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ABSTRACT

Introduction Unsafe water, sanitation and hygiene
(WASH) causes millions of deaths and disability-adjusted
life-years annually. Despite global progress towards
universal WASH, much of WASH programming continues
to fail to improve health outcomes or be sustainable

in the longer term, consistently falling short of internal
performance indicators and sometimes negatively
impacting the well-being of local stakeholders. Although
sector experts in high-income countries have often
provided explanations for such failures, the opinions of
those implementing WASH programming at the ground
level are rarely published.

Methods In 2020, we purposively recruited 108 front-
line WASH professionals in Malawi, South Africa, Tanzania
and Zimbabwe to participate in 96 in-depth interviews,
explaining why they believe WASH failure persists. Through
participatory analysis, including framework analysis with
additional axial coding and member-checking of our
findings, we determined the core reasons for WASH failure
as perceived by participants.

Results Interviewees reported poor engagement and
commitment of intended users, unrealistic and idealistic
expectations held by funders and implementers, and

a general lack of workforce and financial capacity as
significant contributors to WASH failure. Our analysis
shows that these issues stem from WASH programming
being implemented as time and budget-constrained
projects. This projectisation has led to reduced
accountability of funders and implementers to intended
users and a focus on measuring inputs and outputs
rather than outcomes and impacts. It has also placed
high expectations on intended users to sustain WASH
services and behaviour change after projects officially
end.

Conclusions Our findings imply that WASH programming
needs to move away from projectisation towards long-
term investments with associated accountability to local
governments and longitudinal measurements of WASH
access, as well as realistic considerations of the needs,
abilities and priorities of intended users. Funders need to
reconsider the status quo and how adjusting their systems
could support sustainable WASH services.

,'® Faida Chikwezga,?® Barbara E Evans

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Water, sanitation and hygiene (WASH) programming
is failing to be sustainable and thus improve health
outcomes. Due to the sensitivity of the topic, the
reality of why failure occurs at the implementation
level has been largely unexplored.

WHAT THIS STUDY ADDS

= This study used participatory analysis of interviews
with 108 front-line WASH professionals to deter-
mine that WASH programming fails largely due to its
delivery as discrete time- and budget-constrained
projects.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= The findings of this study emphasise the need for
the WASH sector to critically examine the prac-
tice of funding and implementing discrete, time-
bound projects rather than longer-term embedded
programming.

INTRODUCTION

The water, sanitation and hygiene imperative
1.4million people die each year from diar-
rhoea, acute respiratory infections, under-
nutrition and soil-transmitted helminthiases
attributed to unsafe water, sanitation and
hygiene (WASH), mostly in low-income and
middle-income countries (LMICs).! A further
74 million disability-adjusted life-years are lost
due to WASH-attributed morbidity of these
diseases, and there is emerging evidence that
poor WASH, particularly water insecurity, has
detrimental impacts on mental health.”

The importance of coordinated global
action to improve WASH has been recognised
for several decades. Brought into focus by
the United Nations (UN) Water Conference
and associated Mar del Plata Action Plan in
1977, there have subsequently been multiple
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international efforts to achieve universal WASH. In 2015,
the UN Human Rights Council deemed water and sani-
tation standalone human rights,* and the UN General
Assembly endorsed the Sustainable Development Goals
(SDGs); within these, Goal 6, to ‘Ensure availability and
sustainable management of water and sanitation for all’
(by 2030).” The SDGs apply to all countries, but although
there are subpopulations within high-income countries
(HICs) experiencing very poor WASH conditions,’ most
international efforts to improve WASH have continued
to be directed towards LMICs, and we focus our study in
such regions.

Since 2000, an extra 2.3billion people have gained
access to at least basic household water (including within
a 30min round trip), and 3.0billion to at least basic
household sanitation.” While progress has been made,
much WASH programming has failed to achieve its
goals. It is estimated that in order to achieve universal
WASH by 2030, there will need to be a sixfold increase
in current rates of progress for safely managed drinking
water, a fivefold increase for safely managed sanitation
and a threefold increase for basic hygiene services.” In
order to achieve such an acceleration, the UN Human
Rights Council recently adopted a Resolution calling on
member states:

To identify patterns of failure to respect, protect or fulfil
the human rights to safe drinking water and sanitation for
all persons without discrimination and to address their
structural causes in policymaking and budgeting, while
undertaking comprehensive planning aimed at achieving
sustainable universal access to safe drinking water and san-
itation, including in instances where the private sector, do-
nors and non-governmental organizations are involved in
service provision. (8, p. 6)

This article is an attempt to identify such patterns of
failure in the context of sub-Saharan Africa (SSA).

Failure in WASH programming

The primary goal of all international development and
humanitarian programming is ostensibly to improve
or protect the health (physical, mental and social well-
being) outcomes of ‘beneficiaries’ (9, p. 73). In WASH,
this is through achieving sustainable access for the
intended users of services (certain stakeholders may have
secondary goals, for example, profit or political capital,
but arguably these need to be accompanied by access).
Programming which does not contribute to achieving
sustained access can be considered to have failed. This
may be a waste of resources (natural, human and finan-
cial), but WASH programming can also fail by having
negative impacts on individuals. Although data on the
scale of WASH programming which has failed to improve
access are limited (because WASH programming that
is not delivered by formal utilities does not tend to be
monitored in the long term), there are many examples of
WASH programming that has clearly not met its intended
technical and/or social goals or has resulted in unin-
tended negative consequences.

