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 Summary of results of the study on the impact and sustainability of WASH in schools research:  Kenya and Kerala, 2006-2007
Funded by UNICEF NY

This research, sought to improve our knowledge about the sustainability and impact that might be expected of SWSHE programs. The studies were carried out in 2006-2007, with the support of UNICEF, and organized as collaborative research on school water, sanitation and hygiene education with three organizations in Kenya, the southern Indian state of Kerala and the Netherlands
.  This summary addresses the key issues raised by UNICEF in its Terms of Referencefor the study, as shown in figure 1.    
Figure 1  UNICEF Terms of Reference for the study

	Variables:  This comparative study will focus on these variables, among others: 

1. facilities: continuing operation, facility use and maintenance, 

2. hygiene behaviors of children in school and at home; and, possibly, hygiene behaviors of children who have been in the program but have since departed from the school

3. school-to-home links, information known by parents (disaggregated by gender of parent and child) and any changes in home as result of the program
4. attendance/enrolment, particularly among girls

5. evidence of impact at intermediate level of school, county/district educational management

6. evidence of impact of SSHE on the implementation/outcomes of sanitation and hygiene program at community, county, district levels. 


Objectives

The interventions in Kenya and Kerala had similar objectives: improved water and sanitation and hygiene in schools with healthy behaviors among children. Handwashing was an initial objective in the Kerala programs and was added after 2001 in Kenya.  Neither UNICEF-supported program strongly emphasized use of soap for handwashing, which may be mirrored in the very low proportion of children who washed their hands with soap in the school study (less than 2%). Outreach to the home from the school was started after the basic SWSHE programs had been developed. 

Differences in the settings, interventions and sampling
The two studies were carried out in very different contexts. 

· The overall educational environment for the SWSHE intervention was more volatile in Kenya than in Kerala.  In 2001, universal primary education was implemented in Kenya, resulting in a very rapid increase in enrolments that put considerable pressure on school facilities, including those already constructed with UNICEF support.  
· Two of the study districts in Kenya were urban (Mombasa and Nairobi).  Almost 40% of the schools (mostly urban) reported water shortages, meaning that they did not receive water from the city supplies each day.  The water scarcity was worse in Kenyan schools than in the Kerala schools. 
· WASH in school inputs in Kerala were coordinated by one agency. In Kenya other external agencies provided inputs for some aspects of water, sanitation or hygiene education, usually only in a few schools each.  
The Kenyan and Kerala schools had different interventions. In Kerala, the project schools had similar (not identical), time-bound inputs, usually consisting of training of teachers, training of children and formation of school health clubs, communication/education activities in the school and community, provision of toilets, water supply enhancement, handwashing facilities, and a varying number of supervisory visits.  In two districts in the Kenyan study (Mombasa and Kwale), over a period of more than 10 years, each school tended to have different inputs, but not a coherent WASH in schools program. In Nairobi, a whole package was delivered in a time-bound fashion: provision of toilets, water supply enhancement, handwashing facilities and training of teachers and of children, supervisory visits for construction. Unfortunately only one-third of the UNICEF-supported toilets in Nairobi were operating at the time of the study.  
Sampling was different in the Kenya and Kerala, reflecting differences in the interventions. In the Kerala intervention districts, most schools had been in the project or had participated in the same training.  Therefore the control schools for the study had to be taken from a third, nearby district.   In Kenya it was possible to identify both intervention and non-intervention schools in the same districts. 

Data collection 

Data were collected in 2007 through unannounced visits to schools.  Many similar data collection tools were used in the two studies: 
· questionnaire administered to teachers, 
· observations of school facilities, 
· small group interviews with children, 
· review of class attendance records, and

· class voting. 
Class voting involved asking all children in one classroom to answer a small set of questions anonymously.  In Kerala, home visits and small group discussions were held with parents. For the Kenya study, information from these discussions with parents was thrown out as they were deemed not sufficiently valid.  In Kenya, observations of handwashing behavior were made in the schools, but not in Kerala where the number of schools (300 versus 100) and time constraints made it difficult to observe children in the schools as well as visiting the homes.   
The sizes of the samples from which data was collected are shown in Table 1 below. 
 Table 1  Study sample sizes

	Country
	Number of schools in study
	Number of small group interviews
	Number of children voting (class 5)
	Number of households visited
	Number of children: observations of handwashing 

	Kenya
	50 intervention, 50 control schools
	16 groups of girls, 16 groups of boys, more than 120 children
	4,919 children
	--
	985 children (500 girls, 485 boys)

	Kerala
	150 intervention, 150 control schools
	278 groups of girls
282 groups of boys, more than 1000 children 
	7,835 children
	764 households
	--


Findings
In the UNICEF Terms of Reference, variables related to sustainability of program outputs were:
1. facilities: continuing operation, facility use and maintenance, 

2. hygiene behaviors of children in school and at home; and, possibly, hygiene behaviors of children who have been in the program but have since departed from the school

Reviewing the findings from Kenya and Kerala, provides some interesting insights into what makes a successful, sustained WASH in schools program.  
· Children wash their hands more often after using the toilet when there are more water taps and when there is water in or near the toilet.

