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DEFINITION OF TERMS
Personal hygiene involves all measures taken by the individual to preserve his or her

own health. Good personal hygiene includes regular bathing, hand washing, cleaning of

teeth, washing of the hair and washing clothes.

Sanitation broadly encompasses the disposal methods for all kinds of waste including
human faeces, rubbish, and liquid waste such as kitchen and bathing wastewater.
Sanitation can also be limited to refer to the safe management of human excreta. It also
includes both the hardware, such as latrine and sewers and the soft ware; this includes the
regulations in hygiene promotion.

Cleaning of “bottoms” is the cleaning of anus after defecating.
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ABSTRACT

This research was based on Personal Hygiene and Sanitation Education (PHASE) project
initiated by African Medical and Research Foundation (AMREF) in Central Division of
Kajiado District in the year 2000.The Programme aims at changing the behaviour
associated with poor hygiene and sanitation and the ultimate goal is to achieve a decrease
in morbidity and mortality associated with diarrhoea diseases as well as improve the
health status of communities in the intervention sites. The study, therefore sought to
establish the impact of (PHASE) in promoting basic hygiene practices among the primary
school going children in Kajiado District. A cross - sectional comparative study was
carried out among 744 respondents selected proportionally from both intervention site
(Central Division) and the control site (Ngong Division) of Kajiado District. The sample
population comprised of standard three, five and seven pupils and class teachers of the
three classes in each school. To the pupils in standard seven and five pre-tested
questionnaires were administered, one to one interviews were conducted for class three
pupils using same questions as those used in the classes five and seven questionnaires.
Observation checklists and focus group discussions were also used to collect qualitative
data. Descriptive data analysis was done by use of Statistical Package of Social Sciences
(SPSS). Chi- square test (y?) was used to establish the differences between the two
Divisions in terms of knowledge and practice of personal hygiene and sanitation. The

The results were presented in frequency tables, percentages, pie charts and bar graphs.

More boys 55.2%, n=744 than girls 44.8%, n=744 participated in the study. In both
Divisions most respondents were aged between 11 and 13 years 45.7%, n=744. Majority
of the respondents in both Divisions were protestants with Ngong Division having 60.9%,
n=366) and Central Division 42.5%, n=372). Data showed significant differences
between the two Divisions in knowledge regarding correct definition of personal hygiene
(x> =13.884, dfl; P=0.000***) and its usefulness (x* =9.889, df=1; P=0.002**). The
results revealed significant differences in knowledge between the two Divisions in regard
to some health aspects such as washing of the face (¥* =30.794, df=1; P=0.000%*%),
brushing of teeth (y*>=39.558,df=1; P=0.000***), washing of hands (¥>=9.225,df=1;
P=0.002**), body (}*=13.702,df=1; P=0.000***) and clothes (y*>=6.062,df1; P=0.014**),
In most cases respondents in Central Division were more knowledgeable compared to
those from Ngong. There was no significant difference between the two Divisions in the
correct practice regarding washing of ones face (y 2=1.968, df=1; P=0.161). However
significant differences were found in frequency of brushing teeth (¥>=7.067,df=1;
P=0.008**), bathing (}*=15.478,df=1; P=0.000***) and proper disposal of human waste
(*=7.960,df1; P=0.005**) between the two Divisions.An association was found between
knowledge and practice (both Divisions) in the selected health aspects, (washing of the
face (y*=0.117, df =1; P=0.000***), bathing (x>=70.548, df =1;P= 0.000***)and brushing
of teeth (*=14.465, df =1;P 0.000***). It was therefore, concluded that acquisition of
knowledge on personal hygiene may influence ones routine hygiene practice. Apart from
adding empirical evidence to what the PHASE project had projected, the findings will be
useful to the implementing NGO in evaluating the impact of the programme on school
children’s hygiene practices. The study will help health educators to understand that
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knowledge does not always lead to practice, the hardware such latrines, pumps and pipes
for water need to be provided for hygiene practices to be sustained. It is recommended
that health teaching methods should be revisited and more emphasis given to the use of
teaching aids such as pictures and charts. Teachers should ensure periodic evaluations of
personal hygiene and sanitation practices of the pupils through daily school inspections
and home visits. It is also recommended that PHASE be incorporated in the national
school curriculum so that all other schools can benefit. It is also noted that children
observe personal hygiene for fear of punishment, rather than prevention of health
problems. Therefore, appropriate messages on the health importance of personal hygiene
should be given to them. Overall, it is concluded that initiatives aimed at improving
access to water and sanitation must be more holistic if meaningful gains are to be
realized.
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CHAPTER 1: INTRODUCTION

1.1 Background information

The home plays the most important role in influencing the health of a child (Hawes, 1997).
However, owing to the fact that school-going children spend most of their time at school,
every aspect of school life is important to the child’s health and development. In achieving
educational outcomes, the capacity of each pupil to learn effectively is influenced
significantly by health status. Poor health inhibits learning and the achievement of positive
educational outcomes is closely linked to good health (IUHPE, 1999). Thus, the school
health programmes aim at changing the attitude and behaviour of pupils in their formative

years, through health information and education (Boot and Cairncross, 1993).

approach to facilitate the implementation of health activities and enhance healthy

~ practices in school going children as well as the community (WHO, 1999).



The WHO expert committee on comprehensive School Health Education and Promotion
in Geneva recommended that every school must more effectively serve as an entry point

for health promotion and a location for health intervention (WHO, 1999).

1.1.1 Scope of Personal Hygiene and Sanitation

Personal hygiene on the other hand, is the condition or state of being clean and sanitary at
a personal level; the acts taken to avoid personal contamination by parasites, pests and
vectors which carry germs and other microorganisms that cause disease
(GlaxoSmithkline, 1999). Good personal hygiene includes regular cleaning of the teeth,
washing of the body, hands, hair and clothes (Nyamwaya and Akuma, 1994).

Sanitation is sometimes used in broad, inclusive way, encompassing the disposal methods
for all kinds of waste, including human faeces, rubbish, and liquid waste such as kitchen
and bathing wastewater. It can also refer to the safe management of human excreta
(DFID, 1998). In a school situation, sanitation would include both the hardware and the
soft ware. The hardware is the total package of sanitary conditions and facilities available
in and around the school compound. The software is the activities aiming to promoté
conditions at school and practices of school staff and children that help to prevent water

and sanitation-related diseases (UNICEF and IRC, 2001).



