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Abstract 

 

Water, Sanitation, Hygiene, and Reproductive Health Access Barriers in Rural Cambodia: 

Issues in Gender and Disability 
 

 
Background: Approximately 4.7% of Cambodia’s population lives with disability.28 Disabled 
women are particularly marginalized due to pervasiveness of stigma and gender-based violence 
(GBV).8 The interaction between disability and gender in the water, sanitation, and hygiene 
(WASH) sector has important implications for global public health scholarship and program 
implementation. 
 
Purpose: This study was conducted in June and July of 2017 with support from WaterAid 
Cambodia in Phnom Penh. It was intended to describe and address the barriers that disabled 
women face regarding WASH and menstrual hygiene management (MHM) in rural areas of 
Kampot Province, Kratie Province, and Kampong Thom Province. Further literature review was 
intended to develop a greater understanding of the social, cultural, and historical forces that 
shape the experiences of disabled women living in rural areas, specifically regarding access to 
WASH and a range of health services, including sexual and reproductive health (SRH). 
 
Methods: Twenty-five women aged eighteen to seventy participated in the study, which 
involved fourteen in-depth interviews (IDIs), two focus group discussions (FGDs), and narrative 
photography. 
 
Results: Barriers were identified in three categories: physical/environmental, 
economic/financial, and social. Physical/environmental barriers included uneven terrain, 
inaccessible facilities, lack of facilities, lack of privacy, distance to water sources, distance to 
health clinics, and difficulty carrying water. Economic/financial barriers included inability to 
afford improved infrastructure, clean water, adequate food stores, and MHM supplies. Social 
barriers included discrimination, isolation, misinformation about menstruation, exclusion from 
the workforce and from community gatherings, and physical, psychological, and sexual abuse.  
 
Conclusion: Experience of inequalities in access to WASH and healthcare is impacted by a 
range of factors. Improved access requires a multidisciplinary approach. There is a need for 
distribution of accessible WASH technologies, for promotion of rights-based WASH education 
that emphasizes GBV prevention, and for mainstreaming of inclusive income-generating 
activities (IGAs). There is a need for cross-disciplinary engagement in addressing environmental, 
financial, and social barriers, and for innovation in building mechanisms through which disabled 
women living in rural areas of Cambodia may enjoy full agency. 
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CHAPTER I: INTRODUCTION 

 

LANGUAGE AND TERMINOLOGY: AUTHOR’S NOTE 

 

 In disability scholarship, there is a popular tendency towards person-first language. 

According to the Centers for Disease Control, to call a person “disabled” is comparable to calling 

them “lame.”10 The United Spinal Association has released a disability etiquette guide in which 

they encourage readers to say “person with a disability” rather than “disabled person,” and not to 

worry about idiomatic expressions like “see you later” within the context of blindness.48 

 For WaterAid Cambodia informational materials, I was asked to use person-first 

language. It has been adopted by the global masses as respectful, though the term “PWD” (an 

acronym for “people with disabilities”) hardly seems more respectful than “disabled people.” In 

a 1999 study on language and labeling, a researcher found that person-first terminology was not 

received as “significantly more positive” in 98% of comparisons.42 Altering of structure does not 

inherently enrich substance, promote understanding, or command respect. It does not excuse 

Emory University for failing to provide accessible entryways in every building, or a ramp beside 

the staircase that connects the Rollins School of Public Health to the main campus. Respect 

should be actionable. Rather than carefully tiptoe around disability with verbose euphemisms, 

build a modified ramp. 

 In 1912, the New Jersey Board of Examiners of the Feeble-Minded (Including Idiots, 
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Imbeciles and Morons), Epileptics, Criminals and Other Defectives ruled epilepsy a justification 

for the forced sterilization of a young woman in the United States.30 Language can be impactful, 

and movements to end terminology like that which qualified early twentieth century eugenicists 

are necessary. Purposeful rearranging of the word “disabled,” though, assumes that it is negative, 

that it must be separated from personhood. No one insists on transforming neutral adjectives that 

precede personhood. The United States National Federation for the Blind makes this compelling 

claim: “…Vigorous prose is virtue and... blind people can stand to read one of the adjectives 

that describes them before arriving at the noun. Blind people we are, and we are content to be 

described as such.”22 

 I was disabled at birth. My mobility is permanently impaired. It comes with physical 

discomfort, with financial burdens, with difficulties in navigating the built environment, with a 

loneliness that follows rejection based upon perceived limitations. It also comes with a sense of 

learned dedication, creativity and self-advocacy, with valued insights and with the forging of 

great partnerships. Disability is not pitiable. It is a part of my life, and I do not need 

euphemistically constructed distance from it. 

  When I joined WaterAid, I had never envisioned being both a disabled person and a 

disability researcher. A staff member commented on the luckiness of it. Participants might be 

more open with me, she thought. I visited women in their homes where I was indeed met with 

openness. One of them asked me— “People in your country have disabilities too?” I met 

women who were struggling. They didn’t tell me that they wanted others to refer to them as 

“women with disabilities.” They told me that they wanted to reach a toilet without injury, that 

they wanted clean water, that they feared assault, that they could not find work and were without 

enough money to buy food, that bullying made them sad.  
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 In a recent interview, American actress Gabrielle Union recounted her coming of age as a 

black teenager in a predominantly white suburb, her desperate longing for the boys in her high 

school class to notice her. When one of them did, she was so thrilled, she said, that “he could 

have had a club foot,” and it wouldn’t have mattered.36 The audience laughed. That’s us, I 

thought, as they laughed— leftovers for the desperate, comedic punchlines, freaks. This was the 

most pervasive identified barrier among study participants— stigma so entrenched that othering 

is unquestioned, automatic, a joke. Though it originated with good intent, in response to 

dehumanization— person-first language both calls attention to and attempts to shrink disability. 

Shrinking disability will not shrink stigma. The presence of confident disabled role models 

might.  

 If you are unsure, ask disabled people what they prefer and then honor it. I know a few 

who appreciate the terminology, a few who don’t, and most of them expressly do not care. I have 

never favored the phrase “person with a disability,” though I have used “disabled people” and 

“people with disabilities” interchangeably. I see the movement towards politically correct 

wordiness as a distraction from more substantive issues, and so nowhere in this document will 

you find intentional person-first language. 

 This past February, I went to a lobbying session at the Georgia State Capitol. A speaker 

there defined reproductive justice as racial and gender equality, as economic opportunity, as safe 

access to all health services, and at its core, as the ability to be fully who we are, in every space 

that we are in. I want to extend that sentiment to disability justice. If we are freaks, then freaks 

are totally cool. For myself and for the twenty-five women I interviewed in Cambodia, for every 

disabled friend and stranger— I wish for unfettered freak power and pride. May we all be 

comfortably and fully who we are, in every space that we are in. 
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PURPOSE OF RESEARCH 

 

The aims of this study conducted in collaboration with WaterAid Cambodia were to: 

 

1. Determine the barriers to water, sanitation, hygiene (WASH) and menstrual hygiene 

management (MHM) access encountered by disabled women living in rural areas. 

2. Identify tangible programmatic solutions that could be implemented to improve access, 

safety, and dignity in a manner that is inclusive, efficient, affordable, and appropriate 

within the social, cultural, and geographic contexts.  

3. Understand ways in which the WASH sector may better serve women with a range of 

disabilities in rural areas of Cambodia. 

 

 Further research was intended to understand the ways in which gender, disability, 

geography, and class intersect to affect a person’s marginalized status. Particular attention was 

paid to reproductive health (the broader category that surrounds menstrual hygiene 

management), to the state of reproductive healthcare in Cambodia, and to the differing nature of 

access for women depending upon various intersectional identity factors. 
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CHAPTER II: REVIEW OF THE LITERATURE 

 

 Relevant background begins with Cambodia’s recent history. Though decades past, the 

effects of war and genocide persist as living trauma; one of the women who participated in the 

study was blinded by a landmine explosion as a teenager. Her experience as a disabled woman 

informs the discussion that follows— on global and local aspects of oppression that accompany 

gender, disability, geography, and class. Moving from history and sociology to medicine and 

public health, remaining sections provide a framework for WASH and reproductive health 

standards in Cambodia. That review of the literature concludes with details of previous 

interventions in the region reflects a hope that this work might in some small way help to inform 

future programming. 

 

CONTEXT: CAMBODIA AFTER GENOCIDE 

 

 Through starvation, forced labor, and mass murder, the Khmer Rouge decimated about a 

quarter of Cambodia’s population. From 1975 through 1978— for three years, eight months, and 

twenty days— servants of Pol Pot targeted intellectuals, government workers, lawyers, doctors, 

journalists, those who had achieved wealth, those who openly expressed emotion, those who 

wore glasses, members of various religious groups, teachers, parents, and children. Those who 

weren’t executed were relocated to the remote countryside to serve as slave agrarian farmers. 

While global actors failed to acknowledge a genocide and to condemn the Democratic 
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Kampuchea, Pol Pot’s army ruthlessly and methodically returned Cambodia to “Year Zero.”11 

 “To keep you is no benefit, to destroy you is no loss,” was the cry that echoed for years as 

soldiers shackled hundreds of thousands of people and shot them, tortured them with barbaric 

instruments, beat them to death by hand, or buried them alive in mass graves.49 At the Killing 

Fields stands a massive tree upon which executioners thrust infants and toddlers, slamming their 

heads into its trunk until they died. “To stop the weeds, you must also pull out their roots,” killers 

said.49 The United States bombed neutral Cambodia relentlessly during the Vietnam War, and the 

Khmer Rouge and other factions placed an extensive network of landmines. In the end, graves 

were filled with bodies of citizens and of soldiers who had participated in the killing. 

 Efforts to rebuild coincide with lingering trauma and infrastructural deficits. In a 2009 

survey of 1,320 Cambodians, 7.4% had post-traumatic stress disorder (PTSD), 42% had 

depression, and 53% had an anxiety disorder. Researchers commented on continued “psychiatric 

morbidity and poor health” following genocide.3 In 2017, Transparency International ranked 

Cambodia at 21 on its corruption index.44 (A score of zero indicates high levels of corruption, 

and a score of 100 indicates lack of corruption.) Wealth is concentrated among a small echelon 

and poverty is widespread. Cambodia today has one of the highest poverty rates in the region. 

Ninety percent of Cambodia’s poor live in rural areas.7 

 

INTERSECTIONALITY: GENDER, DISABILITY, GEOGRAPHY, AND CLASS 

 

 Historically, female characteristics and physiology have been scrutinized, imagined by 



	 7 

male scholars as inherently inferior. Female anatomy has been called evil, hidden, and sex 

organs likened to an incomplete, deformed version of the male counterpart.25 Across epochs and 

cultures, women have been relegated to a lower status as “the second sex”— destined for 

pregnancy, mothering, and domestic duties, while unfit for labor and higher professional or 

intellectual pursuits.9 Antiquated sociological literature suggests that the mere state of 

womanhood is a disabling condition.30  

 Worldwide female sex slavery and trafficking, and female genital mutilation in certain 

regions of Africa, Asia and the Middle East (with practicing communities across the globe) 

emphasize gender oppression most dramatically.23 Women are objectified and exposed to 

dehumanization, pain, and lethal danger in service of male pleasure, with cultural justifications. 

