S

A STUDY ON SO0GIO-GCULYURAL ASPEGTS OF
SEL MBEIMGATION AND FTE MPAGCT ON

ESSENTUG DRUG SGUEME A7 THE LOGAL LEVEL

1994

— DR, KIMUD KHMAR KAFLE
— 7 RITU PRASAD GARTOULLA



A STUDY REPORT ON S6CIO-CUITURAL NSPECTS OF SELE -
MEDICATION AND ITS iMPACT ON LSSENTIAL DRUG SCHEME
AT THE LOCAL LEVEL.

SUGHITTED TO :

HORLD HEALTH ORGANIZATION



Aclinowludgemants

We, the principal eoordinatorm of * Soclo-Cultural Aspoct of
self- medication” project would liké to thank all members of
the team/agencies for their interest and support to make the

work of first phase complste.

From the Inatitute of Medicine, Dean, Prof. B.R. Prasai and
Assistant Dean Mr H.B. Pradhan for their administrative
support. Prof. Mathura Shrestha and Prof. Madan Prasad
Upadhyay for their particular intereat in the project
ztarting from project proposal to field visit and report
writing. Mre. Sita Sharma needs 5peciﬁl mention as' she was
involved in project proposal writing and was also identifiad
as principal co-ordinator initially but she could not
continue as she left for abroad before the project was
tinally approved for financial support. Then she was replaced
by HMr. R.P. Gartnﬁlla with approval from WHO. Dr. Yogendra
Pradhanang from the Institute was also involved - during ths
proposal writing and he will be mainly involved during phase

Lwo atudy.

Mre. Rajni Joshi (Statistician) from the Institute was aleo
involved .in project proposal Tl reaawplEing, . Fleld  riEit

dnd statistical analysis.
Mr. R.P. Sharma for supervising the field work sinceraly.

Dr. Bhogendra Prasad Sharma { a final year MBBES atudent than)

and Mr. Bal Krishna Bhattarai ( a fourth year MBBS student )




for their excellant work as research assistants. Mr. Ramji
(= wpecond 'yuar Dachelor In Public Health ostudent) and Mr.
Yogya Raj Pathak ( a final year MBBS student ), Mr. Prakash
Chandra Neupane o  from third year MBBS student for their

he=lp during tabulation work.

The membersa of District Panchayat secretariat and local
village leaders of Padam Pokharli and Makawanpur Gadi

panchayat for their co-ordination and help.

Mr. Hari EKrishna Bogatl for typing manuscript and Mr. Surya

Prasad Adhakari for computer typing of the final report.

Finally, World Health Organization ( WII0 ) for financial
pupport ag woll as for advice time to time till 1t was
approved, especlally Dr. Scon-Young Yoon, Mrs. Pascale

Brudon- Jakobowicz and Ms. Anne V. Reeler.

We hope, this study will help in formulating certain
rclicies, programmes beslides research work in the different

health related field especlially essential drugs.

Dr. Kumud Kumar Kafle

Ritu Prasad Gartoulla



FOREWORD

The study oen "Soclo-ecultural Aspect of Self-Medication And
l1ta Impact On EBasential Drug at the Local Level" was
conducted by two staff members of the Inatitute as Principal

Co-ordinators. The report iz based on data ecollecled In  the

district of Makawanpur.

I hope this study will have implication for polices,

brogroavuney and research purposes in the fleld of health.

I would Jlke to exproeas thanks to World Health Organization

(dAll0) for financlal asslstanco.

Frof. (DPr.) Bhisma Raj Prasail
Dean

Institute of Medicine



4 study on Soclo-cultural Aspects of Self-Medication and ite

Impact on Essentlal Drug Schewe:

Personnels Involved

1) Principal Investigators
1) Prof. (Dr.) Kumud Kumar Kafle

ii) Mr. Ritu Prasad Gartoulla

Z) Conzultant Advisors
1) Proil. (Dr.) Mathura Frasad Shrestha

ii) Prof. (Dr.) Madan Prasad Upadﬁayay

3) Short term Consultant
i) Ir. Yogendra Prasad Pradhananga (llealth Eductbtion)

ii) Mrs. Rajani Joghl (Statistician)

4) Field Supervisor

i) Mr-. R. P. Sharma

5) Rescarch Aosistants
i) Dr. Bhogendra Sharma [HHHS}'

ii) Mr. Bal Krishnae Bhaltaral (MDBS astudent)



B

o

o

=} &

10.

113 EH

CONTENT

Acknowledgements

Foreword

Project Personnel

Unit = 1

Unit & -
Unit - 3 -
Unit ==d =
it — b'=
Unit - & -

References

Appendix.

A& brief Introduction — Hepal.

Health Status in Nepal.
Medication Pattern in Nepal
Objectives and Methodology
Findings and Evaluations

Conclusion

85
248
255

299



SECTION L
NEFAL
A Brief Introduction :

A. History

The name Nepal waas coined on different grounds. The sources of
history of Nepal, legends-dictum and diffareﬁt epigraphies
suggest that Nepal was a big well (which waa only supposed the
Hathmandu Valley as a whole Nepal)} with water, where, Manjushres,
a social worker, made the way Lo pass the jammed water to cross
the valley. Some of the sources suggost thal Lord Krishna killed

a powerful ghost and made Kind during his wvisit. 1

The history of Nepal goes with the history of migration. The
aborigin people wore Gopala and Mahiochpalfly (cow and bufallow
herdeass) who came to the Kathmandu valley with their animals for
animal hussbandry from India and Shepherds from Tibet with their
sheep. Among the Gopala & Mahishpala, who were settled after
their migration to Nepal became the king to rule this socliety and

people. They had no Judiciary, administrative and other social

organizations.2

While Avira, who entered inte Nepal, from Soull India during the
Muslim Iavasiva there, Lhey came with the limited economic
resources, zlightly developaed tools and technelogies and started
agriﬁultural pystem along with the animal husbandry which was
purely like the feudalistlic mode of production and a}stem. They
fought against the Gopala and Mahishapala and won, then became

the king and ruler of NHepal.



Then the Mongloid group, i.e. Kirata came from Tibet and Burma anm

well as Northern Part of India settled here with the Aviras.

Liclhavis who migrated from different areas of the world,
espaeclally from Asian continents, ruled Hepal for a long perlod

of time. Lichhavis attacked Kiranta ruler and ruled over.

Priests, scholars (Sanskrit), &and Valdhva were admitted as
consultants to sBuggest the kings and nobles. Health care was

provided by theses priests, vaidhayas in the traditional form.

In the Malla period Nepal was divided into several petty states.
Each state had separate kind of systems, because of the wvarious

kinds of rules. .

After Malla when King Prithivi Narayan Shah headed on the throne
of Gurkha Kingdom, tried to integrate Nepalese fragmented soclety

into one.

The iunification was completed by 1815 when a treaﬁy wae signed by
two countries 1i.e. Nepal and Honorable East India Company. By
then, the BSoclo-economic, Politico and religious-cultural
development wag started all over the country making

decentralization programme and Judicial states.

The revolution in 1951, brought democracy in Nepal and whatever
the facilities are developed today was opened after this
revolution. Heath, economic, political_and other structures were

emerged and changed.



In 1861, Panchayat System came banning all the parties with

partyless political Characteristics.

Nepal became the member of UNO in 1953 and it has taken the non-
allignment foreign policy. Today it 1s the member of different
international organizations as well as a regional organizations

and institutions.

B Physical Environment :

Nepal 1lies along the Southern slopes of Himalaya. It ims
pandwiched between India in the South, and Tibet-region of China
in the NHorth. It covers an area of 1,47,181 sgquare kilometeres
and rune all along 645 kilometres from East to West and 129 to
241 kilovmetres from NHorth te South. Its shape, therefore,

resembles roughly a narrow rectangle.

Nepal may be divided roughly into four natural reglons, namely

i. Terai,
ii. The Inner Teral
iii. Hills and

iv. Himalayaya.

The toral reglon lies in the extrome pouth., It comprives a
narrcw strip of alluvial plaln having a ;ﬂry low altitude ranging
from only €00 foet Lo 1,200 feet. The Inner terail is enclosed
betwesen the Chure and Mahabharat rangee. It consists of broad
longitudinal valleys composed of gravels and alluvia. Both Terai

and Inner Teral occupies 21.4 percent area of the country.

4
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Between Himalaya region in the North and the Mahabharat range in
the esouth, lles the most extenolve high land called the hilly
region. It is rightly described as a "Clusterous successeion of
mountains wvarying in elevation from 2,700 feet to 10,000
feet”,and occupies 44.2X of the total area of the country. At
intervale, this mountain-wall 1s pierced by gorges of transverse
rivers. The Himalaya region which lies parallel to the Hilly
reglon, is nestled on either sides of the Main Himalaya. It rises
above the snow-line into the peaks of perpesual snow. Himalaya
region which lies at an altitude of 10,000 to 29,000 feet above

the 8sea level coccupies 34.4 percent of the total area of the

country.3

Nepal receives rainfall mostly from the south-West monsoon.
Monsoon etarte from the end of May and lingers on until the end
of peptember. The rainfall in the sastern part of the country is
purposed to be twice as much as that in the western part. But in
wintsr, the western part of the country receives a iarger share
of rain fall than the eastern part from the North-East wind which

pete on towards the end of December.

The temperature is also not similar in all the places of MNepal,

because of great wvariation in attitude. In the low land of Terai,
o o

e rangee from 110 F in Summer Lo 40 F or even less,in winter.

'3?13 region has more or less a tropical climate. A one moves

the rising attitude of the north, cooler condltion

. In the Mahabharat range, temperature never exceeds T0

h}

r. But in the valleys encloped between the wvarlous



o o
epurse, it rises even up to 80 F or 90 F at placeg. In the hilly

parts of Lhe country rieing as high as 15,000 feeto, maximum
L]

temporatusre lo around 5 F, while in winler wmorning temperature

approximate to freezing point.

Nepal 1is highly rich in the river property. It may be divided
broadly into three basins drained by three major river systems of

the country.

The administrative diviesion of Hepal is heterogenous. HNepal is
divided into wany iocal (village) panchayats with different warde
in éa¢h panchayat. Th&ré are tetaily 4,015 Uiliﬂge panchayatas
{each panﬁhayuL haa nine warde) and 33 town panchayats (each town
panchayabt conolsts with more than nlne wards). Tﬁuun total
village and town panchayats lie between Lhe whole 75 dlutbricts of
Nepal. These 75 districts aleo lie between the 14 zonea of

Nepal.

C. Resourcep of Hepal

The iwportance of power as one of the prime-movers in the process
of development has been recognized so much so that ita per capita

coneumptlon has been regarded someztimee ae one of the indices of

economle developuweutl .

Coal, oil and gas resources of Nepal have not yet been fully
ascertained. Electricity in Nepal was unknown until 1911 when a
hydro-power plant was installed at Sundarijal with a capacity of
900 k.w. The vupply was increased by 450 hkw. when another hydro-

power plant was inotalled at Pharping in 1939. Since then the

,\.'. 5



hydro-power eloectric supply of the Government ramained constant,
until a dlesel plant with a capaclty of 1,600 KW. was put into

operabion in 1959, Later on uplo the Fifth Flve yoar plan 1t was

increased upto 58,948 KW. of power from new and on - golng
projectsa.
Table : 1 Electricliy generatlon by 197V0-1900 in Nepal

YEAR HYDRO DIESEL (IN MHWI)

1978-79 170319 Ti76

1982--83 278672 5014

1987-88 563002 1112

Source : Hepal Electricity Authority.

Mineral Besources 2

It ig popular belief that Nepal ia rich in minural rescurcos.d

Foreat Reasources 2

Green forest is eseential for ecological balance of the country.
It preserves water raaoﬁrceﬂ praventing land-slide and soll
eroslon. The existing fauna and flora of the country has become
one of the attractlion to the touriats. Medicated herbs avallable
in the forest is one of the component of internal 'and external
trade. It covers about 90 percent of total fuel supply 1in the
cnuntfy. In the hillregion, it is bhelisved that 50O percent of the

animal food ia obtained from forest.



Table : 2 Forest of Nepal 1978-80

Total Forcol fcua - CAQGLOQ Ul cbtare)

1. Hard-wood Forest 53.5 percent

2. Mixed Forest 20.7 porcent

3. Conefer Forest 14.09 percent
4. Shrubt Forent 10.9 percent

Total 100 percent

Source : Ministry of Forest and soil conservation.

Table : 3 Forest Development Programmes upto mid July 1988,

Item Remarko

1. Tree planted arca 111038 (Hec.)
2. Community Forest Development
Programme €68 (districts)

J. Repettlamant +

a. Resettled Households 87942 (HH)
b. Land Distribution 78110 (Hece)
Sourece @ 1. Ministry of Forealn and Soil Conservation

+ 2. Ministry of Housing ard Physical Planning.
D. Population Growth 5

It is believed that there is eome evlidence of partial population
counts during the 19th century. Dut the first population census

for which the figuree are available wiag taken only In 1911. Since




ther: the census was taken roughly overy decade. It was not until
IQB?-ﬁd the coenvun of population was conducted on a compreshensive

and sclentific banls.

Table : 4 Growth of Population In Hepal : 18911-1881

Year Population Growth (+) Average percentage
—_——— ——me—————— Decline (-} ————"—m——-—-—— o

1911 56,38,749

1920 55,73,788 -64,961 - - 1.2
1930 55,32,574 -41,214 - 0.8
1941 62,83,649 +7,51,075 +13.5
1952/54 82,56,625 +19,72,976 . +31.4
1961 94,12,996 +11.568,371 +14.0
19?1 115,55,983 +21,42,987 +22.7
1931 15ﬁ.22.ﬂ39 +34, 66,856 (+26.8 7)
Sour<e : Central Bureau of Statistics - 1961, 1971, 1981 and

Statistical year book 1989.

About 23.3 percent of population waa litorate in 1981. 48.7
percent ?f the total 1literate population had only primary
education (grade 1-5). About 70 percent of the total population
was in working age group and 85.1 percent of the total working
population was economically active in 1981. Approximately 91.4
percent of the economically active population waes engaged 1in
agriculture and allied activities. Proportion of never married
females and males aged 10 years above were about 23 and 35

parcant respectively 1In 18081. The proportlons of males and

|
|
|



females who were wldowed and seperated wore negligibly emall and

the percentage were 0.4 for each sex. B

Nepal is a Hindu state and of the total population, B3.5 percent
followed Hinduiam in 1981l. Buddhists and Muslim comprised of 5.3
and 2.7 percent respectively. Nepal is a multiracial, ethnic,
tribal, non-tribal, custe groups and multl-lingual country.
Varicus linguistic and e#thnic gruups are knit together by bonds
of pnationalism and cultural harmony.7 While the tropical and
eub-tropical regions are largely inhabited by the peoples of
Indo-Aryan origin, people of Mongloid features are predominant in
the temperate highlande. The naticonal language is Nepali which is
understood and spoken throughout the country and it is written
Devanagari wscript. Of the total population, Nepali speakers
occupied the prominent pusi?inn in 1981 by claiming 58.36 percent
while other language like Maithili, Bhojpuri, Tharu, Tamang,
Newari, Abadhl and others account for 11.1, V.6, 3.6, 3.5, 3.0,
1.6, and 11.2 percent reapectively. Life expectancy at birth for
both sexes was 49.53 years and total fertility rate wee 8.3 in

1981. B

E. Transportation and Communication:

Upte btiw flrob hell vl Lhe 20th century, human and animal poweras
weré-ueed a8 weans of tranaportation and communication. Although
Nepal is small in size, from a theoretical tranpport point of
view, lt seems to be much more bigger than what it is in reallity,
because to reach the farthaest point of the country tukes eeveral

days. It ia Nepal'a topngrarphy. that makes internal




tranaportation and communication both difficult and expensive.

Nepal had only 376 kilometres of road in 1951. This figure has
eignificantly increased to 6306 kilometres of road in 1987, of
which 44 percent is the black topped. Of the total kilometres of
road, 31 percent falls in the category of highways. In 1951 one
kilometres of road had served about 22 thousand of population,
but due to the significant increase in kilometrea of road In
1987, one kilometre of road had served about 28.8 hundreds of
population. One kilometre of road has inflenced about 23 sguare

kilometres of land in 1987. 9
F. Agriculture and food

Agriculture playe a crucial role in Nepalowoe economy 1n many
waya. Agricultural sector accounts at present 92.7 porcant of the
working population and about one-thirds of the natlional .output.
Unless productivity per man of this vast population and par
hectare ‘Of the acarce cultivated land le increased, incomes of
the people ca; hardly be raised. The vicious circle of low income
leading to a low rate of investment and hence, the 1ow levels

coutput and income in conssquence is, in essence, the result of

low productivity in agriculture at present.

.Nepal belng pre-dominantly an agricultural country with about 90
prercent of the economically active population (1981), more than
42% of the total population, people are below the pdvarty line.
The existing condition of agriculture is far from satlefactory.

The cgricultural secbor io now congpicnoun by a low productivity



per man and acre. The low productivity ie not, however, due to
inherent inferiority of land and labour. It may be attributed to
some unfavouralle conditions as well as unnccessary pressures
on agricultiral farm from the governmont aide and local feudals.
It ie aloo because, the agricultural products are not
satisfactory Lhat the cultivated land in relation to the existing
agricultural population 1is extremely inadequate in Mepal. The
firet panple cenous of Agriculture raveals that per capita arable
land le only 0.19 hectars. The size of arakle land per
agricultural fasdly consieling of 5.20 perscns measured only 1013
hectare. With the rise in the size of family to 6.13 per capita
arable land dropped down to 1.10 hectare. This percapita land 1is
too e=mall tc utilize fully the latent potentialities of labour.
And the annual growth rate of population in one oside 1o 2.606
percent, but the size of Lhe land is constant. Again this per
arable land ratio will be declined. A fuvourable man-land ratlo
ig severely linited, even in future, by rapld rate of population
growth, on the one hand, and the mountalnous Lopography of the
country, on the other. The existlig situation of overcrowding in
agricultural sector has created a state of underutilization or
under employment of labour on land will not at all diminish. The
contribution of surplus labour to output may not, therefore, be
poagitive. But it ils consuming part of the output which otherwise
could be utilized in investment worka either in land or
elsewhere. As land is limited and capital inadguate, the constant
growlh of labwiir foree on land reoults only in operation of the
law diminishing returns. That is why productivity in ggricultural

sector is low in Hepal.



The average yield per hectare of Paddy, Wheat, Malze and Millet
in 1978/70 wao in the order of 10L3 hyg, 110606 kg; 1035 ky and 1079
kg. The average yield per hectare of the cash crope like
sugarcane, ollseeds, tobacco and potato was respectively 16823

kg., 642 kg; 723 kg; and 5499 kg.

G. Industry

It was the year of 1936 which was the opening of Biratnagar Jute
H%ll, the first Joint stock industrial enterprises in the
country. The jute mill was picneered by some Indian
enterpreneurs. Though etarted on a humble scale with only 150
looma, it worked on profit from the very beginning. Its immediate
succese Inepired confidence of the people in Jjoint stock
industrial organlzation in the cauntrg. As a result, five new
public 1limited companies were incorporated in wvarious flelds
within a couple of years or so. Jut of these five, it was only
Birgunj Judha Mach Factory, owned and managed by the MHNepalese,

which turned out to be a profitable proposition.

The industrial structures in 1986/87 is as follows. During the
year 1986--87, 9359 establishments (manufacturing industries only)
were in operatlion with 152579 persons engaged. Among them, 61.18
percent establishment belonged to CGrain Mill products which
neither purchase raw materials nor sell producta but provide
industrial service to cthers. Thie type of industries although
compriesese of a large number in size ite contribution to persons

engaged census output and census value added ip ineignificant.

Table MNo. : 6 : Number of establishments and persons engaged in



the industries in Nepal during 1984/65 to 1386/87.

Year Establ lshmento Enguged persons

1964765 1260 18701

1972/73 2434 47638

1976/77 3538 50120

1981 /82 4903 81050

1986,/87 9359 1525785

Source : Censvz & Manufacturinug Establishments - 1964/65,

1972773, 1976,/77, 198G/07, CDS, Hapal {relavant portion

only)

H. Touriam:

Tourlsm g also a prowicing area ol Industry In Nepal. Tt ia one
of the aonrce of foreign exchange varning. 1L has glven lncreaeed
employment opportunities to Lhe poople of NMepal. Gross foreign
exchange eoarnlogs from Lourian waas 60228 thousands U.5. dollars
in  1987. About 240 Lhwuaﬂﬁd of vialtore have violted .Nﬂpal in

1997.



Table : 7 : Humber of tourists in Nepal durling 1978-87

" Yoar No of tourluste
1978 1,25,636
1980 1,22,205
1982 1,21,247
1984 1,17,817
1987 2,418,000

Source : Department of Tourism

Thus Nepal is very poor 1in all its aspects i.e. spoclo-economic,
religlous politico-cultural etc. Being rich in resources it is
too much poor due to 1lts regulations. People are poor, unhealthy,
even malnutrient, suffering from different criees, it 1is only

because of ite unequal distribution of avallable resources.
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Health Stabwe: i Hepal

Brief Introductlon

Mepal s a counblry inhabited by different ethnic, religioun
group aup well ang the rich and joor pweople. This cleavage of
the rich and poor ones divides care in vickness quite ao
shurply ao it does any other acpecl of the human conditlion.
In thiw, Lhe divigion of mankind, the rich have wmoney and
medical wkills In comparalive abundoance, Lhe poor have not,
So that the poor and rural people have more practice on
traditional medicineas which delermine the bpature of the
entire proctice of modicine in difforent phrtie of  the

country.

Health service ls one of the basie needs to the pouple. So
the people have doveloped both L'l'u'.i',r.'uﬁ'l.inn-'ll and modoern
pystem of health wervices to pruvidc health service widely in
each and every corner of the country. HNot only tho
Pharmaceutical Productions are neceusary but also the trained
manpower as well as the knowledge-education Lo the people for
beth preventive and curative functions. Enowledge, atblibude
aﬁd practice (KAP) regarding healtih, diseases, Lreatment and
healthy atmosphere is necogsary. o Lhat the production of
menpower and enhancement of the planning on health has becomo
an important element in the counblry. Today teachlng and
training institube in health ol Tribhuvan Univoroity hag
played a gsignificant role ia the fulfilling the demand of
manpower in Lhe health secluor in Lhe country, but It is not

gufficient according to the demand of the people  in Nepal.




Whatever Lhe institutions (Hospitals, teaching units) are
uﬂtabliﬁhed, all people can nob o¢ffort the given Ffacilitieon
due to the lack of different means. People are not educated,

there are more than 42 percent below the poverty line.

Népal is still practicing traditional type of treatment like
Ayurvedie, Unani, Homeopathic, Naturopathy, raw herbs and
others. They also practlice spiritual healing, astrology,
worshiping, GShamanism, Lamaism, and other super natural
feeling and practices. All these are still inflﬁencina health
pervices even In the town arcoao. lowovor, uwoge of modorn
medicine in many rural places is relatively new phenomena in

comparison to the traditional method.

Upto 1950 there were Jjust a couple of hogpitals and a very
few bede and physicians to treat about 8 million of people
{ though all the people were not contacting to the
doctora/hogpital, but the ratlo was high). This condlition led
people to death because of high sufferings from malaria,
tuberculosis, small pox, leprosy and malnutrition. Later on,
only in 1955 (7) Nepal malaria cradlcabtion vrganisation wou
establlshed to control the horror of malaria, in 1956 general
health planning was promulgated, leprosy and tuberculosls
control Projects were started in 1966. It was only 1968,

emall pox eradication programme wap initiated. 10

A document published jointly by Ministry of hﬁalth (Hepal)
and World Health Orgenization in 1908 shows that the

Department of Health Service (DIS) wans ectablished 1in 1933



but until 1801 the main revpondibilities carried out by the
department included the promotion, regulation, and management
of the following facilities: 33 HMG hospitals, several
traditional Ayurvedic dispensaries, an Ayurvedic schoocl, and
a production wunit for ﬁyurvadic medicines. Then 1951-55

emphasis was placed on tralning doctors in other countries.11

Between 1956-61, the first five year plan was implemented.
During thie period the organization of the Ministry of Health
(1956), the organization of Nepal Malaria Eradication, the
upgrading and wodernization of existing hogopitals, the
building of maternity hospital was carried out. Prieority was

Ziven to curative medicine.

During the second three year plan (1962-65) emphasls was
given both on preventive and curative medicine for the first
time. A survey for smallpox, pllot projects for leprosy and
tuberculoegis contrel were launched. The assistant NHursing
Midewife training and the Royal drug rescarch laboratory were
started in 1964 and bLy 1965, 102 health posta woreo in

existence.

In the third five year plan (1965-70), more extenslve efforte
were doveloped to help plan health strateglies for the future.
Tha ldea of regular health pootlo, Lhree vertical projecto
{omall pox, family planning and maternal child'healthj were
introduced. But during the fourth five-year plan [lﬂ?ﬂ—?ﬁ}.
Nepal®s health priorities changed from emphasizing curative

service to focussing more on preventive services. To fulfill

2



the preventive strategy, HMG establiched the Institute of
Hedicin& to produce new paramcedical workers as well ae Lo
traln exioting wmoedical personnel. In 1970, the comnunlly
aealth and Integration division was eclablished to make the

health programmee more cosgl effective.

Ao part of the [ifth year plan (1975-80), process of
Iintegrating the verlical propgrammes Inlo the overall-heallLh
infrastructure was further developed. The caltalyst for this
activity was the development of a  long-term health plan
({LTHP-1875-90). As part of thls procecs, In 1975 an elaboratle
strategy was formulated with participation from not only the
Crown but alsc the National Commission on Populatlion (NCP).
the Nallonal PlanningCommlppion {ﬂPC]. and tho Minlutry of
Finance and Education. The plan called for the expansion of
the baple health care services, to rural areas on a gradual
basis. The pollicies of the LTHP included providing baslce
health services at the village level for Lhe majority of Lhe:
population and checking population growth to promote national
development.

Az the sixth flve year plan (1980-85) was 1ideal, so the
existing seventh five-year plan (1905-100) focupes on minimum
basic health needs of the people according to the UN
programme. Primary health care and panitation were mentioned
as two of these needs. The objective of the plan Iinclude
reducing the infant mortality raie to 98.3 per thoupand live
blrbha. reducing the total fertility rate Lo 4.00 and

Increasing life expectancy to H55.4 years by 1990,

National Health Ovobem-

18




The national health system which provides inotitutional
pervices, ﬁanagemunt infravtructure and service facilities at
t.the natlonal, reglonal, digtrict and local level on the bagls
of twelve groups of axioms on medical care and necessity to
it the country, Nepalese health gystem is based mainly on the

following basis and axiomo:

The medical care of the common man is immenscely worth while,
modical care must be approached with an objective attitude of
mind which 1is free as far as poocsible from preconceived
nﬂticna oxported from industrial countries, Lhe maxlmum
return  in human welfare must be obtained from the limited
money and &akill available iI.e. in estimating thies return
moans must not be confuved wilh endp and medical care muot bo
adopted to the needs of an intermediate technology. A medical
gervice must be organized to provide for steady growth in
both the guantity and the gquality of wedical care, treat
patients as close to thelr homes ap possible in the smallest,
cheapesnt, most humbly staffed and most aimply equipped unit
that 1is capable of lookling after them adegualely, Lo supply
the medical care tﬁ all the people all the timu, to be
organized medical services from the bottom up and not from
the top down, developed role plaving by the doctor,
éuxiliariaﬂ and medical workers, to adopt own particular

methodology and to explore medical care and Lhe local

culture which are closely related. 12

19



The heallh system at noalblonal level consistys of the
Miniatry of lealth with ile varlous divisliong and unite like
i.ltjlﬂj.;lj.ﬂl.ru.l. Llve, manpower, Lraining, policy, monitoring-
psupervieslon, Ayurveda, drugs, reglonal health service,
nureing, publiec health, epldemiology, curative, management
tdevelopment, vertical and FPI, MClH projecte, EPT HNMEQ and
neveral others. At the regional level, directorate of health
vervices have been establlshed and are functloning In flve
development reglions. AL the zonal levelnrn, are  Lhe zonal
hoeplitale, which gerve ag referral regources for the district
facilities. At the district level, there are district
hospitals, district public health Officen. The peripheral
level 18 served by one health post in each Ilaka (areas
distributed combining more than Lwo panchayats) in each of

the 75 districtes, and a varlety of field workers.

Organizational Chart of Lhe lHealth Services iln Hepal

Ministry of Health Health Minister

Division of Health service Asst. Health Minister

Reglonal Health Diroctorate Secrotary

Zonal Hoopltal Mudleal  Heoearch Adviocory
Counecil and Managemoent

Development Section

NDiotrict Jioopital & Healkh AddiLional Secerctary (Adm. &
Contre Technlcal - 2)
Health Popts Departments & Divielons,

Sectlions-sub-sectionsa
Reglonal Diveclor

Clvil Surgeon (Jonal)

Medical Olflcoer (Disl.Hosp. )&
Heallh Acoviotanto Auxillarioo
(Health Posals).
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There are five types of wodern health facilities in Nepal.
Thesu are health posts at the boltom, then health ceoentre,
district hospital, =zonal hogpital, coenbral or Natlonal
hospital and one Teachlng Hospital. From the year 1951, His

Majecty s Government began establishment of health centres

throughout the country in order to meat the basic health
needs of the poople. Each of these heallh centres was to be
manned by a physician and other appropriate staff. Later on,
when this concept was not able to meat ite nﬁjectivea. the
long term health plan, eslablished Lhe concupt of health
postso; managing by paramedical percvonnel raLther Lhan
physiclan. It is the health pusé which is now the basiec unit
with lowest level lixed foacilily of the heoallh syotem,
regponsible for providing thoe Laociec health soervices  Lhrouph
primary health care to the people of Hepal. By the end of
-1988, there were 816 health pousts out of which 675 ( one for
each Ilaka) were integrated. Besides, providing  Thealth
services through health posts, ihere were panchayat baped
health workers delivering famlly planning and mwaternal and

child health services.

