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A Word from the President

Hello and greetings from the city of Victoria onné@uver Island in Canada where Fall is certainly in
the air. Forecasters are predicting one of theesblaiinters in decades, which should probably match
nicely with the summer just past!

In September, the Council of the IFEH met in Bhigonesia. Unfortunately, | was unable to attend.
My grateful thanks go to Dr. Peter Davey, IFEH Rfest-Elect for chairing the meeting in my
absence and for his work in assisting with the plag, coordination and agenda development for the
event. | would also like to recognise and thank oolteagues from the Indonesia Environmental
Health Specialists Association (IEHSA) for kindlpdting the meeting and making such excellent
arrangements.

| am particularly pleased that the Council meetiogcided with the launch of the first Internatibna
Summit of Environmental Health students, which tptdce at Udayana University in Kuta, Bali. This
summit was extremely successful and has now laddbndation for establishing a global federation
of environmental health student associations. Maayks to those persons who helped organise this
outstanding event. Further information on both ¢vénavailable in the IFEH October Newsletter and
on our web site.

Another first was the inaugural World Environmentdéalth Day, which was proclaimed and
celebrated in Bali and will be held annually ont26eptember.

Congratulations to the our colleagues in the USKRe- National Environmental Health Association (
NEHA), who were successful in their bid to Counwil host the IFEH 13th World Congress on
Environmental Health in 2014. While the venueti ® be decided, the Congress theme will be
'‘Environmental Health - Many Countries, One Comrtyini

Another development at the Council meeting was elextion of Rod House from the Royal
Environmental Health Institute of Scotland (REHES) the Honorary Secretary replacing Ray Ellard
of the Environmental Health Officers Associatioreldnd who stepped down after five years in the
position. | would like to thank Ray for his dedicet to the Federation over the years and look fadwa



to his continued input at Council meetings. We $&thamever forget that these positions are voluntary
and require hours of commitment, time away fromikarand other job related activities. We look
forward to working with Rod and will miss Ray's kmedge, wisdom and expertise on the Board of
Directors. Thank you Ray!

As most know, numerous environmental health prograsmhave not escaped the global economic
slowdown. With shrinking budgets and dwindling nese@s environmental health programmes have to
compete as never before. We in environmental héaltte always understood the terminology 'doing
more with less' as our work programmes which aesgntative in nature seldom can compete head-
on with those of many other allied health profesals whose programmes are seen as essential
primary care. Perhaps we once again need to 'lbokddhings in new ways'. Is today's geo-economic
climate a challenge or an opportunity, or perhagd

Many programmes have to compete directly with Haspprogrammes, other ministerial or
government programmes and in some instances th®mptofit sector. There is no one size fits all
approach to placing environmental health on a highedestal. However, there does exist an
opportunity to be ahead of the curve by working gerand not harder.

Generally speaking, environmental health has alwhgen a leader in data capture, either
electronically or manually. We have reams of dat torrelate to various premises hazard ratings,
instances of communicable disease, sustainahilticators, smoking prevalence, etc.

Yet for all this, we still tend to lag behind owlleagues. To paraphrase a more famous editoiNais-"
Virginia, the data does tell a story"; but can vettér articulate this information to stem the tafe
reductions? | for one believe we can.

How many environmental health programmes use a "BMAapproach to either their business or
strategic plans? SMART as most know is the acrorfgm Strategic, Measureable, Actionable,
Relevant and Timely. How many environmental heplingrammes use either a quality assurance or
quality improvement approach? Hospitals use theseegses rather effectively. We in environmental
health need to take a page from our colleague& ibawe are to acquire the funds and resources on a
go forward basis. How many of us actually set t@rdge reduce hazards or minimize risk to the
public? How many programmes work directly with istty to effect change? How many
organizations use a "LEAN" approach to maximizingstomer value? How many environmental
health leaders, directors and managers have actak#n the time to determine who their primary and
secondary customers are? If we understand bettet wi do, then it seems we are better positioned
for success.

Perhaps it is time to take the high road in somé&hist Time to turn our data into something more
meaningful and powerful that speaks volumes of dieelication and work environmental health
professionals do on a day-to-day basis. Time t@lerour data and transform that information into a
transparent, strategic action plan that cannot ¢peored by key decision makers. Today's
environmental health leader must utilize an accahiity framework that encompasses clear
objectives, effective strategies, aligned managémsgsiems, performance management and reporting,
and real consequences. We must be prepared to mtieviollowing questions...what did we know,
when did we know it and what did we do about wé are to advance environmental health?



No one ever said it would be easy, however the dppidy is here and it is ours to take. Carpe diem!
Seize the day! We in environmental health need&resin information better and improve knowledge
transfer if we are attract the necessary fundirgrasources.

In closing, | look forward to meeting with you ina in Vilnius, Lithuania at the IFEH 12th World
Congress on Environmental Health. Registratiomas available on-line and | would encourage
attendees to visit the website and register early.

Continued best wishes to one and all.

P

Robert W Bradbury, President



Editorial

Hadrian Bonello

This is my last editorial for Environment & Healifternational (E&HI) after three years and 6 issues
Regrettably | am unable to dedicate quality timelk&H’s magazine. It has been a wonderful
experience taking care of this prestigious pullcatind in itself it was truly a challenging one as
well.

I must thank some people for their kind assistararaely Mike Halls for his proof reading, Henning
Hansen for his patience, Bernard Forteath for bislance and advice and Ray Ellard for his wise
suggestions and also for keeping in line! Last bot least | must thank all those persons who
contributed material for the 6 issues because wittteem nothing would have been done. At first |
thought it was not going to be easy to get artiibesach issue but the constant flow of matehat t
was coming in was unbelievable. In fact this issua rather longer one than the previous editibns.
had promised everyone that | would include thdickrin a following edition so everything had to g
into this last one. There are quite a number dedkht articles which will be of interest to evengo
including stakeholders.

Of particular interest are the articles coming fréffrica namely how the African Academy for

Environmental Health has evolved and its futuree @hicle ‘Developments in Environmental Health
Education and Professional Practise in Malawi’ Isoavery interesting. IFEH also welcomes Rod
House as the new Honorary Secretary who has takenfmm the never tiring Ray Ellard. The 2011
IFEH Council and Annual General Meeting was hel®ali, Indonesia in September. This coincided
with the International Summit of Environmental Heahnd IFEH members were actively involved
giving presentation.

2012 is now with us and | am sure this year willameexciting one for the Federation namely because
of the forthcoming IFEH World Congress which is doebe held in Vilnius, Lithuania. | wish both
IFEH and the organising committee all the sucdesyg truly deserve.



IFEH Report from Bali

Bernard Forteath, Honorary Public Relations Offi¢EEH

The 2011 IFEH Council and Annual General Meetirmgsktplace on the 25 and 26 September and
were held in Bali, Indonesia. Bali is located ie thesternmost end of the Lesser Sunda Islandg lyin
between Java in the west and Lombok to the eastohe of the country's 33 provinces.

The island is 3.2 km east of Java and is approeiye® degrees south of the equator. Bali is
Indonesia’s largest tourist destination and is verex for its highly developed arts, including
traditional and modern dance, sculpture, paintiegther, and music. Bali has been an important
tourist destination for decades and has recenthgmenced a further increase in tourist numbers ove
the last few years. The largest city is the proehcapital, Denpasar, which lies to the southhaf t
island and the meetings took place in the Discowastika Plaza Hotel, South Kuta Beach, on the
outskirts of the capital. The invitation to holcetineeting in Bali came from our colleagues in the
Indonesia Environmental Health Specialist Assoora(iIEHSA) who made the arrangements locally.
Prior to the start of the IFEH an International $eitrof Environmental Health by students took place
at Udayana University, Kuta on Saturday 24 Septemdenumber of attendees at the forthcoming
Council meeting, including Peter Davey, Steve Co@el Bernard Forteath, made presentations at
this highly successful event.

It was agreed at the Summit to set up an Indondsmironmental Health Student Association as a
precursor to establishing an international federatconsisting of environmental health student
associations from around the world. At present atudent association can join as an Associate
Member but a proposal to establish an Environméth¢alth Youth Chapter of the IFEH is likely to be
presented to the next Council meeting in Vilniugtngar. The Council and Annual General Meetings
were chaired by Peter Davey, President Elect imbsence of the President who was unable to travel
to Bali. The Council meeting, as is the norm, stnvith presentations from member organisations
concerning environmental health issues within tlogiwn country. Sadly a recurring theme was the
current financial problems facing many countriesuteng in funding for environmental health being
reduced, in some cases drastically.



However, there were also many positives, partitplahe proposal for setting up Student
Environmental Health Associations to link with omeother. Another positive is a proposal to mark
the memory of Roy Emerson, the first Presidenthef FEH, who died at the end of last year. It is
proposed that we introduce an award for studenr@mwental health professionals through an essay
competition. A small panel is to be establisheddbthe essay subject and organise the competition
with the aim of presenting the first award at tl®d2 World Congress. The winner will be invited to
the Congress to receive their award.

The Council accepted a bid from the National Enwnental Health Association (NEHA) to host the
2014 World Congress. The venue has yet to be dididethe Congress will be held in June or July
2014 and will have the theme ‘Environmental HealttMany Countries, One Community’. The
Council also accepted an invitation from the Rofgvironmental Health Institute of Scotland
(REHIS) to host the 2013 Council meeting and AGMMiay at a venue in the west of Scotland. A call
for nominations for President Elect from memberamigations is to take place in the next few weeks.
Nominations should come from representatives toF#deration who must be supported financially
by their own member organisation. The closing datenominations has been set as the 31 January
2012. The new President Elect will take over im\ds, Lithuania in May 2012.

At the Annual General Meeting a motion concernihg tise of teleconferencing for delegates to
observe proceedings at Annual General Meetingstarghrticipate at Council meetings every year
was approved. A further motion to create a fullgipost for the purposes of driving the Federation’s
agenda and goals was also approved. Both motioms stbmitted by the Environmental Health
Officers’ Association, Ireland. Finally the AGM eled a new Secretary in place of Ray Ellard who
stood down at the meeting after five years in effic

The new Honorary Secretary of the IFEH is RodeBlddouse from REHIS. Unfortunately Ray could
not attend the meeting to receive the overwhelntivamks of the Council for his dedication to the
Federation over many years. Ray is the consummatroemental health professional whose
expertise, knowledge and wisdom is in much demaatipnly in Ireland, but further afield. The good
news is that Ray remains on the Council as onbeoEHOA representatives. From all members of the
IFEH - Thanks Ray.



New IFEH Honorary Secretary

Bernard Forteath, Honorary Public Relations Officer, IFEH

Rod House recently retired from Health Protectiamotland where he was employed as a Lead
Consultant in Environmental Health. Rod joined HedProtection Scotland (HPS) in 1999 as a
Consultant in Environmental Health and in 2006 bezddlead of Group for Environmental Health,

Gastrointestinal and Zoonotic Disease and TraveltHe

As a Consultant he provided expert advice and stgpd\ational Health Service Boards and local
authorities in Scotland over a wide range of emwmental issues and non-infectious hazards. Areas
covered include air quality, water quality, foodetg and occupational health and safety. In addlitio
to providing advice and support, surveillance ai#ig included managing and developing a system to
track environmental parameters with the potentialink these to health and food surveillance on
behalf of the Food Standards Agency.

FSS UK started as a development project in Scotlard01 and is now being wholly funded by the
Food Standards Agency, and has been rolled outighaut the UK, including Northern Ireland.
Through his special interest in Legionella Rod &edExpert Group which developed Guidance on the
Identification and Management of Legionella clustand outbreaks. Rod is a Past President of the
Royal Environmental Health Institute of Scotlandl ame of three REHIS representatives to the IFEH
Council.

Roderick House



Advancing Quality Assurance in Environmental
Health Higher Education in Africa

The Development of a Quality Assurance
Manual

Authors: 1 Kitagwa W, 2 Nkambule S, 3 Selepd Glaidoo D, 5 Maswabi T, 6 Harvey H.

1 Moi University, Kenya, 2 University of Swazilandgwaziland, 3&4 Tswane, University of
Technology, Pretoria, 5&6 University of Botswanat&8vana.

Corresponding Author: Stanley J. Nkambule, Unigref Swaziland, Faculty of Health Sciences,
Department of Environmental Health Science.

Abstract

For higher education institutions to be recogniaed compete internationally and to satisfy the seed
of their students and their employers it is impatrtéat programmes meet international quality norms
and standards. This applies to environmental lheadtto other subjects. In Africa environmental
health is a relatively new subject to higher edocaand to achieve recognition and maintain status
within the highly competitive higher education amehlth professions environments the development
of high quality standards is essential.

The African Academy of Environmental Health (AAEM)as created with aim of advancing the
science and practice of environmental health incafincluding the enhancement of education and
training programmes for environmental health ptacters.

This paper derives from the proceedings of the AAfttch included a series of workshops involving
academics from the environmental health higher &ttt institutions in Africa region, practitioners,
quality assurance specialists and other stakelwldirdescribes the process followed to arriva at
Quality Assurance Manual, the content of the Marawral how the Manual is intended to be used to
assist higher education institutions deliveringggaonmes in environmental health.

Introduction

The Africa Academy for Environmental Health (AAEkgcognized the need for developing and
implementing quality management systems in ordesnture that the Environmental Health training
programmes deliverables meet and exceed minimuntitygsandards. The quality management
systems must therefore meet acceptable framewarttscateria. The AAEH identified a gap that
existed with some environmental health traininggpaonmes in Africa. The gap involved the
unavailability of a quality management system atversity, faculty or programme level. The main
objective of the DelPHE project, sponsored by thigéidh Council, was to develop a manual that will
serve as a guide to institutions on the developmemilementation and maintenance of a quality
system.
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Processes and Materials

A comprehensive, consultative process was carnigdvbich included two workshops that were held
in Kenya and South Africa. The workshops, which evettended by representatives of the
environmental health discipline, were facilitateg duality management specialists from the quality
directorate of the Tshwane University of Technolofygalysis of the contributors’ remarks led to the
drafting of the quality management framework, cid@nd guidelines.

The aims and purpose of the Quality Management Marai

The quality management manual through its guiding directing principles aim at improving the

quality of environmental health programmes offeogdAfrican environmental health training schools
.The development of a quality management manuahtended to ensure that the quality of the
environmental health programmes offered by Afritiaining schools meets and excel international
quality norms and standards. This will ensure trahing schools are able to compete internatignall

and give consistent and comparable training acbépta all stakeholders. The AAEH recognizes the
importance of quality teaching and research inning institutions. So the AAEH compiled the

Quality Assurance document incorporating the bestrnational practices made applicable to the
African Region

The Quality Management Framework

The scope of the quality management manual foamsasly on what should be achieved generically
by all environmental health programmes subscribedAAEH. The framework establishes the
parameters of the approach to quality managemenayigg down what institutions, faculties, and
departments offering environmental health programrsieould strive to achieve to ensure local,
national, continental and international comparahili

The quality management framework is to be implee@rthrough the Approach-Deploy-Results-
Improve (ADRI) approach. The quality cycle is afuséool in quality management implementation.

The standards and guidelines in this quality assgrananual are not designed to detect practice or b
interpreted as prescriptive or unchangeable. Btgtocedures are not included in this manual since
procedures are an important part of an instituoautonomy. It will be for the institutions and
agencies to decide the procedural consequencedoptiag the guidelines. In order to have a clear
understanding of the quality management procedsssademic programmes, the guidelines should be
used in conjunction with the framework and theecré.

The criteria for academic quality assurance haenlmkeveloped for the use by institutions that offer

environmental health programmes. The guidelinescaitetia take into consideration the transnational

and international frameworks with respect to progre quality and standards in higher education.

The guidelines and criteria cover major areas irgjao academic programme quality assurance and
examples of good practice.
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Purpose of the criteria
The purpose of the criteria and guidelines are to:

* Improve the quality of education in environmentahalth programs offered in institutes of higher
learning in Africa.

» Improve the consistency of the quality of enviromtaé¢ health degree programmes in Africa.

* To facilitate portability of environmental healtegtee programmes and mobility of graduates and
practitioners throughout Africa.

» Assist higher education institutions in managind anhancing their quality and, thereby, help to
justify their institutional autonomy.

Make quality assurance more transparent for irigiite offering environmental health degree
programmes.

The criteria are categorized according to the timkt exists between the framework factors and the
main focus area of programme provisioning. Theedat should be met by all institutions offering
Environmental health programmes affiliated to AABHis worth noting that the criteria should be
used for all modes of teaching and learning tovafiar flexibility. Institutions may include additral
criteria to address specific international, natlaral institutional and professional requiremeritse
framework and criteria will be reviewed on a fiveay cycle.

The criteria and guidelines serve as standardsgi@lity assurance in the Africa Academy for
Environmental Health. The guidelines are designedoé applicable to all institutes of higher
education offering environmental health programmespective of their structure, function, sizegdan
the national system in which they are located.

