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EXECUTIVE SUMMARY
This report presents results of an external evaluation commissioned by the International Organization
for Migration (IOM) to assess its Health and Water, Sanitation and Hygiene (WASH) Humanitarian
Emergency response in the UN Protection of Civilians (PoC) camps of Bentiu, Malakal and Wau in
South Sudan for the period 2014 to 2016. The IOM’s humanitarian programmes operate within the
framework of the emergency Cluster Approach to ensure that response activities are coordinated and
are needs-based. IOM also plays an integral role in developing humanitarian responses and strategies
as a member of both the United Nations (UN) and Humanitarian Country Teams. Although IOM is
the lead provider of health and WASH services in the PoCs of Bentiu, Malakal, Renk, Melut and Wau,
the geographical scope of this evaluation does not include Renk and Melut PoCs.
The purpose of the evaluation was fourfold: a) to assess relevance, appropriateness, effectiveness and
performance of the IOM Health and WASH teams; b) to review how technical solutions were
implemented; c) to provide a context based analysis of appropriateness of technologies used, the
processes and rationale applied and d) to assess the impact of the decisions that were made on the
overall quality of interventions. The evaluation questions are based on the OECD/DAC criteria
specific to evaluation of humanitarian action. The extent to which proposed objectives have been
achieved is discussed in terms of relevance/appropriateness, effectiveness, efficiency, coverage,
coherence and connectedness.
The evaluation was carried out by Tango Consult in a period of eight weeks from June to July 2017.
The evaluation team comprised of Health, WASH and evaluation experts as well as professional skilled
staff in social science and research related fields. The methods used in the project evaluation included
literature review, individual interviews, key informant interviews (KII) and focus group discussions
(FGD) with key stakeholders, including project beneficiaries, IOM national and international project
staff, local authorities and other non-governmental organizations (NGOs)) and UN bodies.
The overall conclusion is that IOM Health and WASH programmes through effective and efficient
utilization of resources have done exceptionally well and fulfilled their original objectives and purpose
of providing improved access to quality health care, safe water and sanitation in the Protection of
Civilians (PoCs) sites. The Health component is providing life-saving primary health care services and
rapid response for vulnerable internally displaced persons (IDPs), returnees and host communities
through the existing health facilities and mobile clinics. The WASH component has constructed water
supply and sanitation facilities, improve knowledge and practice of good hygiene behaviours and
improved the capacity of PoC communities to manage and plan for their WASH needs.
Relevance
The team observed that the Health and WASH projects are relevant to the needs of the IDPs in
Bentiu, Malakal and Wau. The project helped to prevent a humanitarian catastrophe that could have
occurred when tens of thousands of people fled their homes to seek protection from war. With only
44 per cent of the population being able to access basic primary healthcare (PHC), the relevance of
IOM WASH and health interventions cannot be under estimated. The team observed that IOM has
since 2016 increased support through maintaining the mobile and static clinic strategy (Bentiu and
Malakal) as well as construction of a new clinic in the Wau PoC site. In addition IOM has rightly
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targeted the psychological issues affecting displaced populations and provided mental health and
psychosocial support (MHPSS). These programmes have strengthened community level resilience in
the PoC sites. The WASH Cluster State Focal Point manages 12.5 per cent of the WASH core supply
pipeline. The team notes that the WASH cluster has improved water supply and distribution systems
in PoC sites. Interviews show the relevance of WASH services to the congested displaced camps in
the prevention of diseases among the vulnerable population.
Effectiveness
Effectiveness was evaluated as the extent to which beneficiaries are able to assess health and WASH
services. The evaluation team observed that there was increased access to water, sanitation and hygiene
services within the project area. In addition, the provision of health care service (3 health facilities in
Bentiu, 1 in Malakal and 3 in Wau) has enabled a healthier population. The team observed long queues
and water rationing especially in Wau. However, the respondents recognized that there has been
increased assess to clean water and consequently significant reduction in waterborne diseases.
Provision and increased access to pit latrines provides evidence of project effectiveness though, the
team noted that there was lack of proper maintenance of these facilities in some areas within the PoCs.
On the other hand it is important to point out that although WASH facilities have significantly
improved especially since 2016, open defecation is still evident around the pit latrine facilities.
Efficiency
Efficiency is the extent to which the allocated project resources were utilized within the target PoCs
for the planned project activities and how the target population successfully participated in the project
implementation. IOM works with both local and international partners to ensure quality and timely
delivery of services. However, interviews show that there have been instances where instability and
uncontrolled influx of IDPs into the camps have interrupted the efficient delivery of services. IOM
programs are gender balanced and target oriented toward specified needs within the PoCs. For
example, discussions with stakeholders revealed that the mental health and psychosocial support
program was only operationalised after successful studies had been carried out in Bentiu, Malakal and
Wau in 2015 and 2016. IOMs’ efficient monitoring and implementation mechanism provides for
increased access to potable water even in the dire climatic conditions of the region.
Coverage
When analysing the number of people who had access to free Health and WASH services during the
project period, the conclusion is that the coverage was high. An estimated 119,463 individuals have
access to free health care. Free health care combined with well-organized sensitization campaigns
resulted in a nearly tenfold rise in consultation rates in some of the supported facilities. Around
119,463 individuals are estimated to use the water supplies. The continuous influx of IDPs to the
camps compromises the coverage target. Although the set target of constructing 100 bathing facilities
and 200 latrines in Bentiu and 770 latrines in Malakal have been exceeded, the recent latrine stance to
IDPs is 1:30 and 1:25 in Bentiu and Malakal respectively is low as compared to the expected standard
ratio of 1: 20.
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Connectedness
The team found out that the health and WASH components complement each other. The
improvement of WASH services in 2015 and 2016 has corresponded with reduction in health risks
and water related disease outbreaks. The provision of Health interventions is closely linked to other
sectoral interventions including WASH, Nutrition, Camp Coordination and Camp Management, food
security, livelihoods, protection, settlement, shelter and non-food items. All interventions are designed
in accordance with humanitarian principles using SPHERE standards as general guidance for defining
its sector-specific responses while also taking the local context into consideration.
Sustainability
Sustainability is looked at in terms of community participation and ownership, financial sustainability
and government involvement. Being an emergency response it was found that it is difficult to intensely
involve the community in project activities to create ownership of the health and WASH projects. The
project has involved the community members on a small scale in the following areas: a) hired as casual
workers to clean and repair WASH facilities; b) volunteers to manage the wash facilities and were
given incentives; and c) implementation of activities such as borehole rehabilitation. There are also
consistent discussions with the community leaders that have created a good relationship between
camp managers, community leaders and the community members. The issue of Health and WASH
facilities maintenance weighs heavily on the sustainability of the intervention and there is need to
involve the community more in maintenance of the facilities to save costs.
The level of knowledge of and satisfaction with IOM and the project is very high. Overall 94.4 per
cent of respondents know IOM and its activities with 99.3 per cent knowledge in Bentiu, 86.4 per cent
in Malakal and 97.6 per cent in Wau. More people know the health programme (93.1per cent) than
WASH (83.7 per cent) with sanitation provision at 51.5 per cent. In terms of satisfaction, 86.1 per
cent of the respondents are satisfied with IOM activities and the Health and WASH programme, with
overwhelming satisfaction in Bentiu (91.0 per cent) followed by Malakal (85.9 per cent) and Wau (68.3
per cent) with the least satisfaction.
Financially the project is expensive and cannot be sustainable in the long run because it relies on
donors with little, if any, contribution from the beneficiaries. The project has buffered itself from
uncertainty by diversifying the donor base. The main contributors remain USAID, Japan, SSHF,
DFID, and CERF.
Adherence to and Respect of the Sphere Standards
The team paid special attention to the adherence and respect of SPHERE standards as recommended
by the United Nation High Commission for Refugees (UNHCR). The team observed that IOM had
through its implementation placed the communities and people affected by crisis at the centre of
humanitarian action. As a result it was evident that there was quality and effectiveness in the assistance
provided to the communities.
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Lessons Learnt
IOM practices were innovative and have contributed to the improved performance and efficiency of
the WASH and Health project. First, IOM coordinates its activities with the health and WASH cluster
partners that has led to optimal utilization of resources by complementing rather than duplicating
efforts. Secondly, a lot of effort is being put on preparing the community to enhance their
participation and ownership of the programmes. The projects take into account the sensitivities of
cultural values of the communities. The communities are being trained and sensitized on the project
activities and how they can participate and own the projects for sustainability. It is our contention that
sensitization and advocacy should be mainstreamed in all project activities. Thirdly, the shift to
incentive system from the remuneration is a good practice that will ensure involvement of more people
and lessen tensions in the community. Finally the ongoing transition from diesel powered pumps to
solar powering will be cost efficient and environmental friendly.
Recommendations
Health Recommendations















Strengthen project, inter-sectoral, multi-stakeholder planning, implementation and
consecutiveness;
Consolidate, sustain and scale up operation and maintenance of mobile and existing health
facilities to ensure provision of emergency basic PHC Services, general nutrition screening and
referrals;
Sustain providing quality reproductive health services through provision of family planning
services, pre/postnatal care, PMTCT services and basic Emergency Obstetric and Newborn Care
(EmONC);
Continue to provide and support routine immunization, through mass campaigns programme and
implementing the Emergency Programme on Immunizations (EPI), especially for young boys and
girls and women of childbearing age;
Strengthen the RRT to provide emergency health care, including needs assessments, lifesaving
assistance, provision of drugs and medical supplies, routine and mass vaccinations campaigns,
provision of the MISP), and capacity building on communicable disease control, outbreak
response and early warning surveillance mechanisms;
Strengthening emergency preparedness and capacity of health workers to prevent, detect and
respond to disease outbreaks through trainings on communicable disease management;
Pre-positioning essential medicines, medical supplies and medical equipment;
Increase efforts to mobilize peer-to-peer community health volunteers to mainstream health
awareness sessions on HIV and TB, sexual and gender based violence and referrals for PSS
counselling, communicable diseases and good hygiene and sanitation practices;
Enhance the capacity of health care workers to detect and respond to MHPSS needs through
training in supportive communication and PFA, basic MHPSS needs and responses in emergency
and post emergency situations, identification of most common mental disorders, and appropriate
referrals; and
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Provide direct community-based MHPSS services as well as specialized services by a trained
psychologist, when needed.

WASH Recommendations












Emphasize empowering the communities to more fully participate and own their water supply,
their sanitation maintenance and adopt behavior change;
Consolidate, sustaining and scale up operation and maintenance of the water treatment and supply
systems in Bentiu, Malakal and Wau PoC sites;
Maintain capacity of water truck for new emergencies and contingencies in case of failures of the
water systems;
Conduct regular water quality monitoring to ensure populations are supplied with safe water and
continued implementation of vector control measures in the PoC sites to reduce disease
transmission;
Construct new sanitation facilities and ensure proper care and maintenance of sanitation facilities,
ensuring systems are in place to prolong their life span and guarantee comfortable, secure and
hygienic facilities; and constructing new sanitation facilities;
Ensure that there is good distance between female and male sanitation facilities while also
providing more facilities for persons with disabilities;
Conduct hygiene and public health promotion that promotes community ownership methods,
including menstrual hygiene management for women and adolescent girls IDPs;
Promote Arborloos and fossa alterna/skyloo ecological latrines in the PoCs;
Rollout the shift from diesel generators to solar to power water pumps; and
Encourage adoption and promotion of a community led Total Behaviour Change for to improve
sanitation and hygiene.
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1. Introduction and Background
1.1
Introduction
The International Organization for Migration (IOM) South Sudan's Health and WASH Humanitarian
Response Programme 2014-2016 sought to improve access to quality health care, safe water and
sanitation in the target communities. The objective of IOM’s WASH program was to aid in the
construction of water supply and sanitation facilities, improving the capacity of communities to
manage and plan for WASH community needs, and improve knowledge and practice of good hygiene
behaviours. The objective of IOMs’ health programming is to provide life-saving primary health care
services through static clinics and rapid response for vulnerable IDPs, returnees and host communities
in Unity, Upper Nile and Western Bahr el Ghazel and other sites across South Sudan. In order to
evaluate the success of its WASH and health projects in South Sudan, IOM commissioned Tango
Consult (T-CONS) an independent evaluation firm to undertake the evaluation. Tango Consult with
its team of WASH and health experts conducted a review of relevant documentation and developed
an evaluation framework and fieldwork methodology. The fieldwork involved techniques such as
focus group discussions, key informant interviews, household surveys, and observations of water and
sanitation infrastructure. The evaluation began in June 2017 and the fieldwork was carried out for a
period of four weeks.
The purpose of the evaluation was to establish and document the impact and effectiveness of IOM
South Sudan’s Health and WASH response 2014-2016 project interventions and provide data on their
performance, efficiency, coherence/coordination and sustainability. The findings and
recommendations will contribute to a learning process, which will enable IOM to draw lessons from
its experience in order to improve the quality of service delivery, in particular on health and WASH
interventions. The specific objectives of this evaluation are to:
1. Assess relevance, appropriateness, effectiveness and performance of the IOM Health and
WASH teams;
2. Review how technical solutions were implemented;
3. Provide a context based analysis of appropriateness of technologies used, processes and
rationale applied; and
4. Assess the impact of the decisions that were made on the overall quality of interventions.
1.1.1

Key Deliverables

The evaluation had five key deliverables that included the following:
a) Inception report: The inception report that outlines the evaluation team’s understanding of
IOM’s humanitarian response. It includes an overview of the response as well as a framework
on priority issues and questions for further examination. It also includes data collection a toolkit (i.e., interview guide for KIIs guides, FGD guides, direct observation forms, and
questionnaires for consultations with affected populations).
b) Report (Preliminary Findings): at the end the data collection mission to promote positive change
in real-time.
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c) Draft Report: that outlines clear evidence-based findings, conclusions and specific
recommendations.
d) Power-point Presentations to present key findings, following the inception report, following the
data collection and with the final report.
e) Final Report: with a clear Executive Summary of no more than 2,000 words. This incorporated
comments from relevant IOM staff and the Reference Group.
1.2
Project Background
The violence that erupted in South Sudan in December 2013 displaced an estimated 194,000 people
(OCHA, 1 January 2014) to UN bases and other areas across South Sudan. Due to the rapid and high
influx of people, the areas hosting the internally displaced persons (IDPs) became over-congested
overnight exposing the people to environmental, health, water, sanitation and hygiene risks. The living
conditions of the IDPs were at the time characterized by lack of clean safe water, poor sanitation,
inadequate excretal disposal and poor hygiene practices. The poor sanitary conditions in IDP sites
posed a major public health risk and increased the vulnerability of the IDPs to many vagaries. The
lack of safe drinking water left a large proportion of the population in South Sudan at persistent risk
of preventable waterborne diseases. In May 2014, the situation was intensified by the cholera outbreak
in Juba. This crisis necessitated health and WASH actors to quickly scale up efforts to mitigate the
spread of this highly infectious disease. The safety and wellbeing of thousands of IDPs and host
communities depended on how rapidly humanitarian response could be provided and scaled up,
especially in terms of the provision of quality health services, safe water, adequate sanitation and
promotion of hygiene, to mitigate preventable diseases and deaths associated with WASH conditions.
In 2014 IOM determined that timely and adequate provision of life-saving health and WASH services
to the affected populations was one of the highest priorities in South Sudan. It embarked on a diverse
humanitarian response plan, providing humanitarian assistance to vulnerable people seeking shelter in
Protection of Civilian (PoC) sites in UN Mission in South Sudan (UNMISS) bases. Throughout 2015
and 2016 IOM has increasingly provided humanitarian assistance, to people in remote, hard-to-reach
areas through mobile rapid response interventions and holistic Camp Coordination and Camp
Management (CCCM), Shelter/Non-Food Item (S/NFI), WASH and Health interventions.
In 2016, IOM increased support to very vulnerable South Sudanese through maintaining a mobile and
static clinic strategy in Unity and Upper Nile (including Renk County), and enlarging operations in
Western Bahr el Ghazal, including a new clinic in the Wau PoC site, and two clinics at Wau collective
centers in Wau town. Rapid Response Teams (RRTs) were deployed to aid those in increasingly
difficult-to-access rural areas. IOM is one of the main WASH providers at PoC sites in Bentiu, Malakal
and Melut, and for newly displaced populations in Wau. WASH priorities and activities are identified
though coordination and consultation with National Government, the humanitarian community
through the Clusters, and beneficiary communities. The major objective is to improve access to safe
water and sanitation in the target communities by aiding the construction of water supply and
sanitation facilities, improving the capacity of communities to manage and plan for their WASH needs,
and improve knowledge and practice of good hygiene behaviour. Three years into the conflict, the
combination of experienced teams, flexible programming and wide field based infrastructure make
IOM a central actor in this continuing humanitarian response. The findings and recommendations of
11

this evaluation will contribute to a learning process which will enable IOM to draw lessons from its
experience in order to improve the quality of service delivery, in particular on Health and WASH
interventions.
The objective of IOM South Sudan’s health programming is to provide lifesaving primary health care
services through both static and rapid response modalities for vulnerable IDPs, returnees and host
communities in Unity, Upper Nile and Western Bahr el Ghazel and other sites across South Sudan.
Health priorities are prevention and treatment of diseases, immunization, reproductive health services,
HIV/AIDS and TB services, as well as provision of nutrition screening to children and creating health
awareness.
IOM is one of the main WASH providers at PoC sites in Bentiu, Malakal and Melut, and Wau. The
purpose of the IOM South Sudan's WASH programming is to provide emergency WASH assistance
for conflict affected populations in South Sudan. The project is geared to improve access to safe water
and sanitation in the target communities by aiding the construction of water supply and sanitation
facilities, improving the capacity of communities to manage and plan for their WASH needs, and
improve knowledge and practice of good hygiene behaviour. WASH priorities and activities are
identified though coordination and consultation with National Government, the humanitarian
community through the Clusters, and beneficiary communities. IOM South Sudan programmes are
designed to support the objectives of the humanitarian community's response plan for the ongoing
crisis and within the framework of the Humanitarian Response Plan (HRP) 2017.
The Health and WASH Humanitarian Emergency Response programme is in its final year of funding.
IOM commissioned Tango Consult to carry out an impact evaluation to assess and report on the
relevance, appropriateness, effectiveness and performance of IOM South Sudan’s Health and WASH
humanitarian response. The findings and recommendations will contribute to a learning process which
will enable IOM to draw lessons from its experience in order to improve the quality of service delivery,
in particular on Health and WASH interventions.
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2. Methodology and Limitations
The evaluation team adopted both quantitative and qualitative data collection tools. The different data
collection methods ensured validation through cross-checking and comparing data from more than
two information sources. Qualitative data was collected from key stakeholders including: government
officials, relevant project staff and implementers, local authorities and partners through key informant
interviews, observation, and focus group discussions with various project beneficiaries and water point
facility assessments. Quantitative data on the other hand was collected through semi-structured
interviews at community level with project beneficiaries and household visits with walks through the
PoCs.
Data was triangulated by interviewing more than one person on the same issue, through data
comparison across gender and age group, and through observations across the geographical scope. In
addition, the evaluation team paid special attention to issues of consistency and validity in order to
develop patterns and themes that relate with the project. It is also important to point out that Tango
Consult team leader and WASH expert have had no previous involvement with client (IOM) and
therefore played an important role in upholding the independence of this evaluation.
The broad sets of benchmarks within these frameworks and reports was integrated into the evaluation.
The OECD/DAC Evaluation Criteria determined the set of qualities used to address the six main
evaluation issues (relevance, coherence, effectiveness, efficiency, coverage and connectedness). Based
on the review of documentation, the ToR, and discussions with IOM and local authorities, Tango
consult prepared a detailed questionnaire for guiding field interviews and focus groups.
2.1
Approach and Methodology
The following methods were used to collect the data:
Review of existing documents; these include IOM Health and WASH policy and strategy documents,
appraisal reports, review reports, technical updates, studies and issues papers, manuals, guidelines,
USAID WASH reports, humanitarian and rapid response conflict reports, standard allocation project
proposals, WASH cluster reporting templates and pipeline distribution reports and other reports.
Collection and review of quantitative data: Data was collected from Bentiu, Wau and Malakal PoCs
using structured questionnaires to assess perception of beneficiaries and IOM project team, and
situation of water supply, sanitation, health services. Semi-structured interviews were conducted with
beneficiaries at focused group discussions.
Semi-structured interviews to collect qualitative information from key stakeholders: Interviews were
conducted with the various stakeholders including, government officials, water management
committee members, and relevant project staff. Checklists and interview guides were prepared to
structure and guide the interviews with different types of stakeholders.
Focus group discussions: Six FGDs were conducted in the three PoCs of Bentiu, Malakal and Wau
at community level. Much effort was put into having both female and male members of the
community voice their views during the FGDs. The outcome of the FGD helped to understand
different perspectives, attitudes, pressing challenges of the beneficiaries, water and sanitation
13

situations and to establish complementary views that substantiate the information about the
humanitarian project, extent of participation and roles played by men, women and youths.
Water Point Mapping and Facility Assessments: Water Monitoring Assistants (WMAs) visited selected
water points from all target PoCs, collecting GPS coordinates and recording all the responses of the
respondents in the questionnaires (in accordance to the water point questionnaire), The health and
WASH facilities were assessed using standard guidelines.
Observation: The team was able to walk through blocks within the three PoCs. With the help of an
observation checklist, the team was able to take note of the project infrastructure, operation and
maintenance condition and effect on the livelihood of the people. During the walks interviews were
held with the beneficiaries. In addition physical constructions were visited to compare to assess
suitability of sites financial expenditure, quality of the outputs, and local management system.
Enumerators were mobilized with the help of Tango local focal persons, local chiefs, sector leaders
and block leaders. Data collection in all sites commenced after approval from the local management
and authorities within the various PoCs. Fieldwork commenced on 23rd June 2017 with the
deployment of the teams to Wau. Malakal and Bentiu teams were deployed on 28h June 2017 and data
collection began on 29th June 2017. In Juba the first key informant interview was carried out on the
4th July 2017.
The broad sets of benchmarks within these frameworks and reports were integrated into the
evaluation. These are relevance, coherence, effectiveness, efficiency, coverage and connectedness. A
detailed questionnaire was prepared for guiding field interviews and focus groups. A total of 32 blocks
benefiting from the IOM Health and WASH project were visited during the evaluation. The team
identified and visited 47 water points and 3 health facilities in the three PoCs and their state. 100
latrine stances were visited in Malakal and 70 were visited in Bentiu.
A total of 772 respondents were interviewed from the PoCs: Bentiu (430); Malakal (221) and Wau
(121) respectively. Six gender distributed FGDs were carried with representatives from Bentiu (2);
Malakai (2) and Wau (2). A total of 16 KIIs were carried out with project implementers, local
authorities and partners: Bentiu (4); Malakal (4); Wau (3) and Juba (5). For purposes of triangulation,
the field team made three visits to each primary health care centre (observation, KII and health facility
assessment). The questionnaire guide and a list of interviewees can be found in annexes 3, 4, 5 and 6
of the report.
Table 1: Table showing the data collection distributed by site, sample and supervision
Survey area
Wau
Malakal
Bentiu
Juba
Households
Contacted

