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EXECUTIVE SUMMARY

T'o summarize, the alapot V.D.C with total area of 1.61 sq km is located at an aMitude of

1300- 1350 fi at sea level maintaining a roadway distance of 17 km from Kathmando this report is
being prepared.

The report fecuses on objectives of identifying, wnderstanding and applying of possible
solution t© the existing health problem related to the topics like demographic, socio —economic,
¢onltural, educatlonal seciors, materpal and child health, environmental health of Alapoi
V.D.C.and implementation of MHP based on real need of the V.D.C.

The participatory approach and cruss sectional/descriptive design including both
qualitative (PRA tools) as well as quantitative (questionnaire, checklist) methods are used. The
report is based npon the analysis of primary and secondary data. During our one-month field
visit we observed a no. of area is to be improved, although most of the demographic indicators are
found satisfactory.

In Alapot, joint family is usually the prime arena of production ie; 57.01%. The diversity of
ethule groups holds important implications for the approaches, methods and concerns of the
development, Hinduism, most power ideological force in Nepal is found to be 98.04%.

“Median age of marriage for male Is 20 years while for female is 19 yrs. Agricalture is
the dominant occupatlon (60.49%), but still 57.1% of the household have to depend ln to number
of optiens to run the household 12 months a year.

The median age of pregnancy of women of Alapot is 21yrs. 91.2% of women has ANC
visit during pregnancy. 48.25 percentage of wemen gave birth ¢o their baby at home of which the
use of sutkerl samagri is 20%. Colostrums [eeding by 97.35% of mother mean that infants are
less prone to high risk of health illness,

Immunization coverage resembles to national level which Is found BCG 92.60% DPT
and POLIO-T 95,34%, 11- 91.67%, & TII- 93.51% and MEASLES 86.11% coverage.

Nutritional status of children Is found very painful, of which 56.89%are healthy child.
12.07% are found malnourished, and 31.04% are in the danger line of to be malnourished

Among the number of problems experienced by women, the problem on uterus
prolapsed is 30.3% among which 15%ls still untreated.

23.17% of househald depends on tap water and 73.66% of household don’t apply any
purification method, The need for improvement in the construction of tollet and its proper use is
recognized, since 25.85% of household is devoid of toilet yet. There has been no individual effort
to promote proper disposal of wastes.

Thus, 2 number ef efforts are t0 be made to help to create an increasingly favorable
climate for the development of both child and mother Hygiene condition which is very poer and
consequently hazardons to health is to be improved.Concarted efforts is to be given to promote
the construction of toilet.

Vi
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CHAPTER 1
INTRODUCTION

1.1 Background
Community diagnesis ""An Introduction™

Commupity diagnosis is a comprehensive assessment of the health status of an entire
community in relation to its social, physical, and biological environment . The purpose of community
diagnosis is to define existing problems, determine available resources and set priotities for planning,
implementing and evaluating health actions by and for the community.

In community health diagnosis the amount of data is much greater and requires more
lengthy analysis and usually mechanical processing. The data includes demographic data such as
pepulation figures by age and sex, vital rates and survey data. This survey data should cover health
matters, use of services and their effectiveness, sociological and cultural information and ecological or
environmental data. This gives a view of community health problems and their real needs.

Statistics and epidemiology are the major disciplines invelved in planning and analysis of
thiz survey. Specific diagnosis is required in community health diagnosis. Assessment of nutritional
status is important. Information on social and cultural factors and physical disability is essential. The
environment and its caniribution to the picture of health and dissases must be studied . The KAP of the
people in the community must be known and the distribution of these within the community must also
be determined.

A community usually has a long history and will have attempted to find solutions 1o some of
its health problems .It is necessary to determine the community's perceptions of its problems and what
has been done and how successful these measures have proved to be. A community diagnosis not only
defines problems and its correlates but also analyses previous measnres to alleviate them and purposes
new ones that are more appropriate. In this respect, community diagmosis also encompasses evaluation
of services (and not necessarily only health services but also other services such as education,
occopation, socio-coltural pattems etc.)

1.2 Importance of community diagnosis

# There is always limited resources therefore common disease, preventable diseases and CD
should find ont disease of greatest concern to the commwunity.

¢ To eplore the hidden health problem and resources too.

« To aware people about their real health problem.

1.3 Objectives of community Health diagnosis:
General objectives:

¥ To identify, understand and apply possible solution to the existing health problem of Alapot
Y.D.C.
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Specific objectives:

v Teo find out demographic, socic-economic, cultural, educational, and gender status of the
community.

To identify knowledge, attitude, and practice in tenns of healih, disease and health service
utilization pattern in the community.

To asses the nutritional status of under Schildern by anthropometric measurement.

To study breast feeding practice among mothers.

Te identify hidden health problems of the community.

To determine health care practices of FCHVS,

To priorities real health problems on the basis of felt and observed need by community
participation,

To plan, implement and evaluate micro health project in the community effectively,

2SR NE R NN

\

1.4 Methodology

The study was carried out in Alapot VDC and has been made to assess the health status of
the selected VIXC. We adopted the participatoty approach and the design was cross
sectional/descriptive including both qualitative as well a3 quantitative methods. As guided we prepared
the methodological quantitative tools(questionnaire,checklist) and analytical qualitative tools(PRA
toolsito conduct the field study. For this purpose, study team adhered to the following methods to
ensure effective outputs from the study.

1.5 Literature review

Reviewing the literatore is the important part of any research study. The literature review
brings clarity and facus to rsearcher's research problem, improves the methodelogy and broadens the
knowledge for answering research questions.Thus the literature reviewing as the integral part of our
survey study.

The relevant docoment were collected from the center level for review analysis . The most
relevant literature, publications and IEC materials were collected, consulted and reviewed analytically
te svit the study obyectives from DoHs and its varions divisions, Review analysis began with study
team's visit to documentatien centers sech as Election commission and vamous project offices of
health related organizations and by obtaining list of literature {reports, documents, brochures and other
information, communication and educational materials).The elaborate list of literature was briefly
studied and documented suitably. Both desk and field review of the recent literature were considered
over and again.

1.6 Site selection and HH selection:

The study has been conducted in the VDC with rural setting community, which aims to
explore the health status of the VDC for the detailed study. For the purpose of househald selection, the
list of the households in the selected VDC was obtained from the election commission office and was
cross checked with the one provided by the VDU office of Alapot.

1.7 Sampling:
Systematic simple randotn sampling technique was used for both households and FCHV's.
Total population of VDC = 3251(Source, YDC office}
Total honsehold = 427 (Source, Election commission office)
Total Sample population =1282(Male: 650, Female: 632) i
Total Sample Household
(50.3% of total HH) =214
Total FCHV's =18

Sample (50% of total FCHV's) =9



Community Health Diagnosis in Alapot VDC-205

Total US population

Sample U5 population
Sample mothet's population
Total missing

=339
=116
=114
o

1.8 Tools & techinique of data collection

Both Qualitative and quantitative data were collected utilizing all availables tools and
technique. Questionnaire were used as the main tool for the study.A set of questionnaire was
formulated to collect the quantitative informations from the respondents of sampled households. The

PRA toals were facilitated 1o collect qualitative information through perticipation.

Table-1 TOOLS AND TECHNIQUES OF DATA COLLECTION

[ Dam TOOLS RESPONDENT TECHNIQUES
| Quantitative | Questiommaire Household head or person | Structured
House hold mterview | >20 years who can respond interview
questionnaire
< 5 yrs child beating } <5 child bearing mother Structured
mother interview interview
Pguestiunnairc
Questipnnaire for { FCHVs Struetyred
| FCEVs interview
{Juestipnnaire for | Leaders Structured
| leaders mterview
Traditional healers Structured
Questionnaire for inteTview
_traditional healers
Observation: Ohserve household |  Observation
(Observation checklist | environmental sanitation
Anthropometry
igmc for <5 | =3 yearschildren measurement
children
Qualitative Mapping tool
# Transectwalk | Club member, adolescents | Dhseussion and
¥* Bacial and | teachers, leaders and lecal | participation
resoutce map | people
o »  Mobility map
Diagramming tools
Stmdents, Mothers, Leaders | Discussion and
¥ DRD and club members participation
#» Seasional
calender
* 1D
¥ Canse and
effect dlagram
Dizcussion and Interaction and
interview Mothers and elder members | unstructured
» FGD of cormununity tntetview

» Timeline
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1.9 Field implementation:

Starting on 2™ baisakh, CHD was initiated in Alapot V.I).C. Prior t¢ CHD, our instroment was
pre tested at Kapan V.D.C which is similar to Alapot V.D.C in most of the aspects as socio-economic
structure, population structure, geographical structure. Conceptual clarity on different aspects of
community was provided by our teachers’ .PRA intensive classes were launched. Intensive orientation
classes were conducted for 3 days prior to field. We followed ward and questioned the pecple. The
peak harvesting time etnerged as one of the challenges to us as meeting the head of the family was
difficult in most of the cases. After 17 days of data collection, data analysis was done. st community
presentation, which was held on 20th of baisakh in the presence of informal and formal leaders
followed data analysis. With the advice and suggestion born on 1% community presentation we
planned our MHP as in accordance with the real needs of the community. The final community
presentation was carmied out with the community people on 31% baisakh, Finally we departed from
Adapot on 1" of jestha.

1.10 Data analysis & presentation procedure:

Simple descriptive statistic was followed for data apalysis. microsoft word , microsoft excel,
microzeft office visio SPSS, were also used for Tabulation, graphic presentation .And other audio
visual aids were used for the presentation of analytical examination.

1.11 Budget & time schudule:
Besides the budget provided by the campus, individual contribution by the group member was
* made. The time for the total CHD process started from 2nd of baisakh te 2nd of jestha.

1.12 Logistics and management:

¥ Lodging and fooding: Before reaching the VDC. We have rented 2 rooms in a cemented
house with the help of our seniors in ward no.5. For communication our neighbor helped us
and also we utilized local telephones. We managed food in a local hotel in ward no.4,
requiring 1 0min walk from our house.

# IEC materials: All the IEC materials were brought out from the DoHs and other project
offices as the future requirements for MHE and extra-activities,

¥ Stationeries: All the required stationeries were provided from the NIHS authority which
include pencils, sharpners, pens, markers, papers, graphs, masking tape, chart paper, brown
paper, staples, scale, colours, tools ete.

# LUtensils: The College itself provided Stoves, gallon, kitchen utencils and buckets with 1he
retuming authority from the group.

¥ Medical and anthropometric instruments: BP set; first aid box and all the anthropometric
tools were provided by the campus with returning authority from the group.

> Transpott facilities: College was flexible enough to provide transportation facilities to the
residence point while departing and ammiving,

1.13 Validity and Reliability of tools:

¥ Classes on various aspect of community diagnosis were delivered. PRA classes were
conducted to facilitate the students.

# The questionnaire was pretested prior to¢ CHD to aveid confusion and to determine the
practicability of the tools in the field at Kapan YIXC, Kathmandn and thus the readjustment of
the questionnaire were done as per requirements.

# The study tools were revised and finalized and the basis of result obtained from pre-test and a
comment made by the supervisor was taken into consideration.

¥ Intensive orientation classes were facilitated before going to the field.
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Standardization of test instruments like Salter weighing scale, weighing machine and shaker's
tape was carried out after the comnpletion of data collection.

Simple and understanding language was used as far as possible to get response from the
respondents.

Probing of questions was done so as to get the fact information.

Literatre reviewing was done over and again so as to avoid confusion in the group

1.14 Ethical considerations

»

¥

YYYYW

»

Official letter was submitted to Alapot VDC's office and Alapot Illaka health post, written by
NIHS thus verbal approval was taken to proceed the diagnosis.

Teachers and Supervisor met with the concerned authority of the VDC,

Before fixing date for any programme suggestion and permission were abways obtained from
the concerned authority so as to avoid disturbance in work and increase the participations.
Verbal permission was always obtained from the respondents before interview.

Confidentiality was maintained by avoiding the names of the respondents.

The responses were utilized only for the study purpose thus maintaining the privacy.

Right of respondent {To know our objective, freedom to respond and reject etc.) and our
limitation (Do no harm, do not judge and offend, never misuse the result efc.ywas always taken
into consideration.

MHP was conducted as per the need of local people.

1.15 Pretesting

Pretesting was done prior to the CHD in the field at Kapan vdc kathmandu with the help of

concern subject teacher and expert.

1.16 Biases reduction

Sample was choosen such that it was inclusive of sample from every wards to reduce biases.
All the instruments were cheked thronghly and care was taken to read measurement while
measuring height, weight, and MUAC.

Probing was also done to reduce biases and errors while touching sensetive issves.

While implementing PRA tools we focused on the marginalised person lies below the linc
poverty line.

1.17 Limitation and delimitation of the study

Though the survey was carefully designed and planned to get the most reliable data, some

delimmitation as well as limitation may arise during the course of survey that are listed below:

>
>
>

>

¥ Recall bias

This study is based on sample data collected from Alapot VDC.Thus; this finding may not be
generalized for other groups of people and other part of couniry.

Due to peak harvesting seasons, our respondents could not provide us enough time and
participation.

Due to fimitation of time we have considered only limited demographic and socio-economic
variables.

Some variables, which are considered as independent variables may be dependent on other
factors.

» Due to small sample size, the findings may not be relevant.



Community Health Diagnosis in Alapot VDC-2005 6

1.18 Operational definitation

HEALTH
State of being well and free from illness,
KNOWLEDGE
General awareness or possession on information, facts, ideas, truths or principles.
ATTITUDE
Personal view on something or an opinion or general felling about something
BEHAYIOUR
Manners, way of behaving
ILLITERATE
Unable to read and write,
LITERATE
Ahble to read and write,
RAPFORTY
Communicafion or relationship especially when useful and hartonious
PRIORTIZATION
Systematic method, giving greater or lesser importance to various disease or problems,
DEMOGRAPHIC
the study of human population, including their information about age, sex, family size, growth,
density, distribution as well as statistics regarding birth, marriage etc
MORBIDITY
- Presence of illness or diseases or pattems of disease etc
MORTALITY
The state of being certain to die eventually
AT RISK
Chance of something going wrong, the danger that injury, damage or loss will ocour
RESOURCES
In sense of building infrastructure, materials, money, etc
RESPONDENTS
Somebody who response to something
COMMUNITY
People living within the organization
NUCLEAR FAMILY
A social unit that consists of a mother, a father, and their children living together and sharing a
same "chulo”,
JOINT FAMILY
The family as a unit embracing parents and children together with grandparents living together
and sharing the common 'chulo’.
UTERUS PROLAPSE
The displacement of uterus from its original position.
HEALTH STATUS
Condition of health and well being of an individual or community
MALNUTRITION
Deficiency of nitritient food
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CHAPTER 2
VDC INTRODUCTION

2.1 VDC profile

2.1.1Geographical map
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1.2 Social map

ALAPOT VDC-MAP
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2.2 Overview of Alapot VDC

2.2.1 Location:

Alapot VDC lies 17 km north east from Kaimandu and requires about 1 hrs drive by bus from
district headquarter —Kathmandn. A black topped road joins upto Danchi with the capital and towards
runs a paved road to Alapot.

2.2.2 Political boundary:

Regarding the VDC's boundaties it is a spectacular village far away from the city pollution with
Bagmati river in the west along with villapes Nayapati and Sundarijal in notthern side Gagalfedi in
east and Bhadrabas in sonth.Gagalfed! surrounds the VDC in semicircular pattern .Alapot consists of 9
wards, among which ward 1 is a bite far and remote, ward 7 and 8 are poor in environmental sanitation
and personnel hygiene. Ward no.2 is larger in area and consist of largest no. of hovsehold in the VDC.
Ward no. 9 1s the smallest with small no. of household.,

Alapet VDO consist of 427 household {according to voter list provided by the election commission
office kantipath ktm, 060)

2.2.3 Topography:

Alapot is situated between 80 °25'40"and 25°25'20" latitude and 27°28%0 27°45'6"longitudes,
the shape tend to trapezoid. Alapot is situated at 1300-1350 fit from sea level with an area of 1.6] sq
kin (0.4% of the area of Katmandu district). The village expands from north to south in terms of area.

2.2.4 Sociceconomic and cultural factors:

Peoples with different ethnic races and tribes resides here majority of them being Bhramin ,
Chettri and Newar .The typical feature of this village is that the settlements are clustered around caste
and zocial standing .Hindusim is the major religion

2.2.5 Language
Nepali is widely spoken langnage Newari within their families and community Typical
Nagarkoties, Newaris resides in Ward no. 7 and 8.

2.2.6 Husbandry

Mast of the Household have some animals and chickens.

