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Abstract

Community perceptions of a multi-level behavior change sanitation intervention in Odisha, India:
a qualitative study

By Renee Nicole Cerovski De Shay

BACKGROUND: India has a long history of government programs to fight open defecation
which have mainly focused on latrine construction to increase latrine use uptake. Odisha has one
of the lowest rates of individual household latrine coverage in India and research has shown that
households owning latrines do not necessarily use them. Cost-effective and culturally appropriate
interventions targeting behavioral barriers are necessary to bridge the gap between latrine
ownership and use. Understanding how communities perceive behavior change interventions is
needed to optimize effectiveness.

OBJECTIVE: This qualitative study broadly examined general perceptions of how communities
view sanitation interventions in Odisha, and specifically investigated community perceptions and
spillover of Sundara Grama, a multi-level behavior change intervention in Odisha, India which
aimed to increase latrine use.

METHODS: Sixteen sex-segregated focus group discussions, eight with women (n=72) and
eight with men (n=80), were held in six rural villages. Three villages received the intervention,
and three did not. General perceptions of sanitation interventions were assessed in all six villages,
perceptions of Sundara Grama were assessed in the three villages that received the intervention,
and spillover was evaluated in two villages that did not receive the intervention but were in close
proximity to those that did. Data were analyzed using thematic analysis.

RESULTS: Sundara Grama was largely well-received, but not all experienced the intervention as
intended. Some lower caste women were missed during recruitment. Unclear messaging led to
misunderstandings of the purpose of the transect walk, and may have led villagers to punish open
defecators. Internal conflicts and divisions made it difficult for communities to work toward a
common sanitation goal. However, the intervention may have boosted community self-efficacy
toward cleanliness, though not necessarily latrine usage. Communities were already familiar with
sanitation messaging but were often reluctant to encourage members to use a latrine because they
could not provide latrines and they considered sanitation a personal decision. Instead, participants
expected outsiders to initiate and support sanitation efforts. Intervention spillover into control
villages depended on the relations between the villages.

CONCLUSIONS: Post-intervention qualitative work in communities can bring insight to the
intervention delivery and explain endline results. Implementers of community interventions in
Odisha should consider the different groups, and divisions in a village, and target those most
likely to be excluded, such as women and lower castes. Future sanitation interventions aimed at
producing collective action should first assess underlying social divisions and cultural norms
about sanitation. By including activities to strengthen collective efficacy, communities may
become more empowered to act. In a similar way, integrating relationship-building activities and
encouraging inter-village cooperation should increase spillover to nearby villages.
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Chapter I: Introduction and Study Purpose
Background on open defecation

Open defecation contributes to many serious health outcomes, including child
malnutrition and stunting (Spears, Ghosh, & Cumming, 2013), waterborne and soil-
transmitted parasitic diseases (Grimes et al., 2015; Speich, Croll, Furst, Utzinger, &
Keiser, 2016). Open defecation also is associated with other risks, particularly for women
and girls, including bodily exposure, harassment and violence (Sclar et al., 2018), and
higher prevalence of non-partner sexual and/or physical violence (Jadhav, Weitzman, &
Smith-Greenaway, 2016; Winter & Barchi, 2016).

Reducing fecal pathogen exposure through improved sanitation has been linked to
reduced rates of diarrheal disease and death in children under 5, and protection against
soil-transmitted helminthes, and active trachoma (Freeman et al., 2017; Nandi, Megiddo,
Ashok, Verma, & Laxminarayan, 2017). Sanitation may also be associated with
improved cognitive development (Sclar et al., 2017) through a reduction in exposure to
fecal pathogens (Khalil et al., 2016; Kosek et al., 2017; Pinkerton et al., 2016; Watanabe
& Petri, 2016).

Sanitation in India

The majority of the world’s open defecators live in India, where 40 % of the
population practices open defecation (WHO/UNICEF JMP, 2017). The burden of open
defecation is particularly heavy in rural areas: only 36.7 % of rural households use an
improved sanitation facility (NFHS-4, 2017). In Odisha (formerly known as Orissa),
where this study took place, only 23 % of rural households used an improved sanitation

facility (NFHS-4 : Odisha Factsheet, 2017).



Government sanitation programs

In order to understand the issue of sanitation in India and challenging states like
Odisha, it is helpful to understand how government sanitation programs have evolved
over time. Government efforts to end open defecation across India began more than 30
years ago and have undergone significant developments from one program to the next

(see Table 1.1 for a list of country-wide programs in India).

Table 1.1 Sanitation programs sponsored by the Government of India

Name Year Program

Central Rural Sanitation 1986- Promotion of a double pit pour-flush toilets

Programme (CRSP) 1998 through hardware subsidies (Water and
Sanitation Program, 2010)

Total Sanitation Campaign 1999- Incentivized community-led approach to achieve

(TSC) 2012 community total sanitation using Information,

Education, and Communication (IEC) and
capital incentives to build latrines only for
households below the poverty line (Water and
Sanitation Program, 2010)

Nirmal Bharat Abhiyan, or 2012- Latrine subsidies for both below and above

"Clean India Campaign™ 2014 poverty line households, IEC campaign,
(NBA) sanitation in schools, solid and liquid waste
management.

Goal: Country-wide 100% latrine coverage by
2022 (Government of India, 2015)

Swachh Bharat Mission 2014- Re-launch of NBA with a higher latrine subsidy,
(SBM) 2019 financial and administrative restructuring, more
hardware options, and monitoring of latrine
construction and usage
Goal: Country-wide open defecation-free status
by October 2, 2019 (Government of India -
MDWS, 2017)



While the overall trend in these programs has been toward increased emphasis on
latrine usage, most of these initiatives still focus heavily on latrine construction. They
have resulted in little to no effect on reducing open defecation or improving health. Two
trials evaluating the Total Sanitation Campaign (TSC) in Odisha and Madhya Pradesh
found that TSC increased latrine coverage to some extent, but had little impact on open
defecation rates and no impact on health (Clasen et al., 2014; Patil et al., 2014). The
following initiative, Nirmal Bharat Abhiyan (NBA) increased the number of households
eligible for a latrine subsidy, but still struggled to promote latrines and increase demand
for them (Routray, Torondel, Jenkins, Clasen, & Schmidt, 2017).

Drawing from lessons learned from previous initiatives, the current initiative,
Swachh Bharat Mission, aims for all of India to be open-defecation free by 2019, the
150™ birthday of Mahatma Gandhi. In 2014, Prime Minister Modi restructured and
relaunched the Nirmal Bharat Abhiyan (NBA) as the Swachh Bharat Mission (SBM)
(Press Information Bureau, 2014). SBM is the first of the initiatives to monitor both
outputs (latrine coverage) and outcomes (latrine usage) (Press Information Bureau, 2014).
This focus on behavior change is distinctive to SBM, and is hoped to address previous
shortcomings in the previous initiatives.

Recent research has identified a number of socio-contextual factors and barriers to
SBM’s goal of an ODF India. These barriers to exclusive latrine use include any
combination of improper or incomplete construction, lack of a nearby water source for
post-defecation cleansing, social norms, strong cultural support for open defecation, to a
potential loss of mobility for women (Coffey, Spears, & Vyas, 2017; Dreibelbis et al.,

2015; Routray, Schmidt, Boisson, Clasen, & Jenkins, 2015).



Sanitation in Odisha

The gaps between latrine ownership, latrine use, and reduced exposure to fecal
pathogens have been well-documented in Odisha (Barnard et al., 2013; Clasen et al.,
2014; Routray et al., 2015). In order to address these gaps, particularly the issue of latrine
use, it is necessary to design and implement interventions targeting behavioral barriers
(Luby, 2014; Routray et al., 2015). As Odisha is one of the remaining states to achieve
ODEF status, interventions here are particularly relevant.
The Sundara Grama Intervention

Funded by a grant from the International Initiative for Impact Evaluation (3ie),
Dr. Bethany Caruso led a team of researchers from Emory and the London School of
Tropical Medicine to develop Sundara Grama, a multi-level behavior change intervention
to increase latrine use. Through formative research in rural Odisha, the team identified
eight barriers to latrine use, six of which were selected for the Sundara Grama
intervention (Caruso, Clasen, DasMohapatra, et al., 2018). Theory-informed activities to
address these barriers were developed and pilot-tested (Caruso, Clasen, DasMohapatra, et
al., 2018). The intervention’s activities and theory of change utilized three behavioral
theories: Behavior Centered Design (BCD) (Aunger & Curtis, 2016), COM-B system
(Michie, van Stralen, & West, 2011), and RANAS Model (Mosler, 2012). After pilot
testing and integrated lessons learned, the Sundara Grama intervention was expanded to a
larger cluster randomized trial (CRT) conducted in 66 villages in the Puri District of
Odisha.

Sundara Grama activities were developed using the aforementioned behavior

change theories in order to address these key barriers: non-functional latrines; lack of



access to hardware to dispose child feces; limited practical knowledge of how to dispose
of child feces; limited practical knowledge of how to use a latrine and empty the latrine’s
pit; preference for open defecation; and limited understanding of benefits to latrine use
(Caruso, Clasen, DasMohapatra, et al., 2018). Activities are aimed at the community and
household levels, with the mothers’ group meetings specifically targeting mothers with
children under 5 (Caruso, Clasen, DasMohapatra, et al., 2018). Activities include a palla
(traditional theater) performance, transect walk through open defecation sites, a
community meeting, community wall painting, mothers’ group meetings, household
visits with a demonstration of how fecal pathogens spread, poster distribution, and latrine
repairs for a limited number of those in need (Caruso, Clasen, DasMohapatra, et al.,
2018). Activities are described in more detail in Chapter 2.

Qualitative and quantitative data was collected at the baseline for the 66 villages,
and will also be collected at the endline in order to measure the impact of the intervention
(Caruso, Clasen, Sclar, & Sola, 2018). Additionally, qualitative data was needed shortly
after the intervention was implemented to assess the “satisfaction” aspect of the
intervention’s process evaluation (Saunders, Evans, & Joshi, 2005). Within this aspect of
process evaluation, there was a need to qualitatively understand how the members of
intervention communities perceived the various activities and if the messaging spread
beyond those communities to villages in the surrounding area.

Purpose of this Qualitative Study

The purpose of this qualitative study is to understand the perceptions of

community members from villages in Odisha, India who received the Sundara Grama

intervention. This study also examines potential spillover of information from Sundara



Grama intervention villages to non-intervention control communities within close
proximity.
Research Questions

The different experiences of the control and intervention villages required
separate research questions with related sub-questions for each group. In the villages
which had received the Sundara Grama intervention, | explored community perceptions
of the intervention through the following research question and sub-questions in Table

1.2.

Table 1.2 Research Questions for Intervention Villages

Main Question: What are the community perceptions of the Sundara Grama multi-
level latrine use intervention in the Puri district, Odisha, India?

Sub-Questions: 1. How did community members understand the purpose of the
intervention?

2. What was their perception of each intervention activity?

3. How did the intervention influence the village, especially for
latrine use?

4. How could the intervention be improved?

The control villages had not received the intervention, but most were located
within close proximity of an intervention village, allowing for the possibility of spillover
effects from the intervention. Spillover of the intervention was explored in these villages,
as well as their perceptions of other sanitation interventions that had occurred within the
village or the nearby area. The following research question and sub-questions in Table

1.3 guided the data collection in the control villages.



Table 1.3 Research Questions for Control Villages

Main Question: What was the spillover of the Sundara Grama intervention in
Odisha, India to surrounding communities?

Sub-Questions: 1. What did community members know about the intervention?

2. What was their perception of each intervention activity?
3. How did the intervention affect the village, if at all?
4. How could the intervention be improved?

5. What is the history of sanitation interventions in the village?

The information generated by this study will help the Emory research team
interpret the quantitative results of the CRT and better adapt the intervention to the needs
and perceptions of the communities where it is implemented. It will also increase
knowledge about community perceptions surrounding latrine use and help inform tools

for post-trial qualitative data collection and potential intervention scale-up.



Chapter I1: Review of the Literature
The problem of open defecation
Global problem of open defecation and importance of sanitation

Open defecation is a global issue that contributes to numerous health hazards.
These include chronic diarrhea, parasitic infections, malnutrition, and child stunting
(Freeman et al., 2017; Grimes et al., 2015; Spears et al., 2013; Speich et al., 2016; Wolf
et al., 2014). Multiple systematic reviews have supported the protective benefits of
improved sanitation to physical and mental health. These have included protection
against diarrhea, soil-transmitted helminthes, active trachoma (Freeman et al., 2017),
intestinal protozoa infections (Speich et al., 2016) and schistosomiasis (Grimes et al.,
2015). Another systematic review found some support that sanitation is associated with
improved cognitive development (Sclar et al., 2017) through a reduction in exposure to
fecal pathogens causing diarrhea and environmental enteropathy (Khalil et al., 2016;
Kosek et al., 2017; Pinkerton et al., 2016; Watanabe & Petri, 2016).

Aside from physical health and cognitive outcomes, issues related to poor
sanitation conditions can affect mental well-being and safety, especially for women and
girls. Research has shown that open defecation in particular carries the risk of bodily
exposure, harassment and violence (Sclar et al., 2018). In Kenya and India, significantly
higher prevalence of non-partner sexual and/or physical violence was found among
women who practiced open defecation compared to those who do not (Jadhav et al.,
2016; Winter & Barchi, 2016). The perception and experience of loss of privacy,
harassment and violence lead to fear, anxiety, shame, embarrassment, and loss of dignity

(Sclar et al., 2018). In rural Odisha, women were found to experience multiple types of



stressors when engaging in sanitation-related activities, particularly open defecation
(Caruso, Cooper, et al., 2018; K. R. S. Hulland et al., 2015; Sahoo et al., 2015).

Because of the numerous benefits of improved sanitation, eliminating open
defecation is an international priority. Goal 6.2 of the Sustainable Development Goals set
by United Nations aim to “achieve access to adequate and equitable sanitation and
hygiene for all and end open defecation, paying special attention to the needs of women
and girls and those in vulnerable situations” by 2030 (Inter-Agency and Expert Group on
SDG Indicators, 2017). Ending open defecation is no small task; the World Health
Organization estimates that 892 million people still practice open defecation
(WHO/UNICEF JMP, 2017). And this number may be an underestimate, since it
excludes those who have a latrine but do not use it (Garn et al., 2017).

