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T Executive Summary

In December 2008, Sustainable Development Initiative Network (SUDIN) -Nepal conducted on
request of Concern Worldwide a nutrition survey in Jajarkot district, mid western development
region of Nepal. The Jajarkot nutrition survey serves as a baseline survey carried out for the
Community Based Management of Acute Malnutrition (CMAM) pilot project. The survey was
conducted from 15" December 2008 to 5" January 2009. The survey methodology used by
SUDIN-NEPAL in Jajarkot was agreed by Concern Worldwide and had been already piloted
during the Bardiya nutrition survey back in May 2008. The survey was conducted using a 30 x
30 cluster sampling methodology with two stage random sampling. Data entry and analysis of
anthropometric measurements was done using ENA SMART software and the entire data
base for the data entry of household information was done in EPI Info software. Data analysis
was done by using the statistical program STATA version 10 and SPSS version 13.

Anthropometric data of children 6 to 59 months was collected, weight, height, MUAC and age
recorded. In addition detailed household, water and sanitation, food consumption and child
health and nutrition information was collected by interviewing mothers/ caretakers of children
of selected households. The objective of this survey is to identify causal factors, feeding and
caring practices that might contribute to good nutrition or malnutrition within Jajarkot District.

Anthropometry

e The prevalence of GAM (WHO reference, Z-score) in Jajarkot is 10.5% (7.90 — 12.8,
95% C.I.) with SAM 2.4% (0.7-3.8, 95% C.l.). According to the WHO classification
Jajarkot faces a serious nutrition situation (GAM between 10-14%).

e GAM and SAM rates found during surveys in other possible CMAM pilot districts are
higher. However the Jajarkot survey is the only survey where the data collection fell into
a food secure time and higher malnutrition rates can be expected in Jajarkot during food
insecure months.

e Using MUAC one third of the surveyed children were found to be at risk (>=125 and
<135mm) of becoming moderately malnourished.

e Age data provided by care givers was unconfirmed in most cases and therefore no
chronic malnutrition and underweight rates were calculated.

No significant correlation was found between gender and malnutrition.
Children younger than 24 months are significantly more often malnourished than older
children (>= 24 months).

Health Seeking Behaviour
e Just above half of the sick children were brought for medical treatment, out of this two

third to government health facilities and one third to private health care providers.
e The quality of government health services was perceived poor by many caretakers.
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Household Information

Children of illiterate fathers have a significant higher risk of being malnourished. No
correlation was found between malnutrition and the literacy status of mothers.

Lower caste children (Kami, Damai, Sarki, Gaine, Badi, Chamar, Chandara, Tamata
etc) were found to be three times more likely to be malnourished than children of the
middle castes ( Magar, Tamang, Rai, Limbu, Sherpa, Byansi, Dura, Kumal, etc).

Both SAM and MAM were observed high in households having casual labour (porter,
daily wages) and farming (crop, livestock and fish) as means of livelihood.

No correlation was found between malnutrition and proxy indicators for the economic
wealth of a household (construction materials of the house, ownership of land and
livestock).

Water and Sanitation

In general hand washing practices were found to be good (after latrine use, before
eating and cooking) however the use of soap is not common in two third of the
households.

One quarter of households rely on unprotected sources for drinking water. Water
treatment is not common at all.

No significant correlation was identified between malnutrition and water/sanitation
related practices.

Household Food and Nutrition Situation

In the past 12 months, three quarters of the households experienced at least one time
of food shortage, mainly caused by depleted food stocks in the months July/August and
March/April.

Household dietary diversity is based on cereals and vegetables with oil and pulses.

Child Health and Nutrition

Children’s diet is less energy dense, little diverse, less rich in vitamins and minerals
than the diet of the household. Together with the insufficient meal frequency it can be
said that children in most households do not receive an adequate nutrient intake in
portions they can digest.

Children breastfed exclusively for up to three months only had a significant higher risk of
becoming malnourished than children exclusively breastfed for up to six months.

The feeding of colostrum is not significantly correlated with less malnutrition. However
more children were found to be malnourished not having received colostrum.

Even if not significantly linked and only based on very few cases, grandmothers/
mothers in law as care givers seem to have a more negative influence on the child’s
nutritional status than the mothers themselves whereby siblings younger than 15 years
seem to have a positive influence on their younger brothers and sisters.
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Recommendations

1.

The prevalence of global acute malnutrition indicates a significant public health problem
in Jajarkot district. Therefore a nutrition program such as CMAM (community based
management of acute malnutrition) is recommended to address the nutrition problem in
Jajarkot district.

The literacy status of fathers is significantly linked to the prevalence of malnutrition.
Therefore the government’s policy to provide free education to both boys and girls is
likely to contribute to the reduction of malnutrition in Nepal in long-term. Studies on how
exactly literacy influences child nutrition at household level could help to further
advocate for importance of education.

CMAM has to ensure inclusion of low caste groups into the programme. Important is:

e disaggregated data collection

e home visits to those with possible higher social barriers to access

o flexible time frames at OTP (outpatient therapeutic program) facilities taking high
work load of the poor into consideration

e covering of transport costs for referral to inpatient treatment facilities

e availability of free high quality medical services and drugs at government health
facilities

Trust into the quality of government health services was found to be low among
interviewees resulting into a low rate of children brought for the free medical treatment
at the government run health facilities in case of illness. It is recommended that the
CMAM project coordinates closely with the MOHP at district, regional and national level
to ensure improvement of quality of health services including the availability of free
medicines at all times according to the government’s policy.

The private health service providers and FCHVs should be included in the
implementation of the CMAM project and a strong referral system through them should
be established by the project to the nearest outpatient and inpatient treatment facilities.

A nutrition education package should be developed for care takers particularly

grandmothers/ mothers in law covering the following topics:

e tilisation of soap for hand washing

e water treatment

e food diversity with special focus on importance of milk, fruits and vegetables for
children
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e provision of three meals plus two snacks per day for children below five (introducing
fruits as snacks)

e feeding practices during periods of illness

e meaning, importance and duration of exclusive breastfeeding and links between
nutritional status/ fluid intake of mothers and quantity of breast milk

7. The nutrition intervention should look into the possibility of including children at risk of
becoming malnourished (using MUAC) into a special prevention programme e.g.
nutrition counselling to care takers by FCHVs at community level.

8. The CMAM project should look into advocacy for latrine construction and usage or even
be linked to a water and sanitation programme in general.

9. For the causal analysis it is recommended to revise the survey questionnaire to also
assess the nutritional status of mothers and to link the findings to child malnutrition.

10. Further analyse feeding practices of the new-born to better understand reasons for low
acceptance of colostrum and the believe about additional required fluids provided after
birth, after stopping exclusive breastfeeding and before introducing first semi-solid
foods.

11.To better understand risk factors contributing to malnutrition the positive influencing

characteristics of their contraries might be worse researching.

e What are the middle caste households doing better than the households of the
higher castes?

e How is the father using his education for positively influencing his children’s
nutritional status?

e What do care takers of low caste well nourished children below 24 months of age do
different which could be replicated by low caste families with malnourished children?
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T CHAPTER 1

1 Background and Introduction

1.1 Background

Nepal is a land-locked country located at the foothills of the Himalayas. It occupies an area
from 26 22' to 30° 27' north latitude and 80° 4' to 88° 12' east longitude with elevation ranging
from 90 to 8,848 meters. The country is sandwiched between the two most populous countries
of the world, India to the east, south, and west and China to the north. Nepal is rectangular in
shape and stretches 885 kilometres in length (east to west) and 193 kilometres in width (north
to south). The total land area of the country is 147,181 square kilometres. The population of
Nepal is just over 26.6 million (Central Bureau of Statistics, 2006). Nepal is divided into three
distinct ecological zones. These are the mountain, hill, and Terai (or plains). The mountain
zone accounting for 35% of the total land area, ranges in altitude from 4,877 to 8,848 meters
above sea level and covers a land area of 51,817 square kilometres. For administrative
purposes there are five development regions in Nepal - Eastern, Central, Western, Mid-
western and Far-western. Nepal is divided into 14 zones and 75 administrative districts.
Districts are further divided into smaller units, called village development committees (VDCs)
and municipalities. Currently there are 3915 VDCs and 58 municipalities. Each VDC is
composed of nine wards, with the number of wards in each municipality ranging from nine to
35. Kathmandu is the capital city as well as the principal urban centre of Nepal (Central Bureau
of Statistics, 2006a). The 2001 Census listed 103 diverse ethnic/caste groups, each with its
own distinct language and culture (Central Bureau of Statistics, 2003). The percentage
breakdown by size of the major groups is as follows: Chhetri (16%), Brahmins (13%), Magar
(7%), Tharu (7%), Tamang (6%), and Newar (5%). The 2001 Census has also identified about
92 mother tongues. Most of these languages are originated from two major groups: the Indo-
Europeans, who constitute about 79% of the population, and the Sino-Tibetans, who constitute
about 18% of the population. Nepali is the official language of the country and is the mother
tongue of about half of the population. However, it is used and understood by most people in
the country. The other two major languages are Maithili and Bhojpuri, spoken by about 12%
and 8% of the population, respectively. According to the 2001 Census, the majority of
Nepalese are Hindus (81%), while 11% are Buddhist, 4% are Muslims and 4% are Kirant
(Central Bureau of Statistics, 2003).

