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Executive summary
This studywas undertaken in ordép assess the achievements of CBEHPP in Juru, Mwogo,
Gashora, Ntarama, Musenyi, Mayange sectors of Bug&sstiact. The changs caused by
CBEHPP andchallengesof CBEHPP implementation in Villages of 6lqi Sectorswere
identified The needed improvement of CBEHPP that can be addressed for its sustainability
wasalsostudied
The Questionnaire,bservation checklisas well as the focus group discussieas usedin
this researchThere areseven golden indicators of CBEHPP to be achiewecdrease the
number of oilets, Dryingracks, Hand washing facilitie®ath-shelter andKitchengarden
Minimization of malnutritionand encouragement dfinking boiledwater.
The results revealed th#te households that had toileb@fore implementation of CBEHPP
were 1952andincreased to 5511 after the implementatibnying racks were 5803 and have
increasd to 13484The number of children with malnutrition was reduced fiti#88 to 240.
The number of houseld with Hand washing facilities raised fra®678 to 9823.It has also
been found that the number of households that are drinking diesat had a incremat of
6645 households whilbah-shelter and kitchegarden hadncrements of 4835 and 5458
respectively.
In many village, theyhave createén evening of hygiene session wh&ECs members
meet and practe lessons learrftom CHCs meeting and those evening sessions influence
neighbours to participate ame the memberof hygiene clubs which has ledhggiene and
sanitationmprovement.
After taking lessons in CHCs peogiave formilated tontines where they hedfach other to
buy mattresses, hygienic materials, payment of community based health insurance, etc. The
CHCs have facilitated their members to develop mentaihg@viour was changed) through
discussios on topicsrelated tofamily planning, prevention of HIV/AIDS and Mlaria
prevention The findings of this study showthat 62% of CHCs membeisiplemened
recmmmended practices at honlhe community hygiene clutmembers affirmed different
reasons that holthembackfor notimplemening the recommended practicdhose reasons
are lack oftime, negligence and no followp. Motivations like rewarding the loc&@HWs
and Facilitatorsnay strengthen their participation @BEHPP Sustainability of this program
can be achieved bynanagerialintervention of the district officialscreation of social
activities such astontines, competition between clubs and routsensitization during
Umugandgcommunity work)
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CHAPTER ONE : INTRODUCTION

1.1Background

The CommunityBased Environmental Health Promotion Program(@8EHPP) aims at
reducingsignificantly the national diseaseéburdenempowercommunity to identy their
personal hygiene anehvironmental healthelated problemss well as howto solve them.
CBEHPP alsaontributes to the reduction of poverty by reducing unproductive time due to
morbidity and the time taken by those caring for the ithiet Waterkeyn & Waterkeyn,
2011) CBEHPP directly uses the Community Health Club (CHC) modaimonlyknown
asCommuniytgy einld in Rviahda(lWash, 2014)

CBEHPP isanadoptionof the Community Hygiene Club (CHGpproach that is well proven

to empower communities, especially women, to take up the responsibility at the village level
in operation, maintenance and mamagat (VLOMM), for rural water facilities like hard
pumps, protected springs and piped supplies, thus enabling theitelomgsustainability
(Ministry of Health, 2010Q)

In Africa, the concept of Community Healthlubs (CHCs) wasoriginally started in
Zimbabwe in 1995, and by 2001 there were 297 CHCs with over 13,555 members and 81,330
beneficiaries in three districts of Makoni, Gutu, and Tsholokshanindigenous NGO called
ZimbabweAHEAD organizationsWithin ore year, this first CHC progname demonstrated
high levels of behaviour changsith the most outstandingrea in Tsholotsho District
showing a 47% average for 17 indicafdudiet Waterkeyn & Sandy Cairncross, 2Q05)

CHCs produce high levels of hygenbehaviour changgNkurunziza, Ugabinema,
Muhimpundu, & Dlamini, 203). Zimbabwe isnot the only country to report good case
studies of the CHC approach. In West Africa, Community He@ltlbs are being used to
rebuildsociety after a devastating civil wadior instance,n Guinea BissagUCHCs are used in
rural villagesas an intervention to improvafant mortalitywhile in Uganda(East Africa)
CHCs have ben used to improve home hygiefskurunziza et al., 2013)Rwanda is
categorized incounties with low accessto safe water supply, improvesanitation and
hygiene the biggesRwanda chaéingeis to ensure that thelDGs (Millennium Development
Goals)targetsare metusing cost effective strate@inistry of Health, 201Q) It is within

that context the government of Rwanda thought about CBEHRRched CBEHPP on 17
December 2009 by Ministry of health¥ participatory andheastapproach

The commitment of Rwandan governmémsanitation and hygieriatroducedCommunity

Based Environmental Health Promotion Programme (CBEHPP) in 2009, the President of
1




Rwandahas alsolaunched the Hygiene and Sanitation Presidentialativie (HSPI) for
domesticsanitation which stillkeepson the profile of the CBEHPP in 201Ministry of

Health, 2010)

Furthermorein Rwanda through thMlinistry of Health was introducedommunityhygiene
clubsinto all villages in the country. Countries can be scaled up may well be able to meet the
MDG targets, given the power of CHQo stimulate demand led safe sanitatia
Waterkeyn & Muringaniza, 2009)

Before startingof this program in 2009, households that had improved sanitation lmetwee
2005 and 2010 were at 56 percent at national level. However data collected in 2011 indicated
that the situation had improved from 56 to 74.5 % and that the number of people who treat
water at home between 2005 and 2010 which was at 41 percent haseith¢oedS percent
today,diarrhoeareduced only by one percent from 14 percent to 13 percent, calling for more
efforts to address this. CHEPP is believed to be very crucial in fighting diarrhea through the
water and sanitation sector. Through safe waterttga can reduce by 15 percent, health
promotion reduces diarrhea by 35 percent and frequent hand washing with soap is estimated
to reduce diarrhea by 47 percent. It is for this reason that hygiene behavior change is
considered an indispensable aspectvare water and sanitation programifi@vihangana,

2014)

Most of the diseases treated at health facilities in Rwanda can be prevented through improved
personal, domestic and communal hygieneabiur. It is important to note that the top ten
leading causes of morbidity and mortality in Rwanda are caused by infectious diseases (e.qg.
malaria, acute respiratory infections, diarrhoea, skin diseases, HIV/AIDS, STIs, tuberculosis,
typhus, cholera, maémgitis and intestinal parasitedp addition to tha25% of our school
children are infested with worms and 44% of pupils suffer from amoebiasis. The major
causes of many of these debilitating diseases are from inadequate and unhygienic facilities
for excreta disposal, poor management of liquid and solid waste, drinking unsafe water and
inadequate practices of hand washing with soap. It is therefore very important that a practical
strategy that fully involves the community is put in place to address#ticnal challenge
(WaterKeyn, 2011)

The Community Hygiene Club (CHQ)romotes behaviour change that imm® hygiene and

the clubs in eachvillage should become the engine for social interaction and holistic
development. This approadacilitate by60,000 Community Health Workers (CHWshav
supported and mentored fially important Environmental Health Officers (EHOs) who are

active atHeah Centre level Appropriate visuahids and training materialre going to be
2



critical towards achieving effective implementation of CBEHPP and ensuring an outcome of
sustained hygiene behaviour chafg&aterKeyn, 2011)

The CBEHPP model has proved to be an efficient tool to rapidly solve the problems facing
the communities in the area WASH. More importantly; the implementation of CBEHPP
through the creation of CHCs unveiled {hatentialsof the communities to solve their own
problems with little assistance. As Rwanda is aspiring to reach 100% coverage in sanitation
by 2017, the CBEHPR a good modatanhelpto achieve that high targéilkurunziza et al.,
2013)

The implementers of th€BEHPP approach, with many achievements Bnpad to the
communities, included Gatsibo District where RIWSP intervenes, Bugesera District
supported by Water Aidnd World visiorUBUZIMA , Nyabihu & Burera Districts supported

by UNICEF, Rusizi District supported by Africa AHEABnd Rwamagan@istrict supprted

by Lux Developmerflan Stofkoper, Jose Alberto Teja@aibert, Nkuranga, Avrile
Pacifique Niyibizi, Madeleine Marara, Ruzibiza, Pascal Gatete, Coenraad Voorhuis,
Raymond Venneker, & Logan, 2013)

In BugeseraDistrict, Water aid and World visicBUZIMA Projecs implemented
CBEHPP and a lot has been daifterthe dateit waslaunchedn 2011Training of trainers

for environmental health officers (EHOs) at Health Center @mmunity health workers
(CHCs facilitators)oth at district and sector level on the ComituBased Environmental
Health Promotion Program (CBEHPP) was conduate@011 to enable them not only to
understand the program, methodology and targets but also their th&eimplementation of

the fore mentionedprogram. It was followed by trainingf trainers both at cell and village
level through the Community Based Environmental Health Promotion Program (CBEHPP)
and finally, the CHC (Community Hygiene Club) executive committee members at village
level was trainedCHCs approach was launched by Veafid and CBEHPP core team in
June, 2011 in 6 pilot sectors of Bugesera district.