2.2,7 Major crops and beverages

Major population grows paddy and wheat as a staple food supported by potato, maize, barley,
and millet for survival and sustenance Unity between the diverse life style, cooperation, hospitality,
and respect is the special feature of this VDC which is shown by the "mela practice” being carried out
during harvesting period.

2.2.8 Mobility
Internal mobility in brick industries in search of employment, reflects poverty and suffering

which 13 highly observed among the Nagarkoties of Ward no. 7 and &.

2.2.9 Communication and information

In this vdc regarding communication, telephane services are available gvery time. There is a
post office too for delivering messages. Daily newspapers are found easily over there se that we can
get any type information that is happening in  any corner of the world. Besides this, a local mapazine

called ‘Boyaka Uthkhanan ' is being published by Bhagwan yuva club monthly.
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2.2.10 Electricity
Electricity ig accessible to every 9 ward, In the cveming vdc was seen 50 romantic with glowing of
bulbs at different houscs,

2.2.11 Water and Sanitation

At alapot vde water supply is being done by local kageswon water supply.It supplies water 2 hrs in
morning and evening. Rather people of alapot are using various sources of water like well (deep and
shallow), public pipes and dhara,
Major proportion of population does not utilize any purification patterns.

There 1s no provision of refuse, garbage collection, and proper disposal {solid and liguid).Fammers
use river water for irrigation purpose.

2.2.12 Local Institutions:
The Institutions as been observed in the VIC are:

A) Educational institution

%hn Balbikash secondary school -ward no 4

Shri Natheshwori primary school -ward no. 7

Shri Nepal Balsangathan Sishu Kaksha Prathamik Vidyalaya-ward no. 2
Bayoka Community English School-ward no. 5

Kageshwori Vidya Mandir High School-ward no.3

A ol e

B) Financial
1, Mamuna Sahakari Sanstha Ltd.-ward no, 4
2. Sahayog Bachat Tathna Rin Sshakari Sanstha Lid.-ward no.?

C) Clubs and groups
1. Bhagwan club
2. Shrce Natheshworn Yuva club

D) Health institution

1. Alapot lllaka health post

Alapot illaka health post supervises 4 sub health post of VDC's namely Nayapati, Sundarijal,
Baluwa and Gokama. Near about 40-55 patients were seemed to have utilized the service of helath
post perday.

E} Library
Shree kageswari pustakhalaya
Shree Namuna pustakalaya
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2.3 Orientation "An introduction programme"

An introduction program was conducted on 2062-01-02. The first day of our community
diagnosis program we had dissimilated the invitation before hand and the program started at 1:30pm
on ¥DC office. Mr. Ram saran phuyal, secretary of Alapot was the chairman of our program, HP in-
charge Mr. Manik Ratna Shakya was our guest of honor and FCHV Mrs. Bimala thapa was our chief
guest. Our team leader Mr. Janak Thapa forwarded briefing of our formal program. [ntroduetion of
each individual present at program hall was taken serially and we maintained the register of cach
participant. Total --- participants took active participantion in our program. Our remaining group
members alse introduced themselves where as our team leader explained the objectives of our
community diagnosis.

Mr. Madan bahadur khadka, an active leader of alapot VDC presented some of his ideas and
facts about the VDC geographic ethnicity, institutions, cultural heritage etc being an ex- president of
VDC, he was able to provide a clear vision of the VDC. Mr. Manik ratna shakya incharge of Alapot
health post gave us the clear information of the health status of alapot YDC, he gave our senior
student a vote of thanks for providing report to the VDC and also explained the importance of such
report in comparison and bilateral activities that can be performed in collaboration . All the leaders,
teachers, health workers were very much positive it our arrival and they agreed to provide us with
their full support and help. Lastly in order to finish the program chairperson Ram Saran Phuyal
assured to help us in our one-month stay. He was very much positive on our arrival and he
forwarded that this kind of visit should be done again and again but the chairman also comment on
the fact that the VDC is in rush hour for cutting and harvesting of ¢rops that strike us most for data
collection. The chairman asked vs to go every possible field and not to skip any houses thus with all
the suggestion and promises to help, we successfully ended our onientation program.
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CHAFPTER- 3
FIELD FINDINGS

3.1 Demographic characteristics:

Demography, the inter-disciplinary study of human populations. Demography deals with
social characteristics of the population and their development through time. Demographic data may
include

(1} analysis of the population on the basis of age, parentage, physical condition, ethnicity,
occupation, and civil position, giving the size and density of each composite division; (2) changes in
the population as a result of birth, marriage, and death; (3) statistics on migrations, their effects, and
their relation to economic conditions; {4} statistics of crime, illegiimacy, and suicide; {5} levels of
education; and {6) economic and social statistics, especially those relating to insurance.

3.1,1 Demographic Indicators

Table-2 Demographic Indicator

5.N | Demographic | Vardables | Figures 1 Figure 2

Indicators Total | Sample National
(Beld (2002/2003,CBS)
. survey,April2005)

1 Population size | Population | 3251 | 1282 2,31,51,423
and Male 650 1.15,63,921
composition Female 632 1,15,87,502

Sex ratie 103: 100 9980

2 | Dependency Child and 55.771% 42.78%
Rafio Elderly

3 Total literacy | Population 75,15% 54.1%
rate Male 87.76% 65.5%

Female 61,93% 42.8%

4 Median age of | Mals 2lyr 22.90vT
martiage Female 19yr 1950yt

5 | Fertility CBR 25.83/1000pop

GFR 105/1000 15-49 yr
WOITIETL
GRE 0.047
CPE, 1%, 37.59%
6 Mortality CDR B.92/104K}
population

7 Out migration 81.12/1000

rate population
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3.1.2Pppulation Pyramid

In developing countries, population structure is generally described as a pyramid, reflecting the
demographer’s traditional depiction of populations according to age group, with mien on one side of a
central axis and women an the other. The shape of the pyramid is detenmined by both birth and death
ratcs. When both are high, the pyramid has & wide base and tapers off steadily with increasing age. As
health improves and fertility falls, the older age groups grow larger than the younger age groups, and
the pyramid becomes more of a column.

Figure 1

POPULATION PYRAMID

Male

11.85%,
A0,30%
10.15%
10 15%

14.40%
11.08%

B.08%
T T 1T 1 1
1814121311 W08 g 7 B9 4 F 21

age 12 3 4 5% T B 11112131415

|

percentage

Analysis of Population Pyramid

* The pyramid is of expansive type similar to the pyramid of the ceuntry with broad basc and
tapeting apex.
Due to the lower CDR and higher CPR the basc of the pyramid i.e. 0-4 age group s lower.
The female population is higher in 10-14 age group, might be because of the son preference.
The male pqmlatinn is higher in 39-34 age group, which indicates the presence of ligher
working group in the society.
The population of age group 15-19 years the female is less than the male population, which rn1ght be
due (o carly marriage



Community Health Diagnosis in Alapot VIHC-2005 14

3.1.3 Dependency ratio

At sixteen, I was stupid, confused, insecure, and indecisive. At twenty-five, I was wise, self-confident,
prepossessing, and assertive, At forty-five I am stupid, confused, insecure, and indecisive. Who would
have supposed that maturity is only a short break in adolescence?

Dependency ratio can be defined as the relative proportion of total population above 6yrof age and
children below 15 yrs of age to the production of productive age group(l5-64yrs) .Since the
population <15 and =65 are dependent on the productive age group, they are called dependent or of
unproductive nature,

Table-3 Average Dependency ratio

Dependency ratio Alapot Average National Average
Total {Population | 55.77% 42.78%
<15+population>63 years)

The average dependency ratio was found to be 55.77% comprising child and elderly which is higher
than the national figure (42.78%5).

3.1.4 Disability rate

In allapot, YDC disability related to illness or injury is 82,9 per 1000. None of them was found
by birth. Among which, according to our sample 10 of them were male and 7 were female which show
higher disability rate among males.

3.1.5 Sex ratio

Sexratio resembles the ratio of male is to female in @ given population. It is generally expressed as
the number of males for every 104 females.
In alapet VIXC, the sex tatio is 103:100 i.e;103 males per 100 females.

3.1.6 Family size
Family size is one of the factors affecting the distribution of the food, education, health service
and the basic requirements to sustain in a family. Simaller 13 the size greater will be the distribution.

Table-¢ Famlily size
Total sample | No. Of sample | No. Of sample | Total  sample | Average
HH male female population family size
214 450 632 1282 3.9

The family size of the selected households in the surveyed VDC is shown in table 1.1.The result of the
survey revealed that the average family size of sampled household in the Alapot is 5.9 person a family,
which is higher than the national average of 5.40 (CBS National Report, 2001)

3.2 VITAL STATISTICS
3.2,1 Migration:

When addressed about migrant population during last 6 months we assessed that 23.42% of
family members were found away from the VDC. From our findings, we revealed that educational
experience, for the fulfillment of new needs and desires, desire for improving the status appeared to
contribute to inclination of migrants. Migration for seasomal work during dry seasen is common
among {ward no. 7 and %) nagarkoties, Therefore, when the work in the fields is over the family
migrate to find work as porters, For these families, the brick factories offer a last chance of obtaining
some earning. - Since the whole family members are migrating, it not only visualizes the low
opportunities for employment around the VDC but also disturbing the students' education,
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3.2.2 Median age at Marriage
Being seventy is not o &,

The mean age at marriage is highly associated with the increase in the expectation of life at birth
(kadi, A S:1987).Because pregnancies occurring at early motherhood when women 1s immature and r
survival of both mother and child is at risk. The onset of age at marriage in Nepal is increasing but the
metion is very slow. According to civil court the minimum age at marriage is set 18 and 21 for female
and male respectively.

Figure 2 Median age at Marriage

Age at marrige

MALE FEMALE

The median age at marriage was found to be 21 in male and 19 in female.

Age at marriage ,
Marriage is the primary indicator of women's chances of becoming pregnant. During the past few
decades age of first marriage has steadily increased, 19 years of age was explored as the median age of ¢
marriage of women in Alapot VDC. Traditional practices and religious beliefs influencing parents to
arrange really marmiage for their daughters were sought as one of the regions for early age of marriag

3.2.3 Morbidity pattern

When asked about sickness occurrence dunng last 3 months, our data from sampled HH
population revealed that majority (62.44%) of family members had had sickness. Among the sick
population the distribution of diseases was found fever/cough 42.52%, hedache 9.19%, stomachache
£.62%, asthama 6.91 joint 6.32%and others like diabetes, hyper tension, toothache gastritis etc. is
found26.44%. The comparision between the top five diseases found by cvur findings and health post
are sorted below;

Table-5 Morbidity pattern
S.N Qur findings Health post
1. Fever/cough ARI/Fnenmonia
2. Headache Skin disease
3. Stomach ache Dircheal disease
4. Asthma Pyrexia uknown origin
5, Joint pain Mouth complains
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3.2.4 Mortality pattern

3.2.4.1 Crude death rate (CDR)
CDR is widely use indicator to measure momality rate. In allapot VDC in sample popuiation
CDR is found to be 29 deaths ie; 8.92% which is near to national figure 4,92 per thousand.

3.2.4.2 Infant mortallty rate (IMR)

Infant mottality iz found nill in Alapot VDC in sample population. It is the no of infant deathb
under one year per 1000 live birth in given birth. This shows positive regult as compared to nafional
figure{IMR. 64 4per 100)

3.2.4.3 Under flve mortality rate
U-5 mortality is found nill in Alapot VDC in sample population. It is the no. of childrens death
under five year per 1000 live birth in given birth. This shows positive resnit.

3.3 SOCIO-ECONOMIC AND RELIGIOUS CONDITIONS

3.3.1 Type of family
Farther, Morher, and Me Sister and Auntie say
All the people like us are we and every one else is they.

~ While househeld boundaries are constantly, fluctuating and the meanings and relationships they
encompass are undergoing continuous change. The family is still a crucial institution for both
mdividual survival and social continuity. The family member itself determines the existence of the
family and number of member determines the family type, The larger the number the greater would be
the share thus happy and prosperous life can be maintained mn the nuclear family. But in the cordial
principles of joint family systems are the idezls of solidarity amaong the members with more security
and belongingness.

Table-6 Type of family
vDC Sample Type of family Missing
Alapot Tatal Nuelear Joint Total
HH | Missing | Total | HH % HH % [HH [ %
205 19 214 |83 38.79 122 | 57.01 )9 | 4.20 |

The family type data presented in table 1.2 indicates that about 38.79%0f the households in the alapot
VDC live in nuclear family and 57.01 in jeint family.

3.3.2 Distribution of study population by marital status

Marriage is a relation between the persons of two heterogeneous sexes based on the legal
process according to social and religious customs. Marriage plays a very important role in a society. It
determines the status of the person along with his/her responsibility.

The analysis of the data from the sampled population indicates that the percentage of
married population in females {37.55%) is higher than in males {36.73%) whereas the unmarried male
population is higher {1320%) than the females. The percentage of widow female is higher {4.01%)
than the meales {1.84%]).
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Figure 3 Marital status
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3.3.3 Religion

The result of the survey revealed that {$8.04%) majority of sampled population was Hindus, which
is infact higher than national average (80.62%, source CBS Report 2002/2003). While 1.96% were

Buddhist which is smaller than nattonal average (10.74%, source CBS Report 2002/2003

3.3.4 Ethinic/Castewise distribution
Man makes holy what Re believes as he makes beautiful what he loves.
Nepal iz multilingual, multi-religion, multi ethnic country. Caste distribution is a parameter,
which helps to determine the social cohesion and the organizational basis in the community. The
ethnic composition of the population varies significantly among the caste groups, which mecludes the

distribution as follows:
Table-7 Ethinic/Castewise distribution
S.N [ Ethnic group National  figure | Alapot figure(®o)
(%)
l. Chettri 15.80 33.66
2. Newar — 32.68
3. Bhramin 12.74 16.59
4. Karmmi --- 14.63
5. Tamang 5.64 2.44

The population of ethnic groups has shown that the considerable variations in demographic and socio-
economic characteristics.)

3.3.5Alcobholism and smoking
First you take a drink, then the drink takes a drink, then the drink takes you.

To address the alcohel activities around the selected VDC, we asked the sampled population
about their practice Our data reveal the fact that 72.11% of male and 64.34% of female do not take
alcohol followed by 10.95% of male and 18.20% female taking alcoho! sometimes along with 16.94%
of male and 17.40% female taking alcohol on daily basis.
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3.3.6 Education status

The educarional process has no end beyond itself; it i its own end.

The extent of women's aceess to information and education vary across the country, but over all
they tend to be more limited than for men, the trend is always in descending order, New ideas spread
through radios, schools, health posts, extension services, and tourism are offen less accessible to rural
womer, who might be illiterate, less familiar with the langnage, and less confident in interacting with
sirangers.

Table-8 Education status

Status Male%o Female%
Niterate 19.7 31.18
Literate 6.72 10.72
Nursery to UKG 16.55 26.55
Primary level 5 6.62
Lower secondary 14.83 5.06
Secondary level 20,3 12.86
Higher secondary 8.10 4,67
Higher education 8.8 2.34

From the data collected ouf of the sampled household, it appearsd that the access to education is
higher at secondary level (29.3%) it male and at mursery to UKG level (26.55%) in female. The access
to higher education is poorer {2.34%) in femals than in male (8.8%). The low literacy level (31.18%)
reveals the fact that the access to education is least in female.

Table-9
Education | Naticnal average (%) | Alapot average (%)
Male 65.5 87.76
Femals 42.5 61.93
Total 54.1 75.15

{Source CB5 national report, 2002/2043)
The total literacy rate was found to be 75.15%, which is higher than the national average. The
low level of female literacy rate {61.93%) than male (§7.76) has had a negative impact on their access
to knowledge in Alapot VDC.

3.3.7 Occupation

The oocupation governs every aspects of human need thus maintaining certain quality of life
and providing family with income, security, education, health, food and all the basic as well as
additional need of the family.
Table -10 occupation

Oeccupation Mational Figure Alapot Figure

Mala Femala
Agricolture 66.43% 22.13% 27.95%
Non-Agriculture 33.47% 77.87% 72.05%

Throughout the counity the family farm is the most significant source of subsistence and income
(66.43%, CBS Report 2002/2003) '
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Figure 6 occupation
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1.3.8 Source of income/ food availability

Throughout the VDC agricultyre was found as most significant source of subsistence and
income i.e 60.49%. Agriculture sector was followed by 25.86% service along with 12.19% business
and 1.46% wage labour. Qut of 60.49% , 70.96% people have food snfficient for whole year. But rest

accepts other occupation,

Pcople of some ward of the VDC go for seasonal temporary migration in brick factories for

& months and also have to horrow loan for around & months.

