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PREFACE

U S A | W&des, Sanitation and Hygiene Partnerships and Learning for Sustainability (WASHPaLS)
projectisaby ear task order awarded to Tetra Teat on 16
Development Indefinite Delivery Indefinite Quantity Contract (WADI). Tetra Tech implements the

project in collaboration with several negovernmental organizations and snhtalkiness partnefs

Aquaya Institute, Family Health International (FHI 360%,B8d Iris Grouf that contribute expertise

in stateof-the-art WASH programming and research. Distinguished academics, practitioners, and policy
makers from across the WASH sector regularly provide expert perspectives to the project through an

internal research working group and an external Advisory Board.

Theprojectsupports the Agencyds goal of reducing morbi
of the Ending Preventable Child and Maternal Deaths initiative by ensuring USAID programmaoysempl
highimpact, evidencéased environmental health and WASH interventions. The project identifies and

shares best practices for achieving sustainability, scale, and impact by generating evidence to support the
reduction of open defecation and movementagimmunities up the sanitation ladder while also focusing

on novel approaches for reducing feces exposure to infants and young children (IYC). Specifically, the
project:

1. offers USAID missions and technical bureaus ready access to thought leaders aricehnalyt
expertise across a wide range of WASH themes in response to their needs (Component 1);

2. generates evidence through i mplementation resear
approaches to sustainable WASH services, the effectiveness ofibbeth@and markeriented
approaches to sanitation, and measures to disrupt pathways of fecal exposure to infants and young
children (Component 2); and

3. administers a small grants program on hygiene behavior change (Component 3); and

4. engages and partnerdgttv national and global stakeholders to promote the use and application of
project-generated evidence and global best practices by practitioners and policy makers, tapping into
broad coalitions and dynamic partnerships (Component 4).

Among thep r o j eit@lttadks is thenproduction and dissemination of threelepth desk reviews
focusing on communitied total sanitation (CLTS), markéised approaches for sanitation, and hygienic
environments for IYC.
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EXECUTIVE SUMMARY

Communityled Total SanitatiofCLTS is a revolutionary idea and an inspiring practice. The enthusiasm
of its many adherents in government and civil society is understanddtitadeskreview examiresthe
refereed and gray literature on CLTSyith the central objective oassessinthe knowledgebaseon

best practices and identifying evidence gapeformt h e p rresgatcagehdgo generae findings
that improve policy and practige

The review offers a descriptionof the CLTS interventiontracing its evolution in theorgnd practice
from SutheastAsia toits current place as global phenomenott explores the open defecation free
(ODF) concept (including varying definitions from country to counamgylanalyze#s strengths and
weaknessedt also hghlighs the discanect betweerthe independent monitorig and analysis of CLTS
program resulton the one handandinternal performance reports released by implementing
organizations or their donorsn the other. In compiling this informatiornwe consideed the challenges
of measuring open defecation asdig@st potential solutions that may lie in the more straightforward
measure of private latrine ownership.

Thisreview alsoseels to assesgl) circumstancen which CLTS works best, (2he most promising
implementation modalities, ar{@) instances where CLTi®ay not be suitable. CLTS should not be
judged as a staralone intervention, but rather as a powerful option among an array of sanitation
interventions whose limitations in selected circumstancestiesecognizedo best adapt it to diverse
contexts and optimize its integration with other measures.

Highlightsof this reviewinclude the following:

There is not enough reliable information on CLTS performance with respect to open

defecation ( OD) reduction and latrine adoption. Though it is a comparatively leeost

intervention, the expense of executing CLTS trigggand supporting the kinds of followp activities
increasinglyelieved to be necessary to sustain reductions in OD is high enough to make a genuine
understanding of its effectiveness at achieving and sustaining behavior change (as well as latrine purchase,
maintenance, and use decisioas¥entiallnternal performane monitoring by implementingon-
governmental organizationslGOs) and governmental institutions must continue, but ultimately
independent data collection and analysis must complement that inteavatoring and evaluation

(M&E. Making official verifidan and certification protocols as independent, efficient, and-effsictive

as possible should be a priority. Without reliable information, it is impossible to draw conclusions about
the bestwaysto employ and adapt CLTS to maximize its effectiveness

The behavior change brought about by the best of the CLTS deployments, even when

short of the installation of hygienic latrines, may be sufficient to improve health ; however,

further research is needed. An important area of CLT$elated public health research moving

forward is to determine whetheunimproved latrines which are overwhelmingly the ones installed as a
result of CLTS progranis are sufficient to achieve and sustain health gains. At the motherd is a

single higiguality health study of CLTS in Mali that provides a first encouraging hint that the approach
can address child growth falteringlso, while rigorous evidence is limited, unimproved latrines and
stopping OD alone is believed to rede diarrhean some circumstance3o replicatetheseresults
elsewhere, attention should be paid to answering the question of whether rudimentary pits can be kept
clean and fiyree enough to achieve (and sustain) those health gains.

1 The literature review portion of this study is supplemented by 23 key informant interviews with sector experts, preseotraed f
managers of large CLTS programs, and disteieél personnel involved in day-day CLTS operations.
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CLTS works, but not necessarily for everyone, everywhere , or all the time . Keeping in mind

the relative paucity of strong evidence for the effectiveness of CLTS progthisiseviewconsides the
hypothesized conditions that lend themselves to program success, with a focus on sustaining significant
reductions in open defecation behaviors and elevating households and communities up the sanitation
ladder.There is ®me reason to believe thahe most disadvantagealithin a given community do not
benefit from CLTS as much as othgparticularlythose with the most limited financial means (as they
arethe least able to invest in durable latringlsut even on this question, the evidenceniéxed.The
integration of CLTS with rmrketbased suppigide interventionss alsoexplored,asare subsidyoptions

to facilitate investments in improved sanitation among those suffering from affordability and/or liquidity
constraints CLTSappears tchave a performance envelop&hich varies geographicatind

contextually Constraintson CLTS potential includéut are not limited tq situationswhere OD is
alreadylow, full toilet subsidies have been offerpreviously soils are challenging for excaeati and

social cohesion is pooftill,a careful examination of the contours of this envelopedsy much worth
pursuing in the interests of implementation adagon.

CLTS can and should be integrated with other measures, and that integration can be d one

in a careful way that avoids disrupting the collective action process. Arguments that CLTS
must function as a staralone intervention, lest its core principles be violated, are unconvincing. The
immediategoals of CLTS may be limited to community asleiment of ODF status, but the broader
public health and development objective should be to drive communities up the sanitation Etttés.
must be made tdelpcommunitieggainaccesgo products, servicesand information (often
accomplished through markétased approaches lilganitation marketingand i ncr easi ng comm
abilityto purchase those products and services (including via carefully designed and carefully timed
provision of subsidiet® the poorest households CLTS must be integrated in a larger development
program and sequenced with otharterventionsbecauseas notedjt does nd work everywhere and
often doesnot work in isolation.

CLTS is less expensive than programs that provide full  subsidy of hardware, but its costs

are generally comparable with market -based approaches or targeted subsidie s. Recent CLTS
cost estimates must be considered carefully, not so much as an argument to ptotatms but
insteadto help governments and major funders decide how to allocate resources among behavioral,
supplyside, and measurdhat target the poor specificallAlong with sequencingndintegrating CLTS
with other interventions it alsoshouldbe targeted where itan be coseffective.

We must be clear about the original goals of CLTS and be careful about critiquing it for

failing to achieve goals for which it was not initially intended. Our overarching aim is tassess
(1) the circumstances in whidland for whom) CLTS works best, (2) the best implementation
modalities, and (3) instances where CLT8y not be suitable. We conclude that CLTS should not be
judged as a staraloneintervention, but rather as a powerful option among an array of sanitation
interventions whose limitations in selected circumstances must be recoginizeebst adapt it to diverse
contexts and optimize its integration with other measur€4.TS was conceideto bring about the rapid
elimination of open defecation, and the availalieeit limited evidence suggests that it can be effective
at achieving dramatic sherandmediumterm OD reductions that are sufficient to result in health
benefits. It is lesslear that the behavior changes achieved by CLTS are regularly sustained over time;
there are welldocumented examples of significant slippage and reversions to ORJdmpgowerful
examples of impressive sustainability. The balance of the current eeig@mts to underwhelming
results with respect to improved sanitation adoption, but again, CLTS was not designed with that
objective in mind.

In many waydwo fundamental questions about CLTS remain unanswered. There is suggestive evidence
that transformed mindsets andchangedehavios are sustained following triggering, but also many
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examples in which they are not. Where they are not, the inability to sustain the behavioral gains of
CLTS may be closely linked &xjuestion aboutvhether CLTS regularlieads to thecreation of
permanent facilities and improvéelels ofservice

The sanitation sectords focus must be on sustaini
ladder, but the evidence base remains too thin and too fragmented to yet unddritam those

objectives are best achievduence the dire need for better, more independent monitoring. Researchers

and practitioners alike have their work cut out for them.

AN EXAMINATIONOFCLT S6 S CONT R| BWARD ONNVEERIAL SANIATION APRIL2018 Vi



1.0 INTRODUCTION

On March29,2017, the global community aiVater, Sanitation, and Hygierf&/ASH) practitioners and
researchers lost a seminal figure: 8o ut h Afri can f or mer senior offici
and Sanitation Program (WSP), Piers Cross. Piers was-@ sef c¢ r grometat of innovation, sector

activist, and communicat@rHis dustjacket praise of a recent volume dedicated to Comiityshed

Total Sanitation (CLTS) offers a cogent framing of the motivatiothfesupportof CLTS:

CLTS was an unpredicted phenomenon that changed the way goversaustandivil

external agencies approach improving sanitary conditions for the poor; and brought hope to a
depressing era of negl ectthenextfrorgieghavgan at i on i n sa
sustain the transformed reag the facilities triggered by @hdi$he new patterns of

defecatiobehavigmwhich changed agld traditions, now made more treacherous by

popul at i damd]tpw to uiilizé thedpower of CLTS to create permanent facilities and

improved service lev@&& TS Knowledge Hub 2016)

In 1999, Indian consultaltr. Kamal Kar was contracted by WaterAid, the khésed internationaion-

governmental organization (NGOlp evaluate a subsidized sanitation program executed by the Village
Education Resource Center (VERC), one of its Bangladeshi implementing péktaeasd Chambers

2008) WorkingintheMos moi | vill age of Rajshahi di strict, Dr
led to his delineation of a stematic process for reducingnfleed, eliminatirygopen defecatiorfOD).

The process, whose foundation is the Participatory Rural Apprai&a)eoncept(Kar and Chambers

2008)2 maintainghe explicit objectiveof fully eliminathg OD, replacing direct sanitation subsidies to

households with activities intended to change communal behaviors from the grassroots. It represents a

very specific form of engagement whereby carefully selected and trained facilitators seek to inspire
colleci ve action of a communityds own design: | ocal [
defecation behaviors, realize a sense of shame and disgust, and then formulate and embark upon a plan
toceasedef ecating in the open,devietchatti loen ulIrteiema t(eODd9a l

This approach is nowell known as CLTS, angiasthe support of an array of donors and implementers
includingUNICEF, WaterAid, Plan Internationgtlan) CARE, Concern Worldwide, the World Bank,
Department for InternationaDevelopment{DFID), the United States Agency for International
DevelopmentUSAID), andthe Water Supply and Sanitation Collaborative Coun&lobal Sanitation
Fund, to namgust a few CLTShas become one of the most widely deployed interventions tdrads
sanitation gaps in the developing world, having beeorporated intonational policy for rural sanitation

in some30 countries, with a distinct presence in some form or anotheaimadditional30 countries

(see Figure 1JJSAID itself haslirectly supportedCLTS deployments imore than20 countriesacross
Africa and Asia, and it explicitly recogniz&isTSa s a me a n s fitftimedandnneproeed s i n g
sustaimble access to improved sanitation servicesa s a p a-2018 Wafer aid Develdpraent3
Strategy(USAID 2013USAID2016) USAI DO s toandinvestmadin theCLTSapproach

to date motivate this review of iteffectiveness and future potential in the context of the suite of
measures employed to reduce open defecation and increase the quality and sustainability of sanitation
services.

2 PRA, an idea inspired in part by the work of the Brazilian educator and philosopher Paolo(Eteirabers 1997)is an approach to
development in which local people and their opinions, knowledge, and aspirations are given primacy. In addition tsite 8y CLTS
is also sometimes grouped with earlier participatory approaches such a@ss8=in, Associative Strengths, Resourcefulness, Action
Planning, and Responsibility (SARAR) and Participatory Hygiene and Sanitation Transformation (PHR&4l)eSak (2010pr a
comprehensive summary of tRbbersGanmberdemphashzes that, PRACGLTSwsadistmci from ¢andl s .
outperforms) SARAR/PHAST because of its flexibility and @eted nature inhe interest of appealing to the most compelling
motivations to end OD (disgust, sekspect, and convenience, as opposed to disease (@&icaves 2012)
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Following recognition of its potential in Bangladesh, CLTgabé¢o spread itially in Asia. Tie approach

was introduced in Cambodia in 20@¢din Indonesia the following yedBy 2009 the approaciwas

being executed at varying scales in China,R@&o p| e 6 s De moRDRaMyanmar,Rappau bl i ¢ (
New Guinea, the Philippines,riior-Leste, and Vigiam (UNICEF 2015)Meanwhilein Africa, Kar and

Milward (2011)report initial CLTS experiments in Ethiopia, Uganda, and Zambia between 2001 and

2006, wistclal ®l arodé out 6 h a\alreadyin pregess foean additomal 1p1 ann e d
African countries by 2011. CLTS oOinstitutionaliza
of Eastern and Southern Africa (RESA) operations, UNICEF, and B&Hand Milward 2011Figure 1

offers a broad approximation of how CLTS adoption in policy and practice has tracked published rates

of open deécation.

The comparatively rapid mainstreaming of the CLTS approach has been explained as the understandable
response to a narrative combining o0provocative | a
potential forseth e | p a mo n Barddshe201®)d few odher factors also workd inCL T S8 s

favor:

1 Its appearance coincided with a rapid increase in information sharing &s¢heet and
broadband communications matured in the global South (something th&dHhé&steem,
Associative Strengths, Resourcefulness, Action Planning and RespofS#BRAR and
Participatory Hygiene and Sanitation TransformafleHAST concepts before it did not enjoy)

1 It benefited from the addition of basic sanitation to thdldtinium Development Goal (MDG)
targetsin 2002where its lack of progreswas gaining increasing attention

1 It was championed by an energized group of committed inteiids.

Itis possibletothinbof CLTS as not just a benoawimemdald:i rtodrevednt i
Chambers of the University of Sussexd I nstitute o
institutional home have become synonymous with the dissernimati CLT Srelated information

descri bes hi ms-ebserveractvst inthe graavih aind spreadadCLTS since its early

daysdé who early on felt compelled to ohold firmly
(Chambers 2016Meanwhileasthe original pioneer of the CLTS concept, Kamal Kar hiaged dozens

of countriespromoting CLTS best practices to government#vil society organizations, and donors.

Thoughits global reach is truly impressive, CLTSruaryet be linked causally to national declines in

open defecation. Figure 2 introduces OD trends for 11 countries drawn from discrete source data used

to compute national estimates by the Joint Monitoring Programme (JMP) of the World Health

Organization and UNICEF. (These are not the only countries in which CLTS has been implemented

widely, but we exclude others because there are eitimsufficienipost-CLTSdata to even suggest a

signal related to CLTS implementation, @lsebecausé like India and TanzandeCLTS was employed

as a part of an integrated policy that expressly includes other stgigdyelements, such as market

enhancements or largscale diret government provision of toilets.) The inability to draw a causal
connectionisrelatedta hr ee f act or s: 1) a geneQlBSlintrddeciiok of a ¢
among any of the countries we examicanendahmahy t he r e
things, and that widespread implementatgmas to affect national statistican take years to occur, and

3) that even while CLTS has been incorporated into national policy, it has notibg#emented

nationallgluring the period of recordsuch that there are posimplementation data that would point to

a causal effect anywhere.
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Figure 1. Open defecation and the global reach of CLTS. Estimates of the overall population (top) and
population percentages (middle) openly defecating, according to 2015 data frahoithiéMonitoring Programme
(WHO/UNICEF JMP 2015pand estimates of the fraction of a given country targeted or triggemedier CLTS

(bottom, based ora desk scanf the gray literatured see Annexl).3
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8 Even rough estimates of CLTS coverage ithi@angladesh and India pose a challenge. Both countries are home to massive rural sanitation
campaigns and programs of which CLTSorGLTSk e el ements have been a significant part.
cases06 and o fedtimate ofcoverage.mer i c a |
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Figure 2. Estimated national -level open defecation trends for selected countries, 1990 -2015. Data points include only Demographic and Health
Surveys (DHS), Multiple Indicator Cluster Surveys (MICS), and national censussdafferenced by JMP, but aret JMP statistical trend estimates
(WHO/UNI CEF JMP 2015)
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At the same time, evestaunchadvocate®f CLTSrecognize that theapproachs, as of 208,

approaching a moment ¢fansition in its trajectory towards a consensus view that it is an effective
public health intervention throughout the developing woirtdependenbf other measures. Specifically,
there appears to be growing acceptance that some elements of CLTS dogynaestto be

reconsidered in the interest of adapting and evolving the approach to fit national and local conditions,
most obviously with respect to concerns about the sustainability of Giim&n behavior change and its
ability to move the poor up the satation ladder(Chambers 2016)

This desk review is intendeto consolidateCLTSrelatedknowledge and best practicasthe context

of national efforts to change sanitation behavior and deliver improved sanitation services. It identifies
knowledgegaps andhforms future researcho fill those gaps where both ralst literature and feedback
from experiencedoarticipantsvarrant it.

Specificallythe reviewattempts toshed light orthe following key questionsvhich also are used as the
basis for structuring the document

1 What qualifiesas CLTS? In its widespread implementation glob@lly Shas taken varying
forms in different settings.

1 How is ODF status defined and certified, and hasll is the information supporting ODF

assessments typically collected

What i s k n o wimpatb anieahaviGrltdil& éwnership, and public health

What factors internal and external to CLTS implementation drive performance

What is known about the approad@ability to sustain behavior charige

How well does CLTS serve to propel households and ommities up the sanitation ladder?

What other measures should accompany CLTS to incrgaegressionup the sanitation ladder,

reach to the most vulnerable, arhsuresustainability of OD reduction?

What is known about the true costs of CLTS implementafo

Does CLTS foster gender equality and social inclusion, and what measures can be reasonably

taken to improve its effectiveness in this regard

= =4 =4 -8 =9

=a =4

This is not aormal systematic review(We direct readers toVenkataramanan et §2018) whose

systematic review was conducted independently of this desk review over roughly thepsaioé and

whose findings are largely consistent with our owRather than select articles &d on a strictly

defined keyword search and inclusionary criteria, we have taken an expansive view of the evidence base
andincorporate elements ofhe gray literature as welFurthermore, werely on both an analysis tfe
literature and interviews witlkey sectorparticipantsOur literature collection was developed viae

integration of a number of prexistinglibrariesintegrated on the Mendeley platform and with further
sourcegatheringvia snowballing. Our survey of the grey literature includeshsaggregation sites as the
resources pages of theLTS Knowledge HUBRC, the SuSanA Sanitation Libragnd theWorld Bank
document repository anong others.

We conducted phone interviews with3individuals seleéed for their current or past role in design
and/or implementation of CLTS D countries (see Anne#). Interviewees were identifiethrough
consultations with international and-country experts interviews wereconducted in English,
Portuguese, or Frech, depending on the preference of the interviewee, and generaldlastween 50
and 90 minutes.

Our audience includes CLTS practitioners and funders, policymakers, and researchensr andlgtical
intention is very murcdoudrnadsedmen twi gdignififfentreatestsakCr ©LsTs DO
for fostering longterm change while recognizing its limitations.
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2.0 WHAT QUALIFIES AS CLTS?

KEY TAKEAWAYS

9 The original CLTS concept identifies multiple core elements, wirighractice are emphasized
and deemphasized to adjust to local contexts.

9 This local adaptation, while likely a sensible practice, sakalyses of CLTS performance
more difficult, insofar as it may hinder the process of identifying deficiencies in exectitian (
modéd rather than the characteristics of the CLTS model itself.

CLTS must be understood as a process with the narrosfined objective of ending open defecation.

