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Pave the way for the next 
generation of bamboo shoots*

*In Cambodia, children are often referred to as bamboo shoots

His Excellency Dr. Yim Chhay Ly, Deputy Prime Minister 
(Integrating WASH and Nutrition Conference, December 4, 2018)
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Acronyms

CCWC Commune Committee for Women and Children
COD Ceasing open defecation
ERP Elephant, Rider, Path
HCD Human-Centered Design
HWTS Safe Household Water Treatment and Storage
HWWS Handwashing with Soap
iDE International Development Enterprises
IPC Interpersonal Communication 
MRA Melon Rouge Agency
MoH Ministry of Health
MRD Ministry of Rural Development
NGO Non-governmental organization
NNP National Nutrition Plan
OD Open Defecation
PD Positive Deviance
RWSSH Rural Water Supply, Sanitation and Hygiene
SBCC Social Behavior Change Communications
SBCS Social Behavior Change Solution(s)
SDGs Sustainable Development Goals
TWG Technical Working Group
UNICEF United Nations Children’s Fund
VHSG Village Health Support Group
WASH Water, Sanitation and Hygiene
WBG World Bank Group
WHO World Health Organization
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1.0 Executive summary
How might we improve WASH behaviors of caregivers*, 
and children under five years old to reduce stunting?

Stunting in rural Cambodia remains high at 32%1 (low-height-for-age).
Stunting in children under five has always been linked to poor nutrition, and 
many interventions in Cambodia have been focused on improving nutrition 
in the first 1000-days of a child's life. Recent studies show that waterborne 
illnesses and diarrhoea, caused by unsafe water, sanitation and hygiene 
(WASH) practices also contribute to child stunting. Therefore, there is a 
critical need to look at both nutrition and WASH practices of the household, 
and integrate both in order to reduce stunting and malnutrition.
 
This document is a summary of the key findings from spot research 
conducted by iDE around WASH practices of households in 3 provinces: 
Kampong Speu, Stung Treng and Phnom Penh. The team aimed to 
understand the WASH behaviors, motivations, attitudes and barriers of 
caregivers with children under five in order to gather insights about the 
current situation and how to design effective Social Behavior Change 
Solution(s) for WASH that can trigger caregivers and children under 5 years 
to improve their WASH practices, and ultimately reduce the rate of child 
stunting in Cambodia.
 
iDE uses Human-Centered Design, a leading innovation methodology that is 
a more ethnographic, qualitative and participatory approach that puts 
people at the center to understand not only what is happening, but more 
importantly why.

There has been positive progress in the WASH and nutrition sector. 
People in rural areas understand a lot about nutrition and sanitation 
practices they should follow in general. These positive changes are a 
result of the joint effort between government, NGO and private sector 
promoting and providing health services to support people at the 
community level. Many people have been exposed to community training 
and sanitation. As a result, most caregivers understand the importance 
of nutrition for the first 1000 days of a child.
 
In regards to WASH, knowledge about drinking treated water is high, as is 
understanding when to wash hands with soap, specifically for the 
caregiver. In addition, latrine adoption has been increasing due to 
sanitation marketing and widespread education about the harm of open 
defecation, with many villages becoming certified Open Defecation Free.
 
However, there are still barriers that prevent caregivers from following 
correct WASH practices, especially in providing better care for children 
under 5 years, including those around mindset, knowledge, environment, 
communication, as well limitations at an implementer level to deliver 
behavior change interventions.

A significant learning around mindset barriers is that caregivers have 
already given up and only practice the bare minimum because they have 
low expectations of what is possible and lack confidence as caregivers.

*‘Caregivers’ refers to mothers, fathers, grandmothers, grandfathers, etc. Anyone who is 
the main carer responsible for looking after children in the household. 1. 2014 Cambodia Demographic and Health Survey (DHS)
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1.0 Executive summary
There are many knowledge barriers, including lack of knowledge around 
‘stunting’ among people in the rural area. This is a new term for most 
people and the  impact of this issue is unknown, especially around the 
negative effects on a child’s brain development. Caregivers do not 
understand the link between good WASH practices and the connection 
to growth height or brain development of a child.
 
Environmental barriers include some households not owning a latrine, or 
having to open defecate and reinforce bad behaviors when they work on 
their farms away from home, exposing children to harmful faeces. At the 
same time, the dirty, dusty environment in the rural community causes 
households to accept unhygienic surroundings as a norm, including the 
presence of animals and animal faeces around the home where children 
play. Children are consistently being exposed to germs and bacteria.
 
Despite an increase in latrine adoption, it is still socially accepted for 
children under five years old to practice open defecation. This is due to 
misconceptions such as child faeces not being perceived as harmful as 
adult faeces, children being too young to train or too small to use a potty or 
latrine, and some households not owning a latrine.

While caregivers understand and can recall the critical moments to wash 
their hands and their children’s hands with soap, this has not yet become a 
regular habit and basic hygiene awareness and practice is still low among 
the children in the rural areas. For example, households do not understand 
how germs and bacteria can be transferred from one place to another by 
touching things with dirty hands or feet, including snacking often without 
washing hands with soap.

In addition, even though many people understand and practice safe water 
treatment methods, they are unaware of the recontamination points of their 
drinking water after treatment, again due to a lack of knowledge about the 
transference of germs and bacteria.
 
While looking into gaps, motivations also emerged. Caregivers are eager to 
be good parents, want their children to be smart and not get sick, which 
motivate them to perform better toward childcare in terms of correct 
WASH practices. However, we found caregivers to be more motivated to 
pay more attention to infants (under 1.5 years) because they perceive them 
as needing more care than older children.
 
Learning that caregivers need more help to change behaviors for children 
above 1.5 years to avoid them being contaminated by themselves or the 
environment, this SBCS will focus on the neglected age group between 1.5 
– 5 years old. This is when the children become more independent, start 
walking and attention is gradually reduced from caregivers. 

The aim is to to change child-centered WASH behaviors (e.g. stop open 
defecation of children under five years old, washing their hands before 
snacking, making sure they use clean utensils for drinking so water is not 
recontaminated, etc.). 

MoH has a campaign in progress for the first 1000 days, which is why the 
strategy for this SBCS is to focus WASH messages through MRD on the 
older, more independent child (1.5-5 years) who still needs care, but 
different WASH actions. This way WASH and Nutrition messages can be 
aligned and integrated within both campaigns to produce a unified national 
effort, developed by iDE in collaboration with Melon Rouge Agency.
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2.0 BACKGROUND

In Cambodia, untreated water and lack of sanitation 
facilities cause up to 10 million cases of diarrhea and 
10,000 deaths per year, mostly in rural areas among 
children under the age of five1.

Undernutrition is the underlying cause of 45 percent of child 
deaths each year2. Diarrhea and undernutrition are part of a 
vicious cycle. Diarrhea is associated with poor nutritional status 
and poor nutritional status is associated with greater risk of 
diarrhoea3 and therefore child stunting, (one of the measures of 
undernutrition, i.e. low height for age). 

The problem

1. UNICEF. 2014. Water, sanitation and hygiene: Cambodia.
2. Black R et al. 2013. Maternal and Child Undernutrition and Overweight in 
Low-Income and Middle-Income Countries. The Lancet. 
3. Briend, 1990; Checkley et al, 2002.
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A worldwide effort to improve WASH 

Water, Sanitation and Hygiene (WASH) goals have been 
established worldwide.

Diarrhea and waterborne illnesses can be prevented through improved 
sanitation, increased access to improved sources of water, good 
hygiene and education about contamination, to result in better health 
and more positive long term consequences. 

The Sustainable Development Goal 6 (SGD 6) calls for clean water 
and sanitation for all as one of 17 Goals established by the United 
Nations in 2015.

As Cambodia strives to attain SDG6, the Royal Government of 
Cambodia has set a target to achieve universal access to water, 
sanitation and hygiene for all people in Cambodia by 2025. As part of 
the National Strategic Plan for RWSSH, and under the leadership of 
the Ministry of Rural Development, a National Action Plan 2 (NAP2) 
for 2019-2023 is being developed for the country that consists of four 
main WASH outputs. These include Capacity Building, Water, 
Sanitation, and Behavior Change – the latter being an essential part of 
this assignment. 

SDG 6 (WORLDWIDE)

Safely managed sanitation 
and water supply for all by 2030

NAP 2 (CAMBODIA)

2019-2023
1. Capacity building
2. Water
3. Sanitation
4. Behavior change

2.0 BACKGROUND



2.0 BACKGROUND

According to a 2017 report 
by WHO, UNICEF and WBG, 
Cambodia has the highest 
stunting prevalence (along 
with four other countries) in 
SouthEast Asia: 32% among 
children under 5 years.
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Reducing stunting through child-centered 
WASH behaviors and integrating nutrition
Despite targeted and comprehensive nutrition-specific 
interventions, the persistent presence of undernutrition 
(and stunting) globally has caused a renewed focus on 
underlying causes that go beyond lack of nutrients4.

Studies suggest a strong correlation between WASH and Nutrition, 
where a lack of WASH access and practices contributes to 
undernutrition and stunting. For example, WHO estimates that 50% 
of undernutrition is associated with infections caused by poor 
WASH5. In Cambodia, a five-year-old child living in an unhygienic 
environment (community where people practice open defecation) is 
2 to 3.6 cm shorter than a child living in a hygienic environment6 
(where everyone uses a toilet). 

Addressing child nutrition is predominantly done through the 
Ministry of Health (MoH), while sanitation and hygiene is largely 
done through the Ministry of Rural Development (MRD). This 
institutional fragmentation in Cambodia has resulted in non-optimal 
effort and collaboration in addressing child stunting and 
malnutrition in the country. 

The government is now taking a multi-sectoral approach to 
incorporate WASH and nutrition behavior change to address 
stunting challenges in rural Cambodia as a more effective 
approach, among others. 

4. Bhutta et al. 2008. What Works? Interventions for Maternal and Child Undernutrition and 
Survival. Maternal and Child Undernutrition Study Group. The Lancet.
5. WHO, 2008: Safer water, better health: Costs, benefits and sustainability of interventions to 
protect and promote health.
6. Investing in the Next Generation: Growing Tall and Smart with Toilets, WSP research brief, 
2013.

2.0 BACKGROUND
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Creating a ‘Social Behavior Change Solution’ (SBCS) 

In order to reduce stunting in Cambodia through WASH behaviors there 
is a need to target child-centered behaviors. So far interventions in the 
WASH sector have targeted caregivers but not children.

The Ministry of Rural Development (MRD), World Bank Group (WBG), 
SBCC Taskforce members, iDE, and Melon Rouge Agency (MRA) are 
working together to develop a Social Behavior Change (SBC) package 
promoting child-centered improved WASH behaviors. Collaborating with 
the Ministry of Health (MoH) is critical to create alignment with nutrition 
goals and a ensure a unified national approach to combat child stunting 
and malnutrition. 

3.0 PROJECT OVERVIEW

SBCS (‘Social Behavior Change Solution’) replaces the acronym 
SBCC (Social Behavior Change Communications). 

This is to allow the most effective strategy to be implemented at the 
end of the project (which may not be just ‘communications’).

A ‘solution’ can be supported by communication materials, but is not 
necessarily the driving force for change. Defining a solution too early 
can restrict ideas, and the process being used for this SBCS is 
exploratory where answers emerge and evolve during the journey. By 
keeping a flexible description for the final output, space is created for 
more innovative, effective ideas. 

A collaborative effort involving multiple stakeholders aims to create a multi-sectoral, integrated national behavior change strategy 
for WASH-Nutrition to reduce child stunting in Cambodia.



Project goal
3.0 PROJECT OVERVIEW

To create a Social Behavior Change ‘Solution’ (SBCS) that addresses specific 
child-centered WASH behaviors and is packaged under a national ‘umbrella’ brand that 
can work across both WASH and Nutrition sectors.

Note: In order to reduce stunting in Cambodia through WASH behaviors, it is important to target child-centered behaviors. Past interventions in WASH have mainly 
targeted caregivers but not children.
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Key stakeholders

iDE’s Innovation Lab (iDEsign)

SBCC Taskforce 
(Key experts from multiple 
NGOs/organizations)

Creative Agency

3.0 PROJECT OVERVIEW



1616

To address child stunting in Cambodia

The SBCS aims to promote three key WASH behaviors 
(as shown in blue boxes):

● Latrine adoption and ceasing open defecation (COD)
● Handwashing with soap at critical times (HWWS)
● Safe household water treatment and storage (HWTS)

These behaviors are broad, and have been narrowed down 
through desk research and an Alignment Workshop on 7th 
September 2018, where key stakeholders agreed on more 
specific child-centered WASH behaviors to address for this 
project that can be integrated with nutrition to impact stunting 
(as shown in red boxes):

● Better management of child faeces for children under 5 
years old

● Handwashing with soap for caregivers and children 
under 5 years old at critical times and creating a habit

● Safe drinking water for infants and children ages 2 to 5 
years old, including preparing infant formula and food.

Spot research was then conducted around these specific 
behaviors and findings are explained in Section 6.0 on page 40.

3.0 PROJECT OVERVIEW
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Project timeline*

*Dates may change as project evolves

3.0 PROJECT OVERVIEW
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The four project phases in more detail

PHASE 1 PLANNING (complete)
The first phase involved a Kick Off meeting to agree on timelines and 
scope of work. Desk research was done to review existing knowledge 
around WASH and Nutrition behaviors and identify any gaps that needed 
further spot research. The expertise of key stakeholders was brought 
together at a full-day Alignment Workshop to share further information 
and agree on project goals for the SBCS. An Inception Report set the 
vision for the project early on, and guided the next phase of fieldwork.

PHASE 2 RESEARCH (complete)
Spot research was conducted in two provinces around the three WASH 
behaviors where stunting rates were higher compared to other 
provinces. In an aim to gain a better understanding of the target 
audiences, a more qualitative approach was used to dig deeper into the 
‘whys’, not just the ‘whats’. As well as broadening the range of findings, 
the team aimed to uncover deeper information about motivations and 
barriers around specific behaviors. Interviews were also conducted with 
key stakeholders and implementers. Taking time to analyze information 
for key insights, an Ideation Workshop was held after fieldwork 1 to 
brainstorm around additional research probes and tools. 