The guidelines shall be referred to as the Guidslifor Africa Academy for Environmental Health.
The aim of the quality assurance guidelines isrprove mutual trust and improve transparency while
respecting the diversity of national contexts arstigline areas. At institutional level, the guidels
are designed to provide a foundation and framevorguide academic programme design, delivery
and ongoing evaluation.

They represent a set of standards by which to ataline improvements in the quality of education in
the environmental health programmes in the keysapéseaching and learning through the delivery of
coursework awards, at a number of levels in thetut®n. Furthermore, the guidelines serve to make
explicit the commitment of the Africa Academy fonBronmental Health in meeting the needs of
tomorrow’s society, through the provision of highadjty educational experiences for institutions in
Africa and other stakeholders, the continuous nooimty of quality standards and by continuing to
effectively adapt to a rapid changing world

12



Conclusion

The quality assurance manual has been developed @sngpon institutions to use the manual for the
benefit of the Environmental Health training anadarcts of the institutions. Furthermore, without
using this manual institutions will never know héive quality system can be improved and even how
this manual can be further improved to improve tjuality of Environmental Health offering in
Africa.
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“For millions of children today, particularly in Ata, the biggest health challenge is to
survive until their fifth birthday, and their chascof doing so are less than they were a
decade ago.”

(Lee Jong-wook, Director —General, World Health
Organization, World Health Report 2003).

“It is an appalling fact that, of all who are barhthe labouring classes in Manchester (UK),
more than 57% die before they attain 5 years of tge is, before they can be engaged in
factory labour.”

(Edwin Chadwick, Sanitary Commissioner,
Report on the Sanitary Condition of the Labourimgation 1842).

INTRODUCTION

Since the mid 70’s Environmental Health Officer¢i(&s) in the UK have been educated to honours
degree level with the curricula periodically revevand accredited by the appropriate professional
body i.e. The Royal Environmental Health InstitateScotland (REHIS) and the Chartered Institute of
Environmental Health (CIEH) for England, Wales &fafthern Ireland. Prior to then, the preliminary
qualification for Public Health Officers was a targear Diploma in Public Health. Upon graduation
and after approximately one year of practical irajnworking often with a local authority, gradusite
take a professional exam leading to full qualifimat Thereafter, practising officers are expecied t
ensure that their knowledge and skills are updakedugh participation in various schemes of
continuous professional development. This is a adsgoy requirement for EHOs to remain registered
as a member of the professional bodies. The derednpand practice of Environmental Health in UK
since the Victorian age has resulted in signifidamgrovement to the environment and health of the
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population. People today can expect to live a ikedbt healthy lifestyle with a life expectancy, on
average, of more than 80 years.

In contrast to the above, the average life expegtah someone living in sub-Saharan Africa (SSA) is
half of that (Human Development Report (HDR), 200H9r the region as a whole, life expectancy
today is lower than it was three-decades ago. Skweuntries in SSA have suffered catastrophic
reversals: 20 years in Botswana, 16 in Swazilamblahyears in Lesotho and Zambia (HDR, 2007). A
report on children’s environmental health condudbgdthe WHO Regional Office for Africa of 6
African countries (WHO 2005) concluded that the mainvironmental health factors causing
morbidity and mortality are related to inadequateess to safe water supplies, inadequate sanitation
inadequate solid and hazardous waste managemedispasal, inadequate vector control, inadequate
housing/overcrowding, poor personal hygiene, allugion, exposure to various non-communicable
diseases etc. — all areas which have been suclgstdokled and are properly regulated by
environmental health authorities in the UK. In 2088 of the 31 low human development countries
were in SSA (HDR, 2007).

A review of environmental health education in 6iédn countries (Angola, Botswana, Cameroon,

Kenya, Mali and Zambia) by the Africa Region of 1O (2005) reported that few countries offered

environmental health courses. Only Kenya had amuwate number of environmental health degree
programmes in place producing the requisite nurobgraduates required for the size of the country.

In the other five countries the approach to enviental health education and enforcement was
fragmented and only specific areas covered thraaltjed professionals (i.e. nurses, doctors) e.g.
health education, community health or as a moduke Masters in Public Health course. It concluded
that a more holistic and co-ordinated approachntorenmental health practice was needed and that
the academic sector could address this problenugihrthe provision of appropriate courses but at the
present time is completely under-utilised.

Even where degree programmes exist concern has éogeassed that the curriculum for training
EHOs (in West Africa) lagged behind the skills regd to cope with the challenge of environmental
monitoring and control (Emeharole, 1993). Emehareigewed the existing curriculum at that point
in time for the training of EHOs at the diploma atebree levels in the sub-region and concluded that
both curricula lack sufficient credit weight to iamp the desired skills to perform the highly scignt
task of environmental monitoring, which is a probleve envisage exists in other African countries.
The lack of appropriately qualified professionals this area inevitably leads to inadequate
environmental health practice and enforcement,prgwiate environmental health policy and strategy
for action, the lack of sound information for pitgrsetting and planning, the absence of a suitabte
of environment and health indicators, and the latlan appropriate performance indicator system
(Emeharole 1993; WHO 1998; Thomas et. al, 200;nCeoss et. al., 2003; WHO 2005).

In 1998, the African Region of the WHO announcedt tht is indispensable to strengthen the
capacities of the ministries of health to promotei®nmental health as a precondition for any
sustainable human development”. In this respecilied upon ministries of health to act as catalys
in directing, coordinating and promoting environarealth and hygiene activities, through: (i) the
adoption and implementation of policies, strategied plans of action on environmental health and
hygiene and (ii) strengthening of inter-sectordlatimration between all environmental health actors
and stakeholders. It encouraged ministries of healtestablish an appropriate legal framework for
implementing environmental health activities, imstg environmental health into all local and
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national development programmes and projects, sebilhe resources needed to support and
strengthen these activities, promote community-dbdeeal initiatives in the area of environmental

health and coordinate interventions related to ni@nagement of environmental health activities
(WHO 1998a).

The Southern African Development Community (SAD@ahlh Protocol reaffirms the importance of
improving environmental health conditions of comities especially in rural and under-developed
areas. The WHO has also committed itself to theltHdar All in the 21st Century framework which
makes explicit three goals (WHO 1998b): (i) an @ase in life expectancy and improvement in the
quality of life for all; (ii) improved equity in heth between and within countries and (iii) acckss

all to sustainable health systems and servicesléloit encompassing all the actions, environmental
health falls clearly in the interface between Healtd development and is therefore critical togbal

of “making health central to human development’diftas et. al., 2002; Cairncross et. al., 2003).

Malawi is a country located in Southern Africa, te@isZambia and shares borders with Mozambique
and Tanzania. The country is one of the pooresvmain the world. Two out of five people live on
less than US$1 per day and three quarters of thelaiwon on less than US$2 per day. Within SADC,
only Angola and Mozambique have a human developnretéx value less than that of Malawi
(Chunga et. al., 2004). It is categorized withie thwest human development category. Despite the
financial challenges facing the country, the acddemnstitutions in collaboration with the
environmental health profession are striving todpice graduates, at different levels, to improve the
health of the nation. Here, we present the firstwad papers on the challenges facing the profession
and academia reviewing the past, present and fofiuttee profession and academia in the country.

THE PAST

The environmental health profession in Malawi d&iask to the early 1950s when the Government of
Malawi established the Likangala School of Hygi@m&@omba. The school trained an Environmental
Health cadre popularly referred to as ‘Sanitary i@as’ (Sanitary Inspectors). At this time they wer
mostly engaged in nuisance inspection and contublesl e.g. inspecting liquid and solid waste
disposal facilities (Chunga et. al., 2004). Lated 980 the course for this cadre was moved to dynew
opened college called Lilongwe School of Healthe8ces (LSHS) run by the Ministry of Health.
LSHS offered a two year certificate course and peed a cadre of graduates now known as Health
Assistants (HAS).

Supporting the Sanitary Capitaos in the early degre the Public Vaccinators (PVs) whose role and
responsibility was to vaccinate people against koal These PAs travelled the length and breadth of
the country vaccinating people and were immensebtcessful and their mission. In 1972 Malawi
together with other countries under World Healtly&zation auspice was declared smallpox free in
1978 (Ntopi, 2010). In 1973 Malawi experiencedfitst cholera outbreak in Nsanje District and HAs
and PVs played a pivotal role in stemming the aakrby promoting village sanitation and water
hygiene. As a result the PVs became entrustedégtivernment as they had demonstrated that they
had the necessary skills and knowledge base waka#ethe duties associated with preventing and
controlling cholera outbreaks. As a result they aveenamed Cholera Assistants. Today Cholera
Assistants are known as Health Surveillance Agssistdue to the increased nature of their duties.
They now undertake a range of preventative and eaktealth activities at community (village) level
and are located primarily at the community (villatgrel within health posts and report to the Distr

16



EHO. The HSA at the community level is a trustedividual who interacts with the village health and
water committee’s and is regarded as an essehgalirtk between the community and the health
facility/hospital by the MoH and DEHOs. Villager$ten refer to HSAs as “a dokotala” meaning a
doctor (Ntopi, 2010).

The first major boost of the profession was in 198%n the University of Malawi (UNIMA) at its
inception decided to instigate a diploma progranmmiublic Health Inspection (PHI) to improve the
health of the nation. The programme followed thentiUK Royal Society of Health syllabi for the
Diploma in Public Health Inspection and was dirddby Mr. John Channel from the UK. Graduates
from this programme were known as Public Healtlpéasors. In 1983 the UNIMA senate replaced
the PHI diploma with Diploma in PH (DPH). With thehange the scope of PHIs expanded and
deepened to encompass management skills, stdtiahiedysis, community research, epidemiology,
biochemistry and nutrition, environmental pollutiontigation, laboratory analysis, health education,
planning and implementation strategies. Practittialchments to district health authorities under the
supervision of qualified EHOs were introduced agrefessional component of the DPH and were
rigorously assessed by practicing professionalsaaademics alike.

A professional body responsible for the profesdiavedl-being of PHIs and HAs was formed in 1982
called the Public Health Inspectors Associationviaflawi (PHIAM). Unlike the previous situation
PHIAM united the segmented group of PHIs, HAs ai8AK. The professional image of these cadres
was also enhanced vis-a-vis the other medical Hied &ealth professions. The Malawi Government
Ministry of Health officially recognized PHIAM andave it an annual subvention similar to other
allied health associations to develop and manage thwn needs-specific affairs. PHIAM was
registered under the Trustees Act. All PHIAM mensbeere obligated to register on an annual basis
with the Malawi Medical Council under the Allied &léh Professions category in order for them to
practice in the country and comply with their staty duties During PHIAMs time it developed a the
foundation of the current constitution and ensuted members strived to upholding its values. This
resulted in a greater respect of PHIs by otheedlhealth professionals and Government ministries
within the country. PHIAM was registered with t@vernment of Malawi (Registrar Generals
Office) in 1994 and became a Member of Internaliéraeration of Environmental Health (IFEH) in
1994.

At the same time, the profession changed its namé&mvironmental Health’ in line with the

professional development of PHIs throughout theettiged world. To reflect this change the UNIMA
developed a 4 year BSc Environmental Health —itise African University in sub-Saharan Africa to
do so. The title ‘Environmental Health Officer’ wadopted in 1998 by PHIAM when the University
of Malawi phased out the DPH programme. Today tHeH@ continue to offer a 2 year diploma
programme producing graduates known as Assistamirdirmental Health Officers (AEHOS). In

contrast HSAs are currently trained over a 12 weekod through District Health Offices (Ntopi,
2010).

The Department of Environmental Health at UNIMA -heT Polytechnic is one of the four
Departments under the Faculty of Applied Scienttesas founded on 1st September, 1995 under the
leadership of Associate Professor Kafwe Tembo. yada degree programme produces graduates (>
400 to date) with the capabilities of understandimg determinants of health at a greater depth than
before, develops critical thinking methods to tackinvironmental health (EH) and public health
issues, interpret and produce different environalehealth related policies and guidelines, the
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importance of liaising with other allied health-egrofessionals and professional bodies within and
outside the country, skills to solve environmentedalth-related problems and participate in

environmental health research projects to providedvidence base for future environmental health
related policies and practices. This has enable®@¥mMorking government and non-governmental

organisations (NGOs) to become actively involvedhe planning, implementation, monitoring and

evaluation of health-related activities. In turhe tprofession has gained respect from other allied
health-care practitioners working in the country.

THE PRESENT

The establishment of the degree programme at UN&WA diploma programme at MCHS has led to
better qualified cadre of graduates moving into Em@ironmental Health profession. The majority of
degree graduates usually obtain positions withMhstry of Health as EHOs (without any post-
graduate practical training) and are seconded &adfrthe 28 Districts in the country. Here they are
employed as District EHOs, Disease Control Officafgater and Environmental Sanitation Desk
Officers, Food Safety and Hygiene Desk Officers a@nmstrict Health Education Officers. However,
the Government of Malawi has also provided fundorgpractising AEHOs with the DPH to upgrade
their qualification to degree level through theraduction of the parallel programme at UNIMA.
Other graduates have taken up environmental healdied positions with Non-Government
Organisations such as WATERAID, Save the Childt#&NJCEF, WHO, etc. With the introduction of
occupational health and safety module into the@gourse graduates are now finding positions with
the Ministry of Labour, G4S, and Roads Safety CdumEHOs are mostly involved in hand on
provision of Environmental Health services but deated to operate at health centre level and as
supervisors of HSAs. HSAs are designated to opatatemmunity/village level.

UNIMA in conjunction with the Africa Academy for EEitonmental Health (AAEH) have also made a
concerted effort to attract more female studentt® dhe EH degree course. This is particularly
relevant in a setting such as Malawi where the nigjof the EH risks are faced by women and
children. Plans are underway in the DepartmeriEldfat UNIMA to attract a greater proportion of
female students through career guidance and roléelinty programs in secondary schools.
Secondary school students have limited understgmufifEH as a career option. As such, talks on EH
as career options are being presented in variotsndary schools in Malawi. Influential females
working in the field of Environmental Health withilhe Ministry of Health, Institutions of Higher
Learning and NGOs etc. are used as role modelseTinde models spend time with girls sharing their
experiences to develop emotional ties which wilpdfolly encourage young girls to think about
studying EH as a career option. This initiative hasn endorsed by the Africa Women Environmental
Health Network (AWEHN) (July, 2011).

Ironically whilst these developments in environnagihealth education were taking place PHIAM was
slowly dying a death as a professional body dui@dotivity, lack of finances and had barely a pulse
by the turn of the century. As result of a CommoalteProfessional Scholarship (CPS) awarded to
Mr. Paul Chunga, Chikwawa District EHO (at the t)rhe visited REHIS in 2003 to learn about the
management and operation of a professional EH @ag@on. Mr. Chunga is presently District EHO
(DEHO) for Ntcheu and holds the position of Treaswith MEHA. Upon his return to Malawi, and
after due consultation with the membership, it weommended that PHIAM should be renamed the
Malawi Environmental Health Association (MEHA) inO@4. A few years later Mr. Young
Samanyika, DEHO for Blantyre (at the time) visitREHIS in 2008 on a REHIS travelling
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scholarship to drive the MEHA development processvérd. Mr. Samanyika is presently the
Principal Environmental Health Officer at the Mimysof Health and holds the position of President o
MEHA. The following year he was awarded a CPS tbamce his knowledge about operation and
management of a professional institution. Uponrktsirn to Malawi, and with great perseverance,
MEHA was incorporated under the Malawi's Trusteeolporation Act in 2009. Since then, the
association has gone from strength to strengtiEIHA invite you to visit the website for additional
information (vww.malawieha.orj

MEHA has also been successful in obtaining profesdidevelopment funds in the form of an IFEH
Development Grant and a REHIS grant to promote réwently launched MEHA Scheme of
Continuing Professional Development. This grantofeéd grants from REHIS to develop and launch
the MEHA website and for two laptop computers tsigtswith the uploading of new information to
the MEHA website. These developments have made Mikbhe popular and credible to all its
members. Form this year members will be undertalspexifically tailored Environmental Health
CPD scheme as opposed to the situation in thewdast they were forced to participate in a generic
and more medical CPD scheme. Members are now @Bleare experiences though posting of articles
pertaining to Environmental Health activities inrieas areas. At the moment MEHA working with
UNIMA and MCHS to develop and run appropriate CBatt as an income generator to supplement
the funds realised from membership fees. For examgiort courses on Occupational Health &
Safety, Solid Waste Management, Food Safety & Hygiand Water Quality & Health are planned
for January 2012.

