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ABSTRACT 

Most of the diseases which affect the community are caused by poor sanitation. 

Improper hand washing or not washing hands after using a latrine, open defecation 

are the factors which contribute to the transmission of diarrhoea diseases. In order to 

prevent diseases resulting from unimproved sanitation, in 2011, the Ministry of 

Health, Community Development, Gender, Elderly and Children (MoHCDEC) 

introduced the programme to assist the community to increase the coverage of 

improved latrine and hand washing facilities by 50%. This evaluation study was 

conducted to assess the implementation of community led total sanitation 

programme in Njombe district council under the dimensions of knowledge of the 

community on Sanitation programme, identifying the households with improved 

latrine after the implementation of the CLTS programme, implementation of 

Sanitation programme and examining the progress, shortcomings, challenges and the 

lesson learnt of Sanitation programme. The evaluation adopted cross-sectional study 

design. Both quantitative and qualitative data were collected from 272 households in 

three wards using questionnaire, observational checklist and interview guide. The 

study revealed that CLTS programme has successively scaled up the coverage of 

improved latrine from 3% before implementation to 98.7% after implementing the 

programme. Moreover, the findings showed that households with functional hand 

washing facilities has increased up to 68% compared with the previous during 

baseline survey which was 3%. This study showed that implementation of CLTS 

programme in Njombe district council has brought high coverage of improved 

latrine and hand washing facilities among the community. Community led total 

Sanitation can be well implemented using available resources found in the 

programme area taking into consideration that proper triggering is well conducted. 

Njombe district council should continue to strengthen CLTS programme so that to 

attain the declaration of open defecation free (ODF). 
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CHAPTER ONE 

 

1.1 Introduction 

History reveals that poor sanitation is one of the main contributors to the world‟s 

morbidity and mortality, with progress in sanitation providing significant benefits to 

public health as well as to social, economic and environmental factors, it is estimated 

that 2.5 billion people in the world do not have access to improved sanitation (a safe 

and functioning toilet). The cost of inaction on sanitation is high, from the children‟s 

lives lost to easily preventable causes such as diarrhea to the macro-effects on 

developing countries‟ economies (Roma, 2012). 

 

According to Maria Alzua (2014), globally 2.5 billion people lack access to an 

improved sanitation facility. Community-led total sanitation (CLTS) uses 

participatory approaches to facilitate sustained behavior change to eliminate open 

defecation by mobilizing communities in order to reach the objective. Despite CLTS 

being implemented in more than 50 countries, there is a lack of rigorous and 

objective data on its outcomes in terms of sanitation. 

 

Improving sanitation is an essential step towards reducing these deaths. Progress 

towards Sustainable development number 6 is still diminishing, specifically in sub-

Saharan Africa, whereby an approximated 25% of the population lacks access to 

basic sanitation. The practice of open defecation (OD) is much more common in 

rural areas of sub-Saharan Africa an estimated 35% of rural households, in contrast 

to 8% of urban households, report to practice OD (Graham, 2014). 

 

National Sanitation Campaign Programme (NSC) is a four –year programme (2011-

2015) falling within the rural water supply and sanitation component of Water Sector 

Development Programme (WSDP). The WSDP has adopted a sector wide approach 

programme, which incorporates all activities undertaken in the water sector in 

Tanzania, funded by development partners and the government of Tanzania. The 

programme is implemented by the Ministry of Water and Irrigation, the Ministry of 
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Health, Community Development, Gender, Elderly and Children, the President‟s 

Office Regional Administration, Local Government, Civil Service and Good 

Governance and other implementing agencies (Roma, 2014). 

 

Innovative, opportunistic advocacy actions to raise awareness and catalyze action are 

required in Tanzania if sanitation and hygiene are to become priority health issues 

(Scott, 2008). The situation is worse in rural areas, where 92.5 percent of households 

do not have improved sanitation. Unfortunately, the situation is getting worse, not 

better. In the same areas, 45 percent of the children under five were found to be 

stunted in 2010 (WSP, 2014). 

Recent estimates based on Demographic and Health Survey data highlight 

considerable geographic variability in rural Tanzania‟s OD prevalence and trends. 

The practice of OD is more common in the North Central Regions and on the islands 

that comprise of Zanzibar. Half of Tanzania‟s regions have seen to be increased in 

OD from 2004 to 2010, while most regions that have decreased OD prevalence have 

observed only modest gains (decreasing OD prevalence by <10%). In seven of the 

country‟s 26 regions, at least 30% of the population in 2010 was estimated to practise 

OD (Graham, 2014). 

 

To address the poor health conditions in the country, in 2011 the Government of 

Tanzania embarked on a National Sanitation programme under the water Sector 

Development Programme (WSDP). Phase I of the programme (2011-2015) aimed to 

improve  rural households with adequate water and sanitation facilities, using the 

combination of CLTS, social marketing and behavior change communication, as well 

as providing schools with appropriate WASH conditions (Roma,2014). 

 

Despite the widespread of approaches introduced in the country, 87.8 percent of 

households do not have access to latrine. The situation is worse in rural areas, where 

92.5 percent of households do not have improved sanitation. Among those without 

sanitation, 5.6% million individuals defecate in the open. Unfortunately, the situation 
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is getting not well. In 2012, most rural dwellers in Tanzania were defecating in the 

open in 2000 (Graham, 2014). 

Eventually, after various approaches being introduced and utilized by the Ministry of 

Health failed to scale up the improved sanitation in the country, then the Ministry 

introduced the sanitation programme which came with new approach known as 

Community Led Total Sanitation (CLTS) which focuses on igniting a change in 

sanitation behavior rather than building a latrine. This is possible through a process 

of social awakening that is stimulated by facilitators from within or outside the 

community (Kumar, 2012). 

 

Njombe District Council is one of the districts in Tanzania which is implementing 

Community Led Total Sanitation programme. The sanitation situation before the 

programme was poor, only 3% of the households in the district were having 

improved latrine, the remaining population were using unimproved latrine and some 

were not having them (Baseline report 2011) 

 

Since the launching of the CLTS programme in 2011, the ministry of Health has 

disbursed funds to all districts in the country including Njombe District Council, but 

the programme has not been evaluated. This study centres itself on evaluating the 

National Sanitation programme implementation, households with improved latrine 

after implementation, knowledge of the community towards the programme, 

participation of the community in CLTS activities and challenges, lesson learnt from 

the programme. Therefore the results obtained will help policy makers to make 

decision on improving the programme for further improvement. 

 

1.2 Problem statement 

Despite continuous efforts to improve the living conditions in the country, Tanzania 

is off track to meet both the SDG number 6 target on water and sanitation and the 

National strategy for Growth and Poverty Reduction (Ministry of Finance and 

Economic affairs, 2000). Whist the country reached a high level of latrine coverage 
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(90%) during “Mtu ni Afya Campaign” of 1970s, very little progress has been made 

since then to move the remaining 10% of the population up to the sanitation ladder. 

Various approaches like participatory rural appraisal (PRA), Participatory hygiene 

and sanitation transformation (PHAST) and Mtumba have been employed by the 

government and non-governmental organizations, but still these didn‟t scale up 

sanitation in the country.  

 

Although Tanzania has made progress with under five mortality, diarrhoea diseases 

mainly caused by poor water, sanitation and hygienic conditions remain one of the 

leading causes of morbidity and mortality among children under the age of five. The 

most recent DHS reports a diarrhea prevalence of 15% and severe diarrhea 

prevalence of 2% among children under the age of five (DHS, 2010). 

 

Since 2011, CLTS was adopted in the country, particularly in Njombe.It focused on 

increase the coverage of improved latrine, utilization and hand washing facilities in 

the community. However, to date there is no any known evaluation which has been 

conducted in Njombe district council concerning CLTS programme. This study is 

going to evaluate the CLTS programme in Njombe district council through 

examining the knowledge of the community on the programme, identify the 

households with improved latrine, to determine the implementation of the 

programme and to examine the progress, shortcomings, challenges and lesson learnt 

during implantation. 

 

1.3 Objectives  

1.3.1 General objective 

To evaluate the implementation of community led total sanitation programme in 

Njombe District Council. 

 

1.3.2 Specific objective 

i. To examine community awareness on National sanitation programme in 

Njombe district. 



5 

ii. To identify the households with improved latrine after the implementation of 

the CLTS programme in Njombe district. 

iii. To determine the implementation of community led total sanitation 

programme  focusing on participation of the community on leading total 

sanitation in Njombe district.  

iv. To examine the challenges and the lesson learnt of community led total 

sanitation. 

 

1.4 Research question  

i. What does the community understand about National Sanitation Programme? 

ii. What is the proportion of households with improved latrine?  

iii. How has CLTS been implemented focusing on participation of the 

community on leading total sanitation? 

iv. What are challenges and lesson learnt of community led total sanitation? 
  

 

1.5 Significant of the evaluation  

The main aim of the Community Led Total Sanitation programme was to increase 

the coverage of the households with improved sanitation facilities. This evaluation 

analyzed in detail the implementation of Sanitation Programme, changes brought by 

the programme and identified the households with improved latrine after the 

implementation of the programme. Therefore, findings from this study are expected 

to reveal the achievement of CLTS, the challenges and measures to improve the 

programme. However, the findings of the evaluation may provide valuable 

information to CLTS management and Ministry of Health, Community 

Development, Gender, Elderly and Children (MoHCDEC) in support of their 

decision making for the improving sanitation to the community. Moreover, the 

successful completion of this study may lead to the award of Master of Science in 

Health Monitoring and Evaluation of Mzumbe University.  
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1.6 Description of the Programme to be evaluated 

The National Sanitation Campaign originates from National rural water supply and 

sanitation programme (NRWSSP) and Water Sector Development Programme 

(WSDP) under the Ministry of Water and Irrigation. The Water Sector Development 

Programme was designed with two implementation components, which are water and 

sanitation. The programme intentions were to ensure high coverage in water supply 

and high coverage of population with access to improved sanitation especially in 

rural areas. A review of the programme with various stakeholders revealed that the 

water component showed high achievement, but the program failed to address the 

problem of open defecation (MoWI, 2011). 