1.2 Introduction

The population of Nepal is 26.6 million and a GNI per capita US$ 290 (UNICEF, 2006). Nepal
is ranked 138 on the 2006 Human Development Index (HDI). Life expectancy is about 61
years and adult literacy rate is 48.6. Nepal’s women have a total fertility rate of 3.7 with over
half of the births attended by relatives and only 15% by trained personnel. This fact leads to a
high number of maternal deaths (a Maternal Mortality Ratio of over 500 per hundred thousand
live births) with 21% of the infants having a low birth weight. The 2006 HDI states a national
Infant Mortality Rate of 59 per thousand live births. For the 20% of the poorest population an
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Infant Mortality Rate of 86 is indicated. The same discrepancy is visible for the Under-five
Mortality rate. While the average national Under-five Mortality is indicated with 76, for the 20%
of the poorest population this rate is as high as 130. Access to and quality of health care
services available to the Nepalese population depends strongly on the economic status of the
service seekers and whether living in an urban or rural setting.

forear « STRBHIT s
Jy"”ﬁ =

Figure 1: Map of Jajarkot

Jajarkot district is located in the hills of the Mid-Western Development Region, Bheri Zone
which is one of the 15 districts of the region. Jajarkot district is neighbouring with Rukum,
Dolpa, Jumla, Kalikot, Dailekh, Surkhet and Salyan. The district headquarters Khalanga is
situated to the south- east of the district. According to the Central Bureau of Statistics (CBS
2006) the district covers an area of 2,230 km?.

The total population of Jajarkot is 134, 868, out of which 68,508 are female and 66,360 are
male. The population density of this district is 60 persons per km? and the population growth
rate is 1.68. The maximum temperature of the district is 34 degree Celsius and the minimum
temperature is 8 degree Celsius. Among the entire district of the Mid West Development
Region, Jajarkot has less fertile agriculture land and most of the agriculture land is loam soil.
Only 49.4% of the population of Jajarkot are having access to safe drinking water and there is
only two to three hours electricity in a day. Most of the population (99.85%) practice the Hindu
religion. The average life expectancy is 51.9 years. The HDI is 0.343 and with this Jajarkot is in
the bottom 4, ranked 71 among the 75 districts of Nepal.
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Table 1: Availability of health facilities in Jajarkot District

Health Facility Quantity Bed
Capacity

District Hospital 1 15 beds

District Ayurvedic Health 1

Centre

Eye Care Centre 1

Primary Health Care Centre 1 5 beds

(PHC)

Health Post (HP) 8

Sub Health Post (SHP) 25

Doctors 4

Politically and administratively, Nepal is divided into five development regions which are further
divided into 14 zones and 75 districts. The public health as well as other development and
services system in Nepal have divided the districts into 9 to 11 llakas as the sub
administrative units depending on the number of VDCs and / or geographical setup. A Village
Development Committee (VDC) is the basic political unit which consists of nine smaller units
called wards. The ward is the smallest administrative unit that can be found with official
recorded population and definite boundaries. There are a few villages or smaller settlements
within a ward. Jajarkot district has two electoral constituency, 11 llakas, 30 VDCs and 270
wards.

A village development committee (VDC) area which always consists of nine smaller units
called wards. The ward is the smallest administrative unit that can be found with official
recorded population and definite boundaries. There are a few villages or smaller settlements
within a ward.

Table 2: Political units of Jajarkot

Politically llaka VDC Name of VDC
divided Number | Number
Region for
voting
Electoral 1 2 Khalanga Punma
constituency 2 2 Jagatipur Bhor
one 3 3 Dhime Paink Dandagaoun
4 3 Sakla Lah Khagenkot
5 2 Ragda Bhagawati
6 3 Ramodanad Rokayagaoun | Nayakbad
Electoral 7 3 Majkot Kortang Daha
constituency 8 3 Dashera Salma Suwanauli
two 9 3 Jungathapachaur | Sima Thalaraikar
10 4 Garkhakot Talegaoun Archhani Pajaru
11 2 Karkigaoun Jhapra
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I CHAPTER 2
2 Aims and Obijectives of this Study

2.1 General Objective

To evaluate the nutritional status of children aged 6 to 59 months in the context of
Jajarkot district.

2.2 Specific Objective

a. To identify higher risk groups for malnutrition: gender, age, caste, wealth ranking.

b. To assess health seeking behaviour for sick persons in the visited households and
the rationale for choices in health access.

c. To serve as a baseline nutritional survey for the Community Based Management of
Acute Malnutrition (CMAM) pilot project for Nepal.

d. To make recommendations for nutritional interventions in regards to CMAM in
Jajarkot District as a component of the overall pilot project for CMAM in Nepal.

e. To identify causal factors and their correlation with nutritional status.

13 | P a g e Jajarkot Nutrition Survey Concern Worldwide / SUDIN - NEPAL December 2008




3 Training
3.1 Overall Objective of the Training

The overall objective of the training was to train the health experienced persons on
anthropometric measurement and general livelihood household questionnaire for the Jajarkot
Nutrition survey.

There were six teams and each team consisted out of four members of different background
(health assistant, health worker and female community health volunteer [FCHV], and the team
leader with community health and sociology background). Two of the team members were
assigned for anthropometric measurements and one for the household interview. One FCHV
from the respective ward selected accompanied the teams. The FCHVs were briefed on
sampling methodology by the survey team and details of anthropometric measurement.

The nutritional team members attended three days training conducted in SUDIN-NEPAL
training Hall, Babarmahal, Kathmandu. The training sessions focused on anthropometric
measurements and enabled each trainee to practice in the classroom and also in the field with
community people. Attention was given on training on standardization of instruments and data
recording. The anthropometric team members were also trained for completing the four health
seeking behaviour questions and the interviewer was given specific training on the additional
causal analysis questionnaire. The team leaders were specifically trained on quality assurance
techniques. A practical classroom anthropometric measurement training session
(standardization test) took place and the survey teams were able to measure at least three
children each and compare their results with the measurements of a trainer expert. A detailed
agenda of the three days training is attached as annex 1.

The training was led by the international nutritional consultant. For practical exercise as part of
the training the participants went to Kathmandu municipality ward number 11, Tahapathali
(Paurakhi Gaoun). Feedback on the measurements and the questionnaires was provided and
outcomes discussed at the side. The team leaders went through one by one to all 45 questions
of the questionnaire. As this questionnaire was already piloted in Bardiya during the nutrition
survey carried out by Concern Worldwide in May 2008, only slight changes were made. After
completing the training, all surveyors left for Jajarkot from Kathmandu. After reaching Salli
Bazar on the way to Jajarkot, a meeting was held with local teachers, business man and health
workers. All 30 clusters were identified (place, names and ways to specific clusters). After that
the teams departed to their assigned destinations/clusters. All the teams were supervised by
the international nutrition consultant having all the measuring equipment, the additional
household questionnaires and logistics support.
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4 Research Design and Methodology

4.1 Research Method

The survey used a quantitative research methodology.

4.2 Study Variables

The variables of the study were height, weight, MUAC, oedema, age, sex, health seeking
behaviours and rationales, food consumption, demographics and composition of household,
feeding practices, health and nutrition practices, food insecurity questions.

4.3 Type of Study

The type of study was an anthropometric nutrition survey with causal analysis.