The Handbook on Commuthigd Total Sanitatjao-authored by Dr.Kar and jointly published in 2008 by

Plan UK and Sussex/IDS, is likely the closest thing to a sthad#culation of the approach. It posits

that fCLTS focuses on igniting a change in sanitation behavior rather than constructing toilets. It does

this through a process of social awakening that is stimulated by facilitators from within or outside the

c o mmu rfKatagddChambers 2008)Vith that said, theHandboola | s 0 makes t he case t
an excellent basis for progress up the sanitation ladder, hygienbedraviorchange, creating a healthy
environment, and the generation ofdid i h ¢Kardasd@hambers 2008\We suggest reframing this

assertion as a hypothesis to be tested.

CLTS represents a dramatic paradigm shift away from centralizealdwp facilitiesfocusedmeasures

for addressingdD. Rather than delivering hardware, subsidizing construction or other financiat or in
kind inputs, ormprescribing particular desiges models that may not be locally available, CLTS is design
neutral and is receptive to vetpw cost installations, including rudimentary pit latrines designed by
community members and made of local materials. It is an approach that explicitly targetbdle
community rather than individual households, and is shaped by previous difficulties encountered when
subsidies or free provisioof toilets had been introduced in the absence of local demandHem

and/or recognition of the dangers of OD

The man principles of CLTS are:

1) The avoidance of monetary or-kind hardware subsidies to househalds
2) The avoidance of prescriptions of any particular latrine hardware designs or madels

3) The employment of such emotional drivers such as dignity, prideystisg shame to trigger
behavior change

While it is not distinctly a CLTS principle, the establishment of sanctions to ceasefteDis usedas

an indicator of the kinaf socialnormsshiftthat is expected (buhot necessarilproven) to leadto
sustainedcommunitywide behavior changd his type of behavior change is reflected in instances where
households quickly rebuild failing pits or make successive improvements, such as the addition of a slab,
reinforcing pits with brick or concrete, péng for pitemptying, and so forth.

The Handboolprescribes three stages of CLTS:

1 Pretriggering preparations, i n whi ch communities are assesse
CLTS engagement. During this stag@yernment and/or NGO implementersonvene megngs
to secure permissions and cooperation from local leadersonduct a triggering everand
|l earn of any prior experiences with sanitation
community size; remoteness; cultural and socioeconomic heterogeneity; social cohesion;

AN EXAMINATIONOFCLT S6 S CONT R| BWARD ONNVEERIAL SANIATION APRIL2018 6



ecological conditions such as vegetative cover, aridity, soilgppodraphy; water supply; and
pre-existing hygiene conditions.

i Thetriggeringeventa publ i ¢ gathering and set of communa
collective sense of di s g u-ledtoudofODtsitesknoewvasat i ncl u
transect walk; a follovon rudimentary OD mapping exercise; identification and ranking of
neighborhood cleanliness (orratherdi rt i nesso6); <cal cul atwidens of i
excreta volumes as well as medical expenses for diarrheal ilindss aommunity; a specific
activity to demonstratdecaloral transmission pathwayse.g, 0 when t here i s open d

you are effectively eating e acommunitybcdonplan. shi t 6)

9 Posttriggering, in which CLTS imlementing personnel visit triggered communitied times
during the first week, and then at increasingl
Ssuppor t 6 toamindile cdmmanigy about commitments it has made with respect to
an ODF target dte. TheHandboolstates explicitly that followu ps ar e not t o be o0t
ast he process is dediegimed attchebbe thathmmwdittdy dteh e r
same time, it stresses the importance of this follap phase for the encouragemt of
Oparticipatory monitoring and indicators, 6 the
the most vulnerable populations, and involvement of children as behavior change agents.

During posttriggering, access to sanitary hardwaenbe facilitated through the establishment of

0l i nkages wi tKarardClambers aoad)Vkile mosspecifically employing the term
0sanitati,®dndmnMarkdé Hartuegokeferences several activities that are typically
undertaken in sanitation marketing programs, including inviting traders to community meetings as well as
encouraging and training local product and service providers

The division of CLTS progranoles and responsibilities has varied both within and across countries.
While the intellectual groundwork for CLTS was driven by Kamal Kar and Robert Chambers (and his
colleagues at the SusgiXSCLTS Knowledge Hub), field implementatiwas initiallyled by Plan
International, UNICEF, and WaterAid, working in varying degrees of coordination with local, regional,
and national government®ver the past several yeara single executing ageficgften an NGO
selectedby a government or multilateral donahrough a competitive procefishas beerdesignatedn

a number of countrieso lead implementation activities] some cases, UNICEF or the sovereign
government itself acts as an implemengilward et al. 2014)

Assumption by governments of the responsibility for executing development interventions is frequently
put forth as the logical progression for achieving scale and sustainability, [miobaCLTS experience

has yet to reveal a consistent model for the respective roles of governments(itus levels NGOs,

and others.

Implementation Fidelity

Enthusiastic CLTS proponenssiggesthat low program performance is often a function of poor

exectu i on rather than poor design: there has been a
(Vernon and Bongartz 20163a)/hile elements of theHandbookead as fairly strict prescription (most

notably the zero subsidy elemgnt one of t h e signdican{ane sorhelinses onerlsoked)

passages is its instruction to read@rprospective CLTS implementérgo be pragmatic:

Users of this handbook nfast free to use its guidelines in the way they find best. The
methods described are not the only ones for implementing CLTS. Users are encouraged to
explore different ways of preparing for CLTS, for triggeringrifiyguosy follewp, and for
supprting and spreading CLTS that fit with local conditions, cultures and opportunities.
Facilitators must feel free to be inventive and adaptive, and to use their own best judgment in
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deciding what to do. The ideas and advice that follow have beenetsted amdt it is for
facilitators themselves to decide what works for tiegpasic principle is the
empowerment of local communities to do their own analysis and take their own
action to become open defecation free (Kar and Chambers 2008mphasis addéd

In effect, theHandboolpresentsguidancenot standards. Given the vast variation in local conditions
across the developing world, this appeal for flexibility seems essential, but such flexibility also makes it
difficult toisolatewh at i s me ant Shoh flegililiBhds been absekd inthe field at least
when it comes to the emphasis of different elements of the approach, the activities performed, the
definitions of ODF used, and the verification and certification processes implem@dednd

Chambers 2008)

Unsurprisingly, surveys of CLTS practitioneggealthat selected components of the approach are
bestowed with differing levels of emphasis by different graygesating in differing localeBor example,
Venkataramanaf2016)reports that triggering tools are not applied uniforndgross seven countries
but areinsteadd a d a;pthedransect walk was reportedsabandoned by some practitioners in
Cambodia due to the observation that villagers would use the walk as an opportunity to sneak away
from the triggering exercise

In Cambodia, Lao, and Niger, shaming is routidelgmphasized for cultural reasofigenkataramanan

2016) While it is central to theearliestCLTS approach, the use of shaming has drawn criticism on
ethical(Engel and Susilo 201dnd human rightéBartram et al. 2012yrounds, but othelobservers

guestions h a m iefficgcfedative to other motivatorqGertler et al. 2015) Meanwhile, the sanctions,
compulsions, and threats that often stem from shaming have generated concerns about their particularly
harsh effects on the most vulnerable and disadvantaged subpopulations witmunii®s (e.qg.

disabled, elderlywomen and girlsand the poorest of the poor{R. Chambers, personal

communication).

Another survey of CLTS implementers found a consistently high application of the transect walk and
fecalcalculations, but somewhatlesse | i ance on t he other el ement s; S i
folowoup and monitoringé as by far the most i mportant
implementers, with other elements (ODF verification and declaratiecalcalculations, OD rapping,

andfecaloral transmission pathwagemonstrations, among others) closely grouped but receiving far

lower importance ratingg¢Sigler et al. 2015 he implication of these findings is that the contspiecific

nature of CLTS activitiesiakesattribution of outcomes to programaot readilycomparableand thust
becomeshallenging to compare results from different programs even when implemented in the same
countries,aspractices may differ so significantly.

CLTS i mplementation O0intensityo,wtharespesttotingeandr eat | y
resources dedicated to pririggering, facilitation itself, and the number of follap visits We consider
some recent analysis of the effects of implementation intensity in Indonesia in Seofitmibreview

A number of ourown key informant interviers indicate that even the core CLTS principle of staying

silentor neutral on hardware design should be considered an option to be modified or discarded.

Multiple intervieweestatedthat presenting households with latrine optigngither during triggerin@r

soon aftefi would serve to better sustain OD reductions. One interviewee, however, cautioned that
presenting options should not turn into prescript
demoralize poorer households. In some settings, communitieslaeady presented with optiondn

Nigeria, for example, the government prepared a brochure of latrine options and designs to be used

during triggering, in response to widely observed reversion to OD and perceived frustration on the part

of households wh low-quality latrines that did not make it through the rainy seasftheughit offers

no evidence of whetheit resulted in sustained OD or progression up the ladder)
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On one hand, the adaptation of CLTSoundershavedoad
advocated and represents an advantage of this approach. On the other, it makes it challenging to
compare results from different programs implemented even within the same courdses,
implementation fidelity may diif so significantlfand begshe question othe degreeto whichprogram
performance is a function of execution or design).
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3.0 THE ODF CONCEPTANDTHE ODATA
PROBLEMO

KEY TAKEAWAYS

There is no single fixed definitiaand measuref ODF status in practice.

Monitoring of changes in OD and toilet coverage accompanZLTS implementation is
variable and often inadequate

CLTS performance reportingfteninvolves sell e c | ar at i ons of

decl arations by selected oversight

recognition ofachievement.

A number of national monitoring systems are in place, but the quality of the data embedde
these systems is often difficult to assess (particularly where the data input into these syste
performed by those with a stake in reporting giboesults)

3.1 THE CONCEPT OF ODF S TATUS AND ITS VARYIN G DEFINITIONS

The ODF concept is among the most important elements of the CLTS approach-Ha@hdébooklefines
ODF at the level of the household:

ODF means open defecation free, that is, when no faeces are openly exposed to the air. A
direct pit latrine with no lid is a form of open defecation (fixed point open defecation), but with
a flyproof lid (with or without the use of ash to cover the feercdsfatation) qualifies as

ODF. Defecating into a trench and covering the faeces can be part of the transition from OD to
ODHKar and Chambers 2008)

Evenwith this definition, demonstrating that a household is ODRas particularlystraightforward

ODF determinatiorrequiresestablishingvhere each member of a househaldfecateeach time

measuring consistent usage of a qualified ODF fecal capture fagiéityeby member of the haehold,

and verifying thahone of the members of the househo@D . (Convincingly demonstrating than

entire community is ODF is &ar more complex undertaking, as we disciredow,) Communitywide
achievement of ODF statfisthe oollective elimination of OB is unquestionably the most fundamental
objective of CLTS. On its face, an ODF community is one where no famesxposed to the air, which

is to say every resident defecates in a latrine with eithély-proof lid or some coveringThomas and
Bevan(2013)acknowledge that the basic meaning of ODF is the absence of open defecation in a specific
jurisdiction (village, district, ef¢ but also draw the connection to latrine coverage. They write,

oi mplicitly [ ODF] means that all members Thef t hat
translation of the definition into monitorable indicators is where we see the peiteitiesnaofd nuanées
(emphasis addéd

Encouragingly, many national governments have put in place protocols and monitoring mechanisms for
tracking the progress of CLTS and relatiederventions such as markebased sanitation programs

(Pasteur 2017; Thomas and Bevan 20TBgse protocols vary considerably from country to countoy
accommodate differing nation@DF definitions meanwhilethe ODF concepitselfhasevolved and
sometimesggrown moreambitious to accommodate other sanitation and hygiene goals.

Countriesthat have incorporated CLTS into their national sanitation policies define ODF as part of their
general CLTS policy or else in verification and certification protocols, and usuallyereauminimum,
that there are no feces in the open environment and that every household has access-pvafly
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latrine. Language referencing 60accessoO6 to and oav
shared or communal facilities (everplicitly so, as in Ghana), whereas some countries, such as
Indonesia, Malthe Philippinesand Zambia, specify ownership of private latrines (see A2jex

In some cases, guidelines and protocols provide specific technical requirements for constructed latrines.
In Ethiopia, ODF status can be achieved only if all latrines in the community have a pi(feederal
Democratic Republic of Ethiopia and Ethiopian Ministry of Health 20d2Zambia, latrineare required

to have a superstructure providing privacy and a smooth/cleanableificadition to a pit cover
(Government of Zambia 2013 Tanzania, recognition f@DF status requireghe construction of an
improved latrine petthe definition of the UNICEF/WHO Joint Monitoring ProgramnidiP)

(Government of Tanzania 2016)

Responding to a perceived public health imperatsexeralcountries include in their ODF definition
requirementssuch asafe water storage and the prizion of sanitation facilities in public spaces, schools

and healtiacilities In Kenya, Mali, Nigeridanzanigand Zambiaa handwashing station with waterdan
soap/asheis required In Zambia, households are also required toda dish ralc and refuse pit (see

Annex2), though in other countries, these additional, rmmilet-s peci fi ¢ cri t-@FG a | ead
designation sometimes coinétbtal sanitatim6  THhilippines Approach to Total SanitatidPhbATS

offers an illustrativexample of how communities are recognized as/theceed upwards through

increasing levels of safety and WASH service deligiRopinson and Gnilo 2016b)

Inanassessment effbrts&ioss fodr sountrieshf8rences about ODF sustaihility are
quite sensitive to the ODF definition in different settindyndaleBiscoe et al. 2013)he authors point
out that when ODF status is measured stricaly by
13 percentdeclinebetweenaninitial certificatimn of ODF status and the independent-verification

visits several years laten other words, 87percentof nearly 5,000 reserified households continued to
possess a functioning latrii€yndaleBiscoe et al. 2013However, when secondary parametevere
included(e.g, the existence of superstructure, sealed covers for fly control, absence of observed
excretaaroundthe house handvashindacilities with water and soap or soanbstitute such as ash, and
evidence that the latrine angandwashingacilities were bimg usedl 6 s | i papea igcecase
dramatically. Using only the criterion of visible signs of OD around the haudg8 percentof sampled
householdsould be described as backsliding from ODF status; using the presehaaaivashing
facilities with soapthat number rises to 2percent andif all of the aforementioned criteria were
included, slippage rises to over p@rcent(TyndaleBiscoe et al. 2013)

Among our key informantssomedid arguefor being more aggressive with ODfteria, particularly
with respect tohouseholds installing superstructure asldbsfor example While we did not observe a
clear consensys: number ofintervieweesdid suggest thagvidence of slippagesulting from low
quality latrines should stimlate at least a reflection qiif not revision of the ODF definitionin areas
where theyworked.

3.2 MONITORING, VERIFICATION , AND CERTIFICATION O F ODF STATUS AND
THE CLTS O0DATA PROBLEM 6

I n the CLTS s muritoring 0t b e et b fonecsear tt of ni disindtacondaplanditr e

is important to distinguish among thef.o r t h i s onitoengdiiseefinecasthe measurement of

activities and outcomes, whether conducted as internal performance tracking by an implementing
organizationinspection and oversight by regulatory institutions, or as part of tpiadty evaluations.
oVerificationdé and ocertificationdé have come to m
instances in which monitoring activities may feed intofigation or certification processes

In summarizing international practices, Pas{@®17)describes aequencen whichseltdeclarations of
ODF status by communities are followed bgrificatigrand ultimately, an officiaértificatiofrom either
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a higher jurisdictional authority or a dedicated thipda r t y i n erificationis the mratess ob v
assessing ODF and hygidmehaviorchange in a community for the purposesceftificationo

Certification is the official recognition resulting frometifull achievement of ODF, or else the

satisfaction of specific sanitatioelated goals such as household toilet ownership, minimum latrine
quality criteria (including, in some settings, a properly fitting latrine cover, presem@ndivashing

facilities and institutional indicators such as the existence of WASH committees or action plans). The
sequence of community sealeclaration, verification, and official certification is embedded in many of the
national CLTS policiednnex3 presents verificatiomand certification processes in selected countries.

In line with whats suggested in thelandbookverification is often performedy a team of diverse
members that might includgtaff from government departments at different levels, st#fNGOs,
community, traditional, and/or natural leadereathersandmembers of the public. Isomecases, all
members of the verification or certification te@mustsign anyelevant inspection documentaomen
mustbe involved, and ODF statlis re-checked mulple times at varying intervasee Annex3). There
does not appear to be a dominant convention with respect to full census vs. subset samhpling
communities or household$iousehold visits, visite defecation sites and public spaces including
markets,schools and health centers, and conversation with local leadassll be used in combination
during verification and certifications.

Third-party certification is still not widesprea@ne of the rareexceptiors is KenyaSara(2016)reports
on the ambitious protocol put in place by théenyangovernment, whereby communities sd#clare
ODF status, following which they place a claim wita tbcal public health team (District Public Health
Officers) for a verification assessmeAtpositive determination from local authorities then results in an
official certification review by a thirgarty, which in the Kenyan case was executed{enyanNGO
unconnected to any CLTS implementation in the courf®wara 2016)This approach wasaid to be
unique in Africa at the time of its initiation; however, it faced the immediate proldéstraining the
managementapacity of a single small third party organization to maregg cost (roughly $85/village
certification)alsowas identified as a constrai(ara 2016)in recent years the Kenyan certification
model has been adjusted to reflect both these challenges as well to maintain consistency with the
government &8s more gener al decentralization polici
certifiertorecr ui t er / t r ai n e r(SamR018)Challenges associated with the revisesl 6
approach are ongoinget it is worthy of examination as a potential model father countriesand
programs.

The very existence of these natidneerificationand certification protocols for CLTS and related

programs is encouragingspecially where the protocols are sufficientlgll executed as to result in

rejections of ODF status applicationsther than rubber stamping saléclarations. Stilh great deal b

caution must be taken in the interpretation of their resulf$he problem is not strictly gaming or

inaccurate reportingthere is a broaderfundamental data problerhest encapsulated ia report by

UNICEF published in 2013 th&dcused on CLTS in East Asia and the Pacific. Itdine@pconclusion is

that OCLTS worksdé in the East Asi a-lewlsahitaBoaci fi c r e
activities in 12,000 communitiegsulting in over 3 million individuals living in 2,300 communities

declared open defecation frd&/NICEF 2013)Yet in the very next section, the report declares that

Obasic CLTS data [fre] not readily availabl e

CLTS monitoring remains a significant weskne at bot h nati onal and proj
countries have mechanisms that require routine reporting or analysis of monitoring data, thus

there is little demand for the data. As a result, monitoring systems are rarely maintained or

sustained, and the riilily of monitoring data is rarely checked. In part, this weakness reflects

the lack of CLTS or sanitatedated objectives in national plans and strategies, which limit

highlevel interest or the need for regular reporting of CLTS progress and outcbhiés CE F 6 s ]
country CLTS review teams often had to collect data directly from implementation agencies in
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order to compile national summaries of CLTS progress, and there remain questions about the
reliability and accuracy of some of the data refldNETEF 20.3)

Two years later, a update to this report igluded familiar themed he report update stated

Basic CLTS monitoring data were not readily available at either national orlgvetgamme

Ten out of 12 review countries struggled to provide current CLTS progress data. By asking
countries to report on triggered and ODF communities (as core indicators of progress), the
difficulty in collecting this data was more revealing abgutremitdgring systems than the

data itself, as the data collection process was complicated despite the best efforts of review
teams(UNICEF 2015)

In short, CLTS has a data prieon: CLTSrelated statistics tend to be inflatgiRobinson 2016;

Chambers 2016)xand just as importantly, the statistical measures used to assess CLTS program

performance are not consistently applied or present&tis concern has been on the minds of

thoughtful implementers and observers for some time. A systematic review of the grey literature in
CLTS(Venkataramanan 201R)dent i fi ed the problem in slightly di
need for standardized monitoring mechanisms, rigorously evaluating CLTS projects, and appropriately

using data that is already beingcdileced ¢é t he need to generate value f
and using it to improve CLTS outcomes was al so ex

A recent evaluation commissioned by Plan, together with the Dutch Foreign Affairs MiiRstojnson

2016) is remarkable for the transparency exhibited by a pioneering implementing organization deeply

inves ed in the CLTS approach. The report includes t
accompanying text that reads:

Until the final evaluation, the Plan program monitoring system reported that the ODF
population achieved was 2.48 million peogleg8percenof the program ODF target. It was

only when the evaluation team reviewed the ODF population data, and insisted on checking
village names and populations against ODF verification records, that the extent of the over
reportinggf ODFprogress became appaf@&ubinson 2016)

The evaluation goes aw note that four @muntries (Kenya, Malawi, Niger, and Zambia) were found to
over-report results by between 20@ercentand 500percent attributing the error to government
partners conflating setfeclared and independently verified ODF communities as well asastenatirg
the populations of triggered communiti@Robinson 2016)

I't also highlights a systemic weakness of the use
indicator, insofar as it may incentivize implementers to target smaltel thus less challengjng

communitiesas well as to incentivize unreasonably ragitiievements of ODF status at the expense of

latrine quality and sustainability, according to several key informants we interviBeealse of the

differing definitions of ODF status as well as the uneven reliability of programmatiesaifs, we too

do not have particularly high confidence in estimatesetsm| | ed ODF ohit ratesdé (t
triggered communities that eventually are designated open defecation free), but an examination of some

the publicly available data is still illuminativiee Global Sanitation Fund (GSF) reports hit rates for each

its 14 country programs on itsvebsiteas of the end of 2016. The median reported national hit rate is

69 percent with a range from Dercent in Benin to 85percentin Ethiopia (with India at 2fiercent

Tanzania at 24 percent, Nepal at 55 percent, and Senegal at 76 percent, to name a few select data

points)* Among the 14 GSEountries thereis no clear univariate relationship between the reported hit

rate and GSF program disbursements (either in aggregate or per community triggered), nor is there a

4 http://wsscc.org/globadanitatiorfund/
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relationship between hit rate and the scale of the program (the overall number of communities
triggered). Reported performance is widely variable, and even with possible inflation of results, it is thus
highly likely that there are countries and programs where conversion of households to ODF status is
facing considerable difficulty.

