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ABSTRACT
Poor sanitation remains a public health problem. About 21 million Kenyans use unsanitary or shared
latrines while 5.6 million have no latrine at all and defecate in the open. Busia County was among the
counties with the lowest (42%) sanitation coverage compared to National level of 49%, with more than
half of the population defecating in the open. Diarrheal and cholera were among the top three diseases
causing morbidity and mortality in the County, with cholera outbreaks frequently being reported.
Stimulating collective action to stop open defecation is now relying on behavioural triggers related to
status, pride, shame and disgust, rather than relying solely on health-related arguments, to motivate action
and lead to greater ownership and sustainability. In December 2012, Kenya government and UNICEF
jointly implemented a pilot National Total Sanitation Programme (NTSP) in Busia County to tame poor
sanitation. The NTSP was to achieve total sanitation among Busia County households through sanitation
behavior change. To assure sustainability of sanitation behavior change, there was need to identify the
specific attributable value of NTSP to beneficiaries. This study aimed at evaluating the social-economic
returns on investment (SROI) among household beneficiaries of National Total Sanitation Programme
(NTSP) in Busia County. The specific objectives were to: evaluate the level of sanitation before
implementation ofNTSP, evaluate the outcome ofNTSP, determine the social- economic value ofNTSP
and finally, document the lessons learnt after implementation ofNTSP in Busia County. To achieve these
objectives, baseline survey was carried out in October 2012 for 30 days to establish level of sanitation in
Busia County before implementation of NTSP in December 2012-march 2015. Evaluation of NTSP
outcome was carried out from September-December 2015 in which only villages certified by NTSP as
having achieved total or 100% sanitation were included in the study. Quasi-experimental study design
was used to collect data before (Baseline) and after (Outcome) NTSP implementation without control
group. Multi stage-random sampling was used to sample locations, sub locations, villages and
respondents from villages that NTSP had been implemented and certified to have achieved total sanitation
in Busia County. The target population included NTSP beneficiaries (28,130 households), NTSP
implementers (30 public health officers, 15 Community Health Extension Workers, 30 Community
Health Workers and UNICEF (1 Main sponsor). A total of 459 respondents participated in the study both
at baseline survey and outcome evaluation with data collected using questionnaires and observation
checklists. Multi-variate analysis, Chi-square test, Pearsons correlation, frequencies and percentages,
were employed to analyze data from baseline survey and outcome evaluation data for NTSP while SROI
methodology was used to establish Social-economic value added to residents of Busia County by NTSP.
From the study findings, latrine coverage and usage of latrines by children increased by 43.7 %
(X2=15.24; df=l ; P:::;O.OOO)and 32.2% (X2=89.97; df=l; P:::;O.OOO)while latrine sharing with neighbours
and open defecation reduced by 37.5 % (X2=118.17; df=l; P:::;O.OOO)and 47.9 % (X2=192.05; df=l;
P:::;O.OOO)respectively. There was also a significant improvement in hand washing in critical times with
soap after latrine usage [329 (81.0%) after NTSP implementation from 186 (45.6%) baseline; X2=110.02;
df=lp:::;O.OOO].Households were almost six times (OR=5.99 p=O.OOOI)likely to wash hands after latrine
usage. Compared to baseline, [178 (43.6%)], most households, [274 (67.5%)] had installed hand washing
basin/leaky taps within 3 metres radius around the latrine (X~114.34; df=2 P:::;O.OOO).Households were
twice (OR=2.41P=0.0001) likely to have a hand washing basin or leaky tap after NTSP intervention.
Social economic value added to Busia County residents was KES 1: 10.5 meaning that for every KES 1
invested created a social-economic value of KES 10.5 to Busia residents. These results suggest that NTSP
should be rolled out country wide with a view of improving level of 'sanitation and hygiene. The NTSP
implementors need to enhance followed-up to sustain sanitation behavior change.
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1.1 Background of the Study

There are currently 2.6 billion people worldwide without access to improved sanitation.

Inadequate sanitation is a key link in the cycle of poor sanitation related diseases and poverty

that affects the world's poorest people (Andrew, et al., 2003; WSP, 2012). There are an

estimated 565 million people in Sub-Saharan Africa without access to improved access to

sanitation and, worse,224 million practice open-defecation, the riskiest sanitation practice of

all (UNICEF,2009a). According to a desk study carried out by the Water and Sanitation

Program, 2012, poor sanitation costs Kenya Ksh. 27 billion each year. This sum is the

equivalent ofUS$8 per person in Kenya per year or 0.9% of the national GDP. About 21

million Kenyans use unsanitary or shared latrines. While 5.6 million have no latrine at all and

defecate in the open. Water and sanitation programme, 2012 established that poorest.quintile

is 270 times more likely to practice open defection than the richest. According to a rapid

assessment of water and sanitation carried out by Ministry of Health in 2012, the national

sanitation coverage stood 49%. The lack of safe sanitation and associated burden of disease

take an immense toll on human life.

Busia County was among the counties with the lowest (42%) sanitation coverage, with more

than half of the population defecating in the open. Diarrhea and cholera were among the top

three diseases causing morbidity and mortality in the County, with cholera outbreaks

frequently being reported (MoPHS, 2012).

Ministry of Health in partnership with UNICEF designed a partjcipatory sanitation approach tapped

National Total Sanitation Programme (NTSP) a pilot intervention to tame poor sanitation in Busia

County with a view of scaling-up the programme to entire Country.

National Total Sanitation Programme was a Joint Ministry of Health-UNICEF programme



addressed itself to the pursuit of total sanitation in Kenya (MoPHS, 2010) through sanitation

behavior change. The NTSP refers to complete eradication of all indiscriminate and (1)

unhygienic practices in the disposal of (2) excreta, (3) drainage and (4) solid waste. The

objectives for NTSP were divided into stages which included: Stage 1. No village in Kenya

practices open defecation (Ofr), by 2015, improve sanitary household latrine coverage from

existing 49 % to 100 % by 2015, all Kenyans practice hand washing with soap at critical

times by 2015. Stage 2; and then address the environmental health risks that are posed by

poor drainage and solid waste disposal by 2015-2030 (MoPHS, 2010).

Although NTSP was to be rolled out nationally, there has been no effort to evaluate the

outcome/impact added by NTSP to the residents of either Busia in Kenya. Evaluation is a

systematic and objective assessment of the results achieved by the program (Banerjee et. al.,

20(9). It seeks to prove that changes in targets are due only to the specific policies

undertaken (Bourguignon et al., 2003, Bosch et al. 2000). Impact evaluation studies whether

the changes in well-being are indeed due to the programme and not to other factors (Banerjee

et. al., 2009).

Social-economic value gained from public health programme is often difficult to quantify and

does not have a common unit of analysis that enables it to be standardized and compared

across an economy or society. Hence they have tended to be excluded from more traditional

analyses, preventing a full understanding of value being created or lost for society (Jones,

2012). Social-economic value is created when resources, inputs, processes or policies are

combined to generate improvements in the lives of innividuals or society as a whole

(Emerson et al. 2001; Arli and Zappala 2009). Social Return on Investment (SROI) is a

method to understand how certain activities/interventions can generate value, and a way to

estimate that value in monetary terms (Zappala & Lyons 2009). Social returns on investment
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(SROI) is a potentially useful tool for capturing and representing the social-economic and

environmental value generated through investment in sanitation and other health programmes

carried out within them, because it allows us to capture and demonstrate the wider social

economic and environmental value that is generated by these activities in monetary terms that

are recognizable to public health programme and other policy-makers.

1.2 Statement of the problem

The NTSP was to attain total sanitation through sanitation behavior change. In proving the

value added to households benefiting from NTSP there is need to distinguish the social-

economic value NTSP generated in Busia County. The NTSP needs to be evaluated with the

condition that you can distinguish the Social-economic value from NTSP apart from any

possible involvement from another stakeholder. A framework that helps you locate the input,

activity, output, outcome and impact from the NTSP needs to be used. The Social-economic

value created needs to be comprehended by NTSP implementers in order to understand the

whole process of creating this effect. An appropriate tool framework for evaluating would be

Social Return on Investment (SROI), a framework which originated from Impact Assessment

(IA) and Social Cost Benefit Analysis (CBA). Social Return on Investment is used, to

understand how efficiently resources are being used (SERUS, 2010). Social, economic and

environmental values are taken into account in a SROI analysis, a triple bottom line approach

is provided. This means that the results are based on wider stakeholder value perspectives.

Social-economic returns on investment help interpret the intangible values to tangible and

measurable values which are difficult to quantity in health related interventionsj
)

1.3 Research Questions

1. What was the level of sanitation and hygiene before the implementation of NTSP in
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Busia County?

2. What was the outcome ofNTSP in Busia County?

3. What was the social-economic value ofNTSP in Busia County?

4. What were the lessons learnt after implementation ofNTSP in Busia County?

1.4 Study Objectives

1.4.1 Main Objective

The purpose of the study was to evaluate the socio-economic returns on investment among

beneficiaries of National Total Sanitation Program (NTSP) in Busia County, Kenya.

1.4.2 Specific Objectives

1. To evaluate the level of sanitation before implementation ofNTSP in Busia County.

2. To evaluate the outcome ofNTSP in Busia County.

3. To determine the social- economic value ofNTSP in Busia County.

4. To document the lessons learnt after implementation of NTSP in Busia County.

1.5 Study Justification

There is need to evaluate NTSP to ascertain the social-economic value added to the NTSP

beneficiaries. For effective evaluation of NTSP it is important to understand clearly which

changes are taking place as a result of the programme, to value the things that matter and to

only include what is important in the evaluation of this programme to the beneficiaries of the

programme. This study employed Social-economic Return on Investment (SROI)

methodology to evaluate NTSP in Busia County, to establish the social-economic value of the

programme added to the households of Busia County. The SROI is about value, rather than
:;

money (Internet, New Economics, 2011; TRSO, 2011; SERUS, 2010). It involves reviewing

the inputs, outputs, outcomes and impacts made and experienced by stakeholders directly

related to the intervention. To make the result understandable a monetized value is applied to
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the result of the social, economical and environmental benefits and costs created by NTSP.

SROI is more than the end result of a ratio; it is an understanding of the process and an

understanding of why certain things did succeed where others did not. Moreover, SROI is a

tool to explore how social-economic change is achieved and how change can be

demonstrated and illustrated with the purpose of proving that value has been created.

Study findings will serve as a tool for quality control for the NTSP that is to be rolled out

country wide so that the intervention will match the real needs by the beneficiaries. This

evaluative SROI will also serve as a management tool to improve performance and highlight

added value (New Economics Foundation, 2012; SERUS, 2010). Moreover, it is anticipated

that the results of this study will help shade light on the lessons learnt that will be adopted

during the roll-out of the programme country wide. The findings of the study will provide an

opportunity for other organizations including the government which participates in evaluating

of health programmes to apply SROI framework in evaluating health programmes in Kenya

and beyond. The study will also be beneficial to the Ministry of Health in designing a

sanitation policy that will address permanently the sanitation challenges.

1.6 Delimitation of study

The study is largely based on beneficiaries perception of what has changed in their life after

NTSP implementation.

It is aimed at establishing the SROI among beneficiaries of NTSP in Busia County. Though

it was targeted that by end of 2015, all the villages in Busia County would have achieved

total sanitation, NTSP had either not been rolled out, or implemented but not certified at the

time of this study. Hence they were not included in the stddy. Due to the geographical vast

nature of the County, the study only used a representative sample.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

Literature review involves identifying and searching for information on the subject and

building a comprehensive picture of the state of knowledge on the study subject (Kothari,

2004). This chapter highlights what is known about this research topic and knowledge gaps

that this research aims to fill.

2.2 National Total Sanitation Programme (NTSP)

National Total Sanitation Program (NTSP) is a Joint UNICEF- Ministry of health program

that addresses itself to the pursuit of total sanitation in Kenya (MoPHS, 2012). National Total

Sanitation Programme refers to complete eradication of all indiscriminate and (1) unhygienic

practices in the disposal of (2) excreta, (3) drainage and (4) solid waste. NTSP prioritises: the

areas that pose the greatest risk to human health first (namely hygiene awareness and excreta

disposal) - Stage 1 (2012 -2015); and then address the environmental health risks that are

posed by poor drainage and solid waste disposal- Stage 2 (2015-2030). The NTSP goals are:

Eradication of Open Defecation (Ofr) from Kenya by 2015 and Safe & Sanitary Environment

for all by 2030. The objectives for NTSP are divided into stages which include: Stage l. No

village in Kenya practices Ol) by 2015, improve sanitary household latrine coverage from

existing 49 % to 100 % by 2015, all Kenyans practice hand washing with soap at critical

times by 2015. Stage 2; and then address the environmental health risks that are posed by

poor drainage and solid waste disposal by 2015-2030 (MoPHS, 2010). The NTSP adopted

Community-led-Total Sanitation approach (CLTS) that was pioneered in 1999 by Village

Education Resource Centre and Water Aid in Bangladesh, The CLTS is an innovative

approach for mobilizing communities to build their own toilets and stop open defecation

(Kamal and Chambers, 2008). The CLTS approach also encourages good hygiene and

sanitation related practices such as hand washing with soap after defecation and keeping the
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latrines clean and free from flies among others (Kar, 2005, Kamal and Chambers, 2008).

With CLTS approach, communities analyze their sanitation conditions, understand the impact

of poor sanitation on health and environment, and take collective action.

CLTS relies on the triggering approach which seeks to identify the triggers or factors that

motivate people to change their behavior. Triggers can work on individuals or collectively,

but the latter is more sustainable as it generates social pressure to prevent individuals from

reverting to ingrained habits. Some of the individual triggers related to sanitary behavior are;

shame, safety of children and elderly against falling down during rainy season or night-time,

fear of darkness, animals, prestige and convenience (Kar, 2005). Some of the community

triggers related to eliminating open defecation are; health, water quality and prestige.

Behavior change, when triggered by such collective concerns or situations, is more likely to

be sustained (MoPHS, 2008; Kumar, 2004).

The CLTS approach adopts a sequence of steps for triggering the community members. This

includes:

1. Rapport building-sets the stage for subsequent activities by developing mutual trust,

agreement and cooperation among community members/villages.

2. Defecation Area TransectlWalk of Shame- The purpose is to walk along with community

members through the village, observing sanitary conditions including open defecation

areas, asking questions, and listening. It includes community leaders and members and

public health personnel and elders.

3. Defecation Mapping-This step facilitate analysis of 'Big picture' with respect to the

situation of the village vis-a-vis sanitation. The exercise will enable community members

to visualize defecation areas and the close proximity of these areas to their homes. This

step entails asking the community members after the transect walk to draw the boundary

of the village on the ground; mark main spots of their village, like schools, temple, water
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points etc; each member should then plot their houses within the boundary with stones;

mark the agriculture fields and forests by spreading leaves; members who defecated in the

morning would be asked to raise hands and then plot the location used for defecation with

colored powder; members would locate the sites where children and adult defecate.

4. Calculation of feaces-The purpose of this step is to quantify the magnitude/scale of the

sanitation problem.

5. Calculation of medical expenses- The purpose of this step is to quantify the cost of poor

sanitation.

6. Water Quality Testing with illS Vials-The purpose is to reveal the extent of

bacteriological contamination of water sources due to open defecation.

7. Decision making-It is the ignition step i.e.to switch from facilitating analysis of the

sanitation conditions to assessing whether the community is ready to take action.

8. Action planning-This step is where community members agree to tackle sanitation

problem facing them after realization. The community will come up with a steering and

management committee which will oversee the completion of this process. The

committee is set up in the meeting. The committee then decides on the action plan and

approximate time frame to achieve the end of open defecation in the village.

9. ODF verification and certification-This entails the official confmnation and recognition

of villages that have attained open defecation free status. This signifies the attainment of

total sanitation (100%) i.e. sanitation behavior change (Kar, 2003; MoPHS, 20 I 0).

2.3 Social- economic Returns on Investment

The past decade has seen growing interest in measurin~ the social-economic impact of

projects, programmes, organizations, businesses and policies (Mildenberger et. al., 2012).

Managers want to know what results have been achieved, with a view to improving future

performance. Donors want to know the social value their money is creating, corporations are
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increasingly interested in social investment, and governments have a strong imperative to

measure the social impact of policies, programs and funded activities (Cynthia, 2002). Social-

economic value/impact measurement methods try to capture, measure and, possibly, to assess

the impact - which is the result of an action, activity, project, programme or policy -- on the

relevant target groups (clients, stakeholders, the society, etc). This impact can be negative or

positive, intended, unintended or a combination of these (Mildenberger et. al., 2012). Social-

economic value is created when resources, inputs, processes or policies are combined to

generate improvements in the lives of individuals or society as a whole (Cynthia, 2002;

Emerson et. al., 1996). Generally formulated, social-economic impact comprises the

representation of some form of change in the target group, which is based on an intervention

and can also be attributed to that intervention (Maas and Liket, 2011,; Bertelsmann and New

Philanthropy Capital, 2009), which took different dimensions into account, but were

ultimately not just applicable to non-profit organizations and public health programme which

are social based. Social Return on Investment (SROI) has emerged as an approach to meet

these demands. The SROI quantifies and monetizes social-economic impact in a clear and

consistent way, enabling stakeholders to measure the achievement of social-economic impact

against three primary performance indicators, being appropriateness, effectiveness and

efficiency (Maas and Liket 2011. Social-economic Return on Investment (SROI), is a method

of accounting for the social-economic benefit that a programme creates, and it is expressed

in monetary terms i.e. SROI allows us to estimate how much social-economic value is being

created for every shilling spent on a particular activity, and to express that as a financial ratio

(SROI network,2012). The SROI analyses follow a more comprehensive approach as far as;.

the width of the considered impact is concerned (Jones et al., 2000; Chun et. aI, 2001).