4.4 Target Population

For the anthropometric measurements the households of the targeted children were randomly
selected and aged 6 months to 59 months in Jajarkot district. The household questionnaire
was completed in every third household selected for the anthropometric measurements.

4.5 Sampling Methods and Sample Size

A random cluster sampling of the entire district was taken. A two stage cluster sampling
methodology was used. The sample used was 30 clusters. Wards were the primary sampling
unit.

The sample size was 30 clusters x 30 children (6 to 59 months) for anthropometric
measurements. Every third household randomly selected with a child 6 to 59 months included
in the anthropometric measurements was included for the household questionnaire. The total
children in Jajarkot district below 5 years are 24,369. According to NDHS 2006 the prevalence
of wasting of Mid Western Region is 11.6 %. The desired precision is 3 % and desired effect is
2.9. Hence the sample size of the children for anthropometric analysis is 919. Additional two
children were included from each cluster. For causal analysis, the total sample size of
households was 312. However, the sample size was reduced to 294 after cleaning the
datasets. Only the first child recorded on the anthropometric form was included for the causal
analysis, children listed second or third were excluded due to statistical insignificancy.

4.6 Tools and Techniques for Data Collection

The tools used for data collection were MUAC tapes, Salter hanging scales, height boards and
questionnaires for verbal collection of information from the household head. The following data
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was collected for children 6 to 59 months of age:

Age: Age was recorded by birth date (mm/dd/yyyy) according to the Nepali calendar. This
birth date was confirmed by vaccination card, birth certificate or other form of identification. If it
was confirmed then a “Y” was marked on the anthropometric form in the appropriate column.
If the age could not be verified, then the dates of birth or age in months were recorded as
stated by caretaker and an “N” was marked on the anthropometric form in the column for
confirmation of date of birth.

The team leader calculated the age in months of the child before performing the
anthropometric measurements. If the age could not be confirmed and the mother was unclear
of the age of the child, the team leader included all children with a height of 60 cm — 110 cm.
This was a last resort for inclusion or exclusion to the survey.

Sex: Sex of the child was recorded as “M” for male and “F” for female.

Weight: The weight was measured using 25 kg hanging Salter scales and recorded in
kilograms to the nearest 100 grams. The Salter scale was calibrated each morning by the team
leader using a known weight of 2 kg. The scale was hung from a stick held by two measurers,
and recalibrated to zero with the hanging pants attached to the scale before the child was put
into the weighing pants. The teams weighed all children with light clothes due to winter and the
average weight of the clothes came out to be 150 gram which then was deducted from the
original weight of the child.

Height: Height measured in centimetres using a 1.30 meter height board graduated to 0.1cm
with a movable block. Children were measured recumbent if their height was below 85cm. The
children were measured standing if they measure 85 cm or above. The height was recorded to
the nearest 0.1 cm. All children were measured barefoot, and without caps or hairdo. For
children measured standing up, the measurers were trained to ensure that the child’s head,
shoulder blades, buttocks, calves and heels were touching the boards and they were looking
straight ahead. Children measured lying down were placed in the middle of the board with the
head touching the fixed end, the knees pressed down and the heels touching the movable
block.

Oedema: Oedema was measured by applying normal thumb pressure to the anterior surface
of both feet for three seconds. If an indentation remained after the pressure was removed,
presence of oedema was considered positive and a “Y” entered on the data collection form. If
the thumb imprint did not persist, or if the oedema was not bilateral, the child was recorded as
not having oedema and an “N” entered on the data collection form. The supervisor checked all
positive cases of oedema.

Mid upper arm circumference (MUAC): MUAC was measured in centimetres, to the nearest
0.1cm, using standard UNICEF MUAC measuring tapes. The measurers were trained to locate
the mid-point between the shoulder and the tip of the elbow on the left arm with the arm bent at
a right angle and to note the mid-point. The measurement was taken at this mid-point with the
arm extended and relaxed.
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For malnutrition cases found: Each child that was found with severe acute malnutrition (< 110
mm MUAC and/or oedema) was referred to the closest health facility or to the FCHV.

Healthcare Seeking Behaviour Questions: Four questions regarding diseases in the past two
weeks, related healthcare seeking behaviour was assessed. These questions were either yes
or no questions or coded for responses. If the respondent did not want to answer then the
space was not left blank but instead a “0” was placed in the space indicating “does not
know/no response”.

Optional detailed health/ food/ nutrition questionnaire: An additional health/ food security/
nutrition questionnaire was used for every third household selected with children eligible for
anthropometric measurements.

The person who collected this data was not part of the nutritional survey team. A single person
conducted the interview and followed behind the nutritional survey team. He/she conducted
interviews after the nutritional team finished in order not to interfere with the quality of the data
collected by the nutritional survey team. If the head of household was not present, then any
person within the household over the age of 16 was asked the questionnaire.

4.7 Pre-testing the Data Collection Tools

A practice survey day took place in an area outside of the chosen clusters after the theoretical
and practical training sessions were completed. The teams were supervised by the trainers
during the test day and data collection forms were modified after this practice survey day for
proper understanding and acceptance among the surveyed population.

4.8 Validity and Reliability of the Research

This study was using a standard SMART methodology for studying nutrition and identifying
severe acute malnutrition. As such these methods are well tested for validity and reliability of
results. The sample size was calculated using ENA software so as to ensure that there was a
sufficiently large sample for reliable results.

4.9 Limitation of the Study

This study is focused on a baseline pilot study for CMAM projects. The variables in particular
are generated with the nature of the project.

Due to cold weather, the children were not completely undressed when taking the weight
measurement and therefore weighed with under garment weighing 150 grams on average.

4.10 Plans for Supervision and Monitoring

Each nutritional survey team had a team leader who was constantly supervising in the field.
The team leaders were responsible to check the quality and legibility of the data collection
sheets before leaving the cluster area each day.

Each day a debriefing session was conducted between the nutritional survey manager and/or
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the assistant nutritional survey manager and the team leaders and all data collected that day
was reviewed for errors and necessary clarifications made immediately.

Concurrent crosschecks of the data collected by the teams were performed by the managers
in 5% of the sampled households (e.g. supervisors choose households with data already
collected and then retook measurements of children while comparing it with the data collected
by the teams at a previous time).

4.11 Plans for Data Management

Nutritional survey teams returned data collection forms of one cluster per day at the end of the
day during debriefing sessions with the nutrition supervisor. Data entry into the ENA database
and EPI Info were done from these data collection forms by one supervisor only.

4.12 Plans for Data Analysis

The data was analyzed using EPI Info and ENA software. For certain analyses on correlations
between household dietary diversity or food insecurity and anthropometric indicators, a STATA
computer statistical program version 8 was used.

4.13Classification of Malnutrition

Acute Malnutrition:

The main indicator of nutritional status used in this survey was wasting or acute malnutrition,
which assesses how thin the sample population was relative to their height, compared with a
reference population.

Weight-for-height (W/H) was expressed either in Z-score or percent of the median (% median).
The Z-score index is usually used to measure prevalence of malnutrition at population level,
while percent of the median was used to assess the nutrition status of the individuals. The
classification of GAM (Global Acute Malnutrition), MAM (Moderate Acute Malnutrition) and
SAM (Severe Acute Malnutrition) using Z-score and percent of the median were as follows:

Table 3: Classification of the nutritional status using Z-Score and % Median

Particularise % of the Median Z- Scores
Global Acute < 80 % and /or <-2and/ or oedema
Malnutrition oedema
Moderate Acute 270% to < 80 %, no | =-3to < -2, no oedema
Malnutrition oedema
Severe Acute <70% and/or <-3 Z-score and/or
Malnutrition oedema oedema

All figures for acute malnutrition were analyzed and reported using WHO 2006 standard and
NCHS (National Centre for Health Services) reference values.

The weight for height index is the most appropriate index to quantify wasting in a population in
situations where acute forms of malnutrition are the predominant pattern. However the MUAC
is a useful tool for rapid screening of children at a higher risk of mortality. MUAC is used as the
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primary screening tool and admission criteria for the CMAM program. MUAC measurements
were presented for all children from 6 to 59 months. Classification of the Nutritional Status
using MUAC:

Adequate nutritional status MUAC = 13.5cm
Risk of malnutrition MUAC 12.5—-13.4cm
Moderate acute malnutrition MUAC =2 11.0 - <12.5cm

Severe acute malnutrition MUAC <11.0 cm

Chronic Malnutrition:

Children who had a low height-for-age (H/A) were considered stunted. Measuring the height of
a child in relation to a standard child of the same age gives an indication of the growth of a
child. H/A was used as an indicator for chronic malnutrition and was analyzed from data
collected in this survey.

