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MencheyRimdu
Medicine and Puja

Someyearsago a young Bhutaneseboy fell sick. Hecouldn’t

walk, he couldn’t feel anything in his handsand feet and he

didn’t want to eatanything.

His mothercalled thehealthworker who camefrom the BHU

four hoursaway to seethe boy. The healthworker left ~onie

medicinefor the boy to takebut every time he wasgiven the

medicineit madehim vomit.

His mothercalled the local religious practitionerwho told the

boy’.s mother that an evil spirit lived in the tree outside the

house. They must cut down the treeand plant anothertree in

its place. Only then would the boy be ‘able to take the

medicine.

This was done the tree was cut down, another tree was

plantedandtheboy wasableto takethe medicine. Happily for

thewhole family. theboy recovered.

Theboy is now a monk andhasrecentlyattendedReligion and

HealthProjecttraining.

He and his family believe that both puja and medicinework

together.

A personalstory told by arponk in Bhutan

June1999

RHP Report I Introduction



RHPEvaluationReport - Introduction

Table of Contents

INTRODUCTION 7

RUP PROJECT OBJECTIVES 8

RHP EVALUATION OBJECTIVES 9

EVALUATION REPORT AND EVALUATION ANALYSIS 9

BACKGROUND TO THE RHP PROJECT 10

EVALUATION METHODOLOGY 12

EVAIJJATION TooLs 12
EvAI.tJArloN PROCESS 13
EVALUATION LIMITATIONS 20

KEY QUESTIONS 23

KEY QUESTION a I. - ROLE OF RELiGIOUS COMMUNITIES IN PROMOTING HEAL TH 25

Is f/ic health pronlotion role of ~ religious coiiiiii unhi (ordained monks)acid/or coininunitv—based
reli~ç’iouspractitionersunderstoodby//ieniselves (acidhi’ the coinnuueinlj’andbyhealth workers)? 25

CONCLUSIONS 26

KEY QUESTION a2. - ROLE OF RELIGIOUS COMMuNITIES IN PROMOTINGHEALTH 27

Hon successfulhavethe religious communitycind/or conumuniy—hasedreligious practitionersbeenin their
role as heal//i promoters(v/en’sof religious communitiesthemselves,co,nmunhtvnieinbersandhealth
ti’orkers to heasked,I? 27

CONCI,IJSIONS 28

KEY QUESTION a3. - ROLE OF RELIGIOUS COMMUNITIES IN PROMOTING HEALTH 29

DC) ihereligious comifluflity cind/or coniniuniti’—hcisedreligiousprcuciitioner,skel 1/ia! 1/icy cancontribute
i/lore in pro/noting health? lives. u/cat moreandlion’? 29

CONClUSIONS 30

KEY QUESTION a4. - ROLE OF RELIGIOUS COMMUNiTIES IN PROMOTING HE/IL TII 31

Do coinnn,nm’-hased religious practitioners (suchas tsips.pawos,pamos, gomchens,/akris) viewtherole
heiny promotedby theRI-/P as ci i/flea! to their livelihood? (above citedpeople are usuallya~iproachec/in

timesof ill health to pertorni rituals/pu/as and get paid in cash or kindfor their services) 31
CON:I.lJsIoNs I

KEY QUESTIONbI. BEHAVIOURALCHANGESIN THE RELIGIOUS COMMUNITY 32

/1 re thc’re c/iangesin the heal//i seekingacid hi ‘glene practicesof the religious comninlinity and/or

coinnuinitv—basedreligious pracii/loners (i/Icr RI—/P irai/flhig workshops.’ 32
C0NI.vsIoNs 33

KEY QUESTION b2. - BEHAVIOURAL CHANGES IN THE RELIGIOUS COMML/NIT}’ 34

flout’ /iave 1/ic iniproveci uc’aicr/sanita/ion/acilities been used aiid niaiilainecl.’ 34
CONClUSIONS 3S

KEY QUESTION b3. - BE/IA VIOURAL CHANGES IN THE RELIGIOUS COMMUNITY 36

I—/ate I/ic’ religious conc/lulnitys a,!ituck’s toii’arc/s sanitation andhygienechanged ni/li the introduction of
i/n/iroVecl n’atec~sa;ii/ationfacilities.’ 36

CONCI,IJSIONS 36

KEY QUESTIONb4. - BEHA VIOURAL ChANGESIN TIlE RELiGIOUS COMMUIVIT 37

RI-IP Report I Introduction 4



RHP EvaluationReport- Introduction

Do the religious conimnunitycucici/or comm unity—basedreligious practitionersprovideadviceon healthcare
whenapproachedfbr religious servicesin theeventoffamily illness? 37

CONCLUSIONS 37

KEY QUESTION ci. - BEHAVIOURAL CHANGES IN THE COMMUNITY 38

Do c’omnmnuni/ membersreceivehealthadvicefrom thereligious communitV and/or community-based
religiouspractitionerswhenapproached/orreligious servicesin theeventoffancily illness? 38

CONCLUSIONS 38

KEY QUESTION c2. - BEHA VIOURAL CHANGESIN THE COMMUNITY 40

Hasthe religious conunuunity and/or theconinuunity—basedreligiouspractitioners influenced the health

seekingamid hygiene practices of the community? 40
CONCLUSIONS 40

KEY QUESTION c3. - BEHA VIOURAL CHANGESIN THE COMMUNITY 42

Arethereanyac/c/edac/vantagesoft/ic religious’ conumnunityacid/or conununity—hasedreligious
prcuc’titionem~s’pro/noting/cecmIt/i? 42

CONCIIJSIONS 42

KEY QUESTION c4. - BEHA VIOURAL CHANGES IN THE COMMUNITY 43

Arethe,’ec/iangesin theheal/li seekingandhygienepracticeso/the religious conimunity and/or
conunuinity—liasedreligiouspractitionersafter RHP training ii’orkshops? 43

CONCI.IJSIONS 44

KEY QUESTIONd1.-HEALTH WORKERS’ VIEWS 45

Rate1/ic effectiveness (?f thereligious conununityand conumziniiv—based religious practitioners as
promoters 0/health nuessages 45

CONClUSIONS 45

KEY QUESTION d2. - hEALTH WORKERS’ VIEWS 46

Do /ueciltli 1 ‘orkers view1/ic religious conunu,ui/I’ andcoinmnumnty—basec/ religious practitioners as

competitors or conuplenmentcirv:’ 47
Conclusions 47

KEY QUESTION d3. - HEALTH WORKERS’ VIEWS 48

I-las there been an increased number ofpcmtientsfi’onu f/ic conunu/uty referred by the religious’ community

cinch/or community—based religious practitioners f/illon’ing RI—/P n’orks/iops? 48
CoNcLusIoNs 48

KEY QUESTION el/ e2. - EFFECTIVENESS OF TRAINING WORKSHOPS 49

JVluit knoi’ledge /uci.s’ /een retained by religious p~~on.s’who attended RI-/P training ui’orksliops? 49
R/icut is the know/cc/ge of religious persons lu’/io havenot heemi trained? 49

CONCUISIONS 50

KEY QUESTION e3. - EFFECT! VENESSOF TRAINING WORKSHOPS 52

I Chat acldutionc,l areas of lieu/tb n’oulcl the reli~giou.sconnmmunitv d,nd/./or comnmnumnity—basec/ religious
/1/duct itioners like to Iccurn cibouit in the training workshop to enhance their role as healthpromnoter.s’? 52

CONClUSIONS 53

KEY QUESTION e4. - EFFECTIVENESS OF TRAiNING WORKSHOPS 54

How cciii tmaining workshops befuirther immupm-ovecl.’ 54
CONCLUSIONS 54

KEY ISSUE - EFFECTIVENESSOFPROJECTMANAGEMENT 55

Hon ccnu RH!’ pro/ect nucunagecuuent be further improved? 55

CoN~.ItJsIoNs 55
KEY ISSUE — STD/AIDS 57

Issuesrelating to ~S’TD//I/DSknowledge among religious prcic’titioners 57
CONCI.USIONS 58

RHPReport I Introduction



RHP Evaluation Report- Introduction

MAIN CONCLUSIONS 59

COMPARATIVE ADVANTAGE OF RELIGIoUs PRAC’FITIONERS AS HEALI’H PROMOTERS 62
RECOMMENDATIONS 62

FUTURE STRATEGIES AND ACTIVITIES: SUGGESTIONS FOR PROJECT IMPROVEMENT 63

STRATEGY I: PROJECT MANAGEMENF ANI) PAR’I’NERSIILP 63
POSI’-EVALUATION REVIEW OFTI-IE RI-IP PROJECT 13Y SI’AKEIIOI.DERS 63
ACTIVItY I: REVIEW PROJECI’ OBJEC’I’IVES 63

ACTIVITY 2: REVIEW ROLES AND RESPONSIIIII..ITIFS 64
ACTIVITY 3: DEFINE PRIORITY TARGET GROUPS 65

AcTIVITY 4: DRAW ISP A PLAN OF ACTION 65

ACTIVITY 5: REVIEW OPPORTUNITIES FOR CiREATER DIX’EN’I’RAI..ISAFION 65
ACTIVIlY 6: FACILITATE A NFL-WORK BETWEEN COMMUNICATORS OF H+I-I MESSAGES 66

STRA’IEGY 2. MoNITORING ANI) EVALUATION 67
INTRODUCE A MONI’I’ORING ANI) EVAluATION PROCEss 67
ACTIVITY 7: BASEE.LNE DATA COLLECILON 67
ACTIVITY 8: Tool_s FOR ON—GOING MONIIORINCi OF SoFTWARE ANI) HARD WARE.....,.................................. 67
ActIvITY 9: USE OF WORKSF 101’ REPORTS 68
ACL’IvL’I’Y 10: ROLES AND RESPONSIBIlITIES FOR MONIlORING & EVALUATION 68
ACtIVItY II: PLANNING FOR EVALUATION 68

SLRA’IEGY 3. TRAINING 71
RFVll~\vDIE PRESENT TRAINING PROGRAMMES ANI) MODIFY AS NECESSARY ...,.........,.....,,.....,.,.,..,.,,.,.,,.,,.,,. 7I
AcIIvvI’Y 2: IDFNTIFICATION 01 AR(iCI GROUPS ANI) PRIORITIES .,,,.,,..,,,,.,.,.,,,,,,.,,.,,,.,.,,,,.,,..,,.,,,,,.,.,,,.,,,., 72
ACTIVFFY 13: NEEDs ANAlYsIS 72
ACI1VIIY 14: WORKSIIOP PI_ANNING 72
ACtIVITY IS: REVLE~vRHPTRAINING - ALTERNATIVE MODELS 73

SUMMARY OF FUTURE STRATEGIES AND GUIDELINE OF ACTIVITIES 74

PR0JI.cr MANAGEMENI AND PAR IN! RSI LIP 74
MONItORING AND EVALUATION 74
TRAINING 74
EXAMPI.! I: SIAKEIIOI,DER l’ARrIcIpAFION ANAlYSIS MAtRIX — .WII() I)OIS WIIAT’ 75
ExAML’IE 2: SWOC ANALYSIS (SIRENOTI IS, WEAKNESSES, OPI’oitIIJNlIIFs. CONSTRAINTS)..........,.....,...... 76
EXAMI’IE 3: AC’I’IVIrII~sANI) ACTION — WIIO/WIIEN 77
EXAMPLE 4: M0NIIORING FItAM[;woltk FOR RH!’ WORKSIIOPS 78

(;LOSSARY 79

RI-IP Report 1 Introduction 6



RHPEvaluationReport- Introduction

Introduction

The ReligionandHealthProjectwasinitiated in 1992 forming apartnershipbetweenthe
CentralMonasticBody. DratsangLhentsogandHealthDivision with financial supportfrom
UNICEF. The projecthastwo basiccomponents:

a) Trainingof religiouscommunitiesin basichealthinformationin order for them
to becomegood role modelsandeffectivehealthpromoters

b) Improvementof watersanitationandkitchenfacilities of monasticinstitutions.

In preparationfor thejoint RGoB andUNICEF mid-termreviewof thecurrentcountry
programme(1997-2001),an evaluationof the ReligionandHealthProjectwasundertaken
from April to July 1999.

Developmentof an evaluationprotocolwascontractedto Ms CarolineMarrs who presented
theevaluationtools andmethodologyatapre-evaluationworkshopattendedby all project
stakeholdersin May 1 999.

Datacollection,analysisandreportpreparationwascontractedto Ms Marion Young. A
translator,SonamDhendup.accompaniedMs MarionYoung throughoutthefield work data
collection phase.Piloting of theevaluationtoolswasconductedjointly with the Ms Marrs
andMs Young. The draft reportwaspresentedto the stakeholdergroupin .luly 1 999.before
finalisationandsubmissionto UNICEF, Bhutan.

‘Throughoutthe fieldwork everyassistancewasofferedto theevaluationteam from the
Dratsangandhealthservicesat eachsitevisited. This alonewasenoughto convinceanyone
of the high valueplacedon the Religion andHealth Project. UNICEF staffassistedwith
oftice preparationandsupport. DratsangLhentsogenabledthework to proceedsmoothlyby
accompanyingthe evaluationteamduring thepilot andfirst field visits to assistwith
technicalitiesof translationandprotocol; DratsangLhentsogalsoensuredthat all permits
wereobtainedandofficials informed in advanceof theevaluationteams’ visit to eachsite.

Theevaluationwork wasboth interestingandenlightening. I trust theEvaluationReportand
EvaluationAnaly~isofferssomeclearinsightsinto the progressof theReligionandHealth
Projectto dateandsomeuselul guidelinesfor the future drawnfrom the wealthof experience
olthosewho participatedsowillingly in the evaluation.

TashiDelek
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RHP Project Objectives

UNICEF’sMasterPlanof Operationsfor 1997-2002identifiesthe following generaland
specificobjectivesfor the ReligionandHealthProject(RHP):

GeneralObjective:
To improvethequality of life of theBhutanesepeopleby harmonisingreligiousfaith
andpracticeswith informationon modernhealthcare,particularlyfor child survival.

SpecificObjectives:
1) To promotehealthandnutritioneducationto parentsthroughinformedmonksand

community-basedreligiouspractitioners.

2) To increasetheknowledgeandskills of community-levelpractitionersto provide
adequateadviceon modernhealthandchild care.

3) To increasecapacityandstrengthenmotivationof the monksandmonasticteachersin
incorporatingmodernhealth-carein their teachingsandlife-style.

4) To improvephysicalfacilities atthe monasteries,enablingthe monksto practice
improvedsanitationandhygiene,andpromotingpersonalhygienepractices.

5) To broadenthecurriculum of the monasticeducationsystemto includepreventive
andpromotivehealthinformation.

At the RHPReviewMeetingof December1st, 1998, thepoint wasmadethat Specific
Objectives4) and5) might be betterconsideredasstrategiesratherthanasobjectives.
Instead,it wasagreedthat thesetwo objectiveswould be termed“ImmediateObjectives”and
thatthe project’sobjectivesbe reformulatedalongthe following lines:

Long-Terna Objective.’
To improvethehealthof thepeoplein generalandwomenandchildren in particular
to attainthegoalof “Health for All by year2000”.

ImmediateOb/ectives:
I) To improvephysicalfacilities at monasteriesenablingmonksto practiceimproved

sanitationandpersonalhygiene.

2) To increasetheknowledgeandskills of thecommunity-basedreligiouspersonsto
provide adequateadviceon healthandchild-care.

3) To broadenthecurriculumof the monasticeducationsystemto includehealthand
hygieneinformation.

Thesearetheobjectivesthathavebeenretainedfor the presentevaluation.

RI-IP Report I Introduction 8
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RHP Evaluation Objectives

Following the termsof referencesuppliedby UNICEF, thegeneralobjectivesof thepresent
evaluationare to:

1. Evaluatehow well the project’sstrategieshavehelpedto achievethe programme’soverall
goals;

2. Developfuture strategiesby identifyingareasof theprojectwhich couldbe improved,
particularly in theareasof monitoring,training andprojectmanagement;and

3. Developaguidelinefor future activitiesin the areasof monitoring,evaluation,training,
projectmanagementandpartnercoordination.

Evaluation Report and Evaluation Analysis

The reportwill be presentedin two sections:

EvaluationReport.and
EvaluationAnalysis

TheEvaluationAnalysis is a completedocumentationof all responsesto openandclosed
format questionsfor all thetools used. It could be consideredasan Appendixfor peopleto
refer to if theyrequiresomefurtherdetail not presentedin theevaluationreport.

TheEvaluationReportdraws informationfrom the EvaluationAnalysisfor eachtool to

provide INDICATORS andCONCLUSIONSto eachKEY Q.UESTION.

EvaluationObjective 1 is coveredin Key QuestionsandMain Conclusions
EvaluationObjective2 andEvaluationObjective3 arecoveredin FutureStrategiesand
Guidelinesfor FutureActivities

9 RHP Report I Introduction
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Background to the RHP Project

In 1989,the HealthDiviSion andthe DratshangLhentshogconductedaNational Workshop
on HealthandReligion. This workshoprepresentedthe formal recognitionof thehealth
promotionpotentialof thereligiousleadersin thecountry andled to thedevelopmentof a
governmentproject,“Health andReligion”, supportedby UNICEF.

Projectactivitiesstartedin 1990. Activities implementedsincethe inceptionof theproject
include:

Training: 1,100 religiouspractitionersin over 13 dzongkhagstrainedin
basichealthknowledgeandpractice,with decentralisationof
training to thegewog-levelinstitutedsince1995;

Water/Sanitation: Watersupplyandsanitationfacilities upgradedin 1 5 monastic
institutions;

CurriculumDevelopment: Dzongkhaversionsof’ Factsfor Life andHealth is in Our
Handshavebeenmadeavailableto religiousinstitutions.

In order to put theprojectin perspective,somebackgroundinformation on thereligious
communitiesin Bhutanis briefly presented.

Thereare approximately3,000Buddhistmonasteriesin Bhutan,of which:

- 20 Rabdeys(with anywherefrom 100 to 300monks);
- 19 Monasticschools;
- l 3 Shedras(BuddhistColleges);
- 1 5 Druhdras(MeditationCentres);
- severalNunneries;and
- numerousLhakhangs(smallermonasteries)andGomde s (temples).

A Rabdeyis the mostseniorinstitution in eachdzongkhag.EachRabdeyis headedby a
Ne/en(Abbot) andrun by four seniorLopen.s’,four ChoetrimZhis(religiousadministrators).
four junior LopensandaDitngchen(Secretary).

Thereare thousandsof Buddhistreligiouspersonnelin the country,of which:
- 3,500statesupportedmonks;
- 4,000morereceivingeducation/trainingin state-supportedinstitutions;
- 3.000on private patronage(including mostnuns);and
- about 1 5,000gomchen(lay monks).

In addition to theseBuddhistpractitioners.thereexist numerousotherreligious practitioners.
includingsomefrom pre—BuddhistandHindu traditions.suchas: ts’ips,pawos,pa/nov.
pundits’andjakris.