Natiopal Health Plan and Policles

The _development policies of Nepal ia aimed at a rapld
increase in production, increase opportunities for productive
employment and at meeting Lhe basic minimum needs of Lho
people. The objective of Lhe seventh plan are to prepare
health manpower, provide primary heallh care to the largest

posaible number of people through the expansion of primary
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health care (PHC) facilities, ralse the average life
expectancy, expand family plamnning programme so as to control
population growth rate, expand maternity and child health
services, and enhance peoples awarnecs and community

participation te alleviate malnutrltion,

dealth For all by the Year 2000

Being the member of United Nation"s Organization and Its
major organlizabion i_.e. Werld llcallh Organization, Nepal has
followed different programmes provided by UNO, and WIQ In
global level. Nepal has a programme as well as the reliable
dictum that by the year 2000, the basic minimum need (BMN)
will be fulfilled. In the programme of DMN, basic minimum
health need (BMIIN) is one of them. The DMIIN has policies and
plans becauss the development policies of Nepal is aimed at a
raplid Incresse in production, increaue opportunities for
productive employment .and at meeting the basic minimum needs
of the people. The objectives of Lhe peventh plan are Lo

prepare health manpower, provide primary health care ete.

To meet the the basic objective of the health for all by the
year 2000, the major policles in relation to the
lmplementatlon of strategies for health for all by the year

2000 are as followed:

3 Bagic health services like curatlive,prevenbtive and
promotive will be provided to the rural population
through Lthe health poets which are Lthe moaol

peripheral wunits of the country s healtlh delivery




sysbtom. These health posts will be strengthened in
order to effectively implement primary  heallh  care

activities.

ii. In order to increase Lhe oeffective coverage -
of population with primary hwealth care services,
ward level wvolunteers { primary health care
workera ) programmes will bLe continued to be
lmplement in all the 75 districta.

iid. The esocial organizations under the social serviceo
national coordination council, local panchayat and
claBs organizations will be mobilised for primary
health care activities =0 asB to avolid
duplicatlon of health poervices and to bring
about effectiveness in the primary health care

actlivities.

iv. The ayurvedic sysbem of medicine will be Iintegrated

at the health post and district levels.

In accourdance with the decentralization plan, each of the 75

disfricta iz divided into 9 areas called Ilakas, based on
papulatién density and geouraphic area. Rach of these Ilukaop
‘'will have a service centre which will promote Iintersectoral
coordination for comnunity development involving primary
achool, post office, bank, agriculture, animal husbandry,

health pool etc. Therefore in each of tho 675 Ilakas of the

75 districts an Ilaka health poost will be establighed in
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order to provide all components of primary health care
aservices. At the most peripheral level, Lthe ward level
volunteers will provide minimum health care to the ward
population wlth emphasis on preventive anﬂ promotional

aspects.

At the district level, at least one district hospital of 15
to 25 beds will be provided to act as.first referral health
institution in order to plan, fmplement, monitor, evaluate
and coordinate all the health activities, each of the 75
districta will have a district health office that will work

ans cecretriate of the district health and population

committee, which is formed under the decentralization plan.

In order to produce adequale number of trained manpower, the
Institute of Medleline, Tribhuvan University will provide tLhe
basic training to the paramedical manpower, medlcal manpowoer,
where as Ministry of Health will provide in-service training

to the village level health workers.

In response to provide basic minlmum needs, foods, shelter,
clothing, health education and security by the year 2000, Hie
Majesty s Government ls determined to provide Lhmse:nueds and
basic minimunm health services through primary health care
approach to the rural people from 1087/08 oward in the form
of preventive, promotive and curative services, through

health postes at Ilaka level and district hospitals.

This packagoe would Iinclude awoarencoon  and mobivation for



aealthy living through health and nubtrition education,
critical interventlonng like immunizutiﬁn. _ control of
Jdiarrhoeal diseases and acule respiratory infection,
provisilon of esafe drinking water and gsanitation, adequate
supply of essential drugs to all health institutions and
family planning services to curtial the undesirable growth of
pnpu]atihn- Emphasgis is ploaced upon development and expansion
of basic health spervices Lhrough the medium of health posto
in order teo address the urgent needs of gimple surgery and
preventive measures for the majority of rural population.
There are 96 hooppitals In Lhe country, but 15 dislLrictas otlill

do not have hospitals.

Horms and Projection

Policles and programmes in Lhe fleld of health have been
degigned so as Lo ensure universal primary heallh servicea by
the vyear 2000, Priority 1is glven to reduction of annual
population growth rate below 2.0 percent. Average 1ife
expoctancy of Nepalese people is projected to Increase to 865
yaars from the present level of 51 years by 2000. These are
expected on the basis of the following:

a. Infant mortality rate p2r Lhousand live birth will be
raduced to 45 from the presvnt level of 111.5:

b. Far every 3000 population there will be tralned heallth
workers which includes duvectors, pgazebtbted kaviraj,heallh
asslstant, auxillary health worker, kaviraj, vaidya coblec.

c. For every 600 population, Lhere will be one nurse/ANM
and trained staff etLc.

d. There will be ona health volunteer for every 500
populalion on the average.
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Primary health scrvices bas been  identified as  the Dbaslc
needes in the field of health because il alone could lead to
improvement 1In health standard of Lhe general population In
vlﬂﬂ of the related envirommental, soclal and economic
problems. It relates to appropriate education regarding
glmple preventlive measureo, nutrition, vafe drinking water,
clean environment, and eooenbial drug. The programmen Include
basic preventive and curative heallh services, family
vlanning servlices, epidemie and revpiratory dioeas roelated
gervices, nutrition, rehydration serviceo, expanded
immunization services, develupment and expanslon of health

organlization and health manpowar.

Warklioe Pollclen
Following 17 working polleles will be adopted in Lhe

implumentation of primary health service programmes:

i. Health posts at the level of “Ilakas™ 1in all
districts will extend integrated pervicea for
effective delivery of primary health serviceos. In an

“Ilaka" where theroe 1o more Lhan one health poot, Lhe

resl from the wmain one will serve as  general
curative centres;
ii. Where Lhere 3is a health post beoldes the hoopltal

such a health post will be iIntegrated with the

hospital;
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i1il.

iv.

vi.

wil.

vill.

Integrated heallh post will be eslLablished In town
panchayats withoulb hospital;

Sub-health posls will be cstablished with people’s
participation in every panchayat in order to reduce
the physlical distance between the health acrvicé
Inptitutlion and Lhe uummyniLy at lowest  luevels of

panchayats. [Extended healbth services of the health

pouts will be provided through these sub-health posta.

It will be established on the basis of requests of

panchayats and according to etandards laid down by

His Majeusty s Government.

There will be a community loalth Volunteers at evory
ward. They will provide health education and simplo

curative scervicens relzat=sd Lo primary health serviceo;

District-wise integrated programmes are to bo
launched in order to extend integrated primary health
services through health posts. Provisions are to be
made for programmes relaloed Lo manpower, modleinen,
equipments and organizational structures for

districts with integrated health service programmes;

DionLrictk, Lown  and w1 1agne panchayaly will,
mobilize local resources bepides pgovernment
regources for necessary mediclines and
equipments in district hospitals and health
poats._

DisLrict hospltalon will bo culablished in evory

r 27




1x.

xi.

xil.

11 B B S

district. Management rveforms of hospltals will  be
undertaken in order to develop health  geevices,along

tho reforral oyobtem;

Emphasis is laid upon domestlic productlion aessential
drugs. Quality and standard of medlclines 1 to be

egtablished in accordance with natlonal drug polley;

Arrangement for incountry and forelign study and
training for district level and Tlaka level doctors
and other technlical manpuwer will be made, Including

improvemnenls in recrulbment oyoboem,

Preference  1n recrultment and  poobting  of  rural

heallh workers will be given Lo local health workeros
with imcal pxperience in health projecls.
Proviepion will be madse for Ghelr tralning for

career development;

Ministry of Heallh will Jaumch Progpeanuees Lo
coordination with Minlstry of FEducation for

population education and female lliteracy, Miniotry of

Agriculture for nqulllmna] food basad  and
available locally, and Miniotry of  Water
Resources  and Ministry of Panchayat and Local

Development for Clean drinking water and environment.
Provision will be made for necessary mediclnes  and

physical fapilities relaled to drinking waler,
housing, tollets ete. in the health poote;
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xiv. Establisphment of hospitals, health poste and nursing
homes in the privabte cector with own finance will  be
encouraged according to standarda laid down by lHls
Majesty s Govurmnent.

#v Ayvurvedic institullons alsoe will  be developed
along intepgrated manner. They will be gradually
integrated into heallh posts and distriet hoopitals;

xvl. Nocepuary provision for Lraining for medlum and
lower level manpower with emphasis on Integrated
delivery of allopathy and ayurvodic health services
at primar health leowvel. There will be extenslve
general education/lLraining of ayurvedlic medlielnes
for rural health workoero; and;

xvii. Coordination and participation of social service
national coordinatiovn council and related vocial org-
anizations, local panchavabt and class organizations
will be promoted in order to reduce dﬁplicnticn of

programmes related Lo primary health gervicen.

Thus the needs of the people has to bhe fulfilled and His
H;_i,jéul..:.r':l Governmenb has made o plan and policles with lIts
ﬂtraLegiés to fulfill the basic minimum health need by 2000.
But whatever the programmes are made, some of the orrorsa are
committed. Une of the error is that it has no such programne
which will coordinate belween different organizatlions (
Governmental, semi-governmental, non-governmental, voluntear,
within and outside the country). Also the Projection Lo

reduce the IMR, morbidity rates are unsclentific because of
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she wunegual distribution ofF medlcal  institutlons In Lhe
country, lack of nutritional programme cor lack of promotive,

prevenlive and curative perviceor., It lacko oconomle, ebhnle,

and self medicatlon side, without which the programe of

health for all may be difficult to be fulfilled. Mo
integrated programme combining each entities of the wsoclety

are promulgated.

Mechaplsm For Monitorineg Aod Evalualion:

The mechanism for monitoring and svaluation varies according

Lo Lhe levels of the heallh ovrganization. At the top lovel

Prime Minitoter chairs four monthly review of the basie needs
priority programmessProjoecls along with the annual review of
all concerned priority progrommen/Trojects. Likely tho
Minluter of Heolth chalrs Lho two monthly and  four monlhly
raview of the basic needs and other development, Priority
Programmes,/Projects. The Secretary, Ministry of Heallh will
chalred the two monthly. as well as four monthly review of
baple needas priority arnd aother © development
Mvogrammes/Meojecta. Mindgtrey of Health Laltenn an aclive rolo,
being the maln means of the distrlbuticn of the plans &
programme In  the health sector. 1t muct plan, organize,

staffing, direct, co-ordinate, report, budget and expand the

~health  programme upto the prass root level folluwing  the

act, rules and regulation of the Govermmenl. The divieion of
health collecta and analyses the regqulred doata which aro

relavent and what are necessary bo be complled up.
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The intermediate level consiste of various levels., At tho
rﬂgicnall level, directive concerning monltoring and
avaluation has been issued DLy Lhe HinisbLry of Heallh.
However, ao the reglional health directoratea have just been
pperational, implementation of thls directlve may take somo

f.lme.

At the district level, Lhe District Health and Population
Committee chaired by a member of the Diestrict Panchayat, and
including reviews periodically the prugr;mmcu dealing with
health and population activities. It is followed by review in
the Dlstrict panchayat, chaired by Lhe District Panchayat
Chairman (an elecled mewmber of Lhe dlistrict who is a4
political man, and may be vomcblmen illiterate). Thoe Local
Development Officer ( Gazetted Officer choosen by Publie
survica Commlasion, minimum grocoduealo or oquivalent ) o the
member secretary of the District panchayat. The membership of
the Distrliet Health and Population Committee s consleted of
the members nominated by District Panchayat-member,
president, District Womens organizalion-member, preesident,
vlstrict Youth organization-amember, president, District Ex-
Millitary organization-membor, president, Dipblricl Hod Crouwe
Socliety-mewber, President, District c¢children organization-
.ﬁl"",.ll.'leI',. Chief District Public Neallh officer-member .and
-Diatrict Health Officer member vecrcetary. So 1L o the
cumbination of all sectors-elected to Lheir assoclate

organizations are nominated. A very faw relevant
professionala are involved.
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The peripheral level which conocicbLe of comeumara,uBers
coml bieve, under Lhe chaivmanship of Lho Ilaka Pradhan Pancha,
reviews the performance of the health post poriodically.

There is no people’s particlipation in practice.

The Indlcators for monitoring have been ldentified and
deflned and targebs cpocified for the concorned

Programmes,/Trojects of Ministry of Health which lneludep:

it Epidemiglopical Situatblon: Infant mortality rale,
malLernal mortallty rate, 11 fe expectancy at  birth,
leadlng causes of worlalily, leading cauves of
morbidity, incildence of communicable Idim—mmea under

control programmes and others.

1i. Desographic Situation: Population size amd' spatial
distributicn, Age ‘and Sex structure of tho population,

population growbth rale and others.

Ty

i1i. Sovio-Teopomic Slituation: Per coapita GhHP, e
Copd L GHIT, Aclul L Lileracy  rale, woabor oupply  ond
panitation coverage and the 1ike.

iv. Heallh Desources: .Hunlth finances, heallh  manpower,
© health facilities, training institutions, and etec.

V. Health Services Coverame: BEoviconmenbtal hhealth,
health manpower, health facilitico; maternal “and
health child services, limmunization, nutrition,malaria,
tuberculoais, leprosy, diarrhoel diseanos control,

goitre and cretiunism, Zoonotic and rables control,
health education, and others.
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Health Delivery Syoten:

There are warlots Anyu b dolivor heaxlih Facillitles i1
Nepal. Different bLzalth cere plans and programees  through
goveor nmenbtal, non-governmental, private and internatlonal

agencies ao well as Projecbs have been launched to fulfill

the basic health needs to the people. Among the various

programme:s, Nepal has the following major syctem.

a. Ipteurated Communily [Huallh Care: The integrated public
health services started firstly, in HKaski district in
1971 to create additional function for malaria workers,
and later in DBara district in 1072 wiLh. the ailm to
centralliy panage Lthe poublic health services  belng
providel by various inctitabions,

The counbry health profile, Hepal has mentioned  that
the intvgration of public heallh services has Lwo

fundamental rolicy eilomenba:

i. integration of all the wvertical, wslngle purpose
projects under a comman admiuiﬁerLjvé structure for
each level of health infrastructure, namely village,
district, regional and ministorisl, and

1i. Integration of preventive and curabive carve atbt Lhe
leaost couti.

ILta progress hae  bLeen =low and woas bacsed on experlenceo
gained frem pilot proj=cts, ciperimamlation and uoe ol trlal
and crius melhods for caveying oub policy decislons. Durling
the fourth Five yvear plan pocied (1970 1075 oix dlistriclo

(Bara, Paroa, Kaski, Siraha, Saptari and Rauthal) were being
provided with comprehensive rural health sorvicens Ltheough 62



intepgrated I  tbtype and 280 nan-iuhugrmLmd health posts (F
Lype) ‘and  dlistrlict hogpilals. Tl Chict orpanlzatlon
responsible for  Lhios novel inéuuuLiuu wias  Lhe integrallon
Buoard which wag founded in 1970 to launch the pilobt projecto.
The Board was chaired by the seeretory, Ministry of Ieath and
was vupported in ilas funcbioning by the Community Health and
-Integration Dlvision, which was eatablished in 1969 to
execiute the programme ofinteprabed community health care.  An
Integration Worklng Group (IWG) wao oloo conoglliluled In 1971,
whiclhi body lasted till 1977 Lhe Intepgralion Doard and ils
working group was replaced by a central Integratlon Board,
alec chalired by the Secretary, Minlwlry of Health., The
Primary aim of this DBoard was to coordinate Lhe intepgration
of Lthe vertical rrojecte into  the Cosmmunity [Health and
Intepration Division of the Department of llealth Services. In
1980, ihe Division Logether were with Lhe cenlral Intepratoed
Board disoolved and in their place, bthe Inteprated Communitby
Health Services Development Projeclh (TOHGD) wan croeabed ondet

the LDevelopment Board Act, 1006

The Integration pollcy was laid down clearly at the time of
the Fifth five year plan. Integration was Lo be completed by
1885 (i.e. by the end of the SixLth five year plan) which
-grﬂjected the eatablishment of 10502 fully integratbted health
posts in all the 75 districts. It also meant the
cotablishment of 15 diobtrlicbos and A4 repilonnl hoospital in Lhoe
same time frame. Ao envigiged Lhe procesus of inﬁegrdtiun wanp

to be gradual in respect of the verlical projects.
Due to the various reasons the process of  intepgration  was



stopped - in 1984. In July 1987, His Majesty s Government
decided to integrate all vertical proJects activitios in tho
districts and the Public Hoalth Office Wl given
regponsibilities of implementing the programme activitieas.
For thi=s purpose di;trict health vffices were established in
the remaining 27 diglrict wiLh;oL public health ofl[ices. To
deliver tLthe integrated health services 675 Ilaka  (Area)
health poolo were olrenglhencd. Al vertical projeels, excoepl
Malaria Eradication, Family Planning/Maternity Child Health
{ FP/MCH)  and  Expanded Programme Immunization (EPI) will
funct.ivn atbt the central level 111 19090 were dissolved. Thoe
funclions and responsibilitics of ICHSDD nonagsigned to  the
Public lealth Division in the Miniostry of Huaﬁth. The major
functions are family planning; heallbh educabtlion;
immunizatlon; nutrition monitoring; case finding treabtment
and holding; treatment of common illnoesu; recordlng of  wital
statistblics; referral sorvices; cuonsltructlion; Lralnimng:;
malaria survelillance; anlenatal care; supply logigllcs;
integration of wvertical Projects; [finance, auditing and

budgeting; general management and the this like. 13

b.Nepal Fawilvy Planning and Haleroal Child Health:

.Nepai family planning aﬁd maternal child hc;lth Project was
established in 1968. However, Lhe history of family planning
vxbends ag  Far back as 1959 when a volunlary, horn-
governmental organization, the Family Planning Assoclatlon of
Nepal, first woought Lo promolte family planning through a

gtrategy oriented towards educabing urban-based marriocd
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couples by informing bhem on the availability and use of

contracepbives, Includlng suecial benefits From ouch uoapo.

Tha family planning concept was broadened, when in 1960  ft
was integrated with the exislling maternal and child health
programme being carried out by the Department of Health. In
Bo doing, however, a Family Planninpg and Maternal Child
Health Board (I'P/MCH) was constituted to execute the Project.
Botween  1068-Y7 the FI' and MCH Doard has undergons  several
re-organization: flretly, to be hcaded by the Minlotry of
Health: then, by a full time chairman and finally by a part-
Lilme ex-officlo chalrman In the form of Lhe Diroctor General,
Department of Health., In LA, Lhe toard wal onea o puara

reconcbituted and renamed the Family Planning Sorvice Board.

Upto 1975, the dellvery of (FP/MCH)  services followed a
static clinic sbrategy of operations whereby child  and
maternal heallh cvare and slerilicabion sceevices were rendered
through Lhe 181 cllnice coveriog G641 of the 75 adwminiuobrab fve
districe 1in the Kingdom. Uy 13Y1, 1L has adupted.Lhm concepb
of reglonalization with the oponing of  its  four Reglonnd
Offilceas In HNepalpung, Polliaea, Hebawda ool I'I]Im IO, It wan
after 1975 that, following the introduction of the concepbt of
Panchayat based Health Workers (PDIW), Lhe service began to

be provided more on a door bto door basis.

In 1978, a new component to its progromme package ‘was
introduced when nutrition education WaE incorporated.

Further, sloce 1900, the priorvity of family planning  mebhod
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wuis ehifted From Lomporary methods Lo sterilization. In 1977,
baoced on bthe World Fertilily Durvey  sorles  underlaken  in
Mepal bench mark data on nabional fertility and Family
Plannling Indlvalors were made avollable [or Lhe first tlme by
the Project. In 19800, the Hational Contraceplive Prevalence .
qurv&y revealaed gap in the danand for the family planning
measures  of ull kiodas. In 18984, it enbtered upon a  comnunity
health service pilobt project Lo bLrain community leaders  on
dellvery of primary health care. At the policy  lovel, His
Majewly s Government adopted in 18583 the national population
poliey  and targets for the vear 2000 formulated by Natlonal

Population Commlaaion.

The major funcbiones aro locboded g child health; maternal
health; family planning; manpower doevelopmoent; informat fon-
educabtion, comnunications; planning research and evaluablion

and Lhe like.



The Nepal Malaria Eradication Organization ( NMEO ) was

foundaed in 1958. It wozs bthe result of the amalgamation of
the Pilot Project, mnamely (i) Insect borne Disease
Control (IBDC) the HMG/USA Project inltiated in 1954 with
the bbroad objective of controlling inoect-borne diseapes

in Nepal and (ii) Malaria Control Project the HMG/WHO ProJject
initiated in 1956 which sought to study the feasibility of

eradicating malaria in Nepal.

The Nepal Malaria Eradicatlon Organizallon (NMEQO) launchod
ite firet operation 1in the central Region then in 1962 in
the Eastern Region; and later in the Western Region of the
Kingdom. Dy 1865 the entire malaria-infested arcvas were
covered. However in 1966 the plan of operation to eradicate
malaria in Nepal by 1971 waes extended to 1973. Significantly,
in 1975, it was conceded by NMEQ that it is not posslble to
eradicate malaria but simply to control it to an acceptable
level. The main components of the Plan of operation consisted
of praying and surveillance which, was conceptualized to

repreﬂént a total of four phases:

i. preparatory

11. attack
iii. consolidation and

iv. maintenance.
The maintenance phase was to be executed by the Department of
Health as one of itoe regular budpelory prograommes.

The major function of HNMEO are spraying; surveillance;
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parasitology research; enLomology research; health sducation;
training; general administration; and the other related

works.

The h;peful and satisfactory achievements in the health field
wae highly succeded only in the field of malaria eradication.
The morbidity and mortality was very high before 1960 due to
the malaria. Its dlslributlon was high in the Teral land eo
that sufferings were also high in the Teral. Terali was
covered firstly to eradicate malarial problems with its
prevention programme. It was totally controlled botween one
and half decadea. Not only the Terai but also the hills were
affected by this disease. The programme which started by
1950 waa highly Euéceasful in the 1960°s. During this
» period majority of the people who were suffered from malaria
were able to protect their family members. Following this
programme, hill to terai migration started, the forest were
cleared for agriculture, different petty industrles started,
various projecte and institutione regarding health were
eastablished. And today nearly Lhe LuFal malarian habltat has

been dried up.

ExnandsﬂlmmﬂﬂimEmmwaLﬁEllu

Nepal bsling a landlock country is dolng struggle in difterent
fields. Baasically, the human protection from various kinds of
diseases is not an eaay tacsk. Even in Lhe more advanced
country a populaltion are suffering from day-lLo-day new type
of diseases as well as minor sickness or illneuss though

people‘s perception varies from country to country. Nepal,
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hoving a semi-feudal society is not only suffering from
financial or poverty criels but also the usual problems.
Malnutrition, handicappiem, abnormality, infant death, are
very high due to the lack of resources, mobillzation of
different meanes of livelyhood, trained manpower, education
and so many othere which are not even upto the minimum level.
So to protect the children and other population, programme on

expanded immunization plays vital role in the health field.

The Project on expanded immunization programme was founded in
1978. It°s predecessor was the highly successful Smallpox
Eradlication Project which enabled Nepal to eradicate the
dloease and doclared a owall pox [roe zono by the
international community. No other project in the health
sactor, until today, has been able to record a success gstory
of such brilliant significance as the Gmallpox Eradication

Project.

Public effortes towarde the provislon of preventive care had
started in 1968 when BCG and esmallpox vaccines_ were being
provided although not on the mass scale. DPT was begun in
1972. What is new was the conceptualisation of a packages of
porvices for a broader mang Larget group of
children and delivery not only through clinice and hospilals
as earlier but on a ward to ward basis backed up by health
posts. Further the expénalnn in the dellvery of this total
expanded package of lmmunization was to be gradual. Typlically

it was implemented firet in two terai dietricte (Dhanusha and
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Rupandehi) and ovne hill district’(Sindhupalchowk ) in 1978
for feapibililty tesling and Lhon extended toe 8 distrlcto
namely, Jhapa, Morang, Sunzari, Mahotarl, HNawalparasi and
Bhaktapur in 1978 - 79 and 9 districts in 1979/80 ( Lalitpur,
Chitawan, Sarlahi, Kapilbastu, Dang, Banke, Bardlya, Kaillall,

and Kanchanpur).

The major functionis of EPI are vaccination; traning;
supervision; loglistics and supplies, general management and
other planned works.

Tuberculosis Control Programme (TBCP)-

Majority of Lhe people have been puffering from the disease
Tubercﬁlosiﬂ due te wvarious causegy (diet, poverty,
illiteracy, non-availability of resources ete.). For the
prevention from the diseases His Majesty s Government has
launched different projects, plan, programme and activities
regarding tuboerculools and olhor dipcaocs. The Tuberculosls
Control Programme was established in 1965. Until 1972, Lhe
activities of the Project were confined Lo the Kathmandu
Valley. Upto 1966 it consgisted of providing BCG wvaccination
only to those children who showed negative reaction to the
Mantoux test. From 1987 a direct campapgn of door to door

visit to vaccinate all children between 0-14 years of aged

wag started. From 1966 NGOs astarted to control achieveness-

outside Lhe Kathmandu Valley, moot notably, in the Eanotern
Development Region which was run by Lhe Britain Nepal Medical
Trust (BHMT). In fact, during the period 19868/72 it was

typical that more vaccinations were done by other Projects
than by the TBCP itoelf.
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Extension of the Project™s activities to areas out-side
Kathmandu -vallﬂy took place from 1073. As result the
predominance of the Project for TB control in Nepal was
established, particularly esince 1976 when Japan began to
apgiest the THCP wlth lte service focusaoing on the Far Western

Dovolopment. Roglon.

As early as 1973, TBCP had realised the lpmoense Lavk of
vacclnating all 0-14 year old within a resonable time frame
would be difficult to attain. Tt undertook an innovatlon,
therefore when it collaborated with the Smallpox Eradlication
Project (SEP) to lntegrate ite functlon with SEP by having
emallpox vacclnators do BCG vaccinations aleo. Immenpse

gucceps was reportod followling pursuance of thila atratogy.

In 1978, the TOCP enlargud fLe straLegy Lo include caoe
finding on a door -to-doorbasls. Treatment, hcﬁever. was to
be provided by the Health Post serving the areas. Hence

forth, the concept of integration was pul Into effect.

By 1880, it was anticlipated that BCG mass vaccinations would
be provided as a matter of routine to all target children
throughout the Kingdom by TBCP together with BNMT and JMCT.
Between 1980-85 the project launched ite new strategy neocking
tﬁ provide maintenance vacclnation. Presently, TB control
activities are also done by ICHSDP, United Mission Nepal

(UMN), Nepal TB Association and Nep&] Red Croes Soclety.

., The major function of the TBCP are case finding, treatment,

agpepement, supply, manpower development and the olherao.
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One of the major problem of human belng In Nepal is Leprosy.
Tu solve the problem In leprovsy, a projoct on Leproosy Control
Programme was established in lﬂfﬂ, It s predecessor was a
joint leprosy- tuberculosis pilot project initiated by Wil0 In
1965, which was gsubseguently aplit for adminjiatrative,
conceptual and medical reasons. In 1967, the Expanded Leprosy
Project took its place. This Project was mainly concentrated
in Bagmatl and Narayani Zones whereupon it served patlients
upto a radius of 3 Kilomebres from hospitale located in these
Zones. One of the chief contributions of the various
activities of the Project was Lhe establishment of the
Central Leprosy Clinle in 1370.

At the conceptual level, the country heallh profile Nepal has
mentidned, fundamental changes were ushered in, as for
example, in the 1963 annulment of an ﬂCE-whlch reguired all
patiente to be compulsorily confined to leprosaria. Modern
care for leprosy victimo was Legun in Eathmandy in 1958 by
the Leprouvy Mission International (LMI) when a dispensary wao
opened at Chapagaun. Then in 1962, the pame Misslon erected
the Anandaban Leprosy Hospital which presently serves as a
100 bed referral hosplital with facilities for laboratory
Ltesting, reconstructive surgery, nursing, vhysiotherapy,
pharmacy, ete, 1including Lraining and applied rescarch In
epidemiology, dapsone resistance, chemotherapy regimes
optimalization, etc. It also serves as a primary health care
unit for the local community for obatetric, emergency and in-

patient care by way of a 10-beded ward.
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The period 1970-75 is noted for the extension of leprooy
control services Lo 5 more Zones of the Kingdom namely
Janakpur, Sagarmatha,Koshi,Hechl and Lumbini. The primary
operational strategy for treatment consisted of visits to
hogpital sites by mobile teams deputed by the central elinic.
Following the WHO couany Health Programming in 1973/74, and
Project Formulation in 1975/76 the aims and activities of LCP

weere laid down.

The major functlon of Leprosy Conlrol Prugrammp (LCP) are
case holding, education, training, rehabilitation, management
and othere. But whatever facilities are exlisted in the
Kingdom, it ie far to fulfill the basic minimum Leprosy need
of the pecple. Whatever the functioné are mentbioned they are
very slow and the model which they use are far from adequacy
and wutility. This problem ie rising very high in comparison

to the facllitles provided by the govermnment and other

agenclies.