No of
Supervisors
2
2
3
1

No of
Enumerators
4
8
12
4

Sample
Size( HH)
120
216
432
0

Complete
FGDs
2
2
2
0

Complete
KIIs
3
4
4
5

778

-

-
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Status/ total
Completed
Completed
Completed
Completed

Total
completed
Total Sample

772
768

6
6

16
25

Completed
Completed

2.2
Limitations
The following are the main limitations that the evaluation team faced during data collection process:
Conflict and Insecurity: The insecurity and conflict of study locations was the main challenge. For
example, data collection was suspended in Bentiu for five days when conflict broke out within the
PoC. It is important to point out that, after the conflict-period had elapsed the situation within the
PoCs remained tense and unfavourable for efficient and effective data collection. Insecurity often
changes the circumstances on the field and therefore the team took extra caution to double check and
validate the data from Bentiu for consistence and developing patterns.
Inaccessibility of Network: Limited Internet and network access in the field locations caused delays
and synchronizing of data during the survey. Capturing of GPS locations was slow in mostly Wau
and Bentiu areas.
Rain: Although various appointments were made for interviews, the evaluation team reported
numerous no-shows during the agreed timings due to the heavy rains. In addition, the rains interfered
with the communication and movement of the enumerators across the geographical scope.
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3. Achievement of Proposed Objectives and Outcomes
Table 2: IOM Health Project Component Indicators, Stated Achievements and Field Responses for the Period 2014 - 2016
Indicators
Target

2014
IOM stated
Achievements

Target
Health

2015
IOM stated
Achievements

Target

2016
IOM stated
Achievements

Field observation

Comment/
Source
Source: Field
data & IOM
situation
report
Source: Field
data & 2014
IOM situation
report
Source: Field
data

# children screened
for routine
Immunization

N/A

621 children
received routine
immunization

50,000

24,357 children

Not
stated

25,644

59.7% of children
immunized:

# of health
consultations
provided to
beneficiaries
# of people benefited
from cholera
vaccination campaign

N/A

68,720

50,000

251,210 health
consultation

317,000

330, 143

86.1% people
treated for diseases

116,700
113,529 IDPs
people living benefited 42,315 in
at the camp Malakal and 71,214
in Bentiu,
N/A
Not Stated

1735 cases
(46
deaths)

113,529 vaccinated
71,214 in Bentiu,
42,315 in Malakal

N/A

OCV for 71,200
people in Bentiu

Under 5
vaccinated against
cholera: 86.0%

N/A

12,345 in Malakal,
Bentiu and Wau

Not
Stated

88.2% attend
antenatal visit

Source: Field
data & IOM
reports

# of children under 5
vaccinated against
measles in emergency
or returnee context

N/A

N/A

5,700

N/A

Under 5
vaccinated against
measles: 94.8%

Source: Field
data &
Humanitarian
update #60

# ANC clients
receiving IPT2 second
dose

N/A

12,102 antenatal
care consultations

3,800

32,932 (5,631 through
EPI at the clinics and
27,301 reached
through mass
campaigns
2,003 clients

14,884 ANC
clients in Wau,
Bentiu and
Malakal
2,738 in Bentiu
& 609 in Malakal

3,464 (2,336
Bentiu, 890
Malakal and 238
Wau)

58.0% received
IPT2 second dose

Source: Field
data

# Total ANC clients

16

N/A

# of births attended
by skilled birth
attendants

N/A

2,900

760

2,104

2,252

# Registered cases of
>5 with HIV

N/A

Not stated

N/A

4,901 pregnant women
counselled and tested
for HIV (72 tested
HIV positive)

N/A

# Registered cases of
>5 with STI
# Registered cases of
>5 with TB

N/A

Not Stated

N/A

883

N/A

N/A

Not Stated

N/A

N/A

N/A

# of people attending
health education
sessions

N/A

27824

150
beneficiari
es per
week

198,228

46,800

2,995 (2,270 in
Bentiu, 681 in
Malakal and 44
in Wau)
5,574 pregnant
women tested
for HIV (82
tested HIV
positive) in
Bentiu, Malakal
and Wau
1,929
889 screened,
206 tested
positive
283, 041 in
Malakal, Bentiu
and Wau

88.1% births
attended by skilled
personnel

Source: Field
data

Awareness of
HIV: 62.1%

Source: Field
data

Treatment of STI:
79.1%
Tested for TB:
81.8%

Source: Field
data
Source: Field
data & annual
report
Source: Field
data & 2016
annual report

48.9% benefited
from health
education. Gender:
46.4% male &
46.1% Female.

Table 3: IOM WASH Project Component Indicators, Stated Achievements and Field Responses for the Period 2014 - 2016
Indicators
Target

2014
IOM stated
Achievements

Target

2015
IOM stated
Achievements

Target

2016
IOM stated
Achievements

Field observation

Comments
/ Source

94.3% of the
population have
access to WASH
services,

Source:
Field Survey

94.3% access water

Source:
Field Survey

WASH
Total # of IDPs
provided with
emergency WASH
services and
interventions
# of IDPs with access to
safe water, sanitation

32,000 people
20,000 in
Bentiu,
12,000 in
Malakal
20,000 IDPs in
Bentiu, 12,000
in Malakal

41,320 benefited
24,201 in Bentiu
17,119 in Malakal
(129.1%)

95,500

168,289 benefited
120,498 in Bentiu
47,791 in Malakal
(176.2%)

245,800

24,201 in Bentiu
17,119 in Malakal

95,500

38,916 in Bentiu
47,791 in Malakal

245,800

17

349,970 people
319,925 in
Malakal & Bentiu,
30,045 in Wau
(142.4%)
319,925

and improved hygiene
practice
# of people directly
benefitting from water
supply infrastructure
program.
# of water points
maintained and managed
improved

16,000 IDPs in
Bentiu, 12,000
in Malakal

24,201 in Bentiu
17,119 in Malakal

95,500

38,916 in Bentiu
47,791 in Malakal

245,800

319,925

94.3% are directly
benefiting from
water

Source:
Field Survey

6 new water
points in Bentiu
4 Water points
in Malakal
400 latrines in
Bentiu,
240 in Malakal
12litres per
person in
Malakal and
Bentiu

4 motorized
boreholes in
Bentiu and 7 in
Malakal
539 constructed
in Bentiu, 340 in
Malakal
14.5 litres and
12.2 in Malakal &
Bentiu
respectively

4

5 motorized
boreholes

N/A

N/A

Source:
Field data

100

377 latrines

N/A

N/A

15litres per
person is
the
standard
sphere

9.4litres per
person in Bentiu
& 8.8litres in
Malakal

15 litres
per
person in
Malakal &
Bentiu

14.2litres in both
Malakal & Bentiu
& 15litres in Wau

A total of 92 water
points in the PoCs
are managed &
maintained.
89.2% of IDPs
benefit from the
latrines.
Average water
usage is 12.6litres
per person per day

# of bathing facilities

120 in Malakal

48 in Malakal

443 facilities
constructed

Literature
review

No of hand washing
facilities established

60 in Malakal

60 in Malakal

Source:
Field Data

Number of people
trained on hygiene
promotion messages to
be shared with their
community

40 people
trained on
hygiene
promotion, 16
Bentiu and 24
from Malakal

42 in Bentiu (18
females, 24
males) and 56 in
Malakal (30 men,
26 women

60.6% of IDPs
have access to hand
washing facilities
-

Number of latrines
constructed and
maintained
Average water usage of
target population in lppd

132 bathing
facilities in
Malakal

90 people
in Bentiu
94 in
Malakal
gender
balanced

87 hygiene
promoters (37
females, 50 males)
29 in Malakal (24
female, 5 males)
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N/A

N/A

Source:
Field Data
Source:
Field Data

-

3.1

Evaluation Findings

3.2
Overview
The objective of the IOM South Sudan health and WASH response project is to provide lifesaving
primary health care services and provide and improve water supply and distribution systems in PoC
sites. In order to prevent onset of diseases among vulnerable populations, particularly hazardous in
congested displacement sites IOM ensures continuous operation and maintenance of existing water
systems to facilitate access to safe water. This project also expands WASH services through key
emergency infrastructure and hygiene promotion to assist IDPs outside of PoC sites and host
communities, exposed to new shocks and compounding hazards during emergency situations, new
displacement or disease outbreaks.
Overall, the evaluation found that the IOM’s Health and WASH Humanitarian Emergency Response
in Malakal, Wau and Bentiu POCs has produced very positive results and has over achieved its
objectives and its overall goal of providing lifesaving primary health care services and rapid response
for vulnerable IDPs, returnees and host communities in Unity, Upper Nile and Western Bahr el
Ghazel and other sites across South Sudan. There is remarkable achievement in improving and
accessing primary health, clean water, sanitation and hygiene as shown in tables 2 and 3 above. Analysis
of project documents, interviews with key project staff and partners and data from the field survey all
confirm this finding and enable the evaluators to make a positive assessment of the project in terms
of its impacts and meeting of IOM core programme strategies and normative principles (Human
Rights Based Approach, Impact of Unforeseen Events and Financial Risk Management). As shown
in table 3, the WASH component was 129.1per cent successful in the first year of implementation
(2014), 176.2 per cent in 2015 and 142.4 per cent in 2016. This is confirmed by the stakeholders
interviewed that stated 94.3 per cent of them have access to WASH services (table 3). The section
below presents the findings related to the key evaluation criteria.
3.3
Project Relevance
The needs and priorities of the target groups: The team found that the Health and WASH program
is very relevant to the needs of the IDPs in Bentiu, Malakal and Wau PoCs. The project helped to
forestall a humanitarian catastrophe that could have occurred when tens of thousands of people fled
their homes to seek protection from war. The majority of the stakeholders acknowledge the strong
role that IOM and its partners are playing to alleviate the suffering of the IDPs in the sites. IOM is
mentioned as a key partner, which responds to the victims’ needs and expectations. Overall 94.4 per
cent of respondents know about IOM and its activities with 99.3 per cent knowledge in Bentiu, 86.4per
cent in Malakal and 97.6 per cent in Wau. More people know the health program (93.1per cent) than
WASH (83.7 per cent) while sanitation provision is at 51.5 per cent.
Beneficiaries and local leaders recognize the high relevance of IOM activities and particularly
appreciate its contribution to the achievement of providing support of basic needs like healthcare,
water, and shelter and non-food items to the IDPs and neighbouring communities (Figure 1 and Table
4 below). The FGDs indicate that after the war, water and sanitation was considered a priority of the
communities and that poor sanitation and hygiene practices within the community were in part due
to lack of access to water sources. Majority of the stakeholders said that IOM responded timely and
positively through its Health and WASH interventions to the needs of the beneficiaries. Beneficiaries
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reported that they recognize IOM’s ability to address their needs and bring basic and humanitarian
services to inaccessible and remote areas where government and other development actors tend not
to intervene. Overall 86.1 per cent of the respondents are satisfied and felt that IOM health and WASH
program is relevant to the wellbeing of the PoCs and the host communities. In Bentiu 91.0 per cent
of the respondent indicated that IOM work was of relevance to their livelihood. This was followed by
Malakal at 85.9 per cent and Wau at 68.3 per cent (figure 1 below).
Policy and strategic direction of IOM and government of South Sudan: All of the project
activities were in line with IOMs’ regional strategy-East and Horn of Africa (2016-2019)1. They are
consistent with the broader aims, their vision for creating change within communities and their
mission of the organization as a whole. The project is consistent with IOM strategic focus for South
Sudan in particular which states that the purpose and aim of the IOM Principles for humanitarian
action is to strengthen humanitarian response to the mobility dimensions of crisis situations and
ultimately to save lives, alleviate human suffering and protect human dignity of affected populations2.
The community leaders confirmed that IOM intervention were relevant and that since 2015, the
organization has developed additional specializations in the areas of water, sanitation and hygiene.
This target is intended to result in reduced incidence and or prevalence of water borne diseases within
the PoCs. The project is also consistent with the World Health cooperation strategic Agenda (20142019)3 as well as the South Sudan Ministry of Health National Health Policy (NHP) 2016-20264. These
principles are applied in all parts of this project.
Intervention standards: The project adhered to intervention standards such as those presented in
the Sphere guidelines. IOM had through its implementation placed the communities and people
affected by crisis at the centre of humanitarian action. The household interviews showed that needs
assessments of needs and sharing of responsibilities was a key component of the implementation
process. There was inclusion of the communities who were given incentives and as such encouraged
to participate in the various activities. Committees were setup to advice on the risk groups in order to
target specific attention (identifying those that needed more attention). Water points were set up in
accordance to the Sphere required maximum (15ltrs per person per day). The distance of the water
points from the households is between 30-140 metres which is within the sphere standards of 500
metres. The selection of water sources, the site selection and measurements of volume of water that
are available to the households, access and equity were consistent with the Sphere guidelines. The
standards for latrine structures and hand-washing facilities, are not covered in detail in the Sphere
standards. Though there is reference to them, such as the having a proper VIP latrine design, there
are not standards determining how these should be constructed as it was difficult for the team to find
evidence to suggest that these had been adhered to, or used, by this project.

IOM Regional Strategy-East and Horn of Africa. (2016-2019) Objective 1: Advance the socioeconomic wellbeing of migrants and society: 1) Migration
and Development; 2) Labour and Intra-regional Mobility; 3) Migration and Health
2 Migration Crisis Operational Framework
3 World Health Country Cooperation Strategic Agenda (2014-2019)
4The Ministry of Health in South Sudan developed the National Health Policy (NHP) 2016-2026, to provide the overall vision and strategic direction
for development in the health sector. The NHP 2016 - 2026 which shall be implemented through two five year strategic plans: 2016-2021 and 20212026, draws its mandate from the Transitional Constitution of the Republic of South Sudan (2005), Vision 2040, the South Sudan Development Plan
(SSDP), and is cognizant of the Comprehensive Peace Agreement (August 2015) and the Sustainable Development Goals agenda. The overall goal of
the NHP is a strengthened national health system and partnerships that overcome barriers to effective delivery of the Basic Package of Health and
Nutrition Services (BPHNS); and that efficiently responds to quality and safety concerns of communities while protecting the people from
impoverishment and social risk.
1
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Proportion of Respondents

Figure 1: Satisfaction and Relevance of IOM Work to the Community by Region:
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Bentui

Malakal

Wau

Overall

Yes

91.0%

85.9%

68.3%

86.1%

Don't Know

8.0%

14.1%

31.7%

13.3%

No

1.0%

0.0%

0.0%

0.6%

The figure shows that beneficiaries find IOM interventions very relevant and satisfactory.
3.3.1 Relevance of the Health Component
The IDP community members and leaders believe IOM effectively responds to their needs in the
areas of provision of clean water, sanitation, hygiene, immunization, disease prevention and treatment
services. Most recognized that the program has a strong impact in eradication of cholera and decrease
of diarrheal diseases in the community. The respondents especially appreciate the multi-sectoral
integrated approach adopted by IOM. Table 4 below shows the level of beneficiaries of the IOM
health project. As shown in table 2 above the beneficiaries exceeded the organizations’ set targets.
From 2014 to 2016, 113,529 people received cholera vaccination through mass campaigns, exceeding
the set target of 1,735. 32,932 children under the age of five received routine immunization exceeding
the set target of 5,700 (577.8 per cent response). 743,348 people received medical consultations
exceeding the set target of 367,000 (202.5 per cent response). Additionally, 1,735 cholera cases were
treated with 46 deaths, 8,224 births were attended by skilled birth attendants/health workers, and
839,813 people received health education. Discussions (KIIs) with community leaders confirm that
the committees are healthier. Medical records at the clinics showed that there is increased number of
people accessing medical care and reduced number of deaths. The table below shows beneficiaries
satisfaction and level of relevance of IOM health activities within the communities. The level of
satisfaction and positive responses to the IOM activities shows that the health program is addressing
the key needs of the community. The high level of satisfaction and very positive response to the IOM
services shows that the health program is addressing the key needs of the community.
Table 4: Respondents beneficial services from IOM by region
Bentiu

Malakal

Count

N%

Count

N%

Count

N%

Count

N%

Provision of treatment to diseases

387

90.3%

140

74.9%

104

88.6%

631

86.1%

Provision of immunization

248

57.9%

110

59.2%

79

67.5%

438

59.7%

IOM Activities
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Wau

Total

Provision of ante-natal services to
pregnant women

289

67.3%

77

41.4%

59

50.4%

425

58.0%

Creating awareness on health issues
in the community

197

46.0%

93

49.7%

48

40.7%

338

46.1%

Provision of nutrition to children

124

28.8%

48

25.7%

61

52.0%

232

31.7%

Provision of HIV/AIDS services

79

18.4%

64

34.0%

22

18.7%

164

22.4%

Total

429

100.0%

187

100.0%

117

100.0%

733

100.0%

The programme benefits women more than men in terms of access to treatment (86.35 per cent
women and 77.0 per cent men), immunization (60.0 per cent and 45.9 per cent), ANC 58.5 percent
and 30.6 per cent), HIV/AIDS (22.6 per cent and 15.3 per cent) as shown in table 5 below.
Table 5: Respondents beneficial services from IOM by gender
Male

IOM Activities

Female

Total

Count

N%

Count

N%

Count

N%

Provision of treatment to diseases

10

77.0%

621

86.3%

631

86.1%

Provision of immunization

6

45.9%

432

60.0%

438

59.7%

Provision of ANC to pregnant women

4

30.6%

421

58.5%

425

58.0%

Creating awareness on health issues in the community

6

46.4%

332

46.1%

338

46.1%

Provision of nutrition to children

2

15.3%

230

32.0%

232

31.7%

Provision of HIV/AIDS services

2

15.3%

162

22.6%

164

22.4%

Total

13

100.0%

720

100.0%

733

100.0%

3.3.2 Relevance of the WASH Component
The prime focus of the IOM WASH component is on the promotion of construction and use of water
points, latrines, hand washing and bathing facilities. Indeed the significance of the WASH project is
evidenced by the access to clean water and good sanitation. Before the project the IDPs used to get
water from the few hand pump boreholes, river or unprotected wells which exposed them to risk of
water borne diseases. This has been addressed by the water access interventions supported by the
project that include technology options of borehole (20.1 per cent) and piped water (75.5 per cent)
construction and /or rehabilitation. These included construction of water distribution network and
water points/stands as required. Although there was evidence that the host communities still collected
water from open wells (4.2 per cent) and river and streams (0.2 per cent), reports from house hold
interviews show that the availability of piped water and boreholes has improved access to clean water
among the communities. Over 95.6 per cent of the IDPs now have access to clean water from either
bore hole or piped water (Table 6). Just like the health impact, the project relevance is shown on the
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level of appreciation that the beneficiaries attach to IOM services with 86.1% approval rating as shown
in Figure 1 above.
To address sanitation and hygiene IOM has constructed 1,348 latrine stances with hand washing
facilities and 497 bathing facilities in Bentiu and Malakal PoCs where it provides sanitation services.5
IOM adheres to Sphere standards across gender, age and specification. For example in Bentiu IOM
has constructed 539 adult latrines, 109 children latrines, 79 hand washing facilities and 204 bathing
facilities.6 Although the set target of constructing 100 bathing facilities and 200 latrines in Bentiu and
770 latrines in Malakal have been exceeded by the project, the continuous population influx presents
the latrine stance to IDPs at 1:30 and 1:25 in Bentiu and Malakal respectively a figure higher than
standard ratio of 1:20. IOM manages a total of 86.3m3 of solid waste and 109m3 of liquid waste each
day in Bentiu and 42m3 and 103m3 in Malakal.
Table 6: Main source of domestic water
Bentiu
Count

N%

Malakal
Count

N%

Wau
Count

Total
N%

Count

N%

Piped Water

316

73.1%

165

76.5%

120

100.0%

601

78.2%

Water From A Borehole

146

33.9%

30

14.0%

0

0.0%

176

23.0%

Water From Protected Well 6

1.4%

66

30.8%

0

0.0%

72

9.5%

Water From Open Well

2

0.5%

68

31.7%

0

0.0%

70

9.2%

Rain Water
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5.5%

5

2.3%

1

0.8%

30

3.9%

River/Stream Water

1

0.2%

13

5.9%

0

0.0%

14

1.8%

Tanker Truck Water

0

0.0%

5

2.3%

1

0.8%

6

0.8%

Bottled Water

2

0.5%

3

1.4%

0

0.0%

5

0.7%

Vendor

0

0.0%

4

1.8%

0

0.0%

4

0.5%

Lake/Pond Water

0

0.0%

3

1.4%

0

0.0%

3

0.4%

Dam Water

0

0.0%

1

0.5%

0

0.0%

1

0.1%

TOTAL

497

100.0%

363

100.0%

122

100.0%

768

100.0%

3.4
Effectiveness
The projects’ degree of achievement of the planned objectives is compared to the realized objectives
in the categories of health (Number of people that access health centers, ANC, immunization and
treatment) and WASH ( improved access to safe water sources, improved hygiene and sanitation
knowledge and practice in the PoCs and functioning level of management systems).