 

During the review, the stakeholders decided to shift the responsibility of ensuring 

open defecation free societies from the Ministry of Water and Irrigation to the 

Ministry of Health and Social Welfare. This decision to shift responsibility 

originated the National sanitation campaign with the aim of ensuring communities 

own and utilizes improved sanitation facilities by the use of their own resources to 

build and maintain the facilities (MoWI, 2011).  

 
 

1.6.1 Design of the National sanitation Programme 

The Designed programme aimed at increasing the coverage and utilization of 

improved sanitation facilities to about 65% of the population estimated to have 

unimproved sanitation and about 14% of the population practicing open defecation 

(UNICEF, 2014). The National Sanitation programme aimed to create demand for 

improved sanitation and increase supply of sanitation facilities. Demand creation was 

done through triggering process where communities are facilitated to determine the 

effects of open defecation to human health and take the action of constructing 

improved sanitation facilities. Also before demand creation, for communities to 

construct improved toilets, the programme implementers trained local artisans on 

constructing toilet slabs which are used to improve the unimproved toilets. All these 

require regular promotion and follow up of communities so that programme intention 

can be attained. The programme implementation design relies on community 
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participation using available resources to build new latrine and make improvements 

to the unimproved toilets (MoHCDEC, 2011). 

 

1.6.2 Goal of the programme  

To improve the health and quality of life of the rural community through provision of 

improved sanitation services on a sustainable basis.  

 

1.6.3 Objectives of the programme  

i. To increase the number of households in a programme area with improved 

toilets from 35% to 50% of all households in Njombe district by 2015.  

ii. To increase the number of toilets in the community with hand washing 

facilities by 100% in Njombe district by 2015.  

 

The implementation of the above National sanitation programme objectives was 

based on the following principles (MoWI, 2011):  

i. Programme activities have to be demand driven whereby household will 

utilize the available resources, technologies that are affordable for head of 

households to acquire improved sanitation.  

ii. The resources and technologies that will be used to implement sanitation 

programme have to be affordable and sustainable over a long period of time.  

iii. For ensuring sustainability and utilization of the toilets to be built, no 

subsidies will be provided to the household for improvement of sanitation.  

 

iv. Communities must be involved fully and be part of sensitization activities for 

households to build toilets and acquire sanitation supplies.  

v. The district councils implementing the campaign have the leadership 

responsibilities of ensuring the sanitation programme planning, 

implementation, monitoring and evaluation.  

vi. The district supervisors have to ensure the communities are capacitated to 

build, fabricate and install the sanitation supplies.  
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1.6.4 National sanitation program strategies  

The National Sanitation Program theory explains how and why a program is 

expected to work and provide the expected results to beneficiaries in the campaign 

area. It is the mechanisms that mediate between the delivery (and receipt) of the 

program and the emergence of the outcomes of interest. The program theory starts 

with identifying the problem; the reason for the programme was that many 

communities were practising open defecation. This programme was designed to 

solve this problem through three approaches used by the programme: Community 

Led Total Sanitation (CLTS), Behavioural Change Communication (BCC) and 

Social Marketing (MoHCDEC, 2011). 

 

These approaches had major activities that are described as follows: In community 

led total sanitation approach, the program starts with training of facilitators on 

triggering and creating demands for sanitation. This is achieved through programme 

assumptions that if facilitators will be trained to facilitate creating fear in 

communities about open defecation. The facilitators will acquire knowledge and 

skills on triggering and create fear and shame in communities about open defecation.  

 

After facilitators being trained and acquire  knowledge and skills on triggering then 

they will conduct triggering sessions in the community, which will create a sense of 

shame, disgust and fear with regards to open defecation. If the community feels 

disgusted, shameful and fearful then it will sign a declaration and create an action 

plan for stopping the practice of open defecation. After the declaration being signed 

and action plan for discouraging to practise open defecation, the community will start 

constructing and rehabilitating improved latrines and hand washing facilities.  

 

The mentioned programme mechanism was designed to go with monitoring and 

follow up, supervision and reporting by community leaders and districts 

implementers. If follow-up, supervision and reporting is well conducted, community 

will construct and rehabilitate improved latrines, hand washing facilities and 

eventually we are going to have a community with an open defecation free.  
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Another approach in the design of Campaign was behavioural change 

communication, whereby traditional dances, billboards, advocacy and sensitization 

of leaders and communities are used to promote latrines, hand washing facilities 

construction and use. After leaders and the community become sensitized, they will 

positively contribute to the community led total sanitation approach by dispersing the 

knowledge of the programme to each other and supporting programme activities. 

 

According to Chamber (2008), Community led total sanitation approach does not 

describe what type of latrine the household should construct. It emphasizes the use of 

local materials to construct latrines and focuses on igniting a change in sanitation 

behaviour rather than constructing toilets. It does this through a process of social 

awakening that is stimulated by facilitators from within or outside the community. It 

concentrates on the whole community rather than on individual behaviours. 

Collective benefit from stopping Open Defecation (OD) can encourage a more 

cooperative approach. People decide together how they will create a clean and 

hygienic environment that benefits everyone.  

 

1.6.5 Programme stakeholders 

Stakeholders involved in this evaluation are MoHCDEC (Environmental unit), Water 

and sanitation programme (WSP), Regional secretariat (RAS, RC, Regional Health 

and Education Officer), District Health officer and District Education officer, Local 

masonry, Hardware, WEO,VEO, Village Health committee, WAV ( community own 

resource personnel), Sub-Village head  and Household member. The following table 

was constructed showing the list of the stakeholders expected to use the evaluation 

report findings. 
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Table 1.1: Stakeholder analysis  

Stakeholder Role in the 

programme 

Interest or 

perspective 

on 

evaluation 

Role in the evaluation Level of 

importance 

L,M and H 

MoHCDEC 

(Environmental 

unit) 

Solicit fund 

Planning 

Training of TOT 

Owner of the 

programme 

National 

coordinator 

Guideline and 

policy formulation 

Open 

defecation 

free society 

Lower 

morbidity 

Quality of 

life improved 

 

Supervision and data audit 

Development of data base 

Baseline survey 

Use data for decision 

making 

Technical support 

H 

Water and 

sanitation 

programme 

(WSP) 

Technical support 

Information 

products 

Open 

defecation 

free society 

Lower 

morbidity 

Quality of 

life improved 

Survey 

Technical support 

Website well resourced 

with sanitation 

information product 

H 

Regional 

secretariat 

(RAS, RC, 

Regional 

Health and 

Education 

Officer) 

Regional 

coordination 

Train CLTS, TOT 

Open 

defecation 

free society 

Lower 

morbidity 

Quality of 

life improved 

Supervision and data audit 

Advisory in proceeding of 

the campaign 

Use data for decision 

M 

District Health 

officer and 

District 

Education 

officer  

Implementer of the 

programme 

(CLTS) 

District 

coordination 

Train supervisors, 

Local masonry 

Increase 

latrine 

coverage 

Increase hand 

washing 

facilities 

Lower 

morbidity 

Routine monitoring 

Routine follow-up 

Use data for decision 

 

M 

Local masonry Technical skills on 

how to build 

Source of 

income 

Data for latrines L 

WEO Coordinate S&H 

activities as part of 

ward development 

activities 

Increase 

number of 

households 

with toilets 

and hand 

washing 

facilities 

Compile village, register 

data into ward aggregation 

form. 

Send monthly report to 

district HQ ( register 

aggregates and report) 

L 

VEO Coordinate 

development 

activities 

Every 

household 

having toilet 

Compile sub-village 

register data into village 

aggregation form 

Mobilize community 

members to participate in 

sanitation monitoring. 

Recognize best forming 

sub-village chairs. 

L 
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Stakeholder Role in the 

programme 

Interest or 

perspective 

on 

evaluation 

Role in the evaluation Level of 

importance 

L,M and H 

Village health 

committees 

Implement 

sanitation and 

hygiene activities 

Increase 

number of 

households 

with toilet 

and hand 

washing 

facilities 

Compile sub-village 

register 

Reward performance 

Fill in village aggregation 

forms 

L 

WAV 

(community 

own resource 

personnel) 

Participate in 

community 

development work 

within their 

communities 

Increase 

number of 

households 

with latrine 

and hand 

washing 

facilities 

Fill in household 

sanitation and hygiene 

monitoring tools 

L 

Sub-Village 

head 

Lead development 

activities 

Increase 

number of 

households 

with latrine 

and hand 

washing 

facilities 

Reward performing 

committee member 

L 

Household 

member 

Improve their 

sanitation and 

hygiene without 

any form of 

subsidy 

Improve 

latrine and 

hand washing 

facilities 

Provide information about 

their improved sanitation 

and hygiene to WAV 

L 

 

Source: Adapted from Ministry of Health, Community Development, Gender, Elderly and Children. 
 

 

1.6.6 Programme logic model  

A logic model is a systematic and visual way to present and share your 

understanding of the relationships among resources you have to operate your 

programme, the activities you plan and changes or results you hope to (Kellogg, 

2004). It lays out which inputs are necessary for the program activities (process), 

expected outputs as well as short and long term outcomes of the successful program 

implementation 
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Figure 1.1: Program logic model for CLTS 
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CHAPTER TWO 

LITERATURE REVIEW 

 

 

2.1 Global perspectives of CLTS 

Globally, over 2.6 billion people or 39% of the world‟s population do not have 

access to improved sanitation facilities. There are also an estimated 565 million 

people in sub- Saharan Africa without access to improved sanitation and worse, 224 

million who practise open defecation which is the riskiest sanitation practice of all 

(WHO and UNICEF, 2008). In the absence of basic sanitation facility like improved 

toilet, people are victims to various diseases also leading to untimely deaths to many. 

As a result, diarrhoea and faecal oral diseases kill around 1.8 million people every 

year which is around 6,000 people a day of which majority are children below the 

age of five (WHO/UNICEF Joint Monitoring Programme, 2010). 

 

Various approaches have been used by the global community to help improve 

sanitation particularly in developing countries. For instance the Participatory 

Hygiene and Sanitation Transformation (PHAST), the Self-esteem, Associative 

strengths, Resourcefulness, Action-planning and Responsibility (SARAR) etc were 

widely employed to promote sanitation and hygiene. Despite all these efforts, still 

39% of the world‟s population does not have access to improved sanitation. At times 

the subsidy on hardware at household level was introduced to help accelerate the 

acquisition of sanitation facilities but it could not achieve the goal. This necessitated 

the introduction of a new approach that would help to expedite the achievement of 

the Millennium Development Goals (MDGs) (WHO, 2000). 