In conjunction the Department of Environmental Heat UNIMA, MEHA approached the Africa
Group of the IFEH in 2008 with a request to host2nd All Africa Environmental Health congress in
Malawi and were granted permission to do so. Thegeess was held in May 2010 in Lilongwe and
was an undoubted success. It was attended by &@eddlegates from 14 African countries as well as
participants from the UK, USA and Australia and vegened with presentations by the President of
the IFEH, the Chair of the Africa Group of the IFEBHd Malawi Government Minister for Health. In
addition, sixty presentations of original EH resbas were presented at the meeting. The congress
was enhanced with expert led workshops on driniiater safety plans, community led sanitation and
Africa Academy for Environmental Health activitieSupport was received from a number of
organisations including the British Council, andrafit of over US$ 15,000 was made from the event.
The profit from the congress is being used to dgveMEHA programmes for Continuous
Professional Development (CPD) courses in conjanatiith the Centre for Water, Sanitation, Health
and Appropriate Technology Development (WASHTEDVUAIIMA, scheme of practical training for
graduates and accreditation of the UNIMA EH degrearse. Funds have also been earmarked to
facilitate MEHA members attending the 3rd AAEH Coegs due to be held in South Africa in 2012.

THE FUTURE

In the near future MEHA intend to accredit each &idrse offered by Higher Education Institutes in
the country to ensure that future graduates coattoumeet the needs of the profession and develop
the health of the nation. Accreditation of the @sgprogramme offered by UNIMA is planned for
2013, although preliminary discussions are underatgyresent between MEHA and the Department
of Environmental Health at UNIMA. MEHA intend to @edit the diploma programme offered at the
MCHS by 2014 and the training programme undertddigeHSAs by 2015.
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The Department of Environmental Health have regesatinounced that UNIMA intends to introduce

two new Masters Degree programmes in Environmddéalth in the next year or so. An MSc in

Environmental health instruction and an MSc in Eowimental Health by research to help drive the
profession forward and develop the research skiflEEHOs and academics involved with EH

programmes in Africa. UNIMA believe that this agaanll be a first in sub-Saharan Africa. The

Department is also developing a third Masters @agne in Public Health Engineering at UNIMA.

MEHA is currently putting in place measures to hatd first Annual Environmental Health
Conference scheduled for 2012. At the end of the &ih Africa Environmental Health congress it
was announced that the 3rd All Africa Environmerdaklth congress will be held in Durban, South
Africa in 2012. Based on the success of the 2ndAkica Environmental Health congress, MEHA is
contemplating submitting a proposal to the IFEHt tthee 14th World Congress in Environmental
Health should be held in Malawi in 2016. If sucdelsthis would be the second time that the event
will have been held in Africa. The last time waddhm South Africa was in Durban (22nd — 27th
February) in 2004. In recognition of the developtmand impact that the environmental health
profession has had on improving people’s lives he tountry the Ministry of Health recently
appointed Mr. Humphreys Masuku to the position epty Director of Preventive Health responsible
for Environmental Health Services. This is thetfiime ever that an EH professional in Malawi has
been appointed to what historically has been a caégbosition.

However, as a new profession MEHA face many chgéen MEHA need to improve environmental
health practice and enforcement and promote the fomictions of environmental health for ensuring a
healthy nation. Over the last decade there has de®ticeable slackening of food hygiene and safety
services, absence of health and safety inspectimh emforcement, limited pollution monitoring
services, absence of an integrated approach torveantrol and absence of a comprehensive national
approach to water quality monitoring system. Thefgssion suffers in Malawi from a lack of
enabling factors such as out-dated legislation iaadpropriate EH policies and a lack of resources
such as facilities for collecting samples and daggng water quality, laboratory support for
environmental health needs as most of the labdeatare clinically oriented, instruments to assist
food hygiene like probe thermometers, accommoddborenvironmental health staff at rural health
centres (mainly available for clinical and nursistaff), transportation etc. Currently, financial
allocations from the Government and Districts séetfiavour the curative rather than the preventative
approach. Therefore, MEHA has a major challengadlifat is to convince those in Government that
“prevention is indeed better than cure”.

In our next article we will outline in greater diétdne challenges facing the environmental health
profession and academia in Malawi. A recent Gaplysmon EH undertaken in Malawi (Morse et al.,
2011) to determine priorities for environmental ltieaesearch highlighted the need for researcteto b
conducted in the areas of food safety and hygiarser and sanitation, occupational health and
safety, communicable disease control and surved#lawector control and the impact of climate
change on health. It is hoped that through thiesssent, environmental health will have a stronger
profile within the National Health Research Agemdach is currently being drafted. This should help
drive forward improved policy development and aadaility of resources. We will also highlight the
development by the MoH & MEHA the National Enviroental Health Plan and outline UNIMA’s
plans for a National Centre for Environmental Healt
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In the interim, we invite you to look at the attadhphotograph depicting a typical water scene in
Africa and identify as many environmental healtzdrds as possible. We will provide the answer to
this challenge in our next article. We suspect thatwill identify additional risk factors unique to
environmental health in Africa which you may novéadentified!
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Photograph 2.0pening ceremony of the 2nd All Africa Environmedrtiealth Congress held in
Lilongwe, Malawi (May 2010 hosted jointly by MEHA EBNIMA) with traditional dancers in the
forefront and schoolchildren in the background imadlags of each Africa country (with the
exception of south Sudan).

22



Cultural-Religious meaning of and reaction to
Labour Pain
A case for Mozambican women living In
Swaziland

Cynthia Zodwa Vilakati
University of Swaziland
Faculty of Health Sciences
Email: cynthiav@uniswa.sz

ABSTRACT

Pain during childbirth is experienced by most wom@ime way it is perceived and reacted to may be
different depending on culture, socialization ambrpexperience. The study sought to describe the
cultural-religious meaning of and reaction to labpain by Mozambican women living in Swaziland.
The researcher had observed that, whenever Mozamhiomen residing in Swaziland came into the
Hospital in labour, they would be labelled ‘uncomiere’ because they are thought to be very afraid
of the experience of pain during labour. The stsolyght to define the manner in which labour psin i
perceived and reacted to and to elicit the cullpratceptable meaning and religious beliefs they
attach to the whole experience of the child-beapngcess. The objectives were: to describe the
reaction to the experience of pain during laborangcribe the behaviour in response to pain and to
describe the cultural-religious meaning Mozambiw@amen attach to the experience of childbearing.

An exploratory, descriptive and contextual phenoohayy design was utilized for the purpose of this
study. The results of the study were displayedéntes and categories of data chunks directed quoted
from the data. Culturally inspired behaviour, sashstoicism and bravery, and culturally inspired
appreciation of self and the experience and measfiggving birth, such as pride, womanhood and the
removal of shame, and the value placed on the reew formed part of the categories in the results..
In conclusion, it was found that cultural orientatiand differences significantly affect both the
assessment and management of women in labour @altural bias or orientation might also lead to
ethnocentrism, placing the midwife in a judgmenpalsition, as was the case with the Swazi
midwives. It was recommended that the midwiferyricutum should have aspects of transcultural
nursing concepts to enable the midwives to undedstalltural differences in rendering maternity
care. The implication of the study is that Swazrseemidwives should render culture congruent
maternity care to the women during labour.

KEY CONCEPTS

Culture, descriptive, ethnic group, experience,l@gbory research, labour pain, phenomenological
research
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INTRODUCTION

Physical reactions to the experience of labour pagnimportant, as these are the entry pointshier t
involvement of health care professionals in theegigmce of women in labour. Through these physical
reactions, women in labour not only show the phaistxperience of pain, but also give an indication
of the psychological distress and psychologicah ghey experience. This study was undertaken to
elucidate this overt expression and reaction toetkgerience of labour pain among Mozambican
women, among other reasons. As the physical esipre®f pain might differ among cultures, the
reaction of health professionals from other cukute these expressions may not always be in an
appropriate client-centred manner that indicatekiomtural awareness.

The focus of the study is trans-cultural nursinjursing research, done from a trans-cultural imgrsi
perspective therefore focuses on studying the lndhless beliefs and practices of diverse cultural
groups, and the integration of these belief systamasthe Western medical model.

Cultural and social factors also influence peraeptf pain during labour. Culture is a componént o
the social features of a human environment anduels, needs to be kept in mind when rendering care
to a clientele of different cultural backgrounds.

METHODOLOGY

This is an exploratory, descriptive and contextgadlitative study. The researcher employed the
phenomenological methodology. The phenomenon @stipn is ‘labour pain’. This phenomenon is
studied with a view to describe the meaning Mozaarbiwomen attach to the experience of labour
pain and the religious beliefs that surround preggalabour and delivery.

In this study, the population of informants fromamh a sample of five respondents, determined by
data saturation was selected to participate wasalibcan women living in Swaziland admitted into
the maternity unit in labour. The sampling crigewere that these women should already have their
first, second or third babies, that is, primigragdgravida 2 and gravida 3 and between ages and 8

35 years.

Convenience and purposive sampling were used iptégent study. The researcher identified the
Mozambican women on admission to the maternity wdfdhey qualified according to the sampling
criteria, they were conveniently and purposivelesid to participate in the study.

Methods of data collection utilized were particgpgtobservation, where the researcher participased

a member of the Midwifery staff in the Labour watttereby identifying and observing their reactions
to the their experience of labour. The in-demiferview method of data collection took place after
the identified participants had delivered their ivaband had rested for a period of one hour. An
interview guide was utilized for this activity.

The researcher translated and transcribed therémoeded interviews, then read and reread the
interviews in their entirety, reflecting on the entiews as a whole. Then, she summarised the
interviews, keeping in mind that more than one themight exist in a set of interviews. Once
identified, the themes that appeared to be sigmficoncepts linking substantial portions of the
interviews were written down and entered onto apmater.
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RESULTS

This study presents the themes and categoriegtiatged from the data. Data are presented from the
most general (themes) to the most specific (dates/ahunks). All data units relate to the cultural-
religious meaning of and reaction to labour pairMozambican women residing in Swaziland.

DATA STRUCTURE

Table 1.1 represents an overview of the structitheodata as it emerged during data analysis. The
table illustrates the themes, categories and stégcaes.

Table 1.1

These themes include both culturally inspired behay such as stoicism and bravery, and culturally
inspired appreciation of self and the experience ameaning of giving birth, such as pride,
womanhood and the removal of shame, and the védgeg on the new born.

DATA DISPLAY 1.1
CULTURAL-RELIGIOUS MEANING OF AND
REACTIONS TO LABOUR PAIN
(OVERVIEW)

1.1.1 Stoicism

1.1.2 Bravery

1.1.3 Pride

1.14 Womanhood and honour
1.1.5 Gratification: reward
1.1.6 Removal of shame
1.1.7 The bitter/sweet paradox
1.1.8 Valuing the baby

1.1.9 Natural problem

1.1.10  Judeo-Christian belief

1.1.1 Stoicism
Stoicism is the ability to endure pain, discomfartmisfortune without complaining or showing signs

of feeling it or being upset (Collins Cobuild Ergfli Dictionary for Advanced Learners 2001:1533).
Stoicism is comparable to self-denial and has erfeed Christianity and religion in many ways.
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DATA DISPLAY 1.1.1
THEME 1 STOICISM

| contained the feeling of pain

In my culture, a woman experiencing pain duringlabis supposed
to withstand the pain and not show that she isesufj

Pain endurance is highly regarded

Stoicism is culturally sanctioned

Different cultures and ethnic groups express p#feréntly. “Some cultures, for example, encourage
women to make a noise during labour while othersdoae silent stoicism (the ‘grin and bear it’ or
‘stiff upper lip’ brigade). Moreover, different seties seem to have different expectations reggrdin
labour pain. American women, for example, when carag with women from Holland, expect labour
to be more painful and also anticipate receivingeramalgesia”.

It is necessary to assume that the ability to omjilke labour pain is learned behaviour that may be
culturally determined. While accepting the impattaultural component in the acceptance of labour
pain, van Teijlingen (1994) in Mander (2000:13%)kéd United Kingdom (UK) women'’s attitudes to
pain adherence to the medical model of health.

1.1.2 Bravery

In a sense, bravery is closely related to stoicidowever, it is not the same thing. Data displaly.2.
displays bravery as a reaction to labour pain.

DATA DISPLAY 1.1.2
THEME 1.1.2 BRAVERY

| did not cry because | wanted to feel brave

| like feeling brave

It is culturally a sign of bravery not to cry dugitebour

Culturally, a woman is supposed to prove bravermayresponding
negatively to labour pain

A brave woman is honoured as an individual who wathstand
suffering

Not crying during labour is bravery

Bravery is another way of displaying a stoic regmoto a painful experience. “The highest accolades
for bravery go to the women who can ‘stick to thggins’ in carving out the birth experience they tvan
under difficult to hostile circumstances”. “Womerush be commended for having completed the
worlds most dangerous and blessed life event (ohddng). Their bravery must be celebrated”.

At the same time, some women feel that acceptimng ngdief (medication) is not being brave: on the
contrary; one of the women said, “I've already ded to abandon all attempts at bravery in the
natural childbirth. | shall happily accept all aeof pain relief with pathetic gratitude”. Thigidy
found that the Mozambican women valued braverglour, although there are cultural variations.
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1.1.3 Pride

In Africa and many other cultures in the world, Idken are the pride of a family. It is thus
understandable that women in labour would beaesuff with dignity and pride.

DATA DISPLAY 1.1.3
THEME 1.1.3 PRIDE

Labour pain makes me feel proud as a woman

It is a pride to be brave

It is a pride for a woman to undergo a painful eigree during
labour

Chalmers (1990:20) found that “crying out durindpdar reflects poorly on the woman’s family
preparation for childbirth”. In this regard, Kalaeya and Miyoshi (2001:51) refer to Deutsch'’s (1973)
statement that “everlasting pride on accomplistuhifdbirth was one of the precious components of
maternity”. Therefore, when parturient women akered of excessive fear and pain with natural
and normal childbirth, their experiences becomentiost satisfactory ones. According to Kabeyama
and Miyoshi (2001:51), the high level of self-cal#hce and pride brought about by good childbirth
experience seems to create greater motivation dostoucting good mother-child relationships and
mother-role achievements.

In their study on indigenous customs in childbirtrefeber and Voorhoeve (1998:25) refer to
Kuntner’'s (1988) finding that if a woman cried anitpain during labour, the traditional birth attand
would immediately close the woman’s mouth with hand in order to prevent men from hearing
what is going on. This was seen as “defending theman’s pride”. However, cross-culturally it might
be considered an invasion of privacy and even #ssan this study, the researcher attempted to
examine and highlight cultural practices among Moazigan women in labour in an attempt to foster
understanding of their culture and to prevent stigyee actions on the part of Swazi health care
professionals.

1.1.4 Womanhood and honour

In African culture, womanhood is associated witlididearing and the honour of a woman with pride;
bravery and stoic conduct during pregnancy anduafsee data display 1.1.4)
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DATA DISPLAY 1.1.4
THEME 1.1.4 WOMANHOOD AND HONOUR

It is for the pride that makes me feel more likeal woman

A brave woman is honoured as an individual who weaihstand
hardships

The pride of having a baby makes me feel like aweaan

A real woman is someone whose shame has been rdnbgvthe
ability to give birth

Callister (1992:53) found that Mormon women expegsthe cultural religious values, spirituality,
self-discovery and the meaning of the childbirtpenence as a process of mastery and learning about
themselves. Childbirth was related to their ultiendestiny or reason for being ‘real women’.

According to Finn (1994:32), the experience of labpain was a source of discussion and pride
among Euro-American women, who saw the childbirttpegience as a “rite of passage to
womanhood”.

It is a family honour to reserve the bride pricetitaal that is part of the initiation ceremony to
womanhood by being able to give birth. These tiaal practices serve cultural, religious and
economic purposes. These practices are prevalembst African countries.

1.1.5 Geratification and reward
In addition to stoic conduct being meaningful aediarding, the Mozambican women had a feeling of

gratification that was further supplemented by jtheof the newborn baby as a gift to them (see data
display 41.1.5).

DATA DISPLAY 1.1.5
THEME 1.1.5 GRATIFICATION: REWARD

If 1 endure the pain experience, | have an inneglidg of

gratification

In suffering, a woman anticipates a period of ingieg joy for

receiving the baby

I had an inner feeling of satisfaction for havingc@mplished the
task of delivering the baby

This pride makes me accept the baby as a rewatrdl hae suffered
for

It is a rewarding experience because after the ladéaalr and pain, |
finally had a reward “the baby” to make me feelfnap

| attach value to the baby

The expectation of a reward makes an individuahsténd the pain

| have the knowledge that it is for a special gdm suffering

You really feel rewarded for having withstood thairp during

labour
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The knowledge that after enduring the pain of labghe experiences a feeling of gratification for
having accomplished a task to which a reward mcht#d makes a woman feel honoured. Ferdinand
Lamaze, one of the pioneers in childbirth educati@intained that pain was a signal of gratification
to come and of the coming reward of birth. The Btabican women were all in smiles during the
interview as a sign that they were happy and fedatly rewarded for having withstood the pain
experience during labour. They were holding lieaitd bouncy babies.

