
scope of this consultancy. But, there is a need to address it

in connection with the establishment of the whole 0 & M system.
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5.1.2 Implementation

Given the heavy workload of the SEC-groups (Chapter 4;1), the VPCs
themselves cannot be expected to design and develop the procedures
that are necessary to implement the activities needed. The Health
Officers presently seconded to DFWP canmnot do so either without

outside support.

The.fbllowing actions are proposed to. get implementation on the

l. Form a team consisting of one suitable qualified Tanzanian
. appointed by the M;nistry ofAHealth (Team Leader) plus the
o Chree éeésﬁaé& Afifrofficer »'Previ e resgarces  Br'tﬁ?ee‘“Mf?"ﬁT‘:

.months of field work.

2. Send the team to Ruvuma to do field work in villages with
DFWP activities.

3. The team, assisted by the VPC, Ruvuma on a part time basis,
T e ‘fdeveIops procedures and’ write thau into the participation
' . handbook. " ' '

'SiE‘ After one year the team leader'should be assigned to do
P —————

revisions based on experiences from implementation

More detailed guidelines for the implementation of the first

: three steps are given in Appendix D.
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5.1.3  Budget
The estimated cost is TAS 1.9 million for the five~year period.
Details are given in Table 3.
Table 3 ~ Estimated Costs for Health Education and Sanitation
Activities Implemented through AFYA Staff
(x 1000 Shs), 1986 - 1990
) 1986 1987 1988 1989 1990
:;§ 5§$éib§ Procedures: -
"~ I Team leader, 3 monthsl) 60
3 AFYA seconded staff, . et e imemieee e
. S Z) - Ce LI R e Sma -.‘,!‘:ge,rv_-'.-;-.-',.3').@-:5;@‘,\'_“);;’5‘12.'.4—.--
3 months 20
Transport 20 B
| 15

eader,: | month}
7 Sk 8

I Te -
3 AFYA seconded staff::’

- Txansﬁor£:~ cem e Rl e S e e

Implement. Procedures:

3 AFYA staff 2 25 S0 S0 - 50 50
Educational Material ‘W3Q? 30 30 30 30
Récurrent transport - 16di Zidi 210 210 210
3 Vehicles 420

720 290 290 290 290

2) Allowances
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5.2 Activities Implemented Through MAJI's

Construction Teams S

The objective should be to eoﬁstruct public latrines at primary
schools, dispensaries and health centres in the project villages
which do not have adequate faei;ities.

5.2.1 Key Features

Principles: The DFWP should construct such public latrines pro-
vided % ' e

:in;“ B

they‘are‘reqﬁested K ;vil ages?

N

- village provides all self-help labour for digging, brick

production, etc.;

o L P e T e e R KA it i e e

- District Cbﬁncil”shares.iﬁ'the construction cost.

These principles are needed because the DFWP (and the MAJI comn- o

struction teams) will not be present in the village when new

e e i =

Procedures for'village requestsA'Heglq.Beiihcluded’in the

participation handbook._

Manpower: It is assumed that theZMAJI construction teams both

have the capacity and. the skills to build public latrines provided

construction drawings are prepared

Village requests for public latrihes should be channelled through
the SEC-group (the AFYA - seconded staff),

Transport and Equipment: No additional needs are foreseen.

e - R, _‘;_;.
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Follow-Up: The follow-up by AFYA-seconded staff proposed in
Chapter 5.1 should also include visits to schools and health cli-
nics to inspect sanitary conditions of public latrines. This
should be included in the.participation handbook.

Implementation

Suggestions forAsnitable types. of public VIP-latrines can be

. found in Kilama and Winblad (1985, app. IV) and in Mara (1983).

The Tanzania School Health.Project in the Ministry of Health may
have relevant experience with appropriate designs. The Iringa
Nutrition Programme is°also constructing public latrines and
should be contacted;-' | I

It may be assumed that around one-third of the institutions in

... the project villages. already have adequate latrine facilities

g . g g
AR R IR 2

137'“r1984f. A total of 315 villages will be covered by

T .nQu. T “'“J’b""rh sRel v

DFWP'by>1990 (Table '2). Approximately each village has a pri-

I e Ryl

“;mary'schoolc There 1s one health facility per every 4 villages..

Thns the needed number of latrines is 260:

50 latrines fo health facilities.,._

HBased on thewkilamefend'Winnled (1985;-14) the.ccnstruction costs

. are as follows' i

TAS 48,000/- for each school latrine of 12 units;

- TAS 16,000/:tfor each Health facility latrine of & units.

The total construction cost is ' therefore approx1mately TAS 10.9
milllon.b The actual cost to the project depends on the cost

sharing with District Councils.



