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Abbreviations and Acronyms 
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WHO World Health Organization 
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Glossary of Terms 
 
Basic Drinking 
Water 

Drinking water from an improved source, provided collection time is not more 
than 30 minutes for a round trip, including queuing1 

Basic Hygiene Availability of a handwashing facility on premises with soap and water2 

Basic 
Sanitation 

Use of improved facilities that are not shared with other households3 

Disability  Disabilities is an umbrella term, covering impairments, activity limitations, and 
participation restrictions4. 

Household in 
Cambodia 

A household was defined as a person or group of related and unrelated persons 
who live together in the same dwelling, unit(s) or in connected premises, who 
acknowledge one adult member as the head of the household, and who have 

common arrangements for cooking and eating meals5. 

Limited 
Drinking Water 

Drinking water from an improved source for which collection time exceeds 30 
minutes for a round trip, including queuing6 

Limited 
Hygiene 

Availability of a handwashing facility on premises without soap and water7 

Limited 
Sanitation 

Use of improved facilities shared between two or more households8 

No Facility No handwashing facility on premises9 

Open 
Defecation 

Disposal of human faeces in fields, forests, bushes, open bodies of water, 
beaches or other open spaces, or with solid waste10 

Safe Water According to UNICEF Results Assessment Module (RAM) guidance, a safe 
drinking water source is a) a basic drinking water service (i.e. an improved water 
source within 30-minutes round trip including queuing) that is b) complying with 
national drinking water standards, as tested at the source after construction or 
rehabilitation; c) if national water standards are not in place, WHO guidelines 
can be followed; d) with a water safety plan in place11. 

Safely 
Managed 
Drinking Water 

Drinking water from an improved water source that is located on premises, 
available when needed and free from faecal and priority chemical 
contamination12 

Safely 
Managed 
Sanitation 

Use of improved facilities that are not shared with other households and where 
excreta are safely disposed of in situ or transported and treated offsite13 

Surface Water Drinking water directly from a river, dam, lake, pond, stream, canal or irrigation 
canal14 

Unimproved Use of pit latrines without a slab or platform, hanging latrines or bucket latrines15 

Unimproved 
Drinking Water 

Drinking water from an unprotected dug well or unprotected spring16 

Water Safe 
Communities 

A water safe community is an ODF community that has also implemented 
community-wide barriers to protect the safety of their drinking water through a 
community-wide water safety action plan. As with ODF communities, a water 
safe community should be independently verified17. 

  

                                                   
1 Ibid 
2 https://washdata.org/monitoring/drinking-water  
3 Ibid 
4 https://www.who.int/topics/disabilities/en/  
5 CDHS 2014 https://dhsprogram.com/pubs/pdf/fr312/fr312.pdf  
6 Ibid 
7 Ibid 
8 Ibid 
9 Ibid 
10 Ibid 
11 Guidance note on definition of safe water services and water safe communities for reporting on the ASWA-II  
12 https://www.unicef.org/EAPRO_Water_Snapshot_2017_Final_27_10_2017.pdf 
13 https://www.unicef.org/EAPRO_Sanitation_Snapshot_2017_Final_27_10_2017.pdf  
14 Ibid 
15 Ibid 
16 Ibid 
17 Ibid 
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CHAPTER 01: INTRODUCTION & PROGRAMME OVERVIEW  

 Introduction  

This report is produced for Accelerated Sanitation and Water for All (ASWA) II Programme 
(hereinafter referred to as Programme) being implemented by UNICEF Cambodia Country Office. 
ASWA II is a global Programme funded by the Government of United Kingdom (GoUK). It is multi-
country Programme (being implemented in ten (10) low and lower-middle income countries, 
characterized by poor child survival indicators; low WASH coverage, especially sanitation; and 
high rates of child under-nutrition) with Cambodia being one.18  
 
The contents of this report are structured into four (04) chapters. The chapter one presents the 
country profile and offers an overview of the sector (WASH) and the Programme. The chapter two 
describes the purpose, objectives, methodology and approach of the baseline. The next i.e. 
chapter three, presents the key baseline findings and analysis (for Programme result indicators). 
Last is chapter four that includes a summary table (for key findings) and lays out the study 
conclusions and implications for programming (more in terms of programmatic recommendations 
for the implementation).  
 

 Country Context  

Cambodia is located in the southeastern part of the Indochina Peninsula in Southeast Asia. It 
shares borders with Vietnam to the east, Laos in northeast, Thailand in west/northwest, and is 
bordered by the Gulf of Thailand in southwest. It has an area of 181,035 sq km19 As per Intercensal 
population survey (2013)20, the total population reported was 14,676,591. Phnom Penh is the 
capital and over years has become the nation's economic, industrial, and cultural centre. 
Theravada Buddhism is the official religion of Cambodia, practised by more than 95 percent of the 
population. Most predominantly spoken languages are (90%) Khmer, a Mon–Khmer language, and 
Vietnamese (5%).  

                                                   
18 Sanitation, Water and Hygiene for the Rural Poor Supported by DFID / UK Aid COUNTRY Inception report  
19 https://www.cia.gov/library/publications/the-world-factbook/geos/cb.html 
20 MoP, NIS_Cambodia Inter-censal Population Survey of Cambodia 2013     

Figure 1: Map of Royal Kingdome of Cambodia 

 

https://www.cia.gov/library/publications/the-world-factbook/geos/cb.html
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Administratively, Cambodia is divided into a total of 25 provinces (khaet) including capital city 
Phnom Penh (an autonomous municipality)21. Each province is sub-divided into district i.e. Srok; 
in turn comprising communes i.e. Khum. The communes in turn consist of villages i.e. Phum. 
Phnom Penh has slightly different administrative sub-units i.e. districts called “Khan” and 
subdivisions Sangkat. 
 
Find below the exhibit i.e. Table 1, that presents the socio-economic profile of Cambodia as ‘Fact 
Sheet’.22 

Table 1: Cambodia Socio-Economic Fact Sheet  

Indicator Year Value 

Population growth rate (average annual %) 2018 1.36 

Health: Total expenditure (% of GDP) 2014 5.7 

Health: Physicians (per 1 000 pop.) 2013 0.2 

Education: Government expenditure (% of GDP) 2014 2.0 

Education: Primary gross enrolment ratio (f/m per 100 pop.) 2014 113.1/119.6 

Education: Tertiary gross enrolment ratio (f/m per 100 pop.) 2014 12.1/19.6 

% lower secondary completion rate 2017 57 

GDP Growth Rate in Percent (%) 2016 2016 10.6 

Population using improved drinking water sources (urban/rural, %) 2015 100.0/69.1 

Population using improved sanitation facilities (urban/rural, %) 2015 88.1/30.5 

Net Official Development Assistance received (% of GNI) 2014 5.0 

% of Children Under 5 stunted (low height for age) 2014 32 

% of Children under 5 wasted (low weight for height)  2014 10 

 

 Sector Overview: Water, Sanitation and Hygiene (WASH) 

This section presents an overview of WASH sector both globally and nationally.  
 
Water, Sanitation and Hygiene (WASH) is reckoned as a global challenge. Reportedly (JMP 2017), 
3 in 10 people worldwide lack access to safe, readily available water at home23. Of these 2.1 billion 
people, 844 million do not have even a basic drinking water service24. Another report suggests that 
approximately, 40% of Healthcare facilities in low- and middle-income countries have no onsite 
source of water25. 
 
Safe sanitation systems are fundamental to 
protect and improve the health of the public26. 
Since 1990, the number of people gaining 
access to improved sanitation has risen from 
54% to 68% yet reportedly, some 2.4 billion 
people are still living without access to improved 
sanitation facilities.27. Sanitation is critical for 
preventing many diseases including diarrhea, 
intestinal worms, schistosomiasis and trachoma 
which affect millions of peoples. According to 
World Health Organization (WHO) Open 
defecation disseminates a vicious cycle of 
disease and poverty. Studies show that the 
highest number of deaths of children aged 
under 5 years28 are contributed from countries where open defection is most widespread29. These 

                                                   
21 https://www.nationsonline.org/oneworld/map/cambodia-political-map.htm  
22 http://data.un.org/CountryProfile.aspx/_Images/CountryProfile.aspx?crName=Cambodia  
23 https://www.who.int/news-room/detail/12-07-2017-2-1-billion-people-lack-safe-drinking-water-at-home-more-than-twice-as-
many-lack-safe-sanitation; 
24 Progress on drinking water, sanitation and hygiene: 2017 update and Sustainable Development Goal baselines. 
http://www.who.int/entity/water_sanitation_health/publications/jmp-2017/en/index.html  
25 https://www.unicef.org/media/51601/file/WASH-in-health-care-facilities-2019%20.pdf 
26 https://www.who.int/water_sanitation_health/sanitation-waste/en/  
27 UN-Water Global Analysis and Assessment of Sanitation and Drinking-water (GLAAS) accessed May 2019  
28 https://www.who.int/water_sanitation_health/publications/gbd_poor_water/en/  
29 https://www.who.int/en/news-room/fact-sheets/detail/sanitation  

Box 1: SDG Water and Sanitation Goals 
 
Goal # 6: Ensure Availability and Sustainable 
Management of Water and Sanitation for All 

 

• Target 6.1: By 2030, achieve universal and 

equitable access to safe and affordable drinking 

water for all 

• Target 6.2: By 2030, achieve access to adequate 

and equitable sanitation and hygiene for all and 

end open defecation, paying special attention to 

the needs of women and girls and those in 

vulnerable situations 

https://www.nationsonline.org/oneworld/map/cambodia-political-map.htm
http://data.un.org/CountryProfile.aspx/_Images/CountryProfile.aspx?crName=Cambodia
https://www.who.int/news-room/detail/12-07-2017-2-1-billion-people-lack-safe-drinking-water-at-home-more-than-twice-as-many-lack-safe-sanitation
https://www.who.int/news-room/detail/12-07-2017-2-1-billion-people-lack-safe-drinking-water-at-home-more-than-twice-as-many-lack-safe-sanitation
http://www.who.int/entity/water_sanitation_health/publications/jmp-2017/en/index.html
https://www.unicef.org/media/51601/file/WASH-in-health-care-facilities-2019%20.pdf
https://www.who.int/water_sanitation_health/sanitation-waste/en/
https://www.who.int/water_sanitation_health/publications/gbd_poor_water/en/
https://www.who.int/en/news-room/fact-sheets/detail/sanitation
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countries also have the highest levels of malnutrition and poverty affecting especially children, 
women and girls, which directly contributes to overall health and well-being of the households.   
 
Considerable progress has been made in recent decades; however, the sector still needs 
concerted efforts by the governments, development partners and private sector to help improve 
access and sustainable use (including behaviours). In particular, the rural areas of Central and 
Southern Asia, Eastern and South-Eastern Asia and sub-Saharan Africa30 where progress has 
been relatively slow. 
 
The start of 2015 marked an end to the Millennium Development Goals (MDGs in 2015) and 
transition to Sustainable Development Goals (SDGs). It provides a global development framework 
that more than 190 countries around the world have signed up for31. The transition marked change 
in the targets for water and sanitation globally (6.1 and 6.2). The new SDG targets i.e. 6.1 and 6.2, 
(more details in the Box#1) call for universal and equitable access for all, secondly; it includes 
hygiene (not addressed in MDGs); and specify that drinking water should be safe and affordable, 
and that sanitation should be adequate. They include explicit references to ending open defecation 
and to the needs of women and girls and those in vulnerable situations. The following figures 
exhibit the global coverage for safely managed drinking water and sanitation services (as per JMP 
2017).  

 
 
The transition in the targets under SDGs (from MDGs) has contributed to significant drop in 
countries rating in terms of delivery of safely managed water and sanitation services. The data 
points to significantly lower levels of access to safely managed sanitation, in comparison to drinking 
water. As of 2015, almost 2/3 of the world’s population lack access to safely managed sanitation. 
Similarly, 1/3 of the population is without access to safely managed drinking water (Figure 2)32. In 
terms of hygiene, data is currently insufficient to produce a global estimate for the population with 
basic handwashing facilities and demonstration of basic behaviours of using soap with water at 
critical times. 

                                                   
30 https://sustainabledevelopment.un.org/sdg6 
31 https://www.undp.org/content/undp/en/home/presscenter/pressreleases/2015/09/24/undp-welcomes-adoption-of-sustainable-
development-goals-by-world-leaders.html  
32 WHO/UNICEF (2017): Joint Monitoring Programme (JMP) Report.  
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Figure 2: World Status of Water, Sanitation and Hygiene (JMP Ladder) 

 

https://www.undp.org/content/undp/en/home/presscenter/pressreleases/2015/09/24/undp-welcomes-adoption-of-sustainable-development-goals-by-world-leaders.html
https://www.undp.org/content/undp/en/home/presscenter/pressreleases/2015/09/24/undp-welcomes-adoption-of-sustainable-development-goals-by-world-leaders.html
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The East Asia and Pacific Region has made big strides in last decades in improving access to 
water, sanitation services and hygiene behaviours. Between 2000-15, the region made significant 
progress as a whole. Reportedly, 94% population in the region, now has access to at least basic 
drinking water facilities (as compared to 78% in 2000). Cambodia, Lao People’s Democratic 
Republic, Indonesia and Viet Nam have all increased their basic sanitation coverage by more than 
20 percentage points over the 15-year period. The greatest rates of increase in access to drinking 
waters were reported from Lao People’s Democratic Republic (35%) and Cambodia (23%). Yet, 
the region faces challenges with provision of piped water in the dwelling. There are millions who 
lack access to safe water and sanitation. Reportedly, 130 million are without access safe water33 
and another 500 million lack access to safe sanitation. 
 
