FACTORS INFLUENCING SAFE WATER AND SANITATION
PRACTICES ON COMMUNITY HEALTH IN KENYA: A CASE OF
KAJIADO CENTRAL DISTRICT

BERTHA NALIAKA

Research Project Report Submitted in Partial Fulfilment for the Requirements for the
Award of the Degree of Master of Arts in Project Phnning and Management
At the University of Nairobi

2014



DECLARATION
This research project is my work and has not beesemted in any other university for award of
any degree

SIgNAUIe ..o Date weu.voeiiiiiiieennn,

Bertha Naliaka
L50/70981/2011

This research project is presented for examinatiom my approval as the University supervisor

Y (o[ T (U] Date
Dr. John M. Wanjohi

School of Physical Sciences

University of Nairobi



DEDICATION
| dedicate this work to my lovely son, Rawlings Wanyi Juma and my dear mother, Agnes

Nabalayo Waswa.



ACKNOWLEDGEMENT
The completion of this research project would ratenbeen possible without the guidance and
help of several individuals who in one way or aeotbontributed and extended their valuable

assistance in the execution of this research projec

First and foremost, my profound gratitude goes yosopervisor Dr. John Wanjohi of the School
of Physical Sciences for his scholarly advice, enagement and guidance without which this
study would not have been a success. Secondly, Ihdebted to Dr. Peter W. Makokha of the
School of Continuing and Distance Education for mgaluable criticism, mentoring and

support. To him | shall forever be indebted. Heghandedly turned this study into a
researchable module. The study could not have seeressful without the valuable input of my
course lecturers who taught me in class in the Beymat of Extra Mural Studies at the

University of Nairobi’s Main Campus.

| also express my heartfelt gratitude to my clasges especially group members with whom |
shared ideas carrying out group assignments. imayl appreciation goes to my family and

friends for their support and encouragement. IBgyhanks to all of you.

All Honor and Glory be to the Almighty God for tydt of life.



TABLE OF CONTENT

Page

DECLARATION . .ttt e e e e ettt e e e e et eeta s eaaeeneessta e eeeaesnnnnaaaaaeees i
]I @ N I8 [ PP iii
ACKNOWLEDGEMENT ... e e e e )Y

TABLE OF CONTENT ..ot e e e e e e e e e e mmnn e e e e e e e e e e v
LIST OF FIGURES ...t e e e e e e e e e e e e e nnn e viii
LIST OF TABLES ... oo ettt e e rne e e e e e e e e s e e e e e e e nn e iX
ABBREVIATIONS AND ACRONYMS .. e X

A B S T R A T e ettt e e e e ettt e e et et b e e e e e e et e e e eeraa e aas Xi
CHAPTER ONE: INTRODUCTION ...ttt e e et e e e e eeeneennnns 1

1.1 Background Of the STUAY .........oii i 1
1.2 Statement of the ProbIlem ... 3
1.3 PUIrPOSE OF the STUAY ......coiiiiiiiiiit ettt e e e e e e e e 3
1.4 ODbJectives Of the STUAY ......uuei e e e e eaeeees 4
1.5 RESEAICN QUESLIONS .....uuiiiiiiiii s cmmmn e e e e ettt e e e e e eeataa e e e e e essta e e eesaeeessssansaeeseessnnnaaeeesnnes 4
1.6 Significance Of the STUAY .........oooe oo e e 4
1.7 Delimitation oOf the STUAY ........euviiei e e e e e e e 4
1.8 Limitations Of the STUY .........cooi i e e e e e e e e e e enananes 5
1.9 ASSUMPLIONS OF the STUAY ........ccoei it e e ee e e e e as 5
1.10 Definition of significant terms as used iN HIBAY ..............ccoeeeiiiiiiiiieiiiii e 5

1.11 Organization Of the STUAY..........uuu s 6



CHAPTER TWO: LITERATURE REVIEW ..o 7

P2 R 1 Yo [F o3 1T o PP P PP PP PRPPP PP 7
2.2 Safe Water Sources and Community Health PEECIC..........coovvvvviiiiiiiiiie e, 7
2.3 Safe Water Storage and Community Health PE&LC............ccceeiiiiiiiiii e, 9
2.4 Water Treatment and Community Health Practices............oovviiiiiiiiiiiiiieeeeeeeen 11
2.5 TheoretiCal FrameEWOIK ............uuiiiiieeeeeeriii e e e e e eeeas 13
2.6 Conceptual FrameEWOTIK ........ccoooiie oo ettt e e e e bbbt e e e e e e e e e 14
2.7 KNOWIEAGE GAPS ... oiiieiieiiiiiieietee s ss e e e 4o a2 e e e e e et et eeeeeeet b e s e e e e e e e e e aaeaaeeeees 16
2.6 Summary of LIterature REVIEW. ..........ooiiiiiiiiiiiiiiiiiiaa ettt 17
CHAPTER THREE: RESEARCH METHODOLOGY ......ccciiiit it 18
I [ 1 0 To [F o3 1T o PP PRP P PPPPPRRPP 18
A =TT T o o T I T [ | o 18
TG I =T (o T o o] o 101 F= o o 1 18
3.4 Sample Size and SamMPliNg ProCEAUIE ... eeeeeeeeriiiiiiiiiiaaeeeeeeeeeseeeseeeeeeeeeeeeeennnnnns 18
3.5 RESEAICH INSIIUMENTS ........iiiiiiii o sttt enr e e e e e e e e 19
3.5.1 Pilot-testing of the Research INStrumMent..........cccooveeieiiiiiieieee 20
3.5.1 Validity of Research INStrUMENT.............uueuiiiiiiieieee e 20
3.5.3 Reliability of the Research INStrumMeNt . ..coooveeeeeiiiii e 21
3.6 Data ColleCtion MEtNOTUS .........ciiiiiiiieeeeee e 22
3.7 Data ANalysiS METNOMAS ...... oot 23
3.8 Ethical CONSIAEIAtIONS........ccciiieeeeeee ettt e e e e e e e e e e e e e e e e e e e e e e e 23
3.9 Operational Definition of Variables ... i 24

Vi



CHAPTER FOUR : DATA ANALYSIS, PRESENTATION, INTERPR ETATION AND

DISCUSSION . ... iteitee ettt e e ettt e a2 e ettt e e e e e e s st be e e e e e e e s saneees e nsbseeeeeesansnnneeaaeaans 25
v R 11 o o {3 ox 1o ISR 25
4.2 Questionnaire RESPONSE RALE ... e eeieeeeeeiiiiiiiiaa e e e e e e e e e e eeaeeeaaaeeeeeeeaeernanee 25
4.3 Water Sources Influence on Community healtltthi@s. ... e 25
4.4 Water Storage Influence on Community HealtltlI@S. ........coovvvvveeiiieiiiiiiiii e 28
4.5 Water Quality and Treatment Influence on Comityudealth Practices......................... 1.3

CHAPTER FIVE: SUMMARY OF THE FINDINGS, CONCLUSIONS AND

RECOMMENDATIONS ...ttt e e e e e e e e e e e e e e e ennnans 35
ST [ 1 (0 To 18 o3 1T o PP PRP P PPPPPRRPR 35
5.2 Summary of the FINAINGS. ....coooo oo e e e e e e e 35
5.3 Discussion Of the FINAINGS ......ooooi e e e e e e e e e 38
5.3.1 Water Sources Influences Community Healtleth@s ..., 38.
5.3.2 Water Storage Influence On Community Heatte ...............oovvvvveviiiinnnnnnn. 38.
5.3.3 Water Treatment and Quality Influence on Camity Health Practice................... 40
5.4 CONCIUSIONS ...ttt e e e e e e e e e e e e e e e e e e e e e e e e bnnneees 40
REFERENGCES ...t ettt ettt e e e ettt et ae e e e e e e e e st e e e e e eeannaeeaas 43

APPENDIX I: LETTER OF TRANSMITTAL OF DATA COLLECTI®™ INSTRUMENTS . 45

APPENDIX II: QUESTIONNAIRE ....ooiiiiii i 46

vii



LIST OF FIGURES

Figure 2.1: Conceptual Framework

viii



LIST OF TABLES

Page

Table 2.1: Summary of Knowledge GapsS.......ccceceeuvrriiiiiiiiieeeeeeeeeeeeeeeiiveeenennnnes 16
Table 3.1: Operationalization of Variables................coeiiiiiiiiiiiii e, 24
Table 4.1: Questionnaire Response RaAte ... 25
Table 4.2: Distance to Water during Rainy Season.............cccceevvvvvveveivivnnnnnnnnnnn. 26
Table 4.3: Distance to Water during Dry S€aSO0M . ...ccvvvvvevrviiiiiiiiiiiiiieeeeeeeeeeeen 26
Table 4.4: Source of water during Rainy SeasQn..............ceeiiiiiieeeeiieeieeeeeiiiieeee. 27
Table 4.5: Source of Water during Dry S@aS0N . ..eevvveereniiiiiiaaaeeeeeeeeeeeeeeiiieeeee 27
Table 4.6: Cleanliness of Water CONtAINEIS evevevvviiiiiiiiiieieeeeeeeeeeeeeeeveeeeeee 28
Table 4.7: Frequency of Cleaning Water ContainerS.........ccccceeeeeieeeeeeeeeeeeeeeenennens 28
Table 4.8: Number of Water CONtAINErS .......ccceeeiiiiiiiiiiiiiieie e ee e e e eeeeeeeeeeee 29
Table 4.9: How Water Containers are cleaned............ccccceeeeviiiiiieeeiieeeecceiieee, 30
Table 4.10: Method of Water Retrieval from the SBUL.............cvvviiiiiiiiiiniiinee. 30.
Table 4.11: Water Storage in the HOMES ..., 30
Table 4.12: Water Treatment before DINKING e «evveereeeniiiiieieeeeeeeeeeeeeeeeersveene 31
Table 4.13: Frequency of Water Treatment befor@kdmg.............cccoeeeevieiiiiiiiiiinnnnnn. 32
Table 4.14: ACCESS 10 LAtNNE.......cuvuii e e e e e e 32
Table 4.15: Disposal of Children’s Stool....cccccceioiiiieiiiiiiiec e 33
Table 4.16: Times of Hand Washing ..o 33
Table 4.17: Water Borne Disease ProteCtion .cccccoo.oooeeeeiiiiiiiiiiiiiiiiicieeee e 34
Table 4.18: Maintaining Good HYQIENE..........coevvieiiviiiiiciiiee e eeeeeeeeeee 34
Table 5.1: Statistics for Water Quality PractiCeS..........coovvvviiiiiiiiiiiiiiinieeeeeeeeeen. 35
Table 5.2: Statistics for Water Treatment PractiCes..........cccovvvveieeiiiiiiiiiiiiiiieenee. 36
Table 5.3: Cross tabulation for Water SOUICES wm.ooeeeeeeiiiiiieeiiiiiiiiiiieee e e e eeeeeen 37



