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ABSTRACT

Background: Community Led Total Sanitation (CLTS) is an innovative community
led drive to set up pit latrines in rural Kenya with an aim of promoting sustainable
sanitation through behaviour change. It's a behaviour change approach based on
social capital that triggers households to build pit latrines without subsidy. The
Ministry of Health introduced the CLTS campaign in 2007 and the first road map to
ODF ended in 2013. Since the commencement of the CLTS Programme in, there is
little documentation on assessment of its uptake from triggering to the certification
of open defecation free villages.

Objective: To assess the magnitude of Community Led Total Sanitation (CLTS) triggering
to certification of Open Defecation free (ODF) villages in rural Kenya.

Design: A retrospective descriptive study.

Setting: The 47 counties in Kenya. Kenya is projected to have a population of 46 million
people with the majority as rural populace. The study unit were Villages across the
47 counties from the data generated in the CLTS monitoring and evaluation dataset.
Results: The number of triggered villages (11641) compared to those that reached
certification stage (3131) reduced significantly. Busia County achieved the 100% target
for triggering. There was a significant decline of the proportions per county in the
process of claiming, verifying and certifying ODF villages however Busia, Siaya and
Vihiga were leading across the counties. The proportion of CLTS facilitators and CLTS
certified villages per county were incongruent.

Conclusion: There was low uptake of CLTS from the triggering phase to the certification
phase due to plausible factors such as inadequate monitoring of the CLTS process,
inadequate funding of CLTS programmeming and conflicting work demands on the
CLTS facilitators leading to reduced momentum as observed in Uganda.

INTRODUCTION (34million) (1). For this reason, The Millennium
Developmentand Sustainable Development goalslay

Globally about 15 % (1.1 billion) of the population —emphasisonenvironmental sustainability, sanitation
practice open defecation, and another 2.4 billionhave ~ and hygiene (3).

unimproved sanitation, a known risk factor for the Community Led Total Sanitation (CLTS), is
transmission of pathogens, mainly by pollution of ~an innovative community led drive to set up pit
water bodies, that cause diarrhoeal diseases such latrines in rural Kenya, with an aim of reducing open
as cholera, typhoid and dysentery(1). Globally, —defecation, thereby promoting sustainable sanitation
1.7 billion cases of diarrhoea occur annually, and ~ through behaviour change. This behaviour change
800,000 children under the age of five die from approach is based on social capital that triggers
diarrhoeal related complications (2). Open defecation =~ households to build latrines without subsidy (4).
is prevalent (65%) in rural areas and it is practiced ~ Success in community based behaviour change has
more in Indonesia (54 million people), Pakistan (41 ~ beendemonstrated inBangladesh whereits inception
million people), Nigeria (39 million) and Ethiopia ©occurred, and has been adopted in about 66 other
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countries (5). Theroll out of this Programmeis usually
cascaded in a sequential process in order to achieve
open defecation free (ODF) villages. It involves
firstly the training of CLTS facilitators who in turn
train communities to own their health issues through
community dialogue. The unit of implementation
is usually a village where the facilitator triggers
shame and disgust, by taking transects walks with
the villagers in the community. The facilitation team
dramatically links feacal contamination of water to
diarrhoea diseases through simple simulations that
includes feacal weight calculation per household Vis
a Vis money spent on treating diarrhoea diseases by
the community. The mental paradigm shift leads
to putting up pit latrines by the villagers where
ODF claims are made by the community as the next
milestone, and thirdly verification of of pit latrine set
upin the village by the area Pubic Health Officer. The
process ends with certification by stakeholders and
ultimately the village is declared ODF. Poor sanitation
is strongly correlated to a countries economic status.
Studies on open defecation prevalence focus on
indices that highlight the financial status of countries
with regards to Ethekwini Declaration of 2008
denoting 0.5 %of GDP (1, 5).

