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Overview & Background:
This document is meant to be used as a source for ideas and a reference both internally
and externally for those wanting to start a combined health care and conservation
program. It will draw heavily on our experiences at the first site that Health In Harmony
supported in West Kalimantan, Indonesia, called Alam Sehat Lestari (ASRI). Further
insights come from sites that were visited before ASRI, candidate sites that have been
evaluated for potential replication, and the experiences of other organizations on similar
journeys. We hope it will be a living document that will improve over time as further
knowledge is gained from other sites. This document represents our current best ideas
about the critical aspects of our work and which factors likely have made it successful.
We have been working to save the precious
Gunung Palung National Park which is home
to about 1500 orangutans but was being
heavily logged by the communities
surrounding it. We listened to what they
saw as the solutions and when those
solutions of providing high quality health
care and training in organic farming were
implemented, logging plummeted. In 2007
there were an estimated 1350 logging
households and after only five years that
dropped to 450. After eight years of the
program there were an estimated 180
loggers logging in the national park. At the same time infant deaths declined from 3.4
per 100 households to 1.1 and every other indicator of health and economic wellbeing
also improved. Caring for human well-being led to increased environmental well being
and it is likely that there is also a reciprocal benefit.
This idea that human and environmental health are inextricably intertwined is
increasingly recognized and programs that combine the two are starting around the
world. These are often called Population Health Environmental (PHE) programs. Some
of the evidence to support this approach follows:

•

Populations living within or near fragmented forests have a much higher
risk of contracting infectious diseases because of reduced biodiversity from
deforestation and increased contact with forest edges (Molyneux 2003). Habitat
destruction and human encroachment into forest reality for animals, which
forces them outside the forest and increases human-animal contact, which can
result in a rise in infectious diseases.

•

Deforestation and poor watershed management increase risk of zoonotic
diseases such as malaria, dengue fever, Chikungunya, and bacteria like
Leptospirosis. Where ASRI works, damage to the watershed results in floods and
is a probable cause of high local rates of malaria and other illnesses (Brinkman
1994, Pattanayak et al. 2005a&b).

•

Conservation projects that involve the provision of basic healthcare to
local people have been demonstrated to result in better conservation
results (World Health Organization 2006). This is likely because of the
inextricable link between human health and ecosystem services, and the good
relations the strategy engenders with local communities.

In this document we would like to share some of our experience in case lessons learned
can be useful elsewhere. We want to be very clear here though that we do not believe so
much in replicating WHAT we did, but rather HOW we did it. These are the principles
upon which our work is based:
1) Win-Win: Human well-being and the health of the natural environment are
inextricably intertwined both on a local and a global level and solutions which
benefit both are necessary for long-term sustainability.
2) Radical Listening: The people who will know best how to protect local
ecosystems are the local communities themselves.
3) Working Together: If we are going to solve the ecological crisis the world faces,
we have to meet the needs of one place with the skills and resources of another.

Site Choice:
These are the primary factors we considered in choosing a site:
•

Is there a high-value conservation area that still has a chance to be
saved (either forest or other ecosystem type)?

•

Is the government welcoming and not too corrupt?

•

Is the site accessible?

•

Is there phone signal and internet?

•

Does the local community have some control over whether or not the
ecosystem is protected?

There were also other cultural factors that may have been a reason for our
success that are harder to measure.
•

Community cohesiveness: The communities where we work are
accustomed to working together, listening to each other, and are
relatively stable over time.

•

Women are relatively respected and have power: While very few
women are official “leaders” in the communities they are well
respected and feel comfortable speaking out at meetings.

•

Low level of internal community conflict: While the area where we
work has many different ethic groups there has historically been very
little conflict, even when ethnic violence has arisen in other parts of
Borneo.

•

Baseline trust: Some of the founders had been known to the
community for up to 15 years and were respected and trusted.

Process of Selecting a Site:
I spent one year traveling around Indonesia looking for places with the above
primary criteria. Ecosystems that could still be saved were sadly much more rare
than I hoped they would because most
had already been too badly damaged.
Health needs were nearly universal and
were frequently identified as a reason
for over-exploitation of the
environment including bombing of
coral reefs, over-fishing, doing smallscale mining for gold using mercury,
and logging. Governments were
generally welcoming and it was only in
Papua that we were concerned about
the level of corruption enough that we
were uncertain if it would be possible to carry out a project there.
We ended up selecting Gunung Palung National Park in West Kalimantan
(Indonesian Borneo) because of the incredible conservation value of the forest, the
high threat to it from the rampant illegal logging being conducted by the
communities around the park, the government support, and the huge need for
health care. This is also the site where Antonia Gorog, I, and Cam Webb had all done
ecological research beginning about 15 years before the project began and we had
many local friends in the area.