5
6

IOM only provide sanitation services in Malakal and Bentiu POCs, while in Wau Oxfam is responsible agency
Tango WASH Facility Assessment Report
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3.4.1 Effectiveness of the Health Component
Access to health centers and treatment for different diseases.
The establishment of seven health facilities that offer free health care services has increased access to
health care. Currently the program has established three health facilities in Bentiu PoC, one in Malakal
PoC and three in Wau. Respondents (86.1 per cent) confirmed that accessibility to health centres has
increased and that they are getting treatment and vaccination for immunizable diseases especially polio,
measles, DPT/hep B and BCG as shown in table 4 above and 7 below. The project documents show
that up to 186,788 IDPs are accessing health service within the three PoCs. Of the households
surveyed, 58.0 per cent have benefitted from ANC, 59.7 per cent from immunization and 86.1% from
treatment for different diseases (Table 2 and 7) The benefit is more pronounced in Wau where IOM
has established an additional clinic 67.5 per cent of the household in Wau have access to the
immunization programme and 88.6 per cent have been treated from the clinics (Table 4 and 7).
To further demonstrate how effective the health intervention has been the survey found that access
to ANC has increased threefold with 88.2% of pregnant mothers attending ANC in the health
facilities, 81.4% in Malakal, 90.1% in Bentiu and 93.7% in Wau. There is also increased health
education and counselling with 68.0% of pregnant mothers receiving counseling on mother to child
transmission of HIV/AIDS and 89.2% on infant feeding. Majority of deliveries are being conducted
at the health facilities (78.8%) with most happening at the IOM health facilities at 45.0%, while
25.6%occurs at public hospitals and only 19.2% deliveries at home. The child mortality rates has been
reduced due to immunization programmes provided with 93.5% of children under 5 receiving BCG
vaccination, 100% polio vaccination, 96.6% DPT/hep B/H. Inf vaccination, and 94.8 for both
measles and polio as shown in table 7 below.
With the increased knowledge and access, fewer people are resorting to the sometimes dangerous
practices of traditional medicine. There is also a sharp increase in antenatal care and decline in the
unaccompanied deliveries of babies at home. Deliveries in the maternity wards of the IOM health
facilities or by skilled birth personnel clocked 10,221, rising from a monthly average of 242 in 2014 to
354 in December 2016. The 2014 child mortality rates among IDPs in the areas targeted by the project
that were above emergency thresholds when almost every day, child deaths were reported as a result
of acute watery diarrhea, malnutrition, malaria and pneumonia (source: WHO update on mortality
rates in Bentiu, June 2014) has decreased from average of 1.33 per 10,000 persons per day to an
acceptable 0.43 per 10,000 persons per day.
Table 7: Access to Immunization in the PoCs
Response

Bentiu
Count

N%

Malakal
Count

N%

Wau
Count

Males
N%

Count

Females

Total

N%

Count

N%

Count

N%

BCG Vaccination
Yes

48

92.3%

70

89.7%

25

97.2%

3

75.4%

140

92.0%

143

91.7%

No

4

7.7%

7

9.0%

1

3.9%

1

24.6%

11

7.2%

12

7.7%

Don’t Know

0

0.0%

1

1.3%

0

0.0%

0

0.0%

1

0.8%

1

0.6%
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Overall

52

100.0
%

78

100.0
%

26

100.0%

4

100.0
%

152

100.0
%

156

100.0
%

Polio Vaccination
Yes

52

100.0
%

75

100.0
%

26

100.0%

4

100.0
%

149

100.0
%

153

100.0
%

No

0

0.0%

0

0.0%

0

0.0%

0

0.0%

0

0.0%

0

0.0%

Don’t Know

0

0.0%

0

0.0%

0

0.0%

0

0.0%

0

0.0%

0

0.0%

Overall

52

100.0
%

75

100.0
%

26

100.0%

4

100.0
%

149

100.0
%

153

100.0
%

DPT/hep B/H.Inf vaccine vaccination for children under 5 years
Yes

49

94.0%

73

97.4%

26

100.0%

4

100.0
%

144

96.6%

148

96.7%

No

3

6.0%

2

2.6%

0

0.0%

0

0.0%

5

3.4%

5

3.3%

Don’t Know

0

0.0%

0

0.0%

0

0.0%

0

0.0%

0

0.0%

0

0.0%

Overall

52

100.0
%

75

100.0
%

26

100.0%

4

100.0
%

149

100.0
%

153

100.0
%

Measles Vaccination
Yes

380

87.6%

151

87.8%

91

87.5%

9

81.8%

613

87.7%

622

87.6%

No

54

12.4%

16

9.3%

13

12.5%

1

9.1%

82

11.7%

83

11.7%

Don’t Know

0

0.0%

5

2.9%

0

0.0%

1

9.1%

4

0.6%

5

0.7%

434

100.0
%

172

100.0
%

104

100.0%

11

100.0
%

699

100.0
%

710

100.0
%

Overall

3.4.2 Effectiveness of the WASH Component
Improved access to safe water: Key informant interviews show that the WASH situation within the
communities was severe and desperate with limited or no access to clean and safe water before IOM
intervention. Although some water was available in distant locations, the instability situation within
South Sudan could not allow the IDPs to access this water. In addition the water that was got from
these sources exposed them to risk of water borne diseases for example in Malakal. In the over
congested PoC of Wau IDPs were had hand pump boreholes available. In Bentiu water was being
served by two hand pumps. Currently the project has implemented 41, 24 and 27 Water points in
Bentiu, Malakal and Wau respectively. Clearly the project has had significant impact on the lives of
the population in the three camps.
Table 8: Summary of Data Collected from June 28th to July 6th 2017 on Access and Quantity
of Water in Malakal POC
Sector

Population

Sector 1
Sector 2
Sector 3
Sector 4
Total

13,745
8,357
3,521
4,936
30,559

Total Liters Distributed
per Sector per Day
256,000
111,000
72,000
78,000
517,000
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No. of Litres per
Person per Day
18.6
13.3
20.4
15.8
16.9

Malakal water points serve an average of 30,559 people. Therefore, the amount of water produced per
person per day in Malakal is estimated at 16.9 l/p/p/d which exceeds the sphere standard amount of
15.0l/p/p/d as shown in Table 7. On the other hand the team established that there were shortfall in
water supply in Bentiu and Wau PoCs. Wau was estimated to serve on average of 9.0l/p/p/d and
Bentiu 11.0l/p/p/d. The water shortage in Wau and Bentiu can be addressed by increasing on water
production by building more boreholes and supplementing generators with solar energy to run the
water pumps.
Improved sanitation Knowledge and practice within the PoCs
Respondents in all visited PoCs, expressed that the sanitation and hygiene had improved since the
intervention and consequently there were significant improvements in their livelihood. In Malakal
IOM provides sanitation facilities to sectors 2, 3 and 4 while other sectors are provided by Solidarity
International the co-partner .The project has constructed 539 (adult), 109 (children) latrine stances
and 79 hand washing facilities, and 204 bathing facilities in Bentiu. In Malakal the project has
constructed 770 latrine stances with hand washing facilities and 293 bathing facilities. This gives a ratio
of 25 and 65.31 respectively. It is important to point out that although IOM has exceeded its target
number set for latrine and bathroom construction the influx of people coming to the PoCs
compromises the acceptable ratio of 1:20 IDP.
The population is adapting to good hygiene practices and that this has contributed to reduction of
disease outbreak like cholera and diarrhea. Improvement in hand-washing practice has been influenced
by two factors:1) the increase in hand washing facilities within the areas (60.6%) and 2) the number
of people trained about hygiene and public health awareness. The survey found that at least 98.0% of
the respondents wash their hands using soap after using the toilet as shown in Figure 2 below.
Cumulative the findings show a very positive impact of the project in the lives of the beneficiaries by
providing them with water, sanitation facilities and sensitizing on good hygiene.
However it is important to point out that a clean environment cannot only be obtained by using pit
latrines and washing of hands. The evaluation team observed that open waste water disposal within
the compound is still rampant. Another challenges evident within the camps are related to missing
taps and soap were missing from some points. Reports indicate that often these items were vandalized
by the IDPs. This observation raised concern about sustainability of the project. It is also important
to point out that although pit latrines are an improvement as compared to open defecation, some
weaknesses are still evident: 1) some of the latrines visited did not have lids covering the holes; 2)
some latrines did not offer privacy.
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Proportion of
Respondents

Figure 2: Hand washing using soap after visiting the toilets by gender
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2.0%
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Figure 3: Access to hand washing facility by region
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Overall
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68.0%

67.7%

21.4%

60.6%

No

32.0%

32.3%

78.6%

39.4%

As a sign of keeping good hygiene practices majority of the households wash hands under the
following instances: 89.9% before meals, 87.6% after visiting toilets, 76.2% after meals and 48.5%
after returning from work (table 9).
Table 9: Instances when households wash hands
Bentiu

Malakal

Wau

Total

Before meals

Count
357

N%
82.9%

Count
212

N%
99.1%

Count
118

N%
98.4%

Count
687

N%
89.9%

After meals

295

68.4%

174

81.3%

114

95.2%

583

76.2%

After visiting the toilet

398

92.3%

155

72.6%

117

97.6%

670

87.6%

After returning from
work
Total

226

52.5%

67

31.5%

77

64.3%

371

48.5%

431

100.0%

214

100.0%

120

100.0%

765

100.0%
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3.5
Efficiency
Efficiency is the extent to which the allocated project resources were being utilized within the target
PoCs for the planned project activities and how the target population successfully participated in the
project implementation. IOM works with both local and international partners in adherence to quality
and timely delivery of services. However, interviews show that there have been instances where
instability and uncontrolled influx of IDPs into the camp has interrupted the efficient delivery of
services. IOM programs are gender balanced and target oriented toward specified needs within the
PoCs. For example, discussions with stakeholders revealed that the mental health and psychosocial
support (MHPSS) programme was only operationalised after successful studies had been carried out
in Bentiu and Malakal in 2015 and Wau in 2016. IOMs’ efficient monitoring and implementation
mechanism provides for increased assess to potable water even in the dire climatic conditions of the
region.
The IOM project activity include provision of water supply, water treatment and plant maintenance,
provision of supply systems, provision of water trucks in case of failures of the water systems;
provision of safe water through regular quality water monitoring, construction of sanitation and
hygiene facilities (latrines), solid and liquid waste management, and promotion of hygiene and public
health awareness including menstrual hygiene management for displaced women and adolescent girls.
IOM has adequate experts and staff to implement its programmes and has clearly defined the roles
and responsibilities. In addition, the organisation has empowered the locally recruited staff to carry
out the day-to-day project implementation activities. IOM works with partners and the local authority
to ensure their goals are achieved and adhere to IOM’s standard operating procedures (SOPs).
However, due to the numbers of people they served, some respondents cited that IOM staff
sometimes get overwhelmed especially when there are new influx of people as a result of the fighting.
It is important to point out that although IOM makes provisions for new arrivals within the camps,
the service delivery within the camps is highly compromised whenever there is a high influx of people.
This oftentimes makes planning difficult and creates setbacks within the project activities.
IOM programs are gender and age sensitive in their implementation. Some facilities such as water
points are shared, however sanitation facilities such as latrines and bathing facilities are designated
based on gender and age. For example, the team noted that men and women latrines have been
separated and painted in different colours. Although the initial implementation phrase of the project
did not cater to the needs of persons with disability, this need is now being addressed through
construction of user friendly, improved quality and lifespan of latrine infrastructure.
3.5.1 Efficiency of the Health Component
In order to check whether the medicines were rationally and efficiently prescribed the drug prescribing
behaviour in two health facilities one each in Bentiu and Wau was observed. Pictures were taken of
553 at random consultations that were entered in the registers. Three of the 13 WHO/INRUD
indicators to measure rational drug use (RDU) were used to analyse drug use in the facilities. This
rapid evaluation produced the following results:




Average number of drugs prescribed per encounter: 2.5 (recommended value <2)
Percentage of encounters with an antibiotic prescribed: 41% (recommended value <30%)
Percentage of encounters with an injection prescribed: 8% (recommended value <10%)
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Based on the facility assessment, records and project reports the prescribing behaviour in the IOM
supported centres are acceptable in view of the severe circumstances.
3.5.2 Efficiency of the WASH Component
IOM is utilizing cost effective technology for service delivery and construction of infrastructure. For
example, it has utilized custom made to the area technologies in the pumping of water. Water is
provided through boreholes, containers and tanks across the PoCs. In Bentiu and Wau
segments/sediments and haddock boreholes are being used to produce water while in Malakal water
is pumped from the river using safest water treatment system. In Malakal water is pumped through
160mm HDPE pipe line from the river intake 1.8Km to six T70 storage tanks where sedimentation
and coagulation is carried out by addition of aluminum sulphate and the other is pumped directly to
the sky hydrants for treatment. After the water has a turbidity of less than 5NTUs, it is pumped to
the storage tanks where disinfection is carried out using HTH (hypochlorite powder) prior to being
distributed via HDPE pipe network of 90,63 and 50mm to elevated water towers. The water then
flows by gravity to the tap stands where the beneficiaries can access the water. Being near a river this
is the appropriate technology for Malakal and the supply of water is better than Bentiu and Wau.
Wau PoC is served by four motorized boreholes. The system is designed to pump from the motorized
boreholes to the storage tanks and then water flows by gravity to the water point where IDPs draw.
Bentiu PoC has 117,046 IDPs of which IOM provides water to 49,738 IDPs in sectors 2 and 3 which
is 42.5% of the total population in this PoC. The IOM supplied areas get water from two motorized
boreholes located in sector 2 block 9 and sector 3 block 1 with a total yield of 30 m3/hr. The two
boreholes produce 571,987 liters per day that supply 41 water points giving a per capita of 11.5 liters
per person per day which is below both IOM set target and the sphere standard of 15 l/p/day for the
emergency areas.
The production levels differ from each site. Bentiu has the lowest productivity and Malakal the highest.
The production of treated water in Malakal is at 524.571 cubic meters (cc) per day, Bentiu is 571.987
cc and Wau is 316.000 cc. There are 41 water points in Bentiu with 12 direct distribution taps each,
Wau has 27 water points while Malakal has 24.
The quality of water is good and is monitored on the daily basis by water monitoring assistants that
check for pH, turbidity, free residual chlorine (FRC) and 100% of the results are within 0.6-1.0 mg/l
that was set as IOM target as far as quality is concerned. Bacteriological water quality testing is carried
out on the monthly basis. Disinfection is the only water treatment carried out in this system because
they have underground sources.
The majority of the water pumps use diesel fuel that is very expensive to run. To reduce costs Bentiu
has started using solar panels which are also being adopted in other regions. The use of solar pumps
is far cheaper and will reduce the costs of powering water pumps by over two thirds. It is estimated
that solar powered pumps would costs approximately 7,100/month as compared to the use of
traditional diesel powered pumps which cost an estimate of 23,500/month, while that of hybrid system
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is 15,000 per month7. Drilling of the boreholes is expensive and the costs increases with the kind of

rocks one drills, depth of the borehole, land prices, chlorination and the kind of pump used.
3.5.3 Efficiency of the Technology
The water point collection centres within Bentiu and Wau are of motor-powered boreholes while
Malakal pumps raw water from the riverside that gives an average of 517,987, 316,000 and 524,571
litres of water per day in Bentiu, Wau and Malakal respectively. This water system on average supplies
17.2, 9.0 and 11.5 litres of water per person per day in Malakal, Wau and Bentiu. Collectively the
average water usage is 12.6litres per person per day. Since the average water supply per capita is
12.6/p/day the inference is that there is insufficient quantity of water supplied for the three areas
combined when compared to the required standards of sphere and the set target of 15l/p/day.
Although IOM has maintained, improved and increased water point construction the respondents
emphasized that the services and quantities of water are still inadequate for the ever-increasing
population especially within Wau and Bentiu. This explains the presence of long and congested queues
that were characteristic of all the water point collection centres. Therefore most of impacts with
regards adequate water provision can be taken from the user’s practices rather than their explicit
knowledge of the demand and supply of the water facility and its output. The quality of water is
monitored on the daily basis by a team of water monitoring assistant that check for pH, turbidity, FRC
and 100 per cent of the results are within 0.6-1.0 mg/l that was set by the IOM target indicators. Water
treatment through disinfection was carried out across the water plants. Bacteriological water quality
testing is carried out on the monthly basis. Table 10 below shows the target and current litres of water
supplied per person and level of water quality in the PoCs.
Table 10: Target and litres of water supplied per person and level of water quality in the PoCs
PoC

Population

Litres of water
supplied per day

Number of liters of safe
water per person per day
Base
line
Target Current

Water Quality
Base
line

Target Current

Base
line

Target

Current

Malakal 7,000

20,000

30,559

524,571

7.5

15

17.2

-

100%

100%

Wau

-

20,000

38,472

316,000

-

15

8.9

-

100%

100%

Bentiu

15,943

20,000

49,738

571,987

8.9

15

11.5

-

100%

100%

Current

3.6
Project Impact
No doubt the IOM heath and WASH interventions has had very positive impact to the IDPs and
hosts communities. The impact of the interventions was in part evaluated by the accessibility and
7

IOM Value for money: Diesel powered water pumps are replaced with solar powered umps in Malakal and Bentiu PoC sites. Total cost saving
Y2=cost of running water pumps July (Y2)-cost of running water pumps in July (Y1)X12 months
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provision of health services, water and sanitation facilities to the project beneficiaries. However, due
to the increasing number of people within the camps, accessibility could not ensure constant supply
of these services to all the IDPs. As such arrangements may be needed to extend the services to people
within and out of the PoC sites as well as the elderly and special needs.8 The overall impacts of the
IOM WASH and Health project is evaluated below on the basis of their success in extent and quality
of health services, water supply and appropriate sanitation facilities, improvements in hand washing
practices, and reduction in water and sanitation related diseases. The real impact was evaluated when
seen from the perspective of the beneficiaries, project implementers, community and camp leaders
and IOM partners.
3.6.1 Impact of the Health Component
The field survey reveals that IOM health cluster strategy has extensively provided emergency lifesaving
primary health care services as per the Ministry of Health’s Basic Package of Health and Nutrition
Services. In addition, the health cluster has Integrated Reproductive Health Services (the Minimum
Initial Service Package, antenatal and postnatal care as well as emergency obstetric and normal
deliveries and PMTCT).
On average 96% of the respondents interviewed believed that IOM Health interventions were of
significant impact to their livelihood. It came out clearly that although the people were aware of the
presence of different health programs, some were not aware of the causes of diseases like malaria and
indeed that explains why they still did not utilize the freely distributed mosquito nets. This finding
calls for a need for aggressive sensitization and health education. Records from clinics visited
presented the following:: 1) The clinics have an estimate of 15 normal deliveries every week; 2) About
300 mothers attend antenatal care every week; 3) the project is implementing Mother to Child (PMTC)
and Tuberculosis (TB) program; 4) the outpatient program runs for 12 hours a day with referrals to
MSF.
Communicable diseases
The review of the project documents, survey results supplemented with discussion with stakeholder
and project staff revealed that the major ways of addressing the issue of communicable diseases is
through personal hygiene promotion; toilets and drainage system; and through domestic and
environmental hygiene. Community leaders explained that several health education campaigns are
carried out within the PoCs and at the health facilities. Indeed they mentioned that these had gone a
long way in educating people about controlling preventable diseases like diarrhea and cholera. When
asked about the kind of knowledge that they get from these sensitization programs, the respondents
were able to present the following example of how cholera can be prevented: Proper cooking of food
(77.6%), washing vegetables and fruits (72.4%), proper disposal of human waste (66.4%), using clean
cooking utensils (51.7%) and boiling drinking water (43.2%) as shown in Table 11 below.
Table 11: Knowledge on prevention of Cholera by gender
How to prevent