Food insecurity:

Food security is a major determinant of malnutrition; however the relationship between
anthropometric indicators of malnutrition (described above) and indicators of food insecurity
were not well described. The Jajarkot nutrition survey included:

1. Household Dietary Diversity Score (HDDS) which counts food groups consumed by
households in the preceding 24 hours;

2. Individual Dietary Diversity Score (IDDS) which counts food groups consumed by
children under five years of age in the household in the preceding 24 hours;

3. Months of Insufficient Household Food Provisioning (MIHFP) which records which
months of the year families face food shortages.

4.14 Expected Outcome of the Survey
Outcomes of the research included statistical information regarding the rate of moderate and

severe acute malnutrition in Jajarkot District, potential underlying factors of malnutrition and
recommendations for addressing severe acute malnutrition in the community.

4.15 Plans for Dissemination of Survey Results

Results will be disseminated to the concerned authorities (NGOs, INGOs and MOHP) after
discussion with Concern Worldwide, Nepal.

4.16 Plans for Utilization of the Survey Findings

The results will be used to plan a possible CMAM pilot program in Jajarkot District. They are
also used to assess the overall nutritional situation in Jajarkot and to respond to a food crisis if
detected.

4.17 Work Plan

See Annex —7.
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5 Results

The data was collected from 15" of December 2008 to 5" of January 2009. The total number
of households visited for the anthropometric measurement was 960, and 13 data sets were
excluded due to errant data and thus became 947 children. Every third household (out of the
selected 30 in each cluster) was selected for filling the household questionnaire. Thus 30
cluster x 10 = 300 households plus two households extra from each team (6 teams x 2) = 12.
After removing 18 errant data sets, 294 completed questionnaires were included for the causal
analysis.

5.1 Anthropometric results
5.1.1 Age and sex distribution of the sample population

Out of 947 children aged 6-59 months, there were 46.7% of female children (n=442) and
53.3% of male children (n=505). The overall sex ratio of boys/girls in Jajarkot was 1.1
indicating a well balanced situation. However, in the age group 54-59 months girls represent
only 31.6% of the children included in the survey in comparison to 68.4% of boys (boys: girls
ratio 2.2).

Table 4: Distribution of age and sex of the children 6- 59 months in the sample

Months Boys Girls Total Ratio
# % # % # % Boy: Girl

6-17 months 150 55.8 119 44.2 269 28.4 1.3
18-29 months 136 49.1 141 50.9 277 29.3 1.0
30-41 months 115 53.7 99 46.3 214 22.6 1.2
42-53 months 65 50.0 65 50.0 130 13.7 1.0
54-59 months 39 68.4 18 31.6 57 6.0 2.2
Total 505 53.3 442 46.7 947 100.0 1.1
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Figure 2: Age and sex distribution of the sample population

5.1.2 Anthropometric analysis: Global Acute Malnutrition (Wasting) WHO standard, Z-
score

The mean weight for height of children (6-59 months) in Jajarkot was 78.94 cm + 8.99, and 9.7
kg + 2.2 respectively.

Table 5: Prevalence of acute malnutrition based on weight-for-height z-scores (and/or oedema) and by
sex (WHO)

All Boys Girls
n = 947 n = 505 n = 442
(95%Cl) (95%Cl) (95%Cl)
Prevalence of global malnutrition (97) 10.5 % (50) 10.0 % (47)10.7 %
(<-2 z-score and/or oedema) (7.9-12.8) (7.3-12.7) (7.0 - 14.5)
Prevalence of moderate (76) 8.1 % (40) 8.0 % (36) 8.2 %
malnutrition (6.3-9.9) (5.9-10.1) (5.3-11.1)
(<-2 z-score and >=-3 z-score, no
oedema)
Prevalence of severe malnutrition (23) 2.4 % (10) 2.0 % (11) 2.5 %
(<-3 z-score and/or oedema) (0.7 - 3.8) (0.3-3.7) (0.2-4.8)

Children with a weight-for-height below -2SD from the median of the reference population are
too thin for their height, or wasted, while those with a weight-for-height below -3SD are

severely wasted.
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Table 6: Prevalence of wasting (WHO and NCHS), Z-score

WHO Standard 2005 NCHS Reference 1977

Global Acute 95% ClI 10.5 % (7.9 - 12.8) 9.1% (6.7 - 11.4)
Malnutrition (GAM)
Severe Acute 95% ClI 2.4% (0.7 - 3.8) 2.0 % (0.5 - 3.5)

Malnutrition (SAM)

The overall prevalence of wasting (GAM, <-2 Z score) of Jajarkot was found 10.5 % (table 6)
using WHO standard and 9.1 % using NCHS reference. There was no significant difference
found in the percentage of GAM and MAM between male and female children. The overall
prevalence of SAM was found 2.4 % with more (but not significantly) girls than boys. The
highest prevalence (4.5 %) of SAM was found among the age group 6-17 months whereas the
lowest prevalence (0%) was found in the age group 54-59 months.

Table 7: Prevalence of acute malnutrition by age based on weight-for-height z-scores and/or oedema
(WHO)

MAM (>=-3
SAM (<-3 z- and <-2 z- GAM (<-2 z- | Normal (>=-2

Agein score) score) score) z-score) Total

Months # % # % # % # % # %
6-17 12 45| 38 14.2| 50 18.7| 218 81.3 268 100
18-29 5 1.8| 22 8.0 27 9.9| 247 90.1 274 100
30-41 4 1.9 7 3.3 11 5.2 202 94.8 213 100
42-53 2 1.6 7 5.4 9 7.0| 120 93.0 129 100
54-59 0 0.0 2 3.6 2 3.6 54 96.4 56 100
Total 23 24| 76 8.1 99 10.5| 841 89.5 940 100

Among 940 children in total 99 children were found global acutely malnourished (10.5%) with
the lowest prevalence (3.6%) among the age group 54-59 months and the highest prevalence
(18.7%) in the age group 6-17 months.

Seven oedema cases were found during the survey exercise but had to be taken out of the
analysis during the data cleaning process.

Table 8: Distribution of acute malnutrition and oedema based on weight-for-height z-scores, WHO

Oedema <-3 z-score >=-3 z-score
Present Marasmic kwashiorkor Kwashiorkor
No. 0 (0.0 %) No. 0 (0.0 %)
Absent Marasmic Normal
No. 23 (2.4 %) No. 924 (97.6 %)
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5.1.3 Anthropometric analysis: Stunting and Underweight

Out of 947 children assessed only for 80 (8.5%) children the date of birth was confirmed
through an immunization card and/or birth registration paper. The age of the majority 867
children was not confirmed and recorded according to care takers answers only. When
analysing the data it became clear that there is a problem with the quality of age data provided.
Therefore indicators requiring age such as weight for age (underweight) and height for age
(stunting) were excluded from the survey entirely.

5.1.4 Anthropometric analysis: Mid-Upper Arm Circumference (MUAC)
The MUAC is a useful tool for rapidly identifying children at a higher risk of mortality at the
community level. According to new international guidelines and recommendations MUAC was

taken for children of 6 month to below five years.

Table 9: Nutritional Status according to MUAC (n=947)

Nutritional Status MUAC (mm) # Children (6-59 %
months)

Severe Acute Malnutrition <110 9 1.0

Moderate Acute Malnutrition >=1101t0 <125 131 13.8

Risk of Malnutrition >=125 10 <135 313 33.0

Normal >=135 494 52.2

Total 947 100

Out of 947 children aged 6—59 months 1% are severely malnourished associated with a higher
risk of mortality and 13.8% are moderately malnourished. Using MUAC one third of the 6-59
months old children are at risk of becoming malnourished.

5.2 Results of health seeking behavior questionnaire

Table 10: Proportion and humber of children receiving medical treatment during illness in two weeks
preceding the interview

# Children %
Child was sick and did seek medical treatment 112 54.4
Child was sick and did not seek medical 94 45.6
treatment
Total children sick in the last 2 weeks 206 100

Out of 947 children 206 (21.8 %) were reported to be sick during the last two weeks. Only a bit
more than half of these children were brought for medical treatment by their care takers.
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Figure 3: Medical facility used during last illness

The above figure shows that among the 112 children which were brought for medical treatment
62.5% (n = 70) were seen at a government health facility whereby 31.3% (n=35) were treated
by the private sector and 6.3% (n = 7) went for treatment to the FCHVs.