With the goal of enhancing data quality, facilitating data use, and ultimately improving monitoring, a
number of countries have begun to employ smartphone and meobilgeb (M2W) enabled data
collection, processing, and reporting tools in support of thelt'TS deployments. The Zambia case is
particularly intriguing, with reports of nearly unparalleled gains in latrine coverage resulting from M2W
support of CLTS in roughly two thirds of rural Zambia, with Dfllion new users of household toilets
brought orline over aone-year period(Markle et al. 2017)and other reports pointing to a 88

percentage point increase in latrine coverage achieved eigtitmonths and sustained over another 12
months(Zimba et al. 2016)

More generally, & suggest that aystematic, independeassessment of the reliability of national

monitoring protocols is an important research priority if countries are to rely on these systems for
decisioamaking regarding program design and analydeES implementatiofidelity, and program

successln sone circumstances, independent proxies can offer a reliability measure. In India, for

example, JMP data provides a useful set of data points to match against sanitation coverage numbers
reported by the I ndian «ogWatremnisatiatidnshe Bad px@autingne nt o f
organi zation for | ndi(lduésse20I3t al Sanitation Campaig

A recent Learning Brief frorthe CLTS Knowledge Hubedicated to monitoring, verification, and
certification argues that in addition to seeking
participatory, positive experiences, encouraging pride aneeglect, ensuring acceptance of findings,

and reinforcing sust ai (PasteiurROld)Fpllovanyg thip logichetultimvaee ac hi ev
evaluation and verification to@oulde nabl e robust CLTS oOauditsd withou
and the various stakeholder groups already bought in to the CLTS approach.
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4.0 WHAT IS KNOWN ABOUT CLTS
IMPACT S?

KEY TAKEAWAYS

ODF status and OD rates are more difficult to measure than toilet coverage.

In some contexts, toilet ownership may offer a reasonable proxy for OD rates, but local
validation of the relationship is essential.

The nature of monitoring (independent vs. implementeiven) appears to influence the
degree of success reported.

Evidene of the benefits of CLTS accruing to the lowdistome segments in a community are
mixed.

One highquality study of a robust CLTS program in rural Mali indicates that the approach
reduce child growth faltering (as well as improving equity in toileecage), but broader
inferences about the health benefits of CLTS require replication of these results in other
settings.

There is growing evidence of the herd protection afforded by latrine coverage, which is
supportive of CLTSOAd soppbsecctalirsdividual hocisehmolas). ni t i €
Further examination is warranted to determine whether clean, sm@intained, unimproved
toilets (of the kind built under some of the allegedly more successful CLTS programs) may
offer protective effects

After almost20 years of CLTS implementation in array of geographies and contexésstrong case

can be made thdtnowledge of its effectivengds general terms, istill lacking. This broad knowledge
gap is a function of two problemét) there is consensus on neither the optimal performance
parameters nor how, by whom, and with what frequency those parameters should be measuré¢2) and
the parameters thaare measured, when they are measured, often lack both internal and external
validty.

4.1 OD OR TOILET COVERAG E?

What to measureds not as straightforward as it may seeftcording to theHandbookCLTS is
expressly arnterventionintended to inspire collective action to end open defecatibrifocuses on
igniting a change sanitation behaviorat her t han c¢ o (Kartand Clatmbens 300 oi | et s 6

This is an essential point that is frequently reiterated by the CLTS advotagesenefits of CLTS to

individual community members are driven by actions of the full community, hence the drive to achieve

the total elimination ofOD. The impetus behind the approach is participation and community

empowerment, but the logic of the approach is actually reinfofdegdnportantnew evidence on both

the drivers of OD behavior and herd benefits of commugrgyel increases in toilet coverage. In rural

India, the fraction of households in a community that report practicing untouchafaibigling by and
reinforcingthed c ont ami n at ishumnédsosiacaste,wgroup)is highly correlated with the

practice of open defecation by a househulithin that communitfi more so than whether the

household itself reports the untouchability practi(®pears and Thorat2016) The aut hor s add:
village untouchability is added to the model, the coefficient on own household practice of untouchability
becomes muchsmallenad not statistically pegreandThaa2016) vy di f f
Rural Indian households appear to be responding to a strong cultural norm in a way that overrides even

their individual notions of purity. On the health side, two recent papers demonstrate that with respect

to child growth, latrine coverage across a deflrerea surrounding a household is more important than
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individual ownership by a particular househ(Hthrris et al. 2017; Fuller et al. 201@hough both were
situated in rural, highly isolated populations

At the same time, this focus on collective action and the achievement of ODF status means that
0count i n gometmedispdaged asimsdirecting emphasis away from behavior change
(UNICEF 2013)with arguments that household ownership and usage are digtiferhon and Bongartz
2016a) and thus fullatrine coverage might not correspond to the ending of OChe unforeseen cost
of this occasionahversion to counting toiletss a deemphasi®f baseline survey&Robinson 2016)a
dynamic that renders programmatic impact evaluation considerably more difficult

Regardless of how its advocates may conceivig GLTSis often viewed by implementers, researchers,

and policymakers as an intervention that mukimatelyresult in the installation of toilets as a means of
facilitating the sustained ending of open defecation. Piers Cross was strategic in his choicgspf wor
referring to CLTS changing the way the world seek
(CLTS Knowledge Hub 2016)

If one accepts the argument that CLTS expressly focuses on the elimination of OD, the challenge of
reliably evaluating CLTS program performance becomes a thorny problem, since counting latrines is
considerably easier and less expengWeambers and Myers 2018)andetermining what fraction of a
community openly defecates. While there are studies in whichreptirted open defecation tracks
logically with objective measures of latrine coveré@eocker, Geremew, et al. 2016; Arnold et al. 2010;
Bricefio et al2015; Pickering et al. 2015)ata from other sources suggest a relationship between OD
and latrine coverage that is both complex and geographically dependent.

The JMP publishes natiotheel water and sanitation coverage estimates for any given ggtémated

from temporal linesof-bestfit among results from available censuses, administrative reports, and an

array of household surveys (such as the Demographic and Health OM&Y, the Multiple Indicator

Cluster SurveyMICY, and othersYWHO/UNICEF JMP @15). The data published by JMP do not

include open defecation and toilet coverage statistics collected independently; instead, open defecation is

a category along a sanitation 0l addamdé mphatv edl, 0
o0shared, 6 and o0i mprovedo6 facilities, such that th
However, these numbers do not account for toilet usagesome geographies (most notably rural

India), toilet ownership distinctly does not correspond weékclusive use; OD can persist even in the

face of full coverage (see Figsifizand 4.

In addition the varying prevalence and reporting of shared saniiatiust be considered carefulhot

only because of how they complicate the prospect of inferringropefecation from household

sanitation coverage, but also because there is suggestive evidence of reliance on shared latrines exposing
populations to elevated diarrhea and intestinal worm infecfidaijnen et al. 2014

The relative easéandlow cost) of counting toilets makes understanding the relationship between
reported OD and toilet coverage important; if the relationship is clear enough, OD may be able to be
inferred from toilet coverage in some, if natl, settingsFigure3 summarizeslata fromseveral studies

(both from refereed journals and two articles from the gray literature which include tpady data
collection and/or analysis), with intriguing results. There are two obvious clusters: one consisting of the
African countries and the sead consisting of data from a number of Indian states. In Africa, with the

5 The authorsnote, however, that the strength of that evidence is weak amastbe interpreted withcautionpending research accounting
for confounders. Meanwhile, it has been argueglth t he JMP&6s exclusion of shared sanitation f
explains the apparent lag in global sanitation behind progress in safe water supply pf@tsioning et al. 2014)naking the case that
future national esimates of WASH service delivery performance must rely on a houseleokl benchmark for water in addition to
sanitation. JMPReported prevalence in communal or shared toilet usage is notably high in West Africa; elsewhere, local custom may
prohibit shariry between selected members of a single extended family (such as between sons and danlghteand parentsn-law in
parts of Kenya and Zambia), necessitating the construction of additional latrines for a particular household.
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exception of data from Ethiopia reported Igrocker, Geremew, et al(2016) selfreported OD seems
to be somewhat underreported: OD percentages reported from studies in which household toilet
coverage is low are consideraliiglowwhere they shoulde if presence of a household toilet were to
correspond to zero open defecation by that househdlad that case, we would expect all data points to
lie on the reference line with a slope €f.)

Figure 3. OD as a function of household toilet coverage. (Data sources listed at the right.

OD = f (toilet coverage)

Error bars correspond to 95%
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Shared sanitation prevalence varies widely across countries, aniMRenumbers offer another possible
explanation to why the Ghana, Mali, and Sierra Leone data points in Bigneeso far removed from
the 1:1 line.

Meanwhile, India represents a unigue case, as has been increasinglgHadtéet al. 2016)Under

reporting of OD seems noto be happening in the available published reports from different parts of

rural India; indeed, there is a clear pattern of OD being reported by householdssisegsion of an

i mproved toil et. Both of the major published eval
high percentages of selported OD by households with governmexelivered JMfdefined improved

toilets, with numbers above 50ercentin the state of OrissgBarnard et al. 2013nd on the order of

40 percentfor the state of Madhya PradegRatil et al. 2014)

While the countrylevel patterns offered ifrigure3 offer a helpful first approximation, making use of all

available village or clustéavel data on the OD vs. latrine coverage relationship will be invaluable to

explorethe ways in whiclsuch patterns hold up in specific local or regional cordefiguret provides

the villagd e v e | OD and toilet cover agamiMadd ckatt aa gesi ftromnm
Figure3 are derived(Arnold 2009) These present a compelling relationship that appeared to be in place

in the study area in Tamil Nadu in 2008, in which even géenttoilet coverage would not prevent a

significant fraction (30 percen) of open defecation within the populatigbecausef the weltknown

lack of exclusive use observed in rural Indayillagdevel finding that is consistent with the same
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studyds hous e hopecenmisurxeyedg househslds reposted th8t dults practice daily
OD and 52percentreported thatunder5 year old children practice daily QD

Figure 4. Village -level adult open defecation prevalence in Tamil Nadu state as a function of village -
level private toilet ownership. Data include 900 households measured in 25 villé8ewld 2009) Reprinted
with permission.
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The patternin Figure4 is notable on several levels. First, there is higher cultural acceptance of open
defecation in ruralndia than elsewhere, particularly among adherents to Hindu conceptions of the
practice of purity(Spears and Thorat 2016%cond,the data were collecteds partof anevaluation of

an integrated WASHprogramthat employed multiple elements of CLT&Including shaming, a measure
that in many geographies wouitakerespondents less likely to honestly report open defecation. Rural
India may be the onlgetting in which the OD vs. private toilet ownership distribution lies almost fully
above the 1:1 lin¢in other words, where OD persists even when the household private ownership is
total within a community)

Broadly, however, these data speak to how impat it is to address two related questions for reliable
measurement of changes in OD for a given field deployment of CLTS: first, how does OD vary with
toilet coverage, and second, hdwnestlyhouseholds report their own OD At least one study

(Gertler et al.2015)attempts to quantify these relationships for four countries where large trials were
conducted: Mali (where the installation of a private toilet reduced house®dldrates by 29erceny,
Tanzania (3@ercen), India (37percend, and Indonesia (6ercen). With analyses like these in hand, it
maybe possible to infer changes in OD from surveys of toilet coverage, which in addition to being an
objective performance parametgis vastly easier to measureegularly, at scale and on reduced budgets

4.2 INDEPENDENT ANALYSIS YIELDS DIFFERENT RESULTS FROM
PROGRAMMATIC REPORTI NG

A numberof researchers examine latrine ownership as a key performance metric for CLTS programs,
for reasonsthat include thosexplored above

In onepeerreviewedsystematiaeview, CLTS resudtd in a statistically insignificant average 12
percentagepoint increase in latrine coverage and a statistically insignificant average 14 perpentage
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increase in latrine usehough in both cases there was wide heterogenaityong tudies(I2 = 94% and
98%, respectivelyjGarn et al. 2016 When other interventions are integrated with the deployment of
CLTS, the pooled estimates yield even lower average benefits (a statistically sigsiipantentage
point increase in coverage asdvenpercentage point increase in yseith consideralyl lower
heterogeneity I2 = 82% and 78%, respectivelgarn et al.(2016)rely on a total of only5 published
papers for these estimates. gxth, highquality studyCameron ad Shah 2017etecting only a 3.3
percentage point increase in latrine coverage resulting from a large CLTS program in East Java,
Indonesia, would have lowered the overall effectiveness estimaBahy et al.(2016) but it was
published too late to be included.

Garn et al.(2016)do offer the caveat that the inclusion tiio excluded papergHarvey 2011; Sah and

Negussie 2009\vould have raised their estimate of the CLTS effect to an average 31 percentage point

increase in latrine coverage, but they excluded these two papecause hey had o0i nadequat
of a measure of variatiod.

Finally, a articleby Pattanayak et a(2009)includedin Garn et al.(2016) systematic revienwbut not

categorized as a CLTS interventidrihus fallingputside of the overaléffectiveness value estimatiy

the auttorsd  manahaid is worthy of mention hereThe random assignmerstudy examines a n
intensified versiond6 of |1 ndi ads Otishatahla tS aondirtaawsi oonn G
CLTS, described by the aut hoPattasagak ét al. 2Q0®singma si ng bu
differencein-difference (DiD) estimator, the authors suggest a 29 percentage point increase in toilet

ownership attributable to the intervention, with a more pronounced (34 parage point) effect on
below-povertyline (BPL) households.

In their analysis of teacher involvement in CLTS activities in EthiOpiaker, Geremew, et al(2016)

did not observechanges in the percentages of ownership of improved latrines (or latrines more
generally) attributable to the intervention, but did find reductions in OD as well as improvements in
latrine quality and maintenang@he authors hypothesized thabbhseholds may have pritized
maintenance and cam/er new investments in hardware, possibly due to a lack of market availability of
materials and partéCrocker, Geremew, et al. 2016)

Sah and Neguss{g009)describe a 49 percentagmint increase in latrine coverage dsingle

Tanzanian village over a thregonth period as reported by the implementer, Plan Tanzania. There is no
control group and no apparent independent verification of the result. Similarly, the examination in
Harvey(2011)that presens an overall latrine coverage increase of 58 percentage points for an
intervention area encompassing some 500 villag&aimbia is authored by a representative of UNICEF
reporting on a project for which UNICEF provided both funding and technical supgodtdid not
includeexplanations of how data were collected by whom.

The grey literature is generally aggressivasmeports of CLTS successes. In preparation for this

review, we conducted short summaries of the largeale sanitation programs in several dozen

countries, relying almost entirely on program reports from the gray literature. Many of the assessments
on which these summaries rely are produced by the institutions implementing the programs in question
without third-party verification An early assessment performed by WSP reported nearly 50,000 latrines
constructed in thethree months following a CLT8iggering in Mozambiqu@\. Godfrey 2009)

Another assessmerfMilward et al. 2014gxecuted by the CLTS Foundation reported 840,000

6 The duration between badine and endine data collection in these studies varies considerably.

7 Importantly, however, this CLTS deployment also included some potedyr get ed subsi dy. We address that as
Section 8.2

8  This study modelsopendefeat i on r ates based &anitation duttomssuvere assesseddy gsking lafdususe( O
holds where they primarily defecattd and | atr.ine observations

AN EXAMINATIONOFCLT S6 S CONT R| BWARD ONNVEERIAL SANIATION APRIL2018 19



individuals in Madagascar ceasing open defecatiorntaieryears of CLTS. The CLTS Knowledge Hub

reports a statistic attributed to the Ethiopian Ministry of Health of some 24ilan individuals living in
over49000DFdecl ared vill ages that wer e-LetlTotalgSgngationd by t
and Hygien¢CLTSH program.

There are, of course, exceptions in bothe refereed and greijteratures. If meeting the inclusion
criteria, a recent peereviewed articlg(Zimba et al. 2016)eleased too late for consideration lyarn

et al.(2016)would have likely raised the pooled estimate of CLTS effectiveness, as it reports an
unparalleledB8 percentage point increase lmrine coverage for an entire Zambiatistrict between
January 2014 and September 2015. And in the opposite direction,-peemreviewed report produced
as part of the Gatesunded TripleS project(Pendly et al. 2013)ites a UNICEF assessment pointing to
an anticipated modest percentagepoint increase in coverage in three Mozambican provinces under
the One Million Initiativ OMI) in that country.

Again, howeverthe results put forth by independent studies and reports of CLTS program performance
diverge widely from those released by individuals and institutions with a stake in reporting successes.

This is clearly not a problem that is unique to CLTS, nor to saieitaprograms more generally

However,we suggest that carefully thoughtut , concerted effort to reconc
performance evidence, perhaps through novel forms of data collection and monitoring responsibilities

(and associateihcentives)is warranted.

4.3 DOES CLTS BENEFIT THE POOR?

The idea that CLTS is an approach intended to achieve the total cessation of open defecation in the
rural communities in the developing world, and is thus, by construction, a metwtrbenefitghe

poor, is certainly a defensible positiohlong these lines, it can be argued that fheadamental strength
of CLTS is thatt is designed to reachveryonéecaus€®DF achievement requires eliminating the
practice of open defecation lBveryone\s compared tgorior rural sanitation interventionsargeted at
more incremental expansions in coverage via penetration of esigrach populations (which in turn
would 6 eventuallyd increase toilet affordabilitgnd accessibility to the disadvantag&e) TS was
conceived specifically to inspire communities themselves to figure out how to edduabuseholds
(Robinson, 2017, personal communication).

Still,one must recognize that communities are often economically heterogeneous, and it is reasonable to
askhow well CLTShasdemonstrablyaddressd the needs of the most vulnerable.

