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CHAPTERI
INTRODUCTION

Background

Tilathi Koiladi is a rural municipality located in Saptari District of Madhesh Province.
established on 2073 Falgun 27, following the government's announcement of new local
levels. This rural municipality is composed of eight wards and includes several villages:
Tilathi, Launia, Bavangamakatti, Sakarpura, Koiladi, Ko. Madhepura, and Ko. Barsain.
These villages were previously governed as Village Development Committees (VDCs)
but have since been amalgamated into the current rural municipality structure. The
area spans 32.91 square kilometers and has a population of 32,389, making it a

significant administrative and demographic unit in the region.

Despite its establishment and importance in the region, Tilathi Koiladi faces a notable
gap in comprehensive data regarding the health and nutritional status of its residents
especially, women and children. To date, no detailed surveys or studies have been
conducted by the local government to assess these critical aspects of public health.
This lack of specific information presents a challenge for the formulation of effective
strategies and policies aimed at improving the health and wellbeing of the community.
Recognizing the critical gap in data, there is an urgent need for a comprehensive survey
to be conducted. This survey is envisioned to provide in-depth insights into the health
and nutritional status of the mothers and children under five years age of Tilathi
Koiladi. The primary goal is to gather relevant data that can be utilized to develop and
implement strategies specifically tailored to meet the unique needs of this rural

municipality.
Aim and Objectives of the Study

The aim of the study is to obtain baseline information on the health and nutritional
status of children under five years of age in Tilathi Koiladi. This health and nutrition
survey aims not only to fill the current information void but also to serve as a
benchmark for future research and policy-making. To achieve this, the study has

several specific objectives:

e To assess the current health and nutritional status of children under five years

old in Tilathi Koiladi



e To identify key areas of concern and specific health and nutrition challenges
faced by children in this age group.
e To develop targeted strategies and interventions based on the findings of the
survey.
e To provide a useful reference for other organizations and agencies conducting
similar research.
e To contribute to the broader knowledge base in the field of health and
nutrition, especially concerning children under five.
By achieving these objectives, the survey will play a crucial role in promoting better
health and nutrition within Tilathi Koiladi and potentially in other similar rural settings.
The outcomes of this survey are expected to guide local authorities, health
professionals, and policymakers in making informed decisions to enhance the overall

well-being of the community.



CHAPTER I
METHODOLOGY

We've conducted health and nutrition survey in the real field in Ward No. | to 8 of
Tilathi Koiladi Rural Municipality. Our outreach extends to the entirety of the
community, with a specific focus on marginalized groups. The intended coverage
includes 414 households. Additionally, Key Informant Interviews (KIlI) were carried
out involving the Mayor, Chief Administrative Officer (CAQO), and Health Coordinator
(HC). Furthermore, targeted programs on Water, Sanitation, and Hygiene (VWASH)

were implemented, alongside conducting focused Group Discussions.
Study Design

A cross-sectional study design with mixed methods was used in the study.
Survey Area

Tilathi Koiladi Rural Municipality of Saptari District was the study are. Each ward within

the municipality was included in the study
Sampling Technique

Simple random sampling was used to select the sample for quantitative data while

purposive sampling technique was used for the collection of qualitative insights.
Sample Size

According to the Tilathi Koiladi Rural Municipality Office the total population of
children under five years of age was 3240 and the sample size was calculated based

on this population using Slovin’s Formula.

Slovin’s formula: n = N / (1+Ne?)

n = Required sample size,

N = Total population i.e. 3240

e = marginal error (5% will be taken for this survey)
Calculated sample size = 356.044 = 357

Adding 10% non response to the calculated sample size: 357 + 35.7 = 392.7 = 393



Based on this calculation total sample size was considered 400 while the final sample

size taken was 414.
The ward wise sample size allocation is shown in the table below:

Table I: Ward wise sample allocation

Ward no. Under 5 children’s population Sample taken
I 352 42
2 363 56
3 481 64
4 457 63
5 564 71
6 208 24
7 450 48
8 365 46
Total 3240 414

Inclusion and Exclusion Criteria

Inclusion criteria: Mother/father of children aged 0-59 months who were willing to

participate in the study and gave consent to conduct the interview.

Exclusion Criteria: Mothers and children who were ill, having communicable diseases

and who didn’t give consent to participate in the study.

Household Selection

Initially, the sample in each ward was segmented into four distinct sub-samples. The
process of selecting these samples from the population began by pinpointing the
tentative central point of each ward. Once this midpoint was assumed, a pen was
rotated to determine the direction for sample selection. The direction in which the

pen pointed data collected was initiated choosing the initial sample from that direction.

The first household to be chosen was one that randomly had children under the age
of 5 years and met our selection criteria. Following this, similar households were
selected along the same direction. Subsequently, this technique was repeated in the
remaining three directions to select additional samples, ensuring a diverse and

representative selection from the ward.



Methods and Materials

Survey tools

The following tools were used for the study:

e Household questionnaire

e KiIl guidelines

e FGD guidelines
The survey employed various tools to gather comprehensive data. The household
questionnaire served as the primary instrument, encompassing questions on
demographics, ICYF, MIYCN, safe motherhood, family planning, as well as aspects of
water, sanitation, health, COVID-19, and Agriculture. Additionally, distinct KiIl
guidelines were tailored for the Mayor, Health Co-coordinator, and Ward
Chairperson, aiming to glean insights into governmental perspectives on health and
nutrition practices. Further, an FGD questionnaire specifically targeted the mother's
group, delving into the practices prevalent among mothers in the surveyed area. By
collecting responses from both Kll and FGD sessions, the study aimed to corroborate
and validate findings obtained through household surveys, enriching the depth and

reliability of the gathered information.
Survey instruments

Stadiometer: The stadiometer is
an essential tool used in surveys to
measure an individual's height
accurately which consists of a vertical
ruler attached to a stable base,
allowing for precise measurements.
By using a stadiometer, researchers
gathered data on height, which is
crucial for various assessments, such
as  nutritional  status, growth
monitoring, and determining

appropriate interventions.

Figure |: Measuring height using stadiometer



Weighing Scale: A weighing scale is a key | i M“MI
survey instrument used to measure an : “\"\m !

individual's weight accurately. These scales are B "!‘ ”
designed with precision sensors to ensure
precise measurements. By utilizing weighing
scales during surveys, researchers obtained the
weight of the children, which is essential for
evaluating nutritional status, monitoring growth,

and assessing overall health.

Figure |: Measuring the Weight of the
Child using a Weighing scale

MUAC Tape (Mid-Upper Arm Circumference): Standard MUAC tape by
UNICEF tape is a standard tool recommended by UNICEF for assessing nutritional
status, particularly in children and adults. It is a simple, non-invasive measurement that
involves wrapping the tape around the midpoint of the upper arm. The MUAC tape
provides an estimate of muscle and fat stores, allowing researchers to identify
individuals at risk of malnutrition and determine appropriate interventions. This cost-
effective instrument is widely used in surveys to collect valuable data on nutritional

status quickly and efficiently.

Figure 2: Measuring Mid Upper Arm Circumference using MUAC Tape



Training and orientation of the study

Training and field testing involved a one day orientation attended by local level leaders,
government officers, and stakeholders focused on Child and Maternal Health and
Nutrition. During the orientation, valuable insights and knowledge regarding child and
maternal nutrition and health were shared. The involvement of local leaders and
stakeholders demonstrated a collaborative approach towards addressing child and
maternal health concerns in the community. The enumerators and field supervisors
were trained by HEARD Nepal, to effectively carry out the study. This training
equipped the enumerators with the necessary skills and expertise to conduct the study

successfully, ensuring accurate data collection for the research project.
Data collection and analysis

Quantitative data were collected using KOBO toolbox while qualitative data were
taken through KII/FGD using hard copy form, and documents. The interview and
discussions were be recorded and noted, transcribed and analyzed. Importantly,
consent from the participants and respondents was obtained before the
commencement and recording of the interview and discussions. Data from the KOBO

was exported to MS Excel for further analysis.
Activities Conducted

e Anthropometric measurement of the under five children (Age, Height/Length,
Weight, and MUAC)

e FGD with mother’s group.

e Counseling the interviewee about safe motherhood, child health and its
necessity.

e Provided general knowledge on nutrition education, exclusive breastfeeding
and social security scheme.

e  WASH activities.

e Key life events of food demonstration and counseling to mother’s group about

nutritious food and healthy feeding practice.



