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Hygiene promotion in South Asia; progress, challenges and emerging issues
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	South Asia (with the exception of Afghanistan) is showing an on-going ‘general improvement’ in terms of both child mortality and adult mortality.  In the period since 1990 the regional under-five mortality rate has decreased by 39% (from 124 to 76) and the adult mortality rate has decreased by 24% (from 320 to 244).  This is an encouraging sign for the hygiene sector but much improvement is still needed.  This background paper focuses on hygiene promotion, the subject of the South Asia Hygiene Practitioners’ Workshop held in Rajendrapur, Bangladesh in February 2010.  The paper gives an overview of hygiene and behaviour change approaches and experiences in the sector and describes the hygiene and behaviour change approaches used in South Asia.  Hygiene practitioners in South Asia face a plethora of challenges in implementing programmes and projects, the paper describes some of these challenges and describes the appropriate measures and actions that have been taken to meet them and what can be learnt from them.  Drawing from the 17 papers submitted by practitioners, the paper presents important emerging issues for discussion at the workshop.  These include how to raise the profile of hygiene up the political agenda; how to scale up hygiene approaches, projects and programmes; how to verify and demonstrate that hygiene promotion is cost-effective; how to convert high levels of hygiene-knowledge into practice; the importance of menstrual hygiene management; and the benefits of and opportunities for linkage to other sectors.  In conclusion, the paper identifies a shortlist of ‘common elements of success’ of hygiene promotion programmes that can be easily replicated.  


Introduction

The international community, through the Millennium Development Goals (MDG), is committed to reducing deaths among children under the age of five by two-thirds by 2015
.  Compelling evidence exists to suggest that improved hygiene behaviours amongst critical populations is an essential element in achieving this goal.  Whilst progress has been made, a recent publication by UNICEF/WHO (2009) reports that nine million children under the age of five die each year – nearly three million of them in South Asia (UNICEF ChildInfo, 2009).  

The conduct of this workshop is therefore timely; providing participants a space to share their experiences of good and not-so-good practices relating to hygiene behaviour change.  Through discussions this field-tested knowledge can help to create an environment in which faster progress can be made.

The aim of this paper is to raise issues which need to be confronted across the broad range of topics in the hygiene sub-sector in South Asia.  Whilst it cannot be fully comprehensive it is intended to trigger questions that may then form part of a list of issues for participants at the workshop to consider and ultimately decide on what can be done.

A definition of hygiene

At the outset it is important to be clear about exactly what we mean by the term “hygiene” and whilst the focus of this workshop is specifically on hygiene it is also important to define the term “sanitation” too.  It is surprising how many different definitions exist for these two terms and they can mean different things to different people. 

For the purposes of this paper (and for the workshop) the term “sanitation” is used to refer to the management of human excreta
.  The term “hygiene” is used to refer to the behaviours/measures, including but beyond the management of human faeces, which are used to break the chain of infection transmission in the home and community.  Whereas most people recognise that hygiene includes handwashing, there is some confusion as to what else is involved. In reality, all of the following contribute in some measure to reducing the burden of infectious diseases circulating in the community:

· Hand hygiene and personal hygiene;
· Menstrual hygiene;
· Food hygiene (cooking, storing, preventing cross contamination);

· Ensuring safe water at “point of use”;

· Respiratory hygiene;

· Safe disposal of faeces (both human and animal);
· General hygiene (laundry, surfaces, toilets, baths, sinks); and
· Disposal of solid waste, control of wastewater and rainwater.

Amongst the various diseases caused by poor hygiene practice diarrhoeal disease is the most deadly, especially for children (see Prüss-Üstün et al, 2008) and consequently the WASH sector’s primary focus is on reducing its spread.  Respiratory tract infections such as colds and flu, result either from inhalation of infected mucous droplets, or by rubbing the nasal mucosa or the eye with mucous-contaminated hands.   Data now shows that good respiratory hygiene (safe disposal of nasal mucous and handwashing) can reduce the risks of respiratory infections; for instance, a study by Luby et al (2005) showed associations between hand hygiene and Acute Respiratory Infections (ARI) in children under five; when children’s hands were washed at the recommended times significant reductions in ARIs were noted.  The association between hand hygiene and ARIs is very topical with worldwide concern over the spread of SARS (severe acute respiratory syndrome) in 2003 and more recently Influenza A H1N1 (commonly known as swine flu).  Establishing the relative impact (and thus relative importance) of different interventions is difficult but a review of various resources (current literature, electronic websites and networks, canvassing of anecdotal opinions etc.) and significantly the papers submitted for this workshop, suggests that hand and personal hygiene, safe disposal of faeces and ensuring safe water at the point of use (HWTS) are the key hygiene interventions that will break the chain of infection.  Some papers also refer to the introduction of other hygiene practices as well (such as improved food hygiene and solid waste management) once these three practices are established.  
For many years hygiene practitioners in South Asia have been at the forefront of the struggle to improve hygiene practices and effect sustained behaviour change and this paper focuses on the experiences gained within the region.  Before we look at the current situation and current practices in South Asia, however, it is important to reflect on the background to hygiene and behaviour change and why it is so important.  

Hygiene and behaviour change

Good hygiene and sanitation practices are closely linked and there is an increasing body of evidence that confirms that hygiene behaviour change is an essential part of achieving the health impacts associated with improved water supply and sanitation.  Indeed, investments to improve sanitation and hygiene in developing countries produce substantial health gains and have been shown to yield important economic benefits (Hutton et al, 2007).

Importantly, research is now showing that hygiene promotion can act as the means to create demand for sanitation and thereby increase coverage; thus hygiene promotion not only has the potential to increase the health impact of WASH programmes (Water, Sanitation and Hygiene), but also increase sanitation coverage.  Increasing sanitation hardware provision alone is not enough and there is now evidence that focusing on hygiene promotion is the most cost-effective way of reducing diarrhoeal disease amongst children (Figure 1)
.
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Figure 1. The cost-effectiveness of child survival interventions

Source: World Bank, 2006.


Many water supply, hygiene and sanitation improvement programmes implemented in the 1990s introduced a hygiene education component but it was commonly an after-thought, tended to use didactic methods and concentrated on health benefits alone.  It was part of what became known as a ‘top-down’ approach and the vast majority of the evidence shows that is was largely ineffective.  Consequently such approaches are now considered old, outdated and, in general, they have been replaced.  

Jenkins and Sugden (2006) examined evidence relating to people’s perceptions about the benefits of hygiene (and sanitation) compiled from various case studies and project reports (these are in turn based on household interviews, surveys and group discussions in many different settings).  Their research found that increased comfort, increased privacy, increased convenience, increased safety for women (especially at night) and for children, increased dignity and higher social status almost always came well above any sort of health benefit or link to reduced illness.  