Robinson and Gnil¢2016a)argue that the poorest segments of CL-Trii§jgered communities are

frequently the first to revert back to open defecation, noting that the latrines they install tere tine

most likely to collapse or discourage usd@mombes 2016; Munkhondia et al. 201Bhey add that the
energetic drive to quickly acandeaw these poer hoeideholde nd OD
with sanitation facilities that they do not like or want, and are not willing to use or mai{&obinson

and Gnilo 2016a)

In a review ofCLTS implementatioby Plan irsevencountries,Venkataramana(2016)highlights
characteristicof CLTSthat both advarage and disadvantage the po@n the one hand, shintroduces
the Nepali concept oflaanaveem which wealthier families assist the poorest to install sanitation
facilities in a form of crossubsidy strongly encouraged by the CLTS advodatésonly external
subsidiesghat they findobjectionablg¢ On the aher, she notes that the sanctions that sometimes
emerge from CLTS triggergsii often a hopeefor indication of a social norms shifttend to
disproportionately target the poor, as they are often the slowest (and least able) tohjeicammunity
effort to end open defecatiofVenkataramanan 2016)
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Garn et al.(2017)present results of an evaluation of the equity implications of a ffadéted rural
sanitation program implementeatross 11 countries by the ch NGO SNV, finding gains in latrine
coverage between 2014 and 2016 among the lovgesttile in 7 out of 10 countries evaluatethe

gains ranged from 10 to 44 percentage paitist must be read with two important caveatsst,

results of a multivariate regression suggested a slight (but statistically significant) underperformance
among lowest socioeconomic status (SES) quintiles, femealded households, and beneficiaries with
disabilitiegGarn et al. 2017)and secondthe evaluated program encompasses more than CLTS,
including supply side enhancements as well (see Section 8.1 for further discussion of that program)

The few rigorous studies addressing this question suggest that the extent to which CLTS benefits the
poor varies depending on the program. In the case of Mali, where wealth is measured by the number of
assets owned, latrine ownership in poorer households increased peB%ntage pointsjersus only 26
percentage point the case of wealthier househol{RBickering et al. 2015By contrast, in East Java,
IndonesiaCameron and Shaf2017)found thatwhile the nonpoor did accelerate toilet construction as

a result of CLTSthe poorest households in CLTi&terventionvillagesvere no more likely to build

toilets than thepoorest households in controlillages

Meanwhile, our interviewwith key informantgevealsomedisagreement about the extent to which the
poor are targeted by CLT&s well as howittle robust evidencds available to suppotheir positions
Someintervieweesmade the caséhat CLTS is indeegoor-oriented, and in fact thiathe verytbeauty

of the strategpisthatthed CL TS p h i Gusd makepdidis intarfsically an argument targeting the
poor, pointing to the major OD reductionsichievedeven in the absence stibstantiahousehold
investments in latrine hardwar@ne interviewee stressed that CLTS builds the ingenuity of those
who are accustomed to creatively solving their own problems with few resou@#®ers arguedthat

0 CL TS i kingrioothe bettom B10percentmaype even mored and that oim
onlyforthewealtty6 beggi ng t he 6L © ahiligto pushihauseholdoamd o f
communities up the sanitation ladder (a subject we address beldw)gh these are anecdotal claims,
there is certainly published evidence of poorer income segmenisdgaeal financial constraints on
installing toilets in the context of CLTS prograrfsee, for exampleCameron and Shah 2017ij Mali,
however, the CLTS intervention did have clear groor benefits(Pickering et al. 2015asdiscussed
further below.

Ultimately, conclusions about CLOS success at mustizecdnsidergd withhrespe@mo r

the development objectivim questionfor sustained cessatiorf ©D, the evidence appears mixed; with

regardto the purchase and installation of improved toilets and other sanitatidaiedassets (and

expenditures, such as gmptying), the shortcomings of CLT& the poor are fairly obvious. This is

not intendedto single out CLTS among sanitation measunethis way indeed, there is a growing

recognition thatSanMarknterventions tend to concentrate toilet sales among the wealthiest segments

of a given communitgRivera et al. 2016Nonetheless, as we explore below, it is important to

acknowledge that investing iimstallationsuperior to rudimentary pit laxines is a sufficiently major

economic obstacle to the rural poiPeletz etal. 200)t hat some ki nd of interven:
d e ma n d A evlether erédit, or a carefully designed subs$idypust be considered seriously.

4.4 DOES CLTS ADEQUATELY ADDRESS GENDER AND SOCIAL INCLUSION?

As a participatory owhole of communitg process,CLTShas the potential to both elevate the inclusion
of socially disadvantaged grougp®l to unintentionally exacerbatienbalances

There are somevery encouraging examples. BangladeshKullmann et al(2011)report that female

headed households weraorelikely to have an improved or shared latrine than households headed by
males following CLTS implementation, which the authors explain as potentially a function of the ability
that a private toilet gave women to adhere to the practicepofdahas well as additional latent demand
connected to cultural drives: An assessmertdf CLTS programs in Madagascar found tieaersion to
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open defecation after ODF declaration was significantly lower in fehedded household&JSAID

Water CKM Project 2017)Arnold et al.(2010)found significant improvements in perceived safety
among women and girls from an integrated WASH intervention of which CLTS elements were a key
component in Tamil Nadu, India.

On the other hand,tihas been argued thahe participatory paradigm of CLTS presupposes that all
individuals are included and are able to represent their needbat the community wilcome together

to recognizeand support themExperiencesuggestshat without purposeflidesign followed by carefully
integrated implementation (including follayp), CLTS may not engage all individuals equally, equitably,
or meaningfully.

In manycommunities whereCLTShas been implementedhen are central to decisiemaking and toilet

construction while women, who are often excluded from these processes, are responsible for keeping

toilets clean and usab{@&deyeye 2011; Arandan 2016; Burt et al. 20¥65tudy byPlan Ugandé&012)

found that while women considered themselves leaders in implementing CLTS activities and achieving

ODF, men continuedtoself dent i fy as 0 moniadf sanitaion ardmydjien@s uper vi sor
conditions. These dynamics are supported by norms or customs that ascribe particular roles and
responsibilities for women and men, and efforts intended to bring about the equal participation of

women (such as quotas mandating dqapresentation of women and men as leaders) may fall short at

making that participatiomeaningfldecause they do not address such norms.

Sexdisaggregated data showing high attendance of women at CLTS triggering events suggest that
women are meaningliy participating, but high attendance may not translate into power or influence
over decisioAmaking, especially as women are typically excluded from leadership po&itameseye
2011; Arandan 2016; Burt et al. 201&yen when programs mandate equal representation of women
and men in leadership positions, male leaders mapme casedominate meetings of water and
sanitation committeegAdeyeye 2011)In Bangladesh, a woman may not be able to participate in public
meetings at all (or else, only with the permission of her husband), even while maintaining important
influencewithin the household, including the ability to negotiate with her hustidahtub 2008)
Community and householdevel gender relations and decistoraking structures can differ
substantially, and as a commusbysed intervention, CLTRaynot capture the elevated agency that
women may enjoy at home as compared to public, comitgisettings(even as the decision to cease
open defecation via the installation or improvement of a toilet is often made at the level of the
household)

It isimportantfor CLTS programs to engage and include women fully in design, implementation, and
monitoring because (a) women and girls have specific sanitation and hygiene needs that can be ignored
or sidelined without their meaningful participation in the process and (b) gendered social norms place
the onus of many of basic WASH functions on won{Bairt et al. 2016)Latrines that are constreted

with doors facing the street can make women feel uncomfortable and insecure while using them
(Arandan 2016)Women and girls may have different concerns and motivations, such as privacy and
reducing vulnerability to genddrased violencéMovik and Mehta 2011as well as specific needs

relating to menstruation, pregnancy, and motherhood that require intentional design to meet those
needs(Cavill et al. 2016)

Like fetching water, maintaining sanitary and hygienic home environments is almost uniformly considered

w 0 me n 6kdn lomincome settings; it is thus unsurprising that women assume the responsibility for
cleaning and maintaining the new toilets installed as part of QC&&ll et al. 2016)The lack of

involvement of women in decisiemaking processes can further increase their workload as they are not

able to provide input into developing solutions that can be easily maintéiad Uganda 2012)

Il ncreasing womends work is concerning nset only fr
implications for the sustainability of the CLTS programs. If women are not able to manage the work
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required with new sanitation and hygiene infrastructure, it is unlikely that these households will be able
to maintain their position on the sanitation kel or move upwardgDavis 2016)In Uganda,

households in which only women were responsible for sanitation struggled with maintaining cleanliness
(Plan Uganda 2012)

In the form of an implementatioguidance documentecent attention also has been dedicated to how,
as a participatory process, CLTS can adequately address the needs of other disadvantaged
subpopulations, including the elderly and those with physical and mental disdbitilise et al. 2017)
We are unawarghowever,of rigorous evaluations of any programs that direct focus at such
subpopulations in theontext of CLTS.

4.5 DOES CLTS IMPROVE HEALTH ?

The primary motivation of CLTS for triggeringpllective action to eliminate Ok the belief in its haith
consequences. Dignity, privacy, safety, and convenience are certainly additional goals, anitismdeed,
sometimes argued that the latter threare the main drivers of household investments in improved
toilets. Sill, the provocation of disgust that is the centerpiece of the triggering exercise is underlain by
both a health concerrandthe assumptiorthat total sanitation will reduce disease and impart other
benefits

The evidence connecting sanitation improvemantse generallyith indicators of improved health is
still evolvingWhile aCochraneReview of interventions to improve disposal of hunfagesfound
evidence of a protective effect from sanitation diarrheal illness, it bases its conclusgpnimarily on

the consistency of the evidence of beneficial effects. The quality of the evidence is generally poor and
does not allow for quantificain of any such effe6{Clasen et al. 2010panitation improvements may
vary from the brick reinforcement of an existing open pit to the transition from open defecation to
piped sewer network with wastewater treatment. Whil&olf et al. (2014)estimate a roughly 16
percentreduction in diarrhearesulting from the basitransition from unimproved to improved (but
nonsewered) sanitatiorthey find much larger benefits with progression up the sanitation ladder, with
risk reductions in the order of 6870 percentfrom the introduction of piped sewege (though the
number of studies considered was quite small).

An evaluation of a WASH intervention in Tamil Nadu with CLTS elements included found reductions in

neither child diarrhea nor growth faltering\rnold et al. 2010)Two studiesof | ndi ads Tot al S
Campaign, which relied heavily on governmeelivered toilets and distinctigid notemploy CLTS on

any widespread basishowed no impact on diarrhea, gastrointestinal illness, heligiintfection, growth

and anemia in rural Madhya PradéBhtil et al. 20149r on fecal contamination of the household,

diarrhea, STHs and chiletightfor-age Zscore(HAZ) in Odisha(Clasen et al. 2014Ywo other studies

did detectbenefitsof the same progranon parameters ranging fromoilet ownership and use, growth

faltering andinfant mortality (Dickinson et al. 2015; Spears 2012)

Few studies assess the impact of GLdn health, anche results of theseare studies are variable in

terms of study rigor, data quality, and findings of effecastudythat specifically examined the fianct

of CLTS on health in MalPickering et al(2015)found no effects on diarrhea but did detect important
benefits with respect to child growthigporting increasedHAZ scoresand deceased stunting likelihood
among CLTS villages as compared to controls, and moreover that the children under the age of two at
the time of enroliment showed greater increases in height and weight than older childrérdonesia,
Cameron and Shaf2017)found a CLTS interventioto be associated with a 4dercentdecrease in
round-worm infestation, butad nosignificant impact on hemoglobin concentrationejghtfor-age Z
score(WAZ), or HAZ among children
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451 HERDHE-FECTS

Improvements in health may not be observable below a certain threshadramunitywide reduction

in open defecatioecause there may be herd protection at p{aywhich a health intervention benefits
even those who do not receive itdirecily Her d 0 ariseswhara disgade does not spread
because a substantial pmm of the population is immune, butam-immunizing interventions, such as
insecticidetreated bednets and deworming drugs, have shown similar fnatective effectqFuller

and Eisenberg 2016)

AnalyzinddHS datarom 29 developing aantries (Jung, Lou, et al. 201&xamired the relationship
between neighhbidnood-level coverage of improved household sanitation and-tveek incidence of
diarrhea among childreless tharfive years of ageandtheir exposurerelationship analysis identified a
sanitationcoveragehresholdof 60 percentfor reducing the odds of diseasa field trialfrom Tanzania
offers areinforcingexample wards targeted under a Total Sanitation and Sanitation Marketing (TSSM)
intervention integrating CLTS with supgide strengthening were found to repoopen defecation at a
rate of 11percent as compared to 2percentin control villagesand latrine construction in

intervention wards increased from 39 to 51 percent during the year following implementatitymo
differences in health response parasrs (diarrhea, anemia, and child growth faltering) were observed
(Bricefio et al. 2015)

The herd effects hypothesis asosupportedstrongly by two recenfield studieqin small villages in

isolated rural settingsds well ady a systematic review and mesamalysisThe first,from Mali, found

that the proportion of household toilet ownership within a 2@0eter radius of a household was closely

associated with child growth, even as householtet ownership itself was natHarris et al. 2017)The

second, from Ecuador, determined that sanitation coverageinvitbOGmeter radius of a household to

bea vastly superior predictor of <chil dFulertetaht i ng t h
2016) The systematic review and megaalysis finds comparable associations of household and

neighborhood sanitation conditions with diarrhéé&less with odds reductions of 3@ercentto 44

percent respectively(Jung, Hum, et al. 2017)

452 ARERUDIMENTARYUNIMPROVEDLATRINEEVER 0GOOD ENOUGHO?

Evidence for the ability of CLTS to move participants up the sanitation ladder (in the absence of other
interventions, such as supgide programs or povertyargeted subsidies) is considered in Section 7. In

brief, with the exception of a single studiRuspatrick et al. 2017}the current consensus is th&LTSis

generally nowell-suited for that objective as opposed to the originatated goal of OD elimination.

With that in mind, it is reasonable to ask whether at least in shorter time frames, sustained reductions

i n OD may be tdresoltiondhealth improvgrhents. Anaglier study of the OMI in

Mozambique detected agightpercentage point reduction in diarrhea incidence among all age groups
attributable to CLTS, despite the faittat the newly constructed latrines were nearly universally

unimpioved pit latrinegElbers et al. 2012 Clearly, where newly constructed latrines fail, fill, or ge un

used because of their unhygienic character (or the dangers of pit collapse), there is no biologically

plausible mechanism for a health improvement. However, ititiimproved pits are coverednd can be

kept relatively clean and free of flies, they may still offer a significant form of health protection. At least

one study found no significant difference in indicator bacteria concentrations on surfaces comparing
households with and without camete slabs in Tanzan{Rickering et al. 2012 his question has

considerable importanc&®obinson(2016)r e por t ed t hat Pl ands A TS progr a
country reporting some of the highest OD reductions from CLTS glolfiabgsulted in effectively

universal coverage withnimproved pits that thirdpartyi nspecti on determined to b
MeanwhileCrocker, Saywell, and Bartra(@017)reported 45 percentof sampled Ethiopiahouseholds

repairing or rebuilding latrines over the course ofcane-year followup.
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None of the preceding discussion is meant to suggest that progression up the sanitation ladder ought to
be in any way minimized as a development objedtespecially in the context of the transition from
Millennium Development Goals to Sustainable Development Goals). However, insofar as CLTS
programs may be proven effective to generate rapid (and sustained) reductions in OD without increases
in improvedhousehold toilet coverage, it will be helpful to confirm the purported health benefits that

are often attributed to CLTS anecdotalie are unaware of any health trials that compare protective
effects of improved vs. unimproved latrines; a study of $bit would have clear policy relevance in the

sector.
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5.0 HYPOTHESIZED CONDITIONS FOR CLTS
SUCCESS

KEY TAKEAWAYS

9 Success of CLTS programs is likely to be a function of the implementatdality,as well as
both physical environmental and contextual factéihile such factors are cited frequently as
crucial, they are not usually well defined.

Though there is considerable anecdotal attention dedicated to the quality of facilitation,
frequency of isits and followup, and other factors, compelling evidence of the merits of eac
specific aspect of implementation quality is limited

Two ofthe highesgual ity studies of CLTS perfor ma

implementation (more active gagement, more followp visits) resulting in superior
outcomes.

Various implementation platforms for CLTS, whether through training natural leaders or
incentivizing traditional leaders, have shown promise, but their success and appropriatene
appears lghly contextspecific

There is some initial evidence that a specific, \defined measure of social cohesion can be
correlated with CLTS success (as defined by changes in latrine coyeaagendeed that the
sanitation st at usllagesfcanlactually besvorsened by CtT&p i t a |

The 2008 CLT$andbookdentifiestwo essentiaprogrammaticconditions for the success of CLTS
programs: the quality of facilitation (of the tri
referring to a gentle touch and avoidance of prescriptionanddwerd get i ng, i n o6a form
is diffcult in many bureaucraciégKar and Chambers 2008\Vith respect to thecommunityconditions

that lend themselves to succes&@r and Chamber2008)run through a set of criteria pertinent to the
program/policy environmenmaost notably

1 No present or prior subsidy programs and supportive political leadership

9 Current conditions and practices (elevated pegisting levels of OD, low commercial use of
excreta)

9 Physical conditions (manageable soil properties for pit excavation and vulnerable water supplies)

9 Social/cultural conditions (small, remote, homogenous commumnitigh a weHfunctioning social
fabric and a tradition of social action, progressive local leadership, and tradition of empowering
women).

This list should remind the community of practice that even as a measure intended explicitly to inspire
collective ation to eliminate open defecation (as distinct from propelling individual households up the
sanitation ladder), some communities are simply not weiled to CLTS. In some cases, the response of
some CLTS proponents to questions about performance i®tw$ on implementation fidelity, even

with the recognition that some amount of flexibility must be employed to accommodate local physical,
environmental, and cultural contexts. Indeed, in 2008 UNICEF ultimately coined the umbrella term
oOoCommunitysApordathk Sa(WNCE-2014)impartto embraca the&notion

of flexibility (as well as to incorporate other sanitation measures, including sébaated approaches,
supplyside interventions anthrgetedsubsidies).

Clearly, performance is hugely variable, even within broad progedegories. One indicator of
program successisthesoal | ed O0conversion rate, 0 -asttievilgh compar ¢
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communities as a fraction of the total number triggered. In Figure 5, we plot publicly reported
conversion rates of individual cougtprograms supported by the Global Sanitation Fund as a function
of overall program size (expressed as the number of programs triggered).

Figure 5. GSF country program ODF Oconversion Dataares 6 as a
from http://wsscc.og/globaisanitationfund/, accessed 08 Nov 2017, referencing data from 31 Dec.2016
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At the macro level, therés no obvious univariate scale dependence of conversion rates, at least using
the GSFsample. What is most notable is how wide the variation is, with reported rates as low-a5 20
percentin India and Tanzania and as high a8Ypercentin small programs (in Senegal and Togo) and
very large programs (such as in Ethiopia).

In Section 2we identifiedthe components that together constitute the CLTS modjete-triggering,
triggering, postriggering) noting the adaptations that are sometimes employed. Below, we consider
results of field research into what variations and emphasis ofealiffeomponents within the broader
CLTS approach may drive performaniée discuss these in terms of programmatic conditions and
community conditions.

51 PROGRAMMATIC CONDITIONS
5.1.1 QUALITYOF AND RESPONSIBILITFOR IMPLEMENTATION

Implementation quality encompasses a number of elements, including the persuasiveness of facilitators of
triggering events) i n t & rmsdefingd dy frequency of facilitator visithichcan vary greatly from
program to progranmi anda multitude ofother factors

Severalecent studies by the Water Institute at the University of North Carolina Chapel Hill together

with Plan International, within th@Testing CLTS Approaches for Scalability p r ohaveatempied

to isolate the relative effectiveness offdrent facilitator arrangements. Relying in part on the hypothesis

that an individual 6s peers have greater influence
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(Shakya et al. 201,53rocker, Abodoo, et al(2016)test dedicated training for influential community
members (oOnatur al | e a tranmgmay) enhtarce CLES benefitsi Imaesingleh et h e r
crosssectional survey across 29 intervention and control villaggshanacommunities in which

recruited natural leaders received dedicate training exhibited from 11 to 39 percentage points less open
defecation than those exposed tmnventionalCLTSthat did not recruit and train natural leaders

(Crocker, Abodoo, et al. 2016)As to what about natural leaders led to their superior performance, the
authors pointed to more time spent reinfomg CLTS messages than control facilitators, who were

more likely to be focused on meetings and latrine construction itself.

A second study, focused on utilization of teachers trained to facilitate CLTS processes in Ethiopia,

determined that convention& LTS was considerably more effectii/2 monthsafter baseling

suggesting that rural Et hi opian teachersd existin
targeting, triggering, and folleup (Crocker, Geremew, et al. 20)6However, a second followap wave

of data collection presented a vastly different picture, with teadbdrCLTS showing dramatic

improvements during the second year of data collection, and effectively catching up with triggerings

executed by healthy¢ension workers(Crocker, Saywell, and Bartram 2017)

Researchwithin the samdJNC/Planprogramalsoexaminedhe role of recruited volunteers in CLTS
deployments across a number of countries, noting that though they have the potential to increase
engagement and lower costs for implementers, reliance on volunteers may inappropriately shift burdens
and pose sustaability challengg®&/enkataramanan 2016)

There is some evidence that engagementraditionalleaders and authority figures may serve to
improveoutcomes as well. In Zambia, where#d chiefs are incentivized by competition through
exposure to the OD reductions achieved in their communities, truly dramatic toilet coverage gains have
been reported(Russpatrick et al. 2017; Tiwari et al. 2017; Markle et al. 2017; Zimba et al. tPoLgh

we note that additional erification of these results is likely warranted.

