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GM/P
GO

HH
HMG/N
HP

IEC
Ilaka

JJ
K&P
MCH
MOH
NCP
NFE
NFO
ORS/T
PVO
SC/us

TBA

I7T
vDC

Ward

Zone

Adult Literacy Class

Auxiliary Nurse-Midwife

Acute Respiratory Infection

Central Bureau of Statistics, HMG Nepal
Control of Diarrheal Diseases

Community Health Leaders

Community Health Volunteer (1/ward)
Child Ssurvival

Child Survival Support Program
Cumulative

Administrative division under a zone
(There are 75 districts, 14 zones, and
regions in Nepal).

District Public Health Office(r)
Expanded Program on Immunization

Growth Monitoring/Promotion

Government organizationmn

Household

His Majesty's Government of Nepal
Health Post

Infcrmation, Education and Communicatio
Administrative division at sub-district
level (9 ilakas in a district).

Jeevan Jal

Knowledge and Practices

Maternal Chiid Health

Ministry of Health

Noon Chini Panni, sugar-salt ORS
Non-Formal Education

Nepal Field Office (SC's country office
Oral Rehydration Solution/Therapy
Private Volunteer Organization

Save the Children Federation USA (Save
the Children/Us)

Traditional Birth Attendant

Tetanus Toxoid

Village Development Cormittee (formally
known as Panchayat), administrative
division under an ilaka (6-9 VDCs in an
ilaka)

Village Health Worker (1/VDC)
Administrative division under the VDC
(9 wards in a VDC).

Administrative division of the country

- (14 zones/5 regions in Nepal).



EXECUTIVE SUMMARY

A baseline survey was conducted in 14 Village Development
Committees (VDCs) of Ilakas #1, #12 and #13 of far-eastern
Nuwakot District, Central Development Region of Nepal (see
Appendix - A). The objective of the survey was to estimate a
baseline on the health knowledge and practices (K&P) of mothers
with children under two years old of the region.

The survey was successful in compiling benchmark information
needed for the Child survival (CS) VIII project. The project is
being implemented by Save the Children USA (SC/US) in close
coordination with His Majesty's Government of Nepal, Ministry of
Health, District Public Health Office of Nuwakot. SC/US is a
private voluntary organization with headquarters in Westpo.t,
Connecticut, and country head office in Maharajgunj, Kathmandu.

The CS VIII project is receiving US $385,231 in A.I.D. funding
from the Bureau for Food and Humanitarian Assistance/Office of
Private and Voluntary Cooperation (FHA/PVC) to implement child
survival activities from October 1, 1992, to September 30, 1995.
The total budget will be US $513,482 over three years with the
A.I.D. funding matched by US $128,274 from 5C/US. The combined
budget is allocated to be US $187,639 for Year 1, $168,954 for
Year 2 and $156,889 for Year 3.

The project will primarily focus on the empowerment and
mobilization of women's groups in order to strengthen child
survival activities to reduce infant, child and maternal
mortality and morbidity in the region. It is planned to be
achieved through integrated initiatives such as EPI, diarrheal
disease management, maternal health, AIDS prevention, ARI and
vitamin A programs with increased emphasis on a broad range of
non-formal education activities, especially literacy and early
childhood education and nutrition.

The survey questionnaire was based on the €S III final survey's
and CS VII baseline survey's questionnaires. It was designed
following a standardized format required by A.I.D. for its Child
Survival projects. The questionnaire was further refined through
a pretest conducted in a Nuwakot Tamang community. The survey
team received training in 30 cluster sample surveys facilitated
by experienced SC/US staff members. The entire survey was
completed within a three week period.

Major survey findings include a 3.3% literacy rate among
interviewed mothers. There are no ongoing growth monitoring and
promotion programs in the area and 94.3% mothers do not have a
GM/P card for their child. Over one third of the children under
two years had experienced diarrhea in the past two weeks. Almost
all mothers showed lack of proper %nowledge for treatment of
diarrhea and use of ORS was found to be extremely low. Complete
immunization coverage of 12-23 month old children (taken from EPI
cards) is 2.4%. No history of antenatal checkup visits of
mothers during pregnancy were recorded. The adaptation of family
planning materials and methods among the mothers were found to be
very negligible.
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I. INTRODUCTION
A. Background Information:

Save the Children UsSA/Nepal Field Office initiated a CS VIII
project in Ilakas #1, #12 and #13 of Nuwakot District, Nepal,
effective October 1992. The 14 VDCs of these ilakas include:

Ilaka #1:
1. Mahakali 2. Sikre 3. Likhu
4. Chhap 5. Talakhu

Ilaka #12:
1. Ralukadevi 2. Sundaradevi 3. Sikharbesi
4. Samundratar 5. Balkumari

Ilaka #13:
1. Ghyangphedi 2. Gaukharka 3. Rauthbesi
4. Beteni

These VDCs have a total of 38,098 population with 18,934 (49.7%)
females and 19,164 (50.3%) males. Approximately 3,810 are
children under two years and 5,334 are children under five years’
of age. There are 7,696 women between the ages of 15 and 44
years.

SC/US will replicate lessons learned from over ten years of
community development experience in Nepal to create a sustained
increased demand for child survival services in the region. The
project will focus on sustainability through the strengthening of
women's groups and the integration of child survival initiatives
(EPI, Diarrheal Disease Management, Maternal Health, AIDS
Prevention, ARI, and Vitamin A) with a broad range of non-formal
education activities, especially Literacy and Early Childhood
Education and Rutrition. Child survival messages will be taught
through Basic and Advanced Literacy Classes, Child Care
Cooperatives, Parenting Classes (for both fathers 2nd mothers),
Mothers' Groups (initiated previously by the Ministry of Health),
and Women's Savings Groups for production credit (established
from the Advanced Literacy Classes). Child survival messages
will also be taught in a Child to Child Program. The service
delivery systems of the DPHO will be strengthened through
intensive training for DPHO and health clinic staff, local health
volunteers (CdVs and TBAs) and community leaders. Support will
be extended to mobile health clinic camps that provide regular
childhood and maternal immunization services.

The goal of the project is to bring sustained reduction in
infant, child and maternal mortality and morbidity in the region
by empowering families to address their health, educational and
developmental nceds and by creating an increased demand for
improved government health services. ’

To accomplish the above goal within the October 1, 1992 to
September 30, 1995, time frame, SC/US received US $385,231 from
A.I1.D. which was matched by Us $128,274 from SC/US. The total
budget of US $513,482 is allocated over a three year period with
the yearly amounts totaling $187,639, $168,954 and $156,889
respectively.



B. objective of the Survey:

A population based sample survey is a very popular method of
obtaining rates and measuring situation and changes pertaining to
health related matters. It is a very important component of the
health information system. Restricting the sample to mothers of
children less than 24 months of age not only helps to establish
or ascertain the child survival situation of the area but can
later rapidly measure the project's achievements and
accomplishments in terms of its maternal and child health care
interventions.

With this rationale, the following objectives of the survey were
established:

(o]

To do a rapid appraisal of the area to obtain information on
health, education and economy in order to better plan CS
VIII activities in the region.

To establish benchmark information about various aspectis of
health, education and economy to help easily conduct future
impact evaluation of the project.

To study the level of knowledge and practices (K&P) of the
mothers (15 - 45 age) of children under two years on the
following aspects of health:

- breast-feeding, weaning, growth and primary health
care;

maternal health care;

diarrheal diseases and ORS;

childhood and maternal immunization;

ARI and childhood diseases;

sanitation and hygiene; and

birth spacing and family planning.

To assess the immunization coverage rates of BCG, DPT,
Measles, Polio and TT.

To learn the prevailing practices and level of awareness
among mothers regarding income generating activities,
natural resource conservation, and nutritional vegetables
and horticulture cultivation.

C. Schedule of Activities:

Oct *92 SC/US staff prepares for the survey, which

includes: gathering population-based data for the
selection of 30 random cluster sites, selecting
supervisors and interviewers, determining costs
and logistics of both training for and conduction
of the survey together with designing the
questionnaire and pretesting the guestionnaire.

Nov 1-15 Finalization of questionnaire, time frame,

logistics and sample selection.



Nov

Nov

Nov

Nov

Dec

Dec

Dec

Dec

Jan

February °“93

16
17

18-22

23-30

1-5

6

7-31

7-31
8

Travel to the field.

Meeting with district officials at Trishuli
Bazaar.

Training of supervisors and interviewers, and
field practice of survey.

Field survey of 14 VDCs of the targeted program
area.

Hand tabulation of survey results and
dissemination of preliminary findings to SC/US
Nuwakot staff.

Travel to Kathmandu.

Dissemination of survey findings by SC/US Nuwakot
staff to district and vDCs' officials.

Report writing and data analysis.
Draft report completed.
Final copy of the report printed and distributed.
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The questionnaire, which contains 70 questions, was designed to
collect information from mothers of children under 24 months of
age. The questions were based on a standardized survey format
which A.I.D. requires of all PVO CS projects. SC/US NFO further
refined the standardized survey questionnaire customizing in
accordance with its C5 VIII project interventions and the project
area.

The questionnaire contains the following focused topics:

Questions # Focused Topics

1 - 9 Identity of mother and child, family
background, mother's literacy, mmost serious
child health problems, breast-feeding and
weaning practices. :

i0 - 14 Child's attendance at growth monitoring
sessions, distribution of vitamin A
supplements and night~blindness cases.

5 - 31 Diarrheal disease and management of the child
with diarrhea. ’

32 - 34 Hygiene and sanitation. .

35 -~ 40 Immunization status of the child.

41 - 48 Prenatal care and family planning.

49 - 53 ARI disease and management of the child with
ARI. ‘

54 -~ 55 Horticulture and kitchen gardening practices.

56 - 57 Resource conservation practices.

58 - 61 Income generating activities.

62 - 70 Child rearing practices.

Please see Appendices B & C for the English and Nepali versions
of the questionnaire that was used in the survey. The
questionnaire was based on the CS III final survey's and CS VII
baseline survey's questionnaires.

B. Detemmipation of Sample Size:
Sample sizes were calculated with the following formula:
n = 22 (pq) / a2

where n = sample size; z = statistical certainty chosen; p =
estimated prevalence/coverage/level to be investigated; q = 1-p;
and d = precision desired.

The value of p was defined by the coverage rate that requires the
largest sample size (p =..5). The value d depends on the
precision, or margin of error, desired (in this case d = .10).



The statistical certainty chosen was 95% (2 = 1.96). Given the
above values, the needed sample size (n) determined is:

(1.96 x 1.96) (.5 x .5) / (.1 x .1)

n
n= (3.84) (.25) / .01
96

n

It takes much time to randomly select an identified individual
from the survey population and then perform this selection 96
times to identify a sample of n = 96. Time can be saved by doing
a 30-cluster sample survey in which several individuals within
each cluster are selected to reach the required sample size.
However, in order to compensate for the bias which enters the
survey from interviewing | »rsons in clusters rather than as
randomly selected individuals, experience has shown that a
minimum cample of 210 (7 per cluster) should be used given the
values of p, d and z above (Henderson, et.al., 1982).

The estimate of confidence limits for the survey results were
calculated using the following formula:

95% confidence limit = p +/- z (square root of { pg / n})

where: p = proportion in population found from survey; z =
statistical certainty chosen (if 95% certainty chose, that z =
1.96); g =1 - p; and n = sample size.

EXAMPLE: If the proportion of children in the survey who were
completely and correctly immunized is 37% and n = 297:

95%]§onfidence limit = .37 +/- 1.96 (square root of {.37 x .63 /
297

(z = 1.96)
1.96 = .37 +/- .03 (34% to 40%)

In other words, we are 95% sure that the actual proportion of
children in the survey area who are completely and correctly
immunized is between 34% and 40%.

C. Selection of Sample:

The sample consisted of 210 women with children 0-23 months of
age of the entire 14 VDCs of the project area. Seven households:
were selected in each of 30 selected wards (for cluster sites,
see Appendix - F) following the process described in a manual

titled The EPI Coverage Survey published by WHO, Geneva, Oct.
1988.

Before the survey teams reached the designated wards, the
clusters were further subdivided into villages. Villages are
traditional units for which population-based data are not
available. One village was randomly selected as the community
within each ward to be surveyed. The initial household surveyed
in the village, as well as the direction to go from the initial
household, was also randomly selected.



D. Iraining of Supervisors and Interviewers:

The SC/US survey team had pre-selected 12 supervisors from its
Nuwakot field office staff. A total of 33 interviewers were
hired from the loczl area including two that were brought from
Kathmandu. Interviewer qualifications included SLC pass (high
school equivalent) with fluency in both written and spoken Nepali
language. The majority of interviewers selected were females
because of the nature of the survey.

The training of supervisors and interviewers took place in a five
day session (see Appendix - E). The trairning was facilitated by
Mr. Ravindra Thapa, CS VIII Project Coordinator. The training
was actively participated in by all the 12 superviscrs and by the
survey coordinators who took turns conducting trainings within
given topics of the training.

The designing of the training was facilitated by Mr. Navin
Pyakuryal, Health Research and Training Coordinator, who was
actively involved in the first two days of the training. Mrs.
Chanda Rai, Public Health Coordinator; Mr. Udaya Chandra
Manandhar, Education Program Officer; and Mrs. Sashi Rijal,
Productivity Program Officer; were also present during the first
two days of the training sessions. They helped the team clarify
various technical concepts and survey objectives and methodology.
Mrs. Narmaya Limbu, Deputy Public Health Coordinator, went
through all the training sessions including the field practice to
help the team comprehend the questionnaire and assist with other
survey issues.

Day one of the training was dedicated to training the
supervisors. The session primarily emphasized sample size
calculation and the 30 cluster sample site selection, along with
survey objectives and methodology.

From day two onwards, the training included both supervisors and
interviewers. Day two was dedicated to introductions, survey
objectives and methodology. Day three included a session on
interview technique with demonstrations of good and bad interview
techniques. Day four and five were dedicated to questionnaire
discussion, field practice, logistics distribution and field
deployment.

E. Conducting the survey:

The household interviews were conducted over eight days, from
November 23 to 30. The 30 cluster sites were distributed equally
among 14 VDCs of Ilakas #1, #12 and #13, its area stretched from
the southern high hills bordering Kathmandu District to the far
northern isolated foothills of Himalayan mountains having
approximate elevation starting from 4,000 or 5,000 feet to a
maximum of 13,000 feet. In most cases, more than 4 days of the
field survey were spent traveling with overnight stays because of
this rugged terrain accessible only by difficult walk and trek.



Interviewers and supervisors were grouped at a 2:1 ratic in most
cases, and for more difficult and remcte areas it was arranged at
3:1 just for accompanying and security reasons (see Appendix -
D). The teams were deployed for good on November 23 to return
only after the completion of the survey in their assigned
cluster's area. The supervisors were given total responsibility
for the survey and interviewers including the authority to hire
and fire interviewers as deemed necessary. The supervisor of
each team was responsible for the selection of the starting
household and the direction in each cluster. Supervisors could
observe less than 50% of the interviews conducted each day by
each interviewer. However, the supervisors checked whether the
completed questionnaires were properly filled out before leaving
the survey area so that a mother could be visited again in case
of missing or incomplete response.

The Survey Coordinator checked every completed questionnaire of
each team after they returned from their assigned cluster to
ensure that all the information and recorded responses were
intact and complete. 1In some cases, a supervisor and
interviewers had to return to their area to obtain information
missing from questionnaires. In order to ensure the
confidentiality of individual mothers' responses, the Survey
Coordinator safely compiled and filed the questionnaires keeping
awaylas much as possibie from SC/US staff, team members and local
people.

F. Method for data analysis:

The Survey Coordinator designed the tabulation forms when all the
tean members were away doing the field survey. The compiled
tabulation forms were distributed to all the groups of
supervisors and interviewers on hand tabulation day. Each
participant involved in hand tabulation was given responsibility
to compile at least 3 to 4 forms depending on the nature of the
information to be tabulated. A group totalling 45 people
consisting of supervisors and interviewers were involved in this
work. Some supervisors also helped the coordinator supervise the

flow of tabulation work.

The tabulation work began on December 1 and lasted until December
5. The first two days went to giving a short training on
tabulation technique and to the hand tabulation of the collected
data. The tabulation training was conducted by the Survey
Coordinator. The next three days were spent verifying the
consistency of the data. During the last three days, some of the
tabulations had to be retahulated to further verify the validity
of previously outputed resulic that appeared doubtful. Only
supervisors and the coordinator were involved in these last three
days. After the first two days of hand tabulation, all the
interviewers were dismissed as having completed their contract.



G. costs

Line jitem Description IS Dollars
1 Per diem:

~ Interviewers (33 x 12 days) 1,218.63

- SC/US Supervisors (12 x 7 days) 87.09

SC/US Cnordinator (1 x 21 days) 53.61

SC/US Deputy PH Coordinator (1 x 9 days) 29.80
SC/US Training Coordinator (1 x 10 days) 28.52

SC/US Program Officers (2 x 5 days) 26.80

SC/US Drivers (2 x 2 days) 23.35%

SC/US PH Coordinator (1 x 5 days) 13.40

2 Questionnaire preparation and printing 269,22

3 Interviewers selection 30.00

4 Supplies 141.84
5 Printing of report -- 30 copies

(estimated) 201.16

6 Miscellaneous (porters, lodging, etc.) 101.00

TOTAL: 2,224.42

Not Included are the salaries paid by SC/US to its regular staff
members involved in the survey.

H. Feadback:

A summary of the findings of the CS VIII baseline survey were
presented to the Ministry of Health, District Public Health
Q0Zficials, VDCs' members, health posts' staff, school teachers
and other local concerned NGOs' staff members. The summary of
findings highlighted important findings from each category of the
questionnaire (see Appendix - J). The krief profile of the
project area attached as an addendum also was used during the
feedback and presentation session (see Appendix - I). The SC/US
Public Health Coordinator and Deputy Public Health Coordinator
shared f£indings with Kathmandu based MOH and District officials
together with other interested parties at their occasionally held
informal meetings. Huwakot SC/US staff shared the findings with-
local VDCs' member: at their monthly meetings and with other
groups at meetings that were held to discuss the development plan
and strategies. Feedback received from them have greatly helped
to prepare the detailed implementation plan (DIP).

A copy of this report will be made availal'le to them promptly
after its completion.
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IXI. RESULTS

MOTHER'S AGE:
Range: 15-45 years
Mean: 28.2 years

Median: 27 years

CHILD'S AGE:

The children's ages were rounded down to .he nearest whole number
of months (e.g., 27 days = 0 months).

Child's Age
in Months Freq. Percent Cumu.
0 15 7.1% 7.1%
1 2 1.0% 8.1%
2 21 20.0% 18.1%
3 18 8.6% 26.7%
4 14 6.7% 33.3%
5 6 2.9% 36.2%
6 5 2.4% 38.6%
7 16 7.6% 46.2%
8 12 5.7% 51.9%
9 7 3.3% 55.2%
10 6 2.9% 58.1%
11 6 2.9% 61.0%
12 7 3.3% 64.3%
13 6 2.9% 67.1%
14 6 2.9% 70.0%
15 7 3.3% 73.3%
16 7 3.3% 76.7%
17 6 2.9% 79.5%
18 5 -2.4% 81.9%
19 9 4.3% 86.2%
20 o 4.3% 50.5%
21 6 2.9% 93.3%
22 E 3.8% 97.1%
23 6 2.9% 100.0%
TOTAL: 210 100.0%
sum = 2,057.00
Mean = 9.80
Standarxd deviation = 7.11

MOTHER'S FDUCATION:

96.2% of mothers did not go to school and do not read.

96.7% report being illiterate (includes those who received some

schooling).

Only 8 of 210 mothers went to school.

1 mother learned to read outside of £:hool.

9
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36.7% of mothers thought that diarrhea was the most serious child
health problem in the community.

28.1% of mothers “hought it was fever.
24.8% of mothers thought it was cough.
8.6% of mothers thought there were other problems.

1.9% of mothers thought it was skin diseases.

LACTATION AND NUTRITION:

95.7% of mothers reported breast-feeding their under 2 year old
child now.

Orly 6 of the 9 mother. not now breast-feeding reported bottle-
feeding their under 2 year old child.

49.5% of mothers reported mixing additional fat (ghee) into their
child's solid food.

39.1% (82 out of 210) correctly responded that solid foods should
be started between 4-6 months.