Growing understanding about the process of behaviour change have led to a new generation of ‘bottom-up’ approaches that focus on first gaining an understanding of the target community and appreciating the very different reasons that motivate people to improve sanitation and hygiene at home.  By addressing these real and no-doubt well-established motivations, concerns and constraints, practitioners are then able to help a community to bring about sustained changes in their hygiene behaviour.

Of course these ‘bottom-up’ software approaches must be well-designed to allow practitioners to facilitate changes that are appropriate and sensitive to cultural differences arising from gender, ethnicity, beliefs and customs as well as the different attitudes held by those living in urban and rural locations.  

The rest of this paper looks at hygiene and behaviour change approaches worldwide and how practitioners have used and developed them for use in South Asia.  It reflects on the challenges that have emerged specifically in South Asia and the difficulties of scaling up hygiene as well as other important emerging issues which should be prioritized for discussion at the workshop.  Firstly it starts with a short introduction to South Asia and an overview of hygiene in the region.

Overview of South Asia

Political, geographical and socio-economic characteristics of South Asia

South Asia consists of Afghanistan, Bangladesh, Bhutan, India, the Maldives, Nepal, Pakistan and Sri Lanka
.  These countries are home to well over one fifth of the world's population, making South Asia both the most populous and most densely populated geographical region in the world. The region has 40 per cent of the poorest people in the world and its relatively young population is one of the least literate and the most malnourished in the world (Sardeg, 2009).  Conflicts, terrorist attacks and political instability are common, including wars between the region's two nuclear-armed states, Pakistan and India.

The climate of this vast region varies considerably from tropical monsoon in the south to temperate in the north.  Southern parts are mostly hot in summer and receive rain during the monsoon periods, while the northern plains are also hot in summer, but cooler in winter. The climate in the mountainous north also varies with low temperatures and snowfall in the winters in the foothills but extreme cold and heavy snowfall on the higher altitudes of the Himalayan ranges.  In common with other ‘developing’ regions much of the rural area of South Asia is remote and the transport infrastructure under-developed; where it is provided it is often poorly maintained.  This makes rural development work challenging across all sectors and most notably in the WASH sector, see box below.
Logistical challenge of hygiene promotion in Bhutan

A hygiene and sanitation survey carried out by a SNV (Netherlands Development Organisation) WASH team in four pilot sub-districts illustrates the difficulties in accessing regions of Bhutan.  The districts were chosen to reflect the diversity of village and household settings across Bhutan – Nanong Geog in Pemagatshel district, Jarey in Lhuentse, Hilley in Sarpang and Laya in Gasa.  However, reaching the districts was not easy - reaching Pemagatshel from Thimphu involves a two-and-a-half-day road journey traversing five mountain ranges, the highest pass exceeding 4,000 meters.  From Pemagatshel to Nanong is another one-and-a-half-hour drive on a forestry road followed by a three-hour walk to Nanong Basic Health Unit (BHU).  To reach the second BHU in Nanong Geog is another five-hour walk; Jarey is a similar distance while to get to Laya involves a two-day trek.  Collett (2009) quips that “just the logistics of reaching the locations is a major achievement let alone doing the survey work!”

Source: Collett (2009)

Meanwhile, as urban-migration increases huge mega-cities and rapidly expanding rural growth centres and “small towns” are becoming home to ever-increasing populations.  Water and sanitation facilities in the sprawling slums that have developed are desperately inadequate and provide little or no opportunity for the residents to practice satisfactory hygiene behaviours.

Of course these are very generalised statements but what is the actual situation in South Asia?  Next we attempt to gain an overview of the level of hygiene practiced in South Asia.

Overview of hygiene in South Asia

Ascertaining the current status of hygiene behaviour in South Asia is not straightforward.  The Joint Monitoring Programme (JMP)
 provides information on improved water and sanitation coverage which enables practitioners to gain an insight into the current situation with respect to these sub-sectors in a particular country or region.  The reports describe progress made against time and highlight both notable achievements and areas where there are shortfalls that need addressing.  No such data is available for hygiene.  

National records of handwashing facilities, knowledge and/or practice, details of personal hygiene practices and home hygiene behaviours would be very useful for governments, programme planners and practitioners alike.  But obtaining this data has obvious difficulties.  This type of information can only be gained from time-consuming behaviour studies involving user interviews and observation surveys.  Self-reporting of behaviours is subject to personal bias which, in general, tends towards over-reporting of good behaviours - leading to an over-optimistic report of current practices – a finding confirmed and described by Danquah in a paper for this workshop.  General estimates can be made from sample populations and the results scaled up but this reduces the level of confidence in the data.  Without this data it is difficult to report the general trend in hygiene practices in any country in the world.  

However, in order to draw some comparisons and make observations to aid understanding of the situation Table 1 shows a snap-shot of relevant and significant health data from South Asian countries other developing regions and the rest of the world.  
	Table 1. A snap-shot of significant health statistics in South Asia

	Countries
	Under-five mortality rank1
	Under-five mortality rate1
(probable deaths by age 5 per 1,000 live births)
	Adult mortality rate2 
(probable deaths between 15 to 60 years per 1,000 popn.)
	% of annual deaths due to diarrhoea, all ages3

	
	
	1990
	2008
	1990
	2006
	%

	Afghanistan
	1
	260
	257
	476
	473
	9

	Bangladesh
	58
	149
	54
	319
	254
	6

	Bhutan
	44
	148
	81
	333
	218
	6

	India
	49
	116
	69
	278
	241
	4

	Maldives
	89
	111
	28
	313
	103
	3

	Nepal
	60
	142
	51
	350
	286
	7

	Pakistan
	42
	130
	89
	250
	206
	9

	Sri Lanka
	120
	29
	15
	241
	166
	0

	South Asia
	NA
	124
	76
	3204
	2444
	5.54

	Developing countries
	NA
	99
	72
	2475
	2175
	6.96

	The world
	NA
	90
	65
	211
	191
	4


Sources 

1
UNICEF Childinfo (2009).  Monitoring the situation of women and children.  UNICEF website at: http://www.unicef.org/statistics/index_countrystats.html  Accessed November 2009.

2
WHO (2008).  World Health Statistics 2008.  Available at: http://www.who.int/whosis/whostat/2008/en/index.html    Accessed November 2009.

3
WHO (2009a).  Burden of disease statistics on WHO website, available at: http://www.who.int/countries/en/    Accessed November 2009.