5.2.3

Budget

Only direct cpnstruction costs are included in the budget. It is
assumed that'District Councils cover 50% of these.costs; that
all 260 institutions will be provided with latrines; and that
construction speed will be constant from 1986 to 1990. Table &
indicates how the total cost of TAS 10.9 million is shared between
DFWP and District Councils. |

o Table @*'ﬁfi Estimated Costs for Public Latrines at Schools and

Bealth Facilities (x 1000 shs), 1986 - 1990

i 19890, 1990 .

1100 1100 1100 1100 1100

1100 1100 1100 1100 1100

'“5 The actualyimplementation rate and costs will depend on the

B2

arrangements made with District Councils and the interest of
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6. PROPOSAL FOR ACTIVITIES IMPLEMENTED THROUGH
THE VILLAGE HEALTH WORKER PROGRAMME

The "Guidelines for the Implementation of the Primary Health Care
Programme in Tanzania" issued by MOH in 1983 sets out the ap-
proach of the VHW-programme. (see Appendix C). From the point
of view of the_DFWP two aspects of this programme are especially

relevant.

- it is based on community participation principles similar
- ' to those used by DFWP;

-=A% - VHWs are trained to do preventiye work. and health educationw*

hpy myr T \"'f;’-

relevant to water and sanitation related diSeases (see
',ﬁf;}z; N Chapters. 3.4 and 3.5). -

However, the Guidelines do not make clear how the financial
_tesponsibilities for the programme should be divided between
‘:uthe village, DC’and MOH. Nor is the financial role of domors
;‘in various activities made’clear.A These issues should be set~

M e T :4,, ..-.u"y 'e..ac..t-‘ SITENT e vy e

tled_before DFWE proeeeds.to support the VHW-programme in the

. three regions

ime

'thefimprovemené_ £ the health’of»the'beneficiaries
T .r‘ rd:a%bk‘\é”mn}qit % u\: ’

§3%52f 28

RPN
pplies” should be ‘explicitly stated

i Moreover;
AT
of” water

} an'objective

of DANIDA support to the rural water sector before assistance
to the VHW-programme is-embarked upon. No clear statement to

that effect can be found in the project papers.

-‘6.L45' Support for the VHW—programﬁe

The main objectives are to

-  support training of VHWs from villages where water projects

are completed

wpommEoc -t - support establishment of a supervision system for VHWs in

areas where water projects are completed.



6.2 Key Features

Principles. Support should be based on the following

y = Village commitment to support VHWs during and after training.

- Vvillage right to refuse to provide support for the VHW
programme; a proposed water supply; a proposed public

latrine or all three.

- District Council financial commitment to support VHW training,

supefvision and drug supply on a regular basis.

’ Central government,financial commitment to support training

of trainers..

R

- donor commitment to support District Councils and Central

Government on a cost-sharing basis.

_ The reason for the cost-sharing principle’is that the sustain-

; e ability oﬁ,VHWs after completion of training will depend on the
S ’ willingness and ability of village and District Councils tolﬁp
;support (maintain) the VHWs with monthly allo 'nceb'drug'land—

attempts to establish this cadre (see Appendix c).

In Iringa and Ruvuma Regions the support should be coordinated
with that given through UNICEF's Basic Services Programmes.

(see below).

The principles for the VHW-programme itself, as formulated by
MOH (1983), are sound if implemented properly (see Appendix C).
3 They should be followed.
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Sequence of Activities: The order in which a village receives

a water scheme or a VHW or both is not very important. What

is important is that a village:refusal should be respected so
that these activities are neither imposed on the village nor
implemented without its consent. It is therefore absolutely
crucial that a village is made aware of its responsibilities

for financial and material contributions, especially with res-
pect to recurrent commitments,. before any activity is ioitiated.‘

» Manpower:  The VHW-training is implemented by AFYA teams of
3 to & people specifically trained and assigned for this work.

It is planned by Regional and District PHC-Coordinators at

- Donor support to short-term consultant is needed in Mbeya Region

iﬁheeﬁgéueéqﬁ fof“sttengthening,the training'of trainers (see below).

AFYA staff seconded to DFWP should participate (for less than

_ ajweek) in the training‘of VHWs. from project villages. This s5
might eventually'necessitate secondment’of 3 additional AFYA: '
" staff to the DFWP o o B '

the catchment area of one or"more dispensaries

: be selected from

Junder one health centre. Concentration will therefore also B
make admlnistration of the DFWP support to the VHW-programme
easier. It is recommended that areal concentratlon should be

a key»criteria.in future selections of villages for water schemes.

