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Message from the President

Sri Lanka Medical Association

Since Independence, Sri Lanka had maintained an outstanding preventive and curative health 
service. This foundation has helped to achieve and maintain excellent health indicators which 
are well above other countries with a comparable economic status. This has been possible due 
to the high level of technical efficiency in the delivery of health care based on good collaboration 
between the medical and other health care professionals and communities.

At present, we are faced with  parallel to preventive and curative care. The basic concept of 
healthy diet, wise food choices and active lifestyle through adaption of proper scientific inputs 
and people-friendly activities, is of paramount importance.

The Diabetes Prevention Taskforce of the Sri Lanka Medical Association has addressed these 
issues with vigorous and scientific consultation through a multi-disciplinary approach. This is to 
be highly commended. The work and dedication put in by the members of the taskforce on a 
voluntary basis is deeply appreciated. This publication by NIROGI Diviya of the NIROGI Lanka 
Project exemplifies the long years of work by the multi-disciplinary team. The publication also 
serves as documentary evidence which can be used by all interested parties as the base docu-
ment to add value in the continuation of the excellent work done by the NIROGI Lanka Project 
to wider audiences.   

Dr Ruvaiz Haniffa
President, Sri Lanka Medical Association 
June 2018
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Message from the Chairperson 

NIROGI Lanka Project

It is my pleasure and privilege to write this message on behalf of the Sri Lanka Medical Associa-
tion’s flagship venture – the NIROGI Lanka Project. As the largest and longest running project of 
the organization, we recall and reflect with pride how volunteerism among our own profession-
als has borne fruit with dividends. The combination of health care professionals from multiple 
disciplines has been our strength since 2004, with the formulation of an expert committee for 
NCDs. The masters of the field of health promotion joined as a group to innovate measures that 
could help prevent the scourge of chronic NCDs in our population. We all know and propose, 
“Prevention is better than cure”. However, the grass root level action required in achieving true 
prevention of a primordial nature is less understood and ill addressed. 

NIROGI Diviya as we aptly called it has been one of the greatest accomplishments of the NIROGI 
Lanka project. The first phase of NIROGI Diviya was initiated in 2009 focused on the prevention 
of diabetes and cardiovascular disease by empowering the suburban population in the district 
of Colombo, through activities that encourage community and family participation. The lesson 
learnt were extremely valuable for all of us – from the Ministry of Health’s point of view as the 
protagonists of policy and strategies of implementation to the non-health sector leaders at cen-
tral and peripheral levels. The community response was amazing. The ripple effect of self-ex-
pansion and sustainability were witnessed at a very low cost per individual. The outcomes were 
such, that as a group, the NIROGI Diviya project leads have the onerous responsibility of sharing 
these experiences in the written and verbal form with the scientific community; entirely with a 
view to institutionalize the process. This is the first ever project of this magnitude that had advo-
cated health promotion towards prevention of NCDs through lifestyle modification in suburban 
populations in Colombo district. 

All these achievements and overcoming challenges was not a simple exercise. The approval 
of the project by the then Secretaries of Health, Dr Athula Kahandaliyanage and Dr Ravinda 
Ruberu is recalled with gratitude. The commitment of true leaders Prof. Diyanath Samarasinghe 
and Dr Sarath Amunugama must be placed on record. The Foundation of Health Promotion and 
University of Rajarata, and in particular Dr Manoj Fernando, academic staff of the department of 
Community Medicine of the University of Colombo, the RDHS of Colombo district, successive 
Directors of the Health Education Bureau, the medical officers of health (MOH) of both Kotte and 
Kolonnawa MOH divisions and other health and non-health sector stakeholders in multitude of 
settings deserve our salutation. On a personal note, the continued commitment of Prof. Carukshi 
Arambepola, who led the NIROGI Diviya team and nurtured the process of health promotion at 
field level with close supervision of health promotion graduates-led community based facilita-
tors, entirely on a voluntary basis, is testament to what a true academic with a wide vision can 
achieve. I acknowledge the support extended by our donor- the World Diabetes Foundation and 
the staff of NIROGI who have become amazing experts of the entire process. It is gratifying that 
all Ministry of Health leaders have now accepted these initiatives with conviction, based on the 
outputs and outcomes, and with a passion for sustaining the task.

Prof. Chandrika N Wijeyaratne

June 2018
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Message from the Project Coordinator

NIROGI Diviya

It is with great pleasure that I pen this message for this Evaluation Report. Purpose of this pub-
lication is to provide scientific evidence on the impact of NIROGI Diviya on lifestyle modification 
of suburban population vulnerable for diabetes and CVD risk. We hope that it would enrich your 
knowledge on the health promotion process, and help you when advocating health promotion. 

We initiated NIROGI Diviya as a small-scale project confined to a few settings in suburban Co-
lombo, but in no time, it expanded and reached an admirable level. Following the success we 
had in the first three years, we were encouraged to further test the health promotion model that 
was established in suburban settings in highly urban CMC areas. We are proud that NIROGI Di-
viya is identified as the first-ever health promotion project conducted in the most urban district 
in Sri Lanka for such a long period. 

In NIROGI Diviya, we have tried our best to uphold the principles of health promotion, without 
exerting undue influence on the process. A bottom-up approach was used at all times for active-
ly engaging the participants in decision making on lifestyle modification, and thereby empower-
ing them to decide on their own health. We paid greater attention to initiating a health promotion 
process in settings, rather than activities that took place in groups, and also to the transfer of 
leadership, skills and competencies from leaders to others in the settings, so that the objective 
of health promotion could be truly achieved. In doing so, we failed badly in some settings, which 
we attribute to being unavoidable in health promotion, while in other settings, we were success-
ful to a great extent.  

There were several novel approaches used in NIROGI Diviya, from recruiting BSc graduates in 
health promotion as ‘HP trainers’ at field level, to training lay persons from the non-health formal 
and informal sectors as ‘health promotion facilitators’ to take the lead in their own settings with 
no financial or non-financial incentives. 

As the coordinator of NIROGI Diviya project, it was rewarding to work along with an able team for 
seven long years since August 2009. The technical expertise provided by Prof. Diyanath Sama-
rasinghe led team during the first three years is gratefully appreciated. I personally thank them 
and everyone in the central team who worked in an honorary capacity towards the success of 
NIROGI Diviya. There had been many barriers that we faced, which we overcame with the kind 
support extended by the Ministry of Health, RDHS (Colombo) and PDHS (Western Province). I 
appreciate the commitment of our HP trainers and the support extended by multiple disciplines, 
including the colleges of community physicians of Sri Lanka and general practitioners, the coor-
dinators of the project who were an immense strength for me, academic staff of the department 
of Community Medicine for their continued support and encouragement, and Ms AG Thanuja 
and the SLMA for their fullest support in timely financial transactions. Above all, I thank profusely 
Prof. Chandirka Wijeyaratne, Chairperson of the project who placed her trust in me and sincerely 
supporting me throughout all the endeavours and as a true leader, had no hesitation in appreci-
ating our hard work at every given opportunity.         

I sincerely hope that this Evaluation Report would be of use to you in initiating health promotion. 

Prof. Carukshi Arambepola
June 2018
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ABSTRACT

The burden of non-communicable diseases (NCD) has rapidly increased worldwide, including in 
Sri Lanka. The NIROGI Lanka Project was initiated in 2009 with the objectives of improving the 
quality of diabetes care and strengthening the primary prevention of diabetes and cardiovas-
cular (CVD) risk, particularly in the low- and middle-income groups in Sri Lanka. NIROGI Diviya 
has been one of its major components carried out in two phases until 2016. During first phase 
(2009-2012), a community-based programme was initiated with the objective of empowering the 
vulnerable populations through activities that encourage community and family participation in 
schools, workplaces and community settings in a suburban area of Colombo (Kolonnawa and 
Kotte areas). The programme was conducted in groups of 15-25 participants led by a ‘health 
promotion facilitator (HPF)’ in each setting. The overall programme was supervised by ‘field 
trainers’ who are experts in community-based health promotion. 

At the end of three years, an evaluation was carried out by an independent research team to 
assess the extent to which health promotion has had an impact on the individuals and their 
associates, and to describe the underlying social, behavioural and other factors affecting their 
behaviour change. This evaluation study used multiple approaches of quantitative and qual-
itative data, as well as primary and already available data. The evaluation consisted of three 
components. 

The first study component was a secondary data analysis based on the already available records 
of field trainers, to describe the functionality of settings and the indicators used for assessing 
behavioural changes. The settings of NIROGI Diviya project have expanded from 28 primary 
settings to 133 secondary and tertiary settings in both Kolonnawa and Kotte areas from August 
2009 to April 2012. Of these, only 101 (75.9%) were functioning at the time of project evaluation. 
Out of the functioning settings, 13.8% (n=14) were institutions, 3.8% (n=4) were schools and a 
great majority (82.2%, n=83) were community settings. Of these, 16 (15.8%) were categorized 
as highly functional (4 workplaces, 1 school and 11 communities; 8 in each area), which were 
autonomously functioning with minimum inputs from field trainers.  

The majority of secondary and tertiary settings have been developed in community settings, and 
none in school settings. The number of participants of these settings have expanded from an 
initial 500 to 6583 individuals, of whom 4962 (75.4%) were remaining in the programme at the 
time of evaluation. Some of the key indicators that were developed and measured in the settings 
included: exercise and physical activity being part of life, dietary habits becoming better than 
before, BMI  becoming near normal, better mental wellbeing, time spent watching television 
becoming less, advertisements being viewed critically, happiness in the family, reduced alcohol, 
reduced smoking and saving money.

The second study component was a community-based cross-sectional study to describe the 
‘adequacy of health promotion’ in the functioning settings, the behavioural changes of partic-
ipants and their associates, their level of knowledge on NCD risk factors, and the transfer of 
skills. For this purpose, out of the 101 functioning settings, 35 were randomly selected and a 
total of 407 participants were interviewed using an interviewer-administered questionnaire on 
socio-demographic data, behaviour in the individual assessed using a 10-point Likert scale be-
fore and after the programme, intention to change, change of behaviour among family and other 
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groups, knowledge on common NCD risk factors and transferring of the message to others. 

Based on the study findings, majority in the sample consisted of females (78.9%) and married 
persons (84.3%). The overall functionality of the selected settings was satisfactory, as evident 
by nearly half of the participants developing (48.6%) and using (45.7%) indicators to measure 
health; 71.4% and 42.9% of the participants claiming to be eating more healthy food and be-
ing more physically active after the programme; and more than 94% wanting to be in the pro-
gramme as well as motivate others to join the programme. 

With regards to group change in the diet, participants in the healthiest behaviour group were 
much higher in number after the programme in all aspects of the diet that were studied, com-
pared to that before the programme. With regards to individual change in the diet, at least more 
than 100 (25%) participants have moved towards healthier dietary options (small or moder-
ate change towards desired behaviour) in relation to every dietary practice assessed. All these 
changes were significant (p<0.05 using Wilcoxan paired test). The largest change was in taking 
more green leaves (52.1%) followed by more fruits (51.6%) and more vegetable (50.9%). In 
contrast, 37.8% reduced the amount of salt in their diet, while 38.4% and 30.2% reduced the 
amount of sugar-based food items and sugary drinks, respectively. The reduction in fast foods, 
processed foods and unhealthy snacks were observed in 34.1%, 26.8% and 25.8%, respec-
tively. 

With regards to group change in physical activity, size of the least healthy behaviour group has 
decreased from 51.4% to 29.0% in daily activities, from 70.2% to 53.3% in daily exercises, 
and from 17.4% to 8.6% in viewing television, after the programme. With regard to individual 
changes, 47.7% perceived an increase in their daily activities, 33.4% in the amount of exercises 
done and 42% in walking, in contrast to 38.1% reporting a decrease in the time spent watching 
television (p<0.05).   

Among the users, reduction in the consumption of alcohol and smoking was less (22%-29%), 
when compared to dietary and physical activity changes. With regard to mental and social well-
being, more than 20% perceived a positive change towards better mental and social health in 
relation to happiness (41.0%), healthy relationships with family (25.8%) and friends (24.3%), 
anger control (31.8%), time management (24.3%), belongingness to society (23.1%) and saving 
money (23.1%).   

With regards to the family level change in behaviour, more than 50% perceived that the family 
members have changed towards a healthy diet except in the area of salt reduction, which was 
45%. Also, 32.1% reported that there has been an increase in walking and/or cycling in family 
members while it was 27.4% for increasing exercise. Reduction in the time of family watching 
television was reported as 45%. 

Basic knowledge about the common risk factors such as obesity, inactivity, diabetes, smoking 
stress and hypertension was more than 80%. The intention to change behaviour was quite low 
(<20%) among those who have not shown any change already in the diet, physical activity, alco-
hol intake and smoking. More than 75% stated that they could carry the health message forward 
and that they can motivate others into the programme. 

The third study component was a qualitative inquiry to complement component 2 in assessing 
the underlying social, behavioural and other factors of behavioural change, barriers and benefits 
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of the programme, the transfer of skills and areas that need further strengthening. The qualita-
tive inquiry suggested that there have been substantial positive changes in individuals and their 
families mainly in the areas of diet and activity and to a lesser extent in the mental and social 
aspects. The main barriers to change were the lack of knowledge on healthy eating, media pro-
motion of unhealthy foods and the cultural attitudes towards physical activity.  

With the strengthening of field trainers, the programme could be used as an effective model 
which is low cost and culturally appropriate for empowering communities in the prevention of 
diabetes and reducing the CVD risk.  

Key words: Health promotion, Non communicable diseases, Evaluation 
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1. BACKGROUND 

The burden of non-communicable diseases (NCDs) has rapidly increased worldwide. In Sri Lan-
ka too, a change in the disease pattern is observed. In 2001, 71% of all deaths in Sri Lanka 
were due to chronic NCDs such as diabetes mellitus, cardiovascular disease (CVD), cancer 
and chronic respiratory diseases. Chronic NCD mortality is reported to be 20-30% higher in Sri 
Lanka than in many developed countries (World Bank, 2008). According to the Annual Health 
Bulletin, coronary heart disease has been the leading cause of hospital deaths in Sri Lanka since 
1997 (Ministry of Healthcare and Nutrition Sri Lanka, 2007). Projections done for the period of 
2005-2010 based on the indoor morbidity data from 1981 to 2000 of the Medical Statistical Unit 
reveal that there would be an exponential increase in hospitalizations due to diabetes mellitus, 
hypertension and ischaemic heart disease (Premarathna, et al., 2005).  

