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Abstract

Background: Uganda is hard hit by poor access to clean water, lack of basic sanitary facilities and
practices, and the high cost of health care, all contributing to a high toll of infeetadad illness.
Although Uganda has one of the most advanced, harmonizecbardinated water sectors in Africa,

her progress in water supply, and sanitation has stagnated in the last feVlyieatagnatiofactoris

strongly attribued to thelimited political prioritization of the sector, inadequate funding, pooMD&
practices and limited translation of policy into practice at different levels of goverriResgonding,

in 2010 theUgandagovernment implemented a Community Led Tothi&tion (CLTS) programme,

using a participatory approach to empower communitiesiieve better sanitation/health. Much can

be learned from the experience of particular households in CLTS communities that managed to achieve

significant sanitation improvements, despite ubiquitous deprivation.

Conceptual framework: Thestudy thereforeysedthé posi t i ve de v iappoadhas@P D) 6
conceptual frameworto study such success. PD is an innovative public health strategy to learn from
people whose uncommon but successful behaviours or strategies enable them to find bettertgolutions

a problem than their peers, despite facing similar challenges and having mesxraes. In the Global

South, earlier evidences point to the successful application &Dhe improvingchild nutrition and

other public healtiehallenges but untitow, it hadnot been useds an approadio address the need for

better sanitation. Using PD, this study examined sanitation achievements in households with best

practice.

Methods: Between June and September 2015, a qualitative case study was condiNagdhitgo,

Mpanga and Bule villages in Bulo sebunty UgandaThese villages hosted the CLTS programme in
2013/2014 and emerged with varying resuliseir variationinspired curiosity anafferedthe study

several opportunities based on both cultural smxlo economic diversities. The stutihenutilized a
purposive sampling method in selectiegperiencednformants based on the#ssociationwith the

CLTS, position of significance in society and knowledge/participation in @hsthealth programs.

Using the local council chairpersons and village health teams as gatekeepers to these villages, both PD
and nor PD households wemrecruitment. Field datawere collected through sessiructured irdepth
audiotapednterviews, and obseations. Participants were 2 district health officers, 10 men, and 31

women in 41 households. Data was analyzed usitigle ir | i thenatis network analysis.

Results: Based on reported and observed sanitation and health care practices, the radeatifieer
25 mn-PD and 16 PD households the 3 villages In this context, PDs wenhosehouseholds who
managed to practice better sanitation despite facing various health care challenges andRbs non
were those households wtespite havingcces to modern health care, VHTS, village drug points and

health educatigrfailed to practice better sanitatiofihis meant that en-PDsnot only exposed their

Page |VI



families butthe entire community to preventable sanitary diseases. Compared-Rbrimuseholds,

PDs engaged in tradithal sanitary/health practices where they consigtedtitioners of traditional
medicine such as birthattendeant a nd t r a d i ttodeahwdtH infestiou® diseasésie.g. diarbea

and malariaFor modermmedicire such as devormers,PDs visited Bulo health cestlll and village

drug points to accedseatments for unddives and expectant mothers. The high costs of treating
sanitary diseasemmong these destitute households, coupled with fear of coercions/#iwamocal

leaders and village mates for indiscriminate defenatforced PD household® practice better
sanitation. PDs mentioned how they had learnt the benefits of sleeping under treated nets, washing hands
with ash / soap, and eliminating openatidtion from health education. For indigenous health ideas,

PDs revealed how listening and learning from elders and extended families had enhanced their good

sanitary practices.

Conclusion: In the deprived villages studiethe use ofPD was effective indentifying particular
instances of good household sanitation practices amongst the majority of households that struggled less
successfully to achieve good sanitatiddse of traditional medicine from birth attendants and
traditional i sBuld kealth tentér Hl arsl villageidrsig poimtsnfag treatments, high costs

of treatments coupled with fear of coercions /shame and health education meetings, triggered the PD
behaviors discovered in the study. Indigenous health ifteas elders and extendefamilies also
motivated PD practiceg hesetrigger factorscould be studied andargeted irfuture interventiors to

improve sanitation in households in similar villatigsations This study is thus the first to demonstrate

the value of the PD method in community sanitation research in the Global South.
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Chapter One: Introduction

1.1.0 Background

Adequate sanitationgood hygiene and safe watere fundamentato health andsocial
economic developmer(Mara, Lane, Scott, & Trouba, 201Mlaving acess toimproved
sanitatiorresults intglower health system cosfewer days lost at work/school through illness
and cardor the sick,reduced queue time ahared sanitation facilitiegndeliminatingopen
defecation(Mara et al., 2010)With approximately 215 million people practicing open
defecation SubSaharan Africa shoulders the gesttwater and sanitation challendg&slan,
Kim, & Graham, 2013) Poor sanitation, hygiene, and water accounts 5% of the
consequences of childhood anthternal underweight and deatiecause it strengthens the
synergy betweediarrhealdiseases andnder nutrition This means thaht exposure to one
condition, increases vulnerability to the othéBastien, Hetherington, Hatfield, Kutz, &
Manyama, 2016; Mara et al., 2010

Uganda is hard hit by po@ccess to clean water, ladiasic sanitary facilities and practices
open defecation, with lsigh cost of health care, which contributes totilggh toll of infection
related illnesss in the countryKwiringira, Atekyereza, Niwagaba, & Gunther, 2014; \\dorl
Bank, 2010) Although Uganda has one of the most advandeimonized and coordinated
water sectors in Africa, her progress in water supghyg sanitation has stagnated in the last
few yeardWaterAid, 2010/2011)This stagnation iattributed tdimited political prioritization

of the sector, inadequate funding, poor O&M practiceslanited translation of policy into
practice at different levels of governar(#éaterAid,2010/2011) As a resultiJganda failedo
meet the2015s7 7% nationalsanitation targeil hismeans thatyulnerable communitieemain
chainedto; acute respiratory infections, sanitary related deaths, disabilityrtpawed food
insecurity(Mugambe, Tumwesigye, & Larkan, 2013; WHO & UNICEF, 2014; World Bank,
2010) According to a desk study carried out by The Water and Sanitation Program (WSP),
poor sanitation costs Ugand8®billion Ugandan Shillings each yeaquivalent to US$177
million. This sum is the equivalent of US$5.5 per person in Uganda per year or 1.1% of the
national GDRWater and Sanitation Programme (WSP), 20TBg costs of poor sanitatiam
Ugandaare inequitably distributeavith the highest economic burden fallingglisportionately

on the poorestygandans(Water and Sanitation Programme (WSP), 20¥4)d treating
intermittentsanitary diseases have becaméeburdensome and costigr boththe people and
thehealthcare systefMugambe et al., 2013Although heline Ministries ofHealth and Water
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have demonstrated commitmémtough policy developments asdnitation interventionghey
continue tagnorehouseholdehaviorsand community actisithat pranote demand creation
(Mara et al., 2010)Interestingly, Ugarda continues to pass variousaditional topdown
approaches to sanitation and hygiemais is in additionto stringsof law, guidelines and
prograns which promote coercive messages that eaitbarrassment, disgust, and shame
address the poor levead sanitation(Bastien et al., 2016 he appallingsanitationchallenges
in Uganda areredeemableby adequatefunding of the mostappropriatedemand driven
intervention. Therefore,the governmentrecently shifted attention from centrally planned
sanitary interventiontowards a demanldd participatoryapproachparticipatoryto promote
decentralized programgWater and Sanitation Programme (WSP), 2012; WaterAid,
2010/2011) These interventions include; the Participatory Hygiene and Sanitation
Transformation Programme (PHASTPeal Evans, & van der Voorden, 2010Children
Hygiene and Sanitation Transformation (CHASWhich uses thehildren as change agents
(World Bank, 2010)and the most promisingnd recenapproachthe Community Led Tal
Sanitation (CLTS) programmn&obert Chambers, 2009; K Kar & R Chambers, 2008)

1.2.0Community Led Total Sanitation (CLTS) i as thecase

CLTSisacommunicatonb ased approach that aiimeeto0 atht e
for whole communities rather than helping individbaluseholds to acquire toileRobert

Chambers, 209). KamalKar developed CLTS in Bangladesh in late 199%e approach uses
external facilitators and community volunte
regarding the dangers of indiscriminate open defecatibrencourages a cooperative,
participatory approach towards ending open defecation and creating a clean, healthy, and
hygienic environment from which everyone benglRe<Chambers & Myers, 2@1 Mara et al.,

2010) CLTS has spread from South Asia to Africa and South America in the past ten years and

it appears to be highly scessful in certain communiti€3yndaleBiscoe, Bond, & Kidd,

2013)

Plan introduced CLTS ikdgandain 2007. Later that year, the initiative was launched waith

training support from Plan Kenya and Network for Water and Sanitation (NETWEAS)
Ugandan networking organizationthre water and sanitation sec(BtantInternational., 2011)

The trainingstartedat the national level before descendinglistrict-level government staff,

Village Health Teams (VHTSs) and selected community members. Plan Uganda then introduced
CLTS in the districts of Lira, Kamylirororo, and Luwer@Plantinternational., 2011)To date,

more than 50 Plaxillagesare Open Defecation Free (ODF)where evey household uses a
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latrine as a safe method of excreta dispaSauintrywide,80 out of thellldistrictsarenow
implementingCLTS. In 2012/2013Butambala districteceived fundingrom the Ministry of
Healthandsuccessfullymplementedhe first CLTS demo in Kibibi subounty According to
the District health officéDHO) - Butambala, e district registered high level of community
enthusiasm and programme sucdes® Kibibi, which further motivated theto selecanother
subcounty to implement the programnbefore rolling it out to the whole districUsing
independent sanitation reports gathered from all the fiveceuhties,Bulo subc ount y 0 s
Nawango; Bule and Mpangavillages were selected akoss for the prgect. Although
tremendous success was realized from these villdggsct sanitationreportsfurtherindicate

thateach otthesevillagesproducedliverse results.

Table 1.1: CLTS reportfor Bulo sub-county- Butambala district

Indicator Nawango Mpanga Bule

Situation Before @ After %increase | Before @ After % Before | After %
59% 98% 39% 46% 76% 43% | 49% 88% 39%

Latrine

Handwashing 15% 58% 43% 10% 40% 30% @ 12% 45% 33%

Source: Buitambala District Health office

Why avariationoccurredin the sangtion results from thed@reevillages remained a puzzle

only the CLTS hostillages could solve. The urge to unearth the truth behind this unusual
discrepancy motivated thpositive deviancstudy with an aim to learfnom the experience of
particular households ithese CLTS communities that managed to achieve significant
sanitation i mprovements, despite ubiquitous
was useds a frameworko study such success. PD isianovative public health strategy to
learn from people whose uncommon but successfaaiviorsor strategies enable them to find
better solutions to a problem than their peers, despite facing similar challEmgy®&aving no

extra resource@ascale Sternin, & Sternin, 2010Although arlier scholarlyreports indicate
successful application of tHeD towards improvingchild nutrition and other public health
challenges in the Global Soytmtil now, it hadnot been usetb address the need for better
sanitation Using PD, this study examined sanitation achievements in households with best

practice.
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1.3.0 Statement of the problem

This study explores the sanitation and health experieaseemamstrated bythree rural
comnunities and examinethe variations inthe what, how and whersuch vulnerable
communities drawthe motivationfrom to stay healthylUganda is hard hit by poor access to
clean water, lack of basic sanitary facilities and practices, and the higlothsalth care, all
contributing to a high toll of infectiorelated illnesss Despiteenjoying various sources of
support from different actors, Ugandan populations espedcladlse livingin rural and peri
urbancenterscontinue tosuccumb to varioupreventable diseases due to extreme poverty,
inadequate healthcare and water shortdgespite facinguch sanitarghallenges, particular
households in CLTS communities manage to achieve significant sanitation improvements,

despite ubiquitous deprivation

1.3.1 Purpose of the study
To explore sanitatioand healtlexperiencesf three CLTS host villages in Uganda
1.3.2 Research guestions
My overarching research quiEs is; how can threevillages hosting the same sanitation
programmeand sharing similar resourckave thiee varying sanitation results?
The followingspecific research questiosispportedhe mainresearch question
1 When did you last fall sick and where did you geatmentAVhat health promotion
support do you havegetin this village to stay healthy?
1 What are the most common diseases in this village, how is it transmitted and who are
the most affected?
1 Howdo you understand health?addition,what cultural practicegromote youigood
or bad health?
1 How does hedit influence community development and what measures have been
instituted to ensure healthy a community?
1 What inspired Butambala @doptthe CLTSinstead of other sanitation interventions
progran? In addition what lessons has the distliearned since?
What health benefits hay®u registered from this progrgm

How do you establish and maintain contact with ClpF8gramme beneficiaries.
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1.3.3 Significance/ relevance of the study

This research has positive implicatidios sanitation and healtpractitioners being the first
sanitationstudy to apply th&D approahin the global southt also provides a foundation for
future research into treanitation arenhy bridging the PDiterature gap on sanitation.

This study may benefit the heakind sanitation arena by contributing to positive community
change by generating a better understandfrigcal sanitary practices and whetl should

be considered as one of the sanitation methodologies.or not
1.40 Summary

CLTS isarecognized technige thatuses participatory approaches and local resources to solve
deeprooted open defecation practicBeforeCL TS became a majority ap
sanitation, severaanitationtechniques such as PHAST, CHAST, hand washingpaamns

and home improvements weneplemented unsuccessfullin thisstudy qualitative case study

thePD approaclis used to examirile sanitation achievements and experiences in households

with best practice.