The: implication of this areal coacentration approach is that
some trainees will come from non~DFWP villages. And some DFWP
villages will not be supported for VHW-training by the DFWP.

(see also below).
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Training Material: No suitable training material for VHW-training “

exists in Kiswahili. AMREF 1is assisting the HESAWA programme
in preparing material specificaily geared to water and sanitatiom.
When available it should be used. Among other things it will
emphasise improving tfaditional latrine types; proper storage

and use of water; problems with traditional sources.

Organisational Arrangements: Appendix C describes the organi—

sational set-up of the VHW programme within AFYA

There is a need to coordinate the work of the DFWP and the Reg-~
ional and District PHC-Coordinators by S

' membership df’Regioﬁéi and District PHC-Coordinators in
the Regional Steering Committee.

‘,.The composition of the Review Mlssion for—the DFWP should include
ﬂﬁone member from the PHC—Unit in MOH.~-?°“'”'* T T

At viiiage level there will oevoerily'ovefiapping oemgeishio

and responsibilities between the Village Health Committee esta-
blished by the VHW-programme (MOH, 1383, 41 and 58) and the
Village Water Committee established by the DFWP. (Revised Hand-
book, Form 4) One committee would suffice. ’
Sevaral parts of the preeenc parficipation handbook for water
supplies will have to be revised if the proposal in Chapter 6

is implemented.




31

Administrative Arrangements: DFWP has already established

procedures for transfer and accounting of funds to RWEs. A
similar arrangement could be made vis-a-vis the Regional and
District PHC-Coordinators. Transfer of funds should be based

B} on Implementation Office approval of VHW-training plams.

Supervision: This crucial issue is generally neglected in
- the VHW-programme (see Appendix C). This needs urgent attention
by the MOH. The proposed budgets reflect thisjff;f’ '

6.3 Implementation

in the three regions. DFWP support should be adjusted to these

differences.

Irioga.ﬂegion. 'ﬁsésopport'should be gi&én forﬁVﬁﬁ-training-in

- the divisions where INP operates (Kalenga, Pawaga, Wanging ombe , -
,.Mlolo, Ifwagi, Kupalilo and Mlangali)

. Here the programme‘h':

the Regional,and'respeetive district PHCCs°’ District Councils, -
and UNICEF's BSP which supports VHW—training in the entire ff“iquﬂ_,,;i
region outside’ the INP-area. Support through BSP will be given

from 1986 to 1991.

UNICEF is supporting training of trainers and is considering
to provide vehicles for these teams for the whole region through
INP and BSP. |

The VHW programme in Iringa is running well and there is no need

of additional manpower support.

[P . STt mlea sl mn
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-

The present budget proposal from the BSP is based on the as-
sumption that District Councils will cover approximately 502Z
of training costs. This issue 1s, however, not within UNICEF
and with District Councils settled.
Budget estimates for DFWP support are presented in Chapter

7 6-4.

Ruvuma Region: No support should be given for VHW-training
in the divisions where BSP”(UﬁlCEF) suppdtt’ié'pt&#i&é&!T”*““

(Nasala, Mkongo, Minga); Here the programme will make funds
available for complete coverage during the period 1986 to

R A A AL

b

In the rest of the region support should be given for divisions/

. B wards with the highest concentration of DFWP villages. The
SR e p : s ? in cooperation vith

et Biadie S Aol P RIS SRS

;. = "ﬁthe Regional and the respective district PHCCs and District

Councils

b

‘r' oh S

: observation og&iraining

M tence of trainers observed in Iringa., Both UﬁICEF staff, and.
the PHC-Unit in MOH have expressed willingness to arrange and
finance that the Ruvuma teams can receive on—the-job training
B from the Iringa regional team. The Regional PHCC, Iringa is
willing to participate in this. Assuming that such:arrangements
will be made there is no need for additional ontsideimanpower

support.

The BSP budget proposal for VHW~training is based on full cost

coverage of VHW-training in the three divisions.

L L TR S, . e Tee a )Y et e heieen Dl e -
R I ERA Lo RN N I TSN T L

Budget estimates for DEFWP support are presented in Chapter 6.4.
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Mbeya Region: The VHW-programme has not yet started. MOH

intends to finance training of a regional training team in

1986/1987. Training of district training teams will follow
- ’ " subsequently. ' Co e

-~

No support should be given for VHW-training in Ileje, Chunya

and Rungwe Districts. Only feo villages have and will be
covered by the DFWP here.

