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Abstract 
Low coverage of household latrines in the Kagera Region of Tanzania continues to exist despite 

past and current interventions to improve the situation. A limited understanding of the reasons for the 
low coverage restricted solving of this problem. The research which aimed to explore the perceptions 
of community members and latrine promoters was sought to increase understanding of this problem. 

Methods: Study designed was an exploratory qualitative approach that employed two qualitative 
research methods: focus group discussions and in-depth interviews. Focus groups discussion involved 
elderly community members and Ward Development Committee members who are leaders and latrine 
promoters. In-depth interviews involved key informants whose job descriptions includes the 
promotion of household latrines. Ethical approval was obtained from University of Western Cape and 
authorisation to conduct the study from the Kagera Regional Administrative Secretary. 

Results: Content analysis revealed a thick description of respondent’s perceptions in relation to 
factors which affect the coverage of household latrines in the Kagera Region. Interlinked factors were 
revealed including low community involvement and participation, poverty, cultural beliefs and 
taboos, gender disparity, low technical capacity of latrine promoters and poor packaging. 

Conclusion: This study revealed myriad factors which affect the coverage of household latrines in 
Kagera Region of Tanzania. Recommendations were put forward including adoption of an integrated 
approach, empowerment of members, and provision of capacity building interventions for the key 
latrine promoters. Insights gained through this study could contribute towards improving the 
coverage of household latrines in the Kagera Region of Tanzania. 

Keywords: Low coverage, household, latrine, sanitation, factors, promotion, perception, Muleba 
District, Kagera Region, Tanzania 

Background information 
Sanitation is an important element of health which was included as part of the Alma Ata 

Declaration on Primary Health Care, Health For All by the Year 2000 (WHO, 1978). This took place 
in the Alma Ata Declaration to plan for comprehensive Primary Health Care package advocated 
included basic sanitation for all people (WHO, 1978). It was anticipated that sanitation promotion 
would be implemented according to the Primary Health Care Principles of equity, accessibility, health 
promotion, prevention, intersectoral action, community involvement, decentralisation, integration and 
coordination of health activities (WHO, 1978). However, this did not yield the intended results until 
the end of the 20th century. It was claimed this due to poverty and a concentration on vertical 
programmes rather than an integrated Primary Health Care approach (Werner, 1995). Inappropriate 
stratagies such as distribution of 400 million packets of Oral Rehydration Therapy each year as part of 
a campaign to reduce children’s deaths from diarrhoea, while over 133 million children were still 
dying annually in developing countries due to poor sanitation was another limitation. 

Another significant global strategy that relates to sanitation was the United Nations Millennium 
Development Goals (MDGs) initiated in 2000 (UNDP, 2000).Within this strategy are eight 
development targets due to be achieved by 2015. Sanitation was incorporated within goal number 
seven (MDG7), which was to halve the number of people with no access to safe drinking water and 
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sanitation by 2015. All 191 United Member States signed the MDGs Declaration in September 2000 
(UNDP, 2000). The MDGs committed all world leaders to ensure environmental sustainability 
through a global partnership for development. In response to MDG7, the Government of Tanzania 
adopted the National Strategy for Growth and Poverty Reduction (Chaggu, 2009). Through this 
Government commitment, various sanitation operation targets were set to be achieved by 2010. This 
included the fulfilment of target 10 of MDG7 for the improvement of the health and socio-economic 
status and the quality of lives of people particularly children and women. In addition, Vision 2025and 
of the Government of Tanzania. 

However, MDG7 targets on sanitation was not achieved and expected to long term challenge as it 
was noted by UNDP (2006) that due to current sanitation trend, Sub-Saharan African countries will 
only reach the Millennium Development Goal Water target in 2040 and the sanitation target in 207. 
The author therefore called for concerted action from all stakeholders in order to achieve MDG set 
targets. 

Kagera region Tanzania, it was reported by Regional Secretariat and Regional Health Management 
Team (2012), reported that ownership of safe a household latrine was a major challenge with low 
coverage persistently dropping over the past four years. Statistically, in (2012) it was reported that 
household latrine coverage in Kagera region was 50 percent. Although this percentage rate was above 
the national coverage of 47 percent (MOHSW, 2009), it had decreased over the previous three years 
from 56.3 percent in 2008, to 52.6 percent in 2009, and 50 percent in 2010 

