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ABSTRACT 

Providing sanitation in rural communities in Ghana has become a huge challenge. Funds 

from the Government remains scarce while external or, for that matter, international 

donor support for sanitation in many instances have become ineffective. In today's 

world, where sanitation is on the high level of technology, it is sad to note that there is a 

silent crisis called poor sanitation which is affecting the health, well being, dignity and 

development of millions of people. This study explored the impact made by the new self 

help concept of Community Led Total Sanitation (CLTS) in rural communities in the 

Nadowli-Kaleo District of the Upper West Region. The study adopted a survey research 

design. A total of 84 households and 12 officers from Non-Governmental Organisations 

(NGOs) and government agencies within the District Assembly were selected for the 

study. The findings reveal that prior to the implementation of the CL TS in the district, 

open defection was a serious menace, even though some other interventions were made, 

such as provision of subsidy. Contrary to the old approach, CL TS involves all community 

members from the beginning, from the need assessment to choosing the type of latrine 

and the type of materials to use. This creates some sense of ownership and also 

encourages patronage. The study concludes that there is the need for an investigation into 

the local demand and willingness for community members to pay for sanitation services 

in all communities earmarked for such purposes in order to have a mass adoption of the 

project. To make the project more sustainable, the study recommends that technical 

assistance should be given to communities in the form of latrine artisan training as well as 

training in other components of hygiene to help in complementing the hardware and the 

soft ware components. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background of the Study 

Sanitation services are one of the crucial elements of basic human necessities and are 

sometimes recognised as a human right. Unfortunately, in large parts of the world, access 

to these services is far from obvious (Mengueze et al., 2014). Poor sanitation remains a 

major threat to development, impacting countries' progress in health, education, gender 

equity, and social and economic development. Globally, 2.5 billion people - including 

840 million children - do not use improved sanitation and 1.2 billion, almost a fifth of the 

world's population, practice open defecation. In rural areas, this is the case for nearly I in 

3 people (UNICEF, 2009). 

Poor sanitation and hygiene are the highest cost for women and children. Women, 

adolescent girls, children and infants suffer most from inadequate hygiene and sanitation 

facilities. The two main causes of mortality among children under age five - acute 

respiratory infections and diarrhoeal diseases - are closely linked to poor hygiene and 

sanitation. Of the 1.8 million people estimated to die each year from diarrhoea, 1.5 

million are children. Repeated diarrhoeal episodes are a significant underlying cause of 

malnutrition, leading to weakened immune systems and impaired growth and 

development (Mengueze et al., 2014). 

.J 

Several interventions all over the world have, therefore, focused on ways of improving 

sanitation and its associated hazards. For example, in September 2000, the 189 member 
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countries of the United Nations adopted eight Millennium Development Goals (MDGs), 

committing themselves to making substantial progress toward the eradication of poverty 

and achieving other human development goals by 2015. Some cardinal areas of concern 

among the eight (8) goals include the reduction of child mortality and ensuring 

environmental sustainability (Todaro, 2009). The main targets of these goals include 

influencing households' access to clean water and sanitation. 

Ghana at first, implemented a top-down approach in the provision of sanitation 

infrastructure. It took the form of subsidy-based approaches that viewed sanitation as a 

private household good rather than a social responsibility, often assuming communities 

were unwilling or unable to invest in sanitation. Development planners often determined 

what sanitation products communities needed with little local participation or deference 

to the specific local context. Besides, sanitation messaging focused on telling 

communities about the health risks posed by poor sanitation and open defecation rather 

than empowering them through awareness raising about the positive effects of improved 

sanitation practices (Afro barometer, 2015). 

These top-down approaches have proved largely ineffective in achieving total sanitation. 

Often, latrines went unused and people continued to defecate in the open. Vulnerable 

populations - including women, children, people with disabilities and the poor - were 

frequently excluded from the benefits of improved sanitation because centrally planned, 

household-based programming did not adequately account for their needs. Furthermore, 
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sanitation programmes have long been add-ons to water projects, resulting in inadequate 

attention and budgeting. 

At the core of the shift in sanitation programming is a move from donor-determined and 

supply-driven approaches to community-led and demand-driven approaches. The 

traditional approach to sanitation programming focused on latrine construction rather 

than usage, and on giving households subsidies to support these projects rather than 

empowering communities to collectively change their sanitation situation. In contrast, 

Community Approaches to Total Sanitation (CATS) start at the local levels with aim of 

helping communities to become open defecation free. Community Approaches to Total 

Sanitation (CATS) is an umbrella term used by UNICEF sanitation practitioners to en 

compass a wide range of community-based sanitation programming. This approach 

requires that local people work to generate demand and leadership for improved 

sanitation and behaviour change within a community; produce sustainable facilities and 

services through engagement with local markets and artisans; and promote adaptation and 

replication at scale through local capacity building. CATS depend on broad engagement 

with diverse groups in the community, including households, schools, health centres and 

traditional leadership structures. Communities lead the change process and use their own 

capacities to attain their objectives. Their role is central in planning and implementing 

improved sanitation, taking into account the needs of diverse community members, 

including vulnerable groups, people with disabilities, and women and girls (UNICEF, 

2009) . 

.J 3 
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A form of CATS in Ghana is Community-Led Total Sanitation (CLTS) approach. 

Community-Led Total Sanitation (CLTS) was first introduced in 2006 through a pilot 

project implemented by Community Water and Sanitation Agency (CWSA) in the 

Central Region of Ghana. As CL TS gained recognition of success, the Government of 

Ghana (GoG) revised the National Sanitation Policy to update its scope and to address the 

underlying causes of poor environmental sanitation and its vital link to health. 

Government of Ghana (GoG) also adopted the CLTS approach as a national strategy for 

expanding sanitation and hygiene practices, and developed an open defecation free 

(ODF) protocol for assessing communities' ODF status, and systems of award and 

recognition ofODF communities (Plan International, 2015). 

Community-Led Total Sanitation (CLTS) approach support communities to determine for 

themselves what design and materials work best for sanitation infrastructure rather than 

imposing standards. External agencies provide guidance rather than regulation. Thus, 

households build toilets based on locally available materials using the skills of local 

technicians and artisans. In the Upper west Region, CLTS has been implemented in 

several districts as an effective way of improving households' access to sanitation. 

The Nadowli-Kaleo District is fortunate to have benefited from the projects of a good 

number of Non-Governmental Organisations (NGOs) of which some provided water 

and sanitation projects either as an integral part of their programmes or in full packages. 

ADRA Ghana, Global Water Initiative (GWI), UNICEF and Water Vision are some of 
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those with water and sanitation packages in the district complementing the services being 

rendered by the District Assembly. 

1.2 Problem Statement 

The National Environmental Sanitation Policy and the recently developed rural sanitation 

strategy are clear on the way forward in their approach to environmental sanitation in 

Ghana. Ghana has clearly adopted the Community Led Total Sanitation (CLTS) as the 

main approach to providing environmental sanitation services in rural communities and 

has enjoined all MMDAs to implement the policy at their levels. This is because the 

approach facilitates a process of empowering local communities to stop open defecation. 

However, it has been revealed that majority of Ghanaians do not have access to toilet 

facilities in their homes or compounds. Households instead make use of toilets outside 

their compounds or have no access to toilets at all.National averages mask the enormity 

of the open defecation risk in parts of the country. Regional statistics indicate that the 

proportion of the population without access to toilets inside their homes or compounds is 

as high as 83% in the Upper West region (Afrobarometer, 2015). 

In the Nadowli-Kaleo District of the Upper West Region, CLTS has been implemented to 

curb the high incidence of open defecation as a measure to improving safe sanitation in 

the district. However, open defecation is still high and stands at 70% (Environmental 

Health and Sanitation Directorate, 2013) and hence the high incidence of diseases 

associated with open defecation. There is also evidence of socio-economic crises due to 
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factors such as the unavailability or inadequate sanitary facilities and the low patronage 

rate of available facilities in communities within the district. Further sources indicate that 

as much as 77.6 % of households in the district have no toilet facility and hence resort to 

open defecation. The commonest toilet facility used in the district is public toilet (WC, 

KVIP, Pit, Pan) representing 9.9% and KVIP representing 7.0% (Ghana Statistical 

Service, 2014). 

Recently, many actors (e.g the District Assembly and UNICEF) in the sanitation sector 

have also implemented various sanitation projects in this regard in a quest for solutions in 

the district. One main effort in this direction is mass sensitization programmes to 

influence households' hygiene and sanitation practices but the situation in most cases did 

not change much. Though important, the districts acceptance and lack of sense of 

ownership of sanitation facilities provided through the old approaches has not yet 

attracted the attention of empirical studies on households' access to sanitation in the 

district. This study therefore seeks to fill the gap in the academic literature with regards to 

the differential effectiveness of the old approach and new approach to sanitation in the 

district. The results of this study will reveal households' response to CLTS approach in 

accessing sanitation in the district. This study will, therefore, recommend possible ways 

of influencing households use of CLTS facilities in the district. 

6 
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This study is also relevant in that practical recommendations will be made for addressing 

the issues that may come to the district assemblies and other development partners. More 

reliable guides will also be recommended to the District Assemblies for monitoring water 

and sanitation projects implemented within the district by external development partners 

to avoid duplication of projects. 

1.3 Research Questions 

The main question guiding this study is: what is the role of Community Led Total 

Sanitation CCLTS) in improving access to safe sanitation in the Nadowli-Kaleo District? 

Specifically, the study seeks to answer the following questions: 

1. What is the existing approaches being used for addressing sanitation issues in the 

Nadowli-Kaleo District? 

2. How does the Community Led Total Sanitation CCLTS) approach operate? 

3. How do households in the Nadowli-Kaleo District respond to the CLTS 

approach? 

4. What is the cost of providing for sanitation facilities in the Nadowli-Kaleo 

District? 

1.4 Research Objectives 

The main aim of the study is to assess the role of CL TS in improving access to safe 

sanitation in the Nadowli-Kaleo District. 

The specific objectives are: 

7 
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., 1. To examine the existing approaches for addressing sanitation problems in the 

Nadowli-Kaleo District 

11. To assess the Community Led Total Sanitation (CLTS) approach to safe 

sanitation 

111. To examine how households respond to the CLTS approach to safe sanitation. 

IV. To analyse the cost of constructing sanitation facilities in the Nadowli-Kaleo 

District. 

This study seeks to bring to bear the critical individual approaches to total sanitation and 

to draw the attention of players in the sanitation sector to its significance in assessing the 

old hard ware subsidy approach and the CLTS approach and there by adopting solely the 

later. Though the research would be conducted in the already beneficiary communities in 

the Nadowlilkaleo District, its findings and recommendations may be applicable in all 

communities with similar situation as access to safe sanitation is relevant in all rural 

settings to compliment it's development. The research therefore apart from increasing the 

8 

1.5 Significance of the Study 

Ghana is well noted for the implementation of various strategies in addressing the 

sanitation situation for many years, but as was identified in the problem statement the 

rural sanitation state, particularly in the area of basic sanitation is still young and 

struggling. There are several reasons to this fact. One of the major factors could be the 

tactics involved in the human behavior change which is paramount in achieving 

millennium development goals as well as improve the health of the people. 
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knowledge of the researcher, fulfilling a partial requirement for the researchers degree 

and serving as reference to students who wish to conduct similar studies, shall be of 

positive relevance to all Metropolitan, municipal and district assemblies, particulary the 

Nadowli district assembly for the total eradication of open defecation and for other 

government and non governmental organisations in the WASH sector. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter presents a review of literature related to sanitation. Several concepts and 

variables are reviewed with much concentration on Community-Led Total Sanitation 

(CLTS). The review is organized in to broad areas including theoretical framework, the 

conceptual framework, the concept of sanitation, households' awareness of sanitation 

practices, the factors influencing utilization of sanitation facilities and the alternative 

sanitation facilities to CLTS. 

10 

2.2 Health Care Utilization Theory and Model 

Specific determinants of health care utilization are sometimes difficult to identify because 

they cut across different issues in space. Culture, economics, access, perceptions, 

knowledge, belief in efficacy, age, gender roles, and social roles are all among the 

extensive list of factors influencing both the choice to seek health care and the assessment 

of which health care option to utilize for prevention and treatment of illness. Various 

theories and models are therefore, developed to offer explanations to health seeking 

behavior. The theories are considered as decision points or stages of health care seeking 

while the models are regarded as containing sets of interacting variables. This section 

presents Mechanic's general theory of help seeking, and Andersen's model of health care 

utilization. 
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Mechanic's (1978) general theory of health seeking takes a psychological approach to 

health care utilization. The theory incorporates ten decision points which determine 

illness behavior: 

1. the salience of deviant signs and symptoms; 

2. the individual's perception of symptom severity; 

3. the disruption of the individual's daily life as caused by the illness; 

4. the frequency of symptoms and their persistence; 

5. the individual's tolerance of symptoms; 

6. the individual's knowledge and cultural assumptions of the illness; 

7. denial of illness as a result of basic needs; 

8. whether or not response to the illness disrupts needs; 

9. alternative interpretations of symptom expression; and 

10. Treatment availability via location, economic cost, psychological cost (stigma, 

humility, etc.), and treatment resources. 

Beyond these ten points, Mechanic's theory allowed for illness response to be influenced 

by either the individual or a person who makes decisions for the individual (Wolinsky, 

1988b). Thus, as expressed in the illness behavior theory, autonomy and heteronomy 

influence health care utilization. 

This theory has many applications in households' sanitation and hygiene practices. The 

cause of Diarrhea is associated with inadequate sanitation and hygiene practices 

(Mengueze et al., 2014). This, from the theoretical view point may imply that the 

utilization of sanitation facilities will depend on the symptoms, severity and perceptions 

11 
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of people. Households that have experienced diarrhea can easily adopt CLTS facilities as 

a control measure. Mechanic's (1978) also place much emphasis on the individual 

knowledge and cultural assumptions. The application of this to this study context is that 

household knowledge and awareness of diarrhea, its prevention and control will influence 

utilization of the control measures (eLTS). The treatment sources, cost of treatment and 

availability of alternative sources as postulated by Mechanic all have practical application 

in this study; thus if households have alternatives to CL TS, utilization level will become 

low. 

12 

Andersen (1968) developed a model of health care utilization (Figure 2.1) which looks at 

three categories of determinants: predisposing characteristics, enabling characteristics 

and need based characteristics. The model offer explanation to the utilization of health 

service with applications in related field. 