1.1.6 Removal of shame

In many cultures, being childless is regarded dssgrace. The Old Testament testifies to this. For
example, in the first Book of Samuel (1 Samuel 1:10) Hannah lamented her childlessness and
barrenness and prayed to God for a child (Womee\soional Bible, 1995:250). The situation is the
same today, and children and motherhood are sighlyr valued among African cultures.
Childbearing cleanses the woman from the shameuwébness and also establishes her womanhood
(see data display 1.1.6).

DATA DISPLAY 1.1.6
THEME 1.1.6 REMOVAL OF SHAME

A real woman is someone whose “shame” has beenvesinoy the
ability to give birth
If a woman is barren, she feels ashamed of harseticiety

In many African societies, infertile women feel asted of the fact that they cannot bear childreifi as
it is their own fault. This is compounded by tteetf that the in-laws usually complain of having
wasted “lobolo” (the bride price) on an undeservmgman. The process of coming to terms with
infertility and integrating the shame of inferglits long and gradual, but it is possible to transf the
sense of failure into acceptance. The greatedtedlge is to join hands and support a growing
movement throughout the world committed to removihg stigma and shame of infertility and
replacing it with acceptance of the situation.

In The Netherlands, the stigma and shame of itifgrand lack of education have triggered several
parties involved in the field to organize and mii¢ a worldwide campaign aimed at an increasingl lev
of fertility awareness. With respect to the issfibarrenness or infertility, since many Africarop&
and cultures regard marriage as a contract wheatebyvoman undertakes to provide the man with
children to continue his line and his name, itdals that without exception a childless wife is
considered guilty of breach of contract with resgeder husband, a disturber of normal behaviour i
her community, and a source of embarrassment tdaneity. The latter stems from the fact that,
having broken her contract, the husband can claiok bhe bride price, a circumstance that can be
disastrous to a family since the gifts may alreddye been widely distributed — even have been
slaughtered and eaten, in fact. In terms of tlegaborganisation of the community, the bridegrosm’
gifts to the bride’s parents may already have besed by her brother for the “procurement of his
wife”.

However, the researcher found no literature on whdieing done about the stigma of infertility
among the Southern African Nguni tribes, to whidte tMozambican women belong, but the
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Mozambican women condoned to the belief that indsishame to their parents if they are unable to
bear children in their marriages as displayed éndata chunks.

1.1.7 Bitter-sweet paradox

The “bitter-sweet paradox” continues the theme ayf and suffering introduced by the category
“stoicism and bravery”. Data display 1.1.7, howe\adtributes a more experiential and folk meaning

to stoicism.

DATA DISPLAY 1.1.7
THEME 1.1.7 BITTER-SWEET PARADOX

In my culture, the older members of society belithet something
good comes from bitterness. This means that wohere to
undergo some form of pain in order to have balbabiés are good)
They believe in the saying, “first work then earsadary”™

There is no reason why an individual should crylabour when
something good comes out of suffering

In my culture, the pain experience is equated &adtt of getting
honey from a beehive. In order to get honey, cmetb withstand
the bee sting with the knowledge that out of thia p&the bee sting,
honey is to be obtained

Some of the women in Callister's (1992:55) studgressed their experience as “the most unique and
wonderful experience ... unique in the sense thathiéird yet best. | think it's the greatest paraoiox
an experience that you can have ...”

The researcher found the following statements abimithree miracles of motherhood on a web site
on “motherhood” that have a strong bearing on tigersweet paradox” of pain during labour:

The act of giving birth is the only moment whentbptin and pleasure converge in a moment of time.
It is in the manner of the sharp point of a neeAkride upon that point are both pleasure and,pain
simultaneously assailing the female that is undaggehe miracle of childbirth. This is the only
instance where both pleasure and pain work in aniacsecond miracle. Before the childbirth, the
lady was a woman. After the childbirth, the womatransformed into a mother.

This is a revolutionary act; an evolutionary happgnin the manner of the silkworm getting
transformed into some winged angel; a miracle. hike third miracle.

The Mozambican women likened the act of givingtbtd obtaining honey from a beehive. Once the
task has been accomplished (withstanding the hbeg)sthere is the joy of enjoying the honey.
(http://www.manbit.com/obstetspain ... accessed 1:B3)likens this task of labour to a battle and
says that “from this battle will come some good satisfaction of overcoming pain; the achievement
of happiness and peace, of life in spite of it.sTisiquite an achievement, an achievement veryapec
very personal — a feeling of strength, of inneesgth, which has to be experienced to be understood
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1.1.8 Valuing the baby

As indicated earlier, children are highly valuedAfrican communities. The value of the new born
overrides the physical and mental experience afuapain (see data display 1.1.8).

DATA DISPLAY 4.3.8
THEME 1.1.8 VALUING THE BABY

Another reason for enduring the pain of labourtiaching value to
what you have suffered for: the baby

The pain of labour makes me attach value to they Habave
suffered for, such that | want to take good carg of

Callister (1992:53) found that Mormon women valubdir babies such that they felt a sense of
satisfaction in childbearing. For these women ateval of their first child marked a time of gtgay

for their young family. There was a sense of hulént in childbearing because family and children
are highly valued:

“My relationship with the baby seems to grow evday. The first time | held her, | was so amazed
... and the more | do for her, the more | love h8he is just so precious ... | think there is so mluch
have to learn ... and so much she will teach me”.

Women who value the pain are sometimes adamann#tatal childbirth is the only way to have a
baby. Likewise, they attach value to the baby résailt of suffering.

1.1.9 Labour pain as a natural phenomenon

Some of the participants, in the present studyceted that labour pain is a natural phenomenon and,
by implication, then, that pregnancy is a conditmml not a disease (see data display 1.1.9).

DATA DISPLAY 1.1.9
THEME 1.1.9 LABOUR PAIN AS A NATURAL
PHENOMENON

The experience of pain during labour is a natudan@menon
whereby mankind enters the world

Labour pain is a naturally occurring event. Theref | personally
believe that nature should be allowed to takedtgrse without any
interference

Mackay (1988:340) describes the experience of paitabour as a natural, emotionally fulfilling
event, but the most dangerous period of existemrckdth the mother and the baby.

In a study on the traditional practices in the ng@maent of labour pain, Makoae (2000:126) found

that among traditional birth attendants in LesoB8®8% reported that they did not control labounpa
while caring for women in labour because it is natéor a woman to experience this type of pain.
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Lefeber (1994:46) refers to Priya’s (1992) findithgit South East Asian traditional birth attendants
seldom mentioned that they did anything to relimur pain: “They thought pain was a natural part
of childbirth and they would only do anything abauif it would go on for a long time or if the
woman found it absolutely unbearable.” Likewide Mozambican women stated that the labour pain
experience was a naturally occurring event.

1.1.10 Judeo-Christian belief
Religion and culture are closely intertwined. Irdéidn to the Mozambican women'’s innate cultural

beliefs, they also expressed certain beliefs ddrivem their Judeo-Christian faith about laboure(se
data display 1.1.10).

DATA DISPLAY 1.1.10
THEME 1.1.10 JUDEO-CHRISTIAN BELIEF

| believe that women should suffer childbirth bexmthe Bible says
that because of Eve’s sin women will suffer durehgdbirth

I think that pain during labour is a curse from Gmtause of the sin
of the first woman on earth, Eve, who was deceiwedhe snake in
the Garden of Eden

According to Genesis (3:16), after Adam and Eve Ib@eh banished from the Garden of Eden, God
told Eve, “I will greatly increase your pangs inldbearing; in pain you shall bring forth children”
(Women’'s Devotional Bible 1995:4). Callister (1982) found that “Mormon women endowed
childbirth with a profound spiritual dimension adcew an inner strength from their religious beliefs
They viewed the experience with an eternal pergspect. The dimension of spirituality was an
integral part of their childbirth experience.”

DISCUSSIONS

Much of the discussion was done concurrently withdata presentation together with some literature
support to the findings. However, culturally ifred behaviour, such as stoicism and bravery, and
culturally inspired appreciation of self and thgesence of giving birth, such as pride, womanhood
and the removal of shame, and the value placedh®@méw born, plays a major role in the lives of
women. Similarly, the Mozambican woman enduredhiships of pain in labour for the benefit of
characteristics listed above and experienced jolysaend of the event.

CONCLUSION

This study on cultural-religious meaning of andctesms to labour pain by Mozambican women living
in Swaziland found that personal and cultural megsiare equally important in the experience and
treatment of labour pain. To provide effectiveesamidwives should practice culturally congruent
care. They should understand the influence of rillforactices on communication about pain and the
communication of the experience of pain. Culturagmtation and differences significantly affect bot
the assessment and management of women in labourCadtural bias or orientation might also lead
to ethnocentrism, placing the midwife in a judgnaérgosition. Human dignity and the ethics of
nursing and midwifery practice, however, call farntene nursing care, which finds its ultimate
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quality in a blend of Western medicine and tradiéibhealth care practices, the realm of trans-aailtu
and culturally congruent care.

RECOMMENDATIONS

The researcher makes the following recommendatlmsed on the findings and their implications for
midwifery practice, midwifery education and cliesttucation.

Midwifery practice

In midwifery practice, both Western-oriented meuléciand traditional practices in pregnancy and
labour are involved. It is thus recommended that:

The local cultural diversity surrounding pregnan@hour and the management of labour pain be
included in a continuing in-service training pragrae

Cultural assessment schedules be compiled and nmepleed as part of the history-taking activity of
midwives

Leininger’s strategies of accommodation/negotiatind re-patterning/restructuring for bridging trans
cultural gaps in health care be implemented by nvdsv specifically in terms of the cultural
difference among the triad of Mozambican, Swazi #estern medicine local to the area in which
this study was conducted.

Multicultural concepts and the ethics of culturalativism are included in the suggested in-service
training programme. In essence, midwives shouldriagle aware of trans-cultural ethics (ethical
relativism), the pitfalls inherent in this, and taned against prejudice, ethnocentricity and ethni

stereotyping.

Cultural practices surrounding the management lwua pain and gestation in general be interpreted
in terms of Western medical practice, and vice aemsnd that the advantages of both these
perspectives on health care be articulated toltimeate benefit of the patients.

Midwifery education

To provide culture congruent care, nurse-midwivassttknow about the patient’s culture (Jones,
Bond & Cason 1998:43). Educational strategies rfeophytes in midwifery should focus on
producing nurses with a desire to render culturegoeent care. The culturally sensitive and
competent facilitator should guide neophytes arfterst in - midwifery education and training in
reconciling the cultural perspective and differentteat exist between clientele and student midwives

Client education
Based on the findings of the study, the physiolalgiasis of pain appears to be cross-culturally the

same, clients of cultures other than a western cagédiriented culture need to understand the
physiological aspect in the experience of laboum.pa
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Recommendation for further research

To improve the Swazi midwives’ understanding ofeatiént cultural practices in an attempt to render
culturally congruent care the following researgbi¢s are proposed:

» Research into the Swazi cultural-religious meaind reactions to labour.

« A comparative study into the Swazi and Mozambicauitucal practices surrounding
pregnancy, the antenatal period, immediate podtpatend and management of labour pain.
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Environmental Health at the Edge
An Arainneachd Aig An Oir

Alasdair MacEachen
Head of Devolved Services (Uist and Barra)
Western Isles Council/Comhairle nan Eilean Siar

| choose my words carefully — at the edge suggastsething different from on the edge. To use the
latter would be to speak metaphorically whereaddahmer and actual title aims to convey a location
with just a little hint of remoteness.

So, the Edge, in this case refers to the Outer idebor Western Isles, but more specifically, iis th
short article, to one particular area of the Hedsjdhe island archipelago of St Kilda, or Hirts.itais
sometimes known, the latter being derived fromntiaén island’s Gaelic name, Hiort.

Apparently there is no record of a saint named &ikb how did this archipelago of four islands and
several sea stacks get its name? Not surprisitigdlye are a number of views — cartographers
changing names down the years is one and a sityitaria word describing the shape of a shield is
another. However, | prefer a more likely explamatihat is derived from a Danish term for a source
of fresh water.

There are, to this day, a number of fresh watercesuon the main island and this would have been
known and valued by early seafarers making theirney south. Furthermore, the requirement to
refresh or replenish food and water supplies og kgn journeys explains the presence on St Kilda of
a feral breed of sheep reckoned to be one of thieliwmldest breeds. A similar breed of sheep atas
one time also found on one of the smaller islandbé Faroes, indicating that this was anothemgall
point for food supplies. One finds similar accauimt the history of the South Atlantic Islands wher
Portuguese mariners deposited pigs and goats lefayebthese islands were occupied by the first
settlers.
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So when did it all begin? The St Kilda archipelagsing to 1397 ft. above sea level at its highest
point, is evidence of volcanic activity going baaker 60 million years, similar to the formation of
islands such as Tristan da Cunha and St HelereeiBaouth Atlantic, located on the mid Atlantic redg
which extends to the Faroe Islands and areas fumtivéh towards Iceland and Spitzbergen. There are
still varying degrees of activity along this ridged adjacent hotspots. The Icelandic ash clowdrig
fresh in our memories and this year marks the Z@thiversary of the Tristan da Cunha volcano
eruption that resulted in the entire populatiorthef world’s most remote island being evacuatedt fir
of all to South Africa and then to the south of Emgl where they spent two years before returning to
their home island in 1963. Emergency Planning takes different meaning in places like Tristan
from the point of view of access and communicatiddewever volcanoes do not feature in the
Western Isles Emergency Plan on the assumptionthieaSt Kilda volcano is now well and truly
extinct.

Over the years, researchers have tried to estatiisthistory of human occupation on St Kilda.
Archaeologists have discovered evidence of Nealifimd Bronze Age activity but the clearest early
evidence of man made structures is in the undengralwellings that point to the Iron Age period.
There is also evidence of early Christian churces a Viking period evident from the names given
to some of the smaller islands surrounding theelaigjand of Hirta.

The structures we see today on the “Main StreetSoKilda are a mix of early and mid 19th century
dwellings.

Prior to the organisation of the island villageoisixteen separate holdings, the very basic stode a
thatch dwellings were built very close to each piheclusters. Then, around 1830 there was a move
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to spread people out and to allocate each of #teesi families a piece of ground on which they doul
have their own dwelling. At that time, familiescatieir livestock were housed under the one roof.

However, within thirty years all was to change agahen the dual purpose houses would be given up
for sixteen more modern houses. The new houses higger, comprising three rooms and thatch
roofing was replaced, initially by corrugated irtbvat was eventually replaced by tarred felt. Tés

at a time when a large proportion of the Hebridpapulation was living in much poorer housing
conditions. Indeed in Ben Buxton’s book on thedrg of the island of Mingulay (1) (often referred
to as a miniature St Kilda) we read that, as Istd 803 “the County Sanitary Department issued all
households in Uist and Barra district with a writteotice instructing them to remove offensive
middens, ashpits and dung heaps at least twentlg yeom houses and wells and to provide separate
accommodation for cattle.” So, from this pointvggw, the St Kildans’ standard of housing may have
been slightly ahead of its time.

Nevertheless, there were some significant headthess affecting life on St Kilda. They experieneed
major smallpox outbreak early in the 18th centurffor many years through the 19th century,
numerous babies born on the island died withirdegys of birth. The cause was attributed to nebnata
tetanus and records for the 60 year period betvl®&80 and 1891 show that 92 out of 160 babies
born, died in the first few weeks of life. Othdheents such as rheumatism and dyspepsia were
common and there was little resistance to the comootd and flu and it was not uncommon to have
an outbreak following contact with visiting shig2)

Even some St Kildans who made the decision to extégo Australia in 1852 did not escape the fate
of infection to which they had no resistance anly talf of the emigrants survived the journey. The

intention had been for more St Kildans to folloverttn but the plans changed when the fate of the
original group became known.

Following the First World War, a number of St Kitdamade the decision to leave for the mainland
and over the next ten years it became clear tlateimaining population of mainly elderly islanders
would not be able to carry on life in such a remotation. Finally the decision was made to evéeua
St Kilda and with Government help, the islanders@abto the mainland on 29th August 1930.
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For twenty five years or so following the evacuati8t Kilda was privately owned by the Marquis of
Bute who visited the islands for short holidaysaapanied by his ornithologist friends.

The Marquis of Bute bequeathed St Kilda to the &fetl Trust for Scotland (NTS) who remain
owners to this day. Part of the main island iséebto the Ministry of Defence (MoD) for operations
connected with their missile testing range on Sadigh.

So, today the role of the Environmental Health €ffion St Kilda extends to working with the MoD
and NTS on matters concerning the health and weljoef their staff working on the island.

A core unit of about fifteen staff work on the Mdiase throughout the year and this number usually
increases during the summer months when additerabnnel are engaged in maintenance work.