This held true in Kenya, where on the average, there was one water point for more than 200 children.  However, in 26 of the 100 schools, more than 500 children had to use one water point. Thus in schools where fewer children had to share one tap in or near the toilet block, they were more likely to wash their hands. 
However, in Kerala schools, the overall ratio was more favourable with one water point for 100 children or less.  Here, the relation did not apply probably because children already had significantly better access to water within or near the toilets. Beyond a certain point (in this case, about 100 children per water point) there is no advantage to adding more facilities. However, where many hundreds of children must use the same water point, then more working taps are required in convenient locations for the children.   
In Kenya, when water for handwashing was located in the toilets, then the toilets tended to be cleaner (p<0.004) and a greater proportion of girls (p<0.0001) washed their hands (but not boys).  In Kerala most schools had water in or near the toilet. 
· Children use toilets that are clean and maintained
In both Kenya and Kerala, more children used the toilets which were better maintained and clean (defined as not having visible urine or fecal matter in the cubicle). 
· Importance of maintenance and repairs. 
Not unexpectedly, schools that put more emphasis on maintenance and repairs had better water supply in the toilet, more working water taps or points per child and cleaner toilets.  Maintenance and cleanliness of facilities is essential for sustaining facilities in schools.  However, hiring a janitor is not sufficient.  The studies in both Kenya and Kerala showed that hiring a janitor to clean the toilets in the school did not result in cleaner or better maintained toilets than in schools without janitors.  

· Teachers help manage O&M fund with the school management committee/PTA
The study examined the management of the school operation and maintenance (O&M) fund which had been provided to schools in recent years, with the advent of universal primary education. In all schools, the school management committee is mandated to oversee the use of this fund. In almost 3 out of 5 schools it was reported that the head teacher or facilities teacher controlled the fund for maintenance and repairs together with the school management committee.  Where the teachers controlled the use of the fund, there tended to be better maintenance, with better water supply in the toilets (p<0.009) and more taps for children (p<0.04). Both girls (p<0.002) and boys (p<0.001) were observed to wash hands more frequently.   This interesting finding gives hints about the optimum management structure of the programme. 
· Participation of children 
The Kerala study did not investigate the organization of an O&M fund as in Kenya, but rather the participation of children, specifically through school health clubs, and the PTA.  In Kerala and Kenya, having school health or WASH clubs was not associated with better water or sanitation in the school.  However, in Kerala the distinction was made between active and in-active clubs. The Kerala criteria for an active school health club were defined as:
· Club has a current written activity plan; 

· Children in the club report having been trained; 

· Teacher has been trained in WASH, SSHE or how to run a club; 

· There is a report or recall by children showing at least 2 club activities over the past 4 months.  
Out of 300 schools, 78 school clubs satisfied 3 or 4 of these criteria and were considered active. Active health clubs were in schools with significantly better maintained facilities (handpumps and open wells) and cleaner toilets (p<0.0001). It follows that schools with active health clubs had cleaner toilets – the more likely direction of cause and effect, implying that the clubs should be seen and developed as part of the total school intervention. 
· Training: ambiguous findings.
 In Kerala, the impact of teacher training was not investigated separately
.  In Kenya, the study did not provide data linking training to improved programme outputs. There was no evidence that the training of teachers or children was significantly related to cleaner facilities or more handwashing.  However, in some cases the training had taken place a long time ago (8 years previously), with no refresher training. In other cases the training was of very short duration (1 day) without supervisory follow-up through school visits.  The content of training might be another issue deserving focus, to include planning for organizing children to ensure good use and maintenance of facilities.   Several teachers commented positively and in detail on the Participatory Hygiene and Sanitation Transformation (PHAST) training carried out almost 9 years before this study. 