3.4 HEALTH CARE FACILITY UTILISATION

3.4.1 First Preference for Treatment

Around Alapot (66.83% majority of owr respondent pnmarily contact health post for their
treatment, a part from health post people also visil hospitals, shaman healers, hoime and other places in

about 21.95%, 9.27%, 0.49%; and 1.46% respectively as their first preference for treatment.

Figure 7 First Preference for Treatment

B Sharman héala rs
W Hsalth post

B Hospltal

W Home

| W Cthar




Componity Heabuly Diosnssis in vl I 2w 1]

3.4.2Duration for reaching health post

As being the small village, health post is aceessible @ all the people of the VDO, The suitable
position ol the health post 1o the VX b oan advantage 0 @l the people from all the wanlds for
accessthiliy,
3.4.3 Fucility provided hy health post

Many type of facility has given Iy health post |, health imervention should be focused  on

the maximum use of health post facility in the Alapot VDO Majority of owr respondent primarily
contact health past (ot treatment 395 %udgs 3024%,. Immunization 4407 & Service 585",
respeeiisely as therr Arst preference for treatment.

Figure R First Preferemce for Treatment
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J.4.4 People's satisfaction from the service provided by health post

When asked about the satistaction of service, (22.92%) majonty of people where satisticd witl
the service provided by the health post Where as about 17.08%0f people where unsatisticd with the
SCIVIKE.

Figure ¥ People’s satisfaction from thie service provided by health post
17.08
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3.4.5 Reasons for nnsatisfaction
Pon't let ask for moon! When star is there.
Among 17.08% of unsalisfied people majority of them were unsatisfied due e poor quality
service, About 31%where because of high price and about 290 4where unsatisfied duc (o 1l treatment
af health workers in health post.,

Figure 10 Reason for unsatisfaction

Reason for unsatisfaction

Due to
Illtreat:'nent : Poor quality
29%% 40%
High price
31%

3.5 KNOWLEDGE, ATTITUDE AND PRACTICE

Hundvome ix thay handsome does.

3.5.1 KAP on communicable and non communicable disease

To assess the knowledge prevalence about diseases wansmussion, we asked the respondents from
the sampled households aboul whether they had heard about the discase, Among the know responden.
we also assess the prevalance of negative attitude on the people

Figure LI KA on communicable & non-connnunicable disease
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Amony the known percentage of sampled population we teicd 10 assess both —ve as well as ve
attitude tovwards % communicable and three non-comawnicable discases.

Woe explore that lughest percentage (89.37%) of our respondent had - ve atitude abenst disrehea
fullowed by AIDS (23.53%) then asthama/pnemonia Le, 70,145 Also the least percentage {3.81")
had +v o attitude wwards polio ollowed by uterus profapse (15 22900 then meashes e 21.95%

We explore that the highest percentage (94.19%) of our respondents had  ve attitude owards polia
{reasons such as polio is non communicable, due to lack of food was most prevalemt as negative
attitude) followed by measles (86.25%. reasons such as measles is non communicable, duc to mathers
health were common) then leprosy with $3.69%. Also the least percentape (1(LGY%) had - vo artitady
twards diarrhea followed by 16, 17% ALLS along with 23 86% asthmapneumonia

We explore that the Tughest percentage (60%%) of our respondents From the sampled
households were unknown about uterus prolapse tollowed by skin diseases (3852 then leprosy 1.,
31220 Also the least percentage (8.29%) were unknown aboul diarrhea followed by 13.17%
intestinal worms along with 14.15% Asthma/pneumonia.

}3.53.2 Knowledge on Causation of diseases
The prevention of disease today % one of the maost important factors in the line aof humon endeavor.
Human Disease, in medicine, any harmful change that imterleres with e sionmal appearance.
struciure, or Functicn of the body or any ol i#1s parts, Snee time nomcmoriad, disease has plaved o ol
in the history of societies, [ has aflected  and been aflected by economic conditions, wars. and
nalural disasters. Diseases have diverse causes. which can be classified o two broad groups:
infectious and nomnfectious. Infectious diseases can spread [rom one pecson W another and are caused
by microscopic organisms that invade the body, Non infectious dissases are not communiciated tom
person to pecson and do nol have, or are nol known to mvolve, infectious agents

Figure 11 disease causation

Disease causation
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When asked abour the causation ol diseases the majority of the sampled houschoids populalion
responded (hat lack of sanitation was the major (539.12%) factor for diseases causation lollowed by
alhers {37.56%) with reasons such as due o smoking, warkload, anger, impure blood ete. Alzo some
percentage of people reveal that micro-orgamst (2.93%) wod’s anger (3, 14%0, and wiacheraft (1,98 )as
some mars reasons for diseases causation.
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3.5.3 Self medication:

Ler assicss the krowledpe and peactice regarding sell medication. wy address the respondent
about whether they brought medicine without preseription then magority (38.54%) of our sampled
houschaold popualation said yes while 41.40% smd no.

Figure 13 sell-muedication
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Knowledge attitode and practice approach is an eflective taditional approach to consider people’s
conduet of hehaviour. The measurable action verbs (indicators) are wsed o study KAP and 1o set
abiectives, It has generally been deseribed that behavior is the consequence of decision-making and
the decision is preceded by knowledge and attitude. KAP has direct influence on vur health as well
thus sssessment of KAP was the impottant aspect of the diagnosis study,
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3.6 MATERNAL HEALTH
Maternal health

Nepal has one of the biggest maternal mortality ratios (MMR) in Asia. The
govern estimates the MMR to be 559/100,000 live births. Women are
susceptible to many major life-threatening diseases. Besides these
complications in pregnancy, complications in childbirth are the most visible
threat. [iven under the best of conditions, pregnancy brings a risk. Lack of
knowledge .education and decision making power,lack of control over her
own fertility-all lead 10 these high maternal mortality rates. Most maternal
deaths result from poor health which begins before birth,grows worse through
adolescence and becomes critical at the time of childbirth. Thus,exploring the
situation of matemal health 1s of significant importance. the target population
for the questionnaire developed for mother where mother's bearing children of
age below five years.

3.6.1 Mean Age at first pregaancy

Pregnancy is usually understood as a special and vulnerable state. According to one survey, the
highest rate of fetal loss occurs among 15 1o 19 years old lollowed by wormen giving birth over the age
of 45 Thus age of pregnancy below 18 years and above 45 years 15 considered high-risk pregnancy,
The result from the aoalysis of data from the sampled houscholds addeess thal the mean age al first
pregmancy was 21 which s quite in good health both for mother and chald,

3.6.2 Consumption of food during pregnancy
For the nine months following conception, the mother's body s e envirenment. which

supports the growth of lite. Its nourishment is affected by what she eats and how she works as well as
by the environment, which supports the growth of life. fts nourishment is alTected by what she cais
and works as well as by the environment that surrounds her. Thus the health of the child 1s divectly
linked 1o the mother's health, During pregnant condition usual food is not sufficient for the women and
thus an additional food 15 required for the growth of the child. Our finding indicates that 45.6% had
taken additional food while 534.4%hadnot. Thus that data divulge that practices for additional amount
of fond than the nonnal diets 1o be improved.

While asking additional food is needed dunng pregnancy 72.8% showed positive atidue whercas
27.2%didnot know about the use of soch foods.Most of them who had taken addilional loods
cmphasized on taking of pulses, meat, fruits, and green leafy vepetables during pregnancy.

3.6.3 ANC—heckup

The ann of antenatal care of the mather is to achieve at the end of a pregnancy a healthy mother @ a4
healthy baby.
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This reveaied the conclusion that mothers are aware of the fact that ANC is important
and this data is satisfactory as compared to the national figure.
Figure 16 Frequency for ANC —visit
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3.6.6 Comphance of iron tablet during pregnaney
Iron 1s of great important in human neterent, During pregnancy the iron requirenient mcreases

drastically but low iron intake and worm infestation is leading mothers towards anaemic condition

.75% of the pregnant mother were found to be anacmic (Source, NMSS data 1998AD). The government

distributes iron tzklet afier 3 month of pregnancy up to 45 days of delivery. But the compliance of 225

days of ran tablet intake is poorer in the country,

Figurc -17 Compliance of iron tahlet during pregnancy
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In Alapot VIO, our study revealed thac about 86.8% of the women had consumed
iron tablets during pregmancy. Among them, 30.3% of them had taken iron tablcts for up to 75 days,
LG 10% of them had taken for 75- 150 days, 15.15% of them had taken for about 150-200 days, about
43 43% of them had 1aken complete dose of iron tablets, whercas vest (1.02%) of them had forgotten
aboul the consumption of iron tablets.
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Figure 14 ANC checkup
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The result of the survey revealed the fact that (91.2%) majority of pregnant somen o lur ANC check
up while about 8% do not go for the checkup. The reasons tor not recciving ANC visit were lack ol
knowledge on ANC visil and lack of ume as well. Some also menrioned inaceessitle hoalth facibities
a5 a majur Casons,

3.6.4 Places for ANC-checkup

About 67 3% of the mother respondent had preleered hospitals tor ANC cheekup, while 1.9,
were depended on nursing homes for the checkup, Health post is chosen by only 27.9%0f the mwther
respondent, while rest 2.9% go lor clinte as their finest option for the checkup.
Figure 15 ANC visit
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3.6.5 Frequency for ANC —visit
At least 4 rimes ANC visit is recommended by WHO

{5t - Oneontirmation;  2nd - 5-7 months of pregnancy
3rd - Bewinming of 9 months ol pregnancy:  4th - Last week of pregnancy

Contmuity of ANC service 15 one of the indicaters to access the qualiny of ANC service Among
the ANC visiters (91 2%%) in Alapot VDC, 59.62% of the mothers had ANC check up {or more than 4
times. 22.12% of the mothers had ANC check up upto 4 tmes, 17.3% of the mothers had ANC check
up tor less than 4 times, whereas rest (0.90%) of the mothers were not sure abont 1the freguency of the
ANC visit.
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3.6.7 Reasons for not taking complete dose of iron tablets

Among the mother respondents who didn’t take complete dose ol ivon 1ablets, 26. 7% of them
had said that they were not informed, 46.7% of them said that they had no time o take itH.65 of them
said that they had forgotten to take it whereas rest( 20%} of them szid that they had no desire to take it
3.6.8 TT injection coverage during pregnancy

A female of 15-45 vears is elligible for TT vaccine vaccine protects the pregnant women and
baby from tetanus if taken during pregnancy.

We found that 92.9% of women have been immunised during pregnancy. From those who
were immunised, TT vacoine coverage ot different dases are;

Figure 18 TT injection coverage during pregnancy
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3.6.9. Workload during pregnanc

14

Workload during pregnancy 1s another major subject to be addressed both in national and

community level 50 as to sensitize the community people so as to achicwe healthy baby at the end of

the pregnancy. Workload during pregnancy also results in a no. of complications thus endangering the -

life of both mather and child. Abortion, miscarriages and prolong labour are some of the devasiating
results.
Figure 19

Work load during pregnancy

The data from the sampled household indicates that 54.38% of pregant women work as usual, 4.38%
work harder than usual whercas 41.24% work less than vsual during prevnancy.
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3.6.10 Problem during pregnancy

Complications during pregnancy are the risk factors for maternal and infant mortality
However these complication may be the consequences of early marmiage and child bearing age. The
result of the survey revealed the fact that 3599 of women faced the problem during pregnancy while
the rest did not. Out of 33.9% bleeding, oedema ol legs, fainting, triggering of body, buming
micturation ¢lg were some of the major problem faced.

Figure -20
Problem during pregn;ncy
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3.6.11 Smoking/alcoholism during pregnancy

Huwmans consume a wide varicty of addictive substances. These causes substantially increased
risk of mortality from lung cancer. upper dero digestive cancer, and several other cases. As a result, in
population where smoking has boen common for many decades, tobacco use accounts for a
considerable propottion of mortality and smoking auributable deaths. While cigarette smoking causes
the majority ol the adverse heaith effects. Chewing 15 also hazardous causing ozl cancer, While
alcohol consumption has health and social conscquences via intoxication, dependence. himat,
compulsive throughout the life. Women who smoke duning pregnancy may adversely affect the grawth
of the 12tus and the health of the newborm intant and that chldren of mathers who smoke tend © lig in
development.Drinking by mothers during pregnancy is alse associated with poor heart and lung
function at tarth. as well as tremors and irritability. prenatal exposure 10 atcohol can lawer the 1.0
level of the child .
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B Alcohal

In Alapot VD, among the women who had both smoking and alcohol during pregnancy
{200.17%), 69.56% of them had done smoking, 26.15% of them had taken alcohol whereas rest {4.34%)
of them had taken others like jand.

3.6.12. Place of delivery

In Alapot VDC, it seems that about 48.25% of the deliveries were conducted at home,
47.37% of the deliveries were conducted at health pest/hospital, hikewise about 2.63% of the deliveries
were conducted at nursing homes and rest {1.75%) of the deliveries were conducted at other places
like on the way to hospital, field etc.

8.00% -
Home

m Seriesi |48.25 | 4

3.6.13. Assistance during delivery

Depanding upon the circumstances of birth and various ethnic values sarrounding the
delivery,the knowledge and proficiency of the person assisting during the delivery may be crucial to
the survival of both mother and child .
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Figure -23
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The data from the sampled household states the fact that around Alapot VDC majoritiy (70.91%}of the
delivery was conducted by the family members while 7.27% of the birth were assisted by the TBA's
elderly women. 5.45%were supperted by the health personnel and rest 16.37% were assisted by no
one .

3.6.14. Use of Safe Delivery kit
Ot of 48.25% of the deliveries conducted at home,20%% of the deliveries were conducted with

safe delivery kit whereas rest{80%) of the deliverics were conducted without kit. 92.72% used new
blade for cutting the cord and 5.45% used non sterile blade 1.83% wsed knife . Hence the practice of
using sterilized instrument for cutting the cord was observed higher in Alapot VDC.

Most of them i.e. 56.37% used nothing on cord cut.similarly, 40%of them used ol and
turmeric whereas only 3.63% applied medicing on it . Turmeric is proved to be antiseptic by ayurveda.
Hence we can say this method of application of turmeric is a good practice

Figure -24
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3.6.15. Problem of miscarriage

Figure- 15
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Figure-26 Have you had the problem of miscarriage

32
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Figure -27 how instant?
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3.6.16 Knowledge on abortion law

The extent of women's access 1o information and education vary across the country and in
overall they tend to be more limited than for men. New ideas spread through radios, schools which are
often less accessible to rural women and hence they are less informed about the abortion law

Figure 28
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While exploring the Imowledge on abortion law,among the respondents who had heard about the

law(50.88%), 17.24% of thetn had correct information,62.07% of them had wrong information while
rest of them(20.69%) of them didn’t respond.

3.6.17. Uterus prolapse

Uterus prolapse is the result of prolonged labor, unsafe delivery, lack of nuiritious diet
usually during pregnancy, high work load during pregnancy, frequent delivery, chronic congh, early
sexual contact soon after delivery etc. Uterus prolapse is nowadays being a major problem throughout
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the country. But it is not being reported and its occurrence remains hidden as women are less informed
and introversion is still widespread. From our study, it was revealed that 30.3% of women had
theproblem of uterus prelapse. However to point out the problem we had to do a lot of probing and it
seems that this data may not be sufficient to point out the problem of uterus prolapse in Alapot VDC.

Table 11 UterusProlapse

PROBLEM YES NO
Uterus prolapse 30.3% 69.7%

Since the problem of uterus prolapse was prevalent in higher percentage in the selected VXU
we access the knowledge, attitude and the practice of uterus prolapsc with the women 57.89%% of the
responded had heard about the problem where as around 42.11% had not .To access the atlitude, we
asked about the reasons of uterus prolapse. Majority (60.6%) of the respondent address that heavy
workload as the leading cause followed by others {28.76%) with reasons such as weakness unhygienic
conditions, early sexual contact soon after pregnancy etc. Also some percentages of respondents
indicate frequent child-birth (6.1%) and prolong labor (4.54%) as some more reasons of the problem.

Figure -29 Uterus prolapse
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To access the practice we asked 30.3% Of the respondent who had the problem whether they had gone
for treatment. Majonity of the respondent (85%4) had gone for treatment where as {15%) had not.
Practice assessment:

Table-12 Uterus prolapse

Had Problem Had gone for treatment | Had oot gone for treatment
30.3% §5% 15%
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3.7 CHILD HEALTH

3.7.1 Breast feeding
Morher's milk is best milk for baby.

Breast -feeding is assumed to be a normal practice in Nepal. In many communities, young
babies are given breast milk as a natural food without being aware of its importance, However, duoe to
the urbanization process and availability of breast milk substitntes, voung babies, especially in urban
communitics, are frequently fed breast milk substitutes. The decreasing trend of breast- feeding has
urknowingly increased infants’ morbidity and mortality in the country. The adverse effect of the
decrease in breast-feeding is not limited to infants' morbidity and mortality, but affects their growth
and development as well.