1.5.0 Definition of Terms

Community Led Total Sanitation (CLTS): an approach which promotes the active
participation and empowerment of communities to stop open defe¢toml Kar & Robert
Chambers, 2008; Planternational., 2011)

The Participatory Hygiene and Sanitation Transformation (PHAST); a participatory
learning methodology that seeks to help communities improve hygiehaviors reduce
diarrhealdisease and encourageffective community management of waiand sanitation

servicedPlanInternational., 2011)

Childrends Hygiene and 9asnan tagptoaclo for pfomaingni n g
personal hygienamong children.

Positive deviance (PD) approachAn approach to solving community problems that focuses
on positive deviance within the community,
The approach uses solutions that already exist in the coitymarbring about sustainable

behavioraland social chang@ascale et al., 2010)
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Positive deviance (PD)The concept that "in every community or organization, there are a few
individuals who have found uncommon practices beldaviorsthat enable them to achieve
better solutions to problems than the@ighboursvho face the same challenges and barriers"
(Pascale et al., 2010, p. 206)

Positive deviant: Refers to mdividual households who demonstrajgecial or uncommon
sanitationbehaviorsand strategies that enaliflemstay healthyA person isdescribed as a
AiPD only in the cont(Ragchleebdl., 2010, .28 i fi ¢ probl er

Positive deviant (PD)behavior: An unmmmonbehaviorpracticed by a positive dant that

allows them to excehore than theineighboursvho have accedes exactly the same resources.

The following chapters describe the studydetail. Chapter 2 gives a fulletailedliterature
review, Chapter 3 details the methodologyhapter 4 describes the resultgiile Chapter 5

discusses the results and presents recamdations for future action amesearch.
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Chapter Two: Literature review

2.1.0 Introduction

In this chapterthe researchereviews and discusss the existing literature and studies on
positive deviance and the world of work with emphasis on; the origin dfiyeosgeviance
related projectsSanitationt health, sanitatin techniques for rural areaspi@murity led total
sanitation (CLTS) projects argdrategieswill be discussedAs earliermentionedthere were

few literatureson PD and sanitation although some literature was discovered on hand hygiene.

2.20 Sanitation

Sanitation is a compk topic, with links to health to bogocial and economic development.
Although t affects nany, it is championed by feWMara et al., 2010)Globally, sanitatioris
recognized as any system that promotes proper disposal of wastes, use of t@iatiding
open space defecati¢ADB, 2011; J. Bartram & S. Cairncross, 201@eally, asustainable
sanitarysystemshould provide a clean environment thattects and promotes human health
breakthe disease cycle and is seeiconomically viableand appropriate(Okot-Okumu &
Oosterveer, 2010)Globally, 2.5 billion people lack access to improved sanitation facilities
(Unger et al., 2013praning themunrestricted exposute faecal contaminantnda multitude

of disease An estimation is made that.2% or more ofthe annual global mortalityis
preventablef all people hadaccess to safe drinking water, reliable sanitation and decent
hygiene practicegPruss, Kay, Fewtrell, & Bartram, 2002; Tumwebaze, Orach, Niwagaba,
Luthi, & Mosler, 2013) This estimation may prove hard to achieve becglseally, onein
everyfive peoplehabitudly defecate in the open or useme form of improved sanitatisuch

as a basic hygienic latrine or a flush toilelamie Bartram & Sandy Cairncross, 2Q010)
According to reports,,&h shared toilets ateabituallyfilthy and disgustindo use making
them unpleasant tdean thus a provocation telapseio open defecatiorQD) (Barnard et al.,
2013; R Chambers & Myers, 2016)

Recent debates concerning the gi3t5 development agenda have drawn attention to
neglected diseases and have focused on the importance of consensus redyateing
Sanitation, and kgiene(WASH) targets and indicato(8astien et al., 2016)n sub-Saharan
Africa for example,access to basic sanitatiovas identified as one of the most effadk
Millennium Development Goalg\DB, 2011; Fewtrell et al., 2005; WHO & UNICEF, 2014)
And theanticipated health benefiguch as; reduction in the direct cost of hospitalization, burial

costs, increaskhousehold income and safe food for consump#ogincreasinglyhardto meet
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(Esrey, Potash, Roberts, & Shiff, 1991; Mugambe et al., 2043¢h as there areumerous
sanitationcampaigngeingimplementedn rural areg, manydo notoften show the desired
impacton communitiesor a plan for theitarge scalereplicationacross the regions of need
(Okot-Okumu & Oosterveer, 2010Although the healtkhthreatening effects oinadequate
sanitation can be solved by proper budgetary allocaf@mer resourcesre continually
committed to sanitation and hygiefMugambe et al., 2013; WaterAid, 2010/20M/th only
0.37% of Ug an d a opsoduct GDOR sllocated rtoe water and sanitation
development, the socieconomic repercussions of unsafe water and poor sanitation for Uganda
is 1.1 % of the GDPThiscost ismanifested through premature deathsreasecealth costs,
and productivity losseKulabako, Nalubega, Wozei, & Thunvik, 2010; Ministry of Water and
Environment Uganda, 2015; Water and Sanitation Programme (WSP), 2012)

2.3.0 The institutional framework on sanitation in Uganda

Policy framework:

Uganda has a wetleveloped policy framework, originatirfgpm a cnstitutional provision

that every Ugandan has the right to a clean and heafttiyonment and that it is the duty of
every citizen to create and protect such an environment. Several laws, regulations, policies and
strategies are in place, including the Public Health Act (1964, updated 2000), with provisions
in the areas of preventiand suppression of infectious disease, sanitation and housing, as well
as the protection of foodstuff®lartinternational., 2011)The 1999 National Health Policy
emphasizesanitation and hygiene promotion as a key public health intervention. The 2005
National Environmental Health Policy establishes environmental health priorities and provides
a framework for the development of serviceasd prograra for both national and loal
government levelgPlaninternational., 2011)Then at i on a |l eni &f Bgnitatom @nch
Hygiene (ISH) stnt e g y 0 a thnegprbnges siproach to increasdemand forimproved
services throughupply of service® help households benefit from better sanitation and having
an enabling environmerithe 1997 Kampal®ecla@ation on Sanitation (KDS) wasndorsed

by district political leaderasan indicator of the political will to see change: it defines ten areas
of action to improve sanitation at district and other lgoafernment level@laninternational.,

2011)

The 20162015 National Development Plan (NDegognizeLTS as one of thkygiene and
sanitation promotion approaches in the country, although there is no specific policy direction

in the country to guide the adoptiand application of CLTS per $BlantInternational., 2011)
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2.3.1 Approaches used

Recently, Uganda made a shift away from centrally plagiogedown)provision of sanitation
towards demanted approachet® create and serve people's motivation to improve their own
sanitation(Mara et al., 2010)These initiatives include?articipatory Hygiene and Sanitation
Transformatio(PHAST), Personal Hygiene and Sanitation Education (PHASE) and Children
Hygiere and Sanitation Transformatig@HAST), and Sanitation marketin ANMARK).

The trainings for these interventions weegried out either by the Ministry of Health or other
agencies for district and swdounty level personnel, and for WASH sector NGOfshaid
primary school teachers responsible for hygi@Planinternational.,2011) Government has
alsospearheaded annual Me Improvement Campaigrentailing the npopular enforcement

of byelawsand other sanctions to ensure, among others,hitnaseholds construct latrines
(Ministry of Water and Environmemttganda, 2015; Plamternational., 2011)

PHASEcenteron hygiene and sanitation training for pupils, teachers, parents, and gomernme
officials. PHAST seeks to help communities improve hygibedaviors reducediarrheal
disease by effectively managing water and sanitation serRe&SST hasreceived criticism

from both its implementers and beneficiaries for applying h i |nethadologies and
different implementersiold an agument that PHAST could soon faabandonedlue to its

poor communityapproachegPeal et al., 2010; WaterAid, 2010/2011; World Bank, 2010)
SANMARK uses a range of interventions to raise householders’ demand for improved
sanitation (Jenkins & Scott, 2007) SANMARK involves understanding householders’
motivations and constraints tons@ation adoption and use. These are used to develop both
demand and supplyside interventions to ensure that appropriate sanitation products and
services are available to match the dem@mara et al., 2010; Peal et al., 2010)

Research reveals that, people are well aware of the need for basic hygiene practices, and do not
need criticisms and harassments to chasgs the case in Ugan(Real et al., 2010However,

as earlier noted, previousrventional approaches in Uganda Hiaited to trigger sustainable

behaviorchange, until the introduction of ti@.TS.

CLTS is an approach that involvesobilizing communities to eliminate open defecation. It
focuses on sanitation and hygidmehaviorchange, in contrast with conventional approaches
to improved sanitation typically involving household subsidies for infrastructusdich have
proven rither scalable nor sustainakle Chambers & Myers, 2016; &tInternational.,
2011) CLTS empowers communities to take collective actioartalyzetheir sanitation and

waste situation, and to bring about collective decision making to stop open defecation, using
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locally available resources, rather than faegon outside interverdns such as hardware.
According to a reporby Planinternational. (2011)CLTS promises great potential towards
meeting the MillenniunDevelopmeniGoals (MDGs), both directly on water and sanitation
(Goal 7), and indirectly through the kneok impacts of improved sanitation on combating
major diseases, particulartijarrhea(Goal 6), improving maternal health (Goal 5) and reducing
child mortality (Goal 4)PlanInternational., 2011)

A report by WHO/UNICERalso stats thatsince the adoption of theLTS, open defecation
rates declined globalliyom 24% in 1990 to 15% in 20WHO & UNICEF, 2014) Although
the declinediffers from region to region, countries mostly in East8mitheasternAsia and
the Latin AmericaCaribbearhave all regisired steady declinek subSaharam\frica a least
26 countries introduced the approach vétbountries adopting it itheir national sanitation
strategiegdKar & Milward, 2011) This interesting move by the si8aharan Africa has not
prevented the region from registeringw open defecation cases dgWWHO & UNICEF,
2014)

2.3.2 CLTs challenges

Open defecation is accepted and widely supported in many rural commuasitiesiallyduring
travels in the fields, and due to some cultural and customary belieésefore, he success of
OD may not be registered fastoughespeciallywhen dealing with children, elderly people or
persons with disability as beneficiaridR Chambers & Myers, 2016; Ok@kumu &
Oosterveer, 2010Another emerging issue however is the sustainabilityféubd ODF status
as the approach utilizes local actors (VHTs, Natural leaders) for scalability and yet motivation
of such volunteers continues to be a concern. Thesenséilfated volunteers could improve
better with some motivatiofi°lanInternational., 2011)Anothermajor challenge is the lack of
commitment by the lineninistries to institutionalize CLTS as a key apgeh for sanitation
improvement irthe national sanitation guidelingd®lanInternational., 2011)The CLTS task
forcecomprisingof, Ministries of Water/Health/Vater Aid Uganda, Plan International Uganda,
SNV, and WSPcannot coordinate alCLTS host villagesdue toinadequateechnical ad
financial challengeéPlaninternational., 2011)

CLTS shouldintroducecheap designs for toilet constructitmnpromoteits easyoperationand
maintenance inetd of focusing only on healienefits(R Chambers & Myers, 2016; Tyndale
Biscoe et al., 2013)Also, the airrent sanitation investment in Uganda is betweerD(h%

GDP: 4 which is lower than several estimates for what is required, dhergfcreased
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investments in sanitation and hygiene promotion are required not ordalipe health and
welfare benefits of sanitation but also to avert large economic I(Rlsednternational., 2011;
Water and Sanitation Programme (WSP), 2012)

This study has positiveutcomes, which coultde incorporated into policy fram@rks on
sanitation to improveutcomesacross all districts in Uganda. Although there is evidence of
numerous sanitation studies in Uganda, a wide knowledge gap is eviderdgaitti to studies

on positive deviance and sanitatioRrevioussanitation studies in Uganda have focused
attention/efforts on undesirable factors that lead to poor sanitary/ health conditions rather than
pursuing a strengthasedpositiveinquiry into factors that promote better sanitary practices

This study is unique and the first in the global south to apply positive deviance in sanitation.

2.4.0 Positive deviance definition

In this section,the researchepresersg evidenceon the foundation of the PR@pproach, its
benefits and possible limitationk this section, the researchaso presestthe conceptual
framework guiding the study.

