Chapter 1

INTRODUCTION

1.1. Background

SIMAVI through Sanitation, Hygiene and Water (SHAW) Program, supports the Government of Indonesia Program namely Sanitasi Total Berbasis Masyarakat (STBM) Five Pillars since 2010, together with five Indonesia NGOs, in 9 districts (kabupaten) in East Indonesia. This national strategy that has been launched through the Decree No. 852/Menkes/SK/IX/2008 and reinforced by the release of Regulation of the Minister of Health (Permenkes) No. 3 Year 2014, having five important aspects, namely:

1. Free from open defecation,

2. Washing hands with soap,

3. Management of drinking water and household food, 

4. Household waste management, and 

5. Management of household sewage. 

SHAW Program that aims at reducing poverty by improving the health status of rural communities, in particular that of mothers and children, in a sustainable way, focuses on behaviour changes of the individual and the household level; and has been run in four stages, namely 1) ​​preparation, 2) triggering, 3) follow-up support, and 4) monitoring and stimulation of interest made ​​after the declaration.

Based on SHAW Progress Report April 2014, as per December 2013 the total number of inhabitants of the SHAW areas is 1,519,602, of which 794,497 are female and 725,105 male in 985 villages (112 sub-districts), and SIMAVI recorded that six of nine kabupaten has been declared 100% STBM Five Pillars. 

1.2. Research Questions
This study has been conducted to gain an in-depth understanding on to what extent the change to 5 Pillars STBM behaviour is perceived to benefit the individual at the household and the community and what kind of strategy is needed to make use of the perceived benefits in order to sustain the motivation of the individual, family and community at large to continue the changed/improved sanitation and hygiene behaviour. 

1.3. Objective of the Study

The objectives of the study are:

a. To analyse the changes (in 5 Pillars STBM behaviour) which occurred at the individual, household, community and stakeholders,

b. To determine what are the benefits perceived by individual, community and stakeholders as a result of the change,

c. To identify factors leading to or hindering changes (in behaviour) and how the changes bring on perceived benefits (impact) and how the proses of perceived benefits occurs at the individual, household and stakeholder level

1.4. Methodology
1.4.1. Conceptual/Research Framework

The conceptual/research framework of this study is as follows:
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This research basically is the ‘impact’ assessment research.

The focus on the analysis of: 

a) What changes occur in the beneficiaries and stakeholders?

b) What is the benefits perceived by the beneficiaries and stakeholders as a result of the change; and how the process of transformation of changes into the impact/benefits?

c) What factors that lead to the changes?
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The diagram above shows the changes-impacts flow that could occur in the program of STBM 5 Pillars. This study will explore the changes (and the impact) that have been planned in the program, which is usually formulated in the logical framework (log-frame) and at the same time trying to snapshot various unpredicted changes. For example, in the Sanitation Project log-frame there are plan to: a) increase knowledge on hygiene and sanitation; b) improvement in the good hand washing and c) changes in defecation behavior. Then at the outcome level, the program expects to decrease cases of diarrhea in the area; while at the level of goal/impact, the program expects to contribute to the improvement of the health status of the community or contribute to a reduction in infant mortality.

The assessment has been carried out by extracting the facts in the field about the extent of the changes and whether the targets set within the framework of the program has occurred; and whether it is still continuing until now.

Furthermore, this assessment has also been explored the intended changes (or impact) or unintended changes (or impact) and the variety of facts related to the perceived benefits at the individual and household level.

1.4.2.  Study Indicators 

The main indicators of the study are behavioral changes and perceived benefits, particularly those that have relevance to STBM Five Pillars, namely open defecation free, washing hands with soap, household water treatment and safe storage of water and food, solid waste management and waste water management as well as factors leading to or hindering changes (in behaviour) and how the changes bring on perceived benefits (impact) and how the proses of perceived benefits occurs at the individual, household and stakeholder level

1.4.3. Data Collection Methods

The study team used of mixed-method approach by combining different data collection methods-quantitative and qualitative-, to obtain the accurate and reliable information:

Individual interview. Selected respondents have been interviewed using a semi-structured questionnaire. There are several closed questions, particularly related to changes in attitudes and behaviors in terms of STBM Five Pillars. Some open questions will be set up, especially related to the information on the perceived benefits, the process of transformation of the attitude-behavior change into the benefits and the underlying factors that lead to the change in the attitude-behavior.

Focus Group Discussion (FGD). FGDs have been conducted at the beneficiaries level, posyandu cadres and head of the village/RW level. Some qualitative techniques will be carried out during FGD, including brainstorming, rating, ranking, before & after, as well as time line projection. During the FGD the researcher will explore the causal relationship between the perceived benefits and the change in the attitude-behavior associated with STBM Five Pillars as well as the attribution/causal factors that lead to the changes in attitude-behavior.

Exploring Story of Changing. Based on interviews and the FGDs, the researchers can directly get the individual, household, group or stakeholders who have or acquire a significant change/benefit significantly exceed individual, household, group or other stakeholders in certain village. From these findings, the researcher will explore further, to the respondents. The researcher will explore story of changes; the benefits obtained; the factors that influence the occurrence of changes in her/him, and so on. The results of the in-depth ‘exploration’ of individual/groups/stakeholders will then be presented in the form of story of which will be attached in the research report.

The team will also identify the beneficiaries of the STBM 5 Pillars from the community with disabilities (if any).

Instrumens of each method can be seen in Appendix 1
1.4.4. Location of the Study

Circle Indonesia selected four among nine kabupatens from SIMAVI working areas, which have been verified as 100% STBM at the latest in 2012.

The locations of the study were:

a. Timor Tengah Utara  (TTU)

b. Timor Tengah Selatan (TTS)

c. Sikka, and  

d. Flores Timur (Flotim)

1.4.5. Sampling Design
The sample of quantitative survey
The data have been collected from individual respondents (representing each households) and related stakeholders.

For the individual respondents, this study have been taken a sample exceeds the minimum number of random sampling methods. With a minimum sample size formula as follows:
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Note:

N 
= 1.363.700

e
= 5% (maximum value for error margin)

The minimum number of samples (n) required: 400 individuals and this study taken more than 400 samples.
480 people have been drawn from several districts, sub-districts and villages with the following considerations:

	Level
	Number of sample
	Method
	Consideration

	District (Kabupaten)
	4 districts (TTU, TTS, Sikka, Flores Timur)
	Purposive sampling
	The four highest scoring districts with the declaration of 100% STBM 5 pillars. Because of the benefits and results of this assessment will be used to learn about the most influential factors in the process of behavior change and the benefits, learning from the area with the most success will be more relevant.

	Sub district (Kecamatan)
	8 sub districts (2 sub districts in each district). Selected from the sub district, which are considered as the most successful in each district.
	Purposive sampling
	idem 

	Village (Desa)
	24 villages (3 villages in each sub district). The villages selected from the village, which are considered as the most successful in each sub district.
	Purposive sampling
	idem

	Hamlet (Dusun)
	48 hamlets (2 hamlets in each village). Selected from the two most successful, in each village
	Purposive sampling
	idem 

	Individual respondent
	480 individual (10 individual in each hamlet). Individual will be selected from two categories:

a) The most sucessful (seven) persons in implementing STBM 5 Pillars;

b) Individuals who are now no longer apply / apply just a little bit practice only (3 people)
	Purposive sampling
	Because of the lesson learnt is basically taken from the level of the individual / respondent, then at the respondent level it will be very important to learn from the individual who implemented different level of STBM Five Pillars.


The sample of qualitative interview 
Apart from the individual samples that represent the household, the interviews have also been conducted on individuals who represent institutions / stakeholders, with the following details:

	Criteria
	Respondent
	Technique
	Frequency

	District level:

· Dinas Kesehatan

· Dinas Pendidikan, Pemuda dan Olahraga

· Other member of Pokja AMPL Kabupaten


	1-2 person/s per institution
	Interview
	1 time

	Sub district level:

· STBM Team at the sub district level, lead by Camat

· Dinas Kesehatan, particularly Puskesmas/sanitarian 


	1-2 person/s per institution
	Interview
	1 time

	Village level:

· Community leader, including tokoh adat, PKK/women group, religious leader, women leader

· School teachers, School head masters, School Committee, Students (girls and boys)


	1-2 person/s per institution/organization
	Interview
	1 time


Sample for FGD

From the 3 villages, FGDs have been taken place at the village level, with the status of number 1 and number 3 from the three selected villages.

