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ABSTRACT

Although safe sanitation and hygiene is critical for improving family heaith, rurala communities
in Sub Saharan Africa have shown little inclination to change their traditional behaviour, and
sanitation coverage has now dropped to 47% (Cairncross 2003). With the Millennium
Development Goals seeking to halve the 2.4 billion people without sanitation by the year
2015, there is an urgent need to find cost-effective health promotion strategies that will
actively engage rural householders in modifying risky hygiene behaviour. This thesis
evaluates an approach, developed over the past ten years in Zimbabwe, in which Community
Health Clubs have successfully galvanised rural communities into active behaviour change
leading to a strong demand for sanitation. In Tsholotsho District, after six months of weekly
hygiene promotion sessions, at the cost of US 35¢ per beneficiary, good heaith knowledge of
nine different topics was 47% higher in the intervention than for the control, and latrine
coverage rose to 43% contrasted to 2% in the control area, with the remaining 57% members
without latrines practicing faecal burial, a method previously unknown (p>0.0001). Spot
observations of 736 Health Club households in two districts was contrasted to 172 in a
control group, and showed highly significant changes in 17 key hygiene practices (p>0.0001)
including hand washing. The study demonstrates that if a strong community structure is
developed and the norms of a community are altered by peer pressure from a cyclical to
linear world view, hygiene behaviour change will ensue and a demand for sanitation can be
created. Maslow’s Hierarchy of Needs (1954) is adapted to a rural context to analyse the
qualitative data, providing some insight into the socio-cultural mechanisms at work. Despite
adverse socio-economic conditions in Zimbabwe over the past five years, Health Clubs have

flourished, providing a sustainable and cost-effective case study.
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Chapter 1: INTRODUCTION

1.1.

1.2.

1.3.

What is health promotion?

The drive for heaith promotion began almost 30 years ago with a call internationally for
‘Health for All by the Year 2000' (Aima-Ata, 1978). Five main themes stressed the
importance of equity, community participation in decision-making, a multi-sectoral
approach, appropriate technologies and an emphasis on health promotion activities
(WHO, 1986). The guidelines called for changes in social structure and government
policy, and required proactive promotion in the public domain. Health Promotion
became an umbrella term to cover both the individual and the structural change that
was required for effective improvement in health status of a ‘community’. These ideas
were reiterated in the Ottawa Charter (WHO, 1986) at the first International Conference
on Health Promotion, which defined the concept as ‘the process of enabling people to
exert control over the determinants of health and thereby improve their heaith’
(Nutbeam, 1999b).

Different perspectives in health promotion

There is considerable debate as to the best approach for heaith promotion (Nutbeam,
1999a) despite the fact that many models have been proposed to understand the
mechanism of behaviour change to induce people to co-operate (Lewin, 1935; Ajzen
and Fishbein, 1980; Bandura, 1986). Health promotion in the developing world has
been broadly divided between those who believe in long-term, horizontal initiatives
with an emphasis on sustainability, as opposed to those who find a vertical approach,
which only pinpoints a particular issue, is more viable because it is seen to achieve
more immediate and quantifiable results (Cairncross et al., 1997) (See Section 2.3).
The approach described in this intervention is positioned within the ‘horizontal’
Community Development paradigm, which emphasises capacity-building through a

~ bottom-up approach, as a means to addressing the underlying determinants of health
rather than the ‘sticking plaster approach that addresses the symptoms of a
particular disease (Chambers, 1983).

The scale of the disease burden In Africa

In Africa there is an enormous burden of infectious disease, of which 28% is
associated with diarrhoea, attributable to poor water supply, ineffective excreta
disposal and poor household hygiene. It was estimated in 2004 that 288 million
people in Sub Saharan Africa are still without improved drinking water, whilst 437
million lack basic sanitation (WHO / Unicef, 2004). In response to these gaps, the
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14.

1.5.

United Nations Millennium Summit of 2000 listed safe drinking water and sanitation
as being one of the eight key Miliennium Development Goals (MDGs) with the target
of halving the number of people without safe drinking water and improved sanitation
facilities by the year 2015. Given current trends, Sub Saharan Africa is unlikely to
achieve the targets envisaged by the MDGs in the next five years. The gap may be
attributed to the fact that Sub Saharan Africa has the highest rate of population
increase in the world with a 27.5% increase from 615 million to 784 million between
1990 and 2000. This population pressure, as well as political instability, conflict and
poor maintenance of existing facilities in many countries, gives this region the second
lowest worldwide coverage of water and sanitation (WHO / Unicef, 2004).

Whilst many agencies identify the challenge as providing increased resources and
financial support (Terry and Calaguas, 2003), it is the contention of this research that
the real challenge lies not only in providing the budget for adequate water and
sanitation facilities, but in energising communities to participate in this challenge and
to ensure, through health promotion, that there is a demand for improved facilities,
particularly for sanitation. The need to find a model that induces positive behaviour
change is critical if the Millennium Development Goals are to impact at all on the
health of those targeted for improvement. This requires an urgent identification of
health promotion strategies that are cost-effective and can be reliably predicted to
decrease risk practices.

Lack of behaviour change

A considerable body of literature has established the connection between improved
hygiene in the home and the reduction of infectious diseases (Feachem, 1984) but
there have been few rigorous studies on the cost-effectiveness of hygiene and health
promotion (Loevinsohn, 1990). The difficulty with improving hygiene in the domestic
domain is that it also requires considerable change of habitual behaviour by the target

. population, who have to actively devote their own energies to the intervention if

hygiene standards are to improve (Cairncross et al., 1996). The lack of engagement
by communities and consequent lack of behaviour change in the home, has been the
major constraint in the past towards achieving potential health outcomes from water

and sanitation programmes (Feachem, 1978).

The Determinents of Health

This thesis focuses on the three principles of the Ottawa Charter (WHO, 1986): creating
supportive environments; strengthening community action; developing personal skills,
which aim not merely to reduce disease, but to address the determinants of health.
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The Community Health Club Approach described in this thesis provides a ‘vehicle for
change’ that is capable of modifying the determinants of health to ensure long-term
hygiene improvement, based on community cohesion and mutual support groups.

The approach was developed over a decade ago and field-tested in Zimbabwe in 1995.
It was scaled up in five districts in Zimbabwe between 1999 and 2001, and
subsequently replicated in Sierra Leone in 2002 and Uganda in 2004. Much anecdotal
evidence in all three countries suggests strong community response and empirical
proxy indications of behaviour change at community level. However more rigorous and
systematic research was needed and this was carried out between 2000 and 2004 in
Zimbabwe. The cost-effectiveness and impact of the intervention is herein presented.

1.6. What are Community Health Clubs?

‘Community Health Clubs’ are voluntary, community-base‘d organisations (CBOs)
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. Cultural values within many indigenous societies in Africa
predispose individuals_ to seek group cohesion (Gelfand, 1984; Mutswairo, 1996;
Ncubane, 1977). With a calculated use of group dynamics, the Community Health Club
approach was crafted by the author specifically to achieve behaviour change. Social
pressure and group conformity are, in this model, seen as more potent change agents
than is the mere appeal to individual rationale through cognitive learning, although the
later is also recognised as being important. By adjusting norms and values this health
promotion strategy creates a ‘culture of health,” which enables women to successfully
control most preventable diseases and manage their family’'s health. By constant
reinforcement of key messages, bolstered by group consensus, Community Health
Clubs can develop self-efficacy enabling members to successfully challenge existing
cultural practices that undermine good health. Social support encourages them to
move from what is perceived in this thesis as a ‘cyclical worldview’ tied to traditional
cultural norms, towards a more ‘linear woridview', where change is endorsed. If the
critical mass in a community change their core values and beliefs based on informed
decisions, late adopters are likely to conform for social reasons. Thus positive
behaviour change in hygiene is reasonably predictable if a person is an active member
in 2 dynamic Community Health Club.