4
Calculated from data in table.
5
Calculated from data in WHO (2008).

6
WHO (2009b).  Diarrhoeal disease.  Fact sheet No.330 on WHO website, available at: http://www.who.int/mediacentre/factsheets/fs330/en/index.html  Accessed December, 2009.
The indicators in Table 1 show that the countries in South Asia and the region as a whole lag behind the rest of the world and other developing regions in terms of both the under-five mortality rate and the adult mortality rate - the situation is very concerning.  

Afghanistan’s mortality rates are among the highest in the world.  Table 1 shows that one out of four children in Afghanistan dies before her or his fifth birthday (the 2015 MDG target is 31 per 1,000 – one in 32!) and that it is has the unenviable reputation of being having the highest under five mortality rate of any country in the world (see Box below).  In contrast, in the Maldives and Sri Lanka the situation is much improved.  Since 1990 UNICEF report that under-five mortality in the Maldives has reduced from 111 (deaths per 1,000 children) to just 28, while in Sri Lanka it has been halved from 29 to 15.  The adult mortality rates in both countries and the percentage of deaths due to diarrhoea (as reported by the WHO) are also the lowest in the region.
Table 1 also shows that the mortality rates in the other six countries are high (between 206 and 254) and all six countries are ranked within the bottom sixty nations in the world in terms of child mortality.  However, the data does indicate that there has been an improvement since 1990.  Bangladesh has reduced the under-five mortality rate from 149 to just 54 while in India it has gone down from 116 to 69; similarly the adult mortality rate has also reduced in each country.  

Poor hygiene opportunities in Kabul, Afghanistan

According to a joint UNICEF/WHO (2009) report, more than 80,000 children under five died as a result of diarrhoea in Afghanistan in 2007.  High diarrhoea prevalence resulting from poor hygiene practices as well as lack of access to sanitation facilities and clean water impact heavily on children’s survival and development. 

Indeed the Ministry of Education reports the situation is not much better for older children - soap is not available in toilets in most Kabul schools – and according to the municipal authorities the situation is just as bad in the city itself, for Kabul’s estimated population of 4-5 million there are only 35 public toilets.  They are reportedly very dirty, poorly maintained and only five have facilities for the disabled – well below what is needed given the large number of disabled people resulting from three decades of turmoil - none of the public toilets provide soap or hand-drying facilities (Sanitation Updates, 2009).

Sources: UNICEF/WHO, 2009 and Sanitation Updates, 2009.

From this data the conclusion is that (with the exception of Afghanistan) there is an on-going ‘general improvement’ in the region in terms of both child mortality and adult mortality (in the period since 1990 the regional under-five mortality rate has decreased by 39% (from 124 to 76) and the adult mortality rate has decreased by 24% (from 320 to 244)).  This is an encouraging sign.  The causes of this improvement are complex and besides an increase in hygiene awareness, knowledge and practice it is also affected by other factors and circumstances - these may include changes in socio-economic conditions, political influences, education opportunities and access to health care, clean water and sanitation facilities.  These are commonly referred to as confounding variables that could change or confound the link between a specific intervention, such as hygiene, and health outcomes.  Estimating the degree of influence of each of these variables is beyond the scope of this paper but in the following section we look at some of the hygiene initiatives and approaches that have been used in the region and that have been influential in achieving some of this improvement.  

Behaviour change background and concepts

Before we review the approaches in use in South Asia it is useful to quickly look at the concepts upon which many of the interventions are founded and summarize their typical components.

Theory of behaviour change

Many theories of behaviour change can in general be simplified down to three broad areas: motivation (M), opportunities (or enabling factors) (O) and abilities or skills (A).  This MOA framework recognises that individuals making a change must have the motivation to change and the requisite abilities, skills and resources at their disposal to take advantage of the opportunity (the materials, tools and information) they have to change their behaviour
.  In theory programme designers use formative research and pilot testing to enable the approach’s component parts to be tailored to meet the needs of the local context and ensure that the approach is designed in accordance with, and appropriate for, the MOA framework of the research group.

Ideally, the output of the framework analysis and formative research will provide the structure of the strategy and the core components.  Using this participatory process will highlight the issue that needs addressing, clarify who is going to be the target and provide information that will indicate the best way of carrying it out.  The components of a typical behaviour change approach include: communications campaigns, participatory learning activities, social mobilization, hygiene education and the use of incentives.  Within these components are further alternatives, for instance communication campaigns can be executed through mass media (TV, radio etc), house to house visits or community meetings; social mobilisation can target individuals, households, a community, children or perhaps a combination of these.  

Typology of approaches
In general, hygiene approaches can be split into two categories - ones that are participatory and take a “community based total-hygiene approach” and ones that promote or “market” a single intervention.  The hygiene education component or message that needs to be conveyed can thus include promotion or marketing of a single message (e.g. handwashing) or promotion of the full range of hygiene topics (e.g. safe water, food hygiene, safe disposal of faeces, handwashing etc.).  The latter is known as a total hygiene approach and frequently called a holistic approach to hygiene.  Some approaches address more than one but not all these hygiene issues – known as a multi-hygiene behaviour change approach.
Community based total-hygiene approaches
This type of approach encourages the participation of individuals in a group process no matter what their age, sex, social class or educational background.  Participatory methods are suitable for planning at the community level and are designed to build self-esteem and a sense of responsibility for one’s decisions.  In general, these approaches are useful for encouraging the involvement of women, children, the elderly and people with disabilities who in some cultures may be reluctant or unable to express their views or unable to read and/or write.  Two well-established and well-known examples of this type of approach are Participatory Hygiene and Sanitation Transformation (PHAST) and Community Health Clubs (CHC)
.  Both approaches were developed in the 1990s and have been used in many countries.  Since 1994 PHAST has been an official Ministry of Health programme in Zimbabwe and has been incorporated into hygiene and sanitation programmes in Uganda, Kenya and Benin (Peal et al, forthcoming).  

Marketing of a single intervention
This sub-group of approaches are stand-alone interventions that each focus on changing a very small number of specific hygiene behaviours.  They have the benefit of presenting a single, easily understood message; this may well lead to an eventual overall change in the hygiene behaviour of the individual or community but that is not their primary goal.  The approach often uses a process known as (mass) social mobilisation which was first introduced in Bangladesh in the late 1980s by the government and UNICEF to mobilise national attention on the very low and poor levels of sanitation across the country and motivate action by all levels of society to improve it (IRC, undated).
This single intervention approach is also often referred to as social marketing, which is defined by Weinrich (1999) as “the use of commercial marketing techniques to promote the adoption of behaviour that will improve the health or well-being of the target audience or of society as a whole”.  The two major hygiene related social marketing interventions in use are handwashing (with soap) and household water treatment and safe storage
.  
Social marketing of handwashing was first used in Africa in three projects in the mid-1990s
; and also in the Central American Handwashing for Diarrheal Disease Prevention Program
.  These projects achieved significant success and, in 2001, building on the knowledge gained from them, the Public Private Partnership for Handwashing (PPPHW) approach was developed.  The target of the approach is those most at risk (mothers, children and the poor) across the whole population.   A Global Partnership has since been established to coordinate handwashing initiatives worldwide.  