This document highlights the main learnings from the 
Research Phase.

PHASE 3 CREATIVE DEVELOPMENT + TESTING
Research findings will lead into the creative phase where ideas for 
solutions will be generated and tested rapidly to get feedback. 
Commencing with a Co-Creation Workshop on February 6, key 
stakeholders and experts will brainstorm around potential solutions to 
trigger specific behaviors. The outcomes will lead to early prototypes 
being created and tested in the field, which will be refined and validated 
through a continuous feedback loop. Once key insights around the 
brand and SBC concepts have been identified, a Creative Brief with clear 
design principles will set the guidelines for the creative output. Final 
concepts will be presented to all key stakeholders for review and any 
minor adjustments made. 

PHASE 4 DELIVERY
An Implementation and Media Plan (Action Plan) will provide the 
strategy of how to roll out the brand and behavior change initiative, as 
well as provide guidelines for implementers to use. These will be tested 
with key stakeholders and results will be delivered in a Final 
presentation and report. In addition, a Brand Book for the national 
umbrella brand will provide specific design guidelines to ensure all 
materials are created and used in a consistent way. At the end of the 
project, a launch event will be held for all key stakeholders to announce 
the new umbrella brand, SBC solution and materials.

3.0 PROJECT OVERVIEW



Behavior change is hard and it 
takes time, but if we understand 
people and create the right nudges, 
we can influence actions.

3.0 PROJECT OVERVIEW



4.0 METHODOLOGY
HOW THE PROJECT GOAL WILL BE ACHIEVED
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iDE approach: Human-Centered Design

Digging deep and testing early

To create effective solutions, the team use Human-Centered Design 
(HCD) methodology, a leading innovation technique that maximizes the 
likelihood of adoption, long-term sustainability, and scalability of a 
solution. This method is used to design and deliver holistic offerings – 
usually a combination of products, services, marketing, communication, 
financing, and distribution. HCD utilizes an ethnography-like approach to 
deeply understand latent user and stakeholder needs, and combines this 
with design methods and expertise from multiple design strategies. This 
leads to results that are desirable, feasible, viable, accessible, usable 
and maintain-able.

The HCD process comprises of three stages: Hear, Create and Deliver. 
The Hear stage focuses on discovery – getting out into the world and 
learning from people. The Create stage narrows down what has been 
learned and translates those learnings into creative ideas that will rapidly 
evolve into tangible designs that have been prototyped and tested. 
Finally, the Deliver stage is where the design is applied in the real world 
through project implementation. The next page describes the process in 
more detail.

4.0 METHODOLOGY
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Human-Centered Design phases 

Leading with people, 
not problems

Listening, observing, developing 
ideas, getting feedback, and 
engaging stakeholders throughout 
- people are always at the center 
of the process. Taking a creative 
approach to problem solving, 
talking to users and testing ideas 
early means creating solutions 
from insights that have come from 
real people and refining solutions 
along the way. Looking at existing 
human needs, preferences and 
behaviors, and delving into the 
"whys", qualitative methods help 
connect deeper meaning behind 
the statistics and offer invaluable 
insight when designing desirable, 
feasible and viable solutions.

Co-creation and
idea generation

After digging deep, learnings and 
insights are used to generate 
informed ideas. Co-creation is a 
process where people with 
different expertise are invited into 
a session (designers, researchers, 
and engineers etc.) to co-design 
solutions on a specific topic. The 
process of working with different 
minds and experience helps to 
provoke innovation. 

Rapid prototyping 
and early testing

Ideas are made tangible via rapid 
prototypes (quick samples) that 
are developed from the outputs of 
a co-creation or ideation session. 
These are low fidelity conceptual 
solutions (products, services, 
systems, campaigns...) which are 
then put in front of relevant 
audiences in order to get real 
feedback. The prototypes are 
‘rapid’, i.e. fast, unrefined 
examples of what solutions could 
be (and not perfected). They go 
through a continuous loop of 
testing, feedback and iteration, 
learning as much as possible early 
on. Refining ideas through rapid 
tests eliminates assumptions and 
determines what works and does 
not work before more money and 
time is invested.

4.0 METHODOLOGY
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The Human-Centered mindset 

Embracing the squiggle

The HCD process can be chaotic 
and messy in the beginning (like 
the squiggle). It is based around 
as much unbiased learnings as 
early as possible, with ideas going 
through rigorous testing in the 
Create stage before 
implementation. Trusting the 
process and embracing the 
unknown allows for many ideas to 
emerge and the best ones to be 
continually developed. By going 
through this process, getting 
verified feedback and failing early, 
the delivery of the end solution 
becomes much smoother, i.e. it 
has been designed in context to fit 
people’s needs, desires and 
behaviors, and therefore less likely 
to fail in reality.

4.0 METHODOLOGY

Research Generating ideas
Prototyping + testing
Concept development

Implementation
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Stages of Behavior Change

Identifying stages of behavior 
change for the target 

The Stages of Behavior Change framework 
comes from the traditional Transtheoretical 
Model which assesses an individual’s 
readiness to change and the processes 
leading up to their change. There are five 
main stages: Precontemplation, 
Contemplation, Preparation, Action, 
Maintenance (and sometimes Relapse if a 
behavior is not sustained). 

These stages have been used as a 
measurement tool during analysis to 
assess where target audiences are 
currently, in terms of the desired behaviors. 
This is so effective targeted solutions can 
be designed for their unique situations to 
trigger change. 

4.0 METHODOLOGY



Three factors have to be 
considered when changing a 
behavior: knowledge, emotion 
and the environment.

Elephant, Rider, Path (ERP) is a behavior 
change framework first coined by Jonathan Haidt 
and modified in the book ‘Switch’ by the Heath 
brothers. It outlines how any change to behavior 
needs different methods to address knowledge 
(Rider), emotion (Elephant) and the environment/ 
processes (Path). It will be used to identify 
motivations to carry out a behavior (emotions), 
whether people know what to do (knowledge), and 
if their surroundings make it easy for them to 
change (environment), helping assess how easy it 
is to make the change, and creating solutions 
around this. Even if the Rider knows what to do, 
they are unable to move the Elephant unless the 
Elephant is motivated to go in a specific direction 
and the Path is easy to follow. 

KNOWLEDGE

EMOTION ENVIRONMENT

BEHAVIOR 
CHANGE

Using the Elephant, Rider, Path framework
4.0 METHODOLOGY
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The Elephant-Rider-Path…

DIRECT THE RIDER to perform a clear action 

The Rider = Knowledge/Rationale (what people know)
For each action, the target for the SBCS should be clear about what 
they need to do. Knowledge of core actions should be obvious and 
the Rider needs to be properly directed. Where to go, how to act, 
and what destination to pursue must be very precise.

MOTIVATE THE ELEPHANT to want to change

The Elephant = Emotion/Motivation (what people feel)
The target for the SBCS needs strong motivation to change their 
behavior. It is important to make people feel something. Knowing 
something won’t ignite a change, feeling something will. 

SHAPE THE PATH to make it easy

The Path = Environment/Processes (an enabling environment)
The target for the SBCS should be in an environment that allows 
change to happen, making the desired action effortless, painless 
and easy to do. If a person knows what to do, is motivated to do it, 
and their surroundings make it easier, their behavior will change. 
Tweaking the environment and changing the situation can help 
build habits. In addition, behavior is contagious, so rallying the herd 
can help it spread.

MOTIVATE THE ELEPHANT
Emotion/Motivation

DIRECT THE RIDER
Knowledge/Rationale

SHAPE THE PATH
Environment/Processes

4.0 METHODOLOGY
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The challenge

To create a Social Behavior Change ‘Solution’ (SBCS) that addresses specific 
child-centered WASH behaviors and is packaged under a national ‘umbrella’ 
brand that can work across both WASH and Nutrition sectors.

● Better management of child faeces for children under 5 years old
● Handwashing with soap for caregivers and children under 5 years old at critical 

times and creating a habit
● Safe drinking water for infants and children ages 2 to 5 years old, including 

preparing infant formula and food.

5.0 FIELD IMMERSION



Research objectives

Child-focused research exploring eating, washing, defecating 
and drinking habits

● Understand current practices, attitudes, and motivations for 
caregivers around the three specific behaviors in relation to 
children under 5 years. 

● Discover the barriers that prevent caregivers and children under 5 
from having correct WASH practices

● Understand caregivers’ current knowledge around correct 
practices

● Understand what is working to encourage positive shifts in 
behavior - (explore ‘positive deviants’, i.e. good practices, existing 
‘champions’ or change agents)

● Identify key triggers/nudges for caregivers (and/or children 
under 5) to improve key WASH behaviors

● Understand the main junctures of contamination points in 
drinking water

● Identify popular channels of communication and key influencers
● Surface any gender dynamics that may act as barriers or 

opportunities for behaviors
● Generate and test initial ideas for feedback from caregivers, 

influencers, and implementers

5.0 FIELD IMMERSION
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Research methods

FIELD IMMERSION
This is a crucial step in 
understanding what really 
happens in the context of the 
target audience and to avoid 
assumptions. The team 
conducted multiple fieldworks 
to identify the target profile, 
probe deeper into WASH 
behaviors, as well as talk to 
other influencers including 
implementers. The team also 
interviewed older children to get 
their perspective on where their 
behaviors come from.

POSITIVE DEVIANT 
INTERVIEWS
Interviewing people who currently 
practice or teach good WASH 
behaviors, ‘Positive Deviants’ help 
understand what is already 
working and identify triggers that 
can nudge other people in the right 
direction.

The team spoke to and observed 
caregivers with healthy children 
(non-stunted), households with 
improved WASH facilities, and 
Positive Deviant teachers to 
surface insights around 
motivations around good 
practices, how they address 
barriers and to seek inspiration.

DESK RESEARCH
This is the process reviewing 
current studies and literature to 
build a foundation of knowledge 
from existing learnings. To 
prepare the research strategy, 
tools and logistics, the team 
conducted desk research 
around caregiver and child 
WASH and health behaviors, 
government policies and plans, 
and to identify any gaps that 
needed further research.

5.0 FIELD IMMERSION
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EXPERT INTERVIEWS
This is a way of collecting existing 
information and knowledge directly 
from experts in the sector, who 
already have exposure and 
experience in the subject matter. 
The team spoke with key WASH and 
Nutrition experts, (including 
WaterAid, UNICEF and Save The 
Children to name a few) to 
understand what strategies have 
worked well or not worked in the 
past, identify the biggest pain points 
that the new strategy should address, 
and suggestions for the best way 
forward from their experience.

This information complements the 
research and helps give a broader 
perspective of the situation and 
current practices, as well as to inform 
the direction of the future strategy.



Research methods

RAPID INTERVIEWS
A faster interview approach, (no 
more than 20 minutes), was used 
to get quick information from a 
larger number of respondents 
about specific areas related to the 
research objectives and validate 
preliminary insights and ideas. It 
was also used to get inspiration on 
unrelated subjects that could be 
applied to solution-building.

OBSERVATION + SHADOWING 
+ HOMESTAYS
Insights were based on what the 
target (children, caregivers) and 
other stakeholders (village chief, 
village health support volunteers) 
do (and not just say). This 
information was captured by 
observing behaviors and practices 
in the house, school, etc. What 
people say they do and what they 
actually do is different, and 
situational learning through 
observation helps to identify these 
gaps. In order to fully immerse into 
the lives of caregivers, the team 
also conducted homestays to 
observe hidden practices and reveal 
information that could not be 
uncovered in interviews.

IN-DEPTH INTERVIEWS
The team conducted interviews, 
usually longer conversations (1.5 
hours) in the natural environment 
of respondents (including 
caregivers and other influencers 
e.g. village chiefs, village health 
support volunteers). These 
interviews allowed the team to 
learn about their behaviors, needs, 
challenges, desires and aspirations 
in relation to specific research 
objectives and in their own words.

5.0 FIELD IMMERSION
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Research tools

OBSERVATION TOOLS
Observation checklists guided the 
observation of essential parts of 
actions of the target audience. 
Observations help the research 
team understand contradictions 
between what people do versus 
what they say.

RESEARCH PROBES + 
ARTIFACTS (VISUAL 
STIMULUS)
Artifacts are tangible tools that can 
be used to get more information 
on a subject, or help frame a 
question in a simpler way. 
Interactive tools such as a card 
sort were created to probe for 
more information. 

Based on cumulative learning from 
the first fieldwork, an Ideation 
Workshop was held to develop 
research probes and visual 
stimulus to validate answers, test 
hypothesis and dig deeper into 
respondent’s answers. 

SEMI-STRUCTURED 
QUALITATIVE GUIDELINES
Guidelines were created in a form 
of semi-structured and qualitative 
questions. These were used to 
understand in-depth reasons 
behind the actions and attitudes 
of the target audience.

5.0 SPOT RESEARCH 5.0 FIELD IMMERSION



Examples of visual research probes
5.0 SPOT RESEARCH 5.0 FIELD IMMERSION

Stories to test reactions and 
visuals to expose preferences

Card sort to rank perceived level of germs

Below are examples that were used to extract further information and dig deeper around perceptions, barriers and motivations.
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Field trip locations
5.0 FIELD IMMERSION
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Field trip location rationale
5.0 FIELD IMMERSION

The team observed and interviewed households with stunted children, as well as a variety of other profiles, including non-stunted (healthy) households, 
households with specific WASH facilities (including latrines, handwashing stations, water filters, piped water etc.) and also those who did not have any 
facilities or alternative solutions, including very poor households. In addition, the team spoke to households who had, and had not been exposed to 
nutrition information or training. There is also a current gap in knowledge around piped water perception and usage. Including areas where piped water 
usage is high allowed the team to uncover insights around piped water behaviors, treatment and consumption, as well as behaviors around other forms of 
drinking water. These diverse profiles ensured a full range of perspectives during the spot research. 