1.7. The Trend in Health Promotion

Early attempts at health promotion were only marginally successful. Despite the wealth
of theoretical constructs, there is still a dearth o_f rigorous studies that have
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1.8.

operationalised health promotion models and successfully demonstrated hygiene
behaviour change in the field (Cave and Curtis, 1999). A benchmark is essential if ideas
are to break new ground in the sector, but to-date few peer reviewed studies can be
found to meet these standards of academic rigour as itemised by Loevinsohn, (1990).

Loevinsohn (1990) analysed studies produced during the 1970s and 1980s and
suggested that a few simple messages targeting one disease was the most effective
means of ensuring behaviour change. His tentative recommendations appear to have
been foliowed by practitioners in the field, to the point that what was merely a
suggestion came to be accepted as the prevailing wisdom during the 1990s. This is
evidenced by trends in research studies; fourteen out the fifteen rigorous studies
selected in the three reviews which have monitored studies over the past twenty five
years (Loevinsohn, 1990, Cave and Curtis 1899, Ahem 2000), were found to focus on
a single condition, and promote fewer than four key messages (See Section 2.3).

It is the contention of this thesis that this type of reductionism is not cost-effective and
that more sustainable benefit in the long term is to be gained for communities from a
broader approach in which all aspects of preventative disease are addressed rather
than narrowly targeting one disease. The Community Health Club intervention, sought
to tackle all the infectious diseases that could be prevented by good home hygiene.
Over twenty health sessions recommended an entire raft of behaviour changes that
could control diarrhea, dysentery, cholera, scabies, ringworm, trachoma, and

roundworm, as well as malaria, shistosomiasis, and HIV/AIDS, tuberculosis and acute
respiratory infections.

Demand Led sanitation

Whilst there are many small changes that can be made relatively easily in the kitchen
and the yard to improve hygiene, the most difficult to achieve in terms of time, effort and
financial investment is the construction of a household latrine. Demand led sanitation is

one of the most challenging of outcomes in a health promotion campaign and can be

taken as one of the strongest indicators of community commitment, as it involves
considerable outlay in local resources.

Current approaches to encouraging communities to construct latrines have failed and a
radical change of approach is needed (Cairncross, 2003a). The Community Health
Club {(CHC) Model was designed to demonstrate that with a sufficiently strong
sanitation campaign, the community can be persuaded to build latrines using their own
resources. The debate continues as to which development model provides the most
effective results in changing peoples behaviour (Esrey et al.,, 1991; Nutbeam and
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-Harris, 1999a, 1999b) and Health Promotion, as a relatively new discipline, is still

searching for credible paradigm (Bunton and MacDonald, 2004). This research hopes
to contribute to this dynamic.

The Community Health Club intervention aimed specifically to:
a) achieve high levels of behaviour change;
b) tofind a means to quantify the changes that take place;
c) tofind a model that could be sustainable and replicable:
d) fo provide a means of predicting behaviour change.

1.9. Objectives of the study

This study was undertaken in 2000, after five years of Community Health Club activity
in Zimbabwe, in order to verify anecdotal evidence which cited numerous examples of
high levels of community uptake. More rigorous research was needed to ascertain the
following:

o Has there been any positive behaviour change as a result of the
Community Health Club intervention?

o [If there has been behaviour change, how has it been achieved?

The following hypotheses are tested in this study:

o« Community Health Clubs will increase members’ health knowledge.

« Community Health Clubs should induce positive behaviour change.

« Using Community Health Clubs is a cost-effective method of hygiene
promotion.

o Community Health Clubs attract a strong and sustained adherence.

« Community Health Clubs meet the identified needs of rural women.

The following chapters will attempt to answer these questions by two méans:

Firstly, by the analysis of quantitative data, taken from a household survey of 50 Community
Health Clubs in two districts of Zimbabwe. Levels of health knowledge of 729 respondents
were assessed, as well as spot observations of 21 key indicators in each household. These

were then compared to a control group in two neighbouring areas who were not members of
Community Health Ciubs.
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Secondly, qualitative research provides an analysis of twenty structured interviews with
Community Health Club members, as well as ten pair-wise ranking exercises using
community based evaluation to help understand the social-psychology of this research in
terms of human motivation.

1.10. Summary of Chapters

Chapter 2 provides a typology of health promotion theories (Nutbeam,1999a) and discusses
the issues of horizontal versus vertical interventions. Three reviews (Loevinsohn,
1990; Cave & Curtis 1999; Ahern 2000) are used to assess the achievements of
the most rigorous studies, and thoroughness of these heaith promotion
interventions are compared.

Chapter 3 considers psychodynamic theories of Human Motivation in particular some which
examine universal behavioural tendencies, basic needs and incentives: the
Hierarchy of Needs (Maslow, 1954) and the Need to Achieve (McClelland, 1961).
Attention is also paid to the emerging importance of Social Capital (Kawachi &
Berman, 2000) which is seen as particularly relevant for this research.

Chapter 4 situates the inten;ention within the context in Zimbabwe presenting some of the
key aspects of Shona and Ndebele culture (Gelfand, 1979,1984) related to gender
issues which may affect adherence to the Community Health Clubs. Determinants
of health are discussed to enable an assessment of the current intervention related
to other counties. The final section provides an overview of the most common
causes tor hospital admission in Zimbabwe, with special reference to HIV/AIDS.

Chapter § outlines the theoretical basis from which the Community Health Club Model has
been developed. The Cyclical-Linear Model describes the process of changing
social norms through social interaction showing how behaviour change in
Community Health Clubs (CHC) may take place.

Chanter 6 describes the implementation of the CHC Model from earliest field trails in 1985 to
a fully-fledged programme in 2001, and provides detailed reports on the training
methodology, the costs and the health and social outcomes in Makoni and
Tsholotsho Districts.

Chapter 7 presents the design of this research and interrogates the research methodologies
which include qualitative and quantitative approaches. The sampling procedure is
examined, and possible sources of bias and objectivity discussed.
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Chapter 8 presents the quantitative results of the household surveys conducted in Tsholotsho

and Makoni Districts in 2000, giving levels of health knowledge and behaviour
change in Community Health Club members compared to a control group,
substantiating the cost-effectiveness of the intervention.

Chapter 9 provides qualitative insights into the perceptions of Community Health Club
members from twenty interviews conducted in Makoni District in 2004 to ascertain
reasons for continued adherence to Health Clubs.

Chapter 10 discusses how the study has attempted to meet standards of scientific rigour
required in order to validate findings. It revisits the principle of addressing the
determinants of health, and shows how the Community Health Club Model has the
ability to predict and measure behaviour change which can provide a cost-effective
alternative to more vertical interventions.