Single intervention type messages have also been promoted using a community-wide approach, particularly in the sanitation sub-sector (the relatively new Community–Led Total Sanitation (CLTS) approach has been the focus of many interventions in Asia,  as an effective way to stop open-defecation) but the approach has been little used in the hygiene sub-sector.

Hygiene and behaviour change approaches in South Asia

Whether it is better to focus on one message or take a holistic approach is one of the key questions in the hygiene sub-sector.  A mapping of the hygiene papers presented for the workshop indicates that both strategies are being deployed in South Asian.  Four of the papers focus on a single approach – three on handwashing and one on menstrual hygiene (see Fernandes, 2009) while the other 13 describe projects that favour a multiple message or holistic approach.  Table 2 shows the papers, their country of origin and focus.  The approaches are predominantly small-scale and rural, although some also address urban populations.  Only one paper, by Das et al, specifically focuses on urban slums.
A review of hygiene and sanitation approaches currently being undertaken for the WSSCC (Peal et al, forthcoming) reveals further information about approaches in South Asia.  The review suggests that participatory techniques are popular and well-used.  Ahmed, 2008 in IRC, 2008 comments that PHAST-type techniques have been integrated into various hygiene promotion approaches in South Asia, in particular in Bangladesh by CARE (using the SAFER approach), WaterAid (using the IPE approach) and UNICEF (SHEWA-B) – these are all participatory approaches that address more than one hygiene-behaviour..  Many

	Table 2 - Summary of papers received for hygiene workshop

	Author(s)
	Paper title
	Country focus
	Focus – singular intervention or multiple
	Rural/ urban
	Size of project
	Pilot/ expanding/ at scale
	Cost

	Ahmed &  Begum
	Handwashing practice in ASEH Project Area: A study for impact monitoring
	Bangladesh
	Multiple 
	Both
	Not known
	Not known
	Not known

	Capistrano
	A Study on Personal and Home Hygiene in Flood Prone Communities
	Philippines
	Multiple 
	Rural
	Not known
	Not known
	Not known

	Collett
	Thirty-five years of searching for answers to Rural Sanitation and Hygiene in Bhutan
	Bhutan
	Multiple
	Rural
	Not known
	Expanding
	Not known

	Danquah
	Measuring hand washing behaviour: methodological and validity issues
	Bangladesh
	Multiple 
	Rural
	18 million people
	At scale
	Not known

	Das et al
	Participatory Community Hygiene Education in Dhaka Slums:DSK experience
	Bangladesh
	Multiple 
	Urban
	Not known
	Not known
	Not known

	Devine
	Beyond Tippy-Taps: The Role of Enabling Products Role in Scaling Up and Sustaining Handwashing
	Vietnam
	Singular - handwashing
	Rural
	1.8 million people
	At scale
	Not known

	Fernandes
	Experiences from villages in the states of Madhya Pradesh and Chhattisgarh
	India
	Singular – menstrual hygiene
	Rural
	Not known
	Not known
	US$ 2,700 per SNPU1

	Gautam  et al
	Stages of hygiene monitoring: An operational experience from Nepal
	Nepal
	Multiple 
	Both
	Not known
	Not known
	Not known

	Kabir et al


	Contributions of Village WASH Committee in breaking the cycle of unhygienic behaviours 
	Bangladesh


	Multiple 
	Rural
	37 million people
	At scale
	Not known

	Kabir et al
	The Role of Imams and different Institution in Hygiene Promotion of BRAC WASH Programme.  
	Bangladesh
	Multiple 
	Rural
	37 million people
	At scale
	Not known

	Khisro & Rahman


	Assessing and Addressing Hygiene Issues of Internally Displaced Persons of Swat, Buner & Dir
	Pakistan
	Multiple 
	Rural
	Not known
	Not known
	Not known

	Krukkert et al
	Hygiene promotion for men - Challenges and experiences from Nepal
	Nepal
	Multiple -  focus on men
	Rural
	Not known
	Ongoing three year project
	Not known

	Nath et al
	Study on Perception and Practice of Hygiene and impact on health in India
	India 
	Multiple – 
	Rural
	Not known
	Not known
	Not known

	Nguyen
	Designing Evidence-based Communications Programs to Promote Handwashing with Soap in Vietnam
	Vietnam
	Singular - handwashing
	Rural
	1.8 million people
	At scale
	Not known

	Qutub et al
	Who is Responsible for Soap in Pakistani School Toilets?
	Pakistan
	Multiple
	Urban schools
	38 schools
	Pilot
	Not known

	Riaz & Khan
	Beyond traditional KAP surveys 
	Pakistan
	Multiple
	Rural
	Not known
	Expanding
	Not known

	Shabnam
	The Practice of Handwashing
	Bangladesh
	Singular - handwashing
	Rural
	1.5 million people
	At scale
	Not known


Note: 1 Cost described as US2,700 per Sanitary Napkin Production Unit

other NGOs were inspired by the work of Lyra Srinivasan and the PROWESS group in the early 1980s and 1990s (Srinivasan, 1990 and PROWESS/RWSG, 1995) and subsequently developed their own participatory programmes based on training courses and experience gained from working alongside PROWESS.  Notable projects in this workshop that describe or discuss participatory approaches and that have a multiple message approach include the BRAC WASH Project (both papers by Kabir et al), WaterAid Bangladesh’s Advancing Sustainable Environmental Health Project (Ahmed and Begum); UNICEF’s SHEWA-B (by Danquah), DSK WASH (by Das et al), WaterAid Nepal’s WASH Improvement Programme (by Gautam), the Child-to-Child approach used in Pakistan (by Riaz and Khan), the Assistance to Vulnerable Groups and Communities Most Affected by the Internal Conflict project, Nepal (by Krukkert et al), and the Integrated Rural Support Programme for IDPs in Pakistan (by Khisro and Rahman).
A review of recent published literature reveals that projects focusing on handwashing projects alone are also not uncommon in South Asia; recent papers by Luby et al, 2009 and by Curtis et al, 2009 indicate the progress being made (and some difficulties faced) by handwashing initiatives in Pakistan and India respectively.  Curtis et al found that handwashing with soap (HWWS) in India (and ten other developing countries) is rare and describe how formative research has concluded that there is a need for strategies that create social norms and highlight the disgust of dirty hands whilst teaching children that HWWS is good manners.  The initiative is new and is now addressing the next step – how to implement the strategies effectively.  In Pakistan Luby et al report that “households that received free soap and handwashing promotion for 9 months reported 53% less diarrhoea than controls”.  However, although intervention households showed better handwashing technique after two years than the ‘without intervention households’, their soap purchases and diarrhoea experience was not significantly different from the control households experience.

