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Overview 
The WASH’Em project is funded by the Office of U.S. Foreign Disaster Assistance (OFDA) 

and is a collaboration between Action Contre la Faim (ACF), the London School of Hygiene and 

Tropical Medicine (LSHTM) and the Centre for affordable Water and Sanitation Technology 

(CAWST). It aims to improve handwashing promotion in humanitarian crises by exploring the 

determinants of hygiene behaviour in these contexts (Phase 1) and developing a software-based 

decision-making tool to aid in the design of rapid but evidence based programs (Phase 2).  

To fulfil the first of these objectives exploratory field work was carried out in Iraq and the 

Democratic Republic of Congo. This report describes the work done in Iraq including an 

overview of activities, the research objectives and methods used and some of the key findings.  

The research in Iraq was conducted over two visits – the first was between 15th April and 30th 

April, 2017 and the second was between 1st of July and 19th August, 2017.  

Objectives of the work in Iraq 
 

1. Describe the determinants of handwashing behaviour during and after mass 
displacement due to an armed conflict (Iraq) 

2. Understand how humanitarian actors currently design hygiene programs and identify the 
constraints that they have to operate within 

3. Pilot and refine a set of rapid and simple formative research methods that could be 
replicated by humanitarian practitioners with limited experience and guidance.  
 

Activities undertaken   
 

Trip 1: April 

- Sought appropriate local permissions 

Prior to the first trip ethical permission had already been attained from LSHTM and from 

Hawler Medical University in Erbil. During the trip we also received permission to undertake 

the research from the Bureau of Relief and Humanitarian Affairs (who grant access to the 

camps) and from the Preventative Health Directorate. 
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- Presented at the WASH cluster meetings in Dohuk and in Erbil. 

The purpose of this was to inform all relevant actors about the research and to get their input 

and feedback on the approaches that would be used.  

- Identified a student from Hawler Medical University to conduct the complementary 

Barrier Analysis survey. 

As part of the project’s aim to build local capacity we wanted to engage a local student to be 

part of the research. The idea was that they would undertake a complementary but 

independent piece of work that they could ultimately publish a paper on. A doctoral student 

specialising in community health was interviewed and selected for this role.  

- Conducted interviews with potential research assistants  

Two primary research assistants were selected – one male and one female. Both had good 

English and experience working with internally displaced people (IDPs). A third person was 

selected to support the doctoral student in conducting the survey.   

- Conducted 11 interviews with representatives of the WASH cluster. 

The purpose of these interviews were to a) understand current approaches to hygiene 

programming in this context, b) identify the constraints that humanitarian actors have to 

operate within when designing hygiene programs in emergencies, and (c) get their opinion on 

the likely determinants of handwashing behaviour among crisis-affected populations in this 

context. A summary of findings from this part of the research will be presented in a separate 

report.  

- Visited potential research sites. 

Two camps and two villages were selected. These were chosen purposely to reflect different 

periods of the displacement journey (recent displacement, long-term displacement, and 

returning home), different cultural and religious groups, and different levels of WASH service 

provision.  

- Assessed whether the research methods were likely to be feasible and acceptable  

While visiting potential research sites we spoke with members of the camps and communities 

and described the methods we intended to use. We also mapped and demographic data from 

camp managers or village heads to plan how we would conduct the methods in these sites.  

 

Trip 2: July and August 

- Trained the research assistants  

The training covered the principles of behaviour change and the methods that would be 

used during the research. It was a three-day classroom based training followed by two days 

of field-based practice and learning. Following this pilot period, amendments were made to 

the research tools and the translations.  

 



 
3 

 

- Conducted qualitative research into handwashing behaviour in 2 camps and 2 

communities. 

The methods and findings associated with this are described in this report.  

- Undertook a complementary Barrier Analysis survey. 

This was led by the local doctoral student and the methods and findings are described in this 

report.  

- Oversaw the translation and transcription of qualitative data  

This started during the trip and concluded in November 2017. 

- Trialled a set of shortened and simplified methods  

In the last 4 days of the field work we reviewed the methods we had used and tried to 

modify them so that they were more simple and rapid to conduct. This was done with the 

intention of developing methods guides which could be easily replicated by NGO 

practitioners.  

