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[bookmark: _Toc370045207]Abstract

This research’s main objective was to assess the effectiveness of Community Health Clubs as drivers of standard health and hygiene in Mzilikazi District, Bulawayo. Poor service delivery by Bulawayo City Council in terms of Water Sanitation and Hygiene (WASH) results in increased prevalence of diarrheal diseases which claim a lot of lives especially for children under the age of five. The research targeted Mzilikazi, Makokoba and Njube the oldest suburbs in Bulawayo where the concept of  Participatory Health and Hygiene Education through CHCs was implemented to improve hygiene practices and increase community’s resiliency to Water Sanitation and Hygiene related shocks such as diarrheal disease outbreaks. Responses from the participants illustrate that Community Health Clubs empowers people to take control of their own health, promote positive hygiene behaviour and create demand for sanitation. The researcher recommends that assessments on urban hazards and risks should be continued. In making progress towards the attainment of the Millennium Development Goals the concept of Participatory Health and Hygiene Education is important. There is need for engagement between the health clubs and the City Councils because these clubs are the custodians of household health and hygiene practices and norms and are key transmitters of hygiene messages in the community hence having a major impact in reducing disease prevalence. Local authorities need to support the clubs to move from reactive crises management to proactive crises management.
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[bookmark: _Toc370045208]CHAPTER ONE: THE PROBLEM AND ITS SETTING

1.0 [bookmark: _Toc370041187][bookmark: _Toc370045209]Introduction

This chapter seeks to assess the effectiveness of Community Health Clubs (CHCs) as drivers of standard health and hygiene in Mzilikazi. This chapter is going to highlight the background of the study, statement of the problem, significance of the study, purpose of the study, theoretical framework, objectives of the study and its limitations. It is of particular interest to note that due to rural-urban migration and poor performance of the economy; most of the people in urban areas are living in squalid condition. You find a family of five or more living in a two roomed house that was initially built for mine workers during the colonial period that lived there alone with their families staying in rural areas. Bulawayo City Council is facing challenges in carrying refuse on a regular basis and to repair burst sewer pipes due to financial and technical constraints and poor management of resources.   In most urban areas there is lack of access to clean water, illegal dumpsites are common in the streets and there is rampant open defecation as the toilet facilities are blocked and unsafe to be used by human beings.
[bookmark: _Toc357705416][bookmark: _Toc369801828][bookmark: _Toc370041188][bookmark: _Toc370045210]1.1 Background to the Study

The research will assess the impact of Community Health Clubs in Bulawayo high density suburbs of Makokoba, Njube and Mzilikazi (Mzilikazi District). The researcher did the research in these suburbs because they are the oldest suburbs in Bulawayo and inhabited mostly by low income earners who do not have the capacity to cope in light of declining Water Sanitation and Hygiene (WASH) services and live in conditions that can be characterized as extremely marginal. These households therefore remain extremely vulnerable, and recovery and coping mechanisms for this group are firmly rooted in the wider economic recovery.  The environment in these suburbs is characterized by illegal dumpsites, burst sewer pipes and open defecation. 
Of particular concern within the context of high risk urban environment is the fact that Zimbabwe continues to face challenges in providing comprehensive WASH support services. The country has planning, budgeting, equity, output, maintenance and market issues that deeply undermine the supply of adequate water and sanitation services in urban areas. The actual coverage of water and sanitation in urban locations remains erratic and rationed, with some locations in Harare high-density areas not receiving piped water for more than two years. Statistics from the Ministry of Health and Child Welfare provided by National Action Committee and urban councils reveal that only 46% of Zimbabweans have access to drinking water and 30% to improved sanitation facilities. The Millennium Development goal investment gap is estimated to be as large as $365 million per year for water and $336 million for sanitation.
The City Council of Bulawayo is facing challenges providing constant clean water supply to the residents because some of the dams that used to supply Bulawayo with water have dried up due to persistent droughts, siltation and unreliable rainfall patterns. According to the City Council Report of March 2013, the dams (Insiza Mayfair, Inyankuni, Lower Ncema, Upper Ncema and Umzingwane) were 45.74% full which is not enough to meet water requirements for the city. The City Council is also facing financial challenges to buy new water and sewer pipes to replace the old ones. Lack of funds is caused by evading in the payment of rates amongst the citizens as they themselves have low incomes or none as a result of the closure of companies and industries which used to employ a significant percentage of the citizens. The government of Zimbabwe has proposed the Matabeland Zambezi Water Project, a project that seeks to harness water from Zambezi River to Bulawayo. But this has not materialized due to economic hardships that affected the country from 2000 to 2008 and the economic sanctions imposed on the country by the Western countries.
 According to the City Council Refuse Collection Director, refuse collection is being done fortnightly in high density suburbs and once a week in low density suburbs. About 40% of the entire health budget is reserved for waste management regardless of the amount and effort spent on waste management, municipal waste still increases. Out of the 4 587 refuse collection tasks scheduled only 38% of them were done. Out of 21 tasks of collecting 2 000 bins/day scheduled only 3 tasks are achieved as 8/21 refuse trucks are functional. The City Council uses landfills as a disposal method of rubbish but currently they do not have a landfill compactor and they are using a bulldozer instead.   
Beukering et.al (1999) argued that the main stakeholders in waste management in most cities include mostly the government, City Council, private sector and donor agency and to a limited extent, the people who are also waste generators.  According to Pinnock, (1998), full participation of all stakeholders is necessary because it reduces waste management burden. The stakeholders have different interests which can be economic, political or social. All these stakeholders contribute to the sustainability of waste management through identification of problems, evaluation of the system and recommendations for improvement of service. Increased participation by the concerned people improves the waste management system and it helps to reduce the amount of refuse generated. The Sphere Project (2011; p88) states that an effective WASH programme relies on an exchange of information between the agency and the disaster-affected population in order to identify key hygiene problems and culturally appropriate solutions. In most of the urban areas of Zimbabwe there is minimal or no involvement of the urbanites in refuse collection, waste management and water reticulation. 

In this light the CHCs through the concept of Participatory Health and Hygiene Education (PHHE) come in handy as a measure that covers the gap between Bulawayo City Council (BCC) weakness and effective WASH. CHCs involve the people in refuse collection and waste management through their different activities such as cleanup campaigns and meetings educating each other on waste management coping strategies in face of limited times that BCC collect the refuse. Waterkeyn postulates that by combining time tested PHHE activities and the Zim AHEAD specially designed toolkit with the structure of weekly health promotion sessions this approach stimulates sustainable behaviour change through social pressure to conform that alters community water, sanitation and hygiene (WASH) norms and values.
The study will assess the impact of the concept of PHHE introduced through CHCs. A concept which was introduced by a Non-Governmental Organization called Catholic Relief Services (CRS) in Bulawayo. The idea of Participatory Health and Hygiene was conceived by Juliet Waterkeyn (1995), who piloted the idea in Makoni District with an organization called Studio AHEAD. Through PHHE, Studio AHEAD established CHCs in the Districts of Manicaland. The results from these CHCs showed that this is an appropriate strategy in rural areas of Zimbabwe. Waterkeyn (2005) argued that the PHHE concepts worked well in the rural areas of Zimbabwe, wherever they were implemented, and people experience improved access to health and hygiene. In this regard therefore a need to assess the effective of these CHCs in urban areas as the study will do.
The CHC methodology is based on a Theory of Development that identifies a permutation of factors in making people change. The need to change is habitually conditioned by peers (friends and families) and their culture. Therefore if most people in the village decide to do something, supported by their leaders, the chance is that the rest will also follow, by peer pressure in a positive way. Therefore rather than appealing to the individual as was the case in the past PHHE appeals to the group and build their capacity and understanding so that they can make informed decisions and learn to manage their health through safe hygiene. So the CHC strategy tries to change people’s values, which are based on their knowledge, peers and culture and once this happens they will change their behavior automatically. 
The CHC concept produced positive results in rural areas of Zimbabwe leading to the duplication of the concept in the urban areas. However, the conceptualization of community in rural and urban areas has different characteristics, in rural areas people easily identify, interact and transact than in urban areas. In rural areas waste management and the provisions of water are a family responsibility unlike in urban areas where people rely on the Councils. People in urban areas pay water and refuse bills. So they expect the Councils to provide them with health facilities, refuse collection, waste management and clean water. But the Councils are failing to meet the requirements of the people. So NGOs are mobilizing the people to be involved in the provision of these services.  This study will assess if  CHCs in Mzilikazi District will equally bring positive results in urban areas as it have in rural areas and to come up with the recommendations of scaling them up in other urban areas. Terry et.al (2003) postulates that this immense task relies not only on substantially scaling-up available funds  and using effective technologies, but also on the capacity of the unsaved population to respond to this international effort. There is need for the people who are facing these water and sanitation challenges to be involved in solving the problems. The only way to involve them is through the introduction of such interventions like CHCs.
The study will evaluate the 10 CHCs established in Makokoba,Njube and Mzilikazi and compare the behavior change of the participants in these clubs with that of the people in Cowdreypark and other suburbs where the concept was not introduced.  Cowdreypark will be used as a control group so that results can be compared. 

[bookmark: _Toc357705417][bookmark: _Toc369801829][bookmark: _Toc370041189][bookmark: _Toc370045211]1.2 Statement of the Problem

Bulawayo City Council has failed to ensure that the residents of Mzilikazi have access to standard WASH as evidenced by the escalating rate of diareahoreal diseases . In 2011, a resurgence of acute diarrhea cases has been recorded in Bulawayo high density suburbs and several urban areas with the onset of the 2011-12 rains. WHO and UNICEF representatives reported that recent perennial diarrheal outbreaks  are concentrated in urban areas and that case fatality rates are extremely high .According to the Ministry Of Health in the 2012 report, “In the last week of January 2012, 1,331 diarrheal cases have been reported by Harare City and 876 by Bulawayo which is higher than the epidemic threshold”. Equally worrying has been the emergence of typhoid in Harare: since mid-October 2012, 1 865 suspected cases have been reported. In a bid to rectify the weaknesses of BCC towards the attainment of standard WASH in Mzilikazi PHHE initiatives in the form of CHCs have been introduced .There is a need to find out whether the CHCs have been effective towards ensuring the prevalence of standard health and hygiene  in Mzilikazi.
[bookmark: _Toc357705418]
[bookmark: _Toc369801830][bookmark: _Toc370041190][bookmark: _Toc370045212]
1.3 Purpose of the Study

The purpose of the study is to assess the effectiveness of Community Health Clubs as drivers of standard health and hygiene in Bulawayo.
[bookmark: _Toc357705419][bookmark: _Toc369801831][bookmark: _Toc370041191][bookmark: _Toc370045213]1.3.1 Research objectives

· [bookmark: _Toc357705420]To assess how effective CHCs have been towards the attainment of quality WASH in Mzilikazi 
· To determine  factors associtaed with  effectiveness of WASH.
· To assess how the following factors:
· Gender
· Age
· Level of education
· Income 
 affect the behaviours and attitudes of residents towards WASH
· To ascertain sustainability and relevance of CHCs in Mzilikazi District
·  To come up with recommendations for CHCs in urban areas.
[bookmark: _Toc369801832][bookmark: _Toc370041192][bookmark: _Toc370045214]1.3.2 Research questions

