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ABSTRACT

Provisions of potable water supply and sanitatienvises have a significant contribution on the
improvement of the lives’ of the people. Projectgolved in water and sanitation will have a
paramount contribution in the development of re@ihmunity. Water and sanitation project, in
addition to addressing their direct benefits inviimg adequate water supply and sanitation
services, has an impact on the health, educatiomem work load, production and productivity,

etc of the rural community.

This study has given emphasis the impacts prodaseé result of rural water supply and
sanitation project implemented by an Internatioredcue Committee (IRC), an international
NGO. The main objective of this study paper waagsess the impact of the project on the target
communities. The study was conducted in threeeptojarget Kebeles of Assosa woreda of
Benishangul Gumuze regional state of Ethiopia. tHa study Kebeles the main sources of
drinking water was mainly from natural sources jlikeers, ponds, unprotected springs, open
HDW and few SWs with hand pumps. The majority o tHPs existed before the project
interventions were broken or none functional. A®sult, the community was suffering to fetch
water from far distances, affected by different avaborn and sanitation related diseases.

Moreover, female in the HH as the main respondtnevater fetching were highly work loaded.

In this study a survey has been conducted in 18gés in the three target Kebeles, which
includes 64 HHs as basic respondents and about8&scof key informant interviews, focus
group discussion and questionnaires were managhe iprocess of data collection on the several

aspects of the project.

Findings of the study showed that the impact ofgfgect was significant in providing potable
water with accessible distance, good quality anahtjty to the rural community. The activities
on the sanitation and hygiene promotion also couteid a lot in reducing diseases in the area.

The project has produced tangible impacts on tres Ibf the community. As a result of having



the access to potable water supply and improveifas@an and hygiene, the community able to

get the economic, social and environmental impacts.

Some of the impacts include; water is accessiblg quality, time is saved, health of the
community and work power improved. Improvementwork power directly or indirectly
contributed in increasing production and produtfithat has part in attaining food security of the
community. As the health of the community improveddical expenditure has reduced. The
project helped to reduce work load on women and gi they are the main responsible for water
collection and sanitation in the community and emwomen can have time for other economic
activities and to attempt social commitments arspoesibilities. Girls can attend their education.
Defecating in the sheltered and clean latrinespsgshologically benefited to the community as it
keeps privacy instead of outside defecation whiel fiustrating when people are passing around
while in open defecation. The other impact observed environmental impact; the project
helped to reduce water sources contaminationseteip have clean spaces where children or
elderly can play or talk safe and the breedingheécts reduced, and health situation is improved

in the area.

With these all impacts obtained as the result efititervention, the question of sustainability is
still in question. Some of the new water structunase problem with their handle within this
short time of project completion. The ownershipelesf the community looks small as they are
not seeking a solution by themselves for small teaiance problems. The mobilization and
awareness creation to the community should alsbedimited to the project period only but also
should be a continuous process in the target kebEléhe project outcomes and attributes to be
sustainably produce an impact on the lives’ of camity, the responsible government bodies
especially the Woreda water and health offices Havevork jointly to keep the good start to

continue long lasting.
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CHAPTER ONE: INTRODUCTION

1.1. Background

Ethiopia is one of the countries with plenty of eraih the world. Preliminary studies and
professional estimates indicated that the countisydn annual surface runoff of close to
122 billion cubic meters of water excluding groundter (MOWR, 2001). The country

has number of cross bounding rivers which flow tady throughout the year, number of
lakes, lots of small rivers, springs and abundantual rain fall. Ethiopia being one of the
countries with plenty of water resources is stilhwone of the lowest safe drinking water
and improved sanitation. In this regard on the NM@SH project proposal document
mentioned as, ‘Water and sanitation coverage fat&hiopia are among the lowest in
the world. Only 26% of rural Ethiopians use imprdwegater sources and only 8% use
improved, hygienic sanitation facilities, Ethiofgganot on track to meet MDG 7 for water
and sanitation. Ethiopia’s targets are 61% covefagevater and 53% for sanitation by
2015 (IRC WASH project proposal 2011, taken frofdl@ United Nations MDGs

progress report).

Benishangul Gumuz Regional State (BGRS) in gerardlAssosa woreda in particular is
said to be one of the back ward areas in the cpuintispite of abundant water resources
of the region and the woreda, safe drinking watettlie population was in a short supply
(BoFED, fact about BGRS bulletin, 2007). Most of tlural kebeles in the woreda either
does not have any improved and modern water supysiem or the structures which
have been already developed are not functioningusscof damage or poor maintenance.
The supply of safe water is worse in rural areas trban area. The majority of rural
communities were forced to fetch water from unssadarces such as rivers, ponds and

unprotected springs. The same was true for sammitaind hygiene. Most of the rural



households do not have clean and hygienic latriNkst rural households also do not
have places to discard dry wastes. Poor water e@amnd poor sanitation and hygiene led

rural communities in the woreda for sever healtibfgms.

To complement the government target, actors likeOdGare playing their part.
International Rescue Committee (IRC) an Americanselda international None
Governmental Organization (NGO) established in 19®88rking in more than 40
countries of the world. The organization is openrsi in BGRS since 2003 for both
Sudan refugee and local community programs. Tharzgtion is working in different
thematic areas, out of which water supply develagirsanitation and hygiene promotion
both for refugees and local communities is highgyngicant. The Water, Sanitation and
Hygiene (WASH) project under this study developedlbcal communities launched in
2011. Within this project, IRC started implementiimgproved water, hygiene and
sanitation promotion activities in two selected gdaas, namely; Assosa and Moakomo
special wereda for the year 2011/2012(October, 2@Eptember, 2012). The water,
hygiene and sanitation promotion activities aimedinareasing safe and sustainable
access to water, and improving sanitation and mggkmowledge/practices in the targeted
communities. This project is implemented for thst lane year and as a result currently
several water and sanitation structures constructadmunity awareness trainings given,

different implementing committees and boards eistiabdl.

At the beginning of the IRC WASH project in Octol2€11, the baseline survey revealed
that the majority of households (80%) get drinkvmgter from unimproved water source;
only 20% of the households get from improved watairces. Only about 30% of the
households use latrines (IRC WASH project propo28l11). Washing hand after
defecation and before food was not a common peeinl outside defecation of human

excreta was totally not a taboo in these commumifigphoid, Diarrhea and other health

2



problems were common issues. People take mucheaf time especially women and

girls to collect water from far distance unprotelcteater sources.

Different structure were planned to be implemenbgdthe project to alleviate the
problem of water, hygiene and sanitation in theedarkebeles of rural communities.
These includes; development of shallow boreholasdhdug wells, protected springs,
latrines for schools, roof water harvesting, drysteapits, household latrine, awareness
creation and training on the usage and importaridfeo developed structures and the
consequences that will come as a result of notgusirese improved interventions.
Moreover activities like school hand washing dayerds of graduation of free from

outside defecation (ODF) kebeles were plannedsahardinate activities.

1.2. Statement of the Problem

According to UNDP (2006), in the world almost 2 It children die each year because
they do not get a glass of potable water and lssidation. And millions of women and
young girls are forced to spend hours fetching eartlying water. Sub-Saharan African
countries are at the front of the water scarcigbpgm, one of which is Ethiopia despite
the fact that the country has abundant groundwatejor lakes, and large volumes of
rainfall (Betelhem, 2011)'he problem of potable water supply and sanitaisohy far
high in rural areas than urban areas of the countiy overcome the problem, in 2010,
the government of Ethiopia presented the Growth BEraahsformation Plan (GTP) 2011-
2015 that aims at increasing drinking water coverdgppm 68.5% in 2010 to 98.5% in
2015. On the GTP it is also indicated that the gowent of Ethiopia is working to
reduce the problem by targeting the rural poputatiocess to potable water within 1.5

km and urban population within 0.5 km (GTP, 2010).



In the study area the coverage and access to imgrawater supply and sanitation
services are even worse than the national avetdgeresults of the baseline survey made
before the erection of the project under study sftbthat in the three target kebeles of
this study only 20% of the households get drinkiveger from improved water sources

and only 32% of the households use improved larine

The water sources are far from villages and houdshespecially women and girls spent
much of their time to fetch water from unsafe amgprotected water sources which
include water sources like rivers, traditional hatay wells, unprotected springs and
ponds. This will have a negative consequence oir thbour productivity and on

achieving their social responsibilities. Househaldmbers drink unsafe water, could not
easily clean their clothes, and could not bath leeubecause of the lack of sufficient
water. These problems expose them especially emildor water born diseases like
diarrhea and other health problems. Lack of hyigiand well constructed latrine is also
the other challenge of these communities. Peoplallysdefecates their excreta in open
spaces. They don’t wash their hands after defetatidoefore feeding. The low level of

sanitation facilitates best breeding place for atsespecially flies which are the leading
spreaders of most communicable diseases and filealtis the community for associated
health problem. Moreover, outside defecation hagsgchological impact on the

community members.

The communities in these target kebeles are ntihgetlean potable water because either
there is no improved water supply system in thdiages or the already constructed
improved water sources are not functional. The lalbbs water structures which have
been constructed in the past are getting non fomati because of lack of poor
maintenance or old age. There is no hygienic latbecause of the lack of awareness

among the community. Not only at household levss, problem of water and sanitation
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also observed in schools and health centers. Tocowve these water and sanitation
problems a base line survey has been conducteBR®wd assess the status and identify

the magnitude of the problem in order to develom&rvention package.

Based on the baseline survey IRC developed anvarigon WASH project to develop

water supply systems and sanitation services sethk@beles. During the implementation
of the project several improved water supply strret were constructed in the study
area, which include; boreholes, hand dug wellstegted springs, roof water harvesting
for schools and health centers, latrines for schaoid household levels. Moreover
activities like; awareness raising community cosaépns, trainings, establishment of
water management committees, etc were exercisedevituate the achievements

obtained, impact gained as a result of the new\vatgions, undertaking an assessment

study shall be unquestionable.

Therefore, this study is initiated to assess thpaitts of the improved access of rural
water supply system and sanitation services orlitee’ of the community in the three
target kebeles of Assosa woreda. The study alseateq to assess; the improvements in
the access and coverage of water and sanitationcegr identify who gained more
benefit from the interventions, assess the imprerarm the lives of the rural community
and sustainability of the project, assess whetherintervention can be adoptable and
replicable to other areas and above all to assésther the objectives of the project
achieved and water and sanitation problems ofure communities solved in the target

kebeles.



1.3. Objective of the Study

The main objective of this study paper is to assessmpacts of rural water supply and
sanitation services with special emphasis to wsiig@ply and sanitation project of none

governmental organization’s (IRC) interventionghe project target communities.

The Specific Objectives of this Study Paper include

1. Evaluate whether the project objectives and targe¢sachieved according to the
initial plan of the project

2. Study the improvements on the coverage and acdgsstable water and sanitation
services in the target rural community as a resute interventions

3. Assess the changes gained towards improved liviegonomic, social and
environmental) benefits as the result of the waitgaply and sanitation services

4. Document the lessons learnt which helps for scalipgthe NGO approach and
forward possible recommendation that can help plwanhanced interventions that
better produce impact on the living condition af tommunities.

1.4. Significance of the Study

Firstly, the research findings can serve as a soofcreference to other individuals,
scholars or organizations interested to work onilamstudies. It could be pretty
important as a reference as there are no suffisielies made on the topic especially in

the region.

Secondly, the paper is focusing on the achievemammisthe impacts of the rural water
and sanitation intervention project especially adticed by an NGO, the lessons and
finding gained will have a paramount importanceéhea development of new and similar

projects or to scaling up it for the organizatitself and also serve as initial reference



document for other organizations that have intetesstarting similar interventions in

rural areas.

1.5. Scope of the Study

The focus of this study is on 26 villages of threeal kebeles of Assosa Wereda of
BGRS by IRC where the water supply and sanitatrojept implemented. The IRC water
supply and sanitation development project is wagkin two woredas of the region;
namely in Asssosa and Mao Komo woredas. The watgrsanitation project targeted
three kebeles from each of the two woredas. Thevieedas are far apart, due to cost
and time limitations, the researcher decided toitlims study only in the project

intervention villages of Assosa woreda.

1.6. Definition of Important Terms and Concepts

Improved Water Source

An improved drinking-water source is one that, layune of its construction or through
active intervention, is likely to be protected framtside contamination, in particular
from contamination with fecal matter. For this partar study improved water source
include water obtained from well constructed botebohand dug wells, protected

springs, harvested roof water and the water gatddeto be safe for drinking.

Access to Improved Water Source

World Bank define access to an improved water aouefers to the percentage of the
population with reasonable access to an adequateirdnof water from an improved
source, such as a household connection, publidgige, borehole, protected well or

spring, and rainwater collection. Unimproved soaritelude vendors, tanker trucks, and



unprotected wells and springs. Reasonable accekdfired as the availability of at least

20 liters a person a day from a source within dlmreter of the dwelling.

Rural water supply schemes

Water supply points installed in rural areas thmatiude HDWs, SWs, and Boreholes

(Aschalew M, 2011)

Sanitation

Sanitation refers to all conditions that affect Itreaspecially with regard to dirt and
infection and specifically to the drainage and dg of sewage and refuse from houses.
Thus, sanitation refers to methods of hygiene tékdte to safe collection, removal and
disposal of human excreta and waste water. Samitati this study basically refers to or

centered on the sanitary disposal of human exaleyayaste and hygiene promotion.

Improved Sanitation

The National Hygiene & Sanitation Strategic Actiéthan (2011) defines improved
sanitation as, sanitation options which are notsmared “improved” include: public or
shared toilet, open pit toilet and bucket toileheTMillennium Development Goals
(MDGSs), the World Health Organization/ UNICEF JoMonitoring Program (JMP) for
Water Supply and Sanitation defines "improved" tdioin as follows: Flush toilet,
Connection to a piped sewer system, Connectionsepéc system, Flush / pour-flush to
a pit latrine, Ventilated improved pit (VIP) latg, Pit latrine with slab and, Composting

toilet.



Hygiene

Hygiene refers to practices associated with engugmod health and cleanliness. This
includes Hand washing with soap and water at atitimes most notably after defecation
or before contact with food and strict observatibthe safe drinking water chain (MOH,

2011).

Outside Defecation Free Kebeles

Refers to all households in the kebele have thein private latrines and communal
latrines so that no people in that particular gapbic area defecate their excreta in open

space.

Woreda

A Wereda is Government administrative unit whickagsiivalent to a district that covers a

unit geographic area that further split into a nemtf kebeles.

Kebele

Kebele is Government administrative unit at grastsrdevel. In a single kebele there
could exist several small villages, which locallyokvn as ‘gott’. In the study kebeles,

villages or gotts are distributed within the bourydaf the kebele.

Village or Gotts

Village or gott in this study context refers to sonural households living together as a

neighborhood. In this study area a single villaggait consist 12 to 30 households.



CHAPTER TWO: LITERATURE REVIEW

The researcher attempted to review similar liteestuhat have been done in the previous
times by other people to get guidance for the rebeaork he is under taking. Some of

the reviews made are presented below.