The Gunung Palung Context:
The communities surrounding the Park are extremely diverse ethnically with Melayu,
Dayaks, Javanese, Chinese, Madurese, Bugis, Balinese, and a smattering of other ethnic
groups. Some of these ethnic groups are relatively recent transmigrants (within the past
20 years) but most have been in this area for generations. The population is about 90%
Muslim with a smattering of Catholics, Protestants, Buddist/Confutionists, and Hindus.
The population directly
surrounding the Park is about
60,000 people and is separated into
two Districts (Kabupaten). That is
unfortunate because it means
double all the coordination with the
local governments. We have found
direct frequent interactions with
the government officials (in their
offices as well as in our clinic) to be
of great benefit so not being too far
away from the central offices may
be of importance.
The number of people in the main District where we work is in total about 103,000
people. There are six government clinics (Puskesmas) in this area but when we began

many did not have a physician. There was little equipment in the buildings or medical
supplies. Communities frequently complained that the quality of care was not adequate.
My initial plan was to provide health care in conjunction with the government, however,
in most parts of Indonesia the systemic corruption made it seem impossible to work
within that system in an ethical and functional way.
Over the years though, we have found ways to partner closely with the government in
training, distribution of specific medicines, immunizations, and birth control. We also
have a partnership with the government where they also use our community health
workers who do directly observed therapy (DOTS) for treatment of tuberculosis
patients at home to prevent drug resistance.
In Indonesia, there is a Russian doll system of administrative units down to the
neighbor-hood level and up to the National level. At first we mostly worked on a desa
level which is about 2,000-4,000 people. This turned out to be a level at which most
people couldn’t really affect what others were doing in their desa so over time we ended
up working primarily at the dusun level which is usually about 200-300 households.
Coordination has been facilitated by the fact that there is an elected head at each one of
these levels.
From an ecological perspective, Gunung Palung is an
amazing national park. Considered by many to be the jewel
in the crown of Indonesian national parks it has a huge
habitat range from coastal forest, mangrove swamps, peat
swamps, lowland rain forest, and all the way up to montane
forest. The park is about 90,000 hectares (348 square miles
or 222,000 acres) and is home to about 1500 orangutans
and many other endangered species like clouded leopards,
Argus pheasants, and Proboscis Monkeys. The park has
villages that nearly surround it. Transportation by road or
boat is possible to all the villages within one days travel
(although staying over-night is required for the remoter
villages since it call take up to six hours to reach some of
them over pretty terrible roads). Access all the way around
the park is important though as it has meant that we can
monitor logging in all the villages and not fear that a
reduction in one area means an increase in another area.

Baseline Survey:
If there is one bit of advice we can give, it’s this: do a baseline survey!!! You only get once
chance to do it and you must do it before you do anything else. It was hard to raise money
to conduct a survey when we only had a dream, but without it we never would have
known if we were successful. It should be big enough to really get good data. We sampled
over 1500 households which is equal to about 6000 people or ~10% of the population.
The survey data we found the most useful was the following:
•

Baseline economics (income is tricky to get a good number but you can at least
measure household goods).

•

Infant deaths (this is always the best general indicator of a communities health
and improvements in this are known to go along with general health
improvements).

•

Logging rates (or whatever other indicator of environmental degradation you
are looking to decrease). Not everyone will admit to it, but at least you get a
minimum baseline.

•

Attitudes about the environment (if we hadn’t done this we wouldn’t have
known how much people wanted to protect the forest – they just couldn’t).

Two things we wish we had measured were an indicator of happiness and estimates of
how empowered people felt. We have now done a 5 year survey & plan to continue
conducting quantitative surveys every 5 yrs.