- Organised a dissemination meeting 

The purpose of this meeting was to present preliminary insights from the research to 

relevant stakeholders in country so that they could use the findings in a timely manner.  

 

Study Sites 
Since 2014, four million Iraqis are estimated to 

have been displaced due to conflict. The study sites 

for this research were the Dohuk and Ninewa 

Governorates (boundaries between these areas 

were disputed at the time as shown on the map 

opposite). The research took place during the final 

period of the battle for Mosul. The interviews with 

humanitarian actors took place in Erbil and Dohuk 

cities as these are the primary locations where 

organisations and coordinating bodies were based 

at the time.  

 

Table 1: Characteristics of study sites 

Camp 1 Camp 2 Villages  

 9905 people/ 1883 families 

 Population are predominantly 
Arab from Mosul and 
surrounding villages 

 Camp is 7 months old with 
people still arriving on a daily 
basis. 

 Shared WASH facilities 

 No water shortages 

 Regular hygiene promotion 

 5371 people/ 994 families 

 All Yazidi from Sinjar and 
surrounding villages  

 Camp is 3 years old with 
most people having been 
there at least 2 years.  

 Private/household WASH 
facilities 

 No water shortages 

 No current hygiene 
promotion 

 110 families 

 Arab and Shabak 
population  

 Predominantly 
returnees 

 Some IDPs from 
neighbouring villages 

 Some sharing of 
WASH facilities 

 Limited water 

Dohuk 

Erbil 
Mosul 

Villages  
Camp 1  

Camp 2  
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Camp 1 Camp 2 Villages  

 Regular distribution of 
hygiene kits 

 Closed camp (no one can 
leave and telephones/ 
communications are not 
permitted inside the camp) 

 No current distribution of 
hygiene kits 

 No current hygiene 
promotion 

 No current 
distribution of 
hygiene kits 

 
 

Qualitative research  
Methods 
The research was designed based on the Behaviour Centred Design framework (Aunger and 
Curtis, 2016). This framework outlines a set of behavioural determinants. For each of these a 
handwashing specific definition of the determinant was developed as an output of the literature 
review. By reviewing handwashing literature and looking more broadly a method was then 
selected to explore each determinant in the framework (Table 2). 
 
Table 2: Methods use to explore behavioural determinants 

Behavioural Determinant Method/s* 

Socio-demographic factors Survey 

Physical environment 
Household Observation 

Site observation (at waterpoints) 

Key objects and infrastructure  

Behaviour Trial  

Soap attribute ranking 

Water and soap prioritisation 

The ideal handwashing facility 

Social environment Social Network Mapping 

Habit 
Household Observation 

Handwashing demonstrations 

Routine Routine Scripting  

Motives How would you feel activity/Motive characters 

Norms  100 people activity 

Priorities 
Free listing and ranking 

Water and soap prioritisation 

Risk perceptions Risk perception scaling 

Roles Identity mapping 

Context Personal Histories 

Touchpoints Touchpoint mapping 

 

Method reflections  
Most of the methods were well accepted and were found to be appropriate to this context. Two 
methods were not used from the outset. The first was observation at communal waterpoints as 
these did not exist in these settings. The second was the behaviour trails method. This deemed in 
appropriate in the first camp in particular as people could not control their environments or 
circumstances and this is a highly participatory method that requires participants to actively make 
changes that would enable handwashing. The other method that was used with a small number 
of participants but then stopped was the social network mapping. This was a highly sensitive 
method as it reminded people of friendships and family they had lost/been separated from and 
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the researchers felt that it had the potential to cause discomfort. Some of the methods that 
worked particularly well were observation, the 100 people activity, soap attribute ranking, the 
ideal handwashing facility activity and the personal histories activity. The latter was created for 
this research but proved useful for understanding the broader context as well as how hygiene 
practices changed over time.    
 

  

   
Top left: Free listing and categorising priorities and concerns in the camp. Top right: The motives activity. Bottom 
left: Soap attribute ranking. Bottom middle: 100 people activity. Bottom right: Social network mapping.   

