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Summary:

Only 20 percent of households in Uganda have access to improved basic sanitation, a figure that has remained
largely unchanged over the past 20 years. Historically, market-based sanitation interventions in African contexts
have achieved low levels of product uptake and scale. In 2019, the USAID Uganda Sanitation for Health Activity
(USHA) designed a novel intervention, coined the Market Based Sanitation Implementation Approach (MBSIA),
aimed at increasing household investment in basic sanitation through demand creation and supply-side private
sector engagement. This case study details the application of Collaboration, Learning, and Adaptation (CLA)
principles in the “pilot” and “scale-up” periods of MBSIA implementation in 13 districts from July 2019 to March 2022.
From the hard-earned lessons generated during the pilot period, USHA staff and local community-based partners
implementing the approach established CLA-centric approaches like weekly learning calls, data clinics, and quarterly
pause and reflect sessions. These approaches helped identify and address challenges, scale-up best practices, and
promote an appreciation of using data for adaptive decision making. Applying CLA within MBSIA fostered the
emergence of a data-driven management and learning culture among USHA staff, local partners, and district local
government counterparts. USHA's FY 2021 mid-year pause and reflect meeting recognized that “monitoring,
evaluation, and learning is our muscle” and what sets USHA apart within Uganda’s WASH sector. CLA dramatically
increased the effectiveness of MBSIA, resulting in over $7 million of direct household investment towards the
installation of over 70,000 basic toilets, benefiting approximately 350,000 people. The ripple effects of the
data-driven, learning-centered, approach to sanitation programming have gone beyond USHA to influence policy and
practice within district local governments, local partners, and the Ministries of Health and Water and Environment.

Which two subcomponents of the Collaborating, Learning & Adapting (CLA) Framework are
most reflected in your case? Please reference them in your submission.

¢ Internal Collaboration e Openness

e External Collaboration Relationships & Networks

e Technical Evidence Base e Continuous Learning & Improvement

e Theories of Change e Knowledge Management
e Scenario Planning ¢ Institutional Memory

e M&E for Learning e Decision-Making

e Pause & Reflect e Mission Resources

e Adaptive Management e CLA in Implementing Mechanisms



1. WHAT: What is the general context in which the case takes place? What organizational
or development challenge(s) prompted you to collaborate, learn, and/or adapt?

Despite steady progress in eliminating open defecation, only 20 percent of Ugandan households have access to
improved basic sanitation. This figure has remained largely unchanged for 20 years. The country is well off-track to
meet its national goal of 40 percent basic sanitation coverage by 2025. In Uganda, investment in household sanitation
is entirely a household responsibility, with no public subsidies available. Traditional approaches to stimulate demand
for improved household sanitation often have not resulted in lasting behavior change.

In early 2019, the USAID Uganda Sanitation for Health Activity (USHA) designed a novel intervention that aimed to
increase household investment in durable basic sanitation facilities. The intervention combined the demand creation
aspects of Community Led Total Sanitation with a supply-side private sector engagement focus and was coined the
Market Based Sanitation Implementation Approach (MBSIA). MBSIA is based on the National Sanitation Market
Guidelines for Basic Sanitation that USHA supported the Ministry of Health to develop starting in 2018.

MBSIA facilitates a process of community collective action that encourages household investment in basic toilets that
are delivered through a network of sales agents and capable masons. MBISIA is supported by local government
structures such as village chairpersons and village chiefs. Shaped by findings from in-depth demand and supply-side
research in Uganda, USHA was optimistic about the potential of MBSIA, despite USAID global research from 2018
indicating that market-based sanitation approaches had historically achieved low levels of product uptake and scale in
sub-Saharan African contexts.

To deliver MBSIA, USHA partnered with and mentored seven local civil society organizations, many of which had
never previously received USAID funding, to manage the day-to-day implementation of the approach. Between July
2019 and March 2022, MBSIA was refined and rolled out in two phases across 13 districts, ultimately targeting
262,339 households within 1,585 villages. This case study focuses on the application of CLA principles starting from
the latter half of the 12-month “pilot” phase and continuing during the geographical scale-up phase that began in
September 2020.

2. WHY: Why did you decide to use a CLA approach? Why was CLA considered helpful for
addressing your organizational or development challenge(s)?