1 Demographic and Health Survey 2014

KAMPONG SPEU: Nov-Dec 2018
Kampong Speu was chosen for the first 
fieldwork for exploratory research, due to high 
child stunting prevalence at 40.5%1 and having a 
nutrition intervention implemented by World 
Vision. The sanitation coverage in Kampong 
Speu based on the Provincial Action Plan (PAP) 
data study from 2018 shows that 53% have 
improved latrines, 55% hand wash with soap and 
75% do treat water in reviewed sample of 
households. This data shows average and below 
average figures for the country and from a 
WASH perspective is a representative example 
and can be used to explore different situations. 
In addition, two piped water operators were also 
visited in order to understand the process of 
piped water treatment and distribution.

PHNOM PENH: Dec 2018
Phnom Penh was visited to explore Positive 
Deviants, (people and places such as schools 
and households already practising good WASH 
behaviors). The team aimed to learn which good 
hygiene behaviors are practiced, how they are 
practiced, where they are learned and how they 
are taught. Looking at both extremes gives a full 
spectrum of information to design solutions 
from. Phnom Penh has a lower percentage of 
child stunting (17.9%) and it was important for 
the team to assess and contrast what is 
happening in the city to look for inspiration and 
opportunities by understanding good behavior 
motivations and triggers. From previous 
research it has also been learned that people in 
urban areas influence the behaviors of people in 
rural areas. 

STUNG TRENG: Dec 2018
Stung Treng was chosen for the second 
fieldwork due to the high child stunting rate at 
44.3%1 and nearby Plan International nutrition 
interventions. Here the team was able to dig 
deeper with interviews and observations, 
validate initial insights and test early hypothesis, 
using visual stimulus and research probes. As 
with Kampong Speu, a variety of household 
profiles were explored, including healthy 
households and those with and without 
sanitation facilities.
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Who we spoke to
5.0 FIELD IMMERSION
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Who we spoke to
5.0 FIELD IMMERSION
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Field team

MRD

SOPHY SAM
Vice Director of Rural Health 

Care Department

SALY KONG
Chief of Community Health 

Training Office

CHHAPOAN TEP
Deputy Chief of Community 

Health Training Office

iDE

SAHER ZAFAR
Innovation & Design 

Strategist

SAYPHEARAK MAK
Design Researcher

CHIVORN SOKH
Designer
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Spot research process

Fieldwork 1 
Exploratory research and 
learning from Positive 
Deviants

Research Tools 
Ideation 
Workshop 
Generating further 
research probes and 
creating visual stimuli 

Fieldwork 2 
Digging deeper using 
visual research probes 
for further information, 
validate initial insights 
and test early hypotheses

Analysis & Synthesis* 

*Analysis and synthesis of all of the observations (raw inputs from the field) were conducted after all the field visits were completed. Analysis involves extracting 
the interesting observations, stories, quotes, and things learned from the research, and sharing these across the team so that there is a common foundation of 
knowledge to build on. The synthesis process helps identify interesting insights, patterns, contradictions, and themes in the observations that have been collected.

Analysis & Synthesis* 



6.0 KEY LEARNINGS + INSIGHTS
WHAT WE FOUND



6.1 There has been positive progress on WASH practices 

6.1 POSITIVE PROGRESS | KEY LEARNINGS



Nutrition knowledge is common

Over the last few years there has been a lot of work through NGOs, 
government programs, and health centers to improve the knowledge 
of rural communities about nutrition and WASH through community 
trainings, particularly nutrition as people are more exposed to and 
remember nutrition trainings. There is awareness on the correct 
practices of how to look after a young child from the nutrition 
perspective, especially for the first year of their child. Many mothers 
attend training when they are pregnant and get advice around 
feeding and nutrition practices. 
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Nowadays I go to the household and tell 
them about nutrition.”

VHSG, Stung Treng
42



Most people are aware of the concept of germs ‘merouk’ existing in 
‘raw’ ‘uncooked’ water, dirty water, human faeces, and especially 
areas that appear dirty such as trash. There is some knowledge that 
germs cause sickness, and the motivation to boil water is to prevent 
sickness or kill “small insects that go into your body” (i.e. parasites). 
Germs are often linked (and reacted) to what can be seen or smelled, 
for example, seeing worms, smelling faeces.
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There is awareness around the 
existence of germs

Germs can be in water, faeces and trash. 
It causes us to get sick.”

Mother of 10-month old infant, Stung Treng
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There is general knowledge around drinking clean, safe water and 
how ‘raw’ water can make you sick. about safe water treatment from 
NGO and government trainings to boil and drink clean water, and 
wash hands with soap at critical times. People recalled the 
importance of washing hands with soap after defecation, before 
eating, preparing food and feeding a child. Most caregivers boil water 
before drinking and most commonly wash their hands with soap 
after defecating and before eating. Some people have been boiling 
water for years, learning the practice early on from their families or at 
school (education around clean water has been prevalent for a long 
time).
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People know when to wash hands 
and the need to drink safe water

During Pol Pot regime, drank anything... 
river, pond, had no idea. This generation 
have a lot of education, so now I boil 
water, never get sick anymore."

Grandmother, Kampong Speu
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There has been combined effort from government, NGOs, healthcare 
centers and private sector to increase the uptake of latrines and cease 
open defecation including trainings, sanitation marketing and behavior 
change communication efforts. (Percentage of latrine coverage in 
Cambodia). More awareness has been spread about the negative 
consequences of open defecation and the need to bury faeces 
properly for households that do not have latrines. Gradually more rural 
households are building latrines in their homes which has lead to a 
number of villages being declared ‘Open Defecation Free’ (ODF). 

There is a sense of commitment from authorities to achieve the ODF 
status as soon as possible in order to meet the government’s set plan 
for Open Defecation Free country  by 2025.
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Latrine adoption is increasing

I just built my latrine one year ago. 
Latrine is good for our health and 
convenient.”

Father of 5-year old, Stung Treng
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Three villages here were 
already certified as ODF  
villages. We are working more 
on the remaining villages in 
order to reach ODF by 2025.”

Commune Chief, Stung Treng
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Implementers are trusted facilitators for spreading knowledge

People trust on non-government organization (NGO) and health workers at 
the Health Center who are working to improve nutrition and WASH. People 
can recall or repeat what the NGO or health worker told them during a 
meeting. For example, caregivers talk about Bobor Krub Kroeung and 
claimed that at least occasionally they used to feed their child with this 
porridge. 

Increasing collaboration in the development sector

Collaboration between the actors within health/nutrition improvement 
system create the environment that complement each other in terms of 
achieving the success of children’s better health.
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Trust in Healthcare Workers 
and increasing collaboration 
between actors

NGO came to our village and taught us 
about how to cook Bobor Krub Kroeung 
and also handwashing.”

Grandmother of 3-year old, Kampong Speu
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Preschools and primary schools are 
already a channel for WASH 
behavior change but not for 
caregivers Community preschools, for children ages 3-5 that run in the mornings, 
play a major role in taking care of children and providing knowledge to 
children at a young age. This is an effective existing channel which has 
an embedded WASH and nutrition curriculum for children. 

Some primary schools are also including a preschool program for 
children age 4 - 5 years old which could be another potential channel to 
educate young children from early age about correct WASH practices.

However, while children are being taught correct WASH practices, and 
sometimes bringing the knowledge home, their caregivers are missing 
this information, which is important to reinforce the behaviors at home.

We have about twenty children in our 
class mostly between 3 to 5 years old. We 
take care of them and educate them 
about good habits and teach them songs.

Community preschool teacher, Kampong Speu
48
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6.2 But...there are still key barriers 
that prevent good WASH practices
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They put their names on a 
list, commit to doing 
things in training, but in 
real life can't do it."

Community Focal Point, Stung Treng
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Healthy = not sick, no link between 
hygiene and child’s growth
Sickness is the biggest perceived indicator of health. This is what 
caregivers worry about most due to time and money spent, and the 
common occurrence of sickness. When asked about health, “don’t get 
sick” is a fundamental signal. 

Another main indicator for health is weight but not height. Caregivers do 
not think height is related with health, and do not measure if a child is 
healthy or not by considering the height. Height is usually attributed to 
genetics or a lack of food/nutrition. This is based on what caregivers can 
see around them, i.e. if most children are small and skinny around them, 
their judgement will be biased. 

Weight is also dependent on what has been told to caregivers at the health 
center. Being ‘chubby’ is only an indicator of good health for infants. 
Children older than 3 years are perceived as being unhealthy, overweight 
and “not beautiful”.

Height is a less relevant secondary factor in terms of a health indicator. At 
many health centers there is no mention of height so caregivers do not 
know. Brain development is not even on the scale.
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This pyramid depicts the primary and secondary factors that caregivers perceive to 
indicate health. The width of the segment shows the level of the hierarchy of each 
perceived indicator. The higher up the indicator, the less perceived importance it 
has. At the bottom of the pyramid is the core belief that not being sick is the main 
indication of good health. This is followed by weight, where being too underweight 
is perceived as unhealthy, as is being overweight past infant age. Height is a 
secondary indicator of health, although not as commonly mentioned by caregivers.
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KNOWLEDGE BARRIERS

I think she's eating normal, but she's tiny 
because I'm tiny, maybe genetics from me."
Mother of 3-year old, Kampong Speu



Grandmother of 4-month old, Kampong Speu

If they’re not sick,
they’re healthy.”
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‘Stunting’ is not a 
commonly known term
Stunting and malnutrition are often confused. People are more aware 
of malnutrition but still struggle to use the exact term referring to 
this. The understanding is that a malnourished child is very thin or 
small, and this is caused by lack of nutritious food or food in general. 
Most people assumed stunting was the same thing as they do not 
have knowledge of what stunting is.

Some respondents tried to guess causes for stunting, including the 
mother taking a contraceptive pill during pregnancy or breastfeeding. 
At the same time, some Healthcare Workers have misunderstood 
that stunting can be healed “by feeding children nutrient cookies 
(BP100)”, perhaps due to a lack of education or misunderstanding 
from NGOs or how the term translates in Khmer. 
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I used to hear ‘Kres Kren’. It means 
dehydrated and not feeling well.”

Mother of 1-year old, Stung Treng

KNOWLEDGE BARRIERS
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Missing knowledge about the 
impact of bad WASH practices on a 
child’s brain development or height

Caregivers link nutrition to a child’s brain developing well, and do not 
understand how low hygiene or sanitation practices can affect the brain. 
There is no link to WASH practices for the height of the child either.

WASH is perceived to relate more to physical health or visible 
consequences such as causing diarrhea or being sick because training 
provided to people in rural areas mostly emphasizes the consequences 
of bad WASH practices (e.g. drinking unsafe water, not washing hands 
with soap) as being the cause for sickness, and not how it can 
negatively impact the development of a child’s brain. There is no 
education around recurring infections or chronic diseases such as 
diarrhea causing poor nutrient intake, absorption or utilization which 
lead to stunting.
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I am afraid that my child will vomit, 
get a fever or diarrhea because 
of unhygienic foods.”

Mother of 2-year old, Stung Treng

KNOWLEDGE BARRIERS
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Common practice to open defecate 
away from home, so children are 
always exposed to faeces and open 
defecating is reinforced
Many households in the rural areas work away from home on a farm. 
Some/most of them for a period of time to take care their crops and 
often take children under 5 years with them. When the farm is away 
from home, people will open defecate in the bushes or rice field 
because of lack of access to a latrine. They will not ask neighbors to 
use their latrine due to being too shy or embarrassed to ask. Even if the 
family owns a latrine at home, they will continue to open defecate away 
from home, which is accepted behavior. This reinforces open 
defecation with both adults and children, and exposes children to 
human faeces, even if they have good practices at home.
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We spend most of our time in the field. 
So, we open defecate there. We normally 
bring our 2 year old daughter with us to 
the field.” 

Mother of 2-year old, Stung Treng

KNOWLEDGE BARRIERS
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7.0 STRATEGIC RECOMMENDATIONS

People know about germs but are 
unaware of cross-contamination 
and the transfer of germs from one 
area to another 

I wash my baby's bottom on the bed, 
anywhere with wood, too much soil 
elsewhere."

Mother of 1-year old, Stung Treng

While there is knowledge about the existence of germs and their role 
in making people sick, there is not much knowledge about 
cross-contamination, and how bacteria can transfer to cause 
sickness. For example, caregivers will clean food in unhygienic areas, 
use dirty utensils, or wash dishes in the same area as they wash 
baby’s faeces (as seen in photo on the right).

KNOWLEDGE BARRIERS
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Caregivers perceive infants as 
needing more care and attention 
than older children

The older the child gets, the less care and attention they receive from 
their caregiver. This means infants (up to around 1-2 years old) receive 
the most care, and caregivers are more attentive with what children eat, 
their hygiene and how they interact with them. The transition point for 
waning attention was observed around the time the child has started to 
walk and become more independent.

Younger children are perceived to “not know anything”, so in addition to 
receiving more care, they are also not expected to behave well. 

Caregivers are generally not strict on children under 5 years, referring to 
them as “reckless” and hard to manage, and are therefore given a lot of 
freedom to do what they want. They will get away with misbehaving the 
younger they are.

As the child gets older and begins to “understand”, there is more 
expectation for them to behave. However, because caregivers pay less 
attention to children the older they get, they do not receive the discipline 
they need. With some caregivers, especially grandmother profiles we 
interviewed, there was also more expectation for a girl to maintain a 
cleaner appearance than a boy.
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MINDSET BARRIERS
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My baby doesn't know anything. 
From one years old, I start to be 
more strict little by little. When 
they get older they tend to be 
more stubborn. If they are older, 
you can insult them. If they don't 
listen, hit sometimes."

6.2 BARRIERS | KEY LEARNINGS

Teacher at school, who also has 1-year old,  Stung Treng



I tell her to wear shoes, 
but she doesn't want to. 
She's small, she doesn't 
understand. What can I do?"

6.2 BARRIERS | KEY LEARNINGS

Mother of 4-year old with ant bites on daughter’s legs, Kampong Speu



Caregivers have already given up 
and only practice the bare 
minimum because they have low 
expectations and belief of what is 
possibleCaregivers’ goals for their children are constrained by their reality. 
Aspirations/desires are perceived as unreachable due to their current 
situation — having a lack of money, time and resources and “being from the 
rural area” has pre-defined their attitude. 