It is important to note that achieving access to adequate and equitable sanitation
does not necessarily lead to ending open defecation. In order to achieve the positive
health outcomes of sanitation and becoming open defecation free, communities must
have adequate latrine coverage, as well as sufficient uptake in latrine use (Freeman et al.,
2017; Garn et al., 2017). Beyond the presence of latrine hardware, a number of factors
have been found to influence whether a latrine is used, including functionality and
maintenance, hygiene amenities, type, accessibility, privacy, age of latrine, and
cleanliness (Garn et al., 2017). In addition, perceived benefit, self-efficacy, and social
norms were found to strongly affect whether or not water, sanitation, and hygiene
(WASH) behaviors, including latrine use, continued to be practiced beyond the life of a
sanitation intervention (Hulland, Martin, Dreibelbis, De Bruicker Valliant, & Winch,

2015).
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Open Defecation in India
For years, India has represented a formidable challenge for the elimination of open

defecation. More than half of the world’s open defecators live in India, where 40% of
Indians are estimated to practice open defecation (WHO/UNICEF JMP, 2017). The
burden of open defecation is particularly heavy in rural areas: only 36.7 % of rural
households use an improved sanitation facility (NFHS-4, 2017). Neighboring countries
Bangladesh and Pakistan, despite having lower GDPs and lower percentages of rural
drinking water access, have lower open defecation rates than India (Coffey et al., 2015).
Despite numerous government efforts to increase latrine coverage, studies have shown
these efforts have resulted in only modest reductions in open defecation, and no impact
on child health (Clasen et al., 2014; Luby, 2014; Patil et al., 2014). Many studies have
explored the barriers and challenges to ending open defecation in India, which will be
addressed in a later section.
Open defecation in Odisha

Odisha (formerly known as Orissa), has lagged behind the rest of the country in
latrine uptake. Located in northeast India (see Figure 2.1), it is the country’s eleventh
most populous state (Statistics Times, 2018) and only 29.4% of households use an
improved sanitation facility (NFHS-4 Odisha Factsheet, 2017). Factors identified as
contributing to these low statistics in Odisha include: geography resulting in poor water
access, poverty, low levels of awareness, lack of household resources to construct a
latrine, improper program implementation, and attitudes that prevent latrine construction

and use (Mania, 2013).
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Figure 2.1, Odisha is located in
northeast India, bordering the Bay of
Bengal (Encyclopaedia Britannica,
2014).
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Efforts to end open defecation in India
A History of Sanitation Interventions in India

In order to understand the context of current sanitation interventions in India, it is
important to understand the history of the government sanitation programs. Since the
mid-1980s, each successive government sanitation program has built on the lessons
learned from its predecessor. Recognition that latrine coverage is meaningless without
accompanying promotion of use has driven successive programs toward emphasizing
behavior change. Specifically, behavior change at the community level, resulting in
villages becoming open defecation free (ODF), is essential for eliminating fecal-oral

pathways and achieving the positive health outcomes of improved sanitation.
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Central Rural Sanitation Programme 1986-1998

India's first national rural sanitation program, the Central Rural Sanitation
Programme (CRSP), lasted from 1986 to 1998. It consisted of constructing double pit
pour-flush toilets through hardware subsidies. This program was generally regarded as
unsuccessful because it did not encourage people to use the toilets or end the practice of
open defecation (Water and Sanitation Program, 2010).

Total Sanitation Campaign 1999-2012

Following CRSP, the Government of India restructured the program into the Total
Sanitation Campaign (TSC) (1999-2012). This initiative sought to improve on CRSP in
two key ways: first, by recognizing the need to motivate people to end open defecation,
and second, to emphasize community-wide change in order to achieve positive health
outcomes (Water and Sanitation Program, 2010).

The first improvement addressed the lack of demand for latrines. Part of the
problem with CRSP was its sole reliance on subsidies to increase demand. A survey
conducted in 1996-1997 by the Indian Institute of Mass Communication found that only
2 % of respondents claimed to be primarily motivated by the subsidy (Government of
India, 2011). As a result, TSC adopted a “demand-driven” approach, using Information,
Education, and Communication (IEC) to convince communities of the importance of
latrines, a critical step missing in CRSP (Government of India, 2011). IEC funding was
limited to 15 % of total project cost (Government of India, 2011).

The second improvement resulted from the idea that the entire community needed

to abandon open defecation in order to experience the health benefits of reduced exposure
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to fecal pathogens (Water and Sanitation Program, 2010). Therefore, TSC implemented a
community-led approach that rewarded communities for achieving 100% total sanitation.

Practically speaking, these two improvements were made through the primary
focus of TSC being on IEC to achieve sanitation goals, and subsidies for latrine
construction were only given to households living below the poverty line (Government of
India, 2011). Later, the TSC program guidelines shifted beyond household toilets to
include schools and all establishments (Water and Sanitation Program, 2010).

Despite these changes, TSC was found to be largely unsuccessful in reducing
negative health outcomes, though it performed marginally better in increasing latrine
coverage. Two separate trials in Odisha and Madhya Pradesh evaluated TSC on the basis
of latrine coverage and health outcomes (Clasen et al., 2014; Patil et al., 2014). The
Odisha trial found a significant increase in latrine coverage following the TSC (Clasen et
al., 2014); though these increases were lower than targeted (Boisson et al., 2014). The
Madhya Pradesh trial found only modest increases in latrine coverage — and even smaller
decreases in open defecation (Patil et al., 2014). Both studies showed TSC to be
unsuccessful in improving child health outcomes, namely diarrhea, highly credible
gastrointestinal illness, parasitic infections, anemia, and growth (Clasen et al., 2014; Patil
etal., 2014).

Nirmal Bharat Abhiyan 2012-2014

As seen in the evaluations of TSC, ending open defecation continued to be elusive.
In 2012, the TSC was succeeded by the Nirmal Bharat Abhiyan (NBA, or "Clean India
Campaign™). The goal of NBA was to accelerate rural sanitation coverage through

“renewed strategies and a saturation approach” and to achieve 100% sanitation access
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(defined by 100% latrine coverage) to all rural households by 2022 (Government of
India, 2015; Routray et al., 2017).

In order to make NBA more effective than TSC, several changes were made. Key
differences between TSC and NBA included increased focus on capacity building,
community mobilization, behavior change, and IEC materials, while expanding financial
support for latrine construction to households above the poverty line (Government of
India, 2015). Funding for IEC, start-up and capacity building remained the same
percentage of the budget (15 %) as under TSC (Shome, 2012). To make latrines more
attractive, households were also given more choices under NBA. This was done through
a menu of technology options which allowed households’ individual preferences and
needs to be better met (Government of India, 2015). Another key development was the
shift from using districts under TSC to using the ‘Gram Panchayat’ (GP) under NBA as
the base unit for implementation (Shome, 2012). Since the GP is one of the smallest units
of rural governance, NBA placed the sanitation effort close to the village level.

Swachh Bharat Mission 2014-2019

In 2014, India’s newly elected Prime Minister Narendra Modi restructured NBA
into a similar, but accelerated program known as the Swachh Bharat Mission (Press
Information Bureau, 2014). In SBM, the ultimate goal pertained to behavior change:
improved cleanliness and elimination of open defecation in India by October 2, 2019,
Mahatma Gandhi’s 150" birthday. This is more than two years sooner than the original
goal of NBA (PMINDIA).

A significant change from NBA to SBM was the strengthening of the program’s

monitoring system, which now monitored latrine coverage and latrine usage, specifically,
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ODF status (Government of India - MDWS, 2017). Under SBM, ODF status is defined
as: “a) no visible faeces found in the environment/village; and b) every household as well
as public/community institutions using safe technology option for disposal of faeces”
(Prasad, 2015).

Other changes included an increase in subsidies per latrine from Rs. 10,000 under
NBA to Rs. 12,000 but a decrease in the percentage of the budget allotted to IEC from 15
to 8 % (Government of India - MDWS, 2017). Despite having a lower percentage of the
budget, IEC was affirmed as a critical way to bring about behavior change.
“Conventional IEC” such as posters, pamphlets, etc. were downplayed and a strong
emphasis was placed on participatory methodologies and inter-personal communication
that would “trigger” communities toward sanitation (Government of India - Ministry of
Drinking Water and Sanitation, 2017). SBM changed the basic unit of intervention from
the GP back to the district, tasking each district to implement a locally-adapted behavior
change strategy to make each of their gram panchayats ODF (Government of India,
2017).

Throughout the past 30 years, efforts to end open defecation have become more
and more focused on behavior change. While increased behavior change may be the
solution, behavior change strategies often lack details for implementation. Although SBM
guidelines speak extensively about behavior change and its role, there seems to be little
difference between IEC and behavior change strategies and activities between TSC,

NBA, and SBM.
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India’s sanitation initiatives and CLTS

The mention of “triggering” in the SBM guidelines may sound familiar: triggering is
a fundamental part of Community Led Total Sanitation (CLTS). CLTS was developed by
Kamal Kar, a development consultant from India, with Village Education Resource
Centre in Bangladesh (Community-Led Total Sanitation, 2019a). CLTS mobilizes
communities to eliminate open defecation through collective action, mutual support and
local innovation and has been widely adopted throughout Asia, Africa, Latin America,
the Pacific and Middle East (Community-Led Total Sanitation, 2019a).

Though it has been implemented in India, and partially inspired the SBM behavior
change strategy (Government of India, n.d.), CLTS experiences significant challenges in
India because of the government latrine subsidies and the complexities of rural India
(Community-Led Total Sanitation, 2019b). One criticism of India’s Swachh Bharat
Mission and other initiatives is the subsidy of toilet construction, which is said to
interfere with the concept of ownership. Within the model of CLTS, it is believed that
those who construct their own latrines are more likely to use, maintain, and repair them
(Chambers & Myers, 2016). This may represent a barrier to use, as those who receive a

latrine may not feel any personal connection to it, or desire to use it.

Barriers to end open defecation in India
Barriers to latrine use in India

The context of rural India presents many complex barriers to achieving latrine
usage and coverage. Studies have shown that interventions aimed at increasing latrine

coverage in India do not necessarily lead to increased latrine use, though interventions
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specifically targeting latrine use were more successful (Garn et al., 2017). This is because
in addition to providing a functional latrine to a household, socio-contextual factors and
behavioral patterns need to be understood and addressed in order to increase uptake
(Coffey et al., 2017; Dreibelbis et al., 2015; Routray et al., 2015). A number of barriers to
latrine usage have been identified, which could include any combination of issues related
to construction, lack of a nearby water source for post-defecation cleansing, strong socio-
cultural support for open defecation, and cultural beliefs surrounding purity and caste
(Coffey et al., 2017; Dreibelbis et al., 2015; Routray et al., 2015).
Improperly constructed latrines

One pitfall of India’s subsidy system for latrine construction is its vulnerability to
exploitation and corruption, resulting in a common barrier to latrine use: a non-functional
latrine. Widespread corruption has been known to be entrenched within the water and
sanitation sector, particularly with construction service providers (Davis, 2004).
Corruption at many levels has prevented vulnerable rural communities from receiving the
government subsidies and latrines promised under TSC (Hueso & Bell, 2013). Subsidies
or incentives often resulted in improperly or partially constructed latrines, built only for
the purpose of collecting the subsidy (Hueso & Bell, 2013). Households have been
known to repurpose dysfunctional and unwanted latrines (Gupta, Coffey, & Spears,
2016).

A qualitative study in Odisha found that while privacy can be a benefit of using a
latrine, poor construction of a household latrine may lead to more privacy issues,
especially for women (Routray et al., 2015). Incomplete or poorly located latrines did not

meet women’s privacy needs, particularly if the position of the latrine allowed for men to
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see them entering and exiting (Routray et al., 2015). In another study, 23% of
respondents cited privacy as a reason for OD instead of using a latrine (Barnard et al.,
2013). Routray et al. found that going to the defecation site was seen as more private for
women, since men do not see them there (2015). While it was noted that men’s need for
privacy was not as great, there was still concern if the latrine was located too near to the
entrance of the home (Routray et al., 2015).
Water availability

Water availability has been identified as a potential barrier to latrine use, though
findings on this issue are mixed. A qualitative study in rural Odisha found that water
availability in the latrine was considered necessary in order to carry out the required
cleansing rituals following defecation (Routray et al., 2015). Because defecating causes
one to become ritually impure and unable to touch a water source, the water needed for
anal cleansing, flushing waste, and washing of the body and clothes had to be in the
latrine before use (Routray et al., 2015). Fetching water for these tasks was considered
more work, and practicing open defecation near a water source was a more convenient
solution to this problem (Routray et al., 2015).

Despite this, quantitative evidence to support access to water as a barrier in India
is weak. Households with piped water have not been found to be more likely to have a
latrine, and only a small percentage of respondents cite access to water as a reason to not
use a latrine (Banda et al., 2007; Coffey et al., 2014; Coffey et al., 2017; Lahiri,
Yegbemey, Goel, Mathew, & Puri, 2017). On the other hand, a mixed methods study
among 306 women from rural Maharashtra suggest that water availability is important to

both latrine users and open defecators (Hirve et al., 2015).
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Socio-cultural support of open defecation

In direct contrast health messaging surrounding the dangers of open defecation,
socio-cultural norms in Indian culture support open defecation as healthier than using a
latrine. Survey data from rural households in northern India support this preference for
open defecation, associating open defecation with health, wholesomeness, longevity, and
strength (Coffey et al., 2014; Coffey et al., 2015). In this survey, 74% of individuals
practicing open defecation despite having access to a latrine in their home explained that
they did this because it was pleasurable, comfortable, or convenient (Coffey et al., 2014).

Preference for open defecation extends beyond perceived health benefits or
virtuousness. Open defecation is also associated with social benefits, especially for
women, who typically go in groups. The evening trip to defecation sites is considered a
time to socialize, gossip, and relieve stress. For younger married women, this may be the
only time they are allowed to leave the house and socialize with their friends, or get fresh
air and exercise (Routray et al., 2015).
Purity

Beliefs about ritual purity also support open defecation as a way to keep a home
pure. In Hindu culture, purity is highly compartmentalized. Different parts of the body
are assigned different levels of purity. To some degree, this concept is applied to the
home, the temple, and the world (Luthi, 2010). A study in Kottar, south India found this
concept to be old, and divided life, and in particular, the village into concentric circles,
where the temple and high-caste areas were in the middle and the lower caste areas on the
outside (L0thi, 2010). This ideology is evident in the way Kottar residents viewed

cleanliness: as having little relevance beyond their own homes and the temple (Luthi,
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2010). In this context, open defecation does not carry any stigma, and has traditionally
been the preferred way to dispose of feces, as it is seen as unacceptable for human feces
to be near a home and the worship shrine (Banda et al., 2007; Coffey et al., 2015;
Routray et al., 2015).

Purity and Pit Emptying

Beliefs about ritual purity which support open defecation also complicate the
process of emptying the latrine pit. Often, the most practical and cost-efficient way to
empty the government subsidized household latrines is by hand (Coffey et al., 2015). In
other countries, markets have sprung up around the need for manual pit emptying.
However, this would be unacceptable in India where complex rules about ritual purity
and uncleanness are woven into the fabric of Hindu society and feces and bodily fluids
are considered ritually polluting (Coffey et al., 2014; Coffey et al., 2015; Harper, 1964;
Khare, 1962).

As concepts of ritual purity result in a compartmentalized view of spaces, they also
contribute to stratifications in society. Ritual purity forms the basis for the caste system,
which in turn dictates the division of labor and interdependence of a community (Harper,
1964). In this system, lower castes were considered less pure and permanently polluted,
and relegated to dirty and degrading tasks, including cleaning feces (Shah, Mander,
Baviskar, Thorat, & Deshpande, 2006). As a result, emptying a pit is unthinkable for
most Hindus and considered a symbol of caste-based oppression to those who have been
historically responsible for “dirty work” (Chambers & Myers, 2016; Coffey et al., 2015).

Research has explored how the issue of pit emptying affects latrine usage and the

expectations and concerns rural Indian populations have about their latrines. Coffey et
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al’s SQUAT survey in 3,235 rural households in five states in northern India found that
government-subsidized latrines do not meet their expectations (2014). Government
latrines were much less likely to be used than privately constructed latrines, and privately
constructed latrines were found to have much larger pits than government latrines
(Coffey et al., 2014). This reflects the concern of many rural Indians expressed about the
pit filling up and needing to be emptied (Coffey et al., 2015). In fact, concern about pits
filling up is one reason why men choose to defecate in the open, in order for the latrine to
be reserved for women, children, the elderly and disabled (Chambers & Myers, 2016;

Coffey et al., 2014; Gupta et al., 2016).

