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Participants.

The 2-day review workshop was attended by 54 participants drawn from Ministry of Public health, Plan Kenya, KEMRI, Amref, World Vision, and Ministry of education Kilifi district. This was after 6 months from the previous review workshop held between Plan, MOPHS, and KEMRI of Kilifi district. 
Overview of CLTS

An overview of CLTS was done by Catherine (District Community Strategy Coordinator - MOPHS). This was done for the sake of participants who were not very familiar with the CLTS approach (pre-triggering, triggering, and post triggering). 

Key Health Indicators
 The district main health indicators were highlighted as below:
· Infant Mortality Rate (IMR) - 89/1000

· Under five Mortality Rate - 141/1000

· Maternal Mortality Rate - 414/100000

Pit Latrine Coverage - 48.5%
Kilifi/Ganze District Profile
Ganze and Kilifi districts are among the 22 districts in coast province. They cover a total area of 487,859sq kilometers. Kilifi has 3 administrative divisions; namely: Bahari, Kikambala, Chonyi. Ganze district has 4 administrative divisions: Ganze, Vitengeni, Bamba,  Jaribuni

The two districts have 25 locations, 74 sub locations and 610 villages with a population of  491,674 persons. Number of house holds in the two districts is 73606.
CLTS in Kilifi district.

Before the introduction of CLTS the districts had combined latrine coverage of 33% as of May 2007.With CLTS the districts have combined latrine coverage of 48.5% (Aug 2010).141 out of 610 villages have been triggered so far. By Aug 2010, 18 villages had celebrated the World Toilet Day after attaining Open Defecation Free status.
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SUMMARY ON CLTS’S PROGRESS IN KILIFI AND GANZE DISTRICTS as shared by PHOs.
Achievements-Triggered plus spill over
	Division
	No. Villages
	Villages triggered
	No. ODF villages
	Villages below 50%
	Villages above 50%
	Latrine coverage

	Kikambala
	86
	9
	0
	5
	4
	51%

	Chonyi
	57
	7
	0
	0
	7
	71.9%

	Bahari
	108
	18
	0
	5
	13
	63.1%

	Jaribuni
	34
	18
	1
	8
	9
	51.5%

	Ganze
	57
	4
	0
	2
	2
	60.7%

	Vitengeni
	181
	70
	17
	0
	53
	60%

	Bamba
	87
	15
	0
	15
	0
	14%

	District
	610
	141
	18
	35
	88
	48.5
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Successes/Lessons Learnt/key achievements
· The district has posted over 48.5 %( Aug 2010) in latrine coverage up from 33% before introduction of CLTS.

· Natural leaders emerging and rolling out CLTS in neighboring villages on their own.

· Community gradually changing habit of open defecation.

· To overcome cultural barriers some households have constructed more than one latrine.

· 18 villages have attained ODF status (15 villages in one sub location).

· Two sub locations (Madamani and Dzikunze) with 30 villages are nearing ODF.

· More than 370 TOTs trained

· Mental triggering has proved to work better when done by community members themselves after a successful triggering elsewhere.

· There is a chance to introduce competitions among villages/sub locations/locations.

· Triggering as many villages as possible pays especially when done in one session.

· Constant follow up to triggered committees help achieve ODF status.

· Training of community TOTs boosts the CLTS processes.

· Formation of CLTS steering committee has helped keep focus on CLTS activities ( Replicate in the divisions) 

· One village in Bahari Division has 100% latrine coverage but passersby defecate on open ground hence not ODF.

· Some districts neighboring Kilifi e.g. Kaloleni and Malindi, have been triggered and are in the process of rolling out CLTS.
· The district was visited by the pioneers of CLTS- Professor Robert Chambers and Dr .Kamal Kal.

· A documentary on CLTS was done and aired by British Broadcasting Cooperation for the ODF Ngamani village.

· CLTS regional training/workshop for 10 countries of RESA coordinated by Ministry of Health Kilifi and Plan Kilifi held in Kilifi in August 08. More than 50 participants drawn for health and sanitation actors (GOK, NGOs)- national, provincial, district and community members were involved.

· CLTS Africa status review workshop held in Kilifi with representatives from Africa countries. This included field visit to CLTS villages in Kilifi & Kwale districts

· Kenya Public Health minister’s representative, director of Health coast, DMOHs, PPHO, DPHOs of coast, Nyanza, Eastern, Nairobi, and North eastern provinces attended Ngamani WTD celebrations preceded by one day experience sharing and one day field excursion. This has supported in scaling up CLTS in Kenya.
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Scaling Up CLTS

· AMREF and World Vision have already committed their resources to CLTS in parts of Kilifi district.

· Kwale, Kaloleni and Malindi districts have been triggered and are in the process of rolling out CLTS with inputs from Kilifi Ministry of Public Health and Sanitation officials and officers from Plan Kilifi.

· Kilifi district has moved to triggering sub locations rather than single villages.

Challenges
· Sustaining the momentum by the community after CLTS triggering, inadequate follow up of natural leaders and Ministry of health officers in triggered villages.

· In some areas, high water tables/collapsible soils/hard rocks requiring special latrine technology out of reach to the community within a short period.

· Some CHWs and provincial administrators expected to be role models have not taken leading roles (not role models in community).