In the two villages 4 FGDs have been conducted as follows:

a. 2 FGDs for individuals (households), which consists of:

· 1 time of FGD with the individual responders category A, (representatives of several hamlets): 1 discussion

· 1 time of FGD with individual respondents category B (representatives of several hamlets): 1 discussions

b. 2 FGDs in the group at the village, which is 1 FGD to sanitation marketer / cooperatives and 1 FGD for STBM team at the village level (including cadres).

1.5. Research Implementation 

Data collection was carried out starting from 19 August 2014 until 3 September 2014.   The study was conducted in 24 villages in 8 sub-districts in TTS, TTU, Sikka and Flores Timur, and detail names of the study site is in Appendix 2.
The study involved 482 survey respondents, the excessed amount of 2 respondents, from 480 target respondents. The number of excess is due in TTS, one of the enumerators surveyed more 2 people as assigned. Survey respondents consisted of 167 male (35%) and 315 female (65%).
For the qualitative interviews, 118 male (53%) and 105 female (47%) were included as resource person of qualitative interviews (see Appendix 3). This qualitative interview informants were community leaders, religious leaders, village government, sanitarians of the health center, the staff or the head of subdistrict, staff from relevant government agencies such as the Department of Education, Youth and Sports and the Department of Health.
In this study, 45 FGDs were conducted for the representative households, involving 154 male (28%) and 393 female (72%). Originally, FGD will be conducted by using household categories successful and less successful separately, However because of the contact person in village has difficulty to distinguish households into successful and less successful category then categorization finally abolished. Detail number of FGD participants per village based on gender in Appendix 4.
FGD for volunteers/cadres has been carried out 21 times, and coupled with interviews. Total participant volunteers/cadres: 35 male (20%) and 140 female (80%) (see Appendix 5).
1.6. Overview of Survey Respondents
Based on data obtained by questionnaire survey revealed that 41% (n = 482) of survey respondents are head of the family, and 15% (n = 282) were female-headed households. Survey respondents with elementary education levels were the highest in number, i.e 259 people (54%, n = 480), and education level of respondents with Degree/Diploma was ranked lowest in number, which is only 19 people (4%, n = 480)
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Meanwhile, the education level of family members in the majority of respondents are high school (44%, n = 470) and the second is junior high school (23%, n = 470).
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The occupation/type of work the respondents: most are farmers (47.23%, n=470) and the second most are housewives (33.61%, n = 470).
	Occupation/Type of work
	Number of people
	Percentage

	Farmers
	222
	47,23%

	House wife
	158
	33,62%

	Wiraswasta/dagang
	23
	4,89%

	Teacher
	18
	3,83%

	Civil servant
	11
	2,34%

	Vilage Office staff
	7
	1,49%

	Fisheries
	6
	1,28%

	Handyman
	6
	1,28%

	Motor taxy drivers/driver/workshop
	5
	1,06%

	Temporary employee
	5
	1,06%

	Ikat weavers
	4
	0,85%

	Student
	3
	0,64%

	Unemployment
	2
	0,43%

	
	470
	100%


A total of 178 families (37%, n = 482) have toddlers in the family, and 175 families (36%, n = 482) have elderly in their homes. A total of 297 families (62%, n = 482) did not have a motorcycle and 100% of the families do not use a gas stove. Only 68 people (14%, n = 482) who has a refrigerator in the house
Chapter 2
FINDINGS ON CHANGES OF BEHAVIOR AND PERCEIVED BENEFITS OF STBM 5 PILARS
2.1. Changes in STBM 5 Pillars

2.1.1. Changes in Pillar 1 – Open Defecation Free

A number of meaningful changes related to Pillar 1 have been observed, especially in the increased coverage of ownership of latrines. The ratio between households owning their own latrines and those without latrines after the implementation of STBM shows an opposite trend with the one before STBM was implemented. Before the implementation of STBM program, only a handful of households at the village level owned their own latrines while on the opposite only a few numbers of households remain not equipped with latrines after the implementation of STBM. 

In the districts of TTU and TTS (together both hereinafter referred to as Timor), 95.9% respondents (n=242) said they had their own latrines. Meanwhile in the districts of Sikka and Flores Timur (together both hereinafter referred to as Flores), 98.3% respondents (n=240) said they already had their own latrines. The households who did not own latrines usually made use the latrines owned by their neighbors, relatives or common latrines to defecate. 

The following is the table showing toilet cleaning and characteristic of latrine owned by respondents:

	Description
	Timor
	Flores

	Toilet cleaning
	1-3 times/day: 63.2% (n=242)

Once a week: 23.6% (n=242)

Longer than once a week: 13.3% (n=242)
	1-3 times/day: 85.8% (n=240)

Once a week: 11.7% (n=240)

Longer than once a week: 2.5% (n=240)

	No flies are visible in and around the toilet 
	95% (n=236)
	94% (n=236)

	Sufficient water for anal washing
	85% (n=241)
	91% (n=239)

	Pour-flush with water seal type of latrine is used 
	55% (n=241)
	81% (n=232)

	The floor around the latrine is clean (frequent cleaning); 
	67% (n=242)
	90% (=238)

	Toilet has tightly enclosed roofing 
	68% (n=241)
	87% (n=238)

	Toilet has a properly installed door; 
	69% (n=240)
	86% (n=237)

	Toilet has good lighting; 
	25% (n=242)
	66% (n=239)

	Toilet does not have foul smell 
	80% (n=235)
	85% (n=239)

	Toilet has closed and safe septic tank.
	90% (n=242)
	91% (n=238)

	The distance between the septic tank and the well/water sources is more than 10 meters.
	85% (n=238)
	74% (n=238)


The study also found the change in the type of latrine owned by the community members and the shape of the toilets. Before the implementation of STBM, people usually only had boom latrines or covered pit latrine. Now, the more common type of latrine is the pour-flush type with water seal. Sanitation facilities have also gradually changed to be more permanent. In general, provision and maintenance of defecation facilities have been implemented well. A testimony by one community member in Flores Timur below may well describe the changes:

Sirfinus Sina Hera (Head of Lewo Muda Vilalge of Demon Pagong sub-district, Flores Timur district): 

“Beforehand, only a handful of people owned their own latrines and most people defecated in the open. But now with the implementation of STBM, out of 88 households and 77 buildings, most of them have their own toilets. Toilets are also mostly located inside of the house that the elderly and the elderly with physical limitation can access them on their own.”
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Various types of latrines in the communities. Clockwise. Left top: latrines plengsengan, given the cap so that flies can not enter. The owner does not yet have enough money to make the floor and walls permanently. Right on. Toilet plengsengan already floored, but still using the bamboo walls. Bottom right: Toilet leher angsa, floored, but the floor is not so a good and a bucket used for water containers. Bottom left: Toilet leher angsa with a good floor and fiberglass tub
The second change concerns with defecation behavior. Before the implementation STBM program, people would normally defecate in the open around the house (front yard, homestead garden, wood, river, or beach) but respondents said that after the program, they always defecate in the toilet of their own homes except when they were in the homestead garden or during travel. The following tables concerns with defecation behavior.

	Description
	Timor
	Flores

	Defecate in the toilet
	99.6% (n=242)
	99.6% (n=240)

	
	
	

	Defecation behaviour when working in the homestead garden:
	
	

	Defecate in the nearest toilet/common toilet 
	5% (n=241)
	7% (n=228)

	Defecate in the bushes without digging a hole in the ground
	63% (n=241)
	55% (n=228)

	Defecate in the bushes by digging a hole in the ground and cover them later
	22% (n=241)
	9% (n=228)

	Waiting until reaching home to defecate in the latrine at home
	9% (n=241)
	28% (n=228)

	Defecate in the river 
	2% (n=241)
	1% (n=228)

	
	
	

	Defecation behavior during trip:
	
	

	Defecate in public toilet/using other people’s toilet 
	62% (n=240)
	35% (n=235)

	Defecate in the bushes without digging any hole in the ground 
	22% (n=240)
	31% (n=235)

	Defecate in the busshes by digging a hole in the ground and covering them later
	5% (n=240)
	1% (n=235)

	Wait until getting home
	12% (n=240)
	32% (n=235)

	Children defecate in the toilet at school
	99% (n=212); 1 % defecate in the garden/bushes
	100% (n=207)


The table above indicates that respondents have safe behaviors in defecation when at home. However, in the field or garden, 87% of the respondents in Timor and 65% of the respondents in Flores have unsafe behavior in defecation by defecating in the bushes and or in the river. Such unsafe defecation behavior also occurs when people are on a trip although with smaller percentage, namely 27% in Timor and 32% in Flores.