Chapter 11 looks towards the future replication and scaling up of the Community Health Club
Model and pinpoints areas of applied research which would provide deeper
understanding of this approach.

25



CHAPTER 2. HEALTH PROMOTION

The more powerful forms of health promotion action are those which are
long term, and least easily predicted, controlled and measured by
conventional means. Against this, important and valued advances In
knowledge and .credibility, has come from more tightly controlled
interventions which have been evaluated through the application of more
traditional experimental designs. This tension between ‘scientific rigour
and the perceived advantages in long term effectiveness and maintenance
coming from less well defined content and methods of community
controlled programmes continues to pose technical problems in evaluation.
(Nutbeam, 1998a)

SUMMARY

This Chapter is a review of the literature on health promotion considered relevant to
the intervention discussed in this thesis.

Section 2.1. defines the meaning of theory and how it can be useful to practitioners.

§ection 2.2. presents a typology of theories as identified by Nutbeam (1999a) and
classifies themselves according to those that focus on change in
individual and those that focus on change in society. The same theories
are a reclassification based on two distinct paradigms in terms of
development theory: Cognitive-rational and Psycho-dynamic
approaches to understanding the mechanism of change.

Section 2.3. highlights how theories can be understood in terms of a vertical or a
horizontal approach when operationalizing interventions, and how this
affects the sustainability of interventions and their usefulness to the
community.

Section 2.4. examines a method for evaluating Health Promotion through the
Outcome Model (Nutbeam, 19993a) based on the determinants of health
of the Ottawa Charter (WHQ, 1986).

Section 2.5. is a detailed analysis of fifteen studies that have been identified by

three reviews as rigorous according to specific criteria (Loevinsohn,
1990; Cave and Curtis, 1999; Ahern, 2000).
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2.1.

Section 2.6. revisits the achievements of the rigorous studies in terms of type of

intervention, social and health outcomes, disease reduction and levels
of behaviour change, cost-effectiveness and levels of education.

Section 2.7. analyses the thoroughness of each intervention in terms of number of
direct interactions with the community, complexity of training and

humber of observations taken to indicate behaviour change or disease
reduction.

Section 2.8. looks at two horizontal studies which, to the author, represent
sustainable development and a study where community Health Clubs
have been used in Zimbabwe where outputs are comparable to those
achieved in this intervention.

Section 2.9. discusses pertinent issues arising from the literature review, which will
be revisited at the end of this research in more detail, once the resuit of
this intervention have been presented.

THE NEED FOR THEORY

One of the main criteria for a rigorous study (Loevinsohn 1990) is that an
intervention should be based on a theory, and or some model of development.
To be of use to other practitioners a theory should be able to explain why some
programmes galvanise peopie into action and predict the conditions under which
such activity occurs. It should also demonstrate the relationship between
knowledge, belief, social norms and behaviour (Nutbeam, 1999a).

A theory may be defined as follows:

Systematically organised knowledge applicable in a relatively wide variety of
circumstances devised to analyse, predict, or otherwise explain the nature or
behaviour of a specified set of phenomena that could be used as the basis
for action (Van Ryn and Heany, 1992).

The following section outlines a range of health promotion theories that have been
developed in the past thirty years (Nutbeam, 1999a), and categorises them firstly
according to whether they focus on individual change or change within the society at
large, according to Nutbeam (1999a). Secondly they are re-categorised according to
whether the theory has an understanding of change through a cognitive-rational or a
psycho-dynamic means. Further, there is an analysis on the author's perception of
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2.2.

2.2.1.

which theories lend themselves to a vertical or a horizontal intervention when applied
in the field to a community.

HEALTH PROMOTION THEORIES

Change Through Individual vs Society

2.2.1.1.Theories that focus on individual change

2.2.1.2.

Theories that cover individual behaviour and seek to induce behaviour change
through focusing on individuals include the Health Belief Model (Stretcher &
Roenstock, 1997; Janz & Becker, 1984; Harrison et al.,, 1992), the Theory of
Reasoned Action and Planned Behaviour (Ajzen & Fishbein, 1980 ; Ajzen 1991,
Montano et al., 1997), the Stages of Change Model (Prochasca and di Clemente,
1984, 1997) and the Social Cognitive Model (Bandura,1986, 1995).

Theories that focus on change within society

Alternatively there are a group of theories that explain change with reference to the
community and the 'most well know of this group is the Diffusion of Innovation
(Rogers, 1983). Theories of Rural Development (Chambers, 1986) or the
approaches of Community Development, the Social Planning and the Social Action
(Bush et al., 2002; Minkler and Wallerstein, 1997; and Rothman and Tropman 1987,
2001) are all variations on methods of empowering communities and achieving their
involvement and cooperation.

A cohesive society is marked by ‘an abundance of “‘mutual moral support’, which
instead of throwing the individual on his own resources, leads him to share in the
collective energy and supports his own when exhausted’ (Kawachi, 1987). This form
of mutual support and trustworthiness is conceptualised by some as Social Capital,
and has been defined as those features of social structures — such as levels of
interpersonal trust and norms of reciprocity and mutual aid = which act as resources
for individuals and facilitate collective action (Coleman 1990; Putnam, 1993a). In the
context of Public Health Programmes, Social Capital can help communities to
manage their own health; it has, for instance, been shown to reduce conditions such
as heart disease (Kawachi & Berman, 2000).

There are a group of Health Promotion practitioners who advance strategies using

media communication for change within society (Kotler and Roberto, 1989;
Andreasen, 1995; Ling et al., 1992; Miabach et al.,, 2002). The Social Marketing
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2.2.2.

2.2.2.1.

Approach, through public/private partnerships is the latest trend in health promotion in
developing countries as it is seen as a cost-effective strategy to induce behaviour
change (Borghi et al., 2001). It seeks to use the same social dynamic as commercial
advertising through the media and appeal to status. The disadvantage of the Social
Marketing Approach is that when key messages are broadcast through the radio and
television, it is difficult to evaluate results accurately because there are seldom
defined and ‘captive’ target population (Elder et al, 1998). In addition any
measurement of the impact may be easily confounded by other effects beyond the
control of the intervention, given the open-ended nature of the strategy.

Cognitive-Rationale versus Psycho-social patterns of behaviour change

The theories discussed above can be reclassified into those which use a cognitive-
rationale approach to problem solving through information linked to action, and those
which use a psycho-social approach to action, seeking to modify norms and values
through social pressure.

Cognitive-Rationale perspective

The Social Planning Approach is of greatest importance in this discussion as most of
the rigorous studies discussed use this approach either directly or subliminally.
Social Planning is merely a term for interventions that reflect a professional,
epidemiological analysis of health problems, in which interventions tend to be expert-
driven, task-orientated and based on a rational-empirical approach to problem
solving. With a similar cognitive perspective is the Health Belief Model (Cognitive
Learning) which accounts for the variance of an individual's behaviour based on their
attitudes and belief. Thus by changing beliefs, actions will be affected, and whilst this
may be a rational response, this is seldom enough to affect behaviour change. Both
approaches focus on the rational explanation and solution to the condition: the Social

- Planning on disease identification and cure or prevention, and the Health Belief

Model on a rational connection between knowledge and behaviour change. Both
these theories will tend to produce vertical interventions (See Section 2.3.1.) when

they are operationalised, by virtue of their narrow focus on knowledge or disease, in
Isolation from social dynamics.
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2.2.2.2. Psycho-Social perspective

Psycho-social analysis of human behaviour change recognises other factors that
influence change rather than purely cognitive-rational aspects. The Theory of
Reasoned Action and Planned Behaviour emphasises the importance of social
pressure to effect individual change. Behaviour is determined by a combination of
personal belief, subjective norms and perceived personal control (self-efficacy). A

person’s belief that a behaviour leads to certain outcomes and his/her evaluation of
these outcomes will determine his intention. In addition, a person’s belief's that
specific individuals or groups support a certain behaviour (the subjective norm) will
also affect his/her motivation to comply with the specific referents. After assigning
different weights to these two components, they can be used to predict the person’s
intention to attain the outcomes in question. This however seems to assume that
once the intention is strong, the behaviour will follow, although this might not
necessarily be the case in reality (See Fig.1 below).