RI-IP Report I Introduction I0
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• Training:

• Water/Sanitation:

2,378 religious practitionersin 19 Dzongkhagstrained
in basic health knowledge and practice, with
decentralizationof training to the geog-level instituted
since1995;

Water supply and sanitationfacilities upgradedin 35
monasticinstitutions;

• PunakhaRabdeyto be readasPung.-ThimDratshang
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Financial input into the Religion and Health Project for 1992 to 1998

Activities 1992 1993 1994 1995 1996 1997 1998 Total

Study tour for key people in Dratshang 21,000,00 $ 21,000.00

Training of two project staff in Management - 3,650.00 3,700.00 $ 7,350.00

Consultant to support the R&H project 2,000.00 5,116,00 350,00 6,257,00 $ 13,723.00

Supply of reference book Health is in our Hands 2,163.00 7,029.00 $ 9,192.00

Projectestablishmentsupport 1,270.00 4,035.00 1,269.00 5,481.00 50.00 $ 12,105.00

Training workshop for monks and community

$ 85,653.48based religious persons 1,934.00 16,138.00 17,616.00 9,08400 28,773.00 3,203.94 8,904.54

Monitoring 1,200.00 $ 1,200.00

Consultation workshop for Dratshang Dungchen,

District Engineers, DMOs and DHSOs 3,330.00 , $ 3,330.00

Training of Trainers for Dungchens and Health

Workers 562.00 $ 562.00

Wafer and Sanitation and kitchen improvement 8,910.00 18,149.00 44,012.00 42,322.00 3,380.00 48,195.00 28,470.00 $ 193,438.00

Totli: $10,844.00 $62,370.00 $76,584.00 $58,375.00 $43,950.00 $ 51,798.94 $ 43,631.54 $ 347,553.48

11 RHPReport I Introduction
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Evaluation Methodology

Evaluation Tools

Theevaluationtoolsandmethodology,presentedin a separatepackage,weredesignedby Ms
CarolineMarrs andpiloted-byMs Marrs andthe Evaluatorprior to thestartof the fieldwork,

It hadbeenthe intentionof UNICEF BhutanOffice to employalocal Bhutaneseevaluatorin
keepingwith theoriginal conceptpaperproposalpublishedby Dr Jigmi Singay(Dec.1990).
Unfortunatelytherecruitmentof anationalevaluatorwasnot possible. ConsequentlyMs
Marion Young wascontractedto takeon the field work, analysisand reportpresentation.

As the fieldwork requiredlocal languageproficiencySonamDhendup,a class 12 student,
wasselectedas translatorto accompanythe evaluatorthroughoutthe fieldwork. The
evaluatorand translatorattendeda pre-evaluationpresentationof theEvaluationTools given
by Ms Marrs. RHPstaffbriefedthe translatoron specifichealthandhygieneterminology
usedin theevaluationtools, for exampledifficulties of translatingdehydrationand
malnuli’ition into Dzongkha.

The evaluationtools weredesignedwithin the following structure:

• Nine toolswere developedto representthe rangeof stakeholders:
Tool I Water/SanitationObservationChecklist
Tool 2 HealthKnowledeeTest
Tool 3 Institution—basedReligiousCommunityQuestionnaire
Tool 4 Institution—basedReligious Community in-depthInterview
Tool 5 HealthWorkersQuestionnaire
Tool 6 CommunityQuestionnaire
Tool 7 Community-basedReligiousPractitioners Questionnaire
Tool $ Community-basedReligiousPractitionersin-depthInterview
lool 9 I3rief Interview with DHSO

• Fourpackageswereproducedto representtherangeof Rl-lP inputs:

[open/closedI
[closedi

[open/closed]
[open]
[open/closedi
[open/closed I
[open/closedi
[open
[open]

PackageI: EvaluationTools for Institution-basedInterventionSites(1-lardwareand Software)
To assesseffectsin monasticinstitutionswherethe RHP has intervenedboth in
water/sanitationupgrades(hardware)and training(software).

Package2: EvaluationTools for Institution-basedInterventionSites(Hardware—only)
To assesseffects in monasticinstitutionswherethe RHP has intervenedsolely in
water/sanitationupgrades(hardware).

Package3: EvaluationTools for Control Sites(No ProiectIntervention)
To assessthehealthpracticesand roles of monasticinstitutionswheretherehasbeenno RJ-~P
interventionto date.

Package4: EvaluationTools for Gewog-basedInterventionSites(Software-only)

RI-IP Report I Introduction 12
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• The countrywasdivided into four geographicalzones. Siteswereselectedto represent
eachzone: -

Zone I: Chukha,Samtse,Haa,ParoandThimphu.
Zone2: Gasa,WangduePhodrang,Punakha,Dagana,Tsirang.
Zone3: Trongsa,Bumthang,Lhuntse,Sarpang,Zhemgang.
Zone4: Mongar, Trashiyangtse,Trashigang,Pemagatshel,SamdrupJongkhar.

The evaluatorfelt that therewere somelimitationsto theevaluationdesignandplanneduse
of theevaluationtools, causedin partby havingto contractthedesignconsultant,an external
evaluatorandatranslator. Thelimitations of the toolsandmethodologyarediscussedfurther
in the following two sections,evaluationprocessandevaluationlimitations.

Evaluation Process

Pilot: At the pre-evaluationworkshopit wasagreethat theevaluationtools be piloted. For
this purposethe methodologydesignconsultant,the evaluator,the translatorandLopenTashi
Geleyfrom DratsangLhentsogRHPOffice visitedtwo sites,Dalida ShedraandThinleygang
BHU overa two-dayperiod. All thetools weretrialed andfeedbackwasreceivedfrom
participantsaswell as from theevaluationteam. This exercisewasinvaluablefor the
modificationof somequestionsandalsofor thetranslatorandthe RHPgelongto discussthe
fine-tuningof the interview technique.

Workplan: Also at thepre-evaluationworkshopthe committeeagreedon theminimum
revisedworkplanto be usedfor fieldwork. The selectedworkplancovered10 sites
distributedevenlyacrosszonesandpackages.The workplan hadto be substantiallymodified
at the outsetof the field work phasebecause:
(i) not enoughtimehadbeenallowedfor travel to two siteswith aminimumonedaywalk;
(ii) the requiredpermitsto visit two districtswerenot approvedby theHomeMinistry for

securityreasons.
Six outof 10 sitesand2 out of 5 districtsin the original planhad to be revisedonedaybefore
the scheduledstartof the fieldwork, The issueof permitsto visit restrictedlocationsmaynot
havearisenhadthe evaluatorbeenanationalperson.

The revisedoriginal field workplanwith which theevaluationteamstartedthe fieldwork
included11 sitescoveringall four zonesandall four packages.The Original Field WorkPlan
[p.151 allowedtwo daysateachsite in additionto travellingtime. Oncetheevaluatorand
translatorstartedusingthe evaluationtools in situ, it becameclearthat:
(i) two dayswasmorethansufficienttime to completethe full packageof interviewsat

eachsite;
(ii) a fifth packagerequirementwas identified for sitesin which therehadbeenonly a

softwareinputandno hardware— this wascategorisedasPackage1 aandthe tools
designedfor usewith PackageI wereused;and

(iii) PackageIa and3 andZones2,3 and4 werelesswell represented.

A furtherrevisionto the field workplanwasproposedto UNICEF. DratsangLhentsogand
Flealth [)ivision by the evaluatorandwasapproved.This added9 sitesto the original 11 sites
giving atotal of 20 sitesacross8 districtswith a betterdistributionof zoneandpackage
coverage.The final revisedfield workplananddetailsof sitesvisited by zoneandpackage
usedis presentedon pages16 and 17.

13 RHPReport I Introduction
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BumthangRabdey
Bumthang
Kurjey Lhakaiig

MongarDremetsiShedra
MongarNgatshangShedra

MongarKadamGompa

MongarRabdey

PunakhaRabdey

ParoKeela Gompa

ChukaChapcha
Community

ChukaRabdey

TsirangRabdey
TsirangTsokhanaCommunity
TsirangShemjongCommunity
TsirangChanautiComim.inity

ongsaRabdey
TongsaKungaRabtenNunnery
TongsaLangtelComnuinity
TongsaNyimshongCommunity
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Original RHP EvaluationField Workplan - Max’ / June 1999
Marion Young - Evaluator& SonamDhendup- Translator

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

May 24 25

Thimphu Tango

26

Thimphu— Tango

27

Paro - Rabdey

28

Paro - Rabdey

29

Paro- KeelaGonipa

30

Paro - Keela Gompa

31

Chuka— Rabdev

Junel

Chuka --. Rabdey

2

SilverJubilee— Free

3

SilverJubilee- Free

4

Chuka- Chapcha
Community

5

Chuka - Chapchia
Community

6

Free- Analysis

7

liiimphu to Tongsa

8

Tongsa Rabdey

9

TongsaRabdey

JO

Tongsato
Nyimshong

II

Nyinishong
Communitv

12

Nvimshong
Community

13

Nvimshongto
Tongsa

4

Free—Analysis

15

Tongsato Mongar

16

Mongar— Rabdey

17

Mongar- Rabdev

18

Mongar- Ngaishang
Shedra

19

Mongar- Ngatshang
Shedra

20

Free- Analysis

21

Mongar to Tongsa

22

Tongsato Tsirang

23

Tsirang Rabdev

24

Tsirang- Rabdey

25

Tsirang -

Community

26

Tsirang-

Community

27

Tsirangto Thimphu

28

Free— Analysis

29

Free Anal~sis

30 31

I5 RHPReport I Introduction
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Final revisedRHPEvaluation Field Workplan - May / June 1999
Marion Young - Evaluator & SonaniDhendup - Translator

Sunday Monday Tuesday Wednesday ihursdav Friday Saturda\

30

Paro- KeelaGompa

May 24 FW 25

Thimphu — Tango

FW 26

Thimphu— Tango

F~V 27

Paro- Rabdey

FW 28

Paro- Rabdey

4

Chuka- Chapcha
Community

FW 29

Paro - KeelaGompa

5

Free - Analysis

31

Chuka—Rabdev
-

Junel

Chuka—Rabdev

2

Silver Jubilee - Free

3

Silver Jubilee- Free

- 6

Free- Analysis

13

.

I sirang- Rabdev

7

Thimphuto Tongsa

8

‘rongsaRabdev/
KuneaRabten
Nunnery

9

TashicholingGomdev
— Lanetel

10

Tongsato Nvimshong
-NvimshoneComm.

-

II

Nyimshongto Tongsa

TongsaRabdey

12

Tongsato Damphu

14

.

Tsirang— Tsokhana
Community

15

. . -Isirang— Shemjong
Community

16

Tsirane— Chanauti
Comm~nit\’.

Damphuto Thimphu

17

- .

Halt rliiniphu

18

.Thimphu to Bumthang

19

Burnthangto Mongar

20

Mongar - Rabdey

21

Mongar— Kadam
Gompa

22

Mongar - Ngatshang
Shedra

23

Mongar—Dremetsi

.

24

Mongar - Bumthang

25

BumthangRabdey/
Kurley Lhakang
Bumthang- Thimphu

26

Halt Thimphu

Anal~sis

27

PunakhaRabdey
Punakha- Thimphu

28

Analysis

29

Analysis

30

Analysis

I
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RHPEvaluationMay/June1999
Field Work Sites

PackageI

Inst. — HW + SW

PackageIa.

Inst. — SW only

Package2

Inst. - HW only

Package3

Inst. - none

Package4

Community— SW
only

Total in
eachzone

ChukaRabdev

Thimphu — Tango
Shedra
Paro - KeelaGompa

Paro- Rabdey
Chuka- Chapcha

Community

5 sites

Zone~ Tsirang— Rabdey Punakha- Rabdey Tsirang —. Tsokhana
C 0111111Unity

Tsirang — Sheinjong
Coinniunit
Tc irang— Chcinauti
Community

5 sites

Zone Tongsa— Rabdey
Tongsa- Kunga
Rabten Nunnery
Buinthang Kur/ey
Lhakang

Bumthang- Rabdey Tongsa- Nyimsliong
Community

- Tongsa— Langtel,
TashicholingGoindey

6 sites

Zone4 Mongar— Rabdey
Mongar— Dreinetsi
Shedra
Mongar— Kadain
Goinja

Mongar— Ngatshang

Shedra

-

4 sites

7 Institutions 2 Institutions 3 Institutions 2 Institutions 6 Communities 20 sites

Note: Nine additionalsitesgiven in italic
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Logistics: TheRHP Office of DratsangLhentsogensuredthatall necessarypermitsand
lettersof introductionwere availableasrequiredby theevaluationteamwhich wasagreat
helpin the smoothrunningof the field work programme. Dratsangs,healthservicesand
dzongkhagadministratorswere all informedin advanceof ourvisit to eachlocation.

The evaluationteamwasableto fulfil the revisedfield workplandue to theassistancegiven
by thedistrictDratsangandhealthstaff At eachlocationthe samplegroupto he interviewed
werecalledaccordingto our requirements.In somelocationswe visited peoplein thevillage
andin otherplacesthevillagerswerecalled to usor-werevisiting the BHU or Gompa. At
eachsite, the following minimumsampleof peoplewereinterviewed: - -

Tool 1
Tool 2
Tool 3 or 7
Tool 4 or 8

Tool 5
Tool 6
Tool 9

observationand informationfrom tile seniorpersoninterviewed
two religiouspractitioners,trainedor untrained
two religiouspractitioners,trainedor untrained
theseniorrepresentativeof the religiousinstitution or communityof religious
practitioners
the healthworker for the community
two communitypeople
tile DHSO

Sample: In somelocationsan additionalpersonwasavailablefor interviewand,if tlley fitted
tile criteria,we took the opportunityto include them in tile sample.Throughoutthe field
work tile evaluatorkepttrackof tile emergingsample,consideringthebalanceof trainedand
untrainedreligious practitionersinterviewedand tile balanceof male/femalecommunity
peopleby ageandby town or remote. Tile final samplerangeis fairly representativeof all
thevariablesbeingconsidered.Somevariablesaregiven below:

SampleRangeby Tool Used

Trained Untrained Male
Age range

Female
Age range

Total

Tool2 18 22 36
I 7-74 yrs

4
2 1-42 yrs

40

Tool 3 12 -18 36
I7-55 yrs

4
2 1-42 yrs

30

Tool4 8 6 IS
29-78yrs

I
42 yrs

14

Tool 5 26

Tool6 26
25-78yrs

17
20-70yrs

43

Tool7 9
~

5 14
32-74yrs

0 14

Tool8 5 I 6
3 5-74 yrs

() 6

Tool9 7 0 7

The full detailsof tile samplerangeby package
sectionof tile EvaluationAnalysis document.

aild tool used is given in tile SampleRange

A total of 180 separateinterviewswereconductedwith 137different people. Tile full list of
peopleinterviewedateachsite is given itt the SampleRangesectionof theEvaluation
Analysisdocument.
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Tile samplerangeincludedsomepeoplewho representedmorethanonecategoryfrom
religiouspractitionerilealth andcommunitygroupings. Forexample:

Religion community llealth
RHP andVHW trainedGomchen I I I I
RI-IP trainedfemalevillage elder I .1
VVHW Pandit,not RHP trained I I I X
GelongsasRHP facilitators I I

I-IA’s asRHP facilitators I
\~l-IWgelong,not RHP trained. I Ix

Someof the village healthworkei’s wereinterviewedascommunitypeopleandsometimesas
tile healthrepresentativefor tlleit’ community,wheretherewas110 BHU facility. In several
casestheVl-IW who arereligiouspractitionerswereinterviewedashealthworkersandsome
otherswere interviewedas religiouspractitioners. Tile choicewasbasedon coveringtile full
samplerangefor eachsite.

Questions: Throughouttile fieldwork the tools ilad to be usedwith someflexibility since
someof tile questionsproducedvery similar answersas theywere originally wot’ded.or
causedsomeconfusionwhemltranslatedinto Dzongkha. Forexample:

6.3 If you do practicegood healthandhygienehabits(including goingor not to the BRU). why do you?
6.4 Do you think having goodhealthandhygienehabitsis important? If so,why? If not, why not?

Questions6.3 and6.4 wererewordedduring tile fieldwork to focuson whatmadepeople
changetheir I-l+H habits(qu.ô.3)andwhy 1-1+1-i habitsareimportantcomparedto 110w things
werebefore good H+l-i werepractised(qu.6.4).

Question Usualresponse

6.8 \Vho do you turn to for advicewhen
someonein your family is ill?

Medical adviceandpuja - -

--

I-IAVE YOU RECEIVED HEALTH
ADVICE FROM A MONK LATELY?

NO (in which casequ.6.I 1 is notasked)
-

Re-wordedas

“Have you or anyoneyou,know had a sicknessin the family?”
,What wasthe problem?

“What did you do?”

“What did the religious practitionerdo / advise?”

6.1 I On what occasiondid you receive
healthor hygieneadvice from a -
monk(e.g. puja for illness. -

childbirth. death,or otheroccasion)?

DataAnalysis: Somedataanalysishadbeenstartedduring tile fieldwork asa.UNICEF
laptqpcomputerwasprovided , ‘which wasinvaluable. - -

Data lronl all tile itlterview papersIlas beenta~hulatedandtranscribedandis presentedill tile
livaluatioll Analysisdocumentasraw data. The raw datawas-thenusedto identify im3dicators
for eachof the 19 Key Questionsoriginally drawnup by UNICEF. Tile INDICATORS and
CON(’L.USIONS for cacil KEY QUESTIONarepresented.The MAIN CONCLUSIONSare
tilen drawnfrom tile Key QuestionAnalysis.
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Evaluation Limitations

Severallimitations wereidentified ill tile evaluationmethodologydocument.Theyare:

Unfortunately,evaluationresultswill notbe able to saywith any degreeof certaintywhetherthe RHPhashad
any impact on the Long-termObjective,namelyimprovedmother-and-childhealth,primarily because:

- No baselinedateon thepre-projectmother-and-childhealthsituation in specific projectintervention sites
wascollected.

- No researchwas doneto establishthe influence,if any,and thedegreeof influenceof monksand other
religiouspractitionerson niotlier-and-childhealth,as opposedto myriad otherpossibleinfluencessuch as
theavailability of healthcare,healthinformation campaigns,generaleducationlevels,and soon.

Forexample,the evaluationmay well find that waterand sanitationfacilities are maintainedandused, that
monksarecleanerand healthier,andthat they impart healthmessageswheneverpossible.Thoughonecan
makethe valid assumptionthat theseachievementsresult in a netbenefitfor monksand eventheir communities,
one cannotconcludethat, specifically,mother-and-childhealthhas improvednor that improvementsare dueto
RHPspecifically.

- C.Marrs,May 1999

Other linlitations requirecommeilt,arising from tile field work andevaluationanalysis
process. -

Evaluationteam - constraints: Tile needto employ two externalconsultantswith contracts
thatwerenot ableto overlapwas an unavoidablecircumstance.This placeslinlitations Ofl tile

evaluationbecausetheevaluatorwasnot ableto sharetile perspectiveor insightsof the
designconsultant.Tile rationalefor son~eof the methodologymayilave becomelost or
cilailgedfrom the original intention. Likewise questionsmay havesimilarly lost SOttlC of the
original designpurpose,asmaytile processof analysis. This is acknowledgedbut was
unavoidable.

Translator: It wasunfortunatethataBilutanesenationalcould not be i’ecruited asevaluator

andthat it wasthereforenecessaryto recruita translatorto accompanythe evaluator. Tilere
are severallinlitations:
• tile obviousinformationloss whell questiollscannotbe askedatld answereddirect
• the inexperienceaild immaturity of tile translator(thoughheworkeddiligently, hada

pleasantinterviewmanneraild wasan able translator)
• thepossiblebiasin the interpretationof responses(the translatoraskedandtold tile

answerto tile questionstinle andagain— did he pick out the commonrepetitiolls 01’ tile

individual nuancesill answersgiven?)
It is not possibleto knowwhat was lost or biasedby havingto work throughatranslator.

Two illterestingoccurrencesrelateto tile issueof translatillg. Oneconlnlullity personwho
was interviewedwasvisiting tile town from aquite reillote village. The interview took place
ill a teasllop in the bazaarwitil the conlnlunity person.the evaluator,tile translatoranda
geiOllg from the Rabdey. The interviewwasconductedin four different languageswith only
two of any of the four peoplegatileredbeing ableto speakdirectly with eachotiler:

communityperson gelong translator ~ evaluator

RI-IP Report 1 Introduction 20



RHPEvaluation Report - Introduction

Tile secondincidentinvolved tile useof a temporarytranslatorin onelocation. A health
worker wasaskedto standill as translatorfor someof the interviewsastheofficial translator
wasunableto attend. He knewtile peoplebeinginterviewed,throughhis work contact. He
alsohadgoodcomnlunicatiollskills andknewthesubjectof H+H well. With this small
sampleof intervieweesthe responsesweresosimilar to the translationsof tile original
translatorthattheevaluatorbelievesthis did not biastile results. It did serveto clarify that
the original translatorwasachievingsatisfactoryandvalid results.