The Sundara Grama Intervention
Emory CRT of Sundara Grama in Odisha

In the face of the considerable health consequences of open defecation, the need
for contextually-appropriate behavior change interventions, and the impending deadline
of SBM, a need exists for cost-effective, scalable interventions that increase latrine usage
in India.

A research team at Emory is conducting a cluster randomized trial (CRT) to
evaluate the Sundara Grama intervention, which they designed to increase latrine use in
rural Odisha. This multi-level, theory-informed intervention package included low-cost
latrine repairs and behavior change activities focused at the community, household, and
individual levels. Behavior change messaging was delivered through the following
activities held in this order: palla, transect walk, community meeting, mother’s meeting,

household visits, community wall painting. Table 2.1 gives descriptions of each activity.



Table 2.1 Description of Sundara Grama Behavior Change Activities
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Activity Level of Aim
Change
Palla Community To educate and engage community
members on the health and non-health
benefits to latrine use through a traditional
palla that utilizes folk song, music, and skit.
Transect Community To show the amount of human feces present
walk in each village by having village members,

including children, walk around their
village and mark defecation sites with
colored holi powder.

Community Community To facilitate community motivation, action,
meeting and commitment toward achieving the
intervention motto of a “clean, healthy,
beautiful village” through interactive,
participatory community meetings.

Description

A traditional folk theater performance featuring
songs, skits, and music centered on the theme of
sanitation and latrine use

An early morning walk through the village and
defecation fields with the community. Participants
are given brightly-colored powder to sprinkle on
any feces that they find. Community mobilizers
share key messages and end the walk with a
handwashing demonstration.

A meeting with the community to share more key
messages about sanitation and latrine use. The
community is encouraged to create and commit to
an action plan to achieve a “clean, healthy,
beautiful village.”



Mother’s Group To provide action knowledge on the
meeting materials and practices used to safely
dispose of infant and young children’s feces
into latrine through interactive learning
groups among mothers and primary
caregivers.
Household  Household  To provide household-level counseling on
Visits barriers to latrine use and facilitate

motivation and commitment toward

achieving the intervention motto of a
“clean, healthy, beautiful village” through
interactive, participatory household visits.

Community Community
Wall
Painting

To display publicly the community-
identified goals and action steps for
achieving a “clean, beautiful, healthy
village” alongside a community map that
identifies households who have a latrine and
households who are also using their latrine,
in order to track progress towards the
community goals.
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A meeting with mothers of young children to
instruct them on safe child feces disposal and to
distribute a child potty and scoop to each mother in
attendance.

Individualized visit to each household with a latrine
in the village. Community mobilizers encourage all
household members to use the latrine every time.
Demonstration of how flies can transmit feces is
given.

Households are given either a poster to remind
them to use the latrine every time, or a poster to
celebrate their exclusive use of their latrine,
depending on their status.

A map of the village and village households is
painted in a prominent location in the village.
Households with latrines are identified, as well as
household that use latrines exclusively.

Not completed at the time of this study
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This combination of latrine repairs and behavior change activities is hoped to
increase behavioral uptake both in the short and long term.
Theoretical framework:

In designing the Sundara Grama intervention , the team utilized three behavioral
theories to craft activities and the theory of change: Behavior Centered Design (BCD)
(Aunger & Curtis, 2016), COM-B system (Michie et al., 2011), and RANAS Model
(Mosler, 2012).

Sundara Grama borrowed several elements from Behavior Centered Design
(BCD), an approach that includes a theory of change, behavioral determinants, and a
program design process (Aunger & Curtis, 2016). BCD draws from a number of general
behavior theories, including Reinforced Learning, Behavioral settings theory,
evolutionary psychology, and a five-step process to design an intervention called Assess-
Build-Create-Design-Evaluate (Aunger & Curtis, 2016). Key features of BCD include its
single-minded focus on behavior change as the outcome, the social and physical context
of the behavior, and a theory of behavior change instead of behavior determination
(Aunger & Curtis, 2016).

BCD also makes distinctions between three levels of behavioral control by the
brain: reactive, motivated and executive (Aunger & Curtis, 2015). Reactive behavior
refers to habits built through regular rewarding behavior (Aunger & Curtis, 2016), though
disgust is sometimes argued as also reactive behavior. Motivated behavior ties behavior
to evolutionary beneficial motives (Aunger & Curtis, 2016). Elements of the intervention
related to motivated behavior seek to encourage the desired behavior of latrine use by

associating it with motives such as justice, comfort, status, nurture and disgust (Caruso,
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Clasen, DasMohapatra, et al., 2018). Executive behavioral control refers to behavioral

choices made in order to prioritize long-term payoffs over short-term gains (Aunger &

Curtis, 2016). Table 2.2 shows how Sundara Grama activities fit within the reactive,

motivated, and executive levels of behavior.

Table 2.2 Levels of behavioral control in BCD, Sundara Grama activities, and messages

Activity Type of behavior
Reactive behavior Motivated behavior Executive behavior
Palla Status for household and Perceived
community vulnerability and
Latrine use contributes to severity
community dignity and
pride
Transect Latrine use contributes to
walk community dignity and
pride
Community Comfort and convenience Perceived
Meeting Status for household vulnerability and
severity
Barrier Planning
Mother’s Nurture of children Perceived
Group vulnerability and
Meeting severity
Household Disgust can also Disgust can be seen as Perceived
Visits/Poster  be seen as reactive or motivated vulnerability and
distribution ~ motivated behavior severity
behavior Barrier Planning
Wall Status of household

Painting
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Finally, BCD considers the behavior as it fits within a social and physical setting
and in the context of other behaviors (Aunger & Curtis, 2016). Modifications to the
environment are designed in order to disrupt the undesired behavior, promote the
revaluing of the desired behavior as the best response to the new situation, and support
continued performance of said behavior (Aunger & Curtis, 2016). All activities except for
the palla were designed to affect the environment through self-regulating factors, norms,

and physical opportunity (Caruso, Clasen, DasMohapatra, et al., 2018).

The COM-B System describes behavior in the context of three essential
conditions: capability, opportunity, and motivation (Michie et al., 2011). Capability
includes both psychological and physical capacity to perform the behavior (Michie et al.,
2011). Motivation covers all brain processes related to behavior, including habits, goals,
analytical decision-making, and goals (Michie et al., 2011). Finally, opportunity relates to
all outside factors that either make the behavior possible or prompt it (Michie et al.,

2011). Table 2.3 shows how Sundara Grama activities fit within the COM-B System.
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Table 2.3 Sundara Grama activities and the COM-B System

Activity Essential Conditions
Capability Opportunity Motivation
Psychological Physical Prompt Possible
Palla X
Transect walk X
Community
Meeting X
g household household X
potty and scoop X
S already had already had
distribution . .
latrine) latrine)
Household
Visits/Poster X
distribution X X
Wall Painting % X
Latrine Repairs X X

The third theoretical model used in the Sundara Grama intervention is the
RANAS model. The RANAS model assumes that five factor blocks have to support a
new behavior in order for it to be adopted: risk, attitudes, norms, abilities, and self-
regulation (Mosler, 2012). Behavioral factors from other theories of behavior change are
organized into these five factor blocks, which influence the target behavior, as well as
competing behaviors (Mosler, 2012). Target behaviors are broken down into use,
intention, and habit, with habit being the most important outcome because it signifies that

the behavior will persist in the long-term (Mosler, 2012). To influence toward the target
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behaviors, each factor block has a corresponding behavior change intervention technique

which should efficiently change that factor (Mosler, 2012).

Risk factors were highlighted in the Sundara Grama intervention through the
palla, in which skits were used to influence perceived vulnerability and severity of fecal
exposure (Caruso, Clasen, DasMohapatra, et al., 2018). These factors were reinforced
through the community meeting, mother’s meeting and household visits (Caruso, Clasen,

DasMohapatra, et al., 2018).

Attitudinal factors include beliefs about outcomes as well as feelings associated to
the behavior (Mosler, 2012). Activities from Sundara Grama that were designed to
provide motivations and reactions address this factor. For example, the palla’s appeal to
latrine use as elevating to the community and community meeting’s messages about the
convenience of latrine use both provide motivations to perform the desired behavior

(Caruso, Clasen, DasMohapatra, et al., 2018).

Descriptive and injunctive norms were addressed in the intervention as well. The
wall paintings and posters addressed a descriptive norm by showing that latrine use is
commonly practiced in the village (Caruso, Clasen, DasMohapatra, et al., 2018).
Injunctive norms, which pertain to perceptions of community approval or disapproval,
were addressed in the transect walk, wall painting, banner, and household visit (Caruso,

Clasen, DasMohapatra, et al., 2018).

Ability factors were only addressed during the mother’s group, which taught
mothers how to handle the feces of children, the elderly, and disabled (Caruso, Clasen,

DasMohapatra, et al., 2018).
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Finally, self-regulation factors action control, remembering, coping planning, and
commitment (Mosler, 2012) were addressed in the activities. During the community
meetings, the communities agreed upon and made a plan for keeping the village clean,
which relates to action control (Caruso, Clasen, DasMohapatra, et al., 2018). The
community meetings also facilitated discussion about barriers to latrine use and their
solutions, addressing the coping planning factor (Caruso, Clasen, DasMohapatra, et al.,
2018). The community meetings, wall paintings and poster fostered community
commitment to the action plan and their goal of sanitation (Caruso, Clasen,
DasMohapatra, et al., 2018). Finally, the holi powder in the transect walk, wall painting
and poster served to remind the community of their commitment to latrine use and the

state of their sanitation (Caruso, Clasen, DasMohapatra, et al., 2018).

Justification for this thesis project

In summary, open defecation is a source of many negative health outcomes and
years of effort have gone into eliminating open defecation in India. Since behavior
change is the key to bridge the gap between latrine coverage and exclusive latrine usage,
there is a need for interventions to address the myriad socio-contextual barriers in rural
India. To address this need, the Sundara Grama Intervention is a low-cost intervention
based on several behavior theories and frameworks that was evaluated as a cluster-
randomized trial in Odisha, India. However, in order to interpret the results of the
Sundara Grama CRT, it is necessary to understand the experiences perceptions of the
communities that receive it. Community input is needed to know if the intervention and

its activities were appropriate and effective in their socio-cultural context. In addition,
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researchers need to understand spillover effects: whether or not key messages from the
intervention spread to and influenced inhabitants in surrounding villages. This thesis
project qualitatively explores community perceptions of the Sundara Grama Intervention,
sanitation interventions in general, and spillover effects in intervention and control
communities. The findings from this study will be able to give context to the results of
the CRT, inform potential modifications and scale-up of the intervention, and contribute

to the body of literature on sanitation interventions in Odisha.
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Chapter I11: Student Contribution
Journal Choice
International Journal of Environmental Research and Public Health
Overview of the Sundara Grama Intervention

The Sundara Grama Intervention is a multi-level behavior change package
designed to promote latrine use among rural households in Odisha, India. It was
developed by a team from Emory and the London School of Hygiene and Tropical
Medicine (LSHTM) and funded by a grant from 3ie: International Initiative for Impact
Evaluation. The principal investigator is Dr. Bethany Caruso from Emory University.
After formative research, the team pilot-tested and finalized the Sundara Grama
intervention. It was then implemented by Rural Welfare Institute and evaluated by the
Emory and LSHTM team as part of a cluster-randomized trial (CRT) (Caruso et al.,
(Accepted)).

The Sundara Grama intervention manual states that the intervention goal is for all
feces to end up in a latrine (Caruso et al., 2018). Formative research identified eight
barriers to achieving this goal: “poor design and poor quality latrines; non-functional
latrines; limited water access for flushing/post-defecation cleansing; no access to
hardware for child feces disposal; limited practical knowledge regarding child feces
disposal; limited practical knowledge regarding how to use a latrine and empty the
latrine’s pit; preference for open defecation; and limited understanding of the health and
non-health benefits to latrine use” (Caruso et al., 2018)(p.7). The team chose behavior
change techniques to address six out of the eight barriers (Poor latrine design and lack of

water were excluded. Addressing these factors would not be feasible because the funders
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required interventions to cost no more than an average of 20USD per household) and
developed activities targeting the community, group (mothers with children under age 5),
and household levels (Caruso et al., 2018).

The CRT involved 66 villages, 33 which received the intervention and 33 which
did not (Caruso et al., (Accepted)). In addition to the CRT, qualitative research was
conducted with six additional villages: three of the villages received the intervention and
3 did not (Caruso et al., (Accepted)). Baseline quantitative data on latrine use and
coverage was collected in the CRT villages (Caruso et al., (Accepted)). Quantitative data
will also be collected at endline for these villages to evaluate intervention impact (Caruso
et al., (Accepted)). No quantitative baseline or endline data was collected in the six
qualitative villages; qualitative activities designed to understand community member
perceptions of the intervention were carried out shortly after most of the intervention
activities were implemented. This thesis focuses on understanding perceptions of the
intervention activities delivered at the household and community levels. Another student
thesis focused on the perceptions of the mother’s group activities.
Role of Student Project within Sundara Grama

My role in this project was to conduct qualitative research in the aforementioned
six qualitative villages to understand community perceptions of the community and
household level intervention activities, and possible spillover into control villages. The
project contributed to assessing the “satisfaction” element of the intervention’s process
evaluation (Saunders, Evans, & Joshi, 2005) and will also help explain the success or

failure of the intervention. Findings from this study will help the team better understand
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intervention impact, inform revisions and possible scale-up of the intervention, and guide
endline qualitative research in the CRT villages.
Student Contribution to Thesis
Dr. Caruso provided the research question for this study. Under her supervision

and guidance, as well as that of Dr. Routray, the India-based principal investigator and
Gloria Sclar, program associate, | planned the evaluation methods, designed data
collection tools, recruited and trained research assistants, and collected primary data from
the villages. | wrote this thesis and developed all figures and tables with guidance and
feedback from Dr. Comeau and Dr. Caruso.
Methods
Study setting and population

Odisha, located in northeast India, is the country’s eleventh most populous state
(Statistics Times, 2018) currently has the second-lowest latrine coverage level (29%) of
all the states in India (National Family Health Survey - 4 : Odisha Factsheet, 2017).
Factors identified as contributing to these low statistics in Odisha include: geography
resulting in poor water access, poverty, low levels of awareness, lack of household
resources to construct a latrine, improper program implementation, and attitudes that
prevent latrine construction and use (Mania, 2013).

In addition to the CRT, qualitative research was conducted with six additional
villages not engaged in trial activities: three of the villages received the intervention and
3 did not (Caruso et al., (Accepted)). This study included these six villages. Two of the

intervention villages (12 and 13) were paired with two control villages (C2 and C3,
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respectively) within close proximity. The third intervention village (I11) and control

village (CA) were not paired to each other.

Data collection

Qualitative research methods were employed as they are best suited to researching
the perspectives and context of a study population (Hennink, 2011). Focus groups, which
provide an opportunity for participants to interact and prompt conversations from the
emic perspective (Hennink, 2011), were used to collect community-level perceptions of
the intervention. Sixteen sex-segregated focus group discussions (8 with men, 8 with
women) were conducted in six villages, three of which had received the Sundara Grama
intervention, and three of which had been designated as control villages (80 total male
participants; 72 total female participants). (see Table 3.1). Sex segregation was used in
order to encourage open discussion among group members of the same sex.

Focus group discussion guides were developed through a careful review of Saunder’s
guide to process evaluations (Saunders et al., 2005), and the Sundara Grama Intervention
Manual (Caruso et al., 2018), which included the intervention Theory of Change. The
main questions in the FGD guide explored community perceptions and experiences with
the intervention activities: palla, transect walk, community meeting, mother’s meeting,
household visits, poster distributions, and the wall painting. Because the latrine repairs
were not yet completed at the time of the study, questions about latrines were not
included in the discussion guide.