3.7.2 Colostrum feeding

In most communities, mothers begin feeding their infants almost immediately. But in some parts
of the country, feeding does not begin for few days, after the colostrum has been discarded. Such
practices mean that some new infants are deprived of the immunological qualities of colostrums, and
mothers may expetience a slower flow due to the late start of suckling.

Flgure -M)

Colostrum feading

2.84% B Did not fed colostrum
M fed colostrum__

From our study, we found that colostrum feeding was satisfactory in Alapot VIIC as 97.36% of the
respondents had fed celostrum to their babies. Rest who had not fed to their baby said it may harm to
their baby , one third of them said they dont have the culture of feeding colostrum and one third said
baby could not digest it.
Kpowledge on colostrum feeding

While assesing the knowledge on benefits of feeding colostrum to our respondent we had
found following results shown in table below;

Table-13 Knowledge on colostrum feeding

1 | Prevent child from discase 28.83%
2 | Child become strong 47.75%
3 | Don't know GQ1%
4 | Others 14.41%
Total 100%

QOthers include colostrum contain vitamins, protein, and after feeding colostrum child sleeps more and
S0 on.
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3.7.3 Substance fed immediately after birth

Generally, in Nepal before feeding breast milk a baby is fed with ghee, chini {(sugar) honey,
water, cow's milk etc.Such practice was also seen in alapot VDC of which 5.71%, 80%, 14.29% fed
honey, water, and ghee/chini respectively.

3.7.4 Frequency of breast-feeding

Frequency of breast-feeding practice highly influences the health status of the child. In Alapot
VDC.it was found that the mothers generally feed their infants when they demand, but heavy work
load sometimes interferes with the frequency of feeding. About 46.49% of the mothers were found
breast feeding to their child more than 8 times a day, 32.45% of the mothers were found 6-8 times
whereas 21 .06%of them were found less than 6 times a day.

While considering frequency of breast-feeding, the time devoted by women to fetch water,
household warks, field works were appearad to be significant in Alapot VDC.

3.7.5 Weaning practice

Five to six months from birth is an appropriate age to introduce supplementary foods along
with breast milk to a baby. After the age of 6 month, in most of the cases mother's milk in not
adequate in terms of both quantity and quality to meet the additional requirements of the baby. The
introduction of supplementary at too early age (before 4 month) increases the nisk of diarthea and
other illness and the practice is not beneficial to mother as well. Energy denze food needs to be given
frequently to meet the calorie requirements of the child It appeared to us that 4.6 is the average-
weaning month of a child in Alapet VIXC from our sampled households.

Figure -31 Types of weaning food iniroduced

In Alapot VDC, 72% of the women were found feeding sarbottam pitho to their children,13.16%
of them were found fzeding jawlo, 10.54% were found feeding usual family food whereas rest(4.35%)
wete found feeding anirnal milk to their child as the supplementary food.
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3.7.6 Knowledge on preparation of sarboettam pitho
Sarbottam pitho (super flour) is the most nutritious supplementary food. It makes the child
healthy, strong and mentally alert. As supplementary food, it is given to baby afier 6 month of birth
along with breast milk. It is better 1o feed child sarbottam pitho along with the mix diet i.e. adding
green leaves in sarbottam litho. Mashed fruits can also be fed along with it
Among the 87.72% of the mother respondents who had heard about sarbottam pitho, 18.1% of
them knew how to prepare it correctly whereas rest (81.9%4) didn't know how to prepare it correctly.
The guidelines we used to screen the correctmess of progedure was
¥ 2 parts of pulse {usually Soya beans but large pulse which are difficult 10 cook by roasting are
not suitable to use)
¥ 2 pants of different cereal grain (usually maize, wheat...} these vaneties are roasted separately
and are grinned, then mixed and kept in a air tight vessel.

Figure -32

This shows that most of the mothers had knowledge about sarbottam pitho but had wrong practice
on it

3.7.7 KAP on Malnutrition

Malnutrition, dietary condition cansed by a deficiency or excess of one or more essential
nuttients in the diet, Maloutrition is characterized by a wide array of health problems, including
extreme weight loss, stunted growth, weakenad resistance to infection, and impairment of intellect,
Severe casas of malnutrition can lead to death.

Children suffer from the effects of starvation more quickly than adults do. According to the
United Nations Children's Fund (UNICEF), malnutrition contributes to the deaths of more than 6
million children under age five each year. Typically, starving children develop a condition called
protein-energy malnutrition (PEM). The two most common forms of PEM, marasmus and
kwashiorkor, occur in all developing countries and are life-threatening conditions. Marasmus
occurs when a child is weaned earlier than normal and receives foods low in nutrients. The child
may also suffer repeaied infections, such as gastroenteritis, due 1o poor hygiene. A child with
marasmus is very underweight, with no body fat and wasted muscles. Kwashiorkor occurs when a
child iz weaned later than normal and receives starchy foods low in protein In this disease, the
child's abnommally low body weight is often masked by water retention, which makes the face
moon-shaped and the belly swollen. Malautrition is being a major problem in developing countries
including Nepal.
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Table -14 Knowledge on Malnutrition

Condition Yes No

Malnutntion T1.1% 25.9%

To access the knowledge on malnutrition, we asked mothers whether they had heard about the
malnutrition, then majority (71.1%) of women address they had heard while 28.9% had not.

Flgure 33
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To access the attitude of mothers towards malnutrition, we asked them multiple answer
questions about the causation, where majority of them reveal that lack of food
(38.27%)beng a cause followed by 37.1% addressing the louch of pregnant women
being the canse of malnutriion. Also 28.39% reveal others with etc.2 46percentage
address evil's eyes to be the cavse. The reasons such as lack of vitamin,

Figure 34
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To aceess the prachice regarding malnutrition, we address the preventive aspects, whete majority
(38.27%) of the respondent reveal that providing nutritious diet to the baby can be adapted as the
preventive measure also some percentage (19.73%) said preventing the touch of pregnant women can
be adapted as well.41.98% of the respendent address others with the reasons such as worshiping,
vitamin supplementation, visiting health past, maintaining hygiene can prevent the problem as well,
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3.7.8 Nutritional status of US children

i) MUAC measurement

Mid Upper arm circurnference is generally used method of nutritional status assessment which
iz carried out in the children of 1-5 years.For this purposc a tape called Shakir's tape is used with the
help of which upper arm measured is tzken. The tape consists of measurement and three colours-
red,yvellow and green.

Red-<12.5=Malnutrition

Yellow-12,5-13.5=Moderate

Green->13.5=Normal

In alapol VDC 12% of children were found malnourished while 31% were at tisk of
malnutrition.

il)Gomez classification

Gomez classification is based on weight tetardation .It Jocates the child on the basis of hisfher
weight in comparision with weight of a normal child of same age.

Wt. for age {%) = Wi, of the child *100
W1. of a normal child of same age

Between 90-110%=normal nutritional status.

Between 75-89%=first-degree mild malnutrition,
Retween 60-74%=Second-degree moderate malnutrition.
Under 60% = Third degree severc malnutrition.

Figure 35
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According to Gomez classification 63.79%of 0-5 years children were found at normal
nutritional status where as 23.27%of them were found to be at first degree mild malnutrition. Similarly
12.93% of them were at second degtee moderate malnutrition.At the same time a very good message
for alapot vde,there were none children at third degree severc malomitrition.
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3.7.9 Vitamin -A

His majesty's Govemnment/Ministry of heaith initiated the National Vitamin A deficiency
{NVAP) to reduce Vit A deficiency (VAD).The objectives of the programme are 1o teduce child
mortality and prevent Xeropthalmia through supplementation of children 6-60 months old with high
dose vitamin A capsules .
The average coverage of National vitamin A programme is about 97 4% There is a remarkabale 100%
coverage of vitamin A by National programme in Alapot VDC.

3.7.10 Immunization

The measure objective of immunization is to virtually eliminate vaccine preventable
discases. The global eradication of smallpox, ef-course, has been the crowning glory of irmmunization.
All children under the age of 3 years should be immunized. Immunization should preferably be
completed within the first year of life and that levels of immunization are sustained so that new
generation i8 protected.

Figure 36
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Intensification of immunization program has contributed to significant immunization coverage. The
immunization coverage in Alapot VDC {5 cousiderable.

3.7.11 Oral rehydration solution prepration
Diarthoeal disease is one of the top most (3rd) public health problem detoriating the

health of under 3 children and one of the main objective of NCDD of HMG is to reduce mortality due
to diarrthoea and dehydration and one of the best method used for controlling diarrhoeal disease and
dehydration is ORS.

In Nepal, training for the ORS preparation has been given to FCHV's, Traditional healers,
mother's group.In Alapot VDC 99% of respondent had heard about ORS of which 100% said that ORS
is used in diarthoea and 92.04% explained comect way of preparing ORS.
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Figure 37
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3.8 Family Planning

An expert committee {1971) of the WHO defined farmly planming as a way of thinking and
living that is adopted volumarily npon the basis of knowledge, attitudes and responsible decisions by
individuals and couples, in order to promote the health and welfare of vhe family group and thus
contribute effectively to the social development of a country.™
Family planning refers to practices that help individvals or couples to attain certain objectives:

1. To aveid unwanted births,

2. To bring about wanted births.

3. To regulate the intervals between pregnancies.

4, To control the time at which births oceur in relation to the ages of the parent

5. To determinate the number of children in the family.
The family planning implies not only reduce the childbirth but alse fulfill the objecuves. Our main
obiective of the study was to find out the KAF of family planming in Alapot YDC.

3.8.1 Knowledge about the family planning
In Allapot VDXC, among 179 respondents, 97.20% have heard about family planning and
remaiming 2.79% have not heard about family planning.

Table-15 Knowledge about the family planning

Heard about Family | % of eligible couples

Planning

Yes 97 2% |
[ No 2.80% |

3.8.2 Utilization of family planning methods .

[n the VDC ameng the 97.20% respondents who had heard about family planning, £3.33% have
used the family planning methods while the rest e, 16.67% have not used any type of family
planning device.
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In Allapot ¥DC, we find pecple using both permanent and temporary methods of farmly planning.
Among the temporary contraceptives method users, Depo is most common which is 32.43% similatly
among the permanent method vsers we find vasectomy most common which is 20.69%.

Figure 38

Table-16 Family planning device used

FP Devices Number Percentage

Oral Pills B 3.32%

Depo 47 37.43%,
Nomlant 1 0.68%
Copper T b 4.14%
Condom 7 4.83%

Yasectomy 30 20.69%
Laparaoscopy 3 2.06%

Minilap 4} 27.55%
Others 3 2.06%

According to NDHS (Nepal Demographic and Health Survey), CPR (Contraceptive Prevalence
Rate) of Nepal is 39% and the CPR of Allapot VDC is more than 80%. This shows that most people
of the community are aware ahbout the Family planning.

3.8.3 Birth Spacing

As repeated pregnancies increases the risk of matemal maortality and morbidity, so there should
be (he propet birth spacing between two children i.e. of 3-5 years. 67.03% of the respondents say that
the space between two childrcn should be 3-5 years and next to it 16.76% say that the space should be
more than five vears. Similarly 12.29% and 3.91% of the respondents say that the space should be 2
years and less than 2 years respectively.



Community Health Diagnosis in Alapat VDO-2065 43

Figure 39

EE o 2

E e

3.8.4 Number of Child for a happy family

When asked about the number of child for a happy family to the community people, 81% of
the respondents say two children, 13.40% say that one child 1s sufficient lor a happy family and rest of
them desires more than two.

Figure 40
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3.9 Environmental Health
"The study of disease is the study of man and his environment”

In order to create and maintain ecological condition that will promoie health and prevent disease,
environment health is to be addressed. The impact of environmental factors on human health
particularly on the health of people i3 now well established. In this context it is impossible o improve
the health of people withoot including the human population.One of the essential primary health care
element is safe drinking water and environment sanitation.The lack of water supply and environment
sanitation is the primary reason for why disease is transmitted Much of the ill health is due to poor
environment sanitation that i unsafe water,unhygienic disposal of human excreta and refuse,poor
housing. Improvement of envirenment sanitation is therefore crucial for the prevention of disease and
promotion of health of individuals and communities.

Water constitutes a key element in envirenment and is of critical significance for
homan health. Disease derived from contaminated water is responsible for a large proportion of deaths
among infants and children.

Thus from public health stand point of view sources of water, time, purification of water,
procedures for the purification of water and storage of drinking water is to be considered.

3.9.1 Types of house

In Alapot V.D.C, the type of houvse was categorized by making three criteria's. In the first
criteria, we included the houses that had walls with brick, cement, ot joined by clay. In second critena,
houses having walls made up of completely raw brick and clay were included. And in the third houses
made up of up wood clay are included.

3.9.2 Housing condition

Housing in the modem concept includes not only the physical structure providing shelter,but
also the immediate surroundings and the related community service and facilities. The sitc,set
back, floor,walls,roof,rooms,light all determine the housing standard. However in rural areas the
approved standards may be lower than in the towns.

3.9.3 Roof
Most of the houses have root made up of tile, cement, tin. About 60.98% of houses were found
having roof made up of tile, tine, cemented roof. While 38.54%o0f houses have a roof with straw/khar
and 0.48%eof houses have a roof with plastics.
Figure 41
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3.9.4 Ventilation

While taking into consideration no. of windows per house, it was revealed that 58.04% of the
hovschold has 2 or more than 2 windows. While 32.20% of the household possesses only one window,
Besides these, 9.76%0f the household doss not have aay window,

Figure 42
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3.9.5 Lightening

From our findings, we revealed that 37.56% of household have good lightening 56.09% housecs
have inadequate highting and 6.35% houses have very poor lighting.

Figare 43
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3.5;.6 Types of kitchen o N

We found that 19.03%houses had smokeless chulo with a separate kitchen, 52.68%had separate
kitchen but there was presence of smoke and rest 28.29%bused the same room as kitchen and for living
in which there was the presence of smoke
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Flgure 44
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3.9.7 Types of fuel used in kitchen

Exposure of traditional society of Alapot to outzide is the key factor which has modified social
life style of the residents of Alapot V.D.C.But still it was found that 75.12%0f the household depend
on the wood for cooking purpose.14.63%uses gas for cooking purpose.4.88% of household use stove
for cooking purpose, 4.39% depend on bhuse chulo and rest 0.98% use bio-gas, Thus vanety of fuel
has been observed in Alapot V.D.C for cooking purpose.

Figure 45
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3.9.8 Sources of water

In Alapot V.D.C, most of the residents are dependent on tap water [;z 93.17% of the residents
use tap water.Next to tap is well,on which 4.88% of the of the residents depend upon while Kuwa is
also used as water sources by 1.95%of the residents in some parts of V.D.C
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Figure 46
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3.9.9Time spent in water collection

While considering time frame in water collection, it is found that 96.59% of the residents has
gasy access to water Te they consume only upto 5 min in water collecion While 2.13%of the
household take 5-15 min i the collechon of water and resi of the houschold I;e 0.48% take 15-20 min
in the collection of water.

Figure 47
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31.9.10 Water purification before drinking

There can be no state of positive health and well-being without safe water. Regarding
punfication of water, 73.66% of household directly drink water without any purification. Cnly 26.34%
of household punfy water before drinking. According to them, the water supplied is safe enough to
drink, since lab 1est is performed twice a yeat,
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Figure 438

3.9.11 Purification method

Out of 26.34%of household, which apply the purification method 55.55% of the population,
said that they purify water by filiration through clothes. Boiling process is preferred by 35.19%o0f
household whereas 7.41% use sedimentation method while rest that is 1.85%occasionally boil water in
case of sick people in the household.

Figure 49
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3.9.12 Storage of drinking water

In order to make water free from pathogens and contamination, proper storage of drnking
water is of great significance. In AlapotV.D.C 85.85%0f household are found having the practice of
covering the container of drinking water and rest of the househeld do not prefer the practice of
covering the container.
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Figure 50
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3.9.13 Types of toilet

TTuman exc¢reta are a source of infection. It is an important cause of environmental poilution.
Every society has the responsibility for it's safe removal and disposal so that it doesn’t constitutes a
threat to public health. Proper disposal of human excreta therefore is the fundamental environmental
health service. Thus out of three categories developed to observe the toilet we found that 48.29%, use
sanitary 1oilet including water seal and pit latrine, whereas 28.29 %% use unsanitary latrine including
trench borehole and other simple (ypes.It was explored that 23.42%0f the house did not have any Kind
of latrine.