Interviews: On severaloccasionsduringthe interviewsit wasnot possibleto interview
peopleindividually without an audienceof son~esort. This wasdue to theplacesin which
tile interviewswere conducted:

MCH clinic roadside Prayerhall schoolclassroom BHU
a nunneryprayer room andprivatequarters DzongduringaTsechu hospital
village houses(in oneof which therewas an annualpuja In progress) Gompaduringapuja shopfront

The only interviewsin which it waspossibleto insist on beingleft aloneweretheHealth
KnowledgeTests. Generallythe interviewsdid not seemto be affectedby oneor two curious
observers.Severaltimes tile Lam attendedduring interviewswith gelongs,whichclearly
madethemnervous. Howeverit did not seemacceptableto asktile Lam to leave.

Tools: Tile evaluatorfelt at timesthat the evaluationtools, while beingvery comprehensive
andwell prepared,werea little too over’-cornpiicatedandsophisticatedfor the taskin hand.
Tile evaluatorhasfollowed tile guidelinesfor the evaluationmethodologyentirely. However
at tinlestherewasSOtll~confusioncreatedby having:

- 19 key questions
impact analysiscategoriesA andB

- 9 tools to accountfor differentstakeholdergroups
- 4 (later 5) packagescontainingdifferentcombinationsof the 9 tools with variations

ill someof tile questionsfor eacil different package.

The evaluationpackagepreparedby tile consultantilas also beenusedfor this analysis. The
samecommentshold for tile complexityand sophisticationof tile evaluationpackage.

This limitation relatesbackto tile linlitation raisedearlier, of the-designandevaluationbeing

undertake.nby two consuitantswith little excllangeof illsight into thedesignthinking.

The resultsof theevaluationobjectivesarevalid. Triangulationverified tile consistency

betweentile views of religious practitioners,conlrnullity peopleandhealthworkers.
Comparisonsbetweentrainedanduntrainedreligiouspractitionerswerealso possiblefor
SOfllC of tile evaluation. All the impactsareshownto be positiveandtile evaluatorhas
thereforeintroducedaconditionality to eachkey question,which describesthe most
significantcondition,whicil enablestile impactto be positive.

Sanlple: Parowasselectedasacontrol site sincetherehasbeenno hardwareor software

illput (or very little!). Anotiler control groupwhich, in hindsight,wouldhavebeenmore
representativewould ilave beenacommunitywheretilere hasbeenno input(religious
comnlunity witil no RHP trailling/no easyaccessto healthservices)sincethecommunity
peoplearetile ultililate beneficiariesof the inputs. No remotecommunitieswith no inputs
werevisited.
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OtherI-I+H inputs: Concernwasexpressedby the StakehoiderCommittee(lOhhl May 1999)
tilat sites in which therehadbeellUNFPA interveiltionswould distort tile findings for the
RHPevaluation.The IJNFPA training is similar to that of RHP. Of the sitesvisited for the
RHP evaluatiollPunakhaandTsirangare theonly districtsto ilave receivedbothRHP and
U’NFPA inputs. Stakehoidersagreedtilat RHP evaluationsitescouldcoincidewitllUNFPA
sites,sincetheevaluationresultsof siteswith UNFPA interventionwould in asenseconfirm
(or not) thevalidity of RHP strategies.

The evaluatorobservedthat tilere ilave beena numberof H+H inputsover recentyears.
Sonlebeneficiariesare very clearas to the sourceof the input. otilersarequite unclearas to
the funder.

Baselineilldicators of religiouspractitioners llealth knowledge: As thereis 110 baseline
measureof the level of knowledgethe religiouspractitionersilad before RHP training it is
only speculativeto say that the level of knowledgeof ulltrainedreligiouspractitionersas
measuredby the HealthKnowledgeTestwill give someindication of tile pre-RHPtraining
levelsof knowledgeamongreligiouspractitioners.Other factorswill include:
• the religious practitioner’slevel of basiceducation
• their exposureto othersourcesof healthinformation,and
• tileir accessto othertrailling, for examplesomereligiouspractitionersarealsotrainedas

VT-lw.

Note: Terminology usedthroughoutthe Evaluation Report and Evaluation Analysis:

I. RHP is usedto abbreviatereferenceto tile Religion and Health Project.

2. Theternl religious practitioner hasbeenusedasan inclusiveternl referring to monks

and community-basedreligious practitioners collectively. Whenreferenceis madeto
aspecificcategoryfor exampleGomcllenor gelong,this term is usedexplicitly.

3. FFL andHOH is usedto abbreviatetile titles of tile two mainhealth publicatiolls usedin
tile RHP worksllops,Facts for Life andHealth in our Hands.

- 4. 11+1-1 is usedto abbreviatereferenceto health and hygiene.

5. SW andHW areusedto abbreviateSoftware(ie. RHP trailling) andHardware (ie.
waterandsanitationfacilities)
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Key Questions

Stemmingfrom the aboveevaluationobjectives,anumberof Key ‘Questionsweredeveloped.
Foranalysispurposes,thesekey questionswill he groupedaccordingto whetiler they
correspondto finding out about:

A-BehaviouralChangesin ReligiousCommunities,or
B-Effective Performanceof ReligiousComnlunitiesas llealth promoters.

TheKey Questionsareas follows:

a) RoleotreligiousCOlflmUfliIieSin j)romotinghealth:

al) Is tile healthpromotionrole of thereligiouscommunity(ordainednlonks) and/or
comnlunity-hasedreligiouspractitionersunderstoodby themselves(and by the
commullity andby healthworkers)?

a2) How successfulhavetile religiouscommunity and/orcommunity-basedreligious
practitionersbeenin their role ashealthpronloters(viewsof religiouscommunities
themseives,communitynlenlbersandhealthworkersto be asked)?

a3) Do the religiouscomnlunity and/orcommunity-basedreligiouspractitionersfeel that
they cancontributemore ill promotinghealth? If yes.what moreand 110w?

a4) Do community—basedreligious practitioners(suchas tsips,/X1WOS,paifloS, gonwhens,

/akri,s) view tile role being pronlotedby tile RF-IP asa threatto tileir livelihood?(above
cited peopleareusually approachedin timesof ill healthto performrituals/pujasand
get paid in casil or kind for their services).

Ii) Behaviou,’alchangesin the religious c’omlnunity:

hi) Are therechangesin tile llealth seekingandhygienepracticesof the religious
communityand/orcommunity-basedreligiouspractitionersafter RHP training

workshops?
b2) I--low havetile impi’oved water/sanitationfacilities beenusedand nlaifltailled?

113) Have tile religiouscomnlunity’s attitudestowardssanitationandhygienecilangedwith
tile introductionof illlpl’Oved water/sanitationfacilities?

b4) Do the religious Cofllmullity and/orcommunity—basedreligious practitionersprovide
adviceOtt healtll carewhenapproaciledfor religiousservicesill tile event of family
iilIlesS?

c) Behaviouralchangesin the community:

ci) Do conlnlunity lllemhersreceivehealthadvicefronl tile religious conlmullity and/or

comillullity-basedreligiouspractitionerswhenapproachedfor religiousservicesin the
eveilt offanliiy illness?

c2) I-las tile religious conlmullity and/or the conlmunity—hasedreligious practitioners

influencedthehealthseekingandilygienepracticesof tile conlmunity?
c3) Are tilere any addedadvantagesof thereligiousconlmunity and/orcommunity-based

rd igiouspractitionersprolllotillg health?
c4) Arc therechangesin the healthseekingandIlygiene practicesof thereligious

communityand/orcomillunity—hasedreligiouspractitionersafter RHP training
workshops?
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ci,) Healthworkers’ views:

dl) Ratetile effectivenessof thereligious comnlullityandcommunity-basedreligious
practitionersaspromotersof healthmessages.

d2) Do healthworkersview thereligiouscommunityandcommunity-basedreligious
practitionersas competitorsor complementary?

d3) Hastherebeenan increasednumberof patientsfrom theconlmunity referredby tile
religiouscommunityand/orcommunity-basedreligiouspractitionersfollowing RHP
workshops? -

e) Et,feclivenes,sof training workshops:

el) Whatknowledgehasbeenretainedby religiouspersonswho attendedRHP training
workshops?

e2) What is theknowledgeof religiouspersonswllo Ilave not beentrained?
e3) Whatadditionalareasof healthwould tile religiouscommunity and/orcommunity-

basedreligiouspractitionerslike to learnabout in the training worksilop to enhance
their role ashealthpromoters?

e4) How can trainingworkshopsbe furtiler improved?

Note: Format of Key Question Analysis

EachKey Questionis now consideredagainsttile evaluationfindings.

Informationrelatingto eachKey Questionis presentedas INDICATORS and
CONCLUSIONS.

For eachKey Question the views of tile religious practitioners,communitypeopleand ileaith

workersare considered,asappropriate.

Foreacil INDICATOR, the TOOL REFERENCEis given. Analysisof eachTool is

presentedin theEvaluationAnalysisdocument.

Tile impactof tile ReligiousandHealthProjectis given for eacil Key Questionusingtile two
analysiscategoriesgiven in the evaluationdesign:

.4nalysisA: Positive BehaviouralChangesin ReligiousComn2unitie.s

.4nalysisB: EffectivePer,fbrinanceofReligious CommunitiesasHealthPromotersin
their Communities

Foreachstatementof impact,astatemeiltof condition is given ie. tile maul conditionwhich

Ilas to he met in orderto achieveapositiveinlpact. Tile MAIN CONCLUSIONSandthe
RECOMMENDATIONSarea summaryof tile Key Questionconclusions,given at tile endof
tile section.
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Key Question al. - Roleof religious communitiesin promotinghealth

Is the health promotion role of the religious community (ordained monks) and/or
community-basedreligious practitioners understood by themselves(and by the
community and by health workers)?

View of ReligiousPractitioners
Indicators:
• 39 out of 40 religiouspractitionersinterviewedsaidthat tiley provideH+H advicein their

community
[Tool 311hoot 7/5 YN — closcdi

• Conlmentsfrom the religiouspractitionersindicateda reasonablelevel of H+H
knowledgeandawarenessof H+H issues -

[Tool 3/Tool 7 site profiles - openl

• Tile religiouspractitionersmadethe following comments:
~ Healthadvicecanbe given whenmaking homevisits for puja

~ The youngmonksaretaugilt to tell their parentsH+H messages
~ rile doublemessagefi’om the religiouscommunityandtile healthworkersleadsto

improvedstandardsof health
~ Peoplewill mostly follow theadviceof thereligiouspersonevenif theadvicehas

beengivell by tile healtll worker

~ If calledfor a pujaandthereis a sick persontheyadvisethepersonto go to the
hospital

~ Whengivillg nlessagesandteachingsin the conlmunity tile mOllks shouldbe clean to
- setagoodexample -

~ Onceamonthtile trainedanim is sentto remotecommunitiesto give H+H n~essages
=~‘ BeforeRHPwe didn’t havetile knowledgeandsowe might be in conflict with the

healthworkers if tile astrologysaidnot to do sometiling. Now it’s the sameadvice
~ If thereis somenlisunderstandingwith tile conlmunity peoplethe geiongtriesto

clarify. Forexamplepeoplethoughtthat medicinewaspoison; now with training
evenhis doubt is clarified

~ If Lanl askspeopleto constructa latrine or call tile llealth worker or take tile patientto
ilospital tiley will do it

~ Tile training of the monk bodyin H+H ilas influencedto thegrassroots level not
otherwisereached -

[Fool 31Fool 7 sic profiles— openi
l’Fool 4IFool 8 - open

View of Community People
Indicators:
• 32 out of 40 conlnlunity peoplesaidtiley appreciatetile religious practitioners’

contributionto healthIllatters ill the community. File 8 remainingresponseswere 11011-

committal and werefrom siteswheretherehavebeenminimai or no RHPtraining

programmes
Ilool 613 — elosedi

• The conlmunity peoplemadethe following comnlents:
=~ if tile monkshavehealthknowledgethey go to tile villagesandthey canbe tile bridge

betweenthevillage andtile medicalpeople
~ Somepeopleoniy consulttile religiouspractitioner,so they(the religiouspractitioner)

canidentify whetiler tile personSllOuld seekmedicaladvice
• Other comnlentssuggesttile role of the religiouspractitionerashealthpromoteris not

fully understoodby someconlmunity people:
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=s First they go to theJakri who will tell if theyshouldgo to tile BHU or the hospital. If
it is afever theJakri will do alittle pujaand thenimmediatelysendto the hospital. If
it is psychologicalhe will do pujafor 2-3 days.

=~ Monks will nothavemedicalknowledgeandcannotforcepeopleto go to tile clinic
Tool 68/9— opeii I

View of Health Workers
Indicators:
• 20 out of 22 healthworkersconsideredthathealthandhygienehabitshadbeeninfluenced

by the llealth promotionactivitiesof the monks
[Fool 514- closedI

• Tile healthworkersmadethe followillg comments:

- - Tile role is only to advisepeopleto go for medication
~ 60-70%areadvisingto do pujaandcomefor medication. Beforetheycamefor

Illedication too late
=~‘ We call thegomchensthehealthmotivators— theyarethe first to seetile sick person
~‘ Whatthe monkssayis takenup by thecommunity— their onewordto our three
=~‘ More remoteplacesarenot Illuch improved. Theyneedtile RHPtraining
~ Local healersneedtraining especially -

- Tool 5.8 — openI

Conclusions - -

al: The role of the religious community and religious practitioners ashealth promoters
is understood by themselves,by community peopleand by health workers.

The religiouscommunity-indicatedtilat theyhavebeengiving H+H messagesbut that referral
to tile BHU or hospital is anew role sinceRHP. Somehealthworkers indicatedtilat tilere is

achangein this respectanlollgst hotll gelongsandreligious practitionersin the commullity
but that thereis still adelay in referral in S0Ill~cases. Therearetwo possiblereasonsfor tile

differeilce in perspective.First, many of tile religious community statedpositively that they
do botil pujaand,refer for medical advicebut tile evaluationdid not pursuewiletller there is
still somedelaywhile the puj~actually takesplace. Sonle-religiouspractitionersnlentiolled
categorically tllat they do a very silort rnantra and refer quickly if the case is urgent.
Secondly,manyreligious practitionersqualified tile referralfor medical,adviceby statingthat
referral would always be the case if tile PC~50Ilhada diseasebut that a spiritual sickness
would require puja, tllen medicaladvice. The evaluationdid not manageto clarify how tile

religious practitioner IlligIlt distinguish which sickness required medical advice more
urgently. Tile cornmellt from several HA’s suggestedtilat a fever lllight trigger referral
advicewhereasARI for exampleis still not takell seriouslyenough.

The responsefrom tile community illdicates tileir completetrust in the word of the religious
practitionersand that they will advise correctly to tile community on healtil matters. This
higillights tile importanceof tile role of tile religious practitiollers in the community and

thereforethe importanceof training such as tile RHP workshopsto im~rovetheir knowledge
and understandingof ilealth issues. -

Analysis B: Effective Performanceof ReligiousConlmunitiesasHealthPromotersin their
Conlillunities -

Key questional = POSITIVEIMPACT - - -

Conditional: RI-IP training is akey to grassrootshealthpromotion -
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Key Question a2. - Roleof religiouscommunitiesin promoting health

How successfulhave the religious community and/or community-basedreligious
practitioners been in their role ashealth promoters (views of religious communities
themselves,community membersand health workers to be asked)?

View of Religious Practitioners
Indicators:
• Healthknowledgetestscoresrangefrom 7O% to 1 OO% with an overall averageof 87%.

Therewasvery little differencebetweenthe scoresof trainedanduntrainedreligious
practitioners(Seeel/e2for furtiler analysisof testscores)

[Tool 2 - tcstl

• 39 outof 40 religiouspractitionersstatedtilat theyareprovidingH+H adviceto their
community, 13 of wilolll werenot doing this prior to RHP andafurther 1 7 did not receive
training -

• 7 of tile 21 religiouspractitiOllerswilo attendedRHPtrainingwerepractisinggoodH+H
Ilabits prior to tile trailling, ill their view.

• 39 out of 40 religiouspractitionersfeel confident in providinghealthadvice
• 39 out of 40 religiouspractitionersenjoy giving healthadvice
• Noneof the religiouspractitionerssawprovidinghealthadviceasa burden
• All tile religious practitiollers sawproviding healthadviceasbenefitingthe community

- - [loot 39—Ifibfool 7 3~0 — open]

• Tile religiouspractitiollei’s gavethe following indicatorsof tile successof RHP:
~ Increasedlevel of knowledgeandunderstandingof H+H -
~ Changeof living standards
~ Cleanerliving environments
=~s Morepeopleseekadvice from the healthworkers

~ Peoplearenot so sick -

irool 3 — open]
View of Community People -
Indicators: -

• 31 out of 40 conlnlunity peoplethink that the religiouspractitionershavebeensuccessful
asIlealtil promoters.Tile remaining9 peopledidn’t know(8) or hadno contactwith
religiouspractitioners(I) -

Tool 614- closed!

• Thecommunitypeoplemadethe following comments:
~ Tile monksare very effectiveat giving medicaladvice. If tile healthworker advises

to go for medicaltreatmentthevillagerswill makeexcusesnot to go. -

~ A child wassick witll diarrlloea. The Pandittold him to give boiledwaterandfresh
food. Tile VI-IW saidto keeptile surroundingsclean andkeeput~nsilsand lillen
clean. Tile child got better without havingto go to tile hospital. -

~ BeforetheRHP son~êvillagerswould go for medicaladviceaswell as pujabut
sometimesa personwould die if only pujawasperformed

- — [Fool 6 — open]

RHP Report2 Key Questions

If you keep on giving thesamemessageat last the villagers follow the advice.
Then they realise the benefits for themselvesand they will continue the goodhabits.

- - Then it is successful
Commentsfrom a religious practitioner
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View of Health Workers
Indicators:
• 20 outof 23 healthworkersconsideredthe role of the religiouspractitionerashealth

promoterto be successful.Thosewho respondedthat tile rolehasnot beensuccessful
eitherstatedthereis morestill to do or thatRHP is not theonly reasonfor successin
communicatinghealthmessages.

Fool 517— closed!
• Thehealthworkersmadethe following comments:

=~ 60-70% of religious practitionersareadvisingpeopleto do pujaandcon~efor
medication. Before,theycamefor medicationtoo late.

~ Regularfollow up is needed.Tile religiouspractitionersarecapableand if you follow
up theywill continue. If you leaveit theywill too.

loot 5 — open~

Conclusions -

a2: The religious community and/or community-basedreligious practitioners have
beensuccessfulin their role ashealth promoters — view of the religious community

,

community peopleand health workers

Tile religiouspractitioners’level of kilowiedgecoiltrihutesto tileir successas lleaitil
promoters. Tileir responseto the role is very positive. Thosewilo ilave beeninvoived are
enthusiasticandthosewho havenot yet participatedexpressedan interestto do sosilOuld tile
opportunityarise.

Thereligious practitionersare advising~n a rangeof H+H issues,in somecasesfollowing up
andsupportingthe initiativesof tile headmanor healthworker,for examplewith latrine
construction,and ill othercasesgiving messages011 cleanliness,earlyreferraland
STD/AIDS, etc.

Thougil tile messagesindicating successarevery positive otherpointswere raised. Tile

religious practitionel’sarenot all capableor interestedill conlnlunicatinghealtil messages.
they arenot all trained. andnot all tile religious practitionersfrom monasticillStitutions work

regularlyin tile comnlunity. Thesepoints are further consideredill tile strategiesfor future
trai ni11g.

Tile assessmentof “successful”is very subjectiveand is basedon perspectiveand expei’ience.
The perceptionof successmay vary betweenreligiouspractitioners,communitypeopleand
healthworkers. Whateverthe interpretationtile COI15CI15U5indicatessuccess,but thereis
morethatcanbe achieved.