3

1.2 The Basis of Personal Hygiene and Sanitation Education Project (PHASE)

(UNICEF/WHO/UNESCO, 1992) emphasizes the central role of education concerning
prevailing health problems and the methods of preventing and controlling them. This
landmark declaration promoted a multi-sectorial approach to health care including the

involvement of industries among others.

It is in respect to this approach that GlaxoSmithkline (GSK) being a health care company,
through the international community partnership proposed that health education and
mobilization should be given priority among other activities. Workshops were held in
Africa, South-East Asia, Latin America and China. The Africa workshop in particular
recommended that personal hygiene and sanitation should be a high priority area
(GlaxoSmithkline, 1999). It was agreed that the best delivery mechanism would be the
primary school system and that the main target group could be school children as they are

the change agents for the future generations.

In Kenya, Africa Medical Research Foundation (AMREF) played the role of an
implementing NGO in collaboration with the Ministries of Health and Education, Science
and Technology. After carrying out a pilot study in four schools of Kombewa Division in
Kisumu District, Personal Hygiené and Sanitation Education (PHASE) was then
introduced in 247 schools in ten Districts from Western, Nyanza and Rift Valley

provinces of Kenya.



It was initiated as a three-year project (2000-2003) focusing on the empowerment of both

~ behaviour through hygiene education (Nordberg, 1999).

1.2.1. Personal Hygiene and Sanitation Education Content

Personal hygiene and sanitation education is a specific form of the wider school health

agree with basic primary health education as listed in the Science and Home science

—curricula (Table 1). It is therefore not taught as a separate subject. The major emphasis on

Health Learning Materials (HLM) is to achieve practical behaviour changes of the child’s




daily personal hygiene and sanitation practices. The materials are prepared in levels that
are aligned according to age groups and MOEST syllabi guidelines. Level one being for
younger age (primary 1to 3), level two for the middle age (primary 4 to 5) and level three

for those at the upper end of the range (primary 6 to 8).

The PHASE approach contrasts with the normal Kenyan School Health Education
Curriculum, which is covered in Science and Home Science subjects. Only a few aspects
on personal hygiene and sanitation are included in the curriculum. Some of the topics

covered include; cleanliness of the external parts of the body, cleanliness of the class

room and the school compound, proper use of the toilets/latrine, water and sanitation

education and particularly aims at improving personal hygiene and sanitation practices o




Table 1: Personal Hygiene and Sanitation Education Content (Kit/Guide)

Level 11
Class 4-5

ygiene ody cleanliness 1p chart sets
Rubbish Disposal e Personal hygiene practice card sets
e How illness is spread.

e Benefits of better personal Project guidel Puppet making
hygiene Project guide2 Rubbish pit making
e Proper rubbish disposal

Flip chart sets &flash Discussion
External and internal parasites card sets
e Benefits of hygienic latrine care

Personal Hygiene

e Benefits of better personal Project guide 1 Tippy-tap making
hygiene Project guide 2 Foot ware making
Water Hygiene o Causes and effects of water Flip chart sets &flash Discussion and
(Safe Water) contamination card sets Story telling

axodSmithkline, 1999 (Phase Kit/Guide)




1.3  RATIONALE OF THE STUDY

ne and sanitation education in primary Scnool 1S enco >d 1N SUDjJeCLs

teaching of health education in Science and Home science subjects, a baseline survey
carried out in Kajiado District, reflected pupils’ high level of poor personal hygiene
practices. Sixty percent of the interviewed pupils reported to be taking a bath on daily
~ basis, while the rest once a week. Only 16.7% wash their hands after visiting the latrine,

about 89.3% of the pupils defecated in the bush, while the rest of them (10.7%) use pit
= = Ne——r ——

latrlnes The survey also revealed that the latrine coverage in the Dlstrlct was only 28%,

and the prevalence of hygiene related diseases was 82 % (AMREF, 2001).

Bearing in mind that health education is not an independent subject, there is hardly
adequate time for teachers to cover all the required topics in health education. A very
demanding primary school curriculum also impedes the monitoring of the expected
behaviour change in pupils, hence a conspicuous gap between knowledge and practice
among the school children.

The increased numbers of pupils in schools as a result of new government policy on
primary education is expected to worsen the situation if sanitation facilities are not
improved-"to cope with the school population. The situation, therefore calls for constant
supervision of pupils’ hygiene practices and improvement ef sanitation faeilities.

Culture, attitude and beliefs are mejor contributing factors to the observed hygiene

practices of the pupils, but the semi arid situation poses more challenges, especially in

\




attempt to improve the general hygiene among the children. The main set back is the
1.4 Research questions
a) Does level of knowledge on personal hygiene and sanitation in the interyention
and control sites differ?

b) Do personal hygiene and sanitation -related practices among pupils differ between

the two sites?

¢) Is there a link between knowledge and the pupils’ personal hygiene practices?




1.6.2. Specific objectives
The specific objectives of the study were to:
a)  Establish the differences in knowledge on personal hygiene and sanitation
between the intervention and control sites.
b)  Determine the differences between the two study sites in the pupils’ personal
hygiene and sanitation practices.
c) Determine whether there is a link between knowledge and the pupils’ personal

. i
hygiene and sanitation practices.

1.7  JUSTIFICATION

There is limited information on the level of knowledge and practices as well as the
impact of hygiene related health programmes among school going childrén. In most cases
pupils are taught and examined on health information, but little is done to ensure that
knowledge is translated into practice. Most schools in the poor rural areas lack adequate
water supply and sanitary facilities such as pit latrines and hand -washing facilities.
However, schools could improvise facilities such as leaky —tins for hand washing after
using a latrine. With the recent implementation of the free primary education, most
schools have to cope with unprecedented population increase. Transmission of hygiene
related diseases favours too crowded schools, where hygienic practices are not observed.
Research shows that hygiene related practices such as safe disposal of faeces and hand

- S R = s s o e  ——

washing after contact with faecal material can reduce the rates of intestinal worms

considerably. Similarly, hand washiné with soap and water can reduce diarrhoeal

diseases by 35 % or more. In addition, safe disposal of faeces by use of pit latrine is
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known to reduce diarrhoea by 36% or more (Almedom ez al., 1 997). eri is therefore,

from schools in which hygiene education has been reinforced by the Personal Hygiene

and Sanitation Education project and those from schools that have not been reinforced.