The issue of availability of soap and other hygiene related products is also an important subject and approaches have been developed in South Asia to not only change behaviours but also to create demand for hygiene products.  Fernandes in her paper for this workshop describes how a singular focus on improving menstrual hygiene care for women in Madhya Pradesh, India has improved not only women’s health in the region but it has also empowered a self help group who make and sell sanitary pads.

Promoting soap use (or a low-cost replacement) with handwashing is seen by many as the key hygiene intervention.  Aiello et al, 2008 estimated that handwashing with soap (combined with education) could produce a 39% reduction in gastro-intestinal illness.  Other studies have looked at the efficacy of low-cost soap replacements like ash and mud instead of soap.  Bloomfield and Nath, 2009 found (with rather limited data) that there is evidence to suggest that “soil and ash are effective in reducing contamination on hands and are more effective than using water alone, but may be less effective than handwashing with soap”.  
Improving access to and use of soap is the focus of probably the largest global movement in the sub-sector.  The Global PPPHW (already referred to above) which aims to implement large scale handwashing interventions creates partnerships between commercial organisations governments and NGOs.  It is active in Nepal and India.  A significant annual event organised by the Global Partnership is Global Handwashing Day held on 15th October each year.  In 2008, the first-ever Global Handwashing Day saw more than 120 million children around the world washing their hands with soap in more than 70 countries across five continents.

Another well-known approach that has been tried is the use of SaniMarts.  These are shops located in a market or bazaar where all materials for building, maintaining and using a latrine can be purchased at affordable prices; the approach was first tested in India in the late 1980s and early 1990s..  Whilst the focus is on improving sanitation, other hygiene related goods like sanitary napkins, shampoos and soap are also available.  The approach was successfully piloted in West Bengal and has since has been used in Bangladesh and Nepal.  However, Peal et al (forthcoming) found that there is little published literature to indicate how successful they have been and it is understood that the approach is not currently being promoted by any government or donor.

Although the focus is mainly on sanitation, the significant impact made by Sulabh International Social Service Organisation’s approach to delivering services for the poor in India is worth noting.  Sulabh has been instrumental in the construction of over one million household toilets and more than 7,500 pay-and-use community toilet blocks, 190 human-excreta-based biogas plants and has made 640 towns scavenging-free.  The sanitation facilities created by Sulabh are used by over 10 million people (mainly from the poor and low-income sections of society) every day (Sulabh website).  Interest in the Sulabh approach has been expressed outside of India, Kothandaraman and Vishwanathan (2007) report that Sulabh has already constructed and is maintaining public toilets in Afghanistan and Bhutan whilst institutions in many African countries are also keen to engage Sulabh’s services.

The implementation of projects and programmes using these approaches has highlighted many of the challenges faced by hygiene practitioners in South Asia.  The next section discusses these issues in more depth.

Challenges in the hygiene sub-sector in South Asia

Political will

Political will refers to the degree to which political leaders and decision makers are willing to challenge the status quo.  Where it exists, support is given to good policies and good policy-making processes by politicians, government officials, and representatives of influential organizations. This support can be given in a number of ways, including:  providing resources to develop and implement hygiene-related policies, making public statements, passing legislation, establishing dedicated institutions and allocating sufficient public money for the task.  Political will for hygiene is indicated by expressions of concern for hygiene needs, advocacy for policy change, government resources for implementation and an interest in reaching the underserved. More often than not this support is lacking.  

Representatives of the various South Asian governments may have ratified the Delhi Declaration of SACOSAN III in 2008
 but few steps have been taken to follow-up this commitment.  

Political instability

The South Asian region has more than its fair share of political problems.  An unstable political climate makes it very difficult for practitioners to implement development programmes. At one end of the scale, lengthy election procedures can slow down decision making and frequent changes in government may lead to changes in policy which can also hinder or halt disbursement of funds for development.  At the other end of the scale, civil disturbance and/or frequent terrorist attacks mean that organisations may have to consider the health and safety of their staff and stop work in a particular region altogether.  Such issues are a major concern in Afghanistan, north-west Pakistan, Nepal, parts of Sri Lanka until recently and north-east India where travel restrictions and temporary but often lengthy closures of schools, government offices and businesses make the smooth running of development projects extremely challenging.

The paper by Khisro and Rahman for this workshop on the hygiene issues of internally displaced persons (IDPs) living in Swat, Pakistan highlights another consequence of political instability – the huge number of refugees living in camps in the region who have a very limited opportunity or the ability to practice hygienic behaviours.  Khisro and Rahman suggest that there are currently in excess of two million IDPs in the Swat valley region alone.

Institutional arrangements

Hygiene is often mandated with an inappropriate institution and included in development projects run by departments with little or no experience of hygiene issues.  It generally falls into one of two government departments – a public health engineering department where it is cast as the poor relation of water and even sanitation improvements and so receives little dedicated attention; or in a health department where it again comes low down the priority list falling in behind high-profile curative health initiatives and more ‘immediate’ primary health care concerns.  
Good hygiene (and sanitation) programmes can have a positive impact on institutional arrangements and can help to improve the institutions themselves.  Krukkert et al in their paper for this workshop, describe how changes made to a hygiene promotion programme in Nepal overcame some of the barriers that were being faced and how the changes have enabled the field staff to carry out their work more effectively.
Dedicated hygiene departments are rare but the initiative taken by the Bangladeshi government in setting up the Sanitation Secretariat shows an encouraging commitment to hygiene improvement.  Hygiene is included as an important part of their agreed sanitation strategy’s eleven principles to meet the goal of 100% sanitation by 2010 (GoB, 2006). Tabulated progress reports on regional progress in hygiene will soon be available on-line for the entire country. 

Financial transparency

In 2006 Cairncross and Valdmanis commented that there was “lamentably little reliable evidence on the cost or the effectiveness of interventions to change hygiene behaviour” - four years later the situation is much the same and the reality is that most stakeholders do not know how much their interventions actually cost and will cost in the future.  Indeed recent research into hygiene (and sanitation) promotion approaches used world-wide over the last forty years found extensive literature on each approach but very little published data on the costs of implementing them (Peal et al, forthcoming).  Furthermore, none of the papers submitted for the workshop discuss how much their intervention actually cost (see Table 2).  Even the costs of implementing very well-known approaches such as PHAST (Participatory Hygiene and Sanitation Transformation) are difficult to ascertain.  Obtaining data on how much is allocated specifically for hygiene (or hygiene promotion) by local, regional or even national governments is equally challenging.