Many programmes have been deemed successful
when they have been completed but have failed to be
sustainable in the longer term, for example, the ongoing
sectoral issue of water handpumps, where it is estimated
that, despite ‘working’ at installation, one-quarter in
SSA (~175000) are non-functional at any given time.'’
Other programming has been deemed successful by
implementers, but denounced by users, for example, the
urine-diversion dry toilets installed in e-Thekwini, South
Africa,'" and the local government managed sanitation
services in Goids state, Brazil'> (undoubtedly there are
many other examples of user discontent, but we note that
published evidence on cases of users denouncing WASH
programming is difficult to come by, as they are rarely
asked to formally evaluate programming). Multiple
studies have identified the negative impacts of WASH
programming that invokes social stigma or conspicuous
consumption (eg, community-led total sanitation and
sanitation marketing) on well-being, leading to outcomes
such as gendered violence"” and reduced community
social cohesion.'* In extreme cases, staff maintaining
WASH infrastructure have died or been injured. For
example, sanitation workers (those who unclog sewers or
empty latrine pits) die regularly when undertaking their
job in India, with some estimates as high as three deaths
every 5days."” Finally, implementers in LMICs (rarely in
HICs) often encourage, sometimes require, intended
users or local entrepreneurs to invest time and/or money
in WASH programming. Although rarely discussed, when
this programming does not succeed in improving WASH,
there are lost opportunities and actual sunk costs that
have been invested by local stakeholders (particularly
women intended users).'® 7 These examples demon-
strate how WASH programming—even that which may
have achieved progress towards universal access—may be
considered to have failed by at least some stakeholders.

Understanding causes of WASH failure

Development scholars have always critiqued the ways in
which aid is delivered, with some going so far as to state
that spending has ‘proceeded with rather little effort to
understand the challenges entailed in inducing partici-
pation or to understand why earlier programmes failed.
The process has been driven more by belief or ideology
and optimism than by systematic analysis, either theoret-
ical or empirical’ (18, p. 256), with a review of humani-
tarian programming stating that there is an ‘inability to
learn lessons or follow recommendations from previous
crises’ (19, p. 1). However, in 2008, Engineers Without
Borders Canada became the first international non-
governmental organisation (NGO) to publicly publish a
“failure report’,” and in the years since, rhetoric around
‘admitting’ to failure has increased, with many informal
attempts to encourage sharing of failure in conference
settings and blogs, including in WASH.*'** However,
this has not translated into the widespread publication
of programming failure, which would allow development
professionals to learn from one another.
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Although the failures of specific WASH programmes
are often not publicly discussed,”” WASH professionals
who are not implementers or funders have been high-
lighting risks to programming for decades. For example,
in 1983, as part of the International Drinking Water
Supply and Sanitation Decade (The Decade), the WHO
conducted a global survey to understand the constraints
the sector faced in achieving universal water and sanita-
tion by 1990. These included funding limitations, lack of
operation and maintenance, inappropriate institutional
frameworks, lack of (sub) professional staff, import
restrictions, logistics, insufficient efforts towards health
education, intermittent water services, non-involvement
of communities in programming, lack of government
policy, lack of planning and design criteria, inappropriate
technology, inadequate or outmoded legal frameworks,
insufficient knowledge of water resources and inade-
quate water resources.”® Many of these risks had already
been alluded to in the 1970s, particularly the need to
move away from capital to operational expenditure and
to develop long-term management plans in collaboration
with intended users.”’

Despite these causes of WASH failure being clearly
identified in the 1970s and 1980s, WASH program-
ming continues to fail. Recent publications indicate
that WASH sector experts perceive causes of continued
failure to be very similar to those identified as hindering
the universal achievement of WASH in The Decade:
priorities of intended users are not met; operation and
management are not adequately budgeted for, and/or
the processes for them are inadequate; lack of consider-
ation of local social, cultural and physical contexts and
their complexity; systems are not designed to be afford-
able to intended users; donors prefer to fund capital
expenditure and infrastructure rather than operational
costs; government support is inadequate; institutional
weaknesses and bureaucratic processes inhibit success;
guidelines from donors are too rigid; staff capacity and
capabilities are insufficient; organisations and depart-
ments do not adequately communicate and coordinate;
WASH is a low political priority; and there is limited local
engagement.28_42

This study

Most of the opinions being publicly shared on why WASH
programming keeps failing in LMICs are those of sector
experts based in HICs (eg, staff at multilateral organisa-
tions such as UN agencies, development banks, consultant
evaluators and senior academics). Thus, we envisioned a
study where those closest to programming—the WASH
professionals who directly implement it—could share
their views on why so many WASH initiatives fail.

Our team of researchers had a current and historical
focus in SSA, particularly Malawi, South Africa, Tanzania
and Zimbabwe, and thus we endeavoured to hear from
front-line WASH staff in this region. We anticipated that
there may be local knowledge that had thus far been over-
looked but which could—and should—be considered

when attempting to prevent future WASH failure. We
also wanted to understand whether the perceived causes
of WASH failure in SSA were similar to those identified
by sector experts based in HICs as global concerns.

MATERIALS AND METHODS

This article is reported according to the Consolidated
criteria for Reporting Qualitative research guidance
(checklist included as online supplemental material 1).*
The research proposal itself, research tools (ie, interview
guide and instrument development and contextualis-
ation workshop template), ethical paperwork (ie, partic-
ipant consent form and participant information sheet)
and deidentified interview transcripts are available online
via the Open Science Framework (data set). ™

Patient and public involvement

Three of the authors (D]JB, RCS and ES) have been facil-
itating sector-wide discussions on where things go wrong
in WASH since 2018. This has included running game-
shows and seminars at international conferences, facil-
itating and taking part in online discussions, webinars
and panels, and codeveloping a manifesto for change
with interested colleagues.” Through these avenues, it
became clear that WASH professionals globally would like
to prevent further failure through better understanding
the mechanisms at implementation stage, and thus they
convened a larger group of academics and practitioners
to develop this study.