Figure 51
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3.9.14 Use of Toilet

Use of toilet to some extent is responsible for the status of man health and well being. While
exploring about the presence of toilet in Alapot VIXC 76.58% of the household were found having -
toilet and rest who didnot have toilet reasoned that they donot have land or money.Among those who
have toilet, 92.10% prefer to use it. While 7.90% do not prefer to use the toilet because of lack of
water, lack of practice, feel uncomfortable eic.
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3.9.15 Persomal hygiene:

Personal and houschold hygiens behaviors are maportant aspects of care. Hygiene behavior
directly alfects the cleanlingss of the environment. It delermines the quality of infectious agents people
ingest through contaminzted food and water or by placing contaminated objects in their mouth. Poor
house hold hygiene practices contribute to the high incidence of disease like diarthoel discases.

In alapat VDO people were found aware about their personal health, For this
purpose 60.97%, T0.24%,89.27%,76.10%% of alapotians use to cut  thelr nails,brush their teeth,take
bath, wash clothes respectively . Similarly 6.47%did extra activities like shaving, combing cleaning
home to be more hygicnc,

Washing hand

Majority of people i.e. 94.63% wash their hand before eating. Among them about 51.03%
wash their hand by water only whereas 45.36 prefer scapwater, 2.58%prefer ashes and remaining
1.03% prefer mud for washing hands.

Flgure 52
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3.9.16 Kitchen garden

Kitchen garden iz one of the way through which access to food is gained by houss hold. The
notion of food security is applied to various levels but increasing attention is paid to the household
level since it is through the social unit of the house hold that most of the people gain access to food. In
Alapot V.D.C., most of the houses, i.e. 89.76% have kitchen garden and remaining 10.24% houses do

not have kitchen garden.
Figure 53

3.9.17 Animal shed

As per the approved standard of rural housing cattle’s shed should be at least 25 feet away
from dwelling houses. In Alapot ¥.D.C., almost 43.42%0f the houses kept their cattle inside the house
or attached to house .Only 13.17%eof the houses had their cattle shed 25 feet away from the house
periphery. Rest of the houses i.e. 28.29% in theV.D.C. Meet the second criteria or they have animal

shed inside 25 feet of the house periphery .Rest of the houses do not have shed.
Flgure 54
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3.9.18 Scolid waste management
There 1s the correlation between improper disposal of solid waste and incidence of veclor
bome diseases. Therefore, civilized sociely needs to establish efficient system for 15 periodic
collection, removal, and final disposal without tisk to health.
Around 59.02%of household bury their solid waste in the pit far from their houses,
composting is done in 5.85%0f household and 35.13%of house hold throw solid waste haphazardly.

Figure 55
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3.9.19 Liquid waste management

64.39% of house hold were observed utilizing waste water in kitchen garden where as
14.63% of household were find having the practice of passing the water in drainage and 6.83%use
waste water for the consumption of domestic animal while rest of 14.63%utiliscs waste water in
different purposes.

Flgure 56
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3.9.20 Overall sanitation arcund house

Only 14.14% houses and their surrcundings are clean and free from flics and have well
managed sohd waste disposal systems in our study overall sanitation of houses are observed in
64, 88%o0f the houses and in 20.98%of houses condition are miserable,

Figure 57
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CHAPTER 4
PROBLEM PRIORITIZATION

4.1 Program Schedule;
Inauguration of the program was done by our group leadets, who made the program formal.
Mr. Ramsaran Phuyal was headed as special guest and Mr. Ramhari sharma, principal of Balbikash
Higher Secondary School, and Mr. Narayan Bahadur Khadka were made chief guest and Mr. Krishna
Paudel from NIHS was the guest of the program.
We presented our findings as follows;

1. Demcgraphic data; Sex composition, educational status, occupational status,

2. Knowledge, Attitade and Practice on diseases.

3. Maternal child health; ANC  checkup, place of delivery, Colostrums feeding,

miscarriage, breast feeding, Satbottam pitho
4, Nutritional status; Anthropometric measurement of <5, Nuirition of child.

4,2 First community presentation

Our first community presentation was held on 20 of Baishak after 14 of data collection PRA tool
utilization and analysis. The program was organized at V.D.C. office and the invitation was
dissimilated before hand. The program started at 7:15 am. Many autherized people, social workers,
teachers, FCHVs, students, local leaders including community members were present including the
superviser Mr. Krishna Paudel, Mr. Prem Panta and Mr. Pralad Bhattarat from NIHS. With no. of
participants, we forwarded the program.

Objectives of the presentation;

I. To inform the community people about the observed need and accordingly explore the felt
need frotn community people taelf,

2. To inform the community people about the observed need and accordingly explore the felt
need from community people itself.

1. To prioritize the real need by comparing the observed need with the felt need of the
community.

4. To create maximum participation in the planning, implementation and evaluation of
MHP.

5. To fulfill their Quest for health.

At the last of the session we disscused with community people about the felt need and observed need
and found real need of the community.

a. Felt Needs

Felt needs are those health and/or development needs. The people in a community perceive
{understand and feel) to be what they need in order to improve their health and/or socio-economic
status. Felt needs is identified as being of greatest importance to them.

b. Observed Needs-

Observed needs are the needs that are seen by outsiders or experts and they can usually be
measured in some ways. Observed need are those health need which can be scientifically shown to be
needs in order to solve a community health or health related problem and =o to improve health status.

Using different tools and techniques, findings revealed that there were various problems in
Alapot, some of the observed needs that have been identified are described below;
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C.Real Needs

Real need are those needs which results from a jointly developed understanding of prionily needs of
the local people(felt need) and priority needs as defined by us{observed needs). A real need vsually
tries to get at the root cause of a health or development problem for which a solution can be found and

carried out.

ldentification of [lelt nceds was done through interview with Onding leaders, FCHY,
Health post staff and through interaction with community members. Leaders in Allapot VIIC think
that there should be provision of trained health workers in the health post and availability of adequate
medicine in health post, Some of the needs that have been feh by the community are as follows:

4.3 Need identificationin community

NEED IDENTIFICATION IN FIRST

COMMUNITY PRESENTATION

Observed meed
{Student"s analysis)

#* % & 4 & = B 4

Earbotam pitho
Nutritlan Status
Unsafe delivery
Abordon law
Solid Waste disposal
Smokeless kitchen
Sanilation latrines
Fure Drinking ¥ater
Koowledge of diseases
Anhmal shed

Real

Needs g
1 Surbattam -
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public
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A e ness
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(Community pesple)

FPublic Health Awareness
Lack of train health manpawer
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Sarboltam pltho
Pure drinking walcr
Solid woste disposal
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This showed that the awareness level is low in the people, and even though they are aware. They
did not take knowledge into practice. Another problem that has been felt by the community was
purification of drinking water. They also emphasized in the nutritional requirements for mother and
baby as an impertant sector for improvement.

4.4 Problem prioritization
Prioritization means using systematic methods of assigning greater or importance to various

disease, problem, needs, interventions, age /sex proup etc.

By considering the following criteria, we determined the real needs.For the need priortization we
tequested some of cornmunity leaders, FCHVs, community people and start another session.

PRIORITZING REAL NEEDS

List of real | Severity | Resourses { Participation | National | Effective | Evaluation | Total
needs health ness
priority
0120431 (2 {0 (1 |2 [0 ]1 )2 0 (1 |2]|0 |1 ;2

sarbattom 2 2 1 2 2 2 n
pitho
solid  waste 1 1 1 & 1 2|6
management
public 2 1 1 2 1 | 3
AWAreness
ANC visit 1 1 1 2 1 0 6 |
Sanitary tollet 2 2|0 0 0 1 5
Water 0 1 0 ] 0 0 2
purtification
[ron  tablet 2 1 0 210 0 5
compllance l [
RESULTS

1. SARBOTTAM FITHO-11

2. PUBLIC AWARENESS=3

3. SOLID WASTE MANAGEMENT=6

4. ANC VISIT=6

5. SANITARY TOILET=5

6. IRON TABLET COMPILANCE=S

7.

WATER PURIFICATION=2
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CHAPTER 5
MICRO HEALTH PROJECT

3.1 WHY MICRO HEALTH PROJECT ON SARBOTTAM PITHO?

Severity of disease
wick
311 Priority
effective program of
evalution Government
MICRO HEALTH
Prioritized PROJECT
real meed
Yulancarablilty
children most
Yulnerable
group
Concerns of
higher
anthorities
from National
Tevel Manapgement of
reapurces Is easy and
cheaper
5.2 INTRODUCTION

MICRO HEALTH PROJECT
Micro health project is small-scale health project conducted for the achievement of goal in health
sector. It is designed to develop health related skills and self -reliance on the priority basis of real
needsamong community people through the maximum utilisization of locally available cheap
resources and techniques with full community participation. Actually MHP is just one of the ways to
solve community health problems in short period of time. However, the project was micto, but aims of
such program cannot be micre aims.

After presenting our findingsin front of the community peoplein first community
presentation,a meeting was organised involving community people Jleaders, health workers,FCHVs,
school teachers, key persons and,youths. For this program invitition was sent to healt workers, formal
atd informal Jeaders through letters and also was invited verballyby visitingtheir home.On the same
day real health problem were prioritised accordingly on the basis of felt needs and observed needs
.after that we decided to ¢onduct miceo health project on SARBOTTAM PITHO.
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5.3 THE ABOVE FIGURES SHOWS A BRIEF OUT LOOKS OF RATIONALES

WHY WE CONDUCTED MHP ON SARBOTTAM PITHO?

@ Ovur study shows12.07percentage and 31,04%children malnourished and in danger line

respectively.

@ The figure 12.07% and 31.4% indicates increasement in of malnourished child (<12.5¢.m) two
tfimes and the children in danger line (12.5-13.5¢.m} MUAC measurement three times greater in
comparision to the last year (2061) conducted by students of NIHS first batch,

(@Children under 5-years of the age are the main victims of malnutrition.so nutrition programme is not
only the prionity programme of Allapot vdc but also one of the priotity programme of goverment of
our country to reduce under 5 mortality and morbity rate,

@ Childeren are alse more vulnearabie to diferent type of diseases like nutritional anaemia, diarroheal
diseases ste,

@ Itis easy relevant and cheaper to manage locally available resources.

@ About 81% of mothers practicing wrong method for the prepration of sarbottam pitho.

@ Sarbatom pitha is the first real need, which is, the outcome based upon observed and felt need

(@ Sarbottm pitho is one of the best solutions for the improvement of nutritional deficiency as it
contains proteins and carbohydrates which needs to have high calorie for a child to be healthy.

(@ comparimg with other programmes, we thought that it could be effective and fruitfull within our
framework of time.

@ It is easy for us to evaluate.

@ This programme help us to change KAP of mothers in order to reduce malnutrition found among
children.

5.4 TARGETED TO MOTHERS BEARING CHILD <5 YEARS —-WHY?

“Litetacy rate of female in wde is found lower in comparision to male population.And most of the
maothers are found illiterate in our study.

*Although 96.38% of mothers says that they know about the prepration of sarbottam pitho,but we
found about 81%feeding their children with wrong practices.

5.5 MHF WAS CONDUCTED IN HEALTH POST ---WHY?

_The day when we were conducting MHP was Thursday i.e immunisation day of allapot vdc.so it is
easier for ns to gather mothers.
_Health post is situated in ward no.4 i.e at centre for which people can reach their within 20 minutes
from every wards,
_For our easiness and interest shown by Health post we conducted MHP bilaterally with Health post.

5.6 GOAL
The main goal of MHP is to conduct a sarbottam, pitho demonstration programme is (o
make mothers able to prepare sarbattorn pithe/litho in fixed proportion.

3.7 TARGET GROUP

Mothers bearing child under five years of age.

3.8 OBJECTIVES
1. Toexplain mothers about the importance of sarbatom pitho.

2. To make mothers able to fix the proportion of pulses and cereals in proper way without any
confusion. -

3. To make mothers perfect in cooking sarbatom litho.
To explain mether how and when to feed sarbatom pitho to their child.
5. To help mothers change KAP regarding nutrition.

L
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5.9 MATERIAL USED

-Posters

-Local resonrces like jatho, utensils, pulses, cereals.
5.10 METHOD USED
-Demonastration
5.11 IMPELEMENTATION OF MHP
Firstly we gatherd and prepared the required materials then we conducted different activities.

The activities are described below sequentially.
EPISODE [

At the prilimenary stage, we conducted health education on the consequencesof nutritional
deficiency.
What is balance diet?
What amount of nutrient do children need to be a healthy?
Health education on:
-Micre and macronutrients
-Sources of body building, energy giving, and security
providing foods
-Malnutrition
-sign and symptoms of malnutrition along with
Intervention measures.

_ Along with this compatision between SAGH bahadur & BHAT bahadur wsa also done
to make programme effective by showing poster.

EPISODE-HT

Presentation on findings data related to nutrition was done so that they can realize
themselves that malnutrition is thetr own childrens problem,
EPISODE-ITY
Heaith education on:
-Importance of sarbottam pitho.
-Presence of nutrient in sarbottam pitho was alzo given.

EPISODE-IV
DEMONASTRATION
Step-i
Prepration
Mothers were demonastrated about the mixing of pulses and cereals in fixed
proportion. After that they were demonasterated about grindingof mixture followed by roast.
Step-ii
Storage
After sarbottam pitho became ready they were demonastrate on how and where to store it
properly.
Step-iii
Cooking
Demonastration on how to cook food was done.
Step-iv
At the end of the session we fed prepared sarbottam lito to every children present with their
mothers.
At last, mothers were taught about when and how many times to feed litho within twenty. four

hours.
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5.12 EVALUATION
Evaluation means examining a programme or projectin order to determine whether it has
accomplished its goals and objectives,
So after the impementation of every programmeit need evaluation for the measurement of its
effectiveness. In the same waywe had alse did it.
Total 64 mothers were demonastrated.
Here, we evaluated our programme by asseing positive change in knowledge and practice. A
corrosponding level ofchange in knmowledge and practice will signify positive impact of the
programme.
Therefore, for evaluation we did following things:
At first,
We asked: - would you please say how you prepare sarbottam pitho?
A) If correct
Asked:-wuold vou please demonastrate it?
a.1) If correct
We proceed further.
b) If incommect
We re demeonastrate and make them able tom prepare and cook sarbottam pitho.

From above we found following results.

Sarbottam pitho preprartion

80
60 A
40
20 A

58.82
41.18

Explained again Explained once

The above chart indicates that 58.82% of mothers need re demonastration.But
42.18%didnot need any re demonastration At last we made them 100% able to prepare sarbottam
pithoflito.

5.13 SUSTAINABILITY

For the sustainability of the programme distributation of guidelines on sarbettam pitho
prepration to FCHVs and mothers was done. In addition to this Health post and vdc also assured us
that they will visit door to door to intervane malnourished children bilaterally.
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5.14 SUPPORTING PROGRAM FOR MHP

In order to make MHP sucessfulas well as to create awareness and positive change in KAPon
nuiritionand sarbottam oti the same day we invited to sindent from different school located in Aliapot
wdc,

~Balbikash secondary school

-Kageswari vidhya mandir secandary school

- Byoka community English school

5.14.1 OBJECTIVES

. To teach students importance of nutrition to be a healthy man.

. To develop positive KAP in school students about nutrition and sarbottamn pithe and through
them to their parents.

. To make students aware of nutritional deficiency disease its sign and symptoms,its health
hazards,etc.

. To make student able to prepare sarbottam pitho and through them te their parents.

5.14.2 IMPELEMENTATION
1. Health education on;
- Balance diet
-Sources of nutrient food items.
-Malnutrition
-sign and symptoms of talnutrition
-Importance of satbottam pitho
2. Demonastration :
Prepration
Storage
Cooking, of sarbotiam pitho.
5.14.3 EVALUATION
The programme was evaluated by asking a question to the students.The result was found

satisfactory.
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CHAPTER 6
EXTRA HEALTH ACTIVITIES

6.1 DEMONASTRATION ON ORS (special programme)

Besides MHP we conducted & special prograrnme on oral rehydration solution prepration.

6.1.1 RATIONALE

1. Although 100%said that ORS is used in diarrchea.And §2.3%said about correct method of
prepration.so to test the practiceof preprationof ORS this program was conducted.