2.4.1. History of positive deviance

Positive deviance (PD) isancept thastates that, H every community or organization, there

are a few individuals who have found uncommon practicedahdviorsghat enable them to
achieve better solutions to problems than their neighbours who face the same challenges and
barriers"(Pascale et al., 2010, p. 20Gjraced to the early maternal and child health programs

in the 1970s in Vietham, PD approach/ Hearth methodology was first used by Marian Zeitlin,
as part of her pioneering work in the 199@sere she documentgmbsitive devance in child

nutrition (Zeitlin, Ghassemi, Mansour, & WHO, 1990)he PD approach aims to solve
community problemsy focusing on positivealiantswithin the community, rather than on

the communityds needs. The approach seeks ou
their existing solutions to bring about sustaindi@bavioraland social chang@ascale et al.,

2010, p. 206)Althought h e wor d Jally bag megative connotations with lawbreakers
(van Dick & Scheffel, 208), this studywill however refer to individual households who
deviatel from sanitation norms in a positive waypasitive deviantand those that deviated
negatively as nonpositive deviants Subsequentlythe term deviant will have positive
connotaibns henceforthAlthoughthere is nauniversaldefinition of positive deviance, there

are howeverecognizeddefinitions that share and includéhe threefundamental aspectsf

behavior deviation, and succegSchooley & Morales, 2007; van Dick & Scheffel, 20I8)eir
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adoption and use may lieterminedurtherby the appropriatess of each research discipline
(Hecket & Heckert, 2002; van Dick & Scheffel, 2015)

2.4.2 Positive deviance programs

The integration of the PD into progranssimulatedvarious PDbehaviors A number of
evaluatedprograns demonstrat¢hat PD approacimot only succeeded in reducing rates of
childhood malnutrition, low birth weight, incidences of healthcare associated infections in
hospitalsandimproved maternal iron supplementat{@drari et al., 2006; Bradley at., 2009;
Marra et al., 2010; Mustaphi & Dobe, 2005; Ndiaye, Siekmans, Haddad, & Receveur, 2009)

The most rigorous example of a program that successfully agpeedD approactvas from

the work done by Save the Children in Vietnamcbiid malnutrition(Marsh & Schroeder,
2002; Sripaipan et al2002) The initial positive deviance inquiry (PDI) for thiprogram
identified that mothers with weliourished children practiced one kéghaviorthat is;
collecting tiny shrimp from the rice paddies and feeding them to their children along with th
greens from sweet potato tofoth these foods were freely accessible to all members of the
community, yet most mothers did not considentisuitable for their childregf$ternin & Choo,
2000) This particlar finding, along with others, were latetegrated into a nutritioprogram
thatresultedin a 74% reduction in child malnutritidhat remained continuous ford3years
after the end of the prografilackintosh, Marsh, & Sabeder, 2002)

Another area wherthe effectiveness of PD @valuated iprevention of MRSAransmission

in U.S. hospital§Singhal & Greiner, 2007)The use of PD in this field was alsutiated by

Jerry Sternin(Pascale et al., 201@Jthough it since tookn a life of its owrafter his death in

2008. PD approach was useddentify particularhospitalsstaff who practicé behaviorghat
prevened MRSA transmissiofSinghal & Greiner, 2007)This project inspiredhe case of
Jasper Palmer, amganizedleviant who devised a new method of removing an MRSA exposed
hospital gown and sealing it inside a glove to prevent trangmisBhe success of the procedure
labeledit the Palmer method and motivatéd rapid spread to other staff in the facility.
Research also shows that in one of the hospitals, MRSA infections declined by 55% when a PD
project that required no extra resowaeas implemented compared to a 35% reduction in
another project that had earlier applied an external quality management system but failed to

sugain it due to inadequate fun@Singhal & Greiner2007)

PDwasused tgoromote hand hygiermompliancesafety andehaviorachange for bothealth
care staff and patien{8oyce, 2011; de Macedo et al., 2012; Krumholz, Curry, & Bradley,
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2011; Marra et al.,, 2013)The approactwas also usedotincreaseHIV and Hepatitis C
prevention among injection drug users in the PrSons andreducel cancer risk in Guatemala
(Friedman, MatetGelabet, Sandoval, Hagan, & Jarlais, 2008; Vossenaar & Solomons,.2012)
PD inspirechealthy eatinggmonglow income pregnant women in the Uagdto improvethe
nutritional status of other vulnerable gropswles, Hendricks, & Walker, 2005; Friedman et
al., 2008) PD not onlystimulated improvements ireproductive and sexual healthyt also
contraceptive usen Tanzania and improvegregnancy outcomes in Egy(Babalola, 2006;
Dynes, Stephenson, Rubardt, & Bartel, 2012; Ndiaye et al., 2009)

To address nchealth issuesPD has been applied jpoverty and economic development
(Biggs, 2008; Ochieng & Obote, 20QThe eliminatin of sweatshop§Arnold & Hartman,
2005)and increasing sales in fprofit companiegPascale et al., 2010)

2.5.0Benefits of the Positive Deviance Approach

PD promotes empowermeng fundamental componendf health promotion strategies.
Similarly in child malnutrition PD empowerettostscommunities to rehabilitate malnourished
children (Hendrickson et al., 2002nd $nce deviantbehaviorsare being practicedby some
members of the community tltee is a possibility ofits affordability, acceptance and
sustainabilityin the long term(Mackintosh et al., 2002; Marsh & Schroeder, 2002; Sternin,
2002) Many researchers and practitionéusthersuggest that the PD approach has additional
intangible benefits focommunalimprovement besides reaforld explanationgo communal
problems.For example,it promotescommunty mobilization and enthusiasifSinghal &
Greiner, 2007)greatersocial network§BUSCELL, 2008; Singhal & Greiner, 20Q7¢ducel
relief reliance (Ochieng & Obote, 2007; Schooley & Morales, 2Q0&hd community
empowermenand pride(Hendrickson et al., 2@). It also promotescollective ownership of

community problemsndenhancegroblemsolving skills(Singhal & Greiner, 2007)

2.5.1 Limitations of the Positive Deviance Approach

Fromthe definition,PD approacloffers solutions thatanbe implemented immediately using
existingresourcegSternin 2002), yet idoesnot largelyaddress the werlying causes of the
problem PDis highly context specific, and cannot be transferred to other communities, or even
between different seasons of the yéerggren & Wray, 2002)A study bylLapping et al.
(2002) reveals aignificant differencén PD behavorsbetween Afghan refugees and Pakistani
nationals living in the same communiBespite living in the same locality, each group required

their own Psitive deviance inquiryDespitemany cals for the PD approacto be used more
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often in interventions(Lapping et al., 2002; Marsh & Schroeder, 2002; Marsh, Schroeder,
Dearden Sternin, & Sternin, 2004jhe approach is still not included as ahlamue inmany
health promotion prograsnT he idenification of positive deviants arektreme positiveutliers
imply that there are practical solutiomwailable for evaluation and adopti@md can be

evaluatechnd distributedTseng, Soroka, Maney, Aron, & Pogach, 2014)

2.6.0 Conceptual Framework

The conceptual framewotksed for this study is the positive deviance approach pedpog
Jerry and Monique Stern{Pascale et al., 201 ositive deviance is a strendihsed approach
applied to problems that require bdikhaviorand social changdt learrs from and usge
individual success stories to shapemmunal practice PD follows the principles that
communities are experts in solving in using local resources as assets totheol\oblems
Therefore, lhe successful application of thepproachrequiresthe existene of aconcrete,
widely endorsed and accessible performance unesgariations which thethreeCLTS host
villages in Uganda provideithis studywith. The Positive deviance approach evolves through
four major step as shown in the diagram below to dismoguccesslthough this study

underwenbnly the first two steps.

Figure 2.1 Steps inthe Positive deviance approach

Step 1:
Identify “positive deviants 7, i.e., organizations
that consistently demonstrate exceptionally high
performance in an area of interest.

~-

Step 2:
Study organizations in-depth using qualitative
methods to generate hypotheses about practices
that allow organizations to achieve top performance.

NS

Step 3:
Test hypotheses statistically in larger,
representative samples of organizations.

-
Step 4:

Work in partnership with key stakeholders,
including potential adopters, to disseminate the
evidence about newly characterized best
practices.

SourceBradley et al. (2009)
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The positive deviance approach accomplishes two goals: the identification of practices that are
associated with top performance, and promoting the uptake sé fimactices within an
industry,using the steps in Figure 1 above.

This studywill accomplish only the first goal, which is identifying sanitation practices
associated with positive deviant househol#¢ith assistance from the gatekeepers, the
researcher will identify and recruit 43 participamsNawango, Bule and Mpanga villages
These villages demonstrateseveralperformance indicatoramongmajority of households.
These indicators willaid theeasy idenfication and evaluation of study indicators amdfdp
&Non-PDs) Such performance indicatorsncluded; domestic sanitary practices, personal
hygiene, and disease incidenaeith regard to previous sanitati@xperiencesin addition,
incorporatinghe postive devianceapproachn this sanitationstudy provided foundation for
easy identification oéxceptional performing househsld

Step twoThe study participantstrengtherthe approackvith full cooperatiorduring interview

by sharingtheir exceptional satation performance strategi€ghis grantshe researchexccess

to diverse interviewandobservationslata fromparticipants. Thistepaccording tBradley et

al. (2009)is prone topossibleresistancgefrom some organizations who do not want to share
their secrets so as to maintainithedmpetitive advantagélereveas that when this happens,
the unli keliness of positiveinadease{Badiegetalf o fApr
2009) Equally,the study participantsvillingly shared their sanitation experiences during the
interviews.In addition,being the first of its kindn the district this studytriggered immense
support from both admistrative and local leaderships demonstrateduring participart
recruitment and mobilizatiodditionally, being the first documented sanitation studgyply

the unique positive deviance approach, the findmiggprovide positiverecommendations for
improving future implementationsn Uganda This study does not however go beyond this

second phase. This is becao$éhe studysizeandlimited researciperiod.

During this third phase, the effectiveness of dpproach would bdetermined by testing the
hypotheses generated from the em@nces of best performing households lamnger,
representative samples. In this study, theativeness of PD would be revealed ugiegults
generated fromhe hosts villages and lested in other districts within Uganda for similar
results.Neverthelessbeing a smaller study with smallerperiod theresultswould only be
analyzed presented, discussed aegommended for future projects. Alsoce thestudyhas
no direct linkto healthcare settings but local commuestithere would bao need for statistical
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testing(Bradley et al., 2009} inally, observing unique examples of good performance from
the PD householdsould helppractitioners to involvéhem in designing future projectShe
success of Pran inspireother vilagesand individuals to thrive. It is not possible to
disseminat and replicate the results from this stualthoughreports will beavailed for future
researchers who have an interest and motivation to exghateinderstand the possibility of

applying the PD approach.
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Chapter Three: Methodology

3.10 Introduction

Studies applying positive deviance begin with purposive samtgipgomoteparticipant and
data diversityThischapteiconsists ofthe methods applied in conducting this studye Séction
discusses the area(s) of study, research design, and procedures for participant recruitment,
research instruments, quality control, ethical issues, data management and analysis, and

limitations of hese processes to the study.

The nature of this studyanitation and health experiencesalled fora qualitative research
designwith focuson the meanings and understanding individuals or groups attach to a social
phenomenoifCreswell, 2014)This studyfocusedon discovering facts around tR&.TS, how

it may have/not shaped the sanitatiang health experiences in Butambala distBeting the

study, the researchepplied the core chareteristics of qualitative researcmnd actively
participatedin all field activitiesduring data collection and analygiSreswell, 2014)Data
collectionoccurredn three rural villagesvith anaimto understand thganitation experiences
from the participants.Using in-depth interviews and observatipnresearchergathered
participant opinions anditnessed differensanitary practices. The researchisoreceived a
CLTS manual fronthedistrict as part olocumengathering. All thesexperiences we meant

to shape thdinal research resulg€reswell, 2014)

3.20 Research design

The study utilized acase study traditiorfYin, 2013) Case studiesre carried out within
boundarie®f onecased fewcasesand involves communities in which thphenomenon to be
studied existgYin, 2013) This study preferred casestudy design with the intent to enhance
the researchérs under st andi mganimggfindividbak villabéstscrival ®n t
sanitation and healf{Creswell, 2014)Although this study possesses the¢hmain case study
elements ofdescription, issue and interpretation as advancestdlye (1995)it is not a single
case rather acollectiveand holistic desigmvolving three CLTS host villages (cas€¥)n,
2013)

The PD framework proposes that thesex case whea clear definition of problemand the
desired outconee have beendentified The framework maintainghat it is important to
determine whether therexists common/un common practices between individuals. It also

suggests that during inquiries and observations, uncommon but sucdessfwiorsand
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strategies accessible to all community merslare likely learned. Lastly, the framewrk
emphasizes thantervention designs shoulencourage community adoption based on the
findingsto promoteaction learning.

The framework advocates for community ownership of the eribeprocess with experts

playing a strictly facilitatorrole, while allowing the commuity to identify ther problems,

discover solutions and dissemindehaviorsto the mainstream communityhis case study

offered the researchanopportunityt o gat her i nsight on a@ianr ticip
and their perceptionregarding health/ ill health. The multiple answers providedearly
demonstratedariatiors in thought, experien¢geand action even amomgoplewho sharehe

same boundary and resourc€ase study wsa essentiabspeciallysince this study was in

context withheath, illness and health

3.3.0 Studyarea

Butambala (0°10' N 32°19' E) is located in central Uganda, 82 km from Kampala city centre,
Butambala was formerly a county under Mpigi district before receiving a district status in 2010.
The district hadive subcounties with 25arishes and an estimatedpulation 098,200 living

in 19,742 householdsnd 142 villagegMoWE, 2014) Butambala is largely rural with only
8.4% of the population living in urban areas. The main economic activities in the districts
include semintensive agriculture, fishing and trade. Tha&nda tribe dominates thesttictand
Luganda is the local languagpoken. Theop five diseases registered la¢alth sub district
(HSD) includedValaria,diarrhoeaAcute respiratory diseases, intestinal worms and in that in
order(MoH, 2014; MoWE, 2014)

Between June and September 20ttt researcher conducted qualitative case study in
Nawango, Mpanga anduBe villages & Bulo subcounty. Thesevillages hosted th€LTS
programme in 2013/2014 yemerged with varying result§he district CLTS report praded
base for their selection arfietvillagesoffered thestudy several opportunities for understanding

different sanitation experiencbased orboth cultural and socio econondwversities.

3.40 Sampling

The studyutilized a purposive sampling methad selecting informants based dheir
expeaiences with theCLTS (Creswell, 2014) Other selection criteria includegbsition of
significance in society andhowledge/partigation in other health progranThelocal council
chairpersons and village health teams granted access as gatekieefiegse villages. The
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District health office and communitgatekeeperdacilitated the process ofparticipant

recruiment.

Before actual data collection, thesearcher made contact wikie Districtadministration with

intent tointroducethe studypurposeand obtain a written consefihrough the Digict Health
Officer (DHO), theresearchemade contact and recruited the research assiktaving prior
knowledge andiccesdo the study area (Bulo stdmunty)did not guarantee any soft landing
during the studyFirst, heresearcheattempted to contact sorgatekeepers for a meeting but

in vain. After several failed attemptthe gatekeepers were successfrdigruied and briefed.
Secondly, wmen all arrangementfor participant recruitment visithad concluded, all the
gatekeepers cancelldideir attendancen orderto participatein a village celebrationFinally,

after weeks of waiting, participant recruitment commenced amidst unpredictable rains and
muddy roads. Some participants wezeruiedfrom their gardens amathervenues convenient

to them.