1. How effective are CHCs in attaining WASH in Mzilikazi District
2. How relevant and sustainable are CHCs in urban areas
3. What were the attitudes towards proper WASH before the introduction of CHCs and what are the attiduddes after?
4. What is the relationship between gender, age and  level of education and WASH attitudes and behaviours.
5. What lessons can be learnt from implementing PHHE through CHCs.
[bookmark: _Toc369801833][bookmark: _Toc370041193][bookmark: _Toc370045215]1.4 Hypothesis

The researcher hypothesised that PHHE is cheap and very effective in improving the health standards of people in urban areas of Zimbabwe.  
[bookmark: _Toc357705421][bookmark: _Toc369801834][bookmark: _Toc370041194][bookmark: _Toc370045216][bookmark: _GoBack]1.5 Theoretical Framework

There is a link between the concept of PHHE  and the theory of participatory development. This research seeks to also bring out most concepts of the participatory development theory.According to Cornwall (2002;p11) Partipatory development seeks to engage local populations in development projects. Participatory development (PD) has taken a variety of forms since it emerged in the 1970s, when it was introduced as an important part of the "basic needs approach" to development. Mohan (2008; p45) argues that most manifestations of PD seek “to give the poor a part in initiatives designed for their benefit” in the hopes that development projects will be more sustainable and successful if local populations are engaged in the development process. PD has become an increasingly accepted method of development practice and is employed by a variety of organizations
The theory of PD is largely relevant in explaining the activities of CHCS and their effectiveness. It creates a culture of health, which enables women to successfully control most preventable diseases and manage their family health. By constant reinforcement of the involvement of the people by the PD theory, Community Health Clubs can develop self-efficacy enabling members to successfully challenge existing cultural practices that undermine good health. Kerry (2010) notes that the most productive way to achieve public health goals, especially the elimination of disparities in health status, is to actively engage those experiencing the problems in aspects of addressing them. The real value of participation stems from the finding that mobilizing an entire community, rather than engaging people on an individualized basis or not engaging them at all. The study will help to identify factors that increases or prohibits the participation of people in urban areas. An urban community has different characteristics when compared to a rural community. , in rural areas people easily identify, interact and transact than in urban areas. In rural areas waste management and the provisions of water are a family responsibility unlike in urban areas where people rely on the Councils.
[bookmark: _Toc357705422][bookmark: _Toc369801835][bookmark: _Toc370041195][bookmark: _Toc370045217]1.6 Significance of the Study

The study gives the researcher the platform to develop her research skills and it will help the researcher, development practitioners, policy makers and the public to have a better understanding of the role of communities in addressing water, sanitation and hygiene issues in urban areas. In addition, the study is also being carried out in partial fulfillment of the requirements for the attainment of honors degree in Development Studies.
This research can also help in disaster management as it articulates and bring out  community driven disaster risk reduction startegy in the urban areas through clearly defining the connection between PHHE and disease reduction. As a result, the research  supports disaster prepredness especially to WASH diseases such as cholera, dysentery and typhoid which are now common in most urban areas of Zimbabwe. 
[bookmark: _Toc357705430]The study will provide necessary information to the relevant Ministries on how best they can use PHHE in the prevention of communicable diseases in urban areas. The Ministry of Health and Child Welfare, The Ministry of Water, City Councils in Zimbabwe will get to know the importance of engaging communities in solving problems related to WASH issues in urban areas. The study will also help policy makers to priorities a financial resource, that is whether to give a big amount of money to water supply and sanitation facilities or to hygiene education or to both. Most importantly this study will give rise to different hypothesis’ on WASH that will require a wide range of research and study.
[bookmark: _Toc369801836][bookmark: _Toc370041196][bookmark: _Toc370045218]1.7 Assumptions of the Study

· The CHCs which are running currently continue to be in operation for the whole study period. 
· Respondents to be included in the sample will be compliant, supportive and provide information that is not subjective
[bookmark: _Toc357705431][bookmark: _Toc369801837][bookmark: _Toc370041197][bookmark: _Toc370045219]1.8 Conceptual framework

CHCs are defined by Waterkeyn (2010) as voluntary, community-based organisations formed to provide a forum for information and good practice relating to improving family health. They aim to create a common unity of understanding and shared perceptions of disease, within an area. It is a voluntary, non- discriminatory club to which everyone can belong: men, women and children, old, middle aged or young, rich or poor, educated or not. It is a free nonpolitical and non-religious forum for improving living conditions and family health through hygiene behavior change with a view to controlling all preventable diseases without relying on external support.
Effectiveness is the degree to which objectives are met and the extent to which targeted problems are solved. It is determined without reference to cost. It means doing the right things. In this research the researcher will measure the effectiveness of CHCs using a number of indicators. The main objective of the study is to ascertain the effectiveness of CHCs in attaining quality WASH and to do this effectiveness will be measured using observable indicators of behaviour change on whether Community Health Club members did in fact:
· Improve their health knowledge
· Improve their home hygiene practices
· Sustain positive behaviour change
Observation will be on cleanliness of the yard, toilets and kitchen tapes, when and on how many times people wash their hands with soap. In most instances people draw water from the tape but make no effort to clean the tapes. People do not clean toilet doors and walls. During the baseline survey a lot of households were lacking on this aspect. So these will be chosen as proxy indicators to assess levels of change after the introduction of Community Health Clubs in the area. The researcher assumes that if a household member had received training on waste management, the household should be able to dispose items such as pampers in a proper manner. The correct disposal of pampers is to wash the pamper after use by either adults or children and then wrap them, put them in a paper bag and then dispose them in a dust bin for collection by the City Council. Other indicators will be on water storage, use, waste management and disposal at a household level, looking at the before and after situation. Due to frequent water cuts residents are now storing water in containers bringing the aspect of compromised water quality during transportation, storage and final use. 

Community: Is a social group of any size whose members reside in a specific locality, share government, and often have a common cultural and historical heritage.
[bookmark: OLE_LINK2][bookmark: OLE_LINK1]Participatory Health and Hygiene Education (PHHE): Ottawa Charter (WHO 1986) defines it as the process of enabling people to exert control over the determinants of health and thereby improve their health. It is the process of involving the communities in health and hygiene issues that affect them. 
Assessment: Assessment is the process of gathering and discussing information from multiple and diverse sources in order to develop a deep understanding of what you are researching on,  the process culminates when assessment results are used to improve subsequent learning.
Hygiene: The Columbia Electronic Encyclopedia (2013) defines it as a science of preserving and promoting the health of both the individual and the community. While hygiene promotion is defined by the Sphere Project as a plan, systematic approaches to enable people to take action to prevent and or mitigate water sanitation and hygiene related diseases.
Health: The American Heritage Dictionary (2000) defines health as the soundness, especially of body or mind; freedom from disease or abnormality. Health Promotion is then defined by the Ottawa Charter (WHO 1986) as the process of enabling people to exert control over the determinants of health and thereby improve their health.
[bookmark: _Toc357705432]

[bookmark: _Toc369801838][bookmark: _Toc370041198][bookmark: _Toc370045220]1.9 Delimitations of the Study

The research was done in Bulawayo the second largest city in Zimbabwe in Mzilikazi District focusing on the three high density suburbs of   Makokoba, Njube and Mzilikazi where CRS is piloting the concept of CHCs. The City is located at the South Western parts of the country and it is 439 kilometers from Harare. According to the Central Statistics Office (2002), it is estimated to have a population of 1.5 million people. The project came up with 10 CHCs with a total of 3642 members. The study is going to make a sample from these members, who are going to be participants in the study. The control group will be drawn from Cowdray Park which is 20 km from where CRS is implementing the project. Currently, there is no Water and Sanitation project in Cowdray Park so the assumption is that there will be no Water and Sanitation project till the study ends. 
[bookmark: _Toc357764143][bookmark: _Toc370041199][bookmark: _Toc370045221]Figure1: Shows the map of Bulawayo
[image: ]
[bookmark: _Toc357705433][bookmark: _Toc369801839][bookmark: _Toc370041200][bookmark: _Toc370045222]
1.10 Limitations of the Study

The research will be limited by the fact that some respondents or participants may lack the ability to understand the subject matter due to their level of education. The research instruments to be used, the questionnaires and interviews are subjective and may lead to biased responses. Time and financial resources for carrying out the research are limited resulting in some important variables not being given due attention or being left out completely. 
[bookmark: _Toc357705434][bookmark: _Toc369801840][bookmark: _Toc370041201][bookmark: _Toc370045223]1.11 Summary

The chapter encompassed of the background to the study citing motives behind the research, statement of the problem, the objectives of the study along with the research questions, statement of hypothesis, significance of the study and the assumptions held. A brief examination on what has been happening pertaining to the topic under study has been provided. To proceed, chapter two will look at the literature of the study where the researcher analyses theoretical views of authors to the topic and what previous researches concluded along the same line. 






[bookmark: _Toc369801841][bookmark: _Toc370041202][bookmark: _Toc370045224]CHAPTER 2: LITERATURE REVIEW
	
2.0 [bookmark: _Toc369801842][bookmark: _Toc370041203][bookmark: _Toc370045225]Introduction

This chapter reviews information and literature that has been researched by other researchers and scholars on the effectiveness of activities of the CHCs done based on the concept of PHHE on health and hygiene issues in Zimbabwe and even other countries. A review will be done on what has been researched before and it will be explained how this study will fill in the identified gaps. The literature will review the theoretical approaches to health behaviour change that have been done before up to when PHHE was introduced.
[bookmark: _Toc369801843][bookmark: _Toc370041204][bookmark: _Toc370045226]2.1 Purpose of the study

The main purpose of the review is for the researcher to acknowledge, appreciate and get an in-depth understanding of the concept of PHHE and on the results of CHCs in other areas. Literature review helped the researcher to avoid repetition of works already done by other researchers but rather identify the gaps and add value to the academic field. Through reviewing the literature already done on the topic, it helped the researcher to justify the research.
[bookmark: _Toc369801844][bookmark: _Toc370041205][bookmark: _Toc370045227]2.2 Sources of the Review
	
[bookmark: _Toc369801845][bookmark: _Toc370041206][bookmark: _Toc370045228]2.2.1 Different Approaches to Changing Health Behaviour

The literature review showed that before the concept of PHHE was introduced as a measure of changing people’s health behaviors, several methods had been introduced and tried towards positive health behaviour.
[bookmark: _Toc369801846][bookmark: _Toc370041207][bookmark: _Toc370045229]2.2.2 Regulation and Control

The regulation and control theory argues that people only change their health behaviors if they are forced to do so by the law or by the authority. In the 1970s the thinking was top down and it was believed that those on top that is the authority should control the people through different health laws. As such laws and regulations were put in place that laid down the standards of hygiene in public places such as schools, clinics, hospitals, beer halls and especially food outlets were health inspectors were active to make sure the people operating food outlets had the licenses to do so and people were fined if ever they did not follow the laid down laws. At household level and closer to sanitation and hygiene people were forced to build latrines or face fines. This was an effort to reduce open defecation but people would build the latrines to avoid being fined but they would use the latrines to store maize and continue defecating on the open. Thus this approach failed to change people’s behaviors.
[bookmark: _Toc369801847][bookmark: _Toc370041208][bookmark: _Toc370045230]2.2.3 Health Belief