The intervention FGD guide was piloted with women from a village that received the
Sundara Grama intervention during the training of the implementers. After the first five

focus groups, revisions were made to the guides in order to improve the quality of the
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data. Specifically, a section was added to the control FGD guide to explore the history of
sanitation programs in the villages to better understand context. Additionally, because the
initial male focus groups were very short, a set of separate probes were developed for the

male intervention FGDs to encourage more participation.

Table 3.1, Focus group participants by village and sex

Intervention Control Intervention Control Intervention Control
Villagel  Village Village 2 Village  Village3  Village

(11) A (CA) (12) 2 (C2) (13) 3(C3)
FGD
participants 15 38 23 26 27 23
Female 6 15 18 14 11 8
Male 9 23 5 12 16 15

Community members were eligible to participate if they were 18 or older and had
attended several of the intervention activities. Men and women from intervention villages
were asked how many activities they had attended. If they had attended more than one
activity, they were recruited for the focus groups. In control villages, eligibility was
determined only by age. Those who were willing to participate were recruited.

Recruitment for focus groups was conducted in two ways. Primarily, the anganwadi
worker (female village child care worker) or ward member (local leader) recruited
participants in advance for the focus groups. When they were not willing or available to
recruit, participants were recruited on the day of the focus groups through convenience
sampling by the research assistants who would conduct the focus groups. Specifically,

SK, AB, and SM went from house to house and asking for volunteers. At times, snowball
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sampling was used when participants recommend other qualified potential participants
for the FGD.

Focus group size ranged from five to 15 participants. Although the goal was to
recruit six to eight participants per group, focus group size depended on the recruiter and
community interest in the discussion. When the focus group was larger than desired, the
participants who did not attend many intervention activities were asked not to participate.

Demographic data (See Table 3.2) were collected via paper survey before each focus
group discussion. Data collected included age, marital status, education level, number of
children, and exposure to each activity in the Sundara Grama intervention.

Focus group discussions were facilitated by research assistants who were from the
region and fluent in Oriya. Most FGDs were held in the anganwadi (women) or at the
village temple or clubhouse (men), as suggested by participants. Discussions were
recorded on a cell phone or a research assistant's phone and then uploaded to shared
folders in Google Drive and Box. RD wrote detailed observational notes during each

focus group and debriefed with the research assistants after each focus group.
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N %

Sex 152

Female 72 47.4%

Male 80 52.6%
Intervention Status 152

Intervention 65 42.8%

Control 87 57.2%
Caste 152

Scheduled Caste 13 8.6%

Scheduled Tribe 3 2.0%

General Caste 99 65.1%

Other Backward Castes 37 24.3%
Latrine Ownership 152

Yes, functional 101 66.4%

Yes, non-functional 9 6.0%

No 42 27.6%
Frequency of Latrine Use for Defecation 110

Always 96 87.2%

Sometimes 10 9.0%

Never 4 3.6%
Attended the Palla (intervention villages only) 59

Yes 32 54.2%

No 27 45.8%
Attended the Transect Walk (intervention villages only) 58

Yes 30 51.7%

No 28 48.3%
Attended the Community Meeting (intervention villages only) 55

Yes 31 56.4%

No 24 43.6%
Attended the Mother’s Group Meeting (intervention villages 43
only)

Yes 23 53.5%

No 20 46.5%
Attended the Household Visit (intervention villages only 23

Yes 20 87.0%

No 3 13.0%
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Data management and analysis

Recordings were translated and transcribed into a word document by a contractor.
The transcripts were then coded and analyzed in MaxQDA software ("MaxQDA," 2018).
Demographic data were entered into an Excel spreadsheet by RD, and other volunteers.

Data were analyzed with thematic analysis as described by Braun and Clarke (Braun
& Clarke, 2006). Transcripts were reviewed and memos were written to record first
impressions of the data. Data were then coded and analyzed using a “bottom-up”
inductive approach (Braun & Clarke, 2006). A codebook was developed based on a few
deductive codes from questions in the FGD guides, as well as inductive codes identified
by reviewing the transcripts. Feedback on the codebook was obtained from BAC, GDS,
and other colleagues, the codebook was revised, and then the transcripts were re-coded.
Data were reviewed village-by-village in order to gain a sense of common patterns and
themes at the village level. Codes were grouped into themes. The themes that were
closely aligned with the research question were selected and examined further. A
conceptual diagram was developed to explain community perceptions of sanitation

change.

Ethics

This study was approved as an amendment to the parent CRT study protocol.
Protocols were reviewed and approved by the Institutional Review Board at Emory
University in Atlanta Georgia (00098293) and the Ethics Review Committee at Xavier
Institute of Management in Bhubaneswar, Odisha, India. Before the collection of any
data, verbal consent was obtained from all participants, who were each given a copy of

the consent form. Identifying data were not collected in the demographic surveys or on
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the recordings of the focus group discussions. Participants were not compensated for

being in the study.
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Abstract: In Odisha, India, household latrine coverage is estimated to be 29% and household
latrines are not necessarily used. Cost-effective, culturally appropriate behavior change
interventions are necessary to bridge the gap between latrine ownership and use. We examined
community perceptions and knowledge spillover of Sundara Grama, a multi-level behavior
change intervention designed to increase latrine usage in rural Odisha. We also examined how
communities view sanitation interventions. Sixteen sex-segregated focus groups (n=152) were
held in three intervention villages and three control villages. Two control villages were chosen
based on proximity to the intervention villages to study spillover. Data were analyzed using
thematic analysis. Sundara Grama was well-received, but intervention recruitment challenges
prevented some from attending activities. Delivery issues contributed to misunderstandings
and negative feelings about the transect walk and community meetings. Many were familiar
with sanitation messaging, but were reluctant to tell others to use a latrine since latrine
ownership was considered a household issue. Intervention spillover into control villages
depended on village relations. Findings suggest future interventions should identify and target
recruitment to all village groups, castes, and neighborhoods to ensure better coverage of
messages. Assessing and integrating collective efficacy into community-centered sanitation
interventions should increase community-level action.

Keywords: Sanitation, behavior change, WASH, rural India, qualitative research, community
perceptions, latrine usage

1. Introduction

Open defecation is associated with chronic diarrhea, parasitic infections, malnutrition, and
child stunting [1-5]. Improved sanitation has been shown to be protective against diarrhea, soil-
transmitted helminthes, active trachoma [4], intestinal protozoa infections [2] and schistosomiasis
[3]. Sanitation is also associated with cognitive development [6] through exposure to fecal
pathogens causing diarrhea and environmental enteropathy [7-10]. Issues related to poor
sanitation conditions can also affect mental well-being and safety, especially for women and girls.
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Research has shown that open defecation in particular carries the risk of bodily exposure,
harassment and violence [11-13].

Goal 6.2 of the UN Sustainable Development Goals aims to eliminate open defecation by
2030 [14]. The World Health Organization estimates that 892 million people still practice open
defecation [15]. This number may be an underestimate, since it excludes those who have a latrine
but do not use it [16].

More than half of the world’s open defecators live in India, where 40% of Indians are
estimated to practice open defecation [15]. The burden of open defecation is particularly heavy in
rural areas: only 37% of rural households use an improved sanitation facility [17]. Neighboring
countries Bangladesh and Pakistan, despite having lower GDPs and lower percentages of rural
drinking water access, have lower open defecation rates than India [18]. Despite numerous
government efforts to increase latrine coverage, studies have shown these efforts have resulted in
only modest reductions in open defecation, and no impact on child health [19-21].

Sanitation Programs in India

Since the mid-1980s, the Indian government has implemented national sanitation programs,
gradually shifting from solely providing latrines to promoting latrine uptake.

India's first national rural sanitation program was the Central Rural Sanitation
Programme (CRSP), (1986- 1998). It consisted of constructing double pit pour-flush toilets
through hardware subsidies. This program was unsuccessful because it did not encourage people
to use the toilets or end the practice of open defecation [22]. Following CRSP, the Government of
India restructured the program into the Total Sanitation Campaign (TSC) (1999-2012). TSC
improved on CRSP by recognizing the need to motivate people, and by emphasizing community-
wide change in order to achieve positive health outcomes [22]. TSC introduced Information,
Education, and Communication (IEC) to achieve sanitation goals; and subsidies for latrine
construction were only given to households below the poverty line [23]. Despite these changes,
TSC was largely unsuccessful in reducing negative health outcomes, though it performed
marginally better in increasing latrine coverage [19,20,24]. A cluster randomized trial found a
significant increase in latrine coverage following the TSC [20]; though these increases were lower
than targeted [24]. Similarly, a trial in Madhya Pradesh found only modest increases in latrine
coverage — and even smaller decreases in open defecation [19]. Both studies showed TSC to be
unsuccessful in improving child health outcomes, namely diarrhea, gastrointestinal illness,
parasitic infections, anemia, and growth [19,20].

In 2012, the TSC was succeeded by the Nirmal Bharat Abhiyan (NBA). The goal of NBA was
to accelerate rural sanitation coverage and achieve 100% sanitation access (defined by 100%
latrine coverage) to all rural households by 2022 [25,26]. Key differences between TSC and NBA
included increased focus on capacity building, community mobilization, behavior change, and
IEC materials, while expanding financial support for latrine construction to households above the
poverty line [26].

In 2014, NBA was restructured into a similar, but accelerated program known as the Swachh
Bharat Mission (SBM) [27]. SBM has a strong focus on behavior change and its goal is to end open
defecation in India by October 2, 2019 [28]. “Conventional IEC” such as posters, pamphlets, etc.
were downplayed and a strong emphasis was placed on participatory methodologies and inter-
personal communication that would “trigger” communities toward sanitation [29].
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Barriers to latrine use in India

Studies have shown that interventions aimed at increasing latrine coverage in India do not
necessarily lead to increased latrine use, though interventions specifically targeting latrine use
were more successful [16]. This is because in addition to providing a functional latrine to a
household, socio-contextual factors and behavioral patterns need to be understood and
addressed in order to increase uptake [30-32]. A number of barriers to latrine usage have been
identified, including improper or incomplete construction, lack of a nearby water source for post-
defecation cleansing, cultural beliefs surrounding purity and caste, expectations about pit size
and how it will be emptied, and strong socio-cultural support for open defecation [18,30-33].

Emory CRT of Sundara Grama in Odisha

Researchers at Emory University designed the Sundara Grama intervention, a multi-level
behavior change package, to increase latrine use among rural latrine-owning households in
Odisha, India. The intervention was delivered by Rural Welfare Institute (RWI) and is being
evaluated as part of a cluster-randomized trial (CRT) involving 66 villages, 33 of which received
the intervention and 33 serving as controls [34].

With low-cost latrine repairs and behavior change activities focused at the community,
group, and household levels, the intervention aimed to address the six barriers to latrine use
identified via formative research: non-functional latrines; no hardware for child feces disposal;
limited knowledge regarding child feces disposal; limited practical knowledge of how to use a
latrine and empty the latrine’s pit; preference for open defecation; and limited understanding of
the benefits to latrine use [35]. The following activities were carried out in this order: palla
(traditional performance), transect walk, community meeting, mothers meeting, household visits,
community wall painting. See Table Al in the supplemental material for descriptions of each
activity.

The purpose of this study was to understand perceptions of the community and household
level intervention activities, and possible spillover of the intervention messages into villages that
did not receive the intervention. This research contributes to assessing the “satisfaction” element
of the intervention’s process evaluation [36]. Findings from this study will help explain
intervention success or failure, inform revisions and possible scale-up of the intervention, and
guide endline qualitative research in the CRT villages.

2. Materials and Methods

Study setting and population

Odisha, located in northeast India, the country’s eleventh most populous state [37] currently
has the second-lowest latrine coverage level (29%) of all the states in India [38]. Factors identified
as contributing to these low statistics include: geography resulting in poor water access, poverty,
low levels of awareness, lack of household resources to construct a latrine, improper program
implementation, and attitudes that prevent latrine construction and use [39]. This qualitative
study was conducted with six villages not engaged in trial activities: three of the villages received
the intervention and three did not [34]. Two of the control villages were in close proximity to the
intervention villages and in these villages, spillover was assessed.
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Data collection

Qualitative research methods were used to explore perspectives of the intervention,
spillover, and broad perceptions latrine use and sanitation interventions[40]. Focus groups,
which provide an opportunity for participants to interact and prompt conversations from the
emic perspective [40], were used to collect community-level perceptions of the intervention.
Sixteen sex-segregated focus group discussions (eight with men, eight with women) were
conducted. (See Table A2). FGDs were sex segregated to encourage open discussion among
group members of the same sex.

Focus group discussion guides were developed through a careful review of Saunder’s guide
to process evaluations [36] and the Sundara Grama Intervention Manual [35], which included the
intervention Theory of Change for intervention villages and descriptions of the palla, transect
walk, community meeting, mother’s meeting, household visits, poster distributions, and the wall
painting activities.

The intervention FGD guide was piloted with women from a village that received the
Sundara Grama intervention during the training of the implementers. After the first five focus
groups were conducted in the control and intervention villages, revisions were made to the
guides in order to improve the quality of the data. Specifically, a section was added to the control
FGD guide to explore the history of sanitation programs in the villages to better understand
context. Additionally, because the initial male focus groups were very short, a set of separate
probes were developed for the male intervention FGDs to encourage more participation.

Community members were eligible to participate if they were 18 or older and had attended
more than one of the intervention activities. Men and women from intervention villages were
asked how many activities they had attended. If they had attended more than one activity, they
were recruited for the focus groups. In control villages, eligibility was determined only by age.
Those who were willing to participate were recruited.

Recruitment for focus groups was conducted in two ways. Primarily, the anganwadi worker
(female village child care worker) or ward member (local leader) recruited participants in
advance for the focus groups. When they were not willing or available to recruit, participants
were recruited on the day of the focus groups through convenience sampling by the research
assistants (RAs) who would conduct the focus groups. RAs went from house to house asking for
volunteers and elicited recommendations from participants for other eligible individuals.

Focus group size ranged from five to 15 participants. Although the intended group size was
six to eight participants, focus group size depended on the recruiter and community interest in
the discussion. When the focus group was larger than desired, the participants who did not
attend many intervention activities were asked not to participate.

Demographic data were collected via paper survey before each focus group discussion. Data
collected included age, marital status, education level, number of children, and exposure to each
activity in the Sundara Grama intervention.

Focus group discussions were facilitated by research assistants who were from the region
and fluent in Oriya. Most FGDs were held in the anganwadi (women) or at the village temple or
clubhouse (men), as suggested by participants. Discussions were recorded on a cell phone or a
research assistant's phone and then uploaded to shared folders in Google Drive and Box. RD
wrote detailed observational notes during each focus group and debriefed with the research
assistants after each focus group.
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Data management and analysis

Recordings were translated and transcribed into a word document by a contractor. The
transcripts were then coded and analyzed in MaxQDA software [41]. Demographic data were
entered into an Excel spreadsheet by RD, and other volunteers.

Data were analyzed with thematic analysis as described by Braun and Clarke [42].
Transcripts were reviewed and memos were written to record first impressions of the data. Data
were then coded and analyzed using a “bottom-up” inductive approach [42]. A codebook was
developed based on deductive codes from questions in the FGD guides, as well as inductive
codes identified by reviewing the transcripts. Feedback on the codebook was obtained from BAC,
GDS, and other colleagues. The codebook was revised, and then the transcripts were re-coded.
Data were reviewed village-by-village in order to gain a sense of common patterns and themes at
the village level. Codes were grouped into themes. The themes that were closely aligned with the
research question were selected and examined further. A conceptual diagram was developed to
explain community perceptions of sanitation change.