1.2Problem statement

It has been found thatpore than 45,000 community health officers haxeentrainedsince
CBEHPP was launched and Community hygiene clubs are beingormed in Rwand® s
villagesin orderto promote sanitation arid/giene at theommunity level

The Government of Rwanda, International NGOs and other stakeholders have put in their
efforts to improve hygiene and sanitation to fight agauugir hygiene rated diseases and

other preventablaliseases Therefore community based environmental health promotion
3



program using CHCs Approacivas implemented to deal with hygiene and sanitation
problems for community health promotioDespite the fact that communitygiene clubs

are now running country wide; in Bugesera District, little is known about achievement and
sustainability of CBEHPP approackven if there arethose efforts made by Rwandan
government througiNGOs (Water aidand World visio in Bugesera Disict still some
villages do not havelubs and others forme@HCs are not operatingn the ways it was
planed This seems to be a threat to achieve ambition vision 2020 aims to achieve 100%
household sanitation and hygie(elson Ekane., 2013) CBEHPP must complement the
efforts of MININFRA to provide safe drinking water and sanitation.

This studyis designed tassesshe achievemerst and sustaiability of community based
environmental health promotion programBugesera District

1.3Research objectives

1.31. General Objective

This research was undertaken in orderassess the achievements and sustainability of

CBEHPP in Bugesera District

1.3.2Specific objectives

1 To assesghe achievements of CBEHPP iluru, Mwogo, Gashora, Ntarama, Musenyi,
Mayange sectorsf Bugesera District

1 To assesshe challenges in CBEHPP implentation in Villages of 6 pilot sectors
Bugesera District

1 Tofind outthe neededmprovemenbf CBEHPP thatan beaddressdfor its
sustainability.



CHAPTER TWO: LIT ERATURE REVIEW
2.1. Introduction
The Government of Rwanda through the Ministry of Hedaltls launched the Community
Based Environmental Health Promotion ¢ham (CBEHPP)on 17th December 2009
(Ministry of Health, 201Q)The purpose of the program was to reduce by 201pteealence
of environmental health related diseases, such as diarrhoea and intestinal wougls thro
promotion ofbesthygienic practices in communitgt the time and contribute to poverty
reduction(Katabarwa, 2009)The main reason of the program was also to harmonize hygiene
promotion &orts and install behaviourchange for sustainable hygiene and sanitation that
impact in the prevdion and control of diarrhoediseases and intestinal worfidg/ihangana,
2014).
This program strategically adopts anduses theholistic Community Hygiene Clubs
methodology as a means of rapidly attaining hygiéedaviour change that is both
sustainable and cost effecti@mmunity Hygiene Clubarebased at the village levelhere
CHCsempowercommunitiesto identify theirpersonal domestic hygiene and environmental
healthrelated problems including safe drinking water and improved sanitation; thereafter to
actively participate in the problem solving proc@swihangana, 2014)So far, the program
has beennitiated in nine districts and will be rolled out country wide (Ministry of Health/
Third Health Sector Strategic Plan: July 2012une 2018 (Ministry of Health 2012) That
is why we arried outthis studyreportin order to assess the achieversamd sustainability
of CBEHPP inVillages ofthe 6 pilot sectors Bugesera Distrifcr planring how this program

can be expanddad whole district

2.2 The priorities of the CBEHPP

Based on an assessment of thority environmental health thats to the Rwandan
population andinternationally recognized ef€tive preventive and promotion healthcare
interventions to achieve EDPRY/ision 2020 and the MDGsCBEHPP requires the
following to be prioritised:

1. Improved household and institutional hygiene practices and sanitation (Safe excreta
disposal with zercopen defecation (ZOD) and hygienic use of toilets / latrines,dHan
washing with soap and wat&afe drinking water handling, Safe dispbof solid and liquid
wastes).

2. Foad safety and improved nutrition.



3. Minimise indoor air pollution to reduce Ate Respiratory Infections (e.g. promote fuel
efficient stoves with chimneys).

4. Improved Vector Control.

The CBEHPP seeks to build on the strong foundations and successes of the PHAST
(Participatory Hygiene and Sanitation Transformatiexperienceand will also encompass
similar bestpractice initiatives currently being undertaken by NG@O&nistry of Health,
2010)

23The * 7 Gol d etabeladhidvedchy CBEHPP’

The golden indicators of community bdsenvironmental health promotion program are set
according to the government priorities targets to be achieved inTimeeollowing are those
seven golden indicators:

[ERN

. Increased use of hygienic latrines in schoolshames.
. Increased hand waaly with soap at critical times.
. Improved safe drinking water access and handling in schoolsoamek.

2

3

4. Establishment of CHCs in every village
5. Achieve £roOpenDefecation irall villages
6

Safe disposal of childrenés faeces in
7. Households with bath shelters, rubbish pits, pot drying racks and clean ydoels to
increasd

The strength of the CHC approach is not only its ability to engender hygiene behaviour
change, but it is also able to quantify behaviour change by using congmmanittoring tools

as an integral part of the process of change. The health promotion training focuses on the
most common preventable diseases handled by local health centres. These include diarrhoeal,
acute respiratory infections (ARIs), skin diseases, digeases, intestinal worms, bilharzias

and malarigMinistry of Health, 201Q)

2.4 Community Hygiene Clubsapproach

Community hygiene club§CHCs) are an apmrach that appeals to an innate need for health
knowledge, which are then reinforced by peer pressure to conform to communally accepted
standards of hygiene, thereby creating a Culture of Heblib.djectives have been set to be
accomplished by CHCs: Buding capacity of local community to sustain their own hygiene
clubs; empowering families to effectively prevent diseases thrgagtl hygiene; encouraging all

Rwandeseto build their own latrines and hand washing facilities; increasing social capital by

6
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erabling a strong social network through Community Hygiene Clubs; to enable existing
Community Health Workers to manage their workloads better through Community Hygiene
Clubs. To measuréehaviourchange so there is information on results of the program. To
alleviatepoverty through oWMWIZEYE, 264 communiti eso
The CHCs approach is an extension pérticipatoryhygiene andsanitationtransformation
(PHAST), with which it shares a belief in enabling people to improve their own hygiene
practices. A mixture of hedlt education and development afutual support through
community mobilization is seen as important in this process. Theaghpuses participatory
methods for health education in the belief that these are the most effective means of ensuring
acceptance of new ideas. PHAST tools are used fg¢Mimisstry of Health, 201Q)

Each villageshould have a hygiene club with 50 to 150 members and are charged with
monitoring the changes within its village. When a CHC is forn@#diC executive committee

(a chairperson and secretary)eiected who keepa register of attendance of the members.
The CHCs are responsible for ensuring that levels of hygiene are monitored together with the
community health worker facilitator who visits each household to observe the living
conditions. This makes it easy to identify exactly when the advebdviourand life style
changes were made.