In Banke-Thomas et al..s (2015) systematic review of SROI, 12 studies were identified in

health promotion, four in child health and three in nutrition The reported SROI ratios varied
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from l.1:1 to 65:1.. Three studies in Kenya have used SROI, one on reproductive health in

which the SROI ratio was KES 1: KES 36, another one on nutrition and child health by

APHRC, (SROI ratio was (USD 1: USD 71) and the other water interventions in which the

SROI ratio was KES 1: KES 26 (Jonsson et a1. 2011, Christian Aid 2012).

The SROI framework is used for the analysis and the framework itself is supported upon

social Cost Benefit Analysis and Impact Assessment (Dasgupts, et al., 1972; Pearce & Nash,

1981; Alton and Underwood, 2002). The SROI analysis can basically be categorized as a

form of cost benefit analysis, which has a long tradition in economic evaluation (Drummond

and McGuire 2001). However, SROI analyses use different terms and definitions than

conventional cost benefit analyses. Impact of a programme is symmetrical with the benefit

from the perspectives of those affected by the impact i.e. different stakeholder groups

(Drummond, 2008).

There are six stages in the SROI analysis and they involve: (1) Establishing the scope and

Identifying key stakeholders, (2) Mapping outcomes, (3) Evidencing outcomes and giving

them value, (4) Establish impact, (5) Calculating the SROI and (6) Reporting (SERUS,

2011). The SROI guided by seven principles which include: (1) Involve stakeholders. (2)

Understand what changes. (3) Value the things that matter .. (4) Only include what is

material. (5) Do not over-claim: (6) Be open and transparent. (7) Verify the result.

The SROI framework involves stakeholders in evaluating the activity, to understand clearly

which changes are taking place as a result of the activity, to value the things that matter, to

only include what is important in the evaluation, to be transparent, to not over-claim the
~

impact of the activity, and finally, to verify the results of the evaluation (SROI Network,

2012). An evaluative SROIanalysis of Craft cafe, a wellness programme for older persons in

Scotland, showed that the Craft Cafe programme had been highly effective and created social
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value for each of its main stakeholder groups (Impacts Arts, 2012). Findings showed that the

programme required £ 1,170 of investment (direct and in-kind) per older person per year. This

in turn created a social value of £7,155 direct to each older person that attends during that

year (Impacts Arts, 2012). Further the analysis showed that overall the Craft Cafe programme

had created between £4.86 and £9.57 of social value for every pound of investment.

The SROI studies provide the identification of impact that is significant for society. This

aspect is neglected when conventional impact measurement indicators are used (Rauscher,

2011). The SROI consistently focus on the impact during the analysis, provides a better

understanding of which services are efficient why and where, also identifying those areas

where changes are purposeful (SERUS,2011) Above all SROI, follows a stakeholder-based

approach. The impact of interventions is largely defined by the stakeholders themselves

through surveys and investigations, and is not primarily specified from externally by

researchers or analysts. This results in a high validity of the captured impact (New

Economics Foundation, 2012). From the perspective of the investors, the SROI analysis can

be a tool that assists during decision making in the sense of a benchmarking for potential

investment, as the SROI values provide information on the expected social-economic return

on investment (Rauscher, 2011).

In proving the value NTSP has on the villages of Busia County, implementers need to

distinguish the specific effect that the programme has on the residents. An appropriate tool

framework for evaluating would be Social Return on Investment (SROI). The social added

value from NTSP will be calculated by conducting an evaluative SROI analysis.

2.4 Theory of Change

A Theory of Change is a specific and measurable description of a social change initiative that

fOnTIS the basis for strategic planning, ongoing decision-making and evaluation. It can be

seen as a tool to explain (make explicit) the logic of your (development) strategy. It
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represents the belief about causal relationships between certain actions and desired outcomes

(Jan et. 01., 2010). For a theory of Change you will have to clarify the final goals of the

project (impact), identify the strategies to achieve the overall goal and create 'so that' chains

in order to make the assumptions about how change occurs explicit (Putton, 2001; Jan et. al.,

2010).

It has been observed that improvements in sanitation systems generally occur incrementally

rather than in a single leap (Cairncross and Feachem, 1993). What is promoted in NTSP is a

switch from poor sanitation and hygiene practices to a safe yet affordable sanitation and

hygiene option. While affordability is naturally determined by individual household

circumstances, the availability of relatively low-cost options particularly helps those who are

uncertain about changing their habits to get into the habit of using a toilet (Local Government

Division, 2005, WSP, 2009). The significance of the first relatively low-cost toilet is

enormous in terms of breaking the habit of open defecation (Kar, 2005). Experience with

CLTS, shows that the users of relatively low-cost toilet models adopt upgrades or graduate to

more expensive models, using their own resources, when the design life of their first toilet is

over. Some of the sanitation options include; pit latrine, ventilated pit latrine (V.I.P), pour

and flush toilet and trench latrine (ZMOH, 2010; Kar, 2005). A hygienic latrine is a sanitation

facility, the use of which effectively breaks the cycle of disease transmission (WSP, 2009).

2.5 Level of sanitation

Sanitation is a group of methods to collect human excreta and urine as well as community

waste waters in a hygiene way, where human and community health is not altered (WHO,
;,

2000). Sanitation methods aim to decrease spreading of disease by adequate waste water,

excreta and other waste treatment, proper handling of water and food and by restricting the

occurrence of causes of sanitation related diseases (GDTCF, 2006). There are about 2.4-3
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billion (40%) people living without proper sanitation (WHO and UNICEF, 2010). Open

defecation, use of non sanitary latrines and poor hygiene practices are widespread in rural

Kenya. According to a rapid assessment of water and sanitation carried out by the Ministry

of Public Health and Sanitation, (2008), the national sanitation coverage was 49% (KBS,

2011). Approximately 21 million (52.5% of the population) of Kenyans use unsanitary or

shared latrines while 5.6 million have no latrine at all and defecate in the open (WSP, 2012).

Busia County was among the counties with the lowest (42%) sanitation coverage. Diarrhea

and cholera was among the top ten diseases causing morbidity and mortality in Busia County

(MoPHS, 2008).

Improvements in sanitation have been shown consistently to result in better health, as

measured by less diarrhea, reductions in parasitic infections, increased child growth, and

lower morbidity and mortality (Patricia et. al., 1999, WSP, 2012). Surveys have found that

people value household latrines, more for the resulting convenience, privacy, safety, prestige

(e.g., families are ashamed when they cannot offer guests proper toilet facilities) and aesthetic

benefits (sight, odor), than for their health benefits (Bruijne et al. 2007).

Traditional sanitation programs provided subsidies for identified poor families to construct

toilets of a specified design. The key issues of motivating behavior change to end open

defecation and use of constructed toilets were not addressed by the traditional approach to

sanitation, leading to its failure (Kar, 2003). The NTSP, a participatory based programme to

total sanitation contends that it is not just availability of toilets but changing the behavior of

the people at the collective level that is important for safe sanitation to take effect (Kar,
:;..

2003). Improvements in water and sanitation do not automatically result in improvements in

health. A rapid assessment in Himachal Pradesh reveals that in villages with around 30

percent household toilet use, the incidence of diarrhea was reported as being around 40

percent. Even villages with 95 percent household toilets, still reported around 25 percent
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diarrheal incidence. Only villages with 100% sanitation~dhygiene coverage and practices

respectively,have reported significant drop in sanitation related diseas.es.

The NTSP aims to trigger the Busia community to attain total sanitation (100% total

sanitation and hygiene). This means there should be a total sanitation behavior change and

sustainability of this sanitation and hygiene practices. The study will establish whether there

has been an improvement (attainment of total, 100%, sanitation) in level of sanitation after

the implementation ofthis programme.

2.5.1 Outcome of poor sanitation

Poor sanitation has a number of documented adverse impacts leading to diseases and

premature deaths, polluted water resources, time loss from daily activities, degraded

environment and lost opportunities for the use of human excreta for energy or fertilizer

production. Poor sanitation is a characteristic of everyday life for poor people (WSP, 2004).

Approximately 10% of the population in developing countries is affected by intestinal worms

(GDTCF, 2006). Intestinal parasite infections can lead to malnutrition infections, anaemia

and retarded growth (Rice et. al., 2000). Six million people are blind from trachoma and

about 200 million people in the world infected with schistosomiasis of which 20 million

suffer severe consequences (GDTCF, 2006; Rice et. al. 2000). According to Water and

Sanitation Programmes, (2012), 18 countries in Africa including Kenya are losing about Ksh

456.5 billion every year due to poor sanitation. Annual economic losses due to poor

sanitation are equivalent to be between 1% and 2.5% of Gross Domestic Product (WSP,

2012). Open defecation costs Kenya Ksh, 7.3 billion per year, (WSP, 2012, PLA, 2009) .
.~

The recurring cycle of disease has a major impact on school attendance, productivity and

livelihoods. The world health organization (2004) estimates that nearly 273,000 days of

school attendance per year would be gained if the water and sanitation Millenium
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Development Goal (MDG) was met (Hutton and Haller, 2004). School latrines have been

proven to be linked with continued education enrolment of teenage girls and young women

(Kar, 2005). Women and girls in particular are badly affected in many countries; they relieve

themselves either before dawn or after dark, to avoid being seen. This puts them at risk of

attack, rape and wild animals (Amnesty International, 2010). Lack of a private and safe space

is even more of a problem during menstruation (Christophe et. al., 2001).

2.5.2 Epidemiology and burden of diarrhoea

Diarrhoeal diseases are the third leading cause of death from infectious diseases (WHO,

2008), a leading cause of Childs death (Boerma et al., 1991) and a major child health

problem in developing countries (Genser et. al., 2008). It is transmitted by ingesting

contaminated food or drink, by direct person-to-person contact, or from contaminated hands

(Ejemot et al., 2008). Diarrhoea is the passage of 3 or more loose or liquid stools per day, or

more frequently than is normal for the individual (Bairagi et al., 1987 and Mertens et al.,

1992). It is usually a symptom of gastrointestinal infection, which can be caused by a variety

of bacterial, viral and parasitic organisms through the fecal-oral transmission (Keusch et al.,

2006).

Each year, estimated 4 billion people contract diarrhoeal diseases (Collins, 2008). Some 2

million children die as a result of diarrhoea (Luby et al., 2004; Kosek et al., 2003). And these

diseases account for 62.5 million Delayed Adjusted Life Years (World Bank, 2003).

Diarrhoeal diseases are extremely common, killing about 1·8 million people a year. Eighty

eight percent of this number dies because of poor access to water, hygiene and sanitation
;,

(Amokrane et. aI., 2007, Woldemicael, 2001). Chronic diarrhoea can also result in child

malnutrition, making them susceptible to other diseases and resulting in 860,000 deaths per

year. Some 94% of diarrhoea cases according to Collins, (2008) are preventable through
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improved sanitation and water supply which according to Fewtrell et. al., (2007) result in the

isolation and/or destruction of pathogenic material and, hence, a break in the transmission

pathway.

The risk factor of diarrhoea is defined as including multiple factors, namely the ingestion of

unsafe water, lack of water linked to inadequate hygiene, poor personal and domestic hygiene

and agricultural practices, contact with unsafe water, and inadequate development and

management of water resources or water systems. In a comprehensive literature review, Esrey

et. al. (1991) identified 30 studies, from a variety of different countries (including

Bangladesh, Brazil, Chile, Guatemala, Kenya, Malaysia and Panama), that examined the

impact of sanitation on disease transmission. Twenty-one of those studies reported health

improvements (median 22% reduction in diarrhoea morbidity), with a greater median

reductionbeing seen in the rigorous studies (36% reduction).

A number of studies have attempted to examine the role of personal and domestic hygiene,

although in many cases some of the "hygiene" measures or interventions could also impact

on sanitation, and hygiene interventions may also interact with water quality. Six studies

examinedby Esrey et. al., (1991) identified reductions in diarrhoea morbidity associated with

theuptake of hygiene interventions. These ranged from 14% to 48%, with a median reduction

of 33%. In a more recent review, Huttly et al. (1997) identified a further four studies

addressing the impact of improved hygiene. All four studies showed a decrease in diarrhoea,

as did a subsequent study of Curtis et. al., (2000).

The temporal adoption of hygiene measures can be illustrated by the study by Ahmed et. al.,
;.

(1993). This group compared cleanliness and diarrhoea levels in villages with and without

hygiene education interventions. Higher adoption rates of the intervention were associated

with a better cleanliness state, which was paralleled by a decrease in diarrhoea and

malnutrition rates. These differences were found to increase over time as more villagers
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adopted the intervention. Alam et. al., (1989), studied the effect of four different hygiene

measures (source of washing water; presence of faeces in the yard; hand washing before

serving food; and hand-washing after defecation). They showed decreasing diarrhoea

incidence as the number of adopted hygienic practices increased (4.9 cases per child-year for

one practice to 2.6 cases for all four; P<O.Ol). A review by Feachem (1984) documented the

presence of pathogens on the hands following toilet activities. In the same review, Feachem

also noted a number of studies on hand-washing which demonstrated the almost complete

removal (98-100%) of seeded bacteria.

2.5.3 Sanitation behavior change and Sustain ability

Sanitation is a private practice that has public consequences. Therefore, public health benefits

can be achieved only by targeting the collective instead of focusing on households to
I

construct latrines (San and Raman, 2006). Access to latrine, if not supported by appropriate

changes in behavior, limits the potential health gains and wider benefits associated with

sanitation improvements. According to Rebecca et. al., (2003), direct behavior changes relate

to the correct use of a latrine, keeping the seat/slab clean, disposing carefully of children's

faeces, washing hands with soap/ash after use. Associated indirect behavior changes relate to

keeping the wider environment clean and free of waste and excreta i.e. open defecation free,

good drainage of waste water, careful storage of food and water containers.(Rebecca et. al.,

2003). Presence of a latrine is no guarantee of a sustained or sustainable behavior change for

those with it. Users need to understand and want benefits of improved sanitation for

themselves or their community for behavior change to last (Rebecca et. al., 2003).

Traditionally sanitation programs targeted individuals with predetermined messages focusing

on latrine construction without emphasizing why latrines should be used. By contrast,

Community-led- total sanitation relies on a triggering approach which tries to find locally
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relevant triggers or factors that can be used to motivate behavior change in a community

(Kumar, 2004). Different individuals change behavior due to different reasons. However,

behavior change triggered by such individual reasons is often sustained only until the reason

remains in existence, e.g., a family that builds a household latrine because it is more

convenient after dark, may continue to defecate in the open during day time. Therefore,

behavior change triggered in this manner is partial and the risk of fall-back is higher (Kar,

2005, Kumar 2004).

Community triggers are factors or situations that concern and affect a community as a whole,

thus prompting every member within it to change a behavior that are collectively perceived as

hazardous. Some of the community triggers related to eliminating open defecation are:

Health, water quality, Prestige. When the community realizes that their health is at stake due

to their own habit or the habit of others to defecate in the open, the community collectively

resolves to change its behavior. Once the process is initiated, members begin to monitor each

other's behavior within the community. Thus, those who have a tendency to 'fall-back' are

also prevented from doing so due to the social pressure created after such a collective

resolution. Behavior change, when triggered by such collective concerns or situations, is

more likely to be sustained (Kumar, 2004).

2.6 Lessons learnt of a programme

Few studies provide a definition of the lessons they present or explore the concept of 'lessons

learned (Secchi, 1999). Where defmitions are provided they tend to focus on the attributes of

the lesson and say much less about the process by which it~ay, eventually, be used (OECD-

DAC,2002; Secchi, 1999). One defmition used by the American, European, and Japanese

Space agencies is: "A lesson learned is knowledge or understanding gained by experience.

The experience maybe positive, as in a successful test or mission, or negative, as in a mishap
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or failure. (Secchi, 1999). The evaluation community (OECD-DAC) defines lessons learned

as generalizations based on evaluation experiences with projects, programs, or policies that

abstract from the specific circumstances to broader situations. A high quality lesson should;

succinctly specify the context from which it is derived, establish its relevance beyond that

context (where it will be applied and by whom) and suggest some prescription or action

(Weber et. al., 2001). Lessons that are supported by 'triangulated' evidence command greater

credibility among their potential users; "the more rigorous the supporting evidence, and the

greater the triangulation of supporting sources, the more confidence one has in the

significance and meaningfulness ofa lesson learned" (Patton, 2001).