Ethics

This study was approved by the Institutional Review Board at Emory University in Atlanta
Georgia (00098293) and the Ethics Review Committee at Xavier Institute of Management in
Bhubaneswar, Odisha, India. Before the collection of any data, verbal consent was obtained from
all participants, who were each given a copy of the consent form. Identifying data were not
collected in the demographic surveys or on the recordings of the focus group discussions.
Participants were not compensated for being in the study.

3. Results

Demographic data from focus group participants can be found in Table A3. Results are
divided into three themes: first, community perceptions of the Sundara Grama intervention
activities; second, community perceptions of sanitation interventions in general; and third,
circumstances surrounding knowledge spillover between villages.

3.1. Theme 1: Community Perceptions of Sundara Grama Activities

3.1.1. Palla

Of all the activities discussed in the focus groups, the palla was the best-known and liked.
The Sundara Grama palla attracted participants because people enjoyed watching pallas. The palla
activity was appreciated by focus group participants in multiple villages for its entertaining and
educational aspects. One woman explained, “Yes, we found the palla very funny. We enjoyed it,”
and a man stated, “They had talked about keeping a village clean...I liked hearing about that.”

Focus groups in all intervention villages identified the purpose of the palla as promoting
sanitation and awareness. Out of the six skits performed in the palla, participants named two
skits that they enjoyed most: the story of the goddess Laxmi and that of Uncle Nindhi. Material in
the palla was not considered new or surprising by many participants. One participant said,
“Nothing was new; one good thing was they reminded us through their stories.”

The only complaints about the palla were related to recruitment, weather, and location.
Recruitment for the palla was done by community mobilizers who recruited from door to door.
In I1, members of the women’s focus group, which was held in a lower-caste section of the
village, complained that no one had told them about the palla until it was over. In this village, it
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rained during the palla, resulting in a lackluster performance by the actors. Members of the male
focus group mentioned that the palla should have been performed for a hamlet in a neighboring
village that often came to their village to defecate in their fields. In Village I3, participants
complained that the location of the palla lacked visibility and space.

3.1.2. Transect Walk

The transect walk produced a more varied and emotional response than the palla. While
many participants gave positive comments about the transect walk, it also was a source of shame,
both in the intervention villages, and in one control village.

In 12, the feeling of shame seemed to be balanced with the novelty of the approach. Among
the women, the transect walk created feelings of guilt, while also producing positive results. One
woman said, “[We felt] bad because outsiders came and saw bad things and discussed about us.
Good [about the transect walk], is that it was a different thing.” The women said that they did not
go to the fields to defecate after the transect walk.

In I3, a similar response was found in the male focus group. Some participants felt ashamed
because red holi powder, closely associated with worship, was used. A participant explained that
red holi powder “should be used for god [laughs], they used the holi powder on the feces.” Red
holi powder had been identified as problematic in pilot trials of the transect walk, but was
accidentally used in this village. Despite some disliking the activity and feeling awkward, other
participants understood the purpose of the activity. One man said, “Could you not understand?
They made us feel ashamed of our open defecation acts by sprinkling holi powder on the feces,
and this activity would motivate the villagers to not defecate outside.”

In I1, some of the participants in the women’s focus group misunderstood the purpose of the
transect walk. Many of them had not attended the transect walk, possibly because the
announcement of the activity was made at the palla, which they also had not attended. One
woman learned about the transect walk because it passed by her house and she joined it. The
women referred to the holi powder as “medicine,” and one believed it was different from holi
powder used for worship because the transect walk powder had stung when it got in her eyes.
The appearance of outsiders and the application of “medicine” on the feces made an impression
on the women, who thought the powder somehow sanitized the excrement. One woman said, “I
liked it, because for our benefit this medicine was put on the feces. That is why, [I] liked it.”

The women also appreciated the transect walk’s effect on behavior. One woman said, “I
liked it; it made me happy. Because, people just defecate next to my house, and we can see them
clearly right from my home. Since that day, it has totally stopped, no one is going there.”

Aside from the use of red holi powder in I3, most negative comments about the transect
walk resulted from the feeling of shame when someone was caught in the act of open defecation.
In these cases, shame was felt both by those who were caught defecating, as well as participants
on the transect walk. One man in I1 said, “As the group walked towards the field, I was scared
that we would see some open defecators doing the act. That was more shameful.” A woman from
C2 who knew about the transect walk said, “While people were squatting, they came in a car, and
scolded, so, I felt bad.” One man in I1 described an incident during the transect walk where they
saw a woman defecating and told her that her ration card would be suspended. “Then, that
woman got scared and she was the one to come first to the village meeting [community
meeting],” he said.
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3.1.3. Community Meeting

Of the community-level activities, the community meeting was discussed the least among
participants. The men in both I1 and I3 said that the community meeting contained no new
information for them. They also said that it was good, though it seems they had hoped the
meeting would bring them latrines. A man from I1 said, “It was good. If households are given
more latrines, especially the bigger families, then people would have benefitted more.” The men
from I3 said they had asked about what could be done for those who did not have latrines. They
were told to, “go and meet the block development officer.” In both of these villages, the women
focus group participants had either not attended the community meeting, or did not speak about
it.

In contrast, the community meeting in I2 was viewed as a vehicle of change. One woman
said of the meeting, “We liked the idea that whatever we don’t like, we can make changes. If
something is not clean, then we can clean it.” One woman said that of all the intervention
activities she attended, she liked the community meeting most. The only thing participants did
not like was learning that the intervention could not give them latrines after they had shared
their problems of broken latrines in the meeting.

3.1.4. Mothers group meeting and household visits

Perceptions of the mothers group meetings were explored more deeply in another study and
so will not be reported here. The household visits and poster distribution only occurred in
households that owned a latrine, which at least one participant interpreted as the activity
occurring only on a certain “side” of the village. Participants said that the household visits were
about latrines, hand washing, how to dispose of child feces and the feces of the elderly. The men
who were present during the household visit said that they did not learn anything new.

3.2. Theme 2: General perceptions of sanitation interventions

Focus group discussions from the intervention and control villages provided insight into the
general perceptions communities have about sanitation interventions, which included sanitation
as a household issue, limited community capacity to intervene in sanitation issues, and high
expectations from outsiders.

3.2.1. Sanitation is a household issue

Cleanliness was seen largely as an individual household issue. Two comments illustrate this
mentality. “Everyone should keep their own houses clean. The village's garbage should be burnt
or buried under compost.” and “If everyone cleans their houses properly, then the village won’t
be dirty anymore.” Women described the success of the intervention as household-level change.
“No one else is keeping their house dirty any longer.” and “Yes, each household is cleaner now.”

Latrine use was also a household issue. The decision to build and use a latrine appeared to
be personal, as participants were often reluctant to force their neighbors to use a latrine. If the
individual did not have a latrine, participants felt they should not be required to adhere to rules
about open defecation. A woman from an intervention village asked, “Those who don’t have
money...going out to defecate, is that wrong?”

3.2.2. Community capacity to intervene is limited

Because sanitation is generally seen as a household issue, communities often do not have the
capacity to achieve sanitation goals. While perceived village efficacy varied among participants,
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no participant said that the village could provide latrines, or that latrines could come from
anyone except an outside entity, or the private funds of the individual. This inability to provide
latrines undermined the villagers” ability to enforce latrine use. One participant said: “Those who
don’t have a latrine, they will counter us and ask us for a latrine. How can we stop them from
open defecation, when we can['t] provide them a latrine?” This concept was echoed in an
intervention village; “[Penalties] may not succeed in making those people use latrine, because,
they are poor. And if we are not capable to give them food security, then, who are we to penalize
or punish them?”

Similarly, many felt that they did not have the authority to enforce latrine policies to their
neighbors, because of fear of conflict, and sometimes violence. Men from CA said, “People can
softly tell the open defecators not to defecate outside, and cannot say it strongly. If they said
strongly, then they would raise fights.”

3.2.3. Expectations about outsiders

While communities themselves feel unable to enact change related to sanitation,
communities envision outsiders as filling in the gap between the village life and household
decisions. A woman from a control village explained, “Change is not possible within the village.
Then who is going to change other people? The outsiders.”

Participants in all six villages placed high expectations on the government and outsiders to
support their development, particularly with sanitation and latrine construction. When asked
about what they expected the government to do for them, a woman answered, “Construct
latrines. If you have come to give these latrines, then, give them to us.” When people did not
have latrines, the women in a control village blamed the government for not giving latrines to
them. “We are waiting for when the Government will give us the money to build a bathroom and
we haven't got it yet. Hence we can't build a bathroom,” they said. The government was also
credited for the latrine construction over the activities of the intervention. Although one woman
said that the palla had motivated her to build the latrine, another woman immediately disagreed
with her, saying that she wouldn’t have built the latrine if the government hadn’t given her a
subsidy.

Outsiders were also sometimes seen as potentially being more influential than village
leadership or neighbors to enforce latrine use. This view was especially prevalent among women.
One woman said, “If we restrict the people, then, they don’t listen to us, but if you all do, then,
they will at least listen. People will pay attention if a man speaks, but if a woman tells them, they
couldn’t care less.” However, men felt that outsiders could influence the community in a way
they could not. An exchange between men in a control village and the facilitator illustrates this:
Participant: “If outsiders can go to our backyards and clean our household surroundings, then
the household members will learn something good.” Facilitator: “What will they learn?”
Participant: “If government people can come and do some sensitization programs, then things
might improve.”

3.3. Theme 3: Knowledge Spillover between villages

Knowledge spillover from the Sundara Grama intervention from one village to another was
variable, and seemed dependent on the relationships between villages. Two of the control
villages were close enough to an intervention village for spillover to be possible, but spillover
occurred in only one of the villages.
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Even when villages are physically close, strained relationships can block communication. In
C3, participants knew that the intervention had taken place in 13, but did not know what it was
about. As one man said, “No, we don’t have good terms with them, so, we don’t know what
happened or not, in that village.”

In addition to the poor relationship between the villages, poor relationships within I3 may
have contributed to less information sharing. Participants in I3 described their village as one
where fights occurred and people were afraid to speak freely. Men also spoke of the lack of
judicial process and their fear of speaking out. “We don’t have the freedom to say what is right,”
one said. “You are ten people present, and one cannot speak. If we speak out, then we might even
get beaten.” Aside from outright conflict, participants in four out of the six villages appeared to
perceive divisions within the village, often describing their village in terms of “this side” and
“that side.”

In contrast, relationships within C2 and 12 were described as relatively good by all the focus
group participants in this area, which resulted in more knowledge sharing between villages.
Women in C2 said, “All people are nice and have good relationships,” while men from 12 said,
“The mentality of people here is very good. They are very good and cooperative. Everyone is
eager to participate or contribute in some activities.” This environment may have contributed to
the spillover that did occur between 12 and C2. Information about the palla and transect walk
spread through various channels, including family members, children at school and passersby.
While C2 knew the palla and community meeting had occurred in 12, neither of those activities
made the impression that the transect walk made. The only instance of direct communication of
intervention messages occurred after the transect walk. A woman from C2 said, “So, few known
people of that village, they telephoned us and told that such things are happening, and cautioned
us not to defecate in the open.” The transect walk brought shame to C2. Participants from C2
said, “Our village’s name got exposed, and outsiders got to know that people are defecating on
the road side.” They also thought that the implementers had done things that were not part of the
intervention, including recording open defecators and posting files on the internet for all to see.

4. Discussion

Implications for Sundara Grama

Lessons learned from community perceptions of Sundara Grama and sanitation interventions
should be able to inform future community sanitation interventions. For Sundara Grama, findings
indicate improvements could be made in recruitment practices, activity protocol adherence, and
some adjustments to specific activities.

Issues with certain groups being left out of the Sundara Grama activities illustrate the need
for broader recruitment and clearer communication. The women’s focus group in I1 was
composed of women from a lower-caste section of the village who did not know about the palla
until after it had occurred. They also had some misunderstandings about the transect walk.
Future interventions should be sure to target all groups in a village, especially ones that are most
likely to be excluded, like women and members of lower castes.

While the transect walk appeared to have successfully triggered awareness of feces, it
brought shame and threat of punishment to those were caught in the act. Interventions including
a transect walk activity should consider how to raise awareness and disgust without shaming
those who still practice open defecation. This is of particular concern for women. Given the
amount of care that young, recently married women take to avoid being seen defecating [30],
being seen on a transect walk may result in devastating social and economic consequences for
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those who may have no other choice. In the Sundara Grama intervention, transect walks were held
in the early morning, which may coincide with when people are defecating in the fields. Transect
walks could be arranged for a time when participants will be unlikely to find others defecating,
but would still have the opportunity to mark the feces and raise awareness of their presence.
While the Sundara Grama intervention manual did not include photography or threats to open
defecators during the transect walk, evidence that these things may have occurred during the
intervention are concerning. Implementers should be carefully trained to follow the intervention
protocol and discourage harmful behaviors within villages.

In the future, the community meeting activity may need to provide more specific direction
about what the community should do to support latrine use. In Sundara Grama, the community
meeting aimed to encourage community action and vision. However, the desired behavior of
latrine use was still ultimately an individual or household decision, which may why two out of
the three villages did not identify the meeting as empowering them to change. The community
meeting activity may also have to make stronger efforts to affect community norms and
encourage collective action. Villagers generally appeared reluctant to involve themselves in the
affairs of others to enforce latrine use, even as they were sometimes reluctant to engage in
cleaning of public spaces and general development.

Community sanitation interventions

SBM was the first Indian government program to utilize behavior change communication to
achieve community level change [43]. However, the literature and study findings suggest that
communities in India do not naturally see themselves as capable of taking charge of sanitation.
Aside from potentially lacking the resources to provide latrines and the authority to impose
latrine rules, communities are often divided. This has also been found in the literature. Social
hierarchies, caste and religious divisions can contribute to a village where people may live in
proximity to each other but may not necessarily work together as a community [44]. Divisions in
a village are considered natural, as Hindu purity culture divides and categorizes aspects of life,
the body, the home, the village, and the world, into varying levels of purity [45,46].

Communities with such a mindset may not respond to community triggering as a call to
collective action. Social divisions and conflict within the village may also inhibit recruitment for
the intervention and the accurate dissemination of messages. Cultural beliefs may also promote
an individualistic attitude toward cleanliness, leading villages to assume a more passive role in
achieving sanitation.

As a result, literature has suggested that villages are not an effective proxy for a community
intervention in India, and targeting social networks may be more effective [47]. Despite this,
location-oriented interventions are still relevant for sanitation interventions. Villages must
become open defecation free in order eliminate exposure to fecal pathogens. Interventions will
need to reach all members, regardless of social network, caste, or income level.

In this study, social divisions, caste, and possibly other factors created divides within and
between villages. This affected dissemination of information, as well as inclusivity during
intervention activities. Implementers of village-level interventions will need to make a conscious
effort to include all groups in recruitment efforts. The anganwadi worker or ward member may
not be sufficient, and recruiters will need to seek out key informants from all groups in the
village to ensure that information travels through the whole village.

The results of this study suggest that sanitation interventions built around triggering
communities to achieve total sanitation themselves should consider the level of collective efficacy
within a community. Delea, et al has devised a scale to measure collective efficacy, which has
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found to successfully pinpoint certain factors such as social capital, which may influence uptake
of WASH behaviors [48,49]. Building social capital could increase the likelihood that a
community could work together to achieve sanitation. Such a measure should help program
planners design and target their interventions.