3.5.0Participants

Par t i crecpisnent tergeted diversitinitially, the proposed plan was to interview 22
participants, but when the researcher made contact with the Butambala district, the number went
to 43 for bigger representation. According to thsrict, the study was the first of its kind to
evaluate a sanitation intervention especially CLTS. The district argued that increasing the
number would give programme beneficiaries the opportunity to share their varied experiences

which would provide gh data sets for the researcher too.

3.5.1 Inclusion and exclusion

Study participants were selectedinly from three levelsthe Leadership level which included
local councis (LC1), and political leadersThe Implementation level included the District
Health Inspector (DHI), Village Health @ms (VHTSs) and Opinion &lers. Last and most
important werehe villagehouseholds thahet the inclusion criteria below. Selection of these
participants drew fromexperiences, involvement and knowledge of sanitation and their

willingness to volunteer as participant, recruitment agents and gatekeepers.

Selectionbased on a fouyear residence status in the villages andctiveparicipationin the
just concluded CTS programmeForty-three (43 participants 10 maleand 33female) and
agediwenty (20) to sixty two (62\ere recruited. The participants werthermarried or single

parents, widowed or persons with disability, impoveristiegalthy. To gatherexpert
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knowl edge on the villagesd past \hshndhGse s ent
were included as both gatekeepems &ey informants. Nomnesidentsof Nawango, Mpanga
and Bule villages and those thmbved to theseillages less than six monthsgfore the study
child headed households and homesteads#hesidents were never homere deliberately

excluded from this study due to lack of program expereand consent issues.

Table 3.1:Representation of participants

Village Sexual Age bracket Total
orientation

Nawango Male 42-60 04
Female 20-58 10

Mpanga Male 37-56 03
Female 2556 11

Bule Male 3857 03
Female 26-58 10

District level
Female 36 1
Male 62 1

43

Context: The setting for thistudy wagpurelyrural. Thethreevillages are locateth Bulo sub
county of Butambala district. To access these villages, the reseaotihboratedvith the local
council leaders (LCs) and th¥illage health teams (VHTsyvho are reidentsin these
communities. Theseamegatekeepers had earlier facilitatde identification and recruitment
of study participants. Theherefore simplified communication in an area with limited literacy,
long distances between homesteads, poor raadssupported the recruitment of men as
participants.The researcher met most of the participaattsheir homesteads durinthe
afternooror eveninghours andn the gardesfor those whose schedules were bigrticipants

demonstrated preference fdteainoon and evenirsgvhencultivationis finished Participants
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metin thegardenscould not return home for the interviewse to distance thus preference

for such locations

3.60 Methods of data collection

During this studythe researchérsmphass wason collecting primary data. This wamsainly
achievedthrough semstructured irdepth audigaped interviews, and observations. The
researcher appliedlocument gatheringas well These methodswere meant to ensure

triangulation andncrease the validity of the resu(tSreswell, 2014)

The researcher conded 43 smistructured irdepth interviewsvith participantsrom both

the district andiillage level Comparedo structured interviewshe flexibility of this approach,

gave roonfor both theparticipants and the researcher to discover important sanipatiotices

that hadpreviously beengnoredfor instance, (using ash as a disinfectd@ijll, Stewart,
Treasure, & Chadwick, 20087T he interviewguestions were opeended to buildapportand
encourage participatiomo st especi al | y (Ceswellp280X4)The ceseprehart 0 s
usal the interview guideasa reminder fothe topics® be discusse(Creswell, 2014)although

the orde in which thequestionsvereasked did not follow exactly its appearance on the paper.

Participantocations varied froncompound and gardens to shoasd wells. The auditaped
interviews lasted between 380 minutes. Passers who always stopped to extend greetings and
other pleasantries before continuing with their journeys interrupted two sessions. Babies crying
to be breasted interrupted three interviews, almid noises m@e by construction vehicles
passing on the roads interrupted two otkessions The researcheslways waited for the
interruptions to reduddie downbefore resuming theessionsThe participants conveniently
selected the venudisat did not expose theta any form of harmThe researcher summarized

field notesat the end oéach interviewsession with focusn observations, thoughts and ideas

about the interview.

Observations: The field observation gavéhe researcher a firbiand experience with
partidpants(Creswell, 2014)The researcher carried out three level observatiBesearcher
observegersonal hygienamong haHldressed children wittiry mucus and food from previsu

meals smeared all over their bodies. The researcher also observed and discovered that the
majority of the children looked healthy despite appearing dirty. Among the adults/youth, the
cleaninessof clothes and whole body appearame@eerepromising although some youth had

strongbodyodors.
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Document gathering Qualitative documestmay include public documents suchasutes
and official reports (Creswell, 2014) The researcher received only tRATS facilitators
training guide from the Distridtlealth Inspector Butambal&Ilarrinternational, Ministry of
Health and the Water and Sanitation Program (W®BRyld Bank, prepared this guide
Butambala district ishe custodian of this guide andesit to train CLTS facilitatorsto trigger
behaviourchangan communities with the aim of promotirmgpen defecation fre@©DF). The
information in the mentioned guide was used to lpaltt of the introduction and analysis

sections.

3.70 Ethics Clearance Process

Prior to travelling for data collection, the researcher applied and received ethical clearance from
the Norwegan Social Sciences Data Services (NSD). In Uganda, the Uganda National Council
for Science and Technology (UNCST) and the TASO REC granted ethical clearance.
Butambala district granted a written clearance and the study participants signed consent forms.
The process

TheUganda National Council for #nce and Technology(NCST) granted approval for this

study based on preliminary assessment from the REgforehand;the researchehad
submitted a copy of the research protocol witinslated consent fosandtheinterview guide

as requested byASORegionalEthical Committee (REC). The protocaias approvedafter
several weeks of waiting.

The researcher thembmittedhe approved copy together witiree passport photos aadank

slip of anone refundale fifty USDto the Uganda National Council for Science and Technology
(UNCST). The decision fromthe UNCST regarding thepproval/ disapproval of the protocol
would take a whileTherefore, due to the limited time lethe researchewent back to the
research sitéo continue with data collection. Thresearcher obtained a writteansentfrom

the district Administrative Officer CAO), granting fullaccessto the research areaVith
assistance from the District Health Officer, the research assistaméwraited and the research

site visited for contact

The researcher learnt valualbdssondrom this ethical processieldwork progress does not
always go as planned. For example, before the actual stadyd the researchedid not
foreseethatit took long before acquiring an ethical clearance. Secondlyreésearchewas
surprisedto pay ethical clearance feed both the National and Regionkgvels. These
experiences taugland remindedhe researchehe values oflexibility and patience
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3.80 Data managementand Informed consent

Data collection happened in three languagegylish,Luganda and Swahill’lheadministrative
representatives at the district level wanerviewed in English, onparticipantat village level
was interviewed in tith Luganda and English, three were interviewe&wabhili ( a dialect
spoken mostly by people who have served in armed forces) and thirty paigitipants

interviewed in Lugandarhese three Mageswerecharactededby limited literacy levels

Informed consent

Informed consent is a voluntary participation agreement between a researcher and the
participant signed after the participant has fully understood the implications of taking part in a
study (Creswell, 2014) The participantslirectly consentedo participate during this study.
Using Luganda and Swahilihé researcheexplained that no participant would receive any
form of payment ocoercionto participate in this studythe local leaders assisted to reiterate
the significance of this studby repeating the study purpose and letters of consent to participant.
Since la@al communities (study arehaive stron@ttachmentand respedb whattheirleaders

say, nvolving the gatekeepefsrtherfacilitated bridge buildingvith the locals. Sice this was

the first researchtudyseekingcommunityviews onsanitation, everyme wanted to participate.
Researcher informed participants of tHegre will to withdraw from the study at any point
theyfelt uncomfortable but none withdrewhe Researcher did netiroll anypersons lacking
capacity to consem this study. Onlyconsentirg individuals 20 yrs. and older were recruited.
The researchemphasizedhe issue of confidentiality with participants and sought permission
to audiotape interviews. Three participants howeeeflided to be audio recorddde to health
issues (cough) so the researctomk notesinstead Researcher debriefed a feyarticipants

after the interview anddue tolimited time, majority of the participants were not debriefed.

3.90 Data management

Audio-taped recordings and tramgtions were transferred to a persepatsword protected
computer that only the researcher had accesstrahscribed interviewand recordingsvere
coded to ensure anonymifyhe researcher plans storeall interview datdor three years as
referene before it is destroyedThe Researcheand assistantranscribed the wio-taped
recordingsfield notes and obsertian data from originalanguage to English The research
assistant had good command of the English language and native Lugdhe@aresearcher
sourced dighly qualified and experienced assistaménhancelatacredibility and originality

during translation.
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Role of the regarcher and research assistant

In qualitative research, the role of the researcher as the primary datdicolinstrument is
emphasized(Creswell, 2014) The researcher weninto the studyarea with previous
professionalexperience, whicltould be a potential source of bid¢evertheless,isce the
researchehad not worked in thiarea for the last two years, it waasier to explain to the
gatekeepers that thesearchehad returned asstudent and notsathedistrict staff, they knew

In this way, the gatekeepergtroducedthe researcher to tretudy participants aa student
Many times,the researcher explained to the participants thair contributios towards this
studywould geatly enhance the quality of thieesis reportTurningthat previous experience
into a resource enabled the researchbkutiiol strong relationships and rapport with gatekeepers,

former colleagues and study participants.

Although the research assistaruld not beesponsible for the outconoéthisresearch results

or data, shenandatorily declarethat she held no potential biagetated to the study arebhe
research assistant holds a graduate degree
experience in puldi health. The assistant actively took panring participantrecruitment

instrumentranslation, indepth interview meetingsiservation visits and transcribing data.
Dissemination of Findings

The primary audiences for this study asemmunty healtheducatorsvorkingin the field and
academi@ns, particularly those who develmmmmunity healthand sanitationprograms.
Thereforethe disseminatioplanwill include circulatingthe results to practitioners by sending
copies to theMinistry of healthUganda and Butambala district. The studgortwill also be
submitted for publication in peerreviewedjournal that has varied audiencén conclusion,
this study used a multiple caseidy analysis based on publicyailablesaniation evidence
thathelped to better define the greatness of@4&'S programme presently implementéag
characteristis of previous sanitargrograms, and their effectiveness in a range of contexts.

Chapter 4 describes the results of the study
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Chapter Four: Data analysis and thePresentation of results

4.1.0 Introduction

The data wasanalysedusing AttrideSt i r 1 i ngds thematic network
networks are welike illustrations that summarize the main themes constituting a piece of text
(Attride-Stirling, 2001) The thematic network development startemim the lasic hemesas

the researcher workadwardly toward aGlobal heme.

During coding, over a hundred codes were derived based on sanitation and health practices. The
researcher looked at unique practices associated with deviant households, and contradictory
sanitary behavioursevident and demonstrated in all the three host villages. The most
outstanding and interconnected ideas were picked out to form logical, easily interpretative and
most understandable codes. The researcher separated and arranged the tranedrgishmas
similarity of codes identified. The researcher deduced nine basic themes from the connected
codes. The researcher arranged the nine groups of basic themes into four organizing themes.
The researcher deduced two global themes from the orgari@nges.Thematic networks

were there after presented graphically as-Web nets to remove any perception of order,
giving variability to the themes and emphasizing their interconnectivity throughout the
network. Notably, however, these networks are ortlyohin analysis, not the analysis itself.

Below is the graphical representation of the webs.
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Thematic Network links.

Figure 4.1

Traditional Sanitarv/Health practices identified in the 16 PD households in the three villages
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Figure 4.2

Health Promotion resources available to both PDs and Non-PDs in the three villages
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4.1.1 Description of Thematic Networks

Figure 4.1. Thisis a network comprising @¥vo organizingand four basic themes. &@hetwork
representsthe global theme;Traditional sanitaryhealth practices identifiedin 16 PD
householdsThenetwork illustrates the key themes on whichsRBopt and maintain particular
health behaviours. Below is a detailed explanation of theotganizingthemes that make up

this global theme.

Organizing theme: Informal health practices This organizing theme pertains to the
traditional sanitary/healthdeication methods as described by the participants. In this context,
traditional birth attendant§TBAs) motivated positive deviants. TBAs gained trust from the
community (PDs) fotheir demonstrative expertise in childbirth and bridging the gap between
modern health care and the community. TBAs are believed to be untrained and a source of risk
to unborn children and mothers, yet familiar with cultural norms and values. Secondly,
households demonstrated strong ties and attachments to local herbs beazarsest$ters used

them. Similarly, the traditionalist and their shrines were first points for treatment before
accessing modern medicine, shrines promote hygienic practices (treat clean patients) and
traditional diseases have spiritual ties. Finally, lagainen mainstream sanitation and health
practices through songs. They empower and ec
According to thisorganizingtheme, tradition and culture supports everyday human health. It is
part of humanity to hold on tmdigenous knowledge. The need to protect and promote rural
health understanding through nfsrmal education motivates particular health behaviours.

Organizing theme: Fear. This organizing theme relates to the unpleasant human reaction to
something thlacauses pain, exposes to danger or causes shame. Protecting oneself from an
anticipated cause is fundamentally important to participants. In this context, fear is perceived
as beneficial for PDs and detrimental for thenNPDs. Positive fear encourages good deeds

and negative fear discourages good. The fear of costs for treating avoidable sanitary diseases
and the jail term, motivated good practice and fear of heavy fines and shame sent many
sanitation defaulters to hidingccording to thisorganizingtheme, fear is a natural feeling, yet

it has the capability to transform our current health conditions for the better.