This is partly because project evaluations rarely include a thorough evaluation of costs, staff rarely spend time disaggregating costs with the result that it is impossible to tell how much has been spent on each component.  The “add-on” nature of hygiene promotion to a WASH programme means that frequently it does not have a dedicated budget line.  The hygiene promotion costs often get wrapped up and included with sanitation promotion and even engineering and hardware costs, which by their very nature are easier to quantify. 

The question of who pays for hygiene improvement programmes and how much do they cost is bound up with the question of institutional responsibility.  Both are major challenges for the sub-sector in South Asia.  

Cultural differences and context

In a paper for this workshop, Capistrano identifies that flood-prone communities in the Philippines
 have adopted personal and home hygiene practices that are related to the difficult environmental circumstances in which they live; their practices are often borne out of necessity.  This experience emphasises the importance of building upon local practices to ensure that hygiene programmes are context-specific.
In order to be successful hygiene programmes need to be well-designed to allow practitioners to facilitate changes that are appropriate and sensitive to cultural differences arising from gender, ethnicity, beliefs and customs as well as the different attitudes held by those living in urban and rural locations and wider environmental factors.  This is challenging for practitioners in South Asia as the region is characterised by many nationalities and ethnicities with distinct cultural identities, a large number of religions and very strong traditions established over thousands of years.  

Natural Disasters

The tsunami that struck Sri Lanka and the Maldives in 2004; the earthquakes in Pakistan in 2008 and 2005 and in India in 2001; and the flooding in India, Nepal, Bhutan and Bangladesh in 2007 are examples of recent catastrophic events that stretched the resources of governments, aid-agencies and NGOs alike.  These natural disasters halted not only hygiene programmes but development work across all sectors as displaced people focused on shelter and survival issues, in a way that is not dissimilar to the effects of war and conflict described above. 

There is now general consensus that climate change will lead to an increase in the likelihood of floods occurring, low-lying coastal areas of Bangladesh are considered to be particularly vulnerable (World Bank, 2008).  Whilst a full discussion of climate change is beyond the scope of this paper or workshop, and given that there is little that any stakeholders in the sector can do to prevent such occurrences, it is important to emphasise that once a disaster has occurred the challenge falls upon hygiene practitioners to aid the recovery process and instigate hygiene programmes which limit the impact on health.  As a starting point, practitioners can learn from experience with supporting IDPs in other emergency situations as described by Khisro and Rahman in their paper for this workshop and by the Government of the Maldives following the 2004 tsunami, see the box below.
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Promising approaches for scaling up 

There are relatively few at-scale hygiene promotion initiatives in South Asia (or even worldwide) and the papers presented for the workshop highlight this problem.  Most of the initiatives described have been implemented effectively and have led to significant improvements of the lives of the targeted population but the targets are relatively small when compared to the region as a whole and the scale of the problem.  Table 2 shows that only four at-scale approaches, projects or programmes are described
.  However, the challenge for the sector is how to roll-out these smaller initiatives to a wider audience.  Some important initiatives in South Asia are identified below which are part of the debate on how to fill this gap but they also highlight another challenge, the bias in the region towards sanitation promotion in rural areas.

The Public Private Partnership for Handwashing with Soap has already been fully described and its strengths identified earlier in the paper.  It is working at scale in over 20 countries with the support of the host government in each country.  However, there are concerns about its effectiveness and “the approach has not proven to be as resilient as anticipated, and most of the countries have evolved in different directions” (Paynter, 2009).

A relatively new approach, the Global Scaling Up Handwashing Project is described by Nguyen and by Devine in their separate papers for this workshop.  Since 2006 the Vietnam Ministry of Health and the Vietnam Women’s Union, with support from the World Bank’s Water and Sanitation Program, have been carrying out an evidence-based, comprehensive behaviour change communications programme to promote handwashing with soap among women aged 15-49 and schoolchildren aged 6-10 throughout Vietnam.  The project aims to test whether innovative approaches can generate large-scale and sustained increases in handwashing with soap at critical times.  The programme has reached over 1.8 million people in the first phase, with a target of 30 million to be reached in phase 2.  Whilst the focus countries of the Scaling Up Project (Peru, Senegal, Tanzania, and Vietnam) are all outside the South Asia region the results will be worth noting for all regions – there are no outcomes or impacts to report to date.  Nguyen adds that an end line impact evaluation is planned for the end of 2010.  

The Indian government’s Total Sanitation Campaign (TSC) has been implemented at scale throughout rural India.  The focus has been on increasing sanitation coverage but in theory it also aims to “promote hygiene education and sanitary habits among students” (GoI, 2007).  However, the country report for SACOSAN III by the Government of India (GoI, 2009) concluded that “an area for improvement in the next five years …. includes more focus on hygiene promotion”.  The report adds that “the Government of India regret that too much emphasis on financial incentives and a weak verification system has distorted the process and undermined the behaviour change process; in this environment it is difficult to anticipate that sustained hygiene behaviour change in TSC villages will persist”.

The Community-Led Total Sanitation (CLTS) approach and its concepts of community shame/disgust/pride have proven to be a powerful influence in triggering widespread behaviour change to eliminate open defecation in rural Bangladesh.  However, since it is a relatively new approach there is still little evidence to confirm that it results in sustained usage over the long term; similarly the impacts on health remain largely unknown (Peal et al, forthcoming).  Significantly, handwashing with soap (or other hygiene interventions) has been neglected in favour of a singular focus on the safe disposal of faeces and it remains to be seen whether the approach could be or will be adapted to influence handwashing behaviours.  It is also largely untested in urban areas in South Asia. 

Issues for Discussion

How to scale up hygiene approaches, projects and programmes is clearly an area where the sector needs to concentrate its efforts.  This and other emerging issues are discussed below; the list is clearly not exhaustive but is presented here as a starting point to generate debate about the issues and what can be done to solve them:

Time for a focus on Hygiene

As Bangladesh and parts of India have eliminated open-defecation (sic) what are the opportunities for a focus on hygiene?  The at-scale TSC in India and CLTS initiatives in Bangladesh have been successful but with little attention to hygiene behaviours – could this now be addressed in a similar manner and could it then be scaled up and used in other countries?

Cost effectiveness  

Only one of the papers (Fernandes, 2009) submitted for the workshop discuss how much their intervention actually cost.  This problem is not limited to South Asia - there is little available data on the costs of implementing hygiene promotion in any region worldwide.  The IRC initiative WASHCost (2008) is addressing just this issue but it is important to bring it higher up the agenda because although hygiene promotion appears very cost-effective (and this is often cited as one of its strengths) there is very little published evidence to support the claim.