Root Causes Analysis:
In retrospect I think that something we did in
the beginning may have ended up informing a
lot of our work without us quite realizing it.
David Werner, who wrote Where There is No
Doctor, visited our project when we had just
opened the clinic to help us set up a non-cash
payment system (see the clinic section). While
visiting he taught us a clever technique that he
calls the Root Cause Analysis.
First you call a community meeting. In our
area of Kalimantan this is fairly easy, you just
tell the neighborhood head in the morning
that you want to have a meeting save at a
given time and then when you show up 20-30
people are gathered and within a few minutes
another 30 or so are poking their heads
through the windows.
You begin by asking what the common
medical problems are and an image
representing that problem is drawn on a piece of paper. Once about 10-15 problems are
identified, people are asked what the causes of these problems are. The causes and
problems are laid out in two parallel rows and then people lay down strings showing the
connections between medical problems and causes. For example, diarrhea might be
related to no clean water, to poverty, to lack of medical care and also to logging because
that leads to less water in the rivers. Finally, the causes with the most number of
connections are tallied.
David has some other steps too but these were the ones that we found most useful. The
results were totally consistent in the meetings we held in different locations and helped
inform our future work.

The three root causes of poor health were:
• Poor access to quality health care
• Environmental degradation
• Poverty

The baseline survey was verifying what we were hearing all around the park that a
primary cause of logging was the need to access health care and in this root causes
analysis we found that a primary reason for bad health was environmental degradation.
It was a vicious cycle that they couldn’t get out of.

Radical Listening:
I believe this was the most critical aspect of our work. In some ways it began in 1993
when I first came to Borneo to study orangutans and I listened to the intense medical
needs of people surrounding Gunung Palung National Park and saw it with my own eyes.
It is the reason I went to medical school. Then many times during visits back people
described the need to pay for health care was one of the reasons they felt driven to log.
This was particularly egregious given that they often wanted to protect the forest and
wanted it to be there for the future.
The more official phase of what we called radical listening began shortly after we
opened the clinic. Over the course of a year we spent 400 hours in meetings. I do not
actually think that many hours were needed, but we did it because we thought every
village would have different requests. But actually there was complete consensus.
First a staff member went to all 23 Desa Chiefs, introduced the program, and asked them
to bring 10-15 representatives of their village to a meeting that would be a grouping of
nearby Desa. We asked them to bring representatives of women’s groups, farmer’s
groups, religious leaders, traditional-law leaders, youth groups, and village-level
governance members. In these “Round One” meetings, we asked a simple question:
“You all are guardians of a precious rain forest that is valuable to the
whole world what would you all need as a ‘thank you’ from the world
community so that you could protect it?”
Now it is possible that these meetings went as well as they did because we had already
started the clinic. Ideally I would have not wanted to potentially bias the results of these
meetings by already having set up the clinic but on the other hand, before we started the
clinic and for years beforehand we knew that this is what was needed and having
started the clinic gave us credibility and may have made people more willing to work
with us. It built trust.
We gathered some information in the Round One meetings but mostly we sent people
home to ask their communities the above question and told them at the Round Two
meetings we would compile the responses. We held two Round Two meetings and
gathered larger groups of Desa. At these meetings we were surprised that there was
complete consensus in what people asked for. Then in a single Round Three meeting we
asked for each village to sign an MOU that laid out the agreements they had asked for
and the incentives they would get in return.
As we have begun to prepare for replication we found that same thing in other regions
of Indonesia where villages in one region will all independently agree on what it is that
they would need in order to protect the local ecosystem. Most list health care as a need
but not all.
In order to teach our own staff about radical listening we have developed teaching
materials that we are happy to share. Just let us know.