CHAPTER I
RESULTS AND FINDINGS

Sociodemographic information of the respondent

The dataset in Table 2 encompassing 414 respondents, sheds light on the demographic
landscape of married individuals. Predominantly female, comprising 98.79% of the
sample, the respondents exhibit a wide age range from |8 to 60 years, with an average
age of 24.88 and a standard deviation of 4.83. Families, averaging 7.17 members, vary
widely in size, spanning from 3 to 25 individuals. Interestingly, a significant portion of
these households, 66.18%, have one child under the age of five, while 30.92% have two
such children. Education levels among respondents vary, with a substantial portion
having basic education (39.61%) or being illiterate (33.33%). Maritally, all respondents
are reported as married. Ethnically, the dataset showcases a diverse mix, with Janjati
(34.78%) and Madheshi (32.85%) being the prominent groups. Occupationally, the
overwhelming majority of respondents are homemakers (96.38%), while a minority

engage in non-governmental service, business, government service, or waged work.

Table 2: Sociodemographic information of the respondent

Variables Frequency Percentage

Sex of the respondent (n=414)

Female 409 98.79%
Male 5 1.21%
Age of the respondent (n=414)

Minimum 18

Maximum 60

Mean £ SD 24.88 + 4.83

Family size of the respondent (n=414)

Minimum 3.00

Maximum 25.00

Mean = SD 7.17 +2.87

Under five children in the family (n=414)

One 274 66.18%
Two 128 30.92%



Three 12 2.90%

Education level of the respondent (n=414)

Informal education 42 10.14%
Basic level |64 39.61%
Secondary level 64 15.46%
lliterate 138 33.33%
Bachelor level 6 1.45%
Marital Status of the respondent (n=414)

Married 414 100.00%
Ethnicity of the respondent (n=414)

Janajati |44 34.78%
Dalit 14 27.54%
Brahmin/Chhetri 12 2.90%
Madhesi 136 32.85%
Muslim 8 1.93%
Occupation of the respondent (n=414)

Non-governmental service 2 0.48%
Homemaker 399 96.38%
Waged work I 0.24%
Business 7 1.69%
Government service 5 1.21%

Child health and nutrition status

Sex of the child

Among the 414 children surveyed, 39.61% are male (164 children), while 60.39% are
female (250 children).



Sex of the child

= Male = Female

Figure 4: Sex of the child

Age of the children

The age categories for the children were divided into three segments: 0-6 months, 7-
24 months, and 25-59 months. Within these categories, there were 14.73% children

(61) aged 0-6 months, 178 children aged 7-24 months i.e. 43%, and 175 children
(42.27%) aged 25-59 months.

Age of the children

14.73%

42.27% ® 0-6 months

1 7-24 months

M 25-59 months

43.00%

Figure 5: Age group distribution of the child
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MUAC and Body Mass Index (BMI) of children

The children's Mid-Upper Arm Circumference (MUAC) measurements were
segmented into three distinct categories indicating their nutritional status. Among the
surveyed children, 5.56% (23 children) fell into the category of severely malnourished,
denoted by a MUAC measurement of <I| |.5. A larger proportion, constituting 14.73%
(61 children), were classified as moderately malnourished, displaying MUAC
measurements within the range of |11.5-12.5. The vast majority, encompassing 79.71%
(330 children), exhibited MUAC measurements exceeding 2.5, signaling a normal

nutritional status.

When assessing the anthropometric measurements of the surveyed children i.e.
weight and height/length, distinct categories emerged. In this survey, Z-score system
expressing the anthropometrical value as a number of standard deviations (i.e. Z-score
below or above the reference mean or median value) was used as the main tool to
assess the nutritional status of children. Z- score were calculated for weight for height
(wasting), height for age (stunting) and weight for age (Under nutrition) using the cut-
offs based on WHO/NCHS reference curves:

Severe malnutrition <3SD
Moderate malnutrition <2SD
Normal =22 SD
Obese/overweight 23SD

Approximately 12.80% (53 children) were classified as experiencing severe
malnutrition, while 9.18% (38 children) were identified with moderate malnutrition.
The largest segment, encompassing 62.56% (259 children), fell within the category of
normal nutritional status. Notably, a smaller percentage, 6.76% (28 children), were
identified as obese or overweight. Additionally, a fraction, constituting 8.70% (36
children), did not have their nutritional status specified due to difficulties in taking

anthropometric measurements.
Table 3: MUAC and BMI of the children

MUAC of the child (n=414)

<I1.5 (severely malnourished) 5.56% 23
[1.5-12.5 (moderately malnourished) 14.73% 6l
>12.5 (Normal) 79.71% 330

11



Nutritional status of the children (n=414)

Severe malnutrition 12.80% 53
Moderate malnutrition 9.18% 38
Normal 62.56% 259
Obese/overweight 6.76% 28
Not available 8.70% 36

Growth monitoring, vitamin A and albendazole supplementation and

immunization status of the children

Regarding the regular growth monitoring of the children, the majority, accounting for
78.01% (323 children), received consistent monitoring. This practice plays a pivotal
role in assessing a child's developmental progress and overall health. Moreover,
concerning the administration of Vitamin A and Albendazole supplementation to the
last child, a substantial proportion, constituting 79.95% (331 children), received this
supplementation, which is crucial in preventing deficiencies and certain parasitic

infections.

In terms of immunization coverage, a significant portion, i.e. 97.83% (405 children),
were reported as fully immunized. This signifies adherence to crucial vaccination
schedules, ensuring protection against various diseases. However, there remains a
minority of 2.17% (9 children) who have not received complete immunization,

potentially leaving them susceptible to preventable illnesses.

Growth Monitoring, and Vitamin A and Ablendazole
Supplementation

100.00%
78.01% 79.95%
80.00%
60.00%
40.00%
21.98% 20.05%
20.00%
0.00%
Regular growth monitoring of the child Vitamin A and Albendazole
supplementation
B Yes W No

Figure 6: Growth monitoring, vitamin A and albendazole supplementation and

immunization status of the children
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Nutritional allowances

Among all the respondents, 46.62% (193 out of 414) reported receiving a nutritional
allowance for their child. The expenditure of this allowance varies: the majority,
88.08% (170), allocate it towards purchasing foodstuffs, highlighting a direct investment
in the child's immediate nutritional needs. A smaller portion, 6.74% (13), use the
allowance for the education of their children, indicating an investment in their long-
term development. Health-related expenditures also feature, with 9.33% (18) spending
the allowance on health insurance, and 15.54% (30) allocating it for medical treatment,
underscoring the role of the allowance in addressing healthcare needs. Additionally, a
minimal 3.11% (6 out of 193) choose to save the allowance, suggesting a focus on

future financial security or unforeseen needs.

Receiving nutritional allowance for the child

53.38%

= Yes = No

Figure 7: Receiving of nutritional allowance for the child
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Where is the nutritional allowance spent!?
(n=193)

100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00% .
20.00% c7ao0 933% 15.54%
10.00% 3.11%

0.00%

88.08%

Purchase  Education of the Health Medical Saving
foodstuffs children insurance treatment

Figure 8: Area of nutritional allowance spend

Remedies for children in case of diarrhea

The data reflects the various remedies used during instances of diarrhea in the
children, with the question allowing for multiple responses. The most popular remedy,
as indicated by 75.60% (313 out of 414) of the respondents, is Oral Rehydration
Solution (ORS), commonly known as Jeevanjal. This high percentage underscores the
widespread reliance on ORS for managing dehydration caused by diarrhea. Zinc
tablets, another effective treatment for diarrhea, were used by a significantly smaller
proportion of respondents, at 5.56% (23 out of 414). An alternative category of 'Use
other types of medicine' was chosen by 7.97% (33 out of 414) of the respondents,
indicating a preference for various other medicinal approaches to tackle diarrhea.
Additionally, a small percentage, 2.17% (9 out of 414), opted for remedies classified
under 'Others', which could include a range of different treatments not specified in

the main categories.

14



Remedies during diarrhea
80.00%
70.00%
60.00%
50.00%

40.00% 75 60%
30.00%

20.00%

10.00%
0.00% 5.56% 1.97% 2.17%

ORS (Jeevanjal) Zinc tablet ~ Use other types Others
medicine

Figure 9: Remedies for child during diarrhea
Child feeding practices

The table below provides a comprehensive overview of infant feeding practices. A
significant majority of respondents, 91.30% (378 out of 414), reported of feeding
colostrum milk to their infants, highlighting a strong adherence to this recommended
practice. In terms of exclusive breastfeeding, the predominant trend was breastfeeding
up to six months, as practiced by 83.57% (346 out of 414) of respondents. Only a small
fraction breastfed for three months or less and four to five months, each category
representing 2.17% (9 out of 414). For infants not exclusively breastfed, alternative
foods included Lito/biscuits/Horlicks (22.22%), rice (33.33%), and bottled milk
(55.56%).