Table 11: Reason for not accessing a government health facility (HF)

Reason for not accessing a
Government HF # of Respondents %

No answer 55 57.3
HF is very far 15 15.6
Medicine given by HF is not
effective 10 10.4
HF staff not available
during office time 1 1
Service in HF not good 6 6.3
Home visit from private
medical person 5 5.2
Medicine not available in
HF 4 4.2
Total 96 100

Table 11 shows that the majority of care takers did not answer the question investigating
reasons for not accessing a government health facility. For many mothers the health facility is
very far from their village. There is the common believe that services provided are not of good
quality or not effective and that necessary drugs are not available. For a few care takers
private medical providers are another option when seeking medical treatment.
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5.3 Household information

Household information was collected from the head of household. In case of absence the
questionnaire was answered by another available member of the household.

Table 12: Distribution of head of household

Head of Household # of Respondents %

Father 216 69.2
Mother 8 2.6
Grandmother 18 5.8
Grandfather 67 21.4
Other 3 1.0
Total 312 100

The majority of households interviewed for the household questionnaire are headed by the
father followed by households headed by the grandfather. The minority (8%) of households are
female headed.

Table 13: Number of members in surveyed households

Household size | # of Households %
Two 5 1.6
Three 28 9.0
Four 52 16.7
Five 51 16.4
Six 46 14.7
Seven 46 14.7
Eight 35 11.2
Nine 17 5.5
Ten 11 3.5
>Ten 21 6.7
Total 312 100

The majority of surveyed households have four to eight family members.

Table 14: Number of under 5 children in the family

Number children <5 # of %
in the family Households
One 180 57.7
Two 118 37.8
Three 11 3.5
Four 3 1.0
Total 312 100
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The above table shows that the majority of surveyed households had one or two children less
than five years of age.

Table 15: Educational status of mother and father

Educational status # of Respondents %
lliterate 218 69.9
Moth
oher Literate 94 30.1
Father llliterate 98 31.4
Literate 214 68.6

Table 15 indicates the educational status of mothers and fathers. Mothers and fathers who
can read and write irrespective of years of schooling were taken as literate. Majority of mothers
(69.9%) were illiterate while above two third of fathers (68.6%) were literate.

Means of livelihood (% of HH)

o Farming
m Paide senices
0O Casual labour

m External resources

Figure 4: Means of livelihood of the household

Figure 4 shows that for the majority of households (74%) the means of livelihood was
agriculture (crop farming, livestock or fishing) followed by paid services (own business or
salaried job) and casual labour (10% each), and external sources (6%) such as remittances
and pensions.
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Figure 5: Construction material of the roof

Construction material used for the roof, floor and the walls of the house was used as a proxy
indicator for the household’s wealth. The assumption is that poor households use local
materials for all three but that the roof material is the first to be replaced by a more durable
alternative in case the economic situation of the family is improving.
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Figure 6: Construction material of the floor
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Construction material of the walls (% of HH)

B cement and concrete
O cement and brick
O stone and mud

99.0

Figure 7: Construction material of the walls

The above figures illustrate results verifying the assumption with nearly all households using
local construction materials for the floor. Three quarter of the households replaced local roof
construction materials with more costly but longer lasting solutions. The remaining one quarter
using local materials even for the roof can therefore be considered as very poor.

Ownership of agricultural land and livestock was assessed as a second indicator for the
economic status of the surveyed households. Around one quarter of the interviewed
households did not own agricultural land. Out of the group owning land more than half (57%) of
the households owned one to six ropani only (approximately 20 ropani is equal to 1 ha). 80%
of the surveyed households owned 1 ha or less of land (<=20 ropani).
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Figure 8: Availaibility of agricultural land
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Figure 9: Land availability in ropani (n=232)

29 | P a g e Jajarkot Nutrition Survey Concern Worldwide / SUDIN - NEPAL December 2008




Ownership of livestock (% of HH)

10

oyes
ono

Figure 10: Ownership of livestock (herds, farm animals or poultry)

Livestock (farm animals and or poultry) was owned by the majority of households. However
10% of families did not have any livestock.

Caste of respondents (% of HH)

B Lower caste
O Middle caste

O Upper caster

Figure 11: Caste/ ethnicity distribution of the respondents

One quarter of the surveyed households belong to the group of the lower caste whereby the
majority of respondents are members of the upper caste.
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5.4 Water and Sanitation

This chapter covers water and sanitaton related issues: source of drinking water, hand

washing practices and material used for hand washing.

Table 16: Source of drinking water during monsoon and dry season

Source of During Monsoon During dry Season
Water # of % # of %
Respondents Respondents

Public tap 198 63.46 197 63.1
Private tap 2 0.64 2 0.6
Protected 24 7.69 28 9.0
dug well/
spring
Unproptected 34 10.90 32 10.3
well
Pond/ lake/ 54 17.31 53 17.0
river/ stream
Total 312 100 312 100

Majority of households (about 63%) get their drinking water from a public tap, only a few
households own private taps (<1%), about 8% collect their water from a protected dug well or
spring and about 17% get the water from a pond, lake, river or stream.Table 16 above shows
that there is no differences in the source of water source during the monsoon and the dry
season.

Purification of water (% of HH)

O yes
o no

Figure 12: Proportion of households making water safer to drink before consumption
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Figure 12 shows that only 4% (n=11) of households use any form of water purification method
before consumption. Among the 11 households, 1 household uses cloth to filter the water, 7
households let the water settle down and only 3 households boil the water before drinking.

Practice of defecation
251
77
63 W Over5 years
31 38
5 2 20 26 5 Under 5 years
Closed Clased open Open field/ Pond/ lake/
latrine in latrine latrine/ jungle/ river/
own cutside of toilet house yard/  stream
homestead homestead roadsides

Figure 13: Defecation habit

Regarding defecation practices, majority of respondents stated that family members practice
open defecation (field/ jungle/ house yard/ roadsides): family members over 5 years 80.5%
(n=251) and under 5 years 56.7% (n=177). There is a minority of family members (over and
under five years) using a closed latrine in the own homestead.

Table 17: Hand washing practices (multiple answers possible)

Occasions %
Before Cooking 71.7
Before eating/feeding a child 53.0
After-Latrine 94.0
After attending child-defecation 82.7
Before-Breastfeeding 5.7

Regarding handwashing practices, the vast majority of respondents replied washing hands
before cooking (71.7%), after using the latrine (94.0%) and after attending the child defecating
(82.7%). Handwashing before eating/feeding a child (53.0%) and before brestfeeding (5.7%) is
less common.

For hand washing the majority of respondents use plain water (50.3%) or soap/oil cake
(30.8%). A smaller group uses ash (18.3%) or mud (0.6%) to wash hands.
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5.5 Household food and nutrition situation

In a next step households included for the causal analysis exercise were asked about their
food consumption patterns. Out of the 312 households asked which food groups they had
consumed during the 24 hours prior to the survey nearly all (99%) consumed cereals. Any form
of vegetables, pulses and fat products were consumed by at least half of the respondents, milk
products were less common (42%) but still among the more frequent consumed food groups.
All the other food groups were consumed by less than 15% of the interviewed households
including fruits, meat and eggs.

Consumption of food

Any other foods

Sugar/ honey/ sweets
Oil/butter/ ghee

Milk/ curd/ cheese/ milk products
Lentils/ pulses/ legumes/ nuts
Fish/ crab/ shelfish

Eggs

Meat

Any fruits

Any vegetables

Root/ tubers

Cereals

309

U 50 100 150 200 250 300 350

Figure 14: Household food diversity in last 24 hour

When asked for their meal frequency the majority of households (n=262) indicated to eat two
main meals a day, followed by 29 households with three meals and 21 households eating only
one meal a day.
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Meal frequency (% of HH)

H One
O Two
O Three

Figure 15: Frequency of meals eaten in the household

Regarding eating snacks, 251 households usually eat one snack during the day, 8 households
indicated to have two daily snacks and 53 households do not eat any snacks during the day.