Figure 2. This network comprises of two organizing themes and four basic tharmess.
network represents thglobal themeHealth promotion resources available to both PDs and
non-PDs in the three villaged he network explicates key themes on which both PD and non
PD behaviours are identified and appreciated.
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Organizing theme: Health resources promoting healthThis organizingtheme related to the
services, campaigns and activities, including training sessions relating to sanitation,
immunizationand general health as described by study participants. In this context, both the
positive and nofpositive deviants sought and used these services although their levels of
motivation differed. Health resources such as informal health education mestlags,drug

points, village health teams, and the Bulo health centre played various roles in instigating both
health practices and outcomes. For example, the informal health education meetings allowed
participants to socialize and learn from within theudtare while interacting with other
members bthe community. Although it doesot promote confidentiality, it gies room for
creativity, skills enhancement and knowledge sharing among the participants. Health assistants,
village health teams and healtHiofls trained and sensitized participants on sanitation and
general health practices. The health trainers and local leaders punished sanitation defaulters
through heavy fines and jail term. The health assistants were approachable and patient during
monitoring meetings. Similarly, the village health teams mainstreamed health at households
and took charge of child health/HTs acted as community health representatives and
volunteers, drug administrators, sanitation monitors and trainers, and lastly liegithoes.
Although VHTs inNawango and Bulgillagesdemonstrated exemplary service and sactifice
households irfMpangavillage reported less commitment and inadequate dftw® their

VHTs. Another basic theme is Bulo health centretié only governmeraided health centre

in Bulo subcounty serving the whole population. The health centre carries out maternal, child
health and minor surgeries. The centre faces challenges such as inadequate drugs, transport,
staff shortage, large numbers of patients matlequate space for admission. Such factors
demotivate participants from seeking health care services. Similarly, to bridge health gap
among the undefives, village health teams receive free starter drugs at village drug points. The
drug points are acssible to all however, some are habitually closed (Mpanga). Informal health

sessions empower participants and act as health reminders to all.

Organizing theme: The role of community. This Organizing theme concerned Individuals
who interrelated positivelyand worled together towards supporting the achievement of a
collective goal. The community promoted health through, empowering and encouraging
community participation, selielp groups/ CBOs, indigenous knowledge from elders,
emergence of stronger anchomitted leadership. Religion including churches anodques are

health advocacwltreach centres. Participants belibtieat prayer heals, dirt displeases spirits
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and health comes from God. In this context, a strong and supportive community reate

stable and supportive society for the collective benefits of both indigidunal the community.
The results

From the 41 household interviews, 25 NeB and 16 PD households were identifiaded on
reported and observed sanitation and health care practices. The structuretifaltwesglobal
themes. One, the traditional sanitation and health practices identified among the 16 PD
householdandsecondly, the healtlesourcesnd practicesdientifiedamong both the PDs and

Non PD households.

4.2.Q Global theme one:Traditional sanitary/health practices motivating PD households
4.2.1 Informal / traditional health teachings

PDs engaged witltifferent practitioners of traditional medicine such as birth attendants,
traditionalistodés shrines -dmninidteedherbavmetidingoi nf e c t
manage household illnesses. The shrines werBrgheornact point for treatment before BD

could accessny modern madine and according to them, these shrines advocated for and
promoted persondbygiere. Theinformal women and youth groups spearheadedobsl

women empowered and educated peoflthough the norPDs expressed displeasuredan

describedraditional practices as unsafDsshared their positivexperiences as below

4.2.2Birth attendants (TBASs)

The PDsrecognizedhe TBAsasthe main health care providers fmothersin the villages
TBAgained trust for understanding peoalel cultureElders or older family members appoint
and train TBAs Apart from helping to deliver babies, TBAs assistadthersto instigate
breastfeeding, educated on reproductive health issues, proper nutrition and carfeddvwout
up visits to mothex. The PDs appreciated tlgpod relationshipghey had withTBAs. Some
womenand their spouses revealed that in cases wWirigtes referredhem to the health centres,
they also made it a appoint to accompdrgnt to the health facilitieg\ll the PDs accefed that
TBAs contributed greatly to motivate and change their health experiences. THeDOSon
claimed that TBAs were inexperienced to handle babies. Accorditigdy, claim thatthe

danger they foresee for women and their babies demotivatedhssek tb TBAs counsel

A TBASs moreiham we dooncerningchild health andhey are alwaysisiting we

theyoung mothersshomtheyh@led del i ver of their babi esi«
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AFrom our grandparets, to our parents and now us.]J.every one of thewtelivered at
theTBAs placeWe do not joke with tise elderly womebecause theknow eveything
about child birtho PD Madiina

The responses above reveal thatcessful householdsgularlyvisited TBAs because they

have full trustin their expertisecare and vast experiences wattildbirth.

4.2.3 Practitioners of traditional medicine / herbs

Rural African communities have strorajtachments, ties, and beliefs involving the use of
traditional medicine herbs.PDs mentioned thahey preferred local medicine due to easy
accessibility, which made it easydopewith illnessesPDs believed that, traditional medicine
men possessed valuable knowledge regarding diseasksrasdwhichmade their shrines first
preferred point of contadbefore seekingany modernmedicine. he nonPDs however
maintained that, they avoidéekrbal medicing because they are in hygienically prepared and
administeredOne PDrevealedthat, most of the commondiseases registerad the villages
have linksto tradition/spirituals, andnly traditionaliss’herbs can treat therRDs attackd a

lot of bdief and importance tmedicine merand local herbg-or example;

AJjaja (grandparent) does not massage med

isveryst ri ct when | tPDNaoore s t o hygi eneo

AThere is a traditional malvehysgoithereto seekn d o wr
treatment but youhave to firstclean your body and wear clean clothes before
approaching that shring € fome people sperdhys in that place without treatment

because they travelled long distances and reach the shrine tired ar@RIDtchieng

These quotes are a clear indication that BRsawareof the important roleof hygienein
promotinghealth Similarly, PDs revea&d thatthey managed to keep their families healthy
using disease prevention and treatment lessons learnt from the traditional medicine men. The

non-PDs held a negative opinion regarding the effectiveness of traditional mediciffreerbsn

4.2.4 Informal groups

These groupsmpowerand supporthe domestic sanitary/ health needvaherable women
The Informal group- Bulo Subcounty Initiative for AIDs (BUSITA), spearheadedorked
with widows and youth groups to provide and promote better use ofrgdiaitdities among
the people.The health and sanitationpractices of households in this groumproved

tremendously. A fevsingle mothers and widows (PD®y examplerevealedthat theyonly
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joined the groumafter failing tosinglehandedly construetl basic anitary facilities in their
home. Sixhouseholdsn Mpanga villagealsoreported that active involvement in the grinaal
not only improved their health statusest also encouraged other vulnerable women to join.
Participants mentioned thasel of educative and interactive folk sorigkys by the group

promoted best practiceBelow are eftactsfrom participants,

ADuring the | ast sanitation week <cel ebra
inspector to present a play on child healtiddand washing at the sub county []Jwe
even presented a skit on hand washmfyont of district officialsand visitors from the

ministry) PD Namugerwa
PD Roserevealed that,

ABei ng a s i n gafferdlpicks aachiron sheets far theoa tl déram the é ]
group | learnt touse banana leaves, grass, and sticks to constructc i | i0tPDes [ é]

Rose
Another PD said that,

ASi nce | | oG gnoapdwe haveebeen betpiegieach other with constmic

materials here and there.]] i tndost i v &1 Natoaya

These PD responses reveal that group cohesion and suppovat@osuccess among its
members.Much as the group faces many challenges such as lack of support from formal

organizationstheir contribution towardmspiringhouseholdanitation is paramount.

4.3.0 Fear and shame

From participant responses, PDs perceive fearpasidivefactor and the No#®Dsperceived

it as anegativefactor. PDs revealed thdiving in fear and shaméor defaultingsanitation
traumatizedhem moreAccording to participant responseke identification anchtimidation

of sanitation defaulters blaw enforcement officeflocal leaders/village mates happened
during baseline surveys and walk of shafteefear of untimely arrests and fines couplethwi
high costs of treating preventable diseases motivates t®Dpractice better sanitation.
Regonses from the PDs reveal that tBETS implementationphase changed their health
behaviours fothe betterThe nonPDs however expressed their displeasuresanmd that the

phasewas roughly and various forms witimidation from law enforcerduring thewalk of
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shame, defecation mapping addmoltion of old sanitary facilities ignited shantieus an

encouragemerto hide.

AThose who f ai | saditatiorofacititieswere issued with sumenens to
scare themThese people are very stubborn. When you just use words they will not
respond so we get summons and move with policemen from the suld doagdly
Leaded.

AThe menly geypressuravhen they realiz that the health assistant will bring
summons so they construct the faciliti®y husband always asks me what the health

assistant said during monitorieg?D Madina

AThese men fear exposure and sdaimei tsioe st hte
Nabagala
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4.4.0Global theme two:Health promotion resourced accessed by botRDs andNon PDs

According to p@rticipants thesehealth assetsncluded health campaigns and activities,
including training sessions relating to sanitatiammunizationand general healgbracticesIn
this context, both the positive and Rpositive deviants in the three villagevealedaccess to
and use of these resourc@&bey included; informal health educatiorio promotehousehold
sanitation and hygres., village drug points to provide drugs for unddives-, village health
teams to educate, distribute drugsid monitor sanitation progresand the Bulo health center
[l T to provide modern health carEheseresourcessynchraizedto motivate the PDs to
practice bettehealth/ill health for NosPDs as below.

4.4.1 Formal Health education

Participants mentioned that access ®alth educationteachings improvedher health
outcomesHealth education reminded participants to practice and prgmoper hygiene and
sanitation practices?articipantdbelievedthat health educatioencouragd them to participate

in activities thatpromotedthe bestocal strategiedor improving householdhealth.From the
analysis, the participants commended the health educators for facilitating outreach programmes
and developing health campaign messages tailored to fit the needs of each indRixkibad

this to say about each of them.

4.4.1.1 Health assistant
Health assistants (HA) are public health practitioressignedy government at each sub

countyto take charge of the water, sanitation and hygiene promotion. According to participants,
the HA mobilized commnunities for sanitation meeting&ccording to one PD, during the
meetings, the health assistant educated them about various disease prevention routes especially
the oral faecal routeéDther participants revealed that the health assistant carried out regular
participatory demonstrations amaltrigger shamand cooperation from sanitation defaulters,

the assistant involved all people in the defecation mapping exercises around the Ghage

PD disclosedhat before attending the meeting and learning the health risks associated with
open defecation, he used to defecate in holes behind the houserdPiBsirevealed thatch
participatory techniques motivated them to take part in the mesgtaidsey réurned home

and failed tgoractice what they learnt

AWe wer e t aug ht-tapsofow hahdovasmiagktsince licanpoy afford
soap, we use ash to wash and tender lefopssettaba( | eafy pl ant) to
PD Makubuya
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AThere are peopl e, who started boiling d

mosquito nets after attending traininggganizedoy t he h e aPDiNanky@ms si st a

AHamza and dd pattieipagng in theskitscalculation exerciseduring
meetiintgswasbbounl [ &@$ n 6t bebaase @an nawatagsiblisgnining e t

sand.l defecatan the garderor in the swam Non-PD Abbey

One othemon-PD explained that health education meetings had empowered people to work
togetherand take control oftheir health andhie frequent mobilization visits by the health

assistanhad madénusbandresponsiveeough t o put Aup facilitieso

4.4.1.2.The health educators at Bulo health centefll
Health educators (HE) in thi®ntextsensitizedand encourageplarticipants to make use of the

different medicalservices/treatments at the health cenfacording to participantsHEs
condut¢ed community health outreachbey collaboratingvith TBAs and VHTsto understand
the variousculturd and socal barriers to healthAccording to PDsHEs educatedhem to
practice proper hygiene and taught women how to make cheap sanitarygacample PD
Namukasadisclosed thatfi Wh en we  anatal elmids ardnot ke children for
immunizationsthe health workers make us undress thddrbn for hygiene inspection and

those whose childrerae  di rty Namékasa col dedo
. Another PD revealed that

Al €] | we-nathbr[ahtbut | ended up | earning
from piecesot | ot hé. When | reached home, It auc

<

since we cannot affooRDMumiasder n sanitary pa

4.4.1.3 Village health teams (VHTshnd drug points

Village health teams are community volunteers trusted to take charge ofehilth care
through; drug administration to undi@res, treating common colds, deworming and acting as
sanitation monitors, trainers and remindeBath PDs andNon-PDs acknowledged the
mobilizationroles VHTs playedin child immunizations hygienecampaigns and fencing of
water pointsencouraged them to participaigly. Accordindy, both PDs and No®Ds,
acknowledged that through the dqgnts,VHTs fought to reduce cases of infant diseases and
deaths irthe three villagesNon-PD (Hamzafor instancementionedhat he rarely visitethe

drug poins, butalways got his children treated at the drug pailuisng emergencieand PD
Achieng whose child developed a high fever in the night knew exactly where to take the child
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for treatment. Bth PDsand nonPDscomplained of inadequati¥ugs at the points especially
in the fruit and maize seasorishe noRPD households in Mpanga complained that their drug
points were always locked, making it hard for their children to access starter drugs.

AThoBwaw@® (VHTs) are very har d theywalkthen g . T h
whole village on foot, when hungry and tired andlgeety d o n o PD-Namkyap | ai n 0O

AThe place lacks drug nowaday® farl have beerhere three times this week but it
is still closed | heardthe VHT went to Kampaléor treatmend Non-PD Ssalongo

Kawoya

From the analysisyillage drug pointdridge health gap among the undiges provide free

starter drugsAlthough drug points are supposed to be accessible to all, some particlpents

they neednew VHTs for Mpanga because tkdeug point is always closed he constant
mobilizationand monitoring byWHTs motivated®Dsto avoid the occurrences diild diseaes

like polio, whoopingcough and measles. According to the district health inspector, there is a
great reduction in disease episodes since the introduction of the VHTS as agents for CLTS in
Bulo.