Recognizing the novelty and quasi-experimental nature of MBSIA, from the outset, USHA intended for CLA principles
to guide the process of introducing, refining, and scaling the approach. The complexity and scale of the intervention
suggests that MBSIA would not have been successful without putting into practice multiple aspects of CLA. However,
the broad acceptance and appreciation by staff and implementing partners for using monitoring data, short-cycle
reflection, and learning to guide implementation was far from automatic. Integration of CLA took on more urgency and
management attention in early 2021 after a rocky start to the pilot and the onset of restrictions of movement prompted
by COVID-19 in April 2021.

During this rocky start, a few of the pressing concerns identified in regional review meetings with local partners in early
2020 were: the lack of coordination among local actors during community mobilization “triggering sessions”; inability to
longitudinally track household progress and help local partners to maximize results; and the limited involvement of
local government officials. Although there were some isolated successes, the initial pilot was largely a disappointment,
achieving less than 10 percent market penetration in its 12 months, against a prediction of 30 percent.

In the late stage of the pilot, USHA’s Monitoring Evaluation and Learning Advisor, with support from the Chief of Party
and other senior technical staff, pushed USHA to become more deliberate and intentional about creating a data-driven
culture within the activity and its staff and local partners. This required reprioritizing resources to introduce new data
visualization tools, hold “data clinics” and other learning-focused activities across the 13 districts, and to position
learning and adaptation at the center of internal programmatic discussions and efforts to build the capacity of local
partners.



3. How: Tell us the story of how you used a collaborating, learning and/or adapting approach
to address the organizational or development challenge described in Question 2.

Launched in July 2019, the first 12 months of MBSIA implementation, the pilot, was an intentional learning phase.
During this first year, MBSIA was rolled out in only one sub-county administrative unit in each of the 13 USHA
districts. After this first learning year, USHA capitalized on the lessons learned to adapt the approach before
expanding MBSIA’s geographic reach in the 13 districts.

The pilot began with a baseline survey that captured sanitation service levels of all households within the target
sub-counties. However, USHA had only limited ability to longitudinally track household progress during the toilet
buying process and use the baseline data to direct sales agents to priority households. We realized that for as long
as USHA'’s ability to visualize and use the data being collected was limited, the activity would miss opportunities to
better support the local partners and efficiently focus resources on the target market.

In response to local partner feedback gathered during regional learning workshops after the first six months of the
pilot, we designed a data collection and visualization platform that enabled USHA staff, partners, and district officials
to remotely monitor and assess household level progress as the intervention was being rolled out.

The learning workshops and key informant interviews with local partner staff, government officials, and community
actors also revealed numerous aspects of MBSIA’s design that needed refinement. These included: finding the
optimal number of masons and sales agents for each service area; increasing interaction of local partner staff with
the target households; offering more flexibility to households in terms of product options and delivery; and modifying
the incentive structure for the sanitation promoters.

Through a process of continuous quality improvement and internal collaboration, USHA proactively addressed the
aspects of MBSIA in need of refinement while the approach was rolled out to a larger geographic area starting in
September 2020.

The USHA Monitoring, Evaluation, and Learning (MEL) team developed dashboards that allowed for identification of
priority households (those with unimproved or no latrines at baseline) which enabled targeted follow-up by the
sanitation promoters. The USHA technical team revised the sanitation promoter's incentive structure to focus on
results, updated their selection criteria, and revised the ratio of sanitation promoters to households in a geographic
area. We also instituted monthly “all actors” meetings in each sub-county to improve coordination and information
sharing among the value chain actors and government officials.

Perhaps the most important step taken between the pilot and scale-up periods was to build an appreciation for using
data among the USHA team, implementing partners, and district officials. To do this, we started weekly calls with the
USHA technical team to discuss feedback and lessons learned from the local partners. The regional teams also
initiated monthly listening and feedback sessions with each of the seven local partners and hosted quarterly “pause
& reflect” meetings to focus on the monitoring data, to help enhance evidence-based planning and implementation.

Early in the scale-up, USHA's MEL team organized a series of “data clinics” aimed at building the capacity of local
partner staff to use the activity’s data management systems so the staff could better focus their monitoring efforts.

A year into the scale-up, USHA regional staff conducted over 800 learning visits with community actors involved in
MBSIA—masons, sales promoters, households, and hardware stores. These visits were to gather qualitative
information about how and why the MBSIA was working, or not. Insights from these visits will inform a major learning
document capturing the MBSIA experience, expected to be completed in Q4 FY 2022.