The results will help not only in formulation of similar interventions, but also in the

design of policies that can be used to address issues on personal hygiene and sanitation.
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2.1 Global status of hygiene and sanitation among children

Recent findings have shown that, more than 2.3 million people still live without access to
sanitation facilities and are unable to practice such basic hygiene as washing theih hands
with soap and water (UNICEF/IRC, 1998). It is also reported that diseases related to poor
sanitation and water availability still cause immerse human suffering and the most

affected are children.

While the impact of poor sanitation and hygiene is known to be disastrous for small
children, it also has an important impact on the health of school-age children including

adolescents. It has been established that lack of sanitation and hygiene is a public

lesaster Wthh deserves the hlghest prlorlty When chlldren surv1ve beyond their ﬁfth

blrthday, they Stlil face major problems of ill-health and malnutrition (UNICEF 2000)
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Rights of the child considered the provision of adequate and safe water, as well as

sanitation a basic right for the survival, protection and development of children (GOK/
UNICEF, 1998). To achieve this, schools have been used as entry points for hygiene and

sanitation education.

2.1.1. Present situation of school sanitation in developing countries

Over 1.4 billion children between the ages of 5 and 14 world wide (approximately 87%)
live in developing countries. Statistics have shown that children in this age group are 14
times more likely to die between their 5™ and 14% birthdays due to hygiene related
diseases, than their counterparts in the industrialized countries (UNICEF / IRC, 2001).
The sanitary conditions of schools particularly in rural areas of developing countries are
often appalling, and hazardous to children. Water supply, sanitation and hand washing
facilities are either non-existent, too few or inadequate due to poor maintenance of water
systems and toilets or latrines (UNICEF, 2000).

Where these facilities are present, they are hardly adapted to the needs of children, in
particular girls (UNICEF, 2000). Also the motivation of teachers to provide skills-based

hygiene education is not always evident.

2.1.2. The Kenyan situation on hygiene and sanitation problems
The national health sub sector strategic plan (1999-2004) identified the major causes of
morbidity in Kenya as diseases and conditions arising from environmental management

and hygiene conditions (ROK, National Development Plan of Kenya, 2002-2008). These



13

env1r0nmenta‘ pro!Lms reLte to 'ac! o! sa!e !rln!mg water, u!!yglemc sanitation an!

visiting latrines and before handling food. Poor sanitation and hygiene practices cause a

range of diseases, which include cholera, typhoid and intestinal worms.

Among all the hygiene related diseases affecting children, the most dangerous are
diarrhoeal infections, which account for 17 % of childhood mortality (ROK, 2000).
Although diarrhoea is more common in pre-school aged children, it is also reasonably
prevalent in school aged children. The high rates of morbidity associated with multiple
related to lack of water and to inadequate

 intestinal parasitic infections, are closel

without latrines “pupils and teachers scatter in the nearby bushes”. A field observation

revealed that the bushes surrounding many of the schools were actually scattered with

(U |
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human excrements. The same study found that in the few rural schools that had latrines,

Schools are often more than just places for learning and behaviour change. If school

sanitation and hygiene facilities are inadequate, or are badly maintained and used, schools

iseases are_transmitted (UNICEFE and IRC, 2001). It is

The Kenya Public Health Act (Cap 242) provides clear guidelines on the provision of
school physical facilities (Table 2). However, few schools comply with the specifications
and especially those concerning the sanitation facilities such as the latrines (ROK,

MOEST, 2000).

for boys and staff latrines / toilets
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Since the introduction of free primary education at the beginning of the year 2003, the
Kenyan primary schools admitted an estimated 1.5 million children who were out of
school (Integrated Regional Information Net work, 2003). Many schools are coping with
a 100% or more increase in numbers. Average class sizes have risen from 50 to 70 while

facilities remain the same. The main consequence has been congestion in classes, and

where ventilation is poor this creates a conducive environment for transmission of air

borne diseases.

often causes later in life. Table 3 provides 1997 global morbidity and mortality estimates

for hygiene related diseases.

| |
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= Table 3; Global Morbidity and mortality for hygiene related diseases.

Disease type Morbidity Mortality Population at risk

Diarrhoea . 4,000 million 2.5 million 2,090 million

Amoebic dysentery 48,000 - -

Cholera 145,000 (1996 data) 10,000 (1996 data)

Hookworm 151 million infections 65,000 -

Whip-worm 43.5 million 10,000 N/A

Guinea worm 70,000 None 100 million

Trachoma 600 million (6 million None 500 million
—— blind) = = —

Schistosomiasis 200,000 20,000 600 million mostly in

(Source: World Health Report, 1998) -




conditions at schools have a stronger negative impact on girls. If there are no latrines and

hand-washing facilities at school, or if they are in a poor state of repair, then many
children would rather not attend than use the alternatives. In particular girls who are old
enough to menstruate need to have adequate facilities at school and normally separate
from those of boys (Hubley, 1998).

In addition to the obvious health benefits and time saving (particularly affecting young

_school-age girls), provision of safe water and sanitary facilitie

partnership with €ach other in promoting health through schools.

Promoting the health of children through schools has long been an important task of
WHO, beginning in 1950 when the expert committee in school health laid the first

theoretical groundwork worldwide. In 1995, WHO’s global School Health Initiative was

“KENVATIAUNNERSTYLBRARY
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of schools that can be “Health- promoting Schools” (WHO, 1999).

Among the goals that UNICEF has set for this millennium is to help all children to join
and remain in school, by giving them the chance to learn in a “child-friendly”
environment in order to master basic education and to develop the social and intellectual
skills needed for “responsible life in a free society”(UNICEF, 1999).