Study design

The principal (D]JB), co-principal (RCS) and coinvesti-
gators (AC, TM, MNS, JB, TK, SK, KL, RDM, OM, ACO,
KTR, JR, ES and EW) developed an initial interview
guide, which included a set of suggested prompts that
would encourage participants to share their perceptions
and experiences of WASH programming failure. An
instrument development workshop template, designed
to contextualise the interview guide and train inter-
viewers in each of the four countries, was also developed.
The instrument development workshops were led by RCS
and ACO in South Africa; TM, KLL. and RDM in Malawi;
AC and TK in Zimbabwe; and MNS and OM in Tanzania.
The workshops had two aims: (1) contextualise the data
collection instrument so that it would be appropriate in
the local setting, including putting participants at ease
when discussing sensitive topics and (2) making data
collectors familiar with the project and research tools
and incorporating their feedback. Due to COVID-19
restrictions, in some locations the data collection instru-
ment and delivery method were adapted for remote
interviewing (ie, via the phone or online).

The final data collection instrument in each country
was an open-ended in-depth interview, where inter-
viewers were specifically asked not to define WASH
failure on behalf of participants. Participants were asked
to discuss what they considered to have been failures in
WASH programming that they had observed, including
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those which they believed had been ‘fixed’. Interviewers
probed participants to explain what had happened, why
they think it happened, and how they think it might have
been avoided, or how it was later addressed.

Sampling

Due to the exploratory nature of this project and the
sensitive nature of the topic, sampling and recruitment
were conducted via purposive (to ensure a mix of private,
public, non-governmental and academic participants)
and snowball (to identify further participants) sampling.
Appropriate participants were identified by the research
leads in each country (RCS in South Africa, TM in
Malawi, AC in Zimbabwe and OM in Tanzania) from
existing relationships and knowledge of the local WASH
sector. The data collection teams approached poten-
tial participants in person, through email or by phone.
Recruitment continued until all avenues were exhausted
and the research team believed they had extended invita-
tions to frontline WASH professionals from all relevant
organisations within their networks (rather than through
saturation). Records were not kept of how many poten-
tial participants declined to be interviewed.

Data collection

Local researchers collected data in each location in
2020; see online supplemental table S1 for a description
of their backgrounds and relationships to participants.
Although participants were invited to be interviewed
individually, they could opt to be interviewed in a group
if they wished. Interviews were undertaken in person
(privately, in a location preferred by the participant/s) or
over the phone/online, depending on the preferences
of participants and COVID-19 restrictions. All interviews
were audio recorded.

Analysis

Audio recordings of the interviews were transcribed

verbatim and translated into English where necessary.

Analysis was then conducted through a participatory

method:

1. Members of the author team (D]B, JB, AC, TK, SK,
KL, RDM, OM, TM, ACO, KTR, JR, ES, RCS, MS and
EW) were assigned a random subset of transcripts (five
or six each) and prepared research memos™ for all
96 transcripts. For each interview, authors noted what
participants perceived to be the main causes of WASH
failure (themes).

2. DJB convened an online workshop to present and dis-
cuss the emerging themes. This allowed us to discuss
our own biases and reality-check that we were inter-
preting the data itself rather than imposing our own
views.

3. DJB and JB took notes and later reviewed all of the
memos, identifying reasons participants provided for
WASH failure. They developed and shared a coding
framework with the rest of the author team (by email),
which all agreed represented the overarching findings.

4. A research brief was prepared and a workshop con-
vened in each location, where country teams shared
a draft with participants to determine whether they
agreed with the overarching findings, and to identify
those findings which were specifically important in the
local context. This was in lieu of member checking in-
terview transcripts.

5. After some small alterations, the overall research
brief'” and briefs for Malawi, Zimbabwe and South Af-
rica®®?" were published online and shared widely with-
in the WASH sector. A separate brief was not published
for Tanzania as there was no content specific to the
country that needed highlighting.

6. To enable a more in-depth analysis, DJB coded each
of the transcripts using NVivo’! through a process of
both framework analysis (using the framework code-
veloped by the author team and approved by partici-
pants) and further axial coding®’; assigning new codes
as they arose across multiple transcripts. D]B coded all
the data and considered a theme saturated if it was
present in at least 25% of the transcripts. A few minor
themes arose in a handful of transcripts (<15%) and
are not discussed in this manuscript.

7. DJB shared the project file (codebook and coded ex-
tracts) and her interpretation of each perceived cause
of failure with RCS to confirm the validity of the find-
ings. The final codebook as relevant to this manuscript
is included as online supplemental table SI.

8. The coded content and interpretation of each per-
ceived cause of failure were then provided to, and dis-
cussed with, the other coauthors to confirm that all
agreed with the conclusions based on their experienc-
es as interviewers and/or analysts.

Authors’ positionality

We are a group of researchers from a variety of research
disciplines and a mixture of HICs and LMICs, with expe-
rience working on WASH in a variety of contexts (online
supplemental table S2). Although each of our individual
backgrounds could have introduced bias into our project
design, analysis and reporting, we trust that our participa-
tory method of analysis and member-checking, as well as
our attempt to employ self-critical epistemological aware-
ness,” have allowed us to foreground the perceptions of
our participants in our findings.

We are also cognisant of the positionality of the research
participants (front-line WASH professionals) with regard
to intended users. Although the participants were in most
instances citizens or residents of the country where they
implement programming, this does not erase the power
differential between them and the intended users of
WASH services. Not only is there an inherent hierarchy
of them being the ‘providers’ of services, but it is also in
the career interests of frontline WASH professionals to
be ‘foot soldiers’, internalising the views of international
development agencies (53, p. 43). Agreeing to take part
in this project indicated a willingness to challenge this
hierarchy to some extent by speaking about issues with
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the status quo. However, we do note in our Results that
there were many instances where participants placed
blame for failed WASH programming on intended users,
reinforcing international development narratives of
ungrateful ‘beneficiaries’.