2. Diarohea is one of the top diseases causing infant mortality high in National figures.

6.1.2 GOAL
To attain 130%perfect in prepanng ORS.

6.1.3 OBJECTIVES
To asses the practice of ORS prepration

6.1.4 IMPELEMENTATION/EVALUATION

At first ORS comer was selected and people visiting ORS corner were asked for the
preprationof QRS
From this we found,

This indicaies that only 20%0f people need repracting of ORs prepration but rest did it perfectly one at
a time.
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6.2 PLAN OF ACTION
6.2.1 PLAN OF ACTION FOR EXTRA ACTIVITIES-1
Date | Activities Target group Place Evaluation
062- | Obssrvation in vitamin A stall Community | All the wards
1-6 people
062+ | Class conducted at Balbikash school | Students  of | Balbikash schoel Oral
1-12 | about Communicable diseases, | grade 7,8 and 9 assessment
AIDS, Community health and
abortion
062- | Participation in Rally Students Balbikash School
1-13 oc  Students of
Balbikash, Byoka and
Kageswori
school
062- | Elocution competition organized at | Students focal leaders home
1-22 | Balbikash school
062- | Digging compost pit. Community Observation
1-25 - people after 2-3

days
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6.2.2 PLAN OF ACTION FOR EXTRA ACTIVITIES -I1
Date Activities Target graups Place Evaluation
062-1-21 | School Health Program conducted | Students of grade 2, | Natheswort Oral
at Natheswori school about 3,4&5 school assessment
personal hygiene, Nutrition and
Diarrhea.
SHF conducted at Kageswon Students of grade 9 | Kageswon Written
school about Abortion. &10 school assessment
062-1-22 | SHF at Natheswon schoo! about Students of grade 3, | Natheswori Oral
vitamin A& eye Injury. 4&£5 school assessment
SHP conducted at Byoka school Students of grade 7 | Byoka school Oral
about Rabies & 8 students assessment
SHP conducted at Kageswori Students of prade 9 | Kageswori Oral
school about uterus prolepses & 10 school assessment
SHP conducted at Balbikash Students of grade 9 | Balbikash school | Oral
school about breast feeding, Viral assessment
fever, conjunctivitis & tetanus,
SHP conducted at Byoka school Byoka school
062-1-23 | about Adolescent health, Students of grade 7 Oral :
menstruzation & Abortion. &5 assessment
Digging compost pit. Local leader’s -
062-1-25 Community people | home Observation
after 2-3
Door te Door health campaign Ganesh Mandir | days
062-1-26 | SHP conducted at Bal Sishu Ward no. 1 people Bal Sishu ‘
062-1-27 | Sadhan about Vitemin A & Students of grade 3, | Sadhan School Jral
personal hygiens 4, &5 assessment
Health exhibition Health post
062-1-2% All groups especially | office
maothers of <Sage &
Adelescents
Observation in vitamin A stall All the wards
0o2-1-6 Class conducted at Balbikash Students of grade &, | Balbikash school
042-1-12 | scheol about Communicable 9 &10 Oral
diseazes, AIDS, Community health assessment
and abortion
Participation in Rally Balbikash
062-1-13 | Oratory competition organized at | Students of School
062-1-22 | Baltukash school Balbikash, Byoka
and Kageswori
school
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6.3 ACTIVITIES DONE AS PER THE REQUESTS

1. OBSERVATION ON VITAMIN- A STALL
As per the request of healthand our interest in knowingdetailz about vit A distributation programme
we visited different vitAstallin every wards.At the same time we got an opportunityto know about the

doses of vitA capsule along with deworming tablet.

2, SCHOOL HEALTH PROGRAMME

After we got request letter taking classes to class %,94180 from Balbikash secondary school.we
conducted SHP on topcs Community Health and Abortion in class10, HIV -AIDS in class 9 and
Tuberculosis in class B. FOr the evaluation of ntogram oral assesment and home assignment were
Eiven to students.

3. PARTICIPATION IN RALLY
We had also pot an opportunity to participate in rallywith slogan S1&T AIFTFITE ThReHI CE |

™ |

We got such an opportunity fromKageswar vidhya mandir. The rally was started from Gagalfedhi and
was ended at Balbikash secondary school in allapot vde.

6.4 EXTRA HEALTH ACTIVITIES DONE ACCORDING TO THEIR REAL
NEED AND MANAGEABILITY OF RESOURCES.

1. ELOCUTION PROGRAME

Inter school elocuiation programme was conducted on the topic "PEQPLE'S HEALTH IN
PECQPLE'S HANDS" at balbikash secondary school.In this programrme 14 students were participating.
They were emphasising health is a fundamental human rights, if wealth is lost nothing is lost, if
education lost something is lost, if health is lost every thing is lost.'
The winners of this programme are listed below;

First
Sulochana shrestha--———-- Byoka Community English school
Second
Arun khadka-—-—-- -  Kageswan vidhya mandir secondary school
Third
Joyati Thapa —--—-- —  Kageswar vidhya mandir secondary school
Fourth

Shrawan kumar khadka----—Balbikash secondary school

At the end of this session prize were also distributed to winners by Ram Hari sharma the
Chairtnan of the programme.

2. SCHOOL HEALTH PROGRAMME
Objectives
-To develop positive KAP in school students about communicable disease, non communicable

diseaseand maintaining personel hygieneand through themn to their parents.
-To educate student about existing health related laws in Nepal.
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Impelementation
School health programme was conducted in various schooel located in allzpot vde. During
out SHP we dealt wit different topics. They are:
Balbikash secondary school
Community health, abortion law, HIV-AIDS, Tuberculosis, personnel
hygiene, Breast -feeding viral fever, conjunctivities, tetanus stc.

Kageswari vidhya mandir secondary schaool
Abortion laws and uterus prolapse
Natheswori School
Personnel hygiene, nutrition, and diarrhoea, vit-A, eye injury.
Bayoka community English school
Rabies, adolescent health, mensuration and abortion laws,
BAL sishu sadhan
Wit-A and personnel hygiene,

3. DIGINING PITS

As we found 59.02% are using open pits and 35.13% are throwing wastes every where around
house. We decided to teach people about making compost manure from the garbsge that comes from
our daily activities. This programme was camriedd in ward no. 4 near health post VHWSs house with
participation of about 30 people.

4. HEALTH EXHIBITION
Including these, we did different healthn exhibition programme;

iy SODIS
i) A sample of sanitary home
iii} Differnt posters and phamphalates were displayed and distrubutad.

in addition to this exhibition, a special health promotional programme was also
conducted by us. For this, we had emphasised Antenatal visit done duing pregnancy. TO make this
pregramee effective and interesting we had made a slogan" USE OF HEALTH SERTVICES,
PROVIDED BY NEAR LOCAL HEALTH POST.” Since we found 91.2 % are using ANC service
from different places like hospital, nursing home, maternity hospital etc but the main motto of this
programime is to increase the no, of ANg visit in local health post rather than in any other places.
During this time, mothers were promoted on breast-feeding too.

5. DOOR TO DOOR PUBLIC AWARENESS HEALTH CAMPAIGN
In ward na. 1 at first we visited people in every door, defined them our objectives. After that we
gathered people at Ganesh mandir and gave them health education on felowing topics:
i. Use of sanitary toilets
Ii.Personnel hygiene
-use of soap fash water before eating and after toilet, field work
- nail cutting, hatthing, washing, brushing
iii. Proper disposal of wastes
iv. Communicable disease
- TB, polio, measles, skin disease, pneumonia, asthama, diarrohea, worm infestation,
v. Exclusive breast -feeding
vi. Immunisation
ViLANC& PNC
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CHAPTER 7
VIEWS AND PERCEPTION

7.1 Views of Community Leaders

Identify Comumunity health problems we interviewed local leaders. Both formal and informal
leaders Health post incharge were asked open- ended questions, to explore the existing problems, the
present health situation, and recommendation required for the better improvement of the health
situation of the health problems of the community. Five major health problems that were identified by
the Jeaders were alcoholism, smocking lack of hospital, lack of education, lack of trained health
workers.

Poverty, poor persenal behavior practice, lack of education in women, mental retardation were
some of the socig-economic problems identified by the leaders. When the leaders were asked about the
factors for the causation of the lack of development activities, most of them answered that it is the
transportation, which is lacking. Similarly, due to lack of market for the agricultural products is
regarded as another hidden area for the development of the commurnity.

For the improvement of the health service

Service and improvement model was provided by the leaders so as fo solve
community health problems

Public awareness
Immunization

Vit-A campaign

Dots leprosy clinic

Safe motherhood programe
In order to

ESENENENEN

Service accomplished by the village development office

24 hry primary treatment

Public awareness campaign
School health program

QOutreach clinic

Immunization and vita campaign
Health post building construction

SENENE NN

Improvementisearch

¥ Mobilization of fchy;sfor the increment of the public awareness program
¥" Conversion of the healthpost in to PHC center
¥"  Health manpower production
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AND HEALTH POST INCHARGE

Service accomplished by

health post

24hrs primary

treatment
Public awareness
Immunization

Vir-A campaign
DOTSAeprosy clinic
Safe motherhood
progeramme

By village Development

Miice

Fuhlic awareness
campaign

School fiealth programme
Dutreach Clinic

For FCHY's

rovement Searc

Immunization snd VIT-A
campaing

Health Fast B1TLding
ronstruction.

/

« Mobilisation of FCHV’s for
the increment of public

AWATENEss programme

« Conversion of Health post
in to PHC

« Health man power
production

llmpmutmﬁ
| wesponsibiy

Health warkers

Community People
Community Leaders

Government

Increment of literacy level
education and self-dependent

programme For backward People of
community

Reduce drug addiction

Clean and Safe drinking water services
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Responsible people
v Health workers

¥ Community peopls
¥ Community leaders
v Government

Improvementisearch

¥ Increment of literacy level

¥ Edugation and self dependent programfor backward community
v Ban on drug addiction

¥ Service on clean and safe drinking water

When asked abowt perception on the traditional healers, leaders were found to be very good as they
had vision on motivating the traditional healers in to volunteers that could bridge the gap between
health facility and the community, as per them, the relation of SHPwith the vde was fine.

7.2 Views and perception of FCHY’s

Trained local active woman in the form of FCHV is one of the key members for creating
community awareness on public health issues. FCHY is the key person for affective community
exploration. Thus exploring the activities of FCHV and their perception on public health issues is of
significant importance. Nine FCHV each from nine wards was interviewed so as to know their
perception and practice of FCHV regarding different health related matters.

~ All the FCHVs we interviewed were very much satisfied from there

Service. Almost half of the FCHYs conduct the mother group meeting twelve times a year but some
also said that mothers are to convinced to gather in the meeting.when asked about the discussion
topics on the mother meeting they mentioned subjects such as communicable disease, nutrition,
environment, immunization, family planning and better counseling on the health related issues.
FCHV's also told that H.P calls for meeting 2-4 times year and they mostly discuss on different
communicable disease like diarrhea, TB and ARI. Beside discussing on different discases
environment, nutrition immunization, family planning and issues relating to pregnancy and lactating
women such as consumption of iron tablets, and visit are some of the major topic of discussion .SHP
also emphasize fchy's for the maintenance of proper register.

FCHY’s are also previding extra services beside their regular work such as during
¥ Vit-A campaign and deworming

¥ Vaccination program

¥" Family planning

¥" Qutreach clinic and health education

Around 65% of the fchy's have not conducted home delivery only 35% have conducted deliveries but
they have not received training, it is there practice and experience which is working. When asked
about the top 10-disease condition, following were their respense

1. Fever

2. Diarrhea

3. Influenza

4. Pregnancy related problem{mainly uierus prolapsed)
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TB

Asthma
Fneumonia
Malnutrition
Headache

0, Measles

=0 00 o

When asked about the disease requiring the immediate notification, most of them were correct and
some didn’t know about the disease. Polio pneumonia, diarthea measles were some of the correct
answer. Most of the fchv’s agreed that the environmental sanitation and safe drinking water is required
to minimise the problem to reach the optimum level of health. Also proper medication and ireatment,
raising awarmess should be highlighted as well.
According to fchv's, solving problem of the community is the responsibility of both the
community people and the health post. They also take self-responsibility for solving the probiems

7.3 Views and perception of shaman healers

Some of the shaman healers were interviewed s as to know their views and perception regarding
health practices. We came to know that they are engaging aneself in this field for 45 -46 years and are
providing direct and indirect health services. When asked about the no of patients, we came to know
that they are providing health services to 44-45 patients per month in the V.D.C

Shaman healers are providing health services during stomach pain, backache, Diarrhea ,

fever , TB ,and headache they are not only using traditional practices in curing the patient but are also
suggesting them to go to health post and are also found using ayurvedic medicine .zll the shaman
healers who were interviewed have not received any health training
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CHAPTER 8§
PARTICIPATORY RURAL APPRAISAL FACILITATION

8.1 PRA FACILITATION AROUND ALAPOT V.D.C

PRA/PLA is an appreach nsed in identifying needs, planning, monitoring or evaluating projects
& programs. PRA symbolizes the concept of participation, which represents “the people”, it combines
an ever growing tocl kit for learning about and engaging with communities. It enables local people to
share their perception and identify, prioritize & appraise issues from their knowledge of the local
conditiens, Utilization of the local resources such as sticks stones grasses, woods tree leaves and sails
etc. are emphasized based on availability and accessibility.

8.2. Objectives for carrying out PRA/PLA in Alapot
4 Toa express, view & share information regarding the strength of the community as welt as share
the areas of improvement for sustainability.
»+ To explore the available and hidden resourses existing in the community.
To out line the historical background of the community.
« To triangulate various findings and outcomes,

The PRA tools that were exposed and utilized for collecting the qualitative information in
Alapot VDC were;

Transect walk

Social and resource map
Timeline

Mobility map

Daily routine diagram
Seasonal calendar
Institutional diagram
Cause and effect diagram
Focus group discussion

=R IS = LT RN P

8.2.1 Transect walk/social map

Transect walk is a systematic walk being carried out with local people of community
observing ,asking , listening , looking , identifying the strength resources that could be natural ,
human , social , economic or material , opportunities and arcas of improvement in the overall
community. The findings are clearly indicated in the form of social map with the help of same people.

PROCESS:

On the second day (2062-2-3) of our one-month community diagnesis we walked around the village
along with adolescent group, local peoples, teacher, club members ete. In order to get more
information about ht community and for obtaining deeper understanding about the area. From that
walk, we had clearer picture about Alapot YDC including good things, area of improvement etc.

8.2.2 Social map

Social map is used to understand the stratification of the communities both in term of resources and
their area and distribution

We were able to collect the information regarding the existing social object in the community such
as * road, tap, wetl, household, schools, local clubs, forests, pond, institution, temples etc,
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8.2.3 Time line
It is one of the PRA too] which help us to find the histry of major
events in & community with approximates dates and discussion aof which changes here eccurred. This
tool helps us to find out history of the comrnunity which is usually taken with elderly people of the
community.
For this purpose , two old person (one male, one female) were considered and there views and
commands were listed

TIME LINE
' DATE EVENTS
2013BS » Establishment of Bal Bikash secondary school.
2036 B.S »  Establishment of kageswari postakalaya.
2037 B.8 s Separation of Allapot and Bhadrabans politically.

¢ Establishment of Paropakar Primary Health Care.

2040 B.S * Special progranmne on water supply and water
distribution,

»  15.37 public water tap supply. o
2047B.S » Electricity facility. ]
2043 B8 s _ Establishment of Health post. ]
2049 B.S » Road construction.

2052 B.S »  V.D.C building construction.

s Telephone service started.

» {ld age incentives started.

8.2.4 Mobility map

Mobility map is one of the PRA tools, which helps us to get an understanding about the
peoples movement in different places with different objects and for different reasons.
In our survey, consult local active social workers and obtained information about people’s
mobility and different objectives for;
Education
Treatment
Business
Migration
Pilgrirnage/ religious trip
Employment
Marriage
Marketing
Tout
From that mobility map, we draw a conclusion that most of the people of this VDC go
near by this VDC for different purposes that may be for education, employment, marketing, treatment
etc. But some go abroad for empleyment and business purpeses.

The mobility map of alapot VDC is shown below:;
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MOBILITY MAP OF ALLAPOT
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India ; pur
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snThupalcmwk Allapaot s Oachhi
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“ﬁﬁi - Sl A Kam[:ardu
Gagafedhi"_ t_. " ; Laliﬂur

Nayafali BTpur
India
Kotgshwar VISIT ”
Bhaktapur Sydarijal
avari

Nogarkot Negaliung pur
Kalknki Dakshinkali Bi

Kayreplanchowk  Dagnan '”dii"

CHarikot Kakani Chi{lﬂ Neda(ung
Nuakot Ban%ad&eh

Dhulabar Thailand
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8.2.5 Daily routine diagram

Daily routine diagram is used to identify the workload of men and women in the community as
well as compare the workload between men and women in the communnity,

Class nine and ten of a private school Kageshowari vidaya mandir was selected, Then we
divided them into two groups sex wise. Afer that objective of the study was explained to the
participants and daily routine of boys and girls were taken separately. The information that we
coliected from them is as follows in diagram.