8

Male
Count

Female
N%

Count

Total
N%

Count

The Health Component already runs mobile clinics in hard to reach areas and to neighbor communities in Bentiu, Malakal and Wau towns.
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N%

Cook food thoroughly

7

58.5%

557

77.9%

563

77.6%

Wash vegetables/fruits

10

83.4%

516

72.2%

526

72.4%

Dispose of human waste properly

11

91.7%

471

65.9%

482

66.4%

Clean cooking utensils/vessels

7

58.5%

369

51.6%

375

51.7%

Boil water before drinking

5

42.0%

309

43.2%

314

43.2%

Cover food to keep away from flies

4

33.7%

207

29.0%

211

29.0%

Treat water with chlorine products

3

25.4%

206

28.8%

209

28.7%

Cholera vaccine

2

17.1%

143

20.1%

145

20.0%

Cannot prevent

0

0.0%

1

0.1%

1

0.1%

Total

12

100.0%

714

100.0%

726

100.0%

The survey revealed that there were consistent mass vaccinations for children and adults and health
points would be setup to handle emergencies in cases of disease outbreak. The research team noted
that the level of preparedness was high since the organization had contingency plans in dealing with
the communicable diseases like cholera, malaria, measles and typhoid.
HIV / AIDS awareness
The project documents revealed that HIV/AIDS awareness was 62.1% however focus group
discussions revealed that most people in the PoCs are not aware of the HIV disease and have no idea
of how to use protection. This finding presents a health threat and calls for the intervention of IOM
health implementers. Although the HIV/AIDS campaign is of significant impact, respondent opined
that the program still faces challenges such as patient stigmatization, medication usage and counselling.
Health practitioners revealed that antenatal clinics provided PMTC program (prevention of mother
to child transmission) for pregnant mothers. They further explained that occasionally community
schools were encouraged to run health programs about HIV/AIDS prevention. In addition awareness
campaigns are being implemented at the community level to promote person to person HIV/AIDS
education.
Delivery and child care
Although the IDPs within the camp are aware of the presence of these clinics, majority of the men
are not sure of the services being offered. The FGDS revealed that the women on the other hand
were aware that these clinics offered free family planning services and childcare. The KIIs revealed
that the clinics deliver quality reproductive health services through provision of basic Emergency
Obstetric and Newborn Care (EmONC), family planning services, pre/postnatal care, and PMTCT
services. Since inception, the project has made significant improvements in child delivery and care
with 8,224 births being performed by skilled birth attendants/health workers. About 4,742 pregnant
mothers have attended ANC services at the IOM facilities (Table 2 above).
Impact of the WASH Component
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The discussions with the beneficiaries, stakeholders including government officials and water
management committee members, show that 94.3% of WASH services have been extended to cater
to the influx of IDPs as well as the host communities.
Access to safe and adequate water and sanitation: Table 10 above and 12 below show the impact of
the project on the IDPs in the PoCs and increase in access to clean water and good sanitation facilities.
The field survey shows that the number of water points has increased from 13 in 2014 to 92 in 2016
in the three PoCs, resulting in corresponding increase of the number of people that have access to
safe water, sanitation and improved hygiene practices from 41,320 in 2014 to 119,463 in 2016. The
survey found that 100% of the households now have access to clean water and good sanitation services
as shown in table 6 and 12.
Table 12: Access to Good Sanitation Facilities and Services
Bentiu

Malakal

Wau

Total

Count

N%

Count

N%

Count

N%

Count

N%

Pit Latrine

423

97.8%

143

66.1%

120

100.0%

685

89.2%

Piped Sewer System

28

6.5%

76

35.3%

0

0.0%

104

13.6%

Flush/ Pour Flush To:

10

2.4%

78

36.2%

0

0.0%

89

11.5%

Composting Toilet

7

1.7%

21

9.5%

0

0.0%

28

3.6%

Bush/ No Facility

1

0.2%

1

0.5%

0

0.0%

2

0.3%

432

100.0%

216

100.0%

120

100.0%

768

100.0%

Total

Improved Liquid and Solid Waste Management: IOM is doing well in involving the beneficiaries
in waste management. Generally IDPs voluntarily participate in the environmental cleanup campaigns
organized by IOM which involves collecting of garbage that accumulates around their dwellings and
a total of 36 campaigns have been organized in Bentiu involving 7,600 community members and 1,500
community members in Malakal from the 3 campaigns organized. IOM managed to a total of 86.3m3
of solid waste and 109m3 of liquid waste each day in Bentiu and 42m3 and 103m3 in Malakal.
Increased Exposure to and Awareness of Sanitation and Hygiene Practices: To improve health
and to reduce the spread of water borne diseases, IOM has formed a team of hygiene promoters from
the IDP communities in Malakal and Bentiu POCs to provide information about hand washing,
personal hygiene. These targeted different age groups mainly focusing on mothers and young children.
IOM conducted 52 hygiene promotion sessions in Bentiu and 33 in Malakal and these included house
visits, talking auntie which address menstrual hygiene, hand washing campaign among others.
The FGD with the project beneficiaries discussed the success of community sensitisation and how
this had improved health awareness and hygiene. The majority of the respondents understood the
number of times that they should wash their hands and the use of soap during the process. The survey
reveals that there are hand washing facilities outside latrines however the respondents in the group
discussion opined that oftentimes items such as soap are taken away by other members. This is an
issue for the security of the latrines and water supply infrastructure within the communities. The hand
washing practices by the communities, as discussed before, have been positively influenced by the
cholera sensitisation that has taken place throughout the communities. The widespread availability of
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soap, and the distributions, as well as the continual community sensitisations have ensured that the
results are extremely positive. The technical success of the hand-washing facilities both with regards
to the communities and the latrine constructions is at 89.6% however respondents pointed out that
most the pit latrines were in bad conditions and do not cater for persons with disability.
Reduction in water and sanitation related diseases: Due to the small number of sites, the
widespread distribution of the projects over a large geographical area, the lack of appropriate health
data, the context of the 2014 cholera outbreak and the overlapping and interlinked nature of
diarrheal and other water based diseases, any reduction of diseases caused by this project would be
impossible to monitor or verify. In 2016, IOM increased support of its health cluster strategy through
maintaining the mobile and static clinic strategy to provide lifesaving primary health care. They also
mentioned that IOM coordinates vital health education promotion and mass Cholera vaccination
campaigns (86%). The field survey shows that by 2016, 94.8% of children were being immunised,
antenatal and postnatal care had risen to 58% and obstetric and normal deliveries being handled by a
trained medical personal were at 88.1%. Medical reports showed there were reduced cases of PMTCT
and respondent confirmed that they are able to access HIV and TB diagnosis and treatment. The key
informants shared that IOM has strengthen its emergency preparedness and capacity of health
workers to prevent, detect and respond to disease outbreaks through trainings on communicable
disease management, particularly waterborne diseases, measles and meningitis, and Clinical
Management of Rape (CMR), and MISP; Pre-position essential medicines, medical supplies and
medical equipment. Respondents confirmed that they occasionally held trainings and awareness
sessions on HIV and TB, sexual and gender-based violence.
3.7
Coverage of the Health and Wash Programmes
Coverage is discussed in terms of 1) whether or not the target population, including the most
vulnerable, have been reached by the project and provided with assistance proportionate to their needs
and 2) the extent to which IOM has coordinated with relevant humanitarian and development partners
in its Health and WASH programs.
When analysing the number of people who access WASH and Health interventions within the PoCs
the conclusion is that the coverage is high and have been increasing significantly over the past four
years. For example the population of displaced people seeking and accessing protection at the Bentiu
PoC increased by 19 per cent over November to reach 118,378 people. The violence and attacks
within the Upper Nile, Malakal PoC site destroyed lives, shelters and health care clinics.
Important to note that the PoCs of Bentiu and Malakal have continued to receive an influx of people
because of the armed conflict leading to constant change in coverage and interventions focus. For
instance the violence in Western Bahr el Ghazal in June 2016 saw thousands of civilians threatened,
fleeing to host communities and seeking protection next to the UNMISS compound in Wau town.
Similarly in December 2016, it was reported that Wau town had an estimated at 41,049 people with
up to 38,000 people displaced outside the town and cut off from humanitarian assistance. In fact the
WFP in its December 2016 report stated that, 3.6 million people are estimated to be severely food
insecure with more than one million children under age five estimated to be acutely malnourished.
During times of armed conflict, women girls and the aged are at heightened risk of attack and exposed
to significant levels of sexual violence (OCHA Humanitarian Needs Overview [HNO] 2016).
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Respondents confirmed this when they reported having had to abandon the young, aged and unwell
family members when fleeing violence. Despite all these challenges, the community affirmed that they
were appreciative that IOM coverage, mandate and interventions accommodated consideration for
children, women, the elderly, people with disabilities and people living with HIV/AIDS. Malaria,
measles, tuberculosis (TB) and HIV/AIDS still remain major health risks for the IDPs and thus major
focus of the intervention. Immunization and vaccination campaigns have been rolled out within the
PoCs.
Since 2014 the program coverage has expanded to areas that were not initially envisaged. As a result
of findings of a study conducted by IOM in 2015 and 2016 to assess the psychosocial needs of the
IDPs in Bentiu, Malakal and Wau, the health coverage was expanded to include mental health and
psychosocial support (MHPSS) programme. This programme was set up with a mandate to strengthen
community level resilience in Bor, Bentiu, Malakal, and Wau PoC sites. Through the programme, nonclinical, community-based MHPSS programmes have been introduced and people have been
encouraged to participate these community led support groups. Geographically, the project now
extends to hard to reach areas. The IOM health programme supports and maintains the mobile and
static clinics within Bentiu and Malakal PoC sites including a new clinic in Wau PoC site.
3.8
Sustainability and Stakeholder Participation
Sustainability is a critical factor in achieving health and WASH impact. To deliver the expected
development benefits, WASH access needs to become a permanent part of people’s lives.
Sustainability in WASH has several dimensions. Water facilities need to be technically sustainable, in
relation to local conditions and with regard to ongoing maintenance requirements. They need to be
anchored in sustainable institutional arrangements, often involving a mixture of government
institutions and local community structures, to make sure they are properly managed.
Sustainability is looked at in terms of community participation and ownership, financial sustainability
and government involvement. Being an emergency response it was found that it was not possible to
initially involve the community in project activities to create ownership of the health and WASH
projects. The project has involved the community members on a small scale in the following areas: a)
hired as casual workers to clean and repair WASH facilities; b) volunteers are given incentives to
manage the wash facilities; and c) implementation of activities such as borehole rehabilitation. There
is also constant and consistent discussion with the community leaders that has created good
relationship between project implementers, PoC managers, community leaders and the community
beneficiaries. The issue of Health and WASH facilities maintenance weighs heavily on the
sustainability of the intervention and there is need to involve the community more in maintenance of
the facilities to save costs.
The water points are managed by a team of paid plumbers that monitor any break downs in the system.
IOM has also trained water user committees to oversee the water facilities in their locations. The
community management of water points and the sense of ownership of water points remains low
because some water points were unattended to at the time the evaluation team visited the site.
Although discussions with beneficiaries showed that some community caretakers are still opposed to
IOMs’ transition from monetary remuneration to incentive, we believe this change will ensure
sustainability and cost effectiveness of the WASH interventions within the area. The IOM should
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improve awareness to guarantee adoption of the incentive methods and enhanced ownership of the
facilities through continuously community sensitization. The findings with regards environmental
sustainability are that water supply is not adequate in Wau and Bentiu POCs and does not meet
required standards of sphere and the set target of 15 l/p/ day. Therefore there is insufficient water
resources to maintain water supplies and for pollution risks from sanitation to be managed.
It is established that the benefits of sanitation and hygiene are not well understood. Literature and
KIIs do not declare any PoC ‘open defecation free’. Sustainability in sanitation and hygiene calls for
changes in behaviour. In order to maintain sustained change in hygiene practices IOM should provide
effective reinforcement mechanisms and have intensive engagement with beneficiary communities
over an extended period.

Figure 4: Community involvement during water source construction in Wau PoC

As observed in section 3.2 above, the level of knowledge of and satisfaction with IOM and the project
is very high among stakeholders. With 94.4% recognition and 86.1% satisfaction with its activities the
potential for more community involvement in project activities and other partners coming in are very
high and should be explored (table 2 above). IOM should particular, explore the use of redundant
men who have total satisfaction with its work (100%) as shown in Figure 5 below.
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Proportion of Respondents

Figure 5: Satisfaction with IOM work to community by gender
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Financially the project is expensive and cannot be sustainable in the long run because it relies on
donors with little, if any, contribution from the beneficiaries. The project has buffered itself from
uncertainty by diversifying the donor base. The project benefits from UNOCHA led SSHF which has
thirteen donors. This is complemented by the bilateral donors such as the Governments of Japan,
OFDA, CERF funding, and DFID among others.
No doubt the IOM intervention will be needed for a while and yet there is currently no viable exit
strategy for the provision of health and WASH services to the IDP community throughout project
sites. The heavy financing of the health and WASH programmes will continue to put serious strain on
the health and WASH systems. The primary hurdle for sustainability of the health and WASH
programmes in the target areas is the fact that people are very poor and don not have viable economic
activities. There is a large presence of IDPs with little or no income whose existence lie largely on
humanitarian assistance. Their resilience will take time, as they will need livelihood programmes to
better their lives and be able to earn a living and pay for their own health care.
Also the issue of Health and WASH maintenance weighs heavily on the sustainability of the
intervention. Beyond this, there is a potential for inter-personal conflicts to arise around health and
WASH activities, particularly because there is no proper exit strategy. Also, land property conflicts
may arise in instances where adduction pipes are crossing the land of owners who do not benefit from
the project, presenting the risk of sabotage. IOM need to be conscious about this and has to be very
careful while designing and planning the project by involving the community leaders and local
administrators as much as possible.
IOM needs to work with other agencies to present to the government solutions that will allow the
health installations and water systems to be maintained. This may be achieved by providing subsidies,
increasing private sector support or investing in alternative technological options.
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3.9

Connectedness and Coordination

3.9.1 Coordination with Other Partners
The humanitarian program includes inherent connectedness given how resilience programming is
interwoven into different consortia approaches and how these link to immediate life-saving activities.
The programme coordinates and cooperates very closely with the partner and local health authorities
and health structures. The Program represents innovative ways of combining different actors and
program approaches. In general, coordination and communication appears stronger at community
level than at the cluster level, since local South Sudanese NGOs do not regularly participate in the
cluster meetings. IOM technical staff takes part in both the WASH and Health Clusters, but they
expressed the feeling that the clusters are often dominated by the International agencies and INGOs
and that local NGOs are left out of major discussions and decisions.
Overall the evaluators found good coordination and collaboration especially with government and
other humanitarian and development partners that have enhanced efficient service delivery. IOM and
UNMISS continue to work together, building on the collaboration since UNMISS opened its gates to
their bases for IDPs in 2013. In 2014, IOM partnered with UNICEF to provide emergency WASH
assistance for vulnerable populations. The Danish Refugee Council (DRC) and Camp Coordination
and Camp Management have worked in close coordination with IOM WASH team to identify, locate
and establish WASH facilities and space for the construction of latrines. The Office of U.S. Foreign
Disaster Assistance (OFDA) has provided most of the funds to procure hardware (all 5 tanks, in-flow
chlorination and 2 km of water pipeline). Concern Worldwide, Care International and Mercy Corps
provide additional WASH response in Bentiu. The Protection partners provide additional security
within the PoCs. Oxfam -WASH Cluster Partner, provide partnership in the management of core
pipeline supply. Medicins Sans Frontiers (MSF), International Medical Corps (IMC), World Relief and
International Rescue Committee (IRC) provide health services. The Government of South Sudan has
been the biggest local partner in identifying priorities areas in need of humanitarian assistance. In the
execution of its mandate, IOM co-ordinates under the Inter Agency Standing Committee (IASC)
Humanitarian Cluster System.
3.9.2 Connectedness of IOM WASH and Health Components
The health and WASH components complement each other. During project implementation the
evaluation team has found that access to health and WASH services is very high (table 2 and 3 above).
The provision of health and WASH interventions was given highest priority following the sudden
outbreak of war in South Sudan and the heavy inflow of people seeking refuge at the POCs sites. The
high level of risk to diseases was experienced in 2014 when the IDPs had poor water and sanitation
services. The heavy rainfalls led to over flooding and the resultant outbreak of waterborne diseases
like cholera, diarrhea and other diseases. The improvement of WASH services in 2015 and 2016 has
corresponded with reduction in health risks and water related disease outbreaks.
The provision of Health interventions is closely linked to other sectoral interventions including
WASH, Camp Coordination and Camp Management (CCCM), Food Security, Livelihoods,
Protection, and Settlement, Shelter, Nutrition, and Non-Food Items (NFIs). IOM's Health emergency
programmes are focused on the immediate provision of hygiene services to the affected population,
prevention and response to water-related disease outbreaks such as cholera or hepatitis E, vaccination,
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treatment of preventable diseases among others. All interventions are designed in accordance with
humanitarian principles using SPHERE as general guidance for defining its sector-specific responses
while also taking the local context into consideration.
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4. Challenges, Lessons Learnt and Recommendations
4.1










Cross Cutting Challenges
The operations and maintenance costs of the projects are very high without any hope of the state
or national government or the community stepping to share the costs. The community does not
own and is not fully involved in the projects hence maintenance becomes expensive. The IDPs
are very poor and there is high dependency level at the PoC that cannot allow even little, if any,
cost sharing.
Logistics: Sending supplies to the field is expensive due to lack of road infrastructure, meaning
flight charters are mostly used at times.
The Health and WASH programs cannot reach out to everyone in need due to limited capacity,
logistical challenges and inadequate funds.
Insecurity and inaccessibility of some places in or near the project sites denies people in those
locations essential services. The camps are often affected by outbreak of inter-communal violence.
During the field consultation, data collection was suspended because of youth violence that broke
out in July 2017 in Bentiu PoC.
The mistrust by government authorities hence makes them deny access to some places because of
fear of the program unintentionally offering support to the rebels.
The uncertain migration patterns and conflict brings in new influx of new IDPs that is a challenge
to the implementation of the program because it requires programme reformulation, sensitization
and re-education campaigns for new arrivals at the PoCs.
The camps continue to get congestion as the war drags on. This usually causes long queues for
water as shown in Figure 5 below.

Figure 6: People Fetching Water at a Water Point in Malakal

4.2


Health Specific Challenges
South Sudan experiences and is prone to multiple disease outbreaks, including measles and
hepatitis in addition to a malaria upsurge, to which IOM contributed with health consultations
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and vaccination campaigns. The sudden malaria upsurge in mid-2015 resulted in stock-outs of
rapid diagnostic testing kits (RDTs) and medicines (painkillers and antimalarials).
The influx of IDPs into Bentiu and Malakal PoC sites resulted in a strain on resources, including
staffing and available medicines and supplies. Increased populations and consultation numbers
across all partners required additional staffing and procurement of medicines and supplies.
High attrition rates of qualified staff affected implementation, with delays in project
implementation due to time for recruitment and training, and time for staff to adjust to new duties
and management.
Bureaucracy in the process of clearing the items that are to be transported to the different PoCs
of Bentiu, Malakal and Wau.



There is poor referral system as the state hospitals are in very poor condition. In most of the times
it is very hard to track the referrals that have been made therefore those cases are left unattended
to.



There are serious environment challenges in the PoC sites. The sites are located in lowlands that
are prone to flooding and water logging that creates very muddy conditions. The soil type in Bentiu
and Malakal is bad and when it rains people either walk barefooted on using gumboots that most
IDPs can’t afford. All these expose the IDPs to water borne diseases and malaria where the
waterlogged areas are ideal breeding grounds for mosquitoes.

4.2.1


WASH Specific Challenges

The IDP to stance ratio is still slightly high to that of the SPHERE standard and water is
sometimes rationed in Wau (figure 7 below). The water supply is not adequate in Wau and Bentiu
PoCs which do not meet the required standards of sphere and the set target of 15 l/p/ day because
their water supply per capita is 9 l/p/day and 11 l/p/day respectively because of new influx to the
camps. There was new influx into Wau in April following outbreak of communal fighting. In all
camps the smaller sized pipes are used to distribute water to water points that may be the cause
of drop in the pressure during peak hours.

Figure 7: Liters Person Water Ratio in POC Project Sites
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There is lots vandalism of facilities especially on the hand washing facilities and latrines because
taps, lids to the latrines, iron sheets and soap are always stolen.



There are serious environment challenges in the POC sties. The sites are located in lowlands that
are prone to flooding and water logging that creates very muddy conditions. The soil type in Bentiu
and Malakal is bad and when it rains people either walk barefooted on using gumboots that most
IDPs can’t afford. All these expose the IDPs to water borne diseases and malaria where the
waterlogged areas are ideal breeding grounds for mosquitoes.