Linkage to education   

Children learn some of their most important hygiene skills at school, and for many this is where they are introduced to hygiene practices that may not be promoted or possible in the home.  It is generally agreed that children can be effective messengers and agents for change in their families and the wider community. (Adams et al, 2009) and when linked with appropriate sanitation infrastructure, hygiene promotion can be used to prevent premature drop-out of girls from the education system (see Shordt et al, 2008 and Shabnam, for this workshop).  Therefore, engagement with schools is often seen as an essential programme linkage.  

However, securing this linkage can be challenging because, for example, within the state education system in each country the Ministry of Education is in charge of schools, but the provision of school water supply and sanitation facilities may well be the responsibility of a different ministry.  Ensuring the construction of appropriate facilities that will increase rather than restrict the promotion of improved hygiene behaviours has proved difficult and although the logical arguments are compelling there is limited evidence of effectiveness.  This issue is highlighted in the paper by Qutub et al for this workshop.  Their study found that in a survey of school children and teachers in 50 schools in Pakistan hygiene knowledge is common but that they are unable to practice good hygiene behaviours in school because the school facilities are not well-managed.  In order to be successful a school hygiene programme requires a high level of advocacy as well as coordination and collaboration between the various ministries, teachers, children, school administrators and other stakeholders – this is a complex challenge. 

Linkage to water supply  

Should hygiene promotion programmes be implemented as stand-alone initiatives or integrated with water supply and/or sanitation programmes?  The increasing trend is for them to be independent which is beneficial as they require different skills, time-frames and activities.  Nevertheless, ensuring that a water supply is in place first has clear benefits from a behavioural point of view, particularly as water is typically a higher priority than hygiene (or sanitation) amongst households.  For instance, in Benin, west Africa, the rural hygiene and sanitation programme prioritizes villages that have improved water supplies (Jenkins et al, 2009) while in India, Nath et al (2009) conclude in their workshop paper that “to optimize health benefits from community water supply and sanitation, the hygiene behaviour issues should be integrated with the programmes undertaken by the national governments for provision of water supply and sanitation hardware.”

Linkage to government   

The primary responsibility for initiating improved hygiene behaviours lies with individuals but if community-wide sustained change it is the goal then it is governments who are best placed to influence the behaviour of the individuals.  Involvement of NGOs at the local or grass roots level is of course essential as they are the experts in carrying out activities that are sensitive to the local context but their programmes need linkage to and support from government if the result is going to be more than just pockets of isolated improvements.

Close coordination and collaboration with government ministries will ensure that ownership of a programme or project can be handed over on completion.  Where a project has been implemented through an NGO it is vital that close-coupled linkage has been made with all stakeholders so that the changes in behaviour can be sustained in the long-term.  Volunteer health-workers will need support from, for instance government health workers, to enable this to occur. 

Linkage to religious institutions

Kabir et al (2), reporting on the BRAC Project in Bangladesh in a paper for this workshop, found that “the involvement of religious institutions to promote hygiene messages for the respective community appears to be effective as they are influential in that community”.  Kabir et al add that “in particular the involvement of imams for hygiene promotion has been very positive” and that “women in the community claim that this has helped to convince their husband to invest in latrines”.
Identifying suitable channels to communicate messages is an important part of all hygiene promotion programmes and should not be neglected.  Riaz and Khan in their paper for this workshop highlight this point and conclude that “standarised hygiene promotion campaigns are less effective as these are often developed in isolation from consideration of local pre-disposing and enabling factors”.
Menstrual hygiene management 

Fernandes in her paper for this workshop describes the impact that good positive menstrual hygiene management can have to beneficiaries.  Even though menstrual hygiene and the needs and concerns of women are included in the Delhi Declaration of SACOSAN III, they are all too often neglected or attached as an add-on to approaches.  Increasing their profile and raising awareness and knowledge of the subject would enable more positive and robust action to be taken.

Converting knowledge into practice

There is plenty of evidence within the sector to show that hygiene promotion programmes have been successful at raising the level of knowledge in target communities about the importance of good hygiene behaviours.  However, there is growing concern that this knowledge is not being put into practice.  Three papers for the workshop highlight this issue very clearly; in Bangladesh, Danquah found that in a study of 1,000 households reported knowledge was high in comparison with observed practices (90% of female care-givers identified before eating and after defecation as important times for hand washing but only 38% were observed using soap two-thirds or more of the time) and concludes that self-reporting of hand-washing measures is subject to over-reporting.  While Collett reports that a survey of households in rural Bhutan found that over 90% of the respondents “could give one or more answers about critical moments to wash their hands, but only 21.5% of households were observed to have a hand-washing place in or nearby the toilet”.  Ahmed and Begum found similarly high levels of knowledge in a survey of handwashing practices on Bangladesh WaterAid’s ASEH project and conclude in their paper that the challenge for the sector is how to convert this high level knowledge into the same levels of practice that people maintain over the long-term.  This is indeed the challenge, not only in South Asia but also in Africa and worldwide.
Common elements for success  

Participation and ensuring that programmes are context-specific and tailored to the needs of the targeted group are already identified as pre-requisites for success but beyond these are there other common elements that can be shared?  Can we build up a shortlist (or longlist) of bottom line requirements that can be replicated and that will save ‘reinventing the wheel’ each time?  Some of these elements could for instance include the subjects discussed below:

Champions  
Experience from successful at scale projects indicates that it is extremely important to have a ‘champion of hygiene’; Bibby and Knapp, 2007 and Ahmed, 2009 emphasise the importance played by effective, strong leaders in Ethiopia and Bangladesh respectively.  The challenge is, where there is no champion, how do you identify and/or create one or is there perhaps an alternative to having a champion?

Single vs multiple behaviours  
Jenkins et al (2009) suggests that although limited, there is evidence to suggest that targeting a single behaviour change (such as handwashing - PPPHWS) may be more beneficial (and easier to accomplish) than a multi-behaviour change approach like PHAST or Community Health Clubs used in Africa.  There is evidence that multi-behaviour change approaches are being successfully deployed in South Asia and worldwide but there is concern that some approaches address too many issues.  This dilutes the effectiveness of the intervention and can lead to failure – low uptake of important hygiene behaviours or to change being only temporary.  The question is, in order to avoid over-dilution, what is the maximum number of hygiene messages or interventions that multi-hygiene behaviour change approaches should address?
Training of outreach staff and volunteers  
Highly dedicated and trained outreach staff and an extensive network of trained community volunteers are often cited as common elements of successful projects.  For example, the work of the Programme Assistants and the Village Water Committees established and trained on the BRAC WASH project are described by Kabir et al (1) in a paper for this workshop as “key drivers in ensuring a positive outcome” of the project in Bangladesh.  Hygiene promotion relies on eliciting the participation of all groups – men, women, children, the elderly, abled and disabled – appropriate training of paid outreach workers and volunteers is vital to ensure that the participation of these groups.  Krukkert et al in their paper for this workshop describe how hygiene promotion in Nepal was tailored to focus on men.  Specific training was given to field staff to enable them to ‘reach’ men and an 11 step strategy was developed to improve the field work.  Identifying such needs is a crucial element of success.  Close supervision of the trained community volunteers by project field staff will enable the volunteers to deal with the plethora of context specific problems that occur in hygiene promotion programmes and facilitate a change in behaviours that have more chance of being sustained in the long-term.  

