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ABSTRACT

The strengthening of community systems for disesffeicted communities or in anticipation
of occurrence of a disaster remains an importarttgral process of any disaster risk reduction
strategy or plan. Community Systems Strengtheniagaavehicle of translating public
participation principles into practice recogniseattdisaster-affected communities need to be
organised and adequately resourced in order fon ttee play proactive roles in all efforts
designed to prevent, mitigate and prepare for tisadhis is particularly critical in the
context of cholera because the disease and hazaependent on public health management
principles in situations where basic water andtasion facilities and infrastructure are not in

place or do not meet the minimum standards.

Contemporary disaster risk reduction policy andcpea recognise that public participation is
critical to both development planning and disast@nagement. In contrast, traditional
development planning and reactionary disaster meanegt approaches have been associated
with the shortcomings of excluding affected andepttlly at risk communities from the

planning and decision-making processes.

This study is an assessment of the capacity of aamtias in Kadoma to respond to cholera
disaster from the perspective of the potential rahel impact that Community Systems
Strengthening can play and have on the lives ddisties-affected communities. The study
reviews key literature on public participation aternational and country (Zimbabwean)
levels to identify options available in the pol#ticeconomic environment for intervention
through Community Systems Strengthening. At theellef Kadoma the research provides
insight into the options for Community Systems &gtbening, and a framework for the city’s

scope of improving public participation for cholesdated disaster management.

KEY WORDS: Community; Community Systems Strengthening; Contyrbased

Disaster Management; PubliatRapation and Disaster Risk Reduction
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CHAPTER ONE

INTRODUCTION

1.1. CONTEXT AND BACKGROUND

Cholera is common in regions of the world whererghare inadequate sanitation, poor
hygiene, overcrowding and lack of safe water ammdl fgCanada Public Health Agency, 2009;
World Health Organisation, 2009a). Cholera is cdusgthe bacteriunvibrio Choleraeand
presents itself in the form of severe, profuse,ewatdiarrhoea with or without vomiting
(Sphere Project, 2004). A patient experiences shaitkn twelve hours, and death can occur

within twenty-four hours due to excessive de-hyidrafibid).

The disease continues to be a health threat ic#®fAsia and some parts of Central America
despite the fact that the disease has gone thnomghpandemics since its known occurrence
in India in the year 1816 (Water Works Digest, 190%hilst this situation prevails, there are

opportunities of managing the disaster situatitingugh the wider and increased participation
of the affected communities in disaster risk remuctmeasures since there are no immediate

cures to the inadequate sanitation, poor hygievercoowding and lack of safe water.

A critical window of opportunity to manage cholesathrough the involvement of the people
at risk of cholera or in the actual cholera disasitiation. It is possible through public health
approach by engaging public authorities, Civil 8o€i(CS) and Civil Society Organisations
(CSOs) with the objective of increasing their pap@tion in planning and decision-making.
This is because cholera is spread easily due towater and sanitation conditions within the
public domain. Yet most responses and strategiedisease outbreaks have remained biased
towards the scientific epidemiological charact@&sstand reactive logistical side of disease
control and eradication (World Health Organizat®lobal Task Force on Cholera Control,
2004). The gap that exists is the wealth of resmitbat come from the Community Systems

Strengthening (CSS) which is an intricate part ofcammunity’s Health Systems



Strengthening (HSS). The options of disaster mamagé of cholera are explored in view of
the known and proven ways of cholera control tletu$ on the community’s role and
participation (Sphere Project, 2004).

1.1.2 The Study Area

The study area is Kadoma (Figure 1) which is onda@imajor urban centres in Zimbabwe.
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Figure 1: Location Map of Kadoma in Zimbabwe

(Source: Developed from United Kingdom Embassy, 2010).

The city is located in Mashonaland West Provinedkin south-west of Harare on the main
road to Bulawayo (Figure 1). The city provides gatdpper and nickel to Zimbabwe. The
population of Kadoma was 76 173 in 2002 (Zimbab@entral Statistic Office, 2002). The
same census assumed an annual net growth rate oivf8&h would give an estimated
population of 99 024 for the year 2010.



Nine residential areas exist in the city. Park Taaml Mushumavale (both in ward 12) and
Mornington (ward 9) are the three low density resithl areas; part of East View (ward 12)
and West View (ward 10) are the two medium dengsydential areas; and Rimuka (wards 2
to 8 and 13) Chemukute (ward 15 and 16), Ngezidvtaand 14) and Waverley (ward 11 and
17) are the four high density areas in Kadoma Gityty percent (40%) of the population of
Kadoma resides in Rimuka (Kadoma City Informatie@ne).

The mining activities in Kadoma have triggered ktwaurban migration, attracting movement
to and settlement in the area. The problem of Beater pipes and outflows of raw sewage
has almost become ubiquitous in all cities. Kadam#herefore no exception (Mangizvo,

2009). The sewer problems have been reported aceosris parts of Kadoma and land use
zones of the city including the industrial and desitial areas over the period May 2005 and
March 2008 ipid). This has been the major cause of cholera outbrigathe town. The most

glaring situations are found in the high densitgagsr of Rimuka where communal water

supply and ablution facilities exist.

Kadoma was identified for this study because tigldst incidence of cholera cases within the
region (Mashonaland West Province), 23% of all sas&as recorded in the country by June
2009 (World Health Organisation, 2009b). This reseacomplements studies done by
Ministry of Health and Child Welfare in Zimbabwe ¢MCWZ), United Nations Children’s
Education Fund (UNICEF) and Centre for Communicdbiease Control (CDC) in August
2009 to establish the factors contributing to Hegrels of community deaths.

The 2008 to 2009 cholera outbreak in Zimbabwe tedrahe world’s largest ever recorded
(British Broadcasting Corporation, 2009). The oa##s occurred amidst a national economic
crisis (STERP, 2009) that created the conditiomgte spread of the disease. Apart from the
fiscal and monetary melt down, the economic criisiZimbabwe resulted in amongst other
crises, the breakdown in service delivery systeynoal authorities. Water provision, waste
disposal services, and general sanitation sengdscal authorities and central government
collapsed. The Zimbabwean health system has beeecime for more than a decade and the



result is a systematic decrease in coverage of imastC services (Zimbabwe. Health and
Child Welfare, 2010:4). In the health sector, tb#apse of the economy had negative results
such as the non availability and/or non affordapitif drugs, high staff turn-over within the
public and private sector or complete absence ofgomel and the closure of some health
facilities (ibid).

The collapse of the health service and the water sanitation infrastructure, due to the
deteriorating economic situation in Zimbabwe, argjan factors. Cholera is a water-borne
disease which thrives in poor sanitary conditioss, if the water system breaks down,
outbreaks of cholera, which is endemic in Zimbalamgway, will inevitably take place. In

Kadoma, the recent [2009] spike in the number sesdollowed a five day period in which
water supplies were cut in the town, and peopleewerced to get their water from wells

infected with cholera.

According to The Global Fund to Fight AIDS, TB amdalaria (GFATM, 2008) and
Amuyunzu-Nyamongo (2008), CSS refers to inventiganthat add and build up to the
development and/or enhancement of community-basgdnzations in order to improve
knowledge of, and access to improved health serdekvery. The ingredients to the
development of community-based organizations refg¢he efforts that communities employ
to prevent, mitigate and manage disasters. Thamgsdas also considered the same thinking
of GFATM (2008) by recognising that cholera is ablmu health concern. Interventions
designed to contain cholera problems necessarige ha rely on effective Disaster Risk
Reduction (DRR) founded within communities that asdl organised and resourced; highly
conscious of their environment; and active in deanaking.

1.1.3 Rationale for the Research

In August 2009 the MoHCWZ, UNICEF and CDC commisgio a joint research to establish
the factors contributing to high levels of commyrdeaths in Zimbabwe. This research was

based on and informed by consultations with thee@or of Health and Environmental



Services for Kadoma City Council (Daniel Chirunddaving participated in the August 2009
study was an inspiration to do further research public participation options for addressing
cholera through CSS specifically in Kadoma. Thisswebt covered in the August 2009
research. The focus of this research is on theafo®SS in DRR strategies specific to cholera

in Kadoma.

The argument pursued and opinion herein sharethaterery unfavourable water supply and
sanitation services existed in Kadoma, which resuih the 2008 to 2009 cholera outbreak.
Whilst there are no immediate solutions to imprgvihe water supply and sanitation services
situation, there is scope of improving the risk alighster situation through increasing public
participation through deliberate CSS as a way &vemt loss of lives due to cholera disasters.
The 2008 to 2009 outbreak in Zimbabwe could havenbavoided through public

participation in disaster management.

1.2 PROBLEM STATEMENT

Cholera remains a public health concern in Zimbablwee United Nations (UN) issued an
appeal for aid on 19 November 2009; months afteictiolera epidemic had begun, predicting
just 2 000 cholera cases (UN, 2009a). Two monties, lthe death toll had already reached the
forecast 2 000 mark. Cumulatively, 4 000 peopla dietween August 2008 and July 2009,
and roughly 98 600 cases were reported over the g@mmod. By 10 January 2010 there had
been 98 741 reported cases and 4 293 deaths makiegdeadliest African cholera outbreak
in the past 15 years (British Broadcasting Corponat2009a). The Australian Embassy,
Harare (2010:1) reported that, “cholera affectedemihan 95 000 people in the region in
2008-2009 and caused 4 282 deaths, making it thdlidst African cholera outbreak in 15

years”.

There are disagreements as to the actual numbel®olEra cases and mortalities between two

clearly opposing camps: on the one hand, Governofeaitmbabwe (GoZ) figures have been



very conservatively low amidst early refusal by Gbat the country was in a state of disaster.
On the other hand, Civil Society Organisations (€5@presented by both local and
international non-governmental organisations (NGRs)ntained higher figures. Whichever
statistics and position one takes, the figures wey above the International Health
Regulations (IHR) case threshold and the Zimbabwbli® Health Act provisions
(Zimbabwe, 1924).

The legal and operational policy environment ard imgentioned and meant to be the basis
for promotion of public health by regulating varfoaspects as measures to preventing,
suppressing and treating diseases and conditiahsmamtain a healthy physical environment.
Yet 62% of cholera mortalities (2008 to 2009) inmBabwe were community deaths
(MoHCWZ, 2009; WHO, 2009a; WHO, 2009b). This is a@rweying statistical fact and
occurrence which invokes the need for investigativeylevel of community preparedness to
cholera disasters in an environment where therevely limited scope of immediate
improvement in the provision of basic water anditséion services by the local authorities

and central government.

Cases of cholera are still evident in Kadoma. Bamgle 130 cases and three mortalities
were recorded between January and 15 March 201dofda City Council, 2010). The
country has been noted to have a good health dglsystem that included response plans and
mechanisms for cholera at institutional levels tgio local and central government
management systems for communicable diseases inglutiolera. This is reflected in the
various national and local authority policies, #agiion and bye-laws governing the
development of settlements, land use and developr@ntrols as enshrined in Housing
Standards Control Act of 1973, Regional, Town armur@ry Planning Act of 1976, and

Environmental Management Act of 2005.

A further reflection of the good health deliverysgm is that annual and isolated cases of
cholera incidences have in the past been brougtérucontrol with case fatality rates kept

below the recommended one percent level (Spherged®r®2004). “Except for the large



outbreaks in 1999 and 2002, the disease has beg#nukeer control through intensified

prevention and preparedness activities” (WHODb: 1).

There are no immediate solutions to the countrytblems in as far as improving the water
and sanitation services provision. Urban commusitientinue to live under conditions of
high exposure to both untreated and inadequat@sgtdd drinking (and in most cases
insufficient quantities) and untreated waste waldre unwelcome sight of raw sewerage

flowing on open ground is a common site in all urbaeas of Zimbabwe.

It is imperative to look at the alternative and pomive community arrangements and
mechanisms which could provide the scope for priaveross of lives due to cholera. This is
in recognition of the fact that communities do hawstapped resources, which can be
enhanced through capacity development to be sedfasung and respond to disaster
especially in situations where the external suppotimited or under conditions in which

hazards pose a continuous threat to communities sfiddy identifies the available options for
vulnerable communities to survive through the hagslvironments from a public health

perspective, and the economic environment thaeptesholera as a disaster.

The WHO (January 2009:s.p.) made a major observatidine with the research problem

that there was need for:

increasing awareness, particularly at grassrootsl,leegarding prevention and treatment measures.
Most recorded deaths have occurred at home, whednmthat more effective messaging directed at all
communities, particularly the remotest parts of¢bantry, are crucial for the Zimbabwean publib&s

best prepared to act against the epidemic.

The interest of this research is in community capdo respond to the cholera disaster. The
research explores the CSS as a window of oppoytwognizant that enough efforts had been
made through the formal structures of the resptmsle 2008 to 2009 cholera outbreaks. In
Kadoma, the response was carried out with the cosabéffort of MOHCWZ, Municipality of

Kadoma City Council, NGOs, CBOs, government anchidety of volunteers. In the context



of the harsh economic environment affecting Zimbalag a whole, CSS strengthening is
viewed as an opportunity and a resource which eamskd in disaster risk reduction.

1.2.1 Main Objective

The main objective of the research project is enidy the CSS options for communities in
Kadoma City as potential strategies to be sel&nelio respond to cholera disasters. Three

specific objectives are being pursued.

1.2.2 Specific Objectives

a. To ascertain the capacity of the community to respto cholera disasters.
b. To ascertain the CSS options available to impraw@rounity resilience to cholera
disasters

c. To develop a CSS framework for cholera disastekaioma.

The recommendations and framework developed istindy are intended to support Kadoma
City Council in the development of their disastearmagement plans.

1.2.3 Hypotheses
The research is based on three (3) hypothesewithgive the scope of key issues to be
addressed and tested.

a. There are no deliberate efforts to recognize CS3ttera DRR.

b. That DRR is not internalized within the communitick that it is not part of the
conscious disaster risk reduction plans of thellaa¢ghority and CSO.

c. The patrticipation of disaster affected peoplesaaision-making is limited.

d. Affected communities are largely recipients of demis of the local authority or
NGOs.



1.2.4 Research Assumptions
The assumptions that will be made in this researeh

a. Knowledge, attitudes and risk perceptions of pe@tleut cholera (infection, spread,
diagnosis, treatment and management) are of adgeptavel for the study
community. This is based on past exposure to tkardaand disaster, especially from
the 2007 and the 2008 to 2009 cholera outbreakaddiition these are aspects which
have been adequately studied and documented innkadity (MoHCWZ, 2009).

b. It is assumed that cholera is the major hazardriofify in the study area. For this
reason no risk assessment is carried out to igeatifhazards because there is no
comparison for such an assessment to be used irsttidy. Therefore the risk
assessment tool used in the research, presentedrin/ of Appendix Il and lll, is
limited to the cholera hazard only. The tool itsslfadopted fromNational Disaster
Management Framework of South Africa (South Afri2805:57) and has been used by key
practitioners like Carstens (2009). The researchechout a internalized risk assessment
of cholera to establish the vulnerability, capaeityd manageability status of the study
area within the cholera context.

1.3 DELIMITATION OF THE THESIS

The research acknowledges that there are other wfaj@oking at disaster risk reduction
besides the focus on capacity and manageabilitecéspThese include interventions that
focus on the hazard dimensions, scale and frequeinbgzard occurrence, and are based on
scientific, physical and structural means of cdlitrg the hazard.

The subject of this research is biased towardg)tiaditative aspects that relate to the ways in
which communities are organised to manage resoumcessponse to disaster risk or actual

disaster situations. This is the reason why theareh looks at institutional and organisational



aspects relating to public participation in disast@nagement, and how these relate to the
access and availability of resources for disastenagement. The research does not go into
the details of epidemiology of cholera nor its ngeraent in terms of medical diagnosis,
control measures and treatment procedures.

1.4 KEY CONCEPTS AND DEFINITIONS

In order to set a good working base for the stualy establish a contextual framework, it is
imperative that the main concepts and definitiohkay terms be outlined and defined. The

term ‘community’ will feature prominently throughbtlhis research.

Community: a term that has a wide range of usage (Department Irfternational
Development-DFID, 2004).

~ Geographically, spatial physical barriers, demawoat and features such as rivers,
roads and valley lines can be used to define andk rsamplistic community
boundaries.

~ Dreyer, Hattingh and Lock (1999) noted that comrtiesican be defined from a
geographical or social perspective. In the so@amnees and particularly in the study
of vulnerabilities in disaster management, comnesitare defined in terms of
households, villages or neighbourhoods based orredhaxperiences. Such
experiences include ethnicity and ethnic groupsgcis interest groups, common and

shared language and social practices.
~ “A common concept of community is that a commurigyharmonious, having a

harmony of interest and aspirations, and bound dyincon values and objectives”
(DFID, 2004:11).
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~ Whilst the definition would give the impression ththe community is then
homogenous, in reality, the community can be shycifferentiated showing many
variations in terms of power structures, domingtaecision-making processes and its
implications on access, control and ownership sbueces. For example women,
children and men of the same community and expangrthe same disaster risk have
different vulnerabilities and capabilities (Sphémject, 2004). This is consistent with
principles and practices of vulnerability assesdsiewhich respect the wide

differences within communities.

~ For the purpose of this study community is takeraagroup that shares the same
administrative boundaries of the local governmeénicsures of a ward. Attributes that
relate to shared experiences and exposure to risktraceable within the ward
structures equally as Kadoma City Council (2010ksughese structures for
administration purposes. The wards also constitatecommon frontier for

representation in local government through thetete€ouncillors.

Equation: the focus of this study is on the capacity anchageability parts of the risk
equation (UNISDR, 2002) which can be presentedbasic mathematical equation as shown

below:

HxV

CxM
Where

R = Risk, H = Hazards/ = Vulnerability,M = Management ability an@ = Capacities.

(Source: UNISDR, 2002: 41)

The equation is a basic explanation tool, whichwgh¢hat as the product of management

ability and capacities of communities to withstdnadards or actual disasters increases, that is
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attainment of higher levels of capacity to respand withstand disaster situation and manage
the processes, the risk to disaster is reduceckrmitively stated, a reduction in the
vulnerability and hazards through improved hazartigation efforts and better livelihoods

respectively would result in reduced risk.

Management ability: Is about the way that institutions both public gmiyate (Government,
Non Governmental Organisations, CBOs, Private Qregaions) reduce the risk to disasters
and apply measures on how to effectively deal \ligh negative consequences of disaster
impact (UNISDR, 2009). This study observes an ifiabte practice of reference to capacity
as the only ingredient to the dividend of the emumaby authorities such as International
Federation of Red Cross and Red Crescent Socigl®@30:6), Buckleet al. (2007) and
CAFOD (2008:3). The position of UNISDR (2002) is tognisance of the need to separate
management ability from capacity is consideredhis tesearch because this allows for in

depth analysis of what to address in reducing thsaisk.

Capacity: It is a measure or expression of the degree tohadncommunity can intervene and
manage a hazard in order to reduce its potentipa@in(UNISDR, 2009). It also refers to the
ability of a community to prevent, mitigate and eopith the effects of the disaster mainly

from the perspective of how the community makesaisesources.

Manageability: In contrast manageability is about institutional sp and systems. For the
purposes of this study and in line with generaktica for ease of reference, the use of the
term capacity shall be taken to include and encesifae manageability part of the equation,

and shall be taken to be inclusive of the manad¢jgatiimension.

Disaster Risk Reduction: The research presents a framework for DRR, a phwdseh

constitutes the underlying principles of key disaderminology. Disaster Risk Reduction
involves interventions in three broad areas, nanm@yard minimisation (where possible);
reducing exposure and susceptibility and enhancogng and adaptive capacity (DFID,

2004). DRR refers to all the elements that are iredquo minimise levels of susceptibility
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(vulnerabilities) and disaster risks within theisntommunity through its main components,
namely prevention, mitigation and preparednesst{Safrica, National Disaster Management
Framework 2005:3).

Risk: An expression or measure of the likelihood of a&c#jr hazard occurring and its

probable consequences for people, property andrthieonment (Twigg, 2004). A hazard is a
dangerous phenomenon, substance, human activitgratition that may cause loss of life,
injury or other health impacts, property damagsslof livelihoods and services, social and
economic disruption or environmental damage (UNISRE09). In this study cholera is the
hazard.

Vulnerability: The UNISDR (2009) defines vulnerabiligs a set of conditions and processes
resulting from the interaction of physical, sociabonomical and environmental factors

resulting in the increase of susceptibility or attexposure of a community to the impact of

hazards. In this context a disasten serious disruption of the functioning of a coamity or

a society causing widespread human, material, eomnor environmental losses that go

beyond the ability of the affected people to comenftheir own internal resource base. This
thesis therefore explores the manageability andaspissues in the management of cholera

in Kadoma for the purpose of defining ways of redgdisaster risk.

1.5 STRUCTURE OF THE THESIS

Chapter One introduces the existence of cholera as a diséistérhas DRR options within
Css.

Chapter Two provides a detailed literature review of publicrtigigpation principles and
practice. The review traces the roots of CSS thigpland practice within the realm of public
participation. International and localized courgpecific case study contexts are reviewed for
the comparative understanding of what is happemi@SsS.
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Chapter Three discusses the research methodology used.

Chapter Four is a presentation of the results of the field syrgone in Kadoma City.