Regarding the initiation of complementary feeding, a vast majority, 86.23% (357 out of
414), started after six months, aligning with standard health recommendations. Only a
small number began complementary feeding at earlier stages, including after four or
five months, or as soon as birth. However, 10.14% (42 out of 414) had not started yet
since their child is less than six months old. More than half of the respondents, 54.59%

(226 out of 414), fed Balvita to their child, a form of supplemental nutrition.

The frequency of child feeding varied, with the highest percentage, 32.37% (134 out of
414), feeding their child three times per day, followed by two times and four times per
day. The quantity of food per feeding also varied, with the most common amounts

being | cup and less than | cup. General meal items were the most common mix in
15



the child's food, as reported by 85.02% (352 out of 414) of respondents. Likewise,
mothers were the primary caregivers in terms of feeding, with 95.17% (394 out of

414) taking up this responsibility. Handwashing before and after feeding was widely
practiced, with 94.93% (393 out of 414).

Table no. 4: Child feeding practices

Fed colostrum milk

Yes 91.30% 378
No 8.70% 36
Exclusive breastfeeding

Upto three months or less 2.17% 9
Four to five months 2.17% 9
Upto six months 83.57% 346
More than six months 0.48% 2
NA (child less than six months) 11.59% 48
If not breast-milk, what fed up to 6 months?

Lito/biscuits/horlicks 22.22% 4
Rice 33.33% 6
Bottle milk 55.56% 10

After how many months the complementary feeding started

After four months 1.21% 5
After five months 1.93% 8
After six months 86.23% 357
As soon as birth 0.48% 2
Not started yet 10.14% 42
Fed Balvita to child

Yes 54.59% 226
No 45.41% 188
Per day frequency of child feeding

Two times 22.71% 94
Three times 32.37% 134
Four times 21.50% 89
More than four times 13.29% 55

16



Not started yet 10.14% 42

How much feed the child at once

Less than one cup 16.43% 68
| cup 21.01% 87
2 cups 18.36% 76
3 cups 17.63% 73
4 cups 13.29% 55
5 cups or more 3.14% 13
Not started yet 10.14% 42
What is mixed in the food of child

General meal items 85.02% 352
Cerlax/lito/cowmilk 4.83% 20
Not started yet 10.14% 42
Who feeds the child?

Self 1.21% 5
Mother 95.17% 394
Brother/sister 0.24% |
Father 0.24% |
Grandparents 3.14% 13
Handwashing before and after feeding the child

Yes 94.93% 393
No 5.07% 21

Type of salt used in home

Almost all households, totaling 99.52%, utilize iodized salt, while merely 0.48% opt for
non-iodized salt, showcasing widespread adherence to iodine supplementation

guidelines for better public health.
Table 5: Types of salt used in home

Type of salt used in home
lodized salt 99.52% 412
Non iodized salt 0.48% 2

17



Awareness regarding health and issues of children and newborn

About 62.32% of respondents are knowledgeable about newborn eye and ear
infections, while 37.68% lack awareness in this regard. Similarly, 67.63% of respondents
are informed about the mental and intellectual development of children, while 32.37%

are not familiar with these aspects of child growth and cognition.

Awareness regarding health and issues of children and
newborn

80.00%
70.00% 62.32%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%

0.00%

67.63%

37.68%
32.37%

Aware regarding the eyes and ear  Aware regarding mental and intellectual
infection of newborn development of child

EYes HENo

Figure 10: Awareness regarding health and issues of children and newborn

Safe Motherhood and Family Planning

ANC services

The data revealed that 97.83% of the pregnant mothers (405 out of 414) reported
receiving Antenatal Care (ANC) services, indicating a high level of engagement with
healthcare during pregnancy. Among those who attended ANC, the most common
frequency was less than 4 times, as reported by 46.91% (190 out of 405), followed by
4 times by 32.35% (131 out of 405). A smaller percentage received ANC 4-8 times
(14.32%, 58 out of 405) and 8 times (6.42%, 26 out of 405), demonstrating varied levels

of healthcare access and utilization among the respondents.

18



Received ANC service

EBYes ®mNo

Figure I 1: ANC checkup status

Frequency of ANC checkup (n=405)

200 190

180

160

140

120

100
80
60
40 26
20

131

58

4 times Less than 4 times 4-8 times 8 times

Figure 12: Frequency of ANC Checkup
TD vaccine, iron tablets and folic acid during pregnancy

The data shows a high uptake of Tetanus Diphtheria (TD) vaccinations among the
respondents, with 98.55% (408 out of 414) receiving the vaccine, and only 1.45% (6
out of 414) not receiving it. Regarding iron supplementation during pregnancy, 97.83%
(405 out of 414) of the respondents took |80 iron tablets, indicating strong adherence
to recommended prenatal care practices. However, post-delivery iron tablet
consumption dropped, with 66.43% (275 out of 414) taking them and 33.57% (139 out

of 414) not taking them.
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Folic acid tablet consumption presented a different trend, with a significant 75.36%
(312 out of 414) of respondents not taking them at all. Among those who did, 19.08%
(79 out of 414) started after three months of pregnancy, 3.62% (15 out of 414) began
three months before pregnancy, and only 1.93% (8 out of 414) started after getting

pregnant.
Table 6: TD vaccine, iron tablets and folic acid during pregnancy

Received TD vaccine

Yes 408 98.55%
No 6 1.45%
180 iron tablets during pregnancy

Taken 405 97.83%
Not taken 9 2.17%

Iron tablets after the delivery (upto 45 days)

Taken 275 66.43%
Not taken 139 33.57%
Folic acid tablet consumption

Didn't take 312 75.36%
After getting pregnant 8 1.93%
After three months of pregnancy 79 19.08%
Three months before pregnancy I5 3.62%

Place of delivery of last-child

The data reflects the place where the last child of respondents was delivered. The
majority, constituting 65.22% (270 out of 414), gave birth in governmental hospitals.
A smaller yet noteworthy percentage, 15.46% (64 out of 414), opted for home births.
Private hospitals accounted for 14.25% (59 out of 414) of deliveries, while only a minor
portion occurred at health posts (4.35%, 18 out of 414) or primary health care centers

(0.72%, 3 out of 414).

20



Place of delivery of last child

Health post I 4.35%

Primary health care center | 0.72%

Home I 15.46%
Governmental hospital I 65.22%
Private hospital [N 14.25%

0.00% 10.00% 20.00% 30.00% 40.00% 50.00% 60.00% 70.00%

Figure 13: Place of delivery of last child

For the 64 respondents who had home deliveries, the data regarding the cutting of the
umbilical cord reveals that a vast majority, 96.88%, used a regular blade, while only
3.13% used a knife. As for the person assisting in cutting the umbilical cord, over half
(54.69%) were aided by their mother or mother-in-law. Female Community Health
Volunteers (FCHV) or other trained personnel were involved in 28.13% of the cases,
indicating a significant presence of skilled assistance during home births. Other family
members were involved in 9.38% of the instances, while neighbors helped in 7.81% of

the cases.
Table 7: Cutting of umbilical cord

How was the umbilical cord of child was cut (n=64)

Knife 2 3.13%
Regular blade 62 96.88%
Who helped in cutting the umbilical cord (n=64)

Mother/mother-in-law 35 54.69%
FHCV or other trained personnel 18 28.13%
Other family members 6 9.38%
Neighbors 5 7.81%

Travel allowance in case of institutional delivery
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Among the 350 respondents who had institutional deliveries, a substantial majority,
81.14% (284 out of 350), received a travel allowance. However, 18.86% (66 out of
350) did not receive this allowance, suggesting that there are still gaps in the

implementation of this support system.