Community Involvement-

FPeople’s participantion or community involvement is very
important to promote any kindn of programmes. Even to
furnish, explore the local or regional or natlonal rlans,
rolicies 1t ie necessary to lnvolve people to mention thelr
problems as well as solutions. Community involvement is one
of the basic principle of decentralization. Planning and
develdpment 1o the fundamental reoponolbility of the district

and village level panchayats.
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To support community and to improve involvement, District
Health and Population Commlittees are established in  the
district level. Similarly community involvemant im
etrengthened through Health Post Commitbiees and Ward Level
Committeeas.

One positive example of involvement of members of the
community is the Community Health Leader (CHL) Programme
which mobilizes and trains volunteers as village level cadre
of workers to supporl primary healtlh care. There were 4570
CHLS in 14 districta in 1987/88, who work with their own

ward-level Health Communities.

To improve the situation of drug supply at the Health Posat
loval, Revolving Community Drug Coovperatlive Supply Scheme han

been launched in the 32 Health Posts of 12 districts with Who

Support.

Ministry of Health has directed that 4-5 Health Poots will be
chosen for the implementation of Revolving Community Drug

Cooperative Scheme in each of Lhe development reglons.

Another example of community involvemant is women
participation In Water and Sanitation Decade also, the Health
Services Coordination Committee is involved in supporting the
ﬁaalth, nutrition and sanitation programme at the community

level through community involvement in different placoo.

Like wise one of the Soclal Service institutlon 1.0,

Sewashram Nepal under the community service committee of the
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Soclal Service National Coordination Council,  HNepal im
providing the health services baslically on X-Rayws, Laboratory
facilitlies, different healih check-up, froo service moblle
caups ote collecting and gﬂthurlng differont searvice
materiale , from the people. Volunteers serve in differeant
areas. BExperts, technologists, other manpowere like doctors,
health asslstante are either employed or wvolunbteer., Thus
people  are participabing at the programmes bo malntailn  good

h=2alth and to get service facilities.

Health Volunbeer Programme (HVEP)-
Mot only the Governmental level ig able to facilitate health

services to the peoople upto the grass root level, to promote
the health corviceo different pr'::r!;ru.lumtm are launched.  Among
the progroammeo,Health Volunteer Programme is one of them.
Communlty particlpation playe a vital role ln the expansion
of health services and thelr delivery to the pﬂqplﬂ. It will
not  be possible to lmprove the health of the people unleas
they participate in the health programme actively. Therefore
the easence of primary health care is CLhe flerm orpganlzatlon
and full participation of the uummdnlLy and strong  support
Ifrom the government. The communi f;.ly must be made aware of the
need for changes necesgegary for lte conlbinuing developnont.
With the reallzation that successful implementation of any
health service programme ! @ predomlinantly determined by full
pvarticipation of the people/community. The Ministry of Health
has Initiated the Health Voluntoor PPUHPHMMH (originally

known ag community Health Leader Programme ) In  1977.



According to this scheme, there will be a HealthVolunteer in
eac:h ward of the village penchayat. Job description was
prepared for Lhe wvolunteers, According Lo this Job
description the volunteer will provide certain health
education and health services in additlon to assisting

village health workers.

His Majesly’s Government has targeted to create and trailn
one Community Health Volunteer (CHV) for cvery flve hundred
populalion as a slrategy to promote community participation
in achieving health for all by the year 2000. As the basic
minimum heallh need approach has Lthe objectlve of reducing
infant mortality and stresses Intevvenlions wsuch as  oral
rahydration, immunization and child spacing, and as women are
directly related to these interventions, Lhe need tuo promole
female health volunteers to promote mobilization and active

participation of women population in villages is evident.

About 5600 CHVs have been trained so far in 16 of 75
districts. These CHVs are mostly males wilh the exception of
Baitadi district where selection of female volunteers was
made compulvory. Uuuiﬁﬂ, a Mother o Group Programme (MGP) han
been in operation in Dhanusha, Mahottarl, Dang and Illam
since the Fiscal Year 1985/06. While no full-scale
evaluation of the Programme has been made, Lhe obvious
realities of the MCH situation and genoeral impressions from
the programme indicate and underscors the wvital role of

mothera in the heallh care of tLhe houschold.
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The new plan for the CHV Programme envisions establishing
female CHVe.l1ln all districip of the Kingdom by the end of the
Flacal Year 1990/91. In Fiascal vear 1900/89 the female CHV
Programme be Iimplemented in 27 districts of Central
Region and 8 districts of Mid-Western Reglion. Ihus. upto 243
Ilgﬁa Health Poste and 14,337 warde will be covered by the
new Programme in the Fiscal Year 1909/50. It was targeted to
train 48,000 [emale health veoluntcers by Lthe year 1991, so

that the health volunteers to populablion ratio will be 1:500.

A mother s group will be formed in every ward with the jolnt
effort of MHNepal Women s Organizalion Primary Committee
(HNHMOPC) and the VHW working In that Phanchayat. All mothers
of thé ward, with emphasis on the mothers of Iinfants and
young children, will be elligible for membership in the
mother e group. However, warda will be free to lneclude young
married women (whe are yel Lo be mothors ) alsoe in Lhe
mother"s group. In the process of forming mother”s group, the
VHW and NMOPC will prepare a list of mothers in the 15 to 45
yearse age group in every ward and orient the mothers and
other related persons Including the ward members about the
CHV Programme in thelr respectlive Panchayats. The CIV will be

the member secretary of the mothers group.

Thus the focus of the health programme at the ward level |18
the female CHV and mother s group, the active male ClilVe also
wlill continue to work as CHVo vcopoecially in assloting the now

female CHVs in activities.

11
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Fur he coordination with women s orpranization there is the
programmiee Lo form a cenlral cosmitboee under Lhe chalrmanship
of Honoralble Minister for Health with President of Nepal
Women s Organization and olher concerned officlale aas  its
members for coordinatiﬁn of CHV Programme throughout the
‘Kingdom. Similarly there will have a coordination committee
at the district level. The other form will have Health Post
Staff to malintain frequoent contact with Lhe - members of
NWOPC, especlally with the chalirperson and the secretary,
during supervision visits to discuss and implement ways to
make the CHV activities more effective. The village panchayat
level the VHW and the NWOPC will work Jjolntly to form
rothers”™ group to select ClHVs,'Lo prepare the list of
mothers,ete. So this Health Volunteer Programme is hoped much

to suppry health service especially in the Primary health

care.

Drug Schemo-

The Hepalese government (i.e. HHMGH ) is commitiod Lo provide
to all the people minimum basic heallh services Lhrough
primary heallh care approach. Until now,a very slow progress
ie wBeen bubt a high degree of slogans and programmos has
remained only on as a dictum level. In the dellvery of
minimum basic health services, among the major conslraints lis
the récurruut chortage of drugs at all health Inetitutions
which is most especially felt at the health pust- the most
periphersl health infrastructure providing basiec health care

sorvices. It 1s the expericoce in Hoepal 4Lhat  Lhe annual

12
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congignment of drug oupplics for all Government health
institutions is osulficienl only for aboutt J3-5 months and
there i no reovurce for reordeving unbil the next  year s

supply is due. For the health post, thlc annual consignment

is worth about 25,000 Nepales= Rupees.

When free mediclines at hoopitalo and health poste run out,
the only alternative is for the patliente to purchase in
private market and Lhe few shops selling drugs are located in
town centers only-often more than one day walk away from the
village. 1f the patients could not afford Lhe prices charged,
they often remain untreated. Shortage of medicine in health
inastitutions destroys the confidence of the people and
undermines the mourale of the health staff. Whatever the
madlicines are supplied tu the hospitals and health posts are
too much nominal incomparison to the out-patient involvement.
In one side the population of below Lhe poverty llne lo about
42 percent and on the other side the distribution of wmedicine
ie nowminal so that the poverty euffered pmpulﬂﬂlun can not
afford the expencec on medicine. There Ise only one Drug
formulating agency i.e. Royal Drug Limited, which can not
produce as the national need. Importing medicines from other

countrles «»sle higher and sometlime may not be avallable.

Mobilization and Utilization of Resources-

Nepal ls rich in taking benefits from the involvement of
a large number of donors (national and Internatlional)., The
resource utilization record providea that almost all

programme areas are covered by national programme or by



different organizations, agencies, and/or NGOas. Basically the
following ‘ﬂruaa are especially allracted from external
assistance, inLegrated community health services; famlily
planning/malernal and child health; malaria control
programme; leprosy; expanded programme on immunization;
nulrition, prevention of blindness, the other elements of

primary healll caro and others.

Coordinating with NGOs

Not only Lhe government orpganizationas are successlful to
promote, prevenl, cure as well as to manage the health need
activities, but also other organizations, agencles, communily
people are helpful to promole Lhese srean. So Lhe health’
policy, plamnming, monitoring and supervision dlviﬁiﬂn in the

Miniotry of Health acts as the foecal point belween the

Guveramentl agenclices and non- governmonbal privateo

organizations. IL provides advice and consultation to NGOs on
request for formulation of health programmes and_ particlpate

in meeting and seminars conducted by NGOs at the wvarious

levels. The Chief of the Division is an ex-officic member of

Lhe Social Service Hational Couvrdinalicon Council. . Besides,

key personnel from differenl agencies in the Government gserv

in the committee of the concerncd NGOs in voluntary capacity

and help in coordinating the activitiovs belwewun NGOs and GOs

to fulfill the basic minlmum health need Lo the people. 12



Saome Statistical Review on Health Statug -

1.

Infant Mortality Rate

The Infant morLbality rale per 1000 llve hirith was 510 (260
males and 250 females ) in 1954 and 247 ( 136 male 111
female) 1In 19B1 and it wae estimated about 108 in 1987. In
IEI:?TX"?B the rate in urban WL.HJ 67.2 percent and -105.1 percent
in roural with 104.0 percenl in total. Thic rate by Lopography
in 1881, il was were 186 In the Mountain, 163 in the Hill and
122 in Lhe Terai with Lhe average of 144 in total. In 1878,
130, 137, 147, 175 and 165 were in Eavslern, Cenlral, WesbLern,
Mid-western and Far-Wegstern reglons respectively. The infant
murhality rate per 1000 live birLho for major ethnicity Iin
the hill population in 1983 was Newar 153, followed by
Brahmin 102, but 120 in Chhetri and highest rate in Tamang

which was 300 and the average of 139.

Thus the mortality rate has been reduced since 1954 but this
is not satisfactory rate due to the lack of the health
facilities, education and other components of primary health

care.

Expectation of Life
The intercencal { 1961 - 81 ) data shows that the intercensal
life expectancles between 1961 - 71 was 36G.8B7 years and 45.31
yearse in 1971 - 81 period. The esglimates expectancy for 1981
waszs 49.53 years, and 53.02 years in IHHB.ISI The pex
variation is slightly different or Lhe female expectancy la

lower than male 1_e. 54.38 vears fur Lhe male and 51.60 yeara
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for he [female in 1908, In 1954, it was 27.1 yearo for male
and 28.5 for female but 50.0 for males and 48.1 for female in
1981. Upto 1961 the expectancy rale was higher for female
than the wale ( 374 Female and 35.2 Male ), but gradually it
was reduced duc to the heavy burden, lack of nutritional diet
daring pregnancy, or child feeding period and male dominated
socio-economic and cultural causes. This life expectancy at
birth Ly arcva waas 51.4, 5.2, 52.4, 53.8 and 50.3 in rural,
urban, wounlLlain, hill and terai respeclively with the average

of 51.9 years as per 1983 census.

Crude Eirth Bate (CER)

Due to the lack of cducalion, lack of health facilities,
culturally male child expectation,' uLlier Suclu-Phyuiuluglcnl
causes has caused high birlth rate in Nepal. The crude birth
rates for 1000 pupulation belween 1952-19807 was nol so highly
fiuctuating, it was 45-50 in 1952-61, 1961-1971 itL was 41,44
in_ 1974-75, it was <A2.62 In 1577-78 and 41-55_111 1907. The
average CBOR In Nepal was 41.56 In 1987. This is one of the
major cause for the growth of population (the annual growth
rate le 2.60 percvent of the toutal population). The birth rate
ig higher in Lhe eaplern development region (43.64 persons
per 1000 population) foul lowed by Western and Mid-Western
(40.30 and <40.04), then cenbral (J39.60) and the lowest in

Far-Weilern developmwent region (38.59).

Crude [e:abh Rale (CDRY e =
The CDR occurs duo to the lack of health facilities, health

resources, lack of the knowledge regarding heallh, lack of
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necegsary diel during ante nalal, nalal and post natal

period.

The CDR per 1000 population between 18952-1987 vaqien decade
by decade. It was 30.37 between 1952-61, in 1974-75 it wae
19.6, and in 1987 it was 14_.85. The highest CDR was in Mid-
Western region (18.84) followed by Far-Western reglon
(18.10), Western (15.36), central (13.968) and Eastern
duvelopmunﬁ region (12.6J). The adjunted apge specific CDR per
10C0 population in 1977/78 has shown the highest CDR in 75
and  owver of aged (106G.0) followed by unduer 1 yoavrs of ago
(104.0), 6GL-T41 years lo 7T9.6G, H5H 64 years (36.0) (ocee [for
detail CBS, population monograph of Nepal 1387). Altogether

in 1977778 the CDR was 17.1.

Miaternal Mortallity
The maternal mortalily rale was 24 thwnuu 197G and 107D, It

was 8.5 per Thousand inl981.

Morbidily and Mortality

Morbldity is due to the various cauves which 18 not yet
totally found. DBut there are 20 major leading causes of
morbidity. In 1985/86, the number of people suffered from
these Lwenty major causes were G009, Theoe causeg consiobed
of malnly normal delivery, ﬂbJLerié, digestive, abortion,
poisoning, Letanus, and typhoid fover, 1L wowp 35030 In

1983,/84 and 54216 in 1984,/85. The mortality rate was 11.75

percent in 1983/04.

iz
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Fortility Bale (FR)

Tha fertility rate in Nepal was cotlmaled 6.26  in 1974-T5,
and 5.8 in 1988. The total fertilily rate per 1000 couples by
developmont  roeglon in 1987 waaz 6.31, 5.70, 5.81, 5.77, and
5.55 in castern, central, western, mid-weatern and far-
western repgions respectively. Thias fertility was due  to

various csocio-coanomic, cultural, religious-ritual and other

cauued.

OLhers

The physical disability in Nepal in 1980 was heterogenous.
There were 10.29  percent blind of  Lhe  Gtobtal disabled
population. Likewise 3.77 percvent was vicually handlicapped,
7.74 percenl  was one eye blind, 3.90 porcenl was uvne eye
visually handicapped. The deafl was U978 porcent, 12.00
percent waa hearing handicapped and 11.51 percent was deaf-
nule. Likewise the arm defects or disabilities were 11.96
percent.

Thus Lhe health status of the Hepalese people 1s poor due to

the lack of avallability of the resources and 111 management.
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MEDICATION PATPRERN I[N HEPAL

Nepal io Lhe colourfiul goarden of the different ethnic
groups with the ethnle tolerance as well as  different  lilfe
aslyvles with socio-economle, culbural and other life pabtterns.
Altopether about 26 Jdifferent cihinic pgroupa within Hoepal  arno
fc;-Lmd_ Contrary to all UUJHL).‘I'H[‘:Z'-LEE'; prraces in Lhe..- woer o, there
it hm.r-tily any areas in Mepal which con e conoidersed Lo be
Lhe:  arca of o cortain vthule groue, amnd on Lhe ollier hand,
tlere ia diotinct differences {vow cbhndc group o ethol.s
group 10 it ia loeoked al Lhe populabiicon as oa whole, To oingle
coaseg comebtimco b omay Lo Jiblicuell Lo diccover to which
group a cerbalin peroon bolobgs, TR L may weem LRhat
Jifferanbiation by colhnic  proups alpears  norea op lerens
fictional. But locking at the problem more clogely and on  a
larger acalo, It will be  [oeuand  Lhat  Lhere  are ¢ lear
diztinctions and that Lhe pecpls Lhomoelves are well aware of

Licue Jdistincbiona, Lhee most redliable beeinge olan ngoaoes .

Thecrzaes eLhnie  proupes have  mahy Ly jeon of mead Lozl
institubtions and organlizabion which provides Lhe means  of
meddicines and wmedical gervicon. These are broadly categorised

Into twoy major scpgmenls.

1) Modaern medicine and
111 Traditional modicine and swevvicos.

Modern medicalion incluces the bhoopdLtal and allepathic
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drugs Lhrough hospitala, drug obope, headlh pogbe, cither by
el -.T-I.'.r-.- Leerra and gqual EDlend Lol LD preolocsuionals o tFerogh
blhee druvg-ohops. Dub Lheer tradiliveal  medicalbion  includes
tradibtlional  form of medicine: and ita practices lilke use of
hertals, laocal roobts and groooes, boelicveness on aplritlom
L.e. exorcliom, prelesthood, acvlrological practicea. Also the
Avurvedic, traditlonal  Chineoo, homeopathle,  and other

picdlval pracbices (a1l under the Leadibiconal medical lon.

The major factor of  Lhe  involvment  on i ffarent
medication practicen s Jdue o the lack of facllitieo
provided by the government. The hosplilial and other  health
inasitutions uptoe 1000 InNcopal, were 906 hoopltals, 180 health
centren,  B16 0 heoalth poobo, 155 Avurvedic units  and 4160
hoopital  beds. The bLedo Ao e heopibal and heallh  ceatre
were HOBRD in Hepal. The diobribuolico of popolation ralio Lo
hoppitals, hosplital beds, hoaibtl poot and health cenlbres were
1682085 .42, A287 .05, ZL1LHILGLO0 and O7ERMIDLAD respecbllvely  In

1980, Do Lhe Lobal acllilies jopnlaLblion rablo was  10070.49

in 15908 in Hepal (Table: O Dolow)
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It one eide there i bLiphor rale of  population growlh
aned 1-Llirl;l aLion olructurda, on e ol her o Lhere T L ovire-*
rate i hcealth facilities. T 1303 Lhe percentage of
population with per capita incowse below the poverty line in
the rural area was 32214 minivum subosistonce consumprlLion and
37.23 minimum subsistence income which was 20.01 and 10.97 in
urban area respectively. This situation shows that poople can
not afford the health faciiitles if it is provided 1in
ccet-base basis due to their pouvertyness. The gross domestle
product distribution to ecoluglecal bell was B, 47 and 45
percent in the mountain, hill. snd the terai respectivoly in
1206. Thio is algo very low in comparlision Lo the puovertyness
puopulation of the country. The per capila gross natlonal
product  in US dollarag in 1979 and 1907 was 130 and 160
rcopectively. Tt shows that a poeraon whoe hap only 160 U5
dollar yearly per capita can not manage his minismum basic
needs. The distribution of the health lnﬁLlLuLlnna are urban
blased and unscientlific which can not control the morblditLy,

A

mortality and fertility rate.

Feople wha suffered from poverty and can not pay for
modern medlcine, or the peuvple who have wused Lhs wmodern
medicine once prescribed by Lhe exrerta/doctors, or even who
-dﬁ not use modern mﬂdiciné. who uaes traditimnal medicine
(Lyurveda, herbale, roots, excorcilmm obte) are due to various
causes and problems. One of the facitor le literacy rate which
wag 23.5 percent in 1981, It was oply 5.3, 8.9 and 14.3

percent in  18952/54, 1981, and 1971 respectively (pee for

60



detail in HMG/NPC Central Durcan of ptatistica 1985,
Intercenoal changes of some hey conow veriables, HNepal,
1952/564-1081). Thiz literacy ralte In Lhe urban was 62,0
percent male and 37.5 female whore ap 32.9 male and 9.0
percent female in the rural arcao in 1581. Illiterate people
do not understand easily the planc and programmes provided by
the government.. As for example Lho Lraditional people dlid not
accept family planning programme upte the mid period of its
commencement due to thelr view of god blesoing to lhulr child

birth.

The drinking water available per capita per day wao
1B513L thousand litrez In 1905706 in Hepal. Only 30 thousand
people we;e facilitated of the availuble water. Modern
sewerage facilities wore avallable only fer 5 thousand
population in 1985/06. 44.0 pvreent of ithe total population
i= targelted to prevido sanlial ion facllities by 2000, The
people who are bencfited from the water and sanitation
facilities are mostly from urbaa areas. The rural population
i oLill uslong Lhoe river walcr whichh o nol safe. | Sewoerage,
toilets, draing etc are not avallable in the rural asreas of
Nepal. People are not aware whoen, wlhiocre, why and how to use

thewe faclillitleo. L 1o due to Lhe poverbyvness as well as

chlturation.

The per capita food availabllity in 1908 was 130.79
kilogram per year which was 0.35 kilogram per day per person

and 0.18 kilogram per time. But generally the land labour
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unes G.50 kilogram of food grain at a time. Very few people
consume 0.20 kg. of grain a day. t means people are not
gutting oulficient Jiet and Lhe nutriliovnal problem is high
in Nepal. In Hepal, existlng required calorle per adult
consumplion unit la 3020, 2080 and 2710 in the hill, mountain
and terail reopectively which averagens by 2015 unit but  the
e=isting calorie intake per adulb is 2570, 2477 and 2660 1in
the above ureas with the 2560 unit averoage. It meanoc there ls
lack of reoources for caloriea. Thle lack is leading people
towards malnutritional state and increase of various diseases

caused by malnutrition and lack of calorie eto.

The external resources budget in hecalth dovelopment
programme woere lmplemented in different ficlde. Theoe budgetn
were provided to establish and lmprove the flelds of EPI,
Nuroing., Tuborculooin, Haolarla, Hoalth Pogsts conatruction,
Envirommental health, Goitre and Cretiniem control, Health
Plamning, Public health, Integrated rural development, Drug
adminiovtratlion, FI'MEH, Health laboratory, Leprooy, Indent
procuremcnl/supply, HNutritlon, Healllh educatbion, Medical
recearch, Hellis, Hoopitala, Medical uotores, Blindneus
control, Training centres, Zoovnouilic contral, ARI, Diarrhoeal
diacasen, CDD and others. UNICEF, Japan, WHO, USA-.IIJ, UNFPA,
NLRA, SATA, ADB, World Bank, IMF, India, Netherland, and
other countries and organizalicns have provided alds for
different programmes to improvo the health status both in

curative ao well as preventive fields.

ey}
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Contempurary Hualth Care and Dervices:
The stoery of the wvolellon of wodicine In Nopal can not
e Lold adeguately although different, articlea are written
regarding healbh care and wervices. Thero lo contradictlon
between the views of the bcholars about the Drigin of health
care and services. IL 1s a long slory stretching from
prehistorlic e modern timcs encompasoing man through
lfferent ages and phasea of social 'development, evolution,
culture and civilization. Every culture had doveloped a
ayvatem of medicine, and medical higtmry is but one aszpect of
the history of culbure. But one thing la thabt anclent
midicine was Lhe mother of scicnces amd playved a largs role

in the intepgration of oarly coliuvcoeo.

Brimitive Medicine:

Hepnl s covered by major rural and hill arsas with
multi-ethnic groups. The peoip-le from the very begining hae
been practicing moedicatlons GLthrough  wvarlowus methods  and
gyobome . vut of these, Lralditional wmoedication aystems
baovically Lhe art of healing woes first otartod. Thu. art of
healing bepgan thousands of years sgo with Lhe innovebtiono of
the primitive man teying bto provids relief to those of hie
kindred in sichkness and pufferiog motivabed by  feelings of
sympabhy and kindness. In the abscoce of an obvicus
explanation, his limited intellipgoance attributed dlscase and
vther calamities Lo the wrath of gode, the Invasion of the
b[JLi}': by evil splrits or Lhe malovolenl il lucnoe of aotare and

planets. As  a loglcal seaquence, Lthe modicine he practiced

£3



conplsted in appeasing guils by prayers, rituale and
pucrifices, Jriving out spirits {from lnman body by noise or
violenco, and using charmg ond amulets Lo protect himoelfl
apalnst the influence of evll wplrits. There o aleo evidence
that Prehistoric man improvised stone and flint instruments
with which he performed circumcisions, amputatlons and
trephining of ekulls. It le thus obvious that moedliclne in the
prehistoric era (5000 ﬁC] was intermingled with superstition,

religion, magic and witcherafl. 20

The providera of the above medical practicea through
superstition, religion, magic and witcherall in Hepal are the
Shamans - l.e¢. Dhami--jhankel, Jharphuke (Exorclotes), Lama,
, Barber, Priests (DBrahmin and Lama both), Sudeni (TDA), ete.
The methods to provide services by thewse shamans, traditional
healers are peperate but the causes of sicknens they think as
tie supernatural power. Sudenl who is one member of
traditional birth attendant has seperate Lype of providing
mszane who helpe during the time of birth delivery and child

care.

The elements of traditional medicine are stil]l practised
more or less in all parte of Lhe country. Man still takes to
charm, mantras (wisdom by the spiritualicite) and other kinds
of magical remedies for the cure of 1illness. There are
varlous tyren of traditional hoalers in Hopal whe live clooe
to people in the villages anl whooo treatmenbs are based on
varilous combinzticns of rellipglion, magic and ompiricism.

Traditional person may be vebt exbtinct, but the "Supuernatural
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theory of Dilsease” in which he believes ip not yet extinct in

our modern vocleby,

Exorcimm which also can be said as Shamaniem is highly
practiced 1in the middle hill part of Mepal. In this &ection
Jhankris-Dhamis, Bijuwa and Lama Shamans ete. who use drumset

with a Lwloted stick to throw the evils from the 111  body.
One of the differentiation between Dhaml-Jhankri and
Jharphuke iu that Jharphuke does not thrill his body, does
not use drum and stick, doos not heal Lhe whole night unlike

the Dhami-Jhankri.

Feople who are using Llraditional healer are mostly using
Dhami-Jhankri. It is because of their faith, easler to get,
more ;ntelleutual than the Jharphuke. A otudy was done in the
Chantel of the Dhaulagiri Zone by Wolf D. Michl in describing
Shamaniem and ite utility. It will be relevant to mention his

theme here.

Wolf D. Michl in his article Chamanism among the Chantel
of the Dhaulagiri Zone shows thal vne of Lho omallest Eroups
among the Tibeto Burman epeaking populations of Nepal are the
Chantel (approx EGﬁG}_ 21 Their ocutstanding characteristicn
llea 1in thelr former occupation, Lhey woere saxclusivoly
éngaged in copper mining. Woll tried Lo investipgate the
inter-etliniv  relabions  betwesn Chantel, Thakali and other
Magar OSub-Lribes of that veglon, including the impact of
Hinduism on Lhese ethnic groups, bul soon he came to realize

that Chantel were a group apart, bLhab many of the Thakalis



had left thal region because the copper mining stopped In
17130-31 and trade wlth the Chantel was no longer profitable;
there were almost no inter ctlmie relationes belweosn Lhe

Chantel and Lhe surroundling caslon and ebthnle groupo.

In the Chantel grcup, they claimed to be Hindus but it
is obvioua that they were much leps influenced by Hindulem
than their nearest neighbours. The Chantel pretend to employ
Brahmans for every important life cycle ceremony such as
birth, marriage and death, but sometimea they neglect them
due tb the DPBrahmanic performed Sanskrlitic rites in  the

village. Only a few Chantel ovwn a Jamnma Palra (astrologlcal

birth certificate).

The Jhankri (Exorclet) ls Lhe most important religlous
expert among the Chantel. In Ath Hajar Parbat (named as eight
thwousand foolthille) tLhere were four of them including one
Juarini (women shaman); the Komi-Jhankris were more numerocun
but it {os difficult to give the exact numbor becaunes am tho
ropearcher wan told by the Chantel every Kami 1ia potential

Jhankrl and communicatee with ghosta and eplrite anyhow.

The Jhankri has a Guru (expert gulde or god/goddess) who
is identical with the tutelary deity and they deny any
initiatinn by a human being. The Guru can be caled at
anytime, no special offering or preparation ls neceassary. At
the very moment when the Guru enters the Jhankri’s body his
head Eegins to shake and body trembles. The Guru protecke the

Jhankri against Witches (bokai, daini) and other evil opirvitse

Lo
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such a3 bhut (ghowet), rakchaa (dragon) ete. In return the
Guru ux;-u;:l.n ptrict vbedivnce, o I Lhe Jhankrl doos not
obey he will be punischoed peverely. The Jbhankrl will offor
,dhupa (fire and butter or duust from trece-flower or leaves

etc) to hip Curu from time to timo Lot at the beginning of a

szance thile offering io compulsory.

At the end of the seance when the Jhankri has found out
the cause of the trouble through his contact with the
pupernatural world he telle Lhe ¢lient which moaoures are
neceppary to appeaoe the nngry godn or to kill or drive away

the evil spirits.

The Jhankri of Ath lajar Parbal is also a rolligloun
pollicy maker. As a result of his pronouncements, particular
deities apprar, galn promiononcern, lone prominence and

dis&ppear in the wvillage pantheon. 22

John Hltchkock writes that the approach to Ncpal aes a
diffuasionary cultural interface has had a long history and
during the late 18th and early 19th cenLuries is ﬁsﬂuuiated
with the nomes of DBritish officlals =such as Kirkpatrick,
Hamilton and Hodgson. Barreman haa noted that some people of
the Hepal Ilimalayan do share many culbural tLralts with
Tibatuns and others have been throughly Hinduized. Thus the
practice of self-medication depends upon their cultural
practicea which {e& shared with whom/which will borrow the
practice of medication because pelf-nedication is alao

influenced by the culture of the poople.
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A oweaknneos In Lhis peropectblive 1o Uhe c4-11|£:u1 of John
Hitchock, ls lte omlesion of olher btradilbions, Including Lhe
one where he was concerned within the essay, a  form of
Shamaniesmn which may be termed Dhaulaginri f_ihmnarﬂsm, bocause
it flourlshes on  the gsouthern and western slopes of  the
Dhaulaglrl range. If one l& wmainly interested in Nepal, and
prarticular in thie reglon, as an Inber weaving of Indlan and
Tibetan cultural sbtrando, much of thisg religicous phenomenon
simply faile to ruéiﬂter. It is of intereast from the
Indianiste " polnt of view that btho Flroet (amnd wythicel) Shooman
i called Raoma, and from the Tibetanists, that contemporary
Shamane in  thelr chante invoke powerful Lamas., Dat  from a
different peropective _thune and many  other diffunionary

features are peripheral and relatlvely inolignlficant.