4.3
Best Practices
During project implementation, IOM had practices that were exceptionally outstanding and the
evaluation team widely recognized them as having improved the performance and efficiency of the
WASH and Health project. They are outlined as follows.
Coordination between WASH cluster agencies: most individuals interviewed recognized that there
was demonstrated working relationship between IOM and the WASH cluster agencies, particularly
when it came to strategic planning for the humanitarian concerns, division of roles, and the sharing
of resources and a joint vision for humanitarian response and recovery. IOM engaged WASH cluster
partners in lobbying for increased support to enable them to better engage actively with coordination
and funding mechanisms. For example, Oxfam, provided partnership in the management of core
pipeline supply. This practice should be replicated in all IOM activities and future projects for
consistence and to achieve results and where necessary more agencies should be brought on board to
enhance service delivery and reduce on resource deficits.
Prepared Communities brings success: The technical teams noted that there was adequate
sensitization of the community on Health and WASH programs, particularly on activities promoting
proper sanitation and primary health care. The community received basic training and sensitization in
personal hygiene and environmental sanitation. Environmental sanitation training was to ensure that
water points are well maintained. The community was also trained on solid and liquid waste disposal
practices. This reduced prevalence of diseases that would have otherwise aroused from sanitation
hazards. However, it was observed in the PoCs that, best practices regarding water handling, storage,
and hand washing have not largely trickled down to household level. Therefore, IOM should design
strategies putting in consideration the needs and culture of targeted community. Such promotion can
be handled by sanitation and hygiene promoters.
Sensitization is crucial and should be continuous: Another important lesson learnt is that
sensitization and advocacy should be mainstreamed in the project activities. There should be
continued awareness creation and advocacy on hygiene practices within the PoCs. Although IOM has
improved latrines from the temporary to ventilated pit latrines, to cater to the increasing number of
people, the team observed that there are still cases of open defecation especially near the latrines. This
observation calls for aggressive sensitisation and advocacy campaigns in order for it to be averted.
Local Participation Guarantees Sustainability: The project is desirous of more involving the
beneficiaries. The community received training and sensitization on proper handling and usage of
boreholes. This reduced on borehole break down and cost of repairs. The pumping of water to a water
reservoir and from the water reservoir to tap stands ensured that the community does not come in
contact with boreholes directly, which would have increased borehole breakdown. However in spite
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of these achievements, some respondents suggested that they had some challenges with the repairs of
boreholes. They claimed that there was no retrieval method if the rods or pipes were accidently
dropped into the systems. Though this is not an issue that directly affects current boreholes, it is a
lesson that has been learned by staff that has not been incorporated into the training or the toolkits
of those responsible for repairing the boreholes. The training toolkit therefore should be integrated
with mechanism that would retrieve pipes in case they were accidentally dropped inside the system.
Avoid monetary remuneration of workers and laborers: the technical team noted that individual
working as casual laborers were given a token of appreciation for their labour thus enhancing their
livelihoods and motivated them to work. However, monetary remuneration of community workers
was costly for the project. In Malakal and Bentiu it also caused misunderstanding among hygiene
promoters. Monterey remuneration should be avoided in humanitarian situations as much as possible
because transiting from monetary remuneration to incentive system is difficult when the project is
under implementation.
Transition from diesel powered pumps to solar powering: This will not only be cost efficient but will
also be environmental friendly. IOM has already embarked on this and what remains is the complete
rollout of the programme to all sites.
4.4

Recommendations

4.4.1 Health Recommendations
The intervention should focus on:













Strengthening project, inter-sectoral, multi-stakeholder planning, implementation and
consecutiveness;
Consolidating, sustaining and scaling up operation and maintenance of mobile and existing health
facilities to ensure provision of emergency basic PHC Services, general nutrition screening and
referrals;
Providing quality reproductive health services through provision of family planning services,
pre/postnatal care, PMTCT services and basic Emergency Obstetric and Newborn Care
(EmONC);
Providing and supporting routine immunization, through mass campaigns programme and
implementing the Emergency Programme on Immunizations (EPI), especially for young boys and
girls and women of childbearing age;
Strengthening the RRT to provide emergency health care, including needs assessments, lifesaving
assistance, provision of drugs and medical supplies, routine and mass vaccinations campaigns,
provision of the MISP, and capacity building on communicable disease control, outbreak response
and early warning surveillance mechanisms;
Strengthening emergency preparedness and capacity of health workers to prevent, detect and
respond to disease outbreaks through trainings on communicable disease management;
Pre-positioning essential medicines, medical supplies and medical equipment;
Mobilizing peer-to-peer community health volunteers to mainstream health awareness sessions on
HIV and TB, sexual and gender based violence and referrals for PSS counselling, communicable
diseases and good hygiene and sanitation practices;
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Support the national disease surveillance and early warning system to respond to disease outbreaks;
Enhance the capacity of health care workers to detect and respond to MHPSS needs through
training in supportive communication and PFA, basic MHPSS needs and responses in emergency
and post emergency situations, identification of most common mental disorders, and appropriate
referrals; and
Provide direct community-based MHPSS services as well as specialized services by a trained
psychologist, when needed.

4.4.2 WASH Component
The intervention should focus on:













Placing stronger emphasis on empowering the communities to more fully participate and own
their water supply, their sanitation maintenance and adopt behaviour change. The progamme
should establish a weekly roster system to engage the community in solid waste management,
cleaning and maintenance of WASH facilities and garbage collection in the PoC sites by the
provision of incentives and tools.
Consolidating, sustaining and scaling up operation and maintenance of the water treatment and
supply systems in Bentiu, Malakal and Wau PoC sites;
Maintaining capacity to water truck for new emergencies and contingencies in case of failures of
the water systems;
Implementing regular water quality monitoring to ensure populations are supplied with safe water
and continued implementation of vector control measures in the PoC sites to reduce disease
transmission. In particular maximise women’s role in monitoring and evaluation of all WASH and
health facilities as they are the primary users of water points and can provide daily checks on
functionality;
Construction of new sanitation facilities and ensuring proper care and maintenance of sanitation
facilities, ensuring systems are in place to prolong their life span and guarantee comfortable, secure
and hygienic facilities; and constructing new sanitation facilities;
Ensuring that there is good distance between female and male sanitation facilities while also
providing more facilities for persons with disabilities;
Hygiene and public health promotion that promotes community ownership methods, including
menstrual hygiene management for women and adolescent girls IDPs;
Take the WASH inventory and report cards to scale in all IOM supported sectors and blocks;
Promoting Arborloos and fossa alterna/skyloo ecological latrines in the POCs; and
Adopting and promoting a Community led Total Behaviour Change for Improved sanitation and
hygiene which combines existing strategies within a more holistic approach and scale them up
with appropriate supportive supervision.
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Appendices
Annex 1: Terms Of Reference for Evaluation of IOM South Sudan Health and WASH
response

Evaluation context
Following the outbreak of civil war in December 2013 IOM rapidly adapted to implement a diverse
humanitarian response, providing humanitarian assistance to vulnerable people seeking shelter in Protection
of Civilian (PoC) sites in UN Mission in South Sudan (UNMISS) bases. Throughout 2015 and 2016 IOM
increasingly provided humanitarian assistance, to people in remote, hard-to-reach areas through mobile rapid
response interventions and holistic Camp Coordination and Camp Management (CCCM), Shelter/Non-Food
Item (S/NFI), Water, Sanitation and Hygiene (WASH) and Health interventions. The mission is now one of
the largest globally with 450 staff across six field offices. Three years into the conflict, the combination of
experienced teams, flexible programming and wide field based infrastructure make IOM a central actor in the
continuing humanitarian response.
As part of the multi-sector humanitarian response, IOM South Sudan implements Health and WASH
programming. In 2016, IOM increased support to very vulnerable South Sudanese through maintaining a
mobile and static clinic strategy in Upper Nile and Unity and Renk County, and enlarging operations
in Western Bahr el Ghazal, including a new clinic in the Wau PoC site. Rapid Response Teams (RRTs) were
deployed to aid those in increasingly difficult-to-access rural areas. This includes in Renk, Yei, Kajo keji and
Weichdeng, at the Juba UNMISS Tongping base after the July crisis, Malakal after the attack on the PoC
in February, and immunization campaigns including in Aweil, Gogrial and Juba. The objective of IOM South
Sudan’s health programming is to provide life- saving primary health care services and rapid response for
vulnerable IDPs, returnees and host communities in Unity, Upper Nile and Western Bahr el Gazal and other
sites across South Sudan.
IOM is one of the main WASH providers at PoC sites in Bentiu, Malakal and Melut, and for newly displaced
populations in Wau. Maintaining improved WASH services helps to prevent the onset of diseases among
vulnerable populations, particularly hazardous in congested displacement sites. The objective of IOM South
Sudan’s WASH programming is to provide emergency WASH assistance for conflict affected populations in
South Sudan.
IOM South Sudan falls under the IOM East and Horn of Africa regional office, contributing to
response plans and inter-agency coordination mechanisms at country, regional and global level. IOM's
humanitarian operations are supported by multiple donors and funding mechanisms. IOM programs are both
sector specific and multi-sector, and designed within the overarching Mission strategy and context-specific
IOM Migration Crisis Operational Framework (MCOF). Priorities and activities are identified though
coordination and consultation with National Government, the humanitarian community through the
Clusters, and beneficiary communities. IOM South Sudan programmes are designed to support the
objectives of the humanitarian community's response plan for the ongoing crisis and within the framework
of the Humanitarian Response Plan (HRP) 2017.

Evaluation purpose
IOMs multi-sector humanitarian response has been ongoing for more than 3-years, with the last
evaluation conducted during 2014. Ongoing insecurity and deteriorating conditions means that critical
needs continue to expand in a context of shrinking humanitarian access. Further, more than three years into
the crisis there is increasing emphasis on bridging the humanitarian and development divide and
implementing more resilient interventions.
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The evaluation will assess and report on the relevance, appropriateness, effectiveness and performance of
IOM South Sudan’s Health and WASH humanitarian response. The evaluation will include a review of how
technical solutions were implemented, and will provide a context based analysis of appropriateness of
technologies used, the processes and rationale applied and the impact of these decisions on the overall quality
of the interventions. This should provide information that will be used to improve programing and ensure
context appropriate humanitarian response.

Evaluation scope
This evaluation will focus on IOM South Sudan’s Health and WASH humanitarian response between
2014 - 2016. The evaluation will integrate the following cross-cutting themes: local context; human
resources; and participation of beneficiaries.

Evaluation criteria
The evaluation questions below, based on the OECD/DAC criteria and other criteria specific to
evaluation of humanitarian action5, represent a provisional and indicative list of questions to be reviewed and
refined by the evaluation team in the scoping and inception phase of the evaluation process, and in
consultation with IOM South Sudan. The evaluation criteria are: relevance/appropriateness; effectiveness;
coverage; coherence; and connectedness.

Evaluation questions
A complete list of evaluation questions and sub-questions will be jointly developed together with the
evaluation consultant. The below questions are indicative of the types of questions to be addressed in the
evaluation:
Relevance/Appropriateness
1. How aligned has IOM Health and WASH programming been with identified humanitarian needs
and priorities as well as IOM capacity.
2. How has programming been informed by context and security analysis, including gender, conflict, dono-harm, resilience, the local environment, national legal frameworks.
3. To what extent have the needs of beneficiaries and stakeholders been analysed throughout the
response and the programme/projects adapted to changing dynamics?
4. Was the approach and technical solutions appropriate for the context and nature of the
context?
Effectiveness
5. How effectively has Health and WASH programming been in delivering results against project,
Cluster and IOM South Sudan humanitarian response plans?
6. What are the main obstacles or barriers that were encountered during implementation of
projects?
7. Were the technical solutions applied a barrier to achieve the objectives within timeframe?
8. What measures did the technical teams have taken to improve the effectiveness of the
intervention?
Efficiency
9. How effective was the overall management of the project? What factors contributed or impeded
effective management?
10. What systems worked well i.e. staffing structure/ organogram, staffing needs resources, logistics,
HR, finance, funding, and management support?
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5 In particular “Real-time evaluations of humanitarian action, an ALNAP Guide – Pilot Version”
www.alnap.org/pool/files/rteguide.pdf

11. How effectively has IOM integrated demographic data such as gender, age, race, tribe, vulnerability
and geographic location into its response, and adapted its response to changing dynamics?
12. Were (human and financial) resources available, adequate and was this the most effective use of
resources?
13. Was there redundancy in the technical solutions implemented?
14. To what extent the interventions considered sustainability through technology change?
Coverage
15. Were the target populations, target locations and activities sufficiently well-defined and implemented
in order to reach the projects’ objectives? If the objectives were not achieved, would other activities
have been more effective in reaching the projects’ objectives? To what extent have vulnerable people
been targeted and reached by IOM inside PoCs / in hard-to-reach areas?
16. To what extent was Health and WASH programming coordinated with relevant humanitarian and
development partners?
Coherence
17. To what extent have WASH and Health programming achieved humanitarian response and human rights
objectives?
18. Was Connectedness
19. To what extent has IOM guidelines, SOPs and sector standards have been been applied?
20. To what extent does health and WASH programming integrate or consider transition?
The evaluation will follow a phased approach, which will allow time for reflection and real-time feedback.
The evaluation will take a participatory approach, to ensure ownership and promote interaction with the IOM
team in the country office/sub-offices in South Sudan and relevant IOM partners. The evaluation will make
efforts to consult the affected population to help inform the on- going response, and promote
accountability. The evaluation will employ mixed-methods to triangulate qualitative and quantitative
data, from primary and secondary sources, and reach findings and conclusions in each phase, as outlined
below.
Scoping and inception phase: The evaluation team will conduct a rapid desk review of key documents and
data provided by IOM’s country office in South Sudan. IOM will provide the evaluation team with all relevant
documentation and information, including IOM Consolidated Appeals, Humanitarian Response Plans,
Health and WASH cluster strategy papers, WASH and Health global standards, migration health databases,
as well as other documents and data pertaining to IOMs humanitarian response. The main output of the
scoping and inception phase will be an Inception Report, to be reviewed and approved by IOM.
Data collection and feedback phase: The evaluation will employ a mixed-method approach entailing
triangulation of qualitative and quantitative data to put together a comprehensive and credible evidence
base to assess IOM’s response to the crisis. The field work will take place in Juba, Bentiu, Malakal, Renk and
Wau and in other identified locations where responses have taken place outside of PoC sites. It is expected
that the evaluation will use desk review, key informant interviews, focus group discussions, direct
observations to provide an assessment and real-time feedback. The output of this phase is a draft report
highlighting the introductory phase, the methods used, key findings and suggested recommendations and
conclusions.
Final Report Preparation phase: A final report will be developed based on the review from IOM, and
incorporate all the relevant feedback obtained through the review and consultative process.
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Timeline: This evaluation is to be conducted between May and June 2017; the actual timeline is subject
to change based on the date the agreement is signed between IOM and the consultant.

Deliverables
The evaluation will produce the following deliverables:
Inception report: The inception report is intended to outline the team’s understanding of IOM’s
humanitarian response. It will include an overview of the response as well as a framework on priority
issues and questions for further examination. It will also include a data collection tool-kit (i.e.,
interview guide for KIIs, focus group discussion guides, direct observation forms, questionnaires for
consultations with affected populations).
Report (Preliminary Findings): at the end the data collection mission to promote positive
change in real-time.
Draft Report: that outlines clear evidence-based findings, conclusions and specific
recommendations.
Power-point Presentations to present key findings, following the inception report, following the
data collection and with the final report.
Final Report: with a clear Executive Summary of no more than 2,000 words. This will
incorporate comments from relevant IOM staff and the Reference Group.

Desired skills and competencies of the evaluation team
IOM is looking for a service provider with a strong track record in conducting evaluations of complex
health and WASH programmes. The lead consultant must have sound professional experience, qualifications
and skills matching the standards required by this assignment particularly in the field of emergency health and
WASH and excellent theoretical and practical knowledge of monitoring and evaluation.
The successful service provider must be able to demonstrate a combination of the following skills, experience
and qualifications:
Lead evaluator with a minimum of Master’s degree in social sciences, public health, health
economics or development related field
The technical evaluation team shall include a water and sanitation specialist, with a miminum
qualification of bachelor’s degree in Civil Engineering, Geology, Hydrology, or Hydrogeology and
at least 5 years’ experience in leading implementation of WASH emergency projects in complex and
volatile environments.
Proven record of producing high quality and credible evaluations of humanitarian response
programmes, speficially of health and WASH programmes in tight timeframes
Proven record of producing high quality and credible evaluations of WASH programmes in tight
timeframes
Demonstrable practical experience in evaluation methods
Demonstrated skills and experience in quantitative and qualitative field research and related report
writing
Strong background in research methods (including policy research), with relevant experience in
conducting multi-country/regional research, specifically in the East Africa region
Good understanding of humanitarian situation in South Sudan
An appropriate range of field experience and experience in insecure environments and
willingness to travel in such environments
Excellent knowledge of English.
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Application process
IOM invites proposals from organizations, consulting firms and individuals with the required mix of
experience and skills. The proposals should include the following:
1. A cover letter introducing the evaluator(s) and describing their mix of skills, experience and
competencies that meet the criteria highlighted above.
2. A 10 page (maximum) technical proposal outlining the evaluation process including sufficient details
on the methods and approach to the assignment and implementation modalities for data collection
3. A financial proposal (not exceeding one page) with sufficient details including unit costs and daily
rates.
4. CV of each team member and, in case it is an organization, a brief profile of the organization.
5. A sample of the most recent similar evaluation (one by each team member in the case of joint
proposal) or recommendation letters from the latest clients served.
Interested evaluation experts should submit their technical and financial proposals to: ssudanpsu@iom.int no later than
the 31 March, 2017. Late and incomplete proposals will not be considered. For further information, please
contact Claire Lyster clyster@iom.int or +211 92
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Annex 2………….. Focus group discussion guides
I would like to ask you about some health concerns in this community
1. Are the health facilities available in this community?
2. If yes, what kind of health facilities are available in this community?
3. What kind of services are available in this health facilities e.g. HIV and AIDS care,
immunization among others
4. What kind of NFIs (Non Food Items) have you received and how beneficial are they to you?
5. According to the different kind of messages that you have received from various sources what
are some of the causes of the following communicable diseases.
a) Malaria
b) Diahorea
c) Cholera
d) TB/HIV and AIDs.
6. What are the ways of preventing these diseases?
a) Malaria
b) Diahorrea
c) Cholera
d) TB/HIV and AIDs.
7. Are there family planning methods available in the health facilities?
8. Have you ever been referred for any specialized services to other health facilities
I would like to ask you some questions concerning water and sanitation
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

Do you have hand washing facilities in the community?
What is the condition of those hand washing facilities?
In this community when do people wash their hands?
What kind of toilet facilities are available in this communities?
Are the latrines shared amongst men and women?
What are the problems faced by women and girls in using the shared latrines?
How has the latrine, bathing and laundry facilities improved the hygiene in the community?
Do these toilet facilities cater for people with disabilities like the lamb, handicap among others?
Who dug or built these toilet facilities in this community
How are this latrine facilities managed and maintained and who does it?
What is the main source of water for domestic use in this community?
How are these water facilities managed and maintained and who does it?
What problems do women usually face regarding water collection?

I would like to ask about health education messages
22.
23.
24.
25.
26.

Have any of you ever heard health/hygiene messages in the last four months?
Which hygiene messages have you heard?
From where did you hear from this health/ hygiene messages?
How have these messages improved on your way of life?
Have you received any kind of psychosocial support? From who?
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27. What kind of social support have you received, are you a member of a certain group such as
peer groups, where one can share their problems

THANK YOU FOR YOUR PARTICIPATION
END
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Annex 3……………Key informant interviews
LOCAL AUTHORITIES
I.

WASH SECTOR
1. Can you briefly describe your work and area of responsibility?
2. What are the main source of water in your community
a) For drinking
b) For other uses such as agriculture, washing, livestock etc.
3. Have there been any WASH programs in your community?
4. Who were the main implementers of this programs in your area?
5. What are the major/main changes you have noticed as a result of IOM WASH
implementation?
a) Has Access to water improved?
b) How has the hand washing practices been improved
c) Are there latrines that are being used by the public?
6. About how many people have gained access to improved drinking water sources in the
community
7. How is the community involved in the construction and maintenance of WASH projects?
8. Are women taking advantage of the project services?
a) What effect has the project had on the economic conditions of the people?

II.

HEALTH SECTOR
1. Are you involved in the planning process of IOM projects as a relevant stakeholder?
2. Who is responsible for IOM projects in your region as a Focal point person?
3. Do you think the political leaders in your region/local government support IOM health
projects/interventions?
4. How frequently do you visit the health centers to monitor the interventions carried out?
5. How do you plan your supervision visits?
6. How has the health situation been impacted due to the project in your region?
IOM PROGRAMME STAFF
A. IOM PROGRAMM MANAGERS /SUPERVISORS

I.

