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ABSTRACT

This study analyzed environmental health, particularly sanitation discourses with a
critical discourse analysis approach to see how community participation is promoted.
Since the adoption of the Alma-Ata Declaration in 1978, community participation has
been promoted as a global discourse of health promotion. This is based on the belief that
health is a matter of life and death and it has to be owned by the people. Drawing on
Norman Fairclough’s (2003) approach to discourse analysis, global views on
environmental health and approaches to the promotion of community participation,
power relations in environmental sanitation discourses have been focused for

investigation in this study.

The study employed mixed methods design although the emphasis is on the qualitative
data. The required qualitative data were taken from 5 key policy and strategy documents,
13 environmental health communication resources, 4 scripts of environmental sanitation
education lesson observations, 13 scripts of individual in-depth interviews and 4 scripts
of focus group discussions. Survey data from 250 respondents were also used to
complement the qualitative data. All in all, the study involved 281 participants including
seven key informants, six individual in-depth interviewees, 18 FGDs discussants and 250
survey respondents. Participants were selected using multi forms of strategies. The data

analysis utilized mainly latent level content and critical discourse analyses.

The findings revealed that though community participation has consistently been
promoted as a nodal policy discourse of environmental health in general, and
environmental sanitation in particular, communities were not participating in the
planning, implementation, monitoring and evaluation of policies, programs and
interventions as intended. The analysis also showed that in the environmental health
education materials, as well as during the actual communication practices, the promotion
of community participation has been left aside. The environmental sanitation packages

and the awareness raising lessons were found dominated by bio-medical information;



whereas, community participation is a social practice which requires behavioral change.
Moreover, though the policy discourses acknowledged the role of communities’
indigenous knowledge to maintain sustainable environmental sanitation, the waste
management and disposal oriented environmental sanitation discourses demonstrated the
usual top-down flow of information. It also emerged from the analysis that the unspoken
exclusion of communities from the process of designing, implementing, monitoring and
evaluating their respective environmental health activities as promised in the policy and
program documents resulted in silence and resistance. This is to say that communities
were not empowered to develop attitudes of responsibility and participation essential to
own the environmental sanitation interventions. They rather considered participation as
political affiliation and developed sense of mistrust. The communities took the health
extension workers as political agents of the government and resisted to take part even at
grass-root level activities. In Ethiopia, low community participation is a contributing
factor to poor environmental sanitation observed in the capital.

Finally, it is recommended that the Ethiopian government needs to use participatory
communication where communities participate in agenda setting, operational strategies
and accountability of results. The present health communication strategy is top down and
does not impact change of behavioral practices towards environmental sanitation. It is
also suggested that more research needs to be done on community health communication
discourses to get better insight into community assumptions and beliefs of health in
general and environmental sanitation in particular. There should be more studies on
communication strategies and ways of operationalization of health communication
activities and community actual responses to such communications. The author strongly
believes that unless we bring transformation on community perceptions and beliefs on
development, where health is an important component, we cannot ensure sustainable

growth and better life style.
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DEFINITIONS OF KEY WORDS AND CONCEPTS

The following terms and concepts may be defined in a number of ways by different
scholars. In this particular study, however, | believe the operational definitions given
below are consistent with the theoretical and methodological framework on which this
study draws upon. The terms and concepts have been employed as the scholars define

them.

Community Participation: the process of involving and engaging community members
actively in cleaning and protecting their environment from in discriminatory

human and household waste disposal activities (Meisner, 2009)

Critical Discourse Analysis (CDA) is a research approach which aims at systematically
exploring often opaque relationships between discourse practices, texts, and
events and wider social and cultural structures, relations and processes. It
strives to explore how these non- transparent relationships are factors in

securing power. It draws attention to power unbalance (Fairclough, 1995).

Discourse Analysis (DA): is a term for a broad area of language study, containing a
diversity of approaches with different epistemological roots, and very
different methodologies, but in general, it can be defined as a set of methods
and theories for investigating language in use and language in social

contexts (Wetherell, et al 2001)

XV



Discourse refers to expressing oneself using words. It can be used for an assertion of
power and knowledge. It can be used for resistance and critique. (McGregor,

S.L.T. 2003)

Environmental health communication: It is the use of communication strategies to
increase people’s knowledge and awareness of environmental issues,
problems or even solutions. It can influence perceptions, beliefs, and

attitudes that may change negative behaviors (Mark and William, 2007).

Environmental sanitation is a system that protects human health especially from

insanitary waste disposal (MOH, 2004).
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CHAPTER I
GENERAL INTRODUCTION

1.0. Study Background

Community participation has long been associated with better health outcomes. Since the
1978 Alma-Ata Declaration, it has become a global discourse. The Alma-Ata Declaration
underscores that people have to participate in health activities if better health is to be
achieved and sustained (WHO, 1978). The advocacy for community participation in
health since then has been intensified. Health promotion and communication have
become important for improving public health outcomes (HEC, 2004). The Alma-Ata
notion and principles of community participation were refined and extended during the
subsequent international conferences on health promotion which were co-sponsored by
WHO. The conferences endorsed the Ottawa Charter for Health Promotion (1986), the
Adelaide Recommendations on Healthy Public Policy (1988), the Sundsvall Statement on
Supportive Environments for Health (1991), Jakarta Declaration on Leading Health
Promotion into the 21% Century (1997), the Mexico Ministerial Statement for the
Promotion of Health (2000) and the Bangkok Charter for Health Promotion in a
Globalized World (2005). In all these international instruments, the notion of community
participation was emphasized in setting priorities, making decisions, planning strategies

and implementing health improving interventions.

As a result, a number of international organizations have included community

participation into their development works. For example, in 1979, WHO recognized

1



community participation and began to promote it in its health care and development
activities. Similarly, in 1990, UNICEF undertook a formal examination of the usefulness
of community participation in its work. Again, in 1993, the UN Organization for
Economic Cooperation and Development did a detailed review of how community
participation could improve the effectiveness of its work and considered it as a critical
component of its programs. The World Bank in its part issued a major statement on the
importance of community participation in health improving activities and took a decision
to build participatory approach into its loan operation in 1994 (Kahssay and Oakley,

1999).

Ethiopia, as a member state of the UN, has endorsed many of these international
conventions. Relevant to the present study, Ethiopia has ratified the principles of
community participation in its health and other related policies and program documents.
For example, it has been promoting the discourse- community participation- in its Health
Policy formulated by the then Transitional Government of Ethiopia in 1993. Community
participation is also promoted in the Environmental Policy of Ethiopia (FDGE, 1997),
and the National Hygiene and Sanitation Strategy (MoH, 2005a) as one major strategic
means to maintain sustainable environmental health, as well as an end to environmental
health promotion interventions. The Environmental Policy of Ethiopia articulates
“ensuring the empowerment and participation of the people and their organizations at all
levels in environmental management activities” as one of its specific objectives (FDGE,

1997:4). In addition, in the Solid and Liquid Waste Management health extension



package (MoH, 2004a), enhancing community participation is listed among the main

implementation strategies.

To facilitate the implementation of these policies and programs, and thereby to enhance
community participation, the Ethiopian Government has given high prominence to health
communication. It has considered Information, Education and Communication/Behavior
Change Communication (IEC/BCC) as a major way forward to empower citizens with
the right knowledge, information and skills of participation so that they can actively get
involved in environmental health activities. As one of its general strategies, the Health
Policy stresses that “health education shall be strengthened through the mass media,
community leaders, religious and cultural leaders, professional associations, schools and
other social organizations for inculcating attitudes of responsibility and participation in
the community health development” (TGE, 1993:29-30). The Health Extension Program
that the Ethiopian Government has been implementing since 2004 also aims mainly at
ensuring community participation by increasing health awareness, knowledge, and skills

among community members (HEEC, 2007).

In support to this endeavor, a National Health Communication Strategy and Health
Education and Communication Manual for Health Extension Package was developed in
2004 by the Federal Ministry of Health. Communication offices have been opened at

different levels (e.g. kebele', woreda?, sub-city levels); a large number of urban health

! Kebele is the smallest administrative unit. Currently, it has been replaced by woreda.

2 Woreda is a higher administrative unit than kebele.



extension professionals took training and have been deployed to all kebeles and woredas
in urban areas of Ethiopia to implement the health improving interventions (AACA
Communication Affairs Bureau, 2010; HEEC, 2007). Moreover, the Ethiopian
Government, in collaboration with its development partners (for example, UN-
HABITAT, SOS Ethiopia, and Enda Ethiopia) has launched environmental health
promotion interventions. These interventions include radio and television programs, mass
media environmental health messages, interpersonal communication through health
extension professionals and community health agents, environmental sanitation
campaigns. They aim mainly at developing the public’s positive environmental health
behaviors so that people can be empowered to participate in efforts to address
environmental health problems. As a whole, efforts have been made to inculcate
knowledge, skills and attitudes that enhance community participation in environmental
health. The efforts aim at bringing about positive behavior and practices among the urban
dwellers so as to make them actively take part in improving and maintaining a sustainable

and healthy environment.

However, despite the initiatives taken, “environmental health problems and their
contribution to the occurrence of 60-80 percent of communicable diseases are still
rampant in the country” (MoH, 2005b:1). The national environmental health coverage
remains very low, and diseases caused by poor environmental health such as acute watery

diarrhea affect many people and remain fatal (MoH, 2005b).

The environmental health problems appear more serious in the urban areas of Ethiopia,

particularly in the capital, Addis Ababa. Almost all public spaces like roadsides and open

4



spaces attest eye-catching piles of garbage and rubbish, littering the spaces in the city
indiscriminately. It has been frequently reported that this problem has been aggravated by
lack of participation, apathetic attitude and ill-behavioral practices of the community
(Solomon, 2006; Tadesse, 2004; Zerayakob, 2002). Serious problems are being reflected
in the form of low level of utilization of even the available facilities such as public toilets,
waste containers, waste bins, septic tanks, etc. (MoH, 2005b). Instead of keeping their
environment clean and making it suitable for health, many people are seen contributing to
the environmental health problems of the city. Poor waste disposal and management
(throwing rubbish onto roads although waste bins, and waste containers are available)
defecating in open spaces, even in parks while mobile toilets are available around is

common.

This study attempts to explore the underpinning reasons why health communication
activities have not yielded positive impacts and why community participation reins low
and why community behavioral practice remains a problem in improving environmental

health and sanitation.

1. 1. Problem Statement and Its Justification

As stated earlier, Ethiopia has endorsed a number of international conventions and
accordingly ratified the principles of community participation into its environmental
health policy and programs. It has also launched various environmental health
communication interventions for the realization of community participation in order to

bring about a change in the sanitary behavioral practices of its people (MoH, 2004a).



Parallel with the environmental health communication efforts, attempts have been made
to make sanitary facilities such as waste bins, public toilets and septic tanks available in
urban areas of Ethiopia, particularly in Addis Ababa. A significant number of street
sweepers and waste collectors have been providing sanitation services. For example,
street sweepers are cleaning the streets of Addis Ababa regularly. Similarly, waste

collectors are collecting dry solid waste from each residence on at least weekly basis.

Nevertheless, it appears challenging for the country to address urban environmental
health problems, especially in Addis Ababa. It is still very common to see huge piles of
garbage lying on the roadsides, streets, around bus stations, schools, hospitals, market
places and on open spaces. The growing problem of improper disposal and management
of human and household waste is still causing adverse effects on the health of the
residents (MoH, 2005a). Besides, environmental health problems have been challenging
the safety of Addis Ababa from time to time (Tadesse, 2004). All these indicate that the

participation of the community members to keep their environment is low.

There could be a number of assumptions that can be forwarded with regard to the lack of

community participation in environmental health and sanitation:

e The communication activities that are done routinely may not have succeeded in
passing the messages of environmental health and sanitation. They may be top
down prepared messages without considering the community assumptions and

notions of clean environment and its impact on community health. The



interventions may not help communities to develop their knowledge and acquire
skills and attitudes through a dialectical process of learning.

e The language used in the communication activities is may be a hindrance to the
promotion of community participation although health promoters may not be
aware of.

e The community’s notion of participation may not match with that of the health
promoters. There could be socio cultural processes, for example, bringing

change of behavior, that are essential to ensure community participation.

The study explores these asumptions and also looks for other emerging themes affecting

environmental health and sanitation.

1.2. Study Objectives

The general objective of this study is to make a critical analysis of the discourses used in
environmental health communication activities and explore the communication gaps that
hamper from bringing about effective community participation in environmental health
activities to ensure and sustain clean environment and better environmental health

outcomes.

The specific objectives are:
e examine the nature of the discourses of community participation and the
communicative strategies used in key documents: program implementation
documents, and the health promotion and education delivered by health

extension professionals;



describe how the key stakeholders namely policy makers, health practitioners,
and the target community position themselves in the environmental health
communicative events;

investigate the power relations among these stakeholders- a key indicator of
participation;

describe the operatinalization of public health discourses—how health

communication is enacted at the community level.

1.3. Research Questions

The main research question is: How are environmental health communication discourses

made and operationalized? The specific research questions are:

1. How is the discourse of community participation structured and articulated in

2.

the key policy documents (e.g. Health Policy, and Environmental Policy), and
implementation  strategy documents (e.g. Health Education and
Communication Manual, National Health Communication Strategy, National
Sanitation Strategy for Ethiopia), health education materials (e.g. City Solid
and Liquid Waste Management and Disposal Package, Health Service
Extension Implementation Guideline, City Health Extension Program
Implementation Manual), and selected public message disourses?

What are the strategies used in the operationaliztion of community
participation discourses in environmental health?

8



3. How are the environmental health communication discourses enacted at the
community level?

4. What are the roles of health programmers, health extension professionals and
the community in the creation of knowledge and skills necessary to ensure and
sustain environmental health? How are environmental health messages

constructed at community level?

1.4. Rationale for the Study

Studies conducted on domestic waste disposal and management in Ethiopia, especially in
Addis Ababa, have reported serious problem of environmental health and sanitation. For
example, Enda Ethiopia (1999), in its study entitled The Cycle of Waste in Addis Ababa,
has reported that the city has faced serious environmental health problems caused by the
indiscriminatory disposal of wastes. Zerayakob (2002), who studied the analysis and
development of solid waste management system of Addis Ababa, said that the lack of
community knowledge and participation in controlling insanitary practices of waste
disposal, particularly human and household waste has led to the epidemic plague.
Taddesse, (2004) has also studied the dry waste management in Addis Ababa, and has
found out that inadequate dry waste management has resulted in the accumulation of
waste on open lands, in drains and in the living areas of many people. He added that the
indiscriminately scattered waste has caused a nuisance and foul-smelling pools and
environmental pollution through leaches from piles and burning of waste, clogging of
drains and the possible spread of communicable diseases. Abera and Ahmed (2005) on

their part have assessed the environmental health status in Ethiopia with particular
9



emphasis to its organization, drinking water and sanitation. They have reported that
communicable diseases attributable to poor environmental health are still the major
health threats in Ethiopia. Solomon (2006) has studied waste management in Addis
Ababa, particularly household waste management in Arada Sub-city and found out that
the area is severely polluted by domestic waste that exposes the residents to various
respiratory illnesses. In his assessment of Policy and Legislative Measures for
Environmental Management, Tekle, (2008) has underscored that the uncollected garbage
has become a major cause of the ever increasing environmental health related problems

and diseases in Addis Ababa.

All these studies mainly focus on the causes and impacts of poor environmental health.
They are geared towards quantifying the waste generation and emphasize the waste
disposal and management problems. As a result, many of these researchers came up with
figures, which show the daily, weekly, or even yearly waste generation units. They have
found out that the improper disposal and management of human and household waste and
the apathetic attitude of the community has caused a threat to the public health and the
environment. Furthermore, they reported that lack of community participation is a major

contributing factor to environmental health problems (Solomon, 2006; Tekle, 2008)).

Whereas, none of these studies has gone beyond reporting the low participation of the
community in environmental health and explored the underlying reasons for the apathetic
attitudes toward environmental health and their low participation. Besides,
methodologically they have not tried to look why the community is not assuming

responsibility for its public health. They have not examined why the community is

10



behaving in the manner that exacerbates environmental health threat. This study attempts
to address this gap by examining the environmental health discourses used and the way
they are operationalized. It hopes that by doing so it can give some insights for enhancing

community participation and good practice in environmental health and sanitation.
1.5. Scope of the Study

Community participation could be broadly seen in relation to various aspects of
environmental health communication interventions. This may include safe human solid
waste disposal, solid waste management, medical waste management, household waste
disposal, control of community water supplies, wastewater disposal, site drainage,
personal hygiene facilities, refuse disposal, vector and pest control, housing conditions,
food supplies and handling, atmospheric conditions, and the safety of the working
environment (WHO, 2009). Since it is not possible to deal with all these discourses of
environmental health in a single study, delimiting its scope has become necessary.
Therefore, the scope of the current study is confined to the participation of the
community as related to human and household waste disposal practices, more
specifically, solid and liquid waste disposal. The study is also delimited to Addis Ababa.
The reason is that Addis Ababa is very such affected by the problem and focusing on

Addis Ababa by itself is a huge task.
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1.6. Contributions of the Study

The Study is hoped to generate on how environmental health communication discourses
and messages  could be constructed for enhancing community participation and
promoting behavioral practices for ensuring clean environment and sustainable

environmental health and sanitation.

The methodology used to answer the key questions on community participation is
innovative in that it is able to describe how communication is operationalized and how
the operationalization of communication discourses impacts the behavior of the major

stakeholders, the community.

The study is hoped to have a positive impact in the construction and operationalization of
community health discourses and messages. In this sense it is expected to contribute to

knowledge.

1.7. Limitations of the Study

As indicated in the background section of the study, NGOs are government partners who
are working in environmental sanitation. However, this study is limited to the analysis of
the policy and program documents and communication strategies utilized from the
government side. The promotion materials and strategies used by NGOs have not been
seen. The study is also limited to the analysis of public messages which were
communicated through print materials such as brochures, pamphlets, and leaflets.

Environmental sanitation messages that were aired on radio and television programs were
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not considered. Finally, it was not possible for me to utilize software for doing
qualititative data management. This was because | was not able to access those
individuals who were professionals in the area. However, | was very careful when

working on data management manually.
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CHAPTER Il
REVIEW OF RELATED LITERATURE

2.0. Introduction

This chapter has two major sections. Section one provides the study context while the
second section reviews the key concepts and social theories. The study context focuses on
the brief discussion of urban environmental health situations in Ethiopia in general and
environmental health practices in Addis Ababa in particular. It aims at throwing light on
the magnitude of the problem. In the key concepts and social theories’ section, the
concepts of community participation, community empowerment, health communication
as an essential component of environmental sanitation, among other things, have been

reviewed.

2.1. Study Context

2.1.1. Urbanization in Ethiopia

The history of urbanization in Ethiopia dates back to the period of Axum civilization, i.e.
around 1 A.D. Axum was the first ancient city, which flourished in the first to the
seventh century A.D. However, when its civilization and influence declined, the town of
Lalibela (built in the 13" century), Gonder (in the 16™ century), and Harar (in the 11"
century) were founded in different parts of the country. These towns are still serving as
administration, economic, and cultural centers (Paulos, 1991 as cited in Regasa, et al
2011). Most of the important urban centers of Ethiopia were founded during the latter
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part of the nineteenth century and the early part of the twentieth century. These modern
centers include, Addis Ababa, which was founded by Emperor Menilik in 1888, Dessie
founded in the second half of the nineteenth century, Mekele in 1871-89, Dire Dawa in
1904; and Nazareth (currently called Adama), Debrezeit (currently called Bishoftu), and

Akaki in the first half of the twentieth century (UN- Habitat, 2007).

Today, the country has roughly 925 urban settlements, with 105 of them, having
population over 20, 000 people, 2/3 have population not exceeding 5000 (UN-Habitat,
2007) spreading across the 9 regional states and 2 chartered cities (Addis Ababa and Dire
Dawa). Majority of what fits into the definition of urban settlements (i.e. above 5000
habitats, CSA, 2008) are, therefore, small and medium sized localities with limited social
and economic activities. The distribution, the size and spacing vary significantly. The
Regional states of Afar, Gambella, Benishangul Gumuz and Somali have the lowest
number of urban centers. Oromia, Amhara, SNNPR and Tigray have the highest
concentration, comprising % of the entire population (Ministry of Works and Urban

Development, 2008).

Currently, all of the cities with at least 50,000 people are geographically located in the
four major regions (Oromia, Amhara, SNNPR, and Tigray). Since the 1994 census, new
cities have been emerging and economically viable cities have experienced large growth
in population count and density. The growth in the number of cities with at least 50,000
people mainly occurred in the four major regions (i.e. Oromia, Amhara, SNNPR, and
Tigray). Thus, increased urbanization rates are primarily confined to these regions. The

city administrative areas of Addis Ababa and Dire Dawa have been experiencing the
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greatest urbanization growth over the 1994 to 2007 census period (Schmidt and

Melkamu, 2009).

Parallel with this, the number of people living in urban areas of Ethiopia has been
growing from time to time. For example, in the early 1940s, less than 3.5 per cent of the
total population lived in urban areas. By 1960, the number increased to 8.5 per cent. In
1984, it increased to 11.4 per cent and 15 per cent in 2000 (Girma, 2004). In 2007, the
urban population increased by16 per cent (CSA, 2008; WHO, 2002; PRB, 2009), which
makes the total population growth in urban areas of Ethiopia 16 per cent (Ministry of

Works and Urban Development, 2007).

According to CIA World Fact book (2012), the urban population of Ethiopia is 17 per
cent of the total population in 2010, and the annual rate of urbanization is 3.8 per cent
(2010-2015 estimation). In comparison to other African countries, Ethiopia has a low
urbanization rate. For example, according to the 2009 World Bank Development Report,
Sub-Sahara Africa is 30 per cent urbanized, whereas Ethiopia is only 10.9 per cent

urbanized (World Bank, 2009).

2.1.2. Urban Environmental Health Situations in Ethiopia

Although urbanization can play an important role on the development of a country by
bringing changes in attitudes and practices for improved livelihood, it can also turn cities
into places of misery by damaging the quality of environment. It can cause high
population pressure, along with poor environmental health, which can be a threat to the

health of dwellers in cities (Solomon, 2006). Rapidly growing urbanization has led to an
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increase in the quantity and complexity of generated waste, representing a phenomenal
challenge (UNDP, 2004). This is also true in the urban areas of Ethiopia, where an ever-
increasing volume of solid waste has been generated from time to time (Regassa, et al.,
2011). As wastes in urban centers of Ethiopia are indiscriminately thrown away at
typically empty lots scattered throughout the cities and towns, their impacts on health has

become a critical issue in the country’s urban areas (Mohammed and Elsa, 2003).

Rapid increase of urbanization has caused several problems out of which poor
environmental health is a major one (Ministry of Works and Urban Development, 2007).
Urban waste generation and disposal due to the fast growing of populations has posed
several serious health challenges that are undermining living conditions. For example,
disposal of wastes around nearby rivers and open spaces, littered and polluted waterways
which are prevalent in most urban centers of Ethiopia have become the causes for poor
environmental health (Roe, 2008). Some recent studies indicate that the wastes generated
mainly are composed of domestic waste, which is organic waste which has caused

massive impact on the quality of life of the Ethiopian population (AAEPA, 2006).

Like in many other developing countries, the majority of inhabitants in most urban areas
of Ethiopia often use unsafe solid waste disposal practices. For example, the descriptive
results of the study conducted by Degnet (2008) in Jimma town revealed that open
dumping, burning, burying and composting are the four most common household waste
disposal practices that have endangered the health of the people. The study conducted on
Bonga town by Temesgen and Legesse (2005) also shows the presence of health problem

as a result of the wide spread of poor waste disposal.
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The situation in Addis Ababa is even worse. Unregulated damping of wastes originating
from households has created persistent threat to the health of the residents (Tekle, 2008).
Liquid waste disposal is also an unresolved and mounting health problem in the city
(MoH, 2005a). In sum, poor environmental quality of urban areas can deprive dwellers of
a good quality life as it affects their health and consequently, adversely affects the

productivity and economic development.

2.1.3. Environmental Health Practices in Addis Ababa

The environmental health practices in Addis Ababa are grossly deficient as in most cities
in Sub- Saharan African (Hutton, et al, 2007). Large amount of human wastes are
discharged to the environment without adequate treatment. This is likely to have major
impacts on infectious disease burden and quality of life. Most households (about 75%)
have pit latrines discharging to open drains. About 15% have flush toilets and septic
tanks. Likewise, they often discharge to open drains. A significant majority resort to open
defecation. Even if public toilets have been recently introduced, people don’t use them

(Hutton, et al, 2007).

Among the daily waste generated in Addis Ababa, 25-30% is illegally disposed on
roadsides, bridges, near residential areas. Regarding liquid waste, more than 25% of the
dwellers do not use latrines, which are even available to them. As a result, they have been
suffering from different communicable diseases. The case in point is the outbreak of
Acute Diarrheal Watery Disease in Addis Ababa in 2009, which was caused due to

mainly lack of sanitation (AACA, 2010). Large amounts of faecal waste are discharged
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to the environment without adequate treatment. This is likely to have major impacts on
infectious disease burden and quality of life (Hutton, et al. 2007). Rivers in Addis Ababa
are widely used as disposal sites. Although the Hygiene and Environmental Sanitation
Regulation issued by the Addis Ababa City Administration (Pro. No. 1, 1994) prohibits
people from disposing waste along roadsides, avenues, rivers, ponds, and other sites, the

Regulation is continuously violated by the people.

A considerable amount of human and household wastes end up in open dumps or
drainage system, threatening both surface water and ground water quality and causing
flooding, which provides a breeding ground for diseases — carrying pests (Tadesse, 2004).
Human excreta are the major area of concern ever from the household wastes as the
majority of the dwellers in Addis Ababa do not use even the available latrines. They
experience open defecation. Hence, human waste takes proportionate share of the solid
waste in the city. Moreover, latrines usually overflow and pollute most of the older and
overcrowded inner city as for example, Arada. Ash and smoke are other major

components of waste originating from households in Addis Ababa (Yirgalem, 2005).

The other household waste worth considering is chat® which is being increasingly used
by some dwellers of the City. It is consumed as a means of recreation by many people
and also serves as a stimulant. However, the increasing number of people using chat, its
disposal in the ditches, open space and drainage systems liter the urban area and block the

drainage systems to the determent of the environment and the health of the people.

® Chat is a green plant that is chewed by some people as a stimulant or pass time.
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Besides, some dwellers do not properly use waste containers that have been made
available at different places in the City. For example, they throw their household wastes
around containers instead of throwing them into containers properly. What is more, the
Addis Ababa dwellers are using the streets of the City as toilets, and as garbage disposal
cans. Therefore, Addis Ababa cannot keep its streets tidy, clean and safe from

environmental health related problems (Fitsum, 2007:1).

2.1.4. Initiatives Taken
2.1.4.1. Policy Measures

The Federal Government of Ethiopia has taken a number of initiatives. For example, the
Health Policy was formulated in 1993. In this Policy, the Government has shown its
commitment to community participation in health development. In particular, the
Government fully appreciates the decisive role of popular participation and, therefore, is
determined to create the requisite social and political conditions conducive to its
realization (TGE, 1993).

One of the eight Millennium Development Goals of the United Nations Development
Program by 2015 is ensuring sustainable environmental health by way of mobilizing
people so that they get involved in all environmental health efforts. To this effect, the
Federal Democratic Government of Ethiopia has been trying its level best to integrate
environmental health in its public health improving programs. For instance, the MoH has
developed a series of Health Sector Development Programs (HSDP) in which
environmental health is included as one of the main components (MoH, 1996, 2002, and

2005¢).
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In order to speed up the implementation of the Health Sector Development Program, the
Federal Government of Ethiopia introduced an innovative program called Health
Extension Program (HEP) during the second HSDP (2002/03-2004/05). The Health
Extension Program is an innovative community-based program with the aim of creating
healthy environment and healthful living by making available community (kebele) based
essential health communication services at the grass roots level. It contains sixteen health
extension packages categorized under three major areas one of which is hygiene and

environmental health.

The Solid and Liquid Waste Management Extension Package and Personal Hygiene
Extension Package (which are more relevant to this Study) are two of the packages that
come under the Hygiene and Environmental Health category. In the Solid and Liquid
Waste Management Package, the MoH (2004a) promises to ensure the prevention of
environmental pollution by solid and liquid wastes through the participation of the
community. Similarly, the MoH (2004e) has shown its commitment in the Personal
Hygiene Extension Package that healthy and productive society be created if people
participate in the efforts to prevent and control communicable diseases that occur due to

poor personal hygiene.

The Federal Democratic Government of Ethiopia also came up with a comprehensive
Environmental Policy in 1997 so as to harmonize development with sustainable
environmental health. One of the aims of this Policy is to ensure the empowerment of the
people that enable them participate at all levels in environmental health management

activities (FDGE, 1997).
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A National Health Communication Strategy (NHCS) was also developed to facilitate the
advocacy, communication and promotion activities. This Document has spelt out that
citizens should be provided with the necessary knowledge of participation so that they
can actively participate in the process of preventing and controlling major health
problems in all aspects including environment. To this effect, therefore, health
communication interventions have been taken as vital tools in order to be able to
inculcate the essential knowledge and skills of the discourse- ‘community participation’
so that Ethiopians can develop favorable attitude and behavior that will enable them get

involved in an endeavor to achieve sustainable environmental health (MoH, 2004b).

In 2005, Ethiopia set a National Sanitation Strategy. The Strategy primarily aims at
enabling one hundred per cent adoption of improved environmental sanitation and
hygiene through the participation of the community, which is believed to contribute to

better health, a safer and cleaner environment (MoH, 2005a).

In order to minimize health risks that emanate from contaminated environment, the
Federal Democratic Government of Ethiopia also established legally empowered
Environmental Protection Authorities both at Federal and Regional levels. These
Authorities have been given the responsibility to mobilize community members so that
they (community members) take part in an endeavor to secure healthy and clean

environment (FDGE, 1997).

The Addis Ababa City Government on its part set an Environmental Impact Assessment

Regulations (EIARS) in 2006. This is because it became necessary to enact law so that
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dwellers will show their participation by not polluting the City. Other than this, the
EIARs aim at enabling the community to take part in the planning and decision-making

on environmental health practices (AACG, 2006).

As can be understood from the discussion above, the Federal Democratic Government of
Ethiopia has taken various policy measures to improve the existing poor environmental
health situations prevailing in the country. Despite all these initiatives, environmental

health is still a problem in Ethiopia.

2.1.4.2. IEC/BCC Intervention Efforts

Information, Education and Communication (IEC) mainly focuses on passing new
information to clients. Behavior Change Communication (BCC) is believed to be
interactive process aiming at changing social and individual behavior as opposed to

simply increasing knowledge.

The Health Policy gives due emphasis to IEC/BCC as a way of passing information on
health and changing the behavior of communities. The Policy mentions that health
education shall be strengthened through the mass media, community leaders, religious
and cultural leaders, professional associations, schools and other social organizations for
encouraging the participation of the people so that the development of health promotion
life-styles and personal hygiene and healthy environment can be maintained (TGE,

1993).

The IEC/ BCC interventions, which aim at the promotion of the notion of community

participation, has also been given due attention in the Health Sector Development
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Programs and Health Extension Program. As articulated in the Documents, for promoting
IEC/BCC interventions, the principle of audience segmentation, use of multiple-strategy
and methods, and participation and empowerment, among other things, have been central.
Empowerment enables individuals or groups to make informed decisions and informed
choice of behaviors. So, people have to be empowered by being provided with correct
and up-to-date information about the bad consequences of poor environmental health so

that they will be able to positively change their behavior (MoH, 2004d).

The Federal Democrtatic Government of Ethiopia and its partners have exerted efforts to
enhance community participation in environmental health through the use of ICC/BCC
activities. For example, the government has carried out IEC/BCC activities through mass
media, leaflets, pamphlets, posters, brochures, and slogans. The partners, especially
NGOs have also been helping. For example, they have been engaged in raising public

awareness and skills training about environmental health (MoH, 2004a).