The CHCs in every village are tasked with facilitating household members to have small
group discussions on a weekly basis for 2 hours for a period of six months to cover 20 topics
related to sanitation and hygie@l@vihangana, 2014)

The following are 20 topicsntroduction of the program, safe water chain (safe water storage
and use of water), safe food chain, sanitation ladder and planning,od@r®RS, hand
washing, cholera/ typhoid, skin/eye diseases, intestinal parasites, nutrition, hygienic kitchen,
ARI (sleeping mats and room ventilation) environment, malaria, infant care, bilharzias,

modal home, self monitoring, infant care, good parer(fitigistry of Health, 2010)

2.4.1 Indicators for Community Hygiene Clubs

The Community Health Club methodologyadoptedby CBEHPP irRwanda it hasparallel
indicators as mentioned in seven golden indicators of community basednmental health
promotion programThe main indicators areneasuring the increase of hygietatrines in
schools and home#creased hand washingith soap access to safe drinkingater and
handling in schooland home, establish hygiene clubsll the districts of the countrgero
open defecation, safe apdoper disposal of childrefaecesin every household, households

with rubbish pits, pot dryingacks and clean yard&wihangara, 2014) According to
7



Joseph Katabarwé2014) the head of the Environmental Health Desk at the Ministry of
Health, abovetarges should be achieved ahese indicators at least by 80 percent by
2019Kwihangana, 2014)

2.4.2 Tasks of Community Hygiene Clubs

The main activity within a CHC is to meeteryweekto debate on hygiene issues suscepttble
improve family living standardand healthwork together taonstructa kitchen gardernd learn

how to prepare a balanced digibwever in addition CHCs can undertake many o#wtivities

for sdf-improvement such as tontindhe CHCs membersedelop a placar¢banner)showing a

map of their catchments area; singing, quiz, debates ancadramo mp et i t i ons; Vi Si |
homes to advise /assist; assistance to local schools, healthymdstgary counselling, support
networks training in domestic skills and craftsaining in literacy and management; home based
care for the vulnerablerevolving funds and savings groups; income generating groups and
trading; nutrition andcooking classes; sewing, knitting, other home industries; village
cleanups and recycling; sanitation improvements, latrine construction and catering for

funerals and wddings

Figure 2. 1: CHCs members Of Mwogo sector in a meetingith banners that they use as
teaching tools.

Community hygiene club members of meet and discuss on some recommended practices
where they use picture cards figure figure2.1 illustrates. They share the challenges met
during implementation of recommended practices in order to learn together how to overcome
those challenges.



Figure 2.2: CHCs members help each other to construa kitchen garden.

Vegetabls in theKitchen gardens promote balanced diet hemthkicing malnutrition in the

community

Figure 2. 3: Learning how to prepare a balanced diet

Women meet in these fellowships and lelaow to prepare a balanced dfebd and how to
mantain hygiene in their kitchef$is knowledge hagreatly improved themalnutrition
problemsin many families in the community

2.4.3 Membership in community hygiene cluls.

a. The number of members in a club

In most countries CHC members, number is between 50 and 100 members. The number of
members depends on the density of the population, the season when the training takes place,
and the charisma and competence of the facilitator. Even if the clubs are sssath@n 30
members) it is quite encouragibgcausthey often expand later once people have seen what
they are about. When a club becomes bigger than hundred, it may be worth splitting into two
clubs to enable easier communication at the seg8IBAKZEYE, 2014)

Example of a Community Hygiene Club (CHC) Membership Card

9



No. | Topic Date Signature| Homework Signature
1. Safe water chain Safe storage and use of water

2. Safe food chain Pot rack; hanging basket, etc.

3. Sanitation ladder Avoid faecal: oral diseases

4. Sanitation planning Improve household latrines

5 Diarrhoea ORS Improve sanitation facilities

6. Hand washing Hand washing facility

7. Cholera/ typhoid Water source cleanup and sanitation
8. Skin/eye disease Bedroom and personal hygiene

9. Worms De-worming

10. | Nutrition Nutrition gardens and orchards

11. | Hygienic kitchen Fuel efficient stove and ventilation
12. | ARI Sleeping mats/room ventilation

13. | Environment Garbage pits and faecal-free yard

14. | Malaria Drainage and clearing

15. | Infant care Infant hygiene and weaning foods
16. | Bilharzia Bathing shelter and ZOD

17. | Drama and songs Practice health drama and songs

18. | CHC banner/map Village map and CHC banner

19. | Self monitoring CHC monitoring tools in use

20. | CHC ExecCom Constitution and project bank account

The backside of this CHC Membership Card has the name and numberchf @dC
Me mber , plus Club name, village, et c. | deal
(Ministry of Health, 201Q)

b. Monitoring with the membership card

Referring to thanembership card abovdetre are @ separate topics as well as 20 recommended
practices. Each time a member attends a session, the membership card is signed by the facilitator
of that session. Every three months the CHW or CHC chairperson /secretary must visit all CHC
members and check witi of the recommended practices have been adopted and sustained in
each household. When those practices are observed, the membership card can be signed against
the practice observed. When the membership card is completely signed, the member qualifies a
cettificate (Waterkeyn, 2006)

c. Importance of membership card

The membership card provides a structure to a program as it not only outlines the topics, but also
establishes the key recommended practices which are the indicators used for monitoring in the
housdold inventory. If the membership card is not appropriate for the area it can be adapted as
required by the program. The content may be varied according to area, depending on the health

issues that relate to each context. Topics can be done in any @ealeepknding on the seasonal
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priorities (WaterKeyn, 2011) A membership card is issued to each member, listing the topics to
be covered andecommended practices. It should be developed in conjunction with the health
workers, and programme managers at the training workshop based on formative research within
the community (Kamminga and Wegeldthuringa, 2003). It has been found that when
memtership cards are distributed at the first health club meeting, they mobilize others to join,
because people are convinced of the seriousness of the programme and want to join so that they
too can have a card. The membership card is the key to the stroictbeewhole project and is
essential in a number of ways: It provides a sense of idefitighcourages people to jgift

shows the seriousness of the prajdéicgives members an overview of what they will lgaitn
provides targets in terms of recomnuded changeslt enables the facilitator to quantify
community attendancdt allows the community to hold the facilitator accountafkil@rovides a
monitoring tool for programme managelisis an overt symbol of the Community Health Club

andlIt prevents gatecrashers from reaping unearned benefits (Biran and Hagard, 2003)

24.4 Community Health Clubs meetings and home visits

Attendance means the number of people at each session compared to the total members.
Adding the attendance of each session aktht) an average of all sessions, is a simple way

to monitor a relative success of eadmmunity health worker (CHWjand will also enable
managers to see which factors are the most cost effective, by dividing the costs by the
average attendance. Pastex@nce has shown average attendance is betwed@%®f the
members. In each CHC where attendance is compulsory, average attendance ead08é 80
(MoH, 2011).

g D -

Figure 2.4:Community education on CHCs activities in Rwintederi village Mwogo sector
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2.3.41 Carrying out home visits or household inventory

After every three months the CHC chair person or secretary must visit all CHC members and
check which of the recommended practices have been adopted and sustained in each
household. When those practices are observed the membership card can be signed against the
practice observed. The EHO must go through the code sheet carefully with the CHCs
committee members and explain the values for each observation, using the qaalsre
provided in the toolkit. The choice of hotwéds must be carefully done. Keeping in mind

not tell the chosen members that they will be visited or they will clean up their houses and the

data will not represent the true picture. Everything must bettlirebserved. If there is any
doubt, (MoH, 2011).

Figure 2.5: Community hygiene clubs during home visits together with EHOs of Mwogo health center

During home visit CHCs members share experience by looking how other nsember
implement the topics discussed during meetings.

2.5 Intervention of Environmental Health students in implementation of CBEHPP

Throughthe support fromWaterAid, a internatioml charity that transforms lifey improving
access to safe water, hygiene asahitation WaterAid suppors the implementation of
Community Based Environmental Health Promotiprogramme in Bugesera Disti(isHlI,

2013) This international charity offers field training fees to students in level five in doder
sustain and increase the awareness of community to community hygieneTdlabactivities
carried out by those students include: capacity building of community health workers, head
education to community hygiene clubs members and carry out diffénerit \ WASH project
interventions and so on

12



Figure 2. 6: Environmental health sciences Students construct hand washing facilities

Environmental health sciences Students construct hand washing facilities to one clubs

member, andn the right they carry out community health workers capacity buildimg
different topics of CHCsThe short intervention projects that students implement there
enhance the capacity of community.