It was further reported in the Council’s Comprehensive Health Plan (2010/12) that among the top 
five health problems are communicable diseases including diarrhoeal diseases, worm infestation and 
malaria. These diseases are all related to an unsanitary environment particularly low coverage of 
household’s latrines. This means that a high proportion of households are still practicing unsafe faecal 
disposal, such as open defecation on their farming plots or bushes. This type of defecation is 
unhygienic; it contaminates the air, the water and the general environment, leading to the spread of 
germs which cause diarrhoeal diseases. These diseases constituted 30 percent of all visits to the 
outpatient departments in the region (Region Secretariat and Region Health Management Team, 
2010). The above state of affairs triggered the mind of research to conduct an explorative study in 
Muleba district which is one of 8 district in Kagera region as a –partial fulfillment of the requirements 
for the degree of Masters in Public Health at School of Public Health, University of Western 

The Muleba District was chosen for this study for the following reasons: District Health Profiles 
from 2009 to 2011 (Council Health Management Team, 2013) estimated that, in total, only 52.4 
percent of households in the Muleba District had hygienic latrines, which is far below the national 
target set to achieve 82 percent in rural areas and 100 percent in urban areas by 2015. The Muleba 
District prioritised water and basic sanitation in their council health plans and there have been several 
interventions to provide this to residents in this district. However, it is these interventions appeared to 
have had little impact on changing people’s lifestyles and social behaviour towards the construction of 
latrines. 

Consequences of low coverage of latrines in the kagera region 
The consequences of low coverage of household latrines are numerous and include high morbidity 

and mortality levels due to diseases such as worm infestations and diarrhoea. Population Services 
International in Tanzania (2004) estimated that Tanzanian children suffer three to four episodes of 
diarrhoea per year resulting in it being a leading cause of morbidity and mortality for children under 
five years old. Morbidity data for all Kagera District Councils shows a high prevalence of faecal oral 
diseases, predominantly worms and diarrhoeal diseases, with an annual rate of 64/1000 (2012). This 
indicates that many people become sick due to sanitation related diseases, leading to unnecessary 
suffering, morbidity and mortality. In 2011, children under five years of age reporting with worm 
infestations and diarrhoeal diseases were 7.1 percent and 4.4 percent respectively. Outpatient cases 
accounted for 3.6 percent and 4.6 percent among adults and children under-five respectively. It was 
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further reported that 4.9 percent of the deaths among children under five years of age were due to 
diarrhoeal diseases; making this the fourth highest killer of children under-five. It was also reported 
that 9.4 percent of adult deaths were due to diarrhoeal diseases (Region Secretariat and Region Health 
Management Team, 2011). The concerns went beyond the morbidity and mortality figures. The 
Regional Secretariat and Regional Health Management Team (2011) also claimed that the low 
coverage of household latrines affects community members economically. Many people become ill 
frequently resulting in unnecessary suffering, loss of productive time and money to cater for the 
treatment needed. This is due to the costs involved in taking care of those affected, such as medical 
care fees, drugs and laboratory tests. It also means an added workload for health institutions which are 
already overstretched and understaffed. This was a key rationale for the researcher to embark in this 
study. 

Key information on study area 
The Kagera Region is one of the 24 regions of the United Republic of Tanzania. It lies in the North 

West corner of the country, along the shores of Lake Victoria. The region covers a total area of 39,627 
km2 comprising 28,388 km2 of land and 11,239 km2

The Kagera Region is located between 1–3
 of water; the largest area of water in the country. 

o south of the Equator, at a longitude of 30–32o east of 
Greenwich. It lies at an altitude of 1100–1800 meters above sea level. The region has an equatorial 
type of climate with an average bi-annual rainfall of 800–1200 mm and a temperature range of 
between 9–32o

Administratively, the Kagera Region deals with a total population of 2,513,188 distributed through 
seven districts namely, Biharamulo, Bukoba, Muleba, Ngara, Kyerwa, Missenyi, Karagwe and 
Bukoba municipal council. Population is composed of various tribe include Haya, Nyambo, Hangaza, 
Subi and Sukuma and 70 percent of the inhabitants are small-scale farmers These form the livelihood 
of community members. The majority of the buildings in the area are constructed using wood and 
mud walls, and are roofed with either grass thatch or iron sheets. (Kagera Regional Secretariat and 
Regional Health Management Team, 2013). These levels and the relevant bodies operating at each 
level are discussed below and are summarised in Figure 2. 

C. 

Levels 0 and 1 
Levels 0 and 1 are the levels of individual households and the community. It is at these levels that 

policies and guidelines for improvement need to be implemented and/or enforced. These levels 
represent the target groups and beneficiaries of health services, including latrine promotion 
interventions. This is where all health efforts are directed to improve the health status and wellbeing 
of people. 
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FIGURE 1. Levels involved in latrine promotion 

Levels 2 and 3 
The village and ward levels, under VDCs and WDCs, are close to households and the community. 