Snack frequency (% of HH)

B None
OO0 One
O Two

Figure 16: Frequency of eating shacks

Nearly three quarter of the households reported to have expereinced any form of food
shortage in the past twelve months.
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Food shortage during last 12 months

(% of HH)
27//

O Yes
O No

Figure 17: Food shortage experienced in the past 12 months

Households which had experienced any food shortage in the past twelve months were than
asked for the time in the year where a shortage was experienced and its causes. Figure 18
and table 18 show that the months February to April and July to August were particularly
months of food shortages mainly caused by depleted food stocks. Lack of labour opportunities/
income and remittances were in general of less importance as a cause for a food shortage of

the interviewed households.

Number households experiencing food shortages (n=312)
(multiple answers possible)
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Figure 18: Time and number of households experiencing food shortage
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Table 18: Reasons for food shortages

Months Own production/ | Lack of labour | Remittance did Other Total
food stock opportunities/ not come
depleted lack of income

Jun — July 57 1 0 2 60
July — Aug 126 2 1 5 134
Aug — Sep 78 1 1 5 85
Sep — Oct 21 0 0 1 22
Oct — Nov 13 0 0 1 14
Nov — Dec 8 1 0 1 10
Dec — Jan 25 0 0 1 26
Jan - Feb 52 1 0 3 56
Feb — Mar 100 3 0 5 108
Mar — Apr 142 5 0 9 156
Apr — May 67 2 0 5 74
May - Jun 45 2 0 4 51

5.6 Child health and nutrition

For assessing the child’s health and nutrition only the first recorded child of the 312
households was included in the interview. Out of the 312 children included in the assessment
147 were still breastfed at the time of the interview.

Duration after birth first putting the infant to
the breast (% of infants)

m within 1 hour
O 1-24 hours
W 25-48 hours

B49-72 hours

O more than 72 hours

Figure 19: Duration after birth first putting the infant to the breast (n=289)
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Only 11% of the infants were put to the mother’s breast within one hour after birth. Fourty three
percent of the infants had to wait more than 24 hours before being put to the breast first time.

Colostrum feeding (% of mothers)

O Yes
O No

Figure 20: Colostrum feeding (n = 289)

With the next question the practice of providing collostrum to the baby was assesed. According
to the interviewees around one third of the children did not receive collostrum.

Additional/different type of fluids other than breastmilk were given within the first three days to
8% of the surveyed children. The survey did not look into the type of these fluids.

Duration of exclusive breastfeeding

Do not know

child >24 months old
still exclusively breastfed
>9 to <=12 months

>6 to <=9 months

>3 to <=6 months

1 to <=3 months

<1 month

0 10 20 30 40 50 60 70 80

% of children

Figure 21: Duration surveyed children were exclusively breastfed (n = 289)
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Care takers were asked when they started introducing the first semi-solid food to their children.
More than two third stated they introduced semi-solids food after the age of six months.

Table 19: Age of child when semi-solid food is introduced

Introduction of semi-solid # Children %
Foods
Before 6 months 28 30.8
After 6 months 63 69.2
Total 91 100

Sugar/ honey/ sweet

Flavoured water(tea or herbal water)
Foods cooked in fat or ghee

Milk/ milk products

Pulses/ legumes/ nuts

Egg

Meat/ poultry/ fish/ sea foods

Other fruits and vegetables

Foods rich in Vitamin A

Cereals

Food groups consumed in the last 24 hours

302

S0 100

1510 200 250

300

a50

Figure 22: Food groups consumed in the last 24 hours

Regarding food groups consumed in the last 24 hours by the surveyed children nearly all ate
cereals. Vitamin A rich veggetables and fruits, pulses and milk products were consumed by
around 40% of them. The practice of preparing the food using any type of fat was common to
around one third of the care takers. All other food groups were less frequent provided to the
children (below 16%) including meat, eggs and sugar/honey/sweets.
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Table 20: If not breastfeeding now duration of breastfeeding (N = 156)

Duration # of Respondents %
< 6 month 8 5.1
6 months to 1 year 25 16.0
Up to 24 months 89 571
>24 months 34 21.8
Total 156 100

Out of 156 children the majority was breastfed for up to 24 months. The main reason why
mothers decided to stop breastfeeding was due to a new pregnancy. Only in 15% of the cases
the child reaching the age of over 24 months led to the end of providing breast milk. Believing
not to have enough breast milk was reason for 17% of the mothers to stop breastfeeding.

Reasons to stop breastfeeding (% of mothers)

g8 Child above 24 months

4 15 0 Work load

17

1
[T, ® New pregnancy

m Not enough breast milk

m Does not know

61

o Other

Figure 23: Reason to stop breastfeeding (n = 165)

The next questions investigate caring practices of the surveyed household in regard to
children.

If the mother leaves the home the child is mostly left with a sibling younger than 15 years or
stays with the mother-in-law/ grandmother or grandfather. The third most common practice is
to leave the child on its own at home.
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Table 21: Alternative care taker when mother leaves home

Care taker # of Responses %

Child comes with me every time 27 8.6
Child stays at home alone 48 15.4
Child stays with mother-in-law/ 90 28.9
grandmother/ grand father

Child stays at home with sibling older 11 3.5
than 15 years

Child stays at home with sibling younger 94 30.1
than 15 years

Child stays home with father 28 9.0
Others 14 4.5
Total 312 100

In most of the cases (69.2%) mothers are the main care givers for their children, the mother-in-
law/ grandmother is with 15% the second choice but much less important than the mother
herself. Younger siblings are the third important group (6.7%). Fathers (2.6%) and fathers-in-

law (3.5%) are less important.

Others

Other women in the village
Siblingyoungerthan 15 years
Sibling olderthan 15 years
Father-in-law

Father

Mother-in-law

Mother

Person looking after the child most of the time (n=312)

100 150

200

250

Figure 24: Person looking after the child most of the time

When it comes to who is feeding the child the majority (46%) say the child is eating on its own.
The mother is in 36% of the surveyed household feeding the child. Also here the mother-in-law
and a sibling younger than 15 years play a role but are much less important than the mother

herself.
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Who normally feeds the child

Others

Child eats by self 142
Sibling younger than 15 years
Sibling older than 15 years
Father-in-law

Father

Mother-in-law

Mother

0] 20 40 60 80 100 120 140 160

Figure 25: Responsibility of feeding the child (n=312)

For the majority of care takers the mother is the most important person when it comes to the
provision of guidance around caring practices. Other women in the village play a more
important role in this regard than the mothers-in-law, the grandmothers and the fathers.

Table 22: Responsible providing advice to care taker

Advice Giver # of Responses %
Mother 138 44.2
Mother-in-law/ 41 13.1
grandmother
Father 40 12.9
Father-in-law 6 1.9
Other women in the 70 22.4
village
Others 6 1.9
Do not know 11 3.5
Total 312 100

When asked at what age the child is considered to be able eating on its own around one third
of the respondents stated that the child should be 18 months or even older. Nearly two third
believe even younger children can eat without assistance.
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Considering the child can eat alone (% care takers)

m Before 6 months
8 6 to 12 months
0 13 to 18 months

m 19 to 24 months

O more than 24 months

Figure 26: Considering the child can eat alone without the presence of care taker (h = 165)

According to care takers interviewed 59 (19%) of children suffered from diarrhoea within two
weeks prior to the survey.

Diarrhoea prevalence last two weeks
(% of children)

19

O Yes
O No

Figure 27: Diarrhoea prevalence among children within last two weeks (n=312)

In cases where the child suffered from diarrhoea in the last two weeks, changes in feeding
practices were assessed. In 38% of the cases children received less or no food at all while
suffering from diarrhoea. The minority of children were fed more than usual.
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Provision of foods during illness
(% of children)

W More than usual

O Same as usual

O Less than usual

m Not at all

Figure 28: Provision of foods to children during period of illness (n = 59)

In around one third of the cases children received less or no fluids at all while suffering from
diarrhoea. The minority of them received more fluids than usual.

Provision of drinks during illness
(% of children)

W More than usual
12

O Same as usual

i

O Less than usual

14
m Not at all

53

Figure 29: Provision of drinks to children during period of illness (n = 59)

43 | P a g e Jajarkot Nutrition Survey Concern Worldwide / SUDIN - NEPAL December 2008




6 Causal Analysis

In this chapter correlations between different indicators related to malnutrition were analysed to
identify high risk groups and behaviours for moderate and/ or severe acute malnutrition. For
this analysis, indicators of children identified in the anthropometric survey as severe or
moderate malnourished were compared to children identified as normal nourished. Household,
health seeking and nutrition data available for this analysis comes from the 294 interviewed
households only.