Caregivers are usually operating in survival mode, their current practice 
being to avoid sickness, provide for their families, and not always having the 
means for good WASH practices (e.g. having soap at all times). There is a 
general acceptance that children will grow up to do farming, work at a 
factory or in construction because that is what is known. Due to limited 
belief of what is possible, caregivers just do what they can and operate in 
survival mode where basic practice to achieve the bare minimum result is 
the reality. 

Expectations are limited by what they see around them, but are reachable 
such as owning a latrine, having soap and clean water, because others 
around them do. However, they do not want to put in extra effort (time, 
resources) to raise their children or aim for a higher stage because they 
perceive it as too far away, accepting failure. As a result, many caregivers 
only practice the basic behaviors for achieving their basic outcome (i.e. to 
not get sick). 

This defeatist mindset is a block to progressing to a higher stage.
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MINDSET BARRIERS
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I really want my grandchild 
to be a doctor or teacher but 
I don’t think they can do that. 
They will end up working in 
the garment factory.”

6.2 BARRIERS | KEY LEARNINGS

Grandmother of 1-year old, Kampong Speu
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Caregivers lack of self-confidence 
and knowing what to do
Caregivers are influenced by social norms, how others do things and what 
they are told by elders or other members of the community. Their limiting 
mindset comes from a lack of knowledge, empowerment, and confidence, 
not knowing how to raise a child or be firm, and having too many social 
norms and a mix of information from different sources on what to do.

For example, it is very common for children under 5 years to snack often, 
sometimes many times a day. Many caregivers feel pressure to give their 
children money to buy snacks when they insist, even though they fear the 
“chemicals” in processed snacks will harm their child. Some caregivers 
feel they do not want to deprive their children when others are eating 
them. Others do not know how to refuse their child when they demand 
and cry for snacks. Against their better judgement, caregivers usually give 
in to their child and let them eat snacks, thinking it replaces not eating 
meals properly. Many identified good parenting being about making sure 
the child does not cry.

MINDSET BARRIERS
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Kids nowadays don't want to eat rice, ask 
money to buy snacks...they’re poisonous. 
He still insists, so I give him sometimes. 

Mother of 1-year old and 3-year old, Stung Treng



Children are exposed to animals and 
animal faeces everywhere, which are 
not perceived as harmful 

One of the income sources for people in rural areas is animal raising 
such as cows, chickens, pigs, etc. It is also common to have a pet at 
home, often dogs. Therefore, animal faeces are everywhere in the 
community and children are being exposed to it constantly. However, 
caregivers do not perceive animal faeces, especially cow faeces, to be 
harmful because cows only eat grass or rice straw. In addition, the 
absence of flies on cow faeces is perceived as a lack of germs.

There is common acceptance that animals and their faeces are 
everywhere around and near the home, and caregivers are not linking 
this exposure to negative effects on a child’s health. It is not a concern 
for caregivers when their children play around these areas. 
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ENVIRONMENTAL BARRIERS
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Cows only eat grass, so their faeces 
have no germs.” 

Father of 4-year old, Kampong Speu



Children are surrounded by dust and 
dirt all the time and everywhere, so a 
lack of hygiene is accepted as a norm

People are used to living around an unclean environment and there is a 
sense of resignation of the dirty surroundings. This goes back to a 
defeatist mindset — families do what they can to maintain the areas 
around their homes. Children are always playing outside and get dirty 
and dusty, so staying clean and observing good hygiene for children is 
a challenging task.

However, we know that many households care about the appearances 
of their homes, as mentioned by caregivers who expressed concern for 
the messy trash area around their house or children messing up the 
latrine. Nevertheless this concern relates to their own homes and not 
to the surrounding environment.
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...they just get dirty again.” 

Mother, Stung Treng
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Information is not always shared 
among family members, so good 
WASH behaviors are not reinforced 
by or within the household
 In the field, we often heard that family members of households in the 
rural area are invited to join a meeting/training usually held by the 
Health Center, Commune Office, Village Chief, or NGO. The meeting 
could be about sanitation, hygiene or nutrition. A person who is 
invited to join a meeting/training is most likely to be the family 
member who stays at home. Unfortunately, the information that 
he/she learns from the meeting/training is not always shared or 
discussed with other members in the family. As a result, even if good 
practices are being taught at trainings, the information gets lost 
since they are not understood or reinforced by the rest of the family.
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Mostly my husband joins the meeting. I 
occasionally join the meeting. We don’t talk 
about it much when we come back home.

Grandmother of 1-year old, Kampong Speu

COMMUNICATION BARRIERS
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Implementers lack capacity, 
knowledge and support to promote 
behavior change messages

6.2 BARRIERS | KEY LEARNINGS

iDE have been working in parallel to this project with the MoH and 
World Bank Group to assess implementers’ capacities to deliver 
WASH-Nutrition behavior change to caregivers, mothers and young 
children. The overall goal of the work has been to research and 
understand how to support MIYCN/WASH SBCC implementers to 
become effective agents of behavior change. 

Currently WASH-Nutrition behavior change components are not being 
promoted as well as they should at the Health Center or community 
levels. Challenges exist including the lack of proper training for key 
frontline implementers, miscommunication and lack of 
WASH-Nutrition messages being communicated. This is due to a 
combination of lack of capacity, knowledge, support and 
accountability, deprioritization of integrated WASH messages, 
overwhelming schedules and limited tools.

More information on the barriers for implementers to provide SBC 
messages can be found on the next page and in more detail in the 
study by iDE: From Prescribing to Empowering: A Foundational 
Assessment of Implementers Capacity to deliver WASH-Nutrition 
Behavior Change, iDE Cambodia, 2018.

IMPLEMENTER BARRIERS

66



Summary of implementer barriers*

IMPLEMENTER BARRIERS

VHSG ● Low WASH-Nutrition knowledge
● Low incentives, visibility and respect
● No protocols, or defined roles and responsibilities 
● Low agency and no accountability
● Very little support
● Has other work in order to earn an income

Village Chief ● Has many competing priorities and demands in his workload
● Other village needs often come before women and children health
● Lacks relevant and updated WASH-Nutrition knowledge

Commune Chief ● There are a few priorities such as roads and wells and pushes WASH-Nutrition down in 
budgetary allocation

CCWC ● Low knowledge, not enough support to VHSG
● Capacity to spread awareness is low
● Counselling beneficiaries is less (knowledge + protocols)
● Low agency to highlight concerns during commune council meeting
● Focus and resources primarily on emergencies
● Reliance on NGOs and focal points

Community 
Preschool

● Limited resources to teach and inspire the students
● Classes are not always prioritised by parents
● Lacks seniority in the village which can lead to lack of trust in his knowledge and ability 

Healthcare Worker ● Lack of knowledge about stunting
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*From Prescribing to Empowering: 
A Foundational Assessment of 
Implementers Capacity to deliver 
WASH-Nutrition Behavior Change, 
iDE Cambodia, 2018.



6.3 Motivators and drivers
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Several consumer research studies 
revealed status and convenience to 
be the key drivers for latrine 
adoption among rural Cambodians.

Expanding Reach into Sanitation Market through Behavior Change 
Communications, 2015.
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Caregivers want children to be 
smart because it gives them 
options in the future

Having a smart child is perceived as more important and 
desirable than one with beauty, weight and height. Smartness is 
linked to freedom and the ability to “do anything”, and getting a 
well-paid job in the future. While the other three factors are 
important, being smart means achieving beyond the current 
circumstances and having choices. All caregivers interviewed 
during fieldwork chose ‘smart’ as the most desired quality for 
their child to possess.
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When she's smart she's pretty. Can do 
anything when you're smart"

Grandmother of 2-year old, Stung Treng

MOTIVATIONS
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Caregivers want to avoid sickness 
for their children 
In addition to the concern over their child’s health when they get sick, 
spending money on their child’s sickness is perceived by caregivers 
as a huge cost including:

● Doctor fees
● Medication costs
● Travel costs
● Having to take time off for work

Sometimes households cannot afford the expenses, so the situation 
requires them to borrow money from other people to pay for the 
medication. In short, a child getting sick creates anxiety among 
caregivers in term of cost and so maintaining the health of a child 
(i.e. making sure they do not getting sick) is a huge motivation.
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I am afraid that my grandchild is sick. 
I don’t have money to pay.

Grandmother of 1-year old, Kampong Speu

MOTIVATIONS
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Caregivers want to be good parents 
but don’t know how
A common theme emerged amongst caregivers wanting to learn 
more about how to be a better parent, showing a strong desire to 
want to provide the best for their children, but being constrained by 
lack of education and what they have access to. Many caregivers are 
restricted by the time, effort and knowledge required to take good 
care of children in their current situation. 

When there are trainings for sanitation or nutrition, many caregivers, 
if they are not working, will attend because they want to know how to 
help their children, especially not to get sick. Those who are at work 
miss out on sessions in the daytime, and have to rely on shared 
information, which does not happen in the household.

Perceptions of good parenting are limited to making sure the child 
doesn't get sick or cry. While they aspire for their children to be 
smart, they do not know how to achieve this. When they are taught, 
they tend to forget and there is a lack of nudges or take-home 
materials that can act as a reminder for actions.
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MOTIVATIONS

I want to learn how to take care of my child, 
they teach (NGO) but I forget.”

Mother of 3-year old and 6-month old, Stung Treng 72



VHSG, Kampong Speu on trainings

It's fun. Nice to go...meet people. If you 
stay home it's like a frog in a well, don't 
see the outside world, don't see anything!"
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Seeing visual proof, results or 
consequences motivates behavior
Visibility is a key factor that encourages people to change their 
behavior because of their lack of education and knowledge. 

For example, one of the reasons rural Cambodians choose to treat 
water is because of the sediment or other small particles visible in 
the water, interpreted as germs. Some caregivers claim to see 
“worms” and therefore boil their water. Some households add white 
alum to milky water (e.g. from the river or trucks) to make it 
transparent, or tree bark to boiling water to disguise the color and 
therefore look more drinkable.

In addition, germs are perceived to exist where it does not ‘look’ 
clean, e.g. waste water, flies, animal faeces, trash. People wash their 
hands triggered by when they see dirt on their hands. What people do 
not see, they do not mind. Most households are not as concerned 
over problems that do not show immediate impact. 
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When I put water in the jar, I can see worms. 
When I have finished boiling, I don't see 
them anymore."

Grandmother of 1-year old, Kampong Speu

MOTIVATIONS

74



Copying behaviors is a key learning mechanism 
and caregivers are not aware of this
CHILDREN COPY THE BEHAVIORS OF CAREGIVERS AND 
OTHER CHILDREN

Children will repeat what they see around them. 

Sometimes my parents drink rain water. 
So I drink it too.”

9-year old child, Stung Treng

When I cut grass, baby also tries to do 
that...when I get water, she follows me.”

Grandmother of 2-year old, Stung Treng

I saw a lot of people in my village start 
using Lyyon water to mix with formula 
for infants. So, I do the same.”

Grandmother of 1-year old, Kampong Speu

CAREGIVERS ADOPT NEW BEHAVIORS BY COPYING 
OTHER CAREGIVERS 

Many caregivers learn new behaviors by copying behaviors or 
activities from other caregivers around them mostly through 
observation. 

We didn't teach him (to use latrine), he 
followed his friends.

Grandmother of 2-year old, Stung Treng 75
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3-year old boy trying to 
copy his mother who is 
cutting fish with a large 
knife. She allows him to 
copy her until he almost 
chops her fingers!

Homestay observation, Kampong Speu



Key role models have been missing among caregivers in the rural 
area and could be an opportunity to engage influential figures that 
set good examples, such as good caregivers or more authoritative 
roles that caregivers can look up to and learn from.

During field visits, we heard a lot about the intention to be a good 
caregiver but they were not sure what this meant, how this was 
possible or who potential role models could be. In contrast, positive 
deviant behaviors were influenced by good role models, for example, 
observing an older sister, mother or school teacher. One Positive 
Deviant we spoke to in the city mentioned how because her baby 
looks healthy, other caregivers ask her for advice.

The school director was my role model. 
She didn't teach me but I saw her habits 
and looked up to her. Her clothes were 
always washed in the evening. You can't 
leave them like that there will be germs. 
Now I do this too."

Teacher at school who also has 1-year old child, Steung Treng

Good role models are important 
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Seeing is believing

As mentioned earlier visibility is a huge instigator for action. In 
Cambodia, people like to see results first before copying the behavior 
or activity. They do not do things immediately, instead they wait to 
see what others do. If the result is successful they will copy this 
behavior. Proof drives actions.

I wait a bit to see who connected the 
piped water and asked them about it. 
Then I will connect to the piped water.

Grandmother of 5-year old, Kampong Speu
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6.4 Archetypes

6.4 ARCHETYPES | KEY LEARNINGS
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What is an Archetype?

Archetypes are groups of people who exhibit the same 
patterns in behaviors, personalities and mindsets.

Used to understand and identify commonalities of different profiles of 
people, archetypes help solutions to be designed to target a ‘type’ of 
person who models characteristics of a specific group. Creating 
archetypes of caregivers interviewed during field visits helped the 
team to understand the needs, experiences, motivations and 
behaviors of different caregiver profiles..
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A1 The Motivated Enforcer
HIGH ATTENTION CAREGIVER 

A2 The Striving Aspirant
MEDIUM ATTENTION CAREGIVER 

A3 The Overwhelmed Survivor
LOW ATTENTION CAREGIVER (OFTEN BUSY MOTHER)
 

A4 The Tired Supporter
LOW ATTENTION CAREGIVER (OFTEN TIRED GRANDMOTHER)
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Archetype 1: The Motivated Enforcer (A1) 

INCOME

LITERACY

MOTIVATION

ABILITY

ASPIRATION

LOW HIGHMED

      HIGH ATTENTION CAREGIVER
Occupation: Stays at home with children
Age: 20-35
Husband works on the farm
Lives with her husband and her parents
Owns a latrine
Has 1 or 2 children under 5 years
Has a dog and cows

It was difficult, she was small, pit is big, I had to hold 
her on the toilet. She got used to it early on. 2-3 years 
old she saw adults going to the latrine and followed, 
now she understands.”
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The Motivated Enforcer is a young, smart, capable caregiver, usually around 20-35 years old 
and has one or two  children under 5 years old. She stays at home most of the time and is 
motivated to look after her children in the best way possible because she has more time 
and has attended many trainings which she puts into action. This means she is always 
washing her hands at critical points and being persistent to teach her children to use the 
potty or latrine. She has taught them not to open defecate and give her a signal by saying 
‘ooh-ooh’ when they need to defecate, at which point she takes them to the latrine or potty. 
In addition, she always boils water to drink and keeps a cover on her rainwater jar water so 
the children cannot access it. She is able to give more focused attention to her children 
because she has more time at home and only 1 or 2 children, copying good habits from her 
mother who is a VHSG. She is strict and persistent with her children, after observing her 
mother, making sure they practise good behaviors, and would like to know how to be a 
better parent. She is keen for them to grow up smart and have a good education. She 
herself can read and write, but wants more opportunities for her children.