AnalysisB: Effective Performailceof ReligiousComnlunitiesas I-Ieaith Promotersin their
Communities
Key questiolla2 = POSITIVE IMPACT
Conditional: Ri-IP is oneof anumberof H+i-I inputs. More can still be donethroughRi-IP.

RHP is not yet successful.
Still only a few are trained and they only have a small knowledge.
They don’t worry about diarrhoea.
They only worry about the high fever eases.
There are still a lot of health messagesto teach.

Comments from a health worker
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Key Question a3. - Role ofreligious communitiesii~promotinghealth

Do the religious community and/or community-basedreligious practitioners feel that
they cancontribute more in promoting health? If yes,what more and how?

View of Religious Practitioners
Indicators:
• Yes what more? Somecomments:

~ More messageson sanitationandhygiene
=~‘ Continuethesamemessagesencouragingpeopleto take medicineaswell aspuja
~ If tilere is moretraining we cando more— new informationor refresiler
~ We couldtake~n the VHW role -
~ If the manualwas ill Nepali we could readit

• No wily not? Somecomnlents: -

=~ With no facilities the role canonly be this much
~ Medical advicesilould be given directby the HA
~ Sometopicsareforbiddenin Buddilist teachingsaild it is difficult for tllonks to speak

out eg. STD/AIDS, pregnancyand family planlling

~ May not be ableto fulfil more
~ Gomchenshavetheir own farmwork to do. so it is difficult to seehowtheycould do

more
~ Sonlecanhut would not want to or haveadifferent way of thinking
~ Jakri sllouid not do the VHW typeof role

tool 49/87— open]

View of Community People
Indicators:
• 28 out of 40 cornnlunitypeoplefeel that religiouspractitionerscancontributemorein

promotinghealth. 1 2 said theydon’t know.
Fool 615 — closed!

• Yes what Illore? Somecomnlents:

~ More facilities for tile religious practitioners

~ Give medicines

~ More trailling = more kilowledge to pass on,especiallyearlyreferral
~ irain at tile gewog level especiallythe powasandpams— theydon’t like to leavethe

village

~ Makethe rolemoreofficial
• Yes wllat more for generalhealthpromotion?:

~ Trainlabourofficers: more trainedVHW’s: morehooks
Fool 616 — openI

View of Health Workers
Indicators:
• 23 out of 23 Ilealtil workers feel thatreligiouspractitionerscancoiltribute morein

prollloting health
I ool 5l~)— closedj

• Yes whatnl0re? Furthercomments:

~ Monks shouldbe awareof the ilealtil workerrole andthen, if well informed,theycan
supportusand impartsomeknowledge
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There have been improvementsbut more is needed— and time too. It is not
satisfactoryyet. Needto stressmore on~keepinganimals separate. Communities are
not happyto do this. Also needbudget to do this.

-- [Tool.5 - open]

Conclusions
a3: The religious practitioners, thecommunity peopleand the health workers generaftv
feelthat the religious community can contribute more in promoting health

The religious practitioners havedifferent viewson the extentoftheir role and commitment to
it. The generalview wasthat what canbe done “on the way” is sufficient. Someweremore
enthusiasticbut many responsessuggestedthatthis and- the continuing motivation is
dependanton someincentive, for examplefurther training and materials suchasFFL and
HOH, maybeevensomerecognition andfollow up is sufficient.

The community arekeento seemore improvementsbut identif~rlessdirectly with RI{P
unlessthey have had somedirect link with the project, for exampleseveralheadmenand
village women interviewed had participated in the gewoglevel RHP.

The health workers areperhaps in thebestpositionto give more constructiveand focussed
guidance on this question in future. This will be raised again in theFuture Strategies.

AnalysisB: Effective Performance ofReligious Communities as HealthPromoters in their
Communities
Key questiona3 POSITIVE IMPACT
Conditional: Interest and ability varies betweenindividual religious practitioners.

Bath house at Tsirang Rabdey
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Key Question a4. - Roleof religious communitiesin promotinghealth

Do community-basedreligious practitioners (such as tsips,pawos,pamos,gomchens,
jakris) view the role being promoted by theRHP as a threat to their livelihood? (above
cited people are usually approachedin times of ill health to perform rituals/pujas and
get paid in cashor kind for their services).

View ofCommunity-basedReligiousPractitioners
Indicators:
• All 6 communitybasedreligiouspractitionersrespondedthat tile rolebeing promotedby

tile RHP is not athreatto their livelihood. 5 out of 6 hadattendedRHPtraining.
tool 89 - closed]

• The col-nnlunity-hasedreligiouspractitionersmadethefollowing comnlents:
~ First the normal religiouspracticesarefollowed. - Thenif thereis no improvementthe

personseeksmedicaladvice. -
~ Learningis abenefit to yourself
~ If no client is coming they feel comlortable

~ It is not a threatbecauseit is not goingagainsttile religion. It’s just giving health

advice

=~‘ We cando both(medicaladviceandpuja)sideby side
I l~ol89 — oPe1iI

Conclusions
a4: Community-based religious practitioners (such as tsips,pawos,panios,j~omche,,s

,

Iakris) do not view the role being promoted by the RHP as a threat to their livelihood

The sampleinterviewedis small and may not he representativeof the generalview or of the
view heldin morereillOte communities. As a linlitatiOn of tile evaluationit is iloted thatthe
sampledid not includeanyreligiouspractitionersfronl themoreremotecomnlunitieswhere
for exampleaccessto BHU facilities aredifficult andRHP training hasnot beenreceived.
Whetherthereligiouspractitionersinterviewedhad thoughtof this asa threatprior to the
RI-IP trainillg is not establisiledbut their view is unanimouslypositivenow. Whetherthe
religiouspractitionershaveanothermainsource of income (cash or kind) otherthaniflcollle

from their religiousworks is againnot estabiisiledfrom tiliS evaluation. A religious

practitionerwith little othersourceof incomemaybe morethreatenedandthis maywell

apply to those ill tile morerenlotelocations. -

Anal sis B: Effective Performanceof Religious ComnlunitiesasI-Iealth Promotersill their
Communities
Key questiona4 = POSITIVE IMPACT
Conditional: none

It only takes 2-3 days to make a pit latrine
If you fall sick how many daysofwork will you lose?

Comment from a Pandit
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Key Question bi. Behavioural changesin the religious community
Are there changesin the health seekingand hygienepracticesof the religious
community and/or community-basedreligious practitioners after RHP training
workshops?

View of the ReligiousCommunity - -
Indicators: -

• All 21 religiouspractitionerswho hadparticipatedin RHP training adoptedsomenew
H+1-1 practicesafter the workshop. -

• Of the 21 RHPtrainedreligiouspractitioners8 weregiving ilealth messagesprior to Ri--IP
andone is not in contactwitil tile community.

• 12 out of 21 religiouspractitionerschangedtheir practiceof giving H+H advice to tile
collinlunity asaresultof the RI-IP training

IFool 311/7.5—6. closedI• Of the 15 sitesvisited witil hardwarefacilities the following wasobserved:

adequate condition not adequate condition

W iler Supply (tap
stinds)

12 of which 4 UNICEF funded
~

3 of which 0 UNICEF funded

Water Tank II ofwhich1) UNICEF funded 4 of which 0 UNICEF funded

Water1-leater none None

Bath House - 5 of which3UNlCEFfunded. -:2 ofwhich1 UNICEF funded

Latrine 6 o~vhich3 UNICEFfunded - - 9 of which6 UNICEF funded

Septic Tank 8 ofwhieh 2UNICEFfunded -- I of which 0 UNICEF funded

Drainage 9 of which 1) UN ICEF funded 3 of which 0 UN ICEF funded

Electricity 12 of which0 UNICEF funded 0 of which 0 UNICEF funded

Kikhen Improvcment 6 of which 3 UNICEFfunded 3 of which 0 UNICLF funded

Biimthang Stove 3 of which2 UNICEF funded I of which0 UNICEF funded

GarbageDisposal 9 ofwliicli 0 UNICEF funded 2 ofwliich 0 UNICEF funded

Dustbin S of which 0 UNICEF funded 2 of which 0 UNICEF funded

~‘ Seesitereportsfor fltrther details
~ lo sumnlarise.the essentialfacilities for goodH+H practice(watersupply, latrine

andkitchen improvement)wereall to SOill~extentinadequate,ill somecasestile

CoilditiOll of UNICEF fundedfacilities were ftulld to he inadequate(SeeEvaluation
AnalysisTool I Site Profilesfor furtherdetails)

II ool I 2—closedI
• ftc religiouspractitionersmadethe following comments:

~ Before in the Dzongyou usedto seedirty hands.feetandclothes. Now you don’t see
tili 5
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Previouslythemonkshad to go far to getwaterso it wasn’t easyto keepclean
=~ After the training mostpeoplemadeproperdrainageandkepttheir housesclean
~ H+I-I llas improvedevenfrom beforeRHP dueto tile influence of healthstafffrom

the BHU andthe VHW
[loot 4.2/82 - openI

Conclusions
bi: There are changesin the health seekingand hygienepractices of the religious
community and/or community-basedreligious practitioners after RHP training
workshops

ftc changesin 1-1+1-I practisesof tile religiouscommunityaredenlonstratedin their
awarenessof the H+H issuesaild ill somecasesobservationof monkscleaningteethor
waSiling latrines,etc. Tile changesare, at leastill part, aresultof the RHP workshops.H+H
messageshavebeencomnlunicatedthroughavariety of channelsincludingBBS broadcasts,
Kuenselarticles,active District officials andheadmen,governmentcircularsandRHP
worksilopssupportedby waterandsanitationfacilities.

Therearesomecollstraintsto good I-1+H practicewhich areoutsidetile control of tile

religiouspractitioners.For exalllpie in somecasesthewaterandsanitationfacilitiesarenot
adequatefor tile populationor havenot beenupgraded,in someplacesthewatersupply is not
adequateor tile seasonalvariationsdo not alwaysprovidefor a nutritiousdiet. The religious
practitiollers demonstratetheir awarenessof H+H by statingtilesefactorsasconstraintsand

the attitude now is that tiley would like to havethe meansto practicegood H+H habits.

Allalysis A: PositiveBehaviouralChangesin ReligiousCommunities
Key questionhi = POSITIVE IMPACT -

Conditional: H+l--I practicesarechangingwherefacilities are functioning

ii RHP Report 2 Key Questions



RHP EvaluationReport— Key Questions

Key Question b2. - Behavioural changesin the religious community

How have the improved water/sanitation facilities been usedand maintained?

View of the ReligiousCommunity
Indicators: -

• Of the 15 sitesvisited with hardwarefacilities thefollowing wasobserved:

Cleanlinessadequate Cleanlinessnot adequate

General IS - 0

Latrine 11 of which 6 UNICEF funded 4 ofwhich 3 UNICEF funded

Bath House 6 of which 3 UNICEF funded 0

Kitchen Hygiene 12 of which 3 UNICEF funded 3 ofwhich 0 UNICEF funded

Wastedisposal sites IS of which 0 UNICEF funded 0

• To summarise,tile essentialfacilities for good H+H practice (latrine, bathhouseand
kitcilen improvement)weregenerallykeptadequatelyclean. In threecasesthe condition
of UNICEF fundedlatrine facilities werefound to be inadequatedueto overpopulation
anduncertaintyor inactionwhenthefacility becomesfull. (SeeEvaluationAnalysisTool
I Site Profilesfor furtherdetails)

Ilool I .5 I — closed
• 25 out of 28 monkshelpto keepthewatersupplycleanandmaintained
• 21 out of 26 monkshelpto keepthewatertankcleanandmaintained— 2 do not havethis

facility
• 6 out of 8 monkshelpto keepthebathhouseclean andmaintained— 20 do not havethis

facility
• 26 out of 28 monks help to keep the latrine clean and maintained — 2 havesharedDzong

facility
• 17 outof 28 monkshelpto keepthegarbagedisposalclean andmaintailled— Ii Ilave

sharedDzongfacility
• 17 out of 28 monkshelpto keepthedustbincleanandmaintained— II haveshared

Dzong facility
- Ilool I 3 — elosedI

• Issuesrelatingto useof waterandsanitationfacilities— comments
=~ The water sourceandlatrille (usedalsoby the public) are outside the Dzong. File

doorsof the Dzongare lockedat night sotile gelongscannotgo out

~ Thenumberof gelongsusingtile facility rangesfrom 100 duringthesummermonths

to 1000for amajorpuja
=~‘ Thereis alwaysa rush-for tile tapsbeforemornn~gprayers— not enougil tapsandnot

enoughtime -

~ The latrinesarenot pleasantto use
• Issuesrelatingto maintenanceof waterandsanitationfacilities — comments

~ If training, tools and budget were available theDratsangcould maintain tile facilities

=~ One gelongwas trained in piunlbing and has somebasictools
~ Tile water tank is open at tile top aild they ilave had deadrats and live frogs inside tile

tank
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=~ Unclearwhoshouldmaintain,theDratsangor the DzongkhagAdministration
=~ The watersourceis fenced. The monksinspectthe tankregularlyandcleanif

necessary
=~ The Dzongsweeperemptiesthedustbins

• Exanlplesof useandmaintenanceproblems:
=~ Waterpipedamagedfrom a landslide
~‘ Tile watersourceis dry from Novemberto March -
=~ The latrine wastefreezesin winter causingablockagein thepipe
=~ Somevillagepeopledirty thewaterby walkingandgrazinganimalsneartile source

[tool I prolilesltool 44— open]

First has to comethe safewater supply. -

Then only the 11+11 messagescan be practised
Corn ment from a health worker

Conclusions - -
b2: Useand maintenanceof the improved water/sanitation facilities

lnfornlationwasgatheredon all waterandsanitationfacilities, whetherfundedby UNICEF
or anotilersource(seenotebelow).

Tile generalstandardof cleanlinesswasadequatebut observationsuggestedthat the
evaluator’svisit mayhavepromptedsomecleaningup of the facilities. The mostcommon
responseto cleaningandmaintenanceof facilitiesis thatminorproblemswill be fixed by the
nlonksor animshut for majorproblemsaskilled personwill be calledfrom the Dzong.
Thosereligiousinstitutionstllat sharetheDzong with tile administrativeofficesalso sharethe
Dzong sweeperandplumberfor Cleallillg aild maintenanceof facilities. Somenlonksand
animshavebeentrained in basicmaintenanceandhavebeenprovided with tools. Several
institutionshavebeengivell a fixed depositby UNICEF. Tile Dratsanghasdepositedan
equalamountandtile intereston tile accountprovidesa fund for maintenanceof water and

sanitatioll facilities. -

Note: At somesitestherewassomeuncertaintyin being ableto identify which facilitieshad
beenprovidedwith UNICEF funding. In severalcasesthis wasdueto achangeof personnel
S11lC~the installationof facilities, but more generallyit seemedthat-thefullding hadbeen
channelledtilrougll the DzongkhagAdministrationor Public Works Division andthe source
of the funding wasunknown. Also it was thecaseat somesitesthat therehadbeenseveral
sourcesof funding including UNICEF, RGoB andprivatedonations. Who actuallypaidfor
tile ~ tankor tap wasunknown. Wilat wasknownwaswhetherthe facility was
functioningandassociatedproblems,of which thereweresomeproblemsto be heardat
alillost every location.

AnalysisA: PositiveBehaviouralChangesin ReligiousCommunities
Key questionb2 = POSITIVEIMPACT
Conditional: Facilitiesnlaintainedwhereskills, tools andfunding areavailable.
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Key Question b3. - Behaviouralchangesin the religious community

Have the religious community’s attitudes towards sanitation and hygienechangedwith
the introduction of improved water/sanitation facilities?

View’ of the ReligiousCommunity
Indicators:
• All 28 gelongsinterviewedsaidthat waterandsanitationfacilities makethem feel better
• 27 out of 28 gelongsinterviewedsaid eithertilat improvedwaterand sanitationfacilities

havecilangedtheir attitudeto I-T+H or that their attitudewould changeif improvements
weremadeto their waterandsanitationfacilities

11001 35-6— closedI

• The religiouspractitionersmadethefollowing conlments:
~ If thereis a reliablewatersourcethentheycanpracticegoodH+H llabits. This is

what tiley would like to be ableto do.
~ The preferencewould be to usetile latrine ratherthanopendefecationbut dueto few

latrinestheysometimeshaveto usethe jungleor the fields
~ If therewere improvedfacilities thentileir attitudewouldchange.Theywould feel

betterif therewaswaterinside theDzong
~ Theyknow it is good to havegoodH+H habitsbut thefacilities arenot functioning

well -

~ Tile monksareenjoyingtheeasieraccessto water— theyhaveto washfrom early
morningwhenthereis apujaandtheyDO longerhaveto go down to thewatersource

~ With improvedfacilities therewould be 100%cilangein attitude. The facilitieshave
to con~efirst. For example,evento makeagardenwe needtile water first

[Fool 3 site proIll cs/tool45 — openI

Conclusions
b3: Changesin the religious community’s attitudes towards sanitation and hygiene with
the introduction of improved water/sanitation faciiitics

Mollks areappreciativeof improved facilities including the provision of safewater, latrines
andwater supply for body andclotheswasiling. ThoseWilo do not yet ilave improved
facilities look forward to future improvenlentswhicil will changetheir attitude to what is
presentlyarduous(eg. collecting water), difficult (for examplewashingin tile 1 5 minutes
betweenrisingand morning prayers)or unpleaSallt(eg. usingover-usedlatrine facilities).

Tilere is little referencemadeto tile iillpact of improvedkitcilen facilities and garbage

disposal. Thosewho haveBumtilangstovesappreciatetheconveniellce. Many institutions

useasystemwherebyrice is cookedfor all gelotlgsatld mOllks havegasstovesin their rooms
to preparecurry andto boil water. institutionsill WiliCil tilere areyoungermonksgellet’ally
cookcollectively for all the residents.At pujaalld Tsecllu tinles kitcilen facilities are

particularly stretciled. in a Ilumberof locationscollectivecookingis still doneon traditional
openfires with associatedproblemsof sootdeposit,andin severalcasesthereis no open
ceiling for thesnloketo escape.Tile issueof garbagedisposalis discussedfurther in c4.

Allalysis A: PositiveBehaviouralChangesin ReligiousCommunities
Key questionb3 = POSITIVE IMPACT
Conditional: Attitudeschangewhen facilities are improvedandare functioning
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Key Question b4. - Behaviouralchangesin the religious community

Do the religious community and/or community-basedreligious practitioners provide
adviceon health care when approachedfor religious servicesin the event of family
illness?

View of ReligiousPractitioners
Indicators:
• 39 outof 40 religiouspractitionersprovideadviceto thecommunity. Theinterview

questiolldoesIlot investigatewhatadviceis given in theeventof a family illness
110013.11/75 - closedI

• The following commentsillustratethekindsof advicegiven by religiouspractitioners:
=~‘ Thereis adual systenlof pujaandmedicine. Pujais thetraditional systembasedon

wisdom (sherub); medicineis tile method(thub). We sayto thevillage peoplethe
two shouldnot be separated

~ The lilabsangpujais conductedregularly ill thehospitalto clearillusions
~ Tile main messagesbeing given to tile villagers are:

• Cleanliness— if you doll’t staycleanthis will causeproblems
• Pregnancy— if you arepregnantthenyou shouldgo for acheckup
• lnlnlunisation — cillidren sllouldbe immunisedagainstdiseasesor tiley will suffer
• STD/AIDS — canbe transmittedthroughsexualcontactandblood,eg. re-used

needles
~ Previouslywe usedto give somebasicH+H informationduringpujas. SinceRHP

trainillg we havet~~oreknowledgeandcangive moreandbetteradvice
~ Whenwe go for pujaandwe seeuncleannesswegive advice -

~ Before RHP we only gavetile traditional advice

~ Somefollow tile advice,otilers don’t. Thosewilo havelistenedto tile adviceilave
benefited

~ If calledfor a puja for a sick personwe first seeif it is causedby disease.If sowe
adviseto go to tile BHU. Beforewe didn’t give tilis advice. If thediseaseis not
curableby apuja thenwe sendtile patientto tile BHU

ITool 3[Iool 7 site proliles — openi

Conclusions -

h4: Advice on health care is provided by the religious community and/or community

-

basedreligious practitioners when approachedfor religious servicesin the eventof
family illness

The responsesgiven by tile religiouspractitionersilldicates that tile H+l-1 messagesarebeing
communicatedto tile conlmunity during pujasand family illness. It is alsoclearthat the
messagesaretilose that tile RHP seeksto conveythroughthe religiouspractitionersand is a

cilangeof practicefor tile religiouspractitionersasa resultof RHP training.