[ . ‘:.-v:"-:u..o:-, SRS

vIn Mbeya rural, Kyela and Mbozi.districts support should be

given to training of district training teams and to their ve-
hicles. Furthermore, in these districts support should be ?i

given.for'training o£.VHW-training,inﬁdiviaions/wards‘with the

Wﬁﬁﬁm“?”“.ﬁ

T A short—term consultancy to support the training teams in the

fnitial phase of VHW—craining is needed.. AMREF is already i

providing such assistance in the.Lake Regions through funds &

6.4 Budgets and Assumptions

The_estimates are based on the following general assumptions:

(. i) Village Councils agrees to pay each VHW a regular month-

ly - allowance: -

( 1ii) District Councils provide 507 of the cost of training

and all costs of drugs

(iii) UNICEF and MOH provides the assistance to training of

= trainers 1ndicated above[“‘
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- ( iv) District training teams can train 24 VHWs per year so
that training of Health Centre Training Teams is not

needed in Mbeya and Ruvuma Regionms.

( v) Training one district training team: - TAS 51,000/~
- (Appendix Table C.T).

( vi) Training one VAW: - TAS 12,000/- (Appendix Table C.1).

(vii) Training of in~service health staff in supervision:
" TAS 40,000/~ per division supported (Appendix Table C. 1)

(viii) VHW kits: TAS 1 500/- per village.

In Tabley 5wy, It should s g
B < 'i r m@" *’JJ“MW "@ﬁ\&"i~p~ L .-.',. A% s.r\ds-.-r" e
I numBer of—VHWb trained in DFWP villages _
.f:i‘?:f?'.r{gf" #“EW‘J AR '}3 =

villages for which no VHW will be trained is not known.

Table 5 indicates that the total cost of supporting the VEW
. programme 1is TAS 10»8 million/-- The cost to DFWP is TAS 5.9 -
million/; " The cost to be shared among 11 District Councils

T . e e
i e TR 4 TAS\4 9 ‘million/- over: the five year period._

.'Theeactualximplementationgratghan “cost: »yil~ depend on. X
‘wu‘., 16&% ‘P% i c:, "'3::!« - ’55‘5‘%*’# ?;-u\. A 1-— 7 s
~ arrangements made with MDH ‘UNICEF and the District Councils.l

And on the interest of villages and District Councils for the

L; '  activities carried out by the VHWs.’

Ty

B 1 ‘
A ) The estimated training costs include transport costs for trainers.

" Cost of drugs to District Council is limited, and unknown

1{ . _— Tee e e .x- . '.- .
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table 5 ~ Estimated Costs for Support. to VHW-Programme (x 1000 Shs)

1986 1987 1988 1989 1990

— iringa Region: :

: . Training of 250 VEWs - “L“ | 600 600 | 600 | 600 600 :

- « Training of in-service health “ | S | %

_ staff for supervision . 80 80 | 80 80 80 >
. Bicycles. for supervision o 20 20 | 20 20 20 -
. VEW kits for 125 villages. . 40 40 | 40 40 40

o Totaloo o o e ot e | 7400 | 740, [ 740, | 740 740
) -1 370 | 3700|3707 |7 370 370

370 | 370- | 370 | 370 370

ws ez

380. - 380 380
. - 30 : 30 30
A R R SRRt A r.%uyg E T A L e
. Bicycles for supervision 10 10 - 10 10 10
. VHW kits for 80 villages 20 20 20 20 20

l e o Vehicles for 3 Teamsl Do
. AMREF Consultantl)A‘ 300 i
l ' . Training of 250 VHWs (as for o e
Irlnga) L 740 7640 | 740 740 740
Total 610 |10s0 | 740 | 760 | 740
VDFWP Contributions y ,1l6$ 670; 11376» 370 370
Contributions from 3 District'ﬂ-v - o
Councils 445 370 370 370 370
All Three Regions:
. Total Costs- - 2790 {2220 | 1920 [ 1920 | 1920 .
. DFWP Contributions . ~ i.u . - 1755 1260 960 960 960
Contrlbutions from 11 Districts.s - 1035 | 960-. | 960. | 960 960

Counils : : PSS

l? Fully covered by DFWP:
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7. SUMMARY OF COSTS OF ALL PROPOSALS

Consolidated costs for all proposals are presented im Table 6.
They amount to TAS 23.7 millfon/-. The cost to DFWP is

TAS 13.3 million/~ (approx. DKK 8 million-). The cost to be
shared by the 11 District Councils is TAS 10.4 million/-<

over the five year period.

The actual implementationvrates and costs will depend'on ar-
rangements made with the various institutions involved (MOH,

..:-a- 32

UNICEF and the District Councils) and on the interests of vi;; e

lages for the proposed activities.