They are responsible for the day-to-day functions of all development issues, including latrine 
promotion. These levels require support from the district, level 4, in order to be effective in supporting 
levels 0 and l as it is the district that is responsible for policy and law enforcement. 

Level 4 
Level 4 is the district level where the CHMT and other council departments, such as health, 

education, agriculture, public works, and water and community development are found. Level 4 links 
Regional and Central Government with lower levels and provides technical support to wards and the 
village level. The CHMT, which is a top district council body, requires technical capacity and 
integrity in order to support levels 2 and 3. In addition, level 4 should be supported and supervised by 
level 5. 

Level 5 
The Regional Secretariat and RHMT operate at level 5, the regional level. This level is involved in 

policy translation and offers technical support to the district level. Level 5 also represents the Ministry 
of Health and Social Welfare which plays a supervisory role and provides guidelines to the CHMTs at 
level 4. 
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Level 6 
Level 6 is the Ministry of Health and Social Welfare, a top organ that works in collaboration with 

other bodies to develop all policies, guidelines and protocol for latrine promotion. This level also 
provides financial and technical assistance to the regions, level 5 (The United Republic of Tanzania 
Ministry of Health, 1998). 

Type of sanitation in kagera region 
Sanitation is one component of environmental hygiene that includes the collection and disposal of 

human excreta, in particular urine and faeces (UNICEF, 2008). Sanitation has two systems which are 
classified in two categories. The first is an onsite sanitation system, where human excreta is retained 
and treated on the site of defecation in a way that is hygienic and does not adversely affect the 
environment (WHO, 2010). The second system is an off-site sanitation system, where human excreta 
is removed from the defecation site by conventional sewerage and then treated and disposed of 
through a small bore sewer. It involves treatment and skilled operators for management, operation and 
maintenance and requires large quantities of water for flushing. This off-site sanitation system is not 
suitable in peri-urban and rural areas with water supply shortages (WHO, 2010). Onsite and off-site 
sanitation systems are practiced in the Kagera Region. Onsite systems are commonly used by the rural 
population and off-site systems are common in urban areas, for the reasons expressed above. Though 
there is no uniformity in the types of latrines promoted in the Kagera Region, the most common are 
the improved pit latrine and the ventilated improved pit latrine. Improved latrines should comprise a 
deep pit or trench latrine that is about (0.76–1.22 m) wide and 6–(1.83–3.05 m) deep. (Friend of Lake 
Victoria 

Study design 
The study type selected was that of an exploratory study aimed at understanding the respondents’ 

perceptions of the factors contributing to the low coverage of household latrines. Two qualitative 
research methods were used: Focus Group Discussions (FGDs) and In-depth Interviews. This 
qualitative approach facilitated the collection of information that provided an understanding of the 
respondents’ awareness and knowledge about the coverage of household latrines, based on their own 
experience. 

The aim of this study 
The research aimed to explore the perceptions of community members and latrine promoters on the 

reasons for the low coverage of latrines in order to increase the understanding of this issue, and look 
for more effective solutions. This in turn, should result in an improvement in the health status of 
community member in Kagera Region in general. 

Specific objectives 
01. To assess the perceptions of community members about the importance of latrines as a basic 

household structure. 
02. To explore the perceptions of latrine promoters and community members regarding the role of 

latrine promoters in improving the coverage of household latrines in the Kagera Region. 
03. To explore the views of community members and latrine promoters about the enabling and 

hindering factors for improved coverage of household latrines in Kagera. 
04. To explore the approaches that could be used to improve household latrine coverage in the 

Kagera Region 

Sampling and study population 
The study population for the first FGD included influential, elderly people who have an informal 

leadership role in women or men’s groups at a community level. As they come from informal 
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community groups at level. They are beneficiaries and consumers of latrine promotion services. They 
are considered a homogenous, informal group because they share the same information, community 
norms and experiences, and come from the same geographical location. The sample from this 
population group constituted six people (one woman and five men). The selection criteria included 
being aged between 50 and 60 years old, living permanently in the wards and owning a house. They 
were purposely selected with the assistance of the Ward Executive Officer and the Ward Counsellor. 
Based on their experience in the community, they were considered to have sufficient information 
about latrine issues. These people were also knowledgeable about different factors in terms of the 
social, cultural and community norms in relation to defecation, faecal disposal and latrines. They were 
therefore considered to be information rich subjects. 

The study population for the second FGD consisted members of Village Development Committees 
(VDCs) and Ward Development Committees (WDCs) who are latrine promoters at levels lower 
community level. Given their roles, they are supposed to take an active role in latrine promotion, 
including providing technical support and the enforcement of law, policies and guidelines to the 
community members and families at levels. The sample for this FGD was six members of the VDC 
and WDC. These were three women and three men aged between 25 to 60 years old. They were 
considered a homogenous sample because they have shared roles and responsibilities, and because 
they could be considered information rich in relation to the promotion of household latrines at ward 
and village levels. 