 

The Community Led Total Sanitation (CLTS) approach has proved to be the key to 

transforming community‟s attitudes and behaviour towards ensuring access to 

improved sanitation and hygiene services. In places where it was applied it has 

increased the level of Open Defecation Free (ODF) status and also helped to surpass 

the MDGs targets in those areas. For instance, in Kenya CLTS started in 2007 
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whereby 200 villages achieved ODF status and the number of latrines increased from 

300 in 2007 to over 4,550 in 2009. In Zambia alone, through the CLTS approach, 

over 245,000 people are now living in Open Defecation Free (ODF) communities 

and this has been reflected in construction of toilets and behaviour change to end 

open defecation. Therefore, CLTS has been proven to be a milestone to sanitation 

promotion and hence gained popularity in Asia and Africa. 

 

2.2 National perspectives of CLTS 

Tanzania has been struggling to improve health through various means including 

promotion of sanitation and hygiene. The biggest undertaking was through the MTU 

NI AFYA campaign which resulted into increased toilet facilities from around 20% 

to over 80% in a span of five years (1973-1978). Other efforts undertaken by the 

government include; HESAWA (Health through Sanitation and Water programme), 

PHAST and the most recently Total Sanitation and Sanitation Marketing (TSSM) 

which is being coordinated by the Water and Sanitation Programme (WSP). These 

efforts ended by moving communities from the primitive way of feacal disposal 

(open defecation) to the use of traditional pit latrine except the TSSM which 

emphasized the use of improved sanitation. Several surveys have indicated majority 

of the households own traditional pit latrine which in principal do not safely contain 

feacal matter and above all are perennial. Tanzania like any other developing country 

is lagging behind when it comes to sanitation and hygiene practices and this is 

revealed by the number of people lacking improved sanitation and hygiene facilities. 

 

The struggle with Sanitation in Tanzania today is not merely the increase of toilet 

facilities but the sustainable increase of improved sanitation facilities. Its 

improvement has to involve participatory approaches that fully address the 

community needs on sanitation and hygiene. A cost effective approach that show the 

results within a short span is preferred. In this regards, the Community Led Total 

Sanitation (CLTS) has been proposed to promote sanitation and hygiene in the 

country under the umbrella of the National Sanitation programme The MoHCDEC is 

now leading the implementation of the National Sanitation programme and CLTS 
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has been proposed as the participatory approach which will be used during the 

campaign and the reasons being low cost, output based, and easy of doing (requires 

minimum resources) (WSP, 2006). 

 

2.3 Initiatives to Reduce Open Defecation  

There have been a number of approaches varying from the government constructing 

toilets, government providing subsidies for household to construct toilets to the last 

approach of creating demand for communities to decide and build toilet using 

community available resources (Malebo et al., 2012;Kar, 2010). The following part 

discusses approaches that have been applied in Tanzania for stopping open 

defecation, improving sanitation and their challenges.  

 

2.3.1 Programmatic Approaches to Increase Latrine Coverage  

In Tanzania, most of the population (about 65%) have unimproved sanitation, 13% 

have no toilet at all and only 12% of communities have improved sanitation 

(UNICEF, 2014). The most important aspect in scaling up Sanitation is to ensure that 

those who have unimproved sanitation have improved sanitation (UNICEF, 2013; 

Robiuson et al., 2011; Peal, Evans, & Voorden, 2011). This can be attained through 

rehabilitating the available unimproved toilets and constructing new toilets for those 

who do not have them. 

 

For many years sanitation projects have been done as a top-down programme that 

focuses on government enforcing laws and providing subsidies for scaling up 

sanitation (Barnard et al., 2013). Subsidies and law enforcement without demand 

lead to most of the constructed latrines not being used (Trémolet Sophie, Kolsky 

Peter, 2010; Matewos, Abdi, & Ibrahim, 2012). Different approaches have been used 

in tackling the problem of open defecation. These approaches are as follows: 

 

2.3.1.1 Participatory Rural Appraisal (PRA)  

It is an approach that gives special importance of full involvement of local 

communities in program development. It is aware on the role of local people and 
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especially marginalized ones in explaining and solving their own problems through 

individual and community knowledge, experiences and perceptions. The approach 

involves community decisions and planning with no involvement of outsiders. The 

approach faces the challenge of leaving all decisions to the community without 

outside consultation (Peal et al., 2011). As a result the community was making poor 

choices that were not beneficial to many community members.  

 

2.3.1.2 Participatory Hygiene and Sanitation Transformation  

PHAST stands for Participatory Hygiene and Sanitation Transformation. It is an 

innovative approach designed to promote hygiene behaviours, sanitation 

improvements and community management of water and sanitation facilities using 

specifically developed participatory techniques. It uses methods and materials that 

stimulate the participation of women, men and children in the development process. 

It relies heavily on both the training of extension workers and on the development of 

graphic materials (sets of which are called „tool kits‟) that are modified and adapted 

to reflect the actual cultural and physical characteristics of communities in a 

particular area. The production of PHAST materials therefore requires trained artists 

as well as trained extension workers (WHO, 2000). According to Malebo et al. 

(2012) the main limitation of this approach is that it is too costly to conduct training 

for implementers and few health messages are disseminated to the community. 

 

2.3.1.3 Mtumba Sanitation Approach  

This approach was developed in Tanzania using the strengths of other approaches 

such as PHAST and PRA, it was named after the village where the approach was 

devised and the Mtumba approach focuses on improving the standard of latrines, 

hand washing facilities and empowering the community to ensure sustainability of 

the approach outcomes once the implementation project is complete. Moreover it 

emphasizes community participation in creation of demand, behaviour change and 

also construction of standard toilets (Malebo et al., 2012). The challenge is that 

household members were sometimes unable to afford the standard toilets and hand 

washing construction materials.  
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2.3.1.4 Community Led Total Sanitation (CLTS)  

This is an integrated approach to achieving and sustaining Open Defecation free 

(ODF) status. CLTS entails the facilitation of the community‟s analysis of their 

sanitation profile, their practices of defecation and the consequences, leading to 

collective action to become ODF. It concentrates on the whole community rather 

than on individual behaviours. Collective benefit from stopping Open Defecation 

(OD) can encourage a more cooperative approach. People decide together how they 

will create a clean and hygienic environment that benefits everyone (Kar, 2008). 

Another study conducted by Malebo (2012) stated that this approach emphasizes the 

behaviour change rather than construction of toilets with required standards. 

Community led total sanitation is the approach adopted for National Sanitation 

Programme. The programme addresses the challenge of constructing unimproved 

toilets by using other approaches like Sanitation Marketing and Behaviour change 

Communication in order to ensure construction of standard and improved sanitation 

facilities (Devine & Kullmann, 2011).  

 
 

The facilitators who implement the programme facilitate the creation of a sense of 

shame and disgust towards open defecation within the community, and the 

community decides collectively to stop the behaviour (Kar, 2010; Chambers, 2009).  

After the community resolves to stop open defecation, facilitators moderate the 

process of preparation of a community action plan to be followed by every member 

of the community in constructing toilets. The behavioural change communication 

and Social marketing approaches provide a synergistic effect to CLTS.  

 

They ensure constant supply of sanitation products and supplies through social 

marketing and promotion and sensitization of communities on toilet ownership and 

use. For the above approaches to work successfully there must be the certain context 

which favoured its implementation (Kar, 2010). Such context is:  
 

a) Dimensions for Assessment of Enabling Environment  

The dimensions for assessing the enabling environment for rural sanitation was 

developed by a Tanzania - operated non-governmental organization called Water and 
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Sanitation Programme (Perez et al., 2012). The framework has 8 dimensions for 

assessment of contextual factors that favour programme implementations. The 

evaluation study adopted the eight (8) dimensions as follows; 

 
   

1) Policy and Strategies  

At all levels there must be the political will which is guided by strong policies and 

strategies so that scaling up activities can proceed smoothly. This can be ensured if 

the implementers share the same vision and strategy from the start of the program of 

scaling up sanitation (Perez et al., 2012). 

 
 

2) Institutional arrangements 

Various institutional arrangements are required in order for the programme to 

succeed. According to Perez et al (2012), the success of the programme needs strong 

institutional commitments and good coordination that involve top and lower 

management. The institution arrangements include readiness of implementers in 

terms of human resources, materials, time and money to implement sanitation 

programme. 

 
 

3) Methodology of the programme 

The total sanitation and sanitation market (TSSM) through community led total 

sanitation, sanitation market and behavior change communication are methodologies 

through which the programme was designed (Perez, 2012). This study evaluated the 

implementation of CLTS. 

 
 

4) Ability of Implementers  

The capacity of all implementers of the program from the level of the region, district, 

Wards, villages and also sub villages must be assessed for proper implementation of 

campaign and effectiveness of implementation (Perez et al., 2012). 

 

 



19 

 

5) Sanitation Supplies and Promotion  

Behaviour change communication goes hand in hand with the availability, 

accessibility, and affordability of quality sanitation products. According to campaign 

principles, the sanitation supplies must originate from the community (Perez et al., 

2012). 

 

6) Funding of the Campaign  

Funding of the campaign activities timely can have a great contribution to the 

programme. According to Districts quarterly implementation reports of National 

Sanitation Campaign, councils receive funds from MOH&SW every quarter of the 

year for implementation. The capital costs of installation or improvement of latrines 

are borne by the household using the available resources in the community (Perez et 

al., 2012). 
 

7) Economic Evaluation  

Economic evaluation through cost analysis and cost outcome analysis studies should 

determine if the cost incurred is directly proportional to the outcomes of the 

intervention (Perez et al., 2012). 

 

8) Monitoring and evaluation 

In 2009, some external agencies redirected their efforts towards helping the sector to 

develop and implement a sustainable nationwide system for monitoring and 

evaluating sanitation and hygiene improvement. Some progress has been made with 

the Ministry of health supporting the national wide issue of village register designed 

to track household and community sanitation progress, but the monitoring process 

were relatively new at the time of the end line enabling environment assessment 

(Robinson, 2011). Generally monitoring and evaluation is essential for improvement 

of the programme. 

