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1) Introduction

Despite its pivotal importance in human health and wellbeing, sanitation has been at the bottom of the pile in international development concerns.  This is despite the fact that around 6,000 people, usually babies, die daily due to poor sanitation, hygiene and water. About 40% of the population in the global South live without ‘improved’ access to sanitation – that is about 2.6 Billion people around the world. 
 As last year’s Human Development Report (UNDP 2006) says no act of terrorism generates devastation on the scale of the crisis in sanitation and water. Still, global achievements to sanitation targets have not been very impressive.  In the 1970s and 1980s, water grabbed more attention globally.  Rarely were sanitation and hygiene separated out from water.  Sanitation was not even explicitly mentioned as a Millennium Development Goal (MDG) in 2000
   It was only through intense political pressure that it was added to the water MDG at the Earth Summit in Johannesburg in 2002. 

 However things are slowly changing. From being “the last taboo” (Black 2008), sanitation slowly seems to be getting the attention it deserves.  2008 is the International Year of Sanitation and a recent poll of the British Medical Journal voted for sanitation as the greatest medical advance in the last 166 years. (BBC News, 18th January 2007, http://news.bbc.co.uk/1/hi/health/6275001.stm) In recent years, new innovations such as Community Led Total Sanitation (CLTS) have also attracted significant attention.   CLTS has led to thousands of low-cost toilets springing up all around South, South East Asia and beyond. Usually built by villagers and barefoot innovators out of local materials such as bamboo, tin, jute, the resulting ‘open defecation free’ villages have led to a noticeable increased sense of pride about toilet possession, self confidence  about newly gained dignity, health benefits and freedom of shame which was caused due to the lack of privacy, especially for women.  

CLTS differs from earlier approaches to sanitation which prescribed high initial standards in order to reduce the costs of operation and maintenance. Earlier approaches also involved upfront hardware subsidies in order to induce people to use the latrines or toilets. However, instead of adoption, latrines were often not used or used for other purposes like storage.  There were problems of affordability. CLTS refrains from advocating toilet construction for individual households. Instead, the whole community is targeted with the aim of ‘open defecation free’ (ODF) villages and communities. The core assumption is that even partial sanitation does not lead to minimizing the adverse effects of OD. 

CLTS was pioneered by Kamal Kar (a development consultant from India) together with VERC (Village Education Resource Centre), a partner of WaterAid Bangladesh, in 2000 in Mosmoil, a village in the Rajshahi district of Bangladesh whilst evaluating a traditionally subsidised sanitation programme. Kar, who had years of experience in  participatory approaches in a range of development projects,  succeeded in persuading the local NGO to stop top-down toilet construction through subsidy.  He advocated change in institutional attitude and the need to draw on intense local mobilisation and facilitation to enable villagers to analysis their sanitation and waste situation and bring about collective decision making to stop open defecation.  The results were remarkable and the rest is history (see for example Kar, 2005, Kar and Pasteur, 2005, Kar and Bongartz, 2006) CLTS spread fast within Bangladesh where informal institutions and NGOs are key.  Both Bangladeshi and international NGOs adopted the approach.  The Water and sanitation Programme (WSP) of the World Bank played an important role in enabling spread to neighbouring India and then subsequently to Indonesia and parts of Africa.  Today CLTS is in more than 20 countries, including at least six different countries in Asia (Bangladesh, India, Indonesia, Nepal, Pakistan, and Cambodia) and has now also moved to Africa (Ethiopia, Tanzania, Kenya, Nigeria, Uganda, Zambia, Sierra Leone) and Latin America (Bolivia) as well as Yemen in the Middle East. 

	Country
	Year of first introduction

	Asia
	

	Bangladesh
	2000

	Cambodia
	2004

	India
	2003

	Indonesia
	2004

	Pakistan
	2004

	Nepal
	2003

	East Timor
	2007

	Africa
	

	Burkina Faso
	2008

	Ethiopia
	2006

	Ghana
	2008

	Kenya
	2007

	Malawi
	2007

	Mali
	2008

	Nigeria
	2004

	Sierra Leone
	2008

	Tanzania
	2007

	Uganda
	2002

	Zambia
	2003

	Latin America
	

	Bolivia
	2006

	Middle East
	

	Yemen
	2006


Source: Kamal Kar and IDS research.
CLTS has captured people’s imagination for many reasons.  One, CLTS is based on the principle that communities must be empowered to stop open defecation and to build and use latrines without the support of any external hardware subsidy.  When it works, it leads to intense local community action, cross subsidisation of the poor by the rich and clean and shit-free villages. Its rapid spread within countries, across regions and continents has the makings of a development success story. This is not least because as its proponents argue (Chambers, personal communication), CLTS has a great potential for contributing towards meeting the Millennium Development Goals, both directly on water and sanitation (goal 7) and indirectly through the knock-on impacts of improved sanitation on combating major diseases, particularly diarrhoea (goal 6), improving maternal health (goal 5) and reducing child mortality (goal 4). 

But like every development intervention, CLTS has also raised some dilemmas and controversies.  For one, is the success for real? How sustainable is local toilet use and so-called behaviour change? How sustainable are the institutional arrangements that support it?  Is it another development fad that will give way to something new?  Does the no subsidy policy exclude the poor?  How does CLTS fit in with wider sanitation debates? This paper seeks to address these issues and to locate CLTS within wider sanitation debates by drawing on a wide social science literature.  Wherever possible I use some empirical material. The empirical material will be fleshed out after the conference drawing on both my own research and that emerging from the country papers. This paper should ultimately serve as an overview paper for our research, whilst also laying out some of the conceptual issues.   The paper is written from the perspective of a sociologist who has worked for over a decade on the cultural politics of water and sanitation. 
2) Achieving Behaviour Change – Diverse perspectives and locating CLTS 
Old habits die hard and it is believed that often behaviour change for something as fundamental as health and wellbeing can only be achieved through structural forces and coercion. Cockerham (2005) argues that health education can act like Durkheim’s social facts and constrain and direct behaviour. For example, decades of anti smoking campaigns in the UK were not as successful as an outright ban in 2007.  However, forcing people to use toilets cannot work like an outright smoking ban which is enforced all over the country and has worked with success.  In Uganda, recently men were arrested for breaking into school toilets because they have not built latrines in their own homes. (Odeke, 2006. In India, councillors have been barred from contesting elections unless they have a toilet. However, in both these two cases, there is no guarantee that that outside coercion and state intervention will make people actually use the toilets that they have constructed.  Similarly, as has been argued earlier, the mere provision of toilets by either the state or NGOs does not guarantee their use. 