The study population for the in-depth interviews comprised health and development managers from 
the District Council at level 4 of health services implementation (CHMT) and the Regional Secretariat 
and RHMT at level 5 of health services implementation (Figure 1). All have been involved in latrine 
promotion for more than 10 years and were selected based on their qualifications. The two 
respondents from district level were selected with the assistance of the District Executive Director 
who is in charge of all district staff. The regional level respondent was selected with the assistance of 
the Regional Medical Officer who is the chairperson of the RHMT. Basically the study concentrated 
at ward level where most of respondent were drawn and few from district and Region level as the 
following narrated structures. 

Data collection 
The researcher discussed the study with the District Executive Director and District Administrative 

Secretary and sought suggestions of the key informants to select for the in-depth interviews. The 
Ward Executive Officer was also consulted before the finalising the selection the respondents for the 
in-depth interviews. All the respondents were consulted to seek their willingness to participate in the 
research. They were all briefed on the research and an arrangement was made with them about the 
dates and times for individual, face-to-face interviews. 

The consultation on the selection of FGD respondents took place with the Ward Executive Officer. 
Again appropriate times and places were arranged to conduct the discussions. The researcher was 
accompanied by a research assistant during both the focus groups discussions and in-depth interviews. 
The research assistant took notes and observed the respondents for aspects such as body language and 
their level of participation. In addition, the researcher used a tape recorder to record the discussion, 
having had this agreed to by the respondents. The recorded information was later transcribed and 
translated into English. 

Research tools included a question guide for the FGDs and semi-structured questionnaires for the 
in-depth interviews. These tools were in Kiswahili which is the national and official language of 
Tanzania. Kiswahili was used throughout the discussion with the respondents. However, in some 
instances, Kihaya was used to clarify issues when it was deemed necessary by both the researcher and 
the respondents. This did not create any problem since the researcher and research assistant are 
conversant in both Kiswahili and Kihaya. 
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Data analysis 
As is the nature of qualitative research, data analysis was done concurrently with data collection in 

order to adapt the subsequent focus groups and interviews on the basis of previously captured and 
analysed information. The researcher employed a thick description of data from the FGDs and 
individual interviews and collated the information accordingly. This was followed by content analysis 
according to themes in relation to the factors affecting the low coverage of household latrines and 
possible solutions were drawn from this data. Thereafter coding and categorising of data was done to 
produce the meaning of respondents’ responses. 

Ethical considerations 

The researcher obtained from the Ethical Committee at the University of Western Cape also 
requested permission from the Regional Administrative Secretary of the Kagera Region. Participation 
was voluntary and consent was sought from the individuals and groups who were interviewed. 
Individual responses and views were respected and all participants were assured of confidentiality and 
anonymity by not linking collected information to the person’s name or other identification such as 
his/her address. In addition, the completed information was kept by the researcher in safe custody. 
Respondents were provided with letters in Kiswahili explaining the nature of the study, requesting 
their voluntary participation and assuring them about confidentiality. Consent forms were translated in 
Kiswahili and each participant signed it as proof of their willingness to participate, as well as their 
right to refuse to participate in the research or withdraw from the study at any time with no 
implications. 

Limitations 
The small sample size was a constraint due to the nature of the mini-thesis. However, the 

researcher adopted the principles and nature of qualitative research whereby detailed discussion and 
thick description provided valid and credible results. Triangulation was also applied as a means of 
increasing rigor which included methodological triangulation, data sources triangulation, theoretical 
triangulation through literature review. 

Relevance of the study topic 
As regards to the relevance of the topic, it was revealed and acknowledged by all FGDs and in-

depth interview responses that the topic was relevant. This was also supported by the literature 
review. In addition, responses indicated that household latrines are an important aspect in the 
maintenance of health and social integrity. It was further argued by most of the respondents that, 
though the topic is important, it had been overlooked and they therefore suggested the need for urgent 
attention. Given that the low coverage of household latrines is an issue of concern to both the 
community members and latrine promoters; this provided an opportunity for the latrine promoters to 
initiate a dialogue on how best to raise the level of household latrine coverage in the Kagera Region. 
It can also be argued that acknowledgement of this topic by the respondents can be seen as a clear 
indication that people are aware of this problem but, have probably lacked the opportunity to discuss 
it. 