2.6 The sustainanceof community hygieneclubs

The commnunity hygieneclubs present many pointthat ensure their sustainabilityrhe
following are thosepoints: The Community hygiene clubs (CHCsre put up by the
communities themselves wigupport from the ministry diiealth who developed guidelines
on howto establish a hygienelub and distribute them adver the country througkhe
district mayors who latedistribute them to the sectocell and village level. Once the
communities understand tikencept, they come togethertaeir own will to form a aib and
later elect their leaderdach club has between 50 ah@0 members and when they go
beyond that number they createother clubthis number of members is easy to manage and
follow by community health workers.

The clubs have mentors #te communig level andenvironmental health officerat the
sector level who are treupervisors for the hygiersubs to ensure they are tmck or have
challenges whiclthey later address. They alstake reports which are setat the ministry
through healtltener.

2.7 The challengesmeet by CBEHPP implementation

Despite the successebsprogram there are some challenges which have been registeeed

shortperiod of time.Joseph Katabarwa, theordinator of the programealizedthat there
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was lack of sufficiert and current baseline data on hygiepeactices hence difficult to
evaluate the impactie also cited out the probleof few development partneis health
promotion andnadequate funds for theuccessful implementatioof CEBHPP as well as
strengtheningf the reportingsystem.This has led to the slowmplementation of CEBHPP
which is currently at 27 perce(€wihangana, 2014)

2.8 Importance of CBEHPP on water and sanitation

Use of afe wder can reduce diarrhoea by 15%, health promotion reduces diarrhoea by 35%,
and frequent hand washing with soap is estimated to reduce diarrhoea b{Cdittd &
Cairncross, 2003 It is for this reason thah Rwanda,hygiene behaviouchangethrough
CBEHPP in CHCsis now consideredis a crucialaspect of every water and sanitation
programme. Without this vital component lofgiene behaviour change CBEHPR Water

and Sanitationprogrammes inevitably fail in theltugepotential to improve the health and
welfare of the nation, and opportunities and resourcesraeasonablyasted(Ministry of
Health, 2010)

WaterAid finds solutions on water shortage problem in Bugesera District through different
methods like ugg rain water (rain water harvesting), renovating water pipes, and use of
water tanks. Shortage of water has been a concern to residents of Blistsetaespecially

students in schools. Most of the evenings, students carry jerry cans looking forirwater
peopl ebs homes and in valleys and swamps fo
why water tanks in school to harvest rain water concernedLack of watermay distract
concentration of students in theitudies. Water Aid also getvater fom underground in the

valleys of Jurwsector. Apart from providing water to the people of Bugesera district, Water

Aid Project as implementer of CBEHPP in Bugesera District, builts toilets for Juru Primary
School and also for Ruhuha markdtdaka, 2013)
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CHAPTER THREE RESEARCH DESIGN AND METHODOLOGY

3.1 Introduction.

This chapterconsists of: the study area, the study design, study population, study sample,
samplirg strategy, data analis, problemsand limitations of the study as well as ethical
consideration.

3.2. Study area

3.2.1 Location
This study was conducted in Bugesera District, Eastern Province particularly in 6 pilot

sectors (Juru, Mwogo, Gashora, Ntaramsenyi and Mayange sectors) where CBEHPP.
The District of Rigeseras one of the seven (7) Districts of the Eastern Provincenainda

It is situated to the South West of the Province, between 3005 of longitude and 2009 of
latitudesouthand covering aurface of 1337 KAlt has limits:

In the North, the District of NYARUGENGE and KICUKIRO of the City of KIGALI.
Northeast, the District of RWAMAGANA of the Eastern Province.

Northwest the District of KAMONY!| of the province of the South,

East, the Ditrict of NGOMA of the province of the East.

West, the Districts of RUHANGO and NYANZA, of the province of the South.

= =4 4 A -4 -2

South, Republic of Burundi with which it shares borders.
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1 The border in the vast lake of Rweru and Lake Cyohoha Sud.

Study Area: BUGESERA DISTRICT

Legend

Selected Sectors

Non Selected Sectors

B

0 5 10 20 30
| Kilometers

Figure 3.1: The map showing the study area

3.2.2 Climate and agriculture

Compared to the other regions of the countryg&seraDistrict is characterized by hot
climate resulting of the absence of mountains, due to rdlative altitude, of the rarityof

rains and the periods of drought excessively prolonged. It is a climate typically steppic
(SANYU CONSULTANTS & NIPPON KOEI CO., 2006)

The climate of the District is tropical where the temperature is in the order of 20 to 30 Celsius

with the maxima of 26 i29 Celcius. The climate is overnightavy the day and expenses.

The seasons are marked by an alternation of rains and drought. The time of the year, the
length and the intensity of rains and the drought differentiate the appellations of the four

seasons:
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Thedry season soalled "Urugaryi" goes from January to the AMi@rch.
The season of rain called "itumba" short of Avdrch to midJune.
The season of drought "impeshyi" covers the-thide to the midDctober

The season of the rains" umuhindo" startd-@ctober and finishes the December.

= =2 =4 A =

The agricultural year begins to the n8&ptember and expires with the first fifteen of that
month of the following yeafSANYU CONSULTANTS & NIPPON KOEI CO., 2006)

Theagriculturalseasons divided into A and€®asons.

1 Season A is thene that goes from Mid September to Mid February it known for less
rain but crops grows well anithe production isbundansometime.
1 SeasomB is the one that a hugeoduction come from anBlugeseraitizens produce a lot

in the season because the iligiabundanturing the period.

3.3 Study design

A crosssectional study design was used to assess contribution of community hygiene clubs
in hygiene promotion in Bugesera District (6 pilot sectohsLrosssectional study or survey

aims at describing andugntifying the distribution of variables in a study population at one
point of timgKothari C.R 2004) Thedata was collected both qualitatively and quantitatively

once inDecembeR013

3.4 Study Population

The studypopulation will becomprised 08223 Environmental Health Club membe5
Community Health Worker( Facilitators),from all 6 pilot sector(35 Mayang&5 Gashora,
46 Musenyi,25 Mwogo, 22 Ntarama,32 Juru),195 Head of villages from all 6 pilot
sector(35 Mayange,35 Gashora,Nkisenyi,25 Mwogo,22 Ntarama, 32ru), 225 CHCs
representatives from all 6 pilot sector(35 MayaBfeGashora,76 Musenyi,25 Mwogo,22
Ntarama,32 Juruy EHOs andb Heads of Health Centres froépilot sectors whacceped

to paticipate voluntarily in thirosssectional study

3.3.1 Inclusion and exclusion criteria

This studyincluded All Community Health workers engaged in CBEHPP implementation,
Head of villages, Community Hygiene club representatives, EHOs and Heads of Health

Centers who were present at the time of data collection and it excluded All Community
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Health workers not engaged directlp ICBEHPP implementation, Head of villages,
Community Hygiene club representatives, EHOs and Heads of Health Centers who were sick

during data collection period

3.5 Study sample

3.5.1 Sample size.

3.5.1.1 Sample size for Quantitative data
The sample sizevas calculated using YamaRermula for sample size
determinatioBryman, 2001)

N
n=——
1+ NE?

Where: n = sample size
N = population size
E = margin of error * desired

With 95% Confidence level and 5% of margin of error

N is 8223 club membesr
3.5.1.1 Sample size for quaative data
The purposivanethod wasised. The aim of this sample is not to be representative of the
population. The validity, meaningfulness and insights generated from such study have more
to do with the information richiss of the cases selected, and the analytical qualities of the
researcher than with the sample size. The sample size for qualitativeadb® Community
Health Worker from 195 Head of villages from all 6 pilot, 6 EHOs and 6 Heads of Health
Centers from 6ilot sectors who will accept to gicipate voluntarily in study. This group of
people have been chosen based on their knowledge about CBEHPP implementation leading
to the right people for getting accurate information. The compensati@d0f RWFwas

given to the prticipants for their day off faheir casual works

3.5.1.2 Sampling methods and procedures
Purposive method of sampling were usedl Community Health Workers involved in

CBEHPP implementation were selected in each of 6 pilot sedtioespesident of executive
committeeof each Community Hygiene Club was selected purposively within 6 pilot sectors,
all EHOs and Heads of Health Centres within 6 pilot sectors were selected.
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3.6 Data collection procedures and instruments used.