 

2.4 Theoretical conceptual framework 

Conceptual framework is a network of interlinked concepts that together provide a 

comprehensive understanding of a phenomenon (Jabareen, 2009). This conceptual 
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framework developed was used as the guideline for evaluation which aimed at 

assessing the implementation of the programme. The following are involved in the 

developed conceptual framework: Dependent variable were Increased coverage of 

improved latrine and Utilization of hand washing facilities the Independent variables 

were Availability of building materials, Exposure of the community to NSP, 

Occupation of the households, Implementation of NSP, Availability of local masons 

and Participation of the community in NSP.  

 
 

Figure 2.1: Conceptual framework of CLTS program Njombe district, 2015 

 

 

 

 

 

 

           

  

 

 

 

 

Source: Construct of evaluator 2017 
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Description of the variables 

Variable Definition Measure of the variable 

Exposure  of the community to 

NSP 

Information about the 

programme 

Presence of billboards, leaflets 

and local radios 

Occupational of households Economical activities 

performed by the community 

Farms, pasturing area, presence 

of institutions 

Availability of building 

materials 

Materials used for building like 

iron sheet 

Number of toilets roofed with 

new iron sheet 

Availability of local mansons Trained Local fundis for 

construction of latrine 

Presence of  trained local fundis 

Implementation of NSP Construction /repairing of 

latrine 

Presence of new improved 

latrine 

Participation of the community 

to NSP 

Involvement of the community 

in CLTS activities 

Reports of the meeting 
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CHAPTER THREE 

EVALUATION METHODOLOGY 

 

3.1 Evaluation approach 

According to Patton (2012), formative evaluation is carried out in order to 

understand what is going on with the implementation of the program, to find ways 

and make recommendations on improving the program outcome. This study used 

formative approach in gathering detailed information useful in improving the 

programme implementation in Njombe district.   

 

3.2 Evaluation design 

An evaluation design is the arrangement of conditions for collection and analysis of 

data in a manner that aims to combine relevance to the research purpose with 

economy procedure (Kothari, 2010). A case study design was employed to conduct 

the study, with the intention of collecting in-depth information where questionnaire, 

observational checklist and interview guide were used. It utilized mixed methods 

which involved both quantitative and qualitative methods for data collection, the 

study participants were randomly chosen to select households in Mtwango, Lupembe 

and Matembwe wards.   

 

The evaluation reviewed and compared the plan and actual implementation of 

programme interventions. Also, specific objectives were answered using detailed 

baseline information of programme, interventions implementation, where progress 

and final reports, structured interviews of key informants, observation and review of 

documents of the program were used to collect data. 

 

3.3 Evaluation period 

Community Led Total Sanitation started in 2011 in the study area by conducting 

baseline survey so as to understand the real situation of the area. Then followed by 

provision of health education on the importance of the programme, later on 

construction/repairing of latrine started.  
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Protocol development, tools development and applying for research approval for 

conducting the study from Mzumbe University took place December 2016 to 

February 2017. Logistics for conducting research including applying for permissions 

from Njombe District Council was done soon after getting an approval from 

Mzumbe University in March. Then data collection and analysis took place between 

April and May, 2017.  

 

3.4 Study area 

This study was conducted in Njombe district specifically at Mtwango, Lupembe and 

Matembwe wards. Njombe district has chosen because is the first district in Njombe 

region to start to implement the programme. Also Mtwango, Lupembe and 

Matembwe wards were selected for the study because were the first wards in the 

district to implement the programme. 

 

The District Council shares borders with Makambako Town Council and Mufindi 

District Council in the North, Morogoro region in the East, Njombe Town Council in 

the South, Ruvuma region in the South west and Wangingómbe District Council to 

the west. Headquarter is positioned in Njombe township along the Njombe-Songea 

road and its location lies between latitudes 8
o
.8‟ and 9

o
 .8‟ south of the Equator and 

between longitudes 33
o
 .5‟ and 35

o
 .8‟ east of Greenwich. The temperatures are 

highest in November, at an average of 18.0 °C. At 12.8 °C, July is the coldest month 

of the year. Njombe's climate is classified as warm and temperate. When compared 

with winter, the summers have much more rainfall. The least amount of rainfall 

period occurs in August. The average in this month is 1 mm. In March, the rainfall 

reaches its peak; with an average of 258 mm. Njombe DC has a total land area of 

3,154 sq. kms with no or little water areas. According to the 2012 Population and 

Housing Census the Council had a population of 85,747 in 2012 whereby 45,446 

were females and 40,301 males, administratively the district is divided into 12 wards 

with 60 villages. 
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 Figure 3.1: Njombe District Council map 

 

 

3.5 Study population 

The population for this evaluation involved individuals and officials residing in 

Njombe District. These include heads of households, Health Officers, VEOs and 

hamlet leaders. Health Officers, VEOs and hamlet leaders were interviewed so as to 

get information in details concerning the implementation of CLTS programme. 
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3.6   Units of analysis 

The units of analysis for this study were heads of households and the hamlet/sub-

village chairpersons from twenty sub villages of three wards of Njombe District 

Council.  

 

3.7 Study Variables 

3.7.1 Dependent variable 

The dependent variable ware: Increased coverage of improved latrines and 

Utilization of hand washing facilities. 

 

3.7.2 Independent variable 

The independent variables were; Availability of building materials, exposure of the 

community to CLTS programme, Occupation of the households, Implementation of 

the National sanitation programme, local masons and Participation of the community 

in CLTS activities.  

 
 

3.8. Sample size and sampling procedure 

3.8.1 Sample size 

The sample size for the study was determined using the single population proportion 

formula given below 
 

n = Z
2
 *P (1 – P)/e

2
  

 Where: 

 Z = value from standard normal distribution corresponding to desired 

confidence level (Z=1.96 for 95% CI) 

 P is the expected true proportion 

 e is desired precision (half desired CI width). 

Estimated proportion = 0.3 

Desired precision of estimate = 0.05 

Confidence level = 0.95 

Therefore, n = 272. 
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For qualitative component 12 key Informants were interviewed to reach the 

saturation point, purposive selection was used to identify the participants to 

participate in the study.   

 
 

Table 3.1: Qualitative sample size 

Place/Locality Technique for 

data collection 

Tools for data 

collection 

Person 

responsible 

Size of the 

sample size 

District office In-depth interview Interview guide Health officers 3 

Village In-depth interview Interview guide VEOs/ 

chairperson 

3 

Sub-villages In-depth interview Interview guide Hamlet leaders 3 

Community In-depth interview Interview guide Community 

members 

3 

 Total 12 

Source: Field data 2017 

 

3.8.2 Sampling procedures 

Njombe District council was purposively selected based on information that it was 

the first council in Njombe region to implement CLTS programme out of six 

councils. Simple random sampling was used to select Mtwango, Lupembe and 

Matembwe wards. 20 sub-villages formed the sampling frame while households were 

the sampling units. Out of 1360 households in the 20 sub-villages, systematic 

random sampling of the 272 households was conducted using a household register 

which was obtained from VEO‟s offices which showed all households in the study 

area. Then, at every five households, one household was sampled for inclusion in the 

study until the required sample size in each Sub- villages was achieved. The 

evaluation study targeted heads households and it excluded children who were under 

18 years. 126 households were headed by male and 146 households were headed by 

women. 
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3.9 Type and sources of data  

This study was conducted at community level, where primary data were collected 

using administered questionnaires to 272 participants. The sources of data were 

selected heads of the households and chairpersons of sub- villages from the study 

area. The secondary data were obtained through documentary reviews, whereby 

journals, articles, dissertations and internet web sites were reviewed to get insight of 

topic under study.   

 

3.10 Data collection methods  

Data were collected by using structured questionnaires for quantitative data, the 

questions in the questionnaires were divided into various thematic sections in line 

with the study objectives to provide information relevant to the study. All 

questionnaires were translated into Swahili and then back-translated into English to 

ensure precision in the wording of the questions. They were subsequently revised 

to eliminate problems in translation and language comprehension. The 

questionnaires were closed and open ended questions  

Interview guides were used to guide the in-depth interview to key informants who 

provided qualitative data used to provide in-depth information for this study. 

 

3.11 Validity and Reliability issues 

To ensure that the tools collect data that measure what is supposed to measure and 

allowed for replicability  of results,  the questionnaires for this study were piloted 

and correction done to ensure that respondents would understand the questions in 

the questionnaires to collect data that will answer the study objectives. 

 

3.12 Data analysis  

Data Analysis is the process of systematically applying statistical and/or logical 

techniques to describe and illustrate, condense and recap, and evaluate data 

(Schwandt, 2007:6). After the completion of data collection, data were coded, 

examined, compared and categorized based on the evaluation questions. Data 

correctness was ensured by doing data editing and validation. The data was analyzed 
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by using both quantitative and qualitative methods with the  assistance of SPSS 

software to provide descriptive information and Atlas –ti7 respectively. Charts, 

tables and diagrams were used to provide descriptive information.  

 

3.13 Ethical issues  

Formal ethical clearance to conduct this study was obtained from Mzumbe 

University (appendix IV), Njombe District Executive Director‟s office (appendix V). 

Participation in this study was voluntary and all participants were verbally consented 

and upon agreed the questionnaires were administered. The researcher took full 

responsibility to explain the objectives and all risks that might associate with their 

participation in the study. Also, the confidentiality was assured to the participants on 

non disclosure to unintended audiences, use of the information collected.  
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CHAPTER FOUR 
 

PRESENTATION RESULTS AND DISCUSSION OF THE FINDINGS 
 

 

4.1 Socio-demographic characteristics of the respondents 

This study evaluated the implementation of Community Led Total Sanitation in 

Njombe District. A total of 272 heads of households were involved in the evaluation 

study, where, 46.3% of the respondents were male and 53.7% were females with the 

age ranging from 19 to 66 years who mostly were widowers. 93% of the respondents 

possessed primary to college education level. Those who were married were 66.2% 

of respondents, 93% were having the size of their family ranging from 1 to 6 

members, those who were engaging in agricultural activities were 61% and 39% 

were employed or business people. (See Table 4:1). A study conducted by Waithaka 

(2011) on Latrine use and associated factors in  the  rural community in Kenya found 

that, the level of education of the household head has a direct bearing on the health 

related decisions made for the household as well as adoption of good latrine related 

practices. She also found that, income of a household is an important factor for 

household‟s ability to afford a latrine facility as well as affects other day to day 

decisions made in the family. 