In the Mali program that resulted in significant child growth and equity datikitators in the Koulikoro
region visited triggered communities everd2veeks to monitor progress until ODF certificatiomas
granted(Pickering et al. 2015)vith visits routinely continuing for up tthree months(Alzua et al.

2015) Gertler et al.(2015)contrast this intensity witla general routine oinde follow-up visits

occurring inthe governmentied (as opposed to NGGed) CLTS deploymenin East Java, Indonesia and
Tanzaniarespectivelyand no postriggering followups whatsoever in Madhya Pradesh, in Idia.

Within the East Java CLTS progradmawever,even asGertler et al.(2015)refer to single followups,
there wasvariationin engagement intensibetweengovernment and NGO- facilitated triggeringnd
follow-up in different communitie® | n t ewasdéfinegidan East Javavaluatioras an index
measure of the number of facilitators attendinigigerings, visit frequency, and a ranking of facilitator
charismaUnsurprisinglyhousehold latrine coverage increased at a faster rate amonuilthges
exposed to higkintensity facilitatiofCameron and Shah 2017)

Notably, intensityof facilitation was notnitially positioned as avariablein the East Java evaluation;

instead, its effect was discernable due to the supeasiticomes fromNGO -supported village termed

0 Resour c ggorRfseimtireipapey as compared tdhose supported byocal governmen{LG)
institutions(Cameron and Shah 201Thdeed,Cameron and Shaf2017)ar gue t hat o0i mpl e me
agent effectso ar e nBRAtrggeedwlagesdojlet corsttuctiongncréabeat 0 |
significantly by 6 percentage points, whereas iriiggered villages the increase is not statistically

9  Alongtime observer and experienced thiarty evaluator of rural sanitation pgsams urges caution over these particular numbers from
India and Indonesia, making the case that the particular areas in which the evaluations took place were the poorest gevitrimin
broader CLTS programs, and thus are unlikely to be representafiviw implementation took place in those countries more generally
(A. Robinson, personal communication).
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significan é [ mtdlesance of open defecation increases in RA villages but not in LGedlldhere
are multiple factors at plaselated to intensity andnotably,facilitation quality may not be the most
important:

I n the field one hears a | ot aboorderta he i mport a
test whether the RA facilitators are Obettero
from respondents on their perceptions of hasntdtic/persuasive theifatirs weré

there is no significant difference in the average reportetveessas the facilitators

(Cameron and Shah 2017)

In spite of these reported perceptions of facilitator quality, the authors corclud hha gystemétic

finding of significance for RA plementation and insignificanfoe LG implementation across the range

of outcome variables isowever strongly suggestive RA implementation being superior to that of bG
(Cameron and Shah 201Mhe aut hors control for the fact that
degree to which villages even get triggered atvediyconsiderabhhigher for RAsThe factors that

appear to be significant are:

1 Engagement with local counterparts . RAs were more likely to consult with village health and
office staff than LGs.

1 Community participation . RAswere able to secure greater awarerseand attendance of CLTS
related events than their government counterparts.

1 Visit frequency . Villages exposed to Ried CLTS were visited 4@ercentmore than those
exposed to LGled CLTS

This difference in implementation performance b#gsquestion of the proper division of roles and
responsibilities with CLTS programming. While the role of governmegnsuringthe enabling
environment(discussed belowis obviousijts role infield-level execution of CLTS triggering and follow

up clealy must be accompanied by the financial resources required to build and sustain the capacity for
estimatingriggeringd ¢ h a | | e,dfariétatihgeriggerng activities, and conducting follgnto guide
communities toward OD reduction goalsew governments have been able to manage and sustain these
functions independent of the support of project implementers.

512 A FAVORABLEGOENXBRDONMENTDO®

Assumption by governments of the responsibility for executing development interventioes|igfrtly

put forth as the logical progression for achieving scale and sustainability, but the CLTS experience

globally has yet to reveal a consistent model for the respective roles of governmentwi@is levels

NGOs, and otheractors A common refran in the CLTSrelated literature is the importance of the
denabling environment, 6 though the meaning of the

The enabling environment is the topic of NGO conferences, World Bank training programs, and
USAID and other dosopporte technical assistance projects. It appears repeatedly in

analytic studies, policy briefs, and reports. However, like much of the vocabulary of international
development and assistance discourse, the term exhibits an apparent clarity that masks the
underlyng complexity inherent in the conceptual territory it subsumes. In some formulations,

the enabling environment is defined so expansively that it becomes nearly synonymous with
socieeconomic development itself. In others, it is treated so narroe/lgiearty b

inadequate to stimulate sufficient response absent the presence of additional factors
(Brinkerhoff 2004)

In concrete terms, the elements of an enabling environmen{&rsound policy, legal, and regulatory
frameworks;(2) the development of institutional capacity across sectors and at various I18)els;
consultation with and dsandpeberescesq) estaklishmentaad ci ti zensod
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maintenance of a range of oversight, accountability, and feedback mechanis(Bsnautalization and

allocation of public resources and investmefsinkerhoff 2004)With respect to the government role

in fostering a supportive enabling environment for NGO involvement in meeting development
objectivesBrinkerhoff (2004p f f er s an even more streamlined descr
resourcing, partneringiraed endor singdé (though we question the n
and accountability functions in this list).

I n his evaluation of Pl an | iRobmsom(a0l@arguesthattas Pan Af r
favorable enabling environment was a significant factor in the compasatigeess and sustainability of

CLTS outcomes (vast reductions in OD that persisted otrex course of yeans In the highperforming

caseghat he identifiedMalawi, Uganda, Kenya, Ethiopia, and ZamR@)inson (2016asserts that the

respective national governments made the achievement of ODF eorities a national priority and
cadopted supportive polices and institutional arr
countries, though specifics of the supportive env
East Asia CLTS effis is more specific, breaking the enabling environment down into constituent
components of oOpolicy, pl an SUNICER 2018)and goes sb fartaetg r at i o
argue that in some settings in East Asia, the deployment of CLd@ans actually improved the

enabling environment for sanitation more generally.

The suggestion that countries in which national governments have made explicit endorsements of CLTS

as national rural sanitation policy (or at least, playing a central ritkénaa suite of programs) are best

positioned to make gains in reducing OD makes intuitive sense. \gleatking in the literature is a

systematic analysis of which elements of the enabling environment are most closely tied to program
performance. Therés little research we could fintha ki ng t he case for which am
facilitating,re our ci ng, partner i n are mastressentiasor whgtheathedle r egul at i
emphasis of any of these elements is limiting. One commentator questionatine of the enabling

environment in Zambia, pointing out that the rapid seajeof the CLTS approach there threatened its

grassroots, communitgd r i ven nature, making idmpine mamtdathiaocm odvpi
(Bardosh 2015)though without linking this analysis to objective measures of pedooa we are

reluctant to accept this argument on its face.

In any case, an-tepth analysis of the aspects of the enabling environment to discern which tend to
drive some objective measure of performance (whether changes in OD or improved toilet coverage)
would be a valuable contribution to the community of practice.

5.1.3 SUPPORTIVEOCAL POLITICAL LEADERSHIP

The presence of quportive political leaders committed to sanitation and the goal of ending &,
zero-subsidyapproachesas well as beingngagd in triggeringandposttriggering follow up, has been

identified agessential tctODF achievementMukherjee 2011; UNICEF 2014his assertion was

reinforced by our interviews with key informants, arfds commitment and involvement tafcal

political leadershifs particularlyimportantin countries that are highly decentralizégr example, in

Kenya, sanitatiofand sanitation financing) now the respnsibility ofcounty governmentsin Zambia,
ochiefs are the c¢hampiboypnofthethefCwhd iSveell kacwd andvexdrth out t h
majorinfluencé athere is littlethat can be don®

In some specific circumstances, however, local government support may occasionally be-counter
productive, particularly in countries with a history of authoritarian control and political violdnce.
Cambodia, CLTS came to be viedvas atop-down rather than grassrootsiriven process in which
villagg and commune chiefs were ultimately responsfble(and incentivized towardchieving ODF
status in villages under their jurisdictiQdNICEF 2013)
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5.2 COMMUNITY CONDITIONS
521 BASELINE OPEREFECATION AND/OR IATRINE COVERAGE

CLTS does not appear particularly wellited for communities that have low levels of G&nd

correspondingly, high levels latrine coverage}o begin with(Crocker, Geremew, et al. 2016;

Venkataramanan 2016\n analysis of CLTS deployment in Ethiopia yielded vastly differing performance

in the Oromia region as compared to the Southern
of the country. CLTS resulted in a 23 percentageint reduction in seffeported OD between baseline

and followup in Oromia, as compared to having no statistically significant effect in SENRker,

Geremew, et al. 2016which wadollowed by signifiaga increases in OD a year latéCrocker, Saywell,

and Bartram 2017Notably, well over 6Qpercentof households in Oromia reportedpen defecation at

baseline, as conaped to between 2(percentand 30percentin SNNP(Crocker, Geremew, et al.

2016) Gertler et al.(2015)reaffirm this argumentand hese findings are broadly consistent with those
of(Garnetal.201) who report that acr oss mulmmungiésevithr ur al s
the largest coverage gains often had the lowest basplinine]c over age | evel s. 6

5.2.2 PRIOR OFFERS OF SAMITION SUBSIDY

There is a broad consensus among implementers that a previous history ofizatidatrine
constructionoften renders communities less receptive to CLTS trigger{iMgnkataramanan 2016;

Harvey 2011; Sah and Negussie 2008)s is consistent with the position articulated Kar and
Chamberq2008)in the Handbookand a central motivation for the development of CLTS to begin with.
Some careful attention to the definition of subsidy is impotta&rudelydesigned subsidies (including
gowernment construction of toilet®r other forms of full assumption of costs by governments) differ
dramatically from more carefully targeted forms of support. The magnitude of a subsidy relative to
overall latrine costs, whether the subsidy is offered in cash ind (in the form of a construed
subsurface assembly or else a fully completed installation with superstructure), whether the subsidy is
offered as an upfront discount or a peststallation rebateto whom the subsidies are targeteand

how differing forms of subsidy are timed rélag to a CLTS triggering process, are all essential
considerations. We also note that reports on the effects of prior subsidy, while widespread, are
generally anecdotal in nature, which is unsurprising as the impact of prior subsidy impacts on demand for
toilets (or defecation behaviors) would be exceedingly difficult to test experimentally.

It is important to avoid confusing the related but distinct goals of reducing OD and increasing improved
sanitation coverage. Awted, the primary objective of CLTS &swisioned by the originators is

expressly the former, and the zemsubsidy orthodoxy of the approach is very mucheault of widely
observed experiencefgovernment or NGO -delivered toiletsinhibiting the collective decision of
communities to cease @n defecation. Achievement mhprovedlatrine coverage is another matter,

and the case of subsidy interactions with sanitation marketing is illuminative in this regard. Concerns
about the introduction of subsidies for toilets dampening demand for mandiet products in Cambodia
have not been borne out by experimental resulBn the contrary,targeted,marketcompatible/
stimulatingpro-poor subsidies have been shown to have positive spillover effects on coverage, whereby
households both eligible anmdeligible for subsidy increase latrine adoption in the context of sanitation
marketing programgGuiteras et al. 2015; Rivera et al. 2016; Nicoletti et al. 2017)

52.3 SOCIAL COHESIONAND NORMS

Societalevel determinants of individual behavior are increasingly being recognized as important
variables that drive the success of WASH progrgDeeibelbis et al. 2013)ncluding the specific role of
social normgDooley et al. 2016)Actual measurement of social cohesion is rare in sanitation
programning (Pasteur 2017)but in at bast one case in which an attempt has been made to quantify
pre-intervention social cohesion, its importance appears to be dramatic. In the context of the large
randomized field experiment of CLTS in East J&ameron et al(2015)conducted argeted analysis of
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initial community conditions that may influence CLTS success. They constructed a household survey
based o0soci al capital 6 index measure consisting o
cohesion, and crime and corruptioand determined not only that villages with high initial social capital

scores saw greater OD reductions from CLTS than others, @lgbthat villages with low initial social

capital scores were actually damaged by CLTS, insofar as CLTS resulted in OBscimaagurably

worse than in control villages that were not triggeré@@dameron et al. 2015)

Social Norms Theory (SNT) as a means of understanding how to change behavior hagygganed
interest among major sanitation donors and implementers, most notably UN(Dé&bley et al. 2016)
SNT distinguishes a social norm frombeuston® or omoral ruled based on the perception of whether a
behavior is dependent on social expectations. In other wordsjstonis a pattern of behavior that an
individual chooses to follow irrespective of what others do, wherea®iamis one that is followed
because of the belief that others follow-iand expect everyone else to follow it as wélicchieri

2006)

Singh and Balfoif2015)argue that a particular prexisting sociahorndspecifically, the practice of

latrine use by children above atfgeedis an essential predictor of the sustainability of OD elimination in

Kenya, but in practice measuring the importance of social norms change is likely to be challenging.

evaluation of the SuperAmma handwashing intervention in India measured perceptions of social norm

change among respondents in addition to objective messof behavior change, but was not able to
attribute the programds successes at increasing h
expectation in favor of handwashing as opposed to other some other element(s) of the intervention

(Biran et al. 2014; Rajaraman et al. 2014)

CLTS is unquestionably an interventidesigned to bring about a change in social norms, even if it was

not initially couched in the language of social norms at its inception. Members of a triggered community
optimally should feel some pressure not to openly defecate because they suspeuthirat have come

to oppose the practiceMuch of the attention that has been paid to social norm change with respect to
implementation and practice of CLTS has been with respect to sanction: if communities design sanctions
to disincentivizeor penalize individual behaviors, it is interpreted as a change in the expectation of

others with regard to individual behavior. Whether sustainability of OD reductions and progress up the
ladder can and do occur in the absence of sanctions has not bgestigated empirically.

The setting in which SNT stands to be maditical to attainODF goalss IndiaAs mentioned in our

discussionof ODself epor t i ng and it s | icoltural gaditioosof purity and r a | Il nd
pollutionareperhap t he most i mportant oObaseline conditiono
intervention needs to contendespeciallyas India is host to 6Percentof the global population that

openly defecate€Spears and Thorat 2016)he culture of purity and pollution based in the Indian caste

system functions as a social norm. The Hindu religious context in rural India is one of practice and belief
inuntouchabilt y, and one which O0coheresd with open def ec
norm against polluting the purity of the home by defecating outésgears and Thorat 2016)

5.2.4 PHYSICAL AND ENVIRONIEENTAL CHARACTERISTIS OF A TARGET COMMNITY

While the Handbooklescribes physical remoteness as characteristic that makes communities more

suitable to triggering (perhaps due to-gariants such as size and homogeneity), ttadseis reason to

believe that remoteness can make the operational and logistical cosigadring and followp

prohibitve.An eval uati on of Pl an 6 she sustainkbility problEmsigtabtypi a hi g |
slippage rates of upwards of p@rcentagepoints based on the narrow definition of private toilet

ownership)were largelyin remote communities where monitoring and follewp are more expensive

(Robinson 2016)

Community size (with respect to botgeographic extenand population) is also a key variable. Clearly,
there are physical limits to how many community residents can attesidgdetriggering event, and how
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much of a community can be covered by a transect walkfandima ppi ng exer ci se. One
internal programmatic CLTS reviews recommends attempting triggering activities only in communities
below 770 inhabitants unless multiple CLTS convenings atgle aaoss the villagé&anchez 2011)

Beyond logistical and cost constraintse thverseco-variants with size (social cohesidramogeneity)

are also likely tdoear upon both ODF achievement and sustainability, thoughave not seen research
attempting to isolate community size from other variables affecting CLTS performance.

Finally, both soil and water supplgnditions of communitieappear to be associated with the likelihood
of ODF achievementTyndaleBiscoe et al(2013)found that householdpracticing ODwere more

likely to be locatel on either soft soilsthat, while easier to excavate, are more prone to collapse, or
else in hardo-excavataocky soils ODF households, by contrast, are much more likely to enjoy the
benefits ofharder, rockfree soilsthat selfsupportand require miimal effort and expense

reinforcement Theimportanceof favorablesoil conditions was also described Yygnkataramanan
(2016)and confirmeddy our key informantintervieweesMukherjee(2011)argues that community
locationadjacent to water bodies pose a challenge to CLTS interventions. In Indofoesia,group
participantdiving near abundant surface water described ODas| e a n h ytgcongemient , pl eas
and f r e @UNICEF 2018)antudfortunate reality given the fact that poor sanitation and hygiene
practices pose a water quality threat to both surawaters and shallow, high hydraulic conductivity
groundwater.
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6.0 SUSTAINABILITY AND SLIPPAGE

KEY TAKEAWAYS

I Results of expost evaluations that visit sample communitiesdifferent settings andt some
period following ODFdeclarations to measure whether changes in behavior or sanitation
status persist offer a range of results, from modest slippage from ODF status on the order
10%, to others in which slippage approaches 90%.

The literature remains thin on the drivers sfistainability. The most frequently hypothesized
factor is followup, which raises the question of the sustainability of Chiitgramsas opposed
to the behaviors they seek to influence), insofar as follgmay add significantly to
implementation costs.

Another hypothesized variable is latrine quality and durability (related to progression up th
sanitation ladder)

Extended followup in particular is increasingly recognized and formally incorporated into le
CLTS programs as means of both ODF achmeest and sustainability.

Sovereign governmentsiust bewillingandable to absorb the cost of followp over timeor
ensure other mechanisms are in place @ltTSto be ascalable longerm rural sanitation
solution.

Perhapg the most widely highlighted concern expressed about CLT@#&herthe approactcanresult

in sustained change in community and individual behaviors. Indeed, the questiosudtdirability of

ODF status achieved via CLTS triggering is the central driver of a recent critical vg@reparedby the

CLTS Knowledge Huf2016)in whichChamberq2016)d e scr i bes a consetyaus Vi ew
the most bur ni n dleanwshieuaecer rapor issged iy thé \Wated Supply and

Sanitation Collaborative Coundilerneck etal. 2018) et s out t o capélpppdge t he 0nu:
from ODF status based on the Madagascar experience.

For all the increasing attention to the questions of sustainability and slippagecre not able to

identify aclear, uniform definition of either term in the literature, in part because there is a divergence
between analyses of likelihood of sustainability on the one hand, and those that actually measure some
outcome variabl@ such a€OD or private toilet ownershifii over time, on the other°

Vernon and Bongart@2016a)present a array of concerns that are framed asstainability obstacles to
CLTSencompassing enabling conditions, physical sustainability of installed facititiesstained

changes in social normanotherexampld r om t he o0l i kel i hood&dUbBf CEE&86ai na
Sustainability Cheds. Godfrey et al. 2009 weighted index meareithat encompasses not only

physical measures of household sanitation coverage and hygienic behaviors but also institutional, social,
technical, and financial measundhile ambitious and comprehensive, index measures like tfeese

well as others, inclding the Dutch FIETSustainability 4 pr o a c h a n dusisaabigyr Ai d 8 s
Framework among otherscan be problematic insofar as themayinvolve subjectivity in both scoring

and weightingtl n addi ti on, measures of olikelihood of sus
actual measures @lersistence of OD reductionser latrine ownershiplndeed applicatiorof the

Sustainability Beck technique tahe Mozambique OM(S. Godfrey et al. 2014)id not highlighthat

10 USAID(2014)defines sustainability as havingrbaehieved when country partners and communities take ownership of the service and
there are local systems to deliver inputs needed to maintain results and deliver impacts beyond the life of USAID [Vejedtsrely on
a far narrower definition in oudiscussion in this chapter.

11 See(Schweitzer et al. 2014pr an overview of these kinds of samability assessment tools developed for WASH programs.
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latrine coverage dropped on the order ofgiercentfrom full coverage in the ongear period between
baseline and endline.

For the purposes of this reviewe makethe following distinctions

1 Sustainability is definedas thepersistence of OD reductionattributable to a CLTS
interventionor private latrine ownership increases measured over tafter thedend) of CLTS
intervention(however defined by the local implementer)

1 Sippage (0 r 0 b a ¢ s deffinedds thegei@entage ohouseholds fountb have reverted
to the practice ofOD, or the percentag®f householdsio longer served by householdatrine
measured asomemonitoringinterval following an ODF declaration.