The UNICEF, WHO, UNESCO, Education International and the World Bank launched a
joint initiative FRESH Start (Focusing Resources for Effective School Health) in April
2000 at the Education for all Conference in Senegal, to “speak in one voice”, about
school health. Its four main areas of focus include: Provision of safe water and sanitation,
which is an essential step towards a healthy physical learning environment; Skills-based
health education, which focuses on the development of knowledge, attitude, and life
skills needed to deal with health and social issues; School-based health and nutrition
services and health-related school policies, whose aim is to support the other three.
interventions above. To implement the above interventions in schools, the FRESH Start
requires effective partnerships between teachers and health workers and between the
education and health sectors, effective community partnerships and pupil awareness and
participation, as children must be important participants in all aspects of school health

programmes and not simply the beneficiaries (UNICEF/ WHO/ UNESCO, 1992).




n example 1s the Kenyan health education curriculum that
provides hygiene education through other subjects such as Science and Home Science.
The aim of sanitation education in schools is to create a clean, healthy apd safe
environment for children; to inculcate good hygiene habits at early age; and to encourage
participation in the betterment of environmental sanitation in families, in schools and in
the whole community. It has, therefore been widely recognized that schools could play an

important role in bringing about behavioral changes and promoting better health.

2.5 School children as the target group

After the family, schools are the most important places of learning for children; they have
a central place in the community, stimulate learning environment for children and initiate
change. There is now increasing interest in the international community to go beyond
“child survival” programmes and focus more attention on child growth and development

especially targeting school children (Nkinyangi and Vynckt, 1995).

aged children are increasingly being recognized as an important target group in hygiene

education. Through them, potential benefits can trickle down to all levels of society

(UNICEF/ WHO/ UNESCO, 1992).
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be provided to the school children since the health choices they make have the potential

for lifelong consequences. Studies have also shown that children can act as potential
agents of change within their homes and communities through their knowledge and use

of sanitation and hygiene practice learned at school.

2.6 The School as a healthy learning environment

Compared to the more narrow and traditional view of school health as classroom
instruction, the broader vision of the entire school as “Health Promoting” has begun to
take hold in all countries around the world (WHO, 1999).

Children spend long hours in schools, therefore, the school environment will partly
determine their health. In order to perform its roles in health care and education of the
young and in community health, the school should exemplify a healthy environment and
promote concern for environmental health. Access to sanitary facilities is a fundamental
right that safeguards health and human dignity. Providing such facilities at schools not
only helps to meet that right, but also provides the most favourable setting to encourage
behaviour change in the school and in the community. Lack of sanitary facilities in
schools keeps millions of girls out of school during their menstrual periods days (UNEP /
UNICEF/ WHO, 2002). However, the mere provision of facilities does not necessarily
make the environment conducive nor broduce the desired impact. It is the use of technical
facilities and the related appropriate hygiene behaviour of the pupils that provide health

benefits.
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_ Ensuring that children are h i i i

¢ physical environment
(cleanliness of the compound, availability of safe water, clean and sanitary facilities) and
the policies regarding its use should be checked to ensure high standards of hygiene in

the school (WHO, 1996).

In conclusion, literature has shown that poor sanitary facilities and inadequate standards
of hygiene in schools are a major contributing factor to hygiene related diseases among
school going children. Hygiene education has been given to the pupils but little has been

done to measure the actual knowledge and practices of the pupils.




diseases, and eye infections among others. With only two District hospitals and nineteen

health centers, the average distance to the nearest health facility is 10 kilometers. Central
Division (the intervention site) is one of the seven Divisions, and has a population densify of
14 persons per square kilometers. It covers an area of 2909.7 square kilometers with 10
locations and 27 sub locations. Ngong Division (control site) is the most densely populated
with a population density of 40.5 persons per square kilometers. It is also the biggest division

covering 3698.1 square kilometers of the District. It has 10 locations and 29 sub locations

(ROK, 2001).
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voluntarily participated in the study. The' participants were asked not to write their names on

the questionnaires. Confidentiality of the information given was also assured.




Where n= the sample size




used. The pupils were then randomly sampled.
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3.4 Research Instruments

Both qualitative and quantitative data collecting instruments were employed. These included

~ the questionnaires, interviews, focus group discussions and observation checklists. A

pupils’ hygiene ‘practices. Some of the hygiene aspects of interest included: cleanliness of the

school uniform, the pupils’ hair, fingernails, presence of sandals and handkerchiefs. To find
4

out whether the selected respondents observed sanitation practices such as hand washing




m

after using the latrine, those that asked for permission to visit the latrine were granted and
counted. The researcher observed from a distance and recorded the number of the pupils that
washed their hands. An observation checklist for the school compound, classrooms and the
sanitation facilities was also used to document health-promoting activities in the school (see

Appendix 1b and le).

3.4.4. Focus group discussions
A total of eight FGDs were held with standard 5 and 7 respondents in both the experimental

~ and control areas. A single group was made up of between 6 and 8 participants. The purpose
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e CHAPTER 4 RESULTS oo

_ This chapter presents results of 744 respondents who were involved in the study, views

4.1 Social demographic characteristics of the respondents

4.1.1 Distribution of study subjects by schools and classes
Four schools were drawn from each Division (Ngong and Central) and 31 pupils Weré
taken from each class (3, 5 and 7) in every school. Table 5 gives a summary of

respondents by class and school.
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_Table S: Distribution of subjects by schools and classes

between 14 and 16 years had 21.2% (79/372) of the respondents, and only 0.3% (1/372)

were 17 and above. In Central Division, 25.3% (94/372) were found to be aged between 8
and 10 years, while majority of the respondents, 42.2% (157/372) were aged between 11
and 13 years. About 29% (108/372) of the participants were found to be aged between 14
and 16, and only 3.5% (13/372) were 17 and above. Central Division had more pupils

who were above the primary school age. Figure 2 provides graphic illustrations.