As economies develop, women are persistently awarded a more modest income than their male 

peers in similar professional roles.5 They are more likely to encounter discrimination in the 

workplace, and incidences of sexual abuse, harassment, or violence.23 In isolation, a female 

gender identity lends itself towards some form of marginalized status. 

 Disability oppression is perhaps even more fundamental than gender oppression; 

scientists suggest that negative responses to disability were an earliest survival mechanism, 

meant to promote avoidance of disease or contagion. Fear responses are innate— broad, 

automatic, and without intellect. Fear is also learned, and contemporary social constructs 

reinforce separation of those who are disabled from those who are not. Research shows non-

disabled company reacting with an “increased galvanic skin response” in the presence of people 

who are visibly disabled.31 “When confronted with physically disabled individuals who pose no 

realistic health risk whatsoever, people prefer to avoid them… like the plague.”1 Individuals 

perceived as different from those in a larger group may be treated poorly and in some settings, 
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they may be so encumbered by stigma that risk associated with disclosing disability to seek 

accommodation or healthcare seems too great.59 

 The World Health Organization (WHO) has found that there are approximately one 

billion people living with disabilities worldwide, and that 80% of them are in low and middle 

income communities.59 Conservative estimates maintain that 4.7% of the Cambodian population 

is disabled, though WHO suggests that in low and middle-income countries, disability 

prevalence is closer to 10 – 15%.16, 59 There could be over two million disabled Cambodians; 

national census data may reflect failure to capture members of the population.15, 59 Considering 

the aftermath of genocide, presence of unexploded ordinance, and frequency of traffic accidents, 

the United Nations estimates that as the lowest ranking country on the Development Index for 

Southeast Asia, Cambodia has one of the highest disability rates in the world.12  

 In some spaces, local culture envisions disability as a product of poor karma, of bad 

behavior in a previous life.15 Those with severe mobility, vision, and hearing impairments are 

most likely to be ostracized. If they are able to find employment, it is commonly unskilled. It is a 

widespread misconception that disability signifies lack of ability, and that disabled men and 

women are unable to work. In areas of rural Cambodia, challenges related to gender and 

disability are exacerbated by class divisions and relative geographic isolation. Gender and sexual 

identity, age, socio-economic background, ethnicity, residence in rural or urban settings, and 

nature and severity of disability amplify disadvantage in different ways. Hierarchical divisions 

are owed chiefly to gender (where women earn a lower status than men), age (where older 

individuals are better respected than younger), and wealth (where those without adequate 

financial resources are more vulnerable). Cambodian women earn about 30% less than men. 

Literacy rates are 40% lower for women and school enrollment is 50% lower for girls.15 
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 Poverty rates have decreased from 53.2% in 2004 to 20.5% in 2011.7 There is no 

evidence, though, to suggest that intersectional inequalities have decreased, and as the economy 

improves marginalized groups may be increasingly left behind.15 International human rights 

agencies acknowledge that disabled women and girls experience higher rates of abuse and 

exploitation, and that they are up to three times more likely than non-disabled people to be 

physically or sexually assaulted.15 2009 research from the Pacific Island found that disabled 

women experienced violence at higher rates than non-disabled peers.8 A 2004 study of women 

with disabilities conducted in Orissa, India, showed that 100% of participants had experienced 

violence in their homes.8 This violence has adverse effects on community participation, physical 

and mental health, and sexual and reproductive health (SRH).15  In a mixed methods gender-

based violence (GBV) study in Cambodia, 52.5% of disabled women reported emotional 

violence, 25.4% reported physical violence, and 5.7% reported sexual violence perpetrated by 

family members.8 In this same study, a disabled Cambodian woman shed light on healthcare 

access and spousal abuse: 

“I have never gone to the hospital even when I’ve been sick. When my wheelchair broke, I could 
have used my cart to help me travel to the central hospital when I was pregnant. I asked my 
husband to take me to the hospital but he refused and tied up my cart so that I couldn’t go.”8 

 

Disabled women experienced higher rates of familial violence, and within their family networks 

they were more likely to be insulted, manipulated, intimidated, or exposed to physical and sexual 

abuse. One informant described sexual assault committed by her grandfather:  

“One day when I was 13 my parents went out and my grandfather was responsible for looking 
after me. He turned on the TV very loud so that the neighbors could not hear. He took the 
opportunity to rape me… The second time my grandfather tried to do this I was 18 so I could 
help myself by kicking him… I told my parents… but my grandfather did not admit it… [He] 
said, ‘You are blind and so you won’t have a chance at having a husband.’”8 
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Family and community members may consider disability sound justification for violence and 

neglect. Another informant linked neglect directly to her disability: 

“My mother doesn’t care about me the way she does about my brother. I have to do everything 
myself including cooking, cleaning, washing and ironing while my mother does everything for 
my brother. One day I said to her in tears, ‘Mum, I am angry that I have to do everything by 
myself and you do everything for my brother.’ She thought about that and started to take care of 
me for a while, but then it went back to the same thing. I think she does that because she thinks 
she can depend on him when she gets old, but not on me because I have a disability.”8 

 
 Documented incidences of GBV suggest that women who are isolated from easily 

accessible WASH resources are at a greater risk for victimization.19, 35, 43 In a 2015 study on 

gender, violence, and WASH, researchers categorized findings into four groups: sexual violence 

(including rape, sexual assault, and molestation), psychological violence (including harassment 

and bullying), physical violence (including “beating or fighting leading to injury or death”), and 

sociocultural violence (including ostracism or discrimination). They found a range of violent 

incidences in each category, spanning multiple countries— from sexual assault occurring at 

latrines or during open defecation, to men hiding in the bushes so that they might view women as 

they squatted to urinate, to marital tensions and bullying of women related to inability to collect 

enough water for the family.40 In areas where enclosed bathing spaces are less common and 

where bathroom facilities do not come with doors or locks, women and girls have reported 

harassment and rape.40 Disabled women are especially at risk, depending on physical difficulties 

associated with impairments.50 In a study of sexual and reproductive health of disabled women, a 

35-year-old woman with a vision impairment explained:  

“I’m scared because I don’t know who has good intentions and who has bad... because I stay 
alone and I can’t see… I’ve heard that disabled people got raped… and so I get scared and 
worried for myself to have such things happen to me...”15 

Researchers theorized that perpetrators consider disabled women less physically able to retaliate 

or to run away.15 In Cambodia, disabled women who had never married or had children were 
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exposed to the highest rates of violence, general poverty, landlessness, and discrimination. A 58-

year-old woman with vision and mobility impairments offers some context:  

“I married at an old age. If I married when I was young, I may have children... but because I am 
looked down on, that’s why I got married at an old age… while I stay alone, I was looked down 
on and didn’t have a house... the neighbors used to speak ill about me… as I am weak and stay 
alone at night... they often violated me… stole my earnings… I didn’t know where to go as I am 
poor and struggle to live alone... and the one who stole my chickens… they came to hit me...”15 

 Disabled women may find requesting assistance difficult within that context of 

widespread abuse, and they may remain at home without seeking care when they are ill. When 

they cannot ask for help, even when cost of care is low or subsidized, transportation alone may 

be prohibitively expensive or unavailable in rural areas. Some healthcare providers have limited 

understanding of disability. Some women receive inaccurate information from healthcare 

providers. Family members may prefer to purchase medications themselves and bring them 

home to the disabled women living with them, rather than attempt to arrange for transportation to 

a healthcare facility.15 From the sweeping elements that inform gender and disability oppression 

to the specifics of rural poverty and social hierarchies in Cambodia, disadvantages are intricate 

and variable. Pictures of progress and of national health and WASH standards may easily leave 

out some of the most marginalized members of the population. 

 

WATER, SANITATION, AND HYGIENE (WASH) 

 

 780 million people around the world are without an improved water source, and 2.5 

billion people do not have access to improved sanitation.58 About four million people in 
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Cambodia lack access to improved water supply, and about nine million Cambodians do not 

have sufficient access to improved sanitation.57 In WASH programming, the specific needs of 

disabled women may be overlooked due to poor communication between key actors within 

WASH and disability institutions, and a lack of specialized knowledge among WASH 

practitioners. 

 While global WASH is most often associated with urination and defecation, it is much 

broader in scope and it encompasses essential activities of daily living like bathing, cleaning, 

cooking, carrying water, and menstrual hygiene management (MHM).14, 21, 27 Adequate water and 

sanitation resources are of particular importance to women during menstruation. Approximately 

25% of the global population includes women and girls of menstruating age.20 Needs related to 

MHM are sometimes more complicated for disabled woman and girls, who may lack access to 

services or supplies due to increased poverty, lack of transportation, mobility, hearing, or vision 

impairments, and social isolation.28, 47 Globally, lack of safe water access has been linked to 

heightened social and psychological distress, negative health outcomes, and higher incidence of 

reproductive tract infections related to poor MHM.29, 41 In Southeast Asia, MHM is complicated 

by myths and misinformation, and for disabled women, by additional physical, social, and 

economic challenges. 

 Women with limited mobility in areas with restricted WASH access must crawl across 

dirty ground outside, or sit on dirty latrines to change sanitary pads or cloths, and there is a false 

belief that women with disabilities do not menstruate at all.20, 54  Good MHM is a function of 

WASH access, and programming efforts have focused increasingly on providing resources for 

girls in schools.2, 26, 39 The general lack of evidence relevant to disability and MHM in low and 

middle income communities has resulted in programming that excludes disabled women and 
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girls.20 Latrine pits that require standing and walking long distances are inaccessible for some 

disabled women, and efforts to relieve themselves or to bathe could mean increased risk of 

injury, indignity, and violence. 

 Absence of essential elements for the enhancement of privacy and security like doors and 

locks for WASH facilities is dangerous, given incidences of sexual harassment and assault. 

Absence of convenient disposal methods for MHM waste materials is cumbersome, contributing 

to unhygienic practices, unclean facilities, and increased stigma when women and girls must 

wear bloodstained clothing. Improper disposal of MHM materials has been implicated in 

environmental contamination, and in poorer community sanitation systems.24  

 The lack of education and diminished access to clean, safe MHM materials can have 

horrible consequences. In a remote village in Bangladesh, a girl named Shahana used a rag that 

she had washed and set out to dry underneath a tree. An insect had burrowed into the rag as it 

dried, and when Shahana reused it, the insect crawled into her vagina and entered her body, 

causing stomach pain. She died the following week. She was eleven years old.4  

 Broadly considered, MHM should apply not only to monthly menstruation but to 

extended bleeding associated with other events including childbirth, miscarriage, and abortion. 