Building collective efficacy may occur gradually, and other types of community cleaning
may be easier to address before moving on to latrine use. For example, while it may not have
affected sanitation in the way it was intended, the Sundara Grama intervention messaging may
have boosted perceived self-efficacy among participants. In 12, female participants credited the
Sundara Grama community meeting activity for impressing on them their ability to change things.
In the same village, these women said that the intervention had resulted in other village
developments, such as planting trees, removing weeds, cleaning the village, and working on
temple roof.

Social networks and spillover

Social networks, while not effective against the spread of fecal pathogens, could be utilized
to reach people and spread messages [47]. Study findings support this research. Knowledge
sharing within and between villages appears to depend on social relationships. This was seen in
Village CA, where social divisions determined who had access knowledge of events and
meetings. When examining pathways for spillover between villages, it was less likely to be
affected by physical proximity and more likely to be influenced by social factors, such as familial
relationships and interpersonal conflicts. In Villages 12 and C2, which had a relatively
harmonious relationship, knowledge about the intervention was shared through social networks:
family members, passersby, and children in school. In villages, I3 and C3, which had a poor
relationship, no knowledge of the intervention was shared.

Therefore, knowledge can travel through social networks, and seems to be largely
dependent on the quality of the relationships in the villages. This reveals a potential for increased
spillover through social networks, if the sharing of knowledge were more explicitly emphasized
in the intervention itself. This also emphasizes the importance of building relationships and
conflict resolution, which would also contribute to collective efficacy.

Future Research

More research needs to be done to understand what is meant by “awareness” in this context.
Participants repeatedly used the word “awareness” to describe Sundara Grama and other
sanitation interventions. A participant from Village 12 said; “Through the means of this palla,
they had explained how we could bring about our own development. They had tried to make the
people more aware through this palla.” It is difficult to tell from the context of the translated
transcripts if participants are referring to passive knowledge or some form of knowledge that
leads to action. From the context of the transcripts, it is unclear whether “awareness” refers only
to a state of having knowledge, or if there is an opinion or action attached to it. The repeated use
of “awareness” shows it to be an important aspect of change for villagers.

For example, a participant from I3 expressed a desire for awareness to be recurring in order
to bring about change; “Do some awareness programs at regular intervals,” he said. “Only then
people will change. Otherwise, people tend to forget, so such programs will help them remember
the good things.” In this context, awareness appears to pertain to a reminder of lessons learned.
Not all efforts to increase awareness are well-received, however. In a control village, women
were asked if they would like a palla to be performed in their village. One woman answered,
“We are no more fools, that palla will convey. We know things, so, how is palla going to be
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different?” After this statement, the women said that they wanted latrine construction, showing
that though they had “awareness,” the lack of latrines was still a barrier.

More research should also be done to determine ways villages can create a system that
encourages accountability without punitive measures that would instill shame, stigma, or
contradict the purpose of improving sanitation. For example, the Sundara Grama intervention may
have empowered villages to use the intervention activities as a springboard for stronger latrine
use enforcement. Men and women in Village I1 mentioned favorably about the transect walk and
how it lead to the threat of punishment for open defecators. If interventions encourage the
enforcement of latrine use, they should discourage suggestions of penalties that may result in
worse sanitation outcomes (such as locking the latrine of someone who does not use it) or
adverse household effects (such as revoking ration cards, arrest, or dismissal from a job).

Strengths and limitations

This study encountered several limitations. Recruitment for this study often utilized
anganwadi workers and ward members, which may have introduced an element of bias into
recruitment. As a result, certain groups or parts of the village may not have been represented in
the study. Timing of the study could also be a limitation. The timing may have influenced
villagers’ perceptions and impressions of the intervention because the focus groups were
sometimes held only a few days after the activities were implemented, making it impossible to
determine mid-term or long-term effects. Also, holding the study before the latrine repair
activities may have influenced villagers’ perceptions of the intervention. As with many behavior
studies, social desirability bias and strong messaging from SBM may have encouraged responses
that favored latrine use, even if the participant felt the opposite. This can be seen in the high
levels of latrine use reported in the demographic surveys.

Strengths of this study include a focus on a topic that, to the knowledge of the authors, is
previously unexplored. This study was also able to produce specific recommendations for
Sundara Grama and other interventions. Also, this study was conducted by research assistants
that for the most part came from nearby villages. They were able to leverage their network of
contacts to recruit for the focus groups, as well as relate well to the participants.

5. Conclusions

Post-intervention qualitative work in communities can bring insight to the intervention
delivery and explain endline results. Implementers of community interventions in Odisha should
consider the different groups, and divisions in a village, intentionally targeting those most likely
to be excluded, such as women and lower castes. Future sanitation interventions aimed at
producing collective action should first assess underlying social divisions and cultural norms
about sanitation. By integrating activities to strengthen collective efficacy into the intervention,
communities may become more empowered to act. In a similar way, integrating relationship-
building activities and encouraging inter-village cooperation should increase spillover to nearby
villages.
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Appendix A
Table A1: Description of Sundara Grama Behavior Change Activities
.. Level of . e .
Activity Aim and Description
Change
Palla Community Educate and engage community members on the benefits to
latrine use through traditional folk theater
Transect Community Show the amount of human feces through an early morning
walk walk through village and defecation fields. Participants were
encouraged to sprinkle holi powder on any feces they found.
Community Community Facilitate community motivation, action, and commitment
meeting toward achieving sanitation through a meeting and creation of
a community action plan.
Mother’s Group Provide mothers with practical knowledge on the materials and
meeting practices used to safely dispose of infant and young children’s
feces into latrine.
Household Household Provide household-level counseling on barriers to latrine use
visits and facilitate motivation and commitment toward achieving
sanitation. Posters were distributed during the visits.
Community Community Publicly display the community-identified goals and action
Wall steps for sanitation alongside a painted community map in
Painting order to track progress towards the community goals.

Not completed at the time of this study.


http://img.mdpi.org/data/contributor-role-instruction.pdf

Table A2 —Focus group participants by village and sex
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Intervention ~ Control Intervention = Control Intervention  Control
Village 1 Village A Village 2 Village 2 Village 3 Village 3
(11) (CA) (12) (C2) 1) (C3)

FGD
participants 15 38 23 26 27 23

Female 6 15 18 14 11 8

Male 9 23 5 12 16 15
Table A3 — Demographics of Focus Group Participants

N %

Sex 152

Female 72 47 4%

Male 80 52.6%
Intervention Status 152

Intervention 65 42.8%

Control 87 57.2%
Caste 152

Scheduled Caste 13 8.6%

Scheduled Tribe 3 2.0%

General Caste 99 65.1%

Other Backward Castes 37 24.3%
Latrine Ownership 152

Yes, functional 101 66.4%

Yes, non-functional 9 6.0%

No 42 27.6%
Frequency of Latrine Use for Defecation 110

Always 96 87.2%

Sometimes 10 9.0%

Never 4 3.6%
Attended the Palla (intervention villages only) 59

Yes 32 54.2%

No 27 45.8%
Attended the Transect Walk (intervention villages only) 58

Yes 30 51.7%

No 28 48.3%
Attended the Community Meeting (intervention villages only) 55

Yes 31 56.4%

No 24 43.6%
Attended the Mother’s Group Meeting (intervention villages only) 43

Yes 23 53.5%

No 20 46.5%
Attended the Household Visit (intervention villages only 23

Yes 20 87.0%

No 3 13.0%
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Chapter V: Public Health Implications

This study explored community members’ perceptions of sanitation and sanitation
interventions. As community buy-in is critical to the sustainability of any project, their
perspectives on the issue are important to understand.

Implications for Intervention Activities

The women’s focus group in Village I1 was composed of women from a lower-caste
section of the village who did not know about the palla until after it had occurred. They
also had some misunderstandings about the transect walk. These issues illustrate the need
for broader recruitment and clearer communication in sanitation activities. Sanitation
interventions should also carefully consider which groups would benefit most from the
intervention and target them specifically.

Interventions including a transect walk activity should consider how to raise
awareness and disgust without bringing too much shame to those who still practice open
defecation. While the transect walk appeared to have been successful in triggering
awareness of feces, it also brought shame and threat of punishment to those were caught
in the act. One woman was caught defecating during the transect walk in Village 11, and
she was threatened with the loss of her ration card. Given the amount of care that young,
recently married women take to avoid being seen defecating (Routray, Schmidt, Boisson,
Clasen, & Jenkins, 2015), being seen on a transect walk may result in devastating social
and economic consequences for those who may have no other choice. In the Sundara
Grama intervention, transect walks were held in the early morning, which may coincide

with when people are defecating in the fields. Transect walks could be arranged for a
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time when participants will be unlikely to find others defecating, but would still have the
opportunity to mark the feces and raise awareness of their presence.

While the Sundara Grama intervention manual did not include photography or
threats to open defecators during the transect walk, evidence that these things occurred
during the intervention are concerning. Implementers need to be carefully trained to
follow the intervention protocol and discourage harmful behaviors within villages.

In the Sundara Grama intervention, the community meeting aimed to encourage
community action and vision. However, the desired behavior of latrine use was still
ultimately an individual or household decision, which may have been the reason that two
out of the three villages did not identify the meeting as empowering them to change. In
the future, this activity may need to provide more specific direction about what the
community should do to support latrine use.

The community meeting activity may also have to make stronger efforts to affect
community norms and encourage collective action. Villagers generally appeared reluctant
to involve themselves in the affairs of others to enforce latrine use, even as they were
sometimes reluctant to engage in cleaning of public spaces and general development.
Implications for Community Interventions

Community-level interventions are a critical part of public health work, as well as
instrumental to sanitation. Targeting a community has many benefits, such as a reaching
a larger group of people, and having the ability to affect social norms in a group. For
sanitation, community-level change is essential to eliminate fecal pathways caused by

open defecation. As latrine usage in India is tied to beliefs about purity, interventions that
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can affect social norms should be more effective and persuasive than individual-level
efforts.

Since TSC, Indian sanitation programs have recognized the value in pushing for
community level change. SBM, the current sanitation intervention, was the first to utilize
behavior change communication to achieve this community level change (Government of
India, 2017). In order to do so, the guidelines suggest adopting Community Approaches
to Sanitation (CAS) and focus efforts on awareness generation and triggering
communities to collective action against open defecation (Government of India, 2017).
CAS is the government of India’s adaptation of CLTS and UNICEF’s Community
Approaches to Total Sanitation (CATS) (Government of India, n.d.).

However, the literature and study findings suggest that communities in India do not
naturally see themselves as able to intervene in the area of sanitation. Aside from
potentially lacking the resources to provide latrines, and the authority to impose latrine
rules, Hindu culture and the caste system often means that villages don’t necessarily feel
a sense of unity to operate as a community. Because of social hierarchies, caste and
religious divisions, people that may live in proximity to each other in a village may not
necessarily work together as a community (Hathi, Spears, & Coffey, 2016). Participants
at times described their village in terms of “this side” and “that side,” suggesting a
pervasive perception of divisions within the village. This agrees with the literature on
Hindu purity culture, which divides and categorizes aspects of life, the body, the home,
the village, and the world, into varying levels of purity (Harper, 1964; Liithi, 2010).
Communities with such a mindset may not respond to community triggering as a call to

collective action. Social divisions and conflict within the village may also inhibit
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recruitment for the intervention and the accurate dissemination of messages. Cultural
beliefs may also promote an individualistic attitude toward cleanliness, leading villages to
assume a more passive role in achieving sanitation. Therefore, village members’ concepts
of the intentions of an intervention and their intended role may be different from those of
the implementer.

As a result, the literature has suggested that villages are not an effective proxy for a
community intervention in India and that targeting social networks may be more effective
(Shakya, Christakis, & Fowler, 2014). Despite this, location-oriented interventions are
still relevant in sanitation interventions because as long as feces remain in the
environment, those who live in proximity will be at risk of exposure to fecal pathogens.
Thus, villages will have to become open defecation free in order to see health benefits. In
order to eliminate open defecation in a village, the intervention will need to be able to
reach everyone, not just those in a particular social network, caste, or income level. In
this study, social divisions, caste, and possibly other factors were found to create divides
within and between villages. This was found to affect the dissemination of information,
as well as inclusivity during intervention activities. This means that implementers of
village-level interventions will need to make a conscious effort to include all groups in
recruitment efforts. The anganwadi worker or ward member may not be sufficient, and
recruiters will need to seek out key informants from all groups in the village to ensure
that information travels through the whole village.

The results of this study suggest that sanitation interventions built around triggering
communities to achieve total sanitation themselves may experience limited success in

India without additional work in collective efficacy. If further research supports these
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findings, designers and implementers of community-level sanitation interventions in
India will to develop strategies to address these issues.

First, future public health sanitation interventions in India should consider both the
level of collective efficacy within a community, as well as consider the best targeting unit
for the activities. Delea, et al has devised a scale to measure collective efficacy, which
has found to successfully pinpoint certain factors such as social capital, which may
influence uptake of WASH behaviors (Delea et al., [unpublished]; Delea et al., 2018).
Building up social capital could increase the likelihood that a community could work
together to achieve sanitation. Such a measure should help program planners design and
target their interventions. In areas where collective efficacy is low, targeting a particular
social network or group may be more effective in reaching those in need of the
intervention.

In villages where collective efficacy is low, sanitation interventions will first need to
address the social norms that divide communities, and the worldview that prioritizes
individual sanitation to the detriment of communal sanitation.

Next, sanitation programs will need to designate clear expected outcomes for the
community. Although the Sundara Grama intervention conducted activities in the
community, the expected outcomes were individual and household level behaviors. In
this study, no evidence was found that communities felt compelled by the intervention or
any other outside entity to help its members build their latrines. If, as in CLTS, the
community is expected to provide material support to its members to build latrines, this

will need to be specifically outlined in the program design.
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When implementing a community sanitation intervention, the community and
targeted individuals should be empowered to carry out the roles promoted by the
intervention. Action steps to be taken by a village or a group should be clearly expressed
and these entities should be given the tools, resources, and/or authority to carry them out.
In the case of sanitation, if the goal is for communities to support each other to build and
use latrines, as it is in CLTS, this needs to be explicitly included in the design.

Spillover

Social networks, while not effective against the spread of fecal pathogens, could be
utilized to reach people and spread messages (Shakya et al., 2014). Study findings
support this research. Knowledge sharing within and between villages appears to depend
on social relationships. This was seen in Village CA, where social divisions determined
who had access knowledge of events and meetings. When examining pathways for
spillover between villages, it was less likely to be affected by physical proximity and
more likely to be influenced by social factors, such as familial relationships and
interpersonal conflicts. In Villages 12 and C2, which had a relatively harmonious
relationship, knowledge about the intervention was shared through social networks:
family members, passersby, and children in school. In villages, 13 and C3, which had a
poor relationship, no knowledge of the intervention was shared.

Therefore, knowledge can travel through social networks, and seems to be largely
dependent on the quality of the relationships in the villages. This reveals a potential for
increased spillover through social networks, if the sharing of knowledge were more

explicitly emphasized in the intervention itself. This also emphasizes the importance of
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building relationships and conflict resolution, which would also contribute to collective
efficacy.