2.1. Access and Coverage of Water Supply and Sartitan

MOWR (2001) on the water sector policy documentestaas, ‘For all the water
development activities achieved so far, the aveeagess to clean and safe water supply
is about 17% of the total population of Ethiopi&isTcan be cited as an example of a very
low supply and coverage level even by Sub-Sahafanaf standards. It must be noted

here that the coverage figures will even reflectctimworse situations considering the

unreliability and un sustainability of the supplysafe water

MOFAN (2012) under the title of Rural water and i&ation, assessing impacts stated as
‘on the progress on water and sanitation that lggmd on increasing access to clean
drinking water. The global target is likely to bargassed, although rural areas are
lagging behind and more than one in ten people stilynot have full access to safe
drinking water by the 2015 deadline. While someiaeg, such as east and south-east
Asia, have already gone beyond the target, prograsss widely. Sub-Saharan Africa
remains far behind: Despite having almost doubleel number of people using an
improved water source between 1990 and 2008, cgeevas still only 60% in 2008. The
2011 report shows slower worldwide progress withard to basic sanitation, where the
picture is quite bleak. The percentage of the wenpulation using an adequate toilet
rose just 7% from 1990 to 2008, from 54% to 61%m@Aé$t half the population in

developing regions does not have access to saffdtaitities, and an estimated 1.1 billion

10



people practice open defecation, exposing themsedwel their communities to major

health risks.’

Growth and Transformation Plan (GTP, 2010), state&thiopia’s water supply coverage
has improved from 19 per cent in 1990 to 65.8 et a 2010 (comprising 62 per cent
rural and 91.5 per cent urban). During the saméggesanitation coverage increased
from 4 per cent in 1990 (JMP estimate) to 60 pet 82009 (MoH), with rural coverage

lagging behind urban coverage (56 and 88 per cespectively). Most of these increases
were accomplished during the 2005-2010 PASDEP imefgation period. The growth in

water and sanitation coverage is remarkable, gikiervarious constraints outlined in the

preceding section.

MOFED (2010) stated that, in 2010 access to dripkiater was estimated at 68.5%:
91.5% in urban areas (within 0.5 km) and 65.8%uralr areas (within 1.5 km). The

higher figure for rural areas may be because thtamice to an improved water source
used in this definition is higher than the distansed by the Demographic and Health
Survey. In 1990 access to improved water supply beseh estimated at only 17%, and
access to improved sanitation had been estimatenhlgt4%. There thus has been a
significant increase in access for water supply sardtation, which spans both urban and
rural areas. More than 138,000 improved commungyewpoints were constructed and

rehabilitated from 2008 to 2010.

MOH (2011) on the National Hygiene & Sanitatioma&tgic Action, Plan for Rural, Per-
Urban & Informal Settlements in Ethiopia 2011-20kflicated that ‘Ethiopia has made
great strides increasing both its water supply semitation coverage since 1990, when
these indicators stood at 19% and 5% per centecéisply. Much of the progress in

access to sanitation has actually taken place <2009 when the Health Extension
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Programme was introduced and its cadre of over(0BOJ@ealth Extension Workers
undertook household sanitation promotion as pathefModel Household Programme.
Innovative, large scale sanitation campaigns weee brganized in SNNPR and later, in
Amhara Region. More recently, introduction of then@nunity Led Total Sanitation and
Hygiene (CLTSH) approach to community and househglgiene and sanitation has re-
invigorated the sector and helped reach more contimasinvith the goal of ending ‘open
defecation’ through self-built toilets, and by enging appropriate hand washing and
water handling practices. In spite of this progredsut 30 million Ethiopians still lack
basic sanitation facilities and less than 20 pat oéour population are regularly washing
their hands with soap and water at critical timgasafe water handling and storage
means that nearly 40 per cent of the water consumédtbmes is contaminated with
faecal matter. Sanitation and hygiene are not emgortant in terms of controlling
communicable water-and hygiene-related diseas¢sldn because of the important link
between these diseases and childhood malnutribmmieed, Ethiopia will not meet its
goals for improving child health and nutrition ifewdo not tackle the hygiene and

sanitation situation’.

BOWME (2007) indicates that the coverage of watgpsy is increasing through time
for both rural and urban areas of BGRS. Accordintgb/ coverage of water supply in the
region was only 23.52% in 2000. From this total23% accounts for urban and only
20.2% accounts for rural. The figure for total cage has significantly increased to

48.66% in 2008. From this total 78.08% is in towans 43.28% is in rural areas.

BOFED (2007) on the on the fact of the region hirlendicated that in spite of abundant
water resources of the region, safe drinking wéberthe population was in a short

supply. But, presently since the regional governnpeovides due attention to the sector,
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44.1% of the total population have access to petafater from hand dug wells, medium
deep ,deep wells and developed spring. The supphuich better in urban areas 66.16 %
than rural areas (40.13%). However, most of théreg water supply is mainly through
traditional dug wells and to some extent boreholesnvns like Assosa, Mandura and
Bullen are obtaining their water supply from borelso Rural villagers are using small
spring, which have a very low yield. However thisverage seems to be calculated
assuming all the water structures in both rural athéin areas were functional. In realistic
terms the coverage is even by far less than whsttaied by the bureau as some of the

structures were not functioning.

Assosa WWO (2012) on the summary report of safemadcess in the worda mentioned
that the coverage of water in the woreda for rarahs was 52% in June 2012 assuming

15 liters of water per day per person within thetathce of 1.5 kilometers.

IRC (2011), in WASH project proposal document edfats, nearly half of the rural
population in the BGRS region does not have actessafe drinking water. These
targeted woredas have very little government antereal funding for water and
sanitation improvements. According to an IRC ihiaasessment in 2010, the coverage
rate for drinking water was only 27% for the commties in Assosa Woreda. It was also
indicated that only 25% of schools and health fized in BGRS have access to improved
water points in their compounds. Water for cleanimgd hand-washing is often
unavailable. The baseline survey report also pdimtat that the households that have
access to clean potable water in the study targee¢lks was 20% only in 2010. In the
initial project survey it was also indicated thevemge for improved sanitation service in

rural areas of Assosa Woreda was only 32%.
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2.2. Water Resources and Quality

BOWME (2000) on the document Inventory on improwater supply systems of BGRS
indicated that the main sources of drinking waterthe region were HDW, BH and
springs. Accordingly there have been 461 structofesuch types in 2000 in the region.

The inventory indicated that from these total dues, 157 were not functional.

The main sources of rural potable water in Assoseeda were also HDW, SW and
protected springs. In June 2012 there have beew28&h structures in the rural parts of

the district. From these total, 23 of them werefoattional (Assosa WWO, 2012).

IRC (2010) on its initial rapid assessment, peopithout access to improved water
sources depend mainly on unprotected springs amdisporhese sources are located
outside the communities, forcing women and girlsré&vel long distances for collection
of a small amount of unsafe water. As most of thengs, streams and ponds dry up
during dry seasons, women (who usually fetch wateed to travel even longer distances
to neighboring communities to find water sourcegtipg them at higher risk of violence.
The IRC’s discussions with rural communities reedathat there is often conflict over

the use of limited water sources in these areas.

BOFED (2007) on the bulletin entitled facts aboenBishangul Gumuz mentioned that
the type of water in the region is predominantlgabbonate: Pure or transitional Ca
HCO3 typed. In addition to the Calcium types of ugro water, Na HCO3 /pure or
transitional/ and transitional, Ma Ca HCo3 typesgobund water are Known in the
region. Moreover, the hydrogeology study/1991/ ofogsa and Aba Ramla rivers

revealed the existence of mineralized ground watére region.
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IRC(January 2013) on its draft project final repodicated that the quality of drinking
water in BGRS is worse from natural sources. Tipons made on quality of water by
IRC on the water gained from BH, HDW and springeveid the water quality for the
new water structures is checked with the regioratewlaboratory before use. Based on

the water testing it has been found that the watep to the standard for drinking.

2.3. Types of Sanitary Services and Their Quality

Solomon Bekele (2011) in his paper entitled An Assgent on the Status of Water
Supply and Sanitation in Ethiopia: A Case of Amlmwh mentioned the type of latrines
and how only small part of the rural community aséng it stated as: the majorities of
HHs (68.9%) do not have toilet facilities and hemse an open field or forest. About
28.1% of the total HHs used a pit latrine. Thidfilg is more of an influence of rural
HHs where more than 78% do not have toilet facil@nly 10% of rural HHs have pit

latrine.

The IRC (2010) initial survey document showed ttie majority of the project target
community does not have improved latrines. Only 3#%he community have improved

pit latrine, the remaining use either not improlegdne or use open defecation.

The IRC (2013) final project report showed that m@31%) of the target communities

use improved pit latrine that is sheltered and pede

2.4. Impacts of Access to Improved Water Supply an&anitation services on the Lives’ of

Rural Community

Richard Carter, and et al (1999) in their paper Impact &ndtainability of Community
Water Supply and Sanitation Programmes in Devetpp@ountries mentioned that

Proposed infrastructure developments can only delei(a) if they will have a beneficial
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impact on communities, and (b) if this impact via# long-lasting or sustainable. Unless
beneficial and sustained impact is likely, there ligle point in carrying out

environmental, economic, and other appraisals aviifew to subsequent implementation.
This is as true of developed as of developing ams)tand as true of the water and

sanitation sector as of any other.

The same authors in clarifying that projects failbenefit the beneficiaries said that in
developing countries, a significant number of petgeincluding those in the water and

sanitation sector; fail to deliver benefits to stgiover the long term. Part of the cause of
this failure lies in poor understanding of the ssof impact and sustainability.

In addition these authors on the same study coadltldat inadequate water supply and
sanitation services in developing countries resulexcessive expenditure of time and
energy, water- and excreta-related disease, akdofaprivacy in defecation. Water and

sanitation projects often fail to achieve signifitampacts in all these aspects, and

systems are often under-utilized, broken down pbandoned.

Susanne Hesselbarth (October 2005) in the papétednSocio-economic Impacts of
Water Supply and Sanitation Projects stated aspittreision of safe drinking water and
basic sanitation contributes to sustainable imprea@s in peoples’ lives regarding their
health and education situation, the preconditiarspfoductive employment as well as
for the eradication of extreme hunger and the engpom&nt of women. The author
further explained about the impact of water andtaaon services as: water supply and
sanitation are essential for human health and altvifor food security and the

empowerment of women as well as the education rts, gor reduction in productivity

losses due to morbidity and malnutrition, for thanagement and protection of natural
resources. Although the crucial importance has lvadely recognized, the right to safe

water and adequate sanitation remains a promiselfilletl for the world’'s poorest
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citizens. The lack of access to safe drinking wated to basic sanitation impedes
economic development, thwarts progress towardsegeeguality and puts the health in
danger. The unsustainable exploitation of natiesburces is often due to insufficient or
inadequate water supply and sanitation. The argtsmersupport of expanding the access
to water supply and sanitation services and prorantéronmental sustainability can be
expressed in terms of human values, human rightsedisas in health and economic

terms. Access to basic services like water suppty sanitation is a moral and ethical
imperative rooted in the cultural and religioudtt®n of societies around the world. The
United Nation have affirmed the Right to Water @02, recognizing that the right to

water is indispensable for leading a life in hundignity and a prerequisite for the

realization of other human rights. It states that human right to water entitles everyone
to sufficient, safe, acceptable, physically acd#esand affordable water for personal and
domestic use. The statement echoes the importdrateatiequate water supply and
sanitation has for the health situation, for ecommoamd social development and for an

ecological balance.

Susanne Hesselbarth (October 2005) explained asuridg the water supply for the
household has significant consequences both instefrime and monetary costs. At the
same time, insufficient and inadequate water suplg sanitation result in increased
health risks for the population and a higher matpiend mortality due to water related
diseases. Improving water supply and sanitation halve a positive impact on the
individual income and poverty situation of the bieziary household. Reducing the time
and energy burden of water collection by providgade water at a nearer distance will
enable household members to engage in other &ssivihmong them productive and
income generating activities. Improved water qyalitll reduce the health risks and also

the costs of preventing and treating ill family mmars. Furthermore, the reduction of
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working days lost to water-related diseases widloahave a positive impact on the

household’s income situation.

Susanne Hesselbarth (October 2005) on the saraerdiglarding environmental impact
stated as: Improved water management, includingsin@l pollution control and water
conservation is a key factor for maintaining ectesysintegrity. Adequate treatment and
disposal of excreta and both household and indlisivastewater contribute to less
pressure on freshwater resources. Furthermore,oiredr sanitation reduces flows of
human excreta into waterways and reducing the otispehealth and environmental
risks. Furthermore, water, sanitation and hygiengniportant for improving the lives of
slum dwellers, by reducing the risks of contractwater-related illnesses, relieving the

burden on women and opening opportunities for ssale enterprises.

In the impact assessment of rural development gioja general and in water supply and
sanitation service projects in particular both gative and quantitative methods could be

implemented jointly.

Sabine Garbarino and Jeremy Holland (March 200%hen study of Quantitative and
Qualitative Methods in Impact Evaluation and MeasyiResults stated that qualitative
and quantitative methods and data are often moneeihol when combined, at different
levels and in different sequences, we can categalifferent ways of combining and
sequencing. In the same study these authors medtibiat in Carvalho and White (1997,
18) usefully describe three ways of combining tlestbof qualitative and quantitative
approaches: (1) integrating methodologies for betteeasurement, (2) sequencing
information for better analysis, and (3) mergingdfngs for better action. We elaborate
briefly on these three areas below and apply thentheir potential use in impact

evaluation.
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They further explained how the joined both qual&atand quantitative methods are
important in impact evolutions as; When considefvays to combine quantitative and
gualitative methods and data, it is important tabare of their comparative advantages
and to recognize that ‘strong fences make goodhbeis’ (Appleton and Booth, 2005).
In short, while quantitative methods produce dhtd tan be aggregated and analyzed to
describe and predict relationships, qualitativeeaesh can help to probe and explain
those relationships and to explain contextual ckfiees in the quality of those
relationships. Qualitative research is able toswaal analytical frameworks to interpret
observed patterns and trends-including analyssooifally differentiated outcomes-and to
analyze poverty as a dynamic process rather thetati@ outcome. One rapidly growing
area of qualitative analysis is political econonmalstsis, which was operationalised by
DFID through the Drivers of Change initiative faruntry system analysis, widely used
for analysis of sector and policy reform in PSIAdawhich is now being applied to
‘problem-focused’ analysis, such as recent DFIDdfoh analysis of growth policy

options in Uganda.

Judy(2000) on a Handbook for Practitioners emtitlEvaluating the Impact of
Development Projects on Poverty indicated thatoaltin there is extensive literature on
gualitative versus quantitative methods in impacal@ation, there is also growing
acceptance of the need for integrating the two @aagres. Integrating qualitative and
guantitative evaluation can often be the best Veticx meeting the project’s information

needs.
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CHAPTER THREE: RESEARCH METHODOLOGY

This chapter discusses on description of study, @esign of the study, methods of data
collection and the data processing. The resulthigipaper are driven from field survey
conducted in three kebeles where the project isabpeal. Both qualitative and

guantitative data were collected from both the pryrand secondary sources.

3.1. Description of the study area

Benishangul Gumuz Regional state (BGRS) is onehef riine regions of Ethiopia.
According to BOFED (2007), the region is known ® dne of the lowest levels in its
development. This is reflected by its low level @évelopment in terms of social,
economic and infrastructural access and availgbilithe region. The current low level
of development emanated from the past neglecteofegion in the development as well
as wide dispersal of the region's population. Ninetess, the BGRS has a substantial and
varied natural resource base. The region has $eiigagvicultural land and a considerable
number of livestock resources although not yeizatll to the expected level. Its water
resources are vast due to the existence of a nuoflparennial rivers. Various types of
minerals that could be used for industrial and toon purpose also found in the
region. In addition to these, the region has agatential in natural tourism attractions
because of the existence of diversities flora anth& resources. Despite the immense
exploitable resource of the region, its resourcasehnot been fully assessed and

documented in such way that it attracts the atterdf potential investors.