The NIROGI Lanka (National Initiative to Reinforce and Organize General diabetes care In 
Sri Lanka) project was initiated in 2009 with the objectives of improving the quality of diabetes 
care and strengthening the primary prevention of diabetes and cardiovascular disease (CVD) 
risk, particularly in the low- and middle-income groups in Sri Lanka. One major component of 
the NIROGI Lanka project was named NIROGI Diviya, which focused on empowering the vul-
nerable populations in defined areas in the district of Colombo, to prevent diabetes and reduce 
the risk of CVD through promotion of healthy lifestyles. This component was conducted in two 
phases until 2016. The first phase of NIROGI Diviya (2009-2012) focused on various settings in 
suburban areas, with the objective of empowering the public through low cost, culturally appro-
priate and sustainable health promotion activities that encourage community, group and family 
participation. Health promotion as defined by the World Health Organization (1986) is “the pro-
cess of enabling people to increase control over, and to improve, their health”. In practice, inter-
ventions that are classified under health promotion vary considerably. The key features include: 
the interventions being led or owned by the group rather than by ‘external experts’, attention 
paid to underlying causes or determinants, more reliance on generating a process rather than on 
‘one-off’ activities, emphasis on continuous monitoring of the early changes or outcomes, and 
feedback from which is used to guide the steps that follow. 

In August 2009, the NIROGI Diviya project was initiated in 30 schools, workplaces and commu-
nities in Kolonnawa and Kotte Medical Officer of Health (MOH) divisions that represented the 
suburban areas of Colombo district. Informal leaders from health and non-health sectors were 



N I R O G I  L A N K A  P R OJ E C T  |  E VA L U AT I O N  R E P O R T

2

selected from the settings as “health promotion facilitators (HPF)” to give leadership to initiate a 
health promotion process in each setting. The programme was conducted among active groups 
of 15-25 participants in each setting led by an HPF. Their contribution was entirely on a voluntary 
basis and their training was built into the programme, which was based on health promotion 
principles. Behavioural changes were focused on the areas of diet, physical activity, mental 
wellbeing, and tobacco and alcohol use. There were “field trainers” who are BSc graduates in 
health promotion from the Rajarata University of Sri Lanka. They worked within defined areas to 
coordinate the activities in health promotion settings. 

The project intentionally avoided a detailed baseline assessment and subsequent reviews at 
regular time intervals, as it could unduly distract the health promotion process to be set up in 
each setting. Also, the time taken to establish this process, as well as the indicators and meth-
odology used by participants for evaluating their own progress varied widely among the settings. 
Therefore, a systematic evaluation was carried out at the end of first phase of the project by an 
independent team of researchers who had not been previously involved with any project work.   

This evaluation looks into the extent to which health promotion has had an impact on the be-
haviour and the extent to which it fulfilled the expectations of the participants. The evaluation 
was targeted to assess the functionality and adequacy of the programme, perceived behaviour 
changes after the introduction of NIROGI Diviya programme, underlying social and behavioural 
factors (barriers and benefits) that influence the behaviour change, transfer of motivation skills, 
and the areas that needs to be strengthened.
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2.  OBJECTIVES OF THE 
EVALUATION

1. To assess the functionality of health promotion settings in the project area

2. To describe the adequacy of health promotion in the functioning settings 

3. To assess the perception of behavioural change as individuals, as a group and in the 
family at the end of the programme

4. To assess the level of knowledge on NCD risk factors at the end of the programme

5. To identify the underlying social and behavioural factors that influence behaviour 

6. To assess the transfer of skills of motivation to one another in a setting

7. To assess the areas that need to be strengthened
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3. METHODS

A discussion with several stakeholders of the NIROGI Diviya project (e.g. project chairperson, 
NIROGI Diviya coordinator, head of the technical group in health promotion, director of Health 
Education Bureau, consultants in NCD Unit of the Ministry of Health) was carried out initially to 
assess the evaluation needs of the programme. Interviews were carried out using a structured 
format (Annex 1). The study included three components: 

COMPONENT 1 

A secondary analysis of the already available data of field trainers to describe the functional-
ity of health promotion settings, and the indicators used by settings for assessing behavioural 
changes

COMPONENT 2

A community-based cross-sectional study to describe the adequacy of health promotion in 
functioning settings, the behavioural change of participants and their associates, their level of 
knowledge on NCD risk factors, and the transfer of skills

COMPONENT 3 

A qualitative study in the form of in-depth interviews to explore the circumstances and underlying 
social, behavioural and other factors important for behavioural change, barriers and benefits of 
the programme, the transfer of skills and areas that need further strengthening in the programme
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3 1. Component I

The data collection was carried out from January 2012 to March 2012. Initially, the principal 
investigator (PI) contacted the field trainers to obtain information on the initial settings and their 
spread. 

First, the total number of workplaces, schools and communities where the programme had been 
initiated was confirmed, which was 133 in total. Each of these settings was given a unique num-
ber. Next, the functionality of each setting was assessed by inquiring from the field trainers about 
the current status of the setting. 

The initial settings of the project were named as “primary” settings. The settings arising from 
primary settings were categorized as “secondary”, and those arising from the secondary were 
further categorized as “tertiary” settings. The flow in which the settings were established in Kotte 
and Kolonnawa MOH divisions was recorded (Annexes 2 and 3, respectively). 

The documents maintained by field trainers of their settings were perused for identifying the in-
dicators used for monitoring the health promotional activities. Since these indicators had been 
developed by participants themselves, they were unique to each setting and therefore, the set 
of indicators used for follow-ups in the project was of a wide variety. Of these, the most com-
monly used ones were identified. Further, during the programme monitoring, progress of the in-
dividuals/settings was not assessed at regular intervals, although statements of people attend-
ing the meetings have been recorded with the number who said these indicators have changed. 
Therefore, these data were not useful in analysing the change in behaviour over time, and it was 
decided to assess the behaviour change as perceived by the individuals. However, the above 
indicators were used to identify items for the formulation of questions to assess perceived be-
havioural changes among participants and their peer/family. 

Accordingly, the settings were categorized as “functioning” (currently existing) and “non-func-
tioning” (currently non-existing). Each functioning setting was further categorized as “highly 
functional” and “moderately functional” according to the way the meetings were held in the 
setting. Highly functional settings required minimal inputs from the field trainer (autonomous 
settings) while the moderately functional settings depended more on the field trainers (de-
pendent settings). 
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3 2. Component II

A cross-sectional study was carried out from April to July 2012.

3 2 1. Study setting

The study was carried out in Kolonnawa and Kotte MOH divisions, where the NIROGI Diviya 
project has been carried out.  

3 2 2. Study population

All in the functioning settings were considered as the study population. The functioning settings 
(currently existing) were 101 in total by the end of 2012. 

3 2 3. Study unit

Participants of the selected settings                                                                      

3 2 4. Sample size

The investigators decided to limit the study to a manageable sample of settings, considering the 
time availability and logistical constraints. Accordingly, it was decided to study 35 out of the 101 
functioning settings (approximately 1/3 of the total number of settings). 

Next, the field trainers were requested to give the approximate number of participants in a set-
ting. The minimum number of participants in a setting was 18 while the maximum was 116. In 
order to decide on the number of participants to be recruited from each setting for assessing 
the adequacy of a setting, Lot Quality Assurance Sampling (LQAS) technique was adopted. 
LQAS system is a quality control technique used as a monitoring tool that tests whether a given 
threshold value is achieved or not, rather than producing estimates for an indicator (Valadez, 
1991). In the current study, the LQAS technique assessed whether a ‘lot’ (i.e. a setting) was 
‘adequate’ in achieving the given threshold in behaviour changes, and thereby its adequacy in 
health promotion. 

To label a setting as “adequate in health promotion”, a triage system based on pre-determined 
criteria was defined, with the support of specialists in public health (Annex 4). The criteria used 
were the probability of detecting a setting with ≥80% with positive behavioural change and the 
probability of detecting a setting with ≤50% with positive behavioural change. Accordingly, it 
required 14 individuals to be recruited from each selected setting, and when 10 or more per-
sons with ‘positive behaviour change’ were observed, that setting to be labelled as “a setting 
adequate in health promotion”. With this criteria, the provider risk was 13% (100- sensitivity), 
and consumer risk was 9% (100-specificity). Therefore, the final sample was 490 participants, 
recruited from 35 functioning settings, with 14 per setting.
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3 2 5. Sampling method

The 35 settings were randomly selected from the functioning ones, stratified according to the 
workplaces, schools and communities. Table 1 shows the distribution of the settings after ran-
dom selection. From each selected setting, 14 individuals were selected randomly from a list of 
all individuals, which was compiled by the field trainers.

Table 1: Distribution of the settings selected for the study

Type of setting No. of setting chosen Total chosen

Kolonnawa Kotte No. %

Workplace 3 4 7 20.0
School 1 1 2 5.7
Community 11 15 26 74.3

Total 15 20 35 100.0

However, during the data collection, it was noted that from certain settings it was extremely diffi-
cult to recruit 14 individuals as planned. Thereafter, the total number of participants in the setting 
was taken into account.  In all the settings where the ratio of the number studied to the number 
actually in a setting was less than 0.8, it was decided to study a lower number of participants. 
Eight and 12 individuals were studied with the triage number being 3 and 4 for an upper thresh-
old of 80% coverage and a lower threshold of 50% coverage in the LQAS design although with 
higher provider and consumer risks
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3 2 6. Study instrument

An interviewer-administered questionnaire was developed with the expert opinion of health pro-
moters, community physicians and psychiatrists (Annex 5). 

This questionnaire consisted of the following: 

The questionnaire was initially developed in English language and thereafter translated into Sin-
hala language (Annex 6). A pre-test was carried out among individuals in a setting, which was 
not selected for the study. 

3 2 7. Data collection

Pre-intern medical graduates were recruited to collect data. They were trained on two days on 
the recruitment of individuals for the study and on uniform data collection. The eligible partici-
pants were contacted with the help of field trainers. Informed verbal consent was obtained. All 
measures were taken to ensure privacy of participants and confidentiality of the information 
obtained. 

A Triage questions on the adequacy of health promotion in functioning settings 
– These questions assessed the development and use of indicators to measure 
health, change in the diet and activity level, the plan to stay in the programme, 
and to bring others to the programme.  

B Socio-economic data – Age, duration of stay at the current residence, sex, ethnicity, 
religion, marital status and the educational level were assessed. 

C Behaviour related to the diet, physical activity, alcohol and smoking, mental and 
social health of individual – This was assessed using a 10-point Likert scale. In 
the scale, 1 indicates the ‘lowest level’ while 10 indicates the ‘highest level’ of the 
given behaviour. Participants were requested to indicate their level before the 
introduction and after completion of the NIROGI Diviya programme. 

D Intention to change – This was recorded from those who reported ‘no change in 
behaviour after the programme’. 

E Change of behaviour among family – An increase, reduction or no change in 
family members with regards to behaviour after the programme was assessed.

F Knowledge – Knowledge on common NCD risk factors was assessed.

G Transfer of skills – Both group functioning and transferring of message to others 
were assessed. 

1 2 3 4 5 6 7 8 9 10
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3 2 8. Data analysis

Data were analysed using the statistical package for social science (SPSS) version 20.  

The change in behaviour was assessed before and after the programme using Wilcoxon matched 
paired test, which takes into account both the direction of change as well as the magnitude of 
change. 

The analysis was carried out in the following manner.

The adequacy of health promotion in selected settings was determined using the ‘sub-sys-
tems’ given below– 

A Process of behavioural change – Developing at least one indicator to assess 
behaviour change and carrying out at least one measurement using the indicators 

B Behavioural change – Change in behaviour in relation to the intake of reduced 
amount of sugar/sugar based food products and being more physically active 
after the programme

C Motivation to continue changing behaviour – Indicating motivation to be in 
the process and showing motivation to bring others into the programme  
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A Group change when each behaviour of the whole group was categorized before and 
after the programme into three groups of behaviour, the categorization being;

When the desired behaviour is a re-
duction (e.g. salt intake)

When the desired behaviour is an in-
crease (e.g. intake of fruits)

Score Group Score Group

1-4 Low level 1-3 Low level
5-7 Moderate level 4-6 Moderate level
8-10 High level 7-10 High level

B Individual change when each behaviour of the individuals was scored on a 10 point 
scale before and after the programme, and the change of score categorised into four 
groups of behaviour, the categorization being;

When the desired behaviour is an increase (e.g. intake of fruits)

Change of score1 Group

Decreased Change to less healthy behaviour 
No difference No change 
Increased by 1 – 3 Small change towards healthier behaviour
Increased by > 3 Moderate change towards healthier behaviour
When the desired behaviour is a reduction (e.g. salt intake)

Change of score1 Group

Increased Change to less healthy behaviour 
No difference No change 
Decreased by 1 – 3 Small change towards healthier behaviour
Decreased by  > 3 Moderate change towards healthier behaviour

1Change of score from ‘before’ the programme to ‘after’ the programme 
 
Example: Amount of salt taken per day – a decrease in score from 8 to 4 indicates a 
moderate change towards healthier behaviour; an increase in score from 5 to 7 
indicates a change towards less healthy behaviour          
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C Individual change when each behaviour of the individuals was scored on a 10 point 
scale before and after the programme and the shift of group (low, moderate, high) 
categorised into three groups of behaviour, the categorization being;

When the desired behaviour is an increase (e.g. intake of fruits)
Shift of category2 Group
Moved down Shift to a less healthy group 
In the same category No change 
Moved up Shift to a healthier group
When the desired behaviour is a reduction (e.g. salt intake)
Shift of category2 Group
Moved up Shift to a less healthy group 
In the same category No change 
Moved down Shift to a healthier group

2 Shift of category from ‘before’ the programme to ‘after’ the programme  
 
Example: Amount of salt taken per day – shifting from moderate to low category indicates 
a change towards healthier behaviour; shifting from low to moderate category indicates 
a change towards less healthy behaviour 
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3 3. Component III

In this component, in-depth interviews were conducted with the participants from different set-
tings from April to July 2012 to complement the findings of component II.