ABBREVIATIONS AND ACRONYMS

ASAL: Arid and Semi-Arid Lands

KAP: Knowledge Attitude and Practice

MDG: Millennium Development Goals

SPSS: Statistical Package for the Social Scientists
UNDP: United Nations Development Programme
UN: United Nations

UNICEF: United Nations Children Educational Fund
MDG: Millennium Development Goals

SIDA: Swedish International Development Agency
WASH: Water, Sanitation and Health

WHO: World Health Organization



ABSTRACT

Safe water and adequate sanitation are basic toetiléh of every person on the planet, yet many
people throughout the world do not have acceskdset fundamental needéhe purpose of this
study was to establish the factors Influencing sediéer and sanitation practices on community
health of Kajiado Central District Residents, Kenyarough the knowledge, attitude and
practices survey for constructed water points. $tely was conceived due to the fact that
developing countries are lagging behind in meetiregset millennium goal and Kenya being one
of them. The objectives of the study were to eshldlow water sources influences community
health of Kajiado Central District Residents; t@eatain how water storage practice influence
community health of Kajiado Central District Remids and to examine water treatment and
quality influence on community health of Kajiado M@l District Residents. The study
employed the descriptive survey method and useditailgee methods to analyze the
relationships between variables and further inttgtion. The target population was 400
households and the sample size 78 households. €kearch instrument used was a
guestionnaire. The analysis of data was quantéatmat involved use of frequency counts and
distribution, tabulation, totals and calculation pércentages. Data was analyzed using the
Statistical Package for Social Sciences (SPSS &erdi7.0) software whose output was
presented in form of frequency and percentagedistital analysis was by means of means,
variance, and standard deviation with cross talmrato draw conclusion. Majority of the
respondents (55.1%) indicated that it takes moas thne hour to get water during the dry
season, which shows that the area lags behind gesacto safe water. The study further
ascertained that majority of the population (91%)ndt have access to a latrine at the household
level which clearly showed that sanitation levebwséll very low. The hygiene behavior is quite
unacceptable especially considering that 88.5%hefrespondents pointed out that stool are
disposed of by throwing in the field. There is #fere the need to create awareness for safe
excreta disposal. These results will assist tihevamt government ministry and development
partners to plan, mobilize resources and implenm@etventions for WASH in the area. From
my study, recommendations of the report includéerirention to ease access to safe water at
recommended service levels as they have to travet than 30 minutes as the time taken to get
water, need to create awareness for safe excrefmsdil and hygiene education promotion
within the community to create awareness for staitdacilities at the household levels be put
in place. The study concludes that promotion of mmity awareness on WASH so that people
understand links between diarrheal diseasesnéatise and interruption of the fecal-route of
disease transmission, and importance of hand-wgshliongside provision of safe water will
improve the health of the population and put Keagarack in attaining the millennium goals.
Suggested areas of research are in efficiency Hadtigeness of health education or hygiene
promotion awareness on safe water, sanitation ggeiic practices should be studied as a
preventive measure of diseases.

Xi



CHAPTER ONE

INTRODUCTION
1.1 Background of the Study
The impact of inadequate water and sanitation sesvialls primarily on the poor, that is caused
by water and sanitation-related sicknesses thasguere burden on health services for the poor.
Contaminated drinking water and an inadequate gupiplvater cause diseases that account for
10% of the total burden of disease in developingntes. Diarrhea spreads most readily in
environment of poor sanitation where safe watemigvailable. A study shows that water-borne
diseases are one of the major causes of underdor&lity, along with pneumonia, malaria, and
measles (Doe, 2007).

There are several reasons why low levels of saifiekidg water and poor sanitation exist.
According to Human Development Report, poor saomaican be a result of institutional
fragmentation, weak national planning and low pudit status. Poverty is another barrier to
progress as the poorest households often lackitlaading capacity to purchase sanitation
facilities. This may lead to lack of appropriatedamell-maintained excreta disposal facilities,
lack of refuse collection, and inadequate contfolextors. Additionally, limited quantity and
poor quality of water for hygiene purposes, lowelewf hygiene understanding, poor hygiene
practice (e.g. food contamination from soiled handsd poor housing and drainage are the

reasons that can increase disease prevalencemrmaunity (UNICEF, 2006)

Other factors also constrain progress, includingisebold demand and gender inequality.
Women tend to attach more importance to sanitadtian men, but female priorities carry less
weight in household budgeting. The impact of inaddeg water and sanitation services falls
primarily on the poor, women, and children who #me main victims of poor health and

sanitation due to unsafe drinking water. In adaptine Millennium Development Goals, the

countries of the world pledged to reduce by hadf pnoportion of people without access to safe
drinking water and basic sanitation. With the exiepof sub-Saharan Africa, many developing
countries are well on their way to meet the drigkivater target by 2015. However, progress in

sanitation has stalled in many developing regidMsiQ, 2011).



Recognizing this imminent crisis and importancevater, the UN General Assembly adopted a
resolution at its 47th session to observé® March as World Water Day. Besides, the UN
General Assembly, in its Resolution proclaiming tperiod from 2005 to 2015 as the

International Decade for Action, “Water for Lifecalled for more concentrated action to reach
the internationally agreed targets for accessing seater and sanitation. The Millennium

Development Goal envisions halving the populatidnclv has no access to basic water supply
and sanitation by 2015. The target could be acHiedwough integrated development and

management of water resources (UNDP, 2010).

Therefore, Safe water and adequate sanitationssengal to the health of a person, yet many
people throughout the world lack access to these lveeeds. A crucial step towards resolving
this global crisis is to comprehend its scale bttigg the figures of how many people lack
access to drinking-water and sanitation. Housekaldeys and censuses are conducted every
year throughout the world to assess drinking-wadenitation, and hygiene-related practices at
the household levelo try to resolve the crisis. Accurate informatiabout drinking-water,
sanitation and hygiene related issues are invauablnational leaders, decision-makers and
stakeholders when making policy decisions (Chifu&déhangara, 1995).

The purpose of this research is to study factoes ihfluence water, sanitation and hygiene
through a KAP survey;KAP” study measures the Knowledge, Attitude andddces of a
community. KAP survey thus serves as an educatitiaghosis of the community (Khan, 2010).
The main purpose of KAP study is for monitoring adluation for any planned intervention
KAP Study tells us what people know about certaings, how they feel and also how they
behave. Understanding the levels of Knowledge,t#dgé and Practice will enable a more
efficient process of awareness creation as it ailow a program to be tailored more

appropriately to the needs of the community (Yo&608).



1.2 Statement of the Problem

Safe drinking water, adequate sanitation, and aabkphygiene practices are basic to the health
of every person on the planet, yet approximatel@05people die every day from diarrheal
illness, mostly children under five primarily viglly all in developing countries due to unsafe
water and sanitation. These statistics reflectsihetion in Kajiado County according to is an
arid and semi-arid land that is a water-strainegh avith an annual rainfall between 500 and
1,250 mm with water needs that are not met incluasstock, irrigation, and domestic needs.
(Odhiambo, 2010)

Past studies on safe water have focused on uidiz@anagopoulos, 2006), recycling and re-use
(Mellor, 2009), water conservation, proper utilizatand safety (Gingrich 2008) and livestock

use (Berea, 2010) have given a detailed attentd@ water. But none of these studies have
focused on any perceived influence of safe watdrsamitation practices on health. Again none
of these studies have been undertaken in Kajiasdr&eThis in a nutshell, makes this research

ideally very viable.

In view of this discrepancy, there is therefored¢o plan for intervention measures towards
helping about half of the Kajiado population accessde water, improve water supply
mechanisms, improved sanitation and practice sgfgehe. If this is not addressed negative
health effects and child mortality rates will conte to adversely affect wellbeing and
development in Kajiado Central District (KajiadoBH, 2013). This study therefore seeks to
understand the magnitude of this phenomenon andrdésngible solutions to the safe water
access problems that historically impacts negativel the populations and residents of Kajiado

Central District

1.3 Purpose of the Study
The purpose of this study was to establish theofacinfluencing safe water and sanitation

practices on community health in Kajiado Centradtidit of Kajiado County, Kenya



1.4 Objectives of the Study
The study was guided by the following objectives:
I.  To establish how water sources influence commumesith practices of Kajiado Central
District Residents
ii.  To ascertain how water storage influence commumatyith practices of Kajiado Central
District Residents.
iii.  To examine the extent to which water treatmentuarite on community health practices

of Kajiado Central District Residents.

1.5 Research Questions
To fulfill the above objectives, the following reseh questions were investigated;
I. How do water sources influence community healthctizas of residents of Kajiado
Central district?
ii. To what level does water storage influence commuhgalth practices of Kajiado
Central district residents?
ii. To what extent does water treatment influence conityhealth practices of Kajiado

Central Residents?

1.6 Significance of the Study

It is hoped that this study shall help increasevedge and update information on water;
sanitation and hygiene and its adverse impacthemoor in Kajiado Central. It will also serve
as a working document to policy makers and stakignslin the water, sanitation and health
sector. The study will further serve as benchmarkfdrther research for academic purposes and

as an added literature to the existing body of Kedge.

1.7 Delimitation of the Study

This study was delimited on study variables thahpgosed the influence of water, sanitation and
hygiene as was highlighted in the study objectivese study was also delimited within the
boundaries of Kajiado central District which isamea within Kajiado County that covers an area
of 25,000 square kilometers. The study also didisoan functioning and non-functioning water

points within the study area and negated othersarea



1.8 Limitations of the Study

The major limitation of this study was languagenc®ithe area is vastly inhabited by the Maasai
community with most of them illiterate, it was ddffilt to communicate in any of the two
national languages, the researcher however emplthedervices of a research assistant who

hails from the area and who acted as a translator.