Examples of thassessments that represent aat(rather than theoretical predictiveneasures of
sustainability and slippage (es havedefined them) includ&yndaleBiscoe et al(2013) Singh and
Balfour(2015) USAID Water CKM Projeci(2017) Crocker, Saywell, and Bartra(@017) Russpatrick
et al.(2017) andTiwari et al.(2017)

Plan International is one of the most experienced of the CLTS implementing organizations, and it has
dedicated resources to amforementioned careful examination of the sustainability of its programs in
four African countries: Ethiopia, Kenygierra Leone, and Ugan{lByndaleBiscoe et al. 2013)The

study assessed nearly 120 villages previagstified ODF by Plan and conducted nearly 5,000 visits to
randomly selected householdsross four countries and nearly 120 villageseasure indicators of
returns to open defecatiarRelying on the more limited ODF indicator of private household toilet
ownership,TyndaleBiscoe et al(2013)found only 13percentloss in household latrine ownership
several years after triggering and ODFcligation in those communitieg\s a single crossectional

study, this report is valuable, but ideally these kinds of tpady assessmenshould becarried out in a
systematic way over time (and better yet, with counterfactuals) such that reliable estimates of changes in
OD attributable to CLTS programsan be inferredA limitation ofthe assessment put forth Byyndale
Biscoe et al(2013)is that the baseline condition (120 villagestified ODF) was not independently
measured ¢r measuredoy thesame researchers).

A recent followup of earlier evaluations in Ghana and Ethiopia saw effectively no slippage in three of

four interventions studie@ne year later, witheightpercentslippage in the fourtiéCrocker, Saywell,

and Bartram 2017Whi | e t he proponents of t he.gdllamimton sanita
of OD) may be disturbed by reports of any slippage from ODF status, the recent (and again, limited)

literature on health impacts of sanitation gains suggest that this minimal reversion to OD may not be of

much health consequence given the threshold level of coverage that has been determined to have been
maintaineds above that hypothesized to be necessary for hematection (Jung, Hum, et al. 2017; Fuller

and Eisenberg 2018)f course, we caution that most followp sustainability studies rely on two data

points aloneand often lack baseline datather than more frequent longitudinal trends. Because of the

limited timeframe of sampling, it may be difficult to infer in many circumstances whether declines in
toilet coverage are a function ofA smdllanmounts®f somet i m
decline attributable to deterioration of loweost unimppoved facilities and #migration of households

who did not attend triggering everfisor whether declines are a consistent downward trend associated

with wholesale reversion to OD practicd§JNICEF 2014)

Meanwhilehowever,other evaluationfiaveuncoveredbackslidingo open defecation irsuch diverse
settings agthiopiaGhanaKenya Madagascar, NigeBjerra LeoneandZambia,(USAID Water CKM
Project 2017; Robinson 2016; Singh and Balfour 201® evaluatiorof the fouryear(20092013)
$8.5million RANO-HP project fundedargelyby USAID, is particularly soberingnd the implementing
organizations (Catholic Relief Services and CAdiServe recognition for their willingness to expose
the program toreview (also funded by USAID)he evaluation sampled 20 @#1 villageghat obtained
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ODF status? by the end ofRANO-HP in 2013 and foundhat only two (10 percen) of the sampled
villagegemained ODF three years lateand inthe four regions sampledatrine usage declined by 29,
43, 27, and 9 percentage points, respectively, over the samethirae-yearperiod following the end of
the program(USAID Water CKM Project2017)

In a UNICEFunded evaluation of the CLTS experience in Kenya (which has been supported in part by
UNICEF since 2011gingh and Balfo2015)reportas t heir omain finding on O
over % percentofroughly2000 househol ds sur vieglatdneimaUNICEFai ned 0 a
survey across 42 Kenyan villagesrresponding to what the authors conclude is @ércentreturn to

OD). This topline findings of courseencouraging, but givehe geographic dispersion of these sampled
households, the implication for communityide ODF is that there was some degree of slippage in more

than 60percentof villages surveye@ingh and Balfour 201%)erhaps more importanthihowever,the

study revealed thatinder50 percentof sampled householdgereusi ng o6functioning, cl
t o i latahe 8nte of the survey

Russpatrick et a(2017)andTiwari et al.(2017)make use of the extensive Zambian digital vilagel
sanitation surveillance system (with over two years of monthly reports) to exasanéation coverage
trends under one of the countries CLTS deployments. Of nearly 13,700 villages in the surveillance
database, roughly one third reported achieving full household latrine covervage 26month period
between July 2013 and August 20bbthese, some 4percentexhibited some amount of backsliding

from full coverage, with roughly half of the slippage occurring with five months of the attainment of full
coveragg Russpatrick et al. 20LBoth achievement of coverage and likelihood of slippages were higher
in larger villages; seasonal effects (higher slippage during the rainy season) was also. dlisarvet
al.(2017)usethe same dataset tanalyze the role of formal engagement of chiefs in CLTS execution,
finding that it increased the probability of achievement of full latrine coverage pgr2aént(usinga

Cox proportional hazard test). The authors also assess the data via an interrupted time series analysis
after accounting for temporal trend, finding thettiefdbm orientations were associatesith aroughly

30 percentincrease in householvel latrineaccesgTiwari et al. 2017)

In their sustainability studyiyndaleBiscoe et al(2013)were careful to seek responses from women

and men separately at both the community leader and household level to evaluate whether there were
gendered dimensions to the factors that affected OfStainabilityas well as to make sure that a
representativdraction of femaléheaded households were included in their samples. Notably, privacy
and security werenotfound to have a gendered dimensi@fyndaleBiscoe et al. 2013 he two
identifiedgendered factas (in which there was a significant differerweenmale and femle
responsesjvere 1) the absence of ongoing financial support from within the commuttigy write:

0 eversion to OD[occurred] because of a sense that households had not continued to receive support
to maintain or improve their latrine from withitheir community; and 2) the availability of land,

materials, and labdnTyndaleBiscoe et al. 2013)

A recent crosssectional study of nearly 600 households from Nusa Tengara Timor province in
Indonesia found weak social norms, lack of water access, and low wealth tedmaasd with slippage,
measured to be approximately 15 percentage points over a-j@ar period(Odagiri et al. 2017)

In Figure6, we offer comparative plots adeveral oslippageesultsfrom the studies listeébove, with

the initial data points representing the achievement of a given CLTS outcome (whether an ODF
declaration or the achievement of an elevatedel of latrine coverage, @sthe case in Madagasi.
Slippage is indicated by an upward sloping curve for the OD results and by a downward sloping curve

2 In this context, ODF verification is based on a weighted index score combining 16 different criteria. See TadlksSBbiVater CKM
Project(2017)
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for the sanitation coverage results (in Madagasddng. steeper the curve, the more rapidly it has
occurred over time.

Figure 6. Slippage curves for s elected countries. Slippage parameter is OD in the upper plot and
sanitation coverage in the lower plot. Data source for the lower plot is USAID CKM Project (2017).
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We also note those cases in which there iader duration between baseline afallow-up,
particularly the Ethiopia data presented ByndaleBiscoe et al(2013)and the Madagascar evaluation by
the USAID Water CKM Projec{2017)
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Regional differencesan also be pronounceth Ethiopia, for exampleramatic, sustained resuligere
shown to haveoccurredin the Oromia Regiorthat stand in contrast tofairly rapid slippage in the SNNP
Region(Crocker, Saywell, and Bartram 201¥) the same country TyndaleBiscoe et al(2013)uncover
comparatively slow and mild slippage in Jimma and Shebedino.

Another other notable aspect of the updated results frabnocker, Saywell, and Bartra(@017)is that

a second year of followp yielded dramatic improvement in the areas where teachers were the CLTS
facilitators; at the initial follovup in 2014, the teachefacilitated communities sampléatged far behind
those triggered by NGOs, but by 2015 these communities enjoyed effectively equal (and sustained)
outcomes.

Hulland et al(2015)argue that frequent personal contadattweenvillagersand health promotersas
wel | as Oaccountability over a per i mdsusiainedt i medé ar
adoption of WASH behaviorsadding that ersonal followup in conjunction with other measures like
mass media advertisements or group meetings may further increase sustained addtisis broadly
consistent with the appeals within theggrammatic literature for postriggering followup (Singh and
Balfour 2015; TyndaiBiscoe et al. 2013; UNICEF 2013; Vernon and Bongartz 20&8a as it is
pointed out that CLTS programmatic budgets for pasgygering followup are often lackingMukherjee
2016; UNICEF 2013Meanwhile, the gains in private latrine coverage observed aftemparatively
Oheavy t odeptohmEentiCNlali(\Bith most respondents reporting multiple folloup visits)
largely persiste@ne year past triggering, even with civil unrest occurring in the intg@zua et al.
2015)

In sum slippagéao open defecation is clearly observed in the independent evaluations of CLTS
programs, and in someasest appears to bdy significant amountghether modest slippagrom the
complete or nearelimination of ODtranslate into significant health costs is uncertain, and likely a
function of whether it is a rise in OD from near zero tod%0 percent for example, or from 2(percent
to 30335 percent

The most widely cited solution to sustaini@P behavior changis followrup (TyndaleBiscoe et al.

2013; Singh and Balfour 2015; Mukherjee 2016; Th@0a6; Vernon and Bongartz 2016a; Wamera

2016; Odagiri et al. 2017Jhefourc ount ry eval uation of the sustainal
program includes the following:

The conclusions and recommenddidihinto two categories: (i) strengthening and

supporting households and villages that have maintained their ODF status to both continue
investing in latrines as well as improving them and enhancing improbethdwigiane

(i) addressing the issues ithfluence households to abandon their latrines.

Singh and Balfof2015)r e por t t -bpaahd sdppoat bré reeded after ODdertification to
support the most vulnerable households to build safe, functional toilets and ensure that all households
have sustained, secure and easy access to latiines.

In Madagascaa, variant of CLTS knowa s 0 Fuop IMAWN DONAGS has bptheclotal dev el op
Executing Agency for the Global Sanitation Fepecificallyn the interests of continuing engagement

with communities over the long term and preventing backslidiErgland 2016)hough it is unclear in

what manner the MANDONAprocess specifically accentuates poijgering activities

For years now, it has beesuggestedhat follow-up is essential to CLTS succeasd that realization
appears to bananifesting itself in practicEhe Koulikouro, MalCLTSprogramfor which dild growth
benefits were detected involved12 follow-up visit per villagéAlzua et al. 2015; Pickering et al. 2015)
Crocker, Abodoo, et al(2016)report averages of >18isits per triggered village in Gharfde findings
of a performance monitoring report of a CLTS program implemented by SNV in partipensthi the
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Kenyan government and UNICEF indicated that in its western Kenya activities, ODF declarations only
began to occur when the triggering of new villages ceased and programmatic activity focused exclusively
on follow-ups to previously triggered \aljes; at the time of the evaluation the reported average follow

up frequency wagreater than three visitper triggered village, and neaflye per ODF-declared village
(Government of Kenya et al. 2011)

At the same timefollow-up o f i d (hé adheyerdcdo and completion ofthe process of followup and
monitoring visits as required by the project/program in all communitiespisetimedow, and long

term budget and capacity for folleup and sustainability monitoring is often lackiAgRohnson,

personal communicationJ.wo key informants we interviewed reported that in both Zambia and in
Uganda, villages that did not achieve ODF after triggering were routinely left behind so that staff could
give priority to trigger new villages, given the political pressures to quicklggp CLTS

implementation.

Reinforcing this point, one of the findings of the matiuntry CLTS research program conducted jointly
by UNC and Plan was thatrn most study countries, the research revealed that the capacity of local
government to carry otifollow-up activities was weak due to financial constraints. Programs had to rely
on routine followup by village volunteers, who are reported to not follow up as consistently or
effectively as paid government stdffrocker and Bartram 2015 hiswas also confirmed by a key
informant, who reported that government staff are often notentivized properlynough 6 perform
follow-up activitiesIn Indonesiafor example government sanitarians are responsible to visit
communities and enter information about their visitgoin online monitoring system, but mathe
villagescontinue to lackupdated information in the system, as sanitarians have litt@ivetion to revisit
them.

It is important to recognize that to be truly sustainable, folaw activitiesor other reinforcement
mechanismsnust occur independently of external donor support. Moreoviéfpngterm follow-up is

indeed essential to preserving CLTS outcomes over time (which we caution has not yet been definitively
established), the costs of that follewp must be well accountefibr when CLTS is considered as a core
element of government paly. It follows that, if sovereign governments are not willing or able to absorb
the cost of that followup (or other complementary activities, such as the fostering of private sector
sanitation product and service delivery, or carefully targeted subsidies) the value of CLTS as

scalable longerm rural sanitation solution comes into question.

However, that there idikely more to sustainability of CLTS outcomes than followalone We

hypothesize that another variable bearing on sustainabilihoissment up the sanitation ladder, insofar

as higher quality, properly managed latrines serve to perpetuate the behavior change motivated by

CLTS In the USAIBfunded Madagascar evaluation, o#@percentof respondents reportedd d i f f i cul t vy
saving moneyfr | at r i a&s¢hentain chilldngenpgeventing latrine construction (and thereby

progressing up the ladde(YSAID Water CKM Project 2017)

MeanwhileSingh and BalfoR015)r e p o r t oudelohis regd to OD when their latrinescollapse;

are too difficult to use for the elderly and/or childreare shared withneighbors; anére na close

enough to be convenient.é6 Each of these variabl es
triggered communitiesAn e xami nati on of CLTSwtsregartdtoladdegrt hs and v
progressiofii what we argudo be an essential criterion for sustainabifitjollows in Section 7.
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7.0 FROM MDG S TO SDG S: CLTS AND
PROGRESSION UP THE S ANITATION
LADDER

KEY TAKEAWAYS

1 Evidence of CLTS programs resulting in the installation of improved toiléisiied, and the
lack of highquality durable toilets resulting from CLTS poseassé to the sustainability of
CLTSdriven behavior change

The motivational aspects of CLTS are focused on OD elimination, rather than investment
improved facilities

Progression up the ladder involves addressing affordability and liquidity constsaimgd as
market accessvhich are distinctly outside of the CLTS equation (with its zeudsidy
orientationand avoidance of specific product prescriptipns

The transition from Miknnum Development Goals (MDGS) to the Sustainable Development Goals

(SDGs}i specifically, Goal'éfi has elevated emphasis of both sustainably and safely managed water and
sanitation services, and correspondingly focused attention on the delivery of improveatiearand

fecal sludge management (FSMipugh theremay bereason to be cautiously optimistic about the

ability of some CLTS programs to sustain enough of the reductions in OD to result in a health

improvement, pogression up thesanitationladder is anther matter. Indeed, he absence of evidence

for the ability of CLTS to drive households up the ladder, along with sustainahittgmong the most

widely referenced drawbacks of the approg®&fernon and Bongartz 20160As mentioned in the

previous sectiongnly just under half of the surveyed household latrinee UNI CEF&s Kenyan C
sustainability assessmeme r e r eported t o be 0 f(Singhcahd Balfowx2015) cl ean,
This is consistent with other findings that the elimination of OD via CLTS programs tenésult in

constructon of low-quality, traditional pit latrines that may be prone to collaf$éaley anl Webster

2011; Crocker, Geremew, et al. 2016; Tynd&8liscoe et al. 2013; Venkataramanan 2016)

The first [concern] was inabilityda® move wup t he indhavastin@ariif on | adder é
cases this referred to the cost of cement, which was beyond what most rural Zimbabweans

could afford ahgreatly diminished the fmktyi of constructing a permanent latrine. A

number of interviewees referred to their dislike of temporary leaniisesttey break and fill

up quickly. There was a general desire to own a permanent structure, and it was clear that

when a temporary latrine becomes unusable there is not always the will to construct a new one.

A number of people surveyed had revedatisanitatidf or even open defecation. This

suggests that for an approach that may at first encourage simple measures such as cat

sanitation or temporary latrines, the capacity of a community to move up the sanitation ladder

is vital if sustainabilitya$e achieved, as one respondent@utit. you say dig the h
will dig the holes, they mibldthe bricks, they will build their own toilets. But the challenge is

cement. So | think you can support them with cement so that we reach that @D

want. There is no way we can achievpet@nZ OD i f we dondt have per mar
st r uc(Whaleg and Webster 2011)

13 https://sustaiabledevelopment.un.org/sdg6

¥4 9Cat method sanitationdé is the practice of digging a small hole an

15 ZOD is Zero Open Defecation, a local variation on ODF used in some countries
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Poor quality of initial construction due to poor quality materials, presgarbuild quickly, and lack of
knowledge about how to build to a good standard weitited as criticabarriersto progression up the
ladderin Kenya, Ethiopia, Uganda, and Sierra Lé@gadaleBiscoe et al. 2013)

Similarly, in Ghan&rocker, Abodoo, et al(2016)found that latrines built after CLT®iggeringwere
typicallyless likely to be made of durable reatls such as concrete or wodghcluding flooring or
doors), to have a fully intact superstructurand to qualify as JMRprovedthan those that had already
been put in place prior to CLTS triggerinijt the same time, however, the authors concede that
latrines installed after triggering weo®mparablewith respect to observedleanlinesssmploymen of
covers, and presence of fliegiggesngthat they were similarly maintaineoreover, posttriggering
installed toilets weramorelikely to have water or cleasing material for hanerashing Crocker,
Abodoo, et al. 2016)A similar analysis in Ethiog@undi in contrast to Ghana that latrines built after
CLTS intervention weranorelikely to have stable and safe flooring and a protective,rbofno more
likely to be improvedaccording to the JMP definitipthan those built before CLTS interventions
(Crocker, Geremew, et al. 2016)

Bangladesh is one of tliew countries where CLTS implementation has led to the construction of
improved sanitation facilitieKullmann et al(2011)report that in communities where the CLTS
approach was implementedyughly50 percentof the latrines were improvedOn many levels,
however,Bangladesh is a spediabkeit is the birthplace of CLTS and has been host to monumental
rural sanitationefforts spearheaded lylarge, welhetworked, highlyeffective implementing
organizatiort® In this regard, it is noteworthy thaat least 95ercentof households reported aess to
latrine materials and skilled masons in a local maked74 percentof the households knew where to
find a latrine pitcleaner(Kullmann et al. 2011 heactive development during the 1990s of thévate
sectorin Bangladesh has medhat market forces have allowed most households to as@fordable
sanitationrelated parts and services.

Numerous obstacles tprogressing uphe sanitation ladder following CLI®iven reductions in OD
have been discussedeporting on a study of latrine adoption in rural Benlanking2004)lays out a
concise theory on the drivers of sanitation demand: motivation, ability, and opportir@tyne (2009)
builds upon this theory in her elucidation of the SaniFOAM Framevarkinderstanding behavior and
behavior change

Motivation : CLTS is focusedn motivatinga specific change in behavior (ending OD), but the degree
to which it motivates parting with haréarned cash, as opposed to their time and Igheiess clear

This is particularly important with respect to the transitioofn rudimentary pits to improved latrines,
insofar as latrine adoption is rarely motivated by the health considerations that are at the center of
CLTS The immediate and direct benefits that improved toilets provide with respect to convenience,
comfort, privacy, safety, and prestige tend to playegual ormore important role(Jenkins 2004)

A number of ourkey informants noted that in its traditional orientation, CLT&rely provides incentives

for communities to go up the laddéwith someexceptions like PhATS in the Philippines, whioffers
progressive 0gr ade §Robinfon and Gndo2dlé@ndtpir o glrredsisamngover nr
0 ODF Pl u s @@overanerm gf mdiayMinistry of Drinking Water and Sanitatiii5). Multiple

interviewees suggested altered messaging during the CLTS triggering, whereby ODF status is presented

as only the first milestone in a progression, rather than $ivgular, terminajoal of collective actian

In addition,our interviews suggested that CLTS is problematic on another motivational level with
respect to the | adder: triggered partiani pants may
sanitationimprovementsor else feel sufficientlgccomplished aftenavingplayed a rte in achieving

6 BRAGWASH achieves change .Dbitbse/womirdvash.rrg/reewsibewaghachievexhasgedoenyernade F | ent 6
saysdonor
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ODF statusOne government field manager of CLTS programs reported ¢h& D Fnow erceived as

the end of the roadandwe need to communicate better and say thatth i s j ust part of t
Multiple interviewees suggested that in their experienagit bedifficult to mobilize communitiewith

arevised messageofnow weu tlmai nvest AnothetboHeret thatlytheaendrofithee s . 6
initial CLTS process ndi v i d u ahagheyhava workédeor danitdtion enough, amave other

s

things to do. ¢

Ability: Jenking2004)andDevine(2009)b ot h e mphasi ze t hathandnaneyitis t yo6 i s
also about knowledge, skill, time, geographic mobility, and social support.