Respondents’ knowledge on sanitation problems 
The study also revealed respondents were aware about this problem, FGD respondents estimated 

that only one out of ten households in the vicinity owns a latrine and that even when latrines are 
available they are poor in terms of quality and physical appearance. This study detected several 
overlapping themes in relation to sanitation coverage. These themes included community 
involvement, economic status, culture and taboos, gender disparity, lack of motivation among the 
community members, knowledge on the health benefits, political factors, capacity of promoters and 
promotion strategies. These findings demonstrate the prevailing high level of knowledge and 

7



Texila International Journal of Public Health 
Volume 4, Issue 4, Dec 2016 

understanding of the problem among respondents; the central question however, is why latrine 
coverage is still a challenge despite this knowledge. The same challenge was identified by the 
Hesperian Foundation (2005) which found that the relationship of knowledge and the perceived 
benefits from latrines among community members are not always connected with the health benefits 
because some people are primarily interested in clean toilets, improved hygiene and privacy. 

Lack of community involvement 

This study revealed that apart from receiving information from health workers and leaders 
instructing people to construct latrines, communities are not adequately involved in latrine promotion. 
In addition, it was learnt that not enough support has been given at a community level to assist in 
latrine construction. It was further revealed that due to low community involvement, latrine promotion 
or education was considered to be the role of employed people and not the role of community 
members. Furthermore, it was found that community members are not aware of the types of latrines 
that exist and are also not involved in selecting which types to construct in their community. The 
study also found that people are told to construct latrines as a routine measure instead of enabling 
them to understand the appropriate type of latrines to construct. It was further found that latrine 
packaging, such as the promotion of VIPs, lacked the involvement of community members during 
their selection. A similar weakness was discussed by other researchers whereby most of interventions 
were noted to be of top-down approached and based on the superficial involvement of community 
members community. A similar weakness was discussed by Sah and Negussia (2008) that most of the 
sanitation promotion in Africa are of top-down and based on the superficial involvement of 
community members. The authors also noted that promoters emphasised coverage rather than the 
improvement of sanitary behaviours. There is also the tendency for promoters to only focus on 
hardware rather than combining it with software, which would include information, education and 
communication (IEC) and behaviour change communication (BCC) events (DFID, 2002). Moreover, 
it was emphasised by the Ministry of Foreign Affairs of the Netherlands (2012) and the African 
Ministry Council on Water (2011) that community led heath education in latrine promotion that 
involved the participation of community members improved the coverage of latrines in Mozambique 
and other African countries. It was further support by DFID, (2002) and the Hesperian Foundation 
(2005) both noting that latrine promoters should empower community members by enabling them to 
understand the importance of latrines including the relationship of latrines and their health and 
dignity. 

Community motivating factors 

This study revealed that community members are not motivated towards the construction of 
household latrines and that there is little initiative to motivate their active participation in latrine 
promotion activities. This was vividly noted by the elderly FGD respondents. They indicated that 
some of the community members who have latrines and know about their importance could not 
educate their fellow community members. It was further learnt that some people scorn fellow 
community members who try to educate them on the importance of latrines. This lack of motivation 
was reported to be related to culture, beliefs and taboos which are discussed in more detail below. 
Another reason given for the lack of motivation for latrine construction was the traditional alternatives 
used by the community. For example, the presence of banana plantations and bushes is seen as an 
advantage as they provide privacy, and this is where some people hide themselves to defecate. 
Moreover, community members lack technical assistance and guidance on household latrine 
promotion issues. 

This funding is supported by most of the researchers revealed that where community motivation 
was done properly; it improved the coverage of latrines. For instance Sah and Negussie (2008) 
proposed that latrine promoters should motivate community members to understand the importance of 
latrines and shift them from subsidised to self-funded latrine promotion programmes. Furthermore, 
they recommended that latrine promoters should promote social changes that would enable 
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community members to declare their villages as Open Defecation Free (ODF). WSP (2004) also 
argued that in latrine promotion interventions, routine measures cannot address latrine problems 
because they relied on outdated approaches. Arbelol (1994, as cited by Sitt, 2005) suggested that 
community members must participate in the initiation and organisation of their latrine promotion 
programmes. 