However, it looks that all these efforts have not made positive impacts to increase
community participation. Studies made by Zerayakob (2002); Tadesse, (2004); MoH,
(2005b); and Solomon (2006) confirm this (see Chapter five, 5.1. for the detailed

discussions).

2.1.5. Studies Related to Environmental Health

In this section, an attempt has been made to review empirical studies carried out on urban
environmental health particularly with reference to waste disposal practices.

Environmental health and sanitation is a worldwide problem. The United Nations
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Environmental Programs — Post Conflict and Disaster Management Branch in
collaboration with the Environmental Protection Agency in Liberia (2008) found out that
Waste Management is a problem in Liberia. The study indicated that low awareness and
participation on the part of the people was a major factor. Babayemi and Dauda (2009)
found out that open defecation and waste disposal are common practices in cities in
Nigeria. They further pointed out that while some employ the service of streams to
transport their household wastes out of their sight; some directly dump their wastes and
defecate by the road sides. The study has revealed that several Nigerians have considered
it a cheap way of disposing off their household wastes by setting the mixed wastes on fire
in a little corner in their backyard or in a very open place. Even, mountains of mixed
domestic wastes in so-called designated places are set on fire. The key finding of the
study is that such ill sanitary practices have caused serious and dangerous environmental
health problems in Nigeria. The study concludes that the percentage of those who used
other indiscriminate household waste disposal methods like open dumping, open burning,
and dumping in drainages was higher. The study recommended that popular participation

in environmental health is the way forward.

In another study conducted on Chinhoyi town in Zimbabwe, which was concerned with
the challenges of the town in waste management, it was reported that municipality
household wastes generated in the town was 2.7 kg per household per day out of which
47% biodegraded. It was reported that residents resort to illegal dumping, burning and
burying the waste. As a result, residents became increasingly vulnerable to

communicable diseases such as cholera and diarrhea. The case of cholera outbreak in
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2008-2009, which claimed over 3500 human lives in Zimbabwe, was cited as a direct
consequence of poor environmental health. The study recommends that active
participation of the community members in activities such as clean up campaigns is a

long lasting solution for the problem the town is facing (Downmore, et al. 2011).

In a case study about environmental management measures and current practices in
household waste management in Vientiane, Laos, the general practices and
environmental measures used in waste management were identified and assessed. The
study discovered open burning of waste without segregation, use of open dumpsites that
pose health and environmental risks, dumping waste in the bank and tributaries of a river,
and low awareness about solid waste management among residents as major
environmental health problems. To overcome all these environmental health problems,
however, the study recommends that active community participation is crucial for

possible effective waste management (Souksavath and Khanal, 2007).

In an attempt to propose for waste management — environmental protection that benefits
the poor, an NGO by the name “Hand in Hand’ (2008) pointed out that despite concerted
efforts by policy makers to create a legal framework around the issue, waste in India is
still in need of massive attention. For example, the average Indian generates about 490
grams of household waste per day (Central Pollution Control Board). Out of the total
waste generated, 94 per cent is disposed unscientifically. It has been indicated in the
proposal that the waste is often left unattended at disposal sites, creating a health hazard.
What is more, improper handling of waste and its indiscriminate disposal in open spaces,

road margins, and tank beds give rise to numerous potential risks to the environment and
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to human health. According to the proposal, the most obvious environmental damage
caused by waste is aesthetic, i.e. waste that litter public areas is ugly and smelly. Hence,
the study proposes that in order to obtain long- term sustainable changes, people at the
grassroots level must feel ownership and commitment to all environmental health
interventions. It has been further proposed that it is important to motivate and engage the

public by raising its awareness based on the IEC/BCC strategy.

In another study conducted in India, College of Home Science, on problems of household
waste, Kaundal et al (2007), it was found that the huge quantity of waste production and
improper methods of waste disposal were found to be causing health threats in the
campus. The researchers further indicated that the situation has direct and indirect effects
on human, animals and plant life alike. The study revealed that about three-fourth of
respondents considered choking of drainage system with garbage as a major problem
faced outside the house. The study also discovered that all the respondents disposed off
the polythene in the open and used to burn them along with other waste. It further noted
that the improper disposal of plastic gave a dull and dreary look at the disposal site
besides devastating effect on the environment as polythene is non biodegradable in

nature.

The situation in Addis Ababa is the same if not worse. In the work of Camilla (2005), an
MA thesis conducted on the cycle of plastic waste in Addis Ababa, it has been noted that
the management of waste is a growing problem in many urban areas in Africa today
including Ethiopia. One of the reasons for the escalation of the problem as mentioned in

the study is the rapid urban area growth due to rapid population growth and high rates of
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migration from rural areas. Camilla’s study further shows that people dispose their waste
illegally in open fields, rivers, streets, and ditches. Containers overflow with garbage and
rain causing streets to flood as a result of the waste clogging the drainage channels. This
represents a source of water, land and air pollution affecting the urban environment and
health of people living in the city. The thesis acknowledges the essentiality of the
participation of the people to improve the overall waste management system in Addis

Ababa.

Degnet (2008), points out that like in many other developing countries, the majority of
inhabitants in most towns of Ethiopia often use unsafe solid waste disposal practices such
as open dumping, burning, burying and the like. For example, in Jimma town, where the
study was conducted, many households practice uncontrolled open dumping and others
employ various household solid waste disposal practices like burning, and burying, all of

which do not guarantee cleanliness and safety.

More recently, Regassa et al (2011) carried out a research on waste management in
Addis Ababa city specifically in Bole and Akaki sub-cities. They found out that Addis
Ababa is facing problems associated with poor environmental health one of which is the
indiscriminatory waste disposal. For example, disposing household waste into a river,
drainage, and any open place, is a common practice in the study area. The study deals
with the analysis of the City’s current solid waste management problems and the existing
solid waste management practices. The researchers showed in their study that there has
been low performance of solid waste management the reasons being lack of public

awareness, illegal dumping, lack of community involvement, among other things. As
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indicated in the study, scenes of scattered waste are common in the most part of the City.
This has caused bad smells and attracts various disease vectors and pests resulting in
deteriorated aesthetic quality of the City. The findings of the study show that the health
situation of the community is under threat. Moreover, the study revealed that the
willingness of the population to cooperate in the waste collection and pay for the service

is low.

Selamawit (2007), on her part conducted a similar study in Addis Ababa, specifically in
Addis Ketema sub-city. The study was conducted to investigate to what extent all actors,
particularly, the community, have been participating to solve the problem of waste
management in the study area. The researcher discovered that the participation of the
people in most cases is low. The researcher recommended that the awareness of the
community about waste handling and disposal methods must be raised as participatory

decision making processes are required to achieve sustainable results.

Similarly, Solomon (2006) conducted a study on household waste management in Addis
Ababa with special reference to Arada Sub-city, for his MA degree. The study mainly
focuses on the participation of the community in the process of solid waste management.
The result of his study indicates that the community in Arada Sub-city, (not all), do not
have a concern in solid waste management. It further noted that there is improper use of
public containers deliberately or unknowingly by some households. Also, there is lack of
taking initiatives on the part of some households to participate in sanitary campaigns that
are organized by kebeles and NGOs. The study comments that though there have been

efforts to mobilize the residents in the Sub-city from time to time to clean their
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immediate neighborhoods, the piles of wastes dumped illegally on open areas, in river
courses etc are undisputable evidences of the poor environmental health that prevails in

the Sub-city.

The review shows; however, brief it is that the major challenge in environmental health
and sanitation comes from lack of effective participation of the community. While the
theoretical precepts of community participation require community empowerment in the
development and construction of health messages and ultimately building the capacity of
communities to assume responsibility for maintaining and keeping their environment
clean and their livelihood safe. The empirical studies made in  some countries including
Ethiopia show that the community’s behavioral practices remain a serious threat and
challenge in environmental health and sanitation. The question is WHY are people
endangering their health and livelihood and those of others? This would lead us to
examine the discourse enacted in health messages particularly environmental health

discourses and the process followed in health communication activity.

2.2. Key Concepts and Social Theories

2.2.1. Community Participation: a Conceptual Review

The concepts - community and participation are controversial and subject to varied
understandings among policy makers and planners. For example, a politician may
conceptualize the term community as something related to political constituencies. An
urban planner may take community to represent agreed geographical boundaries. A public

health physician may sense it as a group of people who need health services. A member
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of a public may see it as a community or communities of which s/he feels to be part. Still
others may coceptualize the term community to refer to people grouped on the basis of
either geographically and / or common interest, identity, or interaction. It can thus be
understood as a group of people who share an interest, a neighborhood, or a common set
of circumstances (Smithies & Webster, 1998). Heterogeneous groups and individuals can
become a community and collectively take action to attain shared and specific goals
(Mattessich and Monsey, 1992).

Similarly, participation is understood in various ways. It can be understood as a process
by which people are enabled to become actively and genuinely involved in defining the
issues that concern them; in making decisions about factors that affect their lives; in
formulating and implementing policies; in planning, developing and delivering services
and in taking action to achieve (Bracht, & Tsouros 1990). The term is also used by
various actors to mean, collaboration, or target beneficiaries just receiving program
benefits, or involvement (active engagement in some activities) or gaining information,
understanding, skills and power necessary to articulate their concerns, ensure that action

is taken to address them, and more broadly, gain control of their lives (Freire,1992).

Participation can be seen both as a means and an end. Participation as a means ensures
people’s cooperation or collaboration with development programs such as health
extension programs or sector development programs. In this case, participation facilitates
the effective implementation of such initiatives. On the other hand, participation can be
seen as a goal in itself. It can be expressed as the empowerment of people in terms of

their acquisition of the skills, knowledge and experience to take greater responsibility for
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their development. In this case, participation is an instrument of change to improve

people’s lives (Kahssay & Oakley, 1999).

When the two words are brought together, they still cause a wide range of understanding
in different disciplines. For example, it has been found necessary to develop a common
understanding of the concept of community participation especially for those national and
international bodies that make strategic declarations and statements in the area of health

so that member countries can have a common understanding of the concept.

The WHO Study Group on the discourse of ‘community participation’ after reviewing a
range of definitions and meanings finally came up with a working definition. It has
defined community participation as a process whereby people both individually and in
groups exercise their right to play an active and direct role in the development of
appropriate health services, in ensuring the condition for sustained better health and in

supporting empowerment of communities for health development (WHO, 1991).

Based on the WHO’s Study Group definition of the discourse of ‘community
participation’, the Ministry of Health of Ethiopia coined its own working definition. For
example, as articulated in the City Health Extension Program manual, the discourse of

‘community participation’ has been defined as

the process by which community members are enabled to take part
starting from planning up to implementation to maintain their own
health. It is a process by which community members cooperate with
those organizations working in the area of health by contributing their
knowledge, labor, money, and materials. It is a system that helps to
materialize City Health Extension Program (MoH, 2009:3).
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The question is, did the MOH implement community participation as per the definition
given? Did the government and its partners like NGOs engage communities in the
identification, construction of environmental health messages? Did they allow
communities to decide on the issues affecting sanitation and environmental health? Did
they help communities engage themselves in recognizing their roles and responsibilities?
What processes have been followed in the development and implementation of
environmental health discourses to engage the target communities to actively participate

in mitigating the problem?

2.2.2. Community Participation - a Global Discourse

The idea of making people participate dates back to the 1950s and 1960s when urban
community health development initiatives sought to involve local people in the
management and decision making of their own health problems. However, with the
increasing technological complexity, relative sophistication and centralization of national
health services, the management and decision making of health problems became the
exclusive responsibility of professional health staff, who increasingly took control of

health care delivery systems (Smithies & Adam, 1990).

Recognizing the need to change this trend of top-down approach, the Alma-Ata
conference came up with the notion of ‘community participation’ so that effective health
services were to be extended to the majority of people, particularly in developing
countries. The Declaration makes clear that people have the right and duty to participate

individually and collectively in the planning and implementation of their health care. A
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critical element in the Declaration emphasizes that the participation of people should not
be just in the support and functioning of health services, but more importantly in the
definition of health priorities and allocation of health resources at the local level (WHO,

1986).

Strengthening community participation as one of its five action areas, the Ottawa Charter
for Health Promotion states that health promotion should use of concrete and effective
community participation in setting priorities, making decisions, planning strategies and

implementing them to achieve better health (WHO, 1986).

The subsequent Jakarta Declaration reinforces this notion by giving priority to
community participation. It emphasizes the necessity of participation, with actions being

carried out by the people, not on or to people (WHO, 1997).

The World Health Organization (WHO) has integrated the principles set out in Agenda
21(UN, 1993) and Health 21, the revised Health for All Policy. Agenda 21, which was a
major output of the 1992 United Nations Conference on Environment and Development,
suggests that active community participation is essential for sustainable environmental

development (WHO, 1998).

WHO has been promoting community participation in health care and development since
the Alma-Ata Declaration. For example, in 1985, WHO convened an inter-regional
meeting on the subject of community participation in health (WHO, 1985). It was at this
meeting that the discourse ‘community participation’ in health development was first

used explicitly as the term to describe a basic principle of health care and promotion. In
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1989, WHO published the first substantive study of the concept of community
participation (Kahssay and Oakley, 1999). In the same year, it convened a Study Group

both to examine the concept and to review the practice to date (WHO, 1991).

WHO further points out that participation of people in decisions and actions that affect
their health build self-esteem and encourage a sense of responsibility. As a principle,
WHO considers community participation as it is an intrinsic value in the general
community development and, therefore, should be promoted by member countries as the

basic approach to health development.

Ethiopia, as a member country endorsed the discourse of community participation on the
basis of the WHO. For example, the Dergue regime that came to power in the mid-
seventies formulated a health policy that gave emphasis to the promotion of community
participation. Appreciating the decisive role of community participation, the Federal
Government of Ethiopia in its part has ratified it in its National Health Policy and other
program documents (detailed discussions of the policies and program documents have
been given in Chapter 5) by considering the tenets of WHO on community participation
in health. The key question is, as indicated earlier, did the construction and development

of health messages and discourses involve community participation?

2.2.3. Conceptual Approaches to Community Participation

Three conceptually different approaches to community participation have been debated in
the literature, i.e. top-down approach, bottom-up approach, and partnership or

cooperative approach.
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The ‘top-down’ approach entails centralized development of objectives and action plans
for community participation by policy makers and professionals who then endeavor to
convince communities to actively participate in their implementation. In ‘top-down’
approach, main activities of health development are initiated by the government or
authority. In this kind of approach everything is managed by government, and community

members are passive (Rifkin, 1996).

In top-down approach the development agency has the upper hand and controls the
community in its development efforts. The development agency, whether it is a
government agency or a non-government organization, tries to develop the community
according to its own purposes, whether the community wants it or not. People are not
allowed to get involved in the process. So, they wouldn’t get skills, knowledge, etc and
then community will be dependent to government and other agencies. Therefore, this
approach could not lead a community to empowerment and sustainable health

development (Nikkhah & Redzuan, 2009).

On the contrary, ‘bottom-up’ approach to community participation seeks to engage and
support communities in identifying and prioritizing their own health concerns (Rifkin,
1996). In this kind of approach participation is initiated and managed by the community
for the community. Government and service providers play merely a supportive role as
facilitators and consultants. In other words, the active role in the process of health
development is played or initiated by the community itself (Nikkhah & Redzuan, 2009).

The process of developing individual and community empowerment through this
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‘bottom-up’ approach to participation is valuable for creating positive and sustainable

health behavior change (Javan, 1998).

In the ‘bottom-up’ approach, members of a community involve in the whole process,
from decision making till evaluation. The community has more power and control over
the decisions. Since people can do everything to improve the quality of their health, they
will become independent and empowered. This approach can bring sustainable health
development because the community members can meet their needs beyond the
government assistance. It is more close to communication as an end, because people get
power and control and directly involve in the health development process (Nikkhah &

Redzuan, 2009).

When people are able to define their own problems and have ability and capacity to solve
them through participating themselves, the bottom-up approach of community
participation could be developed (Nikkhah & Redzuan, 2009). According to Finger
(1994), the bottom-up approach emphasizes community participation, grass root

movements and local decision-making.

On the other hand, scholars came up with a middle ground, i.e. partnership or cooperative
approach. In the partnership approach or cooperative, the health development attempts
can be combined or initiated by both the government and the community. The partnership
approach of community participation could be initiated when an attempt of government
authority united with those of people to promote better health for the whole community

with the active participation of the individuals of community. In this kind of approach,
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community works together with government or another agency. However, they can
participate in the health development activities at the medium level. In this approach,
sometimes community has more power and control than the government and vice- versa.
People can learn some skills, knowledge, and so on. It is much closer to bottom-up or
change from below rather than the top-down approach. This approach can lead to

moderate level of empowerment (Nikkhah & Redzuan, 2009).

2.2.4. Community Participation in Environmental Health

Participation in environmental health development builds self-esteem and encourages a
sense of responsibility. It can help make the available health resources more responsive to
the basic needs of the people. Local knowledge and resources can be used to complement
those provided by the formal health services. It can increase the possibility that health
programs will be appropriate and successful in meeting the health needs defined by local
people as opposed to those defined by the health practitioners. Health programs will have
a better chance of success when health services are consistent with local perceptions of
health needs and managed with the support of local people. Moreover, participation
breaks the bond of dependence that characterizes much health development work and
generally creates awareness among local people of their potential development (WHO,

1985).

Refkin (1996) as cited in Kahssay and Oakley (1999) on his part argues that participation
would make people better use of existing health services and would ensure the

sustainability of new services by being involved in decision making about their health
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development. He believes that participation would enable people to contribute resources
of money, labor and materials to support the resources allocated to health care. People
would change their poor behavior if they had been involved in exploring its
consequences. Refkin further points out that through participation people would gain

experience and information which would help them to gain control of their own lives.

Community participation can increase the possibility that health programs will be
appropriate and successful in meeting the health needs defined by local people as
opposed to those defined by the health practitioners. Health programs will have a better
chance of success when health services are consistent with local perceptions of health
needs and managed with the support of local people (WHO, 1985). Participation would
make people better use of existing health services and would ensure the sustainability of
new services by being involved in decision making about their health development.
Through participation, people would gain experience and information, which would help
them to gain control of their own health (Refkin, 1996 as cited in Kahssay and Oakley,
1999). Community participation can make an important contribution in combating

exclusion and in ensuring ownership and sustainability of programs (Walter, 1998).

Community members can participate in environmental health activities in various ways in
addition to getting involved in agenda setting all the way through implementation and
evaluation environmental health interventions. For example, they can participate in
managing and disposing wastes without polluting the environment. This involves actions
like storing waste in a proper way in a bag or bin, separate recyclable or organic materials

from other wastes, offering waste at the right place and time for collection, cleaning
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around their houses, and taking care of all places. Apart from individual responsibility,
communities can also be collectively responsible in more or less organized activities, like
meetings, clean-up campaigns, and awareness — raising activities. Furthermore,
community participation in environmental health may involve making materials, financial
or physical contributions to activities of waste management as for example, working as a

sweeper, and paying fees for waste collection (Moningka, 2000).

They can take social and procedural actions against those individuals who pass urine,
throw rubbish things, and defecate in prohibited spaces. They can cooperate with those
who are engaged in collecting wastes and sweeping streets. They are also expected to
show their willingness to take part in the education programs that health extension

professionals organize (AACA, 2010).

A step further is actively participating in meetings and expressing opinions and ideas
about the objectives of activities related to insanitary human and household waste
disposal practices. Individuals may become a member of local health committee and get
involved in the controlling of the insanitary human and household waste disposal
activities. Being accountable to other members of the community about environmental
health is also another sign of participation (Subash, 2001). Are these community

behaviors being realized in environmental health and sanitation? If, not why?

2.2.5. Community Empowerment

Empowerment in its general sense refers to the ability of people to gain understanding

and control over personal, social, and economy in order to improve their life situation

40



(Zimmerman and Rappaport, 1988). It is related to community participation since by
participating people expand their power from within to create needed behavioral changes
(Labonte, 2005). An empowered community is one in which individuals apply their skills
and resources in collective efforts to meet their health needs. Through such participation,
individuals within an empowered community provide enhanced support for each other
and control over the quality of health in their community. An empowered community has
the ability to influence decisions and changes in the larger social community (Schulz, et

al, 1994).

Community empowerment is the individuals’ ability to make decisions and have control
over their health. It is similar to other constructs such as self-efficacy and self-esteem in
its emphasis on the development of a positive self-concept or personal competence
(Rosenberg, 1995). It is the ability of community members to gain control of their own
health situation through access to: 1) information, knowledge, and skills; and 2) decision
making. In other words, empowerment is the process of change by which individuals or
groups with little or no power gain the power and ability to make choices that affect their
health (Rappaport, 1987). Reinforcing this concept, Rifkin & Pridmore (2001) describe
‘empowerment’ as the process and outcome of those without power gaining information,

skills, and confidence and, thus, control over decisions about their own health.

The concept of community empowerment gained attention in the Ottawa Charter (WHO,
1986) in health promotion. The Ottawa Charter identified community empowerment as
being a central theme of health promotion discourse. Soon afterwards, community

empowerment became a topical issue in the health promotion literature. The Charter
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makes clear that community participation is unattainable without empowering individuals
so that they would be able to own and control their own endeavors and destinies.
Subsequent international conferences that addressed health promotion have also
reinforced this concept. For example, the Jakarta Declaration (WHO, 1997) underlines
that priority should be given to increase the empowering of individuals so that they

actively participate in health programs.

In recent years, the concept of community empowerment in health programs has
received greater attention. Nations have understood that community empowerment is
unavoidable features of health communication interventions which play an important role
in the processes of influencing individuals and transforming power relations so that they
show active participation in health developments (Laverack & Wallerstein, 2001). The
question remains, do the health communication activities in environmental health work

towards empowering communities? If not, why?

2.2.6. Health Communication as an Essential Component to
Promote Community Participation

Communication enables to pass information among or between participants to achieve a
set of predefined behavioral goals. It can lead to improved understanding, shared
knowledge, and identification of possible effective actions (Smith and Hornik, 1999).
According to New South Wales Department of Health, Australia (2006), health
communication is a key way of informing the public about health concerns and
maintaining important health issues on the public agenda. For Freinmuth et al (2000),

health communication is a means to disease prevention through behavior modification.
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Exchange (2006); Smith and Hornik,(1999) see health communication as a process for
the development of diffusion of messages to specific audiences in order to influence their

knowledge, attitudes and beliefs in favor of healthy behavioral practices.

Concerning change of behavior, Clift and Freinmuth (1995) underscore that health
communication, like health education, attempts to change a set of behaviors in a large-
scale target audience regarding a specific problem in a predefined period of time. It is a
way to increase knowledge and understanding of health related issues and to improve the
health status of the intended audience (Muturi, 2005). For Muturi (2005), health
communication empowers people by providing them with knowledge and understanding
about specific health problems as for example, communicable diseases that emanate from
poor environmental health (Muturi, 2005). Again, Exchange (2005) on his part
emphasizes that health communication is a process for partnership and participation that
is based on two-way dialogue, where there is an interactive interchange of information,
ideas, and knowledge between senders and receivers of information on an equal footing,
leading to improved understanding, shared knowledge, greater consensus, and
identification of possible effective action (e.g. active participation of the receivers). It is a
process that begins and ends with the audience’s desire and needs. In health
communication, the audience is not merely a target but an active participant in defining

and implementing key strategies and activities (Schiavo (2007).

Health communication “encompasses the study and use of communication strategies to
inform and influence individual and community knowledge, attitude and practices (KAP)

with regard to health and health care” (p.2) (Thomas 2006). Through this process of
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communication, information is shared, new knowledge is created and mutual
understanding is generated. This then becomes the foundation for active community
participation in making decisions about their own health. Health communication helps to
develop and diffuse messages to specific audiences in order to influence their knowledge,
attitudes and beliefs that will enable them make informed decisions about their own
health (ODPHP, 2000). According to the American Public Health Association (2000)
effective health communication is the art and technique of informing, influencing, and
motivating individuals and large public audiences about their participation in taking
important actions about issues regarding their health. It aims at informing, influencing,
and motivating audiences about health issues (Ray, E.B. and Donohew, L. (eds.) 2005).
So as to achieve this aim, it has to involve setting communication objectives, analyzing
and segmenting target audiences, selecting channels of communication, implementing the
communication strategy, evaluating the effectiveness of the activities, and providing

feedback for improvement (Thomas 2006).

Health communication links the domain of communication and health and is increasingly
recognized as a necessary element of efforts to improve personal and public health. It can
contribute to all aspects of disease prevention and health promotion. It is relevant in a
number of contexts, for example, exposing individuals to use health information,
constructing public health messages and disseminating health messages through public
education campaigns that seek to change attitude and motivate individuals to adopt

recommended behaviors (Jackson and Duffy, 2000).
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Communication is conceptualized as the central social process in the provision of health
care delivery and the promotion of public health. The centrality of the process of
communication is based upon the pervasive roles communication performs in creating,
gathering, and sharing health information. Health information is the most important
resource in health promotion because it is essential in guiding strategic health behaviors

(Kress, 1988).

In brief, the end product of communication is behavioral change of the interactants about
their health. To what extent the communication activities have impacted the health
behavior of communities is the question to be asked along the other questions mentioned

earlier?

2.2.7. Environmental Health Communication

Environmental health addresses all the physical, chemical, and biological factors external
to a person, and all the related factors impacting behaviors. It encompasses the
assessment and control of those environmental factors that can potentially affect health. It
IS targeted towards preventing disease and creating health-supportive environment
(WHO, 2009). It involves protection, prevention, education and advocacy around acute,
chronic and sometimes fatal diseases that result from environment. It refers to
environmental factors such as contaminants in water, air, and food that affect our health.
These contaminants may result from natural sources or human activities and include

chemical, biological, physical and radiological agents. Human exposures to such
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hazardous agents in the air, water, and food and to physical hazards in the environment

are major contributors to poor environmental health (WHO, 2009).

Environmental health comprises those aspects of human health, including quality of life,
that are determined by physical, chemical, biological, social, and psychosocial factors in
the environment. It also refers to the theory and practice of assessing, correcting,
controlling, and preventing those factors in the environment that can potentially affect the

health of present and future generations (WHO,1998).

Considering the global impact of environmental health, health communication has
become a key issue to influence health behavior so that individuals can reduce risk. In
order to keep the environment clean and make it suitable to live in, therefore, at least the
basic knowledge and understanding of the relationship between environment and health
is crucial. To this effect, environmental health communication plays a pivotal role.
Environmental health communication enables people to become more aware of the health
risks they face from polluting their environment and in the meantime understand the
importance of their participation to take preventive measures that they should take to
lower the risks (Mark and William, 2007). It is a necessary element of all efforts to
promote environmental health. It can increase people’s knowledge and awareness of
environmental issues, problems or even solutions to problems. It can influence

perceptions, beliefs, and attitudes that may change negative behaviors.

Environmental health communication is communication about environmental affairs. As

with other forms of communication, environmental health communication is both an
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activity/phenomenon and a field of study that studies the activity/phenomenon. As an
activity/phenomenon, environmental health communication is all of the diverse forms of
interpersonal, group, public, organizational, and mass communication that make up the
social discussion/debate about environmental issues and problems, and our relationship to
non-human nature. Loosely speaking, environmental health communication refers to
discussion/debate about environmental issues and problems as “environmental
discourse.” It can even refer to the broader social discussion about Nature as the
discourse of Nature. Environmental communication manifests as the discourse of Nature

and its subset, the environmental discourse (Mark and William, 2007).

As a field of study, environmental health communication is a diverse synthesis of
communication and environmental theory that examines the role, techniques, and
influence of communication in environmental affairs. It is a pragmatic and constitutive
vehicle for our understanding of the environment as well as our relationships to the
natural world. It is a medium that we use in constructing environmental problems and
negotiating society's different responses to them. It has an instrumental function of
educating, alerting, persuading, mobilizing people, and solving problems by themselves
(Cox, 2006). To what extent has our environmental health activities brought the
community to be an active players in keeping and maintaining their environment clean

and their life style healthy? If not, why?
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2.2.8. Designing Environmental Health Messages

Environmental health messages that are designed appropriately can empower people.
They enable audiences to interpret health concerns into action. They can make people to
take steps to improve their health. Such messages, therefore, should be clear enough.
They should assist the target audiences to make informed decisions. They should
presuppose a clear definition of the specific attitudinal behavioral changes a particular

community member is expected to make.

Truly persuasive environmental health messages may be difficult to design, regardless of
the change we are trying to elicit in audiences. When seeking a behavioral shift, the
challenge is even greater. Nevertheless, the environmental health messages should get
and maintain the attention of the audience. If the messages cannot capture and maintain
the attention of the audience throughout the communication process, they do not have a
chance of achieving the set objectives. The more audience members can be engaged to
actually think about the messages (including imagined or actual rehearsal of the
recommended behavior), the more likely they are to experience appropriate change in

knowledge, attitudes, and practice (Malbach & Flora, 1993).

Environmental health messages should be clear to the audience. They should be designed
in such a way that they are easy for target audiences to point out the actions the messages
require to be taken, the incentives or reasons for taking those actions etc. Elements that
hinder the clarity of messages include: language (vocabulary) and reading skill, amount

of content, background, and repetition. Statistics should be used with caution in
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messages. Most people overestimate the risk of things like car and airplane accidents, but
underestimate things like diarrhea and cholera. People also underestimate the cumulative
probability that an event will occur even if they correctly understand the odds that the
event will occur on any one occasion. Thus, expressing cumulative probabilities can be
effective means of enhancing the perceived relevance of a risk. Qualitative expressions of
risk (e.g. ‘many’) could be used with caution, as they may be understood in different
ways by different people. Messages that attempt to convey risk information should, when
possible, use both quantitative and qualitative expressions to increase audience

comprehension (Holtgrave et al, 1995).

The actions the audiences are asked to take have to be reasonably easy. Sometimes a
behavior is not acceptable to the audiences because it may take much effort, money, time,
and sacrifice. This can be overcome by presenting easier behaviors that have fewer
barriers and are more easy and appealing. Environmental health messages have to use
incentives. Creating persuasive environmental health messages involves more than
simply asking the audience to do what we want. We must explain to them why they
should be interested in changing their behavior. Incentives for changing behavior can be
physical, economic, psychological, moral-legal, or social, and they can either be ‘for’ or
‘against’ a behavior i.e. “‘why or why not” adopt recommended action For example, in the

social dimension, ‘for’ incentives might include acceptance, coolness, physical
attractiveness, being considered normal, being liked, acting for the greater good,
increased power, respect, and friendship. ‘Against’ incentives might include rejection,

embarrassment, appearing unappealing, being socially deviant, and losing trust of others.
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Incentives will be most effective if the audience thinks they are extremely negative or
extremely positive and very likely to happen to them. If we cannot find an incentive that
the audience thinks is extremely positive or negative and very likely, we need to use one

that is not as severe/positive, but very likely (Atkin, 2000).

Also, environmental sanitation messages must be realistic. This means they should not
make extreme claims or use extreme examples. They should provide accurate
information. The message has to use an appeal that is appropriate for the audience.
Rational appeals work with audiences that are already interested in the issue (Atkin,
2001) and emotional appeals work better with audiences that are not already in the issue.
For example, if we frighten the audience, we must be sure to give them a relatively easy
way to alleviate the threat. If we make our audience anxious, without a way to reduce the
anxieties, they will block out the messages or do the behavior we don’t want them to do

(Baker, et al, 1992)

The environmental health messages need not be offensive to people who see it. This
includes avoiding victim blaming. In a message, identity is displayed throughout. A
campaign identity includes a logo, a slogan, and possibly other images. Identity amplifies
the impact of a campaign in a number of ways. First, it helps people to remember the key
campaign messages because they can connect discrete messages with each other and the
bigger picture of the campaign. Second, it stimulates more conversation and comment, an
outcome that is particularly important for behavior change campaigns. The unifying

features themselves could come to represent the messages and the image of the campaign,
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leading people to recall immediately the key campaign messages every time the symbol

is presented (McGuire, 2001).