2.1.2. Changes in Pillar 2— Hand washing using soap

The status of STB facilities and behaviors concerning hand washing using soap is as follows in Timor and Flores:

	Description
	Timor
	Flores

	Hand washing facility is available
	99% (n=242)
	99% (n=240)

	Hand washing under running water
	77% (n=242)
	88% (n=240)

	Water is sufficiently available for hand washing
	98%(n=242)
	95% (n=240)

	Soap is available for hand washing 
	93% (n=242)
	97% (n=240)

	Always/often wash hands using soap after handling pets
	46% ; 9% (n=242)
	71% ; 8% (n=240)

	Always/often wash hands using soap after handling dirty objects 
	61% ; 10% (n=242)
	79%; 5% (n=240)

	Always/often wash hands using soap  before preparing meals
	47% ; 11% (n=242)
	63% ; 8% (n=240)

	Always/often wash hands using soap before and after meals 
	38% ; 10% (n=242)
	83% ; 8% (n=240)

	Always/often wash hands using soap before feeding babies 
	36% ; 16% (n=181)
	39% ; 8% (n=239)


From the above data can be seen that almost 100% of people still have a tippy tap. For people in TTS and TTU, to know, can make and have a tippy tap is fun, because according to them the idea of ​​tippy tap is funny and interesting, useful, but simple and easy to make. For people in Flores, the use of jerry cans with holes in the bottom are also easy to make, use, and to be reffiled.
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Left. Tippy Tap on one of the houses in Desa Loli of Kecamatan Polen, TTS.

Right. Perforated jerry cans for hand-washing facilities in Desa Lewomuda, Kecamatan Demon Pagong, Flores Timur.
It can be concluded that significant changes in terms of availability hand washing facility have happened and are still maintained. However, unsafe behaviors in terms of hand washing using soap are still common among part of the people in Timor and Flores. In Timor, unsafe hand washing behavior occurs in more than 40% respondents at different times for hand washing. In Flores things are better because slippage only occurs in approximately 20% respondents.  People “forget” to wash hands using soaps before feeding babies in households with children under five. The percentage of slippage in terms of hand washing using soap is 48% in Timor and 53% in Flores.

2.1.3. Pillar 3—Water Treatment and Safe Storage

In Timor and Flores, people mostly collect water from the spring and well. (71%, n=482) respondents collect water from the sources less than 100 m away and 17% between 100-200 meters. People who collect water from the spring usually use jerry cans or buckets to carry them while those who have wells use hand pump.

The table below shows the behavior of community members in two areas of survey in the treatment and safe storage of water:

	Description
	Timor
	Flores

	Cook water until boiling for drinking 
	97% (n=242)
	95% (n=240)

	Store boiled drinking water in a safe container (with narrow opening, securely closed,  and with tap)
	28%
	37%

	Store boiled drinking water in a container with narrow opening but not securely closed
	45%
	7%

	Store boiled drinking water in a container without narrow opening but securely closed 
	27%
	56%

	Special container to store uncooked water for consumption 
	99% (n=242)
	95% (n=235)

	Container to store uncooked water for consumption
	Closed bucket/barrel (76%); closed jerry can (20%); unclosed bucket (4%). n=230 
	Closed bucket/barrel (92%); closed jerry can (3%); unclosed bucket (5%). n=226 


In this pillar, the behavior of cooking water for drinking has been a common habit among respondents with a high percentage of almost 100%. 

Bernadette Guti Werang, Cadre for Posyandu, Lewoglaran Village of Solor Selatan sub-district, Flotim district: 

“3-4 years ago, I often saw my children drinking water right from the tap when they were thirsty but now it’s not a common sight anymore. When they are thirsty while playing nearby, my children will go home to drink because they know I always have drinking water available that is cooked until boiling.”

Unsafe behavior also occurs in storing drinking water, especially in Timor where water is kept in a water container with narrow opening but not securely closed (45%) while in Flores the unsafe behavior occur less often (7%). 

2.1.4. 
Pillar 4—Management of Household Wastewater

The result of observation and interviews on Pillar 4 of STBM is as follows:

	Description
	Timor
	Flores

	No standing pool of water around the house
	94% (n=241)
	92% (n=238)

	Method of disposal of wastewater:

	Dispose of wastewater into a digged pit in the ground around the house  
	7% (n=239)
	11% (n=236)

	Dispose of wastewater around the house without digging a pit 
	76% (n=239)
	84% (n=238)

	Dispose of wastewater to the garden/field or for watering plants
	13% (n=239)
	1% (n=238)

	Dispose of wastewater into the ditch/river
	3% (n=239)
	1% (n=238)

	Dispose of wastewater into infiltration well/septic tank
	1% (n=239)
	3% (n=238)


The above data indicates that although there is no standing pool of water around the house, wastewater management is still not adequately addressed. This is evident from the percentage of respondents disposing wastewater to the ground around the house without making a pit for collection first in Timor (76%) and Flores (84%). It is highly likely that the contour of the land in the area makes water easy to flow, especially also because the survey was conducted during the dry season. 

2.1.5. Pillar 5 -- Management of Household Solid Waste 

The result of observation and interviews on Pillar 5 of STBM is as follows:

	Description
	Timor
	Flores

	No litter around the house 
	94% (n=241)
	92% (n=238)

	Garbage collection:

	Dumped in a pit in the ground in the front yard
	75% (n=206)
	76% (n=181)

	Collected on the ground without any pit 
	25% (n=206)
	24% (n=181)

	When collection pit is full:

	Pit is buried and new pit is dig
	5% (n=148)
	1% (n=140)

	New pit is dig and the pit full with thrash is let open
	2% (n=148)
	0% (n=140)

	Garbage is burned
	93% (n=148)
	99% (n=140)

	
	
	

	Final disposal site/landfill 
	Not available
	Not available

	Garbage is sorted
	27%
	26%

	Garbage is sold
	7%
	12%


The above data indicates that in general the environment around the respondents’ houses is clean enough as shown by their awareness to collect garbage both in the pit and on the ground and burn them after they accumulate. 

The data also indicates that some respondents sorted garbage. The sorting was done in a different ways, including 1) sorting plastic and organic garbage; organic garbage is buried and plastic waste is burnt; (2) garbage that cannot be burnt such as bottles and metal is separated from the one that is going to be burnt; (3) garbage that has sale value such as mineral water bottles and unused cardboard are separated; and (4) some respondents sort plastic waste and turn them into craft, as in the case of a number of villagers in Koting A of Koting sub-district in Sikka district and Enonapi village of Kie sub-district of TTS district, as shown in the figure.
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Paul Soenfeto, Sub district Chairman of RT 03, Hamlet A, Desa Enonapi, Kecamatan Kie, TTS shows tablecloths and bags made of plastic waste. Mr. Paul and some residents in Enonapi establish a business group craft of plastic waste. The business idea came along with their efforts to separate organic waste and plastics.
2.1.6. 
Significant Changes in and Sustainability of STBM Behavior

A number of changes have been observed in the five pillars above. The qualitative description of the changes is as follows:

	STBM Pillar


	Before STBM Program
	After STBM program

	Open Defecation Free
	Open defecation
	Defecating in the toilet

	
	No latrine available
	Everyone has their own latrines

	
	Mostly pit latrine
	Some people already have pour-flush type of latrine with water seal and most people have covered pit latrine with slab. 

	
	Anal washing using leaves, corncob, and stone.

No tippy tap available, no hand washing habit let alone using soap; perception prevails that those who wash hands using soap are the ones with better financial capacity
	Anal washing using water and soap

	Hand washing using soap
	
	Tippy tap is available and hand washing using soap

	
	
	Awareness of how to wash hand properly

	Safe drinking water management and storage at household 
	Drinking water is not cooked or warmed briefly
	Drinking water is cooked until boiling point 

	
	Water is consumed directly from the container without using any cup.
	Drinking water is consumed from a drinking cup/glass.

	
	Uncooked water and cooked water is kept carelessly in an uncovered container 
	Drinking water is kept in closed container 

	
	Plates are washed using water and kitchen ash; only the inside part of the pans are washed with scrub ash
	Plates are washed using water and soap and both the inside and outside part of the pans are washed. 