 

Sample characteristics 
Table 2 summarises the population who participated in the qualitative part of this research. 

Participants were selected purposively to include all regions of the camp/village; different 

cultural and religious beliefs; different durations of displacement; a mix of genders (although 

more women were included as they are primary caregivers and are responsible for hygiene in the 

home) and a range of ages. The study population had a high exposure to hygiene programming 

with 87% reporting that they had received hygiene kits and/or been part of hygiene promotion 

activities.  

Table 3: Socio-demographics and WASH related data for the qualitative sample 

Characteristics N (158) % 

Gender 

Male 52 33% 

Female 106 67% 

Religion 

Muslim 111 70% 

Yazidi 47 30% 

Ethnicity 

Arab 92 58% 
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* Some FGD participants had to leave immediately after the discussion and where therefore not asked some of the WASH relate questions.  

 

Findings 
The boxes and photos below describe some of the key preliminary findings from the qualitative 
research.  
 

Kurdish 49 31% 

Turkmen 2 1% 

Shabak 15 9% 

Household Size 

Average 8.7 6% 

Range 2 to 28  

Displacement status 

IDP 113 72% 

Returnee  43 27% 

Host community (did not leave) 2 1% 

Period since displacement (range) 2 weeks to 3 years 

Period since return (range) 1 day to 1 year 

How many people share the same toilet   

Average 10.3 

Range 2 to 28 

Have you ever received a hygiene kit (N=123*) 

yes  104 85% 

no 19 15% 

Received hygiene kit in the last month (N=123*) 

Yes 31 25% 

No 92 75% 

Seen hygiene materials (e.g. posters, flyers etc) (N=123*) 

Yes 68 55% 

No 55 45% 

Attended a hygiene promotion event (N=123*) 

Yes 59 48% 

No 64 52% 

Handwashing with soap removes invisible germs from hands preventing sickness 
(N=123*) 

True 122 99% 

False 1 1% 

THE SITUATION IN THE SHORT-TERM CAMP:  

Contrary to the research hypothesis, handwashing appeared to increase among those displaced 
to camps. This was due to a confluence of factors. The first factor was that in both camps 
there was no restriction on water use, which is relatively unusual compared to other camps 
globally. Secondly, we conducted the study at the height of summer when the temperatures 
are extremely hot and the environment very dusty, thus people got sweaty and unclean 
quickly. Thirdly people had relatively few possessions and as such  clothes, dishes and 
household spaces needed to be cleaned regularly. Fourthly, people reported a heightened 
sense of disease risk since coming to the camp and diarrhoea was cited as a leading concern. 
Lastly, there was very little for people to do in the camps. People tended to avoid socializing 
(particularly in the immediate period following displacement) and endeavoured to re-establish 
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Left: A woman in the short-term camp uses several buckets of water to wet the gravel around the kitchen so that 
they are less dusty. Middle: Dishes were always washed immediately after use. Right: In the kitchen and in 
bathroom there are no obvious places to store soap. In this image the family keep the soap on the window ledge 
because they were fortunate not to have to share their bathroom with others.  

 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Left: Young women do most of the household cleaning. Here women in the long-term camp use copious amounts 
of water and detol to scrub the cement floor outside their tents. Middle: Households in the long-term camp had an 
array of soap available and in this household stockpiled soap. Right: People were observed to have customised their 
bathrooms with products that made them more beautiful and easy to use.  

 
 

their routines and create more comfortable and orderly spaces within their households (often 
re-designing their shelters to make them more like home). In the absence of other tasks, 
cleaning behaviours became a predominant part of daily life. These circumstances created an 
environment where people frequently came into contact with water and where hygiene was 
highly valued. However, these circumstances may have created a false sense of cleanliness. 
Hands were often not washed with soap nor was handwashing practiced at all critical times. In 
particular we did not observe handwashing prior to food preparation or eating. In the short-
term camp where WASH facilities were shared, handwashing with soap was less common as 
soap was normally stored inside people’s tents rather than near the bathroom (this was 
because people worried about it being stolen or used carelessly). 
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Left: Women in the communities had to adjust to using a limited amount of non-piped water. Middle: An example 
of a typical handwashing facility in a village. Right: Humanitarian organisations had installed temporary water 
storage containers (as the water mains were dysfunctional) however these were located near the perimeter of 
properties so that they could easily be filled and this distance from the house often prevented people from washing 
their hands at critical times.  