Location

The BGRS is located in the North West part of Htladordering the Sudan. The region

is situated in the Blue Nile River Basin. The landss of the region is estimated to be
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50,380km2. Its capital Asossa is 670Km from theitehqpf the country, Addis Ababa.

The region stretches along the Sudanese borderebet®0 35" and 110 39" N and
between 340 20" to 360 30" E. Assosa woredaasobhe 22 woredas in the region and
one of the seven woredas in Assosa Zone (BOFELY,)200e woreda comprises kebeles
surrounding the regional capital, Assos town. Thbekes under this study are found to
the eastern side of the regional capital with atmeded distance of 25-30kms. The

location of the study area is shown on Figure bwwel
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Figure 1: Map of Assosa Woreda and the Kebelesmuthe Study
Source: GIS section of BOFED of the region

Topography and Climate

The topography of Benishangul Gumuz region is caedaf mainly low land and plains

and a few mountainous and gorges created by Alay and its tributaries. The altitude
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of the region ranges from about 580-2731 MASL (BOFE2007). According to
Aschalew, 2011) the annual rainfall amount rangesmf900-1500mm. It obtains high
rainfall for about six months, from May to Octoberthe year. The temperature in the
region usually is hot and humid. It varies with aahminimum 13c to maximum 3%.
The study area, Assosa woreda, in general is hoichwith higher altitude relatively to
the most woredas in the region. The temperatutbeofvoreda is hot humid in the rainy

season and dry hot in the dry season that ranges¥Bc to 27°c.
Population

The total population of the region was estimated¢o670,847. Out of which 87,366
reside in Assosa woreda based on the (CSA, 20Q@ionahcensus of Ethiopia. From this
total figure, 44,176 were men and 43,190 womendessies of the woreda. The
projection for the population shows the populatbhe region to be 938,996 in the year
2010. According to the projection the populatioresof the Assosa woreda is estimated
to be 127,248 (64,673 Male and 62,575 Female) i02The numbers of population is
also growing rapidly from time to time. Currentlyet population can be even more than
this figure. The vast majority of the populationthe region lives in rural areas (90.3%
rural and 9.7% urban-2005 projection of CSA) ineayvsparsely populated and scattered
settlement. According to BOFED (2007) the rural ylapons are living in remote and
inaccessible areas follow scattered settlemenesysthich are about 12 persons per

Km?2.

The three kebeles under this study namely; Komashiy Komedhiga 25 and Ateto have
an estimated total population of 3106 based orbdseline survey report of the project

under study
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Culture and Language

In the region different ethnic back ground peopie r@siding. Some are typically native
(Berta, Gumuz, Shinasha, Mao and Komo people) aedetare also different non-
indigenous ethnic groups inhabiting throughout tegion (BOFED, 2007). These
includes; Amharas, Oromos, Tigray and others. Baftamg with Gumuz holds the
majority of the population of the region. Bertargthgroups are living in Asossa zone
while Gumuz inhabits in Metekel and kamashi zor&#sinasha are found in Metekel

zone, Mao and Komo, are found in Mao Komo spec&ieda.

Within the region there are various types of religiThe well known and the dominant
once are Muslim, Orthodox, Christian protestantthGlec and traditional believe
followers (BOFED, 2007). Muslim and orthodox Chast followers constitute the
majority of the population of the region. ArutamdaGumuz Languages are the most
widely spoken languages as a mother tongue. Arusamai language that is spoken by
Berta people in most parts of Asossa zone. Amhemct Oromigna Languages are the
widely spoken languages as second languages. liticadtb this, Amharic Language

serves as working Language of the region.

Livelihoods

Most of the rural Household’s livelihood dependstaditional gold mining especially
the native communities. Traditional crop cultivatiand livestock rearing, hunting and
fishing are the other sources of livelihoods fardbnative communities. Communities of
non-indigenous are usually subsistence farmer. Tgreguce both crop and livestock
together. Mango fruit is used as a cash crop fah ladigenous and non-indigenous

people of the region in general and Assosa wonegaiticular (BOFED, 2007).
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Though the region have a vast cultivable land wéheral perennial rivers including river
Abay (Nail), agricultural production is subsistemhis is due to the fact that there is no
sufficient supply of modern input to improve thopeasants who are engaged in
subsistent agriculture, there is no sufficient ficiag institution, rural cooperatives are
yet in formative stage, etc. Rural people espeacifié natives still use very traditional

farming tools; they don’'t have sufficient awarenégssmanage their farms to boost
productivity. They usually spend by finding goldditionally. Gold mining take much of

their time, however after a week or a month of ohigglip holes they may not get any to

support their families.

Drinking Water and Sanitation Experiences

In spite of abundant water resources of the regafe drinking water for the population
was in a short supply. However, presently sincerdggonal government provides due
attention to the sector, nearly half of the totapplation have access to potable water
from hand dug wells, medium deep wells ,deep vaeil$ developed spring. The supply is
much better in urban areas than rural areas. Maosteoregion's water supply is mainly
through traditional dug wells and to some extertbdoeholes. Major towns in the region
are obtaining their water supply from bore holesraRvillagers are using small spring,
which have a very low yield. The type of waterte region is predominantly bicarbonate

(BOFED, 2007).

According to the project base line survey, mosthed rural kebeles in the region in
general and in Assosa woreda in particular eitbessdot have any improved and modern
water supply system or the structures which havenbalready developed are not
functioning because of damage or poor maintendrtoe supply of safe water is worse in

rural areas than urban area. The majority of rcoahmunities were forced to fetch water
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from unsafe sources such as rivers, ponds and tegbed springs. The same was true for
sanitation and hygiene. Most of the rural househad not have clean and hygienic
latrines. Most rural households also do not haaegd to discard dray wastes. Poor water
sources and poor sanitation and hygiene lead rooahmunities for sever health

problems.

At the beginning of the IRC WASH project in Octol11, the baseline survey revealed
that the majority of households (80%) get drinkvmater from unimproved water source;
only 20% of the households get from improved wateurces. Only 32% of the

households use latrines. Washing hand after dedecand before food was not a
common practice and outside defecation of humareéxevas not totally a taboo in these
communities. Diarrhea and other health problemsveecommon problem. People take
much of their time especially women and girls tdlemt water from far distance

unprotected water sources.

3.2. Universe of the Study

This study was conducted in Assosa woreda of BGRR8sing on twenty six villages of
the three IRC WASH Project target kebeles of Asssseeda namely; Komoshiga 27,
Komeshiga 25 and Ateto kebeld$e total population of the three project targdiekes
was estimated to be 3106 according to initial Hase survey document of the project.
From these total populations 1240 people resid€oimeshiga 25 kebele, 1297 people in
Ateto Kebele, and the remaining 569 people resd&omeshga 27 kebele. In these
project target kebeles there were a total of 62Gskbolds, of which 295 found in
Komeshga 25 kebele, 116 in Komoshga 27 kebele dmad i@ Ateto kebele. The
households of these kebeles reside in 26 distirsetharated villages or locally know us

‘gotts’. Each kebele has a number of villages anttf; Komoshiga 25 has 12 villages,
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Komeshiga 27 has 6 villages and Ateto kebele hedl&es. Each village consists of
households ranging from 12 to 30. The total poputafor the kebeles under study is

shown below on Table 1.

Table 1: Total Population of the Kebeles underShely

No | Name of Kebele Total Population Number of House Number of
Holds (HHs) Villages/Gotts
1 Komeshiga 25 1240 295 12
2 Komeshiga 27 569 116 6
3 Ateto 1297 214 8
G. Total 3106 625 26

3.3. Sample Design

A sample is a miniature representation of and sedeitom a large group or aggregate. In
other words provides a specimen picture of largkolev IGNOU-MRD-004-Tools of
data collection). Accordingly to determine the s@mgize from the three kebeles the
determined number of villages was randomly seledtdty percent of the villages from a
single kebele were selected from total number ofviléges. The number of selected
villages from each kebele was proportional to thenber of villages in each Kebele.
Sample households were selected randomly fromdleeted villages. Assuming 12 to
30 households reside in one village the reseaidotrded in his sample about 20% of
the households from the sampled villages. Durimgfigld survey all (100%) the sampled
HHs holds interviewed. The researcher had also badartaken key informant interview
with health extension workers (HEWS), developmeyaras (DAS), school teachers (ST),
Kebele administrators (KAs), and an elderly (EL)estch Kebele, two focus group
discussions; one women group (WG) and one men @utapat each kebele. Moreover
data was collected by sending questionnaire faoredy water, energy and mining bureau

expert, woreda water office experts, woreda heafflte expert, and IRC water and
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sanitation officers. In sum; data is collected framotal of 100 cases during the data

collection which means data were collected fromartban 98% of the sampled cases.

Based on the above clarification the sample wasntdér the study as presented on Table

2 bellow.

Table 2: Sample Size Taken for the Study

No | Kebele/Other Got | HH | D HE ST KA | E MG WG | Questio | Total
Agencies A | W L nnaire

1 Komoshiga 25 6 30 2 2 1 2 1 1 1 40

2 Komoshiga 27 3 12 2 2 1 2 1 1 1 22

3 Ateto 4 22 2 2 2 1 1 1 31

4 Woreda Health Office 1 1

5 WWO 2 2

6 BWEM 1 1

7 IRC Staff 3 3
Total 13 64 6 6 2 6 3 3 3 7 100

3.4. Data Collection and Processing

3.4.1. Data Collection Tools

In the data collection process major tools likedepth interview, questionnaire, semi
structured discussion questions or check listssssundary data sources were used and
implemented. Both secondary and primary sourcee weed as source of data. The
primary sources were collected from the house haldvey, form key informant
interviews and from the focus group discussionse ®econdary information was
collected mainly from government offices and IREIdi office. Both qualitative and
guantitative data were collected from different rees. Quantitative data were mainly
collected from the interviews and questionnairds Gualitative data were collected from

focus group discussion and personal observatitimedield level.
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a. Quantitative Data Collection

Household interview

An interview questions were prepared for the comitres) especially for the head of the
household preferably wife or adult women who haedirelation with the subject under
study. The questionnaire was structured and insludieedetermined questions. The
collection of the data at field level was managgdhree field assistances under close

supervision of the researcher. The entire plandesbéple HHs were interviewed.

Local leaders and government staff interview questinnaire

Interviews were conducted with different key inf@amts that were believed to have the
knowledge on the subject. The questions underciisgory were more of open type to
get free response of the respondents. These respisndclude government development
agents, health extension workers, teachers, kelgrenistration members and elderly at

the kebele level.

Questionnaire for regional and woreda government stff and IRC staff

A structured questionnaire was dispatched to gowem and IRC staffs that were well
educated and well aware about the project. Alsersgwofessionals; one RWEMB
expert, two woreda WWO experts, one woreda hedfibeoexpert and three IRC EH

staffs were replied on the questionnaires.

b. Qualitative Data collection

Focus group discussion

A semi structured leading type of check lists wprepared for focus group discussion

facilitation. A group of five to seven people weneolved in a single FGD. The group
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comprises from community leaders, WMC members, lyautd elderly. The FDG was
facilitated by IRC EH officer and all the recordsgere taken by the researcher. Focus
group discussions were conducted for women andgrarps separately for each Kebele.

Accordingly a total of six focus group discussiovere facilitated.

Observation

Personal observation on the water sources, new \watectures, sanitation and hygiene
promotion activities at household level were agphs a tool that helped the researcher to

see the changes gained as a result of the prajecvention.

c. Review of Documents (Secondary Data Sources)

Secondary data about the background of the WASHkegtats implementation and the
impacts of the intervention on the community anel tbsearch area were collected from
regional and woreda government offices and the fiRl@ office. On the desk review was
undertaken on the project document, reports andi@wans. Data also collected from the

documents obtained from the woreda and regionaedfices.

3.4.1. Data Processing and Analysis

Four Master tables were prepared for each sourdatafcollected; the first one is for the
data collected from HH interview, the second is @iata collected from kebele level
(local) leaders and government staff, the third tfee data collected from regional and
woreda government staff and IRC field staffs anel fiburth for information obtained

from the focus group discussions. The data obtdiraed other sources is complementing
the HH data and the data from the focus group dson and observation is triangulated

with data obtained from the interview and the qoesiaires.
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The collected data from interview questionnaired &om other tools were verified,
edited and entered to the computer. The Data fraétirtderview were processed using
computer soft ware. Descriptive statistics (tabtgaphs and charts) depending up on the
type of data were utilized in the analysis of thegadand to present the results of the
findings of the study. Triangulations of the di#fat sources were also made for the

curiosity of the information from the different soas.
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CHAPTER FOUR: RESEARCH RESULTS AND DISCUSSIONS

4.1. Socio Economic Characteristics of Sample Housads.

The socio economic characteristics include thechiasormation on sex distribution, age
distribution, marital status, household size, etlonastatus, livelihoods, and income of

the interviewed households. These characters aa#ylaescribed below.

4.1.1. Sex Distribution

From the total household interviewed, 67% were worard the remaining 33% were
men. As women know better and directly attachet wiater and sanitation challenges in
the household from the very initial stage of théadaollection preference was made to
interview women than men when ever available. Sewansary of sex distribution of

respondents on Table 3.

4.1.2. Age Distribution

The age distribution of the respondents ranges fténto 80 years old with an average
age of about 36 years old. The majority (74%) efrispondents were between 20 and 60

years of age. See detailed age distribution on€eTalielow.

4.1.3. Marital Status

From the interviewed respondents 81% were marfiéétl were single, 3% divorced and
2% of them were widowed members of the househatemRhese interviewed household
members, 55% were wives, 30% husbands, 12% chilagengreater than 15 years old

and 3% relatives of the HH. See the detail on Table
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Table 3: Respondents Demographic Characteristis, (&ge and Marital Status)

Characteristics  Category Number of respondent R&age
Male 21 33
Female 43 67
Sex Total 64 100
<20 Years 9 14
21-40 Years 38 59
41-60 Years 12 19
>60 Yeas 4 6
No Response 1 2
Age Total 64 100
Married 52 81
Divorced 2 3
Single 9 14
Widowed 1 2
Marital Status Total 64 100

4.1.4. Household Size

The household size the interviewed respondent Higias from 2 to 10 people per
household with an average size of 5 persons imgleshousehold. The majority of the
interviewed households (63%) have a family sizegiragn 4-8 persons per HH. See HH

size on Table 4 below.

Table 4: Household Size of Respondents

Number Total HHs Average
HH Size Group of HH  Members Percentag@o) HH Size
1-4 Persons 28 91 28 3
5-8 Persons 32 201 63 6
>8 Persons 3 28 9 9
No Response 1 0 0 0
Total 64 320 100 5
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4.1.5. Education Status

About 77% of the intervened household members wetdaving any formal education,
11% of them attended primary education, 6% can esmblwrite and the remaining 6%
were secondary education levels. The educated mdspts were mainly children age
greater than 15 of the HH who interviewed in theeadze of their parents. The summary

of the respondents’ education level is describedale 5.

Table 5: Education Status of Respondents

Level of Education Number of Respondents Percent¥®g
No formal education 49 77
Read and Write 4 6
Primary (grade 1-8) 7 11
Secondary (grade 9-12) 4 6
Total 64 100

4.1.6. Livelihoods

The main economic activities that interviewed hdwd#s engaged is crop farming and
gold mining or a mixture of both. From the totalikeholds interviewed 81% are mainly
involved in crop farming and small livestock reayii7% in farming and traditional gold

mining and the remaining 2% in bee keeping. SedeT@below for the detail.