This is why ‘sustainable behaviour change’ has now emerged as the key focus of both agencies and NGOs working in sanitation. As sanitation practitioners at the AfricaSan conference in Durban in February 2008 emphasized time and again ‘it’s not about technology, it’s about behaviour!’ This is opposed to merely providing sanitary infrastructure local people failed to appreciate or use.  The dominant approach has been the IEC (Information, Education and Communication) approach where experts determine and deliver the messages which are intended to bring about sanitary behaviour change.  This could be considered a ‘supply’ focussed approach to IEC. The underlying assumption is that given education and information, people will behave rationally can change their behaviour. 

How effective is behaviour change and is this realistic? Behaviour change is usually notoriously difficult to initiate and sustain.  Panter-Brick et al (2006) argue that interventions should build on existing practices, skills and priorities, recognise the constraints on human behaviour and either feature community mobilisation or target those most receptive to change. They thus argue that interventions should be culturally compelling, not just appropriate. (It is important to note that culture here is seen as a variable not practice, a point I return to shortly).  Panter-Brick et al (ibid) used songs to trigger behaviour change to motivate people to repair holes in mosquito bednets which provided an interesting format to disseminate a culturally compelling message. They concluded that while behaviour change was visible, sustainability issues remained unanswered (a point I return to later).  Songs also play a major role in CLTS, for example in Indonesia, where teachers and school composed songs and poems about ending open defecation. In Sijunjung District in West Sumatra, children use songs when they catch villagers who still defecate in the open. (Nina Shatifan, personal communication) 

Many authors concur that there are very few examples of truly successful interventions, where the measure of success is acceptable, affordable, effective, sustainable and generalisable (e.g.See Panter-Brick et al 2006; Loevinsohn 1990).   It has thus been argued that interventions to change behaviour should focus on a small number of target behaviours and minimise the number of messages which aim to change them, in order not to dilute their impact (Loevinsohn in Waterkeyn and Cairncross, 2005). 

London School of Tropical Hygiene and Medicine HSTM academics have worked for a long time on the issue of behaviour change.  They have attacked several myths of health education such as that people are ‘empty vessels’ into which new ideas can be poured and that knowledge can transform to action (Curtis 2002). Instead, they look at what motivates people to act and change behaviour. This has also been picked up by donors such as WSSC and WSP that now focus on a few simple practices and messages (e.g. safe disposal of stools followed by handwashing) that can have a dramatic impact on health (Curtis et al, 1997). Curtis’ longstanding work on hygiene promotion has recognised the need to adopt to local cultural factors and needs.  She recognises that ‘local perceptions of diarrhoea causation are so well grounded… that trying to change them is likely to be fruitless’ (Curtis 1997, 125). She demonstrates that hygiene messages in Burkina Faso that focus on the social desirability of cleanliness along with peer pressure can be a strong motivating factor for sustained behaviour change.   

Sanitation marketing works along these lines and focuses on changing behaviour through inciting demand.  It applies lessons from commercial advertising to the promotion of social goals, in this case to improved  sanitation and hygiene. The underlying premise of sanitation marketing is that the construction and maintenance of latrines are services that can be met by the private sector. The latrine owner is a consumer of those services. Social marketing consists of four components, the four Ps; product, price, place and promotion. (WSP, 2004, Field Note: The Case for Marketing Sanitation).
Sanitation marketing has at times come under fire in for its linkages with big for profit companies. A good case in point is the link between LHSTM and Unilever, with the latter sponsoring some of LSHTM’s research into handwashing and hygiene behaviour. Unsurprisingly, this link between supposedly objective unbiased research and a multinational soap manufacturer evoked much criticism and social marketing was accused of being a means of advancing business interests and expanding into new markets in the developing world (Sargent and Johnson, 1996, Medical Anthropology, p 412/3). Similarly, Sudhirendar Sharma of the Ecological Foundation, Delhi maintains that the handwashing campaign of the Water Supply and Sanitation Collaborative Council (WSSCC), with its plans for public-private ownership only works to facilitate multinational soap companies’ penetration of a multi- billion dollar market without bringing  real benefits to the poor : ‘Under the co-ordination of the WSSCC, governments and aid agencies will perform their pro-poor obligation of making communities aware of the virtues of hand-washing, leaving the private companies to harvest the gains with much desired legitimacy and a tag of social responsiveness’ (Ecological Foundation, 2002, page 2)

Several medical anthropologists (e.g. Timothy Burke’s history of hygiene in Zimbabwe and the commodification of cleanliness, 1996 ) have found it useful to use Foucault’s study of medicalisation to the field of sanitation and public health. This largely refers to the expansion of the professional power of medicine over wider spheres of life and a form of social control.  Health for Foucault was a form of policing which is concerned with the quality of the labour force. (Peterson and Bunton 1997). His concept of bio-power refers to mechanism employed to manage people and discipline individuals. 

Health education contributes to bio-power because it handles ‘norms of healthy behaviours and promotes discipline for the achievement of good health. It is educational in nature because it promotes behaviours that should be adopted by the entire population and interferes with individual choice, providing information to foster ‘healthy’ lifestyles (Gastaldo 1997, 114).  Here the professional is the expert who knows what is good for you and provides information about food, sanitation, etc…   Most conventional public health messages around sanitation would probably fall into this option. 