To determine lessons learnt, process evaluation may be conducted (Secchi, 1999; Patton,

200 I). Process evaluation assesses programme implementation and is concerned with

questions relating to intervention exposure, reach, participant satisfaction, delivery, fidelity,

and contextual aspects of the intervention. Process evaluation results provide specific

information to help improve the implementation of interventions (Hughes et. al, 2008).

Process evaluation can include a broad range of methods and measures however the most

common elements include: Exposure examines the extent that the target group is engaged,

aware of the health problem or receptive to and/or use the strategy, resource or message being

implemented. Exposure includes both initial awareness or use and continued awareness or

use (Saunders et. al., 2005). Reach considers the proportion of the target group who

participate in the intervention. (Nutbeam and Bauman, 2006). Satisfaction examines whether

participants (both primary and secondary target audiences) were happy with and liked the

intervention (Hawe et. al., 1990).Three main areas of participant satisfaction that can be
.j:

examined include Interpersonal, service and content issues (Hawe et. al.1991). Delivery

involves assessing whether all the activities are being implemented as intended. Delivery

usually involves writing down all the components of an intervention or intervention strategy
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thenrecording and tallying the components delivering and comparing to ensure all activities

weredelivered as intended. (Saunders et. al., 2005, Hawe et. al., 1990).Three). Context

considers aspects of the environment that may influence intervention implementation or

outcomes(Saunders et. al., 2005). Fidelity involves monitoring and adjusting intervention

implementation as required ensuring theoretical integrity and quality of the intervention

strategiesand activities (Saunders et. al., 2005, Nutbeam and Bauman, 2006). Evaluating

fidelity commonly involves assessing the performance of intervention materials and

components. The lessons learnt for NTSP will be based on the key elements of exposure,

reach,participant satisfaction, delivery, fidelity, and contextual aspects) as per the process

evaluation.

2.7Conceptual Framework

Thefigure 2.1 below indicates how social economic value was generated by NTSP in Busia

County to the household beneficiries. The Social-economic value was added when NTSP

achievedits objective of total sanitation behavior change in Busia County.

NTSP-
Adopts
CLTSm
tnggenng
villages -to
promote and
educate
households
on samtation
andbygiene
practices

Total sanitation
behavior change
i.e.open defecation
free (ODF) villages,
hand washing in
critical times with
soap, proper solid
waste management,
proper water
treatment and
storage, reduced
Water ,sanitation
and hygiene
diseases and scaling
up sanitation
ladder

Social-economic
value added to;.>Households of

r-- I Busia County byI f NTSP

I
I

Figure 2.1 : Relationship of poor level of sanitation and hygiene, NTSP and SROI Busia

County
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CHAPTER THREE: METHODOLOGY

3.1 Introduction

This chapter entails the steps that were adopted to study research problem along with the

logic behind them. It contains, the study site, research design, measurement of variables,

target population, inclusion and exclusion criteria, piloting of the study tools, sampling

design, data collection procedure, data analysis and presentation, data quality control, pre-

testingof data collection tools and ethical consideration.

3.2 Study site

BusiaCounty is one of the 47 Counties in Kenya and covers an area of 673.6 square km and

liesbetween latitudes 0° l' 36" South and 0° 33' North and longitudes 33° 54' 32" East and

34° 25' 24" East. The County is divided into seven administrative sub-counties namely

Township, Funyula, Matayos, Nambale and Butula, Samia, Teso North and Teso South. The

sub-counties are further sub-divided into 17 locations and 52 sub-locations. The County has

two rain seasons; short rains from late August to October and the long rains from March to

May. Busia County has a temperature range of between 22-30° C. It was projected that by

2013 Busia County population was to be 378,649 (OoK, 2009). According to the Busia

county statistics (2008), 65.99% suffers absolute poverty, 61.4% food poverty. The major

causes of poverty in Busia County have been identified as food insecurity, unemployment,

low literacy levels, poor health, polluted environment among others. The main economic

activity is farming however majority involve in themselves subsistence farming. The
I'

sanitation coverage stood at 42% (MoPHS, 2011). Moreover, poor sanitation costed Busia

County 536 million each year. It has a total of 97 health facilities and a total health work

force of 372 (Doctors, nurses, clinical officers, pharmacists and laboratory technicians. The

population growth rate stands at 2.3% while maternal mortality rate stands at 202.111 00,000

(KenyaBureau of Statistics, 2014).
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3.3Research design

Dueto the evaluative nature of the study, quasi-experimental study design was adopted in

whichdata was collected before (Baseline survey) and after the intervention (Outcome of

NTSP) without control group (Kothari, 2004). The purpose of baseline survey was to

evaluatethe sanitation and hygiene status in Busia County before implementation ofNTSP in

BusiaCounty. Baseline survey was also used to map-out and plan for the implementation of

theNTSP. Moreover, baseline survey data was used to determine Social economic value

addedby NTSP to household of Busia County by NTSP. Outcome evaluation of NTSP was

used to establish if the intervention achieved its goal of total sanitation behavior change

(100% total sanitation) in Busia County and was also used to determine the social-economic

valueof NTSP added to households in Busia County. To determine the social- economic

valueadded by NTSP to Busia County households the SROI methodology was used.

3.4Study variables and Indicators

The independent variable was sanitation and hygiene practices while dependent variables

includedSocial-economic value added by NTSP. Sanitation includes latrine- coverage, usage,

sharingand cleanliness, and open defecation, presence of hand washing facility (leaky taps);

hygienepractices include washing hands in critical times with soap i.e. after visiting latrine,

before and after handling food, after handling children faeces, proper disposal of children

feaces in the latrine, credible source of water and storage, hygienic washing of drinking

storagecontainers and proper solid waste management. Others include scaling up the ladder/

constructing new or replacing the filled latrines and reduction in diarrhoeal burden.

National total sanitation programme (NTSP) adopted community-led-to total sanitation

(CLTS) approach in triggering the communities towards achievement of total sanitation. The
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unitofNTSP triggering process was the village. A village was deemed to have achieved total

sanitationstatus (100%) if the households stopped open defecation and adopts sanitation and

hygienicpractices (Kamar, 2005). To attain 100% total sanitation status by a village, the

stakeholders;partners (UNICEF), Ministry of health representatives, religious leaders and the

communitymembers embarked on certification process using a standard UNICEF- Ministry

of health wash certification template, 6 months after triggering (implementing NTSP) the

village. The main objective of NTSP was to ensure that Busia County achieves total

sanitationwhich translates to total sanitation behavior change.

To measure the level of sanitation before and after implementation of NTSP the following

WHO/UNICEF indicators were used: Percentage of households with year-round access to

improved/unimproved water source, use of an adequate water treatment method, use of

improved/unimproved sanitation facility, Safe disposal of children's in latrine, acceptable

solid waste disposal option and percentage of households practicing correct use of

recommendedhousehold water treatment and storage technologies. Other indicators included

protectedsource of water, percentage ofrespondents who know all critical moments for hand

washing-hygiene practices, percentage of households with soap or locally cleansing agent

andwater at a hand washing facility (3 metres radius around the latrine) commonly used by

familymembers, percentage of households storing treated water in safe and hygienic storage

containers, Open defecation free villages, presence of latrine in good condition and

hygienically clean and in use.

3.5Target population

At baseline survey and outcome evaluation the target population was the 28,130 households

in Busia County. On the other hand, the target population for the determination of SROI for

NTSP was the stakeholders for NTSP which included: NTSP beneficiaries (28,130

households), NTSP implementers (30 public health officers, 15 Community Health Extension
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Workers,30 Community Health Workers and UNICEF (Main sponsor). Stakeholders are

peopleor organizations that experience change or affect the activity, whether positive or

negative,as a result of the activity being analyzed (SERUS, 2010). In SROI methodology on

primarystakeholders are included in the determination of social-economic value.

3.6Sampling design

3.6.1Sampling procedure

By March 2015 NTSP had been implemented in five sub-counties out eight sub- counties

namely,Samia, Matayos, Butula, Funyula and Nambale. Multi-stage random sampling design

wasused to sample the location and sub-location and villages from the five sub-counties of

Busia County which had been certified by stakeholders to have attained total sanitation

behaviorchange. The sampling frame was based on Busia County administrative boundaries.

The five sub counties which had attained total sanitation had a total 13 locations, 42 sub-

locationswith a total of 420 villages. Multi-stage random sampling was used to sample 8

locations from five sub-counties and in turn, 30 sub-locations was selected from 8 sub

countiesfor the study. From the 30 sub-locations a total of280 villages were selected for the

study.To select the household for study, random sampling was used to select proportionately

basedon the number of households per Sub County. Multi-stage random sampling technique

was preferred because it is free from bias (David and Tromp, 2006, Mark, S. 2009).

Moreover,multi-stage random sampling was selected due to the geographical vast nature of

Busia County and the sampling frame under multi-stage random sampling is developed in
"

partialunits (Kothari, 2004).

3.6.2Sample size determination

The formula previously used by Fisher et. al., (1998) was adopted to determine the sample

sizeof this study.
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Sample size n = ?Jz.fl.
e2

z- Standardnormal deviate set at 2.17 (97% confidence interval)

q = (1-0.42) =0.58

P-Sanitationcoverage in Busia County, 42% (MoPHS, 2010)

e- Precision set at 0.03 to improve precision and accuracy

2.172 x 0.42 x 0.58

0.032

== 459

A total of 459 respondents were included in the study both at baseline and outcome

evaluationof NTSP. Respondents per sub-county were allocated proportionately as per the

householdspopulation in the five sub-counties where NTSP was implemented (Table 3.1).

Therespondents included 28 facilitators (10 CHEWs, 9CHW and 9 public health officers in

thecounty), 430 households and main sponsor (1).
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Table3.1: Sample Size distribution in the study area

Division Number of Percentage Sample Size

Households (%) Households(H) Facilitators(F) Sponsor Total(H+F)

Matayos 11721 38.1 164 11 175

Nambale 6002 17.8 77 5 I 82

Butula 5320 15.4 66 4 70

Funyula 5087 14.5 62 4 66

Samia 4007 14.2 61 4 65

Total 28130 100.0 430 28 1 459

However a total of 408 successfully completed the questionnaire during baseline survey,

representing a response rate of 91.7% and 406 households completed questionnaire when

evaluatingoutcome after implementation ofNTSP in Busia County representing 90.7%.

3.7Inclusion and Exclusion criteria

3.7.1Inclusion criteria

1. All villages that NTSP was implemented at least SiX (6) months before outcome

evaluation was carried out and were certified to have achieved total sanitation behavior

change.

2. All households who reside in the villages that NTSP was implemented and certified to

have achieved total sanitation behavior change. ;.

Certification of villages which attained total sanitation after 6 months of implementation

was done by public health officers, UNICEF, religious leaders and administrators using

Ministryof health-UNICEF certification template.
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3.7.2 Exclusion Criteria

I. Thosehouseholds who had stayed in Busia County less than 6 months prior to triggering of

villagesprocess

2.Villages that NTSP had been implemented less six months to outcome evaluation

3.8Data Quality Control

To ensure reliability and validity the research tools were piloted in Igero sub location,

MatayosSub-county of Busia County. This sub location was not included in the study but

hadthe same characteristics with the study area. A total of 49 structured questionnaires and

49 observation checklists were distributed, analyzed and lesson learnt through the process

wasincorporated into the final research tools before the actual study was carried out.

A total of 8 public health technicians were recruited as research assistants and trained on the

rigorsabout the study for 3 days. This helped research assistants to be conversant with the

studyand data collection procedure. The structured questionnaires and observation checklist

werewritten in English and pre-tested in Igero sub-location, Busia County before being used

in actual data collection. Data was edited to assure that it is accurate, consistent with other

facts gathered, uniformly entered, completed as possible and well arranged to facilitate

codingand tabulation.

3.9 Data collection tools

Thestudy used both structured questionnaires and observation checklists. The study adopted

the data tools developed by UNICEF-Ministry of health ~ertification template, for data

collection purposes. Three questionnaire were developed; for the facilitators (Community

health workers, Community Health Extension Workers, and Public Health Workers),

beneficiaries (households) and Donor (Sponsor). The questionnaire for beneficiaries was used

to collect data at baseline and outcome of NTSP. Questionnaire for faciiitators was used to

collectdata for lessons learnt.
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For the evaluation of social-economic value added to Busia County households (NTSP

Beneficiary's),the UNICEF-Ministry of health structured questionnaire was added questions

tocapturethe beneficiary's perspective for NTSP. Data obtained was used to construct NTSP

impactmap.

Thesponsor's questionnaire was used to obtain data on resources invested in NTSP.

Foraccuracy of data collected from beneficiary's (households) by questionnaires, observation

checklistwas also used to physically check the presence of measured parameters. The

structuredquestionnaire and observation checklist was written in English. The structured

questionnairecontained both open-ended and closed-ended questions. The research assistant

administered the structured questionnaire and observation checklist on behalf of the lead

researcher.

3.10DataCollection procedure

A key principle of SROI is to engage with stakeholders in order to better understand their

perspectiveson outcomes of the intervention and to inform the focus for measurement. The

primary data was collected before and after without control group. Baseline data was

collectedbefore the NTSP was implemented (October 2012) for 30days. After the NTSP

implementation (from December 2012 till March 2015), primary data was collected again

fromSeptember-December 2015 to evaluate outcome ofNTSP.

To evaluate outcome of NTSP, the study adopted data collection and certification tools

developedby UNICEF-Ministry of health certification template that were used at baseline;,

survey.Research assistants administered the questionnaire to the household head (husband

for married couples and in absence of husband then wife was interviewed) and for single

familieswife/husband. Research assistants visited households during the day to administer

thequestiormaire and observation checklists.
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The households and villages which were interviewed at baseline were not necessarily

revisitedduring outcome evaluation since the study included only certified villages that had

attainedtotal sanitation behavior change i.e. all households in the certified villages were

observingsanitation and hygiene practices. For diarrhaeol burden data, review of secondary

(Hospitaldata) was conducted in selected health facilities per sub-county to determine

whetherdiarrhoel cases had reduced drastically after NTSP implementation. A 3-6 month

retrospectivereview of a sample of health records in purposively and conveniently selected

healthfacilities matched with a particular selected study villages as identified in initial

samplesize was undertaken during the study. The records retrieved were for all those patients

whopresented to the health facilities and were clinically diagnosed with diarrhoeal and/or

threeloose stools within 24 hours.

Tocollect data for SROI evaluation of NTSP, more questions were added to the UNICEF-

Ministry of health certification template to capture information from beneficiaries

(households),facilitators and the sponsor. Data collected was used to construct impact map

thatwas used to determine social-economic value added to households/residents of Busia

County.Facilitator's data was used to draw lessons learnt during implementation process of

NTSPin Busia County. Data from the sponsor (UNICEF) indicated how much resources

wereinvested in the NTSP

Burdenof diarrhoel disease was measured by recall method on the households of the NTSP

forthe last 2 weeks if they had experienced diarrheal episodes. A random sampling method
-;

for measuring the completeness of registration of hospital morbidity was used to assess

completenessof diarrhoeal cases recorded at these health facilities.

3.11Data analysis and presentation

Baselinesurvey and outcome ofNTSP data was managed using Statistical Package for Social

Sciences (SPSS). Explanatory variables such as demographic, latrine coverage, level of
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sanitationand hygiene practices, solid waste management, domestic water and scaling up the

sanitation ladder were summarized using descriptive statistics (frequencies, percentages,

meansand standard deviations. Inferential statistics i.e. Chi-square test and multi-variate

analysiswas used to determine the association between variables. Chi-square test was used to

establishassociation among households for sanitation and hygiene practices. Multi-variate

analysiswas employed to establish any differentials in sanitation behavior change if any

amongvillages and households.

Toevaluate if the NTSP achieved its goal (outcome), baseline survey data was compared

withthe outcome data to establish the change after implementation of NTSP. To evaluate

outcomeofNTSP only certified villages were included in the study. Households in certified

villageswere expected to sustain the sanitation behavior change that they achieved during

NTSP implementation. For Prevalence of diarrhoel disease data was analyzed using

descriptivestatistics.

To evaluate the social -economic value of NTSP added to Busia County households, the

studyadopted SROI methodology, developed by SROI network group in 2012. The SROI

methodologyrelies strictly on the stakeholder's information so as to construct the impact map

thatwas used to evaluate the social economic value of the NTSP. The SROI is about the

social value added rather than money though it is expressed in financial terms (New

Economics Foundation, 2012; SERUS, 2010). The Social Returns on Investment

methodology six stages are:

Stage1:Establishing scope and identifying key stakeholders
Establishing scope: It is a statement about the boundary of what the working process will be

eanied out (New Economics Foundation, 2012; SERUS, 2010). Only villages that NTSP had

been implemented and certified to have achieved total sanitation behavior change were

includedin the study. Defining the key stakeholders: Stakeholders are people or organizations
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thatexperience change, whether positive or negative, as a result of the activity being analyzed

(SERUS,2010). Stakeholders were determined by applying stakeholder's analysis approach.