3 3 1. Selection of the sample

It was decided to select participants from workplaces, schools and communities. Additionally, 
four family members of the participants in community settings were interviewed. A total of 16 
interviews were carried out. A detailed description of participant selection for the in-depth inter-
views is shown in Table 2.

Table 2: Description of the number of in-depth interviews 

Category Number
Workplaces 4 (2 from each area)
Schools 4 (2 from each area)
Community 4 (2 from each area)
Family 4 (2 from each area)

Total 16

The number of participants to be interviewed was decided in relation to attainment of theoretical 
saturation point, as intended by the objectives of the study. Participants were selected using 
purposive sampling technique.

3 3 2. Study instrument

An in-depth interview guide was used to facilitate the discussion and collect information (Annex 
7). The topics and questions in the guide were formulated to encourage discussion on benefits 
and barriers, and the uniqueness of this programme. The guide contained: 

• General open-ended questions designed to open and stimulate the discussion

• Specific questions to collect information on benefits, barriers and uniqueness and 
the process which led to its functionality 

• Probe questions to get in-depth information on opinion, factors, reasons etc.

This in-depth interview guide was pre-tested in two groups of participants from Pitakotte MOH 
area to assess whether the questions and probes led to the anticipatory range of responses. 
Changes were made as necessary, prior to conducting the in-depth interviews.
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3 3 3. Data collection 

The PI was responsible for conducting and analysing the interviews, while the pre-intern medi-
cal graduates assisted her in carrying them out. The field level trainers helped in identifying the 
people from the community. Interviews were carried out at a place convenient for the participant 
after making prior appointments. The interviews were recorded and then transcribed from tape 
to text on the same day. Thematic analysis was done on qualitative data to describe behavioural 
change, identify individual benefits barriers of the programme and to identify the transfer of mo-
tivational skills. Analysis was an iterative process of coding, recording, displaying, reducing and 
summering to themes. 

3 3 4. Ethical considerations

All the participants were informed of the purpose of the study, content and the mechanism of 
data collection. They were assured that all information provided would be considered as ‘strict-
ly confidential’. Informed verbal consent was obtained prior to enrolling for the study. No person-
al identification data were collected.
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4. RESULTS

4 1. Component 1

Data from the field trainers are summarized below. 

A total of 101 (75.9%) setting were reported to be functional by end of three years, out of the 
133 settings where health promotion had been introduced through HPFs. Of the 101 functioning 
settings, 13.8% (n=14) were workplaces and 3.8% (n=4) were schools, while the great majority 
(82.2%, n=83) were community settings (Table 3).  
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Table 3: Distribution of all the settings according to functionality (N=133) 

Setting  Type No. of settings 

Functioning
Not function-

ing Total 

KOLONNAWA

Workplaces 

Primary 3 4 7
Secondary 2 0 2
Tertiary 1 0 1
Total 6 4 10

Schools 

Primary 1 4 5

Secondary 0 0 0
Tertiary 0 0 0
Total 1 4 5

Community

Primary 0 3 3
Secondary 28 2 30
Tertiary 10 3 13
Total 38 8 47

Total for KOLONNAWA 45 16 61

KOTTE

Workplaces 

Primary 2 2 4   

Secondary 6 3 9
Tertiary 0 0 0
Total 8 5 13

Schools 

Primary 3 2 5
Secondary 0 0 0
Tertiary 0 0 0
Total 3 2 5

Community

Primary 7 0 7
Secondary 38 9 47
Tertiary 0 0 0
Total 45 9 54

Total for KOTTE 56 16 72

Total for the PROJECT 101 32 133
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Table 3 further shows that in Kolonnawa MOH division, the HPFs have started 61 settings out of 
which 45 (74.0%) were currently functional. There were 3 primary workplaces and 2 secondary 
level workplaces. The majority of secondary and tertiary settings have been developed only in 
the community. Only one school in Kolonnawa was functional and there had not been any other 
setting that had later developed.

In Kotte MOH division, of the 72 settings approached by HPFs, 56 (78.0%) were functioning by 
end of three years. In the community, there were 7 primary settings and 38 secondary settings 
that were functional. Of the workplaces, there were only 2 primary and 6 secondary settings that 
were functioning. Only three schools were functioning and had no secondary or tertiary level 
schools. 

Table 4: Distribution of the functioning settings according to the level of functionality 

(N=101)

Setting Level of functionality No. of settings Total  

Kotte Kolonnawa

W
or

kp
la

ce
s Highly functional 0 4 4

Moderately functional 8 2 10

Total  8 6 14

Sc
ho

ol
s Highly functional 0 1 1

Moderately functional 3 0 3
Total  3 1 4

C
om

m
u-

ni
tie

s

Highly functional 8 3 11

Moderately functional 37 35 72
Total 45 38 83

Total no. of setting 56 45 101

Table 4 shows the distribution of functioning settings further classified as ‘highly functional’ and 
‘moderately functional’, as defined by the independence shown of the participants at meetings 
in their setting. Out of the total functioning settings, 16 (15.8%) were categorized as highly func-
tional, with 8 in each area. Highly functioning workplaces were seen only in Kolonnawa area, and 
were 4 in number. There were 8 moderately functioning workplaces in Kotte and 2 in Kolonnawa 
areas. In the school settings, there was only 1 school that was highly functional and it was in 
Kolonnawa. In the community settings, 13% (n=11) were highly functional. 
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Table 5: Total number of participants in health promotion settings

Participants Kotte Kolonnawa Total

No. of participants recruited 3899 2446 6583
No. of participants in the functioning settings 2987 1975 4962

The total number of participants engaged in health promotion is given in Table 5. A total of 6583 
individuals were recruited between August 2009 and April 2012 as members of the active group 
in settings. However, only 4962 participants (75.4%) remained in the 101 settings that were 
functional by end of three years. There were 1621 participants to whom the programme has 
been introduced but were not currently functioning (not existing) as a health promotion setting. 

The indicators that were commonly developed by the participants and measured in health pro-
motion settings were selected from the records of the field trainers. 

The commonly used indicators were -
• Exercise and physical activity being part of life
• Dietary habits better than before
• Body mass index becoming near normal
• Mental wellbeing better
• Time spent watching television is less
• Food advertisements are viewed critically  
• Happiness in the family
• Reduced alcohol consumption
• Reduced smoking

• Saving more money 
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4 2. Component 2

4 2 1. Response from the participants  

The sample size for the cross-sectional study was 490. The participants were selected randomly 
as described in section 2.2. Of the participants initially selected, a total of 407 subjects were 
successfully interviewed. A total of 83 participants were unavailable despite many attempts to 
contact them. They were considered as non-respondents. The response rate at this stage was 
83.1%. This can be considered as satisfactory for a community-based study that involves a 
selected group of people who have volunteered to participate in a health promotion programme.  

4 2 2. Description of the study sample 

The sex ratio of males to females was 1:3.8. Table 6 shows that most of the study participants 
(93.4%) were Sinhalese. The main religion of the study group was Buddhism (92.4%), followed 
by Islam (3.9%), Christianity (2.0%) and Hinduism (1.0%). Majority were married (84.3%) and 
had an education of G.C.E O/Level or above (58.8%). 

Table 6:  Socio-demographic and economic characteristics of participants (N=407) 

Socio- demographic and economic characteristics No. %

Sex 
Female 321 78.9
Male 86 21.1
Ethnicity 
Sinhala 380 93.4

Tamil 8 2.0

Moor/Malay 16 3.9
Burgher 3 0.7
Religion 
Buddhist 376 92.4
Hindu 4 1.0
Christian 8 2.0
Islam 16 3.9
Other 3 0.7
Civil status 
Never married 57 14.0
Currently married 343 84.3
Separated /Divorced 4 1.0
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Other 3 0.7
Highest educational level 
No formal education 5 1.2
Grade 5 39 9.6
Grade 6-10 124 30.5
G.C.E. O/Levels 137 33.7
G.C.E. A/Levels 81 19.9
Higher education (University/diploma/technical) 21 5.1

4 2 3. Type and status of the settings  

Table 7 shows that the majority of participants were from community settings (73.0%) and those 
which were secondary and tertiary settings in nature (62.9%). 

Table 7:  Type and status of the settings of participants (N=407)

Type and status of setting No. %

Type of setting
Workplace 82 20.1
School 28 6.9
Community 297 73.0
Status of the setting 
Primary 151 37.1
Secondary 167 41.0
Tertiary 89 21.9

4 2 4. Overall adequacy in health promotion of the settings 

Table 8 shows the ‘adequacy in health promotion’ of the participants in Kotte area using different 
indicators through LQAS assessment. Adequacy was assessed within each setting using six 
indicators. The individual assessment of each setting is given in Annex 8.
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Table 8: Distribution of the “adequacy in health promotion” of settings in Kotte area (N=20)

Setting

Process of behaviour 
change

Behaviour

 change
Motivation to continue 
behaviuor change

Developed 
indicators

Used in-
dicators

More 
healthy 
food

More 
active

Want to 
stay in 
the pro-
gramme

Want to 
bring oth-
ers to the 
programme

Workplace 1/5 0/5 2/5 1/5 4/5 4/5
School 0/2 0/2 1/2 0/2 1/2 1/2
Community 7/16 7/16 10/16 7/16 13/16 14/16
Total 8/20 7/20 13/20 8/20 18/20 19/20

Percentage 40.0% 35.0% 65.0% 40.0% 90.0% 95.0%

Table 9 shows the ‘adequacy in health promotion’ of the settings in Kolonnawa area when as-
sessed by LQAS. For each setting, the number of adequacy is shown. The individual assess-
ment of each setting is given in Annex 9.

Table 9: Distribution of the “adequacy in health promotion” of settings in Kolonnawa area 
(N=15)

Setting 

Process of behaviour 
change

Behaviour 

change 
Motivation to continue 
behaviour change

Devel-
oped indi-
cators

Used in-
dicators

More 
healthy 
food

More 
active

Want to 
stay in 
the pro-
gramme

Want to 
bring 
others to 
the pro-
gramme

Workplace 2/3 2/3 2/3 2/3 3/3 3/3

School 1/1 1/1 1/1 1/1 1/1 1/1

Community 6/11 6/11 9/11 4/11 11/11 11/11
Total 9/15 9/15 12/15 7/15 15/15 15/15

Percentage 60.0% 60.0% 80.0% 46.7% 100.0% 100.0%

The overall ‘adequacy in health promotion’ using all the indicators was higher in the Kolonnawa 
area, although the established settings was higher in number in the Kotte area.

Table 10 shows the level of ‘adequacy in health promotion’ of each type of settings (community, 
school and workplace) in both Kotte and Kolonnawa areas assessed by LQAS using six indica-
tors. ‘Adequacy in health promotion’ of all the settings varied according to the indicator used. 



N I R O G I  L A N K A  P R OJ E C T  |  E VA L U AT I O N  R E P O R T

25

When the process of behaviour change was assessed, the percentage adequacy was around 
46-49%, while for the behaviour change, the percentage adequacy was 43%-71%. However, 
when the percentage adequacy was assessed for the motivation to continue behaviour change, 
the percentage of adequacy was more than 90%. The individual assessment by the type of set-
tings is shown in Annex 10.

Table 10: Distribution of the “adequacy in health promotion” of different types of settings 
(N=35)

Setting

Process of be-
haviour change

Behaviour 
Change

Motivation to continue 
behaviuor change

Devel-
oped in-
dicators

Used  
indica-
tors

More 
healthy 
food

More 
active

Want to 
stay in 
the pro-
gramme

Want to 
bring 
others to 
the pro-
gramme

Total in workplaces 3/7 2/7 4/7 3/7 7/7 7/7
Total in schools 1/2 1/2 2/2 1/2 2/2 2/2
Total in communities 13/26 13/29 19/29 11/29 24/29 25/29
Total 17/35 16/35 25/35 15/35 33/35 34/35

Percentage (48.6%) (45.7%) (71.4%) (42.9%) (94.3%) (97.1%)
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4 2 5. Change in the behaviour among individuals

Change in the individual behaviour was assessed in relation to diet, physical activity, alcohol, 
smoking, mental health and social health.  Practices before and after the NIROGI Diviya pro-
gramme as recalled and perceived by the participants were rated on a 10-point scale. The 
changes were assessed in the following manner (Refer methodology for details in categorization 
in Section 2.2.8).

4 2 5 1. Diet   

A. Group change in the diet 

When the percentages were compared (Table 11), it was noted that participants in the healthiest 
group was higher after the programme compared to the number before the programme in all 
aspects of the diet that were studied. However, the percentage that changed varied according 
to different dietary attributes.