Chapter Five consists of two parts: interpretation discussan the results obtained from the
field work presentation of a framework for CSS fDRR specific for Kadoma with

recommendations for practical risk reduction meas@against cholera disasters, which can be

applied within the study area.
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CHAPTER TWO

LITERATURE REVIEW

2.1 SCOPE OF LITERATURE REVIEW

The three parts of the literature review are devd:

Public participation principles and practice at international level

It is a review of public participation principlesich practice at international level, to
establish an understanding of the main frame ofthleeretical base of the study. A
historical perspective is provided using key litara that is relatively old, but has
been cited in more recent work on the subject.raitee on the rationale for public
participation in development planning and disasigk reduction work is included.
This part of the review will identify the paradigshifts from mainstream DRR to

long-term development planning work.

Per spectives of public participation in Zimbabwe

A historical review of public participation, thimg and practice in Zimbabwe is
presented. The review is very much the same asnteeational level review; the
difference is that it is set in context of the lopalitical economy, which influences

the practice in Zimbabwe.

Case study of the Philippines
It is a review of a case study of proxy work donepaiblic participation in disaster risk
reduction as a comparative basis for the reseaie case study is based on the

experiences of the Philippines.
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2.1 INTERNATIONAL PERSPECTIVES ON PUBLIC PARTICIPAT ION

2.1.1 An Overview of Public Participation

Public participation falls within the field of ptital principles and practice. It occurs within
the ‘public domain’ a term Neil (1996:16) defines that realm between the ‘state’ and
‘household’, that is between what conventional @oanalysis recognizes as a ‘macro’ and
‘micro’ world (ibid). In the western or more democratic countries oltuces, public
participation is recognised as a right. In thedeuoes public participation has had significant
impact on sectors like education, business, publiicy and international relief and

development programmes.

However, King, Feltey and Susel (1998) noted tlesipite the advancement in democracy the
political system in the United States of Americalésigned to reflect and engender an active
citizenry, but at the same time is designed togatopolitical and administrative processes
from what is feared as a citizenry that is too atir and active. In contrast, political
economies on the lower levels of democracy devedppmiew public participation as a threat
and a source of challenge to the existing status Yt is the redistribution of power that
enables the have-not citizens, presently excluded the political and economic processes to

be deliberately included in the future” (ArnstemStein, 1995 in Victoria, s.a.:5).

The contemporary work which examines the role efghblic in the process of administrative
decision-making has come about in response to @mubin the latter half of this century and
as a result of concern on the part of citizens, iadtnators, and politicians over citizen
discouragement and apathy (Box, 1996; Putnam, IB@iey, 1996; Thomas, 1995 in King
et al. 1998). The main point from the research done bygk&nal. (1998) is that there is the
need for authentic public participation.
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This is defined in terms of participation that s\the interests of all groups or parties of
people both citizens and the administrators. Therimmediate bodies for increasing and
improving public participation cannot continue te kthe normal public institutions like
government departments and political structuresdha polarized. It requires rethinking the
underlying roles of, and relationships between, iathtnators and citizens. The Kettering
Foundation study in Kingt al. (1998) found an ‘undeniable tension’ that exisgsaeen the
public's right to greater involvement, and the gpgative of public officials to act as

administrative decision-makers.

Therefore public participation is a very sensitarea within any country or community set up
and deserves in depth understanding to managethetpressure that communities exert in
demand of goods and services, and the administratiuctures responsible for public goods

and services delivery.

2.1.2 Public Participation: Rationale for Community-based Planning or Approaches

Community-based Planning (CBP) refers to any plagmr interventions which address the
activities or problems at community level, in whithe members of the communities
themselves are meaningfully involved (2001). Thditmhal opinion of the research is that
reference to the term ‘involved’ is taken to mela@ full spectrum of public participation. The
rationale for CBP can be traced from three typeslgéctives which CBP can achieve,

namely:

* To make plans more relevant to local needs anditonsl

* To increase community involvement in the provistdrpublic services, due to lack of

capacity in government agencies.

* Toincrease people’s control over their own lived avelihoods.
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The last two objectives are more relevant for comitytbased interventions for disaster
situations typical of economies that cannot meetd#sic needs of its citizens. This, however,
does not in any way ignore the importance of makiieginterventions relevant to the needs of
the affected and local people as stated in thedbgective. The opinion herein shared is that a
mixture of the objectives is considered in varywgights for any intervention. A good
example is cited by Conyers (2001): if the maifeotive is to increase people’s control over
their own lives and livelihoods, community plannirsgusually part of a wider process of
establishing an effective system of democratic llgmvernance and communities likely to
play a major role in all stages of the process.tfd more specialized levels, sector or
‘industry’ based terminologies for CBP have beewettgped. Some of the notable examples
include:

« Community-based Management of Natural Resourcda #se case of Zimbabwe’s
Communal Areas Management Programme for Indigefesources (CAMPFIRE)
(Lue-Mbizvo and Mohamed,1993). In Zimbabwe thisragée “ is probably the only
significant community planning activity in which lsstantial amounts of money have
been made available to local communities to usbeswish”(Conyers, 2001:4).

* Community-based Management of Water and Sanit@®rogramme in Zimbabwe of
the late 1980s to mid 1990s (Conyers, 2001). Thgptr had an initial infrastructural
bias at the expense of the equally important nowiltde aspects like training and
behaviour change.

« Community-based Disaster Management (CBDM). Onneffocal areas within Asia
is the Philippines’ experiences in CBP specifically Community-based Disaster
Management given that the area is exposed to margrtis like floods, tsunamis and
earthquakes (Asian Disaster Preparedness Cen@r).20
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CBDM is hereby taken as a sector specific term titzatslates into the community thrust of
planning within disaster management. In the contdxtlisaster management, community
input and involvement are essential in the develamnand disaster risk reduction processes

because of the following practical considerations:

Nobody can understand local opportunities and caims$ better than the local communities themselves
who therefore need to be involved in the identtfara and resolution of disaster vulnerability issue
Nobody is more interested in understanding loctiaf than the community whose survival and well-
being is at stake. Therefore the information shduddgenerated in a manner and language that is

understood by the community (Abarquez & Murshed@4202).

The point of emphasis that differentiates theseestants from their equal application to other
fields like development work is that the lives &fople and their livelihoods are at stake in
disaster situations. The disaster situation woftfiecain one way or another any combination
of the community’s human capital (skills, knowleddesalth and energy); social capital
(networks, groups, institutions); physical capfialfrastructure, technology and equipment);
financial capital (savings, credit); and naturgdital (natural resources, land, water, fauna and
flora) (Wisneret al, 2004).

Externally-generated responses to disasters that teken on the top-down approach to
disaster risk management have failed to addressextoial local needs of the affected
communities and may have even increased peoplé'enabilities (Victoria, s.a.:269). This
has been a result of failure to acknowledge andl@mfocal resources and capacities
(Abarquez & Murshed2004). Current thinking and practice representsasgigm shift
dominated by mainstreaming of disaster risk reducstrategies as part of the long-term
development planning functions of state and localegnments and support agencies (DFID,
2004 and Abarqueet al,. 2004).

Bankoff, Frerks and Hilhorsf2007:8) state that disaster management is not®rfou its

structured and hierarchical methods of governamee dhrough the use of armed forces. In

Zimbabwe the core members of the National Civilt®tbon Committee are drawn from the
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uniformed forces (army, police, prison and thefaice) giving the act a bias towards the
reaction approach (Zimbabwe. 1996). The currembkithg and practice challenges this
management style since the early 1980s by recagn&sid advocating for more participatory
forms of interventions for vulnerability, disasterd developmentkiid: 8).

DRR practitioners are putting more emphasis on conityrbased disaster risk management
approaches with the vulnerable people themselvesivied in planning and implementing
disaster risk management measures along with lpoa¥incial and national entities through
partnershipThis change in thinking and practice is in recagnitof the past decade which
has seen parallel, but concomitant efforts in weicegions worldwide. This calls for a shift
in perspective from the prevailing emergency reacthanagement framework to disaster risk
management, to reverse the trend of exponentiedase in disaster occurrence and loss from
small to medium scale disasters. These highlightieel need for proactive disaster
management activities and the significant roleoafl communities in all aspects of disaster

management (Victoria, s.a. a: 269).

Globally, national governments are shifting respaihSes to local communities for meeting
citizens' needs (Hunter, 1999). In the more dewatlgmlitical economies like the United State
of America the process has gone as far as the @aweint and implementation of a Citizen
Corps Personal Behaviour Change Model for Disagterparedness (United States of
America, 2007). The project is implemented and laty reviewed by the Federal
Emergency Management Agency (FEMA). The model wesigihed to study the individual
behaviour patterns (not the focus of this reseangimesponse to various factors affecting
disaster situations. Arnstein (1969) and HunteR@)9oted that the same trends are also
taking place in the corporate world where it is eoted that there would be a few large
international level industries on one hand, andyramall community-based business service
firms. The cautionary observation made here is thas imperative that such a shift of

responsibilities be carried out based on two carsiibns:
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Firstly the shift should not be based on a deliteervasion of responsibility by
national governments or local authority from theisponsibilities of looking after
its communities. Each country is mandated the tiresponsibility of protecting
citizen, infrastructure and other national assetsfthe impact of disasters. This is
enshrined in article number ten of the Princip&tsategy and Plan of Action of the
World Conference on Natural Disasters, Yokohamat&gy and Plan of Action
for a Safer World (1994) (United Nations, 2002:118)s worrying though to note
that the realisation by governments comes fromettperiences of those that have

faced economic challenges (Conyers, 2001:2; Huhg9).

Secondly, is that any such responsibility shiftcmmmunities must be matched
with the requisite capacity building plan and resmg for the communities to
manage. This is the source of both irony and @st&. The irony is that whilst
governments acknowledge the need for communitieset@mpowered to make
decisions about disaster risk reduction and dewvedop, the same governments are
hesitant and reluctant to the growth of vibrantilceociety and CSOs who are
acknowledged as the bodies responsible for sustanaterventions that can

champion DRR.

Resistance to growth of CSO comes in from the fdaisgovernments have due to
the strong interest and pressure groups that &ea aksociated with civil society
activities at both local and international leveksing et al, 1998). Conyers
(2001:6) notes that Zimbabwe has a long historgubcratic national and local
political systems which have been within all of twntry’s political economies,
namely the pre-colonial kingdoms and chieftainshipse colonial regimes and the
de facto one-party state system of the 1980s. iiaikes attempts to establish a
democratic system of governance, especially atata level, very difficult. The
pressure to do so is summarised well by AndersohvViiaodrow 1998 in Wisner
et al (2003:84):
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The employment of the concept of vulnerability as a tool in and by the community also
involves a thorough analysis with and by the residents of their own resources and capacities.
This is the ‘other side’ of the vulnerability coin. It is in the hands of local people that the logic
of their situation, the phenomenology of their living with risk, forces them to be aware of and

to discuss their strengths and capacities, as well as their weaknesses and needs.

What should therefore come out of these realisatisra system or structure of governance at
local authority and state levels with clear manslaia policy and legislature governing all
spheres of the country. Alternatively local authodn the one hand, whilst on the other hand
communities are well organised to participate amavipe input regarding the decision-
making processes affecting them through variousesgmtative structures like CBOs, NGOs,
pressure and interest groups which all constitu®O& Within the context of CSS,
communities have increasingly become aware of gmditions to the extent that they take
action. Communities have become cognisant of their environment, structures and decided

to take action to resolve issues related to hazardstual disasters that they face.

2.1.3 Theoretical Framework: Typologies of Public Brticipation

Figure 3 shows the eight typologies in a laddguudilic participation.

Citizen Control

Delegated Power Citizen Power

Partnership

Placation

Consultation Tokenism

Informing

Therapy

Nonparticipation

Manipulation

Figure 2: Ladder of citizen participation (Source: Arnstein, 1969).
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Arnstein (1969) presented typologies of eight Isval analysing public participation or non

participation thereof. Victoria (s.a.b) also refdws the work of Arnstein (1969) in the

presentation of public participation experienceghia Philippines. Steps on the ladder are
referred to as ‘rungs’ (Arnstein, 1969). The lowarels at rungs one (Manipulation) and two
(Therapy) represent the absence of participatidreyTare designed for the elite and ruling
class referred to in simplistic language as thevésato make decisions, and in most cases
exploit the lower classes of society. The connotetiand prevalence of typical autocratic rule

or management style can be deduced from these.rungs

Rungs three and four represent Informing and Coetsoih respectively as forms of tokenism,
that is interpreted here as a way to be seen tmbsulting the lower classes of society by the
ruling class or “haves” to use Arnstein’s (1969)rtmology. These forms of participation do
allow limited extent of consideration of the vieafthe “have-not” as mere gestures, but do
not guarantee their adoption. The interpretatiothisf is that the opinion of the general public
Is solicited and known by the decision-makers, thi$ is not the automatic gateway to

consideration in the decision-making and any astre@fated to particular decisions.

At rung five, Placation is basically a higher leeéthe same tokenism in rungs three and four.
Lower level classes of society can advise the gutitass or the ‘haves’ though the latter

retains the overall decision-making power (Victpga. b).

Arnstein (1969) states that it is from rung six topeight that citizen power is realised in
decision-making. A key word used by Arnstein isrtparship’ which is considered as
platforms for the public to engage in negotiatitinst see benefits accruing to them. At the
topmost rungs, seven, Delegated Power and eighize@iControl the ‘have-not’ citizens
obtain the majority of decision-making seats orespntation, or comprehensive managerial

power (bid).

The limitations of the typology are worth notingdansideration of the potential application
of the typologies of public participation to CBDMMRR and CSS. Firstly, there is inherent

generalisation in grouping of people as those wwgrdhat is, the ‘haves’ who have resources
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versus those who are categorised as poor thdtdshave-not’ who are limited in resources
and decision-making power. Vulnerabilities of peopk individuals and as communities are
very varied and cannot be generalised within DRits Warrants detailed risk assessments for
any interventions so that specific needs of idedifndividuals and communities become the
subject of an intervention (CBDM, DRR or CSS).

The second observation from the typologies is thigest of modification attempts by other
players such as the Co-Intelligence Institute (008, The International Association of
Public Participation and The Community Developm®atiety to identify land marks for the
achievement of any particular rung (Arnstein, 198%jus overlaps between successive rungs

are evident.

The overall use of this simplification is that glps in conceptualising the manner in which
communities are organised. The typologies reveapthwer interactions that exist and may be
responsible for causing vulnerabilities through diféerences people have in terms of access,
control and ownership of resources. The hieraraiy tgpologies can be applied to various

situations where there are issues of power, aaesswnership of resources.

2.1.4 Principles and Practice of Public Participatn

For the purposes of this review the work of thrggernational level institutions are considered
to represent the wider thinking, understanding @edds in public participation. In Figures 4
and 5 the Core Values of the International Assammabf Public Participation (IAPP) and the
Principles of Good Practice of the Community Depetent Society (CDS) are re-arranged
from their original order of presentation and pths&le by side for a comparative analysis. A
separate discussion on the input of the Co-Intligg Institute is also provided based on the

comments of its founder member (Tom, 2008).
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o

i ) Comparative Analysis . )
Core Values of The International ' Principles of Good Practice of The

Association of Public Participation Community Development Society

Common features

1. Promote active and representative

1. Public participation is based on the paricpation towird ensbing al

belief that those who are affected by a
decision have a right to be involved in
the decision-making process.

making an imput to the decision community members to meaningfully
influence the decisions that affect ther
Iives

2. Engage community members in
leaming about 2nd understanding
2. Public participation inchudes the community issucs, and the economic,

promise that the public's contribution willf process engagement social, environmental, political,

influence the decision. psychological, and other impacts
associated with alternative courses of
action.

3. Public participation promotes
sustainable decisions by recognizing and
communicating the needs and interests off sustaimability of decision making and the outcome

3. Be open to using the ful rangs of
action strategies to work toward the
long term sustamability and well bemg of
the comnmunity

all participants, inchiding decision
makers

Figure 3: Comparative analysis: Cll core values and IAPP good practice: common feature
(Source: Tom, 2008): developed from IAPP and CDS)

Common views:the important point summarised from the work of ABnd CDS is
that communities or disaster-affected people masthnput in the decision-making
through CBDM and development planning. Figure 4 miamses the common views of
the two authorities. IAPP and CDS emphasise thed niee clearly define the
community engagement process such that there ti€ipation at various levels in the
planning processes as shown by the top most arrowgjure 4. This includes initial
sensitization of communities for the need to plaintly; actual joint planning;
programme design; monitoring; implementation anddbBack. In the comparative
analysis done in this research this refers to ‘@gsescengagement’ highlighted in the
middle arrows in Figure 4. Overall this represeatplanning cycle similar to the

disaster management continuum (Victoria, s.a. a).
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Sustainability (as shown in the lower most arrows Higure 4) features very
prominently in the work of the two institutions.sElwhere in relevant literature on
public participation and CSS, emphasis on the nisedsustainable local level
organizations and decision-making is noted as b#iegkey to public participation
(GFATM, 2008; Victoria, s.a. a:7)

Different complementary views: the other aspects highlighted in the comparative
analysis (Figure 5) are specialized areas of foadsch the two authorities
individually identify with. These are all complentary as shown by a combination of

the semi curved arrows in Figure 5, and can benaatlas follows.

Participation in decision-making does not excludsple with direct interest, in
addition to considering those who are affectedatlye(IAPP in Tom, 2008). This
allows for the participation of stakeholders wham da&ing in various contributions

such as expertise and funding to the disastertgitua

The identification of the correct and acceptabkedérs and leadership structures is
emphasized by CDS (Tom, 2008). The lead individual®lved in the planning
process like the established community leaders emibers of a planning committee
should include one or more people who have theopeatsleadership qualities
necessary to steer the process. Such qualitiasdiechterest in the subject or project,
commitment to the development of the community,dsby, integrity, organisational

ability and charisma (Conyers, 2008).
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Comparative Analysis
Core Values of The International Principles of Good Practice of The
Association of Public Participation Community Development Society

Features of emphasis and complementarity

<. Public participation seeis out and
facilitates the involvement of those
potentially effected by or interested in a

4. Work actively to enhance the
leadership capacity of community
members, leaders, end groups within the

direct leadership is
interest of recognized as
the affected key

decision. COMPMMLY.

3. Public perticipation seeks input from | process of / ’
participants in desigring how they participation

participate. is ker

5. Incorporate the civerse mterests and
cultures of the comeunity in the
the general |community development process; and
6. Public perticipation provides good disengage from suppert of any effort that

. . L . access o is likelv to adversely effzct the
participants with the information they . . . . )
e . information disadvantaged members of a community.
need to participate in a meaningfil way. -

provision of
feedback on
|\processes and

7. Public participation communicates to
participants how their mput affectzd the

decision.
outcome

Figure 4: Comparative analysis: Cll core values and IAPP good practice: different/ complementary features
(Source: Tom, 2008): developed from IAPP and CDS)

Process of participation, access to information Hrel need for feedback mechanisms of
processes and decisions can be included in thgsisaf community engagement as part of
the planning or disaster cycles. It is noted hdrat tmore often the processes are one
directional in terms of external facilitating agerdcquiring data and information from the
community and making a decision. The feedback mashe need to be built into the whole
planning process and allow regular updates ta fitteeommunities.

The final note as presented by CDS is to ensutetlieaparticipation serves the cause for the

general good, which is derived from wide consudtatio capture the varied views of different
interest groups (Tom, 2008).
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To summarise the foregoing analysis, the viewsabh bnstitutions are valid and relevant to
this study. Their points of differences as discdsaee only complementary to each other in
that the CDS emphasises the leadership developaspects in the promotion of public
participation (number four). The two views are vegmparable on numbers one to three
which in the analysis done, refer to the importamiceommunities making a meaningful input
into decision-making (1); having a deliberate arldberate and publicised process of
engaging the community members (2); and lastlynbed to explore available intervention

options which are sustainable and have a futuristentation.

The Co-Intelligence Institute carried out a criggof both the IAPP and CDS (Tom, 2008).
Whilst acknowledging that IAPP and CDS proposedcé&ient guidelines for public
participation” (Tom, 2008:56), both however, “faol deal with the collective intelligence (and
co-stupidity) dimensions of public participatioifom (2008) provides another set of seven
principles based on current understandings of tadligence and suggests that the three lists
together build very powerful criteria for evaluairor improving the status of public
participation in any community or project. The @tinciples as presented by Tom (2008) are:

* Include All Relevant Perspectives

* Empower The People's Engagement.

* Invoke Multiple Forms of Knowing.

* Ensure High Quality Dialogue.

« Establish Ongoing Participatory Processes.

e Use Positions and Proposals as Grist.

» Help People Feel Fully Heard.
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These are nothing more than qualitative statemtats fit well into the first two lines of

thinking as presented in Figures 4 and 5, andgaslyiput by Tom (2008), the seven items list
is best used for evaluating public participatiotermentions. The CII principles are hereby
taken as an additional checklist that one can migkesigning any programme for improving

public participation.

2.1.5 Summary of International Perspectives on Puld Participation

The overview pointed out to the public participatgplace in the public and political domain,
citing the challenges regarding the needs of eizerhich often present points of conflict
with state institutions. The review of the typolegjiof public participation provided the
different contextual political economical managetamvironments, which have a bearing on
the decision-making processes applicable alsosastér management. The last part discusses
contemporary public participation principles andgtice. By and large the above forms a
theoretical basis for the study.