What communities asked for:
1. High Quality, Affordable
Health Care
Including:
•

Ambulance Service

•

Mobile Clinic Visits

•

Hopefully someday, a Hospital

2. Organic Farming Training

Difficulties at the Round Three Meeting:
We want to share a story that illustrates that things may not always go smoothly. While
a few individuals may attempt to derail a project, if there is support from the overall
community, they will likely find a way around those individuals. It also shows the power
of community pressure (even the power of presumed potential future pressure).
In the Round one and Two meetings we introduced an idea about an explicit exchange
between what the communities wanted, and protection of the environment. Once people
had identified health care as an explicit need, we asked what they would think about
communities that totally stopped logging getting a larger discount on health care prices
than villages that continued to log? However, everyone would always be able to access
care even if they didn’t have money because they could pay with barter (labor, seedlings
for reforestation, traditional handicrafts, or manure for organic farming training).
In general there was strong support for the idea. Some people liked it because it would
help them “get those few cheaters to stop.” Others liked it because they felt it was an
expression of dignity. “We have something valuable to trade with the world community.
This isn’t charity, it’s a fair deal.” We also decided that people who came to the clinic
from outside the area around the Park would pay a slight premium to help offset the
care of those around the Park.
However, the Round Three meeting did not go well. We could not get the village heads
to sign an agreement saying that they would attempt to decrease logging in return for
the discounts. We were very surprised by this because people had been so enthusiastic
earlier. One of the village heads started shouting and giving all kinds of administrative
reasons why no one should sign. This made other villages angry because they wanted to
sign. A young man snuck over to us in a break and explained the problem: the man was a
“logging boss” who hired people to log and owned a sawmill. He was apparently afraid
that if he signed, his village would be angry at him for logging, and if he didn’t sign, his
village would be angry that they wouldn’t get the discount. His only chance was to get no
one to sign. Eventually one of the oldest village chiefs came up with a solution: an ASRI
staff member would come to each village chief’s house and ask them to sign individually.
Each chief happily signed until we got to the one who had caused the trouble. He glumly
asked how many had signed, when we told him all but two others had, he grabbed the
pen and signed. He then closed his sawmill and moved to other work.
Two villages however, did not sign immediately. One signed six years later and another
still hasn’t signed. This last village disputes the boundaries of the National Park.

Years later it appears the communities were right about the critical fulcrums of
change. Also because they designed the interventions, they fully supported and
participated in them. They also saw their own power to bring about change. As
one community member said, “Before this program began we had no hope, but
now we KNOW change is possible.”

Setting up Health Care:
If providing direct health care turns out to be one of the needs of the community and a
large cause of environmental exploitation, then you may find these lessons learned from
us helpful. We would also welcome anyone to come and learn intensively at our clinic in
West Kalimantan.
1. Just do what works:
Health care is not rocket science. The best ways to reduce mortality have been known
for a long time. We have not tried to reinvent the wheel but just borrow best practices
from around the world. The WHO has put together much of this information including
really useful things like the Essential Drug List which we
used as the basis for our pharmacy.
2. Do it well:
This is tricky in a place where the training of physicians is
not at a global standard but we have found that with
capacity building and attention to excellence we can
provide high quality care. The long distances people travel
to our clinic are testament to this reality. We approach care
like the Mayo Clinic where complex patients are discussed
by all the physicians on site who come up with a joint plan
together. Quality also affects affordability since the right
care at the right time is usually cheaper in the long run.
Many of our patients have wasted huge amounts of money
before coming to see us on the wrong care.
3. Build Capacity:
All care at our clinic is provided by local physicians recently out of medical school but
we have a constant stream of volunteer physicians from around the world who come to
teach and learn side by side with their Indonesian colleagues. In this way, our health
clinic is a training center
and every year, we send
one local doctor for four
months of training with
Yale and Stanford in the
United States in exchange
for their commitment to
return to manage the clinic
for two years and teach
the other younger doctors.
We have also sent three
physicians for specialty
training in Indonesia (ObGyn, Surgery, and Internal

Medicine) who have committed to five years of service upon finishing their residency. In
this way, we are creating a group of local physician-trainers who can provide continuity
for improving care, and perform specialized services that are still lacking in our area.
4. Use Community Health Workers:
We started this program very early on. We started it initially to mostly do DOTS
(directly observed therapy) as tuberculosis is a serious problem in our area and we did
not want to increase the risk of drug-resistance by having patients not complete their
course of treatment. We hired women in villages surrounding the park to go to patients’
homes three times a week and make sure they took their medicines. We fired these
women if they missed even one dose without notifying us to find a replacement. With
these strict criteria we went through many people in the first few years but by year two
we ended up with a group of women who were intensely dedicated. We then trained
these women to do triage in the communities and treat basic illnesses like diarrhea. I
suspect they are a big reason for our drop from 3.4 infant deaths per 100 households to
1.1 in the first five years.
5. Everyone has to be able to pay:
There are many ways to deal with variations in a patient’s ability to pay but most
systems risk some people feeling less valued, like they are getting worse care, or angry
that others are getting more benefits than they are. We borrowed a system invented by
Mexican communities that David Werner worked with where people could decided
themselves if they wanted to pay with cash or bartered items. For example, in our clinic,
patients or their family members can pay with tree seedlings (average $0.40-$1.50 per
seedling), manure, labor (standard wages of $5/day), or traditional handicrafts. The
seedlings and manure are used in the reforestation and sustainable agriculture
programs, and we sell the handicrafts.