	
	Vegetables are not washed before cooking
	Free from stomach ache

	Management of household solid waste
	No garbage dump pit is available 
	Some have garbage pits but some do not 

	
	Garbage litters
	Garbage is dumped into the pit or collected

Sorted between organic and un-organic waste

	
	Garbage litters and let to scatter without further treatment.
	Organic waste is burnt, buried and used for compost. 

Food waste is fed to the cattle. Plastic waste is burnt and some are made into craft.

	
	People and cattle live under the same roof.
	Cattle is kept in separate pen


Respondents under this survey considered changes in defecation behavior as the most significant to them. This is indicated from the tabulation of ranking conducted by community members during the FGD on changes in every pillar of STBM. From all 547 FGD participants, the average score of changes that they felt happening within themselves in relation of 5 pillars are as follows:  changes related to defecation (4.09), changes related to hand washing using soap (4.00), changes related to waste management (3.18), changes related to treatment and storage of drinking water (3.00) and changes related to management of wastewater (1.73). 

Ranking of Level of Changes in Each Pillar
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The above ranking indicates that community members considered themselves to experience the most significant changes in relation to defecation and hand-washing using soap behaviors while the least changes that they felt happening is the management of household wastewater.

However, such significant changes during the implementation of STBM do not necessarily mean that those behaviors will sustain. Indication of sustainability can be observed from the community’s slippage to the old habit in each pillar. The bigger the slippage, the least chance for sustainability of the application of STBM. 

Based on the data presented in 2.1.1 – 2.1.5, the level of slippage in each pillar can be indicated. In the first pillar, the Open Defecation Free Pillar, it can be said that people do not slip back into old habit when they are at home but once they are outside of their homes, for instance in the homestead garden, the slippage among respondents in Timor is 87% and 65% in Flores.

In the pillar concerning the behavior of hand wasting using soap, there is a worse level of slippage. Respondents slipped back into old habit not only when they were away from home but also on daily basis when hand washing using soap is necessary, for instance when feeding a baby. The level of slippage is 60% (n=482) among respondents. 

In terms of waste management, although respondents did not feel that there were any significant changes in this aspect, there is a high likelihood of sustainability as indicated by the high level of cleanliness of the surrounding areas and the high percentage of people’s habit to collect and burn garbage. 

In relation to treatment of drinking water, community members also felt that changes happened in this aspect although not as significant as changes in open defecation and hand washing using soap behaviors.  The habit of boiling water, however, continues among almost 100% of the community members in the areas of study. However, issue still remains with the way people stored drinking water, which was still below the required standard although it is still at the lower level of slippage compared to the aspect of hand washing using soap.

In terms of wastewater management, although during the study no standing pool of water was observed around the house, it can be said that there management of wastewater was not adequate.  This is evident from the data where 76% of the respondents in Timor (n=239) and 84% of the respondents in Flores (n=238) just threw wastewater on the ground around the house without making collection pit. Such practice was not different from the time when STBM had not been implemented. 

From the above description, it can be concluded that the level of sustainability in the order of the most sustainable to the least one is as follows: defecation behavior when at home, drinking water treatment, solid waste management, hand washing using soap and wastewater management. 

2.2. Benefit

2.2.1. The benefit of environmental hygiene

From the results of FGD it is indicated that hygiene was considered to be a direct benefit that people will only get when they apply STBM. The direct benefit will lead to the other benefits such as health, financial, time efficiency benefit, etc. 

From the study it was found that the benefit in terms of environmental hygiene was regarded as the most obvious benefit. Some of the benefits related to environmental hygiene were expressed by community members as follows:

· 99% (n=482) respondents said that garbage no longer litters around the house and the vicinity

· 82% (n=482) said that there was less standing pool of water 

· 94% (n=482) expressed the decrease in the number of mosquitoes. This was confirmed by a community member selling mosquito repellent, who said that there was a decreasing number of sales of mosquito repellent during the past two years compared to the past years. Clean environment had resulted in less sickness among community members and therefore more time to rest.
· 66% (n=482) of the respondents said the number of rats has decreased 

In addition, the FGDs also revealed the two most frequently mentioned benefit apart from clean environment: the drastic decline in the number of fly population and the significant decline of bad smell from human waste. FGD participants also revealed the increasing quality of ground water as a result of STBM although they never tested the quality of the ground water in the laboratory.

2.2.2. Health benefit

Participants of each FGD session during the study indicated health benefit at the top rank among other benefits from STBM intervention.  There has been an increasing decline in the number of common cases of sickness among community members during a specific time of the year when there was changes in weather, such as diarrhea, malaria, and worm infection. Participants indicated that before the STBM intervention, they had to go to the community health centre 1-3 times a month to take sick family members. Now in 2014, it had been 7 months since none of the family members had suffered from diarrhea, skin problems and malaria. The results of the study further indicated that:

· 68% of the participants indicated the benefit of the declined cases of diarrhea in the household 
· 52% indicated the benefit of the declining cases of skin rashes 
· 35% indicated decline in typhoid cases
· 37% indicated decline in dengue hemorrhagic fever  cases 
· 58% indicated decline in malaria cases.
FGDs with community members also confirmed declining cases of worm infection. 


Maria Goreti (Eti) Tukan (Head of cadres of Watotika Ile village of Demon Pagong sub-district, Flores Timur district): 

“We have very bad experience with diarrhea. In 1989, my 2 year- old eldest child was contracted with severe diarrhea. We took him to the hospital in Larantuka. The doctor tried hard with many medical treatments to stop the diarrhea, but to no avail. His crown and eyes sank much deeper. We were told to take our child back home. We treated him traditional cure at home and he recovered. In 2002, it was our second child’s turn. Medical treatment also failed to cure him and only traditional treatment made him to recover from the illness. We are very lucky that both of them can survive the illness. Many families lost their children to diarrhea. After we apply STBM faithfully, we never suffer from diarrhea. It has been two years since we have been entirely free from diarrhea. Many people here have also been free from diarrhea.”
The data from the Puskesmas in the areas of study confirmed this statement, especially in terms of diarrhea, skin problems and malaria. In the sub-districts of Polen and Kie of TTS district, there was a drastic decline in cases of diarrhea, skin diseases and malaria from 2009/2010 (before the STBM program intervention) to the years after the implementation of STBM, as indicated by the diagram on the number of cases of diseases. Data from Puskesmas in Koting sub-district of Sikka district also confirmed the decreasing number of diarrhea cases from before the STBM declaration (data of 2011) and after the declaration (2012-2013).
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2.2.3. Benefit in Time Saving

Respondents admitted the benefit in time saving on daily basis after they had their own latrines. Before the intervention, people usually defecated in the forest, garden, beach, or small creek close to the village. During the day, it took them around 15 minutes to reach a hidden spot and 5 minutes during the night to reach a safe area to defecate. After the intervention and with the availability of latrine in their home, it took them less than 2 minutes to reach the facility.

Apart from the time saved for defecation, respondents also indicated time saving in relation to health. With the decreasing frequency of illness, people could save 1-3 days in a month from not having to take family members to community health centres. Women especially benefit more because it saved them more time previously used to take care of sick children. In times of family sickness, women had to spend at least 3 days as caregiver. With less frequency of illness (almost nearing to 0), women can save between 3-9 days per month and they can use it instead for other domestic chores or for taking care of the homestead garden.

2.2.4. Economic Benefit

The respondents covered in the study indicated the economic benefit of the program. First, the time saved from less frequency of being sick has been used for productive activities. It means that mean and women could use the time saved for farming activities instead. However, it is difficult to convert the use of time saved for agricultural activities into monetary values, for instance by using the daily wage of a farm worker. In times of extra demand for labour, people would usually help each other. They did feel the benefit in terms of time saving although they were not really aware that STBM has contributed to the increase in the time allocated for productive agricultural activities.

A conversion into monetary value of the used of time saving for productive activities may well be represented by the example from Musi sub-district of TTU district. People in this area earned a living from picking, sun drying, peeling and selling tamarind fruits. In one day, one could collect between 2-4 sacks of tamarinds and produce around 12-24 kg (or an average of 18 kg) of ready-to-sell tamarinds after peeling and sun drying on the next day. With the current price of IDR 3,800 per kg of tamarinds, one could earn IDR 64,800 every two days from collecting, sun drying, peeling and selling tamarinds, or equivalent to IDR 32,400 per day.