Kajiado Central is vast area with bad terrain aadrgoad network. This means movement was
a big challenge. The researcher therefore madagenaents for a suitable, flexible means to
ease the movement and reduce the time to be takengddata collection. Poor network

connectivity was again a big challenge. This maagtaraunity members stay out of service even
for days. They also make trips to the nearest certte charge their mobile phones hence

becoming unreachable. The researcher therefore npate arrangements and booked

appointments where necessary to avoid botched eatings with the respondents

1.9 Assumptions of the Study

This research assumed the prevailing conditionse vievorable to undertaking data collection
and that respondents were cooperative enoughltani return the questionnaire in due time.
The study also assumed that weather patterns wmellthvorable during the data collection

process.

1.10 Definition of significant terms as used in thetudy
Safe Water and Sanitation Practices:Refers to a community’s feeling towards water,
sanitation and hygiene, as well as any preconcededas that they may

have towards it.

Community Health: Primary healthcare which refers to interventionst tfiocus on the
individual or family such as hand-washing, immuti@a, circumcision
and Secondary healthcare that refers to thoseiteegiwhich focus on the
environment such as draining puddles of water tiearhouse, clearing

bushes and spraying insecticides to control vedik@snosquitoes.



Sanitation practices: Generally refers to the provision of facilities andludes the appropriate
disposal of human and the protection of the watarces.

Community Hygiene: Conditions or practices conducive to maintainingltreand preventing

disease, especially through cleanliness.

Water Sources: This is the mechanisms for water supply and defitera household or

community

Water Storage: The drinking water to be reservation in a pot, jar tres container at the

household level

Water quality: Water quality usually describes the levekteftain compounds that could
present a health risk. The quality of water is Ugudefined by guideline
values of what is suitable for human consumption &or all usual

domestic purposes, including personal hygiene.

1.11 Organization of the Study
This research project report is made up of fivgptdns. Chapter one provides the introduction to
water, sanitation, and hygiene background. The telhagso describes objectives, significance,

limitation and delimitation of the study.

Chapter two discusses pertinent literature on #edrfor safe water and sanitation, effects of
inadequate water supply and poor sanitation actesafe water and appropriate sanitation
facilities water sources and sanitation classiiicest, the theoretical framework, conceptual

framework and a summary of knowledge gaps.

Chapter three describes the materials and methsmts$ in the study. The chapter describes the
location of the study, research design and datdysiea Chapter four gives presentation of
findings, analysis and interpretations while Chefites is for summary of findings, conclusions

and recommendations on the research study.



CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter discusses the literature related ¢oaittess of safe drinking water, safe excreta
disposal and hygiene practices. It particularlyues on factors that affect water, sanitation and
hygiene; it also highlights how the factors aff@ASH with highlights from the global
perspective and overview of WASH. The conceptuaiework is considered the pillar of the
study.

2.2 Safe Water Sources and Community Health Practis.

The world’s population has increased by almost Hilbon people since 1990; yet some
countries are failing to increase access to impmtodeinking water sources in line with
population growth. Globally 1.1 billion people laakcess to safe drinking water, and 2.6 billion
people lack access to adequate sanitation. Appedrign 5000 people die every day from
diarrheal illness, mostly children under five prihavirtually all in developing countries due to
unsafe water and sanitation. The seventh of thiet éigited Nations Millennium Development
Goals is to “halve by 2015 the proportion of peoplthout sustainable access to safe drinking
water”. Water supply, safe drinking water, adequssteitation, and hygiene have an incredible

potential to save and improve lives (WHO, 2008)

It is now widely believed that safe water supplésne can do little to improve health conditions
without similar progress in sanitation. Unhygiesignitation reduces the potential benefits of
safe water supply by transmitting pathogens frorfedied to healthy people. Similarly,
indiscriminate defecation leaves pathogen-rich Ifecetter in the open that ultimately
contaminates surface water, Cross-country studses show that the method of disposing of
excreta is one of the strongest determinants d&dl cirvival: the transition from unimproved to

improved sanitation reduces overall child mortdiifyabout a third (Tezera, 2011).

A basic question is how much water people needistagh themselves and how do that amount
of water change as access becomes easier andriessonsuming. Although there are increased
health benefits from increased availability of wataere is not a direct linear relationship with

7



water quantity used. It is the service levels thetermine the benefit and not the actual quantity
of water used (SIDA, 2004).

People need about 20 I/p/d which is consideredgobasic access to water and should be the
baseline amount of water that development workeergesto provide. Below this level, there can
be serious concerns about health and well-beingof® this amount communities should focus
on water source protection, establishing good mgiand sanitation as well as household
treatment. Furthermore, the amount of water usedvishing and bathing is very sensitive to
service levels. Those who have to travel more tham to fetch water do not use much for
bathing or laundering (UNICEF, 2005).

Water accessibility is best described in terms atew service categories rather than an actual
volume in liters (Bartram et al, 2005). Servicedisvare divided in terms of ‘No Access,’ ‘Basic
Access,’ ‘Intermediate Access’ and ‘Optimal Access’ which people respectively use, on
average 5, 20, 50 and 100 I/p/d (liters per pemarday). ‘No Access’ level have to travel more
than 1 km or 30 minutes to fetch water, while thag® ‘Basic Access’ need 5 to 30 minutes to
travel 100 m to 1 km. Finally, those with ‘Interniae® Access’ have water in or near their
compound and take less than 5 minutes to colleathile those with ‘Optimal Access’ have
multiple taps in their homes (UNICEF, 2005).

Major public health gains can occur in two incretsenhe first is to overcome lack of basic
access when households barely have enough wateorisumption much less personal hygiene.
Secondly, when homes have access at the housevall their health gains are more limited,
but they now have more time for activities like Idktare, school or other socioeconomic
activities. Finally, equal attention should be ptdboth water supply and sanitation and that
easing access to improved sources outside the thteave limited health returns (Doe, 2007).
Water for drinking purpose can be found from ndtsoarces like surface water, ground water
and rain water. Water from all these sources tofashousehold activities need treatment based
up on their impurities (WHO, 2008)



Though the treatment and the degree of cleannetb® afater make the water safe or unsafe to
drink, WHO and UNICEF classified water sourcesraproved and unimproved based on their
purity to drink. The quantities of water needed ffmmestic use may vary according to the
climate, the sanitation facilities available, pedplnormal habits, their religious and cultural

practices, the food they cook, the clothes theyrwaad so on. Water consumption generally
increases the nearer the water source is to thdinigveHence a water source should provide
enough quantity to meet requirements and good tguahter or water that can be treated to a
good quality standard (UNICEF, 2005)

Human health and well-being are strongly affectedhe environment in which we live- the air
we breathe, the water we drink, and the food aridemis we eat. Community water sources are
important ways to ensure the health of the commguimtarid and semi arid areas, communities
lack the capacity to effectively adapt their cutrevater sources for water, sanitation, and
hygiene to the community's changing needs due ptipalgrowth, changes in water quality as a
result in climate change effect. The intervention Household Water Treatment & Safe Water
Storage consists of these steps: Point-of-usanegdtof contaminated water, Safe water storage,
improved hygiene and behavior change practicesefe2011).

According to the World Health Organization, theeatives of a water source are to ensure safe
drinking water through good water supply practicesich include: Preventing contamination of
source waters; Treating the water to reduce or vengontamination that could be present to the
extent necessary to meet the water quality targats;, Preventing re-contamination during
storage, distribution, and handling of drinking erafWVHO, 2005).

2.3 Safe Water Storage and Community Health Practes

Diseases related to unsafe water, poor sanitaéiod, lack of hygiene are some of the most
common causes of illness and death among the gat@veloping countries. These diseases fill
half the hospital beds in developing countries (UNR2006). Amongst the diseases related to
unsafe water and sanitation are diarrhea, intdstieminthes, guinea worm, skin diseases,

cholera, trachoma and typhoid (Bartratral, 2005).



Good quality water is necessary to ensure thatrvine disease transmission is minimized or
eliminated. Many diarrheal diseases may be sprgasaber, including cholera, dysentery, viral

diarrhea, and others. Diseases related to unsat,weor sanitation, and lack of hygiene are
some of the most common causes of illness and @atimg the poor of developing countries.
These diseases fill half the hospital beds in dgyab countries (UNDP, 2010)

Water for drinking purpose can be found from ndtsoarces like surface water, ground water

and rain water. Water from all these sources tofarshousehold activities need treatment based
up on their impurities, though the treatment arel degree of cleanness of the water make the
water safe or unsafe to drirBurface sources are, by definition, unsafe becalgeir potential

for contamination with disease-producing organigoisICEF, 2012).

In many situations, water-related disease transomss due as much too insufficient water for
personal and domestic hygiene as to contaminaterwapplies. Until minimum standards for
both quantity and quality are met, the priority gldobe to provide equitable access to an
adequate quantity of water even if it is of intedia¢e quality, rather than to provide an

inadequate quantity of water that meets the minimquadity standard (UNICEF, 2012).

Excessive queuing times are indicators of insudfiti water availability either due to an
inadequate number of water points or inadequatdsyigf water points as to therefore there are
often long queues at water access points becauakeis time to fill containers. The potential
negative results of excessive queuing times adeiced per capita water consumption; increased
consumption from unprotected surface sources; addced time for water collectors to tend to
other essential survival tasks. In order to redietime required for fetching water and to
encourage the use of safe water sources, the SPheject recommends that no more than 15

minutes is spent waiting in queues at water aqoesgs (WASH, 2005).

Water should be treated with a residual disinfecsaich as chlorine if there is a significant risk
of water source or post-delivery contamination.sTisk will be determined by conditions in the
community, such as population density, excretaadigparrangements, hygiene practices and the
prevalence of diarrheal disease (WHO, 2012).Peopdel vessels to collect water, to store it and
to use it for washing, cooking and bathing. Thesssels should be clean, hygienic and easy to

carry and be appropriate to local needs and haipitserms of size, shape and design. The
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amount of storage capacity required depends ositleeof the household and the consistency of
water availability. Water collection and storagentaoners should have narrow necks and/or

covers, or other safe means of storage, drawindhandling.