A Group change when each behaviour of the whole group was categorized before and 
after the programme into three groups of behaviour (low, moderate, high) 

B Individual change when each behaviour of the individuals was scored on a 10 point 
scale before and after the programme, and the change of score categorised into four 
groups of behaviour   

C Individual change when each behaviour of the individuals was scored on a 10 point 
scale before and after the programme and the shift of group (low, moderate, high), 
categorised into three groups of behaviour
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Table 11: Changes in the group relatedAsd to dietary practices (N=407)

Dietary 
practice

Behaviour 
group

Before1 After1

No. % No. %

Fruits
Low 211 51.8 88 21.6
Moderate 166 40.8 221 54.3
High 30 7.4 98 24.1

Vegetables
Low 161 39.5 49 12.0
Moderate 203 49.9 236 58.0
High 43 10.6 122 30.0

Green leaves 
Low 153 37.6 58 14.3
Moderate 193 47.4 208 51.1
High 61 15.0 141 34.6

Salt 
Low 41 10.1 105 25.8
Moderate 291 71.5 275 67.6
High 75 18.4 27 6.6

Deep fried 
food 

Low 229 56.2 323 79.4
Moderate 126 31.0 66 16.2
High 52 12.8 18 4.4

Amount of 
processed 
food eaten a 
day  

Low 311 76.4 532 86.5
Moderate 76 18.7 49 12.0

High 20 4.9 6 1.5

Bread
Low 192 47.2 299 73.5
Moderate 149 36.6 84 20.6
High 66 16.2 24 5.9

Sugar based 
food 

Low 228 56.1 288 70.8
Moderate 119 29.2 97 23.8
High 60 14.7 22 5.4

Sugary drinks 
eaten a day 

Low 293 72.0 336 82.6
Moderate 79 19.4 55 13.5
High 35 8.6 16 3.9

Fast food 
eaten a day 

Low 279 68.6 328 80.6
Moderate 102 25.0 72 17.7
High 26 6.4 7 1.7
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Unhealthy 
snacks eaten 
a day 

Low 305 74.9 346 85.0
Moderate 85 20.9 53 13.0
High 17 4.2 8 2.0

1 Healthiest behaviour group and its participants before and after the programme indicated in 
bold lettering  

B. Individual change in the diet (according to change in scores)

The extent of change in dietary practices after the programme is shown in Table 12.   

Table 12: Changes in the individual dietary practices (N=407)

Dietary practice Behaviour group 1 No. %

Amount of fruits taken a 
day 

Decreased 21 5.2
No change 176 43.2
Increased in small amount    135 33.2
Increased in moderate amount    75 18.4

Amount vegetables con-
sumed a day 

Decreased 19 4.6
No change 181 44.5
Increased in small amount 135 33.2
Increased in moderate amount 72 17.7

Amount of green leaves 
taken a day 

Decreased 19 4.7
No change 176 43.2
Increased in small amount 141 34.7
Increased in moderate amount 71 17.4

Amount of salt taken 

Increased  19 4.7
No change 234 57.5
Decreased in small amount    119    29.2
Decreased in moderate amount     35     8.6

Amount of deep fried food 
eaten a day 

Increased  15 3.7
No change 206 50.6
Decreased in small amount 146 35.9
Decreased in moderate amount 40 9.8
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Amount of processed food 
eaten a day  

Increased  8 1.9
No change 290 71.3
Decreased in small amount 97 23.9
Decreased in moderate amount 12 2.9

Amount of bread eaten a 
day 

Increased  20 4.9
No change 201 49.4
Decreased in small amount 134 32.9
Decreased in moderate amount 52 12.8

Amount of sugar based 
food eaten a day 

Increased  14 3.4
No change 237 58.2
Decreased in small amount 112 27.6
Decreased in moderate amount 44 10.8

Amount of sugary drinks 
eaten a day 

Increased  8 2.0
No change 276 67.8
Decreased in small amount 94 23.1
Decreased in moderate amount 29 7.1

Amount of fast food eaten 
a day 

Increased  19 4.7

No change 249 61.2
Decreased in small amount 113 27.7
Decreased in moderate amount 26 6.4

Amount of unhealthy 
snacks eaten a day 

Increased  10 2.5
No change 292 71.7
Decreased in small amount 88 21.6
Decreased in moderate amount 17 4.2

1 Based on the difference in scores before and after the programme
1The change towards healthier behaviour of the attribute indicated in bold lettering

Participants with ‘no change’ included a mixed group of those who had either healthy or un-
healthy behaviour before the programme.

Within every dietary practice, at least more than 100 (25%) participants have moved towards 
healthier options (small or moderate change towards desired behaviour). All these changes be-
fore and after were statistically significant at p<0.05 using Wilcoxon matched paired test. 

The largest change was seen in the consumption of more green leaves (52.1%) followed by 
more fruits (51.6%) a day. 37.8% have reduced the amount of salt in their diet, while 38.4% and 
30.2% have reduced the amount of sugar based food items and sugary drinks, respectively. The 
reduction in fast foods, processed foods and unhealthy snacks was observed in 34.1%, 26.8% 
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and 25.8%, respectively. 

More than 10% of the individuals reported a moderate increase in the consumption of fruits, 
vegetables and green leaves. However, a moderate decrease in unhealthy snacks, fast food, 
sugary drinks, processed food, deep fried food and salt was seen only in less than 10% of the 
participants.

C.  Individual change in the diet (according to the shift between groups)

Table 13 shows the individual changes in diet according to their shift between groups (low, mod-
erate and high) during the programme. Participants with ‘no change’ included a mixed group of 
those who had healthy or unhealthy behaviour before the programme. 

More than 40% have shifted to healthier groups during the programme in relation to consump-
tion of fruits, green leaves and processed food. Of all food items, processed food showed the 
largest shift (86.5%). All the changes before and after were statistically significant at p<0.05 
using Wilcoxon matched paired test.  

Table 13: Changes in the individual dietary practices (N=407)

Dietary practice Behaviour group 1 No. %

Amount of fruits taken a day 
Shift to a less healthy group 15 3.7
No change 225 55.3
Shift to a healthier group 167 41.0

Amount of  vegetables con-
sumed a day 

Shift to a less healthy group 13 3.2
No change 232 57.0
Shift to a healthier group 162 39.8

Amount of green leaves taken a 
day 

Shift to a less healthy group 16 3.9
No change 227 55.8
Shift to a healthier group 164 40.3

Amount of salt taken a day 
Shift to a less healthy group 12 2.9
No change 284 69.8
Shift to a healthier group 111 27.3

Amount of deep fried food eaten 
a day 

Shift to a less healthy group 10 2.5
No change 283 69.5
Shift to a healthier group 114 28.0

Amount of processed food eaten 
a day  

Shift to a less healthy group 14 3.4
No change 41 10.1
Shift to a healthier group 352 86.5
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Amount of bread eaten a day 
Shift to a less healthy group 13 3.2
No change 265 65.1
Shift to a healthier group 129 31.7

Amount of sugar based food 
eaten a day 

Shift to a less healthy group 7 1.7
No change 314 77.2
Shift to a healthier group 86 21.1

Amount of sugary drinks eaten 
a day 

Shift to a less healthy group 6 1.5
No change 345 84.7
Shift to a healthier group 56 13.8

Amount of fast food eaten a day 
Shift to a less healthy group 14 3.4
No change 326 80.1
Shift to a healthier group 67 16.5

Amount of unhealthy snacks 
eaten a day 

Shift to a less healthy group 9 2.2
No change 347 85.3
Shift to a healthier group 51 12.5

1 Based on the shift of categories (low, moderate and high) during the programme 
1 Shift to a healthier behaviour group of the attribute indicated in bold lettering

Table 14 shows the intention to change in future among those who did not report a change in 
different dietary practices following the programme. Although this analysis does not take into 
account the status of current intake, 17% reported an intention to change their intake of fruit and 
10.9% their consumption of bread. More than 90% in relation to all other dietary practices had 
no future intention of change.   

Table 14: Intention to change the individual diet 

Dietary habit
Having an intention to change

No. %1

Fruit intake (n=176) 30 17.0
Vegetables intake (n=181) 17   9.4
Green leaves (n=176) 12  6.8
Salt intake  (n=234) 18 7.7
Deep fried food  (n=206) 15 7.3
Processed food (n=290) 5 1.7
Bread (n=201) 22 10.9
Sugar based food (n=237) 14 5.9
Sugary drinks (n=276) 13 4.7
Fast food (n=249) 9 3.6
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Unhealthy snacks (n=292) 6 2.1

1Calculated out of those who did not change during the programme

4 2 5 2. Change in physical activity 

A. Group change in physical activity 

When the percentages were compared, it was noted that participants in the healthiest group 
were higher after the programme compared to the number before the programme in all aspects 
of activity (Table 15). The percentage belonging to the least healthy group has decreased after 
the programme from 51.4% to 29.0% in daily activities, from 70.2% to 53.3% in daily exercises, 
and from 17.4% to 8.6% in viewing television.

Table 15: Changes in the group related to physical activities (N=407)

Physical activity 
Be-
haviour 
group 

Before1 After1

No. % No. %

Amount of activity in day to 
day life  

Low 209 51.4 118 29.0
Moderate 157 38.5 196 48.2
High 41 10.1 93 22.8

Amount of exercise a day 
Low 286 70.2 217 53.3
Moderate 102 25.1 127 31.2
High 19 4.7 63 15.5

Amount of walking a day 
Low 207 50.8 132 32.4
Moderate 150 36.9 177 43.5
High 50 12.3 98 24.1

Amount of time spent 
watching television seated  
a day

Low 135 33.2 218 53.6
Moderate 201 49.4 154 37.8
High 71 17.4 35 8.6

1 Healthiest behaviour group and its participants before and after the programme indicated in 
bold lettering  
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B. Individual change in physical activity (according to change in scores)

Table 16 shows the extent of change in the activity level of individuals after the programme.

Table 16: Individual change in individual physical activities (N=407)

Physical activity Behaviour group¹ No. %

Amount of activity in 
day to day life 

Decreased  49 12.0
No change 164 40.3
Increased in small 
amount 134 32.9

Increased in moder-
ate amount 60 14.8

Amount exercise 

Decreased  65 16.0
No change 206 50.6
Increased in small 
amount 69 16.9

Increased in moder-
ate amount 67 16.5

Amount of walking 

Decreased  61 15.0
No change 175 43.0
Increased in small 
amount 113 27.8

Increased in moder-
ate amount 47 14.2

Amount of time spent 
seated watching 
television 

Increased  36 7.9
No change 220 54.0
Decreased in small 
amount 106 26.1

Decreased in moder-
ate amount 49 12.0

1 Based on the difference in scores before and after the programme
1 The change towards healthier behaviour of the attribute indicated in bold lettering

Participants with ‘no change’ included a mixed group of those who had healthy or   unhealthy 
behaviour before the programme. 

In the areas of daily activities, exercises and walking, around 12 - 17% perceived a moderate 
change towards healthier behaviour. The perception of daily activities has increased in 47.7% 
of the participants in contrast to a reduction in 12.0% over the same time period. Only 33.4% 
reported an increase in the amount of ‘exercise’ compared to 42% in walking. 38.1% reported 
a decrease in the time spent watching television. All these changes in activity were statistically 
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significant at p<0.05 using Wilcoxon matched paired test.  

C. Individual change in physical activity (according to the shift between groups)

Table 17 shows the extent of change in activity level according to shift in behaviour groups. Shift 
to a healthier group was seen in 33% - 48% of the participants. All the changes before and after 

were statistically significant at p<0.05 using Wilcoxon matched paired test.  

Table 17: Changes in the individual activity (N=407)

Physical activity Behaviour group1 No. %

Amount of activity in 
day to day life  

Shift to a less healthy group 49 12.0
No change 164 40.3
Shift to a healthier group 194 47.7

Amount of exercise 
a day 

Shift to a less healthy group 65 16.0
No change 206 50.6
Shift to a healthier group 136 33.4

Amount of walking a 
day 

Shift to a less healthy group 61 15.0
No change 175 43.0
Shift to a healthier group 171 42.0

Amount of time spent 
watching television 
seated  a day

Shift to a less healthy group 155 38.1
No change 220 54.0
Shift to a healthier group 32 7.9

1 Based on the shift of categories of low, moderate and high during the programme 
1 Shift to a healthier behaviour group of the attribute indicated in bold lettering

Table 18 shows the intention to change and the level of different activities. Twenty eight partic-
ipants had some intention to increase the activity level while 48 participants had an intention 
to increase exercise. However, the majority (more than 80%) of those who did not change the 
activity level during the programme had no future intention to change their behaviour.

Table 18: Intention to change the activity level 

Physical activity 
Having an intention to change

No. %1

Amount of total activity (n=164) 28 17.1
Amount of exercise (n=206) 48 23.3
Amount of walking (n=175) 16 9.1
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Time spend watching television 
(n=220) 17 7.7

1 Calculated out of those who did not change during the programme
 

The amount of exercise or play activity carried out in a week and minutes walked during a day 
were assessed among the participants. 67.6% had not carried out any play or exercise at least 
for 10 minutes during the past week. The mean duration of exercise was 75.3 minutes a week. 
Out of the participants, 59% have not walked at least for 10 minutes a day and the average 
number of minutes walked was 19.5 a day.

4 2 5 3. Change in individual smoking and alcohol consumption 

As shown in Table 19, 335 (82.3% of the total sample) were not consumers of alcohol. Of the us-
ers, 29.2% (n=21) have reduced their alcohol consumption after introduction of the programme. 

Of the sample, 84.5% were not smokers. Of the smokers, 22.2% (n=14) perceived that they have 
reduced their amount of smoking

Table 19: Changes in the individual alcohol and smoking (N=407)

Personal habit Behaviour group 1 No. %

Amount of alcohol 
consumption 

Decreased 21 5.2
Increased 2 0.5
No change 49 12.0
Do not consume alcohol 335 82.3

Amount of smok-
ing  

Decreased 14 3.5
Increased 2 0.5
No change 47 11.5
Do not smoke 344 84.5

1 Based on the difference in scores before and after the programme
1 Perceived change given in bold lettering indicates the change towards healthier behaviour of 
the attribute 

Table 20 shows the intention to reduce alcohol and smoking. Five participants had some inten-
tion to reduce the consumption of alcohol while three participants had some intention to reduce 
smoking. The intention to reduce alcohol and smoking was low among the participants. 
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Table 20: Intention to change in alcohol and smoking habit 

Personal habit
Having an intention to change

No. %1

Alcohol intake (n=49) 5 10.2
Smoking (n=47) 3 6.4

¹ Calculated out of those who did not change during the programme

4 2 5 4. Mental and social health  

Table 21 shows the difference of selected mental and social aspects of the individual before and 
after the NIROGI Diviya programme, as recalled and perceived by the participants on a 10-point 
scale. 

The change in mental and social attributes was less when compared to the changes in the diet 
and activity attributes in general. Perception of the amount of happiness increased in 41.0% of 
the participants while the level of healthy relationships with family and with friends increased 
in 25.8% and 24.3% of the participants, respectively. The level of closeness/peace increased 
among 16.9% of the participants. All these changes were statistically significant at p<0.05 using 
Wilcoxon matched paired test.  