If someone can save 1-3 days from being sick and use them instead for productive activities in selling tamarind, s/he can expect a minimum income of 1 day x IDR 32,000 and a maximum of 3 x IDR 32,400. For women who no longer have to be the caregiver in case of family member/children sickness, conversion of 3-9 days time saved for productive activities can show a minimum income of 3 days x IDR 32,400 = IDR 97,200 and a maximum of 9 days x IDR 32,400 = IDR 291.600.

The second economic benefit involved the saving of money for medication, especially the cost for transportation. It is inexpensive to get treated at the community health centres, namely between IDR 2,500-IDR 4000, and sometimes it is even free of charge if people are insured. However, people have to cover the cost for transportation. During the FGD session in III sub-village of Loli village, Polen sub-district, participants indicated that after STBM intervention, they could save money from transportation costs to health centres with the decreasing frequency of illness among family members. Loli is quite far away from the Puskesmas and there is no public transportation to access the centre. People normally walk everywhere even as far as 10 km, also to health centres. However, they admitted that they were not strong enough to walk to health centres when they were sick. The case was especially true when it involved a child suffering from, for instance, diarrhea. To be able to reach the health centre as fast as possible, motor taxi was the best option. It cost them IDR 40,000 for a round trip to the health centre with motor taxi. It means that a  household had to allocate between IDR 40,000-IDR 120,000 per month for motor taxi 1-3 times a month to get medical treatment for their family members.  Now in 2014, they have indicated that it has been six months since they have not taken ill. It means that during the 6 months in 2014 only, a household has saved between IDR 480,000 – IDR 720,000 on medical care. An FGD participant in Laob village of Polen sub-district confirmed similar experience of saving IDR 300,000 every 3 months from transportation costs to health centres to get treatment for family members.
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Caption: FGD activities in hamlet 3, Loli Village, District Polen, TTS. This hamlet is located in the middle of the forest, about 5 km from the highway, with a bumpy dirt road, difficult to pass by motor vehicles. This path can not pass a car. Cars can only enter through the other way around to TTU border with a distance of over 10 km. Residents in this village to spend the transport fare of Rp 40,000 roundtrip to ride motorcycles for a sick family checked into the health center.

Mrs Elfita Yunista – who lived in Kolidetung village of Lela sub-district of Sikka district - can serve as another example. Although she found it difficult to give details on the savings she made, she said: “Medical treatment is costly. To take family members to the nearest health centre, I have to spend IDR 10,000 per return trip, not including between IDR 150,000 to IDR 200,000 for full medical treatment. I am lucky to have the Health Insurance Card (Jamkesmas) that saves me from having to spend more for medical treatment. However, that I have to spend the time and energy to go back and fro to the hospital is such a burden to me.”  

However, people in the areas under the study are not entirely aware of such economic benefit that the program has brought through better income. Likewise, despite their awareness of the real benefit from improved health and less frequency of sickness, people are not entirely aware that such benefit can lead further to better household income. 

The third economic benefit was especially observed by the members of Sanitation Marketing (Sanmark) groups. At the individual level and group level, members of some Sanitation Marketing groups that are still functioning admitted the economic benefit that STBM program has brought from the opportunity to sell latrines to community members. Some could even sell them in one complete package of toilet facility that included a latrine and septic tank. The benefit varied, though, depending on the scale of the business. Some could earned a net profit of only around IDR 50,000 per month working part-time while others could earn as much as IDR 300,000 on monthly basis. During the period of the highest demands in 2012, some could even earn a net profit of more than IDR 1 million per month. In this regard, Obed Kase from Ajaobaki village of Mollo Utara sub-district of TTS district said: “After the training by Plan, we  could make latrines with competing quality with the ones made by factory. Every one at least we could sell between 10-15 latrines, depending on the demand. Besides latrines, since our members also had masonry skills, we sold toilet construction package. It cost IDR 650,000 per package that included a latrine, gutter pipe, sand, cement, and construction. Customer had to also to cover the cost for digging work, wall work, roofing and door installation. Payment could be installed in 2-3 times, when necessary. We had an average profit of between IDR  500,000 - IDR. 750,000 per month. 

2.2.5. Benefit in Education and Childcare 

Based on information from parents covered under this study, before the STBM intervention, there were many school age children– especially those in primary-school age, who were absent from school due to sickness. Since the implementation of STBM in 2012, there has been less frequency of sickness among children and therefore an increase in the rate of school attendance, which in turn has led to improved school performance. 61% (n=441) of the respondents in the study indicated that their children had better performance after the STBM intervention. 

In terms of childcare, the most significant benefit of the program was the increased time and improved quality for childcare. With less frequency of sickness among members of the household, women and other female members of the household has had more time for childcare instead of only spending time for caring for the sick or for being sick. The benefit was more obvious in households with children under five. 85% of the study respondents with children under five (N=167) confirmed such benefit with fewer respondents with no children under five (N=286) confirmed the benefit (76%).  Improved quality of childcare also resulted from improved knowledge among parents on STBM. Significant changes occurred with regard to healthy preparation of food/drink, hand washing before preparing and feeding meals to infants/children. Further, the knowledge on STBM had also become an “added value” material to teach children to lead a healthy lifestyle. 
2.2.6. Benefit of a more comfortable life 

A more comfortable life was widely acknowledged among respondents, including:

· 95% (n=482) of the respondents indicated that now they could sleep well. From the discussions, it was revealed that STBM had led to a decline in mosquito population, less frequency of illness and better digestion as a result of not having to hold to defecate. These were the reasons that respondents felt contributing to better sleep.
· 93% (n=481) of the respondents said that they could now enjoy defecation with the availability of closed toilet facility, in comparison to the time when they had to find a safe and worry-free location for defecation. In the past such worry also included the fear that people would pass by the spot where they defecated and that animals, like pigs or snakes, would disturb them. 
· 80% of the respondents, especially children and the elderly admitted that they no longer felt any fear to defecate during the night. This also reduced the hassles among caregivers who, before STBM intervened, had to accompany children and the elderly for defecation during the night.
· 78% of the respondents felt the benefit of having covered toilet facility during rainy days. Before STBM intervened, they had to find leaves to cover them from the rain during defecation, not to mention the difficulty for them to squat on the muddy ground. They experienced none of the difficulties now.
In this regard, a female respondent from TTS related as follows, “Before STBM intervened, I once had a very embarrassing yet painful experience. One particular night, I felt the very urgent need to pee and was planning to pee on the ground beside the house. I stopped on hearing a number of male neighbors chatting while passing by the house.  It felt like an eternity to wait for them to disappear from my sight. As soon as they disappeared, I hurried to go to the side of the house to pee. I immediately squatted to relieve myself, only soon to realize that the ground had just been mowed leaving sharp ends of the remaining grasses. How unfortunate, the sharp ends hurt my body and I was bleeding quite severely. In panic, I cried and was hysterical when I saw the oozing of the blood. My family was not least panicking. They immediately took me to the Puskesmas. It caused such a commotion and neighbors came to know what had happened. Of course they found out the embarrassing cause of the incident. A couple of years later, when STBM started awareness raising activities I was immediately reminded of that night. At that right moment I was committed to apply the STBM pillars and asked other members of my family to follow suit to avoid such embarrassing and tragic incident.  I often wonder, if only I had known STBM sooner, the incident would not have happened and I would have had a comfortable life just like I have now.”
Markus Natonis, the villager from C Village of Tesiayofanu sub-district said, “Before the STBM intervention, we had a makeshift toilet. It was a pit latrine with only 0.5 – 1 m in depth. The toliet was  not covered with roofing nor door; only weeds of 0.5 m in height were made as makeshift cover. You have to squat right over the hole of the latrine to defecate. It smelled very bad and there were so many flies, let alone during the rainy season. It is now bygone.  Now we can defecate in the comfort of own toilet that does not smell and is free from flies.  It’s safe to defecate day or night, rain or shine.”

Mrs Indrawati Sareng, the villager of Lewo Muda of Demon Pagong sub-district of Flores Timur district said the same thing, “It often happened in the past that just when I was about to relieve myself in the river, people passed by and I had to run from being caught in the act. Once I stumbled on the stones and hurt myself. I often laugh at myself remembering the silly experience. It’s not an issue now, things are much better and no more need of feeling ashamed because I have my own toilet now.”