CLTS, at many levels, is a radical departure from the conventional approaches critiqued by the social science literature presented above even though it also draws on the notion of ‘behaviour change’. At the heart of the CLTS approach is a shift away of the focus of supporting toilet construction for individual households, to an approach that seeks to create ‘open defecation free’ villages through an emphasis on attitudinal and behaviour change of the whole community.  While achieving behaviour change is key, CLTS does not see local people as consumers from whom demand must be created  (as is the case with sanitation marketing Instead, of creating demand, the idea is to mobilise people into becoming agents of change.  The language of supply and demand was not originally part of CLTS discourse, though it is used today by agencies such as WSP and others (Robert/ Kamal would you agree?) 
The underlying assumption is that once people are convinced about the need for sanitation, they construct their own latrines according to the resources available (financial, land and so on).  This approach does not require high subsidies from governments or external agencies. Instead, what’s key is an understanding of the individual or collective ‘triggers’. The principle here is a ‘sanitary mirror’ that will enable individuals to see the unsanitary conditions of their existing lifestyle. This leads to an ignition process that leads to collective behaviour change (See Kar 2005, Kar and Pasteur, 2005, Kar and Bongartz, 2006, Kar with Chambers 2008 ). 

Through the use of participatory methods community members analyse their own sanitation profile including the extent of open defecation and the spread of faecal-oral contamination that detrimentally affects every one of them. This is believed to cause an upsurge of various emotions in the community, including the feeling of embarrassment and disgust. ).
  The community members present are supposed to collectively realise the terrible impact of open defecation on their health. The realisation that they are quite literally ingesting one another’s “shit” mobilises them into initiating collective local action to improve the sanitation situation in the community (see Kar 2005; Kar and Pasteur, 2005, Kar and Bongartz, 2006, Kar with Chambers 2008, Bongartz 2007, 2008) 
The CLTS triggering process often starts with an informal talk with a few community members during a walk through the village (a ‘transect walk’). The aim is to motivate people to carry out a more substantial sanitation analysis involving the whole community. There are many different ways of initiating a discussion on open defecation and village sanitation, for example by visiting places where people defecate and raising questions like: ‘whose shit is this?’, ‘who defecated in the open this morning’ etc . Throughout the facilitation process, local and crude words for shit’ and ‘shitting’ are used rather than the polite terms often used when discussing these taboo subjects.  Other methods include a transect walk as well as calculation of the shit produced in the village everyday. The facilitator is not supposed to preach or tell people what to do. The embarrassment experienced during the transect walk, sometimes referred to as a ‘walk of shame’ generally results in an immediate desire to stop open defecation. CLTS doesn’t tell people what they should do. It often tells them what they are doing and then a dialogue should ideally ensue between the facilitator and local people and between different categories of villagers (rich/ poor/ women/ men/ different castes and ethnic groups).  I personally have not been for a triggering exercise – I would like to be present at one to see how inclusive and representative it really is. 

CLTS could fall into what is often considered to be ‘radical’ health education. This focuses on empowering people to take charge of their lives and wellbeing. It also seeks to addresses social inequality by promoting community participation. The community is thus expected to organise itself and develop actions based on its own priorities, making health education a political process (Gastaldo 1997: 117). CLTS could be an example of this through its focus on self-analysis, community empowerment and community action to end open defecation.  Experiences from SDU/ CARE, Bangladesh, and their various reports highlight how empowerment has been a key feature of their work and how CLTS helps achieve this in relatively short time in communities.  The Care SDU project Nijeder Janya Nijera (We, For Ourselves) aims to build solidarity through collective action, with the overall objective of promoting “the self-realization of poor rural women and men, to help them articulate their own vision of development, and to strengthen their capacity to act in pursuit of their self-defined goals” (Kanji, 2006, p 6). As sanitation activities proceed, facilitators work on a well being analysis of the community to gain a better sense of the livelihood strategies of various socio-economic groups within the community. Examples of initiatives that may follow on from CLTS activities include negotiating better wages, road repair, confronting corruption and pro-poor share-rearing of livestock. In March 2006, I was at a historic gathering in North West Bangladesh where about three thousand so called spontaneous leaders converged from all of Care’s work areas in the country.  There were fiery speeches made by the villagers raising development and governance issues around livelihoods, hunger and micro credit.  

These are leaders but even ordinary people whom I’ve met in Bangladesh, India and Indonesia in successful CLTS villages speak of how their lives have been transformed after CLTS.  The community mobilisation process has helped people to gain voice, articulate their issues, analyse new problems (e.g. sanitation/ health/ shit/ lack of privacy for women) which have unleashed processes of change. For example: 

“I was living in darkness before. I am 50 years ago and could afford a toilet but never bothered to have one. Now I realise what a difference it makes to my life and that of my family.” (Man in X village in Haryana). 

“We don’t have to feel shame anymore. We don’t have to be tense and feel embarrassed when we defecate. We can do it in the privacy of our home.” (Common quote heard from women across the countries.) 

“Before CLTS, the kampong smelt of shit. Now diarrhoea has gone down and we can walk around the village without problems (Woman in village X in Indonesia). 

 “So many things have changed now in this community. There use to be faeces all round houses. Not now. This is the best thing that happened to us and it is our own project”. (Villager in Jigawa, Nigeria, WaterAid, 2007, p 14)

Of course, as critics of other participatory approaches point out (e.g. Cooke and Kothari  2001), while community-based participatory approaches can be empowering they do not necessarily eliminate mechanism of control. They also point out that it is very difficult to truly empower communities. Empowerment may be easier in smaller and homogenous villages handpicked by NGOs. It may be more difficult in heterogenous communities and is not necessarily a goal in government-driven campaigns which are target driven. Many government driven campaigns (e.g. Haryana, Indonesia) do not involve intense social mobilisation and facilitation.  Here extension workers from the district or community health workers may enter communities and provide training and directions. Such a diluted form of CLTS would probably not be different from top-down models of behaviour change.   A few Bangladesh NGOs also feel that the quality of their facilitation and mobilisation has declined due to the compulsion of going to scale. A fieldworker from VERC told me: “In the past we could spend 2-4 hours in a village mobilising. Now due to all the pressure to spread our work and meet DFID targets, we only have 30 minutes per village.“ Obviously, this will compromise on their use of intense participatory approaches in the field.