Thefirst step was to identify all of the potential stakeholder groups that were likely to have

beenimpacted by the intervention and to decide whether to include them in the SROI

assessment.In this evaluative SROI study, a list of stakeholders was drawn based on their

level of participation and effect (either directly/primary or indirectly/secondary). Only

primarystakeholders were included in the impact analysis.

Stage 2: Mapping outcomes

ImpactMap- The impact map was build informed by our engagement with stakeholders.

Identifying inputs: The inputs refer to what stakeholders contributed in order to make the

activitiespossible. The NTSP was fully funded by UNICEF, KES 5,000,000. The amount

coveredall the activities of the programme.

ClarifyingOutputs: "The outputs of a project are the tangible (easily measurable, practical).

immediate and intended results to be produced through sound management of the agreed

inputs" (Browers et. al., 2010). The quantities of outputs were calculated for primary

stakeholdersusing data collected via questionnaires.

Describing Outcomes: To trace the outcomes the stakeholders expenence III study, we

engaged stakeholders to determine the outcome to be sure that these were outcomes

experienced by stakeholders. Theory of change was used to present the story of stakeholders'

perceptions and beliefs about how their lives had changed due to the NTSP (SROI Network,
;

2012).Specific questions on outcome were included in the beneficiary questionnaire for them

torespond.

Stage 3: Evidencing outcomes and giving them a value:

Developing outcome indicators- lndicators are ways of knowing that change has happened. In

this study indicators will be applied to outcomes as these are the measures of change (New
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Economics Foundation, 2012; SERUS, 2010; TRSO, 2011). Sanitation and hygiene

indicatorsas designed by WHO were adopted to measure outcome in this study. Collecting

outcomedata: The techniques for collecting primary data were observation checklist and

structuredquestionnaires. For secondary data, review of NTSP documents was done for

hospitaldata to determine burden of diarrhoeal in Busia County after NTSP implementation.

Establishinghow long outcome will last (duration): The effect of some outcomes will last

longerthan others, some depend on the activity, some on the invention or some will continue

withoutthe invention (New Economics Foundation, 2012; SERUS, 2010). To estimate the

durationof the NTSP, stakeholders were involved to determine how long the outcome was to

last. Questions on the duration the outcome will last were included in the beneficiary's

questionnaire. It was expected that sanitation behavior change for stakeholders could last

permanently .

Puttinga value on the outcome: After excluding the share of deadweight, attribution and

displacement the study translated the outcome into a monetized value (New Economics

Foundation,2012; SERUS, 2010). The study used financial proxies to translate the value of

thechange from the outcome in to an economic unit. To measure extra financial and non-

market goods/services in this evaluative study, non-market-valuation (NMV) was used

(Human Dimensions, 2011), in which revealed preference model (techniques infer

valuationsfrom the prices of related market- traded goods) was used.

Stage 4: Establishing impact:

Establishing impact was necessary as it reduced the risk of over claiming and double

counting (SERUS, 2010). Establishing impact involved: Determining the outcomes-

Deadweight, attribution and displacement was subtracted from the impact (New Economics,

2011; SERUS, 2010. Deadweight: Deadweight is a measure of outcome that would have
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happenedeven if the activity had not taken place (SROI network, 2012). In this study a

baselinesurvey was conducted before NTSP was implemented on October 2012. The survey

resultsindicated what had happened before NTSP implementation. Hence in the study,

baseline survey data were used as deadweight. Displacement: In the SROI framework,

displacement means that the problem targeted by the action might have been moved to

anotherarea as a result of the invention (New Economics Foundation, 2012; SERUS, 2010).

Thestudy assessed how much of the outcome displaced other outcomes. Attribution: The

studyestablished whether any other stakeholder outside the scope had contributed to the

changebeing made from the targeted input (New Economics Foundation, 2012; SERUS,

2010).Facilitators and beneficiaries were to identify organization that were operating within

the county and contributing towards component of the programme. It was calculated as a

percentage(i.e. proportion of the outcome that is attributable to NTSP). Drop-off: There was

a consideration of how long the NTSP outcomes had lasted (New Economics Foundation,

2012; SERUS, 2010). Since NTSP targets to achieve total sanitation (sanitation behavior

change)it was expected that the outcome was to last for a lifetime. Calculating NTSP impact:

All of the NTSP impact was expressed as percentages. The impact was calculated for each

outcome as follows: Financial proxy multiplied by the quantity of the outcome which will

givea total value. From this total, deduct any percentages for deadweight or attribution; this

was repeated for each outcome (to arrive at the impact for each); the total was added, to

arriveat the overall impact (New Economics Foundation, 2012; SERUS, 2010).

Stage 5: Calculating SROI ratio

To calculate SROI, the following steps were involved: Projecting into the future: The study

estimated how long the outcomes could last and engage them in the analysis (New

Economics Foundation, 20] 2; SERUS, 2010). Calculating the net present value: The costs

and benefits paid or received were added up. Moreover, costs and benefits were compared
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anddiscounting used (New Economics Foundation, 2012; SERUS, 2010). The value was

calculatedto a net present value to mirror a fair value. Calculating the SROI ratio: After the

netpresent value was calculated, then divided with total input, that being the monetary input

frominvestors, being the 100 percent subsidization from the organizational level (New

EconomicsFoundation, 2012; SERUS, 2010). For everyone Kenyan shilling of input, the

beneficiaryhad social-economic return in Kenyan shilling in the amount of year's prognoses.

Sensitivityanalysis: In this phase were to know how much of the impact is represented by

whatoutcome (New Economics Foundation, 2012; SERUS, 2010).

Todocument the lessons learnt after implementation of NTSP in Busia County, study focused

onthe implementation process of the NTSP to draw experiences by including questions in the

data collection tools that were specifically tailored to capture information facilitators

(Implementers) of NTSP in Busia County. Documenting lessons learnt helped in

understanding and improving implementation of NTSP, accounting for success (or fail-ire)

and enhancing best practice of NTSP management before countrywide rollout. Data

presentation was done using tables.

3.12Ethical considerations

A written authority to carry out the research was obtained from Maseno University ethical

review committee (approval reference number: MSfJIDRPIMUER CI0024011 5). At the

County level, permission was sought from Busia County commissioner, County Education

Officer and County Public Health Officer. Participation in the study was voluntary and the;,

participant, were free to withdraw at any time without having to incur any penalty.

Anonymity, confidentiality and privacy were strictly safeguarded. Written consent (See

appendix I) was sought before any respondents were recruited into the study. All information

obtained was kept in strict confidence and was only used for academic purposes,
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CHAPTER FOUR: RESULTS

4.1Introduction

Thischapter presents study findings for baseline survey, outcome evaluation ofNTSP, SROI

ofNTSP and the lessons learnt.

4.2Socio-Demographic Characteristics of Respondents

Thetable 4.1 below shows the socio-demographic characteristics of respondents at baseline

andoutcome evaluation (after NTSP implementation) of NTSP. A total of 408 respondents

participatedat baseline and 406 after NTSP implementation in Busia County of which

Matayossub-county had the highest number of respondents at baseline survey 164(40.2%)

and163 (40.1%) during NTSP outcome evaluation. On the other hand, Samia Sub-county had

thelowest number of respondents 50(12.3%) both at baseline and NTSP outcome evaluation

(Table4.1 below).

Themean age of respondents was 41.5 years baseline and 42 years during NTSP outcome

evaluation(See table 4.1 below). Greater proportion of the respondents had attained primary

leveleducation 209 (51.5%) than at baseline (See table 4.1 below). From the study findings,

mostrespondents were not employed 257 (63.3%) during outcome evaluation while most of

those employed or self-employed earned KES ::;10000 returns per month (See table 4.1

below).
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Table4. 1: Res ondent's socio-demo ra hic characteristics
Variable Baseline (Frequency NTSP outcome Evaluation

/Percentage) (Frequency/Percentage

Baseline N=408
69 16.9%
53 (13.0%)
164 (40.2%
72(17.6%)
50 12.3%)

4l.5,13.85 42,13.84
ondents

79 (19%)
148 (36%)
79 (19%)
102 25%)

8,4.14 8,4.l5

4.3 Baseline survey and Outcome of NTSP evaluation in Busia County

4.3.1 Level of Sanitation

Levelof sanitation focused on latrine: coverage, usage, sharing by neighbours, and open

defeacation (OD). There was statistical significant difference in latrine coverage, latrine

sharing with neighbours, usage of latrine by children and Open Defeacation (OD) after

implementation of NTSP in Busia County (See table 4.2). Latrine coverage and usage of

latrineby children increased by 43.7 % and 32.2% respectively while latrine sharing with

neighbours and open defecation (OD) reduced by 37.5 % and 47.9 % respectively after the

implementation ofNTSP in Busia County (See table 4.2 below).
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Table4,2: Sanitation Level and Hygiene practices in Busia County after NTSP

implementation

----,--- ----
KeyVariable Study Chi-square test

Baseline Evaluation

--
Latrinecoverage 175(42.8%) 351(86.5%) X2=15.24; df=l; P:SO.OOO

Latrinesharing with neighbours 315(77.2%) 161 (39.7%) X2=118.17; df=l; P:SO.OOO

Usageof latrine by children 188 (46.1 %) 318 (78.3%) X2=89.97; df=l; P:SO.OOO

Opendefeacation (Ofr) 336 (82.4%) 140(34.5%) X2=192.05; df=l; P:SO.OOO
Latrinecleanliness 114 (27.9%) 303 (80.4%) X2=32.07; df=l; P:SO.OOO

Latrineelimination of bad odour 116 (28.4%) 256 (68.1%) X2=56.03; df= 1; P:SO.OOO

Latrine separation of excreta 110(26.9%) 304(80.5%) X2=102.01; df=l; P:SO.OOO

fromhuman contact
Latrinewith closing door 100 (26.3%) 310 (81.6%) X2=172.02; df=l; P:SO.OOO

I -
Hygiene practices in Busia County

-- ---
Hand washing with soap after 186 (45.6%) 329 (81.0%) X2=110.02; df=lp:SO.OOO.

--
Presenceofleaky taps within 3 M 178 (43.6%) 274 (67.7%) X2=114.34; df=2 P:sO.OOO

radiusaround the latrine
Hand washing with soap

-----
after 175 (42.9%) 365 (90.6%) X2=207.14; df=l; p:SO.OOO

handlingchildren's excreta
Hand washing after before and 217 (53.2%) 370 (91.1 %) X2=145.71; df=l ; p:SO.OOO
afterhandling food

Further analysis using multi-variate analysis indicate that households were twice likely to

owna latrine after implementation ofNTSP [OR=2.04 (1.42, 2.94) p< 0.0001]. The reasons

givenfor lack of latrine by some respondents included; 30(54.5%) lack of money, difficult to

keepit clean 1(1.9%), no land 6(10.9%), weak soil ground 5~9.1%), no reason 7(12.7%) and

lack of knowledge 6(10.9%). For those who lack latrine, majority 46 (83.6%) share with

neighbours, 3 (5.5%) defecate in bush, 5 (9.1 %) special place in the compound and others

unspecified places 1 (1.8%). Some respondents 175 (43.1 %) indicated that there are some

families still not having a latrine although the study shows that latrine usage by respondents

improved to 352 (90.3%).
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Table 4.3: Multivariable analysis of Baseline and after NTSP Intervention on key

outcome variables in Busia County

Crude OR (95% CI) P - value

Latrineownership
Baseline 1
Intervention 2.04 (1.42, 2.94) 0.0001

Latrinesharing
Baseline 1
Intervention 0.19(0.14,0.269) <0.0001

Handwashing facility at latrine
Baseline 1
Intervention 2.41 (1.73,3.36) <.0001

Handwashing with soap
Baseline 1
Intervention 5.99 (3.72, 6.99) <.0001

Handwashing before/after
handling food

Baseline
Intervention

1
9.04 (6.1 0,13.04) <0.0001

Diarrhea cases
Baseline
Intervention

1
0.12 (0.08,0.18) <.0001

The study findings also indicate that households were 0.19 less likely to share latrine with

neighbor [OR=0.19 (0.14, 0.27) p<O.OOOl]. See table 4.3 above.

After implementation of NTSP, a significant reduction in op~n defecation was reported {140

(34.5%) from 336(82.4%) baseline] see table 4.2 above. The findings also showed that more

young children started using latrines [318(78.3%) after implementation from 188 (46.1 %)

baseline].
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Sharing of latrine by respondents with mother-or-father in-law and son-or-daughter

respectivelywhen visiting improved by 1.3%, after implementation of NTSP 191(47.8%)

comparedto baseline 189 (46.5%). Majority, 123(75.9%) of the respondents who don't share

latrinewith mother-or- father-in-law and son-or-daughter-in -law when visiting respectively

haveprovided them with latrine.

Studyfindings indicate that majority of latrines [303 (80.4%) after NTSP implementation

from114 (27.9%) baseline] were adequately clean while more than half, 256 (68.1%) after

NTSPimplementation [from 116 (28.4%) at baseline] oflatrines were found to eliminate bad

odour.Most latrines, 304 (80.5%) after NTSP implementation, up from 110 (26.9%) baseline,

were found to separate human excreta from human contact while about 310 (81.6%) of

latrineshad a closing door after NTSP implementation compared to baseline, 100(26.3%).

Majorityof the respondents, 360(88.7%) disposed infant excreta in latrine after wiping them

whilefew 15 (3.7%) bush, roadside 1 (0.2%), garden 24 (5.9%) and 6 (l.5%) dispose in

otherunspecified place after NTSP implementation.

4.3.2Hygiene practices

Hygienepractices in the study included hand washing during critical times with soap which

included, after visiting the latrine, before and after handling food and after wiping the

childrenfaeces.

Therewas a significant improvement in hand washing in critical times with soap after latrine
"

usage [329 (81.0%) after NTSP implementation from 186 (45.6%) baseline; X2=11O.02; df

=lp:SO.OOO].Seetable 4.2 above. It was established that households were almost six times

[OR=5.99(3.72, 6.99) p<O.OOOl]likely to wash hands after latrine usage.
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AfterNTSP implementation, most, 274 (67.5%) of the respondents had installed hand

washingbasin/leaky taps within 3 metres radius around the latrine up from 178 (43.6%)

whichwas found to be highly significant X2=114.34; df.=2 P:SO.OOO).See table 4.2 above. A

furtheranalysis using multi-variate analysis indicated that households in Busia County were

twice(OR=2.41(1.73, 3.36) P<0.0001) likely to have a hand washing basin/leaky tap after

NTSPimplementation. Some of the reasons given by those respondents for not having hand

washingbasin included; 53 (54.1 %) were unaware of existence of leaky taps, 35 (35.7%)

foundthem unnecessary/not important and only 10 (10.2%) was due to inadequate water. For

respondents who had installed leaky taps within 3 metres radius of latrine after NTSP

implementation, only 251 (65.9%) leaky taps contained water at the time ofNTSP outcome

evaluation (X2= 214.64; df.=2; PSO.OOO)which was statistically significant. See table 4.3

above.

Majority, 365 (90.6%) of households after NTSP intervention wash hands with soap after

handling children's excreta. This was a significant improvement (X2=207.14; df =1; pSO.OOO)

in comparison to baseline 175 (42.9%). Moreover, a large proportion, 370 (91.1%) of

respondents wash hands with soap before and after handling food as compared to baseline

217 (53.2%), which was found to be statistically significant, (X2=145.71; df.=l; pSO.OOO).See

table 4.2 above. A further analysis indicated that respondents were 9 times likely to wash

handsafter NTSP implementation OR=9.04 (6.1 0, 13.04) P<O.OOOLSee table 4.3 above.

4.3.3Drinking water;'

Study findings indicate that the main source of drinking water after NTSP implementation

was; borehole 146 (36.0%), followed by protected spring 115 (28.3%), piped water 79

(19.5%), river 65 (16.0%) and others 1 (0.2%). See table 4.4 below. Most households were

of the view that water was clean for drinking and domestic use, 296 (72.9%). There was a
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significantimprovement O~2=16.29; df=4; p:S0.003) in households accessing clean water in

comparisonto baseline.

Althoughonly those with the view that water was not clean were expected to treat water, also

otherrespondents treated their drinking water by chlorination, 302 (88.3%) of which it was

themost preferred treatment method, followed by boiling 25 (7.3%), decanting 9 (2.6%)

whileother non-specified methods, 6 (1.7%). This represented a significant improvement

~2=76.48; df=4; p:SO.OOO).See table 4.4 below. Majority, 312 (78.8%) of the respondent's

storedwater in plastic Jerricanes while 181 (44.6%), in pottery pot while 38 (9.6%) drink

directlyfrom tap and water tanks 64 (16.2%) after NTSP. See table 4.4 below.Majority, 338

(86.7%)of the respondent's storage facility/containers were hygienically clean after NTSP

implementation.