Disability further complicates hygienic management and access to necessary healthcare across 

the life cycle. MHM and more general reproductive health topics should be thoroughly addressed 

within WASH and disability frameworks.  

 

REPRODUCTIVE HEALTH 

 

 In 1997, the Cambodian government legalized abortion to address high maternal 
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mortality rates associated with unsafe abortion, and to improve societal welfare. Abortion in 

Cambodia is now legal during the first twelve weeks of pregnancy.38 Despite progress that 

followed legalization of abortion, many Cambodians still lack access to in-patient services and 

accurate health information.37 Between 2000 and 2005, 28% of births in Cambodia were reported 

as unplanned.46 Fifty-six percent of married women reported using contraception, most 

commonly the pill.46 Male attitudes, and women’s perceptions of their husband’s attitudes, are 

implicated as significant factors in decisions about family planning. 

 For disabled women living in rural areas, limited social networks and decreased mobility 

may restrict autonomy in such a way that their access differs greatly from the general population. 

Disabled women have unequal access to healthcare, information, preventative methods, and 

overall “greater unmet health needs, particularly surrounding sexual and reproductive health.”15 

There is a lack of appropriate information and programming related to disability in national SRH 

strategy. The Cambodian Demographic and Health Survey provides the most current data on 

reproductive health trends, though as of 2015 data is not disaggregated by disability or gender.15 

 In a 2015 study of 33 adult Cambodian women with mobility, hearing, and vision 

impairments in rural areas, marriage rates among disabled informants (45%) fell below the 

national average of 68%. In a 2006 study of disability in Prey Veng, Province, Cambodia, 13 of 

39 disabled women (33%) had reported difficulties in marrying a person that they would 

choose.12 Only 11% of disabled men reported such difficulty.12 National fertility rates were lower 

for disabled women at 1.26, compared to the national average of 2.7 children per woman.15 

Disabled women expressed fears that they were unattractive to men, and their families worried 

that they might be abused or abandoned by male partners. Disabled men faced fewer barriers— 

they could approach potential spouses, while women, according to custom, were meant to wait 
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for men to approach them.  

 Disabled women in marriages were able to access affordable contraceptive resources 

much like their non-disabled peers. They were especially supported in seeking antenatal and 

postnatal care, reportedly for assurance that their children would be born without disability. 

Those living in poverty were least likely to experience childbirth at a health center. Cost of travel 

was a significant barrier, and informants worried that they could not ask others for assistance in 

seeking healthcare or arranging transportation.15 Women who had had abortions reported 

multiple abortions, and they experienced post-abortion complications that required costly visits 

to healthcare professionals. This suggests that counseling and resources are not routinely 

provided at health centers. Access to safe abortion outside of Phnom Penh is more limited. A 42-

year-old woman with a mobility impairment shared her experience with abortion: 

“I had three abortions after my four children were born... we are poor and lacked things... I am 
a disabled person... I am afraid I can’t feed my kids and if they are sick... it is so difficult and I 
pity my children [so I had an abortion].”15 

Her testimony reveals a lack of reproductive health education on contraceptive use following 

abortion. It also supports the faulty narrative in which disabled women are somehow lesser able 

to care for their families.  

 Another young woman spoke of coercion by a male partner who abandoned her, leaving 

her to support herself and a child on her own: 

“I said [to my partner] that I want an abortion... but he said ‘don’t do that to the baby... it is 
bad.’ And so I did not. It was an accident... I didn’t want [a baby].”15 

There is a lack of agency here, characteristic of androcentric society. That victimization can only 

be amplified by disability in a hierarchy that devalues disabled people. 
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 Women who are older, who have completed higher levels of education, who earn greater 

income and who reside in urban areas are more likely than their peers to use modern methods of 

contraception. Conversely, women who are poor, who live in rural areas, and who have little or 

no formal education are least likely to have an awareness of or access to birth control methods. 

Many disabled women fall into the latter category. Disabled men and women could name 

contraceptive technologies such as the pill, implants, intrauterine devices, condoms, and tubal 

ligation. They did not express extensive knowledge about how these types of contraception work 

to prevent pregnancy. One informant said: 

“Condoms spread AIDS and they are not so good and affect the ovaries.”15 

 Lack of education is highly problematic in rural areas. Disabled men and women living in 

rural areas (and their non-disabled peers) have reported learning about SRH from three sources: 

social networks, informational meetings organized by non-governmental organizations (NGOs), 

or visiting healthcare professionals. Most commonly, women report learning about reproductive 

health through networks of friends or family members. Young men and women may learn very 

little or nothing at all from their parents or in the school setting. Information may not be 

available in specialized formats for learners with vision or hearing impairments. Disabled people 

have expressed a belief that they do not need knowledge of sexual health because disability 

makes them less likely to pursue marriage, children, and families.15 A 35-year-old single woman 

with a mobility impairment explained:  

“I’m a disabled person... no one sees [is attracted to] me... they think that I can’t do much 
work... so nobody wants me and my appearance looks bad... they only want to marry pretty girls 
who are not disabled…”15 

This sense of unworthiness fosters diminished initiative in seeking SRH education. The stigma 
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attached to disability is overwhelming, and it manifests as tangible barriers to agency, 

community participation, and safe, dignified healthcare. 

 

OVERVIEW OF INTERVENTIONS 

 

 “In total, women spend around six to seven years of their lives menstruating. A key 
priority for women and girls is to have the necessary knowledge, facilities and cultural 
environment to manage menstruation hygienically, and with dignity. Yet the importance of 
menstrual hygiene management is mostly neglected by development practitioners within the 
WASH sector…”27 

 
Increased focus on MHM in the WASH context is relatively recent. Emerging programmatic 

instructions emphasize provision of private, hygienic disposal methods for sanitary pads, 

availability and affordability of sanitary pads, use of reusable sanitary pads, and inclusion of 

MHM education into curricula. Research emphasizes the gender-specific impact of maintaining 

clean and private WASH facilities.53 Practitioners have developed guidelines for promoting 

MHM resources in schools, addressing reproductive health, access to facilities, hygienic 

practices, and sexual violence.34 

 Recommendations focus on providing education that targets not only women and girls 

but men and boys. Men’s attitudes significantly influence women’s access to care.47 To address 

menstrual dysfunction and morbidity, researchers have suggested interventions aimed at training 

medical professionals in resource-limited settings to properly diagnose and treat associated 

infections, educating women about differentiating between normal menstrual function or a 

potentially dangerous condition, and ensuring that both women and men understand various 

aspects of menstrual and sexual health.17  
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 Broader WASH interventions have adopted a community-led total sanitation (CLTS) 

approach, in which practitioners focus on behavior change initiatives to eliminate open 

defecation. Southeast Asia is at the forefront of these efforts. Intervention science recognizes that 

mere infrastructural changes, such as the installation of more modern toilets, will be ineffective 

without educational, behavioral components and mechanisms to promote community ownership 

of improved sanitation. WaterAid Bangladesh recently orchestrated implementation of 

specialized female toilet facilities in public spaces. Toilets were one to two feet wider than 

traditional male toilets, constructed alongside a raised platform with facilities for washing and 

hang drying menstrual rags. These facilities encouraged discussion among local men and 

women, and led to modification of hygiene education and school sanitation programs.18  In 

Hasanpura, Faisalabad (Pakistan), WASH sector actors were able to increase toilet use from 50% 

to 100%, eliminating open defecation by integrating a gender-based awareness campaign, an 

interest-free loaning scheme, and infrastructural improvements developed with community 

leaders.4 Other CLTS interventions have been documented in Nepal, India, and Cambodia.33 

 There remains a dearth of knowledge regarding how best to address combined issues in 

gender, MHM, WASH, and disability. WASH interventions have focused upon improving access 

for disabled people mostly in terms of adaptive technologies. Recommendations have included a 

range of innovative, low-cost modifications to WASH facilities, along with assistive mobility 

devices for disabled people to use.48, 51, 52 It is understood that disabled women may encounter 

numerous additional barriers to access that cannot be solved with adaptive technologies alone, 

but those issues remain poorly addressed and disability is overlooked, or there is lack of 

meaningful collaboration across sectors. 

 



	 19 

CHAPTER III: METHODOLOGY 

 

DESIGN 

 

 The study took place in Kratie Province, Kampot Province, and Kampong Thom 

Province, Cambodia, in June and July of 2017. The project was approved through WaterAid, the 

Cambodian Ministry of Rural Development, and Emory University. It was qualitative in nature, 

with three key components: in-depth interviews, focus group discussions, and photographic 

narrative. Qualitative methods are exploratory; they emphasize the emic perspective, 

encouraging participants to serve as experts on their own lived experiences. They give us a depth 

of insight that quantitative methods cannot capture.32 That depth encapsulates complexity and 

nuance, allowing for new information to emerge without limiting the scope of responses. 

 The intersection of WASH, disability, and reproductive health is a very specific and 

neglected topic area. Qualitative methods provided an opportunity here to address knowledge 

gaps and to amplify the voices of people who are too often ignored. Each of the three qualitative 

methods in the study design allowed for a different aspect of data capture: 

 In-depth interviews (IDIs) may permit greater privacy and individual focus, with direct 

questioning that probes a person’s unique experience. In this study, IDIs gave way to the most 

developed rapport and to the most detailed responses, to the greatest funds of new knowledge. 

 Focus group discussions (FGDs), while less private, may foster more candidness, in that 
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questioning is directed towards a group— they require participants to reflect upon communal 

experience rather than personal experience. In this study, some perspective may have been lost 

during FGDs, with certain participants speaking more than others, with quieter voices lost. 

 Narrative photography is a participatory action-based research method, encouraging 

participants to reflect on their experiences in a visual, creative way. In research, photography 

allows participants to tell a story about their lives.56 In this study, photographs were taken by the 

researcher of locations or objects that the participant pointed out as relevant. Sometimes, pictures 

included the participants themselves, so that if they wished, they could be shown performing a 

WASH-related activity. The photographing inspired further conversation about the importance of 

what had been captured and related challenges. 

 

PARTICIPANTS AND RECRUITMENT 

 

  The researcher and WaterAid support staff networked with community leaders at an 

informational meeting of the Cambodian Rural Sanitation and Hygiene Improvement Program 

(CRSHIP) in Kampong Chhnang Province. Participating community leaders identified disabled 

women in their communities. Study sites were chosen after consultation with WASH sector 

collaborators within CRSHIP, and with local disability advocacy organization representatives 

who convened in Phnom Penh. Three sites were selected in provinces with the highest reported 

concentrations of disabled women: Kampot Province, Kratie Province, and Kampong Thom 

Province. Participants were approached by community leaders who informed them of their 
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eligibility to take part in a study of women with disabilities for WaterAid Cambodia. Those who 

expressed interest in participating were scheduled for interviews. 