One moven eaplly from a concepbion of Dhaunlagiri
shamanieam ag a reflection of Lwo civilisatlions tv an approach
aggoclated with Hed field and his followars. 2 From thia
perspective one’s focusa le on textual materials deriving from
the Tlbetan and Indian cultural traditlions, and I',hr:. queastions
anked have Lo do with whalher or nobt tho l'.'_",'l:)]]'l]'_'.i]_l_'!_.'l{. refloche
ldeas of the great Tradition and de a vohilele through which
theoe ldeas operate in the lives of ordinary people. Or one
mlght ask whether pome of ito ideas have been received into
gither Great Tradltion, there ifo be reworked and proscrved in

the writlngs of the learned.
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John Hitchock findinge chow  that UDhasulaglirl  Shomanism
is shared by a number of cthnic groups. Dul the ghaman is a
rocognized olalus filled by men who aro oelf selected,
usually on the basis of a supcrnormal esxporiences. Thoy serve
an apprenticeship to a practiolng shaman, learning spells,
rituals and a long song cycle. Scme of the help a Iahaman
providea a client is neutral with reuvpect to the community.
His spells, rituals and songs are dirccted against
supernatural beings. However, when a client is being bothered
by an enemy, an opponent in a court cass, for example, and
often happena, the shaman provides assistance, hils powers are
directed at individuals within the community. What 1is good
from his clients”™ point of view ls bad from theirs. With
reapect to good and evil therefore the shaman’s status ia

ambiguously coloursd.

Shaman 1ia consulted in many rituals and dramatic
expressions, but probably none i more central and expllicit
than the acl of posaession ituolf. During a seance the shaman
playe hoast with his own body to spirits whose evil _potential
is known and feared. Thus although he is helper and champlon
of his cliont, he haa become ol Lha some Lime dangoroun  andd
an embodiment of evil. The song which they used is one of a
number that accompany various riltuals during a oseance. Of all
the songs, it le the most freguently, sung, partly bocaunae 1t
legitimizes  Lho  ohamon’s tronccondental peroons,  but aleo
because it iz used to rid Lhe ¢licnl of witch-evil, a most

common source of human ills. They have typical type of
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history eoaying whlle orgsnlaecd a thriliog functlion to  bo
opelled oubt Lhe wilodom., Firotly Lhoe otudy Lells of hapgesadoge
in the Firet Age of the World's pressnt era. HNine witeh
sgister, the gift of god Lo an aging childlesps couple, have
grown up and have begun to do evil. This history showo tho
alliance and the opiritual Lelief and 1ife pattern of the
area or group or community, This helpo to maintain thelr

health status according to their practlces.

S0 Dhami-Jhankri (Shamano} who have a higher prestige in
Hepal play a gignificant rele in the health care. They are
not the negligible agent but Lhe helper and volunteer in  the
health field. They Invoke Lolb malveleot  and  benoevolent

gpirit In ritualistic process.

Priesta: Prients are those who have two kinda. One 1is the
pandit (acholar) who have right to ppeak, lecture at the
programme of purana (an organized seven to nine_dﬂyﬂ lecturean
regardlng religlon) who  muct havo min Lmum Hn;.ihn}rnnm
(Intermediate degree in the Sanshkrit education) and the other
i Purcohit or Pujari who do not hold degree bﬁt knowe to
pray, worshlip or can organize a worchip as the pﬁople demand
and want. They pray for the cure of the aick eclients. Also
they held a higher otatus. They do bobh: use horoscope along
with astrological works and praving to god to throw the evil
caused by the planet and evil ppirits, gods penaltles eobo.
This is one ~ the great factor which upgrades health status

though it has tremendous domeritsa.
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Herballpt:- is another category of faith healing
practices conoldered as Lraditional merdication pattern.
This is heolpful more tLhan Lhe chamonlom ond exorclom.

Herbaliaste are those whq collect roolsp, leaves, graoses,
barks, fruite and the like which uped Lo be provided to the
‘patients who are i% contact of them. They hold a great
preetige and frequently named as the "doctor™ in their local
areas. The practices of the herbalists are not seen through a
fixed shop but the medicineo uned to be kopt in a Klt-box or
covered b; a cloth, or used to take Ilmmedlately from very
near places. But sometimes the herbaliste used to scll their
traditional medleines from thelr otnll. These medicinea are
made according to their uses. Somotimes they are grinded,

sometimes pieces, or whole, couoked, half-cooked, tolally raw

or ripe, dry or green and the like.

Besides the albwve the other traditional medlcation
péttarn is based upon the consultatlion withl the vyaidhvanp
whlch has two bLypes. One of them i spprentlice by parents who
does not hold a formal degree but Lthe other holde formal
degree and practlces Ayurvedic medicinena. Even though they
use stethescope, check blood pressure, use thermometre, Just
the gsame synstem of the modern allopathlc medical practicas
but the medicine differa. The same medicine is used as used
by thé herbalists but in a v¢l1ll reformed way. This Ayurvedice
system has strong soclo-culture bare with formal and
apprentical educntion syotems derived from hiotorical,

enmplirlical and sclontlifle oxpeorlencews, tLhoorles and practlces.
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This eystem has recognisil:-le bawse . and Infrastructure
supported " by the Nepaleve government. This system Is being
integrated into primary health care at Lhe health post level.
Not only the health post is providing the Avurvedic medical

services but alsc the Avurvedic drug =sellers.

Drug galaeras fall under Lwo Lypeos. One 1se tralned and
another is wuntralned. Trained are thoue who have formal
education and training, the other is untrained who do not
have degree or training but have experiences for selling
medicine. Drug salers often prescribe medicines to the
customer. GSelf medication is practised from the drug shops

both by saler and the customer.

GQuacks are those who do not hold degree in modern
medicine but has a 1little knowledge regarding modorn
medication who provide vervicao’ {Ewm outside thoir
Jurisdiction. They hold a training of limited period of time
gsometime and sometimes they have no such trainings but
practise wlith their experiences. Sometlmes they are ecalled

as injection doctor, even doctor or any local names.

Homeopathic @ystem is also in existence in Nepal. This
system hase +two kindas or products. Une who haa got formal
education and +training or holds an acudomic degree from
rgccgnized ingtitution and have equal right and status as of
the modern allopathie experts and doctors. The other are
those who do not have formal degres but have a little

knowledge and experiences. ilomcopalthic mediclines are not




different than the Ayurveda but the inplication system 1s not
similar. 'AyurVﬂda diagnosesg Lhe cauces of illnese, silckneps
and diseases first and prescribes later but homeopalh applles
medicine first than diagnose the causes by its reaction. This

is not so highly renowned as the Ayurvedle gyotem but has ito

great significance.

Greek medicipe in Nepal has earned the reputation and
taught people to think in terme of “why” and “"how™. It is
coneletent with environment health such as c¢limate, water
supply, clothing, nutrition, habite of eating and drinking
and the effect they have in producing dipsare. This i=s
aspociated with the diesenmes caueed by natural proceas, not a

viositation from a god of immolation. They have wcientifle

method although not scientific knowledge.

Besides the above there ls another type of medical
system which is known as Chinecse medicina. It claims .to be
the world“s firet organized body of medical knowledge. It 1o
based on two principles - the YANG and The YIN. The Yang e
believed to be an active masculine principle, and the Yin a
negative feminine principle. The balance of theee Iappoaing

forces meant good health. People have more belleves and

practices of this system in Nepal. It is also similar with

the Tibetan medicine. The psrsone who provida services in
this field are the product of formal training or education in
accupuncture or Chinese medlcine as 8 whole. GCometimes,

people with experlences do serve thle medlcal practice.
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The other service providers are btraditional Dhal (TDA)
arid relativen. They do thelr pervices In the villages for
FI'/MCH and delivery, the poustnsatal mothers and child care.
Thay even serve the critical cases wlthout suthority and 1f
bitter accldent is arose, no pnnultylwlll be given eslther by
the government or by the people. They also have a good status
In the community. Thelr Jjob description Is not yet publlshed

but have only limited areas mentioned in certain lltetratureo.

Barher whose main occupabtion is to make, cut the halir
but often does noil cuttling, oiling, abocoos dralning and

care of emall injurien. '

Compounders who have very short period of training on
primary care of certaln injuriea, accidents etc hold a
prestige like a expert within the commumity due  to  thoir
regular services. They also practlce evon outside thelr

jJurisdiction for financial earning, and soclal prestige.

Some of the Sunuware and Kamiss help people  in dental
care by attaching the gold and iron on teath after cleaning

the teeth.

There are also other practices like cupping on  the
external body, on the wound, etc. Somotlmes they use mouth Lo
wound or palnful areas. Maosage using some olls or drop is
also practised in various areas of Nepal. In snaks bite

stones, dusts and chicken 1s uged Lo protect from the polson.
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Self-medlcation practlces is more in Hepal due to the

followlng cuauses

1.

b

10.

Lack of modern medical experte/doctors in comparison to

the population.

Lack of health institution.

Lack of different resources.

Lack of planning and policies formulated by the
organizations.

Lack of health education to the reople.

Lack gf economic opportunities.

Lack of suboisting means of economy  along with the
subsldiary meane to manose and fulfill the dally baslc
needs.

Unavailability of medicines and if available high cost
which 18 not tolerable to the people due to their
Povertynesa.

Avallability of the traditlonal providers which ls lower
coat, easy to meet, culturally attached.

Traditional medication are tolerable due to the types of
eocliety, cther Eccio—ecmnomic, cultufﬂl " settinga,

development and the othera.




UNIT - IV

Objectives:

It was mentioned that more than 50 percent of health
problems never reach the health services. They a?s troeated
through a system of self-care or self medication which may be
based on home remedlies, commercial sales of traditional and
modern medicinea in Over-the Counter Sale {0TC) often

combined wilth religious feeling practices.

There are various studies done in the fleld of self-
medication which make reference to the cultural and
behavioural aspects of self medicatlon, more studies appear
tc have been done in the United States of America or Europe

or in Africa than in Apia. Among thepe the eatudies have

looked at :

a. Self-medlcatlion - selfcare as to utilization pettern,
costs patterns of referral.

b. Finds of drugs uesed and geographic diptributlon.

c. Soclo-economlc factore affecting self-medication.

d. The medicallization of social 1life th;nugh salf-
medication, and,

e. Study of injectionieta and "quacka” aps to uses of drugs.




While there seemed to be a wide range of investigations,
infact, most of the research had been conducted in the
context of interscst. Also, much moers attentlion had been pald
to the patients/consumers side than to the providers. Few
looked speclally at the meccio-cultural aspects of Essential
Druge Programmes involving consumers and provider at the
community level. Consequently, most of the information
available does not allow one to make conclusions concerning
the entire saystem of drug supply, distribution and
consumption pattern which could be applied to policy-making.
The project Is& conducted thinking that there has been no
comprehenaslive Apian study which investigates the socilo-
cultural aspecta of “eelf-medication, its health 1mpact.
linkagea to the Essential Mrugs Programme,fand the operation

pattern at the local level.

Some of the studies alt diflerent rural areal of Nepal
vhow that only between 16 tc 20 percent health care are
provided through governmental heslth institutlons. The rest
are atilll teken care by self treatment, locally availlable
traditional health care system or without any traéEment. The
rcle of the traditional health care saystem 1s providing
primary health care services in important and unavolidable.
The traditional health care system in Hepal aiso playse a
vital role Iin the health service which is described under
IIT. In addition, many famllies have a aystem of home
remedies and self treatment. Often a hourehold would possess

a “drug bag’® containing animal and plant producta, stones or




aome chemicals, so0ill ete which ls believed to have some
pharmaceutical properties. In some households such bage would
include ltema of modern modicine .like analgesles, antacilds,

antispaomodico, podatlives, anbibactoriala and  othor slmple

madicines.

Epnsential Druga Schoms and Deug Adwlnlstration Actlvitios An
- Hepal :

Nepalese Ignvnrnmant han a national drug rogulalion
concerning manufacturing, storage, sales and distribution of
drugs. Although there 1m regulation for digtribution of drugs
from outside Nepal, there is no definite control and
statistice on sales of esuch druge, which may include
antidiarrhoeal, wvitamina, anabolic agents, hormonea and
atlbacterials. This has lmmenve social and bicloglcal hazards
related to the misuse of drugs. A pragmatic enforcenent

approach 1is necessary to curb the misuse of drugs and one

which respects the harmless or beneflcial apopects of self

medlcation. The goclo-cultural aspsct of medications
involving both congumar and  providers are © 1important
parameters for underotandling therapoublc and biologleal

appectas of medication, but they are largely overloocked. So
thie programme is set forth to explore the madication pattern
on the sccio-cultural background. The nocio-cultural study of

self-medication has tried to answer with evidences the part

of the problems.
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some chemicals, so0il etc which is_beliuved to have some
pharmaceutical propertiea. In vome hounsholds such bage would

include itemsn of modern medlcine (l1ike analgesice, antacids,

antispasmodliecr, podatbtlvepn, anbibocbtorloals and other simple
madicines.
Easential Druga Scheme and Deuge Adminjstration Activities in
Hepal
Nepalese government hao a natlonal drug regulalion

concerning manufacturing, storage, salens and disbtribution of
drugse. Although there in regulation for distribution of drugs
from outside Nepal, there 1is no definite control and
statisticse on sales of sesuch druge, which may include
antidiarrhoeal, wvitamine, anabolie agents, hormones and
atibacterialas. This haes immense social and biologlcal hazards
related to the misuse of druge. A pragmatic enforcement
approach is necessary to curb the misuse of druge and one
which respecte the harmless or beneflclal aspectse of self
medication. The socilo-cultural aspect of medications
involving both conauner and providers are ' important
parametera for underotanding tLherapoublie and bicloglecal
aspecte of medication, but they are largely overlocked. So
this programme is set forth to explore the medication pattern
on the socio-cultural background. The nocio-cultural study of
self-medlication has trled to answer with evidences the part

of the problems.
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This study has intended Lo lock inLo

a. The wvarilous methods of self care vyostem In Makwanpur

distriectl,

b. Thelr types of therapy used,

c¢. Their soclio-cultural appecls of drug use,
d. Thelir exioting knowledge, attitude and practlce
the drug use for self-medlcation,

e. The referral system,

about

f. Education, innovation, adoption amd internallizuatlon of

self care system for primary helath care.

2. Juastification:

The practice of pelf-medication i po wideppread

Nepal that it probable be impractical to aim at doing

in

away

with it. However, it was neceusary to conduct research on the

problem of self-medication in order to

a. study the use of beneficial and harmless medications in

the self-care,

b. explore the possibility of internalizing modern

medication 1llke ORT, nutritlonal - spupplononte

antl

weaning diete, famlly planning methodse, immunization,

basic sanltation and persuvnal hyglene, first

aid,

aseptic care of wounds and cuts, health educatlon etc.

intc the self-care system,

c. generate the ayetem to dlscourasge Inappropriate and

harmful drugs and methods in the self-care,



d. estudy the options for commuanli Ly Participation and

communlty pupervision in pelf-care ayahtem,

a. discournge the uoe of unneceonary drugs and over unoe of

drugs including vitaminsg.

Finally, this research has tried to seek the means to
upe s=elf medication to atrengthen primary health cara in
Nepaléﬁe villages, sducato providersa and congunarsé to
minimize ﬁiauaa af  druge and Lo promote heallh of the

community .

4. gepneral Qbdeclive:

The general objective wad made to linvestigate the
goclo-cultural appocts of polf-medicatlon and itas uses and
abuses, 1its adoption and innovation to complemant primary

health care and Lo evaluate its lmpactb on community health.

4. Speciflc Ohjechtive:
Under the genaral obhjectives, the epecific objectlives

wers set up to

a. gather bapeline data of demographlc, soclo-cultural and
epidemlmlngical characteristlce of the pelected

community practicing ﬁelf-medication.

. evaluoto knowledge, attitude and practlce of bath

consumers and providers in relation to :

1) types and nature of pelf-medlcation by goographle

and ethnic distribution including rural and urlban.
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But the research wao conducted Lo see the types and
nature of eself-medicullon excluding geographlc
distribution becuase of the halerogenuous
settlement of different ethnic group in different
areas. The placea were choosen by the heavey
distribution of the population with multi-ethnic
group in the urban or the terai-half-urban and
rural cum half developed hill area. Places were
Padam Pokhari village panchayat in the Teral and
Makawanpur Gadl panchayat of the hill area or

Makawanpur dietrict,

ii) Methods of collection {nee methodology),

processing, preparation and une of local medicines

(Bee chapter V),

iii) Conditions forblding their use,
iv) Bellef on their effects and slde effects,
v) Rituallietic taboos agssociated with the self-

medication

c. explore the opportunity for education on inappropriate
and unnﬂcuunuryIunlf~medlnuhlnn.
5. General Research Design:
5.1 Makawanpur district was choowen for the purpose of the
study because of this dietrlet has multl-ethnle groups
with diversed soclo-cultural practices with both urban

and rural distribution of wvilllagca.




5.2 Thins reunarch wag divided inLn'Lwn pvhanes. Filrat phase
wag _nchedulﬁd for 10 months. Within these ten monthe
preparatory phase was for two montha including the
mapping of Makawanpur district for the research,
contacting village leadersa (Pradhan Pancha, Upa-Pradhan
Pancha, ward members, comnunity leaders, elderly
persons, shamans, drug shopkeepers, priests, valdhyae
etc), and rappourt establishment. This period also
included general discriptive accounte for study and also
the preparation of test instrumentas, focus group
interview and gualitative methodology. This was followed
by pretest and initial field tabulatlon for a period of
one month. Pretest’s result was sound and useful so the
pfogramma of rooearch was implemented for three months.
The development of research deslign was essentially been
field activity. The two research ansistants were given
training before going to field. After the
implemontation, the data collecled from the field was
processed and analysed in one month duration. Intenseive
cases and problem study was done after analyzing the
data but some of the case studies were also done during

the field study.

6. Methodology:

€.1 Samwpling:
All the village panchayats of Hakuwnnpur. diﬁtrict was
enumerated for the sample. Two village panchayat namely

Padam Pokharl in the Teral, which has urban ac well ase




rural areas with multi-elhnic groups, and MHakawanpur
Gadl wlillage panchayal o Lhe hill  having urban and
rural and multi-ethnic group has been chosen on the
basis of the heavy populallion concentration of the
divtrict for the indepth cane oLludy on celf medication.
Each of the selected panchayat was mapped with ethnic
details, but was not pnn#iblﬁ to be sampled
geographically due to the heterogenous pettlement of the
various ethnlc groups in cach area. TFinally random,
stratified, proporionate pamnpling using random number
table was drawn from the ten percent of the households,
ten percent of the population and ten percent of each

ethnic groups ln esach panchayat.

Teot-—instruments and methods (with pre-test phase):

a. In-depth open-ended queﬂtiéunaire were used for each
pample household after pre-test. Also interview with
the traditional healers, drug-sellers, community

leadersa and the community members was done.

b. Questionnaire interview of the sampled huﬁ&choldﬂ.
groupr interviews including all the members of the

family were taken.

¢. Ubservation of the "drug bag” used by the liouseholds
including ritual procvegses for the eselfl-care and
narrative descriptions of self-care processes was

done at the fleld during the interview period.
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d. The narrative study and intensive study of a selectsd
numbwar  of capes undorgolng oclf-care  treatment  and
pruoblems relaled Lo Lheoo were  conductod. Thooo
studies covered chronlec sulferers, acute aufferers,
traditional providers, users, modern drug providers,

its users, and the general people.

The base line survey ovf Lhe spampled houscholds and
family mu&bcrﬂ wag conduchted bo hnow the aocic—-economle  and
cultural, demographlc and epidemiclogical characlerietice,
which was related to the self-care. In addition, it was tried
to evaluate the knowledge, attitude and practices of
providers and conoumars regarding drugs. The study
classified the eelf care patterns in the communities, and
alao recorded the benefits, changes and side effects of the
pelf-medication, studled the histoerical and soclio-cultural
link and effects on sickness and huafth of people related to
self-care. With the help of local leaders and records of the

ranchayatsa, an inventory of the local providers Wore

enlisted.

The personnels involved in this study were two ﬁrincipal
investigatorse, +two conoultant advieors, two short term
consultante (hdalth education, satatistics), one field

supervisor and two research asoistants.
i

Principnl investigators, conculbant. advisors & aloo

short term consultants and supervisor hold responslbllitiecs



for the development of the rescarch design, test instruments,
planning, Implementation, evaluation and final write-ups.
Aleo principal investigators, and short term consultante,

trained supervisor and research assiptants, and supervised

the field work.
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FINDINGS AND LVALUATIONS:

Thé prreceding chapters provide the overall brief plcture
of different disciplines. This chapter dealse especially with
three grounds:

1. The firset deals with general population with age, sex
and ethnleity along with bthe elck population, esocio-
economic, cultural and.ruligiguﬂ sLructure and practicen
in Padam Pokharil, Makawanpur Gadl and both panchavats
with BOmE of  the ptatleatical explanation with

comparision to national, reglonal and local levels.

2. The second eector consleta of saick population and self-
medicated population, thelr age and sex and ethnicity,
consulting agenciles or wmeans and thelr KAP regarding

health problems.

3. The third and last section providen goneral pleture of
the providers, both modern and traditional, thelr use,

their KAP, and other associated of the providera.

S0 this chapter consiste of demopraphy, varliables and detalls
of conoumers and providera. Makawanpur Gadi panchayat is
éiven abbreviation as MOUP or M. Gadi, Padama Pokharil
panchayat 18 abbreviated by PPP and the total of both

panchayat is as MP cluster.




General Introductlon to HMakaw.nwur Sieblrict:

In cenltral Nepal, thero o Narayanl Zone having filve
districts namely Makawanpur, Haulhat, Bara, Parsa and
Chitwan. Grographleally Makawoanpur district has both hill and
Terai lands. Daman, Palung_and Tistung in district get enow
falls. This district is sorrounded by other districts. This
district 18 situated in the north of Bara and Parpa, in the

east of Chitwan and Gorkha, in the south of Lalitpur

district.

The district is also covered by Lthe foreest. The forest
in the terai reglon of the district ie denee and timber
export provides a high rate of revenus collection. It {is
helpful to fulfill the fuel crisias but the heaavy
deforestation, clarification and confiscation of forest 1is

bringing desertificatlon in this district.

There are several natural resources like water
reaburcen. forest resources, herbal resources, mine and
mineral resourcee, raw materlal resources for industries,
traneport and communication, establislhment of industrial
sector, other developmental institutions and health

institutions.

Makawanpur district 1o a historice place. Late king
Prithivi MNarayan Shah, a founder of Nepal, who unified this
country, had marital relations with the “Sen” dynasty of the
Makawanpur Gadi. He had first marriage with the daughter of

“Sen” who was the ruler of that area then. Later on when Rana

' 2
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regime  exloted in Nepal this district wan the only  way  to

pasa Lo obher areas from Lhe Kallumandu Valley.

People with more than 20 sthnle groups are settled in

thia distriet. But major concentration ia of the Tamang

group. The population in thias diatrict i also higher than -

the other areas of Nepal except modernized urban areasp
( Kathmandu Valley, Biratnagar etc). The population by
ecologlical zone and development reglons show that the
central development reglonal hlll populaotion wanp 14.03
rercent inllE?l—lgﬂl which was 15.07 percent in 1981-1971 an
annual growth rate between 1871 - 1981 by 1.91 rercent. The
central developmental regional Terail population was 16.859
percent in 1981 and 15.32 percent in 1971 with an annual

growth rate of 2.99 percent.

The population and dencity per sgquare kilometre in
Makawanpur distriet in 1981 waa 2,43,411 perasons, 1,25,480
male (51.55 percent) and 1,17,932 female (40.45 rercent ).
It"s area wae 2428 aquare kilometre and density Per  square

kilometre was 100,53 POrAGNS .

The average housshold ropulation in 1981 wae © Personn
in Makawanpur district, and 40,568  households with 69.3
percent economically active population. The linguist groups
were 44.2 percent Tamang, 41.9 percent Nepalli, B.9 percent
Newari, 4 percent Praja, 0.3 percent, Magar and 0.7 percent
othera. Pecple who had labouring profession were 85 percent

tenants including landlord, 2 peorcent wage labourer, 2
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pﬂfcent buslinessman and 1 percent industrialist in.1981. The
major Jland was tilled for malze cultivation with an area of
17417 hectare and the malze production was 22,120 metric tons
with 1.27 percent per hectare metric tono. It was followed by
paddy production then wheat, millet, potato, sugarcane and
tobacco. There were other cash crops and frult production
like Eanana, guava, mango, local apple, ete. Lika wise the
vegetables were green leafa, caull flower, spoda etec. The
supportive and subslidiary meana of economy 1n fhia digtrict
wzs animal husbandry. Cows, bufallows, sheoep, goats, plgs,
chickens, ducks and other pet animalas were pet for both
purpose to sell and earn cash or to eat. Theore ware 5,786,267
all types of pet animale in 1981 in this distriet. Milk
producta, meat, eggs and woolens were produced for cash
earning and local uee. There were about 13 vatenlry service
centres 1in the thirteen places of the disgtrict with 13
technical and 13 non-technical peroonnele. The fishery
development wasa establicshed here. The fertilizers for the

agricultural production used were aluminium sulﬁhﬁtc, urea,
complex, TSP, Potash, lime etec. The insecticidesn ‘and  tools
for the protection in the agricultural products was 16,100
litre, liquid, 2,316 Lkg. of dust and 31,559 agricultural
modern tools. There are Hate and bamars (local markels) to
sell and buy the materials which are organised either weekly
or dally depending upon the alitude, development, need of
the area and people. The co-Oporative offices were 14 in this
dietrict in 1981, whlch wag effective Lo provide loans on

different programmes to the people, wmanagement of waterlals,
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and otheors. Haniing oervice woo startedd in 106G A, in Hepal

amd  theore woera U NHopal lask Lieibed (S Lh:vwrwﬁumrﬂleJ, J
Comsneroiol Lok (Guwermmenlel b, 4 Ao Lhural Lrese Lopmon b
Banka {CGovernmental), and 1L small  tarmers developmont
[ E O b OTmEs under  apgricultural  developmoent bankas  In thio

iptrict in 1961, There wora 41 irrigation canal {huls) which
wore affective Lo drridgate abooh 4;100 biererbare of landes. Thea
drinkling waber facilitlen were provided in tho publie poeolor
by 1992 tap walar line Lo 2 Lo0nn population of  the 1547
family members (bouscholds)  wheoro the digLribution Wl
avaragod by J20,00,000 litrec. From thoe  dlotrlet panchayat
developmant. alda, there wore 240 delnking water  programmen
implemanted . The forool repouron was avallablae in the area of
1,52,2533.60 hoectare of land which covorod about 02 percent ot
the total landa. Panchayatl Pan woao exteosded In 1870 hooctara
of land and panchayat  proteclted  Bano | Foreot) i 11.73
hectaro, private forcobt. (Dand dn .25 boctoareon. Thers arce

threc Grajor mecl dednal rlants  devalopment pardong in

Brindaban, Daman and Tiolbung.
¥

There is a dlotrict hespital with 250 boedo and 12 health
posts in the distrlct. Zonal Svnrvedic  diapensary aleso

provides health services in this digtrlct.

There 18 alpo a distrleot puabrlle health offico to promoto
the health status in the district. There s a prograane in
tha district to have ! health assictant for a,000 population,

one nurne for G00 pornons, onc hoealth velantoor for HO0D by
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the year 2000 A. D. making a tolal of 125 doclors, 625 nursges

and 750 health volunteers.

This district has 4J village panchayats sach having 0
wardes, one town panchayat with 11 wards. Each wvillage
panchayat has 11 political leaders (9 ward chliefs and one
chair person and one vice chalr pecoon). Dut town panchayat
has 13 political leaders (11 ward chliefo and one chief of the
panchayat, one is vice-chair person). There are 6 class
organizations and one districi panchayat. Distriect panchavat

,has 11 members (one prosidont and one vice-president).

There are about 10 religious toteme of Hindus, Bﬁddhiﬂt,
Mualimse and Others. Tourism is alsco ef{fective .ﬂUE to the
historical placeas. Touriste from the avergann and
neighbouring countries used to visit mainly in the 6 places

of the district.

Population and houscholds by sex and ethnilcity in the sampled

The district panchayat rocords showed there wore 1370
households in the Makawanpur Gadl Panchayat (MGP) and 1000 in
Padam Pokharl Panchayat (PPP') making a tqtul of 31+0
hnﬁuehﬂlds with 8860, 11640 population in MG and FPP
raapactively. The ten porcent of total househoda in  both
panchayata were taken Into sample i. e. 138 and 181 1in MGP
and PPP using random number table. Out of 319 households, the
highest number of households belong to Tamang family (57.4

percent of the total sampled households) followed bLy 27.3
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percent.  Brahmin and Chhetrl (Tagadharl or twice burn' casgte
group). 5.9 percent Magar and Gurung, 4.4 percent Newar and
5.0 percent untouchables (i.e. Kami, Damai) and others caste
group (Ral, Giris etc) (Table : 1.1 A, 1.1 B). They were
concentrated there due to wvariovus soclo-cultural and economle
reagong. Some of the reapsons glvon were thelr relativea, kin
members and avallability of means of economy, labour
opportunity, resources, educalional lnetitution, traditional
healers, a health post and hospilal facilitlies as well as
closenesa to Hathmwandu valley Lo vell and buy commodlitiea. So
the séttlemcent even after migraltlon waa eausier becausse of the
interaction with their ethno-relatives., The other cause given
was free land dletribution to the Praja group by the
government under settlement programme. They used to sell

these land and would buy the cheaper one in the PPP, thus

paving some money.