2.2 PERSPECTIVES OF PUBLIC PARTICIPATION IN ZIMBABW E

A detailed historical perspective of public pag&iion and practice in Zimbabwe is provided
by Rambanapasi (1992), Mutizwa - Mangiza (1990) @odyers (2001).

2.2.1 Socialist Egalitarian Political Model

In theory Zimbabwe purports to follow the sociaksfalitarian political philosophy (Conyers,
2001; Mutizwa-Mangiza, 1990; Rambanapasi, 1992)s T rooted in the ideology which
guided the country’s processes of attaining natiomependence through the armed struggle.
In addition, Conyers (2001) states that even inpiteecolonial kingdoms and chieftainships
the features of autocratic rule existed. “In 198® Zimbabwean government emphatically
stated its Marxist-Leninist ideology in the runnionf government. Supposedly economic-
policy planning would be informed by socialist miples” (Mutenheri, 2009:471).
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Examples of the major post-independence refornssigport of the Marxist-Leninist ideology
include policies and legislation such as:

* The promotion of cooperatives through the Co-opera®ocieties Act, Chapter 24:05;
the 1980 District Councils Act which looked at jpiownership of projects such as

irrigations schemes, home industries, women'’s ireganerating clubs.

e The 1984-85 Prime Minister's Directive on Deceleedlon and the follow up 1985
Provincial Councils and Administration Act which rgedesigned to establish a

hierarchy of local government structures (Cony2e§1).

e The amalgamation of District Councils and Rural @ols through the 1988 Rural
District Councils Act (Roe, 1992) which was design® correct the resource
imbalances created through the segregated and lacé government structures of
the colonial era.

“Decentralization and community-based planning el@sely related” (Conyers, 2001:2).
Decentralization is the transfer of central goveenimfunctions to government (or in some
cases, non-government) institutions at ‘lower’ lsvélthough the types of functions which
are decentralized vary, they inevitably involve ii@nning and implementation of local
(community-based) development activitidsd).

However, although the level to which functions deeentralized also varies, more often than
not it is an ‘intermediate’ level, such as the tded’, rather than the community level itself.
This research puts forward the argument that thgestimatter for CSS then is ensuring that
the sub-district structures or the lowest leveregresentation are empowered to be able to
demand services and goods from the intermediatée®odlternatively such intermediate

bodies should facilitate the operation of sub-@isstructures for them to be self-sustainable.
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According to Conyers (2002) the institutions at theermediate levels face the challenging
question of whether to involve communities in thanping of local development activities
and, if so, how. This becomes more complex giveat th most cases the intermediate
institutions are in place as elected office beandrs should be accountable to their electorate
or constituency. In summary, therefore, communagddl planning is, or should be, an
integral part of the decentralization process andeasential component of any local
authority’s activities. Examples of the intermediabdies in Zimbabwe are the councillors at
ward level and who form the urban or rural locathauty at district or city level; the
Members of Parliament (MP) who represent biggeistturencies and form the lower house
of the country’s parliament; and the Senators meng several MP constituencies to form

the upper house of country’s parliament.

The Prime Minister's Directive on Decentralisati@®84) was further translated into the
Provincial Councils and Administration Act in 198jving rise to the appointment of
Provincial Governors setting up a hierarchy of dédised decision-making and planning
levels from the national, provincial, district, wagnd village levels. In each of the hierarchies
there was supposed to be a down-top form of deeisiaking. Provincial Governors were
supposed to mobilise resources and achieve a tap-dtocation of resource. It is noted that
recent changes of the development structures 4i884 with reference to ward and village
assemblies have not brought any real change exceptforce political domination of the

structures (Mutizwa- Mangiza, 1990; Rambanapa€219

Most of the problems faced in public participationZimbabwe are summarised by Conyers
(2001) as arising, directly or indirectly, from founain factors, namely the lack of a
democratic environment and participatory organiseti culture at national, district and
community levels; poor organisation and managemaithin both communities and

supporting organisations; lack of people with appiade leadership qualities at all levels and
financial constraints. To conclude the discussitimbabwe does not follow the Socialist

Egalitarian Political Model despite the efforts radd try and reflect otherwise.
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2.2.2 Liberal Incrementalism Model

The theoretical base of this model is that incraidestages are taken in the development
planning systems of an economy to allow for regtéairews before full scale implementation
of a programme, policy or project (Faludi, 1973) practice Zimbabwe is found to entertain
the political ideology characteristic of Liberalchementalism. Rambanapasi (1992:s.p.)
categorically states that:

The liberal democratic ideology has been entrenchetie institutional framework developed in the
colonial period, which post-independence Zimbabves mot been able to replace by any other
discernible alternative political model. The resoltthis failure to replace or adequately reforne th

colonial political model has been the continuatidrfunctional planning procedures, which inevitably
allow for representative, elitist and institutioqedrticipation opportunities rather than the hofmrdand

cherished mass participation.

The interpretation is that one can link this te ttokenism’ (Arnstein, 1696) rungs on the
ladder of public participation: the representattmictures of local government in the country
amount to elitist and institutionalized citizen fi@pation within the public service and not

within civil society domains.

The elitist model of public participation assumemblc interest to co-exist with the interest
and values of people at the top of the social hibrathat is the ruling class. Decisions made
by the ruling class are assumed to be reflectivh®heeds of the masses. Masses are viewed
as passive and not well informed. Decision-makisgcentralized and makes use of
comprehensive planning (ibid) from standards wtdod supposed to be based on the public
interest. Mutenheri (2009) refers to the same \ae uses the term, rationale comprehensive
planning. Applied to development planning and DR#s implies that the practitioner is out

to meet the set standards and thus he/she cantldowvany specific interactive references to

any particular group of people.
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In contrast the pluralist model assumes societihviled, hence divided group interests. The
role of the institutional representation in pubparticipation becomes one of setting the
overall guidelines rather than giving out comprednem solutions. People at grass roots level
are appreciated as having a say in the decisionAaggkocess whilst the ruling class are there
to moderate the processes to reach compromisebadances in resource allocation. This is

achieved through broad public policies which aémest groups are expected to abide to.

2.2.3 The Revolutionary Dialectical Model

This typically resembles Marxist critique by statithat society can change as a whole in itself
and that the elitist model is a product of thetrefes of production (Mutizwa-Mangiza, 1990).
If these relations of production are changed, naluas will emerge and bring in with them
new ways of public participation. Anderson (1984plains that the relationships which
people enter into for purposes of survival or feelihoods define the relations of production,
power, decision-making and the overall economigcstire. Thus revolutionary approaches to
public participation do not rely on history or tpast, but on what will come up with the
revolutionary change. Public participation would bened at modifying the existing

organisations and institutions.

This model is very distant in the experiences ahl@abwe. There are negative political
perceptions and fears about the promotion of tbethr and/or increased action of CSOs. The
political and economic environment of the countasthad a history of scepticism and non
tolerance of CSO activities especially NGOs/CBQssTs evidenced by, for example the ban
and/or stalling of NGO activities on 6 June 2008ntcols of the public gatherings regulated
through the promulgation of the Public Order andusiéy Amendment Act (Zimbabwe,
2007).

The overall weakness of the development plannirsesy in Zimbabwe is that there is no
localised mechanism for resource mobilisation. Hrevincial Governors do not have a

resource generating mechanism whilst their rolerbasained that of coordination. Planning
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and budgeting have remained sector based througlvahous government ministries and
departments. Mutizwa-Mangiza (1990) also noted thate was overall weakness in that
provincial and district level structures of locabvgrnment continued to rely on central
government for funding. The review of public pagation policy and practice in Zimbabwe
was done to set the pointers for the researchewtifg points of entry in studying areas that

need strengthening.

The presentation of the three models above doesrasty way attempt to find a neat fit for
each of the models into the public participatiopaipgies as expounded by Arnstein (1969).
This is because of the limitations noted in theotggies; the difficulty in drawing clear cut

lines of each typology and the absence of cleatntanks to denote attainment of a particular

typology.

It is also the position of the research that nemfit is made to match the capitalist and
socialist ideologies to the typologies of publietgapation as this is beyond the scope of the
study. The study is limited to the identificatiohpublic participation opportunities within any
political economical context. However, it is theirmpn of this study that contextual
observations and deductions can be done drawinghentypologies and the political

economical experiences of Zimbabwe.

In this regard broad statements of analysis caddme: Zimbabwe is overall in between the
Consultation (4) and Placation (5) rungs of thed&adf participation. Assuming the political
economy born of the Government of National UnityN(LRO09b) and its well intentioned
plans succeed, and is translated into action @sg@ots level then one can start to think of a
transition phase to the Partnership rung. “Thegyglianning process in Zimbabwe in the 21st
century has had a propensity to assume elitistsamdewhat non-participatory approaches,
which are based on populist and benign governafMatenheri, 2009:480).
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Additionally, key actors in policy-making in Zimbak have to a larger extent been the affluent,het t
intended beneficiaries are the poor. Scholars iid tlvorld development planning have also tended to
focus more on state theory in policy making at theense of others. Also, policy planning in
Zimbabwe has to a larger extent failed to transftmenpoor lives for the better, which ought to tse i
main objective. Based on the aforesaid, there mdn® focus on the policy planning-philosophy

environment for alternative approaches in Zimbaliivid: 480).

This is the background to the development of thissis as it searches the alternatives to

responding to cholera disaster situations in Kadatmah are rooted in CBP.

2.3 COMMUNITY SYSTEMS STRENGTHENING

This part of the literature review focuses on C&&fice drawn largely from the work of the
GFATM and the International Working Group on Capaduilding (IWGCB). This is

because the work of GFATM on CSS is both very aur(@008 to 2010) and is the only
literature available that directly refers to CS®eTwork of the IWGCB provides direct gap
analyses of capacity building issues and priorifi@s the CSOs in developing countries
(IWGCB, 1998). The choice to review CSS arises frthra fact that it offers a formal

structured basis of possible interventions thatlmmapplied to public participation.

An up-to-date understanding of CSS is provided agapted from the work of The GFATM
(2009) and key writers for the same organizationhsas Amuyunzu-Nyamongo (2008),
International HIV and AIDS Alliance and Internatadn Council for AIDS Service
Organizations (2010) and Green (2010. In the pE&BATM (2009) acknowledged that
there is no general understanding of what conest@SS. Because of this lack of general
understanding the GFATM carried out wide consudtai which included a civil society
online survey and several feedback consultativetingse to establish an understanding of
CSS and its draft framework for HIV and AIDS, TBdaWlalaria application. The results of
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these processes constitute the core basis foitéhatlire review on CSS. Additional reference
is made to Health Systems Strengthening givenithatthe nearest related body of practice
and thinking to CSS.

CSS is an approach that promotes the developmenfarmed, supportive and engaged communities
and community-based structures, enabling them mtriboite to longer-term sustainability of healtidan
other interventions at community level, and to ttevelopment of an enabling and responsive

environment in which these contributions can beatite (GFATM, 2008).

Criticism of this definition advocates for the revab of the phrase ‘longer-term’ as this is
inherent in the sustainability reference (Interoadl HIV and AIDS Alliance and

International Council for AIDS Service Organizatpi2010).

Community involvement in work related to improvihgalth is not a completely new concept
(WHO, 2008). Communities are known to have alwakem a direct interest in the welfare
family or household or community members. The laraik activities in the realization of the
important role of community input to health incluthe Alma Ata declaration of 1978 which
emphasized the role of primary health care (WHO8)9publication of the WHO social

determinants of health; and the re-launch of tlmany health care concept in 200Bid).

The primary health care approach has since them desepted by member countries of WHO.
These are landmarks which highlight the role of samities in increasing the reach and
impact of health systems, for example in TB, maland HIV care and prevention. IHAA and
ICASO (2010) have criticised the CSS bias which GMAhas towards HIV and AIDS, TB

and Malaria. This is despite the recognition tlnet tocus of their work was directed by the
core business of the GFATM that is HIV and AIDS, Téhd Malaria. There is

acknowledgement from both WHO and GFATM that CSBoisall about health, but includes

other issues such as livelihoods, resource mohdizaleadership and governance.

Work which is related to CSS is Health Systemsrgtiteening (HSS). WHO (2008), Green
(2010b) and Partners for Health Reformplus (200%a)e documented HSS showing the
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relationship of CSS and HSS wherein an overlap zanentersection of community and
health actors and systems (as shown in Figurei8@gigified denoting the scope for synergies,
cooperation and joint action between the commuaityl the health systems and actors
(GFATM, 2010). WHO (2008), Green (2010b) and Padrfer Health Reformplus (2005a)
concur that community systems complement healthtesys However, the striking
observation noted by the same authorities is thaineunity systems have unique advantages
in taking on advocacy work, leading in communitybiisation, demand creation and linkage
of communities to services. This unique aspect rsgps both CSS and HSS from the more
pronounced references to capacity building. Caypaugitilding is very broad in its target

groups and types of interventions.

social, cultural, economic, political and
legal system

community '\ health actors
actors and and system
system

Figure 5: Complementarities and connectedness of community and health actors
and systems (Source: GFATM, 2010)

From this understanding one can note that CSSris yf@ecific to the needs of community
structures whilst HSS is specific to the health@ed his distinction allows for the analysis of
the needs of communities in the thrust to imprdveirt capacity in disaster management
which necessarily calls for clear identificationabhazard in its context. In this study cholera
is identified within the health sector as requirthg support of health actors through increased

public participation.
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Community systems also have key roles in healtimptmn and delivery of community
health services, and in monitoring health systeonsefiuity and quality of services aspects
which are applicable to the cholera hazard in téearch. Community actors are also able to
play a systematic, organised role in advocacy,cpadind decision-making and in creating,
maintaining and enabling environment that suppoetgple’s health and reduces the effects on
vulnerable people of poverty, discrimination, magdisation, criminalisation or exploitation
and harmful socio-cultural practices. This throwght on the earlier review regarding the

overall political economy of a country.

Lack of clarity in the past has made it difficult discuss how community systems relate to
health outcomes and how they link with health syst¢GFATM, 2010). This may be because
community systems are often more fluid and hardefefine than the structured systems of a
health or social support service. This differencises from the fact that health systems
depend on the clearly structured nature of the cadfield as compared to the diversity of the

professions that are grouped within the communystesns sector. Another reason is the
difficulty in defining boundaries between healttdasommunity systems and identifying the

links between them, especially when community actre direct health care providers and
make major contributions to health services throbgme-based and facility-based services
(ibid).

Community actors are all those who act at commulatxel to provide community-based
services and activities. This includes many diffittgpes of community groups, organizations
and individuals, primarily those in the communitydacivil society, but also including public
or private sector actors who work in partnershighwie community and support community-
based service delivery. Thus the foregoing liteeteview on power structures and analysis
of the levels and typologies of public participatiass necessary in understanding the
community dynamics. Other related work definingiabhierarchy, power structure and their

implications for vulnerability in relation to acagwnership and control of resources is
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found within the DFID Sustainable Livelihoods Framoek (Department for International
Development, 2004). There is no intention in thigdg to dwell on the SLF as another body
of theory for the study.

The critical part of the SLF which has direct relaship to the CSS is the reference to
‘Transforming Structures and Processes’: applie@38 this part of the model summarises
the core focus of CSS in terms of identifying tleatcal issues that also inhibit CSO activities
and in a way may contribute to vulnerability. These the laws, policies and institutional
arrangements of communities on the side of thegases, whilst existence of government at
various levels and the functions of the corporaterldv or private sector represent the

structures of power and governance.

It is the opinion of this research that CSS isdhaup of activities and efforts which are the
real translation of the thinking expressed in thd-.SAdditionally, and from the Marxist
theories, reference to the relations of productasnnoted earlier in 2.3.3 is a political
economy view of the same issue of the communityctires and systems around resource
access, ownership and control as in the SLF. The iSLmportant in clarifying processes
within communities especially in the context of medabilities whilst CSS identifies the more

specific actions and interventions required to rege¢he vulnerabilities.

The point of emphasis is on the processes seetiestructures of change for the community.
Community systems themselves are the structuresnaachanisms led by communities
through which community members and community-basgdnizations (CBOs) interact and
coordinate their response (GFATM, 2010). CSOs wisatdevel they work at include
community-based organizations (CBOs); non-governatearganizations (NGOs); faith-
based organizations (FBOs); networks and/or assoasaof people affected by particular
challenges or focused on particular advocacy oicypassues. Civil society includes many
community actors along with other non-governmentaln-commercial organizations with
roles at relevant levels in society, such as theseking on public policies, processes and

resource mobilization at national, regional or gldevels.

39



In addition to gaining clarity about the relatioigsetween health systems and community
systems, it is also important to be clear about bommunity systems may have comparative
advantage with respect to certain health-relatéidites. These are specific to local contexts

but may include:

- Ensuring that services and support are availabksedo people’s homes.

- Using the experience and language skills of trystedlturally competent
community members, ensuring continuity of follow-tgr people with chronic
diseases.

- Community-level promotion of health literacy, sdpaychological support.

- Changing harmful socio-cultural practices.

- Providing respite for home-based care workers.

Support for research on the health consequenassnohunity-led interventions has also been
very limited, even when funders increasingly reguirat all programmes and interventions be

measurable and evidence-based.

2.3.1 Review of CSS Building Blocks

The GFATM (2008) suggests that there are threalimgjlblocks for CSS which are:

» Building capacity

* Building partnerships

* Sustainable financing
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There are two core areas where CSS and HSS agreement with the views of GFATM,
those are the need for sustainable partnershipsuantting. Funding in particular deserves
special mention: the example of the GFATM CSS fraor& has as one of its major
objectives to, “facilitate increased funding anchteical support for CSS, particularly (but not
only) for community-based organisations and net&brfGFATM, 2010:6). The lack of
clarity about community systems and their compeeagidvantages has resulted in limited and
inconsistent funding for community activities ongees and for organisational strengthening
of community actors.

Partners for Health Reformplus (2005a) approachstitgect matter, functions of a health
system, from a different perspective. The priodgnsideration in terms of institutions is to

have stewardship as a source of oversight for astiex problem or situation. Creation of

resources is separated from funding, and it ischdtem Partners for Health Reformplus

(2005a) that funding constitutes a major topicadfuls in CSS and capacity building debate.
Uganda is identified as a good example of strongeganent stewardship in health, where the
government’s proactive approach in preventing HiM AIDS is likely to have reduced the

incidence of the disease.

Input Output Impact

CC1: Enabling environments and
advocacy

CC2: Community networks,
linkages, parmerships and
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planning

Figure 6: An overview of a strengthened community (Source: GFATM, 2010:12)
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This was achieved through the creation of an engbéinvironment which promoted the
community-based initiatives and supporting massroamcation campaigns, which promoted
prevention and behaviour change. Stewardship is thise centred on community-based
systems and structures with the deliberate andopppte government support in terms of
building the capacity of the CBOs. On the subjdcbuwilding capacity (GFATM, 2008) a
more detailed review is provided below.

According to (GFATM, 2010) there are six core comgats (CC) of CSS. The CCs outline
the possible areas of CSS activities and intergasti(Figure 7), which can be applied to
achieve the impact as shown under the extremedéiimn of Figure 6 if health is improved
at community levelThe success of CSS for any community or countrisres the political

economy of the area in terms of its responsiveteess

Creating the enabling environment for participat{@tC 1).

* The creation and sustained existence of commueityaerks and organizations
(CC 2).

» Deliberate and conscious allocation of resource$ s1$ core funding CBOSs,

and enhancing their capacity to operate and dediearices and goods (CC 3).

* Planning and implementing community initiated pexgmes (CC 4).

* Leadership development alongside organizationaéldpment (CC 5).

¢ Monitoring and evaluation (CC 6).

Whilst there is no definite list of items that claa fixed to any one of the core components,

the CSS framework provides guidelines and refergraats for what to present to both
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communities, intermediate agencies and governitigoaities (local and state). The interest of

the CSS review was to find out as much as postil@evariety of interventions for CSS as

guidelines. This is particularly important in sitieas where there are fears about the growth
and activities of CSOs (Kettering Foundation in dfet al.,1998).

The IWGCB has done comparative work which is sethi& context of capacity building.
Some important lessons can be derived from theikwa the opinion of the IWGCB (1998)
five core areas of capacity building are relevamt@SOs in the developing countries. These

are summarized and discussed below:

» Individual capacities

The observation made was that there is need fatetship development
programmes that go beyond the founder members 6sC¥his would ensure
the passing on of leadership qualities and slallgiture generations to be able

to lead the organizations.

» Organizational Capacities

The areas of intervention and support relate tateggic planning and
programme designing that sustains organizatiomsrt@in relevant and deliver

services.

= Capacity for Resource Mobilization
The IWGCB'’s (1998) findings are very much the saaseGFATM (2010)
conclusions on resource mobilization. IWGCB emphéasion the capacity of

local CSOs to mobilize local resources as thera i®ndency to look for

resources at the international community level. &tgament in favour of local
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resource mobilization is that it, “will also incem the likelihood that
programmes will be locally sustainable,” (IWGCB 98910)

= External Relations Capacities

This is a recognition of the fact that as NGOsy@a increasingly important
role in development and relief work, it is ineviklhat the importance of their
relations with external constituencies, funding tpars, governments and

business will also increase.