The Health Belief Model is a psychological model that tries to explain and foresee people’s health behaviors. People’s behaviors can be foreseen by focusing on the beliefs and attitudes of individuals. Glanz et.al (2002) argues that the concept of health belief model was first developed by social psychologists working in the U.S public health services. The model was developed in response to the failure of a free tuberculosis (TB) health screening program. The HBM has therefore been taken on to explore a variety of long-and short term health behaviors, including sexual risk behaviors and HIV/AIDS transmission.
The model’s assumption is that people will improve their hygiene if they know the reasons why they should do so. This model is based on the common sense theory that if someone is well informed they will act on the basis of their information and belief. According to Janz and Becker (1984) health education was seen as a prerequisite to hygiene behaviour change. Rogers (1983) argues that modernisation takes place ‘naturally’ by the diffusion of information or innovation from the fast adaptors and innovations and trickles down to those at the lower and of the scale by emulation.
[bookmark: _Toc369801848][bookmark: _Toc370041209][bookmark: _Toc370045231]2.2.4 Status Appeal

According to Curtis (1993) people are more interested in being smart rather than to improving their health. The appeal of status is more effective in creating a demand for a product than knowledge of the germ theory. Social Marketing often engages the private sector (usually soap manufactures) and a ‘public private partnership’ (PPP) to link with the public sector in a media campaign to change behaviour using the subliminal messaging of commercial advertising.
According to the Collective Shame method people will change their health behaviors when they are embarrassed publically. Focusing on the human trait of self- respect, planners conduct a village ‘walk of shame’ with the village leaders. When a village becomes a faecal free environment, with every household using a latrine the village is declared a faecal free environment. The Community Led Total Sanitation (CLTS) encourages village pride, whilst village leaders continue to force compliance, Kar (2004).
[bookmark: _Toc369801849][bookmark: _Toc370041210][bookmark: _Toc370045232]2.2.6 Participatory Health and Hygiene Education through community health clubs

In the late 1990s planners realized the need for the people to take part and participate in the management of their programs so they can identify the risks of bad hygiene and see the need to change them or even come up with their own ways that they can best improve risk health behaviors. The 1990s were therefore characterized with new democratic thinking where people were given the chance to voice their ideas and make their own decisions on issues concerning them. Typical of these were village gatherings were drama, role play and visual aids were used to stimulate debate and interest. Participatory hygiene and sanitation transformation was introduced in Zimbabwe, in 57 Districts and was known as participatory health and hygiene education. The CHCs are facilitated by Health Promoters who are volunteers and the clubs will meet once in a week. The fact that these CHCs are joined on voluntary basis is the backbone and success of the CHCs. In Zimbabwe the concept of volunteerism is more effective in rural areas where the economy is based on communalism. Doing something voluntarily makes it easy for people to go on without complaint as they will be assisting their families and friends. In this research therefore the researcher will assess the effectiveness or lack of it , sustainability and cost effectiveness of such a concept in an urban setup where in communalism is not a trend .
According to Waterkeyn and Cairncoss (2005), The CHC approach is a horizontal strategy with a more holistic concept of hygiene as an integral part of a good health, and therefore seeks to address the core values that affect all preventable diseases, rather than just diarrhea. This framework of development uses health promotion as an entry point into a long term process of transformation of norms and values which create a culture of health that addresses all behavioral issues that can be controlled by the family and community. They further argue that in six months members will understand and take measures to prevent not only diarrhea, but also skin and eye diseases, ARIs, intestal, worms, malaria, bilharzia, HIV/AIDS and malnutrition. The concept of CHCs is therefore more holistic as it looks at all other diseases affecting human beings and not focuses on diarrheal diseases or waterborne diseases.
Waterkeyn (2010) asserts that people change their behaviour if they are approached as a group rather than as individuals, they can determine their standards of hygiene together and make informed decisions based on common understanding. By forming a CHC and dedicating themselves to at least six months of weekly meetings, it has been found that women readily embrace new hygiene practices.
Cairncross et .al (2003) argues that the CHCs are recognized as key strategy that can predictably deliver a high level of cost effective hygiene behaviour change in Africa. Studies done by Waterkeyn et al (2005) show that in Chipinge District , zero open defecation (ZOD) was achieved in 37 CHCs where 2388 members also achieved a 44% average improved hygiene behavior change of 17 proxy indicators within twelve months. In Southern Africa, a recent pilot project has shown a 365 change, taking an average of 12 proxy indicators within just 6 months. Hand washing practices were transformed: 82% had a hand washing facility compared to 28% before the project started the use of soap for hand washing rose from 39% to 93%. 
However these studies were done in rural areas where voluntarism, and working in groups to help each other is a trend which is different from an urban setup which is characterized by individualism. People in urban areas will expect some form of payment for all their labor compared to people in rural areas who can work for the good cause of their family or community without expecting payment or remittance. In rural areas people know that water, sanitation, health and hygiene issues are their responsibility compared to the urban areas where the councils are responsible for refuse collection and provision of treated water. Communalism in rural areas makes it easy to change people’s health behaviour towards good hygiene practices. This study will therefore assess the cost effectiveness of PHHE through CHCs in urban areas taking into consideration the different characteristics of an urban and rural community setup.
The concept of PHHE through CHCs has yielded some positive results in Africa. Azurduy et al (2007) postulates that PHHE through CHCs played an instrumental role in war tone areas of Sierra Leone. The concept helped to increase social capital and reconstruct communities after a civil war. While on the other hand Waterkeyn (2005) argued that in Uganda the introduction of the concept helped to improve hygiene and sanitation in overcrowded camp. According to King and Dos Antos (20007) s in Guinea Bissau, CHCs have been used to reduce infant mortality in some of the poorest communities in Africa. Rwanda was the first country to launch a national CHC programme in October 2009, enabling the methodology to be fully integrated into the Ministry of Health, starting CHCs in the 14000 villages throughout Rwanda that were being facilitated by community health promoters.
CHCs have been mostly successful in communal areas and refugee camps but the research is going to further focus on an urban setup where behaviour is so complex to be controlled communally. The concept has mostly been successful in cases where it has been used as a reaction to a disaster, problem of diarrheal disease or waterborne disease but not as a proactive way of preventing other types of preventable diseases facing the human kind or simple as a disaster reduction strategy. This research will therefore go on to show the effectiveness of the concept or lack of it as a development aspect and not just as a method to be used in emergencies
After pilot testing the use of PHHE through CHCs Waterkeyn (2005) recommended that the concept should be taken up by the Ministry of Health and be implemented at a national level. The results of using the concept in the communities show the changes that the model can bring to people’s health issues in rural and peri-urban communities. CHCs are more appropriate in rural areas so this study will explore their effectiveness or lack of it in urban areas so that recommendations will be made for the concept to be scaled at a national level.
According to Waterkeyn (2005) CHCs promote a 'culture of health' which means that healthy living becomes highly valued, and in this way brings about behaviour change, through peer pressure and the desire to conform to social norms. Waterkeyn (2006) argues that the CHCs approach provides an effective way to disseminate knowledge and invariably produces a strong demand for sanitation. It can be extended to a further stage where supply is managed by the health club, and if taken to its full potential can go on to alleviate poverty and deal with fundamental social needs such as illiteracy, social support networks and human rights. Extension workers have found the approach rationalizing their work load and provide an easy way to interact with the community. The consensus approach is particularly strong in measuring outputs in terms of hygiene change, as well as enabling performance monitoring of the facilitators in league tables, by their superiors at a District level. In areas were CHCs have been densely concentrated and have been going for a decade ,there are strong indications of reduction of diarrhea, bilharzia, skin disease, eye disease and acute respiratory infections (ARI) as reported at local health centers. 
Most importantly the CHC approach is able to provide its cost-effectiveness at between 36c-66c per person over a two year programme, and can demonstrate value for money when compared to more vertical interventions like the health belief model, collective shame, control and regulation and status appeal. According to World Bank (2000:95) large scale private participation in WASH does not automatically mean better services for poor people. Thus the involvement of the people is crucial.
A study done by Webster at al (2009) to compare the effectiveness of CHCs versus the Community Led Total Sanitation (CLTS) in Mutoko, Chipinge and Chiredzi showed that CHC is the most effective approach. The results showed that the CHCs were significantly more effective than the CLTS in two key aspects. Firstly, more people disposed of their feces by some method other than OD (92%versus 77%), and secondly the number of people who owned a hand washing facility was far greater in the case of CHCs (64% versus 10%). In terms of sanitation, only 26% of CHC respondents owned a latrine, although all of them have been built since the intervention had started. A large number (64%) claimed to practice cat sanitation, 445 of CLTS respondents owned a latrine, and 57% shared their latrine with others, as opposed to 0% in the case of CHCs. The number of latrines that had a cover on was found to be low in the case of both approaches (31% CHC versus 48% CLTS). Webster et al (2011) argued that CHCs create a sense of achievement amongst the participants. People become more likely to help each other with respect to both club issues and issues to do with the wider community dynamics. The main purpose of this research is to find out whether same results can be achieved in an urban setup. The assumption is that people in rural Zimbabwe have got strong roots of working together and assisting each other in times of hardships but in a urban formal set up this togetherness is a rare characteristic. The introduction of CHCs in urban areas will therefore test if same results will be achieved or not. 
Webster et.al (2011) concluded that the CHCs successfully competed with other development trends such as Social Marketing and CLTS (2009) and produced predictable results in positive behaviour change .This is because CHC approach builds the capacity of local NGOs, International Agencies as well as Environment Health Technicians within Government to ensure sustainability. The outcome from implementing the project in Bulawayo Mzilikazi District will help come up with information that will inform Zimbabwe’s Ministry of Health on how best to reduce the effects of preventable diseases like cholera, typhoid and dysentery which have caused havoc in most urban areas of the country. Waterkeyn (2005) asserts that researchers should use proxy indicators as it is difficult to measure the percentage reduction of people with diarrhea as there are other confounding variables. She further postulates that people should however use proxy indicators which are empirical and verifiable. In this research the researcher used proxy indicators collected before and after implementing the project was implemented from the study population.
Wterkeyn et.al 92005) argued that in one year in Zimbabwe, 1244 health sessions were conducted by 4 health promoters, costing an average of US$0.21 per beneficiary and involving 11450 club members (68700) beneficiaries in Makoni District. In Tsholotsho District, a smaller project 2105 members participated in 182 health promotion sessions carried out by 3 trainers, which cost US$0.55 for each of the 12630 beneficiaries. 
Kerry (2010) notes that the most productive way to achieve public health goals, especially the elimination of disparities in health status, is to actively engage those experiencing the problem in the aspects of addressing them. This is further supported by The Sphere Project (2011: 88) , it argues that an effective WASH programme relies on the exchange of information between the agency and the disaster affected population in order to identify key hygiene problems and culturally appropriate solutions. The worth value of participation comes from the finding that mobilizing an entire community, rather than engaging people on an individualized basis is more outreaching. The research will help categorize factors that increases or prohibits the participation of people in urban areas and help to inform other development practitioners who wish to implement health promotion and disease prevention projects in urban areas.
Research done in Zimbabwe by Farm Community Trust of Zimbabwe (FCTZ) in 2012 shows that PHHE helps people to develop the outlook, competence, self-confidence and commitment that will ensure a sustainable and responsible community effort towards their overall development including the control and management of communicable diseases. It is the mandate of this study to assess whether PHHE in Mzilikazi District will result in creating a confident and responsible community that takes health initiatives seriously.
[bookmark: _Toc369801850][bookmark: _Toc370041211][bookmark: _Toc370045233]2.2.7 Clean water and adequate sanitation versus health promotion
According to Briscoe et.al (1986) the provision of clean water and adequate sanitation does not necessarily translate to a health community. The Sphere Project (2011:94) argues that health promotion should aim to draw on the affected population’s knowledge, practices and resources, as well as on the current WASH evidence base to determine how public health can best be protected. Thus the availability of clean water alone does not automatically guarantee health promotion. According to The Sphere Project (2011) health promotion involves ensuring that people make the best use of the water, sanitation and hygiene enabling facilities and services provided including effective operation and maintenance of the facilities. There is need for activities like health promotion to help the communities understand that water might be polluted at the point of use and not at the source. Communities should be taught issues to do with refuse disposal, food hygiene, hand washing and water collection methods. This is one of the major reasons why the research was carried out in an urban setup because people in urban areas believe that water being supplied by the city council is safe for drinking yet it might be contaminated by burst sewer pipes or wrong water collection methods or dirty containers. This is evidence that putting emphasis on providing clean water and adequate sanitation might not be enough; there is need for one to marry the two so the goal of establishing a health community might be achieved. The research will show the lessons learnt from implementing the project in an urban setup and then generalize the results to other areas in Zimbabwe.
[bookmark: _Toc369801851][bookmark: _Toc370041212][bookmark: _Toc370045234]2.4 Summary
This chapter looked at what other researchers have done on health promotion through CHCs and other methods that have been used to try and promote positive health and hygiene behaviors. The main identified research gap was that there is need to find out if CHCs approach can bear the same results in an urban setup as it has done in rural areas.