Cambodia performed well in the last decades to manage to meet the Millennium Development 
Goal (MDG) targets for water and sanitation. However, the coverage rates for access to WASH 
distinctively varies between rural and urban areas34. For instance, only 16% of rural residents have 
access to safely managed drinking water sources compared to more than 56% in urban areas. 
Similarly, only 39% of rural residents have access to basic sanitation as opposed to 88% in urban 
areas35. There is at least one in every two rural Cambodians, who practices open defecation36 and 
two in every five rural Cambodians use un-improved drinking water sources during the dry 
season37. The country also faces challenges around Improved hygiene behaviours such as use of 
latrines and handwashing with soap; protecting water sources from faecal contamination; ensuring 
sustainable sources of water; and monitoring of water quality. Find below a WASH Fact sheet with 
key water and sanitation indicators for Cambodia.  
 

Table 1: Cambodia WASH Indicators Fact Sheet 2015 

Cambodia 

Drinking water Sanitation Hygiene 

Nationa
l 

Rura
l 

Urba
n 

National
* 

Rural
* 

Urban
* 

Nationa
l 

Rura
l 

Urba
n 

2015 2015 2015 2015 2015 2015 2015 2015 2015 

Safely 
managed 

24 16 55 - - - - - - 

Basic service 51 54 40 49 39 88 66 60 88 

Limited service 0 0 0 8 7 9 13 15 5 

Unimproved 12 15 2 3 4 1 - - - 

No service 13 15 2 41 51 3 22 26 7 

Source: WHO/UNICEF JMP (2017) 

 
Improving access to WASH services is an 
evident public health priority for the 
Government of Cambodia. The government 
is aware of low access rates and regional 
disparities and has committed itself to 
address those. The government has evolved 
and is implementing a strategy i.e. ‘National 
Rural Water Supply, Sanitation and Hygiene 
(2014-25). The exhibit (Box 2), presents the 
objectives of the strategy.  
 
The Programme interventions are geared 
towards establishing ‘Community 
Approaches to Total Sanitation’ (CATS) Model, with additional emphasis on sanitation marketing, 
strengthening monitoring systems and district level capacity building. The ASWA II Programme is 

                                                   
33 https://www.unicef.org/eap/what-we-do/wash  
34 http://www.wpro.who.int/cambodia/topics/water_sanitation/en/ 
35 https://washdata.org/data/household#!/khm   
36 UNICEF/WHO JMP 2017 Cambodia country file 2017  
37 Cambodia Demographic and Health Survey 2014  

Box 2: National Strategy for Rural Water Supply, 
Sanitation and Hygiene, Cambodia Year (2014-2025) 
- Strategic Objectives 
 

• Water Supply: 50 per cent of rural population will have 

access to improved water supply by 2015, and 100 per 

cent by 2025. 

• Sanitation: 30 per cent of rural population will have 

access to improved sanitation and live in a hygienic 

environment by 2015, and 100 per cent by 2025. 

• Hygiene: 30 per cent of rural population will practice 

basic safe hygiene 

https://www.unicef.org/eap/what-we-do/wash
http://www.wpro.who.int/cambodia/topics/water_sanitation/en/
https://washdata.org/data/household#!/khm
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aligned to national policies and plans such as ‘National Strategic Plan for Rural WASH’38, and 
‘National Action Plan for Rural Water Supply, Sanitation and Hygiene (2014-2018)39’.  
  

 Overview of Global ASWA II Programme 

The Government of United Kingdom (GoUK) in April 2012, (through Department for International 
Development – DFID), during a Water, Sanitation and Hygiene ‘High-Level Meeting’, committed to 
support at least 60 million people, gain access to clean water and sanitation through a Programme 
called ASWA I, by 2015 (by the MDG target date)40. ASWA I intended to support, 12 off-track 
countries; in Africa, South Asia and South East Asia; through Water and Sanitary Health (WASH) 
interventions and enabling environment at policy and institutional level. 
 
ASWA II, is the continuation of ASWA I and leverages the momentum achieved through ASWA I. 
The ASWA-II Programme initiated in 2018 and will continue until 2022. It seeks to establish 
sustainable water, sanitation and hygiene (WASH) services for 3.75 million poor and vulnerable 
people in rural areas in ten countries41. These ten low income and lower-middle income countries 
have been characterized by poor child survival indicators; low WASH coverage, especially 
sanitation; and high rates of child undernutrition.42 This multi-pronged approach is ultimately 
designed to achieve and sustain open defaecation free (ODF) status across rural communities. 
Sanitation and hygiene promotion are also being reinforced with limited investments in safe water 
supplies and institutional WASH.43  

 
UNICEF is partnering with GoUK for its implementation. The Programme is designed to support 
the implementation of UNICEF’s Strategic Plan (2018-2021) and Strategy for WASH (2016-2030). 
 

 Overview of ASWA II Programme in Cambodia 

Cambodia is one country in the East Asia and Pacific region, where the Programme is being 
implemented. It was one of the countries where ASWA I was implemented also.  
 

Programme Objectives 

The Programme intends to improve health of the rural communities through increasing accessibility 
to safe sanitation, safe drinking water and handwashing practices. The Programme is to pay 

                                                   
38 National Strategic Plan for Rural WASH Cambodia 2011-2025 
39http://documents.worldbank.org/curated/en/693901468214214115/pdf/P132212-Output-final-with-cover.pdf  
40 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/701093/Accelerating-
Sanitation-and-Water-for-All-in-Neglected-Off-track-Countries.pdf 
41 ASWA II countries include Bangladesh, Cambodia, Eritrea, Haiti, Madagascar, Myanmar, Nepal, Niger, Pakistan and South 
Sudan.   
42 Sanitation, Water and Hygiene for the Rural Poor Supported by DFID / UK Aid COUNTRY Inception report  
43 Ibid  

Box 3: ASWA-II Global Programme Results (Impact, Outcome & Outputs)  
 
Impact 

• Improved health, nutrition and wellbeing of poor and vulnerable people in targeted rural districts, especially 

of women and girls. 

Outcome 

• Sustained use of safe water supplies and sanitation services, and sustained adoption of hygiene practices, 

by poor and vulnerable people in targeted rural districts, especially by women and girls. 

Outputs 

• Access to basic sanitation for 3.75 million people in targeted rural districts 

• 500,000 people gain access to sustainable, basic and safe water supplies 

• 500 schools and 250 Health Care Facilities have appropriate, effectively managed WASH facilities, with 

hygiene also being promoted 

• National systems and capacity for rural WASH strengthened in prioritised areas 

• Value for Money assessed annually by participating UNICEF country offices to drive project performance 

and improve delivery efficiency. 
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special attention to the situation and needs of women, children and other vulnerable groups 
including disabled and elderly.,  
 
ASWA II Programme in Cambodia aims to improve WASH and related health, nutrition, and social 
outcomes by adopting a district-wide approach to sanitation and hygiene promotion. 
 

Programme Intended Beneficiaries 

The Programme aims to reach out to 350,000 people with sustained access to basic sanitation 
and hygiene; 10,000 people with sustained access to safe water and 50 schools and 15 health 
facilities with appropriate, effectively managed WASH facilities for hygiene promotion. A central 
element of ASWA-II is to learn about and document the extent to which interventions are effective, 
are operationally feasible, and in what circumstances.  
 

Geographic Coverage 

The Programme aims to benefit the poor and vulnerable people across 6 selected provinces in 19 
rural districts of Cambodia. The provinces include Kratie, Preah Vihear, Ratanakiri, Kampong 
Speu, Svay Rieng and Takeo. The Programme targets those regions that demonstrate low 
coverage; low population density; weak WASH markets; poor child under five nutrition status; 
known arsenic risks areas and high potential for reaching ODF status especially through targeting 
of underserved poor. The target regions and communities have been identified through a mapping 
process undertaken during Inception Phase.  
 

Programme Timeline 

ASWA II Cambodia (the Programme) shall commence in 2018 and conclude in 2022 (Programme 
lifecycle).  

 

Figure 3: Map of Target Areas for ASWA II Cambodia 
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Partnerships and Resources 

The Programme is to be implemented by Ministry 
of Rural Development (MRD). MRD in 
coordination with other relevant ministries, is 
responsible for policy/strategy, sector planning, 
sector monitoring and regulation, coordination of 
assistance, technical assistance for human 
resources development and research/piloting. 
Other indirect partners include Ministry of Industry 
and Handicrafts (MIH); Ministry of Education 
Youth and Sports (MoEYS); Ministry of Health 
(MoH); and provincial departments of line 
ministries; sub-national administrations; Civil 
Society Organisation (CSOs); private sector; 
academic institutions.  
 
UNICEF Cambodia Country Office (UNICEF CCO) is the lead technical partner with role in 
technical oversight and inputs, resource mobilisation, documentation and reporting to GoUK (the 
primary donor).  
 
The Programme budget is US$ 4.84 million. This includes contribution to the tune of US$ 4.26 
million by the GoUK, whereas remaining US $ 0.58 million44 are being contributed by UNICEF 
CCO.  
 

 Result Indicators of the Programme  

There are six outcomes and equal number of outcome indicators (details in Box 5).  

 

 Baseline Purpose and objective/s  

The purpose of the study is to establish a coherent ‘baseline’ for ASWA-II in Cambodia. The 
baseline has been set for selected indicators i.e. 3 outcomes (2,3 & 4) and 3 output indicators (1.3, 
1.4 & 2.3). The baseline purpose is to (reproduced from the study TORs): 

• Yield information on current status of WASH services and associated hygiene behaviours; 

• Be used as reference document to track Programme progress during Programme life; 

• Provide valuable insights and programming recommendations for the implementers.  
The baseline objective is as below: 

                                                   
44 ASWA II COUNTRY Proposal: CAMBODIA version: 5th September 2017 

Box 5: ASWA-II Programme Outcome Indicators 
 

• Outcome indicator 1: Proportion of externally verified ODF communities attributed to DFID support that 

maintain their ODF status for at least one year   

• Outcome indicator 2: Proportion of people in intervention communities that use household toilets, 

disaggregated by Joint Monitoring Programme (JMP) toilet category, sex, disability and wealth ranking  

• Outcome indicator 3: Proportion of people in intervention communities that practice handwashing with 

soap or an alternative handwashing agent such as ash, and water, disaggregated by sex, disability and 

wealth ranking  

• Outcome indicator 4: Proportion of people in intervention communities that use safe water from newly 

constructed or rehabilitated systems aggregated by JMP water supply category, sex, disability and 

wealth ranking   

• Outcome indicator 5: Proportion of externally verified water safe communities attributed to DFID 

support that maintain water safe status at least 1 year 

• Outcome indicator 6: Proportion of intervention schools with students practicing handwashing with soap 

water after visiting the toilet at least 1 year after intervention 

 

Box 4: Partnerships and Resources 
 

• Ministry of Rural Development (MRD) is Lead 

Implementer or Implementing Partner (IP). 

Ministries of Industry and Handicraft (MIH; 

Education, Youth and Sports (MoEYS); and 

Health (MOH) are indirect partners. 

• UNICEF Cambodia Country Office is the lead 

Technical Partner and donor. 

• Total Programme outlay is US $ 4.84 million.  
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❖ To assess baseline conditions of households’ access to and use of sanitation, drinking 
water sources, and handwashing facilities with soap at district-or equivalent administrative 
unit-level via household outcome survey. 

 

Scope of Baseline 

The baseline covers only 3 (out of 6) outcome indicators i.e. outcomes 2, 3 and 4. Similarly, there 
are output indicators that are covered by the baseline i.e. 1.3, 1.4 and 2.3.  
 
Geographic coverage included all Programme communities across 6 provinces including Kratie, 
Preah Vihear, Ratanakiri, Kampong Speu, Svay Rieng and Takeo. These in turn include 19 districts 
and 2186 communities. The baseline excluded school and healthcare facilities surveys. Moreover, 
the water quality test (as part of household questionnaire and water supply questionnaire) could 
not be performed for cost and logistics constraints (non-availability of water quality test kits). 
UNICEF CCO plans to undertake these as part of implementation.  
 

 Baseline Management (Coordination, Roles & Responsibilities of 
key Stakeholders) 

UNICEF EAPRO commissioned the baseline together with UNICEF CCO. UNICEF CCO worked 
as a focal office for field work planning, whereas the UNICEF EAPRO and HQ team provided 
technical oversight. The MRD issued requisite letters/approvals for the field work.  
 