4.3.4Solid waste disposal

Fromthe study, the most preferred site for waste disposal was composite pit, 214 (53.0%)

androad side 2 (0.5%). See table 4.4 below.There was a notable reduction in solid waste

disposal in the bush [from 152(37.3%) to 25 (6.2%). See table 4.4. Majority, 322 (81.9%)

households compounds were found to be clean hence traces of solid wastes were not sighted

[thechange was significant after NTSP implementation (X2=177.87; df=2; p:SO.OOl).
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Table4.4: Respondents solid waste disposal sites, diarrhoeal prevalence and drinking
water --- ------------- --------
Disposalsite Study Chi square test

I
p-value

------

Baseline Evaluation X2=129.56; df=4; p:SO.OOO
Compostpit 135(33.1 %) 214 (53.0%)

Specialplace in compound 61 (15.0%) 119 (29.5%)

Bush 152 (37.3%) 25 (6.2%)

Roadside 3 (0.7%) 2 (0.5%)

Burning 57(14.0%) 44 (10.9%)

Total 408 (100.0%) 404 (100.0%)
---

Diarrhoeal prevalence
Prevalence 197 (48.3%) 43 (10.6%) X2=77; df=l; p:SO.OOO

--
Costof treating diarrhoeal disease

---
LessKES 1000 27(79.4%) X2=99.06; df=3; p:SO.OOO

KES 1001-3000 4 (11.8%)

KES 3001-5000 3 (8.8%) I

---

Total 34 (100.0%)_._-_. --------- ~...----.--
DrinkingWater-Water Source

--------
Borehole 188(46.1%) 146 (36.0%) X2=109.13; df=4; p:SO.OOO

Protectedspring 91 (22.3%) 115 (28.3%)

PipedWater 51 (12.5%) 79 (19.5%)

River 78 (19.1 %) 66 (16.2%)

Total 408 (100.0%) 406 (100.0%)
Drinking Water treatment methods
Chlorination 174 (66.9%) 302 (88.3%) X2= 76.48; df=4; p:SO.OOO

Boiling 79 (32.9%) 25 (7.4%)

Decanting 2 (0.8%) 9 (2.6%)
Others 1 (0.4%) 6 (1.7%)

Total 256 (100.0%) 342 (100.0%)

:1

4.3.5 Diarrhoeal prevalence

Therewas a huge reduction [43 (10.6%) after NTSP implementation from 197 (48.3

baseline]of those respondents whose household members suffered from diarhoeal with 0

34 (84.2%) seeking medical treatment. For those respondents seeking medical treatment,

(79.4%) spend less KES 1000,4 (11.8%) spend KES 1001-3000 and 3(8.8%) KES 300
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5000. Households were O.12 less likely to suffer from diarrhea after NTSP implementation

[OR=0.12(0.08,0.18) p<O.OOOI].See table 4.3 above.

Analysisof hospital records for the past three months prior to NTSP outcome evaluation

indicatedthat 97 cases reported in 5 health facilities with running stomach, diagnosed and

treatedof diarrhea related conditions. Budalang'i recorded 20(20.6%), Butula 29 (29.9%),

Funyula17 (17.5%) and Nambale 11 (11.3%). For Budalang'i 7(25.0%) were treated as in-

patient,13 (18.8%) as out-patient; Butula 6 (21.4%) in-patient, 23 (33.3%) outpatient;

Funyula4 (14.3%) in-patient, 13 (18.8%) outpatient; Matayos 10 (35.7%) in-patient, 10

(14.5%) out-patient and Nambale 1(3.66%) in-patient, 10 (14.5%) out-patient.

4.3.6 Sanitation option and Scaling up the ladder

Slightlymore than a half, 179 (51 %) of the respondents had ordinary/traditional pit latrine as

theresanitation option while a paltry 7(2%) were using pour and flush latrine (see table 4.4

below)after NTSP implementation.

About 253 (64.2%) of the respondents had scaled up the sanitation ladder after NTSP

implementation compared to 44(10.9%) at baseline. Moreover, 174 (44.7%) of the

respondentslatrine were filled and new latrines had been constructed/emptied.

Commonmaterials used for construction of latrine superstructure was Iron sheet roofing and

mud-walled 99(27.4) while grass thatched-timber walled was the least used (1 (0.3%)

materialby respondents (See table 4.5 below)
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Table4.5: Sanitation option and Materials used for constructing latrine's

superstructure

._-_. --_._---
Sanitation option Frequency/Percentage (%)

f----- -----
Baseline AfterNTSP

implementation

Ventilated improved latrine (Y.I.P) 111(35.7%) 91(25.9%)
-

Ordinarypit latrine 32(10.3%) 179(50.8%)
--

Pourand Flush latrine 19(6.1 %) 7(2.0%)

Openpit latrine 145(46.6%) 73(20.7%)

Othersspecify 4(1.3%) 2(0.6%)

Total 311(100%) 352 (100%)

Materials for constructing latrines superstructure in Busia County

--,--- -----
Type of material

._---_._-----

Ironsheet roofing and brick walled 93 (30.9%) 88 (26.2%)
--_. ..__ ..._---

Grassthatched mud walled 82 (27.2%) 89 (26.4%)

Grassthatched timber walled 31 (10.2%) 17 (5.1%)

Ironsheet roofed mud walled 94 (31.2%) 99 (29.5%)

Otherspecify(grass thatched & walled 1 (0.3%) 43 (12.8%)
--

Total 301(100.0%) 336(100.0%)
- --

4.4 Determination of Social-economic value of NTSP .;,

Todetermine Social-economic value ofNTSP the SROI methodology was adopted .There are

sixstages in the SROI analysis and they involve: (1) Establishing the scope and Identifying

key stakeholders, (2) Mapping outcomes, (3) Evidencing outcomes and giving them value,

(4) Establish impact, (5) Calculating the SROI and (6) Reporting (SERUS, 2011).

44



/IttiAS£f\l~ "~o ir'Vn/-
IV ':t, "f:R~---- ., ~,..

~. I. 'oR .,./1 Y/
Stage1: Determination of stakeholders and scope of the study: .~,.

Todetermine stakeholders, a list for potential stakeholder was drawn and reason for inclusion

orexclusion was given as shown below in Table 4.6.

Table4.6: List of stakeholders and reason for inclusion/exclusion criteria

Stakeholder Reason for inclusion

Householdsfor Busia County They are the primary beneficiaries ofNTSP. The programme

(Beneficiaries) was implemented for the aim to attain total sanitation and

hygiene through Sanitation behavior change.

Publichealth officers Provide time and skill necessary to make the activity under

analysis possible and gain benefits from being involved. They

were primary implementers i.e. directly involved in

implementation ofNTSP. I
CommunityHealth workers Provide time and skill necessary to make the activity under 1

analysis possible and gain benefits from being involved. They I
I

were primary implementers i.e. directly involved in

implementation ofNTSP.

Community Health Extension Provide time and skill necessary to make the activity under'

Workers analysis possible and gain benefits from being involved. They

wer~ primary implementers i.e. directly involved in

implementation ofNTSP.

Stakeholders Reason for Exclusion

UNICEF(Sponsor) They provided the finance hence they affect the activities of

NTSP ;

LocalAdministrator Oversaw certification ofNTSP i.e. participated indirectly

Religious leaders Oversaw Certification ofNTSP i.e. participated indirectly

Political leaders Oversaw Certification ofNTSP i.e. participated indirectly
---

Research Assistants Collected the data
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Onlythose stakeholders who were affected directly (experienced material change) were

included in the programme. Local administrators, religious leaders, political leaders and

researchassistants were excluded from the analysis as these stakeholders did not experience

materialchanges as a result of the NTSP. For UNICEF (Sponsor) though they contributed

fundingfor NTSP, they were not affected directly with the outcome of the programme. The

scopeof the study was only villages that NTSP had been implemented and certified to have

attainedtotal sanitation by the time of outcome evaluation in Busia County.

TheNTSP input

Theinputs to the program were valued for each of the main stakeholder groups as follows.

SponsoriFunder (UNICEF). The total funding for NTSP in Busia County by UNICEF was

estimatedat Ksh.5, 000,000. This funding included funding for the entire piloting ofNTSP in

BusiaCounty.

Public health officers, Community health Workers and Community Health Extension

Workers. They invested time and skills i.e. knowledge and experiences in NTSP. The time

andskills invested was not given a value because it was included in the total funding by

UNICEF. They were paid on a daily basis at market rates. The main reason for not valuing

the input was to avoid double counting «Browers et. al., 2010, Nicolls et. al., 2012). This

amount included all the logistics, salaries of the facilitators and any other miscellaneous

expenses for the implementation of NTSP .

Though the beneficiaries (Households) spend time on the programme during implementation

of which it accounted for input, it was not valued. The SR~)J current convention stipulates

that time spent as input by the beneficiaries (in this case Householdslbeneficiaries of NTSP)

anintervention is not given a financial value «Browers et. al., 2010).
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Stage 2: The NTSP output

The outputs of a project are the tangible (easily measurable, practical), immediate and

intendedresults to be produced through sound management of the agreed inputs (Browers et.

al., 2010). The outputs ofNTSP were identified as:

28,130 households (Beneficiaries) ofBusia County participated in NTSP

30 public health officers trained and facilitated implementation ofNTSP

15 Community Health Extension Workers (CHEW's) trained and facilitated

implementation ofNTSP

30 Community Health Workers trained and facilitated implementation of NTSP

The quantities of outputs were calculated for beneficiaries/households using data collected

viaquestionnaires.

TheNTSP outcomes

"Outcomes are the likely or achieved short-term effects of NTSP total set of outputs.

Outcomes can be seen as the actual use of the outputs" (Browers et., al. 2010). The outcomes

that emerged from the qualitative analysis are listed and grouped per output as shown in table

4.7 below. The NTSP outcomes were as indicated by NTSP objectives and confirmed by

beneficiaries as to have been experienced.
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Table 4.7: Outcomes grouped per output and stakeholder

Stakeholders Output Outcome

Beneficiaries 28,130 households 1.1 Increased latrine coverage
(Households) participated in NTSP 1.2 Reduced latrine sharing with neighbours

1.3 Improved children latrine usage

1.4 Reduced open defecation

1.5 Increased latrine usage

1.6 Improved latrine hygiene

1.7 Hand washing with soap after latrine
use
1.8 Improved hand washing with soap after
handling children feaces
1.9 Improved hand washing before and after
handling food
1.10 Improved drinking water storage in
hygienically clean containers
1.11 Improved drinking water source

1.12 Improved hygienically Clean and
treated drinking water
1.13 Improved solid waste disposal

1.14 Reduced diarrhea burden

1.15 Increased scaling up the ladder

1.16 constructing new/ emptying filled up
latrine

Public health 30 public health workers 2.1 Increased Financial gain
workers(PH 0' s) trained and participated 2.2 Improved sanitation skills

in implementation of 2.3 Increased work strain
NTSP

Community 15 Community Health 3.1 Increased financial gain
Health Extension extension Workers 3.2 Improved sanitation skills
Workers trained and participated
(CHEW's) in implementation of 3.3 Increased work strain

NTSP
Community 30 Community Health 4.1 Increased Financial gain
Health Workers Workers trained and 4.2 Improved sanitation skillsparticipated in

implementation ofNTSP 4.3 Increased work strain
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Outcomesand chain of events for each stakeholder

Thechain of events describes different stages of one change (SROI Network 2012). The

theoryof change was used to present the story of stakeholders' perceptions and beliefs about

how their lives had changed due to the NTSP intervention. A few outcomes for each

stakeholder are presented below.

1.1 Increased latrine coverage, 1.2, 1.3 Improved children latrine usage, 1.4 Reduced open

defecation, 1.5 Increased latrine usage: When latrines are used by entire village, there

will be reduced environmental contamination of food, water and soil. Latrine cuts

contact between humans and excreta. Latrine coverage and use will cut routes of

transmission by flies and fluid. Moreover, latrine usage coupled by sanitation behavior

change reduces open defecation hence cutting-off transmission pathway by flies and

drinking water. Children feaces is considered more infectious because children's

digestive system especially the under 5 years is considered not well developed. Disposal

of children feaces in latrine and training of children to use the latrine reduces children

from getting in contact with feaces and some even end up eating it. This reduces

diarrhoeal morbidity all other factors constant. Latrine usage reduces bad odour that

emanates from open defecation that also attracts flies.

"Before this programme, as a family we did not have a latrine, therefore we were

going for long call in the bush we adults. My young ones have been excreting in the

compound. You could see flies all over, and we did not know where they were coming
;;

from. But now we discovered it was from our long call. Since we went of education on

sanitation that day by public health officers, I build a good latrine and placed hand

washing tap full of water. My family including young ones use latrine always. It's

good because there are no more flies (Questionnaire, Household head in Budalang 'i

sub-county) "
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"I didn't know that children feaces are dangerous. I used to throw them in the

compound anyhow. Now days 1don't because they told us about it during the day

public health officers were teaching us on latrine usage and cleanliness

(Questionnaire, Household head in Samia Sub-County)"

"In this village people used to excreta everywhere including road. It used to look bad.

You could see feaces all over the place. But since the programme was introduced,

these bad manners of defeacating all everywhere is over. All of us in this village are

having latrines and using them. Those who have bad ones we force them to construct

new ones. Because it keeps our village cleanfrom bad smell and flies (Questionnaire,

Household head in Matayos sub-county)"

1.6Improved latrine hygiene, 1.7 Hand washing with soap after latrine use, 1.8 Improved

handwashing with soap after handling children feaces, 1.9 Improved hand washing before

and after handling food: Hygiene practices have been found to reduce poor sanitation and

hygienerelated diseases. Hand washing cuts transmission pathways like fingers, flies, food

and water from contact by washing away germs. To be effective, households must thoroughly

washhands always in critical times like after visiting latrine, before and after handling

food, washing utensils etc. Hand washing has been found to reduce poor sanitation related

diseaseslike diarrhoeal, cholera among others.

"Before sanitation programme, I always thought washing hands will consume a lot of

water and soap yet am poor and can't afford buying it weekly. I now know that washing

hands with soap saves my family and I from diseases like diarhoeal and typhoid. The
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programme taught me to put hand washing water and soap at the toilet and to wash hands

always(Questionnaire, head of household, Funyula Sub-County). "

"Sometimes we just ate food after working in the shamba. Little did I know that we

were eating dirt. We used to have frequent stomach problems and used stomach medicine

tostop diarrhoeal and pain. Since I was educated on hand washing, all my family members

washhands and ensure everything is very clean. We don't use those stomach medicine any

more(Questionnaire, household head, Butula) "

1.10 Improved drinking water storage in hygienically clean containers, 1.11 Improved

drinkingwater source, 1.12 Improved hygienically Clean and treated drinking water:

Drinking water can be contaminated in various ways: at the source if it's not

protected, during distribution if the containers used to carry water is 110tclean and during

storage, when the storage containers are not clean and not covered. To protect the water from

disease causing germs, it needs to be treated with appropriate method like chlorination and

boiling. Hence if the storage containers are treated, water sources are protected and storage

containers are clean then water borne diseases will be eliminated.

"The only source of drinking water was this river. All of us in this villages use this

riverfor washing and even animals drink from this river. The water was never clean, and we

just used it for drinking. But now days we have done boreholes and those who don't have they

boil the water and add chlorine than before. This programme helped us a lot

(Questionnaire, head of household, Matayos Sub-Cou~ty)"

I thought ones you draw water from the borehole in the jerricane it was clean hence

you just drink it. The public health officers taught us a lot on how and why we should

treat water. Nowadays 1treat water always and store it in clean containers and

cover it (Questionnaire, head of household Samia, sub-county)"
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"Our water sources used to be open and animals used to drink inside. Sometimes you

could find people also washing themselves in the river and spring but since the public

officers came to teach us, we fenced the all of them and everybody treats water before

drinking. People in this village don't complain of stomach problems anymore because we

know what to do with our water and cleanliness (Questionnaire, head of household

Samia Sub-County) "

1.13Improved solid waste disposal: Proper waste disposal helps in keeping the compound

clean and it also eradicates breeding grounds for insects, flies, rodents and vermin. Also it

includes compound clearing. Each household must have a composite pit for refuse disposal

andkeep the compound clean.

"After the programme nowadays I have a composite pit that a throw my refuse and burn it to

avoid it spilling near the house. Previously I used to throw refuse all over the compound. It

looked dirty and also children defecated all over. My compound is clean with no refuse you

see (Questionnaire, Head of household Funyula Sub-County)."

1.15 Increased scaling up the ladder, 1.16 constructing new/ emptying filled up latrine:

Households who did not have latrines were expected to construct new ones. While those ones

whose latrines were filled up were expected to empty them or construct new and better ones

than the previous (Scaling up the ladder). This is a good ijidicator of sanitation behavior
.1'

change.