Economic status 
This study confirmed that their poor economic status contributed to the low coverage of household 

latrines. Elderly FGD respondents were of the opinion that some of the latrine construction materials 
require funds which most of the families in the Kagera Region cannot afford. It was further noted by 
the elderly FGD respondents that some people do not have decent houses and it was therefore naive to 
consider that people would allocate a portion of their meagre funds to latrine construction. This was 
also acknowledged by the in-depth interview respondents who agreed that poor economic status 
hinders some community members from owning latrines because they cannot afford the construction 
costs. The study also revealed that in some areas special technology and equipment was needed to 
break rocks or deal with sandy soils in order to construct latrines. The cost of this technology is too 
expensive for poor households. However, a few FGD respondents observed that because community 
members lack awareness about the implications of poor sanitation, they are not motivated to prioritise 
latrines. Instead, they give priority to non-essential luxuries such as alcohol and cosmetics rather than 
allocating funds to the construction of latrines. The issue of poverty and latrine was earmarked by 
other researchers that poor economic status is among the factors that contribute to poor sanitation, 
particularly with regards to household latrines. Mukwaya and Kusiima (1998); Munro, et al. (1991) in 
Uganda and Pattanayak et al. (2009) in Irissa India revealed the relationship between low economic 
status on the coverage of household latrines. The UNDP (2012) also highlighted that in Sub-Saharan 
Africa, access to sanitation was highly correlated with wealth. UNICEF and other development 
partners in Ethiopia (2009) suggested the consideration of economic status by motivating that 
affordable types of latrines are advocated during sanitation promotion 

Culture, beliefs and taboos 
This study revealed information which concurs with the examples taken from various literatures. 

The elderly FGD and WDC respondents in particular, reported that there are some cultural beliefs and 
taboos which account for the low coverage of household latrines. For example, the respondents 
indicated cultural factors, beliefs and taboos which dictate that children’s faeces should not be put in 
adult latrines, and that some members of the family should not share latrines. This means that people 
have to opt for unsanitary faecal disposal, such as bush defecation, sharing of open pits with children 
and disposing of faeces on banana stems. According to respondents’ views, these factors, to some 
extent, contribute to the low coverage of household latrines. However, officials at district levels 
argued that the cultural and traditional beliefs are outdated and that they no longer affect the 
ownership of latrines. This means that, despite the view of the communities, measures are unlikely to 
be taken by district latrine promoters to address cultural factors, and so this will remain an obstacle to 
latrine coverage. The finding was supported by other researchers. For instance, WaterAid and Ayele 
(2005) reported that in Ethiopia, cultural beliefs inhibited the uptake of household latrines because 
they dictated that people should prevent misfortunes by not owning latrines.. 

The involvement of women (gender) 
This study revealed that gender inequality in latrine promotion contributes to the low coverage of 

household latrines in the Kagera Region. The respondents stressed that married women are not 
involved in latrine construction hence limiting their contribution to latrine promotion activities. This 
however, did not apply to all women. It was also noted that there are some female-headed households 
who have managed to construct latrines while some male-headed households have not. Those who 
argued that the low involvement of women affects the coverage of latrines noted that the construction 
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of latrines in the Kagera Region is considered to be the duty of men and that some families may fail to 
own household latrines as the men do not consider constructing them as a priority. Involvement of 
women has been insisted by various authors. For instance, the WHO (2010) and Stitt (2005) noted 
that women are the primary caretakers of latrines and so the effects of not involving them in latrine 
promotion has a negative impact in improving sanitation coverage. The Hesperian Foundation (2005) 
added that leaving women out of sanitation planning puts them at a greater risk of health problems 
and other consequences that increase their burden such as caring children suffering from diarrhoeal 
diseases. Emphasising the involvement of women in latrine promotion, the Hesperian Foundation 
(2005) stressed that because women are family caretakers their involvement in the promotion of 
household latrines will safeguard the community. UNICEF (2010) also reported the advantages of 
involving women by giving an example from Koraput in India where women played an impressive 
role in raising the household latrine coverage to 100 percent. 

The role of latrine promoters 
The current study exposed many aspects where weaknesses exist. From the findings, it was evident 

that almost all latrine promoters are not fulfilling their roles. They were reported to be weak in terms 
of numbers, where one health officer is responsible for a large catchment area. In addition, they do not 
have the resources required to support their work, for example, transport and demonstration materials. 
They were also reported to lack technical capacity. Moreover, it was learnt that their approach to 
latrine promotion includes the use of inappropriate measures such as penalising people with no 
latrines for outbreaks of cholera and typhoid. Though these measures may be useful in forcing people 
to have latrines, they are not friendly, motivational or educational. Importantly, it was revealed by this 
study that there were no plans in place to improve the situation.  

Furthermore, it was learnt from the FGD respondents that their leaders and health experts are not 
taking proper action. The elderly FGD respondents claimed that not a single meeting was organised 
by latrine promoters to discuss the issue of latrines. They also said that there is little attention given by 
district planners to educating community members on the importance of latrines and that latrine 
promoters at ward level get little support. The higher levels of government were also criticised. 
During an in-depth interview, an official from the district blamed colleagues at the district level for 
not giving adequate attention to latrine promotion. This indicated a relationship between low latrine 
coverage and inadequate involvement of latrine promoters, particularly from district level. 