Environmental health messages should be prepared taking into consideration the
audience’s age, sex, level of education, income, belief, attitude, behavior, desire and
value system (MOH, 2004d). Also, careful consideration of the situation, opportunities,
and communication needs of the target audiences, among others, are key elements of
successful designing of environmental health messages (Schiavo, 2007). The question
that follows is that to what extent has the construction of environmental health messages

made the environmental health discourses palatable to communities? If not, why?
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CHAPTER Il1
RESEARCH METHODOLOGY

3.0. Introduction

This chapter focuses on the discussion of the methodology employed in the study. The
first section discusses and explains discourse analysis, which is used as the research
methodology in this study and as a basis for explaining behavioral actions and their
underpinning assumptions. Section two presents the discussion of Critical Discourse
Analysis (CDA) as a research approach in communication and the reasons why | chose
CDA. It is demonstrated by reviewing some studies that utilized CDA. They have been
discussed briefly to show how researchers used CDA to reveal communication gaps. The
third section presents the research design: the study site; type of data; data collection
methods; selection of participants; report on the pilot study; data collection procedures;

data processing and analysis; and ethical considerations.

3.1. Discourse Analysis: a method of explaining community

behavioral practices and their underpinning assumptions

Different researchers have perceived the term discourse differently. For example, Hall
(1992) defines discourse as a production of knowledge through language. For Hanks
(1996), discourse is language in action. Blommaert, (2005) sees discourse as something
that comprises all forms of meaningful semiotic human activities seen in connection with
social, cultural, and historical patterns and developments of use. McGregor (2003) on his

part refers to discourse as using words to express one self. For him, discourses are
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ubiquitous ways of knowing, valuing, and experiencing the world. He explains that
discourses can be used for an assertion of power and knowledge, and they can be used for
resistance and critique. Fairclough on his part sees discourse as something not necessarily

restricted to language but also language as a form of social practices (Fairclough, 2001).

Similarly, discourse analysis is open to various interpretations. An example would be
using discourse analysis solely for the spoken word. Another interpretation of discourse
analysis is the use of discourse for talk, text, and visual images and non-verbal
movements that communicate ideas (Wood and Kroger, 2000). Common to varied
perceptions of discourse analysis is that it is a method for investigating language in use
and language in social contexts. In discourse analysis, language is not simply taken as a
tool for description and a medium of communication but also as a social practice, as a
way of doing things through language. In brief, discourse analysis assumes that
behavioral practices of people are constituted in and through the language they use
(Wetherell, et al, 2001). Its major aim is to analyze what people do with language in a

given communicative event (Potter, 1997).

3.2. Critical Discourse Analysis (CDA) as a Research Method
in Communication

Critical discourse analysis (CDA) is a method that aims at uncovering the assumptions

that are hidden in a discourse be it written texts or talk. It is concerned with what is not

said, i.e. looking for the veiled meaning in the process of communication (Fairclough,

1993; 2001). The “critical’ component of CDA approach implies the investigation of the

causes of hidden assumptions in a given communicative event.
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In the works of CDA, discourse is conceptualized as something that combines both the
linguistic structure and social practices, i.e. how meanings are constructed through the
use of language (Koteyko, 2006). It is understood as not only discursive practices of
people, but also how their power relations and ideologies shape it. This direction of
discourse analysis brings out hidden meanings and implicit assumptions that would

otherwise escape critical attention (Fairclough, 1992).

Through the use of CDA as a research method, it is possible to describe, interpret, and
explain how people position themselves in communication (Fairclough, 1995, 2001). For
example, Saichaie (2011) utilized CDA as a method to examine the language use of 12
colleges and universities in communicating information about their admissions and
marketing prices on websites in the United States. He reported that colleges and
universities utilize common promotional discourse to market. By drawing upon CDA as a
research path, Symthe (2006) examined the language use of over 300 literacy advice texts
published in Britain and North America since the 19" century. He concluded that the
communicative strategies used in the texts act not as truths but as discourses that act in
the world in ways that both define and distribute power. By employing CDA as a
research method, MacCulloch (2011) also uncovered that the discourses communicated
through the texts he selected for the study contain the potential to oppress and

disempower health professionals.

Similarly, I have chosen CDA as a method of analysis to reflect on the existing health
communication activities from making the discourse on environmental health to that of

the operationalization of health messages. It is used as an innovative method of
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explaining the strengths and weaknesses of health discourses and as a logical tool to
explain why all the efforts made in health communication by the government and its
development partners are not bringing about the desirable behavioral changes in
communities as expected. CDA is utilized to seek answers to the following research

questions:

1. How are health communication discourses enacted at the community level?

2. What are the roles of health programmers, community health professionals
and the community in the creation of knowledge and skills that are necessary
to ensure and sustain environmental health?

3. How are environmental health messages constructed at community level?; and

4. What are the discourse strategies used in environmental health communication

during community participation?

The research is guided by Fairclough’s Three-Dimensional Model of discourse analysis
which is an analytical framework for empirical research on communication: text,
discursive practices, and social practices. Fairclough’s model to discourse analysis is
widely used and is considered to be “the most developed model for research in
communication” (Phillips and Jergensen, 2006: 60). Thus, as the current research is
concerned with the critical analysis of environmental health communication discourses, |

found that the Model is suitable (See Figure 3.1 below).
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7 Interpretation (processing analysis)
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Process of interpretation

Discourse practice
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7 Explanation (social analysis)
Sociocultural practice /

(Situational; institutional; societal)

Figure 3.1: Fairclough’s three-dimensional model for critical discourse analysis

(1995).

Every instance of language use in a given communicative event consists of these three
dimensions of analysis (Fairclough, 1995; 2001). Text analysis focuses on the linguistic
features of the messages. It concentrates on formal features such as wordings, grammar,
and metaphor. This is because words, grammar, and metaphor give insight into the ways
in which texts treat communicative events and social relations and thereby constitute
particular versions of reality (Jorgensen & Phillips, 2002). Analysis of discursive
practicess deals with a process related to the use of language to produce and consume
messages. It focuses on how health programmers and community health professionals
draw on already existing environmental health discourses to promote community

participation and also on how the target community apply them.
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Analysis of social practices focuses on the wider social practices to which the
communicative event belongs (Fairclough, 1992; 1995). The analysis of a communicative
event, thus, includes: (i) analysis of the discourses, which are articulated in the
production, and the consumption of the text (ii) analysis of linguistic structure and (iii)
considerations about the discursive practices. The main aim of CDA is to explore the
interplay between language use and social practices. The focus in this research is on the
role of discursive practices in the maintenance of sustainable environmental health and
social behavior change. Investigation, therefore, proceeds by the analysis of specific
instances of language use or analysis of the communicative events in relation to the order
of discourses. Every communicative event functions as a form of social practice in
reproducing or challenging the order of discourse. That means, “communicative events
shape and are shaped by the wider social practice through their relationship to the order

of discourse” (Jorgensen & Phillips, 2002: 89).

In brief, the general purpose of the Model is to provide an analytical framework for
discourse analysis. It is based on the principle that messages can never be understood or
analyzed in isolation. “They can only be understood in relation to social context” (Ibid:

103).
3.3. Research Design

The study has selected a qualitative discourse analytic paradigm to explore to what extent
environmental health discourses have been operational to inculcate the notion of

community participation. It also uses quantitative method to collect supplementary data.
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3.3.1 Study site: Addis Ababa

Addis Ababa, the capital city of Ethiopia was founded in 1887. It is one of the oldest and
largest cities in Africa. Geographically, Addis Ababa is located between 8055’and 90 O
5’N Latitude and 380 40’ and 38050’ E Longitude. The city is located at the center of the
country with an area of 540 km2 of which 18.174 m2 is rural (at present the coverage is
more as the City is expanding), and its altitude ranges from 2000m - 2800 m (AACA,
1998). It has an elevation of ¢.2400 meters over sea level. The fact that Addis Ababa has
a high elevation makes it to have a comfortable climate. The City’s average rainfall is

1200 mm per year, and it has major rainfall between July and September.

Addis Ababa has a topography that slopes down from the Entoto Mountain in the north to
the southern border of the City, cut by a number of steep-sided valleys with rivers and
streams (Girma, 2004). This chartered city has an estimated density of 4630 inhabitants
per square Kilometer. All the Ethiopian ethnic groups are represented in Addis Ababa,
and this ethnic blend gives the City a diversity of culture making it even more attractive
(ENDA Ethiopia, 1999). It might be due to unbalanced urbanization that the only prime
city in the country is Addis Ababa (Selamawit, 2007). The country’s biggest educational
institutions, social and cultural organizations, commercial and business centers, factories

and industries, and better infrastructure are found in Addis Ababa (Shewaye, 1999).

Addis Ababa is one of the fastest growing cities in Africa. Hosting more than 30 per cent
of the urban population of Ethiopia, it is the dominant political, economic, cultural and

historical city of the country. The 2007 Population Census shows that Addis Ababa has a
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total population of 2,738,248, consisting 1,304,518 men and 1,433,730 women (PCC,
2008). However, other sources such as Yirgalem (2005), Fitsum (2007) and UN-
HABITAT (2008) report that the City’s population has nearly doubled every decade. In
1984 it was 1, 412, 575, in 1994 it was 2,112, 737, and it is currently estimated to be over
4 million. In 2024 it is estimated that the population of Addis Ababa will continue to rise
reaching 12 million (UNHABITAT, 2008). The household size varies from 7.6 to 6.5
persons per household in lower, middle, and higher income families respectively (Benti,

2007).

Its geographic location, combined with its political and socio-economic status has made
Addis Ababa a melting pot of hundreds of thousands of people coming from all corners
of the country in search of employment opportunities and services. This has put
tremendous pressures on the City in terms of poor environmental sanitation (AAEPA,

2006).

Currently, Addis Ababa is divided into ten sub-cities: Addis Ketema, Gulele, Bole,

Kirkos, Nifas Silk Lafto, Akaki Kaliti, Yeka, Kolfe Keraniyo, Arada, and Lideta.
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Figure 3.2: Sub-cities of Addis Ababa (Source: Addis Ababa City Administration, 2011)

Why Addis Ababa?

Four main reasons why | decided to work in Addis Ababa as a study area are:

Q) Addis Ababa is the only prime city of Ethiopia serving not only as the capital of

the country but also as the capital of Africa.

60



(i)

(iii)

(iv)

The environmental health status of the city is one of the worst as compared with
other urban areas in the country (UN-HABITAT, 2008). The amount of waste
generation and improper disposal which has resulted in poor environmental
sanitation is increasing from time to time in Addis Ababa (Enda Ethiopia, 1999).
Though the Federal Government of Ethiopia together with the Addis Ababa City
Government and other development partners have been taking encouraging
measures to mobilize the residents and make Addis Ababa clean and green,
studies done on the city’s environmental sanitation indicate that people have
shown insignificant participation (Zerayakob, 2002; Taddesse, 2004; and
Meheret, 2006).

It is the most populous city. According to the report of CSA (2008) based on the
population census conducted in 2007, Addis Ababa had a population of 2,738,248
among which 1,304,518 were male and 1,433,730 were women. However,
currently the city is estimated to accommodate over 5 million people although the

result of the 2012 Population Census has not been made official yet.

For these reasons, Addis Ababa has been chosen as a research area of the present study.

The Field-Work Sites

So as to conduct the field work and collect the required data, the study is further

delimited to Arada Sub-city which is situated in the inner core of Addis Ababa. Arada

Sub-city includes ten woredas, of which five woredas: Woreda 3, 5, 6, 7 and 9 were

chosen as particular data gathering sites. According to the information obtained from the
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Sub-city’s Information Bureau, Arada Sub-city possesses a total area of 9.91 square
kilometers. According to the 2007 population census, Arada Sub-city had a population of
212,009 among whom 99,392 were men while the remaining 112,617 were female (CSA,
2008). Although the result of the 2012 population census was not been reported until the
time this research was conducted, Arada sub-city is estimated to have more population.
This part of the city was founded together with the establishment of Addis Ababa during
the reign of emperor Menilik Il. Therefore, it is one of the earliest settlements in the city;

it has been the nucleus of the city since the establishment of the city.

Figure 3.3: Woredas in Arada Sub-city (Source: Addis Ababa City Administration, 2011)

Arada Sub-city was chosen as a specific study site because

It is one of the oldest settlements;

It has been considered as a city center for a long period of time;

It is heavily crowded and sanitation is a challenge; and

It is also accessible for the researcher.
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In order to get a cross sectional view of the inhabitants, quantitative survey method was
used focusing on community’s environmental sanitation knowledge, attitudes and
behavioral practices. Purposely selected participants were used for collecting qualitative
data that was analyzed using critical discourse analysis focusing on the nodal discourse of

representation.
3.3.2. Data Collection Methods

The core data for the study are both primary and secondary qualitative data. In addition,

quantitative data were collected from the wider community.
3.3.2.1. Primary Qualitative Data

The primary qualitative data were collected from 31 participants including: seven key
informants, six individual interviewees and eighteen focus group discussants in four
groups. Data were also obtained from observations of environmental health

communication practices.

The key informants included a woreda waste disposal management officer, a woreda
health bureau officer, two city health extension workers (clinical nurses), a woreda health
extension program supervisor, a woreda communication officer, and a woreda
environmental health officer . They were selected based on their positions, duties and
responsibilities in implementing environmental health programs. The individual
interviewees and the focus group participants were recruited from the community with

the help of the city health extension professionals and health officials at each Woreda.
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They were selected purposefully for their being expressive, resourceful and able to

provide rich and varied data on the issue under study.

The interviews with key informants and individuals selected from the community were
tape recorded. Similarly, to ensure full records of what was said while the discussion was
going on, every one’s comments were noted and focus group interviews were video-
recorded with the assistance of a co-researcher. This made the data collection easy for me
as it was possible to concentrate only on the discussions. The focus group interview was
used to generate discourses that were used by the discussants themselves. It is important
as it promotes self-disclosure among discussants and enables to know what people really
know, think and practice. All the interviews were conducted in Amharic language as all

the participants were able to listen to and speak Amharic.

I also used observation as a method of gathering primary qualitative data from
environmental health education sessions. The purpose of observing the health education
sessions was to see how environmental sanitation messages were communicated to

participant learners. | observed four different sessions at four different sites.

The environmental health education sessions were video recorded with the permission of
the health extension professionals who were teaching the participant learners. The
recordings were done with the help of trained assistant researcher. Each session lasted for
half an hour on average. The purpose of video recording was to capture the whole lesson
presentations so that the necessary data would not be missed. While my assistant was

video recording the sessions, | was writing descriptions of the interactions in my own
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words making brief notes. Right after the session was over; | made detailed notes in the
narrative form to provide a deeper insight into the interactions. | tried to check and

compare what | observed with what was video recorded (see Appendix I).

3.3.2.2. Secondary Qualitative Data

Relevant documents in environmental health were identified and reviewed. This includes
key policy documents (e.g. Health Policy (1993), Environmental Policy (1997), and
implementation strategies (e.g. Health Education and Communication Manual (2004),
National Health Communication Strategy (2004), National Sanitation Strategy of
Ethiopia (2004) and City Solid and Liquid Waste Management and Disposal Package

(2008) which is a health education material. The key nodal discourses analyzed are:

Increased awareness and understanding of environmental issues;

Adoption of improved sanitation;

Realization of community empowerment and responsibility;

Promotion of community participation; and

Environmental health communication and promotion.

Out of the twenty-five public messages collected, nine were picked using a lottery

method and analyzed.
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3.3.2.3. Quantitative Data

Quantitative cross-sectional data were collected from the wider community so as to
supplement the core qualitative data. The purpose of collecting quantitative data was to

know the wider community’s knowledge, attitude, and behavioral practices.

The cross-sectional data were collected through the use of a structured survey interview
consisting twenty one close-ended items, organized under four major sections. The first
section deals with the personal information (e.g. age, sex, educational level, occupation,
and residence) of the respondents. Section two aims at exploring the respondents’
knowledge about their participation in environmental health and sanitation while section
three focuses on their attitude. The fourth section deals with the behavioral practices of

the respondents.

The structured survey interview was initially prepared in English language but later on
translated into Amharic and administered in Amharic language. Its translation was done
again with the help of a lecturer who specialized in teaching Amharic and who has rich

experience of translation.

In conducting the survey, five woredas (i.e. Woredas 3, 5, 6, 7, and 9) were selected
randomly using a lottery system from the ten woredas in the Arada sub-city. Once the
woredas were selected, the next task was to identify the sites in each woreda. Each
woreda had varying number of sites ranging from7-9. Also, each site was named after the
health extension professional assigned to work there. According to the information

obtained from the health extension officials, the sites were named after the health
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extension professionals deliberately to identify one site from the other and make the
supervision easy. However, as it was unethical to mention names of the health extension
professionals, the sites were coded as Sitel, Site 2, Site 3, etc. as per an agreement made

with the heads of the health offices in the selected woredas.

All in all, ten sites, two from each woreda were randomly picked by employing the same
procedures used in the selection of the five woredas, i.e. a lottery system. Then, to
identify the households in each site, systemic sampling was used. 50 households were
picked from each site by taking every tenth household from the master list. The number
of households in each site was 500. Totally, 500 households were identified to make up
the sampling frame. Such a wider sampling frame was taken thinking that people in some
of the selected households might not be available or might not be willing to respond to

the interview.

Within the wider sampling frame of the households, it was possible for the interviewers
to reach twenty-five respondents from each site. That constituted a total number of 250

respondents for the intended structured survey interview.
3.3.3. Developing, Piloting and Conducting the Survey Interview

During the proposal writing, tentative structured survey interview questionnaire was
prepared based on the related literature, and with the consultation of my research
supervisor. Taking the feedback and comments from the proposal defense into account,

it was further improved and piloted with forty eight randomly selected respondents in 25
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households in woreda 3, Gulele sub-city, Addis Ababa. The pilot study was conducted

from February to April 2011.

The improved survey interview questions were then developed considering the
constructive comments | received from my examiners and immediate supervisor during
the pilot study report. The structured survey interview questions were again pre-tested
with 20 randomly taken respondents, four from each selected Woreda where the pilot

study was conducted.

The final version of the survery interview questions for collecting data for the main study
was checked for reliability and validity. Statistical Package for Social Sciences (SPSS)
version 20.0 for windows was used. A Cronbach Alpha coefficient of 0.872 was
computed. Some items (for example, items 7 and 19) were rephrased and the 0.985 of
scale of Cronbach Alpha coefficient was obtained. This shows very good internal

consistency of the items (Pallant, 2007).

To ensure the content validity of the items, the structured survey interview questions
were reviewed for content and clarity by my research supervisor, two professors who
have rich experiences in research work at Addis Ababa University and a PhD researcher
in Applied Linguistics and Communication. The items were found to cover the key areas

of environmental health.

At last, the structured survey interview was carried out with 250 respondents with the
assistance of a supervisor and ten interviewers (two from each site). The supervisor and

the interviewers were recruited from the selected research sites considering their
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experiences in conducting similar survey interview for local as well as international
NGOs. They all completed 12" grade and had relatively good communication skills. The
members of the survey interview team knew the residences of the respondents as they
were living in the same area. This made the data collecting task relatively easier. The
supervisor had an experience of supervising such a team in a field and was available for

full survey time period.

So as to make the interviewers successful in conducting the survey interview and
generating the desired data, the team members were given a half-day orientation. The
orientation focused on the objectives and contents of the structured survey interview,
supervisor’s duties, interviewers’ roles and responsibilities, interview techniques, among
other things. After the half-day orientation, they were made to rehearse the interview in
pairs so that they could develop a general understanding of the whole interviewing

process.

Before the survey interview team went to the sites they were assigned to, they were each
given the list of 50 selected households. They were also instructed to go to each
household and ensure their willingness to be interviewed. Ensuring the willingness of the
respondents was necessary for ethical consideration and for increasing the reliability of
the information. It was also necessary to check if all the residents knew Amharic
language as the language used in the interview was Amharic. Finally, they were advised

to be modest and establish a good rapport.
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The supervisor had the responsibility to visit the interviewers frequently and monitor how
they were doing their interview. He was always around to assist the interviewers in case
they encountered problems. The interviewers had a short meeting with their supervisor
every other day so that they could exchange information and could plan their next day’s
job. The supervisor in turn had to report the progress of the survey interview every three
days to me. Once in a week | had a meeting with all the members of the survey interview
team. In this way, the cross-sectional data were collected through seven weeks time (i.e.

from 10 January to 30 February, 2012).
3.3.4. Data Collection Process

The data collection process was carried out with the assistance of a qualified person, a

note-taker and a video camera person.

The key informant interviews were conducted in the respective participant’s office while
the in-depth interviews were conducted at the participants’ own residences. The focus
group interviews were carried out in halls and in Idir* offices, while data from the
environmental health education sessions were collected from field sites where the lessons

were conducted.

Before collecting data, attempts were made to create good rapport with the participants,
and all helpful arrangements were made. For example, the participants were approached

and informed about the purpose of the research.

* Idir is a civic association established by people who live in a certain area to provide financial and material

support when a member of idir or a family member passes away.
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3.3.5. Data Processing and Analysis

The process of data analysis involved organizing and preparing the data for analysis. The
purpose of processing data was “to ensure the data are ‘clean’, i.e. free from

inconsistencies and incompleteness (Kumar, 1999).
3.3.5.1 Analysis of Statistical Data

The data from the survey interview were first coded for quantitative and categorical
variables. Then, the data were entered into SPSS version 20.0 involving creating the data
file, defining coding frames and keying in the data. The open ended quantitative data
were condensed and grouped into common categories and entered to an SPSS 20.0
version for analysis. Finally, the analysis was done using descriptive statistics (i.e.

frequency and percentage).
3.3.5.2 Analysis of Qualitative Data

The primary qualitative data processing and analysis involved as suggested by Creswell
(2003): transcribing interviews, typing up field notes, sorting and arranging the data into
themes.The process started while 1 was in the field collecting data. Each day after the
interviews, | wrote my field notes in detail and listened to the recordings to familiarize

myself with all the voices and ensure that they were all well recorded (audible).

After data generation, | started the process of transcribing the recordings. | carefully
listened to the interviews and typed the responses verbatim. | did not include

interruptions, pauses, repetitions, and other verbal sounds for they were beyond the scope
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of my research. I only concentrated on the discourses (words), sometimes phrases,

sentences, or even paragraphs.

I read each transcript carefully by replaying the tapes or videos to verify the transcripts.
This process was repeated several times as each time | discovered that | had missed a few

words and some statements were not clear.

The next stage involved careful reading of the transcripts and field notes several times, a
process of familiarizing myself with the data. |1 used the data coding system and the
coding was done manually. All the research participants were allocated codes. Codes
were initially a combination of letters and numbers, for example, [KI-2] to mean Key

Informant 2.

After re-reading data carefully, that is, field notes, documents and transcriptions, |
grouped all data according to the questions and follow up questions. | then read through
the data carefully several times. Coding, re-coding, replacing, shifting and transcribing
data from one theme to another characterized the focus of analysis. A careful reading of
the data led to re-grouping of thematic categories by using text analysis to identify theme
represented. | also read through the field notes jotting down what seemed on the surface
to be relevant for sorting the data. Throughout this process | ensured “that the categories
should have some relationship with the research questions not simply be random words

that seem to occur with some regular frequency” (Berg, 2004:285).

Another careful reading led to further refinement of thematic categories. The main

criteria guiding the refinement of the categories were the research questions and the
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common discourses emerging. Once the categories were refined, | sorted the data
accordingly, color coding for easy differentiation. This, according to Newman (2000)

helped me to see the emerging themes.

After most of the data had been categorized and described into six major themes, i.e.
(knowledge of the concept of environment, knowledge of environmental sanitation,
knowledge of principles of participation, participants’ attitude, participants’ beliefs, and
participants’ behavioral practices), | began the process of interpreting and explaining
them by making a reference to the literature review where appropriate. This led to a
mapping out of the patterns in the data in relation to their underpinning assumptions. This
also necessitated further reference to the research questions to verify the relevance of

data.

Data from key documents were also examined. For example, each document was re-
visited again and again to see how the environmental health discourses are structured,
articulated together, and their rhetorical move. The aim of describing language use as
rhetorical is to identify the positions and arguments being addressed in the key
documents and also to see the political commitment of the Government towards the

operationalization of the discourse- community participation.

3.3.6. Ethical Considerations

In the current study, some ethical considerations have been made in order to protect the
rights and values of the study participants. All ethical questions were addressed and

observed before and during data generation and collection ‘by seeking subject’s
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agreement to be interviewed and quoted (Gough, 2003:3). Participants were briefed about
the purpose of the study and their rights as participants in the study before data collection.
This was done to ensure that there was an informed consent, free choice to take part and
to place some form of responsibility with participants with regard to what answers they

would be giving (Cohen & Manion, 2000).

I avoided violation of privacy by acting with the necessary sensitivity where privacy of
subjects is relevant and by respecting anonymity and confidentiality of the information
provided on or by respondents. However, there were incidents where interview
participants felt that their names or what they were saying needed protection and
confidentiality. | paid particular attention when probing ‘sensitive and personal
information from subjects’ (De Vos et al. 1998: 25) to avoid exposing respondents to the

possibility of emotional harm.

Ethical consideration was also made during the administration of survey interview. I
oriented interviewers about the purpose of the survey interview that they had to explain to
respondents. | told them that respondent could even remain anonymous if they wish. This
was done to allow the respondents to freely provide information and also to give them
informed consent. In the final analysis and write up of this study, the real names of the
participants have been removed from the text for ethical reasons. Instead, codes were
used in reporting the information so as to protect the identities of the participants. To
explain further, 1 made clear to the participants that the information they gave would be
kept confidential. | told them that their identities would not be disclosed to anyone and

would be kept hidden by using codes (e.g. KI-2 to refer to Environmental Health
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Supervisor) in the reporting. Moreover, all the participants involved in the study were
first requested for their oral consent, and their informed consents were obtained before
any attempt to collect data was made. All these allowed the participants to feel at ease

and give information in confidence.
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CHAPTER FOUR

DATA AND ANALYSIS

4.0. Introduction

In this Chapter, | have presented the detailed analysis of the data and the findings of my
research. During the analysis to the findings, | identified three contexts that are relevant
to the study of environmental health communication, particularly environmental
sanitation discourses on community participation. First, 1 analyzed policy and strategy
documents that currently guide the environmental health communication and promotion
activities in Ethiopia. These documents are intended to demonstrate the Government’s
intensions, assumptions and political commitments with regard to environmental health
programs. After identifying the policy discourses or political discourses as Fairclough
(2003) calls them, | analyzed environmental health communication resources, health
promotional messages and communication practices which are developed to facilitate the
enactment and realization of the policy discourses. These resources which were produced
by the Federal Ministry of Health and its development partners about environmental
health have a role in establishing knowledge and skills about the causes and prevention of
environmental sanitation problems. In other words, the environmental health education
materials in conjunction with the actual communication and promotion practices are
targeted at developing positive sanitary behaviors among the beneficiary communities.
Finally, I examined some of the practicalities associated with community participation in

environmental sanitation activities in relation with the policy and communication
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discourses that | explored in the policy and strategy documents and in the health
education resources. | explained the practicalities by examining the community’s
knowledge, attitudes and behavioral practices through my participants’ narratives about
their experiences and ability to negotiate their responsibilities in environmental

sanitation.

4.1. Policies and Strategies Governing Environmental Health

Communication
The Federal Democratic Government of Ethiopia and the regional states have been
formulating sectoral and cross sectoral policies and strategies aimed at improving the
public health - a key to the socioeconomic developments of the country. Among these
policies and strategies, four national and one regional document which are particularly
relevant to the purpose of this research were picked and analyzed. The structure and
contents of these policy and strategy documents were analyzed to explore the key
environmental health discourses and representations, and to examine how ‘community
participation’ is constructed in them. In doing so, the section begins with a brief overview
of the selected documents and is intended to provide a context for the foregoing analysis.

It then continues with the constructs of environmental health.
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4.1.1. An Overview of the Selected Policy and Strategy Documents

Table 4.1. Desk Review of Selected Policy and Strategy Documents

No Document Producer Year Language
Produced

1 | National Health Policy Transitional Government of Ethiopia 1993 Ambharic and English

2 | Environmental Policy of Ethiopia, | FederalDemocratic Government of Ethiopia 1997 English

3 | National Sanitation Strategy for | Ministry of Health, Federal Democratic 2005 English
Ethiopia Republic of Ethiopia

4 | Solid Waste Management | House of Representatives, Federal 2007 Amharic and English
Proclamation No, 513/2007 Democratic Republic of Ethiopia

5. | Waste Management, Collection | Addis Ababa City Government 2009 Ambharic

and Disposal Regulation
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4.1.1.1. The National Health Policy

Ethiopia had no enunciated health policy up to the fifties. Towards the end of the
Imperial period a comprehensive Health Service Policy was adopted through initiatives
from the World Health Organization. The Dergue’ regime that came to power in the mid
seventies also formulated a more elaborated health policy that gave emphasis to disease
prevention and control, priority to rural areas in health service and promotion of self-
reliance and community involvement. But in both of the previous regimes, there was no
meeting ground between declaration of intent and demonstrable performance (TGoOE,
1993). Particularly, “the totalitarian political system (of the Dergue regime) lacked the
commitment to address and maintain active popular participation in translating the
formulated policies into action” (lbid .22). Therefore, the present Health Policy of
Ethiopia was formulated in 1993 by the then Transitional Government of Ethiopia® (Ibid.
22) to fill in this gap. The document indicates its point of departure stating, “The Health
Policy of the Transitional Government of Ethiopia is the result of a critical examination
of the nature, magnitude and root causes of the prevailing health problems of the country
and awareness of newly emerging health problems” (lbid., 22). It is also noted that the

Health Policy is “founded on commitment to democracy and the rights and powers of the

> Durgue was the military government of Ethiopia which came to power following the Imperial regime.

® Transitional Government of Ethiopia was established by the Ethiopian Peoples’ Revolutionary
Democratic Front who overthrew the Durgue regime came into power in May, 1991. After two years it
evolved into the present Federal Democratic Government of Ethiopia. The existing national Health Policy
of Ethiopia was formulated by the then Transitional Government and remains not revised for about 21

years.
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people ... it proposes realistic goals and the means to achieve them based on the
fundamental principles that health, constituting physical, mental and social well-being,

for the enjoyment of life and for optimal productivity (lbid.,:23).

The Policy further explains that the Ethiopian Government accords health a prominent
place in its order of priorities and is committed to the attainment of the goals utilizing all
accessible internal and external resources. It also says, “In particular, the Government
fully appreciates the decisive role of popular participation and the development of self-
reliance in these endeavors and is therefore, determined to create the requisite social and
political conditions conducive to their realization” (p.23). Generally, in this Policy, health
development is considered “not only in humanitarian terms but also as an essential
component of the package of social and economic development as well as being an
instrument for social justice and equity” (p.24). The key discourses are further explored

in Sections 5.1.2 and 5.1.3 below.
4.1.1.2. Environmental Policy of Ethiopia (EPE)

In Ethiopia, balancing poverty and socioeconomic needs with environmental concerns
has created very pressing problems. Although environmental sustainability is recognized
in the Constitution and in the national economic policy and strategy as a key prerequisite
for lasting success, there was no overall comprehensive formulation of cross-sectoral and
sectoral issues into a policy framework on natural resources and the environment to
harmonize these broad directions and guide the sustainable development, use and

management of the natural resources and the environment (FDGE, 1997). Therefore,
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taking the current stage of the country's political and policy development into account,
through Proclamation No. 9/1995, the Ethiopian Environmental Protection Authority
(EPA) came up with the Environmental Policy of Ethiopia, as well as legal and

regulatory reforms to manage its environmental and natural resources.