AAN Associates Pakistan implemented the baseline. AAN Associates deployed experts and 
contracted a local partner i.e. IRL for field data collection.  
 

 Baseline Implementation Approach 

The baseline followed a linear and phased approach comprising three stages. The details of 
different phases are as below:  
 
I. Inception Phase (November 2018 - December 2018): It marked the assignment kick-off. The 
phase included preliminary literature review, series of skype meetings (with UNICEF). A draft 
report was produced, shared and finalized. The field plan was finalized afterward.  
 
II. Data Collection Phase (December 2018 - February 2019): This involved travel of AAN team to 
Cambodia and customisation of tools with UNICEF CCO team. The other activities included 
training of field teams, pre-testing and finalisation of tools, scripting on mWaters, field data 
collection, quality assurance, and data management and monitoring.  
 
III. Data Consolidation, Analysis and Reporting Phase (February 2019 - June 2019): This 
phase included activities like data cleaning, data analysis, reporting, and preparation of 
presentation with headline findings. The visuals below outline activities undertaken during different 
phases. 
 

  

Figure 4: Baseline Implementation Approach 
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CHAPTER 02: BASELINE METHODOLOGY, APPROACH AND MANAGEMENT  

This chapter describes the baseline indicators, methodology, approach, and management. The 
methodology section expands on sampling, data collection, field monitoring, quality assurance, 
ethical safeguards, survey limitations, survey implementation approach and management of the 
baseline. 
 

 Baseline Indicators 

The baseline has been established for selected Programme indicators. Out of total 6, the baseline 
covers only 3 outcomes indicators i.e. 2, 3 and 4. Similarly, 3 output indicators are covered i.e. 1.3, 
1.4 & 2.3 (refer Figure 4 for details). The baseline excluded schools and healthcare facilities survey 
due to resources and time-constraints, resulting in exclusion of associated indicators.  
 

 Methodology  

The baseline has been established through ‘quantitative’ methods. The baseline involved field 
survey comprising of three questionnaires i.e. i) Community Questionnaire; ii) Water Supply 
Questionnaire, and; III) Household Questionnaire. UNICEF provided the pre-set questionnaires, a 
‘survey manual’, and data analysis template (with guidance) for baseline. These were however 
adapted to the local context in consultation with UNICEF CCO.  
 
Limited secondary source review is undertaken to compare and add comments on the survey 
results in relation to the data from other reliable secondary sources e.g. such as from ‘Cambodia 
Demographic and Health Survey’ (CDHS 2014) and Cambodia Socio Economic Survey (SES 
2015), and others. The Programme documents were reviewed to deepen Programme 
understanding and to draw baseline sample.  
 

 Description of Data Collection Tools 

The baseline is drawn using 3 pre-set survey questionnaires (referred to as tools also). These 
include:  

i) Community Questionnaire;  
ii) Water Supply Questionnaire, and;  
iii) Household Questionnaire.  

 
Each tool comprises of several modules (sections). These include instructions for specific 
questions including the data collection methods (e.g. interview, observation etc.) to be employed. 

Figure 5: Baseline Outcome and Output Indicator 
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Before field application, the tools were adapted to the local context in consultation with UNICEF 
CCO. Moreover, pre-set survey manual was provided (by UNICEF), which was again adapted and 
used for fieldwork (refer Appendices 03 for tools and manual). Find below summary details of 
questionnaires used for data collection.  
 

Community Questionnaire 

Administered at community level the tool covers multiple aspects such as access to and condition 
around sanitation, hygiene, and water supplies, practice of open defecation, and others. The 
purpose is to seek community level information such as: number of households in the community, 
soil type, sanitation interventions/projects, sanitation status, and drinking water sources followed 
by the observation related to open defecation in the sampled community. The primary respondent 
was ‘Community Head/Chief’ and given his unavailability the Deputy or other informed community 
member.  
 

Water Supply Questionnaire 

Again, administered at community level, the questionnaire focused on drinking water supplies, 
water safety, and hygiene practices by the community. It sought information around construction 
and management of the water supply schemes, including water point repair, payment methods 
and number of households benefitting, capacity and design, and others. The questionnaire was 
filled around status of Main Water Supply used by the community, as identified during the 
administration of ‘Community Questionnaire’. The primary respondent was ‘Community 
Head/Chief’ and given his unavailability the member/s of Water User Committee. The field 
implementation excluded water quality test at source.  
 

Household Questionnaire 

The only questionnaire administered at household level; this remains them most extensive tool. 
The tool seeks information around access to and use of sanitation, drinking water sources, and 
practices and behaviours related to handwashing facilities with soap. It comprises multiple sections 
such as demographics (basic information about household); sanitation and hygiene; social norms; 
and water access. The tool has observation checklist also. The water quality test at household 
level was not performed. The field implementation however excluded the water quality test at 
household level.  
 

 Sample Frame (Sample Size and Distribution)  

Two different approaches use for household and community questionnaires/surveys. 

 

Sampling for Household Questionnaire 

Survey Universe   

The survey universe45 (also called as sample frame46) consisted of 2186 communities (also 
referred as villages) spread across all 19 rural districts in 6 provinces47 of the country. The total 
population comes to approximately 1.6 million people. Since the scope of analysis for the study is 
the “household” in targeted communities, therefore the survey population referred to ‘households’, 
not individuals. 
 

Sample Size Estimation 

Sample size estimation was done for two aspects i.e., a) number of communities (clusters) to be 
included in the sample; and b) number of households to be interviewed in each community 
(cluster). Below is the brief description of each of the two aspects. 
 

                                                   
45 The sample frame, or sample universe, is the data of all the communities from which the sample is drawn.  
46 A sampling frame is a list of all the items in your population. It’s a complete list of everyone or everything you want to study. 
The difference between a population and a sampling frame is that the population is general, and the frame is specific. 
https://www.statisticshowto.datasciencecentral.com/sampling-frame/  
47 All information extracted from the provided Data/information from ASWA-II Cambodia Programme’s administrative data and 
population details as were provided by UNICEF Country Office Cambodia.  

https://www.statisticshowto.datasciencecentral.com/sampling-frame/
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Determination of Number of Communities (Clusters):  
For sample size estimation, each community has been treated as a ‘cluster’. The sample size 
estimated for the selection of a representative and statistically significant sample of clusters 
(communities) from the survey universe of 2186 communities was 241 clusters. The sample size 
was calculated48 (by using an online survey tool) at 90% confidence level, 5% margin of error, and 
response distribution of 50%. The estimation of the sample size for the clusters was made in 
agreement with UNICEF. 
 
Determination of Number of Households: 
The sample size estimated for the selection of households in each cluster (community) was 5 
households per cluster which made it total of 1205 households for the whole survey. This 
calculation was made through online sample size calculator49 and based on following data, 
statistical parameters, and working assumptions. The estimation of the sample size for the clusters 
was made in agreement with UNICEF. 
 

Table 3A: Sampling Distribution 

Number of communities that are targeted for the ASWA-II in Cambodia 2186 Communities  

Total estimated population in the targeted communities: 1602420 Persons 

Average household size 5 persons / household 

Number of households 320484 households 

Response distribution (estimated effect size) 50 % 

Confidence interval width (Margin of error) 5 % 

Confidence level (90 or 95% recommended) 90 % 

Number of clusters to survey (as calculated in step 1)  241 Communities 

Estimated design effect (DEFF, recommended 4.0) 4 

 

Sampling Approach  

The sample was selected by following a multi-stage50 systematic cluster sampling51 approach, 
which involved dividing the entire population (survey universe) into smaller sub-groups or clusters 
to make primary data collection more manageable. 
 
Primary & Secondary Sampling Unit: In this survey, the clusters (communities) selected at the first 
stage of the sampling process were the Primary Sampling Units (PSUs); whereas the households 
selected at the second stage of the sampling process were the Secondary Sampling Units (SSUs).  
 
The distribution of the sample for the survey was achieved through the following sequential 
stages/steps. 
 
At first stage, all 2186 communities in all (19) districts and all (06) provinces were included in the 
study universe to ensure minimum appropriate geographical representation in the survey.  
 
At the second stage using the Probability Proportional to Size (PPS) approach, the estimated 
sample size of clusters (i.e. 241 communities) was proportionally allocated to all provinces. It is 
important to highlight that about 90% of Country’s total population is concentrated in 03 non-North 
East (NE) Provinces Kampong Speu, Svay Rieng and Takeo52, and therefore has been reflected 
in the sampling distribution as shown below; 
 

                                                   
48 http://www.raosoft.com/samplesize.html  
49 Sample Size Calculations for a Proportion for Cluster Surveys* Version 03.08.14. 
http://web1.sph.emory.edu/users/cdckms/samplesize1.html  
50 Multi-stage sampling (also known as multi-stage cluster sampling) is a more complex form of cluster sampling which contains 
two or more stages in sample selection. 
51 Cluster sampling (also known as one-stage cluster sampling) is a technique in which clusters of participants that represent the 
population are identified and included in the sample. https://research-methodology.net/sampling-in-primary-data-
collection/cluster-sampling/  
52 ASWA 2 Target Areas for Baseline 21 Sept 2018 by UNICEF Country Office Cambodia (Source: Report from PDRD by end of 
2016) 

http://www.raosoft.com/samplesize.html
http://web1.sph.emory.edu/users/cdckms/samplesize1.html
https://research-methodology.net/sampling-in-primary-data-collection/cluster-sampling/
https://research-methodology.net/sampling-in-primary-data-collection/cluster-sampling/
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Table 3B: Sampling Distribution 

Province Name 
Total No. 

Of 
Clusters 

Proportion 
of Clusters 

to Total 

No. Of 
Sampled 
Clusters 

No. Of 
HHS per 
Cluster 

Total 
Sample 
(No. Of 
HHS) 

Total 
Sample 

(%) 

Kampong Speu  951 44% 106 5 530 44% 

Svay Rieng 549 25% 60 5 330 27% 

Takeo 501 23% 55 5 245 20% 

Kracheh 72 3% 7 5 35 3% 

Ratanak Kiri 71 3% 7 5 35 3% 

Preah Vihear 42 2% 6 5 30 2% 

Grand Total 2186 100% 241  1205 100% 

 
As a next step, following the same PPS approach, the total allocated sample in each province was 
further distributed to each of its respective districts. The last table in Appendix 09 presents the 
distribution of sample in each of the 19 districts by province. 
 
The third stage involved identification of clusters (as per allocated number) within a specific 
district. Since the number of clusters in each district varied53 (i.e. ranging from 16 clusters to 294 
clusters), the selection of clusters in for the survey was done by using a “randomization” technique 
which allowed each cluster to have an equal probability of being chosen in the sample. (See 
Appendix 09 for details of the ‘randomization’ process). 
 
At the final stage, 5 households were allocated in each of the 241 selected clusters for 
“Household Questionnaire’ hence yielding a total sample size of 1205 Households. The sampled 
number of HHs remain same despite the size of the community. The selection process of the 
households is explained in section ‘Household Selection’ and Appendix 09. 
 
This sampling approach yielded survey results that are generalizable only for communities in rural 
districts where ASWA-II Programme is being implemented. The survey findings cannot be 
generalized at the national, regional or district level for all population settings (urban/rural). 
 

Household Selection 

The description below highlights the key elements of 
household selection process, for more details, please 
refer the relevant section of the survey manual as 
provided in appendix 03. Each household was 
selected using a systematic skip method.54 The 
interval (‘skip’) between two households varied for 
each community and was drawn based on total 
number of households in the community. 
 
The enumerators were guided to preferably start from 
the centre of the community (next to community 
landmarks like shops, schools, pagoda etc.) deep 
inside into the community to be able to reach out to 
the households at a distance from the main road connecting the village. The enumerators were 
guided also to take note of any hamlets or village extensions/periphery and cover those also to 
have their representation in the survey results.  
 
After completing the first household interview successfully, the enumerators continued in the same 
direction along that path, skipped the required number of houses, and identified the next household 
to be surveyed.  
 
 

                                                   
53 The total number of clusters in any district varied between 16 (Kuleaen district in Preah Vihear Province) to 296 (in Samraong 
Tong district in Kampong Speu Provinces). 
54 meaning that the surveyor/enumerator will randomly pick one household where he/she will start the survey and then survey 
the other ones keeping a fixed interval between two surveyed households. 

Figure 6: Household Selection criteria 
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The selection of respondents followed the pre-defined screening criteria as outlined below: 

❖ Interview an adult household member, first level respondents are mothers (females)55 and 
in case they are unavailable then Father (Males); if both are not available at the time of the 
interview then Grandmothers 

  
In case of non-availability of female respondent’s (first preference) the enumerators then asked for 
availability of adult males to interview. In case of non-availability of adult respondents, the 
enumerators then moved on to the next household.  
 