From the review of international principles andqbi@e of public participation, the typologies
of public participation, down to the example of Habwe and the elaboration on HSS and
CSS it is evident that CSS is not confined to aastipular disease, hazard or sector. The six
core components of CSS presented in Figure 6 reprasconsolidation of the various aspects
of this review, principles and practice of publiarficipation and the typologies of public

participation.

2.4 PUBLIC PARTICIPATION EXPERIENCES OF THE PHILIPP INES IN CBDM

The case study below is presented to reflect Hdothnaitional and local sub-district (village)

levels CSS activities and policies resulting ireefive DRR in the Philippines.

The Philippines is one of the world’s most disagteme countries (Heijmans in Bank&ft

al., 2007; Victoria, s.a. b). This is the basis onalihthe country was selected as a case study
for this thesis. The Centre for Research and Epiolegy of Disasters in Belgium recorded a
total of seven hundred and one disaster incideata 1900 to 1991, which on average gives
eight disasters per year. The Philippines Nati@hsaster Coordinating Council recorded five
hundred and twenty three disasters for the perg@®? 1o 2000. These statistics do not include

the localised disasters which NGOs capture andorekpo, but never find a lot of media
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publicity and international community attention.ijfe@ns in Bankoffet al. (2007:8) points
out that local communities in the Philippines h&degome convinced that their vulnerability
status resulting in disasters is mainly from manendelvelopments such as the construction of

dams and clearing of forests through logging inRhéippines.

This has given the communities the impetus to gfamas being identified with and showing
signs commensurate with the Revolutionary DialettModel in which they advocate for and
embark on complete change processes to fight againditions that perpetrate vulnerability.
In the opinion of this research, there is somellef/extreme reaction in this, and to an extent
it confirms the fears around the activities of CS@®n they take on a more political oriented

posture.

2.4.1 An Overview of CBDM in Philippines

In 1984 NGOs and CBOs in the Philippines were cdiageo find alternative approaches to
disaster management in response to the governmeatiequacy and the limitations of the
prevailing view of the disaster management at tina. This work was spearheaded by and
through the Citizens’ Disaster Response Centre (CDRccording to Victoria (s.a. b) the

notable landmarks in the development and work ®GBDM in the Philippines are:

 The Philippine National Red Cross has implementisd Imtegrated Community

Disaster Planning Program since 1994.

* The Philippine Relief and Development Services hianegrated CBDM into their
existing emergency services. Other agencies sutYioalsl Vision, Caritas-Manila and
the Philippine Relief and Development Services hanegrated CBDM into their

existing emergency services.
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* In the government sector, the Department of SMialfare and Development through
its Bureau Emergency Assistance has promoted Faamty Community Disaster

Preparedness to local government units.

* The municipality of Guagua and the province of Alliathe environs of Mt Pinatubo
in Central Luzon and Mayon Volcano in Southern Lurespectively, are among local
government units which are recognized to excelh lbocal and community level
disaster management.

* In 2002 the Philippine Disaster Management ForuBIMF) emerged as a network of
key disaster management agencies and advocatd3DiNIC

* The First Philippine Conference on Community-baBeshster Management was held
in November, 2002 with community partners of theMF) national government
agencies and local government units interactindp wite another (South East Asia.
Partnerships for Disaster Reduction, 2003).

The greater part of the work of Victoria (s.a. byells on the principles and processes of
engaging the community in CBDM in the Philippinesiich were documented from the First
Philippine Conference on Community-based Disastandgement. These are not repeated
here because they have been adequately addressled main literature review on public
participation principles and practices; CSS buidiblocks and the review on capacity

building issues and priorities for Southern NGOs.

The CDRC is generally recognized among the orgéinizs in the Philippine Disaster
Management Forum as having initiated and takenad ia CBDM since 1984 (Morillo,
2001). The features of its citizenry-based develaproriented disaster response (CBDO-

DR) have found applications in many CBDM programm&ome of the notable aspects of
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their work which gives details of the possible atgs in promoting CSS for disaster

management are:

The goal is to reduce people’s vulnerability byreasing their capacities to prepare
for, to cope with and to mitigate the adverse éffef disasters. This is commensurate
with the research’s focus on the capacity and meatdaitity components of the risk

equation.

Aware and organized communities can pressure gmesrhto implement policies and
programs recognizing people's needs and interedtpramoting a safer environment.
People affected by disasters are active actorgbnilding their life and livelihood.

People's existing capacities are recognized artkelustrengthened.

It addresses roots of people's vulnerabilities a@odtributes to transforming or

removing structures generating inequity and undasid@ment.

People's participation is essential in all phapes-( during and post) and process (risk

assessment to counter disaster planning and cotasilbo building their capacities.

Premium on building organizational capacity of rmagiherable communities through

formation of grassroots disaster response orgaoizat

The less vulnerable sectors are mobilized intorenpeship with the vulnerable sectors

in disaster management and development work.

CDRC'’s mitigation measures are mostly non-strut¢turaature and directed to the building

of capability in disaster preparedness and mitgattovering such areas as community

organizing, food security, nutrition improvementisaster management training, public

awareness and advocacy. CDRC implemented a Foadrityeand Improvement Program

(FSNIP) which resulted in enhanced capacity of erdble communities to be resilient to
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against the effects of disasters through food amome sources diversification, increasing
access to food supply and improvement in nutrifiostatus of beneficiaries, especially
children (bid).

In 2.4.2, a more focused and localised examplehefwork done through the CDRC is
presented. The important observed points in the sagly are that the project addressed the
basic survival issues affecting the vulnerable camities: these included food production
with a special focus on the nutrition componenttfa children, diversification of livelihood
activities to ensure steady income throughout tifeerdnt seasons, training and skills
development which was supported by local commumiganisations that were developed in
light of the need to have local sustainable insths as ‘watchdogs’. Victoria (s.a. a) and
Victoria (s.a. b) presented other works of the CDRtich all contributed to the success and

lessons learnt in the Philippines.

2.4.2 Capacity Building Essential in VulnerabilityReduction

Ag-Agama Success Storiesin CBDM

The village of Ag-agama, an indigenous communityttie Cordillera, Northern Luzon regularly
experiences typhoons, drought, pest infestatiot eanthquakes. Disaster events have become windows
of opportunity for preparing and strengthening camity capacities for the next disaster that is most
likely to happen. After the Ag-Agama community pliofy workshop using Participatory Rapid
Appraisal tools, a community development plan Yoo yyears was formulated (Morillo, 2001 in Victoria
s.a.b:4).

Diversification of food and income sources was Hase a number of interventions which
included distribution of vegetable seeds, fruitdiiegs and farm implements; training in
sustainable agriculture practices; construction wafterworks and rehabilitation of the
community irrigation system; livestock and fish gwation and distribution of draft animals

and veterinary medicines.
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Other than the support towards improvement in fea@ply, health and nutrition-related
activities were also implemented and included deawog of children; sanitation campaigns;
construction of latrines; establishment of villggearmacy and herbal gardens; and medical
missions into the communities.

CBDM considered diversification of livelihood adties to widen and guarantee a steady
income base for the disaster-affected communities$ their local CBO (Morillo, 2001).
Training and education covered disaster managenfencttional literacy campaigns and
organizational development support. An evaluatiérthe effectiveness of CDRC CBDM

work by its funding partners in 1999 concluded:

The key (to effectiveness) is increased self-canfod (of vulnerable communities) through meaningful
participation, one of the central elements of tfBDO-DR approach. As a rule, not only the organized
members of the community benefit from counter dexaplanning, but also the unorganized (Morillo,

2001; MRRS, 2001 in Victoria, s.a. b:4).

The experiences of Buklod Tao, that is People Bdntbgether were documented as the only
shining example of a community-based organisatiat ts taking on the responsibility of
teaching other communities in various aspects ehsler management (Abinales, 2002:
Heijmans & Victoria, 2001 in Victoria, s.a. b). Bad Tao was formed following the
formation of the Philippine Disaster ManagementuiRor Other success stories in CBDM
have been documented by the Philippine National ®exs (PNRC). The PNRC started its
support for Barangay in the development of villdgesed Disaster Action Teams (BDAT) in
1994. The BDAT are led by elected persons who galértensive training for them to be
able to work with their communities. The key are&sraining cover risk assessment through
the use of participatory methods in, for exampouece and hazard mapping. The BDAT
also make use of drama, poem and comics to comatenidisaster management issues
through public awareness meetings.
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In summary the main points to take note of fromRhdippines case study are:

* Organisational development for the CBOs

* Leadership development at grass roots level

* Government support towards local initiatives

» Sustainable funding based on diversified livelihaativities

e Core funding in support of CBO development andvécts

» Creation of partnerships drawing on comparativeaathges and capabilities of

people and organisations.

2.5 SUMMARY OF CHAPTER ISSUES

Chapter Two has detailed the principles and praaifcpublic participation as the main body
of theory and practice which CBDM and CSS draw ©68S is a relatively contemporary
phrase. However, a closer analysis of CSS showsttdeaws on other related fields such as
capacity building and HSS. With the aid of exam@ed trends at international level, country
specific level and the case study the review pdimigt the challenges faced by both citizens
and public administrators charged with responsgybdif ensuring that communities could be
enabled to engage in authentic public participalib®RR and development planning work.
Community Systems Strengthening is only a vehi¢laahieving some of the principles of
public participation in CBDM through means that chfferentiate the core business of CSS

from the general political fears that are assodiatigh CSO.

The focal areas to address in increasing or impgoyublic participation in DRR through

CSS should be cognisant of the political economtheftarget community as this determines
the mode and extent to which the views of the comityuand the disaster affected groups
become part of the planning and decision-makinggsses. From the review it is observed

that there is need for deliberate initiatives affdrefrom governments (state and local level)
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and the various players within CSOs to provide uesgs. These go towards the strengthening
of community initiatives to improve their abilitggpacity and manageability) to prevent and
mitigate the impacts of disasters and be prepavefdde the menace of hazards or actual
disaster situations. Funding, skills training areve&lopment in leadership and in specialist
subject areas of disaster management and the rcéstd community-based institutions are

the critical aspects in promoting public participatfor CBDM.
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CHAPTER THREE

RESEARCH TOOLS AND DATA COLLECTION

3.1. FOCUS GROUP DISCUSSION (FGD) INTERVIEW FRAMEWORK

FGDs were used in this research to meet the dolgietctive of doing an assessment of the
community’s capacity to respond to cholera disastdihe focus is on the community
perspective. The FGDs were designed to capturessaround the community perceptive on
institutional support to community participation damnitiatives, existence of community
systems, policies/procedures, records, resourcealigagion (finances, human and material)

and evidence of the DRR agenda.

FGDs are applied largely in the social and urbaanmphg sciences for the purposes of
understanding communities as opposed to the ing@iduestionnaires (Henderson, 2009).
Within the marketing field FGDs are used for tegtirew products and product ideas. This is
the basis on which this research considered th@UuB&Ds. There are other advantages that
were considered and these include the fact thatvitie opinions of the community members
could be heard within very limited time and finaalciesources for carrying out the study.
More importantly the interaction that occurs witldrgroup brings out data and sheds some
light on or points to issues, which is not possilmiethe individual one-to-one interviews
(Lindlof & Taylor, 2002).

The FGDs were designed to target the ward leveishwhave been chosen deliberately as
administrative units, around which communities welefined for the purpose of data

collection. Kadoma municipal area is made up oes&en wards.

Pre-testing of the tool was done in ward two onA2gust 2010. This was followed up by a

review of the tool to check on any emerging issunehie design of the tool in relation to the
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study objective. The data from ward two was noeesd for statistical analysis: doing so
could distort the study given that ward 2 was usegre-test the tool for review before use in
the other wards. Only qualitative information fromard two was used without statistical
computations. Selection of the ward for pre-testag based on the information that the ward
was the hardest hit during the 2008 to 2009 chalesaster, and that the ward has the very
popular single room residential structures whicle accupied by at least five people
(interview with Aaron Masembura and Councillor Godaigust 2010). In 2002, the ward had
the second highest population of 6 595 in Kadontg Zimbabwe. Central Statistics Office,
2002)

One FGD session was planned for each of the sixteds. Participants were drawn from
community health workers and volunteers; opinidigi@us/church leaders and

representatives of CSOs both local and internatidrageting all wards ensured coverage of
the population (i.e. all wards) in terms of all adistrative areas under Kadoma Municipality.
However, only fifteen wards were covered and th&ults from these were used for the
analysis. A meeting with the community in ward nim@s not possible due to other

commitments and programmes taking place in the ward

The different levels of participation of individgawithin groups are acknowledged as a
limitation in the research. Within group dynamibgre are issues of fear of victimisation of
participating individuals; domination of the growpscussions by the powerful and more
eloquent individuals within the group; indecisiveseor ‘sitting on the fence’; and non
representation of some people within the commuesfyecially the most vulnerable members
of the community (Everlyet al, 1995; Figley, 1995; Jamest al 2001). The use of

experienced Environmental Health Technicians wayKor Kadoma City Council was a key

consideration to regulate some of the aforementi@hallenges.
Other limitations in the use of FGDs include thhe tparticipants are assumed to be

representative of the population. Where this idiegparefully selection of the participants is

important. In this study Councillors and churchr@igious leaders were deliberate targets as
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elected or confirmed leaders of communities. Vaderd were also a very critical group to
consider as they constituted front line operationbaison with local authority, government
and CBO or NGO personnel.

Individual or household-based interviews througlkgjionnaires were not used for this study
because no actions emanating from the individudlousehold are the direct subject of the
study. Individual knowledge, attitudes and riskgegtions of people about cholera (infection,
spread, diagnosis, treatment and management) usnadsto be of acceptable level for the
study community as stated in the research assungptio 1.2.4. Only the community

reflection on these aspects was considered fosthdy.

3.1.1 Institutional Questionnaire

The institutional questionnaire (Appendix 1) wassidaed and delivered for purposes of
establishing the formal institutional understandofgCSS at the following three levels that

have a bearing on CSS:

* Local Authority level (Kadoma City Council)
e CSO perspective at international NGO level

e CSO perspective at local CBO level

Three institutional questionnaires were delivered direct interviewing of key informants
from the institutions. Only the CSOs that operatethe area and responded to the 2008 to
2009 outbreaks were selected because that wasdiet disaster the area had experienced
(interview with Aaron Masembura, August 2010). Titientification of these CSOs was also
guided by the local authority as a key informanasdo identify institutional variations. Other
than serving the purpose of providing an overatitype of the CSS in Kadoma, the

institutional interview acted as a mirror exeradaevhat could be found at grassroots level.

At Kadoma City Council the Assistant Director, Heahnd Environmental Services, was

interviewed on 30 August 2010. The department adltheand Environmental Services was
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interviewed given that the study falls within iterffolio. Other agencies to consult in the
study were also identified with the support of tlepartment of Health and Environmental
Services (question 44a of the local authority qoasaire deliberately sought for the local
authority to identify two other organisations tdeirview. Practical Action was identified to
represent the INGOs because their work in Kadomangluhe 2008 to 2009 outbreaks
focused more on community-based approaches totelisamnagement. Celebration Health

(an arm of the Celebration International Church} veentified to represent the local CBOs.

The guiding factor to limiting the institutional gstionnaire for CSO to two organisations was
the reality of the huge differences that exist lestw the international NGOs and the local
CBOs. These differences are largely evident inititernational NGOs. They have more

resources and operate at larger scales throughepsinip and sub-granting arrangements than
their local counterparts. For the purposes of stigly there were no differences expected

within these two main camps.

The usefulness of the institutional questionnaivas in providing official records that could

substantiate or invalidate the issues from thedapoup discussion.

3.2 DATA CAPTURING AND PROCESSING

The data from FGDs was entered into a predesignddccaded template following the same
numbering used in the question guidelines. Epilmés used for capturing the data. The same
could have been done using Microsoft Excel, but lddwave the limitations of performing
many functions using spread sheets. The data veas @kported to Statistical Package for

Social Sciences (SPSS) for data processing angisisal
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3.3 ETHICAL CONSIDERATIONS

Permission to carry out the study was obtaineddasea formal application to carry out the
study and a decision made by the local authoritye @ssignment of the City's Director of
Health and Environmental Services to the reseama$ wvery welcome in defining the study
direction, and acquiring the support of communégders and the citizens they represent in
their constituencies. The scanned letter in Appehdias used by all field enumerators as the

approval basis for carrying out the research.

Enumerators were drawn from the local authorityslpf Environmental Health Technicians
(EHTs) because of their comparative advantage dérgtanding the communities, and past
experience of working in the area during the 20082009 cholera outbreaks. The EHTs
underwent training in the use of tools designedtierresearch, and participated in the pre-test
runs of the tools and their modification prior twiwal delivery.

Local leaders such as councillors, religious lea@ded key informants such as volunteers and
Environmental Health Technicians were used as guimts to the communities. The study
proceeded, conscious of the negative political gurons and fears about the promotion of
the growth and/or increased action of CSOs in tiigigal economy of the country.Zimbabwe
has had a history of scepticism and non tolerafidd@Os/CBOs and CSO activities as a
whole as evidenced by, for example the ban andatimg) of NGO activities on 6 June 2008
(Practical Action, 2008; Zimbabwe AIDS Network, 308; Zimbabwe Department of Social
Welfare, 2008). “The year was characterized by arfawourable macro-economic
environment, NGO ban, a critical drop in donor supgo Zimbabwe,” (Zimbabwe AIDS
Network, 2008:5).

In conclusion the study made use of FGDs for thmmanity input as the major source of
primary data. Three institutional-based interviemth key informants were done to support
the community input in addition to the use of setay information such as the local

authority bulletins and national census information
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CHAPTER FOUR

RESULTS OF FIELD SURVEY

4.1RESULTS OF INTERVIEWS: INSTITUTIONAL QUESTIONNAI RES

Three key informants were interviewed and the tesare presented in sections 4.1.1 to 4.1.3

for each interview.

4.1.1 Results from Interview with Local Authority Informant

» History of Cholerain Kadoma

The interview with the Assistant Director of Healimd Environmental Services for
Kadoma City Council (20 September 2010, Kadomaabdished an insight into the
cholera outbreak in the town. The cholera histdri{adoma indicates that over the period
2006-07 only one cholera case was reported andatleet This was an isolated case
believed to have originated from Mary Mount in M@taand was only detected during a
workshop at Kadoma Ranch Motel (interview with Aarblasembura, August 2010).
Over the 2008 to 2009 period five thousand two heddind seventy two (5 272) cases
and one hundred and eighteen (118) mortalities wesrerded. In 2010, one hundred and
twenty one (121) cases and four mortalities wemonded. However, that was verified
from the actual records to be one hundred and/tfi80) cases and three mortalities up to
the date of the interview 30 August 2010 (Kadomig Council, 2010)

» Disaster Planning and Management

Disaster Planning and Management function of Kadddig Council has not been

established as a standalone department and asssgeedic personnel. Instead it was
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clear from the interview that it was embedded nyawmithin the Engineering and Town
Planning departments of the local authority, thiving it a physical infrastructural bias
(interview with Aaron Masembura, August 2010). Toeal authority has been working
on a draft disaster management policy documenthipast three years. The progress has
been affected by high staff turnover during theiquerthat the country underwent
economic challenges. With the relative stabilityngeexperienced in almost all sectors of
the economy associated with the introduction of @ltircurrency system in foreign
currency, work on the policy had since resumed \&ad expected to be tabled to KCC
before end of September 2010.

» Public Participationsin Cholera Disaster Management

The patrticipation and/or input of either commursita their representatives through CSOs
were rated as non-existenifl). This is a pointer to a top-down approach thauases

the work done by the technocrats (local authorffice bearers) know the needs of the
communities. Notably the local authority had jusints all staff for training in

Humanitarian Charter and Minimum Standards in Desadanagement based on the
Sphere Project (2004), with special focus on entergereparedness earlier the week
before this interview was conducted. Ninety fivecgeat (95%) of personnel trained were
drawn from the Health and Environmental Servicepddgnent and the balance from the

Engineering Department of Kadoma City Council.

» Partnershipsin response to the 2008 to 2009 Cholera Disaster

The CSOs that operated in Kadoma during the 20080@P cholera outbreaks were
German Agro Action (GAA) and their local partner Mite Oxfam and their partner
Practical Action; Red Cross (Australia, France &mibabwe) and MSF Holland; and
Celebration Health. UNICEF and WHO were singled asitmajor funding partners who

worked through other agencies like Oxfam and MoH&WWmplementing partners. These
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CSOs were coordinated through the local authoutypsrted by the MoHCW and the
Civil Protection Unit (CPU).

However, the discussion revealed that the CPU veaisvisible as was expected of the
institution charged with the responsibility of disar coordination. Besides the enlisting
of institutions or organizations working in Kadontage support (goods and services)
provided was all based on the emergency resporse.pPractical Action, Merlin and
Celebration Health are the organizations that &leoperating in Kadoma beyond the
2008 to 2009 cholera outbreaks. Practical Actioeedees special mention in that the
organization has clear DRR programming in Kadonspile its limited coverage and bias
to rural Kadoma. On the whole, the respondent esgai the concern that the attention of
partners is more on the side of humanitarian redjgérations as opposed to long-term
DRR.