4. ORGANIZATIONAL IMPACT: How has collaborating, learning and adapting affected your
team and/or organization? If it's too early to tell, what effects do you expect to see in the future?

The intentional focus on learning and adaptation within MBSIA enabled staff and collaborators to see the importance
of data-driven interventions, including beyond the MBSIA workstream. A key takeaway from USHA’s FY 2021
mid-year pause and reflect meeting in April 2021 was the recognition that “monitoring, evaluation, and learning is our
muscle”. USHA’s embracing of data-driven interventions sets it apart from other interventions and actors in the WASH
sector in Uganda.

The regional MBSIA dashboards are now updated once every two weeks and shared with all USHA staff, local
partners, and relevant government officials. The data are used to drive local partners’ monitoring visits to improve
performance—regional staff now consult the dashboards before planning district support visits and use them to
benchmark performance across districts.

USHA'’s data-driven, learning-centered approach has had ripple effects. For example, district local governments are
clamoring to adopt the USHA baseline tools and process to create digital maps and track progress of publicly funded
sanitation interventions. Some local governments have even challenged the Ministry of Health to modernize the
national level sanitation monitoring system and to adopt a more learning-focused approach. With new skills and
confidence, local implementing partners have marketed the data-driven approach to other donors so they can attract
funding to replicate MBSIA in new geographical locations. USHA is supporting these partners and agencies like
UNICEEF to replicate the learning and adaptation cycle within their ongoing sanitation programs.

5. DEVELOPMENT IMPACT: How has using a CLA approach contributed to your development
outcomes? What evidence can you provide? If it's too early to tell, what effects do you expect to
see in the future?

USHA'’s commitment to learning and adaptation that started late in the pilot and continued into scale-up dramatically
increased MBSIA’s effectiveness. The initial 12-month pilot resulted in an overall conversion rate (i.e., households
with unimproved or no toilet at baseline investing in a basic latrine) of 8 percent or roughly 40,000 people gaining
access to basic sanitation. During the scale-up, the overall conversion rate was nearly 35 percent, with some areas
achieving over 70 percent, resulting in over 300,000 people gaining access to basic sanitation. That the scale-up
period was implemented entirely during COVID-19 restrictions, which saw depressed economic activity and included
a 42-day complete government lockdown, makes the results even more impressive.

The changes in results across the two periods (pilot and scale-up) occurred with no appreciable difference in the
amount of funding USHA invested per target household. The dramatically improved conversion rates are a result of
the numerous CLA adaptations to the MBSIA process, improvements to USHA'’s ability to support the mechanics of
the approach, and increased local partner capacity.

As of March 2022, MBSIA has resulted in the installation of over 70,000 improved basic toilets benefitting
approximately 350,0000 people, through over $7 million in direct household investment.

The roll-out and success of MSBIA has been an effective proof-of-concept that the principles described in the
National Sanitation Market Guidelines for Basic Sanitation, formally approved by the Ministry of Health in March
2022, are actionable and effective at unlocking investment in durable sanitation facilities. MBSIA's results have
generated a groundswell of interest to apply market-based principles to sanitation programming across other donor
projects, altering the status quo of nearly 20 years of precedence in Uganda.



6. ENABLING CONDITIONS: How have enabling conditions - resources (time/money/staff),
organizational culture, or business/work processes - influenced your results?
How would you advise others to navigate any challenges you may have faced?

The adoption of CLA was enabled by the technical leadership of the MEL Advisor and the willingness of the USHA
programmatic team leading the MBSIA workstream (e.g., Marketing and Business Development Manager and
subcontractor FSG India). These three embraced learning and adaptation and this was fundamental to MBSIA’s
eventual success.

One enabling condition was external. Many district government officials were initially interested in MBSIA, but
expected USHA to deliver more consistent and transparent results in phase Il. The CLA approaches allowed them
to get more involved in monitoring and supporting the intervention, greatly contributing to the phase Il results.

Another core CLA enabler was a commitment to transparency, demonstrated in the continuous enhancement of
USHA's digital collection system. The system was gradually upgraded and refined to allow for longitudinal
household-based data collection and transparent reporting through customized dashboards. It enabled precise
attribution of household investments as GPS points and pictures of toilets were mapped at baseline and endline
points.