Travel allowance in case of institutional delivery
(n=350)

m Received = Not received

Figure 14: Travel allowance in case of institutional delivery
PNC check up

The data on Postnatal Care (PNC) check-ups shows varied attendance among the
respondents. A significant 52.66% (218 out of 414) did not attend any PNC check-up.
This highlights a considerable gap in postnatal healthcare engagement. On the other
hand, 29.71% (123 out of 414) attended a PNC check-up within 24 hours of childbirth,
indicating a proactive approach by a substantial number of new mothers. Attendance
on the 3rd day of childbirth was observed in 14.01% (58 out of 414) of the cases, while
a much smaller percentage attended on the |4th day (2.90%, 12 out of 414) and the
42nd day (1.93%, 8 out of 414). The data suggests that immediate postnatal care is
more commonly sought, with a significant drop in follow-up as the post-delivery period

extends.
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PNC check up

42nd day of childbirth [l 1.93%
| 4th day of childbirth [l 2.90%
3rd day of childbirth [ 14.01%
Within 24 hours of childbirth  [[INNENENGNE 25.71%

Not attended [N 52.66%

0.00% 10.00% 20.00% 30.00% 40.00% 50.00% 60.00%

Figure 14: ANC checkup status

Weight of child at birth

A majority, comprising 57.73% (239 out of 414), had a birth weight exceeding 2.5 kg.
Additionally, 29.47% (122 out of 414) had a birth weight of precisely 2.5 kg. A smaller
proportion, 9.66% (40 out of 414), were born with a weight below 2.5 kg, indicating a
lower birth weight category. However, 3.14% (13 out of 414) of respondents did not

have information about their child's birth weight.

Weight of child at birth
3.14%

57.73%

® Don't know ®25kg = Lessthan2.5kg = More than 2.5 kg

Figure 15: Weight of child at birth

Birth registration of the child
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The data reveals that 78.02% (323 out of 414) of the children had their births
registered. However, a notable 21.98% (91 out of 414) did not undergo birth
registration. Among those who did not register their child's birth, the reasons varied:
16.48% (15 out of 91) were unaware of the need for registration, indicating a gap in
information dissemination. A significant 35.16% (32 out of 91) couldn't register due to
not having citizenship, and 20.88% (19 out of 91) faced issues due to the absence of a
marriage certificate. The absence of the child's father, noted by 10.99% (10 out of 91),
and being too busy, reported by 7.69% (7 out of 91), were other reasons. Meanwhile,

8.79% (8 out of 91) mentioned that the process was ongoing.

Birth registration of child

= Yes = No

Figure 16: Birth registration of child

Why didn't do birth registeration (n=91)
40.00% 35.16%
35.00%
30.00%
25.00%
20.00% 16.48%
15.00%
10.00%
5.00%
0.00%

8.79%

Unaware Child's  Not having Not having Busy In process
about it father is not citizenship = mariage
at home certificate

Figure 15: Reason for not doing birth registration of child
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Family planning and contraceptive devices

The data reflects the awareness and use of family planning methods among the
respondents. Out of 414 respondents, 69.08% (286 individuals) have heard about
family planning methods. Among those who were aware of family planning methods
(286 respondents), 37.76% (108 individuals) were currently using a family planning
device. In contrast, a larger group of 62.24% (178 individuals) were not using any such
device at the time of the survey. This disparity suggests various factors like personal
choice, health concerns, or lack of access might influence the utilization of family

planning methods.

Regarding the types of family planning devices in use (among 108 users), the most
common was the Depo injection, used by 37.04% (40 individuals). This was closely
followed by oral contraceptive pills, chosen by 35.19% (38 individuals). Condoms were
being used by 12.04% (13 individuals), while implants and permanent methods were
each opted for by 7.41% (8 individuals). Only 0.93% (| individual) reported using an

Intrauterine Contraceptive Device (IUCD).
Table 8: Family planning and contraceptive devices

Heard about methods of family planning

Yes 286 69.08%
No 128 30.92%
Currently using any type of family planning device (n=286)

Yes 108 37.76%
No 178 62.24%

Which device of family planning is currently used (n=108)

Implant 8 741%
IUCD I 0.93%
Condom 13 12.04%
Depo 40 37.04%
Pills 38 35.19%
Permanent method 8 741%
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Birth spacing between the last two child

Among the respondents who had two or more children (229 respondents), the
distribution of spacing periods varies. The most common spacing was between two to
three years, accounting for 31.44% (72 out of 229), followed closely by three to four
years, constituting 25.33% (58 out of 229). Other significant periods included one year
(13.54%, 31 out of 229) and five years or more (13.97%, 32 out of 229). Spacing
between four to five years accounted for 10.92% (25 out of 229), while the smallest

segments were one to two years (4.80%, | | out of 229).

Birth spacing between last two child (n=229)

35.00% 31.44%

30.00%
25.33%
25.00%
20.00%
13.97%

o 13.54%
15.00% 10.92%

10.00%
4.80%
5.00%

0.00%
Oneyear Onetotwo Two to Three to Four to five Five years
year three year  four year year and more

Figure 16: Birth spacing between last two child
Pregnancy indicators

Among the study participants, only a small percentage, 2.90% (12 out of 414), reported
experiencing an abortion or miscarriage. The reasons for these incidents varied:
41.67% (5 out of 12) did not know the cause, 25% (3 out of 12) attributed it to health
issues, and 33.33% (4 out of 12) to workload. Additionally, 3.14% (I3 out of 414)
reported a stillbirth, and the same percentage (3.14%, |13 out of 414) experienced the
death of an under-five child in the last five years. In cases where a child died, only
7.69% (1 out of 13) of the mothers admitted to smoking or drinking during the
pregnancy of the deceased child. In general, smoking or drinking during pregnancy was
rare among the respondents, with only 0.72% (3 out of 414) engaging in such habits.

Anaemia in the last five years was reported by 16.43% (68 out of 414) of the
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participants, while a majority, 78.02% (323 out of 414), did not experience anaemia,

and 5.56% (23 out of 414) were unknown about it.
Table 9: Pregnancy indicators

Abortion or miscarriage

Yes 12 2.90%
No 402 97.10%
Reason of abortion/miscarriage (n=12)

Don't know 5 41.67%
Due to health issues 3 25.00%
Workload 4 33.33%
Still birth

Yes 13 3.14%
No 401 96.86%
Death of underfive child in last 5 years

Yes 13 3.14%
No 401 96.86%
Smoking/drinking during pregnancy of that died child? (n=12)

Yes I 7.69%
No 12 92.31%
Smoking/drinking during pregnancy

Yes 3 0.72%
No 411 99.28%
Anaemia during the last five years

Yes 68 16.43%
No 323 78.02%
Don't know 23 5.56%

Eating frequency during pregnancy and childbirth

The data in the table below presents the frequency of food intake during pregnancy
and childbirth among the respondents. During pregnancy, the majority reported
consuming food three times a day, accounting for 50.72% (210 out of 414) of the

respondents, followed by those eating twice a day, representing 39.13% (162 out of
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414). A smaller portion reported consuming food four times a day (8.94%, 37 out of

414) or more than four times (1.21%, 5 out of 414).

During childbirth, a similar pattern emerged, with half of the respondents consuming
food twice a day (50.97%, 211 out of 414) and a significant proportion eating three
times a day (42.75%, 177 out of 414). Fewer individuals reported eating four times a
day (5.80%, 24 out of 414) or more than four times a day (0.48%, 2 out of 414) during
childbirth.

Frequency of food consumption during pregnancy and
childbirth

More than four times a day I 0|.428|°/%’

, 50.97%
o times 2 day - 39.13%

0.00% 10.00% 20.00% 30.00% 40.00% 50.00% 60.00%

During childbirth ~ ® During pregnancy

Figure 17: Frequency of food consumption during pregnancy and childbirth

Woater Sanitation and Hygiene

Source of drinking water

The dataset illustrated that the primary source of drinking water was handpump,
comprising 96.62% (400 out of 414). A smaller percentage, 2.17% (9 out of 414), used
jars as their primary water source, while an additional 1.21% (5 out of 414) reported
other sources. In terms of proximity to sanitation facilities, 29.95% (124 out of 414)
of the water sources are located less than 10 meters from a toilet. A majority, 62.32%
(258 out of 414), are situated 10 to 30 meters away, and 7.73% (32 out of 414) are

more than 20 meters distant.

Water purity testing has been conducted by 24.88% (103 out of 414) of the
respondents. Of those tests, 91.26% (94 out of 103) checked for iron content, and

5.83% (6 out of 103) tested for arsenic. For water purification at home, 35.99% (149
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out of 414) of the respondents take measures to purify their water. Among them,

32.89% (49 out of 149) boil their water, and 69.80% (104 out of 149) use filters.
Table 10: Drinking water related information

Main source of drinking water

Handpump 400
Jar 9
Other 5
How many meters far is the source of drinking water from toilet?
Less than 10 meters 124

10 to 30 meters 258
More than 20 meters 32

Water purity test of drinking water done

Yes 103
No 311
What was tested in the water test (n=103)

Iron 94
Arsenic 6

Purification of water at home

Yes 149
No 265
Method of water purification (n=149)

Boiling 49
Filter 104

Toilet and sanitation

96.62%
2.17%
1.21%

29.95%
62.32%
7.73%

24.88%
75.12%

91.26%
5.83%

35.99%
64.01%

32.89%
69.80%

Out of the total respondents, 84.30% (349 out of 414) have toilets in their homes,

while 15.70% (65 out of 414) do not. Among those without a toilet in their house, the

majority, 60.00% (39 out of 65), use open places for defecation. A smaller portion,

35.38% (23 out of 65), go to riversides, and only 4.62% (3 out of 65) use the facilities

at a neighbor's or relative's house.
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Have toilet in the house?