AnalysisB: Effective Perfornlanceof ReligiousCommunitiesasHealthPromotersin their
Comnuinities
Key questionb4 = POSITIVEIMPACT
Conditional: Tile evaluationresponsesre-emphasisethe needfor training of religious

practitionersin earlyreferral andsignsandsymptomsof seriousillnesses.
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Key Question ci. - Behavioural changesin the community

Docommunity membersreceivehealth advice from the religious conlmunitv ard/or
community-based religious practitioners when approached for religious sen -i s in the
event of family illness? -.

View of Community People
Indicators:
• The communitypeopledescribedwhatadvicethey havereceivedwhentherehasbeena

sicknessin thefamily: -
~‘ A relativewassickandthe monksatthe pujaadvisedhim to seekmedicaladvice. It

wasonly from the medicaladvice thathe discoveredit wastyphoid.
=~ Thereligiouspractitionerstell the village peopleto do pujaandthengo to the

hospital. Beforewhentherewasno easyaccessto medicalhelp,whentherewasno
BHU, theywould do pujaandif it didn’t work thepersonmight losetheir life. It
would takemorethanonedayto reachthe BHU. Now it’s a2 hour walk

~ If thesicknessis seriousthenwe go for medicaladvice. If the illnessis causedby the
spiritsthenwewould go to the Gomchenfor apujawhich will curetheperson

~ If asicknessis not curablewe call the Tsip for astrology
=~ Pujais for suffering from spiritual problems.Medicationdoesnot helpfor spiritual

problems
~ Monks will nothavethe medicalknowledgeandcannotforcepeopleto go to the

clinic
=~ Somepeopieperformpujaratherthango for medicaltreatment— evenif theadviceis

to go for medicaltreatmentsomevillagerswill havemany excuses -
=~ ReligiouspractitionersgiveH+H adviceduring annualpuja, collectingalms.reading

astrology,Tsechuandwhenpeopledie
=~ Thereare somediseaseswherepujais betterandotherdiseaseswheremedicationis

better. Problemslike diarrhoea,stomachacheandbody achetheGomchenwill
adviseto do tile pujaandalsogo to theBHU

Irool 6.~-w6III

Conclusions
ci: Health advicereceivedby community membersfrom the religious community
and/or community-based religious practitioners when approached for religious services
in the event of family illness

ImprovedH+H habitsaredependentoti improvedfacilities. So too, for son~ecommunities
andreligiouspractitioners,tile choicebetweennledicaiand religiouspracticesin tinles of -
sicknessdependson accessto facilities. Accessto medicalfacilities is improving rapidly but
somepeoplearemorereluctantto changetheir traditionalwaysquickly. Theencouragement
of the religiouspractitioners,in thesecasesespecially,givesstrengthto the messagesfrom
tile healthworkers.

As in any smallcommunityeveryonewill know of eventssurroundingasickness,especially
if avisit to thehospitalor.BHU is required. The outcomeof thevisit will alsobe knownand
caninfluencebeliefgreatly. It would seemthat thecredibility of medicaladviceis still not as

wicleiy andhappily acceptedby soille as the traditional adviceof thereligiouspractitioner. In
this dualsystemit is important tilat thereligiouspractitioners,with the greaterand
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unthreatenedcredibility, areknowledgeablein health and hygienesincepeopleplacesomuch
trustin them. -

Note: It wasobservedin the interviews thatpeopleseemedreluctant to relate personal family
experiencesofsicknessbut would more happily tell of the fortunes or misfortunesofothers.
Someexamplesaretranscribed in the RHP Evaluation Analysis: Tool 6.

Analysis B: Effective Performance ofReligious Communitiesas Health Promotersin their
Communities -
Key question ci = POSITIVE IMPACT -
Conditional: The evaluationresponsesre-emphasisethe need for training ofreligious -

practitioners in earlyreferraland signsandsymptomsofseriousillnesses.

Monks and Community members using the water facilities at Drametse
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Key Question c2. - Behaviouralchangesin the community

Has the religious community and/or the community-basedreligious practitioners
influenced the health seeking and hygienepracticesofthe community?

View of Community People - -

Indicators: --

• 32 out of 40 communitypeoplesaidtheyappreciatethe religiouspractitioners’
contributionto healthmattersin the community. The 8 remainingresponseswerenon-
committalandwerefrom siteswherethereilasbeenminimal or no RHPtraining

11001 613 - closedl
• All 40 communitypeopleinterviewedsaidthat theyuselatrine (no opendefecation),

washhandsbeforemealsandafterthe latrine andbathregularly. 37 out of 40 community
peoplesaidthat theyput wastein apit or dustbin -

- [Tool6.2 - closed]

• Many commentssuggestedthat thereareavariety of influenceson communityH+H
practices:
=~‘ H+H messageslearnedfrom school,from healthworkers, from seeingotherswith

good H+H habits
~ File Dzollgkhaghasadvisedto keeptile surroundingsclean

~ The Governmentprovidedkidu for animalshelters
~‘ H+H messagesweregiven in the army

=~‘ BBS newsandhealthannouncementshaveexplainedtheproblems
~ H+H messagesandpicturesof amodelvillage in National Dayexhibition
~ As Tsokpa,whenI go from houseto houseI givehealthmessages
=~ H+H advicereceivedfrom monks andreligiouspractitioners

[Fool6.3— openI
View of Health Workers -

Indicators:
• 20 out of 22 healthworkersconsideredthathealthandhygienehabitshadbeeninfluenced

by the healthpromotioll activitiesof the monks
- Ilool 5.14 — closedI

• Commentsfronl healthworkersrevealsomefurtller perspectivein the influenceor not of
thereligiouspractitioners’healtil promotionrole on the communitypeople:
=~ Sometimespeoplestill wait too long before coming to hospital. it is not only the

remote and uneducated, it happenswith town and educated peopletoo. The
belief is sostrong -

~ Healthpersonnelhavebeengiving thesemessagesfor many yearsbut religious
practitionersllaveonly recentlybeenintroducedto this. It is aresultof everyones
contribution. If tile lleaIth worker is the oniy persongiving thehealth messagesit will

- not work. If theGomchenis trained,he is trustedby the peopleandthe peoplewill
listen, eventhoughtile messagemay havebeengiven 100 timesby the healthworker

~ RHPhasbroughtchangesin personalandenvironmentalhygiene
I Tool 5.5/lool 5 site proll les— open~

Conclusions
c2: Influence of the relk~iouscommunity and/or the community-basedreligious
practitioners on the health seekingand hygienepracticesof the community

No oneis denyitig that therehasbeenall influenceon tile H+H habitsof thecommunity
people. The messageis clear.that tile changesand improvementsarearesult of everyone’s

effort. Neitheris anyonedenyingthat tile role of tile religious practitionersis onethat hasa
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particularinfluenceoncommunitiesbecauseofthe trust andrespectaccordedto religious
practitioners in Bhutan.

Though the communityresponseto questionsontheir H+H practice indicated that good
practice is thenorm this is the most likely responsesinceit would be difficult for anyoneto
admit to bad habits. It is fairly certain that awarenesshas beenraised, if habits not
completelychanged. If this is the casethen remindersand reinforcement ofthe main
messageswill eventuallyturnawarenessinto practice andhabit.

Note: Qu 6.3 wasre-worded — If youdo practise goodH+H habits were did you learnthese
habits?

Analysis B: Effective Performance ofReligious Communities asHealth Promoters in their
Communities -

Key questionc2 = POSITIVE IMPACT
Conditional: Changeshave to becomehabit, eg.wastepit use,thenthe influence is -

complete.

Sunday, a day for washing and bathing for monks at the Dechenphodrang Monastic
School
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Key Question c3. - Behaviouralchangesin the community

Are there any added advantagesof the religious community and/or community-based
religious practitioners promoting health?

View of Community People
Indicators:
• The communitypeoplemadethe following comments:

~ Somecai~acceptandunderstandadvicefrom nlonkswhile otherswill acceptfrom the
ilealth workers. Somewill only havecontactwith oneor theother— so this way all
get the healthmessages

~ Much improvedhealthin tile village after RHP.
• 5-6 childrenusedto die eacllyearfronl diarrlloea,.now therearenone
• Vasectonlyand family planning advicewasdone

• STD/AIDS messagesgiven -

• Suggestiollswilich giveevenn~oreaddedadvantage;
~ Thosereligiouspractitionerswho havenot beentrainedmaycontinueto conductthe

pujaanddelaythe medicaltreatnlellt. It would helpif thosepeoplewere trained
~ lithe healthworker could visit the n~orerelilote placeswherethe religious

lractitioners still find it difficult this would he of morebenefit
~ [he powacannotreally communicate.An ablecomnlunicatoris the onewho should

be trained
• Problemsembeddedin tradition yet to he overcome:

~ Village peopleseesollletillles thatevenwith an injection or operationyoudo not get
better— you may die - alld they arescared

~ Thepowamisleadsandtile peoplehaveto do as theyare told. Soille peoplehavedied
- becausetheyhaven’tgonefor medicaltreatment -

- Fool 6)))—openI

Conclusions
c3: Added advantagesof the religious community and/or community-basedreligious
practitioners promoting health

The main advantageis tile channelfor communicationthat the religiouspractitionershave
with the local comnlullity asan alternativeanddirect meansof promotinghealthmessages.
Most peopleinterviewedcould identify 00 problemsill tile role of religiouspractitionersas
lleaith promoters.To tile conlmunity peopletile benefitscan alreadybe seenill betterliving

conditionsand less sickiless. -

The issuewasraisedof targetingof thosewho can bring morebenefit the local comillunities.
Tilis includesthosereligiouspractitionersill iiioi-e relllote locationswherecilangeis more
gradualor perhapsmoreresisted,or whereaccessto ilealth servicesis more difficult~andto
identify participantsfor training who aremost ableascommunicators.It hasalsobeen
suggestedelsewilerethat tilosewho areinterestedand influential shouldbe selectedbr
training. Ellis will be raisedagain in the FutureStrategies.

AnalysisB: Effective Performanceof’ ReligiousCommunitiesasHealthPromotersin their
Comnlunities -

Key questionc3 = POSITIVE IMPACT
Conditional: Greatestadvantageii traillitlg is targetedto give the greatestimpact.
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Key Question c4. - Behaviouralchangesin the community

Are there changesin the health seeking and hygienepracticesof the religious
community and/or community-basedreligious practitioners after RHP training
workshops? -

View of Community People - - - -

Indicators: - -

• 38 out of 40 communitypeoplefeel tllat religious practitionershavegoodI-I+H habits; 3
peoplecouldn’t comnlenton tile I-i+H practiceof religiouspractitioners

• 37 out of 40 feel that thosegood ilabits-mciudeuseof latrine (no opendefecation),hand
washillgbeforemealsandafter latrine,cleanerpersonalappearanceandwasteput in pits

andbins; 3 peoplecouldll’t comment00 tile H+H practiceof religiouspractitioners
Fool 6.5—6 — closedI

• -The community peoplemadetile following comments: -

~ Thehealthworkers taugilt the religious practitionerswhich has led to improvements
in 1-1+1-I habits - - - - -

=~ Tile Gonlchensknow from readingthe books(FFL andHOI-l) aild from the RHP
training. Thenotherscanseefrom the exampleof thosewhoaretrained

Fool 6.7 — openi

View of Health Workers : -

Indicators: -

• All 25 healtil workershavefairly regularcontactwith religiouspractitioners
• All 25 healthworkershavenoticedchangesin tile H+H practicesof the religious-

practitioners - -

- - [Fool 5.1—2/5.5 closedI

• All 25 healthworkersllave noticedimprovementsin religiouspractitioners’ useof latrine
(no opendefecation).handwas.hillg beforemealsandafter latrine, aild cleanerkitchens.

• 23 out of 25 llealth workersIlave noticed inlprovenlentsin religiouspractitioners putting
wastein pits or bins. 2 healthworkershavenoticed110 inlprovementin religious
practitioners’puttingwaste in pits or bins

• 9 healthworkers feel thereis an improvementin vaccinationof monks. 16 health
workersconsideredthis not to be relevanteitherbecausethey arevaccinatedwhenthey
aresmall,before becomingmonksor becausethe religiousinstitution takesolder,adult
monks [See notebelowl

• 24 out of 25 healtll workershavenoticedan increasein thenumberof religious
practitionersseekingmedicaladvice from llealth workers

• 22 out of 24 healtil workers iCci that thereis improvedknowledgeof STI)/AIDS by
religiouspractitioners. 2 healthworkersfeel thereis no improvementill tile knowledge
of STD/AIDS by religious practitionersandonehealthworkercouldn’t sayyesor no.
[Seeseparatesectioll Key Issue- STD/AIDS]

I tool 5.4/5.6— closedI
• The healthworkersmadethe following comnlents:

~ After RHP animscanleto tile BI—IU for treatmentandtheybrushtilcir teetil. The
allims andtile Lamagive the adviceto seekmedicaltreatmentwhencalled for puja

~ RHP will improve tile sanitatioll andpersonalhygieneof the monksaild tiley aretile

niaill contactwith the conlllluflity who will listen to them. It is equally benefitingtile
conlnlunity

~ RE-IP water tapsand latrineshavebrought improvements -

~ RI-IP hasilltrOdUce(l new knowledgeandpracticein useandconstructionof latrines.
kilowledgeof STD/AI l)S andearly referral to hospital
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ThoseJakriwhohavebeell trainedgive better H+H messages

~ Greatchangein seekingtreatmentin timesof emergencyevenwith tile sick in the
Dratsang. Theyusedto do pujaandbring gelongslatefor medicaladvice

[Fool 57— openI

Conclusions
c4: Changesin the health seekingand hygienepracticesof the religious community
and/or community-basedreligious practitioners after RHP training workshops

Community peopleseechangesill tile H+H practicesof religiouspractitionersascoming
from othersourcesapartfrom RHP includingadvicefrom JeKilenpo andDashoDzongdas.
fronl sectormeetingsin the Dzongkhag.from the healtil workers,from tile Lanl andtile

Rimpocile.andfrom the Buddilist teachingsof the virtuesof happiness[Tool 6.71.

Healtil workersseeinlprovementsin: handwashing(now routine),wastedisposal(before
they usedto throw down tile slope),health(scabiesusedto be a problem— now it is
completelycut dowil), personalhygiene(they maintainthe bedding),vaccinations(now
almostall arecovered). The healthworkersalsomentionedthat routine visits or ORCare
now providedto religiousinstitutions. The problemof providinghealthadviceto those in

meditationseemsto havebeensolvedby training gelongsasVHW in someinstitutions.

Of’ahi tile H+H ilabits listed, wastedisposalis tile only onein which severalhealthworkers
feel therehasbeen110 improvementand,aswasnoted in Key Questionb3, is oneilabit to
wilicil religiouspractitionersmake110 referencein their wide rangingcomments.Tllis may

he becausethereis still alack of awarenessof this asaseriousH+H problem. 1-lowever
evidencein theenvironmentthrougilout Bhutansuggeststhat this llasyet to becomea habit
generally. CommentsOil useof wastepits: ~‘Wehavebeenencouragingthis but still theyare
IlOt doing this. Someuseit, moststill don’t - 40% usetile wastepit’.

Note: All thecolllrnunity basedreligiouspractitiollersindicatedtllat vaccinationsaregiven.
2 religious illstitutions with youngeranimsandmonksindicatedtilat vaccinationsaregiven.
If tiliS is consideredacritical issueit is suggestedthat a more focussedsurveybe undertaken.
Oneproblem with tile findings in tilis evaluationare tilat tile PC~S0ll5questiolledi~iay110t
havebeenthe personwho would know this illiorillatioll.

Analysis A: PositiveBehaviouralChallgesIll Religious(‘onlmunities
Key questiollc4 = POSITIVEIMPACT
Conditiollal: ChangesbecomingIlahit.
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Key Question dl. - Health workers’ views

Ratethe effectivenessof the religious community and community-basedreligious
practitioners aspromoters of health messages.

View ofHealth Workers -

Indicators: - - - -

• Tile resultsof theHealtil KnowledgeTestindicateagood levelof healthknowledgefor
both RHP trainedanduntrainedreligiouspractitioners

[l’ool 2 — test]
• ii out of 23 healthworkersratedreligiouspractitioners’healthknowledgeas FAIR
• 12 out of 23 llealth workersratedreligiouspractitioners’healthknowledgeasGOOD
• 8 out of 23 healthworkers ratedreligiouspractitioners’ asFAIR comnlunicators
• 14 out of 23 healthworkers ratedreligiouspractitioners’asGOOD commullicators
• I out of 23 healthworkers ratedreligiouspractitiOilerS’ asVERY GOODcomnlunicators

- 1511—12 — closed]
• The healtil workersmadetile following comments:

=~ Peoplehavespecialtrust in themonks;with HA theywill makeexcusesthat theyare
too busy -

~ Viilagers~behievewilat the monks-say - ‘ - - -~ ---~-.

~ SomeGonichensarevery goodat giving healthmessages
~ It achievesthe goalof healthservicesby reaciling the communitydirectly — the

messagesmustbe sinlple -
~ Thereis a big role tile religiouspractitionerscan play if tiley havetile knowledgeand

- useit in the right way
~ We canreachthe maximumpopulatiollWitil ilelp from the religious-conimuility —

indirectly or directly theyand the communitywill benefit
~ Ihe religiouspractitionersnlakethe healthworkersjob easier
~ For the persongivillg the messagesthey haveto give tile correctmessagesnot tile

wrong messages -

-- [Fool 5 o) — openI

Conclusions
dl: Effectivenessof the religious community and community-basedreligious
practitioners as promotersof health messages

[lie healthworkersconsiderreligiouspractitionersto he effectivepromotersof health
messages.Ol’thosereligiouspractitionerswho arc activelypromotinghealthandhavebeen
trainedthehealthworkersconsideredtheir ilealtll knowledgeandCommullicationskills to he
b’air or good. -- -

The reasonsgiven for the effectivenessof the religious
practitioners ashealth promoters are:

Trust from the community
Communication skills
Simple messages
Health knowledge
Direct contact with the community
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Somehealth workers expresseda concernthatthe role might be taken too far by some
religious practitioners andwrong messagesgiven. The health workers suggestedthatthe
safeguardsagainstthis happeningare
a) to giveregular refresher coursessincethe religious practitioners might forget the

messages
b) usesomeselectioncriteria for participation in workshopsfor examplethe trustfrom thl

community andthe interest ofthe religious practitioner in the training, and
c) clarify the extentofthe role with the religious practitioners. -

Thesepoints will be raised again in Future Strategies.

Analysis B: Effective Performance ofReligious Communities asHealth Promoters in theii
Communities
Key questiondl = POSITIVE IMPACT
Conditional: Effectivenessis dependanton religiouspractitioners’ knowledgeand
communicationskills, interest andenthusiasm.

Toilet for monks at Tsirang Rabdey
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Key Question d2. - Health workers’ views

Do health workers view the religious community and community-based religious
practitioners ascompetitors or complementary?