3.6.1 Qualitative Data collection
Focus Group Discussion was used:

Questions wereasigned in English and translated into Kinyarwarideo researchssistarg

involved in running a focus group discussianeach of 6 pilot sectors. One of these was to

ask the questions argliide the discssion. The otheperson, who siteff to the side, took

notes on the discussiofihe number oparticipants in focus group rangbdtweemn to 8. At

the start of the session, Facilitatgneet all of the participants and make sure thay tdre

comfortably situated. Ten facilitator thenreviewed the objectives of the focus group and
stresses the confidential ity Theffacilpatorensireg i pant s
that all members of the group participate in the discussioshkiggeach member to respond

to different aspects of the discussididiter the focus group discussias over, the facilitator

thanked the participants for taking the time to peipate. The facilitatoalso explaied that

the results of the focus grougsdussion willbe written up and shared.

3.6.2 Quantitative Data Collection.
The Questionnaire and Observation checklist wesigthed in English and translated into

local dialectKinyarwanda (the most commonly used local language in Rwanda).

This Observatnal check list wasto capture informationon the following CBEHPP
indicatorsat howseholds of CHCs representatives:
1 Use of hygienic latrines in schools and homes
Increased handashing with soap at critical tirse
Improved safe drinking water access &aadling in schools and homes

Establishment of CHCs in every village

= =2 =2 =4

Households with bath shelters, rubbish pits;qrgtng racks and clean yards

3.6.3 Quality Control

3.6.3.1 Preparations for Data collection

The Research Team made preliminary visits6 pilot sectors where the study has been
conductedto introduce the study, explain the study objectives and get acquainted with the
ethical procedures of conducting research.
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3.6.3.2 Training of research assistants
Four research assistants underweftdays training in data collectioihere wagole plays
on how to usdéhe questionnaire to enable research assistants understand the tool in more
detail. On thesecond day the questionnaire was-fested in one of the villages within the
pilot sector Each research assistamte-testedthe queBonnaire by inviting 5 participants
including community health workers, Head of villages, Heads of Health Centres and
President of CHC committee members. There avdsbriefing session in the afternoon with
emphas on what should possibly be changed and other challenges met durpg-test.
The Observation checklist was thadjusted in the morning session of the third day and a
guestion and answer session held in the afterndenahich logistical issues Wwaaddressed
and the team waswvell prepared and ready for data collection.
3.6.3.3 Field editing of data
Eachobservation checklist washecked for compteness by the research team at the end of
the activity
3.6.3.5 Quality Assurance
Quality assuranc&asdone using the following criteria;
1 The Research assistants wigned on the study objectives, effective use of the data
collection tools and good communication skills.
91 Data collection tools werpretested to ensure clarity and accuracy in colledtieg
intended data.
1 The Observation checklist was translated to Kinyarwanda to ensure accuracy of data
collected in local dialect.
1 There was supervision of the Research assistants during data collection and ensured
that correct procedures are followed.

1 Observational checklist was prepared jointly by the Research . Team

3.7 Data Analysis.
Quantitative data has been analyzed by using the SPSS software and the cross tabulation

techniques were used to test some relationship that may exist between vaaHiegive

data was coded and organized into themes where relevant,

3.8Ethical considerations.
The permission to do this reseanslas granted by the thicd team from the College of

Medicine and Health Sciences and the authorities of Bugesera Disthitial aspectsvere
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alsotaken into accourtb the respondent® whom the purpose and possililenefits of the
study wereexplained; the respondents wexgsured of the confidentiality of their identity and
information they provide during the studBarticipation was absolutely voluntary after being
informed of the objectives of the study and their clear consent was sought.
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CHAPTER FOUR: RESULTS AND DISCUSSION

4 1. Introduction

In this chapter the resulire presented andiscussed in relatiomo the achevement of
community hygiene clubs towards sustaitighof CHCs which promote hygienesbhaviour
change through Community Based Environmental Health Promotmgrd®n (CBEHPP) in
six pilot sectors of Bugesera Distridt includes change caused by CBEHP&hd the
challenges met by CHCs members during implementaiforecommended practicesd
contribution ofheads of villageand CHCs facilitatorscommunity health workersh order to

promoteandsustaincommunity hygiene clubs

4.2 Participation ofheadof vi |l |l ages to community hygienic

The esultswereobtainedirom the head of villages, community hygiene club committees and
Community Health Workers in charge of CHCs at village lelv¢las been found that among

195 heads of villages 90%ave attended the community hygienic clubs meeting which had
the purpose of enlightening heads of villages about community hygiene clubs and

encouraging them to collaborate with CHCs committees as well as members

200
180
160
140
120
100
80
60
40
20

Heads of village

Head of village not attended Head of village attended

Attendance of head of villages to community hygienic clubs’ meeting

Figure4. : At t endance of head of villages to community hyg

The results also revealed tha®% of Heads of villages did not attend the community
Hygiene club meetingdhe main reasonsf not attending are stipulated figure 4.2
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4.2.1 Reasons for not attending the meeting

16 -

14 -

12 -

10 -

Heads of village
co

Not eligible at that time Not available at that time

Reasons for not attending the meeting

Figure 4. 2:Reasons for not attending the meeting

It has been found that5% of corresponding to 15 heads of villagel not atterd due to
eligibility problem and 25% of them we not available at that tim&he participation of
those heads of villagewho did not #end will not contribute a loto CHCs in the
development of community through behaviour change (CBEHP®W) to the lack of

Knowledge acquired in the meetings.

4.3 Active and nonactive community hygienic clubs
The results of this study revealed that community hygiene clubs started in six pilot sectors in

Bugesera District, 82% of them are active. The operation of these hygierse areb
confirmed by head of villages where 90 % of them have attended the community hygienic
clubs meeting which has purpose of enlightening heads of villages about community hygiene
clubs and encouraging them to collaborate with CHCs executive commiteedl as CHCs

members in order to promote hygiene behaviour change in their vi(leges 4.3.
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Figure 4.3: Active and nonactive community hygienic clubs

As shown infigure 4.3. 160 clubs were active and 8ommunity hgiene clubswere not
active The facilitators of nofactiveclubsshould have a sense of responsibildyand learn

from active clubs.

4.4 Changes caused by community hygienic clubs

The Changes caused by Communitygi¢nic clubsin six pilot sectorsof Bugesera are
illustrated in figure 4.4. &ch indicatohas lkeenat leastripled in numbers At the beginning
householdghat hadtoilets werel952; at the momenb511 have toiletsDrying racks were
5803 andhave increaskto 13484 The number of childremith malnutrition was reduced
from 1188 t0240.The number of househsldith Hand washing facilitiesaised from3678
to 9823 It has also been found that the number of households that drink baitechadan
increment of 6645ouseholds while batbhelers and kitchergarders had increments of
4835 and 5458 respectively.