Challenging findings 

The research identified several challenging issues that require more attention in these school programs.  
· First, soap was seldom used in handwashing.  In both Kenya and Kerala, about two percent of the children used soap to wash hands.  Only 5 out of 100 schools in the Kenyan study had soap available for children.  Soap is essential for real cleansing of hands. Handwashing without soap provides far less health advantage. 
The message (“use soap”) was given to teachers and children.  However, handwashing with soap was not emphasized sufficiently nor were schools helped to organize themselves for this.   It is not sufficient to make a rule or send out a directive on use of soap for handwashing in school.  It requires attention to issues such as leveraging recurrent expenditures for purchase, organizing the physical setting and the children so that soap is available but not stolen, and organizing/training large numbers of children to wash their hands with soap after using the toilet and before eating.  Given the great advantage of using soap for handwashing, this is an issue that deserves urgent attention.

· Listen to the children to improve and monitor WASH in schools: In the 569 small group interviews in Kerala and 32 in Kenya, children aged 11 to 16 years repeatedly said that they need: 
· Water for drinking, toilet, urinals, handwashing....with enough taps or water points that are functioning and are conveniently located, 

· Toilets and urinals that function are clean and well-maintained doors and latches inside the toilets. They need clean toilets and urinals. They need a bucket, mug and soap.  In Kerala, children also wanted a roof to protect them against rain in the urinals, and water that can easily run inside to wash out the urinary channels.  

· In Kenya children repeatedly asked that children, particularly the younger children, be taught how to use the facilities. They also suggested outreach, that is, that children stimulate community people to build toilets. 

· Menstruation:  Both in Kenya and Kerala, menstruating girls face problems when attending school.  In Kerala, in the 278 small group discussions, half the girls from control schools and one-fourth from intervention schools said that they experienced problems using the facilities during their menstrual times.  Similarly, in Kenya, in 10 out of the 16 school investigated, girls said they face problems. In both countries, it was reported that some girls go home when they menstruate. The Kenyan girls were very appreciative of emergency supplies for menstruation in schools.

Fear of teasing or bullying when in or near the toilet:  Two out of three girls and also boys in the urban slums of Nairobi schools indicated that they were afraid of teasing or bullying when they were near or in the toilets. Data collectors in Kenya said the following: boys can be rough with each other, shouting or shoving younger boys and this is the origin of the fear. However, they stated that for girls, there is not only the shouting at little girls to get out of toilets quickly, but also the fear of teasing by boys or sexual harassment.  Table 3 shows responses from more than 4,900 children in Kenya and 300 small group Technologies and designs must be durable and suitable for children and culture.  In Kenya, fewer than one in three of the flush toilets were working as flush toilets.  One problem was that the pull-chains for the cisterns were too fragile to survive heavy-use.  Another was that heavy anal cleansing papers (e.g. pieces of paper taken from school notebooks) are not appropriate for the toilet design/technology and tend to block the toilet pipes. However, putting the anal cleansing materials in a separate container within the toilet cubicle --- a common practice in many countries -- is not recommended. It is not desirable for hygienic reasons and requires disposal or incineration which is often not possible in crowded urban areas. For children who use water for anal cleansing (both in India and Kenya), water and containers must be conveniently available for children. 
Thus, the findings indicate that the overall strategy for WASH in schools includes:  

· An agreed target for clean, universally-used toilets. Universal handwashing with soap after using the toilet.  Handwashing before eating.

· Improve the availability of water, specifically, water for drinking and water for flushing, cleansing, handwashing in the toilet and reducing number of children per water point.

· Emphasis on organizing repairs and doing maintenance; control of the repairs and maintenance fund by a teacher(s) with the PTA.
· Address some specific issues: (a) sustainable flush toilet technology, disposal of soiled papers, (b) school-based planning for mass handwashing with soap, (c) child and teacher participation in monitoring, (d) teaching children how to use facilities.  
· Two other issues, for which there was little data but which probably deserve more attention are:  the effectiveness of training and retraining; the need for supervisory school visits. The day-to-day supervision of government staff, focusing on training and adherence to guidelines for WASH in schools may be central to ensuring the sustainability of the facilities.

The overall strategy is to move beyond construction. Indeed, research in such varied locations as Bangladesh, India, Indonesia, Malawi, Peru, Sri Lanka and Vietnam has also demonstrated that facilities and construction interventions alone are often not sufficient to provide a health advantage.