= Yes = No

Figure 18: Presence of toilet in the house

Regarding hygiene practices, a majority of 87.20% (36| out of 414) of the respondents
use slippers while going to the toilet, which is a good practice for preventing the spread
of germs and maintaining personal hygiene. However, 12.80% (53 out of 414) do not

use slippers, indicating a potential area for improvement in personal hygiene practices.
Table | |: Hygiene practices in relation to toilet

If there is no toilet in the house, where does the respondent's family go?

(n=65)

Open place 39 60.00%
Neighbor’s/relatives' house 3 4.62%
Riverside 23 35.38%
Using slippers while going toilet

Yes 361 87.20%
No 53 12.80%

Household waste management

The data depicts diverse methods employed by households for waste management,
allowing for multiple responses. Burning emerged as a prevalent practice, with
approximately half of the respondents, constituting 50.48% (209 out of 414), resorting
to this method. Similarly, dumping waste was a common approach, reported by 47.10%
(195 out of 414) of the participants. A smaller yet notable proportion, about 14.25%
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(59 out of 414), utilized cowsheds for waste disposal, likely for organic waste
treatment. However, a concerning finding was that 18.12% (75 out of 414) haphazardly

disposed of waste or threw it into rivers, posing environmental and health hazards.

Household waste management

Cowshed
Throwing haphazardly

Figure 19: Household waste management

Kitchen garden and crop production sufficiency

Around half of the households surveyed, accounting for 49.03% (203 out of 414),
reported having a kitchen garden within their homes. Similarly, the data suggests that
crop production from these households might not entirely meet their needs
throughout the year, with 54.35% (225 out of 414) indicating that their household

crop production falls short of fulfilling their requirements for the entire year.
Table 12: Kitchen garden and crop production sufficiency

Kitchen garden in the home

Yes 203 49.03%
No 211 50.97%
Does the household crop production fulfill the need till a year?

Yes 189 45.65%
No 225 54.35%



Health Status of the Family

Chronic disease in the family

Among the surveyed households, 25.12% (104 out of 414) reported having at least
one member with a chronic disease. For those households with chronic illnesses, the
most prevalent condition was high blood pressure, affecting 63.46% (66 out of 104) of
the families. Diabetes was reported by 16.35% (17 out of 104) of the households, while
a smaller percentage cited asthma (4.81%, 5 out of 104), thyroid issues (2.88%, 3 out

of 104), and cancer (0.96%, | out of 104) as chronic diseases within their families.

Chronic disease in family

=Yes =No
Figure 20: Chronic disease in family

Type of disease (n=104)
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pressure

Figure 21: Type of chronic disease in family

TB infection in the family
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In the surveyed group, 3.62% of families (15 out of 414) reported having a member
with tuberculosis (TB). Among those families with a TB infection, the majority
identified the grandparent of the child as the infected individual, accounting for 60% (9
out of |5) of the cases. Parents of the child were the next most common group
affected, representing 26.67% (4 out of 15) of the TB cases. Siblings of the child

comprised the smallest group, with 13.33% (2 out of 15) being affected.

Who is infected with TB? (n=15)

® Grand parent of child = Parent of child Sibling of child

Figure 21: TB infection in the family
Disability
Among the surveyed households, 7.49% (3| out of 414) reported having a disabled
individual within their home. Of the families with a disabled member, physical disability
was the most prevalent, affecting 52.17% (12 out of 23) of the individuals. Hearing or
speaking impairments were reported by 26.09% (6 out of 23), while eyesight disabilities

accounted for 13.04% (3 out of 23). Additionally, 8.70% (2 out of 23) mentioned having

a family member with mental retardation.
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Type of disability (n=23)

» Hearing/speaking = Eyes disablity = Physical disability = Mental retardation

Figure 23: Type of disability
Treatment and health insurance

In the surveyed group, 39.86% (165 out of 414) of households reported that their
income was sufficient to cover treatment expenses, while the majority, 60.14% (249
out of 414), indicated that their income was not enough. Regarding healthcare-seeking
behavior, when faced with health issues, 50.72% (210 out of 414) of respondents would
initially go to a hospital, while 43.96% (182 out of 414) would opt for a health post or
primary health care center (PHCC). A smaller percentage, 5.31% (22 out of 414),

preferred private clinics.

In terms of health insurance, only 13.04% (54 out of 414) of families had health
insurance, with a large majority of 86.96% (360 out of 414) not having any. The reasons
for not enrolling in health insurance varied: 63.89% (230 out of 360) were unaware of
the service, 25.28% (91 out of 360) cited financial constraints, 2.22% (8 out of 360)
lacked citizenship, 5.83% (21 out of 360) did not feel the necessity, and 2.78% (10 out
of 360) perceived the service quality as inadequate. These findings reveal significant
gaps in health insurance coverage and awareness, as well as financial barriers to

healthcare access.
Table 13: Treatment and health insurance related information

Is household income sufficient for treatment expenses?

Yes 165 39.86%
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No 249 60.14%

In case of health issues, the initial place to seek treatment

Hospital 210 50.72%
Health post/PHCC 182 43.96%
Private clinic 22 531%
Health insurance of the respondent's family

Yes 54 13.04%
No 360 86.96%
Why haven't enrolled in the health insurance? (n=360)

Unaware of the service 230 63.89%
Financial problem 91 25.28%
No citizenship 8 2.22%
Didn't feel necessary 21 5.83%
Felt that service is not good 10 2.78%
COVID-19

From the surveyed households, 4.35% (18 out of 414) reported having someone
infected with COVID-19 within their family, while the majority, 95.65% (396 out of
414), did not. Concerning employment, 6.52% (27 out of 414) mentioned that
someone in their family lost their job during the COVID-19 pandemic, while 93.48%
(387 out of 414) reported no job loss.

In terms of protective measures, 43.72% (181 out of 414) of respondents reported
using masks in crowded places, while 56.28% (233 out of 414) did not. Regarding
vaccination, 71.50% (296 out of 414) stated being fully vaccinated against COVID-19,

while 28.50% (I 18 out of 414) had not completed their vaccination regimen.
Table 14: COVID-19 related information

Woas anyone infected with COVID-19 in the family?

Yes 18 4.35%
No 396 95.65%
Did anyone from the family loss the job during COVID-19 pandemic?

Yes 27 6.52%
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No

Does the respondent use mask in the crowd?

Yes
No
Fully vaccinated against COVID
Yes
No
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CHAPTER IV
QUALITATIVE FINDINGS OF THE STUDY

Findings from Focus Group Discussions

Two focus group discussions were conduction in the ward 2 and 6 of the rural
municipality. Study methodology included a qualitative data collection approach, focus
group discussion which was conducted among the mother's group to gain their insights
on child health practices including mother’s behaviors. The findings demonstrated how
personal, structural and societal /cultural factors influence meaning of food and dietary

practices.

In Tilathi Koiladi rural municipality, various significant nutritional challenges have been
identified. A lack of mother's group meetings has been observed, along with varying
dietary practices. Nutritional disparity is seen as a significant challenge in this area. It
has been noted that poverty and a lack of awareness are major contributors to
malnutrition in the community. Reports indicate that unsatisfactory treatment by
health care providers at health centers often leads community members to return
empty-handed. It has been stated that health workers frequently inform them rudely
about the unavailability of nutritious foods for children, causing disappointment when
these foods are not available at subsequent visits. Consequently, negative perceptions

towards health care providers and their services have developed among the people.

Furthermore, a lack of adequate knowledge about Antenatal Care (ANC) and
Postnatal Care (PNC) visits among mothers has been observed. It was found that some
mothers cease taking iron tablets immediately after childbirth and are generally
uninformed about the importance of folic acid. Additionally, many mothers, lacking
citizenship and marriage certificates, are unable to secure nutritional allowances for
their children. A preference for institutional over home delivery has been noted.
However, there is a lack of proper infant and young child feeding practices among
mothers. Only sporadically do Female Community Health Volunteers (FCHVs)

conduct the Mid-Upper Arm Circumference (MUAC) test for children in the ward.