However, a scaled-up programme requires field-worker training on a large-scale too, in order to do this we need to know what are the best strategies for rolling out training at sufficient scale without compromising on quality? 

Monitoring
The paper by Ahmed and Begum for this workshop on the Advancing Sustainable Environmental Health project of WaterAid Bangladesh illustrate how useful monitoring can be (at base line, mid-term and end line) to assess levels of knowledge and practice.  Monitoring of the different stages of a hygiene promotion programme is imperative in order to understand its effectiveness.  Confounding variables and the tendency for interviewees to over-report changes in their behaviour both contribute to making hygiene promotion monitoring more challenging than in the other sub-sectors; it requires careful design from rapid assessment right through to long-term sustainability monitoring.  Indeed, the paper by Gautam et al for this workshop advocate monitoring as the only evidence-based means to show the attributable contribution from WASH for reducing associated diseases and improving health status; they report on a successful monitoring system employed by WaterAid Nepal and conclude that systematic monitoring at all stages is imperative and that the “indicators applied from baseline to impact assessment should be consistent and coherent”.  Their work adds to the evidence that a robust and fully supported monitoring programme with appropriate linkage to government, and which takes into account the local context within which it is developed, will contribute greatly to ensuring that hygiene behaviours are sustained in the long-term.  

Such work is invaluable but are there agreed ‘norms’ for a monitoring system that could be applied universally both to programmes at scale and to stand-alone initiatives?  If not, could a consensus be reached to establish a system that would focus more strongly on outcomes and impact so as to provide better evidence of effectiveness?  This would of course come at a cost and it is important to be clear about how much good monitoring costs and, just as significantly, how donors and governments can be persuaded to pay for it? 
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Notes



Maldives recovery after the 2004 tsunami 





When the tsunami struck the Maldives on the morning of December 26, 2004 it directly affected one-third of the island nation’s population of 300,000. All but nine of the 200 inhabited islands were partially or completely flooded, claiming 82 lives, leaving 12,000 people homeless, damaging the already weak sanitation systems and introducing salt water into the groundwater.  


The Government of the Maldives in partnership with United Nations agencies and the International Federation of the Red Cross immediately responded and, amongst other initiatives, provided safe water for tsunami-affected people through 200 large community water tanks.  While on the atolls of Kaafu, Dhaalu, Gaafu Alifu and Gaafu Dhaalu a sanitation and hygiene programme was implemented to:


reach more than 5,000 people with messages on hygiene promotion;


train volunteers to identify hygiene problems and environmental health issues in their communities and organise community-driven projects to address the problems;


improve the sanitation facilities for more than 850 households (one of many hardware components); and


build local capacity to sustain these sanitation improvements by training local residents to operate and maintain the new systems and forming local hygiene and sanitation committees.


Source:  American Red Cross, 2009�








� There being no MDG specifically for hygiene, MDG 4 is commonly acknowledged by hygiene practitioners as being the most relevant to the sub-sector and of providing a robust indicator of progress. The target is to reduce under-five deaths worldwide from 93 in 1,000 children to 31 in 1,000 children by 2015.





� The term “sanitation” (and also “environmental sanitation”) is often used more broadly to include foul- and surface-water drainage; solid waste management, hazardous waste management etc.  These aspects of sanitation are important, but less relevant to our discussion than management of human excreta.





� Figure 1 uses the unit DALY (Disability Adjusted Life Year).  This is the quantitative indicator of burden of disease that reflects the total amount of healthy life lost, whether from premature mortality or some degree of disability during a period of time.





� The workshop also benefited from the sharing of papers from other regions, including practitioners from the Philippines and Vietnam.





� To access the reports and other information go to the Joint Monitoring Programme website at: �HYPERLINK "http://www.wssinfo.org/en/welcome.html"�http://www.wssinfo.org/en/welcome.html�  (Accessed December, 2009)





� The MOA framework has recently been developed by the WSP into a programming framework to enable understanding of existing behaviour and for designing new hygiene (and sanitation) behaviour change programmes (see Devine, 2009a and 2009b).   For further in-depth discussions on hygiene behaviour change theories, see Curtis et al 2009, Bloomfield et al, 2009, Shordt and Cairncross, 2004 and Appleton and van Wijk, 2003.





� For more information on PHAST see Sawyer et al, 1998 and for more information on CHCs refer to Waterkeyn and Cairncross, 2005.  





� Household water treatment and safe storage should also be considered as a social marketing intervention but it is such a large subject it is beyond the scope of this workshop.  For further information go to the WHO website on Household Water and Safe Storage, available at: �HYPERLINK "http://www.who.int/household_water/en/"�http://www.who.int/household_water/en/�  Accessed December, 2009.





� For more information see Sidibe and Curtis, 2002 and Jenkins et al, 2009.





� This was implemented by BASICS and is described in Saade et al, 2001.





� Paragraph 4i. of the Delhi Declaration agreed at SACOSAN III states that: “The special attention needs of women (e.g. menstrual hygiene management) will be integrated in planning, implementation, monitoring and measurement of program outcomes.  The key role of women in managing sanitation and hygiene in community settings will be enhanced.”  (SACOSAN, 2008).





� Whilst the Philippines is not in the South Asia region the content of this paper submitted for the workshop is very relevant to the subjects under discussion.





� Table 2 shows six papers but Devine and Nguyen refer to the same project and both the Kabir et al papers refer to the same project.











Keywords


South Asia, hygiene promotion, progress, challenges, scaling up, sectoral linkages, cost-effectiveness, training, monitoring, menstrual hygiene management

















Contact details





Name of Principal Author  Andy Peal


Address  1 The Mallards, 


Chester Rd, 


Macclesfield SK11 8PT, 


United Kingdom


Tel: +44 (0)1625 263363


Fax:


Email: andy.peal@ntlworld.com


www: 	


�
Name of Second Author


Address


Tel: 


Fax:


Email: 


www: �
�
	

















4
1