23.8% of mothers thought solid foods should be added earlier than
4 months.

35.7% of mothers thought solid foods should be added later than 6
months of age.

FOOD SUFFICJENCY:

Of the 210 households interviewed, 47.1% reported that their
harvest lasts more than 9 months, 28.1% reporied that it is
sufficient for less than 6 months, and the remaining 24.8%
reported it lasts between 6 and 9 months.

GROWTH MONITORING:

94.3% of mothers do not have a growth monitoring (GM) card for
their under 2 year old child.

5 of the 210 mothers reported having lost the growth monitoring
card of their child. , ,

None of the children with a GM card (7 of 210) had been weighed
in the past 3 months.

None of the children with a GM card had received a vitamin A
capsule.

Only 8 of the 210 motbers reported having observed some kind of
night-blindness problem in their children.

10



DIARRHEAL DISEASES:

92 (43.8%) out of 210 mothers reported that their child had
diarrhea during the two weeks before the survey.

Eeeding practices during diarrhea:

= ¢ Percentages are rased on 92 mothers reporting
her child had an episode of diarrhea.

Only 6.5% of mothers reported breast-feeding MORE than usual
during diarrhea.

81.5% of mothers reported breast-feeding the SAME as usv~l during
diarrhea.

8.7% of mothers reported breast-feeding LESS than usual during
diarrhea. A

Eluids: Only 4.4% of mothers reported giving MORE fluids than
usual during diarrhea.

35.9% of mothers reported giving fluids SAME as usual.
15.2% of mothers reported giving LESS fluids than usual.

13.0% of mothers reported STQPPING fluids 'completely during
diarrhea.

The remainder of mothers (31.5%) reported they were exclusively
breast-feeding.

Solid Foods: Only 1.1% of mothers reported giving MORE solid
focds during diarrhea.

37.0% of mothers reported giving the SAME solid foods as usual.
16.3% of mothers reported giving LESS solid foods than usual.
14.1% of mothers STOPPED solid foods completely.

The remainder of mothers (31.5%) reported they were exclusively
breast-feeding.

Oral Rehydration Therapy (ORT) Given:

42.9% of mothers (of 92 reporting diarrhea) reported not giving
any treatment when their children had diarrhea.

Only 5.1% of mothers reported treating their children with
diurrhea medicine.

Only 4.1% of mothers reported giving other fluids during
diarrhea.

30.6% of mothers reported treating their child's diarrhea with
traditional healers and methods.

i1



17.3% of mothers (of the 92 reporting diarrhea) reported giving
ORT during diarrhea (12.2% Jeevan Jal and 5.1% sugar-salt
soluticn).

9 of the 12 mothers who reported treating her child with Jeevan
Jal reported obtaining %he Jeevan Jal from either Health Post or
Hospital, 2 reported purchasing from local shop and 1 reported
obtaining from Women's Group.

€ of the 12 mothers who repcrted treating her child with Jeevan
Jai knew the correct amount of water to be mixed to prepare the
solution.

7 of the 12 mothers who reported treating her child with Jeevan
Jal reported having consulted with Hospital, Health Post or
Village Health Worker.

Ehat actions should be taken by mother for child's diarrhea:

16.0% of 210 mothers reported having no idea what actions should
be taken at the time of their child's diarrhea.

8.2% of mothers reported that they should go to the hospital or
health post for advice or treatment during child's diarrhea.

26.2% of mothers reported that they should treat their children
with ORT during diarrhea (18.0% Jeevan Jal and B8.2% sugar-salt
solution).

43.9% of mothers reported treating their child's diarrhea with
traditional healers and methods.

The remaining of 5.7% mothers gave multiple answers.

Recovery fxom diarrhea:
Only 47.28 of mothers know appropriate feeding practices after

diarrhea, i.e., smaller, more frequent feeding, more high energy
foods, and more food than usual.

13.4% of mothers reported that they DO NOT KNOW what they should
do when their child is recovering from diarrhea.

39.4% of nothers reported using other methods, chiefly following-
traditional w#ays of treatment.

32.9% of mothers (of 210) reported NOT HAVING HEARD of Jeevan
Jal.

68.2% of mothers (of 129) who reported having heard of Jeevan
Jul, excluding those who had used the product while their child
had diarrhen, DID NOT know the correct amount of water to add to
prepare the solution.
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HYGIENE AND SANITATION:

Of the 210 households interviewed, only 49 households were found
to have pit-latrines.

55.9% of 161 households without a pit-latrine remarked that it
was not necessary or needed, 11.8% responded that they do not
have the skills to construct one, 4.4% responded that they had
not thought to construct one so far and the remaining gave
multiple responses.

176 of the 210 mothers reported washing their hands AFTER eating,

195 BEFORE eating, 135 after touching filth and 92 after
defecating. Most mothers gave multiple answers.

Of the Z10 mothers, 57 (20.8%) reported that they DO NOT KNOW
what causes diarrhea, 42 reported careless wastes disposal, 30
reported contaminated water, 25 reported dirty hand, 16 reported
careless defecation, and 8 women reported various superstitious

beliefs regarding causes of diarrhea. Most mothers gave multiple
answers.

IMMUNIZATION:

46.7% of 210 mothers reported that their children have received
immunization.

When asked about the appropriate age of measles immunization,

22.4% answered correctly (9 months), 15.7% answered incorrectly,
and 61.9% of mothers could not give an answer.

Matermal Tetanus Toxoid (TT) Immunization:

10.5% of mothers report TT will protect either mother or child.
79.5% of mothers do not know why TT should be given.

39.6% of mothers knew that at least 2 doses of TT are needed to
protect the mother and child.

18.6% of mothers do not know the number of TT doses needed to
provide protection.

Child Irmmunization:
19.5% of mothers could show an EPI card for their child.
15.2% reported losing EPI card. '

65.2% reported never having had an EPI card.
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0-3 Months:
7.1% with card
5.4% BCG coverage
4-11 Mopths:
26.4% with card
26.4% BCG coverage
4.2% DPT-3 coverage
4.2% Polio-3 coverage
DPT Dropout = 15.8%
Polio Dropout = 15.8%
42-23 Months:
23.2% with card
2.4% DPT-3 coverage
2.4% Polio-3 coverage
21.9% BCG coverage
11.0% Measles coverage
DPT Dropout = 12.5%
Polio Dropout = 12.5%

2.4%

Complete coverage (12-23 months)

MATERNAL HEALTH:

NONE of the mothers could show a maternal health card, 9 out of
210 reported losing her card.

201 (95.7%) mothers reported never having had a maternal hcalth
card.

Maternal T7I:
7.1% of 210 mothers had received two or more does of TT.
6.2% of mothers had received one dose of TT.

It should be noted that TT dose information was cbtained from
mothers' TT and her child's EPI or GM card, whichever had the
most complete information.

Family Planning:

20 (9.5%) mothers reported being pregnant at the time of the
interview.

Of 190 mothers who were not pregnant, 18 desire a pregnancy
within the next 2 years.
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Of the 172 mothers who did not want or did not know if they
wanted to be pregnant, only 14 women (8.1%) are using family
planning methods.

Of the 14 women using family planning methcds, 11 reported
adopting temporary methods and 3 reported permanernt ones.

ACUTE RESPIRATORY INFECTION (ARI):

92 (43.8%) out of 210 mothers reported their child had cough and
difficulty breathing during the last 15 days before the survey.

89 (96.7%) out of 92 mothers reporting ARI observed rapid and
difficulty breathing in their child.

51 (55.4%) out of 92 mothers reporting ARI reported seekirg
treatment for their child.

Of the 51 mothers who reported seeking treatment for their ARI
child, 12.9% reported referring to trained health workers,
hospital, health post or doctor; 5.9% reported referring to
medical shop; 29.7% traditional or faith healer; 12.9% relatives
and friends; and others gave multiple responses.

Of the 51 mothers who reported seeking treatment, 14.0% DID NOT
have any knowledge of ARI's symptoms; 23.7% reported it is fever;
21.2% thought it is cough; 18.2% thought rapid and difficult in
breathing; 8% loss of appetite; 6.6% abdominal respiration; and
the remaining gave multiple answers.

HORTICULTURE & KITCHEN GARDENING:

89 (42.4%) out of 210 sample households reported having planted
fruit trees in their gardens. The major fruit trees that were
grown by these households include banana, guava, grapefruit,
orange, mango, peaches, pears and other citrus, like lemon and
lime. :

47.1% of 121 households without fruit trees remarked that because
of inadequate landholdings they have not grown any fruit trees;
33.1% remarked on the unavailability of saplings; and the others
gave multiple answers.

Of 210 mothers, 194 (92.4%) of them were found to be growing
winter vegetables. The winter vegetables included broad-leaf
mustards, pumpkins, onions, garlic, shallot or chhyapee, and
cavliflower. .

RESQURCE CORSERVATION:

120 (57.1%) out of 210 sample households reported having planted
fodder trees on their farmland.

205 (97.6%) out of 210 sample households reported NOT having
smokeless stoves.

15



Of the 205 households without smokeless stove, 46.8% responded
not having heard of the stove, 14.1% reported that they did not
find it necessary to construct, 29.3% reported not having the
skills to construct, and 9.8% gave multiple responses.

CHILD REARING:

Of the 210 mothers when asked where do you leave your child when
you have to go for outdoor activities, 42.9% reported at home,
40.5% reported keeping them in a cradle at home, 13.3% reported
taking them along, and the remaining gave multiple responses.

Of the 210 mothers when asked who looks after your child during
morning and evening spare time, 41.4% reported by themselves,
28.6% reported grandparents, 24.8% reported by their siblings,
and tle remaining gave multiple responses.

127 (60.5%) of 210 mothers thought children's sports is important
for their child's growth.

Of the 127 wothers who reported children's sports is important,
71.7% thought it is important for the physical development and °
7.9% thought it is important for child's mental growth.

28.1% of 210 mothers were not found to provide any play materials
to their children.

Note: Please refer to summary of findings attached to this
report as an addendum to get a quick view of the
findings tecgether with other miscellaneous analyses
which might be of interest.
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Although breast-feeding is found to be widely practiced in the
project area, the mothers' knowledge and practices regarding
supplemental foods are found to be very inadequate. In order to
increase awareness and the use of nutritious foods, focus should
be shifted towards educating mothers about using locally
available produce in preparing appropriate foods for children and
pregnant mothers. The education and training also needs to
emphasize feeding time intervals, hygiene and sanitation factors
involved in preparing foods and feeding practice, food quality
and quantity required for age specific mothers and children for
easy digestion.

Qbjectives:

a) 70% of mothers will know to give supplementary foods to
their 4-6 months old child.

b) 40% of children under 5 years will receive viéamin A
supplementation every 6 months.

Strategies:

a) Conduct a focus group survey to find ways and means of
promoting the use of locally available nutritional foods.

b) Conduct regular trainings to mothers' groups on the use and
preparation of weaning foods and appropriate foods for
pregnant mothers.

c) Nutrition education will be provided to mothers' groups,
women's groups, NFE participants and mothers coming to MCH
clinics. Vitamin A rich foods will be emphasized in these
nutritional messages.

d) Street dramas will be organized occasionally in the various
project areas to promote good nutriticn.

e) Develop a plan for growth promotion interventions in
coordination with DPHO and Health Posts including
development of IEC methods and materials.

£) Support DPHO in establishing vitamin A supplementation
program.

g) Conduct technical trainings to DPHO/HP staff, CHVs, TBAs,
and community participants in prevention and treatment of
vitamin A deficiency including the promotion of kitchen
gardens.
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B. DIARRHEA:

Outbreaks of diarrhea and dysentery are common throughout such
remote areas of the country every year, especially during the
monsoon season. The survey findings reveal that 35.7% of wothers
think that diarrhea is the most serious child health problem in
their community, and that 43.8% of the respondents' children had
diarrhea during the last 15 days before the survey.

The knowledge and practices of mothers regarding diarrhea and
treatment are inadequate, i.e., 42.9% of mothers reported seeking
no treatment for their child's diarrhea ar. 30.6% rercrted having
relied on traditional methods. For this reason, the project will
focus on educating families about prevention and rehydration
therapy for diarrhea and dehydration. These interventions will
be planned and implemented in collaboration with the DPHO.

Objectives:

a) 50% of families with children under 2 years will know how to
prepare and administer Jeevan Jal (ORS) correctly.

b) 25% of children under 2 years with diarrhea in past 2 weeks
will be treated with Jeevan Jal.

Stratecgies:

a) Conduct focus group survey on the knowledge and use of
Jeevan Jal.

b) Collaborate with the DPHO to conduct a needs assessment of
diarrheal disease management at community and health post

levels.

c) Coordinate with the DPHO to develop a plan for CDD
interventions at community and health post (HP) levels.

d) Discuss with the DPHO and HP staff about the availability of
Jeevan Jal at HP and community levels.

e) Develop a plan for a community-based CDD health education
program. Messages developed through CS III program will be
used in the project area.

£) Correct use and preparation of Jeevan Jal demonstrations
will be held during MCH clinics, NFE classes and during
various group meetings including mothers' groups and women's
groups' meetings. Although Jeevan Jal will be much more
emphasized, the cereal-based rice water or porridge with
salt will be equally encouraged as initial home fluid.

g) Train VHWs, CHVs, TBAs, NFE Supervisors and Mothers' Group
members on the communication of health messages,
specifically the correct preparation and use of Jeevan Jal.

h) Review, field test and revise as needed the diarrheal

disease management curriculum for literacy classes utilized
by SC/US in Gorkha District. Implement the curriculum.
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i) Review, field test, revise as needed and utilize the CDD
health education materials developed by other agencies.

i) Introduce Diarrheal Disease Management messages in the
School Health Program.

k) Review CHVs' and VHWs' reports and records to monitor CDD
activities and coordinate with LPHO on surveillance of
diarrheal disease.

C. EPI:

Complete immunization coverage of 12-23 month old children for
BCG, polio, DPT and measles is 2.4%. This finding was not
unexpected, as immunization records provided the basis for
coverage calculations. Only 7.1% of women provided records
indicating having had two or more doses of TT. Given these low
coverage rates, EPI interventions will focus on strengthening
delivery of EPI services and educating and motivating mothers fo:
immunization.

Qbjectives:
a) 40% of children 12-23 months will be completely immunized
with BCG, polio, DPT and measles. '

b) 25% of women 15-45 years will receive 2 doses of TT.

Strategies:
a) Conduct a needs assessment of EPI service delivery.

b) Develop plan for strengthening EPI service delivery in close
coordination with DPHO.

c) Coordinate with DPHO and other agencies in mobilizing
logistics, manpower and management support for the program.

d) Provide health post staff refresher training in cold chain
maintenance, sterilization, immunization and supervision
techniques, and management of the EPI camps.

c¢) Train VHWs, CHVs, TBAs, Mothers' Group members and NFE
supervisors to educate and motivate mothers for immunization
services. The message will primarily emphasize the '
importance of timely and complete immunization.

d) Improve immunization coverage through Early childhood
Education (ECE) intervention, school health program, NFE and
parenting classes, EPI camps and Home-based Child Care

Centers.

e) TT messages will be disseminated through school health
program, women's groups, MCH clinics and NFE classes.
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D. ARI:

When the mothers were asked if they observed any sign of
respiratory problems such as cough and difficulty in breathing in
their child during the last 15 days before the survey, the
findings revealed 43.8% of mothers reporting yes. 24.8% of
mothers believe that cough is the most serious child health
problem in their communities. As such, an appropriate plan for
ARI intervention will be developed in close coordination with
DPHO and local health posts.

Objectives:

&) 25% of families with children under 2 years will be
competent at early detection of ARI.

b) 25% of mothers with children under 2 years will refer to
health posts for treatment of their child's ARI.

Strategies:

a) Coordinate with DPHO to establish appropriate referral
services through development of treatment protocol and
supply system for antibiotics.

b) Provide technical training to DPHO/HP staff on diagnosis and
treatment of ARI cases.

c) Focus group study will be conducted to develop specific ARI -
education messages. Promotional materials and methods will
be developed according to the findings and established
communication strategy.

d) Early detection of ARI messages will be disseminated through
school health program, women's ygroups, MCH clinics and NFE
classes.

E. MATERNAL HEALTH:

Maternal health and family planning services are not commonly
utilized by women. Further study is needed to identify the
attitudes affecting utilization. With further information, it is
anticipated that this intervention will focus on strengthening
service delivery and educating and motivating women to utilize
the services.

Qbjectives:
a) 40% of mothers will know the three clean birth principles.

b) 15% of eligible couples will be using temporary or permanent
methods of contraception.

Strategies:

a) Conduct focus group survey on attitudes regarding maternal
health care and family planning and child spacing-together
with sexuval behavior.
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b) Collaborate with DPHO to provide maternal health and family
planning refresher training to health post staff.

€¢) Train health post staff, VHWs, CHVs, TBAs, Mothers' Group
members, NFE supervisors and facilitators and SC/Us staff on
child spacing, safe delivery practices, family planning and
early childhood education.

d) Support MCH mobile clinics in providing iumproved antenatal
services and iron/folate supplement.

e) Promote safe delivery practices by distributing Safe Birth
Kits to Women's Groups, Mothers' Groups, CHVs and TBAs.

f) Discuss with DPHO about the distribution of family planning
devices and availability of manpower for family planning
services.

g) Coordinate with DPHO for permanent family planning service
delivery and motivate eligible couples for the services.

h) Develop plan for TBA training and supervision.

F. LITERACY:

The low literacy rate of 3.3% among interviewed mothers, female

literacy rate of 6.6%, and 17.1% total literacy rate in the area
demands increased opportunity for literacy training programs in

the area. A literacy program in the area will support the plan

to include literacy training as a child survival intervention.

Objectives:

a) Female literacy rate will be increased to 30% of the 15-45
Year female population.

Strategies:

a) Conduct basic, advanced and out~of-school children literacy
classes utilizing the standard government curriculum with
active recruitment of female students.

b) Review, field test, and revise as neeaed the literacy
materials developed by SC/US and other agencies to use in
the literacy classes.

c) Collaborate with District Education Office (DEO) to increase
women's literacy and with Women's Development Division to
promote leadership skills and MCH/CS protective behaviors.

d) Conduct non-formal education classes for CHVs, TBAs, and
other women.

e) Emphasize the EPI, ORT, MCH (including AIDS), and nutrition
messages in the NFE curriculum.
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f) 1Involve women's groups from advanced classes in savings and
revolving fund programs for the promotion of small
enterprise development programs and income generating
activities.

G. MOMEN'S DEVELOPMENT:

The low percentayge (13.8%) of women reportinj participation in
income generation activities scimulated interest in adding
Women's Development intervention to the project. The project
will support formation of :many Women's Groups, Pressure Groups, |
Saving Grcups and Credit Groups in each Ilaka of the project area
to carry out some economic develcpment activities.

Strategies:

a) Provide Mothers' Group and other groups members a training
on maternal and child care, nutrition, and leadership and
management skills.

b) Coordinate with local women's development NGOs and GOs such
as Nari Bikas Kendra to initiate women development
activities.

c) Assist Women's Group members in studying the feasibility of
marketing locally made or available materials.

d) Coordinate with local banks to obtain loans for Women's
Group members to initiate small enterprises.

H. SID/AIDS:

The Nuwakot. District has boosted growing concern and awareness at
the national level as the region beginning to report some cases
of AIDS. The trafficking of women to brothels in the big cities
of India and Nepal is an increasingly common txend of the
District from the past, that has propelled it to be must
unpopulaxr in the country. The CS VIII project area is not an
exception in this regard. The countinual resettlement of
returning prostitutes, with STD and HIV virus, in the area has
created this situation. Men engaged in migratory wage labor also
adds to aggravate the situation. With & view to address the
problem of the project area, SC/US has sought a WHO grant to
incorporate the STDs and AIDS program in its CS VIII project.