Further information on the reflexivity of the authors is
available in online supplemental information 3.

Ethical considerations
Workplace failures are a sensitive topic to discuss, and
disclosure could have personal and professional ramifi-
cations for participants. We were thus cognisant from the
outset that the utmost care would need to be taken to
confirm that invited participants understood the volun-
tary nature and risks of the study, especially if they were
invited by a colleague or recommended by their superior.
Because the voices of front-line WASH professionals are
rarely heard, we decided that transcripts would be shared
open access (so they could be read by fellow researchers
and practitioners interested in this topic) provided
they could be both sufficiently deidentified (from the
participant, their organisation and any colleagues or
intended users discussed) and did not contain sensitive
information which the team deemed could cause harm
when shared. To do so, two members of the author team
reviewed each transcript (different paired members for
each transcript) to remove identifying information and
determine whether it was too sensitive to be shared open
access. 94 (of 96) transcripts which could be successfully
deidentified and were not deemed sensitive are available
online via the Open Science Framework (dataset) M Two
transcripts have not been shared publicly as they contain
sensitive information which could not be sufficiently
deidentified.

RESULTS

93 individual interviews and three group interviews were
conducted with a total of 108 frontline WASH profes-
sionals (table 1). Interviews were normally 30-60min
long. Participants identified a variety of definitions and
examples of WASH failure: challenges within program-
ming (which may or may not have been rectified later)

and/or programming that did not meet predefined end
goals on time and within budget, was not sustainable in
the longer term and/or did not meet the priorities of
intended users. Although participants were able to discuss
any WASH programming they deemed important, most
examples provided were regarding time-bound projects
funded by international donors.

Participants described WASH failure occurring due
to eight perceived core causes (table 2), almost all of
which they believed could have been foreseen. This
section provides an explanation of each cause and some
illustrative quotes; additional illustrative quotes for each
perceived cause of failure are provided in online supple-
mental table S3.

Low levels of commitment from intended users

The most cited reason for failure was that participants did
not consider the intended users adequately committed
to WASH programming. While, in some cases, intended
users were clearly being blamed for WASH failure,
other participants explained that programmes were not
designed to meet the needs or priorities of intended
users, so it was unsurprising when users did not partici-
pate as fully as programme designers and implementers
may have wanted.

It was common for participants to attribute failure to
poverty, where even if intended users were interested
in improving their WASH situation, this was not their
highest priority, so programming failed; “There is an issue
of disasters such as floods, they bring back people to zero. They
constructed a latrine, they had a borehole, and floods come and
wash those away and with poverty people can’t do anything. ..
Their priority becomes food and for them to start thinking of
sanitation is a challenge. .. sometimes issues of poverty can turn
priorities upside down and you can’t blame them” (Malawi,
Government Participant 7).

Participants also often mentioned small scale crime,
such as theft and vandalism of WASH goods, although this
was sometimes not blamed on intended users themselves
because “there’s thefi, it’s because people need money. They need
access to things. They need to send their child to school, they

Table 1 Interviews facilitated in each country

Individual interviews Group interviews

NGO or Academic Private Community Total

Government CSO institution sector leader Government NGO or CSO transcripts
Malawi 7 27 34
South Africa 3 3 2 5 2 1 FGD 16

(2 individuals)
Tanzania 10 11 3 2 FGDs 26
(13 individuals)

Zimbabwe 9 10 1 20
Total 96 transcripts, 108 individuals

CSO, Civil Service Organisation; FGD, Focus Group Discussion; NGO, non-governmental organisation.
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Table 2 Themes and codes given by interviewees based on their perceptions of why WASH programmes fail

# Transcripts

Theme+child codes Failure caused by... M(@B4) S(16) T(26) Z(20) All(96)
Low levels of Low levels of commitment of intended users 30 9 21 17 77
commitment from regarding their roles in WASH programming
intended users
Crime Small scale crime (eg, vandalism, theft of WASH 6 3 5 1 15
materials)
General Uncommitted intended users not coded elsewhere 16 2 11 10 39
Historical and/or cultural  Historical and/or cultural beliefs around WASH 7 6 1 15
beliefs practices
Ineffective local leadership Ineffective leadership at the very local level (eg, 7 1 3 4 15
committees, chiefs)
Insufficient knowledge Intended users not having adequate WASH knowledge 8 9 22
Remuneration Intended users expecting payment for time and/or for 17 8 8 38
expectations WASH services to be provided for free
Poverty Poverty of end users, particularly where WASH is not 16 2 11 5 34
their highest spending priority
Inadequate engagement Implementers not adequately determining and/or 22 8 22 14 66
considering the self-identified needs of intended
users in planning and design or not providing
sufficient education and training on the intended
programming
General Inadequate engagement not coded elsewhere 8 3 4 18
Needs assessment, Lack of engagement with intended users during needs 19 10 10 44
planning, design assessments, planning and design
Programming education/  Lack of education and/or training regarding the 6 3 16 6 31
training programme being implemented
WASH education Lack of WASH education (particularly around the 0 0 11 3 14
impacts of poor WASH) being embedded within
programming
Idealistic planning Idealistic planning which assumes programme 30 5 18 12 65
theories of change are correct from the outset,
budgets and time frames will not change, and
programmes will be sustainable for a long period
after implementation.
General Idealistic planning not coded elsewhere 4 0 1 2 7
Inappropriate budgeting Implementers budgeting inappropriately 15 11 30
Postproject monitoring Inability to assess sustainability as no monitoring is 2 0 6 0 8
done following implementation
Project length Projects being too short to achieve their goals 5 12
Sustainability assumptions Assumptions that altered WASH behaviours will 21 5 7 39
continue and users (or some other third party)
will do or fund operation and maintenance after
implementation
Politics and bureaucracy Political motivations and slow or overly 21 9 14 7 51
complicated bureaucracy
Bureaucracy Lengthy and complicated bureaucracy 6 4 0 17
General Politics and bureaucracy not coded elsewhere 4 15
Individuals’ priorities The priorities of individuals (politicians, staff within 9 7 4 28
government departments and community leaders)
being considered above those of institutions/
communities.
Political will WASH not being considered a priority of the 9 2 7 1 19
government
Continued
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Table 2 Continued