The protocol for operating in Kadoma is based omm@anization being registered at the
national level as a private voluntary organizafBNO) in terms of the Private Voluntary
Organizations Act (Zimbabwe, 2007). The act is adstered by the Ministry of Labour
and Social Welfare. Acceptance within any arearegoned by the respective Provincial
and District Administrators before a local authptike Kadoma City Council can work
with the prospective organization. At local authprlevel, organizations enter into

partnerships with the local authority through caeation meetings.

> Cholera Risk Assessment

The overall impression obtained from the interviesas that there had been very little
positive change to the key determinants of disastaations from a hazard perspective:
the provision of safe clean drinking water, sewed aolid waste disposal services have
not improved significantly. Kadoma is still atkief cholera. However, the analysis of the
risk assessment and the discussion noted thatsissweind household and individual

knowledge and attitude about cholera have greatfyroved. Negative responses (that is,
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‘non existence’ to ‘poor’ categories) were givenadhissues to do with public knowledge
on cholera diagnosis; procedures for the publiake on diagnosis; cholera treatment; the
public providing information (reporting cases andaths); availability of volunteers;
access to a health centre; access to oral re-lydrsdlution and acceptance of treatment

by all religious groups for the pre 2008 to 2008leha disaster.

In contrast the responses recorded for the sansigng and attributes in the post 2008 to
2009 ranged from ‘moderate’ to ‘good’ categorieghwexcellent’ recorded for the
improvement in the availability of volunteers, ass¢o ORS and access to a health centre.
The indicative interpretation of this is that theselefinite potential positive impact which
can be derived from interventions that supportdiganization of communities to take on
local initiatives to address disaster situationsisTis accepted, given the fact that there

was limited change in the infrastructural aspetisaier and sanitation services.

The informant was also guided through the procés®ing a risk assessment for Kadoma
using the risk assessment tools as in Part 7 ofeArh The respondent was asked to

provide ratings of their opinions of the cholerada in terms of:

~ Its intensity and likelihood of occurrence as a suea of the hazard.

~ The probable impact, as a measure, on human lives,livelihood resources and

environment which summarises the vulnerability pthe risk equation.
~ The respondents’ opinions of the capacity the comtyu

~ Their views on the manageability of institutiongéspond to cholera disaster.

The result is an average of the four parts of tipgaBon which is applied to the scale
range of any figure that is equal or less thanlawerisk; any figure between 1 and 3 =
moderate risk; and any figure above 3 = high riBRe risk assessment done by the

respondent placed Kadoma in the moderate (2.5)gaate The process of inputting
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variables to establish the risk assessment asieggdlabove was also applied to get the
opinion of the CBO and INGO on the cholera risiKadoma.

» Availability of Resources for Responding to Cholera Disaster

The interview also sought to establish the avditgaf funding and resources specific to
the various sub-components of the disaster cyclactwis relief, reconstruction, and
rehabilitation through the DRR (prevention, mitigatand early warning systems). The
results showed that Kadoma City Council only hdsudget line for disease control and
there was a proposal for a disaster fund for tHeLZ0adoma City Council Budget. There
iIs a tendency to respond to the problem situatioterfyiew with Aaron Masembura,

August 2010), and the response resources are madabde at the formalized structures

of government.

From the local authority’s perspective the top fivitical and locally available resources are:

* Human resources at the local authority and volustiewels
» Stocks of disinfectants

* Protective clothing and equipment for response seam

» Transport and logistics support services

e Medical supplies.

This was, however, qualified to mean that theseewesources that could only manage the
current situation of a small outbreak such as BE)2utbreak, which recorded one hundred
and thirty (130) cases and three mortalities upheodate of the interview 30 August 2010
(Kadoma City Council, 2010). The likelihood of anet cholera outbreak of high severity was
rated a certainty by the vulnerable community memsbbecause the water and sanitation

services had not improved.

61



The key constraints of the local authority centeefanding and cash flow. These are required
to support the provision of consumables, supporttifi® response teams operations and

transport and logistics support for a major chotartbreak.

4.1.2 Results from Interview Celebration Health ag.ocal CBO Informant

The Programmes Coordinator for Celebration Healdts imterviewed (11 September 2010,
Harare) to get insight into the local CBO perspagion CSS within the context of cholera in
Kadoma. Celebration Health was established as @la@went arm of the Celebration
International in Zimbabwe (Celebrate InternatiorZ010 and personal communication with
Dr Kuda Katurura, August 2010).

Celebration Health has a clear relief and developnmeandate to work with communities

through existing structures such as, directly with church, Ministry of Health and Child

Welfare, corporate bodies and various CSOs incudiGOs. The key informant emphasized
the community driven nature of the partnershipragesnents which Celebration Health.

Entry and operations of Celebration Health in Kadomere based on direct invitation by the
Ministry of Health during the cholera crisis of B0rhere is no documented working basis
such as memorandum of agreement for their opesationKadoma. Instead the work is
formalized through the existence of the church iadé&ma and the participation in

coordination meetings for the cholera response.

Celebration Health has been mobilizing resourcesnfiocal and international partners
identified as ‘Friends for Zimbabwe’. On the avhilay of funding, the informant
categorically stated that funding partners werepamed to fund distressed situations like
emergencies or crisis situations. It was clear dldabcacy work needed to be done in the area
of resource mobilization so that more resourceddcga towards the long-term development
of disaster prevention and mitigation.
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Celebration Health's response to the 2008 to 2@08lera outbreaks had a diverse package
which covered most critical areas including progmraeror project funding; medical personnel,
medical supplies to the local authority; trainiffgvolunteers and provision of incentives for
the volunteers; cholera awareness campaigns cechbwith the distribution of IEC
(Information Education Communication) material; tdimution of non-food items (bucket,
soap, aqua tabs, ORS); sanitation services (ddiofg and food distributions to needy and
affected households. It is only in the area of wasnagement and direct water supply that
Celebration Health did not have any interventidhsvas noted that the response was two-
pronged: medical operations at the cholera tredtrnentres and the community outreach

activities covering the distribution of various cmodities and the awareness campaigns.

The CBO is still operational in Kadoma and is fongon a livelihoods programme which is
supporting 3 000 households with NFIs and medioabkes to Kadoma General Hospital.
Simultaneously, a cholera awareness and educatmgrgmme is being run. This is being
done in view of the need to strengthen the vulrlerabuseholds to be able to withstand the
effects of another cholera outbreak. It is the mpirof the key informant that the conditions
resulting in the 2008 to 2009 outbreaks have ng@raved much on the part of provision of
clean and safe drinking water and the sewer andewaanagement services. This position
was reached from the inquiry done on the key attegtsneed resourcing or stand as resource
constraints. and from the detailed review of thanges that have taken place in key aspects
and attributes of the hazard cholera i.e. safengbeatable water supply; public knowledge on
cholera diagnosis; procedures for the public te tak diagnosis; cholera treatment; the public
providing information (reporting cases and deatlasjilability of volunteers; access to a
health centre; access to oral re-hydration solutemteptance of treatment by all religious
groups; existence of an early warning system; comoations and media relations

management plan and funding for responding to caaatbreak.
The overall picture is that all aspects relatingeovices provision of water have not changed

significantly since the 2008 to 2009 outbreaks. Tahnical knowledge of managing cholera

disasters is available at both community and |l@#hority, but the challenge is lack of
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funding at the local authority level. The risk assaent done placed Kadoma in the moderate
(2.5) category.

4.1.3 Results from Interview with Practical Actionas INGO Informant

The Health and Hygiene Officer for Practical Actidrendai Tendere was interviewed on 20
September 2010 in Harare. Practical Action hagardbng-term development approach to its
work in Kadoma with a clear DRR framework in parsiep with Oxfam Great Britain. It was
established by Practical Action whose operationKkadoma were based on a Memorandum
of Understanding with Kadoma City Council. Regutaordination meetings are conducted
with the local authority’s meetings.

The package of goods and services offered by Rehchiction comprised of training of
volunteers and provision for volunteer incentivesyareness campaigns; NFIs; waste
management; distribution of IEC materials and wagepplies (infrastructure and actual

commodity).

In the opinion of the respondent the major charigashave taken place in aspects that have
a bearing on cholera risk, are mainly in the knalgk of cholera treatment; providing
information to any suspected or actual choleras;amad access to health centres which were
rated excellent as of August 2010. These aspects veted ‘non-existent’ to ‘moderate’
during the 2008 to 2009 crisis. Cholera diagngwsiscedures for the public to take when they
diagnose cholera; the availability of volunteersl #me existence of an early warning system
have improved from poor rating to a good ratinge Tverall rating for all aspects shows a

shift from a non-existent rating to a moderatengti

The CBO does not have funding specific to any ef skages of the disaster cycle: instead
Practical Action’s approach is that of mainstreal®RDwith more focus on the disaster
preparedness aspects than the actual responserigisa Water supply, sanitation resources
and waste management were noted as the top thtiealaesources needed for management

of cholera in Kadoma. The need for improvementtakeholder coordination and support to
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volunteers (incentives) were also mentioned. Tk assessment done by the respondent
placed Kadoma in the moderate (2.3) category.

4.2. RESULTS FROM FOCUS GROUP DISCUSSIONS

The results from the FGDs are presented in liné #ie four parts in the design of the FGD
guidelines used, namely cholera risk assessmeritigoghips; public participation in cholera
disaster management; and resources available folereh disaster planning . The FGD

guidelines are provided in Appendix Ill.

4.2.1 The Cholera Situation in Kadoma

The results are presented on a comparative sihat@nalysis between the 2008 to 2009
outbreaks and the situation in August 2010 whensdtively was conducted. As shown in
Figure 7, representing the average opinion of traraunities who patrticipated in the FGDs,
there is a marked improvement in the town’s chotBsaster status between the 2008 to 2009
cholera outbreaks and the situation in August 20h@ reference to ‘Before’ and ‘After’ in
Figure 7 denotes the comparative analysis of tleegod during 2008 to 2009 disaster as
compared to the post 2008 to 2009 disaster ragphct
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Figure 7: Views on situational analysis of cholera (2008 to 2009 and 2010)

In the opinion of the communities and the localhauty informant interviewed, the
improvements are not attributed largely to watedl gaanitation infrastructure and services
provision, though the results for the water supgiypw a positive improvement. Instead,
attribution is to the knowledge and attitudes atpealating to cholera.

In Figure 7 the colour coding represents the ratistgrting from non-existent up to excellent
representing the situational changes per giveibaté or criteria of measurement as shown in
numbers 1 to 13 at the bottom of Figure 7. Crobsitdions of cholera situation before and
after for each attribute were performed (see Appemd) and Chi-square tests (Table 1

below) were performed to test if the transitiomfrthe before situation to the current situation

was statistically significant.
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TABLE 1: CHI-SQUARE TEST FOR WATER SUPPLY: PRE VS. POST 2008 TO 2009 DISASTER SITUATIONS

Value df Asymp. Sig. (2-sided)
Pearson Chi-Square 20.167(a) 9 0.017
Likelihood Ratio 12.414 9 0.191
Linear-by-Linear Association 0.023 1 0.878
N of Valid Cases 15

For example the light blue bar for safe clean fxetavater supply was rated nine indicating
that nine wards stated that safe clean portablerweds non-existent prior or during the 2008
to 2009 cholera disaster. In contrast only threedwaated the same aspect as non-existent as
of August 2010. The Chi-square test’s p-value sstgthat there is a significant association
between the before and the after situation, ascated by the cross tabulations. The

interpretation is that there has been some impremeim the supply of water in the city.

The majority 73% of the ward responses (n=11) ndked public knowledge on cholera
diagnosis was largely non-existent prior to the@@® 2009 disaster. The responses for the
post 2009 disaster show a response of 66% ratiag ghblic knowledge of cholera is
excellent. None of the responses rated this aggecbn-existent in the post disaster situation.
The research did not go into the individual beharabchanges related to water and sanitation
in the context of cholera. Instead, the researcigtsiofor the opinion of the public in terms of
the stage the communities had reached in their ladgye of cholera diagnosis. The results
imply that this aspect has greatly improved dueh® exposure during the 2008 to 2009
cholera outbreaks.

There was a 100% confirmation that the knowledgemtedures for the public to make a
diagnosis was non-existent (Figure 7). Seventyetiofethe ward responses (n=11) noted that

the situation had changed, and was rated excellent.

Positive trends similar to the analysis above rmigarthe knowledge about procedures to
make a diagnosis were recorded for cholera tredtnika public providing information;
reporting cases and deaths; availability of volarge However, there were variations in the

ratings.
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The foregoing analysis of the cholera situatiotrKadoma allows one to isolate the problem

areas or aspects in the management of cholerabdsie understanding of the hazard is at a
satisfactory level given the responses of the conities’ ability to understand the basics of

the disease. Figure 7 on the other hand also stimwsritical areas where the capacity of the
communities is still limited to effectively respoma cholera. There is reflection of the non-

existence rating for access to a health centréodtin the before and after disaster situation.
Probing into this aspect confirmed that wards ¥aad 17 did not have a cholera treatment
centre during the 2008 to 2009 disaster. These conitids had to seek treatment in Rimuka
some 12-15km away. Overall only two cholera treameentres were established and

operated during the 2008 to 2009 cholera outbreaks.

Access to oral re-hydration solution was rated kewce(60% of the responses where n=9) and
the balance, 40%, rated this moderate to good guin@ 2008 to 2009 disaster. The access to
ORS has remained largely the same as August 20\@ritheless 13% (n=2) of the responses
noted that ORS was no longer found within the comitgun the post 2008 to 2009 disaster
period. The investigation into the availability @RS was for checking the level of
preparedness of the communities to be able to geowistant remedy to ill members of the

community whilst seeking medical attention.

Some of the apostolic sect groups were noted tistresedical treatment of cholera on

religious grounds. This position was confirmed ®¢®@of the responses (n=4) regarding the
prior disaster situation. A positive change wasiceat by the smaller response of 13%
indicating that there was improvement in that tlom acceptance of medical treatment for
cholera has gone down by about half.

Sixty percent (n=9) of the responses are of thes theat the early warning system was non-
existent before the 2008 to 2009 disaster. The pastster responses are all within the
moderate to good range. Communication and a medreagement plan was established to be
largely non-existent (73% of responses where n4Efpre and during the 2008 to 2009

disaster. The post disaster situation shows somedmnd equal responses rating excellent
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and poor communication and media management. Egiktgercent (n=13) of the responses
rated funding for cholera disaster as non-exigpeiot to the 2008 to 2009 disaster. Sixty six
percent (n=10) rated the same aspect as non-existire period post 2008 to 2009 disaster.

The overall picture of the results of the key daii@ants of the cholera situation in Kadoma is

presented under coding 13 of Figure 7. In the paiod during the 2008 to 2009 disaster
period the overall rating (66% where n=10) is thaist aspects were in the non-existent
category. In the post 2009 disaster phase 75% (rafliBe responses rated the overall change
from non-existent to moderate and good. Therefaa@yrof the positive changes that have
taken place are not the results of planned inteéimes through DRR. Instead they are a result
of the immediate reactions to the crisis that ard$es still leaves room for improvement in

disaster management planning.

The results of the individual ward risk assessmédotsthirteen communities (wards) are
presented in Figure 8. The analysis was not done/éod two because the ward was used for
pre-testing the tool; no meeting was conductedward nine due to communities being
occupied elsewhere; and whilst the risk assessmwvast done in ward 17, there were no
comparative population details because the wasloméy constituted in 2008. This accounts

for the computations done for thirteen wards inuFég8 and carried forward to Table 2.
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Figure 8: Cholera risk assessment by ward
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All wards studied and with valid entries fall withihe moderate risk category b& score< 3
(yellow) range. None of the wards falls within thigh risk, that is,score< 3(red) range and
score<1 low risk (green) range. Sixty nine percent (n=&B}he wards were assessed to be
above the 2.5 mark. The implications of the riskegsment findings are that the city is still in
the potential disaster state which requires prevenntervention. The estimated population
figures presented in Table 2 (CSO, 20020) were meatevith the respective ward risk scores

presented earlier in Figure 8 above.

TABLE 2: WARD DEMOGRAPHICS AND DENSITY ZONING FOR KADOMA

Population Projection
Annual net .
. Zoning
increase of b
Total 3% 10 yr Estimated y.
. R density
increase population
1 3791 4156 7947 238.41 2384.1 10331.1 1.90 high
3 2326 2447 4773 143.19 1431.9 6204.9 2.50 low
4 2137 2444 4581 137.43 1374.3 5955.3 2.70 high
5 2783 2736 5519 165.57 1655.7 7174.7 2.10 high
6 3324 3450 6774 203.22 2032.2 8806.2 2.20 high
7 1877 2075 3952 118.56 1185.6 5137.6 2.50 high
8 3606 4030 7636 229.08 2290.8 9926.8 2.40 high
10 2014 2281 4295 128.85 1288.5 5583.5 1.90 medium
11 2501 2598 5099 152.97 1529.7 6628.7 2.70 high
12 1081 1144 2225 66.75 667.5 2892.5 2.80 medium
15 2621 2548 5169 155.07 1550.7 6719.7 2.50 high
16 1174 1159 2333 69.99 699.9 3032.9 2.80 high
Total 29235 31068 60303 1809.09 18090.9 78393.9

(Source: adopted and developed from CSO, 2002)
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It can be seen that the lowest risk score is fanrimbth the medium and high density suburbs,
that is wards 1 and 10 respectively. The highe&tscore of 2.8 is also found in both the high
density areas such as ward 12 and medium densiagg @uch as ward 16. Assessing if there
is association between risk score and zone in wthehwards lie, a Chi-square test was

performed and the results are shown in Table 3.

The p-value of 0.802 which is greater than 0.05caugs that there is no evidence of
significant association between the zone type @&tdscore of a ward/community, implying

that the risk score is independent of a low dermitynedium density. This can be explained
by the fact that occurrence of cholera is moreteeldo the level and type of water and

sanitation services provision, which does not nemely translate to the density zones.

TABLE 3: CHI-SQUARE TESTS FOR ZONING AND RISK SCORE

Value df Asymp. Sig.

(2-sided)

Pearson Chi-Square 7.778 12 0.802

Likelihood ratio 7.951 12 0.789

Linear-by-Linear Association 0.002 1 0.962
Number of valid cases 12

Given that the sample used has only one low dessityirb, and absence of a clear pattern
from the above discussion, comparative analysihefprevalence of cholera against zoning

by density, is limited.

4.2.2 Attendance at the FGDs meetings

A total of fifteen FGD sessions were conducted. bBhasic statistics for the attendance is
shown in Table 4. The overall attendance at the F@&®@tings was positive and good based
on the expectation that a minimum number of 20 magimum of 30 people were set as the
expectation. This expectation was based on detatmomof a manageable group size that a
facilitator or enumerator could handle to estabglod communication between the group
and the facilitator whilst at the same time allogvienough numbers for meaningful

discussion. In eight of the wards being 53.3% theimum number of participants was 20
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individuals. The attendance at the remainder ofd&/gd6.7%, that is n=7) was below 20

participants. The average attendance was 23 people

TABLE 4: ATTENDANCE DETAILS OF FGD MEETINGS

Mean 23.4

5% Trimmed Mean 21.17
Median 20
Minimum 8
Maximum 79
Range 71

The presence and participation of volunteers, sutsachers and church leaders (as detailed
in Table 5 below) was considered critical to thedings in the study. The mobilisation for
conducting the FGDs was deliberately targeted aodedthrough these key community
members since they were role players or major bt@lders in community driven

interventions.

TABLE 5: FGD ATTENDANCE ANALYSIS BY ROLE PLAYER

Specialty Number of wards with at least 1 present

Councillor 6

Local CBO volunteer 5
International volunteer 10
Volunteers 6

Teacher 7

Nurse/health worker 4

These were the predetermined groups of peopleinfitrence to lead in public participation.
Table 5 shows the attendance by each of the kaypgrof participants. The fifteen meetings
were all coordinated through the respective warchcdlors despite the fact that in 60% (n=9)
of the wards, councillors could not attend the mngst due to other work and personal
commitments. A councillor from a neighbouring wanad the councillor responsible for the

Health and Social Services Committee of Kadoma Cityncil were present at all meetings
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where the respective ward councillor could notrattélhese results are useful in as far as they
identify the key players in communities.

A decision to ignore the collection of informatian ward population and number of
households was made during the field study givantthe official details were obtained from
secondary sources as detailed in Table 2.

4.2.3 Public Participation in Disaster Planning andManagement

The study sought to establish the existence offamy of community-based disaster planning
and management of cholera through a set of sevestiqus. The results are summarised in
Figure 9.

participated didnot participate

Figure 9: Development of ward/community plans for cholera disaster management

The results show a majority of 73.3% (n=11) negatiesponse of communities stating that
they had not engaged to participate in the devedmprof any plan to combat cholera. The
balance of 26.3% positive ward response (n=4) ey had participated in the development
of their respective ward/community cholera disaptans. This was cross checked against the
inquiry on whether the plans were documented andfoleast shared widely within the
community.

The results in Figure 9 above indicate the existingted participation that the public in
Kadoma has in the management of cholera. Thispgirer to the lack of understanding of

cholera by disaster management in the public dom@inis has negative implications
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regarding the community’s risk with a strong posgybof downplaying its threats. Of the
valid entries made (Table 6) the results show nesg® of 27.3% (n=20) ‘not sure’ and 54.5%

(n=40) unaware (none) of the plans for the manageéwofecholera in their ward/communities.