Age groups

4.1.3. Distribution of respondents by religion

The proportion of respondents that belonged to the Muslim faith were 7.9% (29/366) and
29 %( 108/372) in Ngong and Central Divisions respectively. About 30% (110/366) in
Ngong and 26.9% (100/372) in Central Divisions were Catholics. The majority of the
respondents in both Divisions were Protestants, with Ngong Division having 60.9%
(223/366) and Central Division 42.5% (158/372). Around 1.1% (4/366) in Ngong and
1.6% (6/372) in Central Divisions did not subscribe to any of the mainstream faiths. The

religious affiliations of respondents in this study are shown in figure 3.
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4.2.1. Sources of personal hygiene information

Majority of the respondents 95.8% (475/496) claimed to have heard about personal

hygiene before, and only a small percent 4.2 (21/496) that had never heard about personal
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while 7.3% (27/372) thought it was obeying one’s parents. About 12.4% (46/372) of the

respondents in Ngong Division suggested that personal hygiene is the cléanliness of
clothes only; however 8.3% (31/372) of them thought it is being obedient to parents.
There was a significant difference in the level of knowledge in the two Divisions. More
respondents in Central Division had the correct definition of personal hygiene compared

to those in Ngong Division. Table 6 below shows the difference in level of knowledge.




. Table 6: Respondents’ definition of personal hygiene in this study ,

Clean clothes only 3.5% 12.4% (x 2 =20.047, df1;
(13) (46) P=0.000**%),

Obeying parents 7.3% 8.3% (x2=0.299, df1;
(27) (31) P=0.584).

***Very significant difference

4.2.3 Usefulness of personal hygiene to the respondents

Table 7 illustrates the responses given by the pupils when asked ways in which personal
hygiene was of importance to them. A large proportion of respondents in Central
Division 83.9% (208/248) agreed that personal hygiene helps them prevent diseases,
9.3% (23/248) said it makes them smart, 6.8% (17/248) of thought by practicing personal
hygiene they would avoid punishment. In Ngong Drivision slightly less than three quarters
72.2% (179/248) of the respondents knew that practicing personal hygiene would help
them prevent diseases, 6.8% (17/248) would make them smart and 21% (52/248) said

that it prevents them from being punished by the teacher. There was a significant



(23) (17)

Avoid punishment 6.9% 21% x 2 =20.622, df=1;
(17) (52) P=0,000%* %45
** Significant **% Very significant

4.2.4. Problems of poor personal hygiene as perceived by the respondents

Table 8 outlines the answers given by the respondents and chi-square differences, when
asked what would happen if one fails to observe good personal hygiene.

In Ngong Division 72.8% (271/372) of the respondents thought that failure to observe
personal hygiene may lead to illness and bad smell in class, 22.8% (85/372) reported that
the only consequence would be smelling in class, and only 4.3% (16/372 thought that it
would lead to punishment.

By contrast in Central Division getting ill and smelling in class was mentioned by 87.1%

(324/372) of the respondents. About 11.6% (43/372) of them thought that one would
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teacher. More respondents in Central Division than Ngong Division were more

knowledgeable in regard to the consequences of poor personal hygiene.

Table 8: Perceived consequences of poor personal hygiene by respondents in this

study
Consequences of poor hygiene  Central Ngong Chi-square value
(n=372) (n=372)
[llness and bad smell in class 87.1% 72.8% v 2=23.573, df=1;
I ) M 7 A} N L= NV 1t —

Smell in class 11.6% 22.8% (x?=16.645, df=1;
(43) (85) P=0.000***).

Avoid punishment 1.3% 4.3% (®=5.929 di=1;
(5) (16) P=0.015%*).

** Significant difference *** very significant difference

4.2.5. Respondents’ knowledge on the importance of washing the face
When questioned why it was important for one to wash his or her face, majority of the
respondents in Central Division 82.3% (306/372) cited prevention of eye diseases. About

15.3 % (57/372) said washing of the face enabled them see properly, 2.4% (9/372)

e om0 OER MR R LS
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reported that it helped them avoid punishment. In Ngong Division 04.3% (239/372)

would wash their faces to prevent eye diseases, 29% (108/372) to enable them see
properly and 6.7% (25/372) to avoid being punished. Table 9 shows a significant

difference in the level of knowledge on the health importance of washing one’s face.

Table 9: Views of respondents in this study on the importance of washing face

Importance of washing  Central Ngong Chi-square value

face (n=372) (n=372)

Prevent eye diseases 82.3% 64.2% 42-=30:794-df=1:
(306) (239) P=0.000%*%*%*),

See properly 15.3% il =

Avoid punishment 2.4% 6.7% (12 =7-890,df=1;

o (25) P=0.005%*).

In order to establish whether the respondents knew the importance of maintaining good

dental hygiene, they were asked to tick the reason as to why it was important to brush

one’s teeth. Table 10 suggests that 89 % (331/372) of the respondents in Central Division
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_ believed that brushing of the teeth would prevent tooth ache and bad mouth smell,7.8%
(29/372) brush their teeth to make them white, 3.2% ( 12/372 ) because the teacher says
they should brush.

In response to same question pupils in Ngong Division gave varied answers. About 8.9%
(33/372) brushed as a result of teacher’s instructions while 18.8% (70/372) Would' brush
to make their teeth white. However a big percentage 72.3% (262/372) would brush their
teeth to prevent toothache and bad mouth smell. The results indicated significant
difference in terms of knowledgeable pupils between the two Divisions, with more pupils

in Central than Ngong being knowledgeable in dental hygiene.

Table 10: Reasons for brushing teeth as given by respondents in this study

Reasons for brushing teeth Central Ngong

Chi-square value

_Prevent toothache and bad _89% _ 70.4% y*=39.558.df=1.

mouth smell 331 * ook

1gnificant difference very significant difference
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4.2.7. Occasions when the respondents thought it was necessary to wash hands

In response to the question as to when it was necessary to wash one’s hands more than
three quarters 79.6% (296/372) of the respondents in Central Division said it was
necessary to have the hands cleaned before eating and after visiting the latrine or toilet,
17.5% (65/372) said they would wash their hands only before eating and only 3%
(11/372) said that they didn’t find it necessary to wash their hands. On the other hand,
Ngong Division had less than three quarters respondents 69.9 %( 260/372) who found it
necessary to wash hands before eating and after visiting the latrine, 25.8% (96/372)
would wash before eating only and about 4.3% (16/372) thought it was not necessary
(Table 11). There was a significant difference between the two Divisions in terms of

knowledgeable pupils. More respondents in Central than Ngong Division would wash

Before eating 17.5% 25.8% v*=7.617,df=1; P=0.006**
(65) (96)