Predisposing characteristics according to the model represents the tendency to utilize 

health care services. According to Andersen, an individual is more or less likely to use 

health services based on demographics, position within the social structure, and beliefs of 

health services benefits. An individual who believes health services are useful for 

treatment will likely utilize those services. Its application in this study is that the culture 

and beliefs of households in the Nadowli District can be a factor determining utilization 

of CLTS facilities. It also implies that use of CLTS facilities can be influenced by 

demographic variables. 
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The enabling characteristics include resources found within the family and the 

community. Family resources comprise economic status and the location of residence. 

Community resources incorporate access to health care facilities and the availability of 

persons for assistance. The CL TS has been influenced by the intervention of the District 

Assembly in collaboration with UNICEF that offer capacity building training to 

households. Besides, households are therefore, required to use their own available 

resources to construct toilet facilities for which availability of such resources can be a 

significant factor. 

In the 1970's, Andersen's model was later expanded and refined to include the health 

care system. The health care system includes health policy, resources, and organization, 

as well as the changes in these over time. Resources comprise the volume and 

distribution of both labour and capital, including education of health care personnel and 

available equipment. Organization refers to how a health care system manages its 

resources, which ultimately influences access to and structure of health services. 

According to this level of the revised model, how an organization distributes its resources 

and whether or not the organization has adequate labour volumes will determine if an 

13 

The need based characteristics includes the perception of need for health services, 

whether individual, social, or clinically evaluated perceptions of need (Wolinsky, 1988b). 

This aspect considers the individual perception and awareness of CLTS facilities' 

influence on sanitation. On the other hand, it may mean whether households accept that 

CLTS is necessary as an intervention for their health needs. 
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individual uses health services. An application of this is the sensitization programes 

offered to households through triggering and post-triggering. 

Other elements of the updated model include recognition that consumer satisfaction 

reflects health care use. Furthermore, the model includes the notion that there are several 

health services available, and both the type of service available and the purpose of the 

health care service will determine the type of service utilized. Here, households need to 

be convinced that the purpose of CL TS is to improve their health status through good 

Figure 2.1:Model of health Care Utilisation 

sanitation and hygiene practices. Thus, according to the revised model, whether or not a 

specific health care service is utilized and the frequency a service is utilized will have 

different determinants based on characteristics of the population and the health services 

(Andersen, 1995; Andersen & Newman, 2005). 

Population Characteristics 
• Predisposing 
• Enabling 
• Need Consumer Satisfaction 

f--+ Use of Health • Convenience 
Services • Quality 

• Type -+ • Availability 
• Purpose • Financing 

Health Care System 
__. 

• Time interval • Provider 
• Policy 
• Resources 
• Organization 
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Source: Adapted from Andersen (1995). 
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The model in Figure 2.1 is designed to offer explanation to health seeking behaviour of 

people and can therefore, be extended to related issues such as utilization of CLTS 

facilities in communities where it has been introduced. The framework is therefore, 

adopted for this study because of its practical application. 

2.3 Conceptual Framework 

Households' response to the CTLS approach in the Nadowli-Kaleo District has been 

conceptualized to have been influenced by a combination of factors. The factors varied 

and consisting of modified variables of Andersen's (1995) model (predisposing 

characteristics, enabling characteristics and need based characteristics) as shown in 

Figure 2.2. 

15 
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Figure 2. 2: Conceptual Framework of Household Utilization of CLTS Facilities. 

Functional 
institutions 

16 

Source: Author's Construction. 

The conceptual framework shows that utilization of CL TS facilities in the N adow li - Kaleo 

District is influenced by factors including demographic and economic variables, 

institutions, level of household health risk, the social system of the people and the 

availability of alternative sanitation facilities to households. 

Functional institutions/organisations such as the intervention of donor organisations, local 

government organisations and Community Based Organisations can mobilize community 

members to participate in CLTS projects. Such intervention can come with capacity 
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building packages such as sensitization to create people awareness of importance of 

CLTS in promoting improved sanitation. The interventions may also educate households 

in the construction of sanitation facilities. 

Besides, demographic and economic variables such as age, gender, education, household 

size and income levels can influence utilization of CLTS facilities. Education for instance 

can have direct influence through knowledge acquisition and awareness creation while 

higher income levels can facilitate the construction of CL TS facilities. 

Households with high risk of sanitation and hygiene related diseases may be willing to 

adopt new intervention to control the existing sanitation challenges than those that are 

considered risk free. This suggests that people living in areas prone to an outbreak of 

Diarrhoea are most likely to use CLTS facilities. 

The figure also shows that the social system such as beliefs, values, taboos, religion and 

relationships in the community can influence utilization of CLTS facilities. The fact that 

CLTS facilities are constructed using local materials as well as its projects led by natural 

leaders suggests that practices can be independent of their social system. 

17 

Finally, the framework also shows that availability of alternative sanitation control 

methods can influence use of CLTS facilities. The alternatives may include, Ventilated 

Improved Pit, Pit latrines, and open defecation. 
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2.4 Sanitation 

Sanitation generally refers to the provision of facilities and services for the safe disposal 

of human urine and feces. Inadequate sanitation is a major cause of disease worldwide, 

and improving sanitation is known to have a significant beneficial impact on health both 

in households and across communities. Sanitation also refers to the maintenance of 

hygienic conditions through services such as garbage collection and wastewater disposal 

(WHO,2010). 

Sanitation could also be applied to very specific situations, concepts, the location or 

method which may be deemed right for the safe disposal and management of human 

waste. Sanitation is the way of life which must come from within the people and must be 

seen in every aspect of life. In terms of burden of disease, water-borne and water-washed 

diseases comprise mainly infectious diarrhoea. Infectious diarrhoea includes cholera, 

salmonellosis, shigellosis, amoebiasis, and other protozoal and viral intestinal infections. 

18 

~. 

According to Wolfer and Kloot (2010), sanitation is the hygienic means of promoting 

health through prevention of human contact with the hazards of wastes. Hazards can be 

physical, microbiological, biological or chemical agents of disease. Wastes that can cause 

health problems are human and animal feces, solid wastes, domestic wastewater (sewage, 

sullage, or grey water), industrial wastes and agricultural wastes. Hygienic means of 

prevention can be through the use of engineering solutions (e.g. sewerage or wastewater 

treatment), simple technologies (e.g. latrines or septic tanks), or even by personal hygiene 

practices (e.g. simple hand washing 'with soap). 
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These are transmitted by water, person-to-person contact, animal-to-human contact, and 

foodborne, droplet and aerosol routes. As infectious diarrhoea causes the main burden 

resulting from poor access to water and sanitation, and as there are data for all regions on 

its incidence rates and deaths, in this analysis the impact of interventions is exclusively 

measured by the following two indicators: 

• Reduction in incidence rates (number of cases reduced per year). 

• Reduction in mortality rates (number of deaths avoided per year) (Guy, et ai, 

2006) 

Fred (2009) compared the status of water and sanitation and concluded that latrines offer 

less inspiring images and copy. Even the UN's declaration of the period 2005-2015 as the 

"International Decade for Action - Water for Life" betrayed the neglect of sanitation, in 

presentation if not intent. The consequence is that global access to safe sanitation 

increased only from 49% to 63% in the period 1990-2010,2.5 billion people unprotected. 

This figure has barely changed in recent years and is projected to be 2.4 billion in 2015, 

dooming the MDG target of 75% to almost certain failure (Ghana Public Health Reports, 

2012). Fred also stated that in sub-Saharan Africa, access to safe sanitation has advanced 

from 26% to just 30% over the last two decades, extrapolating to arrive at the MDG 7 

target sometime during the 22nd century. 

Sanitation is the access to excreta disposal facilities. In the developing world, this often 

means access to an 'improved' latrine like those that are acceptable worldwide and 

adequately prevents contact of excreta with the users (Suzzy, 2005). Environmental 

sanitation is a set of actions geared towards improving the quality of the environment and 
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reducing the amount of disease. By doing so, the hope is that living conditions will 

improve and health problems will decrease. The management of water, solid waste, and 

industrial waste, as well as pollution and noise control, all fall under the umbrella of 

environmental sanitation (World Bank, 2012). 

In addition, adequate environmental health information as well as knowledge and 

understanding about the connection between hygiene and disease could be very useful for 

a safe sanitation. Poor sanitation implies ill health. Bacteria, viruses and parasites found 

in human waste are responsible for the spread of typhoid, cholera as well as other 

infectious diseases that kill millions of people every year.(WHO and UNICEF 2010) 

There is a lack of information to the public about how diseases spread because of germs 

and poor sanitation. Most people are not aware that Accra's trash problem is a growing 

cause of many of its diseases. In 2008, over US$700.00 million was spent on treating 

malaria in Ghana. That figure has not slowed down. Malaria is the number one health 

problem all over Ghana. This indeed has contributed to the socio-economic challenges in 

the country (WHO and UNICEF, 2010). 
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The concept of sanitation as put forward by different writers covers a wide range of 

issues such management of all kind of waste and keeping the environment clean. 

However, the objectives of this study are geared towards assessing how the Community 

Led Total Sanitation influences household access to safe sanitation. 
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2.3 Importance of Sanitation 

Open defecation is implicated in a formidable range of endemic infections - not just 

diarrhoeas, but also tropical enteropathy, malabsorption of nutrients in the gut, ascaris, 

tapeworms and other intestinal parasites, hookworm, the hepatitis, liver fluke, 

schistosomiasis, trachoma and zoonoses. As a result, infant and children undernourished 

and stunting are also aggravated (Edward, 2012). Community Led Total Sanitation opens 

up the possibility of tackling and mitigating all of these bad effects simultaneously, the 

more so by focusing on total sanitation, and contributing to and enhancing the dignity 

and wellbeing not just of the better off, but of all women, children and men. 

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

livelihoods. The World Health Organization (WHO) estimates that nearly 273,000 days 

of attendance per year would be gained if the water and sanitation MDG were met 

(Hutton and Haller, 2004). Around 6,000 people a day or 1.8 million a year - 90% of 

whom are children die of focally transmitted diseases e.g. hookworm, guinea worm 

disease and bilharzia. More children under the age of five die from diarrhoea than from 

21 

Cholera is another big problem in Ghana. Cholera outbreaks have been directly linked to 

a lack of proper refuse dumping sites and improper disposal of waste. Open defecation 

lies in the roots of many development challenges, as poor sanitation and lack of access to 

toilets impact public health education and the environment (Peter, et al., 2010).This 

position magnifies the effects of open defecation on development activities in societies 

and hence bring to the fore the need to investigate more into it. 
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HfV, malaria and tuberculosis put together. And many more are irreversibly debilitated 

and stunted by illness during their early years (Water Aid, 2009). This means that 

communities must consider accessing safe sanitation as an important ingredient in 

achieving development goals. The fact that households in the Nadowli-Kaleo District are 

still lacking access to safe sanitation requires a scientific verification in order to find 

effective intervention. 

facilities must be correctly constructed and properly maintained (Roberts, 2011). 
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Poor sanitation affects communities economically. Women and children are mostly 

affected by the huge issue of the absence of sanitation facilities especially, girls in school. 

Such girls are forced out of school due to the hustles they go through in trying to care for 

themselves when they have to ease themselves or change during their menstrual periods. 

Most people of the working class are forced to stay away from work when affected by 
, 

sanitation related diseases. This also may lead to death especially of children. Equally, 

adults could also lose their lives as a result of the outbreak of sanitation related diseases. 

Aside the disease menace, households or even the community as a whole, could suffer 

economically. 

2.4 Access to Sanitation 

Access to improved sanitation facilities refers to the percentage of the population with at 

least adequate access to excreta disposal facilities that can effectively prevent human, 

animal, and insect contact with excreta. Improved facilities range from simple but 

protected pit latrines to flush toilets with a sewerage connection. To be effective, 
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However, the Ghana Statistical Service (2014) indicates that such sanitation facilities are 

not common in the Nadowli-Kaleo District. This implies that household in the district 

might have been resorting to open defecation as a way of accessing sanitation. 

Many people in different places still do not have access to sanitation. For example, four 

(4) out of ten people in the world do not have somewhere safe and clean to go to toilet. 

Besides, 2.5 billion people globally, - including 840 million children - do not use 

improved sanitation and 1.2 billion, almost a fifth of the world's population, practice 

open defecation. In rural areas, this is the case for nearly 1 in 3 people (UNICEF, 

2009).The majority of these people live in Asia where just over half the population (52%) 

does not have adequate sanitation (Banerjee et al.,2011). Poor sanitation means bad 

health. Bacteria, viruses and parasites found in human waste are responsible for the 

transmission of cholera, typhoid and other infectious diseases that kill millions of people 

every year. 

In 2010, some 1.1 billion people were practicing open defecation and 2.5 billion lacked 

access to improved sanitation, almost all in developing countries and predominantly in 

rural environments (Kamal and Roberts, 2010). Access to toilets is sharply skewed, with 

the lowest income quintiles having by far the least access and the least improvement over 

recent decades. In addition, lack of privacy for women for defecation, urination and 

menstrual hygiene, and the shame of being seen, are major gender discriminations in 

South Asia and elsewhere (Water Aid, 2014). 

23 
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The welfare implications of safe water and sanitation cannot be overstated. The economic 

gains from provision of improved services to millions of un-served Africans are 

enormous. The international adoption of Millennium Development Goals brought the 

inadequacies of service provision sharply into focus. With only 58% and 31 % enjoying 

access to water and sanitation services respectively, sub-Saharan Africa is the only 

continent that is off-track in achieving the MDG 7 in 2015. The problem is compounded 

by the fact that a rigorous and credible baseline did not exist on coverage to improved 

water and sanitation and resources required to meet the MDGs (Banerjee et ai., 2011). 

\ 

To many in the 'Global North', using the toilet is not something that much time is spent 

thinking about. We take for granted that when we rieed to relieve ourselves, there is a 

private clean place where we can do that he also stated that but in developing countries, 
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the answer may determine whether you live or you die. Around 2.6 billion people do not 

have access to a toilet; about four in ten of the world's population. Instead they practice 

open defecation in the bush, the forest, by the riverbanks and lakes, near train trucks and 

by the side of the road (Peter et al., 2000). Similar practices might have been common 

among households in the Nadowli-Kaleo District. 

In principle, toilets should be as close as possible to classrooms and playing areas, to 

ensure that, they can be used conveniently and safely. Entrances should be positioned to 

provide maximum privacy and entering and leaving toilet block. In preschool facilities, 

toilets may need to be adjacent to the child care space, because young children frequently 

need supervision when going to the toilet. Reducing exposure to human waste through 
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safe toilets and latrines dramatically reduces contamination, by a measure of nearly 400 

million cases a year. A recent poll of 11,000 medical professionals for the British 

Medical Journal established sanitation as the greatest medical milestone in 150 years - 

ahead of penicillin, the successful use of anesthesia and mapping the human genome 

(Elizaberth,2009). 