Affordabilityhas been offeredsaa key challenge to moving up teanitationladder, particularly for the
poor (Jenkins and Scott 2007; Vernon and Bongartz 2016a; Whaley and Webster fidability
does not enjoy a consensus definitibindeed,an analysispellhg out options for a standard WASH
affordability statistic was submitted to the United Nations Office of the High Commission for Human
Rights(Hutton 2012) Sitill, here is little disagreement that househ@gpendituredor installationof an
improved latrine can routinely exceadonthly incomes for rural familigdrémolet et al. 201Q)and
depending upon the setting, tefland superstructure design, can even approach annual incomes.

One can argue about what price constitutes an affordability threshold for an improved toilet (and other
sanitation improvements, such assladging)in Vietham and Cambodia, for exampdeirprising

numbers of the rural poor have demonstrated a willingness to spend upwards of3#D6n improved
latrines, all the more remarkable insofar as a toilet is not an incgargerating assé€iNguyen et al.

2016) Perhaps more relevant is the questiohhousehold demand for sanitation serviges given

context at a given priceA recent analysis of consumer valuatiorcoficrete, plastic, and ceramic
sanitation platform modelgia a vouchebasedeal moneysales triain Tanzanidound remarkablyweak
demand for the products at commercigtices, even among populations thetd been exposed to the

c o u rstotalwahitation and sanitation marketing (TSSM) cam{Rigietz et al. 2017 with a similar

study currently underway in Kenya

Affordability doesappear to be a constrainthoughTrémolet et al.(2010)also point to a liquidity

constraint as opposed to an affordability constraint in some cases, pointing to the potential of affordable
consumer credit to increase demand; othé€h&shay et al. 207) have made the case that credit

availability can raise consumer willingrespay).l n Vi et nam, East Meets Westods
directed households to governmesubsidized loans for toilets, and at least 30,000 households are

believed to have accesd them to complete improved toilet purchases between 2012 and 2016 (Hien

Vo, personal communication). By contrast, CHOBAGS
credit available, and household borrowing options were limiteéxasting MFIs at arket microloan

interest rates; utilization was considerably lower (on the order ofpEfcen), with informal borrowing

from familial social networkiikely more common(Rivera et al. 2016)

With respect totheknowledgec o mponent of t he,tdggeked busehojddfteddot er mi n a
not understandvhatis meant byan improved latrinanor why it is important. Coombes(2016)reports

that few households that participated in their study in Kenya were aware of the importance of a lid on

the latrine,or what the attributes of an improved latrine are, in boBL TS and nofCLTS communities.

This was confirmed bgur own key informant interviewsn which one pointed out thahealth

extenson workers themselvesay not understand improved vs. unimprov&hitation, having been

informed during their CLTS training that theaxclusivegoal was to end OD.

Non-CLTS pograms that have been successfudiriving large numbers of the poor up the sanitation

| adder (part i c uBamgladeshRIEasi3d st WAWE s t i) GamiiddiaCaBdA
Vietnam) have focused on putting in place the various measures that address mobility, skill, time, and
knowledge constraintéKarim et al. 2012; Rivera et al. 2016; Nguyen et al. 2@t&hot typically

features of product/service neutral CLTS trigmep.
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Opportunity : Opportunity refers to access to product information, builders, materials, and operation
and maintenance (O&M) servicgkenkins 2004)

Manybeneficiarie®f sanitation interventions such as CLTS are not reached by sanitation product and

service supply chains. Indeed, one of the most compelling elements of the CLTS approach is that it is
intended to function outsider in the absenc®f those supply chaingihether they can easily find slabs

or plumbing or concrete rings, communities are still empowered to end open defecation by collective

action and the installation of rudimentary latrines that prevent excreta from being exposed to the air.

Clearly, thoughany transition from rudimentary pits to improved facilities requires that there are

product and service suppliers in or near the communities and that households know whdreowto

find them.Supply chains are often fragmentadd in the many circumstane s i n wistopc h a oOone
shopdé option is not avail tolrdngform thebdeasicckmpbnendsardn d pr o
materials into a product or service for the rural poarre lacking Thomas 2014)It is important to
recognizeemerging evidence that improvements to rudimentary pits are indeed valued by the

communities targeted by CLTBeyene 2016; Vernon and Bongartz 201@apthus measures taken to

(1) make the products and services necessary for improvements commercially availaf# tzim

demand functions into alignment with pricirsg¢h assia subsidy) are important options for moving

communities up the ladder.
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8.0 CLTS+: THE COUPLING OF CLTS WITH
OTHER MEASURES

KEY TAKEAWAYS

1 A basic, functioning commercial supply chain at the time of CLTS triggering is a necessar
condition for translating OD reductions into increases in improved toilet ownership

9 Carefully designed subsidiesndemonstrably increase toilet ownghip among the poor and
should be considered in the context of CLTS programs. Evidence on the interactions betw
subsidy and CLTS is largely absent and a worthwhile area of further study.

Concernabout the challenges faced by CLTS in movement up the sanitation ladder was perhaps best

captured by one of our key informants, a distrlevelgovernment official, who lamentedlbwe ar e ki nd
of stuckin @nimprovedr i ghta md widdwe shoul d have gonebedauseect | y f
0 i mowidifficult to go fromlow-quality to highemuality latrine. Another intervieweecautionedthat

ow e chunmeh tommunities with building latrines all the time. They should gebper latrine so

that they are not havingtore n ga g e wi tSeveralhtavienesssuggestedhat slow

movementup the ladder mighbe more expensivaver the long termthanmaking sure improved

facilities are installetb begin with because th occasion of communitwide engagements represents a

significant opportunity not only to motivate households but also to link them with suppliers and

information

The CLTScommunity hagome to recognize that other measures can add significant value with respect

to sustainability and movementuptheladdert ypi cal ly expressed as met hod
ODF &6 e n v i(Meroam angl Bangartz 2016djhe two obvious additional categories of intervention

are (1) marketbased interventionike SanMark anf?) measures intended tease the financial burden

on household sanitation improvements, suctsalsidies and consumer credit.

8.1 CLTS + SANMARK

Though CLTS is now formally part of rural sanitation policy in many countries and is implemented as a
standalone intervention in discrete regional or local contexts, many of the largest national or multi

country rural sanitation programs specifically integrate CLTS with sigipidyactivitiegas well as other
elements, such as enabling environment enhancements and behavior change communication). A selection
of theseincludess BRACWASH | and Il in Bangladeshanaged by BRAC from 20@®15;S NV 6 s

Sustainable Sanitation and Hygiene for All (SSH4A) project atBo&&ican countries as well as Nepal

from 20142018 and he Total Sanitation and Sanitation Marketing (TSSM) Projéetlia, Indonesia,

and Tanzania managed by the World Bank Water and Sanitation Program fror2Q007

Pedi and Jenkirf2013)offer a comprehensive summary of the keynswerations for designing and
evaluating programs that integrate CATS with SanMark, makingfribieg case that the two

interventions are mutually reinforcinghile challenging the assumptions that SanMark is necessarily a
threattothed soci al ccehsasngée pr o

Munkhondieet al.(2016)provide an in-depthexamination of CLT&anMark coupling, drawing on
experiences in Malawi, Tanzania, and Zaniyianary among the considerations they highlight for
integrating demand and supgglyi de i nt er v e,dwhichoasks tha gaestiophleraskould g
marketbased interventions be introduced relative to the CLTS-piggering, triggering, and folleup
activities?
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Phasings indeedan importantimplementation variabl&omeC L T S 0 p u rbécenteasbit may
uncomfortable with supptgide inteventions interfering with the collective action process intended to
eliminate ODas it is occurringbut Munkhondia et al2016)point to programs intoducing supphgide
interventions years aftariggeringaslargely failingo move communities up the laddetiting
experiences in MalawiGSF 2014and TanzaniéBriceiio et al. 2015)

In Uganda, Plan Internationathased SanMark immediately followddDF achievement to avoid
undermininghe CLTS process of collective actigNabalema 2011though no operational
performance data are publicly availaiMeanwhileMunkhondia et a2016)highlight examples of
SanMark occurring in parallel wi@LTS triggering out of the recognition that some households are
loathe to invest in lowquality latrines in the negierm only to re-invest again to pun place an
improved facility or upgrading a pit that is already patrtially filled with excfétacaveat, of course, is
that this preference is likely limited to households with relatively more finanains.

SNW SSH4Aprogram developed over the course of several years through a series of comparative case
studies and 12-eiscussions and learniegents (with inputs from the University of Technology in

Sydney, the London School of Hygiene and Tropical Medicine, and IRC Internéfiatealand

Sanitation Centrg combines demand creation elements of CLTS with supply chain and fivelnee

chain deglopmentelements of SanMark (with governargystem strengthenings wellas capacity

building for longterm hygiene behavior change communicati@getings 201@nd A. Kome, personal
communicatopNot abl y, the programds suppprigrtodemand n devel o
creation to be sure that there is a quick market response.

Theideaof coupling CLTS with market and supjglyain support appears to have consensus support,

but we werenot able to locate meaningful evidence of the relative advantages of diffdrasing

schemesThis is certainly an area worthy of careful field investigation, including the poseitiditydom
assignment experimente move the discourse past the realm of hypothesis and anec@mecerns

about the introductionrof | ocal mar ket players odistortingd or
action appear not to be based on any real monitoring information (while the empiricafaade costs

of long lags between triggering and supply chain interventions matrdnger).IndeedPedi and Jenkins
(2013)point to the experiences of TSSpMr ogr am in I ndonesia and Bangl ad
program of the miel990s as compking examples of thatility of having healthy commercial supply

chainsin placpriort o engagi ng i imor@Atd &hiexecoptimal conversian pf thé

generated demand into sustainable sanitation improvemeént

8.2 CLTS + SUBSIDY

The avoidance of subsidies is perhaps the most fundamental tenet of. Gk T&)ic is understandable,
but it must be recognized that subsidies for other basic human services (including piped wastewater
collection and treatment) are widespread globatlylevéoping and developed economies

Vernon and Bongart@2016a)write that while subsidy has long been a source of controverilin the

CLTS community, o0it is becoming increasingly evid
will not necessarily be able to access sustained improved sanitation and climb the sanitation ladder

wi t hout some f or m Wdgo mrhéreuggeating trasnmany sasesutnsidg magy be
necessary for a population much wider than the 0t
ladder As we assert above, even while CLTS may well reduce open defecation, it is far frontnatdét

succeeds at movingnypopulations up the ladder, given the paucity of evidence.

The deployment of subsidy for sanitati@an occur in many way# can be provided in the form of cash
or materials, as a rebate or an upfront price discount, gailouseholds directly or instead to a
supplier who pass savings on to customer$he subsidyamount can be adjusted to cover any
percentage of overall product and installation costgplementers of subsidy programs may choose to
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restrict eligibility tothe poorest of the poor, to the lowest income quintiles, or else to expand the
eligible pool as widely as they choose.

The question of phasing subsidy with CLTS was a cepiat of debate at avorkshopsponsored by
the CLTS Knowledge Huim the Philippines in May 2013hould subsidies to drive households up the
ladder be conditioned on ODF achievement and paid out only after certification? Other questions
includedthe size and modality of support and how best to identify and target neatipopulations.

The closest thing tgoublished evidencef the interactions between subsidy programs and CISTS

offered byPattanayak et af2009) t hough the intervention consider el
Total Sanitation Campaidghat employed CLTS elementSubsidies were not included as an
experiment al intervention, but the I ndian governm

poverty] i ne househol dexpeoivinmdetdala bgoakdi opdhatao t he st
third of the programds treatment affect was attri

for poor householdgPattanayak et al. 2009} randomized triabf CLTS combined with an integrated
poverty-targeted subsidy prograiis currently underway in Laos (H. Nguyen, personahomunication,
May 2017)Studies like thisvill provideimportantinsight into whether specific povertargeted,
resultsbased, partial subsastend to improve or hinder the CLTS approach. Imandom assignment
studyin BangladesigGuiteras et al(2015)tested CLTS, SanMark, and subsidies indegwly, and
found that75 percentprice discounts distributedia lotteryas vouchers to the lowest three income
guartiles results in a 22 percentage point increase in private hygienic toilet ownership, whsgea
other two measures had no statistically significant effect on ownership at all. Notably, the subsidies
produced a positive spillover effect, insofar as an 8.5 percentage point increase in hygienic toilet
ownership wasbserved among households in thebsidy cohorthat did not receive the subsidy
(Guiteras et al. 2015)

The subsidy examined I@uiteras et al(2015)is fairly large relative to the price of a hygienic to{{éd
percentof the cost) andit is offered to a comparativgllarge fraction of the populatiogall but the top
income quartile) By comparisonthe CHOBA program(a close variant of which lseing evaluated in
Laos)deploys a much smaller subsidy (generalf20@ercentof the commercial price, depending upon
the scale of investment chosen by the beneficiary household), paid on a results basis to either
Vietnamese households (in the form of a posttallation rebate) or Cambodian latrine suppliers (also in
the form of apostinstallation rebateallowingthe offer of an upfront discount to households).
CHOBAG®Gs subsidies are dir eerteetaf theepopulbtionupom el v at
verification of installationdnd coupled with a heavily modified version @lar'S triggering evefitone

which seeks to inspire disgust with open defecation but avoids other CLTS program elements such as

the transect walk anfecalcalculation, and formation of a community plan to €»B. (One of the

target CHOBA countries, Vietnanias minimal open defecation to begin with; indeed, the CHOBA
program hasasits prime focus the elevation of households and communities udnégationladder.)
CHOBA also employed communityide incentives (for the achievement of a 30 percentage point
increase over baseline community coverage angé¥entoverall community coverage, respectively).
Nearly 200,000 latrines were installed by the rural poor in CambadidVietham over the course of
the program, with an independent evaluation attributingj7 percentag@oint increase in hygienic toilet
ownership to the progran{Nguyen et al. 2016)

An attempt to replicate t heespedalyinrAficasomerths ucces s

t he

i n

investigating, given the pr(abgut$aOmpér wiletinstallpdaasat i vel y

compared with on the order of $5-30 per household targeted under CLTS programs as described in
Section 9)No convincing case has been made that progression up the ladder will occur in Africa
without addressing the disanect between consumer demand and pritargeted outputbased
subsidies to bring the demand and price into sufficient alignmegtesult in significant adoption.
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9.0 WHAT DOES CLTS CO ST AND WHO
PAYS?

KEY TAKEAWAYS

I Recent analysis offers updated and more refined information on @Ghplementation costs,
which appear to range between roughly $15 and $30 per household targeted (as opposec
successfully triggered) in s@aharan Africa. Other costs (including that of latrine constructis

are not included, as they are borne by houskelso
Erhancements of traditional CLTSUch as the initiation of hygiene promotion or recruitment
and training of natural leadensushes these costs up considerably, toward $80 per househc
targeted

i CLTS implementation costs are overwhelmingly finarmedxternal donors.

9.1 COMPARATIVE COST ESTIMATES

Comparatively low program costs (especially in relation to programs direothgtructing toiletswith

full or close to fullsubsidy) are one of the most compelling characteristics of CLTS, and a quality which
is further accent uadulsidy obeptationhStill, exgryionmCt TSpregrams r o
requiresmanagementesourcesthat may be costly. Managemenvolves pplying best practices in pre
triggering (to understand which communities lend themselves to the participatory, collective action
approach and which may be better reached through other interventions), insuring that facilitation of
triggering activities isxecuted by weltrained, persuasive, and motivated field personnel,samgpborting

the kind of followup that is generally thought necessémysustain reductions in ODlet alonedrive
progression up the sanitation laddénformation on the costs of adgdving ODF communities &parse
(UNICEF 2015)Sara(2016)cites a figure of $60 per triggered village in Kenya (as compared to $85 per
village for third party certification of ODF status), wh#ah and Neguss{2009)offer an estimate of
$1/household reached in Ethiopia, entirely in facilitation costs, but in neither case do the authors offer a
cost breakdown nor an indication of how cost data were collected or calculai@ns et a{2009)

report $6-7 per household targeted in Bangladesh, $30 per household targeted in Nigeria, and between
$58 and $84 per household targeted in Nepal.

A far more careful and detailed recent estimate frtwsth Ethiopia and Ghan&rocker, Saywell,
Shields, et al. 201 Mdicates some convergence with other more recent published estimates of
aggregatedasts, as well as an illuminating disaggregation of costs in each country. In Ghana, the
aggregated cost estimate of approximately $30 per household targeted by-fdGif@ated CLTS is
nearly equivalent to those disaggregated costs reported for CLTS irahanbyBricefio and Chase
(2015) Importantly, both estimates employ bottom up costing, whitocker, Saywell, Shields, et al.
(2017)argue is a more robust technique for estimating specific cost compoyasntompared to top
down costing in which overall program cost is divided by the number of households targeted, or
reached.

The $30programmatic cost per targeted household in Ghana rises dramatically to over $80 when
natural leader training is introduced; meanwhile, in Ethiopia, costs are considerablydlbe®sveen

$14 and $20 per targeted household depending upon whether teachidrsaith workers are tasked

with facilitation of CLTS triggerin@rocker, Saywell, Shields, et al. 2QTIf)ese numbers are

comparable to the reportd costs of CLTS in Choma district, in Zambia at $14 per household, reported
as all 0s qHatvey @0l cost s o
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Crocker, Saywell, Shields, et @017)also attempt to quantify community cosbsor more specifically,

those borne by individual households, and report aggregated investments from just over $2 per targeted
household in Ethiopia under teachfcilitated triggering to over $22 per targeted household in Ghana
under trained natural leader triggering. The authaote that expenditures on the construction portion

of their investments in Ghana was 8thesthe average amounts spent in Ethiopia, attributable to both
Ghanaian purchases of materials for construction (as compared to Ethiopian reliance largelyiog exis
local materials) as well as a higher utilization rate of paid labor in Ghana.

We offer a comparative illustration of some CLTS cost estimates in Figutes worth noting thatthe
Ethiopian and Ghanaian numbers were estimated in the context dfréekarchexamining other
aspects of CLTS implementation modaliti€socker, Saywell, Shields, et al. 2Q17)

Figure 7. CLTS cost estimates (per household targeted), as reported by multiple studies.
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9.2 PAYING FOR CLTS

Examined in the aggregate, these cost estimates are sobering. Consider the case of Ghana: according to
the most recent JIMP da(@/HO/UNICEF JMP 2015approximately 4.2 million peopler roughly

844,000 rural households practice open defecation. (This assumes an average family size of 5 individuals
per rural householdhigher than the overall national average of 4.1 individuals per households, which
includes urban ared3. Assuming fuher a bestcase hypothetical that all these rural, @idacticing

Ghanaian households were sequestered in the smallest possible number of communities, the cost of
targetinghis population via CLTS is on the order of $8illion, relying on the cost estintes from

Crocker, Saywell, Shields, et @017) By contrast, the entire Ghanaian\ygernment expenditure for

17 Ghana Statistical Services (2012), Poporiaand Housing Census 2010.
http://www.statsghana.gov.gh/docfiles/2010phc/Census2010_Summary_report_of final_resattsesded 18 SeptemberlZ0
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sanitation in 2014 (both rural and urban populations, and including the full array of saridéitad
services) was only $illion (WSUP and IRC @16)

Ghana is not a unique ca@&/SUP and IRC 2016; UM ater Global Analysis and Assessment of
Sanitation and Drinking Water 201, Aovereign government support for rural sanitation generally and
for CLTS in particular has thus far been quite limited.