# Transcripts

Theme+child codes Failure caused by... M(34) S(16) T(26) Z(20) All(96)
Poor coordination and Poor coordination and communication between 26 6 10 7 49
communication WASH sector actors and intended users
General Poor communication and coordination not categorised 7 2 4 0 13
elsewhere
Poor communication Poor communication and coordination between WASH 24 5) 7 6 42
between WASH sector sector professional actors (ie, not including intended
professional actors users)
Withholding of information Implementers purposefully withholding information 4 1 1 1 7
from other stakeholders
Insufficient capacity Insufficient human resource capacity 15 4 15 6 40
Staff capabilities Insufficiently trained implementation staff 14 3 15 5 37
Staff turnover Constant turnover of implementation staff 4 2 0 1 7
Unrealistic funder Unrealistic funder expectations which, combined 21 1 8 7 37
expectations with a competitive funding environment means
that organisations find themselves overpromising
in terms of activity and timelines, and reluctant to
report problems as they arise
‘Funder knows best’ Funders imposing their own ideas about programming, 14 0 1 1 16
rather than listening to implementers/intended users
General Unrealistic funder expectations not categorised 7 0 4 1 12
elsewhere
Inadequate funding Implementers having inadequate funds to achieve their 8 0 4 5 17
goals
Limited flexibility Lack of flexibility in timelines and budgets 7 1 2 2 12
Measurement priority Funders prioritising outcomes that can be easily 5 0 1 7
achieved and counted over those which require longer
term behaviour change or qualitative measurement
Inappropriate technology Implementing WASH technologies which are 16 0 7 1 24
inappropriate to the physical environment
Climate Implementing WASH technologies that are 12 0 6 1 19
inappropriate due to the current and/or changing
climate
Soil and/or topography Implementing WASH technologies that are 4 0 1 0 5
inappropriate due to soil and/or topography
Water table Implementing WASH technologies that are 5 0 0 0 )

inappropriate for the depth of the water table

Some transcripts discussed multiple child-codes, and thus the ‘overall’ numbers shaded grey are not a sum of the numbers directly
below them. Overarching themes are listed in order from most to least prevalent in transcripts.

Numbers in brackets indicate the total number of transcripts for that country.

M, Malawi; S, South Africa; T, Tanzania; WASH, water, sanitation and hygiene; Z, Zimbabwe.

need to buy food, they need to do these things’ (South Africa,
Government Participant 1).

Sometimes participants believed that intended users
lacked sufficient knowledge to know the harms associated
with poor WASH, and thus were not committed to WASH
programming; “it’s largely because people may not know the
implications of not washing your hands properly, not throwing
or disposing your rubbish properly.” (Zimbabwe, NGO Partic-
ipant 9). This lack of knowledge was sometimes linked
to historical and/or cultural beliefs and behaviours
around WASH; “[the intended users] just did not seem too
concerned about not having latrines—citing that their parents

and grandparents did not have latrines and survived for gener-
ations” (Zimbabwe, NGO Participant 1).

Another reason given was ineffective local leadership,
where chiefs and councillors do not command the respect
required to facilitate WASH improvements; “power in the
chiefs is not that much hence people don’t really respect them.
In some areas chiefs would hold those without a toilet account-
able and even make them pay and people would fear such, while
in other areas people don’t fear or respect their chiefs and hence
people don’t follow through” (Malawi, Government Partici-
pant 3).
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Finally, many participants attributed a lack of commit-
ment by intended users to their expectation of payment
for their time and/or that WASH services should be
provided for free. Although this was sometimes attributed
to historical expectations (where free services and allow-
ances have been provided by other organisations or
governments) or political motivations, some participants
did place negative judgements on intended users due to
this expectation; “I've noticed it now that that mentality of
free basic service which people expect to see from the municipality
“you guys do everything, provide me with the service because I
(South Africa, Private Sector Participant 1).

9993

vote

Inadequate engagement of intended users

Many participants identified the inadequate engagement
of intended users throughout the WASH programming
lifecycle as a cause of failure. Often this was because
intended users were not adequately consulted during
needs assessments, planning and design; “Most of the times
we just go with our activities outlined and it becomes difficult
for the people in the community to adopt because they are not
involved in the development process of the project... Most of the
time as organisations we ambush the people with interventions”
(Malawi, NGO Participant 12). Participants also identi-
fied that programmes often lacked adequate communi-
cation, such that intended users did not know why the
programme was being implemented, that it was for their
benefit, and/or how to maintain the infrastructure/
behaviour change in the longer term; “7The budgets may not
be targeting capacity building of communities which is key when
communities will be expected to manage the WASH facilities once
implemented” (Zimbabwe, NGO Participant 1).

In Tanzania and Zimbabwe, participants also identified
that a lack of WASH education within programming was
contributing to failure; “I think we provide to the commu-
nity education but it’s not adequate” (Tanzania, Government
Participant 4).

Idealistic planning

Participants often identified idealistic planning by imple-
menters as a cause of failure. This included a tendency
for implementers to budget inadequately, or not consider
where resources may be impacted by factors external to
the project, “so the problem is vehicles are available but there
[are] just too many projects, instead of assigning one for each
project, you would find that they ve assigned one vehicle to many
projects” (Malawi, Government Participant 3).