24



14000 1 S Before implementation of CHCs
§ N After implementation of CHCs
12000 - §
= N N\
= 10000 - N\ N\ S
E 8000 § § §\ §\ §
2000 - % \ / N\ /§ /§ /\\\\
g © 6&@ §z" P 7,’@} é@}"’ .&\o‘\ lb&bz“
& A B £ S & &
Qc\ & Q;é\\ P g .,@5\%
Q\’b"’ S
&
Golden Indicators of CBEHPP

Figure 4. 4: Changes caused by community hygienic clubs

4.4.10ther changes caused by CBEHPP
After mentioning sevengolden indicators of CBEHPP to be &mled, the CHC leaders
showed that there are othdranges b&ides those mentioned abowe many villages, the
have createdan evening of hygiene session/meeting where CHCs members meet arue practi
lessons learnt anthose evening sessiomsfluence neighboursto participate andoe the
members of CHCHygiene and sanitation were increased indetwld through different
ways like formulating tontines where they helped eadteroto buy mattresses, hygienic
materials;payment of communytbased health insance, etcNot only households hygiene
improved, personal hygiene also was boosted for instance all people wear shoes and put on
washed cloths meanwhile most peopdspecially CHCs membersye smart. The CHCs
have facilitated their members to developntadly (behaviour was changed) throughe
discussion on topicselated tofamily planning, prevention of HIV/AIDS and malaria
preventionas well as sharing ideas on different skills (build improved icgpdtoves; solve
poverty related problems, using itmism to learn from mistakes).Fellowship and
collaborationamong members arathers
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4.5Implementation of recommended practices by CHC members
According to the research ma®2% of CHCamplemenedrecommended practices at home

(figure 4.5). The studyevealed that 38% of community hygiene clubs did not implerient
recommended practices; this numbepede the fulfilment of CBEHPP indicatorsThe

main reason of namplementing the recommended practiaesshown infigure 4.6

140 -

120 -

100 -

80

.

Number of CHCs

60 -

40

20 -

Clubs that implemented Clubs that did not implement
recommended practices recommended practices

Figure 4. 5: Implementation of recommended practices by CHC members

4.6.1 Reasonf not implementing the recommended practices

The Reasons of not implementing the recommended practices have been Sheliedsons
tha hold back CHCs members to implement the recommended praatgresthelack of
time, negligence and no follow uphe results showed that among 75 members 29 (38.7%)
had no enough time for implementation. Negligence ranked th&&nsenibers(42.7%) and
the last one was due to the lack of following uprdmommended practices that made 18.6%

asfigure 4.6shows.
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Figure 4. 6: Reasons of not implementing recommended practices

46Chal l enges of CHC’' s afawm oach during i mpl em

Apart from reasons of not implementing CHCs recommended practices as memtioned
figure 4.6 there areother major challenges thaffect the acomplishmentof their tasks
duringimplementation of cmmunity hygienic clubs approach; theseludethe followings:
1. Lack of transport and comunication means: This is wh&hH C @snmittee were
not provided withtransportand somaking it to their membersso difficult, theyhave
suggestedthat they shouldbe provided with bicycles to solvethe problem.
Communication means is also a serious issue for them to communicate to their local
leaders and their members where they are complaining that they should be given cell
phones to ease their task.
2. Few Material s: CHCG6s commi t t eoach,dheymen g
a challenge of few materials used during field visits for example teaching materials,
umbrellas, bags, spades and hoes used during community works.

3. Water I naccessibility: During the implem

become a chienging issue more especially during dry season, where they use unsafe
water for drinking e.g. swamp water and river water which leads to increase of water
borne diseases which impede the accomplishment of their tasks.

4. Knowledge of community hygienic clsbcommittee: low level of knowledge of

CHC6s committee became also a chall engin
CHCOs approach, where some topics from pi
5. Poor collaboration betweenvijlae | eader s amd CHCOs committ
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4.7 Training of CHC facilitators ( Community Health Workers (CHWS))
A successful CHC training relies upon the development of a shared mission of education and

service as well as innovation and flexibility by the organizations that govern them.
Table 4. 1: Training of CHC facilitators (Community Health Workers (CHWS))

CHC facilitators Number facilitators Percentage (%)
Untrained 8 4
Trained 188 96

Total 196 100.0

Table 41 revealed that 96% of CHCs facilitators have gatning. This indicats that the
majority have knowledge on how tacilitate CHCs committees.

4.8 Picture cards interpretation
The results showethat 90% of CHCs facilitators didot have any difficulties in picture

cards interpretatiowhich corresponsito the trained CHCs facilitators.

Table 4.2: Picture cards interpretation

CHW s ability to inter pi CHCsfacilitators (N) Percentage%o)
CHW with difficulties in picture cards interpretation 20 10
CHWs withno difficulties in picture cards interpretatic 176 90

Total 196 100.0

As mentioned in previous table 4.7, 10% of CHCs facilitators have difficulties in picture
cardsinterpretation wher&0% of them mentioned that picture card a@ comprehensible

ard 40% said that picture cards are difficuliniterpret.

Apart from use of picture cardg has been found th& CHWSs have difficulties of skin
diseases and 8 CHWSs have difficulties in other diseases. Then 13 CHWs didn't get training
this means thathey do not understand the content of the books laow they cangive

homework to community hygieraub members.

4.9 CHWs’ S U g g eCGHCs immpnovement for better performance
The focus groups were asked to brainstorm ways to overcome barriers ati@ftiliThey

haveidentified the solutions for overcoming the barriers mmprovethar performance
1 The majority of CHWs 36.7% call for materials to be used during field work such as
Boots, umbrella, bags, and rain water harvesting tanks, watering tares,and
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means of transport and personal mobile telephones that should be put in a closed user
group(CUG).

1 17.9%of CHCs facilitatorgpropose that there should be study tours to dZh#Cs
and refresher trainings HCs committees and heads of village

1 Motivations like rewardingfte local leadersncentive, tobe facilitated in carrying
out competitions and creating cooperatives.

1 13.7% d CHWs findthat T-shirts and club logoarerequiredas identification of
community hygiene&lubs.

1 11.7% suggestethat collaborating with local leaders in giving penalties to those who
dondt put in practi,local leaders shdulg gomminiresoltingpi ¢ s
hygiene problems in the community and engage in commabeityaviourchange to

increase club mebership

4.10 Sustainability of CBEHPP
Sustainabilitycould be defined as an ability or capacity of something to be maintained or to
sustain itsel{Ann Dale et al., 2013)
The CBEHPP brought a sense of tausability to the efforts.This program gave CHCs
memberghe feeling that they themselves needed to solve their problehsomeone from
the outsideThe sustainability of this progranm Bugesera i3trict canalsobe achieved by
managerial intervention of the district officialseli-creation ofsocial activities such as;
tontines, competition between clubs and routine sensitization d@oengmunity work
(Umuganda Sustainability of this program is significant to ensure its continuance and
success without relying on the support of the organisations (WaterAid and World vision).
Many activities have been put up to uphold the activities of €He CHCs have created
groups for social activities like tontines where they contribute equally to solve their financial
problems; these tontines can help to sustain this program in the future.
The sustainability of this program in Bugesera district @so be achieved by managerial
intervention of the district officials, when the district officials are granted authority over the
program and th€CHCs activities are put under their performance contract, it can lead to
succesof the CHCsin a long term.Organising and carrying out competitions between
community hygieneclubs can promote alliance in the club members which can be
dependabl e for mai nt enance o densitizdtian dysimgo g r a m
community workby the local leaders is a very portant practice to keep CHCs activities go
on exclusive of the involvement of the organisations that support the protjrangcal
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leaders should have a sense of duty to mobilise the community on the importance of CHCs on
every occasion where there is @pportunity to do so, activities of the CHCs can be done
aftercommunity work to involve many people
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CHAPTER FIVE: CONCLUSION

The achievements of CBEHPP in Juru, Mwogo, Gashora, Ntarama, Musenyi, Mayange
sectors of Bugeseifaistrict have been discussetihe challenges &EBEHPP implementation

in Villages ofthe 6 pilot Sectorswere identified The needed improvement of CBEHPP that
can be addressed for its sustainabilitgs as also studiedeven golden ndicators of
CBEHPP have been achieved signifitanThe gapin CBEHPP implementatiowas caused

by notimplemening recommende practices due téack of transport and communication
meansfew Materials Limited Knowledge of community hygienic clubs committeaedPoor
collaboration between heads oflvih ge and CH @Wérestheanajon challertgesie
majority of CHWSs call for materials to be used during field work such as Boots, umbrella,
bags, andain water harvesting tanks, watering cagleyes, meansf transport and personal

mobile telephongthat should be put in a closed user group
They also call forstudy toursand refresher trainingd CHCs committees and heads of

village and to befacilitated in carrying out competitions and creating cooperatiVeshirts
with club logosasidentification of each community hygiene cluage also important to the
work of the CHWs
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APPENDIX