"I had constructed a pit latrine that had no roof, no door just open. During the day we

couldn't use it because they could see us hence we were using the neighbours but sometimes

he chased my children away_ The only option was bush and road side. Nowadays J am happy,

thanks to the public health officers programme last year (2013). I was able to construct a
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permanent brick iron sheet and cemented latrine and birth room. This is nice because no

jlies, bad smell and we can use it anytime (Questionnaire, head of household Nambale Sub-

County)"

"1didn't have a latrine before. We have been surviving from the bush and special place in

thecompound. Bad smell and fiies was the order of the day. This programme was special to

me because it educated me on why I should have a latrine, clean and use it. I have

constructed a ventilated pit latrine. My people don't suffer any more (Questionnaire, head of

householdButula Sub-County) "

2.2 Improved sanitation skills-Facilitators were trained on community triggering process.

They gained skills in sanitation and hygiene practices.

Stage3

TheNTSP Outcome Indicators

"Indicators are ways of knowing that change has happened. To measures the NTSP change,

in the study, the indicators applied to outcomes and their sources of for each outcome is

shown in the table 4.8 below. These indicators were designed by UNICEF, the main sponsor

ofNTSP.

.f.
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Table 4.8: The NTSP Indicators

Stakeholder Outcome Indicator Source

Beneficiaries 1.1 Increased latrine coverage % of households access to improved sanitary facility UNICEF, 2015
(Households)

1.2 Reduced latrine sharing with -% of households owning latrine and in use -UNICEF,20 15
neighbours -% of households confirming sharing latrine with

neighbours
1.3 Improved children latrine -% of children using latrine UNICEF,2015
usage
1.4 Reduced open defecation - % of open defecation free homesteads UNICEF,2015

1.5 Increased latrine usage -% of households confirming use of available sanitary UNICEF,2015
facility
-% of households owning an improved sanitary facility-
latrine

1.6 Improved latrine hygiene -% of households with hygienically clean latrine UNICEF,2015

1.7 Hand washing with soap after -% of households washing hands with soap in critical UNICEF,20l5
latrine use moments

, -% of households with handwashing facility/leaky taps
within 3 metres radius from latrine
-% of households with hand washing facility/leaky taps
filled with water and soap within 3 metres radius from
latrine

1.8 Improved hand washing with -%>ofhouseholds washing hands with soap in critical -
soap after handling children moments-after handling children feaces UNICEF,20I5
feaces
1.9 Improved hand washing -% of households washing hands with soap in critical -
before and after handling food moments-before and after handling food UNICEF,20I5

1.10 Improved drinking water -% of households storing water in hygienically clean -
storage in hygienically clean containers UNICEF,2015
containers
1.11 Improved drinking water -% of households accessing improved water source UNICEF,20l5
source
1.12 Improved hygienically -% of households access to improved drinking water UNICEF,2015
Clean and treated drinking water sources

-% of households treating, drinking water with
recommended treatment methods

1.13 Improved solid waste -% of household practicing safe and improved solid waste -
disposal disposal UNICEF,2015

-% of households with clean compound free of solid waste

1.14 Reduced diarrhea burden -% of households reporting diarrhea bouts -
UNICEF,20I5

1.15 Increased scaling up the -% of households adopting new sanitation -
ladder technologies/options UNICEF,2015
1.16 constructing new/ emptying -% of households emptying/constructing new latrines -
filled up latrine UNICEF,2015
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TheNTSP Quantity

The outcome evaluation results after the NTSP implementation were used to establish NTSP

quantity. The questionnaire responses from each of the main stakeholder groups

(Householdsibeneficiaries, and facilitators) were analyzed and the frequency calculated for

eachoutcome reported. In order to estimate the quantity per stakeholder, the frequency was

multipliedby the total number of stakeholders (See table 4.9). Quantity was calculated based

onthe sampled population who responded to the particular question.

TheNTSP Outcome Duration

Todetermine the duration the behavior change (outcome) lasted, beneficiaries (household)

andfacilitators were asked in the questionnaire how long the outcome was to last (See table

4.9).The study assumed a maximum duration of five years, although some of the outcomes

could have a lifelong impact. As there is no evidence to value the future impact of such

outcomes, the study limited the duration to five years. The main stakeholder's responses were

analyzed in order to determine the duration each outcome wi11last.
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Table 4.9: Quantity per stakeholder based on frequency

Stakeholder Outcome Quantity Stakeholder Frequency Source
(n) (%)

Beneficiary 1.1 Increased latrine coverage 351 406 86.5 Outcome of
(Household) NTSP

1.2 Reduced latrine sharing with 161 406 39.7 Outcome of
neighbours NTSP
1.3 Improved children latrine 318 406 78.3 Outcome of
usage NTSP
1.4 Reduced open defecation 140 406 34.5 Outcome of

NTSP
1.5 Increased latrine usage 352 390 90.3 Outcome of

NTSP
1.6 Improved latrine hygiene 303 377 80.4 Outcome of

NTSP
1.7 Hand washing with soap after 329 406 81 Outcome of
latrine use NTSP
1.8 Improved hand washing with 365 403 90.6 Outcome of
soap after handling children feaces NTSP
1.9 Improved hand washing before 370 406 91.1 Outcome of
and after handling food NTSP
1.10 Improved drinking water 338 390 86.7 Outcome of
storage in hygienically clean NTSP
containers (

1.11 Improved drinking water 313 395 79.2 Outcome of
source NTSP
1.12 Improved hygienically Clean 296 406 72.9 Outcome of
and treated drinking water NTSP
1.13 Improved solid waste 377 404 93.3 Outcome of
disposal NTSP
1.14 Reduced diarrhoea burden 43 406 10.6 Outcome of

NTSP
1.15 Increased scaling up of the 253 394 64.3 Outcome of
ladder NTSP
1.16 constructing new/ emptying 174 389 44.7 Outcome of
filled up latrine NTSP

PHO's 2.1 Increased Financial gain 35 35 lOa Outcome of
-Community NTSP
Health
Pvtpn<::inn

CHW's, 2.2 Improved sanitation skills 24 35 68.6 Outcome of
CHEW'S NTSP

2.3 Increased work strain 24 35 68.6 Outcome of
NTSP

56



Table 4.10: The NTSP outcome duration

Stakeholder Outcome Duration Assumption

Beneficiary 1.1 Increased latrine 5 Beneficiaries/households indicated it would last
(Household) coverage for 5 years.

1.2 Reduced latrine sharing 5 This was suggested by beneficiaries/households
with neighbours that it was to last for 5 years

1.3 Improved children 5 Majority of beneficiaries suggested that it was to
latrine usage last for 5 years.
1.4 Reduced open 5 It was suggested by beneficiaries that this behavior
defecation change was lifelong. However we opted for 5

years to avoid over claiming
1.5 Increased latrine usage 5 This change in behavior was likely to last for 5

years as per the beneficiaries.

1.6 Improved latrine 5 Majority of beneficiaries reported a duration of 5
hygiene years regarding the behavior change

1.7 Hand washing with 5 Majority of beneficiaries reported a duration of 5
soap after latrine use years regarding behavior change
1.8 Improved hand 5 Majority of beneficiaries reported a duration of 5
washing with soap after years regarding behavior change
handling children feaces
1.9 Improved hand 5 Majority of beneficiaries reported a duration of 5
washing before and after years regarding behavior change
handling food
1.10 Improved drinking 5 Majority of beneficiaries felt that the behavior was
water storage in to last for 5 years
hygienically clean
containers
1.11 Improved drinking 5 Majority of beneficiaries felt that the outcome was
water source to last for 5 years
1.12 Improved 5 Majority of beneficiaries felt that the outcome was
hygienically Clean and to last for 5 years
treated drinking water
1.13 Improved solid waste 5 Majority of beneficiaries suggested the outcome
disposal was to last for 5 years
1.14 Reduced diarrhoea 5 Beneficiaries indicated it was to last for 5 years
burden
1.15 Increased scaling up 5 Beneficiaries indicated it was to last beyond the
of the ladder intervention-S years
1.16 constructing new/ 5 Beneficiaries indicated it will last beyond the
emptying filled up latrine intervention-S years

PHO's 2.1 Increased Financial 1 Facilitators indicated 1 year since they will earn
gain ones during intervention period

CHW's) 2.2 Improved sanitation 5 Facilitators indicated that the skill gained was to
skills last beyond the intervention period. But 5 years

was chosen to avoid overclaimimg
CHEW'S 2.3 Increased work strain 1 This was to last for a year during intervention

period according to the facilitators
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The NTSP Financial proxies

The financial proxies for each outcome were generated as shown in table 4.10 below.

Determination of financial proxies involved the process of assign a monetary value to things

that do not have a market price" (SROI network 2012). The revealed preference model

(techniques infer valuations from the prices of related market- traded goods) was used to

assign monetary values to non-traded market goods as shown below for each outcome.

Determination of financial proxies

Beneficiaries Outcome

1.1 Increased latrine coverage- This was equated to the cost of constructing a latrine using

locally available material. Cost for ordinary pit-latrine was KES. 2500, VIP KES 8000 and

pour and flush KES, 15000 and open latrine KES 1000. We took the average cost

{(3500+8000+ 15000+ 1500)-;.-4

1.2 Reduced latrine sharing with neighbours- Value of an average working hour in an

average lost time per day-(160 per day-working for 8 hrs per day 160/8= KES20 for 365

days (KES 20x365)

1.3 Improved children latrine usage- Cost saved buying of an under 5 year dose of treating

diarrhea (ORS and Zinc tablets) KES 50 for 1 year. Assumption- at least a child gets one bout

in a month (50xI2) =KES 600

1.4 Reduced open defecation- Cost saved from paying doctors consultation in a public

county/sub-county referral hospital I(Registration and doctors consultation 100 at-least ones

permonth-(100xI2)=KES 1200

1.5 Increased latrine usage- Cost saved from paymg doctors consultation in a public

county/sub-county referral hospital (Registration and doctors consultation 100 atleast ones in

a month (100xI2)=KES 1200
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1.6 Improved latrine hygiene- Cost saved from paying doctors consultation in a public

county/sub-county referral hospital (Registration and doctors consultation 100 atleast ones

permonth-for 12 months (l00xI2)=KES 1200

1.7Hand washing with soap after latrine use- Cost of Bar soap (KES 10), 5 litre jerricane

(KES 50) and water (KES 5)-:[65x365]=KES 23725

1.8 Improved hand washing with soap after handling children feaces- Cost of Bar

soap(KES 10), 5 litre jerricane (KES 50) and water (KES 5)-: 65x365)=KES 23725

1.9Improved hand washing before and after handling food- Cost of Bar soap(KES 10), 5

litre jerricane (KES 50) and water (KES 5)-: [65x365]=KES23725

1.10 Improved drinking water storage in hygienically clean containers- Average cost of

treating water; Chlorine tablet (KES5) storage container Jerricane (KES 200). Household will

incur cost of jerri cane as a one-off cost. Chlorine chemical is mostly used to treat domestic

water and Jerricane is the most used method of storing water (5x365+200)= KES 2025

1.11 Improved drinking water source- Cost saved from paying doctors consultation fee in

county referral/sub-county referral hospital at least ones per month for 12 months KES

(lOOxI2) = KES 1200

1.12 Improved hygienically Clean and treated drinking water- Cost of treating water -

Chlorine (KES 10)--:[lOx365]= KES 3650

1.13 Improved solid waste disposal- Cost of collecting refuse by local authority (KES 30x12)

=KES 360

1.14 Reduced diarrhoea burden- Saved medicine cost for diarrheal diseases in the family,

total cost for diarrheal diseases (In public health facility), transport cost (transport KES 200,

treatment inclusive of lab test KES 100, consultation KES 50 and drugs KES 150)= KES 500

1.15 Increased scaling up of the ladder- Saved medicine cost for diarrheal diseases in the
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family, total cost for diarrheal diseases (In public health facility), transport cost (transport

KES 200, treatment inclusive of lab test KES 100, consultation KES 50 and drugs KES

150)=KES 500

1.16constructing new/ emptying filled up latrine- Saved medicine cost for diarrheal diseases

in the family, total cost for diarrheal diseases (In public health facility), transport cost

(transport KES 200, treatment inclusive of lab test 100, consultation KES 50 and drugs KES

150)=KES 500

Facilitators (Public Health officer's, Community Health Workers, and Community

Health Extension Worker's) Outcome

2.1Increased Financial gain- Income earned during facilitation times number of days-

{PHO'S-(1500 per day X60days)=KES 90,000); CHEW's-(1000 per day x60 days)=

KES60,000; CHW'S-(500 per day X60 days )=KES 30,000}= KES180, 000

2.2 Improved sanitation skills- Standard amount earned when attending a health care

training/seminar- ksh 1000 per day

2.3Increased work strain-No financial proxy= KES 0
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Table 4.11: Stakeholder's outcome mancia proxt va ues
Stakeholder Outcome Value Source

KES

Beneficiary 1.1 Increased latrine coverage 7000 Facilitators questionnaire
(Household)

1.2 Reduced latrine sharing with neighbours -7300 Beneficiaries
Questionnaires

1.3 Improved children latrine usage 600 KEMSA

1.4 Reduced open defecation 1200 Beneficiaries
Questionnaire

1.5 Increased latrine usage 1200 Beneficiaries questionarre

1.6 Improved latrine hygiene 1200 Beneficiaries
Questionnaire

1.7 Hand washing with soap after latrine use 23725 Facilitators and
benefericiaries
questionnaire

1.8 Improved hand washing with soap after 23725 Beneficiaries questionnaire
handling children feaces
1.9 Improved hand washing before and after 23725 Benefeciaries
handling food questionnaire
1.10 Improved drinking water storage in 2025 Facilitators questionnaire
hygienically clean containers

1.11 Improved drinking water source 1200 Facilitators Questionnaire

1.12 Improved hygienically Clean and 3650 Beneficiaries

I
treated drinking water Questionnaire
1.13 Improved solid waste disposal 360 Beneficiaries questionnaire

1.14 Reduced diarrhoea burden 500 Beneficiaries questionnaire

1.15 Increased scaling up of the ladder 500 Facilitators questionnaire

1.16 constructing new/ emptying filled up 500
latrine

PHO'S 2.1 Increased Financial gain 180,000 Facilitators Questionnaire

CHEW"S
CHW's)

2.2 Improved sanitation skills 1000 Faci litators Questionnaire

2.3 Increased work strain 0 None

fi . I
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Stage 4: The NTSP Impact .
To establish impact, deadweight, displacement, attribution and drop-off were determmed as

below:

NTSP Deadweight
The baseline survey results indicated what had happened before NTSP implementation. The

results were taken as deadweight (See table 4.12).

T bl 4 12 D d isht f th t "d tif da e " : ea wele! 0 e ou comes I en I ie
Stakeholder Outcome Deadweight Rationale

(%)
Beneficiary 1.1 Increased latrine coverage 42.8 Baseline survey
(Household) 1.2 Reduced latrine sharing with neighbours 77.2 Baseline survey

1.3 Improved children latrine usage 46.1 Baseline survey
1.4 Reduced open defecation 82.4) Baseline survey
1.5 Increased latrine usage 42.8 Baseline survey
1.6 Improved latrine hygiene 27.9 Baseline survey

1.7 Hand washing with soap after latrine use 45.6 Baseline survey

1.8 Improved hand washing with soap after 42.9 Baseline survey
handling children feaces
1.9 Improved hand washing before and after 53.3 Baseline survey
handling food
1.10 Improved drinking water storage in 39.2 Baseline survey
hygienically clean containers.. 1.11 Improved drinking water source 35.5 Baseline survey

- 1.12 Improved hygienically Clean and treated· 35.5 Baseline survey
drinking water
1.13 Improved solid waste disposal 47.1 Baseline survey

1.14 Reduced diarrhoea burden 48.3 Baseline survey

1.15 Increased scaling up of the ladder 10.9 Baseline survey

1.16 constructing new/ emptying filled up 44.7 Baseline survey
latrine

PHO's 2.1 Increased Financial gain 5 There was no
evidence of

CHEW's deadweight for this
outcome but we
used 5% to guard
"o"in<:t thf>

CHW's 2.2 Improved sanitation skills 5 There was no
evidence of
deadweight for this
outcome but we

2.3 Increased work strain 5 There was no
evidence of
deadweight for this
outcome but we
used 5% to guard
against the possibly
of over claiming.
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The NTSP Displacement

Displacement was assessed by exploring to what extent the outcomes from NTSP had

displaced other outcomes that were likely to happen. There was no evidence that this might

have been the case.

TheNTSP Attribution

Attribution was used to recognize that some of the changes seen were not only due to the

intervention. These changes may have occurred due to other organizations or persons

working together. Facilitators and beneficiaries identified organization that were operating

within the county and contributing towards component of the programme. Among the

organizations listed included Red Cross, world vision, Amref, Concern Worldwide, Ministry

of agriculture and community based organizations (CBO's). From the analysis of the

questionnaire, their activities contributed to 10% of the change. The attribution rate in the

impact map was deducted from the total impact. However, negative outcomes were not

assigned attribution value.