Table 6: Major Economic Activities of Respondentudeholds

Economic Activity HHs Percentage (%)
Farming/Crop production 50 78

Mixed Farming(crop and livestock) 2 3
Apiculture- traditional bee keeping 1 2
Farming and traditional gold mining 11 17

Total 64 100
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4.1.7. Income

The income of the interviewed HH varies from 20 E®6B500 ETB per month for whom
that knows and responded the amount of their mpnitidome. Nearly half of the
respondents were not responding to this questimmREhose who replied, majority earn

from 200 ETB to 300 ETB a month. See for the ddtaih Table 7.

Table 7: Monthly Income of Respondents Households

Monthly Income/ETB  Respondents Percentag€%o)

<100 8 13
101-200 7 11
201-300 19 30
>300 1 2
No Response 29 45

Total 64 100

4.2. Water Supply System

4.2.1. Sources of Drinking Water

The major sources of drinking water in the targghmunity was from unprotected water
sources which include water from rivers, streanmprotected springs along river side,
and ponds. About 80% of the communities under shisly have been fetching drinking
water from these sources. Only 20% of the commuunggd to get water from hand
pumped shallow wells. This figure has changed afletr the project intervention in these
communities. To date from the interviewed househa@tout 78% get water from safe
water sources. This improvement is due to thetfadtthe project established seveaw

shallow well with hand pumps and rehabilitated baed dug well with hand pump in the
target communities. As the remaining 22% of themiewed HHs responded they are

getting water from both the hand pump and otherratepted sources the percentage
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those using from improved water sources could lem ewore than the stated figure. This
may be true as the project final report says tked tumber of HHs using from improved

water sources reached 87% after the project intéioie Moreover as part of the project
intervention roof water harvesting schemes for sgbools and one health post with a

storage capacity of ten thousand liters have besstricted.

The sources of water for the target communitiesigeénd after the project intervention

as described on the project final report can ba feen the following Table 8.

Table 8: Sources of Water Before and After therir@etion

No of
Gott/ People
Kebele | Village Sources of Drinking Water Served
Before the
Intervention After the Intervention
Komes Shallow well fitted with
hga 27 | Gott 3&4 | Unsafe Stream | Afridev Hand pump 468
Shallow well fitted with
Gott 5&6 | Unsafe stream | Afridev Hand pump 352
Rain  water  harvesting
School No water tanker 188
Health Rain  water  harvesting
post No water tanker 15
Komes Unprotected Rehabilitated with Afridev
hga 25 | Gott 3 HDW Hand Pump 330
Unprotected openShallow well fitted with
Gott 1&2 | well Afridev Hand pump 810
Open well and Shallow well fitted with
Gott 3&4 | river/stream Afridev Hand pump 504
Rain  water harvesting
School No water tanker 383
Gott Open well and Shallow well fitted with
Ateto (1&2) river/stream Indian mark Il Hand pump | 234
Unprotected openShallow well fitted with
Gott 7&8 | well Indian mark Il Hand pump | 257
Shallow well fitted with
Gott 3&4 | River Indian mark Il Hand pump | 368

Source: IRC, WASH Project final report (draft)
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From the response oafterviewed HH, one can easily understatisht thesources of
drinking water for theamajority of the Hts before the intervention was froopen wells,
rivers and streams while after the interventionsources of watefior the majority of the
HHs is changed tohallow well with hand pump (HP). See the rejof the interviewed

HHs on the water sourd®efole and after the project interventismammarized olFigure 2

below.
HHs Reply on Type of Water Sources Befor and After Project
Intervention
70 - 64 64
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Figure 2: HH hterviewResponse on the Water Sources betoréafter the Project

Intervention.

The following three pictures in one icture 1)also shows how a girl is fetchirwater
from open and unprotected well. There are a latasftainer (“Jarry cans”) waiting for
their turn. This water sour in addition to its uncleannessjs dangerous for the lives’ «
the water collectorsThey may have a chance to inter into the wellrddwer with tlese
existingproblems the wat could not last throughout the year and as a rélsevillagers

are exposetb excavate another well afar distance plact® get wate.
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Picturel: Unprotected Well and How a Girl is Femghirom it in Komeshiga 25 Kebele.
Source: Photo shot by EH team of IRC Assosa Fiffideo

4.2.2 Accessibility and Availability of Drinking Water

The water from those unprotected sources couldlasitthroughout the year in some
villages. In these situations the dwellers wereaumegl to go further distance to get water
especially in the dry season. In complementing 2% of the interviewed HHs revealed
that the water from these sources is not lastingutghout the year. From those
respondents the majority of them mentioned thattater from these unprotected water
sources serve only 6-9 months in the year, whicana¢he last 3 months are seasons that
people move far distances to get water. From thimen focus group discussion in Ateto
Kebele it was possible to understand that as th@mte increases the challenge is not
only time taking but also women were exposed fotuak abuses while they were

traveling far distance to collect water.

Water access is drastically improved after the gqmtojntervention. The majority of the
communities get water within one kilometer of digtas. Not only the distance is reduced
but also there are no long queues to wait for fatchvater, violence among neighbors
reduced and sexual abuse on women and girls redtoawh the interviewed HHs, 97%

witnessed that the access to drinking water is @vgal and only 3% replied the access is
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the same as previous. These HHs may be from thbisetlivhit previously have the acc:

for HP water source&ee thePie Chart (Fjure 3) below for the response of the +

Interviewed HHs Response on the Improvemt of Water Access

3%

B Improve

M Same

Figure 3: Interviewediousehold Response on the Improvement of the Water Ac

4.2.3. Time Required for Water Collection

Before the project intervention, the time requitectollect water varies from 10 minut
to an hour.The majority (48%) of the respondents said it tatkesn 3( minutes to one
hour to collect water. This shows timajority of the villagers collecwater from far
distances away frortheir villages. Moreover the long queue faaiting their turn takes
evenmore time than the travel. From twomenfocus group discussion in Komesh
27 kebele respondents mentioned that in some (t takes theneven half a day treach

their turn to fetcha single pot cwater because of long queue.

The time requiredor water collection after the intervention ges from less than I
minutes to 30 minutes. The majority of the respotslegevealed that they can coll
water within 10 minutes (74%). The remaining 12.6%pondents indiced that it takes
10-15 minutes and 12.5% of the dwellers in some @t a little far from water point
said it takes them 180 minute. This time reduction is mainly due to the fact thzs
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improved water points are constructed near villagied the problem of long queue to
walit for their turn is solved. See Table 9 for theerviewed HHs response on the time

required before and after the project intervention.

Table 9: Time Required for Water Fetching

Before Intervention After the Intervention
Time group Respondents Percentage Respondents nRgee
<10 minutes 12 18.75 47 73.44
10-15 minutes 9 14.06 8 12.50
15-30 minutes 11 17.19 8 12.50
30-1hour 30 46.88 0 0.00
Don’t know 2 3.13 1 1.56
Total 64 100 64 100

4.2.4. Functionality of the Water Structures

In addition to their limited numbers, most of thater structures before the intervention
were either produce very small amount of water ereannone functional. For instance one
hand dug well with hand pump in Komoshga 25 kelbele not functional. The project in
addition to constructing new structures was respémso rehabilitate some of the
previous non functional water structures. Whilepmeslents asked the functionality of the
newly erected schemes by the project, 87.5% repled all the newly constructed
structures are functional while 12.5% of the resj@ms mentioned the new water
structures have some technical problem. The reagsomsalfunctioning of the structures
was mainly because of the handle of the hand puswmp problems to pull water from the
well. From focus group discussions and personakodation it was also possible to
understand that the handle of one of the newlybésteed shallow well in Komoshiga 25
kebele is tight to move and the discharge amouvetg small and similarly in Komeshga

27 kebele the handle is a little stronger to mave meeds more energy to pull the water
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from the depth of the SW. Both can be easily maethto serve the community in their

full capacity.

As functionality of the constructed water structufer longer period is highly associated
with the sustainability of the project, it needgraat attention by all concerned bodies

including the government, the community and the 8GO

4.2.5. Responsibility of Water Fetching in the Hou=hold

Water fetching in the study area is mainly the oasjbility of women and girls. Male,
especially fathers totally are not responsibleviater fetching unless some problem with
the women and girls has existed, like health probte they are not at home during that
specific time. From the interviewed households Gé@lied water fetching for the HH is
the responsibility of mothers, 19% of the resporsisaid it is the responsibility of both
mothers and girls, 11% of the respondents saidwhér is collected by young girls and
only 3% of the respondents said water fetchindgpésresponsibility of young boys. From
these figures we can derive that a total of 97%thef respondents replied that the
responsibility of water fetching is female’s, fasth mothers and young girls in the house.
From this figure it is possible to conclude thawhmeavy is the work load on females in

the community. The response obtained from the Hehiwew is shown on Figure 4.

For the question that asks about the involvememhdfiren’s in water fetching, 70% of
the interviewed respondents said ‘yes’ while ond¢/@3of the respondents replied ‘no’.
From those who said ‘yes’ again given a choicevibich sex (girls or boys), 98% of

them said girls.
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Water Fetching Responsiblity in a Household
3% 0%

® Mothers

B Mothers and girls

Girls

m Boys

Figure4: Response of HHhterview on theResponsibility of Water &ching

4.2.6.Household Water Consumption/Quantity

The daily waterconsumption level of the households in the studyeleswas very low
especially before the intervention. Only 28% of HH interview respondents utilize
more than 40 liters of water a day and 48% of &spondents said they consume betw
20 and 40 liters a day. The remaining 24% of tlepoadents said they consume e
less that 20 liters a day. The daily water condiongfor sinde person rages 6 to 8 lite
with an average about @fliters. This is significantly lower than the stiand which is 2(
liters per person per dayow level of consumption of water has impact on the heal
situation of the community. If tl HHs are usingninimum amount of water in a day it
an indication that they are not keeping their peasdygien properly, not drinking

enough, not keeping sanitatiand these all led them tdhaalth problem

The daily consumption rate has significantly irased after the intervention, though i
still lower than the standarThe information obtaineddm the interviewed househol
revealed tha?4% mentioned their HH daily consumption rate isrenthan 60 liters

day, 21% of the respondents replied tl daily water consumption for their househ
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rages from 40 to 60 liters a day and only 5% ofrdspondents replied they consume less
than 40 liters per day for their household. Thdydpér capita water consumption after
the project intervention ranges from 8 liters to litdrs per person per day with an
average daily per capita consumption of 10.2 lifges day (final report of the project,
2013). The Result of daily water consumption frord khterview is shown on the bar

graph (Figure 5) below.

Daily water consumption of Households
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Figure 5-Daily Water Consumption per Household before and dfeProject Intervention

4.2.7. Water Quality

The information obtained from the HH interview, focusogp discussion and key
informants revealed that the quality of water fréhose sources before the project
intervention was very poor. Most of the water sesrevere not protected. Except for
some protected sources animals and human beingsamehe same sources of water.
The water was highly polluted with animal dung arider dirt materials and the turbidity
level was high. From the intertwined households 8é&#ized that the quality of water
was ‘poor’ and only 13% of the interviewed HHs wines from HP sources mentioned

the quality was ‘good’. As a result of poor qualibe communities were suffering from
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variety of water born diseases which includes Diarrheahdigh and skin diseases.
addition, the water colrr and test from ose unprotected sources was not good en

for drinking.

The quality of water hasonsiderabl improved after the project intervention. Most o#
community members ka an access for potable water from protected so. Almost all
the information sources proved that water quahtyermof colour,test and healthine:
improved. Almost all the interviewed HHs (100%) Ireg the water quality is improve
after the project intervention. From those who iegpon the water qualitimprovement;
73% replied the watdirom thenew structures is ‘best quiafi and the remaining 27¢
said the water is ‘good quality’ and no one mergobrpoor qualit’. The quality of the
water is coupled with a chemical treatment for tlevly established water sourc
Chlorine is added to the water and it makes theewhite of micro organism The
response of the interviewed HHs on the quality afesbefore and aftethe intervention

is shown on Figures 6 .

HH Response on Quality of water before HH Respons on Quality of Water after
the intervention the intervention

2%

M Poor
M Best
H Good

H Good
i Not Understand

Figure 6: Househol®esponse on the quality of we before and after interventi
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4.2.8. Water Treatment

The experience of the community under study forew#teatment at home level before
the intervention was very low. Only about half bétinterviewed HH members replied
that they treat water at home or during fetchingnithose HHs who replied “yes” for
treatment of water, only 8% apply water agar (antdbal) and 26% boil water for
drinking. The remaining 66% apply methods likeefilbg or staining with cloth which are

not helping to avoid micro organisms.

The water sources of the new intervention are @ckatith chemicals, chlorine is applied
in the water system and the water is safe for drgknd free of micro organisms. Ninety
five percent (95%) of the respondents of the inesved HHs realized that
chemical/chlorine is added every time in the newewaources and witnessed that the
water is safe for drinking. From the final projeeport it is possible to understand that
water quality test has been conducted for eachrvgtgem. According to the report,
“The chemical test results showed the appropris®é the water from all sources for
human consumption. All water schemes are disinfettg chock chlorination method

before they are put to service for the commun{i€R, 2013).”

4.2.9. Level of Satisfaction

The level of satisfaction of the user communitiestloe newly constructed interventions
is significant. They were mentioning that time &ved to be used for other activities, the
quality and quantity of water improved, and theltmeaf the community significantly
improved. Households interviewed to rank their lew€ satisfaction from the three
options of levels of satisfactions (High, mediund dow), 80% of the respondents chosen
‘high’ level of satisfaction and 20% said mediumdeof satisfaction. The main reason

for those said medium level of satisfaction is foactionality of two of the new
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structures as mentioned earlier has some prol. The response on the level

satisfactiorof the interviewed HHis shown on Figure 7 below.

Satisfaction Level of Interviewed HHs from New Water
Intervention
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High satisfaction medium Total

Satisfaction
B Respondent 51 13 64
% 80 20 100

Figure 7:HH Response on the Level of Satisfaction of therkrentior

4.2.10. Payment folwWater

The community members do not pay any fee for théemwservice they get.Every
member of the village has a right to fetch wateselobon the time schedule without

coin to pay as water fee for the service gaiThey rather contribute o to five ETB per
month. This helps t@nsure cost recovery system for operations andterances ¢
water schemes. Thentributed mone is used for purchasing spare parts for mainten
of the water structures and chem for water treatmentThis idea is supporteby

community group discussion, key informants andHkkinterview. From the interviewe
HHs about 91% revealed that thentribution is used for maintenance, purchasin
chemical and key lockers of tlgate of thefence of the water structis. The remaining

9% said they don’t know for what purpose the moisayse:.
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4.2.11. Management of Water System

The newly constructed water structures are mandéyed management committee. A
Seven member management committee is establistredafth structure. The water
management committee is elected by the communitynlees who are fetching water
from that specific HP. The committee is responsibleollect monthly contribution from
the members, to keep the cleanness of the watectstes and the surrounding, to
maintain of water structure, to fence the strudute arrange schedules for members to
take attendance while water is fetched. At the kelavel there is water board led by
the kebele chair man. The board supervises the tdskach water management
committee. Moreover there are a trained two wagehnicians for each structure who are
responsible for the maintenance of the water supgbtem. Community members are
also responsible to be assigned as attendant dwaitey fetching time in a round bases.
This type of structure and involvement of the comityumembers in the water system is
believed to contribute a lot for the sustainabilitiy the water system. From the total
interview HHs, 98% agreed that the water structuaes managed by the water
management committee and the community memberghencemaining 2% mentioned

that the water structures are managed by government

The woreda water office is also responsible inrtteagement of the water systems, in
terms of maintenances and giving trainings for w&tehnicians and water committees.
The office is also responsible to follow all watetated activities being on the top of
water boards and responsible for the expansiordamdlopment of water supply to rural

communities.