 

Study Sites 

 

Figure 1 

 

 Twenty-five female study participants between the ages of eighteen and seventy were 

purposively sampled to capture a range of experiences relevant to gender, disability, and WASH 

in rural Cambodia. They were invited to participate based on presence of mild to severe mobility 

impairments such as (though not limited to) difficulty with walking or other activities of daily 
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living, impaired fine motor skills, impaired limb function, hearing impairments, and vision 

impairments. 

 

Disability Representation Among Participants (n = 25) 

 

Figure 2 

 

 The average participant age was 35, with a median age of 32.5. Most of the participants 

(64%) had a mobility impairment of some sort, ranging from mild to severe. Eight of them had 

vision impairments, ranging from impaired vision in one eye to total blindness. One focus group 

discussion participant reported a hearing impairment. No participants reported severe or total 

deafness. 

 Women with intellectual disabilities were not included in this study. Consideration of 

intellectual disability exceeded the given scope of resources, timeframe, and areas of focus. 

Disability and gender experience is diverse; the sample is not representative of all disabled 

women. 

Mobility Vision Hearing
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Age Distribution Among Participants (n = 25) 

 

Figure 2 

 

MEASURES 

 

 Interview tools were informed by disability research guidelines put forth by WHO and 

Handicap International. Guides took into account previous WASH, MHM, and disability 

research. Data was collected through qualitative methods including in-depth interviews (IDIs), 

focus group discussions (FGDs), and participatory action-based research methods (narrative 

photography). Narrative photography was used only in certain IDIs where participants agreed to 
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be photographed, sometimes while completing a task related to WASH, such as gathering water 

from a nearby pump. Some participants expressed wishes to be photographed, while others 

allowed for photographs to be taken of their WASH facilities while they described challenges. 

 FGDs and IDIs were written in English and translated into the local language (Khmer). A 

Cambodian research assistant conducted all of the interviews in Khmer. Prior to conducting 

interviews, she received training from the researcher and study tools were discussed. The 

research assistant had substantive professional background in interviewing and MHM research. 

All FGDs and IDIs were documented with a digital recorder, with permission from participants. 

Interviews and notes were discussed at the end of each day during which data collection had 

occurred. Recordings were transcribed by the research assistant and translated into English. The 

researcher and research assistant worked together to ensure clear and accurate data collection. 

 

DATA COLLECTION 

 

 The researcher and research assistant conducted all interviews. All interviews were 

recorded. Prior to each interview, the translator read informed consent documents aloud to 

participants. Participants were given an additional copy of informed consent documentation. 

After reading of consent forms, participants provided handwritten signatures. If they were unable 

to write, a witness would sign for them, with verbal consent from the participant. Participants 

were informed that all aspects of the interview, including any questioning and collection of 

narrative photography data, were entirely voluntary. They were informed that they could 

withdraw their participation at any point. Time was given for questioning. To preserve privacy, 
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numeric identifiers were used for each recording and interview transcript instead of full names.  

 An interview guide was used for all IDIs and FGDs. They were approximately 35 to 50 

minutes in length. For each IDI, the research assistant translated responses following every 

response, so that the researcher could pose follow-up questions and seek elaboration or 

clarification when necessary. During FGDs, participant responses were not translated for the 

researcher, so as not to interrupt conversation flow. The researcher and research assistant 

discussed sessions in detail after their conclusion. 

 The research assistant transcribed audio recordings in Khmer, and translated them from 

Khmer to English within two weeks of data collection. The researcher uploaded all transcripts 

into MaxQDA 11.2.5 for coding and analysis. Information was appropriately de-identified in 

transcripts, and a numeric identifier linked recordings to transcripts.  

 

DATA ANALYSIS 

 

 Transcripts were reviewed when data collection was complete. Following thorough 

discussion of transcripts with the research assistant and a colleague at WaterAid Cambodia, free 

coding was used to address themes that emerged from the data. Relevant codes were identified 

and defined. A codebook was written, and passages were coded with reference to the codebook. 

The researcher and colleague at WaterAid Cambodia assessed categories and reviewed data to 

ensure agreement and inter-coder reliability. 
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CHAPTER IV: RESULTS 

 

 For the most part, findings could be organized into three broad and distinct categories. 

These categories reflect a focus on barriers that disabled women encountered regarding WASH 

and MHM access. They encountered (1) environmental/physical barriers, (2) economic/financial 

barriers, and (3) social barriers. Other qualitative findings showed the absence of barriers, or 

positive deviance, in which a select few participants seemed to manage well where other 

participants struggled. The results provide a meaningful capture of relevant challenges, with 

insights about how some of those challenges might be addressed. 

 

AGGREGATE DATA 

 

Environmental/Physical Barriers 

 

 Several participants discussed distance from a water source as a recurring barrier to 

access to water for sanitation and hygiene purposes. They spoke about difficulty walking, about 

obstacles in walking long distances while carrying heavy objects. Some struggled to transport 

water from the source to their homes. 



	 27 

“I feel pain when I carry water for a bath. The water is far from home.” (IDI) 

It was common for participants to mention experiencing pain and physical discomfort associated 

with tasks related to WASH. 

“[It is] hard to carry water for washing clothes and bathing because I can fall on the ground.” 

(IDI) 

 There was significant mention of difficulty with uneven terrain and with stairs leading to 

participants’ homes, especially following periods of heavy rain. Participants spoke of difficulty 

with squat toilets and latrines. Many women with mobility impairments noted pain in their lower 

extremities while bathing or using the toilet. A fifth of study participants did not have access to a 

toilet, and relied on open defecation. Those who used basic outdoor latrine pit facilities and open 

defecation areas expressed fears about exposure to poisonous plants, animals, and insects, 

especially snakes and scorpions. One participant with total blindness shared that when she wiped 

herself with leaves after defecation, she could be bitten by snakes and scorpions. 

“I defecate at night… I can’t see and I hit the wood or am cut by the thorn.” (IDI) 

Another said: “I feel scared of being bitten by a snake or scorpion.” (IDI) 

 Women noted inadequacy of water sources, commenting on contamination by insects and 

bacteria. They expressed wishes for water filters or for funding to purchase clean water. The 

consequences of contaminated water were widely understood as undesirable and dangerous to 

personal health, particularly during menstruation. 

“When I have menstruation, I need warm water for a bath. But I don’t have [it] and I access the 
pond, which is not really clean.” (IDI) 
 
 Lack of privacy and security was a common cause for concern. Many participants 

expressed that they were unhappy with their toilet facilities because they did not have a door. 

(Those satisfied with bathroom facilities noted that they had access to a door that could be 
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locked.) Women who had to bathe in open areas spoke of shyness, embarrassment, and anxiety 

surrounding the potential for public exposure. Women with vision impairments shared concerns 

about being unable to see who might be watching them while they were bathing or relieving 

themselves. They were fearful of potential predators. Two participants spoke of sexual assault 

incidences within their communities, and of avoidance of bathing for fear of attack. 

“I am afraid of being raped. There was a rape case that happened last year.” (IDI) 

Those with more severe impairments, particularly vision impairments, expressed the greatest 

anxieties with regards to neglect, isolation, and exposure to gender-based violence. 

 

Economic/Financial Barriers 

 

 Several study participants discussed economic hardship. Some were able to connect that 

hardship directly to discrimination in the workplace and lack of employment opportunities for 

disabled workers. 

“Women with disabilities don’t work, so they are not able to return the cash if they borrow 
money from other people.” (FGD) 
 
Without opportunity to generate income they cannot access loans, and they may feel caught in a 

continuous cycle. 

 “…When [disabled people] do not have enough food to eat and they can’t work, they are 
helpless.” (FGD) 
 
Some respondents did not have enough money for basic necessities like food, water, and 

materials for MHM. 

“I do not have enough money to buy hygiene materials.” (IDI) 
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“I have no soap and I smell bad. I have no cash to buy [it].” (IDI) 

“I don’t have enough water to use because I have no cash.” (IDI) 

 Women with greater financial resources and familial support were able enlist friends or 

family members, or to hire others in the community to help them carry water. Those without 

were forced to carry water themselves, regardless of severity of impairment. They were more 

vulnerable to injury, pain, and exacerbation of disability. One participant with total blindness and 

no means for purchasing sanitary pads struggled to remove bloodstains from clothing. She 

expressed worry about how she might be perceived in public, as a blind woman with bloodstains 

on her clothing. The financial insecurity that underpins an inability to afford sanitary pads has 

grave social consequences, and it may encourage a false belief that disabled women cannot 

properly care for themselves. 

 

Social Barriers 

 

 Participants spoke about menstruation in a way that suggested presence of 

misinformation in rural communities. They recalled that at the time of their first menstruation, 

they had not known to expect it. Some of them remembered being fearful, until a trusted adult 

told them that what they were experiencing was normal. There was repeated mention of the 

belief that use of sanitary pads would impede menstruation and the natural flow of menstrual 

blood. One participant shared that a healthcare provider had advised her not to use sanitary pads, 

because they might block blood flow. 

“I never use pads because it can stop my menstruation.” (IDI) 
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These participants— along with those who could not afford sanitary pads— preferred to wear 

multiple layers of clothing during menstruation. When the blood had soaked through, they would 

change their clothing. (If they had a severe vision impairment, they struggled to discern when 

bloodstains were noticeable.) 

 Participants spoke of pervasive discrimination, of non-disabled community members 

expressing negative attitudes about disability. They believed that disabled women could not 

make money, that they could not contribute adequately to the community or properly care for 

themselves, that they could not work as well as their able-bodied peers. That negative 

stereotyping allowed community members and potential employers to exclude disabled women. 

“The factory does not accept [disabled workers].” (IDI) 

“People discriminate at the [community] meetings, and women with disabilities are not invited.” 

(IDI) 

 Many women were unable to find work, making them more dependent on others and 

reinforcing the harmful trope that disabled women cannot contribute or care for themselves. 

They were not invited to organized gatherings, leaving them excluded from community 

education and allowing for others to speculate about their lack of involvement. This exclusion 

furthers isolation, which in turn makes way for abuse, neglect, and violence. One young woman 

cried as she spoke of bullies in her community: 

Most people in the community look down on me by saying that I don’t walk correctly and calling 
me ‘paralyzed woman’. I feel sad… I don’t want them to call me that... I want them to treat me as 
normal.” (IDI) 
 
Another informant said simply: “I am afraid of other people’s abuse.” (IDI) 

Physical, sexual, and psychological abuse may penetrate intimate family structures, and women 

will find themselves without community support and without relief from abuse at home. 
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“[It is] difficult to live when my family does not care. They don’t love me. No member of my 
family wants to live with me.” (IDI) 
 

For participants without a supportive family network, access to WASH and healthcare resources 

becomes especially precarious. Considering the broader scope of MHM, participants were 

questioned about how they might manage extended bleeding after childbirth, miscarriage, and 

abortion. Many of the women said that they did not know how extended bleeding could be 

managed. One woman said that her friend had had an abortion at a health center, and that she had 

appeared well afterwards. Another woman spoke of related mortality: 

 
“When women are bleeding, they go to the health center, and some women are bleeding to 
death.” (IDI) 
 

Given the relative isolation and discrimination that disabled women may experience, any 

complications that arise related to menstrual hygiene and extended bleeding take on even greater 

significance. Exclusion or abandonment makes it very difficult for women to seek assistance, 

and they may be forced to manage complications on their own. 