Her family is recognized in village as being a family who has good practices. She has been 
exposed to training provided by a government agency or NGO, and especially attended 
trainings when she was pregnant. She is seen as a person who reinforces good WASH 
behaviors, and tries to put into practice what she learns, but is limited by the types of 
trainings she has access to in her village.
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Archetype 2: The Striving Aspirant (A2) 

      MEDIUM ATTENTION CAREGIVER
Occupation: Stays at home with children, 
sometimes helps on farm and takes children with her
Age: 25-45
Husband works in construction
Lives with her husband, her parents and sibling
Owns a latrine
Has 3 children 
Has cow and chickens

I think I am doing a good job with my children. The 
meeting has taught me about nutrition and hygiene, 
but sometimes I forget. It is difficult to teach children, 
they are so stubborn.”

INCOME

LITERACY

MOTIVATION

ABILITY

ASPIRATION

LOW HIGHMED
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The Striving Aspirant is a caregiver around 25-45 years old who has 3 children and does her 
best with what she knows, finding it hard to handle many children at a time. She stays at home 
and sometimes works on the family farm away from home for a few days at a time. When she 
goes to the farm, she takes her children with her, where they do not have access to a latrine. 
There the family will open defecate on the farm, too embarrassed to ask to use someone else’s 
latrine. There is nowhere to wash their hands when they are on the farm, reinforcing bad WASH 
practices, but she does not know what else to do.

The Striving Aspirant does what she can and believes she is doing her best as a caregiver. She 
has attended a few community meetings where she has learned about burying faeces and 
drinking boiled water. Sometimes she forgets the information she learns, especially washing 
her and her children’s hands with soap at critical times. She strives for her children to be healthy 
but finds it difficult to be persistent with 3 children. 

At home the children open defecate near the house and the Striving Aspirant thinks this is fine 
because she sees other children do the same and will bury the faeces behind the house. She 
believes it is not possible to train children because they are too young to use the latrine and too 
restless to train on a potty. But she is keen to learn more about how to do better as a parent, 
because she wants her children to grow up to have a good job, but worries when they get sick 
often. Sometimes her sibling will help bathe the children when she is busy doing housework.
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Archetype 3: The Overwhelmed Survivor (A3)

The Overwhelmed Survivor is between 25-45 years old, and struggling trying to balance 
work, household chores and looking after 2 children. She works during the day at the 
garment factory, and comes home to cook for the household, feed and bathe the 
children. She has been exposed to some NGO trainings, but has no time to enforce the 
knowledge at home. Sometimes her mother goes, but does not inform her about what 
she learned or reinforce it. The Overwhelmed Survivor does not know what is good or 
bad in terms of sanitation practices, or how to teach her children good WASH behaviors.

At least one of her children is in community preschool or primary school where they 
learn good WASH habits, but they still open defecate at home because it is accepted, 
and do not wash hands with soap before eating because no-one reminds them to. The 
Overwhelmed Survivor is constrained by work, has too many children to look after, in 
addition to bringing in income and is in survival mode, but has the intention to be a good 
parent, not knowing how.

      LOW ATTENTION CAREGIVER
Education: Cannot read or write
Occupation: Works at garment factory
Age: 25-45
Husband works away from home
Lives with her parents, brother’s wife and children
May or may not own a latrine
Has 2 children
Has chickens, dog and cows

I want to be a good parent but they are kids in the 
rural, no time to look after. They do what they want. I 
let them have snacks because they insist and at least 
they are eating something.”

INCOME

LITERACY

MOTIVATION

ABILITY

ASPIRATION

LOW HIGHMED
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Archetype 4: The Tired Supporter (A4)

The Tired Supporter is an older caregiver, aged over 55 years, who spends most of her 
time at home and is responsible for taking care of the children (usually a grandmother 
looking after 1 or 2 grandchildren), while the mother goes to work in the day time. She 
looks after the children until the evening, after which her daughter takes over the rest 
of the care, e.g. bathing and feeding the children. She does not know how to read or 
write, and gets most of her information through hearsay.

It is common for her to complain about the instability of her health, being sick, tired 
and getting old. She does not intend to change her behaviors because not only is she 
set in her ways, but also regards her age and health condition as a point to give up, 
lacking any aspirations for the future. The Tired Supporter allows the children to do 
whatever they want when they are in her care, including sometimes allowing them to 
drink unboiled water because she feels she is “too sick” or “old” to make the effort to 
boil water or discipline the children.

She attends NGO and government trainings because she is informed by an authority 
figure such as the Village Chief and it is a chance to be part of a community meeting 
that many people go to. However, she does not share the information she learns with 
the rest of the family and continues doing things the way she has always done.

      LOW ATTENTION CAREGIVER
Education: Never went to school
Occupation: At home with grandchildren
Age: 55+
Lives with her two daughters and son-in-laws
May or may not have a latrine
Looks after 1 or 2 children
Has dog, pig and cows

I am always sick. Sometimes the children drink raw 
water. Now I am too old, what can I do?

INCOME

LITERACY

MOTIVATION

ABILITY

ASPIRATION

LOW HIGHMED
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6.5 Findings around the three WASH behaviors
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What stages of behavior are caregivers in?

The Stages of Behavior tool has been used to 
identify which stage each caregiver archetype is in 
for the 3 different behaviors: correct child 
defecation practices, handwashing with soap, and 
safe treatment of drinking water. This is based on 
the caregiver profiles interviewed during spot 
research for this project.

The ages of children are split into two groups: 
children under 1.5 years old and children 1.5 to 5 
years old. This is because the behaviors and 
interaction of the caregiver with the child, and 
behavior of the child changes as they get older and 
become more independent (i.e. start walking). The 
first 5 years of a child’s life is a long timespan and 
constantly evolving. Therefore separate age 
profiles ensures more accurate understanding of 
specific behaviors and practices.

By using this tool, it is possible to identify where 
caregivers are in relation to changing their 
behaviors and develop solutions specific to their 
current situation.
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GOOD NEEDS WORK BAD
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Overview of a child’s daily activities
Children under 5 years only spend their time on a few activities which include playing, eating, snacking, sleeping and going to school. Children under 
1.5 years old  and 1.5 - 3 years old spend most of their time with caregivers and sleeping while they start demanding for snacking a few times a day. 
During this age, children also start playing with other kids.

Interestingly, children from 3 - 5 years old have an opportunities to go to school which could be community preschool or state preschool. At least two 
hours is required those children to be at school where they can receive education on WASH and play.

87

6.5 THREE WASH BEHAVIORS | KEY LEARNINGS



Grandmother of 3-year old, Kampong Speu

Most of his time is with me, eating, 
sleeping and playing.”
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6.51 CHILD DEFECATION PRACTICES



World Health Organization 
(WHO) have identified 
children’s faeces as more likely 
to contain enteric pathogens 
than those of adults, and open 
defecation by young children 
contaminates the household 
environment, a key site for 
diarrheal disease transmission 
for children and adults. 
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Trend to use diapers for infants, 
but caregivers are not disposing 
of them hygienically

The accessibility to modern products such as the diaper is increasing 
in the rural areas since it gives convenience to the caregiver and 
increases the social status in front of community members. Most of 
our interviewees use diaper for their infants. However, disposal of dirty 
diapers was varied, from throwing in the trash, to burying or burning. It 
is common to collect dirty diapers until they are burned with other 
trash, meaning they are exposed to the environment until then. The 
team saw many dirty diapers thrown around the community where 
children were playing, exposing them to harmful germs. 

This diaper is for my daughter. Everyone 
uses it here."

Mother of 9-month old, Kampong Speu
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Implementers have focused their 
interventions on adult open 
defecation practices more than 
child practices

Most caregivers are taught not to open defecate, but there has not 
been much focus on child practices. Many who have been to trainings 
will learn that defecating in the open is unhygienic, unsanitary and 
leads to sickness due to germs in faeces. However, there has not 
been much training on the correct method for babies and children to 
defecate safely, hence the result of Open Defecation Free villages 
where children are still open defecating freely. 

They (NGO) didn’t teach me anything 
about baby defecation.”

Mother of 6-year old and 3-year old, Kampong Speu
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Open defecation is common and 
accepted for children under 5 years
Households and authorities (e.g. Village Chief, Commune Chief, etc.) 
believe that open defecation for children under 5 years is totally 
acceptable because “everybody does it”, children are “young” and “do 
not understand” or know any better.

In general, people understand that open defecation is not good for 
their health and living environment due to exposure to germs and bad 
smell. However, children under 5 years old are allowed to open 
defecate without any concerns from the caregiver or surrounding 
village. Poop, scoop and throw/bury is a socially accepted practice. 
Once they can walk, children usually defecate behind or near the 
house, and less commonly in a latrine. This practice happens in both 
households with latrines and those without. 

Surprisingly, Certified Open Defecation Free villages still have 
children under 5 years old open defecating as common practice and 
are not technically ‘open defecation free’.

It’s okay for children to open defecate. 
What can we do?”

Grandmother of 1.5-year old, Kampong Speu
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So why do children under 5 years 
open defecate?

There is more acceptance for ‘bad behaviors’ 
the younger the child is
The perception that a child is “too young to understand” is a common 
attitude amongst most caregivers where children are exempt from 
social norms and behaviors. There is a complete acceptance of 
specific behaviors, such as the open defecation of children under 2 
years old. After this age, the behavior might not be ideal but is still 
accepted. Once a child is over 5 years old there is more expectation 
for them to start behaving within the same rules as society. However, 
before that (under 5 years), no one questions this or forces children 
to adhere to specific practices, and there is general acceptance that 
children will behave in a certain way  and do what they want because 
they are young. Younger children are  perceived as “reckless” or 
“naughty”. This means they do not have the same rules as adults and 
have freedom.

94

6.51 CHILD DEFECATION | KEY LEARNINGS



So why do children under 5 years 
open defecate?

Perception that infant faeces does not contain 
harmful pathogens
People perceive that the level of germs in faeces is associated with the 
variety of food consumed. Therefore, because infants only drink milk or 
eat white porridge, caregivers believe infant faeces are harmless and 
do not contain germs.

The level of germs in children (ages 1.5 - 5 years old) faeces , who start 
to consume more variety of foods, is considered more harmful than 
infant faeces, but much less harmful than adult faeces who consume 
many more types of foods. Therefore, the common belief amongst 
people in the rural area is that the faeces of children are less harmful 
or not at all. As a result open defecation of children is perceived to not 
affect the health the same way as adult faeces would.

They are kids, they don’t eat different 
types of foods like adults.”

Grandmother of 1.5-year old, Kampong Speu 95
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So why do children under 5 years 
open defecate?

Caregivers do not invest much time to train 
them because they believe they will not listen 
or understand
Caregivers believe children are too young to understand and hard to 
teach. It is perceived as too much effort to train them to use a potty or 
latrine, as the nature of a young child is to be “stubborn” and not follow 
their instructions. There is an element of cognitive dissonance where 
caregivers have already made an excuse for why it is acceptable for their 
children to open defecate. Some caregivers claimed their child would 
“destroy everything” in the latrine or “make a mess”.

Caregivers also express that it requires a lot of time to take care of 
children, especially in the case there is more than one child to take care 
of. In addition to this responsibility, they have other tasks such as 
cooking, water boiling, feeding animals… etc.

They are like crabs, they go everywhere!

Mother of 3-year old, Stung Treng 96
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I haven't tried to teach her to use the 
latrine, will wait for her to get older and 
she will learn by herself. Will see adults 
do it and follow. Small like this she 
doesn't know anything… Good time for 
kids to learn is 5 or 6 years old...when 
they are old enough to understand to 
poop in the toilet."

Grandmother of 2-year old stunted child, Stung Treng
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So why do children under 5 years 
open defecate?

Children are perceived as too small to use 
a latrine
In addition to a dismissive mindset of training children under 5 years to 
use a latrine, there is a fear for the safety of the child using a latrine. 
Many caregivers believe a child under 5 years old is “too small” to use a 
latrine, will either slip, fall into the hole or drown in the water storage. 

Same with a potty that requires children to sit on it. Caregivers think that 
children cannot sit on it at a young age.

In contrast, while children are perceived as being too small to use a 
latrine or potty, because it is unsafe, they are allowed to do other 
‘dangerous’ tasks such as handle knives or sharp objects. It is all in the 
perception of the caregiver.

Latrine is slippery, afraid he will fall."

Grandmother of 3-year old, other, Kampong Speu
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They won’t stay still for the potty. 
You will have to tie them!

Grandfather of 1.5-year old and 2.5-year old, Kampong Speu
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So why do children under 5 years 
open defecate?

Caregivers send the wrong message and set
a bad example by practising open defecation
We are already aware of copying behaviors being a significant factor in 
influencing people’s actions. Caregivers open defecate and set a bad 
example for children to follow. So in order to change child open 
defecation, a consistent message must be given by their caregivers.

Poop on the ground...they see everyone 
else does it, so they do it."

Mother of 1-year old and 3-year old, Steung Treng
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So why do children under 5 years 
open defecate?