Written in the document, “the first comprehensive statements of Environmental Policy
for the Federal Democratic Republic of Ethiopia were approved by the Council of
Ministers in April 1997 to counteract the short term results of economic and technical
policies of the past and to meet the needs of present and future generations”(FDGE,
1997:2). The need to develop this Environmental Policy was rooted in the natural
resource and environmental problems that the country has faced. However,
environmental sanitation problem is worth noting for this research. For example, the
Policy reports that about 31 per cent of households in Addis Ababa have no sanitation
facilities, while in other urban areas the proportion is about 48 per cent. The serious
deficiencies in sanitation services and the inadequacy of sewerage infrastructure and
random defecation in urban areas have created dangerous health and environmental
problems. Rivers and streams in the vicinity of Addis Ababa and other large urban
centers have become open sewers and are one of the main sources of infections resulting

in diarrhea and other diseases (FDGE, 1997:2).

The overall policy goal of the Environmental Policy of Ethiopian is,

To improve and enhance the health and quality of life of all Ethiopians
and to promote sustainable social and economic development through the
sound management and use of natural, human-made and cultural resources
and the environment as a whole so as to meet the needs of the present
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generation without compromising the ability of future generations to meet
their own needs (FDGE, 1997:3).

Among the nineteen key guiding principles of EPE, the following are found worth

mentioning to the present research:

- Every person has the right to live in a healthy environment;

- Sustainable environmental conditions and economic production systems are
impossible in the absence of peace and personal security. This shall be assured
through the acquisition of power by communities to make their own decisions on
matters that affect their lives and environment;

- Conditions shall be created that will support community and individual resource
users to sustainably manage their own environment and resources;

- Regular and accurate assessment and monitoring of environmental conditions
shall be undertaken and the information widely disseminated within the
population;

- Increased awareness and understanding of environmental and resource issues
shall be promoted by policy makers, by government officials and by the
population, and the adoption of a "conservation culture” in environmental matters

among all levels of society shall be encouraged (pp.4-6).

The overall all goal of the Environmental Policy is further elaborated in its sectoral
environmental policies. However, the Human Settlement, Urban Environment and

Environmental Health Policies are particularly worth noting to the purpose of this
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research. Among the policy statements articulated in this section the following evidence

has this link:

e To incorporate rural - urban migration, human settlement and environmental
health concerns into development activities’,

e To integrate harmoniously, human-produced and natural elements in the
development and management of urban areas

e To ensure that improved environmental sanitation be placed highest on the federal
and regional agendas for achieving sustainable urban development;

e To promote the construction by individual families of their own houses and create
conducive conditions for communities and individual families to make
improvements to their immediate habitats as well as to provide human and
domestic waste disposal facilities;

e To ensure that housing and sanitation technologies and regulatory standards are
set at a level and cost that are within reach of the users and flexible enough to be
adaptable to the very varied socio-economic, epidemiological, climatic and
physical site conditions which are found in urban areas;

e To give priority to waste collection services and to its safe disposal show the

seriousness of urban environmental sanitation problems (FDGE, 1997:14-15).

Nevertheless, the conceptual framework of the Environmental Policy of Ethiopia appears
too general. It is not systematically formulated to meet the strategic management process.
In its strategic objectives stated above, the Policy does not include strategies for rigorous

implementation, monitoring, or evaluation. In addition, the implementation of its
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functions is hindered by the lack of institutional frameworks. The capacity to initiate and
sustain change and mobilize adequate resources linking activities effectively among
sectors is hardly visible. Moreover, the mission of the Environmental Policy should have
been designed to raise the awareness and empowerment of the Ethiopian people to use
environmentally sound technology and the best practices in order to achieve sustainable
development. To say it differently, EPE should include environmental health education,
communication and promotion among its priorities. Such lacks otherwise can have
negative implications to the realization of its imagined goal. i.e. cleaner and healthier

environment.

4.1.1.3. The National Hygiene and Sanitation Strategy for Ethiopia

(NHSSE)

The National Hygiene and Sanitation Strategy for Ethiopia (NHSSE) was developed in
2005 by the Ministry of Health, Federal Democratic Republic of Ethiopia. It was
developed to complement the existing Health Policy and the National Water Sector
Strategy (developed by the Ministry of Water Resources) in placing greater emphasis on
‘on-site’ hygiene and sanitation. The primary focus is on blocking faeces from entering
the living environment through the safe management of faeces.... The vision of this
National Strategy for Improved Hygiene and Sanitation is “100% adoption of improved
(household and institutional) sanitation and hygiene by each community which will
contribute to better health, a safer, cleaner environment, and the socio-economic
development of the country” (MoH, 2005:5). The following are prerequisite conditions

the Strategy points out for successful attainment of its vision:
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Getting consensus that the current limited and inappropriate access to sanitation
and hygiene is a problem;

Ensuring dedicated political commitment, support and action;

Achieving accountability through ‘minimum’ performance contractual
agreements at all levels;

Allowing for minimum contact time of health extension workers (guidance and
health education) with households;

Realizing community empowerment and responsibility through using viable local
solutions; and

Implementing effective supportive supervision and monitoring processes which

are linked to performance contractual agreements (p. 5).

In line with these prerequisite conditions, the NHSSE also identifies its three Strategic

Pillars:

An enabling framework to support and facilitate an accelerated scaling-up through
policy consensus, legislation, political commitment, intersectoral co-operation,
partnership, capacity building linked to performance contractual agreements,
supportive supervision, research and monitoring.

Sanitation and hygiene promotion through participatory learning, advocacy,
communication, social marketing, incentives or sanctions to create demand and

forge behavior change.
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- Improved access to strengthen the supply of sanitation through appropriate
technology solutions, product and project development, and support to local

producers and artisans (p.5).

The underpinning reason for the formulation and implementation of the NHSSE is that
“60 to 80 per cent of the disease burden in the country is related to poor environmental
sanitation” (p. 5). Among the expected outcomes of the Strategy are, therefore, in terms
of health, diarrhea prevention, mortality decreased, curative care reduced and nutrition
improved. In terms of socio-economic, it imagines fitter work force, less time caring for
the sick, and less money consumed treating sickness, and social privacy, dignity, safety

and a cleaner environment.

4.1.1.4. Solid Waste Management Proclamation, No. 513/2007

The Solid Waste Management Proclamation, N0.513/2007 was adopted by the House of
Representatives of the Federal Democratic Republic of Ethiopia in 2007. Its objective is
“to enhance at all levels capacities to prevent the possible adverse impacts while creating

economically and socially beneficial assets of solid waste” (p.3525).

The Proclamation begins by referring to the key role of community participation in solid
waste management activities. It states, “WHEREAS, it is essential to promote community
participation in order to prevent the adverse effects and to enhance the benefits resulting
from solid waste” (p. 3524). It also adds, “WHEREAS, solid waste management action
plans designed by, and implemented at the lowest administrative units of urban

administrations can ensure community participation” (p. 3524). It then pronounces solid
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waste collection, transportation and disposal as nodal discourses. Within these nodal
discourses: manufacturing and importing of glass containers, tin cans, plastic bags and
used tires; management of household solid wastes from residential areas, food related
solid wastes from industries and restaurants, and construction debris and demolition
wastes; and construction and auditing of solid waste disposal sites are the major concerns

of the Proclamation.

So as to address these environmental sanitation problems, it further specifies the roles,
duties, and responsibilities of urban administrations, regional states and communities at
large. For example, it is noted, “Urban Administrations shall ensure the participation of
the lowest administrative levels and their respective local communities in designing and
implementing their respective solid waste management plans” (p.3526). It is also stated,
“The head of each household shall ensure that recyclable solid wastes are segregated
from those that are destined for final disposal and are taken to the collection site
designated for such wastes” (p. 3528). Moreover, the Proclamation underscores, “It is
prohibited to dispose of litter on streets, waterways, parks, bus stops, train stations, sport
fields, water bodies in urban areas or in other public places while litter bins are available”

(p. 3528).

The Solid Waste Management Proclamation, N0.513/2007 is generally intended as one
implementation tool to the Environmental Policy of Ethiopia and other sectoral policies
and strategies of environment and health. The demonic modality ‘shall” which is
deployed throughout the statements of the Proclamation emphasizes necessities. This

modality with the frequently used expression ‘It is prohibited...” also indicate obligations
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— the dos and not to dos of the stakeholders in the solid waste management activities.
Further, these predominantly used expressions reflect the power relationship between the
authors and the representations, in this case, the Federal Democratic Government of
Ethiopia and urban administrations, among urban administrations at various levels, and
urban administrations and communities. They also demonstrate the usual top-down flow
of messages. On the other hand, this Proclamation does not incorporate any strategic
means, especially to develop positive sanitary behavioral practices among communities

that would enable them to act accordingly.

4.1.1.5. Addis Ababa City Government Solid Waste Management,
Collection and Disposal Regulation

The Addis Ababa City Government Solid Waste Management, Collection and Disposal
Regulation was formulated in 2009. It can be taken as an extension of the Solid Waste
Management Proclamation, No. 513/2007 by the Federal Government of Ethiopia. The
objective of this Regulation is to address the problems in the solid waste management,
collection and disposal services that have been provided by private sanitation enterprises
and micro and small sanitation associations, and thereby accomplish effective job that

can improve the overall sanitation of Addis Ababa city (p.1).

9977 (1A 05T AINTINT (R, LCEPT NTPPIGT AINAS
oL T 20Nt APTOM NAD- PLLP $AN ALLH ANANG AD D1
POLAIP®T CTFUACT ACINVTINAS oMk LA 4 NTTNS D7
entoIPT 68  av-A- Nao-A- PTRAA 1@~

[Alama: begil yetsidat agelgilot sechi dirizitoch betigaginina anestegna
yetsidat mahiberat eyetesete balew yedereq qoshasha ayayaz asebasebina
awegaged yemitayewen chigeroch lemastekakelina wutet yalew sira
bemakenawen yeketemawan tsidant mulu bemulu mashashal naw]
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As stated in the document, the establishment of this Regulation is necessary because:

Solid wastes are disposed illegally and there is no proper waste
management and disposal system because of which the City’s sanitation
cannot be improved as intended;

V1 @T NP7 g G4 CAATINN aoMA-G I, PPAA AL LCHSG
Am 1L 2CY9T MAaoSS. entoIP 85T FmNP@F @M LAan)
Nao Py -

[hige wot behone melku goshasha yalagibab metaluna tegebi yeqoshasha
ayayazina awegaged sirat balemenoru yeketemawa tsedat yetetebegewin
wutet yalameta bemehonu]

There is no timely collection of solid waste and piles of waste are
scattered everywhere;

Ctmé-bao LLP FA0 NOPE ANao1NES NCANIN@ HHLACH
Nao 7k :

[yeteteragem dereq qoshasha beweqitu alemenesatuna beyakababiw
tezerekeriko bemegegnetu]

The time for the provision of solid waste collection and disposal services
IS not suitable;

PLLP FAN ANNANG AD.D1L CAIANDNT AONT LH®- 9°F NAao P ¢

[yedereq goshasha asebasebina awegaged yagelgilot asetat gizew michu
balemehonu]

The participation of all bodies in the City’s sanitation activities is low;
Nh-H21m- P05 T AN T £24-PF CU-A-9° WA A6 01710
[yeketemaw yetsidat agelgilot sirawoch yehulum akalat tesatifo bemanesu]

There is no a system to decrease waste from its source and to segregate
wastes, and this resulted in high cost;

$447 h9°7es  CoodiING  N9GLYT ALT  PoNNPor T CoHT
NAavG4.G &S PATAINT Ok, N°70hTh--

[goshashan keminichu yemekenesina bayinet leyito yemasgemet siriat
balemenoruna kefitegna yagelgilot wechi bemasketelu]

The Regulation pronounces the following solid waste management discourses:
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Proper handling of solid waste; (B&% ®iiy NaMiE anmPH)- [dereq qoshashan
bagibabu silemeyaz]

Disposal of solid waste at prohibited places; (R&#® @&y UQ-téhd LFPTF mmp
anmpnht)- [derek goshashan baltefeqedu botawoch metal silemekelkelu]
Reducing and recycling solid waste; (B&® $&d"T mpyaG mah mmeyt)- [derek
goshashan megenesina meliso metegem]

Utilization and handling of solid waste bins and containers; (hM&L® e
Mmdh™E  AaRPTE  TIRPT ampeyG a¥¥H)-  [sile dereq qoshasha
materagemiya igawochna gendawoch ateqagemina ayayaz]

Transportation and conditions of vehicles of solid waste; (an&éd® HREGFPT
WAFHE  PMAFY tAhGhePT  U-R3)-  [sile dereq goshashwoch magugaza
teshikerkariwoch huneta]

Handling and disposal of wastes that emanate from animals; (hi"riat
Tyt RAAPT YUY aml11%)- [ke ensesat silemimenechut goshashawoch
ayayazena awegaged]

Management and disposal of decayed wastes; (afltllf HAPT aL¥HE aml1L)-
[sile bisibash goshashawoch ayayazena awegaged]

Management and disposal of constructions and demolition waste; (i ‘711
meyt EGhdd AW AYPHY am]11%)- [sile genebata weyim firsesrash goshash
awegaged]

Management and disposal of special wastes; (AMN¢ ®#AH HLYHT am]l1L)-

[sileliyou koshasha awegaged]
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v' Management and disposal of hazardous wastes; (iMa21% ®dd a2¥HY am]11%)-
[sele adegegna goshasha awegaged]

v Burning solid waste (NA®## "™$m¥)- [sele qoshasha makateya]

As in the Federal Government’s Solid Waste Management Proclamation, No. 513/2007,
this Regulation also emphasizes power relationships among the authors, implementers
and the public. It mainly focuses on the duties, responsibilities and obligations of city
administrative units and dwellers regarding solid waste collection and disposal. This has

been evidenced through the modalities used in the following example statements.

The residents of the city are resposible to clean and safegurd their
environment by arranging and participating in volunty sanitation day and
other ways (p.3).

P9l 1PLPT WVIR@ (oA AS0 AN P07 4.PL7%0T POST
+7 N7, MAATI® CHALE DAFT Noaomebd® AhON7 P27051TG
Pao7hnNl ALY T hAOTFar

[yeketemaw newariwoch beyegizew bemela adis ababa yebegofegadegnenet
yetsedaet gen bemaderegena belelochem yeteleyayou seletoch bemetegem
akababin yematsedatena yemenkebakeb halafinet alebachew]

Any person or organization is prohibited from improper handling and scattering waste

from his/her home or organization (p. 4).

MEO9 (@ 0L I hovFLf Nk @RI h&CEE
PL.oM®-7 40 0200 AdavfH ®L9° W'HLACh avfH P-+hAhA
1

[manegnawem sew weyem tequwam kemenoreya betu weyem kederejitu
yemiwotawen qoshasha bagebabu alemeyaz weyem azerekereko meyaz
yetekelekele new]

Every person must pay for the sanitation service s/he is provided (p. 4).

T O9° W@ ATLETTO CO%T WINTAT NGE Pavd.09° 1L hdNT::
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[manegnawem sew lemiyagegnew yetsedat agelgilot kifeya yemefetsem
gedeta alebet]

Another worth noting point regarding this regional Solid Waste Management Regulation
is that it also lacks the strategic means, i.e. education, communication and promotion
which can help raise the peoples’ awareness about solid waste management and enable

them act accordingly.

4.1.2. Discourses of Intents

The above overview of the selected documents reveals that the Ethiopian Government
has consistently been promoting the discourse ‘cleaner and healthier environment’ as an
imagined goal of its health-related programs, and as a lasting strategic means to
sustainable socioeconomic developments. This section examines how the documents
under review use particular terms to articulate this policy discourse the vision and
mission, or objective and strategy statements that reflect the Government’s political
intentions, assumptions and commitments. Examining the key terms would help to
construct an understanding of environmental health and to postulate how these terms
contribute to the textual (re)production or suppression of the ideological discourse of ‘the

right to live in a healthy environment’.

To begin with the National Health Policy, in its Preamble, the expressions: “critical
examination of the nature, magnitude and root causes of the prevailing health problems’,
‘commitment to democracy and the rights and powers of the people’, suggest the
Governments’ intention to address the health problems of the people of Ethiopia.

Moreover, the phrases: accords appropriate emphasis’, ‘proposes realistic goals’, accords
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health a prominent place’ and ‘determined to create the requisite social and political
conditions’ reinforces the Government’s commitment. The reference to the global
definition of health, that is, “the fundamental principles that health, constituting physical,
mental and social well-being, for the enjoyment of life and for optimal productivity” also
implies that the Ethiopian Government is keen to international instruments. It reflects the
global discourses: ‘everyone has the right to health” and ‘everyone has the right to live
in a healthy environment’. This may emanate from the power relationship between the

Ethiopian Government and the international organizations such as the UN and WHO.

The Governments’ political intention and commitment is further demonstrated in the
remaining sections of the National Health Policy. For example, in its General Policy
section, it includes, “Development of the preventive and promotive components of health
care” (p. 24). Again, “Emphasis shall be given to: the control of communicable diseases
....and poor living conditions, and the development of environmental health” (p.26) is

among the Priorities of the Policy.

In its General Strategies section, the National Health Policy also states, that intersectoral

collaboration shall be emphasized particularly in:

e accelerating the provision of safe and adequate water for urban and rural
population; and
e developing safe disposal of human, household, agricultural and industrial waste,

and encouragement of recycling”
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e Promotive and preventive activities shall address prevention of environmental

pollution with hazardous chemical wastes (pp. 28-29).

In these statements, the phrases : ‘preventive components of health care’, ‘control of
communicable diseases’, ‘provision of safe and adequate water’, *safe disposal of waste’
and ‘prevention of environmental pollution’ reflect that the Government has given due
attention to the environmental health problems in general, and environmental sanitation
problems in particular. By the same token, the terms, ‘accelerating’ and ‘developing’ and
the modalities ‘shall be emphasized” and ‘shall address’ imply that the Government has

considered health development as essential and obligatory.

The overall goal of the Environmental Policy of Ethiopia is Congruent with the objective
and strategic statements of the National Health Policy. It says “to improve and enhance
the health and quality of life of all Ethiopians and to promote sustainable social and
economic development through the sound management and use of natural, human-made
and cultural resources and the environment as a whole so as to meet the needs of the
present generation without compromising the ability of future generations to meet their
own needs” ( FDGE, 1997:3). Among the listed specific objectives of the EPE, “Improve
the environment of human settlements to satisfy the physical, social, economic, cultural
and other needs of their inhabitants on a sustainable basis” and “Prevent the pollution of
land, air and water in the most cost-effective way” are relevant to this research. These
objective statements depict the Governments’ policy assumption through the dialectical
relationship (i.e. as strategic goals and strategic means) among the key discourses:

improved health and quality of life, sustainable social and economic development, sound
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management of social, human, cultural and environmental resources, and meeting the

needs of the generations. Moreover, the key discourses pronounced in the guiding

principles of the EPE: ‘the right to live in a healthy environment’, ‘communities’

decision-making power on matters affecting their lives and environment’, ‘communities’

management of their own environment and resources’, ‘information dissemination within

the population” and ‘increased awareness and understanding of environmental and

resource issues’ are consistent with the key discourses of the Health Policy.

In the Human Settlement, Urban Environment and Environmental Health policy

statements, the phrases:

incorporate environmental health concerns into development activities;

integrate harmoniously, human-produced and natural elements in the development

and management of urban areas;

ensure that improved environmental sanitation be placed highest on agendas for

achieving sustainable urban development;

create conducive conditions for communities and individual families... to provide

human and domestic waste disposal facilities;

ensure that housing and sanitation technologies and regulatory standards are set
. adaptable to the very varied socio-economic, epidemiological, climatic and

physical site conditions; and

give priority to waste collection services and to its safe disposal suggest the

seriousness of urban environmental sanitation problems and also imply the

emphasis given to address the problems.
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The analysis of the policy discourses in the remaining documents also shows similar key
discourses being promoted with regard to environmental health as a precondition for
improved public health and for lasting socioeconomic developments of the nation. For
instance, as mentioned above, the vision of the National Hygiene and Sanitation Strategy
is “100% adoption of improved (household and institutional) sanitation and hygiene by
each community which will contribute to better health, a safer, cleaner environment, and
the socio-economic development of the country” (MoH, 2005:5). “The case for 100%
sanitized households and consequently villages have its roots in terms of ensuring
maximum public and private health benefit. It is also a strong political statement designed
to elevate the status of sanitation to achieve parity with other development imperatives. It
represents an important paradigm shift from a long-standing curative focus to one of

prevention” (pp. 10-11).

The Federal Solid Waste Management Proclamation No. 513/2007 aims “to enhance at
all levels capacities to prevent the possible adverse impacts while creating economically
and socially beneficial assets of solid waste” (p.3525). Similarly, the objective of the
Addis Ababa City Government Solid Waste Management Regulation is “to address the
problems in the solid waste management, collection and disposal services that have been
provided by private sanitation enterprises and micro and small sanitation associations,
and thereby accomplish effective job that can improve the overall sanitation of Addis

Ababa city” (2009:1).

In short, while the National Health Policy provides the foundation, the other four

documents are developed as implementation tools. They all promote shared goals,
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objectives and roles with regard to improved environmental health in general and
environmental sanitation in particular. The analysis indicates that the issue of ‘cleaner
and healthier environment’ is recognized as a precursor to eradicate poverty. Although
there is some variance in emphasis, the policy discourses converge around overall
environmental health goals which emphasize sanitation and hygiene promotion as key
interventions to prevent disease, protect the environment and enhance socio-economic

development.

4.1.3. Community Participation for Sustainable Environmental

Health

A further analysis of the objective and strategy statements of the selected documents
revealed that community participation is consistently considered not only as a strategic
goal, but also as a strategic means of creating partnership and collective responsibility
which is decisive for environmental health program implementation. For instance, the
National Health Policy states, “In particular the government fully appreciates the decisive
role of popular participation and the development of self-reliance in these endeavors and
is therefore determined to create the requisite social and political conditions conducive to
their realization” (p. 23). It also lists, “Promotion of attitudes and practices conducive to
the strengthening of national self-reliance in health development by mobilizing and
maximally utilizing internal and external resources” (p.25) as its policy priority. In
addition, “Democratization within the system shall be implemented by establishing health
councils with strong community representation at all levels and health committees at

grass-root levels to participate in identifying major health problems, budgeting, planning,
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implementation, monitoring and evaluating health activities” (p.28) is articulated among

the General Strategies of the Policy.

In the other selected and analyzed documents too, as they build on the National Health
Policy, community participation is taken as a critical element. The Environmental Policy
of Ethiopia, for example, throughout its most of policy statements, specifies community
participation. “Ensuring the empowerment and participation of the people and their
organizations at all levels in environmental management activities” (p. 4) is one of its

specific policy objectives.

In its Sectoral Environmental Policies section, “To bring about a sound partnership
between the government and communities in the development of an integrated sanitation
delivery system, and to foster the supplementary role of NGOs” (P.14) is included among
Human Settlement, Urban Environment and Environmental Health Policies. Again, in the
Cross-sectoral Environmental Policies section, “To ensure that all phases of
environmental and resource development and management, from project conception to
planning and implementation to monitoring and evaluation are undertaken based on the
decisions of the resource users and managers” (pp. 19-20), and “To develop effective
methods of popular participation in the planning and implementation of environmental
and resource use and management projects and programs” (p.20) are of the Community
Participation and the Environment policies. Furthermore, in the Policy Implementation
section: one of the Institutional Framework, Responsibilities and Mandates Policies is
“To give political and popular support to the sustainable use of natural, human-made and

cultural resources and environmental management for effectiveness at the federal,
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regional, zonal, wereda and community levels” (p.26). In the Legislative Framework
section, it is also stated that the Law should: “provide a framework for encouraging
participation by the people of Ethiopia in the development of federal and regional
policies, laws and plans for the sustainable use and management of the natural, human-

made and cultural resources and the environment” (p.27)

Similarly, the National Hygiene and Sanitation Strategy acknowledges the need for
community participation with its community based program approaches. First, the new
health extension program launched by the FMoH is “perceived to be a primary vehicle
for driving sanitation improvement at the community/kebele level” (p.23). The objective
of the FMoH/RHB/UNICEF Supported WatSan Program is also “community based
approaches and improved, decentralized service delivery” (p.23). The World Bank
supported national rural water supply, sanitation and hygiene (RWSSH) program again
“positions the community as the initiator, contributor, owner and manager which is
enabled by the government which assists in contract management with local service
providers (p.23). Moreover, in its Institutional Framework section, this Strategy puts
community responsibility in the first rank. It says, “Sanitation is a basic right for all
Ethiopians but it is also a responsibility. Individuals will have collective responsibility for
creating and sustaining 100% sanitized households” (p.25). In the same way, the Policy

objectives aim to,

e Increase awareness and participation of communities to assume responsibility for

their own health and well-being
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e Promote the sanitation service based on participation-driven and responsive

principles without compromising social equity (p.35).

Community Based Leadership is the other thing through which the National Hygiene and
Sanitation Strategy emphasizes the issue of community participation. It notes, “The focus
will be on creating a sense of responsibility for sanitation at the household and the
community level so that 100% sanitized households create 100% sanitized villages. The
community should empower themselves to lead the management of their environmental

health risks more effectively”. (p. 41)

The other selected and analyzed document was the Solid Waste Management
Proclamation no. 513/2007. The analysis shows that this document begins with two
strong statements focusing on community participation. It states, “WHEREAS, it is
essential to promote community participation in order to prevent the adverse effects and
to enhance the benefits resulting from solid waste” and “WHEREAS, solid waste
management action plans designed by, and implemented at, the lowest administrative
units of urban administration can ensure community participation” (p. 3524). It also
remarks that “urban administrations shall ensure the participation of the lowest
administrative levels and their respective local communities in designing and

implementing their respective solid waste management plans” (p.3526).

Finally, the Solid Waste Management Regulation formulated by the Addis Ababa City

Government, though not explicitly, informs the issue of community participation with the
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inclusive term, *any person/organization’ in the various discourses of responsibility and

obligation in solid waste management. For instance, it declares that,

The residents of the City have the responsibility to clean and take care of
the environment across the City through voluntary sanitation day and other
mechanisms”

oo GLPT NPLH@- NaoA A80 anNa 07 4.9t +7
N99L:477G6 NANTI® 2HALE AAFT Naome9® AhaN7? 2996516
PaoInOnN SALTT ANTO-

[yeketemaw newariwoch byegizew bemela adis ababa yebego
feqadegnoch yetsidat gen bemaderegena belelochem yeteleyayou seletoch
bemetekem akababin yematsedatna yemenkebakeb halafinet alebachew].

In brief, the analysis of the documents indicates that communities are at the center of the
environmental health policies as well as implementation strategies and regulations.
Community participation is recognized as a way forward starting from the planning
throughout the implementing, monitoring and evaluating the integrity of the
environmental health improving interventions with the communities’ real life
experiences. The documents use different terms: popular participation, community
representation, empowerment and participation of the people, sound partnership between
government and communities, popular support, community-based approaches,
participation-driven and responsive principles, household and community level
involvement and community-led. But all signal that the Government’s approach to
community participation is based on the idea that environmental health is a plural concept

with diverse stakeholders and interventions designed by their use in particular contexts.
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4.1.4. Environmental Health Communication for Behavioral
Change

Health education and communication is the other policy discourse that is given high
prominence across the analyzed documents. The National Health policy puts it in the first
rank among its priorities. It notes, “Information, Education and Communication shall be
given appropriate prominence to enhance health awareness and to propagate the
important concepts and practices of self-responsibility in health” (p.26). The
environmental health education component of the primary health care is particularly
indicated in the General Strategies: “Health education shall be strengthened generally and
for specific target populations through the mass media, community leaders, professional

associations, schools and other social organizations for:

e inculcating attitudes of responsibility for self-care in health and assurance of safe
environment;
e encouraging the awareness and development of health promotive life-styles and

attention to personal hygiene and healthy environment (pp.29-30)

In the same way, the Environmental Policy of Ethiopia emphasizes the need for increased
health and environmental awareness and behavioral change in its sectoral and cross-

sectoral policy statements. The quotes below evidence this,

e Raise public awareness and promote understanding of the essential linkages

between environment and development [Specific policy objective, P.4)
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e To recognize the importance of and help bring about behavioural change through
education and public awareness of environmental sanitation problems in trying to
achieve demand-driven community led programs of improved urban
environments as well as the sustainable use and maintenance of sanitation
facilities [Human Settlement, Urban Environment and Environmental Health
policies, P.14)

e To ensure information flow among all levels of organization including the Federal
and Regional States and the people at the grassroots level by developing a two
way mechanism for data collection and dissemination [Community participation

and the environment policies, p.20).

The Environmental Policy also includes a separate section, Environmental Education and
Awareness and further lists nine policy statements focusing on the promotion of

environmental education. Of those policy statements, the following are worth noting.

- To promote the teaching of environmental education on a multi-disciplinary basis
and to integrate it into the ongoing curricula of schools and colleges and not treat
it as a separate or additional subject, though this should also be done at the tertiary
level and

- To target the public, particularly those involved in public and private sector
activities that have significant environmental impacts, for environmental

education and awareness programs (p.25).
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Of the three strategic pillars of the National Hygiene and Sanitation Strategy for Ethiopia,
‘sanitation and hygiene promotion’ is one. The document further outlines its policy

objectives with regard to environmental education,

Increase awareness and participation of communities to assume responsibility for

their own health and well-being

- Promote the sanitation service based on participation-driven and responsive
principles without compromising social equity

- Promote sanitation and hygiene education at federal, regional and community
level by developing promotional and educational materials

- Promote the development of attitudes and practices conducive to the

strengthening of community self-reliance in EH issues by mobilizing and

optimally utilizing internal and external resources (pp.35-36).

These policy imperatives imply a shift from traditional teaching approaches to the
process of facilitating people’s participation. To do so, the strategy requires the health
extension workers to develop new attitudes, skills and tools which enable and support the
empowerment of the people and push the process one step further. Another underlying
message is that facilitating participation is about attitude and willingness to “hand- over
the stick and listen”. The ‘participation-driven and responsive principles’ are also to
move all stakeholders away from a “top-down” methodology to the process of bottom-up

(participatory) where the community can own and manage the process.
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The Federal Solid Waste Management Proclamation, N0.513/2007 and the Addis Ababa
City Government Solid Waste Management Regulation do not explicitly promote the
need to raise the public’s awareness with regard to solid waste management. But as stated
earlier their objective statements indicate that these proclamation and regulation are
developed as implementation tools for the other health and environment policies and

strategies.

In general, environmental health communication and promotion appears a nodal
discourse across the analyzed policy and program documents. It is given due emphasis
and promoted as a way forward to the realization of the imagined goal, improved
environmental health for sustainable socio-economic development. It is given appropriate
prominence to enhance the public’s health and environmental awareness and to propagate
the important concepts and practices of self-responsibility in health so that citizens would
be able to take part in all endeavors in the struggle to maintain sustainable environmental
health. This suggests that environmental health communication/promotion is taken as a
key strategy to inculcate attitudes of responsibility and participation in environmental

health development efforts.

4.2. Environmental Health Communication Resources

Environmental health communication resources play a decisive role in enhancing the
awareness and knowledge of the target community about keeping their own health and
their environment. They are tools through which health messages are communicated. The

way environmental health communication resources are executed may negatively or
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positively impact the inculcation of attitudes of responsibility and community
participation in environmental health. In this section, efforts have been made to analyze
some key environmental health communication resources that are related to the
promotion of community participation. These are the City Solid and Liquid Waste
Management and Disposal Package, the Health Education and Communication Manual
for Health Extension Package, Health Service Extension Implementation Guideline, the
National Health Communication Strategy: 2006-2015, City Health Extension Program
Implementation Manual, Public Messages, and the actual environmental health education

practices.

4.2.1. Environmental Health Communication Materials

In this section, four communication materials related to environmental health are

analyzed. They are:

1). The National Communication Strategy; Health Service Extension Implementation

Guideline;

2). 21 mS whant707 TEVI° PLLPS GAT PO hPLHT hD D1
Jh.2- [beketema tena eksitenshin program yederegna fisash qoshasha ayayazina

awegaged pakej ]

3).City Health Extension Program Solid and Liquid Waste Disposal and Management

Package; and
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4). Ph-h1 MG Wl 707 TEV6-9° Cha-b10C “T'PA - [yeketema tena eksitenshin

program yategebaber manual] (City Health Extension Program Implementation Manual).