 

Positive Deviance 

 

 Some participants had found coping strategies, or they noted few or no difficulties with 

access to WASH. They had impairments that were more minor in nature, such as loss of vision in 

only one eye rather than total blindness. All participants who reported active participation in 

their communities and good access to WASH facilities had family members who shared in 

financial responsibilities and who provided social support. A few participants had their entire 
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extended families offer to keep them company during interviews. One of those women, with 

several of her sisters present, said: 

“I can go to work at the health center and do housework. I feel proud of doing many things.” 
(IDI) 
 
 Others connected improved WASH access to modifications built uniquely for them.  

“Before I didn’t have a toilet or bathroom. It was difficult for [urination] and bathing. It is more 
convenient after my father built a toilet.” (IDI) 
 
Such findings point to improved infrastructure underpinning equal access to WASH. Women 

who used adapted facilities could manage hygiene needs in safer and more efficient ways. 

Women with more minor impairments also faced lesser social discrimination, had greater access 

to employment, better income, and improved access to WASH overall. 

 Another participant spoke of improved social circumstances: 

“People discriminated more in the past, and it is better now because they understand.” (IDI) 

She was in her late forties and without children, living with her family after a divorce. She had a 

mobility impairment exacerbated by the effects of aging and the strain of performing heavy 

labor. She was able to ride her bike and carry water, but she struggled to use her family’s water 

pump, and she felt pain when she carried water. She explained that as she spent more time with 

her family, they developed a better understanding of her disability and came to care for her more. 

 

CASE STUDIES 

 

 While it is useful to examine themes in a disaggregated dataset, the narratives are most 

compelling when we consider them individually. The following two case studies could not offer 

more disparate pictures of gender, disability, and WASH issues in rural Cambodia. Participant 1 
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has every disadvantage: total blindness as a result of traumatic injury (severe disability), chronic 

illness and poor general health, lack of financial resources, lack of familial support, exposure to 

family violence and community abuse, and lack of accessible WASH infrastructure. Participant 

2 has every advantage: comparatively mild disability, good health and independence, greater 

economic privilege, familial support, reliable income, and secure, adapted WASH infrastructure 

with access to a toilet and an enclosed bath. Their stories show how widely these factors may 

vary for different women, and how greatly each factor might alter a person’s experience. 

 

Participant 1 

 

 A woman in her early thirties sits beside her father across a long, raised slab in the corner 

of a darkened room. She appears years older than her given age. Outside there is a cow with a 

protruding, bony frame. The woman coughs continuously, sometimes halting conversation to 

allow for intermittent coughing fits. Her father shares her cough. Her sister coughs too, she says, 

and she is “very skinny,” but still working to make income for the family. “I can’t see for more 

than ten years,” she says. She was eighteen or nineteen when it happened. While clearing grass 

near the Thai border, she was blinded by a landmine explosion. 

 Now, each day while her sister goes to work in the field, she carries water from the well, 

cooks, washes dishes, cuts wood, and cares for her father and her sister’s two children— one boy 

and one girl. She feels pain in her arms and shoulders when she carries water. She says that 

walking and carrying water is difficult without sight. It makes her feel tired. She worries about 
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contamination of the water. 

 She bathes in an open area, and she wonders about who might see her. She asks her sister 

to accompany her when she bathes at night. She is afraid of being raped. She talks about a recent 

rape case. The rapist ran away and was never arrested.  

 She does not have access to a toilet. She fears exposure to poisonous insects while 

defecating. Her brother has found a scorpion on her after open defecation, and her sister found a 

centipede inside of her shirt. Without her siblings there to warn her, she has been bitten by 

snakes and scorpions. 

“When I defecate at the fence, I pick up the leaves to clean and the bees on the leaves bite me.” 

She was once visited by members of an organization who offered to build her a toilet for sixty-

five dollars. She doesn’t remember what the organization was called, but she didn’t have the 

money, and they did not build her a toilet. 

 Community members “look down on” her. They have even stolen her chickens. She did 

not report them because she is “poor and weak,” and she was afraid that they might retaliate. At 

home, she helps her sister when her husband beats her and for this, she says, he does not like her.  

“My brother-in-law scolds me and calls me ‘blind woman’. When he becomes drunk, he takes 
clothes off… Most of the time, he is drunk and becomes violent.”  
   

 She coughs, and complains of chest pain. When she menstruates she uses disposable 

pads, and buries them in plastic bags underground. She only menstruates once per year, and she 

thinks it’s because she is sick. She has not visited a doctor. “I want to go to the health center,” 

she says, “but no people can take me... I can’t ride the bike because I can’t see.” 
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Participant 2 

 

 In her late twenties and undeniably lively, she goes by motorbike from a community 

gathering to her home on a weekday morning. When she arrives, she is greeted by a swarm of 

puppies in her backyard. She has taken on a leadership role in a women’s forum, she helps her 

sister at a local coffee shop, and she works with children in the community. 

 Her father hired construction workers to build her a separate, low-to-the-ground bathing 

facility, and she collects water from “a big basin designed with a low tap.” She has a congenital 

mobility impairment that manifests with a noticeably shortened stature. Disability does not make 

things more difficult, she says, because “I am not paralyzed.” She feels safe when she uses the 

bathroom— there is a door that she can lock. She uses disposable pads when she menstruates, 

and she burns the used pads with other waste materials. Her father distributes and sells clean 

water in the community. She is knowledgeable about the importance of clean water and the 

potential effects of contaminated water on health. She acknowledges that others in her 

community and particularly other disabled women may have more difficulty with water access. 

 She says that her neighbor “doesn’t like disabilities,” and that they don’t have a 

relationship. Her family treats her normally because she is able to work, and she doesn’t depend 

on them.  

 “We are one family,” she says. 
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CHAPTER V: DISCUSSION 

 

 Study findings were consistent with background literature, most notably with regards to 

disability stigma, discrimination, and gender-based violence. In a comprehensive report entitled 

Hidden Sisters (on disabled women and girls in the Asian and Pacific Region), researchers had 

found that “disabled women face discrimination from birth,” and that girls born disabled were 

sometimes left to die.45 Those who lived into adulthood received less attention and resources, and 

they had limited access to healthcare. They were more likely to be excluded from marriage and 

employment, to be perceived as burdensome to their families and communities. Throughout this 

study, participants offered tangible portrayals of disability-related discrimination, othering, and 

abuse. One study participant said that no one in her family wanted to live with her, that she was 

alone. Their experiences reinforced conclusions from the literature on gender and disability 

trends globally and in Cambodia. 

 Previous exploration of GBV related to WASH activities (both for disabled and non-

disabled women) has suggested a sense of fear, shame, and secrecy surrounding violent 

incidences. In a 2009 survey on violence against women in Cambodia, 66% reported feelings of 

fear and anxiety associated with GBV.8 In this study, participants exposed to violence expressed 

fear of “other people’s abuse” and fear of “being raped.” Some of the study participants shared 

that they were afraid to bathe. One of them spoke about a woman she had known leaving the 

community after she was raped. Despite relevance to WASH and disability, GBV has been 

consistently left out of discussions about disability issues, as leaders in disabled people’s 

organizations are typically male and women’s voices are lesser emphasized.8 
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 Research on access and adaptive technologies reflects concerns that study participants 

shared.52, 55 Many of them made independent requests for infrastructural modifications that had 

been previously outlined in guides, such as modified sitting toilets. Participants with mobility 

impairments had widely noted difficulty in standing while relieving themselves. Similar 

challenges had been described in literature on WASH access in Cambodia and Malawi.28, 54 A 

WaterAid study on WASH access in rural Papua New Guinea found that both men and women 

expressed difficulties with traveling long distances to water sources and with traveling across 

steep terrain. Findings had also indicated that disabled women experienced greater difficulties 

due to negative social attitudes and prevalence of GBV.50 Such findings seem commensurate 

with those expressed in this study, with women discussing tangible physical/environmental 

barriers, complicated by pervasive discrimination or exposure to violence. 

 Women who had to defecate in open areas expressed similar discomfort and fear of 

assault in Kampala, Uganda, as they did in Kampot and Kampong Thom, Cambodia.24 Open 

defecation is a persistent problem in Cambodia,51 and five of the study participants (20%) did not 

have access to a toilet within their homes. When they needed the toilet, they said, they went “to 

the bush.” Other psychosocial stressors indicated in the global literature and found in this study 

data include poor health outcomes, concerns about privacy, and concerns about cleanliness.35 

 Findings reinforced literature on lack of relevant education and resources.17 Some of the 

participants expressed that they had not known to expect menstruation before it began, and that 

they believed use of pads would block menstruation. A great deal of the literature surrounding 

WASH and MHM focuses on girls in schools, and this study was limited to an adult population. 

It did not yield enough information about trends in extended bleeding, abortion care, or broader 

reproductive health topics to make meaningful comparisons to the literature. Literature specific 
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to WASH, SRH, and disability is scant. A lot of research has dealt with these issues in 

isolation— in terms of WASH and poverty, gender and MHM, disability, and more recently, 

disability and gender, or disability and WASH. This study shows us that these issues do not exist 

in isolation— gender, poverty, WASH, MHM, and reproductive health are interconnected. As 

research and program implementation efforts progress, perhaps the literature will better reflect 

that interconnectedness. 

 

OPPORTUNITIES AND RECOMMENDATIONS 

 

 Participants had their own suggestions about ways to improve WASH access. 

Opportunities and recommendations address potential solutions to environmental/physical 

barriers, economic/financial barriers, and social barriers. They are based on participant 

suggestions, incidences of positive deviance, and success of previous interventions in the region. 