“Everyone can pay with non-cash options!”
6. Take care of as broad a range of things as you can:
There is a trend towards specializing care and only doing one part of the care needed by
a community (maternal-child health, birth-control, immunizations, etc), but much more
social capital is built by caring for the majority of health needs of a community. I would
also argue that keeping a child’s father alive is just as critical for the child’s health.
7. Make the government your partner:
Yes, the government can cause headaches, but we still work closely together. Our local,
district government provides us with many free medications for malaria, tuberculosis,
immunizations and birth control. We have done multiple joint trainings with

government nurses and midwives, which is likely to have been a factor in the improved
maternal and neonatal death rate. We also have an agreement with government clinics
that allows our community health workers to visit all of their tuberculosis patients at
home; since then, their drop-out rate has been reduced from 50% before they worked
with us, to an unheard-of 0% in 2014-2015. The head of the department of health said to
us at one point that until he saw our clinic he did not know it was possible to provide
high-quality care in a remote place. He said he hadn’t even been trying. Despite the
occasional difficulties, our relationship with the government is mutually beneficial – and
it has the added benefit of holding both parties to deliver a higher standard of care.
8. Take the care to the community:
We run mobile clinics to our more remote partner villages, some of which are 8 hours
away from the nearest hospital. We have found these mobile clinics to be surprisingly
complex but still critical. We have had to change mobile clinic routes several times to
deliver care to where it is needed. For example, with increased motorcycle ownership
and improved quality of the roads, several locations no longer need mobile clinics. We
have also had to move the venue of the clinic to neutral locations (like schools or village
health posts) to avoid internal community conflicts – holding the clinic at a village
head’s house may not be a good idea if the village head is unpopular. However, mobile
clinics in remote locations are still necessary; we have seen chronically ill patients die
without regular access to re-filling critical medications. Mobile clinics are also a great
opportunity for community education campaigns on hand-washing, tooth-brushing,
treating diarrhea, birth control, tuberculosis etc.
9. Mix conservation and health care in everything:
We see every single thing we do as an opportunity to illustrate the relationship between
human health, health of the environment, and economic well-being. Our non-cash
payment program is a great example of this. Patients can pay for medical care with
materials that benefit the rainforest. To distribute 4000 mosquito nets, we set up a swap
campaign where villagers could trade tree seedlings for the nets. We used the
opportunity to also explain about the chain of causes that can lead from logging, to more
mosquitoes, to malaria in people without nets, to debt to pay for health care without
non-cash options, and more logging to pay the debt. We see our work as breaking all the
links in this chain. Patients also waiting in the clinic can attend presentations on forest
conservation, in addition to our regular health outreach. Our environmental education
program also includes teaching about hygiene, hand-washing and healthy snacks.

Teaching about the links in the chain between logging and malaria.

Organizational Culture:
This factor along with radical listening may be the biggest reason for our success. Connie
Gersick, a Yale researcher of Organizational Behavior, has studied our organizational
culture and said that one of the most unusual things is that the organization has managed
to maintain a strong culture of idealism. We believe the following factors may have
contributed to that and helped us recruit highly educated individuals to work in a rural,
underserved area:
1. Being the change we want to see in the world
This manifests in lots of ways from riding bicycles to work, to not hiring staff who
smoke, to not paying bribes. The last one is a big issue and has definitely increased the
expense of the program but we do not want to support a system that robs money from
the poor and perpetuates bad governance. We are willing to take longer, or even be
unable to do some things, in order to not participate in a system we do not believe in.
2. Remembering we are always setting a precedent:
In the beginning we simply refused to pay much over local prices for renting the
facilities for our clinic and staff. That meant it took a long time to find a place but we
knew it was important to not set a precedent. With staff benefits and salary, this was
also important (and something we didn’t always get right). It is much easier to add
something later, than to give and take it away. We are mindful of the long-term
consequences of all changes to organizational procedures, and have tried to find ways to
sustainably run the program in the long-term.
3. Constant Coordination and Listening among staff:
One of the key cultural features of ASRI is morning meeting. Every single morning there
is a half hour meeting from 8:00-8:30. All staff attend (including cleaning staff) and a
pen is spun to see who runs the meeting. Everyone gets a chance to talk. This allows for
joint solution finding, coordination of all parts of the program, and celebration together
of successes. The meeting is ended with a cheer of “semangat” (enthusiasm!) every
morning. Laughing is always a key part of morning meeting.