Water that is safe at the point of delivery canartheless present a significant health risk due to
re-contamination during collection, storage andwiing. Steps that can be taken to minimize
such risk include improved collection and storagacfces, distributions of clean and
appropriate collection and storage containers. Sefasehold water storage is a critical
component of a Household Water Treatment and Safage (HWTS) system being promoted
by the World Health Organization (WHO) worldwide aneas that do not have piped drinking
water. In these areas it is not uncommon for dngkivater to be stored in a pot, jar, crock or
other container in the home. Even if this drinkiwgter was of acceptable microbiological
quality initially, it can become contaminated frahinty hands and utensils, such as dirty dippers
and cups. Drinking water containers with "narrowpdinsers are key" to keeping water from
being contaminated while being stored in the hoAletypes of 'safe household water storage
must be used with water from known clean sourceswithh water having received prior

efficacious treatment.

2.4 Water Treatment and Community Health Practices

Washing and bathing facilities are essential foprioved sanitation to be met as to make live
comfortable.People need a space where they can bathe in pravadydignity. If this is not
possible at the household level, central facilinesy be needed. Where soap is not available or
commonly used, alternatives can be provided suchshs clean sand, soda or various plants
suitable for washing and/or scrubbing. Washing haet is an essential hygiene activity,
particularly for children, and cooking and eatingnsils also need washing. The location of
facilities should be central, accessible and wekdeas to contribute to ensuring the safety of
users (Chifunde & Changara, 1995)

Safe disposal of human excreta creates the finstebao excreta related disease, helping to
reduce transmission through direct and indirectemuSafe excreta disposal is therefore a major
priority, and in all situations should be address&ith as much importance as the provision of

safe water supply. The provision of appropriatelifees for defecation is essential for people’s
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dignity, safety, health and well-being Excreta dsg@ standard is to access to, and numbers of,
toilets People have adequate numbers of toileféiciemtly close to their dwellings, to allow
them rapid, safe and acceptable access at all tfrteg day and night (Pondicherry, 2007). The
importance of hand washing after defecation andreefating and preparing food, to prevent the
spread of disease, cannot be over-estimated. dberdd have the means to wash their hands
after defecation with soap or an alternative (sashash), and should be encouraged to do so.

There should be a constant source of water nedotilleefor this purpose (Yoder, 2008)

Water treatment refers to the chemical, physicallogical, and radiological characteristics of
water. It is a measure of the condition of watdaitree to the requirements of one or more biotic
species and or to any human need or purposenibs frequently used by reference to a set of
standards against which compliance can be assédseanost common standards used to assess
water quality relate to health of ecosystems, gatdt human contact and drinking water.
Household water treatment and safe storage (HWHTh&rventions can lead to dramatic
improvements in drinking water quality and reduetion diarrhea disease-making an immediate
difference to the lives of those who rely on wdtem polluted rivers, lakes and, in some cases,

unsafe wells or piped water supplies.

Water quality is an important parameter touchingatbraspects of ecosystems and human well-
being such as the health of a community, food teioeluced, economic activities, ecosystem
health and biodiversity. Therefore, water qualifgoais influential in determining human
poverty, wealth and educational levels. Sufficigaality of water is critical to ensure a healthy
environment and human health. The basic requirepenperson per day is 20 to 40 liters of
water free from harmful contaminants and pathodenthe purposes of drinking and sanitation,
rising to 50 liters when bathing and kitchen nem@sconsidered (Yoder, 2008)

According to the World Health Organization (WHO)bdlion cases of diarrhea each year in
addition to millions of other cases of illness associated with lack of access to water that is
safe for human consumption. Per year 2,2 millioopbe die as a result of diarrhea most of them
are children under the age of five. Human healtbeigerely impacted by water-related diseases
(waterborne, water-washed, water-based, and welaed vector-borne infections) as well as by
chemical pollution discharged to water. Despitegpessive improvement in the provision of
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sanitation since 1990, providing safe water andgtat@on to large parts of the human population
remains a challenge. Today, 1.1 billion people adothe world still lack access to improved

water supply and more than 2.6 billion people lac&ess to improved sanitation.

2.5 Theoretical Framework

This work is based on empowerment thewhych is traced back to the Brazilian humanitarian
and educator, Paulo Freire. The theory was designgte 1960’s. The term empowerment has
become widely used in the social sciences in tls¢ thecade across a broad variety of
disciplines, such as Community psychology, Managemeolitical theory, Social work,
Education, Women studies, and sociology. Freireestthat there exist three issues basic to the
understanding of empowerment. First, that empowetnge multidimensional since it occurs
within sociological, psychological, economic anditimal dimensions. Empowerment can thus
be examined on a community, organizational andviddal basis, through processes or
outcomes, measuring attitudes, knowledge and befsafiiur, 2006).

The theory of empowerment therefore touches oremifit dimensions of life. Empowerment
theories are not only concerned with the procelsempowerment, but also with results
that can produce greater access to resources poder for the disadvantaged.
Empowerment theory therefore suggests that intéomnthat provide genuine opportunities for
individuals to participate may help them develosense of psychological satisfaction The
development of psychological empowerment theory ralsp help improve the design and
evaluation of community interventions. Empoweringterventions might begin with an

environmental assessment of the opportunities tocpeate and develop strategies to include

participants in the design, implementation andusabn of an intervention (Hur, 2006).

Thus empowerment is not a panacea for all indivicual social illness and has also been
criticized in equal measure as “overly individuatisand conflict-oriented, resulting in an
emphasis on mastery and control rather than cobperand community”. Although the practice
of empowerment is effective for the removal of pdessness, certain factors still exist that may
inhibit empowerment. These factors include orgdiopal aspects, such as an interpersonal
bureaucratic climate, supervisory styles descrilasd authoritarianism and negativism, and

arbitrary reward systems. Empowerment is a cletirsett of policy initiatives. Instead, it is

13



much more free-floating, evoking, in vague termeew liberated world of work within all levels

of an organization (Wilkinson, 2002)

2.6 Conceptual Framework

A conceptual framework is used in research to wetpossible courses of action or to present a
preferred approach to an idea (Mathew, 1988) deéfmeconceptual framework as a visual or
written product, one that “explains, either grapliicor in narrative form, the main things to be

studied, the key factors, concepts, or variablesthe presumed relationships among them.

In the conceptual framework depicted in Figure howledge, attitude and practices are
hypothesized to influence water, sanitation anddng The framework postulates that the status
of water sources; water storage containers; waiality and treatment; hand washing practice;
use of latrines; water related diseases and gehgg¢ne directly affects the water, sanitation
and hygiene. However the relationship may be medifby hygiene promotion awareness

campaigns and donor funding for interventions prognes.
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Figure 2.1: Conceptual Framework
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2.7 Knowledge Gaps

The knowledge gaps identified within the reviewserature are as shown on the table below:

Table 2.1: Summary of Knowledge Gaps

Objective Author Findings Knowledge gap
Influence of Water Source UNDP, 2010 | Quality water is necessary tg Need to
on Community Health Tereza, 2011 | ensure water-borne disease | investigate these
Practices UNICEF, transmission is minimized or| findings in with a
2004 eliminated. Many diarrheal | focus on Kajiado
diseases may be spread by | Central district so
water, including cholera, as to examine
dysentery, viral diarrhea, and their implications
others. Diseases related to | on livelihood
unsafe water, poor sanitation,
and lack of hygiene are some
of the most common causes |of
illness and death among the
poor of developing countries
Influence of Water Chifunde & | Washing and bathing facilitigsThere is need to
Storage on Community | Changara, are essential for improved | find out the usage
Health Practices 1995 sanitation. People need spageof sanitation
UNDP, 2010 | Where they can bathe in practices and thei
privacy and dignity. level of practice
UNICEF, Sanitation facilities should be
2005 sufficient at household level.
Influence of Water Yoder, 2008 | Safe disposal of human A disconnect on
Treatment on Community Chifunde & | excreta creates the first barrieexcreta disposal
Health Practices Changara, to excreta related disease, | methodology and
1995 helping to reduce how it impacts on
WHO, 2008 | transmission through direct | health in Kajiado
and indirect routes. Safe Central needs to
excreta disposal is a major | be investigated.
priority, and in all situations
should be addressed with as
much importance.
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2.6 Summary of Literature Review.

This study presents the status of water, sanitaimhhygiene situation in the study area. Besides
providing the utility of being a baseline, the stualso identifies the status of perception of
water, sanitation and hygiene practices amongst rédsdents of this countyThis was
accomplished through undertaking a knowledge, ualit and practice (KAP) survey at
community level around water points in regard totdes that influence water, sanitation and
hygiene (WASH). The survey generally sought to idgmeeds, gaps and understand the
WASH situation among targeted community in the gtacka. Specifically the survey identified
gaps and has given recommendations on the statiseohousehold and communal water
quality, poor adoption of hygiene practices and $oeio-cultural practices that undermine
WASH interventions. The findings will inform anyterested stakeholder of the status of water,

sanitation and hygiene within the study area.
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CHAPTER THREE
RESEARCH METHODOLOGY
3.1 Introduction
This chapter addresses the research methodology#saapplied in this study. The study also
focuses on research design, target population, Baspe, and data collection, validity and
reliability of research instruments and operatiaadion of variables.

3.2 Research Design

Research design is the scheme, outline or planishased to generate the answers to research
problems. This study was conducted using descapiwvey design. This is a type of research
used to obtain data that can help determine spedifaracteristics of a group. A descriptive
survey that involves asking questions, often inftren of a questionnaire for the data collection
method called an interview was used. The design seéscted for this study because of the
economical nature of the design, its rapid abiitydata collection and ability to understand a
population from using part of the population. Thescfiptive statistics obtained after the survey
were utilized to describe, organize and summarilzda obtained to come up with conclusive

factors that affect the status of water, sanitaéiod hygiene for the study area (Kyeyune, 1999)

3.3 Target Population

This study was conducted with members in estaldigloenmunity water points. This criterion
was chosen because communities around establishted points are easy to access. The
population consisted of both female and male mesithett consisted of 400 households with

average members of seven per household.