WASH SECTOR

1. Can you briefly describe your work and area of responsibility?
2. Please tell me about water and sanitation programs in your area/POC/county/region?
A

Relevance
3. Before implementation of wash projects did you carry out a needs assessment to ensure that the
appropriate interventions and the right people were served?
4. How aligned has IOM WASH programming been with identified humanitarian needs and
priorities as well as IOM capacity?
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5. How has programming been informed by context and security analysis, including gender, conflict,
do-no-harm, resilience, the local environment, national legal frameworks.
6. To what extent have the needs of beneficiaries and stakeholders been analyzed throughout the
response and the program/projects adapted to changing dynamics?
B Effectiveness
1. Do you have the IOM standard operating procedures (SOPs)? Please can I look at them?
2. Are you using the IOM SOPs in the WASH project?
3. How have you integrated IOM guidelines, standard operation procedures (SOP) and sector
standards in your interventions?
4. How effectively has WASH programming been in delivering results against project, Cluster and
IOM South Sudan humanitarian response plans?
5. What are the main obstacles or barriers that were encountered during implementation of
projects?
6. What type of technology are you using for providing water to the people in PoCs?
7. What was the cost of construction of the technology?
8. What is the cost of production of one cubic of water?
9. What is the amount fuel used per cubic of water pumped?
10. Do you test for water quality and how often?
11. Is E-coil among the water parameters tested?
12. Which chemicals do you use?
13. What is the amount of (ALso4) or (Cl2 ) used per cubic of water treated ?
14. What is the cost of production of one cubic meter of water in different PoCs?
15. In your opinion, were the applied technical interventions appropriate in terms of
a) Cost effectiveness
b) Sustainability
c) Applicability
towards the implementation of WASH projects?
16. What maintenance mechanisms did you put up to ensure sustainability of the rehabilitated
latrines and water points?
17. Was the approach and technical solutions appropriate for the context and nature of work?
18. What measures would the technical teams have taken to improve the effectiveness of the
intervention?
19. How timely were the technical intervention applied in the relation to project time?
C

Efficiency

1. Please describe how the WASH project is managed?
2. How effective is the overall management of the project?
3. How is the community or beneficiaries involved in the management and maintenance of the
program interventions?
4. How effective is IOM WASH project management structure and staff composition in terms of
Communication and coordination?
5. What factors contributed or impeded effective management?
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6. What systems worked well i.e. staffing structure/ organogram, staffing needs resources, logistics,
HR, finance, funding, and management support?
7. How effectively has IOM integrated demographic data such as gender, age, race, tribe,
vulnerability and geographic location into its response, and adapted its response to changing
dynamics?
8. Were (human and financial) resources available, adequate and was this the most effective use of
resources?
9. Was there redundancy in the technical solutions implemented?
10. To what extent the interventions considered sustainability through technology change?
D

Coverage
1. Please describe the coverage of the WASH program intervention in this area in terms of:

a)
Key program interventions;
b)
Geographical/sector/block coverage;
c)
Target population.
2. Were the target populations, target locations and activities sufficiently well-defined and
implemented in order to reach the projects’ objectives?
3. If the objectives were not achieved, would other activities have been more effective in reaching
the projects’ objectives?
4. To what extent have vulnerable people been targeted and reached by IOM inside POCs / in
hard-to-reach areas?
5. To what extent was WASH programming coordinated with relevant humanitarian and
development partners?
E
Coherence
1. To what extent have WASH program achieved humanitarian response and human rights
objectives?
2. How is the issue of gender mainstreaming incorporated in WASH projects:
a) Under water supply
b) Under sanitation and hygiene
3. To what extent has the central government been involved towards the implementation of
WASH programs?
4. How have government policies and regulations towards WASH been inter linked with IOM
objectives
F

Connectedness

1. To what extent has IOM guidelines, SOPs and sector standards have been applied?
2. To what extent does health and WASH programming integrate or consider transition?
3. How beneficial was the coordination of IOM and other relevant humanitarian and development
partners towards implementation of WASH programs in the POCs?
G
General
1. a) What were the major challenges IOM WASH project faced especially in the PoCs where the
set targets were not achieved?
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b) How were these addressed to enable improved delivery of WASH services to the
community?
2. What contingency plans do you have for dealing with emergences like break down in the water
supply system?
3. What lessons have you learnt during implementation of wash projects?
4. What recommendations do suggest for the betterment of the project?
HEALTH SECTOR
1. Can you briefly describe your work and area of responsibility?
2. Please tell me about health programs in your area/POC/county/region?
A
Relevance
1. Before implementation of health project did you carry out a needs assessment to ensure that the
appropriate interventions and the right people were served?
2. How aligned has IOM health programming been with identified humanitarian needs and priorities
as well as IOM capacity?
3. How has programming been informed by context and security analysis, including gender, conflict,
do-no-harm, resilience, the local environment, national legal frameworks.
4. To what extent have the needs of beneficiaries and stakeholders been analyzed throughout the
response and the programme/projects adapted to changing dynamics?
5. What type of technology/methodology are you using for providing health to the people in POCs?
6. Was the approach and technical solutions appropriate for the context and nature of the project?
7. What was the cost of establishing and applying the interventions?
8. How is the issue of communicable diseases addressed in the POC sites? Probe for these;
a) What disease early warning mechanism have you set up and how prompt has it been in
responding to outbreaks of diseases including cholera and measles? Case finding through
outreach programs?
b) What contingency plans do you have for dealing with outbreaks in the project sites?
B
Effectiveness
1. Do you have the IOM standard operating procedures (SOPs)?
3. Are you using the IOM SOPs and sector standards in your health interventions?
4. How have you integrated national guidelines, standard operation procedures (SOPs) in your
interventions?
5. How effectively has health programming been in delivering results against project, Cluster and
IOM South Sudan humanitarian response plans?
6. Has your supply chain system for health commodities been effective? (Probe for these; has it
met demand in a timely manner? Have you experienced any stock outs of essential commodities?
Is there a schedule in place for ordering items, have orders and deliveries been timely?)
7. What are the main obstacles or barriers that were encountered during implementation of projects?
8. Were the technical solutions applied a barrier to achieve the objectives within timeframe?
9. What measures could the technical teams have taken to improve the effectiveness of the
intervention?
10. What type of methods do other partners use?
11. In your opinion, how appropriate were the applied technical interventions in terms of
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a) Cost effectiveness
b) Sustainability
c) Applicability towards the implementation of health projects
12. What maintenance mechanisms have you put up to ensure sustainability of the health facilities?
13. How effective are the community awareness programs?
C
Efficiency
1. Please describe how the health project is managed?
2. How effective is the overall management of the project?
3. How is the community or beneficiaries involved in the management and maintenance of the
program interventions?
4. How effective is IOM health project management structure and staff composition in terms of
Communication and coordination?
5. What factors contributed or impeded effective management?
6. What systems worked well i.e. staffing structure/ organogram, staffing needs resources, logistics,
HR, finance, funding, and management support?
7. Has your supply chain system for health commodities been efficient? Elaborate on the system- cost
of medicines/staffing systems, processes in delivering commodities to end user.
8. How effectively has IOM integrated demographic data such as gender, age, race, tribe, vulnerability
and geographic location into its response, and adapted its response to changing dynamics?
9. Were (human and financial) resources available, adequate and was this the most effective use of
resources? To what extent have staff and community member capacity building improved on the level
of output?
10. Have you experienced any challenges in resources like stock outs/inadequate stocks of logistics
and transport during outbreaks?
a) What measures did you put in place to prevent further stock outs?
b) Have your interventions been timely especially during outbreaks?
11. Was there redundancy in the technical solutions implemented?
12. To what extent the interventions considered sustainability through technology change?
13. How frequently do you visit the PoCs and project staff to monitor them? How do you plan your
supervision visits?
14. Are the health staffing levels appropriate/adequate for the level of services you are
offering?(staff turnover)
15. How have you handled GBV and how have you prevented girls and women from risk of GBV?
16. Have referral systems for malnutrition and other specialized services (mental health, child
protection, GBV) cases been effective and is there a system in place to track feedback from
referred cases?
D
Coverage
1. Please describe the coverage of the health program intervention in this area in terms of:
a) Key program interventions;
b) Geographical/sector/block coverage;
c) Target population.
2. Were the target populations, target locations and activities sufficiently well-defined and
implemented in order to reach the projects’ objectives?
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3. If the objectives were not achieved, would other activities have been more effective in reaching
the projects’ objectives?
4. To what extent have vulnerable people been targeted and reached by IOM inside POCs / in hardto-reach areas?
5. To what extent was health programming coordinated with relevant humanitarian and development
partners?
E
Coherence
1. To what extent have health program achieved humanitarian response and human rights objectives?
2. How is the issue of gender mainstreaming incorporated in health projects:
a) Under immunization
b) Under pregnant mother care
c) Under nutrition
3. To what extent has the central government been involved towards the implementation of health
programs?
4. How have government policies and regulations towards health been inter linked with IOM objective
F
Connectedness
1. To what extent have IOM guidelines, SOPs and sector standards have been applied?
2. To what extent do health and wash programming integrate or consider transition?
3. How beneficial was the coordination of IOM and other relevant humanitarian and development
partners towards implementation of health programs in the POCs?
G
General
1. a) What were the major challenges IOM health project faced especially in the PoCs where the set
targets were not achieved?
c) How were these addressed to enable improved delivery of health services to the community?
2. What contingency plans do you have for dealing with emergences like break down in the water
supply system? What lessons have you learnt during implementation of health projects?
3. What recommendations do suggest for the betterment of the project?
B. IOM PROGRAMM IMPLEMENTORS
I.

WASH SECTOR

1.
2.
3.
4.
5.
6.
7.

Can you briefly describe your work and area of responsibility?
Please tell me about health programs in your area/POC/county/region?
How many people benefit from your programme?
What is the coverage of your intervention?
What type of technology are you using for providing water to the people in PoCs?
What was the cost of construction of the technology?
What quantity of water do you produce per day? Does this meet the needs of the target
beneficiaries? What is the shortfall?
8. How many water points do you have? How are the water points managed?
9. What do you do in case there is a break down in the water supply system?
10. In your opinion, do you think this is the best system that would serve better this area?
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11. Was the approach and technical solutions appropriate for the context and nature of the
location?
12. What type of technology do other partners use?
13. What is the cost of production of one cubic of water?
14. What is the amount fuel used per cubic of water pumped?
15. Do you test for water quality and how often?
16. Is E-coil among the water parameters tested?
17. Which chemicals do you use?
18. What is the amount of (ALso4) or (Cl2 ) used per cubic of water treated ?
19. How aligned has IOM WASH programming been with identified humanitarian needs and
priorities as well as IOM capacity?
20. To what extent have the needs of beneficiaries and stakeholders been analysed throughout the
response and the programme/projects adapted to changing dynamics?
21. What is the likelihood of sustainability of the key IOM WASH investments, specifically the
continued engagement of private sector partners?
22. How is the community involved in the construction and maintenance of these water points?
23. Are there Community voluntary participation such as cleaning the water source, the water
drainages, cleaning of latrines, bathroom and laundry spaces among others?
24. Do you have the IOM standard operating procedures (SOPs)? Please can I look at them?
25. Are you using the IOM SOPs in the WASH project?
26. How have you integrated IOM guidelines, standard operation procedures (SOP) and sector
standards in your interventions?
27. How effectively has WASH programming been in delivering results against project, Cluster
and IOM South Sudan humanitarian response plans?
28. Do you carry out sanitation programs in your area/county/region like CLTS, PHAST, and
SSWM among others?
29. How many sanitation facilities has the IOM WASH programme built or run?
30. Are there any sensitizations given to women and girls about their personnel hygiene such as
waste disposal, menstrual management and others?
31. What major challenges do you faced especially in the PoCs towards implementation of wash
activities?
32. What recommendations would you give?
II.

HEALTH SECTOR

1. How aligned has IOM health programming been with identified humanitarian needs and
priorities as well as IOM capacity?
2. How has programming been informed by context and security analysis, including gender,
conflict, do-no-harm, resilience, the local environment, national legal frameworks.
3. To what extent have the needs of beneficiaries and stakeholders been analysed throughout the
response and the programme/projects adapted to changing dynamics?
4. What type of technology/methodology are you using for providing health to the people in
POCs?
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5. Was the approach and technical solutions appropriate for the context and nature of the
community?
6. What was the cost of establishing and applying the technology?
How is the issue of communicable diseases addressed in the POC sites? What contingency plans do
you have for dealing with outbreaks in the project sites? How effective are the community awareness
programs? e.g Case finding through outreach programs?

7.
8.
9.
10.
11.
12.

a) Measles
b) Cholera
c) Diarrhea
d) Malaria
What disease early warning mechanism have you set up and how prompt has it been in
responding to outbreaks of diseases including cholera and measles?
Has your supply chain system for health commodities been efficient/effective? How would you
rate the timeliness and accuracy of your orders? Are orders Paper based or web based?
How have you handled GBV& how have you prevented girls and women from risk of GBV?
Have referral systems been effective and is there a system in place to track feedback from
referred cases? What services do you refer for?
Would you be willing to accept to take on project activities/interventions as your routine service
delivery package?
What strategies have you put in place to create awareness of HIV/AIDS in the PoC Sites and
how effective are these strategies?

15 Do you have the IOM standard operating procedures (SOPs)? Please can I look at them? b)Are
you using the IOM SOPs in the health project?
16 How have you integrated national guidelines, standard operation procedures (SOPs) and sector
standards in your interventions?
17 How effectively has health programming been in delivering results against project, Cluster and
IOM South Sudan humanitarian response plans?
18 What are the main obstacles or barriers that were encountered during implementation of projects?
19.Were the technical solutions applied a barrier to achieve the objectives within timeframe?
20.What measures did the technical teams have taken to improve the effectiveness of the intervention?
21.What type of technology/interventions do other partners use?
22 In your opinion, how viable were the applied technical interventions in terms of
d) Cost effectiveness
e) Sustainability
f) Applicability towards the implementation of health projects
23.What maintenance mechanisms have you put up to ensure sustainability of the health facilities?
24.Have you received any trainings to help you effectively carry out your work?
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GOVERNMENT OFFICALS
1. To what extent has the central government been involved towards the implementation of health
and wash programs?
2. How have government policies and regulations towards health and wash been inter linked with
IOM objectives?
3. Do you have a forum for sharing ideas with IOM and other relevant humanitarian and
development partners towards implementation of health and wash programs in the POCs?
4. How responsive are the IOM and other stake holders towards your recommendations?
5. What recommendations would you make to improve the health and wash projects?
CLUSTER HEADS
1. Please tell us about the collaboration between health and wash clusters in the implementation of
humanitarian projects?
2. How effective is the collaboration between the health and wash clusters in the implementation
of humanitarian projects?
3. Which challenges have you faced in the coordination of different clusters?
4. How are these challenges addressed? How can they be addressed?
5. To what extent has the project met it objective towards expanding service in the humanitarian
hubs and purchasing equipment
PARTNERS
1.
2.
3.
4.

5.
6.
7.
8.

Can you briefly describe your work and area of responsibility?
Tell me about health programs in your area/POC/county/region?
What modalities of service delivery do you use? Other partners use?
In your opinion, how viable were the applied technical interventions in terms of
i. Cost effectiveness
ii. Sustainability
iii. Appropriate
Is there duplication of services with others like IOM? How would you avoid this?
How do you avoid double reporting
Do you have a forum for sharing with other partners?
Have you experienced any challenges in service delivery?
How have you addressed these challenges?

THANK YOU FOR YOUR PARTICIPATION
END
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Annex 4……………..Household questionnaires

INTRODUCTION AND CONSENT
Good morning/afternoon/evening. My name is ………………………….and I am working with Tango
Consult, a local research company. Today we are researching and evaluating the issues of health, water and
sanitation (WASH) humanitarian service intervention by IOM in your area. The results will be used to improve
programming and ensure context appropriate humanitarian response. In this research, we are talking to all the
beneficiaries of this project. The discussion will take about 30 to 45 minutes. I would like to talk to the care
giver living in this household? By household I mean people who live under the same roof and eat from the
same pot most nights.
Please be assured that any contributions to this survey will be kept completely anonymous and
treated in the strictest confidence. This survey is voluntary.
We do hope you will be willing to help us by participating in this important research. If you would like any
more information about the survey please contact [NAME] at <<<Tango Consult>>>on [TELNO]. You
can also email [EMAIL], quoting your name and the reference number that appears above.

Yes 1

Has permission been
granted

No (Terminate and Thank. Record in contact sheet) 2

I.
NO.

PERSONAL INFORMATION.

QUESTIONS AND FILTERS

CODING CATEGORIES

Enter questionnaire serial number
Enter survey time

Hours…………………..
Minutes…………………

Enter date

……………………………….

Enter enumerator ID

……………………………….

State( choose from the list )
County(choose from the list)

Others(specify)………………

What is the sex? (Don’t ask record what
you see).

MALE 1
FEMALE

How old are you?
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2

GO TO

NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

What is your current marital status?

SINGLE, NO PARTNER 1
SINGLE, NON REGULAR PARTNER
2
SINGLE WITH REGULAR PARTNER
3
MARRIED
4
COHABITING 5
WIDOWED
6
DIVORCED/SEPARATED
7
ENGLISH…………………………………….1
ARABIC……………………………………...2
BOTH ENGLISH AND
ARABIC…………………...............................3
NEITHER ENGLISH NOR
ARABIC………………....................................4
DON’T KNOW………………………………..99
NEVER ATTENDED
1
FUNCTIONAL ADULT LITERACY
2
INCOMPLETE PRIMARY
3
COMPLETE PRIMARY 4
SECONDARY… 5
COLLEGE
6
UNIVERSITY .. 7
DON’T KNOW………………………………….99
FARMING……………………………………….1
FISHING………………………………………...2
MINING INDUSTRY…………………………...3
PROFESSIONAL………………………………..4
POLICE/MILITARY/SECURITY………...…….5
DOMESTICWORKER………………………….6
TRANSPORT BUSINESS………………………7
SELF EMPLOYED……………………………..8
OTHERS(SPECIFY)…………………………….9
DON’T KNOW………………………………..99

PROBE FOR SPECIFIC STATUS
CIRCLE ONLY ONE RESPONSE
Are you able to read and write in English
or Arabic?

What is your highest level of education?
PROBE FOR SPECIFIC LEVEL
CIRCLE ONLY ONE RESPONSE

What do you do to earn a living/what
work do you do?

What is your religion?

How many children do you have?

CHRISTIAN……………………………………..1
MUSLIM……………………………………….2
TRADITIONAL…………………………………..3
OTHER(SPECIFY)……………………………….4
DON’T KNOW…………………………………..99
…………………………………

How many individuals are in this
household?

....................................................

What is your ethnicity

ACHOLI…………………………………….1
BARI……………………………………….2
DINKA……………………………………..3
LOTUKO…………………………………....4
MADI……………………………………...5
NUER……………………………………...6
SHILUK…………………………………….7
TOPOSA…………………………………...8
ZANDE……………………………………..9
OTHER(SPECIFY)…………………………….10
DON’T KNOW.................................................99

What is your state of origin?
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GO TO

NO.

QUESTIONS AND FILTERS
County of origin
Are you currently displaced from your
home?

20
21.
22.
23.

Where was the last place you were
displaced from?
How long have you been displaced?
Have you ever heard of IOM?
Please name some of the activities that
IOM is doing in this community.
CIRCLE ALL THAT APPLICABLE

23 b.
24
24 b

Which services have been most beneficial
to you?
What provisions have you received?
Material/Food/NFI (nonfood items)
Respondent list the specifics.
Did the provisions address your needs?

24.C

Were the provisions received in a timely
manner?

25.

Are you satisfied with the work IOM is
doing in this community?

26

Level of satisfaction

27

Give your reasons

CODING CATEGORIES
YES
1
NO
2
Don’t know…………………………………99
Specify place
Don’t know
Years…………months……………..
YES
1
NO
2
Don’t know…………………………………99
Provision of health
1
Provision of water
2
Provision of saniation facilities ..……………...3
Provision of food 4
Creatng awarenes on issues that affect the community 5
Psychosocial Support (PSS)................................6
Provided S-NFI(shelter & Non food Items)...........7
Others 8
Don’t know…………………………………99

GO TO

21

28

SPECIFY:
Very Often/Always...........................................1
Often.................................................................2
Sometimes........................................................3
Rarely...............................................................4
Never................................................................5
Dont know........................................................6
Very Often/Always...........................................1
Often.................................................................2
Sometimes........................................................3
Rarely...............................................................4
Never................................................................5
Dont know........................................................6
YES
1
NO
2
Don’t know…………………………………....99
Excellent ……………………………………… 1
Very good……………………………………… 2
Good…………………………………………… .3
Poor …………………………………………… 4
Very poor ………………………………………..5
Not Sure …………………………………………6

KNOWLEDGE ON HEALTH CONCERNS/ISSUES IN THE COMMUNITY.
II. HCT/PMTCT
QUESTIONS AND FILTERS
II a. HCT:

CODING CATEGORIES
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28.