2.2.7. Social Benefit 

STBM program had increased community activities in neighbourhood units and in sub-villages. To some members of the community, it only means that  STBM had facilitated them to participate in activities outside of the house, including in triggering, extension services/awareness raising, and monitoring and evaluation. Some of them were also actively partcipating in outdoor activities and community services  with the rest of the community at the village level. Respondents revealed the spare time they now have for more activities outside of the house (70%). This was especially evident among the STBM cadres.

Changes in behaviour were found among community members. From being apathetic and ignorant to the environment, community members had now become more concerned. This had in turn led to better social relations and promoted increased harmony in the implementation of village activities. Although some conflict occured between community members who were hard to change with the STBM cadres and village government staff, things ended up with those against STBM supporting the program. Increased cooperation among community members were also evident in community services in building STBM facilities as well as in general maintenance of environmental hygiene. 72% of the respondents stated the increased team work and cooperation among community members over time.

2.2.8.  Other Benefit to Community Members

Other benefits were stated by respondents as follows:

· 94% of the respondents enjoyed more enjoyable life with health lifestyle and hygienic environment (94%)
· the poor and the disabled also benefit from STBM facilities (35%)
· there is an improved self-esteem due to community members’ ability to achieve 100% of STBM non subsidy (77%)
· there is an increased self-confidence and self-reliance, as reflected in the ability to take initiatives on their own (64%)
2.2.9.  Benefit to the Government 

The government benefited from the 5-Pillars STBM program, as follows:

· The Government at the district, sub-distric and village level were seen as having improved performance with the decrease in cases of environmental-borne illness such as diarrhea, malaria, and skin problems. 
· The government could focus more on development in other areas because they have now been relieved from having to solve substantial environment-related public health problems. 

· There was an increase in self confidence and pride among the local governments that were referred to as the model for learning on STBM. Visits to these governments were made by local governments  from other regions, and even from abroad. This was especially true with the Government of Du village, Lela sib-district, Sikka district and the Government of Loli village, Polen sub-district, TTS district.  This in turn had increased legimitacy and popularity of the said local governments.
Chapter 3
LEADING & HINDERING FACTORS TO THE SUCCESS AND SUSTAINABILITY OF STBM 5 PILARS

3.1. Leading Factor

3.1.1. Opportunity Determinant

· Access & Availability 

The STBM 5 Pillars Program has been successful in facilitating the establishment of sanitation marketing (Sanmark) groups. Sanmark groups were groups running the business for providing services to community members in the construction, maintenance and standards improvement of family latrines. Sanmark also helps community members to reach a ratio of 100% in terms of access to latrines. Without Sanmark, a 100% achievement may have not been possible.
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Left: Mr. Obed Kase and sanitation groups in Kecamatan Mollo Utara, TTS. Right: Z. Nenoma Nanu, a builder in Kecamatan Amanuban, who became entrepreneurs sanitation marketing alone after the group is no longer active. Sixteen sanitation marketing businness in the TTS is still running, has a very important role of providing cheap and good quality toilets for the community.
Other leading factor is availability of water to support the use of STBM facilities, especially the use of toilet and hand washing facilities. Although in a number of program areas access to water is limited, there is enough availability to support the implementation of STBM program. In addition, some programs by other organizations also existed providing clean water for a number of areas in Nusa Tenggara Timur that it helped the achievement of 100% STBM.

· Product Attributes
The STBM program did not impose a rigid standard for community to comply with in making available STBM infrastructure. For example, the pour-flush latrine with water seal was the type of latrine that everyone was expected to use. However, due to limited access to water in a number of areas, the standard was modified to allow instead the use of healthy covered pit latrines that needed lees water in its use.  Other sanitation attribute that was built by taking into account local capacity and available resources was tippy tap, a simple, affordable and effective attribute that allows hygienic hand washing using running water. Field observations show that community members feel at ease using their own STBM supporting facilities. 

· Social Norms
STBM triggering activities, facilitation activities by cadres, and awareness raising activities by customary, village, and religious leaders as well as the Posyandu attendants, and monitoring have led to significant changes to the prevailing social norms among the society.

As an example, before the intervention of STBM, people considered it common to defecate in the wood or the open field. However, after the implementation of STBM, they commonly agreed that open defecation was a disgracing and unacceptable practice and even could be considered a guilty act. Other example concerns the ownership of latrines. Before the STBM intervention, only community members who could afford it would have latrines in their homes and it was not uncommon for those who could not afford it not to have latrines.  Following the implementation of STBM, people believed that latrine was a necessity and should be made available in all homes regardless of social and economic status. People also started to build latrines that suited their financial affordability. The new social norms that prevailed along with implementation of STBM have also contributed to the changes in behavior at the community level.

· Sanctions & Enforcement
The head of the districts of Timor Tengah Selatan and Flores Timur and the head of sub-districts in those two districts have set a rigid targets and timeline for achieving 100% STBM. For example, in Flores Timur district, the Head of the District and Sub-District in 2011 required the availability of latrines in all households in the village of Lewomuda as a requirement for approval of Lewomuda village’s proposal to have their own administration separated from Lamika village. Other example includes the customary sanction of paying an adult pig, 50 kg of rice and a cash of Rp. 250,000 imposed on community members in Puna Village of Polen Sub-district of Timor Tengah Selatan that failed to comply with the STBM 5 Pillars requirements, especially in the requirement for making latrines and tippy tap available at the household level. In Batnes village, TTU, this fines provision also applied but it slightly lower fines for residents who do not have toilets, which is Rp 100,000. Fines will also be given to people who do not have other STBM infrastructure.  In Lamika village of Flores Timur district, sanction was imposed by withholding the provision of rice for the poor (raskin) on community members who have not made latrine available in their homes. The target and deadline for the achievement of 100% STBM set by the local leadership such as mentioned above and enforcement of sanctions are among the leading factors to the success of STBM program. 
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Left: Some of the villages make a village regulations on environmental hygiene, one of which is Batnes village, in the district of Musi, TTU. Right: The provision of fines for violations related to STBM, set in one of the chapters it villages rules.
Apart from that, the Local Government together with the Program Implementer had carried out monitoring activities on the progress of STBM achievement at the community level. Monitoring was conducted by STBM volunteers together with the Village STBM team. In a number of areas the monitoring also involved the STBM teams at the Sub-District and District level. The results of the monitoring would inform the enforcement of sanctions.  In the actual enforcement, although sanctions was designed to be strictly enforced, the Government at the village level also prioritized persuasive way to avoid conflict, for instance by asking the volunteers to visit and remind people who had not make latrines available in their homes. The village and sub-district government would also later make the visit that those who failed to make available latrines would feel ashamed and committed to build one in their home. Such enforcement of social sanction was considered effective and could avoid the enforcement of financial penalty by the village customary institution.  According to the community members in the areas of study, the assertiveness of the leadership and the enforcement of rules and social sanctions are among the leading factors to the success of STBM.
3.1.2. Ability Determinants
· Knowledge. Triggering activities have increased the knowledge and awareness of community members.  Focus group discussions held at the household level have shown that health issues  were among the factor that led to the awareness and changes of behavior that complied with STBM among community members. Community members also said that their awareness was built following the triggering, training, and door-to-door mentoring activities. 

· Skills. The Program Implementer used a simple and easily-applicable method that facilitates community members to have the skills to apply STBM 5 Pillars.  Community members had also been fully involved in making STBM facilities available and in directly testing their uses to help them in the actual use.  People admitted that it did not need rocket science skills to implement STBM but it was indeed not an easy task to construct a latrine.  However, they also admitted that with the help of the construction workers or the sanitation marketing group at the village level, constructing latrines was not a problem anymore.

· Social support
Cadres, volunteers, customary leaders, religious leaders, and group leaders among the society played very important roles in promoting community participation in building and maintaining health infrastructure, the environment, village paths, public spaces and public facilities that have been built. The habit of doing voluntary collective work and the weekly “clean up” were strong assets of the community. 

· Affordability
People saw that all the standards applicable in STM and the implementation of the program could be adjusted with their economic and financial conditions and capacity. 

3.1.3. Motivations Determinants 
· Values, Attitude, Beliefs & Intention

The method for raising awareness through emotionally-touching triggering activities that brought about the feeling of shame and disgust caused by a bad practice such as open defecation, eating without washing hands, littering that can cause illness – was considered very effective in bringing about new values and intention to apply STBM 5 Pillars in the society.  Such values were also strengthened by the social norms introduced by the cadres, religious leaders, community leaders, village administration, and sanitation attendants. 