  
 

Sampling for Community and Water Supply Questionnaires 

The same 241 clusters (communities) sampled for household survey, were visited to administer 
the other two surveys i.e., ‘Community Questionnaire’ and the ‘Water Supply Questionnaire’ (See 
Table 04). However, for water supply questionnaire, 7 additional communities were purposefully 
added from the province Svay Rieng to ensure that survey results are reported at 90% confidence 
for water interventions. 
 

Table 4: Sampling Distribution For Community & Water Supply Questionnaires 

 Community Questionnaire 
Water Supply 
Questionnaire 

N % N % 

Kampong Speu  106 44% 106 42.7% 

Svay Rieng 60 25% 67 27.0% 

Takeo 55 23% 55 22.2% 

Kracheh 7 3% 7 2.8% 

Ratanak Kiri 7 3% 7 2.8% 

Preah Vihear 6 2% 6 2.4% 

Grand Total 241 100% 248 100.0% 

 

 Field Staff Training, Pre-testing, Tools Translation 

‘Cascade’ training model was applied whereby a group of 12 were trained as ‘Trainers’ (by holding 
3 days TOT). The tools were pre-tested at the end of training and adapted accordingly. The training 
was co-facilitated by AAN and IRL senior team members. The tools were translated into Khmer 
and scripted accordingly to the data collection devices. The script was further checked by the ‘Data 
Management Expert’ to ensure the right logics were in place in order to have consistency in 
questionnaire administration during fieldwork. 
 
The enumerators (24 in total) were trained by the ‘Trainers’. The training included a ‘Mock 
Exercise’, whereby they were given tablets and trained on how to correctly enter data, do correction 
and upload.  
 

 Survey Implementation, Field Monitoring & Real-time Verification of 
Data collection 

The data collection was done by 12 data collection teams, each comprising 3 members i.e. 1 x 
Field Supervisor and 2 x Field Enumerators (one male and female each). These teams were 
deployed across Programme communities and collected data. Field data collection continued from 
December 16, 2018 until January 06, 2019. IRL monitors performed spot checks and back checks 

                                                   
55 Women are considered to participate in a decision if they usually make that decision alone or jointly with their husband; 
Demographic and Health Survey 2014 
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(as part of internal quality assurance) and reported accordingly. In addition, AAN deployed two 
field quality monitors for quality assurance.  
 
The ‘Data Management Expert’ regularly checked the data quality (using the mWater 
platform/dashboard). This was used to track the progress on data collection and inform IRL of data 
quality issues.  
 

 Data Management and Analysis 

As per guidance from UNICEF, the consultant 
used the ‘mWater App’ for data management. 
mWater (web-based) is a platform for data 
collection, analysis, and visualization. The tools 
were scripted and synchronised for data 
uploading on ‘mWater’.  
 
Upon completion of field work, the data was 
shifted to MS Excel for cleaning and analysis. 
The raw datasets were thoroughly checked and 
cleaned for aspects such as tagging of 
response options, skip patterns and the 
resulting missing data, specifying ‘others’ data 
where required etc. Both MS Excel and SPSS 
applications were used for data analysis.  
 
The data analysis followed the ‘Data Analysis 
Template’ prepared and provided by the 
UNICEF. The equity analysis was done using the “Equity Tool”56. 
The device-based data collection also uses of mWater helped in the real-time data availability and 
to run data quality checks. A total of 120 logical error were found during the initial data cleaning, 
69 were fixed by running back-checks (face to face & telephonic) and contacting the relevant 
enumerators. The remaining 51 errors did not affect the survey results much hence were 
discounted. 
 

 Ethical Standards and Quality Assurance Mechanisms 

The baseline implementation adhered to all applicable United Nations Evaluation Group (UNEG) 
Norms and Standards of Evaluation. These include: Ethical Guidelines for Evaluations57; 
Evaluators' Code of Conduct58; UNICEF Procedure for Ethical Standards59; and Ethical Research 
Involving Children60. Confidentiality and anonymity of the data was ensured. The respondents’ 
identity was kept separate from the datasets, all identifiable information was erased immediately 
after completion of data cleaning, and only designated and authorized manager/s had access to 
datasets during data processing and analysis. The cultural, social and gender norms of the 

                                                   
56 http://www.equitytool.org/cambodia/ 
57 Ethical Guidelines for Evaluations: http://www.unevaluation.org/document/download/548  
58 Evaluators' Code of Conduct: http://www.unicef.org/evaluation/files/Evaluation_Principles_UNEG_Code_of_Conduct.pdf  
59 UNICEF Procedure for Ethical Standards: 
https://www.unicef.org/supply/files/ATTACHMENT_IVUNICEF_Procedure_for_Ethical_Standards.PDF  
60 Ethical Research Involving Children:  
http://childethics.com/wp-content/uploads/2013/10/ERIC-compendium-approved-digital-web.pdf  

Figure 7: Data Collection and Management 

http://www.equitytool.org/cambodia/
http://www.unevaluation.org/document/download/548
http://www.unicef.org/evaluation/files/Evaluation_Principles_UNEG_Code_of_Conduct.pdf
https://www.unicef.org/supply/files/ATTACHMENT_IVUNICEF_Procedure_for_Ethical_Standards.PDF
http://childethics.com/wp-content/uploads/2013/10/ERIC-compendium-approved-digital-web.pdf
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areas/communities visited, and respondents/participants were 
identified before starting the field work and were respected 
completely. 
 
AAN followed strict set of ethical principals in conducting the 
fieldwork. These have been developed based on experiences 
as well as adapted from other research ethics guidelines.  
 
Find below the quality assurance mechanisms applied during 
field data collection.  
 

• Pretesting of tools: All tools were pre-tested and 
modified appropriately, before full-scale application. 

• Extensive field training: Field staff were trained 
through a cascade training model.  

• Experienced and gender balanced field staff: Field 
data collection teams included trained and tested 
resources. These included adequate female 
enumerators and supervisors.  

• Continued technical support: Field 
teams were extended supportive 
supervision for timely and quality data 
collection.  

• Informed consent: The respondents 
were given adequate information 
about the purpose and objectives of 
the survey and informed consent was 
sought and recorded. 

• Field evidences: The photographs of 
the key locations and events were 
taken with prior permission from the 
community members and the 
respondents/participants of all three 
surveys and uploaded on mWater. 

• Quality assurance: It involved 
maintaining close contact with field supervisors to be informed of the progress and handle 
the unforeseen.  

• Spot-checks: As part of quality 
assurance, spot checks were performed 
by the IRL quality assurance team. Spot 
checks were performed for 5% HHs 
interviews. AAN deployed external 
monitors to do spot checks also. The 
monitors were provided with checklists. 

• Interview observations: The quality 
assurance teams regularly checked the 
enumeration teams, particularly in the 
early stages of the data collection 
process. This assured that the phrasing 
of questions, the recording of responses 
and the general interaction with the 
respondents was being carried out appropriately as per the field protocols and guidance 
given during the training. 

 
 

Figure 9: Enumerator Interviewing a 
Respondent 

Figure 10: Enumerator Interviewing a 
Respondent 

Figure 8: Supervisor 
undertaking spot check 



16 

 Baseline Limitations & Constraints 

Find below the baseline limitations/constraints. These have been outlined as methodological and 
logistical limitations/constraints. 

Table 5: Constraints, Implications and Mitigation Measures 

S# Constraint/Limitations Implications and Mitigation Measures 

Methodological Constraints 

1. 

Limited data and insights 
around disability and 
implications for services 
access and use.   

While acknowledging the data limitations, the consultants have 
advised to deepen understanding of disability to plan better for 
reaching out to people with disabilities. This is important as the 
disability prevalence in the Programme communities is much 
higher than the national average. 

2. 

Use of proxy indicators for 
measurement of 
handwashing with soap: 
 

The consultants have used the well-established frame of proxy 
indicators for measurement of behaviour. This included three 
elements or factors i.e. availability of handwashing facility, 
water and soap/agent. Where the three conditions were met 
and validated by observations, the data has been used for 
measurement.  

3. 
Systematic skip pattern for 
household selection in 
communities.  

The field teams followed a principle of systematic skip for 
household selection. The pattern was drawn based on the total 
number of households available in the community (as shared 
by the local leader). Moreover, the enumerators were guided to 
start from deep in the village to avoid any convenience bias (by 
which they may have picked households near to the main road) 
and guided to cover the peripheral areas and hamlets also (this 
may have compromised systematic skip in some cases). 
Nevertheless, the village sample was too small (5 for an 
average of 154 households) hence there is a likelihood that 
selection may have missed households in the periphery or 
remote parts of the communities. 

Logistical Constraints 

4. 
Water quality tests not 
performed for non-availability 
of water quality testing kits.  

The exclusion of tests was negotiated during the contract 
negotiations foreseeing the challenges around availability of 
quality kits locally and in country import/customs regulations. 
This impacted the determination of value of water safe 
communities i.e. outcome 4.  

Other Constraints 

5. 
The survey findings may 
demonstrate a seasonal 
bias. 

The data collection was undertaken from end of December to 
early January (dry season) in Cambodia, which may have 
bearing on the results. The questionnaires lacked questions 
related to seasonality, hence results may appear significantly 
different from those reported by the CDHS 2014, which in fact 
did have seasonality questions. 
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CHAPTER 03: BASELINE FINDINGS & ANALYSIS 

This chapter presents the baseline findings and analysis. The findings and analysis are structured 
into three sections i.e. i) Household characteristics and community information; ii) Sanitation and 
hygiene; and iii) Water supply. The Programme related findings (for sanitation and hygiene, and 
water supply) have been grouped under relevant outcomes (including contributing factors) and 
outputs. Where required the findings have been disaggregated across a host of cross-cutting 
factors such as gender, income groups, disability, sex of the head of the household, and others. 
The readers may find comparative analysis of baseline results with from reliable national surveys 
i.e. ‘Cambodia Demographic and Health Survey’ (CDHS 2014) and Cambodia Socio Economic 
Survey (SES 2015).  
 

 Household Characteristics and Community Information 

This sub-section presents the baseline findings for key household and community characteristics 
where the Programme is to be implemented.  

 
Respondents’ Sex Disaggregation 
For every 4 respondents interviewed (for HHS), 3 were women (married with a child under 5). The 
results are line with planned sampling approach vis a vis respondent’s selection61. Remaining were 
men, interviewed only where women were not available. Only 0.3%, who belonged to Other62 sex 
i.e. third gender.  

 

 
Head of Household 
Majority of households are headed by men and only 1/3rd of the households (37.6%) are headed. 
The results point to the patriarchal63 make-up of Cambodian rural life. In relative terms, the number 
of women headed household in Programme communities is higher than the national average i.e. 
27%, as per CDHS (2014). The literature review points to female-headed households being more 
vulnerable, hence are labelled as a ‘Priority Group’ for social assistance64 in Cambodia.  
 

                                                   
61 Baseline Survey Questionnaire/Training Module: Household Selection Criteria; Interview an adult household member, first level 
respondents are mothers (females) and in case they are unavailable then Father (Males); if both are not available at the time of 
the interview then Grandmothers; 
62 ‘Other’ category refers to ‘third gender’ for this question (survey respondents’ distribution by sex) 
63 Definition of patriarchal - relating to or denoting a system of society or government controlled by men, relating to a patriarch. 
https://en.oxforddictionaries.com/definition/patriarchal  
64 Vulnerability of female-headed households in Cambodia (Kyoko Kusakabe 2002), Centre for Family and Women Studies Hanoi, 
Vietnam. http://www.academia.edu/2413097/Vulnerability_of_female-headed_households_in_Cambodia 

Figure 11: Respondents’ Distribution by Sex 

https://en.oxforddictionaries.com/definition/patriarchal


18 

 

 
Religion, Languages and Ethnicity 
Buddhism came up as the most followed religion i.e. 97%. The other religions include ‘Christianity’ 
and ‘Islam’ i.e. professed by 3% and less than 1% respectively.  
 
Similarly, ‘Khmer’ is the predominant ethnic group (97%) and widely spoken language i.e. 97%. 
Other ethnicities and languages include65 Cham (1.2%), Chinese (0.1%), Vietnamese (0.1%) and 
other races i.e. 0.9%. The baseline results (for religion, languages and ethnicity) are in line with 
CDHS (2014) and other secondary sources66,67. 

 

Household Size and Population Characteristics 
The average household comprises almost 5 persons (4.95). The numbers relate to the national 
average for rural Cambodia i.e. 4.5 persons/household (CDHS 2014). The numbers suggest that 
people in rural Cambodia are living in the ‘Nuclear’ family set-up (parents and unmarried or 
dependent children). 
 

 

5959  1205  4.95 

Total Persons in the 
Surveyed Households 

 Total Households 
Surveyed 

 Average 
Household Size 

                                                   
65 Ibid (2013 by the World Factbook) 
66 http://worldpopulationreview.com/countries/cambodia-population/  
67 https://countrymeters.info/en/Cambodia#religion (Buddhism 96.9; Islam 2.0 and Christianity 0.4% and others) 
Islam. 