But the shift from a classic behaviour change approach to ‘participation’ could also mean a new approach to the exercise of biopolitics (Gastaldo, 1997, p. 120). Normality about the new behaviour takes places in a participatory way, instead of through top down education.  Instead of professionals putting forward their views, community members create new norms that should be used and this could constitute a new form of control. 

In the case of CLTS, this could happen in a newly ‘triggered’ and ODF village that has been successful. There is a buzz amongst people; they seem to repeat the same messages (e.g. “You have arms and legs and spend so much money on your daughter’s wedding. Why can’t you build a kaccha toilet. Think of your girls who will be exposed to strange men and the benefits for your women and children.” – Girl at CLTS gathering in Haryana ).  Control could also take place through ostracising groups (e.g. non-adopters are not allowed to participate in edir , an Ethiopian community organisation key for local wellbeing; fines are imposed; children blow whistles and spy on those shitting in the open (Bangladesh ) etc. etc.).  While critics of CLTS, tend to highlight the ‘shaming’ aspect based on my research, it appears as though sanctions, control and monitoring do not last very long. Sanctions, fines etc are lifted either after the village attains ODF status or after the momentum of the programme has died down (more on that later). 

Thus, even approaches like CLTS which could be a radical form of behaviour change could embody elements that contribute to the management of social and individual bodies. For example, people are told by extension workers, other villagers, leaders, imams (who play a big role in Bangladesh etc.)  that “if you change your behaviour  by using a toilet you are liberated from shame, ill health, disease etc. Alternatively, if you continue to defecate in the open, you will continue to suffer due to disease, lack of privacy etc.”). Thus behaviour change and educational campaigns around CLTS could have underlying assumptions of either subjugation or liberation - both of which are exercises of power.  Moreover, they create new identities (i.e. either people are clean or dirty, depending on their sanitation practices) (see Gastaldo, 1997 for a discussion of Brazil). Participation is also not embraced by everybody who advocates CLTS. In some places, it can be incredibly top down (e.g. in Maharastra which very target driven). In parts of Indonesia, discourses of sinning could also be a form of control.   

How sustainable is behaviour change in CLTS? 

There is no doubt that CLTS achieves results quicker than other approaches such as PHAST and Sanitation Marketing. The magic and power of a successful ‘triggering’ exercise can motivate swift toilet construction.  The presence of spontaneous leaders or a dynamic local champions (e.g. village head; health expert e.g. Ibu Augustin in Indonesia; or administrator, e,.g. Amit Agarwal, Haryana; Nipun Viyanak, Maharashtra and Subhashish Pandya, HP) can help galvanise energy in achieving ODF communities swiftly.  When CLTS works, it really takes off.  Villages can achieve ODF status in a month.  But does this mean that behaviour change has really taken place? 

100% ODF is the aim of CLTS but emerging research seems to suggest that this is difficult to sustain.   In many cases, 100% ODF may never have been achieved. Largely, the monitoring and verification systems are weak in Indonesia. There are no official processes and they rely on self-declaration. In India, the verification process is equally fraught with difficulties It is unlikely that teams from distant Delhi (or the NGOs who are subcontracted) will visit every house, especially those on the fringe where many poor groups reside. They may also be satisfied with the fact that families are sharing toilets but whether this continues for long is another matter. 

In village SX in Pandeglang, Indonesia, Mr XX told us that his kampung was 100%  ODF. A few houses away, two young women had no idea of the CLTS programme and showed me the place in the river where they go to shit.  In Jalna district, Maharashtra, we entered into village X which had won the NGP award in XXX at about 9 am. We saw about six women with their pots walking gaily to the field for their daily ritual and they were not too bothered about the NGP status of their village.  The results from our country teams seem to suggest that behaviour change is very difficult to sustain and there are usually some defaulters. It could however be argued that a 80% - 90% ODF community from 20% in the past is a remarkable achievement.  Even if there are some defaulters in the villages, it is common to hear both men and women speak with confidence about the changes in their lives and villages.  They also display pride about the other positive spin offs that have arisen after CLTS has been implemented (e.g. a water scheme as a reward either from the government or NGO, a new road or electricity etc.).    

Thus, even in CLTS behaviour change is difficult to sustain.  There are several reasons for this. (1) Poor facilitation, verification and monitoring could contribute to a false sense of success in the first place; (2) There are many constraints faced by poor women and men in terms of resources, time and capacity with respect to their daily hygiene and sanitation practices (see Tabuchi, 2002).   In villages without much social cohesion and where special efforts have not been made to address the interests of the poor, behaviour change of the whole population may not be achieved. (3) Three, there is also a tendency to lose sight of the role of water in the context of both livelihood strategies and in acting as a constraint towards toilet construction and use.  In village X in Himachal Pradesh, women told us that it was impossible to continue to use their toilets with such unreliable water supply and with the walk to the stream being XX hours away. Dry toilets were not appealing to them culturally. The government was promoting sanitation at the expense of providing them with reliable water supply and this was a deterrent in building toilets. In village X in Alaba woreda in SNNPR Ethiopa, the only water source was a distant stream. Villagers felt the government demand on them was unrealistic. Sociologists have also argued against causal links between change as the stimulus and collective behaviour as the response. According to Bruce (1983) this implies curious models of human motivation. 