3.4 Sample Size and Sampling Procedure

This study employed stratified sampling to selbet $ample. The stratified sampling technique
refers to one in which the researcher stratifiespgbpulation according to some pre-determined
criteria and then separates from each stratum @ubo, 2010). It was used to insure that
enough cases of each stratum fall into the sanopheakke analysis possible. It was preferred for
this study because the population of study conthimeuseholds around water points and the

researcher wanted a sample of all the construatectibning water points. The minimum sample
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size (s) required for determining the household&Ka&jado Central was calculated using the
formula:

Formula: Sample Size n/ [1+ (n/population)]

In which n=Z [P (1-P)/D)] (Patton., 1990); where:

Z=value of the standard deviation at the 90% icemice level (1.645)

P= True proportion of factor in the population

D = maximum difference between the sample mearttagopulation mean

Number of Households (population) = 400

P = Expected frequency value = 10%

Worst Acceptable Frequency = 5%

D = (Expected frequency — worst acceptable) = 5%

Where:

N=2Z*ZI[P (1-P)/ (D*D)]

N = 1.645 * 1.645 [0.1(1 - 0.1) / (0.05 * 0.05)

N =97.42 Next, Calculate the Sample Size. @&mple Size)

S=n/[1+ (n/population)

S=97.42/[1+ (97.42 / 400)]

S =78 for this study, a sample size of 78 hoakkshwas taken to be adequate representation of

the population.

3.5 Research Instruments

This study utilized a questionnaire as a primargl tor data collection. The questionnaire
contained both structured and unstructured questi@aning had both open-ended and close-
ended questions. The questionnaire contained Sosecthat entailed systematic and pre-
determined questions that were presented with lyxhet same wording and in the same order to
all respondents. For the closed-ended questiofiseapoint Likert Scale will be used which will
include: (1) Strongly Agree, (2) Agree, (3) Uncerig4) Disagree and (5) Strongly Disagree.
The strongly agreed responses were scored at 8irfect positive responses while those of
strongly disagree were scored at 1 for direct negatesponses. Closed ended questions were
also included. The questionnaire facilitated thaleation of the phenomenon under study and
was self-administered. This was done so as enhabgetivity and ensure that participants

answered the same questions thus preventing biees.piocedure for data collection ensured
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compliance to the procedure put in place by theddat Science and Technology Council, the
University of Nairobi and ethics in social sciemesearch.

3.5.1 Pilot-testing of the Research Instrument

A pilot study was carried out two weeks prior te thain study. The researcher randomly picked
10 respondents and administered the questionraiteem so as to find out if the questionnaire
was sufficient. This process entailed a small-stadd, where a few respondents took the test
and commented on the mechanics of the test andegoiout any problems with the test

instructions, instances where items were not claead help the researcher format the
guestionnaire and remove any noted typographicatsand inconsistencies.

The primary purpose of pilot-testing of the resbhanstrument was to construct an initial picture
of test validity and reliability. Again, pilot tesg is usually undertaken to elicit appropriate
responses to the study so as to determine if qusstisked were relevant and appropriate. Pilot
testing also helps to check on the clarity andasility of the wording in the questionnaire
(Basavanthappa, 2007). Information from the pilatdg was cross-checked to establish the
deficiencies in the instruments. Corrections andlifications were therefore be undertaken to

correct any anomalies noted on the instrument bafavas administer

3.5.1 Validity of Research Instrument

Validity refers to the appropriateness, meaningfath and usefulness of the inferences a
researcher makes based on the data collected.tlteigbility of a measuring instrument to
measure what it is supposed to measure. To enalidiy of the instrument used, the researcher
used content validity and carried out a pilot stedyfive respondents randomly sampled from
the target population. The same process was repa#ter a period of two weeks. This enabled
the researcher to ascertain that the correct comcéping measured and not something else.

According to (Mathew, 1988) defines validity as thgtent to which a measure actually

measures what is supposed to measure. Validitefibrer has to do with how accurately the data
obtained in the study represents the variableRektudy to ascertain the validity of the research
instrument. In this study, content validity wadiméid. A pre-test was conducted on a population

similar to the target population to ensure thatneerators and the study population alike have
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the same understanding of the study topics, anda@\based on identified shortcomings. In this
case a small group of the population was given topresires to fill and any difficulty
experienced taken into account then the questicere \mended accordingly. The researcher
used simple understandable language through trpiofirthe research assistants also to ensure
that they were able to guide the respondents lindilof the questionnaire which also included
translation of the study tools into local languadesre necessary to enhance validity.

3.5.3 Reliability of the Research Instrument

Reliability is the consistency of measurementherdegree to which an instrument measures the
same way each time it is used under the same cmmdiith the same subjects. A reliable
instrument is one with small errors of measent, one that shows stability, consistency
and dependability of scores for individuals on titagt, characteristic or behavior being assessed.
Reliability of a research instrument is its ability give consistent results over a number of
repeated trials (Mugenda & Mugenda, 1999).

This study utilized split half method to obtainiadlility of the research instrument. The first step
under split half methodology involved administerithg instrument to 1% of the sample size.
The responses were then scored and split into wbe basis of odd and even numbers. Pearson
product moment correlation coefficient was thercomputed for the two groups using Pearson

(r) formula:
2XY - (2X) (YY)
N
X -EY)?] [ €Y)- Y
N N
Where

r = Pearson product moment correlation coefficient
Y= score in odd humber questionnaire items:
X= score in even number questionnaire items;

N= Number of respondents.
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Spearman Brown Prophesy formula was then usednpensate for the reduction of the
instruments to one half of the final length. Thislged the reliability coefficient (re) for the ful
length which was given by the formula:

re=2r

r-1

Where
r = Spearman Correlation Coefficient between the tvalves where the first half was odd
numbers and the second half was even numbers.
re=the reliability co-efficient for the full length.
After calculation my reliability coefficient was dind to be 0.75, meaning my instrument was

deemed reliable

3.6 Data Collection Methods

Structured interviews with questionnaires were uasdthe main tools for collecting data.
Structured interviews are those conducted by thervuiewer with a predetermined standardised
list of both close and open ended questions of vaie put in precisely the same format and
sequence to every respondent (Patton, 1990). Teetisa of this tool was guided by the nature
of data to be collected, the time available as aglthe objectives of the study. The overall aim
of this study was to define factors that influemeater, sanitation, and hygiene within the study
areas. The researcher was mainly concerned with, vipinions, perceptions, feelings and
altitude. Such information can be best collectedugh the use of questionnaire and interview
techniques. In the survey methah interview questionnaire, of which the intervievadten
recorded the answers on the questionnaire, was natered to selected persons around
constructed water points. The questionnaire usethenstudy was developed and organized
based on the research objectives. It was structameddivided into sections as per the research
objectives detailing the knowledge, attitude anacpces in relation to effect of access to safe
water, improved sanitation and acceptable hygienéeims of water sources; water storage
containers; water quality and treatment; hand wuagslpractice; use of latrines; water related
diseases and general hygiene
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3.7 Data Analysis Methods

Data analysis refers to the computation of cema@asures along with searching for patterns of
relationship that exists among data-groups (Par@agop et al., 2006.). In this study, the
independent variable comprise of knowledge, attitaehd practice for water sources; water
storage containers; water quality and treatmemgdhaashing practice; use of latrines; water
related diseases and general hygiene, while thendiemt variable is water, sanitation and
hygiene. Data processing operations were perforapeoh completion of the interviews in the
field included: editing, coding, classification atabulation of raw data. The questionnaires were
coded and cross checked for accuracy. The anal/siata was quantitative that involved use of
frequency counts and distribution, tabulation, I®@nd calculation of percentages. Data was
analyzed using the Statistical Package for Soat#rfgses (SPSS) version 17 software whose

output was presented in form of Tables, percentagdscharts to draw conclusions

3.8 Ethical Considerations

In this study confidentiality of respondents wasntaned, the information gathered was treated
with utmost confidentiality and used for academicpmses only. Respondents were informed
that participation in this study was voluntary ahdt anyone was free to pull out at any given

time. This meant that no one was coerced or undtllyenced.

The researcher ensured informed consent of thecipants by providing them with all the
information required including the purpose of thesaarch, their right to refusal and an

explanation to their right to privacy and protentio

The respondents were also accorded privacy, respedt assurance that the information
generated would be held confidential and would bedusolely for the purpose of research.

Respondents were further requested not to write tiaenes anywhere on the questionnaire
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3.9 Operational Definition of Variables

All variables under study were operationalizedtasag in the table below:

Table 3.1: Operationalization of Variables

Tool of analysis
Research Variables Indicator of variables Measurement
scale
e Earth dam/pan
* Seasonal river Mean
Water Sources and Community Health Practices «  Scooped dry river bed Mode
+ Shallow well Ordinal ANOVA
+ Borehole
* Protected rock catchment
« Distance to water source
. . * Pots ANOVA
Water Storage and Community Health Practices e Tanks . Regression
) Ordinal
« Containers
* Pipes
* Frequency _ Regression
Water Quality and Community Health Practices| ~ * AcCcess to latrine _ Correlation
* Disposal Ordinal

e Chlorination
» Dispensing
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CHAPTER FOUR
DATA ANALYSIS, PRESENTATION, INTERPRETATION AND DIS CUSSION

4.1 Introduction

This chapter presents the study findings and iné¢sions. The study findings were analyzed,
interpreted and discussed in line with the objeivihe analysis of data was quantitative that
involved use of frequency counts and distributidabulation, totals and calculation of
percentages. Data was analyzed using the StatiBackage for Social Sciences (SPSS, version
17) software whose output was presented in forradfles, percentages and cross tabulations

were used to draw conclusions.