· Emotional, Social, & Physical Drivers
The launching of the declaration of 100% STBM for villages/sub-districts that have made 100% achievement had emotionally stimulated the leaders at the village and sub-district levels that had not made the same achievement. Such open declaration was like a “wake up call” for leaders at village/sub-district levels who had not made the same achievement nor solved problems they faced. This would normally make them to question themselves that they could also achieve the same thing if other village/sub-district could.

· Competing Priorities and Willingness to Pay

The government and STBM Program Implementers kept on raising community’s awareness on STBM that eventually people saw it as a priority. As such, people are willing to “pay” according to what they could afford. Some people allocated only a small amount of their budget for a very simple latrine while others spent a lot and gave their heart out to build their own latrines, such as in the case of Mrs Sabino Olin from Batnes village of Musi sub-district, TTU district. Mrs Olin and her husband sold their goat for Rp 750,000 to be able to have a healthy pour-flush type of latrine to ensure comfortable use by all members of the households. 

3.2. Hindering Factors

· Availability and distribution of water were among the factors that community members felt hindering the achievement of the program, especially Pillar 1 and Pillar 2. In areas where water was limited, it was difficult to improve the standard of the latrine by using the healthy pour-flush type of latrine since this type of latrine needed more water compared with the pit or covered pit latrine.  Limited water also made hand washing using soap not a priority because the use of water was prioritized for other purposes. 

· Not all Sanmark groups functioned well in all areas. Access and availability of STBM facilities were key factors to success and the Sanmark groups were among the strategies to make the facilities accessible to the community members by providing inexpensive and accessible latrine and affordable services for constructing toilet with proper health standards.  However, not all groups that were facilitated by the program partners functioned well. In TTS district, for example, out of 24 groups trained, 8 were not active. The survey team also found that there were much fewer number of Sanitation Marketing groups in di TTU that were still actively functioning compared with the ones in TTS.  This has limited community’s access to affordable STBM facilities. 

· From the FGDs it was found out that economic factor was a hindering factor to the successful implementation of STBM, especially concerning Pillar 1. Although 100% STBM has been achieved, many households in fact achieved that with difficulties. Some could not comply with the required standard of using pour-flush with water seal type of latrine and instead used a simple latrine due to limited fund. On the other hand, not all local governments provided sufficient stimulating fund to the village community. Some head of villages like Du (of Lela sub-district of Sikka district) had indeed earmarked some of the Village Fund Allocation for STBM program but in other villages the fund for STBM was limited and was used for other priorities. 

3.3. Leading Factors to Sustainability

3.3.1. Opportunity Determinant

· Access, avaliablity & Product Attribute

Currently 100% of community members in the areas of survey have access to STBM facilities and making STBM facilities available is not a problem. People said that they are willing to do maintenance and repair when necessary. It still remains an issue, however, to change pit latrines to the pour-flush ones, especially in areas where water is abundant. Other issues include improving access to water in areas with limited water availability. Successful follow up will be the factors in improving sustainability.

· Social norms
The social norms that have been constructed in the society and supported the successful implementation of STBM will still play a significant role in controlling community behavior. It means that the behavior should be continuously maintained and promoted. The roles of cadres, customary leaders, village leaders, religious leaders, under-five integrated services attendants, sanitation attendants, and the government are important in maintaining these social norms in the society.

· Sanctions & enforcement
Strong commitment of the Head of Districts, Sub-Districts and Villages in achieving 100% STBM in their areas of leadership have been key to the successful mobilization of all elements down to community members. In addition, community members see that the facilitation and monitoring on the implementation of STBM have facilitated the changes of behavior to the better ones.  It shows that the new social norms constructed in relation to STBM should be maintained and nurtured to become common values.

Interview with cadres and village administration of Laob village of Polen sub-district:

Monitoring should be improved and there is no evaluation at the sub-district level that village administration feels neglected by the sub-district team

Interview with the government of Musi sub-district of TTU district:

During 2013, we did not carry out any direct monitoring anymore because there is no more monitoring program (budget) for us. 
Interview with one of the Sanitation Attendants at the Community Health Centre (Puskesmas):

In 2012 one child died from diarrhea, which we never expected to happen. It must have been due to the lack of intensive monitoring. Monitoring should have been and should be conducted on regular basis because the members of our community do not have yet full awareness on STBM. Monitoring should also be carried out together with the Sub-district team just like it used to be to ensure community members are convinced that we are really committed to ensure community members are complying with STBM behaviors.

Common results of 45 FGDs in all areas:

Monitoring should always be carried out to maintain STBM behaviors, not only by volunteers and cadres but also by the village, Puskesmas and sub-district. 

3.3.2. Ability Determinants: 
· Social support.

The habit of voluntary collective work and mutual support embedded in the society can become an important factor in ensuring the sustainability of STBM program. This is especially true when community members were faced with unsolved problems related with STBM, for instance when an STBM facility owned by vulnerable groups in the community did not work or when access to clean water was disrupted or when someone wanted to upgrade their latrine to healthy and permanent one. In times of financial difficulty, social asset was the strength to keep STBM behaviour to be sustained among the community members.

3.3.3. Motivations Determinants 
· Awareness on benefit

During the implementation stage of STBM, community members hold to the values, attitude, beliefs and intention influenced by the triggering activities and external enforcement. To ensure sustainability, on the other hand, the values, attitude, beliefs and intention constructed from real experience are more influential. 

A statement by a participant of FGD in Oeolo, Musi, TTU:

“We are committed to ensure the sustainability of the implementation of STBM because we have experienced the real benefit of the program. No more hassles for defecation.  The environment is now clean and healthy. There are much less flies and mosquitoes. The most important benefit is that we are now healthier and do not fall sick easily like the way it used to be. It’s been 2 years since we have applied STBM and we have been rarely ill since then. We are committed to sustain this until infinite time.

The same statement was commonly expressed in almost all FGDs and interviews with community members.

3.4. Hindering Factors to Sustainability

· Competing priorities, willingness to pay (Economic factor)

In FGDs, among the factors that influence sustainability was financial issue. Community members explained further that they had many priorities in life and the construction, upgrade and maintenance of STBM facilities was not their only priority. It means that there are competing priorities between STBM and other demands in life. If the construction, upgrade and maintenance of STBM facilities cannot compete with other life priorities, there is no guarantee that people will be willing to pay for the provision and maintenance of STBM facilities. In such case, for instance, in times of broken latrine, people may find it more convenient to go back to the old practice to defecate in the open rather than to fix the latrine.

· Water availability 

Water availability is another factor that was often mentioned during the FGDs. In case of any future problems concerning access to water, it is very likely that STBM program may not sustain not because people are not willing to make available of the STBM facilities but because circumstances will not allow so.
Chapter 4
CONCLUSION AND RECOMMENDATION

4.1.  Conclusion
The study draws the following conclusions:
· Positive changes have occurred in the behaviour of community members in relation to the 5 Pillars of STBM.  Changes occurred in the following behaviour in the order of the most significant to the least one: defecation behavior, hand washing using soap, solid waste management, drinking water treatment, and wastewater management. 

· The order of significance of the changes in behaviour does not necessarily reflect the same order of sustainability of the changes. Using the biggest level of slippage as an indication of the least likelihood for sustainability and, on the other hand, the smallest level of slippage as an indication of the greatest likelihood for sustainability, the sustainability of STBM behaviours can be presented in the following order of the most sustainable to the least one: defecation behavior when at home, drinking water treatment, solid waste management, hand washing using soap and wastewater management. 