Estimated Costs of All Proposals-1986

Table 6*-,

1986 [1987 [1988 1989  [1990 | Total .-~

Contributions from DFWP:

Activities implemented by DEWP

through AFYA seconded staff . N P I R T
720 1 2907 | 2907 |7 18807

(Chapter 5.1) - 720 290 290 2940

Activities implemented by DFWP
ﬂthrough MAJI's construction

fotal Gost to D I 3575 5650 2950

Contributions fron 1L
District Councils

Activities implemented by DFWP

through AFYA seconded staff

(Chapter 5) e

Activities implemented by DFWP

through MAJI's construction

teams (Chapter 5.2) 1100 1100 1100 {1100 {1100 5500

Activities.implemented through
the VHW-programme (Chapter 6) 1035 960

Total Cost to District Councils | 2135 (2060 [2060 {2060 l2060 | 10375

960. | 960: | 960. | 4875
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APPENDIX A

SHORT TERM CONSULTANCY O "HEALTH EDUCATION & IMPROVEMENT OF SANITATICE"

List of References:

(a) Review Mission's Report-of November 1984, para. 3.5.6;

(b)  DSU letter to Danida Mission dated l2th March 1985;

(c) - D7 letter to Danida Mission, ref.no. AA 8991 dated 5th Jjuly 19353
)] Guidelines for the Implementation of the Primary Health Care

Programme in Tanzanla, Mlnlstry of Health, October 1983.

Background:

. In the Government to Government Agreement of 10th September 1983, a total
P of, DKK 8 mio, was allocated for “Health Education and Improvement of
' {on!%: ;t e;period from'198§& 1988f, Ref (a)” recommended a short'“i““”“

'Ref (b) proposed that health and” sanitatlon aspects be con51dered together
by a short term_consultant. A "TORP was. also suggested. Ref (c) proposed

28 9 1985

The Tanzanian policies with respect to health education and sanitation acti-
vities are outlined in Ref (d). They form an important component of the
country's Primary Health Care Programme, which is currently being implemented.

d’pelow‘jr based on suggesti ns Reﬁl(b) andtby thefshort term”'“

e sy o
after- iscussions in Iringa G

1. Assess the need for healthmeducatlomaamd'sanitatioﬁ in relation to
the DANIDA funded water pro;ects in Irlnga, Mbeya and Ruvuma Regioms.

2. Assess current health educatlon and sanitation activities in the
" three regions, especially those carried out through the Village
Health Worker Programme which is being implemented under Tanzania's
i .- .- _Primary Health Care Programme.
k. o o g :
3. - - Assess to which extent it is possible to expand and support these

- . activities to cover past, present and future DANIDA funded water
I schemes.

4. Propose, on

basis of 1, 2 and 3, a strategy for such health edu-~
cation and san 1

tation activities for the period 1986 to 19




5. Prepare a phased 5-year plan for the implementation of this strategy
within a budget limit of DKK 8 mio. . The plan should indicate the
institutional framework for implementing the plan; the main contents

: of health education and sanitation activities; manpower needs;
- . . * training material; transport; office space; etc.

Resource Persomns:

- S . : _ B _
"= Two resource persons have been appointed to assist the short term consultant
* . Mr Ole Therkildsen, during part of the consultancy period. Mr Chinzenga
" is Head of the Health Education Unit, the Ministry of Health and Professor
Mark Mujwahuzi is from the Institute of Resources Assessment, University

- of Dar es Salaam.

19.8.85 Arrival in Dar es Salaam

.

20.8.85

élrﬁg;.."'“ 21.8.85 .. B
3 e 22, 8.85 :

)

Meeting in Ministry of Health, DSM

Travel to Iringa‘ _'W‘;_,i._A‘-”g‘j;‘f**“*“”'

eitmaemee @ Tt S

i pe

: Meeting with VPC, Inplementation Offlce (Iringa) and
DSU

wn
.
(Vo)
:
(00}
O
v

_Travel to Iringa' TME Chiﬁzenga & P£Df. Muj&ahﬁzi"
travelling to Iringa..
6.9.85 - 13.9.85 : Work ir Iringa. Field visits to VHW villages.

F‘“ ’.i : Resourc: persons from Dar es Salaam join short term
e : S consul:anc.

Travel to DafDés Saléém

13.9.85

L. 14.9.85 Meeting with Programme Officer, SIDA

8 ' - 15.9.85 - 27.5.85 Meetings with Central Authoritiesg, Donors supporting

dealth Education and Sanication activities.

; Report writing.

Departure from Dar es Salaam

58.9.85

. Dapida Steering Unit
3 DAR ES SALAAM

23rd August 1985
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APPENDIX B - PEOPLE MET

Ministry of Health

- Dr-F M Magari - National Primary Health Care Coordinator

Mr E S Assey - Health Planner
) Dr S J Ngaliwa - Senior Health Officer
Mr E K Simbgye - Senior Health Officer

National Institute of Medical Research,.