4.4.1.4.Bulo health center (ll1)

Bulo subcountyhasonly one goernment aided health centéree. Withone clinical officer,
three nuses and one midwif¢he center serves people from all the five parishes that made up
the subcounty. From participant revelations, through the heatthildren were immunized
expecant mothers attended antenaal other patients treated father generalillness. For
example,i E v e r ylaysvanchTuesdays the childrenrwe t aken f orPDs mmuni :
acknowledged thdiefore upgrading the center to a health center thkeiéy suffered from
typhoid, dysentery, malaria and maternal emergencies. ddeasfeel that, though faced with
numerous administrative challenges, the health cenderimportant health asset to therhe

non PDs revealedhat,lack of drugs durig first visits, lack of personnel, and long distances
demotivated them from visiting the health center. The PDs dhguigi t health center gs

full by eight in the morning and people come from Tar.get treatment, you have to come
earlyd PD Nangendo

Other Non-PDs wereskepticalabout thegenuinenessf the services. An example of some

quotes from NMn PDs
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AWe buy mosquito nets on market days [...] | have never heard of free mosquito nets at
the heal tdKabamdat er [ é]

~

Al hear d t hesprayedwidhsseme dandgasopoiaon to kill our childrer.
cannot lose mghildrenjust like thatsowe do not slIKgadyp under net

The financial burden of hidden hospital costs, and the inabtlityhave someone to entrust

familieswith while in the hospital alsaliscouragd somepeople from seeking health care.

4.5.0. The Community

The role of the community as a settingeraphasizedn health promotionf-rom the analysis,
the community promoted health througfmpowering and encoaging the community to
participate irseli-help groupsAccording to participants, havirggrong and committel@aders
paved wayor participationin activities that promoted the attainmefnbetter healtloutcomes
for all. From theresponses, botRDsand NonPDstook part in communal activities such as;
0 b u |l u n g(tradibowah akeaning)clearingand repairing water sources and digging wells,
helping the elderly and other communal activities as a way of working togetrécipating

in such actrities according to participants was managtorhose that deviated from such
societal normm were denied access to water poingctive involvement in such activities
motivated people to learn how to maintain cleaater colection containerssource,

homesteacandpersonahygiene

4.5.1. The role of Elders and extended families

In most African settings, elders are an epitome of wisdom because they represent our ancestors
andit is widely believed that a person who heeded to an advice from an elder lived longer.
Similarly, all the participants interviewadcognizedhe existence and significances of elders

in their communities. Fa@xamplethe participants revealed how elders tatithem to care for
prematurebabies (kangaroo style), feedn f a nt s mdkn apgyparticufars herbs on
wounds, and burierbs in the toilets (disinfectant), abédroomsto repel insects such as
mosquitoes, flies and cockroaches. Although the R&da$ed that elders were an important
source of indigenous knowledge that needed protection, thd’DEmevealed thamost elders
lacked sanitary facilities, experienced food shortages, lived in poorly ventilated houses and
suffered from chronic infeaiins yet people looked to them for health guidaSoee NoAPDs

went forth to saythat, some of the knowledge from elders warehaic. The PDs still

maintained that what they learnt from the eldeese irreplaceable bgny modern knowledge
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AWhen | gave birth to my second chil d, S
came and showed me and my sister in law how to tie her in the chest before dressing
up[ €] she said i PDKalejal keep her war mo

Similarly, Participants also mentiathéhat extended familieslisseminatedariousimportant

health ideas. From the analysis, bBfbs and NofPDsparticipated by listening and learning
from aunts, uncles and grannies who frequently provided them with sustainable health
informationthattheylaterappliedto achieve good/ uacceptable household practices. Some
PDsrevealed thatheir mothers boiled herbs to tregten they were young

~

i Once a month we young mothers visit the
marriage tricks suclas cooking, tiding the homestead, reproductive health and mixing

her bal medi ci ne fRDMakdbuyaf er ent si cknesseso

While some PDs revealed that -madedgles towaveited c |
contamination and sicknesses, thenNPDs maintaiedthat theyd i sposed chil dr en
with rubbish or left it in the open to dry off sintethem people cannot get sick from digesting

chi | daecesr 0 s

4.52. Leadership structure

Most rural communities havand believe irtheir own network of relations and hierarchy of
leaders from whom they tap mutual supportgimwth Some of the leadersentioned byoth
PDsandNon-PDswerefully recognizedet lackingformaltitles. Participant esponses revealed

that when in needf advice, guidane, and or blessing, peoptarned mainly to natural

political, the health assistant (administrative) dine spiritual leaders. Every leader played
significant functions in promoting health within the commun@yne PDrevealedfiLeades
provide guidance [ é] hawe piomfdl 4 en cteh eandneere det
anothersaidfil eader sf pute DI e owdéle r.TheDsonendionedhhatihe o wn
commitment demonstrated by the local leaders in curbing down defaultitse presencef

the law enforcers threatendide men most especiallyp respond positivelyThe nonrPDs

however expressedein dissatisfactiorfor unlawful detention and heavy findsor example

one saidfi | gi ve t h eribe se thanleam sobfimdd for nbt having atodes o f ar |

have taken two years without const Ashat i ng a

Some NoAPDs mentionedthat fiThe local leaders r& rare in the villages and those who

happento be preentalso laks ani tary facilitieso Feandekas,
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Mariamu When asked howsuch behaviour affected theirngi@ry successes, Nkalulwas
quick toreveal thathat, he could not put up a toilet when the villabeirpersordid not have
one.In defense of their actionsne local leader explained that,

A | plementing a successful heafiltogramme requires adequate time, resources and
involvement of all participants but the CLTS took a short time yet we were required to

trigger bi g change wilbdalileader short peri odo

Participantsdentified twoselfmotivatednatural leaders wheensitizedand carried out health
demorstrations during the CLTS phase in twitages.According one participani H a jused t

to move around in our village teaching young mothers how to construct bath shelters from
banana | eaves, energy saving st Non®BMadimad many

PDs mentioned that although the natural leaders were not in pdsitgerve all the tlee
villages, their influence ohousehold sanitation and food securitgre tremendous areas
where tley operatedBoth PDsand Non PDswho attended sudensitizatiorsessions reported
that they learnto; prepardocal diarrheareatments fronsalt and other local resources, and the
leavessuitablefor anal cleansing amsaintainingpersonal hygiene.

In relation to the administrative leadership, participants praised the commadaftbatformer

health assistant whmanagedhe implementation ofthe CLTS.Mukisa mentioned that the

health assistant possesseaagr administrativeskills, which motivated her to carry out
unexpected health monitag visits when no one expected. According to PDs, those surprise

visits triggeredfear. Mukisa revealed thate uncertainties afiot knowingwhen the health

assistant appeared kept the householders on theijusigns case. Noi*D Fenekas revealed

that he was not pleased with thaseprise visitdbecause it alwaysaughthim aloof with no

facilities in place Another norn PD Kyalya mentioned thatfi | prefer aionl y col
aboutthe healthvisits. dondt | i ke b eThaRpDs taatthgrisuccess btbriesg u ar d
to the hard work and effeggness of the health assistaithough the no#Dsfelt she was

rough In conclusion, all participants agreed that establishing a stronger leadership network
would motivate more people to copy great examples of good sanitation and health practices

from succedsll homesteads within theommunities.

4.5.3. Religion
Participants described religion as apyrisual realm one believed in. Participants believed that

one could receive healing throughayerand thatlistening to preaché adviceson health

Page |39



motivated good practic&/henasked how religion had motivated them tagticebetter health,

Mukisa revealed that, those who visited the tradition shrines were able to stay healthy because
the traditionalist as Namukasa mentioned, had opened their minds to an understanding that
healh came from God and living in a dirty home annoyed the spirits. The emphasis on health
demonstrated by thteaditionalist,who also doubled as healensotivatel peopleto stay clean

and healthy. The neRDs however believed that the presence of shrinesueaged people to
indulgeso much in traditional healing which hksdi to the deaths of some people.

While Christian churches are predominant among most African communities, the existence of
the Nation of Islam and Muslim leaders in organizing Bulo-samty should be highly
considered.The preackers emphasized cleanliness among their congregatiiomsg their
Sundaysummons. Apart from encouraging each other to stay healthy, participants mentioned
that health officials alsgassed health messages susihmanunizationdates, distribution of

toilet slabs and mosquito nets, water guard andi@eners through churcheBoth PDs and
Non-PDs attendd church services and listedto sermonsyet how each householdsedthe

information gainedlifferently to achievénealth practices and outcomes.

Islam is the predominant religian Bulo according to participants. Both PDs and Neibs

who belonged to the Islamic faith mentioned that their religion played an important role in
motivating good halth and hygiene practiceRarticipants revealed thitlamis known for
promotinggoodhygiene prcaticesOnePDrevealedfi We nat ur al ly practi ce
sanitation in our homes Madna Anotheesaidiit! ihsvempearnt o
attended the health education meetings because as a Moslem, the religion emphasizes the value
of sanitation and hygiene in the mosque and
t o b e Phllldrisat y 0

PD Abu-Bakrrevealed thathere was nmeed for éhealth educator to remind hitm sweep his
compound, wash his hand or construct a toilet becdhe religionemphasizedt. The
researcheobserved andlso discovered that the reason some Maosl@wonPDs) did not have
latrines at home, whicls contrary to the religious teachinggas because they used toilets at

the mosques, anehjoyedvery disappoiting sanitation in their home# summarya strong

and supportive community creates a more stable and supportive society for the collective
benefits of both individuals and the communitiiere gains might be made to improve health

outcomes.

4.6.0.0Observation notes
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The researchabservedhat most water sources were qaoted¢ed. For example,ree village

fetched water from a dirty hole coveréen branches, dry leaves and dirt. In addition, other
villages shared water with animals and used dirty collection containers. The women and girls
collected the water between 12-08.00 pm. The researcher observed that majority of the water
sources areni low-lying areas, rendering it difficult for the elderly persons, persons with
disability and other vulnerable groups to access. Moreover, in some areas, the water sources are

so far from human settlements.

Observation at household and meeting poinke researcher captured high water use during

the midafternoon hours when householders are back from their farms, and homesteads stored
domestic water in plastic jerry can plastic drums. Most households poorly managed waste with
domestic refuse scatteradl over the compounds as the wind blows. Researcher noted that
households with elderly persons seemed to understand the issue of water scarcity from their
complaints with children and youth. The researcher did not observe any process of boiling
drinking water as earlier planned although homesteads were observed shared drinking cups and

drinking water direct from the plastic jeroans or the well.

The researcher also observed that most toilets were traditionally constructed and various

households lacked hdwashing facilities while others practiced open defecation.
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Chapter 5

Discussionof Results
5.10 Introduction

In this chapterthe researchatiscussesesults intwo parts.The first is a general discussioh
common themes that emerged in perspedfaxisting literature. In the second, the researcher
focuses on the steps in the positive deviance apprdaehchapter also includes a description
of methodological reflections, policy recommendatiansl studyconclusions.

5.20 Health education

Health education is any learning experiences designed to increase knowledge and attitudes for
improving health among individuals and communifigslICEF, 2005) From the findings, the

health educatiopromoted both formal and informphrticipatoryapproaches

Attending health education meetindgelpel PDs in identifying needs anahobilizing local
resourcedo trigger positive health outcomes. Much as théHTs and the health assistant
developed healtbampaign messages tailored to fit the needs of the beneficiary vjléagee
attendance anghrticipationin meetings were individual choicd3uring these meetingkealth
educatorgasked participant® describefor examplea previoudood preparatiorsessioror a
previoustoilet visit theyhad taken part irather than reaing their necessary componerssich
participatorysessionsnotivatedgood and acceptablealth practiceby providing room for
immediatediscussions and correctioddanyparticipants expresseheir inability to read and
write although the trainings took place in the local Luganda langUdmgeparticipants, mostly
women revealed that suameptnessnadeit difficult for themto understandabels especially
ondrugs, instructions manwshnd other educational materials. Accordinghe mothers, the
health risls and danger exhibitdaly this inability were immense especially whanjing drugs
from the clinicsyet both the drug attendant and patiennable taiunderstand written materials
PD mothershighlighted the reed for moreadult educationto this effect According to
McDonald, Bailie, Grace, and Brewster (20X0aternal education is an important determinant
of infant survival and child healtih rural areasin their CLTS design health educatorknew
that their target audience wemgral womenyet they did notattemptto translateeducational
material to cater for them. Successhikerventionsonly register outcomes they are able to
addresghe needsof each groupfor example, social and cultural groups, elite groups, and

special population®ppropriatecommunitybased health educationaslturally sensitiveand

Page |42



draws on social relationships to achieve suc@@kmz, Rimer, & Viswanath, 2008; McDonald
et al., 2010; Ral & Dey, 2013)