Some households do not have access to 
a latrine

This is either because they cannot afford building a latrine, are used to 
open defecating and do not see the need, or expecting an NGO to 
subsidize one. This makes the path to safe defecation practices much 
more difficult. And of course children will copy adults’ behaviors.

Not many people practice (defecating in 
latrine) because they don’t have a 
latrine. Success is not even 50% because 
people wait for an NGO to help them. 
Only 20 latrines built after trainings.” 
(186 households in village)

Community focal point, Krorla Peas Village, Stung Treng
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As open defecation is an accepted practice of children under 5 years old, 
their faeces are disposed of through different means including burying it 
around or behind the house, putting it in a plastic bag and throwing it 
away. In the case of diapers, people throw them into a stream 
(contaminates the water source), bury it behind the house, which could get 
dug up by animals, or burn it with other trash. The team observed many 
dirty diaper lying around where children were playing.

Caregivers usually scoop up the faeces with a chaptik or chapkab (farming 
tools) and do not flush it into a latrine. When asked why they did not 
dispose of the faeces in the latrine, many did not know or think of it, while 
others claimed the soil that is dug with the faeces may block the pan.

After defecation, I scoop the faeces and 
bury it behind my house. I never pour it 
into my latrine, I don’t know why.

Mother of 3-year old, Kampong Speu

Child faeces are scooped and buried 
or thrown away, not necessarily 
safely
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Learning from Positive Deviants

Caregivers who encourage safe defecation practices of their children 
are usually those who have time at home and are persistent with 
creating habits. Some Positive Deviants the team met were 
consistently holding their child over a latrine or potty when they needed 
to defecate, indicated by a sound like ‘ooh ooh’ or releasing gas.

These Positive Deviants usually own and dispose of the faeces in a 
latrine and are committed to stopping their child from defecating 
outside at an early age. They understand that the younger you start 
teaching children, the faster you will create a good habit, contrary to 
what we learned from the mainstream.

Sometimes a challenge to get the child to 
use the toilet. Have to teach them, follow 
them, tell them, otherwise they will poop 
outside. The only way is to go with them.

Mother of 3-year old, Kampong Speu
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Hard to explain to her (2-year old), but 
good to start teaching early. Mostly 
people think child is young so we'll talk to 
them when they’re bigger. I always make 
sure we teach them at the right time. 
When they are bigger it’s harder to teach 
them."
Mother of 2-year old and 5 weeks, Phnom Penh

Every time I teach him, this is the place 
you poop and pee. Everyone is soft with 
him so I have to be strict. When he makes 
a mistake I talk with him that this is bad."

Mother of 1-year old and 3-year old, Phnom Penh
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So what stages of behavior are caregivers currently 
in for correct child defecation practices?



Archetypes: A1 | A2
ACTION: Practices desired behavior
MAINTENANCE: Works to sustain behavior change
Knows the correct method for infant defecation and practices 
all the time. Uses diapers, holds child on potty or latrine, and 
safely disposes of child faeces by throwing in latrine or burying.

Archetypes: A3 | A4
PREPARATION: Intends to take action
ACTION: Practices desired behavior
Knows the correct method for infant defecation and practices 
some of the time. Some use diapers, and some use cloth for 
child defecation. In some cases allows child to be bare from 
waist down or wear pants without a diaper, and will wash pants 
if the child defecates in them. 

A1: THE MOTIVATED ENFORCER
(high attention caregiver)

A2: THE STRIVING ASPIRANT
(medium attention caregiver)

A3: THE OVERWHELMED SURVIVOR
(low attention caregiver)

A4: THE TIRED SUPPORTER
(low attention caregiver)

CAREGIVER CURRENT STAGE OF BEHAVIOR:

ARCHETYPE

GOOD NEEDS WORK BAD

NO ARCHETYPE IN THIS STAGE

Stages of behavior for caregiver for correct child 
defecation practices for children < 1.5 years
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Archetypes: A1
ACTION: Practices desired behavior
MAINTENANCE: Works to sustain behavior change
Teaches child not to open defecate. Trains child to use potty or 
latrine and safely disposes of child faeces by throwing in latrine 
or burying correctly.

Archetypes: A2 | A3 | A4
PRECONTEMPLATION: Not aware of the problem
Open defecation of children under 5 years is accepted and a 
social norm.

Stages of behavior for caregiver for correct child 
defecation practices for children 1.5 - 5 years

A1: THE MOTIVATED ENFORCER
(high attention caregiver)

A2: THE STRIVING ASPIRANT
(medium attention caregiver)

A3: THE OVERWHELMED SURVIVOR
(low attention caregiver)

A4: THE TIRED SUPPORTER
(low attention caregiver)

CAREGIVER CURRENT STAGE OF BEHAVIOR:

ARCHETYPE

GOOD NEEDS WORK BAD

NO ARCHETYPE IN THIS STAGE
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Summary of behaviors 
CORRECT CHILD DEFECATION PRACTICES

ELEPHANT (emotion) RIDER (knowledge) PATH (environment)

Under 
1.5 
years

Caregivers want to take extra care with 
infants, so will spend money on 
diapers

Caregivers know they need to use diapers 
because many people use them

Do not know how to dispose of diapers 
correctly

Disposable diapers are easy but expensive

Re-usable diapers are more effort

Easier to let the child wear nothing and clean up 
later

1.5 to 5 
years

Caregivers are not motivated to teach 
children to use potty or latrine because 
it is too much effort, and children are 
perceived as too young to understand 
or train.

Not motivated to bury faeces all the 
time because it is a lot of effort

Feel this age group is too hard to train

Caregivers do not know how to train 
children to defecate in a potty or latrine.

Caregivers think open defecation for 
young children is acceptable 

Caregivers do not know child faeces are 
harmful

Do not know open defecation has an 
impact on child stunting

Caregivers don’t know how to look after 
this age group

Takes a lot of effort to train a child to use a potty or 
latrine

Some households do not have a latrine

Latrine is too big for child to use by themselves

Takes time and effort to bury faeces correctly if 
they do not have a latrine
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6.52 HANDWASHING WITH 
SOAP



Positive Deviant mother of 4-year old, Stung Treng

Caregiver should be the one who 
keeps child’s hands clean. Has to 
be me to do it for them because 
they are young and don't know 
anything. If I don't do it, no-one 
is going to do it."
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When handwashing with soap occurs
The diagram below represents when caregivers wash their hands with soap (top), when they wash their children’s hands with soap (lower) and how often. 
This information is based on a general impression from the fieldwork, determined through observations and interviews (not exact measurements). It has 
been created to identify gaps and patterns in handwashing with soap at critical moments.
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Village Chief, Kampong Speu

We all know children don't wash 
their hands properly."
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Caregivers have knowledge about 
when to wash hands with soap but 
do not practise regularly
Handwashing with soap is common knowledge amongst caregivers 
since they have learned this through direct interventions supported by 
government and non-government organizations working in the 
community. At the same time, mass media plays a major role in 
promoting messages around handwashing with soap to large 
audiences in the rural area. People are able to call out exactly the 
critical times that they should wash their hands. However, it has not 
become a habit in households because caregiver often “forget” or they 
run out of soap.

Parents don’t have handwashing habit, they 
forget...always busy with their job, but they 
know about this issue. Most children just eat 
food directly, do not wash. Have to tell again 
and again and it will become a habit.”

Teacher, Bung Bok School, Kampong Speu
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There is no urgency to wash hands 
because the impact and direct link 
to sickness is not immediate
People understand that being not hygienic or practicing low sanitation 
would lead to physical sickness such as diarrhea, abdominal pain, etc. 
These immediate consequences do not put enough pressure on the 
rural households to change their behaviors and start washing their 
hands and their child’s hands regularly.

Don’t think we can do it all the time (wash 
child’s hands with soap), don’t have so 
much soap and they get clean when they 
have a bath.”

Grandfather of 1.5-year old and 2.5-year old, Kampong Speu
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Practices of the older generation 
are contradictory and children 
learn by seeing their caregivers not 
wash their hands
The older generation are a main influencing factor for the younger 
generation to practice better or not in terms of WASH. Some elders 
are stubborn and resist change because they want to continue 
practising behaviors the same way they have done in the past, 
claiming that they have not got sick or their children were raised 
without issues This creates a barrier to better WASH in the family.

In addition, the elder generation set the example for bad behavior in 
this case, and make it appear that not washing their hands with soap 
is acceptable.

If you try to tell rural folk to wash hands, 
they'll say I used to feed you like this, you 
don't have any problem!"

Mother of 2-year old and 5-week old, Phnom Penh
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VHSG, Kampong Speu

Everyone has soap in the house 
but I don't know if they use it. 
Habit of just washing with 
water...Even sometimes I forget 
to wash my hands myself."
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Most commonly know to wash 
hands with soap after defecating 
and before eating
The two critical times caregivers will often wash their hands are after 
defecation and before eating. Washing hands after defecation is much 
more common amongst caregivers who own a latrine due to easy 
access to water and soap. Those who leave the home to defecate in 
bushes or outside will often “forget” to wash their hands afterwards. 

Adult faeces is recalled by caregivers as having a lot of germs and this 
perceived disgust is a possible nudge to make washing hands at this 
critical moment more common. Washing hands with soap before 
eating is commonly recalled and practiced; however this is interpreted 
as before the three main meals - breakfast, lunch and dinner, and not 
any other time they eat.

If you try to tell rural folk to wash hands, 
they'll say I used to feed you like this, you 
don't have any problem!"

Mother of 2-year old and 5-week old, Phnom Penh
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Eating snacks is common, but 
washing hands with soap 
beforehand is not
Snacking is very common for children who are 5 years old and under. 
Caregivers always agree to give money for snacks to children or buy 
them snacks daily, sometimes multiple times a day. At this critical 
moment, children’s hands are not being washed with soap, but it is 
one of the most common times when children’s hands with come in 
contact with food. This snacking happens very often during the day 
which means many opportunities to get sick, especially since 
children’s hands are usually dirty from playing outside, being around 
animals etc.

If a child gets sick, caregivers tend to assume that the cause of the 
problem (such as diarrhea, abdominal pain…) is from unhygienic or 
chemical snacks but do not directly link it to children’s dirty hands 
before snacking or eating.

Last time he ate candy and got stomach 
ache...still worried about it."

Mother of 1-year old and 3-year old, Stung Treng
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Unless the child is bathed, the 
caregiver is unlikely to wash the 
child’s hands after they defecate 
because they assume they did not 
touch the faeces
It is common for children who are under 2 years old to be bathed after 
defecation by their caregiver because they are perceived to only 
defecate around once a day, so bathing after defecation works to wash 
and cool them down (and caregivers pay more attention to this age). 
Children older than 2 are not bathed, nor are their hands washed after 
defecation, because the caregiver does not feel it is important assuming 
the child did not touch any faeces. This creates a bad habit in the child 
to not wash their hands after going to the toilet, and allowing germs to 
spread if they touch anything contaminated around them during the 
process.

In general the caregivers only wash the child’s bottom or from the waist 
down to legs (including legs) because they perceive defecation to have 
nothing to do with the hands of children since they do not wash their 
own bottom. Moreover, soap is not often applied to wash the children.

The practice of cleaning children after defecation is varied depending on 
the caregiver and what they have observed or been taught. For example, 
some caregivers will use their feet to wash a child’s bottom due to 
disgust and/or convenience.
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It’s not only about washing 
hands but also washing feet to 
prevent contamination
Children’s feet are always dirty whether they wear shoes or not. From 
observations in the field, most young children under 5 do not wear 
shoes. However, even the small portion of young children wearing 
shoes still have their feet exposed to the dirt and this happens the 
whole day. 

While playing outside, children’s feet are exposed to faeces, animals 
and dirt, which are then brought into the house, carrying germs into 
areas where the family will eat or wash dishes. For example, the team 
saw many children sitting on the wooden bed used for eating with 
dirty feet, which means that even if hands are washed, food and 
people’s bodies are also being exposed to additional contaminants.

Mother of 4-year old, Kampong Speu

I told him many time to wear shoes but 
he doesn’t want to and walks with bare 
feet. I don’t know what to do.
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Learning from Positive Deviants

Caregivers who wash their hands and their children’s hands with soap are 
the caregivers who are attentive and disciplined in training their children 
from an early age.

They have taught their children to feel a sense of disgust when their hands 
are dirty and instill a habit in children to wash hands with soap and set a 
good example themselves.

I tell him it's dirty...if he puts it in his 
mouth he will have worms in his mouth.  I 
say this again and again, now he tells me 
it's bad, it's wormy….when he wants to 
wash his hands he says they are wormy."

Mother of 1-year old and 3-year old, Phnom Penh
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Mother of 1-year old and 3-year old, Phnom Penh

Their brain is already open, just 
need to boost it up, have their 
own logic. Sometimes I try to 
explain reason, doesn’t always 
work, but they mostly understand 
even if they can’t talk well.”
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So what stages of behavior are caregivers currently 
in for handwashing with soap?



Archetypes: A1 | A2
MAINTENANCE: Works to sustain behavior change
Understands clearly and regularly make sure children are clean 
most of the time. Not allow children to be exposed so much to 
the soil. Keep the feet of children clean from touching directly on 
the ground.

Archetypes: A3 | A4
ACTION: Practices desired behavior
MAINTENANCE: Works to sustain behavior change
Are more careful around infants, making sure they have clean 
hands before feeding them. But occasionally lack of closer 
attention to make sure the children are totally clean. 

Stages of behavior for caregiver for handwashing 
with soap for children < 1.5 years

A1: THE MOTIVATED ENFORCER
(high attention caregiver)

A2: THE STRIVING ASPIRANT
(medium attention caregiver)

A3: THE OVERWHELMED SURVIVOR
(low attention caregiver)

A4: THE TIRED SUPPORTER
(low attention caregiver)

CAREGIVER CURRENT STAGE OF BEHAVIOR:

ARCHETYPE

GOOD NEEDS WORK BAD

NO ARCHETYPE IN THIS STAGE
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Archetypes: A1
ACTION: Practices desired behavior
Tries to do their best in making sure children are with clean hands. 
Children are normally washed hands before meals. This type of 
caregiver train children to clean themselves and learn about how to 
be hygienic. 