Dar es Salaam

Prof W Kilama - Director

" UNICE‘E’*; ' 'Dér’ ‘es Salaam

Dr U Johnsson L » ’ - Representative

*qgggff""‘r.“fleg o ‘1it;vﬁa;f;. Programme Officer, Health v ;
HA“ Mr R Majombe - - Programme Officer, Iringa BSP

Mr E Madinger - Programme Officer, Ruvuma BSP

Mr B Lungquist = Iringa Nutritton Programme

Mr R.Andersont

;{'7H:3uwProgramme Officer, Water N

'_f,Project Officer, Wanging'ombe

- Diaf:hoea Control Prog;amme

Facult§ of Engineering, University of DSM

Mr T S’ A Mbwette: - Enginéer; Public Health & Sanitation

(=3

Local Government Secretariat, Dar es Salaam

b Mr D H Mwinitete - Member

Regional Office, Iringa

ME EJ Mudogs” T T =T gop”
- Mr C Rutaihwa = - Regional Planning Officer



Iringa Rural District ' e

Mr Majaliwa - DED fﬁ

AFYA, Iringa
Dr M Mwakajila - Regional Medical Officer _ 4
Mr F P Mhomisoli - Medical Assistant (Regiomal VHW Training v
Team) v
_ : Ms Mariam K Mohamed ~ Assistant Nursing Officer/Regibnal PHC -
' ' . ' Coordinator (Regional VHW Training Team)
Mr A A Bichibuye -~ Health Officer seconded tb DFWP

Iringa Nutrition Programme

{'ﬁémbér of Management Team, "Health
Activities.

S S s T AT
Dr zZ M Mkumbwa

Mr J B Kahatano -~ Member of Management Team, Monitoring
. an¢ E luation
w 37

Principal -

g»»Senidr Assistant Executive Engineer

PR Mr TVR Sheuya ‘
Mr H J Tesha - Assistant Hydrogeologist In~Charge of
Shallow Well Team

- Mr H E Haule - Senior Assistant Executive Engineer,
- o . Construction

Implementation Office, Iringa :-7;1 f, 5_‘ ,n’ﬂi: ’ -_J;

Mr L Dahl - Village Participation‘Coordinator
Mr H Egerrup - Impleﬁentation Engineer, CCKX

Mr £ Itumbili - Implementation Engineer, Counterpart
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. Nzihi Village, Iringa

B Ms R Mkumbwike ~ RMA, VHW Trainer
Ms O Mbeyale - MCH-aid, VHW Trainer
Mr- L C Mungongolwa - Ward Secretary

Nyamihuhu Village, Iringa

Mr J D Daniel ~ VHW

Ms M E Milimo -  VHW . '
Mr L S Mbembe - Village Chairman ' - . SO
Mr M J Luvengo -~ Village Secretary

»

- Itagutwa Village, Iringa

Ms R Mgohwe ™"~

Mr E Mtati -

Mr J M Msambusi i :
kit '-_;.&Cr EATVY TRCIUNNY S aw deal et s NSRS (e
e MI;A. G Matega

T Mr G Lawa

Mr B P‘Mchindizi A S |
Mr B Ngakonda -~ Dispensing Aid ~ U
Ms C Ngakonda ~ MCH-Aid -

Implementation Office, Mbeya

Ms. I Benz - V:L_ll-age‘ Participation Coordinator
Mr L F McCarry - TImplementation Engineer

Mr F S¢rensen ~ Mechanical Engineer




B4

- MAJI, Mbeya

Mr M O Ngalisoni ) - RWE

Mr H Mwankenja - DWE, Kyela

Mr S K Babala - Engineer, seconded to Implementation :
- Office S
B Mr C K Lwakiromba - Engineer, seconded to Implementation

Office

Mr J Gwimile - Engineer, seconded to Imﬁlementatien

AFYA, b{beza Office .

Dr  Nduma - RMO
o Mr A Mwaigomole - RHO and acting DHO & DMO Mbeya

Mr P L Meleki - Health Officer, attached to DANIDA

e Lo 'wﬂWater,Projee N

el Bt hew ey Doy

- Mr R S Kapong:
Mr J Matata

RDD Office, Ruvuma

Mr E Mjwanga -~ Regional Local Government Officer

: MAJI, Ruvuma

Mr J T Kababi

Mr A Lyimo ' ,f"“jiff_rf’ Desio Engineer, seconded to Implementation o
' Office R .

- MAJI, Songea Rural

Mr W Mandia _ - DWE .