NTS employees and volunteers are seasonal workemsially on the island from April to September
each year. In addition there are the summer vssidio arrive by various modes of transport ranging
from small yachts to medium sized cruise liners.

All food preparation and catering facilities on thase and in the NTS properties are routinely
inspected and the water supply is included in dmall authority’s Private Water Supplies Sampling

Programme. The authority also works closely witthborganisations regarding the disposal of waste
as it is not permitted to dispose of any wastehengland.

The St Kilda archipelago is the UK’s only Dual Wibiieritage Site (designated by UNESCO for its
Environmental and Cultural Heritage significanceyepresent our local authority (Comhairle nan
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Eilean Siar) on the St Kilda Management Board alwitp representatives from other stakeholder

groups including the MoD, Historic Scotland, NTSlaBcottish Natural Heritage. Currently we are

involved in pulling together the final stages oé thecond five-year Management Plan for St Kilda as
required by UNESCO.

That is but a snapshot of St Kilda from its origtosthe present day but you can explore further by
reading any of the 750 or so books written aboatattthipelago over the last three hundred years.

There is a lot of information on the NTS websitevatw.kilda.org.ukand if you would like to visit the
islands some day to experience The Island at tlge B the World for yourself, a number of boat
operators offer day trips from Lewis, Harris andt.uring the summer months.
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“Success in tackling environmental health probleepends very much on collaboration between
ministries and agencies. Members States, WHO artdgra should work together to apply these tried
and tested methods and knowledge to make the emv@nt more healthy.” (African Regional Health
Report, 2006)

“For millions of children today, particularly in Ata, the biggest health challenge is to survivel un
their fifth birthday, and their chances of doingae less than they were a decade ago.” (Lee Jong-
Wook, Director —General, World Health Organizatigvgrld Health Report 2003).

Introduction.

In Africa it is recognised that there is a shortadenvironmental Health Practitioners (EHPS) per
head of population and national policies are culyatirected at addressing this problem. A revidw o
environmental health education in six African coigs (Angola, Botswana, Cameroon, Kenya, Mali
and Zambia) by the Africa Region of the WHO (200%ported that few countries offered
environmental health courses. Only Kenya had amute number of environmental health degree
programmes in place producing the requisite nurobgraduates required for the size of the country.
In the other five countries the approach to envitental health education and enforcement was
fragmented and only specific areas covered thraaljad professionals (i.e. nurses, doctors) e.g.
health education, community health or as a moduke Masters in Public Health course. It concluded
that a more holistic and co-ordinated approachntorenmental health practice was needed and that
the academic sector could address this problenughrthe provision of appropriate courses but that a
present this sector is under-utilised.

Even where degree programmes do exist concerndeas éxpressed that the curriculum for training
EHPs (in West Africa) lagged behind the skills riegd to cope with the challenge of environmental
monitoring and control (Emeharole, 1993). Emehanaeiewed the existing curriculum for the
training of EHPs at the diploma and degree levelheé sub-region and concluded that both curricula
lack sufficient credit weight to impart the desirskills to perform the highly scientific task of
environmental monitoring, which is a problem we isage exists in other African countries. The lack
of appropriately qualified professionals in thiearinevitably leads to inadequate environmental
health practice and enforcement, inappropriaterenmental health policy and strategy for actiowr, th
lack of sound information for priority setting armmanning, the absence of a suitable set of
environment and health indicators, and the lackaofappropriate performance indicator system
(Emeharole 1993; WHO 1998; Thomas et. al, 200Z;nCeoss et. al., 2003; WHO 2005).
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In 1998, the African Region of the WHO announcedt tht is indispensable to strengthen the
capacities of the ministries of health to promotei®nmental health as a precondition for any
sustainable human development”. In this respecilied upon ministries of health to act as catalys
in directing, coordinating and promoting environarmealth and hygiene activities, through: (i) the
adoption and implementation of policies, strategied plans of action on environmental health and
hygiene and (ii) strengthening of inter-sectordlatiration between all environmental health actors
and stakeholders. It encouraged ministries of healtestablish an appropriate legal framework for
implementing environmental health activities, imetg environmental health into all local and
national development programmes and projects, msebilhe resources needed to support and
strengthen these activities, promote community-thdseal initiatives in the area of environmental
health and coordinate interventions related to ni@nagement of environmental health activities
(WHO 1998a). The SADC Health Protocol, of which thlé African participants of this project are
members reaffirms the importance of improving emwmnental health conditions of communities
especially in rural and under-developed areas. WH® has also committed itself to the Health for
All'in the 21st Century framework which makes egplthree goals (WHO 1998b): (i) an increase in
life expectancy and improvement in the qualityitd for all; (ii) improved equity in health between
and within countries and (iii) access for all tostainable health systems and services. While not
encompassing all the actions, environmental hdalth clearly in the interface between health and
development and is therefore critical to the gdalnsaking health central to human development.”
(Thomas et. al., 2002; Cairncross et. al., 2003).

To achieve these goals in Africa, various Minigtreé Health are (i) encouraging the establishmént o
environmental health degree programmes in highecattbn institutes where none currently exist; (ii)
recruit appropriately qualified and research actasademic staff to deliver the programme and
undertake research; (iii) improve the professiarzgdacity of academic staff to enable them to review
and/or upgrade existing Diploma in Public Healtbgzammes to Bachelor’s in Environmental Health
degrees, (iv) ensure that such degrees are acdeathd reviewed by appropriate professional bodies
and (v) provide appropriately tailored continuousfessional development courses for practising
EHPs. The development of the curricula for envirental health degrees in Africa is intended to
ensure that irrespective of the location withiniédr all environmental health professionals will be
educated to the same core curriculum. This willuemghat cross-cultural insights have been shared
and leads to the development of environmental hgatifessionals who have common internationally
recognized educational base. This will facilitatansportability of qualifications and mutual
recognition of partners.

The Past

The concept of an ‘Africa Academy for Environmentégalth’ was first proposed by Dr. Koos
Engelbrecht (Tshwane University of Technology) @&md Dennis Mazali (Muhimbili University of
Health and Allied Sciences) at the Internationatufily Forum on Environmental Health Education
(5th World Congress on Environmental Health, Stobkt) in 1998. At the World Congress the
International Federation of Environmental HealtRHH) endorsed this concept. Later, at the first
African conference on Environmental Health Educatield at Bagamayo, Tanzania in October 2001
the above concept was moved forward. Participanta i number of African countries came together
to discuss many environment and health relatecesstuat are specific to Africa. At this meeting, it
was unanimously agreed that there was a need fmoactive communication system, using the
‘newly’ developing electronic media (internet, eth& improve the exchange of information between
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academic staff and students in African academitituti®ns. Amongst the many resolutions tabled, the
Africa Group of the IFEH gave a mandate to threévehsities in Tanzania, Malawi and South Africa
to collaborate and establish an Africa AcademyBEovironmental Health.

At the 1st All Africa EH congress in Nairobi, Kenya7th — 30th, August 2007) the Academy was
officially launched after more than 10 years ofgam@tory work. At this meeting a number of

executive committee (EXCO) members were prelimiredegted with specific duties assigned to each
member. Three EXCO members (Lungu, Engelbrecht gn@son) were specifically tasked with the

duty of soliciting funding to develop the AAEH aim@lp mobilise and expand its membership. In
2008 a UKAID multi-lateral grant involving South-Ada, Tanzania, Malawi, Kenya, and Swaziland
was awarded jointly to Professor Grimason (thetmitersity of Strathclyde) and Dr. Engelbrecht

through the British Council Development PartnershipHigher Education (DelPHE) scheme (2008 —
2011; £135,000).

Aim of DelpHE 3 Grant
The aim of the grant is to develop the Africa Aaagdor Environmental Health.
Objectives of the DelPHE AAEH grant

To determine the extent of environmental healthodia/degree provision within each SADC country;
To help establish an environmental health diplomgree course in each SADC country by the end of
the link period; To raise the profile and advanie tliscipline of environmental health in SADC
countries; To determine the uptake and genderggaation in environmental health diploma / degree
programmes in each SADC country; To promote thénal recognition of environmental health
education within SADC countries; To determine thienber and ratio of EHO’s compared with other
allied health professionals and the population ache SADC country; To establish a database of
environmental health education expertise in SADGntides; To establish an electronic network of
environmental health academics in SADC countriegspiiomote and stimulate environmental health
e-learning in SADC countries; To identify the pmese / absence of any professional environmental
health institutes/bodies and their role in revigyihdirecting environmental health curricula and
accrediting diploma / degree courses; To facilitatmtact with other national and international
environmental health training institutions and lesdassociations that share values compatible with
the aims of the AAEH; To promote exchange of envinental health academics within SADC, Africa
and abroad; To promote sharing of best practicemywironmental health within SADC countries and
abroad; To promote and facilitate collaborativeiemmental health research in SADC countries; To
improve the exchange and management of informatiah experience among environmental health
academics, technicians, students and institut€SAIDC countries; To promote the harmonisation of
standards and practices in environmental healtSADC countries; To undertake an educational
needs assessment of environmental health academadsed in the delivery of environmental health
diploma/degree programmes in SADC countries.

Portfolio Holders
At the 1st All Africa EH congress a number of politf holders were identified and the duties shared

equally between the original few proposed EXCO memsliEngelbrecht, Kitagwa, Lungu, Mazali &
Grimason) of the Academy. An interim Chairpersomd@&brecht) was elected to drive the
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development process forward until a formal meetihthe Academy could be held. After the DelPHE
grant was awarded a formal meeting was held atsheorkshop in Pretoria in March 2009. To meet
the aim and objectives of the grant and to devéiepAcademy a number of academic portfolios were
assigned to EXCO members with specific duties gmarapriate timelines. The burden of this task
initially fell upon a few EXCO members, however otiee course of the grant period with increased
membership these duties have been shared (Table dddition to individual portfolios, a number of
sub-groups were identified to drive forward specibbjectives of the grant e.g. curriculum
development and quality assurance.

Workshops
To achieve the objectives a number of key AAEH wgbdps took place over the three year funding

period, the outputs of which have been displayedhenlFEH AAEH website over the years and
presented to the British Council Country Director.

Year1l SOUTH AFRICA KENYA

2009 (Develop a quality assurance an@oving quality assurance
registration model) forward and finalise models)
Tshwane University, Pretoria Moi University, Eldoret

Year 2 TANZANIA MALAWI

2010 (Demonstrate e-learning model (2nd All Africa EH congress
& EH communication tools) & EH networking)
Muhimbili University of Health and University of Malawi,
Allied Sciences, Dar es Salaam Blantyre.

Year3 SCOTLAND SOUTH AFRICA

2011 (Research proposal (Finalise and sign off documents and
writing workshop) to identify the way forward)
University of Strathclyde, Cape Town Peninsula University,
Glasgow Cape Town

In addition to the above workshops others were helfshwane University, the University of Malawi
and University of Johannesburg which enabled sobyzg to get together and finalise key objectives
e.g. curriculum development and quality assuramoeigs to enable to Academy to focus on other
objectives. Environmental health professional ptiaciers and academics from the host institute(s)
were invited and actively participated. This cdmited to their professional development, especially
where professional bodies were in place to awantirmoous professional development points.

PRESENT

Membership

Whilst the objectives of the DelPHE funded projepply specifically to SADC countries, the overall
aim of the AAEH was always to encourage the paditon of as many African academics from

institutes within their respective countries invadvin the delivery of environmental health educatio
to become active members of the Academy. At theAlkstAfrica EH congress in Nairobi the
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membership comprised of 6 academic members fronfri@alh countries (South Africa, Kenya &
Malawi) and 5 institutions. By the end of year 1go&nt, the membership had increased to 9 academic
members from 6 countries (including Botswana, Taifand Zambia) and 9 institutions, and by the
end of year 2 this had increased to 12 academichmerfrom 9 countries (including Zimbabwe,
Nigeria and Rwanda) and 11 institutions. Most esthare outlined in Table 1.

It took a long time, but finally God and King met.

At the penultimate meeting of the AAEH held at Camvn Peninsula University (20th — 27th
August, 2011), academics from Universities offerimyvironmental health degree programmes in
Nigeria (Dr. Godson Ana), Ghana (Dr. Ishmael Norjreamd Namibia (Mrs Charmaine Jansen) joined
the Academy. At this workshop God met the Kingtfoe first time i.e. Dr. Godson Ana from Nigeria
and Mr. Kingsley Lungu from Malawi. With the inclos of members from Nigeria, Ghana and
Namibia in Year 3 this increased the membership&@cademic members from 13 countries (Table
2). More importantly, the Academy now had represgon from institutes delivering EH programmes
in east, west and southern Africa and is expanttirmughout the continent.

At the present time the Academy does not have septation from institutes in north and central
Africa or from institutions delivering EH programman non-English speaking countries within Africa
which we are trying to address. The environmergalth problems highlighted by Samanyika et. al. in
Malawi (recently submitted to Environment & Healthternational) are common throughout the
continent and language should not be barrier fod,ng and the AAEH to overcome. Additional
contact details for each AAEH EXCO member and aeaclenstitutions within their respective
countries have been placed on the IFEH Africa pagbpage. Academic profiles for each EXCO
member can also be found on the IFEH Africa padeasite.

Curriculum Development and Quality Assurance of EHprogrammes in Africa.

A concept document entitled ‘Developing an Inteiorel Competence-Based Curriculum for
Environmental Health’ was developed jointly by tbaiversity of Birmingham, Dublin Institute of
Technology and Chartered Institute of Environmertedalth to guide the development of an
international curriculum in 2008. The proposal waesented at the International Faculty Forum
which is traditionally held prior to the World Camgs on Environmental Health in Brisbane,
Australia in 2006 (Brennan et. al., 2008). The doent emphasised the concept of core skills for
Environmental Health Professionals and focused upemeed for the development of a curriculum
that enhanced the knowledge, ability and skillg Hra uniquely possessed by environmental health
professionals. Using this document as a templaeAthEH held a workshop at Tshwane University
of Technology in Pretoria (3rd — 5th March, 2008y g@roduced a revised document that emphasized
the development of an internationally portable icutum aimed at (i) promoting environmental health
articulation within various countries in Africa ar{d) emphasising the importance of addressing
environmental health problems specific to the Adnicontinent.

Subsequent workshops held at the University of Maia Blantyre (27th — 29th May 2009), Moi &
Kenyatta Universities in Nairobi (17th - 20th Aug@609) and the University of Johannesburg (22nd
— 25th February 2010) led by Me J. Snyman, a auuin development specialist at Tshwane
University of Technology. Thereafter, Keraka andrda finalised the curriculum with input from all
EXCO members. The proposed curriculum is also &selt of the commitment and hard work of
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various environmental health academics and pragtigirofessionals from the higher education
institutes and professional associations througlddata. The curriculum was officially launched at
the 2nd IFEH Africa Group All Africa EH congresslthén Malawi in May 2010 and presented to the
Chair of the Africa Group of the IFEH.

Alongside curriculum development, rigid quality nagement systems must be implemented and
maintained to ensure that the deliverables of enwirental health programmes meet and exceed
minimum international standards. Therefore anotey objective of the DelPHE project was to
develop a QA manual that would guide, direct antbrm Institutions on the development,
implementation and maintenance of a quality sysfenms is missing in a number of environmental
health training programmes in Africa. To this eral,comprehensive consultative process was
undertaken which included two workshops (i.e. Rratand Nairobi) and another sub-group workshop
(Pretoria, June 2009). Stakeholders that repregehteenvironmental health discipline in Africa and
Europe were part of the respective workshops. é¥gatnts included Universities in Africa and Europe,
professional boards and associations, governmgyairsheents and non-governmental organisations.

The workshops were facilitated by Dr. D. Naidoo avid C. Selepe from the Quality Directorate,
Tshwane University of Technology in South Africahel quality management manual has been
completed and was formally handed to the Directdhe British Council in South Africa in February
2010. Thereafter, Kitagwa and Nkambule developedQA documents on behalf of the AAEH with
input from all EXCO members. Dr. Harold Harvey (Uarnisity of Ulster) and Maswabi also made a
significant contribution to this area. The manusal domprised of three chapters covering the
recommended quality management framework accomgdryiean associated set of quality criteria to
be met to assure quality. As far as we deternhireedocument represents a first for Africa where a
QA document has been compiled including best isttesnal practise and tailored made for
environmental health degree programmes in Africa.

The uniqueness of the curriculum and QA documentkat they are inter-woven or married to each
other. One influences the other and vice-versas ¢buld not have been achieved with the guidance of
Naidoo, Selepe and Snyman from Tshwane Univeraitydocuments can be downloaded from the
IFEH webpage. In light of these developments a remalh African Universities have amended their
curriculum to reflect the AAEH curriculum and impiented QA procedures and a number are
currently piloting or have implemented them inteittdegree programmes. Copies of these documents
have been sent to the Ministry of Health in eacimimer country.