Table 21: Changes in the individual mental and social aspects (N=407)

Mental and social attribute Behaviour group 1 No. %

Amount of happiness 
Decreased 19 4.7
Increased 167 41.0
No change 221 54.3

Level of healthy family relationships 
Decreased 12 2.9
Increased 105 25.8
No change 290 71.3

Level of healthy relationships with friends 
Decreased 18 4.4
Increased 99 24.3
No change 290 71.3

Level of healthy relationships with col-
leagues 

Decreased 5 1.3
Increased 36 8.8
No change 366 89.9

Level of closeness/peace in the family 
Decreased 10 2.5
Increased 69 16.9
No change 328 80.6
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¹ Based on the difference in scores before and after the programme
¹ Perceived change given in bold lettering indicates the change towards healthier behaviour of 
the attribute 

Some of the mental and social aspects were gathered using a five-point scale for ease of com-
prehension. Table 22 shows these characteristics before and after the NIROGI Diviya programme.  

Almost 32% reported a reduction of the level of anger while 24.3% perceived to manage time 
better. Twenty three percent of the participants felt they saved more money after the programme 
while 25.6%, 19.6% and 21.6% perceived that they felt more belongingness to the society, 
received more respect from the society and had better interpersonal relationships, respectively. 
The changes observed before and after were statistically significant at p<0.05 using Wilcoxon 
matched paired test.  

Table 22: Changes in the individual mental and social aspects (N=407)

Mental and social attribute Behaviour group 1 No. %

Level of anger   
Reduced 130 31.8
Increased 31 7.7
No change 246 60.5

Time management  
Reduced 9 2.2
Increased 99 24.3
No change 299 73.5

Money saved 
Reduced 36 8.8
Increased 94 23.1
No change 277 68.1

Belongingness to society  
Reduced 7 1.7
Increased 104 25.6
No change 296 72.7

Respect from society 
Reduced 4 1.0
Increased 80 19.6
No change 323 79.4

Interpersonal relationships 
Reduced 7 1.7
Increased 88 21.6
No change 312 76.7

¹ Based on the difference in scores before and after the programme
¹ Perceived change given in bold lettering indicates the change towards healthier behaviour of 
the attribute 
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4 2 6. Change in behaviour of the family  

The change in behaviour of the family in areas of diet, activity alcohol and smoking was inquired 
from the participants. There were two priests in the sample who were not living with their fami-
lies. Therefore, the questions on change in the family were not relevant to them. Thus, the sam-
ple for these questions was 405. 

Table 23 shows that more than 50% perceived that the family members have changed towards 
a healthy diet except in the area of reduction in salt, which was 45.4%. Thirty two percent have 
reported an increase in walking and/or cycling among family members while 27.4% have report-
ed an increase in the amount of exercise among family members. Reduction in the time of family 
watching television is reported by 44.8%. Thus, in the area of physical activity, the change to-
wards being more active was not seen in more than 55% of the family members of participants.

The reduction of alcohol consumption and smoking among the family was less, with the propor-
tions being 15.8% and 12.6% respectively.

Table 23: Change in the behaviour of the family (N=405)

Change of behaviour in the family No % 

Increased the fruit consumption 208 51.4
Increased the vegetable consumption 211 52.1
Reduced the salt consumption 184 45.4
Decreased the consumption of deep fried food 215 53.1

Decreased the consumption of fast food 214 52.8

Increased the walking and/or cycling 130 32.1
Increased the amount of exercise 111 27.4
Reduced the time spent watching television 181 44.8
Reduced the alcohol consumption 64 15.8
Reduced smoking 51 12.6

4 2 7. Knowledge

Basic knowledge about the common risk factors (such as obesity, inactivity, diabetes, smoking, 
stress and hypertension) was more than 80% among the participants, as shown in Table 24. 
There were also some misconceptions, such as being rich (72.2%) as risk factors for NCD

Table 24: Knowledge of the risk factors for non-communicable diseases (N=407)

Knowledge on risk factors No. %

Obesity 
Yes 376 92.4
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No 11 2.7
Do not know 20 4.9

Physical inactivity 

Yes 357 87.7
No 32 7.9
Do not know 18 4.4

Inadequate fibre consumption

Yes 317 77.9
No 54 13.3
Do not know 36 8.8

Diabetes 

Yes 335 82.3
No 29 7.1
Do not know 43 10.6
Smoking 
Yes 380 93.4
No 14 3.4
Do not know 13 3.2
Being rich 
Yes 294 72.2
No 67 16.5
Do not know 46 11.3
Stress 
Yes 337 82.8
No 23 5.7
Do not know 47 11.5
Drinking a lot of water 
Yes 47 11.5
No 339 83.3
Do not know 21 5.2
Hypertension 
Yes 355 87.2
No 19 4.7
Do not know 33 8.1

Table 25 shows that the great majority (92.4%) did not know the exact formula to calculate BMI. 
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However, 80.3% of the participants were able to give the normal BMI range for Asians.

Table 25: Knowledge about body mass index (BMI) (N=407)

Knowledge on BMI No. %

Knows the formula to calculate BMI 31 7.6
Knows the normal values for BMI in Asians 327 80.3

4 2 8. Group achievement of desired behaviour and 
sustainability of the programme 

Apart from the individual change in behaviour, the participants were requested to rate the change 
of behaviour of their group in general in moving towards a healthy lifestyle. Almost 90% of the 
participants perceived that their group was successful or had great success in moving towards 
a healthy lifestyle (Table 26).

Table 26: Group achievement of desired behaviour related to healthy lifestyle (N=407)

Group achievement of desired behaviour  No. %

Not successful 2 0.5
Mildly successful 41 10.1
Successful 305 74.9
Greatly successful 59 14.5
Total 407 100.0

The ability of participants to carry forward the health messages and the group to which it can 
be carried, is shown in Table 27. Twenty six percent perceived that they were able to carry the 
health message to a ‘high’ extent. More than 90% stated that they could carry the message to 
the family, while 74% and 22.9% stated that they could carry it forward to the neighbours and 
co-workers, respectively. 

Table 27: Ability to carry the message forward to different groups (N=407)

Group to which 
the message can 
be carried 

Ability to carry message
Signifi-
canceLow Moderate High Total

No % No % No % No %

Family 
No 12 35.3 13 38.2 9 26.5 34 8.4

p=0.029
Yes 65 17.4 209 56.0 99 26.6 373 91.6
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Neighbours 

 

No 40 37.7 48 45.3 18 17.0 106 26
p=0.001

Yes 37 12.3 174 57.8 90 29.9 301 74.0

Coworkers
No 66 21.0 173 55.1 75 23.9 314 77.1

p=0.031
Yes 11 11.8 49 52.7 33 35.5 93 22.9

Others
No 72 22.8 175 55.4 69 21.8 316 77.6

p=0.001
Yes 5 5.5 47 51.6 39 42.9 91 22.4

Total 77 19.0 222 54.5 108 26.5 407 100

The level to which the participants could motivate others to join the programme was assessed 
and is shown in Table 28. This was considered important as health promotion is a process of 
empowerment of people enabling them to change their own behaviour as well as behaviour 
of the others towards a healthy life. Almost 20% of the participants were of the view that they 
could motivate others to a large or a very large extent. Table 28 shows that the main categories 
of people who can be motivated by the participants were family members (83.5%) followed by 
their neighbours (68.1%).

Table 28: Ability to motivate different groups towards health promotion (N=4

Group which can 
be motivated 
(n=407)  

Ability to motivate

Signifi-
canceLow Moderate High Total

High Total No % No % No %

Family
No. % No. % No. % No. % 16.5

p=0.193
Yes 80 23.5 186 54.7 74 21.8 340 83.5

Neighbours 

 

No 49 37.7 60 46.2 21 16.2 130 31.9
p=0.001

Yes 52 18.8 163 58.8 62 22.4 277 68.1

Coworkers
No 90 28.9 167 54.0 53 17.0 312 76.7

p=0.002
Yes 11 11.6 54 56.8 30 31.6 95 23.3

Others
No 92 27.6 184 55.3 57 17.1 333 81.8

p=0.001
Yes 9 12.2 39 52.7 26 35.1 74 18.2

Total 101 24.3 223 54.8 83 20.4 407 100
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4 3. Component 3 

The qualitative inquiry was conducted to explore in-depth the change in behaviour, the under-
lying social and behavioural factors (barriers and benefits) that influence the behaviour change, 
transfer of motivation skills, and the areas that need to be strengthened in the NIROGI Diviya 
programme. Attention was paid to identify the individual, family level and community level ben-
efits and barriers of this health promotion programme. Thematic analysis was carried out on the 
discussion with a diverse group of people. 

A total of 14 in-depth interviews from both Kotte and the Kolonnawa areas were carried out 
among participants who were in the programme. Participants of all three settings were inter-
viewed. Although there were participants belonging to different races, all the interviews were 
carried out in Sinhala language as all the participants were able to communicate very well. 

4 3 1. Change in behaviour 
• Majority of the participants stated that there was a change in their diet and the level 

of physical activity among themselves, their family and others in the community. 
Reduction of oily food, salt, fast food and snacks at family level was noted. 

•  Many females said that they started bringing home more fruits and vegetables. “We 
avoided oily food, starchy food and sugar” was one statement that a female participant 
stated, while others stated that they have reduced the amount of sugar. “We have re-
duced the amount of chocolate eaten and brought home. We have shifted to fruits. Our 
diet is very much different to the way we had our meals before”. 

• It was also noted that the message and the behaviour of dietary change are carried 
mainly through the females to their families. This shows the importance of the pro-
gramme targeting the people who are directly involved in providing meals to the families. 

• One female stated that “Gradually I have reduced the salt and fats. It affects the whole 
family as I am the one who cooks for the whole family. They eat what I give”.  

• It was noted that more people made changes in their diet when compared to being 
more active. There were females who actively got involved in play irrespective of the 

Analysis is presented under the following sub-headings 

1. Change in behaviour

2. Knowledge

3. Factors that positively and negatively influence change in the individual, family and 
community

4. Transfer of motivational skills

5. Areas that need to be strengthened for sustainability of NIROGI Diviya programme  
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various difficulties they faced from the society. Yet, some felt that they could not engage 
in play due to the socio-cultural attitudes of the society. “When we started playing elle, 
there was a lot of resistance (laugh), some stopped. But others continued. We go out to 
play with our children. One person looks after the children while others play. We are not 
worried about what other people say” was the statement a female in Kotte area gave. 
Some stated that people have started to walk more now than before. From the in-depth 
interviews, it was not apparent that people were doing exercising more. However, the 
majority stated that people now tend to walk more and are generally active.

• The participants stated that they and others in the community have reduced their 
weight after the NIROGI Diviya programme. A female around the age of 30 who was 
playing in the field with around 10 other females and 6 children stated during her inter-
view that “I was 75 kilos now I am 60”. Another female said “I checked my weight when I 
recently went to donate blood. My weight has reduced to 57Kilos”. They also stated that 
the weight reduction was seen among many who joined the programme and also 
among family members. A mother stated that “even my child who was too fat managed 
to reduce her weight. Now she looks very pretty. I controlled her food and motivated her 
to eat more healthy food and less in quantity”. 

• Some stated that they reduced the frequency of getting angry, as these aspects have 
been targeted by field trainers to reduce stress. “I personally reduced the frequency of 
getting angry. It was a conscious effort. Those days I used to get angry for the slightest 
thing. I get angry at the slightest thing with my children and husband.  Now I don’t. I am 
now aware that it is not worth it. Now I am very happy. These programmes were very 
helpful. Nobody has ever told us these aspects to reduce stress before” was a statement 
given by a middle aged female from Kotte area. However, they also stated that family 
members have not been able to achieve a reduction in the frequency of getting 
angry as it was very difficult. 

• The participants agreed that mental and social aspects like saving money and being 
happy were addressed through change in behaviour and that some have been able to 
achieve it. Reducing the time watching television and switching off the television when 
not needed was one strategy that some adopted to reduce the monthly utility bills. Peo-
ple were of the view that most people had their televisions and radios on throughout the 
day. Most women used electrical appliances for day to day activities. Reducing the use 
of electrical appliances has brought down the electricity bill. The participants stated that 
the money spent for three-wheelers have also reduced. Many stated that happiness has 
also increased as a result of being physically active and saving more money. 

• When social aspects like ‘togetherness’ and ‘harmony’ were addressed, there were 
mixed responses. Some said that even when organizing these meetings and when car-
rying out activity related to NIROGI Diviya programme, there were disputes. However, 
these were seen as normal and they stated that it is not related to the programme, but 
something normal in the community. 
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4 3 2. Knowledge 
• The participants of in-depth interviews stated that most were unaware of healthy eat-

ing and being physically active before NIROGI Diviya programme. Although some 
had heard about non-communicable diseases through media, this programme was con-
sidered an eye opener. One male from Kotte stated that “We thought that diseases 
like diabetes, hypertension and heart diseases were due to old age. This programme 
checked our weight, BMI, blood pressure and blood sugar. Some were diagnosed for 
the first time”. 

• Participants stated that they did not know that eating oily and sugary food was bad and 
that they would like to try out whatever is new and advertised. If it was tasty and easy 
to prepare, they would have it more often. A female in Kotte stated that the knowledge 
was vital for change in behaviour, saying that “Those days we would eat anything and 
everything; sugar and oil and a lot of rice. Then we would sleep in the afternoon. Now we 
come and play and we feel good”. However, some stated that they knew about healthy 
food and about unhealthy food but were not motivated to change as the messages 
were not personalised. They also stated that they did not know practical ways of 
changing diet. 

• One female who was an active member in a society in Kotte was happy that she was 
able to introduce this programme to other societies and institutions and stated that, 
“Most did not know that they were overweight and that there is an ideal weight to be 
healthy. People were made known of their weight and how to have a better health 
through modification of the diet and physical activity through the programme”. However, 
the participants stated that although they were taught, they simply don’t know to 
do the mathematic to calculate the BMI. They always depend on the field trainer to 
calculate it and give the answer. Sometimes, their children helped them to do it for them. 
Some knew the ideal range for Asian adults. The concept of body mass index had been 
introduced to many through this programme. A young woman from Kolonnawa stated 
that “We measured our heights and weight. Sir calculated our BMI and if our BMI was 
too high, we were advised to control our diet and to engage in physical activity and in-
dividual attention was given”. However, it was noted that the general community was 
not keen to remember the BMI. Some stated that if they were told the range in which 
their body weight should be maintained, that it would be easier than calculating 
the BMI each time. 