QUESTIONS RESERVED TO HEADS OF VILLAGES

1. How many households do you have in this village?

1.Less than 100 .2bove 100

2. Have you everattenckd orientation meeting abouwgtructure and functioningf

CHCs?
Yes
No
3. If No, explainthereasor?
1.1 was not elected
2. Otherreasons
4. Do you have CHCs in your village?
1. Yes,
2. No
5. Did all households participating in CHC?
1.Yes,
2.No
6. If No, Explain the reasch
1. They danot want to partipate
2. They danot know role of CHCs,
3. Others reasons.
7. If yes, do they operate?
1. Yes,
2. No
8. IfNo,ex pl ai n t he r dapsrah
1. No importance of them,
2. They did not start,
3. Were broken out,
4. Othersreasons.
9. How often do CHC members meet in month?
1. Every week,
2. Twice in month,

3. Other time
34
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10.Have CHCs brougyt to your people/ community been able to delitesir services
successfully
1. Yes
2. No
11.1f Yes explain at least one example of service delivered successfully
12.1n your performance, do you have any activities concerning CHCs?
1. Yes,
2. No
Il. QUESTIONS RESERVED FOR CHCs COMMITTEES IN VILLAGES
13.How many members dgour CHCs have?
14.How often do you meet?
1. Every week
2. Once per month
3. Twice month
4. Any time
15.1s it easy for you to meet
1. Yes.
2. No.
16.1f No, explain the reaséh
17.1s there any othdavourableways to meetvith your CHCs members?
1. Yes
2. No
18.1f Yes, whichone........ccoooevviieiiniiinnnns
19.Doesall CHC members do home works as given?
1. Yes,
2. No
20.1f No, explain thereason
1. Lack of time,
2. Poverty,
3. Do not care,
4. No follow up
21.Do you findanyother courses that can be addethiacourses you teach in CHCs?
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1.Yes,
2. No
22.1f Yes, which one:
1. Control ofviolence
2. Fight againstthe use oDrug abuse,
3. Other courses
23. Are your tasks of falitating CHCs performed well?
1. Yes,
2. No
24.1f No, what do you prefer as improvement?
lll. QUESTIONS RESERVED FOR CHWS/SOCIAL AFFAIRS AT VILLAGE
LEVEL.
25.Does head of villagassis$ you in your tasks of helpinGgHCs?
1. Yes,
2. No
26.1f No, what do you think is theause?
1. They do not care @HCs,
2. Theyare busy,
3. Other reasons
27.1f yes, what does he help/assist you?
1. Call for a meeting,
2. Chairing meeting
3. Other support
28.Haveyou ever been taught on the roles of CRCs
1. Yes,
2. No
29.Do you haveanyobstacles that can affect your tasks performarideslping CHCs
at village level?
1. Yes,
2. No
30.1f yes, list them:
1. Few participants / Low number of attendance,
2. Untraineccommittee,
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3. Nonparticipatiorof committee members,
4. Ohers
31.How often do you meet in club?
1. Every week,
2. Once pemonth,
3. Twice per month,
4. Other time
32. Are methods used during Cle@aining facilitation effective
1. Yes,
2. No
33.1f No, arethereother method¢hatcan be more helpful?
1. Yes,
2. No
341 f Yes, which one: ééeeééeeééeéeée
35.Do you understand well how tipécture cards are used during CHCs training?
1. Yes,
2. No
36.1f No, why:
1. It is difficult to use them,
2. No comprehensive,
3. Others
37.Are all sessions easy to teach for you?
1. Yes,
2. No
38.1f No, tell us which is difficult to teach? .................
39.If there are any courses which are difficult to teach or pictures difficult to use, what
can we do for better performance?
1. Change pictures,
2. Refresher trainings,
3. Ohers.
40.Do you see others activities that CHCs can perform but they do notrperdw?
1. Yes,
2. No
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""""

|l f Yes, |list theméeééeéeéée
41.Which other thinggan be done for your best performance?

1. Being trained again,

2. Provision of materia)s

3. Bonus,

4. Incorporate/havingooperatives,

5. Others
Urutonde rw’ ibibazo
I. Ibibazo bigenewea b ay ob o zi b’ i mi dugudu

1. Mufite ingo zingahe muri uyu mudugudu?

1. Munsi yoéijana(100), 2. Hejuru yoéijana(
2. Ese mwa b a mwaritabiriye i nama y’ umunsi
n"imi korere ya za c¢club z'suku?

1. Yego 2.Hoya
3. Niba ari hoya,impamvu ni iyihe?
1. Nari ntaratorwa 2. Izindi mpamvu
4 . Mufite club z’isuku mu mudugudu wanyu ?
1.Yego 2.0ya
5. Niba ari yego,Ese zirakora?.
1. Yego, 2. Hoya
6. Niba ari hoya, kuki zidakora?
1. Nta mumaro wazo tubona
2. Zaraseyutse
3. Zashyizweho ariko Ntizikora
4. 1zindi mpamvu
7. I ngo zose zitabira ibikorwa bya club z'is
l.yego 2.0ya

8. Niba ari hoya,ni iyihe mpamvu.
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1. ntibashaka kwitabira ibikorwa bya club z
2. ntibasobanukiwe umumaro wazo
3. Izindi mpamvu.

9. Abanyamuryango ba club y’isuku bahura ka

1. Buri cyumweru, 2.Kabiri mu kwezi, 3. Ikindi gihe kivuge....

10. Ese Club z’isuku mubona hari i cyo zagej e
1. Yego 2. Oya
11. Niba ari yego ni ibiki?
12. Ese mu mihigo yanyu, hari i bi korwa bijya
1. Yego 2.Oya
Il I . Urutonde rw’ i bibazo bigenewe Komit e
13. Club yanyu ifite abanyamuryango bangahe ?.........................
14. Muhura ryari/kangahe?
1. Bur i cyumwer u 2. kabiri mu kwezi
15. Ese mubona uburyo bwo guhura buboroheye ?
1.Yego 2.0ya
16. Niba ari hoya, ni ukuberiki?
17. Ese mubona hari ubundi buryo bwabafasha guhura bwatrohera?
l.yego 2.0ya
18. Niba ari yego, DUV UGE
19. Ese abanyamuryango ba Club bakora i mikor
1.yego 2.0ya
20. Ni ba ari oya biterwa n’iki?

1. Kubura umwanya 2.Ubukene 3.ntago babyitaiNiagikurikirana

21. Ese mubona hari amasomo yakongerwa muyo mwigisha muri club ?
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1. Yego 2.0ya

2 2. Ni ba ari yego yatubwire
1. Kurwanya ihohoterwa
2. Kurwanya ibiyobyabwenge
3. Ibindi.....

23. Ese mubona umurimo wanyu wo giasha club ugenda neza?
1. Yego 2.0ya

24. Niba ari oya hakorwa iki kugirango umurimo wanyu ugende neza?...........

' Il . Urutonde rw’  ibibazo bigenewe umuf &
25. Ese ubuyobozi bw” umudugugu bur asgku?f asha n
1. Yego 2.0ya

26. Niba ari yego bugufasha gute?
1. guhamagaza inama
2. kuyobora inama

3. Ubundi bufasha

27 . Ni ba ari oya, biterwa n’iki?
1. Ntabwo babyitaho
2. Nta mwanya bafite
3. Izindi mpamvu
2 8. Ese wigeze uhugurwa ku mikorere ya club

1. Yego 2.0ya

29. Ese hari mbogamizi zatuma utarangiza neza umurimo wawe wo gufasha club
z'’isuku mu mudugudu ?

1. Yego 2.0ya
30. Niba ari oya. Ni izihe?
1.Umubare wabanyamuryango bitabira ni mu k e

2. Abagize komite ya club ntigahubuwe
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3. Abagize komite ya club ntibitabira

4. Izindi mbogamizi.....
31. Abanyamuryango ba club muhura ryari/kangahe?

1. Buri cyumweru 2. kabiri mu kwezB3,. Ri mwe mu kwezi 4. 1 bind
32. Ese ubona uburyo mukoresha mwiga aribwo bwiza ?

1. Yego 2. Oya

33. Niba ari oya hari ubundi utekereza bwabafasha kurushaho?

1.Yego 2.0ya
34. Ni ba ari yego buvuge

35.Eseusoanuki we neza uko amashusho akoreshwa n
muri kwiga ?