In 1999, the responsibility to support communities in the provision of water supply and 

sanitation in more than 110 small towns and in rural areas in Ghana was transferred to the 

District Assemblies. Sanitation also became a responsibility of the District Assemblies, 

both in urban and rural areas. Furthermore, the government of Ghana pursued private 

sector participation in urban water supply with the assistance of the World Bank through 

preparatory studies and workshops, but without actually bringing in the private sector yet 

[Community Water and Sanitation Agency (CWSA), 2004]. 

In Accra, only 77.5% of homes have toilets but only 30% have flush toilets. The average 

person in Accra has to share toilets with 10 or more persons in public latrines. Lack of 

plumbing has led to huge amounts of water being dumped on the streets (Water Aid, 

2010). Not every facility meets the safe international standards, but at least they could be 

constructed to meet the local standards and be safe to use. The facility must be 

constructed such that that when used, the excreta is separated from the user (Louisa, 

2012). These problems can all be prevented by having a safe, clean toilet close to home. 

Enabling women's voices and problems to be heard in the decision-making process is not 

easy, but a crucial part of the solution. 

25 
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Poor health resulting from inadequate sanitation has a knock-on effect on family 

economy. This results in a severe drop in income and a negative effect on the whole 

family's nutrition. A study in Karachi found that people living in areas without adequate 

sanitation and who had no hygiene education spent six times more on medical treatments 

than those with sanitation facilities (Water Aid, 2002). Poor sanitation also affects the 

national economy. Significant funds are spent on health care and medicines to combat 

disease, while many school and working days are lost to ill-health resulting from poor 

sanitation (Water Aid, 2002). 

Lack of safe toilets leads to 200 million tones of untreated waste in our living 

environment every year. That waste is full of pathogens that cause diarrhoeal diseases, 

the second leading cause of death for children under the age of five. Reducing exposure 

to human waste through safe toilets and latrines dramatically reduces contamination, by a 

measure of nearly 400 million cases a year (UNICEF, 2008). Recommended technologies 

are the closet and septic tank system, the pour flush latrine (where water is used for anal 

cleansing), the ventilated improved pit latrine (VIP), the aqua privy and any other proven 

technologies recommended by MLGRD. Bucket (pan) and open trench latrines are 

actively discouraged and must be phased out as they do not meet the minimum sanitary 

standards (World Bank, 2010). 

The review discussions access to sanitation from different parts of the world including 

Ghana. The evidence is that many people including those in Ghana do not have adequate 
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sanitation facilities. Similar trend may be replicated in the Nadowli-Kaleo District. 

However, the fact that none of the empirical studies is conducted in the district leaves a 

literature gap that needs to be filled. 

2.5 The National Sanitation policy in Ghana 

The best estimate of current sanitation coverage in Ghana is around 35% but there are 

significant regional variations with coverage in some regions being much lower. Despite 

the relatively low sanitation coverage, investment in sanitation, which is currently about 

$25million per annum, is only about 25% of that in water supply {MLGRD, 2010). 

Ghana has had a National Environmental Sanitation Policy since 1999. This takes a wide 

view of sanitation, covering food hygiene and solid waste and excreta disposal. Its 

decentralized approach reflects Ghana's commitment to developing decentralized forms 

of government. The policy covers all aspects of environmental health, including excreta 

disposal and solid waste management. It sets out responsibilities for the various 

stakeholders, from individuals through community organizations to the Ministry of Local 

Government Rural Development, Metropolitan, Municipal and District Assemblies 

(MMDAs), Ministries of Environment Science and Technology, Health and Education, 

educational institutions and the private sector (MLGRD, 2010). MLGRD is universally 

recognized as the lead ministry for sanitation policy development. The responsibility of 

MMDAs, which fall under MLGRD, for the implementation of development 

programmes, including sanitation, is recognized in the Constitution and Civil Service 

Law. The policy recommendations on decentralization are broadly being followed, 

although there are capacity issues at the local level. 
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It sets out the roles of a number of ministries and institutions, but needs to be updated to 

include reference to the roles of MWH and CWSA. The policy mentions the role of the 

Ministry of Health in supporting hygiene education activities and contributing to 

regulation and standard setting for environmental sanitation services, but does not expand 

on what this role might entail. There is a need to update policy to make good these 

dal eficiencies. While updating policy, the possibility of requiring that the various 

stakeholders working in the sector follow a sector-wide approach should be considered 

(Salifu and Taylor, 2005). 

The Environmental Sanitation policy, which was revised in 2010, responds to (MLGRD, 

2010): 

• The principle of subsidiary in order to ensure participatory decision-making at the 

lowest appropriate level in society. 

• The principle of recognizing indigenous knowledge, diversity of religious and 

cultural practices 

• The principle of community participation and social intermediation. 

District Assemblies shall regulate technologies for domestic toilets by legislation and 

application of the building code. Assemblies shall arrange for the provision of public 

facilities in central business districts, major commercial and light industrial areas, local 

markets and public transport terminals (lorrylbus stations). District Assemblies shall 

promote the construction and use of house hold toilets, including the conversion of pan 

latrines to approved types Environmental sanitation policy (MLGRD, 2010). 

28 

www.udsspace.uds.edu.gh 

 

 

 

 



The policy assigns an enabling role to higher levels of government and the departments 

and agencies that fall under them. MMDAs are given direct responsibility for waste 

management, public health management, environmental monitoring, planning and 

monitoring. However, responsibility for developing appropriate environmental sanitation 

infrastructure, including domestic and communal toilets, rests with communities, which 

are directly responsible for planning, technology selection and implementation (Kevin 

and Lukeman, 2005). 

The Environmental Sanitation Policy recognizes Community Led Total Sanitation 

(CLTS) as one of the approaches for rural sanitation in Ghana. A number of Community 

Led Total Sanitation (CLTS) of pilot projects have for the last four years been 

implemented in Ghana and an evaluation of selected CLTS pilot projects concluded that 

the approach can rapidly change attitudes towards sanitation practices and ignite efforts 

by communities to improve the sanitation situation in their communities, including 

increasing demand for latrines (AguaConsult Ltd, 2011). 

Despite the national sanitation policy, households in different parts of the country still 

lack access to sanitation. Notwithstanding, intensive studies have not been conducted on 

access to sanitation in the deprived districts in Ghana. In the Nadowli-Kaleo District for 

instance no has addressed household utilization of sanitation facilities despite the existing 

poor sanitation practices as identified by the Ghana Statistical Service (2014). 
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2.6 The Concept of Community Led Total Sanitation 

Kamal Kar, the originator of the Community Led Total Sanitation (CLTS), first stipulated 

the idea in 2006. He believes that the idea of Community Led Total sanitation has to be a 

thing that should be in rural communities. Indeed, he first found it suitable for remote 

communities. To this effect, he recommended that community members could just dig a 

pit and use however it may appear. This suggests that the approach of CLTS does not 

required complex or expensive sanitation infrastructure but rather the use of local 

material available to households (Kar, 2006). 

It is relevant to note that it is not just about the will of the people to change from their old 

ways and provide facilities themselves but the edge to keep and sustain the facilities 

being provided. This idea or concept, therefore, could much be looked at from the point 

of motivating community members to develop the interest of being responsible to their 

own sanitation situation and hence use more durable materials for the toilet facilities 

instead of the old approach of offering subsidies (Kar, 2006). 

Community Led Total Sanitation (CLTS) is an approach that focuses on igniting a 

change in sanitation behaviour through community participation rather than constructing 

toilets. It does this through a process of social participation. It concentrates on the whole 

community rather than on individual behaviours and the collective benefit from stopping 

open defecation. This can encourage a more cooperative approach. Community Led Total 

Sanitation (CLTS) is an innovative methodology for mobilising communities to 

completely eliminate open defecation (00). Communities are facilitated to conduct their 
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own appraisal and analysis of open defecation (OD) and take their own action to become 

ODP (open defecation free) (Kamal and Chambers, 2008). This implies that 

implementation of CLTS intervention will be cost effective relative to the traditional 

approaches that requires the construction of modern sanitation facilities at a higher cost. 

CLTS was pioneered by Kamal Kar(a development consultant from India) together with 

Village Education Resource Centre (VERC), a partner of Water Aid Bangladesh, in 2000 

in Mosmoil, a village in the Rajshahi District of Bangladesh, whilst evaluating a 

traditionally subsidised sanitation programme. Kamal, 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 for a 

change in institutional attitude and the need to draw on intense local mobilization and 

facilitation to enable villagers to analyse their sanitation and waste situation and bring 

about collective decision-making to stop open defecation (Kamal and Chambers, 2008). 

CL TS 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) (Chambers, 2009). 

In addition to creating a culture of good sanitation, CLTS can also be an effective point 

for other livelihood activities. It mobilizes community members towards collective action 

and empowers them to take further action in the future. CLTS outcomes illustrate what 
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communities can achieve by undertaking further initiatives for their own development. 

Providing toilets is not just an efficient public health measure, it is also an affordable one: 

"Good sanitation doesn't mean expensive sanitation," said UNICEF's Chief of Water and 

Environmental Sanitation, "It can be a very simple pit latrine, a well-sealed hole in the 

ground. That's just as good as a flush toilet" (Elizabeth, 2008). Despite this view point on 

how sanitation can be access with ease, people still resort to open defecation in rural 

Ghana especially, in the Nadowli-Kaleo District of the Upper West Region. 

In 2011, the proj ect introduced a low -subsidy approach to household latrine construction 

marking a new phase - the project focused on providing additional, lower-cost models of 

household latrines (many with designs incorporating locally available materials, such as 

bamboo, thatch, wood, bricks). In addition, beneficiaries were required to provide a 

larger cost-share for the construction. This new approach marks an important move away 

from high subsidies, but contains elements of Community-Led Total Sanitation approach, 

which is the national strategy for sanitation development in Ghana (WASH PROJECT, 

2012). 

The key to the success of CLTS is the attitude and approach of the facilitator. Through a 

participatory analysis of community sanitation the facilitator's aim is to stimulate a 

collective sense of disgust and shame among community members as they confront the 

crude facts about mass open defecation. This triggers realisation among the community 

members that they each need to change their own habits and behaviour. The facilitator 

should never lecture or advise on sanitation habits, and should not provide external 
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solutions in the first instance (for example with respect to models of latrine). The goal of 

the facilitator is purely to help community members see for themselves that open 

defecation causes ill health and an unpleasant environment. 

The success of the CLTS triggering process is, therefore, dependent upon certain 

attitudes, especially avoiding teaching and preaching external ideas or offering subsidy. 

This attitudinal shift can be challenging, particularly for those who consider themselves 

to be sanitation 'experts' and who want to 'educate' people about health impacts or tell 

them to change their behaviour. The importance of ensuring that the essential elements of 

the facilitation process do not become diluted or diverted is proving to be crucial. 

A review carried out by Kar and Chambers (2008) found that institutional differences in 

the understanding of the CLTS approach were emerging as it was spreading from place to 

place. They found that some communities where an attempt at CL TS had been made, had 

not ever mapped the defecation areas of the village, or calculated the quantities of faeces, 

or drawn flow diagrams - all of which are key elements of the process for triggering 

CLTS. If the majority of community members miss the opportunity of participating in the 

collective analysis they might not understand the implications of open defecation, and 

might only dig pits under pressure from those who did participate. This could mean that 

their commitment to ceasing open defecation is not total or may lapse over time. It is 

therefore essential to involve the majority of the community in visual analysis and 

collective action planning. Continual reflection on and refmement of the methods and 

understanding of CL TS should also be undertaken through informal monitoring, sharing 

of experiences and further community consultations. Recent evidence has shown that 
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methodological quality can be derailed by inappropriate incentives. After the enthusiastic 

declaration by the Government of Bangladesh to achieve total sanitation by 2010, 

UpazilaNirbahi Officers (sub-district officers) have been offered significant incentives to 

ensure their respective sub districts become defecation free as fast as possible. As a 

result, some officers have pressured their villages and unions to ensure latrines are built, 

and families found not having a toilet when they have the capacity to build one have been 

fmed. This is totally against the philosophy of CLTS, whereby householders should 

voluntarily construct latrines because they are convinced of the collective benefits (Kar 

and Pasteur, 2005). 

Unlike most approaches to sanitation, CLTS does not offer subsidies for communities to 

build latrines. Instead, it uses participatory rural appraisal (PRA) tools to help 

communities recognize the health problems associated with defecating in the open- rather 

than in the latrines- and mobilize them to take collective action to stop open defecation 

(Tales of Shit, 2010). In the process, attention is focus on upgrading community latrines 

and implementing behavioural changes on latrine use, as well as the promotion of latrine 

cleanliness, maintenance and hand washing with soap. To ensure compliance, rules and 

regulations on sanitation and hygiene practices are formulated by communities, with de 

tails of penalties and rewards. 

Rewards and recognition, along with the ownership-sharing environment created by the 

CLTS approach, are the driving force for participation and collaboration between local, 

district and national stakeholders. The open defecation free ceremonies held in 
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settlements and school catchment areas are motivating adjoining villages, even beyond 

planned catchment areas (UNICEF, 2009). 

2.7 Community Led Total Sanitation and the Old Approach 

In accordance with Ghana's overall commitment to decentralization, as reflected in the 

Constitution and various enabling acts, the policy assigns an enabling role to higher 

levels of government and the departments and agencies that fall under them. MMDAs are 

given direct responsibility for waste management, public health management, 

environmental monitoring, planning and monitoring. However, responsibility for 

developing appropriate environmental sanitation infrastructure, including domestic and 

communal toilets, rests with communities, which are directly responsible for planning, 

technology selection and implementation (Lukeman, 2005). 

In contrast to earlier approaches, CLTS focuses on the behavioral change needed to 

ensure real and sustainable improvements - investing in community mobilization instead 

of hardware, and shifting the focus from toilet construction for individual households to 

the creation of open defecation-free villages. By raising awareness that as long as even a 

minority continues to defecate in the open everyone is at risk of disease, CLTS triggers 

the community's desire for collective change, propels people into action and encourages 

innovation, mutual support and appropriate local solutions, thus leading to greater 

ownership and sustainability (Chambers, 2009). 