The one year grant program is designed to conduct many STD camps
in the area that will help increase awareness of people abnut
AIDS and prevention of STDs. The beneficiary population of the
program is targeted to high-risk groups such as returning
prostitutes and reproductive age group, especially non-condom
users of the entire CS VIIX project area. 1In this respect, SC/US
conducted a K&P baseline survey during this survey, sampling 210
males and 210 females between 15-45 years old of the project
area.
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I. EARLY CHILDHOOD EDUCATION (ECE):

Due to very little or non-existent stimulation provided by
parents for their child's growth and development, as revealed by
the survey, the CS VIII project will launch an experimental Early
Childhood Education (ECE) program linked with EPI and nutrition.
In close collabrration with the District Education Office (DEO)
the program will examine the possibilities and feasibility of
establishing home-based child care cooperatives directed to
provide sustainable day care for children, organizing parenting
classes for fathers and mothers groups, and a child-to-child
program. All members of these groups will receive training on
EPI, MCH, breast-feeding, use of weaning and supplementary foods,
and growth monitoring. ‘

Objective:

a) 208 of families will be trained in healthy and stimulating
child care practices.

J. MID-TERM EVALUATION:

A mid-term evaluation will be conducted by the SC/US team after
one and 2 half years of project time period, following a 30
cluster sample method.

Objective:

a) To assess change in K&P and provide baseline information on
indicators not included in the baseline survey.

b) To create rigorous and appropriate benchmark information to
supplement this survey data so as to effectively measure the
project's impact through the final evaluation.

Strategies:

a) Conduct a survey using a questionnaire strictly following
A.I.D. C5 projects' standard format.

b) Establish a mutual agreement between all the parties
concerned, including SC/US staff, regarding findings that
can determine a basis from where a comparison can be made in
the future of the project's impact through final evaluation.

CONCLUSION:

To carry out these activities effectively, monitoring,
supervision and follow-up components of the project will be
emphasized and will be given increased importance. To this
effect, various record keeping tools at different levels will be
designed to establish a workable health information system. This
will be achieved by adopting the forms and procedure developed by
MOH and by strengthening its utilization. Also, IEC activities
wili be put at priority to disseminate knowledge and information
regarding appropriate maternal and child care and family
practices together with promotion of various other development
activities.



V. LESSONS LEARNED

The following important lussons can be drawn from this baseline
survey:

o]

The scope of the survey along with a tentative questionnaire
should be prepared well ahead of time. This will allow
feedback to be obtained from concerned personnel of the
donor agency; SC/US home, country and field offices' senior
staff; and some research professionals. This will
considerably help to shape and ernhance the survey.

About 150 extra final questionnaires should be printed along
with those that are to be directly used in the survey.

While printing the questionnaire, consideration should be
given to factors such as number of interviewers and
supervisors that will use how many copies of the
questionnaire during the training session and field practice
time, and how many extre copies are needed to be given to
the survey team before they go away to the field. It is no
problem to print more, but is a big problem if the
questionnaires run out during the survey time.

Interviewers should be hired totally from the local area
since interviewers brought from Kathmandu and other places
will add to extra costs and unnecessary hassles. The few
interviewers brought in from outside may enjoy more benefits
than their locally hired counterparts, creating a
conflicting situation among interviewers. If interviewers
need to be hired locally, than hire entirely local people;
otherwise bring all the interviewers from outside. The
interviewers no matter what should be treated equally.

Limit the magnitude of information to be acquired through
sample size survey restricting to a specific targeted group,
such as mothers of children less than 24 months. The survey
can be used to generalize about the specific group of people
for the whole area, but can not be used tc generalize about
the entire population. To obtain the literacy rate,
economic status or demographic information of the entire
population through this type of survey may not suit the
purpose because the data will be considerably skewed. For
example, demographic data may project a higher population
figure because our targeted househo'.d will always be couples
with children; the survey will skip households having only
couples, young or old, aot having any babies, as well as the
separated or divorced.
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Save the Children USA
ChiId Survival Baseline 8urvoy
Questionnaire

Appendix - B

S.No:

A1l questions are to be addressed to a mother (women 15-45 ysars
old) with a child undsr two years o]d (1oss than 24 months).

Interview Date:
Reschedule Interview Date:

Interviewer Namea:
Name of Supervisor:

Name and age of the mother

Name

Age (completed years)

Name and age of the youngest child under two years old

Name

Village Name

vDC

what was the

al
b.

C.

d.
e.

Age (completed months)

ward #»

Mother's Educat i

highest educational level you attained?

None, does not read
Went <o primary school
but cannot read
Went to primary school
and can read
Wont to secondary/high school
No schooling but knows how
to read
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Religion
Adult Literacy Class

{ Completed

Education Status

Language Spoken at Home:

- Family Enro)iment and Education Background

aste

Dropout

| Completed (Test Droped)

School
Grade

14¢t.

]
wloran
'
o
‘
'
]
]
'
'
-
'
'
'
:-----------'------------'

D Y .
cocrmeoccen! ---
ey yupapsouy )
LT ey ey |
L L LT T Y T R T ey ¢

)
'
+
13
]

-:------
:----
:--

[] [
L L)

' ]
ceeneee
Py |

» ]
covercalaa

' 1

1
concwnelcecnceat
comemes!

1. Mention only name, age and sex of urxder 5 years old children.

2. Mention age in months of under 1 years old children,




5. What is the most common or most frequent disease your
children have? )
a. Diarrhea , L)
b. Fever [ ]
c. Cough [ ]
d. Skin Infections [ 1
e. Other [ 1
6. Are you breast-feeding (name of the child)?
a. Yes . | [ 1
b. No . [ ]
7. Do you bottle-feed (name of the child)?
a. Yes [ ]
b. No [ 1
8. Do you supplement your child’s (name of the child) foods
with additional ghee (fat/butter)?
a. Yes [ 1]
b. No [ 1
9. When should a mother start feeding solid and
semi-solid foods to a child regardless of milk?
a. Start adding earlier
than 4 months [ 1]
b. Start adding between
4 and 6 months L 1]
c. Start adding 6 months or later [ ]
d. Don’'t know [ 1
Child's Growth and Development
10. Do you have a growth monitoring card for your child
{name of the child)?
a. Yes [ ] -- check the card
b. Lost [ ] -- go to Q. #14
c. No [ ] -- go to Q. #14
11. Check the child’'s growth monitoring card to see if the
child was weighed during the last three months.
a. es (O
b. /}Ydo [ ] ‘
12. Check the child’'s érowth monjtoring card to see if the

child was given Vitamin A in the past.

a. Yes [ ]
b. No [ ] -- go to Q. #14
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13. If the child was given Vitamin A record the date when
the vitamin was given.

Ist

I1Ind

| I |

| I I

111rd | | |
o | |

Ivth

14. Have you observed any of your children having visual
problems during night or in the darkness?

a. Yes [ ]
b. No [ 1
Diarrheal Diseases
15. Has (name of the child) had diarrhea during the last 15
days?
a. Yes [ 1]
b. No [ ] --go to Q. #25

16. During (name of the child’s) diarrhea did you breast-feed
(read the choices to the mother)?

. More than usual?

Same as usual?

Less than usual?
Stopped completely?
Discontinued long back?

P PPy

oacaoom

17. During (name of the child’'s) diarrhea did you provide (name
of the child) with fluids other than breast milk (read the
choices to the mother)?

a. More than usual? [
b. Same as usual? [
¢. Less than usual? [
d. Stopped complotely? [
e. Exclusively breast-feeding? [

Sl Gl Gl S Gl

18. During (name of the child’s) diarrhea did you provide (name .
of child) solid or semi-solid foods (read the choices to the

mother)?

a. More than usual?

b. Same as usual?

c. Less than usual?

d. Stopped completely?

e. Exclusively breast-feeding?

 —r——
Sl Sed Sl Sed Sl
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19.

20.

21,

22.

23.

when (name of the child) had diar}hea, what treatments, if

any, did you use? (multiple answers possible)

a. Nothing
b. Jeevan Jal
c. Sugar-salt solution

d. Other fluids
6. A medicine

f. Other
1f no response to Jeevan Jal, go to Q, #25

It answer is Jeevan Jal, from where did you get it?
(multiple answers possible)

a. Shopkeeper

b. Health post
c. Clinic

d. Hospital

e. Women’s group

f. Other, specify

How much water do you mix with one packet of Jeevan

a., 8 tea glasses of water
b. 2 manas

c. 1 liter

d. Don’t know

[ anl an ] an B oun § oun ]

Jai?

e. Other, specify

when (name of the child) had diarrhea, did you seek
or treatment for the diarrhea?

a. Yes [ 1
b. No [ ] -- go to Q.

From whom did you seek advice or treatment for the diarrhea
of (name of the child)? (multiple answers possible)

a. Hospital

b. Health center/clinic/post
c. Private clinic/doctor

d. Pharmacy

e. Village health worker

f. Traditional birth attendant
g. Relatives and friends

h. Traditional/Faith healer

i. Other, specify

lanlonlenl onl ol ol on T o T o ]
el Gl Gl Gl e el Gl G G

advice

#25
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Vhat signs or symptoms would cause you to seek advice or
treatment for (name of the child’s) diarrhea? (multiple

answers possible)

a. bon't know

b. vomiting

¢c. Fever

d. Dry mouth, sunken eyes and
decreased urine output

e. Diarrhea of prolonged duration

f. Blood in stool

g. Loss of appetite

h. Weakness or tiredness

i. Other, specify

What important actions you should take if (name of vhe
child) has diarrhea? (multiple answers possible)
a. Don’t know )
Name

b. Contact salesperson

c. Take the child to
health post/hospital

d. Give more to drink than usual

8. Give smaller but more
frequent feeding

f. Give Jeevan Jal

g. Give sugar-salt solution

h. withhold fluids

i. Withhold foods

]
]
]
)
)
)
]
]
j. Other, specify ]

anlanlanlonl onl oy ] "~y —r—

what important actions should a mother take when a child is
recovering from diarrhea? (multiple answers possible)

a. bon’t know

b. Give smaller but more
frequent feeds

c. Give more food than usual

d. Give food with high calorie
content

e. Other, specify

- " -

Have you ever heard of Jeevan Jal?

o) Mark "YES" if Jeevan Jal 1s mentioned in Q. #19 and
skip to Q. #32.
o Mark "YES" if Jeevan Jal is mentioned in Q. #25 and

skip to Q. #31.

a. Yes

[ ]
b. No [ ] -- go to Q. #32

what 1s it used for?

a. To prevent dehydration
b. For diarrhea cases

c. Don't know

d. Other, specify

L N X an § o ]
Ol R Saad nd
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Have you ever used Jeevan Jal?

a. Yes [ )
b. No [ ] -- go to Q. #31

How much water did you mix with one packet of Jeevan Jal?

a. 6 tea glasses of water [ 1
b. 2 manas L 1]
c. 1 liter L 1]
d. Other, specify [ )

How much water do you have to mix with one packet of Jeevan
Jal?

a. 6 tea glasses of water
b. 2 manas

c. 1 liter

d. Other, specify

e. Don’'t know

Rt S Sl S Sl

Hyai | sanitati
Do you have a pit-latrine in your house?
a. Yes [ ]
b. No [ 1]

If no, why not?

a. Not necessary/needed

b. No skill to construct

c. Not thought to construct so far
d. Other, specify

e. Don’'t know

S Gl bad bl b

When do you wash your hands? (multiple answers possible)

a. After toilet

b. Before meal

c. After meal

d. After touching any filth
e. Before cooking

f. Other, specify

e e e
et Sl Sand Sl Sl Sl

wWhat do you think are the causes of diarrhea and dysentery?
(multiple answers possible) ‘

a. Contaminated water

b. Dirty hands

c. Careless defecation

d. Superstition beliefs

e. Careless waste disposal
f. Don't know

g. Other, specify

Y e ey -y
St Sl et et el e Gt
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EPI

35. Have you immunized (name of the child)?

a. Yes [ ]
b. No [ ]
c. Don’'t know { 1

36. At what age should a child be immunized against measles?

a. Months in figure [ 1
b. Don’'t know [ 1

37. Why should a mother be given tetanus toxoid shot during
pregnancy?

a. Protect both mother and child
from tetanus

b. Protect mother from tetanus

¢. Protect child from tetanus

d. bon't know

e. Other, specify

~- go to Q. #39

-

38. How many tetanus toxoid shots should a mother be
administered during the time of pregnhancy to protect a new-
born baby from tetanus?

a. One [ 1]

b. Two [ ]

c. More than two [ 1

d. None [ 1]

e. Don't know [ 1]

38. Do you have an immunization card for the child (name of the

child)?

a. Yes -- chsck the card

[ ]
b. Lost ’ [ ] -- go to Q. #4¢
c. No [ ] -- go to Q. #41

40. Check the immunization card and record the vaccinations
given to the child (name of the child),

DPT

Polio

BCG

Measles

34



Maternal Health & Family Planning

Do you have your antenatal examination health card?

41.
a. Yes [ ] -~ check the card
b. Lost ‘ [ ] -- 900 to Q. #43
c. Don’t have [ ] -- g0 to Q. #43

42, Check the antenatal health card and record the number of
times the mother has gone to obtain antenatal service.
a. Once [ ]
b. Twice or more [ 1]
c. None [ 1]

43. Do you have your TT immunization card?
a. Yes [ ] -- check the card
b. Lost [ ] -- 90 to Q. #45
c. Don’t have [ ] -- go to Q. #45

44, Check the TT immunization card and record the number of

shots given to the mother.
a. One [ 1]
b. Two or more I 1]
¢c. None [ 1]

45, Are you currently pregnant?
a. Yes [ ] -- go to Q. #4989
b. No [ 1]

46. Do you have a desire to have a baby within the next two
years?
a. Yes [ ] -- go to Q. #49
b. No { 1]
c. Don't know [ 3]

47. Are you adopting any family planning method to protect
yourself from being pregnant?
a. Yes [ ]
b. No [ ] -- go to Q. #49

48. What family planning method are you or your husband

.currently using?

a. Sterilized [ ].,-- male/female
b. Dipo [ ]
c. Pills [ ]

[ 1]

(1

d. Condoms

e. Other, specify
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49.

50.

51.

52.

53.

54.

ARI

Did you observe any respiratory problem such as cough and
difficulty braathing in your child (name of the child)
during the last 15 days?

a. Yes (.
b. No [ ] -- go to Q. #53

Did your child (name of the child) breathe rapidly and
heaviiy when he was having an ARI problem?

a. Yes N
b. No [ 1]
c. Don't know [ ]

Did you vbtain any medical treatment for your child (name of

the child) when he was having an ARI problem?

a. Yes { ]
b. No [ 1]

Where did you refer for a medical advice or service for your

child (name of the child) when he was having a problem of
ARI? (multiple answers possible)

a. Hospital

b. Health post/center

¢. Private doctor/clinic

d. Pharmacy

e. Village health worker

f. Traditional/Faith Healer

g. Traditional birth attendants
h. Relatives and friends

i. Other, specify

What signs or symptoms in your child (name of the child)
wculd cause you to seek advice or treatment for ARI?
(multiple answers possible,

a. Don’'t know [ 1]
b. Rapid and difficult breathing [ 1]
c. Abdominal respiration [ 3]
d. Loss of -appetite [ 1]
e. Fever [ ]
f. Cough [ ]
g. Other, specify [ 1]

Horticult s Kitct Gardeni
Have you planted any fruit trees? ;

a. Yes [ ]

b. No [ 1]
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55'

56.

al
bl

If

. Not necessary/needed

. Other, specify

. No good land to plant

. No seedlings

yes, what types?

no, why not?

Not necessary/needed
Busy, no time

No good l1and to plant
No saplings

Other, specify

[ aalanlond onl o

you do winter vegetables farming?

Yes [
No [

vyes, what types?

Broad-leaf mustard/Pumpkin
Onion/Garlic

Shallot

Cauliflower

no, why not?

Busy, no time

No good land to plant

No knowledge of vegetakles
No seedlings

Gl Gl G v G

S

S St e ) Cd Gl

Resource Conservation

Have you planted any fodder trees?

Yes
No

no, why not?
Not necessary/needed

Forest is near for fodder.

lamlanlan o T 0]

Other, specify

37
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57. Do you have a smokeless stove in jbur house?

a. Yes [ ]
b. No [ 1]

If no, why not?

a. No knowledge about the stove
b. Not necessary/needed

c. No skill to construct

d. Not thought of so far

e. Difficult for cooking

f. Slow in cooking

g. Other, specify

I ; tina Activiti

58. How long does your cultivation last in a year?

Snd ) G ad e Ced Bl

a. Less than 3 months

b. Between 3 to 6 months
c. Between 6 to 9 months
d. Greater than 9 months
e. Other, specify

[ anlanianl onl on ]

59. Do you have a desire to do some income generating activities
to increase your income?

a. Yes [ 1
b. No [ ]

If yes, what types of work do you want to do?

-0 Qa0oocw

60. Please mention a special skill your family members have for
the following income gersrating activities:

01 Basket (Doko)
02 Basket (Tokri)
03 Rope (Namlo)
04 Mat (Gundari)
05 Case (Dhaaky)
06 Ropes

07 Clothes

08 Tray (Naglo)
09 Sweaters

38



10 Carpets

19 Blankets

12 Dress (Tailor)
13 Beekeeping

14 Paper

15 Carpentry

16 Masonry

17 Pottery

18 Occupat ional
19 Faith Healers
20 Fishing-Nets
21 Priest/Guru
22 Other

61.

62.

63.

64.

65.

Note: If no response, skip to Q. #62

Where do you usually market your products?

a. Village [ ]
b. Bazaar [ )
¢c. Kathmandu [ 1
d. Self use [ ]
e. Other, specify [ ]

Child Reari

Where do you leave your child when you have to go for
farming and other outdoor activity?

. Home

. Neighbors’ House

. Take them along

Keep them in a cradle at home

Other, specifty

oQao0op

Who looks after your children during morning and evening?

d. Grandparents
e. Other, specify

a. Self [ 1]
b. Siblings [ ]
c. Father [ )

)

What do you hope your child will be?

b.

C.

What do you do to make your child what you have hoped them
to be?

b.

c.




How many times do you feed your children?

a. Only during morning and evening [
b. 3 times [
c. 4 times [
d. Freguently [
e. Don't know [

Please mention types of food you feed your children when
they are at the following age?

< 6 months 6 - 12 months = 1 - 2 years

If no response of Sarrbottam Pitho please ask. Do you know
about the Pitho?

a. Yes [ )
b. No [ ]

Do you think child sports is important?

a. Yes { ]
b. No f 1

1f yes, why?

a. For child’s physical grecwth [ 1]
b. For child's mental growth [ ]
c. Other, specify ( 1]

What types of toys have you prepared or provided to your
children?

a. Dolls [ ]
b. Mud/Stone/Wooden toys [ 1]
c. Ball [ 1]
d. Other, specify [ 1]
e. Don't know L 1]

Please mention number of hours do you spend with your
children?