6.1 Anthropometry

Assumption 1: Global acute malnutrition is linked to the age of the child
—->Children older than 24 months were 2.38 (or 1.17 — 4.87, 95% C.I.) times more likely
to be global acute malnourished than children less than 24 months of age.

Table 23: Age of the child and GAM (<-2 Z-score, WHO reference)

Age Group SAM MAM Normal Total ¥
P
value
< 24 months 7(5.34%) | 17(12.98%) | 107 (81.68%) | 131 (100%) | o ¥
> 24 months 1 (0.61%) 13 (7.98%) 149 (91.41%) | 163 (100%) 0 014
Total 8 (2.72%) | 30 (10.20%) | 256 (87.07%) | 294 (100%) | -

Table 23 depicts that out of 294 children 38 (12.92%) were global acute malnourished (< -2 Z-
score). SAM and MAM were observed high in the age group more than 24 months. The
association was significant (P < 0.05).

Assumption 2: Global acute malnutrition is linked to gender
- A significant association was not seen between GAM and gender

Table 24: Sex of child and GAM

Sex SAM MAM Normal Total r>
P
value
Male 1(0.68%) | 18 (12.16%) | 129 (87.16%) | 148 (100%) | 1 50,
Female 7(4.79%) | 12(8.22%) | 127 (86.99%) | 146 (100%) | ©'oes
Total 8 (2.72%) | 30 (10.20%) | 256 (87.07%) | 294 (100%) | "
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6.2 Household Indicators

Assumption 3: GAM is linked to the educational status of the mother
-> No significant correlation was found

Table 25: Educational status of mother and GAM

Educational SAM MAM Normal Total x>
Status P
value
llliterate 6(2.93%) | 20(9.76%) | 179 (87.32%) | 205 (100%) | 1 »ys
Literate 2(2.25%) | 10(11.24%) | 77 (86.52%) | 89 (100%) | 4 gas
Total 8 (2.72%) | 30 (10.20%) | 256 (87.07%) | 294(100%) |

Assumption 4: GAM is linked to the educational status of the father
- GAM is significantly higher in households where the father is illiterate

Table 26: Educational status of father and GAM

Educational SAM MAM Normal Total X
Status P
value
llliterate 5 (5.43%) 14 (15.22%) | 73 (79.35%) | 92 (100%) |7.84
Literate 3 (1.49%) 16 (7.92%) | 183 (90.59%) | 202 (100%) | 0.02
Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 294 (100%)

Assumption 5: GAM is linked to caste/ethnic group

- There is no significant correlation between GAM and caste/ethnic group when SAM
and MAM is considered as separate groups. However when only two groups are
considered (<-2 and >-2 z-score) children from lower castes were three times
more likely to be malnourished than children from middle castes.

Table 27: Caste/ ethnic group and GAM

Caste SAM MAM Normal Total r>
P
value
Lower caste’ 5 (7.05%) 9 (12.68%) 57 (80.28%) 71 (10%)
Middle caste® 0 (0.0%) 3 (7.14%) 39 (92.86%) 42 (100%) | 8.1642
Upper caste® 3 (1.66%) 18 (9.94%) | 160 (88.40%) | 181 (100%) | 0.086
Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 294 (100%)

' Low caste includes Kami, Damai, Sarki, Gaine etc.
% Middle caste includes Magar, Tamang, Rai, Limbu, Sherpa, Bhote etc
® Upper caste includes Brahman, Kshetri, Thakuri, Sanyasi
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Assumption 6: GAM is linked to who is head of the household
- There is no significant correlation between who is head of household and GAM

Table 28: Head of household and GAM

Head of SAM MAM Normal Total x>
Household P
value
Mother 0.0 (0.0%) 0.0 (0.0%) 7 (100%) 7 (100%)
Father 6 (2.96%) 21 (10.29%) | 177 (86.76%) | 204 (100%)
Grandmother | 0.0 (0.0%) 0 (0.0%) 16 (100%) 16 (100%) | 5.6747
grandfather 2 (3.13%) 8 (12.50%) | 54 (84.8%) | 64 (100%) | 0.684
Other 0 (0.0%) 1(33.33%) | 2 (66.67%) 3 (100%)
Total 8 (2.72%) 30 (10.20) | 256 (87.07%) | 294 (100%)

It is worth to mention that in households headed by the mother or the grandmother no severe
or moderate malnourished child was found in the sampled group. Severe acute malnourished
children were exclusively found in households headed by fathers or grandfathers.

Assumption 7: GAM is linked to size of household
- There is no significant correlation between size of household and GAM

Table 29: Size of the household and GAM

Size of SAM MAM Normal Total N
Household P
value
< 5 persons 1 (0.79%) 15 (11.81%) | 111 (87.40%) | 127 (100%) 3.6415
>5 persons 7 (4.19%) 15 (8.98%) | 145 (86.83%) | 167 (100%) | 365
Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 294 (100%) '

Assumption 8: GAM is linked to number of children less than five years
- There is no significant correlation between the number of children under five years
and GAM

Table 30: Number of under five children and GAM

Number of SAM MAM Normal Total r
under 5 P
Children value
< 2 children 8(1.33%) | 20 (10.32%) | 244 (86.83%) | 281 (100%) | - o
> 2 children 0 (0.0%) 1(7.69%) | 12(9231%) | 13(100%) | o'7a0
Total 8 (2.72%) | 30 (10.20%) | 256 (87.07%) | 294 (100%) | -
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Assumption 9: GAM is linked to means of livelihood
- There is no significant correlation between means of livelihood and GAM

Table 31: Means of livelihood and GAM

Means of SAM MAM Normal Total x>
Livelihood P
value
Farming 6 (2.75%) | 24 (11.01%) | 188 (86.24%) | 218 (100%)
Paid services 0 (0.0%) 0 (0.0%) 29 (100%) 29 (100%)
Casual labour | 2 (6.67%) | 4 (13.33%) | 24 (80.00%) | 30 (100%) |7.1439
External 0 (0.0%) 2(11.76%) | 15 (88.24%) | 17 (100%) | 0.308
resources
Total 8 (2.72%) | 30 (10.20%) | 256 (87.07) | 294 (100%)

Assumption 10: GAM is linked to land ownership
- There is no significant correlation between land ownership and GAM

Table 32: Land ownership and GAM

Land SAM MAM Normal Total N
Ownership P
value
*Poor (No land) | 1 (1.08%) | 11 (11.83%) | 81 (87.10%) | 93 (100%)
>Rich (with 7 (3.48%) 19 (9.45%) | 175 (87.06%) | 201 (100%) | 4.9604
land) 0.762
Total 8 (2.72%) | 30 (10.20%) | 256 (87.07%) | 294 (100%)

Assumption 11: GAM is linked to ownership of livestock
- There is no significant correlation between livestock ownership and GAM

Table 33: Availability of livestock and GAM

Ownership of SAM MAM Normal Total x°
Livestock P
value
No 0 (0.0%) 2 (6.67%) 28 (93.33%) | 30(100%) | 4 4q
Yes 8 (3.03%) 28 (10.61%) | 228 (86.36%) | 264 (100%) | (450
Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 294 (100%) '

* Without any agriculture land for farming and/or agriculture production.
® Agriculture land > 1 Ropani
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6.3 Water and Sanitation

Assumption 12: GAM is linked to source of drinking water
- There is no significant correlation between source of drinking water and GAM

Table35: Access to safe water and GAM

Access to SAM MAM Normal Total x>
clean Water P
value
Unsafe 1 (1.33%) 9 (12.00%) 65 (86.67%) 75 (100%) 10328
Safe water 7 (3.20%) 21 (9.59%) | 191 (87.21%) | 219 (100%) 0 597
Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 194 (100%) |

Assumption 13: GAM is linked to defecation practice of family member over 5 years of
age
- There is no significant correlation between open defecation versus latrine use and
GAM in family member over 5 years