TABLE 6: AWARENESS OF ANY CHOLERA MANAGEMENT PLANS FOR THE WARD/COMMUNITY

Yes 2 13.3 18.2
Not sure 3 20 27.3
None 6 40 54.5
Total 11 73.3 100
Missing 4 26.7
Total 15 100

The study sought to find out of the existence @pl either in the form of shared common
expectations of the communities or a more advaptaa that is documented as a reference
for the community members. This is consistent whth results shown in Figure 9, that is, the
majority is not aware of the cholera disaster managnt plans having not participated in the
development of the plans. The 18.2% (n=13.3) respoof community members who
confirmed that they knew of the existence of clolenanagement plans within their
communities, was cross checked and observed to domme volunteers. This is because
volunteers are directly involved in the work and magular exposure to what was happening
within their communities. This checking was done fpbing to establish the correct

understanding to avoid bias.

The more direct question on the rating of the comityis participation in the development of
cholera management plans in Figure 9 above, cosfihe same result that there was limited
participation.

Figure 10 below shows that the majority, being 93.8f the respondents stated minimum
participation; 20% cited average rating of parttipn; and 6.7% indicated a satisfactory

rating in participation in the development of clralenanagement plans. The 20% that did not
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respond as shown in Figure 10 is very significanthat it can be considered to represent
communities who are not sure or completely ignomintheir role in the management of
cholera. This constitutes a community or sectiohsoconmunities that could unwittingly or

otherwise work against the efforts to control thelera hazard and its threats.

B Minimum
[ Average
[ Satisfactory
B Noresponse

Figure 10: Extent of community participation cholera disaster management

The results of the ownership of the cholera managermlans are not divergent from the
earlier results on the awareness of the existeficgaod/community disaster management
plans for cholera: the dominant response of 40%dtawnership by the ward councillors.
Responses indicating ownership by the communitystitorbed only 7%, which was the same
for ownership by volunteers and Environmental Hedlechnicians (EHTS); 13% of the
wards had no responses to this question becausasitregarded to be very politically
sensitive. This was positive for the purposes & tesearch in that the discussion revealed
that one of the core areas of challenges facedramgting public participation was the
influence of administrative and political office dvers within government (central and local
levels). The Kettering Foundation study in Kiagal. (1998) referred to in Chapter 2, made
the same observation that there existed tensioweleet the public's right to greater

involvement, and the prerogative of public offisia act as administrative decision-makers.
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The combined response for ownership by the counmsil{40%) and the municipality (27%)
that is 67%, suggests that the communities arengatito believe that ownership of the plans
is in local authority structures whilst on their mwcommunities have limited participation in
the development of cholera management plans at/@argnunity level. The main issues of
emphasis from the results in Figure 11 are thatncilors play a central role in the
ward/community disaster management structures esetid persons in decision-making on
behalf of the local authority. However, in as machthe literature revealed, such institutional
or organisational representation faces the chadieid political clout with the assumption that
it represents the wider community, and allows foeamngful participation in disaster
planning and management. Councillors are electeg@aditical party lines, and there is the

potential of biased representation of communityetigyment issues.

E Councilor
B Municipalily
M Vvolunteers
H EHT

B Community
Bl No response

Figure 11: Ownership of ward/community cholera management plans

The majority of communities (80%) felt that the peessibility of convening coordination
meetings for cholera related activities was expgede the councillors, although 13% and
seven percent felt it was the responsibility of D&and EHTs respectively.

In the study there is an evident sense of exclusifothe public in the decisions around the

responses to cholera disaster as shown in the ntatiems on knowledge, ability of the
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planning processes, perceptions on who has thes glad the measurement of the level to
which the communities or wards can be said to hawaributed and participated in the

cholera management plans.

4.2.4 Partnerships in Kadoma

Figure 12 shows the variety of goods and servickglwrole players provided during the
2008 to 2009 cholera disaster in Kadoma based diipteuresponses. It was also noted that
there seemed to be duplication of activities artdruentions in the same area of operation

(interview with Aaron Masembura, August 2010)

Goods/Services offered by organisations during the
2008/9 outbreak

8%
15%

= Medical personnel

@ Medical supplies

O Training of volunteers

O Incentives for volunteers

W Awareness campaigns

@ Non food items

M\ Fooditems

O Sanitation services

W Programme or project funding
m Waste management

O Water supply

@ Other

Figure 12: Distribution of goods and services provided during 2008 to 2009 cholera outbreak in Kadoma

The findings suggest that none of the organisatansstitutions had any specific means of
support. Instead, packages of at least two formsupport were provided. Figure 12 shows
the percentages of all responses that a partiaybaxd/service was mentioned for any
particular organisation. From this single sourceswgbport was the provision and distribution

of non food items (NFIs).
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The standard composition of NFIs was found to lveater bucket, soap, water purification

tablets and ORS sachets. Water supplies and tgagfimolunteers were rated second at 12%.
Support as regards the provision of medical persionas rated third at 11%.

The combination of NFIs, medical supplies, medigaisonnel, training of volunteers and

water supply were immediate responses to the cii$is interventions for which low scores

were recorded were project or programme funding)(3#aste management (4%) and

incentives for volunteers. In particular, projeat mrogramme funding was verified and

understood to be an invalid inclusion since it wesss cutting. The point of caution in the

interpretation of this is that the goods and sewiare specialised, for example medical
personnel. A low score does not necessarily implyais not a critical service. However, the

inquiry is useful in determining the interventioaps and areas of existing strength.

The question on the steps and entry protocol tiolt@ved by organizations to operate in and
work with communities in Kadoma, was deliberatelyen ended to capture all possible
responses. Whilst this was the intension, very fesponses were obtained. All responses
confirmed the central role of the councillor at dalevel. None of the interviewed
communities was clear of the processes beyoncetret bf the councillor. However, mention
was made of the involvement of the District Admiragor and the local authority. The
majority of the responses of 69.2% indicated thag the knowledge that the process was
based on the local authority practice, whilst 15.dfthe responses indicated that the entry

protocol was based on local ward practice, anoibe4% said it was based on local ward
policy.

4.2.5 Availability of Resources for Disaster Manageent
The study made separate inquiries regarding resoavailability and if funding would be
given special attention in addition to the groupegources that were classified under locally

available resources. The study, however, consifigrding as a cross cutting resource that

deserves detailed analysis on its own.
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Funding for cholera disasters

The questions set on specific funding for the wsmiphases of the disaster continuum all
produced exactly the same results as shown in Talaled Table 8. The research sought to
establish if communities were knowledgeable abbat d@vailability of funding for disaster

management and at what levels such funding wasaélai The options given were at ward,

municipal, provincial, INGO or any other level.

The results in Table 7 show that 13.3% of the resps confirmed their knowledge of the
existence of funding, and these responses were @liomst programme participant,s mainly

volunteers, as compared to 86.7% who said they maraware of any funding.

TABLE 7: AWARENESS OF FUNDING FOR CHOLERA DISASTER RISK REDUCTION

Response Frequency Valid Percent
Yes 2.00 13.30
No 13.00 86.70
Total 15.00 100.00

In Table 8, the communities identified availabiliy funding at ward and municipal levels
only. Only 6.7% of the wards stated that they waeware of the existence of funding at either
ward whilst another 6.7% stated their knowledgefusfding at municipal level. In sharp
contrast the majority of 86.7% respondents statatithey had no knowledge of the existence
of any funding for disaster management. It was atged that issues relating to funding were

a very distant aspect or a preserve of a few pget! members of the community.

The overall result is that issues of funding do gett a lot of publicity. There were clear open
statements to say funding issues were never slaaregmmunity level. The results in Tables
7 and 8 provide insight to avenues for resourceilisabon in that the very low levels of

knowledge about funding for disaster managemenwshoffer the opportunity to create

awareness for use of locally available resourcegmgged outside the communities

TABLE 8: AVAILABILITY OF FUNDING FOR CHOLERA DISASTERS
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Availability of funding and level Frequency Percent
at which funds are available

Ward Level 1 6.70
Municipality Level 1 6.70
Not aware of funding 13 86.70
Total 15 100.00

Such awareness can create the much needed interestnmunities to be able to sustain
themselves through disaster situations. In the chisdy of the Philippines and the CSS
building blocks, it was noted that success of DREerventions rested on the sustainable

resource mobilisation which drew on the capacittheflocal community to diversify.

4.2.6 Resources Locally Available for Cholera Diséer Management

Communities interviewed stated that the most @itiesource available at community level is
water supplies, mainly in the form of boreholesisTis represented by the 31% response as
shown in Figure 13. The second major resource iiteghivas human resources in the form of
volunteers. The communities gave human resourcatirg of 17% in terms of importance,
and noted that volunteers were the focal pointdigving programmes at local community
level

®\Watertank/borehole ® Clinic/medical supplies

Vehicles/ambulance/tractor  ®Tents

¥ Human rezource/volunteers ™ Chemicals

Money Waste bins/waste management

Wheelbarrow Other

Figure 13: Community perspective of locally available resources for cholera disasters
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The category of issues placed under waste bingwasinagement includes all waste
management resources such as carrier bicyclesfoisedrrying waste from homes to central

intermediate handling sites, sweeping equipmentpaotkctive clothing for the volunteers.

The following coding applies to Figure 14: a-borelsdwvater supply; b-sewer system repairs;
c-clinic/ambulances; d-funding; e-protective clatpi f-waste management; g-

disinfectants/chemicals; h-tractors/vehicles; i-lanmesources/volunteers; j-other.

Boreholes and water supplies were identified astite most critical resource constraints
facing the communities at risk of cholera disastsrshown in Figure 14. The availability of
ambulances in the face of an emergency and wastagaeaent services were rated third and
forth respectively. The overall picture therefose that key resources needed are water,

sanitation and emergency services.

In Figure 14 it was established that the areasredtgst need were borehole water supplies
and improvement in the sewer system. Access t@alihhkacility or clinic and to ambulance

service was rated priority three, followed by imgEment in the waste management services.
These results are commensurate with the resufggiure 13 in that the priority areas are the

same.
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Resource

Figure 14: Community perspective on resource constraints for cholera disaster management

4.3 CONCLUSION OF RESULTS

The results of the risk assessment confirm thetende of a potential disaster situation in
Kadoma. The poor water and sanitation service proniremains the source of the problem.
However, no clear relationship was established éetwhe zoning and the risk assessments
done per ward.

The overall picture shown from the results on tebdvioural aspects of the risk is that the
disaster experiences of communities in Kadoma sseaated with lessons learnt, bringing
about positive changes in the communities’ peroaptf cholera risk that exists. In the
outline of the results it was shown that whilstréhes limited improvement in the water and
sanitation services provision, there are positivenges in the manner in which communities

view and handle the key determinants of the chdiagard.
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The core issues of public participation remain Jamnyted, yet they are an available option for
DRR given the potential cholera risk status of ¢ttg. The communities indicated that they
had limited participation in the planning for ch@geand that funding for the management of
cholera was largely unknown to them. The threeik&yrmants interviewed, provided useful

insight to qualify the inputs from the FGDs.
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CHAPTER FIVE

DISCUSSION OF RESEARCH FINDINGS

5.1 INTRODUCTION

In this last chapter of the thesis, detailed dismusg analysis and qualification or limitations
of the results from Chapter 4 are presented wighalim of pointing out the CSS options for
improving DRR in Kadoma City. The chapter ends vétipresentation of recommendations

for Kadoma City Council.

5.1.1 Risk Assessment and Community Capacity

At national level cholera is endemic in Zimbabweair@ean Commission Humanitarian Aid
Office, 2009) and will thrive under conditions obqr water and sanitation facilities and
services as is the case in Kadoma. According tordéiselts of discussions with the key
informants and the FGDs there has been very ptilgtive change in the services to improve

the water and sanitation systems in the city.

The risk assessment presented in Figure 9 poinésgotential disaster situation in that the
ratings are all in the higher moderate risk catggdhe conditions favouring the hazard are
still very much the same as those that resulteth&n2008 to 2009 cholera disaster. The
minimum is 1.9 and the maximum is 2.8. The averagjag is 2.4. However, 69% (n=13) of

the wards were assessed to be above the 2.5 mark istan inclination towards the high risk

category. In Figure 10 the study looked at thedasning of the residential areas in Kadoma
against the population and the risk scores. Despédimitation that only one area was used
for the low density areas, the results show thatidlwvest risk scores are found in the medium

density areas.
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The positive implication of the risk assessment@sge done is that it is in agreement with the
official records and views of the local authoritydakey informants within the interviewed
COs. On its own the risk assessment would be a sunmiew of the community’s
perceptions of the cholera hazard. Banlfél. (2007) observe that in many communities the
term ‘vulnerability’ does not exist and has to @lained to find proxy meanings. This is the
same situation for the study area. An additionaitition in the FGD tool used in the risk
assessment was that communities really wantedveotge impression that cholera was a real
problem. However, the use of local experience EHihsl application of participatory
reflection tools assisted in better understandihthe term to carry out the risk assessment.
Further counter reflection of the situation usihg key informants was a means of regulating
and cross checking the results from the FGDs. @Gnbtisis the study is of the opinion that the

results of the risk assessment done are a faieseptation of the situation in Kadoma city.

Real change has occurred in aspects such as purgieledge of detecting cholera, basic
hygiene processes and the steps to take when ¢eesleholera. Figure 8 shows the changes
from the communities’ point of view. This is notday all is well and that no further work is
required in these areas: instead knowledge manageraquires continuous processes for
passing on to other groups of people to maintaith @tain the benefits of an informed
community. The interpretation of this is that theyea potentially positive impact which can
be derived from interventions that support the pizgtion of communities to take on local

initiatives in addressing disaster situations.

The argument continues that despite limited impmoet in the water and sanitation

infrastructure services, communities have surviledugh the disaster situations. In using the
results from Figure 8, caution must be taken irt tha exact figures were used for the
responses. Qualitative ratings representing breaelgories of non-existent, poor, moderate,
good and excellent were used. Additionally the oesps came from a relatively long recall
period when comparing the 2008 to 2009 to the pagust 2010 situations. This could have

influenced the quality of the responses. Howevére tesponses are very useful in
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understanding the communities’ views, and the t@ld assisted in identifying the aspects of

cholera disaster management where more effort @gpsred to avert another crisis.

It is the opinion of this study that there are taaurces for the cholera risk; infrastructure
(water and sanitation) is on the one hand, an@dh@nunity behavioural aspects on the other.
In essence Figure 8 presents the changed prodestes community’s behavioural aspects,
and indicates the capacity which the communityvialasn faced with the cholera hazard. The
basic issues of cholera diagnosis; detection afssamd symptoms; procedural and mandatory
reporting of suspected or actual cases; and bggierte and sanitation practices were found

to have improved.

The study hereby emphasizes the fact that individwednaviour was not the object of
assessment, but the broader community perspedtieleotera management aspects that have
changed. This is in line with the assumption whicks made in section 1.2.4 wherein it was
stated that knowledge, attitudes and risk percegtiof people about cholera (infection,
spread, diagnosis, treatment and management)aisceptable level for the study community.

There is therefore consistency between the reaottsassumptions made.

The changed processes are attributed to the massmeness campaigns which were carried
out during the 2008 to 2009 disaster. Kadoma Cibyril has also continued to carry out
health promotion activities as part of the effotdsensure communities are continuously

reminded of the potential disaster situation thatdity faces.

5.1.2 Partnerships among Role Players

The investigation into the partnership landscapekadoma is critical. This part of the
research established an understanding of the sarade players in the response to the 2008 to
2009 disaster, and also checked for any sustairisterce of the partnerships beyond the

disaster period. Of particular interest was to ssdée intervention areas and answer the
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guestion of growth and development of the locatanable community-based institution for

disaster management.

From the results it is only Celebration Health wheeemed to be self-sustaining because of
its church and membership base. According to Wishat. (2004) effective public awareness
programmes should focus on institutions of instarct(i.e. churches, neighbourhood
associations, village development committees), wiigcus on communicating the message
via key informal/formal leaders, rather than tryitegeducate a large population. This can be
extended to the wider public participation thinkimdptably, the study tool pre-test exercise
done in ward two captured the undefined existericelocal community waste management
initiative under the name ‘Shandira’ (meaning ancemagement to work for others). This is
an example of the neighbourhood associations #yatcbampion the cause for community-

based disaster management.

The fact that only Practical Action is currentlyesgting with a DRR agenda raises concern
about the partnership focus. UNICEF and WHO wenglsed out as major funding partners
who worked through other agencies like Oxfam andHEW as implementing partners.

When this is related to the analysis of services goods provided (Figure 14) the conclusion
is that the response was a relief operation that averen more by the immediate needs of
saving lives. The focus of the response was on M#ils low pronouncement of the need to

build local capacities and partnerships for futueeds.

Project or programme funding was verified and ustbed to be an invalid inclusion since it
was cross cutting. The point of caution in the ripttetation of this is that the goods and
services are very specialised, for example megieedonnel, such that a low score does not
necessarily imply it was not a critical service.wéwer, the inquiry is useful in determining
the intervention gaps and areas of existing sttengblunteers greatly appreciated the support
given in the form of incentives. However, theraidefinite gap which exists in terms of the

same volunteers having expectations from fundingnpas. Their expectations arise from
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their knowledge of the existing cholera risk sithey are frontline development and relief
workers. The area that needs support is organiiaggroups of volunteers into a more
formalised structure for their recognition. Disdosswith volunteers indicated that their
incentive packages varied from organisation to wiggion and that the incentives were

provided at different times. This affected theinooitment to supporting the cause.

The subject of volunteerism and incentives has lepital in Zimbabwe especially in the
HIV and AIDS sector (interview with Dagobert Mungg, former Programme Manager for
National Volunteering for Voluntary Services Orggation Zimbabwe in September 2010)
and the same applies to the study. Discussion®lmteerism have questioned the motives of
the root of the spirit of volunteerism, that ise ttrive to work for the incentives or personal
benefits as opposed to the passion to work forcdmmunity or the cause. The discussion
with Tendai Tendere (September, 2010) pointed @uhé need for more coordination effort
when working with volunteers, and some light wasdsbn the possibility of engaging them in
income generating activities that include their ifgrmembers. This would be a good way of
ensuring there is sustainability which helps inséesng the high expectations of getting

incentives from the CBOs or NGOs or the local aritio

In the theoretical background to CSS in Figure @ section 2.4.1 the core components that
constitute the building blocks for CSS were outlires creation and sustained existence of
community networks and organizations; the delileesatd conscious allocation of resources
such as core funding CBOs and enhancing their dgpacoperate and deliver services and
goods; and planning and implementing communityiatetd programmes. The study found
that there was potential for supporting voluntdashioned along the work of Shandira. There
was neither intervention towards such aspects &s fomding support for local CBOs nor
were there any signs of harnessing the initiatit@sstructure them into a community
institution.

As a result volunteers had expectations of exteintdrventions as opposed to local

initiatives. It was noted from the FGDs that vokss received training and incentive
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packages, but these volunteers were not organisbd bperational on their own to drive the
cholera disaster agenda. There is potential foeldgment and growth of a local vibrant
organization/entity. Shandira in ward two where-fg&ting of the FGD questionnaire was
done is a loosely defined grouping of volunteeresehwork involves waste management and

cleaning services for the ablutions blocks in paftthe ward.

The main points of emphasis from the results aa¢ tuncillors play a central role in the
ward/community disaster management structures edetid persons in decision-making on
behalf of the local authority. However, in as muah the literature review noted, such
institutional or organisational representation fatlee challenges of political clout with the
assumption that it represents the wider vies of ¢bmmmunity. The public participation
policies and structures in Zimbabwe were reviewed showed that these were tied to the
local government structures and political systen®onfers, 2001; Mutenheri, 2009;
Rambanapasi, 1992). The study noted that commsrsceld easily and willingly identify
with the non partisan structures such as Celebraddiealth and the Celebration International

Church in the Cholera response.

In contrast, disaster planning in general was vieweéth suspicion if spearheaded by a
councillor. It is probably because the positiontleé councillor has political connotations.
There is need for community leaders that serve itiberests of all communities or an
organization that is neutral to serve all such BPRR is not associated with any political party
or activities. The conclusion which can be madenfrihis is that there is need for locally
based structures that are driven by a local agamdarepresentation. The use of political
structures appears to be viewed with a negativeepéion, and communities would rather
affiliate themselves with religious bodies suchGaebration International Church. It was
clear in the literature review that the identifioat of the correct and acceptable leaders and

leadership structures is critical in public papation (CDS in ClI, 2008).