 

ENVIRONMENTAL/PHYSICAL OPPORTUNITIES 

 

 Participants had especially specific requests regarding infrastructural enhancements and 

changes to the built environment. They most commonly expressed wishes for the following:  

• Accessible and secure toilet and bathing facilities 

• Doors that could be closed and locked for bathroom facilities  
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• Sitting toilets instead of squat toilets, to alleviate pain associated with urinating in an 

upright, standing position  

• Pump machines that would be easy to operate for transporting water  

• Filters to ensure that their water was clean 

• Enclosed spaces for bathing and defecating   

• Privacy from those who might pass by  

• To avoid potential predators while bathing, urinating, or defecating  

• To go to the bathroom without risking falls or injury 

• To collect water without risking falls or injury 

• To be safe and secure 

 

 Models of adaptive equipment and facilities that might serve these wishes effectively 

have been designed and tested in rural areas.37 Useful tools for increased privacy may include:  

• Attachment of curtains to bathroom and bathing facilities 

• Secure rooftop coverings for bathroom and bathing facilities  

• Swinging doors that can be locked with a hook design 

 

 Modifications for improved access might include:  

• Hand walkers and rubber knee pads for women who have to crawl across dirty ground 

• Handrails to prevent slipping on staircases 

• Handrails surrounding latrine pits or squat toilets 

• Accessible pathways with low rope for those with vision impairments 

• Smooth, wide pathways for those with mobility impairments 
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• Signs pointing towards facilities with raised symbols for those with vision impairments 

• Ramps with low slope gradients 

• Construction of slip-resistant surfaces 

• Widened entryways and increased space inside of toilet and bathing facilities for those 

who use wheelchairs or walkers 

• Portable commode seats or fixed seat pans made from cement or other sturdy materials 

• Moveable seats to be placed over latrine pits for those who have difficulty standing 

• Placement of seats or stools near pump machines, to allow sitting during water collection 

• Lengthened handles with grips attached to pump machines, to simplify water collection 

• Modified water containers that can be pushed or pulled, rather than carried 

 

 Modifications could be implemented with basic equipment at low costs. Implementation 

should involve extensive input from disabled women. Appointed community representatives 

with a desire for leadership experience should work closely with WASH sector actors to ensure 

that improvements to the physical environment are maintained and serving intended purposes. 

 
 

ECONOMIC/FINANCIAL OPPORTUNITIES 

 

 The majority of study participants were economically disadvantaged, and noted financial 

constraints as key barriers to procurement of adequate food supplies, clean water, or secure and 

accessible toilet facilities. They worried that because they were disabled, other people might 

think of them as unable to work. Many wanted jobs, to support themselves and their families. 
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 Establishment of income generating activities (IGAs) could significantly improve 

financial circumstances. IGAs led by women and staffed by women could be especially 

powerful, eliminate dependence, and encourage female leadership. IGAs could address gaps in 

material needs for MHM— disabled women could be recruited to produce reusable sanitary 

pads. They could work at various levels of production, including management and oversight, 

accounting, sewing, and packaging of the reusable pads and underwear. To develop and oversee 

successful IGA groups in rural communities, representatives including disabled women and 

WASH/MHM experts should collaborate throughout the various stages of planning and 

implementation. Additional market research should be done on the feasibility of producing and 

distributing different types of reusable sanitary pads. The active involvement of women in 

WASH projects across communities has been shown to decrease corruption, heighten 

transparency in program management and oversight of financial resources, and encourage other 

women within their social spheres. The presence of women in leadership has a pronounced 

reach, helping to ensure that women and girls have access to the resources that they need.27 

Ensuring that disabled women have the opportunity to assume leadership roles should improve 

economic outcomes. 

 

SOCIAL OPPORTUNITIES 

 

 Many women expressed feeling misunderstood or neglected. Of 25 respondents, only one 

indicated that she had been to a gathering intended for WASH education. All of them expressed 

that given the opportunity, they would be interested in an informative workshop. 
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“I would like to have [a] program for health maintenance. I request [an] organization to train 
women with disabilities about water, sanitation, and hygiene.” (IDI) 
 
Collaboration between the WASH and disability sectors is necessary to organize community-

wide initiatives addressing stigma. As programming develops, outcomes that are meaningful to 

disabled women should be carefully documented for scaling up of initiatives. 

 

Key Recommendations 

 

Figure 4 
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 Educational programming should cover individual rights, inclusive WASH and MHM 

methods and tools, and resources for managing physical, sexual, or psychological trauma. That 

similar programming be tailored towards families of disabled women is essential; family 

members are often an individual’s strongest source of support, and when in ignorance or 

frustration they neglect disabled women among them, the results can be devastating. 

Programming should engage family members with personal narratives, and offer tangible 

information about how they might provide assistance (depending on nature of impairments).  

 General programming and educational workshops should be made available at the 

community level, with additional materials targeted towards employers and business owners who 

might hire women with disabilities. A curriculum should be designed with input from disabled 

women, and consultants in the WASH and disability sectors. Those involved in programming 

and implementation should receive training regarding the most sensitive issues facing members 

of communities in which they may be working— social discrimination, bullying, abuse, neglect, 

coercion, and all forms of physical and sexual violence. 

 Researchers should focus on the ways in which multiple social factors intersect. Broadly, 

they may continue to explore disability, gender, geography, class, and health issues in Cambodia. 

More targeted subtopics may include differences in experience and access within the disability 

community, based on nature and severity of impairments. This study was unable to specifically 

address challenges associated with deafness or profound hearing loss. One young woman with 

total deafness was recruited for the study, but she was unable to participate because she had no 

system of communicating with others or of providing informed consent. Future projects might 

consider communication difficulties that are particular to deafness in remote areas where deaf 

individuals may not have extensive educational opportunities. Research might compare access to 
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reproductive healthcare among disabled and non-disabled women in rural versus urban settings. 

This study focused on the adult population— researchers might explore disability and WASH 

access for girls and adolescents who are approaching puberty, or who have not yet begun to 

menstruate. Such research could inform earlier intervention efforts to educate women and girls, 

to foster confidence, and to equip them with self-advocacy tools so that should they encounter 

bullying, abuse, or violence later in life, they may know that resources are available. 

 

LIMITATIONS 

 

 The age range of study participants in the sample was far broader than the intended range 

of eighteen to forty. One participant did not know her age. Another participant was seventy years 

old and post-menopausal. Practices described by older women may not be relevant to some of 

the younger women in the sample. All of the women had experienced menstruation, and were 

able to reflect on their memories of it. 

 Timeframes for data collection were brief, and the scope of disability represented in this 

sample is somewhat narrow. Most participants reported disabilities including partial vision loss, 

mild mobility impairments, disabling limb pain, or limited functioning of one hand or foot. 

Comparatively few participants reported total blindness, or severe difficulty with ambulation. 

Though one FGD participant noted a hearing impairment, the two FGDs conducted tended to 

favor the voices of a more active few over others who remained fairly quiet. No new insights 

were gained regarding the effects of hearing impairments. Participation from those with milder 
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impairments did allow for meaningful comparison to those with more severe impairments. 

Participants with severe impairments shared detailed accounts of the challenges they faced. 

 Translation by the research assistant was thorough, though given the language barrier it is 

possible that some information and certain nuances in expression were lost as questions were 

translated from English to Khmer, and responses were translated from Khmer to English. For 

FGDs, opportunities for probing were lost as the research assistant did not translate responses for 

the researcher during discussion. For IDIs, each response was translated during interviews, 

allowing for more accurate probing, and minimizing the potential for loss of information. There 

was a possibility for researcher bias, addressed with reflexivity and use of purposefully open-

ended questioning.  

 

IMPLICATIONS 

 

 Despite its limitations, this study provided incredibly rich data with compelling verbal 

and narrative photography components. From it, distinct themes emerged surrounding water, 

sanitation, hygiene, and reproductive health access barriers relevant to disabled women in rural 

Cambodia. Findings were consistent with literature that explores associated issues in Cambodia 

and globally. Moving beyond summary and analysis of the issues, the qualitative methodology 

allowed for generation of widely applicable recommendations and opportunities, many of them 

suggested by the participants themselves. 

 “Pay attention to women with disabilities,” said one participant during a focus group 

discussion that involved five women with a range of mobility and vision impairments. 
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Throughout, participants returned to the notion that family members and community members 

did not pay attention to them. They were not treated well, they were not hired to work, they were 

neglected, abused, or abandoned. This sense of otherness affected access to healthcare, access to 

basic resources including food and water, MHM, and difficulty with WASH-related activities. 

Their insights reflect the entrenched stigma that is associated with disability in Cambodia as it is 

in the United States, in historical and contemporary settings. Some of the potential consequences 

are certainly different in rural Cambodia than they are in urban America, but the pervasiveness is 

ubiquitous. It makes the social barriers more difficult to resolve. 

 The environmental and physical barriers to access were the most concrete, the most 

straightforward. These can be addressed with adaptive technologies. Economic and financial 

barriers to healthcare, to transportation, to free movement within communities— these may be a 

bit less straightforward, more tied into hierarchical structuring of society— but they can still be 

addressed with innovative business plans, with well-managed income-generating activities. More 

widespread use of adaptive technologies may help to address social stigma. If disabled women 

are better able to access basic resources and to enjoy greater mobility, to seek healthcare when 

they need it without relying on others who might resent them, their participation in community 

and family life may only increase. Presence of IGAs and improved economic status, too, may 

help to address social stigma. Working disabled women would have an opportunity to disprove 

the myth that being disabled disqualifies them from employment. 

 Direct and effective addressing of the social barriers is more difficult. It will require 

devoted education and advocacy efforts where disability is consistently ignored. In a sense, 

popular public health practice permits that ignorance. It often favors a population-based 

approach in which we invest limited resources into efforts that might help the greatest number of 
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people, sacrificing minorities. Perhaps a one-hundred-million-dollar grant could solidify curative 

research for Friedreich’s ataxia, a life-shortening and degenerative neuromuscular disease that 

affects roughly 15,000 children and adults in the world— or it could go towards preventing 

malaria, which affects over one million people each year.6, 60 Similarly, it is less costly and less 

time-consuming to develop WASH infrastructure that might improve the lives of most, while 

neglecting disabled women. Attempting to aid many while relegating a minority to a lesser 

status, to neglect or death should be an acceptable solution to no one. To willfully admit 

sacrifices like these is unthinkable, but it is done, widely by lack of ingenuity, by failure to seek 

efficient, inclusive solutions. Rare disease and disability are both major public health issues— no 

single course at the Rollins School of Public Health at Emory University is dedicated to them. 

 Every thread of this research on issues in gender and disability— poverty, violence, 

WASH, MHM, and reproductive health— is impacted by social stigma. It persists because we let 

it persist. Researchers should consider the ways in which these underlying social factors affect so 

many different systems at once. As research yields recommendations and implications for future 

programming, practitioners should prioritize efforts to include everyone, to seek out those who 

are left out of global conversations, national data summaries, and local community gatherings. 

The most important step, the first and the continuous step, is a centering of the narratives of 

those who are marginalized. It is, as our FGD participant says, to pay attention to women with 

disabilities.  
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APPENDIX I: NARRATIVE PHOTOGRAPHY COMPONENTS 
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In the absence of a friend or family member, a smooth pathway with low rope extending from 
the home to WASH facilities, or use of a cane may be beneficial for those with vision 

impairments. 
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This woman stands at the entryway to her bathroom. Ensuring privacy and security may be as 
straightforward as building wooden enclosures, and doors that can be locked with simple hooks. 

 

 

This well is a water source. There are feces on the ground beside it. 
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Cows congregate near a participant’s home and water source. 

 

 

This participant demonstrates how she collects water from the pump. Pumps can be made more 
accessible with simple modifications; handles can be lengthened to increase leverage power, and 

grips can be reinforced with low-cost materials. Chairs or stools can be placed near pumps, to 
eliminate the strain involved in standing while pumping water. 