4.2 Questionnaire Response Rate
The questionnaire response rate was 100 percent.

Table 4.1: Questionnaire Response Rate

Number of % of respondents Sample size of
respondents reached Percent reached respondents targeted
Respondents
Male 25 32.1 32.1 36
Female 53 67.9 67.9 36
Total 78 100.0 100.0 78

4.3 Water Sources Influence on Community health Pretices

The first objective of this study was to establ&tw water sources influences community health
practices of Kajiado Central District Residents. alahieve this objective, the respondents were
asked to state the source they fetch water fromdéonestic use during rainy or dry season; if
they treat their water, state water retrieval friiv@ source at home, method they use to transport
water, the duration to fetch their water during dryrainy season, Data collected was analyzed
under the question of how do water sources inflaec@mmunity health of Kajiado Central
district Residents? The results are presentedlte$d.2 to 4.5.
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Table 4.2: Distance to Water during Rainy Season

UNICEF and WHO (2008) suggest that when the tinvested in going to the source, collecting
water, and returning to the household is betweeeetland 30 minutes, the amount of water
collected may vary between 15 and 25 liters pesqreper day. This range is considered suitable
for a person to meet basic needs. Table 4.2 higisligme taken to fetch water from the
households during rainy season that is less tharhonr but more than thirty minutes showing
even in the rainy season the time invested in he¢chvater is longer than 30 minutes, the

satisfaction of basic water needs is compromised.

Time to fetch water Frequency Percent
less than 1hour 69 88.5
1-2 hours 8 10.3
Total 77 98.7
Missing 1 1.3

Total 78 100.0

Table 4.3: Distance to Water during Dry Season

The amount of time spent fetching water will hanglications for the amount of water that a

household makes available to its members. The fotigetime invested in fetching water, the

less chance a family has to acquire enough wateatigfy household water per capita needs.
This is most critical during dry season with lesgptions of available water sources. Table 4.3
highlights time taken to fetch water from the hdudds during dry season. The Table shows
time taken to get water during the dry season wighmajority at 43 with 55.1% going beyond

the minimum threshold.

Time To Fetch Water Frequency Percent
less than 1hour 20 25.6
1-2hours 43 55.1
2-5hours 15 19.2
Total 78 100.0
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Table 4.4: Source of water during Rainy Season

Water source needs to provide enough quantity tet menimum requirements normally 20
liters per person per day with good quality watemater that can be treated to a good quality
standard. Table 4.4 highlights the source of wdteing rainy season. This results shows the
source of water during the rainy season that ntgjofithe population at 43 with 55% get their
household water from an improved source of protectek yet a significant portion of the

population at 35 with 45% still get water from upiraved sources.

Sources of Water Frequency Percent
Earth Dam 32 41
Seasonal Rivers 2 3
Scoop Dry River Beds 1 1
Protected Rock 43 55
Total 78 100

Table 4.5: Source of Water during Dry Season

Community water sources are important ways to engwe health of the community. In arid and

semi arid areas, communities lack the capacityffectvely adapt their current water sources to
the community's changing needs in face of climatnge thus Table 4.5 highlights the source of
water during dry season. This result shows thecgoof water during the dry season for majority

of the population is at 27 with 34.62 % get theausehold water from an improved source of
protected rock and depicts more options for wateree as it shows scarcity and need to get
more from other sources like boreholes at 20 Wil62 %.

Sources of Water Frequency Percent
Earth dam 9 11.54
Seasonal rivers 4 5.13
Scoop dry river beds 16 20.51
Boreholes 20 25.64
Protected rock 27 34.62
Piped water 2 2.56
Total 78 100.00

27



4.4 Water Storage Influence on Community Health Pratices

The second objective of this study was to ascerteiw water storage practice influence

community health practices of Kajiado Central DistResidents. To achieve this objective, the
respondents were asked to state how they maintaamlmess of water storage containers, if
they clean their water containers, the number ofagie containers, how they store water at
household level, how often they treat their drigkimater, the cleanliness of water containers,
Data collected was analyzed under the questiont wktend does water storage influence
community health practices of Kajiado Central distresidents? The results are presented in
Tables4.6 to 4.11.

Table 4.6: Cleanliness of Water Containers

Water that is safe at the point of delivery canartheless present a significant health risk due to
re-contamination during collection, storage andwilng. Table 4.6 highlights cleanliness of
water storage container that mostly is the soufa®otamination of drinking water at the point
of use. The Table shows that the majority of theutation at75 with 96.2% do clean their

containers a good indicator for water quality.

Response Frequency Percent
Yes 75 96.2
No 2 2.6
Total 77 98.7
Missing 1 1.3

Total 78 100.0

Table 4.7: Frequency of Cleaning Water Containers

Steps that can be taken to minimize risk due tcorgamination include cleaning of water
storage containers. Table 4.7 highlights how oftem practice of cleaning the containers is
carried out. This highlights the frequency of cliegrnthe water storage containers with majority

doing it at every two weeks at 28 with 35.9%.
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Cleaning Frequency Frequency Percent

Daily 1 1.3

Once a week 16 20.5
Every 2 weeks 28 35.9
Once a month 15 19.2
When dirty 18 23.1
Total 78 100.0

Table 4.8: Number of Water Containers

Rather than to provide an inadequate quantity démthat meets the minimum quality standard.
Average water use for drinking, cooking and perstiygiene in any household is at least 15
liters per person per day, and storage contaimelisate the quantity available per household as
in The Table 4.8 highlights the number of waterage container per household as indicates the
guantity per household. The Table shows an avewdgéour twenty liter containers per
household with 20.5% that is 80 liters in a 7 memibeusehold falling short of 4 liters per

person per day, hence water in majority of the Bbakls is not sufficient.

Number of Containers Frequency Percent
1 1.3
2 4 51
3 14 17.9
4 16 20.5
5 10 12.8
6 14 17.9
7 3 3.8
8 7.7
9 2.6

10 8 10.3
Total 78 100.0
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Table 4.9: How Water Containers are cleaned

Basic measures that can be taken to minimize pastetly contamination including cleaning of
the water containers Table 4.9 highlights the mgshaf cleaning for water storage containers at

41.18% that is use of water, soap and scouring pad.

Cleaning of water containers Frequency Percent
Water only 7 8.82
Water and soap 20 25.49
Water, soap and scouring pad 32 41.18
Water and sand 11 13.73
Water, sand and scouring pad 8 10.78
Total 78 100.00

Table 4.10: Method of Water Retrieval from the Souce

Water handling practices can affect and contaminatier stored at the household level. Some
household water treatment and storage methodsdiecafe storage that is integral to the design.
Table 4.10 shows water retrieval from with a jughwi6.15% as the majority though not safe as
water collection and storage containers should mmeareow necks and/or covers, or other safe
means of storage, drawing and handling.

Method of water retrieval Frequency Percent
Dipping Jerri cans in watetl 7 8.97
Jug with handle 36 46.15
Tap stand 34 43.59
Bucket and rope 1 1.28

Total 78 100.00

Table 4.11: Water Storage in the Homes

People need vessels to collect water, to storadtta use it for washing, cooking and bathing.

These vessels should be clean, hygienic and easyritp and be appropriate to local needs and
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habits, in terms of size, shape and design. Tadé #ighlights the type of water storage

containers that is used for storing and fetchintewia the households.

Water storage

containers Frequency Percent
Jerry cans open 4 5.1
Jerry cans closed 8 10.2
Bucket closed 1 1.3
Plastic tanks open 1 1.3
Plastic tanks closed 64 82.1
Total 78 100.0

4.5 Water Quality and Treatment Influence on Commurity Health Practices

The third objective of this study was to examinetevareatment and quality influence on

community health practices of Kajiado Central DistResidents. To achieve this objective, the
respondents were asked to state if they got acoessatrine, how they dispose children’s stool,
how they protect their family from water borne disespreventive measure from waterborne
diseases they take, actions they take to maintagd diygiene. Data collected was analyzed
under the question, how does water treatment aatityjinfluence community health practices

of Kajiado Central district Residents? The resaftspresented in Tabldsl?2 to 4.18.

Table 4.12: Water Treatment before Drinking

Water should be treated with a residual disinfeicsach as chlorine if there is a significant risk

of water source or post-delivery contamination.sTisk will be determined by conditions in the
community, such as population density, excretaatigparrangements, hygiene practices and the
prevalence of diarrheal disease. Table 4.11 higtdigrater treatment practice at the household

level. The shows that majority of the householdsiditreat their water at 53 with 67.9 %.
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Response for water treatment Frequency Percent

Yes 25 32.1
No 53 67.9
Total 78 100.0

Table 4.13: Frequency of Water Treatment before Dnking

Treatment with a residual disinfectant or treatnedrihe point of use should be routinely done at
the point of use to prevent the extent of any pleditvery contamination. Table 4.12 highlights
frequency of drinking water treatment at the paihtise. The Table shows that treating drinking

water at the household level is at 10 with 12.8%agk treating their water.

Frequency of water treatment Frequency Percent
Always 10 12.8
Sometimes 4 5.1
Total 14 17.9
Missing 64 82.1

Total 78 100.0

Table 4.14: Access to Latrine

The aim of a safe excreta disposal is to ensurethieaenvironment is free from contamination
by human feces. People have adequate numberdai§iaufficiently close to their dwellings, to
allow them rapid, safe and acceptable access ata$ of the day and night. As fecal coli form
bacteria (>99% of which ar&. col) are an indicator of the level of human/animal t@as
contamination in water and the possibility of thegence of harmful pathogens. Table 4.14
highlights access to latrine at the household leVhls Table shows that the majority of the
population’s at71 with 91% do not have accessdardtation facility as a latrine.

Latrine access Frequency Percent
Yes 7 9.0
No 71 91.0
Total 78 100.0
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Table 4.15: Disposal of Children’s Stool

Particular attention should be given to the dispa$achildren’s feces, which are commonly

more dangerous than those of adults, as the |dvetayeta-related infection among children is

frequently higher and children lack antibodies aad easily be carried off to water sources by
caregivers. Table 4.15 highlights the disposal lufdcen stool after defecation. This Table

shows that majority of the responses at 88.5% dmtlit the open field. In these households it is
highly likely that feces from children may play igrsficant role in transmitting diseases to other
children and adults.

Disposal means Frequency Percent
Bury it 1 1.3
Throw in the field 69 88.5
Throw in the latrine 7 9.0
Missing 1 1.3

Total 78 100.0

Table 4.16: Times of Hand Washing

The first indicator proposed is based on the assomphat knowledge of the critical moments
for hand washing with soap to prevent diarrheatase is an internal determinant of the practice.
The five critical moments include: after defecatiafter cleaning a child, before preparing food,

before feeding a child, and before eating.