[bookmark: _Toc369801852][bookmark: _Toc370041213][bookmark: _Toc370045235]


CHAPTER THREE: RESEARCH METHODOLOGY
[bookmark: _Toc369801853][bookmark: _Toc370041214][bookmark: _Toc370045236]
3.0 INTRODUCTION

Chapter three explains the step by step research methodology which the researcher used to gather information and how the actual research was done. The chapter therefore explains the sampling methods used and why, research instruments used to collect the information bringing out the 0advantages and disadvantages of each and how the researcher is going to encounter the disadvantages of each. This chapter allows other researchers who would want to research on the same topic to test the validity and reliability of the study.
[bookmark: _Toc369801854][bookmark: _Toc370041215][bookmark: _Toc370045237]3.1Research Methodology

This section clearly spells out the different research methods used in this research. These are methods used in data collection and analysis, giving advantages and loopholes of different methods. Fox (2011) defines research methodology as an operational framework within which facts are placed so that their meanings may be seen clearly. While on the other hand Leedy and Ormrod (2005) argue that research methodology refers to the research methods, the logic behind the methods used in the context of the research study and explains the reasons for using a particular method or technique.
[bookmark: _Toc369801855][bookmark: _Toc370041216][bookmark: _Toc370045238]3.2Research Design

The research is a case study. The primary research method of this study was the cross sectional survey design method which is associated with quantitative research. Leedy and Ormrod (2005) argue that survey design has the advantage of collecting large amounts of data from large populations. It is simple and easy to understand. Survey data was collected using questionnaires, structured and semi structured interviews. Questionnaires used in the study were administered to randomly selected CHC beneficiaries. A semi structured interview was used to triangulate the information obtained from the questionnaire .The researcher made follow up with semi structured interviews after collecting the questionnaires and analyzing the data in them.
The use of uniform instruments aided the researcher to make contrast of data. In the study the researcher made contrast of data collected by sex, age and wealthy rankings of the participants. The data collected was analyzed using the Statistical Package for Social Sciences and Microsoft excel which enabled the researcher to summarize the results using statistical approaches such as percentages and frequencies. The semi structured interviews were then used to gather knowledge and facts about people’s beliefs, feelings, and motives, past and present behaviors before and after CHC were introduced to them. One on one interviews were done to get broad information on the project from key informants. The use of interviews made the study very flexible as they allowed the researcher to move from one issue to the other so as to get in-depth information and understanding of the problem. The researcher was also able to probe in areas where she did not understand.
Cross sectional survey design methods however have their own loopholes. The researcher noted that to cab these loopholes there was a need to pilot the data collection tools first before administering them to the actual population of study. The researcher therefore piloted the tool at her suburb where she resides that is Mpopoma, also a high density suburb in Bulawayo so as to improve the validity and reliability of the research tools in their design and scope if information is collected. According to Saunders et.al (2003) survey data relies on self –reports based on participants memories. In light of this, people’s memories are sometimes biased and they may present give the information which they know the researcher wants to hear. Some participants may misrepresent the facts in order to please or present a favorable impression to the researcher. To counter this researcher triangulated quantitative and qualitative research so as to get a detailed and a true account of the study. 
Both qualitative and quantitative research design will be used to assess the effectiveness of CHCs as the research requires an in depth investigation of knowledge, perception and views of the practitioners, BCC officials and the general public experiencing the phenomenon, thus the adoption of qualitative approach as well as Haralambos and Holborn (2008) state that a qualitative design enables the researcher to bring out views, feelings and perceptions of the public and other relevant to a particular study. The qualitative research is generally regarded as the precursor to quantitative research as it generates ideas which can be used to formulate realistic and testable hypothesis (Haralambos and Holborn, 2008).
[bookmark: _Toc369801856][bookmark: _Toc370041217][bookmark: _Toc370045239]3.3 Population	
The study population consists of all the members of the CHCs from all the three suburbs in the District. The total population of CHC members is 3642. BCC workers including the ward councilors and CRS workers that will be key informant for the study are 27. This will therefore make an estimated population of 3665. Hitch (2001) defines a population as a set of all measurements of the interest to the researcher while Higson and Smith (1999) define a population as a set of elements that the research focuses upon and which the results tested by the sample should be generalized. Thus employees of BCC, the community and ward councilors are estimated for the specifications of the population.
[bookmark: _Toc369801857][bookmark: _Toc370041218][bookmark: _Toc370045240]3.4 Sampling

According to Tochim (2006) sampling is the process of selecting units (for example people or organisations) from a population of interest so that by studying the sample one may generalize results back to the population from which they were chosen. In this study the population consisted of all the members of the CHCs, BCC health workers and ward councilors as key informants. For the CHCs the researcher used the systematic random sampling method to come up with a sample to be studied while for key informants, purposive sampling was used. Systematic random sampling method will was used to select participants in both the population to be studied and the control group. The CHCs have got registers of the members of the clubs so the researcher picked every third person from the list of participants. In selecting a sample from the control group, the household numbers were used and every third house was picked until the sample was drawn. The control group members were drawn at Cowdrey Park, a suburb that has the same socio-economic characteristics with Makokoba, Njube and Mzilikazi.
A total sample size of 262 participants was selected to participate in the study with Mzilikazi contributing 50 people, Njube 60, Makokoba 65, Cowdrey Park for the control group with 60participants and 27 for the key informants. Cowdreypark was selected to be a control group because there was no PHHE introduced in the area by CRS or any other NGO. Systematic random sampling was used by the researcher because it’s cheap, fast, and convenient and it’s suitable in situations where members of the population are known. In this study the Health promoters keep registers of all the participants and the researcher was closely involved in the project as she was an intern at CRS and was actively involved in starting up the CHCs and even further monitoring their activities for six months.
[bookmark: _Toc369801858][bookmark: _Toc370041219][bookmark: _Toc370045241]3.5Data Collection

The researcher used both qualitative and quantitative data collection methods, observing a complete picture of the case being studied. Main methods that were employed as data gathering instruments were interviews, questionnaires, focused group discussions and observation.
[bookmark: _Toc369801859][bookmark: _Toc370041220][bookmark: _Toc370045242]3.6 Research instruments

Research instruments are defined as a testing device for measuring a given phenomenon such as a paper and a pencil test, questionnaire, an interview, a research tool or a set of guidelines for observation. Research instruments are questionnaires or interview guidelines used to collect information needed in a research. The researcher relied on questionnaires, interviews, focused group discussions and observation as data gathering instruments.
[bookmark: _Toc369801860][bookmark: _Toc370041221][bookmark: _Toc370045243]3.6.1 Questionnaires

The researcher used questionnaires which were administered through face to face interviews. The questionnaire was both closed and open ended questions. A questionnaire is a list of questions on a sheet of paper to be answered by the relevant people so as to get facts for the survey. The advantages of using questionnaires administered face to face interviews is that the interviewer gets enough time to probe and seek clarity on issues that are not clear. On the other hand the respondent is also awarded time to ask for explanations on questions that are not clear to them.
[bookmark: _Toc369801861][bookmark: _Toc370041222][bookmark: _Toc370045244]3.6.2 Interviews

In order for the researcher to triangulate information obtained from the questionnaires the researcher carried out in depth interviews with the project stakeholders like the District Administrator, the Councilors, Headmasters, Project staff and representatives from the city of Bulawayo. The interviews were handy as they helped the researcher in finding information about personal feelings, perceptions and opinions as people were given a chance to air out their views in this case even suggest further recommendations. These interviews were also not influenced by others in the group since respondents were able to individually express their views. However the interviews also had their own loopholes, the researcher realized that participants will in some cases give biased information and some showed little knowledge about the topic in discussion meaning that the respondent wouldn’t be in a position to give answers to a number of questions. 
[bookmark: _Toc369801862][bookmark: _Toc370041223][bookmark: _Toc370045245]3.6.3 Observation

Observations were done to further triangulate the information collected with questionnaires and interviews. Here the researcher took time to visit Makokoba, Njube and Mzilikazi as part of observing some physical, notable indicators. Observation of the yards were made ,the presence of rubbish bins or pits, nutrition gardens, latrines and the presence of soap for hand washing in the toilets. Toilet chambers and walls were also observed.
[bookmark: _Toc369801863][bookmark: _Toc370041224][bookmark: _Toc370045246]3.6.4 Most Significant Change Stories

Davies et.al (2005) defines the most significant change stories as a participatory monitoring and evaluation technique that involves stakeholders in identifying the impact of the project through writing a story. Each stakeholder writes his or her story and its read aloud to the other stakeholders who then rank and come up with the best story. The story usually reveals the impact of the project. The researcher used this technique to come up with the impact of the project to the community where it was implemented.
[bookmark: _Toc369801864][bookmark: _Toc370041225][bookmark: _Toc370045247]3.7 Data analysis

Data is represented mainly by using tables, bar graphs and pie charts were necessary. The information collected during the period of study was analyzed using SPSS in collaboration with Microsoft Excel enabling the researcher to produce frequency tables, graphs, pie charts and statistics comparing different variables. For qualitative data a thematic approach will be used.
[bookmark: _Toc369801865][bookmark: _Toc370041226][bookmark: _Toc370045248]3.7.1 Quantitative data

The main objective of the study was to assess the effectiveness of CHCs and to do this the research will measure quantitatively whether CHCs did in fact:
· Improve their health knowledge
· Improve their home hygiene
· Sustain positive behaviour change
Effectiveness of the CHCs through PHHE was measured in terms of observable indicators of behaviour change rather than a health outcome, given the unreliability of health outcomes for operational evaluation (Cairncross 1990). With substantial evidence in the literature for the impact of clean water, sanitation and good hygiene practices on diarrheal and other diseases (Feachem 1984; Estrey et.al 1991; Curtis and Cairncross 2003), proxy indicators of safe practices were used to quantify effectiveness. Data was collected on cleanliness of the yard, toilets and the kitchen tapes. People do not clean toilet doors and walls. Before CHCs were introduced a lot of households were lacking on this aspect. So the researcher chose these as proxy indicators to asses’ levels of change after the introduction of CHCs in the area. Comparison was made with the data collected before CHCs were introduced. The issue of pamper disposal was also investigated by the research. The researcher assumed that if a household member received training on waste management, the household should be able to dispose such items as pampers in a proper manner. The correct disposal of pampers is to wash the pamper after use and then wrap them, put them in a paper bag and then dispose them in a dust bin for collection by the City Council.
Costs per club member were converted into costs per beneficiary on the supposition that the health of the entire family of the member (taken as an average of 6 per household) will benefit from the hygiene developments of the member, particularly if, as the mother, she controls hygiene standards within the household.
Demographics data of the household was collected using the age, marital status, household income levels and sources, levels of education and household sizes. The researcher assessed to find out if there is relationship between income levels, education levels and household’s hygiene standards.
[bookmark: _Toc369801866][bookmark: _Toc370041227][bookmark: _Toc370045249]3.7.3 Qualitative data