The bulk of the finacing for CLTS comes from external donors, including bilateral funders like USAID

and multilaterals like UNICEF and the Water Supply and Sanitation Collaborative Caudmcii
administersthe GfF . A centerpiece of UNI CEmBchCISTEisant ati on a
important element, and UNICEBFs 2 016 b u d doe irogramasdocudes 8n OD Mlimination in

both rural and urban contexiwith another $35.4M set aside to support sanitation marke(ldiICEF

2016) Meanwhile, the GSF, established in 2007, had as of 2015 disbursed roughly $75M of $112M in
grant commitments to 13 participating courgs in subSaharan Africa as well as India, Nepal, and
CambodigGSF and WSSC@015) Ineightof its 13 countries, an international NGO (e.@vaterAid,

Plan, Concern) is the lead executing agency; in two (Ethiopia and Uganda), the government is the lead; in
another two, a UN agency (UNICEF in Togo ddtl Habitat in Nepal), anchione (India), a private
consultancy leads

In short, CLTS is not currently an intervention that is widely financed by sovereign governments, nor

can its costs be expected to be widely assumed by them in the immediate future. Given the not

insignificant cets of CLTS and the relatively small water and sanitation outlays in domestic government
budgets, attention must be f oceffectwahesdtotheigreataste asi ng
degree possible and targeting it where it is most likely to@ahisustained results (including integrating

it with other measures as appropriate)
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10.0 CONCLUSIONS

Communityled Total Sanitation is a revolutionary idea and an inspiring practice. The enthusiasm of its
many adherents in governments and civil sodietynderstandabléds a matter of researchowever,

there remains a great deal to be learned about how CLTS functions within the broader set of
interventions to accelerate sanitation improvements in developing country settings. We offer the
following anbytical highlights from our review, keeping in mind where the evidence base is strongest and
where the gaps in knowledge are most glaring:

1 We must be clear about the original goals of CLTS, and be careful about critigirigdat for fa
achieve goalg fwhich it was not initially inten@d'S was conceived to bring about the rapid
elimination of open defecation, and the available (albeit very limited) evidence suggests that it
can be effective at achieving dramatic sttoredium term OD reductionshat are sufficient
to result in health benefits. It is less clear that the behavior changes achieved by CLTS are
regularly sustained over time; there are certainly vagltumented examples of significant
slippage and reversions to OD, but other equally moful examples of impressive sustainability.

The balance of the current evidence points to underwhelming results with respect to improved
sanitation adoption, but again, CLTS was not designed with that objective in mind.

9 There is not nearly enough relinfdiamation on CLTS performaviterespect to OD reduction and
latrine adoptionternal performance monitoring by implementing NGOs and governmental
institutions must continue, but ultimately independent data collection and analysis must
complement that internal M&E. Making official verification and certification protocols as
independent, efficient, and cesffective as possible, should be a priority. Without reliable
information, it is impossible to draw conclusions about how best to employ and &iap$ to
maximize its effectiveness, including decisions regarding where it should be avoided.

1 CLTS can work well, but not everywhere, all the time, or for €Ldigdras a performance
envelope. The limits on CLTS potential appear to include where ©8lready low, where full
toilet subsidies have already been offered, where soils are challenging for excavation, and where
soci al cohesion is poor. These cmgebBraints sho
determinations of where to deploy, but insteadnsiderations to note when prioritizing CLTS
programs and when to make modifications or to combine it with other measuteghermore
CLTS doesndt al ways reach everyonatiswatt hin comm
specifically designed to address established uneven power relations between men and women,
nor to guarantee inclusion among all marginalized groups.

1 CLTS deployments, even when short of the installation of hygienic latrines, may e gtdfieient t
health An important area ofCLTSrelatedpublic health research moving forwaisito
determinewhether unimproved latrinesd which are overwhelmingly the ones installed as a
result of CLTS programé are sufficient to achieve and sustain heghins. At the moment
there is a single highuality health study of CLTS in Mali that provides a first encouraging hint
that the approach can address child growth faltering. As we look to replicate those results
elsewhere, attention should be paid to aresmg the question of whether rudimentary pits can
be kept clean and fliree enough to achieve (and sustain) those health gains.

1 Followup appears to be a strong determinant of both significant OD reductions sustained behavior
changeAs compared to eayl CLTS efforts, followup is increasingly mainstreamed into CLTS
programs implemented by the large international NGOs, but the degree to which it actually
occurs in practicé especially after the assumption of CLTS activities by governndaats
uncertain

1 CLTS can and should be integrated with other measures, and that integration can be done in a careful
way that avoidiisruptindghe collective action procésguments that CLTS must function as a
standalone intervention, lest its core principles behated, are unconvincingndeed, most
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large donorfunded programs now integrate CLTS with SanMark, measures to improve the
enabling environment, strengthen governance, as well as more conventional behavior change
communication activitied particularly ttose targeted at handwashirihe immediategoals of

CLTS may be limited to community achievement of ODF status, but the broader public health
and development objective should be to drive communities up the sanitation ladder. That
necessarily means that@&ffs must be made to get communitieeces$o products, services and
information (often accomplished through markeised approaches like SanMark) and increasing
¢ o mmu nabitityto puwrahase those products and services (including via carefully désigde
carefully timed provision of subsidies).

CLTS is clearly less costly than programs that provide full subsidy of hasdvestaabaisit
comparable witharketbased approaches or even targeted sutWiellesxecuted SanMarand

OBA subsidy programfsom SE Asiaeliver improved latrines unit costs that are on par with
those ofAfrican CLT Sprogramsfor each household targeted. Recent CLTS cost estimates must
be considered carefully, not so much as an argument to ctall§ but instead to help
governments and major funders decide how to allocate resources among behavioral:sdeply
and propoor measures and especially how and when to integrate these measures
Government commitment is essért@algh much financialipport of CLTS has come from
bilateral and multilateral institutional donors, sovereign governments must be willing to
contribute personnel time and other resources to support national programs (as a necessatry,
but not sufficient, condition of performancdyloreover, donor largesse in support of CLTS is
time-limited, and the future of these programs will rely in part on the willingness to
governments to assume much if not all of the full implementation costs.

Returning to the sentiments of Piers Cross weepented at the beginning of this review: in many ways,
the two fundamental questions he poses about CLTS remain unanswered. There is suggestive evidence

thatthesecc al | ed Ot r asnestfoo ramedd omienwd patterns of defecati
following triggering, but there are also many examples in which they are not. Where they are not, the

nability to sustain the behavioral gains of

creation of permanent facilities and improved servies®ls (hence the dire need for better, more
independent monitoring). Researchers and practitioners alike have their work cut out for themselves.
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ANNEX 1: APPROXIMATION OF CLT S SCALE
ACHIEVEMENT FOR COUN TRIES THAT
HAVE INCORPORATED CL TS INTO
NATIONAL SANITATION POLICY
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REGION COUNTRY
East Africa  Eritrea

Eat Africa  Ethiopia
East Africa  Kenya

Eat Africa  Madagascar
East Africa  Mdawi

Eat Africa  Mozambique
East Africa  Uganda

Eat Africa  Zambia

W est Africa Republic of Congo
W est Africa C! te d'lvoire
W est Africa Ghana

W est Africa Liberia
W est Africa Mdi

W est Africa Mauritania
W est Africa Nigeria

W est Africa Senegd
W est Africa SerralLeone

FAsia Cambodia

FAsia Indonesia

FAsia Lao PDR

FAsia PapuaNew Guinea
FAsia Philippines
FAsia Timor Leste
FAsia Vietnam

Suth Asia  Nepd
Suth Asia  Palistan

EXTENT OF TRIGGERIN G
33% of villages triggered

80% of woredas have adopted
15% of villages triggered

6% of fokontanys tar geted
Over 1 million people targeted
1 million people targeted
72% of districts have adopted
79% of districts have adopted

3 million people targeted

14% of villages triggered
42% of regons have adopted
90% of regons have adopted

Approx 80% of villages declared ODF
63% of regons have adopted

Over 33% of villages triggered

39% of LGAs have adopted
100% of regons have adopted
43% of districts have adopted

76% of provinces have adopted
96% of districts have adopted

22% of districts have adopted

55% of provinces have adopted
18%of provinces have adopted

26% of sucos have adopted

15% of districts have adopted
40% of districts have adopted
Over 5 million people targeted

YEAR

2014

2011

2014

2014
2016
2013
2015
2015
2016
2014
2015
2015

n/a
2015

2016
2015
2015
2012

2016
2015

2016

2016
2016

2016

2016

2015

SOURCE
CLTSKnowledge Hub

UNC Brief
CLTSKnowledge Hub

Milward 2014
Mukhondia2016
Pendly 2013
CLTSKnowledge Hub
CLTSKnowledge Hub

CLTSKnowledge Hub

CLTSKnowledge Hub
CLTSKnowledge Hub
CLTSKnowledge Hub

ER W eb Map
CLTSKnowledge Hub

CLTSKnowledge Hub

CLTSKnowledge Hub
CLTSKnowledge Hub
CLTSKnowledge Hub

CLTSKnowledge Hub
CLTSKnowledge Hub

CLTSKnowledge Hub

CLTSKnowledge Hub
CLTSKnowledge Hub

CLTSKnowledge Hub
CLTSKnowledge Hub

CLTSKnowledge Hub
CLTSKnowledge Hub

REMARKS

Asof May 2014,869 villages out of 2,644 have been triggered in the six regions of the country

‘ http//wateringitute.uncedufiles’2015/03/sttuaionatassessment-ethiopia-2015-02.pdf &n 2011, A.TShadreached al
9 regions and was supported in 439 of 550 woredas
Adaording to a MOH-UNICEF report, out of 59915 willages in Kenya, 9,126 had been triggered and 2 567 dedared
ODFby March 2014
Asof May 2014, Madagascar has 9059 ODF villages, 1082 ODF fokontany and 34 ODF communes (Wikipedia: total
nunber of fokontany= 16,969)

80 districts out of a total of 111 have adopted CLTS as an approach for improved sanitation.

The harmonized programme is now active in 73 districts of the 92 rural districts in Zambia.

The programmed target was to reach 3 million people with improved sanitation by 2015. So far, over 2.5 million people
hae been reached. (3 million confirmed by a UNICEF report)

In2011 and 2012 scaling-up of CLTSin Congo, 200 willages out of 5000 existing villages were targeted; 200 villages
in 2013, and 300 villagesin 2014.

Through uly 2015 361 new villages were dedared ODF in 13 regions (out of 31 total regions).

Toower 5,000&ommunities in 9 (out of 10 total) regions in 2015.

Lberian government data at

http//www.arogis.com/apps’ SoryMapBasdindechtml?appid=effbfod0587e44deabdec09575bedeb

Curently, CLTS covers five regions out of eight.

Mauritania boasted 2,443 ODF \illages, or more than a third of the total number of rural villages, covering a population of
800000 or roughly 40%of Mauritania rural population.

Asof Algust 2014, 0over 20000 communities in 301 LGAsin 36 Sates are implementing CLTS (Wikipedia: total
nunber of LGAS=774)

CLTShas been implemented in all 14 regions of Senegal.

CLTSAs being implemented in six distriasgWikipedia: total number of digrids = 14)

In2012, LTS had spread to 11 out of 23 provinces in Cambodia (introduced in 48 per cent of the provinces), and is
now currently in 19 out of 25 provinees andthe capital (inaeasng spreadto 76 per cent).

asof mid 2015 it hasspreadto 492 out of 514 rural andubandistricts aaoss al 34 provinees.

ClLTShas since spread to 31 digtrids out of 143 nationally, in 10 out of the 17 provinces in Lao FDR (59 per cent
naionaly)

Curently CLTSis supported in around 12 of the 22 provinces in Papua New Guinea, but only in selected digtrids within
those provinces.

ClTShas spread to 15 out of 82 provinces and dties in the Philipgpines (18 % geographical coverage).

ClLTShas spread to all 13 digtrids in Timor-Leste (100 per cent geographical spread), and to approximately 80-128
suwoos (villages) out of 401 rural swoos (20-30 per cent).

ClTShas since spread to 20 out of 64 provinces in Viet Nam (31 per cent nationally) in 2015, although in most
provinces only selected districts are suppated 6 representing about 15 per cent of the country.é

ClLTShas been implemented in 30 of Nepal's 75 digtrids.

It has been reported that these two programmes alone have helped more than 5 milllion people achieve ODF status.

AN EXAMINATIONOFCLT S6 S CONT R| BWARD ONNVEERIAL SANIATION APRIL2018 53



ANNEX 2: CRITERIA FOR ODF AND
IMPROVED SANITATION STATUS IN
SELECTED COUNTRIES
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COUNTRY

ODF STATUS CRITERIA

IMPROVED SANITATION STATUS CRITERIA (IF  EXISTING

1 Handwashinggcilities attached/adjacent to latrines which are in use
1 Availabilityof water (35 liters) in the hand washing station
1 No open defecation practice 1 Auvailability of soap or soap substitute within 3 meters of handwashing facility
f  Availability of latrines meeting minimum standards which are in |1 Safe storage and collection of water (separate containers for drinking water
Ethiopia 1 Cover for latrine dropholes versus water for other uses)
1 Separate blocks or rooms for males and females 1 Cleanliness of watestorage and placement (clean container at least 30cm ov
the floor)
1 Water storage type and management (with lid and easy to clean storage de\
1 Use of safe water at the household level
1 Condition of water at the sources
1 There are m visiblesigns of human excreta within the community,
including in toilet facilities
1 All community members including children dispose of their fecal
matter in an acceptable matter that does not perpetuateafecal At least 90% of the houses in the community should have an improved latrin
transmission. 1 Anincrease in hand/iashing practice (evidenced by hand washing facilities w
1 Acceptable manner in this conterteans feces should be: soap or other agent) close to toilefcilities in institutions such as schools and
Covered health posts
Ghana Not accessible to flies 1 Animprovement in general environmental sanitation in the community
Put in a latrine (can be shared) (evidenced by maintenance of refuse dump sites, waste water management
Buried deep enough to prevent animals from exposing it clearing of bushes, absence of animal droppings an lelees and alleys)
Feces should not be stored in polythene bag 1 Evidence of initial rudimentary latrines moving up the sanitation ladder
1 The community has developed and is implementing a strategy tha
ensures the sustainability of their ODF status (dag:al regulation to
discourage OD, promote the construction and use of latrines)
1 A clean action plan exists towards improving sanitatioserage,
handwashing with soap and other hygiene practices
1 Pillar 2: Handwashing with soap
Equipment to wash hands, flowing watand soap are available
1 100% of the_ community has access _to a_nd is using the toilet (1 ha ,(Ael!;%ubsl: gmﬁ{giﬁﬁiﬁ cz)fg/}/i:ﬁg ;rg:ﬁﬁ:l;m%seéo wash hands with soz
at least 1 toilet, with all members using it) . ] o
1 The toilet has a coveto prevent hsects from touching the 1 Pillar 3: Hpusehol(ﬂ’roper Drinking Water and Food Management
feces/excrement Water is properly treated before use
. . ) . . Food must be covered
Indonesia Distance of disposal pit into wells/shallow wé#lsnore than10 m

Feces from babies and elder people are disposed in the toilet
Access to anal cleansing is available
No feces seen in the houses, gardenriver.

Drinking water container is cleaned regularly and has.a lid
Pillar 4: Household solid waste management
Household waste is not scattered inside or outsid
A There is safe treatment of solid waste (hole in the ground, compost, rel
or other treatment).
Pillar 5: Household liquid waste manage
There is no stagnant water (liquid waste including of kitchen and washing
activities, not just bathroom) around theohse
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COUNTRY ODF STATUS CRITERIA IMPROVED SANITATION STATUS CRITERIA (IF  EXISTING

Liquid waste has been treated safely before being disposed (covered soa
away pit, to water plants, to go into a ditch).

There are 1o visible signs of human excreta within the community
All households have access to a latrine (private or shared) which
should not facilitatédecaloral transmission:
The squat hole should be covered
The floor should be free of feces and urine
Superstructureshouldprovide privacy
1 All households have a hawwashing facility near the latrinieat:
Are in use
Show eidence of soap/ash and water

= =4

Kenya

Every family has a latrine that is designed to prevent flies from
entering it
Every member of the family uses this latrine
Every latrine has a handwashstigtion with water and soap/ashes.
The specific criteria evaluated are:
Absence of any trace of feces in the village
Every household uses an hygienic latrine
Every latrine has handwashingtation
Latrine pit is covered
Infant feces are properly disposed
Schools are equipped with latrines and handwashing stations
Hands are washed with water and soap/ashes at critical times
Food is covered
Potable water sources are protected from contamination of
animals
Potable water sources are well maintained
Solid andiquid waste is properly disposed, including animal wa
Latrines are at least 15 metts away from the water source and fa
from the kitchen

= =4 =4 =

Mali

1 Use of latrine by 100% of adults and infants

No fecal material outside or around the latrine

No open defecation areas (old ones are closed/transformed)
Madagascar |1 Latrine is clean and covered, without holes/spaces

Latrine cover is fly proof, and latrine is clean of paper/objects
1 Practice ohandwashingvith soap or ash is established
1 Existence of dandwashingtation near the latrine, which is accessil

to all, including infants

1 All households use hygienic latrines

1 Always keep latrines clean

1 Latrine, hand washing facilities, and urinals are provided and being used in ¢
health centers, m&ets, and other public places where available

No feces are openly exposed to the environment.
Latrines (private or shared) exist and are in use
Handwashing materials are available in or near the latrines

Nigeria

= =8 =4

AN EXAMINATIONOFCLT S6 S CONT R| BWARD ONN\EERTFAL SANIATION APRIL2018 56



COUNTRY ODF STATUS CRITERIA

Distance betweemrinking water source and latrine is 30eters and
latrine is downhill of water points

No defecation in the open in areas of the communitigsclose to it
Schools have separate toiletgndvashindacilities, and urinals
Community has a market with public toilet and handwashifegility.
Health center inthe community has a toilet

=

= =4 =4 =

il

E R ]

IMPROVED SANITATION STATUS CRITERIA (IF  EXISTING
Washing hand properly with soap, ash and water at critical times (after
defecating, before eating and feeding children, after packing children feces,
preparing good, and after coming in contact wdit).

Always keep food covered

Always keep drinking water covered

Always keep water points surroundings sanitary

Always keep householdabattoirs and community environment sanitary
Proper disposal of solid and liquid waste including animal waste

Proper disposal of waste water

Safe location of latrines, at least 3@t@rs away andlownhillof groundwater
sources

Excretafree open spaces, drainsndwater bodies
100% use of a functional toilet

100% availability of water and soap anearby toilet
Safe disposal of child and elderly excreta
Community plan to get to sustainable sanitation (G2)

Philippines

E R L

Sustainable Sanitation (G2)
100% of the households use their own toilets with the following
characteristics
A Toilet facility can be used safely for a number of years, and is designec
safe emptying and disposal
The toilet is designed to prevent contact with feces
Toilet is sealed
Toilet incorporates a solid, raised platform (housing the pan or pedesta
There are no open holes or gaps that expose excreta to animals and
insects
A The toilet should be constructed in a manner that prevents smell
100% availability of handwashing facility with soap and water
Safe disposal of child and elderly excreta
100% sustaable toilets in institutions such as schools, day care centers,
posts (with handwashing facilities with soap and water available, with at le
one toilet for boys/men and another one for girls/women)
Sustainability monitoring in place on the wddoilets at the village level
Community plan to get to Total Sanitation (G3)
Total Sanitation (G3):
100% solid waste and wastewater management (including drainage) and
backyard gardening
100% sanitary toilet coverage
Safe management of animal excreta
Protected water sources and water points
Regular water quality testing
Sustainability monitoring
Comprehensive wash plan

>

oI

Tanzania 1 All households have access to improved latrines
1 All households have functional hand washing points

= =

Universal coverage of basic sanitation at household level

All institutions within the community have improved and properly managed
sanitation and hygiene fhithés

No signs of OD around farmland, bushes, water points, etc.
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COUNTRY

ODF STATUS CRITERIA

IMPROVED SANITATION STATUS CRITERIA (IF  EXISTING

1 All institutions withinthe community including schools, churches,
mosques, health facilities, market places have functional improve
toilets.
1 No signs of OD in all open spaces in the community
1 Existence of clear strategy to ensure ODF status is sustaingd (e
enforcement of ly-laws, close and regular follow up)
1 Clear commitments of the community to maintain ODF status
T AL households defecate only
only into latrines
T No human waste is seen around the envm_)nment 1 Have access to and use improved latrines for all excreta disposal
T There are bylaws, rules, or other safeguardnposed by the 1 Wash hands with soap properly before eating, after defecating, after cleanin
Uganda commL_mlty to p_rev_ent open de_fecatlon . . babiesd excrementfood and before touc
T There is a monitoring mechanism EStab"Sh?d by the community t 1 Use safe practices for handling and storing drinking water and food
track progress towards 100% ownership of improved latrines . . . S )
S . . 1 Use safe practices for disposing of household waste (liquid and.solid)
1 Efforts are under way to convert all existing latrines to improved
latrinesand polarize other key behavioral change towards total
sanitation
1 There is no sign of open defecation in the village
9 Each household has a latrine and use it
1 The latines have the following elements:
Superstructure providing privacy
Zambia A smooth/cleanable floor
A lid to prevent fly from entering the pit
1 Each household latrine is equipped with a haraghing device with
water and soap/ash
1 During monitoring, household witle encouraged to construct a dis

rack and refuse pit
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