 

THE SITUATION IN THE VILLAGES 

In the villages hygiene behaviour was different from camps and varied depending on whether 
individuals were returnees or were IDPs. For returnees being back home was accompanied 
with feeling safe and protected. As a consequence, people were more likely to think that 
diarrhoea was not a risk to their families, that it was uncommon in their villages and not 
something to be scared of. However, people were returning to homes and communities that 
were different to those they left. For example, buildings had been destroyed and possessions 
looted; the water supply had been cut and so people had shifted from piped water to collecting 
a limited amount of water in jerry cans; people were unemployed; and markets (including 
those that sold soap) had ceased operation. Handwashing was uncommon in these settings 
and many families did not have soap in their households. Despite this there was a desire 
among returnees to ‘build back more beautiful’ and to maintain their own appearance despite 
their circumstances. In communities, people tended to have dedicated places for handwashing. 
In most cases these were beautifully appointed ceramic basins, with piped water, a soap dish 
and a mirror. The basins were prominently located near the front of the house for guests to 
use. However almost all basins were damaged or non-functional due to the lack of water 
supply, making it harder and less appealing to wash hands. IDPs residing among returnee 
communities explained that hygiene was of utmost importance to their identity. They felt that 
being an IDP meant others were likely to label them as unclean and poor. They explained that 

THE SITUATION IN THE LONG-TERM CAMP: 

Perceived risk is normally understood to diminish with time as people become accustomed to 
their new situation.  Surprisingly this was not found to be the case in the long-term 
displacement camp, with people still feeling at increased risk of diarrhoea. The circumstances 
described above (availability of water, the heat, the lack of belongings, and lots of time) were 
present in this camp too and this appears to have led to the creation of a new hygiene norm. 
In addition, several years of hygiene kit distributions have created a demand for soap even 
though hygiene products are no longer distributed. People reported spending a large portion 
of their income on hygiene products, it was stockpiled, available in all homes, and used 
excessively in day-to-day activities. In this setting the perceived quality of the water (it was of 
drinkable quality but had lots of minerals) was a barrier to regular handwashing as people felt 
it left a salty residue and led to their hands being dry and irritated.  
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they had made paid attention to the hygiene norms of others in the community and had 
actively taught their children that they must be more hygienic than the community members 
so as to create the right impression. 

 
 

Implications for practitioners 

- Knowledge: Almost everyone understood the association between handwashing and 

disease transmission. This means that we can stop educating people about disease 

transmission as part of programs.  

- Behavioural settings: In this context people are used to beautiful facilities for 

handwashing. Camps and rebuilding efforts in villages, should aim to re-create and 

enhance this. This should involve creating dedicated spaces for handwashing that are 

pleasant places to be. Facilities should include ‘behavioural nudges’, mirrors and soap 

dishes. They should be built outside the toilet where it can be seen but where it is still 

convenient. 

- Products: Support the re-establishment of markets so that people in villages can access 

soap more readily. In camps increase the range of soaps available and allow people to 

choose the soap they prefer as this will make the product more desirable.  

- Norms: In camp settings it is clear that positive handwashing norms exist but that 

people don’t often observe the behaviour of others. Programs should aim to heighten 

awareness about positive norms. A simple way of doing this, for example, may be to put 

up posters that say “Did you know this camp has the highest rates of handwashing of 

any camp in Kurdistan – Keep it up!”. 

- Motives: disgust appears to be naturally heightened in camp settings so improving 

handwashing in these contexts should rely on linking comfort and attract more closely to 

handwashing, motives which become increasingly of value when a person has lost so 

much. To overcome the hygiene complacency observed in villages, disgust should be 

heightened in order to make people more aware that their home has changed and 

therefore their behaviour needs to change too.  