Focus group discussions and key informant interviews were used to gather qualitative data. Three group discussions were done in each area with the CHC members. The group discussions had 12 members selected from the clubs in the area and notes were taken from all the groups. In Cowdreypark 12 members were also selected from the sample of study to air out their views on their area. Key informant interviews were also done with members holding influential position in the control of area health and hygiene practices. These interviews were done with the City Council Health Department, Refuse collection Department, and Headmasters of schools in the area of study, Councilors, Nurse in charge and health promoters. The qualitative survey examined issues to do with:
· Sustainability of CHCs in towns
· Challenges that may be faced by CHCs in towns
· Relevance of CHCs in urban areas
Information gathered using qualitative survey was analyzed using the Walcott (2008) concept of analyzing qualitative data and in some cases a thematic approach was employed. Walcott’s model suggests that when doing qualitative data analysis one needs to follow three stages that is describing, analyzing and interpreting data. Data attained from key informant interviews was compared with information obtained through observing households surroundings area, presence of illegal dumpsites and the presence of fecal matter.
[bookmark: _Toc369801867][bookmark: _Toc370041228][bookmark: _Toc370045250]3.8 Research Ethics

Assurances were given both in oral and in written form that information gathered would be used solely for the purpose of the study. Walsh (2001) says it is ethically sound to obtain informed consent from all participants. Participants in research were freely giving their freee consent to be involved and the aims of the research were explained prior to the research. Participants voluntarily agreed to participate in the research.
Confidentiality on the part of the participants was highly observed. Walsh (2001:p57) says that it is important in any research work to protect the participants’ right to privacy and confidentiality. According to Haralambos and Holborn (2008) social scientists have to disguise the identity of participants where possible to guarantee confidentiality. Thus in this research, questionnaire respondents were instructed not to write their names or signature on questionnaires to conceal their identity. Ethically social researchers are expected to avoid harm or discomfort on respondents (Haralambos and Holborn, 2008). This research made every effort to promote the comfort of the participants. A local language that is Ndebele and Shona were used where applicable to enhance communication and the comfort of the participants. Appropriate dress code was adhered to, to enhance optimum cooperation of participants. Pictures are only attached in the research with the consent of the participants.
[bookmark: _Toc369801868][bookmark: _Toc370041229][bookmark: _Toc370045251]3.9 Research structure

The research is structured into five chapters. Chapter one brings out the problem and its setting, containing the introduction, background to the study, statement of the problem, research objectives, and research questions, justification of the study and limitations of the research. Chapter two contains literature review. The third chapter is on methodology, explaining the methods used to extract information, and then the fourth chapter is on analysis, data presentation and interpretation. The fifth and last chapter contains the summary of the study, conclusion and recommendations. 





[bookmark: _Toc369801869][bookmark: _Toc370041230][bookmark: _Toc370045252]CHAPTER 4: DATA PRESENTATION, ANALYSIS AND INTERPRETATION

[bookmark: _Toc369801870][bookmark: _Toc370041231][bookmark: _Toc370045253]4.1 Introduction

Chapter four presents the detailed findings of the research while giving explanations and reasons as to obtaining such data. The chapter is going to discuss first results from a quantitative survey ad also give a detailed account of the results from the qualitative survey that is focus group discussions and key informant interviews.
[bookmark: _Toc369801871][bookmark: _Toc370041232][bookmark: _Toc370045254]4.2 Quantitative survey results

The quantitative survey data was collected using questionnaires which were administered to 262 CHC members. This was easier for the researcher because the questionnaires were filled in during the meetings when most members were assembled at one meeting point. For those who were not there following ups were made.
[bookmark: _Toc369801872][bookmark: _Toc370041233][bookmark: _Toc370045255]4.2.1 Household demographics

During the study 92% of the participants were females and only 8% were males. A reason for this is that sanitation and hygiene matters normally attract females and are considered by society as females’ responsibility.  Traditionally, females are supposed to provide water for domestic use, do the cooking and washing of dishes thus sanitation and water issues are considered to be gender issues that address female problems hence their participation in large numbers. Another reason is because most of males were not around when the survey was done since they would be at work and do not get the time to join the CHCs. Water Sanitation and Hygiene problems, if not addressed in urban areas are most likely to affect females as their reproductive roles are increased and they are forced to spend most of their time looking for water. 
The pie chart below shows the breakdown of participants.
[bookmark: _Toc370041234][bookmark: _Toc370045256]Figure 2: breakdown of participants


The age range for most of the females who participated in the study was 25 years to 59 years (47%), followed by females aged 60 years and above (27%), 15 years to 24 years (17%) and those less than 14 years (9%), this was the same trend in the age breakdown of females coming to CHCs. The CHCs attracted mostly females aged 25 to 59 years because it’s the age group that is mostly active in the household domestic chaos. The research found out that the average income for households in Makokoba was $350, Njube $390, Mzilikazi $374 and Cowdreypark $368. In terms of average income per household all the four areas of study did not have a major difference making it feasible to compare with the findings with the control group. The people living in these suburbs rely mostly on cross border trading to South Africa and Botswana and remittances from children and relatives in the neighboring countries and on vegetable vending. Only a few reported that they are formally employed either as teachers or nurses while most are in the informal sector.
[bookmark: _Toc370041235][bookmark: _Toc370045257]Figure 3: Household income sources


The data shows that 41% of the people are operating small businesses to make a living. The small businesses include tuck shops, carpentry and welding as sources of income. 8% of the people are vendors and they sell vegetables at market places and along road sides. 12 % are into cross boarder trading, buying and selling second hand clothes and electrical gadgets such as television and fridges. If most of the research participants rely on informal sector and the household income is below the household food basket which is estimated to be at $560 for an average family of five. It means that the City Council of Bulawayo is likely to experience a high default rate in terms of rates and water bills payment. This has been one of the City Councils’ reasons as to their failure to perform duties like refuse collection, water treatment and supply and street lighting. The failure by residents to pay for services compromises the City Council’s ability to provide services of water sanitation and hygiene. This therefore makes the concept of PHHE a viable and noble idea in the city in order to educate people of the coping strategies when faces with water sanitation and hygiene problems. If CHC members are taught to manage their waste, clean their surroundings, they then meet the City Council half way.
[bookmark: _Toc369801873][bookmark: _Toc370041236][bookmark: _Toc370045258]4.2.2 Levels of Education versus Health and Hygiene Behaviour

In the area of study, most participants have reached standard 6 or grade 7. Normally, with this level of education people will not be able to understand issues to do with preventable diseases and household refuse management. Lack of general education is most likely to affect people’s knowledge and understanding of preventable diseases. PHHE trainings therefore came in as a supplement to change people’s behaviour, knowledge and attitude. The study however revealed that there is no correlation between levels of education and hygiene behaviour in the study sites. Youngsters who have reached Ordinary level and Advanced level of education are the ones responsible for illegal dumping on road sites. It is also this age group that is responsible for dumping pampers at drainages while the elderly who have only reached standard 6 and grade 7 showed good health behaviour and are against the idea of dumping pampers in drainages. In fact most of the club members were those with ZJC, Grade 7 and standard 6 certificates. The research noted the differences between those with Ordinary and Advanced level certificates and levels of understanding of the spread of diseases like HIV/AIDS and other sexually transmitted diseases. Those with ZJC, Standard 6 and grade 7 reported that the condom is 100% reliable in the prevention of HIV/AIDS. 
[bookmark: _Toc370041237][bookmark: _Toc370045259]Figure 4: Levels of education attained by participants



[bookmark: _Toc369801874][bookmark: _Toc370041238][bookmark: _Toc370045260]4.2.3 Knowledge of preventable diseases

Throughout the six months of PHHE training participants are expected to become well informed of the signs and symptoms, transmission, cure and prevention and control of communicable diseases. During a PHHE training of the participants of the study, the following topics were covered: Oral Rehydration Solution (ORS), Childcare, diarrhea, malaria, bilharzia, worms, skin disease and HIV/AIDS. During the survey respondents were therefore asked to describe their understanding using pictures that had been used during the training as prompt cards. Level of knowledge was rated using three aspects i.e. those who knew not only the symptoms but also transmission and the prevention of each diseases. These were rated as good for those diseases. Those who had partial knowledge were rated as fair if they got two aspects correct and poor if they had one aspect or less information on that disease. This analysis was done on CHC members who have graduated for their six months training and are expected to know the symptoms, transmission and prevention of diseases. The study noted the following on knowledge of preventable diseases:
[bookmark: _Toc370041239][bookmark: _Toc370045261]Figure 5: Number and % of people knowledgeable of preventable diseases
	
Areas
	Sample Size
	Good
	Fair
	Poor

	
	
	Number
	Percentage
	Number
	Percentage
	Number
	Percentage

	Makokoba
	n=65
	43
	66.15%
	16
	24.62%
	6
	9.23%

	Mzilikazi
	n=50
	34
	68%
	12
	24%
	4
	8%

	Njube
	n=60
	38
	63.33%
	17
	28.33%
	5
	8.33%

	Cowdreypark
	n=60
	8
	13.33%
	13
	21.67%
	39
	65%

	Total
	n=235
	
	
	



Knowledge of preventable diseases is generally high in suburbs were the concept of CHCs was implemented. The data shows that a high percentage of people performing poorly on knowledge of preventable diseases are from Cowdrey Park (65%), only 8%were knowledgeable. This therefore proves the validity and relevance of PHHE in urban areas. People from Njube, Mzilikazi and Makokoba were well versed with the use of salt and sugar solution in preventing the dehydration caused by diarrhea. They also highlighted the importance of a clean environment in the prevention of diarrhea amongst children who are aged below five years. Those in Cowdreypark mentioned that the diarrhea that was being experienced by children below the age of 5 in their area was as a result of teething. Those from Mzilikazi district disagreed and highlighted the importance of clean environment as crawling children can pick all sorts of rubbish and eat thus have diarrhea. It is also of particular interest to note that some of the participants in the experimental group highlighted the importance of exclusive breastfeeding as a way of enhancing the child’s health.
[bookmark: _Toc369801875][bookmark: _Toc370041240][bookmark: _Toc370045262]4.2.4 Hygiene practices

An evaluation of the status of the toilets (toilet chambers, walls and doors), kitchen tapes and the yards of the experimental group revealed that there was an improvement in hygiene practices compared to the control group. The results from the experimental group were compared with the results from the baseline report that was compiled by CRS. 
[bookmark: _Toc370041241][bookmark: _Toc370045263]Figure 6: Comparative analysis of hygiene practices


In terms of hygiene practices, the data shows that there was an increase of households with the yards that are clean after the introduction of CHCs in the area. When comparing the before and after situation, before the introduction of CHCs only 45% of the households had clean yards which then increased to 75% after the introduction of CHCs. The research recorded the percentages of households with clean tapes and toilets, toilet doors and walls were observed and the data was compared with that recorded during a baseline survey. The results showed an improvement than before. The results from Cowdreypark showed that the yards of participants were dirty, toilet doors and walls were not clean. CHCs prove to have played a very significant role in making the people aware of WASH issues affecting their communities. However there was no significant difference between the control group and the experimental group on pamper disposal for those households with children under the age of two or households living with chronically ill households members. The problem of illegal disposal of pampers still continues. The same problem was noted in key informant interviews with the Director of Refuse Collection. Most of the participants in Mzilikazi, Njube and Makokoba also reported the problem of pamper disposal. 70% of the respondents from Mzilikazi, 63% from Makokoba, 73% from Njube and 68% of respondents from Cowdreypark reported problems of pamper disposal. This shows that there is need for more efforts in educating the community on how to dispose pampers as these pose health problems to the community.