· Community members under the study claimed to get the benefit in the changes of behaviour as a result of the STBM implementation for two years and more. The fist benefit concerns the improved hygiene of the environment and decrease in vectors that cause illnesses. The next benefit that people claimed to be most significant is the health benefit, especially in the decrease in the number of diarrhea contractions among community members after STBM was implemented as compared to the time when STBM had not intervened. Apart from diarrhea, there is also a decrease in cases of skin diseases and malaria, which was confirmed by the data on the drastically decreasing number of patients suffering from those three illnesses during 2010, 2011, 2012 and 2013 in the Community Health Centres (Puskesmas) in the areas of study. In addition to health benefit, community members also expressed the benefit of time efficiency as a result of the time saved from having to take care of the sick members of the households and to  take them for medication due to environmental-borne diseases. A number of testimonies were expressed concerning the improved comfort of life and health. In terms of economic and finance, STBM also provided the benefit in the form of cost saving and improved income. Unfortunately, poeple are not really aware of such improvement. Other benefits were also expressed but not as most significant as the ones mentioned above: benefit to education and childcare, sosial benefit and improved self-esteem/pride.
· A number of factors have also  been identified as Opportunity Determinants to the successful changes of behaviour: First, access to and availability of sanitation facilities by almost 100% of the beneficiaries. The program has ben successful in stimulating volunteers, the government at the district down to the village levels, community leaders, community groups and the community members themselves in working hand in hand in achieving 100% access to STBM facilities. Especially in terms of toilet, the program has been successful in facilitating the establishment and functioning of sanitation marketing business groups that facilitated services to community members in building, maintaining or upgrading the standards of their latrine in an affordable way. Other issue concerns availability of sufficient water to support the implementation of STBM; Second, product-friendly attributes with environmental conditions that have limited water, and are economically accessible to the public, for example, cheap ‘leher angsa’ toilets, latrines plengsengan with lid manually, and tippy tap for hand-washing facilities. Third, drastic changes occurred in the social norms of pro unsafe behavior in sanitation sanitation anti unsafe behavior. The emergence of new norms is very conducive to a change of behavior; Fourth, leaders at every level and indigenous leaders, and religious leaders played a vital role by encouraging the rules and policies that can enforce the implementation efforts and fence off with sanctions (including social sanctions) against behaviors that are counterproductive to the success of STBM. Mentoring and monitoring as an instrument for enforcement and (social) sanction a major role for the success of achieving 100% STBM
· Several factors were identified as Ability Determinant of successful behavior change: First, triggering and mentoring activities that have increased the knowledge of the community, so that people know, aware, ready and then be able to decide to change. People consider that knowledge and awareness is a major factor they want to change. Second, the public, assisted by sanmark groups and volunteers, have the skills needed for the implementation of STBM. Program Implementers successfully introduce skills needed by society in a way that is simple and considered easy to apply. Third, the presence of social support from cadres, volunteers, indigenous leaders, religious leaders and groups who had been in the community to generate public participation in constructing and maintaining the environmental health infrastructure, such as toilets, sewers, roads villages, where -spotting general and public facilities were built. Habits of mutual aid and the presence of schedule 'joint clean-up' once a week which has been implemented, is also a strong capital. Fourth, Affordability. All standards were implemented by STBM program, according to the community can be compromised by the ability of their economies, with the variation application in accordance with their respective capabilities.
· There are several factors that are considered as Motivations Determinants: First, values​​, attitude, beliefs and intention. New social norms about growing STBM has established values ​​among community members. Individually, a growing sense of shame, disgust and nausea as a result of their own bad behavior, thus motivating them to change. Second, the open declaration proclaiming 100% STBM to villages / subdistrict that have reached 100% success, motivating emotionally for the leaders / village and district leaders who have the declaration; Third, stakeholders successfully conditioned, that implement STBM is a matter of urgency, and should be a priority. Furthermore, as a priority, then the public is willing to pay with their ability.
· Several factors are considered as hindering factors, firstly, the existence of several places that hard water, thus hindering the implementation STBM, especially pillar 1 and 2 Second, not in each subdistrict there sanmark business, so access is less than optimal. Third, the economic factor. Although STBM been encouraged to be a priority, but the public considers that the factors of economic limitations, as a limiting factor, especially in order to achieve permanent latrine. Fourth, not all governments provide adequate stimulus to the villagers. Indeed, there is villages head who allocates the majority of its ADD to STBM program, but in other villages, the allocation ADD to STBM very little, because it is used for other interests.
· This study concludes that the the opportunity determinant, for the sustainability of STBM are: First, easy access to continuously maintain and improve facility of STBM and adequate water availability. Second, the existence of continuous promotion of social norms that support STBM. The role of cadres, indigenous leaders, community leaders, religious leaders, cadres of posyandu, sanitarian, and the government is important to maintain a good new social norm; third; no loosening of the commitment and decisiveness of a leader to carry out enforcement and sanction, including a commitment to continue the quality of mentoring and monitoring.
· Ability Determinant for the sustainability of STBM are: First, social support. Habits of mutual support, mutual help among the community will be an important factor of sustainability, especially when people are faced with problems that can not be solved by individual community members related to STBM.
· Motivation Determinant for sustainability is the awareness on benefits. When the effort to implement STBM, community hold on values​​, attitude, beliefs and intentions, because of triggering and external enforcement, but the sustainability of this, which would be more influence is the formation of values​​, attitude, beliefs and intentions, because of real experience of the change and the number of benefits, due to changes in the STBM. 
· There are two factors that are thought to hinder the sustainability, namely economic factors and the availability of water
4.2. Recommendation
Taking into account the many benefits resulted from the implementation of STBM, the study recommends the following:
· Program implementer to promote monitoring of STBM as a regular program of the village, sub-district governments and the Community Health Centres and Local Office of Health Department.

· In response to the implementation of the Law on Village Government that will allocate funding of IDR 1 billion per village
, the program implementer should lobby to the government at the district level for passing the umbrella regulation to “force” the Development/Sustainability of STBM (including improved access to clean water) as a mandatory program to be funded by the village government, with a minimum allocation of fund. Through ADD it is expected that issues on access and availability, including the program to ensure the maintain Nance of established attitudes and beliefs, as well as monitoring can be pursued.
· Using the promotion of economic benefits as a way to convince the community to invest in STBM. They are convinced that the return of investment in STBM will be much higher than their spending.
· Related to high slippage in defecation behavior when in the field, program implementers need to think of a solution, because it is feared it will impact on decreasing benefits STBM behavior in the villages, as a result of contaminated vectors that grows from unsafe behavior in their field. One of the main causes of this slippage is a problem of access (= lack of facilities STBM, in the field). Because the field is usually the form of land (owned by residents, lined or contiguous), then build latrines shared or public toilets at one point that is easy to access from several fields, could be a solution.
· Related to high slippage on the behavior of handwashing with soap, which is not caused by lack of facility, but because of factors not accustomed to, to think about the existence of a special cadre or agent of handwashing with soap at each RT. The task of the agent is to remind the availability of water, availability of soap and familiarize community to wash their hands with soap. RT each agent can be run by a system of rotation. For example, the agent in charge of this week is Mary, and the agent in charge of the next week is Sofi, then Lisa, and so on like a duty. To be sure, this slippage can not be ignored and there should be efforts to increase.
· Economic limitations often referred to as the hindering factors of success and the sustainability; it may be an attempt to test the savings schemes in the form of money to build a latrine by village or PKK cadres, can also be done by savings scheme of livestock. In other words need to look for innovative ways to increase the status of the family latrine.
· Finally, because of the program is considered successful and provide many benefits to the community, then it is better done scaling up such programs in other districts that still backward in terms of behavior STBM.
APPENDICES

Appendix 1  
Instruments/tools of study
Appendix 2  
Name of the location of the study: Villages, Sub district, District
Appendix 3
List of Qualitative Interview Respondents
Appendix 4
Number of Partipants at the community based on Gender
Appendix 5
Number of FGD Participants and Interview of Volunteer/Cadres of STBM

Appendix 6
Stories of Changes
Note:


n = sample size


N = population


e = error margin





FGD in Tesiayofanu, Kec. Kie, TTS:


“In the past diarrhea used to be very common. In 2008, 14 children and adults died from diarrhea. Cases of diarrhea at the household level can occur 1-3 times a month. More cases would occur during the raining season in January and February. It has been sometime since we have not been contracted with diarrhea. For this year alone, it has been 7 months since we have not been to the health centre to be treated from diarrhea.”
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Source: Monthly data record on diseases in Puskesmas of Kie, TTS, 2010-2013, processed





Source: Monthly data record on diseases in Puskesmas of Polen, TTS, 2010-2014, processed 





Source: Monthly data record on diseases in Pus of Musi, TTU, 2010-2013, processed





Source: Monthly data record on diseases in Puskesmas of Lurasik, TTU, 2010-2013, processed





Source: Sikka District Office of Health Ministry, Report on Diarrhea Patients in 2013, processed








Source: Sikka District Office of Health Ministry, Report on Diarrhea Patients in 2013, processed








� In the Draft National Budget and Expenditure (RAPBN) 2015, the Village Fund Allocation (ADD) fund has been increased to around IDR 600 millions per year from the previously suggested of between IDR 80 – 150 millions per year.  This amount will keep increasing to comply with the Law on Village Administration as well as  to be in line with the promise of the newly elected President.
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