During health sessions, the VHTd#sseminated health information to participants. The
participantswho heeded to and followed VHT instructions regarding childhsiokinesses,
managed to preveandcontain those sicknesses that hiadady shown sign$he VHTO sole

in influencinghealth behaviowris not only evidenn Bulo, but alsotraceabldo the works of
scholars such g#aines et al., 2007pimilarly, Glenton et al. (2013)eporteda reduction in
under5 mortality among mothers who gave antimalarial promptly to ghekrchildren, and in

reducingchild morbidity cases in a primargare programme in Gambia

Informal learning is any general going knowledge acquisition process wdpeople learn by
participation and daily experiercePeopleadjust effectivelyto health behaviows that are
traditionally delivered irtheir homegGlanz et al., 2008)Studyparticipantsattended various
randominformal sessiondacilitated by either elders, extended familiestaditional birth
attendarg andor traditional medicinenen. Participants, who burigdot h adul t and
faecesas a way oprevening contaminationtraced the practide ther elders. From responses
gathered,ndigenows healthideas werepassed on to botRDs and NonPDs. PDs strongly
believed thatonsistenburying, disposing with rubbish anmdburningfaecal matter had helped
them prevent disease spredéa Uganda for exampleglderly people araot criticized for
practicing open defecatipa case similar to Bangladegpears, Ghosh, & Cumming, 2013)
Ignoring such norms dntolerating such behavioupgesent widespread chaliges to the
achievement obpen defecation status@Robert Chambers, 2009; Spears et al., 20B&)r
handling offaecal mattepose high risk ofliarrhoealiseasedue to wide spreacbntamination,
death or chronic stomach ulcgRriss et al., 2002Amongsome ethnic groups in Uganda,
elderly inlaws and pregnant women are forbidden to use latiRebert Chambers, 2009;
Okot-Okumu & Oosterveer, 2010bhesecultural taboo promote shame and negative attitudes
towards active participation in health campaigns and other activities to improve sanitary
practices(Okot-Okumu & Oosterveer, 2010As the eldes continue tgoractice OD, other
members of the communities also join(R Chambers & Myers, 2016;\part from faecal
handlingand practicing poor sanitatipalders haveactively mobilizedpeople to prticipate in
CLTS and sometimes played the facilitation ré&lBswho attendedsuch sessiongvealed that
people preferretistening toeldev family than topolitical leades. Listening to eldersotonly
provided PDs with solutiortsut motivatedgoodpractice A CLTS studyin India,revealed how

elders inAasgaordiscouraged open defecation by spearheading informal health s¢Basab
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& Kalshetti, 2011) In summary, much as some elders perpetuajgen déecation in

communities, there we thoseelderswhosebehaviours motivatedetterhealthpractices

5.30 Health promotion / health careresources

These are health assets stimulatpwsitive healthoutcomesi n a personés |
research findinggyoth PDsand norPDs had access to some common heakburcesSuch
common resources included Buieath center which playeda tremendous rol@ promoting
maternal and infant health the communityPDsrevealedthat although the health center is
overwhelmed withdaily patients and shortage of medicine, it still managed to address their
health need$Participants who missed drugs and other forms of treatment never returned to the

center.

According to findings, the upgrade of the center from a level two to level ¢braee,helped

to eliminate thehirty-five kilometersdistanceparticipantsusedto walk to thedistrict referral
hospital According to participants, such distanadways resulted in birth complications,
infant/adultdeathsand other heditrelatedssues. Brticipants explained thaates of maternal
andinfant mortality casebadcontinuel to multiply because mothers who deliediby TBAs
develodcomplicatons and whenmneferred, the lack of transppgoor roads and lordjstance
worsered their conditims A study byWaiswa, Kallander, Peterson, Tomson, and Pariyo
(2010), in Uganda,revealed that delay in problem recognition and or deciding to seek care
outside the home was the greatest contributor to death in infangsldress community health
care challengesomescholarsagreed thatit wasimportant to strengthelnoth health facity

and community programmes as @ssential for improving child and maternal health care in
hard to reach aregBlaines et al., 2007; Waiswa et al., 2010)

TBAs remain a significant workforce in maternity care in many developing coyibésy &

Ann Sipe, 208). A traditional birth attendant (TBA) ia person who assssthe mother during
childbirth (Sibley & Ann Sipe, 2004Accordingo findings TBAs werefemale member of the
community who assistedexpectant mothers during childbirtiResults showed that PDs
consistentlysoughtservices of the TBAbecause thegs reliable Although the Traditional
birth attendants have no formal training and majority are illiterate utheégrstand theaditions

and culture®f the womenwhich isan obvious advantage during antenatal care and childbirth
(Ana, 2011)PDsfurtherbelieved that TBAs gave them an opportunity no matter how sonall
haveand raisehealthy babiesThey furthementiored that since the TBAs wemmembers of

their community and accepted any forms of payment ranging from farm produce to soap,
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paraffin and firewood,deliveiing in the villageswas far bettethan meeting bigger bills in
health centersand private clinics yethey cannot afford.In rural areas, TBAs are trusted
gatekeepers to the health care system for women and childrenpidwegye accessible and
affordable care thuseducingcases omaternal and infanortality (Sousa & Mielke, 2015)
Sousa and Mielke (201%uggestghat providing traditional birth attendants (TBAs) with
neonatal resuscitation trainimgasmodestly able to reduce the rate of neonatal death in infants.
Although the mn-PDsandHarrison (2011)maintained that TBA are too old and set in their
ways to adpt to modern healthcare methodannot treat angrincipal causef maternal death
nor keep reliable records of their activitiggarrison, 2011)providingtraining, support, and
adequate resourcesttaditional birth attenaints savdoth babiesandtheir mothergHodnett,
2012)

Government set up village drug point®y provide free starter drugs for undefes.
Participants both PDs and NeRDs acknowledgd the presence omalarial, diarrhoea
common feve and dewormers at drug point#\lthough the norPDs complained of lack of
adultdrugs at these point)e VHTs explained thatlrug pointscould only serveinde-fives
and providevitamin supplements to expectanbthers. According to participants, thekag
pointshadacted as child emergensypportcentergo impoverished houselts who could not
afford to purchase modern medicin@. Uganda, drug shops have become popular for
distributing general health an#llV drugs and family planning contraceptivgsVafula &
Goodman, 2010)These dugshops are convenidptiocatedin rural and hardo-reach areasr
areas with fewer private or public clini¢Stanback, Otterness, Bekiita, Régiza, & Mbonye,
2011)

Community health workers are described to include commibaisgd workers, village health
teams, community resource people, and workers known by local nédaness et al. (2007)
Thecommunity volunteersesponsible fotreaing and promotinghild healthin the study area
were VHTs According to botiPDsand NorPDs, thetremendous rol@layed by the VHT
promoteddisease preventioamong PDshouseholdsAfter educating parents on different
health issuesyHTs went ahead to remind thHeDsto take children for immunizationgnd
providedthem with drugs fothe undeifives. Access to such servicestivatal bothPDsand
NPDsto manage childhood illnesses likealaria, dysenterytyphoid and stomach helminths.
Research shows that the additional roles played by ti€s haveled to easynanagement of
neonatal sepsipromotion of healthy behaviours, and filling gaps lefthmy professional health
workers(Glenton et al., 2013; Haines et al., 2007Ds revealed that VHTs had helped to
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reducethe costs of transport and lost yiglassociated with seeking health cardside the
villages The commitment demonstrated by the VHiUasreasorenoughto motivatebothPDs
and NonPDsto seek treatment from therhlaines et al. (2007)simply put it thatsince
community health workers easily adheréal simple clinical practice guidelinethan
professional health workerpeopletrusted them moreAlthough this adherence could benefit
the mainstream health care system, mamfessionahealth workers laad the background
and orientation to provide a supportive environmenttai's (Haines et al., 2007According
to Walt (1990) health professionalgerceivel community workers as lowly aideget their

contribution to child and maternal hrals enormous despite the overwhelming workload.

5.4.0 Role ofleadership

Every organization istructuredeither by a formal, informal or neiormal leadership style.
From findings,various leadership structures were evident in the communities. Acclyrding
variousleadersmobilized the communities fodevelopment activities, lobbiefr projects,
managedcorflicts and counselled other§tudy mrticipants mentioned that through their
leaders theyparticipatel in health, eduational, agricultural and religioysrogrammesPDs
were positive thaif they continued to workiand in hand with theleaders thewould achieved
more health benefits With good leadership, people participate voluntarily in the
accanplishment of stated objectivessich as fencing water sources and digging communal
roads Although ®mePDs believd that it waghe hard work and passidemonstrated by their
leaderghat motivated the promotion wérious welfaraeeds, especially faulnerablegroups
which alsoattracedrapid community developmenThenonPDs mentioned that lazy leaders
spent time gambling and drinkingus draggig their development opportunitieghind. It is
clear thatommitted and strong leaders had motivated various community health achievements
in Nawango and Bul&Kellerman (2004 prgues that tassume that all good leaders are good
people is to beleliberatelyblind to thereality thathuman conditiorseverely limitour ability

to become bettdKellerman, 2004)

5.5.0 Community network roles

Communityas asettingwasan important determinant of hdattutcomes. A common definition
describesa communityas a groupof peoplewith diverse characteristics shariegmmon
perspectiveand living in a similar settingLeskovec, Lang, Dasgupta, & Mahoney, 2009)
Although this definitionbestdescribe the study area, thexperiences gathered frotheses

villages differedfrom oneanother The communitycreated a supportive environmergeded
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for participants to involve in participatory community woflkke communityencouragedthetter
health practicedpr exampleduringthe walk of shame, defecation mapping, shit calculations,
triggering and community meeting3articipants mentioned thtite setting encouraged social
interactions and responsibilithccordingto Chambers and Myer®016) understanishg and
identifying the social norm, cultures and deviardeeateawareness of taboobgliefs and
prohibitionsthat could baised tanform behaviours chang&® Chambers & Myers, 2016
relation to the prohibitions and beliefgth PDs and NPDs revealed that they practicpdn
defecationat one point although some people abandoned thelmiseuth Asia for example,
defecating in the bush was considered a social occegiere women fouthtime torest from
chores and responsibilities, relieve stress and have some time toattdmk India, open
defecation is health{Barnard et al., 2013; R Chambers & Myers, 20Fhdings further
revealed thatcommunityparticipation in the CLTs implementation phase motivated positive
outcomes. This can be related toa@nmunal rolen Aasgaorvillage in Indiawhere communal
health outcomes were improved duethe collective dedicatiorof CLTS beneficiariesn
eliminating open defecatio(Rasal & Kalshetti, 2011)it is believed that health promotion
practices that engagdl members in the community using practical strategies, achieve faster
behaviorchange(McDonald et al., 2010)Yet the CLTs implementer at the districkvealed
that, due tonadequate time and resourct®ere was nequal involvement and participatiof

all beneficiariesYet again, i is further believedhat project inhabitantgternalizeand adopt
good health and sanitatigamactices when giveanough timéNepal & Karki, 2006) because
time gives room foraddresig discouraging factorsuch as power relations, threats and
intimidations thus avakening peoples readiness to actively participate in project activities
(Cobbinah, 2011)

PDs identified informal network of womegi€BO9 as motivators to healtand sanitation
successPDs acknowledged that through BUSITA, the wonesarnt how to construct bath
shelters, chant pro sanitation songs and act sanitation dramas to educate the nfaimbers o
community. BUSITA womenmainstreamed health issues to educatel trigger health
practices.Similarly, femaleheadedhousehold, elderly persons, widows and persons with
disability heaped praises on theSBO who offeredrainwaterjars, toilet slabsmosquito nets
and mama-kits to expectant mothers to support goodltie The different roles played by the
informal women groups, youths and the CBOs in promoting better he&lth worth
mentioning. Thee success storieare similar to findings bya Water Aid and Vatsalya
communitybased menstrual hygiene and WASH progree in utter Pradesh, where boys and
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men supported efédive menstrual hygiene in Ind{&ahin, Mahon, Tipathy, & Singh, 2015)
Another study byNepal and Karki (2006 plsorevealed thathildren motivated their elde to
stop practicing open defecation by chanting-gaaitation slogans, blowing slogans and

publishing their names.

The extended families such ascles, aunts and granniastedas learning avenues for study
participants Behaviourdearnedincludedvarious health practice®\ccording toCoe, Keller,
and Walker (2015)he most appropriatend effectivdormat for teaching healtbehaviourss

either parentalbneon-one teahing or familyoriented(Coe et al., 2015)

Religion, spiituality, medicine, mental health, neonatal death for the infant, and healthcare
have been related in one way or another in all population groups sinceitiargegf recorded
history (Coe et al., 2015; Guilfoyle & St Pieri¢ansen, 2012; Koenig, 201 articipants
reported thateligion motivated them tdearntandrespectwhattheir leades saidregarding
health.PDs revealed that theytaired good health with encouragememtd lessonfom their
relatives A study byCoe etal. (2015)showedthat the churches promoted thealth of
individuals through teacling health behaviourdo people, a finding relatetb participant
responses from the studyDs acknowledged that through their churches, they had letirned
practice b#er sanitation from théwealth officials who uskthe church as a platform for
disseminating health messag&€3oe et al. (2015)pelieves that it is difficult to change
behaviourdearned in such a mannéithough the religione&ncouraged social tiesthelack of

such tiesamongst certain participants signifiathsence of healtithe PDs mentioned that
Christianconcepts ofove and giving whiclGuilfoyle and St Pierrélansen (2012)eferto as
agape and caritas, and zakat in Islam were related to countless benefits especiadigtiared

and health careAlthough authors such &loan, Bagiella, and Powell (1998jsregard the
association between religion, spirituality, and tireak weak and inconsistetitesame authors
somewhatagreeof presence o positive link Although participants commend the role of
religion in promoting good health, Islaraceived criticisnfor promotingbad healtlpractices
through encouraging and spearheading hand washing without soap, a risky practice that exposes

people to contamination by faecal matter.

5.6.0 Fear of cost and shame

The cost in terms of inconvenience and embarrassment of not having a latrine in thenear
household is high. Manyduseholdgut up latrines after spenditgrge amounts of money
treatig common preventable illness@&se health indictor cost was howevegher in noaPD
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householdsvho lacked facilitiespracticed indiscriminate open defecatiand exposeall

people to diseaseBDsmentioned that they lost themmdaome earning opportuniti@s the past

due to reoccurrences oflnesses andime spent on looking after siahildren and expectant
mothers As a result, their health expenditures kept rising and food shortages crept in due to
reduced agricultural production. Some Pientionedthat the high cost of fines one was
subjecedto pay on arrest for sanitation defaulting was disheartening and peangeasant
farmers, the bestay to avert such is bgrecting facilitiesA fine is an amount of money that

a judge, magistrate in court may order you to pay as a penalty for committing an offence.
Therefore, fear of costs motivated PDs to construdtitfas and practice better sanitation.
These PDgurtherexplained that tired of hidingheydecided to put upanitary facilities The
nonPDs disclosed thatluring the commurty entry phasethe leaders treated them like
criminals in their own homes.hey clained that they needeé&nough time to put up the
facilities. TheNon-PDs opted to hidéor fear.