Implementation Office, Ruvuma

I* Mr H W Jakobsen - Implementation Engineer

, Mr B Kapinga -~ Village Participation Coordinator
|l. Mr S Salobir _ ' T Mechanical Engineer RN $jr,_",$“%igéwﬁvl
' Mr Z N Chipile - Health Offlcer, seconded to Implementation

|{, Office



’

AFYA, Ruvuma

- RMO

Mr A J Haule
Mr A J Masumba

District Trainers of VHWs, Songea'Rural

R S

Mr J F Chale -  Nurse
Mr S T Kessy - Medical Assistant
Mr O L Hyera< ~ Health Officer

Regional Training of Trainefs Team, Ruvuﬁef~

- Medical Assiscant

Mr S Mbughuni
o Mx%ﬁ Kihaule . - Nursing Officer w;.v_”

Public Health Nurse

BTG SR AN
,MedicalAAssistan

M.r M .P Mangweha

Mr-E &jaﬁa‘
Mr M B Sinje

RMA~School, Soﬁgea

Dr R S Mwampambe: - Principal

Mpitimbi Dispensary, Songea Rural " -

-~  MCH-Nurse . .

Ms P Filipa

BS

EUCNERNE
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T APPENDIX C
-~ THE VILLAGE HEALTH WORKER PROGRAMME

.

The VHW Programme was initiated in 1983. Activities are now going on in
16 regions. Iringa and Ruvuma are among these;_ Mbeya will be included
in 1986/1987. The programme is an important element in the Primary Health

Care (PHC) approach formulated by MOH but not yet approved by the Cabinet.

c.1 General Description

The description is-mainly based'on MOH'(1983) and interviews
in the three regions.

The VHW should be trained to do both curative and preventive

work.

“

& -  to provide basic services to mothers and chlldren
- _to provide basic curative and preventive services
: - . to encourage changes in culturally rooted behaviour that

K S i_, , _;%S decrimentelntcuheelth

- _; nome visitingl;j”}

F' : Selection of VHWs

VHWs are selected by the village and should be married, perma-

r nent re31dent of village and literate.

rr - The District PHC-Coordinator (or the DMO) supposedly selects
- the villages.




i A ambPocrad  w

c2

Training of VHWs

VHWs get a total of 6 months training (2 month school, 3 month
supervised practice, 1 month at school). Training at school
- ’ takes place at existing training centres, Folk Development Col-
- . leges, Health Centres, etc. VHWs return to village to work

. there during practicals. Groups of 12 VHWs (from 6 villages)

are trained together.

A Health Centre Training Team (see below) conducts the training.

..
.

The Curriculum varies from place to place depending on local
conditions. Eighty percentage (310 hours) of total training
L 4"time of_VHWsdat Nzihi village in Iringa regions was spent on

SN a3

the follnwin' fopics?listeé:i orden of importanc

= "-*\;7-’1&‘:1‘3?’

Heait Educatio ;

Adult education training methods_are used.

Practical accivities

“4 tt.&x 'a“~ e

i'norneiiy get-books'for"stndy and reference. There 1s a short-

age of suitable material and funds for this.

Apnendix Table C.1 giVes various cost ‘estimates for the six
, - L months of training. It varies from Shs. 8, 400/- to
Shs. 15, 000/— per trained VHW. '
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e Training of Trainers i

AU Y

The VHW-programme in a regioms starts by training of trainers. This

proceeds in three stages: _ [

( 1) A Regional Training Team (RIT) consisting of three to four
persons are trained at CEDHA, Arusha for 6 weeks. The
RIT then trains the District training teams of 3 to 4 per-
sons (DTTs) for 5 — 6 weeks. Together these team trains
12 VHWs;

( 11) Each DIT now trains Health Centre Training Teams (HCTT);

(iid) The HCTT trains VHWs.

: It is part f the start up of the VHW—programme in a region and a

¥ AR A IR 153, é*&ﬂ AR S RBR SR
Medical Assistants, L Aids Public Health Nurses 0
e % 63 R o e P -

Healtﬁ'0£f£Cers and Health Assisfants'

R e e

'is-avéilableﬁfot VHW—training £§§i985/1986;>.fhe PHC‘unicﬂdoes not

have information on the funds ‘available at regional level and in

- - the District-Councils._ Iringa rural District Counc11, ‘where VHW

training is ongoing, is not contrlbutlng to it. The Iringa

Nutrition Project provides the funds.