• The participants stated that apart from the NIROGI Lanka programme, the main source 
of knowledge was through media. They also stated that they feel that there are neg-
ative influences on eating healthy from the media; the children being influenced 
more.  They stated that they are now more aware and cautious of the tactics used by 
food advertisers on media. Their children are also keen on these tactics. They stated 
that they have not received this kind of input from the preventive health care institutions 
or from the hospitals. The communities also feel that the public health midwife is only 
for those that are pregnant and for those with small children. They stated that even if 
there are programmes organized by the MOH, the group that is reached out is the 
same as for maternal and child health, and that it does not reach the whole commu-
nity especially the men. 
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4 3 3. Factors that positively and negatively influence 
change 

• The nature of the programme had an influence to change the behaviour of people. NI-
ROGI Diviya was seen as a programme where the participants were targeted as a group 
to do things collectively to change their lifestyle while giving them an opportunity 
to interact with the field heath promotion trainers (who were trained in health pro-
motion) and medical personnel. This gave the participants the opportunity to discuss 
with health personnel and the health promotion team. The approach to the community 
through individuals trained in health promotion was felt as a different approach when 
compared to the approach adopted by the health personnel. One participant had the 
following statement “He (the field trainer) used to talk in a very light manner. It was not 
a typical health education with lot of technical jargon. We were able to understand and 
remember because it was said in very ‘light’ manner. The BMI calculation of course was 
very difficult to remember. We have changed our diet. Now we are eating more fruits and 
vegetables and putting less salt to food. We have reduced eating ‘instant food’ such as 
instant noodles”. Another participant stated that “This type of education and awareness 
is not a headache to us”. The participants stated that hospitals and the preventive health 
sector were  seen as for the people with an illness and  for those pregnant and/or having 
small children. 

• The participants stated that the fact that this programme was initially introduced by 
the public health midwife (PHM), made them feel confident of the programme. 
They were of the idea that, if a group of HPFs went into the community direct, it would 
be very difficult to initiate a programme as the community did not know who they are. 
Some PHMs have actively participated in the programme. One person stated that “We 
got to know about the NIROGI Lanka programme through PHM. The PHM would come 
to the playground to play with us too. Our PHM was very good and people had a lot of 
respect to her. This is very important as playing and being in the programme was seen as 
a good thing by the community-even by men”. The involvement of respected people in 
the community was seen as important to recruit people into a programme. 

• When asked if other health categories such as public health inspector (PHI) could be 
used for introduction of the programme, the responses were that the community was 
not much involved with the PHI and that some did not even know who their area PHI 
was. This aspect might differ depending on the area and the level of involvement the 
public health personnel would have with the community and the level of respect they 
have from the community.  

• Continuous visits by the field trainers were seen as a positive factor. The participants 
felt that the NIROGI Lanka programme was not a one-off programme but stated that the 
visits by field trainers was essential as they made them feel that they actually wanted to 
see a change in them. They felt that they were motivated by this monitoring. Almost all 
felt that visits by the field trainers was mandatory.  

• The development and use of indicators over time were highlighted by some as im-
portant. They said that although they started recoding their weight each month initially, 
it gradually declined. However, they felt that this was a motivational factor initially as 
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well as for long-term change. This motivated the participants towards a healthy change. 
One participant stated “Now we don’t mark our weight every month. I don’t think people 
will mark all the things in the record book as time goes on, but initially it is important for 
motivation”.

• Socio-cultural aspects in the community were seen by some to be negatively in-
fluencing the women playing and exercising. There were females who felt that they 
could not go out to play because the community feels that they are ‘exposing’ them-
selves. 

• One female from Kotte stated that “When we go out to play the men would come and 
look us at in a very bad way. So we don’t like to play”. However, some were not influ-
enced by the negative attitudes of the community. It was observed by the PI that while 
conducting the in-depth interviews in a temple in Kotte, there was a group of females 
playing in the field next to the temple. The participants who were being interviewed at 
that time stated that those females are members of the NIROGI Lanka programme. 
These females have started playing as a result of health promotion through the pro-
gramme. However, she stated that although some can play, she was not willing to get 
‘exposed’. Walking was seen to be less threatening than playing and exercising. Muslim 
ladies in Kotte area were comfortable in playing or exercising in the public and in their 
usual attire. In contrast, Muslim ladies from the Kolonnawa area stated that they had no 
problem in going for walks, but would not like to exercise or play in the open. They said 
that there was no problem from the males (their own /or other) in the community to them 
walking. They also said that they go for walks in a group as it was more fun than 
walking alone. Availability of safe places for play and recreation close to home was 
seen as important by many participants in reducing inactivity.  

• As different opinions and conflicts were seen to arise when any community programme 
is organized, the participants suggested that there should be some knowledge given to 
people on group functioning. New and “fashionable” ways to talk about the healthy 
food and physical activity were important especially when motivating children. 

• The most important factor that positively affects the family was seen to be the attitudes 
and level of empowerment of the female. The participants felt that if the females were 
motivated, a great change could be made in the family. As for the individual factors, 
most felt that it was education of the individual that affects the attitudes. 

4 3 4. Transfer of motivational skills
• The participants saw motivational skill of an individual as an inherent thing which could 

not be developed. Participants felt that some are able to motivate others easily into the 
programme while others cannot. They felt that motivational skills were a “nature of indi-
viduals”. However, they agreed that having a good knowledge on practical aspects 
of changing the diet and activity would help a person to motivate others. People in 
the community have seen how some have managed to reduce weight. This was seen as 
a motivational factor. 
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4 3 5. Areas that need to be strengthened for sustainability
• The name NIROGI Lanka was known among most of the people in the community espe-

cially in Kotte area. The participants highlighted that visits of the field health trainers 
was a requirement for sustainability. Although the HPFs would organize the meetings, 
the attendance is good only if the field trainers were visiting. The participants felt that 
although the visits by field trainers could reduce with time, the fact that they visit the 
setting makes participants maintain their healthy behaviour. As only a few people would 
initially change behaviour, these continuous visits helped motivate those who initially 
did not change behaviour. Maintaining a list of participants enrolled and those who have 
changed would help identify those that have not changed behaviour. Thereafter, individ-
ual behaviour change communication can be offered to them. These continuous visits 
could also be used to recruit more members to the programme. The activities such as 
measuring blood pressure and recording the weight and dietary advice motivated 
the participants to meet.  Visits by the medical officers also motivated people; there-
fore visits by them should be regulated for sustainability. 

• Appraisal of change was seen as important in the school and workplace settings. Cer-
tificates to identify those who are carrying out healthy behaviour were seen as a moti-
vational factor that would sustain the involvement of participants from the schools and 
institutions. However, they also stated that extreme care should be taken when dealing 
with sensitive issues like weight, personnel diet and details of the family. School chil-
dren were seen especially vulnerable to bullying by other children when extreme diet or 
weight is discussed. 

• Involvement of the public health staff and people who are influential and respected 
by people of the area was seen to sustain the programme. This helps in breaking the 
negative cultural barriers that especially prevent females getting involved in exercise 
and play. The involvement of influential/respected people in the community adopting 
good dietary habits also helps participants move towards good dietary practices as 
people tend to get influenced by the mass media to consume fast foods, processed 
foods and instant foods which are considered “fashionable and that of the rich”. 

• Participants identified that newer activities which interest the community could mo-
tivate people to stay in the programme. They also stated that meetings should be con-
ducted at suitable times for employed females and males. 

• Involvement of the managerial staff of workplaces and the staff of schools was 
identified as a requirement for initiation and sustainability of programmes in these set-
tings. They further suggested that the initial programme should be for the managerial 
staff, and thereafter for the members of the workplace or school children.
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5. LIMITATION
1. The sample was collected randomly from the list given by the field trainers. Therefore, 

the evaluation was carried out among those who have decided to participate in NIROGI 
Diviya project and continued to stay in the programme. This is a selective group of in-
dividuals and the results cannot be generalized to the whole population, but only to the 
people who volunteered to join the NIROGI Diviya programme and chose to continue with 
the programme. 

2. This evaluation was carried out at one point in time while gathering information on be-
haviour before and after the NIROGI Diviya programme. The ideal study design would 
have been a pre-post design. However, this was not possible as no pre intervention data 
were available at an individual level. The current design would have introduced recall bias 
and a tendency to give an expected behaviour, when the behaviour before and after is 
collected in one point of time. 

3. The change that was assessed was the “perception of change’ of the participants. This 
is a subjective measurement that can vary between subjects. Thus, when interpreting 
results, this needs to be considered. 

4. No objective measurements such as BMI, physical activity and diet were carried out as 
pre-intervention objective measurements were not available for comparison.
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6. CONCLUSIONS AND 
RECOMMENDATIONS

1. Majority of the participants consisted of females. Participation of males was relatively 
less. Some of the settings that were rated as inadequate were male settings or mixed 
settings. Men were a ‘difficult to reach group’ through the programme. Different strat-
egies maybe helpful to reach the male population.

2. There had been a massive expansion drive of settings from the primary to secondary 
and tertiary levels. The number of settings increased from an initial primary 28 settings 
to 133 settings. However, the expansion was seen mainly in the community settings. 
There were no secondary or tertiary school settings. 

3. Out of the 133 settings, 101 settings were functional (75.9%) by end of three years. 
Altogether there were 4 schools, 14 workplaces and 83 communities that were consid-
ered as functional settings. 

4. The total adequacy in health promotion of the settings ranged from 43%- 94% de-
pending on the indicator that was used. When the process of behaviour change was 
assessed, the percentage adequacy was around 46-49%, while for the behaviour 
change, the percentage adequacy was 43% -71%. However, when the percentage 
adequacy was assessed for the motivation to continue their behaviour change, the 
percentage of adequacy was more than 90%. 

5. The NIROGI Diviya health promotion programme made a significant change in the diet 
and physical activity along with some mental and social health attributes among the 
individuals who participated in the programme. There was a community shift towards 
good dietary practice and increased activity. The community shift may have changed 
the ‘community norm’ of diet and physical activity, and thereby catalysing change in 
others. 

6. The highest level of change was seen in improving different aspects of physical activity 
followed by diet, and mental and social wellbeing. The change in alcohol and smoking 
was marginal.  

7. Changes in the diet had a wide variety compared to changes in physical activity. How-
ever, in almost all aspects (diet, activity, mental health and social health), there were 
participants who had changed their lifestyle towards better health. Keeping in mind 
that the participants were already a motivated group who volunteered to be in the 
NIROGI Diviya programme, it is suggested that newer approaches are explored to 
motivate people to change behaviour. 
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8. It should be noted that the current amount of change was observed within three years 
of initiating this programme. It is possible that a larger percentage of change may oc-
cur if activities are carried out for a longer duration of time. Other forms of intervention 
such as using mass communication may help accelerate the process.

9. Among those who have not changed behaviour, the intention for change was low in all 
aspects of diet, physical activity, smoking and alcohol.

10. The current knowledge about the risk factors of NCD was high (>80%) although there 
were some misconceptions about a few factors. Despite being aware of the inter-
pretation of normal BMI, the knowledge on the formula used for calculation of BMI 
was poor. It is suggested that a chart giving the range in which the weight should be 
maintained for different heights for the two sexes be developed and used for adults in 
workplaces, schools and community. This would be easily interpreted by the general 
community and would be useful to monitor weight.  

11. The in-depth interviews identified NIROGI Diviya programme as a unique programme 
that could reach out to the community through a health promotion team where the skill 
development and change in behaviour were carried out in a “lighter” manner which 
attracted the participants to stay in the programme and to change behaviour. The con-
tinuous follow-up was seen as a motivational factor. However, developing further skills 
on ‘group functioning’ is suggested to be incorporated into health promotion. Activities 
that are considered attractive by the people such as measuring blood pressure and 
weight, health talks from a group of resource persons may be continued to motivate 
people to adopt healthy lifestyles.

12. The factors that positively helped people to achieve their behaviour changes were: 
introduction of the programme through a committed and enthusiastic person living/
working in the setting and their participation in some of the activities, continuous visits 
and monitoring by the field trainers, and the use of indicators to measure health related 
behaviour and status. Therefore, health promotion initiated through personnel commit-
ted to the programme (irrespective of them being from non-health formal and informal 
sectors) is identified as a cost effective strategy to increase the amount of participants 
who would be willing to join and the expansion drive of the programme. 

13. Factors that negatively influenced were the socio-cultural attitudes of people and 
mass media campaigns that promoted unhealthy eating, inactive lifestyle and indirect 
influence to alcohol and smoking. 

14. Group disharmony was seen as a problem in some settings. It might be beneficial to 
make the group members more aware of group dynamics and group functioning. 

15. For sustenance of the programme, alternative methods are needed such as appraisal 
systems especially in school and workplace, apart from the visits of the field trainers 
including services such as blood pressure monitoring, blood glucose monitoring and 
health education. 

16. Facilities for physical activity such as safe parks and recreational facility were consid-
ered to be important. Therefore, it is suggested that health personnel need to work 
close together with the local authorities to facilitate and support for an environment 
conducive for activity.