Fig 1: Theory of planned behaviour: factors determining a person’s behaviour
(Ajzep and Fishbein, 1980, p.8)
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The Social Learning Theory (Bandura 1986, 1995) investigates how the behaviour of
individuals interacts in a dynamic two-way process with their environment in constantly
changing dynamics termed ‘reciprocal determinism’. Three important contributory

factors in effecting change are observational learning (emulating others), expectations
associated with behaviour change, and the perceived personal capacity to effect
change (self-efficacy). The health worker thus functions as a facilitating agent for
change, helping to modify the social environment to make it more conducive to change,
as well as building the self-efficacy of the individual. Seif-efficacy can be enhanced by
breaking down the complexities of the target behaviour into manageable components,
focusing on short term gains (Remington & MacDonald 1985), and tackling simple
behaviours before the more complex ones. It enables people to have the confidence to
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achieve their tasks (Bandura, 1986). By building individual self-efficacy the health

promoter functions both as a facilitator and helps to modify the social environment to
make it more enabling.

The Theory of Reasoned Action and Planned Behaviour and the Social Learning
Theory provide the basis for a more community-based intervention which will
necessarily produce a more horizontal or holistic approach to community development
rather than the narrow focus on reduction of disease.

Theory underpins an intervention and will determine whether the theory will be
translated into a vertical or horizontal intervention in the field (See Table.1 below).

2.3. TYPOLOGY OF VERTICAL VS HORIZONTAL INTERVENTIONS

It is also useful for this research to categorise the interventions that have been selected
into two main perspectives, that of a vertical and horizontal perspective. As mentioned
above this will determine the sustainability of the intervention and its cost-effectiveness,
as will be discussed furt!'ner in this Chapter (See Section 2.6.4).

2.3.1. Vertical interventions

‘Vertical’ interventions are those that tend to narrow the research objective to one
particular condition or disease (See Table 1). They often may achieve immediate
change in health status, but they do not aim to build capacity or to sustain the behaviour
in the beneficiaries. As discussed abdve this often represents the Social Planning
approach to problem solving, focusing on cause and effect. To control the disease,
specific behaviours are targeted, such as ensuring hand washing with soap or
breastfeeding babies. Because the target is so specific, the intervention can be fairly
accurately measured; success is usually gauged by outcomes that can be quantified
and are statistically significant and verifiable. This tends to reduce the intervention to a
very structured and focused campaign, but the term ‘vertical' is used rather than
‘reductionist’, as this is a negative label, whereas there are often positive aspects to this
perspective. For example vertical intervention may be entirely appropriate in an
immunisation campaign, or in emergency programme where shortage of time dictates a
rapid response. However, diarrhoea, is transmitted by the faecai-oral route and may be
water-borne, food borne or by direct transmission (Feachem, 1984), which means that to
interrupt this transmission multiple interventions are needed as it cannot be effectively
controlled by only one means, for example providing clean water. To combat diarrhoea
effectively food hygiene has to be improved as well as personal hygiene to prevent
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contamination of food by the hands. This requires a more holistic approach, which can
target a broad range of risk practices. Whilst some interventions (like hand washing with
soap) may make significant improvement (Curtis and Cairncross, 2003) it is preferable
to address all the risk practices if it can be done as cost-effectively.

2.3.2. Horizontal Interventions

‘Horizontal' health promotion interventions, tend to look at the disease or condition
within the social context. Even if it seeks to address a particular disease, the problem is
seen essentially as either social or structural, or a combination of both. The assumption
here is that by modifying the determinant, the condition or disease will be overcome in
the long term and thus lead to sustainable improvement. Thus the solution is perceived
as only possible if the determinants, social organisation and/or structural equity, are
addressed. Although the disease/condition and the intervention may have been
identified and designed by experts, a partnership is formed with the target popuiation to
address a particular disease in the long term, and to enable them to change their own
behaviour and, as far as possible, use their own resources to do so.

Table 1. Attributes of Vertical’ and ‘Horizontal’ Interventions

Vertical Interventions Horizontal Interventions

Health problem Social problem

Expert driven Demand led

Rational action Local priorities

As 800N as As long as it takes
possible Broad & holistic

Narrow & focused Build capacity

Cost effective Sustainable

Measurable Participatory
outcomes
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This type of programme aims to be demand-driven and uses participatory activities
to build the capacity of the community. The time frame ideally is open-ended and
local priorities are allowed to dictate the direction taken, although in practice this is
usually limited by broad programme objectives. To build capacity most horizontal
interventions tend to employ a participatory style of training, whereas vertical

.

interventions often find this too cumbersome and time consuming.

The experience of PRA (Participatory Rural Appraisal) over the past
few decades, shows that the more botftom-up and participatory the
intervention, the more behaviour changes are likely to be achieved. In
addition the intervention is more likely to be perceived as owned by the
target population rather having been than foisted upon them (Comwall,
1997).

24. THE OUTCOME MODEL FOR HEALTH PROMOTION

In an attempt to clarify the complexity of evaluating programmes aimed at improving
health, Nutbeam (1998b) provided an Outcome Model for evaluating Health
Promotion which enables the identification of indicators of success across a range of
contributory factors.

Fig.2. below, shows that Health Promotion Activity is comprised of Health
Education, Group Facilitation and Advocacy. The three measurabie
outcomes will be social influence and action and improved Public Health
Policy. The Health Promotion Outcomes will lead to Intermediate Outcomes,
consisting of healthy lifestyle and environment and effective health service.
This in turn leads to Social OQutcomes (an improved quality of life), and this
finally will provide a Health Outcome: good heaith.