- Social environment: People do not naturally socialise very much upon arriving at 

camps, nor do they always receive the necessary psychological support that they require 

following trauma. Since this research found psychosocial wellbeing to be closely linked to 

hygiene, hygiene programs could contribute to re-building social support networks and 

creating spaces where people can talk and interact. Cross-sectional programming 

between mental health and the WASH sector should be encouraged. 

- Delivery channels: Since women are often responsible for key hygiene related tasks but 

often do not leave the house, all hygiene programs should involve at least some house-

to-house component to ensure women feel comfortable and can participate. 

Barrier Analysis 
 
The qualitative work was complemented with a Barrier Analysis (BA) Survey. The lead 
researcher, Sian, trained a local doctoral student, Aso Kareem, on the BA process and then this 
student led on the data collection and analysis. Table 4 provides a summary of the key findings.  
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Table 4: Summary of key findings from the Barrier Analysis Survey 

Short-term Camp Long-term camp 

 ‘Doers’ (those categorised as practicing 
handwashing as per the criteria) were 
more likely to perceive their environment 
as being dirty. 

 Mothers/mothers in law appeared to be a 
stronger influence on the behaviour of 
‘doers’. 

 ‘Doers’ perceived the risk of their child 
getting diarrhoea in the next 3 months as 
being more likely 

 ‘Doers’ perceived the consequences of 
getting diarrhoea as being more severe 

 ‘Doers’ were more likely to think that 
there were ‘policies’ in place to encourage 
handwashing. For example, they thought   
that NGOs and the camp’s health centres 
helped to enforce hand washing. 

 ‘Non-doers’ found it harder to always 
remember to wash their hands 

 ‘Non-doers’ thought the disadvantage of 
hand washing was that hand might get 
cracked or irritated. 

 ‘Non-doers’ perceived the risk of their 
child getting diarrhoea to be less likely 
than ‘doers’. 

 In this setting ‘Doers’ and ‘non-doers’ 
were more alike in their perceptions. This 
may be because they were living in the 
camp for long time and thus behaviour 
has become more alike. 

 Despite the long-term camp having 
objectively better facilities, people 
reported having more difficulties to wash 
their hands. This may be because people 
in this camp have been living in these 
conditions for so long and they are no 
longer relieved just to be in a safe place, 
therefore they were less content with the 
facilities available. 

 

  
Images above: Aso Kareem, the doctoral student undertaking the barrier analysis in camps 
alongside one of the research assistants.  
 

General reflections on the Barrier Analysis method 

 This method works very well to complement qualitative research and was also able to 
confirm some of the qualitative insights (eg. Risk perception).   

 This method was good at understanding rational reasons why people do or don’t do the 
target behaviour but less able to explore behavioural influences that occur at a semi-
subconscious level.  This is another reason to combine this method with qualitative 
approaches.    

 Screening is based on self-reported and proxy measures of behaviour NOT actual 
behaviour. In a camp setting people are familiar with hygiene promotion and know the 
‘correct’ thing to say. 

 The classifications of ‘Doer’ and ‘Non-doer’ are useful because they help to make 
behaviour simple. But as practitioners we have to remember that these classifications are 
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not reflective of the real-world situation. In reality we all sometimes remember to wash 
hands and sometimes forget and thus the lines between the categories are more blurry.   

 

Development of the rapid methods 
 
Towards the end of the field work a few days were spent adjusting the methods and piloting 
them. The aim of this process was to develop methods that were shorter to conduct and could 
easily be taught and replicated by humanitarian practitioners.  Table 5 provides a summary of this 
process. 
 
Table 5: Description of how methods were adjusted to make them more simple and rapid. 

Original Method How it was adjusted 

Handwashing Demonstration: Participants 
are asked to show us how they would normally 
wash their hands. Researchers take note of how 
inconvenient or unnatural the process looks 
and whether water and soap are easily available.  

Not adjusted as this is easy to undertake 
and rapid.  

Risk Perception Scaling: In FGDs 
participants were asked about their major 
health concerns, then asked to define diarrhoea 
and based on this were asked 13 questions 
about perceived risk. The purpose of doing it in 
a FGD was to allow participants to debate and 
discuss differences in perception.  