 

This is different with the results found in this study, where level of education of the 

household do not affect the implementation of the programme. According to 

Waithaka (2011), the type of economic activity of the head of household gives useful 

vision into the economic status of the household which ultimately affects the key 

decisions made for the household. The findings from the study revealed that 

occupational activities of participants did not affect the implementation of the 

programme. All households constructed and repaired their latrine with functional 

hand washing facilities. 
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Table 4.1: Socio-Demographic Characteristics of the Respondents 
 

Source: Field data 2017  

 

Figure 4.1: Characteristics of Respondents 

 

Source: Field data 2017 

 

Variable Frequency Percentage 

Gender Male 126 46% 

Female 146 54% 

Age 16 – 50 207 76% 

Above 51 65 24% 

Education level Not attended school 19 7% 

Primary to college 253 93% 

Occupation Farmers 166 61% 

Employed/ trading 

businessman 

106 39% 

Size of household 1 - 6 persons 253 93% 

More than 6 persons 19 7% 

Marital status Single 53 19.5% 

Married 180 66.2% 

Divorced 10 3.7% 

Widow 23 8.5% 

Widower 6 2.2% 
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4.2 Awareness of the community on National Sanitation programme 

This study evaluated the awareness and understanding of the head of households on  

CLTS programme. The findings indicated that 86% of the heads of households were 

aware on CLTS programme because 236 heads of households answered that they 

have heard about CLTS before to be implemented in their locality.  A study 

conducted by Water and  Sanitation Programme (2004) in Ghana  indicated that lack 

of awareness on sanitation and hygiene were key hindrances to up scaling improved 

latrine coverage and  use of hand washing facilities.  According to key informant 

number two who interviewed to know how he understood about the CLTS, he 

explained that; 

 

 Before starting the implementation, a baseline survey was conducted so 

as to know the real situation of households with improved latrine and 

sanitation facilities. Then it was followed by village meetings where we 

were told the aims of the programme and then we selected masons who 

were trained on how to construct improved latrines with affordable 

materials available in our locality”(KI NO.2) 

 

 Sub-villages chairpersons and Village Executive Officers appreciated that 

community gained awareness on the program interventions during sub-villages 

meetings, where District Health Officers and Community development officer from 

district offices provide education of the program activities in the communities. This 

was cemented by one of the village leader who said that; 

 

 During triggering meeting, we were taught on the aim of the 

programme, diseases caused by practising open defecation and the 

advantages of constructing/repairing latrines and its proper utilization 

and importance of washing hands with clean water and soap after 

defecation (KI NO. 9) 
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These findings imply that the community was aware in the implementation of CLTS 

interventions and what are doing in order to achieve the goal of the programme of 

increasing the increase of coverage and utilization of hand washing facilities in 

Njombe district. 

 

 

Table 4.2: Awareness of the Community on National Sanitation Programme 

 Frequency Percent 

Yes 234 86 

No 38 14 

Total 272 100 

Source: Field data 2017 

 
 

Figure 4.2: Community’s awareness on NSP 

 

Source: Field Data, 2017 

 

4.2.1 Exposure of community to CLTS 

Exposure to sanitation program has contributed to increase awareness of 

communities in sanitation issues and construction of improved toilets (Malebo et al, 
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2013). This study assessed the exposure of the community to CLTS, the heads of 

households whom questionnaires were administered to, asked about the exposure to 

the CLTS programme from various sources of information. The following were the 

responses from them; those who heard about CLTS during village meeting were 

86.7%, respondents who heard it to the nearby villages were 5.5%, head of 

households who heard about it from the radio were 2.2%, those who read news 

papers were 0.7% and 4.7% said that they heard such information from television 

and friends (See Table 4.3). 

 

Exposure of the community to the programme was contributed by high attendance 

during meeting of conducting triggering and other sources of information which later 

on motivated them to construct/ rehabilitate their own latrine. This resembles the 

results of the study conducted by Malebo et al. (2012) in Dodoma which  found that, 

communities who were exposed to sanitation program had improved sanitation 

compared to communities who were not exposed in the control area and an impact 

evaluation  sanitation program conducted by WSP (2009) in Tanzania, found that the 

Media, local leaders, artisans, friends, visitors from town had contribution to the 

rural community exposure to sanitation messages, rehabilitation toilet and 

construction of improved toilets.  

 

However, exposure of the community to the programme before implementation, 

good coordination between sub-village leaders and district officials, proper 

sensitization, skilled facilitators and close supervision and follow-up made by 

programme implementers were among the factors contributed  to the increase of 

latrine coverage and utilization and hence achievement of the programme 

implementation. 
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Table 4.3: Exposure to CLTS Programme 

Response Frequency Percent 

Village meeting 236 86.765 

Nearby village 15 5.5147 

Radio 6 2.2059 

Reading news paper 2 0.7353 

Others specify 13 4.7794 

Total 272 100 

Source: Field data 2017 

 

Figure 4.3: Exposure of the community to CLTS 

.Source: Field data 2017 

 

4.3.1     Households with Improved Latrine after the Implementation of CLTS 

Programme 

a) Before implementation of community Led Total Sanitation 

A latrine is a safe and private place which is used for defecation. An improved 

latrine is a defecation facility that prevents and controls contamination of water 

bodies, breaks contact between human beings and feaces, prevents feaces exposure 

to insects and other vectors, prevents unpleasant smell and is well constructed, safe 
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and easy to clean floor (WSP-ESP, 2009) and according to the National sanitation 

guideline, an improved latrine has the following qualities; it should have walls, 

functional door, roof and floor which can be washed easily. 

 

 Before implementation of CLTS programme in the study areas the baseline data 

show that only 5.6% of the households had improved latrine (Baseline survey report, 

2011).  DHIS (2011) report showed that diseases like diarrhoea, skin diseases and 

intestinal worms were frequently attacking the communities due to poor situation.  

The study findings showed that latrine coverage have improved by 94% in the study 

area, from baseline data it was showed that at Mtwango ward 3022 (78.3%) 

households had traditional latrine (Unimproved latrine) and 722 (18.7%) had no 

latrine. Also at Matembwe ward data showed that 1754 (68.6%) households had 

traditional latrine and 609 (23.8%) households had no latrine. At Lupembe ward data 

showed that 1232 (59.6%) households had traditional latrine and 703 (34.0%) had no 

latrine.   

 

Therefore the situation before the implementation of the programme was not good, 

data obtained from DHIS, (2011) showed that sanitation related diseases were 

among the top ten diseases affecting the district (See Table below). Absence of 

latrine in the community gave them an opportunity to go to the shrubs, rivers and 

farms for defecation. As a result sources of water were easily polluted, this led to the 

increase of water-borne diseases. 

 

 

 



36 

Table 4.4: Top Ten Diseases 2011 

TOP TEN DISEASES:  2011       

1. Ari       

2. Malaria       

3. Diarrhoea disease       

4. Pneumonia       

5. Injuries       

6. Skin diseases       

7. Intestinal worms       

8. Eye condition       

9. Gastro intestinal diseases       

10. UTI       

Source: DHIS 2011 Report 

 

Figure 4.4: Situation of Latrine Coverage before Sanitation Programme 

 

Source: CLTS baseline survey 2011 
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Figure 4.5: Latrine before implementation of the programme at Lunguya 

village in Mtwango ward 

 

Source: Baseline survey report 2011 

 

Figure 4.6: Unimproved Latrine without Privacy 

 

Source: Baseline survey report 2011 

 

b) After the implementation of Community Led Total Sanitation Programme 

The findings of the study revealed that, most of the households constructed and 

rehabilitated their latrines within the time frame agreed in community‟s meetings. 
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During in-depth interview most of the heads of households interviewed replied that 

they agreed to participate in implementing the programme though some of them 

were not happy with the approaches used for them to construct or repair their 

latrines, as said by one of the participant; 

 “You know the income of the community is not good, most of them have low income, 

to them to construct a new toilet out of their budget was difficult, that is why it was 

difficult for them to respond quickly (KI NO. 5). 

 

And the other participant added that: 

 “The implementation of the program was accompanied by fines and threats from 

supervisor…….The fines were too high, others were given up to 100,000/= instead 

of may be 10,000/=" (KI NO.2). 

 

The status of most of the latrines constructed or rehabilitated were having cemented 

floor, roofed with iron sheet and walls were built with un-burnt bricks. About 95% 

households were having latrine with functional door. When interviewed another 

participant said that; 

 “Now you are going to the toilet with confidence, there is no fear of being seen by 

other people who may be passing nearby” (KI NO. 8). 

 

The findings imply that, the community now understands the meaning of having 

toilet with walls and functional door for privacy. Also the majority of the households 

had clearly adopted proper use of latrines and understands the importance of their 

cleanliness. During interview one participant said that;  

“Proper use and cleanliness of latrines helps to avoid direct contact with feacal 

mater which cut off a root of oral feacal transmission diseases in my household.”(KI 

NO.7). 
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This implies that the absence of feaces outside their houses is the evidence that 

diseases associated with improper disposal of excreta have reduced. Moreover this is 

the indication that the programme was well implemented according to the guidelines 

and the community was encouraged to construct and rehabilitate their latrines and 

they were cheerfully accepted the programme. 

 

Different studies have shown that, adoption of the approach has increased latrine 

coverage in Bangladesh from 18% in the 1990‟s to the current coverage of slightly 

less than 80%. 90 % of the latrines available have been provided by the community 

without subsidy (BBS, 2005). In recent years, the impact of the approach has drawn 

significant attention. There is a growing recognition that this approach offers 

tremendous potential for developing countries to surpass SDGs targets for sanitation. 

This has resulted in this approach spreading from Bangladesh where it originated, 

first within Asia, and then to other continents, including Africa. This approach has 

gained ground in Ethiopia, Kenya, Uganda, and Tanzania (Bongerz, 2008).  

 

Other studies of sanitation programmes conducted in other countries like India and 

Indonesia have applied the same approach and strategies, the results showed that 

there were increases in sanitation status when baseline or control data were 

compared to end line or treatment data (Olivia et al, 2013).  