It is also not clear how far CLTS facilitators and practitioners  (on the ground) seek to engage with indigenous beliefs and practices. Zeitlyn and Rowshan (1997) and Burghart (1988) have demonstrated how expert knowledge on the part of biomedical practitioners and health workers has been dismissive of indigenous beliefs and practices. Instead, they could hold the key to understanding why some people adopt and others do not.   While several public health scholars and epidemiologists seek to understand local perceptions, say, of diarrhoea and toilet use, there may not be a truly meaningful consideration of local knowledge and considerations.  Instead, the focus is on changing people’s behaviour, rather than considering how professional knowledge is also fallible and how local knowledge needs to be treated on an equal standing (cf. Tabuchi).
Once local knowledges are understood, they may help to develop culturally appropriate strategies. In parts of South Asia, for example, imbalance of ‘heat’ and ‘cold’ either within the body or environment can be blamed for diarrhoea (Helman 2002). In other groups, bad breast milk, heavy foods can also or pollution can be blamed.  Supernatural causes (e.g. evil eye, witchcraft, sorcery etc., having sex during pregnancy) are also provided as causes.  In parts of Africa, women cannot use the same toilet that is used by their father-in-law. Therefore, they might need a separate women’s toilet in the compound. Burghart (1988) also discusses in detail local cultural knowledge regarding water and sanitation. For example, in his study in Nepal local people seemed people were more concerned about constipation rather than diarrhoea which was seen as something self-inflicted brought by under-digestion because the food was too heavy, too hot or too much to digest.  Thus, they didn’t feel it necessary to invest in toilets.  However, once the outsider built on local knowledges and perceptions and treated them on par with expert knowledge, it was easier to implement the new programme. 

Burghart (1988) has criticised the notion that the health planner is devoid of her or his own cultural biases and knowledge. Usually, the facilitator, health worker or trainer is seen as a purely rational administrator whose own cultural background doesn’t impinge on professional decision making.   But behaviour change is also required on the part of facilitators, administrator and donors. CLTS has been good to flag this. As Kamal Kar has remarked, “the only poverty is that of the mind and mindsets” (reference to follow). 

3) Local Impacts 

Health

Sanitation and CLTS proponents make strong links between toilet use and a decline in disease. Still, several literature reviews (Esprey 1986; Kremer and Zwane 2006: Fewtrell et al 2005) show that existing literature on diarrhoeal disease transmission interruption mechanisms like water and sanitation infrastructure and hygiene behaviour change is weak and cannot be used confidently to estimate their relative effectiveness and cost-effectiveness. Most studies are subject to extensive methodological flaws such as lack of plausible comparison group, clustered sampling, inability to estimate separate impacts of individual interventions and inadequate means of accounting for externalities (Kremer and Zwane, 2006). (Bongartz, 2007a)
More than 20 years ago, in 1986, a study by Esprey and Habicht lamented the lack of reliable studies that assessed the relative benefits and effectiveness of different water, sanitation and hygiene interventions to reduce child morbidity and mortality. Drawing attention to the shortcomings and methodological weaknesses of existing studies, they called for new research on what works and is the most cost-effective. However, almost ten years later, in 2005, Fewtrell, Kaufmann, Kay, et al’s review Water, sanitation, and hygiene interventions to reduce diarrhoea in less developed-countries: a systematic review and meta-analysis resulted in very similar conclusions and reiterated the call for different kinds studies that could more reliably inform programmes aimed at reducing the diarrhoeal disease burden. Judging by the critical review on cost-effective prevention of diarrhoeal disease carried out by Zwane and Kremer in 2006 and 2007, it seems that to date there still is no formal, systematic review and meta-analysis comparing relative evidence on the effectiveness of water, sanitation and hygiene interventions. This begs the question as to why no one has followed up on these reviews and actually carried out the required research? (Bongartz, 2007a),
Most existing reviews agree that all interventions seem to have an impact on health, but it has not been possible to make conclusive statements about the relative cost-effectiveness or which one has the most benefit in terms of sustainably reducing child morbidity and mortality. It is therefore no surprise that current debates in this area centre around the relative merits of each intervention and that commentators differ greatly in their view of what should receive the most attention (and financial support). (Bongartz, 2007a)
Apart from the methodological issues raised above, diarrhoeal diseases are also linked to poverty with resultant poor nutrition, water supplies, housing and overcrowding.. These are also important issues, over and above sanitation. There are still controversies about  whether it was nutrition or sanitation and water that played a key role in the sanitation revolution of the 19th century (see Section 6 this paper). 

I found that health issues are usually not cited as the top benefits by most local people. Instead, the benefits listed included privacy and comfort (largely for women), a clean environment, security for young girls, dignity and so on.   Some people explicitly mention health benefits and freedom from diarrhoea but this is often on prompting or by those who are very active in CLTS work and spread.  This concurs with studies by Jenkins, Scott and other researchers at LHSTM (2007) who have argued that prestige, dignity and not health are listed as the key benefits from toilet use. An LSHTM study in Ghana revealed that motives for hygiene behaviours identified by mothers seem to fall into three areas: nurture, ie the desire to care for, look after and protect children; disgust, ie the desire to avoid actual or imagined contamination; and social concerns, ie desires to be accepted by and gain status in society. All these concerns are united by the wish to keep oneself, one’s children and one’s environment clean and neat. (Scott et al, 2007). An evaluation of WaterAid’s CLTS Programme in Nigeria similarly found that communities wanted to be more “developed” or “advanced” or like their neighbours.(WaterAid, 2007)
Sanitation, be it in the 19th or 21st century, thus draw on images of consumption and modernity. It is not uncommon to see porcelain pedestals in poor homes, even if there is not piped water as yet to make it work.  The toilet has been fundamental is producing the modern self.  The desire to have a ‘modern’ pour flush toilet may prevent families in villages from building simple ones. In village X  in XX district in Indonesia, I met young rather yuppie couple who continued to shit in the river even though they lived in a very wealthy house, compared to the other more modest houses in the village who had built simple toilets.  They were just waiting for enough money to build a grand toilet.  