4. Egalitarianism and a sense of family:
Running a very flat organization is not typical in Indonesia which is very hierarchical but
we strive to honor and value all our staff and promote a culture of equality. Spinning the
pen to see who runs morning meeting is an example of this. Everyone also wears the
same uniforms and we even all pick up trash together or chip in on activities like putting
up a tent for a big meeting. Our staff houses are also available to all staff – doctors and
drivers live together. A sense of everyone being equally valued also extends to our
relationship with the community. We rent homes in the village, go to weddings and
funerals, and have local friends.
4. Respect:
We strive to treat everyone with respect and honor diversity and local cultural norms.
We are very strict about this latter point with volunteers. The most precious thing we
have is our reputation, and one event can destroy it. We only accept married volunteers
if they are going to live together. We require volunteers and visitors to wear modest
clothing, and we give careful descriptions of what is acceptable behavior. We have even
sent people home who have violated social norms.

The team:
1) Who do you need?
Committed core group of people both on-site and in a more resourced area that can
form the social and institutional networks to leverage the support the community needs.
It has taken Health In Harmony eight years to develop a strong team in the US and our
goal is to support replication globally. The ASRI team in Borneo is also happy to show
what the work looks like in the field and visit other sites if assistance is needed. We are
here and ready to provide support if you feel partnering with us would be helpful rather
than having to reinvent the wheel.
2) Capacity Building:
The idea that everyone needs to and should be constantly learning their whole life long
is a philosophy that permeates every aspect of the work. In order to facilitate this we
partner volunteers with staff in as many things as we can. In this way they learn from

each other and spread skills around the world. One of our doctors told me that one of
the main things they learned from ASRI is they should never be embarrassed to look in a
book, in fact, they should be embarrassed not to if they don’t know the answer.
3) Compassion and Empathy:
All potential staff are screened for compassion and without it, we won’t hire someone.
One of the key questions in our interviews is “Why do you think poor people are poor.”
We are surprised how effective this question is in eliciting compassion or a lack thereof.
All staff also have a one month trial period to make sure they are a good fit.
4) Recruiting and keeping amazing talent:
My philosophy has been more that you hire amazing people and then create the job and
opportunities for them rather than necessarily looking for people who you think already
have the skills you’re looking for. This is particularly an issue in a place where education
and opportunities are limited. We’ve often promoted staff because we saw that they had
the capacity and enthusiasm to learn something. Just a few examples are: dentist to
program director, driver to medical equipment repairer, cashier to accountant, or nurse
to human resources director. The opposite is also true – we don’t keep mediocre folks.
We also embrace staff turnover as an opportunity – because we are in a rural area, it is
inevitable that some of the more highly-skilled individuals will choose to move on. For
example, we expect that doctors will only stay for a short while before pursuing further
education or professional development. However, over time I have seen this as also
positive because the reach of the program is wider and allows for new people to be
trained or promoted from within. Many of our doctors now work in hospitals across
Indonesia, and they often say they are the best doctors in their hospitals.
5) Mostly local:
At the end of 2015, ASRI had 104 staff and only one was non-Indonesian. Likewise, there
is only one non-Indonesian on the board (myself). We have found though that we need
at least one foreigner to help write grants, provide cultural translation with the Health
In Harmony team, and bring a global perspective to the work. Where possible, we also
try to recruit from the local district where we work, rather than importing highly-skilled
Indonesians from the big city in Jakarta.
6) Diversity:
We try very hard to hire people from every local ethnic group and religion so that our
staff represent the whole community. The volunteers, often from all over the world, also
bring in further diversity. We have a strong focus on everyone being part of the same
team and respecting each other’s religions and ethnic traditions.
7) Hiring and empowering women
We actively hire women and often promote them to leadership positions. It hasn’t been
intentional, but we have ended up with largely women leadership. One man said that
after seeing ASRI he now knew that women could do anything. One of our community
health workers was also elected to be the head of her dusun. The village says it is
because she saved so many lives in her village of people who had tuberculosis. She is the
first female head of a dusun in our Regency.