Impact
The UNICEF TOR listed four issues which it related to impact:
· school-to-home links, information known by parents (disaggregated by gender of parent and child) and any changes in home as result of the program;
· attendance/enrolment, particularly among girls;
· evidence of impact at intermediate level of school, county/district educational management;
· Evidence of impact of SSHE on the implementation/outcomes of sanitation and hygiene programs at community, county, district levels.
Impact:  school-to-home links
· People, usually mothers, in the intervention communities were twice as likely to have soap in toilets as in control communities (68% versus 34%). In Kerala, adults were interviewed in 764 households, each of which had children in one of the 300 study schools. The adults, usually mothers, were asked if they had attended or seen WASH activities through school meetings, PTA meetings, health day celebrations, or other activities.  Parents who had seen or participated in activities about water, sanitation or hygiene in the schools were far more likely to have soap in the toilets of their households (corr coeff 0.61, p<0.0001).  
· Another approach to measuring impact of the school interventions in Kerala was to investigate hygiene practices in the home. The 7,835 children in the 300 schools voted anonymously to answer: Did you wash your hands after you went to the toilet the last time at home?  The practice was three times higher in the intervention schools than the control schools.

· The issue of messages flowing from school to home was investigated qualitatively in Kenya in the 32 small group interviews with children.  Children in 7 discussion groups voluntarily identified as a priority the promotion of constructing or having a toilet in the home.  However, we asked children from both intervention and non-intervention schools, what in fact they say at home.  Some mentioned that they complain to their parents about the bad conditions of the school latrines. They inform the parents that they feel ashamed to be in the school.  This is important:  one pre-condition for outreach with positive sanitation messages from the school to the home is that the school toilets should be operational, clean and appealing. Toilets and water at school should convey a desirable message about sanitation.  
Impact:  Attendance 
· Classes where more girls washed hands and nearly all used the toilet tended to have better attendance.  Toilet use and handwashing are related to fewer absences for girls. The same associations were not observed for boys.  When the school had the whole WASH package, girls tended to be absent less frequently (p<.001). The whole WASH package was those inputs that UNICEF provided to schools: trained teachers, WASH in schools club, water supply, dedicated handwashing facilities, toilets.   The validity of these conclusions is supported by the use of independent tools to collect the information: observation of handwashing practice, self-reporting of earlier toilet use, and the school attendance records.    

· In Kerala, no health impact was found for children as tested by one-week recall asking if they had had colds or diarrhoea during the preceding week.   Nor did the attendance records reveal differences among the schools that could be attributed to the intervention.  Several explanations were suggested: uneven quality of the attendance records, a viral epidemic outbreak in certain parts of the study area (chikungunya) which confounded the investigation into health or that the methods of measurement should be more refined and more extensive than was possible in this study. With reference to the Kenya findings a possible explanation is that the basic water and sanitation facilities were more supportive of the needs of menstruating girls.
Impact at intermediate level and impact on other sanitation and hygiene programs 
· It was difficult to measure impact at the intermediate level (district and city government). Discussions held with individuals at these levels provided insights into individual experience but not impact on systems or structures within the government or other agencies.  In part, this was related to many transfers of staff that have taken place since the implementation of the programs.  A transfer means that the departing staff member takes his or her experience with them.  Transfers can also mean that if there were an impact from these programs, for example changes in systems or allocations, the origin of this would not be known.  Knowledge about who instituted an innovation would be lost with the transfer. 

However, there were indications, asserted by informants at intermediate and national levels, that these programs had impact at the national level in Kenya and at the state and national level in India.  The Kerala program may have influenced the design of the SSHE aspects in the national sanitation policy development in India.  At the state level, the school water, sanitation and hygiene program studied here was the model used for schools within the state total sanitation program.   In Kenya, existence of the UNICEF-supported school program with support helped UNICEF to stimulate the government and relevant Ministries to develop a national policy, allocations and a new program for WASH in schools.  
The lesson learned is that school programs which combine software and hardware inputs in a time-bound fashion with adequate resources can be have a significant and sustained impact.  These inputs were:

· construction of water, handwashing, toilet and urinal facilities, combined with 

· emphasis on maintenance of facilities and organizing teachers and children for good use and cleaning of facilities

· teacher training and refresher training, 

· child training and school health clubs, 

· follow-up supervision for the schools.  

































































































� NETWAS Network for Water and Sanitation, Nairobi, Kenya and the IRC International Water and Sanitation Centre, Delft, Netherlands and the London School of Hygiene and Tropical Medicine (LSHTM).


� Detailed descriptions of the interventions, sampling and analysis can be found in the two country reports. 


� With reference to item 2 above, the behaviors of the children at home were not observed although a proxy indicator was used (see the section below on impact).


� Teacher training was one of the criteria measured for an active school health club.
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