17. With the strengthening of field trainers and modification of some aspects of the pro-
gramme, NIROGI Diviya could be used as a low cost model for empowering commu-
nities in the prevention of NCDs.
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Annex 1 

Nirogi Lanka project evaluation –January 
2012

In-depth interviewer guide stakeholders of NIROGI Diviya project 2009-2012

Stakeholder: …………………………………………………………………

I have gone through some of the documents related to NIROGI Diviya project

1. What do you expect from this evaluation?

2. What would you like me to look at especially? 

3. Any priorities that you want to address?

4. Can you elaborate?

5. Can you point me in a direction? 
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Annex 4
Example of the Application of the LQAS Statistics to Detect the Probability of 80% or 50% Cov-
erage of Health Area Residents with Respect to a PHC Vaccination Program According to Sam-
ple Sizes of Health Area Residents Ranging from 8 to 28, and Numbers of Cases Not Receiving 
a Hypothetical Intervention Ranging from 0 to 10

Sample Size 
of Appropriate 
Residents

Number in the 
Sample Not Re-
ceiving the Inter-
vention

(Provider) Proba-
bility of Detecting 
Health Areas with 
80% Coverage  (a)

(Consumer) Prob-
ability of Detecting  
Health Areas with 
50% Coverage (b)

Total Classi-
fication Error 
(1-a)+(1-b)

8 0 0.17 1 0.83

1 0.50 0.96 0.54

2 0.79 0.83 0.38*

3 0.94 0.64 0.42

12 0 0.07 1 0.93

1 0.28 1 0.73

2 0.56 0.98 0.46

3 0.80 0.93 0.28

4 0.93 0.81 0.27

5 0.98 0.61 0.41

14 0 0.04 1 0.96

1 0.20 1 0.80

2 0.45 0.99 0.56

3 0.70 0.97 0.33

4 0.87 0.91 0.22

5 0.96 0.79 0.25

19 0 0.01 1 0.99

1 0.08 1 0.92

2 0.24 1 0.76

3 0.46 1 0.55

4 0.67 0.99 0.34

5 0.84 0.97 0.20

6 0.93 0.92 0.15

7 0.98 0.82 0.20

28 5 0.50 1 0.50

6 0.68 1 0.32

7 0.81 0.99 0.20

8 0.91 0.98 0.11

9 0.96 0.96 0.08*

10 0.99 0.90 0.11

All probabilities have been rounded  |  Asterisks indicate the optimal decision rule for a sample size.
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Annex 5

Evaluation of NIROGI Diviya health promotion programme Interviewer ad-
ministered questionnaire 

 

1. Identification details 
 1.1 Serial No: …………….. 
  1.2 Name of the interviewer: …………………   
 1.3 MOH area: ……………………………………… 
 Type of 
 1.4 Setting  Initial/Primary    1.5  Institution  Workplace   
     Secondary            School  
     Tertiary            Community  
 2. Socio-demographic data                     
 2.1 What is your date of birth?               
 2.2 Sex    
 2.3 What is your current marital status?    Single / Married / Divorced / Separat-
ed 
 2.4   What is your religion?  Buddhism / Hinduism / Catholic / Christian / Islam / Other
 2.5 Which ethnic group do you belong to? 
  Sinhala / Tamil / Muslim/moor / Burgher / Other
 2.6   What is your highest education level? 
 Not gone to school  / Passed grade 1-5  /   Passed grade 6-10 /   Passed O/Levels /
 Passed A/Levels  / Higher education
 2.7 How long have you been residing in the current residence? (years)………… 
 3. Functionality of the settings 
Now we are going to ask you about the NIROGI Lanka project that you are part of. Please an-
swer the following taking in to mind your involvement of it. 
 3.1 Did you develop any indicator to measure your health status? (at least one) Y / N
 3.2 Did you carry out any measurements using these indicators? (at least one)  Y / N
 3.3 Have you reduced the amount of sugar/ sugar based food products after being  
   involved in the programme?  Y / N    
 3.4  Are you more physically active after being involved in the programme? Y / N
 3.5  Do you feel that you want to bring others into this programme? Y / N
 3.6  Do you feel that you want to continue to be in this programme Y / N

4. Change in behaviour 

 Now think of your behaviour before participating in this programme and your behaviour after the 
programme. Think about your eating pattern before and after the introduction of the programme.
Look at this scale and answer the questions. 

1 2 3 4 5 6 7 8 9 10
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Before After

4.1  Amount of fruits that is consumed in a day   
  If there is no change, do you have any intention to change in future?  

4.2   Amount of vegetables eaten a day        
  If there is no change, do you have any intention to change in future? 

4.3  Amount of green leaves eaten a day         
  If there is no change, do you have any intention to change in future? 

 4.4  Amount of salt taken per day     
  If there is no change, do you have any intention to change in future? 

4.5  Amount of deep fried food eaten a day (rolls, cutlets, etc.)      
 If there is no change, do you have any intention to change in future? 

4.6   Amount of processed food products eaten a day (sausages)    
  If there is no change, do you have any intention to change in future? 

 4.7  Amount of bread eaten a day        
  If there is no change, do you have any intention to change in future? 

4.8   Amount of sugar and sugary food eaten a day        
  If there is no change, do you have any intention to change in future? 

 4.9  Amount of sugar sweetened beverages eaten a day       
  If there is no change, do you have any intention to change in future? 

4.10  Amount of fast food products (instant noodles) eaten a day    
 If there is no change, do you have any intention to change in future?  

 4.11 Amount of packeted snacks (tipi tip, chips) eaten a day      
 If there is no change, do you have any intention to change in future? 

 Now think about your activity level before and after introduction of the programme.

4.12 Level of you activity in your day to day work    
 If there is no change, do you have any intention to change in future?  

 4.13 Level of engagement in sports activity    
  If there is no change, do you have any intention to change in future?  

 4.14 More time on walking    
  If there is no change, do you have any intention to change in future? 

  4.15 amount of time spent seated watching television     
  If there is no change, do you have any intention to change in future?

 Now think about your activity level before and after the introduction of the programme 

4.16 Amount of alcohol consumed a day    
  If there is no change, do you have any intention to change in future?  

4.17 Amount of cigarettes used a day
  If there is no change, do you have any intention to change in future? 

Now think of your mental wellbeing. Please indicate the level you were before the introduction of 
the programme and the level after the introduction of the programme  
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Before After

4.18  Your general level of happiness
4.19  Relationship with family members  
4.20  Relationship with friends
4.21  Relationship with  co-workers
4.22  Family harmony  

Before After
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4.23 The frequency of getting  angry   

4.24 Ability to manage time  

4.25 Amount of money saved  

Now think of you and your society. Please indicate the level of each of the factors below be-
fore the introduction of the programme and the level after the introduction of the programme. 
4.26 The feeling that you belong to a part 
of  society
4.27 The respect you get from the com-
munity  
 4.28 The level of personal relationships 
with people in the society 
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Now think of your family members … what change have you observed in them in general  

 Increased
De-
creased 

No 
change  

4.29 Daily salt consumption    
4.30 Daily fruit consumption   
4.31 Daily vegetable consumption    
4.32 Amount of fried food consumed   
4.33 Amount of instant food eated   

4.34 Amount of time spent a week for cycling/ 
walking    

4.35 Amount of time spent a week for physical 
activity/ exercise/ play   

4.36 Amount of time spent watching television   
4.37 Amount of alcohol consumed a day   
4.38 Amount of cigarettes smoked a day   

5. Knowledge of Non-communicable disease, its risk factors and prevention 
 Please answer the following 
5.1 What are the common risk factors non communicable diseases? 

5.1.1 Overweight / obesity yes no don’t know 
5.1.2 physical inactivity yes no don’t know 
5.1.3 Fiber rich diet 5.1.4 Diabetes 5.1.5 Smoking ciga-
rettes yes no don’t know 

5.1.4 Diabetes yes no don’t know 
5.1.5 Smoking cigarettes yes no don’t know 
5.1.6 Being rich yes no don’t know 
5.1.7 High stress yes no don’t know 
5.1.8 Drinking too much water yes no don’t know 
5.1.9 Hypertension yes no don’t know 
5.1.10 Bathing at night  yes no don’t know 

 5.2 Please tell us how to calculate your Body Mass Index.(BMI)             
 Correct 
 Incorrect 
 5.3 What is the normal range for the BMI? …………. 

 6. Intention 
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 Now think of your group intention  

  To what extent were you effective in 
achieving  your targets 

Not ef-
fective 

Some-
what 

effective 

Moderate-
ly effective  

Highly 
effec-
tive 

 

7. Motivation to carry forward 

 7.1 To what extent do you feel that you have the ability to carry forward heath promotion 
 Cannot carry it forward  
 To a minimal extent  
 To a substantial extent  
 To a great extent  
 To a very great extent  

7.2 To whom are you able to carry the message to? 
  Family members  
  Neighbours 
  Co- workers 
  Others 

7.3To what extent do you feel that you are able to motivate others to join the health promotion 
settings?  
 Cannot motivate others  
 To a great extent  
 To a very great extent  

7.4 Who could you motivate? 
 To a minimal extent  
 To a substantial extent  
 To a great extent  
 To a very great extent  

 7.5 Who could you motivate? 
  Family members  
  Neighours 
  Co- workers 
  Others 
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7.6 What are the motivational strategies you used? 

 7.7 In your opinion, what are the factors that would facilitate the sustainability of this pro-
gramme? 

7.8 In your opinion, what are the factors that are barriers for the sustainability of this programme? 

Thank you for your participation. 

 

If you have any other comments please let us know 
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ANNEX 6

Page 1 of 1

ryis.;hs
fldf<dkakdj yd msgfldaÜfÜ m%foaYhkays mj;ajk ,o fi!Lh m%j¾Ok jevigyk we.hSï m;%sldj

(Interviewer administered questionnaire)

1. yÿkd .ekSfï f;dr;=re

1.1 wkql%ñl wxlh ……………..
1.2 iïuqL mÍlaYKh mj;ajkakdf.a ku ………………………………………………….

1.3 fi!'ffj'ks' m%foaYh ………………………………………

1.4 ia:dkh uQ,sl$m%d:ñl 1.5 j¾.h wdh;k
oaú;shsl mdi,
;D;shsl m%cdj

2. Socio-demographic data

2.1 Tnf.a Wmka oskh oskh udih jir

2.2 ia;%S$mqreI Ndjh msßñ .eyeKq

2.3 Tnf.a újdyl ;;ajh l=ulao@
^kS;Hdkql+,j fyda pdß;%dkql+,j&

2.4 Tnf.a wd.u l=ulao@

wújdyl fn!oaO
újdyl yskaÿ
oslalido$ fjkajqkq lf;da,sl

fjk;a ………….……. bia,dï

fjk;a………….

2.5 Tn l=uk cd;shlg wh;a o@ 2.6 Tnf.a Wiia u wOHdmksl uÜgu l=ulao@
isxy, mdi,a f.dia ke;
oñ< 1 - 5 fY%aKsh iu;a
uqia,sï 6- 10 fY%aKsh iu;a
n¾.¾ w'fmd'i'^id'fm'& iu;a
fjk;a w'fmd'i'^W'fm'& iu;a

Wiia wOHdmk

2.7 Tn fuu m%foaYfha$wdh;kfha fldmuK l,la isáhdo@ (jir j,ska) …………………

3. lKavdhï l%shdldÍ;ajh ms<sno m%Yak

oeka wm Tfnka Tn wh;a jQ ksfrda.S ,xld jHdmD;sh .ek úuikjd' lreKdlr tA ioyd Tnf.a Þhl;ajh
isyshg f.k my; m%Yak j,g ms<s;=re fokak'

3.1 Tnf.a fi!Lh ;;ajh uek .ekSu ioyd Tn fyda Tnf.a lKavdhu úiska o¾Yl
ks¾udKh lf,ao@

Tõ keye

3.2 Tn fyda Tnf.a lKavdhu tu o¾Ylhka Ndú;d lrñka fi!Lh ;;ajh uek
.;af;ao@

Tõ keye

3.3 fuu jevigykg iyNd.S ùfuka miq Tn jeämqr fi!Lh iïmkak wdydr ,nd
.;a;d o@

Tõ keye

3.4 fuu jevigykg iyNd.S ùfuka miq Tnf.a YdÍßl l%shdldÍ;ajh jeäjqkdo@ Tõ keye

3.5 Tn fuu jevigyk ;=, os.gu isàug woyia lrkafkao@ Tõ keye

3.6 Tn fuu jevigykg wfkla mqoa.,hka Þhl lr .; hq;= hehs is;kjd o@ Tõ keye
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4. yeisÍï rgdfõ fjki

oeka Tn fuu jevigykg iyNd.S ùug fmr yd miqj Tnf.a yeisÍï rgdj ms,sno uola is;kak'
miqj my; m%Yak j,g ms<s;=re imhkak'
fuu jevigykg iyNd.Sùug fmr iy miq Tnf.a wdydr rgdfjys Tn isá uÜgï ioyka lrkak'

fmr miq

4.1 osklg .kakd ¨Kq m%udKh@

fjkila ke;akï….Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.2 osklg .kakd m,;=re m%udKh@

fjkila ke;akï….Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.3 osklg wkqNj lrk fld, yd ly meye;s t,j¿ m%udKh@

fjkila ke;akï….Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.4 osklg wkqNj lrk m,d m%udKh@

fjkila ke;akï….Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.5 osklg ksjfiaoS fyda msg;oS wkqNj lrk .eUqre f;f,a nosk ,o wdydr

m%udKh@ ^frda,aia" lÜ,Ü hkdosh&

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.6 osklg wkqNj lrk ilik ,o udxY wdydr m%udKh@ ^fidfiacia óÜ fnda,a

hkdosh&

fjkila ke;akï….Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.7 osklg wkqNj lrk mdka m%udKh@

fjkila ke;akï….Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.8 osklg wkqNj lrk iSks yd iSks iys; wdydr m%udKh@ ^fgd*s" fpdl,Ü"

flala" iSks iys; ìialÜ hkdosh&

fjkila ke;akï….Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@

lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

4.9 osklg .kakd iSk sj,ska meks ri .kajk ,o mdk ^meks îu" fuda,aÜuh mdk& fmr miq
m%udKh@

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4
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fmr miq

4.10 osklg wkqNj lrk laIksl wdydr m%udKh@ ^laIksl kQâ,aia&

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

fmr miq

4.11 osklg m%Odk fõ,a w;r .kakd melÜ lrk ,o iq¿ wdydrm%udKh@ ^uqrelal="

áms áma jeks&

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

oeka fuu jevigykg iyNd.Sùug fmr iy miq Tnf.a YdÍßl l%shdldrlï j, Tn isá uÜgï ioyka lrkak
fmr miq