There are early indicators when more women are gatjawater schemes are better

managed. By empowering women to participate imyestage of the project, women
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voice their WASH concerns, making the projects nsugable to their needs. According

to the project final report on average, 43% of WmM€mbers are women.

4.2.12. Water for Schools and Health Posts

Schools and health posts in the study area doesanst any water sources in their
compounds. Students could not get water for drogplkind hand washing especially after
the use of toilets and before food. Interviewedostiteachers expressed their view that
there was no any water in the schools. Studentseaad teachers were suffering from
thirst because of the lack of water during clas®tiAs the place is very hot, the demand
for water is very huge. In all the focus group dssions members of the community

mentioned the same. Their children were sufferiogifabsence of water in school hours.

Similarly there was no any water source in the thepbsts where treatments are given.
Water is very important to provide the appropris¢evice such as washing hands before
and after diagnosing patients, treating woundsn¢ptablets, etc. It was even difficult to
wash treatment utensils and clothes and it hadyative impact on the proper provision

of the health service in rural areas.

The project installed three roof water harvestigkers and hand washing structures for
schools and for health post in Komoshiga 25 and é&ga 27 kebeles, which is for one
school in Komeshiga 25 kebele and for one schodlare health post in Komeshga 27
kebele. Each water tanker has 10,000 liters of a@igpalrhese structures collect water
from the roofs of the school classes and heathshging the rainy season to be used in
the dry season. The structures can also servadk water from shallow wells to be filled
based on the availability of finance. This roof @ratollecting technology will solve the

problem partially for both the schools and heatiktp.
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4.3. Sanitation and Hygiene

Hygiene promotion and sanitation was the other aomapt of the project. Basically the
soft element of the project was highly dominanntpaysical constructions and hence in
this component awareness creation, mobilizationcahmunities to have their own
private latrine and communal latrine, keep theiud® clean and hygienic personality

were included.

4.3.1. Access and Type of Latrine

Eventhough the majority of the intervened HHs repligdyt had pit latrines before the
project intervention the latrine was not covered ameltered and some were using
neighbors’ latrines. The community was not alsolve@lare about the importance of
using toilets for the improvement of their healiihe initial IRC survey reveals that the
sanitation coverage was only 60%. This figure ideki the available latrines without
considering its quality. However the coverage fogianic latrines was only 32%

according to initial survey (IRC, 2011). The infation obtained from focus group

discussion and key informants showed the sametlibatumber was few and quality of
the toilets was very poor. The health extensionkeworat Ateto kebele, Fatuma for
instance, mentioned that ‘use of toilet before pheject was very low, people were
defecating in their compounds in open spaces edpeafter the sun set following

darkness’. She added ‘Faces of children were inyesgace even in the houses'.

With the project intervention coupled with the goweent health extension system,
currently nearly all the HHs of the study area hpxeate pit latrine. The remaining HHs
uses either in neighbors or in communal latringse quality of latrine may vary from
home to home. All interviewed HHs mentioned thatythave their own separate covered

and sheltered latrine in their compound. Nobodthencommunity defecate outside of the
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latrine. If someone found doing it he will be pepatl according to the rules set by the
villagers. Even though all interviewed HHs repltedy have pit latrine, the final report of
the project showed that currently 84% of the HHsthe target community’s have
hygienic latrine. All the three kebeles graduated have a bill board indicating that

particular kebele is outside defecation free (ODF).

The project also developed VIP latrine for two pmmn schools at Komeshiga 25 and
Komeshiga 27 Kebeles. A total of four VIP latrir{eiocks); two for each school, one for
girls and the other for boys were constructed. Bé€hlatrine with eight stances and for
each blocks 175 liters capacity hand washing ftgcils installed. These latrines
significantly reduced the problem of latrine of th&hools. Together with the roof water
system installed in these schools the sanitatiah laygiene of school community is
getting improved. All the interviewed teachers frahese schools as key informants

agree with the improvement of water supply andtaian in the schools.

In sum, according to the project final report tazihe coverage in these kebeles reached
to 94%, of which 84% of the constructed latrines said to be improved and hygienic.
The increment from 32% of hygienic latrines at teginning of the project to 84%
means a lot and great achievement in the very $fedf the project. Some of the private

pit latrines constructed by the HHs are shown atuiRe 2 below.

Picture 2: Some of the Private Pit Latrines cortséd in the Target Communities

49



4.3.2. Awareness on Sanitation and Hygiene and Appach

The awareness of the community on sanitation angiehg was very low. People
defecate in open spaces and residence areas. Badws Wwere full of human excreta.
Children defecate even in the house and their &xaty long without removing it.
Human beings and animals share the same room. Waseno any segregation for bed
and cooking room. Cooking materials were not hawhglves to put and also were not
washed every time. In these communities, it wasanoommon practice to wash cloths
and to take path regularly because of lack of kedgé and shortage of water. They
don’t practice washing hands after defecation, teefieeding children, before food
preparation and eating. The breeding of house #ie$ mosquitoes exposed them for

malaria, diarrhea and related diseases.

The communities indicated that they get the awa®é sanitation and hygiene from the
project staff and the heath extension workers efgbvernment. From the interviewed
HHs, 98% said they have got the awareness frone tagencies and only 2% said from
mass media. From all the focus group discussiowag possible to understand that the

community liked the approach implemented by thggatowhich is CLTSH.

The IRC and the government launched the two-ph@i&iSH approach (pre-triggering

& post triggering). In the pre-triggering phas@e, @amenable political, economic, and
social environment for CLTSH was created throughdhalysis of current favorable and
challenging conditions and practices, both soaidl eultural. To set a date for triggering
activities to commence, pre-triggering also examiti@ing, seasons, and setting. In the
triggering phase, participatory CLTSH exercisesenveompleted with the community.

The activities were designed to help communitiedize the benefits of open defecation

cessation and make decisions about how to creaiteatyn ODF village (IRC, 2013).
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4.3.3. Cleaning Latrine and Hand Washing Practice rrd Knowledge

Most of the households are not still cleaning theitrine frequently and regularly. From
the interviewed HHs, 49% clean their latrine ontea week, 31% every other day and the
remaining 20% said every day. This is due to the flaat the material of the floor is

usually either wood or bamboo covered with soilakhs not easy to clean ever day.

The awareness of hand washing practice of the contynsignificantly increased after
the project intervention. From the HH interview afmtus group discussions, it was
possible to clearly understand that the majoritghef community members are aware of
the importance of hand washing. All HHs interview@80%) replied that they practice
hand washing at different events (critical hand hirag times). The major critical times
that the community members wash hands includesyrdéteding children, before eating
food, after the use of latrine, before food prepareand after cleaning of children. From
the total interviewed HH members more than 84%ciagid they wash their hand for all
the indicated events. The remaining about 15%zedlihat they wash their hands at least

for the three events.

As far as hand washing practice after the usetohéis concerned, the majority (93%)
of the respondent HHs replied that they are washhmgyr hands and 7% of the
respondents said they wash only some times. Téaorstand water type for hand
washing are usually jugs, small ‘jerrycan’, tip@ptor similar items at station. Results
from interviewed HH respondents showed that; 44%tispy tap, 27% small jerry can,
20% ‘alberik’ (locally clay made water containendgpacked water plastic containers and
the remaining 9% use jug at station for hand waghiter the use of latrine. The type of
detergent for hand washing used by the majorispep (92%), the next is ash and the last

is soil/sand, which together account 8% of therinésved HHs.
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Comparing with the status of hand washing at thginmeng of the project which we
almost none with the existi situation (after the project) themprovement is ver
significant. Figure 8 belovshows the response of interviewed Héh hand washing

station after latrine.

Household response on the hand washing Station after Latrine
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Figure 8:Interviewed HHs Response Hand Washing Station aftédre Use of Latrine

4.3.4. Waste Disposal

Majority of the communitywere discarding daily house dwastes and animiung in
open spacesysually in thir compound or nearby places. Thiss created a good
opportunity forflies and mosquitoes breading in their vicinity and this in turn will ha
a significant impact on their health. The compouade the vicinity were not clean, fu
of bad smells and people were exposed to respyralmeases like common co

Children do not have clean spaces for play

After the awareness is created by the project awdrgment health extension wors
the sitiation is improved. Most of the households hawastepits in their compounc

Householdghat do not have waspits collecttrashes together and burn it regularly. 1
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has avoided the bad smell in the area, reducedtibseeding and enabled to have clean
spaces for children to play and people in neightodhto take a rest and talk each other
in the free spaces and under tree shades. As I tesuccurrence of diseases especially
respiratory, malaria and diarrhea reduced sigmtiga In complimenting this 55%
interviewed HHSs replied that they have waste ddiogr pits and 44% collect and burn it

in their compound regularly.

4.4. Inadequate Water Supply and Poor Sanitation Rated Diseases

The most common diseases related to inadequate swgdply and poor sanitation service
in the study area were typhoid, diarrhoea, malar@ms and skin diseases. Children and
lactating mothers highly affected by these disea8esording to the information found
from HEW, Diarrhoea affects children especiallys@ahildren below five years of age.
Intestinal worms were also common among childrealaia is a common disease that
emerges as epidemic during the beginning and théengrseasons of rain fall. These
seasons allow mosquitoes to breed easily as ther vgatollected in every place. Almost
75% of the interviewed HHs frequently mentionedt ttyphoid was the most common
disease in the area because of poor sanitatiop@mdhygiene. Diarrhea and skin disease
follow the next frequency. See the rate of occureenf the interviewed household’'s

responses on the following Figure (Figure 9).

The occurrence of disease have reduced after thencaity provided with the awareness
to keep their environment clean, use latrines, kbeep personal hygiene, and drink water
from protected sources. Discussions made with k&prmants and focus group
discussion revealed the same. A focus group ppaiiti women from Komoshiga 27
Kebele said that, “thanks for the project, curnemtur health is protected, children are

healthy and happy, no malaria and diarrhea as queviimes”. The health extension
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worker, Abebu from Komeshiga 25 Kebele mentionedt tthe health situation of the
community she is serving is improved especiallydieitdren; they are not coming to our
health post to get health services like previouses as their chance to be exposed to

diseases is highly reduced”.

Major Water Born and Sanitation Related Diseases
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Figure 9: HH Responses on Types of Inadequate VdatePoor Sanitation Related Diseases

Moreover, from the interviewed HH members, 95% bem witnessed that the
occurrence of diseases in their area has decreasee result of the project intervention

and the awareness created.

As a result of reduced disease occurrence; timaved which was used for taking care of
sick people, which in return helped to increasedpativity of labour, medical

expenditure reduced and above all family happimessased.

4.5. Community Participation and Sustainability

According to the project final report (Jan 2012)jrisure sustainability of the project the
IRC has designed and implemented the project wiseccoordination with existing

government’s health and water sector structureth Bectors are structured up to kebele

54



levels. The kebele HEW and water technicians arekiwg closely with kebele level
natural leaders. Health and water professionalsaaeda level are providing technical
and material back up to kebele level WMC, HEW aratew technicians. For the hard
ware activities IRC has trained scheme care talkkers the community for each newly
constructed and rehabilitated water schemes, whanaintain minor maintenances. The
project also trained the wereda water techniciansgriajor maintenances and for the soft
ware issues. The elected WMC were closely workirtg the HEWs and IRC staff. This
structure helps the government/HEWs to maintainatheady observed change and scale

up to other villages and adopting other hygienicawors.

Capacities of woreda water and health office expedmmunity leaders are built through
trainings to sustain project results. Water systeamagement committees established for
all water schemes and provided trainings on opmrgtimaintenance and management of
their water schemes. Water scheme management sy desvdesigned and agreed by
water point users. This by law document is produanedi kept for use in custody of water
board chair persons. Out of seven WMC members adt lthree are women. Local
authorities and community members have activelyigpated in all stage of the project
cycle. Community members in coordination with waedater office experts identified,
selected and prioritized implemented project aiéisi To analyze access and coverage
gaps of water and health services in the targesdmklks, developed and rehabilitated
water and sanitation schemes are mapped and shafedegional, zonal and woreda
water and health offices. To ensure cost recowstiem for operations and maintenances
of water schemes beneficiaries are contributinghesson monthly basis. Monthly
contributions of water users ranged from 1 to 5 Hidsed on the decision of the
members. Water collection hours are also agreethéycommunities and community

members agreed to be an attendant of water paimisgdwater collection hours in turns
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described on Table 10 below.

Table 10: Duties and Responsibilities of the &t Actors

(Project report, Jan. 2013). The duties and respiitiss of the different actors are

maintenance

gffice experts
and provided

available for sale at
reasonable costs, and

basis and WMC

Activity Organization | Local Government Community Other
Partner
Water The IRC Woreda water office  |[Communities are |Regional
scheme  |Provided oversee the smooth |participated in thewater
operations [rainings for - loperation of water  (contribution of  bureau is i
and WMC and watejschemes, make sparegnoney in monthlylcharge of

providing

are responsible fadirections

fast moving provide technical backoverall on policies
hand pump up for major management of |and
spares for one |breakdowns. water schemes. [strategies.
year.

Source: ICR Assosa Field Office, EH Team, Projed eeport (Jan 2013)

The information obtained from the focus group dsston and key informants showed
that community members were participating in thgjguot implementation. During water
structure construction, community members contebun the form of cash, kind (like
collecting construction stones) and labour for mgvtonstruction materials from where
it is dumped to the actual site of construction kehiiere is no access for vehicles that
transport material to reach the construction Jitee community was also responsible to
fence the water structures by collecting local mal® from their own and by their own
labour. The community is fully responsible to exaav their private and communal
latrines and waste discarding pits after the awes®ns created among them. They are
responsible to construct the cover of the pit dralliouse or shelter of the latrine with
their own expenditure. The community is respotestbl protect the water structure from
animals, keep it clean regularly in order to avoadlected dirt water, mud and grasses
that favor the breeding of insect. Members of temunity also participate in keeping
attendance during water fetching hours. From therviewed HHs almost all mentioned
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that directly or indirectly the community partictpd in the implementation of the project
from the very planning to the construction and wgrittilization of the structures. In this
regard, 62.5% of the interviewed HHs mentioned thay were participated by labour

contribution and the rest contributed either indkor cash.

Like the water committee there are established ta#@m promotion committees
consisting of five persons in a single village. Toenmittee members are selected by the
community residing in the particular village. Theye responsible to mobilize the
community to properly use their toilets, to protdwt area from outside defecation, keep
their dwelling surroundings clean, and take meastoethose who violet the rules set by

the members.

Risk factors also identified for the sustainabilifythe structures. From the final report of
the project the major risk factors mentioned aaek lof spare parts in local market and
shortage of finance by woreda water office to mabilworeda experts to follow up the
structures and technically support the trained wé&tehnicians. This risk factor was
supported from the focus group discussions of tamnsunity that the follow up and

support from WWO is very low.

4.6. Impacts of the Project Intervention

Provisions of adequate drinking water and sanitagervices to rural community have
significant importance on their live improvementsnproved Water supply to the rural
community in addition to time saving and improvitige access, it have a significant
effect on the economic, social, and environmengaiefits to the community. Similarly
hygienic and improved sanitation services for rucammunities will have great
importance in the live improvement of the commuriityterms of economic, health,

psychological and environment benefits. This haanbsupported from the responses of
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all souses of information of the study; includingterviewed HHs, focus group

discussants and key informants.