1. Yego 2.0ya
36. Niba ari oya,impamvu ni iyihe?
1. Biragoye kuyakoresha
2. Ntabwo yumvikana
3. Izindi mpamvu.....
37. Ese ubona amasomo yose akdrera kuyigisha
1. Yego 2. Oya
38. Niba ari oya,tubwire agoranye kwigisha

39.Niba hari amasomo agoye kuyigisha cyangwa amashusho agoye kuyakoresha,wumva
hari iki cyakorwa kugirango umurimo ugende neza?

1. Guhindira amashusho

2. Hakenewe andi mahugurwa

3. ibindi bivuge.....

40 . Ese ubona hari i bi ndi bintu club zZ' i su
ubungubu ?
1. Yego 2.0ya

Niba ari yego ni ibihe ,bivuge ...............



41. Ni ibihe bintu byakorwa kugirango umusaruro wanyu wiyongere:

1. Amahugurwa menshi

2. Ibikoresho bihagije

3. Insimburamubyizi

4. Gufashwa gushinga koperative
5. Ibindi

3.9 INFORMED CONSENT

Introduction

We, research teafrom the University of Rwanda, College of Medicine and Health Sciences,
represented by (PI) Dr Theoneste Ntakirutimana from Department of Environmental Health
Sciences. We are conducting the study to Assess the Community Based Environmental
Health Promotia Program (CBEHPP) achievements and its sustainability in Bugesera
District .We are conducting this study in collaboration with Water Aid Rwanda project which
is working in the District Bugesera which is our sponsor.

You have been selected randomly topaet of this study. We would like to identify what
CBEHPP has achieved in 6 piloted sectors of Bugesera District, find out the gaps in
CBEHPP implementation ,identify the challenges in CBEHPP implementation and how
CBEHPP be improved to be addressefiitare for better outcome

Right to participate or withdraw

Participation in this study is voluntary,. If you decide not to be part of this study you will
continue to benefit from Water Aid Rwanda project services without any discrimination.
When accept tparticipate, you will be free to withdraw in case you do not feel comfortable
or for any other personal reason(s). If agree to participate, you will be requested to sign the

consent form which is a proof of your own decision to be part of the study.

Potertial Risks and Benefits

There is no risk or harm that could result from the participation in this study. The information
collected will be used only for the sake of informing Water Aid project about Community
Based Environmental Health Promotion ProgramBEEPP) achievements and its

sustainability in Bugesera District. You will not get direct benefit from this study but the

information provided is likely to contribute to better implementing CBEHPP.
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Confidentiality

Information provided will be stored in comgrs and accessible only to the research team
members and Water Aid project. Your name will never be mentioned in any report, only
codes will be used for the purpose of reporting or publications. All information provided will
be kept confidential.

Certifi cate of consent

| have understood the information provided above and have been informed that the
participation in this study is voluntary and depends on my own decision. | am informed that |
can stop the participation to this study anytime without any é@npa access to and use of

services provided by Water Aid project.

| agree to take part in this study

,,,,,,,,,,,,,,,,,,,

Names of the participant: ééeéeeeeeéééééceceecece

,,,,,,,,,

Signatureééééééééé

,,,,,,,,,,,,,

Names of the Research Assistant éééééeéééeéeééeeé
Signatureéeéeéeéé

Any other additionainformation about the study you can contact the Principal Investigator of
the study,

Dr. Theoneste NTAKIRUTIMANA, 0789453462
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INYANDIKO YEMEZA

IRIBURIRO

Twebwe, itsinda ryb6babashakashat si ri korera
n 6buvuzi, tukaba duhagarariwe muri ubu bushakashatsi na Dr Theoneste Ntakirutimana wo

mu gas hami k6Ubuzi ma bwél bi duki ki je. Tur ak
porogaramy a CBEHPP ndetse ndéduburyo ivyi porogr amdu
kaBugesera Turi mo gukora ubu bushakashatsi hamw
akaba ari Umushinga ukorera mu Uturere twins

ubu bushakashatsi.

Uri umwe mubatoranyijwe ngo ugireuwrare muri ubu bushakashatsi. Turashaka kumenya

i byo kelebe z0isuku zagezeho kuva =zashingw
ndet se noéingamba zakoreshwa kugirango kel eb
buryo burambye.

Uburenganzira bwo kugira uruhare cg kuva mubushakashatsi.

Kugira uruhare muri ubu bushakashatsi ni ubushatse, urabyemerewe. Niba wumva udashaka
kugira uruhare uzakomeza kubona ibyo umushinga wa Water Aid Rwanda waguhaga nta
kibazo kibayemo. Niba wiyemeje kugira uruhare, wemerewavarmo igihe cyose uzumva
udashaka gukomeza cg se kuzindi mpamvu zawe bwite. Niba wemeye kugira uruhare,
turagusaba gusinya uru rupapuro arirwo ruduhamiriza neza ko wemeye kugira uruhare muri

ubu bushakashatsi.

Il ngaruka n’ibyiza

Nta ngaruka cg ikindi kintwkibi kizaturuka mu kugira uruhare muri ubu bushakashatsi.
Amakuru azava muri ubu bushakashatsi azakoreshwa gusa mukugaragagaza ibyo kelebe
z0i suku zagezeho kuva =zashingwa ndetse noéin
zikomeze kubaho no gukora mu parburambye mu karere ka Bugesera. Nta gihembo
uzahita wubona ari ko amakuru uzatanga azadu
zagezeho kuva zashingwa , i mbogami zi kel ebe
zakoreshwa kugirango Kkendoglukea nudbsyo buamizye kwime z e

aka karere ka Bugesera utuyemo.

Kugira ibanga
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Amakuru uzatanga azabikwa ahantu hizewe neza muri mudasobwa kandi itsinda
rydbabashakashat si hamwe ndéumushinga wa Water
kuyareba. Amazina yawe ntago azigera agaragazwa ahantu ahariho hose muri ubu
bushakashatsi ahubwo tuzakoresha ibirango/codes gusa. Amakuru yose azatangwa azabikwa
mu ibanga.

Kwemera gutanga amakuru

Ndahamya ko numvise neza i bi s o hlautushakashbtgiat an z
kandi numvise neza ko kugira uruhare muri ubu bushakashatsi ari ubushake bwanjye.
Nasobanuriwe neza ko nshobora kuvamo igihe cyose mbishakiye ntazindi nkurikizi cyangwa

ngo mpagarikirwe ibyo umushinga wa water Aid wampaga/wangeneraga

Nemeye kugira uruhare muri ubu bushakashatsi

////////////////////

Amazina ybubazwa: ééééééececceceeeceeeééééecece

,,,,,,,,,

///////////////////

Amazina youmushakashatsi:éeéeééeeééeeéeecéecéeécece

,,,,,

Uramutse ukeneye andi makuru arebana nbéubu b
kumwirondoro ukurikira,

Dr. Theoneste NTAKIRUTIMANA, 0789453462
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wiversiryor  College of Medicine and Health Sciences
RWANDA

CMHS Institutional Review Board
26" February 2015
Ref: CMHS/IRB/CZ712015
Dr NTAKIRUTIMANA Theoneste
CMHS, UR

Dear Dr NTAKIRUTIMANA Theoneste

RE: ETHICAL CLEARANCE

Reference is made to your application for ethical clearance for the study entitled “Assessment
of community based environmental health promotion program (CBEHPP) achievements
and its sustainability in Bugesera District.”

Having reviewed your protocol and been satisfied with your revised version incorporating the
comments from the IRB, your study is hereby granted ethical clearance. The ethical clearance
is valid for one year starting from the date it is issued and shall be renewed on request. You
will be required to submit the progress report and any major changes made in the proposal
during the implementation stage. In addition, at the end, the IRB shall need to be given the
final report of your study.

We wish you success in this important study.

Ce:
- Principal College of Medicine and Health Sciences
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