Archetypes: A2
PREPARATION: Intends to take action
ACTION: Practices desired behavior
Knows about handwashing for children but don’t really do it yet or 
don’t do it often. However, this type of profile has intention to do 
better but just a matter of how to maintain a habit.

Archetypes: A3 | A4
CONTEMPLATION: Aware of problem and desired 
behavior change
These caregivers are aware of washing hands with soap but they 
don’t have intention to do it yet. In general, they struggle with their 
livelihood and have no clue on how to make things better for their 
family in term of health (as long as they are not sick, it’s ok). 

Stages of behavior for caregiver for handwashing 
with soap for children 1.5 - 5 years

A1: THE MOTIVATED ENFORCER
(high attention caregiver)

A2: THE STRIVING ASPIRANT
(medium attention caregiver)

A3: THE OVERWHELMED SURVIVOR
(low attention caregiver)

A4: THE TIRED SUPPORTER
(low attention caregiver)

CAREGIVER CURRENT STAGE OF BEHAVIOR:

ARCHETYPE

GOOD NEEDS WORK BAD

NO ARCHETYPE IN THIS STAGE
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Summary of behaviors
HANDWASHING WITH SOAP

ELEPHANT (emotion) RIDER (knowledge) PATH (environment)

Under 1.5 years Caregivers want to take extra 
care with infants

Caregivers know they need to wash hands at 
critical times and know what to do

Most households have access to 
water, and some kind of soap. 
It’s not always placed at critical 
points (e.g. near latrine, near 
cooking area, near sitting area)

1.5 to 5 years Caregivers are not motivated to 
wash older children’s hands 
because children always get dirty 
playing etc. and there is not 
enough fear of this being a cause 
of serious illness

Caregivers do not know how to train their 
children to wash their hands with soap 
regularly

Caregivers do not know they should wash 
their children’s hands before snacking

Caregivers do not understand contamination 
and transference of germs 

Caregivers do not know feet are important to 
wash with soap for basic hygiene

Caregivers don’t know how to look after this 
age group

Although most households have 
some form of soap, it is not 
always conveniently placed for 
easy access and the caregiver 
does not always replace it 
straight away when they run out

Children are not always near the 
caregiver or household washing 
area when they go to eat snacks
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6.53 DRINKING WATER PRACTICES



Mother of 3-month old,  Kampong Speu

I normally boil my drinking 
water. Sometimes I just buy pure 
water (20 litres) to drink.
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Awareness around drinking treated 
water is high
Most caregivers believe drinking “raw” water will make them sick, so to 
avoid this they will boil or filter drinking water, or buy 20-litre bottles if 
they can afford it.

Most people in rural Cambodia know they should drink treated water 
because they have been exposed to information on how to treat water 
and only drinking treated water to avoid sickness. No matter the 
source of water, caregivers generally understand the importance of 
treating water, especially if it is visibly dirty/milky. 

Mother of 1-year old, Stung Treng

We don’t know what insect or animal is 
floating in the river, so we have to boil the 
water.
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If the water looks clean it is 
perceived as clean enough to drink 
Visibly dirty or milky water triggers action. If the water appears dirty, 
a caregiver is more likely to treat it. Some caregivers add white alum to 
make it look clear, or tree bark during boiling to change the color of the 
water. These methods allow family members to drink the water without 
feeling disgusted and show how important the look and taste of water is, 
to the point it will push the caregiver to put in the extra effort to make it 
more appealing to drink.

In some cases, the transparency and taste of water can trigger caregivers 
and children to drink untreated water (especially if it looks clean or tastes 
better before treatment). Rainwater or well water is sometimes consumed 
(especially by children) due to its taste and transparency indicating that 
appearances and taste can be misleading, and that children do not know 
the difference between treated and untreated water, especially if other 
members of the family are drinking the same water without treatment.

8-year old child, Stung Treng

My parents drink this rain water without 
treatment, so I do the same. It’s clear and 
taste good.
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Piped water is becoming popular due 
to the convenience it offers and is sold 
as ‘clean’ water. But, standards vary 
across different operators and people 
still have to treat it. 
Most people who have connected to piped water store it in concrete jars, 
tanks or buckets in case they get disconnected. Even though people are 
told piped water is clean water, like other sources of water, piped water is 
also treated before drinking, specifically in Stung Treng where piped 
water has the same milky appearance as river water (as some caregivers 
claim). One of the interviewed companies told households in the rural 
area that their piped water is safe to drink (directly from the tap). 
However, not all piped water operators are licensed and the water is not 
guaranteed safe to drink directly, so caregivers must treat it. There is a 
concern that if in some areas piped water appears clean and is sold as 
clean, it could mislead households into not treating the water before 
drinking it because they believe it is already safe.

Father of 4-year old, Kampong Speu

We still boil it to drink. I open the tap to 
store some water in jars in case the 
disconnection happens.
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Leaning towards convenience, there 
is an increased use of 20-litre bottled 
water which is not always safe
20-litre bottled water is perceived as “clean water” that is convenient for 
households to drink in rural areas. These are mainly used by richer 
households, but even poorer households have started to buy them if they 
can afford it (prices ranges between 3,000 to 5,000 riel). By using this 
bottled water, people can avoid the effort it takes to boil water and access 
to water every time without having to wait for it.

However, caregivers are not always clear on how safe the 20-litre bottled 
water is, especially if it is non-branded and the containers appear dirty 
from the factory. The bottles are also used to store boiled water in the 
household, which can gather dust and bacteria. Households will drink 
water directly from these bottles without treatment, which may be 
contaminated at the source or by the packaging. However, it is becoming 
a trend which is why some caregivers choose this option despite not 
knowing if has been through a filtration process or guaranteed safe.
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Easier, no need to boil, saves time.” 
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Water quality is a priority for infants 
because they are perceived to need 
more care than other children and 
caregivers are motivated to spend 
more money on them.
Most caregivers will use bottled water for infants because it is 
perceived as higher quality than boiled water and they take more care 
with children under 1 years old. For example, bottled water such as 
the ‘Lyyon’ brand is popular for infants due to the perceived quality 
and popularity. Caregivers are willing to spend money on water for 
infants because they are motivated to pay more attention to the 
health of a baby. This water is used in the baby bottle or mixed with 
formula milk. For porridge, regular water is used because the process 
of cooking the porridge is perceived to kill germs. 

VHSG, Kampong Speu

From my instruction they should use 
Lyyon water - good brand."
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Children who have started walking 
have more access to unsafe water 
and caregivers are not aware or 
strict enough to prevent this
Concrete jars with water are usually placed nearby or behind the 
house that contain rainwater or other sources of untreated water. 
When children are thirsty,  they will reach for the nearest source of 
water and these jars are within easy reach. This means children are 
drinking untreated water from jars because with the caregivers are 
not aware of this behavior, not around when they do this, or not strict 
enough about stopping this behavior because they perceive children 
under 5 years to be stubborn or unable to understand.

Mother, Stung Treng

Tell them not to drink from the rainwater 
jar but they don't listen. Sometimes when 
adults are not in the house they scoop 
water from the jar.”
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The journey of drinking water and 
contamination points
This visual illustrates the journey of drinking water and where 
contamination happens, from the original source to the drinking 
moment. This has been visualized based on qualitative information: 
responses and observations in the field (not quantitative data).

Sources of water include: river/stream/pond water, truck water, piped 
water, rainwater, well water and bottled water.

Please see the separate document: “iDE Journey of drinking 
water and contamination points” to view the diagram in 
more detail. 

The red bar columns indicate contamination of water (at the source, 
including transport, storage and handling, and then after treatment).

The blue bar column indicates drinking water becoming clean through 
treatment and the different treatment methods (if it is treated). However, 
even if the water is treated, it becomes re-contaminated through 
unhygienic storage and handling, dirty utensils and adding contaminated 
ice. Caregivers perceive water after treatment to be safe but do not know 
that they are re-contaminating it.
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Caregivers perceive water after treatment to be safe to drink 
but do not know that they are re-contaminating it



Caregivers use dirty utensils or hands 
after the water has been treated 
While awareness of germs is prevalent, contamination is not as well 
understood, including the transferring of germs from one item to another 
and using contaminated objects to eat/drink from:

Drinking from a dirty cup
Often cups or drinking utensils/scoops are not clean and have been lying 
around in a dirty dusty area, without being washed before drinking from 
them. Some households share one cup between all members of the 
family, re-using it over and over again without cleaning it, which 
contaminates the water they drink.

Using a dirty scoop to handle/transfer drinking water
In the same way, the scoop or utensil used to handle and transfer the 
drinking water to a drinking cup or thermos for example is unhygienic or 
dirty. Often one scoop is used for many different purposes, e.g. scooping 
drinking water and washing hands.

Letting contaminated hands come into contact with the 
treated water when they are scooping it
Many caregivers do not following correct practice when 
collecting/dispensing water, e.g. they put their hand into the water 
storage that then contaminates it. In addition, if the scoop is 
multi-purpose or just dirty, then the scoop itself will contaminate the 
water source (e.g. holding the handle with dirty hands when washing 
hands, then allowing the contaminated scoop to go into the water).
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Caregivers add contaminated ice 
after the water has been treated 
Ice cubes are popular in the rural area to cool down water in the heat. 
People spend around 500 - 1,000 riel each day to purchase it and add it 
to treated water.

The ice is not necessarily treated
The source of ice treatment is not clear or whether the water has been 
properly treated or not. Ice delivery workers claim the ice has been 
through a filtration process, but there is no way to be sure, and it is 
common to be delivered in trucks in large blocks to vendors with no 
certification or packaging..

Unhygienic handling of ice contaminates it
Even if the ice has been treated, it becomes contaminated through the 
method of transportation and handling: sitting in a dirty truck, handled by 
dirty hands and tools, and laid onto a table to cut with a dirty machine - 
all of which appear very unhygienic. Therefore, the ice is exposed to 
multiple contamination points during delivery and handling, after which it 
is used by households to cool down drinking water after treatment, 
which contaminates it.
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Treated water is stored uncovered, 
exposing it to additional germs  

The water storage caregivers use to keep the treated drinking water in is 
not always covered, and therefore, not protected from being further 
contaminated. Some of the reasons the water storage is left uncovered 
are to cool down the water after boiling, or to have convenient access to 
it. This common practice exposes the water to germs and dust particles 
in the air, as well as small insects. 
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Positive Deviant caregivers will always treat their water before 
drinking or feeding it to a child. Some caregivers will take the extra 
care to ensure the bottle is clean by putting it in hot water to disinfect 
it from germs. These caregivers are knowledgeable about how to 
protect the water from being exposed to germs, including always 
covering their water containers, plus covering their food with a net to 
protect it from flies. 

Learning from Positive Deviants

I always put the bottle into hot water to 
kill germs and also get a new bottle every 
6 months because cleaner for the baby.”

Mother of 3-year old and 6-month old, Stung Treng
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So what stages of behavior are caregivers currently 
in for safe treatment of drinking water?



Archetypes: A1 | A2 | A3
MAINTENANCE: Works to sustain behavior change
Knows and practices regularly making sure that water is treated 
through boiling, filtering or buy pure water to drink. Most of the 
time Lyyon water is specifically for the children.

Children are priority to feed this treated drinking water. The 
consequences of drinking untreated water is well remembered. 

Archetypes: A4
ACTION: Practices desired behavior
MAINTENANCE: Works to sustain behavior change
All caregivers are aware they need to drink safe water and 
practice good behaviors. More care is given to infant drinking 
water, even by The Tired Supporter archetype. 

Stages of behavior for caregiver for safe treatment of drinking 
water for children < 1.5 years

A1: THE MOTIVATED ENFORCER
(high attention caregiver)

A2: THE STRIVING ASPIRANT
(medium attention caregiver)

A3: THE OVERWHELMED SURVIVOR
(low attention caregiver)

A4: THE TIRED SUPPORTER
(low attention caregiver)

CAREGIVER CURRENT STAGE OF BEHAVIOR:

ARCHETYPE

GOOD NEEDS WORK BAD

NO ARCHETYPE IN THIS STAGE
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Stages of behavior for caregiver for safe treatment of drinking 
water for children 1.5 - 5 years

A1: THE MOTIVATED ENFORCER
(high attention caregiver)

A2: THE STRIVING ASPIRANT
(medium attention caregiver)

A3: THE OVERWHELMED SURVIVOR
(low attention caregiver)

A4: THE TIRED SUPPORTER
(low attention caregiver)

CAREGIVER CURRENT STAGE OF BEHAVIOR:

ARCHETYPE

GOOD NEEDS WORK BAD

NO ARCHETYPE IN THIS STAGE

Archetypes: A1| A2
ACTION: Practices desired behavior
MAINTENANCE: Works to sustain behavior change
Knows and treats water regularly for children and themselves. Usually these 
archetypes teach their children not to drink untreated water. They are mostly a 
good example for their children.

Archetypes: A3
ACTION: Practices desired behavior
Tries their best to make sure children drink treated water but sometimes, due to 
time constraints, cannot pay the close attention needed to ensure that children 
do not access other untreated water sources.

Archetypes: A4
CONTEMPLATION: Aware of problem and desired behavior change
PREPARATION: Intends to take action
ACTION: Practices desired behavior
Understands the negative consequences of drinking untreated water but still 
does not follow the proper methods to treat water regularly. Occasionally they 
drink treated water and sometimes untreated water e.g. rainwater, setting a bad 
example for children to copy. This archetype doesn’t pay close attention to 
taking care of the children and allows them to do to whatever they want.
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ELEPHANT (emotion) RIDER (knowledge) PATH (environment)

Under 1.5 years Caregivers want to take more care 
with infant drinking water, will use 
high quality recommended bottled 
water and some will boil baby bottles 
to disinfect

Most caregiver know they need to treat 
water before drinking and also how to 
treat

Caregivers do not understand the 
contamination of baby bottles or they 
think that it’s good enough

Does not require much time, only money

Bottled water is convenient but more 
expensive

1.5 to 5 years Caregivers want children to drink safe 
water but don’t have enough time or 
energy to put in extra effort to ensure 
this

Caregivers do not know if generic 
bottled water or sources of ice are safe 
to drink

Caregivers do not understand 
contamination and transference of 
germs/bacteria through drinking 
utensils and do not know their current 
practices are causing re-contamination

Caregivers do not know how to look 
after this age group

It takes time to boil or filter water and 
needs to be done beforehand (to give time 
for it to cool)

Very easy for this age group to access 
unsafe water (rainwater jar, bucket etc.)