View of Health Workers
Indicators: -

• 23 out of 23 health workers appreciatethe contribution ofreligious practitioners to -health
matters in their community

I-Fool Slit — closedI
• The healthworkersmadetlle following comments:

=~ Thereusedto be abarrierbetweenthereligiouscommunityand thehealthworkers.
Now thereligiouspeopleare advisingpeopleto cometo the BHU. The RHP
workshophaschangedthe attitude. Wecannotsaydon’t do puja

=~ It is a resultof tile involvementof tile two sectors— religion andhealth. Tile
communityalwaysgoesto the religiouspractitionerfirst. We seebig improvements
nowtheyarecommunicatingH+H messages

~ When theBHU wasnewly establishedsomevillagerswerenot happy,especiallywith
vasectomy.Lam andtheGupattendedacommunitymeetingto discusstheproblems

=~ The VHW, tile Gupandthe Gomchenhavetaughtthe villagersto improveH+H in
thecommunity

[Fool57 — openI

Conclusions
d2: Health workers view the religious community and community-basedreligious
practitioners as complementary

l-lealth workersareworking in partnershipwith thereligious practitiollers to conveyhealth

messagesto tile communitypeople. VHWs andstaffat BHU’s who areworking in the
conlmunity aregenerallyworking very directly with thereligious practitioners,especiallyin
caseswherethe llealth workershavealsoparticipatedin or facilitatedRHP worksllops. Both
llealth workersandreligiouspractitiollersarekey peoplewithin their community. In some
casesaGomchen,monk.Tsip. Jakri, Gupor TsokpawasalsoRI—IP trained,VHW trainedor
bothandin severalcasestile VI-IW wasalsoRHP trained.

The majority of the HealthAssistantsinterviewedshoweda high level of commitmentto
RI-IP linked to their level of involvement in the project,which wascommendable.Tile
evaluatorobservedthat religiouspractitioners(including monks.anims,Jakri, GonlcIlen,
Powa.PanditandTsip) and Ilealtll workers(including VHWs, BHWs, ANMs, HAs and
DI-ISO) in somedistrictswereparticularlyactiveandastrongrelationshiphadbeen
establishedbetweentile religiouscommunityandthe healthstaff

AnalysisB: Effective Performanceof ReligiousCommunitiesas1-lealtil Promotersin their
Conimunities
Key questiond2 = POSITIVEIMPACT
Conditional: none
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Key Question d3. - Health workers’ views

Has there beenan increasednumber of patients from the community referred by the
religious community and/or community-basedreligious practitioners following RHP
workshops? -

View of Health Workers -
Indicators:
• 19 out of 23 Ilealtil workers indicatedthattherehasbeenan increaseill thenumberof

patients,of whonl 18 consideredthis to be in part aresult of the religiouspractitioners’
role ashealthpromoters. The four healthworkersWilO ilave seenadecreasein the
nulllberof patientsexplainedtilat this is dueto easieraccessto anotherfacility eg. anew
BHU construction.

ITool SIS-lô- closedi

Conclusions
d3: An increasednumber of patients from the community are referred by the religious
community and/or-community-basedreligious practitioners following RHP workshops

As hasbeenseenin earliercommentsthereis an increasein tile numberof communitypeople
seekinglleaitil adviceandthis could in part beattributedto tile impact of the RIT-IP training. It
could alsobe attributedto theotherfactors tilat ilave persuadedpeopleto seekmedical
advice:

Acccssibility to BHU or ilospital
Impactof educationanddevelopmentgellerally
Communityawarenessof importanceof 1-1+1-I
1-1+1-I messagescommullicatedfrom varioussourcesincludinghealthworkersand
religiouspractitioners

Key Questional consideredthe issueof earlyreferral, which could be further investigated.

Anal~”sisB: Effective Performanceof ReligiousConlmunitiesasHealthPromotersin their
Commullities
Key questiond3 = POSITIVEIMPACT
Coilditional: Early referral is tile key factor
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Key Question el / e2. - Effectivenessof training workshops

What knowledgehas beenretained by religious personswho attended RHP training
workshops?
What is the knowledgeof religious personswho have not beentrained?

Indicators:
• The mostpopularandleastpopulartopicsin the healthknowledgetest

Trainedreligious
practitioners

Untrainedreligious
practitioners

Most populartopic Preventionof
Diarrhoea! Diseases

PersonalHygiene
and Sanitation

Leastpopulartopic Immunisation Immunisation -

• PersonalHygieneandSanitationtopic producedthe highestscoresfor both trainedand
untrainedreligiouspractitioners

• Immunisation topic producedthe lowestscoresfor both trainedanduntrainedreligious

practitioners
• The questionswhich producedthebestscoresare: -

2. 16 What is tile bestsourceof food anddrink for a babyin its first few monthsof life?
2.21 Whatdoesimnlunisationdo for children? Re-wordedquestionledto answer
2.1 What is diarrhoea? - Re-wordedquestionled to answer
2.8 Whatare tile nlain food preparationpracticesthatpreventillnesses?

General— want’~iim’ti-’ers
• ftc questionswhich producedtheworst scoresare:

2.25 Pregnantwomenshouldgo to theIlospital or Bi-Ili for immunisationagainstone
diseaseespecially. Wilich disease? On/v one correct(I/1SoCI’ /)Ossib/L’

2. 1 7 Whatare tile advantageso-f hreastmiikover formula or cot-v’s milk?
- Onereasongive — two required

2.2 Why is diarrhoeaof such concern? Spec~fIcreasonnotgiven

• Don’t know responses:
Trainedreligiouspractitionersdid not know the answerto 4% of the questionsasked
Ulltrained religiouspractitionersdid not know the answerto 8% of thequestionsasked

• Wrong answers: -
[rained religiouspractitionersgavetile wrong answerto 3%of thequestionsasked
Untrainedreligiouspractitionersgavetile wrong answerto 4% of the questionsasked

• Partly correct answers: -
Irained religiouspractitionersgavepartly correctanswersto 22% of tile questionsasked
Untrainedreligious practitionersgavepartly correctanswersto 27% otthe-questions
asked -

• Correct answers:
[rained religiouspractitionersgavetile correctanswerto 71% of the questionsasked
Untrainedreligious practitionersgave thecorrectanswerto 61% of thequestionsasked

• Untrained scoresrangedhetweell62% to 100% with an overall averagescoreof 84%
Trained scoresrangedbetween75% to 98% with an overall averagescore of 89%

I lool 2 — testI
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The alternative responsesgiven to questionsin the HealthKnowledgeTestareanalysedin
the RHPEvaluationAnalysis[Tool 2 Alternative Responsesi.Forexample,responsesgiven
for causesof diarrhoeaincluded:

~ playing in coldwater - -

~- sitting on wetground
~ keepingthe childrencold

Tile tally for eachansweris alsogiven, silowingthe mostfrequentand leastfrequent
responsesfor eachanswer. For example.againin responseto tile questionon thecausesof
diarrhoeaonly onepersonmentionedinfectionasacauseof diarrhoea,whereas22 people
respondedthatdirty food is thecauseof diarrhoeaand 14 peoplerespondedthat tile reasonis
dirty handsor dirty water.

I Fool 2 alternativeresponsesI

Conclusions
ci: Knowledge retained by religious personswho attendedRHP training workshops
e2: Knowledge ofreligious personswho have not been trained

Tile testresultsbetweentrainedanduntrainedreligiouspractitionersarequite closely -
matched. More untrainedreligiouspractitionerssaidtheydid not knowtile answerandmore
trainedreligiouspractitionersgavetile correctanswer. [he rangeof scoresis wider for
Untrailled thanfor trainedreligiouspractitioners.

Sincethereis no measureof tile level of knowledgethe religiouspractitionershadbefore
training we might assumethat tile untrainedreligiouspractitionersgive SOflIC indication of
the pre-RHPtraining levelsof knowledgean~~i~greligiouspractitioners. We canonly then
concludetllat eitller

a) a lot of knowledgewasacquiredin the Rl-lP training andsomeis now lost (therefbre

there is a need/brrefreshercourses)- but still the trainedreligiouspractitionershave
more knowledgethanthosewho areuntrained,or

h) little new knowledgewasgainedill the RFIPtraining
~1hegeneralconsensusis likely to he in favourof (a). wilich thereforesupportstile casefor

refreshertraining, ii’ this hypothesisis accepted.

Theuntrainedreligiouspractitionersshoweda reasonablelevel of healthknowledge. Some
of the ilealtll knowledgequestiollsrelatedto generalH+i-i practice,such as qu.2.7 Whenis it
1-nost important to washthe hands?. Otherquestionsrequiredactual llealth knowledge.such
as qu.2.1 0 What is a water—borne il/sects-c that could bepreventedt-i’ith helterhygiene/clean
waler?. Somereligiouspractitiollerswhohavenot receivedRHPtraininghaveeitherbeen
trainedasVI-IW or havebeeninformedof someof thehealthmessagesthroughothersin
their conlmunity who havebeenRHPtrained. It is pleasingto notethattile generallevel of’
llealtll knowledgeis quite reasonablehut training would improve tllis still further and,

perhapsmore importantly,would give tile religious pi’actitionersmore confidencein their

level of llealth knowledge

The analysisof theHealtil KnowledgeTestresponsesand the i--Iealth Kilowledge Test itself

maybe useful for monitoringandevaluationin the future. It shouldbe notedthatsome
questionsneededto be re-worded~orclearerunderstanding. Ihis will he raisedagain in
FutureStrategies.
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Note: questionshad different weighting according to whether there wasone andonly one
correct answeror whether there were severalpossibleanswers;whether one answergavea
correct scoreor whether at leasttwo answershadto be given; and whetherthe questions
were generalknowledgeor technical health knowledge. Thiswould accountfor some
variation in scoresbetweenquestionsbut wasnot taken into account in the designofthe
scoring system.

Analysis A: PositiveBehavioural Changesin ReligiousCommunities
Key questionel/ e2 POSITIVE IMPACT
Conditional: Provisionof trainingcourses,referencebooks andrefresher training

AnalysisB: Effective Performanceof ReligiousCommunitiesasHealthPromoters in their
Communities
Key question el / e2 POSITIVE IMPACT -

Conditional: Selectionofparticipants for training who areinterestedto participate and have
contact with the community people.

Little Monks at a Participatory Rapid Appraisal (PRA) session at Dechenphodrang
Monastic School
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Key Question e3. - Effectivenessof training workshops

What additional areasof health would the religious community and/or community-
basedreligious practitioners like to learn about in the training workshop to enhance
their role as health promoters? - -

View of Religious Practitioners
Indicators:
• The religiouspractitionersmadethefollowing comments:

~ Training in giving tile same9 medicinesgiven by the VHW

=~ No new topics — whathasbeenreceivedis good
~ First Aid teachingwould be helpful
~ Refresherof wilat wastaughtlastyearandhasbeenforgotten
~ i-low is malaria andtyphoid causedandhow sllould we treatdiarriloea?

IFool 41 21X II — open]

View of Health Workers
Indicators:
• Topics whicil the healthworkers feel areunderstood by the religious practitioners and

the community people:
• Personalhealtheducation

• Family planning— 100 % takeup in someareas

• Topicswhich thehealthworkersfeel arenot understood by the religious practitioners
and community peopleand WilicIl silouldhe includedin RHPworkshops:

• Diagnosisof signsandsymptomsof illnessesfor timely referraleg. ARI
• l~amilyplanning
• Personalhygiene
• Environmentalsanitationandsafewater
• Basicmedicines
• Conlplicationsof Diarrhoea
• Training for mothers
• Nutrition

• First Aid
• The healthworkersmadethefollowing additional comnlents:

Helping to find a way around the astrology chart when somethingconflicts with
going for medical advice. For example, if the person is not to go Eastand the BHU
is East. Finding a way around this is important.

Comment from a Gomchen

Tragically a 2 year old child died the night we arrived at one location. Tile
sicknesswas pneumoniabut tile parentsdidn’t know tile fatal synlptomsof ARI.
The child had beensick for nine days before being brougilt to the BHU. Tile
I--Iealth Assistantworked throughthenight for 12 hours to try to savethechild but
could do Ilothing ill tile did.

Early referral is’ould havesavedthe child’s life.
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=~‘ Early referral:—still somepeopledelay whenthere is no-oneto adviseor becauseof

their belief
~ Thereis still aproblemof singlemotherswhoaretoo shy to comefor anti natal check

up. Tile village leadersare following up
~ Tile religiouspractitionersstill Ileedhealthandpersonalhygieneeducation
~ Teachtile simplestthings

• Keepingthe surroundingsclean

• Make apavedpath
• Latrine collstruction

- • Personalhygiene
Ilool ~7 — opeiI

Conclusions
e3: Additional areas of health the religious community and/or community-based
religious practitioners would like to learn about in the training workshop to enhance
their role as health promoters

The religiouspractitionersaresatisfiedwith the RHPtraining topicscoveredpreviously and

tile consensusview is to leavethe choice of topicsto tile proféssiollals,the healthworkers,

for future trainingprogrammes.Somesuggestionshavebeenproposedby tile healthworkers
asgiven above. This is further consideredin Future Strategies.

Analysis B: Effective Perfornlanceol ReligiousCommunitiesas l-lealth Promotersin their
Conlmunities -

Key questione3 = POSITIVEIMPACT
Conditional: Reviewtraining needsfor eachtraining dependingon participantand

conlnlunity 1-1+1-1 needs.basedon advice from healthworkers.

Severalreligiouspractitionerssimply said “Let thehealtil workers
ideiltify what is needed.\\-hateverthey think is mostnecessary”.
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Key Question e4. - Effectivenessof training workshops

How can training workshops be further improved?

View ofReligiousPractitioners
Indicators:
• Tile religiouspractitionersmadetile following comnlents:

~ Monks as workshopfacilitators
~ Train influential andeducatedreligiouspractitionerswho canrun aworkshopin their

village
=~‘ By seeingwe learn70% so then~essageswill be leariledquickly with videosand

photos. Somepeopledon’t understandthelecturemetilod
- - - [Fool 41 3/Tool 5/12 open

View of Health Workers - - -

Indicators:
• Tile healthworkersmadethefollowing comments:

=~ Religiouspractitionersneedmorefollow up andguidance
~ Train peoplein their OWIl community

~ Somepeopleforget - somearenot trained- somehaveretired. A regularprogramme
of workshopsis needed

~ Workshopsonceayearwith religiouspractitionersas facilitators - - -

~ Somevillagesare lessclean. Call thosepeoplespecifically
=~‘ If workshopsaregiven for two villageswith peopleattendingfrom somehouseholds

tilis would be helpful
~ Video is easierfor peopleto understandthanlecture— everyonewill come!

One Jakri commented: Train someyounger people.
I have been trained twice and I am 74 years old.

~ ~ [Fool 5 Site Proliles - open]

Conclusions -

e4: How training workshops can be further improved

A numberof suggestionshavebeenput forwardby religiouspractitionersandhealtil workers
whicil supportmany of the findings in theearlier analysis. ConsideratiollIleedsto be given
to participants,content,location, facilitators.methodology,logisticsincludingplailning,
nlonitorillg andfollow up. Needsanalysismaybe useful to clarify which improvements
sllouldbe made.

lhe COnSenSUSdefinitely supportsthe continuationof tile RHPtrainingprogran~mebut there
is scopefor review.

Analysis B: EffectivePerformanceof ReligiousCommullitiesasHealth Promotersin their
CoIll IllunitieS

Key questione4 = POSITIVEIMPACT
Conditional: Reviewtile RUP training programmenlodel

Peopleare interested becausethere is good food and you can gain more knowledge
Comment from a gelong
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Key Issue- Effectivenessof ProjectManagement -

How can RHP project managementbe farther improved?

View of the ReligiousPractitioners
Indicators: -

• The following suggestionswereput forwardby tile religiouspractitioners:
~ Annual gatheringof Dungchensandfocal points to discussand shareideasotherwise

theobjectiveswill be abandoned
~ Focal pointscould assistwith theworkshopsin otherDzongkhags.This would give

encouragenlentandtheywould preparecarefully. Therewould be opportunity for -

greatersharingof id~as -

~ Translationof Guidelinesillto Dzongkhawould be useful
~ Betterplanningeg. coordinationof datesfor workshopsandadvancedinformationfor

budgetingandaccounts
~ More monksshouldhavetheopportunityto attendworkshopsin the future
~ More funding for moreworkshops -
~ Workshopssilouid be held in locationswllich areeasyto accessfor the participants
~ DratsangLhentsogsilouldcall a nleetingof all thereligiouspractitionersandpeople

from theshedraswilo ilaveillfluence. Thentheycould discussideasfor the future of
RHP - - - , -

[tool 414 — openI

View of the DHSO’s -
Indicators:
• ihe following suggestionswereput forwardby the DHSO’s:

~ At Dzongkhaglevel thereshould be a focal person. Train somemonkswith close
monitoring from Thimphu andthey can takeresponsibilityto conductworkshopson a
regularbasis

~ Training of tsipsneedsto he intensified. Betterto go into the field for training,for
exanlplecoveringtwo hiocks. If wego to tile religiouspractitionerswe do not miss

them. l-lere (in the DzongkhagI-IQ) only a few will come.
~ Coordinationshouldhavebeendecentralisedotherwisethereareproblenlsof

executingthe workshopson time, waiting for the approvalfor everyoneto be ready.

~ Decentraliseandhandoverto trainedtrainerswitil supportfrom DratsangLhentsog+
hooksandvideos -

~ Monitoring canbe doneat village level if you sit Witil tile communityand ilear their

problems -
~ Properguidelinesneedto he developed
~ Ii tile funding is given we can Illohilise down to the village level

~ Theresiloulci he timely andregularfollow up fronl the centre.

Conclusions -

How RHP project managementcan he further improved

II~lQ oPeil I

the maincriticismsof managellient of the RHPprogrammeare thoseof which tile project
nlanagementis well aware A’o mon/luringandeva/na/ion -

Nore/resherCOUrSeS

A~o/dcccflhl’(lliSCd
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Tile religiouspractitionersandDHSO, wllile taking theopportunityto provide constructive
critical commenton theRHP projectalsoacknowledgethe achievements.OneDHSOstates
tllat RHP is not going aswell as it shouldandrefersto tile abovepointsof criticisnl.
However this is not negativesinceit is not suggestingtilat RHP is moving in tile wrong
direction or achievingnothing. Rathertile commentsfrom all tile respondentsrefer to the

needto continue the project, tilat morecanbe achieved,andthat in the light of experienceit
is perhapstimeto reviewarid improvesomeaspectsof the project.

It is the taskof the projectmanagementto nowreviewthe situationandaddressthese
particularweaknesses.The ideasthathavearisenfrom theevaluationaredrawntogetherin
FutureStrategiesandGuidelinesfor FutureActivities which tile projectmanageillentsiloUld

seekto action.

ManagementAnalysis
Key Issue= POSITIVE IMPACT
Conditional: Reviewthe managenlentof the RHPproject:- re-definerolesand

responsibilitiesof all stakelloldersto village level

RHP is achievingthe purposeof educating the religious practitioners and
sensitisingthem. Unsure whether the messageis getting to the villagers

Comments train a DI-ISO
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Key Issue- STD/AIDS

Issuesrelating to STD/AIDS knowledgeamong religious practitioners

Theevaluatorsingledout STD/AIDS as,of all theH+H topics, it emergedasbeingthe nlost
sensitivefor thereligiouscOmtllUflity to discuss. TheHealthDivision advisesnot to single
out this topic. Howeverthe sellsitivity of thesubjectwith institution-basedreligious
practitionersandthe supportgiven by JeKhenpoto this issuesuggeststhat it shouldbe
acknowledgedaspart of tile evaluationprocess.

The question(3.8.4, 7.2.4and 5.6.3 to religiouspractitionersandhealthworkers)wasre-
wordedfrom tile original “What do you do to stayilealthy — STD/AIDS prevention” which
drewthe responsethat this is not an issuefor celibatereligiouspractitioners.The re-worded

cl~lestion“What knowledgeof STD/AIDS do you have?” drewmoreusefulresponsesas

given below.