Figure 12: Distribution as per Gender of the Head of Household 
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Figure 13: Major Religion, Language and Ethnic Group 

http://worldpopulationreview.com/countries/cambodia-population/
https://countrymeters.info/en/Cambodia#religion
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There are more females than males in surveyed communities i.e. 53%: 47%68. It implies that for 
every male there are 1.13 females. The results correspond to the national average as reported by 
CDHS (2014) i.e. 48% males and 52% females.  
 
A considerable young population is part of the communities where survey as administered. 
Approximately, 1/3 (34%) of the household members are under 18 (children). The results are in 
line with the national average i.e.34.5% (<15) as reported by CDHS 2014.  
 

 

Disability  
The prevalence of disability (any form/type - 
aggregate of six different types of disabilities) is 
noted to be 18%. This means that 1 in every 5 
households has a member who is disabled. 
This number is relatively higher than the 
national average i.e. 10%, as reported by 
CDHS (2014). This could be attributed to 
differences in defining disability69. This aspect 
however merits further probing by the 
implementers to understand the causes for high 
disability prevalence.  
 
The most common disability appears to be the 

difficulty in ‘walking or climbing steps’ (7%), whereas least reported are difficulty in ‘self-care’ and 

‘communication’ (3% each). The results are similar to those reported by CDHS 2014. 

                                                   
68 This is the percentage of total female and male population in the surveyed communities. It is different than percentages of 
female and male survey respondents.  
69 CDHS includes the severity of disability (various difficulties). This baseline excludes the severity measurement. 
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Figure 14: Population Distribution Profile by Age and Sex (in Surveyed Communities) 
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Figure 15: Disability Prevalence in Communities  
Cambodia 



20 

 

 

 
Distribution of Survey Respondents by Wealth Quintile  
 
Poverty is rampant in communities where Programme is to be implemented. About half i.e. 47%, 
of households fall into the bottom three income quintiles i.e. ‘Poorest’ (Q1), ‘Poor’ (Q2), and ‘Low 
Income’ (Q3). Remaining belong to upper two income quintiles i.e. 52.8%.  
 

 

 Community Survey 

The community questionnaire (survey) was administered in 241 communities or villages. The 
respondents included ‘Village Heads (Chief)’, and if they are not available than any other informed 
community member such as WASH committee members, teacher, health worker etc.  

Occupation (or role/position in Village) & Sex of the Respondent (Community Heads) 

4%

4%

7%

5%

3%

3%

96%

96%

93%

95%

97%

97%

0% 20% 40% 60% 80% 100% 120%

Seeing

Hearing

Walking

Remembering

Washing or dressing (Self Care)

Communicating

Disability Distribution (In terms of form of disability)

Yes

No

Figure 16: Disability Distribution (in terms of form of disability) 

Figure 17: Wealth Profile of Communities (income quintiles) 
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Majority of respondents are ‘Village Head (Chiefs)’ i.e. 72.6. Then comes the local level 
government officials/workers i.e. 22.4% and ‘Others’ i.e. 25.7% mostly comprising village 
assistants, health workers/providers, political workers and village volunteers. Most ‘Village Heads 
(Chiefs)’ are men (9 in every 10), and the pattern reflects ‘male dominance’ in community 
leadership roles.  

 

Composition of Survey Communities in Terms of Housing  
The communities are not big with an average size of 154 households/community. The population 
ranges between 700-900 persons/community. Most of the households are permanently settled i.e. 
98%, with only 2% are seasonal or migrant households. Not all communities have seasonal or 
migrant households, as 2 in every 5 communities (44%) reported to have seasonal households.  
 

241 
 

37087 
 36190 

98% 
 897 

2% 
 154 

No. of  
Surveyed 

Communities 

 Total 
Households in 
Communities 

 Permanent 
Households 

 Seasonal 
Household 

 Avg. No. of HHs 
per Community 

 
No. of Seasonal 

HHS per 
Community 

(%) Communities 

0 56 

01-5 30 
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  100 

 
  

Figure 18: Gender of Community Survey Respondents 
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Figure 19: Respondents Profiles for Community Survey 
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 Sanitation and Hygiene 

The sanitation and hygiene interventions are being implemented as a ‘package’ by the Programme, 
hence being reported together. There are separate outcomes and outputs for both.  
 

3.4.1. Sanitation 

There is one (1) outcome and output indicator that is covered in this section i.e. outcome 2 and 
output 1.3. Additional findings are presented under ‘Supplementary/Auxiliary Findings’. 
 
Outcome Indicator 2 
 

‘Proportion of people in intervention communities that use 
household toilets, disaggregated by JMP toilet category, sex, 

disability and wealth ranking’. 
Measurement: The value for this outcome indicator is determined using the results of three 
questions i.e., people in intervention communities (HC8); that use household toilets 
(HS1=Yes); and toilet use is duly verified through observation by enumerator (HO1=Yes) 

79% 

 
Overall: The results suggest that 4 in every 5 people in 
the surveyed communities use toilets (including 
shared), both improved and un-improved (including 
shared). Remaining don’t use toilets i.e. defecate in 
open. The measurement includes those who claimed 
to use household toilets and availability of toilets 
verified through observations. The results70 correspond 
to national results reported by both CDHS (2014) and 
SES (2015). 
 
Find below the survey findings for contributory factors. 

 
Prevalence of Improved & Unimproved Toilets:  
Those who have toilets, majority has improved toilets 
(not shared) i.e. 2 in every 3 households (64%) have 
improved toilets used exclusively by household members (not shared with neighbors). Another 
14% (1 in every 7 households) who have improved toilets, share with people outside the 
household. The prevalence of unimproved toilets is negligible (0.52%)71. The results suggest that 
1 in every 5 households (21%) either don’t have toilets or toilet availability could not be verified72 
through observations.  
 
The graph below presents the disaggregated results for different service levels as per JMP. 

                                                   
70 Toilet use: No facility, bush, field 42.5% (DHS 2014), 35.1% (SES 2015); and JMP 2015 – 41% no service (i.e., no toilet use) 
71 In the graph below, due to round off it is indicated as 1% (or 0.52%) 
72 The value for this indicator is determined after enumerator’s observation of the toilet use as claimed by the respondent., or 
where enumerator could not validate the toilet use because of either refusal or toilet was inaccessible. 

Yes
79%

No
21%

Proportion of People Using 
Household Toilets

Figure 20: Proportion of People Using 
Household Toilets 
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Disaggregation by Respondent’s Sex and Gender of Household Head 
Sex appears to have insignificant bearing on latrine use. Similarly, the gender of the head of the 
household appears to have only limited bearing on latrine use (by 5% in favor of female headed 
households). 

 

Disaggregation by Wealth Quintile 
 
There is an apparent ‘positive’ co-relation between household income and the toilet use. This 
means that the practice of toilet use increases with household income. There is a huge difference 
in latrine use between the lowest (Q1) and highest income quintiles (Q5) i.e. almost 85% points. 
Where 1 in every 10 households uses toilets in the lowest group (Q1), it is 9 or more for highest 
income quintile (Q5). The implementers are advised to focus on the bottom two income quintiles 
(with lowest latrine use rates), accounting for 17% of the total households in Programme areas.  
 

21%

1%

14%

64%

0% 10% 20% 30% 40% 50% 60% 70%

No toilet or could not observe

Unimproved

Improved and shared (limited)

Improved and not shared

Availablity of Household Toilets Disagregated by JMP Categories

Figure 21: Availability of Household Toilets Disaggregated by JMP Categories 

 

Figure 22: Toilets Use Based on Sex of & Gender of Head of Household 
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Disaggregation by Disability 
The survey does not provide any other 
meaningful insights around disability and its 
implications on latrine use (including designs 
etc.). This aspect needs further probing by 
the implementers.  
 
The results suggest that in households 
where disability is reported, the toilet use is 
77%. This however does not imply that those 
with disabilities use toilet. For those 
households where no disability is reported, 
the toilet use is 79%. 
 
Physical disability or difficulty in walking 
came-up as the most occurring/frequent difficulty for people using toilets i.e. 6%.  
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Figure 25: Toilet Use by Type of Disability 
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Figure 24: Toilet Use by Disability Cambodia 

 

Figure 23: Toilet Use based on Income Quintiles 
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Toilet Use Disaggregated by Locations (Provinces and Districts) 

The location-based results present different extremes. Out of 6 (six) provinces, 2 (two) provinces 
show better toilet usage rates compared to the overall average i.e. 79%. These are Svay Rieng 
and Takeo, with 97% and 81% toilet usage rates respectively. In contract, the two provinces i.e., 
Preah Vihear and Ratanak Kiri, have low toilet usage rates (34% and 45% respectively), hence 
merit greater focus of the Programme implementers.  

 
The district results follow similar pattern. The districts of Svay Rieng and Takeo show the best 
results. With exception of Tram Kak (Takeo), all districts from these two provinces have higher 
toilet use rates than overall average i.e. 79%. The district of Prek Prasab (Kracheh) seems an 
outlier for showing score of 100%. The districts of Preah Vihear have the lowest toilet use rates, 
hence may need to be focused more. 
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Figure 26: Toilet Use Disaggregated by Provinces 
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Figure 27: Toilet Use Disaggregated by Districts 
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Output Indicator 1.3 

 

Proportion of people who have access to a basic toilet, 
disaggregated by sex and disability 

Measurement: This output level indicator has been calculated at population level as the 
sum of population73 (HC8-total) where toilet availability is observed by enumerator, toilet 
type is improved (HO3) and not shared (HS5=No). 

Overall: 64% 
Female: 65% 
Male: 64 % 

 
Overall: There are 64% people (approximately 2 in every 3 people) have access to basic toilets 
(as defined by JMP). Sex, gender of the head of the household, and disability appear to have 
insignificant bearing on access to basic toilet (refer Figure 26 for details). For disability, however 
the results do not point to actual use by people with disabilities.   

  
 

Supplementary/Auxiliary Findings  

The survey results outlined below don’t relate to 
the Programme outcomes and outputs, however 
included for their significance to the Programme 
interventions around sanitation.  
 

Physical and environmental context 
 
Dominant soil type 
Soil (type) is predominantly sandy i.e. 55%, 
followed by dirt and gravel/mud/rocky i.e. 10% 
and 11% respectively. Approximately, 1 in every 
4 communities reported soil type in ‘Others’ 
category. 

  

                                                   
73 Denominator: Sum of population (HC8-total) 
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Figure 28: Proportion of People with Access to Basic Toilet 
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Physical environment related problems in 
building, using or maintaining toilets 
Physical environment appears to cause no 
problems74 in constructing and managing toilets 
i.e. 88%. Only 12% (1 in every 10 approximately) 
reported to have faced problems. Majority 
referred to difficulty in terms of hard/rocky soil and 
others referred to high groundwater table. The 
implementers must take note of these impeding 
factors and address those in the latrine designs 
and technologies.  
 
 
 
 
Communities previously exposed to Sanitation Interventions and Toilet Prevalence75 
Only a handful of communities referred to previous exposure to CLTS interventions. Only 1.2% 
communities76 reported to have had been notified ODF officially, during the past two years. 
 

 
These results are validated by the findings of the community questionnaire, as only 8% 
communities77 reported to have toilets in all households. These results point to identification of 
appropriate communities for sanitation interventions, as a few have had been certified as ODF. 
 
Reasons for Open Defecation78 
The high latrine construction costs came up as major ‘disabler’ for people to defecate in open. 
More than 8 in every 10 households referred to the latrine construction costs as being 
‘unaffordable’. The norm of latrine use appears to be weak, as it came up as second reason i.e. ¼ 
referred to it as personal preference. Most frequently stated reasons grouped under ‘Other’ include 
sharing of toilet; intermittent or shorter duration of stay at home; and, unavailability of space at 
home for toilet construction. 

                                                   
74 Indicator 4.1 (b); Proportion of communities that faced problems in building, using or maintaining toilets due to the physical 
environment 
75 Indicator 4.2; Have some communities already benefited from a CLTS or sanitation intervention? 
76 97.1% responses are missing/blank against this question (CK11 – has this community been officially certified as open 
defecation free ODF?)  
77 Ck16: How many households in the community have toilet? (Response options; All, Most, Some) 
78 Indicator 4.5 (c); Reasons why some households are practicing open defecation 
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Figure 30: Communities Facing Problem in 
Toilet Construction 
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Support or solidarity mechanisms79 

The results indicate limited prevalence/practice of ‘community support mechanisms’ for the ‘poor 
and the disadvantaged’ to construct latrines. Only ¼ reported to the existence of support from 
outside (the community) and another 1/10 of internal support (within the community) for the poor.  

 
 
 
 
  

                                                   
79 Indicator 4.5 (d); 
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Figure 32: Reasons for Open Defecation (those not using toilets) 
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Measures to take, to become ODF village?80 

The results indicate mixed awareness of what actions are needed to become an ODF village. Most 

common response has been ‘Use consistently a hygienic latrine’ (i.e. 72%), followed by 

‘Stopping practice of open defecation’ i.e. 45%. Interestingly, not many saw relevance of safe 

disposal of child feces, as only 2% (lowest) referred to ‘Putting child faeces into toilets.  