 

Community Led Total Sanitation programme aims at totally stopping open 

defecation within a community rather than facilitating improved sanitation only to 

selected households. Combined with hygiene education, the approach aims to make 

the entire community realize the severe health impacts of open defecation. Since 

individual carelessness may affect the entire community, the pressure on each person 

becomes stronger to follow sanitation principles such as using sanitary toilets, 

washing hands, and practicing good hygiene. Community led total sanitation does 

not identify standards or designs for latrines, but encourages local creativeness. This 

leads to greater ownership, affordability and sustainability (Kamal, 2003). 

 



40 

Table 4.5: Types of Improved Latrine 

Ward Traditional  Improved    pit  

latrine 

VIP Pour flush  

Lupembe 15 197 687 1197 

Matembwe 0 103 1138 1344 

Mtwango 67 474 1494 1871 

Source: CLTS progressive report 2017 

 

 

Figure 4.7: Improve latrine 

 

Source: CLTS progressive report 2017 

 

4.4 Implementation of the CLTS programme focusing on community 

participation on leading total sanitation 

Community Led Total Sanitation is a way to mobilize community to achieve a 

sustainable behavioural change and participate in a guided process of triggering, the 

triggering is intended to lead the spontaneous and long term change of social 
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behaviours, in particular the abandonment of open defecation (UNICEF, 2009). It is 

based on stimulating a collective sense of disgust and shame among community 

members as they confront the crude facts about open defecation and its negative 

impact on the entire community (Aceng, 2012).   

 

According to global communities (2015), the CLTS programme includes three 

phases; first is Pre –triggering which involve selecting a community and building a 

rapport, second is triggering which brings the community together to discuss open 

defecation. A series of interactive activities ignites communities to stop open 

defecation, and the process focusing on stimulating a collective sense of revulsion 

among community members as they confront the negative effects of open defecation. 

Third, post-triggering entails developing a concrete action plan and refining it as 

needed. According to the reports from DHO‟s office (2014), each phase were present 

explaining how it was conducted and the community was involved in each phase and 

they signed the declaration to agree to construct improved latrine within a time which 

they arranged themselves. The programme implementation in the study area involved 

the following steps; 
 

a. Pre- triggering visit 

At this step, the implementers (CLTS-trained staff) made agreement with leaders of 

the village and requested them a date to meet with the community in their villages. 

 
 

b. Triggering visit 

This stage involved various activities that aimed to create and raise awareness on 

effects brought due to practicing open defecation, it is during this step where the 

community committed to end open defecation by signing a declaration and they set a 

date of commencing and deadline of constructing and repairing improved latrine (See 

Annex VI and VII). 
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c. Monitoring  

Supervision and follow-up were made by implementers accompanied by inspection. 

Those who did not meet the deadline were fined. This was approved after 

interviewing one member of the community who said that; 

 “The fines were up to 100,000/- for those who didn’t meet the deadline which we set   

ourselves in the village meeting” (KI NO.5). 

These findings revealed that, following the tested steps in implementation, the CLTS 

provided the desired outcome of the interventions.  

 

4.4.1 Participation of the community on CLTS 

Participation refers to “empowering people to mobilize their own capacities, be 

social actors, rather than passive subjects, manage the resources, make decisions, and 

control the activities that affect their lives.” (International Institute for Environment 

and Development, IIED, 2010:13). Also according to Sibanda (2011), participation 

refers to the ability of the community to identify their challenges and needs and then 

take charge of their scenario. In the study area various activities were conducted like 

meeting, triggering and promotional events. From the findings it was revealed that 

92% of the respondents participated in various activities conducted during 

implementation of the programme (see figure 4:8 below). The result showed that 

51.4% of the households have built their latrines with septic tanks but with pour 

flush. Despite having tape water, there is no direct water supply to the latrines. This 

can be one of the reasons why some members of the households don‟t wash their 

hands after attending nature calls in toilets. 

 
 

According to the guideline, CLTS focuses on behaviour change, need to ensure real 

and sustainable improvements and invest in community mobilization instead of 

hardware. It triggers‟ community desire to change, propels them into action and 

encourages innovation, mutual support and appropriate local solutions, thus leading 

to greater ownership and sustainability. It accomplishes all of these without external 

subsidies for latrine construction. Therefore, a majority of the community 
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participated in sanitation activities which helped them to understand the message 

brought by the programme.  

 
 

The National sanitation programme through community led total sanitation aimed at 

trying to encourage the need for sanitation to the community and allow them to 

determine themselves whether or not to rectify their situation if there is a need to do 

so. That is why the implementation of the programme in the study area involved the 

community from the beginning. This resembles the study conducted in Ethiopia in 14 

Kebeles which revealed that, by involving community in constructing their own 

latrines, it helped in increasing the coverage of improved latrines in their areas.  

 

The study also found that through the approach of community led total sanitation, the 

coverage of latrine has increased from between 28 and 65 percent to near 100 

(Mehta, 2009).  

 
 

The success in the study of Ethiopia is like the current evaluated programme in 

Njombe District Council, the community was well triggered, so as to understand the 

benefit of constructing, owning and using improved latrine and hand washing 

facilities. This has contributed to the increase of awareness in the community in 

sanitation issues and construction of improved latrines. According to Bolton et al, 

(2007) in the study called for Community led total sanitation in Africa which was 

conducted in Nigeria, the approach was found to be effective in increasing the 

coverage of improved latrines in Nigeria. Facilitators, facilitation and training are 

central and fundamental to good practice in the community led total sanitation 

together with participatory methodologies. With classical CLTS triggering there is a 

sort of cultural insensitivity in broaching an unmentionable subject and teasing, fun 

and laughter as well as provoking disgust (Chamber (2009). This is what happened in 

the currently evaluated programme, whereby the community prepared traditional 

dances about sanitation and pupils prepared songs which were insisting on the 

benefits of using improved latrines and hand washing facilities.  
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During baseline survey, Njombe District Council had only 3% of its households with 

improved latrines, the after implementation of the sanitation programme, the study 

found that there was a dramatic increase in improved latrine which was 98.7%. It 

was revealed that the reasons for this situation was the participation and involvement 

of the community from the beginning of the programme which led to the ownership, 

proper triggering, well trained masons, use of local available and affordable 

materials/ resources such as bricks and also solidarity, intensive supervision and 

follow-up and competition between villages in each ward within the district.  

 

Figure 4.8: Participation of the Community to CLTS Activities. 

 

Source: Field data 2017  

 
 

4.4.2 Hand Washing Facilities  

Hand washing facility refers to any facility either container, a basin, a tape or any 

outlet with an adequate supply of portable water and soup (OSHA, 1998). This study 

evaluated whether household had functional hand washing facility and whether they 

utilize it. The aim of looking on it was to see if the community has adopted the 

behaviour of washing hands after visiting the toilet. The study revealed that, 69.5% 

of the households were having functional tippy tap and without functional hand 

washing facilities were about 30.5% households (See Table 4.6).  



45 

The findings imply that, a majority of the households had clearly adopted proper use 

of latrine and hand washing facilities like the habit of washing their hands with clean 

water and soap after defecation. During interview Key informant 6 said that;  

 “Now all members of my family understood the importance of washing their hands 

with water and soap, that is why every morning during cleanliness they make sure 

water and soap are available in hand washing station”(KI NO.6.) 

 

Also although many households have improved their latrines but few of them 

(30.5%) do not have washing hand facilities in their latrines, as one of the participant 

who said that;  

“During the implementation of the programme, I made hand washing station but it 

was destroyed by livestock and I haven’t got the chance to make another one. I will 

repair it in a few days to come” (KI NO.7). 

 

This means that; few of the households do not have the habit of washing hands after 

defecation. This can be either due to negligence of repairing them or they wait till 

sanitation competition comes. Such behaviour exposes the family members to be 

prone to intestinal helminthes infestation and other sanitation related diseases which 

are still there in the study area although the trend has decreased compared before the 

introduction of the sanitation programme. 

 
 

 According to Malebo et al (2013), many of the sanitation programmes, availability 

of hand washing facilities are still a major challenge, but the current process 

evaluation revealed that, households with functional hand washing facilities like 

tippy tap has increased compared with the previous one during baseline survey. The 

findings showed that, the households with functional hand washing facilities have 

increased up to 68% from 3% during baseline survey. However this is an indication 

of increased practices of personal hygiene in the community. Relationship between 

hygiene practices and infantile health has also been identified in several 

investigations like those developed in Democratic Republic of Congo, which 
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revealed an 11% reduction in the incidence of diarrheal diseases in communities 

where personal hygienic practices were improved (Ashworth et al, 2002). 

 
 

 In a study carried out in Honduras feacal contamination was found on 44% of the 

fingertips of women tested during normal household activities (Trevett, 2003). Other 

studies have reported similar findings where pathogenic enterotoxigenic Escherichia 

Coli (ETEC) were recovered from mothers and children‟s hands as in a study carried 

out in Thailand (Echeverria, 2004). Such studies strongly support the current interest 

in promotion of hand washing at critical times. Domestic water supplies are one of 

the fundamental requirements for personal hygiene practices. Without water life 

cannot be sustained beyond a few days, and the lack of access to adequate water 

supplies leads to the spread of diseases. Children bear the greatest health burden 

associated with poor sanitation (Seidu, 2009). 

 
 

Generally, implementation of the Community Led total Sanitation (CLTS) 

programme was highly successful in increasing the coverage of improved latrine and 

hence reducing the habit of open defecation in Njombe District. Also the approach 

has created a sense of ownership of the programme as results of the fruits of the 

programme will sustain for a long time.  