5 questions were selected out of 13. Colour 
coded cards were used to help participants 
understand the scaling concept more easily.  

Motives: A set of scenarios and images to 
depict them were presented to participants (e.g. 
a person not washing hands after coming out of 
the toilet, a person sneezing without covering 
his mouth, etc.) Participants were asked to 
agree or disagree with a set of statements about 
each scenario. Each statement related to a 
specific motive or determinant of behaviour. 
This method could only be done with literate 
participants. 

A completely new method was developed 
and tested. This involved developing cards 
with images of different types of people on 
them (e.g. a person who is educated, a 
person who they would be friends with, a 
person who would be a good parent). Each 
‘type of person’ was linked to a specific 
motive. These were explained to the 
participant and they were asked to rank the 
card in order of who they thought was most 
likely to remember to always wash their 
hands with soap. This was followed by a 
discussion about the order which they had 
placed them in. 

Social Network Mapping: Participants were 
asked to describe the people the see on a daily, 
weekly and monthly basis currently and then 
this process was repeated for their situation 
prior to displacement. At both time points they 
were asked to identify key people in their lives 
who may influence their behaviour (e.g. the 
person they respect the most, the person they 
go to for advice, the person they would be 
most embarrassed to be told off by if they 
didn’t wash their hands, etc).  

This was adapted and combined with a 
different tool, Touchpoint Mapping, which 
is used to understand potential delivery 
channels. A structure tool was developed to 
guide the researcher through the process. 
The social network part is greatly simplified 
and now just focuses on those who 
influence behaviour not on understanding 
social networks in general.  
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Left: The two research assistants trial the new motives tool with a participant in the long-term camp. Right: A 
woman in the long-term camp completes the Risk Perception Scaling activity.   

 

Dissemination Meeting 
 

At the end of the field visit the research team held a dissemination meeting to share the results 

with key humanitarian actors and the government. The meeting was attended by 71 participants 

from 31 different NGOs or government departments. The meeting consisted of an introduction 

to behaviour change and behavioural determinants; a ‘methods marketplace’ where people had 

the change to wander around the room and interact with posters, tools and photos from each 

method; a presentation on the qualitative results, a presentation on the Barrier Analysis results; 

and closing remarks from the Deputy Governor of Dohuk. At the beginning of the session 

participants were asked to write down on a piece of paper the main reasons people in camps in 

communities do not always wash their hands and suggest a solution. The most common 

problems cited were a lack of soap, water and appropriate WASH facilities; a lack of bio-medical 

knowledge; a belief that handwashing was not a part of their prior culture or habits; and that as 

part of the psychological impact of displacement, people show signs of depression that translates 

into them being too bored, forgetful, and lazy to wash their hands.  The predominant solutions 

related to increased education about handwashing and the provision of hygiene kits.   

 

  

Left: Participants learning about the methods used in the research during the ‘methods marketplace’. Right: The 

Doctoral student who led the Barrier Analysis present’s his findings.  

At the end of the workshop people were asked to make commitments about how they plan to 

make changes to their practices following on from this workshop. Some examples included are 

presented below: 

 I will try to think out of the box when designing hygiene programs 

 I will focus less on education and more on the factors determining behaviour 
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 I will pay more attention to how handwashing spaces are designed 

 We will change the way we assess hygiene programs and not just measure knowledge.  

 Link hygiene promotion to mental health care programs in the camp  

 We will try to use more of the qualitative methods that we learned about like 

observation and learning about habits and culture 

 I liked seeing ides from elsewhere and I hope we can try to replicate the idea from 

Bangladesh with the footprints.  

Following the meeting there was also an idea to strengthen the hygiene sub-group within the 

WASH cluster and take time to further discuss the findings and come up with a united approach.  

  

This research was led by Sian White a Research Fellow at 

LSHTM but was made possible with support from the Dohuk 

ACF Base and the dedication of the research assistants involved 

in this work: Waleed Khalid Ibrahim, Dilveen Ishan, Basima 

Ahmed and the doctoral student Aso Kareem. 