Sports
Entertainment
Study
Rast
Hounsehold work
DAILY ROUTINE DXAGRAM
WORK DESCRIPTION * * BOYS ' ' GIRLS
Personal hygiene 1 Sminutes 45 minutes
Houes hold work 45 minutes 2 hours 20 minutes
sports 70 minutes 20 minutes
Study time 7hours 30 minutes 7 hours 30 minutes
Rest & hovrs 15 minutes & hours
Entertainment 20 minutes 30 minutes
8.2.6 Seasonal Calendar
Itis a PRA tool which helps to explore seasonal trends and opportunities by diagramming
croping patterns, festivals, seasonal disease, fruits, vegetables, climate etc, month by month
thronghout the year.

At first, we gathered the local members (Women) of Bhagwan Youth club and explained our
objectives to the participant. Then tweive different months were drawn and the participants were
encouraged to show different activity and its menth wise involvement. The information that we
collected is as follows.
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8.2,7 Institutional diagram
It help us to find out the existing institutions in the community that works for the community, it
helps us not only in indicating the institutions working for the community but also about the services
praovided by them and the relationship among institutions,
For institutional diagram we ask the community peaple to indicate the institutions within the
community and we collected following information from institutional diagram;

INSTITUTIONAL DIAGRAM OF ALLAPOT VDC

Balbikash
Sacondary

School Sahayougi
Wardno:4 Finance &
cooperative

ALLOPAT Namuna
vDC sahakar
Sastha

Limited
Ward:4

Ward no:3

Bhagwan
Yuva club
Ward no:7

kashakya
Primary
School

Ward:2

Boyka
Comunliy
English
School
Ward notS

atheswarl
Yuva group
Ward no:B
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8.2.8 Cause and effects diagram:

Canse and effect is an effective PRA/PLA tools, which enables to find out the causes of
any problem discussed and helps to analyze the effects with local community. In this process the real
cause and its effect is identified as the community. In this process the real cavse and its effect is
identified as the community people start the discussions. By cause and effect, diagram facilitator or
outsider obtains great opportunity to learn the realities from the local community people. Similarly, the
community people alse get chance to realize about causes and the effects of the problem.

In Alapot YD, we performed our canse and effect diagram on alcoholism with the
community people at the yard of Bhagwan Yuba club. As the cause of alcoholism was asked, a
varying ranges of answers came. Most of them said they just drink to enjoy and get entertainment
where some said they use to drink to enjoy and get entertainment where some said they use to drink it
for time pass. About one fifth were influenced by advertisernent and few of them were trying to show
smart. About one-third thought it shows high class and few were pressured by pear circle. Due to
ignorance more than half were drnking where two third of them were Irying to fest its taste. Almost
all thought it relief from tiredness and most of them were escaping from their tension. Sociocultural
effect was alzo found there where tradiGonal factor was based.

At the same time very less of them were using it as medicine but some of them said without it
they do not enjoy life as their tolerance has been increased.

After petting such answer as the root cause of alcoholism at Alapot VD, we asked they gave
various answers. After drinking, it being mental conversion fhat helps to loase the memory then
person gets relaxed. Social relations may break which decreases the social status. Accidents may
occur. Family problem and unnecessary quarrels may arise. Feeling of insecurity comes. Person
becomes physically weak and mentally tension. Educational status deteriorates decrease of the
praduction of qualified workers and hence the development of the country goes downwards., Heavy
economic loss occurs. Burden of disease increase. People sink in poverty. Finally early death occurs.
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8.2.9 Focus group discussion

Focus group discussion is an especial discussion performed on a topic with homogeneous group
or the similar interest group. Major discussion is focused on the topic among the metnbers whose
effective number is said to be 6 to 12. It may difficult to handle more than 12 people in onc discussion,
Similarly, participation of less than 6 cannot create many more ideas. 2 or 3 facilitators who raise the
issue host discussion. Let participants to participate actively and help to draw the lessons and make
conclusion.

Before conducting FGD, we interacted with the members of Bhagwan youth club which in the
enieting the active youth club in Alapot VDC . Then we selected the topic on their coliaboration which
was happened to be" uterus prolapse” then we select the female member of ihe community to
participate in FGD and finally the program was successfully conducted on 2062-1-17 Saturday at
11:00 am at health post meeting hall.

The program was forwarded as per our objectives under major facilitation of our female
members. We created an immersive environment as per the need of topic as the topic “Uterus
prolapse™ itself is prodominant and privacy seeking topic. Hence we succesafuily conducted our
program with superb out cotne.
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Focus Group Discussion

Questions Correct Incorrect Don't know

1. Which group | Lack of nutritiovs | Adolescents do not [ Women having
of women is | food. have the problem. | many children.
at the risk of | Lifting heavy things | Heavy bleeding | Smoking  cigarette
uterus right after delivery. | during  menstrual | and having cough.
prolapse? Recurrent delivery. | period. Tying waist tightly

Having sexual | Only women of 3G | by  long  cloth

contacts just after | to 35 years. (patuka)

delivery Only from poor | Beng pregnant at

family young age.

Any one ie. fat,
slim, of terai or of
Himalayas, young
or ald.

2. Why wuterus | Lack of balanced | Tying waist during | Cough exerts
prolapse diet stomach pain do not | pressure at muscles.
ACCUIS in | Having sexual | effect at all.
females? contact just after | Cough or stomach

delivery. pain, which exerts
Lack of appropriate | pressure on stotnach
postnatal care, on stomach don't
Due to prolonged | effect.

labor.

Hiding the problem

of BT

3. What Bleeding, White | Hated by everyone | May invite multiple
problem may | fluid discharge. if told. marriage and
exist due to| Lower abdominal infections.

Uterus pain. Difficult to defecate
prolapse? Difficult to work and urinate.
and walk. Difficult during
coitus.
Difficult during
menstruation.
4. How to prevent | Feeding nutritious | Increasing Use of ring pessary
Uterus prolapse? food. AWATENESS abayt | Lifting heavy things
Nat lifting heavy | Uterns prolapse and | in cotrect manper
thing nght after | decrease poverty FP and birth spacing
delivery. Utilization of local | Taking post natal
Not having sexual | Health services rest

contact rnight afler
delivery

Not having sexual
contact at young age

T8
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CHAPTER 9
A SAMPLE OF CASE STUDY

Cominunicable disease of Alapot (TUBERCULOSIS)

1). INTRODUCTION

This case study has been prepared under the direct contact of the patient.He was born
in 25th Falgun 2003B35 in the middle family of this wdc.He is literate \When he was young, joined in
Nepal atmy. vunfortunately he resigned from job due to different reasons.At this time he bhecame
frustrate so he started smoking as chain smoker and used to spend Rs100 per day at that time . In the
many bends of life he staried business and he came in contact with many persons in his life. so, we can
say that these may be the causes of suffering from the TB. Out main aim is to find out causes and
route of suffering from the TB.

2). OBJECTIVES
The main aim of this case study is:
1} To find out the causes of TB transmnission cn him.
2} To find out the ways of treatment provided by the local health instition
3) To know , reascns of drug resistance on him.

3). Methodology
QOur study design is cross-sectional study .it includes qualitative methods.
Sample size - only one case
Tools - questionnaire
Technique - semi structure interview
Respondent -TB case patient ,

4), CASE HISTORY

Talking about TB cases developed in him, he said that in 2045 BS he felt a bit week
and went hospital but at that time disease was nat diagnosed.In 2052 he visited Kathmandu model
hospital, at that time he was diagonased with TB and Diabetes.And then he moved to National
Tuberculosis center, Bhaktapur and he was given DOTS treatment. According to him the disease
was taransmitted to him from direct contact with his frends in his own village. At first he was
treated under CAT-I but he didnot feel comfortable so, he was entered in CAT-I! under DOTS
treatment.He felt some relief at initial stzge but the treatment was found failure.

He was born in 2%th falgun 2003 on alapot; Kathmandu He had also taken BCG
vaccination at the time when he was child. He was from medium sized farmer's family with adequate
lodging and fooding. He had takenlower secondary education. On those days he used to smoke not by
inspiration of family or any fiiends but by himself. During his days he joined army and resigned after
& years due to his own reasons. According to him in his family allare healthy but we found that his
family use fire wood for cooking putposes. Talking about his visit, he had visited Badrinath,
Kedamnath, Bijung and Hetanda.

Today also he is the patient of TB although he had taken medicine. It was found dmg
resistance towards him. Now he is in contact of JENETQP for further treatment of TB with DOTS
plus strategy at kalimati, Kathmandu. '
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5. DISCUSSION

All the Anti -tubercular medicine are available m the DOTS centers and sub-centets and
distributed to the TB cases free of cost as per the policy of NTP ,However .these medicines are not yet
accessible to the remote area of our country. The problem we found is that someTB patients ,who
developed into MDRTB were not investigated & monitoring properly during their DOTS course .So
we emphasized ail the CAT-2 patients should be taken care more than others casssof TB. For
examples medicines that they are taking should be done sensitivity test so that the problem of
developing MDRTB can be avoided or reduced at one level.

Alapot health post was also following the same rule and pattern of NTP like in all the other
DOTS centers and sub-centers. As it was a sub-center there was not provision for sputum test and drug
sensitivity test facilities .So there was only medicines that they ars providing regularly to the TB
patients.

Besides all this findings, at the same time we have find this patient with Diabetes case He is taking
msulin along with DOTS Probably , insulin is also ene of the factors for developing drg resistance
on him.

6). RECOMMENDATION

To the patient
s Take medicines regularly under DOTs plus.

» Undergo general health check-up regularly.
+ Be more conscious of own health maintaining personal hygiene.

To the health institution
# To conduct DOTS regularly.

To try to find out the caszes of treatment failure.
It is suitable and good to put patients under DOTS only after doing drug
sensitivity test for each and every patient

s If the provision for sputum test is available at each and every DOTS sub-center
and center, it would help to find out the hidden cases of TH.

7). CONCLUSION
From this study, we conclude that he is developing TBcases because of, not beingeconscious
in his ownhealth although he knows that his villager is TB patients. In addition, he used to smoke,
using fite wood for cooking purposes too we can also conclude that using DOTS regularly is not
working to him Perhaps, there may be interrelationship between Diabetes and Tuberculosis. At last we
can say that dmgs of Tuberculosis willnot work properly and developresistance if there is coinfection.
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CHAPTER 10
TERMINAL RELATIONSHIP

10.1 Final community presentation

The final community presentation was organized on 31* of Baishak, with about 190 participants,
we preceded our formal program in Balbikash School, and the invitations were dissimilated the day
before. The program commence at £:00 am, the students from Balbikash helped us mange the sitting
armangements and Bagwan yuva were appreciative enough to pravide us with the require miking and
pallt was noticeable that all people from different sector participated for making our program
interactive. Mr. Ramsaran phuyal was announced the chair followed by

Dr. Rity prasad partovla, chief guest and Mr. Rameshwor phiuyal along with other guests had
presented their ideas and views. Our main agenda during the presentation was the overview of the
whole CHD.We presented all our findings along with the MHP we conducted. The final presentation
was the platform for all the members and the leaders of the community to share thelr problems and the
solutions. They were very keen about the problems and some of the future solutions were sought out,

Mr. Madan Bdr. Khadka, the active leader of the community address that some emergency
service should be provided to the community by the Stupa community hospital for sustainable
relationship. If possible, some velunteers to the health post would be beneficial if provided. He aiso
recommends that our report should minimize the siatistcal errors. Mr.Jagat Nepali inform the
cominunity about the services under health post. He emphasized people to visit the health post for
ANC checkup. He recommended NIHS to not only send the BPH students but also students from other
health faculty should be send for the field programme. He request NIHS for the some contribution in
FCHV's akshaya kosh, which is established in Alapot VD, Mr. Ramsaran phuyal, the secretary of
Alapot VDC. recommend NIHS for the extention of the CHD program on suitable month He also
recomnmend the study team for providing the report as soon as possible.

For the continuity and sustainability of the CHD program NIHS made vanions
commitments to the community.Mr. Ritu pd. Gartoulla admit the administrative weakness made by
college last year.For the estabilishment of institutional relationship, he committed to send students
from other faculty and to provide the emergency service as soon as possible. He himself donated some
amount of money in the asksay kosh for FCHV's and also praised the launch of such kosh which is
never being heard before and is set as an example for others. He recommend the community to
establish a commitment team consisting of health post, NIHS and VDC for the further sustainability of
relationship.

10.2 College presentation

The college presentation was held on 10th of jestha, we presented all cur major findings and
recommendation to the college authority with the aid of OHP, We also presented charts, graphs and the
pheta gallery in the Alapot stall. The discussion that we made in the presence of teachers and friends
were beneficial in corrections and suggestions for report writing. Driven by the objectives and
conclusions reached from the review analysis and field study of selected VDIC, we tecommend college
for the extension of the CHD program in the suitzble hme of the VDC.,
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10.3 SWOT analysis (strength, weakness, opportunities and threats)

Swot analysis of the selected VDC is being on handed as the summary table of the community

health diagnosis program.
Strength
Weakness
¥» People were very cooperative and # Absence of adequate transportation.
hardworking. # Absence of higher secondary schools

¥

Silkworm farming is practiced but

for further study.

Tequires thore promotion. ¥ Purification of water is not practiced.

# Diverse land ¥ Usage of toilet is insignificant.

# Coverage of immunization ¥ Lack of timely refresher traiming.

# Commitment of health post and ¥ Networking with FCHV's for tegular
people. reporting is insignificant.

# Active leaders and adolescents

Opportunity Threats

# Presence of club such as Bhagwan ¥ DPractice of attached cowshed,
yuva club, Nathsowri yuva samuha Chimneyless honses.

» Presence of secondary schools by » No. Of bars are increasing day by day.
government and private sectors. ¥ Problem of uterus prolapse is high

# The percentages of healthy children

are decreasing day by day.

B3
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10.4 work plan

WORK PLAN

g4
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CHAPTER 11

11.1 Recommendations: An wake- up call to the global community

On the basis of review and field findings, it is concluded that addressing the time factor is the

most. Fellowing are the list of recommendation we suggest, regardless we want to emphasize that our
suggestions are only a proposal or a framework for discussion, debate and future action. They are not
meant to dictate what should be. Bather, cur intention is to report what we have leamed about areas of
improvement while working in ficld.

>
>

»

Focus shavnld be given to reduce the alcoholism activities around alapot

Uterus prolapse rate was very high thus major treatment proggrame should be launched along
with preventive aspects to reduce the rate

Chur finding suggests that the rate of healthy children is poor thus incentives should be taken as
soon as possible so as to increase the rate.

Emphasis should be given on raising female age at marmriage. Therefore, there must be some
legal and social attempts to raise the age at marriage.

Govermment should give incentives and more facilities for family planning with maximum two
children as welfare grant. Micro credit activities and income generating opportunities must be
created to increase the income level of women, which has the direct effect on fertility.

The pictore that is taking shape from our survey reveals an intriguing —and alarming insight
that people are living dangerously-whether they are aware or not the attached animal shed,
drinking water with no purification, chimneyless houses, less use of toilet and the dependency
on junk food are somne of the risk to their health that is quantifying day by day. Thus we
sironigly recommend people to lower these risk and raise the healthful living and our
recomimendations be a wake —up czll to all the global community.

Recommendations: Energizing the Future

b3

We strongly recommmend that the proper organization and comection of the tools like
Questionnaire, Weighing machine should ascertained before distribution.

Due to the peak harvesting season, it was very difficult for us to find the respendents thus it
would be better if CHD program is postpond.

Enough Literature are to be provided so that reviewing is possible

Selection of the site (virgin rural community) should be done considering all the possible
difficulties, thus minimizing the problems for the study team.

Doing usually varies from saying, thus it would be better if not much expectation were given to
community if saying is just a saying.

11.2 Conclusions

Based on the objectives we had set for the community diagnosis and field study findings, it is
concluded that addressing the possible selutions for the existing health problem is the most. Following
are the major health problem based on our findings.

»

Uterus prolapse rate was found in high percentage, i.e. about 30.3% of women had had the
problem of uterus prolapse. Major concems and concentrating efforts are required so as to
minimize the risk factors causing the problem.



___________———_—

Community Health Dingiosis in Alapae ¥VD(-2005 "6

# The picture that is taking shape form our findings addresses thal the percentage of people
drinking water with no purification, the practice of attached cowshed and the chimneyless
houges are some roots of alarming problems in future,

# The percentage of healthy children is declining yearly, thus incentives are to be provided as
soon as possible,

» The KAP existing in people is unsatisfactory, thus special attention in addressing KAP so as o
minimize the heaith problem and enable the capacity buzlding incentives is the most.