 

 
 

  

                                                   
80 HN31. To become an open defecation free village, what does everybody in your village need to do? 

45%

20%

72%

10%

9%

18%

2%

2%

25%
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Other
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Figure 34: Toilet Use Disaggregated by Districts 
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3.4.2. Hygiene  

The hygiene assessment covered prevalence of practice of (behaviour) handwashing with soap or 
other agents. The baseline has used the established international standard of measuring the 
behaviour (by proxy indicators) through three allied/contributory factors i.e., i) a handwashing 
facility exist, ii) soap/ash or alternative cleaning agent is available, and iii) water is available at 
handwashing facility. There are 1 outcome and output indicator each for hygiene i.e. outcome 3 
and output 1.4.  
 
Outcome Indicator 3 
 

Proportion of people in intervention communities that practice 
handwashing with soap or an alternative handwashing agent such as ash, 

and water, disaggregated by sex and disability  
 

Measurement: The value for this Outcome indicator is determined using the results of three 
questions i.e., people in intervention communities (HC8); that practice handwashing 
(HH1=dwelling, yard, or mobile object); with soap or an alternative such as ash (HH4=soap or 
ash/mud/other); and water (HH3=Yes). 

83% 

 

Overall: 
There are 4 in every 5 people81 who practice 
handwashing (determined through proxy indicators as 
explained above)82 with soap or an alternative agent. 
The measurement is drawn based on the fact that 
people fulfill the all three conditions (indicative reasons 
for handwashing practice) i.e. availability of a 
handwashing facility, availability of water, and 
availability of soap and/or ash etc. The results are 
consistent with those reported by CDHS (2014) and 
SES (2015) i.e. 85% and 71% respectively. The Figure 
33 presents comparative results from different 
surveys.  
 
Find the Figure 36 for breakup for the factors 
assessed.  
 

 

                                                   
81 Calculated with numerator (4926) and denominator (5959 i.e., total population in surveyed households – HC8) 
82 The actual activity/practice (handwashing) is difficult to observe, the indicator is measured using a proxy measure that is well 
established in the literature and used in the SDG service level definitions as well. 

83%
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Proportion of People 
Practiceing Handwashing with 
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Figure 35: Proportion of People 
Practicing handwashing with Soap/Agent 
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Figure 36: Availability of Handwashing Facility - A Comparative Analysis 
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Disaggregation by Respondent’s Sex, and Gender of Head of Household  

The results indicate insignificant variations for practice of handwashing with soap based on sex 
and the gender of the head of the household (refer below figure for details).  

 

Disaggregation by Prevalence of 
Disability 
Survey results shows that within 
population where any form of disability 
exist the handwashing practice is 84% 
and within the population without 
disability, handwashing practice is 83%. 
 
The survey does not provide any other 
meaningful insights around disability and 
its implications on handwashing with 
soap. This aspect needs further probing 
by the implementers.  
 
The most commonly reported disability 
(for this group) is difficulty in ‘walking’ i.e. 
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Figure 37: Breakup of Handwashing Practices by Factors 
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Figure 38: Proportion of People Practice Handwashing with Soap/Agent by Sex and Gender of 
Head of the Household 
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Figure 39: Handwashing Practice by Disability 
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6%. The least reported are difficulty in communication, self-care and seeing i.e. 3%.  
 

 

Handwashing Disaggregated by Wealth Quintile 
There is an apparent ‘positive’ co-relation between household income and the practice of 
handwashing with soap/agent. This means that the practice of handwashing with soap/agent 
increases with household income. There is a significant difference in practice between the lowest 
(Q1) and highest income quintiles (Q5) i.e. almost 28% points. Where there is only 5 in every 10 
people who practice handwashing with soap in lowest income quintile (Q1), there are more than 8 
in every 10 people for highest income quintile (Q5). The implementers are advised to focus on the 
bottom two income quintiles (with lowest practice), accounting for 17% of the total households in 
Programme areas.  
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Figure 40: Handwashing Practice by Form of Disability 

 

Figure 41: Handwashing Practice by Income Quintile 
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Handwashing Practice Disaggregated by Locations (Provinces and Districts)  

Unlike the toilet usage rates, the best performers are Kampong Speu and Kracheh with 
handwashing practice rates at 90% and 85% respectively (more than overall average of 83%).  
Again, the lowest prevalence noted in Preah Vihear and Ratanak Kiri at 50% and 68% 
respectively. The results suggest point a considered focus on these two provinces.  
 

 
The results for districts are more or less similar. The districts of Kampong Speu show the highest 

rates with exception of district of Odongk. The districts of Kracheh come next with Prek Prasab 

and Chetr Borei at 100% and 83% respectively. The districts of Preah Vihear and districts of 

Ratanak Kisri i.e. Chhaeb, Kuleaen & Bar Kaev, Ou Chum, have the lowest handwashing practice 

rates. The results suggest that implementers must focus on the two provinces.  
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Figure 42: Practice of Handwashing Disaggregated by Provinces 
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Figure 43: Practice of Handwashing Disaggregated by Districts 
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Output Indicator 1.4: 
 

Proportion of people who have access to basic handwashing 
facilities, disaggregated by sex and disability. 

Measurement: Numerator: Sum of population (HC8-total) with a handwashing facility 
that was observed (HH1) and had water (HH3) and soap/alternative cleansing agent 
(HH4) at time of survey Denominator: Sum of population (HC8-total) 

83.0% 

 
There are 83% people who have access to basic handwashing83 facilities. This means that 4 in 
every 5 people have access to basic handwashing facilities. The differences based on sex and 
gender of the head of households are negligible.  
 
Note: Please note that basic handwashing service refers to availability of a handwashing facility 
on premises with soap and water84. 

 

Access to Basic Handwashing by 
Disability 
The results point to insignificant difference 
between households (with access to basic 
handwashing) with and without disability i.e., 
84% and 83% respectively. This however 
does not imply actual use of facilities by 
those with disabilities.  
 
The survey does not provide any other 
meaningful insights around disability and its 
implications on handwashing with soap. This 
aspect needs further probing by the 
implementers.  
 
The most commonly reported disability (for 
this group) is difficulty in ‘walking’ i.e. 6%. 
The least reported are difficulty in 
communication, self-care and seeing i.e. 3%. 
The access to basic handwashing for disabled is at 15.7%. The survey questionnaire did not 
include any questions on measuring likelihood of service (basic handwashing) availability and its 
use by the disabled members of the household.  

                                                   
83 https://washdata.org/monitoring/hygiene; Basic handwashing refers to availability of handwashing facility on premises with 
soap and water. 
84 https://washdata.org/monitoring/hygiene  
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Figure 44: Proportion of People with Access to Basic Handwashing Facilities 
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Supplementary/Auxiliary Findings 

Find below the findings for the contributing factors or elements.  
 

Handwashing Facility Utilization 
The numbers of households with any handwashing facilities is 96% (13% points higher than basic 
handwashing facilities). Majority of respondents have ‘fixed’ or static facilities (almost 75%) 
whereas only 25% have ‘moveable’ or stationery facilities, mostly a water container. It is 
importantly to highlight that these values have been drawn by verifying the presence of 
handwashing facilities (in the household) during survey.  
 
 

 

Availability of Water and Cleansing Agent for Handwashing 
Water availability for handwashing appears to be a non-issue for 97.5% people reporting to have 
water for handwashing. Almost 9 out of 10 households were found to have either soap or ash for 
handwashing.  
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Figure 46: Availability and Location of Handwashing Facilities in the Household 
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Figure 47: Availability of Water and Cleaning Agent (Soap and Ash) in Household 
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Events/Moments When People Wash Hands  
 
The results are mixed where most frequent responses have been ‘Before eating’ i.e. 87%, and 
‘After work’ i.e. 64.8%. The rates are quite low for washing hands after ‘Cleaning potty’ (1%), 
‘Changing diaper’ (2.4%), ‘Cooking for child’ (6.3%), ‘Feeding the child’ (8.6%) and ‘Cleaning 
the child faeces’ (6%). The results show limited awareness of critical moments when 
handwashing is required, hence the planned communication interventions must lay adequate focus 
on such critical moments. 

 
 
 

  

Figure 48: Various Moments During the Day when Respondent Usually Wash Their Hands 
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 Water Supply  

This sub-section presents the findings from both the household and community questionnaire 
(water supply managers). It covers two Programme indicators i.e. outcome 4 (drawn from 
household questionnaire) and output 2.3 (drawn from community questionnaire).  
 

3.5.1. Water Supply at Household Level 

Outcome Indicator 4 
 

‘Proportion of people in intervention communities that use safe 
water from newly constructed or rehabilitated systems aggregated 
by JMP water supply category, sex, disability and wealth ranking’ 
Measurement:  
people in intervention communities [HC8 total for communities targeted for newly constructed or rehabilitated 
systems]    
that use safe water ["- Use improved source (HW2=improved type) 
- Source tested (not applicable at baseline) - Free from microbial and priority chemical contamination:  
 - Source E. coli (HQ25) is absent or 0 CFU/100ml; Household E. coli (HQ24) is absent or 0 CFU/100ml 
 - Source Arsenic (HQ19) is 10 ppb or less (if tested); Source Fluoride (HQ20) is 1.5 mg/l or less (if tested) 
from newly constructed or rehabilitated systems [not applicable at baseline] 

N/A 

 
The baseline value for outcome indicator 4 could not be determined for inability to perform water 
quality tests (one key factor for assessment) at source (for community water supply scheme). Find 
below the results for the contributing factors i.e. type of water source (improved/unimproved, 
piped/non-piped, location of water source and other water treatment and storage practices) 
 
Water Supply Situation (Household  questionnaire results); 
Find below the findings from household questionnaire for water sources87 disaggregated by sex, 
head of the household and disability. 
  

 
All respondents reported to have access to one or more water sources for drinking purposes. 
Around ¾ reported to have access to two or more water sources, which is significant and points to 
availability of multiple drinking water sources in Programme communities. A significant proportion 
(over 4 in every 5 households i.e. 86.1%) have access to improved drinking water sources (as per 
JMP defined criteria). The baseline results indicate better accessibility rates (to improved water 
sources) compared to national and rural averages (75% and 70% respectively) as per JMP 2017. 
It is important to underline that Programme intends to reach out to 10,000 people (a subset of 
350,000 intended Programme beneficiaries) with water safety interventions. By the time field work 
was being undertaken, UNICEF CCO have had shared names of 3 districts (Chantrea, Svay 
Chrum and Romeas Heak of Svay Rieng province) and 4 communes where they intended to 
undertake water safety interventions. The results for water interventions districts are appended as 
Appendix 14.  
 

                                                   
85 Improved piped HW2=piped into dwelling, yard/plot, neighbour, public tap/standpipe, or water kiosk  
Improved non-piped HW2=tubewell, borehole, protected dug well, protected spring, rainwater, tanker-truck, cart with small tank, 
water kiosk, bottled water, or sachet water 
Unimproved - HW2=unprotected dug well, unprotected spring, surface water, or other" 
86 Improved piped HW2=piped into dwelling, yard/plot, neighbour, public tap/standpipe, or water kiosk  
Improved non-piped HW2=tubewell, borehole, protected dug well, protected spring, rainwater, tanker-truck, cart with small tank, 
water kiosk, bottled water, or sachet water 
Unimproved - HW2=unprotected dug well, unprotected spring, surface water, or other" 
87 *HW1. Please list ALL SOURCES of water that your household uses for DRINKING. Include those used at a different time of 
year, such as the rainy season. 

Measurement; people in intervention communities (HC8) that use improved sources 
(HW2=improved type)85 (As per JMP Improved/ unimproved) 86.1% 

People in intervention communities (HC8) that use improved sources 
(HW2=improved type)86 (As per CDHS Improved/ unimproved category) 

75.4% 
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The access to improved drinking water sources is 86.1% (people). Of these, an overwhelming 
majority 92% (almost 9 in every ten) access water through non-piped sources. Only a fraction i.e. 
8% have access to piped sources (Figure 44). Within the non-piped sources, boreholes (27.2%) 
and rainwater (harvesting – 31.9%) have emerged as most significant sources. The water 
interventions may need to focus on improvising prevalent tools and techniques for reducing 
contamination risks to these two sources. Following results have been drawn on JMP definition of 
improved and unimproved.   
 

 
The access to improved drinking water sources is 75%, that is similar as CDHS. Following figure 
represents the results, as per CDHS definition of improved and unimproved. 