Future Research Questions

The Sundara Grama intervention was described often as bringing “awareness.”
Villagers in both intervention and control villages spoke of spreading awareness as one of
the primary ways they could bring about change in their village. In public health,
awareness is often considered a passive act, which may not lead to action. However, it is
difficult to tell from the context of the translated transcripts if participants are referring to
passive knowledge or some form of knowledge that leads to action. It would be
interesting to learn what they mean by “awareness.” If the “awareness” that they refer to
is similar to what it means in English, then perhaps the current interventions have
encouraged a sort of passivity among communities, as they expect that only knowledge is
necessary for change. This reliance on “spreading awareness” may not produce results.
For example, villagers acknowledged that spreading awareness would not affect those
who chose not to care. However, if “awareness” includes a call to action, it would be
important to understand the different facets of what “awareness” means in these
communities, in order to ensure that future interventions address all aspects of the idea.

Enforcement was also identified as necessary to improve sanitation. More research
should be done to determine ways villages can create a system that encourages
accountability without punitive measures that would instill shame, stigma, or contradict
the purpose of improving sanitation. Some villagers were very keen on the idea of
punishing those who open defecated in spite of having a latrine. Some of their suggested

punishments included asking the offender to pick up their feces with their hands and
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throw them in the latrine, or have their latrine locked until they could pay a fee to the
village committee. Aside from whether or not these punishments would be effective in
persuading the offenders to use the latrine, they would actively negate the purpose of the
sanitation rules. Invoking outside authorities could be more effective: while villagers felt
they could enforce latrine use in some cases, they also deferred to higher organizations to
give more weight to their penalties. Weightier penalties included revoking ration cards,
sending names to higher authorities, arrest, and dismissal from a job. These punishments
may have more adverse effects on the household, and ultimately create a worse situation,
regardless of latrine use.

Other area of future research could be to investigate what collective sanitation
actions would be acceptable to a rural community, such as sponsoring educational
campaigns, constructing public latrines, community-sponsored household latrines, or
even other development goals identified by the village, such as cleaning the village ponds.
Perhaps, as villages complete more projects together, they will be more empowered to

address latrines.



73

References

Delea, M. G., Sclar, G. D., Corey, L. N, Sinharoy, S., Reese, H., & Clasen, T.
([unpublished]). Collective efficacy and the adoption and influence of a
community-based water supply and sanitation programme: a cross-sectional
study in Odisha, India.

Delea, M. G., Sclar, G. D., Woreta, M., Haardorfer, R., Nagel, C. L., Caruso, B. A, . ..
Freeman, M. C. (2018). Collective Efficacy: Development and Validation of a
Measurement Scale for Use in Public Health and Development Programmes.
15(10), 2139. Retrieved from http://www.mdpi.com/1660-4601/15/10/2139.

Government of India. (2017). Guidlines for Swachh Bharat Mission (Gramin). Retrieved
from https://mdws.gov.in/sites/default/files/Complete%20set%20guidelines_1.pdf

Government of India. (n.d.). Community Approaches to Sanitation (CAS): Community
Facilitator Training Module. Retrieved from
https://swachhbharatmission.gov.in/fSBMCMS/writereaddata/Portal/Images/pdf/C
AS-5-day-for-Community-facilitator-Module.pdf

Harper, E. B. (1964). Ritual Pollution as an Integrator of Caste and Religion. The Journal
of Asian Studies, 23, 151-197. Retrieved from
http://www.jstor.org/stable/2050627. doi:10.2307/2050627

Hathi, P., Spears, D., & Coffey, D. (2016). Can collective action strategies motivate
behaviour change to reduce open defecation in rural India? Waterlines, 35(2),
118-135.

Lithi, D. (2010). Private cleanliness, public mess: purity, pollution and space in Kottar,
South India. In R. J. Eveline Dirr (Ed.), Urban Pollution: Cultural Meanings,
Social Practices (Vol. 15, pp. 57-85): Berghahn Books.

Routray, P., Schmidt, W. P., Boisson, S., Clasen, T., & Jenkins, M. W. (2015). Socio-
cultural and behavioural factors constraining latrine adoption in rural coastal
Odisha: an exploratory qualitative study. BMC Public Health, 15, 880.
doi:10.1186/s12889-015-2206-3

Shakya, H. B., Christakis, N. A., & Fowler, J. H. (2014). Association between social
network communities and health behavior: an observational sociocentric network
study of latrine ownership in rural India. Am J Public Health, 104(5), 930-937.
doi:10.2105/ajph.2013.301811



74

Appendices

Appendix A - Definition of Terms

Anganwadi | Center for providing health services and non-formal pre-school education

Center for children ages 0-6 years (Ministry of Women and Child Development,
2009)

Anganwadi | Community-based frontline worker in the ICDS program who runs the

worker anganwadi center and works as an agent of social change (Ministry of
Women and Child Development, 2009)

BCD Behavior Centered Design

CRSP Central Rural Sanitation Programme (1986-1998)

CRT Cluster-randomized trial

FGD Focus Group Discussion

Gram Smallest unit of rural governance, which may be made up of one or

Panchayat, | several villages. Led by a president elected by the GP, and a council of

or GP representatives elected from each ward (Toppr, 2019).

IDI In-depth Interview

IEC Information, Education, and Communication

Improved Place to deposit feces that separates them from any human contact

sanitation

facility

NBA Nirmal Bharat Abhiyan, or "Clean India Campaign™ (2012-2014)

Open Practice where people defecate in fields, bushes, forests, open bodies of

defecation, | water, or other open spaces instead of using a toilet (UNICEF - India, n.d.)

or OD

Open Defined by the Government of India for Swachh Bharat Mission as “a) no

Defecation | visible faeces found in the environment/village; and b) every household as

Free, or well as public/community institutions using safe technology option for

ODF disposal of faeces” (Prasad, 2015).

Palla Theatric tradition from rural Odisha, consisting of short skits that are

spoken/sung by a troupe of male performers
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Sundara A multi-level theory-informed activity package including low-cost latrine
Grama repairs and behavior change activities to increase latrine uptake developed
Intervention | by a team at Emory and funded by 3ie.

The behavior change activities are comprised of a series community-level
events, including a “palla” performance, transect walk, community
meeting and wall painting, as well as individualized household visits,
acknowledgment of positive deviants, and a mother’s group promoting
safe child feces disposal.

SBM Swachh Bharat Mission, “Clean India Mission” campaign launched by
India’s Prime Minister in 2014. Restructured from the previous NBA
campaign, it focuses on elimination of open defecation (2014-2019)

TSC Total Sanitation Campaign (1999-2012)

Ward Individual elected to represent a section of a village (ward) at the Gram
member Panchayat (Toppr, 2019).
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Appendix C — Oral Consent Form for Focus Group Participants

Emory University
Oral Consent for Focus Group Discussions

N6AIR QERRINA
colldl 2lsRISR! aIR (82l & ALAS

Title: Understanding Perceptions of a Sanitation Intervention in Rural Odisha
S1ge: QIfig 6E4Ica, 08¢ 23689/QIdiar AR Ul

Introduction/Study Overview

Hi, my name is [FACILITATOR’S NAME] and this is [NOTETAKER’S NAME]. We are working with a team from Emory
University. Emory University is working with the London School of Hygiene and Tropical Medicine to conduct a trial
sanitation project in the district of Puri. Today, we are here to learn what people thought about this project.

AN/ GV QERNRE

QAR | GEIR Q. NN W Rl =l 1| 6Qle 6RRZl adl] | 2ICFaal 6Q

2030, 67 0aads a e d6ede caId & AW6E ¢ QK @QR | QE7IR, 6N AFARIT 0 F6R @ ANE YA AT ANFR
e° gaim 601646 QIR @ 2°9,Q {iRe A6RING 6a SRR ANRIA TEQNELIN TR 68 FRRE | 2IF,2Ise 2 Ol
QIR gliel 918,42 CHba/RIdIRl @ PR, cAlRwa @ Al |

Procedures

Our discussion today will last between one hour and two hours. We want to know your thoughts about the recent
sanitation events that happened in this area. We will ask about each of the different activities. We would like to
know what people in this community thought about the activities, even if you did not attend them.

Everyone’s opinions are important to us. If you agree with others in this room, please tell us. If you don’t agree,
please tell us. There are no right or wrong answers. | do not want anybody to feel bad about sharing opinions. You
do not have to talk about your personal experiences. If you’re not comfortable talking, you do not have to. We
want to record the interview and we will also take notes. The recordings will be written down afterwards and
translated into English.

AG4l

26T A6 2R 1€ AFeRIQ §,98 g 9r 94 OIR TI6a | € 8 &¢ c6r cendicl 98aR ausa RIdin San
6Q 2i6A ADae FarRISl @18l AR eIgg | 628 QIaianse cerliel B6g @Ial Sasa e 2T § 9eIGQ,2en

FI&e A oLy @,91N91A @ Il FINeQ 26 @IQeS |

AWLF 8019, AR Aeq a6d | 0 o1 2l AR A & 18 6Q @ A QIR 66969, Y AR |
26,017 @2l 60 2AQIF,012 & @36e | Foa MBE AN LS BF AR ARIQ SIS | CHISA AL AICE
@2l K6l e AU 68 |G F19I8,6661,296 A8 9T AIGES | T 2RO § 26 6996 a8 dia oI, 9e°
6616 @ 6adQ | 9eed! adiia 69,98 60aE Ye° 6816 4], AT § UG FAUTE |

Risks and Discomforts

There are few risks to participation. Some questions may be uncomfortable to talk about. You do not have to
answer any questions that are uncomfortable. You are free to stop the discussion at any time. We aim to protect
your privacy. But, privacy may be breached. Others may hear what you say. We will try to prevent this. If people
are in hearing distance of our conversation, we will stop.

2lsial ¢ AgSI
derged aG6n, a8 daal o8 | 8 Saa Q¢ ] USAOR! PRSI AYRUI 160 FQ AQE | dseUR g4 Qe 2IoE

agdul e §988,69% g4 @09 6ol 9901 9IF | AlsResl § 6BIHR AH 60 o &8 CIes | AT gI6l §
2ef 969 03! IR Ay @Qg | A AR § A& UM 62T Il AR SI¢8E,6669 A Q0 RAERQ |
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Benefits
This study is not designed to directly benefit you. We hope that what we learn will help improve new sanitation
programs.

IR
9@ Q69861 QIO A IR BF TIRe AR 91T | AR 2dl 9QL,AAT Ol UlsH Al FRQ,0l1el adiR
anata gl faigs 6aISe @89I60,910R 6 |

Compensation
Participants will not be offered payment for being in this study.

[G9ad
9@ G698 69 621G 6aal IR, AAST &8 o 66 91T |

Confidentiality
1 will not be telling others in the community what you have said. | will only be sharing the ideas you have with the

people in the project. None of your names will be written down. You may introduce yourselves with another name
to assure your privacy. Members of the Emory and LSHTM research teams will be the only people that listen to the
recording of our conversation. The only instance in which | would share information outside of our group would
be if | think that your security or the security of others is in danger. | also ask that each of you keep this
conversation private. Please do not share it with others outside the group. People are sharing their personal
opinions and experiences and we want to respect everyone’s privacy. Please keep this discussion between us.

Are there any questions?

qgel
AT ACHT QAL AR 62RI,BITl 2K YITER A CAIRE F0Q AIF | I ARl F16 ], 691699, 69
R 2QEQI AQAN G & *FQ | AU AP FIF cRYIHR & | 208 se,Fea gee alf @ 9,01 qlf 69,509
e car TIOE,9e QNI ALY & IOl O KG 629 | AR AT 6 M. A IE.5. A QY &,210Q 1@
0Re® @ g8 Adee |

AT Q AR BF 94 U8 & 2

Contact Information

If you have any questions or concerns about this research, you may contact: ParimitaRoutray, Researcher, London
School of Hygiene and Tropical Medicine: Flat no. 301, Plot no. 676, Jayakrushnagar, Lingipur, Post office -
Shishupalgarh, Khordha, 751002, ph. 9861072266

If you have any questions about your rights as a participant in this research study, please contact the Emory
University Institutional Review Board at irb@emory.edu / +1 404 712 0720

caliglieglisl Jadll

ZIdiw @ A8 B8 949 2I,6069-98{6 Qeeqls G AT @IS | olF AT Dadl 6ea8- A9Ye M P
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Consent
If you are willing to participate, please say ‘Yes, | will participate’ once | turn the recorder on.

aeqe
UG 6QG 699 U QRN 6669, 'S, 69 699 AR ARF 9% |
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PART A. To Be filled out by RA at start of Activity
Community Name: Community ID#: Hamlet:
Al A.2 A3 [J1.Yes []2.No
A4 | RAInitials: ag |Detetlyd/m) . _ /__ /
A.6 Participant Type: [ 1. Female — Control village

L1 2. Male — Control village

[] 3. Female — Intervention village
L1 4. Male — Intervention village

PART B. To be asked of and answered by participant

B.1 B.2 How many members are in your
Age: household?
What is your relation to the head of
household?
O  Self
d Spouse
d Son/ Daughter
d Other:
B.3 How long have you been living in this village?
B.4 B.5 Caste:
Education: ] General
[J 1. None [J Schedule caste
[J 2. Some Primary School [ Scheduled tribe
] 3. Primary Completed [J Other backward classes
] 4. Some Secondary
] 5. Secondary Completed
[J 6. Some Tertiary / University
[J 7. Tertiary / University Completed
[ 8. No formal education, but literate
B.6 Religion: B.7
Does your household have a Ration
] Hindu Card?y
O Islam/Muslim 0] 1. Yes
J 2. No
B.8 Marital Status (check one):
] 1. Single
2. Married - B.8_1 If married, number of years married:
] 3. Widowed
(] 4. Divorced/Separated
B.8.1 Children (check one)?

0 1. No
[ 2. Yes

-> B.8_1 If yes, fill in table below:
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Gender Age Ability to Walk

#1 [ Male [ Female L] No [ Crawling [ Walking

#2 |1 Male [ Female L] No [ Crawling [ Walking

#3 |1 Male [ Female L] No L] Crawling [ Walking

#4 |1 Male [ Female L] No [ Crawling [ Walking
B.9

Does someone in your household have a mobile phone? [11.Yes [12.No
B.10 Do you have a latrine?

[]1.Yes

[12.No = Ifno, skiptoB.14
B.11 How long have you had your latrine? Months
B.12 Is the latrine functional?

[]1.Yes

[ 2. No If non functional, how long has it been non-functional Months
B.12

How often do you use the latrine for urination? [ 1. Always [J 2. Sometimes [] 2. Never
B.13

How often do you use the latrine for defecation? [ 1. Always [ 2.Sometimes [] 2. Never
B.14 Intervention activities (Fill in the table for intervention activity involvement)

Activity Name

Heard of
Activity (Y/N)

Attended (Y/N)

# of household members who
attended or saw it

1. Palla

2. Transect Walk

3. Community
Meeting

4. Community
Wall Painting

Seen it? (Y/N)
Participated in
planning it? (Y/N)

5. Positive Deviant
Posters

Seen it? (Y/N)
Received a poster?

(Y/N)

6. Mother’s Group

7. Household
Visits

Received a visit?
(Y/N)
Received a poster?

(Y/N)

If received a visit, how many
household members attended?

ASK if Participant has any questions OR anything else to ADD, then Thank Participant
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Community Intervention Focus Group Discussion Guide

CONSENT FORM
DEMOGRAPHIC SURVEY

Opening Question: (Encourage discussion, break the ice)

1. Let’s go around the circle and tell everyone your name, favorite food, and a
line from your favorite song.

Introductory Questions:
2. What are the best things about your village?

a. Probe: Physical structures like temples, qualities like cleanliness, traits,
like people’s attitudes, etc.

3. Are there things that should change in your village to make this a better place
to live?

a. Probe: If so, what are they?

b. Probe: What parts of the village do you NOT like? Why?
c. Probe: What parts of the village could be BETTER?