While it is often a lack of privacy that makes people initially want a latrine, once they 

understand the links between diseases and the lack of sanitation people are more likely to 
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ensure that all family members use them hygienically (Water Aid, 2009). Community 

Led Total Sanitation (CLTS) has been identified as the approach that has demonstrated 

the potential to propel Ghana back on track to reach its MDG target on sanitation. This 

approach came on the heels of a sanitation promotion approach implemented by the 

Afram Plains Development Organization (APDO) and funded by Water Aid in Ghana 

(WAG) called 'Total Sanitation' under which total sanitation of communities was 

encouraged. 

Kinsasainyoangnaaykasilyas?,Asabakamonaga-tae diri?, and Pilakasakoanginyong tae 

dirikadatuig?" (Who among you has toilet?, Where do you shit?, and How many sacks of 

shit do you produce in a year?)When you hear a person ask the first two questions, you 

will probably think he/she wants to use a toilet to relieve himselflherself; while hearing 

the third question is somewhat unusual and might cause shock, laughter or outrage. 

However, these questions form part of the new sanitation approach called Community 

Led Total Sanitation (CLTS) pioneered by Dr. Kamal Kar, an independent development 

consultant from India. 

Kar developed this approach during his evaluation of a traditional water and sanitation 

program in Bangladesh in 1999. The approach had spread to Asia, Africa, Latin America, 

the Middle East and the Pacific. CLTS is now reportedly used in over 40 countries, 

although so far on a limited scale. Training of Trainers (ToT) on CLTS last 10-13 May 

2011 at IML Ecopark, Barangay Lumasal, Maasim, Sarangani Province. 
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• 

CLTS is based on radical principles. Unlike various sanitation programs implemented 

before by both government and NGOs that gave free toilet bowls and other assistance, 

CLTS does not offer direct subsidies to households. Subsidized construction of toilets 

does not necessarily lead to usage but were used as flower pots, cooking ovens, and 

chicken's nests. Thus, offering subsidies is not effective and does not necessarily change 

the behavior of people towards sanitation. 

CLTS involves different participatory rural appraisal (PRA) tools, used flexibly by 

facilitators according to the context in the "triggering process." These are: I) Climate 

setting & rapport building, 2) Defecation Area Mapping, 3) Calculation of Shit and 

Medical expenses, 4) Defecation Area Transect, 5) Faecal-Oral Transmission Mapping, 

6) Glass of water demonstration, and 7) Food and shit demonstration. These PRA tools 

help communities recognize the problems of open defecation (shitting in the open rather 

than in a toilet) and take a collective action to become open defecation-free (ODF). It 

explicitly talks about and makes visible the shit that is normally hidden beneath taboos 

and polite language. In CLTS, the local crude word for shit is always used. Hence, calling 

shit a shit (Mahintana Foundation, 2011) 

Community Led Total Sanitation (CLTS) 1S emerging as one effective demand 

responsive strategy that have the potential of igniting the involvement of all individuals 

and households to collectively identify the main routes of transmission of common 

diseases and impacts of environmental health problems. The identification of the extent 

of the problems and challenges that need to be overcome in order to address the issues of 

poor sanitation, by community members themselves, usually serve as the initial trigger 

for community mobilization and action. Unlike the previous supply driven approaches 
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which have proven ineffective, CL TS is not prescriptive but embraces all the tools and 

approaches that enable empowerment of communities to be motivated and so take 

collective action, with support of local government and other agencies to effectively 

promote sanitation awareness and behavior change issues beyond mere "toiletisation" 

(MLGRD,2011). 

Between 2006 and 2007, CLTS was piloted in 4 Regions through the collaborative efforts 

of government and private sector actors. These included the Community Water and 

Sanitation Agency (CWSA), Consultants and NGOs. To facilitate a better understanding 

of the approach, UNICEF sponsored learning trips to Bangladesh and Ethiopia in 2007. 

Following this, a number of trainings were then organized for sector actors for effective 

CLTS facilitation including an international one organized and attended by sector players 

in Nigeria . 
.. 

Lau (2010) asked whether the words of Lao Tzu apply in the context of sanitation. He 

asked if Should we build latrines only with the local knowledge and materials, or should 

we build more durably but costly improved-pit latrines, or perhaps explore more 

advanced designs? Is there a compromise solution? On the one hand, a low-cost, locally 

made and built pit latrine has many advantages. It can be easily scaled up, and there is no 

problem with materials sourcing and construction oversight. On the other hand, a higher 

end pit latrine with a ventilation pipe and concrete superstructure is more durable and less 

unpleasant to use, but more difficult to build (Lau, 2010). 
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In recent years, a numbers of organizations have introduced various community-based 

approaches to achieving sanitation improvement. These include the school Led and 

Community Led Total sanitation in several countries, including India, Bangladesh and 

Zambia. These approaches focus on the elimination of open defecation in the community, 

developing an understanding in the community that poor sanitation affects everyone, and 

that a collective approach is required. Through such initiatives, communities have been 

able to achieve remarkable progress with very limited external support including the 

elimination of direct hardware subsidy (UNICEF, 2009). 

• 

Ezekwo who is also a geologist said the impact so far in terms of proper sensitization 

and proper education in terms of having personal toilets is gaining ground in the WASH 

sector. He further explained: "In fact most communities today are now embracing CL TS 

as the best way of getting people to understand the importance of having their toilets . 

Now in communities we have facilitators but outside the facilitators we have what we call 

natural leaders. It is just like volunteers hygiene promoters. People that take it upon 

themselves that in their communities they must make sure that people stop defecating in 

the bushes, in the path ways, in the farms is working. We have such structures and from 

time to time we call them for workshops in Abuja and Calabar to build up their 

capacities. So these are the areas we intervene in respect to WASH" (Chukwuma, 2015). 

2.8 Cost of Sanitation 

In terms of financing interventions, it is important to make a clear distinction between the 

public and private sectors or spheres. Should water and sanitation be provided at zero or 
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subsidised cost by the government, or should the beneficiary pay the full cost? Are there 

other agencies that are able to bear some of the cost, such as non-governmental 

organisations or the private sector? In terms of who receives the benefit, a similar public 

private distinction should be made with a further desegregation by benefiting government 

ministry on the one hand (health, agriculture, trade, infrastructure, finance, etc.) and 

private sector beneficiary on the other (industry, agriculture, household). Therefore, 

economic evaluation including cost-benefit analysis should not only aim to provide 

information on economic efficiency, but also provide other policy-relevant information 

on who benefits and, therefore, who may be willing to contribute to the financing of 

interventions (Hutton, 2000). 

Implementing a sustainable scheme for financing latrine construction at the household 

level remains difficult task. So far the provision of subsidies has not proven to be 

sustainable and in many instances has not benefitted the targeted "poor" households. 

Lessons from the pilot projects indicates that the demand for improved household 

facilities is largely influenced by the levels of installment payment which are in turn 

dependent on the pay-back period allowed borrowers (MLGRD, 2011). Provision of 

environmental sanitation facilities requires substantial investments, while their continued 

maintenance and use entail costs incident on individuals, households, communities and 

government (MLGRD, 2010). 

Expenditure on sanitation in countries where WASH Cost has carried out research is too 

low, and is focused almost entirely on the capital costs of building latrines. There is a 
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striking difference between the expenditure required to provide a basic service and what 

is actually being spent. Too little is being spent on stimulating and sustaining demand for 

hygienic latrine use and on ensuring that latrines are kept clean and in good repair. The 

absence of arrangements for pit emptying and measures to ensure environmental 

protection is adversely affecting service levels (Joep and Melanie, 2012). 

Knowledge of the health benefits of the five interventions is important not only for a 

cost-effectiveness analysis, but also for a cost-benefit analysis as some important 

economic benefits depend on estimates of health effects. Over recent decades, compelling 

evidence has been gathered that significant and beneficial health impacts are associated 

with improving water and sanitation facilities. The routes of pathogens to affect health 

via the medium of water are many and diverse. Five different routes of infection for 

water-related diseases are distinguished: water-borne diseases (e.g. cholera, typhoid), 

water-washed diseases (e.g. trachoma), water-based diseases (e.g. schistosomiasis), 

water-related vector-borne diseases (e.g. malaria, filariasis and dengue), and water 

dispersed infections (e.g. legionellosis). While a full analysis of improved water and 

sanitation services would consider pathogens passed via all these routes, the present study 

focuses on water-borne and water-washed diseases. This is partly because, at the 

household level, it is the transmission of these diseases that is most closely associated 

with poor water supply, poor sanitation and poor hygiene. 

Moreover, water-borne and water-washed diseases are responsible for the greatest 

proportion of the direct-effect water and sanitation-related disease burden. In terms of 
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burden of disease, water-borne and water-washed diseases consist mainly of infectious 

diarrhoea. Infectious diarrhoea includes cholera, salmonellosis, shigellosis, amoebiasis, 

and other protozoal and viral intestinal infections. These are transmitted by water, person 

to-person contact, animal-to-human contact, and food15 borne, droplet and aerosol 

routes. As infectious diarrhoea causes the main burden resulting from poor access to 

water and sanitation, and as there are data for all regions on its incidence rates and deaths, 

in this analysis the impact of interventions is exclusively measured by the following two 

indicators: 

• Reduction in incidence rates (number of cases reduced per year). 

• Reduction in mortality rates (number of deaths avoided per year) 

These were calculated by applying relative risks taken from a literature review [5] which 

were converted to risk reduction when moving between different exposure scenarios 

(based on the current water and sanitation situation) (Guy and Laurence, 2004). 

2.9 Conceptual Framework 

Households' response to the CTLS approach in the Nadowli-Kaleo District has been 

conceptualized to have been influenced by a combination of factors. The factors varied 

and consisting of modified variables of Andersen's (1995) model (predisposing 

characteristics, enabling characteristics and need based characteristics) as shown in 

Figure 2.2. 
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Figure 2.2: Conceptual Framework of Household Utilization ofCLTS Facilities. 

Functional 
institutiolls 

Demographic 
and economic 
variables 

Utilization of 
CLTS 

moilities 

Source: Author's Construction. 

The conceptual framework shows that utilization ofCLTS facilities in the Nadowli-Kaleo 

District is influenced by factors including demographic and economic variables, 

institutions, level of household health risk, the social system of the people and the 

availability of alternative sanitation facilities to households. 

Functional institutions/organisations such as the intervention of donor organisations, local 

government organisations and Community Based Organisations can mobilize community 

members to participate in CLTS projects. Such intervention can come with capacity 
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building packages such as sensitization to create people awareness of importance of 

CLTS in promoting improved sanitation. The interventions may also educate households 

in the construction of sanitation facilities. 

Besides, demographic and economic variables such as age, gender, education, household 

size and income levels can influence utilization of CLTS facilities. Education for instance 

can have direct influence through knowledge acquisition and awareness creation while 

higher income levels can facilitate the construction of CL TS facilities. 

The figure also shows that the social system such as beliefs, values, taboos, religion and 

relationships in the community can influence utilization of CL TS facilities. The fact that 

CLTS facilities are constructed using local materials as well as its projects led by natural 

leaders suggests that practices can be independent of their social system. 

Households with high risk of sanitation and hygiene related diseases may be willing to 

adopt new intervention to control the existing sanitation challenges than those that are 

considered risk free. This suggests that people living in areas prone to an outbreak of 

Diarrhoea are most likely to use CLTS facilities. 

Finally, the framework also shows that availability of alternative sanitation control 

methods can influence use of CLTS facilities. The alternatives may include, Ventilated 

Improved Pit, Pit latrines, and open defecation. 

44 

www.udsspace.uds.edu.gh 

 

 

 

 



CHAPTER THREE 

PROFILE OF THE STUDY AREA AND RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter presents the general procedure for carrying out the research. It deals with the 

description of the study area, the research design, and the description of data 

requirements for the study. Besides, other elements of the methodology presented by the 

chapter include the sampling procedure, sample size, the research instruments and the 

methods of data analysis. Finally, ethical considerations and validity and reliability of the 

research instruments are discussed in the chapter. 

3.2 Study Area 

3.2.1 Location and Size 

The Nadowli-Kaleo District was carved out of the then Nadowli District in June, 2012 

under Legislative Instrument (L.I) 2101 with Nadowli as its capital. The Assembly is 

empowered as the highest political and administrative body in the District charged with 

the responsibility of facilitating the implementation of national policies. Under section 10 

of the Local Government Act 1993 (Act 462), the Assembly exercises deliberative, 

legislative and executive functions in the District. By this act, the Assembly is 

responsible for the overall development of the District through the preparation of 

development plans and budgets and other development initiatives (Ghana Statistical 

service, 2014). The role of the District Assembly also includes facilitation of 

development activities such as the provision of sanitation and hygiene infrastructure. The 
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assembly also collaborates with development agencies to carry out community 

development activities in the District. 

The Nadowli-Kaleo District cis shown in Figure 3.1 is centrally located in the Upper West 

region of Ghana. It lies between latitude 100 201 and 110 301 north and longitude 31 101 

and 21 101 west. It is bordered to the south by Wa Municipal, west by Burkina Faso, 

north by Jirapa and Lambussie-Karni Districts and to the east by the Daffiama-Bussie 

Issa District. The Nadowli-Kaleo District, with a territorial size of 1,132.02 krn2 extends 

from the Billi Bridge (4km from WA) to the Dapuori Bridge (almost 12km from Jirapa) 

on the main Wa-Jirapa-Hamile road. From west to east, it extends from the Black Volta 

to Daffiama (Ghana Statistical service, 2014). 
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Figure 3. 1: An Outline Map of Nadowli-Kaleo District showing Major 

Communities 

01.53 6 9 12 Kilometers 

Source: Ghana Statistical Service (2014) 

The location of the district has implication for its sanitation status. Knowledge of 

different approaches to sanitation from the nearby districts can be learnt and adopted by 

households in the Nadowli District since it has been surrounded by many districts. 

3.2.2 Population Size and Distribution 

According to the 2010 population and Housing Census, the Nadowli-Kaleo District has a 

total population of (61,561) and is generally, rural. Going by the international standard 
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for the definition of an urban settlement, for the 2010 population and Housing Census 

which defines an urban community as any community with a population of 5,000 or more 

none of the communities in the Nadowli-Kaleo District has attained an urban status 

(Ghana Statistical Service, 2014). 

The district has a total population of 61,561 people distributed across all ages and 

different sexes. Male population is 28,753 and that of females is 32,808 representing 

46.71 % and 53.29% respectively. Out of the total population, persons between the ages 

of 10-14 years with population of 8,592 constitute the highest proportion (14.0%) of the 

total population than any other age group. It means that there were more children born in 

the past 10-14 years than the number born in the past 0-9 years. The number of persons 

found between the ages of 95-99 is the least, constituting only (0.1 %) of the total 

population (Ghana Statistical Service, 2014). 