In summary, the discussion adsults showdthat, both thepositiveandnonpositivedeviants
interacted, enjoyed and abused the various health promotion resoéttesigh these
resourcesvere readily accessible to all, both PDs and NPDs made use of them diffé?éntly.
helped in the identification of certain behaviours and practiastany thought was normal

yet important in instigating health.

5.7.0Discussion usinghe positive deviance approach

Figure 5.1PD steps followed during the study
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Step one
Identify "positive deviants®™, i.e., organizations that consistently demonstrate
exceptionally high performance in the area of interest (e.9., propear
medication use, timeliness of care);

Step two
Study the organizations in-depth using gualitative methods to generate
hwpotheses about practices that enable organizations to achieve top
performance

Step one.l denti fy fi posi t iowanizattbresvthat oohsisténcy demonstrate
exceptionally high performance in the area of interest (e.g., proper medication use, timelines of

care)

From the onset, using the positive deviance approach seemed difficult in a study area like
sanitation where the approactasinot been applied before, yet the need to find the PDs and
identify behaviours that made them succes@erggren & Wray, 2002)was the important

aim of this stdy. In all the three villages, thesearcheapplied the same selection criteria as
used in the PDI to identify potential study participants. With expert knowledge and guidance
from thegatekeepers, 4farticipants with dour-yearexperience with the CLTS programme
were purposively samplefdom villages Out of the 10 male participants, 4 were PDs @nd
were NonPD households, arttie 31 females12 were PDs and 1®ere Non-PD households.

The diverse repsentation of study participantsniquely enriched and shape the study
findings. With varying anitation results in spite having similar socioeconomic factors such as
household type, latrine and water sources, cultural heritage, poverty levels, illiteracy, local

leadership and access to health care, their thriving secrets needed to be learned.

Steptwo. Study organizations indepth using qualitative methods to generate hypotheses about

practices that allow organizationsto achieve top performance
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The researchesonducted aaudiotapedn-depth individual and keynformant interviews with
participants identified by the gatekeep@&articipantvaried by village but included household
heads; married or single, widowed or persons with disability, impoverished or economically
well-off and senior officers. We interviewed 4fhiouseholders to understand their perspective
and experiences with the CLTS and other health care opportuattiessible to thenAfter
formal ethical approval and appropriate participant congéet,researcher and &tant
conducted the interviews$ollowed bythe transcription and coding of audiotaped interviews
Although the researcher formally debriefgaime participantafter interview session®thers

were not due to time factor. All data, including the transdtiimterviews and observation field
notes wereanalyzedusing the Atride sterling shematic network links of qualitative data
analysis(Attride-Stirling, 2001) The mded data wererganized into themewith recurrent
themes merged togethérhe unifying themes became the global themes. We identified that
infor mal gr oups, /birth atehdant@ana feay motigated RDs ® lpractice e s
good health. The presenceasimmon resourcesuich as Bulo health center, VHTs and village

drug poants, motivated health practices differently amdimg PDs and neRDs
Self-efficacy and sanitation experiences

From the findingsthe role of leadership is emphasized. For example, \Mailgango and Bule
villages tappd from the VHT supportyipanga reked more on thie Natural leaders. PDs in
Mpanga explainedhat thetwo sel-motivatednatural leadersvho roseup duringthe CLTS
implementation phase, committed themseltesbridge the sanitation gap widened by
incompetent VHTSs. Findings indicate thahalugh these natural leaders did not possess formal
health trainings, theyainedtrust and connected with communities to initiate change in
household sanitation. A close relationsiigh community members they saysignificant for
programme success@éegeles, Strauss, Scotti, Blanchard, & Trotter 1l, 208&rondlythere

are certain beliefs that determinéhow people feel, thinkmotivate themselves and behave
(Bandura, 2006)Such beliefs shaped the experiences of women in Bwards good health
practices.For example, alectedfemaleheadedhouseholds active participatedin BUSITA
group where, through folk songs and playsey mainstreamed HIV/AIDS and Sanitation in
nearby villages. Finding&irther reveal that, the Ne®Ds some of which were very active
membersn the group failed to tidy up their homes, festancepne was heardaying,fi | am
al ways busy practicing songs and aWhensoch so
coninual excuses became habituanPDs failed to put up facilities thus exposing the whole

community to sanitary diseases. In summary, findoaya revealed how sedffficacy inspired
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women to keep pushing, thus encouraging the development of their skills and shaping sanitary

performances.

Furthermore, TBAs, extended families, elders and Traditional medicine men administered
culturally acceptedemedies. Participants used these herbs for general health promotion and
treatmemh of common ailments. In Mpanga for examelt and charcoal replaced toothjeas

and papaya leaves and aslipplementedhe use ofsoap while some wild leaves treated
diarrhoea. According to findings, TBAs educated women on various reproductive health
practices such as making sanitary pads from old pieces of clothes, caring for babies, using local
herbs for homdbirths, and most importantly, referring expectant motbehé district referral
hospital. Findings show that, those who &#ed more from such programsgere young
mothers who had no direct involvement with health care Bitthre was report afemendous
improvemend in the hygiene statuses of PD househaidslpanga and Bule villagadue to
continued interaction with treociocultural resourceslentified aboveln summary, it appears

the respectable and culturally appropriate childbirths and care practices, sanitary norms from
the extended families, andatfitional medicine men could have resulted in lemgn
improvements in the health practicesefectedarticipants from the three villages.

5.8.0Study Limitations

In this study, the researcher relied mainly anilecting primary datawhich are subjecto

limitations from study participants. Such limitations ranged from interruptions, deviations from
original questions asked, and the inability by some participants to share information with the
research team. I n t his meguithrcammunityhwerk helpesimar c¢c h e
probing participants to share their experiences. Although the study attracted diverse
participants, many of them were however first time respondents who did not know how to
answer questions or freely express themselvess it the researcher with more work
especially,to repeat, rephrase and probe further, thus spending so much time on each

participant.

As a researcher known in Butambala foy work with sanitation and hygiene campaigns
especiallythe CLTS,the researchhemay have influenced the responses of some participants
who personally knew her. For examplestancesvhen study participants came with various
complaints regarding poor water sources, inadequate drugs at the health center, and other health
challengesAs anticipated, the researcher could not maintain teairality on such issues so

the researchenstead referred them to the health assistant at theautty.
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From the ethicatlearancerocess, the researcher learnt tretearch progress does not always

go as planned. For instance, before the commencement of the studysethiehrer hadot

foreseen thaacquiringethical clearaneein study locations take lon@his is what happened

in Uganda and iteduced the data lbection period When the clearance was finally out, a lot

of time had been lost $be researchdradno choice but to interview some participants at night

to meet the target of 43 participants. Owing to the limited time, the researcher was unable to
carty out observations in all the three villages visited. For example, the researcher failed to
observe the households that were sparsely located and those whose owners preferred their farms
more The researcher also failed to observe tmater sourcein Mparga due to the long

distanceand the heavy rain on the day of the planned visit.

There were incidences where the men refused to answer questions claiming they had no time
and where they took part, they kept pushing the questions to the wbheeresearchelid not
ask such men to stay since some were extremely rude. This affected the data quality because

the researcher believes that capturing their views could richly inform the study.

The uniqueness of this study saw to an increase of the number of attidpants from 2 to

43. Initially, the proposeglan was to interview 22 participants, but when the researcher made
contact with the Butambala district, the numiventto 43 for bigger representation. According

to the district, the study was the firdtits kind to evaluate a sanitation intervention especially
CLTS. The district argued that increasing the number woiwkl programme beneficiaridise
opportunity to share their variedperiences. Honestly, this was a very big number and difficult
to cover within the shortest period direemonths but with the cooperation from the research
assistant, study participants and the gatekeepers, all 43 participants were interviewed.

5.9.0Conclusion

In the deprived villages studied, PD was effective in identifying particular instances of good
household sanitation practices amongst the households that struggled less successfully to
achieve good sanitation. Households that practiced better sanitatidmmasnly traditional
sanitary/health practices accessible from within. The PDs exhibited behaviors such as visiting
birth attendants and traditionalistds shrine
and malaria. PDs also listened and leamgdous indigenous health ideas from their elders

and extended families members. There is vivid evidence pointing to the PDs use of locally

available resources present in all rural African communities. Interestingly, the behaviours
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exhibited by the PDs arlearnable; therefore, health practitioners when designing future

intervention to improve sanitation in similar villages can target them.

The CLTS program holds much promise for improving household sanitary practices. From the
study, participants revealggeat testimonies concerning the programme. CLTS is viewed both
as an empowering and cheap intervention that many can afford to sustain. Although some
participants feel that, the approach uses coercive messages that create fear. The researcher also
beliewes that the implementation methods used in CLTS are unethical, and need revisiting. For
example the walk of shame/ shit mapping around the village by beneficiaries is mandatory not
consensual. The researcher strongly believes that the CLTS is effecthgraving sanitation

yet the researcher thinks that an intervention like CLTS should not only empower and promote
the wellbeing of beneficiaries but also prevent harm. Apparently, CLTS beneficiaries are
criminals for failing to own toilets and other samit facilities. How then can beneficiaries fully
accept and sustain the programme after the technical assistance fulleestudy findings
further indicate that a wetlesigned traditional sanitation programme could play a big part in

promoting good hath outcomes among villages

Despite the various motivating CLTS testimonies across Uganda, this study further shows that
non-governmental organizations are the main implementers of the CLTS in selected parts of
the country. 1ts applicat i onueiopoortdocarertaid e t o
the stories are poorly disseminated. Based on the results of this study, the researcher believes
that there is sufficient evidence to conclude that using PD enhanced the discovery of incredibly

unique household sanitary practices.

When applying PD to unearth the indivillusehold sanitary practices, qualitatimethods

such as irdepth audiotapednterviews and observationsere applied to identify positive
deviants, discover their unique behaviors, and comffam to practicedy nonpositive
deviants. There is noteworthy evidence based data pointing to the effectiveness of PD in areas
such as child malnutrition and other behavior change, such as reproduetita and
pregnancy outcomeglthough more research is needeefore PD can be considered and
disseminated as a standard approach, its effective application in these areas are a clear
indication that PD can efficiently be adopted and promoted to shape sanitation practices in
developing countries. This study is thus thistfto demonstrate the value of the PD method in
community sanitation research in the Global Sourthaddition more research is needed to
promote the application of the approach in sanitation and health fields in the south. In summary,
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PD is an innovatig approach that is naturally appealing and inspiring. Its effectiveness is not
only evident in projects such as child malnutrition, but also in its potential to contribute to

several areas of individual behavior change in low, middle and high incomeiesuntr
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Butambala(Uganda) using Positive Deviance method.

Behandlingsansvarlig  Universitetet i Bergen, ved institusjonens gverste leder
Daglig ansvarlig Maurice Mittelmark
Student Jannette Abalo

Etter gjennomgang av opplysninger gitt i meldeskjemaet og evrig dokumentasjon, finner vi at
prosjektet ikke medferer meldeplikt eller konsesjonsplikt etter personopplysningslovens §§ 31 og 33.

Dersom prosjektopplegget endres i forhold til de opplysninger som ligger til grunn for var vurdering,
skal prosjektet meldes pa nytt. Endringsmeldinger gis via et eget skjema,
http:/Awww.nsd.uib.no/personvern/meldeplikt/skjema.html.

Vedlagt felger var begrunnelse for hvorfor prosjektet ikke er meldepliktig.

Vennlig hilsen

Katrine Utaaker Segadal
Marianne Hogetveit Myhren

Kontaktperson: Marianne Hagetveit Myhren tif: 55 58 25 29
Vedlegg: Prosjektvurdering
Kopi: Jannette Abalo lulujanette84@gmail.com

Dokumentet er elektronisk produsert og godkjent ved NSDs rutiner for elektronisk godkjenning.

Avdelingskontorer / Distnct Offices.
0SLO: NSD. Universitetet i Oslo, Postboks 1055 Blindern, 0316 Oslo. Tel: +47-22 85 52 11. nsd@uio no
TRONDHEIM: NSD. Norges teknisk-naturvitenskapelige unwersitet, 7491 Trondheim, Tel: +47-73 59 19 07. kyrie svarva@svLnlnuno
TROMS@: NSD. SVF, Universitetet i Tromse, 9037 Tromsa. Tel: +47-77 64 43 36. nsdmaa@sv.uit no



Personvernombudet for forskning (ﬂ)

Prosjektvurdering - Kommentar

Prosjektnr: 43406

Based on the information we have received about the project, the Data Protection Official cannot see that the
project will entail a processing of personal data by electronic means, or an establishment of a manual personal
data filing system containing sensitive data. The project will therefore not be subject to notification according to
the Personal Data Act.

The Data Protection Official presupposes that all information processed using electronic equipment in the
project is anonymous.

Anonymous information is defined as information that cannot identify individuals in the data set in any of the
following ways:

- directly, through uniquely identifiable characteristic (such as name, social security number, email address,
ete.)

- indirectly, through a combination of background variables (such as residence/institution, gender, age, etc.)

- through a list of names referring to an encryption formula or code, or

- through recognizable faces on photographs or video recordings.

Furthermore, the Data Protection Official presupposes that names/consent forms are not linked to sensitive
personal data.
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