It is not necessary 3% | 4.3% v*=0.961, df=1; P=0.327
(11) (16)

** Significant difference

" KENYATTA UNIVERSITY LIERARY
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4.2.8. Importahce of bathing

Table 12 shows that majority of the respondents knew the health importance of

Table 12: Importance of taking a bath as given by respondents in this study

Importance of taking a bath Central Ngong Chi-square value
(n=2438) (n=2438)

Prevent bad body smell and 92.3% 81% ¥>=13.702,df=1;

skin diseases (229) (201) P=0 g00*%>

To look smart 4.8% 10.5% *=4.936,df=1; P=0.026**
(12) (26)

To avoid punishment 2.4% 8.5% v=1.419, di- s P0G
) 21

** Significant difference **% very significant difference

4.2.9 Respondents’ knowledge on the importance of washing clothes
When asked why it was important to clean their clothes, the respondents gave varied

reasons. About 75.4% (187/248) in Ngong Division said it would prevent the invasion of
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_lice and fleas. 18.5% (46/248) wash their clothes to look smart and 6% (15/248

mportance ol washing Chi-square value

75.4% ¥*=6.062,df1; P=0.014**
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4.3 The differences between Ngong and Central Divisions on personal hygiene and

sanitation practices included disposal of human waste and cleaning of “bottoms”. The

correct personal hygiene and sanitation practices the researcher looked for were; daily
washing of the face and body, brushing of teeth after meals, use of latrine/ toilet for

_faeces and urine disposal and cleaning of “bottoms” after relieving one self.

practice (washing the face daily) compared to Ngong, the difference was found to be

insignificant (¥*>=1.968,df=1; P=0.161).



Once a day 61.7%(129)  71.2%(108)  4>=3.071,df=1: P=0.080

When they remember 2.4 %(5) 3.99%(9) x*=2.894, df=1; P=0.089

*# Significant difference

KENYATTA UNIVERSITY LIBRARY,
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bath. About 54.3 %( 202/372) of the respondents in Ngong Division bathed on a daily

basis, 34.1 %( 127/372) on weekly basis while 11.6% (43/372) bathed when the teacher
reminded them to do the so. Fifty- two percent (193/371) of the respondents in Central
Division took a bath on weekly basis, 39.9 %( 148/371) every day and 8.1% (30/371)‘
when the teacher reminded them to bathe. Table 16 illustrates the frequency of taking a
bath. The results indicated a significant difference between the two Divisions in regard to
the correct practice. Ngong Division had more respondents who reported to be bathing at

least once a day.



(202)

Weekly (once a week) 52% 34.1% *=24.223,df=1; P=0.000%**

significance difference regarding proper human waste disposal in situations where pupils

lacked latrines at their homes.
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Table 17: Sites where the respondents in this study relived themselves

to clean themselves after visiting the latrine. In Ngong more than 59.7% (221/370) used

waste paper, 2.2% (8/370) cleaned themselves using water, 2.7% (10/370) used leaves
and 7.8% (29/370) never cleaned themselves after the long call. |
However in Central Division, only 21.3% (79/371) reported to be using waste papers,
17.5% (65/371) used water, 11.9% (44/371) leaves and 12.1% (45/371) of them never
used any thing. The most important thing is that at least more than three quarters of the
respondents in each Division cleaned themselves after the long call. The difference in this

practice was significant (y >=3.891 df= 1; P=0.049).
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espondents in this study to clean their “bottoms” after

any where in the bush. Similarly majority of the respondents in Central 78.2% (290/371)

go for their short calls in the latrine or the toilet, 4.9 %( 18/371) do it just outside the

latrine and 17% (63/372) used the bush. The results indicated a significant difference in

the practice on the safe disposal of urine between the two Divisions
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sanitation of pupils
Table 19 compares respondent’s knowledge and practice of selected hygiene aspects.
More than 64.3% (239/372) of the respondents in Ngong Division would wash their faces
to prevent eye diseases, and about 86.7% (215/248) in the same Division claimed to beA
washing the face at least once a day. There was an association between knowledge and
practice on the cleanliness of the face among respondents in Ngong Division (x =60.844,
df 1;P= 0.000%**). An association was also found in Central Division where
x=117.009,df1; P=0.000*** with 82.3% (203/247) being knowledgeable on the
importance of washing the face and 90.7% (224/247) of them observing the practice at

least once a day.







92.3 %(229/248) 52 % (129/248)

72.3 % (111/153)  22.9% (35/153)

Brushing teeth

Washing the face  64.3 % (239/372)  86.7 % (215/248)

81% (2201/248)  54.3 % (135/248)

P=0.000***

=70.548, df =1:P=
0.000%#*
@=17.171, df =1p=
0.000%#*
=60.844,  df=1;p=
0.000%#*
(=241.522, df =1

P=0.000***

##* Very significant difference




It was reported from 87.5 % (7/8) of the groups that school latrines did not provide the

girls with enough privacy since their latrines were adjacent to those of the boys .A
member of a certain group was captured saying, “sometimes boys peep our latrine

through the roof or through cracks on the walls”.
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was a significant difference in gender representation, y 2=8.177, df=1; P=0.004***_ This

could be probably due to the people’s cultures preference for the boys’ education than

Regarding their religious faiths, majority of the respondents were Christians (79.6%) and

only (18.1 %) were Muslims. Central Division had majority of those who said that they
belong to the Muslim faith (29 %) than Ngong Division (7.9%). This can probably be
explained by the fact that one of the sampled schools in Central Division was purely a

Muslim school.

5.2 Pupils’ knowledge on personal hygiene and sanitation

Majority of the respondents know what personal hygiene entailed. However Central
Division had more knowledgeable (ab‘ove average) respondents. The difference in level
of knowledge between the two Divisions was very significant (y 2=13.884, df
=1;P=0.000***). Understanding the sources of personal hygiene information is valuable

in planning programmatic interventions aimed at improving the personal hygiene of
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and sanitation during Home science and Science lessons. Mothers 39.7% (n=744) were

also found to be important in passing hygiene information to their children. It was

, 5 ¢ major
causes of morbidity among children in Kenya are diseases and conditions arising from
environmental management and poor hygiene practices (National Development Plan
Kenya, 2002-2008).