Monitoring/Learning from Mistakes:
Almost every mistakes we have made along the way was because we didn’t get the
community to design it. The best example of this is the story of our illegal logging
monitoring program. Monitoring the level of environmental destruction is obviously
critical, because it forms the basis for our discounted health care system, and because
we need to know if the work is having an impact. We focus on the key issue of logging in
the National Park and not on hunting and poaching because most of the populations
around the park are Muslim and they eat very few animals from the forest. We also felt
that protecting habitat was the most important basis for any conservation work and
protecting the trees would also maintain the watershed. Using the boundary of the
National Park also meant that we could simply defer to National law about any
boundary disagreements.
However, we made a big mistake in the
beginning of the program. The National Park
Office told us that they would do the monitoring
for us. We agreed because we were uncertain
how to do the monitoring ourselves, we were
not allowed to enter into the park without
permits, and we also thought it might be better
if the monitoring was being done by a third
party (theoretically impartial, although not in
actuality). However, after about a year we were
starting to feel like we couldn’t trust the data
and the communities were telling us that it
wasn’t correct.
We decided to have another round of radical
listening meetings and ask the communities to
design a monitoring system. Although we
couldn’t be certain, it also seemed like the
logging hadn’t decreased that much. The first
thing we were told is that we were offering discounts at the wrong administrative level.
People felt that they couldn’t influence their neighbors on a desa level (about 2,0004,000 people) but that they could on a dusun level which is usually about 200-300
households. They also said that we needed to hire someone from every dusun that
bordered the park (34 in total) to help us stop the logging. We were confused about
what these people would do and why they were needed, but the leaders at this meeting
were insistent that these folks could transform the situation. They said these people
would know every logger because they came from that village, they would speak that
local dialect, they would be able to help with the monitoring, and they would be able to
find solutions on an individual family basis.
We ended up calling these folks our Forest Guardians, or in Indonesian “Best friends of
the Forest”. They have truly been transformative in facilitating communication,
spreading the word about our health care discounts for conservation, and helping
loggers find other work. Our takeaway lesson from this experience was to always
involve communities in program design. We have applied this to other programs, and
community advice to our reforestation program likely helped us escape the wildfire that
befell so many forests during the 2015 haze event. We are glad to have learned this
critical lesson.

Radical Listening is a Process:
Listening is a process and one that goes on for us daily. Listening doesn’t mean that each
individual knows what the answers are but that there is great wisdom in consensus and
that excellent solutions to problems are found in this way. It may take longer, but we
believe the solutions are not only better solutions but the community buy-in is also
critical. If people are ready to make the change they propose, it is much more likely to
happen than if an idea is imposed from outside. Here are some examples of solutions to
new problems that have arisen over the years that came from continual listening.

1. Not enough manure à Goats for widows:
During our first rounds of “radical listening” to local communities, we were told that
organic farming training was needed because the traditional method of slash and burn
agriculture was no longer working with larger populations and less forest. They had
heard there was a way to plant without expensive chemical fertilizers and they wanted
to know what it was.
Amazingly, before we did the organic farming training, there was no price for manure
because no one knew you could use it for anything. After the training there was a price
for manure, and then there simply wasn’t enough manure. In consultation with the staff
we decided to distribute goats but it was unclear who should receive them to prevent
jealousy. The advice was to give the goats to widows because they tended to be the most
economically disadvantaged. We also knew from other programs that women tended to
be more successful at caring
for animals than men. The
goats-for-widows program
was a partial solution to the
manure problem, but over
time we also distributed
goats and cows to the
farmer groups who could
own them collectively and
sell manure on a larger
scale.
Another benefit is that goats
can help widows pay for
health care. They can stock
manure for paying with noncash at the clinic.

2. Logging dropping but not yet “green” à Yellow villages:
After about six years of the program, communities began protesting. They said they
were working so hard to decrease logging and had often gone from hundreds of loggers
in their villages down to just one or two but they were not getting the bigger health care
discounts at ASRI because they were not yet “green”. They felt this wasn’t fair. We agreed,
so with the communities we jointly designed a new ranking system that included “yellow”
villages who would get a 50% discount if the number of active logging points was between
1 and 3. “Green” villages get a 70% discount and red villages get a 30% discount.