The second major concentralted group was Brahman in  the
cluater having 46 houscholdsa in the MGP and 19 in PFP with
the tLotal of 65 in the MP <¢lucter. The Lotal Chhetries

households were only 22 in Lhe MP cluster. The total of

: Brahmin and Chhetri househbolda was 27.3 percent (nee

table 1.1 D and pie-chart). The causes of the concentratlion
of theee caste wase same ag Tamang. Doeldea Lhey were
benefited from animal husbandry by eellling milk to Lhe loecal

dairy and other business.

The third majer group was Mogar having 14 houscoholde




followed Ly Newar and Keml (enach 14 householdn), Gurung (5),

Damai and Kai (cach 1) in Lhe HP cluuter. (Table : 1.1 A)

The table 1.1 A showz the population by sex and
ethnicity, and sick population in the MP cluster, MGP and
FPPP. In the 319 households there were 2050 total population
distributed as 1026 males and 1024 femalea. The total
population in HMGP was 886 (437 male and 449 female) and {t
was 1164 in PPP (589 male and 575 female). The total eick
population (two weeks of illness) was 157 in the MP cluster
(78 in the MGP, 79 in the PFP) which waes 7.7 poercent of the

total populatlon.

The types of famlly 1In the MP cluster ware 110 oxtended,
200 nuclear and 3 Joint family which conatituted 36.4
percent extended, 62.7 percent nuclear and only 0.9 percent
Joint family. The average family size in the MP cluster was
6.4 persons. 5So, there were more nuclear famlly eseparated
from the joint and extended family due to economic, marital

and conflict between the members of the householde.

The distribution of sick population was as follows.
Tamangs 51.0 percent of the total sick poprulation,  followed
by Brahmin 26.1 percent, Chhetri 10.9 percent, Kami 3.0
percent, Magar 3.1 percent, Hewar 2.5 percent, Gurung and Rail

(others) each 0.8 percent.
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Pable: : 1.1 b

Distribution of Heouschold by otlmic group

Ethnic group Household percentage
Tamang . BvY.4
Brahmin/Chhetri 27.3
-Magar/Gurung . h.9

Hewar | 4.4
Kami/Damai /Othero 5.0

Total - (N = 100 %) 919.00

Source - From Table 1.1.9
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Populalles by ectbudcily, ane aod cos in Lhe HE clusben:

M clusbLer had about 2,000 populabion. Thoe 0-4  years
population coousbituied 15%.0 jporcent ia Lhe M cluvsler of
which 145 (14.1 percent) were male and 179 (17.5 percent)
were female. Thio population was mostly from Tamang
fullﬁwﬂd by Dralmln, Chhebtrl, Gurung, Kami, Newar and
Divmal nnd Ralp reopectlivoly. The cecond  major populated
age group wag 51 years (11 percent in the MP  cluocter)
with similar ethnle representalicn oo above. Apnd 1t was
followed by 10-14 years of g~ group (13.5 percent in the

clusterr) wlilh wimilar ebthnie dislelbul lon.

Of Lhe Z050 total population, the age distrlbulion of
the oick populallion in the HP clustor woes 0.5 percent 0-4
years of age, 19.1 percunt L-14 yeara of age, 3IB.2
peroont  15-49 yearo of age, 17.¢ purcunt DO-04 years and
7.0 percent waug from 65 and above age pgroup. Thls age
distribution is amuvogot 708 in the MGE and 79 in thae PPD.
OF the 157 pich populablon O were waloos [!jl.ﬁ. pevconb)
and 76 (40.4 percent) woere  fomale in Lhe HP  cluatker
(See Table 1.2 o).

The overall prevalence of sick populabion by oex  and
age ig (Tal:'lc 1.2 L) 10.5 puercent in 0-1 yoors, followed
Ly 10 14 years of ape with 10,2 perpeent., 9.6 poercent  of
20-24 years of age. B.3 percent in 5-9 years ol age  group

and 8o on.
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Harilal Slelue by stlhmicily in (he cluslor

Hegeal b ocunn dowdegosmedens Hbwda Ebvevdm wlbh oLl varloon
pecd Loz prreenpes. The: ddictinet pablern of marrlage occurse in
Hepaleone soclaoly . The convangoialal taboo but the same caocte
adoption four marriage 1o the output of the Hindu phllosophy
for marvioge. Arvvoaogied, elojewent, love marriaoge ias  adopted

evan  in Lhe oulidde casble group. They have peperale type of

marriage cercmony practleen which i3 enculturating,
acculturalling wilh wach ubhee . in acme of the
casteelhnic/vribal,/ nion-tribal ol thay have child
marriage syotem oven Lhe law hias  prohiibited  it, and

widow/'widower, widow only, and inter cante marrlage in
practicling over the counbry. The marital age group is 18 and
18 four the female and male reupectively but marriloge below

thepe ages aluo have been praclicodl.

The peovple in the M clualer were all: married,
unmarricd, widow-widower, opetrataed cie.  Out of 2050

pupulalion, 112324 woere anmarricd, 003 married, 6 veperated and
57 widow-widower. The wwaitriesd populabieon highost wa;u:: in the
ChhelLri group (59.1 percent ) followe:l by  Howap (57.9
percent), Tamang (55,1 perceni ), DBealmin (51,8 percent), Kaml

(LL.2 pereent), Hapar (494 jepeentl}, Garang (4.0 porcont)

and Damal and olhepras (300 percent ),

But the married population in the HP cluster was highest
in the Damal and other [owili--o (GU.2 pwercent) followed by
Gurung (56.0 percenlt), Magar (40,6 rercent), Kumi (A5.0

pereent), Tamang (41,9 porc:oal ), Lraliman (41.8 percent),

1N




Howar [0, 2 percent ), earne] Chliee b d (30.2 paercent]),
rospeclively The eseperaltod Lanlly woo U (004 L'II."E‘(JL‘II'IL Jof  the
Tamang and 1 (0.2 percent) of bLhe Urabman. The widow/widower
population in the cluster was Magar (5.0 percent) followed by
Ka%i (3.8 percent), Dralman (3.2 percont), Chhetri (2.7
percent), Tamang (2.0 percunl]), an& Hoewar (1.9 percent).

(Table 1.3 a.).

The under 15 years unmarried male and female were 432
(74.3porcent.)  and 454 (0308 perconl) respecltlvely. 15 - 49
years population was 25.4 porcent male and 16.2 percent
female in the unmarried population whercas the married were
75.1 percent male, 84.2 percont fomale, widow 20.0 percent
male and 11.9 percent female, seperated 33.3 perconl male and
65.7 percent  fomale. The B0 years and above population of

|

unmarried was 0.3 percent male only; Z4.9 percont male and
5.8 percent  female were married, 80.0 percent widow
population was male and 88.1 percent female. Geperated male

were B6.7 percent and 33.3 peorcent waa female. {(Table 1.3

b.).

So  the majority (54.0 percent of Lhe total population)
were unmarried, 42.1 percent married, only 0.3 percent
seporated, and 2.0 porcent widow/widower in the MP  cluster.
Out of 54.8 percent unnarried poupulation, Z1.1 percent were

bolow 15 years of age.
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 Bdecatiosal status in the BP cluster

The © cducalional obtatuy of Lhe Nepaleoe poople is  lower
than the obLher developing asn well an developed countries. The
literacy rate in 1952/54 waes 5.3 percent, 8.9 percent in
1961, in 1971 it was 14.3 percent and 23.5 percent in 1981
and now it is projected arcund 34 percent. The litefacy rate
by percentage in 1966 was 51.8 percent male and 18.0 percent
female with the total of 34.8 percent which is 32.8 percent
in the rural and 62.7 percent in the Urban areas of the

country (CBS Demographic sample survey 1906/87, Firot report

1987).

In the MP cluster 0 -4 years age group was 15.8 percent
and the other illiterate percentage was 40.8 percent.The
oLher 45 percent were literate. Among them 14.8 percent was
Juast literate, followed by below five claga school study
(12.5 percent), 9.5 percent was primary passed, 8.8 porcent
was only school admitted, 1.3 percent secondary (school final
or grade ten passed) and 0.3 percent had Iintermediate

education.

The educational status by ethnicity showed the highest
jlliteracy among FKami, Damai and others (Rai) followed by
Tamang (62.2 percent), Magar-Curung (55.7 percent), Newar (43
ﬁercsnt} and Brahman - Chhetri (41.4 percent). But ths
literacy rate was found highest in Magar-Gurung (17.3
percent)and lowest in Tamang (14.0 percent). (Table: 1.4).
Due to the low literacy rate the population was engaged in

the self-medication.
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tobtal populalion by educational

Diotribution of
clatus & etholeily

1.«
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Oucupalion in Lhe Clusier
Hepal i predominanted by agricultural practiceo with a
vory limlbted polby- induntrbes an owell as cotbapge and omall
acale manufacturing factorien. 93 percent .of the total
population as engaged in agriculiure for their subsisting
economic means and the subsidiary wmeans of economy s
labouring In  the industrlens, agriculturs, pastoralism and

other areas. The major occupation are :

1. Agricultural land lord, and tenants,

2. Agricultural labourer:s,

3: Porters,

4. Petty and pmall pcale industrialists and labourers,

5. Highway and road construction and maintenance

labourersa,

6. Cow and bufallow herders,

7. Omall scale Dusiness men,

B. Rural artisans and others.

In the MP cluster the dependent population waa 466 (22.7
percent of the total population), the economically active
pu#ulabiun in the MP elustor was 1504 (77.3 pourcont )
including child labour. If, the child 0 - 14 years of age
(887 pervons or 43.3 percent0 isn excluded than the actual
écnncmicnlly active population in Lhe HP cluater- wag Ho.7

percent.

In the total households of 319, 30.1 percent of the

hounﬂﬁcldu wore ongapgoed in the farming which constitutes 20.3

107



prrrcentaof blie total pojulatico (Tabile. 1.5). But  the major
rercentoags wag undee Lhe Carmding, andd abadent calegory which
was 38.°7 percent of the total houccholds and 43.4 percent of
the total population in the HI' cluster. This was followed by
farming group:. The farming group was followed by those having
three or more occupation which was 20.4 percent of the total
housecholds and 26.8 percent of total population.' It  inecludes
farming, business, scrvice, anlmal husbandry and  Jlabouretc.
It wae because of the lackh of iucome fur the livelilhwod from
their subsliollng economy baecauna of Liwe uneqyual distribulion
of reoourceuw and no nalionalicowd properties exlioted in tho

production and Jdistribution. .
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SettlementAligrational Pattern and EuiI;HuﬂiﬁnhinE Population

Neﬁal is the place of population exporting as well as
importing country. The internal migrational pattern shows
that majoriLy of the people are leaving hills and settling
into the Teral (flat lands). Also rural to urban migrational
rate ie higher. The international immigration and emigration
also has the disperate character. Nepal acceptes the foreign
national permanently by' law and pcople from another country

are settling at varicus places.

In the HMP cluasler 93.9 percoent (1925 personas) were
living in the same village from the wvery begining of which

157 (8.2 percent of the population living in the smae village
and 7.7 percent of the total pampled population) was i1l or

pick. ©Out of 157,57 (36.3 jpercent of thﬂ total slek
population, 3 percent of the population living in the same
village and 2.8 percent of thc total sampled population) were
pelf-medicalting. 26 porsons (1.3 percent) were living outside
Hepal, 98 pergsonsg (4.7 percent) were living in other

villages. (Table: 1.06).
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Duratlion of Clchneuu

The peoprle in dllj;" sociely leel cickh and Lhey  practico
medication or live without medications.

In the MP c¢luster (Table, barchart 1.7, 1.7 a, b.)
pevple were sick for many dayos. 0 — 4 days sick comprised 35
rerconz among whom 11 personw (31.4 percent) were oelf-
medlcating, 24 personc(6B.6 percenb) was not gettling any
medication. Likewiiw, 5 - 2 dayn sufferers wore 25 porosons
(14.6 percent) of which 11 peroona (A7.8 percent ot the total
population of this sick duration) wecre ﬁulfumedieﬁting but 12
persons (52.2 percent) were nob petting medicabion. 10 - 14
days sufferers were 16 persons (10.1 percent) of the total
aick population. OUL of Lhis 8 peroons (50.0 percent of thias
sick duration) were self-medicating but 8 persons (50.0
percent) were not getiing medication. And the 15 days and
above sick population waa 83 (52.9 percent of the total sick
population). Out of this, 27 peroona (32.5 percent of this
eick duration) were self-wedicaling Lul 58 persons (67.5

percent) were not getting medication.




Table : 1.7
Scllering from Bllness within and sore Lhan Lwe woeks  and

geif peiiation ln BGE. EET aed 8P Clusicr

S Mo, 'Turatlon ) Sirls | Gelf Medication :
vof micineas;population; Tea : o - Besarky
‘io dagu  JMGIFP;Both] MG ; PP ) Both; MG ; PP, Eukh: Tulal.. Percestage}
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Soorce: Fleld work.



Table : 1.7 (&)
Puraliun of oalek jopalalige by Lle dursliow of aicknepy

Ducrablion of aichkuooa) Moedioatien "Total sick|
(in dayu) voelf (peve b)) iHe ool (percenl ) Population)
‘ i (N = 100%);
(0 - 4) : =1l.41 . 60.6 : 35 ‘
] [l ] L
(5 -9) £ 47 .0 ’ h2.2 H 23 N
(10 - 14) ! 50.0 : 50.0 ! 16 !
: : H '
( 15 4 ) . 2.5 - 67.5 : C3 :
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rable = 1.7 (b)

Divtributlon uf clehoces duretico wosd eell wedligallion

Duraetion ol vichoevows, Sell Medbcabesd

(0 -4 )

" 11 :
(5 -9 ) : 11 :
(10 - 14) E o E
(15 + ) : 27 H
Total - o

Source - From Table 1.7
2

Calculated value of x 0.05 for 3 d.f.

There is no significant relationship

pickness & solf-medication.

0.3<I"<0.5

Hee pelf

| =i e i - -

| Total !
35 "
23
16
83 '

duration

of



Family Lyis sie] eeloe in dhy 107 o duct-r

Mespial do cevnomlcally leasl 1|nl-!.-'r-¥--:r-ql counlery and  people
who hnave very fow aed less financial  resources but  an
extended ond Joint tumily hove a great conflicto. So that

Lhey gel peperated trom Ehal Lamily.

Out of 319 houscholds ln the MP cluster, there were 200
houszholds (87 in the MGP and 113 in the PPP) or G2.7 percent
ni the total houschelds ss nuclear family (hushband, wife and
their children). In the 200 nuclear Lamily houscholdo there
were 1061 people (442 in the MGP snd G612 in the PPP)
constituting ¢1.8 percent of Lhe total populatlon. This had
average family size of 5.3 members. This nuclear family had
83 elck pernons (7.3 percent ¢fFf the tolal nucloear population)
and 29 self-medicating roplation (2.7 =recent of the above
population). But 116 housecholds had extended family (father-
mother, sBon, dauvghter-in-law and Lhelr descendents) with 973
population (47.5 percent of the Lobtal pupulaticn) with  an
average of B8.4 famlly memberi. There were T2 eslck persona
(7.4 percenl  of Lhe exblended Tambly e japuintlon) and 27
pelf-medicating populaticen (2.1 jercent of  the oxtended
porulation). The Jjolnt fsmily (Fableerr and  hico founily,
brothers and thedier Families ol ) bewd 0 beachoddn hiaving 10
persons, 2 alck and 1 self -medicating. |t had £ ) average

family silze of 5.3 family memb.zrs (Toable @ 1.8).

More or less 2l! types of Gaeilicos had equal  percontage

nf aelf-medication [ractliees,
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Table: 1.8 b

Famlly Lrgass cugel poypraisbica b

Tyviza of Faodly :

P H 1 F '
1. NHuclear s i g B

i ] (]

(] (] (]
2. Extended e B R 3

H H H

| B O

[} L} L

3. Joint

TuL1l - ﬂJT'Idﬁ

Cource: T'n' ld work.

cpoze oap M Clugtlor

Suaialblon and Lex :
& L IE Blmher &
tal! H ! F !Total! M ! F !Total!
s s i i
TRY, Ebvuizuui 536 quui dﬂﬂi s?uz
: 10' ui 16 ! 10! 6! 10!

S T '?L llfl 1026, 10234, 20005

|
|
l



Beligiown SGtatus in Lhe U Cliuter

Hoepal 1o Lhe place of various relligious proacticeas with
Lthe relligicous tolercance. Ho any contflicl regarding religlon
haas occured in Hepal., There are Hindus, Buddhist, Muslim,

Christian, Jain and obher relipgioun groapa.

In the MP cluater there wore 909 llindus (44.3 porcent of
.Lhc total population). Awong Hindoo 8.5 poercent was aick  but
o percent of  Lhe toltal wick population was pelf-
medicating. DBuddhiat were 1141 (H5.7 percent of the total
population). Among the Duddhiet ¥ percent was alclt, but 37
percent of the total Duddhisot sick pmpulatiun_ was  oelf-
medicating (Table: 1.9 A).

The medicatlon in Lhe above religlous groups (Table
1.9 B) shows duplicalion which wuulueun among 12 Hindus (4.5
percent) and 5 Buddhisl (1.3 percent). Under duplicabion
Dhami-Jhankris were consulted by 27.4 percent of the Hindus
and 37.4  percont of Lhe Diddbict . Shomang by 10.7  percent
Hindus and 8.1 percent Buddbhial, herbals by 3.8 percont
Hindus and 5.7 percent Buaddhist.  Hoedern l.lDIJLE;IL‘fllﬂﬂlth
appiobtants woere  aiso countacted by 33,5 percent Hindus and
2€.1 percent Duddhist, drug stores were contacted by 3.4

pcreent Hindus and 2.3 percent. Buddhist. (Table: 1.9 B 1.9 C)

There is significant relationship between the modication

pattern and religion.

120




the unduplicalion medication wasr very  limiled. Hindus
using Dhaml Thankris only were 2, DoctorSlcalth Aselotantse
were 4, L?I'U}}I sLoeo wad 1. Duddbeiat weiiog Dhoant-Jhankrl  wers
only 4, Ghian 1 and DoclLorsHealth dsoiolonl was 1.

(Labla: 1.9 d).
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Table : 1.3 C

Liabriliulicy of wedde aliwe palicen e Lolivlun

Conpult st i g fo

Self
Dhami /Jhankra
Chamanis

Herbalea, Eoola, Greasss
and Leaves

Loclor & H. Asul.
Druyg sloro

OLhers (Eldeo Erlensls,
wettafecnsi )

There is « gignificant relationship

patiern & relipgion.
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J7.4 wd.3
1.1 0.J
&% oF 1.9
i 1 a1
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1931 113.0

belween the medication
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Types of tsawrebdy  aped durabicss oL baeue o Lhe MP clusler

Hepal hao npony vl loge:ss aod abwove B0 poroont of Lhe population ie
beelow Lhe joverby Line . Thes hovooar ave mosbly made of oslraw wl Ll

muddy wall and are poor venbilaled.

In the HMP eluster 315 families (90.7 percent) had their own
housen, 3 families (1.0 percent) had rented and only one family
(0.2 percent) had given on rent. 1565 oick and 55 agalf-medicating

+

pereons had thelr own houseo.

Tabla 1.14 ghows the citualiocn of the dricking water facilitico
in Lhe MP cluster. 39.2 percenl of the sawpled houocheld  veed
clean tap water and had 59 porcont sick population.  The unoafe
tap was voed by 4.1 percent of Lo conpled houscholdis who hod o O
perc-nt weick population. Safe Jdup well vas wued by 6.3 percent ot
the wamplod houvscholds had 7 pearcent olel populaticen. DBul bthe

wunpn e dup well was used by A9 percenl of Lhe pampled

houocholdo which had 86 percent of Lhe sick populatlon.

Table 1.18 oshows latrine facilitleu in Lhe HP cluster. 83.4
percent of the houscholds used ncar by forcst for defacction and

had 87.9 jercent sich populatlion.
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Table 1.11 (a)

'iatLr

Tl faemn ool i_tl. 1!:5 it

WALIL HOL b Bt
Straw 3
wWood 225
Stone + Mud B7
Raw ¢« Brick 4
Modern pLie
Stone + Placstbered RC4
Fire Wood 3

g BN

Tolal

source :

H.B.

From Table

1.1
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Table 1.11 C

Diotedbuclon ol 1., Ly tvtna bl ucbion durablon

Duration of huoune Mo of houge
made {(Yoaro) I'ercanl

{0-1} 8.2

Total (N = 100% )

Source : From Table 1.10



Table 1.11 d .

[l

Ypabrabat tos of HOH O It Vyiwe o roof

Lindo -, si lioaan: Jecroeent
vl o (.

Tan 1.4

Ty Lo ey (1

alone

P'leaile ved ol

Toatal (1 = 100 %) w1t

Gource : irom Table 1,10
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MluinbuLluu OF Il Ly, oy Llisier

Floor NHo. oj hogae Proportion “

Only muad o} L5
Dung PN | £1.8

Cerne bz 10 g1

Total G20

QoUrce - 'eom fable 1.10

H.D. [y dAuplios Lica,



Table :

L.12 (a)

‘.

Ho

foral ( u - 100 % )

-

UG

tabribubion o ot vy el el e

ot Hoom:s TEEET TS B | I | I

1.0

[ o

ilJ oy
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Frosm Toabsle 1011




Tabelr 1002 )

icLerlibwbboge e 0150 bow o bimeda w01 wwcrahl e

Kinda of ownershlip Hoo of Hoeuoschold P;:_:.pulat,ion
Porrcoent Percont

Own an .7 ‘93,2

Renled 1.0 . .6

Own + piven on ronl 0.3 0.2

Total {( N = 100 % ) o § 5 2050

Sottroe 0 Feoan Lals e, | T e



Tablae 1.12 ()

Ditrilmticn of H_oH. by meestoorss Fivioee Yo one HUOH.

Pooran i % ¥ e, o 7 Tooance hddl o poerezeendl,

o deeee Wl ) 1 |
( 4 - & =17 ?
(7 -9 PR
(10 - 12 ) R E
(13 i) [

Toebtal (N = 100 < ) g

Source @ From Tabilse 1,170 i



Table : 1.13

Sources of l:ght acd . ﬂﬁilﬂg encegy in B.o., F.Pokharl & 3¢

cluster

: - ' Cooting energy | Total  Fumaris

: U Bouscholda | lewseholds ! Pﬂlﬂlitlbﬂ !

§.%0.' Source of Light | MG | PP | Both i HG ; PP | Bolh | M3 | PP | Both ,

: SRR o | H 1 : : R H

1 ! Dectriclty SR o A PR et Y grl: EBh! 265 )

i B S - Voo H

2 ) Silver Lawp V13e) 138 205 ) - - 1S : BT9F 1750

i : ; | 5 i i : ! : i

3 ! Laoters i L ey Y 4 @ g

] L] [} I ] i ] 1 . 1 1

I i i [ ] i i i i i ]

i Tﬂta] : 181 ' H - Eﬂu I'E!' 2050 |

] 1 1 i ] I i ¥ ] ] 1

i Cooking Bmergy | | | A ¥ e e '

: § e e |

{ ! Wood W ' 1300 1810 319 ! Bds;lldd)  2050!

" i ] ] ¥ E ] I- ] (] I

] 1 I ] ] i (] i (] i i

5 y Otbere ; I i i | H ' ‘ i i

1 i ] i r E ] ] ] i

L] 1 I i I i (] 1 ] i ]

Total T 13a; 181, 319} L!m.:‘ul 2040}

FhiC e PR

Gource : Field Work.



Table 1.17 {.a)
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DlasteXbeat 1c ey o]

Dol eos o
Electricit Il
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Lantern - P
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Kltersative biter wipr: e in K Gadi, F Fabhari § kp ik

sSoaree and copd]- foueeholds 11

Jrecentoge of Phe!
Mo ition iTable 1 H! VM L.adl T FF

' ¥ rEK.U! Y. P L']t-'tr fn.--"}l: hold ||.r.|-d.’=,=.
- Wob Tet Jried [3"} 1 Ji 95 i
{H.221) (96.13%)
Keightorr s tip
aad store opropl. ; - o 2
River { b 10 v
{2.00%) (3.3
Bthers i | 5 1.57
[Z. E“I} (0. 5"1}
Total JJS 141 3]3 oy
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Por-mlvi b derar . Fppe-omppes sypae? ety terhrn g ol Lesanid:

I '.'.-|I--.-i.:E.ir|; TR U TS S ol i Fin il e bk )

ST T N R B TR RTRPRY AR | connnbey b Plo o wear el wlie poes vt waaged ben Brezemmme

s b Leww DI 14000

Poog-le: in  the HMP cluwsber had voarlous Lypes of  owneraship émd
subtioling ao woll as vubaldiary means of coonomy. The major
producbions in the cluctoer were, paddy Ly 99 housoholdo, malze by
314 wucchold  98.4 parcent ), millet by 29 ( 93.1 pervcent )
houcenolds, Soyabeans by 36 ( 11,30 percent ) hwouscholde. Wheal by
o

17 houcelclds (5.3 percent ) wul other cash cvups production 2

houisnelds with Lhe duplication of production. (Table 1.17).

The  wvarning  per wonbth of  the poople  in the clulior Wil
hetoerogenow:s, The main { suboiating ) income  wag more than
Ros. 701/ in 20.7 peccent bouscholdu. The Jowest subsisting in-

cone was below RBo. 100/ in 3.1 peereont. bosscholde .

The= rractice  of animal  huobandry helped Lo estdfoproe b Lhe
necesnlbies ol Lhe household econemy. Chicken mccupiudihﬁ rercent
among Lln 1 b curiminls followed Ly go al { 19.5 percent. ), cow
(12,5 percent), caenn (2.7 poercent ), buffalo ( 2.8 percent ) oand

g caod oLhera [ Table - 1,18 )

The swnerchiip of land by elhnic pgroap 30 the HP clupter o ahown
izt Lhiee  Laabi]e VoD bLeplew.  There: were 147 houochold.s (0 461
percenl ) owhee Liand lenn Lhan one bijphewus o loawed of whicol 157 B

percent.) haed Lheiv own land and 10 housecholds {31 percent ) had

141 ;



Prowhoc b bon . o el cawne verhiege o ool

U sadbarbobdng -ap-dcniebaa iy seiy Tl bl erbethabzs )

:ﬂulrnf for U geoorree b coontoey b o woe Tl whe e paaes b L Lo

o

Bl e tow USE 160

::Pt.'-ul'lr.! in the MP cluaster had various typo:s of  ownoership énd
_ulmiﬂLing an woll as pubsldiary means of coouomy. The major
't].-'l‘_'ul_jur_'.i.idlh._i b he cluslor weroe, poddy Ly 99 housoholdns, malze by
.,14 wouschold  98.4 parcent ), millet by 29 ( 93,1 percent }
-.huu;.r_.-nulm_lu. Soyvabwans by 36 (0 11L.0 percenl ) howooholde. Whealo by
-

-__T houelholds (B3 pereent ) ool olher cach cvops [:J.‘I;I_J11L:Lic.ln -

hi:-u:.--.-'.;cldn with Lhe duplication of production. (Table 1.17).

The carniog e wmonth of  Lhe poople in the cliwler Wil
heterogenouss. The main ( subgisting )} income wag moroe than
Res. 701/ in 20.7 percent houscholdu. The Jowesc  subosisting in-

E:Uﬂu wazs Felow Bo. 100/« in 3.1 porcont hoosecholdes

-h he practice of animal  huoobandry helped Lo e b the
1 cecatlbies of the houschold economy. Chicken occupiud HYY percent
Samong  Lhe g L andmitls followoed Ly pgo at [ 19.5  percent ), cow

B2 .6 perocnt), cxen (2.7 poercenl §, bulfale ( 2.8 percent ) and

i‘-’%-' aid others [ Table - 1.18 )

:-:Tlll'_" ownerolhiip of band by ebhnic prouap ia Lhe HP cluster is shown

int the tabile 2 o30 Loloew.  Ther were 147 houschelds (0 46,1
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renbe d laml. 105 Lilahos owierohise woas wilie 70 Disatasierbyen Lelos (B _2
L'l ) vl Wit eh Lte) [ S B e ) liad wnwn Loand and 4
hovgs: Woald:s (L2 pereenb ) hod Lahon on roob. Unly  one  howseohold

(0.2 perrrcent) had 5-10 Blghase of wownn Tand bn e clunler.