However, more respondents in Central than Ngong Division were knowledgeable
concerning the usefulness of personal hygiene in their lives and the difference was

significant (y 2=9.889, df=1; P=0.002**).

Flies transmit eye diseases such as trachoma when people do not wash their faces. A few

—respondents had no knowledge of the importance of washing the face; however majority

knew that a dirty face may lead to eye infections through flies, even so, the level of




Brushing of teeth is important in prevention of tooth decay and bad breath and children

need to know early the importance of this practice. The findings indicate that more than
89% of the respondents in Central and 72% in Ngong Divisions would brush their teeth
to prevent both tooth decay and bad mouth smell. More respondents in Central than
Ngong Division were more knowledgeable as far as dental hygiene was concerned. The

difference between the two Divisions was significant (y >= 39.558, df=1; P=0.000***).

Feacal —oral transmission occurs mostly through feacal contamination of food, water, and

Although the findings clearly indicated that majority of the respondents knew when it

was necessary to wash their hands, the two Divisions differed significantly in terms of

diseases by 35 % or more. This practice can also reduce the prevalence ogfféy*e"ki'ﬁfection
such as conjunctivitis and trachoma (Almedom et al,, 1997). Therefore children should

be educated on the importance of hand washing in preserving their health.

) KENYATTA UNIVERSITY LIBRARY =
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with soapy water. Schools in the control site lacked water in the school and had no hand

washing facilities. Therefore, pupils never washed their hands after visiting latrines.

Taking a bath and frequent washing of clothes are practices that should be encouraged in
children as they grow up. The perceived importance of the mentioned hygienic practices,
may determine how often one may carry them out. Studies have shown that skin diseases
such as scabies and the infestation of external parasites such as fleas and lice can be

greatly reduced if personal hygiene is practised (Nyamwaya and Oduol 1994).

For majority of the respondents in both Divisions, taking a bath and washing of clothes
was important in prevention of external parasites that causes skin diseases. More
respondents in Central (92.3%) than Ngong (81%) knew the health importance of taking

a bath ( y 2=13.702, df=1; P=0.000%**),

o= E{;E; 10N (84 3%) knew the health im

The differences in knowledge between Central and Ngong Divisions in regard to various

hygiene issues, implies the i i i s

similar evaluation conducted on a School Health Action Project in primary schools in
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are a key factor in initiating change by helping to develop useful life skills on health and
hygiene. Children are often eager to learn and willing to absorb new ideas. New hygiene

behaviour learned at school can lead to life-long positive habits (UNICEF,2000).

5.3 Pupils’ personal hygiene and sanitation practices

To achieve the health impacts of environmental health interventions, access to water and
sanitation must be accompanied by promotion of hygiene practices. Research has shown
that access alone typically brings little or no health impact. For instance, a baseline study
carried out in Bolivia, showed that diarrhoea prevalence was highly correlated with poor
hygiene practices among mothers and caretakers, not with water source -or type of
sanitation. In Bangladesh, an integrated intervention project installing hand pumps and
pit water-sealed latrines together with promotion of hygienic practices such as the use of
water and latrines, resulted in 25% fewer episodes of diarrhoea in the intervention area

compared to the control area (Snel et al., 2002).

It is on this understanding that, other than assisting to put up sanitation facilities such
latrines in schools, PHASE has been able to accompany this with a detailed curriculum

on personal hygiene and sanitation education in the view of promoting knowledge and .

W—— i —

and Central Division is an evidence of positive results of an_integrated programme.

However, despite the provision of water, latrines and health education in PHASE schools




time to brush after every meal, and especially after lunch during school days.

Nevertheless, in Central Division where lunch was provided in school, pupils were found

interviewed pupils reporting to be taking a bath on daily basis. The findings in this study




Division used the neighbours’ latrine; the rest defecated either in the bush or in the farm.

Ngong Division had the highest number of the respondents, (40.8%) who preferred to use
the neighbours’ latrine, other than using the bush or the farm. Through observation,

homesteads in Central Division were scattered, such that one has to walk a distance of a




¢conomic status. With regard to the economic

status of a family, a child could have the opportunity to carry a tissue paper to school;

others would use waste papers or water, yet others will never clean themselves after the




KENYATTA UNIVERSITY LIBRARY



few observed the practice daily. This concurs with the literature that suggests, the

integration of Health Education in the School Health Curriculum is not a guarantee that
children are taught to think and act critically (UNICEF, 2000). However lack of practice

despite the pupils having the knowledge, could be attributed to other confounding factors
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water sources for livestock and human consumption. To a greater part Kajiado District
depends on ground water (ROK, 2001). This was confirmed by the responses regarding
their water sources. Slightly above a half of the respondents in Central (59.4%) repprted
to be getting water from boreholes, (24.5%) buy water, while (13.2%) depended on

rainwater.

In conclusion, it is agreed that one way to improve children’s health, involves providing
effective instruction. Research indicates that more than 50 classroom hours of instruction

are needed to create a significant effect on children’s health knowledge, attitude and

practices (Connell ef al., 1985). The findings of this study have therefore, indicated a

example use of Health Learning Materials (flipcharts and flash cards) for teaching
specific topics.

Observation also confirmed that the use of the HLM by the pupils for small group |
discussions. According to the findings of this study, all the teachers from the intervention
site had attended refresher courses on hygiene education. A research carried out by
Wiley, (1993) found out that only teachers who had completed at least one formal health
education course and regularly attended health education workshops, were more likely to
teach health education as a regular part of their weekly lessons. Therefore, since children
rely on adults to provide accurate trustworthy information, the need to adequately prepare

teachers to provide such information cannot be assumed.
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SUGGESTIONS FOR FURTHER RESEARCH WORK

6.1. Conclusions
Regarding the pupils” knowledge on personal hygiene and sanitation
a)  The intervention site (central Division) had more knowledgeable pupils regarding
the importance of observing personal hygiene (washing of the face, brushing of
teeth, washing of hands, bathing and washing of clothes) with a mean of 86%

compared to the control site, which had 73.1%.