Inadequate time frames which did not account for
delays, and funding that did not allow for extension,
were also often blamed; “researchers work on best case
scenarios and researchers are people writing all the proposals.
I think it is very important to take into account that things
move slowly socially and politically in Africa” (South Africa,
NGO Participant 1). Many participants also noted that
programming assumed that intended users (or another
agency) would carry out and pay for operation and main-
tenance of infrastructure and users would also continue
with ‘changed” WASH behaviours after funding ended,

despite evidence that this assumption was flawed; “When
you do that awareness, people comply just to allow the borehole
to be drilled. When the borehole is drilled and when we finish the
awareness the community also stop practicing hygiene” (Malawi,
NGO Participant 17). This was compounded by a lack of
monitoring after programmes had ended, which could
provide evidence of the longer-term success or failure of
different approaches.

Politics and bureaucracy

Just over half of the participants indicated that political
motivations and bureaucracy contributed to failure. This
was often attributed to politicians, government staff or
local leaders directing funds to groups or individuals to
win favour or elevate their own priorities; “[when] seeking
votes from the people ... some standards such as borehole depth
are compromised’” (Malawi, NGO Participant 17). Some-
times failure was deemed to be due to a lack of political
will; “There is an issue that government do not pump in enough
money to support that... they would rather use the money to
buy drugs to treat diarrhoea rather than to implement activi-
ties that would help someone to prevent all diarrhoea infections”
(Malawi, Government Participant 7). Lengthy or compli-
cated bureaucracy was also often cited as a cause of
failure, particularly delays in being able to release funds;
“You spend another two, twoweeks with a sign on the toilet that
says: “Out of Order!” and people are coming every day, they
want to use it, but there is a sign saying: “Out of Order!”. Why
don't you get a plumber there and then to come and fix that?
But, because of bureaucracy, we still have to go to tender ... we
will stay a month with a toilet or an ablution block that is not
working” (South Africa, CSO Participant 2).

Poor coordination and communication
Around half of the participants indicated that poor coor-
dination within the sector, and poor communication
between stakeholders, led to failure. This was mostly due
to professional WASH actors failing to communicate and
coordinate with one another, because “departments work in
silos, Department of Housing is sitting somewhere planning their
own thing. Whereas the Department of Water and Sanitation is
sitting somewhere planning their own thing” (South Africa,
CSO Participant 2) and “Any WASH NGO does what they
think s best for them... So for instance, the [name withheld]
project was huge, we discussed with the government to bring
standards, because as we were conducting the project, we were
about six NGOs, during that project ... every NGO operated in
their own unique way” (Malawi, NGO Participant 21).
Sometimes failure was perceived to have been caused by
implementers purposely withholding information from
other stakeholders; “Initially local authorities started with
hiding information from each other, thus the project was built
using a baseline with false information” (Zimbabwe, Govern-
ment Participant 1). This was sometimes attributed to
stakeholders not wanting to disclose budget amounts to
one another; “I believe they didn’t want us to peep into their
pocket... Many [organisations] do not want to indicate how
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much money they have” (Malawi, Government Participant
4).

Insufficient human resource capacity

Several participants identified a lack of human resource
capacity as contributing to failure. Often, this was related
to implementation staff who did not have sufficient
training in necessary skills; “There are engineers or WASH
professionals, but they don’t know how to prepare the commu-
nity to recetve a project” (Tanzania, NGO Participant 5)
and “If you don’t recruit technical experts in WASH, don’t
expect results... we need to recruit the right people to do the
right job” (Malawi, NGO Participant 5). In a handful of
cases the sustained turnover of implementation staff was
mentioned as contributing to failure; “Unfortunately, with
the nature of our job, you'd find that the person we coordinate
with leaves the job and another one comes in, so it leads us to
start all over” (Malawi, Government Participant 4).

Unrealistic funder expectations
The unrealistic expectations of funders were commonly
cited as a reason that WASH programmes failed, particu-
larly in Malawi. It was generally expressed that in
preparing proposals for funders, implementers prom-
ised unrealistic results to appear competitive, and then
were unable to deliver what was expected of them. Some
participants in Malawi, Tanzania and Zimbabwe believed
that implementers received inadequate funding (overall,
or they were not allowed to spend on specific items, such
as vehicles and staff/community allowances) to be able to
achieve their goals; “WASH failures... they occur, because of
the inadequacy of resources to carry out these programs, sometimes
the materials that are provided can only sustain the programs
halfway” (Zimbabwe, Government Participant 5). They
also shared that once funded, there was very limited
flexibility with regard to changing timelines or budgets
(including moving funding between budgetlines); “It was
challenging during the rainy season... we have a specific time
Jframe so you can imagine spending all this time without going to
the field which means that this time has been spilt over out of the
time frame of the project. And the donor starts to question that
we agreed that by this date we need a report on the progress and if
you have finished; we cannot give donor an excuse that we had
rains” (Malawi NGO Participant 2). Several participants
spoke about issues of funders dismissing the expertise of
implementers or intended users, deciding that they ‘knew
best’ what was needed, rather than what implementers
and intended users deemed important; “I think there is
a problem with NGOs that the donors usually when they come,
they dictate what they want to do... There was a requirement for
Jinancial contribution, and they [NGOs] were like “our donor
said we should do this”. So, some decisions are done from far
places like overseas” (Malawi, Government Participant 7).
A few participants also indicated that “The main problem
is that we are more focused on figures than the sustainability
of the project. An example would be when they give us a target
of 10,000 people to be reached. .. our focus will be on the figure
giwen. Our main focus should be the quality of work and not

just quantity. These two must be differentiated... when the
donors see the large numbers being reported they get excited.
So, the donors have to change their mindset... We need to start
reporting on quality and not quantity” (Malawi, NGO Partici-
pant 15). They indicated that outcomes that can be easily
achieved and counted over those which require longer-
term behaviour change or qualitative measurement are
prioritised, limiting the transformative and sustainability
potential of WASH programming.