Fihnlcally the Jland posesnslion was hipheot with Tamangs, 104
houscholds (2.0 percent) had le. s Lhan ome b dhas of laad and 980
houwschold (20,7 percent ) possesced own Jands and 6 houwe-holdes

(1.9 percenl) had renled lands. 1-5 bijteesn of Faned woas privevescgapaead

by 820 Tamang houncholds 25.7 percent. ) of which 78 housecholds
(24,1 percenbt) had own land. This was (olluwed by Drahoans whe

had lisa than one bighas of land by 10 howseholds, 1 -5 Lichas own-
Lavpeed Loy 58 hovcawc bl Aloky LL wieenn Fol Lowed by Chhebri, HMapar,

Hewar, Kami eto. ( Tabile - 1.19 )

Iue Lo Lhe various cances people were enforeosd Lo practice polf-
-medicabion  wameng whilch poverly wan a major caupse. To pravcLice
el omedicalion  poople posooeesd BiL-Losx willy ooane Leenddi Lol
and aedern medicines 1o l.lm.lmnau. Only b houoeholds hal kit-box
whi h b Donddoodd Lors hewreeshio e vacly of Lhe Hewoar and Tomang  and

oae Yreohmic. { Table - L0219
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e 00000 . Households with Kit-Box |  iii8 i
5.No.: Ethnic Group } M. Gadi | F.Fokhari |Both VP! Percentage® Ee:
I ¢ Brammin 40503 ¢ -t 1 1 208 8
2. i Chhetri { = E - i i
5 E Magar E - } - E - E E
4. ! Newar : - P o (GE.EEZ)! 2 ! 40% o
. ' ; . !
5. ! Tamang 1 (50%) é L (R2.33%)] 2 i 40% é
5. i Gurung é = % = =2 i - %
T2 : Eishwakarmafﬁ}{}é - :. - - ;r - i 1|
A, E Damai E = E m = } = i :
1 [ 1 " i | :
= ; Others E = E = E = E = i E
& rotar 0 12 ! o3 .5 1 100% | f
B, Lo oggpswamsaluorespnpnl el sasseent e s Dl bl SEDENGESINE
.'I
Source - Field work. I
J
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f- Medicated Popn1n+1on { Conommers )

iﬁn of age. sex, ethnicity of the tectal sampled households

iy -k
at of total sick population. Among the sick population. the

. f
lf-medicated population were interviewed to know the typas,
e T

rocesses. methods, merits. KAP. and the causes as well ‘as.

lonseguences of salfAmedicatieni All the selfvmedicating

pulation was taken into sample. Out of 157 sick populatidne -

4

57 were self- medicating. The rprevalence rate of _
;laticn as whole was 76.5 ( L1B7 - 2080 X L0000 3; of which l'l'l'ﬁ_:i;l.-.:E
_?hience rate was 7B.0 and female was 75.2. [ Table 1.1. ahy.
ﬂl 2.1.22 ). The distribution of sick rermlation by sex #Hétz='
és and 77 females out &025 males and 1024 f#malea. There
-_ébfelatinn between sick population and sex. ( Table 2.2 b j
T;idistribution of sick population and FlI ~medicated populati
:e£hnic group was there were 27 households with 80 sick and Eﬂ 1§,ﬁ
lfhmeﬂicating population of the Tamangs,. fnljowed by 58 sibk \§;_..
ﬁ lé self-medicating population of the bwice born famlliegh{
lhrahmin and Chhetris 1}, 9 sick and 8 self%medicati&ﬁ?;

pulation of the Kami, Damai and others. 6 sick and 3 self-

.ftating population of the Magar and Gurungs, and 4 sick and

- & p;
157 sick population ). The households which had sick pﬂpulati&ﬁﬁ

sl




b Hhonand

The prevalence rate of self-medicating pornlabion by s4x was 2B. 3
A Il

af the male £7.3 famale and 27/.8 in ths total population.  This

rate by ebthnicily was 20,5 ol the Tamaw:. 00 ol Lhe Twice  born

caste group. 2.9 of the Magar and Gurung. 1.9 of the Newar and

6.5 of the Kami. Damai and others. ( Tahle 2.6 )
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Table : 2.1 (a)

Proportion of Lhe self medicated House hold.
Self Medicated Total No. of self medi.HH
Ethnlie group House hulde House holds  po H.H.Percent
Taman;2 _ET 183 14.8
| Brahmin/Chhetri - L oA 87 17.2
Magar /Gurung 3 19 15.8
Newar 2 14 14.3
Eami /Damai/others 6 16 37.5
Total - 53 319 16.6

Source - From Table 2.1.22



2.1.(b)

i;hle

L-LALLJ-_-LLLLILJ._-.L H;LL;.L J..-.-.LLLl_!l.L.LQ]J. iy oy

188, , Populal. ion
Ethnic group Muale I'creent  Fosale Percent Total PercentL
_____________________ wd | dss abg
i ah.uu.n ‘Chhetri JL.a8 7.0 J6. 86
Magar Gurung By h.G 5.5
: ! J.0 of 100 | L.
'gaﬁifbamalfuthuru 4.8 7.0 8.3
at;ffﬁ:_h}u;}_""_"ma TR

Scurce -  From Table 2.1.2
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Table : 2.2

Distribution of Sick & Self medicabtad

Population by Ethnicity

Ethnle Group Sick Population

Tamang 80
Brahmin/Chhetri 58
Maguar/Gurung 6
Newar 4
Kami/Damai/Others _ g
BN g, o 1o oa87 - .

s ————— T e T M T W S e .

Self Had.Papulatinﬁ'”;

—— e e e T e R R . S

" - -

157



Table : 2.2. (a)

Digtribubtion of sick & pelf
wedicated populalion by Ethnic group

1

157/2050 X1000
o
76.6 /00

Prevalence rate of sick population as whole

H

Prevalence rate of male population = 80,1026 X 1000
-D “
= T78.0 /00
Prevalence rate of female population= 77/1024 X 1000

= ?&2700

 Source - From Table 1.2.(a) & 1.8




Table : 2.2 (b)

Distribution of sick povulation by sex

Sex Sick Population Ho Sick Total Population
Male B0 946 1026
Female ; 77 947 1024
Total - 157 1833 2050

T L L T T T ————

Source - From Toble 1.8

2
It is insignlficant. X 0.056 for 1 d.f. = 0.04

i.e. p>» = 0.80.
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Table : 2.4

. Distribution of Sick Populabion by Ethodeiby

Blihnic Group Tokal Sick Populatio Percentago

Brahmin ; 41 20,1
Chhetri 17 . 10.8
Magar - 5 a.q
Newar 4 ' e 1
Gurung 1 0.6
Tamang 80 51.0
Kami 5} Bl
Damai - . B
Dthéra ) - 4 0.6
ekl Tasy o

Sourca -  From Table 2.1.22



e

Frevalunce robke of S.M.Population by sex

28/1026 X1000

1

Prevalence rate of S5.M. male population

o
. - = 2B.3 /00
Prevalence rate ﬁf S.M. female population = 28/1024 X 1000
= 2?.30{00
Prevalence rate of total S.HM. Population = 57/2050 X 1000
= 27. ﬂn_fﬂﬂ

Source - Frnm_ﬁable 1.2 & 2.2.23




Table : 2.

Prevalaonce

Frevalence

Prevalence

hY

Prevalence

Preavalence

Prevalence

Prevalence

rate

rate

rate

rate

rate

rate

rate

Soource -

Prevalence rabe ol sell wedicoaled

of

of

of

of

of

of

of

L

£

Ep

L0

in Brahmi

in Chhetr

in Magar

in MNewar

in Gurung

in Tamang

in Kami/
Damal/

Others

From Table 1.1

Il

i

&,

1]

ropulalblion by etludc groue

13/467 X 1000
37148 X 1000

2779 X 1000

LE]
L

2/107 X 1000

1725 X 1000

30,1130 X 1000

6/93 ¥ 1000 =

o
27.8 /00

o
20.1 /00

o

25.3 /00

[

18.7 /00

o

40.0 /00

o
= 26.5 /00

84.5 /00



Brevalence and dislribulion of Sullmedicaling population by
aige and pux..

In the MP cluster Lhere were D7 sick popmlation but only 57
were self-medicalting in all agcos and wex. The 0 - 4 vyears
aged self-mwedicating children population was 14. It was
higheet among Tamang Children (8 children inecluding 5 male
and 4 female). Thies was followed by Bralmans children (1 male
and 3 females). The other ethnic groups had no 0 - 4 years

gelf-medicating children. But as a whole thls age group

represents the highest one with 24.6 percent of the tolal

gelf-medicating population. 5-9 years and 25-29 years age
group had 8.8 perﬁeut gelf-—medicating population.
20- 24 years aged self-medicating population was 10.5 percent
in the MP cluster. Each 30-34, 35-39, 60-84 and 65 above age
groups had 7.0 percent in Lhe MP cluster. The oLher age
groupe had small self-medicating populaion (Table : 2.2.23

‘and 2.9).




Table: 2.7

Digtribution of self-medicaling population by elhnicily
Ethnic group S. M. Population Percentage
Brahmin 13 22.8
-Chhetry 3 5.3
Magar 2 3.5
Newar 2 3.5
Gurung 1 1.8
Tamang 30 52.6
Kaml 5 B.8
Damal - -
Others 1 1.8
Total - 57 100.0

. e e . T T o T il S N o e o o R T e e e

Source - from Table 2.2.23



i

Table - 2.8

Distribution of self-medicalineg population by ethnic group

Ethnic group Self-medication Ho self Total
Tamang 30 1100 1130
Brahmin/Chhetri 16 600 610
Magar/Gurung 3 101 104
Newar 2 105 107
Kami /Damal/Others G a7 a3
Total - 57 1993 2050

Source — From table 2.1.22 & 1.1.a

It is Ainsignificant at 5% 'level. Thus therﬂ. is no
relationship between self medication & ethnic group.

for g d-f - 0.2 <P <£0.3
2
?Kﬂr§§4.94 i. e. p 5. 0.2




Table : 2.9

Age group Self medicaling pupulating Parcentage
Ea:;;-m___-q___m_"_""_w__-__““i;"Tu__m“J“_““__,*__““"_éijé__.
(5-9) 5 8.8
(10-14) : 2 3.5
(15-19) 1 1.8
(20-24) 6 10.5
(25-29) 5 8.8
(30-341) 4 7.0
(35-39) 4 7.0
(40-44) 3 . 4.2
(45-49) 1 1.8
(50-54) 1 1.8
(55-59) 3 5.2
(60--64) 1 7.0
(654 ) 4 7.0
Total (N = 100X) s w0

T 5 S e . B o G s P P e . R Y N ki o M R W e SN BTN L e

Source - From tgble 2.2.23




FTable:--2.1
Proevaloiey

Provalence

Prevalence

Prevalence

Prevalence

Prevalence

)

Laloe

rate

raLe

rate

ralte

ralLe

of UM Porulaticon in diflerenl pec graup-

of

of 5.H.

of S.M.

of

5.4

4P
=

Populallion for age proup undor
14
= m=me - X 1000
324
o

413.2 /00

Population for age group

7
5w 14" = = X 1000
563
O
= 12.4 /00

Population for age group
24
15 19 yrs = - ———=- X 1000
8930
g
= 25.0 /00

Populavion for cge group

a
50-64 ¥yrs = - —— X 10060
172
L))
= 45,5 /00

Populalion for apge group

4
64 "z ——em= X 1000
61
o
= 6L.G /00

Source - From table 1.2

5

yeary



Migration pabttern in the MR clusler

Tamang group waus the higeol who were totally in-migrated, 20
Erom within the diastrict and 8 from oulside district. Tamangs
who in migrated from different areas, leaving their settled
prlacea wao due to the lack of the economic means, culture
barriers, taboo between other higher casbte and ethnie groups
and others. This was followed by tLhe Brahmin who were 13
households. The other in migrated-ﬂthniu groups were Kami 6
households, Chhetri 3 houscholds, Magar and Newar weach 2
householdas and Gurung and others fRai} each 1 household, 2

households did not know their original place. (Table 2.3.24)



Ithale Withla

Hakuwanpur Gadl

H.I'. Cluster

------------------------------------------------------------------------------------------------------------------------------

Padae Pokharl

Group panchayat  Out Out Out Out Out Out :
side withle elde Withln Within Side Within Side Within Within Slde Within Slde With
Panc- Dist. Dist. Nepal  Panch- Panc- Dlst, Dist. Kepal Panch- Pam- Dist.  Dist. Nepa

bayat ayat  hajyat ajat chayat
- 8 ”.;. ] ? -h:_'_' _i_"';- “"h; { “:“ n 5 8 13
- 1. 2 - 2 - 1 - 1 1 - 3 2 1 i
- 2 1 1 2 - - - - - - 2 1 1 H
- 2 1 1 2 - - - - - - 2 l 1 2
- - - - - - 1 1 - 1 - 1 1 - l
- 10 f 1 10 1 1 1 i 18 1 17 20 ] 28
- - - - s - 0§ 4 1 | 5 I 5
3 - - - - “ 5 @3 = 1 - ] o 11
- s M n 5 1 3w o0 ™ 1 M n A %




Table 211

Disbeiwwbion of S.M. population by places of sedblement

Orginal place Self medlcating population
Vithis the paschapt 1
Outeide the pamchayat 5
Others (don’t know) 2
fotl - Cw
Vithlo the distelet T
Dutslde the district _ 2l
Others { don’t know ) 2
wal - o
Withia Wepal - : 55 -
Others | doa’t know ) 2
ol - a

Source - From table 2.3.24




Seitlement duration of the Selfl medicatiog houscholds
In MP cluster, Lhe people were weltled for dJdifferent
duration. namely 0-5, 5-10, 15-20, above 20 years. There were
2 persons in Lwa huuseholds nol knowing theldr origlnal place.
Thelr scttlement In Lhe HP cluster could be due the
avallability of various resources (land, busliness and labour

vpporbunity) ( Table 2.4.20 and 2.12 )
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Table : 2.12

Digtribution by setlled duration & S.M. patlern in the
cluster by elhnicity
Settled duration in years Hot
Ethnic group (0-5) (5-10) {10-{5} (15-20) (20+ ) Known Total
Temang - 6.7% 3.3% 16.7% 66.7% 6.6% 100
Brahmin/Chhetri - 18.8 12.5 25.0 37.5 6.2 100
Magar/Gurung - - - J3.3 66.7 - 100
Newar = - 4 50.0 50.0 - 100
Kani/Damai/Others 16.7 33.3 - - 50.0 - 100

s R S S e S il e . (e s S S - e S S ! e s i O . T . A O S . A O O ! S

Source - From table 2.4.25



Luration of illpnesy ol Lhe Sell medicaling vergons
People In the MP clusber wore oulfering from different
illneasecs. The duration is importanli to know of the types

pufferings and medication. ‘

Tables 2.5.26 and 2.13 show the duration of illnesses of th

pelf-medicating population by sex and ethnleity. In the M.P.
cluster the higher illness was found belween 0-2 weeks wh1c4
cnvaf&d 28 persons ( 49.1 percentL of the total self-
medicating population ). It was followed by 2-51 weuka‘

eickness covering 18 persons ( 31. E percent),l1-2 and above 4]
yeare slckness having 4 persons each (7.0 percent), 2-3 years

had only 2 persons ( 3.5 percent). l

In MP cluster, Lthe highest number of nalf—madicatlngl
population in 0 - 2 weeke slcknessz was that of Tamang
population ( 9 male and 3 female ) and was followed byl

Brahmin who had 9 ( 6 male and 3 female ) eick Belf-l

medicatlng population in the same 'illness duration.
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Table : 2,14

Distribubion of S.M. povulation by Lhe duration of 1llness

Duration of llln&uf S5.M. population Percenlage

( 0- 2 )Wke 20 19.1
LN | 18 | 3.8
(1-2) yrs. y 7.0

(2 -.3).,, 2 3.5

(3 - 4) ,, 1 1.8
{4+ ) ., 4 7.0
WEEZLE__:_i__“____m"",_,_q__“_J"______g¥ ________________ 155 ______

e i e S W N S S e el S N D e e Sk S B B B S e ] B B B e e e e et B b e o e o B W e e
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Symptoms of 1llneus of Lhe pell medicating people

The illness from which people were suffering in the MP
cluster were various. 20 perpvons suffered from diarrhoeal
diseases ( 35.1 percent of Lhe total self-medicating
population), only 4 used modern medicines and the rest used
traditional medicines. The modern medicines which they used
was obtained from tﬂeir own kit box, and/or from friends
and/or from the drug shops. 5 persone ( B.B percent )
suffered from vomiting and all of . them wused traditional
medicines only. There were 7 dysentry caves ('12.2 percent ),

3 used modern medicine and others used traditional medicine

and/or healing practices. { Table 2.6.27 )

In the M.P. cluster out of 115 self-medicating population
( 169.7 percent ), 47 persons ( 40.9 percent ) used modern
medicines and 68 pereone ( 53.1 percent ) used traditional

meﬂlcinea.



=¥ - 4
fﬂil':“l 1{ i!l’qae: h m ltlf_mh-ji:ii Efllillin h m —-'-‘A--E.L :1 E,.'!].I e
“ibavasger Jadl Padaa Pokka-l 1.7, Claster
iyaptoas ! Persoa Nolera Traditizaal Tatal Percast] Firson Noderm Traditlional Total Percent) Percent Yodera Traditiosal Tokal Pesc:at

3
e
=l
—

|
Vomiting i
i Dyseatery J
Paln A, i

bt Bad = 3 £ M
L= O

Burniag - - - 6.7 5

& Tellow z7e - - = = - 3.3 7

Lezp 1 - 1 1 1.7 - - - 7

Prolapse 1 - 1 L 13 - - - - - - 7
2z~ Bresthlezzzess 2 2 - 2

J
5p. Cough 2 2 - 2 i

1 - ! l 3 2 | 3 :
4 K| 2 3 13.7 3 3 2 T 2.2
Cheat p2ia - - - - - 1 l 1 2 5.T 1 1 l 2 3.5
Syz- Blecd ia zputza - - - - - 1 1 1 2 5.7 1 | 1 2 1.5
tew Jadrawlags - - - - - | 1 | ] 5.7 | l l 2 .5
2as Toomp ] 5 ! 10 i1.5 13 1 1 it 5.7 k| 13 1L 2 2.1
ril Beadacks 2 2 - 2 3.5 3 1 2 3 13,3 5 J 2 5 8.3
:m Badyacke 1 - 1 1 .7 3 1 k| i 13.3 i 1 { 5 3.]
jra Weckaeas - - - - 1 - 1 I 3.1 l n 1 i LT
sz Izache - . - - - 1 1 1 2 5.7 1 - | | 1.7
Baraing feet - - - - - 1 - 1 i 33 | - | | 1.7
Swalling 1 - 2 2 35 - - - - - z - 2 2 3.5

e T L T R e o o o o e o o e 1 o e

f=h Joiat Paig 1 - 1

Tth Bleeding - - - - - - - - - - - - - - -
e Wousds 2 2 - 2 15 27 2 2 i 8.7 4 2 § 105
[ajary - - - - - - 2 1 1 5.1 2 1 1 - 2 3.5

Dl " 13 23 4 umI B 3 8 uUx 1w 4 8 115 133.7

Soorcs: field Work. P

- S e meme



Methods of Selfl-medication

There cre many mebhods which pcouple uce Lo medlecate elither
by themeelves or lLaking suggestionshelp from obhers. Self-
médlcatiﬂn includes diffefant PPDGUEBXmELhDdE- to different
people. People use tradilional healers ( Dhaml-Jhankris,
Jharphuke ), priests, tantras (wlisdom) on the name of god and
goddess, or asupernatural power is a type of eself-medication.
People .use traditional medicines like Ayurvedic, Unani, local
roots, barke, leaves, soll, ash, ete. either by themselves or
Eeekiqg help -frum the ﬁth;rﬁ, is ancother type of gelf-
medication. Yet another type of pelt-medication is going to
drug shop and asking particular mudlc;ue py himself or asking
from the drug seller. Sometimes medicines may be used from
Eit-Box,/bag, and medlcine once prescribed may be upod wikbhout

consultation. These are aleo self-medication.

Table 2.7.28 8hows different sources used for Belf-
medication. 40.4 percent used shamanism and prieet for self-
modication. It was followed by 40.3 percent gebtting modern
medicine from drug store. 24.6 percent was ueing traditional

medicines like roots, grasses, leaves, stonea, ash, barks,

fruite etc.




-l Ry L . de o 4 = L)

Methods of Self-wedication (M) in Fadam Pokbori. Makawanpur Gadl

and ME Clucter.

M.Gadi Padam Pokhari MP Clu&tal
S/N Mathod persons % of self persons % of pelf +Pﬂrﬂﬂn3 x
HMad. Med. I
1. Buying 2} 33.3 114 416.66 23 40.3
Modern
Mediclne ' i
2. Roots,/Tra- 8 29.6 £ 20.00 14 24.0 ‘
ditional .
Medicine
3. Shamana/ 10 37.1 13. 43.3J 27 40.3 i
Priests
4. Vaidyas - - : 3.3 1 1.0 i
Mediclne
Total - 27 100% J4 113.32 61 lﬂﬂ.ﬂ‘

Source @ Fleld Work

N.B. - By duplication.



Becovery Lrow Symplows

Table 2.7.28 ghows, aboul G0 percent of Lhe total self-
medicating population was using traditional medicines and
healing. 78.9 percent of Lthe self-mediceling population were
not recovered even after cummﬁnccmenL of the therapy for their

illnesses. ( Table 2.8B.29 and 2.15 )
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Table : 2.

15

Distribution of recovery from syuptoms of

#elf medicating population

Period

for recovery

i
= |
ot

( 0

L U

4 = 5 )

k=6 = T )

{8 -9)

(10 L 3 =

(12 — 13)

( 14 + )

Ho. recovery
Total

1
¥
L}
I

Hecovery from the symptoms after
comn=ncement f the therapy

3
&

1

Source -

From table 2.




Elffect of [llogoy on Performanue and Iocowe

The people who were self-medicating in the MP cluster were eibher
totally affacted or pertially affected or were not affected. Out
of 57 self-medicating populatlion 15 (26.3 percent) weare totally
affected to perform their dubbes. 14 (24.6 poercent) were
-partially atffoected but 20 (49.1 percent) were nobt affecled
(Table:2. 930 amd 2.16 a.).

The monctary loso was categourised as 0-50 lowss to Ra.200/-  lous
aJd having no lowsz. MHajority of the sick populabion had 0-50 Ra.

loss Juring their sick period.

The average Inveslment in Lhe M cluster was Ra. T73.3 or the
average lousa In Hupees due to illness was Rs. 73.3.  Averago X =
Re 7T73.3 . The expenses on nmedicine was on the acute diveaoes
(pee table 2.6.27) than the chronlc diseases. But 78.9 percent
ropulation getting self-medicalion was not recovered.

The Rkatio/Purcentapge of the sick Lo self- mudlhuting Populabion by
ethnicity i3 as follows:- %



H H {Salef-pedicating population
H 1Sick population }-----e--ememmememeceeea
S/Mo) Ethnlc group) percentage  of | ‘Percontage of
H ithe total etheic !Percestage ofiTotal  sick
H i popelatlen 15 Medl. pop. jothnle pop.
L ¢ Brabman  § 41 (BB of the } 13 (22.8) | 318
; : Total Br.Pep)! '
2.0 Chhetrl ! IT (LL.4%of the) 3(5.3) ! 17.8
- - Total Ch.Pop)} '
LoiMagar 1 51(6.3) L2038 L 0.0
Citear 1 LQAT) 1208 ) 500
H 1 | i
5. ! Gurung v L) v141.8) 1 100.0
] i ] i
6.0 Tammg | 60 (1.1) L0 (52.8) ! A5
1.1 Rl poLeT o 1(LE) o 100,0
i [} ] i
] ] ] i
8. ! laal i _E [10.0) v 5(8.B) 1 B2.5
Total - } 187 ! 37 : 3.1

¥ Source : Field work
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Table: 2.16 (a)

Diotribution of offect of illuesy at work

Effect of illneas Self Med Population Percentage
" Totally 1, - 263
Pa;LlulIy 14 24.8
Ho effect 28 49_1

Total - 57 100

Sourca

From table 2.9.30



Table: 2.16 (b)
e Dioiribulica vl Lelally affected population by lucome loss in Ra.
: Loas in Ruo. Hu. of persovns (f) Mid Pt.(m) mf
4 0 - 50 - a 25 225
21 - 100 1 T 5
§ 101 - 150 1 125 1256
151 - 200 - = -
=01 - 250 3 2 G75
Ho loco i} -
Total - 15 1100
Source - From Table 2.9_.30

1100

Average E = =====-= = Ra. 73.3

15

Average lope in Re. due to illneus = Ns.73.3
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The source ﬂi dnformation aboul pell medication

In the MP culuLnr people who were wpelf-medicating had got
information from different sources. 57 self-medicating persons
got Information [rom 50 sources. 14 pot iniurma?;inn from shop-
kecpoaro of Lhe villagos. 17 peroons {EB-E} percent) got
information frowm traditional healera (Dhami, Jhankris-Exorcist),
13 were at;-,l[—-lumwn (22.4 percent)ll persons received Information

from friends, 2 from community leaders and 1 followed the

previous prescription. (Table 2.10.31)

 The pereson uelng previous prescription had once contacted (before

2 years) Hetauda lHospital for acute headathe and was prescribed
spome medicine (l.e. APC). He got relief and since then every two
monthes or =0 he was buying the pame medicine when he used to get

pain.



Table 2Z.10..11

The sourcea of informallion for pulf -wodicalion in
Moaadi, P.lobbard £ the M cluster.

B L ——————— - P

L Ho. oi Persons : P)Lﬁml-b'&
S/Hoe Informal bon | e i e e e — e m = | Percenlage
v H.Gadl) I'.Pokharil] Both V.P.!

1. : '.Fl.usi--]n.--.i--_'r :I 4 E 10 E 141 E 24.13
- 'r Dhéani AJhanked ; L1 i G ,:. L7 E 20.901
3§ Friends P & 8 i 11 ! 18.90
1. Self-known i 7 % 6 i 13 ! 224
5. E Others (C.L.) i 2 E 1 E 5 E 5.17
© Totar {27 i 81 i 58 I 100

Source: Field work

«  Due to duplication on Dhaml/Jhankri (D/J) &  Shope-keeper  Lhe

total number-exceocded more than 57.

Knowladee of aelf nidicating rweoplc

The Gelf wedicating people had varliable knowladge . Som: of thom

were  providers cum consumerg. Qut of 57, 13 pervonu ﬁuru solf

known about what, whoen, why the medicine - wore provided. The
-.

asources of knowledge of theve self-known ware ocelf-oludy {..:]:-1

percent) and 77 percent learnt from others. (Table 2.17.a)

The percentage of self-known sharing thelr kuowledge to othero

was 31.5 percenl only (Table 2.11.32 and 2.18 b).
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Table:

P Pokhari & the HME cluster

3

¥

Knowledge of self-medication & its use in

Total

shared
H
i

M.P cluster
knowledge

L]

1

L]

i

i

]
e
1

o
]

]

P_.Pokhari
knowledge
shared

M.Gadi |
knowledge |
i

. €
i

shared
"
i
L]
i

ource of
nowledge

Ll &

Lyr ] =
B -
-a I
iy} o
=i
o i
o} .o
[T+] I
(] L]
i =
T 0
[ R
=
- =
| =
= - D
i [ 8 =
(=] )
i ] M =]

l.

Field work

Source
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Tatb:le: 2047 Lal

Gource wl hnowledde ol geli known population

Source of knuwledge

populatlon Percentage
Salf studied | 23 .1
Learnt from others 10 76.9
Total - 13 100
Source = From Table o 11:32



Tauble: 217 (L}

Diptribulion Ly sharimg /nae of huawledge

No. of nelf

KEnowledpe Known population Percentagae

Shared T s« sas |

Hot shared o 61.5
Tetal 13 T

Source - From Table 2.11.32



Expembiture: Financial and Time fn gulllog medleine

In the HMP clunter, 7.7 percenl af bl bobal  wsell-medleallng
paopulation wxpensed  Re.0-9. Thfﬁ was Followed 21 purcan#
expending more than Hes .54 (Teble 2.12.33 andZ.18.a, 2.18.b). On

an avorage Ro.l19.50 waus expenoed In getbting medicine.

A11 the 57 self-medicating populatlon had Lo spend 0-1  day for

gettingg their medicine Joervice. (Table 2.12.33)
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Time & Yigewedal Lipewsilult du vebliog Solickas in MGadi, PSekhard & bhe S clualer

' Fliwecial | K. Gadi : P, Fachari i HF clusler

S/Wa ) Bapendature | Time jdapei ! Tina [deuu} ' Tine (days)
Voika.) : |
! U Feraons) 0-1 5 2-3 245 06T

Fer::anu_!ﬁ-lllﬂ'lﬁ'ﬁi' ?+'Pﬂrs{)nu.ﬁ1’13'lﬁ E—T..
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Source ; Ficld worl
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Tabile: 2,000 (a)

Disvaibubion wf financial cavendilure

in jwrchasing medlcine

Flnancial

Expenditure (in ks.) 5.M. Populatlon Percentage
o= - s 57.9
9 - 18 B 14.0
1a - 27 1 1.8
27 - 26 - -
36 - 45 2 3.5
45 - D4 1 1.8
54 + 12 21.0
Total e 100

Source - From Table 2.12.33



Table 2,10 _I'Ll:.'
Distribubtlon of fipapncial expendlture in purchoodng mediclne
Financial Lo I‘fj-ﬁ.llas Lion Mid/ 1.t
Expendl bure R ( m ) m. F.
0 -9 o | 4.5 148.5
2 - 18 3] 13.5 108.0
13 27 1 22.5 22.5
27 -- 36 - - -
J6 - 45 2 40.5 1.0
45 54 1 49.5 49_.5
54 4 12 58.5 T02.0
Tetbal 57 1111.5
Source — I'rom Tuble 2.12.33
Averapge i = Rs. 19.5
T :l‘wu.;'ug;u cafenndlbure in getliling medicine 1a Rae. 19_5H
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Belicl in Lhe wdl nesdicalion palLery
Self-medluuLJnH poralation 1o Lhe Mp clusler were aithad  tLhree

Lypey oF ‘Guéintions to check Lhe appropriateness of the HyobLoma,

About 6o Pereunt were using troaditional medleines  and faith-

healers and about 40 percent, wopge uslng modern modicines. The

table below 2.13.34) shows that 9.3 percent in the MP cluster (3

Personas ) hod totsl bellef in the gelf-medication Pracltice usmed. -

82.4 percent 47 peroons) wag hopaful in the practice uwsed, 12.3

Puercent, (7 peroun) practiolng s8ezll-medication was not hopaful but

expressed having no other option.