29

QUESTIONS AND FILTERS
CODING CATEGORIES
Do you know the nearest place where you can be tested
YES
1
for HIV?
NO
2
(ASK ALL)
Dont know……………………………99
If YES, record Name of the
Place:_________________________
ASK FOR NAME OF NEAREST PLACE AND
RECORD NAME OF PLACE

30

What are the benefits of having an HIV test?
CIRCLE AS MANY RESPONSES
AS MENTIONED
IF RESPONSE IS “WANT TO KNOW HIV
STATUS”, PROBE FOR THE REAL BENEFIT
COMING OUT OF KNOWLEDGE ABOUT HIV
STATUS.

II b. PMTCT:
31
Can HIV be transmitted from an infected mother to her
baby?
32

33

NO.
35

Can the risk of transmitting the HIV from an infected
mother to her child be reduced?
Mother with child ( 0-59 months)
Did you go to a health facility for Antenatal care (ANC)
when you were pregnant with any of your children.

Yes
1
No
2
Don’t know
99
YES
1
NO
2
DON’T KNOW 99
YES
NO

1
2

36

During the ANC clinic visits, were you given health
education on infants feeding?

37

When you were pregnant, were you counseled about
services that can reduce the risk of a mother
transmitting the virus that causes AIDS to her child?
Were you counseled to take an HIV test during your
pregnancy?

YES
1
NO
2
DON’T KNOW
YES
1
NO
2
DON’T KNOW
YES
1
NO
2
DON’T KNOW
YES
1
NO
2
YES
1
NO
2
DON’T KNOW

Did you take an HIV test during your pregnancy?

41

ASK IF WOMAN WENT FOR ANC, ELSE
CIRCLE “2”
Did your partner/husband accompany you to the
health facility for ANC during your pregnancy?
Were you and your partner/husband counseled tested
and given results together for HIV testing during your
ANC visit?

42
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33
33

37

CODING CATEGORIES

39

30

IOM HEALTH FACILITY
1
OTHER HEALTH FACILITY
1
COMMUNITY 2
OTHER
3
________________________________
(SPECIFY)
Plan future
1
Avoid infection 2
Protect unborn 3
Go for Anti-Retroviral therapy (ART) 4
Learn to live
Positively
5
Food support
6
Material support 7
Hiv care 9
Other 10
(specify)
Don’t know
99

QUESTIONS AND FILTERS
How many times did you visit a health facility for
ANC services during the pregnancy?

38

GO TO

GO TO

___________ # OF VISITS

99
99
99

43
99

YES
1
NO
2
DON’T KNOW 99

NO.
43

QUESTIONS AND FILTERS
Did you take ferrous (iron) tablets for at least 3
months during your pregnancy?

44

Were you given the Tetanus Toxoid vaccination
during Pregnancy?

45

Was it of any benefit for you to attend ANC?

46

How would you rate the services you received during
ANC?

46

Where did you give birth from?
IF RESPONSE IS HOSPITAL, HEALTH
CENTER, OR CLINIC, RECORD NAME OF
THE
PLACE: __________________________

47

Who assisted you during the delivery?

48

What was the outcome of your delivery, how was the
baby?

49

Were you given a vitamin A supplementation within 2
months after delivery?

50

Were you satisfied with the care you received during
labour and delivery? Level of satisfaction

51

Would you be comfortable to have another delivery
with the same care/services?

51b

Give reasons for the above ( Qn 50)

65

CODING CATEGORIES
YES
1
NO
2
DON’T KNOW 99
YES
1
NO
2
DON’T KNOW 99
YES........................................................1
NO..........................................................2
DONT KNOW.....................................99
EXCELLENT.......................................1
VERY GOOD
................................2
GOOD..................................................3
POOR...................................................4
VERY POOR.......................................5
NOT SURE..........................................6
HOME:
MY HOME
1
OTHER HOME 2
HEALTH FACILITY:
HOSPITAL (Public and private)
3
HEALTH CENTER
4
CLINIC 5
OTHER
98
(SPECIFY)
DOCTOR
1
CLINICAL OFFICER/
MEDICAL ASSISTANT 2
NURSE/ MIDWIFE
3
NURSING AID 4
TBA
5
RELATIVE/FRIEND
6
NO ONE
7
OTHER
98
________________________________
(SPECIFY)
ALIVE AND WELL..............................1
STILL BIRTH........................................2
PRETERM ............................................3
YES
1
NO
2
DON’T KNOW 99
EXCELLENT.........................................1
VERY GOOD.........................................2
GOOD.....................................................3
POOR......................................................4
VERY POOR..........................................5
NOT SURE.............................................6
YES
1
NO
2
DON’T KNOW 99

GO TO

III.

CHILD IMMUNIZATION.(ASK IF WOMAN HAS CHILD OF 11-59 MONTHS).

NO.
52

QUESTIONS AND FILTERS
Do you have a child or children of less than 5
years?

53

Have the children been dewormed in the past 6
months?

56

CODING CATEGORIES
YES
1
NO
2
DON’T KNOW …………………........99
YES
Child (1)
Child (2)
Child (3)
Child (4)
Child (5)
Child (5

Can I kindly look at [NAME’s] immunization
card/book?

57
COPY VACCINATION DATE FOR EACH
VACCINE FROM (NAME’S) CHILD HEALTH
CARD.
WRITE ‘44' IN ‘DAY’ MONTH AND YEAR
COLUMNS IF CARD SHOWS THAT
VACCINATION WAS GIVEN, BUT NO
DATE IS RECORDED.
IF A VACCINATION WAS NOT GIVEN,
LEAVE THAT LINE IN BLANK

58

59

60

Did [NAME] receive a BCG vaccine against
tuberculosis, that is, an injection in the left
forearm that usually causes a scar?

NO
1
1
1
1
1

YES

Did [NAME] receive a Polio vaccine, that is,
drops in the mouth?

NO
2
2
2
2
2
NO
1
1
1
1
1

JUST AFTER BIRTH
LATER 2
DON’T KNOW 8

66

99
99
99
99
99
If not
observed 2
 64

DK

1
1
1
1
1
YES

Child (1)
Child (2)
Child (3)
Child (4)
Child (5)
Child (5)

When did (NAME) receive the first polio
vaccination, just after birth (within 2 weeks after
birth) or later?

DK
2
2
2
2
2

OBSERVED NOT
OBSERVED
Child (1)
1
2
Child (2)
1
2
Child (3)
1
2
Child (4)
1
2
Child (5)
1
2
Vaccines
Day
Month Year
BCG
DPT/hep
B/H.Inf 1
DPT/hep
B/H.Inf 2
DPT/hep
B/H.Inf 3
POLIO 0
POLIO 1
POLIO 2
POLIO 3
Measles
Child (1)
Child (2)
Child (3)
Child (4)
Child (5)

GO TO
If no or
don’t know
 68

DK
2
2
2
2
2

1

99
99
99
99
99
99
99
99
99
99

DK61
NO61

61
62

63
64

65

How many times did (NAME) receive the polio
vaccine?
Did (NAME) receive DPT/Hep B/H.Inf vaccine,
that is, an injection given in the thigh? (sometimes
given at the same time as polio drops)

How many times has (NAME) been given DPT
vaccination injection?
Did (NAME) receive a measles vaccine, that is, an
injection in the left arm?

Has [NAME] ever received any vaccinations
against measles or polio during national
immunization campaigns?

66

Has [NAME] ever received the cholera vaccine?

67

In the past six months, did [NAME] receive a
vitamin A supplementation from a health worker?

IV.

NUMBER OF TIMES
DON’T KNOW…….......…………..99
YES
NO
DK
Child (1)
1
2
Child (2)
1
2
Child (3)
1
2
Child (4)
1
2
Child (5)
1
2
NUMBER OF TIMES
DON’T KNOW…….......…………..99
YES
NO
DK
Child (1)
1
2
Child (2)
1
2
Child (3)
1
2
Child (4)
1
2
Child (5)
1
2
YES
NO
DK
Child (1)
1
2
Child (2)
1
2
Child (3)
1
2
Child (4)
1
2
Child (5)
1
2
YES
NO
DK
Child (1)
1
2
Child (2)
1
2
Child (3)
1
2
Child (4)
1
2
Child (5)
1
2
YES
NO
DK
Child (1)
1
2
Child (2)
1
2
Child (3)
1
2
Child (4)
1
2
Child (5)
1
2

99
99
99
99
99

DK63
NO63

99
99
99
99
99
99
99
99
99
99
99
99
99
99
99
99
99
99
99
99

SEXUALLY TRANSMITTED INFECTIONS

NO.
68

QUESTIONS AND FILTERS
Have you ever suffered from a sexually
transmitted disease?

CODING CATEGORIES
Yes
1
No….. 2

69

What actions did you take when you had a
sexually transmitted infection?

Went For Treatment
1
Notified Partner/S
2
Completed Treatment
3
Used Condom Till Cured 4
Abstained From Sex Till Cured
Other 98

CIRCLE AS MANY RESPONSES AS
MENTIONED

(Specify)
Don’t Know
99

67

GO TO
If no
71

5

NO.
70

71

QUESTIONS AND FILTERS
How can the sexually transmitted diseases be
prevented?

CODING CATEGORIES
Abstinence
Use Of Condoms
Being Faithful
Other………………………………….98

GO TO

(Specify)
Don’t Know………………………….99
Excellent.........................................1
Very Good.........................................2
Good.....................................................3
Poor......................................................4
Very Poor..........................................5
Not Sure.............................................6

How would you rate the treatment services you
received?

REPRODUCTIVE HEALTH
NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

72

Have you ever heard of family planning methods

YES
1
NO
2
DON’T KNOW 99
Health Faclity……………………..1
Chws……………………………………..2
Radio……………………………………3
Health Education Campeigns….4
Other……………………………………5
_____________________________
(Specify
Don’t Know……………………………99
YES
1
NO
2
Female Sterilization
1
Male Sterilization 2
Pill
3
Iud
4
Injectables
5
Implants
6
Male Condom
7
Female Condom 8
Lactation Amenorrhea Method
9
Rhythm Method 10
Withdrawal
11
Emergency Contraception 12
Other 13
_____________________________
(Specify)
YES
1
NO
2

73

From where did you hear?

74

Are you or your partner currently doing something
to delay or prevent you from getting pregnant?
Which method are you using?

75

76
77
78

Ever since you gave birth to your last child, have
you gone to a health facility to seek for any family
planning method?
When you asked for a family planning method, did
you always receive it?
Are you comfortable with the method you are
using?

68

YES
1
NO
2
YES.....................................................................1
NO.......................................................................2

GO TO
73
73

If no
75

79

79

NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

79

Have your challenges been adequately addressed by
service provider?

YES.....................................................................1
NO.......................................................................2

GO TO

IFYC/INFANT & YOUNG CHILD FEEDING (11-23 months)
NO.
80

QUESTIONS AND FILTERS
Are you currently breastfeeding [NAME]?

81

Have you started giving other foods to [NAME]
other than breast milk?
Did (NAME) drink any of the following liquids
yesterday during the day or at night?

81B

READ THE LIST OF LIQUIDS. CIRCLE IF
CHILD DRANK LIQUID IN QUESTION.

82
83

How old was [NAME] when you introduced other
foods other than breast milk?
Did (NAME) drink any of the following liquids
during the day or at night before turning six months
of age?
READ THE LIST OF LIQUIDS. CIRCLE IF
CHILD DRANK LIQUID IN QUESTION.

84

Did (NAME) eat any solid or semi-solid food during
the day or at night before turning six months of age?

85

How many meals did [NAME] eat yesterday during
day and night combined?

86

86 b

Yesterday during the day or at night, did you eat:
Energy giving food such as maize, cassava, bananas,
millet or potatoes?
Growth food such as beans, animal meats, fish, eggs,
bird meats, milk or millet?
Protective food such as fruits or vegetables?
Oil for cooking or eating from grains (sunflower,
nuts), vegetables or animal fat?
In the last 12 months, did you in this household
experience a period of:
food scarcity
fear for not having food in the home for a normal
meal

CODING CATEGORIES
YES
1
NO
2
YES
1
NO
2
Breast Milk
1
Plain Water
2
Commercially Produced Infant Formula
3
Any Other Milk Such As Tinned, Powdered, Or
Fresh Animal Milk
4
Fruit Juice
5
Tea Or Coffee Or Infusions
6
Other Liquids
7
Liquid Or Semi-Liquid Traditional Medicine 8
______ Months
Child Not Yet Introduced To Other Foods 88
Breast Milk
1
Plain Water
2
Commercially Produced Infant Formula
3
Any Other Milk Such As Tinned, Powdered, Or
Fresh Animal Milk
4
Fruit Juice
5
Tea Or Coffee Or Infusions
6
Other Liquids
7
Liquid Or Semi-Liquid Traditional Medicine 8
Yes
1
No
2
Don’t Know
99
Number of times _________
DON’T KNOW 88
YES
NO
1
2
2
1
1
YES
1
1

2
2
NO
2
2

TUBER CLOSIS (TB)
NO

QUESTIONS AND FILTERS

CODING CATEGORIES

69

GO TO

GO TO

87

In the last one year have you received a health
education session about TB?

88

In the last one year have been screened and tested for
TB?

89

In the last one year have you been offered an HIV
test?

90

What would you do if you suspected a family member
to have TB?
CIRCLE ALL MENTIONED.

YES
1
NO
2
DON’T KNOW
YES
1
NO
2
DON’T KNOW
YES
1
NO
2
DON’T KNOW 99
Take For Testing and Treatment
Provide Continuous Family Care
Take Preventive Measures Against
Contracting TB 3
Others 4
(Specify)
Don’t Know
8

90
90

1
2

MALARIA, DIARRHEA AND PNEUMONIA
NO.
91

92

93

94

QUESTIONS AND FILTERS
In the last 3 years did you receive medicine to prevent
malaria when you were pregnant? (ASK IF WOMAN
HAS ACHILD OF 0-36 MONTHS)
PROBE TO FIND OUT IF SHE TOOK MALARIA
MEDICATION (OR SEPTRIN) WHILE NOT
HAVING MALARIA
Which medicine did you take during pregnancy to prevent
malaria?

CODING CATEGORIES
YES
1
NO
2
DON’T KNOW 99

FANSIDAR
1
CHLOROQUINE
2
CHLOROQUINE WITH FANSIDAR
QUININE
4
HOMAPACK RED
5
HOMAPACK GREEN 6
COARTEM
7
SEPTRIN
8
OTHER
10
___________________________
(SPECIFY)
DON’T KNOW 99

NUMBER OF TIMES

# of TABLETS

70

95
95

How many times were you given the medicine to prevent
malaria during pregnancy? ( women only)
PROBE TO FIND OUT HOW MANY TIMES
MOTHER TOOK FANSIDAR TO PREVENT
MALARIA DURING PREGNANCY OR IF SHE WAS
ON SEPTRIN PROPHYLAXIS
How many tablets were you given during your pregnancy?

GO TO

3

NO.
95

96

97

QUESTIONS AND FILTERS
Has any of the children been sick with any of the following
at any time in the last 4 weeks?
Fever
Pneumonia
Diarrhea
PNEUMONIA IS DESCRIBED AS ‘DIFFICULT
BREATHING, FAST BREATHING, STRIDOR OR
NOISY BREATHING AND CHEST INDRAWING’
SOMETIMES ACCOMPANIED BY COUGH AND
FEVER.
Did you seek advice or treatment for the sickness from
any source?
Fever
Pneumonia
Diarrhea
CHECK Q79 FOR THE MENTIONED SICKNESS
Where did you seek advice or treatment?
PROBE FOR ANYWHERE ELSE AND
CIRCLE ALL MENTIONED

98

After how long was the patient taken for treatment when
you noticed he/she was sick?

71

CODING CATEGORIES

GO TO

YES
1
1
1

IF NO
OR DK

NO
2
2
2

DK
99
99
99

102

IF THE CHILD DID NOT FALL SICK WITH
ANY OF THE ABOVE CONDITIONS,
CIRCLE 2 IN ALL THE THREE THEN GO
TO 85.
YES
NO
DK
1
2
99
1
2
99
1
2
99
IF NO ADVICE OR TREATMENT WERE
SOUGHT
FOR
THE
SICKNESS
MENTIONED, CIRCLE 2 AND GO TO 85.
IOM HOSPITAL/CLINIC
1
OTHER HOSPITAL/CLINIC
2
PHARMACY/DRUG SHOP
3
COMMUNITY HW/VHT 4
TRADITIONAL MEDICAL
5
DRUG SELLERS 7
IOM MOBILE CLINIC……………………8
OTHER
9
___________________________________
(SPECIFY)
WITHIN 24 HOURS
1
AFTER 24 HOURS
2
DON’T REMEMBER
3
DON’T KNOW 99

IF NO
OR DK
102

NO.
99

QUESTIONS AND FILTERS
What medicine was given to the patient?
ASK TO SEE THE MEDICINE OR MEDICAL
FORM. IF TYPE OF MEDICINE IS NOT KNOWN
OR NOT DETERMINED, CIRCLE “99”.
CIRCLE ALL MENTIONED

100

101

Did the patient take the medicine that was provided or
prescribed at by the health worker/VHT?
How long after the sickness started did the patient first
take (name of medicine/therapy from above question)?

102

IF MULTIPLE MEDICINES MENTIONED IN Q99,
NAME
ALL
MEDICINES/THERAPY
MENTIONED. RECORD THE CODE FOR THE
DAY ON WHICH THE FIRST DOSE WAS GIVEN.
How is malaria transmitted?

103

How can you prevent malaria transmission?
PROBE FOR MULTIPLE RESPONSES
CIRCLE ALL MENTIONED
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CODING CATEGORIES
ANTI-MALARIALS:
SP/FANSIDAR 1
CHLOROQUINE
2
AMODIAQUINE
3
QUININE
4
HOMAPAK RED
5
HOMAPACK GREEN 6
COARTEM
7
OTHER ANTI-MALARIAL
9
___________________________________
(SPECIFY)
ANTI-BIOTICS:
AMPICILLIN/GENTAMICIN
10
SEPTRIN
11
NALIDIXIC ACID
12
CHOLORAMPHENICAL
13
CIPROFLAXACIN
14
AMOXYCILLIN 15
ORS
16
ZINC SUPPLEMENT
17
OTHER MEDICATIONS:
PARACETAMOL
18
ASPIRIN
19
IBUPROFEN
20
OTHER
21
____________________________________
(SPECIFY)
NO MEDICINE WAS GIVEN…………22
DON’T KNOW 99
YES
1
NO
2
SAME DAY
0
NEXT DAY
1
2 DAYS 2
3 DAYS 3
4 & MORE DAYS
DON’T KNOW 99

4

MOSQUITO BITES
1
OTHER
2
_________________________
(SPECIFY)
DON’T KNOW 99
SLEEPING UNDER TREATED
MOSQUITO NETS
1
SLEEPING UNDER ANY
MOSQUITO NET
2
IN-DOOR HOUSE SPRAY
3
PREVENTIVE TREATMENT
4
KEEPING HYGEINE IN
COMPOUND 5
OTHER
6
(SPECIFY)
DON’T KNOW 99

GO TO

102

NO.
104

QUESTIONS AND FILTERS
Do you have a mosquito net in this household?

CODING CATEGORIES
YES
1
NO
2

105

How many mosquito nets does your household have?

106

Did your children sleep under a mosquito net last night?

107

Did you sleep under a mosquito net last night?

NO.
108

QUESTIONS AND FILTERS
In the last three years did you sleep under a mosquito net
when you were pregnant? ( mothers only)

109

How often did you sleep under a mosquito net when you
were pregnant?

110

At any time in the past 12 months, has anyone come into
the house to spray the interior walls against mosquitoes?

V.
NO.
111

# OF MOSQUITO NETS
YES
1
NO
2
DON’T KNOW 8
YES
1
NO….. 2
CODING CATEGORIES
YES
1
NO
2

GO TO
108

GO TO
110

ALWAYS
1
SOMETIMES
2
Never………………………………………3
DO NOT REMEMBER 4
YES
1
NO
2
DON’T KNOW 99

CHOLERA INFORMATION AND PREVENTION.
QUESTIONS AND FILTERS
Have you ever heard about cholera?

112

What causes cholera?

113

What symptoms are associated with cholera?

114

How can you prevent you or your family members from
becoming ill with cholera?

73

CODING CATEGORIES
YES
1
NO
2
DON’T KNOW 99
Drinking bad water………………………1
Eating bad food…………………………..2
Unwashed fruits/vegetables………………3
Flies/insects………………………………4
Poor hygiene/not washing hands…………5
OTHER
6
(SPECIFY)
DON’T KNOW 99
FEVER.................................................1
VOMITING.........................................2
WATERY DIARRHEA......................3
STOMACH/ABDOMINAL PAIN.....4
BLOODY DIARRHOEA...................5
DYHDRATION.................................6
OTHER
7
(SPECIFY)
DON’T KNOW ...........................
99
Wash hands with soap and water.................1
Cook food thoroughly..................................2
Wash vegetables/fruits.................................3
Dispose of human waste properly................4
Boil water before drinking...........................5
Clean cooking utensils/vessels....................6
Treat water with chlorine products..............7
Cover food to keep away from flies............8
Cholera vaccine...........................................9
Cannot prevent...........................................10

GO TO
1

115

From whom or from what have you heard about
preventing and treating cholera?

116

How would you treat cholera for yourself or family
members?