Number of hours [ 1]
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Apperdix -

LIST OF SURVEY TEAM MEMBERS

Basundh;ra Tamang

. Bhawani Quikel

. Bina Thapa

. Bishwo Nath Mainali
. Deelip Kumar Lama

. Gayatri Khatiwoda

. Gita Thapa

Gyanu Gurung

Hari Kumar Shrestha
Hira Devi Shrestha
Ishowari Nepal

. Ishowari Pandey

Jaylaxmi Mainali

. Kamala Thapa
. Laluka Pandey
. Madhu Kala Thapa

Narayani Shrestha

. Nirmala Shrestha
. Parbati Shrestha
. Radhika Poudyal
. Raghu Dhital

. Raju Tamang

. Renuka Basnet

. Saradha Lamichhane
. Sarasowti Dhital
. Sarasowti Thapa
. Sarita Quikel

. Shanta Thaga

. Sharmila Upreti
. Sita Thapa

. Tara Devi Gurung
. Vijaya Moktan

. Yasodha Pandey
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. Bhim Kumari Pun
. Durga Regmi

. Jamuna Lama

. Jay Shrestha

. Krishna Gurung
. Meera Rana

VOOV W=

Rajendra Lama
. Ranjana Khanal

Yy
NP O

. Tulshi Gurung

1. Raghu Thapalia
2. Ravindra Thapa

1. Navin Pyakuryal
2. Ravindra Thapa

1. Neena Gauchan
% .
1. Raghu Thapalia

1. Narmaya Limbu

1. Maya Gole

. Bed Bahadur Lama

. Sharmila Shrestha

. Netra Prashad Bhatta



Appendix -

SUPERVISORS' AND iNTERVIEWERS'

ZRAINING AGENDA & SCHEDULE
DAY 1, Wednesday, November 18, 1992
Target Group: Supervisors
Focus Survey Objective & Methodology
Lime Activity
09:00 am - 09:30 am Welcome and introduction
09:30 am - 10:00 am Survey purpose & objective
10:00 am - 10:30 am Presentation of time frame
of survey activities -- field
survey, analysis of data and
feedback to community
10:30 am - 11:15 am Review sampling method and
sample size
11:15 am - 12:00 aﬁ Review starting point method
12:00 am - 01:00 pm = —-===-- LUNCH BREAK =-=-==—--
01:00 pm - 01:30 pm Review tabulation of data
01:30 pm - 02:00 pm Review how to code/mark questions
and consistency oi language
02:00 pm - 02:30 pm Mother and child's age and date o
birth calculation
02:30 pm - 03:00 pm Review Supervisors and
Enumerators' job
responsibility
03:00 pm - 05:45 pm Review purpose of each
B question & discussion
05:45 pm - 06:00 pm Day 2 training plan and closing
DAY 2, Thursday, November 19, 1992:
Target Group: Supervisors and Interviewers
Focus : Introduction, Survey Objective & Methodology
Iime Activity

- 09:00 am - 10:00 am

10:00 am - 10:30 am
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Welcome followed by group
introduction

Brief background information on
Save the Children USA and CS VIII
project .

o\



10:30 am - 11:00 am Survey purpose & objective
11:00 am - 11:30 am Presentation of time frame
of surve, activities -- field
survey, ana.iysis of data and
feedback to community
11:30 am - 12:00 am Interviewers' obligation to the’
agency and their responsibility
12:00 am - 01:00 pm  =—--=- LUNCH BREAK --~==-==- '
01:00 pm - 01:45 pm Review sampling method and
sample size
01:45 pm - 3:00 pm Review starting point method
03:00 pm - 04:45 pm Questions and answers
04:45 pm - 05:00 pm pay 3 training plan and closing
Target Group: Supervisors and Interviewers
Focus : Interview Technique
09:00 am 10:00 am Review how to code/mark questions
and consistency of language
10:00 am - 11:30 am Mother and child's age and date o
birth calculation
11:30 am - 12:00 am Review tabulation of data
12:00 am - 01:00 pm -=-=-= LUNCH BREAK —-=======-
01:00 pm - 01:30 pm Role play, a bad interview
. technique
01:30 pm - 02:00 pm Discussion of a bad interview
02:00 pm - 02:30 pm Role play, a gocod interview
technique
02:30 pm - 03:00 pm Discussion of a good interview
03:00 pm - 04:15 pm Practice interview on small groug
04:15 pm - 04:45 pm Discussion of small group practic
04:45 pm - 05:00 pm Day 4 training plan and closing
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DAY 4, Thursday, November 21, 1992:

Target Group:

Focus

Iime
09:00

11:30

12:00

01:00

04:00
04:45

pm -

pm
pm

Supervisors and Interviewers
Questionnaire discussion and field practice

11:30

12:00

01:00

04:00

04:45
05:00

am

pm

pm

pm
pm

Activity

Questionnaire presentation and
discussion :

Group arrangements for field
practice

------ LUNCH BREAK -=-~=---—-
Each team of supervisor and
interviewers completes 3
household's interview

Discussion of field test experien

Day S5 training plan and closing

DAY 5, Friday, November 22, 1992:

Target Group:

Focus
Time
09:00

10:30

11:00

12:00
01:00
02:00
02:30

04:30

05:00

am

pm
pm
pm

pm

pm

Supervisors and Interviewers
Closing and deployment

10:30

11:00

12:00

pm
pm
pm

pm

pm

pm

Activity

Feedback on completed field
practice questionnaires

Discussion of technical knowledge
of health related matter and
materials

Final discussion about
questionnaire, how to code mark
responses, date of birth

calculation and other related
matter

------ LUNCH BREAK ----=====
Group arrangements for field surv
Interaction between group members

Distribution of logistics, cash &
agreement letters

Reminding of supervisors and
interviewer job responsibilities

Farewell and best wishes to the
entire group



Sample seclection Table with Population Estimate

Estimated Est. Cumulative Cum. Cluster

voC Ilaka 8 Ward 8 MHouseholds Population Pop. X Population Pop. X Numbers
[} 48 234 0.8% 16,328 44.6% 14
® 24 122 0.3% 16,450 44.9%
lamari 12 1 54 2717 0.8% 16,727 45.8%
Avg, HHs Bize: 2 56 287 0.8 17,014 46.4%
5.13 3 41 210 0.6% 17,224 47.0%
4 18 82 0.2 17,308 47.2%
5 48 248 0.7% 17,552 47.9% 18
8 52 267 0.7% 17,819 48.6%
7 50 257 0. 18,076 49.3%
8 s 185 0.5% 18,261 49.6%
® 64 328 0.9% 18,589 50.7% 16
] 1 1 38 185 0.5% 18,774 51.2%
Avg. His Size: 2 44 226 0.8% 19,000 51.8%
8.14 3 40 206 0.6% 19,208 52.4%
4 a8 238 0.6% 19,442 52.1%
5 40 206 0.6% 19,648 53.6%
6 4 226 0.8% 19,874 54.2X 17
7 K} 170 0.5% 20,044 54.7%
8 24 123 0.3% 20,167 55.0%
9 50 257 0.7% 20,424 55.7%
s 13 1 1 685 1.8% 21,093 57.6% 18
Avg. HHs Size: 2 38 194  0.5% 21,287 58.1%
5.11 3 57 291 0.8% 21,578 88.9%
4 85 281 0.8% 21,859 89.7%
5 40 204 0.6% 22,083 60.2%
[ 89 435  1.2% 22,518 61.4% 19
7 57 201 0.8% 22,809 62.2%
8 u 174  0.5% 22,983 $2.7%
9 58 296 0.8% 23,279 63.5%
arbesi 12 1 63 08 0.8 23,587 64.4% 20
Avg. HHs Size: 2 54 284 0.7% 23,851 85.1%
4.80 3 60 203  0.8% 24,144 65.9%
4 €0 203 0.8% 24,437 86.7X
5 47 230 0.6x 24,667 67.3%
8 92 450 1.2% 25,117 68.5% 21
7 53 2% 0.7% 25,376 69.2%
[ 62 303 0.8% 25,679 70.1%
9 72 B2 1.0% 26,031 71.0% 22
wphed 13 1 26 138 0.4% 26,169 71.4%
Avg. HHs Size: 2 1] 344  0.9% 26,513 12.4%
5.20 3 48 243 0.7% 26,736 73.0%
4 4y 259 0.7% 27,015 73.7%
L] 83 49 1.2 27,454 74.%% 23
8 81 323 0.9% 27,7177 15.8%
7 68 380 1.0% 26,137 78.8%
[ 87 . 354 1.0% 28,491 77.7% 24
® 35, 185 0.5% 28,876 78.3%
13 1 (1] 356 1.0% 29,032 79.2%
Avg. HHs Size: 2 41 212 0.6 29,244 79.0%
5.18 3 ” %7 1% 29,841 80.9% 25
4 43 232  0.6% 29,873 B1.5%
s 60 310 o0.8x 30,183 22.4%

16,124

17,48

18,568

19,790

21,012

22,234

23,458

24,878

25,900

217,122

28,344

29,568

Cluster
Number

W



Sanple Seclection Table with Population Estimate

.S b

Estimated Est. Cumulative Cum. Cluster
voe Ilaka 8 Ward # Households Population Pop. X Population Pop. X Numbers
kadevi 12 1 a5 438 1.2 438 1.2% 1
Avg. HHs Size: 2 125 644 1.85% 1,082 23.0%
5.15 3 91 469 1.3 1,551 4.2% 2
4 90 484 1.%X 2,018 8.5%
5 84 278 0.8% 2,293 6.3%
8 a3 427 1.x 2,720 7.4% 3
7 17 603 1.6% 3,323 9.1%
8 54 2718 0.8% 3,601 9.8%
] 105 841 1.5% 4,142 11.3% 4
iy 1 1 1] 335  0.9% 4,477 12.2%
Avg. HHs Size: 2 - 81 418 1.1% 4,895 13.4%
5,16 3 50 258 0.7% 5,153 14,1% 5
4 52 28 0.7% 5,421 14.8%
L] 68 341  0.9% 5,762 15.7%
[ 80 413 1.1% 6,175 16.9%
? 70 381 1.0% 6,538 17.8% 6
8 58 209 0.8% 6,835 18.7%
] 60 310 0.8% 7,145 19.5%
radevi 12 1 42 213  0.6% 7,358 20.1%
Avg. HHs Size: 2 41 208 0.85% 7,566 20.6% ?
5.08 3 M 173 0.5% 7,738 21.1%
4 5 259 0.7% 7,088 21.8%
5 45 229 0.6% 8,227 22.5%
(] 52 264 0.7% 8,491 23.2%
? ¥ 188 0.5% 8,679 23.7X
8 M 173 0.5% 8,852 24.2% 8
] 35 178 0.5% 9,030 24.6%
u 1 1 90 460 1.3X 9,490 25.9%
Avg. HHs Size: 2 4 245 0.7% 9,735 26.6%
5.11 3 a“ 225 0.8% 9,960 27.2%
4 52 266 0.7% 10,226 27.9% ]
5 3 169  0.5% 10,395 28.4%
[ 61 312 0.9% 10,707 29.2%
7 72 38 1.0% 11,075 30.2%
e 70 as8  1.0% 11,433 31.2% 10
] 57 291 0.8% 11,724 32.0%
alf 1 1 3 173 0.5% 11,897 32.5%
Avg. HHs Size: 2 57 09 2.8% 12,208 33.%
5.42 3 96 520 1.4% 12,726 34.7X 11
4 59 320 0.9% 13,046 35.8%
5 137 743 2.0% 13,789 37.6% 12
[ n 179  0.5% 13,968 38.1%
7 40 217 0.8% 14,185 38.7%
[} 60 25 0.9% 14,510 39.6%
® 41 222 o0.8% 14,732 40.2%
dratar 12 ) 35 " 178 0.3% 14,910 40.7% 13
. Avg. HHs Size: 2 38 193  0.5% 15,103 41.2%
5.08 3 25 127 0.3% 15,230 4£1.6%
4 3 163  D.4% 15,393 42.0%
5 50 254 0.7% 15,647 42.7X
[ 3?7 188 0.5% 15,835 43.2%
7 51 259 0.7x 16,094 43.9%

1,460
2,682
3,004

5,126

6,348

7,570

8,792

10,014

11,236

12,458

13,680

14,902

Cluscer

Number R.N.
1 238
2 1,480
3 2,882
4 3,904
5 5,128
[} 8,348
7 7,570
8 8,782
g 10,014
10 11,238
11 12,458
12 13,680
13 14,002
14 16,124
15 17,348
16 18,588
17 19,790
186 21,012
19 22,234
20 23,458
21 24,878
22 25,900
23 27,122
24 20,344
25 29,368
26 30,788
27 2,010
28 3,232
29 34,434
30 33,878



Sample Seclection Table with Population Estimate

Estimated €st. Cumulative Cum. Cluster

voC l1laka @ Ward # Households Population Pop. % Population Pop. X Numbers
(] 37 191 0.5% 30,374 82.9%
7 105 542 1.5% 30,916 84.4% 26
8 70 361 1.0% 31,277 85.4%
U] 108 557 1.5% 31,834 06.9%
' 1 63 343 0.8% 32,1717 87.8% 27
Avg. Wis S1ze: 2 32 174 0.5% 32,351 '88.3%
5.44 3 50 2712 0.7X 32,623 89.0%
4 s 190 0.5% 32,813 089.5%%
5 39 212 0.6% 33,025 90.3X
] 27 147 0.4% 33,172 00.5%
7 48 261 0.7 33,433 91.2% 28
8 468 25 0.7% 33,683 91.9%
9 21 114 0.3 33,797 92.2%
wrka 1 32 186 0.5% 33,983 92.7%
Avg. HHs Size: 2 44 2% 0.7% 34,239 03.4%
5.81 3 39 227 0.6Xx 34,466 94.1X% 29
4 56 325 0.9% 34,791 94.9%
5 37 215 0.6% 35,006 95.5%
(] 1] a’e  1.0% 35,384 96.5%
? 101 587 1.6% 35,971 98.2% 30
8 57 331 0.9%% 36,302 99.1%
9 59 343 0.9X% 36,645 100.0%
: 7,036 36,645 100.0%
ge: 55.8 290.8
eviation: 22.9 119.8
um: 16 82
um: 137 743
sncy: 126
ge Population per VDC: 2,618
. ge Population per Ilaka: 12,215

Random Numtar (P.N.) = 0238 (from currency note, copy attachasd)
Sampling Interval (S.1.) = 1,222 (Total Population/30 Clusters -- 36645/30)

b6

32,010

33,232

34,434

35,676

Cluster
Number




Appendix -

Zibetan Calendar Year
Lo/Bargha Talika:
Iamang/Sherpa/Gurung Neapali B.S. English A.D.
1. Yamyoa,/Chhiba/Chhiba Musha 2040 Mouse 1984
2. May/Lang/Lang Gahee gg:i Cow/0Ox 1985
3. Cbayan/Taa/Taa Bagh %gzg Tiger 1986
4. Tabar/Ye/Hyoa Biralo gg:; Cat 1987
5. Mue/Dukﬁ/Mugh Aakash ggzg Sky/Dragon 1988
6. Sarpo/Bruel/Bruel sarpo 582? Snake 1989
7. Gheda/Tabu/Ta Ghoda %ggg Horse 1990
8. Que/r.uk/Lhuk Bheda %8:; Sheep 1991
9. Makar/Prey/Pra Bandar igig Monkey 1992
10 Yamya/Chaya/Chya Chara gg:g Bird 1993
11. Naghi/Khi/Khi Kukur gggg Dog 1994
12. Toha/Ka/Faa Badel %ggi Boar 1995
2052
Note:

- The calendar goes in cyclic order and a lo/bargha
repeats only after 12 years.

- By asking a person's lo/bargha and looking at his/her
physical appearance one can judge his/her age.

- The months go according to Nepalese calendar (Baishak

... Chaitra). However, rural people usually remember
their month (date of birth) by the local cropping cyc
and festivity.

- The great Tibetan festival called Lohashar marks the
beginning of the new year. It falls approximately
during January 15 or Magh 1 for Tamangs, but for
Gurungs, Thakalis and Tibetians it falls around mid-
February or Phalgun 15.

- January 15, 1992 to January 14, 1993 Year of Monkey
(Tamang and Sherpa). Similarly, 2048 Magh 1 to 2049
Poush 30 as for Nepalese calendar.
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Appendix - H

I¥ ¥ C# *
1 3 1
15 2
1 4 3
18 4
1 6 5§
1 3 6
117 17
1 1 8
17 9
12 1 10°
12 6 i1

12 9 12

12 3 13
12 2 14
12 8 15

12 1 16

12 6 17

12 9 18
12 1 19
12 8 20

12 5 21

12 9 22

13 3 23
i3 5 24

13 8 25

13 3 25

13 6 27

13 7 28

13 1 29

13 7 30

and C# = Cluster Number

Zable of Teams' Assigned Clusters
8.No. Supervisors Iaterviewers YDCs
1. Krishna Bahadur Gurung" Mahakali
Gita Thapa - do -
Renuka Basnet  Leekhu
Kamala Thapa
2. Bed Bahadur Lama Leekhu
Tara Devi Gurung Chhap
- Gyanu Gurung
3. Netra Prasad Bhatta Talakhu
Ishowari Nepal - do -
Radhika Poudyal
4. Tulshi Gurung Sikre
Madhu Kala Thapa -do -
Bina Thapa
5. Meera Rana Ralukadevi
Hira Devi Shrestha - do -
Laluka Pandey - do -
Hari Kumar Shrestha )
6. Bhim Kumari Pun Ralukadevi
Bhawani Quikel Sundaradevi
Jaylaxmi Mainali - do -
Yasodha Pandey
Bishwo Nath Mainali
7. Jamuna Devi Lama Shikharbesi
Sita Thapa - do -
Shanta Thapa - do -
Raghu Dhital
8. Sharmila Shrestha Samundratar
Sarasowti Dhital - do -
Gayatri Khatiwoda Balkumari
9. Ranjana Khanal - do -
Sharmila Upreti Beteni
Sarasowti Thapa
Deelip Lama
10. Rajendra Lama Ghyangphedi
. Parbati Shrestha - do -
Narayani Shrestha
Raju Tamang
11. Durga Regmi . Gaukharka
Nirmala Shrestha Rauthbesi
Sarita Quikel
Vijaya Moktan
12. Jay Shrestha Gaukharka
Ishowari Pandey Rauthbesi
Saradha Lamichhane Beteni
Basundhara Tamang
* I# = Ilaka Number, W# = Ward Number



Appendix - I
Brief Profile of the Project Area
Raghu Thapalia, December 1992

Please note that the information presented here was
collected mostly from secondary sources and observations made
during the survey period. Some information is included from the
survey findings.

1. Location & Geography:

Near and so very close yet so far from the capital city of
Kathmandu lies Save the Children's working area of Child Survival
VIII project. Inaccessible by vehicle, just across a mighty hill
covered with dense subtemperate forest inhabited by wild animals,
north of Kathmandu, begins the boundary area of CS VIII project
that extends even further towards northern isolated foothills of
Himalayan mountains. 'The area with countless beautiful rivers,
magnificent waterfalls, patches of high altitude lakes and
breathtaking majestic hills and mountains encompasses far-eastern
Ilakas #1, #12 and #13 of Nuwakot District, Bagmati Zone, Central
Development Region of Nepal.

Ilakas #1, #12 and #13 are bordered by Sindhupalchok
District to the east, Rasuwa District to the north and Kathmancdu
District to the south. 1Ilakas #2, #10 and #11 of Nuwakot
District border the western part of the project area. The 14
VDCs of these three ilakas include:

Household qistrikution by VYDCs

Ilakas/VDCs Households L Cumu. 3

Ilaka #1:
1. Mahakali vDC 555 23.3% 555 7.9%
2. Leekhu VDC 527 22.1% 1,082 15.4%
3. Talakhu VDC 582 24.4% 1,664 23.6%
4. Sikre VDC 361 15.2% 2,025 28.8%
5. Chhap vVDC 357 15.0% 2,382 33.9%
Sub-total: 2,382 100.0% 33.9%

Ilaka #12: ‘
1. Ralukadevi VDC 804 32.3% 3,186 45.3%
2. Sundaradevi VDC 371 14.9% 3,557 50.6%
3. Shikharbesi VDC 563 22.6% 4,120 58.6%
4. Samundratar VDC 338 13.6% 4,458 63.4%
5. Balkumari VDC ‘ 417 16.7% 4,875 69.3%
Sub-total: 2,493 100.0% 35.4%

Ilaka #13:
1. Ghyangphedi VDC - 500 23.18 5,375 76.4%
2. Gaukharka VDC 490 22.7% 5,865 83.4%
3. Rauthbesi VDC 559 25.9% 6,424 91.3%
4. Beteni VDC 612 28.3% 7,036 100.0%
Sub-total: 2,161 100.0% 30.7%

Total Households : 7,036 100.0%

L —— [ —— — —— ——(—— —— — ———— — "~~~ — -
Source: HMG/N, National Elzction Commission, 1991 voter's list
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The three project ilakas of CS VIII project are each famous
for its own distinctive river. 1Ilaka #1 has Leekhu Khola
(river), Ilaka #12 has Chandramati Khola and Ilaka #13 has
Suryamati Xhola. These rivers collect all the water of the
region and shoots off perpetually and tirelessly down hill,
striking rocky surfaces. These rivers initially head southward,
but shortly there after divert towards the west where they rush
down like a young bull to join in force to make the Taadi Khola.
Collecting every river and stream of the eastern part of the
district, Taadi calmly moves to meet the gigantic Trishuli river
at Devighat. Devighat is a very sacred place for the majority of
Hindu people of the district where many rites and rituals are
performed. Also, in this place many dead ones are cremated and
their ashes are washed into the holy water. This is the place
where Late King Prithivi Narayan Shah (A.D. 1723 - 1775 or B.S.
1779 -~ 1831), who.united the Kingdom of Nepal, was cremated, too.
Herce, the place also holds historical importance.