 
As per JMP category/ definition of improved and unimproved, almost 1 (13.9%) in every 10 people 
relies on un-improved water sources. This constitutes the priority group for implementers to 
facilitate their access to improved water.  
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Figure 49: Access to Drinking Water (Comparison with National Surveys) as per JMP 

Figure 50: Access to Drinking Water (Comparison with National Surveys) as per CDHS 
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Table 6: Distribution of Water Sources by JMP Categories  

Water Source 
JMP Category 

Type of Water Source 
Frequency Person/ 

People 

Percentage 
(%) 

Improved 
86.1% 

(n=5132) 

Piped 
7.0% 

(n=415) 

Dwelling 324 5.4% 

Neighbour 4 0.1% 

Yard 87 1.5% 

Non-Piped 
79.2% 

(n=4717) 

Kiosk88 77 1.3% 

Borehole 1623 27.2% 

Bottled 294 4.9% 

Cart 224 3.8% 

Protected Dug 152 2.6% 

Protected Spring 36 0.6% 

Rainwater89 1899 31.9% 

Tanker 412 6.9% 

Unimproved  
(n=827) 

All 
Unimproved 

13.9% 

Other 454 7.6% 

Surface 221 3.7% 

Unprotected Spring 60 1.0% 

Unprotected Dug 92 1.5% 

100% 100% Total 5959 100.0% 

 

As per CDHS category/ definition of improved and unimproved, almost 1 (13.9%) in every 10 
people relies on un-improved water sources. This constitutes the priority group for implementers 
to facilitate their access to improved water.  

 
Table 7: Distribution of Water Sources by CDHS Categories  

Water Source Type of Water 
Source 

Frequency Person/ People Percentage (%) 
JMP Category 

Improved  
75.4% (n=4496) 

Piped 7% 
(n=415) 

Dwelling 324 5.4% 

Neighbour 4 0.1% 

Yard 87 1.5% 

Non-Piped 
68.5% 

(n=4081) 

Kiosk90 77 1.3% 

Borehole 1623 27.2% 

Bottled 294 4.9% 

Rainwater91 1899 31.9% 

Protected Dug 152 2.6% 

Protected 
Spring 

36 0.6% 

Unimproved 
 (n=1463) 

All 
Unimproved 

24.6% 

Cart 224 3.8% 

Tanker 412 6.9% 

Other 454 7.6% 

Surface 221 3.7% 

Unprotected 
Spring 

60 1.0% 

Unprotected 
Dug 

92 1.5% 

100% 100% Total 5959 100.0% 

  

                                                   
88 The water source categorization in above Table follows the JMP given categories or definitions, as given in the UNICEF 
provided data analysis template. For the sake of analysis, both the ‘Kiosk’ and ‘Bottled water’ are treated in one category (i.e., 
improved – non-piped). Individually the values are Kiosk (1.3%), and Bottled water (4.9%) however the cumulative is Kiosk/Bottled 
water (6.2%). It does not affect the overall results (for improved – non-piped category). 
89 Rainwater refers to rainwater that is collected and harvested from the roof of a building and stored in a container, tank or cistern 
until used. Ground or surface rainwater catchments is not be considered under this category (see surface water). 
90 The water source categorization in above Table follows the JMP given categories or definitions, as given in the UNICEF 
provided data analysis template. For the sake of analysis, both the ‘Kiosk’ and ‘Bottled water’ are treated in one category (i.e., 
improved – non-piped). Individually the values are Kiosk (1.3%), and Bottled water (4.9%) however the cumulative is Kiosk/Bottled 
water (6.2%). It does not affect the overall results (for improved – non-piped category). 
91 Rainwater refers to rainwater that is collected and harvested from the roof of a building and stored in a container, tank or cistern 
until used. Ground or surface rainwater catchments is not be considered under this category (see surface water). 

file:///C:/1.%20Asmat%20Gill%20AAN%2014July2018/1.%20Gill%20201704%20Backup%2010July2018/201902%20ASWA-II%20UNICEF%20Cambodia%20Myanmar/Mahid%20sb%20Dataset2%20Revised%20Analysis%20+%20Equity%207April/Dataset2%20Mahid%20Revised%209April2019.xlsx%23RANGE!B207
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Water Sources by Sex and Gender of the Household Head 
The results indicate insignificant variations for access to water sources (improved and unimproved) 
based on sex and the gender of the head of the household (refer below figure for details). 
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Figure 51: Distribution by Type of Water Sources & Improved Water Sources 
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Figure 52: Access to Water Sources by Sex and Gender of the Head of Household 
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Distribution of Water Sources by Difficulties (Disability) 
Disability appear to have insignificant bearing on proportion of population with access to water 
sources i.e. 85% with disability and 86% without.  
 
 

 
Difficulty in walking is noted as the most frequently reported disability i.e. 6%.  
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Figure 53: Access to Water Sources Disaggregated by Disability 
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Figure 54: Access to Improved Water Sources by Type of Disability 
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Distribution of Improved Water Sources by Wealth Quintiles 
There is an apparent ‘positive’ co-relation between household income and the access to improved 
water sources. The access to improved water sources increases with family income. The difference 
between lowest (Q1) and highest income quintiles (Q5) is 14% points, which is considerable. 
Where there are over 7 out of every 10 people have access to improved water sources in the 
lowest income quintile (Q1), it is 9 out of every 10 people for highest income quintile (Q5). The 
Programme implementer may need to focus more on the lowest two income quintiles, accounting 
for 17% of total households surveyed.  

 

Location of the Water Sources 
For most households i.e. 4 in every 5, the main drinking water source is located outside the dwelling 
(either in yard or elsewhere). Only 15.4% (almost 1 in every 5) have the water source located in 
the dwelling.92 This suggests that majority of households go out of the house to collect water (from 
yard/dwelling) for which they have to invest resources to fetch water (human, time, finances) to 
bring it to point of use.  

 
 

                                                   
92 This question (HW3) should only be asked to households where the main source of water is not a piped system into dwelling 
or to yard / plot. Record the response for the location of water source. If the location is in own dwelling or in own yard/plot, 
then record this answer and skip to HW8. Otherwise record ‘elsewhere’ and continue to the next question. 

Figure 55: Access to Improved Water Sources by Income Quintiles 
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Figure 56: Location of Main Water Source in Use 
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A significant proportion of households i.e. about 1/3rd, it takes less than 5 minutes to complete 

one round-trip to fetch water. For approximately half of the households (58.1%), it takes between 

5-30 minutes. The results suggest that for majority of households (almost 90%)93, the water 

sources are located nearby, requiring less than 30 minutes for one complete round-trip. 

 

 
Water collection is not associated with sex. Both men and women perform the task i.e. 51% men 
and 49% women. For those where children are tasked with water collection, the proportion of girls 
is much higher (almost double) than boys.  

 
 
 
 
 

  

                                                   
93 58.1% + 32.3% = 90.3% 
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Figure 57: Time Consumed to Fetch Water 
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Figure 58: Water Collection by Sex/Age of The Household Members 
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Frequency and Duration of Availability of Water from main Source 
The duration of water availability appears to be a non-issue. More than 4 households in every 5 
reported to have water available all the time within the week, preceding the survey. For the 
remaining 15% (who reported not to have water available all the time in the past week), about 1 in 
every 10 people reported to do not receive water all day (on every day), however water schedule 
is still predictable. Another 1-2% reported of water availability from main source is either rare or 
unpredictable. This group merits serious attention and focus of Programme implementers.  
 

For duration of water availability, almost half reported to have water available between 1-12 hours 
and another 42% for more than 12 hours daily. About 1 in every 10 people get water for less than 
one hour. 
 
For 9 out of 10 people the main water source remianed functional all year round (i.e., water was 
available throughout the year). For remaining 10% where water was not available from main source 
all year round. The most water-scarce months in a year are March, April and May.  

 
On water adequacy 1 in 10 people claimed that water was not available in sufficient quantities for 
at least once in the preceding month of the survey94. Most commonly cited reasons include; a) 
water not available from source (access); b) source not accessible; and c) water too expensive 
(refer Figure 54). 
 
 
 

                                                   
94 HW12 In the last month, has there been any time when your household did not have sufficient quantities of drinking water? 
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Figure 59: Frequency and Predictability of Water Availability from Main Source 
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Figure 60: Water Availability Through the Year and Duration of Water Availability 
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Water Quality/Safety (Water Treatment, Storage Practices) 
Water treatment is widely practised as more than 4 out of every 5 households reported to have 
been practising water treatment. The remaining don’t, hence, form the interest group for 
behavioural communication interventions. The treatment by boiling water emerged as most 
commonly practised water treatment methods (4 in every 5 households), followed by water filtration 
and then letting water stand/settle.  
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Figure 61: Water Availability Duration and Reason for Non-availability 
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Figure 63: Water Treatment by Types/Methods 
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About 9 in every 10 households reported to have separate storage containers for ‘drinking’ and 
water for ‘other’ use e.g. washing, cooking, etc.,  
 

 

Water Tariff 
Payment for water is not widely practised. A majority i.e. 58%, reported to have not been paying 
for water. Another 42% (2 in every 5 households) reported to have been paying for water. Where 
it is practised, a significant majority i.e. 94%, households reported regular payments. On 
affordability, a significant majority (9 in every 10 households) referred to it as being affordable and 
somewhat affordable.95 
 

 
 
 
  

                                                   
 
95 HW17; is your household required to pay a tariff or user-fee for water? The question on water tariff was asked from all 
households (n=1205). The next question (how often do you pay the tariff or user-fee?) was asked from those who reported ‘yes’ 
to the first question. 
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Figure 65: Prevalence of Water Tariffs 
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Community Survey with Water Supply Manager 

Administered at village level (248) again with head of the village and WASH Committee members 
are respondents. The survey sample includes seven (07) additional communities than those 
covered under the community survey.  
 
The output 2.3 is measured from community questionnaire with water supply manager.  
 

Output 2.3; Proportion of communities where main water supply is fully 
functioning 

Measurement: Numerator: Functional status of main water supply is Functional 
(WM48) and Denominator: Total number of water-supplies surveyed 

90.7% 

 
Most water supply schemes found functional i.e. 9 out of 10 communities. The others (1 in every 
10) were reported as either non-functional96 or partially functional. No community reported to have 
the water point been abandoned by the village or de-commissioned by the government or 
managing organization.97 
 

Functionality and Type of Water Supply 
Piped water supplies98 exist in approximately 1 in every 6 communities. The ‘other’ water supplies 
include both improved and unimproved water sources. Among non-piped water supplies, most 
common are tube-well/borehole (2 in every 5) followed by protected springs and dug wells.  

 

 
The results suggest lower level of functionality99 for piped water supplies compared to ‘other’100 
water supply schemes. 

                                                   
96 Not functional: Water point is no longer providing water on a regular basis. This could be due to maintenance issues, 
changes in water availability or quality, or problems with access to the water point. 
97 Importantly, the assessment was not a professional engineering assessment of the specifications. For this survey, the 
‘functional’ main water supply/point refers to where water point is in good working condition and regularly provides water according 
the specifications in the original design. Beside these findings, it is important to determine the most commonly occurring reasons 
for the partially or not functional water points and helping households/communities for their repair and maintenance. It may require 
developing programme linkages with local plumbers and technicians to enhance their technical skills for routine O&M work. 
98 WM37: What is the type of water supply? Piped distribution system or ‘other’ type of water supply. 
99 Cross tabulation of WM37 and WM48 
100 Tubewell /borehole; Protected dug well; Protected spring; Unprotected dug well; Unprotected spring; Rainwater; Communal 
Pond; Other (please specify) 
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Figure 66: Functionality of Main Water Supply Schemes and Type of Water Supplies 
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About 1 in every 3 water supply schemes are self-managed i.e. managed by the community 
members) The ‘Water User Groups/Associations’ (formal forums) exist in few communities i.e.1 in 
every 10 communities. There is significant gap in terms of availability of formal forums for water 
scheme management, hence presents itself as an opportunity for the Programme to organise and 
strengthen community-based mechanisms for water supply management. Private operators led 
water supplies are common also i.e. 1 in 6 communities. This aspect however needs further 
probing to understand the operations of private sector. Among the ‘other’ category, no clear pattern 
has emerged around significant groups managing water supplies. Those mostly referred include 
landowners; family members; and Pagoda Committee.  
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Figure 67: Functionality Status by Type of Water Supplies 
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Where available, the community forums for water management are represented and led by both 
men and women. About 2 in every 3 committees are without any designated chairperson.  
 

 
Men are mostly in leadership roles (80-90%) with women lead 10%. The community mobilisation 
and organisation (for management of water resources) must take note of this and focus more on 
bringing more women into leadership roles.  
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Figure 69: Management of Water Supply 
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Figure 70: Women in Leadership Roles in Managing Water Supplies 
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User Fee or Water Tariff Collection 
Water tariffs are collected in 46% communities (almost equal to HH results i.e. 42%). Only 1 in 
every 5 communities make payments regularly whereas another 1 in every 4 communities make 
irregular payments. Half of the communities (50%) reported to have no water tariffs. About 1 in 5 
communities reported that collected fees/tariffs are usually enough only for routine operations 
and/or minor repair. About 4 in 5 communities reported that collected funds are not sufficient for 
major repair and maintenance work or installation/purchase of new facilities or equipment.  