The study also sought to find out the deliberatéicpmr practice of promoting the activities

of CSO in disaster management. This part of théystvas very sensitive pointing to the fears
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around political activity associated with CSOs dmtew with Aaron Masembura, August
2010). The partnerships around the response t2@68 to 2009 and 2010 cholera outbreaks
in Kadoma can be classified as reactive. This $® alupported by an absence of a disaster
management plan or policy at the level of the lomathority, although there is work in
progress in this direction. With the exceptionlué tvork of Practical Action and Celebration
Health this has not been followed up by any furfmargramming of a medium to long-term
nature. It is necessary, to address the commstrigngth upon which depends any form of
success that can be achieved in a situation wherevater and sanitation infrastructure has
not improved much since 2008 to 2009. The limitatid the research is that no attempt was
made to go deeper into any politically-related dsstons that had a bearing on CSOs. This
was deliberate given the understanding of the seasnature of the issue in Zimbabwe. It
would constitute a completely different researctaar

5.1.3 Disaster Planning and Management

Communities felt that the responsibility of convapicoordination meetings for cholera-
related activities was the responsibility of thauallors (80% of the responses). The other
responses were 13% and 7% responsibility of ING@$ BHTs respectively. In the study
there is an evident sense of exclusion of the puhlithe decisions around the responses to
cholera disaster. It is clearly shown in the pnéstions on how knowledgeable the
communities are of the planning processes, pemepton who owns the plans and the
measurement of the level to which the communitregards can be said to have contributed
and patrticipated in the cholera management planSigure 10 it was shown that communities
was largely not aware of the planning around claotlisasters. In Figure 11, the argument

was carried further to establish that communitidsndt participate in cholera management.

It is in sharp contrast to the case study of Ag+Agan the Philippines (Abinales, 2002 and
Heijmans & Victoria, 2001 in Victoria, s.a. b) amlde theoretical understanding of public
participation from the point of view of the laddarcitizen participation (Arnstein, 1969). In

the Ag-Agama case study, the community througtr thleicted leaders are reported to have
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taken the lead in going out to neighbouring comrmesiwith awareness and training
programmes in disaster management. In terms ofgopatticipation this resembles the higher
rungs of the ladder within the citizen power catgg@d\rnstein, 1969). The work of external
agencies such as The Philippines National Dis&terdinating Council, Citizens’ Disaster
Response Centre and Philippine National Red Cwosdl in support of local initiatives of a

community that is well informed in terms of itskristatus.

A point of caution to be considered in the analgsid interpretation is that the question was
problematic because four wards recorded a misgisigs due to failure to separate between
actual participation in development of a commundisaster management plan, and
knowledge existence of any cholera management (fleyure 10) in their community. The

argument is that a community member may not havicjpsmted in the planning process, but
is aware of the processes and what is happeningeircommunity regarding the disaster

management plan for cholera.

In disaster management the vulnerable members witmities are at the core of any
planning and this does not allow for general repmestion: instead the specific interest and
needs of the vulnerable communities or groups withe communities need to be addressed.
This includes initial sensitization of communitiés the need to plan jointly; actual joint
planning; programme design; monitoring; implemeaatatand feedback. In the comparative
analysis done in this research this refers to ‘@sscengagement’ highlighted in the middle
arrows in Figure 4. Overall this represents a glagycle similar to the disaster management

continuum (Victoria, s.a. a).

CBDM is hereby viewed as necessarily requiring ¢beducive or favourable operational
environment as noted in core component one of thkdibg blocks of CSS. Conducive
operational environment refers to the political mmoy context of the country, region and/or
local authority level governance structures andesys in as far as they promote public
participation in CBDM. The Government of Nationahity supposedly meant to bring

harmony between the two main political parties imZabwe which still is the hope of many
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to restore economic, social and political stabilitythe country. Government of National
Unity in Zimbabwe presents opportunities for opéglatjue at grass roots level to focus on
disaster management issues as part of mainstrearelogment planning work for

communities.

The non existence of any actual plan at ward les noted in the study. In finding out about
the existence of any disaster management plan Hotea the research considered both
documented material reflecting the ward specificoleta management issues, and
alternatively evidence of forum at which the commyumembers shared views and decided
upon a course of action in response to cholera.tWéme out were disjointed elements of
various efforts to carry out cholera awareness sawtitation programmes. For the local
authority there is no disaster management planoticypthough this is being developed.

However, the local authority’'s mandate and acteitthrough its Health and Environmental
Services are not well publicised to the extent thast of the work in response to the cholera
disaster is attributed to the CSOs. This also mékegposition of the ward councillors even

worse in terms of public perception wherein thesrol the local authority is not known and

appreciated (interview with Aaron Masembura, Audt0)

5.1.4 Availability of Resources for Disaster Manageent

It was noted that the communities in Kadoma areamaire of the funding for cholera related
activities except for the volunteers who were awamee of the actual activities funded than

actual funding details.

The research looked at the various stages of sastdir continuum, that is the emergency and
relief phase; the long-term interventions rela@a@dntinue work in the context of DRR; and
disaster preparedness. The communities were adsessstablish their knowledge of what
areas or parts within the disaster cycle receivadihg. The same questions were also used to
show which programming areas received attentiomnduthe response to the disaster. The

results in Table 8 show that funding is not a nmattkich is public knowledge. This can be
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contrasted with the results presented in Figurevhiich show that it is the low level operating

resources that the communities have some say in.

The manner in which the communities singled ouewatipplies in the form of boreholes as a
locally available resource needs to be qualifidget tcommunities separated the municipal
water supplies from the boreholes on the basistttwatatter were established by the INGOs
with direct creation of localized water point maaagnt committees. Thus the communities
view the existing boreholes as their most importasburce in the event of another cholera
outbreak since municipal water supplies are abamit they have limited say over this.

Reference to the same resource in Figure 14 indication that there is need to provide more

boreholes to the communities.

It was noted from the FGDs and from observationsnduthe field study that the existing
boreholes were overloaded and reported to be gemiore than one ward (as reported in
ward two). The standard set by the local authasitio provide at least 15 litres of water per
person per day (Kadoma City Council, 2010) and thibased on reticulated water supply
system. The comparative and recommended standad insrural Zimbabwe for borehole
water supply is twenty five households per borelfoldICEF, 2006). The observation made
is that none of the wards in Kadoma meets the mimnstandard in terms of borehole
numbers in relation to household numbers. For el@nvard six has 1 551 households (see
Table 2) and would require at least 78 boreholésisTthe borehole water sources should be
treated as emergency resources though the curosition is that they constitute the main

source of safe clean portable water supply in itye c

Advocacy work needs to be done in the area of resomobilization so that more resources
go towards the long-term development of disastevgmtion and mitigation (interview with
Dr. Kuda Katurura, August 2010). Sustainability ¢aswn in the lower most arrows in Figure
4) features very prominently in the work of the CBx&l CIl. However, this is mostly related
to funding to sustain both the CSO and the spepifatgrammes which are implemented by
the CSO.
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Literature on public participation and CSS emplessithe need for sustainable local level
organizations and decision-making as being a keyofato public participation (GFATM,
2008; GFATM, 2010; IWGCB, 1998; Partners for HedRbformplus, 2005b; Victoria, s.a.
a.7) emphasize the need for core funding towardarozational and leadership development.
Addressing this aspect, in part answers the hys@thehich the study made, that is the
absence of deliberate efforts to recognize CS$ioteca DRR and having a clear plan for the

activities of CSOs.

In the presentation of results on the attendan€&€3iD meetings it was noted that the expected
role players included teachers, religious leadeegjers, volunteers and EHTs. Knowledge of
cholera-related issues such as planning and funsasglimited to the volunteers as noted in
Table 6. Further reflection was made in Figure hédwsng that ownership of the cholera
management plans is largely perceived to be inhdreds of the councillors. The literature
review pointed to the need for stewardship in CS®8is can be a way of ensuring there is
ownership of programmes and that the stewardshigtstes provide the oversight role. In
the case study of the Philippines it was noted shah stewardship is best established at local
community level where community members identifgd afect their own local leaders. Whilst
the position of the councillor is based on electitins the opinion of this study that the
position is associated with party political isswdgch have the potential of deterring the open

participation of disaster affected people due typaffiliation.

The response to the 2008 to 2009 cholera outbreak hargely supported by external
resources of INGOs whilst the local contributionimhaby the local authority mostly in the
form of coordinating services. At the level of tkey informants, the research established that
there was no policy for the direct support of loicatiatives of CSOs or mere recognition of
their work by other parties. This presents oppaties for further studies into what local
initiatives can be found within Kadoma and suppbfte development into structures that can
locally respond to the cholera hazard. The reseackhowledges the limitation that no details

of the local initiatives were established.
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5.2 RECOMMENDATIONS: CSS OPTIONS AS A FRAMEWORK FOR DRR IN
KADOMA

5.2.1 Need for Disaster Planning and Management iadoma

Making disaster management in general and notspistific to cholera a public matter is of

paramount importance. It was noted that Kadoma Cibyincil does not have a disaster
management policy or plan (interview with Aaron Mabura, August 2010) There is,

however, specific reactive response plans that wekeloped for the cholera outbreaks in
2008 to 2009. The overall picture is that bothltdeal authority and the communities it serves
do not have a common plan to address the choleadhaPreparation of the once shelved city
disaster management policy or plan did not captues participation and input of the

communitiesipid).

This study recommends that Kadoma City Council reake deliberate effort of putting in
place a disaster management policy and relevamisplehis would be a basis for resource
mobilisation and a basis on which to engage the nconities to be more proactive

contributing to the fight against cholera.

5.2.2 Representation and Participation of Vulnerald/ Affected Communities

The response to the 2008 to 2009 cholera disastasr managed and coordinated at both
national, provincial and district or local authgrlevel through the respective level Cholera
Control Command Centres (CCCCs). These were lafgetyal gatherings of the role players
in the response and had representation from MoHCWépartment of Social Welfare, local
authorities, NGOs and CBOs, United Nations orgaict s WHO, UNICEF and OCHA. The
meaningful participation of communities at the forwas limited, and was assumed to be
adequately represented by the parties to the CEBCthe basis of a disaster management
policy as recommended in 5.2.1 communities shoadehrepresentation in the decision-

making processes as this directly relates to thelinerability. This non-representation has
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connotations of or actually resembles the non-ga#gtion and/or tokenism typologies of
participation as presented by Arnstein (1969) & tbview done under 2.1.3 and shown in

Figure 2.

At ward/community level the study noted that disagblanning and representation was
limited to a few volunteers and role players likeiacillors. It is a situation which also limits
the extent to which communities view their own adfes to contribute to addressing the

cholera hazard. The two recommendations from tisisudsion are:

e The study recommends that the representation ettaii communities in CCCC be
directly through the identification of appropriatemmunity representatives besides
the formal structures like councillors.

e The study recommends that leadership for local conmiiy-based disaster
management planning be identified and centred atraleinstitutions. Where this is
problematic then the local authority should lookmnaproving the leadership qualities
of the councillors through training aimed at makihgir work neutral. It is equally
important for any CSO involved in disaster managane ensure their neutrality and
focus on the core business of disaster managentwme s the potential of the CSOs

being aligned to political party activities.

The absence of documentation of cholera-relatedspénd the limited participation of the
communities in the management of cholera at comtyideivel are key findings of this
research. The response to and interventions i2Q08 to 2009 disaster are viewed as external
and top down generated interventions reflecting hmotthe central and local government
controlled interventions. The study reviewed thkatrenships in partnerships for disaster
management and noted that contemporary thinkingpaadtice challenge the intermediate
bodies to increasing and improving public partitipa This responsibility cannot continue to
be the normal public institutions like governmeepdrtments and political structures that are
polarized.
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It is therefore recommended that institutions watltivic education agenda be offered the
opportunity of taking the DRR agenda to communiieKadoma. This requires detailed
institutional and social mapping of Kadoma Cityeixplore the gaps and existing strengths.
The outcome of this mapping will require publicityr purposes of identifying potential

partners at national, regional and internationeél for the purposes of setting up linkages

and resource mobilisation strategies.

5.2.3 Sustaining Local Initiatives through Diversifed DRR Interventions

The foundation of DRR is prevention foremost withtigation and curative measures
following. In the case study of the village of Ageama in the Philippines DRR interventions
constituted an intricate part of the long-term depment planning for the communities. It
included a diverse range of income generating iéetsvto support the communities to
overcome the adverse impacts of disasters. Whiilstexample is from a rural context, it is
clear that urban vulnerability has increased in l@bwe over the past decade: “policy
decisions around land reform and last year's [200digtives to clean up urban areas have
increased vulnerability for many households” (DFIRQ05:2). The Urban Zimbabwe
Vulnerability Assessment Committee (2009) reportieat the country and the various aid
agencies traditionally exerted more effort and suwppwards the rural areas than the urban
areas, which are equally important particularlyeginthat the cholera problems of the country
started in, and have their root cause in the braakdof urban water supply and sanitation

services infrastructure.

In Figure 3, the comparative analysis of Cll coadues and IAPP principles of good practice
(Tom, 2008) sustainability of outcomes of the paliplarticipation in key decision-making was
discussed. Such outcomes relate to the existencéncmime generating activities for

communities with some support from NGOs, the I@ahority, central government and the
private sector. It is recommended that long-termetigpment planning be designed to include

DRR and the direct definition of programmes thatmoaunities engage in to improve their
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livelihoods. DRR taken in the wider context of dewenent planning work ensures that
disasters are planned for, and that responseareactive.

5.2.4 Organising Communities Promoting Civil Socist Activities

The availability of volunteers within the communigmains critical for any CBP activity or
programme including DRR. The study found the existe of a loosely knit group of
volunteers working under the name Shandira. Additily the role players in the 2008 to
2009 cholera disaster all worked with volunteeraartd levels to do community sensitisation
and mobilisation, distribution of NFIs, health proton activities and the coordination of the
various interventions. The study found the volurdge have an expectation for continued

external support of incentive packages.

v' The first recommendation is to harmonise the ingenpackages for volunteers to
avoid negative competition and identification oflwdeers with funding partners
mainly NGOs. The variations in the incentive pagsagan be coordinated through the
local authority, based on the partners presentimgr tdetailed programmes of

interventions and signing programme agreementstivéhocal authority.

v The second recommendation related to the abovéias the local authority in
conjunction with CSOs can make the deliberate efiborganising communities into
disaster management structures at ward and sub lerets. This would effectively
mean an extension of the District Civil ProtectiGommittees as mandated by the
Civil Protection Act (Zimbabwe, 1996). This is area for further action research
which can be included as part of the disaster ptnand policy development by
Kadoma City Council. The pursuance of this reconulation should also take on
board role players such as the VSO Zimbabwe andalmwe AIDS Network for the
purposes of informed decision or guidelines arowsidnteerism and CSO work. This
is a core component of the CSS building blocks xgdaged in the review of the

building blocks for a strengthened community. Tlesec study of the Philippines
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showed the existence of strong networking linksitihge level disaster management
structures with national structures such as thé&é&®is’ Disaster Response Centre,

Philippine National Red Cross and Philippine Rediefl Development Services.

v' The third recommendation is that all responses thisaster situation need to be
coordinated through formal documented procedureg @ the findings of the study
was that there was a multiplicity of agents workinghe same area/community and
providing the same services resulting in differenicepractices and/or standards. Such
situations result in inefficient allocation of resoes due to duplication of efforts. This
can be avoided through a clear policy guide atldkal authority level. Funding and
response agencies should have a clear expectationtiie local authority when they
express interest or when the local authority apéal support. The coordination is
expected to improve the identification of critiGakas that require intervention based

on gaps that may exist in resources for the respons

5.2.5 Capitalising Existing Comparative Advantages Behaviour, Knowledge, Attitudes

Whilst the study did not assess the individual beha, knowledge and attitude of cholera,
the community perspectives of these are very mpesaind encouraging. This related to the
positive risk perception that communities in Kadoha@we. The study revealed that the city
was still at risk of cholera outbreaks as a restilimited improvement in the provision of
water and sanitation services. The study furtheeaked that beyond the 2008 to 2009 disaster
only three NGOs have remained operational in Kadomeaddition to the city’s own health
promotion activities. In the absence of both astesamanagement policy and plan and civil
society that is organised to respond to choleryigk and probable impact of another cholera
outbreak remains very high. Individual ward rislsessments were done for thirteen wards.
Figure 8 shows the dominant risks score to beerughper moderate range, which is a cause of

concern.
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Health promotion activities which the local auttyrvas doing at the time of the study need
to be intensified and given to communities to I€Hge option to extend this through schools
is available as a means to ensure generation @adsg of the acquired behaviour,

knowledge and attitude to cholera.

5.2.6 Investment in Water Supply in Kadoma

Boreholes were cited as critical resources thatctramunities had. They constituted the
major source of safe clean portable water giventtielocal authority still faced challenges in
providing piped water to the city. Partners like IRF, Practical Action and German Agro
Action supported the communities with water deliegy erection and installation of water
storage tanks and pumping equipment for some obtleholes. These efforts are still way
below meeting the city’s water requirements andewaleliveries remain a temporal relief

measure until more long-term and sustainable swiatare put in place.

The study recommends that Kadoma City Council pepand markets its water supply
investment plan. This should have clear detailsegpuirements in terms of boreholes required

to meet the city’s needs should the reticulatecensipply system be down.

5.2.7 Core Funding For Community-Based Organisation

Core funding in support of the work of CSO is ackiexiged by the GFATM as a weakness
and challenge that faces CSOs. This is becaudedadlisence of local sustainable sources to
finance the core existence of the organisationd, the fact that funding partners are more

interested in funding direct programme-relatedvaatis.

The first recommendation in relation to the abowelihg is that CSOs themselves need to
broaden their resource bases to find means of g@ngrincomes to sustain themselves.
Zimbabwe has seen a mushrooming of CSOs withirHiMeand AIDS sector which cannot

sustain themselves and are largely dependent ennextfunding. It was noted in the results
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that the 2008 to 2009 response to the cholera ealtsrwas largely funded by INGOs and UN
agencies like UNICEF, WHO and OCHA.

The related recommendation is for advocacy workclvimust be done by CSO networks to
lobby for the direct support to their member orgations. One of the lead CSOs programmes
in Zimbabwe is the Non-State Actors Support Prognen{NSASP). Kadoma City Council
can consider engaging NSASP in a variety of wayschvinclude identification of potential
CSOs to develop and support; engaging the publiciwio education in relation to disaster
management within Kadoma; and advocacy work on ftording for CSOs and programmes
they implement.

The foregoing can be conceptualised diagrammagieallshown in Figure 15. The framework
recognises the need for the local authority to nekemmitment to DRR within and as part
of the development planning system.

This can be achieved through consultative procasgbshe community members in the city
through various representation structures anddach as disaster affected or at risk religious
groups, residents associations, political partias iaterest or pressure groups like the youth
and women. The consultative process should resuthe identification of core areas that
require mass civic education in DRR. The objectfeivic education includes making DRR
a public matter for soliciting public input (ideasd resources) in the design of DRR strategies
and interventions. From the point of view of thddar of public participation discussed in
Chapter Two the consultative process allows forttgaship’, ‘delegation of power’ and
‘citizen control’ (Arnstein, 1969).The frameworkeknot limit the number and content issues

for civic education; instead local conditions shibloé assessed to establish the needs.
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In Figure 15 five core areas are suggested anceticas be considered as informing
Community-based Disaster Management (CBDM). Thesetgal outcomes of each of the five
core areas for civic education are represented loyatching circle at the bottom of the

framework.

The framework allows for both forward (input intéapning) and backward (feedback for
monitoring and evaluation) processes. This allogrsnecessary adjustments to the assessed
needs at any stage in the development and implatn@mtof the CBDM based on public

participation.

5.3 STRATEGIES FOR CARRYING FORWARD THE RECOMMENDAT IONS

This part of the study is complementary to the nec@ndations and the CSS Framework
presented above in that it provides some guideloresow the recommendations can be
translated into action and implementation. Thetesgias are not prescriptive, but they do
address the major action and land marks to redisdenefits of DRR through the sustained

existence and functioning of strengthened commugyisgems:

» The local authority needs to identify and desigrmesonnel responsible for disaster
management. The incumbent or team should carryheutietailed documentation that
the local authority requires in developing the gisamanagement policy in relation to
the national policy as enshrined in the Civil Petittn Act (Zimbabwe, 1996. The
incumbent or team should also take on the respitibsif facilitating a move towards
the local authority making the decision to commitRR as suggested in the CSS

Framework.
* Detailed consultations with existing CSOs, civicsty and the community members

in Kadoma should be carried out within the conteiktivil education and disaster

management. The expected results from the exemogsastitutional mapping; public
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awareness of disaster management and potentia tioée the public could play in

DRR; potential partnerships; and resource mobibngpotential.

Production and sharing of the draft policy on disamanagement. This should set off
from the current work which Kadoma City Councildsing in the development of a
disaster management plan. It remains importanttferlocal authority to ensure that
plan and policy are based on meaningful engagemhtparticipation of the public

for it to get the buy in of stakeholders and theadter-affected people.

Development of specific disaster management plased on individual hazards
identified. The study looked at cholera only. Thedl authority should do a detailed
risk assessment and analysis of all hazards in iadand relate each hazard to the

vulnerability, capacity and management.

Marketing of disaster management policy and plansdsource mobilization.

Creating a fund for disaster management.

Establishing localized disaster management strestuand supportive livelihood

activities is critical for sustainability of DRRfefts.

Setting up a platform for regular designing of peogmes/project; monitoring and

evaluation of disaster management interventions.