Pupils’ practice on personal hygiene and sanitation
b)  Pupils in the control site (Ngong) observed hygiene and sanitation praétices more
(mean of 56.6%) compared to pupils in the intervention site (Central Division)?
which had a mean of (47.7%). Due to lack of sanitation facilities at home.
Association between knowledge and practice
¢) There were significant associations between knowledge and practice in both |

Divisions as far as brushing of teeth, washing of the face and bathing was

concerned (P<0.05).
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a) There is need for the teach i ily j i

with the aim of finding out whether the knowledge passed to them in class is
translated into practice. This is because the study found out that more pupils were
knowledgeable on hygiene issues but less practice.

b) Most homes lack sanitation facilities such as water and latrines. To ensure that

children observe personal hygiene and sanitation practices periodic home visits

should be done by public health officers and teachers.

d) The PHASE approach as been found effective, therefore, integration of PHASE in

f)  School sanitation facilities such as hand washing facilities need to be improved in

order to create an environment that is conducive for behaviour change among

children.

KENYATTA UNIVERSITY LIBRARY
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when they have their menses. This will reduce the need for them to miss classes.
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Further research should be carried out in the following areas:
a) The suitability of Teacher Training Colleges in preparing teachers to deliver health
education information.
b) The relationship between hygiene related diseases and the school attendance by
pupils.
¢) The role of parents in promoting personal hygiene and sanitation practices of

children.
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APPENDICES

control site.

» The objective would be achieved through giving honest information.

+ Information given will be used for the purposes of this study only and confidentiality will

be ensured. You do not need to write your name any where on the questionnaire.

» Please tick the appropriate answer or fill in the blank spaces.

SERIAL NO’.......c..c.. SCHOOL........covvvennennnn. DIVISION...c.ccevvivvinenenn.
- Demographic information
1. Age( )
2, sex a) Male () b) Female ()
3. Standard/Class ( )

Religion a) Muslim () b) Catholic () c¢) Protestant ( )d) others

SECTION A

5. Have you heard about personal cleanliness a) Yes b) No

6. Ifyes, where from? a) my mother ( ) b) teacher ( ) c¢) religious teachers ( ) ( you can choose

more than one)

7. What is personal cleanliness a) Cleanliness of one’s body and clothes ( ) b) cleanliness clothes

only ( ) c)being obedient to parents ( )

8. How is it helpful to you?

9. What happens if one does not practice personal cleanliness? a) may get sick and smell in class

() b) Will smell in class only ( ) c¢) will be punished by the teacher ( )




17. Do you clean you teeth? a) Yes b) No
_1‘8,‘If'}?s,‘}m‘oftm‘do'you-ciean‘y@uﬁeeth?——a)-Aiftersmeals{_g_fb)aoncﬁ_a_day\ ¢) when I

19.
20.
21.

22
235

Bt e
24.

25.

remember ( )

If you don’t clean your teeth, why? — a )I have no tooth brush ( ) b) it is not important ( )
¢) Idon’t remember ( ) d) Others (specify)
Where does your family get water that you use at home? a) We have piped water

b) from a borehole ¢) we buy water d) we use rainwater collected in a tank.

How often do you wash your body? a) Every day ( ) b)weekly c)only when the teacher

says so ()
Do you have a pit latrine/toilet at home? a) Yes b) No
If yes who uses the latrine?  a) Father () b) mother and father ( ) ¢) visitors d) all of

If not, where do you go when you have a long call? a) in the neighbours pit latrine ( )  b) any

nearby bush ( )  c) far away on the farm ( ) d) any other specify

What do you use to clean your “bottoms” after the long call?




: s S ey S daars SRS ) hedjatrine-t—j
7 Vhere dovowpass urine /. dajy i tne @atrme 1 ——— U )| BB




. With shoes/sandals ~ with ( with out ()
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What 1s personal nyglenc’ — a) CICAITICSS T UM S DOG FEHerCio
clothes ( ) c)being obedient to parents ( )

. Who teaches you about personal cleanliness? a) My mother ( ) b) our teacher ( ) c¢)my
elder brother/sister  d) others-----------------

. What happens if one does not practice personal cleanliness?) .a) may get sick and smell in class(
) b) Will smell in class only ( ) ¢) will be punished by the teacher

. Why is it important to wash one’s face every day? a)avoid getting eye disease () b) helps one
to see properly ( ) ¢) avoid punishment from the teacher ()

. Why is important for one to brush his/her teeth? a) to prevent tooth ache and bad smell ()

b)to make my teeth white () c) the teachers says we should brush

latrine ( ) b) before eating only c¢) not very necessary
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17. If yes who uses the latrine? a) Father ( ) b) mother and father ( ) c¢) everybody ()
18. If not, where do you go for long call? a) in the neighbours pit latrine ( )  b) any nearby bush (

) c) far away on the farm ( ) d) any other -

19. What do you use to clean your bottoms after defecating

20. if you don’t clean you bottoms why
21. Where do you pass urine?  a) In the latrine ( )b) just out side the latrine () ¢) in the bush ()

d) others SPecify ........coovvvenviniiiiiiiiii,
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control site.

«  The objective can be achieved through giving honest information.

+ Information given will be used for the purposes of this study only and confidentiality will

be ensured. You do not need to write your name any where on the questionnaire

Demographic information

1. Which classes do you teach?

' 2. Which subjects do you teach?
i 3. What is your professional qualification: a)trained ( ) Untrained ()

4. Agea) 18-24( ) b)25-35() ©)3645() d)46-55()

SECTION A
'5. Do you teach any topic on personal hygiene and sanitation? If yes, how often are the topics taught in a
week? ( )
6. If not, please explain why? a) It is not an examinable area () b) there is no time ()

¢) Pupils can learn on their own () d) It is the responsibility of the health workers. ()

e) Any other specify

7. Which areas in hygiene education do you feel that need more emphasis? (Give reasons for your

answer)

- f . -

Selaels . i T T ek B i 0 ST tliidncnn o « o miiis 5 5 £ BEBWERY 8 B3RS 10 A H S SAREEAR'S § UV SN

9. Do you use any teaching materials to teach hygiene education? a)yes b)no

. envaTTAUNVERSTYLBRARY
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giene practices




1g Different Sanitation Facilities and Practices




d) A school boy washing his hands after using the latrine
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