Hand washing times Frequency Percent
Always when the hand is dirty 5 6.41
After visiting the latrine 3 3.85
Before preparing food 10 12.82
Before eating 23 29.49
After eating 17 21.79
After cleaning children 6 7.69
Before and after milking 14 17.95
Total 78 100.00
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Table 4.17: Water Borne Disease Protection

Water-related disease transmission is due to muchnsufficient water for personal and
domestic hygiene as to contaminate water suppliable 4.17 highlights how the community
protects from waterborne diseasgse Table shows 25.51% have the knowhow of handhiwgs
as the main means of protection from water borseaties with the least at 1 with 1.23% linking

water borne disease to the use of a latrine.

Protection of water borne diseases Frequency Percent
Using safe drinking water 15 19.75
Use of latrine 1 1.23
Keeping the environment clean 18 23.46
Washing hands 20 25.51
Maintaining personal hygiene 14 18.11
Mosquito nets 10 11.93

Total 78 100

Table 4.18: Maintaining Good Hygiene

If organic solid waste is not disposed of, majsksiare incurred such as surface water pollution
which can leads to environmental health problenss@ated with polluted surface water. Table
4.18 highlights action the community practices t@main good hygiene. The Table shows that
the majority at 37 with 46.98% cite keeping compbueiean as the main action to maintaining

good hygiene.

Actions for good hygiene Frequency Percent
Bathing regularly 30 38.26
Keeping compound clean 37 46.98
Washing hands all the time 11 14.77

Total 78 100
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CHAPTER FIVE
SUMMARY OF THE FINDINGS, CONCLUSIONS AND RECOMMENDA TIONS

5.1 Introduction
This chapter summarizes findings, conclusions aedmmendations made from the study. The

discussions are thematically presented based aobiketives of the study.
5.2 Summary of the Findings

The findings are summarized in tables output fratadnalysis of SPSS to reflect the
relationships by mean, standard deviation and neeia

Table 5.1: Statistics for Water Quality Practices

Do you have access to the latri What do you do with children stool

N Valid 78 77
Missing 0 1
Mean 1.90 2.08
Std. Deviation .305 315
Variance .093 .099

The Table 5.1 highlights access to latrine anddcéil’'s disposal at the household level. The
responses from the mean for access to latrineateliow deviation and insignificant variance
showing poor access to latrine. Hand washing ap@tgmess can be determined through
observations and questioning caregivers or fooggrers, as “how and when do you wash your
hands usually or in the last 24 hours. Data aralgsid interpretation of responses from the
target population revealed the following major figs under this objective. It revealed that
majority at 90% do wash hands before eating andehst at 11% after visiting “the latrine”.

Majority at 86% washed hands with soap and watergcmajor reasons for washing hands as to
prevent diseases at 50%. Majority of the populatampled at 26% thought washing of hands
best protected them from diseases with the leds¥adf use of latrine. How to maintain hygiene

was best cited as by keeping the compound cledi%twith bathing regularly at 30%.
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Table 5.2: Statistics for Water Treatment Practices

How do you protect your family from  What are the important actions to

water borne disease? maintain good hygiene
N Valid 78 78
Missing 0 0
Mean 3.60 1.76
Std. 1.606 687
Deviation
Variance 2.580 A72

The Table 5.2 highlighteater borne diseases protection and actions totamaigood hygiene.

The mean for how the community protects family frarater borne diseases is relatively high
with a higher variance than deviation indicatingnmaptions for the community in means they
use while actions to maintain good hygiene showefesptions but larger margins in difference

options.

Data analysis and interpretation of responses fifwentarget population revealed the following
major findings under this objective. It revealedttMajority of the population sampled have 5
Jerri canes of 20 liter storage capacity at thesbbald level. 96.2 % of the respondents cleaned
their water storage containers with the majorityading them at least once every 2 weeks at
35.9%. Majority at 53.8% used water, soap and segQupad to clean their water storage
containers. Mode of water transportation from sew@s mainly the donkey at 76.9% with the
majority of the people not treating their water6at9%. Water storage in the majority of the
household with plastic tank closed was at 82.1%alsb revealed that the majority of the
population at 91% sampled lacked access to latromgsg high costs/expensive to have to
acquire a latrine at 42%. The findings revealed &6 mostly disposing the children’s stool by
throwing in the field. These findings indicate tisainitation level is still very low a high risk to
water sources which can be termed as unimprovdthsan situation this could owe to the lack
of awareness of usage and importance of latrinegnwised by adults themselves and for the
disposal of infants stools can reduce diarrhea@¥g;3holera by 66% or more worm infestations
by 12-86%.
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Table 5.3: Cross tabulation for Water Sources

From which source do you fetch water for domessie during dry season

Scoop dry Protected
Earth dam Seasonal rivel river bed Boreholes rocks Piped water Total

From which source Earth dam 7 1 4 8 10 2 32
do you fetch water _
for domestic use Seasonal river 2 2
during rainy Scoop river beds 1 1
season

Protected rocks 2 3 12 11 15 43
Total 9 4 16 20 27 2 78

Table 5.3 highlights from which source do you fetahter for domestic use during rainy season witickvsource do you fetch water
for domestic use during dry season. The relatignshows that the most preferred source of watdr thoting dry and rainy season is

the protected rock catchment.
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5.3 Discussion of the Findings

5.3.1 Water Sources Influences Community Health Piices

The first objective was to establish how water sesrinfluences community health practices of
Kajiado Central District Residents; data analysid aterpretation of responses from the target
population revealed the following major findingsden this objective. The distance between the
nearest water access point and each househole i;dicator of the access to safe water. The
number of people with access to safe water is ddfas within 30 minutes or 1 kilometer of the
household in rural areas, and 5 minutes or 200 metaurban areas. The time includes traveling
each way, waiting, and collection of water. In arttereduce the time and energy required for
fetching water and to encourage the use of saferwsiurces, the Sphere Project states that
water access points should be a maximum of 500rmétEm every household or at least thirty

minutes away.

The study revealed that the time taken to fetclewdtrring the rainy season was at 88.5% of
less than one hour. Time taken to fetch water dutie dry season was 55.1% of 1-2 hours. It
further revealed that the source most preferrediéonestic water use both during rainy and dry

season is protected rock catchment, with pipedvest¢he least at 3.8%.

These findings indicate that the population stitkds access to safe water as they have to travel
more than 30 minutes as the time taken to get wathlrlow storage capacity per household of
about 80 liters per household of seven personsnyeimal requirements are 20 I/p/d with the
water quality an issue as it not treated at soarqeoint of collection. This could owe to the low
intervention by the government and aid agenciemt&rvene to construct water infrastructure
close to the villages or communities to improve fiealth of the community. Improved water
supply can generally be associated with a reduatiaiiarrhea by 20%.

5.3.2 Water Storage Influence On Community Health Ractice
The second objective was to ascertain how wateagoinfluence community health practice of
Kajiado Central District Residents. People showadehadequate facilities and supplies to collect,

store and use sufficient quantities of water fanking, cooking and personal hygiene, and to
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ensure that drinking water remains safe until kossumed according to sphere standards. The
amount of storage capacity required depends ositieeof the household and the consistency of
water availability. Sanitation is defined as an ioyed sanitation facility such as a latrine that is
functional and hygienic according to (Bartram, Ie2@05). They stated further that for people to
have access, it should be located within 30 megeisss of the household, be available at all
hours, and be useable by children and the eld@tlier considerations include whether the
facility is shared, public, or private and the titoereach the facility. Specific observations may
involve the type of facility whether it is simplét patrine, ventilated improved pit latrine, as a
basic structure of facility to provide privacy akekep out animals, place for hand-washing within
or near the facility and proper disposal of theefeof young children. For a maximum health
impact, at least 75% of households in a given comiyshould use hygienic toilets or latrines
(esrey et. al, 1991).

Data analysis and interpretation of responses fiftentarget population revealed the following
major findings under this objective. It revealedttMajority of the population sampled have 5
Jerri canes of 20 liter storage capacity at thesbbald level. 96.2 % of the respondents cleaned
their water storage containers with the majorityading them at least once every 2 weeks at
35.9%. Majority at 53.8% used water, soap and $ecgupad to clean their water storage
containers. Mode of water transportation from sew@s mainly the donkey at 76.9% with the
majority of the people not treating their water6dt9%. Water storage in the majority of the
household with plastic tank closed was at 82.1%alsb revealed that the majority of the
population at 91% sampled lacked access to latroisg high costs/expensive to have to
acquire a latrine at 42%. The findings revealed &6 mostly disposing the children’s stool by
throwing in the field. These findings indicate tisainitation level is still very low a high risk to
water sources which can be termed as unimprovathan situation this could owe to the lack
of awareness of usage and importance of latrinegnwsed by adults themselves and for the
disposal of infants stools can reduce diarrhea@%g;holera by 66% or more worm infestations
by 12-86%.
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5.3.3 Water Treatment and Quality Influence on Commnity Health Practice

The third objective examines water treatment andlityuinfluence on community health
practices of Kajiado Central District Residents.céing to (Doe, 2007) appropriate hand-
washing for caregivers and food preparation cosn$tthree main elements; of an available
hand-washing area, soap with water and correct-testuhique, lastly practicing hand washing
at critical moments. Critical moments include aftiefecation, after handling children’s feces,
before feeding, before eating, and before prepdoond (Bartram, et. al, 2005). Hand washing
appropriateness can be determined through obsemgatnd questioning caregivers or food
preparers, as “how and when do you wash your hasdally or in the last 24 hours. Data
analysis and interpretation of responses from d@hget population revealed the following major
findings under this objective. It revealed that ondly at 90% do wash hands before eating and
the least at 11% after visiting “the latrine”. Majg at 86% washed hands with soap and water
citing major reasons for washing hands as to pitesiseases at 50%. Majority of the population
sampled at 26% thought washing of hands best geatébem from diseases with the least at 1%
of use of latrine. How to maintain hygiene was let&d as by keeping the compound clean at
47% with bathing regularly at 30%.