It has also been found that most mothers participating in Focus Group Discussions
(FGDs) were unaware of health insurance and tended to visit private hospitals when

family members fell ill. These mothers reported using untreated tube well water and
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a lack of toilets in their homes, often resorting to using relatives' toilets or practicing
open defecation. Additionally, issues with Water, Sanitation and Hygiene (WASH) are

prevalent in marginalized communities.

A lack of education on safe motherhood in rural areas and awareness of nutrition's
role in life have been identified as barriers in accessing maternal healthcare services.
The absence of birth registration, often due to mothers lacking citizenship certificates,
has been observed. Despite institutional deliveries, many mothers reported not
receiving any incentives from hospitals. Furthermore, a lack of awareness about
balanced diets and healthy eating practices exacerbates the situation. Overcoming
these challenges necessitates comprehensive efforts from health workers, including
improving agricultural practices, strengthening community-level healthcare systems,
and implementing educational programs to raise awareness about proper nutrition and

its long-term benéefits.

By the end of the FGDs, participants gained awareness about malnutrition and
understood the importance of dietary and feeding practices for children, as well as the

significance of nutritional practices in daily life.

Findings from Key Informant Interviews

From the comprehensive Key Informant Interviews (Klls) conducted with varied
stakeholders in Tilathi Koiladi Rural Municipality, a multifaceted understanding of the
health and nutrition landscape emerged. The consensus among stakeholders
underscores the prevailing issue of malnutrition within the community. Ward
chairpersons and health coordinator highlighted this concern, attributing it largely to
a lack of education and awareness. Instances of malnourished children were observed,
prompting immediate intervention through referral to health facilities, reflecting a
reactive approach rather than a dedicated budgetary allocation for malnutrition.
However, the community's consumption of locally grown food and ongoing nutrition

programs in schools showed promising impacts.

The stakeholders collectively emphasized the need for robust nutrition education and
poverty eradication strategies to combat malnutrition effectively. Acknowledgment of
the Multi-Sectoral Nutrition Plan (MSNP) and its importance in fostering awareness

programs, especially in safe motherhood services, was a recurring theme. Challenges
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such as limited access to quality healthcare, low awareness, and socioeconomic factors
were recognized as impediments. Collaborative efforts between government agencies,
NGOs, and national health institutes were stressed upon to strengthen awareness and

monitor the efficacy of interventions.

Furthermore, discussions centered on the municipality's commitment to raising
awareness, collaborating with different local organizations, and implementing initiatives
aimed at improving health and nutrition of under five children and mothers. Efforts
included incentivizing institutional deliveries, conducting health camps, and distributing
essential supplements. The significance of poverty alleviation, nutritional support for
children, and the critical role of water, sanitation, and hygiene (WASH) practices in

maintaining good health were recurrent focal points.

Overall, the Klls underscored a unified acknowledgment of malnutrition's presence,
emphasizing the imperative for education, awareness programs, and collaborative
efforts among stakeholders to effectively address the health and nutrition challenges

within Tilathi Koiladi Rural Municipality.
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CHAPTERY
CONCLUSIONS AND RECOMMENDATIONS

The survey was conducted in Wards | to 8 of Tilathi Koiladi Rural Municipality among
of 414 households, prioritizing both the general and marginalized communities. The
survey encompassed anthropometric measurements including age, height/length,
weight, and MUAC, alongside focused Group Discussions (FGD) with mother’s group
and Key Informant Interview with the concerned stakeholders. The engagements
involved counseling sessions addressing safe motherhood, child health, and their
associated benefits. Efforts were made to impart knowledge on nutrition education,
exclusive breastfeeding, and social security schemes. Additionally, impactful Water,
Sanitation, and Hygiene (WASH) activities were implemented. These combined
initiatives aimed to holistically address and enhance health, nutrition, and well-being

within the Tilathi Koiladi rural municipality.
Voices received from community

e Mothers' complaint was towards negligence of health worker of health post.

e Mothers were not able to get nutrition incentives and they reported the
inequality of nutrition incentive distribution.

e They also complaint that the nutrition food like Bal-Bhita aren’t distributed in
the community.

e Health workers don’t mention the growth monitoring status in the
immunization card.

e Health workers are not informed about which medicine we get freely in
government health institutions.

e Community people said that we are facing the problem of safe drinking water.

e FCHVs in the community do not provide sufficient information about health
insurance and social security scheme.

e Community people were unaware about the health insurance and social
security scheme.

e They also had complaint about they didn’t get medicine or either folic acid for

a pregnant mother on time.
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Lesson learnt

Mothers tend to adhere to traditional and cultural child feeding practices.
There is a clear need for awareness programs focusing on dietary practices for
pregnant women and children.

Awareness programs to aware the people on the benefits of folic acid
supplementation are necessary.

It's important to motivate mothers to continue taking iron tablets not only
during pregnancy but also post-delivery.

The local government should provide comprehensive training and capacity
building for all health workers, including Female Community Health Volunteers
(FCHVs).

Community members need to be proactive in regularly monitoring growth and
health check-ups.

Raising awareness in the community about the importance of citizenship,
marriage registration, and birth registration is crucial.

Most community members share similar practices in child-rearing and care.
There is a notable lack of health education in the community, especially
regarding health insurance and family planning.

FCHVs need to be more active in educating health to the mother groups about
feeding practices, including the use of Balvita for babies.

Health workers have been primarily measuring MUAC in children, often
neglecting height and weight measurements, which has been a concern

expressed by community mothers.

Issues & Challenges

A significant gap in awareness about government services, including a lack of
understanding about Antenatal Care (ANC), Postnatal Care (PNC), family
planning, and health insurance, uses of Folic Acid.

Poor hygiene practices among Dalit women and their children, coupled with

unsafe birthing practices like using blades for umbilical cord cutting at home.
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¢ Inadequate health facilities and services provided by health workers in Tilathi
Koiladi rural municipality, leading to dissatisfaction among mothers and
challenges in accessing necessary healthcare.

e Significant environmental sanitation issues, including a lack of toilets and
problems with open defecation.

e Barriers in accessing government services due to the absence of birth
registration, marriage registration and citizenship, affecting health insurance
coverage and social security scheme.

e Poor distribution and accessibility of Balvita and other nutritional supplements,
contributing to malnutrition among children.

Recommendations

e Launch awareness programs in marginalized communities to educate them
about health and nutrition activities, emphasizing the importance of nutrition
for child growth along with different food demonstration programs and
nutritional awareness campaigns targeting locally available foods, vegetables,
fruits and crop produced.

e The local government should implement programs across all communities,
focusing on the significance of child nutrition for healthy development.

e Enhance public awareness regarding water sanitation and hygiene maintenance
to promote better health practices. Moreover, WASH activities can be
integrated with immunization program for better results.

e Concerned agencies should be tasked with providing thorough and clear
information to each community member, ensuring understanding and
accessibility.

¢ Implementation of routine growth monitoring and promotion of infants and
young children to regularly trace the nutritional and health status of the
children

e The Health Insurance Board should work in close collaboration and
coordination with the District Public Health Office to streamline services and
enhance efficiency.

e Strengthen and integrate health systems to provide more comprehensive and

cohesive healthcare services.
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Increase the level of supervision and monitoring in the field by the local
government (Palika), and focus on capacity building for health workers.
Ensure that Primary Health Care (PHC) and Outreach Clinics (ORC) are
accessible to all health consumers, making healthcare more reachable and
effective.

Provide training to health workers at the community level, aimed at educating
mothers about various government-provided services and health practices.
Train Female Community Health Volunteers (FCHVs) in accurate height
measurement and in-depth understanding of health insurance, to improve their
effectiveness in community health education and support.