3.2.3 Household Size, Composition and Structure 

The total household population in the district is 60,813. The district also has 10,179 

households with an average household size of 6 persons per household. The average 

household size in the district is a little lower than that of the region which has an average 

household size of 6.2 persons per household. 

The composition and structure of households in Nadowli-Kaleo District remain basically 

traditional, where most of these households are headed by males. The complexity and 

size of the household depends largely on the headship of the household, both in terms of 
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the socio-economic status and gender. The extended family members (step/grand/adopted 

children, nieces/nephews, brothers/sisters etc.) predominantly formed the greater 

proportion of household members. A household's level of complexity is usually a 

reflection of how affluent the head of the household is. The head of the household is the 

person who has economic and social responsibility for the well-being of household 

members. 

3.2.4 Economic Activity Status 

The results of 2010 population and housing census indicate that 66.9% of the population 

aged 15 years and older are economically active and 33.1 % is economically not active. 

Out of the economically active population the proportion of the employed is 97.3% and 

unemployed is 2.7%. Also of the employed population, those who worked form 97.4%, 

while those who did not work but had jobs to go to were 1.9% and less than 1 % (0.7%) 

did voluntary work without pay. Majority (69.9%) of the population 15 years and older in 

the District are skilled agricultural, forestry and fishery workers. Besides, about 15.2% 

are craft and related trades workers, 6.6% in Services and sales sector and 3.4% are 

engaged as professionals (Ghana Statistical Service, 2014). 

3.3 Research Methodology 

Research methodology is the process use to collect information and data for the purpose 

of making business decisions. The methodology may include publication, research and 

other research techniques and could include both the present and historical information 

(Business dictionary, 20017). 
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3.3 .1 Research Design 

A research design encompasses the methodology and procedure employed to conduct 

scientific research. The design of a study defmes the study type which includes 

descriptive, co-relational, semi-experimental, experimental, review and sub-type research 

questions and hypotheses, independent and dependent variables, experimental design if 

applicable, data collection methods and a statistical analysis plan (Aborisade, 1977). 

Research design provides the cement that binds the research project together. A design is 

used to structure the research, it thus also indicate how all of the major parts of the 

research work, the samples or groups, measures, treatments or programs, and methods 

being employed in the piece of work together to address the main research questions. 

The study employed the cross-sectional survey design which usually produces a 

'snapshot' of a population at a particular point in time. A survey has several 

characteristics and several claimed attractions. Typically, it is used to scan a wide field of 

issues, populations, programmes etc. in order to measure or describe any generalized 

features (Cohen et al., 2007). The survey method can be used for descriptive, exploratory, 

or explanatory research. This method is best suited for studies that have individual people 

as the unit of analysis. Best and Khan (1998) for instance, maintain that this design can 

be used to study the conditions and relationships that exist, such as determining the 

nature of prevailing conditions, practices and attitudes, opinions that are held, ongoing 

processes or trends that are developed. Moreover, it gives accurate information of a 

situation which is imperative for making a wide range of policy decisions (Kumar, 2011). 
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The study adopted both qualitative and quantitative approach. According to Creswell and 

Plano Clark (2007), the mix method strengthens more the use of either quantitative or 

qualitative. Employing both qualitative and quantitative approaches in this study was 

expected to increase the comprehensiveness of the overall findings, by showing how the 

qualitative data provides explanations for statistical data to increase the methodological 

rigour as findings in both phases could be checked for consistency. The quantitative 

aspect of the study consist of analysis of demographic and economic variables such as 

age, income among others whiles the qualitative aspects deals with respondents opinions 

on some particular issues. 

3.4 Data Sources 

Data for the study was basically, obtained from primary and secondary sources. The 

primary data were collected from the district sanitation team members, the NGOs into 

WASH in the Nadowli District, the District Environmental Health Officers and 

households from some selected communities in the Nadowli-Kaleo District and the 

secondary from articles, journals and reports from the sanitation agencies. 

3.5 Study Population 

Burns and Grove (1993:52) stated that "a study population is defined as all elements 

(individuals, objects and events) that meet the sample criteria for inclusion in a study". 

The Nadowli-Kaleos District is one of the maiden districts of the Upper West Region. It 

has a total population of 9,406 (Ghana Statistical Service, 2014). 
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The population for this study consisted of communities that have received CLTs 

intervention. Forty (40) communities have been identified to have received CLTs 

approach in accessing sanitation. The population of the study is therefore, limited to 

households of those communities because they have experience in the CLTs approach. 

3.6 Sampling Techniques 

Both probability and non-probability sampling techniques were used in the selection of 

respondents. First, purposive sampling technique was used to select some stakeholders 

currently engaged in influencing households' access to sanitation in the Nadowli-Kaleo 

District. At the District Assembly level, respondents were selected on purpose (non 

probability sampling) where officers from the Water Sanitation and Hygiene (WASH) 

partners were interviewed. These were officers who had undertaken projects in Water 

Sanitation Hygiene (WASH) in the district as a whole. In all, 12 officers were selected on 

the basis that they have in-depth knowledge on sanitation and hygiene practices in 

communities. 

Besides, probability sampling technique was used in the selection of households' 

respondents. Specifically, a multi-stage sampling procedure was used; on the first stage in 

the selection of communities and on the second stage the selection of households' heads. 

The communities that have received CLTS intervention were identified to be 40. Among 

these communities ten (10) communities were selected at random to represent the sample 

communities. The final stage involves the selection of households. About 531 households 

were identified from the 10 selected communities. 
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In each community, households' heads were selected usmg systematic sampling 

procedure. The sampling gap was 5, indicating that every 5th house in each selected 

community was selected for investigation. The number of household heads selected 

varied according to the population of houses in selected communities. In the rural certain, 

many houses have one household. Even in cases of multiple households in a particular 

selected house, simple random selection was used to select one of the household head. 

3.6.1 Sample Size Determination 

A sample of 84 respondents was selected from ten (10) communities. The sample size 

estimation procedure follows the mathematical formula proposed by Miller and Brewer 

(2003) specified as: 

N 
n= ----- 

1 + N(e)2 

Where n= sample size; N= population and e = margin of error or significance level. In 

order to have an acceptable margin of error, the sample size was be determined at 90% 

confidence level, hence (l = 10%. In this study, N= 531 (household heads) 

531 __ 84. Therefore, n =----- 
1+531(0.1)2 
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Therefore, 84 respondents consisting of household heads were sampled from ten (l0) 

communities in the Nadowli-Kaleo District. The sample distribution of respondents is 

shown in Table 3.1. 
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Table 3.1: Sampling Distribution 

Community No. Houses Sample Size Sampling Gap 

Nyimali 32 5 6 

Sigdouri 16 3 6 

Kuntaali 46 7 6 

Janguasi 60 9 6 

Duong 78 12 6 

Kanyinguasi 105 17 6 

Kpagdinga 50 8 6 

Nugluo 40 6 6 

Piree 64 10 6 

Konne 40 6 6 

Total 531 84 

Source: Field survey, December, 2015 

3.7 Reliability ofthe Instrument 

The accuracy of the data collection instrument was tested by using it in small samples of 

the community members of Dauri a smaller community near Vagoni. Dauri had also 

benefited from the UNICEF funded CLTS Project and also poses similar characteristics 

as the study area. Results indicated that the data collection instrument was reliable and so 

could be used at in the other selected communities for good data collection and better 

results. 
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3.8 Data Collection Techniques and tools 

Ofori and Dampson (2011) believe that studies that use only one source of evidence 

produce poor results. As a result a combination of techniques was used to gather 

empirical data in this study. Simple random sampling, purposive and systematic sampling 

techniques were employed during the study. The main tools for data collection are 

questionnaire, interview and observation. In this study, the researcher together with two 

Environmental health officers undertook the data collection exercise. 

3.8.1 Questionnaire 

A questionnaire is a document containing questions and other types of items such as 

statements designed to solicit information on specific issues, themes, problems or 

opinions to be investigated (Kumekpor, 2002). They can be divided into structured, 

unstructured and semi-structured questionnaires. While structured questionnaire provide 

predetermined closed-ended answers for respondents to choose from, in semi-structured 

questionnaires, open-ended questionnaires are provided and respondents are at liberty to 

give any answers (Karma, 1999; Twurnasi, 2001). 

A combination of structured and semi-structured questionnaire was used in this research 

to solicit relevant responses from head teachers. Questionnaires are relatively quick and 

easy to understand by using codes. Besides, the researcher was also be able to contact a 

large number of respondents quickly, easily and efficiently using a questionnaire, once 

the targeted group has been identified. Besides, a questionnaire is easy to standardize. For 

example, every respondent is asked the same question in the same way. This feature of a 

questionnaire makes it a very reliable method of data collection.It is easier to quantify 
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and make statistical inferences with it. Questionnaires also allows respondents to provide 

candid opinions and anonymity is assured (Ofori and Dampson, 2011). 

Questionnaires were administered on household heads to gather responses on household 

demographic and economic characteristics. Other issues covered by the questionnaire 

include operations of CLTS, household responses to CLTS, and household preferred 

method that can be used to curb open defecation. During the questionnaire 

administration, there was an informal interview with community members and this 

platform offered the opportunity for the researcher to obtain an in-depth knowledge of the 

sanitation situation in the community. Here community respondents were taken through 

the questions, in cases where respondents were not able to read. The interviewer then 

records the response given by the respondents on the questionnaire. Meanwhile in 

situations where respondents could read, little assistance was given, especially where 

clearance was needed. 

3.8.2 Interview 

Face-to-Face interview is the most commonly used technique for conducting a systematic 

inquiry and most social researchers regard it as a window on the world (Holstein and 

Gubrium, 1999). This study used interview schedule which served as a guide in 

conducting a face-to-face interview on the field. The respondents were engaged in a 

semi-standardized interview where some pre-determined questions were asked in a 

systematic and consistent order. The essence of a face-to-face interaction was also to 

create an enabling environment for the respondent to fully participate and express 

concerns about the subject matter. Respondents interviewed include the District 
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Environmental health officers in the selected communities and an officer from the Water 

Sanitation and Hygiene (WASH). 

3.8.3 Observation 

Direct observation was used to gather data on the physical structures considered as 

sanitation and hygiene facilities in the study communities. Photographs of various 

sanitation and hygiene facilities were taken as evidence of households' current sanitation 

practices. 

3.9 Data Analysis Procedure 

The data collected were edited to take out any unintended errors. The data was then 

coded and entered into SPSS for analysis. The SPSS software was use to generate 

descriptive statistics such as frequencies, measures of central tendencies (e.g. means) and 

measures of variations (e.g. standard deviations). Tables and other statistical 

representations such as pie charts, bar charts were used to clearly show the result of the 

fmal analysis. These are further discussed and presented in the next chapter. 
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All form of qualitative data that could not be coded and transformed to numeric values 

were transcript and presented in their original form. These responses were used to 

support statistical data. 
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CHAPTER FOUR 

RESUL TS AND DISCUSSION 

4.1 Introduction 

This chapter presents fmdings and discussions of the study. First, the analysis of the 

results is done under the background characteristics of respondents. Other sections of the 

chapter present results and discussions of existing and past approaches of sanitation, the 

CLTS approach, perceptions of the CLTS and cost of sanitation. 

4.2 Socio-economic Background of Respondents 

4.2.1 Gender of household head 

Respondents consist of both male and females. From Table 4.1, majority (47) of them 

were males, which represents 56.3%, while 37 of them representing 43.7% were females. 

Total 84 100 

Table 4. 1: Gender Distribution of Respondents 

Gender Frequency Percent 

Male 

Female 

47 

37 

56.3 

43.7 

Source: Field Survey, Jan. 2016 

In the Nadowli-Kaleo District, households headed by males are relatively more than 
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those headed by females (Ghana Statistical Service, 2014). This could be the possible 

reason for male dominant in the sample than their female counterparts. The fact that both 
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4.2.2 Age of respondents 

The results of the study revealed that respondents consist of different age categories. 

From Table 4.2, the age range of 45 and above recorded the highest frequency of age 

group with 34 respondents representing 40.7%. Besides, 26 respondent representing 

31.1 % were found to be between the ages of 25-341 and 24 denoting 28.2% also fall in 

between the ages of 35-44 years. 

• male and female respondents were included in the sample will provide results that are 

free from gender bias. 

Table 4. 2: Age Distribution of Respondents 

Age groups Frequency Percentage 

25-34 26 31.1 •. 
35-44 24 28.2 

45 and above 34 40.7 

Total 84 100.0 

Source: Field Survey, Jan. 2016 

As indicated in the table, 4.2, respondents consisted of different age categories. However, 

the fact that majority of them is age 45 and above suggests that very experience 

households heads might have been included in the study. They are old enough to have 

knowledge and experience of the approaches of sanitation in their respective 

communities. Besides, sanitation facilities are often used by all the age categories of 
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people. A mixture of people with different age brackets will provide results that will 

represent the views of all age categories of people. 

4.2.3 Etbnicity 

Different ethnic groups were found in the Nadowli-Kaleo District. They include the 

Dagaaba, Waala, Lobi, Sissala, and Brifor. The distribution of these ethnic groups 

among the sample respondents is shown in Figure 4.1. The results indicate that the 

Dagaaba origin represents 64.3% of the sample respondents. Besides, 14 respondents, 

representing 16.7% of the sample population were found to be from the Waala origin, 8 

respondents representing 9.5% of the sample were found to be Lobi, 3 respondents 

representing 3.5% were noted as Sissala and 5 respondents representing 6.0% of the 

sample were also noted to be Brifor. 

Figure 4. 1: Etbnicity 
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4.2.4 Religion 

Religious denomination in Ghana is often categorized into three: Christianity, Islam and 

Tradition religion. The study results provide evidence to support this proposition. It was 

found out that 59 respondents representing 70.0% believe and practice Christianity, 16 

respondents consisting of 19.0% were found to have believed in the Islamic faith while 9 

respondents which made up of 11.0% were worshipers of African Traditional Religion. 

The distribution is shown in Table 4.3 . 