Inappropriate technology

The selection and attempted installation of WASH tech-
nologies that were inappropriate to the environment
within which they were being implemented was some-
times mentioned as a cause of failure. Often, this was
related to technologies that could not withstand changing
climatic conditions and associated extreme weather
events such as flooding; “they [intended users] would
construct a pit latrine which is substandard since as an organi-
sation we fail to support them with materials. So, you would find
out that when floods come, they would wipe away those latrines”
(Malawi, NGO Participant 24). In a smaller number of
cases this was attributed to technologies unsuited to the
area’s geology and topography; “due to climate change the
water tables, water levels are changing, they are going down so
sometimes to drill a borehole is a challenge and cases of boreholes
that work just for few years are rising yet you have spent a lot of
millions” (Malawi, NGO Participant 1).

DISCUSSION

Front-line WASH professionalsin SSA described narratives
of staff trying to achieve sustainable WASH in complex
contexts with limited resources and under extreme time
and budgetary pressure. It is important to recognise that
the results presented are the perceptions of the partici-
pants (and thus failure cannot be directly attributed to
them without further empirical evidence). However, they
identified many of the same causes of failure that have
been suggested by senior WASH professionals in HICs to
have been occurring throughout LMICs since at least the
1970s and 1980s. Considering these perceptions of front-
line WASH professionals alongside the critical develop-
ment literature, when taken as a whole it seems that a
major, overarching cause of WASH failure in LMICs is
the disbursement of WASH aid (and indeed, most global
health and international development aid generally) as
commodified projects.”

The projectisation of WASH in LMICs

In most cities with functioning water and sanitation
networks (the majority of which are within HICs), regard-
less of whether they are managed by private or publicly
owned utilities, governments hold implementers account-
able via regulations and are nominally held accountable
themselves by the general population, through demo-
cratic processes, to ensure these services continue to be
delivered.” Very rarely are users expected to participate
in service delivery. By contrast, WASH programming in
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LMICs tends to be delivered as discrete time-constrained
and budget-constrained projects funded by external
donors, often through NGOs, with increasing expecta-
tions of participation and long-term maintenance from
intended users, often without their initial engagement in
design, development and planning for the service.”

We do not believe that the issues of projectisation
are new knowledge to the WASH sector, but rather that
they are ‘uncomfortable knowledge’®’—that the sector
has known the limitations of WASH projectisation for
decades, but has continued to implement WASH in this
way because it considers there to be limited options when
navigating the complexity of international development;
“[funded] project proposals are those that define upfront
the specific protocols, targets, and modes of operation
that will guide the work.... the attention is focussed
on internal legitimacy and control rather than shifting
external challenges” (58, p. 85).

Muddled accountability and measurement
Most of the WASH programming discussed by our partic-
ipants was projects funded by international donors, and
many participants spoke about pressure to satisfy their
funders. Often this funding originated from govern-
ments in HICs and was provided via granting bodies (eg,
multilateral agencies or international NGOs) who in turn
funded implementers (mostly NGOs). Intended users
cannot hold anyone accountable under this model.”
Due to short election cycles in most democratic coun-
tries, it is difficult for HIC governments to commit to the
longer-term provision of WASH services in LMICs, and
thus periodic funding of projects is the norm. In addi-
tion, to placate tax-payers, when such projects are eval-
uated there is often an ‘excessive focus on what can be
counted as opposed to what counts’,” further evidenced
in this study. What tends to be measured is how many of a
particular WASH infrastructure have been built at project
completion (eg, number of toilets), how many intended
users ‘should’ be served by a service in the longer term
(eg, households estimated to be served by a wastewater
treatment plant), or how many users demonstrate (or
verbally confirm) some prescribed behaviour at project
end (eg, handwashing), but these do not account for
the long-term uptake of provided services, user experi-
ences or health outcomes. Just because something can
be counted does not mean it has significance to intended
users (Natsios, 2010, p. 9). This focus on the outcomes of
short-term projects has contributed to WASH program-
ming which, even if deemed successful at project ‘end’,
is proving to be unsustainable in the longer term and
unlikely to improve health outcomes. This also links to
project evaluation processes, including what is important
to measure, and who deems whether a project has been a
success—our participants indicated that too often evalu-
ations are conducted rapidly and superficially, with little
consideration of what intended users may think about a
project or what they believe is important to share (see a
discussion on the ‘white gaze’ and evaluation in 53).

Participation as panacea?

For decades, WASH scholars and practitioners have
spoken of the importance of participatory development,
including the meaningful involvement of intended users
(and other local stakeholders) in project design, imple-
mentation and management (eg, see work of Robert
Chambers and Deepa Narayan). Notionally, this advice
has been heeded, with many funders requiring program-
ming which prioritises ‘participation’, including much
of the programming discussed by our participants. Yet
some of the most cited causes for WASH failure from
our study suggest that even if participation is included
in WASH projects, it does not always lead to sustainable
programming. Sometimes this is because those inter-
viewed believe participation of intended users is being
inadequately incorporated and sometimes because they
blame intended users for not being ‘committed enough’
to improving WASH in the ways the implementer and
funder have envisioned. The point at which participa-
tion is incorporated into the programme was also raised
as an issue, where the decisions around implementation
may already be made, and therefore, to the intended
users can seem tokenistic and one way, exacerbating
the power imbalances between them and WASH profes-
sionals. Overall, there is a fundamental tension between
being able to engage intended users in WASH projects
because users themselves believe they are necessary and
a personal/community priority versus expecting users to
participate in WASH projects because the implementers
and funders believe they should be a personal/commu-
nity priority. This has been critiqued in the international
development literature for decades (eg, see several chap-
ters of ref. 59), including in WASH specifically,” but still
persists, and in our work appears to be perpetuated by
many frontline WASH staft trained, mentored and/or
employed by organisations and experts based in HICs (as
discussed in ref. 61).