As Nutbeam (1999) asserts:

Health promotion is described as a ‘process’ indicating that it is a
means to an end, and not an oufcome in its own right. Health
promotion is an activity directed towards enabling people to take
action. Thus health promotion is not something that is done on, or
to people; it is done with people, either with individuals or
withgroups. Participation and partnership are valued processes in
health promotion (Nutbeam, 1999b).
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Fig. 2. Outcome Model for Health Promotion (Nutbeam, 1999; adapted by the
author)

HEALTH Physical &
OUTCOMES Mental

T Health
SOCIAL
Healthy Healthy Effective
Life Environment Health
T Style Services
HEALTH

OUTCOMES

PROMOTION Health Social Healthy

OUTCOMES Literacy influence Public
? and action Policy

INTERMEDIATE

HEALTH

PROMOTION Health Group Advocacy
ACTIVITY . Education Facilitation

HEALTH
OUTCOMES

2.5. ACHIEVING SCIENTIFIC RIGOUR

In three reviews of health promotion studies (Loevinsohn, 1990; Cave and Curtis,
1999; Ahemn, 2000) in the past 15 years, in which a total of 334 studies were
considered for review, only fifteen were found to be rigorous. All the studies which
passed the criteria for selection were without exception, studies that targeted only one
disease or condition. In addition in practically all cases the studies only promote a
limited number of key health messages, and evaluated their success based on only
one or two indicators. Many academics will only accept that a health promotion
intervention is indeed effective in terms of reliability and replicability if the study can
demonstrate methodological rigour (Ahern, 2000). Loevinsohn (1990) sharpened this
debate by identifying criteria for evaluating the rigour of health promotion interventions
in developing countries, and in recent years his list of eleven criteria has become the
benchmark of reliability (See Table.2. below). Loevinsohn’s four main criteria are: a
description of the educational manoeuvre sufficiently detailed to allow replication by
other health workers; a description of the target audience that would allow others to
judge whether the population they deal with resembles the population studied; a simple
controlied study design with a sample size of more than 60 individuals or more than
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two ‘clusters’ (villages or other units); the outcome of interest must either be a change
in observable health related behaviour or in health status.

Table 2. Loevinsohn’s (1990) Characteristics of a Rigorous Study

CHARACTERISTICS OF A RIGOROUS STUDY (Loevinsohn, 1990)

A study based on explicit theory

1.

2. Adequate description of how the sirategy was adapted to local conditions

3. Example given of materials or educational process employed

4. Adequate description of resources required to carry out educational process
5. Measured outcome before and after the intervention

6. Period between education and outcome more than one year

7. Evidence of community participation in design, goals or outcome measures
8. Article claimed to show positive results for intervention evaluated

9. Included discussions of possible bias or caveats

10. Included p-values or confidence intervals

11. Employed some form of modelling such as regression

Of sixty seven articles published between 1966 and 1987 (See Table 2), only three met
the four main methodological attributes (Seyegh & Mosley, 1976; Stanton & Clemens,
1987; Ross et al., 1983), (See Table 3 below). Of the total potential articles only 47%
provided enough description of the intervention to be replicated, 40% mentioned the
literacy levels of the population, and, importantly, only 21% were controlled studies
with a sample size of greater than 60 individuals or two main clusters. In terms of
evaluating outcome, 33% measured success by change in health status whilst another
33% used observable changes in health behaviour as proxy indicator for reduction in
disease.

On the basis of finding so few rigorous studies, Loevinsohn (1990) concluded:

Given the paucity of methodologically sound studies it is difficult to
reach any firm conclusions about the effectiveness of health education.
From the few well-conducted studies it appears that health education
can sometimes lead to changes in behaviour and in health status
although there remains room for legitimate scepticism. It is also difficult
to conclude from the available data whether any particular strategy is
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superior to any other. From the three articles that included
methodologically rigorous evaluations it would appear that
concentrating on a few messages, repeated frequently and in a number

of different forums increased the likelihood of success (Loevinsohn,
1990).

Table.3.

Summary of achievements of 15 rigorous case studies (1975-2000) showing
improved practices or reduction of disease (Loevinsohn, 1990; Cave and Curtis,
1997, Ahern, 2000).

Author Year Country Type % improvement Reported
of of Disease
Intervention Dractises Reduction

Review

Mosle

Ross & Loening m Breastfeeding | Social planning — Not applicabie
Africa

Stanton & 1987 Social planning | 49% of 1 1 x26%

Clemens desh

Caved& Curtis 11999 |Review | | Review | |
1994 | Zaire | Diarrhoea | Socialplanning |

Lloydetal. [ 1994 | Mexico | Dengue | Sociai planning | Decrease p=0.01 | Not stated
0.59
| Cairncross culiasis
| Elder et al. 1998 | California Social _ Not specific
' disease Marketinc
 Aherm | 1999 . _|Review |
15% increase in

Allen et al. Rwanda HIV/AIDS Social planning Gonorrhea
gonorrhea condom 13% to 3%
10% increase in in
use of
spermicide
Vaiente et al. 1994 Family Modemn methods
Planning Marketinc 19% to 30%
Learning

Morrow et al. Breast Sociai planning | Exclusive Reduction of
feeding breast
feeding
RR=2.2

infant
Leaming

Pinfold et al. Thailand Diarrhoea Social Not measured
Marketing contamination:
" Pre-intervention
41t027
diarrhoea :
Klepp et al. 1997 Tanzania HIV/ADS Social planning | Intervention: Not appiicable
control
Not significant
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Loevinsohn is the first to point out that it is questionable whether generalisations
regarding the success of hygiene behaviour change can be made on the limited
existing evidence. However it would appear that his recommendations to focus on a
few messages’ have been more rigorously followed by subsequent researchers, than
his strong appeal for more rigorous research (Cave and Curtis, 1999 and Ahern, 2000).
Loevinsohn's limited evidence from three articles (1990) led him to suppose that the
health promotion was most effective when focused narrowly on one disease and when
it only aims to change a few behaviours, with a few simple messages often repeated.

Following this lead, the conventional wisdom on health promotion appears to have
shifted to endorse this approach.

Cave & Curtis (1999) who identified 242 articles of interest from grey literature and
peer-reviewed journals written between 1987 and 1999, found that none of these
studies qualified using Loevinsohn’s original criteria (See Table 2). This review decided
to accept studies that had more than 60% of Loevinsohn’s original eleven criteria, but
this seriously affects the validity of some claims (See Elder et al., 1998; Section 1.7.2.).

Five studies (See Table 3) were identified (Elder et al.,1998; Haggerty et al.,1994; Lloyd
et al., 1996; Pant et al., 1996; Tayeh & Cairncross, 1996). The eleven other studies that
showed sufficient ﬁgoﬁr o evaluate impact, were rejected due to lack of evidence of
behaviour change (Cave and Curtis, 1999).

Ahern (2000) used the same Loevinsohn ‘blueprint, but divided the attributes into
those that were essential and those that were desirable. Ahern’s typology (See Table 4
below), shows the percentage of studies succeeding in these attributes.

After assessing a further 25 studies, Ahermn (2000) found only an additional seven
papers that were of sufficient methodological rigour to demonstrate behaviour change
or improved health (Allen et al.,1992; Alpasca et al., 1995; Fawole et al.,1999; Morrow
et al., 1999, Pinfold and Horan, 1996; Valente et al., 1994).
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Table 4. Essential and Desirable Attributes in Health Promotion Studies (Ahem, 2000)

Essential Attributes

1. Description of target audience including level of education 32%
2. A controlled study with 60 individuals or two clusters 47%
3. Adequate description of the promotion techniques
resources and processes to enable replication 96%

4, Outcome variable measured with p values and/or Ci

as well as measured before and after intervention 68%
5. Confounding, bias and caveats addressed 60%
Desirable Attributes
1. Socio-demographic characteristics of intervention

and control group measured and comparable 72%
2. Details of cost of the intervention 4%
3. Details of distance between groups 35%

and how cross-contamination was avoided 33%
4. Details of project sustainability 20%
5. A study based on explicit tfweory 12%
6. Time-table for baseline survey, intervention

and follow-up survey and evaluation 88%

These concerns not withstanding, the three reviews identify a total of only fifteen
interventions, and these now are taken to represent the most methodologically
sound health promotion studies that have been published in the past 30 years (See
Table 3 above). However whilst the criteria may provide a selection of rigorous
research useful for the literature, the question should be raised whether these
studies have also achieved sustainable development in the community.