Table : 2.13.34

Bellef on the self-medication pattern in
M.Gadl., P.Pokharl and MP cluster

S/Ho Statement M. G. P. P. Both Percentage
1. Total belief 2 1 B 4 1 5.3
2. Hopeful 21 26 47 D2.4
3. No hope but 4 3 7 12.2
Ho olLher uptlon
4. Others = - - N
Total - 27 3 57 100

Source: Field work

Alternative Sources for Self-medication

The alternative pources of self-medlcation in case of not geting

relief were vdrious. In the MP clueter, 15.8 percent (9 persons)

responded medlcation in their own house as an alternative source

for self-medication. 77.2 percent (44 poersons) responded,

searching other sources as an alternative for gelf -

medic%tion. T puercent

(4 persons) repponded even not to have any medication ae an

altefnative to pelf-medication. (Table 2.14.35)



Table: 2.14_03%

Besponaes of alterpativa pourcen of medication in
M.Gadi. P.Pokbari snd M cluster

M.Gadi P_Pokhari MP cluster
S/Hu  Alternative means Respondent Reop Resp Percent
1. Medicatling at the B 1 9 15.7B
house
2. Search olher 19 25 44 T7.19
source
3. Ho HMedicatlon - 4 4 _ T.01
4. Others - - - -
ToLtal - 2 30 57 100

Source : Field work

Reap = Reppondent



Conpulling ascucicy ag allernal ive asgurces
In the MP cluster oul of thoge responding Lo search other
pourcea, TtUV.7 porcent were to hooplital (41 persons). 10.3

percent (6 persons) were Lo elders and G.9 percent (4 persons

were to health post. (Table 2.15.36) '|

Table: 2.15.306

Luuau.LL.mu ppencles as wltarpative sourcepm ig
HoGadli, P.Pokhari & MP cluster

: : ] : | prepovion
: : M. Gadl ! P.Pokhari i HP ecluster |

S/Ho, Agency e e e — e — e [ PEr'CEN
: 'Ruﬂil Hot Rer’Ruup:HuL Roup, RespiNot Roap| Lage
\ Hoopital {20! 2 {21 - i 2&5’/} 70.7

2. s H.Post . =3 - I B = LR - - , 6.9
] L] L] ] 1 L] ] n

3. ! Vaidhyas | 1 ! - : : - y o kil - ;] 1.7
[ i 1 [ ] ¥ i (] (]

4. ! Shamane R - ¥ 1 3 - { a3} - ¢ 5.2
. : : Y H H : '

5. ! Dhami- H - = 1 - R = S e 4
! Jhankri L - - : ) : -

6. ' Othero S - I - 1 6 |} = ! 10.3
- {uld- r s] - : : : : ‘ '

'IuLal . e £ 2 v 30 = : 56 | 2 H

H.B : By duplicalion

. Source : Ficld wourk



gourced of getting medivalion
43,4 Percenlt of  the gself-medicabing }'s-"mpu_'l_r.i'.,im:i Fot thiir
medicatlon from drug-stere, 31 percent got from aghiamane, 24,0

percent from herbals and 7 percent from cothera. (Table 2.16.37)

Table :2.16.37

Sources of getting Medication in M.Gadl, FRQkhmj. & MP cluatler

' ) ] i Both ' :
i i [] i 1
S5/Hu) Sources of pgetting) M.Gadi! P.Pokhari! Village !Percentapo
- Madicatlon i Person) Perovon |Panchayat)
f i i i Persaon ||
. | Drupg-uvture s b | l 14 : 25 i 43.9
i L] I I I
1 i I I I
2. "Collecting Leaves,! 10 ! 4 ! 14 b 24.6
! OGraua & Herbd ! ] | 1
] ] [] I ]
P 1 ] : ] i
3. | Contacting shamang) B - i ; 18 H J1.6
i I I [ (]
1 i 1 i i
4. | Medicine after i - l = i T ' 7
. blowing wisdom i | i |
5. 1 Self preparing : - , - ! - : -
1 i 1 L] ]
i i ' | P 1
6. | Others ! g: ! 3 ! 4 ! 7.0
Total el H 33 ; 61 ;
Mote =~ By dupllication f.

Source: Fileld work



Londd bivig: Lol el uodne wediclag

Dut of 157 ° slek populalion cnly 57 were self-nodicating. 57
respeondents were  asked regarding the conditions of nobt uving
medicines. Oty of Lhem recponded as, nwt usiong mediclnss during
pick period. Three of them reaponded as, not using medicines
during evil eye/spirit. Rest of them (93.0 pUI‘CBILt]II'&-.--!-l}DndEJd a gl

"do not know". {Table 2.17.30.4a)

The doemrilo/oide effocls of bthe medicines to be upmed were not

known to 93 percent. Lws3 than 2 percent was knowlng slde effects

like vomiting, exacerbatlon of symptoms etc. (Table 2.17.208.b)




Table

S 7.4 (a)

Conditiona
HoGadi.

for nch woing Hedicines in
Pbokliari gnd HP cluster

s.Ho

1.

2.

L= R

-3

10.

1X.

Conditliono
Progasncy _
Attacinia
Pain
Muring day time
During certain daya

During particular
Limo

During oick time

Preovive ut certain
B, Wi

Frepence of cerLain
ML, WOl

Lge - old
young
children

[

Ton "t know
OLher evil splirit

Total -

M.Gadi P.lokharli HD cluster
Poroson DParaon Person Porcentajpe

1 e 1 170
25 28 £3 92.90

1 2 3 5.26
27 30 57 100

Sourc

w1 Fleld work



Table O

Demeritasside effects of Lthe Medicines Lo be
weied dn Mogadi P Peoklarci aond HP cluster

M. Gadi D .Pokhari MP cluster
S/He Slde-effuects Persoun Paroon Person Percentage
1. Vomiting 1 - 1 1.8
2. Useless 1f lagan
(evil-eye) - - - -
3. Useless If old
medicine - - - -
4. Bitter taste 1 - 1 1.0
5. Exacarbdtion
of symptoms - 1 1 1.8
6. -Eyu cuompl ication 1 1 1.8
T. Othero - - = -
B. Don L kiwwn 2% 28 53 93.0
Total 29 an Y 100
Source: Field work




Lonewasbion cf phe duucs
Tlie: self-medicat. i]lE“;

traditionsl and wodern

medicating: jopulation did
medicines they usged.
Pokha-§

the mediclne.

Table 2.10.39

Poople In Lhe

madicines. a3

One: person (1.0A0 rrcent )

(Yalalao @ 10

MP clustor warn

nol respond regarding the doses of

il

)

pervent of

in

taking boLh
the pelf-
Lhie

the  padam

concumed guarter dose Lecoauge of the lack of Lelielf 1in

Conswaption of Joscy in Hudlegbion dn MO, [P & MD clugter

o R M. Gadf D.Tukbarl B0 ohwoter
5/Hu Docs Peraon Poroson Peraon Percentapgoe
_i_ ﬁ;ii - .d_:_ E B d__fdm_ e T
2.8 Hall = £ -
3. Guaricr = 1 1 1.8
q. ol taken due Lo
Economle condition - = -
- Lachk of belief - 1 1 1.8
- Lack of
availabllity i . - =
= Do nol hnown o - 2 3.4
L 4l No response o - 53 93.0
mate o T8 m me | R
cource: Ficld work - P



Molliode o .In_J..'uJ.J-L-L_L-LL;: e dde Lo

The methods of propoving braditional medicines woere  varioun,
The rubbline inte the stones or iron was used by one (4.2
percent),

grrinding by 6 purwons (30,0 percent), making pioces by 4 perpons
(16.7 percent), disvolving in waler by 27.0 peraons (20.2
percent),  wrapplng by 2 persons (8.3 percent) and cooking and
bolling was used by 4 persons (16.7 percent). (Table 2.19.40 and

2:18)



Doze § ¥ethod of Preparations of Hedicises In M. Gadi, P. Fokkari & P Cluster

Table 2.15.40
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Table : 2,19
ﬁlutribullnn un Lhr practﬂu of medicine PIL}IIH(I gy

Hndicine Preparatlun Mo, nf
Hepaehold Parceatags

ﬂubbini ! {.1
Grindlag b 28,0
Pleces . { 161
ﬁisauivln: 7 .2
Wrapplng z 0.3

Cooking & Belling 4 167

Tnta! H 100

Source - Froe Lable 2,19, 40



Educational status of the sell -medicating populetion

The liLBruug rate by athnicity in Lhe P Clunter can be ocen from
Table 2.20.41. The illiteracy rvate of the woelf medicabing
population was higher among Tamang groups which was 43.9 percent
in the M.P. Cluster, followed by Dralmana (10.5 percent), Kami
(7.0 percent), Chhetrl and Magar each 3.5 percent and the others

like Newar, Gurung and Rai 1.8 percent each.

The highest literate percent was of Brahman which was 7.0 percent
of the total self medicating population fellowed by Tamang 3.5
percent - and HNewar 1.8 percent. The rest ethniec group had no

literate population.

The prevalance rate of self medicating population in illiterate
group was 37.3 and in the literate group it waas 16.3 (Table

2.20).



Table 2.20.41

Dducatipzal status by etheicity of self medicating population in M. Gadi, P Pokbari & N.P.Cluster
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Tabla : 2.20

Prevalence, rale ot Gl Popatal ton lo alliterobe proup
Az
o
—=-== X 1000 = 37.3 /00
1127
Prevalence rate of 5.M. lopulation in literate group
15
O
= w~---= X 1000 = 16.3 00
93

Table : 2.21

Distribution of S.M. Population by Educational status

Educational Self | No. welf  Total
Status HMedication ,Hedicatlon
U Illterate 42 (3.7) 1005 (96.3) 1127 (100)
Literale 15 (1.06) ’ 908 (98.4) 923 (100)
" Total 57 (2.8) 1993 (97.2) 2050 (100)

H.B. : Flgures in the parenbheals are percentage.
La ]

Source - FFrom Table 2_20_.41

2 .
x 0.05 for 1 d.f = B.27

It io aigniflcant i.c. therv o vignilicunt relallonohlpy  belwoon

educational status & self medication. 0.001 < P < 0.01

i h-.'-"" it



Providers
The previous chapter provided tLhe gencral sbtructure, typen,
practicee and general informallon about contacting health related

agencies during their seelf medicabtlng period.

In the MP cluster the self-medicating population contacted
various kinde of providers. There were total of 41 prnviderﬁ.

and all were male. They were as follows :



Table 3.1.42

5.Ho. Typon tidGt? pre H1?
Clusler Dercenlago
1. Traditicnnl Healers Lof4du. 8%y 16(39.0) a5 35.4
2. lodern drug sollers 2(4.49) 2 4.9
J. Communlty leader cum - |
Traditional Healer 2(4.9) 2 4.9 ,
4. Community Leador cum
Modern dirug osel ler Liz.qa; 1 2.4
5. Traditional Healsr cum
Modern Jdrug seller 17 4} 1 2.4

Total 21(%].3%) 200406.00%) 41

Source @ Field Worlk.

The above tuble shows that out of 41 providers 35 were (85.4

percent) broditional healders Qt.'?ir-.nltji--.%]1.1.’;!'.1'1, Jhavphuke,  Lama, |
Friecsito and all bhe apirihuﬁl voepranenlabives) in the MEP cluster.

The faith healera were- wmany in Lhe cluster which was becauve of
Lhe W TEALCOrY Lractices, percopiion by the tcople, accultured ;
from neighbourhood, « feelings and ublility due to froewe  porvice
except sowe ritual cost on the nows of god or goddess or Dovatas.

Whatever they provide during the practices, their appropriateness
is  another aspect. The appropriate or }nappropratmutmﬁ of tho
Ltherapy rrovided by traditional lhealera was reoponded by only 3
as ayprueruLu and Z inappropriate. The modern drug escller who
CowWele unly 2 [-1.9- porcent) reaponded Lhelr Lherapy as appropriale.,
The community leader cum traditional healer were only 2 (4.9

potcent) LlLE I'L-;:.-,'-I_.'{;I:Il.it:d ap - appropriate amd  Lhe othoer au

inapproprisle.  Talble 3.2.42



Tublw 3.2.43 Vrovidern reoponce an Shaeropy peos Lilod

Total
S.No. Type of Providers Approprlate inappropriate with percent
1. Traditional healers 3 . 2 5 (12.2)
*{Exorcists only)
4 Modern Drug seller p 2 (4.9)
3. Ayurvedic Drug seller | 1 {(2.4)
(traditional medlicine
providar)
4. Community leadaer cum 1 1 2 (4.9)
traditional healer
5. Community leader cum 1 1. (2.4)
modern drug seller
G. Traditional henlers 24 4 28 (68.3)
cum traditional
medicine providers
Ta Traditional medicine 2 2 (4.9)
cum modern medicine
providers
Total 34(82.9%) T (1T7.1%) 41 (100)

Source : Fleld Work.

The above table Ehﬂwﬂ.that there were meven typep of providers in
the MP ' cluster. The highest concentration was of Traditional
healers cum traditional medicine providers. They were 20 (00.3
percent of the total) who heal the shamanistic practices as well
ay provide the home wmade traditlonal medicines made of roots,
grassaes, leaVEQ, water, herbe and planta etc. They also provide

parts  from dead bodies of the animals, birdes ete. This was




followed by Traditional healer who wnly blows widom  oilblher Ly
thrilling Loy o wlbboul . Thleey ezt 4 ¢E2.0 Percoil), fol lowed
Ly modern Drup cellcuvis, comint ity leadera, braditional and modern

ﬁedicine providers. (Table 3.2.-13)

Providurs by Sex and Ethnicity
In the MNP cluster, Lhere weire 41 providers all  were male.
Ethni:ally Lhe  providera in Lhe MP clusierp were, (13 Brahmans
(23.3 pervent of tolal providersy, 4 Chhetris (9.8 percent) 21
Tamangs (51.2 percent) and the percentage of each other ethnie

group wag Z.4 pwercent (Table 3.3.44 )




Gadl,
Remarks

- - -

e T L L L L L Lk Lk Ty pap——

i 1
' i
! |
I }
1 ]
| |
! |
iy ] 1
xa 1 ]
[ o i i [ e e | =
! o !
— I 1] I “
v ] H (n | | i
| =t 1 M 8] - N = = - i
= I B i & W . W » & i
- ] ] ' {#+] o™ i o™ ™ % |
- ! o ! (] |
] i b | H
- ! - ! i
E ! G ;
iy I T L T R T g
- | i i
=, I = b i
£ “ - I 1
o SEEmss | Am s aEEmE s s Ss SE RS A S A fr e e mE = | ==
= 1 m PN, ] HEE
2 ] - P N = = - | -
i ] 1
: [} e _ |||||||||||||||||||||||||||||||||||| i '
- ‘2 <8 | 1
. O :
> I oml Q e me | ow s s e e S - HEE
i L = ! ! o
. I = [ & 9~ - = = e P e
] |- i ) i
I u m |||||| _ e EEEE s cmsms s e rr e .t e me —e = e = | ==
- ' O e _
_ (=" 1 i
> i L B B e L e L L L b L e — | =
= 1 = ' 1
by - k = 'R ] o R
— - H 1 - 1 9
I 1] | roacssseemm | cossas s —w se @E S = m - | ==
- -t H i 1
g ! I } -~
- g | i T |
= - 1
. - ; Q | e M 1
o) 1 [ i [ St I
=l ! e P E - - |
I R 9 -] oy o T I
o I o | § - 1= u = m x - & [
- | Ll | = o o) = ¥~ ) 4] ’
[¥3 1 £= - - - T - g5 = i
2 | S bk £ A4 @ 3 0 = & B |
o “ a1 u m LD X =Z O B @B o4 o h
I 1 i
: N i
_ 1 1
)
. | i
] 1 1

Tabla 3.3_44
P.Pokhari & MP
S.Ho.

Tota:
_Total

Source : Fleld Work

S ———



Table : 3.22
Pruviders by octhinledity
Ethniz grouy Providers Hon 'rovidars Totul

Tamang 21 1108 1130

Brahmin/Clihetri 16 B0 616

Hagar/Gurung,/Hewar 1 210 211
Kami Damal  Othera 3 9o 93
Total 41 2005 2050

Source ; From Table 2.3.44
i
Calculated value of 2 0.05 for 3 d.£. = 4.30
It iz insignificanc
i.e. There 1o no cigniflecant relavtionship Letween  providors
non-yroviders by elhiniclby.

s 02 « P o3,

T ——— A
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Table 3,23
CProvaicncs rable ol jeovidoros by ebthonlelby
el
Prevalence rate of providers lo Timang = —————- X 1009
1130
0
= 10.6 /00
} 16
Prevalence rate of providers in Brahmin/Chhetri = -—--————- X 1000
G156
L
= 2G6.0 /00
: 1
Prevalence rate of providers in Hagar/ Gurung = - ——=——=- X 1000
104
0
= 9.6 /00
Prevalence rate of providers In Newar =0
3
Prevalence rate of providers In Kaml/Damal/ Qthers = —-——- X 1000
93
0
= 32.3 /00

Source : from table 3.3.44

In the MP cluster all the providoetrs were above 21 years of age.
11 providers (26.8 percent) were between 56--60 years, 7 porsonec
betwoen 46-50 wyears (17.0 percont), 4 each providers were botween

36-40, 51-5YH and abovellO years of ape (Table 3.4.45 and 3.25)
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Pepelatioe by age of the providers ia M.Gadi, P.Podbari & MF cluster

Table 3.4.45
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fabis 3.4

Prevalence rate of providers in dilfereal age groups:

Prevalence rale of providers Z
0
In age group (2l - 25) = -—---X 1000 - 0.g J0o
05
J
[V
Y " . (N - 35} = —-aeeen 11000 = 32.3 ju0
2]
{
. i
LA [ ¥ E'\]ﬁ' = '“.IIJ - """I ]IJI:H] = {E_J )'Gﬂ
: 35
J
i o
" L i (41 - '!5} 2 eI 1000 - 6.9 Ao
64
7
H]
" L ¢ | 3] HE =4} } -] 14 - Mf? ,."'I}EI
T8
i
= 0
" Tl T, [5! = 55 _l iR I 1000 = ”11 A0
J6
11
G
Y ¥ i [5'5 - 60 ]' - -] 1000 - 130.7 _r”.”
73
J
o
" A . (61 - 65 ) = —--—-X 1000 = 86.2 /00
H
4 -
: 0
N i Fi fEE t j = ""'3'_"1 IGUU = HH,@ ,-"EIS‘
41

Sovrce : From table 3.4.45

™3
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Table .25

Blatriloablon of I'revidoroe by age group

Age group Providcia Ho. iresidecs Total
21 - 30 2 I 359
31 - 40 T 1441 108
41 - 50 10 122 142
51 - 60 . 15 943 109
el - 4+, T : T T
Total 41 M1 87T

Sourcs : Fron: Lable J.4.-150
(Since below L1 apge gruup, Lhoeoo i ao provider)
It iee highly significant
i
A 0.UH for 4 d.r. - 35.07

P < 0.udl



'rovidery

Ll

Marital SbLalus ol

unly-

all the provid=ra were

er

marrled. Out of 41

In the MP clyJL

3.5.46)

(Tal:le=

4 were (9.0 percenbl) widuwer.

Table 3.5.46

Pokharli

Marital Status ethnicity of the providers in M. Gadi, P.

& MP cluster

o ———

Marrie

MG PP} BOTH

Soparate

L] L]
L} ]

Ethnicity

5.Ho.

— i — e o o e o e e o S o S

- e

e T E L L T T e e ———

m

R

e R e R R R e

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

s —

a7,

118719

Total

Field work.

Cource



Educationg] abatue of Lhe Lrovideres

The literscy rate in Lhe My vliteber of Lhoe troviders 10 (43.9
Percent) ware illiterate and the rest of providers were literals

(Table. 3.86.47 and 3.26)

Ethnically, the il1literate providera in the HP cluster were 10
Tamangs followed by 3 Urabmang, 2 Chhetrios  and one cach wag
Rai, and Kami. Ths literate providery were 11 Tamange, 0§ Drahmang

and one each was chhetri and magar ( Table 3.6.47)




I

dle - 3607

Bducallonal Siatus by bibolclty of ke grovldirs is B. Gzii,
P. Pokharl & KP Clustes
Bithule groups

Educatlonal | DRAHMIN CRHETRI | TAMANG |  KAGAR | . GURUSG DRI [AMAL | OTHERS TOTAL

'
i
fo.} Status NP Both} N'P"Both | HP"Both } N° P'Belh

Newar | " “Both [H'P"Doth [M'F"Both M'P°Both} Percentage

ILLITIRATE 21 3 11 2 460 - - - L =iy
LITIRiTE 6§62 B8 1- 1 6511 11 - -

DALY SCROOL
ADMITTID

BELOW CLASS FIVE 1-1 R |
PRIMAKY PASSED

SECONDARY PASSED 11

IITIR PASSID

BACELOR PASSED

EASTER FASSED

. SCBOLAR BT SELF

18 (43.91)
- - 20 (8.8

-

2 (4.91)

L (2.47)

Sﬂﬂl'l:i; - Fleld worl.



Table - 3.28

Pt eibgbions ol ja sl e b o0 ok b ptug

Educatirogal slatws Prowviders. Hon vroviders . Tot

1111terate 18 (1.6) 1109 (98.4) 1127 (100)

Literats 23 (2.5) 400 (97.5) 923 (100)

Total - 41 (2.0} 2003 (543.0) 2000 (100)
x

Source - From table 32.6.47.
Calculated value of - x 0.05 for 1 d.f = 2.07
So 1t 18 ineigniflicant

o.l< p <« 0.2



Frovidere views cn eelf-care practicen

The providers in Lhe HP cluclber wers: owboed whelhoer only the poor,
or rilch and poor, or literate, illliterate, all of the above
practiced zelf-umedication. But tlie anower from providers were as
follows: 36 providers replied (87.8 percent) all the rich, poor
literate, 1lliterate used to contacl Lhem for theilr treatment.
Only 5 providers (12.2 percent) replied that the poor practiced
ﬂeif medication, 4 had the view that only 1lliterate had
contacted Lhem bﬁt only one providers had sald the rich did
contact him. Thus there was duplication in reply ;htalned.

(Table 3.7.48)

The table shows that there is a strong attachment of culture with
medication. People, who are rich and can afford financial
expenaes on wodern moedication also.do’ self-care due to the
hereditory practices, other norms, values, attitude, behaviour,
religlbus, rituals, and soclo-economic causen. They have Ffalth
-in the practlices whlch are exipted ab Lhulr suclety and whlich are

practleing et thelr villoages, snd homo nelghbouro.



| 1

Tﬂb] i 2.0 A0

Providers view on oclf-medicabion io L Geald, #. Pokharl & MP Cluaoter

e e T e [ e T e e |

Respondents [No roopondent | -
MG Heth! MO PR CBoth) Total | Porcoenbag

[ .

S/No. | Self-medication by

—— s v A S aE e e e - SR - . P e e - e e -

1% Iich 1 . 1 1 2.4 Ji
2. Poor 4 i b 5 12.2 l
3. Rich & Poor % o ' . -

q. Literate - - - - -

6. Literate & 111it - - - - -
erate k

T All above 17 19 36 a0 07l

5. Illiterato 4 - q 4 - 0.8
|
8. OLthors i = e = -

Total - 26 20 48 d8

H.B. : By duplication

Source: Fiaid work

i
£ -J‘.

aa



Providers viow on l“n_—u! of veli-gures I:JJ,.lI Lhivm aned l]mlp Familles.

In Lhe HI" clustor » Tabde D 0.0 s, 17 previderas had

contacted druyg osture Lor Lhum or Lor Chelr Pamily wembers, 49

providereg .{ due Lo duplicatlon )} had conlacled ohamans. J0 S

providers ( due-to duplicailon ) had contacted herbals.

Table - 3.8.49

PROVIDERS VIEW . ON THE TYPES OF OELIY CARE BY 'IHLII J'EHD TD THEIR FAMILIES.

i Respondunts |Non reopondent) ' .
5/No., Typesa ol Self care | MG | PP !Both) MG | PP !Both! Total !Hemarke
1. Ccontacling D. store 4 .6 120 |
2. Dr’s Service - - -

3. Shamans 21 22 433
A. Prieat 4 s A
S. Eldero o - N
6. Others (herbala) 20 10 30
_-.-__-_..I.';.i.;I..:-_,_-..,_- ,__u:l;juaﬂ.. -_a;.* e S S

N.B. by #* dupllcation

Source :- Field work.



Caein ol popithar iy ol N dnwrldor

In the MP cluster, providers wero ackoed cluul Ghe gauses of their

popularity and services,  Theroe we ce o 9ix canses doscribed  for
their popularity. 38 provideru view on populavity  of  thoelr
servicens was both effeollive and prompt cure. 4 providers gave the
reaoon for thelr popularity as people’s faitb, 24 providers had

opinioun of thir cheap treatmenl ao the cauwoe of popularily.

Table - 3.9.50

Causou of popularity of providers in M. Gadi P. pokhoi & MP cluster.

Ll

! ! Leuponded !Non Respondent! i
5/Ho.} Cause of popularity | MG | PP [Both] HME | PP {Doth! Toktal |Remarks
h [ffective & curs 21 17 3a .
(92.7%)
2. Feaple®s faith - -4 4
(9.0%)
3. Cheap 15 5 24
(Ga.5X)
; L
4. Modern trend - 2 P
(4.9%)
5. ~ Save time 1 - 1
(2.4%)
B. Eapily avalilable 1 - 1
(2.4%) |
____________________________________________________________________________________________ |
Total - 38 3z 7O J

N.B. by duplication.

Source :—- Fleld work.



Providers view on Lhe  problems ariviog In

eellf medicat ion Practicog

~

In the MP cluster the providers e noked  quostlions regarding
their services and problems cceuring with gelf-medication. 37
providera (90.4 Percent) repliced as having no problem. Only on
replied that he encountered drug reaction.  And one replied that

the disease was not provmptly cured.

Table - '3.10.51

Problems arising in practicing gelf medication in
M. Gadi, P. Pokhari & Mp Cliunter.

. || PI"I‘J‘:’j.dt:l‘L-l
FProblem i MG | PP ! Botl,

S/No Purcent Hemark
W emessmai R 8 a7 eod |
2 Drug reaction - ! 1 2.4

3. No prompt cure 1 - 1 2.4

4. Complications of - 1 . | 2.4

serious dlseage '
9. Hay huve puas 1 - 1 2.4
: formalion.
______ PR o1 20 g = dobh. | g =

Source = Field worl .



Providers view on the approprialome ss of sell epdicabion

In the MP cluubler, J4 jroviders had view Lhat the practices  thoy
were providing wete aiypropriate. They Juiliiicd appropriatencos
as having no dissatisfoction frow patiente, cure and no relapse
withing certain period. But 7 providers ( 17 percant ) described
:their seyotem inappropriate due to relajpoe and non-sclentific

approach. ( Table 3.11.52 )

Table - 3.11.52

Frovidere wview on the appropriatenepgs of self medicuetion
in M. Gadi P. Pokharl & MP cluster.

R A —

\ : ' Providers ! -
S.Ho.| Response of Providers | MG | FP |Doth)Porcentague] Remarko
1. Appropriate 19 15 + 34 83
e Not appropriate 2 5 7 17
Total - 21 20 41 100

o —— T — T S B S e e i B A S . . e e i B TR e T P N

Source :— Field work.



et hoda of colleetinge arsd rrepaving Modlelnes

In Lthe MP clustcer ( Table 3.12.53 ), Lthere weros different wayo of
collecting, preparing and applyinge medicines by the providers. 26
providers ( G3.4 percenl } collected leaves, 19 providers j 40.3
percent ) collected roota, 2 ﬁﬂllucted bark and 3 collected
unknown confidentlal itLem. Most of the iitems were collected from
the forest. Most of the collected items wore refined by grinding
and Jdlesolving. These preparationns were applied locally or

orally.



Tat:l-

S.lo.

B e e Uy ——

]K

- J.12.03

Huelthodue ol col lecting, oy oo g aaped

H.G., -FI' & IIP clu.:ler.,

1 Typus
wwllected Items
Leaves

Rowte.

Graasa

Bark

. Others

él.
b
t

el

Collection Places

s

. Own fleld
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Table : 3.13.54

Reerondents

S/NH Condition M.Gadi P.Pokhari
1. Pregnancy X X 1 X
2. Anaemia x X X - X
3. Pain X - - X
4. During day/time 1 X 2 X
5. During certain day 11 X 16 X
6. During particular 3 X 4 X
time

T During sick period 6 X 9 X

8. During recovery - X - X
period

8. Presence of certaln - X - X
man/woman

10. Age-01d - X - X

Youth - X - X

Children - - - -

Others 2 6
Total - 23 X 38 X

v S o o o o o . T S T B S i e . S B B B T o s S

N.B.: By duplicatlion

Source: Field Work.




Non-interviewed Providers in Lhe clusler
Besides 41 providers, Lhere were ollwrs informed by theoe
pr:.-vl-.!t:t::._t, Theve wera 31 other providess:. Out of Lhe 31 providers

Lhere were 2 Health Assisgbanta ( 4.9 percent ) and 27 Excorcists.

( Table 3.14.55 )

Table : 3.14.50
HUMBER QF NON-INTERVISWED PROVIDERS IN M. GADI & D.IPOEKHARI

e mm o mm m e m e e e | o e o e e e o . s s e e s T s e b e e, i

No.of providers
S/N Type of Providers M.Gadl I'.Pokhari Both VP

i . e i s R o o o i i O TN B o . . T T N T S s S s M S T Y G e s . T B

f = Doctors/ H.A - 2 2 (4.9%)
2. Community health
Leader - 1 1 (2.4%)
3 Sudeni - - -
4 Vaidya - -
5 Dhami/Jhankri 16 il 27 (65.9%)
(Exorclet)
6. Pricst - - -
7. Shamnaneg 1 - 1 (2.4%)
a8 Others
Total 17 13 31



Dictance of altornelisy arcoacies
Table J3.15.56 shuws diffarent contacting apgenciss by
provitders/families in case of not getting relief/cure. 40

providers/families contacted hospital situated at hure than 4
(Kilometeres distance. 25 providers/families contacted health

post pituated at 1 - 2 Kilomeblers distance.