Source: January. 2016 

From the results in Figure 4.1, the Dagaaba dominates over the other ethnic groups. The 

Waala is the next dominant group after the Dagaaba. The remaining groups (Lobi, Sissala 

and Brifor) are minority ethnic groups in the Nadowli-Kaleo District. The ethnic diversity 

observed can have implication for diversity in culture. Cultural differences may include 

ways of accessing safe sanitation. The CLT sanitation approach which relies on effective 

community participation can be adopted or rejected based on the cultural milieu of the 

people. 

•.. 
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9 11.0 

Table 4. 3: Religious Distribution of Respondents. 

Religion of respondents Frequency Percent 

Christianity 

Islam 

Traditional 

59 70.0 

16 19.0 

Total 84 100.0 

Source: Field Survey, Jan. 2016 

From the table 4.3, about 70% of the respondents believe and practice Christianity. Islam 

11 

is the next dominant religion after Christianity while a minority group of households 

believe and the African traditional religion. These fmdings do not deviate completely 

from that of Ghana Statistical service (2014) which points out that Christianity is the 

dominant religion (68.8%) followed by Islam (17.0%) and Traditionalist (9.9%) in the 

Nadowli-Kaleo District. However, the results of this study do not provide evidence of 

some households with not religious belief as indicated by the Ghana Statistical Service 

(2014). 

Religion can be an important institution for influencing community participation and 

hence a useful tool for social change. Religious leader in Ghana are often key 

stakeholders in community mobilization process. They may be equipped with the 

potential of convincing many households to participate in CLTS initiatives. 
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4.2.5 Education 

Respondents were observed to have different levels of formal education.The categories of 

formal education observed among the sample population include: those with no form of 

formal education, secondary education and those with tertiary level of education. From 

Figure 4.1, 30 respondents representing 35.9% were observed to have attained primary 

education which recorded the largest number. This indicates that majority of the 

population did not have high formal education. Also, 24 respondents who constitute 28% 

indicated that they had no formal education at all. Meanwhile, 18 respondents who made 

up of 21.4% had up to secondary education with the least being tertiary education which 

recorded 12 respondents denoting 14.5%. 

Figure 4. 2:Educational Levels 
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Source: Field Survey, 2016 

The educational status of respondents implies that at least 71.8% of respondents have 

basic education. This means that majority of them will be able to read and understand 
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4.2.6 Occupation 

The results show that households in the Nadowli-Kaleo district are mostly farmers. Out 

of the 84 household heads interviewed, 71 of them representing 84.4% were farmers. 

Besides, 9 respondents constituting 10.7% were unemployed. Also, 4 respondents 

denoting 4.9% were public sector workers. The distribution of respondents'occupation is 

current debates on sanitation issues. Besides, those with no form of formal education 

probably would be introduced to sanitation through the CL Ts approach . 
.•. 

shown in Table 4.4. 

Table 4. 4: Occupation of respondents 

Occupation Frequency Percent 

Farmer 71 84.4 

'" Public Sector 4 4.9 

Unemployed 9 10.7 

Total 84 100 

Source: Field Survey, January 2016 

The interview conducted then allowed for the views of all categories of people with 

different economic backgrounds. Sanitation is also relevant in the economic world in that, 

there is usually cost involved in acquiring sanitation facilities and this narrows down to 

the occupation of the community members and how much one earns. With regards to the 

fmdings here, all respondents practice a bit of farming regardless of their major 
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4.2.7 Income 

The results of the study cover an analysis of household earning. Annual income of 

households was obtained from respondents' indication of what they earn from their 

production activities. Different categories of incomes were observed among the sample 

respondents. Respondents could estimate their fixed annual income, and hence have to 

state them in ranges. As shown in Table 4.5, 12 respondents representing 14.3% of the 

sample earns between GH<llOO.O - 299.0, 18 respondents representing 21.4% of the 

sample earns between GH<l300.0- 499.0. Besides, 27 respondents representing 32.1 % of 

the sample respondents earns between GH<l500.0 - 499.0, 13 respondents representing 

15.5% earns between GH<l700.0 - 899.0,8 respondents representing 9.5% of the sample 

respondents earns between GH<l900.00 - 1099.0. It was also realised that some few 

respondents (6) who constitute 7.1 % of the sample population earns above GH<lllOO.O 

per year. 

occupation. It therefore indicates that sanitation which is a basic need can be afforded by 

majority of the people. 
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The results suggest that the annual income of 14.3 households is less than GH(l1000.00. 

This implies that they would not be able to provide for themselves standard sanitation 

infrastructure such as water closers and KVIP. Average earnings of these people will be 

low relative to the cost involved in providing for some sanitation facilities. This fmding 

also implies that effort towards influencing community access to safe sanitation in the 

district should rely on the use of indigenous mechanisms that has less fmancial cost 

implications. 

Table 4. 5: Income Distribution of Respondents 

Income (GHC) Frequency Percent 

100 - 299 12 14.3 

300 - 499 18 21.4 

500 - 699 27 32.1 

700 - 899 13 15.5 

900 - 1099 8 9.5 

1100 + 6 7.1 

Total 84 100.0 

Source: Field Survey.January 2016 

4.2.8 Household size 

The results on the socio-economic background of respondents cover an analysis of 

household size. It was discovered that 19 respondents representing 22.6% of the sample 

population has their household size with the interval of 1-5 people. Besides, majority (51) 

of the respondents have household sizes with the interval of 6 - 10. It was also noted that 
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13.1 

3.6 

.. 11 respondents who represent 13.1 % of the sample have household size with the range of 

11-15 while only 3 respondents representing 3.6% of the sample have household size 

with the category of 16 - 20 people. The distribution of household size is shown in table 

4.6. 

Table 4. 6: Household Size 

Household Size Frequency Percent 

1-5 

6-10 

11-15 

16-20 

19 

51 

11 

3 

22.6 

60.7 

Total 84 100.0 

Source: Field Survey, January 2016 

From the table, majority of the households have members ranging from 6 - 10 people. 

This implies that many households in the district are characterized by large household 

members. Any attempt to practice open defecation can easily be noticed since all 

category of household members will have to be defecating. 

4.3 Approaches to Sanitation 

This section presents the results and discusses of the existing and past approaches to 

sanitation in the Nadowli-Kaleo district. 
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8.7 

4.3.1 Past Approaches to Sanitation 

Two main approaches to sanitation were identified to have been practiced by households 

in the past. They are: open defecation and dig and bury. Open defecation, a practice 

where people ease themselves indiscriminately was mainly the practice in the area, which 

was mentioned by 77 respondents representing 91 % while only 7 respondents denoting 

8.7% indicated that they practice dig and bury system. The distribution is shown in Table 

4.7. 

Table 4.7: Previous form of sanitation 

Previous form of sanitation Frequency Percent 

Open defecation 

Dig and bury 

77 

7 

91. 3 

Total 84 100 

Source: Survey, February 2016. 

Respondents who were practicing open defecation confirmed that the practice was 

unacceptable but added that they practiced it because they did not have toilet facilities. 

Open defecation was mostly done behind the houses or in the bush. People (children 

especially) also defecated just at the entrance of their compounds at night or during rainy 

days. The open defecation is also practiced by all categories of household members. This 

approach of accessing sanitation is a very crude one. It did no really matter the age or 

status of persons in the community, once they were pressed up the bush was the only 

resort for easing themselves. The fmding implies that the faeces defecated around the 

houses then found their ways through media such as flies, water, animals (especially pigs 
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" and fowls) and hands (fmgers of children) back into the various homes. The faeces then 

are re-consumed by the households. This may leads to diseases such as diarrhroea. 

Besides, those practicing dig and bury considered it as acceptable because the feaces 

were not exposed. This group of people carried hoes far into the bush to dig holes and 

after defecation covered the refuse up with sand. Those who practiced dig and bury also 

explained that they did so in the night when they have to defecate just around or in front 

of their houses due to fear of going far into the bush. However, the practice though may 

be acceptable for a start, it stands to pose some other challenges as animals such as fowls 

and pigs may unearth the feacal matter and hence re infect man. The rains as well could 

cause faeces that are not deeply buried to be exposed to files. 

" 

4.3.2 Sanitation Situation before the CL Ts 

Respondents were asked to indicate the sanitation situation in their communities before 

the introduction of CLTs. The results indicate that only 1 respondent representing 1.2% 

of the households interviewed said that the situation of sanitation in the community 

before the CLTS project was good. It was also discovered that 68 respondents 

representing 81.0% admitted that the sanitation situation was bad. Also, 15 respondents 

denoting 18.0% said the situation was fair. The distribution is shown in Figure 4.3. 

J" 
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Figure 4. 3: Sanitation situation before the CLTS approach 

, 

.. 

Source; SurveyJanuary,2016 

The results point out that sanitation situation was generally bad before the introduction of 

CL TS concept in the district. During the interviews, the respondents admitted that they 

were defecating openly behind their houses and around water bodies, which they termed 

as bad. They also indicated that it was difficult for them during rainy days and at night 

when they have to answer to "nature's call". The admission by the people that the 

situation was bad did indicate clearly that it was a known fact yet the practice had to go 

on until the timely intervention by the Assembly and UNICEF with the CLTS concept. 

4.3.3 Existing Approaches to Sanitation 

Analyses made from the interview with 12 officers at the district Assembly indicated that 

there have been a number of sanitation approaches used by the Assembly and other 

implementing partners. It was revealed that 8 respondents representing 66.6% of the 12 
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Total 12 100 

officers indicated that some organizations were subsidizing the cost of latrines while 2 

respondents constituting 16.6% stated that the District Assembly solely builds public 

latrines for communities. Another 2 respondents denoting 16.7% mentioned that building 

of household latrines by the community members themselves is the current approach to 

sanitation in the district. The distribution of the responses is shown in Table 4.8. 

Table 4.8: Existing Approaches to Sanitation in The Nadowli-Kaleo District 

Existing Approaches Frequency Percentage 

Subsidizing cost of latrine (household latrines) 8 66.6% 

Assembly solely building public latrines 2 16.6 

Building of household latrines by community members 2 16.6% 

Source: Survey January, 2016 

Further discussions with the District Environmental Health officer and the district 

Sanitation Team members, who formed part of the key informants to this study, revealed 

that in the past, the Assembly was responsible for all the sanitation issues and so it fully 

bore the cost of public latrines constructed in the communities under it's jurisdiction. 

This approach led to the Assembly constructing about 248 public latrines at various 

points in the district. Most of these public latrines are located in institutions such as the 

schools, the health centers, community centers and market places . 

•.. 
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The issue of the Assembly and Non-Governmental Organisations (NGOs) subsidizing 

the cost of household latrines was also brought up. The organizations which were 

mentioned to have worked in the Nadwoli District were ADRA in 2004 and Global Water 

Initiative (GWl) in 2009. These organizations subsidized the cost of latrines by providing 

individuals with the latrine cover slabs and ventilation pipes while the beneficiaries dug 

the pits and provided the superstructures themselves. Plate 4.1 clearly shows three 

different organizations that provided subsidy to one household. Meanwhile none of the 

facilities built have been put to use by the said household. These structures are abandoned 

and members of the households still resort to open defecation. This finding relates to 

Mechanic (1978) general theory of health seeking behaviour. The associated non 

utilization of health services to individual knowledge and cultural assumptions of illness. 

The respondents in this study were not found of using the facilities provided by 

development agents because they were probably not involved in the process and hence 

not considered the facilities as their own . 
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Plate 4.1:Subsidized Latrines Abondoned in the Community 

• 

Source: Field Survey, 2016 

It was confirmed that GWI which earlier provided subsidy for household latrines later 

switched to the CLTS concept after the Government of Ghana adopted the concept as the 

appropriate approach for rural sanitation in the country. This they did by only giving 

health education and providing beneficiaries with technical support. The Assembly with 

support from UNICEF also has since 2011 aided communities to construct their own 

latrines using local materials with little technical support from the sanitation officers. 

Several reasons (e.g culture, attitude and community entry by development specialists) 

might have explained households' behavior with respect to utilization of sanitation 

facilities. This justified Andersen (1968) model of healthcare utilization in the Nadowli- 
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• Kaleo District. Andersen (1968) associated utilization of healthcare services to the social 

structure and beliefs of people. 

The officers interviewed did indicate that despite the various approaches being employed, 

some indigenes in the past preferred to defecate in the open because these concepts they 

felt were imposed on them and so they still preferred to do it their own way. Other 

reasons were provided by households' respondents include lack of access to toilet 

facilities, toilet facilities were too close to their compounds, and the bad smell from the 

toilet faculties as shown in Table 4.9. 

Table 4. 9: Respondents Reasons for not using sanitation facilities 

Reason Frequency Percent 

Did not have toilet facility 46 54.7 

Toilet was closer to the compound 24 28.6 

Bad smell from the toilet 14 16.7 

Total 84 100 

Source: Survey, January 2016 

From Table 4.5, majority (54.7%) of the respondents was not having toilet facilities in 

their compounds and has to resort to open defecation. Besides, some people had the 

facilities considered their proximity to be too close to their compounds. This implies that 

the respondents at that time did not consider feases as substances that can be too close to 

their immediate environment irrespective of how it is managed. The results also imply 

that households with access to toilet facilities at that time could not manage them well. 

This probably explains why they could experience bad smell from them. 
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4.3.4 Effects of poor sanitation 

Despite the introduction of various approaches to sanitation in the district, open 

defecation is still practiced by households who lack access to toilet facilities or have 

reasons for not using them even if they are available. It came out from the survey that 

open defecation has a lot of negative effects such as Poor sanitation (filthy environment) 

which was indicated by 15 respondents representing 17.5%, incidence of diarrhea 

diseases as seen by 30 respondents representing 35.9% and 11 respondents constituting 

13.6% are of the view that residence are expose to snakes and other dangerous animals. 

Beside, 28 respondents denoting 33% confirm that open defecation also led to Lack of 

privacy (Table 4.10). Respondents also admitted that children were often down with 

diarrhea diseases and the community used to be filthy and smelling. Snakes and other 

reptiles were often found in and around the homes, several refuse dumps, bathroom waste 

water behind houses and fly nuisance were equally common residents. 

75 

www.udsspace.uds.edu.gh 

 

 

 

 



Table 4. 10: Effects of poor sanitation 

Effects of poor sanitation Frequency Percent 
! 

Exposure to snakes and other dangers 11 13.6 

Lack of privacy 28 33.0 

Contract diarrhea 30 35.9 

Dirty surroundings 15 17.5 

Total 84 100 

Source: Field Survey, 2016 

The challenges associated with past and existing approaches to sanitation imply that a 

better approach to sanitation will be desirable. Such approach has to be free from the 

weakness of the past approaches to sanitation. The challenges of the past approaches 

imply that any planned intervention should focus on influencing households to providing 

sanitation facilities within the house and convincing housing members to develop 

favaourable attitude towards the utilization of such faculties. 