	 56 

 

A participant shows the outside of her home. The stairs are especially slippery when it rains. 
Difficulties associated with stairs could be diminished by use of ramps with low slope gradients, 

or with the addition of sturdy wooden handrails where construction of ramps is less feasible. 

 

 

To collect water from the well, a participant with total blindness holds onto the clothing line for 
guidance. Rope systems can help people with vision or mobility impairments move safely from 

their homes to WASH facilities. 
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This participant demonstrates how she carries water from the pond. Modified water containers 
with sturdier handles, or containers that can be pushed or pulled rather than carried may be 

helpful for those with mobility impairments. 

 

 

Pictured is a specially constructed low-to-the-ground toilet and bath, modified for a participant’s 
private use. Modifications like these may be most helpful in cases of mobility impairments 

associated with shortened stature or restricted use of the lower extremities. 



	 58 

 

This participant has total blindness. She stands outside of a latrine pit. Behind her, there is a large 
opening for defecating. Handrails placed on either side of the opening and moveable seat covers 

could be helpful to women with mobility or vision impairments. 

 

 

One of the participants uses this pond for bathing. 
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This participant demonstrates how she uses her sewing machine. IGAs could include sewing, and 
provide meaningful economic opportunity. 

 

 

A young woman with total blindness leans against the well where she collects water. 
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Pictured here is a participant’s supportive family. The participant is hidden from the frame. 
Disabled women often lack representation and visibility in local and global settings. 

 

This photograph was a winning submission in the 2017 Emory Global Health Institute 
Photography Contest. The accompanying caption reads: 

Sisters (Cambodia) 

Women gather together to support a disabled sister as she discusses practices in water, sanitation, 
and menstrual hygiene management in a rural part of Cambodia. It is estimated that 4.7% of 
Cambodia’s population lives with disability, most commonly involving impairments of mobility 
or vision. Caused by illness and disease, congenital conditions, accidental injury, and in rarer 
cases by landmine explosion, disability can render a person uniquely susceptible to economic 
hardship, environmental obstacles, and social discrimination. A higher percentage of Cambodian 
women with disabilities reside in rural areas. They may encounter additional barriers related to 
water, sanitation, and hygiene access. In considering global health research and program 
implementation, their narratives are essential to inclusive progress. The dictum “nothing about us 
without us” is always relevant. 
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APPENDIX II: DOCUMENTATION OF PROJECT APPROVAL 

Letter from the Cambodian Ministry of Rural Development: 
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Letter from the Emory IRB: 
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APPENDIX III: IN-DEPTH INTERVIEW GUIDE  

 
 

Addressing Water, Sanitation, and Menstrual Hygiene Management Access Barriers  
Encountered by Khmer Women with Disabilities 

 
Materials for IDIs: 

• Consent Forms 
• Question Guide for Interviewer 
• Digital Recording Device 
• Charger for Recording Device 
• Digital Camera 
• Charger for Digital Camera 
• Notebook 
• Refreshments 

 
IN-DEPTH INTERVIEW GUIDE  

 
Name of  
Interviewer: 

 Name of Research 
Assistant: 

 

Date (DD/MM/YY): 
 

 

Start Time:  
 

End Time:  

 
Age of Participant: 
 

 
 

Research Site:  

Has written/verbal informed consent been obtained?  YES / NO 
 
 
Why has this person been selected for an interview? 
 
 
 

 
The facilitator will turn on the recorder and clearly state the date, time, location, and facilitator’s 
name. 
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Introduction: 
 
 
Interviewer: Thank you for talking with me today. My name is [name of facilitator]. I 
am working with WaterAid to conduct a study among community members in [name 
of province]. The purpose of this study is to find out about some of the challenges that 
women with disabilities encounter regarding access to water and sanitation for 
menstrual hygiene management and other activities of daily living.  
 
This interview is part of the study. We are interested in learning from you about what 
women with disabilities experience in their daily lives, specifically concerning access 
to water, activities for which water is necessary, use of toilet and bathing facilities, and 
menstrual hygiene management. WaterAid Cambodia will use the results of this study 
to inform future efforts for improvement of water, sanitation, and hygiene conditions 
for women with disabilities, and to develop inclusive, accessible programs. 
 
The interview should take about 1 hour. We will ask you some questions, and take notes 
to record your ideas. We will record the interview using a voice recorder. Once we have 
written down the recorded interview, the recording will be destroyed.  
 
Please remember that everything you say will remain private and confidential. You do 
not have to answer any questions that you do not wish to. We will not record your name 
on any of the notes. I would like to encourage you to share your ideas, as everything 
you have to say is very important. There are no right or wrong answers, so you should 
feel free to express yourself fully.  
 
Do you have any questions? May we begin now? 

 
 
IDI Guide: 
 
Opening Questions: 

1. How many people do you live with? 
a. Probe: Who is in your household? 

 
2. How would you describe your typical day? 

 
3. Does disability affect your activities? 

a. Probe: How? 
 
Water Access: 

4. How do you access water?  
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5. Does disability affect your access to water? 
a. Probe: How? 

 
6. Are you able to access all of the water that you need? 

a. Probe: Do you have the same access to water as other members of your family? 
 

7. What barriers affect your access to water? 
a. Probe: What barriers affect your access to water most? 

 
Sanitation Access: 

8. Does your household have a toilet? 
a. Probe: Is there a toilet, latrine, or open defecation area that you typically use? 

 
11. Does disability affect how you access the toilet, latrine, or open defecation area? 

a. Probes: How?  
 

12. Does disability affect how you access bathing facilities? 
a. Probes: How?  

 
Managing Menstruation: 

13. Can you tell me about your first menstruation? 
 

14. What are challenges in managing your period each month? 
 

15. Can you tell me about the sanitary materials that you use to absorb blood? 
a. Probe: What are the challenges related to use of sanitary materials? 
b. Probe: How satisfied are you with current methods for managing menstruation? 

 
16. Can you tell me about what you do with used sanitary materials? 

 
17. How would you manage extended bleeding after childbirth, miscarriage, or an abortion? 

a. Probe: How would a female friend or family member with a disability manage 
extended bleeding after childbirth, miscarriage, or an abortion? 

 
18. How does your access toilets, latrines, or open defecation areas affect your experience of 

menstruation? 
 

19. How does your access to bathing facilities affect your experience of menstruation? 
 
Safety and Security: 

20. How do other members of the community treat you? 
a. Probe: How do family members treat you? 
b. Probe: How do neighbors treat you? 
c. Probe: Why do you think they treat you this way? 

 
21. Do you feel safe when accessing toilets, latrines, or open defecation areas?  
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a. Probe: Why might you not feel safe when accessing toilets, latrines, or open 
defecation areas? 

b. Probe: How satisfied are you with privacy conditions while accessing facilities? 
c. Probe: How satisfied are you with security conditions while accessing facilities? 

 
22. Do you feel safe when accessing bathing areas?  

a. Probe: Why might you not feel safe when bathing? 
b. Probe: How satisfied are you with privacy conditions while accessing facilities? 
c. Probe: How satisfied are you with security conditions while accessing facilities? 

 
Closing Questions: 

23. Have you participated in any group activities or workshops concerning water and 
sanitation? 

 
24. How do your challenges compare to those of other women in the community? 

a. Probe: How do your challenges in accessing water compare to those of other 
women? 

b. Probe: How do your challenges in accessing toilets, latrines, open defecation 
areas compare to those of other women? 

c. Probe: How do your challenges in accessing bathing areas compare to those of 
other women? 

d. How do your challenges in managing menstruation compare to those of other 
women? 

 
25. What would improve accessibility for you? 

a. Probe: What would make accessing water easier? 
b. Probe: What would make accessing toilets, latrines, or open defecation areas 

easier? 
c. What would make accessing bathing areas easier? 
d. What would make managing menstruation easier? 

 
26. I would like for you to show me what is most challenging for you about access to water. I 

would like to take pictures of what you show me. 
a. Probe: Could you show me where you go to the bathroom?  
b. Probe: Could you show me how you access water?  
c. Probe: Could you tell me about what is most challenging about these activities, 

and about why it is challenging? 
 



	 67 

 



	 68 

 



	 69 

 



	 70 

 

 



	 71 

APPENDIX IV: FOCUS GROUP DISCUSSION GUIDE 

 
 

Addressing Water, Sanitation, and Menstrual Hygiene Management Access Barriers  
Encountered by Khmer Women with Disabilities 

 
Materials for FGDs: 
• Consent Forms 
• Focus Group Discussion Guide for Facilitator 
• Digital Recording Device 
• Charger for Recording Device 
• Notebook 
• Refreshments 
 

FOCUS GROUP DISCUSSION 
 
Name of  
Facilitator: 

 Name of Research 
Assistant: 

 

Date (DD/MM/YY): 
 

 

Start Time:  
 

End Time:  

 
Name of Province:  

 
Research Site:  

 
Please record the age of each FGD participant below: 
 

Nature of Disabilities: 
 
 
Impaired Mobility: _____ 
 
 
Impaired Hearing: _____ 
 
 
Impaired Vision: _____ 
 
 

 
 
Has written or verbal informed consent been obtained from all participants? 
 
YES / NO 

Participan
t 
Number 

Age 
(Years) 

1  
2  
3  
4  
5  
6  
7  
8  
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Introduction: 
 
Facilitator: Thank you all for attending this focus group discussion today. My name is 
[name of facilitator]. I am working with WaterAid Cambodia to conduct a study among 
community members in [name of province/research site]. The purpose of this study is 
to explore some of the challenges that women with disabilities face regarding access to 
water and sanitation for menstrual hygiene management and other activities of daily 
living.  
 
This discussion is part of the study. We are interested in learning from you about what 
women with disabilities experience in their daily lives, specifically concerning access 
to water, activities for which water is necessary, use of toilet and bathing facilities, and 
menstrual hygiene management. WaterAid Cambodia will use the results of this study 
to inform future efforts for improvement of water, sanitation, and hygiene conditions 
for women with disabilities, and to develop inclusive, accessible programs. 
 
The discussion should take about one hour. We will ask you some questions and take 
notes to record your ideas. We will record the discussion using a voice recorder. Once 
we have written down the recorded discussion, the recording will be destroyed.  
 
Please remember that everything you say will remain private and confidential. We will 
not record your names on any of the notes. I would like to encourage everyone to share 
their ideas, as everything you have to say is very important. There are no right or wrong 
answers, so you should feel free to express yourself fully.  
 
To make sure everyone feels comfortable to speak freely, there are some rules for this 
discussion: 

• Everything we discuss here is private, so please do not tell other people about 
the details of this discussion after we have left this room. 

• Please respect each other by not repeating information that you hear during this 
discussion to anyone outside of this group. 

• So that everyone can express their ideas in full, only one person should speak 
at a time; everyone can take turns speaking. 