[bookmark: _Toc370041242][bookmark: _Toc370045264]Figure 7: % of respondents showing improper pamper disposal



[bookmark: _Toc369801876][bookmark: _Toc370041243][bookmark: _Toc370045265]4.2.5 Hand washing practices

The traditional common bowl method, (in which all present before the meals washed their hands in the same water offered in a bowl) has been completely taken over by the pouring method of hand washing in the CHCs where a jug of water is poured over each person’s hands in turn and is then thrown out to prevent cross infection. Basically the bowl method is not healthy as a number of people are made to wash their hands using the same dirty water that has been used to wash the previous person. 92% of the households in the experimental group showed correct hand washing practices compared to only 35% of households in the control group. In one of the households in Njube a child was asked to wash her hands in the presence of the researcher during one of the club meetings that was of member households visits by other members to observe general cleanliness of the household and its surroundings. The picture below shows a three year old girl displaying correct hand washing methods.
[image: C:\Users\fmachingura\Desktop\IMG-20121129-WA002.jpg]
A 3 year old Njube girl demonstrates hand washing: Picture taken by Khanyisile Ncube on the 19th of February 2013.
The study also made a comparison of hand washing behaviour of people in the areas where the project was implemented against the control group (Cowdreypark). The research showed significant changes in the hand washing practices amongst the participants from Mzilikazi Makokoba and Njube. People were more likely to wash their hands after relieving themselves, after cleaning baby’s bottom, before eating and before food preparation as a result of this.

[bookmark: _Toc370041244][bookmark: _Toc370045266]

Figure 8: Shows hand washing practices in Njube, Makokoba and Mzilikazi ( experiment) and Cowdreypark ( control)

	                                                                              Experiment                 control
How do you wash your hands?                            
Put water in a dish and wash hands                       37%                              63%
Running tap water                                                   62%                              38%
Running water from a container                              72%                              28%
What do you use to wash your hands?
Water only                                                               27%                             73%
Water and soap                                                       66%                             34%
Water and ash                                                          64%                             36%
Water and detergents                                               71.9%                          28.1%
How do you usually dry your hands?
Use my clothes                                                       9%                               91%
Drying towel                                                          23.9%                          76.1%
Drip drying                                                             53.6%                         46.4%
What critical times do you wash your hands?
After relieving yourself                                        85%                              15%
After cleaning baby’s bottom                                63%                              37%
Before food preparation                                       59.9%                            40.1%
Before eating                                                          52%                               48%




The table above shows that PHHE changed the knowledge, behaviour and attitudes of people in Makokoba, Njube and Mzilikazi. The people in these areas are now most likely to wash their hands after relieving themselves, after cleaning baby’s bottom, before eating and before food preparation
[bookmark: _Toc369801877][bookmark: _Toc370041245][bookmark: _Toc370045267]4.2.6 Clean-up campaigns

 CHCs in Mzilikazi, Njube and Makokoba managed to mobilize people together to do cleanup campaigns in their areas. The project witnessed 17 cleanup campaigns against a targeted number of 3. Members initiated their own cleanup campaigns and requested dump trucks from the city council. Each club felt it was not supposed to be outdone by other clubs resulting in massive competition amongst the clubs. During these cleanups campaigns members converged to discuss issues of pamper disposal as it was a common issue in all the areas.
The possible sustainability of CHCs is evident on the fact that the health promoters through their own initiatives made requests for refuse collection trucks from the city council. They mad prior arrangements with the city health department so that trucks will be availed on time during their cleanup campaigns. In Cowdreypark where CHCs were never introduced people still had the same conception that it is the c council’s responsibility to clean their area.
[image: IMG_3772]
Clean-up campaign in Njube: picture taken by Gideon Mavise on the 23rd of February 2013
[bookmark: _Toc369801878][bookmark: _Toc370041246][bookmark: _Toc370045268]4.2.7 Water storage and transportation

The research made an assessment on how households store and transport their water. It was noted that there was a significant difference in how household members used to store and transport their water before and after CHCs were introduced. All the four suburbs are experiencing serious water shortages and people rely on water fetched from boreholes and bowsers delivered by the city council. It is of particular interest to note that households from Cowdreypark would sometimes fetch water from unprotected wells when water shortages were extreme. Households were tested on how they transported, stored and used water accessed from these sources and it was noted that residents from Cowdreypark were not taking the issues of water storage and transporting seriously. They transport their water in containers that are not covered and do not have lids while the participants from Njube, Makokoba and Mzilikazi demonstrated the importance of using containers with lids for water transportation , especially drinking water. The study also witnessed improvements in terms of water treatment. Participants from the experimental group expressed that after accessing water from the bowsers they would boil it or treat it with water guard purchased at $0.50 from local shops.
[bookmark: _Toc369801879][bookmark: _Toc370041247][bookmark: _Toc370045269]4.3 Qualitative Results

This section will present the results of the focus group discussions and key informant interviews that were done with representatives from the CHCs, and representatives from the Bulawayo City Council (refuse department and health department) and CRS employees.
[bookmark: _Toc369801880][bookmark: _Toc370041248][bookmark: _Toc370045270]4.2.3 Relevance

The results obtained from focused group discussions and key informant interviews generally shows that CHCs are the best way of addressing WASH issues in urban areas. The Director of Refuse Collection argued that nowadays there is need for an integrated solid waste management. The communities should be involved in WASH issues since the City Council is facing challenges meeting the demands of the growing population especially with low bill payment by the residents. There is a need to involve the public, private, NGOs and communities in addressing urban hygiene issues. The city by- laws should take cognizance of this. Some of the laws such as the polluter pay principle are no longer relevant as it is so hard to identify the polluter. The introduction of CHCs plays an essential role in in helping people take initiatives in solving WASH issues that are facing them. It leads to the involvement of those in the informal sector and the community as a whole. Azurduy (2007) argued that CHCs lead to improved community cohesion strengthens leadership and increases the undertaking of self- initiated activities. In the areas that were visited during the study it was noted that even though CHCs were implemented in urban areas there was improved cohesion especially amongst club members. Club members were more likely to assist other club members when faced with such unfortunate events like deaths. During funerals, club members will make efforts to bring a 20 liter bucket of water or even borrow the member faced with the funeral their 25 liter containers that had lids which they benefited during the implementation of the project. Some club members donated used clothes to children’s homes. The health promoter will move around the suburb collecting second hand clothes for children aged below 10 years.
PHHE is very relevant especially in high density suburbs like Njube, Makokoba and Mzilikazi because the council is facing challenges meeting all the service demands especially WASH. Refuse collection is done once a fortnight in high density suburbs of Bulawayo. Currently the city council has 15 dump trucks and only 7 are reliable while the remainder is always breaking down. Germany through the GIZ donated 3 refuse vehicles but due to computerization they are not moving well. The city council uses landfills as a disposal method but they currently do not have a landfill compactor and are using a bulldozer instead.
The data gathered through key informant interviews shows that the city council sewerage treatment plants are designed to meet a capacity of 89.9 mega liters’ per day (m1/day) but out of the expected 89.9 m1/day of raw sewage only 46.8ml/day (51.12% go through the plants and 43ml/day (47.89%) is being discharged into the environment. Most of the broken sewer pipes discharge the sewage into Mazai River which flows through Mzilikazi, Makokoba and Njube. If the sewage is allowed to infiltrate into burst water pipes the problem will be catastrophic to the lives of the residents. I f resident participate in CHCs they will be informed with these issues and will be better prepared to deal with them.
[bookmark: _Toc369801881][bookmark: _Toc370041249][bookmark: _Toc370045271]4.3.2 Sustainability

The concept of PHHE through CHCs proves to be very effective and sustainable in the suburbs of Makokoba, Njube and Mzilikazi. The clubs were themselves were voluntary and club members were not receiving any other benefits except the knowledge from the implementing organization which is CRS. The objectives of the clubs were made clear to the members as clubs started thus people came to the clubs with no other goal but to lean about health issues and develop their areas. There were no expectations of any other benefits. Participation, even during cleanup campaigns was purely voluntary and the percentages of attendances were very high in all the three areas (87%). Focus group discussions revealed that the members were solely motivated by lessons that they were receiving from the clubs and the idea of belonging to a group. It was more of conformity to what was happening in the community.
Some of the clubs have organized themselves and they are cleaning streets and public places and are receiving incentives from city council. The city council is urging the clubs to register as Community Based Organizations (CBOs) offering service to the council. The council notices the change that these CHCs are bringing in their areas and is recognitive of their importance in upholding sustainable WASH in their areas. This will also enable the clubs to even work with private companies such as Edgars and Econet which have donated dust bins to the council. The researcher realized that some of the health clubs have diversified their activities. They are using the clubs as an entry point to meet the socio-economic needs of their households as they have started sharing ideas on income generating activities with money realized from the savings that they do as groups. Some groups such as Chigwirizano in Mzilikazi have constitutions that bind group members. CHC members that have started savings reported that they are now making financial contributions to their families. This was so especially with Masibambaneni group in Makokoba which was approached as a group that was doing savings for CHCs. Members are now able to buy exercise books and ballpoint pens for their children. Their attendance at CHCs have also helped them deal with domestic violence at their homes as they discuss various topics that are not only restricted to health but also social issues affecting them at their homes. A representative from Women affairs said that CHCs in Westgate are likely to reduce cases of Domestic violence. She said so after attending one of the CHC meetings where members were discussing issues to do with domestic violence and the importance of making financial contributions to their households.
Focus group discussions with health promoters highlighted that CHC discussions do not only focus on health issues but on other issues that affect people on daily lives. As a result CHC empowers women to deal with such issues as inheritance laws. In Makokoba there was a case of a widow whose house was taken by her late husband’s brother and the issue was discussed during a CHC meeting where she was given advice on how to report the issue to the police. The widow later repossessed her house and she was urging other community members to join CHCs.
Attendance was checked using CHCs registers and it was noted that in all the clubs attendance was at around 87% with all the groups holding their meetings weekly. Members of the Mthwakazi health club in Njube have cleared the reeds along Mazai river and they are applying for a license from the city council so that they can establish a community garden. The expectation is that each member will have his/her potion to grow vegetables and herbs that will improve the nutrition of their families, the herbs help the sick members and non-members of the community. The Chairperson of the Mthwakazi club highlighted that they have engaged the Zimbabwe Democracy Development Trust (ZDDT) to get the fencing material for the garden. Azurduy (2007) argues that the sustainability of CHCs depends on the extent to which the clubs make linkages with other organizations operating in the same area. CHCs in Njube Makokoba and Mzilikazi have made linkages with organizations like Ndaba trust, World Vision and private sectors like the National Blanket Association which donated blankets and second hand clothes for the elderly members of the society through CHCs. Other CHC are working with the local clinic, and have invited nurses in charge to facilitate topics like nutrition during their club meetings.
[bookmark: _Toc369801882]Club members stated that CHCs are going to be sustainable even after donors have pulled out because of the benefits that people have seen. People have experienced permanent behaviour change in terms of hand washing, importance of toilet cleaning, kitchen cleaning and most importantly solid waste management in light of limited rubbish collection by the city council. Instead of dumping their bins at open places people now put them in black bags and seal them until city council collects them. People now know how to separate their rubbish , for example they would throw their left over food in the garden for compost instead of putting them in the bin where they will start smelling ,leading the them then throwing away the bin at an open place. Non club members in the area have adopted these behaviors and a random visit to the community neighbors revealed that residents now clean their kitchen tapes and doors. A group of teenage girls approached a health promoter for Mthwakazi asking for assistance to start their own health club.
[bookmark: _Toc370041250][bookmark: _Toc370045272]4.3.3 Cost effectiveness of CHCs