2.6. ACHIEVEMENTS OF RIGOROUS STUDIES

It is significant to this thesis that all fifteen of the studies selected have only
focused on a single issue:

e Contraception (Seyegh & Mosley, 1976)
e Breastfeeding (Ross & Loening, 1983; Morrow et al., 1999);

e Diarrhoea (Stanton & Clemens, 1987; Haggerty et al., 1994, Pinfold et al.,
1996);
e Dengue (Lloydet al., 1994);

e Malnutrition (Pant et al., 1996);
e Dracunculiasis (Teyeh & Cairncross, 1996);
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2.6.1.

2.6.2.

e HeartDisease (Elder et al.,1998);

e HIV/AIDS (Allen et al.,, 1992; Alpasca et al., 1995; Fawole et al.,
1999; Klepp et al., 1997}
e Family planning (Valente et al., 1994).

Vertical or Horizontal Intervention

Discussion above has identified the difference between two discreet approaches:
a vertical intervention that targets a specific condition without addressing the
wider issues of health, and horizontal interventions that address long term
determinants of health (Section 2.3 and Table 1). Qut of the fifteen studies
selected, all except one (Elder et al., 1998) could be classified, as vertical
interventions. Of this number, ten used the Social Planning Approach; three used

Social Marketing; and one used Cognitive Learning similar to the Health Belief
Model.

Social Outcomes

Only one (Elder et al., 1998) used the more ‘horizontal’ approach of Social Learning
Theory (See Section 1.9.4), allowing a broader community-led intervention. The
objective in this programme, was to institutionalise the intervention so that it became

part of the community. Elder et al., (1998) suggest that the project's effectiveness is
proven by the fact that two of the four main interventions continued without donor
support which is only a 50% success in the objective. This was the most community-
owned of the 15 ‘rigorous studies’ but no quantifiable achievements in disease control
or behaviour change were mentioned, thus it failed in Loevinsohn's basic criteria, but
was included as it did have < 60% of his criteria.

The other fourteen studies followed their research objectives closely and made no
pretence at being community-led. Only the project in Nepal, (Pant et al., 1996),
having found that educated mothers were more responsive to the health
recommendations, was sufficiently flexible to divert some its resources towards
improving the literacy of women as well as pursue its own agenda, which was to
establish whether health education or capsule distribution was the most cost-effective
method of improving Vitamin A deficiency.

None of the studies reported additional training on any other related diseases
that could have been coupled with the disease being researched. if this had been

done it would have indicated a more holistic approach (horizontal) to health
promotion.
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2.6.3. Health Outcomes

The outcomes in behaviour or reduction of disease of the 15 rigorous studies (See
Table 3) are now compared. Of those studies that reported improvement in behaviour
change we find that the most significant were:

e 10% -15% use of condoms and spermicides, Rwanda (Allen et al., 1992)

- 19% - 30% increase modern contraception, Gambia (Valente et al., 1997)

e  15% uptake of contraception, Lebanon (Seyegh and Mosley, 1976)

e 49% one out of three diarrhoea messages, Bangladesh (Stanton and Clemens, 1987)
e 56% filtering water to prevent dracunculiasis, Ghana (Teyeh and Cairncross, 1996).

Five articles out of 15 reported measurement of disease reduction as follows:

. 10% reduction in gonorrhoea, Rwanda (Alien et al., 1992)

° 11% reduction of diarrhoea, Zaire. (Haggerty et al.,1994)

. 20% reduction in dracunculiasis, Ghana (Tayegh and Cairncross, 1996)
. 26% reduction of diarrhoea, Bangladesh. (Stanton and Clemens, 1987)
° RR=0.2 - 0:59 reduction of malnutrition, Nepal (Pant et al., 1996)

¢ RR=2.2 reduction of diarrhoea, Mexico (Morrow et al., 1999). M

The other studies did not state the rate of disease reduction, or were not specific.
2.6.4. Cost-effectiveness

Given the limited resources available for Health Promotion it is surprising that so few
studies give details of the intervention in terms of it cost-effectiveness. Only one
study (Pinfold and Horan, 1996) deals with this aspect, measuring the cost-
effectiveness of achieving cleaner hands for some mothers in Thailand. This was

“estimated at US$0.67 to US$1.28 per beneficiary. Ahern (2000) found only 4% of his
selected studies mentioned cost-effectiveness. Subsequently a paper by Borghi et al
(2002) produced one of the few studies of cost-effectiveness that can be compared
with the Community Health Club Intervention.

After a three year programme from 1995 -1998 using Social Marketing, in the second
largest town in Burkino Faso with one third of a million inhabitants, the cost per
household was US$8. Three quarters of the mothers (a small sample of only 8
households) recalled having some contact with the programme, while half could
recite its two main messages. However, there were only three key messages in
hygiene promotion drive. Results were significant. hand-washing with soap after
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handling children’s faeces increased from 13% to 31%, and after using the latrine
from 1% to 17%. Two other targeted behaviours increased marginally from 74% to
82% for use of potties for children, and 80% to 84% for safe disposal of children's
faeces in a latrine.

This study is important for this thesis in order to compare the cost-effectiveness of
the intervention of the two programmes (WSP, 2003). The overall cost of the
programme was $292,003 over three years (excluding start up costs) of which 42%
was for administration, 30% used for research, whilst only 28% was actually spent on
the health promotion intervention in terms of house-to-house visits, hygiene lessons
in schools, street theatre and radio broadcasts. Borghi et al (2002) conclude that this
study compared favourably with six other comparable studies citing cost-
effectiveness (Tucker et al., 1998; Smith et al., 1995; Murray et al., 1998; Naficy et
al., 1998; Esrey et al., 1985; and Huffman and Combest, 1990).

2.6.5. Levels of Education or Literacy

It has been shown that the mother’s level of education is significantly correlated with
the levels of her child's health and welfare (Caldwell, 1979; Sandford et al., 1997
Esrey and Habicht, 1§98; Pacey, 1982, Levine et al., 1976). However, low levels of
education are often associated with the lowest socio-economic bracket, where water
and sanitation and hygiene standards may also be minimal, which may confound the
association found between education and diarrhoea (Feachem, 1984). Religious
practices may also affect levels of endemic cholera as found in Bangladesh where
Hindus had over five times higher incidence than Moslems (McCormack, 1969). It is
therefore important to know the literacy levels of a target population when drawing
conclusions on the effect of interventions on reduction of preventative diseases. In
addition, levels of literacy should also be taken into account when planning a health
promotion as this will affect the type of training method used, the number of

- messages and the complexity of the intervention. It was therefore surprising only two
studies out of 15 gave explicit details of education levels of their target poputation.
One in California (Elder et al., 1998) estimated the target population to be 38% semi-
literate, while Pant et al. (1996) recorded a 58% literacy rate in Nepal. In two of the
studies added by Ahern (2000), the target population were the three senior classes in
a school in Mexico (Morrow et al., 1999) and in Tanzania Klepp et al., (1997) were
targeting school classes of thirteen year old pupils. This apparent lack of attention to
reporting literacy levels in the remaining 11 studies makes it difficult to assess
whether the number of messages and complexity of the health promotion was
appropriate for the level of education of the target population.
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2.7.