There are also indications from the interviews conducted that the faeces defecated around 

the houses then found their ways through media such as flies, water, animals (especially 

pigs and fowls) and hands (fingers of children) back into the various homes. The faeces 

then are re-consumed by the households. This definitely leads to diseases such as 

diarrhroea. The diagram below typically shows how faeces are transferred back into the 

system when done in the open. 

Fig. 4. 4: A diagram showing how feaces could get back into the system 
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The figure shows that both the existing and past approaches to sanitation still do not solve 

the challenges associated with sanitation. Household members are found of defecating in 

the open because of low utilization of sanitation facilities. Feaces are eaten back by 

households and this leads to disease outbreak. 

4.4 The Community Led Total Sanitation Approach 

Officers of the Environmental Health Unit of the District Assembly maintain that the 

concept of CLTS began when the Environmental Health and Sanitation Unit of the 

Nadowli-Kaleo District Assembly, with support from UNICEF, entered the community to 

sensitize them on the need for an improved sanitation. This approach aimed at 

influencing households' access to safe sanitation at a less cost. The results of this survey 

provide evidence of the influence of CLTS on household access to safe sanitation in the 

area of latrine provision, ownership and use of latrines, changes in community 

environments and households understanding of the important of sanitation. 

4.4.1 Latrine Provision 

The CL TS approach has influenced households to construct latrines in order to have safe 

access to sanitation. The respondents disclosed that local materials were used in the 

construction of these latrines. Some 76 respondents representing 90.5% disclose that 

community members organized themselves to dig pits for each household to use as 
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latrine. Investigations also revealed that 2 respondents amounting to 2.3% mentioned that 

the projects are being sponsored by NGOs while 6 representing 7.1% confirmed that 

latrines are being provided by the District Assemble. The distribution is shown in Figure 

4.4. 

Figure 4. 4: Latrine Provision 
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NGO District Assemble Community members 

Source: Survey, January 2016 

Further enquiries shows that, UNICEF on three occasions visited the community while 

the project was still ongoing, confirming that NGOs has a hand in the provision of 

latrines to community members .. However, it also came to light after an interaction with 

the District Environmental Health Officer and the District Water and Sanitation Team 

members that latrines that were constructed by the District Assembly and a Non 

Governmental Organisation (Global Water Initiative) in some communities have been 
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abandoned and used as hencoops and store rooms for others. This suggests that the CLT 

remains the sustainable approach influencing households' access to safe sanitation. 

4.4.2 Ownership and Usage of latrines 

The study reveals that 81 respondents representing 97% now have latrines while 3 

respondents constituting 3% still do not have latrines (Figure 4.5). This confirms the 

accessibility and usage of safe sanitation in the district now due to the CL TS project. 

Figure 4. 5: Ownership and Usage of latrines 

Source: Survey, January 2016 

The fact that many households now have access to sanitation facilities in their houses 

implies that the practice of open defecation resulting from the lack of toilet facilities will 

be minimized. The findings also imply that households have responded positively to the 

CL TS concept since many people now have toilet facilities. 
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Besides, the study results point out that different forms of household toilet facilities have 

been constructed. Local materials, in most cases have been used to reduce the cost of 

constructing the toilet facilities. The use of local materials by the CL TS approach 

probably explains the relatively higher participation by households in the district. Plate 

4.2, 4.3, 4.4 and 4.5 show photographs of the various sanitation facilities constructed by 

households in different communities in the district. 

Plate 4. 2: A Latrine pit dug soon after the facilitation process 

Plate 4. 3: Atypical CLTS Latrine with a cover Slap 
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Plate 4. 4: CLTS Latrines Constructed by Households 

Plate 4. 5: A Twin house hold latrine by community member 

Source: Survey January, 2016 

The photographs (plates) show that households can design their latrines in ways to suit 

their interest. The latrines are also simple and made of local material. These features 

made them affordable for households. This observation agrees with the 

Elizabeth(2008)that the CLTS approach can be one cost effective intervention to curb 

open defecation through the use oflocal materials. 

The results imply that household utilization of the latrines is relatively higher for the 

CLTS approach compared with the past approaches. The CLTS approaches rely on full 

community participation where household members took full responsibility in the design 

and construction of their latrines. Their total involvement has influence the effective 
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utilization of the facilities. This has implications for the reduction of open defecation in 

the district. 

4.4.3 Changes since CL TS 

Tremendous changes have been experienced by households since the inception of the 

CLTS programme. Some of the changes include: a clean environments, reduction in the 

frequency of sickness and easy access to safe sanitation. Further analysis point out that 

30 respondents representing 36% indicated clean environment and the main change they 

have experienced from the participation of CLTS approach, 55% of the respondents 

experienced reduction in sickness and the main change while 9% indicated that easy 

access to safe sanitation is the main influence of the CL TS approach. The distribution is 

shown in Figure 4.6. 

Figure 4. 6: Changes since CLTS 
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Source: Survey January, 2016 
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Formally, 81 % of household respondents were of the view that sanitation situation in the 

community was bad (Figure 4.3). Detail enquires also shows that aside the health 

benefits, community members are also able to farm vegetables and some other crops 

around their houses which hitherto would have been polluted by indiscriminate 

defecation. CLTS, not only relieved the people of having to go into the bush at night or 

during rains, but has indeed positively influencing their livelihood. 

An interview conducted with some of the opinion leaders of the community revealed that 

diarrheal diseases have reduced drastically since the inception of the CL TS proj ect. 

Children, they said, were sent to the hospital at least twice a week but community 

members were excited that for over three months after the inception of the project, all the 

problems they encountered previously had ceased. Indeed, aside the health benefits being 

enjoyed by the community, they are also proud to be owners of latrine facilities. The 

community leaders together with the Community Hygiene Volunteers have put in place 

measures to track and punish people who might be found defecating in the open or 

littering the community. Culprits are to be fined GH10.00 to serve as deterrent for others. 

Going round the community, one could see and count these latrines built by community 

members with some placing hand washing facilities such as water and soap or ash by 

their latrines for use after one visits the toilet. 

4.4.4 Importance of Sanitation 

The concept of CLTS according to the staff of the Environmental Health Unit involves 

community sensitization on the importance of safe sanitation. Household respondent 
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acknowledge this when thy indicated that CLTS approach has influenced their 

understanding of the important of safe sanitation in their communities. Various responses 

were given on the importance of sanitation by the households interviewed (Table 4.11). 

Respondents numbering 29 who made up 35% indicated that clean environment is a 

significant importance of safe sanitation. Besides, 22 respondents representing 26.2% 

indicated that another importance of sanitation is good health. Economically, 23 and 10 

respondents said good sanitation is a tool for development as well as saves money and 

time, and this represents 27.2% and 11.7% respectively. 

Table 4. 11: Importance of Sanitation 

Importance of Sanitation Frequency Percent 

Good Health 

Clean environment 

Saving money and time 

A tool for development 

22 26.2 

29 35.0 

10 11.7 

23 27.2 

Total 84 100 

Source: Survey January, 2016 

The results imply that the CLTS concept has succeeded in impacting knowledge in 

households. People now understand the role of CLTS and the needed to have access to 

safe sanitation. These views agree with WHO (2010) that sanitation refers to the 

maintenance of hygienic conditions through garbage collection and waste disposal. This 

has implications for the reduction of open defecation the district. 
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4.5 Households Response to Community Led Total Sanitation 

4.5.1 CLTS in community 

In responding to the question on the knowledge on CLTS, it came out clear that 

households have a good understanding of the concept. The key concerns, such as 

community self-help in improving upon sanitation was mention by 20 respondents 

representing 24.3% and 19 respondents designating 22.3% indicated mobilizing 

community to provide sanitation themselves. All the respondents brought out the key 

words for which CLTS stands with majority of 29 respondents constituting 35% talked 

about Community sensitization on general sanitation issues and 16 respondents denoting 

18.4% stated construction oflatrines. The responses are shown in Table 4.12. 

Table 4. 12: Respondents Knowledge on CLTS 

CLTS in community Frequency Percent 

Community sensitization on sanitation in general 

Provision of latrines 

Mobilizing community to provide sanitation themselves 

Community self-help in improving upon sanitation 

29 

16 

19 

20 

35 

18.4 

22.3 

24.3 

Total 84 100 

Source: Field Survey, 2016 

Community members (respondents) explained that as part of the process, they were taken 

through some Participatory Needs Assessment processes which led to the community 

members identifying their needs of which sanitation came out as the most pressing need. 

It was explained that community members realized they were eating their own feaces as a 
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result of the open defecation which was mostly practiced and hence community members 

resolved to build their own latrines. Following the agreement by community members to 

build their own latrines were also community natural leaders who volunteered to oversee 

the sanitation issues in the community in the absence of the Environmental Health 

Officers. They explained that a community map was drawn with indications of places 

where open defecation was currently taking place which gingered the people to want to 

end open defecation considering the fact that their community was full of human excreta. 

Consistent with the results of empirical fmdings (e.g Tales of Shit, 2010), the use of 

voluntary community participation as a strategy in CLTS can be considered as very 

effective in the Nadowli-Kaleo district. 

The understanding of the concept of CLTS represents a good response to safe sanitation 

through community own efforts. Respondents have understood that they have to 

organized themselves and respond to sanitation issues in their own communities. The 

sensitizations programmes that have been organized by facilitators of the District 

Environmental Health Officers have succeeded in giving a good response to the CLTS 

approach. 

4.5.2 Willingness to Pay for Sanitation 

The results of the study indicate that 82 persons representing 97% of the sample 

respondents indicated their willingness to pay for sanitation. However, 2 respondents 

confirmed they were not willing to pay for sanitation making up 2.9% while (Table 4.10). 

It was realized that those who were not willing to pay were either sick, too old or 
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believed that the government should be responsible for the provision of such sanitary 

facilities. 

Figure 4. 7 :Willingness to Pay For Sanitation 

Source: Survey, January 2016 

Those who were willing to pay for sanitation considered it cheaper to pay for the 

construction of a latrine to prevent sanitation related diseases than to pay hugely for the 

treatment cholera and other fecal oral diseases, should the prevention fail. This implies 

that households have the benefits of the CL TS approach are influencing households' 

willingness to pay for safe sanitation. 
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4.5.3 Why willing to pay for sanitation 

In explaining why households were willing and ready to pay for sanitation now, 9 

respondents representing 10.15% of the sample household respondents indicated that the 
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cost of practicing good sanitation was inexpensive compared to the consequences of poor 

sanitation. Further enquires showed that 30 respondents representing 36% were willing 

to pay for sanitation because they were happy contributing to keep their surroundings 

cleans. Good sanitation as indicated by 45 respondents who form 54% of the study was 

their reason of willing to pay for sanitation (Figure 4.8). 

Figure 4. 8: Reasons for being willing to pay for sanitation 

60 
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Good sanitation Keep surrounding 

clean 
Not expensive 

Source: Survey, January 2016 

Households initially, thought that the construction of latrines was expensive. The 

introduction of the CL TS concept made them to realize that they could use local materials 

to construct their own latrines with their little technical knowhow and some assistance 

from the technical experts. This also dignified them as proud latrine owners. Many are 

now able to construct their own latrines because of the relatively low cost involved. 
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! 4.6 Cost of Sanitation 

The cost involved in the construction of household sanitation infrastructure influences 

access to safe sanitation. Respondents have indicated their perceived cost of constructing 

sanitation facilities and that of CL TS in their communities. 

4.6.1 Perceived cost of sanitation before the CLTS project 

Households' respondents have indicated their perceived estimates of the cost of latrines. 

The results in Table 4.13 are the rates coated by the households as what they perceived to 

be the cost of latrines before the CLTS project began in their communities. In fact, these 

figures they said were perceived because community members then had never attempted 

building latrines but thought it was so expensive that it scared them off. Evidence shows 

that 34 respondents denoting 40.8% said before the inception of the CLTS they perceived 

the cost of a latrine to be at GH<C400-GH<C500 while 23 respondents representing 27.2% 

indicated that they perceived the cost of a latrine to be in the ranges of GH<C200- 

GH(f;400. It was further observed that 7 respondents constituting 8.7% were of the view 

that the cost of a latrine was GH<C I 00- GH<C200 only in their minds before the inception 

of the CLTS. Only 1 respondent perceived the cost of a latrine to be above GH<C500 until 

the coming of the CLTS and the constitute 1 % of the study. However, 19 respondents 

representing 22.3% of the sample population indicated that they never even sought to 

know how much a latrine cost before the coming of the CLTS project. 
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Table 4. 13: Perceived cost of sanitation before the CLTS project 

~ Cost Frequency Percent 

GH<tIOO- GH<t200 7 8.7 

GH<t200- GH<t400 23 27.2 

GH<t400- GH<t500 34 40.8 

GH<t500 and above 1 1.0 

No idea 19 22.3 

Total 84 100.0 

Source: Survey, January 2016 

Sanitation gives a wide range of cost from different sources. Depending on where the 

latrines are sited, the cost of digging may also vary from a rocky ground to a non rocky 

area. The type of latrine one prefers will also present how much will be spent in 

constructing a latrine. Mean while all these were not points community members 

considered when it came to latrines or places of convenience. Indication here is that it 

was a matter of priority for one to even think of how much it cost. The perceived cost of 

providing sanitation infrastructure before the introduction of CLTS could be one of the 

factors influencing access to safe sanitation in the district. 

4.6.2 Cost of CL TS 

With the inception of the CLTS project, households realized that it was cheaper to 

construct latrines contrary to what they perceived earlier. The results of the survey show 

that 8 respondents representing 9.7% of the sample population indicated that only local 

materials are required for the construction of latrines with the CLTS concept. Besides, 22 

respondents denoting 26.2% quantified the cost of the materials used as well as the labour 

to be 100-150. Other 44 respondents constituting 52.4% indicated the cost of the CLTS to 
90 
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be 150- 200. Some 10 respondents amounting 11.7% could not tell the cost of the CLTS, 

hence indicated that they have No idea as to how much it will cost (Table 2.9). 

Figure 4. 9: Cost of CLTS 
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Materials No idea 100-150 150-200 

Source: Survey, January 2016 

From the results, those indicated that only local materials are needed acquired the 

materials from their immediate environment at no fmancial cost. Comparing the actual 

cost and the earlier perceived cost of construction of latrines, it is realized that 

construction of a household latrine is actually not expensive. In most cases households 

are expected to take care of operation and maintenance costs which are the cleaning of 

the facility and in addition to taking the responsibility of maintain it and emptying the 

septic tank when necessary to continue to be in a usable shape all the time. 