Another weakness described was the emphasis on addressing the outcomes of the low coverage of 
latrines by putting more attention on curative services without educating the community members as 
part of preventive measures. Respondents also reported that latrine promoters directed more effort 
towards public latrines than household latrines. This is a weakness that was also reported by the 
World Health Organisation (undated) who argued that by concentrating on societal public latrines, 
less attention is paid to household latrines and this leaves community members with little knowledge 
of the importance of household latrines. The focus and actions of latrine promoters reported above 
may be due to their low capacity in terms of skills and knowledge on how to address or promote 
latrine construction appropriately. Limited capacity of promoters in this study can be contrasted with 
the success in Mozambique, as reported by the Ministry of Foreign Affairs of the Netherlands (2012). 
The African Ministry Council on Water (2011) also reported success in African countries such as 
Tanzania, Uganda, Ghana and Rwanda where latrine promoters were key facilitators in the Total 
Sanitation Marketing project, which involved the decentralisation of policies that improved household 
latrine coverage. In additional, this is a weakness that was also reported by the World Health 
Organisation (undated) who argued that by concentrating on societal public latrines, less attention is 
paid to household latrines and this leaves community members with little knowledge of the 
importance of household latrines. The focus and actions of latrine promoters reported above may be 
due to their low capacity in terms of skills and knowledge on how to address or promote latrine 
construction appropriately. 
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The role and capacity of community leaders 
As regards the capacity and role of community leaders, such Ward Executive Officers, Village 

Executive Officers and village Government leaders the study revealed that their capacity is low and 
that they are not fulfilling their role in latrine promotional activities. Elderly FGD respondents 
stressed that community leaders including Ward Health Officers, Ward Executive Officers and 
Village Executive Officers are not involved in latrine promotion. The respondents further asserted that 
some government leaders who are supposed to enforce environmental laws that demand community 
members to construct household latrines, either have no latrines or have substandard ones themselves. 
They therefore doubted how such leaders could promote latrines while they themselves are not seen to 
value them. From this study, it was discovered that the low capacity among the community leaders, 
which includes low technical capacity and a limited understanding of their roles and responsibilities, 
is one of the factors which prevents them from taking an active role in latrine promotion. For instance, 
Ward Executive Officers and Village Executives Officers are in charge of ward and development 
teams whose members have different expertise. As most of these wards and village officers do not 
have relevant qualifications it is difficult for them to provide technical guidance or support to different 
sectors. 

As discussed above, the lack of adequate support from district level was a major challenge. For 
example, it was revealed in this study that there were neither demonstration materials for latrine 
construction at ward levels nor transport facilities for the ward health officer who is involved in 
latrine promotion. Another weakness which was revealed at district level was that latrine promotional 
activities have been left to the health department and fall only in the environmental cluster. This 
means that promotional activities lack integration across different sectors. There is no multi-sectorial 
or intra-sectorial collaboration. This is against the principle of Primary Health Care (PHC) which 
stresses that PHC strategies should be cost effective, integrated programmes (WHO, 1988). 
Furthermore, the authors insisted that PHC should be a multi-sectorial collaboration, and requires an 
approach of community participation and decentralisation of the district health system through 
integrated and coordinated efforts. The effectiveness of integrated efforts was reported by the African 
Ministry Council on Water (2011) as a key factor that had led to the success stories of improved 
latrine coverage in African countries such as Uganda, Ghana and Rwanda. 

The role of political leaders 
The study revealed inadequate political will and poor commitment to latrine promotion activities. 

All FGDs and in-depth interview respondents were disappointed with unwillingness and inactivity of 
political leaders from village and ward levels in latrine promotion programmes in the Kagera Region. 
It was expressed by respondents that village chairpersons and councillors are inactive and do not 
participate as expected. At the village level, the study revealed that some leaders go for ‘cheap’ 
popularity by not enforcing environmental laws in order to win votes. It was further noted by 
respondents that political leaders at district and regional levels concentrate on issues which benefit 
them politically in preference to latrine promotion. The same was observed by Sah and Negussie 
(2008) who showed that between 1990 and 2000 approximately 15.7 billion USD was invested 
annually in the global water and sanitation sector but little of this was invested in sanitation due to 
lack of political will. Feachem (1980, as cited by Sitt, 2005) argued that though all countries might be 
encouraged to increase their annual investment in water and sanitation, the effort is negatively 
affected by weak political commitment. The weak political commitment applies in other contexts as 
well. For instance, Feachem (1980, as cited by Sitt, 2005) argued that though countries might be 
encouraged to increase their annual investment in water and sanitation, these efforts will be based on 
weak existing political commitment. The author gave an example of the Tafae Provincial Ministry of 
Health which failed to sustain a health programme handed over to them by the donor due to lack of 
political commitment. WaterAid (2005) in Ethiopia noted that due to inadequate political will, the 
local government did not allocate funds for latrine promotion and there was no policy framework for 
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material subsidies in the household latrine construction schemes. The global implication of limited 
political commitment, as noted by the WHO and UNICEF (2006), is the factor for slow progress 
towards achieving MDG7 