Creating and making operational knowledge manageinetuding the teaching of

DRR within the context of cholera within schools.
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5.4 CONCLUSION OF THE STUDY

The research has served to highlight the existeheegpotential disaster in Kadoma. This was
shown through the risk assessments done at wardiooity level and by the three key
informants. In the literature review it was notldttCSS offers opportunities for communities
to participate in decisions and actions that affiaetir vulnerability. The findings of the
research established that communities in Kadomaaraving the risk environment through
the positive changes that have occurred in terntisedf perception of cholera risk through the

acquisition of knowledge and skills in core issa#fsecting cholera.

The communities’ capacity regarding these aspsdiserefore satisfactory, but requires more
effort in the institutional and management aspett®se should result in communities being
more organised to respond to cholera disasterTis&.changes in the communities’ capacities
have taken place without commensurate changesgroiring or eradicating the root cause of
the risk, that is, the water and sanitation sesvipmvision. The study noted some positive
changes in the water supply situation, but thisngy relative to the 2008 to 2009 cholera
disaster. Therefore the research concludes thatapacity of communities in Kadoma to
respond to cholera disaster situation has not bédly capitalised upon. The
recommendations presented in the study, were &taasinto a framework which can be used
to guide the change processes towards achieverhetrengthened communities to drive the
DRR agenda.
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APPENDICES

Appendix I: Cover letter authorising the study in Kadoma

FKadoma

Heaith And Environmental Services Dept
FP.O Box 460
Kadoma, Zimbabwe

City of

8-22044/5/6

OURRBREE ...
YOUR REFE

ENTAL SERVICES

TO WHOM IT MAY CONCERN

RE: DISASTER PREPAREDNESS RESEARCH

May you please assist the bearer who is undertaking Disaster Preparedness Research on
behalf of council.

TTEIPR ShEm A Cé»‘%'\%ﬂogal\:}b

f/D. CHIRUNDU
DIRECTOR OF HEALTH AND ENVIRONMENTAL SERVICES

PROVIDE THE COMMUNITY WITH QUALITY INFRASTRUCTURE, HEALTH AND SOCIAL SERVICES IN
PARTNERSHIP WITH STAKEHOLDERS AND HAVE SOUND FINANCIAL MANAGEMENT"

116



Appendix II: NGO and CBO Level Questionnaire

Enumerator's Surname

First Name: Dl

Organisation:

Part 1: Introduction

Title: COMMUNITY SYSTEMS STRENGTHENING: AFRAMEWORK FOR PUBLIC PARTICIPATION OPTIONS FOR CHOLERA DISAS TER RISK REDUCTION KADOMA:
ZIMBABWE

Capacity :The combination of all the strengths, attributes and resources available within a community, society or organization that can be used to achieve agreed goals (United
Nations International Strategy for Disaster Reduction ,2009)

Community Systems Strengthening: refers to inventiveness that add and build up to the development and/or enhancement of community-based organizations in order to
improve knowledge of, and access to improved health service delivery (Amuyunzu-Nyamongo, 2008)

Part 2: General

Respondent’s details

Surna

First Name: me: Org and Title:

Part 3: Disaster Planning and Management

1. Do you have a disaster planning and management department/strategy/mandate?[structure, functions, focus areas like prevention, mitigation, preparedness, relief]

2. What would be the rating in terms of community participation in the development of the plan(s) and policy?

nonexistent (1) poor (2) moderate (3) good (4) exce llent (5)

3. What would be the rating in terms of Civil Society participation in the development of the plan(s)?

nonexistent (1) poor (2) moderate (3) good (4) exce llent (5)

4. Is there a Council policy on Civil Society Organisations activities and operations?
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Part 4: 2008 - 09 Partnerships (note humbering order changes to ma

tch other tools for compariso  n)

20a. Service/goods

Tick services an d goods offered /Areas of spec

ialisation

Medical personnel

Medical supplies

Training of Volunteers

Incentives for volunteers

Awareness campaigns

Non-food items (bucket, soap, aqua tabs,
ORS)

Food items

Sanitation services (disinfection)

Programme or project Funding

Waste management (equipment, actual
cleaning and disposal)

IEC (Information Education
Communication) Material

Bereavement services

Water supply

Other services (specify here >:

20b. Is organisation still operational in
Kadoma? Provide details of
programmes, duration, funding
sources.

21. a. Are there any challenges that the organisation face

d in the entry processes to operate in ~ Kadoma?

21.b. (follow up to 21a) How was these resolved?

22b. Is there any agreement/MoU/Contract entered in
and at what levels(identify all applicable)

to

Ward

Municipal

National

other (specify)

Additional notes:
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Part 5: Capacity to respo nd to a cholera outbreak

Note: This question refers to the PAST situation (B
23 to 34. The boxes represent a 1 to 5 scale, 1= be

EFORE THE 2008-9 OUTBREAK) against each of the criteria numbers
ing worst case scenario and 5= being the desired st

ate) where would

Kadoma be placed against each of the following aspe  cts? Comments
none?Stent poor (2) moderate (3) good (4) excellent (5)

23. Safe clean portable
water supply

24. Public knowledge on
cholera diagnosis

25. Procedures for the
public to take on diagnosis

26. Cholera Treatment

27. The public providing
information (reporting
cases and deaths)

28. Availability of
Volunteers

29. Access to a health
centre

30. Access to Oral Re -
hydration Solution

31. Acceptance of treatment
by all religious groups

32. Existence of an early
warning system

33. Communications and
media relations
management plan

34. Funding for res ponding
to cholera outbreak
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Note: This question refers to the CURRENT situation
represent a 1 to 5 scale, 1= being worst case scena
against each of the following aspects?

against each of the criteria numbers 23ato 34l. T
rio and 5= being the desired state) where would Kad

he boxes
oma be placed

Comments

nonexisten

) poor (2)

moderate (3) good (4)

excellent (5)

23a. Safe clean portable water
supply

24b. Public knowledge on
cholera diagnosis

25c¢. Procedures for th e public
to take on diagnosis

26d Cholera treatment

27e. The public providing
information (reporting cases
and deaths)

28f. Availability of Volunteers

29g. Access to a health centre

30h. Access to Oral Re -
hydration Solution

31i. Acceptance of treatment
by all religious groups

32j. Existence of an early
warning system

33k. Communications and
media relations management
plan

34l. Fundin g for responding to
cholera outbreak

35a. (Overall PAST situation) During the 2008 to 20 09 outbreaks, if cholera could be rated on a scale
Kadoma was by then?

with 1 being the worst situation, what rating woul

d you say

| ‘ nonexistent (1) ‘ poor (2) ‘ moderate (3) ‘ good (4)

‘ exce llent (5) ‘ ‘ ‘

35b. In your opinion what rating would you assign f

or the CURRENT situation for Kadoma?

| | nonexistent (1) | poor (2) | moderate (3) | good (4)

| exce llent (5) | | |
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Part 6: Resource Mobilization

- o _ Local No other_ other_ othe_r
36. Are you aware of the availability of funding fo 1 Ward | Municipality Provincial National CBO INGO funding (sfpeu (sfpeu (specify
disasters at any of these levels? (tick all Y) Y) )
appropriate levels)

37. Is there specific funding for cholera Yes

disaster relief (the emergency state i.e.

when there is an outbreak) (mark X for

the appropriate answer and get details) No

38. Is there specific funding for cholera Yes

disaster preparedness? (mark X for the

appropriate answer and get details) No

39. Is there specific funding for Yes

coordination of all cholera related?

Efforts (mark X for the appropriate

answer and get details) No

40. Is there specific funding or Yes

resources for awareness and education

about cholera? (mark X for the

appropriate answer and get details) No

doma can you identify the top five critical locally available resources to respond to a cholera outbre ak or

41. Based on your knowledge of and experience in Ka

managing the current situation?

41.1 Resource 42.2 Resource

41.3 Resource

41.4 Resource

41.5 Resource
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Use numbering
to order the

42. In terms of resources what would you identify a s the main constraints communities face in manageme nt of cholera (do not provide riorities (1
examples, instead facilitate views and record respo nses in detail) pb .
eing top
priority)
42.1

42.2

42.3

42.4

42.7

42.8
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43. Do a priority ranking of the constraints listed above by inserting the priority numbers >>>

44h. Which key reference materials would you recom  mend to be used as part of this study ?(materials o n background of Kadoma, cholera statistics by ward,
policy documents related to the study)

44c. Before we do the last part of this interview, | would welcome any further comments you feel migh t be useful to the analysis, especially where your particular
areas of expertise or responsibility are not suffic iently covered by answering the questions above.
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Part 7: Cholera Risk Assessment Tool

45. Cholera hazard

45a. Frequency

45b. Intensity

45c. Overall
Rank

What do you think is the chance that cholera will

Usually how strong or severe is cholera in a

What do you think is the overall importance of

Only one answer is applicable and must be circled in under the
appropriate numbered heading and corresponding criteria. E.g.

i 4 il 7 ?
occur in the next 5 yrs? single event? cholera? if community feels that intensity of cholera (45b) is moderate
then circle number 2 under 45b
Hazard certain may occur not likely very moderate ot very high moderate low
Cholera 3 2 1 3 2 1 3 2 1
Vulnerability (Impact of cholera on)
46a. Is the impact on human populations? 46b. Water supplies and sanitation facilities 46¢. Economy: revenue, damages, lost
employment
Hazard certain may occur not likely very moderate ot very high moderate low
Cholera 3 2 1 3 2 1 3 2 1
Manageability (at local authority and government|  evel)
. . . . - 47e. how well does the government
47b. how good is the standard practice and 47. ¢ how good is the warning or prediction that 47. d how well does the
2
47a. whats the overall awareness of the public? by-laws that governs this cholera? an event will occur? government/municipality respond to an event? /municipality anucg/ag;gnd prepare for an
Hazard good modest Poor good modest poor good modest poor good modest poor good modest poor
Cholera 3 2 1 3 2 1 3 2 1 3 2 1 3 2 1
Capacity (of the community)
48e. how well does the government
. . 48b. how good is the legislation that governs 48c. how good is the warning or prediction that an 48d. how well does the P -
?
48. a what is the overall awareness of the public? this hazard? event will occur? governmentmunicipality respond to an event? /municipality anncg:;tr(‘e;nd prepare for an
Hazard good modest Poor good modest poor good modest poor good modest poor good modest poor
Cholera 3 2 1 3 2 1 3 2 1 3 2 1 3 2 1

This is the end of the questionnaire. Thank you very much for your time and cooperation into this FGD and the whole study.

1
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Appendix Ill: Focus Group Discussion Guidelines

FOCUS GROUP DISCUSSION: COMMUNITY LEVEL GUIDELINES

Enumerator's First Name: |

| Surname: | Organization: | Date: |

Part 1: Introduction

TITLE: COMMUNITY SYSTEMS STRENGTHENING: A FRAMEWORK ~ FOR PUBLIC PARTICIPATION OPTIONS FOR CHOLERA DISAS TER RISK REDUCTION KADOMA: ZIMBABWE

Capacity :The combination of all the strengths, att  ributes and resources available within a community, ~ society or organization that can be used to achiev e agreed goals (United Nations International Strate gy for Disaster Reduction ,2009)

Community Systems Strengthening: refers to inventi
2008)

veness that add and build up to the developmentand  /or enhancement of community-based organizations in  order to improve knowledge of, and access to impro  ved health service delivery (Amuyunzu-Nyamongo,

Part 2: General

1.Ward Number |

| 2. Population | ‘ 3. Number of Households

Participants attendance details

5. Total number of people attending FGD 6. Males 7. Females
1 13. th x N N Comment on attendance:
10. Local : Members G other other other
SlConeicy re| ?ésce:?;?i}:/es B0 Internétlco)nal Volu%]%éers o reti) i R s
3 volunteers general
volunteers B
public
Number >
Part 3: Disaster Planning and Management
15a. As a ward or community have you gathered  to develop a cholera management plan? If no go to question 16.
Yes No
15b. Are you aware of any cholera management plans  for the ward/community? yes vague not sure none
15c. If yes or vague answer is given in 15a thenas  k: is the cholera management plan documented and sh  ared with the yes vague not sure none
ward/community?
minimum average satisfactol ood
16. What would be your community's rating in terms of participation in the development of the cholera  management plans? & L Y
(tick only one appropriate rating based on those pr  esent at the FGD meeting and who made input to the  plan development)
17. In your opinion whom would you say owns the cho  lera management plan(s) in your ward/community ?(pr  obe adequately - : —_ o
and reach to only one answer) i icinal ocal nternational i other
Councillor Municipality Church CBO NGO Volunteers EHT Community (specify)
18. In your opinion whom would you say updates the cholera management plan(s) in your ward/community? q
Councillor Municipality Church I_Coggl Internzéxtgnal Volunteers EHT Community (Sgtehg;y)
19. Who is responsible for convening and chairing ¢ o-ordination meetings related to cholera in your ward /community ( only
one response is applicable)? " Local International other other
Councillor Church rep CBO rep NGO rep Volunteers EHT (specify) (specify)
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Part 4: 2008 to 2009 Partnerships

20a. Service/goods

Which institutions/organizations or companies were

operating in the community during 2008/9 outbreak (

tick service or goods v s. institution/organization/compan y)

Medical personnel

Medical supplies

Training of Volunteers

Incentives for volunteers

Awareness campaigns

Non-food items (bucket, soap, aqua tabs, ORS)

Food items

Sanitation services (disinfection)

Programme or project Funding

Waste management (equipment, actual cleaning and disposal)

IEC (Information Education Communication) Material

Bereavement services

Water supply

Other services (specify here >:

Other services (specify here >:

Which of the above institutions is still operating in the area
(ward) (tick if still operating or mark *x" if no | onger operating in
the ward)
21.a May you please elaborate the protocol and procedure s for agencies to operate in the ward/community? (S ummarize the community' s understanding of the protocol for entry into the ward)
Local ward Local ward Municipal Municipal Programme
policy practice policy practice understanding
with other other other other
respective (specify) (specify) (specify) (specify)
partners
(CBOS/NGOS)

22b. What is the set up of this protocol based on? (please note the difference between policy and prac

tice)

Part 5: Capacity to respond to a cholera outbreak

Note: This question refers to the PAST situation (BFORE THE 2008 to 200¢ OUTBREAK) against each of the criteria numkers 23 to 34. The boxes represent a 1 to 5 scake,lieing worst case scenario and 5= being the desirstate)

where would this community be placed against eactf the following aspects?

Comments

nonexistent (1)

poor (2)

moderate (3)

good (4)

eltnt (5)

23. Safe clean portable water supp

24. Public knowledge on cholera diagnos

25. Procedures for the public to take ot
diagnosis

26. Cholera Treatmen

27. The public providing information
(reporting cases and deaths)

28. Availability of Volunteers
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29. Access to a health cent

30. Access to Oral R-hydration Solution

31. Acceptance of treatment by all religiou
groups

32. Existence can early warning systen

33. Communications and media relation
management plan

34. Funding for responding to cholera outbrea

Note: This question refers to the CURRENT situatioragainst each of the criteria numbers 3a to 341. The boxes represent a 1

placed against each of the following aspects?

to 5 scale, Igirly worst case scenario and 5= being the desiretdt®) where would thiscommunity be

Comments

nonexistent (1)

poor (2)

moderate (3)

good (4)

et (5)

23a. Safe clean portable water supp

24b. Public knowledge on cholera diagnos

25c. Procedures for the public to take ol
diagnosis

26d Cholera treatmen

27e. The public providing information
(reporting cases and deaths)

28f. Availability of Volunteers

29g. Access to a health cent

30h. Access to Oral R-hydration Solution

31i. Acceptance of treatment by all religious
groups

32j. Existence of an early warning syster

33k. Communications and media relation:
management plan

341. Funding for responding to cholera
outbreak

35a. (Overall PAST situation) During the 2008 to 200 outbreaks, if cholera could be rated on a scaleith 1 being the worst situation, what rating woutl you say this ward was by then?

| nonexistent (1) | poor (2) | moderate (3) | good (4) | edltant (5) | |
35b. In your opinion what rating would you assign ér the CURRENT situation for the ward?
| nonexistent (1) | poor (2) | moderate (3) | good (4) | et (5) | |
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Part 6: Resource Mobilization

Ward Municipality Provincial National Ié)é:gl Internaexticc))nal il n'\é(i)n 9 ( sgg](:fry) ( sgg]:ifry) ( sgg](:fry)
36. Are you aware of the availability of funding fo  r disasters at any of these levels? (tick all appro  priate levels)
If 'Yes' for questions 37 to 40 please tick the app  ropriate level at which the funding or resource is available. If answer is ‘No' provide explanation st ating desired level for funding. Note only one opti  on 'Yes' OR 'No' is applicable
L - 5 Local International other other other other
Yes Ward Municipality Provincial National | | - | - " "
37. Are you aware of specific funding for cholera d isaster relief (the emergency state i.e. when CEO NGO (specity) (specity) (Specity) (specity)
there is an outbreak) (mark X for the appropriate a  nswer) No
Probe to get an understanding for the 'NO' answera  nd record notes >
. L . Local International other other other other
Yes Ward Municipality Provincial National | | - | y - -
38. Are you aware of specific funding for cholera d isaster preparedness? (mark X for the CBO NGO (specify) (specify) (specify) (specify)
appropriate answer)
No
Probe to get an understanding for the 'NO' answera  nd record notes -
frefteeeiFl R 4 Local International other other other other
39. Are you aware of specific funding for coordinat ion of all cholera related? Efforts (mark X for e e N B ey el et | CBO | NGO | (specify) | (specify) (specify) (specify)
the appropriate answer)
No
Probe to get an understanding for the 'NO' answera  nd record notes -
frefteeeiFl R 4 Local International other other other other
Yes Ward Municipal Provincial National - ¥ ¥ ¥
40. Is there specific funding or resources for awar  eness and education about? Cholera (mark X unicipality vinet ! CBO NGO (specify) (specify) (specify) (specify)
for the appropriate answer)
No
Probe to get an understanding for the 'NO' answera  nd record notes -

41. Can you identify the top five critical locally available resources to respond to a cholera outbrea
access/control/ownership

k or managing the current situation? Against each r

esource tick if community has access/control/owners

hip and or likewise mark with 'x" if the community

does not have

Resource (1-5) —

41.1 Resource 42.2 Resource

41.3 Resource

41.4 Resource

41.5 Resource

Comments

Access

Control

Ownership
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Use
numbering to
order the
priorities (1
being top
priority)

42. In terms of resources what aspect is the commun ity most constrained (do not provide examples, inst  ead facilitate for participants to share their view s and record responses in detail.

42.4

43. Do a priority ranking of the constraints listed above by inserting the priority numbers ahead >>>

44. Before we do the last part of this FGD , Iwou  Id welcome any further comments you feel might be u seful to the analysis, especially where your partic ular areas of expertise or responsibility are not s ufficiently covered by answering the questions abov e.
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Part 7: Cholera Risk Tool

45. Cholera hazard

45a. Frequency

45b. Intensity

45c. Overall
Rank

What do you think is the chance that cholera will

Usually how strong or severe is cholera in a

What do you think is the overall importance of

Only one answer is applicable and must be circled in under the
appropriate numbered heading and corresponding criteria. E.g.

occur in the next 5 yrs? single event? cholera?
if community feels that intensity of cholera (45b) is moderate
then circle number 2 under 45b
Hazard certain may occur not likel very moderate ot very high moderate low
Cholera 3 2 1 3 2 1 3 2 1
Vulnerability (Impact of cholera on)
46a. Is the impact on human populations? 46b. Water supplies and sanitation facilities 46c. Economy: revenue, damages, lost
employment
Hazard certain may occur not likel very moderate ot very high moderate low
Cholera 3 2 1 3 2 1 3 2 1
Manageability (at local authority and government| __evel)
47e. how well does the government
47b. how good is the standard practice and 47. ¢ how good is the warning or prediction that 47.d how well does the
2
47a. whats the overall awareness of the public? by-laws that governs this cholera? an event will occur? government/municipality respond to an event? /municipality anucg:‘tla;t:;nd prepare for an
Hazard good modest Poor good modest poor good modest poor good modest poor good modest poor
Cholera 3 2 1 3 2 1 3 2 1 3 2 1 3 2 1
Capacity (of the community)
48. a whatis the overall awareness of the public? 48b. how good is the legislation that governs 48c. how good is the warning or prediction that an 48d. how well does the /mu‘:ﬁ;. zﬁw ‘;V:tlilcci’oaiz S:dgor\éer;\:g?g: an
. p : this hazard? event will occur? government/municipality respond to an event? pality e%ent” prep:
Hazard good modest Poor good modest poor good modest poor good modest poor good modest poor
Cholera 3 2 1 3 2 1 3 2 1 3 2 1 3 2 1
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Appendix IV: Cross-tabulations of cholera situation pre vs. post 2008 to 2009 disaster

Safe clean portable water supply(before) * Safe clean portable water supply(current) Crosstabulation

Safe clean portable water supply{current)
Mon existent Foaor Moderate Excellent
Safe clean Mon existent  Ccunt 2 L 3 0
portable water % within Safe clean
supplyibefore) potable water . 10C.0%
supply(before)
Ceunt 4
%% within Safe clean
potable water . . 10C.0%
supply(before)
Moderats Ceunt
%% within Safe clean
potable water 100.0% 10C.0%
supply{bafora)
Excellent Ceunt
%% within Safe clean

potable water 100.0% . 10C.0%
supply(before)

Ceount

% within Safe clean
potable water T% 10C.0%
supply(before)
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