The NTSP Drop-off: The decline in outcomes over time

The effect of outcomes was to decrease over time, and also outcomes were likely to be

influenced by other factors. There was no evidence to allow for the estimate of drop-off per

outcome or specific to a stakeholder group. A drop-off rate of 20% for this SROI analysis

was used, which was based on the assumption that the effect of the intervention was to be
~

zero after five years.

Discount

In the study a discount rate of 6.5 percent per annum, which was Kenya's average inflation

rate in 2015, was used. Discounting was applied to values having duration of more than one

year.
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The NTSP Calculation of the Impact

To calculate impact, Quantity of each outcome was multiplied by financial proxy then

deadweight and attribution was subtracted i.e.

lmpact= {[Quantity of outcome (Qo)] X Financial proxy (Fp)-[Deadweight (Dl-Attribution

(A)]).

To determine the total impact for the programme, impact for each outcome is added. See

table 4.13 below.
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Table 4.13: Calculation 0 mnact
I Stakeholder Outcome Qo I Fp

0(%) A Impact
(%)

(%) (KES)I I
Beneficiary 1.1 Increased latrine coverage 351(86.5%) 7000 42.8 10 1,264,8636
(Household)

1.2 Reduced latrine sharing with neighbours 161(39.7%) 7300 22.8 10 816,598.4

1.3 Improved children latrine usage 318(78.3%) 600 46.1 10 92,557.1

1.4 Reduced open defecation (140(34.5%)1 1200 17.6 10 124,588.8

1.5 Increased latrine usage 352(90.3%) 1200 42.8 10 217,451.5

1.6 Improved latrine hygiene 303(80.4%) 1200 27.9 10 235,940.1

1.7 Hand washing with soap after latrine 329(81.0%) 23725 45.9 10 3,800,510.1
use

1.8 Improved hand washing with soap after 365(90.6%) 23725 42.9 10 4,450,181.3
handling children feaces

1.9 Improved hand washing before and after 370(91.1) 23725 53.3 10 3,689,498.5
handling food

1.10 Improved drinking water storage in 338(86.7%) 2025 39.2 10 375,147.0
hygienically clean containers

1.11 Improved drinking water source 313(79.2%) 1200 35.5 10 218,035.8

1.12 Improved hygienically Clean and 296(72.9%) 3650 35.5 I 10 627,172.2
treated drinking water

1.13 Improved solid waste disposal 377(93.3%) 360 47.1 10 64,616.3

1.14 Reduced diarrhoea burden 43(10.6%) 500 48.3 10 10,197.5

1.15 Increased scaling up of the ladder 253(64.3%) 500 10.9 10 101,440.4

1.16 constructing newt emptying filled up 174(44.7%) 500 44.7 10 43,299.9
latrine

-Public health 2.1 Increased Financial gain 35(100%) 180,0 5 0 5,985,000
workers(PHO's) , 00

-Cornrnunity
Health Extension 2.2 Improved sanitation skills 24(68.6%) 1000 5 0 22800
Workers
(CHEW's)

-Comrnunity
Health Workers 2.3 Increased work strain 24(68.6%) 3000 5 0 68,400
(CHW's)

Total Impact 22,413,498.5

fI

Stage 5 : Calculation of SROI Ratio for NTSP
Calculating SROI ratio involved: projecting into the future -Calculating present value, Net

present value, and SROI calculation.

TheNTSP Total Impact

Total impact was calculated as shown in table 4.14 below.
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Table 4.14: Calculation of Total Impact

Stakeholder Outcome Impact Less drop-off 20%(lmpact less Drop-off)

(KES)

Year 1 Year 2 Year 3 Year 4 Year 5

Beneficiary 1.1 Increased 1,264,863.6 1,264,863.6 1,011.890.9 809512.7 647,610.2 518,088.1
(Household) latrine coverage

1.2 Reduced 816,598.4 816,598.4 653,278.5 522622.8 418,098.2 344,478.7
latrine sharing
with neighbours
1.3 Improved 92,557.1 92,557.1 74,045.7 59,236.5 47,389.2 37,911.4
children latrine
usage
1.4 Reduced 124,588.8 124,588.8 99,671.0 79736.8 63,789.5 51,031.6
open defecation
1.5 Increased 217,451.5 217,451.5 173,961.2 139169.0 111,335.2 89,068.1
latrine usage
1.6 Improved 235,940.1 235,940.1 188,752.1 151001.7 120,801.3 96,641.1
latrine hygiene
1.7 Hand 3,800,510.1 3,800,510.1 3,040408.1 2432326.5 1945861.2 1556688.9
washing with I

Isoap after
Ilatrine use

1.8 Improved 4,450,181.3 4,450,181.3 3560145.0 2848116.0 2278492.8 1822794.31
hand washing
with soap after
handling
children feaces
1.9 Improved 3,689,498.5 3,689,498.5 2951598.8 2361279.0 1889023.2 1511218.6
hand washing
before and after
handling food
1.10 Improved 375,147.0 375,147.0 300117.6 240094.1 192075.3 153660.2
drinking water
storage in
hygienically
clean containers
1.11 Improved 218,035.8 218,035.8 174428.6 139642.9 111634.3 89307.5
drinking water
source
1.12 Improved 627,172.2 627,172.2 501737.8 401390.2 321112.2 256889.7
hygienically
Clean and
treated drinking
water
1.13 Improved 64,616.3 64,616.3 51693.0 41354.4 33083.5 26466.8
solid waste
disposal
1.14 Reduced 10,197.5 10,197.5 8,158 6526.4 5221.1 4176.9
diarrhoea
burden
1.15 Increased 101,440.4 101,440.4 81152.3 64921.9 51937.5 41550.0
scaling up of
the ladder
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I 43,299.9 43,299.9 34639.9 27711.9 22169.5 117735.6
I1.16 Iconstructing i

new/emptying i
filled up latrine

-Public 2.1 Increased 5,985,000 5,985,000 00 00 00 00
health Financial gain
workers(PH
O's) 2.2 Improved 228,00 22,800 18240 14592 11673.6 9338.9
-Community sanitation skills
Health
Extension 2.3 Increased 68,400 68,400 00 00 00 00
Workers work strain
(CHEW's)
-Community
Health
Workers
(CHW's)
Total Impact for each year 22,413,498. 22,413,498. 12923918.5 10339234. 8271307.8 6627046.4

5 5 8

Calculation of present value, Net Present values and SROI ratio
The SROI ratio was calculated by comparing the investments (inputs) and the financial,

social and environmental returns (outcomes and impact of an intervention) as follows: SROI

ratio = Total (adjusted) value of results / Total value of inputs OR SROI ratio = Total results

x deadweight x attribution x inflation adjustment / Total value of inputs.,

The net present value was calculated using the discounting rate of 6.5% being the average

inflation rate of 2015. The duration of the impact was presumed to be five years. The SROI

ratio was calculated by comparing the investments (inputs) and the financial, social and

environmental returns (outcomes and impact of an intervention). See table 4.14. The SROI

ratio was 1: 10.5 KES. It means that for every KES 1 of investment in NTSP, KES 10.5 of

social value was created.

67



Table 4.15: Calculation of Present value, Net present value and SROI ratio

Year Total impact Total impact of year Total Value

(KES) (l+r)· (KES)

(See table xx [Where r =6.5% which was average rate of

above inflation in 2015]

Year 1 22,413,498.5 22413498.5 21045538.5

(1+0.065)

Year 2 12923918.5 12923918.5 11394492.7

(1+0.065)2

Year 3 10339234.8 10339234.8 8559326.1

(1+0.065)3

Year 4 8271307.8 8271307.8 6429478.5

(1+0.065)4

Year 5 6627046.4 6627046.4 4836954.2
I (1+0.065)5

-
I Total present value{PV) 52,265,790
I

Net present value (NPV)=(Present value-Investment) 47,265,790

=KES (5,2265,790- 5,000,000)

SROI Ratio (Present Value+ Total investment(52265790...;-5,000,000) 1: 10.5

Net SROI (Net present value+ Total investment(47265790...;- 5,000,000) 1: 9.5

*
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4.5 The NTSP Lessons learnt

Findings show that out of 35 facilitators who implemented NTSP, only 25(71.4%) were

trained on the rigours of NTSP. Content of NTSP training included; latrine construction and

options 8(32.0%), latrine hygiene 18 (72.0%), community triggering 22(88.0%), hand

washing in critical times with soap (11 (44.0%), effects of open defecation 14 (56.0%),

disposal of human excreta 10 (40.0%), personal hygiene 22(88.0%), solid waste management

23 (92.0%), water storage and treatment 15 (60.0%) others e.g. community capacity building

and empowerment and logistics 1(2.9%).

Duration of training varied from 3 days 10 (28.6%) to 5 days 15 (42.9%) of which more than

a half21 (60.0%) NTSP facilitators felt training was inadequate. While only 11 (44.0%) of the

facilitators were satisfied with the implementation ofNTSP process.

Reasons given for inadequate training and not satisfied with NTSP implementation included;

did not cover entire NTSP process 22(88.0%), poor community participation 5(20.0%), poor

facilitatiun 21 (84.0%), overloaded content within short period of training time 22(88.0%),

poor organization and content delivery totally theoretical 21(84.0%) and poor logistics 15 .

(60.0%).

Challenges experienced during implementation of NTSP included: time constraint 24

(68.6%), transport constraint 20(57.1 %), inadequate skills 17(48.6%), poor community

mobilization 35(100.0%), household illiteracy 29 (82.9%), financial constraint 18
;:

(51.9%).Other reasons included hostile community, poor leadership 32 (91.4%). Though only

25(71.4%) facilitators acknowledged receiving payment for three days of training, when

asked amount received per day 18 (51.6%) were paid Ksh 1500, 15 (42.9%) Ksh 2500 and 2

(5.5%) received Ksh 4500 per day.
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Households 180(54.2%) indicated that not all community members participated in the

triggering of villages during NTSP implementation. However, majority 314 (77.3%) of

households were in agreement that NTSP was of value to them and 329 (81.0%) affirmed the

personal benefit of NTSP. More than three quarters 263(79.0%) of respondents were in

agreement about adequacy of time during implementation ofNTSP.
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CHAPTER FIVE: DISCUSSION, CONCLUSION AND RECOMMANDATION

5.1 Discussion

5.1.1 Socio-Demographic profile

The purpose of this study was to evaluate the socio- Economic returns on investment for

National Total Sanitation Programme in Busia County, Kenya. A total of 408 respondents

participated in the study during baseline study while 406 respondents were included in the

study after NTSP implementation. Study findings indicate mean age of respondents was 42

years of which greater proportion of respondents were male. This could be attributed to the

fact that most women spent more time vending for their families. Most households are

headed by male counterparts. Majority of respondents had attained basic (primary) level

education, while majority were either self or not employed with an income 2: KES 10,000 yet

average household has 8 members. Absolute Poverty is widespread in County and currently

stands at 52% (GOK, 2012), Some of factors enhancing poverty include harmful cultural

practices, lack of income, high level of unemployment, low school enrollment, regular

incidences of sanitation and hygiene related diseases, poor housing and limited access to

clean and drinking water (GoK, 2012).

5.1.2 Outcome of National Total Sanitation Programme (NTSP)

5.1.2.1 Latrine coverage

This study provides evidence that a pure behavioral intervention with no monetary subsidies

substantially increased sanitation coverage in Busia County ....Access to and usage of latrine•
improved significantly (p<O.OOOl). The finding is consistent with community-led sanitation

programmes that had been implemented in India and showed increased latrine access by 20-

50% (Arnold et. al. 2010). Compared to baseline, 114(27.9%), majority of latrines were

found to be clean after NTSP implementation, 303(84.4%). Moreover, 256 (80.4%) of

latrines eliminated bad odour. This finding is attributed to the fact that improvements III
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sanitation systems generally occur incrementally rather than in a single leap (Caimcross and

Feachem, 1993). Studies also indicate that, presence of a latrine is no guarantee of a sustained

behavior change for those with it. Users need to understand benefits of improved sanitation

for themselves or their community for behavior change to last (Rebecca et. al., 2003).

According to the WHO (2008), each household should have a latrine. Although the NTSP

led to significant improvements in sanitation, coverage, access, quality of latrines, decrease in

sharing of latrines, open defecation, a risky sanitation practice, was not fully eradicated and

villages did not reach total sanitation (100%) status or universal access as intended by the

programme, however the villages had been certified as to have attained total sanitation

(ODF). This finding is attributed to cultural tradition practices by some respondents where

mother or father- in-law is not allowed to share a latrine by son or daughter in- law, 189

(47.3%) yet only 123(75.9%) have provided latrine for mother or father-in-law.

The other reason was failure by some children to use the latrine, for the fear that children

might fall into the latrine (Adeniyi, 1973, Mertens et al., 1992; Esrey and Habicht, 1986).

Their faeces are later disposed off in bushes, roadside and in compound. Faeces left lying on

the ground, thrown on a heap or outside the compound near the home or in living areas was

found to be associated with increased incidence of diarrhoea (Han and Moe, 1990; Traore et

al., 1994). The excreta can contaminate water sources, which can be drunk directly or used in

food preparation (Curtis et al., 2000). Baltazar and Solon (1989) found a 64% increase in

pathogen positive diarrhoea in families where children's faeces were inadequately disposed

off.

Some respondents didn't own latrine thinking that its due to lackof money 30(54.5%) lack of

money, difficult to keep it clean 1(1.9%), no land 6(10.9%), weak soil ground 5(9.1 %), no

reason 7(12.7%) and lack of knowledge 6(10.9%).
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5.1.2.2 Hygiene practices, diarrhea burden and drinking water

Hygiene refers to practices ensuring good health and cleanliness for sanitation facilities

(WHO, 2004). Today it is widely acknowledged that the provision of sanitation facilities and

water supply without proper hygiene practices is not enough to bring down morbidity and

mortality rates (Lagardere, 2007). The WHO (2004) defined the three key behaviors in

hygiene - which can reduce diarrhoeal cases by up to 47% (Luby et al., 2004 ) - as follows:

hand washing after defecation/visiting latrine, before and after handling food, the use and

maintenance of latrines and keeping drinking water free from faecal contamination. These

behaviors are indicated as having the greatest impact on people's health. From the study

findings, there was a significant improvement in hand washing in critical times with soap

after latrine usage [329 (81.0%) after NTSP implementation from 186 (45.6%) baseline;

p<O.OOl]; 365 (90.6%) of households after NTSP intervention wash hands with soap after

handling children's excreta; 370 (91.1 %) of households wash hands with soap before and

after handling food as compared to baseline 217 (53.2%), p<O.OOl. A large proportion of

respondents were 9 times likely to wash hands after NTSP intervention which was highly

significant. This significant improvement is attributable to sanitation and hygiene education

that was given during NTSP implementation (Khan, 2008, lagardere, 2007, WHO, 2004).

According to WHO, (2008), a good hygiene education programme provides information and

understanding about those behavioral changes which bring the greatest health benefits, and

proposes gradual improvements both in practice and hygiene facilities. Hand washing with
p

soap is one of the most effective and inexpensive ways to prevent diarrhoeal disease. By

washing hands with soap, families and communities can help reduce child morbidity rates

from diarrhoeal diseases by almost 50 per cent (UNICEF, 2008). In other related studies,

Wilson et al. (1991), Pinfold et. al., (1996) and Hoque et at. (1996) reported reductions in

diarrhoea incidence through the promotion of hand washing. Kaltenthaler et. al., (1991) also
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reports that hand washing with soap is an intervention that appears to be both highly

effective, reducing diarrhoea incidence by between 27-89%. A significant association was

established between diarrhoea and washing of hands with soap after visiting latrine (p =

0.001, 0.000). That is, households that did not use soap in washing their hands after toilet

visits were much more susceptible to diarrhoea attacks. An intervention study by Khan

(1982), Han and Hlaing (1989) and Shahid et al. (1996), reduced the incidence of diarrhoeas

through hand-washing with soap after defecation and before ingesting food.

There must be a hand washing basin/leaky tap with clean water and soap close to the latrine

facilities which will make it possible for users of the sanitation facility to wash their hands

after each visit. There should be separate, similar facilities near to kitchens or where food is

handled (WHO, 2008). In the study, Compared to baseline, 178 (43.6%) of households, 274

(67.5%) had installed hand washing basin/leaky taps within 3 metres radius around the latrine

(P<O.OOl). Households in Busia County were twice (OR=2.41 P=O.OOOl; highly significant)

likely to have a hand washing basin/leaky tap after NTSP intervention. However, not all those

who had installed the leaky taps/ hand washing basins did not have water 251(65.9%). This

represented a significant improvement from the baseline (P<O.OOl). The finding might be

attributed to inadequate water 10(10.2%), lack of knowledge of benefits of hand washing, 53

(54.1 %).