Discussions with a chemist in village X near Rajshahi, Bangladesh, revealed a dramatic decline in sales of ORS packets since toilet construction began on a grand scale in his village.  I could cite many examples of this but they would count as ‘anecdotal’ evidence for epidemiologists and donors. We have been asked to  produce statistics on the health benefits and provide direct links with MDGs.  But the push to produce statistics can be  misleading or false as  highlighted by a table revealing the dramatic decline in diarrhoea after a village attained 100% ODF status. These statistics have been in circulation around the world. They originate from WSP/ Knowledge Links in India. The table shows that rural households in Himachal Pradesh with limited toilet coverage reported a high diarrhoea recall (up to 38 percent). Even villages with close to 100 percent household toilet coverage showed a high recall of diarrhoea incidence. Only villages declared to be open defection-free, with 100 percent toilet usage, reported a significant drop in diarrhoea recall to 7 percent.  The lesson was that if the population continues to practice open defecation, the risk of bacteriological contamination and disease transmission may continue to be high.  (Source: Formative research by WSP-Knowledge Links for IEC Manual in Himachal Pradesh, 2005). However, when queried on methodology neither WSP nor Knowledge Links can provide much information. The sample size was very small (only 19 HHs). 
Our research team in India found the opposite. In all the CLTS villages water contamination was the highest. The sample size was very small (only 9 villages) and there is a strong need to understand issues concerning causality (e.g. groundwater tables, soil contamination; proximity to water sources; the pre-CLTS situation etc. In the absence of these data, it is difficult to be conclusive about the findings. 
 These two examples indicate how inconclusive linkages with health and diarrhoea incidence are. In  the rush to provide numbers misleading information and statistics can be circulated.   It is safe to say that it is notoriously difficult to provide conclusive links between toilet construction and improved health outcomes. There are several intervening factors which include breastfeeding, maternal health, nutrition, groundwater quality, poverty, living conditions and so on which make causal linkages difficult. Concentrated toilet construction can also have second and third generation effects that we haven’t been able to study in tremendous depth. . These include possible groundwater contamination, problematic waste disposal and the release of effluents in the environment which could also have knock-on effects on health. 

Gender  

CLTS is known for the strong roles played by women facilitators, natural leaders and also ordinary women who are often the ones to persuade their husbands and families to start constructing and using a toilet.  It is particularly striking in places like the NWFP, Pakistan and in North West Bangladesh. In a village in Uganda, a man was offering reasons about why he had not been able construct latrines. In response to his explanation that the area was too rocky to dig pit latrines, an elderly woman aged 80 years intervened by saying “I am an old woman and a widow with energy. I have a pit latrine. If a man cannot dig a pit then I’m ready to become their “husband” and construct for him a latrine.”As the husband is traditionally regarded as the head of the home and a symbol of authority, in this situation, the man was seen as having failed in his core duties and looked down upon by the community.(Plan Uganda) In Haryana, a society with the second worst gender statistics in India, women have also played a key role as cluster coordinators and facilitators.  Ibu Agustin in Indonesia and the high number of spontaneous leaders in Indonesia are also good examples. 
Gender analysts are aware that the presence of strong and dynamic women and women leaders often gives the impression that gender empowerment is universal. This is misleading. Key is to understand whether gender relations have changed and become more favourable for women; whether equity issues have been addressed and whether spaces have been created for women to articulate their interests.  It is also important to know whether poor and excluded women such as female-headed households have gained special provisions through CLTS programmes in villages.  It would be good to learn more from the research teams, not the CLTS proponents amongst us! 

From my village visits and research, there are clear benefits for women from CLTS. These include privacy, time saved and freedom from embarrassment, not to speak of health benefits which are often not articulated. However, when water availability is poor, women’s workload can increase due to latrine construction.  In some cases, women have played a key role as  the agents of CLTS spread as revealed in the examples cited above. 

But I’ve also seen many cases where women have not been included effectively. In Haryana in village X, women told us that they were constructing latrines because ‘the government had told us.” There was very little ownership there.   Women may be token representatives on water and sanitation committee without much power and clout.  Women may not be consulted in issues concerning toilet location, materials etc. These may be made by the men. It may also be women who clean and maintain the toilet,  adding to their existing labour.  These are not indicators of women’s empowerment. 

CLTS also does not explicitly mention menstrual hygiene or separate bathing places for women. These are now recognized by gender and sanitation specialists are key issues (cf. Bapat and Agarwal 2003; Bharadwaj and Patkar 2004).  Furthermore, gender analysts often think that the no subsidy policy will harm many women because women are amongst the poorest in the community (Sara Ahmed, personal communication).  Amina’s paper will shed light on this issue. 

CLTS also explicitly targets women in what could be interpreted as problematic ways. Women are often seen as the main producers and reproducers of household health.  CLTS and public health messages also actively reinforce and reinterpret this (In speeches and campaigns, women are told to be good mothers and carers and start using toilets etc.). While women may reinterpret these ideals in local practices and discourses, they can also reinforce domestic roles and virtues of women and make them passive recipients of public health messages. CLTS is often rolled out by primary health carers (e.g. Indonesia and Ethiopia). Here sanitation concerns are rolled in together with maternal health, immunisation, family planning etc. Often here women and children are targeted, instead of targeting men who may not necessarily follow their mothers’ or wives’ advice.  Also it is men who are responsible for decision making. 

It could be argued that, like many other sanitation programmes, CLTS does not address gender inequalities explicitly enough and often fails to acknowledge the constraints faced by poor women in terms of resources, time, decision-making power and capacity in relation to domestic hygiene practices. Promoting changes in sanitation and hygiene behaviours without addressing the structural issues of gender inequality could further increase the burden of work for women in terms of time and labour