To present the outcomes of these two objectivesdavorld, Engelbrecht and Haman represented the
AAEH at two International Faculty Forums and Wo@dngresses on Environmental Health held in
Singapore (2009) and Canada (2011), respectivelyedent past President of the International
Federation for Environmental Health (Mr. BernardrtBath) announced at the 2nd All Africa
Congress on Environmental Health that was held mlaMi during May 2011, that the generic
curriculum for environmental health and associd&p#dprocedures “was a first for Africa as well as
internationally”. We expect that the IFEH and A&igroup of the IFEH is will formally endorse these
documents at the next World Congress on Environahétealth (Vilnius, Lithuania, May 2012). With
these tools a number of Universities have alreadyested their professional bodies and/or Ministry
of Health to accredit their degree programmes.
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Funds have been put aside to ensure that the AAEHearesented at the next International Faculty
Forum and World Congress on Environmental Healtickviwill be held in Lithuania (Vilnius, May
2012) and 3rd All Africa Environmental Health Coags in South Africa (Durban, November 2012).

Academic database, communication and eLearning

An academic database containing the email addredsmgery academic member of staff involved in
the delivery of EH programmes within each institatel country has been created (n=123) by Haman
& Keraka. Although not an exhaustive list of evdtil academic involved in the delivery of EH
programmes in Africa, it is at least a start, ah will facilitate better communication between
academic members of staff in different institutesAfrica and enable the electronic distribution of
outputs from the DelPHE grant, AAEH activities asttler any other pertinent information.

The AAEH is also leading the way on the promotidrevironmental health eLearning. Mazali has
presented these developments at e-Learning cocfsem Lusaka, Zambia and Dar es Salaam,
Tanzania attended by representatives from more9farountries. Other meetings have taken place in
Tanzania and Malawi to develop an appropriate e+lieg module on EH for Masters in Public
Health courses in Africa involving Mazali, Lungu,okde, Engelbrecht, van der Westhuizen and
Grimason. Mazali has also developed an online elieguplatform and courses which is accessible to
all members of the Academy. Under development i$A&fH elLearning Tool Kit' to facilitate and
promote sharing of information, project data mamaget and capacity development.

This area of development has attracted additionatlihg from DelPHE 5, IICD of Netherlands,
capacity building — GiZ of Germany and researchDER of online resource sharing. The following
websites portals, platforms have been desigmedw.ifeh.org/afa www.wikispaces.com/aageh
www.elearning.or.tz/project www.aaeh.net and http://aaeh-network.ning.cam The AAEH
communication  strategy  developed by  Engelbrecht cabe found on at
http://www.ifeh.org/afa/docs/DelPH_project_implertedion_plan_rev02.pdf

Marketing and advocacy

Marketing and advocacy objectives have been actiidveugh active participation of the AAEH and
EXCO members at the 2nd All Africa Environmentalatlle congress (Lilongwe, 24th — 27th May,
2010) in Malawi 2010. This area of activity was ®dMacherera and Letsholo (previously Maswabi).
AAEH were a major partner in the congress suppgritithrough the registration and participation of
all, but one, EXCO member. Three EXCO members itiquéar were instrumental in applying to the
Africa Group of the IFEH for permission to host ttengress in Malawi and the management of the
meeting, primarily led by Morse. The congress ai@snded by over 150 delegates from 14 countries
including the President of the IFEH, the Chair lod tAfrica Group of the IFEH and experts from a
number of fields in environmental health. Sixty g@etations of original research were given with
additional expert led workshops on drinking watafesy plans, community led sanitation and AAEH
activities.

Every EXCO member presented at the congress pneget@ scientific papers in total. All EXCO

members played a pivotal role in manning (not dyaggnder sensitive!) the AAEH exhibition stand,
distribution of AAEH publication material and presations on CDs. AAEH members have also
played a pivotal role in bringing the AAEH to thé&eation of higher officers within academia,
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professional organisations, Ministries of Healthrspanel and through the participation and
management of technical tours in each countwwW.ifeh.aaeh.ory Support was received from a
number of organisations including the British Cayrand a profit of over US$ 15,000 was made
from the event. At the Congress the Director of Bingish Council (Malawi) was presented with the
final version of the curriculum development andlgyassurance documents.

Gender Development

The Academy recognises that all environmental headind allied health professionals must have
knowledge and awareness of the ways in which geaffiects health, so that they may address gender
iIssues wherever appropriate to ensure that theik vgoboth effective and gender sensitive. Gender
mainstreaming is therefore a key component of teeeldpment and role of the organization and
members. Environmental health within Africa is aeaawhere the impact of the natural, home and
working environment most affects the lives of feenalembers of the community both adults and
children. As such, the Academy sees the inclusibmemder in its targets as imperative in the
development of the quality of training for envirommtal health practitioners and allied health
professionals throughout the continent. At the brisethe AAEH in 2007, the Academy had no
female members. In 2008, it had one (with Morge 2009 three (with Keraka and Haman), in 2010 it
had increased to 4 (with Macherera) and finallyn52D11 (with Jansen). Thus, 40% of EXCO
members are female.

To specifically address this area Morse developgeérader policy on behalf of the Academy which
can be accessed on the IFEH webpage. Through thelat a gender development grant from the
Association of African Universities she is currgrdetermining the uptake and gender participation i
environmental health diploma/degree programmesuthern and east African countries. This project
involves 25 female academics from 11 Universitred@ African countries and involves participation
by many of the EXCO members (male and female). dijectives are to gather data on the status of
gender equality in EH courses and research, cra@atelectronic database and forum for female
academics, address gaps identified in studententaftrition rates and academic staffing, including
the role of women in research and management posiind develop a database of online courses and
materials. To date, workshops addressing thesesneaek taken place in South Africa with others
planned for Kenya and Malawi in the near future.tid¢ workshop held in Johannesburg by Morse,
Keraka, Haman and Grimason, the African Women Bmwvirental Health Network (AWEHN) was
officially launched. An announcement about the AWEMill appear in the E&H International
Journal in the near future.

Networking

Nkambule has compiled a comprehensive list on nédwg activities and exchange programmes
undertaken by EXCO members during the course sfgtant and this can also be found on the IFEH
website. For example, Engelbrecht (South Africap lected as external examiner for degree
programmes at the National University of Sciencg &@achnology (NUST-Zimbabwe), University Of

Swaziland (Swaziland) and Muhimbili University oeblth and Allied Health Sciences (Tanzania).
He was also appointed as external examiner for Miahil. & PhD candidates at the University of

Strathclyde (UK) who had undertaken EH researctAfinca. Letsholo (Botswana) has acted as
external examiner for the diploma programme at NZ8mbabwe. Nkambule (Swaziland) is external
examiner for the degree programme at Wits Unive(Sbuth Africa) and a certificate programme at
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the National Health Training Centre (Lesotho). karéenya) was invited by Kitagwa (Kenya) to act
as external examiner for the degree programme atMiversity and is also the external examiner for
the newly established degree programme at Mounty&ésniversity. Van der Westhuizen (South
Africa) has been invited to be external examinertfie new degree programme at the Polytechnic of
Namibia by Jansen (Namibia). Musoke (Uganda) has lag@pointed as a visiting lecturer at Kigali
Health Training Institute (Rwanda). Grimason hasedcas external examiner for the degree
programme at the Polytechnic (Malawi). Very litdellaboration between African academics existed
before the establishment of the Academy, whichsgep forward in the right direction.

Research

Another objective of the project was to promote dadlitate collaborative environmental health
research in SADC countries. Universities and acacenn Africa face many challenges and
constraints when it comes to undertaking envirortaldrealth research e.g. lack of well-equipped and
accredited laboratories, limited technical suppgdyernment / university funding etc. As a result,
most studies generally gather empirical evidengegusbservational, questionnaire / focused group
discussions which is important in the field of enwimental health. The uniqueness of EH research is
that it provides a bridge between the physical sodal sciences and facilitates a better understgnd
of the environment and health. However, evidenoenfthe questionnaire study conducted by
Engelbrecht would suggest that most academics vedoivith the delivery of EH programmes in
Africa are recruited for teaching purposes rathantresearch. Feedback from the workshops would
suggest that most academics lack essential resshtishand knowledge e.g. on proposal writing and
paper writing. As a result many struggle to publisiir results in peer-reviewed scientific journals
Often the results of fascinating studies uniqueEtd are published in national medical and/or
professional journals which are not highly regarbgdhe University promotion committees and are
not necessarily available to the world-wide EH camity.

During the recent workshop in Cape Town, NormanaAMusoke and Lungu presented on EH in
their respective countries. Interestingly, many tbém presented photographic evidence of the
insanitary conditions facing the poorest membersoaiety in each country — different countries but
similar problems. We know what the problems are lmitv do we generate the statistical data to
bridge the photographic evidence with empiricaldewice to provide the scientific evidence to
convince Ministries of Health to develop/adopt/gpphvironmental health policies and strategies and
drive home the message that prevention is better if@ore cost effective) than cure? However, one of
the speakers did add another dimension to thiandie “there is a clear lack of will by most
politicians and Governments in Africa to adequatalgress these issues ... it is within their contyol
do so if they were seriously interested ... theytbeesame things that we do on a daily basis, come
on, get real!”

With respect to the objectives of this grant, weehattempted to address this issue by helping (i)
academics obtain Commonwealth academic researablasships to undertake M. Phil and PhD
studies (n = 6), (i) EH practitioners obtain Commealth professional scholarships to develop
professional practice and institutions (n =2),)(ifun proposal writing courses at Strathclyde
University, UK (March 2010), University of Johanbesg, South Africa (July 2010) and Kenyatta
University, Kenya (October 2011), and (iv) undeetabllaborative research and produce publications
in professional and peer-reviewed scientific jolsnésee reference section). At the penultimate
workshop, the Academy also received a proposal foonCaradee Wright, Council for Scientific and
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Industrial Research representing a EH researchanletfvttp://www.ehrn.co.z/ to jointly develop an
on-line Africa Journal of Environmental Health Swes. This journal would reflect the unique
problems faced by academics in Africa and provigent with a forum to publish their research
findings. The Academy is in full support of thisoppsal and negotiations are on-going.

The Academy has also agreed to put funds asidedertake collaborative research on two key EH
KAP projects on (i) geophagia and (ii) malaria atle country and compare and contrast the findings
across the continent. We envisage the data gedevatelead to joint publications in many peer-
reviewed scientific journals in the future and lhénterest to the World Health

Organisation.

Since the award of the DelpHE 3 grant to estalihéhAAEH, the Academy has received two other
grants. A Mobilising Regional Capacity InitiativéIRCI) grant from the Association of African
Universities (£94,000 over 18 months) on genderetigwment for female staff involved with EH
programmes in Africa and a DelPHE 5 grant (£60,00&r 30 months) to develop an eLearning EH
module suitable for Masters in Public Health cosiriseAfrica. Future articles will elaborate uporth
fine details and outcomes of these grants. MorseGumason recently submitted a concept note to
the Tropical Health Education Trust in the UK segkfunding (£1.5 million) to address the training
and practice of community based health workerseadral of the AAEH. Previous proposals by Lungu
and the Royal Environmental Health Institute of tBoal (UK) submitted to the International Health
Links Scheme in the UK to develop CPD courses tdOE in Malawi fell upon deaf ears. However,
successful proposals were submitted by Siulapwanfiga) in 2010 and Musoke (Nigeria) in 2011 in
conjunction with regional groups of the CIEH (UK)dathe Academy awaits the findings from their
studies.

FUTURE

The long term goal of the Academy is to establidfody of African academic institutions under the
auspices of the AAEH to instigate, develop and adgathe training, science and practice of
environmental health throughout the continent. Weisage that this will lead to a cadre of well
qualified environmental graduates and professidttdDs in each country over time. Overall the
AAEH aims to promote national, continental and fin&tional recognition of African environmental
health qualifications and develop south — southdewac partnerships with universities in Asia,
Australasia and north-south partnerships with Eeaopand North American/Canadian universities
through electronic networking and the IFEH Inteloradl Faculty Forum network. A future aspiration
of the AAEH is to establish active professional ilesfinstitutes throughout Africa, similar to thase
the developed world.

During the series of workshops which have been ekt the years a problem highlighted by a
number of EH academics and practitioners was thairamental health legislation was out-dated,
non-existent or not enforced for a variety of remsd_ungu cited an example of a piece of legishatio
on public health in Malawi dating back to 1946 whis still in place and where the fines are still i
pounds, shillings and pence! Norman (Ghana) wheepbithe Academy recently is a leading player in
this field given his professional background asawyer and public health practitioner. He has
accepted an undertaking to provide guidance toAWEH on environmental legislation, policy and
enforcement. If the Academy can develop this essdeaea through future workshops and congresses,
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hopefully we can share the outputs with colleaghesughout Africa. Norman states that “as all the
nations involved in this Academy are Commonwealthtibhs with Common Law traditions,
respective nations can borrow freely from each rothelrafting of laws, deciding cases in court and
learn from those countries that already have adstaiived legal system in place”. Norman has also
agreed to lead a sub-group to develop a Constitutio behalf of the Academy. Mazali will do
likewise with regards to the AAEH strategy.

The questionnaire study conducted by Engelbrecttieastart of the project and throughout revealed
that there is need for an MSc in EH by researchyfming academics to develop / enhance their
research proposal and paper writing skills. To eslslrthis need the University of Malawi will
introduce in 2012 three new Masters courses (i) MS€tH by instruction, (i) MSc in EH by research
and (iii) Masters in Public Health Engineering. @osure the sustainability of the Academy more
members need to become research active. To thithenticademy has agreed to devote funds to two
cross-continental studies on knowledge, awarenespiactices (KAP) associated with geophagia and
malaria. Grimason has developed a unique educhtraieo for community based health care workers
to present to rural communities in Malawi. A pikiudy is underway in Malawi and the results are
being evaluated. We envisage undertaking a sirsilady involving all members of the Academy. We
will endeavour to attract additional research fugden the attractiveness of the network to po#nti
donors i.e. multi-lateral projects as opposed ttataral projects. However, we also need to idgraif
way of involving EH academics and practitionersnirmon-English speaking countries into the
Academy to share the outcomes of this project arehtourage their active participation on on-going
and future projects.

In due course the Academy will introduce a regigirascheme similar to that of the IFEH to generate
income. The Academy will also be registered as &DONn the UK, USA and Malawi to enable it to
apply for funds which are only available to NGOsdanot academic institutions, and vice-versa
depending on the funding criteria. During the ceukthis project the AAU was confused as why the
funding for the MRCI gender development projectudtidoe deposited at the University of Malawi
given that the physical address of the Academy imaBretoria. This has also caused confusion
amongst other potential donors. However, at thekghwp in Glasgow it was agreed that the AAEH
bank account should be based at the Universitya&ii alongside the AAU MRCI project account.

At the Cape Town meeting it was agreed that thexe avneed for a ‘permanent’ country secretariat
office to be established to attract donors andifumend avoid confusion. As Grimason is now located
in Malawi, alongside Lungu the resource mobilisatiofficer and Morse, it was agreed that the
secretariat office should be located in Malawitfue foreseeable future. To this end, Grimason, ®lors
and Lungu have been tasked with the responsitfitgoliciting funds to help establish the Africa
Journal of Environmental Health Sciences - propdseWright. To this end they will explore funding
opportunities through the UKAID HRSCI (Malawi & Kga) imitative and report back to the
Academy.

Prior to the onset of this project there was a gdrerception that environmental health reseanch a
practice in Africa was lagging behind the rest loé wvorld. This view was held by academics and
practitioners in developed and developing countresa result of this project Mr. Bernard Forteath,
recent past President of the IFEH stated at bahAfbrld Congress on EH in Singapore and the 2nd
All Africa EH congress in Malawi that “the AAEH arttie Africa group of the IFEH is leading the
way on curriculum development and quality assuranééhen these procedures have been fully
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implemented into degree programmes, graduategunefwill have their qualifications internationally
recognized by professional bodies world-wide andabémobile’ as doctors and nurses. Naturally,
they will have to undergo some degree of profesdiassessment by the professional bodies in those
countries to ensure that they are competent tdipesand enforce the law in those countries.

We envisage that the cross-continental researcbhaké propose to undertake will not only provide
the evidence base upon which to base EH policystmategy within each country, but that the findings
will be taken seriously by the World Health Orgaatisn.