According to Collins, (2008), some 94% of diarrhoea cases are preventable through improved

water supply sanitation and hygiene which according to Fewtrell et. aI., (2007) result in the
;

isolation and/or destruction of pathogenic material and, hence, a break in the transmission

pathway. In the study, there was a huge reduction [43 (10.6%) after NTSP implementation

from 197 (48.3%) baseline] of those households whose family members suffered from

diarrhea as reported by the households. According to Curtis et al. (2000), some causes of
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diarrhoea may be due to errors of metabolism, chemical irritation or organic disturbances but

majority are due to water and sanitation.

This study is consistent with an evaluation study on CLTS carried out by Joyce and Lorreta,

(2009), in Ghana which indicated that in almost every community, members pointed to

diarrhoeal disease reduction as a benefit of CLTS implementation. Some women in several

communities were able to indicate that previously their children could have about 5 episodes

of diarrhoeal in a month, but the trend had been reduced drastically.

In Busia County, main source of drinking water was borehole 146 (36.0%), protected spring

115 (28.3%), river 65 (16.0%) and others 1 (0.2%) while only a handful of respondents are

connected to piped water, 79(19.5%). This might lead to lack of treatment of drinking water

by some households, the quality of water source and other factors which include quantity of

water, availability of latrine facilities coupled with open defecation, housing conditions, level

of education, economic status of households and general sanitary conditions (personal or

domestic hygiene) surrounding homes might have contributed to the incidence of diarrhoea in

for households (Timaeus and Lush, 1995). Higher incidence of diarrhea rates were recorded

mainly in households that use other sources of drinking water other than piped water due to

possible contamination of the water sources of which some are unprotected and unhygienic

storage containers 68 (13.3%), non-treatment of water before use. According to Esrey et al.

(1985), significant health gains accrue by ensuring access to an improved water source

within 1 kilometer of the user's house. Further significant health gains are accrued once water

supply is delivered on-plot through taps (Howard and Bartram, 2003).

5.1.2.3 Solid waste and scaling-up of the ladder

Domestic waste includes ordinary refuse, garbage, rubbish and all forms of refuse from

household activities (Day, 2008). In the study, there was a significant improvement (P<O.OOl)
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in general cleanliness of the compound with the most preferred solid waste disposal method

being composit pit 214(53.0%) and special place in the compound 119 (29.5%). However,

disposal of solid waste in the bush was still being practiced 25(6.2%) and burning 44

(10.9%). The significant improvement was attributed to increase in awareness in through

NTSP. Solid waste that is not disposed properly from households poses a serious health

hazard and lead to the spread of diseases (Altaf and Deshazo, 2010). Dumping solid waste in

a special place poses as a health hazard for its more less of crude dumping (Gerransi, 2004,

Andrew, 2009). According to (Day, 2008), unattended waste lying around attracts flies, rats,

and other creatures that in turn spread disease. Wastes like broken bottles, empty cans collect

water in them when it rains, and this may become breeding ground for mosquitoes.

Moreover, they can cause injury and general unsightness/nuisance in the compound (Andrew,
I

2009).

5.1.3.4 Sanitation options, scaling up the ladder and sustainability of sanitation behavior

change

According to the study findings, the most preferred sanitation option was ordinary pit-latrine

179 (50.8%) compared to 32(10.3%) baseline. The increase might be attributed to those who

had open pit latrine opted to scale up their sanitation option to ordinary pit latrine. Moreover,

there were those without latrine might have opted to construct ordinary pit latrine instead of

other sanitation option. It should be noted that before implementation of NTSP there were

more V.I.P latrines 111(35.7%) than after implementation of NTSP 99 (25.9%). This drop,.,

could be attributed to those households filling latrines but could not construct new ones

because of cost implication or preferred ordinary pit larine.

From the study findings, it's clear that there was scaling up the sanitation ladder in the study

area. The sanitation coverage after NTSP improved from 309 (76%) to 351 (86.5%). The

scaling of sanitation ladder included repairing of existing latrines and building new ones
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using locally available materials. The most common scaling up the ladder was construction of

ordinary/ traditional pit latrines because they can easily build using locally available materials

and cost effectiveness.

Only those villages which had been declared to have achieved total sanitation (100%) had

been included in the study. However, on evaluation of the NTSP, it was established that the

sanitation coverage stood at 86.5%. According to a study by Joyce and lorreta, (2009), found

out that communities that achieved total sanitation status within two months of triggering

achieved markedly faster and higher access gains and remained compliant more often than

communities that took many months to achieve total sanitation status. Close to 95% percent

of the quickly attained total sanitation communities had sustained their behavior change 4-28

months after ODF declaration, as evidenced from environmental observation, latrine

ownership records, reported ownership rather than on behavior change to eliminate open

defecation. Study findings indicate that there are still some households without latrine and

sharing was still practiced, hygiene practices are also lower than expected. This is a clear

indication that the village members slipped back to poor sanitation practices. Implementing

agencies can effectively influence most factors associated with achievement and

sustainability of sanitation behavior outcomes for scaling up sanitation (Joyce and lorreta,

2009). It is not yet known what impact this has on health when a community fails to sustain

total sanitation status. Whether improved sanitation access must be 100 percent to reach

evident health improvements, or whether 80 to 90 percent access might reduce the incidence

and prevalence of diarrhea. In the study area, the repoJed incidence of diarrhea fell

markedly. Studies in countries where total sanitation programmes had been implemented

earlier found that 10 to 30 percent of households slip back to or continue open defecation

including poor hygiene practices in communities previously declared to have achieved total
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sanitation status (Joyce and lorreta, (2009). It is clear that scaling up sanitation requires

programs with built-in incentives and checks to support sustainable behavior change.

After NTSP implementation, the villages were declared to have achieved total (100%)

sanitation. On evaluation, the sanitation coverage was found to be 86.5%, hand washing with

soap in critical times [329 (81.0%) after NTSP implementation from 186 (45.6%) was not

100%. This clearly indicates that though there was initial sanitation bahaviour change,

sustainability was the challenge. A rapid assessment of the Total Sanitation Campaign in

India conducted by WSP, 2012 found a strong positive correlation between program

processes and desired outcomes, including processes for catalyzing behavior change (WSP,

2012). A study in Bangladesh on the sustainability of NTSP outcomes concluded that

behavior change at scale was sustained by a shift in social norms away from open defecation,
(

and that sustained latrine usage and ownership were associated with market availability of
":i

goods and services, and continued government programs for sanitation promotion and follow-

up by facilitors on a regular basis (WSP, 2012). From the study findings, it was noted that

there was inadequate follow-up with the communities by the facilitators and public health

officers to the extent that in some villages, the facilitors did not undertake any follow-up .

visits after the triggering exercise. Moreover, for sustainability of sanitation behavior

change, there ought to be leadership support from various government and other partnership

agencies in terms of resources to facilitate sanitation and hygiene promotion, fellow-up and

logistics.

5.1.3 Social economic value of NTSP

Overall, the NTSP demonstrated an important positive impact, with the households of Busia

County benefiting the most. A comparison of the NTSP SROI ratios against other SROI

studies showed that the ratio NTSP obtained was the lowest. This is possibly because this was

a preventive intervention, in which a sensitive issue of human excreta was being handled.
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There has been no SROI evaluation done on sanitation and hygiene preventive interventions.

The NTSP resulted in improved sanitation and hygiene level after the NTSP implementation.

The impact was less felt by the NTSP facilitators. The study is consistent with other studies

that have been carried out in Kenya; APHRC, 2016 nutrition study of which SROI ratio was

1: 17 USD, Jonsonn, 2011 on solvetten AB equipment for purifying water, SROI ratio was

1:26. The SROI analysis has found a high social return on this project -the fact that these

evaluation was done some time after the project had finished, demonstrates that there is also a

sustained effect.

5.1.4 The NTSP Lessons learnt

5.1.4.1 Community participation and mobilization

Study findings, 180(54.2%) indicated that not all community members participated in the

triggering of villages during NTSP implementation. Members of the community including

leaders were not informed in advance. Proper community mobilization at village level was

not adequately done. For maximum results, all community leaders at local/village including

religious, administration, political leaders and members of the community should be

mobilized to participate for the success of any intervention (Khan, 2008). Sanitation is a

private practice that has a public consequence (OoK, 2012). The NTSP targets the behavior

change of the entire community rather than individual households hence community

participation is important. Community members through their representatives will be

involved in planning and implementation of NTSP at village level (Kar, 2005). It is only

through participation that communities will get a sense of ownership and should, therefore,

feel motivated to operate and maintain the system (Abbot and sharing, 1996, Narayan, 1995).

This approach will ensure that women, as care givers understand the benefits of proper s

anitation and hygiene practices. This will further guarantee sustainability of the sanitation

behavior change attained.
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5.1.4.2 Sanitation and hygiene education and promotion

Health education and promotion is the process of interaction between people in order to

discuss their health situation, with the aim to create awareness about health status and to

decide jointly how this situation can be improved" (Timrnermans and de Walle, 1995: 278). It

is all activities aimed at encouraging behavior change which will help to prevent water and

sanitation- related diseases" (Boot and Caimcross, 1993: 33). The full potential of health

benefits to communities will only be achieved if the provision of water is accompanied by

hygiene promotion and sanitation. Investing in hygiene promotion to prevent such outbreaks

and reduce regular disease is highly cost effective (Varley & Bendahmane, 1997). When

hygiene promotion is combined with access to improved water supply and sanitation, the

estimated cost is only US$ 3 per household per year for each averted case of diarrhoea in

children under five (Sandy and Curtis, 2001). When no water and sanitation facilities are

provided, the cost of promoting good hygiene is obviously higher. However, it costs only

US$ 6 per household per year to keep a child free from diarrhoea when hygiene is improved

without the costs of hardware (Sandy and Curtis, 2001). Study findings indicate that the

NTSP process of triggering (time when sanitation and hygiene promotion is passed to

villages) a village was half a day. This duration was inadequate to pass the hygiene

promotion messages. This was compounded by inadequate training of facilitators 21(60.0%)

hence poor facilitation skills. Moreover, households felt that time were not enough for

triggering process 24 (68.6%). According Boot and Gently (2001) research, health benefits

from health education and promotion included, 36% reducfion in incidence of diarrhoeal

from improved excreta disposal; 30% reduction in incidence of diarrhoeal in children (3-36

months) in households with flush toilets; 15% in incidence of diarrhoeal in children (3-36

months) in households with pit latrines; 40% reduction of children with stunted growth in

households with flush toilets; 26% reduction of children with stunted growth in households
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with pit latrines; Among illiterate mothers, a 7-fold larger reduction in child mortality than

with a better water supply; 33% reductionin incidence of diarrhoeas from improved hygiene

practices; 20% reduction in incidence of diarrhoeas from improved water quantity; 50%

reduction in 24 hours incidence of diarrhoeas when water collection roundtrip is reduced

from +60 to 0-5 minutes; 5% reduction of children with stunted growth when the household

has water on the premises; 15% reduction in incidence of diarrhoeas from improved water

quality; Elimination of guinea worms.

The focus of hygiene promotion should be on changing key behaviours. These include hand

washing after defecation and before handling food, use of latrines, and keeping water free

from faecal contamination. To obtain the optimum benefits from water good hygiene,

improved sanitation hardware and water supply, has to reach all households in the community
(

(Mehra, 1997).

5.1.4.3 Training of facilitators and triggering of the villages
III'

According to Nilinjana et al., (2012) the facilitators trained tended to use multiple and well-

known NTSP triggering tools most of the time, while the others, non- facilitator often relied

upon a single tool, i.e., social mapping. The NTSP tools are meant to be used in a sequence,

which helps to progressively build up collective realization of the repugnant consequences of

poor sanitation. Findings show that out of 35 facilitators who participated in the NTSP study,

only 25(71.4%) were trained on the rigours ofNTSP. Moreover, duration of training varied

from 3 days 10 (28.6%) and 5 days 15 (42.9%). Facilitators cited overloaded content within
~

short period of training time 22(88.0%), poor organization and content delivery totally

theoretical 21(84.0%) and inadequate facilitation skills 17(48.6%). This study finding are

similar with a study carried out by Joyce and Lorreta, (2009) in which the capacity of

facilitators to facilitate community level triggering seemed limited as some of them were

unable to clearly explain how they had implemented the triggering process at community
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level. The study also indicated that combined use of threats with the various tools to help

them achieve total sanitation had adversely affected these communities as they were not yet

100% sanitation coverage level. For better results, a structured practical training should be

conducted with the training of trainers (ToT's). This will ensure maximum realization of

Total sanitation triggered villages. The poor were sometimes singled out for triggering as

they were the open defecators-and this did not help either. Selective triggering hindered a

communitywide build up of momentum for sanitation behavior change (Nilanjana et. al.,

2012). Triggering should be collective in that all villages and their members should be

involved despite the economic status, race, age and race. For sanitation is a private affair that

has a public consequence (Kar, 2006). For the purpose of achieving maximum mass

community presence and participation, triggering ought to be done on weekends. This will

ensure all community members are present whether working, school going children, men and

women .

. 5.1.4.4 Follow-up of villages

It was noted from the study, follow-up and monitoring was not done at all after triggering and

drawing an action plan for achieving total sanitation. Follow-up and monitoring ensures

sustainability of sanitation behavior change by community members and ensures there is no

fall back by community members. These study findings are consistent with those of Joyce

and Lorreta, (2009) in which it was found out that in some communities, facilitors did not

undertake any follow-up visits after the triggering exercise. From the study, it was noted that
l'

there seemed no systematic follow up approach, and what needed to be done during the visits.

Facilitors should follow-up on a regular basis to ensure proper sanitation and hygiene

practices are sustained.
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5.1.4.5 Logistics and timescale

According to Nilanjana et. al.i, (2012) a facilitator hard-pressed for time, lacking adequate

resources for field work, or under-confident of hislher facilitation skills may therefore skip

the use of tools other than the social map, and do it with a few community members. From

the study findings, several logistical challenges were experienced that might have hindered

total sanitation achievement in some villages which included time constraint 24 (68.6%),

transport constraint 20(57.1 %), poor community mobilization 35(100.0%), household

illiteracy 29 (82.9%), financial constraint 18 (51.9%) and poor leadership 32 (91.4%). In

order to trigger a national drive towards, total sanitation, there is the need for full political

support to raise the profile and encourage communities. This could most likely lead to the

scaling up of successes achieved in ODF communities.

5.2 Conclusion

The study has determined the social-economic value added (SROI= KFS I: 10.5) that for

every 1 KES 1invested, a social-economic value ofKES 10.5 was added to residents of Busia

County. This is a clear indication that NTSP added social-economic value to the residents.

The NTSP is non-subsidies to sustainable sanitation behavioral changes. It has significant

potential to empower many communities to improve the national coverage for sanitation and

hygiene practices.

The NTSP pilot project undertaken in Busia County has demonstrated an approach that can

rapidly change perception and attitude of communities towards sanitation and hygiene

practices to inspire actions and take up improved services. It transforms the community

perception and understanding of sanitation and builds on local practices and innovations to

provide appropriate services to meet the needs and capacity of the communities.
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The NTSP has demonstrated that a non-subsidy health intervention that targets sanitation

behavior change is an effective approach that deals with poor sanitation in the community.

The study focused on villages that had been declared to have achieved total (100%)

sanitation, the coverage stood at 86.5%, a clear indication of that some community members

had relapsed i.e. some members had gone back to poor sanitation and hygiene practices like

open defection among others. For the purposes of rolling up the NTSP, some lessons learnt

could be adopted in order to achieve total sanitation in the country. From our evaluation

study, NTSP was found to have impacted positively to the residents ofBusia County.

5.3 Recommendation

Results of this study suggest that for the purpose of rolling out NTSP countrywide, a number

of lessons learnt should be included in the planning and implementation of the intervention in
II

other counties. They include:

For the Implementers (Ministry of health and County Government):

1. Community participation and mobilization to ensure that all members of the

community are involved in triggering process. Carrying out of NTSP triggering

process ought to be done on a weekend to include all members of the villages.

11. Sanitation and hygiene education and promotion is crucial for the purpose of creating

awareness to the community members.

lll. Intensive training of facilitators and triggering of the villages. This will equip the

facilitators the necessary tools for triggering the villages.;.

IV. Follow-up and monitoring ought to be done on a regular basis by facilitators after

NTSP implementation. This will ensure sustainability of sanitation behavior change

by community members and avoid fall back to poor sanitation and hygiene practices.

v. Logistics for facilitators should be well organized to ensure proper and successful

implementation ofNTSP during roll-out phase in entire country.
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VI. Adopt National Total Sanitation as a National policy for the improvement of

sanitation coverage in Kenya.

To Researchers, NGOs and Donors

i) Adopt the SROI approach in the evaluation of interventions III order to manage

unexpected outcomes and value social outcomes.

ii) Build the capacity of program implementers to include SROI in their evaluations

5.4 Suggestion for Further Research

A study should be conducted to determine the sustainability of sanitation behavior change

that was realized after NTSP implementation among households in Busia County. This is

because despite certifying villages to have attained total sanitation coverage, by the time of

evaluation sanitation coverage stood at 86. 5% .
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