Our experience suggests that establishing a learning culture of process adaptation informed by partner feedback
and performance data takes time, patience, and persistence to be widely accepted. This is evident in the time lag
between the commitment to CLA mid-way during the pilot and when results began to improve during the scale-up,
roughly 12 months later. Some USHA and local partner staff were initially hesitant to buy-into such an approach. It
was perceived as laborious and extra work that distracted from implementation. But as the sales numbers started to
improve in the scale up phase due to the monthly meetings, data clinics and other learning-focused consultations,
the CLA concepts were gradually embraced and appreciated by all.

The CLA Case Competition is managed by USAID's CLA Team in the Bureau for Policy, Planning
and Learning (PPL) and by the Program Cycle Mechanism (PCM), a PPL mechanism implemented
by Environmental Incentives and Bixal.
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	Caption: Jolly Edith Kobusingye in front of her new double-stance toilet facility, Kayunga district. Credit: Dorothy Nabatanzi, USAID USHA
	Case Title: Catalyzing Ugandan household investment in basic sanitation through CLA
	Summary: Only 20 percent of households in Uganda have access to improved basic sanitation, a figure that has remained largely unchanged over the past 20 years. Historically, market-based sanitation interventions in African contexts have achieved low levels of product uptake and scale. In 2019, the USAID Uganda Sanitation for Health Activity (USHA) designed a novel intervention, coined the Market Based Sanitation Implementation Approach (MBSIA), aimed at increasing household investment in basic sanitation through demand creation and supply-side private sector engagement. This case study details the application of Collaboration, Learning, and Adaptation (CLA) principles in the “pilot” and “scale-up” periods of MBSIA implementation in 13 districts from July 2019 to March 2022. From the hard-earned lessons generated during the pilot period, USHA staff and local community-based partners implementing the approach established CLA-centric approaches like weekly learning calls, data clinics, and quarterly pause and reflect sessions. These approaches helped identify and address challenges, scale-up best practices, and promote an appreciation of using data for adaptive decision making. Applying CLA within MBSIA fostered the emergence of a data-driven management and learning culture among USHA staff, local partners, and district local government counterparts. USHA’s FY 2021 mid-year pause and reflect meeting recognized that “monitoring, evaluation, and learning is our muscle” and what sets USHA apart within Uganda’s WASH sector. CLA dramatically increased the effectiveness of MBSIA, resulting in over $7 million of direct household investment towards the installation of over 70,000 basic toilets, benefiting approximately 350,000 people. The ripple effects of the data-driven, learning-centered, approach to sanitation programming have gone beyond USHA to influence policy and practice within district local governments, local partners, and the Ministries of Health and Water and Environment. 
	Impact: The intentional focus on learning and adaptation within MBSIA enabled staff and collaborators to see the importance of data-driven interventions, including beyond the MBSIA workstream. A key takeaway from USHA’s FY 2021 mid-year pause and reflect meeting in April 2021 was the recognition that “monitoring, evaluation, and learning is our muscle”. USHA’s embracing of data-driven interventions sets it apart from other interventions and actors in the WASH sector in Uganda. 
 
The regional MBSIA dashboards are now updated once every two weeks and shared with all USHA staff, local partners, and relevant government officials. The data are used to drive local partners’ monitoring visits to improve performance—regional staff now consult the dashboards before planning district support visits and use them to benchmark performance across districts.   
 
USHA’s data-driven, learning-centered approach has had ripple effects. For example, district local governments are clamoring to adopt the USHA baseline tools and process to create digital maps and track progress of publicly funded sanitation interventions. Some local governments have even challenged the Ministry of Health to modernize the national level sanitation monitoring system and to adopt a more learning-focused approach. With new skills and confidence, local implementing partners have marketed the data-driven approach to other donors so they can attract funding to replicate MBSIA in new geographical locations. USHA is supporting these partners and agencies like UNICEF to replicate the learning and adaptation cycle within their ongoing sanitation programs.  

	Why: 
Recognizing the novelty and quasi-experimental nature of MBSIA, from the outset, USHA intended for CLA principles to guide the process of introducing, refining, and scaling the approach. The complexity and scale of the intervention suggests that MBSIA would not have been successful without putting into practice multiple aspects of CLA. However, the broad acceptance and appreciation by staff and implementing partners for using monitoring data, short-cycle reflection, and learning to guide implementation was far from automatic. Integration of CLA took on more urgency and management attention in early 2021 after a rocky start to the pilot and the onset of restrictions of movement prompted by COVID-19 in April 2021. 
 