Subsidies, help, the right to sanitation and what happens to the poorest  

CLTS  has been both praised and damned due to its stance on subsidies.  CLTS advocates a  no hardware subsidy position because subsidies in the past had not led to local community ownership and toilet usage. CLTS instead, encourages people to help themselves and, if necessary, the rich contribute and help the poor.  This position has been praised by many who feel that sanitation hardware subsidies of the past had resulted in unused toilets and no significant  increase in toilet use.   Also many feel that it’s impossible to target the poorest of the poor. Instead, many not- so- poor end up benefitting from the subsidy (REFs). 
The position has been criticised by many (e.g. XXX) who see this as anti-poor. It could, on the face of it, seem to be a neo-liberal stance that lets the state and governments off the hook from taking care of people’s basic rights to sanitation.  Also it could imply an anti-rural bias because in urban areas there is no way people can manage their waste disposal and sewage systems without strong state action and funding. There are now growing calls from international advocates to view sanitation as a basic human right as has been the case with water.   However, water is different.  Water is something everybody will use once it is provided and privatisation and escalating user fees have led to disconnections, health problems and exclusion of the poor (see Mehta 2003).  As discussed in this paper, toilet provision by the state or NGOs does not guarantee its use. 
Contrary to what people may think, CLTS principles may not necessarily contravene the basic right to sanitation in rural areas.  CLTS interventions (when they work ) are more sustainable and empowering than top-down  government, target driven approaches. There is much room for government and donor action to ensure people’s basic rights to sanitation via CLTS. These could  include ensuring institutional sustainability, providing funding for dedicated staff and facilitators and health and extension workers, proper vertification and monitoring systems  and also hard money for toilets in schools, market places etc. etc. But of course, if the poor are being excluded there is a need for concerted action to take their interest on board. 
Let me now turn to the community level. Do the lack of subsidies harm the poor? Do the rich really cross-subsidize the poor?  It is true that CLTS discourses draw on a rather idealised notion of ‘community’ which in reality may be conflict ridden, full or patron-client relations and inequalities, especially in South Asia. The community is rarely problematised as has been done in the literature, say, on community-based natural resource management and participatory development (REFS, GUijt; IDS work). This begs the question: Are the interests of the poor, women and female-headed households really be taken on board in CLTS.  
My observations in the field have been mixed. In many villages in Bangladesh, I have observed  that the rich have provided land, bamboos, labour etc. to poorer households, widows etc, in order to make the entire community ODF (give examples..).  I am unable to comment whether this has lead to new relations of patronage.  I also observed in one village that a few rich Muslim households in Maji para in North West Bangladesh refused to grant the largely Hindu and poor population of the village any land to build latrines. They considered the poorer Hindus to be dirty and unworthy of help. 

In India, Sarpanch InderSingh in village X in Haryana personally lent the poor people in his community money to build toilets. In other villages, the poor have been offered interest free loads. However, I’ve also observed that the poor have complained of the Zamindars who refuse to help them and demand interest on loans to build toilets. They have complained of .  We need to systematically tease out these issues in our research. 

Finally, indirect forms of subsidy take place in CLTS all the time.  The collective reward to a village at the end of the intervention could be seen as a form of subsidy. It is largely the no upfront hardware subsidy that’s advocated. However, this rule seems to be bent too. In many parts of India, CLTS inspired programmes provide subsidies to Below Poverty Level (BPL) households.  This can take place before or after the toilets are constructed. NGOs in Bangladesh may also explicitly target the poorest of the poor who are left out once most of the village achieves ODF status (BB, personal communication). 

These are critical issues that we must tease out systematically at the conference, based on the country studies. 

4) Sustainability 

In water and sanitation processes and interventions, analysts have argued that it has not been easy to assess whether something is sustainable or not due to the difficulty of defining sustainability in operational and quantitative terms (Figueres, Rockström et al. 2003). In part this is due to questions concerning the adequacy of assessments and designs to gauge social and environmental costs. These could include: natural resource depletion; compensation to future generations for social and cultural costs as well as the depletion of natural resources; impacts on health, or financial and institutional costs.  Engineers such as Mihelcic et al. (2003) have stressed the importance of bringing together three dimensions when viewing sustainability in water and sanitation. These include societal sustainability (social justice, equity), environmental sustainability (human and ecosystem health, natural resource protection and restoration) and economic sustainability (productivity, employment, growth etc.). Watkins, McConville and Barkdoll (2004) build on these to identify and explore several metrics for water use sustainability. These include:  (2) the percentage of income spent on water and sanitation; (3) the incidence of waterborne diseases and (4) the indices related to a managed system’s ability to cope with extreme events.  They also consider the temporal and spatial scales over which such metrics can be calculated.   

These are valuable indices. Overall though, current approaches lack adequate criteria to judge sustainability or pro-poor development in sanitation (Figueres, Rockström et al. 2003). Most indices tell us little regarding whether water and sanitation use is enhancing equity (Mehta et al, 2007). Furthermore, sustainability could also be directly linked to the level of local participation. There is growing evidence that when intense community mobilisation allows local people to play a key role in project design and execution, sustainability is enhanced and there is an incentive to make the system more resilient. The rapid spread of CLTS is a good case in point.  It has been documented that when there is a high level of ownership and mobilisation, local people continue to maintain the toilets even after floods and other shocks (Kar and Pasteur 2005).   Our  research in North West Bangladesh indicates that extreme poverty can hinder sustainable toilet use. After structures collapse, the lack of affordability can prevent households from rebuilding their toilets. 

5) 2008 is not 1858 – Lessons from History

 “Sanitation is more important than political independence.” (Mahatma Gandhi)

“the degree of civilisation of any nation can be measured 

by its rulers’ endeavour in order to improve its sanitary stage 

(Ayala 1904 -)

“the first duty of a Minster should be the health of the people” 

Disraeli, 1872 

2008 is the 150th anniversary of the ‘Great Stink’. In the summer of 1858, the smell of untreated sewage overwhelmed people in central London for several weeks.   Parliament was compelled to take action.  In the late 1890s, the infant mortality rate in the UK was about the same as it is in Nigeria today and the price of water from private companies was exorbitant. Diarrhea, dysentery and the lack of separation of water from sewage were rampant.   Much has been written about the sanitary revolution. Edwin Chadwick in 1842 played a key role in highlighting the loss of life due to filth, poor ventilation and the lack of attention to water and sanitation (UNDP 2006, 29).  John Snow in 1854 showed that cholera was a waterborne disease and that clean and uncontaminated water was necessary.  The experiences of the Great Stink gradually led to massive reforms. Sanitation became the focus after 1880 and the sanitation systems in the city were transformed and the London Sewerage System was created.  After several decades of trial and error, the urban environment acquired pipes, sewage systems and clean water in taps for both the rich and the poor. The "Great Stink" became a distant memory and there were visible improvements in human wellbeing and health (i.e. improved life expectancy and infant mortality rates) (see Black 2008; UNDP 2006; …). . 