2.7.1.

THOROUGHNESS OF INTERVENTION

Three simple indicators of thoroughness are compared: the number of
sessions/activities; the number of key messages for target population; and the
number of observations used to verify behaviour change (See Table.5 below). If
there is an optimal exposure time to health promotion before behaviour change
takes place, it could be reasonably assumed that, in terms of budget spent on the
thoroughness of the outputs, an intervention is more cost-effective qualitatively if

the community has changed many practices rather than just one or two
practices.

Number of face-to-face interactions

Thoroughness can be assessed by the number of face-to-face interactions that
have taken place between the health promotion agency and the target

population, whether this be community meetings, home visits or clinic
attendance.

Four of the studies did not specify the 'exact number of interactions (Haggerty,
1994, Lloyd et al., 1594; Pant et al., 1996; Teyeh and Cairncross, 1996), which
suggests that this aspect was not considered important. Most of the Social
Planning models that used community meetings or home visits show low number
of face-to-face interactions:
e two visits in the contraception intervention in Lebanon
(Seyegh and Mosley, 1976);
e two sessions for the breast feeding programme in South
Africa (Ross & Loening, 1983);
¢ {wo video/discussions and examinations for gonorrhoea in
Rwanda (Allen et al., 1992).

The most thorough studies were in Bangladesh, where Stanton and Clemens
(1987) described an intensive eight week interaction with the community; the
Cognitive Learning HIV/AIDS programmes in the two areas of the Philippines
(Alpasca et al., 1995); in Nigeria (Fawole et al., 1999) where there was a more
intense interaction with school children through regular lessons using multi-
media; and in Thailand (Pinfold and Horan, 1996) a number of workshops were
run over a three to six month period for a diarrhoea intervention.
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Table 5. Summary of type and thoroughness of rigorous studies and educational
level of target population.

Author Type of Thoroughness | Complexity Indicators of Lovel of
Indicators of Methodology | #interactions | # ¥ observations
o N

LOVINSOHN

Sayegh & Mosley | Sociaiplanning |  2visits | 1
Ross & Loening | Socialplanning | 2sessions | small

I
____none
Clemens intensive z ()
cavescurrs |mevew | | |
Haggerty et al. Social Meetings — Not specific

Planning Not specific

Home visits
3

Pant et al. 48 observations | 58% litera

Cairmncross Planning

Eider et al Soc.Market | | Not stated. Not stated 38% semi-lit

Allen et al. Social 2 videos + Testing & Not given
Planning examination Survey of Condom

1 discussion use

Valente et al, Social 39 Radio drama Family Use of modem Not given
Marketing 30 radio spots & planning methods
training manual
Alpasca et al. Cognitive School lessons | Condom use Pre & post Not given
Learning Education & sex intervention survey
programme behaviour

Pinfoid et al. Social Workshops: muiti Test of Finger
Marketing media washing contamination

Social One week Exclusive baseline interv | 80% (6 visit)
Planning classes breast 3 month 62% (3 visit)
2mths mother feeding 6 month 24% (control)
groups & home control
visits for 18 mths

Fawole et al. Cognitive Education Condom use Pre and post Senior three
Leaming Programme & sex intervention survey [lasses in sec.
6 weeks; multi behaviour school

media &demos
Workshops, role | Risky sex
play, Community | behaviour
discussion & IEC
booklets etc

Individual
interviews?

Social
Learning

Theory

Klepp et al. 13 yrolds 7

community

‘The Social Marketing programmes in Gambia (Valente et al.,, 1994) and
California (Elder et al., 1998) do indicate how many radio spots or dramas were
presented, but cannot accurately assess who was exposed to the programme
and for how many times. Data indicating a person’s ability to recall a particular
radio jingle do not necessarily indicate behaviour change. It would appear the
Social Planning intervention to promote breastfeeding (Morrow et al., 1999) was
the most thorough on an individual basis as it describes an interaction of one
week intensive training with mothers, followed by two months of meetings in
mothers’ groups, with two or more home visits to collect data.
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2.7.2. Complexity of Training

By complexity of training is meant the number of key hygiene messages
promoted in the training. All interventions were only targeting one disease or
condifion, and tended to focus on one or more key messages that could
decrease that particular condition. For example: diarrhoea programmes stress
disposal of children’s faeces and hand washing; family planning and HIV/AIDS
programmes aim to increase the use of condoms or spermicides; dracunculiasis
programmes encouraged primarily the use of filters for drinking water.

All the studies had less than four messages indicating that all the interventions
were vertical in their approach to preventative health. Only in the mainutrition
programme (Pant et al., 1996) was there more complexity, with 48 observations
taken to indicate practises of nutrition. Pinfold et al., (1996) took finger tests to
measure levels of faecal contamination of people’s hands, and this could indicate

a wider spectrum of behaviours as clean hands would depend on good hygiene
generally.

2.8. STUDIES WITH HORIZONTAL INTERVENTIONS

Within the three reviews there was only one horizontal intervention perhaps indicating
the difficulty of this perspective to produce the same precision as vertical interventions
(Nutbeam, 1998a). Therefore, for the sake of comparison with outputs from the
intervention in this research, two other studies (which were not selected in any of the
three reviews), are now highlighted. These two studies (Torun, 1982; Kroeger et al.,
1996) represent interventions that are comparable to the Community Development
Model, both achieving significant success, not only in effecting behaviour change, but in
community mobilisation and long term sustainability of the intervention.

An intervention that addressed the problem of diarrhoea in Guatemala (Torun, 1982)
held a comprehensive training programme with five groups of mothers meeting once a
week for nine weeks. Training materials were specifically developed and the
participatory ‘reflection and action’ approach was used. Although the focus was only on
diarrhoea, unlike most other studies there were 45 positive and nine negative
messages, with twenty seven observations in the survey, as well as three key questions
on the prevention, transmission and cure of diarrhoea. Health knovifledge increased by
19%, with a 33% change in behaviour observed.

Twelve years later a project in three countries in South America showed impressive
results (Kroeger et al., 1996), especially in Ecuador and Columbia where the
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methodology used in Guatemala was repeated. The target disease in this case was
malaria, and three main messages were conveyed. Using ‘interactive learning’, based
on Paulo Freire's (1957) methods at health fairs, as well as an engaging assortment of
specially developed materials, engendered the enthusiasm of the community which was
evident from the report. In Ecuador after two years, a 34% increase in health
knowledge was reported, whilst in Columbia an impressive 93% increase after only one
year suggests a real commitment from the community.