View of Religious Practitioners
Indicators:
• Thereligiouspractitionerswereaskedwilether tlley hadknowledgeof STD/AIDS:

Knowledgeof
STD/AIDS

RHPtrained Untrained Total

Yes - 16(42%) 13 (34%) 29(76%)

No 4(11%) 5(13%) 9(24%)

2 — commentednot applicableto religious practitioners

[loot 354/Foot724 — closed]

• Furthercomnlents:
- It is a fanlily problem. Monks wont get it
- Many of themonksaresosmall it is not relevantto them
- Sincemonksdon’t marrytheydoll’t Ilave to takeactioll
- I-IlV canhe transmittedfrom shavingheads
- Have heardof AIDS andknow thereis no treatmentfor AIDS but thatyou haveto

usecondoms
- I knowthe problemsof STD/AIDS aild sayto people“A personmight look cleanhut

youcan’t tell if they Ilave STD/AIDS. You silouidn t makeeasyrelationships” Some
- peopledon’t want to know

- Not an approvedtopic for the aninls
[loot 3 Site I’roli es— openI

View of Health Workers
Indicators:
• 22 out of 24 healthworkers feel that tllere is improvedknowledgeof STD/AIDS by

religiouspractitioners. 2 healthworkersfeel thereis 110 improvement in the knowledge
of STD/AIDS by religiouspractitionersandone healthworkercouldn’t say yesor no.

Iloot 56 — closedI
• Furthercomments:

- You shouldn’tfeel shy aboutdiscussingthe topic. Peopleshouldk-iio~waboutit and
know the dangers
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- After thepromotionof STD/A1DSissueseventhe monksknow thisnow if theyhave
attendedtraining workshops

- MessagesIlave beencommunicatedthroughBBS. Tile monksarenot supposedto
listen to tile radio

- The monksilave a little knowledgeandtheyareaskingaboutprevention
- STD/AIDS wasnot includedin the RHPtraining hut theGomchensneedto be

educatedon this topic
- - - [tool 5 — open]

Conclusions

Issuesrelating to STD/AIDS knowledgeamongreligious practitioners

Thereis little differencein knowledgeof STD/AIDS hetweentile RHP trainedandthe
untrainedrelFgiou~practitionerswhicil suggeststilat this messageis being comnlunicated
throughothercilannels,but onequarterof those interviewedllad no knowledgeof STD/AIDS
accordingto their respoilse.

Is lilis a topic which needsto be approachedin adifferentway for thereligious practitioners,
particularlyfor tile anims?
Shouldrepresentativesfrom the religiouscommunityandHealthDivision reviewthe issue?

STD/AIDS
Key Issue= POSITIVEIMPACT
Conditional: The sensitivityof the subjectneedsto be consideredin future training

programmesatld further considerationgiven to overcomingtile taboo.
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Main Conclusions

To sunlmarise,the main conclusionstronl the ReligionandHealthProjectEvaluationare:

Behavioural Changes in Health and Hygiene Practise . -

(religious community and wider community): -

1 . Religiouspractitionershaveimprovedtheir ilealth andilygiene practices.

2. ReligiouspractitionershavebeeneliCctive in conlnlurncatingbasichealthandhygiene
messagesto tile communitypeople. - - -

3. Communitypeoplehaveimproved their healthandhygienepractices. -

Religious Practitioners as Health Promoters:

4. Religiouspractitionersandcomnlunitypeoplepracticebothmedicineandpujaat timesof
sicknessin the fanlily. ihecommonpracticevariesaccordingto tile sickness:

• Serious illnessesarereferredto tile BI-IU or hospitalimmediately
• For less seriousillnessesapuja is conductedandtilen tile personis takenfor medical

advice if thereis no illlprovement.

• Spiritualproblenlsaretreatedby puja.

• Sonlereligious beliefsstill presentan obstaclebetweenpujaandmedicaltreatment.
For exanlple,the directiona personsilould take.

It is not possibleto establishIroni the evaluationwhat would constituteaseriousillness.
The evaluationwasnot designedto find out anymoredetail aboutwhatwould collstitute
a seriousillness,a lessseriousillnessor aspiritual problembut this topiccouldbe further
explored.

5. Religiouspractitionersandhealthworkersbelievethereis morethat canbe donein
mobilising the religiouspractitionersaspromotersof goodhealthandhygienehabitsin
tile commwlity. - -

• More training and mobilisation 91 religious practitioners.

• More responsibilitiesfor thosewho arewilling. eg.the VHW role.
• More of tile samemessagesalreadybeing given.

Provision and Maintenance ofWater and Sanitation Facilities:

6. RI-IP improvedwaler andsanitationfacilities contribute to improved healthandhygiene
practicesfor religious practitioliersandcomnlUnity people.

• 1-1+1-I awarenessandtrailling WitIloUt improvedfacilities is frustrating.

Health workers had always seenthe problem from their perspective.
A new scenariois there evenin the far flung places.
Also the practice in thereligious community has improved.

Comments from a DHSO
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• The standardof facilities atreligiousinstitutionsis generallylessthansatisfactory.
Either therehavebeenfew inlprovementsor thoseimprovementsthathavebeenmade
are not functioning as theyshould.

• Tile ratio of populationto facilitiesis not adequate.
• ‘File rushto usetile limited facilitiesat certaintimesof the dayeg. beforemorning

prayers,is not practicalgiven the limited facilities. It is often theyoungermonkswho
are unableto accesstile facilities andwho mayconsequentlyreceivepunishment.

7. Waterandsanitationfacilitiesareproperlymaintainedin mostsitesvisited, wherethisis
within the meansof the religiouspractitionersor Dzongkhagmaintenancepeople.

• Somereligiouspractitionersaretrainedill maintenanceandtheyhavesomebasic
tools. Somereligiousinstitutionsilave adepositfund,the interestfrom which is used
to payfor on-goingmaintenancecosts. -

• At somesitestile facility is not functioningandtile religiouspractitionersdo not
know whatactionto take.

• Tile latrine andwatersupply facilities give tile mostmaintenanceproblems.

8. Waterandsanitationfacilities arekeptcleanin mostsitesvisited:

• The youngernlonkstendto be the worst offenderswith latrine facilities, which
suggestsadditional input targetedat the youngeragegroupwould he beneficial,eg.
children’sbooks. Punishmentis not necessarilyhelpful but is sometimesused.

9. FIle H+H habit leastwell practisedby the religiouscommunityandcommunity people,is
wastedisposal.Therellas beenan improvementin constructionof wastepits but these
are Ilot alwaysused.

Effectivenessof RHP Training:

10. RI-IP trainingworkshopsandtile associatedhooksFactsfor Life andHealth in our i-lands
havebeenvery effective in raising tile awarenessandlevel of knowledgeof religious
practitionersto key H+i-l messages: -

• The training programmeshouldcontinue.
• Therearemany religiouspractitionerswilo Ilavenot yet beentrailled.
• Thosewhoilave beentrainedrequirerefresilercourses.

• Futuretrainingprogran~mesnlust include acomponenton maintenanceof waterand
sallitationfacilities

• Futuretrailling programmessllould targetkey peopleasparticipants. For example:
• thosefrom the mostneedyconlnlunities

• thosewilo areinterestedandenthusiastic
• thosewhoare influential witilin tile conimunity

• tilosewho areleasteducated. -

• Other training strategiescould be considered,for example:
greaterdecentralisation

• usemore religious practitionersas facilitators

• includecomnlullity peopleasparticipantsaswell as religiouspractitioners
• trainingof trainers.

• (iuidelineS~shouldhe producedfor workshop facilitators.
• ftc healthpublicationsshouldbe distributedin Nepali in samedistricts.
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Monitoring and Evaluation:

ii. Monitoring andevaluationof RHPhasbeenseriouslyneglectedto date.

• M&E hasbeenincludedin RHPdocumentationsincetheConceptPaperin 1 990
• Reportson worksilopsare submittedto RHP. 1—low are theseused?
• - M&E canbe undertakenat central,districtand village level

• A M&E strategyandplanof actionneedsto be developedandimplenlented

STD/Aids as an issuefor the Religion and Health Project:

1 2. Ulere is someknowledgeof STD/AIDS \Vitilin thereligiouscommunityhut for manyit
remainsa sensitivesubjector is considerednot to he relevantto religiouspractitioners.

• STD/Aids is likely to be a lesssensitiveissuefor community basedreligious
practitioilers.

• STD/Aids sllouid not he sillgledl out as separateissue,but waysto includetile topic in
H+I-1 training for religious practitionersneedsto he reviewed.

Effectivenessof Project Management:

13. Project managemelltis satisfactoryhut thereare sonicaspectsof managementthatcould
be reviewed:

• I)ecentralisationof roles andresponsibilitiesof all stakeholdersto village level.
• managementat district level
• nlonitoring at village level and

• regular follow up I ronl tile centre

• Monitoring and evaluationneedsto he reviewedandfollowed up

1 4. Tile partnershipbetweenDratsangLilentsog and l-Iealth Services.witll funding assistance
from UNICEF. is working well in convcvillg healthandilygiene messagesfor tile benefit

andwell beingof the citizensofBhutan.

ftc Reiigion and i--leaith Project ilas contributedto improvemeiltsin healthandilygiene

pntcticesthroughoutcomniuniliesin Bhutan.By conimunicatinghealthandhygiene
messagesto communitypeoplewhenthe religioLls practitionersvisit peoplein tileir ilolTieS,

- they have influencedthehealtil andilygienehabitsof comnlunit peopleill Bhutan. There
arc still somehealthandhygienenlessagesthat arenot ullderstoodby the religious

practitionersor community peopleand which needto contillue to be stressed.Therearestill
somereligious institutions and viilagecommunitieswheremorecan be done to provide

accessto salewater and iniproved sanitationFacilities.

Oilier agentsof healthpromotionhavealsocontributedto the overall achievementsand it is
not possibleto stateexactlywhich acilievenleiltsaredirectly attributableto Ri-IP or to any
otheragelit of changein the healthsector. More importantthantrying to makesuch
distinctions,is to acknowledgethat dilierentagentshavedifferentpointsof accessand
di lieretit comparativeadvantages.
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Comparative Advantage of Religious Practitioners as Health Promoters:

• The religiouspractitionersilave a uniquemeansby whicll to accesspeoplein all corners
of the country.

• Tile religiouspractitionersaretrustedandhighly respectedby communitypeople.

• Tile religiouspractitionersareusually the first peopleto be calledto a housewhell there
-is a family sickness.

• Tue ReligionandHealth training programmehasincreasedtheknowledgeandawareness

of religiouspractitionersto somekey aspectsof healthandhygienepractice.

Recommendations
Arising from tile main conclusionsis tile following list of recommendations:

Recommendatioll1: Religiouspractitionersare thekey to grassrootshealtil andhygiene
promotionandtheyshouldbe encouragedto continuethis role.

Reconlmendation2: Not enoughis knownaboutwilat hasbeendolle andwhat is still ileeded
throughtile Religionand 1-leaithProject. -

• Datashouldhe collatedto showwhohasreceivedsoftwareaild hardwareinputsand the

i)I’esellt conditionof hardwareinputs.

• NeedsAnalysis shouldthenidentify which locatiollshavenot receivedsoftwareor
hardwareinputs,to identify priority areas - - - - - - -

Recommendation3: All hardwareinputsshouldhe accompaniedhy softwareinputs. The
softwareinputsshouldincludetraining in hardwaremailltellallce. -

Reconlnlendation4: The ReligionandHealthProject is only oneof anumberof inputs.
which hasbrougilt about improvenlentsin I-I+H practice. Tile hardwareandsoftware inputs

from all ageiltsneedsto he monitoredandcoordinated.for more effectivecoverageand
COOlmunicationof ilealth andilygiene messages. -

Recommendation5: A reviewof the Religion andI-lealtll Project Monitoring andEvaluation
strategiesshouldbe undertaken,anda Monitoringaild EvaJuationplanof actioll shouldbe
Silaredwith all stakeilolders., - -

Reconlmendation6: Thereis still a needto conveythe importanceof early referral.

especiallywith casessucil asARI. Religiouspractitionersand cOlllnlullity peopleneedto be
taughtthebasicsignsandsymptomsandto referearly ratherthandelay. if in any doubt.
\\tllere thesicknessis moreseriousthe religiouspracti~ioners~ndthe comnlullity peoplemust

know that medicille hasto comefirst. beforepuja.

Reconlmendation7: Furtherinformationshouldhe soughton reasonsfor late referral
includingobstaclesfor the religiouspractitionerandwaysaroundtheseobstacles~and
conimullity people’sperceptionsof seriousandlessserioussicknessandspiritual problems.
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Future Strategiesand Activities: Suggestionsfor Project improvement

RI—IP EvaluationObjective2: Developfuture strategiesby identifying areasof theproject
wilicll couldbe improved,particularly in the areasof projectmanagement,monitoringand
training. -- -

RHPEvaluationObiective3. Developaguideline for future activities in tile areasof

projectmanagementandpartnercoordination,monitoringandevaluation,andtraining.

Strategy I: Project Managementand Partnership
Post-Evaluation Review of the RHP Project by Stakeholders

a) Project Objectives - The RI-IP Projectmanagementteam, in the light of tile evaluation,
shouldreviewthe ProjectObjectives.The sameor revisedProjectObjectivescanthen
he usedasa referencepoint for all subsequentstrategicconsiderationsby the
managethentteam. - -

h) Rolesand Responsibilities - The rolesandresponsibilitiesof tile variousstakehoiders
from central level, district level andvillage level shouldbe reviewed: -

• to ensureeffectiveparticipationalld decisionmaking

• to enablefurtherdecentralisatiollanddelegationof responsibilityif appropriate,and

• to build andutilise capacitiesat the local le’vel. -

c) Decentralisation— Rl-lP evaluationresponsesindicatedademandFor greater -
decelltralisationof the coordinationandmallagenlelltof the Religion andHealthProject.
Relatingto rolesalldi responsibilities(1 h. above),astrategyfot’ decentralisationof some
aspectsof tile project needsto beconsidered.

d) Priority Target Groups — The future softwareand ilardware.inputsneedto target
priority groups. Criterion for identilleatioll of targetgroup~needsto he clarified.

e) Plan of Action — The Ri-IP managenlenttealllneedto decidewho is to takeaction and
\Vilen the activitiesareto be implementedor actioned.

F) Networking betweenCommunicatorsof I-1+H messages— ‘file RHP management

teanlshouldconsiderstrategiesto facilitate a n~tworkbetweentile variousagents
colllmullicatillg H+l—l messagesto tile community for moreeffectiveandconsistent
coverage. A mappingof the interconneë’tionsbetweenthevariousparticipants

comnlunicatinghealthnlessagesto conlm-unitypeopleis given below.

Project Managementand Partnership: Post-Eva1u~tion,Reviewofthe RHP Project
- - by Stakeholders

Activity 1: Review Project Objectives -

i. Reviewthe RHP ProjectObjectivesanddecidewhetherto amendor revise tile Project
Objectivesfor tile next projectperiod.

ii. Ensurethat the Project (!)hjectives,wbetIi~rtile sameor revis~d.areusedas the reference
point whicil underpinsall lurtherdecisions.
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~EF

Interconnectionsbetweenthe various participants communicating
health messagesto the community people

ihe RHPevaluationshowsthat ileaitll messagesare being communicatedto tile conlnlunity

peopleandtherehavebeensignificant improvenlentsin healthandhygienepractices
generally. Tile evaiuationindicatesthat SOO1Cof this changeis a result of tile RHPprojecthut
that tilere areOtller agentsof change.

The abovediagramillustratessomeof tile inputsand theinterconnections, It showsRI-IP as
havinga direct anduniquechannelof illput to the comillUflity and it alsoshowsthe key role
which i-lealth Division aild thehealtll workersplay in the wholescenario.

Health Division - 4 —p.. DratsangLhentsog
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Activity 2: ReviewRolesand Responsibilities

i. UseaStakeilolderParticipationMatrix andStrengths,Weaknesses,Opportunitiesand
ConstraintsAnalysis(SWOC) to identify:

• The presentrolesandresponsibilitiesof eachstakeholdergroupfrom central,district
andvillage level

• The strengtilsandweaknessesof tile presentstructureat central,district andvillage

level, and theopportunitiesandconstraintswhich existat eachlevel.

ii. Usea secondStakeholderParticipationMatrix to defineanew structureof rolesand
responsibilitiesfor eachstakehoidergroup.

Examples(I) a Stakeholder Participation Matrix and (2) a SWOCAnalysisFramework are
given at the end of thisreport. - -

iii. Ensurethatnew rolesalld responsibilitiesandclarified andagreedwith thoseto whom
theyapply. Link this activity to Activity Sii. Decentralisation

Activity 3: Define Priority Target Groups

i. TheRHP managementteamshoulddefinet-he targetgroupsfor future softwareand--

hardwareinputs by considering:

• TheProjectObjectives(Activity I)

• BaselineData of inputsandcomparisonof all potentialrecipientsof softwareand
hardware(Activity 12)

• A NeedsAllalysis of communityhealthandhygieneissues

ii. Link this activity to Activity 4. Planof Action andSii. Decentralisation. -

Activity 4: Draw up a Plan of Action

i. ‘Fhe Rl-lP managementteamshoulddrawup along term planto coverthe period from
this evaluationto thenextproposedevaluation(seeActivity Ii) includingtargetsfor
softwareandhardwareinputs,andkey stagesin the strategicplanningprocess.

A summarytableof ActivitiesandAc/ion — -u’ho/i-vhen(Example3) is givenat the endof/his
r(’p( )1’/ -

ii. ftc implementersol softwareandIlardwareprogrammessilould drawup a long term
plan.coordinatingtheir inputsto ensuretilat softwareandhardwareinputscoincide.

Activity 5: Review opportunities for greater Decentralisation

I. Introduceandcoordinatean Annual Meetingof stakeholdersandfocal points.

ii. The initial meetingsllouid he convelled to addressthemost significantoutcomesof this
evaluationandsubsequentreview ol the RI-IP. includingdiscussionof:

• RolesandResponsibilitiesof’ eachstakeholdergroupfrom central,districtand
village level (from Activity 2).
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• Priority Target Groups andassociatedNeedsAnalysis (from Activity 3)

• Decentralisationopportunities and implications

Activity 6: Facilitate a Network betweenCommunicators of H+H Messages

i. Identi1~’the various agenciesinvolved in communicatingH+H messagesto the
community. -

ii. Facilitate a forum for networkingbetweenthe agenciesto exchangeideasandto ensure
consistencyand effectivecoverage.

iii. Identify the comparative advantagesofdifferent agents. The comparative advantagesof
the religious practitioners as health promoters is givenonp.62of this report.

iv. Usethe comparativeadvantagesto consider appropriate focusesfor eachagency.

Recently constructed teachers toilet-at Dechenphodrand Monastic School
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Strategy 2. Monitoring and Evaluation

Introduce a Monitoring and Evaluation Process

a) Baselinedata is requiredwhich describestile softwareandhardwarethathasalready
beenprovided by UNICEF (seeSummaryTableof UNICEF SoftwareandHardware
inputsfor eachSite, p.69)

h) Additional datais also requiredon softwareandhardwareinputs from otheragentsto
identify areasof duplicationandneglect -

c) Tools arerequiredfor on-going monitoring of softwareand hardwareproject inputs

d) Workshop reports need to he presentedill astandardisedformat. Clarify thepurposeof
thereportingprocess.Cantile Worksllop Reportsin tile correctformat be usedfor on-
going lllonitorillg purposes.~15in I c above?

e) Follow a cycle of: Plan -4 implement -4 Monitor 4 Review -4 Plan-4-4-4-4

f~ Rolesand Responsibilities for all partsof the Monitoring andEvaluatioll processneed
to be agreed,involving stakeholdersfrom central to village level.

g) A secondproject evaluation will be required.dependanton projecttimeframes.Clear
objectivesshould he deFinedagainstwhichto measureimpactor achievement.Do tile
objectivesneedto be reviewedor do the existillg objectivesstill ibid as the focusor tile
project?