This gives the topographical view of the CS VIII project
area picturing how it is blocked towards the north by the great
Himalayas, east by the bordering hills of Sindhupalchok District
and south by the mighty hills of Kathmandu valley, forcing its
marginal plains land towards the west into a somewhat rectangular
shape. Access to the outside world to a difficult terrain of the
CS VIII ilakas are open through this narrow valley cut by the
Taadi Khola that ultimately gets together with the Trishuli
river. Trishuli is the river that drains all the water and a
negligible amount of wastes of the Nuwakot District. Major
transportation and travelling of the three ilakas are done on a
network of trails that join one main trail that leads westward
through the bank of the three aforementioned rivers and Taadi
Khola to the Trishuli Bazaar that is situated on the bank of the
Trishuli river.

The nearest roadhead of the project area is located at
Gangate, eight kiloineters closer than Trishuli Bazaar from
Kathmandu. A dirt road is currently being opened up to Dhikure
from Gangate where SC/US's storeroom for the three ilaka offices
is established. Dhikure is located about four hours,
approximately 80 km, drive from Kathmandu. During dry season,
the dirt road even reaches Aaprak which is two hours' walking
distance far from Dhikure and only three hours walking distance
close to SC/US's hub or central office located at Samundratar
village; Ward #1, Samundratar VDC, Ilaka #12. Samundratar
village is situated at a peninsula made by the union of Suryamati
Khola that comes from the upper northern side and Chandramati -
Khola that runs down from the east. The Samundratar central
office is established here to look after Ilaka #1 and #13 CS
VIII's development activities administered by its respective
cffices including that of Ilaka #12. The Ilaka #1 office is
planned to be established at Chhap VDC and Ilaka #13 office at
Gaukharka VDC. The exact location of these offices is still to
be decided, but by the end of January 1993, these offices will
have been moved and housed at a fixed spot near or around the
VDCs, central to its ilakas.

The elevation of these ilakas ranges from 1,000 meters
(3,300 feet) to a maximum of 4,000 meters (13,200 feet). The
temperature of the area is mainly controlled by the elevation.
The northern parts of Ilaka #12 and #13 is somewhat colder than
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southern Ilaka #1 as it is on qguite a higher altitude. Hence,
the temperature gradually decreases from north to the south. The
mean temperature of the area remains 10°C with variance of #15°c.
The low river basins area attains higher temperature and remains
pleasantly cool during winter. 1In the winter, northern parts of
Ilaka #12 anG #13 get sprradic snowfalls.

Due to the constant denudation of existing forest and as the
underlying strata of the land plentifully contain shale and
micaceous quartzite, there is much evidence of soil erosion and
landslides in the project area. In some places, landslides make
travelling from one place to another very difficult. The absence
of or poor and worn down suspension bridges over some rivers and
streams makes the matter even worse.

2. ngnnsxnnhz;

As according to unpublished data obtained from the CBS 1991
census survey, the three ilakas consist of a total of 38,098
population with 18,934 (49.7%) females and 19,164 (50.3%) males.
Hence, the sex ratio of the project area comes to 989 females per
1,000 males. ' :

Population distribution by vDC and sex

Ilakas/VDCs Female 8 Male % Total L

Ilaka #1:
1. Mahakali vDC 1,713 49.8% 1,729 50.2% 3,442 26.9%
2. Leekhu vDC 1,300 51.0% 1,249 49.0% 2,549 19.9%
3. Talakhu VvDC 1,570 50.7% 1,525 49.3% 3,095 24.7%
4. Sikre VDC 996 52.1% 914 47.9% 1,910 14.9%
5. Chhap vDC 921 50.7% 894 49.3% 1,815 14.2%
Sub-total: 6,500 50.7% 6,311 49.3% 12,811 33.6%
1. Ralukadevi VDC 2,120 50.3% 2,098 49.7% 4,218 31.7%
2. Sundaradevi vDC 1,032 48.5% 1,097 51.58 2,129 16.0%
3. Shikharbesi VDC 1,471 48.0% 1,595 52.0% 3,066 23.0%
4. Samundratar VDC 935 50.5% 915 49.5% 1,850 13.9%
5. Balkumari vDC 1,008 49.2% 1,041 50.8% 2,049 15.4%
Sub-total: 6,566 49.3% 6,746 50.7% 13,312 34.9%.

Ilaka #13: ;

1. Ghyangphedi VDC 1,194 46.2% 1,390 53.8% 2,584 21.6%
2. Gaukharka VDC 1,480 50.4% 1,459 49.6% 2,939 24.58%
3. Rauthbesi VDC 1,480 48.4% 1,577 51.6% 3,057 25.5%

4. Beteni VDC 1,714 50.5% 1,681 49.5% 3,395 28.4%
Sub-total: ' 5,868 49.0% 6,107 51.08 11,975 31.4%°
TOTAL: 18,934 49.7% 19,164 50.3% 38,098 100.0%

% *
Source: HMG/N, CBS, 1991 census survey
Since the ilakas have a total of 38,098 population and 7,036

households, the average family size of the area comes to 5.4
people pecr household.



Ralukadev! VDC of Ilaka #12, with a population of 2,120, is -
the largest VI of the project area. Looking at the size of the
VDC on a map, it appears to be one of the smallest VDCs in terms
of land area. Thereforo, the VDC can be assumed to have the
highest population density in comparison to the other VDCs of the
area.

3. Ethnography:

The CS VJII project area is predominantly inhabited by
Tibeto-Burran speaking Tamang and highlander Sherpa people. The
other minority Tibetec-Burman people that dwell in the area
include Gurung, Newar and Magar. The Indo-Aryan groups of high
caste Brahmin, Chhetri and the scheduled caste people such as
Damai, Kami and Sarki also form a large share of the population
of the project area.

Bousehold distribution by ilakas & ethnic groups

Ilaka #1 Ilaka #12 Ilaka #13 Total
Ethnic Gioup HHS L HHs L HHs L HHs %
1. Tamang 1,164 48.9% 1,230 49.3% 1,753 81.1% 4,147 58.9%
2. Chhetri 526 22.1% 635 25.5% 127 5.9% 1,288 18.3%
3. Brahmin 168 7.1% 309 12.4% 30 1.4% 507 7.2%
4. Scheduled 113 4.7% 160 6.4% .78 3.6% 351 5.0%
5. Newar 117 4.9% 131 5.3% 4 0.2% 252 3.6%
6. Gurung 212 8.9% 14 0.6% 24 1.1% 250 3.6%
7. Sherpa 4 0.2% 5 0.2% 139 6.4% 148 2.1%
8. Magar 76 3.2% 2 0.1% 3 0.1% 81 1.2%
9. Muslim 2 0.1% 7 0.3% 3 0.1% 12 0.2%
Total HHs: 2,382 100% 2,493 100% 2,161 100% 7,036 100.0%

N — e A —— - ]
Source: HMG/N, National Election Commission, 1991- voter's list

The Chhetri, Brahmin, Newar, Muslim and scheduled caste
people are mostly concentrated in the river basin plain and
fertile area and are better off than others. Generally the
Tamang, Gurung and Magar people inhabit mid-hills while the
Sherpas occupy northern foothill area of Himalayas.

In the region, the Indo-Aryan groups of Brahmin, Chhetri and
scheduled caste Kami, Damai and Sarki, as well as Newars,
strictly follow the Hindu religion. It is widely believed that-
in the distant past, the Tamang, Sherpa, Gurung and Magar people
of Mongoloid origin migrated from Tibet with their Buddhist
religion to settle in the northern mid-hills of Nepal. As they
started mingling with southern Indo-Aryan Hindu people for the
necessity of economy and trade, their traditions and religion
began to deteriorate. ‘Though these people in the region,
excluding Sherpas, equally observe the major rites and rituals of
both Buddhism and Hinduism, the majority of them nowadays
consider themselves to be Hindus. The only Buddhist religion yet
to be impaired by the influence of the Hindu majority of the
country remains that of the Sherpa people. Protected by
isolation, the Sherpa people still retain their traditional
religion, cultures and beliefs.
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4. Education:

As according to the survey data, the literacy rate of the
project area is extremely low. Only 17.1% of the ilakas total
population are literate. The Demographic Sample Survey 1986-87
First Report indicates 34.8% percent of national literacy rate
(UNICEF, 1992).

The survey data indicates that women's education status of
the area is considerably lower than males while it lists 6.6%
female literacy rate and 28.8% male literacy rate. As estimated
by HMG/N, Ministry of Education, the national literacy figures
are 18% for females and 54% for males.

It is been heard during the survey that there is a very higl
school dropout rate in the region. In some remote primary
schools, only two or three students attend school regularly.
Further, it is learnt that due to budget and manpower
constraints, a few ALCs organized by the government around the
region beqame total failure.

5. Economy:

To date the national development work has not delivered its
promise to alleviate poverty in the region like in most part of
the country. still, much of the population falls below absolute
poverty line in the region. In the case of Tamangs and Sherpas,
the matter is even worse.

A few centuries back, the Tamang people of the region were
believed to be taken by force to become a bondage-laborers
(slaves) by then ruler Kings and their men. The men were usually
put to work to assist the army as their attendants while the
women were turned into mistresses for royalty. The practice
escalated to an all time high during the time of Rana rule of
late 18 century A.D., as we came to hear during the survey. The
social horror that they went through at that time is still
evident in some remote Tamang communities of the region. Some
elites of the area give us this impression as they told us the
people living in some of these communities still run away to hide
themselves, afraid of being taken from their family forever, if
they see a stranger coming towards their community or else act at
least very indifferent to them.

The consequences of this unjust act of past rulers have
brought them some social disorder and disharmony that is
gradually beginning to come into a light at the national level.
One of the most shameful outcomes is the great numbers of young
girls and women of the area now found to be indulging in body-
trade in the cities of Nepal and India. Thé Thulo Gaon, or big
village as the people of the area usually call the great port of
Bombay in India, houses many Tamang prostitutes of the region.
The brothels give them substandard living facilities with some or
no money to entertain daily many ships' crews and tourists from
around the world. Besides Tamangs, other ethnic groups of the
area such as Newar, Brahmin and Chhetri are also beginning to
lineup for such affairs. In scme households and communities,
this practice is beginning to buvcome socially accepted for the
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mere reason of economic benefit. 1If this is not put to an end,
the practice will soon be turned into a widely accepted social
norm of the area. Perhaps the most damaging factor will be the
things that these returnee prostitutes will bring back with them
into the community, like bad influences and the HIV virus that
causes AIDs.

The apparently growing cases of AIDs in the area is not only
to be blamed upon these returning prostitutes, but also upon the
men who are engaged in migratory wage labor. Forced by social
upheaval, poverty, illiteracy, steady growth of population and
scarce resources, many Tamang and Sherpa men often are found
working in the cities of Nepal and India as a menial laborers.
When they return to their community, with little hard-earned
wealth, they might also carry the HIV virus with them.

A few Sherpas and the Newar people in the area are found
doing petty businesses. Some of them have opened small shops in
their home that retail small quantities of daily necessities.
The highlander Sherpas also occasionally found to engage in ,
barter trade with Brahmin and Chhetri of lower river basin areas
on a seasonal basis. The chief trade items of the Sherpa of the
region are negligible amounts of high.altitude potatoes and wild
alpine herbs that are usually bartered with rice. All the rest
of the people of the region are found to depend entirely upon
subsistence farming and nominal livestocks rearing for their
livelihood.

Since some households have occupied the fertile land of
lower river basin area, they are relatively well off compared to
other ethnic groups of the area. Among them are chiefly the
Brahmin and Chhetri. These households often produce little more
surplus than what they usually consume in a year. Such groups of
households have comparatively higher education and st¢.dard of
living than others in the region. Based on the measurement of
production and consumption factor, an economic standard of a
rural household can be truly accessed and can be grouped into
three broad categories, ramely adequate lot, poor, and the
poorest of the poor (POP).

Production vs. consumption pattern of sample households

Consumption Households %
Ad«quate lot:

>= 9 months 99 47.1%
Poor: _

>= 6 to < 9 montts 52 . 24.8%
Poor of the poorest:

<= 6 months 59 28.1%
TOTAL: 210 ~100.0%

mm

These figures will help us estimate the percentage of
households or population of the project area falling into these
categories in order to assess their economic status.

RRERRRRRKX
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Appendix - J

Summary of Findings
Secondary Source:
1. Households: Ilaka # 1 - 2,382 33.9%
Ilaka # 12 - 2,493 35.4%
Ilaka # 13 - 2,161 30.7%
Total - 7,036 100.0%

2. Population: Female 19,164 50.3%

Male - 18,934 49.7%
"Ilaka # 1 - 12,811 33.6%
Ilaka # 12 - 13,312 34.9%
Ilaka # i3 - 11,975 31.4%
Total - 38,098 100.0%
3. Family size per household - 5.4
4. Ethnic group: Tamang - 58.9%
Chhetri, Brahmin, and
scheduled caste groups - 30.5%
Newar, Gurung, Sherpa and
Mayar - 10.5%
Primary Source (survey):
5. Average family size per Ilaka # 1 §.8
household as according Ilaka # 12 - 7.1
to sample households Ilaka # 13 - 6.4
6. Literacy rate: Female - 6.6%
' Male - 28.0%
Total - 17.1%
Interviewed mothers - 3.9%
7. Mothers currently breast-feeding - 95.7%
Bottle-feeding mothers 2.9%
Mothers supplement child's food with fat- 49.5%
Mothers having growth monitoring cards - 3.3%
8. Diarrheal disease within last 15 days - 43.8%
Mothers completely stopped breast-
feeding while child had diarrhea - 0%
Mothers completely stopped fluid based
foods while child had diarrhea - 13.0%
Mothers completely stopped solid foods
while child had diarrhea - ' 14.1%
Did nothing when child had diarrhea - 42.9%
Gave Jeevan Jal and Sugar-salt
solutions while child had diarrhea - 17.3%
Mothers who correctly prepared '
Jeevan Jal while child had diarrhea - 50.0%

/
/Y>



11.

12.

13.

14.

Don't have any idea to take any action
if child has diarrhea -
Don't have any idea of feeding practice
if child has diarrhea -
Mother has no knowledge of Jeevan Jal -
Mothers who either has not heard of the
Jeevan Jal or even having heard
does not know how to correctly mix it-

Sample Households having pit-latrine
Mothers having no idea of causes of
diarrhea and dysentery =

Mothers that said their child is

immunized -
Mothers who have no idea at what

age child should be immunized

against measles -
Mothers who have no knowledge why

TT shots are given to them -
Mothers having child's immunization

Complete coverage ( 0 - 23 mo.)
Complete coverage (12 - 23 mo.)

card -
Vaccination coverage rate: DFT -
Polio -

BCG -

Measles -

Mothers having antenatal examination
card

Mothers having TT card

TT coverage rate

Mothers currently pregnant

Mothers who are not currently pregnant
but have a desire to have a babv
within next two years -

Mothers who do not want to be
pregnant but are not adopting any
family planning method currently -

Mothers who have observed ARI problen
in their child during last 15 days -
Within this case who has rapid and
difficulty in breathing -
Within this case who did not seek any
treatment for child -

sample households having fruit trees -
Mothers who are doing winter
vegetables farming .=

Sample households ﬁaving fodder trees -
Sample households having smokeless stove-

RRRARRRAR

76

16.0%
13.4%
32.9%
77.6%
23.3%
20.8%

46.7%

61.9%
79.5%
19.5%
2.4%
2.4%
18.6%
4.8%
1.4%
2.4%

0%
5.2%
7.1%
9.5%

9.5%
91.9%

43.8%
96.7%
44.6%
42.4%
92.4%

57.1%
2.4%
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SURVEY ON KNOWLEDGE, ATTITUDE AND PRACTICE
REGARDING STDs/AIDS IN NUWAKOT

Executive Summary:

Save the Children US conducted a 30-cluster sample survey of
knowledge, attitudes and practice of STDs/AIDS (Sexually Trarzmitted
Disease/Acquired Imrune Deficiency Svdrome) and gafe sex practices im
Nuvskot, a middle hill district of Nepal, in November-December, 1992,
210 males and 210 feuales aged 15-45 ycars were interviewed. Most
respondents were married (82X) and illiterate (76%X). The majority of
the inhabitants in the survey area are Taumang people (62%). Due ¢o
illiteracy and poverty, many Tamang girls have been taken to India
vhere they have been subjected to prostitution.

General awareness of STDs is very low (15%): for fema'es it is 7% and
for Tamangs overall it is 8%. Education level has a clear effect on
awvareness: only 4X of illiterates are aware of STDs, while 69% of
people with 6-10 class level of education are aware of STDs. Only 9%
of all respondents know about the prevention of STDs and 13% Phave
knowledge of signs and symptoms of STDs.

More respondent. know about AIDS (24%) than STDs: for females it is
13X ard for Tamang people 15%X. AIDS awareness increases considerably
with education. Only 9% of 1lliterates know of it, while this
proportion reaches 80X for those with a 6-10 class level of education.
Those who are aware have heard about AIDS mainly from the radio (59%).
The reach of other communication media seems limited: 17% from posters
and 14X from health workers.

Knowledge regarding AIDS transmission was highly correct. Amnong those
aware of AIDS, 94% think sex is the prime route of transmission.
However, some have the misconceptions that handshakes (14%), sharing
clothes (20X), and moscquito hites (14%) can cause this disease.

42X have some knowledge alout the prevention of AIDS by avoiding sex
with an infected person and avoiding use of umnsterile skin-piercing
instruments. When questioned regarding the use of condoms (safe sex),
46% knew what condoms are, but only 4% of wmarried respondents had
used condoes during the previous month. Awareness of condoms is low
apong females (27X) and Tamangs (31X). Regarding the purpese of
condom use, 53X stated pregnancy prevention and 12X stated AIDS/STD
prevention.

These findings clearly indicate a need to launch a well-coordinated
literacy and AIDS/STD prevention campaign focussed on women and people
from disadvantaged castes, like the Tamang.



Introduction

A. Background:

The Save the Children US (SC/US) Nepal Field Office initiated a
Child Survival VIII (CS VIII) project (funded by USAID) and AIDS
Education and Prevention project (funded by WHO) in Ilakas 1, 12,
and 13 of Nuwakot District of Central Nepal in October, 1992,
The target population of 38,098 includes 6,096 children under
five years, and 7,620 women between 15 and 45 years of age.
SC/US planned to implement the AIDS Education and Prevention
Project in Nuwakot district of Central Nepal because of the
problems of women trafficking &and prostitution there. The
project has been planned to combine the multi-sectoral expertise
of SC/US, Shrijana Bikash Kendra and the Nepal National Social
Welfare Association (NNSWA) to support Nepal's National AIDS
Prevention Project.

The key interventions of the project include identificatinns of
the at-risk population, training of NGO and HMG staff on STD and
AIDS education, training of AIDS educators and peer cousellors,
transmitting AIDS knowledg=, education and awarenes:; and
treating sexually transmitted diseases.

The objectives of the AIDS Education and Prevention Project are:

To train Shrijana Bikash Kendra, NNSWA and government health post
and district education office staff on how to provide AIDS
education, counselling, referral and support services to
villagers;

To educate 50% of the population over fourtesen years of age in
targeted communities about AIDS, how it is contracted, how to
prevent STDs and HIV infection and how to care for people who

have AIDS;

To raise awareness among 50% of the targeted population about how
to recognize, obtain treatment, and protect against STDs;

To establish peer counsellors in the targeted high-risk
communities who will educate community members about AIDS and
encourage ‘women at risk of entering prostitution to consider

other professions;

To accomplish the above objectives by the end of the project.
SC/US has received US $34,500 from WHO GPA program matched by &
US $513,482 CS VIII budget. The WHO project will end in one year
and CS VIII project will continue for over three years in the

Nuwakot project area.

q)\



B. Objective of the Bageline Survey:

The data has been collected from a sample survey which can be
used for project design, management and evaluation purposes. The
objective of the STD/AIDS baseline survey is to provide project
staff with baseline information about the following issues:

- The demographic and social characteristics of the population
in the project area;

- The level of knowledge of people about STD/AIDS infections
and prevention measures;

- People's perceptions and attitudes towards KIV positive/AIDS
patients; and,

- The actual practices of men and women for the prevention of
STDs and HIV/AIDS infections.
Qutline of Survey Areas:

Save the Children US recently started its program in Ilakas 1, 12
and 13 of Nuwakot district. These three Ilakas cover 14 VDCs out
of the 62 VDCs of Nuwakot district. Geographically, Nuwakot
lies in the Central Region of Nepal. The total area of Nuwakot
is 1121 sq.km. and that of the .three Ilakas 253 sq.km. This
district is surrounded by Kathmandu district to the south,
Sindhupalchowk district to the east, Rasuwa district to the north
and Dhading district to the west. The project area, although so
near to the capital city, Kathmandu, is virtually inaccessible by
any modern means of transportation and communication. Trekking
is the best way to visit. The altitude of these three ilakas
range from about 1000 metres to 4000 meters.