The Ministry of Health introduced the CLTS
campaign in 2007 and the first road map to ODF
ended in 2013. Since the commencement of the CLTS
programme in Kenya, there is little documentation
on assessment of its uptake from triggering to the
certification of open defecation free villages. This
operational research study describes an assessment of
Community Led Total Sanitation (CLTS) triggering to
certification of Open Defecation free (ODF) villagesin
rural Kenya in 2014. Specifically, this study describes
the proportion of villages that are CLTS triggered,
claimed to be ODF, verified and certified as ODF
villages. Finally, it compares the proportions of CLTS
facilitators Vis a Vis certified villages.

MATERIALS AND METHODS

Study Design: This was a descriptive ecological study
that utilised routinely collected CLTS County pooled
data in 2014.

Setting: The study was done in Kenya a country
made up of 47 semi-autonomous counties and located
on the eastern part of Africa. Kenya has a population
of 46 million people as projected with the majority
residing in the rural areas

Data Management and Analysis:The outcome
variables were proportions of villages triggered,
claimed, verified and certified by county. Data were
abstracted into an Excel database from the CLTS data
sets obtained from all the 47 Counties in Kenya.

Pooled county data were presented in

proportions, and the proportions of certified ODFs
per county were compared with thenumber of human
resource, collaborative partnerships and budget
allocated for CLTS.
Ethics Approval: Ethics approval was granted by the
Institutional Research Ethics Committee (IREC) of
Moi University/ Moi Teaching and Referral Hospital,
Eldoret, Kenya and the Ethics Review Board of
Médecins sans Frontieres, Geneva, Switzerland, on
behalf of SORT IT. Permission was obtained from the
Ministry of Health, Kenya. Since this was an ecological
study, consent was not necessary.

RESULTS

Pooled results from all the 47 Counties are presented.
Figure 1, describes the triggering to certification
process. Of the 62,195 villages in the 47 Counties,
19% were triggered, 10% were claimed ODF, 8% were
verified ODF and only 5% were certificated ODF.

Only, one County (Busia) achieved the 100%
target for CLTS triggering in 2014, while some
Counties did not get any triggering (Figure 2).

Acrossall counties, thereisasignificant declinein
the number of certified villages compared to claimed
and verified villages (Figure 3).

Figure 2
Proportion of villages that are Community Led Total Sanitation (CLTS) triggered in Kenyan Counties
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Figure 3
Proportion of claimed, verified and certified Claimed Open Defecation Free (ODF) villages in Kenyan Counties,
2014
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There was no relationship noted between trained CLTS facilitators and certified villages (Figure 4).

Figure 4

Proportions of trained Community Led Total Sanitation (CLTS) facilitators and CLTS certified villages in Kenyan
Counties
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DISCUSSION

The main finding of this study is that, the proportion
certified ODF villages is small compared to the
triggered villages . There were some counties that did
notreceiveany triggering. Across all counties that got
triggered, there was a declining patternin proportion
from triggered, claimed, verified and certified ODF
villages. In addition, there was no relationship noted
between proportions of trained CLTS facilitators and
certified ODF villages.

Thelow uptake of certified ODEF villages could be
attributed to the success of CLTS programmes which
depend on behaviour change, which would require
a long period of time to appreciate the impact (4).
Similarly, thelack of relationship between proportions
of trained CLTSfacilitators and certified ODF villages
canalsobeexplained by the behaviour change theory
that requires time to be appreciated. Behavioural
changeactivities that work best to end open defecation
in a suitable manner are still being studied(6). A
possible explanation for lack of triggering in some
counties, could be low prioritisation of sanitation by
county governments and lack of funding for CLTS
programme.

The main limitation of this study is the use of
aggregated data and a short period of evaluation of
programme outcomes. Despite these limitations, the
study findingshas the strength of being representative
of the whole country and STROBE guidelines were
used to ensure the quality of reporting(7).

From a policy perspective, there is a need to
evaluate sustainable behavioural change activities
that work best to end open defecation in Kenyan
villages.

CONCLUSION

The study has shown that there is low uptake of
CLTS in the Counties with only 5% of the villages
certified owing to loss of momentum. There is need
to leverage more resources on monitoring and
supportive supervision of CLTS. This will enhance
sustainable Open Defecation Free villages, behaviour
change and ultimately reduced diseases.
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