117

In the last three years has any family member ever died
due to cholera?

118

How many family members have died of cholera

119

Were you given any educational materials or any items
to help you protect yourself/your family from cholera?

120

What were you given?

OTHER .....................................................11
(SPECIFY)
DON’T KNOW .............................. 99
Clinician/healthcare worker.......................1
Family member..........................................2
Neighbor....................................................3
Community health worker visiting home...4
Community meeting..................................5
Radio.........................................................6
Religious leader.........................................7
OTHER
8
(SPECIFY)
DON’T KNOW.............................. 99
Go to cholera treatment center............1
______________________________
(SPECIFY
Go to clinic/hospital...........................2
______________________________
(SPECIFY
Use oral rehydration solution/sugar-salt
solution ..............................................3
Go to a traditional healer ...................4
Home remedy: ...................................5
OTHER
6
(SPECIFY)
DON’T KNOW ............................. 99
YES
1
NO
2
DON’T KNOW 99

119

Number of people
YES
1
NO
2
DON’T KNOW 99

121

Chlorine solution.......................................1
Soap...........................................................2
Oral rehydration solution..........................3
Pur Tablets/ aquatabs/ dlolavi...................4
Oral Information........................................5
Print material (brochures, pamphlets,
posters).......................................................6
OTHER……………………………………7
_____________________________
(SPECIFY
DON’T KNOW…………………………99

VII.WATER, SANITATION, HYGIENE AND FEEDING
NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

GO TO

121

Do you have a hand washing facility in this
household?

YES
1
NO
2
Don’t know…………………………………99

124

74

NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

122

What is the condition of these facilities?

123

Who built it and who is responsible for
maintaining?

Functioning…………………………………...1
Not functioning……………………………….2
Leaking………………………………………..3
Don’t know…………………………………99
Community……………………………………1
Government…………………………………...2
IOM……………………………………………3
NGO/INGO……………………………………4
OTHER 5
_____________________________
(SPECIFY)
Don’t know…………………………………...99
Water & Jug
Jerry can

How do members of your household wash hands?
124
125

126
127

When do people in this household wash their
hands?

Do you wash your hands with soap after visiting
the toilet?
What kind of toilet facility do members of this
household usually use?

128

Do you share your toilet facility with other
households or public?

129

Do men and women share the same latrine stances

130

How far is the toilet facility from the community,
area of residence or water source? (standard 30
Metres)

131

132

PLEASE ASK TO OBSERVE THE TOILET
FACILITY FOR THE FOLLOWING:
Toilet full (latrine pit depth less than 3ft or flush
toilet blocked or sewer over flowing)
Toilet provides privacy to users
Toilet broken or damaged in a way that it cannot be
used
Toilet soiled or wet in a way that it cannot be used
Has the toilet facility improved hygiene in this
community?

75

Before meals………………………………….1
After meals……………………………………2
After visiting the toilet………………………..3
After returning from work……………………4
Don’t know………………………………….99
YES
1
NO
2
Flush/ pour flush to:
1
Piped sewer system
2
Pit LATRINE
3
COMPOSTING TOILET 4
BUSH/No facility 5
Septic tank…...………………………………..6
OTHER
7
______________________________
(SPECIFY)
YES PUBLIC TOILET 1
YES RESTRICTED HOUSEHOLDS
2
NOT SHARED 3
YES
1
NO
2
Don’t know…………………………………99
Meters

YES
1
1
1
1

NO
2
2
2
2

NOT OBSERVED
3
3
3
3

Strongly agree………………………………..1
Agree…………………………………………2
Disagree………………………………………3
Strongly disagree……………………………..4
Don’t know…………………………………..99

GO TO

136

NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

133

Do these toilet facilities cater for persons with
disability (PWDs)?

134

Who dug or built the toilet facility that you use in
this community?

135

How do you manage and maintain the facility?

136

What is the main source of domestic water for
members of your household?

YES
1
NO
2
Don’t know…………………………………99
Myself………………………………………..1
Government………………………………….2
NGO/INGO………………………………….3
OTHER............................................................4
_____________________________
(SPECIFY)
Don’t know………………………………….99
Smoking……………………………………..1
Washing……………………………………...2
Sweeping…………………………………….3
There is someone who does it specifically…..4
I do nothing…………………………………..5
Dislarging…………………………………….6
Don’t know.………………………………...99
PIPED WATER 1
WATER FROM AN OPEN WELL 2
WATER FROM PROTECTED WELL
3
WATER FROM A BOREHOLE
4
RIVER/STREAM WATER
5
LAKE/POND WATER 6
DAM WATER 7
RAIN WATER 8
TANKER TRUCK WATER
9
VENDOR
10
BOTTLED WATER
11
OTHER
12
(SPECIFY)
Myself………………………………………..1
Government………………………………….2
IOM .................................................................3
NGO/INGO…………………………………..4
OTHER 5
_____________________________
(SPECIFY)
Don’t know………………………………….99
……………Meters
………….. KM
I Don’t know………………………………..99
0-15………………………….........................1
16-30………………………………………....2
31-45…………………………………………3
>45 .Minute…………………………………..4
MENTION AMOUNT IN LITRES…………
Number household memebers……………….
YES
1
NO
2
Don’t know…………………………………99

PROBE TO FIND OUT THE MOST
COMMON SOURCE OF DRINKING
WATER IN THE HOUSEHOLD AND
CIRCLE ONLY ONE RESPONSE

137

Who dug or built the water source that you use in
this community?

138

What distance do you have to travel to the water
access point?

139

Do you have to queue to get water? For how long
do you queue?

140

How much water does your household use per day?

141

Is the water point functioning?

142

If no, when did it stop functioning?

Give the period………………………..
Don’t know…………………………………99
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GO TO

144
142

NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

GO TO

143

Why did it stop functioning?

144

Who is responsible for maintaining the water
source?

145

Do you have a functional water source committee?

146

Do you pay any money for maintaining the water
source/ system?

Broken tap……………………………………1
Pump failure………………………………….2
Vandalized ………………...…………………3
OTHER………………………………………4
_____________________________
(SPECIFY)
Don’t know………………………………….99
Myself………………………………………..1
Government………………………………….2
NGO/INGO………………………………….3
Community………………………………….4
OTHER 5
_____________________________
(SPECIFY)
Don’t know………………………………….99
YES
1
NO
2
Don’t know…………………………………99
YES
1
NO
2
Don’t know…………………………………99

148

150

147

If yes, how much do you pay and how often?

148

Have you received any help for taking care of this
source in terms of repair?

YES
1
NO
2
Don’t know…………………………………99

149

If yes, from who?

150

Has the water source improved your access to
water?

151

Is there adequate water at your water source
throughout the day/year?

Community…………………………………..1
Government………………………………….2
NGO/INGO………………………………….3
Community………………………………….4
OTHER...........................................................5
_____________________________
(SPECIFY)
Don’t know………………………………….99
YES
1
NO
2
Don’t know…………………………………99
YES
1
NO
2
Don’t know…………………………………99

152

Describe the pattern? Is it daily? Seasonal?
PROBE for details
Has this water been tested for contamination?

153

YES
1
NO
2
Don’t know…………………………………99
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153

155
155

NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

154

If yes who tested it and when?

155

What do you do to make water safer to drink?

Community…………………………………..1
Government………………………………….2
IOM………………………………………….3
NGO/INGO………………………………….4
Community………………………………….5
OTHER...........................................................6
_____________________________
(SPECIFY)
Don’t know………………………………….99
boil
1
add bleach/chlorine
2
filter through a cloth
3
use water filter (ceramic/sand/composite etc)
4
solar disinfection 5
let it settle
6
nothing is done 7
other …………………………………….........8
(specify)
don’t know ………………………………99
YES
1
NO
2
Don’t know…………………………………99
Who was the trainer…………………………..
When did it take place………………………..
Where was the presentation made…………….
Were there other participants………………….
Always………………………………………1
Sometimes…………………………………...2
Never…………………………………………3
Don’t know…………………………………..99
YES
1
NO
2
Long distance to the source…………………..1
Long queues at the source……………………2
Poor water quality……………………………3
Delay in repair once the source breaks down...4
OTHER.............................................................5
_____________________________
(SPECIFY)
Don’t know…………………………………99
EXCELLENT.........................................1
VERY GOOD.........................................2
GOOD.....................................................3
POOR......................................................4
VERY POOR..........................................5
NOT SURE.............................................6

CIRCLE ALL MENTIONED

156

Have you been taught how to treat your water for
household use?

157

If yes?

158

How often do you clean your water containers?

159

Are drinking water containers properly covered?

160

What problem do you have regarding water?

161

Are you satisfied with the water services you
receive? Level of satisfaction

162

How do you dispose off your waste ?

VI.

HEALTH EDUCATION AND MESSAGE DISSEMINATION.
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GO TO

158
158

NO.

QUESTIONS AND FILTERS

CODING CATEGORIES

163

Have you had any health/hygiene messages in the last
four months?(ASK ALL).

164

If yes, can you tell me which hygiene messages you
can recall?

165

From where did you hear from this message?

166

Has these messages impacted/improved on the way
of your life?

YES
1
NO
2
DON’T KNOW 99
Bury feces........................................................1
Use ORS/SSS..................................................2
Report cholera cases........................................3
Use latrine for defecation................................4
Clean and cover water containers...................5
Dispose garbage properly...............................6
Water treatment..............................................7
Use of mosquito nets......................................8
Wash hands with soap and water...................9
OTHER 10
_____________________________
(SPECIFY)
Don’t know...................................................99
IOM staff........................................................1
Other NGO/INGO..........................................2
Government health worker.............................3
Community health worker.............................4
Radio..............................................................5
Community events.........................................6
Traditional healer...........................................7
Church/mosque..............................................8
Clinic/hospital................................................9
OTHER 10
_____________________________
(SPECIFY
Don’t
know....................................................99
YES
1
NO
2
DON’T KNOW 99

167

If yes, How has these messages improved on your
way of life? probe more

168

Have you received any basic emotional or
psychosocial counseling?

169

Were you satisfied with the sessions? (level of
satisfaction).

Record the time the interview ENDS

GO TO

YES
1
NO
2
DON’T KNOW 99
EXCELLENT.........................................1
VERY GOOD.........................................2
GOOD.....................................................3
POOR......................................................4
VERY POOR..........................................5
NOT SURE.............................................6

___ ___ : ___ ___ AM/PM

THANK YOU VERY MUCH –THE END
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HOUR: MINUTE
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Annex 5………………Observation guide list of visited sites
a) Latrines.
Observation notes
1. (For pit Latrines)-Is there a cover for the hole?

Yes

No

2. Is the slab smooth and easy to clean?

Yes

No

3. Does the latrine have walls, a roof and a door

Yes

No

4. Are the latrine roof/walls/door well maintained?

Yes

No

5. Is there a well-trodden (well-used) footpath/access path
towards the latrine?
6. Are human faeces visible on the floor or slab of latrine?
7. Are there flies near/at the latrine?

Yes

No

Yes
Yes

No
No

8. In your opinion is the general appearance/ condition of the
latrine area clean
9. Is there a hand washing place inside or just outside the
latrine?
a. If yes, please note down what types of hand washing
materials
Jar and water
Soap
Ash

Yes

No

Yes

No

Yes

No

Yes
Yes
Yes

No
No
No

10. Where is the latrine located with respect to the reported
regular water source/s?

Distance
in meters

b). Drinking Water
11. Are the immediate surroundings of the
Yes
drinking water source clean? ( not muddy, no
human or animal faeces/ wastes, no trash/
garbage)
12. Are animals loitering and/ or drinking from
Yes
the drinking water source?
13. Are there observable indications that people Yes
take a bath in/at the drinking water source?
(Soap/ soap leftovers, clothes, towels, etc.)
14. What observable equipment at the HH are
used for collecting/ getting water from the
drinking water source?

No

No
No

Check appropriate box
[ ] 1. Narrow-mouthed capped
Containers/jerry cans
[ ] 2. Narrow-mouthed
uncapped
Containers/jerry cans
[ ] 3. Wide mouthed containers
with covers (pails, paint cans,
etc.)
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[ ] 4. Wide mouthed containers
Without covers (pails, paint, cans, etc.)
[ ] 5. Others, specify

a.

Are the equipment clean

Check appropriate box
[ ] 1. Clean

[ ] 2. Dirty

C). Hand- washing facility/ area
OBSERVE FOR THE FOLLOWING:
a. Is there water at the fixed hand washing
Facility?

Yes

No

Check appropriate box
[ ] 1. Bar soap
[ ] 2. Liquid soap
[ ] 3. Powder soap
[ ] 4. Ash
[ ] 5. Sand
[ ] 6. Others, specify

what hand washing materials are
Observed?

b. Is there a water jar with bucket

Yes

No

c. Is there a tap on the water container
d. Is there a towel or cloth to dry hands
e. condition of the towel if it is there ( clean, dirty,
evidence of use)
f. Is there evidence of having been recently used
(wet ground/cement/presence of water, etc.?

Yes
Yes
Yes

No
No
No

Yes

No

D. Drinking water storage and water treatment (this can be asked and observed at the same time).
17. What kind of drinking water storage containers
are observed?

Type
Number
[ ] 1. Narrow Mouthed
[ ] 2. Wide mouthed
[ ] 3. Both types
[ ] 4.others specify

18. Are the drinking water containers covered?

[ ] 1. All covered
[ ] 2. Some are covered
[ ] 3. None are covered
[ ] 4.others specify

19. Is the water in the drinking water storage
containers clean?

Clean
[ ] 1. All are clean and covered
[ ] 2. Some are clean and un-covered
[ ] 3. All are dirty and covered
[ ] 4.Some are dirty and un-covered

20. Where are the drinking water storage container
placed?

[ ] 1. On the floor
[ ] 2. Elevated above the floor
[ ] 3. Others specify
[ ] 1. Pouring
[ ] 2. Container has a tap

21. How is water taken from the drinking water
containers?
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Not clean
[ ] 1. Water is turbid
[ ] 2. Algal growth in water
[ ] 3. Mosquitoes/Larvae
[ ] 4.Leaves or other
floating Materials.

[ ] 3.dipping
[ ] 4.dont know
[ ] 5.others specify
[ ] 1. Boil
[ ] 2. Add bleach/chlorine
[ ] 3. White alum
[ ] 4.Strain through a cloth
[ ] 5.water filters( ceramic, sand, composite)
[ ] 6.solar disinfection
[ ] 7.let it stand and settle
[ ] 8.others specify
Actual number seen.............................
Actual number seen..............................

22. Observe for different types of water treatment
practices/ equipment

23. the ablution /shower blocks
24. water storage units constructed
25. water filtering system and first aid kits
26. generated room, mechanic workshop and guard
tukul
27. internal storm drainage system
28. observe if the toilets available cater for People
With Disabilities i.e. should have rails and ramps

END
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Annex 6 ……………….List of persons interviewed
Survey site
National level
KIIs

No
KII
4

of

Organization of
Respondent
IOM

Designation
of
Respondent
Doctor
(Programme
Manager)- Juba
Program Support Unit
Coordinator -Juba
Procurement officer
Wash Officer-Juba
Wash
Cluster
Coordinator
Clinical Officer
Partner
Payam Administrator

Location
of
Interviews
IOM Head Office

Name
of
respondent
Dr. Beldina

Name of interviewer

IOM Head Office

Claire Lyster

Mary Achol

IOM Head Office
IOM Head Office
UNICEF office

Arayo Esther
Mary Achol
Mary Achol

Clinic
Admin Headquarters

Angelo
Luce B
Karolina
Rasinska
-

Wash Officer
Health Officer

IOM Office
Clinic

-

Arayo Esther

1

NRC

Malakal PoC

4

Wau PoC

3

IOM Clinic
IOM
Malakal
Payam
Administration
IOM
IOM Clinic

Wash Officer
PoC administrator
Clinical Officer

IOM office
Hospital

-

4

IOM Office
Wau PoC Admin
IOM Clinic

-

Geoffrey Wamala
Pasi Moses
Karen Mwangi

IOM Office
Local Authority
IOM Clinic

Wash Officer
PoC Administrator
Health Officer

IOM Office
Clinic

Mr. Mutonga
-

Karen Mwangi
Susan Kurere
Dr. Rebecca Nasambu

Bentiu PoC

Geoffrey Wamala
Geoffrey Wamala
Gista Wsuk
Geoffrey Wamala
Dr. Rebecca Nasambu

Annex 7……………….Team composition and task
Technical/Managerial Staff
Name

Position

Task

Dr. Rebecca
Nasambu

Medical Doctor: Team
Leader








Wamala Geoffrey

Engineer/WASH Expert








Peter Edopu

M & E and project
management Expert





Overall responsibility for the evaluation and coordination of the team
Responsible for the design of evaluation tools.
Lead trainer and evaluator on the project
Coordination of the team
Lead development of data analysis plan
Overall achievement of the assignment objectives and submission of deliverables
according to agreed deadlines.
Disseminate findings.
Write the final report & summary presentation
Participate in the preparation of study instruments and final evaluation report both in
soft and hard copies
Participate in the preparation of final evaluation report both in soft and hard copies
Provide technical oversight to the project and lead consultant
Reviewing of available reports, preparation of study instruments, key stakeholder
consultations (FGDS, IDIs and workshop).
Identify Areas of WASH that need special attention.
Participate in the overall evaluation process.
Design evaluation plan and assist the team leader
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Karen Wairimu
Mwangi

Communication &
research expert: Field
Management.

Arayo Esther

Project Coordinator

Andy Charles
Mamara

Field Coordinator

David Obong

Statistician

Simon Peter
Etyang

I.T Specialist
































Client liaisons
Develop and share field visit reports with relevant partners.
Participate in evaluation tools design and conducting of interviews and FGDs
Ensure quality of data/ statistics
Participate in contract negotiation meetings
Participate in Reviewing/ developing project materials
Trainer on the project
Participate in development of data analysis plan
Ensure effective monitoring performance by gathering relevant data and producing
statistical reports.
Participate in development of data analysis plan
Defining quality procedures in conjunction with operating staff.
Using relevant quality tools and making sure the staff understand how to improve the
Quality
Conduct at least 10% accompaniment and 15% back-checks
Coordinate and conduct qualitative data collection
Participate in preparation of study instruments and tools
Assist in developing evaluation plan
Review project performance indicators and benchmarks
Review project documents
Conduct project evaluation
Participate in data collection
Overall coordination of the project
Participate in Report Writing
Coordinating the project areas
Supervising the enumerators in the field work.
Introduce Enumerators to local authorities
Participate in the questionnaire pre-testing
Provide weekly progress reports
Participate in the dissemination of findings
Participate in preparation of study instruments and tools
Coordinate scripting of data collection tools
Work with lead consultant to develop a data analysis plan
Lead in data analysis, interpretation and report writing
Support field team training
Coordinate scripting of data collection tools
Work with lead consultant to develop a data analysis plan
Uploading data that has not been uploaded in the field
Monitoring the information as it comes to the server
Help in data analysis
Troubleshoot and deal with any issues arising from the field in relation to the
technicalities of the phone and GPS coordinates.

Support Staff
Name
Mary Achol

Position
Supervisor

Susan Kurere

Supervisor

Task
 Supervising the enumerators in the field work.
 Introduce Enumerators to local authorities.
 Field work management
 Ensuring quality at every stage
 Supervising the enumerators in the field work.
 Introduce Enumerators to local authorities.
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Pasi Moses

Supervisor

Regina Ajuwo

Supervisor

Gista Wasuk
Nathaniel

Supervisor















Field work management
Ensuring quality at every stage
Assigning enumeration areas
Field work management
Ensuring quality at every stage
Supervising the enumerators in the field work.
Introduce Enumerators to local authorities.
Field work management
Ensuring quality at every stage
Supervising the enumerators in the field work.
Introduce Enumerators to local authorities.
Field work management
Ensuring quality at every stage

Enumerators Names
Bentiu
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Angelo Gatwech Gatluack
Gabriel Ruot Diang
Emmanuel Jouy Mut
Kam John Manyol
Latjor Mawich Puok
Nyakuma Puok Chang
Goldar Kuany Thiep
Doh Bieh Doh
Balouy Gai Dador
Margaret Nyaliep Gideon
Kuong John Machot
Isaac Kuong Yoal

Malakal
1.
2.
3.
4.
5.
6.
7.
8.

Gabriel Nyago
Petter William Albino
Philip James
Albino Ayang
Mangesto Pamelo
Tito Ezikiel Kuoj
Santino Oyath Ajalwang
Yanyjo Ojwok Pakwan

Wau
1.
2.
3.
4.

Calestino Lion Miskin
George Arkangelo Unango
Ibrahim Dafala Mahmoud
Gatbany Mangok

Annex 8………………..supervision plan
Survey
Area

Supervisor Name

No. of
interviews

Supervision approaches
Accompanied
Spot checked
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Total
Observed

% supervision

Bentiu
Malakal
Wau
Total

Karen Mwangi and
Susan Kurere
Gista Wasuk and
Geoffrey Wamala
Pasi Moses and
Regina Ajuwo

432

35

50

41

126

23%

216

30

42

34

106

39%

120

15

25

19

59

25%

768

80

117

94

291

38%

Annex 9………………….Map of project Area
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