Information obtained from the HH interviewees rdedathat almost 98.5% of the
respondents mentioned that living condition of itii@mily is improved due to the benefit
they get from the project intervention and only atbb.5% of the respondents mentioned
that they don’'t see any change on the living caomdiof their family. Focus group
discussants especially women group emphasizedvinehanges obtained as a result of
the intervention. They mentioned that their fanfialth is getting improved, accessible
water saved their time to be used for other a@iwilike they can go to market and earn
additional income, they can visit friends, havedito go to church or mosque and to
other social commitments. They mentioned currettigre is no fight among women
because of long queues in waiting their turn dusager fetching. They can keep their
children clean because of the availability of waiterthe nearby vicinity, they also
mentioned they are proud psychologically for haviagines that keeps their privacy,
there is no dirt and no insect breeding, no badllslgeand open fields are clean for

children to play. Let us see the detailed impaots loy one below.

4.6.1. Economic Impacts

Improved water supply system and sanitation sevase produced significant economic
impact on the targeted rural community. The projeietrvention helped the community a
lot in terms of time saving. As a result of the egsibility to improved water sources,
time is saved and this time can be used for progeipurposes and contributed much for
increased productivity and production. Women fastance got extra time for other
economic activities; they can go to markets, camlre in petty trading and increase

their time of participation in agricultural practi Healthy people will have improved
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work power for better production. The other thingntion in its economic benefits is
they don’t spent more time for taking care sickglepmoving them to far health services

and also reduced medical expenditure of the comiyuni

Earning additional income and reducing unwanteceegfure have a contribution to the
community in their food security status. Involvernehthe HH members on agriculture
activities for longer time in a day will increaseguction, and this has contributed lot to
attain the food security of the community. Womewroimement on other economic
activity also increases the income of the HH whilatectly contribute for food security

status of the HH.

From both the focus group discussion and from Hidrinew the same information was
obtained on the economic importance of the projettrvention. Four options which

include to choice from; save time to boost agrimalk productivity and production,

improved health improve work power, reduced medieddted expenditure and women
have time for other economic activity given to tHel interviewees to mention for the
economic benefits they obtained, 66 % of interviewdHs mentioned two of these or
more, 25% mentioned at list one of these economnefits and 9% did not mentioned
any of the choices given to them. From these figune can see that 91% of the
interviewed HHSs indicated that community membengehgained economic benefits from
the project intervention. The frequency replied ibterviewed HHs for each of the

economic importance is displayed on Figure 10 énftmm of column chart.

From the chart we can deduce that the most freyjuerentioned economic benefit by
interviewed HHs was increase in production and pectidity. About 80% of the

interviewed HH mentioned increased production, 488uced medical expenditure, 45%
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improved work power and 38% of the interviewed dater women earn additional

income.
Rate on the Occurrence of Economic Importance of interviewed HH
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Figure 10: Interviewed HHs response on the econtwemefits of the intervention

4.6.2. Social and Psychological Impacts

Among the several social impacts gained as a reétitte project interventions, the most
commonly mentioned were; getting time for socianoatments as a result of reduced
distance of water sources, sufficient time for dtgh especially girls for their school,
psychological benefit because of having latring Kegeps privacy and improved personal

hygiene.

In the women focus group discussion in Komeshig&eétele, a women said “In earlier
times we were defecating either in open spaces arpit that is not sheltered and hence
we were forced to defecate only after the suntsgtering the darkness. When some time
there exists force full things like health problémat push us to defecate or pee during day
time we were ashamed of people passing nearby whflecating. But now thank to the
awareness created, we are proud for having a eedrsheltered latrine that keeps our

privacy and we can use any time we need.” This aléhe women was supported also by
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other informants. They mentioned that not only &wailability of latrine but also the
water provision and sanitation services have predwclot of social benefits to the rural
community under the study area. The informationaimied from the HH interview
revealed that more than 60% of the interviewed Héhibers mentioned that they are

proud for using latrines.

An Elderly from same kebele, Komeshiga 27 Kebelentioeed that because of the
access of water they get sufficient time for soca@hmitments. He said “we have time to
go to church, mosques, visit relatives, go to mamgpecially women because the water
is near villages, which this was difficult befofgetintervention”. From the house hold
interviewees almost 33% of them mentioned that tieye got this benefit as the result of

the new intervention.

Young girls were one of the social groups respdedir water collection. As a result of
the water access, the participation of girls inosth increased and those who already
attending avoided being late coming or absent fctasses. A teacher from Komeshiga25
kebele realized this saying that “our students @aflg girls were coming school late as
they are responsible to fetch water early in themmg before class, but now a day water
is near villages and girls come on time to schodibre than 13% of the interviewed

HHs also mentioned girls’ school time is improved.

The other very important attribute of the interventwas that it enabled the community
to keep their personal hygiene and happily acde@t guests. Before the project they
were suffering for not regularly taking path andstvalothes, cooking utensils and also
get ashamed when guests were visiting them duactodf water and latrine. Now days
these all are changed; people can wash clothes atélath, not ashamed when guests are

coming; water is available to wash hands or body latrine is available for the guest
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privacy. This importance of the project has beemtroeed by about 55% of the

interviewed HHs.

From the men focus group discussion at Ateto kelmele of the participants mentioned
that “we were not having a clean space to sit &king or kids to play, all the spaces
were full of dirt, full of flies, and bad small due outside defecation. However currently
open fields are clean; children can play, eldeis reighborhoods can talk under a tree

shade, open spaces are clean around home for acae=ntike weeding, deaths or others.”

The rate of occurrence of the interviewed HHs om s$locial attributes of the project

intervention is presented on Figure 11 blow.

Household Interview Rating on Social Attributes of the
project

Improved girls school Atendance

Improved personal hygiene

Pschological Satisfaction

. . B Rate
Improved social relations _

Figure 11: Interviewed HHs response on the so@akbts of the intervention

4.6.3. Environmental Impact

The Environmental impact is very significant in easupply system development and
sanitation service provision to the rural communiy improved water supply system is
one of the ways to maintain the sustainability feé tvater supply throughout the year.

The water table can be maintained stable at eveinyt pf time in the year. Access to
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potable water from the improved sources will faatk to clean the water points in order
to avoid mud, animal dung, and insect breeding. waer supply interventions above all

help to reduce the occurrence of water born disease

The above idea was supported by most of the keyrrmdnts. For instance a health
extension worker at Komeshiga 25 said “the locatarthe water source is the same but
before the intervention the water points get drgrgvwo or three months and people
were forced to excavate for another in other to water but after the shallow well
constructed, we don’t see the water amount is iadubtroughout the year. People are
fetching every day but the water stays stable witheducing.” The majority of the
interviewed HH members also supported this idea tthe water supply from the new

improved water structure serves throughout the.year

As a result of the project intervention, water sesrcontamination minimized. No open
defecation and waste disposal and these two hakeed the flow of dirt materials to
rivers, streams, ponds and unprotected springshand dug well by flood. Animal and
human beings were using from the same sourcesebéfberefore, in previous times the
water sources were highly contaminated and therveatiéected from these sources led
the community for different water born diseasesweler after the intervention of the
project in the area, since all the structures aotepted, absence of outside defection,
separated water for animal and human beings, wadkution is minimized and as a
result the health situation of the people improwadsupporting this Idea, an elderly man
from Ateto Kebele said “Our rivers and streamsdean, we have clean fields, and our

water sources are not contaminated by our excreta”.

Sanitation service is the other important factar éavironmental impacts. In the study

area almost all households have their own privétéapines. Among them, 84% have
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improved and hygienic latrines. Most of the HHadxcavated pits for waste disposal.
All the kebeles under this study graduated for GIDE there is no open defecation. Open
defecation is considered as a taboo in these keheal® if someone found defecating open
he will be penalized based on the rules develogethé® community. In addition to the

awareness created by the project staff not to defeim open places in particular and
about sanitation in general to the communitiesidetin also aware to shout on a person

defecating or peeing outside of latrine.

As a result of the sanitation promotion activitidgelling compounds, open fields, farm
lands are clean and free of human excreta and Tireé breeding of house flies,

mosquitoes have reduces a lot. Bad smells in dvgelireas are now only history in the
three kebeles. The occurrence of disease suchaabheah, malaria, skin diseases and
worms reduced significantly. From the rate giverihte environmental impacts, 75% of
the interviewed households witnessed that the enmient is clean and insect breeding is

reduced. The detail of the rate given by the inéved households is shown on Figure 12

below.
HH Rating on environmental impacts
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Figure 12: Interviewed HHs response on the Enviremiad Impacts of the intervention
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4.7. Appropriateness of the Water Structures and Satation Services

Hand pump technology is not a new technology fer tdrget communities. They have
the experience of using had pumps even though #jerity of the previously constructed
water structures were not currently functional lseaof serious problems. The main
water sources available in the study are is grovaigr. Because of these reasons and its
relatively easy management, provision of good ¢quand quantity of water and better
cost, shallow well with hand pump is preferable aappropriate for the target
community. CLTSH is also currently believed thetbeggproach for rural sanitation and

hygiene promotion as it fully involve the particijwam of the community

4.8. Achievements of Project

The project was designed to full fill targets uneeter supply, sanitation and hygiene
promotion and capacity building of the woreda @@and communities. To achieve these
target several activities were planned by the jgtojéhe achievements of the project

under each component are briefly discussed below.

4.8.1. Water Supply System

Themain objective of the water supply system was twaase access to improved water
sources for targeted beneficiaries. The indicater fer this was, 75% of project
households collect water from an improved waterrcesi All the planned activities
(schemes) under this component have been accomglibly the project. The detail
activities planned and accomplished specificallythe targets kebeles of this study is

described on Table 11 below.
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Table 11: Water Schemes Plan vs Achievement i éinget Kebeles

No of
Kebeles Types of scheme planned Planned  AchievedBeneficiary
Komoshiga
27 Shallow Borehole with hand pump 2 2 770
Rain water harvesting Tank for
School, 10000Litres Capacity 1 1 188
Rain water harvesting Tank for
Health post, 10000Litres Capacity 1 1 15
Komoshiga
25 Rehabilitation of hand pump 1 1 310
Shallow Borehole with hand pump 2 2 1240
Rain water harvesting Tank for
School, 10000Litres Capacity 1 1 383
Ateto Shallow Borehole with hand pump 3 3 800

Basedon this result, the final project report revealedtt87% of the project HHs collects
water from improved water sources. From this figtine achievement is more than what
was targeted by the project (which was 75%).Thiggire also shows that the water
coverage from improved water sources is signifigammcreased from the beginning of

the project which was only 20%.

4.8.2. Sanitation and Hygiene Promotion

The objective in this component was to improve dafgiene practice among targeted
beneficiaries and the indicator set was 85% ofet@ad) communities are declared free of
open defecation. This objective is mainly revolviagout awareness creation and
attitudinal changes except for school VIP Latrirenstruction for two schools in the
project target areas. The communities are mobil@edanitation and hygiene practices
using Community lead Total Sanitation and Hygiel@ TSH) approach in order
community construct latrines and keep their areksmnc The sanitation related

constructions accomplished by the project are pteseon Table 12.
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Table 12: Sanitation Schemes Plan vs Achievemethieiimarget Kebeles

Kebeles Types of scheme planned Planned Achieve8eneficiary.
Komoshiga VIP Latrine (with 8 stanceBlus hand
27 washing facility) 2 2 188
Komoshiga VIP Latrine (with 8 stances Plus hand
25 washing facility) 2 2 383

Based on the final report and information obtaifreth project staff and WWO experts,
it is possible to understand that 94% of the tadjidtiebele HH have their own private
latrines. From this figure 84% reached to have oupd and hygienic latrines. All the
three kebeles are declared that they are free eh aefecation. Converge of hygienic

latrines also increased from 32% at the beginnfrigeproject to 84%.

Some of the major activities achieved under saaitaand hygiene promotion include;
training on CLTSH for woreda resource persons, elelignition team (KIT), volunteer

community health promoters (VCHP), conduct CLTSIfhpaign, supportive supervision
and monitoring, school WASH training for primaryhsol teachers, school hygiene and
sanitation promotion activities and conduct reviewveeting with stakeholders. These

activities have been helped a lot to achieve tigeta set for hygiene and sanitation.

4.8.3. Capacity Building

The main objective under this was; woreda water hedlth offices and community
institutions have improved capacity to sustain WASEfrvices in the rural target
communities. To attempt this objective, the projpcovides water office capacity
building activities which focus basically on traigi and equipping, establishing and
supporting water management committees and condinttmonitoring and evaluation

with the local government bodies and communitidss Tapacity building activities were

believed significantly important for the sustain@piof the project achievements.
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CHAPTER FIVE: KEY FINDINGS, CONCLUSION AND RECOMMEN DATION

5.1. Key Findings of the Study

The majority of the communities under the studyemasing unsafe drinking water from
the natural sources and most of them did not haeggehic latrines. The information
obtained from the different sources of this stuelyealed the same. However, significant
amounts of improvements and impacts observed thkentervention of the project in the

target communities.

The access and coverage of water in these commsimire very poor. The main sources
of drinking water were rivers and streams, unpitesprings, open hand dug wells and
only few proportion of the targeted people fetchteawdrom hand dug wells with hand
pumps. This has been added work load on the conynespecially on women and girls
as they are the main responsible persons to fe&thrvior the household consumption.
The work load prohibited women to be involved iheteconomic activities and not able
to get time for their social commitments. Girls ltbuot attend schools or come late as
they are responsible to fetch water from far dis¢an It is not only the far distance that
challenges girls and women but also the long queusait until their turn reaches to
fetch a single pot of water. Before the projeceiméntion it takes the majority of the
households half to an hour to fetch water. The gmtojntervention has constructed
shallow wells with hand pumps. The majority of teget communities have access to
potable water from these sources within a distasfckess than 10 minutes walk. The

water coverage also increaged7% compared to 20% at the beginning of thegatoj

The quality of water the community using were veopr; animal and human beings were

using from the same sources. As most of the walt@ices were not protected and fenced
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they were exposed for contamination. Except sontee@HHs most of them do not have
any experience of treating water at home and hemce affected by several water born
diseases. The water from newly established watgplgisystems is tested by a laboratory

before it get used for consumption, treated witbngitals and is free of microorganisms.

The daily HH water consumption has been increasisga result of the new water
structures. It has been increased from an averaifgeabnsumption of 7 liters per person
to 10.2 liters per day per person. However this @amas still far below the standard
(15_20 liters per day per person). This shows that water consumption of the
community is still very low. From the focus groupsalissions it was possible to
understand that the WMC has fixed time for watécHimg and decided the amount of
water a HH to fetch in a day. This has preventedHis to fetch more water for use.
Some of the poor families also lack big containdetith and store water even for the
permitted amount. Members of the committee said¢lason for the amount to be fixed
was to save the water. They have a fear that thierwaay dry before the rainy season
though water experts disclosed that the potenfigh® BHs is sufficient throughout the

year.

The functionality of the newly constructed struetircounts more value than the
availability of the structures in the community.dfvthough the project rehabilitated the
previously constructed water points (by other oigations) that were non functional, two
of the new structures were also having problemga@alty with the handle of the hand
pumps. Focus group discussants, including some mefrdim WMC mentioned that the
problem was reported to the woreda water officeiesting support but no response was

obtained. This raises the question of sustainghmlitthe outcomes of the project.
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The new water structures are managed by water WKILC tained water technicians

selected from the users of the water structures. cimmittee is composed of men and
women members. They are responsible for colleatibornonthly contribution from the

users, maintenance of the water structure, keefnagwater structures protected from
damages; work activities like fencing, responsilide the sanitation of the water

structures, responsible for chemical purchase adldt@ the structures in time intervals
and they are responsible to prepare a schedulevéber fetching and assigning an
attendant from members in round bases during watiatched by members from these
water structures. The WMC members and water te@mscobtained trainings on the
subject. As the water is managed by WMC that atected from the community and
each member has part in the monthly contributi@ryes as attendants in rotation,
contribute labour and materials for the construngjahe participation of the community
look good. However as the participation level ot tbommunity is low in some

communities especially in monetary terms. The ne$ea observed from the focus group
discussions that the community is still expectingrensupport from the government and
the project. For little maintenance required foe tand pumps of shallow wells, the
committee members were expecting much support tteemworeda water office to be

maintained.