 
 

Table 4.6: Households with Hand Washing Facilities 

   Frequency  Percent 

Yes 189 69 

No 83 31 

Total 272 100 

Source: Field data 2017 
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Figure 4.9: Household with Hand Washing Facilities 

 

Source: Field data 2017 

 

4.4.3 Accessibility of water 

Water is essential in sanitation activities. Without water cleanliness is impossible to 

household‟s members, even the presence of washing hand facility is stimulated by 

the presence of water. From the findings, the study revealed that about 93% of the 

respondents, who asked about access to clean water, replied that they get clean water 

(piped) and the remaining 7% responded that they do not get clean water. Most 

households which do not get tap water have traditional wells and others fetch water 

from nearby rivers, they have constructed improved pit latrines which are the type of 

latrines that do not need much water and they are suitable in their areas.  
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Table 4.7: Household with clean water 

Source: Field data 2007 

 

Figure 4.10: Households access to clean water 

 

Source: Field data 2017 

 

4.4.4 Affordability of building materials 

Building material refers to any material which can be used for building purposes like 

sand, rocks bricks slabs, squatting pan and pipes. Presence and affordability of 

building materials also contributed to community to construct improved latrine. The 

findings showed that 74.3% of the respondents when asked about the availability and 

affordability of building materials they responded that, there were no problem of 

getting building materials for improving their latrines because for those which 

needed to be bought, they buy them from the shops present in their villages (See 

table 4.8). On the other hand 25.7% replied that there is some difficulty in getting 

them, since they are not available in their locality as a result they were forced to 

travel to the neighborhood villages and sometimes they travelled to buy from 

Response Frequency Percent 

Yes 253 93 

No 19 7 

Total 272 100 
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Njombe town which is approximately 70km from their villages, such building 

materials are like iron sheets, pipes and squatting pan (sink). According to one of the 

participant who said that; 

Previously most of the community members thought that, raw materials for 

constructing   their latrines should be ordered from Njombe town, but after 

telling them that they could use those available in their locality like bricks 

and not necessarily be burnt bricks they understood”(KI NO.10). 

 

Generally, there was no problem of building materials in the study area, even those 

which needed to be bought were also found in the shops located in their areas and 

around their area. 

 

Table 4.8 Availability of building materials 

Response Frequency  Percent 

Present in our village 202 74.26 

We order them from Njombe town 19 6.98 

We buy to the neighborhood villages 51 18.75 

Total 272 100 

Source: Field data 2017 

 

Figure 4.11:  Availability of building materials 

 

Source: Field data 2017 
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Generally, the findings revealed that, there was progress in latrine construction, the 

community passed from the bottom of the ladder where in the study area 29.7% of 

the households were at first rung of the ladder that means they didn‟t have any type 

of sanitation facility and they were practicing open defecation. Now they have 

moved from the first rung of the ladder to improved latrines and to a ladder of pour 

flush latrines. It was found that, there is no household in the study area which is 

lacking sanitation facility anymore and, this is a proof of great progress made in 

improving and increasing the coverage of improved latrines in the study area. 

 

The success of community led total sanitation to the community in the study area 

was much depending on the effectiveness of their committee and leaders, good 

facilitation and coordination from district level and activeness of WEOs, HOs, 

VEOs,  hamlet leaders and the community itself, close supervision and frequent 

follow-up. Such success resembles the study conducted in Malawi, where over 2000 

villages have been triggered in 12 districts, over 800 of which have been declared 

„open defecation free‟, a 37% triggered versus ODF rate. These changes include 

scaling up sanitation and hygiene, increased involvement of the traditional leaders, 

publicity for the strategy, resource mobilization, better coordination and frequent 

follow-up (Lukenya, 2011). 

 

Several studies have been conducted to evaluate the efficiency of the community led 

total sanitation programme in scaling up improved latrine coverage and hand 

washing facilities to reduce open defecation. According to UNICEF (2005) a study 

conducted in Mali was assessing the implementation of Community Led Total 

Sanitation programme, the study used cross-sectional design where a comparison 

was made before implementation of the programme and after the implementation of 

the programme. Analysis of information gathered showed a number of positive 

outcomes of the CLTS programme. There has been significant reduction in the extent 

of open defecation in the communities with some communities declaring “open 

defecation free” status. All communities reported of improvements such as skin 

infections and reduction in diarrhea and vomiting, particularly amongst children. 
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Figure 4.12: Progressive latrine construction 

 

Source: CLTS progressive report 2017 

 

Key  

A = Traditional latrine    D = Pour flush 

B = Improved pit latrine    X = No latrine 

C = Ventilated Improved Pit latrine (VIP) 
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Figure 4.13: Improved Latrine at Lunguya Village in Mtwango Ward 

 

Source: Field report 2017 

 

Figure 4.14: A Toilet with Hand Washing Facility 

 

Source: Field report 2017 



53 

4.5 Challenges and Lesson learnt in implementing the CLTS programme 

4.5.1 Challenges of CLTS implementation 

Despite the shown positive results of the implementation of the CLTS in Njombe 

district where the interventions have achieved most of its objectives, the following 

were the challenges found in annual report of the programme implementation 

(Annual CLTS report, 2015);  

 

(a) Lack of supervision and technical assistance from regional level 

The information given by Ag DHO (Acting District Health Officer), the regional 

officials (Water and sanitation department) have not conducted supervision to the 

district since 2015, they just accompany guests during sanitation competition. Hence 

the district officials lack support from the regional level. 

 

(b) Economic factors 

In some areas it was found that some people were unable to rehabilitate their latrines 

due to lack of money. Most of them were old and could not afford to buy materials 

for constructing improved latrines. 

 

(c) Transport 

The problem of transport always affects monitoring and follow-up. Officials from the 

district fail to perform supervision due to lack of transport to reach areas where 

implementation is taking place. 

 

(d) Lack of National sanitation Policy 

According to Torjman (2005) a policy is a statement of intent, and it is implemented 

as a procedure or protocol. It is a document which helps to guide and direct the 

country on how to improve sanitation and hygiene in general. Up to now there is no 

policy for National Sanitation in Tanzania. This slows down the increase of the 

coverage of improved latrines. 
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(e) Late disbursement of funds 

The late disbursement of funds from the Ministry of Health leads to failure to 

performing supervision, monitoring and follow-up to the villages where 

implementation of the programme is taking place. 

 

(f) Shortage of Health workers 

The shortage of health workers especially Health officers in the wards, who are 

required to make sure that the programme is implemented effectively and as 

according to the CLTS guideline. 

 
 

(g) Mildness of Sanitation budget 

Mildness of the budget is one among the challenges affecting the implementation of 

the programme. As results few villages are implementing the programme. 

 

4.4.3 Lesson learnt 

This study assessed the respondents on what they had learnt in the whole process of 

implementing CLTS programme. The following were the responses obtained from 

the respondents. A majority of the respondents 29.4% professed that by having 

improved latrines, they now understood the proper use of toilets and hand washing 

facilities and they also had knowledge of keeping their toilets clean. This was also 

cemented by one participant during the interview, who said that:  

“Cleanliness is important and when we build our houses, toilets should 

be given priority as other structure like the kitchen and sleeping rooms. 

Poorly cleaned toilets which emit smell are mostly avoided by the 

community and as a result they will continue to practise open defecation. 

Therefore it will be difficult to avoid diseases such as diarrheal, cholera 

and other diseases associated with feaces such as typhoid” (KI NO, 4) 

 

This means that the majority of the community understood the root cause of 

diarrhoea, that is open defecation and the prevention method is through proper 

utilization of latrines and washing hands after visiting toilets. They also understood 
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that if human feaces was not well controlled, bacteria would generate to pollute food, 

water and soil and later on result into diarrhoea and other sanitation related diseases. 

One of the goals of the programme was that, the community should learn something 

for the future from the programme implemented in their area. When asked what 

lesson they had learnt from the programme, the majority of the respondents said that 

they appreciated having learn a lot like the proper use of latrines and washing hands 

with clean water and soap. These findings resemble those done by Jenkins (2007) 

which indicated that a household‟s decision to adopt latrine use had little to do with 

the prevention of faecal – oral diseases, though 16% of them answered that they had 

learnt how to prevent themselves from diarrhoeal diseases. 

 

Table 4.9: Lesson learnt by the community 

Response             Frequency                         Percent 

Avoid diarrhoeal diseases 48 18 

Keeping our toilet clean 80 29 

Proper use of latrine and tip tap 80 29 

None 9 3 

To wash hands after attending to the toilet 34 13 

Reduction in diarrhoea diseases 21 8 

Total 272 100 

Source: Field Data 2017 

 
 

Figure 4.15: Lessons learnt from CLTS 

 

Source: Field data 2017 
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS AND POLICY IMPLICATIONS 

 

6.1 Summary 

Tanzania has been struggling to improve health of the community through various 

methods like MTU NI AFYA campaign, HESAWA, PHAST and Total Sanitation 

and Sanitation Marketing (TSSM) in promotion sanitation and hygiene. But several 

studies have indicated that most of the households still own traditional pit latrine 

which in principal do not safely contain feacal matter and above all are perennial. 

Then the Ministry of Health decided to come up with Community Led Total 

Sanitation approach so as to scale up the coverage of improved latrine in the country. 

The implementation of Community led Total Sanitation was first introduced in 

Tanzania in 2007 by Plan International and in Njombe District began in 2012. The 

MoHCDEC is now leading the implementation of the National Sanitation 

programme and CLTS has been proposed as the participatory approach which will be 

used during the campaign and the reasons being low cost, output based, and require 

minimum resources to implement. 

 

This study evaluated the implementation of Community Led Total sanitation in 

Njombe District Council. Data for the study were by administering questionnaires to 

272 Head of households and in-depth interview was conducted to 12 key informants 

from 20 sub-villages of 3 wards. The main objective of the study was to evaluate the 

implementation of the Community Led Total Sanitation in Njombe District. 

 
 

The findings of this showed that, the community had knowledge before starting 

implementing the programme, various sub-villages meeting were conducted to them 

in order to create awareness about the programme implementation. Again it was 

revealed that, there was an increase in coverage of improved latrine after the 

implementation of the programme. This means that the programme has achieved the 

objective of increasing the coverage of improve latrine and the practice of open 

defecation has decreased. On the other hand it was found that, the community was 
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involved from the beginning of the programme and they were fully participated in all 

activities brought by the programme. Their participation in sanitation activities has 

helped them to understand the importance of the programme and hence motivated 

them to construct improved latrine so as to improve their own health and community 

in general. However the community learnt how to construct and use improved latrine 

also they have adopted the practice of using properly hand washing facilities after 

visiting the toilet. The absence of feaces around the hole of the toilet and 

environment surrounding their houses is one of the evidence that they have adopted 

hygienic practice of using their latrine.  

 

6.2 Policy implication 

The findings from this study showed that there is a need to strengthen more  

supportive supervision, monitoring and evaluation for better achievement of the 

programme to attain the objective of declaring open defecation free and hence health 

community. This is possible only when the individuals in the community take 

ownership of the programme and continue to participate actively in all sanitation 

activities. 