Formation of mothers’ group in the community in facilitation of FCHV and
local health workers for the effective implementation and achievement of

better results from child health and nutrition improvement initiatives.
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Questinnaire of the study
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TG Ygd! B, T8l duIdTs $ UfH SAfgaTd Uyes RAwA I AF8HT g4
QST H1 T STATH TRASH | P qUTS SHARETd! ST FGI3- YHd §I870 ?

e, T F&f0rh] TRUT hig SHGR] o ILHT b HHAR ATGd (RLUU0RL33V)

AT TS TH JaIgo |

TGHA QG (AQree) .o
W@TT (Disagree).........ccccevvenne. (Gif_cR_@Iﬁf &W@m (Stop the process)
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HedHd HUHAT: (If Agreed):

'\"-Ia&I'UT TR SFHRI: (Information about Survey)

fa@vur (information list)

SIdTWP Y (Answer)

REEHGIEAGIE (Name of

respondent):

b F(ERHE HTHT 975)
Contact No:

UiferpTars/ (Palika/ward):

3R QT YT A

(Interview completed
date):

3FRETdIbdid! AMH (Name

of Interviewer):

S~RETdih! JHY

A Ra® fqavur: (Demographic Information)

(No. of family members)

ﬁﬁ'f (Gender) II'%FIT (Female) P
goy (Male) R
a9 fergl( Third 3
gender)

RT HTB! IR (Age) ELE]
(years)....ocovemeenee.

TUEH RAT BT TN GIE® 7 | oo

(under 5 years)

y T =3 ! FHia o1 §I878 ?

months)

g YTAT, TATH! 19 I IR I
™ (Name and Age of child) in

49




TUISS TR T YU H1feel deh! | AU TH Ao | 3
forem &fd 8 (Level of Education) | (llliterate)
TR 2
(Informal)
STYRYA (Basic) 3
oD d8 ¥
(Secondary level)
Hldd de b
(Bachelor)
HdDHIR T8 &
(Masters)
HIdDIR Ul AT |
(Above masters)
SR A TaRs | R
(Not interested)
AU ST 4 &2 &ferd (Dalit) 3
SIS (Janjati) R
AW (Madhesi) 3
E[R}ﬂ:f Muslim
EIRMCEI 4
(Brahmin/Chhetri)
HG( other) &
SR feaTaesd | R
(Not interested to
answer)
GEIESIECI REA R GE A Sffaarfgd %
(Unmarried)
foarfed (Married) Q
e fowsg 3
(Divorced)
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I fed Tagdl | R

(Not interested to

answer)

P URITHT U 18D ? WDHRL %
(Governmental)
R WHRT (Non- | R

governmental)

foemf (student) 3

gdyrg )Business) | ¥

TRTATH HTH W

(House work)

HJh T YTt &
(Retired)

ISR
(Unemployed)
G‘TIFI'IE"Iﬂ( wages) 6

?ﬁl (Agriculture) (U]

SR A TaRs | R
(Not interested to
answer)

GIYOT - 9T G907 ¥ {Ig 9o

¢. ST IO

A. 1YCF (infant and young child feeding practices)

TP WA JaT- (FTS! TaT BTFEY I U¥eE AIeIeiN 1)

TP IS ol — TP ATH:-

e Ask Growth monitoring

card (If have)
S A )DOB) -
e Take the record for Growth ) )
Monitoring RCIANSIE
(Length/Height).......cccccouucen.
G| (Weight):...coeeveereeenee.
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ST Faftd gig e 7T B Yes d
o7 ¥ No R
Are you regularly monitoring your
child growth (at least a time per
month till 2 years)
& TURS HIS! FATATS T TR | JaTud! Yes 3
ShTeh! SN GaraJHar? TG No ]
Did you give Vitamin A and
Albendazole?
& qUISH S S=Tellg SHR TMSTDI / Yes %
3UR TS U gl AT IS TR/ N
W ? BIS B /o ?
Did you fully immunize your
children? See card
& JUILA TH! U el U TTe,. | S Yes g
g8 9 ? Are you receiving child 7 No 2
nutritional allowance?
T 0T |l U 716 §9878 1 & | T $ fohdl .
oG gD EIREIRCAEIRRIA] )
Ry fam 3
NS ITAR &1 Al y
BT 4
TATATS Gl ARIh! ST & SftaToTd Jeevanjal ?
g3 gv? e =ra=BY Zinc R
What do you feed children during 31T other 3
diarrhea? (Specify)
F qURS SETATS S H fafdad gaTu (Yes) ?
3T el g garsg ¥l 2/Did T (No) 2
you feed colostrum to this child?
e If yes, move to question
number 8
e If no, ask this question
SATATg B Al T T gY 2 il $ g mO”IES; 2
A IS W7/ Gasg §70 ? A months
& 3 ARATEH 3 months) | X
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How long did you nourish your ¥ Hig=T 99 (4 months) 3
child with your breast milk? 4 AT 9 (5 months) y
e Ifless than 6 months, move to | & &= ¥ (6 months) Y
another question otherwise
move to question 10) 3 &
....................................... 2

R0 | & AR STHIDI gY A feret %
TGISTHID! 4T & S GARSTHA | ;
?

, _ EIGSEIR] 3
If not breast-milk, what did you
feed up to 6 months? GFq .......................................... QQ

82 | Bfdl ARG T TS SHIDT gY | &-R ARG T (6-9 month) | ¢
SEERRLE R-93 AT T (9-12 3
How long did you nourish a breast | month) 3
milk to your child?

R-UHARTIH(12-18 |,
month )

9¢-RY HIGT TH (18 -24 A
month )

R¥ AT Y31 A1y (More

than 24 months)

R | B AT US! IS 319 BRI | FHaT SR (as soon as 8
a3 o TN birth) ;
After how many months did you W TG UDT (after 5
start the complementary feeding? | months)

& AT U (after 6
months) 8
3 (other)

R Wﬁlﬁmw@?md Yes © R
you feed the Bal-Bhita to your No 59 2
child?

QY | TS faep! Hiducsd @I R UCH ( 2 times) d
garsd g7 3TCH (3 times) 2
In what frequency did you feed ¥ TSP (4 times) 3
your child per day?

4 UCH <l §E ¥
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Y | SATCTS TP UCHHT B GASIGS | &-R Al 3
............................. Dy
Q2R A R
................................ |
8R-R% HfRT 3
................................... DU ¥
B e
%& | SATD! WHTHT heb P S Y TReb! @HT (simple | 2
g9 7? what other eat at home) 2
Specify the food diversity you 3 (other)............. w
feed?
Q0 | T R T FHA GASTED ? | 3ATHT (Mother) %
Who feed your child usually? d1dT (Father) R
BUIRATE X 3HTHI/ 3
(Grandpa/ma) ¥
E{I@ﬁﬁ/ (Brother/sister) 4
Others............
3¢ | gAY MY R GARHUBT & g Yes ?
T U o 9 T BT YIg5? 4R No 2
Do you wash your hand with soap
and clean water before and after
feeding your child?
R | JURD! R B! TN §S? | MRS lodine %
Which salt do you use? @l Dhike R
R0 | 4 T GAIBIP] TATIADPEE A5 | B yes ?
S fafde g U SRR 39 NG ]
DTTh] GHETHT IRHAT YTET D ? Do
you know about eye and ear
problems that appear at birth in
children under 5 years old?
2 | P qUTS T T AfGH < T yes q
TR faTA] SRHT Feid §I5 ¥ No R
?
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Are you aware of your child's
intellectual and mental
development?

2. Rféd ATged ¥ ufRar g

Rfera Argea ¥ IRAR TS - (FT0! g1 BIgER] ¥ T4EE Asiey)

& qURd g& R a1 U M ? E] %
Did you receive ANC services? ELl R
JUTSS g6 URIdT oI did Ued TRIST HA? | ¥ Ywal B (less than 4) %
How many times did you visit HF for ANC ¥ UCd 4 times (4 times) R
checkup? ¥-( UCH GH 4-8 times | 3
¢ UCh 8 times ¥
S TR Not checked 4
ORI HHETHT TD /Y TS 1l 2 (TS 871) TATLDT Yes 3
Did you immunize with TD vaccine? AT No R
& qurge THIGRIET 3 AT 3fE R Afg) JUH! Yes %
(Yo TSR Tdeh] @I Ul ? TETH No ;
Did you take 180 iron tablets during
pregnancy (3 to 9 months)?
& qUTSS ST S U1 Ui ¥4 G998 | WD Yes g
afHd iron Iabl ] 1 ? W No 2
Did you take iron tablets after delivery of
your child?
JURS Hied R folic acid THT UTeg WA? | S=Teh! Aol T4 =l 3 %
When did you start to take Folic acid tablet? ”E &ﬁ%@ (3 mont.hs
before planning the child)
1 99 Ul (after getting
pregnant) R
AT S8 3 WG Ul (3
months after getting
pregnant) y
@"I%Iq"lg:f (did not take
any)
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¢ | BTO! S Bl SIS Ml ? SATASI- ( Hospital- | 8
Where did you delivered your child? private) R
HYATTHRPR- (Hospital- 3
Government)
¥
T WA v (PHC )
%31?‘4 URe (health post) A
YIHT Home
TRHT delivery HT®H! WUSH], ANSWET....corserree.