The analysis of these materials mainly focuses on the key discourses and implementation
strategies deployed to communicate environmental sanitation issues and thereby promote

community participation.

The National Health Communication Strategy was prepared by the Health Education
Center of the Federal Ministry of Health in 2004. The material was written in English
language. As indicated in the Foreword section of the material, though efforts have been
undertaken in the area of health education and promotion, they were not found effective
in achieving positive behavior change among the intended audiences. Therefore,
cognizant of the shortcomings, the Ministry of Health came up with the National Health
Communication Strategy to address the problems through a health education strategy to
achieve the ‘Health for AIl’ goals approach (p.viii). The strategy emphasized high
commitment to the facilitation of the implementation of health extension package

program at community level.

A brief assessment of health communication in Ethiopia was made. As indicated in the
strategic material, ‘an assessment of the overall situation of IEC/BCC reveals that it is
characterized by poor planning and ineffective methods’ (p.8). Therefore, to realize the
national health communication objectives it was of a paramount importance to have a

strategy to guide the process.
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The application of the principles below has been identified as necessary to implement

communication strategies and behavior change interventions:

Use of IEC/BCC approaches (for details see 2.4.2.).

Audience segmentation: Audience segmentation has to do with the need to
focus health communication messages for specific target groups. ‘Health
communication should be designed in a way that is understood by the
target population and contributes to the intended changes in behavior at an
individual, group of community level” (p.14).

Multi-strategy and multiple methods: an effective communication
intervention program uses different strategies that increase participation,
collaboration and entertaining education. There are no readymade
strategies and methods but the use of traditional means of communication
such as telling stories, cultural ceremonies, social gatherings, dramas,
traditional songs etc can facilitate health communication programs.
Moreover, expanded application of social marketing concepts and
practices, interpersonal communication and mobilization strategies need to
be effectively used (p.15).

Technology and Research/evidence base: health communication uses
technologies depending on the task requirement and audience analysis.
Analysis of health problem (environmental, behavioral, channel analysis)
Participation and empowerment: Empowerment is enabling individuals or
groups to make informed decisions and informed choice of behavior.
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Individuals or community participation is not only necessary for program
accomplishments but are also means of creating partnership and collective
responsibility. Empowering people starts from providing correct and up-
to-dated information and the appropriate skills needed for behavior change
(p.16).

Collaborative nature: Different sectors, program implementers,
community, and individuals need to collaborate.

Sustainability: health communication programs require continuous
support, monitoring, evaluation, redesign, and implementation.
Sustainability could be ensured through empowering individuals,
communities, and through advocacy and securing resources to continue
the program (p.17).

Community based participatory approach of communication is taken as

the best strategy.

Among the eight tasks and roles mentioned at community level, the following are

relevant to the current research:

Health communication designs shall involve communities and health
extension workers

Communities will be made to discuss on health messages, methods and
teaching and materials;

Community learners will be made to participate in the process of

designing and pretesting messages; and
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- Community based organizations (CBO) such as “Idir’ and ‘Mahibers’ shall

be used as forum of communication (p.32).

Cognizant of the fact that Health Service Extension Program implementation throughout
the country should be consistent; the Federal Ministry of Health developed an
implementation guideline in 2005. The guideline is thought to be the best tool for the
regional health bureaus, woreda health offices and health extension workers to implement

community based household focused health care services (p.2).

Two of the specific objectives of the guideline relevant to the research are: to deepen and
strengthen the decentralization process to shift decision making closer to the grass-root
population to improve responsiveness and delivery of health service extension programs

in the communities; to strengthen community empowerment and community participation

(p.4).

Among other things, the guideline has made the duties and responsibilities of woreda
health office and kebele council clear. Woreda health offices are given the authority to
coordinate, design, develop, produce and distribute health service extension IEC
materials in addition to other duties and responsibilities. Similarly, kebele councils are
given the power to strengthen community involvement and participation in decision

making and also manage health information system (p.18).

The City Health Extension Program Solid and Liquid Waste Disposal and Management

Package (Nh-F97 MG AnOE7N7 TEVEI° C2LPG GAT $O0 ALLHG h®DI1E:

Jh2- [beketema tena eksitenshin program yederegna fisash qoshasha ayayazina
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awegaged pakej] was prepared by the Federal Ministry of Health in 2008. The package is

written in Amharic language.

The specific objectives of the package are:

e NA LLPS GAT $AR APLLHT h. D1 NooT e WhAN, AT7S.U-9° 0 THI0TS
NOMNTF T96hA VNLTAN: 2HL 0@+ 15 VAT A8 L0 T12 07

[sile deregna fisash goshasha ayayazina awegaged bemenoriya akababi indihum

betimeherit betna bewetatoch maekel hebretesebu ginzabe iweqgetna kihilot

indinorew madereg]

To enable the community have knowledge and awareness about solid and liquid waste
management and disposal around residential areas, schools and youth centers
o 0700 PAT®IL LLPS AT A0 (MG AL ¢21.ehh A7 T9IC
AVNLAAN T7077HA
[bagibabu yaltewegede dereqgina fisash qoshasha betena lay yemiyasketilewn
chigger lehibretesebu masgenzeb]
To aware the community how inappropriate disposal of solid and liquid waste can
cause health problem
o NLLPG GAT $NN @Y hPC AT hé.C A78LNNA 71477
[bederegna fisash qoshasha wuha ayer ena afer endaybekel magireg]

To protect the contamination of water, air, and soil by solid and liquid waste
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o ALT515% MLHAN AS VNLTAN LLPS AT #0407 NN oo
PIINDILE AI° L WT18.L8NC 712l
[iyandandu beteseb ena hibreteseb deregina fisash goshashan betegebiw menged
yemasweged limid indiyadaber madreg)
To enable each family and community to develop the habit of disposing solid and
liquid waste in a manner that is acceptable
o PaoFLPG  Noo§sfe  hhON,  P7L7TF AMANLTT 07005 NovfH
AHIOT : AT TET 1 A0ZMTG ANR AR 18, 1941 9°7N aoMALS avl-N. 2
W18 1P 714
[yemenoriyana bemenoriya akababi yemigegnu akababiwochin benitsihina
bemeyaz lezinboch, letinignoch, le ayitochna le liyou liyou nefsat migib
meteleyana merabiya endayhonu madereg]
Making the residences and residential areas clean so that they won’t be shelters
and breeding places for flies, rodents, and rats.

o PPN NLLPSG FAT FAN A75LN0NA 7147

[migib bederegna fisash goshasha endaybekel madereg]

To protect food from being contaminated by solid and liquid waste

Regarding the Solid and Liquid Waste Management and Disposal, seven areas of

activities have been mentioned. Three of them are relevant to this research.

VNLTONT PATL e 0P L TN

[hibretesebun yasatefe yesira igid mawitat]

Developing work plan with the participation of the community
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v’ Preparing action plan involving the community.

v Drawing up weekly, monthly, and yearly program schedule as appropriate.

VN7 0702 NINHANG : aobOPNS A TED-7 1774277 POVCEL
ND-T ~A78.LaoM 7077

[hibretesebun bemastemar, bemastebaber, bemegesgesina tesatifowen bemasadeg
yebahiriy lewt indiyameta madireg]
Enable the community to bring change of behavior by teaching, coordinating, and
awakening it to enhance its participation
v" Give education at a family level, in schools, in youth health centers about why
the disposal of solid and liquid waste is necessary and how it can be disposed
v' Give education in meetings, idir, religious institutions, public holy days,

schools, markets etc about the need to dispose solid and liquid waste

The main topics for teaching activity are:

sources of solid and liquid waste
e impacts of solid and liquid waste
e Dburning of waste

e drainages

e disposal of hazardous wastes

AC Poo)OnT INTANL S NPT [achir yemelikit mastelalefiya zedewoch]

Short methods of communicating messages

- Person to person

- Meetings
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- Ingroups

- Drama, music, poem

- Exhibition

- Through different activities on holidays
- Using tape recorder

- Poster, leaflets, magazines, brochures

Newspaper, radio and TV

The messages communicated are based on the content of the package.

The City Health Extension Manual was also developed by the Federal Ministry of Health
in 2008. It was written in Amharic language. As indicated in the introduction, the manual
was prepared to alleviate the problem of urban area environmental health problems based
on community-based approaches (p.1). The manual was prepared to enable city health
extension workers to implement health extension program at kebele level so that the

community will benefit from the program (p.13).

The manual has made clear that city health extension workers have been given a
responsibility to sensitize, organize, coordinate, teach and provide the support to the
community so as to enable the community to produce its own health (p.10). To this end,
the health extension workers have been given the authority to carry on their duties

properly (p.11). It has been stated in the manual that,

ATLP LM Awl-C PUNLTONT AP 6@+ TA N°9AT A
aAO-PATAU- 01790 HOTC &0 NF G D4:0PL adeh, 19°.9°0.G
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oAy PP ¢ 1217 oot nTCE-00- LMD @My
180000 ao(\GHA aolPF IO+ L 1N

[ende gedemow aserar yehibretesebun imiq iwiqget chila bemalet ine
aweqilihalehu bemil zeweter ras bicha tenagari, iquid awchi, gemgamina
wesagn yehone sira hidetin meketel keprogramu yemitebegew witet
indaymeta mesenakil mehon maweq yigebal] p.12.

Like the previous system of work, neglecting the potential knowledge of
the community and following limited ways of thinking like ‘I know for
you’ and always taking the chance to speak, to plan, to evaluate is like
becoming an obstacle to the achievement of the intended results of the
program.

Therefore, the health extension worker should always ask herself as to how the

community will participate in the implementation process of the program (p.12).

The manual presents the detailed activities that a health extension worker has to carry
out. For example, the health extension worker should know the community and her area

very well; she should prepare problem-solving plan of action (pp. 18-25).

4.2.2. Environmental Sanitation Messages

Environmental sanitation messages, in this particular research, include printed messages
such as slogans, leaflets, brochures, and pamphlets communicated to the general public

through about environmental sanitation issues.

Twenty-five public messages were collected from various expert sources for this
research. The main purpose of collecting the public message discourses was to see to
what extent the construction of environmental sanitation messages made the

environmental health discourses palatable to the communities.
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All the public message discourses were written in Amharic language. However, for the
purpose of this particular research, they were translated into English language. This is

because the language used in the research is English.
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Table 4.2. Selected Public Environmental Sanitation Messages

Code Message Phonemic transcription | Translation Developer Source
PM8 | pg-A-9® ahan.@7 0.£04 | Hulum akababiwen | If  all  clean  their | Office of Woreda 9 | Pamphlet
MG (hh-+o9997 | biyatseda tenachin | environment, our health Administration
emnea bastemamgn yitebekal becomes sustainable
PM12 | p-r-9® 20075 | Hulum gibiwenena | If all clean their compounds | Woreda 9 Sanitation | Pamphlet
AO0L@3  hos  pdin | akababiwen katseda | and their environment, there | Vi2nagement Bureau
NIV AL CI yeqgoshasha kimechet | won’t be any piles of waste
aynorem
PM13 | ppsy P/~ P17~ H747 | Beyegenu  tigit  tigit | If we show at least little | Woreda 6 Sanitation | Pamphlet
N5 A4 T73 v | doshasa benanesa | efforts to pick small wastes Management Bureau
akababiachin netsuh | every day, our environment

LU5A

yihonal

will become clean
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PM 141 noe- T£AF 7% | Clean, beautify Let’s make our | Office of Woreda 3 | Brochure
APTI3 1005 oA environment clean  and | A9minstration

nr vi o And cooperate
ATEC T beautiful  through  our
cooperative efforts

PM16 | APN94-w- #7177 | Control Let's control those who | Office of Woreda 5 | Leaflet
PoL TN NoF dispose waste everywhere | Administration
A2 Tw-

PMI17 | goo37¢  A€9° 17| Throw wastes into waste | While you move on roads | Woreda 9 Sanitation | Leaflet
nwHa  oonss  Ahad, | bins and public places, throw | Mnagement Bureau
N.?¢0¢r- LLP your dry waste into only the
$AN217 NEAT PC2T dust bins
0T NF L0

PM22 1 Ahan.7 aofl#S | Protect and safeguard | It is the responsibility of all | Woreda 3 Sanitation | Brochure
a0 7h1h PUN9” to protect and safeguard | Management Bureau

118




VLT 1

environment

the environment

PM21 | ge577 P& A74.°6 | Keep sanitized Sanitation is a guarantee if | Woreda 7 Sanitation | Brochure
ARIMTF Te k380071 we want our eyes to see | “anagement Bureau
HOI°ChT7 A28 T5G good things, our noses to
o8t wp- PO/ smell good things, and for

the refreshment of our
minds

PM25 | aahan, 647  oemA# | Participation For environmental | Woreda 5 Sanitation | Brochure
PONLANME A0V 76° @FF sanitation, the Management Bureau

7

participation of the people

is decisive
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As can be seen the public health messages aim at promoting the participation of the
community in keeping the environment cleaner and safer. For example, the discourses:
U9 [hulum] - ‘all’; NG¥A [binanesa]- ‘if we collect’; N,2¢- TLATF7 @
AGLC.OT [begara tiretachin wub enaderegat]- ‘make it clean through our joint effort);
AL F@-  [iniqotaterachew] — ‘let’s control them’; CU-A9° DALY T 10-
[yehulum halafinet new]- ‘it is the responsibility of all’, call for the collaboration of all
residents to keep Addis Ababa clean. The example messages are all inclusive. They all
imply the first person pronoun ‘we’. The implication is that keeping the environment
clean and safe is not only the responsibility of the government but it is also the

responsibility of all people.

Similarly, the discourses ‘0#44 PCml @-aT NF LMAY [bekoshasha girichat
wisit bicha yitaly]- throw waste only to waste basket; ‘CuNiZtan +AaT6 @A 1Y
[yehibrete sebu tesatifo wesagn new]- the participation of the community is decisive,
externalize the responsibility of keeping the environment clean and safe to the
community only as if such things are not the concern of the implementers. This
understanding of externalizing responsibility and participation was also reflected in what
one health extension worker explained ‘It  is the community itself that pollutes
environment. It is also the community that has to clean. If environment is clean, it is the
community that is  benefited. Most of the time it is the community who creates problem

of sanitation’ (KI-7: 13).
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The discourse ‘N$AA PCaT @0T NF LMA’ [bekoshasha girichat wisit bicha
yitaly]- throw waste only to waste basket, is not reasonably easy for the community as the
number of waste baskets that are made available in the city may not be adequate.
Similarly, the discourse: 08577 T¢ A28.08 L97T3 Ps A?24.007
AOICHhT? A28 HTT 0417 1w P! [Aynachen teru endiyay afenchachen teru
endiyashet aemeroachin endizenana tsedat new wastena] Sanitation is a guarantee if we
want our eyes to see good things, our noses to smell good things, and for the refreshment
of our minds, does not provide accurate information. When designing public messages
care should be taken to present realistic and easier behaviors (Atkin, 2001). The discourse
‘NPN5cm-  $AG  P7LTN17 NA2F  A2P7ms-Tm’ [Beyesefersw qoshasha
yemiteluten sewoch enqotaterachew] Let’s control those who dispose waste everywhere,
does not demand an easy action to take for the community as almost all individual and
focus group interview participants reported. For example, here is what one of the
participants revealed ‘I don’t speak when | see someone defecating or urinating even on
prohibited places. Why should | care when others don’t care? He can insult me. | don’t

want to be insulted’ (FGI1-3:10).

The discourse “He can insult me. | don’t want to be insulted’ implies running away from
responsibility and at the same time absence of the implementation of sanitation

proclamation and regulations on the ground (see 4.1.1.4 and 4.1.1.5 above).

In summary, it emerged that the construction of environmental health public messages

did not make the environmental health discourses palatable to promote community
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participation. This is because as the data has revealed they are waste management and

disposal oriented.
4.2.3. Actual Environmental Health Education Practices

In addition to key document analysis and interviewing, | also used observation as a
method of gathering primary data from sites. | managed to observe four health education’
sessions. | did the observation to verify and validate data from the key documents and
interviews. | also wanted to obtain additional information about the communication

strategies used to teach health messages.

The observations were restricted to the lessons the health extension workers were

teaching. The topics of the lessons observed were:

o L. PAN 972 10-? [dereq gqoshasha mindinew]? What is dry waste?

o QAN SAN 9°7Ly@-? [fesash goshasha mindinew]? What is liquid
waste?

o L4PG AN F$ANT 90@1L [deregina fisash qoshashan masweged]-
Disposing dry and liquid waste

o L4¢G €AN $ANT NA790N NATTIN@ILE P7LLMS PMSG TICT
AS PoohAhf HLPT  [deregina fisash qoshashan bagibabu

balemasweged yemifeteru yetena chigiroch ena yemekelakeya zedewoch]-

" Health education, starting from planning, implementation, monitoring, and evaluation stages involves
active and full participation of the concerned audiences and not limited to program heads and
administrative officials (WHO, 2004).
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Health problems created as a result of not disposing waste and liquid

waste and prevention methods

The environmental health education lessons were prepared in accordance with what was
given in the City Health Extension Program Solid and Liquid Waste Disposal Package

(MoH, 2008).

As can be seen above, the first two lesson topics ‘L4+ $AA 9°7L9@-?° [dereq
goshasha mindinew]? What is dry waste? and‘@:af $04 9°7&9@-?’ [fesash qoshasha
mindinew]? What is liquid waste?- emphasize on informing the differences between solid
and liquid wastes. The assumption is that people would be able to separate solid waste
from liquid waste. It became clear from the lesson topics that they focus on bio-medical

information.

Similarly, in the second two topics ‘£4PS AN $ANT “I0@1L [deregina fisash
goshashan masweged]- Disposing dry and liquid waste, and ‘£4%S AN $ANTZ
NA290 AANN@1L P94.mé PMS TICT AG PoohAnf HLPT [deregina
fisash goshashan bagibabu balemasweged yemifeteru yetena chigiroch ena yemekelakeya
zedewoch]- Health problems created as a result of not disposing solid and liquid waste
and their prevention methods- the discourses ‘“70@7L’[masweged]- dispose, and
‘PovhAn e HLP T [yemekelakeya zedewoch]-ways of prevention- suggest that they are

more of waste disposal and management oriented.

The activities that | observed were mainly the discussion of bio-medical information, for

example, how dirty environment can breed rodents, flies and rats. Other activities that |
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observed had to do with what communicable diseases the indiscriminate disposal of solid
and liquid could cause as for example, cholera, cancer, typhus, and respiratory illnesses. |
also observed that as a solution to be protected from these communicable diseases, the
participant learners were advised by the health extension worker to dispose their solid

and liquid wastes properly.

As indicated in the National Health Communication Strategy of Ethiopia, single
communication strategy can never be effective in achieving change in knowledge,
attitudes, skills and behavior. Delivering different health messages through the use of
various strategies could facilitate the communication efforts better (MoH. 2004a). During
the environmental health education presentation, | observed the strategies the health
extension workers were using to deliver the lessons. It emerged from the environmental
health education lesson presentation that the approach was top-down where knowledge
relation became evident. | observed the health extension workers using the traditional
way of teaching whereby they were reading and explaining their teaching notes (for

detailed narration of the observation, (see Appendix 9).

It came out clearly during my observation that the environmental health education
practices were essentially dissemination of ES information. The messages focused on
communicating bio-medical information. Besides, they were waste management and

disposal oriented.
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4.3. Analysis of Interview Data

4.3.0. Introduction

In sections 4.1 and 4.2 above, | have tried to provide insights into the ‘intentions’ and
‘assumptions’ of the environmental health programmers as articulated in the policies, the
strategies and health education materials. This section (section 4.3.) extends deeper into
the exploration of the operationalization of environmental health discourses to promote

community participation by focusing on the research participants’ viewpoints.
4.3.1. Demographic Characteristics of Participants

A total of 31 subjects from 5 different woredas took part in the process of collecting core

qualitative data among which 7 of them hold key positions.

The minimum qualification of the key informants is 10+3 (diploma) while the highest is
first degree. Three health extension professionals have a diploma whereas the remaining
four hold first degree. Those who have first degree hold higher position, for example,
woreda health officer. As shown in Table 5.1 below, their fields of study vary. Only one
participant, that is, woreda 3 health extension program supervisor, holds a degree in
environmental science from Jimma University. One participant who is a woreda health
officer holds a first degree from Addis Ababa University in Pharmacy. The remaining
two participants obtained their degree in English Language and Literature and

Managementrespectively.
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Table 4.3. Key informants’ profile

No | Contact Time Code | Age | Se Education Occupation Woreda
date X

1 18 April | 9AM.-10 AM. KI-1 |33 M | BA degree in Pharmacy Head, Woreda Health 5
2012 Office

2 4  April | 3P.M.-4P.M. Kl-2 23 F BA degree in Environmental | Environmental 3
2012 Science sanitation supervisor

3 6  April | 2P.M.-3P.M. KI-3 21 F Diploma in clinical nursing Health extension worker 6
2012

4 20  April | 10 AM. -11 A.M. Kl-4 33 F Diploma in clinical nursing Health extension worker 7
2012

5 13 April | 3P.M. -4 P.M. KI-5 | 26 F Diploma in clinical nursing Health extension worker 9
2012

6 24 April | 1:30 P.M. - 2:30 | KI-6 |27 M | BAin English and Literature Woreda communication 5
2012 P.M. officer

7 28 April | 5P.M.-6P.M. KI-7 |23 M | BA in Management Head, Solid Waste 3
2012 Management Office
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Similarly, 6 individuals who were selected from the community interviewed over a period of one month. Their ages range from

18 to 73. An attempt was made to pick them from all walks of life. Their qualification ranges from 6" grade to a college

diploma. They were selected from different woredas.

Table 4.4: Individual in-depth interviewees’ profile

No | Contact date Time Code Age Sex Education Occupation Woreda
1 | 6 May 2012 6 P.M.-7P.M. 11-01 73 M 6" grade complete | Retired 3
2 | 7 May 2012 2P.M.-3P.M. 11-02 56 M 12+1 Civil servant 5
3 | 13 May 2012 6 P.M.-7P.M. 11-03 47 F 10™ grade complete | House wife 6
4 | 18 May 2012 7P.M.-8P.M. 11-04 55 M Diploma Private  company | 7
employee
5 | 25 May 2012 9 AM. 10:30 A.M. | 1I-05 34 F 12™ grade complete | House wife 9
6 | 1June2012 5AM.-6 A.M. 11-6 23 F High school student | Student 3
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The focus group interviews were conducted in four groups (groups 1, 2, 3, and 4). The discussions were conducted over one

month at different places. The number of participants was 18 (10 females and 8 males).

Table 4.5. Summary of FGI participants

No | Contact date Time Place Group Code No of

Participants

1 5June 2012 | 3P.M.-4:30 P.M. Woreda 3 Health Office One FG1 5
2 9June 2012 | 11 A.M.-11:50 A.M. | Woreda 9 Health Office Two FG2 5
3 17 June 2012 | 2P.M. -4 P.M. Idir Office(woreda 5) Three FG3 4
4 25June 2012 | 3P.M.-4:45P.M. Idir Office (woreda 6) Four FG4 4

Besides, 250 respondents participated in the process of generating supplementary data from the wider community (see

Appendix B for the demographic characteristics of the respondents).
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4.3.2. Deepening the Interpretations of Environmental Sanitation

Discourses through Interview Analysis
This section provides detailed interpretations of the discourses of major themes. Six
major themes have been identified as:

e knowledge about the concept of‘environment’;

knowledge about ‘environmental sanitation’;

understanding of the concept of “participation’;

attitude toward environmental health education;

beliefs about participation; and

behavioral practices

The interpretations provide insight into the implications of the ‘lived’ ideology of the
environmental sanitation discourses as constructed by the individual and group interview
participants. It also deals with the interpretation of views of key informants °regarding the
participation of the community. The interpretation of key informants’ view provides
insight into and informs the exploration of issues such as the enactment of environmental
sanitation discourses, the roles of health professionals, and what discourse strategies are

used in environmental health communication during community participation.

® Lived ideology refers to the beliefs, values, and practices of a society. They are its way of life, its
common sense (Williams, 1965 as cited in Wetherell, et al, 2001: 203).

® Key informants were community health professionals, for example, woreda health officer, communication

officer, waste disposal and management head, and health extension workers.
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4.3.2.1. Participants’ Knowledge of ‘Aha0.’ [akababi]-
Environment

The participants shared their knowledge or perception of the word ‘ahqf(,’ environment.

Participants were asked a question on their understanding of Ahaf.‘environment’ to

establish their knowledge of the content, how this influences their participation in

environmental sanitation activities.

One participant explained that ‘AA% AhAN, TAT €4-0 MG L84, 10 [lenene
akababi mallet yerase gibina dejafe naw] environment means my own compound and my
compound area (FG4-1:1). Sharing a similar view, another participant defined the word
‘AhAN,.’[akababi] environment as ‘A®7 P99 LavANt® PIPTCOTT 6 1D
[awon yemiyamelekitew yeminorebetin sifira naw] Yes. Environment refers to the area |
live in (FG3-2:2). Another respondent (11-02: 4) explained environment as his
surroundings. 152 (60.8% of the survey interview respondents used the word ‘wé.CC’
neighborhood to refer to the environment. Some demonstrated their understanding by
giving examples of what the environment entails. For instance, they explained that it

includes anything up to Piazza (11-3:7).

It emerged from the interview that participants have narrow understanding of the word
‘ahq(.’ environment. This narrow understanding of the word ‘Anq(.,” environment is in
circulation amongst the community members. It might have ranged from the teaching of
health professionals. For example, this is what one of the key informants, who was a

health extension worker, had to say ‘ahqMn, ¢9°1S<¢01T wiC 10 NA7
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AT124FPAY we tell them (the community members) that environment refers to their
compounds and their neighborhood (KI-2: 19). This definition of ‘aAhaN.’ an
‘environment’ is not consistent with the definition given in the Environmental Protection
Organs Establishment Proclamation 295/2002 set by the Council of the Federal

Democratic Republic of Ethiopia. It reads

“Environment” means the totality of all materials whether in their
natural state or modified or changed by human, their external
spaces and the interactions which affect their quality or quantity
and the welfare of human or other living beings, including but not
restricted to, land atmosphere, weather and climate, water, living
things, sound, odor, taste, social factors, and aesthetics (p.1939).

I would think that because of this misleading teaching about what ‘Ahaf. an
environment is ‘People are seen defecating everywhere, throwing waste on public places,
on roadsides, and recreational places thinking that these areas do not belong to them and

do not affect their health (11-02:29).

4.3.2.2. Participants’ Knowledge of PahqM, &4+ [yakababi
tsedat] Environmental Sanitation

The individual and focus group interview participants shared their knowledge of
environmental sanitation. Similar to the meaning of the word &hAN,
[akababi]‘environment” they were asked a question on their understanding of
‘environmental sanitation” in order to establish to what extent their knowledge of
environmental sanitation influences their behavioral practices. One participant explained
that ‘CAhON, 65T 29aT P4-07 M, @BI° hLB, FI°C hhh 25 T1C LN

9951 U0t 10 né- MG 0B @ ARFPH9Y environmental sanitation
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refers to cleaning my own compound or areas up to 25 meters from my gate. | don’t see
outside of my own compound and own house (111-02:1). Another participant indicated
that ‘h70.% @< 790NN PAALT hLovAn-ET9™ “‘wastes disposed outside of my
compound do not concern me’ (FG3-2:2). The community’s understanding of
environmental sanitation is also explained by one key informant as,

N A2T h2NATD @6, Po.00AnIT@ aoP'17 hfDRI° NPT
NAAAD- AN, 2L PAT®I°:: DAL ATSAVTO ALDRI°::
PIGEOI° NIMNATO @55 9947 TIC CANT ALT IALYE
L.avDNTPA:: NINAT @ @58 AN $44 Hh-dt ALAM9®::

Outside of their compounds, many people don’t know it concerns them.
People don’t care about other areas except their own areas. They don’t
know they are responsible. They think that anything outside of their
compound is other people’s responsibility. They don’t pay attention to a
waste outside of their compounds (KI-3: 2).

The understanding of environmental sanitation of the wider community members was
also explored. Accordingly, 80 (32%) of the survey interview respondents reported that
‘environmental sanitation’ refers to cleaning their own compounds while 113 (45.2%) of

them explained that it refers to cleaning their neighborhood.

The responses indicate that ‘Cah0f. 641 ‘environmental sanitation’ has been

constructed as cleaning ones’ own compound or cleaning neighborhood areas.

Participants were asked if they knew anything about waste disposal and management
regulation and proclamation. One participant explained that ‘hA $A0 A7
POND7? h? 9°19° hA®-PI°:: Aavfavlf AN o0k 1@ TTVNLONI®
+avdO L, LaoAT N ‘| don’t know anything about waste disposal regulation. It is
my first time to hear. | think the community is also the same (11-02:13). Another
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participant revealed that he heard that there is a waste disposal and management
regulation but he disclosed that ‘v ®&J° L7 Aot 1HINLI™ ‘the proclamation or

regulation hasn’t been put into practice (11-01:4). He further explained that

Pav 32t AhAT A9PAN CahO. 05T +EMMLPT NHI0C AL
AL@ONT9°: ALY CAhON, 08 F HEMNNELT LNT @ hPNNGFI::
ag0 PtPme Pahan, 68 F APMME ANELPTF An: N0L4T7
a%Meht 10 ATEhEA SMmeEGA: haY (LA IC A7 TheA
PO 8GN

The government organs such as environmental sanitation inspectors don’t
put the regulation into practice. These sanitation inspectors themselves do
not respect the regulation. There are the so called newly employed
sanitation inspectors. They ask us to pay one or two birr through our
Idir'®. They make us pay for waste together with water bill (11-01:4).

This suggests that there is a communication gap between the health practitioners and the
health program implementers which in turn might have influenced the community’s

knowledge to discharge its responsibility.

4.3.2.3. Participants’ knowledge about ‘+Aa& [tesatifo] -

Participation
The participants were also asked if they knew that they had the right and responsibility to

participate in environmental sanitation matters. Most of them agreed that they knew they
had to participate. For example, 201 (80.4) of the survey interview respondents indicated
that they knew they should participate in environmental sanitation activities. To further
probe about their participation, | asked them in what types of environmental sanitation

activities they participate. The responses were contradictory. One of the in-depth

19 dir is a civic association where people contribute money to help members in time of condelence
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interview participants reported that ‘#Ad APAA ANANLT hoohim- NO+C NAMAN,
0% ArPOPLOLT @NT PIINEERNT 9OII° ADMYY, PAY™ ‘there is no
opportunity as such to participate in environmental sanitation activities other than giving
solid waste to waste collectors’ (11-3:1). Another participant (11-4) explained that she
participates in cleanup campaign during Hidar Sitaten **. For example, the result of
survey interview also shows that 166 (66.4%) of the respondents participate in sanitation
meetings.

The participants also expressed their dissatisfaction. One participant complained that
‘CMSG  ooAONPE oo Poo\ADT  aoOnT ACINFANG oo P 70T
UG oo PST® ool PANTY™:: ‘the health messages are prepared by the
government to convey information what it thinks, but it shouldn’t be forgotten that the
community may have also its own say’ (l1-4:4) as a result of which ‘hA2 ¢274.0-
aN\ONPTF7 PooPlA U'sF HPHE 1@ ‘accepting what flows from above is low’

(11-2: 5).
Another participant further commented that,

P7ANG PTE14-9° Lhoor T NIET WAL @LIT 9740 10~
TUNLON: A1SATOT 0%A aonmt INL0T:: hFT @LAL ool
MLNE:: PRk PNLAN POl t@- TS TAP DALY
TUNLON: NATE T4 102 FAP AT ATAL INC::

" Hidar Sitaten is an annual environmental sanitation day in the month of Hidar (December). It is

associated with a belief that the smoke that comes out of the burning of garbage will eradicate diseases.
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The creation of policy and program documents is something that flows
from the top to the bottom. The community should have been given the
opportunity to criticize them. It should have gone from the bottom to the
top also. This is because it is the community that plays a bigger game. It is
good if people participate. We could have shown a big change now (lI-
5:5).