 

6.3 Conclusion 

This evaluation study  was conducted in three wards in Njombe District Council in 

Njombe region. The objective of the study was to evaluate the implementation of 

community led total sanitation in Njombe District council and the specific objectives 

were; to examine community knowledge on National sanitation programme, to 

identify the households with improved latrines after the implementation of the CLTS 

programme, to determine the implementation of community led total sanitation 

programme focusing on participation of the community on leading total sanitation, to 

examine the progress that has been made in the course of implementing the 

programme shortcomings, challenges and the lesson learnt. The general findings 

from the study provided the evidence that the programme has fulfilled its aim at 

increasing the coverage of constructed/repaired latrines and utilization of hand 

washing facilities, this implies that now the community members are aware of proper 
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use of latrines and washing their hands with clean water and soap and they are no 

longer practising open defecation.  Utilization of improved latrines and washing 

hands after visiting toilets has resulted into keeping environment the clean and has 

led into the decrease of sanitation related diseases like cholera.  

 

Although the study observed increase coverage of improved latrines in the study 

area, there is a small gap on the practice of using tippy tap after defecation. It was 

observed that once it is broken, no repair was being made until the period of 

sanitation competition. Adoption of proper use of latrine like keeping them clean, 

providing water and soap helped to enhance the use of latrine facilities. 

 

Participation and involvement of the community in the programme from the 

beginning helped it to adopt new behavior of constructing/repairing their own 

latrines and use them. This achievement was brought by good coordination between 

implementers and community members, close supervision and follow-up of 

programme‟s activities, proper sensitization and promotion events that helped to 

increase exposure to the programme and the use of enforcement and village 

regulation also helped to improve the situation. 

 

Therefore, the findings of evaluation of the CLTS programme in the study area has 

showed successful progress in increasing the coverage of improved latrines and 

promoting the issue of sanitation and hygiene in the district like practising hygienic 

behavior and significant decrease in diarrhoeal diseases due to the reduction of open 

defecation in the community.   

       

6.4 Recommendations 

Based on the findings of this study, the following are therefore the recommendations; 

Hand washing facilities 

The evaluation findings indicated that there is a need of insisting the community on 

the importance of washing hands with clean water and soap after defecation. This 
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can be achieved by empowering hamlet chairperson to conduct regular supervision to 

his/her area of jurisdiction. 

 

Supportive supervision 

Supportive supervision should be more promoted to all levels especially from 

regional level to district level, so as to ensure that a well adopted behaviour is 

sustained and eventually the objective of declaring open defecation free (ODF) is 

reached. 

 

Budget allocation 

The District should allocate a budget for community led total sanitation activities 

using its own sources instead of depending on donors‟ funds.  

 
 

Declaration of open defecation free 

The programme should continue to be implemented in other sub-villages so as to 

scale up the coverage of improved latrines and later on to declare open defecation 

free in the whole district. 

 
 

Sustainability of the programme 

Njombe District Council should initiate other strategies for implementing the 

programme so that it can sustain for a long period. 

 

Ministry of Health 

The ministry of health should make sure that the programmes‟ fund is disbursed 

timely to all districts. Also the council should build up cooperation with other NGOs 

which are implementing the same activities in the study area like PDF (Peoples 

Development Forum) and SHIPO (Southern Highlands Participatory Organizations) 

Further studies should be conducted to other sanitation methodologies so as to come 

with the approach which will be more suitable. 
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6.5 Limitation of the study 

The limitation of the study has based on the fact that it has been conducted in 

selected wards of only one district, this brings another thought for generalizing the 

study findings to Tanzanian population from different district councils settings and 

backgrounds on Implementation of Community Led Total Sanitation in the 

communities in Tanzania. 

 

6.5 Areas for further evaluation 

This study involved three wards in only one district among the 139 districts of 

Tanzania mainland, and that there is a need to conduct other studies that will involve 

setting of many district councils having reasonable large sample size so as to 

generalize the study findings on the implementation of Community Led Total 

Sanitation communities of Tanzania. 

i. Process evaluation of Community Led Total Sanitation in nomadic areas 

ii. Process evaluation on factors which facilitate latrine adoption in rural 

Tanzania. 
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APPENDICES 

 

APPENDIX 1 HOUSEHOLD QUESTONNAIRE 

 

Region…………………………..District………………………Ward….…………… 

Village………………………….. Date………………………… 

 

INTRODUCTION 

This questionnaire aims to determine the implementation of the National Sanitation c 

programme towards increasing the coverage of improved latrine in Njombe District 

Council. The information that will be collected in this study will be used for 

evaluation purposes only and not be disclosed for any other uses. 

S/N QUESTIONS RESPONSES/OPTIONS CODES  

SOCIAL – DEMOGRADHIC CHARACTERISTICS 

1 Age    

2 Sex of respondent Male 1  

Female 2  

3 Marital status Single 1  

Married 2  

Divorced 3  

Widow 4  

4 Education level Never attended any school 1  

Primary education 2  

Secondary education 3  

Certificate 4  

  Diploma 5  

Above diploma 6  

     

5 Economic activities/Occupation Peasant 1  

Public servant 2  

Business person 3  

A: Identification of Households with improved latrine after the implantation of CLTS programme. 

6 Where do you defecate? (Look at the toilet) My toilet 1  

Bush/Farm 2  

Neighbour‟s toilet 3  

7 What type of toilet do you own? (Look at the 

type) 

Traditional toilet 1  

Ventilated Improved latrine 2  
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No toilet 3  

Pour flush 4  

Eco San 5  

8 Does the latrine have  functional washing 

facility around 

Yes 1  

No 2  

9 Does the latrine present conditions of 

cleanliness? 

Clean 1  

Not clean 2  

Normal 3  

10 Does the latrine present enough privacy? 

(Check the latrine building) 

Yes 1  

Poor privacy 2  

No privacy 3  

10 Is there any faeces around the house? Yes 1  

No 2  

11 Does your family get clean and safe water? Yes   

No   

12 Where does your family get water? We get from the tape nearby 1  

Fetching from the well 2  

We buy from business people 3  

13 Does your latrine have functional door? ( 

check for it) 

Yes 1  

No 2  

 

B: Implementation of CLTS programme focusing on participation of the community on leading  total 

sanitation 

14 Have you heard about National sanitation 

programme? 

Yes 1  

No 2  

15 If yes, where did you hear it? Village meeting 1  

Nearby village 2  

Radio 3  

Through reading news papers 4  

Other  specify 5  

16 Have you ever participated in sanitation 

activities 

Yes 1  

No 2  

17 How did you see its implementation Good 1  
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Normal 2  

Not good 3  

18 How did the community accept the 

programme? 

Very well 1  

Normal 2  

Not well 3  

C: To examine the progress that has been made in the course of implementing the programme 

shortcomings, challenges and lesson learnt 

19 Does the village have people who trained for 

constructing latrine 

Yes 1  

No 2  

20 Do they help the community to construct 

latrine? 

Yes 1  

No 2  

21 Do you get difficulties in getting materials 

for constructing latrine? 

Yes 1  

No 2  

22 Where do you get raw materials for 

constructing your latrine? 

From shops present in our 

village 

1  

We order them from Njombe 

town 

2  

We buy them to the nearby 

village 

3  

23 What are challenges did you get in 

implementing the programme? (Mention 

them) 

   

24 What do you think should be done so as to 

improve the  implementation of the 

programmme in your area 

   

25     
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APPENDIX II OBSERVATIONAL CHECKLIST 
 

1 Were there sanitation guidelines for the implementation 

of the program? 

Yes 

No 

 

2 Were there adequate numbers of skilled and 

knowledgeable personnel? (Look on the report staff 

involved in a program) 

Yes 

No 

 

3 Were there time and deadline for construction/repairing 

latrine to the community? 

Yes 

No 

 

4 Did the sub-villages sign the declaration of constructing 

and rehabilitating their own latrines? (Check the signed 

declarations) 

Yes 

No 

 

5 Did the program being implemented by related 

departments? (check sanitation reports) 

Yes 

No 

 

6 Does the community built new/rehabilitate their 

latrines? (Look around the street and observe if there 

any) 

Yes 

No 

 

7 Are there any changes of diseases due to poor sanitation 

before and after the programme implementation? (Look 

MTUHA report) 

Yes 

No 

 

8 Are there any changes on latrine coverage before and 

after the programme implementation? (Look on 

sanitation baseline data/report) 

Yes 

No 

 

9 Is there adequate programme support equipment like 

transport during supervision?  

Yes 

No 

 

10 Does supervision and follow-up conducted as planned? 

(Look on the sanitation report) 

Yes 

No 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



68 

APPENDIX III : INTERVIEW GUIDE 

 

INTRODUCTION 

Thank you for agreeing to participate in the interview. My name is Boniface 

Msemwa. I am a Masters student from Mzumbe University perusing “Masters of 

Science in Health, Monitoring and Evaluation”. I am conducting this interview for 

academic purpose of evaluating the Implementation of the National Sanitation 

campaign programme in Njombe District.  If agreed to participate, it is important that 

you respond to all of the interview questions based on your experience and 

perspective. But if you feel you are not able to continue please be free to end the 

discussion. Do you have any questions before we begin? Do you agree? Thank You!! 

General evaluation question 

 

The general evaluation question of this study is: how and to what extent the 

implementation process of the National Sanitation campaign programme has been 

implemented to produce the desired goals. 

1. Can you describe how do you understand about National Sanitation 

Campaign programme? 

Probe;   Anything else…………………. 

2. What do you think are the advantages and disadvantages of  the NSC 

3. How do people perceived the campaign 

Probe; Anything else…………………… 

4. Can you explain the factors which favours  the sanitation programme in your 

village 

Probe; Anything else…………………… 

5. What is the lesson you learnt from the implementation of National Sanitation 

programme. 

 

Probe: Anything else…………………… 

6. Do you think people are now using toilet? 

7. What are your opinions about the National Sanitation programme? 
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Probe: Anything else……………………. 

8. What do you think why other people did not respond positively towards the 

programme 

Probe: Anything…………………………… 

9. Can you explain the changes brought by the programme in your village 

Probe: Anything……………………………. 
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APPENDIX V: DECLARATION FORM 

 

 

 



71 

 

APPENDIX VI: TEMPLATE FOR DECLARATION FORM 
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APPENDIX VII 

 

 

 