A health promotion programme in Bikita District, Zimbabwe is the only other study
identified that reports on health promotion using Community Health Clubs (Mathew and
Mukuwe; 1999, Mathew, 2005). This intervention is important for this study, because the
methodology was identical to the Community Health Club Model as outlined in Chapter
5. Training of field staff for the intervention had been done by the author, and the same
training materials and similar membership cards and were used, and 72 Health Clubs
were established throughout Bikita District. After a year of intervention, a KABP
(Knowledge, Attitudes, Behaviour and Practice) survey, with an 84 point knowledge
checklist / questionnaire and using 17 indicators of home hygiene was undertaken in
two Health Club villages and compared with two non Health Club villages. Findings
indicated a ‘clear trend of increased knowledge in Health Club areas." Amongst Health
Club members as 0ppo:.sed to non-members, unprompted knowledge of risk behaviour
in five topics were <20%, and were <10% in another three topics, and <5% in the
remaining two topics. The pattern was similar in a selection of risk practices with seven
risks practices identified by respondents without prompting: four risks being identified
15% more frequently by Health Ciub members, while ‘not hand washing after the latrine’
was 30%, and ‘not having separate cups for drinking’ was 35% more frequently stated.
Interestingly ‘not hand washing before food’ showed only 10% difference between
Health Clubs and control. Observation of risk behaviour also reflected a consistent trend
with the control group having a range of between $% - 35% more high risk practices in
all 16 practices.

2.9. DISCUSSION

. while academics seek problems and criticise, practitioners seek
opportunities and act. Academics look for what has gone wrong,
practitioners for what might go right (Chambers, 1983).

Loevinsohn's formula few messages, repeated frequently and in different forums’ has
been taken up in the majority of subsequent interventions, and is now accepted by
many as best practice. However, as is demonstrated in Zimbabwe (Tichagwa, 1998)
rural communities are becoming more sophisticated and literate as each decade
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passes, and what may have held true in the early 1990's, when literacy levels were
lower in many areas, no longer applies in many developing countries (See p.71,
Table 7). Such simple directives as offered in many of the studies above may even
appear patronising to local communities, who have often moved beyond the
educational stage that is levelled at them. Hence the need for formative research in
the design stage of the programme (Curtis, 2000). As we demonstrate in this study,
rural men and women during this intervention have processed with ease an entire raft
of messages regarding the prevention of diarrhoea, malaria, worms and skin
diseases. Over 50 small behaviour changes were achieved (See p.111. Table 12),
falsifying the theory that disseminating a few key messages is the best approach.

As noted by Borghi et al (2002), there is a dearth of literature on the cost-
effectiveness of health promotion. Whilst the importance of methodological rigour of
research studies is readily accepted, surely one of the maost important criteria of an
intervention is its achievements in terms of quality and quantity of heaith promotion
resulting in behaviour change. Cost-effectiveness can be measured in more robust
terms than purely in providing only the cost of intervention. Vaiue for money requires
us to understand the quality of each intervention as shown by the thoroughness of
each the health promotion provided and this shouid be considered as important as
the methodological rigour. Health promotion will be more robust if it addresses a
whole range of preventable diseases, rather targeting a single disease. It is not
unreasonable to assume that it would be a more cost-effective use of resources to
target all preventative diseases affected by poor hygiene practices simultaneously,

rather than isolating a single disease from its context. Therefore, given the guidelines
in the Ottawa Charter which emphasize the determinants of health, it is surprising
that most rigorous studies confine themselves within particular disease categories. To
evaluate effectiveness of a health promotion intervention by measuring disease
reduction is not always reliable as it is often subject to many confounding variables.
The literature has shown that it is more effective to monitor behaviour change as a
- proxy indicator for disease reduction (Cairncross, 1990). Feachem (1984) noted that
there tends to be mainly theoretical explanations of approaches likely to succeed and
only found three studies (Torun, 1982; Khan, 1982; Black et al.1981) in which health
education had actually been shown to decrease diarrhoea incidence. He found from
these three studies that hygiene improvement, especially the promotion of hand
washing, had succeeded in reducing diarrhoea by between 14% - 48%. Although
none of the three interventions specified costs, Feachem surmised that hygiene
education would be more cost-effective than other interventions such as water and
sanitation but that operational research was needed to clarify the most effective and
feasible types of hygiene education programme, to detail their costs, and to assess
their dependence on pre-existing levels of sanitary facilities (Feachem, 1985). To
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caiculate the cost per beneficiary a captive target audience is needed and not many
interventions have a discreet section of a population that they can be sure have been
exposed to health promotion. Additionally, to provide a cost-effective intervention,
administration and research costs need to be low whilst the number of beneficiaries
needs to be substantial. Given the limited resources available more interventions are
needed that are designed at the outset to measure cost-effectiveness.

Public Health Practitioners have to make hard choices about how to make
best used of scarce resources. Interventions of high priority should be
those that

a) address a public health problem that has major consequences and

b) have demonstrated effectiveness against the condition in question

c) are cost effective in comparison with other uses of the money.

In the case of diarrhoeal disease prevention we have a disease which is
amongst the top three killers, an intervention of proven efficacy and now
with this paper, an intervention which is cost-effective. Carefully designed
programmes to promote safe hygiene can be both effective and cost-
effective compared to other interventions targeting disease, although
further research is required to strengthen this point (Borghi et al., 2002).

47



CHAPTER 3 : Human Motivation
SUMMARY

This Chapter is designed to give background into some of the concepts that will be used to
analyse and interpret the qualitative data that has been collected for this research.

Section 3.1. provides a brief spectrum of theories of underdevelopment at the macro level
from modernisation to dependency theory outlining some structural and
economic aspects.

Section 3.2. shows how human motivation theory is split between the behaviourist and
psychodynamic paradigms

Section 3.3. concentrates on psychodynamic theories of human motivation, giving some
examples of studies which have opened up this field.

Section 3.4. focuses on the theories of Maslow (1954) and explains in detail the Hierarchy of
Needs Model The pair-wise ranking exercises in Chapter 9 will be ranked using
these categories of needs. Maslow's concepts of Self Actualisation and

frustration tolerance are also discussed In relation to group dynamics in the
Health Clubs.

Section 3.5. provides two examples of how the Hierarchy of Needs has been tested in the
field in two studies (Aronoff, 1971; Ward and Wilson, 1980)

Section 3.6. outlines three positive motivations for behaviour change in the work of

McClelland (1967, 1984) and colleagues, on the Need to Achieve, the Need for
Affiliation and the Need for Power. The descriptive data in Chapter 9 will be
coded using these concepts.

Section 3.7. discusses Fear of Failure and Fear of Success (McClelland, 1984) as two
psychological conditions that can hinder self-efficacy (Bandura, 1997).

Section 3.8. outlines the concept of Social Capital (Kawachi and Berman, 2000) as the

qualitative interviews (Chapter 9) will note the levels of trust and social
networks developed in Community Health Clubs.

Section 3.9. discusses the Sustainable Livelihoods (DFID, 2000) to indicate how the
Community Health Club Model can be positioned within this paradigm.

Section 3.10. revisits the key points of the chapter.
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3.1. A SPECTRUM OF THEORIES RELATING TO UNDERDEVELOPMENT

Science is an economising enterprise. Ifs purpose fs to explain as
much as possible of the bewildering variety of events with as few
basic constructs and laws as possible. In this respect the field of
human motivation is no different. the qoal is to find the fewest
motives that will account for the most human behaviour.
(McClelland, 1987)

3.1.1. Modernisation Theories

In the 1950’'s and 1960's development of the Third World was%dominated by
Modernisation theories that considered economic growth as a realistic strategy to
enable society to progress. This perspective perceived that the ‘trickle-down’ of benefits
from the fast adapters was a natural process of modernisation, and this led to later
theories of Diffusion of Innovation (Rogers, 1983; Diamond, 1997). This evolutionist
perspective can be traced back to one of the earliest sociologists, Em<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>