Sanitation and hygiene were at very low statushan trgeted communities. Only few
members of the community (32%) were using hygidaticnes. Most of the community
members were defecating in unhygienic or unshelti&tines or in open spaces. Waste
matters were discarded in open spaces around nesisl@and in compounds of houses. In
addition to the bad smells and discomforts, it hamight to them several diseases like
diarrhea, typhoid, malaria, worms and skin diseaShe community especially children

under five and lactating mothers were suffering enbiom these diseases. With the
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project intervention coupled with the governmenéltie extension services, currently
about 84% of the project target community have gidnic pit latrines. All interviewed
HHs have their own separate covered and shelteséihd in their compounds.
Communal latrines are also constructed at the sidek for passengers. Nobody in the
community defecate outside of the latrine. If someetound doing it he will be penalized
according to the rule set by the villagers. Thereniroject target kebeles graduated and

installed a billboard that shows that particuldbdde is free of outside defecation (ODF).

The achievement on sanitation and hygiene was duthé approach of awareness
creation made by the project. The approach was ELWSich involves the community
intensive participation. The HH survey results, keyormants and focus group
discussants showed that the awareness of the comynmaoiuding children with regards
to sanitation is very high. In addition to the ila¢r construction and usage, the community
was aware as how to discard their HH wastes andthokeep the personal hygiene of
their HH members. They also get educated how t@ kéean their HH utensils. As a
result, the health situations of the community iggbroved and psychologically happy

HHSs established.

The project has brought several importance and c¢tspan the lives’ of the target
community. These impacts can be categorized asoauon social and environmental

impacts.

Findings of the study showed that the impact ofghgect was significant in providing
potable water with accessible distance, betterityuahd quantity to the rural community.
The awareness created on the sanitation and hygisoeontributed a lot in reducing the

occurrence of diseases in the area.
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The project has produced tangible impacts on thesliof the community in terms of
economic situations. Some of the economic impautkide; water is accessible and is
pure, the time saved and the health improvementbieofpeople helped the rural work
power to be improved. This in return helped to @ase productivity and production of
agriculture. The project helped to reduce worldloa women and girls as they are the
main responsible people for water collection andtaton in the community and hence
women get time for other economic activities. Im@ment in the health of the
community reduced their medical expenses. It hes ebntributions in the food security

status of the community.

The other impact is social attributes of the prpjdlee community members especially
women and girls can get spare time for their so@ammitments and other
responsibilities as water is accessible in neaadtes. WWomen can visit relatives, go to
religion places, etc. It enables girls to attengirtieducation. Defecating in the sheltered
and clean latrines has benefited the communityt &eeaps privacy instead of outside
defecation which was frustrating when people wessmg around during an individual

is in open defecation.

The other impact observed was environmental imdde. project helped to reduce water
sources contamination, enable to maintain groundemwaerving the community
sustainably throughout the year. It enabled vikagge have clean spaces where children
can play and elderly can talk safe. Moreover theeting of insects like house flies,
mosquitoes have reduced and as a result the oncesef communicable disease with

these insects reduced in the community.
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The new water structures also contributed a lotavwoiding conflicts among the
neighboring communities on the ownership of theewaburces and in reducing fighting

that have been created because of long queue ef feathing.

5.2. Conclusion

The main objective of this study paper is to assessmpacts of rural water supply and
sanitation services with special emphasis to wstig@ply and sanitation project of none
governmental organization’s (IRC) intervention e foroject target communities. To this
effect a HH survey, key informant interview, foagr®up discussions, questionnaires and
personal observation were applied to collect thievemt data from the targeted
communities. From the findings of the study, thdofeing concluding remakes are

pointed out in accordance to the specific objestivkethe study.

All the project targets and objectives in the targemmunities were accomplished
according to the initial plan of the project. Aha planned water structures and all
sanitation activities have been completed. Thet fiisjective of the project was to

increase drinking water access to 75% of the coniimubhis objective reached to 87%
which is more than the planned target. As the sime sanitation activities plan was to
reach 85% of the target community villages to decl@DF. The accomplishment was
more than the expected, which is all the threeetad) kebeles declared ODF. Other
capacity building activities which include mobiltean, trainings and provision of

materials for the government staff and the comnyumitembers have also been

accomplished according to the plan.

The access and coverage of potable water and samita the study kebeles have been
improved a lot. Results obtained from the HH surueyealed that the vast majority of

the interviewed households fetch water from therowpd water structures, with in a
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distance of less than 10 minutes of walk. Themoisong queue as previous and it saves
their time. Information obtained from the final o#p of the project indicates that the

coverage of potable water reached to 87% in tlgeetamommunity.

Sanitation coverage in the target community alepeiased a lot. At the beginning of the
project only 32% of the HHs had improved latrines after the project intervention this
figure reached to 84%. Not only converge is inoedabut also the awareness of the
community is improved on sanitation and hygiene. iember in the community
defecates outside of latrine and people are pragtitand washing on critical times that

demands hand washing.

From the HH survey it is possible to understand th& project intervention have
contributed on the changes of the lives’ of the gamity. Both water supply and
sanitation interventions added value to their kviconditions. The importance of the
project can be seen from its impacts on the people intervention has created
economic, social and environmental benefits tadinget communities. The improvement
on the access to water supply helped the commtmisave time and can use the saved
time for other productive purposes and as a réiseit income increased. The increase in
production and income has played part in the conityisnfood security status. The
access to water and sanitation also reduced dsé@atshe community and this reduced
their medical expenditures. The social benefitsniified include; improved health,
improved girls school participation, reduce worladoon women, and reduced conflicts
raised due to long queue during water fetching.opRewere also very proud for not
defecting in open due to the fact that they aragisheltered latrines which benefit them
psychologically as they are kept their privacy. Ttieer very important impact observed
was environmental. Villages are clean, children péay free in open spaces, no bad

smell in villages, breeding of insects like mosgeg and house flies reduced, water
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sources contamination reduced and finally the aetwe of diseases reduced in the target

communities.

The technology and the approach used to introdbeewater system and sanitation
service is found imperative. As the main water vese in the area is ground water and
the technology for the development of shallow welkelatively better in price and in

management terms. It would be advisable even te sgathe same for other neighboring
communities which are in shortage of drinking walidre sanitation activities using the
LTSTH approach extremely changed the attitude ef dammunity and it has to be a

continuous process to keeping it sustainable.

In general terms the project achieved its initiatgeted objectives and brought a
significant impact on the living condition of tharget people. However with these
achievements and success of the project some tfiomgand lessons are identified.
Based on the findings, the following recommendatiane forwarded that can help to

provide enhanced interventions that better produpact on the community’s live.

5.3. Recommendations

1. Even though the constructed shallow wells can givproduce sufficient amount of
water for the target communities to fetch up e minimum standard of water
required per person per day, the amount of watehéel and utilized by the HHs is
still much lower than the standard. This was malmgause of the WMC has fixed
the amount of water to be fetched by a single Hid ohay. Their assumption was to
save the water to use it in dry seasons. This ¢ygbought has to be changed as the
water supply can serve the whole year without droytage. In this regard the woreda
water office and the kebele administration shouldblve themselves to aware the

WMC and the community to enable them to use motema a day.
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2.

Impact of a project is highly attached to the dustaility of the project. Unless the
project is sustainable the benefits obtained caoldremain long lasting. Some of the
new water structures are stopping functioning duka¢k of small maintenances. The
causes for not functioning are simple but becausdack maintenance of the
structures the community could not get the requsedices. For instance because of
the problem with the handle of the new shallow gvall Komeshiga 25 and Komoshia
27 kebeles, community could not get sufficient wdtem the structures. It takes
them more time to fetch water as the handle isgtto pull water from the well. For
better maintenance, the water technicians at thel&devel should get better training
and get access to spare parts to maintain such pmalems. The WWO should be
responsible and need to provide better trainingshi® water technicians and facilitate
the access of spare parts. The WWO is also expéxtg@e attention and respond to
the enquiries of the WMC based on the level of mtemiances; if big damage is
occurred with the water structure, it demands thppert of the WWO water
technicians to maintain the damaged structure.

The other very crucial thing for the sustainabilitf/the benefits obtained from the
project depends on the participation of the commyuritven though communities
were participated in the project implementationcess, the level of participation
especially in some villages found very low. Mosttlkém mobilized only stones for
the construction of the water structures. Commesitalso participated in the
sanitation and hygiene promotion activities. Howdvem the focus group discussion
and from the HH interview it was possible to untimd that there is a sort of
expectations from others. The communities shoulddpacitated to develop sense of
ownership and find solutions by themselves for ¢hgsoblems which can be

managed at community level. The researcher obseéheedommunity was expecting
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that the water structures with problem to be maweth by the government or the
project. To enable the community fully participated develop sense of ownership a
continuous awareness creation should be givendgadmmunity especially by the
wereda water and health offices. Moreover the ledMelparticipation should be
improved in every step of the project starting frahe project idea, planning,
implementation and monitoring and evaluation.

. The sanitation and hygiene promotion activities klogood and most of the
communities are happy with it. However unless thec@ss is a continuous one, it
may be reversed back some time in the future. Thleoelld be continues follow up
and support from the kebele health extension werkenere should be improvements
with materials of construction of latrines in thathcomings as most of the HHs
constructed their latrine with simple materialstthry not be durable for long. The
fear is when the construction get demolished theanoanity may not construct
another latrine and may go back to its previousustaTherefore, the community
should be advised in continuous manner to upgitadatrines by the health extension
workers.

Most of the interviewed HHs said that they burn dng waste collected from house
either in the pits or in open spaces. This is oag @ reduce dirt from house and the
residence area. However as the majority of the d¢toald have farm lands, it is
advisable to aware them to use it as a compostcease the fertility of their land.
This will have a contribution in increasing produity and production of crops and
finally help to contribute for the food security thfe community. This also can help
the farmers reduce their expense for buying motetiizers which are not advisable
in environmentally safe farming. In this regare tkebele DAs has to work jointly

with the HEWSs in order to mobilize and aware thenganity.
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6. As the main water resource in the area is grourténveand the price and management
of the technology of shallow well is relatively ghaand the LTSTH approach very
important to change the awareness of the commuwitty their full participation for
improved sanitation, it is advisable to scale ug eeplicate the project experience to
other neighboring communities that are facing theme problem. Therefore, it is
recommended that government and NGOs involved mal rwater supply and

sanitation projects to replicate the project exgrese for the other communities.
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APPENDICES

Appendix 1: Household Interview Questioners

NouokrwbhE =

o

9.

N

Background Information

Name of interviewer Qummstire No
Date
Kebele
Village/Got

Household Member Information

Name of interviewee/respondent
Sex of respondent, (A) Female (B) Male

Age of respondent (years)

Relationship with the head of HH  (A) Wife (B) Hhand (C) Child (D)Relative
Marital status (A) Married (B) Divorced (C) Siegl(D) Widow
Household Size (A) Male (B) Female

Education level (A) No formal education (B) Remd write (C) Primary
(Gradel-8) (D) Secondary (E) Other(specify)
Main economic activity of the family (A) Crop famg (B) Livestock rearing
(C) Traditional Gold Mining (D) Bee hive (Edop and livestock (F) Petty trading
(G) Other(Specify)
Monthly estimated Average income (BR)

Water Supply

10. What was the main sources of drinking water ofrymause hold before the IRC

intervention

(A). Piped water
(B). Borehole/shallow well fitted with hand pump
(C). Protected Spring

(D). Unprotected spring

(E). Ponds/dams

(F). Rivers/streams

(G). Protected Hand dug well

(H). Unprotected hand dug well

(). Other (Specify)

11. What is the main sources of drinking water foriyfamily after IRC

intervention/considering also water supply schemgteu construction/
(A). Piped water

(B). Borehole/shallow well fitted with hand pump/

(C). Protected Spring

(D). Unprotected spring

(E). Ponds/dams

(F). Rivers/streams

(G). Protected Hand dug well
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(H). Unprotected hand dug well
(). Other (Specify)
12.Does the water from these sources serves througiryear before the intervention?

(A) Yes (B). No
13.1f your answer for Q12 is no how long does wateavailable from these sources in
the year?
(A) For less than three months (B).for 3-6 months . {&)more than six
months

14. How long does it take you to go and back to colNeater before the intervention of
IRC?
(B) Less than 10 minute
(C)10-15 minutes
(D) 15-30 minutes
(E) 30 minutes-1hour
(F) More than an Hour
15.How long it takes you after the new project stroesuconstructed?
(A) Less 10 minutes (B).10-15 minutes  (C) 15-30 minui@yother/specify
16. Are your new water points functional? (A)Yes (BN
17.1f your answer is no for Q16 what is the reasonirh
(A) The structure not yet complete
(B) The structure is broken
(C) Poor water quality
(D) The structure is very far from villages
(E) The community prefers other natural sousesrlika's, ponds
(G) Other (identify)
18.Who usually fetch water from the HH?
(A) Wife/Mother
(B) Young girls
(C) Young boys
(D) Husband/Father
(E) Other/specify
19. Are children ages of less than 15 years usualbhiegy water? (A) Yes (B)
No
20.If your answer is yes for Q19 which sex most domilyafetch water?
(A) Girls (B) Boys
21. What amount of water you use for the HH membegsdiay before the intervention?
(A) 5-10 liters
(B) 10-20 liters
(C)20-40 liters
(D) More than 40 liters (specify)
22.What amount of water you use for the HH in a dagrahe intervention? __liters.
23.How was the quality of water before the interven®o
(A) Good (B). Poor (C) not understand
24.1s the quality improved after the intervention? (ras (B) No
25.1f your answer is yes for Question 23 how you egpriie quality?
(A) Best (B). Good (C). Poor
26.Does the water you get from the new interventioeated with chemicals?
(A)Yes (B) No
27.Do you treat water at home before the interventi¢AyYes (B) NO
28.1f yes how you were treating? (A). Boiling (B). feting (C). Staining with cloth
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(D). Add water agar (E). Other (specify)
29. Who manages the newly constructed water points?
(A) Water committee (B) Members in round(C) beriafies in shifting way
(D) Other/specify
30.What is your satisfaction level with the new/impedwvater system? A) High B)
Medium C) Low
31.Do you pay for water? (A) Yes (B) No
32.1f your answer is yes for Q31 how much you paymenth? ETB
33.For what purpose the payment used? (A) Maintenance(B) Buying chemicals
(C) Guard payment (D) Other/specify

V. Sanitation Facilities

34.Does your HH have latrine before the interventidA}Yes (B) No
35.1f your answer is yes for Q32, what type of latnmas it? (A). Pit latrine  (B). Other
(specify)
36. If your answer is no for Q32 where was family memnstdefecate? (A) Open space
in the compound (B). Bushes out of the compound ) Qgen farm lands
(D)Other (specify)
37.Do you have a latrine now? (A) Yes (B)No