Appendix Table C.2 -
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Major Responsibilities and Sources of Funds

Responsible

Funds From

Selection of VHW

Training of VHW

Payment of VHW

Vehiclés for
supervision and
training

Training of
regional trainers

Training of °
district trainers

Training of
Health Centre
trainers

iq ﬁillage HéaitﬁjComﬁitteéf

Village Council
assisted by RHIT

RHIT supervised by
‘DTIT

Village Council

"-'*'Council.in future)’

Dispensary Staff; - Health
Centrer Staff,~ Diétrictf—
PHC~Coordinato: :

MOR
RIT

DTT

e

District Council

District Council.

- Village may take

care of Shambas
etc., while VHW
is on training.

, ' Village Govermnment
e ke

(Perhaps District:::

- District Council
2 et 5 S

S A
District Council

District Council/
Cen;ral Government

Central Government

Central Government/
District Councils

District Council




I ' Organisational Structure

f At the national level, VHW-activities are coordinated by the PHC-
Coordinating Unit in the Ministry of Health.

Minister

- o

— . ' _ Principal Secr. _ ,
' ] ‘ 1 1 _ | I
Hospital| Preventive Manpower & Financej - Planning}
Services Services Training Admin,

Health Educa- Primary Health- - | .
tion Unit::s J& | Care. Coordination

Environ-

‘Health”

TS

LoXN
min PRt B3

,ﬁk»—« : s o SR 2
guidelines advocate.' The whole structure S under revision but"“’*’

the details of the future organisation is unlcnown.

At'the‘ regional and district levelft’a' PHC~Coordinator is appointed

"'to be respomsible for planning, implementation and superv:.slon
These. Coordinators report to the RMO and

DMO respectively.' However, the‘ organisational structure of AFYA

~ at District level is also changing:as @ result of the rezntroduc- -
it is not yet completed.

" | ' of the VHW-programme.

tion of District Councils.’

I
A number of PHC Coordination Committees are supposed to guilde

d
§| - the VHW—programme. They are supposed to be established at na-

. tional, regional and district level (on membershlp ‘see’ MOH (1983,

h
i 40-49) .
1 At ward and village levels. Health Committees are established.




c8

C.2 Major Problems .

The VHW-programme represents a .renewed .att:empt: to establish this
cadre of paraprofessionals at tne village level._ Previous.
attempts at this have been made. The official view on these
attempts is that they failed (MOH, 1983). The reasons have
been described by Therkildsen (1984, Chapter 2.5). The present

VHW-programme faces many of the same problems. Among them are:

L ; - The PHC Coordinat::l.on Unit in the Ministry is severy under-»it- _.
= - staffed to shape: and coordinate the VHW-programme.\

10 - 15,000 Shs. _per

I- . Direcx: training costs range between

- A system for supervision of VHW by AFYA staff is not worked

out yet. Currently many of the different programmes

payment fovr dfugs) ~has not: yet been settled

'holds fox: t:he Village :Council




APPENDIX D

PREPARING PROCEDURES FOR IMPROVED HYGIENE AROUND WATER POINTS AND FULL

LATRINE COVERAGE AND PUBLIC LATRINES AT SCHOOLS AND HEALTH FACILITIES

The main purposes of the 3 months' work in Ruvuma Region is for the three

seconded AFYA staff and team leader to

10.

get acquainted with the village participation procedures used by

DFWP as stated in the participation handbook.

prepare additional procedures for the above activities following

the same approach.

writing these procedures into the handbook.

Work with the SEC-assistants in two DFWP villages (handpump and
gravity)

Study the causes of dirtyness around water points in completed
DFWP villages

Talk with villagers about the problem of non-ownership of latrines.
(the poor, the destitutes, the refusers)

Suggest how Village Water Committees, Scheme Attendants and Tap/
Well Attendants could be trained to promote cleanliness around

water points

Suggest how village can help the poor and destitutes to build
latrines

Suggest by-laws that will enable village to enforce full coverage
(how to deal with refusers)

Discuss the suggestions with the VPC, Ruvuma

Write the suggestions into the Participation Handbook together
with the VPC

Present the revised handbook for all VPCs and maked needed changes.

The seconded AFYA staff starts to implement the procedures in their
respective regions.
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Suggestions

In the Participation Handbook the following steps should probably be

amended and two new steps added.
Amend: Steps 1, 2, 3, 4, 8, 13 (See Chapter 3.1), 15, 17, 18, 21

Add

.y

Step between 9 and 10 to include village action to achieve

full latrine coverage

Add : Step 22, return to village to follow up on hygienic conditions

and latrine coverage. .

_Work on public latrines requires that DFWP has made prior arrangement

with District Councils.

Perhaps 2 out of the 3 months should be spent in a few villages. This

is not a desk study.

No detailed report on the field investigations themselves should be

made.

RS E SRS SR Wy e s R 1L el