It emerged from the responses that the notion of community participation has been
constructed as attending meetings, taking part in cleanup campaigns, and giving solid
waste to waste collectors. This was common across the research participants. This
understanding of community participation created some problems (for example, lack of
interest, faith in health education) as it limits the role played by the community. This is
because the community is exposed to only one side of participation. That could be one
major factor for the insignificant participation of the community at a higher level (e.g.
participation in designing policy and program documents). The survey interview result
shows that only 8(3.2%) of the respondents, which is insignificant, took part in the

formulation of policy, regulations, and rules.

To probe further about the extent of participation by the community in environmental
sanitation on its own initiative, the key informants were also asked a question. One

informant explained

OA2TF N&ATo 1007 ALAT49°: DNAL A BG LAANIN::
AAD PC N7TV0L0N @221 AL ALAT49°: TIC 17 WALNT @
M7t A18.00% 827290 AAHY PoINLONN +HAT6E NAhaN, 641
AL NH L1 AGA 10

People do not participate on their own initiatives. They want imposition
from above. They do not participate even in community conversation. But
they are made to talk about their own health. So the participation of the
community in environmental sanitation most of the time is a problem (KI-
5).
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With regard to the participation of the community in environmental sanitation activities,

another key informant explained,

A®E7 AaoSIC T0NLAN: 06O H10TrE NANN, 05T AL PAD-
+ATE BE 1o 29unL00 PRrE (PAANTETF) 0 PA@-9T:
ao’3 /2 WAL NaolP7 ANANL®-7 A1%.000N +HEPLATA: TIC 77
MUNLAN- HN0E ALLATY::

Frankly speaking, the interest of the community to participate in
environmental sanitation activities on its own initiatives is zero. The
community does not have the spirit of ownership. It has been allowed to
safeguard its own environment the government being on the top to control.
However, the community does not cooperate (KI-6).

The strong criticisms of the key informants through the use of the phrases ‘hNAZ AhA
B,q L4000 [kebelay akal chana yifeligalu] ‘they want imposition from above’,
‘A74.000 N 4P LAFN[endikebakeb tefekdoletal] ‘it has been allowed’, and
‘av 37 hAL NaolP? [mengist kelay bemehon] “ the government being on the top’
demonstrate the asymmetrical power relations that health extension workers exercise at
the community level. They illuminate how power functions at the community level. This
form of control and power relation (expressed through the phrases mentioned earlier)
might have restricted the responsibility of the community to fully engage in

environmental sanitation endeavors.

4.3.2.4. Participants’ Attitude toward ‘PahqaN. mS +9°vCT
[yakababi tena timihirit]- Environmental Health

Education

Another question put forward to the participants was related to health education. Health

education is a key tool, which enables community members develop knowledge and
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capability for actively participating in environmental sanitation activities. It is an
important instrument to develop positive attitude towards participating in environmental
sanitation endeavors.

The participants gave conflicting or contradictory views about the delivery of
environmental health education. For example, one individual interview participant

bitterly commented

CUIONLNNT 77HL has CULELC7T “T79° PA°: P70 TH9°C N~
PAT°:AUT PG AROETOT 9100 Ad-:: A787L L0 LoomG PA-
aoMEP LLCINhHY @B APT7 ANON@- P70 1960 ooy &
PAT°: TPUNLOANET ANOND- PoINTHTIC A°L NS Ta T4 -
AANAU-:: B4 WP 2TONLAN 71 AADT &TAN::

There is no one to raise the community’s awareness. There is no one who
teaches. Now there are the so-called health extension workers. Sometimes
they come and make an interview. Other than this, they don’t have a way
to gather people and give education. | think it is good if they have the
culture of gathering people and talk to them. If this is there, the
community may change a little (11-02:13).

Another participant, this time a focus group interview participant, underscored that
‘TuNLON 0 PP CANON, MS FIVCT ANTOMO-9":: 70 AADNLI™::
‘the community has not been given sufficient environmental health education. It hasn’t

taken awareness’ (FGI4-1:17).

A participant also complained about the situation health education was offered. One of
the interviewees argued that ‘Cm.G nANETNT? Wi TF  AOTIlo OHLO-
emén:: FPUCHTO ML PA@-9U:: TA POLA- LovdAA: ALY
LADS NN &CI9° 7L TI°VCT Ar& h@LAJ:: ‘The health extension
workers start teaching and go. Their teaching is not continuous. It seems that they are
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reluctant. The education that is continuous and the education that is on and off are not

the same’ (FGI--3:17). In support to this idea, another participant commented,

a7L9%.a00AT hIPY PG AWANETN? WG DALY T o7 0700
Al TOM: ALLAT° AAE AAEK P71 hP'1:: Cav b0t +bMe PPy
PM.S AANVETNT? WetET a7% M NF ool PANTIS: LV
o Lavpt@- AN, 85t PH®AT 2000TFF NF Po%avAnT
a P17 1@ 9°7 A8t PG TIC ArEA PCI0PS AP LI
TMUNLANT POINTTHAN 7L AAVT @ BV ALTE 7 NF aolP7
PANTFIC:: Hhd 20 PAD- oo Py AN

I think the health extension workers are not discharging their
responsibilities expected of them if they show up rarely. A government
employed health extension worker should not visit one house. This
indicates as if environmental health education is the concern of limited
individuals. They are obliged to know what kind of health problems
there are and raise the awareness of the community ahead of time. This
should not happen only for one day but it should be continuous (I1-4:15).

With regard to access to environmental sanitation messages through print and electronic
media, participants shared their views. One participant noted that ‘A9°aA. 0é-¢
OUET: NCACTT ANTNg°:: €1 AT TF®- ATAAUY [lemisale berari tsehufochin,
brosherochin alanebim. Yet lagegnachew ichilalehu? ‘I don’t read, for example, leaflets,
pamphlets and brochures. Where can | get them? (11-3:14). Commenting on the problem
of access to print materials, another participant further complained that ‘“779° 0é-¢&
OLP T 08I NCOHCT? P7LOAM™  PA9>[manim berari wereketoch weyim
brosherochin yemisetegn yelem] ‘there is no one who gives me brochures, pamphlets or
leaflets (11-02:14). Similarly, participants commented on their access to media. Speaking
about the community’s practice, one focus group interview participant pointed out that
TUNLAN NA A0, 05T 142 016409° 1 EANNT Ahd-TAI®: 046

@OLPFT79° AL1NI°:: ANTPIN: ATI8Y  Covd T AN TTUNLAN-
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NN OLELT T LPAA W78, 1NN ALAANT9°:: The community doesn’t listen to
radio or television about such things environmental sanitation. It doesn’t also read
brochures, and pamphlets. It is bored. They say, ‘They have started’ kind of thing. The

community tears notices otherwise it doesn’t want to read (FGI1-3:16)

The comments and complaints about health education suggest that the health
communication efforts have not been enacted as intended. This in turn might have

influenced the infusion of the ‘knew knowledge’, i.e. community participation.

The health extension professionals, who were key informants, on their part shared their
own opposing views. One informant reported that ‘068 HooF: ONONAN A74.A44-
ASNHI°L-TPAY:: Nahan, ma TG AL h18.4014-
ASOTH9° LT PAY [betsidat zemecha, besiseba indisatefu enastemirachewalen. Bakababi
tena timhert endisatefu enastemirachewalen] ‘we teach them that they should participate
in sanitation campaigns and also meetings. We teach them that they should participate in
environmental health education’ (KI-2: 19). Another informant reported that ah00.@m-%
N0 PoL.MNP TTVNLAN APEMC To APLLTT 10 W787L 1 LI To-
L0 LT ASNTI°LTPAT: ”AMALAT®7 &OTF@ A78.000M ASLCITPAT::
We are trying to create a community that can safeguard environment on its own.
Sometimes we go to where they live and teach them. We make them keep their

environment by themselves (KI-1:20).

Supporting this idea, another key informant pointed out,
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eanaN, m.S TI°VCT NIA° U1 01,94 NAL 7875 700 +0A N9°A
®L8 SOAMA: PIGLCID 9°7L1@ 60 ANM@E-PF7T (7L Q-
NAL 7515 b T) aoC? ASOFI° LT PAT AT T7 W78 @ hh7&
0+ b9 avA@- (O ALIC STAN:: NARLY AhéT DT PUA
AN, 651 T9°VCT A 60 AMDL-PT A TOAMAT::

Environmental health education is given in every sub-kebele across our
woreda individually and in groups. What we do is we select 60 households
(one person from each house) and teach them. We believe that if one
person is educated from one house, the whole family members may learn.
So, we give environmental health education for four months for 60
households (KI-4: 21).

The view of the key participants about environmental health education was further

explained,

NP L0 NG AL Thé N4 77581877 AADE- AGNTI°L-AF::
027N ASNTHI°4-NT:: N ELL ASOTI° LT PAT:: Naobmi\ PHo941%
NF20C PPIPA L3 AISAVT@® A7194TPAT:: AZ°AA NAMIN,
0% HaoF AL, avO+q ATBAVT@ A7174-TPAT: AhOLATO7S
a7k LFTo7 07005 CaomNd 7L A1SAVT @ ASOTHI° LT PAT::
16:79° TheT AS019°¢-07: hl6d: TheT 4k hahan, mSs 2C
CHeeH ST NALY PANON. MG The hdl @é-AF 1299
L@OSGA:: PANNN, MS T 087 A%I0-129C PNAM LH AFAMAT::

First, we teach each household emphasizing on health. We teach properly.
We teach them theoretically. Then we tell them how they should put the
theory into practice. For example, we tell them to participate in
environmental sanitation campaigns. We teach them how they must keep
their toilets and their environment clean. We teach 16 packages. Out of the
16 packages, 4 of them have to do with environmental health. So, the
environmental health package may take around one month. We give more
time to the teaching of environmental health package (KI-5:21).

Despite the complaints from individual and focus group interview participants, the key
informants argued that they were trying to reach the community and teach them about
environmental health. They reported that they were using different communicative

strategies to convey health messages to the people. One informant explained
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SANVT @7 A7% T TN ATEAVT@D A7194TPAT: $AGT D7
ONAND- “9PMA ATEAVT@D A7174-TPAT: vk 0F Nao'lg9°
TUNLANT AGOTICSAT: ATE AATOT N91PS L AGNI° LT PAT::
2V TN 1@ AT ChOLL T WP 4l ds WIROT AP
LECHNLTE N ARTHY A0 APLT aodAont POTAAGA
[0 FANGAT:: ATHY A9°0TF ALT L79° N Hé-Ta- AdAT A°0 T
NPT COTANGA:: ATLHE AfA LPTAN: (466 ®LPPTHI°
NCACTT9° O+ ATmeoINT:: ATHY o005 (6C7IA) Phol' LT
HL '1@-::hHlv OHlé. h-oofNF (A762710) Pholihli? HE NPA
PU0HANGE HE ATMPIIN T AI°AN -G M- G257

We tell them how they should dispose waste. We tell them that they
should collect waste and burn. We also go from house to house and teach
the community. We teach them through one to five strategies. It means
one communication army has five people under him/her. S/he
communicates a message to these five persons. These five persons in turn
have another five persons under each one of them. They also pass the
message to persons under them. It goes on like that. We also use
brochures, pamphlets, leaflets, banners etc to communicate
environmental health messages to the general public. These are formal
communication systems. Other than these we use informal
communication method, i.e. oral. It is given in the form of buna tetu
2(K1-1:19).

As indicated in the above exerpts, it became clear that there was no common agreement

between both sides about the environmental health education delivery. This implies that

the delivery of environmental health education is under question.

[buna tetu]

The key informants made clear that they were using strategies ‘hb-~ A1 [kebet lebet]

like ‘house-to-house’, ‘A7& AAY°NT~ [and le amist] ‘one-to-five’, and ‘-G mm*

observation of the teaching of health lessons in research sites where health extension

professionals were teaching. There was a buna tetu ceremony whereby the participant

12 Buna tetu is an Amharic version which means ‘drink coffee’. Traditionally neighbors drink coffee

together as a sign of socialization.
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learners contributed coffee grain and ‘P0G &CH’ [yebuna kuris] ‘yebuna kurs*3, |

observed that the teaching was conducted while drinking coffee.

However, the participants revealed that they did not like the strategies that the health
extension professionals were using to deliver health education. For example, one
participant critiqued that ‘A7 AAZ°O-T H&'[and le amist] ‘one- to- five’ strategy is

‘tefnig’**

(11-5:5) as it did not allow her to go to a church or work or otherwise freely.
One participant (FG14-1: 11) thought that the health extension workers are ‘a0 £~
ohA T’ [yemengist wekiloch] ‘agents of the government’ going from house — to —
house ‘AapAAA’ [lemeselel] ‘to spy ‘but not really to teach about health. Another
participant also felt that, ?m.G OAgo-¢ We+GF CoLLATTT W LavCMa-:
NAC?T A9°7 ATLET AT A787L00Car AL OPI°:: AT FaodA L, LT hAd-::
TIC 77 ALY T Qovlar AGLI°: A 9°7 0251 TI°VCT AVH: A7L2LAM:
AA@-P9°:: The health extension workers choose those houses which they want. In fact it
is not known why they  chose those houses. There are also other similar houses. But
these houses were not chosen. | don’t know what kind of education they give to the

people (11-02:14).

3 Yebuna kurs is anything that those coffee drinkers eat.

 Tefnig means very tight something that is not flexible. It refers to a situation which does not allow free

generation of ideas.
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Resulting from these methods of teaching, there appears to be that the research
participants did not acknowledge the way health extension professionals were teaching

them.

Parallel with the identification of the strategies that health extension professionals were
using to teach, it was necessary to explore the discourses of the topics of the health
lessons (see page 124 about the topics of health lessons). It, therefore, came out from the
key informants’ responses that the discourses: ‘ASN-+9°4-FPA7 [enastemerachewalen]
‘we teach them’, ‘4277 FPA’ [enegrachewalen] e tell them’, ‘424044
ATRLITPN? [ndisatefu endergachewalen] {wve make the people participate’, £
7901 ANTIN7 [yetena timiheret ensetalen] fwve give health education’,(see the
quotes above) demonstrate knowledge relationship. They indicate that the health
education providers are the only sources of knowledge. They also show that the

community is simply a passive recipient.

The topics of teaching which both informants mentioned above came out clearly during
my lesson observation in the research sites. In their teaching, the health extension
professionals were emphasizing on issues of disposing and managing household wastes
be it solid or liquid. The lesson activities | observed were mainly the discussion of bio-

medical information.

Similarly, the public messages that | collected aim at teaching the community about how
to control indiscriminate waste disposal. For example, ‘#7977 %% wN5 04
ASL(C. 27 [Ketemachinin wubina tsidu enadergat - PM-2] which means ‘Let’s make
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our City beautiful and clean; ‘A%40.7 oomNds oo7hlhfl PU-N9° VAL 1D’
[Akababin matabgena menkedakeb yehulum halafinet new- PMm- 22]- which means ‘It is
the responsibility of all to protect and safeguard the environment’ ; and ‘A4%4M. 657"
aomd  PUNLANM: A0767 @VF - [Lakababiachen metebeq yehebretesebu

tesatefo wesagn naw- PM 25] which means ‘For environmental sanitation, the

participation of the people is decisive’.

It emerged from this research that the environmental sanitation discourses that focus on
communicating bio-medical information and that are waste disposal and management
oriented did not promote community participation though inculcating attitudes of
responsibility and participation in community health development is placed high in the

strategies of Health Policy of Ethiopia (TGoE, 1993).

4.3.2.5. Participants’ Attitude of ‘“t+a-+&’ [tesatifo]-Participation

This section presents the feelings or beliefs of the individual and focus group interview
participants towards their own participation in environmental sanitation activities. The
feelings or beliefs of the key informants towards the participation of the community

towards environmental sanitation activities are also discussed.

The individual and focus group participants shared their personal views towards
environmental sanitation. Although this was personal, their views towards environmental
sanitation were not conflicting. Interestingly, all the participants had an ‘externalizing’

attitude towards who should be responsible for the sanitation environment. They felt that
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‘the government’ or ‘the community’ is responsible for the sanitation of environment.

One of the participants underscored that,

NPT NMI° 7AT STm:: $A0 AMA Af% 9°7 T1L75 LAN::
AL ANTII® LAA: ATLLNID- LUT LAN AG HI® LAA::
TQUNLANTT A7 ALOBY ALL haP P7LLPTN TTVNLAA 10 A
ANNNLCTO 08T 188T®  ALLAI®:  3ALTE  PIAT O
ST PAL 1 TOT @ oo @g9° 00 @L9° PM.S
ANOETOT OAoo-@ ehFnhn::ao 72 0e9° $NA. @LI° MG
ANOETOT NN DT 278, C05%NT @ LA.NIN::

People are so  careless. When they see waste being thrown they say who
cares. They say ‘it is not my concern. Let it be as it wishes’. And they
keep silent. Our community is a kind of community that pollutes
knowingly when you clean. They don’t care about the sanitation of their
environment. They are irresponsible. They externalize responsibility to the
government or kebele or health extension workers. They want the
government or kebele or the health extension professionals to clean for
them (11-02:10).

Another focus group interview participant noted,

TUNLAN  A18.0MS (08T HooF A18.4+e (01L& La- NP
PhavNAN-:: P& ANao Py LavMA- W78, A2 é- h@LAT°: I°79° 711G
AN N1 TeLETDS  WhdT@  LooAdn::  TUNLAN AL
POLPAPOD (@ LLAIA: POLAD- 9°0C 0 FOHH ALOTAAG
TPUNLNN: ST TTVNLAN: 280 LA\

When you force the community to come out and participate in the
sanitation campaign, they simply pretend. They come for attendance but
not to work. They get back with their brooms and spades without doing
anything. The community expects someone to sensitize them. When the
Woreda Council passes instructions, the community shows up. The
community wants to be forced (FGI1-3: 10-11).

A total number of 160 (64%) of the survey interview respondents, reported that
government institutions, for example, woreda health office, the Addis Ababa health
bureau, the Addis Ababa Environmental Protection Authority are responsible for keeping

the environment clean and green.
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Sharing more or less a similar view, one of the key informants described the view of the

community about participation as,

MUNLAN: a0 72  PO8ET 24 Z18.06-NT @ LA IN:: a3t
av 70N AANE NAD- £O0A:: TTVNLAN: a2 W3878 TICT 7
hG059° NNt $Lav VL3 PTFF PAPI°NN:: TIC 17 15%E A
ACTVNLAN 10 a0 372 ARLAI° P99 davav@-::NHAL P05
7 WG 712970y TUC 21 10 APT 1LATN GTm-::
NF62749° APT PI°SOI°Lm-7 TI°VCT D7 0t JOC PELHFA::
AL W1L9%.00007F WP POLIST @S o115 T 7 A t@- “90P
LAVTFPA:LYL 10 TAE TG

The community wants the government to do the cleaning for them. They
think that it is the government who should care. So they are reluctant. The
community gives preconditions that unless the government fulfills so and
so for them they don’t clean. But the disadvantage is for the community. It
is not the government that gets ill. Especially when we do campaign work,
this is the problem we face. People are reluctant. Also, people connect our
teaching with politics. I think they have to make a distinction between what
harms them and what not. This is the biggest problem (KI-7:22).

The above excerpt implies that the interest of the community is not given due attention to.
The discourse ‘a0 37271 KhLLAJ® 91,3 avao®-’[mengist aydelem yemitamemew] ‘it
is not the government that gets ill’ and “+4t Aé-0+ AZTVNLAN 1@~ ’[gudatu lerasu
lemahiberesebu new] ‘the disadvantage is for the community’ imply the hegemony of the
status quo. Similarly, the discourse ‘CoLIGT@®7S Po181%T®7 ALT® 10T
LT PN [yemigodachewinena yemaygodachewin leyitew mawek yigebachewal] ‘They
have to make a distinction between what harms them and what not’ implies as if the

community is ignorant of environmental sanitation.

Describing the view of the community, another key informant noted, PUHN AgoAhh-t-

159 ANFAOMYI®:: TFIC 122 FI°VCET O 7HD7 9°79° AD-T hAARI™:: At
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NPT Ad PG TFI°VCT hh914 VA A707 Po187PAPN:: h8G149°: Ah-T
NPT PLNT@7 04.C OB ALR HI® LAA:: The attitude of the people has not
changed yet. It is a problem. Even those who took the lesson have not shown any change.
There are many people who do not want to act even after they took the health education.
They don’t speak. They keep silent even when they see other people polluting their own

areas (Kl1-5:12).

The individual and focus group interview participants also reported about their beliefs
towards their own participation. One participant said ‘a7£& OG@- O-+hAhh 22946
N.05%4% LI Trk7? NS 0% A%l AASICI™ [and sew betekelkele sifra sitsedada
weyim shintun sishena bay ene alinagerim] ‘I don’t speak when | see someone
defecating or urinating even on prohibited places’. ‘A&A*T AI2e1e0T 11C A%
9°7 F14%7 [leloch lemaychenekubet neger ene min chegeregn?] ‘Why should | care
when others don’t care?” ‘A's? ANhA 1% L0 9°7 T14757?7 [enen eskalgodagn
dires min chegeregn?] ‘I don’t care about others as long as | am not hurt’ (FGI1-3: 10).
The participant elaborated this point reflecting on an ‘individualizing’ approach (using
A's[ene] ‘I”) rather than just externalizing (using ‘A7CA-[they] ‘they’ or ‘ch'HO’[hizibu]
‘the people’ or ‘@071~ 1°[mengist] ‘the government’) as it is the case with the key
informants. Sharing a more or less similar view, another participant revealed that ‘A7£
A@- AT ANhA 02 APLNA. AdaoAR 9™ [and sew akababin sibekil bay le kebele

alamelekitim] ‘I don’t report to the kebele if | see one person polluting the environment.
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‘e kI AOLN ATAAUY [mikinyatum lesedeb ichilalehu] ‘This is because |1 may

be insulted’ (FGI1-1:11).
Another expressed that,

Nm.S 742 Ahan, 2AmS ad AN OO0 APT U-A 1R 0&0-
ALNTF® ALAU-: AT TIC ACTITTT 10 AAT APTF P71 FR
TIC PA9°:: Hé OTONT ALT 119° AL NPT ST@-:: 11C 17
AU OL2T L79° hAmSa IA AAT ALT7 AL0HI°
ANRI°:: ACOT@- +T4 NP AT AHlL@- LPaoMp-:: NAHY
TPONLNN ATRATR 6L ASAMI®::

I see only limited persons given a chance to participate when there is
training in the area of health. I see particular individuals participating. It is
to get something. There is no such thing as allowing other persons to
participate in different things. Today, the same persons, tomorrow the
same persons participate. | don’t see these particular persons in turn
teaching the community what they studied or what they learnt. They study
for themselves. They themselves sit there. Therefore, they don’t allow the
community to participate (11-02:5).

It is indicated in the analysis of key documents that inculcating the attitudes of
responsibility and participation is a key strategy to achieve the imagined cleaner and safer
environment. This is demonstrated in some public messages, for example, ‘A%, 7
aoqNPs oo hihfl PU-nN2° vAL 7 7w’ [Akababin matabgena menkedakeb
yehulum halafinet new-PM 22] which means ‘It is the responsibility of all to protect and
safeguard the environment’. However, as one key informant pointed out, ‘?e7v04N0N-
+ATE NANON, 05T ATPh A @0T WE 1@’ [yemahiberesebu tesatifo bakababi
tsedat wisit zero new] ‘The participation of the community in environmental sanitation

activities is zero. There is no sense of ownership’ (KI-6:9). It emerged from the research
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that inculcating attitudes of responsibility and participation in the community has not

been materialized yet.

The participants shared their views about health extension workers. One participant
indicated that the health extension workers are government agents who go from house to

house to spy but not really to teach (FGI4-1:10).

Sharing more or less similar view, one key informant underscored that, 478 T2C
PI°GP@ WIC L@ VHOE MmS ThaE AL At PA@IC:: (aoPr9°
PIIOM@7 PG FICUCT  hfIRIIN:: AZAh MR PIPSO-A@-
LavATPA:: What we see as a problem is that the people do not have faith in the

health package. They do not have trust in the health education we give. They think that

we use them for political purposes (KI-1:11).

This view though refers to the attitude of community members, inferentially implies the
community as an object in environmental health discourse and subjectifies the health
extension program (packages) as an agent of change of attitude. The community’s role is
excluded. The text is based on a linear casual logic that assumes that the health extension
package would lead to attitudinal change or change of behavioral practices. However, it
does not take into account unexpected factors that may emanate from economic or
personal/social attitudes and experiences that may constrain the achievement of the

objectives of the health extension package.
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This kind of view manifests that the participation of the community in the idea of
launching health extension program and also the preparation of health extension packages

was marginalized.

4.3.2.6. Community’s Behavioral Practices in Environmental

Sanitation Activities

The purpose of asking a question about behavioral practices in environmental sanitation
activities was to establish if the community has brought change of behavior in their waste
disposal practices. The residents of the city are expected to dispose their wastes properly.
This is indicated in the Solid Waste Management Proclamation, No. 513/2007; and Addis
Ababa City Government Waste Management, Collection and Disposal Regulation (see
4.1.1.4 and 4.1.1.5). Also, through public messages attempts have been made to aware
the community to manage its wastes as for example, ‘znp37€ 269" (F7 NV
UTT A0, AP0 LLP FAT2TF NFGT PCaT 00T NF 670
[Bemengedem lay hone mezinagna akababi singesagesu dereq qoshashwoten beqoshasha
girichat wist bicha yitalu- PM-17] which means ‘“While you move on roads and public
places, throw your dry waste into only the dust bins’.

I asked the individual and focus group interview participants about their sanitary
practices. As explained by one of the participants? ‘A2T $AGTFD-7 ®L 4T ©-OT
£PTAAN[sewoch koshashan wede dich wisit vyitilalu] ‘People throw their wastes to
ditches’. ‘0PNJ3@ A.05% : AN (VHAN ooHGE 0F3LPTF:i oo71LT AL AThH
2.3~ €0’[beyebotaw sitsedadu koshasha behizib meznagna botawoch mengedoch lay

sitilu yitayalu] ‘They are seen defecating everywhere, throwing wastes in public places,
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on roadsides, and recreational places’ (I11-02:29). This was supported by another
participant who explained that ‘0ACTT faAhAN, MG T2C AN [bergit yakababi tena
chigger ale] ‘There is definitely an environmental health problem’. ‘C4-0F@-7 P01
$00 A7H7 aa0- 0SNG 174 ©-0T ALTAIY [yerasachewin yebet koshasha
enkuan bagibabu bekoshasha genda wisit ayetilum] ‘They don’t even dispose their own
domestic waste properly into waste containers’. ‘U-A-T% O-FhAhA 03PF AL $AA
STAN: 204840 [huletegna betekelekelu botawoch lay koshasha yitelalu yitsedadalu]
‘Secondly, they throw wastes or defecate on prohibited places’ (FG3-2:30). Another
participant explained that, ‘C-197¢.G ¢-0A L8 AL A NPT T AGLA T AI°AN:
ALY HovGP oo S P91.°0TInNS:: oo 1 (LN ASETPAT:ANT Phi1]
A@-P0-N PTLMP oo APT PHAH oo @ PCaT AEANT O LI T 7 019° (. Th
AGPAT: RINYT Caomed® AICL PAI°:: W787L a0, 18,2 CooH AN Q19
NTA- AG2A7T:2 We see people who are even much educated, people who are in a better
position. For example, those people who drive modern cars. We see them littering. Other

people who use city buses throw their bus tickets but there are waste bins made available.

There is no practice of using them. Some taxi drivers throw banana skins (11-02:29).

The key informants were asked about the behavioral practices of the community. One
informant explained that “fi ALT 044 NFA0 778 ONT A1LovMN av 718 AL,
2TAn’ [bezu sewoch koshasha bekoshasha genda wisit endemetal menged lay yitilalu]
‘Many people throw waste on roads instead of throwing it into a waste container’ (KI-
3:31). Supporting this idea another informant pointed out ‘A2LF NP0 714 AL
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20850 CAGA: $A0 2TAA’ [sewoch beyemengedu lay yitsedadalu, yishenalu,
koshasha yitilalu] ‘People defecate, urinate, and throw waste on roadsides’. ‘(1Y a2"7174.
AL At-Hha- ANOT AMOAS 29° 1 LAMAY [beyemengedu lay letetekelut abeboch
anestegna gimit yisetalu] ‘They give little attention to flowers by the roadsides’.
‘em4. TP’ [yatefuachewal] ‘They destroy them’. ‘SHCA TP [yikortuachewal]
‘They cut them’. ‘9°7 ¢992LCT T 11C hA?’ [min yemayaderegut neger ale?] ‘What

not’? (KI-6:31).

The sanitary practices of the community was further explained by another key informant

as,

MK A4 PCPT 0HALE NFPF AL (PTF ArS.mdao-NT
FPIPMPA:: 1IC V7 U-N-9° T IARAPA:: AT8 T HFACPPA:: AT
FONLPA MGFPAI®: BV PoLLAPM I°7L 1@ PHAA PCaLTT7
PaoMm+9° QVA NY14-T77 15 Ahao 8067 1@+ A8, U-9° N ALT hn-
S04 A78m Am M PPLTA:: ALY LH 9°hC ATANAT: A787L L0
alh aoPMF9° A1L8AT:: 77 Dhbmd® NEA €77 TIC (LLLCT
AGETPAT: &0 9°0 CPINT &V 10 NF @45 9°nr0tk 9°7%
A1 A 107 ANTAIC:TTUNLAN AAAAMYTI®:: BUTTF 1@~ aoL.I°L.9°
PITTAD:NPhoek NH AT 00718 AL S-thAM:: 77
TUNLAN: &0 1D ATL1S ATCT7 190 oL.ONLD:: “TVNLAN: &0
1@ O HhA® 7 2T @79 1IC 1P A0 POl LD

Many dust bins have been made available in different places. They were
made available so that people could use them. But they have been all
abused. Some were stolen. Others are broken or destroyed. This shows
that the tradition of using dust bins has not been developed in our country
yet. Also, there are many people who throw waste near waste containers.
This time we give advice. Sometimes we go to the extent of penalizing
them. Even after being penalized we see them doing the same thing. This
is what has become a headache to us in our woreda. We couldn’t really
understand the reason. The community is not civilized yet. That is what
we can conclude. Every year a lot of flowers and trees are planted by
roadsides. But it is the community again that takes away the fences. It is
the community that takes away whatever has been planted (KI-7:32).
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The interview responses revealed a discourse of poor sanitary and waste management
practices. The notion of community participation has been constructed in terms of only its
recognition with activities such as keeping one’s compounds, or neighborhood areas
clean. This is also evident in the public messages collected ‘U-A-9° MN.@-79 AhOAN.®-7
heg PHAN AT hRSCI™ [Hulum gibiwenena akababiwen katseda yegoshasha
kimechet aynorem]- If all clean their compounds and their environment, there won’t be
any piles of waste. However, these environmental health activities are mainly waste
management oriented. They have nothing to do with the promotion of community

participation to maintain sustainable environmental sanitation.
By way of suggesting what is to be done in the future, the informant also revealed that,

ADLLE PPIVNLANT SATTH L9700 HARTT PAD- P77HN 7487
Pl avfl AANF: CTUNLOANT 099940 aoh- PaAhON, MG
aNONFT PaoGATAARNT D7 HEGPT ATAAA ALONNT 10
a7297.a00A% hiPY H&PFT7 avhAh AAVT@-:: YIC 17 AU-7 0A0-
U-'s3 PAUCE ADT 254 A% ANICFI°::

For the future there has to be sustainable awareness raising efforts that
consider the interests of the community. We are thinking of improving
our methods of communicating environmental health messages in ways
that can touch the community. I think the methods should be revisited.
But as it stands now, | don’t think there is any change of behavior (KI-
7:32).