#» The major issues to be addressed are equity, empowerment, participation and sustainability of
the programs. Enhancing the effectiveness of the incetitives is essential, seasonal migration
was common thus empowemment opporiunity would be beneficial. Equity to the needy who had
had the problem is the most, also sustainability and the participation are requited for
cooperation &nd existance of the programs.

11.3 LESSON LEARNED FROM COMMUNITY
ABOUT SOCIAL SUPPORT

# The support of society is an important factor in makingchoices of action.

¢ Certain practices recommended for itnproving heaith may be contararyto existing customs.eg,
use of sutkeri samagari in homedelevenes. ANC visit near healith post.use of pits fomroper
disposalof solid wastes.

s  Matemal and child health, nutrition and family planning programme have leamed that they
must adress groups in communily that have the power to influence the peaple.

¢ Designing educational prograinmes for each influential group requires careful study of

-the behefs and practices that exists
-why they exist?

-how strong &deep rooted they are?
-how they are prepatuated?

+ Improvement in edocational status, greater efforts in health education and exposure of
traditional societies to outside were some of the key influential factors that have moditicd
social control.

s Proprammes such as immunization and contraceptives has been made possible becauseof
acceptance in which different social gronps accept recommended health practices.

ABOUT SYSTEM SUPPORT

¢ System support is needed in the form of both assistance and serviees in order to make
health practices possible and casier.

¢ In addition to health post, a no. of local clubs can provide assistance and services. Thus
making it easier for people lo make a healthy choice.

» Building alliance through meeting of concemed people, establishing joint commttes,
publishing and distributing Newsletters, organising joint programmes and field activilies,
sharing experiences and providing information.

» Direct attenfiont is given to local community leaders, religious leaders and family members
who have an important role in making decisions and in supporting hehaviour patterns
mducive to health,
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Appendix-A  List of documents reviewed

24
25,

26,
27
28,
29.

Reference

. Prof. F.J. Bennett; "Community Diagnesis and Health Actlon - A Manual For Tropical

and Ruoral Areas”, 1979,

Hale.(’; Shrestha 1.B. and Bhattacharya A" Community Diagnosls Manual®. HLMC, 10M
1996

K. Bhandari, Cynthia, Maskey, MK, "Field Traloing Manual” FTMSU 1995, IOM.
Adhikari, R. Kanta 1997 ; "Child Nutrition and Hezlth" HLMC

Annual Report 2060/61 ; DOHS

Beaglehole, R, Benita, R and Kjellstrorn, T. * Basic Epidemiolgy” WHO

Bhande, A"Principle of Population Studies” Himalzyan Publication

Dr. Dixit, Hemang; " The Quest for Health" Second Edition

Dr. Gartoulla, R.P.; "An Intreduction to Medical Sociology and Anthropology".

. Dr. Hans ra) ;"Fundamental of Demography " Surjit Publiction 2041

. Dr. Sundan Rao. Kasturi, "Community Health Nurshing” 2000

. Jiri Report;, [OM Student BPH 15th Batch

. Allapot Report ; NTHS Student BPH 15t Batch

. K.D. Bhattrai "' Demographic Class Note"

. Last John, M, 1995, "A dictionary of Epidemiology "

. Mahajan, B.K. 1997, "Method In Biostatisties", Medical Publiction

. Misra, B, D, "An Introdection te Fopulation Studies” South Asia Publiction Pvt.

. Nepal Population Report, MOP

. Park, K. 18th Edition;" Text Book of Preventive and Social Medicine" Publication

. Pathak, EK.B. and Ram, F, " Technique of Demographic analysis" Himalayan Publiction
. Phuyal, Kamal, " A Brlef Introduction on Participatory Learning and Action”

. Pradhan, Hanbhakta; " Text Book of Health Education”

. Ramachandran, L and Dharmalingan, T ; " Health Eduetion a new Appreach”, Viksah

Publication Home

The Child Health Profile of Nepal 2003

Sydney L. Kartk M.I). "The Practice of Community Oriented Primary Health Care"
Appleton - Century Crafts a Publishing Dhvision Prentice - Hall Inc, 1587

WWW. roDgle.com

www.chs.gov.np

www healthnet.org np
www. who.int
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Appendix-BE Emotions corner

Data collection on community-Day 5th (2062/31/06)

Data collection on community-Day] 7th (2002/01/18)

L5
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Preparation of seasonal calender-2062/01/17

Focus group discussion-2062/01/18




Community Health Diagnasis in Alapot VDO -2005

First communily presentation-2062/01/20

Phota session after first coomunity presentation-2062/01/20
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Conduction of schoo! health program-2062/31/22

Conduoction of school health program -2062/01/24
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Prof. Dr. Ritu prasad Gartoulla,Mr. K.P. poudel,Mr Bhola chettri & Alapot student group 10
Final community presentation (2062/01/31)
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Micro health project-2062/01/27

B !

Health education rograme -2062/01/28
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Participation on rally-

Oratory competation-2062/01/22
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Oratory competation-2062/01/22

Public participating on digging pit-2062/01/25
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Final community presentation-2062/01/31
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Farewell programe by the members of Kageswori Vidhya Mandir-2062/G1/02

Library study -2062/02/08
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College presentation-2062/02/10

College presentation-2062/02/10
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Appendix-C~ HH qucstionnaire and checklist
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Appendix-D  Guideline questionnaire for Leaders, FCHV's, Health
post incharge, and shaman healers
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Appendix-E Guideline questionnaire for case study

QUESTIONNAIRE FOR CASE STUDY

1YWhen and where did you bom?

2) Have you taken BCG vacination?

3) Would you tell me about your family background?

4) Do you have any smoking habbit?

5)Whar occupation you used fo do in your life?

6)When did you resign from job?

7YWas there any disease in your family?

8) Were any other family members also getting TR ?

9) what type of fuel do you use for cooking purpose?

10)How many placed have you visited?

11) when and how did you know. that you are suffering from TE?
12)0m your view , what is the reason for developing TB on you?
13) When did you visited hospital ?

14) Have you taken medicine regularty?

15} How do you feel now adays?

16)Are you suffering from any other disease?

Thanks

-
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Appendix-F

List of respondents
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NAME OF RESPONDENT
WARD NO:1 WARD NO: 2
S.N | Name of the respondent | Mother’s Name Nameof the respondent | Mother's Name
N
1 Kali Khadka Januka Khadka 29. | Gauri Phuyal
2 | Balkrisna Khadka Arati Khadka 30. | Ranadip Phuyal
3 Shiva B. Khadka Maiya Khadka 31. | Khadedevi Phuyal Nitmal Phuyal
4 Jayaram Khadka Kabita Khadka 32. | Khem Prasad Phuyal Sanu Phuyal
5 | Indira Khadka 33. | Kumar Aaadhikari Sunita Aaadhikari
6 Manahari Khadka 34, | Rjendra Phuyal
7 Dasharath Khadka 35, | Mandira Phmyal
8 | Ramsaran Khadka Parbati Khadka | | 36. | Jayaram Phuyal Santa Phuyal
9 | Musauri Khadka 37. | Mitthu Phuyal Nirmala Phuyal
1¢ | Sadhuram Khadka 38. | Bainkuntha Phuyal
11 | Sushila Khadka Sushila Khadka | | 39. | Kaurab Prasad Phuyal | Gita Phuyal
12 | Sita Khadka 4. | Apsara Phuyal Apsara Phuyal
13 | Keshab Khadka 41. | Yamuna Phuyal
14 | Manju Khadka Manju Khadka 42. { Ramnath Phuyal
15 | Ram B. Khadla 43. 1 Gopikrishna Phuyal Ambika Phuyal
16 | Bam Krishna Khadka | Nanu Khadka 44. | Ambika phuyal Ambika Phuyal
17 | Rajan Khadka Ambika Khadka | | 45. | Dhruba Prasad Phuyal
18 | Shyam K. Khadka Jayanti Khadka | | 46. | Sanumaiys Phuyal
12 | Maniram XKhadka Tara Khadka 47. | Bimal Dhimal
20 | Kedar Tamang 48. | Jayaram Phuyal Sabitri Phuyal
21 | Indra Tamang 49, | Govind Dulal
22 | Chandra Taman 5¢. | Geuri Dhimal
23 | Jayaram Tamang Sangita Tamang | | 51. | Ram Bhadur Nepali
24 | Depak Nepali Pampha Nepali 52. | Bhibisaran Dahal Ambika Dahal
25 | GoreNepali 53. | Indira Dhakal
26 | Dhan B. Nepali 54. | Ganga Dhzkal
27 | Shanti Phuyal 55. | Krishna Dahal Goma Dahal
28 | Parshuram Phuyal Apsara Phuyal 56. | Laxmi Dahal
57. | Sanu Phuyat :
58. | Radhakrshna Phuyal Radhika Phuyal
59. | Santa Prasad Phuyal
60. | Parmeshwer Phuyal
61. | Guru Prasad Phuyal Parvati Phuyal
62. | Biswanath Phuyal Shova Phuyal
83, | Shova Phuyal
64. | Radhakrisna Phuyal Kaimala Phuyal

a5,
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WARD NO.3 WARD NO. 4
SN |Name of  the | Mother's name Nameof respondent | Mother's Name
respondent &N
66 | Krishna, Thapa Sudha Thapa 86 | Sabita Sinkhada Sabita Sinkhada
h7 Saradha Thapa £7 | Ichharam Khadka Goma Khadka
i Sita Thapa 88 | Tara Khadka Tara Khadka
9 | Krishna B. Thapa | Sabita Thapa 89 | Sarada Khadka Nirmal Khadka
70 | Achala Thapa Archana Thapa %) | Uddab Khadka Bina Khadka
T Nanimaiya Thapa Nanimaiya Thapa o] Arjon bdr Karki
72 Harikrishna Thapa 92 | Shyam Thapa Shova Thapa
73 Ganga Thapa 53 | Amita Thapa Amita Thapa
74 Mana K. Thapa 94 | Champa Phuyal Champa Phuyal
75 Rajan Thapa Makhamali Thapa 95 | Atmaram Karki
b6 Keshab B. Basnet Laxmi Basnet 96 | Susila Rawat Susila Rawat
T Rama Basnet 97 t Pahitra Karki
I3 Baburam Basnet Gauri Basnet 98 | Ganga Karki Ganga Karki
79 Babita Basnet Babita Basnet 99 | Tilak Bdr Karki
B0 | Krishnahari Basnet | Basan Basnet 100 | Sanimaiya Thapa | Sarada Thapa
1 Januka Basnet 101 | Kumar Bdr Khadka
72 Sabita Basnet Sabita Basnet 102 | Saraswati Khadka
B3 Shova Basnet Shova Basnet 103 | Ganga bhakati Reshama Bhakati
R4 Pramila Basnet 104 | Bhim Bbr Khadka | Muna Khadka
85 Krishna B. Shrestha 105 | Kanchi Khadka Sundari Khadaka
186 | Radha Bista
1137 | Radhika Bista
108 | Ramharn Nepali




Commmaity Health Diagnesis in Adapot V22005 118
WARD NO 5
WARD NO.6
3. | Name of the respondent | Mother's name
N i i Mame af the | Malbher's name
109 | Krishna Gopal Khadka | Pabatra Khadka Sno | respondent
10 Ksn.chi Shrestha Kan_chi Shrestha 137 | Ram Shrestha Goma Shrestha
111 | Pabitra Shrestha Pabitra shrestha 138 | Bimala Ghimire Bimala Ghitnire
112 | Manamaya Shrestha Lokmiya Shrestha 139 | Nabaraj Shrestha Santamnaya Shrestha
113 Ratnamaya Ishrestha Famamaya Shrestha 140 | Ranjana Shrestha
114 | Krishnadevi shrestha 141 | Rajan Shrestha Bhagbali Shrestha
113 | Krishnamaya Shrestha 142 | Ishwari Shrestha | Ishwari Shrestha
116 | Gyanmaya Shrestha 143 | Ramtkeshari Shrestha
117 | Eushpa Shrestha _ 144 | Bishnu Shrestha
118 | Nirmala Basnet Nirmala Basnet 145 | Ishwari Shrestha Apsara Shrestha
119 Blshnymaya Shrestha Blshl_luma}ra Shrestha || 146 | Rameswor Shrestha
120 Laxlrm_ Shrestha Urmmila Shrestha 147 | Neuchhe Shrestha Rameswari Shrestha
121 | Sabitri Shrestha 148 | Ganga Shrestha
122 | Basu Basuet _ _ 149 | Srijana Shrestha Stijana Shrestha
123 | Salina Karki Salina karki 150 | Chandradevi 8hrestha | Chandradevi Shrestha
124 1 Kumar Basnet 151 | Sabita Nagarketi
125 | Nlrmala Basnet , ) 132 | Sumitra Magarkoti Sumitra Nagarkoti
126 | Pumamaya Kami Purna maya karmi 153 | Sanukancha Shrestha | Sabitri Shrestha
127 | Sanu Basnet Renuka Basnet 154 | Makhanlal Shrestha | Shova Shrestha
128 | Marayan Shrestha I’hanamava Shrestha
129 | Gauri Karki
130 | Narayan Bdr khadka Fita khadka
131 | Ram lobar khadka
132 | Tara lohar Maya sunar
133 | Rajaram karla
134 | Maya sunar Santoki sunar
135 | Badri basnet
136 | Sanioki sunar WARD NO.7
5 Marne of the respomdent | Mothet's name
Mo
155 Buddhimaya Magarkoti
1536 | Knshnadevi Nagarkoti | Krishnadevi Naparkoti
137 | Torimaya MNagarkoti Asmita Magarkoti
158 | Thangkuti Nagarkoti
139 | Dl B. Nagarkoti Mina Waparkoti
168 | Fanku Maparkoti
161 Grita Nagarkoti Barmala Nagarkon
162 | Janakmaya Shrestha Sushma Shrestha
163 Krishna K. Nagarkoti Rampyari Magarkoti
164 Dilmaya Nagarkoti Dhltnaya Maparkot
165 Pradip Nagarkoti Kamala Nagarkoti
166 ] Sentnaya Nagarkot Sunmaya Napgarkoti
167 Krishnalal Nagarkoti
168 Sete Mapgarkon Sumitra Nagarkoti
169 | Gumbe Nagarkoti Gita Nagarkoti
170 | Nanu Nagarkoti
171 Irtnan Tarnan
172 | Bijesh Shrestha Sarala Shrestha
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Ward no. 9
Ward no. 8
S.No | Name of the | Mother’s Name SN | Name of | Mother's
respondent respondent name
173 | Maila Nagarkoti Astha Nagarkoti 188 | Mittthu Dhimal Gita Dhim
174 | S8anumaiya Nagarkoti 189 | Parbati Dhiamal
175 | Bhunte Nagarkoh 190 | Bina Dhimal
176 | Kamala Putuwar Kamala Putowar 191 | Srita Dhimal
177 | Gunmaya Nagarkoti 192 | Ambika Dhimal
178 | Aita B. Nagarkoti 193 | Kunti Dhimal
179 | Sete Nagarkoti Sangita Nagarkoti 194 | Tankanath Dhimal
180  Babukaji Nagarkoti Dhan K. Nagarkoti 195 | Srikrishna Dhimal | Sarita D
181 ) Satimaya Nagarkoti Roji Nagarkoti 196 | Kedamath Dhimal | Saraswati
182 | Ratnamaya Shrestha Marayan Shrestha 197 | Janardan Dhimal
183 | Santamaya Shrestha Bindu Shrestha 198 | Kedar P. Dhimal
184 | Sitaram Shrestha Saraswati Shrestha 199 | Fandevi Dhimal
185 | Bhagwan Shrestha 200 | Sumitra Dhimal Sumitra Dh
186 | Rajendra K. Shrestha 201 | Khirkumari Dhimal | Sushila Dh
187 | Paban Shrestha 202 | Ramkrishna Dhimal | Kalpana Dh
203 | Ambika Dhimal
204 | Min kui. Ghorasaini | Menuka Gh
205 | Goma Phuyal
Appendix-F  List of FCHV's
Name of the FCHVs
S.N. | Name of FCHVs Ward
no.
1. | Manahari Khadka 1
2, | Nirmala Khadka 1
3. i Sushila Phuyal 2
4. | Yamuna Phuyal 2
5. | Bimala Thapa 3
6. | Sahansila Basnet 3
7. | Radha Bista 4
8. | Sharadha Karki 4
G, | Sano Basnet 5
10.| Ramkeshari Shrestha | 6
11.| Gyanu Nagarkoti 7
12.| Chakhali Nagarkoti | 7
13.| Renu Nagarkoti 8
14.| Dilmaya Nagarkohi 8
15.| Ram maya Nagarkoti | 8
16.| Sanumaiya Dhimal 9
17.] Sushila Phuyal 9
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Appendix-H  Letter of invitations and appreciations