The tables below illustrate the number of households and the
population in the project area. The three ilakas consist of a
total of 38,098 population with a sex ratio of 101. 1Ilaka 12 is
the most populated with 13,312 inhabitants (35%). Among the
VDCs, Relukadevi VDC has the largest population of 4,218 (11%)
and Chhap has the smallest with 1,815 (5%).



Table # 1 : Population and Household by VDC.
# of * POPULAT I ON **
Ilaka/VvDC house- Sex
holds Male Female Total Ratio
Jlaka # 1
1. Mahakali VDC 555 1,729 1,713 3,442 101
2. Likhu VDC 527 1,249 1,300 2,549 96
3. Talakhu VDC 582 1,525 1,570 3,095 97
4. Sikre VDC 361 914 996 1,910 92
5. Chhap VDC 357 894 921 1,815 97
Sub-Total 2,382 6,311 6,500 12,811 97
Ilaka # 12
1. Ralukadevi VDC 804 2,098 2,120 4,218 99
2. Sundaradevi VDC 371 1,097 1,032 2,129 106
3. Sikharbesi VDC 563 1,59¢ 1,471 3,066 108
4. Samundratar VDC 338 915 935 1,850 98
5. Balkumari VDC 4117 1,041 1,008 1,008 103
Sub-Total 2,493 6,746 6,566 13,312 103
Ilaka # 13
1. Ghyangphedi VDC 500 1,390 1,194 2,584 116
2. Gaunkharka VDC 490 1,459 1,480 2,939 99
3. Rautbesi VDC 559 1,577 1,480 3,057 106
4. Betini VDC 612 1,681 1,714 3,395 98
Sub-Total 2,161 6,107 5,868 11,975 104
Total 7,036 19,164 18,934 38,088 101

Source: * HMG/N, National Election Commission, 1991 voter’s list
*% CBS, 1991 Census Survey.

II. Methodology
A. Sampling:

7his survey has followed the WHO recommended 30 cluster survey
technique, which allows a. small number of targeted population to
be sampled while providing dsta that is statisticually valid.
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For the calculation of sample size, the following formula was
used in this survey:

n=2alx pQ/d2
where n = sample size
Za = level of coufidence
P = expected level of prevalence
qQ = 1-p
d = margin of error

For this survey, the desired level of certainty (a) was 95%, from
the statistical table which gives a 1.96 level of confidence
(Za). Allowable margin of error was taken as 0.1 which would
give a level of precision +/- 10%. As the level of STD/AIDS
awareness ..r Kknowledge was not known, p was assumed to be 0.5
which requires the largest sample size.

Hence, n = 1.96% X 0.52/0.1% = 3.84 X 0.25/0.01 = 96

The maximum sample size is 96. However, as cluster survey
technique is employed here, sample size was increased to 210 in
order to balance the effect of bias due to not randomly selecting
individuals from the whole population. To obtain seperate valid
results for males and females, 210 people from each of these two
groups were interviewed, which gave a total sample of 420.

i) Selection of Clusters:

30 clusters were selected on the basis of ‘"probability
proportionate to size" as mentioned in "Households Survey Manual:
Diarrhoeal Case Management, Morbidity and Mortality" (Diarrhoeal
Disease Control Program, WHO, Geneva, 1989). For this survey,
wards of Ilakas 1, 12 and 13 were taken as clusters. A list of
all the wards with population was prepared and population was
cumulated. Sampling interval was calculated by dividing the
total population by the number of required clusters (i.e. 30 in
our case). The first cluster was selected with the help of a
random number. The second cluster was selected by adding
sampling interval to the random number and subsequent clusters
were chosen in the same manner. This technigque c¢f cluster
selection ensures the sample to be probability proportionate to

size.
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ii) Selection of Household:

Within the cluster also, one community was randomly selected for
the survey. For selccting the households, the survey team first
went to the center of the village and chose a direction by
spinning a bottle on the ground. All the households in that
direction were listed and one household was randomly selected
with the help of a currency ncte. For the subsequent interviews
the next closest household was selected until 7 males and 7
females had been interviewed.

As the respondents for the survey were to be sexually active

males and females (i.e., 15 to 45 year olds), only those
households with such members available for interviews, were
selected. 1In total, 373 households were covered in the survey.

This figure is less than 420 because in 47 cases, both males and
females were interviewed from the same household.

B. B i1 I \ traini ¢ . i int - .

As this survey was being conducted simultaneously with the
"Baseline Health Survey" of the mentioned areas of Nuwakot
district, the same Field Surpervisors and interviewers were
assigned both survey tasks. All the Field Surpervisors vwere
teken from among the SC/US field staff, The positions of the
_interviewers were advertised locally with a minimum qualification
of SLC pass. After carefull screening, 30 interviewers were
hired. 12 Supervisors led the team for a ratio of about 1:3.
The majority of members of this data collection team was female.

A veek long intensive training was provided to both the Field
Supervisors and to the interviewers. 1In the training, the main
emphasis was on the practice sestions which included classroom
role plays as well as practice in the real life situation.
Topics covered were study objectives, household/respondent
selection, questionnaire and interview technique. ‘The training
schedule is attached in Appendix 1 at the end of this report.

C. Data collection:

The survey was accomplished in one week’s time between November
23 and November 30, 1992, simultaneously with *he baseline
commuitity health survey. The same survey teams collected data
for both studies. In most of the cases, interviews were
conducted by ~female iunterviewers, and only in some of the
instances were male interviewers used. On avarage, one interview
took 30 minutes.



D.

III.

A.

Questionnajire:

The questionnaire for this survey was designed with the help of
standard questions as suggested for KAP (Knowledge Attitude and
Practice) Surveys in HAPA Grants Projects. However, for the
local context, some of the questions were deleted and other new
questions were added.

In order to obtain information about population characteristics
on key variables like age, sex, education, ethnicity, and marital
status, a family roster was designed. This roster also helped to
ide- 'ify potential respondents for detailed interviews reagrding
...40wledge, attitudes and practice.

The main gquestionnaire was divided into three parts: STDs, AIDS,
and Condoms. For STDs questions were focussed on awareness,
knowledge of signs and symptoms, and knowledge about preventions.
For AIDS, in addition to these, other questions regarding source
of information, knowledge about types of treatment and modes of
transmission, and attitudes towards infected people were also
included. Questions about condom were designed to obtain data
regarding awareness, knowledge of source of supply and use of
condoms.

Most of the guestions were structured, but some questions could
not be closed because all the possible options were not known and
so were left open-ended. The questions were pre-tested and
modified as needed.

Analysis of Demographic and Social Characteristics:
Characteristics of Survey Population:

The total number of households surveyed was 373, whic! comprises
5.30% of the total households in the SC/US project area (Ilakas
1, 12 and 13 of Nuwakot district). Demography and social
characteristics of all the household members were collected

_.during the survey. The total population of surveyed households

was 2,372, or 6.23% of the population in the project area. The
number of households and the population covered in each ilaka
have been presented in Table 3 below:



Table # 2: Households (HH) and Population of Ilakas Surveyed

Ilaka# {# of , |Total # & of % of HH|Total #[Total 2 | % of

selected of HHs covered| Popu- [of Popu-|Popula-
clusters HHs covered [by the [lation {lation tion
by the survey covered |covered
survey by the |by the
survey |[survey
1 9 2,382 115 4.83 12,811 751 5.86
12 13 2,493 160 6.42 13,312 1,013 7.61
13 8 2,161 98 4.53 11,975 608 5.08
Total 30 7,036 373 5.30 38,098 2,372 6.23

The most people and the highest proportion of households were
surveyed in Ilaka 12 (6.42%) whereas other ilakas were almost
similar in terms of coverage. This discrepancy of coverage has
arisen due to differences in the number of clusters selected from
the ilakas and not due to defects in household selection.

The people surveyed were family members who share a common
kitchen, irrespective of whether or not they were in the house at
the time of the interview. It is the de jure population which is
larger than the resident population of the sample households.



i) Population Distribution and Age/Sex Composition:

Table 3: Population distribution by age and sex

Male Female Total Sex Ratio

Age

Groups No. % No. % ‘'l No. % M/F x 100
0-4 192 16.11 |239 |20.25 431 118.17 80.34
5-9 164 13,76 |166 |14.07 330 ]13.91 98.79
10-14 148 12.42 1130 |11.02 278 111.72 113.85
15-19 102 B.55 [103 8.73 205 8.64 99.03
20-24 102 8.55 {105 8.90 207 8.73 97.14
25-29 103 8.64 {102 8.64 205 8.64 100.98
30-34 88 7.38 77 6.52 165 6.96 114.28
35-39 75 6.29 59 5.00 134 5.65 127.12
40-44 70 5.87 62 5.25 132 5.56 112.90
45-49 25 2.10 24 2.03 49 2.07 104.17
50-54 37 3.10 24 2.03 61 2.57 154.17
55-59 22 1.85 23 1.95 45 1.90 95,65
60-64 33 2.77 31 2.63 64 2.70 106.45
65-69 13 1.09 14 1.19 27 1.14 92.86
70-74 12 1.01 13 1.10 25 1.905 92.31
76-79 4 0.34 6 0.51 10 0.42 66.67
80+ 2 0.17 2 0.17 4 0.17 100.00
Total 1192 100 1180} 100 2372] 100 101.02

Source:

Table 3 shows the distribution of the population surveyed by five
Year age groups and sex. Children under five years correspond to
18% of the total population and 43% are children under fourteen.
The productive age population (15 to 64 years) constitutec
52.42%, and the aged population (65+ years) is 2.78%. Thus the
aged dependency ratio is quite low (5.30), whereas the child
dependency ratio is remarkably high (82.03) which is a typical
characteristic of traditional societies with both high fertility
and high mortality rates. The total dependency rate is 87.33%.

During childhood, the sex ratio is more skewed towards females
(80.34). However for those of reproductive age, the sex ratio is
more skewed in favor of males. This indicates a high rate of
maternal mortality. As age advances, the sex ratio again favors
females. The overall sex ratio of the survey population is 101
males per 100 females.

Although fertility was not directly measured, an idea of it can
be obtained from the child-woman ratio. This ratio is 0.85,
which means there are 85.0 children below 5 years of age for
every 100 women of reproductive age (15 to 44 years). This ratio
is a 1little high, in comparison to that of Nepal overall, which
is 0.76.



The proportion of women in the reprcductive age group (15 to 44
years) is 21%, which is very near the estimate for all of Nepal
in 1990. However, the proportion of children below 5 years of
age is higher for the survey population (18%) than that of all
Nepal (16%).

ii) Ethnicity and Religion:

Table 4: Household Distribution by Ethnicity.

Ethnicity/ | Cumulative
Caste Groups No. % %
Tamang 232 62.20 62.20
Chhetri 52 13.94 76.14
Gurung 36 9.65 85.75
Brahniin 29 7.77 93.56
Scheduled Castes
(Damai/Kami) 14 3.76 97.32
Cther Castes 10 2.68 100.00
Total 3173 100.00

According to Table 4, the project area (1ilakas 1, 12, 13 of

Nuwakot) is largely inhabited by Tamang people. Tamang
households constitute 62.20% of the whole. The second most
numerous are Chhetri, who number 13.94%. The dominant Brahmin

caste households make up only 7.77%. The more deprived scheduled
castes Damai and Kami constitute 3.76%.

Table 5: Household Distribution by Religion.

No. of % of !
Religion Households Households
Buddhist 246 65.95
Hindu 127 34.05
Total 373 100.00

Az most of the Tamang people are Buddhist, this religion is
followed by an equally high proportion of households (65.95%).
All the remaining households belong to the Hindu religion. This
suggests that the survey .results are substantially influenced by
the beliefs and attiudes of the Tamang ethnic group.
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iii) Population Outside:

Table 6: Population Inside and Outside.

Male Female Total
No. % No. % No. %
Outside 105 8.81 39 3.31 144 6.07
Inside 1087 | 91.19 1141 96.69 2228 93.93
Total 1192 100.0 1180 100.0 2372 100.0

As seen in Table 6, out of the total survey population, only
6.07% were outside of the home on the day of the interview. The
proportion of females cutside is even lower (3.31%). This figure
may be understated due to the deliberate or undeliberate under-
reporting of females outside. As in other retrospective surveys,
the respondent may have forgotten to report family members absent
for a long duration. Under-enumeration may also arise if the
respondents are ashamed or afraid of disclosing the long absenc:
of a female family member.

Table 7: Population Outside Home and Purpose by Sex.

Male Female Total
Purpose/Place
No.| % No. % No. %

Study in Nepal 14 [13.33 4 10.26{ 18 [12.560
Work in Nepal 54 [51.43 17 43.591 71 [49.31
Study in India X - X - X -
Work in India 13 [12.38 8 20.51| 21 |14.58
Missing/Lost 3 2.86 X - 3 2,08
In Nepal for just

a few days 17 [16.19 6 15.38| 23 [15.97
(Travelers/visit

to relatives)
Others 4 3.81 4 10.26 8 5.56
(Children accompanying

their parents)
Total 105 | 100 39 100 [144 | 100

e

As presented in Table 7 regarding the purpose of being outside,
nearly half (49.31%) have gone to work in places within Nepal.
For females, the second most porular reason is that they have
gone to work in India (20.51%). For males, it is that they have
gone travelling or visiting relatives within Nepal (16.19%).

(KQ
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for females to be outside (10.26%), although it is slightly more
common for males (13.33%). The percentages here for male and female-*
denote different levels of numbers in absolute terms.

iv) Marita) Status:

fable B: Marital Status of Above-14 Population by Age and Sex (in percentage).

Male Female
Age CGroup )
Currently Divorced/ Currently Divorced/
Unmarried| Married |WidowedlSeparated|tnmarried| Married |[Widowed |Separated
15-19 65.29 14.71 - - 66.99 33.01 - -
20-24 36.27 63.73 - - 10.48 89,52 - -
25-29 11.65 87.3% - 0.97 7.5 92,16 - -
30-34 7.95 92,05 - - 3.90 93.51 1.30 1,30
35-39 6.67 90.67 1.33 1.33 - 96.61 3.39 -
10-44 - 98.57 - 1.43 1.61 90.32 6.45 1.61
45-49 - 92.00 8.00 - - 91.67 8.33 -
50-54 - 89.19 10.81 - - 83.33 16.67 -
5§5-59 - 86.36 13.64 - - 66.96 13.04 -
60-64 - 72.73 27,27 - - 70.97 22,58 6.45
65¢ - 80.65 19.35 - - 37.14 62.U6 -
Total 21,51 74.42 3.63 0.44 13.26 78.14 6.98 0.62
n » 148 512 25 92 92 504 45 1
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Table 8 shows the marital status of the men and women above
14 year by five year age groupings. Although it is
sometimes customary to present this data for the above 10
year population, here it is calculated only for above 14
years because there was no one married before that age.

The proportion of married males in the 15 to 19 year age
group is 14.7%,. whereas for females it is almost double
(33%). The largest group of currently married is the 40 to
44 year age group for males (98.64%), and for females it is
five years earlier, the 35 to 32 year age group (96.6%).
The proportion of currently married gradually decreases

after this age for Loth sexes. In the last age group, 65+
vears, the proportion of widowed (62.8%) is far greater
than the proportion of widower (19.4%), which indicates a

higher mortality rate for elderly males.

The overall proportion of currently married is 74.4% for
males and 78.14% for females. Among males, 78% are in the
ever-married category and 22% are Yyet to marry. Among
females, this ever-married rate is even higher, 86%, and
only 14% are unmarried. This hig}l proportion of marriage is
consistent with the universal marriage pattern in most of
the countries in Asia.

v)  Educational Status:

Table 9: Educational Status of Population Above 4 Years
of Age by Sex. -

Male Female Total
Educational
Status No. % No. % No. %
Illiterate only 573(57.30 |838 [89.05 {1411]72.69
1-3 grade 115/11.50 30 3.19 145 7.47

Total Illiterates 688{68.80 [868 [(92.24 |1556{80.16

Literate only 92! 9.20 28 2.98 120 6.18
4-5 grade 84| 3.40 23 2.44 107 5.51
6-9 grade ' 100{10.00 20 2.13 120 6.18
SLC and above . 36{ 3.60 2 0.21 38] 1.96
Total Literates 312(31.20 73 7.76 385{19.84
All Total 1000{100.0 |{941 |100.0 [1941]100.0

As seen in Table @, the 1literacy rate of the survey
population is only 13.8%. For males it is 31.2% and for
females only 7.8%. This rate is quite low in comparison to
the literacy rate of Nepal, which is 40%. (male 55% female

-V |
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25%). However, this low rate might have been derived due to
the strict definition of literacy by SC/US. Only those who
can fully read and write or those who have passed grade 4
and above were regarded as literate. Those with schooling
below grade 4 were regarded as illiterate. Remarkably,
72.7% of the population has had no exposure to any form of
education, neither formal nor informal.

Regarding school education, 7.5% have acquired primary
education, 5.5% lower secondary education (4-5 grade), and
6.2% secondary education (6-9 grade). Only a meager 0.2%
have secured higher education (SLC and above). The level of
femele education is even lower. Only 3.2% have received
primary education and only 2.2% have received secondary

education.

B. Characteristics of Respondents:

Altogether, 210 males and 210 females were interviewed 1in

detail regarding STD/AIDS knowledge and attitudes. From
Iiaka 1 there were 126 respondents, from Ilaka 12 there were
182 respondents, and from Ilaka 13 there were 112
respondents.

i) Age and Sex Composition:
Table 10: Age/Sex distribution of respondents.

Male Female Total
Age Group
No. % No. % No. %
15-19 37 17.62 30 14.29 67 15.95
20-24 38 18.10 53 25.24 91 21.617
25-29 33 15.71 47 22.38 80 19.05
30-34 36 17.14 37 17.62 73 17.38
35-39 34 16.19 21 10.00 55 13.10
40-45 32 15.24 22 10.48 54 12.86
Total 210 100.7°0 |210 100.00 |420 100.00

Males and females between the ages of 15 to 45 only were
selected to be the respondents for this survey. As seen in
Table 10, among male respondents, all the age groups are
almost equally represented with the 20 to 24 years age group
being slightly more represented {18.10%). However, among
females, the distribution is uneven. It reaches its peak in
the 20 to 24 years age group (25.24%) and becomes lowest for
the 30 to 34 years age group (10%). For both sexes .also,
the 20 to 24 years age group is the most represented

qQ



14

(21.7%). The mean age of male respondents is 29 yvears and that of

female respondents is 27.5 years. For both sexes the mean

age is 28.25 years.

ii) Marital Status:

Table 11: Distribution of Respondents by Age and Marital Status (in percenlage).
Male Female

Age l

Group Divorced/ Divorced/
Unmarried{Married|Widowed|SeparatedTotal |Unmarried|Married|+idowed|Separated|Total

15-19 | §1.06 18.92 - - 100.0] 63.33 36.67 - - £00.0
20-24 34.21 65.79 - - 100.0 5.66 94.34 - - 100.0
25-29 9.09 90.91 - - 100.0 4.26 95.74 - - 100.0
30-34 2.78 87.22 - - 100.0 2.70 94.59 - 2.70 100.0
35-39 2,94 94.12 2.94 - 100.0 - 100.00 - - 100.0
40)-45 - 100.00 - - 100.0 - 100.00 - - 100.0
Total | 22.86 76.67 0.18 - 100.0 11.90 8§7.62 - 0.48 '|100.0

n 48 161 1 - 210 25 1564 - 1 210

(e
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Table 11 presents the marital status of respondents. 77% of
males and 88% of female respondents are currently married. Among
males, the proportion married is highest in the 30 to 34 years
age group (97%) and among females it is highest in 25 to 29 years
age group (96%). By age 34, all the females are married and
after age 39 all the males are married. At younger ages, more
unmarried people have been represented as respondents. The
proportion of unmarrieds for younger ages is higher for
respondents than for the survey population. On the whole, people
widowed/separated/divorced are the least represented as
respondents. It shows a tendency, especialiy among females, for
only those currently married to be available for interviews on
intimate issues like STD and AIDS.

iii) Educational Status:

Table 12: Distribution of Respondents by Educational Level.