Latrine promotion strategies 
The findings from this study in the Kagera Region showed that the strategies used by latrine 

promoters often achieved the opposite of what they were designed to achieve. It was revealed that the 
strategies used in the Muleba District contributed, to some extent, to the low coverage of household 
latrines because they were inconsistent and/or promoted latrines that community members could not 
afford. Yet the WDC and VDC members claimed that to some extent they are involved in providing 
education about latrines, by giving monthly health talks at the dispensary of the out patients 
department. This type of health education by WDCs and VDC is not adequate to raise awareness and 
enable the participation of community members in sanitation promotion. Furthermore, it was found 
that the respondents from the WDCs claim to have been facilitating the implementation of routine 
health education sessions on the importance of latrines and house to house inspections, yet the elderly 
FGD respondents claimed not to know about the type of latrine being promoted. This indicated a 
difference between the perceptions of latrine promoters (WDC and VDC) and the elderly members of 
the community. Furthermore, as their involvement appeared to be fragmented and unsystematic, it 
was unlikely to have a tangible impact. For example, giving one health talk a month was unlikely to 
contribute to the improvement of latrine status. District respondents also revealed that they had 
previously mobilised communities through meetings at village and institutional levels such as schools, 
but this was no longer done as it was donor dependent and it is not incorporated in district plans. 
These examples show how ineffective strategies from latrine promoters contribute to the low coverage 
of latrines in the Muleba District. The role of latrine promotion stratagies was also urged by other 
researchers: For instance, the Hesperian Foundation and UNDP (2005) suggest that some experts 
believe that health problems resulting from poor sanitation can be contained only if people change 
their behaviour in regard to hygiene. However, these ideas often fail because they do not consider the 
barriers which people face, such as poverty and other social and cultural factors. Another aspect is the 
focus on technical solutions (UNDP, 2005) such as modern toilets with flush water systems, but these 
may not be feasible under the prevailing conditions in the community and may create more problems 
than they solve 

Conclusions 
The exploration of the perceptions of community members and latrine promoters revealed a myriad 

of interrelated factors that impact on the low coverage of household latrines in the Muleba District. 
The respondents recognised the importance of the study topic and the importance of household 
latrines though they acknowledged that it was not usually given the attention required. Factors 
affecting the coverage of household latrines were revealed from the study respondents and from the 
information in the literature. The factors identified include community involvement, the capacity of 
community leaders and latrine promoters, economic status, gender considerations, cultural beliefs and 
taboos, political will and latrine promotion strategies. In addition, several suggestions were put 
forward by respondents about possible solutions to solve the problem of the low coverage of latrines; 
these also complied with the proposed measures that arose from the literature. The recommendations 
that follow are based on a combination of the factors and suggestions put forward by the respondents 
and the insights that emerged from the discussion chapter of this study. 
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Recommendations 
Community at community level: In order to ensure community involvement latrine promoters 

should put strengthening and enabling community members to be actively participation in the 
promotion of sanitation. This means that there should an increase in number of sensitisation sessions 
at community level. 

At Promoters level: The Ministry of Health and Social Welfare, the Regional Health Management 
Team (RHMT) and the Council Health Management Team (CHMT) to develop and implement 
capacity building programmes for the key latrine promoters on identified above issues as follows. 

In order to adress poor economic status: Latrine promotion programmes should consider the 
economic issues in order to find the means to support community members who are unable to 
construct latrines due to economic constraints. For instance, a subsidy scheme for the construction of 
a latrine can be introduced while building the capacity of a community member for sustainability 

About Gender Considerations: It is recommended that latrine promoters should incorporate 
gender mainstreaming in latrine promotion and enable both women and men to take an active role in 
latrine promotion programmes. 

Cultural Beliefs and Taboos: Promoters have to seriously consider these identified these factors 
and work closely with community to adress them 

Concerning Political will: It is recommended that political mobilisation should be one of the 
components in latrine promotion 

In relation to latrine Promotion Strategies: It is recommended that the strategies chosen have to 
be more user-friendly, practical and affordable for the majority of community members. 
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