“Long live the King. Long live the Academy”.
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Health Organisation
Table 1. EXCO Member and Current Portfolios

EXCO Member Country Portfolio

Dr. Koos Engelbrecht South Africg  Chairperson & Qaumication
Mr. Dennis Mazali Tanzania Deputy Chairperson &esaining
Prof. Tony Grimason Malawi Research co-ordinator

Mr. Kingsley Lungu Malawi Resource mobilisation

Mr. William Kitagwa Kenya Quality Assurance

Mr. Stanley Nkambule Swaziland Quality Assurance

Dr. Margaret Keraka Kenya Curriculum Development
Mrs. Tanya Haman South Africa  Curriculum Developmen
Mr. Yoram Siulapwa Zambia Curriculum Development
Mrs. Margaret Macherera Zimbabwe Marketing and Aoy

Mr. Baemedi Letsholo Botswana Marketing and Advocacy
Mr. Titus Mswabi

Dr. Tracy Morse Malawi Gender Development

Mr. Hennie van Westhuizen South Africa  Curriculurevlopment

Dr. Ishmael Norman Ghana Constitutional matters

Dr. Godson Ana Nigeria Research & Development
Mr. D. Musoke Uganda Research & Development
Mrs. C. Jansen Namibia Curriculum Development

Table 2. List of Institutions offering Environmehtdealth (EH), Environmental Health Science and
Public (Environmental) Health (PH) programmes imi&.

Name of Institution Contact Person Course(s) offere

National Diploma (ND) EH

Tshwane University of Mrs M. Mokgobu

Technologywww.tut.ac.za mokgobumi@tut.ac.za EHTeCh" M. Tech & D. Tecl).
University of Malawi Mr K. Lungu BSc EH

www.poly.ac.mw klungu@poly.ac.mw

Malawi College of Health

Sciences

http://www.university- Mrs. E. Kaunda ND EH

directory.eu/Malawi/Malawi- esterkaunda@qgmail.com
College-of-Health-
Sciences.html

Kenyatta University Dr M. Keraka
www.ku.ac.ke keraka.margaret@ku.ac.ke BSc EH & MSc EH

. . Mr W. Kitagwa : -
Moi Universitywww.mu.ac.ke Wilkita2002@yahoo.com BSc Environmental Science
Muhlml_alll Un_|verS|ty of Health Mr D. Mazali ND EH &
and Allied Sciences )

dmazali@muhas.ac.tz BSc EH

www.muchs.ac.tz
University of Botswana Mr. B. Letsholo BSc EH
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www.ub.bw

Baemedi.Letsholo@mopipi.ub.bw

University of Swaziland Mr Stanley Nkambule .

) o BSc EH Science
WWW.uniswa.sz snkambul@healthsci.uniswa.sz

University of Zambia Mr Yoram Siulapwa BSc EH

www.unza.zm

(rabmbewe@yahoo.co.uk

University of
Johannesburgww.uj.ac.za

Mrs Tanya Haman
thaman@uj.ac.za

ND EH, B. Tech., M. Tech &
D. Tech. EH

Mangosuthu
Technologywww.mut.ac.za

University  of Mr Thobile Poswa

poswa@mut.ac.za

ND EH

Durban University of
Technologywww.dut.ac.za

Dr. Poovie Goender
moetik@dut.ac.za

ND EH, B. Tech., M. Tech &
D. Tech. EH

Nelson Mandela
Metropolitan University
www.nmmu.ac.za

Mr Charles Qoto
charles.goto@nmmu.ac.za

ND EH, B. Tech., M. Tech &
D. Tech. EH

Central University of
Technologywww.cut.ac.za

Prof Ryk Lues
rlues@cut.ac.za

ND EH, B. Tech., M. Tech &
D. Tech. EH

Cape University of
Technologywww.cput.ac.za

Mr Hennie Van der
Westhuizen
vanderwesthuizenh@cput.ac.za

ND EH, B. Tech., M. Tech &
D. Tech. EH

Kigali Health Institute

www.khi.ac.rw

Mr Z Bigirimana
zbigirimanaa@yahoo.com

BSc EH Science

Federal University of
Technologywww.futa.edu.ng

Dr Agum Amadi
pht futo@yahoo.com

Information awaited

University of Ibadan
www. ui.edu.ng

Dr Godson REE Ana
anagrow@yahoo.com

BSc Public Health

University of Calabar
http://www.unical.edu.ng/

Dr S. Olaniran
sobmores@yahoo.com

Information awaited

University of Ghana
http://www.ug.edu.gh/
School of Public Health

Dr. Ishmael D. Norman
ishmael norman@yahoo.com
idnorman@ug.ed.gh

BA Pub Health MPH/MPHhil/
M. Health Informatics,

M. Applied Health, Socia
Science/Ph.D, (Pub Health)

National University of Scienc
and Technology
http://www.nust.ac.zw/

eMs. Margaret Macherera
mzmba@nust.ac.za

BSc Env. Sc. & MPh EH

Polytechnic Namibia Ms. Charmaine Jansen BSc EH
www.polytechnic.edu.na cjansen@polytechnic.edu.na
Makerere University School ofMr. David Musoke BSc EH

Public Health

sokidavi@yahoo.com

http://www.musph.ac.ug/
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Mrs Tanya Haman, Head of Environmental Health,Ursig of Johannesburg & AAEH Curriculum
Development Portfolio Holder

The day God (Godson Ana - far right) met the Kiikgn@sley Lungu - third from right) on Table Mourtai Far left is
David Musoke, Baemedi Letsholo, Stanley Nkambul lzgtween King and God, Dennis Mazali.
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From left to right: Godson Ana, Margaret Keraka,ll\atin Kitagwa, Hennie van der Westhuizen, Margavietcherera,
Tanya Haman, Ishmael Norman, Melissa Nfedt (Britisfuncil), Kingsley Lungu, Dean of Applied Scien¢€ape Town
Peninsula University), Charmaine Jansen, Baemeidihbéo, Tracy Morse, Koos Engelbrecht, Dennis Mazatl David

Musoke. Photographer — Tony Grimason.
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Environmental Health in Lithuania

Andrius Kavaliunas

Lithuanian Union of Hygienists and Epidemiologists
Vilnius University

E-mail: andrius.kavaliunas@gmail.com

Health is being affected by the four main factdrsredity (about 20%), health care services (10%),
environment (20%) and lifestyle (50%). Inheritameay be little affected, while health care systdm, i
it is focused on providing treatment services, lifle contribute for improving public health. Thus
key role in strengthening health of the populatisra health promoting environment and lifestyle.
Telling and educating people what they have to nd what not, there is not always an effective
method to achieve their behaviour changes. An ratere approach is to allow people to self-
consciously choose a healthier lifestyle, to dgvélealth promotion and social living environmerd. S
the environment, in which we live, has an undoulgohct on the health of the population.

Ministry of Health of the Republic of Lithuania hawwvo types of institutions to ensure and strengthe
public health — ones that deal with public admmaigbn and public health safety, that are Statdi®ub
Health Service with 10 regional Public Health Cesfr Radiation Protection Centre, Health
Emergency Situations Centre, and others, dealitiyg sgecialized public health matters and services,
that are Centre for Health Education and Diseasedption, Centre for Communicable Diseases and
AIDS, Institute of Hygiene, State Mental Health @en National Public Health Surveillance
Laboratory. Ministry of Health is also responsibide alcohol, tobacco and drugs control coordination
policy and supervision of Drugs, Tobacco and AlddBontrol Governmental Department. At local
level, municipalities are responsible for settilgyand maintaining Health Boards and Public Health
Bureaus.

In concert with the upcoming 12th World Congres€nfironmental Health, to be held on 22-27 of
May, 2012, in Vilnius, Lithuania, we provide Youtimore information about Lithuanian institutions
that were established to protect general public #rel environment. Here we present You 3
institutions that were chosen by Congress’ orgagizcommittee as options for technical visits.

57



Radiation protection — a part of public health

The health and the public are closely related:pihielic development depends on its health, and the
health depends on public development. That's wikyntlain goal for ages is to avoid the illness and to
safe humans health. Protection of general publgt the environment against unjustified exposure
caused by ionizing radiation and the provision wémgntees for the safety of use of ionizing radrati
sources is a concern of each country. In Lithuémiahis aim is paid much attention for a long lyefo
and this goal is one of responsibilities of Minystf Health. Radiation Protection Centre (RSC) unde
the Ministry of Health was established in 1997 &ad delegated functions of regulatory authority in
radiation protection except the nuclear facilitigsRadiation Protection Law. RSC is headquartemned i
Vilnius and has departments in Kaunas, Kidip and Siauliai. It has a staff of over 50 profesais
including hygiene doctors, physicists, medical ptigss, engineers, radiobiologists, radio-chemists,
and technicians.

RSC as one of institutions of public health systesnresponsible for monitoring of exposure of
members of public, exposed workers and separd@rips under the normal conditions and in case
of radiological or nuclear accident, assessmenimpfct of ionising radiation on humans as well as
monitoring of contamination by radionuclides in, @irinking water, foodstuffs and their raw material
building material and their products as well asotbbjects which may result the exposure on humans.
In our days big attention is paid to the medicgdasure or radiation protection of patients. Another
big part of RSC responsibilities is authorizatidrpoactices with ionizing radiation sources, raidiat
protection supervision and control, security of w$eionizing radiation sources, determination of
compliance with radiation protection requiremergspertise of the projects in regard of radiation
safety. Of course, performing these functions Rf€clists also analyse and evaluate radiological
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accidents, forecast of their consequences and natspa of proposals for their prevention and
minimization of consequences. Very important partadiation protection education of public and
training of workers and other professionals whorafated to ionizing radiation.

At present the role of RSC is increasing. RSC pfagsctive role in drafting legal acts and lawshe
field of radiation protection, administers the Bt&egister of Sources of lonizing Radiation and
Occupational Exposure, takes part in internatiomativities, collaborates with educational,
governmental, research institutions and often comaoates to the media and public. All RSC
activities are focused to radiation protection emgpin the country from public health point of wie

RSC tasks are addressed to protect human fromdwmmaimpact of ionising radiation. For creating an
effectively functioning radiation protection systdam Lithuania a significant support was received
from The European Commission (EC) and Internatigktaimic Energy Agency (IAEA) and other
countries governments. They helped in creatinglebeal basis in radiation protection and setting up
the regulatory authority. This made it possiblecteate the prerequisites for a radiation protection
system, which complies with EC requirements. RSCeived basic equipment for laboratory
measurements; radiation protection professionale imained in specific areas. RSC management
system has been accredited according LST EN ISQL:2008 and RSC laboratory has been
accredited according LST ISO/EC 17025:2003.

The RSC carries out the radiological monitorindoafal production food and drinking water. For this
task sampling of milk, meat, cabbages, potatoeaingifish, mushrooms, berries are performed.
Different surveys are carried out as indoor radmil, patient doses and external exposure, woadd fue
surveys and programs for searching of orphan seufidee specialist has big experience in monitoring
of occupational exposure by measuring and assessrhenernal (whole body counting and bioassay
testing) and external exposure doses (termolumgnistosimetry) and work place monitoring as well.

RSC is leader in implementation of quality assueasgstems in hospitals and performing of quality
control tests for almost all kind X-ray imaging 8mes and processes.

RSC laboratory carries out tests of surface radimacontamination, the activity of concentratiafs
gamma radionuclides, strontium, tritium and grdpbaand gross beta activities, dose rate and dose.

All mentioned functions, activities and adequatpatalities (appropriate equipment and qualified
staff) enable RPC to deal with one of the maindtgén public health — ionizing radiation.

During the last 15 years of our experience had shomat public, medical and occupational exposure
monitoring and control, preparedness for the radgjichl emergency situations, radiation protection
supervision and control, public information andiaéidn protection training are the main dutiesttha
covered in the country may reach the safer enviesrirand better public health.

Food and veterinary risk assessment — to ensureaaduard consumers

Lithuanian National Food and Veterinary Risk Assamst Institute (thereafter — Institute) ensures
effective implementation of the state policy in fiedd of food safety and veterinary and safeguards
interests of the consumers. Institute provides rieeth and scientific advice in order to ensure
reduction of risks to food and feed safety, aniimahlth and animal welfare and environment. The
autonomy of the Institute is based on the scientiftegrity of risk assessment and findings. Its
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opinions based on scientific evidence and resuit$alooratory investigations ensure interests of
consumers and implementation of Community requirgmé the field of food and feed safety and

veterinary.

Institute focuses on the activities of the NatioRaference Laboratories in the field of food aneldfe
safety and quality and veterinary. It carries ouwictbriological, parasitological, post mortem,
histopathological, virological, serological, radigical and molecular and other investigations of
animal samples, and physical, chemical, toxicolagienicrobiological, radiological, organoleptic,
olecular and other testing of food, feed, water atfer samples.

Laboratory Quality Management System meets req@nesnof the ISO/IEC 17025 standard on “The
General requirements for the competence to carryests and / or calibrations, including sampling”,
and Rospotrebnadzor rules of the Federal Centrygiene and Epidemiology of the Federal Service
for the protection of Consumer Rights and Human I\eing and GOST-R requirements of the
Federal Agency on technical regulating and metiploigRussian Federation. Test results are used by
Lithuanian and foreign competent authorities ansirmess operators.
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Institute strengthens cooperation with EU CentrafeRence Laboratories, its National Reference
Laboratories participate in interlaboratory prddiety testing, implement standard test procedurds an
new test methods, and develop laboratory qualityagament system.

Institute increases coherence in risk communicati@mugh close cooperation with risk assessment
institutions and strengthens trust of stakeholdeid consumers in the field of risk assessmentdt a
also investigates consumers’ needs and strengtheingperception in the area of risk assessment.

Laboratory tests in the field of public health seihance

Laboratory tests in the field of public health siltance in Lithuania are performed by National

Public Health Surveillance Laboratory (NPHSL), ihieh highly trained specialists are working. The

Laboratory is equipped with modern equipment inoetance with the requirements of latter-day

science, also progressive test methods are impleghethe majority of which are accredited by

German office of accreditation. The laboratory iempénted the quality management system, which
was accredited according to the requirements of ENTISO/IEC 17025:2005. NPHSL is recognized

as the National influenza center (NIC) and WHO bladil poliomyelitis laboratory.
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The laboratory is based on following three depantisieMicrobiology testing, Chemical testing and
Physical factors testing department.

Microbiology testing department performs environtaérand clinical microbiology tests. Tests are
also performed to detect infective agents of badteriral, parasitic and fungal infection diseasesl

to estimate their susceptibility for antimicrobjaeparations. The most progressive up-to-date test
methods, which are implemented, and modern equiprmsed for their performance allows proper
performance of the functions of reference labosatorthe field of epidemiological surveillance of
infectious diseases. NPHSL is the only laboratarythie country, which performs microbiological
diagnostic of diphtheriae, whooping-cough, leptosgis, legionellosis and botulism and works with
risk group Il microorganisms, possible agentsiotdrrorism. This activity was expanded much more
when investment project “Biological safety level lhboratory establishing in Lithuania” had been
realized. Specialists of the department activelstigipate in the activity of nets of EU infectious
diseases and their agents’ epidemiological suareit.

Chemical testing department performs chemical amgsipal-chemical analytical testing of
atmosphere, air of residential and working envirentm drinking water (from public water-supply
systems, excavated manholes and artesian wellsmameral and mineralized water), dialysis and
deionized water, surface water (water of riverge$a ponds, bathing-places and swimming-pools),
food and food supplements, non-food products (ctism@roducts of hygiene, materials and products
intended for contact with food, tobacco produaigst medical devices, pharmaceutical products, etc.)
soil, sludge, rain drainage, domestic and tradeiesits. Modern and usual laboratory analytical and
auxiliary apparatus are used for their performa@temical analytical tests are performed according
to the requirements of national (LST), European )(BNd international (ISO) standards, standard
operating procedures (SOP) and other validatedrtestods.

NPHSL Physical factors testing department performeasurements of electromagnetic fields of
working and residential environment, measurementssaund pressure level, parameters of
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microclimate, ultraviolet radiation, vibration ldvend illumination. Professional and modern
measuring equipment is used for the measuremepttysical factors.

In foreseeable future NPHSL plans to implement tievest testing methods in the field of
microbiological and chemical testing and accrelgiént, to expand testing of infectious agents in the
field of risk group Il and IV diagnostic; it is s plans to further actively participate in perforgn
international projects and implementing innovatiofhscience, improve qualification and competence
of specialists and develop material basis of theokatory.

Instead of conclusions

Every member of the 12th World Congress will hameopportunity to visit and explore more about
one of these institutions. The organizing committeeurrently working to provide more options as
well.
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Abstract

INTRODUCTION AND OBJECTIVES: Water and sanitatiaone of the most crucial components
of life. Lack of improved sanitation facilities glisposes humans to many forms of infections that ar
otherwise avoidable. In Kilibwoni and Nambale dieiss, various options and sources of water were
used. There were also different excreta disposahaods. Although water sources and sanitary
facilities were available, health problems relatedhem still prevail. This research paper focuses
water and sanitation within Kilibwoni division, Ndincentral district and Nambale divisions, Busia
districts of Kenya. The research therefore soughidentify the sources of water; determine the
methods of sanitation used in excreta disposaltheid influence on water sources, and identify the
water and sanitation related health problems. Samiit in this context is restricted to excreta dsa.