4.6.3 The Cost of Sanitation Shared 

Methods of fmancing the construction of household latrine can affect household 

acquisition of latrines. It was therefore, necessary to investigate whether household heads 

share the cost of latrine construction with other members of the households. Out of the 84 
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households heads interviewed, 53 respondents who represent 63.1% of the sample 

population confirmed to have shared the cost of latrine construction while 31 respondents 

with a percentage of 36.9% indicated that they did not share the construction cost (Table 

4.14). 

Table 4. 14: The Cost Of Sanitation Shared 

CostShared Gender Total 

Male Female 

Yes 

No 

36 

11 

17 53 (63.1) 

20 31 (36.9) 

Total 47 37 84 (100) 

Source: Survey January, 2016 

This is due to the fact that those who did not share the cost, the heads were women or 

men who had only children and very old people in the house who could not help in any 

way in terms of fmances, but could help in digging and also with other minor works of 

construction. But for the households that shared the cost, most of the members were 

young and energetic who either helped in digging or contributed to pay for hired labour 

or roofing sheets. Basically all members contributed in one way or the other for the 

construction of latrines. 
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CHAPTER FIVE 

CONCLUSION AND RECOMMENDATIONS 

5.1 Introduction 

This chapter winds up the study by presenting summaries of the discussion on the various 

themes covered. The emphasis is on addressing the research questions and objectives, as 

such the presentation herein, reflect the analytical themes derived from the objectives, 

and the associated questions recalled and how the study addressed each one. First, a 

summary of the results are presented. The other sections present the conclusions and 

recommendations of the study. A conclusion is drawn on how CLTS has helped to 

improve the sanitation situation in the Nadowli-Kaleo District. Recommendations are 

also made for addressing any remaining gaps or challenges as the researcher's 

contribution to existing body of knowledge and practice in rural sanitation . 

.. 
5.2 Summary of Major Findings 

The subject matter of the study was to assess the role of CLTS in improving access to 

safe sanitation in the Nadowli-Kaleo District. The research problem was focused on 

investigating into the approaches used in meeting the sanitation needs of rural 

households. This was to be addressed by finding answers to the following research 

questions posed in the first chapter. 

In terms of justification, the findings of the study could inspire both public institutions 

and NGOs to make comparative decision between former approaches to sanitation and 
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the new CLTS approach to rural sanitation with regard to cost and acceptability. It could 

also serve as a means of partial measurement of the achievement of the MDG 7. 

The study adopted the survey research design, aided by both qualitative and quantitative 

approaches, and a sample size of 84 households was chosen using the statistical method. 

Basically, primary sources of data consisting of semi-structure interviews and 

observations were resorted. These among other aspects of the methodology helped to 

address the research problem on meeting the sanitation needs of rural households. A 

summary of the major fmdings are presented according to the research objectives. 

, 

5.2.1 Approaches to sanitation 

~ The provision of subsidy in aid of house hold latrines in the Nadowli -Kaleo 

District 

~ The status and usage of the subsidized latrines currently 

~ The use of indigenous materials for house hold latrines creating a platform for all 

households to afford a latrine 

5.2.2 CLTS approach and safe sanitation 

~ The well adopted down to top approach, where people of the grass root prioritise 

their own needs and hence suggesting solutions and presenting before the people 

of high authority. This strengthens the self help spirit and acceptance of 

ownership of developmental projects. 
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• The self help spirit built by the community members instead of the usual reliance on the 

district assembly for their sanitation needs 

5.2.3 Household response to CL TS 

The special innovations of various types of latrines by community members. 

The ability of community Based Hygiene Volunteers (natural leaders) to moblise fellow 

community members and equally serve as sanitation officers 

The clean nature of the community coupled with the well constructed latrines and hand 

washing facilities. 

Willingness of members of the community to pay for sanitation upon feelings that the 

project was their own initiative. 

5.2.4 Cost of Accessing Sanitation 

Before the introduction ofCLTS in the Nadowli-Kaleo District, households perceived the 

coast of providing for sanitation infrastructure to be too high beyond their reach. Many of 

the respondents though it would cost them about GH<C400- GH<C500 for the construction 

of household latrines. This perceived cost drives people away from making any attempt 

to construct their own household latrines. 

The CLTS concept introduced households to the use of local materials in the construction 

of latrines. Besides, community members sometimes rely on their available social capital 

such as the use of group systems to offer labour for one another during the construction 

of latrines. This reduces the financial cost requirement for the construction of sanitation 
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infrastructure. Many households are therefore, able to construct and own latrines in their 

households. This improves household access to safe sanitation in the district. 

5.2 Conclusion 

The Community Led Total Sanitation has for a fact impacted on the lives of households 

in the Nadowli-Kaleo District. The study revealed that prior to the implementation of the 

CLTS in the Nadowli-Kaleo District. Open defection was a serious menace even though 

some other interventions were made such as provision of subsidy. The situation was such 

that facilities were dumped on communities. Findings from the field showed that little 

community involvement was done with the old approach. 

.. 

It was more of a Top-down affair where donor agencies decided on the type of latrine 

and the sitting of these facilities. This led to the ill-health of many children, especially 

with diarrheal diseases. Contrary to the old approach, CLTS involves all community 

members from the beginning, from the need assessment to choosing the type of latrine 

and the type of materials to use. This crates some sense of ownership and also encourages 

patronage. Previously, communities were left unclean with feaces littered everywhere, 

personal hygiene was nothing to write home about. Coupled with these, women did not 

really care about the sanitation of their homes. This was so because community members 

thought they were poor and could not help themselves in these areas but kept waiting for 

the Government and for that matter the District Assembly to come and build latrines and 

also for Zoornlion (a private waste management company) to come and help clean their 

environments. 

, . 
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.. With the CLTS project rolling off since 2012 (December), community members have 

volunteered to oversee sanitation issues as well as the construction of these latrines 

realizing that locally available materials could be used for the construction. Adding to the 

latrine construction, the community-based hygiene volunteers also do organize and 

supervise communal labour for the general cleaning of the community monthly. 

There is a strong comparison between the old approach of subsidy and the zero subsidy 

(CLTS). As indicated, there were a lot of abandoned neatly constructed latrines in some 

communities built by the Assembly and other NGOs. These were attributed to the fact 

that the sense of ownership was lacking as constructions were done without really deeply 

involving the community. Alternatively, it was clear that the CLTS concept was geared 

towards self help and more of community led where major decisions are taken by the 

community members and hence the massive embrace by the community members . 
• 

5.3 Recommendations 

Per the analysis and the result from the field, indications are that there is the need for a 

shift from the heavily subsidised, top-down sanitation projects to a bottom up approach 

where communities are involved from the scratch in solving their own sanitation 

problems. 

» There is the need for an investigation by the into the local demand and willingness 

for community members to pay for sanitation services in all communities ear 

marked for such purposes in order to have a mass adoption of the project by the 

District Assembly 
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Even though from the research, the project IS doing well, it is important for 

implementing partners to consider the following as stated so as to make the project more 

sustainable. 

~ Low-cost and locally made latrines must be encouraged since it has many 

advantages that can lead to an easy scaling up with no problem of sourcing these 

materials. It is also important for the District Assembly and the donor partners to 

provide credit facilities for beneficiary communities to access in purchasing more 

sustainable materials especially for the slab and the vent pipes. This will help 

households climb the sanitation ladder from the traditional pit latrines to more 

acceptable latrines. 

~ Technical assistance should be given to communities in the form of latrine artisan 

training as well as training in other components of hygiene to help in 

complementing the hardware and the soft ware components. 

~ Community Based Hygiene Volunteers should be motivated since they are 

virtually not paid for overseeing the sanitation issues in the community. T. shirts 

and other souvenirs should be supplied to these volunteers. Women should be 

included in the Community Based Hygiene Volunteers since they are mostly the 

care takers of the homes. 
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• ~ Project officers, the leadership of the DA, the regional monitoring team as well as 

the donor partners should make sure frequent follow-ups are conducted to the 

implementing communities. This is very much needed in order to assist 

community members where necessary in the construction of the latrines and in 

carrying out other scaling up activities. 

~ Performing communities should be given awards by the district assembly to serve 

as motivation for other communities to emulate the self-help concept. 

~ A network of volunteers should be formed across the district by the district 

Environmental Health officers from all the implementing communities as well as 

empowered to also sensitize nearby communities on the need for an open 

defecation free environment. In other words, they should serve as ambassadors for 

sanitation. 

);;> Lastly, the various latrine types should be made available by the sanitation team 

in the District Assembly to community members in the form of a sanitation 

market so that the various innovative design options can be explored. The concept 

ceLTS) has a great potential of addressing the rural sanitation situation in the 

district and the region as a whole. It is therefore critical that a mass people be 

trained to facilitate communities to the enhancement of human well-being which 

will equally lead to the achievement of the Millennium Development Goal 7. 

" 
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APPENDICES 

Appendix 1: Map of the study Area 
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Appendix 2: Pictures of the Various Latrine Types Constructed By Households 

Figure 1 

• 
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Figure 2 
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Figure 3 
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Appendix 3: Household Questionnaire 

UNIVERSITY FOR DEVELOPMENT STUDIES 

FACULTY OF PLANNING AND LAND MANAGEMENT 

DEPARTMENT OF PLANNING AND MANAGEMENT 

Introduction 

This questionnaire is seeking your opinion in an effort to solicit information to write a 

thesis on the topic "Access to Safe Sanitation in the Nadowli District, The Role of 

Community Led Total Sanitation (CL TS)". This study is being conducted in partial 

fulfillment of the award of Master of Philosophy in Development Management. Your 

opinion is, therefore, needed for academic purpose only and will be treated 

confidentially. 

Please tick in the brackets or where appropriate explain answers in the spaces 

provided. 

Section A: Demographic Characteristics of Respondents 

1. Gender: a. Male [ ] b. Female [ ] 

2. Age of respondents 

a .. 15-24 [ ] 

b. 25-34 [ ] 

c. 35-4 [ ] 

d. 45- 54 [ 

e. 55 and above [ 

3. Ethnic background of respondent 

a. Wala [ ] 

b. Dagaati [ 
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c. Sissala [ ] 

d. Brifor [ ] 

e. Specify if any other . 

4. Religion: a. Christianity [ ] b. Islam [ ] c. Traditional [ ] 

5. Occupation: a.Farming [ ] b. Trading [ ] c. Civil servant [ ] d.Others (please 

specify) , . 

6. Annual income (GH(l) 

a. 100 - 299 [ ] 

b. 300 - 499 [ ] 

c. 500 - 699 [ ] 

d. 700 - 899 [ ] 

e. 900 - 1099 [ ] 

f. 1100 + [ ] 

7. Household size 

a. 1-5 [ ] 

b. 6-10 [ ] 

c. 11-15 [ ] 

d. 16-20 [ ] 

e. 20 + [ ] 

Section B. Approaches to Sanitation 

8. What approaches to sanitation were available in your community before the 

introduction of CL TS . 

-_: 
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22. Has there been any change in sanitation related disease pattern in the community 

since the inception ofthe CLTS project? a. Yes [ ] b. No [ ] 

23. What is the significant change in the community since the CLTS project 

started? . 

24. What are some of the benefits aside the answer above since the CLTS 

inception? . 

Section D. Household Response to CLTS 

25. What understanding of is CLTS your own 

26. Are you willing to pay for the cost of providing safe sanitation under the CLTS 

approach? a. Yes [ ] b. No [ ] 

27. In what form will you be willing to pay for sanitation under the CLTS approach? 

28. Why will you be willing to pay for the cost of sanitation? 
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Section E. Cost of Sanitation 

29. How much in your opinion, did it cost a household to acquire sanitation facility? 

30. Could every house hold afford a sanitary facility?a. Yes [ ] b. No [ ] 

31. Now with the CLTS approach, how much does each house hold contribute for 

sanitation? . 

33. If yes in 32 above, please explain . 

32. Is the cost of sanitation shared? a. Yes [ ] b. No [ ] 

THANK YOU. 
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Appendix 4:Questionnaire for Sanitation Project Workers 

UNIVERSITY FOR DEVELOPMENT STUDIES 

FACULTY OF PLANNING AND LAND MANAGEMENT 

MPIDL DEVELOPMENT MANAGEMENT 

PROJECT TOPIC; ACCESS TO SAFE SANITATION IN THE NADOWLI 

DISTRICT, THE ROLE OF COMMUNITY LED TOTAL SANITATION (CLTS) 

Please tick in the brackets or where appropriate explain answers in the spaces provided. 

Sanitation project workers 

Part one 

1. Age A.15-24 ( ) B. 25-34( ) C. 35-4 ( ) D. 45- 54 E. 55 and above ( ) 

2. Gender A. male ( ) Female ( ) 

3. Occupation A. student ( ) B. farmer ( ) C. civil servant D. others (please specify) 

4. Name of your organization or department. . 

Part two 

5. Has your outfit worked in the Vagoni community? A. yes ( ) B. No ( ) 

6. What is the existing approaches being used for addressing sanitation issues in the 

Nadowli District? 

7. Has your outfit carried out any sanitation project in the district? A. yes ( ) B. ( ) 

8. What type of projects has your agency undertaken in the districts? A. Hard ware ( 

) B. soft ware ( ) C. both ( ) D. any other, please state . 

9. Does your project require subsidies for sanitary facilities? . 
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10. Which communities were / are beneficiaries of the projects mentioned above? 

11. Does your outfit undertake Community Led Total Sanitation (CLTS)? 

12. If yes for the above, how different is this from the old approaches? . 

13. What is Community led Total Sanitation (CLTS)? . 

14. How does the Community Led Total Sanitation (CLTS) approach operate? 

15. Does the project involve construction of latrines? . 

16. Who undertakes the construction of latrines A. community members ( ) B. 

Government of Ghana ( ) C. others specify . 

17. How do people of the N adow li District respond to the various approaches used to 

curb the sanitation menace? . 

18. What is the level of patronage of the CLTS as compared to the old subsidy 

approach? . 

19. What is the most appropriate method or approach in curbing the open defecation 

menace? A. subsidy approach ( ) B. non subsidy approach (CLTS) ( ) 

20. If yes in above, why? Please explain . 

21. How has been the trend of sanitary related disease in the' district since the 

CLTS approach? . 

22. Does your outfit have any evidence with regard to the question above (21)? Please 

indicate where available with figures . 
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