CLTS IN MALAWI – PROGRESS TO DATE (NOV.2009)
General information on Malawi

1. Rated as the 12th poorest country in the world with a GNI per capita of US$ 160.

2. More than 80% of the population in Malawi lives in rural and peri-urban areas. 

3. The infant, child and maternal mortality rates are amongst the 20 highest in the world.

4. Malawi has put in a lot of efforts in the reduction of child mortality and is one of the few countries in Africa still on track of achieving the MDGs. 

5. The main causes of child deaths in Malawi are malaria, diarrhoeal diseases and acute respiratory infection (DHS, 2004). In both the 2000 DHS survey and a 2005 survey conducted by PSI, about 20% of children under five suffered an episode of diarrhoea in the past two weeks preceding the data collection. It is estimated that 49% of children are moderately to severely stunted, 25% are underweight and 6% of children are wasted. HIV/AIDS remains one of the leading causes of death in the country for adults with prevalence between 12-14%.
Sanitation Situation 

According to the UNICEF / WHO  2006 Joint Monitoring Programme (JMP), 62 % of Malawi population have access to improved sanitation, 18% share improved sanitation facilities, 7% use unimproved sanitation facilities and 13% practice open defecation. (1.7 Million). This means, at least 88 % use some form of sanitation (a proportion also quoted by the 2006, Multiple Indicator Cluster Survey –MICS- Report of the National Statistical Office). This MICS report however puts the access to improved sanitation at a much lower level of 20%. What these indicators show however is that Open defecation practice in the country may effectively be much higher than numbers of people who actually do not have latrines. Hygiene practices are very low. Hand washing with soap is less than 35%. Current strategy for implementing sanitation has had challenges especially with regard to subsidy, affordability (disposable income at household level), sustainability and scalability. Water supply is at 74% coverage. This may explain why diarrhoea still ranks number three killer of children under the age of five in Malawi.  
The History of CLTS in Malawi
For many years in Malawi sanitation promotion was subsidized. However, this strategy for implementing sanitation has had challenges especially with regard to continuation of subsidy, affordability (disposable income at household level) if marketing would be an option, sustainability and scalability. This called for new strategy. In April 2008 the Ministry of Irrigation and Water Development (MoIWD) and the Ministry of Health (MoH&P) with support from UNICEF, hosted a brain storming discussion than included other stakeholders from districts, NGOs and CBOs to learn and increase understanding on CLTS. Malawi also sent a powerful delegation to the Durban Ministerial Africa San +5 Conference led by the Minister of IWD which included the PS, Directors NGOs (Water Aid, Fresh Water etc) UNICEF, from which many countries shared experiences on successes met in implementation of CTLS. On return to Malawi a country Action Plan was developed that included tasking a core group, led by both the MoIWD and MoH&P to draw up a road map that will culminated into Malawi domesticating global experiences in order to pave way for national implementation of CLTS. A simple road map was developed which guided the team to launch CLTS in Malawi.
In June 2008, training was conducted for national core team of cadres as trainers in CLTS. The core team was charged with the implementation CLTS in the districts. We combine the initial training with start of pilot implementation in one district of Salima. This initial training was facilitated by Dr. Kumal Kar the author of CLTS. This training achieved two objectives of building national capacity for expansion as well as starting field implementation.  
Progress on CLTS in Malawi
CLTS in Malawi is mainly being implemented by District Assemblies with support from UNICEF. Plan International and some three NGO’s supported by UNICEF have also implemented it on a limited scale. However CLTS continues to generate a lot of interest. For the UNICEF supported activities CLTS has been introduced in all12 WASH districts and 722 villages have been triggered. As of to date 172 villages have been reported to have attained ODF status. In the triggered villages a total of 8,801 new latrines have been constructed by the families themselves. This gives at total of 52,295 new users of sanitation facilities have been recorded.  Triggering in the various districts is now an ongoing activity and by the end of the year we hope to get more ODF villages. The beauty of it all the 30 ODF villages attained this status within a period of three months of the triggering time. The exciting point is that some whole villages have stopped open defecation. Thus, a major shift, not only in hygiene practice, but also a change in attitude towards indiscriminate defecation has occurred. This is a large step that has eluded many efforts in the past; and is likely to have significant impact on diarrhea incidences.
Highlights & Special Features

Mchinji District Team has identified one Traditional Authority Chief ; Chief Mkanda, as one who has shown a lot of interest to have his entire Traditional Authority Area with 169 villages  to become ODF. This happened when triggering took place in the chief’s own village. He was so convinced that he declared that he wanted all villages in his area to go through the same process. He has made it appoint to accompany field workers to other villages during triggering. The District team has triggered CLTS in 123 villages in July this year and is planning to trigger in the remaining 46 villages before the end of the year. A Task force composed of extension staff has been formed to make follow-ups and encourage villages to become ODF. The idea is to have the entire Chiefs area with 169 villages become the first ODF TA.   
CLTS Facilitation 
In the ten districts where CLTS has been tried, there at least two good facilitators on average. This would give at least 20 Facilitators who are comfortable to handle CLTS. However this is the area where we feel there is need for further strengthening. We are proposing to have a TOT before the end of the year; especially now that many districts have tried it to implement CLTS on their own. We are proposing Dr Kamal Kar to come back and look at the gaps and interact with some of those that have tried it in order to refine the facilitation skills of some key district facilitators further. This should help them polish up their weak areas and give them more confidence even to coach others.
Some Pictures from Mchinji and Salima Districts
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 Triggering in Chingeni Village in Mchinji
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Lady Natural leader sharing their village plan in Mchinji during CLTS process
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Children participating in CLTS in Salima 
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Some pictures taken during the ODF cerebration in Shangeni Village in Mchinji in July 2009

(A Concrete bill board at the entrance of the village and District Commissioner giving Certificate of recognition to the village head for attaining ODF)
[image: image6.jpg]


       [image: image7.jpg]



Crowds of people who attended the ODF ceremony officiated by the District Commissioner for Mchinji District

[image: image8]           
[image: image9]
Pit latrines from one of the ODF villages in Lake shore district of Salima.  
Note: Pit latrines with hand washing facility and drop-hole cover made from local and affordable materials. Note: the impermeable floor base using local technology (not cement):  the floor can be swept, be smeared, and cleaned not necessarily mopped- all Local innovations. These latrines had been in use for four months when the pictures were taken but the inside was looking very clean! 
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