• Everyone’s ideas and opinions are important, so let’s give everyone a chance to 
talk. Please respect others by not making other people feel uncomfortable or 
judging what they say. 

• It would be best if you could stay for the whole discussion. However, if you 
need to leave during the discussion, please put up your hand and ask to leave. 
You may leave at any time.  

 
Does anyone have any questions? May we begin the discussion now? 

 
The facilitator will turn on the recorder and clearly state the date, time, location, and facilitator’s 
name. 
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FGD Guide: 
 
Opening Questions: 

1. What do women in the community typically do each day? 
 

2. Does disability affect the activities of women in the community? 
a. Probe: How? 

 
Water Access: 

3. How do women in the community access water?  
 

4. Does disability affect access to water for women in the community? 
a. Probe: How? 
b. Probe: What are the barriers? 

 
Sanitation Access: 

5. Do most women in the community have toilets in their households? 
 

6. Does disability affect how women access the toilet, latrine, or open defecation area? 
a. Probes: How?  

 
7. What do women with disabilities in the community learn about menstruation? 

 
8. Do women know to expect menstruation before they begin menstruating?  

a. Probe: How does this affect their experiences with first menstruation? 
 

9. What challenges do women with disabilities face in managing periods each month? 
 

10. How do women with disabilities access sanitary materials? 
a. Probe: What are their challenges related to use of sanitary materials? 
b. Probe: How satisfied are they with current methods for managing menstruation? 

 
11. What do women with disabilities do with used sanitary materials? 

 
12. How do women with disabilities manage extended bleeding after childbirth, miscarriage, 

or an abortion? 
 

13. How does access to water and toilets affect experience of menstruation for women with 
disabilities? 

 
Safety and Security: 
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14. How are women with disabilities treated in the community? 
a. Probe: How do family members treat women with disabilities? 
b. How do neighbors or other community members treat women with disabilities? 
c. Probe: Why do you think women with disabilities are treated this way? 

 
15. Do women with disabilities feel safe when accessing toilets, latrines, or open defecation 

areas?  
a. Probe: Why might women with disabilities not feel safe when accessing toilets, 

latrines, or open defecation areas? 
b. Probe: How satisfied are women with privacy conditions while accessing 

facilities? 
c. Probe: How satisfied are women with security conditions while accessing 

facilities? 
 

16. Do women with disabilities feel safe when bathing? 
a. Probe: Why might women with disabilities not feel safe when bathing? 
b. Probe: How satisfied are women with privacy conditions while accessing 

facilities? 
c. Probe: How satisfied are women with security conditions while accessing 

facilities? 
 
Closing Questions: 

17. Are women with disabilities in the community able to participate in workshops, trainings, 
or meetings concerning water and sanitation? 

 
18. How do the challenges that women with disabilities face compare to those of women in 

the community without disabilities? 
a. Probe: How do challenges in accessing water for women with disabilities 

compare to those of women without disabilities? 
b. Probe: How do challenges in accessing toilets, latrines, or open defecation areas 

for women with disabilities compare to those of women without disabilities? 
c. How do challenges in accessing bathing areas for women with disabilities 

compare to those of women without disabilities? 
d. How do challenges in managing menstruation for women with disabilities 

compare to those of women without disabilities? 
 

19. What would improve accessibility for women with disabilities in the community? 
a. Probe: What would make accessing water easier for women with disabilities in 

the community? 
b. Probe: What would make accessing toilets, latrines, or open defecation areas, 

easier for women with disabilities in the community? 
c. What would make accessing bathing areas easier for women with disabilities in 

the community? 
d. What would make managing menstruation easier for women with disabilities in 

the community? 
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APPENDIX V: CONSENT FORMS 

In-Depth Interview Informed Consent: 

 
 

Addressing Water, Sanitation, and Menstrual Hygiene Management Access Barriers  
Encountered by Khmer Women with Disabilities 

 
PARTICIPANT INFORMATION AND CONSENT FORM 

IN-DEPTH INTERVIEWS 
 

You are being invited to take part in a study about access to water, sanitation, and menstrual 
hygiene management for women with disabilities. 
 
What are we collecting information about? Women with disabilities may experience unique 
challenges with regards to accessing water, sanitation, and hygiene resources. The purpose of 
this study is to better understand how women with disabilities access water and sanitation, 
manage associated menstrual hygiene, and how challenges might be addressed. We would like to 
ask you questions about how you access water and toilets, and how you perform daily tasks that 
involve water. We would also like to ask you questions about the challenges that you face during 
menstruation, and about what can be done to address those challenges. 
 
Do I have to take part? We would like for you to take part in the interview, but it is your 
decision. You can change your mind and leave the interview at any time. It is entirely your 
choice. Please let us know if you have any questions about the study.  
 
What happens if I agree to take part? You will be asked to participate in a private interview 
about access to water, sanitation, and menstrual hygiene management. This will take about 1 
hour. We will take notes during the discussion and record the interview with a recording device 
so that we can accurately write down the ideas you share. 
 
What if I am upset by anything in the interview? Sometimes issues related to menstrual health 
can be sensitive. You do not have to answer any questions that you do not wish to. 
 
Will anyone know what I talk about? Everything that we discuss will remain confidential. We 
will not record your name on any of the notes or on the recordings. Once we have finished 
writing down all of your ideas, the recordings will be destroyed. 
 
What will happen to the information collected? Responses given during the interviews will be 
summarized and they will remain anonymous.  A summary of the main findings will be shared 
with representatives from organizations working to improve health and access to water and 
sanitation for women with disabilities.  
 
Questions? You are free to ask any questions before agreeing to participate. If you have more 
questions later, you may contact: Sarah Gelbard (Researcher at WaterAid, 
Sarah.Beth.Gelbard@emory.edu) 
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Complaints? If you have any complaints about the research, you may contact: Chelsea Huggett 
(Advisor at WaterAid, Chelsea.Huggett@wateraid.org.au) Any complaint you make will be 
investigated promptly and you will be informed of the outcome. 
 
OPTION 1: 
 
☐ I have received the Participant Information Sheet explaining this study. I understand why 

the study is being conducted and what my role in the study will be. I understand that all 
data collected will remain confidential. I agree to participate in the study. (þ if this 
statement is correct.) 

 
 
……………………………………………………………   (Signature of participant) 
 
 
…………………………………………………………… (Signature of researcher) 

 
 

Date: ………/………./………. 
 
 
OPTION 2: (To be used if participant is not able to sign name) 
 
 
☐ This participant has received the Participant Information Sheet explaining this study. She 

states that she understands why the study is being conducted and what her role in the study 
will be. She understands that all data collected will remain confidential. She has freely 
agreed to participate in the study. (þ if this statement is correct.) 

 
 
 

……………………………………………………………   (Signature of witness)  
 

 
……………………………………………………………  (Signature of researcher) 
 
 

 
Date: ………/………./………. 
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Focus Group Discussion Informed Consent: 

 
 

Addressing Water, Sanitation, and Menstrual Hygiene Management Access Barriers  
Encountered by Khmer Women with Disabilities 

 
PARTICIPANT INFORMATION AND CONSENT FORM: FGDs 

 
You are being invited to take part in a study about access to water, sanitation, and menstrual 
hygiene management for women with disabilities. 
 
What are we collecting information about? Women with disabilities may experience unique 
challenges with regards to accessing water, sanitation, and hygiene resources. The purpose of 
this study is to better understand how women with disabilities access water and sanitation, 
manage associated menstrual hygiene, and how challenges might be addressed. We would like to 
ask you questions about how you access water and toilets, and perform daily tasks that involve 
water. We would also like to ask you questions about the challenges that you face during 
menstruation, and about what can be done to address those challenges. 
 
Do I have to take part? We would like for you to take part in the discussion, but it is your 
decision. You can change your mind and leave at any time. It is entirely your choice. Please let 
us know if you have any questions about the study.  
 
What happens if I agree to take part? You will be asked to participate in a group discussion 
with other women about access to water, sanitation, and menstrual hygiene management. This 
will take about 1 hour. We will take notes during the discussion and record the interview with a 
recording device. 
 
What if I am upset by anything in the discussion group? Sometimes issues related to 
menstrual health can be sensitive. You do not have to answer any questions that you do not wish 
to. 
 
Will anyone know what I talk about? Everything that we discuss in this group will remain 
confidential. We will not record your name on any of the notes or on the recordings. Once we 
have finished writing down all of your ideas the recordings will be destroyed. 
 
What will happen to the information collected? Responses given during the discussion will be 
summarized and they will remain anonymous.  A summary of the main findings will be shared 
with representatives from organizations working to improve health and access to water and 
sanitation for women with disabilities. 
 
Questions? You are free to ask any questions before agreeing to participate. If you have more 
questions later, you may contact: Sarah Gelbard (Researcher at WaterAid, 
sarah.beth.gelbard@emory.edu) 
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Complaints? If you have any complaints about the research, you may contact: Chelsea Huggett 
(Advisor at WaterAid, Chelsea.Huggett@wateraid.org.au) Any complaint you make will be 
investigated promptly and you will be informed of the outcome. 
 
 
 
FOCUS GROUP DISCUSSION CONSENT FORM 
 
OPTION 1: 
 
☐ I have received the Participant Information Sheet explaining this study. I understand why 

the study is being conducted and what my role in the study will be. I understand that all 
data collected will remain confidential. I agree to participate in the study. (þ if this 
statement is correct.) 

 
 
……………………………………………………………   (Signature of participant) 
 
 
…………………………………………………………… (Signature of researcher) 

 
 

Date: ………/………./………. 
 
 
OPTION 2: (To be used if participant is not able to sign name) 
 
 
☐ This participant has received the Participant Information Sheet explaining this study. She 

states that she understands why the study is being conducted and what her role in the study 
will be. She understands that all data collected will remain confidential. She has freely 
agreed to participate in the study. (þ if this statement is correct.) 

 
 
 

……………………………………………………………   (Signature of witness)  
 

 
……………………………………………………………  (Signature of researcher) 
 
 

 
Date: ………/………./………. 
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WaterAid Consent Form for Photographic Images: 

 

 
 
 

Consent form 
 
 
Name:________________________________________________________________
__ 
 
Date:_________________________________________________________________
__ 
 
Location:______________________________________________________________
__ 
 
I give my consent for the images and interviews collected to be used by WaterAid. I 
understand the following: 
 

1 The material will be stored by WaterAid and could be used on printed materials 
(including fundraising appeals, publications and adverts) and online.  
 

2 The material could be used by WaterAid offices around the world. 
 

3 The material could be used by WaterAid’s partners in fundraising, campaigning 
and programme work. 

 
4 The material could be used in the press such as newspapers and the television. 

 
WaterAid will ensure that all material is used accurately and honestly. The material will 
not be used out of context. The material will only be used by organisations or individuals 
who are working with WaterAid and are supporting its aims. 
 
Signed: 