According to Waterkeyn (2003) health promotion is often considered a nebulous activity and funding agencies are often reticent to support it because any achievements are difficult to quantify accurately. In this light it is therefore important that hygiene behaviour change can be measured at a cost per beneficiary calculated. CHCs are cost effective because CRS with the help of the City Council Health Department trained 30 volunteer health promoters who were given bicycles for use in monitoring the 10 clubs established by the project. Each club was overseen by one health promoter. CRS employed 4 people (Project Manager, Project Advisor, Project M and E officer and a Project intern) to overseer the implementation of the project. In total all the club members were 3642. Each club member was supposed to train community members on waste management and PHHE thus as a result these members reached 14568 beneficiaries with solid waste management.
[bookmark: _Toc370041251][bookmark: _Toc370045273]Figure 9: summary of project achievements
	ACTIVITY
	DESCRIPTION

	30 Health promoters
	Receiving bicycles as incentives at a cost of $300 per bicycle

	10 health clubs established
	3642 total membership

	Health and hygiene education
	14568 beneficiaries reached

	Solid waste management
	14000 beneficiaries reached



The number of participants reached, health messages understood and observable health practices shows that CHCs are cost effective and relevant to the urban community as a large number of people was reached (14568).
[bookmark: _Toc369801883][bookmark: _Toc370041252][bookmark: _Toc370045274]4.3.4 Effectiveness

To assess the effectiveness and the impact of the PHHE concept through CHCs to the urban community, the researcher asked the health promoters to identify the most significant change stories that were brought about by CHCs. These stories were read loudly to the members and in turn each story was given marks in order to try and come up with a best story
A summary of the story is highlighted below
In February 2012, the Nguboyenja Community health club organized a cleanup campaign to clear the reeds that have grown over years in the stream that borders Nguboyenja suburb. Thieves, drug dealers and rape perpetrators were taking advantage of the reeds and used them as hiding places for targeting innocent people passing through to school or local Nguboyenja shops. Some residents used the reeds as a dumping place for their rubbish. Through the introduction of CHCs in the area, the chairperson and the club decided to clear the reeds so that the place becomes accessible, clean and can be used as a community garden
[image: ][image: ]
The reeds before and after the cleanup campaign in Nguboyenja: picture taken by Khanyisile Ncube on the 10th of February 2013.
Community Health Clubs proves to be very useful as they help the community organize themselves and clear illegal dump sites. Despite the fact that urban communities are characterized by individualism, it proved possible to mobilize and bring them together for a common cause.
[bookmark: _Toc369801884][bookmark: _Toc370041253][bookmark: _Toc370045275]4.3.5 Challenges

Most clubs reported that they are facing challenges of the venues for holding their meetings. unlike in rural areas where it is easy for people to convene their meeting under trees ,in urban areas such meetings have to be approved and registered with police, a process that brought down the zeal for these meetings by the clubs. The first meetings were being held at schools but with time the clubs were being asked to pay a fee of $20-00 for the venue. Clubs are not able to pay such amounts since they are based on voluntarism.
The clubs are also required to seek police clearance for all their weekly meetings. These clearances are obtained from the police headquarters in Bulawayo town thus club chairpersons expressed that bus fares to town every week are also a hindrance to the clubs. Some clubs have resorted to using churches as their venues for club meetings so that they disguise the police.
[bookmark: _Toc369801885][bookmark: _Toc370041254][bookmark: _Toc370045276]4.4 Summary

Chapter 4 presented a summary of the findings from both the quantitative and qualitative data collection methods used to gather information for the assessment of the study. Generally it was noted that CHCs are very relevant even in an urban setup, sustainable and effective. It led to improvements in knowledge on the symptoms, transmission, cure, prevention of locally preventable diseases and solid waste management. There is significant change in the hygiene practices of the households who participated in the CHCs compared to before the concept was introduced.





[bookmark: _Toc369801886][bookmark: _Toc370041255][bookmark: _Toc370045277]CHAPTER FIVE: CONCLUSIONS, RECOMMENDATIONS AND SUMMARY

[bookmark: _Toc369801887][bookmark: _Toc370041256][bookmark: _Toc370045278]5.0 Introduction

Conclusions of the study will be given in this chapter and recommendations will be drawn from the study of assessing the effectiveness of community health clubs as drivers of standard health and hygiene in Mzilikazi District. 
[bookmark: _Toc369801889][bookmark: _Toc370041258][bookmark: _Toc370045280]5.2 Conclusions

[bookmark: _Toc369801890][bookmark: _Toc370041259][bookmark: _Toc370045281]5.2.1 CHCs through PHHE improve knowledge, attitude and perceptions

CHCs in Makokoba, Njube and Mzilikazi introduced the concept of PHHE and it improved people’s knowledge on common preventable diseases. People are now able to highlight the symptoms, transmission and prevention of the locally common diseases. This is very important as it helps in overcoming disasters like the cholera outbreak in Zimbabwe 2009. Lessons on the prevention of such diseases and on how to deal with them in the event that they couldn’t be prevented makes the community better prepared to deal with outbreaks of diarrheal diseases such as cholera, dysentery and typhoid. 65% of the participants from Cowdreypark performed poorly on questions of preventable diseases that are common in Zimbabwe. Their knowledge on these was shallow compared with people from Mzilikazi Njube and Makokoba. This means that if people from Njube Makokoba and Mzilikazi are likely do deal with waterborne diseases better than those from Cowdreypark.
There is an improvement in hygiene practices amongst the club members. An assessment of their yards, toilets and kitchens revealed improvement towards cleanliness. Hand washing behaviour also highlighted changes within club members and the beneficiaries. People highlighted that they have changed from washing their hands in a single bowl to washing their hands using running water. Even the times in which people was their hands increased. 85 % now wash their hands after relieving themselves compared to 52% that was recorded during the baseline survey, 63% wash their hands after cleaning baby’s bottom compared to 43% before CHCs were introduced, 59.9% wash before food preparation and 52% before eating food. The study noted significant improvements of behaviour compared to before CHCs were introduced and lead the researcher to a conclusion that PHHE trainings are necessary for quality standard health and hygiene in Mzilikazi Njube and Makokoba.
[bookmark: _Toc369801891][bookmark: _Toc370041260][bookmark: _Toc370045282]5.2.2 CHCs are cost effective

CHCs also prove to be cost effective with a potential to improve access to health and hygiene to a large number of people thus countering the challenge of the city council to meet these. CRS project officers trained 30 community health promoters who the cascaded the trainings to 3642 club members who then trained 28568 people on waste management and PHHE including their families and neighbors. The project was implemented with a total budget of USD$140 000 and the numbers reached far surpassed the targets. The large number of people reached by the project thus is evident that PHHE trainings can be rolled in Zimbabwe targeting both the urban and the rural areas. CHCs are relevant in urban areas.an investment of such will result in significant reductions on cases related to preventable diseases and even on HIV/AIDS. It will also help in addressing issues of children living with HIV/AIDS and curb the spread of diseases like typhoid and cholera. The dissemination of information will be easier. CHCs are very relevant to urban areas in the developing world because city councils in the developing world are facing challenges in supplying adequate sanitation facilities and improved quality water. CHCs therefore become a disaster preparedness mechanism that will help to prevent massive deaths as a result of diseases like cholera, dysentery and typhoid. In Bulawayo raw sewage is flowing in the streets for example in Makokoba, the oldest suburb in Bulawayo. The bursting of sewer pipes is putting the lives of people at risk especially children below the age of 5 years that you can find playing with sewer water on the streets. Sewer water can also go on to even contaminate the sources of water which will then cause diseases like cholera and diarrhea. Through CHCs people are taught to treat their water before use thus preventing diseases.

[bookmark: _Toc369801892][bookmark: _Toc370041261][bookmark: _Toc370045283]5.2.3 PHHE through CHCs creates demand for sanitation

CHCs have created demand for sanitation amongst beneficiaries as they have formed committees and sub committees to deal with issues of pamper disposal in their areas and cleanup campaigns on regular basis. I n a period of six months the project witnessed 17 cleanup campaigns in all the three suburbs. The health promoters were able to liase with the city council refuse department for them to unveil refuse trucks during the days that the cleanup campaigns were being conducted. Reports on burst sewer pipes in the area were also being made to the city council as soon as possible thus this improved accountability and level of on the part of the council knowing that the people had a voice through CHCs.
[bookmark: _Toc369801893][bookmark: _Toc370041262][bookmark: _Toc370045284]5.2.4 Community cohesion is strengthened by CHCs

The clubs have proved to be avenues of development as they did not only address issues of sanitation but also the economic needs of the households. People share advice on how they can make money for their families to make a living. Some have started income generating activities that help them in educating their children and providing food for their households. Through CHCs people get to discuss different issues such as domestic violence, inheritance laws and they are inviting government officials to come and explain different concepts.
Despite the fact that urban communities are characterized by individualism, CHCs help with community cohesion and understanding, it brought club members and their families together. Cohesion and understanding amongst people in communities is not only necessary for WASH but for the development of the nation as well. Club members teach each other how to bake and cook; some even sell their produce to club members. CHCs are avenues for economic development of the people. Club members indicated that the clubs have helped to create unity, stimulate a collective spirit, increase women’s participation in decision making and enable an environment where everyone’s ideas are valued.
[bookmark: _Toc369801894]
[bookmark: _Toc370041263][bookmark: _Toc370045285]5.2.5 Sanitation and hygiene versus levels of education

The research concluded that there is no relationship between the levels of education and sanitation and hygiene. This is so because there was no difference in hygiene behaviour amongst people who have reached A level and those who only ended at ZJC level. This might mean that the education curriculum in Zimbabwe does not include issues to do with sanitation and hygiene issues.
[bookmark: _Toc369801895][bookmark: _Toc370041264][bookmark: _Toc370045286]5.2.6 CHCs are sustainable

CHCs are very sustainable as members join and attend the clubs for no benefit or monetary gains. The attendance rate remained high throughout (87%) for all the clubs. only 13% of the members dropped out  and these dropouts were a result of mobility experienced  by urbanites who are lodgers, or those with dual homes ( urban and rural). Most of the CHCs have established linkages with other NGOs operating in their communities. These organisations make donations of blankets and second hand clothes through CHCs.
[bookmark: _Toc369801896][bookmark: _Toc370041265][bookmark: _Toc370045287]5.3 Recommendations

[bookmark: _Toc369801897][bookmark: _Toc370041266][bookmark: _Toc370045288]5.3.1 Government should promote PHHE through CHCs in all Districts and provinces.