METHODOLOGY: The study was conducted in KilibwomdaNambale divisions. A total of 400
households responded by use of interviewer adremggtquestionnaires, interviews and observation.
Cross-sectional study design and random samplirgusad to identify the respective sample units.
Secondary data from the health centres records al&s used. Chi-square test and bi-variate
correlations of the data were performed.

FINDINGS: Most (65%, N=260) of the residents (hdudds) got their water from unprotected wells
and springs; a majority (75%, N=300) used traddlopit latrines for excreta disposal, most (90%,
N=360) of these latrines were found to be poorlymta@ned; some (12%, N=48) households did not
have an excreta disposal unit; there were casesexofeta related diseases including diarrheal
infections which were most prevalent.

CONCLUSION: Waterborne diseases are prevalent eselregions due to lack of safe water from
unprotected wells and springs. Despite the avditglof latrines, they are not well maintained aasl

a result, they have become an avenue of diseabas, Their presence has not yet had a remarkable
change in the health of the individuals. A lotl steeds to be done to enable achieve the Millemniu
development goals (MDG 1, 4 and 7).

Chapter one
Introduction and Background Information
1.0Introduction

Availability of safe water in appreciable quanstis essential for life as it improves the quatityife.
Lack of clean and safe water especially in devalgmgiountries has become a major global issue as it
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has led to an increase in waterborne diseases.rbdate diseases are among the most recent
emerging and re-emerging infectious diseases thiautghe world. The infections have proven to be

the biggest health threats worldwide contributingiween 70 and 80% of health problems in

developing countries. The most well-known waterleodiseases such as cholera, dysentery and
typhoid are the leading causes of morbidity andtatity. The causative agents of water-borne

diseases may be bacterial, viral and protozoa tar@aand this is true during both epidemic and

endemic periods.

The survey was meant to evaluate the availabilftsanitary facilities, their conditions and how
effective they were in preventing some diseasesdtition to that, water was also considered due to
its importance in preventing most avoidable disea¥le survey was an initiative of Moi University
COBES (Community Based Education and Service) pragrvhich was carried out in Kilibwoni and
Nambale divisions.

Availability of an excreta disposal method goe®iagl way in eradicating excreta related infections
which are prevalent in the under-fives. A propapdsal method which is well maintained prevents
epidemics of many contagious diseases like chileazing in mind prevention is better than cure.

Clean water and provision of latrines are requirgimiéhat should be met as per the WHO guidelines.
Background Information

Sanitation refers to all conditions affecting hkeakspecially with regard to dirt and infection and

specifically to the drainage and disposal of sewiage households. At its first meeting in 1950, the

WHO expert Committee on Environmental Sanitatiofindeenvironmental sanitation as including the

control of community water supplies, excrete andteavater disposal, refuse disposal, vectors of
disease, housing conditions, food supplies and Imapdatmospheric conditions, and the safety of

working environment.

Kenya is classified as a scarce water country bygtbbal standards and has only 646 cubic meters of
water per capital against the benchment of 100@cameters. Most (about 13 million) of the people
who lack water supply and basic sanitation arehim ftural areas, and the just ending prolonged
droughts just helped worsen the situation, Kiliowvand Nambale divisions are a classic example of
the rural areas found in Kenya.

In as much as water can be used to reduce poteatitdmination, it can also serve as a serioussour
of chemical and microbiological contamination. #ncalso serve as a carrier of many pathogenic
micro-organisms that are responsible for water-baliseases.

There is inadequate supply of safe drinking watet sanitation services in the areas. The streams,
springs and shallow wells are the main source demaupply in the regions. However, they are
heavily contaminated with human faecal materiatlileg to water-related diseases such as diarrhea,
typhoid and worm infestations.

Kilibwoni is located in the lowland regions of thift valley highlands in the now Nandi central

district, Rift valley province, about 14km eastKdpsabet town. Kilibwoni division has a population
of 45,312 covering a total area of 164.7sgkm withopulation density of 275 persons per square
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kilometer (unpublished district profile of 2008)nd areas surveyed included Kilibwoni, Kapnyeberai
and Kaptendon sub locations.

Nambale division is in Western province. It ha®tlt population of 91,719. The division has a total
area of 232.5 sgkm with a population density of p8asons per square kilometer as per the District
profile of 2008.

1.2 Study Purpose

The purpose of the study was to evaluate watesaniation practices in the community.

Research Question

Is there any relationship between water supplyretaadisposal methods and causation of water borne
diseases?

1.4 Broad Objective

The main aim of the study was to carry out a sunreyhe water and sanitation practices in Kilibwoni
and Nambale divisions.

1.4.1 Specific objectives

Determine the communities’ water sources.

Determine the available excreta disposal methodgtegir conditions.
Determine the common water-borne diseases.

CHAPTER TWO

Methodology

Study Area

The study was carried out in Arwos and Kilibwonicadions in Kiliowoni Division. A total of 10
villages were considered, 5 from each division.

The villages that were considered from Kilibwonvidion included; Kaptendon, Kimolwo, Kapkoros,
Kilibwoni and Katanin while the villages from Nambawere Emakina, Manyole, Walatsi and
Nandafumbua A and B.

Study Design

The study adopted a quantitative descriptive csesstonal study design.

Study and Target Population

The target population comprised of all the memiaérthe community from Kilibwoni and Nambale
divisions.
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The study population included the heads of housishohen and women above the age of eighteen.
Sampling Technique

Random sampling method was used to select Kilibvaowi Nambale divisions among other COBES
stations. Random sampling was also used in seteofithe locations on the divisions to be sampled.
Population density was considered in selectingilfeges of interest.

2.5 Sample Size
The sample size was 220 households in divisior3fibdn Kilibwoni and 120 Nambale.
2.6 Data Collection Tools

The data was collected by use of interviewer adstened questionnaire, interviews, observation and
secondary data from the health centre.

2.7 Data Analysis and Presentation

After collection, the data was cleaned, coded tbmetered into the Statistical Package for Social
Sciences (SPSS). Analyses of the data were doneséyf Pearson’s Chi square relationships and
cross tabulation. Data presentation was in formgraphs, charts and tables.

2.8 Ethical Considerations

The study was approved by the Institutional Re$eartd Ethics Committee (IREC) of Faculty of
Health Sciences, Moi University. After the necegs#émaining, the COBES committee gave.
Permission from the area provincial administratias granted before entry in to the community. The
respondents gave informed consent before takingimpane study after an explanation of the purpose
of the study had been given. Privacy and confidétyt of the information collected from them was
guaranteed by using only their first names.

2.9 Study Limitations

The research in Kilibwoni and Nambale divisions vegcessful, However it suffered the under
mentioned setbacks; There was the problem of laggbarrier where some of the respondents had
difficulties in expressing themselves in Kiswahdnd so we had to seek for interpretation from rothe
people, hence limiting the confidentiality and gtyabf the information obtained. The cross sectlona
study design is limiting in that it does not alldar assessment of any change over the years in the
already existing data.
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Chapter three
Findings

3.1 Sources of Water

The respondents were asked their source of drinkietgr. Their response is summarized in the chart
below.

40
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PIPED INTO  PIPED WATER, PROTECTED UNPROTECTED PROTECTED UNPROTECTED
DWELLING PUBLIC TAP WELLS WELL SPRING SPRING

Figure 1: A graph showing various sources of drigkivater.

A majority, 40% (N=160) of the households got thdrinking water from unprotected wells, while the
minority, 2% (N=8) had their drinking water pipeda their dwelling.

Of the households visited, 53% households tredted tirinking water versus 47% households did
not. The methods of treating their drinking wataried from one household to another. The majority
53% (N=212) boil their water, 27% (N=108) use cimated tablets, 1% (N=4) filter while 19%
(N=76) do not treat their drinking water.

3.2 Available Excreta Disposal Methods and Their Quditions
A majority of 96% (N=384) of the households visiteall conservancy systems available. The systems

available varied from one household to another.fféguencies of different system are depicted & th
graph below
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Figure 2: A graph showing the distribution of treieus conservancy systems used.

A majority, 75% (N=300) of the households had tiiadal pit latrines while as 12% (N=48)
households did not have any excreta disposal fiacili

From observations, most of the facilities were ppoaraintained; some were almost filled up and had
a poor superstructure. Hygiene in the toilets watswell maintained as few households cleaned their

latrines regularly.
Most of the conservancy systems were within 15 mdtem the wells
3.3 Water and Excreta Related Infections

As per the health centre records, the followingthgaroblems were realized

Disease No. of cases ( for year 2008
Diarrheal diseases ( nhon -specific) 621
Typhoid 483
Helminthes 367
Amoebiasis 258
Cholera 2
Chapter four
Discussion

The results strongly indicated there was a relatignbetween the sources of drinking water, excreta
disposal and diseases. As it was noted, most holdsepot their drinking water from unsafe sources.
This predisposed them to many infections that &énerwise avoidable. Water from the unprotected
wells and springs is most likely to be contaminatéith fecal matter. This is as a result of the thett
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most latrines were not constructed as per the Wl@seline of at least 30 meters away from a source
of water, some water sources were clearly on thendseam end from the sanitary facilities. The

inadequate and insanitary disposal of infected mumareta leads to contamination of groundwater
and other sources of water; percolation is fatddaespecially in the loose soils and the reduced
distances as observed.

Some of the latrines that were in use were almibet fup. Maggots were crawling from the fecal
contents inside the substructure to the surroundnognd. Some households did not have latrines;
they therefore shared the facility with their ndighs, but children were however allowed to defecate
in the open as most thought there waste was sais. i3 a typical believe in most rural areas in
Kenya, Kenya Demographic and Health Survey (KDH830Apart from sight and odor nuisances,
the fecal matter attracted many flies and vermimeyl'therefore provide sites and opportunities for
certain species of flies and mosquitoes to layrtbggs, to breed, or to feed on the exposed mhteria
and to carry infections into human dwellings. I$alattracted domestic animals, rodents and other
vermin which spreads the feaces and carry with ttlempotential pathogens for disease. From the
interviews, most of the latrines were constructeithout the knowledge of the Public Health Officers
hence no supervision was done to ensure requisedatds were met.

A chi square value of 0.001 indicated a strong sigdificant relationship between the conditions of
latrines and likelihood of water-borne diseaseduther chi square result of 0.004 also indicated a
relationship between sources of drinking water ldwdihood of waterborne diseases.

Despite of the fact that most households treateil twater, the methods of treatment were not
effective. Of the households that boiled their wateajority admitted to boiling as a matter of liaet

The source of fuel that was mainly used to boilwaer was firewood. A high level of heat was in
most cases not maintained so as to kill all miaggaarsms in the water. Insufficient temperature
therefore did not render the boiled water safedfarking purposes. From research that has prewousl|
been done, chlorine tablets are only effectivaéating water when the water has the right pH value
Treatment with chlorine has been proved effectiweconventional water treatment methods that
include screening, sedimentation, coagulation dodcfilation, and chlorination processes. Such
processes may not actually be attained on a scalk fiome based treatment with chlorinated tablets
hence posing a health risk to the very consumer.

The high cases of water-borne diseases are asulh oépoor sanitation and lack of safe drinking
water. Diarrhea for instance is a symptom of infectaused by a host of bacterial, viral and p#casi
organisms most of which can be spread by contasdnafter. It is more common when there is a
shortage of clean water for drinking, cooking arldaning and basic hygiene is important in
prevention. Water contaminated with human feacesfample from latrines is of special concern.
Diarrheal diseases were ranked high from the hezgdtitre records. Those most at risk of these
diseases are children under five years of agendivat their inmune systems are not fully developed
and may be further impaired by malnutrition. Thardieal diseases are by far the major underlying
cause of mortality in this age group, accountingdome four million deaths each year (UNICEF).
Cholera cases have been recorded in Kenya countityei recent past, such episodes are a hundred
percent preventable.
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Chapter five
Conclusion and recommendations

5.1 Conclusion

Majority of the people in the rural communities ahbttheir drinking water from unprotected sources

that include among others wells and springs. Tiadhl pit latrines are the common mode of excreta

disposal among these groups. The relationship leetweater supply and excreta disposal is of great
importance and cannot be ignored, especially iradie causation mechanisms. The most important
infection included diarrheal infections caused bgtlof microorganisms.

It is therefore important to note that, just havihg excreta disposal facility is not enough, such
facilities must be put up in the right standardd arell maintained. During construction, one must
have in mind the water sources, taking care noatse a problem by preventing another.

There is no doubt that improving sanitation witlircommunity should lead to an improvement in
health, but it is hard to ascertain whether theaicbpvould be direct or indirect. Often, provisioh o
better sanitation is part of the broader develognaetivities, which should be accompanied by safe
water supply within the community. Other factorattlare encompassed within water and sanitation
include health and hygiene education; there effemigh as increased hand washing, changes in
attitude toward handling of children excreta witl g long way in improving a people’s health status.

The International Year of Sanitation which was 208#&ed to raise the profile of sanitation issues o
the international agenda and to accelerate progmegards meeting the Millennium Development
Goal target of reducing by half the proportion ebple living without access to improved sanitation
by 2015.

Since it the government desire for every housekwmldave adequate water supply and sanitation by
the year 2015, such realizations seek to complemfenmission of the Millennium Development
Goals(MDGs) and in particular target 1 and 2 of MDGarget 5 of MDG 4 and target 10 of MDG 7.
Achieving the MDGs for water and sanitation in Kanyeans a permanent fight against poverty,
ignorance and sickness.

5.2 Recommendations

The Public Health department should sensitize geoplthe importance of improved sanitation. They
should ensure that WHO guidelines on the sittingy @nstruction of latrines are followed to prevent
contamination of water supplies. They should atbacate people on how infections especially water-
borne infections are spread.

The government should ensure that the residerdibfvoni, Nambale divisions and other rural areas
in Kenya have access to safe drinking water. Asabsence of adequate sanitation has a serious
impact on health and social development, especfaliychildren, the government should invest in
improving sanitation as it will accelerate progréswards achieving the Millennium Development
Goals to improve living status of the people.
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The residents should be advised on how to maitiesim latrines in cleanly states, construct othaers
desludge when the recommended head space of Orgicised.

The quality of drinking-water may be controlleddtigh a combination of protection of water sources,
control of treatment processes and managemenedfigribution and handling of the water.
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Policy Statement 2

Environmental Health Management Systems

Every member organisation and associated

body should:

a) Adopt a programme of action to encourage
a central role for the public sector in the co-
ordination of environmental policies in each

member country.

b) Ensure that the programme of action lays
down the standards to be achieved and a

timescale for their achievement.

¢) Maintain pressure to ensure that
environmental policies are continuously

monitored and reviewed as appropriate.

d) Ensure that policies affecting environmental

health have regard to best practical means.

For further information about the
Federation, contact:

Michael Halls, Honorary Secretary
16 Abbotsford Road

Galashiels TD1 3DS

Scotland UK

Telephone: +44 (0) 1896 752624
e-mail: secretary@ifeh.org

e) Attempt to co-ordinate locally, policies on the
environment which have an international
context.

f) Undertake research into environmental
conditions in their local sphere of operation.

g) Work towards increasing public sector
supervision of processes affecting the
environment,

h) Co-operate with other members and
associated bodies of the Federation to

assist in achieving these goals.

24 May 1991

THE INTERNATIONAL FEDERATION
OF ENVIRONMENTAL HEALTH
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Dear Colleagues,

The Organizers of the 12th World Congress on Envivental Health have a great honour and
pleasure of inviting you to take part in this Cozgg to be held oklst-27th of May, 2012in
Vilnius, Lithuania.

The Congress will focus on the most relevant isgbat reflect the main theme of the Congress
—“New Technologies, Healthy Human Being and Environrant” including traditional topics
and aspects of environmental health, such as heafihct and health risk assessment, noise
and electromagnetic fields impact, food safety pmiolic education. The Congress will touch as
well new challenges to public health - such asrimittion technologies, gene engineering, new
epidemics, climate change and other.

Vilnius, the historical capital of Lithuania, dagirback to the 14th century, has the most
beautiful and the largest old town, awarded with #tatus of World Cultural Heritage by
UNESCO, with Vilnius University being the oldest eorin Eastern Europe. It is rapidly
expanding as a modern European capital, so yoexaerience the harmony of the old and the
new Vilnius. For the participants of the Congrdss will provide beautiful atmosphere and the
mood for work and friendship.

We look forward to meet you in Vilnius in 2012!
With warm regards,
Viktorija Montviliene

Chairperson
Lithuanian Union of Hygienists and Epidemiologists

Venue
The Congress will take place in Radisson Blu Hbtetuva. The hotel is situated on the bank
of River Neris in the center of Vilnius, only a blnute walk to the Old Town.
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