The authors of the 2006 water and sanitation HDR call for a similar revolution. They would like a huge mobilisation of public resources, leaders to take up the sanitation cause and new coalitions for social reform to prioritise sanitation as a political priority. Nobody would disagree with their sentiments.  But there are key differences between now and then. . In the 19th century, cholera affected everybody, not just the poor. A good case in point is the famous Broad Street Pump Incident that John Snow studied in detail.  The rich were equally at risk of infection, not just the poor.  

Cairncross and other argue that, contrary to the common belief that the reforms of 19th century England which brought improved water supply contributed to a major reduction in the incidence of diarrhoeal disease, the reduction of the incidence of and mortality from endemic diarrhoeal disease at that time was in fact marginal and that the situation really only improved between the first & second WW when increased access to in-house water supply and excreta disposal resulted in improved domestic hygiene.(Cairncross, 2003)

 The poor did not willingly embrace the sanitation cause (see below). Instead, it was the rich who were keen on a fit work force that motivated them to invest in sanitation facilities for the poor.  Thus, it was capitalist not humanitarian reasons that motivated the rich (Fisher et al, 2006). Today’s work force is large and the rich are not particularly concerned about its wellbeing. The rich and elite in cities in the global South are more immune to sanitation issues and waterborne diseases – apart from rural areas which is why CLTS has led to more dramatic results and a greater spread and potential for uptake than many urban sanitation interventions – they are unlikely to pick up the sanitation cause with the same fervour.  

There are also different readings of the Great Stink and the subsequent revolution, 150 years on. According to Christopher Hamlin (2006) the 19th century public health movement did not enlarge citizen’s sphere of entitlement. Instead it served as a compensation for the withdrawal of a presumed entitlement to a more primary set of necessities. Political economy not laudable public health goals ultimately triumphed. According to Hamlin, necessities such as food, water, sanitation are never biologically fixed but change according to the standards erected by class and culture. Around the mid 19th century, ‘necessaries’ were de-medicalized and transformed into consumer commodities. He takes issue with the notion that Chadwick’s famous 1842 “Report on the Sanitary Condition of the Labouring Population” was a public recognition of necessity. Instead, new liberalism could not cope with both political and biomedical equality.  Instead, there was a fusion of rights, gifts (from the state or philanthropoists) and commodities.   He disagrees with the notion that the removal of what was both dangerous and disgusting, often represented as the exemplar of Victorian commitment to public provision in matters whose networked character put them beyond the domain of individual consumer choice (p. 392). Instead, the sanitary revolution made it a marketable commodity.. 

Like today, sanitation efforts were resisted, both by counter reformers who found that it had implications for social regimentation and by those whose needs were to be meet.  For example, wastes were considered a saleable asset (p. 393). Residents with new water fixtures and drains often converted them or did not use them. They failed to pay rates, pawned fixtures and used water closets for other purposes. Their lack of adoption was seen as the barbarity of the poor by the Victorians or as the consequence of poverty by others. Hamlin however argues that it could also be that they didn’t see these unasked for appliances as necessities but as marketable commodities or flexible devices. Parallels with today are striking. The poor today are also castigated for not appreciating the importance of sanitation and criticised when they do not 

Mckeown thesis – nutrition played a key role in Britain’s mortality transition..  Not just water and sanitation… 

Moreover, the sanitation revolution of the 19th century took 6 – 10 decades to actually take root. It is thus unlikely to happen overnight today.   Targets such as the 1980s water and sanitation decade and the MDGs of our current century come and go.. But service provision is a long journey having political, economic, governance implications.   Then as now the poor had little voice but there were strong economic imperatives and justifications for sanitary improvements (Fisher et al 2006). Today, the bacteriological model which lead to the sanitation revolution has not taken root in most of today’s developing world where sanitation facilities are created for a few and the rest are left unconnected characterised by ill health and exposure to industrial and other wastes.  (Gandy, 2006) Short-sightedness on the part of authorities, donors and project-driven approaches will not solve the problem. 

The role of champions in donor agencies, governments and administration is key. But beyond the articulate champions, the development community, donors, national and local governments need sober realism about what’s possible and a strong determination to do away with target driven approaches and quick fixes and the pressure to spend.  History can but does not always repeat itself easily. 
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� This paper will be published as an IDS Working Paper. is an incomplete draft and will be finalised after the December conference.  Many thanks to Petra Bongartz for her help with the literature for this paper and for her useful inputs. Research for this paper was possible thanks to DFID support for the project “Going to Scale: The Potential of Community-led Total Sanitation.” 





� The Joint Monitoring Programme for Water Supply and Sanitation by UNICEF and WHO considers the following as improved sanitation: 


connection to a public sewer


connection to a septic system


pour-flush latrine


simple pit latrine


ventilated improved pit latrine 


Public or shared latrines, open pit latrines and bucket latrines do not qualify as improved.





� Sanitation is included under MDG 7, Environment, Water and Sanitation which sets the target of  ‘halving by 2015, the proportion of people without sustainable access to safe drinking water and basic sanitation’.





� Disgust is an important emotion in daily life. It is usually considered to be the mammalian rejection response to bad tastes (Rozin et al 1999). Mary Douglas’ work on taboo and pollution (1966) discusses how anomalous items that are unique or those that instantiate properties of different classes, are seen to be disturbing and thus are objects of taboo or pollution. Shit and other bodily excretion qualifies as anomalous and also challenge the “basic living-dead dichotomy” (Rozin et al, 1999, 29).  But according to Rozin et al (ibid) Douglas’ work does not however account for the most powerful and common disgusts.  Faeces, in their view, thus constitute the primary disgust substance.  They elicit the most primordial and intense disgust and could be close to universal.�  Rozin et al (ibid) are surprised that faeces have not previously been regarded as the core of disgust.  The CLTS approach however, would concur with this thinking in its attempt to de-naturalise the act of open defecation  and make explicit the associated emotions such as disgust, shame and so on. 





Curtis’s work centres around how disgust helps motivate people to maintain good hygiene and sanitation. She would also adhere to the near universality of faeces as disgusting  based on a universal need to protect oneself from disease (given that faeces contain 20 known viral, bacterial and protozoan pathogens  ( see Glausiusz, 2002).
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