· Termites infestation (especially in thatch roof of latrine).
· Seasonality and its effect on community participation in CLTS e.g. prolonged drought and heavy rains/flush floods.
· “Mwenye” syndrome – the men are the household heads hence any decisions made in the household have to be with their permission and consultation
· Gender representation in meetings attendance i.e. more women attend in triggering meetings than men while decision making at household level is the responsibility of men.
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Future Plans for Scaling Up CLTS
· A district CLTS steering committee comprising a team of partners was put in place to chart future course on CLTS.

· Training of community members to help in monitoring and reporting to be enhanced.

· Integration of activities to maximize on opportunities e.g. community health Units and CLTS.

· Regular meetings both at the district level and with field officers to share on challenges and discuss best way forward.

· Involving more partners to support in the various levels of implementation of CLTS activities e.g. training, follow-up.

· Develop local CLTS training aids/materials e.g. interpret CLTS guide into Kiswahili.

· Integration of CLTS with other Right Based Community development strategies (e.g. c-IMCI, sustainable Livelihood).

· Continue ODF celebration in villages with improved marketing strategies.

· Assess the impact of ODF on health (on-going research and documentation).

· Roll out mobile phone information tracking of sanitation with support from Plan Kilifi.

Strengths
· Receptive community

· Increased awareness and appreciation on the effects of feacal-oral contamination.

· Good cooperation and willingness among stakeholders.

· Provincial administrations have in most cases taken lead.

· School children empowered to lead in disgusting and shaming open defecators.

· Supportive district Health Management team (DHMT).

· Committed staff (MOPHS, Plan, other stakeholders).
Opportunities

· Inherent capacity after the training of all MOPHS staff in year 2008

· Dedicated and true partners, community members, community leaders, Plan Kilifi

· Established network of community leadership; CHWs, Village elders
Issues emerging from the plenary sessions

· Documentation of CLTS needs to be more structured and well coordinated to prevent apparent disparity in data from different quarters within the Ministry. There is need to have a common harmonized standard tool for reporting.

· From Dr. Tsofa’s presentation on the disease surveillance (DSS) study carried out previously for sampled areas of Kilifi district, it showed statistically relevant difference with MoH data and therefore needed to query the two data sets for veracity
· Dr. Tsofa encouraged that MOPHS staff should stop owning up CLTS and ensure that the communities own the process more. CLTS being a community led approach needs to have the community members in the fore front and MOPHS staff takes a more facilitative role. It was felt that some MOPHS staff were more enthusiastic to increase latrine coverage and were not following the principles in CLTS.
· There was need to equip the ministry staff with facilitation skills. It was noted that these skills were very vital in taking up CLTS (those with passion).
· Provincial administration is important in scaling up CLTS. In areas where CLTS approach has been successful, this can partly be attributed to their effort/involvement in participating and encouraging their community e.g. the case of Kaembeni sub location. It was agreed that they all need to be on board.
· MOPHS staff agreed to support one another especially in divisions where there was staff shortage e.g. Jaribuni division (which has only one Public Health staff).
· CLTS implementers in Kilifi district should ensure that the momentum initially experienced during the introduction of CLTS should be re-ignited. Kilifi was a pioneer and should be ahead of other districts.

Harmonization of stakeholders plans
After the sharing and presentations, the harmonized plans were agreed as below:
· Plan will support CLTS approach in the whole district. 

· Plan will support MOPHS on triggering the target villages that they had set in their work plans.
· AMREF is fundraising for WASH projects with a component on CLTS. They will consider areas with no support by other actors.
MOPHS shared their annual targeted villages for CLTS triggering in divisions as below: Chonyi – 10;  Kikambala – 3; Ganze – 5; Bahari – 10; Vitengeni – 8; Jaribuni – 17; Bamba – 11. Out of these, was agreed that Plan will support 39 while AMREF will support 3 totaling to 42 villages to be triggered. MOPHS have a target of 63 villages. Plan and AMREF will support 42 villages out of the 63. The rest will be supported by MOPHS.
It was proposed that all participants should schedule meetings with other stakeholders at the grass root level and share their plans. An action plan was made as below:

	PROPOSED ACTION PLAN

	ACTIVITY
	WHEN
	RESPONSIBLE PERSON (S)
	RESOURCES

	Meeting with stakeholders
	12/10/10 - 18/10/10
	Divisional PHOs
	 Resources to be mobilized from self and other partners

	Identification of villages to be triggered
	25/10/10 - 30/10/10
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	Resource mobilization of the villages
	1/11/10 - 10/11/10
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	Pre Triggering of villages
	18/11/10 - 
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	Triggering of the villages
	30/11/10 – 7/12/10
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	Post triggering of the villages
	This is a continuous process
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	Verification of the villages
	This is a continuous process
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	M&E
	To be agreed later after review
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	Feedback
	To be agreed later after review
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners

	Celebration
	To be agreed later after review
	Divisional MOPHS teams
	 Resources to be mobilized from self and other partners
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Participants listening keenly in the review workshop
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The Kaembeni chief who has been very instrumental in the CLTS process participating in the debates during plenary 
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Kilifi DMOH welcoming participants
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Plan Kilifi SPA (Kadagi) giving opening remarks
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KEMRI Liaison officer (Dr. Tsofa) stressing a point on CLTS
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Provincial Director for a Malaria program (Dr. Mohammed) addressing the participants
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Participants in a group discussion
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