During this rocky start, a few of the pressing concerns identified in regional review meetings with local partners in early 2020 were: the lack of coordination among local actors during community mobilization “triggering sessions”; inability to longitudinally track household progress and help local partners to maximize results; and the limited involvement of local government officials. Although there were some isolated successes, the initial pilot was largely a disappointment, achieving less than 10 percent market penetration in its 12 months, against a prediction of 30 percent.    
 
In the late stage of the pilot, USHA’s Monitoring Evaluation and Learning Advisor, with support from the Chief of Party and other senior technical staff, pushed USHA to become more deliberate and intentional about creating a data-driven culture within the activity and its staff and local partners. This required reprioritizing resources to introduce new data visualization tools, hold “data clinics” and other learning-focused activities across the 13 districts, and to position learning and adaptation at the center of internal programmatic discussions and efforts to build the capacity of local partners.
	Factors: The adoption of CLA was enabled by the technical leadership of the MEL Advisor and the willingness of the USHA programmatic team leading the MBSIA workstream (e.g., Marketing and Business Development Manager and subcontractor FSG India). These three embraced learning and adaptation and this was fundamental to MBSIA’s eventual success. 
 
One enabling condition was external. Many district government officials were initially interested in MBSIA, but expected USHA to deliver more consistent and transparent results in phase II. The CLA approaches allowed them to get more involved in monitoring and supporting the intervention, greatly contributing to the phase II results.    
 
Another core CLA enabler was a commitment to transparency, demonstrated in the continuous enhancement of USHA’s digital collection system. The system was gradually upgraded and refined to allow for longitudinal household-based data collection and transparent reporting through customized dashboards. It enabled precise attribution of household investments as GPS points and pictures of toilets were mapped at baseline and endline points. 
 
Our experience suggests that establishing a learning culture of process adaptation informed by partner feedback and performance data takes time, patience, and persistence to be widely accepted. This is evident in the time lag between the commitment to CLA mid-way during the pilot and when results began to improve during the scale-up, roughly 12 months later. Some USHA and local partner staff were initially hesitant to buy-into such an approach. It was perceived as laborious and extra work that distracted from implementation. But as the sales numbers started to improve in the scale up phase due to the monthly meetings, data clinics and other learning-focused consultations, the CLA concepts were gradually embraced and appreciated by all. 

	CLA Approach: Launched in July 2019, the first 12 months of MBSIA implementation, the pilot, was an intentional learning phase. During this first year, MBSIA was rolled out in only one sub-county administrative unit in each of the 13 USHA districts.  After this first learning year, USHA capitalized on the lessons learned to adapt the approach before expanding MBSIA’s geographic reach in the 13 districts.
 
The pilot began with a baseline survey that captured sanitation service levels of all households within the target sub-counties. However, USHA had only limited ability to longitudinally track household progress during the toilet buying process and use the baseline data to direct sales agents to priority households. We realized that for as long as USHA’s ability to visualize and use the data being collected was limited, the activity would miss opportunities to better support the local partners and efficiently focus resources on the target market. 
 
In response to local partner feedback gathered during regional learning workshops after the first six months of the pilot, we designed a data collection and visualization platform that enabled USHA staff, partners, and district officials to remotely monitor and assess household level progress as the intervention was being rolled out. 
 
The learning workshops and key informant interviews with local partner staff, government officials, and community actors also revealed numerous aspects of MBSIA’s design that needed refinement. These included: finding the optimal number of masons and sales agents for each service area; increasing interaction of local partner staff with the target households; offering more flexibility to households in terms of product options and delivery; and modifying the incentive structure for the sanitation promoters.  
 
Through a process of continuous quality improvement and internal collaboration, USHA proactively addressed the aspects of MBSIA in need of refinement while the approach was rolled out to a larger geographic area starting in September 2020. 
 
The USHA Monitoring, Evaluation, and Learning (MEL) team developed dashboards that allowed for identification of priority households (those with unimproved or no latrines at baseline) which enabled targeted follow-up by the sanitation promoters. The USHA technical team revised the sanitation promoter's incentive structure to focus on results, updated their selection criteria, and revised the ratio of sanitation promoters to households in a geographic area. We also instituted monthly “all actors” meetings in each sub-county to improve coordination and information sharing among the value chain actors and government officials. 
 