Summary of behaviors and opportunities
DRINKING WATER PRACTICES
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7.0 STRATEGIC RECOMMENDATIONS



Every moment is a 
contamination point

7.0 STRATEGIC RECOMMENDATIONS



For children under 5 years, every 
moment is a contamination point 
and the level/source of 
contamination varies by age

As a child gets older, dependency on the caregiver decreases and 
so does contamination by them. At the same time, self-contamination 
increases (through playing, putting objects in mouth, etc.)

The environment (e.g. exposure to faeces, animals etc.) does not 
contaminate the child as much as when they are an infant, but starts 
to increase in levels of contamination once the child starts to walk 
and be more independent. After a certain point, the environment 
consistently contaminates the child.

For infants (under 1.5 years), the most contamination happens 
through the caregivers (e.g. feeding/touching the child without 
washing hands), whereas an older child who will run around and play, 
touch contaminated things etc. will expose themselves to a higher 
risk of self-contamination.

7.0 STRATEGIC RECOMMENDATIONS
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Based on observational research, this graph illustrates the level of 
contamination (and source) by age of child.



We know that three factors contaminate children...
7.0 STRATEGIC RECOMMENDATIONS

Contamination by Caregiver Self-contamination Contamination by Environment

Not handwashing with soap before touching child

Feeding child with dirty cutlery and using 
unhygienic utensils 

Feeding child without washing hand with soap

Playing on ground/outside close to animal and 
human (adults and children’s) faeces

Eating food and snacks without washing hands 
with soap

Drinking directly from untreated water containers 
(e.g. rainwater jar)

Putting objects in mouth that have been 
contaminated e.g. by others not washing hands 
or being on the floor in contact with the dust or 
human and animal faeces)

Touching animals

Being in contact with other contaminated 
people/children 

Not wearing shoes

Dirty, dusty surroundings

Exposure to animal faeces, human faeces, trash, 
dirty diapers

Unclean, contaminated utensils

1 2 3
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Children at different ages have different behaviors and needs 

< 1 yrs                           1-2 yrs                            2-5 yrs
Dependent on caregiver but start to walk and 
begin to contaminate themselves

Start eating snacks

Stop breastfeeding so impact of stunting 
could be high due to lack of adequate 
nutrients through solid food

Behaviors impact stunting

High dependency on caregiver and 
contamination by the caregiver

Many interventions focused on infant care - 
caregivers have a lot of knowledge about 
good practices and are high motivated to 
take care of their infant.

Behaviors impact stunting

Can walk, more mobile and independent, higher 
self-contamination

More freedom and lack of discipline, less attention 
from caregiver 

Eat snacks often

Less interventions focused on caregiving 
for this age group, caregivers do not know how to 
care for these ages

May start attending pre-school at age 3-4, where 
they learn some WASH behaviors

GAP: Focus on the independent child: 1.5 to 5 years 

7.0 STRATEGIC RECOMMENDATIONS
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Most of the caregiver archetypes are at high stages 
of behavior change for this age group (<1.5 years)

Caregiver archetypes are in the worst stages for behavior 
change in this age group and need more help here (1.5-5 years)
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A critical transition point for a child 
is around 1.5 years

A lot of changes happen around 1.5 years that can impact 
stunting and the healthy development of a child.

Children go from breastfeeding to eating solid foods, including starting 
to eat snacks, eating with their hands (instead of a nipple or bottle). 
From defecating in a diaper they start open defecating outside and 
around the house, washing themselves versus the caregiver washing 
them and their hands, etc. 1.5 years is when most children have begun 
to walk and contaminate themselves more, especially through play. 
Caregivers have less knowledge of how to take care of this age group 
because most interventions focus on behaviors in the first year and half. 

This is why many social norms are still in place for 1.5 year olds, for 
example, open defecation is accepted, perception that the child is too 
young to learn or be trained, the latrine is dangerous for young children, 
etc. It is a critical moment when children start being more independent 
from caregivers. 1.5 to 5 year olds are given freedom and have less 
discipline because they are perceived to be ‘too young to understand’ 
but too old to need the same care as a young infant.

It is at this critical transition point after the first 1.5 years that the 
health of a child could go down. Children age 1.5 - 5 years still need 
care, perhaps different care to the first year, and a different approach to 
reduce stunting.
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If good WASH and nutrition practices are not maintained 
and well transitioned after 1.5 years, the health of child can 
go down.

The main window of opportunity to target stunting is in the first 1000 
days (0-2 years) of a child’s life (including pregnancy). There have been 
many interventions that have focused on this period targeting the 
caregiver, especially the first year when the child is very dependent on 
them. This is why, as we have seen before, all the caregiver archetypes 
are at high stages of behavior change for the three behaviors of 
children below 1.5 years. However, most of them are in very low stages 
of behavior change when the children are older than 1.5 years.

MoH are already working on a 1000-day nutrition behavior change 
campaign. However, no-one is focusing on the age bracket after the 
1000-day window (age 2-5 years) where the health of the child needs to 
be maintained, and children are prone to sickness and malnutrition, 
affecting their overall physical and mental development. This is a 
critical gap that has been identified for focused interventions.

While rural communities are becoming more aware of the negative 
impact of open defecation, leading to many ODF certified villages, 
children under 5 years are still open defecating. Caregivers do not know 
how to care for 1.5-5 year olds and give them less attention and more 
freedom to do what they want (e.g. eating snacks). This means this age 
group is more likely to contaminate themselves, not eat properly and 
not observe basic WASH practices, affecting their development.

7.0 STRATEGIC RECOMMENDATIONS

The neglected age group (1.5 to 5 years)

NOTE: Rather than focusing on ages 2-5 years, it is important to look at 
the transition point at 1.5 years (even though this overlaps into 0-2 year 
area) because this is the critical point the child’s actions and needs 
change, and caregiver behaviors have to shift from early infant care to 
caring for an older, more independent child.
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The power of collaboration

MoH to focus on 0 - 2 years (first 1000 days)
MRD to focus on 1.5 - 5 years (transition point and more ‘independent’ 
years when children increase in self-contamination)

There has been a lot of discussion around increasing efforts to integrate 
WASH and Nutrition interventions more, which was also the focus of a 2-day 
national conference held in December 2018. 

There are many overlaps with WASH and nutrition, and both MoH and MRD are 
working on separate national campaigns with the same end goal — to reduce 
child stunting. The MoH campaign in progress is focusing on 0-24 months, 
promoting breastfeeding and good health of the mother. With this in mind, the 
new MRD WASH campaign should build on the existing MoH brand and focus 
on 2-5 year olds (the ‘neglected age group’), starting from 1.5 years where 
changes in the child take place (e.g. walking, not breastfeeding, open 
defecating, etc.) where there are more opportunities and points of 
contamination. There are no interventions to support this age group or teach 
caregivers how to look after 2-5 year olds. Ideally both campaigns would 
integrate aligned WASH and nutrition messages into wo sub-brands under 
one unified national umbrella brand.

The benefit of having the same overarching national brand containing 
different brands for WASH, nutrition etc. and MoH and MRD working 
together, is to create more impact and consistency, limiting confusion for 
the audience, and defining clear messages aligned in purpose and approach. 

Note: It is important to review this from a practical perspective and from an 
implementer point of view how this could work.

7.0 STRATEGIC RECOMMENDATIONS
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We know that nutrition interventions alone will not reduce stunting, 
malnutrition and wasting in children. In order to tackle these issues, we 
all need to work together and put forward a collaborative effort to drive 
change. Therefore, we recommend using an existing sub-national 
Technical Working Group (TWG) such as the WASH-Nutrition 
Sub-Group led by CARD to check the progress of both the MoH SBCC 
and MRD SBCS to ensure integration and alignment.

The WASH-Nutrition Sub-Group can act as the official body to involve 
all implementers and experts to align goals, incorporating checkpoints 
along the progress of both the WASH and Nutrition campaigns. This 
would replace the need for the SBCC Taskforce for checkpoints, and 
both ministries would use the TWG as a way to create cross-sectoral 
engagement and checks.

7.0 STRATEGIC RECOMMENDATIONS
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Using existing technical working 
group facilitated by CARD for 
checkpoints and sector integration
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1.5 to 5 years old

Child defecation practice Handwashing with soap Drinking water practice General

Stop open defecation from being an 
accepted social norm 

Train children to use a potty or 
latrine every time they defecate 
(train 1.5 yrs on potty, 3 yrs latrine)

Create awareness that children’s 
faeces are harmful and should be 
disposed of correctly

Understand transfer of bacteria, 
viruses and germs from one 
contaminated source to another 
(hands, feet, objects)

Create a permanent habit of 
handwashing with soap at 
critical times, including before 
eating snacks and after playing

Handwashing with soap after 
playing because exposure to 
animals, animal faeces and 
human faeces, trash etc. is 
harmful to the child

Understand re-contamination of 
water through dirty utensils and 
use clean utensils and cutlery to 
feed child

Train child to always drink water 
from a treated source they have 
easy access to

Create awareness about unsafe 
ice

Cover treated drinking water 
properly to avoid contamination 
by dust, bacteria and insects

Follow hygienic practice for 
collecting treated water to drink 
to avoid contamination 

Understand that children age 1.5 - 5 
years need proper care and attention 
(not just infants)

Knowledge about stunting and the link 
between good WASH practices and 
child’s growth (height and brain 
development)

Young children can be trained and good 
habits are created early

Share information with other family 
members, it takes the whole household 
to create a healthy child

Increase motivation to train children in 
good WASH behaviors 

Increase confidence and aspirations 
of caregiver

What are the behaviors we want to change for 1.5-5 year olds?
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How can we change these behaviors?

How to change behaviors Potential direct channels

● Role models
● Copying behaviors
● Confidence/empowerment, increasing aspirations
● Show visual/tangible proof of results and 

consequences
● Better parenting for children above 1.5 years
● Increase knowledge

○ How to train
○ Stunting and healthy growth 
○ Transfer of germs
○ Shifting perceptions 

● Tap into motivations (smart, not sick, good parents)

● Implementing organization in community
● Health Center
● Village Health Support Volunteer
● Local authority (Commune Chief, Village Chief, CCWC etc.)
● Commune Council
● Community preschools or primary schools 
● Food vendors in village 
● Caregivers 
● Garment factories and other work venues
● Community influencers (e.g. elders, monks, etc.)
● Latrine Business Owners (LBOs)
● Community-Led Total Sanitation (CLTS)

Who this applies to
All caregivers, including mothers, fathers, grandmothers, grandfathers etc. 
(Anyone who is the main carer responsible for looking after children in the household).
Main beneficiary: children age 1.5 years to 5 years

There are opportunities we have identified in the spot research that can be leveraged to help change behaviors:



Opportunities: Some thought starters
How can we...
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Overarching opportunities

Show the link between WASH practices and brain development 
(their children being smart) 

Show the link between WASH practices and healthy growth 
(smart and healthy) 

Show the tangible consequences of stunting (brain + height)

Increase aspirations of caregivers 

Increase confidence of caregivers 

Empower caregivers to be good parents

Develop good role models for WASH practices

Show the importance of being a good role model

Make caregivers understand that training child early create an habit 
more easily

Make caregivers understand that children are very clever from day one, they 
can understand what we are saying so can be taught and trained from an 
early age

Show caregivers that children copy their behaviors

Educate caregivers and children that animal faeces are harmful? 

Motivate caregivers to share information about WASH and nutrition with their 
family members? 
 
Inspire caregivers to be motivated and persistent in teaching good WASH 
practices to their children

Encourage community preschools and primary schools to further reinforce 
nutrition and WASH in the existing curriculum for children and caregivers



Opportunities: Some thought starters
How can we...
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Correct Child Defecation Practices Handwashing with Soap Safe Drinking Water Practices

Make it ridiculously easy for caregivers to train 
their children to use a potty or latrine from a 
young age? 

Make it ridiculously easy for children to use the 
latrine and/or potty?

Educate caregivers and others that child faeces 
are as harmful as adult faeces? 

Encourage caregivers to dispose of child faeces 
correctly every time the child defecates?

Make sure that caregivers handle child faeces 
safely?

Break the habit of open defecation as a social 
norm for children under 5 years

Enable caregivers to train their children to wash their 
hands with soap from a young age and create a 
habit? 

Make it ridiculously easy for caregivers and children 
under 5 to wash hands with soap at critical times?

Motivate caregivers and children to wash their hands 
with soap every time they eat (meals and snacking)?

Make handwashing with soap delightful for children 
under 5 years?

Make ridiculously easy for caregivers to create the 
habit of washing their hands to their children? 

Show the importance of foot hygiene (wearing shoes 
and washing feet) for the child’s health? 

Create awareness around contamination and the 
transfer of germs and bacteria? 

Motivate caregivers to stop contamination 
after the water treatment process, including:
• Using clean utensils
• Handling and storing water correctly 
• Not adding unsafe ice into the drinking 
water
• Taking/dispensing water in a hygienic way

Enable children from a young age to only 
drink treated water? 

Stop children from having easy access to 
untreated drinking water?



Next steps

Co-Creation Workshop on Wednesday February 6th
Generating ideas based on findings. Outputs from the workshop will be 
assessed and developed to test.

Rapid prototyping and testing
Promising ideas, including those from the workshop, will be made into 
rapid prototypes (quick, low fidelity samples) to test in the field. 
Feedback will be used to iterate designs further and test in order to 
validate and develop solutions.

Creative Brief shared with stakeholders to review
Guidelines to execute the well-tested idea for the SBCS, including 
design principles.

Refined concept to be presented to key stakeholders
Review of finalized idea for SBCS in June 2019. A chance to get 
feedback from key stakeholders and revise.

Launch event for SBCS 
September 2019
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THANK YOU