Male Female Total

Educational Level
No. % No. % No. %

Jlliterate only 108 (51.43)1191 }(90.95)) 299 71.19
1-3 grade 16 (7.62) 4 (1.90) 20 4.76

Total Illiterates |124 59.05 |195 92.86 319 75.95

Literate only 26 12.38 3 1.43 29 6.90
4-5 grade 16 7.62 7 3.33 23 5.48
6-9 grade 3 14.76 5 2.38 36 8.517
SLC and above 13 6.19 - - 13 3.10
Total Literates 86 40.95 15 7.14 101 24.05
All Total 210 100 210 100 420 100

On average, respondents have more education than the survey
population. However this is largely due to the male respondents.
Among female the respondents are consistently at a lower level in
almost all categories of educational status than the survey
population. 41% of male respondents are literate, while only 7%
of females fall in this category. While 6% of males have
receivedt%igher education (SLC and above), no female has more
than a 9 grade education. Overall, the literacy rate is 24%
and more than 17% of respondents have received education above
grade 3. The educational status of respondents has been given in

Table 12.
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iv) Ethnic Characteristics:
Table 13: Distribution of Respondents by Ethnicity.

Male Female Total
Enthnicity/
Group No. % No. % No. %
Témang 135 64.29 126 60.00 261 62.14
Chhetri 28 13.33 24 11.43 52 12.38
Gurung 18 8.57 24 11.43 42 10.00
Brahmin 18 8.57 18 8.57 36 8.57
Scheduled Caste 7 3.33 11 5.24 18 4.29
Damai/Kami
Other Castes 4 1.90 7 3.33 11 2.62
Sherpa/Newar/Magar
Total 210 100.00 210 [100.00 420 [100.00

Table 13 illustrates the ethnic distribution of the respondents.
The most represented ethnic group of the survey area is Tamang
(62%). The subsequent positions are held by the Chhetri (12%),
Gurung (10%), Brahmin (9%), scheduled castes (4%) and other
castes (3%). In case of both Tamang and Chhetri, there are more
male respondents than female. In the case of the Brahmin, both
sexes are equally represented, and for other ethnic groups, the
females out-number the males.



Iv.

SURVEY FINDINGS:

A. Sexually Transmitted Disease:

Systematic surveillance of sexually transmitted diseases (STDs)
has not yet been completed in Nepal. In 1991, 556 Badi
prostitutes were tested for HIV. They all tested negative.
Seventy percent of them, however, tested positive for other STDs.
This high rate of STD infection almost ensures that it will Jjust
be a matter of time before HIV also follows. Therefore, STD
surveillance and development of a prevention strategy are
urgently needed. 1In this survey information regarding knowledge
on STD were collected to have a better insight on the problem.

i) Awareness Level:

In order to assess the level of awareness in the population
regarding sexually transmitted diseases, a direct question was
asked "whether they know about STD". The proportion of people
aware is quite low as seen in Table 14.

Table 14: Ilakawise Distribution of Respondents According to
Awareness of STD.

Male Female Total
Ilaka Awareness
No. % No. % No. %
Yes 15 23.81 2 3.17 17 13.49
1 No 48 76.19| 61 96.83 109 86.51
Total 63 |(100.00{ 63 [100.00 126 100.00
Yes 17 18.68 8 8.79 25 13.74
2 No 74 81.32] 83 91.21 157 86.26
Total 91 |100.00| 91 |(100.00 182 100.00
Yes 15 26.79 5 8.93 20 17.86
3 No 41 73.21} 51 91.07 92 £2.14
Total 56 [100.00| 56 {100.00 112 100.00
All 3 Yes 417 22.381 15 7.14 62 14.76
Tlakas| No 163 77.62[195 92.86 358 85.24
Total 210 |100.00(210 {100.00 420 100.00

Only 22% of males and 7% of females are aware of STDs. Table 15
shows that the level of awareness is highest in Ilaka 13 (17.86%)
for both sexes. For females, awareness of STDs is lowest in
Ilaka 1, with only 3.2% aware. For males, Ilakse 12 has the
jowest awareness level at 18.7%. 1In all the Ilaka, the awareness
level of males is greater than that of females. In total, less
than 15% are aware of STDs.



18

- Table 15: Distribution of Respondeuts with Awareness
about STDs by Educational Attainment.

Male Female Total
Educational
level No. % No. % No. %
Illiterate 5 4.63 7 3.66 12 4,01
Literate only 7 26.92 2 66.67 9 31.03
1-3 grade 3 18.175 - 0.00 3 15.00
4-5 grade 4 25.00 2 28.517 6 26.09
6-10 grade 21 67.74 4 80.00 25 69.44
SLC and above 7 53.85 - - 7 53.85
Total 47 22.38 15 7.14 62 14.76

Table 15 presents STD awareness according t» educational level.
Among the illiterate, only 4% are aware of STDs. Awareness is
highest in the 6-9 grade category (69%). Merely literate females
are more advanced in terms of STD awareness (67%) than their male
counterparts (27%). However, no female with 1-3 grade education
is aware of STDs. This data indicates that people with 1-3 grade
education are poor in overall knowledge than the people who can
read and write well. However, from the table, it is clear that
literacy and education can be important determinants for
knowledge of STDs.

Table 16: Distribution of Respondents with Awareness
of STDs by Ethnicity.

Male Female Total

Ethnicity

No. % No. % No. %
Tamang 15 11.11 7 5.56 22 8.43
Chhetri 13 46.43 3 12.50 16 30.77
Gurung ' 6 33.33 - 0.00 6 14.29
Brahmin 10 55.56 3 16.67 13 36.11
Scheduled Castes 1 14.29 - 0.00 1 5.56
Damai/Kami
Other Castes 2 50.00 2 28.57 4 36.36
(Sherpa,Newar,Magar) ’
Total 47 22.48 15 7.14 62 14.76

Avareness was also cross-tabulated according to ethnicity; the
results are illustrated in Table 16. Awareness level is highest
among the other caste groups comprised of Sherpa, Newar and Magar
(36.36X). The Brahmins also on the same level (26.11%). The
Tamang people are least knowledgeable in terms of STD awareness
(8X and 6%, respectively). The male-female gap regarding this
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knowledge is very wide for all the ethnic groups. This
difference is more Jronounced in the case of upper caste people,
who <n the average have a higher awareness of STDs. 46% of

Chhetri and 56% of Brahmin males know about STDs, however, this
proportion is only 13% and 17% respectively for their female
conterparts.

ii) Knowledge on Signs and Symptoms of STD:

Table 17: Distribution of Respondents According to Their
Knowledge on Sign/Symptoms of STDs.

Male Female Total
Svmptoms
No % No % No. %
1. Weight Loss/Weakness 19 40.43 8 53.33 17 127.42
2. Syphillis 9 18.15 1 6.66 10 [16.13
3. Ulcer in Private Part 14 20,79 2 13.33 16 }25.81
4. Red Spots 3 6.38 2 13.33 5 8.06
5. Itching 13 7.66 1 6.67 14 |22.58
6. Discharge/Pus 8 17.02 1 6.67 9 114.52
7. Vaginal/Penise Warts 3 6.38 - - 3 4.84
8. Urine troubles 3 6.38 - - 3 4.84
9. Pain in lower abdomen/ 2 4.26 - - 2 3.23
vagina during
intercourse
10. Others 9 18.15 1 6.67 10 |16.13
11. Do not know 4 B.51 4 26.67 8 |12.90
Total % More than 100% due to multiple
answers.

The respondents who were aware of STDs were asked additional
questions about the signs and symptoms of STDs. Their responses
have been depicted in Table 17. About 13% could not give any
answer, this non-response rate was higher in the case of females
(27%) than males. The most common response identified weight
loss and weakness (27%) as symptoms of STDs. This answer is
highest both in the case of males (40%) and females (53%).
Ulcers in private parts (26%) is the second most common answer.
Itching was also pointed out by a high proportion (23%) of
respondents. On average, male respondents could identify more
types of symptoms (10) than females (7). Most of the symptoms
identified by respondents were correct, hence it can be concluded
that the respondents aware of STDs are knowledgeable regarding

gsymptoms.
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iii) Enowledge on Prevention of STD:

Table 18: Distribution of Respondents According to
Knowledge of Prevention of STDs.

Male Female Total
Knowledge
No. % No. % No. %
Yes 31 65.96 7 46.67 38 61.29
No 16 34.04 8 53.33 24 38.71
Total 47 100 15 100 62 100

Table 18 shows that only 61% of respondents who are aware about

STDs, also know about its prevention. This knowledge level is
lower for females (47%) and higher for males (66%). If
calculated out of the total 420 respondents, only 9% know about

prevention. This proportion is very low for females (3%) and not
much higher for males (18%).

Table 12: Distribution of Respondents by Knowledge on Ways to

Prevent STDs.

Male Female Total
Ways to Prevent
No. % No. % No. %

1. No contact with infected 3 9.68 4 57.13 7 118.42
person (Stay/eat)

2. No sex with infected 7 2¢2.58 1 14.29 8 |21.05
person

3. No sex with many 3 9.68 3 42.86 6 [15.79
partners

4. Abstain from sex 6 19.35 - - 6 [15.79

5. Use condom 7 22.58 - - 7 (18.42

6. Clean sex organs before/ 4 12.90 - - 4 (10.53
after intercourse

7. Medical advice (Hospital| 12 38.71 1 14.29 13 [34.21
/Doctor/Blood test

8. Others (Herbs, Boil 5 16.13 - - 5 [13.16
syringe, Safe blood)

9. Do not know 1 3.23 - - 1 2.63
Total X more than X due to multiple answers.
The respondents who answered yes on knowledge regarding
prevention were asked an open-ended question on ways to prevent
STDs. Their responses are recorded in Table 19. Most

respondents could not differentiate between cure and prevention
and suggested hospital, doctor, treatment/advice, or blood test
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as ways to prevent STDs. Females were more strict in their
answers. A high proportion (57%) suggested no contact with
infected person. Males are more correct when they responded no

sex with infected person (23%) and use of condoms (23%) as ways
of prevention.

, ireq I Defici Synd .

Nepal's first AIDS case was detected in 1988. Since that time,
the HIV infection has spread steadily and quickly through Nepal.
The total number of Nepalese infected is hard to estimate since
surveillance has yet to be conducted, but it is estimated that
there are as many as 20,000 HIV positive Nepalese.

Because of the presence of women trafficking and prostitution,
Nuwakot district in the Central Region of Nepal is one of the
most severely hit by this problen. Therefore, awareness about
AIDS prevention is vital in that area.

i) Awareness Level:

Table 20: Ilakawise Distribution of Respondents According
to Awareness of AIDS.

Male Female Total
Ilaka Awareness
No. % No. % No. %

Yes 19 30.16 6 9.52 25 19.84
1 No 44 69.84| 57 50.48 101 80.16
Total 63 [100.00{ 63 |[100.00 126 100.00
Yes 32 35.16( 10 10.99 42 23.08
12 No 59 64.84] 81 89.01 140 76.92
Total 91 [100.00] 91 (100.00 182 100.00
Yes 21 37.50| 12 21.43 33 29.46
13 No 35 62.50| 44 78.57 79 70.54
Total 56 |100.00| 56 [100.00 112 100.00
All 3 Yes 72 34.29] 28 13.33 100 23.81
Ilakas| No 138 65.71[182 86.67 320 76.19
Total 210 [100.00(210 }|100.00 420 100.00

Al}l the respondents (15 to 45 year old males and females) were
asked whether they are aware of AIDS. Table 20 presents the

ilaka-wise distribution of respondents aware of AIDS. 23X of
respondents in the survey area were aware of AIDS. The awareness
level for males is 34% and for females it is only 13%. It is

surprising to note that people are more aware of the relatively
new disease AIDS than the age-old STDs.

\ ¢
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The low reported awareness of STDs may be more apparent than
real. In the interview, the Nepali term "Yon Samparka" was used,
which means sexual contact. This word might have been unfamiliar
to the respondents in local terms. In many cases they were
probed using local terms, yet the response could not be as hign
as their spontaneous answer would have been. However, in the
case of AIDS, people need no Nepali translation to understand.

Among the 3 ilakas,.Ilaka 13 has the highest awareness level both
in the case of males (38%) and females (21%). This level is
lowest in Ilakea 1, where only 30% of the males and 10% of the
females are aware of AIDS.

Table 21: Distribution of Respondents with Awareness of AIDS
According to Educational Attainment.

Male Female Total

Educational

level No.| " % No. % No. % of
lliterate 14 12.96 15 7.85 29 9.70
Literate only 10 38.46 2| 66.67 12 41.38
1-3 grade 5 31.25 2| 50.00 7 35.00
4~3 grade 8 50.00 5] 71.43 13 56.52
6-10 grade 25 80.65 4] 80.00 29 80.56
SLC and above 10 { 76.92 - - 10 76.92
Total 72 34.29| 28| 13.33 [100 23.81

Table 21 attempts to show a relationship between education and
AIDS awareness. Among the illiterate males, 13% are aware of
this disease, whereas this is lower in the case of females, only
8%. However, more merely literate females know than males; 67%
of females in this category know about AIDS, whereas nnly 38% of
their male counterparts are aware of it. The level oi awareness
is consistently increasing with the level of education, except in
case of 1-3 grade education where it is lower than the literate
only category. There is no female who has passed SLC, however
among males, 6-10 graders know slightly better than those with
more than SLC education.
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Table 22: Distribution of Respondents with Awareness of AIDS
According to Ethnicity.

Male - Female Total
Ethnicity/Caste
Groups No. % No. % No. %
Tamang 27 20.00 13 10.32 40 15.33
Chhetri 20 71.43 6 25.00 26 50.00
Gurung 7 38.89 1 4.17 8 19.05
Brahmin . 15 83.33 5 27.78 20 55.56
Scheduled Caste 1 14.29 - 0.00 1 5.56
(Damai/Kami)
Other Castes 2 50.00 3 42.86 4 45.45
(Sherpa,Newar,Magar)
Total 72 34.29 28 13.33 {100 23.81

As ethnicity itself is a major background variable affecting
knowledge, awareness has been analyzed in terms of ethnic groups
and castes in the survey area (see Table 22). Brahmins have the
highest awareness (56%), closely followed by Chhetri (50%) and
other caste groups (45%). Among the scheduled caste p=ople, only
6% know this disease, and among the major ethnic group, the
Tamang, only 15% know it. The gender gap is high here also for
all ethnic groups. While 83% of Brahmin males know about it,
only 28% of Brahmin females do. In case of other caste groups
this gap much is smaller.

ii) Source of Information:

Table 23: Distribution of Respondents Aware of AIDS
According to Sources of Information.

Male Female Total
Sources
No. % No. % No. %
1. Radio 43 59.721 16 57.14 59 59.00
2. Poster 15 20.83 2 7.14 17 17.00
3. Health Worker 12 16.67 2 7.14 14 14.00
4, Drama 3 4.17 2 7.14 5 5.00
5. Neighbors/Friends 5 6.94 8 28.57 13 13.00
6. Others (Magazine/ 13 18.06 5 17.86 18 18.00
T.V./Video) .
Total ¥ more than 100% due to multiple answers.

To all respondents who answered yes on awareness of AIDS,
specific close-ended questions were asked regarding the source of
their information. From Table 23, it is clear that radio is the
prime source of information. Nearly 60% of males and 57% of

W
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females got their information from the radio. Poster holds the
second position with 21% of males and 7% of females. Neighbors
and friends are a very important source of information for
females (29%), whereas for males this contribution is quite low
(7%). Other communication media like TV/video and magazines have
an 18% share in case of both males anc females. It is very
interesting and encouraging to note the high contribution of
modern communication media like radio, poster and TV/video in
disseminating AIDS messages, however the reach of the media is
limited due to low -ownership ratio and high illiteracy. Hence,
until the ownership rate is known, too much emphasis should not
be given to electronic media.

iii) Knowledge on Causes of Transmission:

The respondents who are aware of AIDS were asked additional
questions regarding their knowledge of causes of AIDS
transmission.

Table 24: Distribution of Respondents Aware of AIDS
According to Causes ¢of Transmission.

Male Female Total
Causes of
Transmission No.| % No. % No.| %

1. Hand shakes 12 [16.67 2 7.14 14 14.00
2. Sharing clothes/towels| 13 118.06 7 25.00 20 20.00
3. Mosquito bite 12 {16.67 2 7.14 145 14.00
4. Sexual intercourse 70 [97.22 24 85.71 94 94.00
5. Witchcraft/Sorcery 5 6.94 - - 5 5.00
6. Sharing syringe/needle 2 2.78 - - 2 2.00
7. Do not know 2 2.78 - - 2 2.00
Total ¥ more than 100 due to multiple answers.

The results are presented in Table 25. Most of these respondents
have correct knowledge, 97% of males and 86% of females indicated
out sex as the cause of transmission. Among males, 17%¥ think
AIDS is transmitted by handshake, 18% sharing clothes and 17%
mosquito bite. Among females, 7% think handshake, 25% think
sharing clothes, and 7% think mosquito bite are modes of
transmission. '

iv) muudgs_tmnta_uns:lnf.eﬂ.e.d_&nm

All males and females who know about AIDS were administered
questions regarding their attitude towards AIDS-infected people.
This information is very useful for detecting misconceptions
related to this disease among the people as well as for knowing
community perceptions regarding the AIDS patient’s
rehabilitation, which may be necessary in future.
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Table 25: Distribution of Respondents Aware of AIDS According
to Their Attitude.

Male Female Total
Behaviors
No. % No. % No. %
1. Visit home of 44 61.11 7 25.00 53 53.00
AIDS infected person
2. Eat together with 217 51.39 7 25.00 44 44.00
.AIDS infected person .
3. Live in the same 44 55.56 6 21.43 46 46.00
house with AIDS
infected person
Total % more than 100 due to multiple answers

Table 25 presents the responses regarding this issue. 53% of
respondents are ready to visit the home of the AIDS-infected
person, 44% to eat together and 46% to live together with the
infected person. Men are more liberal than women in their
attitudes. 61% of male respondents are ready, to visit the home
of an infected person, while only 25% of females are. Regarding
eating together, 51% of males and 25% of females expressed their
willingness. Only 21% of females are willing to stay in the same
house with an AIDS-infected person. However, this proportion is
more than double for males (56%).

V. Knowledge on Treatment:

As it is important for an AIDS program to the raise level of
knowledge about treatment for a sizable population, this survey
also focused on that issue. Three types of information were
collected in this regard: the proportion of people who think they
know about the treatment, their knowledge on types of treatment,
and their knowledge about sources of treatment and advice.

Table 26: Distribution of Respondents According to
Knowledge of Treatment for AIDS.

Male Female Total
Knowledge
No. % No. % No. %
Yes 7 9.72 7 25.00 14 14.00
No 65 90.28 21 75.00 86 86.00
Total 72 100 28 100 100 100




Table 26 depicts the simple results regarding ‘'yes' or ‘no
answers having to do with knowledge of treatment. Only 14% of
respocndents who are aware of AIDS also know about its treatment.
It is surprising that the knowledge of females (25%) surpasses
that of males (10%). However, in terms of absolute numbers, they
are equal (7), so it should not be concluded that females know
better than males. Moreover, these proportions are calculated
out of aware respondents; if calculated out of total responden*s,
it is a meagre 3.3% for both groups.

As the question fegarding knowledge of treatment types was
unstructured; the responses were later coded into categories.
The responses are presented in Table 27. 43% prescribed medical
help or advice and 14% suggested a blood test., Another 14%

mistook precaution like no contact or no sex as treatment. 7%
(only one female respondent) take AIDS lightly and responds that
washing witlh hot water may cure AIDS. Only two males 14% are

perfectly correct, when they respond that no treatment is
available for AIDS.

Table 27: Distribution of Respondents with Knowledge on AIDS
Treatment According to Types of Treatment.

Male Female Total
Treatment type
No. % No. % No. %
1. Seek Medical help/ 2 28.57 4 57.14 6 42.86
advice
2. Blood test 2 28.57 - - 2 14.29
3. Wash with hot water - - 1 14.29 1 7.14
4. Others (No contact/no| 2 28.57 2 28.57 2 14.29
sex with AIDS patient
5. No treatment 2 28.5"7 - - 2 14.29
Total % more than 100 due to multiple answers.