4.12 Tfí tosfkÞ jev ;=, isÿ lrk YdÍßl l%shldrlï uÜgu@

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

4.13 Tn l%Svd $ jHdhdu j, fhoSu@ fmr miq

fjkila ke;akï…Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

jeä ù we;akï
Tn l, l%Svdj fyda jHdhduh l=ulao@……………………………..…..

tA ioyd Tn i;shlg fldmuK fõ,djla .; lrkjdo@….…..…..ñks;a;=
fmr miq

4.14 tosfkÞ lghq;= ioyd weúoSug .;lrk fõ,j fldmuKo@

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

jeä ù we;akï
Tn idudkH ojil weúosk ld,h '''''''''''''''''''''''''''''''ñks;a;=

fmr miq

4.15 ysof.k rEmjdysksh krUk ld,h@

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

wvq ù we;akï
Tn osklg wvq l, ld,h'''''''''''''''''''''''''''''''ñks;a;=

oeka fuu jevigykg iyNd.Sùug fmr iy miq Tn uoHidr yd ÿïjeá Ndú;dfõ oS isá uÜgï ioyka
lrkak'

fmr miq

4.16 osklg Ndú;d lrk u;ameka m%udKh@

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3

iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4
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fmr miq
4.17 osklg Ndú;d lrk is.rÜ $ îä m%udKh@

fjkila ke;akï… Tn th fjkia lsÍug fld;rï ÿrg n,dfmdfrd;a;= fõo@
lsis n,dfmdfrd;a;=jla ke; 1 uOHia: n,dfmdfrd;a;=jla we; 3
iq¿ n,dfmdfrd;a;=jla we; 2 f,dl= n,dfmdfrd;a;=jla we; 4

oeka Tnf.a udkisl hymeje;au .ek is;kak' lreKdlr Tng jevigyk yÿkajdoSug fmr Tnf.a uÜgu
iy ykaÿkajdoSfuka miq Tnf.a uÜgu ioyka lrkak'

fmr miq

4.18 Tnf.a idudkH i;=fÜ uÜgu@

4.19 mjqf,a idudðlhska iu. Tnf.a iïnkaO;dj@

4.20 hy¿jka iu. Tnf.a iïnkaO;dj@

4.21 jev lrk ;ek tlg jev lrkakka iu. Tnf.a iïnkaO;dj@

4.22 f.or tluq;=lfï$ idufhys uÜgu@

fmr miq

4.23 ;ry tAfï ;%Sj%;djh b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvqhs

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvhs

4.24 Tng ld,
l,uKdlrkhg we;s
yelshdj@

b;d
fydohs

fydohs idudkHhs krlhs
b;d
krlhs

b;d
fydohs

fydohs idudkHhs krlhs
b;d
krlhs

4.25 b;sß lr.;a uqo,a
m%udkfhys uÜgu@

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvqhs

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvhs

oeka Tn iy iudch .ek is;kak' lreKdlr jevigyk l%shd;aul lsÍug fmr iy miq my; tla tla
idOlhka ys uÜgu ioyka lrkak'

fmr miq

4.21 Tn iudchg whs;s hehs
oefkk ye.Su@

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvqhs

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvhs

4.22 iudcfha wka whf.ka Tng
,efnk f.!rjh@

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvqhs

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvhs

4.23 iudcfha mqoa.,hka iu.
neoSï j, uÜgu@

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvqhs

b;d
jeähs

jeähs idudkHhs wvqhs
b;d
wvhs

oeka Tn yerekq úg mjqf,a wfkla iduðlhska .ekis;kak'

jeä ù
we;

wvqù we; fjkila
ke;

mjqf,a iduðlhska w;r my; ioyka ljrla fjkia ù we;a o@

osklg .kakd ¨Kq m%udKh@

osklg .kakd m<;=re m%udKh@

osklg wkqNj lrk t,j¿ m%udKh@

osklg wkqNj lrk nosk ,o wdydr m%udKh@

osklg wkqNj lrk laIksl wdydr m%udKh@

i;shlg weúoSug fyda mdmeos meoSug fhdok ld,h@
i;shlg l%Svd $ jHdhdu j, fhoSug fhdok ld,h@
osklg rEmjdysksh krUk ld,h@

osklg Ndú;d lrk u;ameka m%udKh@

osklg Ndú;d lrk is.rÜ $ îä m%udKh@
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5. fnda fkdjk frda. ms<sno oekqu'

oeka wms wikafka fnda fkdjk frda. tAjdg we;s wjÞkï idOl yd tAjd je,elaùu ms,snojhs

5.1 my; ioyka fohska fnda fkdjk frda. j,g wjÞkï idOl l=ulao@

5.1.1 wê nr $ ;rndrelu
Tõ keye fkdokS

5.1.2 YdÍßl l%shdlrlï wvqùu
Tõ keye fkdokS

5.1.3 jeâ flos m%udkhla iys; wdydr
Tõ keye fkdokS

5.1.4 oshjeähdj
Tõ keye fkdokS

5.1.5 is.rÜ $ îä mdkh
Tõ keye fkdokS

5.1.6 fmdfydi;a ùu
Tõ keye fkdokS

5.1.7 wêl udkisl wd;;sh
Tõ keye fkdokS

5.1.8 j;=r jeä m%udKhla mdkh lsÍu
Tõ keye fkdokS

5.1.9 wêl reêr mSvkh
Tõ keye fkdokS

5.1.10 rd;%sfha iakdkh lsÍu
Tõ keye fkdokS

5.2 lreKdlr Tnf.a YÍrialkaO o¾Ylh (BMI) .Kkh lrk wkaou wmg mjikak'

yß

jeros

ksfrda.s mqoa.,hl=f.a YÍr ialkaO o¾Ylh l=uk mrdihla ;=, ;sìh hq;=o@''''''''''''''''''''''''''''

6. lKavdhï jev lsÍu

oeka Tnf.a uq¿ lKavdhu .eku is;kak'

Tng oefkk wdldrhg Tnf.a lKavdhu ;u b,lal
,.d lr .ekSfïoS fldf;la ÿrg id¾:l jQfhao@

id¾:l
ke;

wvq uÜgug
id¾:lhs

idudkH
id¾:lhs

b;du;a
id¾:lhs

Tfí lKavdhu id¾:lùug l=uk .=Kdx. $ idOl Woõ jQfhao@

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………
Tfí lKavdhu id¾:lùug Tfí lKavdhfï l=uk .=Kdx. $idOl ndOl jQfhao@
………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………
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7. bosßhg hdu

7.1 Tng fi!Lh m%j¾Ok mKsúvh bosßhg f.k hdug we;s yelshdj l=ulao@

1 bosßhg f.k hd fkdyel

2 iq¿ ÿrlg f.k hd yel

3 idudkH ÿrlg f.k hd yel

4 fndfyda ÿrlg f.k hd yel

5 b;d fndfyda ÿrlg f.k hd yel

7.2 Tfí fuu mKsúvh ,ndosh yelafla ldygo@

1 mjqf,a idudðlhkag

2 wi,ajdiSka

3 jevfmdf,a idudðlhka

4 fjk;a''''''''''''''''''''''''''''''

7.3 Tng oefkk wdlrhg fjk;a wh fuu jevigykg iïnkaO lrùug Tjqka fm,Uùug Tng we;s

yelshdfõ uÜgu@

1 wka wh fm,Uùug fkdyelshs

2 iq¿ uÜgulg fm,Uúh yel

3 idudkH ÿrg fm,Uúh yel

4 fndfyda ÿrg fm,Uúh yel

5 b;d fndfyda ÿrg fm,Uúh yel

7.4 Tng oefkk mßos fuu jevigykg iïnkaOùug fm,Uúh yelafla ldjo@

1 mjqf,a idudðlhkag

2 wi,ajdiSka

3 jevfmdf,a idudðlhka

4 fjk;a''''''''''''''''''''''''''''''

7.5 Tn Ndú;d l, fm,Uùï l%u fudkjdo@

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

7.6 Tng isf;k f,i fuu jevigyk fkdkej;S mj;ajdf.k hdug Woõfjk idOl fudkjdo@

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

7.6 Tng isf;k f,i fuu jevigyk fkdkej;S mj;ajdf.k hdug we;s ndOl fudkjdo@

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

……………………………………………………………………………………………………………….

Tnf.a iyNd.S ùug ia;+;shs æ

Tng fjk;a woyia we;akï lreKdlr wmg okajkak'

………………………………………………………………………………………………………………
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ANNEX 7

1 1. In-depth interview guide

1. In your opinion, how useful do you think the NIROGI Diviya programme was to you and 
your community

2. If so why do you think? Can you elaborate?
3. What were the behavioural changes that you observed after the introduction of the 

NIROGI Diviya programme?
4. Were there any barriers to behavioural change or nay short comings of the programme?
5. Did you manage to overcome them? If so how did you overcome them?
6. What were the main strong points of this programme?
7. How do you think that this programme be made better?
8. If you think that the programme worked well, what led to the programme?

Are there any other things that you would like to say which is related to this programme? 

Thank you for your participation in this discussion. 
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Annex 8
Overall adequacy in health promotion of the individual settings in Kotte area (N=20)

No Setting 
Code

Develop 
indica-
tors 

Used  
indica-
tors 

Eating 
more 
healthy 
food

More 
active 

Want to 
stay in the 
programme

Want to 
bring oth-
ers to the 
programme 

Process of behaviour 
change Behaviour change

Motivation to continue 
behaviour change 

W
or

kp
la

ce
s

1 26 I I A I A A

2 62 A I A A A A

3 66 I I I I A A

4 69 I I I I A A

5 NC - - - - - -

Total 1/5 0/5 2/5 1/5 4/5 4/5

Sc
ho

ol

6 4 I I A I A 11

7 NC - - - - - -

Total in school 0/2 0/2 1/2 0/2 1/2 1/2

C
om

m
un

ity

8 1 A A A A A A

9 7 A A A A A A

10 21 A A A A A A

11 25 A A A I A A

12 32 I I I I I I

13 33 I I I I I A

14 34 I I A 4 A A

15 35 I I 8 A A A

16 38 A A A A A A

17 40 I I I I A A

18 46 I I I I A A

19 47 A A A A A A

20 52 A A A I A A

21 53 I I A A A A

22 57 I I I I A A

23 NC - - - - - -

Total 7/16 7/16 10/16 7/16 13/16 14/16

Total for Kotte 
8/23

(34.8%)

7/23

(30.4%)

13/23

(56.5%)

8/23

(34.8%)

18/23

(78.3%)

19/23

(82.6%)

A- Adequate functioning | I - Inadequate functioning  | NC – Not contactable  
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Annex 9 

Overall adequacy in health promotion of the individual settings in Kolonnawa area (N=15)

No
Setting 
Code

Develop 
indicators 

Used  in-
dicators 

Eating 
more 
healthy 
food

More 
active 

Want to stay 
in the pro-
gramme

Want to 
bring 
others to 
the pro-
gramme 

Process of behaviour 
change Behaviour change

Motivation to continue 
behaviour change 

W
or

kp
la

ce
s

1 2 A A A A A A

2 62 A A I A A A

3 3 I I A I A A

Total 
2/3 2/3 2/3 2/3 3/3 3/3

Sc
ho

ol
s 4 37 A A A A A A

Total 1/1 1/1 1/1 1/1 1/1 1/1

C
om

m
un

ity

5 4 A A A A A A

6 8 I I I I A A

7 12 I I A I A A

8 14 I I A I A A

9 16 A A I I A A

10 17 A A A I A A

11 21 I I A I A A

12 23 A A A A A A

13 26 A A A A A A

14 30 A A A A A A

15 50 I I A 5 A A

16 NC - - - - - -

17 NC - - - - - -

Total 6/13 6/13 9/13 4/13 11/13 11/13

Total in Kollon-
nawa

9/17

(52.9%)

9/17

(52.9%)

12/17

(70.6%)

7/17
(41.2%)

15/17

(88.2%)

15/17

(88.2%)

A- Adequate functioning | I - Inadequate functioning | NC – Not contactable  
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Annex 10 

Functionality assessment distribution by the type of settings

No
Setting 
Code

Develop 
indicators 

Used  in-
dicators 

Eating more 
healthy food

More 
active 

Want to 
stay in the 
programme

Want to 
bring others 
to the pro-
gramme 

Process of behaviour 
change

Behaviour change
Motivation to continue 
behaviour change

Workplaces

1 26 I I A I A A

2 62 A I A A A A

3 66 I I I I A 11

4 69 I I I I A A

5 NC - - - - - -

6 2 A A A A A A

7 62 A A I A A A

8 3 I I A I A A
Total in Work-
places

3/8 2/8 4/8 3/8 7/8 7/8

Schools

9 4 I I A I A 11

10 NC - - - - - -

11 37 A A A A A A

Total in schools 1/3 1/3 2/3 1/3 2/3 2/3

Community 

12 1 A A A A A A

13 7 A A A A A A

14 21 A A A A A A

15 25 A A A I A A

16 32 I I I I I I

17 33 I I I I I A

18 34 I I A 4 A A

19 35 I I A A A A

20 38 A A A A A A

21 40 I I I I A A

22 46 I I I I A A
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23 47 A A A A A A

24 52 A A A I A A

25 53 I I A A A A

26 57 I I I I A A

27 NC - - - - - -

28 4 A A A A A A

29 8 I I I I A A

30 12 I I A I A A

31 14 I I A I A A

32 16 A A I I A A

33 17 A A A I A A

34 21 I I A I A A

35 23 A A A A A A

36 26 A A A A A A

37 30 A A A A A A

38 50 I I A I A A

39 NC I I I I I I

40 NC I I I I I I

Total in com-
munity

13/29

(44.8%)

13/29

(44.8%)

19/29

(65.5%)

11/29

(37.9%)

24/29

(82.8%)

25/29

(86.2%)

Total in all the 
settings 

17/40

(42.5%)

16/40

(40.0%)

25/40

(62.5%)

15/40

(37.5%)

33/40

(82.5%)

34/40

(85%)

A- Adequate functioning 

I - Inadequate functioning