38.If your answer is yes for Q37 what type of latrywes have? (A) Private pit latrine
uncovered (B). Private pit latrine covered (CYn@nunal pit latrine (D). VIP
latrine (E). other(specify)

39.1If your answer for Q34 is no, what is the reasohife that you were not constructing
latrine? (A). Lack of money (B). Lack of awareness (C). Lack of space
(D) Inaccessibly of local construction materials ) (@hers( specify)

40.How you get the awareness to construct a latring?n@) From the new intervention

community conversation (project staff)) (B). FroreW (C). From mass
media (D) Other (specify)
41. In how long you clean your latrine? (A). eveiryie after use (B). Every day

(C). Every other day (D). Once in a week (E). @flspecify)

42.Do your family members wash hands after use oét®il(A) Yes (B) No (C) Some
times

43.1f yes what is the usual place and type of watehtnd washing? (A). Jug at station
(B). Small jury can at station (C). Tippy tap &teon (D). Other
(specify)

44.What type of detergents your family use for hanghuag? (A). Soap (B). Soil
(C) Ash (D). No detergent used (E). Other(specify)

45. Does your family members aware of washing hand}¥és (B) No

46.If your answer is yes for Q43, please indicatertyiwhich of the following events?
(A). before feeding children (B). Before cookingC)(After latrine (D) before
eating (E). After cleaning a child (F). Other (Mien)

47.Does your family members have place to remove distes? (A) Yes  (B) No

48.1f yes for Q45 how you remove dry wastes? (A).darsling in a pit
(B). Burning it (C) Discarding in open space (D}hér (specify)
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V. Impacts Produced as a Result of Water Supply and &éation Services(New
Interventions)

49.What was the main water born diseases that affeotlers of your HH before the
intervention? (A). Diarrhea (B). Typhus/typhoi(C). Skin diseases (D). Other

(specify)
50. Have the occurrence of these diseases reducedradtmtervention? (A) Yes
(B) No
51.If yes how you value the importance? (A). Reduneetof taking care of sick

people/production increase
(B). Reduce medical expenditure (C). Increasedlian@ppiness
(D). Other (specify)
52.What economic benefit you have received as a re$altcess to potable water due to
the intervention?
(A) Time saving for other productive activities
(B) Improved health situation improved working power rimore production
(C)Reduced medical expenses
(D) Young Girls and boys can have time to attend school
(E) Women have time for economic activities
(F) Others (specify)
53.What economic benefits you attained as a resuitweing sanitary services for your
HH?
(A) Improved health situation reduced medical expenglitu
(B) Reduced time to take care of sick person in thesélooid
(C)Health improvement Increased production and prodtyct
(D) Others (specify)
54.What social benefits you gained as the result démand sanitation intervention
(A) Psychological benefit due to not defecating in opgace
(B) Having time for social commitments
(C)Guests can use the facilities
(D) Personal hygiene
(E) Children get time for their education
(F) Other benefits (specify)
55.What environmental impacts gained as the resuhefntervention?
(A) Clean spaces/grounds for children to play due toutside defecation
(B) Reduced flies and mosquitoes breeding and reduseds® occurrence
(C)Reduced rivers, springs and ponds contamination
(D) Sustained and regular water supply availabilitptighout the year
(E) Other (specify)

VI. General questions

56. Does your HH patrticipate in the water structur@sstruction? (A)Yes  (B) No
57.1f your answer is yes in what way you participated?

(A) Cash contribution

(B) Material contribution

(C) Labor contribution

(D) No contribution

(E) Other (specify)
58.Do you have any role in the management of the waigits? (A)Yes  (B) No
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59.1If yes in what way?

(A) Monthly contribution

(B) Payment for water service

(C)Keeping the water points in round

(D) Keeping records of water fetching in round
(E) Fencing the water points

(F) Others (specify)

60. Do you think the new intervention improved the watecess to your family?

(A)Yes (B) No

61.Do the new interventions in general improve youeh (A)Yes (B) No
62. If yes describe the major improvements your fargayned.

63.1f you have any additional information please mamtsome.

Appendix 2: Guiding Questions for Focus Group Discssion (FDG)

wnN P

9.

What were the sources of drinking water beforenbervention?

Is the water from these source quality, access#igleves throughout the year?
What new structures constructed in your kebelehbyptroject intervention? Are all
functional now?

Do you think the project intervention improved thater access and sanitation
services for the community?

What are the major economic, social and environai@mipacts attributed to the
community by the intervention?

What was the participation of the community in pineject implementation?

How the water structures managed? Who is resp@kibhanage? How do you elect
committees? What is the role of committees? Arectiramittees trained? Are
committees efficient?

How the communities use/keep sustainably the coctetd water and sanitation
structure?

How is the improvement of the knowledge and awasgmé the community to apply
the new intervention?

10. If you have any additional information

Appendix 3: Interview Questions for Kebele HEWs

wN P

Name of the respondent age , Sex, education
Year of service, in other place and current kebele
What were the basic water and sanitation problentisis community?

What were the main sources of drinking water is ttmmunity before IRC project
intervention?
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10.

11.

12.

13.

14.

15.

16.

How long/average it takes HH to collect water?
Were human beings and animals having differentcasuof drinking water?

How long the water lasts in the year from thesgses?

Who in the HH is mainly collect water?
What new water structures/sources developed bgribject?

What was the participation of the community in de¥elopment of the new
intervention?

How is the new water structures managed? Who matfage

Were the communities use toilets and has wastamisg places? How much of
them?

Those who don’t have toilets where they defecate txcreta?

Are the diseases in this area related to unsafi&idg water and poor sanitation? And
what are these main diseases?

Who is the most affected by these diseases indimminity?

What is the role of your/ organization in the impement of water and sanitation in
the kebele?

17.Are the new interventions improved the water cogerand access to the community?

18

19.

How?

. Do you believe the communities aware of the impuargeof sanitation practices ? Or
do they use latrines properly

Does the new intervention help you/organizatioadbieve your objectives in this
regard? How?

20. Are the new interventions improves the lives of tbenmunity? What are the

economic, social, environmental and other benafitsimpacts)?
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Appendix 4: Interview Questions for Schools Teacher

Name of the respondent age , Sex, education
Year of service, in other place and current kebele
What are the basic water and sanitation problenttsisncommunity?

whN e

4. What were the main sources of drinking water is ttmmunity before IRC project
intervention?

How long/average it takes HH to collect water?

oo

Were human beings and animals having differentcasuof drinking water?

How long the water serves in the year from theseces?

Who in the HH is mainly collect water?
Does water fetching have a negative impact on imldpecially girl to go to school?

© o~

10.Does your school use toilets and have waste disgppdaces? How was the quality
of the toilet? How about the communities?

11.What new water and sanitation structures develtyyd&C project for the
community and school?

12.What was the participation of the community/schadhe development of the new
structures?

13.How is the new structures managed? Who manage it?

14.Those communities who don’t have toilets where tihefgcate their excreta?

15. Are your students dropout because of water andageom born diseases? Describe.

16.What is the role of your/ organization in the impgment of water and sanitation in
the kebele/school ?

17.Are the new interventions improved the sanitatiod water coverage and access to
the community or your school? How?

18.Do you believe the communities aware of the impurgéeof sanitation practices? Or
do they use latrines properly?
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19. Are the new interventions improves the lives of tbenmunity? What are the
economic, social, environmental and other benafitsimpacts)?

Appendix 5: Interview Questions for Kebele Developrant Agent

Name of the respondent age , Sex, education

Year of service, in other place and current kebele
What were the basic water and sanitation problentisis community?

wnN P

4. What were the main sources of drinking water is teammunity before IRC project
intervention?

How long/average it takes HH to collect water?

oo

Were human beings and animals having differentcasuof drinking water?

7. How long the water lasts/serves in the year froesé¢ sources?

8. Who in the HH is mainly collect water?

9. Dose this water problem has a negative impact emptbductivity of the community?
How? On which social group?

10.What new water and sanitation structures develtyyedtie project?

11. What other activities done by the project in addito construction?

12.Do you think targeted objectives and activitieshaf project achieved? Describe the
acheivements

13.What was the participation of the community in tlevelopment of the new
intervention?

14.How is the new water structures managed? Who matfage

15.Were the majority of the communities use toiletd has waste discarding places?

16.Those who don’t have toilets where they defecate #xcreta?
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17.What is the role of your/ organization in the imgpgment of water and sanitation in

the kebele ?

18. Are the new interventions improved the water cogerand access to the community?

How?

19.Do you believe the communities aware of the impurgéaof sanitation practices? Or

do they use latrines properly?

20. Are the new interventions improves the lives of tbenmunity? What are the

economic, social, environmental and other benafitsimpacts)?

Appendix 6: Interview Questions for Kebele Administation

wnN P

oo

© o~

Name of the respondent age , Sex, education
Year of service, in this position
What were the basic water and sanitation problentisis community?

What were the main sources of drinking water is ttmmunity before IRC project
intervention?

How long/average it takes HH to collect water?
Were human beings and animals having differentcasuof drinking water?

How long the water serves in the year from theseces?
Who in the h is mainly collect water?
Dose this water problem has a negative impact emptbductivity of the community
and health? How?

10.What new water and sanitation structures develtyydtie IRC project?

11. What other activities done by the project in addito construction?

12.Do you think all the targeted objectives and atiggi of the project achieved?

Describe the achievements
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13.What was the participation of the community in tlevelopment of the new
intervention?

14.How is the new water structures managed? Who matagow is the sustainability
of the water systems maintained?

15. Were the majority of the communities use toiletd has waste discarding places?

16.Those who don’t have toilets where they defecate #xcreta?

17. What other activities done by the project?

18. Are the new interventions improved the water cogerand access to the community?
How?

19.Do you believe the communities aware of the impurgéeof sanitation practices
important? Or do they use latrines properly?

20. Are the new interventions improves the lives of tbenmunity? What are the
economic, social, environmental and other benafitsimpacts)?

Appendix 7: Interview Questions for Elderly in the Kebele

1. Name of the respondent age , Sex, education
2. What were the basic water and sanitation problentisis community? Its history (is
water problem worsen or improved through time)?

3. What were the main sources of drinking water is tetmmunity before IRC project
intervention?

4. What is the average distance to get water frometeesrces and how long it takes to
go and come back?
5. Were human beings and animals get water from stpla@ation? Explain.

6. What was the participation of the community in te¥elopment of the new
intervention?
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7. Were the communities happy with new interventiormvi

8. How is the new water structures managed? Who mineye?

9. Who in the HH is mainly collect water?

10. Were the communities use toilets and has wastawisg places? How mach of

them?

11.Those who don’t have toilets where they defecate #xcreta?

12. Are people in the community get sick due to lackvater and poor sanitation in this

area?

13. Are the new interventions improved the water cogerand access to the community?

How?

14. Are the new interventions improves the lives of tbenmunity? What are the

economic, social, environmental and other benafitsimpacts)?

Appendix 8: Questionnaires for Government Staff (Rgional & Woreda Health and

water offices )

The main objective of this questionnaire is to ectlinformation about the impacts on the
rural water supply system and sanitation servicggamented by IRC. Your information will
help me to identify the basic impacts produced asult of the intervention and the
problems that need to be addressed. Thereforeeptpas the actual information as much as
possible. Thanks for your cooperation!!

1.
2.
3. What were the basic water and sanitation problentisis community?

Name of the respondent age , SeX_, education
Year of service, in other place and current pasitio

What were the main sources of drinking water is ttmmunity before IRC project
intervention? and how was the quality?

If there were constructed water structures in #lgekes who developed these
structures?
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6. Was the structures functional? If not what wasrédason behind?

7. How long/average it takes HH to collect water? dBefiRC project
After the project
8. Were human beings and animals having differentcasuof drinking water?

9. How long the water serves in the year from theseces?
10.Who in the HH is mainly collect water?
11.Does this have impact on children education anduaborce productivity of the

community?

12.When was the IRC WASH project started?
13.What new water structures/sources developed bgrtiject? Please identify the types
and number of the newly established water strastu

14. For how many people these water structures cae?®er

15.Does the quality of water tested? Who tested it® ksathe quality of water from the
new structures?

16.What was the participation of the community in tle¥elopment of the new
intervention?

17.How is the new water structures managed? Who matfage

18.Were the communities use toilets and have wasposiisg places before the project?
How much of them?

19. Those who don't have toilets where they defecate #xcreta?

20. Are the diseases in this area related to unsaf&idg water and poor sanitation? And
what are these main diseases?

21.Who is the most affected by these diseases indhmenunity?

22.What is the role of your/ organization in the imypgment of water and sanitation in
the kebele?

23. Are the new interventions improved the water cogerand access to the community?
Please compare the begging of the project anduirert water coverage?
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24.Do you believe the communities aware of the impunteof sanitation practices after
the project intervention? Do they use latrines prby?

25. Does the new intervention help you/organizatioadbieve your objectives in this
regard?

26. Are the new interventions improves the lives of tbenmunity? How (economic,
social, psychologically, other benefits and impgtlease give details.

27.What challenges have you observed in the implertientaf the project and what
possible suggestions you have?

28.1f you have any other relevant information regagdinis project

Appendix 9: Questionnaires for IRC Project Staffs

The main objective of this questionnaire is to ectlinformation about the impacts on the
rural water supply system and sanitation servicggamented by IRC. Your information will
help me to identify the basic impacts produced asult of the intervention and the
problems that need to be addressed. Thereforeeptpas the actual information as much as
possible. Thanks for your cooperation!!

1. Name of the respondent age , Sex, education
2. Year of service, in other place and current positio
3. What were the basic water and sanitation problentisis community?

4. What were the main sources of drinking water is teammunity before IRC project
intervention? How was the quality?

5. What was the initial water coverage status wherptbgect was starring in this
Kebele? How much of the communities get safe dnigkvater?
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6. If there are constructed water structures befazarttervention in the kebeles who
developed these structure?

7. Were the structures functional? If not what wasrdason behind?

8. How long/average it takes HH to collect water? d8eflRC project

After the project
9. Were human beings and animals having differentcasuof drinking water?

10. How long the water serves in the year from thesgces?

11.Who in the HH is mainly collect water?

12.Does this have impact on children seduction anduaforce productivity of the
community?

13.When was the IRC WASH project started?

14.What new water structures/sources developed bprttject? Please identify the
types and number of the newly established watectsires.

15.Does the water quality tested before use? Whattebtow the quality of water
from the new structures?

16.For how many people these water structures cam3erv

17. What was the average per capita water consumpétore the intervention and
what is the amount after intervention?

18.What was the participation of the community in tlevelopment of the new
intervention?

19.How is the new water structures managed? Who matfage

20.Were the communities use toilets and have wasposliisg places before the
intervention? How much of them?

21.Those who don’t have toilets where they defecate #xcreta?

22.Are the diseases in this area related to unsaféidg water and poor sanitation?
And what are these main diseases?

23.Who is the most affected by these diseases indhmmuinity?
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24.Do you believe the project targets/main activitrgsrns of water supply and
sanitation achieved? Please mention the targets@ng@are with achievement.

25. Are the new interventions improved the water cogerand access to the
community? Please compare the begging of the grajetthe current water
coverage?

26.Do you believe the communities aware of the impuaeof sanitation practices
after the project intervention? Do they use lasipeoperly?

27. Do you believe that the objectives and goals efftoject achieved? Explain

28. Are the new interventions improves the lives of tbenmunity? How (economic,
social, psychological, other benefits and impad&gase describe the gained
benefit/impacts in detail.

29.What were the major challenges in implementingaitigect? What could not
achieved.

30.What possible suggestion do you have for improvegept implementation?

31.1f you have any information relevant regarding thigrvention
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