All the respondents with AIDS awareness were asked where people
can go for treatment and advice. Table 28 attempts to present
their answers. 40% pointed to the nearby hospital as a place of
treatment, another 5% pointed to Kathmandu hospital. 33% of the
respondents thought of the health post. 10% also put forth
Health Worker/CHV for AIDS treatment/advice. 3% (all males) gave
no source of trcatment, as they thought ne treatment possible for
this fatal disease. The proportion who did not know any place of
treatment was 15X. Male respondents were more knowledgeable than
females. Males gave seven categories of answers while females
could give only three categories. Nevertheless, all the
respondents cited only modern types of health facilities
(Hospital, Health Post, Doctor, etc.) and no one mentioned
traditional types like faith healers, God men/temple, etc.
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Table 28: Distribution of Respondents According to Knowledge
About Sources of AIDS Treatment/Advice.

Male Female Total
Source
No. % No. % No. %
1. Hospital 26 36.11 (14 50.00{ 40 [40.00
2. Hospital in Kathmandu 4 5.56 | 1 3.57 5 5.00
3. Health Post 25 34.72 8 25.57}) 33 133.00
4. Doctor 4 5.56 - - 4 4.00
5. Health Workers/CHV 10 13.869 - - 10 {10.00
6. Other (Village elders/ 7 9.72 - - 7 7.00
AIDS Project/Medical
shop
7. No treatment available 3 4.17 - - 3 3.00
8. Do not know 7 9,72 8 28.571 15 [15.00
Total More than 100 due to multiple
answers.

vi)

All respondents who know about AIDS were asked about ways of AIDS
were later categorized into seven

Knowledge on Prevention:

prevention. Their responses
broad answers.

Table 29: Distribution of Respondents According to Ways for the

Prevention of AIDS.

Male Female Total
ways for Prevention
No. % No. % No. %
1. No contact with infected 8| 11.11} 12| 42.8¢ 20 [20.00
person (eat/stay together/
sharing clothes)
2, No sex with infected 31| 43.06 71 25.00 38 }38.00
person
3. No sex with many partners 18{ 25.00 2 7.14 20 [20.00
4. Do not share blade/syringe! 11| 15.28 1 3.57 12 {12.00
instruments with infected
person
5. Abstain from sex 5 6.94 - - 5 5.00
6. Do not accept unscreened - 5 6.94 31 10.71 8 8.00
blood
7. Others (Medical,blood 1 1.39 5] 17.86 6 6.00
test,bath,clean, etc.)
No prostitution
8. Do not know 5 6.94 71 25.00 12 {12.00

Total ¥ more than 100 due to multiple answers.
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From Table 29 it is clear that a sizeable proportion has a fairly .

good idea about prevention techniques. 38% suggested no sex at
all. All together, these three sex-related ways total 63% of
respondents. 20% were in favour of no contact with iafected
person as a safety measure. Eight percent suggested to accept
only screened blood and 6% had other ways like clean/medicine or
blood test. Males were more in favour of sex precautions (43%,
25% and 7%), while females thought total disassociation with AIDS
patient more effective. 1In total, 7% of males and 25% of fem les
could not give any ansver regarding prevention technique.

C. Condom - Safe Sex:

Several intervention measures have been implemented in the world
to prevent STDs and AIDS through sexual transmission including
health education, condom promotion, and counseling.

Condom promotion for prevention of HIV transmission among sex
users, migrant laborers, and the general population has not
received much emphasis in Nepal as of yet. Condoms have been
promoted only for their contraceptive benefits. Therefore,
increasing and emphasizing condom use for HIV prevencion is
needed.

i) Awareness level:

Information about the number of people who know about condoms is
highly important for designing programs to check the spread of
AIDS and other STDs. A question regarding knowledge of condoms
was also incorporated into this survey.



Table 30: Ilakawise Distribution of Respondents According to
Avareness of Condoms.
Male Female Total
Ilaka Avareness
No % No. % No. %
Yes 47 74.60] 22 34.92 69 54.76
1 No 18 25.40| 41 65.08 57 45.24
Total 63 |100.00] 63 }100.00 126 100.00
Yes 61 67.03] 22 24.18 83 45.60
2 No 30 32.97| 69 75.82 93 54.40
Total 81 |100.00} 91 100.00 182 100.00
Yes 28 50.00] 13 23.21 41 36.61
3 No 28 50.00] 43 76.73 71 63.39
Total 56 1100.00| 56 {100.00 112 100.00
All 3 Yes 136 64.76] 57 27.14 193 45.95%
Ilakas| No 74 35.24}1153 72.8% 227 51.05
Total 210 [100.00]210 |100.00 420 100.00
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In Table 30, the data of respondents answering yes or no to the
knowledge question has been presented for all three Ilakas of
Nuwakot district. On average, 46% of people know about condoms.
Among males, the awareness level is 65% and among female it is
only 27%.

The average awareness level for both sex is highest in Ilaka 1
(55%), as well as separately for males (75%) and females (35%).
In Ilaka 13, it is lowest, where only 50% of males and 3% of
females, and 37% overall, are aware of this device.

Table 31: Distribution of Respondents with Awareness on Condom
According to Educational Attainment.

Male Female Total

Educational

level No. % No. % No. %
Illiterate 51 47.22 46 24.08 97 32.44
Literate only 26 100.00 1 33.33 27 93.10
1-3 grade 131 BF:8% | B %0:9% | 13| %888
6-10 grade 24 77.42 3 60.00 27 75.00
SLC and above 13 100.00 - - 13| 100.00
Total 136 64.176 57 27.14 193] 45.95

W\
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Table 31 presents the relationship between educational level and
awareness of condons.

Among the illiterates, the proportion aware is only 32% but for
merely literates it is very high, 93%. For repondents with
school education, of all levels, knowledge is lower than for
merely literate.

Here the effects of education is not clear because of other
confounding variables like age and marital status. Most of the
merely literate people are of older age and therefore married,
.ence they know more about contraceptive devices than do school

going children. However, among the respondents with SLC and
ahove education, awareness Jlevel is 100%, because they are also
adults and married. Hence, this complex relationships between

ediication and awareness about condoms needs further analysis by
controlling other background variables _ike age and marital
status.

Table 32: Distr.bution of Respondents with Awareness of
Condoms According to Ethnicity.

-
Male Female Total
Ethnicity/Caste
Group No. % No. % No. %

Tamang 68 50.317 13 10.32 81 31.02
Chhetri 27 96.43 15 62.50 42 80.77%
Gurung 13 72.22 12 50.00 25 59.52
Brahmin 18 {100.00 9 50.00 27 75.00
Scheduled Caste 6 85.71 6 54.55 12 66.67
Damai/Kami
Other Castes 4 (100.00 2 28.57 6 54.55
(Sherpa,Newvar,Magar)
Total 136 64.76 57 27.14 [193 45.95

Awareness level of condoms for different ethnic/caste groups is
illustrated in Table 32. The Tamang people have the 1lowest
awareness lev:l (31%). <Jhhetris have the highest: 81%. After
that, 75X of Brahmins know about it. In all caste groups,
females have a far lower level of awareness about condom than
men. Among Tamangs, 50% of males know about condoms but only 10%
of females do. Similarly, among Chhetri males, 96% are aware,

but only 63% of the women are.
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ii) Knowledge or source of supply:

Knowledge about source of supply is an important variable,
determining the perceived accessibility of family planning
services, It also reflects the depth of knowledge on any
particular contraceptive method. The majority of respondents who
are aware of condom know about its source of supply also, only 4%
report not knowing. The most common answer regarding condom
distribution outlets is hospital or health post. The second most
common answer is local shop (36%). It is quite disappointing to
note that health workers and volunteers who are supposed to make
condoms available at the door step of the villagers are
recognised as a source of supply by a meager 8%. A higher
proportion of male respondents (52%) consider hospital/health
post as a condom distribution outlet than do females (44%).
However, more females (40%) than males (35%) recognise local
shops as a source of supply. Some of the males (7%) and the
females (4%) think only shops in Kathmandu can supply the condoms
and they report not knowing any local condom sales center. The
knowledge about sources of supply is presented in Table 33.

Table 33: Distribution of Respondents Aware of Condom According
to Source of Supply.

Male Female Total
Sources
No. % No. % No. %
1. Hospital/Health Post| 71 52.21 25 43.86 96 {49.74
2. Health Worker/ 15 11.03 1 1.75 16 8.29
Volunteer
3. Local Shop 47 34.56 23 40.35 70 136.217
4. Shop Kathmandu 9 6.62 2 3.51 11 5.70
5. Other (F.P. Clinics/ 7 5.15 1 1.75 8 4,15
Medical Shop
6. Do not know 1 0.74 7 12.28 8 4.15

Total % more than 100 due to multiple answers.

iii) Purpose of Condom Use:
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Table 34: Distribution of Respondents According to Purpose of
Condom Use.

Male Female Total
Purpose
No. % No. % No. %
1. Prevent child 68 50.00 34| 59.65 102 52.85
birth
2. Space birth . 38 27.94 1 29.83 55 28.50

3.51 30 15.54
1.75 23 11.92
3.51 12 6.22
3.51 2 1.04

3. Family planning 29 21.32
4. Prevent STDs/AIDS| 22 16.18
5. Others - 7.35
6. Do not know - -

NN = NN

Total % more than 100 due to multiple answers.

From Table 34, it is quite clear that people know about condoms
as a fertility regulating device but not as a safe sex measure,
A high proportion, 60%, take it as a method to prevent birth, 29%
to space births, and 16% simply for family planning. Among all
the respondents, only 12% consider the purpose of condom use to
present STDs or AIDS. When analysed according to sex, few
females (2%) consider condom as a STDs/AIDS prevention device,
while for males this proportion is slightly higher (16%).
However, in all three categories of fertility regulation, the
proportion of females is higher than that of males. Some
respondents have answered with other purposes of condow use.
Among these, males pointed out more sex related purposes like to
"sleep with the menstruating wife or the unmarried girls." Only
1% of all the respondents aware of condom could not suggest any
purpose of using the device; these in the ‘do not know' category
were all women.

iv) Condom Users:

In order to know the strength of condoms as a potential measure
of safe sex in the survey area, a question was ssked regarding
its use within the past one month period. As the sample size was
not very large and the expected proportion of condom users was
very low, the question was asked for a duration of ever use
rather than one point of time, current use. This question was
asked only of currently married respondents and only to those who
know about this method. Among all in the effective marital union
only a low percentage, 4%, have used condoms within the past one
month period. Among males, the proportion ic a little higher, 6%
and among females it is only 2X%. However there 1is clear
indication of underestimation of condom use in this data. If
carefully analysed, the pattern of contraception use can be
expected to be evenly distributed among couples, irrespective of
the respondents’ sex. Maybe females were more reluctant to
report condom use than the males. This data on condom use is
presented in Table 35.



Table 35: Distribution of Married Respondents According
to Condom Use in Last One Month.

Male Female Total
Condom use
No. % No. % No. %
Yes 9 5.59 5 2.72 14 4.06
No 96 59.63 47 25.54 143 41.45
Unaware of condom 56 34.78 |132 71.74 |188 54.49
Total married 161 |]100.00 (184 |100.00 |345 1100.00
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APPENDIX C

Questionnaire (English Translation)

S.No.

Khowledge and Attitbde Survey on STD and AIDS Questionnaire

(For Female and Male of Reproductive Age 15-45)

Interview Date Second Interview Date

Interviewer’s Name

Supervisor's Name

Name of the Village: Ward no.:

Name of Village Development Committee:

Name of the -Household Head: Pet Name:

(Interview one male and one female among the members of reproductive
age group).

1. Name:

2. Age (in years):

3. Do you know about STD?

Yes [ ] No [ ] Ask question No. 7
4, Mention the sign and symptoms of STDs:

a)

b)

c)

d)
5. Do you know about any method to prevent STDs?

Yes [ ] No [ ] Ask question No. 7



10.

11.

12,

13.

14,

Mention the methods to prevent STDs:

Do you know about AIDS?
Yes [ ] ) No [ ] Ask question No. 15

From where did you know about AIDS?

Radio [ ] Poster [ 1] Health Worker [ 1]

Drama [ 1] Neighbors [ ] Other (specify) [ 1

AIDS is transmitted through which of the following causes?
a) Shaking hands

b) Sharing towels or clothes
c) Mosquito bites

d) Sexual intercourse with an infected person
e) Witchcraft/Sorcery

Ty e

If you know your relative or neighbor had AIDS, you would be
willing to perform which of the following?

a) visit his/her home: Yes [ ] No [ ]
b) Eat together with him/her: Yes [ ] No [ 1]
c) Live in the same house: Yes [ ] No [ ]

Do you know about the treatment of AIDS?
Yes [ ] No [ ] Ask question no. 13

If yes what are the treatment? (Give all answers)

a)
b)
c)

what can a person do to avoid AID3? (Give all answe: s)

a)
b)
c)

I1f someone in your neighborhood suspected or really had AIDS
where they would go for treatment or advice? (Give all answers)

\W)



15.

16.

17.

i8.

Do you know about condom?

Yes [ ] No [ ] Clos2 the interview
If yes what is it used for?

a)

b)

c)

Where would someone obtain condom here?

Hospital/Health Post [ ] Health Worker/vVolunteer [ ]

Shop [ 1] Other (please specify)

(Ask only to married respondents)
Have you/ysour husband used condom in the last one month?

Yes [ ] No [ ]



FAMILY ROSTER

) (B)] (C) (n) (€) (F) (G) (H)
: LITERACY Now If not
S.N. NAME AGE [MARITAL | SEX COMPLETED|8taying at [Why and|Remarks
3TATUS Literate|[IT11terate] CLASS [Home or not|Whers
Note:

1. For children under five years, write only name, age & sex,

leave other columns blank.

2. Circle the serial number of female & male of reproductive

age (15-45).

Code for H Column:

For study within Nepal
For work within Nepal
For study in India

‘For vork in India

Missing/lost. ..

. Gone for cnly few days

Other (specjfy)“



Appendix-D

SUPERVISORS AND INTERVIEWER’S

IBAINING AGENDA & SCHEDULE
DAY 1, Wednesday, November 18, 1992
. Target Group: Supervisors

Focus: : Survey Objective & MethofoIogy
Time ACtivi€y
09:00 am - 09:30 am Welcome and introduction
09:30 am - 10:00 am Survey purpo®c & objective
10:00 am - 10:30 am Presentation of time frame

of survey activities -- field
survey, analysis of data and
feedback to community

10:50 am - 11:15 am Review sampling method and

sample size
11:15 am - 12:00 am Review starting point method
12:00 am - 01:00 om  ====-- LUNCH BREAK =====—=w-
01:00 pm - 01:30 pm RevieQ tabulation of data
01:30 pm - 02:00 pm ~Review how to code/mark questions

and consistency of language

02:00 pm - 02:30 pm Mother and child’'s age and dato of
birth calculation

02:30 pm - 03:00 pm Roview Supervisors and
Enumerators’ job
responsibility

03:00 pm - 05:45 pm Review purpose of sach
question & discussion
05:45 pm - 06:00 pm Day 2 training plan and closing
A Th \ /

Target Group: Supervisors and Intarviewers

Focus - 't Introduction, Survey Objective & Methodology
?69:06356.:'10560 am 'w.1como fo11owod by.group.
‘ 1ntroduction
" 10:00 am - 10:30 am fBriof background information on’"
.Save the Children USA and‘cs_vzrx
project

s



Survey purpose & objective
Presentation of time frame

of survey activities -- field
survey, analysis of data and
feedback to community

Interviewers’ obligation to the
egency and their responsibility .

------ LUNCH BREAK —===—=-=u

Review sampling method and
sample size

Review starting point method
Questions and answers

Day 3 training plan and closing

- Review how to code/mark questions

and consistency of language

Mother and child’'s age and date 01
birth calculation

Review tabuiation of data
—————— LUNCH BREAK ==-———-=-

Role play, a bad interview
technique

Discussion of a bad interview

Role play, a good interview
tochnique

D1scussion of a good interV1ow

Practice 1ntorvaow on sma]l groups
PR ."»-_ -.. ‘,,

A s

'Discussion of smalu?group praofico

BT S350 1.;"5\3#
Day 4 tra1n1ng n]an and closing

l"o . J .

10:30 am - 11:00 am
11:00 em - 11:30 am
11:30 am ~ 12:00 am
12:00 am - 01:00 pm
01:00 pm - 01:45 pm
01:45 pm - 3:00 pm
03:00 pm ~ 04:45 pm
04:45 pm -~ 05:00 pm
Y d \'J
Tairget Group: Supervisors and Interviewers
Focus ¢ Interview Technique
Lime Activity
09:00 am - 10:00 am
10:00 am - 11:30 am
11:30 am - 12:00 am
12:00 am - 01:00 pm
01:00 pm - 01:30 pm
01:30 pm - 02:00 pm
62:00 pm - 02:30 pm
02:30 pm - 03:00 pm
03:00 pm - 04:15 pm
04:15 pm 4f04 45:pm“j
ERE K ‘ . 'we'_»v
94:45 -

pm

05 OO pm



DAY 4. Thursdav, November 21, 1992:

Target Group: Supervisors and Interviewers

Focus : Questionnaire discussion and filed practice
‘Time Activity
09:00 am - 11:30 am Questionnaire presentation and

discussion
11:30 am - 12:00 am Group arrangements for the field
_ practice ‘

12:00 am -.01:00 pm = =—=———o LUNCH BREAK -———=—e=m
01:00 pm - 04:00 pm Each team of supervisor and

interviewers completes 3
household’s interview

04:00 pm - 04:45 pm Discussion field test experience
04:45 pm - 05:00 pm Day 5 training plan and closing
Y ida vem :

Target Group: Supervisors and Interviewers

Focus : Closing and deployment

Lime Activity

09:00 am - 10:30 am Feedback on field practice.
completed questionnaires

10:30 am - 11:00 am Discussion on technical knowledge
of health related matter and
materials

11:00 am - 12:00 am Final discussion on questionnaire,

how to code mark responses, date of
birth calculation and other relatec

matter
12:00 am - 91:00 pm  emeee- LUNCH BREAK ======e--
01:00 pm - 02:00 pm Group arrangements for field survey
02:00 pm - 02:30 pm Interaction botwocn group mombors

02:30 pm ~ 04:30 pm - Distribution of logistics. cash and
agroomont lottors . Lo

04:30 pﬁ - 05:00 pm Reminding of suporvisors and
_ ' 1ntorviowor job rosponsibiTitior

05:00 pm - 05:30 pm Farewell and b.st wwshos to tho
. ' -entire group - A - : '%W
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8.
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14,
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20.
21.
22.
23.
24.
25.

27.
28.
29.
30.
31.
32.
33.

Interviewers:

Basundhara Tamahg
Bhawani Quikel

‘Bina Thapa

Bishwo Nath Mainzli
Dilip Kumar Lama
Gayatri Khatiwoda
Gita Thapa

Gyanu Gurung

Hari Kumar Shrestha
Hira Devi Shrestha
Ishowari Nepal
Ishowari Pandey
Jaylaxmi Mainali
Kamala Thapa
Laluka Pandey
Madhu Kala Thapa
Narayani Shrestha
Nirmala Shrestha
Parbati Shrestha
Radhika Poudyal
Raghu Dhital

Raju Tamang
Renuka Basnet
Saradha Lamichhane
Saraswoti Dhital
Saraswoti Thapa
Sarita Quikel
Shanta Thapa
Sharmila. Upreti
Sita Thapa

Tara Devi Gurung
Vijaya Moktan
Yasoda Pandey

Supervisors:

Bed Bahadur Lama
Bhim Kumari Pun
Durga Regmi

Jumuna Lama

Jay Shrestha
Krishna Gurung
Meera Rana

Netra Prasad Bhatta
Rajendra Lama
Ranjana Khanal

. Sharmila Shrestha
. Tulshi Gurung

Coordinators:

Raghu Thapalia
Ravindra Thapa

Training G {inat

Navin Pyakuryal
Ravindra Thapa

Administrati S .
Neena Gauchan
Jabulation Forms Designer:
Ragshu Thapalia

G T . Desi ]

Chanda Rai
Navin Pyakuryal

Office Support:
RCEEN |
Maya Gole
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