In addition to the general rhetoric of the WASH sector
that participatory development, and ‘ownership’ by
intended users are important,” our results suggest that
generally unrealistic expectations by funders, insuffi-
cient funding and inappropriately trained staff are also
contributing to projects placing the burden of imple-
mentation, operation and maintenance onto intended
users. As Ramalingam writes, “... participatory devel-
opment can simply end up reinforcing the status quo
by defining upfront the kind of participation the aid
agency wants, rather than thinking about the kind of
participation that might be needed and appropriate to
the context”.”® What appears to have been overlooked in
many of the projects discussed by our participants is that
‘ownership’ of WASH services cannot be engineered if
intended users do not value, or prioritise, those services
which are being proposed. This is not novel to WASH,
“NGOs [in global health and international development
generally] have not been able to solve these problems
because their efforts are not adequately tied to the aspi-
rations and struggles of grassroots communities”.” Tt
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is thus no surprise when intended users choose not to
engage in WASH programming. Similarly, where users
do choose to engage, but projects fail because inappro-
priate WASH technologies have been implemented due
to a lack of technical specialists (in favour of using the
human resources of intended users), this is unsurprising,
as intended users, although experts in their own context,
are not experts in WASH.

The myth of project handover

WASH services require ongoing investments of time and
money. International funders and implementers are not
ignorant to this; even in the 1970s and 1980s it was known
that implementing discrete projects was not leading to
sustainable WASH. To address this, two types of ‘hand-
over’ at project completion have become commonplace
(and sometimes hybridised): to intended users and their
communities, and to local governments.

As discussed in the previous section, there is no guar-
antee that intended users have the ongoing capacity to
operate, manage and/or financially contribute to an
ongoing WASH service. Even if they have engaged in
the short-term project, there is limited evidence that
‘handing over’ WASH services to intended users has
resulted in sustainability, let alone health outcomes—
for example, fast ‘slippage’ from improved sanitation
back to open defecation is commonly reported (where
an evaluation is actually completed) following many
community-led sanitation programmes.®® The theories
of change implementers design projects based on, which
suggest communities will sustainably manage a ‘handed
over’ WASH project or continue a desired hygiene
behaviour, appear to be based on assumptions derived
from rare examples of positive deviants or wishful
thinking on the behalf of project funders. Our partic-
ipants gave a myriad of examples where intended users
have been unable to sustain a WASH service following
project ‘completion’.

Another way in which WASH projects are ‘handed over’
at completion is to local government implementers, for
example, health departments and water utilities. But as with
intended users, our evidence indicates that local govern-
ment implementers are improperly engaged by project
implementers (mostly NGOs) and unable to provide their
own opinions on what WASH services are needed in their
local area. Government implementers generally have their
own plans for managing WASH, but these are often not
considered by externally funded implementers, who instead
design projects with unrealistic expectations of what services
they believe local government implementers can, or should,
sustain in the longer term (a persistent issue in global health
and development more broadly™). Our study included inter-
views with several local utilities who had been the recipients
of ‘handed over’ projects from NGOs and lamented that they
could not sustain the associated WASH services due to a lack
of consultation throughout the project ‘life’, nor funding to
continue provision.

A lack of flexibility and complicated bureaucracy
Throughout our study, even where longer-term WASH
services (ie, not short-term projects) were discussed
(eg, service delivery in South Africa), failure was iden-
tified due to systems with limited flexibility, onerous
bureaucratic requirements and complicated politics.
Participants identified pressures to abide by the advice
of international (generally white) experts over local staff
and intended users and to implement solutions which
were preferred by local politicians or agencies rather
than intended users, both of which are observed time
and again in global health and international develop-
ment programming.%_68 In addition, due to contracting
with international funders, participants generally could
not move budget between line items/categories, alter
timelines which became infeasible, or adapt technical
approaches as the cracks in earlier assumptions arose,
also not novel to our study.”

Challenging the status quo

We agree with Gordon et al that “delivering safely
managed water and sanitation services requires signifi-
cant strengthening of government systems, professional-
ization of service delivery and major increases in invest-
ment”.” Ideally, this will include a shift from projectised
WASH programming to longer-term investments in
services with associated accountability to LMIC govern-
ments, and longitudinal measurements of WASH access
to determine sustainability. Such a shift from projectised
work will require a massive structural change to the way
WASH, and global health and international development
more generally, is funded and implemented. However,
even with such a shift, implementers must accept—and
perhaps expect—that for many intended users, WASH
is not the highest priority on which to invest their time
and money. They may choose not to engage not because
they do not want WASH services—but because the partic-
ipatory ask is too much, for example, they may not have
the time or desire to clean and maintain public ablution
blocks,” or the lost opportunity cost of attending group
planning/management events may be too great.’”* Simi-
larly, local government implementers may choose not
to engage, or only engage tokenistically, because the
agenda of the implementer does not align with their own
district plans and existing budgets.”” If the primary goal
of WASH programming is to achieve health outcomes via
universal access, then this apparent lack of local engage-
ment must not be seen as a reason to blame intended
users or cease efforts to improve WASH—but to consider
other ways in which it can be achieved.

CONCLUSIONS

Our research investigated WASH programming in four
SSA countries, indicating that WASH failure is often tied to
how such programming is projectised. This projectisation is
common across LMICs, and thus likely contributes to failure
around the globe. The systemic change which must happen
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to improve WASH, and thus health outcomes, needs to
occur at a much higher level than frontline professionals:
those who control the funding and the ongoing projectisa-
tion of WASH must reevaluate how services are currently
being delivered (or failing to be delivered).
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