Perhaps the most important step taken between the pilot and scale-up periods was to build an appreciation for using data among the USHA team, implementing partners, and district officials. To do this, we started weekly calls with the USHA technical team to discuss feedback and lessons learned from the local partners. The regional teams also initiated monthly listening and feedback sessions with each of the seven local partners and hosted quarterly “pause & reflect” meetings to focus on the monitoring data, to help enhance evidence-based planning and implementation. 
 
Early in the scale-up, USHA's MEL team organized a series of “data clinics” aimed at building the capacity of local partner staff to use the activity’s data management systems so the staff could better focus their monitoring efforts. 
 
A year into the scale-up, USHA regional staff conducted over 800 learning visits with community actors involved in MBSIA—masons, sales promoters, households, and hardware stores. These visits were to gather qualitative information about how and why the MBSIA was working, or not. Insights from these visits will inform a major learning document capturing the MBSIA experience, expected to be completed in Q4 FY 2022. 
	Context: Despite steady progress in eliminating open defecation, only 20 percent of Ugandan households have access to improved basic sanitation. This figure has remained largely unchanged for 20 years. The country is well off-track to meet its national goal of 40 percent basic sanitation coverage by 2025. In Uganda, investment in household sanitation is entirely a household responsibility, with no public subsidies available. Traditional approaches to stimulate demand for improved household sanitation often have not resulted in lasting behavior change.
 
In early 2019, the USAID Uganda Sanitation for Health Activity (USHA) designed a novel intervention that aimed to increase household investment in durable basic sanitation facilities. The intervention combined the demand creation aspects of Community Led Total Sanitation with a supply-side private sector engagement focus and was coined the Market Based Sanitation Implementation Approach (MBSIA). MBSIA is based on the National Sanitation Market Guidelines for Basic Sanitation that USHA supported the Ministry of Health to develop starting in 2018. 
 
MBSIA facilitates a process of community collective action that encourages household investment in basic toilets that are delivered through a network of sales agents and capable masons. MBISIA is supported by local government structures such as village chairpersons and village chiefs. Shaped by findings from in-depth demand and supply-side research in Uganda, USHA was optimistic about the potential of MBSIA, despite USAID global research from 2018 indicating that market-based sanitation approaches had historically achieved low levels of product uptake and scale in sub-Saharan African contexts. 
 
To deliver MBSIA, USHA partnered with and mentored seven local civil society organizations, many of which had never previously received USAID funding, to manage the day-to-day implementation of the approach. Between July 2019 and March 2022, MBSIA was refined and rolled out in two phases across 13 districts, ultimately targeting 262,339 households within 1,585 villages. This case study focuses on the application of CLA principles starting from the latter half of the 12-month “pilot” phase and continuing during the geographical scale-up phase that began in September 2020.
	Impact 2: USHA’s commitment to learning and adaptation that started late in the pilot and continued into scale-up dramatically increased MBSIA’s effectiveness. The initial 12-month pilot resulted in an overall conversion rate (i.e., households with unimproved or no toilet at baseline investing in a basic latrine) of 8 percent or roughly 40,000 people gaining access to basic sanitation. During the scale-up, the overall conversion rate was nearly 35 percent, with some areas achieving over 70 percent, resulting in over 300,000 people gaining access to basic sanitation. That the scale-up period was implemented entirely during COVID-19 restrictions, which saw depressed economic activity and included a 42-day complete government lockdown, makes the results even more impressive. 
 
The changes in results across the two periods (pilot and scale-up) occurred with no appreciable difference in the amount of funding USHA invested per target household. The dramatically improved conversion rates are a result of the numerous CLA adaptations to the MBSIA process, improvements to USHA’s ability to support the mechanics of the approach, and increased local partner capacity.  
 
As of March 2022, MBSIA has resulted in the installation of over 70,000 improved basic toilets benefitting approximately 350,0000 people, through over $7 million in direct household investment. 
 
The roll-out and success of MSBIA has been an effective proof-of-concept that the principles described in the National Sanitation Market Guidelines for Basic Sanitation, formally approved by the Ministry of Health in March 2022, are actionable and effective at unlocking investment in durable sanitation facilities. MBSIA's results have generated a groundswell of interest to apply market-based principles to sanitation programming across other donor projects, altering the status quo of nearly 20 years of precedence in Uganda. 
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