Table - 3.15.56

Rzpe of alierpative agescy sad jfe distenca fs ¥, G2, P, Pabhar? & WP Cluziop

CisSTLICY (M)
. Fersezs Contacting
i Nzee pf | Loz agszoy Toe-1 . 1-
' Baezey P RLGLI PP ! Both (M5! PP BothING.) PP ) EtMNG.:

poe e a

1. =% BFss i
2, " BAITIES 43 q 3 4 23 1 o

3. Bl

i

2437 25 3 19 2 2 2 : 53,7
R S

-

5. SEiNAK AW

otk - g8 3 i 3 ] El 2

Scarce : Field Work.

— gl



Table 3.18.57

a/H Local Mame of the Medicing
L. Madhu Jara
2. Chiraito
Shankhekira

Medicines used ( Providers )

Sal Machha
Kasturi

Jethi Madhu
Dumsi ko Dara
Sete Jara

Gaida Ko Darha
Rudraksha

BaJ Danga

Tama & Pathar
Gaida Ko Chhala
Machha

Jaringo

Gaida

Banel

Machha Ko Thutuno

Kasturl Bhutla

Dotanical Nama



Antibiotics/capsules
Sulpha Guanidine/Hediguln
5 EMT dropse atc.

*

1. Tonice

2. T

d. ATE

4, Cough oyrup
5. FParacetamol
6.

T

8

Chronls diseapes - Sufferings, diaenogls aod Lreatment by thea
Eroviders-

In the MP ¢luster ( Table 3.17_.50 ) people wﬁre guffering from
various chronic disgeapes such ap skin, tuberculosis, asthma and
hyperacidity. There was one patient under each disease. The skin
dipeasse was diagnooed for aboul. 2 vears by the modern medieal
doctor hnd patient was getting mediclne from him. Similarly
_ tuberculosis was diagnosed for wbout 4 - 5 years by the modern

medical doctor and patlent was taking medliecine from hlm.

Asthma also wago diagnosed for about 4 - 5 years by the modern
medical doctor and the patient was pgebting treatment  from him.
Thera wap one case of hyperacidity diagnosed _by traditional

healer but getting treatment Lfrom modern drug storo.

No kit-box was.found in any providers house.
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Referral and consultation by the Provider

In the MP cluster, 40 rroviders ( 97.6 percent ) had no
consultation with others during celf-medication. Only one
provid:er used to consult frequently with others ( health

ageistant ).

Euﬂ they wused Lo refer cases to different places, 1if not
relieved/cured. 29 providers in the MP cluster ( 70.8 percent )
-had referred btu Lhe modern hospital, 19 providers (486.3 percent )
had referred to modern medicline practitioner and 2 providers (
4.8 percent) referred to the traditional experts. 4 providers did

not refer to any-one. The referal wap mainly wverbal. ( Table

355 0.

16 providers advised not to take olly and hot edlbles, drinks. 5

providere advised not to eat meat and fishes etc. (Table d.28).

Thue the providers in the MP clusler had good practice. They wore
providing services by themselves a8 well as consulting wlth
othera. They were also referring Lo the related agencies. They

had impression from people, and also guod status and prestige.

BT )



Tabla : 3.17.589

Referral and consultation by the providers In Mo EﬂdLL ES

Pokhari &IME cluster

Remarks

. Resondents
S/N | Statement ' M | P | Both | No response
1. Conepultation with

other during self

madicatlion

a. Each Time

b. Frequently 1 1

c. 1If neceassary

d. Ho consultation 21 19 40
2. With -

a. Modorn Doctor o 1

& H.A.

b. Traditional healer

c. Drug storse

d. Drug Peddlers

e. Others. )




If not cured they
referred to -

a. Hospital ¥ =12 29 .

b. Other Hodern - 19 19
prachitiovner

c. Traditional

axparb 2 - 2

By a. Verbal - 19 19

b. Written
- & Ho referal 3 1 4
B Advice to the

patient during

therapy

a. YES 22 11 33

b. NO - i 1

Source : Field Work

Table: 3.27
DiatributiDE of providers by referral
Consultation
Respondent

S/N Statement (Providers) Percent
= Consultation with other

Period

a. Each time = =

b. Frequently 1 2.4

c. If necegsary = -

d. No consultation 40 _ 97.8

‘Toter - 4 100

o op o
£ :',h




“H

a. Hodern doclor™s or HA 1 2.4

f. Ho response 40 a7.a6

B e e e e el e ek i ——

N S T T T S S T R G BRSNS . S e S ol e S S T i e i e S S i .

Source - From Table 3.17.59

Table : 3.28
Advieged provide by providers

Advise to patient during

therapy. No.of Providers Percent
Don’t eal oily & hot food  16. 39.0
Wine, llquor a T
Don“t eat meat & fishes 5 }12.2
As per dosage form 2 A
Not to use Cow’s milk 4 9.8
Don“t touch goat 2 4.9
Use Amulet 1 2.4
Others ¢ " 3 7.3
No response 5 12.2
“Potsl - 1 oot 100

L ————————

Source — From Table 3.17.59




COHCLULION

The chaplboers (rom Iptroducblion Lo peov bdreg prrovide Lhe tolal ol
very amportanl Lindings on diflerest oot in Hepal, Chrneral
atructure of the nation, health status of Nepalese people,

govermmental, non-governmental, people’s participatory progiaims:s

in health otatus and flelds are briefly stated herewllbh.

Mepal is the country which o situated on the olopes of llimalayan
and covercd by two big countries Tibet, China in ths north  and
India in the east, wesat and scath.  Hepal has 17,9 million
population among which 9.2 million are males and 8.7 are fomal e
i.e. 51.5 percent. male and 48.4 percent female wilth the sex ratlo
105.3  jper 100 fomale. The populalion Ly Lhoe year 2000 ALD. im
projecbted  to aboul 2301 millicen of which 12,0 wmillion (L1.H
porccenul  mase and 11.1 (48.2 percent) female. The denaity of
population 18 122.2G. The annual populalion growbh rate s 2.0
percent. B34 percent populatlon is ¢ - 14 yearoe apge  group mrnd
5.3 percent above 069 years dependent population. 7.7 percent
vopulation ie in the urban and 92.3 percent in the rural areas.

Per hazbtore of arable land ie bH.G.

There are 96 hospltals with 4153 bLeds. The crude E:i.rth. rate per
1000 1w 41.6, crude death rate per 1000 is 14.05, IMR per 1000 ie
1053, H.HIE per 1000 io 8.5, life expectalion at birth 1s 53 years
(54.4 for male and 51.6 for female). Total fertility rate io hH.B2,
completed family size 1la 5.8, grous reproduction rate is 2.8 and

Net reproductlon rate is 2. GHP per caplita ls Ubp 160.



The ratio belwoen hospilal and popualolion 1o 12100292, hosplbsd
beds and pupu{abiuu ion 1-4163, Ltotal dochkors and  population 18
1:19691, HHG doclors and population s 1:22Y74, health volunloerp
and pupulalicon is 1:3787. The same raltio is applicable in the

Makawanpur diptrict (study district).

MP cluster (includes MGP i.e. Makawanpur gadil panchayat and PPP
i{.e. Padma Poukhari Panchayat clusters) has the population of 2050
with 319 households and 9 ethnic groups. Among the ethnic groups

the majority of population belongs to Tamang group.

Ten poercent of ethnie groups, households and  population ware
taken into sample by uzsing random nuwmbers after collecling the

data from the regpective sources.

138 households in the MGP, and 181 in the PPP (319 total), with
the porpulation of 8868 (437 males and 449 femalos) in the MGP  and
1164 /589 males and 57% females) in Lhe PP conobtltuled  the MP-

cluster.

In tha HF cluster there were 157 (7.7 percent of the total
population) sick population and 57 (2.8 percent of the tolal
population and 36.3 percent of the total sick population) welf-

medicatling population.

There was 55 percent totally 1lliterate and 6.8 percent sachool
admitted but llliterate population. It means MP cluster had 61.8

percent illlterate and 38.2 literate poupulation.

Agriculture and anlmal husbandary were found to be major
occupat liona. Vary., few woro associated In the busineoss  sector.
2
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33.9 percent people were living in Lhe  came  villageshouseholds
from Ll wvers ¥ lepinngdng . Meopde who woros Glode for more Lhian 1S
daya ware 03 (02,9 percent of the Lolal gich population) and  Ghe
reat  woere within 15 daye. There were 200 (02,7 percent) nuclear
familiea and 116 extoended fomllics. There weoere 55.7  percent
Buddhist religious group and 44.3 percent were Hindus. The houoen
in the cluater were mostly made of straw, poor wood, poor
ventilated anfl which needed to be repalred. 1.8 percent houses
were made of dung, 15.7 percent only of mud and 3.1 percent was
cement plastered. The housea were moatly Beif owned (99.2
percent), L0_.1 percent of total houschold haa 4 - 6 poroono.  The
gources ol light in the houses were mainly silver lamp and hardly
electrlcity. The sources of water was unoafle well (4.0 percent)
and people using bthis water had 54.08 percent sick poupulatlon.
83.4 percent péuple waed open latrine in near by forest and thelr

olech population was 87 .49 percent.

Host of the people were poor. The awverage family had 6.4 membero.
The maximuwn monthly im.:u_':lme of more Lhan YOO Ila. was  earned by
20.7 vercenit and 3.1 percent had income below Re 100. Less  than
one bighas of own land was poscessed by 137 households, 1-5
bighas of own land was possevsed by 100 houscholdo, and only one

houpehold had more than % bighas ot land. Only 5 households  Lhad

kit-box containing traditional and o wmodorn medicine.

There were %71 houscholds (16.06 percent of the total households)
with 361 population (17.86 percent of the Lotal population) which

had 157 slck population (43.5 percent of  Lhe tobal sleck'ms

25



hougeho Ll Pepulation). Among: 1407 vily U (2T in the [ 2

Lhe I'UE L e, 2.n Ptrcenl of Lho Lobal bl ol fon, 3G.3 pereoil

the Losal ik Fepulablion) wepe gelr meodicoling,  Dolf LR RRL

Bopuloal bun fnclude D20 pecreent Mg, N1 pesrocnd O

family, and 0.8 Fercent Kemi-Damad famg ly. It was  also {o

Practiaing in olher communiticu. Thore wepa 2 -miales  and

femalen B9 percent and 49.1 puorcenty ualf — medicaling,
k ) H

Yearu e group was moolly Tound practived (24.6 percey
followaed by  20-24  yearos (10.4 Ivroeent.),  obhep

e g

ropulation had similar sel F-medication PraclLices. Self-medicati

Population wag migrat-d within district but from spergl

villagen:a, There wore 32 (566.1 percent) vebtled ulnee 20 yoeops

and 11 (19.3 Porcent) between 15-20 ¥ears and the rest below

yearo. There were 10 (31.05 Percaut)  pel f-medicating ropulatig

suffering for 2-61 weslks and 20 (449.1 percenl) were sufforing fo

0-2 weeks., 35.1 percent of the 1-_1{:]I.'--mt:dic:r_u;irapj ropulation  wat

suffer:ng  from diarrhoea: 12.% rercent, {rom dymsn!,._;ry,

8.4

Porcent from vomiting, 42.1 percent from fover, 12.3 rercent Lo

cough and 5.3 percent ftrom joinbt jain.

Self medication was obtained from various gources elther aingl

or in duplication. 40.3 percent contacted medern drug aellera,

26.6 percoent contacted roolts and tradltlionad medicine  and 40,3

rercent conbacted shamans/priecats. 45 persona (78.9 Percent) wore

not rscovered and rest got recovered within 14 daya. They wera

involved in the self-medication practicos due Lo  their faitha.

There was no aeffect on work during asick Lime (13.1 percent), 24.@

percent was partially affected and 26.0

percont  waus  totally



affecled. Huwnuhr, Intormabion on sell wedicablon was recelved by
24.1 percent [rom shop-keepers (dJdrog ohop-. klrana  shop), 29.3
prercent  from Dhami/ Jlnkeias, 19,0 perevnt eem [elends, 2204
percent pelf known, and. 5.2 percent frem others (eldera,
experienced, previous uescr). The hnowledpge of self moedicalion of
the self -known was obtained Ly 76.9 percent from others and 23,1
wang pelf-studied. Out of thise only 33,5 percent shared Lhelr
knowledge to obthers. Delf-wedicali-m was  pracliced by H.3
percent  becauase of total belief, BZ.4 pﬂruuut prachiscd becauooe
they were bhuopcful and 12.3 jercont were procticing due to no
oLther option. The alternalblves for ocell wmedicabion wag  reporbed
by 77.2 percenl Lo scarch olher services and 7.0 percent not
practicing any medicatlon. The obLher spervices included 7TO.T
percent hooplital, 6.9 percenbt health pootk and Lhe rest to othor
traditional provides. 97 purcent of soelf-medicating populallon
did nobt knuw the conditicen when not Lo ud; the practlce/medicine
and 5.3 percent knew Lhat lIH_!t]j.CdLiﬂlli shonld not be upe:d during
evil apirit. The harmful effects of velf-medicallon was not known
to 93.0 percent but each 1.6 percent knew harmful effects like
vomlting, cxacerbation of symptomo e¢tc. The monthly wexpenditure:
on medication wag 0-50 Ro, for 72,0 percent, and H0-100 Re for

15.80 percent, and Ros 301 for 5.3 percenk, So the expendilure wao

noel higher and it might be promobling velf-medical.lon.,

People were lnvolved in cell medicallon because ol low  llteracy

rate, »2oor economy, loack of health facilities elc.

There were many tyvpes of providers and Lhey can broeadly divided

-

into three categories:

44



I. Modern modicine providers, dJdocboro, poaramedicals,  Hurae

drug retallecs and obhers,

ii. Tradltional medicine providea, Vaidhyas, Kabirad an
athers,
iii. Healers = Dhami-Jhankria, Shawanwg, Frieats, Laman,

aatrologers, and others,

Total number of providers were 41 and Lhese were 4.9 perce

modern drug providers, 12.2 percenl  cxorcists  (healers), 2.

percent Ayurvedic medicine providers, 4.9 percent comnunlt
leadera arnl Lhe rest.  wore midsedd prufeﬂuiunﬁliﬁtn T
practitlonera. ILthnically, there wore 29.3 porcent DBralimin, 9.k
percent  Chhetris, 51.2 percent Tamang and 9.6 percenl. were o
other elhnic groups. The age proup of providers were bebweoen 50
60 years (26,8 percent), 4A6-50 years (17.0 joreent), and the
other age groups had less than 10,0 percent. All the provider
were married but 4 were wiﬁdaw&r‘ 13.92 percent provides were
totally illiterale, and the rest wers literate. 07.0 percenl
providen expresved Lhﬂiﬁ view Lhatlt rich, poor, literate and
1lliterate practiced the self-medicaticn. The reasons for thelr

popularily was described as effeclivencos and cure (92.7 percenl

respondent ), cheap (58.5 percent}). Thelr view on problems during

sell medicaltion was withoul any prolldem by 90.4 percent, only 2.4

rercoens responded as having Jdrug reacbiong. Providers were ol the |
. |
view that Lheir mulhods for selfl-medicabion was appropriate (83.00

percent) omd only 17 percent described as not  appropriste.  The

medicineas which they were using included leaves (63,4 prercent),




rootas, gracocoe cle were Q6.3 jorcant cach. Tess wero ol lected
frem Ul tureol (YU 0 poercenl ) cned pecpared Ly o pelndiong (7J.01
percenb ). Tholbe oo which Lhey wero provicodbne wero probibbl bind Lo
use durlng cvertain days (6L.0 peircent), during sick time (3G.6
percent), dJurling particular Lime 17.1 percent. Deosidews, 41
providers {Z percvent of the Lobtal gopulation, 6.1 porcent of Lhe
t.Dt'.al- mick population and ?l..;? percent of  the 1‘.-1-!‘.‘.'.!..f'lzmdlﬂfll-it§f_:
pepulat.jon}? there were 31 other providers in Lhe same or

neighbouring villages of which 27 wore Dhami-Jhankrln. They could

not be contacted during whole stuly period.
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ALLENDIX - E'_UEHTIOJIHﬂlRE... L Tramolatod from Hupalld Vep

From Ho . 1

'Queat'immair-e fop :iemr_}graphic informat ion of the ag

IDpred el Loy

Date - ':.__q_____'_.__d_.'_.__‘.’__:'

Panchayat ... . . . Waked M. cones Villaga. . 8

1. Name of the head of NOUSHEOTRE om0 e sons Ago

Cante. _ .
Rellgion

<. Name of Lhe HRRORABRE st ey,

Ao
S.Ho

Helatiounhjp with the head of the housechold.

------------



3. Tanily description

5.1 Tame - 5ex] Yge MarltaliOccupation) B4 (Reaideace | Blstory of any:Sioce ! Ia be/she :
! v ibelaw EyrsRbove Syes)Status ! y atatua | vIllness withia | iself-pedicating 7
' i lie meath} : i ! ! Mhyo geeks, [ J :
' b | | i : 4 's0 what hag ! | :
! b " I : : ' \hagpened. | I :
] [} L] i 1 i ] ] i ] i r
i i 1 ] ) i 1 " 1 1 i i
1 1 i 1 1 ] i ] ] i ] 1 )
S R | [l i ¥ 1 1 i i 1 i !
i I ] i ] [ 1 ¥ ] 1 ' |
i 1 1 1 [} ] 1 ] (] i ] 1
& T o h ' i H | : : : i
1 1 P 1 I ] 1) i 1 [] L) 1
1 [ ] i (] i b i il B B [ i
5 | 1 1 i 3 v [ i ] ] [} i
M i (] i ] 1 [ ] i I I I i
1 1 I i ] b ) ] ] i ] 1
i ] i [ 1 i [ i i 1 [} [
" i ] ] ] 1 1 I i i I i ]
i ] 1 I 1 1 1 ] 1 I 1 ]
1 ' 1 ] 1 1 v 1 | 1 1 ¥
[ ] [} i i 1 i i [} i i ] 1
5 0 [] i ] i i I [) ] i I I
. [ ¥ ] i i 1 1 ] 1 ] i I
] 1 1 | i I i ] | I i i
i I 1 i i i i 3 1] ] i i
14 i i i I i i i ¥ 1 i i I
o i i [} i L] L) 1 I [} L) ] i
Rote o { @} Marital Status ; | = Coearrled, 2 = Marsied, 3 = Widw/¥idower, 4 = Seperated.
{ 1f } Bdesatfopal States @ 0 = Qlliterate, 1 = Jaly litarate, 2 = Only Sehool gdzitiad,
3z Below Voclazsg, 4 = Prizary Passed, § - Sacondar pazaed, § = Jatsrmed!ste pazzad
T = Bachelor pegsad [ graduate }, 8 = Post gradueted, 9 = self - Stadied Soholar.
{ 110 ) Recidesce @ 1 = Living in the villages, 2 = Living outzide the ccumtry, 3 = Living ia other rlazes.



4: Quwing/Heallh lefryetoaclure

b} Roof B! ¥all ) Flaor
Straw Straw, Hud Cmiy Mud
Tin, Tile, Gtons Faw brick, Smoked Brick lung, Cempnied, other

Flastered (R2C,ECC)H (Unplastered/Flasterad
others Half plastered/Out/ln

plastered.) othera:

fow many sterles §

F) Duration of bouse made : Tear ............ Pl e

F) Ko, of Booms : Row many ooveininnnnnnnn. , Heasurement of the room
(a] Biggest
(b) Gmallest
G) Repairiog conditicn : Roof, Floor, Wall, ¥indow/door, Whole howe
(Note:- 1 = Good , 2 = Fair, 3 = Foor)
) Family members of that house : Bow pany liviag together ... .. ...
1) Owoership of the bouse @ Ows, reated, Own and givea on real,
Given oo rent and Ilving outzide others’
heuse on reat.
11 Blecteicity : TesfMe - 1f eot - sources of light, lamp/
lanternfothers. ... ... ...

I) Cogking Soorcea : Wood/Rerosene/Electricity/

L) Sources :f drinking water: Protected lapfunprotected tap/ Prolacled
vell/riverf well only/ others. .

¥} Distance ( In EN ) for waler somrce ......cooiiiiiiiniiiiieiinns




B) Tree of waler powrce ... ....covnnn.. ) Owa/public,
b) If dried, allernalive
sources of waler .........
0) Latrios Places : {a) Azywhere, (b) Very near Lo forest, Latelnoe
wade by then/others...........
F) If latrize, its place (a) Inside the bossze, (b} Outsid= the hoses
[c] Sewerage [d) Mo eewerage

{e) distance to reach to latrice in IN or

Q) Trpee of lateloe : (a) Sanlted, [B) Not sanited, [c] Floor with
Stone, (d) SHightly Migh wp, [e] Sulaw

{f) Others ....covv.....

§. Incoms desceiption
() Sabsletisg weaer of economy -(a) yearly average lecome in

(a} Brala (Maeed or Iz )
[b) Cash (Be.)..........
(b} Sebsidiary wesns of econsay :

[a] Tearly income i3 cash/Rled.



L. tritaictathil g oof land : () Wit eener, baned Sopmany g uuL!n-:;Lfe;I:xn| £l
(a) Ownoreship of land in Katha......._ .. ... J
(b} Hain crops/productions ............... % 3
(e} Animal huabandry - Yes/MNHo, if yes glve n

& number: (oo o 000

7. If there is herbal rroduction:

Name of the herbo . Arva of cropping
- ( Digha,/Ropani )

S.N

i
i
1
¥
[
i
1
(]
]
r
I
Ll
n
¥
i
I
I
L
1
L]
L}
i
b
i
L]
i
L
i

B. Have yvou Kit-Box 7 YoBINE. v
( if yes, fill up the form no 3 )}

9. Ir sicﬁ. - Places for Primary Contact :......_..._.... . .0



L

Form Ho., 2

beite i L b1t vl dewr ool meddical baas kb1 G
Dl s
Panchayalb ... ... .-cvaex- Ward ' Mo: sowwsusm ‘Hlla-fl-:n ...............
e Bl eenmsessssess
Hame of Lhe Renpondenb. ... ..ccoenoaenan.s R Ao opaeesas ;
1) Where waa your orlginal house 7 (Dint. .. .. coaPanohinyob corss e s )
when are you pettled here ? (Year .......ccvecencccnnnns )}

2) When did you feel sick at last 7 (the lalest sickness).

b QT 1 I [or] o #] | R e e e sozen DI AN ey braroe s snane .
3 Ia your opinloen, what were the majer saymptoms 7

a) L) c) il
1) Did you get Lreatmenl or was cured without treatwent 7

) IT you nad uped any madication, what waas Lhe source of Lhooe

medication and how did you get !
13} Heow many days wers you olek 7
a) From the onset of Lhe A LM i, o e it e e P
by From Lhe commencement of therapy¥ .. ..c-0-ca--a PR e
Ty Could ‘you work durlng sick period 7 Yea/No
What was type of loss 7 (Financial or other lopo.....o.oono-. . )

) Who gave you informabion about thowse medicines 7
Ghop-hkeepor, Ixoreist,/Chamana, Frienda eote or wore you woelf
known 7))

9) If you were oolf-known, where did yvou geb  Lhe information

FEREE ) rosrsmusnen s it v i soves et s sy TR e SATS SRS

i



19) Whial, wan Ul HVORTARY eXpeniieg Cor N TRTRT K TR R ITEIT

FLY Wit s [ FTL I BT el i

R S T R Er RISV LS FYLEN N FTE m-.--lff:j:

1.1y b Yot L Lioa Lhat o mesd b wall e 1 PYE I I T o T

4) Toetal bLelief, b)) Hopeful,

c) Ho hape but no ol o,
13, I{ thixg medicine is not helpful what will you do / yé
a. medication at Lhe howse b, nearch other alterna Eive
4. If you have ‘had Lo oLher source, whore Jdid/do Yuu conlbact

HLJ:_u.-J_Lal,f ii-.-n]l.r-.ps_'mt/ vaidhya,s e I-‘._c_-u-;:jj-f_x Frhiamd Jhan

oLhep

15, Now did/go you get your medicine
Buying from drug store
CollecLing rocts/erbals,
f?ul-m..n:.l_img !Jl:LlI1}I'.’;!,f’L.—'}1r.'_I|J~_’eI|}5,
Medicines after blowing wisdom

- Other
15. Do you know the demerits of thooe medicines - Yes / No.

I[f Yea, Whal do you Lhink

ir .
In whal conditlion these l].t*._‘-'.iiL‘.'r'.J'H;'i.'-! are conlraindlocaled 7
3. What, iu wverage moenbhly expenditure on mediclneg ?
1:.1. IT Lhie medicinea ware /S are bprescribad by the mexd 1
bractilbicners / helath berasonnel, how many daye did /  do y

take theow medicingg 7



o Il wou e oomadad - o amd mesl Laahe: tul ]l ifeein-, why
r

1. 11 you had peorched youree-11 3

a) What were / are Lhe medicinsg - namo:

b) What were / are the dooves
¢) How 1t can be prepared 7
=22. Have you a klt-bex 7?7 Yeu/No.

If yeus use form Ho 3.

il



Fopgm Mg, O

Ciin Boded  Questlianadre oy Ladilicual  Nealers,
ellutye  and  Community Loy and 8i) Lyien of ey

with self core paobberog onsd paeb e

Date: : ; ' H ! : ! . |

| T S

Povc lyesennt o0 Ward He . e Village .o...:8

1 J T e e -ﬁ.,["f." ..... v . Lo )
bthndedby: ceowse,

Harital slbatus | According to Lhe code of Torm Ho,l)

Educational olatua ( According to the code ¢ Turm Hevl 1)

<) Ia vour vhinion, what Lype of people do self- care 7

Rich |} Poor ! Literale i 1lliterate ! All of the above _.

3) What  type of zelf core paltorns  aro avallabile fn  the
wialegien ) areean 7

ol (4] ) o

4) Will vou hindly ony how and why Lho self care pattern provi

Ly you s popular 9

5)Y Whal ares could be rroblema from the self-care 7

€6) I welf care paltern appropriale 7 yen / Ho. whiy oo

T) Will wou kindly say Lhe methodn of collacllon, rafinemoenl
Proparabion and method of applying it =

8) In whal conditiofis Aoalbuatlon self care pallern cunnob he

Shrractloed 7

Na
cn
T}



5. Hu.

S ]

11)

yaur

Which

1»)

c)

d)

1)

Hinn

ia Lhe
Brtataiae
coell

medicald

ConbtacLing
pracbtitioner
Vaidhya
Jharphule

) Dieand jhankreld

neateal. Leoatme

M

vcastnd B Lo

firal

v bvassl poven, Yol FETER)

Yoliva-gn 70 R S

; Coube

conbact agency 10 somobody

e by - oeerd Lo ling bl Lo,

T }'-r-w-.'-u__{ WL bt .
= Buying meadio o

P

- U

iing Ayurve

- OLheree.

e lbth

Avasloulanla [/

i Hodern g nltore,

ret agoenclos

{rom

Huodorn

- -

s

kirana ahop.

merel o ine

modlceal

OLYeres




13)

Flis

Te

i h

vi: you any KiL-Pox 7 YeasHoo, 10 Yeo

Dageription of Kit-Box,/DBag

Hamer of the s Votal i Brought. ) Total | Dsed
sl e e t Do [ from ool jor noh)
[ 1 i i i
i i ] i ]
i L i 1 r
¥ i I i ]
] ] I I ]
i i i I i
I i 4 i i
] 1 L] [ 1

Whe [OLhers
el

Lhere any peroson with chrouie -.iis:;m:-su T
sthma, Skin, TII,

Hame: o Lhe Vithien . Wiy

[erprony, Golbre,mental ,obers ]

¢ Ireatmen

Vo DMoeane | '

Fationt : ,';iiel_!{rmr-it-:r_ijf‘liﬂg{rluﬁﬂd.' Hedic ing
: : ' MRRTVE AT WARTEY |
] r ) .

' ! ! !
1 ! . .
' ! : Y
1 ! ! -
i ! ! .
i 1 1 !
] 1 , 3
i i 1 i
] L] 2 !
. ' ' .
[ L] " !
¥ v ‘ .
i [ ' g

15) Are  you / some one uslng / uned any mediclne /  herbal

yvour houuse ? YeasMNo. 1f Yes.

S.N.
1
<
A .

Hame of the medicine | From ! Till ! Dowse

v whi when |
L} ] r
1 i i
I I i
1 L[] q
1 i 1
i L] 1
i i ]
L] [} E

T R S M LSS e e o i e ey L ML BSS SS (e h m EA S

i Cousil,/Prloe



CoNo ) Nase

16G.

treata-at in this conevaity 7 Tes / Wo. 10 Tea :

17.

1.

Ave Lhere obher Ueroons haviog hnowledine of  discapes  and

Lge 2 Cap !t bodigoon | Blirsae ) Type of 1B Ls iR Lhe) Eomqrke
' F ; ; ‘Feoviders) flzeapily |
0 ' i 1 ' i |
1] " i 1 L] ] 1
1 1 i 1 1 1 |
L] ¥ 1 1 ] ] 1
[] ] 1 1 ] [] 1
L] L] 1 [] ¥ L) 1
! I ! i ] ¥ '
! I " ] i ' 1
L] 1 i L] 1 r ]
r 1 [] ] ] P 1)

[is,did you contack with others while prescribing 7 dispnoeing
Lie diceace. Yas / Mo - I Yes , n) wnch Llma b)) Frogquaently
.. other

41

With whom and why

e oyon suppent 2 advice anything: Lo Lhe o Lients duciag

¢

e wrwice T Yew S Hoo o, IF Vea, What o Lhooe 7

'_'. ol vured from yoar service, Jdooyou reler Lhe  pabllenl
T Yes S Ho o, 15 Yauo

How (verbal /2 Wrilton )

Whore

Why