This situation implies the community did not take part in the launching of the health
extension program. It also shows that the health communication methods that have been
in use so far are not working. As a whole, it emerged from the informants’ response that

top-down approach has been exercised.
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4.3.3. Emerging Discourses

A review of policy and program documents has revealed that the promotion of
community participation in order to maintain sustainable environmental health is a
priority. In the Health Policy of Ethiopia, it is articulated that in particular, the
Government of the Federal Republic of Ethiopia fully appreciates the decisive role of
popular participation and therefore determined to create the prerequisite social and
political conditions conducive to its realization. To this effect, inculcating attitudes of
participation in community health development is indicated as one strategy. Inculcating
attitudes of responsibility for self-care in health and assurance of safe environment is
identified as another strategy. The Policy has made clear that the community is
represented at all levels to participate in identifying major health problems, budgeting,

planning, implementation, monitoring and evaluating health activities (TGoE,1993).

Similarly, the Environmental Policy of Ethiopia encourages participation by the people of
Ethiopia in the development of federal and regional policies, laws and plans for the
sustainable management of environmental health. It initiates and supports the
involvement of local community in programs (FDRE, 1997). Also, in the City Health
Extension Program Manual (MoH, 2008) community participation has been defined as
the involvement of the people in terms of contributing their local knowledge, material,
money and the likes starting from planning up to implementation. In this Manual
enhancing community participation so as to realize people’s ownership of their own

health has been articulated time and again.
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The National Health Communication Strategy is another document that has been
reviewed in the current research. In the document, the tasks, roles, and responsibilities of
the various levels are indicated (e.g. tasks and roles at zonal/woreda level, at city level, at
community level). At the community level, it is mentioned that community will be able to
discuss on health messages, methods, and teaching aid materials (MoH, 2004a). As
indicated in the Health Service Extension Implementation Guideline (MoH, 2005b),
health service extension program strategy can be seen as part of the wider movement or
reform from the more traditional forms of top-down development practices to the
participatory development direction. Therefore, the following principles are opted to be

pursued in the health extension:

e Communities identification and prioritization of their own health needs;

e The recognition of the supremacy of people’s involvement. In other
words, respect and accommodation of people’s interest, needs and wishes
in all aspects;

e The contribution of people’s knowledge and skills as a potential
contribution to health development; and

e Promotion of ownership of the programs by communities.

Furthermore, community participation has been taken as something that enables people to
make decisions to mobilize resources. It is believed that CP promotes responsibility and
ownership for health actions. As indicated in the Guideline, community participation can
be in different forms which include gaining individuals or community members’ greater

responsibility for their health, decision making on health issues, identifying priorities, and
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mobilization, allocation, contributions, management and control of resources. Winning
community trust is identified as a top condition that helps/facilitates community
participation (MoH, 2005b). Active and full participation of people (not limited to
program heads and administrative officials) in the health education starting form
planning, implementation, monitoring and evaluation stages is indicated in the Health
Education and Communication Manual for Health Extension Package as one of its major

principles(MoH, 2004c).

However, a critical analysis of environmental sanitation discourses has revealed the
emergence of some discourses in the discursive practices. These are discourses of

exclusions,™ silence, mistrust, and power relations.
4.3.3.1. Discourses of Exclusion

As implied in the discourses of the Government’s intentions and assumptions in section
4.1.2, scientific or expert knowledge is taken as correct knowledge without which it is
unthinkable to promote community participation (MoH, 2004a). However, privileging of
only scientific knowledge has the powerful effect of silencing indigenous knowledge

which is a potentially valuable form of knowledge.

Evidences from this research shows that indigenous knowledge was excluded. One
individual interview participant explained that ‘AC?T ‘1@- 9°79° 770, PATI[irgit

new minim ginizabe yelegnem] Well | don’t have any understanding as to how this

> Exclusion in this context is taken positively as something referring to the fact that indigenous knowledge

(local knowledge) has been ‘left aside’ or not incorporated in the policy and program documents
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health policy and other documents related to environmental health were designed” (l1-
4:5). Another participant commented that ‘C+@a'r LT NF A8A+T4 ALLT
nfAU-[yetewesenu sewoch binch indisatefu sidereg ayalehu] | see only limited persons
made to participate. ‘@4 T AL 900415 NHIC PoLICm LALLA’ [wereket
lay yemitsifutinal betegbar yemitayew vyileyayalu] :: ‘OAHV hAL 24007
Poo Pl UsF HPAHE 10 1IC 77 00400 NATLHY ALY 18T AL
NA+S T4 17 [silezih kelay yemifesewn yemekebelu huneta ziketegna new] - What
they write on papers and what they practice are different. So, accepting what flows from
above is low but it is good if the community is given a chance to participate in such

matters (11-02:5).

The response from another individual interview participant about his participation in ES
activities was as follows: aAfh U7 &40 N2TVNLAN @-LL T AL hATATGN9°:
TP9° CMeF A~ A NANAN, 65T 142 AL ANhH.VI® PavA-HG A MY, PAY®
$40 AVNANLLT hoohim T ONHPC:: 0F0-9° MCTOF DATTLD¢ 07" AN U
AT MG 18T AL A4, hA@-PI°:: [iskahun dires bemahibereseb wiyiyit lay
altesatefkum. Manim vyeteragn sew yelem. Bakababi tsedat guday lay eskezihim
yemesatef agatami yelem koshasha lesebsabiwoch kemestet besteker. Befistum tertewegn
silemayawku bepolisim hone leloch tena nek gudayoch lay tesatife alawekem] -Until now
I haven’t participated in community discussions. Nobody called me. There is no

opportunity as such to participate in environmental sanitation matters other than giving
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solid waste to waste collectors. Since they have never called me I have never participated

on such matters like discussing on policy or regulation and other issue (11-3:5).

An interview with another individual participant revealed that,

NAC2T ¢77AN.G CTC14-9° Lhoo BT +49 AL LT PPL.0CE
7IC 10 NN ATEATOT 0LA AOma- 210 NG hFT
@MLAL, ao'L8: NLNT:: N7 0EI° e HE®7 7.5 AT PoLTAD-
TIUNLAN QAP T

[bergit yepolisina yeprogram dokimentoch Kkeresa kelay wedetach
yemiword neger new. Mahiberesebu inditechibet idilu lisetew yigeba
neber. Ketach wede lay mehed neberebet. Mikiniyatum kefitegnawin mina
lichawet yemichilew mahiberesebu silehone]-

In fact, the creation of policy and program documents is something that
flows from the top to the bottom. The community should have been
given the opportunity to criticize them. It should have gone from the
bottom to the top. This is because it is the community that plays a bigger
game I1-5:7).

Another participant (11-4: 10) extended others’ view of participation by adding that,

Naow /it MG aoAORE Nav 3 27 Né-0- -HHD8. ST m-:: N 1P79°
TUNLANI® CL-0: POLAD: 11C ASC A7L7L TN avl At PANTI°::

[bemeseretu yetena meliktoch bemengist berasu yetezgaju nachew.
Bihonim mahiberesebum yerasu yemilew neger linor indemichil meresat
yelebetem].

Basically though the health messages are prepared by the government to
convey information that the government thinks should reach the
community to raise its awareness, it shouldn’t be forgotten that the
community may have also its own say’.

An interview with another participant about participation revealed that ‘0ahan, 7" A.A.
+2495 ATNC AL Pavdq AI°S. PATY™ [bakababi polisina ategebaber lay

yemesatef limidu yelegnem] I don’t have the practice of commenting on such things like

environmental policy designing, or its implementation regulation (FGI1-1: 8). Another
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participant pointed out that ‘@A7-E7 A2Thié.A N40-9° +mee hA@-+9™ [filagoten
lemakafel befitsum teteyike alawkim] | have never been asked to share my interests or

feelings on such things like policy formulation or even its implementation (FGI1-2: 23).

It has become clear from the above excerpts that the following discourses manifest the

exclusion of indigenous knowledge.

o ‘N&09° TmLE hAm-PI°’ [befitsum teteyike alawkim ] I’ve never been asked.

o ‘I°79° 7N PATIY™  [minim ginzabe yelegnim] | don’t have any
understanding.

o ‘@WiPT AL PGS NG POLIP@- BALLAT [wereket lay
yemitsafutina betegbar yemitayew yileyayalu] What they write on papers and
what they practice are different.

e ‘NG09° MCH® WA [befitsum tertewegn ayawkum] They have
never called me.

e ‘0ahAN, 051 148 AL ANDHVI® PavA-T4 h M%), PAY™ [bakababi
tsedat guday lay eskezihim yemesatef agatamit yelem] There is no opportunity as
such to participate in environmental sanitation affairs.

o ‘PANG PTCE1L9° AhoviPT +49 DAL ®LIT P7L.0CE 11C 107
[yepolisina program dokimentoch keretsa kelay wedetach yemiword neger new]
The creation of policy and program documents is something that flows from the

top to the bottom.
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‘UNLAN ATSATOT 0LA AAma- 2170 INC [mahiberesebu inditechibet
idilu lisetew yigeba neber] The community should have been given the
opportunity to criticize them.

‘T 0LAL ov'h® NLNT [ketach wede lay mehed neberebet] It should
have gone from the bottom to the top.

‘CmG oAONTE oo 717 e NS SF@ [yetena meliktochu
bemengist berasu yetezegaju nachew] Health messages are prepared by the
government.

“CINLANI® Pt PTLAD- TIC ASC AIRTLTAN avldt PANTIY
[mahiberesebum yerasu yemilew neger linor indemichil meresat yelebetim] It
should not be forgotten that the community may have also its own say.

‘NAnaN, 64T 7700, #2495 AF1NC AL Poodta A8 PATIY
[bakababi tsedat polisi keretsana ategebaber lay yemesatef limdu yelegnem] |
don’t have the practice of commenting on such things like environmental policy
designing, or its implementation regulation.

‘GATETS N7 ET 0969 Fm@Ee hAm-P9™ [filagotenina simeten befitsum
teteyike alawkim] | have never been asked to share my interests or feelings’ have

emerged.

The emerging discourses demonstrate that the approach to promote community

participation is top-down. The emerging discourses imply that it is not only indigenous

knowledge that is excluded but also the direct participation of the community. It is

indicated in the policy that some attempts at facilitating participation in policy designing,

160



planning, budgeting, implementation, resource mobilization, through representatives of
the community at all levels. One key task or role of the National Health Strategy to be
implemented at community level is to involve communities in the process designing
health communication messages, methods, and teaching materials (see 4.3.1. above).
However, from the interviews it emerged that the process is essentially top-down
approach where only expert knowledge has been favored and indigenous knowledge is

kept aside.

The community’s participation was rather limited to activities such as attending
sanitation meetings, participating in cleanup campaigns organized by kebele or health
extension workers, giving their waste to waste collectors on time, paying money for the
sanitation services they got, and participating in community conversations whereby they

could speak about the sanitation situations in their areas.

The analysis of environmental health discourses has further demonstrated that the
teaching of inculcating attitudes of community participation have been excluded as the
environmental health discourses aim at the promotion of bio-medical information and are

predominantly waste management oriented.

The analysis of health education materials has indicated that the materials are
predominantly dominated by bio-medical information and waste disposal and
management discourses. In all the documents, other than advocating the need for
community participation in activities such as cleanup campaigns, meetings, no attention

has been given to the teaching of the role of community participation (see section 4.1.3.
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above). In all the environmental health education lessons | observed no mention was
made about the role of community participation. The lessons were predominantly waste

disposal and management oriented (see 4.1.3. above).

A further exclusion of the inculcation of the attitude of community participation was
reflected in the strategies the health extension workers deployed during their teaching.
One key informant explained that ‘eoEand MG AL -Fhdl N1LL7T AL1871877
AM®¢ AT TPAT[mejemeria tena lay tikuret bemadirge inastemirachewalen]
First we teach each household emphasizing on health. ‘0AhaN, m.S HooF AL,
A18.4014 A1 TPAT [bakababi tena zemech lay indisatefu eninegrachewalen]
We tell them to participate in environmental sanitation campaigns. ‘A7L M
L3 To79 AATO7 070V oomNe AZSANVTF@ ASNHI°LFPAY  [indet
shint  betachewinina  akababiachewn  benitsehina ~ metebek  indalebachew
inastemirachewalen] We teach them how they should keep their toilets and their
environment clean (KI1-5:23). Another key informant added by saying ‘7.2 AA’ [pakej
ale] There is a package. ‘T .27 ASNTI°4FPA7 [pakejun inastemirachewalen] We
teach them the package. ‘C429417% OHIMC AI8LON  ATIVTPAY
[yetemarutin betegbar indiyawilu ininegrachewalen] We tell them to put what they have
learnt into practice (KI-3:20). Another informant pointed out ‘A7 +ANT® 7
MNO®1LE ATSAVTFD- AT 24 FPAT[indet koshashachewin maswege indalebachew
ininegrachewalen] We tell them how they should dispose waste. ‘#ad ANON@-

MemN ATSNVF® A7124-FPAT  [koshasha sebsibew makatel indalebachew
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ininegrachewalen] We tell them that they should collect waste and burn (KI-6:22).
Another indicated that ‘775 @-79° A 2M, Neom+9® $AN AMG W15 oo P'+77
A9 FPAY  [manignawenim agatami  bemetekem koshasha letena adegegna
mehonun inastemirachewalen] Using every opportunity we teach the community how
wastes are dangerous to health and how they should dispose them. ‘A%74.0-9°
UNLAY  PAADT AT ooBNMC  ATSANT  AMNTICLAT  [indihum
mahiberesebu koshashawin indet mekotater indalebet inastemiralen] We also teach the

community about how they should manage their waste (Kl1-7:32).

It emerged from the above excerpts that the discourses identified below all indicate that
the health education discourses dominantly focus on bio-medical information and are also

waste disposal and management oriented.

o ‘MG AL N?7HnhC’ [tena lay bematekor] Emphasizing on health;

e ‘NANAN., 64T HooF AL’ [bakababi tsedat zemecha lay] Participate in
environmental sanitation campaigns;

o ‘AT N¥F MLFT®IG AMLATO7 07005 oomNd  ATSAVT@Y
[indet shint betachwenina akababiachewen benitsihina metebek indalebachew]
How they should keep their toilets and their environment clean;

o ‘ThB7 ASOTHI°LTFPAY[pakejun inastemirachewalen] Teach them the
package;

o ‘FAA ANAN® 27PMA AISAVTF®- AT124-TPAY  [Kkoshasha sebsibew
makatel indalebachew ininegrachewalen] Collect waste and burn;
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o ‘PO AMS ALIE VP75 AT ‘1M1 A7SAVF@Y  [koshasha
letena adegegna mehonunina indet masweged indalebachew] How wastes are
dangerous to health and how they should dispose them; and

o ‘$AAMT AILT PNMMC ATSANT  [koshashawen indet mekotater

indalebet] How they should manage their waste

The implication of this is that the inculcation of the notion of community participation

along with other health issues has been excluded.

4.3.3.2. Discourses of Silence

As discussed in sections 4.1.3 and 4.1.4 in this chapter, the inculcation of attitudes of
responsibility towards maintaining sustainable environmental health is central. However,
it became clear from this research that communities have not been discharging their
responsibilities as intended. This is evident in the interview responses the participants
made. One of the participants explained that ‘A7£& A®- aha07 ANhaN 0%
AN 1CY°" [and sew akababin sibekil bay alinagerim] | keep silent if | see one person
polluting the environment. ‘9°n22-:9° ¢ Am ANENT &TAA’ [mikinyatum ya sew
lisedibegn yichilal] This is because the person may insult me (FGI1-1: 12). Another
participant added ‘A7& A® O-FhAhA 266 A797 A.04%49 T7E7 A0GT 02
AONG1C9> [and sew betekelekele sifera innkwan sitsedadana shintun sishena bay
alinaberim] 1 don’t speak when | see someone defecating or urinating even on prohibited
places. ‘M= PCATeRIRNTT A'm 9°7 T147% [leloch yaltechenekubetin ine min

chegeregn] Why should | care when others don’t care? (11-02: 10). Sharing the
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experience of the community a focus group participant noted ‘PAf ATN ALE 9°7
A10%  @AAY [koshasha sital iyayou min agebagn yilalu] When they see waste being
thrown they say who cares. ‘hAZaoAn-+759* [ayimeleketegnim] It is not my concern.
‘W1401@- L U7 [indefelegew yihun] Let it be as it wishes. “H9® £AA-’[zim yilalu]
They keep silent. People are careless’ (FGI1-3: 10). Another focus group interview
participant explained that ‘ALF A7L4-0 T4 hPRT9[sewoch inderas nibret
ayayoutim] People don’t react as owners. ‘&% ¢ 142 ALLAI® LAA’ [yihe yene
guday aydelem yilau] They say that it is none of my business. ““FBPCkL13Fa-7

nLAa%9° [tekorquarinetachewn ayasayoum] They don’t show any concern (FG1-1: 11).

I asked the health extension professionals a question about the responsibility of the
community members in keeping their environment clean and green. One key informant
explained the situation as if the community is sleeping and does not listen 7v0ZAN-
PPN LAAIN: AILOND APSI4GEGTO LLAIN:: AUANI® 7IC PO+
LANIN:: TMNLAN hbndA @OTF ALOPI°:: AUT TTNLAN AL
LTHYUAN:OANY L. aobOdx PAN ALLAIV:: [mahiberesebu kiskesa yifeligal.
And sew indigefafachew yifeligalu. Lehulum neger kiskesa yifeligalu. Mahiberesebu
kekiskesa wetito ayawkem. Ahun maheberesebu tegnetual. Silezih hedo mekeskes kelal
aydelem]. The community needs sensitizing. They want somebody to push them. They
want agitation for everything. The community has not come out of waiting for agitation.
The community is sleeping now. It has become calous. So it is not simple to go and

awaken it (KI-6: 4).
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The key informants were also asked a similar question about the community’s
participation in environmental sanitation activities. One of the informants stated that
‘QuNLON- MNP ANTF D¢ 1’ [maheberesebu betam aschegari new] The community
is very problematic. ‘00 H1ATE 22724014 TTUNLAN 1@+ [berasu tenesashinet
yemayisatef mahibereseb new] It is a kind of community that does not participate on its
own initiative. * A7& PULPAPOD- M@+ 4N [and yemikesekisew sew yifeligal]
It needs somebody to push it. ‘CoLeAPAD AD- ATC LAT4AN [yemikesekisew sew

sinor yisatefal] Whenever there is a sensitizer they participate (KI-4:7).
Another informant explained,

aAfMHE@® 2O 21C1o- VHN OH2%o-7  O0F0C hLD-AT°::
N-H729C WE  SFo:: ART  ATPPAT P10 L% -
AL Fo- iR STFo-: PrICSTor  U-a SPNAA::
LU £T1 ALCONU- NA@- PN 214 711C 77 0700
ALOOTI°:: NEAT@- T1OTrE ARAT4I:: (MI° AGA -
AnaNATF@7  A%70%1T h0AL G  emNda::  [abzagnaw
yastemarnew hizb yetemarewin betegbar ayawelim. Betegbar zero
nachew. Legna inkoklish yehonew yihe new. Sinastemirachew positive
nachew. Yenegernachewin hulu yikebelalu. Yihinin yanin adergalehu
bilew kal yigebalu. Neger gin betegbar ayawilutim. Berasachew
tenesashinet ayisatefum. Betam anasa new. Akababiachewin lematsedat
kebelay chana yifeligalu.

The majority of the people whom we taught do not put what they learnt
into practice. In practice they are just zero. This is mysterious for us.
When we teach them they are positive. They take whatever we tell
them. They promise that they would do this or that. But in practice they
don’t. They don’t participate on their initiatives, it is very insignificant.
It is insignificant. They want imposition from above to clean their areas
KI-5:8).

One informant commented that ‘ALF AN oo PAT®9™  [sewoch
yebalebetnet menfes yelachewim] People do not have a spirit of ownership (KI-6:9).
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Instead as pointed out by one focus group participant (FG12-1:17) ‘Cav 37277 DAL
@ NA®- £00AC [yemengist halafinet new bilew yasibalu]. They think that it is the
responsibility of the government. Another key informant explained ‘¢m.5 +9°vUC-T
NS 0LA A707 P2187PA¢0 Nk APT Al ALG149°:: PLANT@- Ahan,
ATY7 OAAT APT ANhA HI® LAA:: [yetenal timihrite kewesedu behual
inkuwan yemayinkesakesu bizu sewoch alu] There are many people who do not want to
act even after they took the health education. They don’t speak. They keep silent even
when they see other people polluting their own areas (K 5:13). This idea was further
reinforced by one key informant as ‘eTUNLAN: AT ACINLAT  ANF
LhavnAN [mahiberesebu ignan lemasdeset bicha yasmesilal] The community simply
pretends to please us. Volunteerism is not a common practice in our community (KI-6:

15).

The result of survey interview indicated that 185 (74%) respondents reported that “HZ®
LAN’[zim yilalu] They keep silent or ‘“10ae(\\7 LaoCMA-[masmeselin yimertallu]
They prefer to pretend as if they didn’t see when they other people polluting

environment.
It became clear from the excerpts above that the discourses,

o “HY°J’[zimita] keep silent’;
e ‘hNaoq’1C’ [alemenager] Don’t speak;

e ‘9°7 F1L7% [minchegeregn] Why should I care;

167



“1E% hSLAJ™ [gudaye aydelem] Who cares;

‘hLavAnT719° [ayimeleketegnim] It is not my concern;

‘WIL401@- L U-Y [indefelegew yihun] Let it be as it wishes;

‘APT N9 LAN[sewoch zim yilalu] People don’t react;

‘WGP LP4-9[ayikorekorum] Don’t show any concern;

‘PO 4.0 20 [Kiskesa yifeligalu] Need sensitizing;

‘A& P9144ATFo (@ L4ANI0[and yemigefafachew sew yifeligalu]
They want somebody to push;

‘AU7 TTUNLON N[ ahun mahiberesebu tegnitual] The community is
sleeping now;

‘¢HPH'[kezkaza] Dormant;

‘aopP0’[mekeskes] Awaken;

‘NMg° A4 [betam aschegari] Very problematic;

‘Né-n 1001 AdooA+4Y  [beras tenesashinet alemesatef] Does not
participate on its own initiative;

C 1T NANC AL ALDAT9Y [yetemarutin betegbar lay ayawilutim]
Do not put what they learnt into practice;

‘b SFm-’[zero nachew] They are just zero;

“A7PPAT 17 [inkokilish] This is puzzling;

‘AL MG BAAN N [kelay chana yifeligalu] They want imposition from

above;
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e LAANTTT 03T PAT®-9[yebalebetnet simet yelachewim] They do not
have a spirit of ownership;

o ' CavPI T DAL 1 ANA®-  £O0A[yemengist halfinet new bilew
yasibalu] They think that it is the responsibility of the government;

e ‘TPUNLAN  LharhAg[mahiberesebu  yasmesilal]  The community s
pretentious; are emerging discourses that illuminate silence of the community

from actively participating in environmental sanitation activities.

I would think that the exclusion of the community’s knowledge, its community
participation at higher level, the exclusion of the teaching of the notion of community
participation at a grass root level might have made the community powerless and become
silent in discharging its responsibility to keep its own environment clean but rather

externalize it to the government.

4.3.3.3. Discourses of Mistrust

As indicated in the Health Service Extension Implementation Guideline (MoH, 2004a),
for example, winning community’s trust is noted as one major strategy to facilitate
community participation in environmental sanitation activities. However, there were
those who understood the efforts of health extension workers differently. For example,
one participant said ‘PmG  AANVETNT  WEATET PooPIt PLCT
SFa-’[yetenal eksitenshin serategnoch yemengist kafiroch nachew] The health

extension workers are government agents who go from house to house to spy but not

really to teach (FGI4-1:12).
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As explained by another participant,

OA2F NCACTT LONSS 1%t NA L@ &TAJA: LI F9°
PA- aoAONET  ALOONSTIC: NP HI®  NA@-  PRATPA::
TUNLON- &89 I} L7 hAAhAN, 05t
ARNI AT NG OB TII°  ALIN9°::  AT8V  EoolTar
AN TUNLAN  TINFOELPTT  LPBA: TINFOLLPTT
TN hLENTI°::

[sewoch brosherochin yiwesduna kayout behuala kedew vyitelutal.
Biyanebutim kilu melikitun aywesdutim. Beka zim bilew yayouachewal.
Mahiberesebu berediom hone television silakababi tsedat ayiketatelum.
Berari tsihufochinm ayanebum. Engidih jemerachew yilalu. Mahiberesebu
mastawekiyawochin yikedal. Mastawekiyawochin manibeb ayfeligim]

People take brochures and they look at them and tear and throw them away.
Even if they read it they don’t take the messages in. They look at them.
Finished. The community doesn’t listen to radio or television about such
things environmental sanitation. It doesn’t also read pamphlets. It is bored.
They say, ‘They have started’ kind of thing. The community tears notices
otherwise it doesn’t want to read (FGI1-3: 16).

The situation was further explained by another participant as 74 ALT ¢+274--17
0-+20C AL Af@-A-19[chigiru sewoch yetemarutin tegbar lay ayawilutim] The
problem is people don’t put what they learn into action. They say, ‘PG An0-E717
WA T NI ALAPOAT @9 [yetena eksitenshin serategnoch ayalkibachewim]

The health extension workers have always a talk to talk (FGI1-5: 16).

It was revealed during the interview that ‘ALF OmS JThB A2 A1
AT -9 [sewoch betena pakeju lay eminet yelachewim] People do not have faith in the
health package. ‘MG -T9°VCEI° AL A1 PAT®-9[betena timihiritum lay
eminet yelachewim] Also, they do not have trust in the health education given” AZ"A-kh

M+ 3 LI°Gm-A® LavNATPA ‘They think that we use them for political purposes.
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‘N 7NNF®- T9°VCT hL9°1-9™ [beminisetachew timihirite ayaminum] They do not

believe in the education we give them (KI-1:18).

A more or less similar view was shared by another informant. He indicated that ‘a\17Cv
PTA® TIC LSC 0N 32T AYHVT PG AWANETNT Wi tTT TTuNdLOn-
Lmeé-mé-FPAN’[linegrim yemichilew neger binor bebizu botawoch inezih yetena
eksitenshin serategnoch mahiberesebu yiterterachewal] What | can tell you is that in
many places the community suspects these health extension workers. ‘7000 MG
WANETI? WEET NPT PAT®-9° NA- AN’ [mahiberesebu yetena eksitenshin
serategnoch bigat yelachewim bilo yasibal]. The community thinks that the health

extension workers are ineffective (KI-6:20). | would think that this might have forced the

community to perceive the health extension workers as agents of the government.

Another informant felt that ‘G2F  P9°GNTI°l®-7 T9°VCT h7dth IC
L£LLHAA\ ‘[sewoch yeminastemirewin timihirit kepoletika gar yayayizutal] People
connect our teaching with politics. ‘A729%ev0A% WPt POUISTOS
Pr.MPITF @7 ng - P Y UL RO [indemimesilegn  kehone
yemigodachewinina yemitekmachewin leyitew maweq alebachew] | think they have to
make a distinction between what harms them and what not. ‘&% ‘1@ T&¢ FIC

[yihe new tiliqu chigir] This a big problem KI-7:22).

The individual in-depth interview and focus group discussion participants also expressed

their feelings of suspicion about the methods the health extension workers were using.
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For example, one participant commented that ‘Cm.G AwAO-E7NT WetTT CLATT7
N1 2CMA[yetena ekistenshin serategnoch yefelegutin bet yimertalu] The health
extension workers choose those houses which they want. ‘0AC7?T A9°7 ATH.V7? (LT
A1L7.a0Car h Q3 ®P9°[bergit lemin inezihin betoch indemimertu aytawegim] In
fact it is not known why they chose those houses. ‘AA*T -apAdg M
nf-’[leloch temesasay betoch alu] There are also other similar houses. “77C 77 A1H.V
0T Aoolm AALI™[neger gin inezih betoch simeretu alayim] But these houses were
not chosen. ‘9°7 4@4% 1 F9°VCT AVHN A7L7LOAM AA@-PI™[min aynet timihirite
lehizbu indemisetu alawgim] | don’t know what kind of education they give to the
people (11-02: 14). Another participant argued that ‘&% A7& AA°NT £7L0AD
PUINTIC HE&AT® M&77 1@-[yihe and lamist yemibales yemastemar zedeachew

tefnig new] The so called one -to -five strategy of teaching is ‘tefnig” ” (11-3:14).
It is clear from the expressions that,

o ‘Cav i1 $4C[yemengist kafir] government agents;

o ‘hlt®m +L® LTATPN[ayitew gedew yitiluachewal] They look at them
and tear and throw them away;

o ‘ooAONET L @0NT ALONSTI”[melikitun wede wisit aywesdutim]
They don’t take the messages in;

e ‘A718.V CLovlFm-[ingidih jemerachew] They have started;

o ‘NI OELLPTT L+ANA[mastawekiyawochin yikedalu] They tear notices;

o ‘ALAPONT®-9> [ayalkibachewin] They have always a talk to talk;
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e ‘A1l CAT@®9™ [iminet yelachewim] They do not have a trust;

e ‘AfPI°r9” [ayaminum] They do not believe;

e ‘CLMé-METPA [yitereteruachewal] They suspect ...;

o ‘NFT PAT®I° NA®- £ANA [bigat yelachewim bilew yasibalu]
They think that the health extension workers are ineffective;

o  OADTF PI°SNIL@T TICVCT hZ At OC £LLH I
[sewoch yeminastemirewin timihirite kepoletika gar yayayizutal]
People connect our teaching with politics;

o ‘CLNTTT I LooCMAY [yefelegutin bet yimertalu]

They choose whichever houses they want;

o ‘%7 LT TI°VCT RIL9LENTI°E AL NI
[min aynet timihirit indemiyastemiru aygebagnim]

I don’t know what kind of education they give to the people;

o “IN&LF [tebiyewoch] The so called; and

e ‘m&777[tefnig] in the excerpts above demonstrate emerging discourses of
mistrust that might have emerged from absence of transparency on the part of the

health providers.

5.3.4. Discourses of Power Relations

In this section, | provide power relations in environmental health discourses to promote
community participation. The section particularly reflects on power relations emerging

from the interview responses of the participants. The interview data reveals that the health
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extension workers exercise their power through the process of teaching environmental

sanitation lessons. For instance, one informant explained that

6%+ Hoo¥F  AR:  QNNAN AR:  ooAT4  AYSAOTF@-
ASOTI° L FPA T NANAN. MG T9°VC T AL A8 T4
ASOEI°TFPAT: h 0 OeoBC PSS T9PUCT
ATNTPEPA T BAN 9°7  PUA  ARINY® U1 AAEFT@- 18,
AT ASOTI°LTFPAT: 4007 AN A7h0hl P2LTA
TNLNN  AaeeMC  APT°hC? 10+ [betsedat zemecha lay,
besibseba lay, mesatef endalebachew inastemirachewalen. Bakababi tena
timihirt lay indisatefu inastemirachewalen. Kebet bet bemezor yetena
timihitite  inseteachewalen. Qoshasha min yahil lenesum hone
lelijochachew goji indehone inastemirachewalen. Yerasun akababi
linkebakeb yemichil mahiberesebe lemefiter iyemokerin new]

We teach them that they should participate in sanitation campaigns and
also meetings. We teach them that they should participate in
environmental health education. We give health education’by going from
house to house. We teach them how wastes are harmful for them, and
for their children. We are trying to create a community that can safeguard
on its own environment (KI-2: 19).

Another informant indicated -E£4%  OF20C A7 oo TGP WISAVTFO-
ATIV1TPAT: A9°AA: NANON. 64T HooF AL AT8.4014 ATI4-TPAT:
AT8.U09° AT N MWIT@S ANALATO7 7005 oomNP ATSAVT@-
A1 T9° 4T PA T tiworin betegbar endet metergom endalebachew eninegrachewalen.
Lemisale, bakababi tsedat zemecha lay endisatefu eninegrachewalen. Endihum endet
yeshint  betachewinina  akababiachewin  netsihina  metebeq  endalebachew
enastemirachewalen]- We tell them how they must put the theory into practice. For
example, we tell them to participate in environmental sanitation campaigns. We also

teach them’how they should keep their toilets and their environment clean’ (KI-5: 21).