Monitoring andEvaluation: Introduce a Monitoring and Evaluation Process

Activity 7: Baseline Data Collection

i. Collateall availableinformationas site profiles in a standardisedformat, or asadatabase

ii. Conductasimplesurveyfor specificdatanot alreadyavailable

Activity 8: Tools for on-going monitoring of Software and 1-lardware

i. Design~omc tools br on—going llbOflitorillg by first consideringtile following questions:

Who requiresthe information? - -

• UNICEF

• DratsangLhentsog -

• l-lealth Division

• Others

For what purposeis tile infol’nlatiOn required / I-low will tile illformation he used?

• Futurefunding

• Futuretraining progranlnles

• Successof’ pasttraining programmes(impact)

• Futurehardwareinputs

• Maintenancesupportfor hardwareinputs
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• Other

Who canprovidetile information?

-• - Centrallevel - DratsangLllentsog / HealthDivision / UNICEF

• District level - DratsangsI Healthworkers -

• Village level - community-basedpractitioners/ VHWs /communitypeople

What informationis required?

ii. Designasimpleprocessof datacollection, wllich is easyto analyseandwhich givestile
specific informationrequired.

iii. Decidewho is responsiblefor datacollection. allalysisand feedback.

Activity 9: Useof Workshop Reports

i. Reviewthepurposeof workshopreports. - -

• Who is the information for?

• How is the informationused?

• Is tile infornlation- received,the informationwhich is required?

ii. Designasimpleworkslbop reportingformat andintroduceinto futureworkshop
programmes

iv. Decide who shouldreceivethe completedworkshopreports,andhow theinformationis
to he disseminatedor collated, Is someof the datarelevantfor on-goingmonitoring
(linked to Activity 8.ii above)?

An Example(4) ofa Monitoring Frameworkfor RHP Workshopsis givenat theendof/his
report.

Activity 10: Rolesand Responsibilitiesfor Monitoring & Evaluation

i. UseaStakeholderParticipationMatrix (seeExampleI at the endof/hisreport) to
allocaterolesrespoilsibilitiesfor all aspectsof theprocessof monitoringandevaluation.
The matrix shouldbe modified to focusonly on M&E roles andresponsibilities.

ii. Completeoneparticipationmatrix to representtile current rolesandresponsibilitiesand
thencompleteas secondmatrix to showthe newrolesandresponsibilities,delegating
out to the district andvillage levelsasappropriate.

Activity Ii: Planning for Evaluation ‘ -

i. Reviewthepresentprojectobjectivesandagreewithin the managementteatll on whether
tile presentobjectiveswill needto hemodifiedasobjectivesto be measuredin the next
evaluation(from Activity 1).

ii. Build the nextscheduledevaluationinto the projectframework(seeActivity 4)
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SummaryTableof UNICEF SoftwareandHardwareInputsfor eachSite

Only Lam attendedtraining -

2 Monks stayat the Shedrafor four years. Thosewho participatedin the gewogtraininghaveleft. Somenew studentshavereceivedtraining from MongarRabdey

Chuka- uiapclia Lommunil
Tongsa NyimshongCornin un ii

Tsirang—TsokhanaCorninun ii

Tongsa- Langtei Conirnunii
Tsirang— ShemjongCornrnui-iii
Tsirang—ChanautiCommuni

Theabovetable is a collation of the infoniiation from theRHPevaluationsite visits.
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SoftwareIssues: - -
• - In soiiie sitesmonkshavereceivedtraining but the trainedmonkshavemovedoii
• At onesitevisited the trainedmonks interviewedhadreceivedtheir training at their

previoUsiiistitution
• Tile proportionof monkstrainedin eachsitevarieseg.only tile Lam hasreceived

training in onesitewhereasaccordingto the record90 out of 120 monksweretrained in
- Moi~arRabdey -

• Iii the. Shedrasmonksllave receivedtraining but theyareengagedin studiesand have
little directcontactwith the local conln~un.ityfor pujas,etc.

HardwareIssues:
• Somesiteshavereceivedilardware, which for variousreasonsis no longer functioning
• - Somesiteshavereceivedhardwarefrom severalsourcesincltidiiig UNICEF andarenot

sui’e whofundedwhat, for exampleinthecasewherethe Lam Netenis newly appointed
-- to the Rabdeyor wherethe funding waschannelledthroughthe Dzongkhag.
- Severaiiiistitutioils, which are clearly i-n needof improvedhardwarefacilities, areon

hold becauseof majorrenovationsor piaiined move to anotheriocatioii,
• One site had poorwaterfacilities dueto the expansionof otherinstitutionssuchas

schoolsarid BHU services,and tile growth of the local population.
• in Tongsaand Bunithangthe monksmovebetweentwo sitesfrom winter to summerand

the numberof usersof the facilitieschangesfrom 30 to 330 for eachsite.
• In Punakhathenui-nberof resident monks can range between 100 in summerto 1000for

a majorpuja. -
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Strategy3. Training

Review the PresentTraining Programmesand Modify asnecessary

Baseline data is required,as in Strategy2a and2b. above,~hich describesthe software
that hasalreadybeenprovidedby UNICEF. At presentthis informationis la~geiyin the
institutionalmemoryof 2-3 people. Datashouldbe collatedcoveringparticipants,
facilitators,content,location and- date - - - - - - - -

ii. A full list of all potentialparticipantsis alsorequired,by religiousinstitution and
religiouscommunity,to be ableto identify future priorities and target groups.

iii. A NeedsAnalysis is requiredto identify the Ileedsof participantsandthe needsof the
community. This will vary from workshopto workshop,and from district to district.

iv. Plan eachworkshop taking into consideration: -

• Who will facilitate: suggestionsarising from evaluation:-the facilitators could be
trainedtrainers,monksfacilitating within tile DzongkhagandbetweenDzongkhags,
the healthworkerswith influential peopleto monitorandsupervise,or focal persons
from both religion andhealthsectors.

• What topics should be covered: suggestionsarising from the evaluationaregiven
in Key Questione3. The messagesshouldbe simpleandrefreshercoursesshouldbe
given. The reiigiouspractitioners’role ashealthpromotershouldbe clarified in the
training. - - - - -

• Who will participate: Selectioncriterianeedto be defined. Suggestionsarising
-- - from the evaluation:- -- -- - -- -

• Train educated and influential religious pra~1itioners. They can then run aworksliopin
their village andcan thenreacheveryone. Local peoplewill not listento an outsider.

• Train the religiouspractitioners-who ci,’e capableand interestedin communicatinghealth
messagesand thosewho work regularly in the community.

• Train thosereligiouspractitionerswho Juneno! bethi trainedandwho maycontinueto -
conductthe puja anddelaythe medical-treatment. -

• Train thosereligious-practitioners in lizore remotelocatiOns wherechangeis moregradual -
or perhapsmore resisted,or whereaccessto healthservicesis more difficult

• Use SO~Cselectioncriteria for participation in workshopsfor examplethe trustfrom ~he
conznzun,ii’ and the rn/crestof/he religious practitioner inthe training

• I-IA wantedto train af,vara ancigoinciwn he/ore 77vechubut there was no budget
• Who will coordinate and managethetraining: theevaluationresponsessuggest

coordinationbetweenhealthworkersandDratsang.takendown to thevillage level to
includethe VHW andgop, tsokpaor chimi. A regularprogrammeof workshopsand
Guidel ities lbr Facilitatorsare requested. - - -
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Training: Review the PresentTraining Programmesand Modify asnecessary

Activity 1-2: Identification of target groups and priorities
i. Comparethebaselinedataof training alreadyconductedagainstthe full rangeof

potentialparticipants. Identify, from this comparison,areasof weaknessin thecoverage
of RHPtraining to date.

ii. The mallagenlentteamshoulddecideon the priority target groupsas tile focusfor
future RI-IP training(linked to Activity 3)’.

Is the priority targetgroup:

• Religious practitionersat community level?

• Institution-basedreligious communities?

• Mixed religiouspractitionersandinfluential communitymembers’?

• More remoteandisolatedlocations?

• Refreshercoursefor thosealreadytrainedor training for thoseasyet untrained?

Activity 13: NeedsAnalysis

i. A NeedsAnalysis for eachtrainulg workshopSilould be undertakenat two levels:

• A simpleNeedsAnalysis by the local healthworkersto assesstile H+H needsof the
community, whicil canthen be usedto identify tile key topicsfor tile workshop.

• A NeedsAnalysisof the participantsto assesstheir level of knowledgeandmain
areasof weaknessin the H+H topics. This canbe doneby the facilitatorsat the
beginningof the workshop,throughdiscussion.The facilitatorswill needto be able
to incorporatethis assessnlentinto the worksllop. They may haveto modify the
trainillg programmeat tile last moment.

ii. A surveyof attendanceat MCI-I clinics could he conductedto identify tile H+H practices
of mothersandchildren, informationcould he gatheredby healthworkerson:

changingviews — mothersto grandparentsview

• differencebetweenrural andurbanpracticesandviews

• perceptionsandunderstandingof llealth issues

• concernsandprohlenlsconcerninghealtll issues

Activity 14: Workshop Planning

i. Planin advanceto give sufficient tulle to:

• Identify training needs(Activity 13) andselectthe topicsbasedon tile Ileedsanalysis

• Preparethe facilitators

• Selectthe participantsbasedon clearcriterion

• Organisethe logisticsand budget at Dzongkhagor village level

ii. Ensure.by theendofthe workshop.that participants understandthe difference between
seriousiihites~esandlessseriousillnessesand candetect the signsand symptomsof
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moreseriousillness. Also that they adviseon medicaltreatmentfirst andthenpujain the
caseof seriousillnesses.

iii. With advicefrom HealthDivision, decidehowthe topic of STD/AIDS shouldbe
presentedfor religiouspractitioners.

iv. Useavarietyof methodologiesincludingparticipatoryactivities andvisual resources

v. Plall tile monitoring compoflellt of tile training (linked to Activity 9iv.)

vi. A nlodification of the HealthKnowledgeTestcould be usedto assessthehealth
knowledgeof participantsbefore andafter tile training. Thetesthasto be given orally so

could be given to a small, randomsalllple of participants. Careshouldhe taken not to

maketilis threateningor off-putting to the participantssince it will he all unfamiliar

- exerciseto those who are uneducated.

vii. PrepareGuidelinesfor ‘I’raining Courses

Activity 15: ReviewRHP Training - Alternative Models

i. Tile managementteamsllould considerthe following Models -for RHPTrainingproposed
by religious practitionersandheaitll workersduringtheevaluation.Severaldifferent
training modelscould he piloted andmonitoredovera 2-3 yearperiod. Forexample:

• Targetagewogwhicil hasnot hadillput yet~conducta baselinesamplesurveyof
peoples’beliefsandpractices,accessto water andsanitationfacilities. COfiliTlOfi

problems.etc. Comparewith a follow up studyafter I yr and2 yrs
• ‘I’rain nlonksandcommunity basedreligiouspractitionersas facilitators. The

introducea programmeof village basedtrailling using lllOIlkS asfacilitators

• Irain monksandcommunity-basedreligiouspractitionersasVHW.
• Trainingonly religiouspractitionersor training religiouspractitionersand

comnlunitypeople tile two Optiolls requirea different training locus. Do they both
align with the RI-IP Pro~ctOhjectives(Activity I )

ii. Plan future training progralllnlesbasedon the outcomeof Activity 12 and 1 3. tailoring
the participants,topics andcoordinationof theworkshopsaccordingly.

Thestrategiesandactivitiesdescribedin this sectionare drawnfrom suggestionsput iorward
by religiouspractitionersandhealthworkersin responseto tile evaluationquestions.

The ReligionandHealth Project filallagenlentteamcanpick Irom thesesuggestionstile
strategiesandactivitieswhicil are mostworkableor are consideredmostappropriate-for tile
future direction of the project.

The over—ridinginlpressionli’Olll tile evaluationwas tile enthusiasnland interestshown in the
project. II’ the managenlentteamcan told waysto ilarlless and utilise this energythell tile
next phaseof tile projectshouldcontinuethe achievenlentsand successof tile project sofar.
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Summary of Future Strategiesand Guideline of Activities

Future Strategies Guideline of Activities
ProjectManagenientandPartiiersliip

StrategyI: Post-EvaluationReviewof the RHP Activity I: ReviewProjectObjectives

- . . - . . -

Activity 2: ReviewRoles andResponsibilities

Activity 3: Define Priority TargetGroups

Projectby Stakeholders

Activity 4: Draw up a Planof Action

Activity 5: Reviewopportunitiesfor greater
Decentralisation

Activity 6: Facilitatea Networkbetween
communicatorsof l-l+H Messages

Monitoring andEvaluation

Strategy2. Introducea Monitoring and

-

Activity 7: BaselineDataCollection
EvaluationProcess

Activity 8: Tools for on-goingmonitoringof
Software andHardware

Activity 9: Useof WorkshopReports

Activity 10: RolesandResponsibilitiesfor
Monitoring & Evaluation

Activity 11: Planningfor Evaluation

Training

Strategy3 Review thepresentTraining
Programmesandmodify where
neces.~a~y

Activity 12: Identificationof targetgroupsand
priorities

Activity 13: NeedsAnalysis

Activity 14: WorkshopPlanning

-

Activity IS: ReviewRHP Training - Alternative
Models

Example I: Stakeholder Participation Analysis Matrix - Who doeswhat?

Example 2: SWOCAnalysis(Strengths,Weaknesses.Opportunities.Constraints)

Example3: Activities andAction — who/when

Exaniple4: Monitoring Frameworkfor RHP Workshops
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Example 1: Stakeholder Participation Analysis Matrix - Who doeswhat?

Completeonematrix to showthepresentareasof participationand,throughdiscussionof the
results,plananewmatrix of pai’ticipationto reflect revisedrolesandresponsibilitiesfor the
future.

Examplesol aspectsof
the project in which
diti~rcnistat~ehoIdcrs
Illaspariicipate—

-hindu) asappropriate
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~
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ProjectPlanning

Management—
centrallevel

-

Management—
district level

Management—
village level

Coordination—

central level

Coordination—

district level

Coordination—

village level

local Pout

SW planning

Selectionof

Pin-tic pants

Selectionof
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Iargct groups
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Example 2: SWOC Analysis (Strengths,Weaknesses,Opportunities, Constraints)

To follow up the ParticipationMatrix analysisaSWOCanalysiscouldbe completedto
identify: Whatworks~?Why? Whatdoesn‘1 work? Why?

Consider(a) strengths,weaknesses,opportunitiesandconstraultsat threelevels:
i. Centrallevel SWOC
ii. District level SWOC
iii. Village level SWOC
(b) for tile key roleseg. managenlent,coordination,planning,facilitating, maintenance

Centrallevel District level Village level
Strengths

Management

Coordination

Planning

Facilitatingtraining

Maintenance

Weaknesses

Management

Coordination

Planning

Facilitatingtraining

Mainteii ance

Opportunities

Management

Coordination

Planning

Facilitatingtraining

Maintenance

Constraints

Management -

Coordination

Planning

Facilitating training

Maintenance
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Example 3: Activities and Action — who/when

Future Strategiesand Activities: Suggestionsfor Project Improvement
STRATEGIES/ACTIVITIES BY WHOM/WHEN

Strategy1: Post-EvaluationReviewof the RHPProjectby Stakeholders

Activity I: ReviewProjectObjectives

Activity 2: ReviewRolesand Responsibilities

Activity 3: DefinePriority TargetGroups

Activity 4: Draw up a Plan of Action

Activity 5: ReviewopportunitiesforgreaterDecentralisation

Activity 6: Facilitate a Networkbetweencommunicatorsof H+H Messages

Strategy2. Introducea Monitoring and EvaluationProcess

Activity 7: BaselineDataCollection

Activity 8: Toolsfor on-goingmonitoringof Softwareand 1-lardware

Activity 9: Use of WorkshopReports

Activity 10: Rolesand Responsibilitiesfor Monitoring& Evaluation

Activity II: Planningfor Evaluation

Training

Strategy3. Review the present3 raining Programmesand modify where
ii ecessary

Activity 12: Identificationof targetgroupsand priorities

Activity 13: NeedsAnalysis

Activity 14: WorkshopPlanning

Activity IS: ReviewRHPTraining - Alternative Models

Example 1: StakeholderParticipationAnalysis Matrix - Who doeswhat?

Exaniple2: SWOCAnalysis (Strengths.Weaknesses.opportunities.
Constraints) .

Example3: Activities andAction — who/when

Example4: Monitoring Frameworkfor RHP Workshops
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Example 4: Monitoring Framework for RHP Workshops

Beforeanyreportingbackformat is usedthe following questionsshouldbe clarified:
Who is it for? --

Who conlpletesit?
How will the informationbe used?
What information do we needto know? Eg. Knowledgebefore/ after RHP

How knowledgeis received/ used
Impacton communities

Facilitatorscoulduseasinlple fornlat to reportback on workshops:

Location: -
Date:
Numberof participants:
List of participants: - - - - -

List of key facilitators: - -

Key topicscovered:

-

-

Budget:

Participants’feedback:

Notes-comments:
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Nun
Auxiliary NurseMidwife
Acute RespiratoryInfection
Bhutaneseclown
Basic HealthUnit

- BaskHealthWorker -, --

Village elder(Nepali term)
People’sRepresentativein the NationalAssembly
Religiouspractitionerin the village
Headof the District - - -

District Healtil SupervisorOfficer
District Medical Officer -
Co~incilfor ReligiousAffairs

Meditation centre
Secretary - - -

Fortress— residenceof the DratsangandDistrict Administration
Bhutan’snationallanguage
Onewho takescareof the Dzong
Factsfor Life (UNICEF publication)
Monk
Block -

Communitypersonwho practicesreligion
lllstitute for training of Gomchen
Buddhisttemple
Village headman
I-lealth Assistant
Health in our Hands(UNICEF publication)
Information, Educatioll,Communicationfor Health
Hindu community religiouspractitioller
I-lead of tile monasticbody in Bllutan
Consideration— gift
Onewho looksafter disciplinein the Dzong
Onewho takescareof the Lhakang(monastery)
Bilutan’ s nationalweeklynewspaper
HeadAbbot of Rabdey
Purificationpuja
Assistantprayerleader
Village ConlnlitteeHead
MotherandChild Healthclinic
Medicinal treatmentandpujaperformedside by sidein sickness
Onewho takescareof the deadbodyof Lamas
Out ReachClinic
Femaleoraclein Buddhistconlmunity
Scholarof Hindu religion
Male oraclein Buddhistcommunity
District headinstitution of the monkbody
Royal Governmentof Bhutan

Glossary

Anim
ANM
ARI
Atsara
BI-IU
BHW
Chaupory
Chimi
Choep
DashoDzongda
DHSO
DM0
DratsangLhentsog
Druhdra
Dungchen
Dzong
Dzongkha
Dzongner
FFL
Gelong
Gewog
(ionlchen
Gomdey
Gotllpa

(liup

‘cii-’
I EC I-I
Jakri
Je Khenpo
K i du
Kudung
Kueney
Kuensei
Lanl Neten
l~hahsa1lgpuja
Lopen(iengop
Mangup
MCI-I
MencheyRinldu
M erchen
ORC
Pain
Paildit/Purit
Powa

- Rabdey
RGoB
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Mochi tabnadoenchithoen aBhutanesesayingwhich is spokenby tile oracle- a
prediction for future well being will alwayshavesome

spiritual basisthatwill requireson~eaction to he taken.
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RI-IP ReligionandHealthProject
Rimpoche ReincarnateLama
RWSS Rural WaterSupplyandSanitation
Sang Herbsfor burning
Shedra Monasticseniorcollege
Sherub Wisdom
Thub Method
Tsechu Festival(maskdance)on 0~hdayof 10th motlth of Bhutanesecalendar
Tsedup Blessingfor long life
Tsip Astrologer

Tsokpa Village leader
Umzey Onewho leadsthe puja
UNFPA United NationsPopulatioll Fund

VHW Village HealthWorker -
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