Q | If the baby was delivered at home R
® How did you cut umbilical cord? a. Delivery kit R
1t & o I WA ? ) (Kga_flél(a@hsn D 3

. Knife
PIRURS & TS WA (Te)
) N d. Others (specify)
(What did you use to cut the umbilical cord?
And what did you use after cutting it? ANSWET....ovvvrirrnen
Answer..................
Y TRITHT S HTD| GUSH], & qUrsd UTT Yes %
2 W YRITETE U3 U= AT W I
TTe I9IH UId] |4l 2
. . . . . Ui No R
If the child was delivered in the hospital, did
you get any incentives?
92 | IR UG S Hid Ged RIS U1 ?How ST SH®T % gueT [ ?
many times did you go for PNC checkup? 3 f2TT (3 times) 2
¥ fe=mm (14 times) 3
¥ fHT (42 times) ¥
S TReI Not checked Q
R | I T A Bia gl 2 R Wkg H=ST HH less than | ¢
What is your child birth weight? 2.5 kg
R
R Wkg 2.5 kg
3
R Wkg H=l &l more than
2.5 kg
¥
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YTET &

23 | URICH SfeerdTept BRUT « 9N fH3 qursen! B Yes g
URARAT HEp! e HTD! &7 SRS Rz | 4o ]
Is there any death due to pregnancy Reason:
complication within this 5 year? What was S
the reason behind it?

Q¥ | TTHI S gdl IRISTHAT ? TR yes %
Have you done birth registration? TR®! No R
TSB! YGUSHT, f& 2 If not why? ANSWEr ..o,

4 | URAR TISHTD! FTHT IRATYI HTHT S ? | D! Yes %
Have you heard about Family Planning? :lﬁﬁﬁ No R

Q& | & qURA JURS! ST H- GRAR AISHIHT/ | S Yes %
Y SRS HUD! B2 39 No ;
Are you using any kind of family planning
method?

QW | IfE & U, H T1eA HUSH Condom ?
If yes, which device/contraception? U Pills Q

&4l Dipo 3
Implant ¥
IUCD b
Pﬂ'scﬁﬁf Permanent) &
3 (GAr3H) if any

Q¢ | AUISH! g3 T B3 (9T Bid STHFR S ? ANSWET. ...

R | & qUrE X qURH! FHAMS A IRAR TSHIBT | T Yes %
S PI E ND] TR TG FUCH! AR | 37 R
B 2 Ii¢ B HA fb1?

. Reason: ..o
Do you have unmet need in FP?
What was the reason?
Q| & audars mHuaT yue! R sryar pA B Yes 9
HRUS TH W TUDH! B2 HRUN & T 39
No R
Did ‘you‘ have abortion? What was the reason REASON:
behind it?
R | F AU Jd TR T fo] HId § 2 B Yes %
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Do you have still birth? ¥ No R

B | AT i F T RS sEHI 5G| © Yes %

P ? ¥ No R
Is there any under 5 year’s mortality case
within this 5 year?

Y | F IS I T THIGRITAT IR FISTHAT | B Yes %
a oaT T ¥ No R
Did you take alcohol or smoke during
pregnancy?

Y | TR SARITAT YHUTH, UM T Ha1? R Yes %
Did you drink/smoke during natal stage? TRA No R

6 | T & Y FFHT & JUTSATS o Seddl HUH! | U Yes ?
itz T No R
Are you suffering from Anemia within this 5 4Tef & Don't Know 3
year period?

o | aurg miadh ga1 feTe! Ffducd WHT W | R UeH 2 times %
el 3 3 times 3
What was the frequency of your meal intake ¥ U 4 times 3
during pregnancy?

¥ Hal Sl ¥

¢ | TUTE Yohsl gl AUTSd ! Biduesd @1 | R IS 2 times %

QT g 3UCH 3 times R

What was the frequency of your meal intake ¥ T 4 times 3
after delivery?

¥ Heal ol ¥

. U, TRAWTS ¥ ARABTS (819 YH), WA I DS, Y

U, TREBTS ¥ ERABTS (YF)

¢ | JURPI R WAITN B NI F | Fd )hand pump) 2
87 ¥R )Jar) R
What is the source of drinking YRT Tap 3
water in your home?

3 other ¥

R | JUTEHI RAT AU / AT T ? | D Yes g

¥ No R
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gfe e & 41 Hel T 313 (open place) Q
oMIE 7 fsifes e / 2
RICINBE
(neighborhood/ relatives
toilet)
qfe @t (River side) ;
31 (other)
qUTs e el 9ud B T yes 3
T T & fo g 2 T No 3
T U BT 9 Granerd ¢ WRER | e
HAUA R RIS 2
How many meters far is the
source of drinking water from
toilet?
qATSS ST TP TFID! Gl | S Yes %
ST T HTHh! S ? 39 No ;
i © Y= P OTd T HTH! B ? | PA vail test g
3® Arsenic R
3SR Iron 3
< S 8
qUTE & T GiehRul T 56 ? B Yes %
Do you purify water in your ¥ No R
home?
T TR®! HY, F SfY a1 Tg=8? | SHK Boiling 3
If yes, what is the method? qIfST TR SODIS ?
fOheey Filter 3
FAINA®! TR Chlorination | ¥
qUTS P H1 TR B1d Y 50
! ANSWEN ...
At what time do you wash your
hand?
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JUTE R 5G BIER BN WIS G Dumping 4
SR T § 7 TG BT Cowshed | R
How did you manage household S Burn 3
waste?

S others.......ccoeimeeee ¥
& AUTSD! TRHT HIFTER] B? D Yes 3
Do you have a kitchen garden? ¥ No R
HOHT, 1 $ T ST T 567
What do you cultivate there? ANSWET.....ovvvrerieierinnen
& qUZDH! TRAT IATG 1 TH | TS Yes %
quRg%drs 98 HR THT IFs ? T No ;
Do the foods produced in your
house fulfill the need till a year?

WA T PIHS

qUIS! oA fed T ARIDT i | B Yes ?
§E©? &9 No R
Is there any one with NCD case in
your home?
fee AR v, Hht @ A
§de®?
& D! T o TR T 57 TS Ves 2
If yes, what type of disease? Are Ta:[ No 2
you capable to expense from your
pocket?
3'7 a'q'léa'ﬂ' WT ﬁ?’ﬂé @_ yes 2
STINET AU M AT B2 Is | &9 No 2

there anyone who suffered from
Tuberculosis In your house or is
it?

aﬁfﬁﬁmﬁwﬁfﬂﬁr?lf

yes, who had it?
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qUISHh! BRAT YNTAT YD Afad

“ i ® yes R
§18® ? Do you have a disabled
person in your home? &1 No R
& | U B, W BEN UBRD! SUMAT | eeeeeememremremsemsemsensenscneens
&7 If yes, what kind of disability?
b | & RS G o ITAR T FTa?
If yes, what type of disease? Are
you capable to expense from your Y
pocket? 3O ves ¢
Q‘éq No oy
¢ | urE a1 quise! URARAT TSRl | TRy At & @1 Ty g
TRAT G [ oS ? HP/PHC
Where do you firstly go if STl Hospital 2
you/family member feel ill? orelt iR Indigenous healer ;
3 Other R
R | % dUsd d1 URARST Yadd B Yes i
e o\ T I & 2 39 No ]
Have you done Health Insurance?
%0 | e T T BT U BT T MU | oo
?
82 | P COVID-{R 1 el qUTS I TRAT | HT Yes g
I WP Hd & Hel? YT No R
Is anyone infected by COVID-19 in
your home?
R | YIDI YT, B S ALUES
e ANSWEN ...
Can you tell me the symptoms?
%3 %covm-zqﬁﬂaf%rsﬁ‘aw Tl Yes ?
HaA SR TH3] UR R
! N
ST TGP AN T 7T 71 © X
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Did anyone loss their job or has to
close business because of COVID-
19?

& qUTS (S UTSHT STeT AId] | TR Yes %

124 - ‘T-'jf )
§o? e No R

Do you use mask now a days?
o¢g | COVID- ST S 19% T Uefi?

What do you think are the ANSWET........ccceveee.

possible ways to be protected

from Corona?

& qUIRS X1 AEAH HRAT 09 | Yes See Card
0g, | PV HIRIT TS vt No

Are you vaccinated with full dose
of Corona Vaccine?

FOLRl HEHTRIAT T FAIH o1 Uegare]
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