174



The exercise of power relation is further indicated by what another informant
underscored, FANTF®-7 AT “NOIE  AWTSAVF® ATI76TPAT:: $00
ANNN®- “1PMN A2GAVTF@ A 7176 TFPA:: A8 U9 hh AL Novie
TUNLANT ASOAEI°L-AT: A7 AAOT H&T Neome9® A9 ST PAT::
[goshashan endet masweged endalebachew eninegrachewalen. Qoshasha sebsibew
makatel endalebachew eninegrachewalen. Endihum kebet bet bemehed mahiberesebun
enastemiralen. And le amist zeden bemetekem enastemirachewalen]- We tell them how
they must dispose waste. We tell them that they should collect waste and burn. We also
go from house to house and teach the community. We teach them’through one- to -five

strategy (KI1-6:22).

One informant also stated that, ?775®79° ~2M%9, Neom+9° $00 AMSG hLI15
PS5 AT oo®1L ATSANT CTVNLONT ASHAHICS-AT: UHO (AhAN,
08T AL AMRANTE  ATPAPAANTIAGTIPATE  ASNLIJ AT [manegnawinim
agatami bemetekem qoshasha letena adegegna mehonuna endet meweged endalebet
mahiberesebun inastemiralen. Hizibu bakababi tsedat lay endisate enigesqgisalen,

enanekalen, enaberetatalen]

Using every opportunity we teach the community how wastes are dangerous to
health and how they should dispose them. We sensitize and awaken and motivate
the people so that they should participate in keeping their environment clean (KI-

7: 24).

It then emerged from the excerpts that the discourses,
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e ‘ASNTI°L-TPAY [enastemirachewalen] We teach them;

e ‘ATNTNTPAT [ensetachewalen] We give them*

e ‘Aavem(’ [lemefter] to create;

o ‘ATI14FPAY [eninegrachewalen] Tell them;

e ‘ATPAPATPATY [enkesekisachewalen] We sensitize them;

e ‘AG1PTPAT[enanekachewalen] We awaken them;

o ‘AGNLI A7 [enaberetatalen] We motivate them, demonstrate essentially a top-

down power relation.

This form of control of knowledge as a power not only assumes the authority of ‘the
truth’ but also has the power to make itself true (Wetherell, M. et al, 2001). This implies
that the health extension workers position themselves as knowers about environmental
sanitation. It shows the dominance of scientific (expert) knowledge which appears to be
ratified or legitimized by the health providers. They further show as the community are
ignorant about sanitation and has to be filled with. As can be seen from the discourses
above, the first person plural ‘A% [engna] which is to mean ‘we’ is repeatedly reflected.
The frequent use of the pronoun ‘A%’ [engna] (we) manifests totalization as one
technique of power that is identified by collectives. It seems that this totalization
technique is used in environmental sanitation discourses for controlling the target

audience. The term ‘A%" [engna] i.e.* we’ as indicated above refers to the health extension

workers themselves and others who are authoritatives. The use of ‘4% [engna] ‘we’
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externalizes the community and signifies the power of those who are above the

community (e.g. the elites).

The verbs ‘AG0-+9°4-AF[enastemiralen] (teach), and A7 124-4% (tell) are reworded in
the views of the key informants. The use of the verbs plays a critical role in the content of
messages. The verbs decide various actions and demonstrate what the producers of the
message want to communicate to viewers (Halliday, 1994; Fairclough, 2001).
Examination of the data in the above excerpts reveals the use of the verbs
‘WSO TFPATY  (teach), ‘A71724-A7 [eninegralen] (tell) ‘A7AMA7Y [ensetalen]
(give), A7PAPAAT [enkesekisalen] (sensitize) and ‘AG1#A7 [enanekalen] (awaken)
show the powerful position that the health extension workers and the unsaid others

occupy.

Similarly, the use of modal verbs in the key informants’ responses implies the degree of
imposition as if what they teach is an indisputable truth. It does this by sounding
instructive and obligatory in an imperative mood inviting resistance from the community.
In the key informants’ responses, for example, ‘¢AGTF@®7 aoPNMC ~AVF@®-
[koshashachewin mekotater alebachew] They should manage their waste; ‘ANF®-7
Mhm1L hAVTF®-'[koshashachewin masweged alebachew] They should dispose their
waste; ‘A0 ANOAN@D-  27PmA  AAVF®  [koshashachewin sesibew makatel
alebachew] They must collect their waste and burn, the word ‘AAQF@-’ [alebachew]

which is commonly and frequently used deployed in the example discourses expresses

close affinity to the proposition and reflects the power relations. It limits the community’s
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creative indigenous knowledge of deciding what is right or appropriate and ‘implies some
form of power imbalance’ (Fairclough, 1992:159). It is authoritative manifestation of an
asymmetrical exercise of power within the discourses. Such type of assumptions may
breed resistance within environmental sanitation discourses as the community may
perceive it with its pre-conceived assumptions and may impose its own contextual

meanings which could be contradictory to what the policy makers intend or assume to do.
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CHAPTER FIVE
CONCLUSIONS AND RECOMMENDATIONS

5.0. Introduction

In the preceding chapter, attempts were made to describe, interpret and explain the
underpinning meanings of key environmental sanitation discourses in promoting the
principles of CP in Ethiopia.  This chapter draws conclusions and provides
recommendations to address the communication gap towards promoting community
participation in environmental sanitation interventions. In so doing, | have reflected on

the research method, the research questions and the major findings.

5.1. Critical Discourse analysis as a Research Method

The use of critical discourse analysis as an innovative method to explain the role of
community participation in environmental health has been found useful. It enabled me to
gain answers to the research questions that guided the investigations. | was able to
explore the power relations of environmental sanitation discourses and how they
impacted community participation. It provided tools for exploring the intents and
assumptions of the elites about environmental sanitation and uncovering the ‘lived’
ideology of the target community towards their participation. A critical discourse analysis
enabled the researcher to have a better perspective of how environmental sanitation
discourses are constructed in key policy and health related documents. It also helps to

understand the roles of health programmers, health extension workers and the community
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in an effort to create knowledge and skills that are necessary to enhance sustainable
environmental health. The use of critical discourse analysis also assisted to the
understanding of what discourse strategies are used in environmental health

communication during community participation.
5.2. Observations and Concluding Statements

On the bases of the findings discussed in chapter five, the researcher generally concludes
by saying that the environmental health communications are mostly transmissions of
messages as determined by higher experts in health. In effect, although the policy
documents emphasize community participation, the community is excluded from agenda
setting, deliberating on strategies and ways of operationalizing health communication at
ICC/BCC level. They are mostly waste disposal and management oriented discourses and

messages.

Community participation is the key policy discourse in the environmental health policy
and program documents. It is consistently articulated as a strategic goal of environmental
health interventions, as well as a means to achieve sustainable environmental health.
Environmental health promotion is also increasingly advocated as a way forward to
develop the community’s awareness and attitudes toward positive sanitary practices. It is
well recognized that the community can develop self-responsibility of environmental
sanitation that can enhance participation when they are empowered with the right

information.
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A deconstruction of environmental health discourses using critical discourse analysis
show that the target communities have no say on environmental health discourses.
Although health extension workers are expected to work with the communities, they
rather focus on passing prefabricated information on the bases of their understandings
and assumptions of environmental health without considering community beliefs and
values. Health extension workers understanding of community participation is attending
meetings, get involved in cleanup campaigns, paying sanitation service bills on time.
This makes community members to believe that environmental sanitation is the business
of the health workers. They don’t believe that they have accountability and responsibility
in keeping their environment clean. The observations | made also show that
environmental health is not adequately resourced for educating the people., apart from

passing information

When it comes to the operationalization of community participation discourse, it is not
enacted. There is no participatory communication. Messages are passed through different
mediums. These messages are externalized by communities because they are not

dialectically connected and synthesized through the use of participatory communication.

The environmental sanitation discourses promoted in the communication materials
focused on transmitting bio-medical information. The social aspects, i.e. the roles and
responsibilities of the community, and how the community should be involved in
environmental sanitation interventions were not given attention. Rather, discourses of

obligations were greatly capitalized. As a result, people remained unaware of their
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responsibilities of environmental sanitation, except attending meetings and cleanup

campaigns.

Communities did not have a part in environmental health communication. Though it was
pronounced that community should participate from the planning through the
implementation, and the monitoring and evaluation of environmental health policies,
programs and interventions, this was not made practical on the ground. The ‘truth’ about
community participation was constructed as participating in meetings, cleanup
campaigns, paying sanitation service fees. This has hampered communities from
developing sense of ownership in environmental health and behaviorally acted in making

the environment polluted and dirty.

The communication in practice has not helped communities to question their assumptions
of environment, sanitation and why they should take responsibility in keeping their
environment clean. Due to existing communication gaps among the policy makers,
program designers and implementers and the community, people have not developed
sense of belongingness or ownership. They did not show any concern for others’ ill
sanitary practices; rather they tended to keep quite or taking it as if it is the Government’s
responsibility. In Addis Ababa, one can say every person is a polluter and a contributor to
the existing environmental sanitation deterioration, although Addis Ababa is the capital

of Africa and seat of many embassies and international organizations.

The discourses of mistrust that the participants demonstrated show that over politicization

of health has a negative consequence. Participants believed that the health extension
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workers were recruited and employed on the basis of their political affiliation not on
qualifications and skills. They think that the health extension workers are political agents
of the government, and the house to house visit they make and the one-to-five ‘tefnig’
strategies are all for spying. This kind of perception makes the community reluctant and

resistant to participate in the activities.

To summarize, the policy and program discourses of the elites on environmental health
and sanitation were not found to be congruent with the social constructions of community
participation. Such a mismatch was created because the intentions and assumptions
articulated in the key documents could not be enacted as articulated. As a result,
community participation has rather been limited to the daily routine sanitation activities.
The environmental health communication approach is essentially top-down in practice.
The failure to involve communities by considering community social capital, wisdom,
indigenous knowledge and real life experiences alienated communities from assuming

ownership and accountability in environmental health and sanitation.

5.3. Recommendations

Taking into account the constraints identified that hinders the promotion of community
participation in environmental sanitation activities, | have provided the following

recommendations:

e |f community participation is to be ensured, communities should participate in the
setting of communication agenda, operationalzing and strategizing such an agreed

agenda, and monitoring and evaluating the effect of such activities.
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Training health extension and other health workers in the management and
facilitation of community participation in health communication

Political commitment, effective leadership and support to enhancing and realizing
of grassroots level community participation. This requires giving more time and
space to communities, setting clear guideline as to how they can participate, and
involving them stage by stage. The focus on message transmission would not
bring desirable behavioral changes for ensuring environmental health and
sanitation through knowledge transfer and ownership of communities as outlined
in the health extension program.

There should be more research on community discourses on health in order to
explore community assumptions, beliefs, and conceptual frames underpinning

their practices.
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APPENDICES

Appendix A: Actual Environmental Health Education Lessons Observation
(Note from One Site)

Name of the site: Site 2 (Woreda 3)
Date: 2 June 2012

Time: 2:00 P.M. — 4:00 P.M.
Introduction:

The health extension worker greeted the participant learners. She then introduced
me to the participants that | am from Addis Ababa University and doing a
research in the area of environmental sanitation. The health extension worker
asked the participants what they learnt the previous day. None of them recalled.
The health extension worker reminded them and updated them. After that, she

introduced the day’s lesson topics.
Lesson Topics:

What is solid waste?
What is liquid waste?
Disposing solid and liquid waste.

Health problems created as a result of not disposing solid and liquid wastes

Learning Environment:-
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There was no classroom.
Participant learners were seated outside in open air facing one another
They were sitting on their own tools. Some were sitting on stone. Others brought

their own wooden chairs.

Approaches

Lecturing

Health extension worker doing most of the talking

Health extension worker was asking questions in the middle of her teaching
Participants were passive

Health extension worker calling the name of young participant repeatedly to
answer questions

The health extension was trying to relate the lesson with the participants real life
Participants were sometimes speaking about their own problems, for example,

that they don’t have toilets.

Combination of participants:

The lesson class | observed was a combination of all ages. The participant
learners’ age ranges from approximately from 16 to 60. Some older participants
were spinning as they were listening. Some had little kids and their noises were
disturbing. The average number of participants in all the sites | observed did not

exceed 7.
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In all the sites | observed, only females were attending. | asked the health
extension worker about it. They explained that they never find men at home. Even
if they find them and ask them, they were not volunteering. They say that they are

busy.

Resources:

In all the sites | observed, the health extension workers depended on Solid and

Liquid Extension Package and their own hand written notes.
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Appendix B: Demographic Characteristics of Survey Interview Participants

1. Sex
Percent
Sex |[Frequency
Male 119 47.6
Female |131 52.4
Total 250
100.0
2. Age
No Age Interval Frequency | Percent
1 18-30 69 27.6
2 31-40 35 14.0
3 41-50 78 31.2
4 51-60 46 18.4
5 61-70 18 7.2
6 Above 70 4 1.6
7 Total 250 100.0
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3. Education

Educational Level [Frequency Percent
Iliterate 46 18.4
Read and write 44 17.6
Primary |52 20.8
Secondary 73 29.2
Higher 28 11.2
Religious 7 2.8
Total 250 100.0
4. Residence
Residence [Frequency Percent
Woreda 3 I55 22.0
Woreda 5 |63 25.2
Woreda 6 38 15.2
Woreda 7 43 17.2
Woreda 9 |51 20.4
Total 250 100.0
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Appendix C: Public Messages

Key: PM= Public Message

Code Message Phonemic transcription Translation Developer Source
PM-1 | AhONAT7 MNhA m.GT7 | Akababiachin  bibakal | If our environment is | Addis Ababa City | Slogan
£0hAA tenachin yibekelal polluted, our health will | 521"
Management Agency
be also polluted
PM-2 | pto9F3% @5 64 | Ketemachinin wubina | Let’s make our City | Addis Ababa City | Slogan
ATECIT tsidu enadergat beautiful and clean Sanitation
Management Agency
PM-3 | 889 ?AAMT VHN aopf | Tsedunet yeseletene | Sanitation is a sign of | Addis Ababa City | Slogan
e - hezib meleya bahiri | civilized people Sanitation
Management Agency

new
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PM-4 |\ @ZHFF 3% /rfizn-1- | Wenzochachinin Let’'s safeguard our | Woreda 6 Sanitation | Pamphlet
A 38T kebeklet entadegachew | rivers from pollution Management Bureau
PM5 | g&73 QuaT7? A5E(7 Tsedaten  bahelachin | Let’s make sanitation our | Office of Woreda 3 | poster
enaderg culture Administration
PM6 | anONAT? (.04  A%9° | Akababiachin sitseda | When our environment | Addis Ababa City | Slogan
"3058A7 egnam entsedalen becomes clean, we also Sanitation
Management Agency
become clean
PM7 | AmGT7 ®-m. 97" | Ltenachin wetetamanet | Let’s cooperate for the | Woreda 5 Sanitation | |_eaflet
094 A30LA begara enrebareb wellbeing of our health | Management Bureau
PM8 | g-A-9®  AhON@7 0.£04 | Hulum akababiwen | If all clean their | Office of Woreda 9 | Pamphlet
M5} NANTTTY | iy atseda tenachin | environment, our health | Administration
SmNPi

bastemamgn yitebekal

becomes sustainable
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PM9 | NA%.0 Aol PANONT77 | Badisu amet | For the new year, let’s | Office of Woreda 3 | Brochure
0581 QUATH AGECY yakababiachinin tsedat | make environmental | AAdministration
bahelachin enadereg sanitation our culture
PMI10 | A&a0Ah7 %7 794475 | Akababiachinin Let’s make cleaning and | Woreda 7 Sanitation | | eaflet
Yy quA’F3 | matsedatena safeguarding our | Management Bureau
AT menkebakeb environment a culture
bahelachin enadreg
PM11 | pg7-7  PoNt 740n7 | Tsedatin  yelet elet | Let sanitation be our | Addis Ababa City | Slogan
AL T3 B3 tegbarachin yihun daily activity Sanitation
Management Agency
PM12 | g-i9® MN@-75 AhaNm-7 | Hulum gibiwenena | If all  clean  their | Woreda 9 Sanitation | Pamphlet
npg o B p— akababiwen  katseda | compounds and their | Management Bureau
yeqoshasha  kimechet | environment, there won’t
hgSCT aynorem be any piles of waste
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PM13 | ppey PL7- P17~ $07| Beyegenu tigit  tigit | If we show at least little | Woreda 6 Sanitation | Pamphlet
N5 AhanAaF7 s | doshasa benanesa | efforts to pick small | Management Bureau
LU5A akababiachin  netsuh | wastes every day, our
yihonal environment will become
clean
PM14 | 092 F24F7% | Clean, beautify Let’s make our | Office of Woreda 3 | Brochure
AMNPF33  90U5 @ | And cooperate environment clean and | Administration
AT e( 7 beautiful through our
cooperative efforts
PMI5 | pg.s7-  PwAms  v7/1| Keep clean Sanitation is a sign of the | Addis Ababa City | Slogan
7Ne WL 1D behavior of civilized | >*"""
Management Agency
people
PM16 | NPNSc-a- #77 | Control Let’s control those who | Office of Woreda 5 | Leaflet
P FN-7-3 N2F dispose Wwaste | Administration
A 2PN Tar- everywhere
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PM17 | om37€ AL9” Py AUHA| Throw wastes into | While you move on | Woreda 9 Sanitation | Leaflet
aUTF AN A FPAP- | Waste bins roads and public places, | Menegement Bureau
PLPd  POGD2FE  QPAT throw your dry waste
PLBRT OOT NF LAt into only the dust bins
PM18 | 0877 UAm-5T% Keep sanitized Our sanitation is our | Addis Ababa City | Slogan
survival Sanitation
Management Agency
PM19 | Pp.g7- 7-56, £m, 55 | Keep sanitized The issue of sanitation is | Office of Woreda 3 | Brochure
FA“TT 7456 - the issue of health and | Administration
development
PM20 | mzp7~% 0740 A2m2°17 | Do not throw papers | Let’s make use of our | Office of Woreda 6 | Pamphlet

everywhere

papers properly

Administration
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PM21 08573  P¢  Xs3e.ee | Keepsanitized Sanitation is a guarantee Woreda 7 Sanitation | grochre
Management Bureau
HEFBFG P HFeLHA if we want our eyes to see
things, our noses to
AOTCH TS AIEHTS good things, our no
smell good things, and
057 1w POIG! J J
for the refreshment of our
minds
PM22 | ah4a0, % aom+5 so7hdh1 | Protect and safeguard | It is the responsibility of | Woreda 3 Sanitation | Brochure
. Management Bureau
PU-N-9° UL 77 9D environment all  to protect and
safeguard the
environment
PM23 | 44407 oo2hdhl <07 | Protect environment Protecting the | Addis Ababa City | Slogan
environment  is  like | Sanitation

a0 FhihA 10

protecting ourselves

Management Agency
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PM24 |\ @mHFF 3% Ph1777% | Keep sanitized Let’s make our rivers the | Addis Ababa City | Slogan
PNt £.CT A5LCITm- source of the beauty of | Sanitation
: Management Agency
our City
PM25 | pah, 647  oomn# | Participation For environmental | Woreda 5 Sanitation | Brochure
PUNLAON 476 DAF sanitation, the | Management Bureau

7a-

participation of the

people is decisive
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Appendix D: Ssample Translated Interview Transcript (key informant)

R: First of all, tell me about yourself.

KI-7: I’'m 23 years old. I’ve a first degree in Management. I’m head of the Office of
Sanitation Management. It has been almost two years since | assumed this position

in this woreda.
R: Does your office give education about environmental health?

KI-7: Yes. We give environmental health education through different methods. First, we
go from house to house and teach. Second, we use brochures, leaflets, and other
different media. Third, we make use of different forums like meetings and teach
the community about environmental health. There about 12 different works about
sanitation regulations and awareness raising. So, using every opportunity we teach
the community how wastes are dangerous to health and how they should dispose
them. in addition, we’ve organized the youths into associations so that they go
from house to house and collect waste. These youths they don’t only collect waste.

They also teach the community about how they should manage their waste.
R: Good. Earlier you talked about brochures. To what extent these brochures reach the

community?
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KI-7: Through our environmental security and awareness raisers brochures are
dispatched to the community. But we don’t believe that they reach one hundred
percent to the target population. This is because when we go from house to house
(usually during working time) we don’t find a husband or wife at home. We give
the brochures to anyone whom we find at home. In any case we select houses and
give them every month. In fact, there is a problem of copies. So we may not give
brochures to everyone. But we are sure that ninety nine percent of the people have

access to brochures.

R: Still with regard to the issue of brochure, there are people who are literate as well as

illiterate in our community. How can especially those who are illiterate use them?

KI-7: Good. We have said that we give awareness using different methods. The
brochures are meant for those who can read and write. Parallel with this we give
awareness raising education face to face. Our main aim is to reach each and every

individual in the community and teach.

R: To what extent the brochures or other methods of disseminating environmental health

messages consider the age, educational level or interest of the target audience?

KI-7: Currently we have been thinking of changing the current system of brochure
preparation. There are situations whereby some people throw away these
brochures thinking that they know the messages. Some people are may be bored
of reading brochures. So for the future we are thinking of making the brochures

attractive, for example, putting pictures on the brochures so that people can see
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them and understand the messages easily. This is because despite all these
communication efforts, we see illegal disposal of wastes. We are not saying that

the intended change of behavior has come.

R: To what extent the community members are motivated to participate in these

environmental health education?

KI-7: We’ve now regular monthly campaigns. We motivate the community members so
that they participate in environmental health campaigns during holidays. But
anything done through campaigns will not be sustainable. This is because it is the
community itself that pollutes environment. It is also the community that has to
clean. But it is impossible to say that sustainable environmental health possible by
cleaning environment once in a month. If environment is clean, it is the community
that is  benefited. But most of the time it is the community who creates problem
of sanitation. We’ve tried to investigate why people do that. Whenever there is a
strict imposition, we  see people taking the instruction and cleaning their
environment. When the imposition is mild, they want someone to push them.
Especially our community, for everything they need an agitator. Surely, people
have awareness about dry waste disposal. But there is a huge gap to put the
knowledge they have into practice. People know that waste can cause disease. But
people are reluctant. Though it is important for them, we see them being reluctant.
So, in the future by agitating and awakening the people we will give education and

motivate them so that they participate in keeping their environment clean.
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R: Ok you’ve said that the community is reluctant. Why is the community reluctant?

After all it is about its own health. Where does the gap come from?

KI-7: Good. Sometimes, our communities, for example, know what it wants to achieve.
But they want the government to do it for them. They think that it is the
government who should care. So they are reluctant. The community gives
precondition that unless so and so are fulfilled for them they don’t participate. But
the disadvantage is for the community. It is not the government that gets ill. They
connect with such things and become reluctant. Especially when we do campaign
work, this is the problem we face. People are reluctant. Also, people connect our
teaching with politics. | think they have to make a distinction between what harms
them and what not. This is the biggest problem. I’m not saying that all community
members are the same. There are some people who care for their environment.
There are also careless people who pull the community. There is also a spirit of

competition. This is evident especially on sanitation campaigns.

R: As you said earlier, your office offers house to house environmental health education
to community members. To what extent this education has brought change of

behavior?

KI-7: The community cannot show any change of behavior. We go house to house and
teach them. We also distribute brochures and other methods to communicate
messages. There have been promotional works on media, e.g. radio, and

television. But on the ground we don’t see any change of behavior. Our job,
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sanitation work, is a day to day work. We are very close to the community
because of the nature of our work. We don’t see any change of behavior. The
community expects everything from the government to do for them. Sometimes
the community wants our sanitation workers to clean their compounds and gates.
As a principle, we believe that if everyone cleans his/her residence at least up to
20 meters, the government will take care of other areas. When we see all these

things, we can’t say the community has adequate knowledge.

R: How does the community understand the concept of environment?

KI-7: Like I said earlier, due to this reconstruction business, the community doesn’t have
the aim to live in that area. There is anxiety. The community is not sure to live in
one place. Because of such things, people do not have the interest to work
especially in those works that require community participation such as sanitation

campaigns. That is why they are reluctant.

R: How do people use facilities such as waste containers, waste bins, and even the

available toilets?

KI-7: In this regard, a lot of work has been done. Many dust bins have been made
available in different places. They were made available so that people can use
them. But they have been all abused. Some were stolen. Others are broken or
destroyed. This shows that the tradition of using dust bins has not been developed
in our country yet. People know that if they throw wastes in the field they will

cause disease. The problem is not lack of awareness. But the practice of owning
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sanitation has not developed yet. There are many people who throw waste near
waste containers and dust bins. This time we give advice. Sometimes we go to the
extent of penalizing them. Even after being penalized we see them doing the same
thing. This is what has become a headache to us in our woreda. We couldn’t really
understand the reason. Like it has been said earlier the consciousness of the
community is low. The community hasn’t civilized yet. That is what we can

conclude.

R: How about in terms of protecting parks and trees and flowers?

KI-7: Yes. Every year a lot of flowers and trees are planted by roadsides. But it is the
community again that takes away the fences. It is the community that takes away
whatever has been planted. They cut trees. It is difficult to know to what they
associate. We don’t believe that the community doesn’t know the benefits of these
flowers and trees. This is because it is the community that plants the trees and
plants through campaign. But it is also the community that destroys them.
Therefore, for the future there has to be sustainable awareness raising efforts that
consider the interests of the community. We are thinking of  improving our
methods of communicating environmental health messages in ways that can
touch the community. | think the methods should be revisited. But as it stands

now, | don’t think there is any change of behavior.

R: In this regard, what is your office doing?
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KI-7: As a woreda, we’ve been doing a lot of works, for example, in the area of
beautification and park development, in the area of waste management. We teach
the community on every forum that we get. We try to address the community
through different media that it should cooperate with the government. We give
education about environmental health for ten to fifteen minutes whenever we get
a chance in meetings. We also work with other sectors collaboratively to bring
about the desired change. However, there is still a gap despite all  these efforts.
The desired change of behavior hasn’t come yet. So we are thinking of revising
our systems, methods, and strategies of approaching the community. But from

what we’ve done so far, we can’t say there is a change.

R: Which section of the community do the movements target to bring behavior change?

KI1-7: Mainly all community members. This is because environmental health touches all
sections of the community without exception. Every household is our target

audience.

R: Which section of the community is usually seen polluting the environment?

KI-7: We don’t have concrete evidence. But it is possible to say that all community

members are equally responsible. It could be the youths or women, or men.

R: Finally, what do you think should be done to enhance the participation of the

community in environmental health activities?
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KI-7: The big thing is that the intended change of behavior can be achieved if
governmental and non-governmental organizations provide the necessary support.
Another thing is the community must be willing to enhance its consciousness. The
government has hired workers who do the sanitation work. Even then, the
environment is not clean. It is the community itself that pollutes the environment.
But in order to bring sustainable change of behavior some kind of study should be
carried out on the methods of communication in use so far and make the necessary
changes. We have to think of new ways, new methods and approaches of reaching
the community. Like | said earlier, teaching house to house, dispatching brochures
or leaflets etc have not brought the intended change of behavior. If the community
cannot bring sustainable change of behavior it will not be possible to own
sustainable environmental health. There has to be change of attitude. The solution

is still with the community. The government has been trying to do its level best.

R: From what you have just said, it seems that the methods of communication have their

own weaknesses. What can you say in this regard?

KI-7: Yes. Like | said earlier, we give awareness raising education through different
methods. However, there hasn’t been change as desired. So we have to revisit the
methods we have been using. We need to revise those that have weaknesses. We

have to look forward if there are better methods of communication.

R: What do you think is expected from the community?
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KI-7: A lot is expected from the community. It is the community that should play the
biggest role. It is the community which is responsible for environmental health
problems. The community is accountable for the destruction of trees, plants,
flowers etc. The community is the main environmental health problem creator.

What is important is then the community must bring change of behavior since the

solution is also with it.

R: Thank you.
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Appendix E: Sample Translated Interview Transcript (individual in-depth

interview)

R: To start with, would you tell me about yourself? Like for example, how old you are,

your educational level, occupation.
I11-3: 1 am 47. | am a housewife. | am in grade 10.
R: What does environmental sanitation look like in your area?

11-3: Rarely, there are sanitation teachers. They teach us. They come though they come
once in a year. Once in a year they come and see our houses. They check if we

made water available in our toilets properly or not.
R: How do you dispose waste from your house?

11-3: We keep it in containers and give it to waste collectors whenever they come. | keep

itin front of my house outside.
R: How do other people dispose their waste, for example, your neighborhood?
11-3: Waste collectors come around and knock at doors. They give their waste to them.

R: Let’s now talk about the community’s waste disposal practices.
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11-3: Yes there are people in my area for whom toilets were built. They use the toilets in
groups. But others have their own private toilets. There are people who defecate
outside, urinated outside. These so called health extension workers they do not teach
us much. They simply read from the book to us. | don’t know who prepared the book.

May be the government.

R: Now, let’s turn to the discussion of what problems poor environmental sanitation can

cause.

11-3: Yes every time a flue catches us. For example, there is a big tube at our back yard.

Its bad smell comes up to our house. Every time they send liquid waste to us.

R: Another thing is about your participation in environmental sanitation activities. What

are some of the activities that you’re engaged in?

I11-3: They come and ask us to go out of our houses. We clean our own respective
compounds. This is at a very limited time. We clean. We collect what we have to
collect. When sanitation workers come they collect it. Other than this, there are the

so called committees in the kebele. But we don’t see them with our eyes.

R: Do you participate in community discussions?

11-3: What does community discussion mean? | don’t understand.

R: There are discussions held at local level about environmental health. Do you take part

in such kinds of discussions?

11-3: Until now | haven’t participated in community discussions. Nobody called me.
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R: What is may be the reason/

11-3: Most of the time they don’t call me. They don’t gather us.

R: What do you do when you see other people disposing their waste at inappropriate

places?

11-3: We shout. They come and throw their waste at our gates. There are also people who
throw their wastes in to ditches. We cry but there hasn’t been any solution so far.

There is no measure that the kebele takes.

R: In brief, in what environmental sanitation activities do you participate?

11-3: There is no opportunity as such to participate in environmental sanitation activities

other than giving solid waste to waste collectors.

R: For example, discussing on matters such as the implementation of policy objectives,

regulations, and so on at kebele level.

11-3: Since they have never called me | have never participated on such matters.

R: How about participating around environmental health matters?

11-3: Like | said earlier most of the time | keep my own house clean. Other than this |
don’t participate in such matters most of the time. Most of the time the kebele call
us for things such as development matters. Other than this, they haven’t called us

for environmental health matters.

225



R: Ok. Let’s now talk about environmental health education. Is environmental health

education given in your area?

11-3: | said once in a year. There is one female who comes once in a year. She says that
she comes from health office. She comes to my house and visits me. She sees such
things like the availability of water in the toilet and then teaches us for few minutes

and then she goes back.

R: So, is it possible to say that you are participating in environmental health education?

11-3: Whenever they come to my house and teach me | participate. | know that health
education is important. This is because they teach on a radio and television. There

are things that |1 sometimes hear. | know that sanitation is necessary.

R: The health extension workers also teach five people at a time. Do you participate in

this kind of sessions?

11-3: No | have never participated in this kind of ‘tefnig’ sessions.

R: Now let’s talk about environmental health messages. Earlier we raised television for
example. There are also leaflets, pamphlets, brochures and so on. Do you make use

of them?

11-3: 1 don’t read, for example, leaflets, pamphlets and brochures.

R: What is may be the reason?

11-3: The reason? Because | have never seen them. Who will give us?
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R: Do you follow television program about environmental health?

11-3: | follow the program through television and radio.

R: How about reading such things as slogans, and notices?

11-3: Notices I read notices displayed on roads.

R: Finally, what do you think should be done about environmental health activities as a

member of the community?

11-3: It is good if they come to our houses teach us and awaken us. If they do this,
environmental sanitation can be achieved. Because they don’t do this we don’t have
mush awareness about environmental health. Most of the time they don’t teach us.

They don’t awaken us.

R: Thank you.
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