3. Remaining loggers à Family entrepreneurship program:
Over the first five years of the program the number of loggers dropped from an
estimated 1350 logging households down to about 450 (a 68% decline). After eight
years we estimated that 180 individual loggers remained. Our assumption is that the
remaining loggers are ones for whom a change is much more difficult. While lack of
ownership of farming land is rare in our area, many of these folks do not own land. Thus
we have tried to come up with a creative solution for these folks who often do want to
quit but are worried about feeding their families. The solution to this problem arrived
one day, when our sustainable agriculture facilitator walked into the office and said,
“The loggers in this neighborhood said they will stop logging if we can help them get
fishing equipment.” We realized that most loggers have passions for other work, and so
launched an entrepreneurship program that provides funds for logging households to
start new businesses. The name came from the loggers themselves who said they didn’t
want to be called loggers anymore. In conjunction with the conservation staff, each
logging family created a realistic business plan with $400 of start-up costs. Since then,
they have started
switching to become
fishermen, chicken
farmers, and shop and
restaurant owners.
All participants in the
family entrepreneurship
program were asked to
sign an ikrar, or a pledge,
to conserve and protect
the environment. We felt
that the ikrar was more
effective than a binding
contract, since it is like a
commitment of honor and
faith that the participants
took very seriously.

Government Relationships
We believe that one of the keys to our success may be the social capital that is created
through providing health care. This social capital is built with the communities but also
with the government. We effectively store up good will and then spend it on conservation.
For example, there was a period of time when there was a surge in logging that
appeared to be organized through some individuals in the government. Unlike “normal”
logging which is mostly for local consumption in our area, the wood from the national
park at that time was being floated off-shore and then put on boats bound eventually for
Malaysia (where it would enter the stream of “legal” wood being exported).
Since we knew various members of the government were involved we did a round of
meetings with those specific officials. Doctors and conservation staff went and our
doctors usually could point to a specific time we had cared for that person or their
family members. The doctors could also talk about how concerned we were for the
future health of the communities if the logging continued. We cannot know for sure how
much impact this had but shortly after all our meetings, the logging stopped.

When we went to thank the Bupati (the highest local government official) after the
logging stopped, he said, “I couldn’t have done it without the support of the village
heads. They all very much support the work you are doing.”
Being the health care providers for the government officials and their families just tends
to change the whole conversation. It has also meant that we have never received that
much opposition – even from the logging bosses. They need care too and presumably
they don’t want to risk that. The very few people who have tried to oppose us (usually
on religious grounds although our staff are of all religions and we have no religious
agenda), eventually usually got sick and then, of course, came to the clinic as well. After
that they were said to have “lost their voice”.
The same thing happened with the few government officials who simply refused to sign
paperwork we needed without a bribe. For 8 months we could not get a letter we
needed for getting a permit for the
hospital from one official, until he
got appendicitis. Since we did not
have a hospital we had to refer him
2 and a half hours away (over very
bad roads) to the nearest facility
that could do surgery. But he got
terrible care there, didn’t get
surgery, ruptured his appendix, and
would have died if he hadn’t come
back to our clinic where we cared
for him for weeks. After that, he
wrote the letter and was very
supportive.

Conclusion:
We are acutely aware that time is running out for saving critical ecosystems around the
world – especially for rain forests which cover only 2% of the earth’s surface but contain
50% of the world’s species. We are also aware that successful conservation strategies
are rare, and even rarer are true win-win solutions where peoples’ lives dramatically
improve and forest is saved.
Will our approach work in other places in the
world? We have adapted our strategy to Indonesia,
but what about places where the cultural contexts
and threats to human and environmental health are
totally different? We cannot say for sure – but the
dozens of conversations we have had over the
years and with organizations and individuals
interested in our approach suggests that Gunung
Palung is far from being an isolated case where poor
health, environmental degradation and poverty
form a vicious cycle that prevent any of these
conditions from improving. We have also seen
multiple other sites in Indonesia where we think
this approach could be very beneficial and we are
exploring how best to replicate.

We all know that protecting ecosystems requires a strategy that recognizes that
problems are complex and intertwined. In our area, individuals were logging both in
order to meet fundamental needs like access to health care and because they did not
have the skills they needed to get funds in ways that would improve their future – not
make it worse. It is not that people were not aware of this problem – they understood it
exactly – and actually knew what the solutions were, they just weren’t able to
implement the solutions because they didn’t have access to the knowledge or resources
they needed.
When we were able to bring in those skills from other parts of the world, the solutions
could be met and on that foundation everything could improve. Logging has dropped
precipitously, health has improved dramatically and every measure we have of income
has gotten better. This seems to be a true win-win solution and if we are going to
survive as a human species on this planet, we will need to implement solutions like this
on a massive scale. We look forward to having many partners in this work! We hope that
you will join us.
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