Transition Questions:

4. Are you aware of some of the latrine promotion-related events taking place in
your village?

a. Probe: What do you think it was about?
b. Probe: Why was it conducted?
c. Probe: For whom it was conducted?

i. Was it for some special section of the village, this event was
being held?
5. Which activities did you attend or see?
a. Probe: Palla performance, transect walk, community meetings,
community wall painting, mother’s groups, household
visit/demonstration/positive deviant HH banner

[guide continues on next page]
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For questions 6-11, 6. Palla 7. Transect Walk 8. Community 9. Mothers Groups 10. Household 11. Wall Painting
skip activities that no Meeting visits/
one in the group has *Explain what this Positive Deviant
heard about. meeting was if there is Banner
confusion
How did you find out Probe: Who was Tell me about the
about the activity? invited? How were they | household visit.
invited?
Why did you decide to
attend or not attend?
Where was it held?
Who else was there? Probe: Ages, Probe: Ages, Probe: Ages, genders, | Probe: Older women, Who in your How many people do
Why? genders, castes genders, castes castes younger women household you think have seen it?
attended?
How long did you How long did it

stay? (If left early, ask
why.)

last? Should it
have been shorter

or longer?
Did anything surprise
you?
Were there any
problems?
What did you think of
the activity?
Individual activity What skit did you How did it make Who made comments | How did the potty What kind of
questions like the best? you feel? in the meeting? What | distribution go? poster did you
What did you think | Do you think it is did they say? Did you | Did everyone get a receive?

about the length?
Which age group
enjoyed it the
most?

appropriate to use
holi powder on
feces? Why or why
not?

make comments? Why
or why not?

How feasible do you
think the action plan
is?

potty who should have
gotten one?

Did anyone get a potty
who shouldn’t have
gotten one?

What did you do
with it?

How do you feel
about the poster?
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12. Which activity did you like the most?
a. Probe: Why?
13. How could the activities be made better?
a. Probe: Number of activities/type of activities
b. Probe: Timing/length of activities
c. Probe: Location of activities
d. Probe: Distributions
e. Probe: Targeting certain groups of people
14. Have these events brought a change in people’s behavior in this village, especially
in latrine use?
a. Probe: Who uses latrines the most?
i. Has this changed? How?
b. Probe: How often do people use latrines?
i. Has this changed? How?
c. Probe: Do people use latrines for any other purposes?
i. Storage?
ii. Has this changed?
d. Probe: Has the events brought about any other changes, aside from latrine
use?
i. Such as reduce or increase family conflicts?
ii. Community identity?
15. Did these events change how people in this village think about using latrines?
a. Probe: How important is using a latrine in this village?
i.  Has this changed since the latrine events?
ii. How?
16. Is there any time that a person who has a latrine CANNOT use it?
a. Probe: Who, when, and why?
17. Is there any time that a person who has a latrine SHOULDN’T use it?
a. Probe: Who, when, and why?
18. Is there a penalty for people who open defecate?
a. IFYES:
i. What is the penalty?
ii. How is it enforced?
iii. Do you think it is good or bad? Why?
b. IFNO:
i. Do you think there should be a penalty? Why or why not?
ii. If so, what should it be?
iii. How should it be enforced?
Ending Questions
19. Given everything that was said here, would you say that overall the program had
any impact/results on people?
20. What do you think should be done, so that people adopt these latrines and start
using it?
a. Probe: more awareness, more latrines, etc?

21. Is there anything else that wasn’t covered in this discussion that you’d like to say
about the program?
Thank you for your time!



Appendix F - Control FGD guide

Control Village Focus Group Discussion Guide

Opening Question: (Encourage discussion, break the ice)

1. Let’s go around the circle and tell everyone your name and favorite food.

[1f given consent to record, start recorder after this question. then start recorder, if “n

then say, “That’s fine, we will just take notes.”]

Introductory Questions:
2. What are the good things about your village?

a. Probe: Physical structures like temples, qualities like cleanliness, traits, like
people’s attitudes, etc.
3. Are there things that should change in your village to make this a better place to live?

a. Probe: If so, what are they?
b. Probe: What parts of the village do you NOT like? Why?
C. Probe: What parts of the village could be BETTER?

Transition Questions:

4. Have you heard about the recent sanitation events in [neighboring village]?

a. [If limited or NO response]: Skip to HISTORY OF SANITATION IN

VILLAGE section
Probe: How did you hear about it?
Probe: What were the different components/activities?
Probe: Why was it conducted?
Probe: Did anyone present here attend any of those events in the neighboring
village?
f.  About how many people in this village know about these events?

©To00oC

[Guide continues on next page]
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For questions 6-11, skip | 6. Palla 7. Transect Walk 8. Community 9. Mothers Groups 10. Household 11. Wall
activities that no one in Meeting visits/ Painting
the group has heard *Explain what Positive Deviant
about. this meeting was if Banner
there is confusion
What did you hear about Probe: Who was Tell me about the
your activity? invited? How were household visit.
they invited?
How did you find out
about the activity?
Where was it held?
Who was it for? Probe: Ages, Probe: Ages, genders, Probe: Ages, Probe: Older women, | Who in your How many
genders, castes castes genders, castes younger women household people do you
attended? think have
seen it?

Did anything surprise
you?

Were there any problems?

What did you think of the
activity?

Individual activity
questions

What skit did
you like the
best? What did
you think about
the length?
Which age group
enjoyed it the
most?

How did it make you
feel?

Do you think it is
appropriate to use holi
powder on feces? Why
or why not?

How did the potty
distribution go?

Did everyone get a
potty who should
have gotten one?
Did anyone get a
potty who shouldn’t
have gotten one?

Have you seen the
poster? What do
you think about it?
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12. How have these events changed how people in your village use the latrine?
a. Probe: Who uses latrines the most in your village?
i. Has this changed? How?
b. Probe: How often do people use latrines in your village?
I. Has this changed? How?
c. Probe: Do people dispose of children’s feces in latrines?
i. Has this changed? How?
d. Probe: Do people use latrines for any other purposes?
I. Storage?
ii. Has this changed? How?
13. What do people in this village think about using latrines?
a. Probe: How important is using a latrine in this village?
iii. Has this changed since the sanitation events?
iv. How?
14. Given everything that was said here, would you say that overall the program was good or
bad?
a. Probe: What went well?
b. Probe: What could be improved?
c. Probe: What should be removed?
d. Probe: If it was good, good for whom? How? Why?
15. Are these events something you would like to see in this village?
a. Probe: Why or why not?

b. What aspects of the events/programming would you like to see or not see?

History of Sanitation in the Village

16. What do people in this village know about sanitation?

a. Where did they learn what they know?

17. How many households in this village have latrines?
a. Probe: numbers and percentages
18. When did people in this village get latrines?

a. Who paid for them?

b. Who maintains them?

c. How many of the latrines work?

19. Has there ever been sanitation promotion events in this village?
What were they?

When were they?

Who sponsored them?

What impact did it have on the village?

How did you find out about them?

What were the main messages in the events?

g. Do you think these events were good? Why or why not?

20. If NGOs or government organizations have worked in this village, how was your
relationship with them?

a. What was the village’s relationship (treatment of community by organization) with
the organization like BEFORE the work? (Planning, initial meetings, assessments,
etc — how did they go?)

b. What was the village’s relationship with the organization like DURING the work?
(treatment of people, satisfaction with work)

hD OO0 oTE



c. What was the village’s relationship with the organization like AFTER the work?
(follow-up, communication, etc)
d. Overall, were you happy with the work done in your village? How could it have
been better?
21. What is your village’s experience with Swachh Bharat mission?
22. What are your biggest sanitation problems?
a. Probe: Latrines
b. Probe: Tube wells
c. Anything else?

Ending Questions:
23. Is there a penalty for people who open defecate in this village?

a. IfYES:
i. What is the penalty? How is it enforced?
ii. Do you think this penalty is good or bad? Why?

b. If NO:
i. Should there be a penalty? Why or why not?
ii. If there should be a penalty, what should it be? How would it be enforced?

24. What would you like to see happen in your village, regarding sanitation?
a. Suggest ONLY IF they have a hard time thinking of things on their own:
Government support, promotional messages, water access, etc.
b. Probe for details on each thing that they suggest.

25. Is there anything else that wasn’t covered in this discussion that you’d like to say about the
sanitation events?

Thank you for your time!
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harmony or communication in a
village.

people outside the village
UNLESS that village is
also part of the study.

For example, no
comments about
disagreements with the
government but include
comments about not
agreeing with a nearby
intervention or control
village.

# Code Subcode Definition Inclusion/exclusion Example quotes
criteria

1 Outlook on change Inductive code - Comments about “If five of them take the initiative
how village improvement can or can't to create a garden, then there are
happen; why change will or will not five others who will oppose that
happen plan.”

2 Communication/Harmon Inductive code - Comments about the | Do not include comments | “No, we don’t have good terms

y level of cooperation, agreement, about disagreements with | with them, so, we don’t know

what happened or not, in that
village.”

“There is love and affection
among people. Suppose someone
is ill, then others in the village
take care.”
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Village sanitation
history, latrine coverage
info

Past sanitation interventions,
discussions of latrine coverage when
most people built their latrines,
latrines in the context of village
divisions, environment

“Not 50, may be 40 had built
latrines at that time. People had
constructed them as per their
convenience.”

“People are not able to build on
their own, so when these NGO
people came and offered to build
the latrine, people gave their
consent to them and then they
start the construction.”

Overall Intervention

Comments and opinions about the
intervention as a whole

Include suggestions for
intervention
improvement, and aspects
of the program desired by
control villages

I: How the activities can be
designed more properly, if we
have to do it once more?

P: No activities are needed, we
have now learnt from palla;
Belling also does the same thing.

I: What else?

P: A demo could have been better

41

Overall Intervention

Attendance

Comments about who attended and
didn't attend the activities. Comments
about why an individual did or did
not attend.

Include discussions of
recruitment methods and
motivations to attend

I: Why did you attend the palla,
what thoughts were there
regarding attending the palla?

P: Just wanted to know and see
what they are going to present.
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4.2

Overall Intervention

Palla

Anything pertaining to the palla
activity: descriptions, opinions,
suggestions, questions

I: In the palla, did you hear
anything new that surprised you?

P: No, nothing new. We knew
these stories. We had read about
those stories.

4.3

Overall Intervention

Transect
Walk

Anything pertaining to the transect
walk, holi powder, opinions,
suggestions, descriptions, questions

“Yes, some joined the walk. They
explained many things. Few
understood and few didn’t. From
among those attended, few
appreciated, and some criticized.
Those who liked the walk have
changed their habit and using the
latrine, but the ones who
criticized, came up with excuses
for not using the latrine like there
is no latrine, there is no water, all
these.”

4.4

Overall Intervention

Community
Meeting

Anything pertaining to the
community meeting, descriptions,
opinions, suggestions, questions

“One of my nephews had
organized a meeting in our village
and | checked with him what the
meeting was all about. He had
explained that it was being done
to aware people on the
environment and sanitation, but, |
don’t know what were discussed.”
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4.5 Overall Intervention Mother’s Anything pertaining to the Mother's “A sir was sitting in the car,
Meeting Meeting, potty distribution, opinions, similar to this sir here. He read
descriptions, suggestions, questions out the names of the mothers, and
then each mother was given a
potty.”
4.6 Overall Intervention Household Anything pertaining to the household “One of the points in the poster is
visit/Posters | visit or poster distribution not to store firewood in the
latrines.”
4.7 Overall Intervention Positive Comments about the positive deviant | Exclude comments about | I: What kind of poster was given
Deviant posters the other poster from the to you?
Posters household visit, use code
4.6 P: Most of our villagers are
positive deviants households.
Every household has a latrine,
and tubewells.
4.8 Overall Intervention Wall Painting | Anything pertaining to the I: Do you know about the wall

community wall painting

painting?
P: Yes, sir told me.

I: Where is the site of wall
painting?

P: Prashant shop’s wall.
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4.9 Overall Intervention Learning Anything participants say they “They had talked about many
from learned from the intervention issues like the pollution of our
intervention surroundings, about mothers'

health and also about how flies
and mosquitoes act as a cause of
our illness...”

4.10 | Overall Intervention Perceived Whether or not participants believed “All was good. People are not
change that things had changed in their defecating in the open and using
(intervention) | village as a result of the intervention, the latrines. They have slowly

and what they thought the change changed. So, all good.”
was
5 Latrine Use Comments about how latrines are or | EXCLUDE child feces, I-Grandma, what do you do? Do

are not used in the household,
including barriers and motivators
(double-coded as subcode
barriers/motivators)

use code 6

you have a latrine at home?
P4-Yes...
I-Are you using it now?

P4-Yes...Earlier, we used to go
out into the fields..
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5.1 Latrine Use Barriers/Moti | Comments about latrine use barriers, “If someone is already inside the
vators complaints, about latrines in the latrine, and the other person has
village: poor construction, the urge and cannot control then,
dysfunction, any other issues he has to go outside. If that man
has gone to the field, and there he
has the urge, then, he will
Anything that enables or encourages defecate there.
latrine use “Earlier, when defecating outside,
one has to stand up and down
many a times. But in the latrine,
you can close the door, and there
iS no one to see, this is more
convenient.”
6 Child Feces Discussion of child feces disposal: “Our kids are very small.
training of child, feces clean-up, use Therefor we don't take them
of latrine, potty, or anything else, anywhere. In our house, we make
child's bathing routine, any mention them defecate on a paper or cloth
of child feces and then throw it or wash it...”
7 Water Water issues in the village: lack of Double-code with “We don’t have any water
water, lack of clean water, lack of barriers/motivators if facilities. See the condition of the
water for drinking, lack of water for | applicable pond water? There are many
washing, lack of water for latrines difficulties because of the water.”
8 Guilt/Shame Instances where the participant “How can we feel good?

described feeling guilt, shame,
ashamed, etc.

Outsiders came and showed us to
sprinkle holi powder. Is that not
shameful?”
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9 Dirty/Clean Inductive code: Descriptions of Include concepts of “If some people take up the
things that are either dirty or clean, sanitation (primarily responsibility to clean the village
the act of cleaning or making dirty asked in control villages) | for at least one to two hours in the

- may often be double- morning, then obviously the
coded with perceived village can be kept clean.”
benefits/risks

10 Perceived health Any instance of a participant “Feces are wastes. They are

risks/benefits describing a negative or positive excreted from our stomach. As it
health outcome as a result of an is waste, so it must be...If it is not
action, situation, or substance cleaned, then it will result in pus
which is harmful.”
11 Penalty System Comments about whether or not a “We will just tell the open

penalty system for open defecators
would be appropriate, descriptions of
what that penalty would be

defecators that, ‘your name is
listed, and your photo has been
taken and will be informed to the
higher authorities.” This message
will make them afraid and then
they will stop defecating outside.”
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12

Discontent/Content

Discontent: Frustration with the
government, frustration with the
project, frustration with us

Contentment: Anything participants
mention that they are pleased with.
Can be double-coded with
intervention aspects, or other things

Exclude all comments
about internal
disagreements,
cooperation, and
optimism or pessimism
about change. Use Code
1: Outlook on change and
Code 2: Communication/
Harmony

“No, we are not happy with the
construction. The pan should have
been installed at a higher level
and more rings should have been
put for the pit. They just did it as
was convenient to them.”

“I liked it, made me happy.
Because, people just defecate next
to my house, and we can see them
clearly right from my home.

Since that day, it has totally
stopped, no one is going there.”