 
 
Of those communities where water 
user fee or tariff is being collected (both 
regularly and irregularly), 3 in every 5 
communities reported of subsides for 
poor101. 
 
 
 
 

                                                   
101 Source is community questionnaire. 
The first relevant question i.e., WM30 (Are user fee or tariffs being collected on a regular basis?) was asked from all community 
heads (248). Those who responded yes (regularly or irregularly) were asked subsidy questions (WM33; is there a reduced fee or 
subsidized quantity of water available for those who cannot afford to pay for water? Yes/no) 
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Figure 72: Adequacy of User Fees or Tariffs 
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CHAPTER 04: CONCLUSIONS AND IMPLICATIONS FOR PROGRAMMING 

This chapter presents the baseline conclusion and implications for programming, essentially the 
insights and suggestions for the implementers (including the lead public sector partner and 
UNICEFCCO).  
 

 Conclusion 

This section describes the key baseline findings and conclusions. The contents are structured into 
four sub-sections and follows the same frame used to present the baseline findings (in the previous 
chapter).  
 

Households and Community Profiles: Majority of household survey respondents 
(administered in 1205 households across 241 communities) are adult women (married with a child 
under 5) i.e. 71.4%. Most people live in nuclear family set-up. The average household size is 
approximately 5 people (parents and dependent children). There are more women than men in the 
Programme communities i.e. 53:47. A significant proportion is under 18 suggesting considerable 
presence of children and adolescent. 1/3 of the households are headed by women, considered 
relatively poor and vulnerable, hence targeted for public social protection assistance. The 
communities are largely ‘homogenous’ in terms of religions (Buddhism), ethnicities and languages 
(Khmer) i.e. over 97%. The disability rates stand at 18%, significantly higher than the national 
average i.e. 10% (CDHS 2014). Poverty is rampant, as almost half (47%) population falls into 
bottom three income quintiles. 
 
Overall, the demographic, social and economic makeup of Programme communities is such that 
merits a considered view to remain ‘inclusive’. It implies that the decision makers may need to 
keep the Programme relevant to these priority groups by adapting interventions to reach out to 
children, women, people with disabilities and poor.  
 

Sanitation: The toilet use is widespread i.e. 4 in every 5 people use toilet. The sanitation 
interventions need to target the remaining to turn communities to ODF. Most people have access 
to improved toilets i.e. about 4 in every 5. The shared toilets are not common e.g. 10%. Prevalence 
of un-improved toilets is negligible i.e. 0.5%. Sex (of household members) and gender of the head 
of the household appear to have insignificant bearing on toilet use. This baseline could not 
ascertain the impact of physical disability on extent of toilet use. This has occurred for instrument 
limitations. A ‘positive’ correlation is noted between family income and toilet use. Inequities are 
evident (in terms of toilet use) as there is 85%-point difference between bottom (poorest i.e. Q1) 
and top (richest Q5) incomes groups. The results underpin prioritisation of bottom two income 
quintiles, accounting for 17% of the total population in Programme communities. The physical 
environment (soil type, climate, etc.) is not reckoned as ‘disabling’ factor in construction of toilets. 
The prevalence of social norm of toilet use is weak. People referred to high latrine construction 
costs and personal preferences as key factors for ‘open defecation’. The communal support 
mechanisms (both internal and external) to aid poor to construct toilets are not widespread. The 
exposure to CLTS interventions is low as only 1.2% reported to have been declared ODF officially 
during last two years.  
 
The location-based results present extremes. Where the results for Takeo and Svay Rieng 
provinces (including districts) are encouraging, the results for Preah Vihear and Ratanak Kiri are 
extremely low. The Programme implementers may need to prioritise these two provinces more.  
 

Hygiene: The value for handwashing with soap/agent (practice or behaviour) is determined using 
the proxy indicators i.e. availability of handwashing stations, water, and soap/agent. The practice 
of handwashing with soap/agent (where all three conditions met) is widespread i.e. 4 in every 5 
people. Handwashing facilities are available to most people (9 in every 10), as well as water and 
soap are available to most. Most households have static handwashing stations. A considerable 
number of households do not have soap or alternative agents. Sex (of household members) and 
gender of the head of the household appear to have insignificant bearing on practice of 
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handwashing with soap. A ‘positive’ correlation is noted between family income and the practice 
of handwashing with soap. The practice is relatively less common in the bottom 2 income quintile 
groups (accounting for 17% of population).  
 
The pattern for location-based results is not much different than one noted for sanitation. The two 
provinces i.e. Preah Vihear and Ratanak Kiri, have lowest averages, hence merit prioritisation in 
focus and added resources.  
 
The handwashing practice (and assumptively the awareness) remains low (1% to 9%) particularly 
for childcare related actions/moments102 such as child feeding; cooking for children; cleaning child 
feces; and changing diapers or cleaning potty. 
 

Water: The access to safe water could not be determined for inability to perform the water quality 
test (at source), one of key assessment factors for the measurement. The access is to drinking 
water is universal (100%) as all have access to 1 or more sources. A significant majority (3/4) 
reported to have access to two or more drinking water sources, which points to diversity of drinking 
water sources. The access to improved water sources (as per JMP criteria) is widespread i.e. 
86.1%. Within this group, the access to piped water is quite low (merely 7%) compared to non-
piped water sources (79.2%). Most people are required to put an effort and resources (human and 
time) for water collection. For most, the drinking water sources are nearby requiring less than 30 
minutes of water hauling time. Sex (of the household member) and gender of the head of 
households appear to have insignificant bearing on access to water.  
 
The main community water supply sources reported to be functional all year round (by over 90% 
communities). The functionality rates are low for piped water schemes i.e. only 14% reported to be 
fully functional. There is an apparent ‘positive’ co-relation between income and access to improved 
water sources. The difference (in terms of access) between lowest and highest income quintiles is 
14% points, which is considerable.  
 
Water is treated in most households (88%). The most common methods used include boiling 
(82%), and filtration (32%) and let water stand and settle (22%). Payment for water is not widely 
practised (58% i.e. more than half don’t pay), however where practised, people pay regularly 
(94%). Subsidies are available for poor (65%) in most communities103. Most find water tariff as 
being affordable or somewhat affordable (over 90%). Community mechanisms for water supply 
management are not widely available. 
 

 Implications for Programming  

This section uses the baseline results to illuminate the possible programming implications. These 
have been outlined as recommendations to enable the Programme implementers to take note of 
field ground realities and make necessary adaptations in the Programme design and 
implementation approaches. The description is structured across the three Programme 
components and an additional aspect (cross-cutting element) i.e. sanitation, hygiene, water, and 
gender and equity (including disability). The implementers may note some overlaps, hence are 
advised to use their own judgement in re-classification, if required. These are as follow:  
 

Sanitation 

Overall while concluding sanitation, it could be argued that the environment offers opportunities for 
introducing (pro-poor) low-cost latrines, sanitation marketing, norm creation (of latrine use), and 
establishing community support mechanisms (including subsidies) for poor. To make Programme 
inclusive, the element of disability and impact on toilet use needs further exploration to inform 
Programme interventions. 

 

                                                   
102 Feeding Child (8.6%), Cooking for Child (6.3%), Cleaning Child Feces (6.0%), Changing Diaper (2.4%), After Assisting 
disabled/elderly household (1.5%), Cleaning Potty (1.0%) 
103 WM33; is there a reduced fee or subsidized quantity of water available for those who cannot afford to pay for water? Yes/no] 
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S1. Low Costs Latrine Designs & Technologies: A significant proportion referred to toilet 
construction costs as ‘unaffordable’. The Programme implementers are advised to explore 
introducing (pro-poor) ‘low cost latrine designs and technologies. This should take note of local 
environment such as sand type, water table, etc. to keep new designs and technologies relevant. 
This must explore use of local materials and job creation (for locals), besides making construction 
more affordable. The community outreach interventions including communication activities (C4D 
& BCC) must emphasize rationalizing the aspirations to have fancy latrines and encourage people 
to begin with construction of simple and more affordable latrines.   
 
S2. Social Mobilisation for Latrine Construction: Use existing mechanisms (and where required 
create new community forums) to sensitize people who don’t have toilets (21%) to construct those. 
Introduce communal check and balances (sanctions – both positive and negative) for people to 
strengthen the norm of toilet use. 
 

Hygiene (Handwashing with Soap) 

Overall, the results are quite encouraging of hygiene. The Programme may need to focus on the 
bottom two income quintiles, where the practice is lowest. Where the behaviour 
change/communication interventions may need to focus on these groups, the message and the 
channels may need to be adapted to the preferences of boys, girls, women, and people with 
disabilities.  
 
H1. Behavioural Communication (C4D/BCC): The planned communication interventions may 
explore leveraging children and adolescent (1/3 are children) as ‘agents of change’. Schools offer 
ideal platform for such interventions (add menstrual health management contents for girls). 
Community health workers could be engaged for women centric behaviour change campaigns. 
Additionally, these interventions may need to adopt newer approaches or models such as ‘Design 
Thinking’, and ‘Human Centred Design (HCD)’ and others.  
 

Water Supply 

Overall, the results around access to drinking water, functionality (of schemes) and water treatment 
are encouraging. Nevertheless, there are opportunities around mobilizing and organizing 
communities to manage drinking water sources. The efforts should focus on greater women 
participation and representation in these forums. There is huge space for introduction of water 
tariffs (for sustainable water supply) and strengthening the norms of payment for water. Similarly, 
there are opportunities for training of local plumbers/technicians for availability of skills for repair 
and maintenance at local level. The Programme may need to adapt interventions (including 
communication) to reach out to the poor, boys and girls, women and people with disabilities, the 
disabled, to demonstrate inclusiveness.  
 
W1. Water Safety of Non-piped Water Sources: The proportion of non-piped drinking water 
sources is much higher (11 times) than the piped water (for those have access to improved water). 
For water safety interventions, the implementers may include assessment of water contamination 
risks to non-piped sources and plan appropriately for preventing/reducing risks. The Programme 
must also need to focus on reducing contamination risks during collection and storage of water. 
This could be addressed through community education interventions.  
 
W2. Prioritize Communities with Access to Unimproved Water Sources: The community selection 
for water safety interventions must prioritize those with access to unimproved drinking water 
sources. The baseline data could help with identification of these communities, which 
implementers could use to do follow-up assessments to inform the decisions.  
 
W3. Introduce Community Led Water Management Forums and Water Tariffs: The existence of 
organized community groups to manage water supplies is low so is the practice of payment for 
water. The implementers could plug the gap by mobilizing and organizing communities (through 
Water User Committees/WASH Groups – avoid duplication) and use community forums i.e. 
WUCs/WASH Groups, to introduce water tariff system. Promote creation of social norm of payment 
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for water. Link these forums with trained plumbers/technicians, for maintenance of schemes (for 
reduced down time of schemes in case they need fixing). 
 
W4. Reinforce Water Treatment and Introduce New Methods: The practice of water treatment is 
quite encouraging already. Nevertheless, the message needs to be reinforced, especially where a 
significant proportion goes out of the house to collect water. The planned C4D/BCC interventions 
must reinforce and where possible introduce new methods and tools for water treatment, which 
are locally relevant and more acceptable. 
 

Gender Equality & Equity Integration (Cross Cutting Considerations) 

G1. Age and Gender Sensitive Interventions: The proportion of women and children (including 
adolescent) is significant, hence classifies them as a priority group. This merits a considered focus 
to keep Programme relevant to these groups. Some potential areas include integrating age and 
sex considerations such as information needs, access to information channels, timings, languages, 
etc. into the Programme communications. Moreover, inclusion of MHM related 
contents/interventions for girl schools, as part of school interventions.  
 
G2. Women Representation & Leadership in Water User Committees/WASH Groups: The 
proportion of women representative and leaders in existing community groups is low. The 
Programme could prioritize greater women representation in the ‘Water User Committees/WASH 
Groups’, including those in leadership positions. The global evidences underline better/sustainable 
management of water supplies, given women are managing them.  
 
E1. Equity Integration Through Targeting Poorest and Disadvantaged: The income has come up 
as critical factor in determining access to services (water and sanitation) and practices (toilet use, 
handwashing with soap). To address the inequities, the implementers must focus more on the 
poorest (bottom two income groups which account for 17% of population) including the women 
headed households. The potential programming interventions may include introduction of pro-poor 
subsidies (discounts for poor in water tariffs, materials support for latrine construction); building 
linkages with national social protection programmes (to get support for poorest and women headed 
households); soft loans and micro-credits; low costs designs and technologies; mobilising 
corporate social responsibility; job creation through SanMark; and others.  
 
E2. Deepen Understanding of Disability to Inform Inclusive Programming: The disability prevalence 
in Programme communities is higher than national average. This aspect needs further probing to 
deepen understanding around nature of disability and implications around services access and 
allied behaviours. The results may then be used to inform Programme interventions for greater 
inclusiveness. The possible interventions include introduction of inclusive toilet designs, adapting 
C4D/BCC interventions as per information needs and preferences of the people with disabilities.  
 