These findings indicate that importance of hand hivas and keeping clean among the
population is modest this could owe to the fact tha there is awareness but more education on
critical times of hand washing. Hand washing wibas or substitute and water after contact with
stools can reduce diarrheal disease by 35% -48f6ooe. Soap is important in cleaning hands,
clothes, bodies, and removing disease-causing smanfrom the environment in other ways.
Eye and skin infections can also be reduced withenficequent face and body washing. This
indicator measures the ability of individuals i fopulation to carry out necessary cleaning.

5.4 Conclusions

This study investigated factors influencing safdevand sanitation practices on community
health of Kajiado Central District Residents in Kanit was intended that the study was to
determine and describe how water sources; wateaggaontainers; water quality and treatment;

hand washing practice; use of latrines; water eelatiseases and general hygiene as the factors
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that affect the water, sanitation and hygienewhas in relation that the study sought to establish
and recommend why there are still millions of peophrticularly the poor in sub- Saharan
Africa who are missing out on improvements to dmgkwater and sanitation within the study

area.

The study specifically sought to establish how wageurces influences community health
practices of Kajiado Central District Residentsetudy established that the study area stills
lacks access to safe water in view of these finglitige study concludes that health education
awareness on use of safe drinking water sourcdsfatius on water source for the community
for drinking and water for domestic use should peaid by the government and development
partners. Furthermore, awareness for drinking wadteatment should be conducted, by
encouraging either boiling or filtering and tregtiwith chlorine bleach to be an integrated part
of the education program. Additionally, the reguteaning of water storage containers should

be emphasized in the awareness program for wagditygumprovement.

The study further sought to ascertain how waterage practice influence community health
practices of Kajiado Central District Residentse®tudy established that the study area stills
lacks access to improved sanitation in view of ¢hfigsdings, the study concludes that awareness
on latrine usage and illustration on link betweenets and how disease spread with proper
disposal of feces should be supported by concestateholders in the sector.

Lastly, the study further examined water treatmeend quality influence on community health
practices of Kajiado Central District Residentse Btudy established that the study area hygiene
practices are still low as many people reportedmimastheir hands before eating or after eating
and before and after milking. Relatively few, howegweported washing hands after “using the
latrine” a major cause for water contamination @igehold level; and in view of these findings,
the study concludes that focus for health awarersess be on hand washing with key times to
wash hands “using the latrine”.; use of soap opsdternatives such as ash with training of what
is ‘dirty’.
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The researcher has argued in this report that wsdaitation and hygiene activities should be
fully integrated so that people understand linkisvieen unprotected water sources, diarrheal
diseases, latrine use and interruption of the fsmatie of disease transmission, and importance
of hand-washing. This could be done well througalthepromotion awareness to encouraged
people to wash their hands after defecation, befateg and food preparation. More so, average
water use for drinking, cooking and personal hygignany household should be at least 15
liters per person per day (water quantity) and taocton of sanitation facilities within the study
area should be encouraged and promoted with suppmtevant government and aid agencies.

It is against this background that the recommendatbelow are made. Despite its limitations,
this study should be able to update informatiowarter; sanitation and hygiene and its adverse
impacts on the poor within the study area. It sdasgrve as a working document to policy
makers and stakeholders in the water, sanitationh&alth sector. Last but not least, the study
should further serve as benchmark data for furteeearch for academic purposes and as an
added literature to the existing knowledge. Bagjrgeralizations on the findings of this study,
the researcher recommends that factors that irdigrater situation within Kajiado Central are
improved to reduced incidence of water-relatedatise amongst target population. Furthermore,
factors that influence sanitation within Kajiadon@ral are enhanced by promotion of improved
access to safe and appropriate construction ofdinmlg sanitation facilities. Lastly, factors that
affect hygiene within Kajiado Central are addressbdough promotion and awareness

campaigns on key sanitation and hygiene practicéarget areas.

5.5 Recommendations for Further Research
Research into efficiency and effectiveness of hygigoromotion awareness as a way of
preventive measure of diseases through sensitizencmity to construct and use latrines and

safe disposal of children’s feces after cleaningd) mot throwing into the open fields.

Health education or hygiene promotion awarenest libeders on the benefits obtained from
acceptable sanitation and hygienic practices shbeldstudied to see how it will be able to

contribute to the attainment of the millennium goal
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APPENDIX |

LETTER OF TRANSMITTAL OF DATA COLLECTION INSTRUMENT S

Bertha Naliaka,
P.O Box 79, 50204.
Kimilili

12" May 2014

Dear Sir/Madam,

Re:FACTORS INFLUENCING SAFE WATER AND SANITATION PRACT ICES ON
COMMUNITY HEALTH IN KENYA: A CASE OF KAJIADO CENTRA L DISTRICT

My name is Bertha Naliaka of University of Nairolin carrying out this research for partial
fulfillment of the requirement for the award of tlegree of Masters of Arts in project planning

and management at the University of Nairobi

My research shall be on factors influencing watanitation and hygiene by use of a knowledge,

attitude and practice household interview survey.

The information you are going to give is for academurposes only and your identity and
information will not be shared with anyone henc# be treated with utmost confidentiality.

Thank you in advance.

Yours Faithfully,

Bertha Naliaka,
MA Student,
University of Nairobi
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APPENDIX II

QUESTIONNAIRE

Section A: Demographic Characteristics of Respondés

1. My gender is (use)) (a) Male [] (b) Female [ ] Indicate your gender

Male [ ] Female|

2. Indicate your highest level of education

Secondary level [ ]
Masters degree [ ]
Other certification (specify) [ ]

Section B: Water Sources on Community Health Praates.

bachelors degree

PhD holder

[ ]

3. How long does it take you to walk to and from thetev source during rainy season?

Indicate the most likely time taken to walk. (U§e

1 2 3

4

Less than one hour 1- 2 hours 2-5 hours

Aboveuss

4. How long does it take you to walk to and from thetev source during dry season?

Indicate the most likely time taken to walk. (U§e

1 2 3

4

Less than one hour 1- 2 hours 2-5 hours

Abolveuss

5.  From which source do you mostly fetch water formdomestic use during rainy

season?

Indicate the most likely source to which. (U§eUse: 1- Unlikely 2-Sometimes 3Most Likely

Indicators for Source of water 1

2

3

Earth Dam/Pan

Flowing seasonal river

Scoop dry river bed

Protected Shallow well
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Unprotected shallow well

Borehole

Protected Rock /roof catchment

6. From which source do you mostly fetch water fromdomestic use during dry season?

Indicate the most likely source to which. (U§eUse: 1- Unlikely 2-Sometimes 3Most Likely

Indicators for Source of Water 1 2 3
Earth Dam/Pan

Flowing seasonal river

Scoop dry river bed

Protected Shallow well

Unprotected shallow well

Borehole

Protected Rock /roof catchment

Section C: Water Storage and Community Health Pratices
7. Do you clean your water containers? ;s -
Indicate if the water containers are cleaned. ((Js&Jse:1- Never2-Occassionally-Frequently

Indicators for cleaning water 1 2 3

containers

Daily

Once a week

Every two weeks

Once a month

When dirty

Don't Clean

8. a) How many Jerri cans (20 liters) of water do hiaue?

b) Any other additional water storage
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9. What do you use to clean the containers?
Indicate how the water containers are cleaned. )seUse: 1- Never 2-Occassionally3-

Sometimed!- Frequently

Indicators on how water 1 2 3 4

containers are cleaned

Water only

Water +Soap

Water +Soap+ Scouring pad

Water+ Sand

Water+ Sand+ Scouring pad

Water+ Scouring pad

Other (specify)

10What is your main method of water retrieval frtiva source?
Indicate main method for water retrieval from seur@seV). Use:1- Unlikely 2-Sometimess-
Likely 4-Most Likely

Indicators on reasons for 1 2 3 4

cleaning water containers

Dipping jerrican into water

Jug with handle

Tap stand

Bucket and rope

Hand

a) Other (specify)

10.How do you store water in your home?
Indicate most probable means of storage at homee\()J Use:1- unlikely 2-Sometime8s-
Likely 4-Most Likely
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Indicators for water storage 1 2 3 4

Jerry can (open)

Jerry can (closed)

Bucket (open)

Bucket (closed)

Pot

Plastic tank (open)

Plastic tank (closed)

Other (specify)

Section D: Water Quality and Community Health Pracices
11. Do you treat your water before drinking? 1sYe [ 2. No (-
12 How often do you treat your water? . (Ue

1. Nevel ] 2. Sometir_] dways [

13 Why do you treat your domestic water?
Indicate reasons for treating water. (W3eUse:1- Never 2-Sometime3- Likely 4-Most Likely

Indicators for treating water 1 2 3 4

To avoid diseases

To kill germs

To make it clean/pure

14Do you have access to a latrine? (Wge [ks 1 No
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15 What do you do with children stool? Indicate mdsglly action for children’s stool
disposal.
(UseV). Use:1- unlikely 2-Sometime8- Likely 4-Most Likely

Indicators for children’'s stool 1 2 3 4 5

disposal

Bury it

Throw in the field

Throw in the latrine

Other (Specify)

16. Indicate most probable time for washing hands. (Js&se:
1- unlikely 2-Sometime8- Likely 4-Most Likely

Indicators for times of washing hands 1 2 3 4

Always when my hands are dirty

After visiting the latrine

Before preparing food

Before eating

After eating

After cleaning children

17 What do you use to wash your hands? Indicate prosable
means for washing hands.
(Usev). Use:1- unlikely 2-Sometime8- Likely 4-Most Likely

Indicators for times of washing hands 1 2 3 4

Plain water

Water + Soap

Water + Ash

Water + Sand
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How do you protect your family from water borne edises? Indicate most likely action for
protection from water borne diseases
(UseV). Use:1- unlikely 2-Sometime8- Likely 4-Most Likely

Indicators for protection from 1 2 3 4

water borne diseases

Use of safe drinking water

Use of latrines

Keeping the environment clean

Washing hands

Maintain personal hygiene

Mosquito net

Other (Specify)

What are the important actions to maintain gooddmyg? Indicate most likely action for

maintaining good hygiene. (Us&. Use:1- unlikely 2-Sometime8- Likely 4-Most Likely

Indicators for maintaining good 1 2 3 4

hygiene.

Bathing regularly

Keeping compound clean

Washing hands all the times

THANK YOU
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