The government and Local Authorities in Zimbabwe need to nationalize the concept of PHHE so as to achieve an increased number of people reached with sanitation and hygiene. The Ministry of Health should incorporate this this concept into their strategy and should seek financial resources for implementing at a large scale. Councils should support the concept and each Councilor should report on the progress made in setting up Community Health Clubs in their wards. This should be done with the assistance of Environmental Health Technicians in the area. Who should be responsible for reporting to the Councilor on monthly intervals. This will help to improve sanitation and lower the prevalence of common preventable diseases. 
Government should craft policies that incorporate demand led sanitation services. This type of policy should focus on household behaviour and action being taken by the communities to deal increase sanitation and hygiene.  
If the government of Zimbabwe invest in providing Participatory Health and Hygiene Education to its citizens the cost for repairing and maintenance of for example sewer pipes will be reduced. People will be knowledgeable on how to dispose solid waste and on how to deal sort their households refuse. Some of the blockages that happen in towns are a result of people who flush pampers and pads into their toilet systems. As result there are rampant sewer pipe blockages which increase the council bills on repairing and maintenance. So there is need for an investment in both hardware and software approaches if the City Councils are to reduce their repair and maintenance costs.  
[bookmark: _Toc357705499][bookmark: _Toc369801898][bookmark: _Toc370041267][bookmark: _Toc370045289]5.3.2 There is need for serious engagement between the City Councils and the Health Clubs

The City Council should plan clean up campaigns with the Health Promoters to avoid delays in the collection of the refuse that the people would have cleared. Mechanisms should be put in place so that the Health Promoters do not find it to be a hassle when they want to make request for refuse trucks. The Mayor of the City of Bulawayo should employee someone in the refuse department who will be responsible for organizing clean up campaigns with the Community Health Club. This person will be responsible the procurement of tools to be used during the clean- up campaigns and the management of the tools, so that they are not stolen by community members. Each time when the Community Health Clubs are conducting clean up campaigns they will contact this person.    
[bookmark: _Toc357705500][bookmark: _Toc369801899][bookmark: _Toc370041268][bookmark: _Toc370045290]5.3.3 Non Participation of males in PHHE Clubs

Though, PHHE through clubs proved to be sustainable, cost effective and resulted in changing people’s knowledge, attitudes and behaviour, the project witnessed low involvement of males and females aged below 30 years in the project. The PHHE clubs attracted mostly the grandmothers. Yet females aged below 30 years are the once who have children who use pampers. After using pampers, they illegal dump them in streets. More research needs to be done to find out the reasons for non- participation of men and females aged below 30 years. Yet, these are the people who are responsible for illegal dumping of refuse in the areas. If PHHE is to be very useful there is need for the inclusion of all people regardless of sex or age. Diarrheal diseases affect everyone in societies and so there is need for everyone to be included in the clubs.
[bookmark: _Toc369801900][bookmark: _Toc370041269][bookmark: _Toc370045291]5.3.4 Sustainability of Community Health Clubs 

For Community Health Clubs to be sustainable there is need for establishment of linkages with organisations operating in the same communities. CHCs should work with the police, clinics, private sectors and the Civic Societies. Such partnerships will result in them getting tools to use for cleaning their areas, getting donations to meet the needs of the elderly and orphans and vulnerable children. There is also need for them to write constitutions that govern the running of the CHCs. Constitutions will result in transparency and democratic governance of these clubs and thus encouraging leadership that supports the needs of the people being led. These Constitutions will regulate the smooth transfer of leadership and will stipulate the roles of those in leadership. This will groom leadership qualities amongst the club members. One of the Health Promoters was asked by members of the communities to contest elections as a Councilor because of good quality leadership that she displayed at the CHCs.  
[bookmark: _Toc369801888][bookmark: _Toc370041257][bookmark: _Toc370045279]5.1 Summary

[bookmark: _Toc370041270][bookmark: _Toc370045292]Largely understood, basing on the evidence from the research findings, this research noted that there were significant improvements in knowledge, behaviour, attitudes and practices amongst people who participated in CHCs. Knowledge on preventable diseases greatly improved. People were well informed on the symptoms, transmission, cure and prevention of the locally common preventable diseases. CHCs are very effective and relevant in an urban setup; they are sustainable and cost effective.
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[bookmark: _Toc357705503][bookmark: _Toc369801902][bookmark: _Toc370041272][bookmark: _Toc370045294]1.1Quantitative Questionnaire 

	1 WATER, SANITATION AND HYGIENE HOUSEHOLD SURVEY

	District
	 
	Ward Name & Number
Name (Optional):                    Number (Compulsory):

	Location name
	
	
	
	

	Name of Head of household ( optional)
	

	[bookmark: _Hlk331012122]Name of Respondent (optional)
	
	Position in household
	

	Age of respondent
	
	Sex of respondent
	

	Household Members (including household head)

	Age Range
	Males
	Females

	 0-14
	
	

	15-24
	
	

	25-59
 
	
	

	60 and above
	
	

	Total
	
	

	Q1.  What is the household’ s sources of income  1= Remittance 2= Cross border trading 3=Full time employement 4 = Vending 5= Small business 
Q1a Level of education attained by the respondent 1= A- Level 2= O level 3= ZJC 4= Grade 7 5= Standard 6

	Q2. Has the household benefited from any community sanitation facility assistance within the last 3 months?  1=Yes, 2=No

If Yes, Please specify type of assistance and from who:…………………………………………………………………………………………………



	Q3
	Has the household received any type of Health and Hygiene Education  in the last 6 months  1=Yes   2= No

	
	If in Q3 Yes what type of training received
	Has anyone in your HH received this training or support? 

1=Yes, 2=No

	Who was trained

1=female lead
2=male lead
3=other male
4=other female
	If yes, please tell me who conducted the training?
1=NGO
 2=Health technician/worker, 3=Community Health promoters
 4=Other, specify
	If yes, please tell me when was the training done?
  Use MM date format

	1
	Safe disposal of human faeces
	
	
	
	

	2
	Food hygiene
	
	
	
	

	3
	HH refuse disposal
	
	
	
	

	4
	Disease prevention specify
	
	
	
	

	5
	Water storage methods
	
	
	
	

	6
	Hand washing
	
	
	
	

	7
	Water collection methods
	
	
	
	

	8
	Point of use water treatment
	
	
	
	

	9
	Other, specify………….
	
	
	
	



	Q4
	Has anyone in the household suffered from diarrhoea in the last 6 months, please circle respond
1=Yes, 2=No



	
SECTION A.  WATER

	Q5
	What are your water sources for drinking? 
	1=Borehole,
2=Household tap water
3=public/communal tap
2=Protected Well/Spring, 
4=Sand abstraction, 
6=Rooftop water tank
7=Open source specify
8=other…………………………………

	Q6
	On average how much water does your household use per day for drinking?  Please circle your answer
	1=5-10 litres
2=11-20 litres
3=21-30litres
4=more than 30 litres 

	Q7
	On average how much water does your household use per day on other household uses?  Please circle your answer
	1=20-40 litres
2=40-60 litres
3=60-100litres
4=more than 100 litres

	Q8
	What type of container do you use for drinking water storage?  Please Circle all your answer
	1 = No container
2 = Open container
3 = Container with lid  
4 = Containers without lid
5=Jerry cans
6=bucket with tap
5 = Other, specify……………………………

	Q9
	Do you think that the water you collect is safe to drink?  Please circle your answer
If No answer Q15 to 17, if Yes go to Q18
	1 = Yes
2 = No

	Q10
	How do you make your water safe to drink? 
Circle all that apply/evidence
	1 = Boil
2 = Bleach
3=  waterguard
3 = Water treatment tablets
4 = Filter it through a cloth
5 = Water filter (ceramic, sand, composite)
6 = Solar disinfection
7 = Other, specify…………………………………..
8 = Nothing

	Q11
	If you selected any of the options in Q10 except option 8, how often do you treat your drinking water?
	1 = Daily
2 = Whenever we collect water
3 = When there is an outbreak
4 = never
5 = Other

	Q12
	Where do you get your water treatment chemicals from?
	1 = shops/tuck-shop
2 = health centre
3 = NGO
4 = Community health worker (unpaid)
5 = Community health worker (paid)
6 = other

	Q13
	How do you get water from the storage container?
	1 = Pouring
2 = Dipping
3 = Both pouring and dipping
4 = Container has a tap
5 = Other, specify…………………………………



	SECTION B.  SANITATION

	Q20
	Have you ever participated in a community clean-up campaign?
	1 = Yes
2 = No

	Q21
	 If yes to the above question, when was it conducted?
	1.less than 3 months ago
2. More than 3 months ago.

	Q22
	Do you think the clean up campaign has helped to keep your surroundings clean?
	1 = Yes
2 = No………

	Q23
	Have you received any training on solid waste management
	1= Yes
2=  No

	 Q24
	Are you a member of a waste management committee in your area
	1 = Yes
2 = No

	Q25
	Are you involved in any income generating activity IGA related to sanitation in you area
	1 = Yes
2 =  No

	

SECTION C.  HYGIENE
The woman/men in the household who is responsible for housework to supply the answers

		
	
	
	
	


Q25
	How do you usually wash your hands?  Circle your answer
	1 = Put water in a dish and wash hands
2 = Running tap
3 = Running water from a container
4 = Other, specify………………………………………

	Q26
	What do you use to wash your hands?  Circle your answer
	1 = Water only
2 = Water and soap
3 = Water and ash
4 = Water and detergents
5 = Other, specify………………………………………

	Q27
	How do you usually dry your hands after washing them?  Circle your answer
	1 = Use my clothes
2 = Drying towel/cloth
3 =  Drip drying
4 = Other, specify………………………………………

	Q28


	Which critical times do you wash your hands 
	1= After relieving yourself 
2= After cleaning baby’s bottom
3= Before food preparation
4= Before feeding children 
5= Before eating 
6= Other 

	Q29
	How does the household dispose of its refuse?  Circle your answer
	1 = Bin(sack, plastic bin, containers, polythene)
2 = refuse pit
3 = Burning
4 = other

	Q30
	If refuse is not collected how do you usually dispose of it?   Circle your answer
	1 = burn it
2 = dump it at an open area
3 = bury it
4 = any other specify

	Any other comments or concerns on hygiene and sanitation in your home?  Collect data through observation and interview


[bookmark: _Toc357705504]
	Name of Enumerator

	

	Signature of Enumerator

	

	Date

	



[bookmark: _Toc369801903][bookmark: _Toc370041273][bookmark: _Toc370045295]1.2 Key Informant tool/Focus Group Discussion tool  

	Topic 
	Guidelines

	Relevance 
	What is the water and sanitation situation in Bulawayo? At home, schools.
How relevant is PHHE through clubs to the community? 
How frequent where you attending the clubs per week? 
What was the attendance rate?  


	Effectiveness

	What are the benefits of the project to the lives of the people in Makokoba, Njube and Mzilikazi? 
What perceptions and attitudes have been changed by the project? 

	Sustainability 
	How were the clubs formed? 
Explain the process of writing constitutions? 
How sustainable is the project after the pulling out of CRS from the District? 
Who is responsible for organising clean up campaigns? What procedures do you take before doing a clean- up campaign? 

	Lessons learnt 
	What lessons have you learnt from implementation the project? 
What recommendations have you drawn from implementing the project? 
Why does the project experience low participation of males? 
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