Table36: Defecation practice of person over 5 years of age and GAM

Defecation SAM MAM Normal Total r
Practices P
value

Closed latrine 0 (0.0%) 0 (0.0%) 2 (100.0%) 2 (100%)
in own
homestead
Closed latrine 2 (3.1%) 5(7.7%) 58 (89.2%) 65 (100%)
outside of
homestead
Open 0 (0.0%) 2 (8.7%) 21 (91.3%) 23 (100%) | 4.387
latrine/toilet/ 0.821
Open field / 4 (2.4%) 21 (12.6%) 142 (85.0%) 167 (100%)
jungle/house
yard, roadsides
Pond, lake, 2(5.4%) 2(5.4%) 33 (89.2%) 37(100%)
river, stream
Total 8 (2.7%) 30 (10.2%) 256 (87.1%) | 294 (100%)

Assumption 14: GAM is linked to defecation practice of family member less than 5 years
- There is no significant correlation between open defecation versus latrine use and
GAM in family member under 5 years

Table 37: Defecation practice of person over 5 years age and GAM
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Defecation SAM MAM Normal Total r
Practices P
value

Closed latrine 0 (0.0%) 1 (20.0%) 4 (80.0%) 5 (100%)
in own
homestead
Closed latrine 0 (0.0%) 4 (12.9%) 27 (87.1%) 31 (100%)
outside of
homestead
Open 0 (0.0%) 3 (15.8%) 16 (84.2%) 19 (100%) | 4.224
latrine/toilet/ 0.836
Open field / 8 (3.4%) 21 (9.0%) 205 (87.6%) | 234 (100%)
jungle/house
yard, roadsides
Pond, lake, 0 (0.0%) 1 (20.0%) 4 (80.0%) 5 (100%)
river, stream
Total 8 (2.7%) 30 (10.2%) 256 (87.1%) | 294 (100%)

Assumption 15: GAM is linked to hand washing practices
- There is no significant correlation between hand washing practices and GAM

Table 38: Hand washing practices and GAM

Hand SAM MAM Normal Total r
Washing P
Practices value

Soap or ol 2 (2.15%) 11 (11.83%) | 80 (86.02%) 93 (100%)

cake

Plain water 4 (2.72%) 14 (9.52%) | 129 (87.67% | 147 (100%) | 6.487
Ash 2 (3.85%) 4 (7.69%) 46 (88.46%) 52 (100%) |0.611
Soil/ clay 0 1 (50%) 1 (50%) 2 (100%)

Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 294 (100%)

6.4 Child Health and Nutrition

Assumption 16: GAM is linked to time when child is first put to the breast

- There is no significant correlation between time when child first put to the breast and
GAM

Table 39: Time when child first put to the breast and GAM
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Time when SAM MAM Normal Total X
child was first P
put to breast value
Within 1 hour 0 (0.0) 2 (20%) 8 (80%) 10 (100%)
2 t0 10 hours 1(2.9%) 1 (2.9%) 33 (94.2%) 35 (100%)
11 to 15 hours 0 (0.0) 0 (0.0) 3 (100%) 3 (100%)
16 to 20 hours 0 (0.0) 0 (0.0) 2 (100%) 2 (100%)
21 to 24 hours 0 (0.0) 1 (100%) 0 (0.0) 1 (100%) 18.810
2 days 0 (0.0) 0 (0.0) 9 (100%) 9 (100%) 0 '404
< 3 days 0(0.0) 0 (0.0) 9 (100%) 9 (100%) '
> 3 days 1 (4.0%) 5 (25.0%) 19 (75.0%) 25 (100%)
Not applicable 6 (3.0%) 21 (10.6%) 171 (86.4%) | 198 (100%)
Does not know 0 (0.0) 0 (0.0) 2 2 (100%)
Total 8 (2.7%) 30 (10.2%) 256 (87.1%) | 294 (100%)
Assumption 17: GAM is linked to feeding colostrums
- There is no significant correlation between feeding colostrums and GAM
Table 40: Colostrums feeding and wasting (n = 96)
Colostrums SAM MAM Normal Total x°
Feeding P
value
No 0 (0.0%) 7 (20.00%) 28 (80.00%) 35 (100%) 1.0328
Yes 2 (3.28%) 3 (4.92%) 56 (91.80%) 61 (100%) 0 597
Total 2 (2.08%) 10 (10.42%) | 84 (87.50%) 96 (100%) '

Assumption 18: GAM is linked to duration of exclusive breastfeeding
- There is a significant correlation between the duration of exclusive breastfeeding and
GAM. Children exclusively breastfed for up to three months are more likely to be
malnourished than children exclusively breastfed for six months.

Table 41: Duration of exclusive breastfeeding and GAM

Exclusive Normal children Malnourished Total 2
Breast (>-2z score) children p vxalue
Feeding (< -2z score)
<one month 180 (88.6%) 23 (11.33%) 203 (100%) 24.3102
<3 months 1 (20.00%) 4 (80.00%) 5 (100%) 0.004
<6 months 22 (92.00%) 2 (8.00%) 24 (100%)
<9 months 4 (100%) 0 4 (100%)
<1 years 5 (71.43%) 2 (28.57%) 7 (100%)
Still exclusive 18 (85.71%) 3 (14.29%) 21 (100%)
feeding
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Child above 24 21 (87.50%) 3 (12.50%) 24 (100%)
months
Do not no 5 (83.00%) 1 (17.00%) 6 (100%)

Total 256 (87.07%) 38 (12.93%) 294 (100%)

Assumption 19: GAM is linked to the time when semi-solid/soft foods are introduced to
the child
- There is no significant correlation between the time when semi-solid/ soft foods are
introduced to the child and GAM.

Table 42: Introduction to semi-solid/ soft foods and GAM

Introduction SAM MAM Normal Total >
of semi-solid P
Food value
Before 6 0 (0.0%) 4 (14.29%) 24 (85.71%) 28 (100%)
months 1.0328
After 6 months 2 (3.17%) 5 (7.94%) 56 (88.89%) 63 (100%) 0.597
Total 2 (2.20%) 9 (9.89%) 80 (87.91%) 91 (100%)

Assumption 20: GAM is linked to who is taking care of the child when mother leaves the
home
- There is no significant correlation between who takes care of the child when the
mother leaves the home and GAM
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Table 43: Care taker while mother has left the home and GAM

Care taker SAM MAM Normal Total x°
P
value
Comes with mother 0 (0.0%) 3 (11.54%) | 23 (88.46%) | 26 (100%)
Stays at home 1 (2.27%) 6 (13.64%) | 37 (84.09%) | 44 (100%)
alone
Stays with 3(3.53%) | 11(12.94%) | 71 (83.53%) | 85 (100%)
Grandmother/
grandfather
Stays at home with 0 (0.0%) 2(18.18%) | 9 (81.82%) 11 (100%) | 8.0704
sibling >15 years 0.780
Stays at home with 2 (2.27%) 5(5.68%) | 81(92.05%) | 88 (100%)
sibling <15 years
Stays with father 1 (3.70%) 3(11.11%) | 23 (85.19%) | 27 (100%)
Other 1 (7.69%) 0 (0.0%) 12 (92.31%) | 13 (100%)
Total 8 (2.72%) | 30 (10.20%) 256 294 (100%)
(87.07%)

Assumption 21: GAM is linked to who is mostly taking care of the child
- There is no significant correlation between who takes mostly care of the child and

GAM

Table 44: Care taker and GAM

Care Taker SAM MAM Normal Total r

P value

Mother 6 (2.98%) | 19 (9.39%) 178 203 (100%)
(87.68%)

Grandmother 1(2.33%) | 8(18.60%) | 34 (79.07%) | 43 (100%)
Father 0 0 8(100%) | 8 (100%)
Grandfather 0 1(9.09%) | 10(90.91%) | 11 (100%) | 16.1109
Sibling >15 years 0 0 2(100%) | 2(100%) | 0.307
Sibling <15 years 0 1(5.00%) | 19 (95.00%) | 20 (100%)
Other women 0 1(33.33%) | 2(66.67%) | 3 (100%)
Others 1 (25%) 0 3(75.00%) | 4 (100%)
Total 8 (2.27%) | 30 (10.20%) | 256 (87.07) | 294 (100%)
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Assumption 22: GAM is linked to who is feeding the child
- There is no significant correlation between who is feeding the child and GAM

Table 45: Person normally feeding the child and GAM

Person Feeding SAM MAM Normal Total x>

the Child P
value

Mother 3(2.94%) | 14 (13.73%) | 85(83.33%) | 102 (100%)

Grandmother 0 (0.0%) 4 (15.38%) 22 (84.62%) 26 (100%)

Father 0 (0.0%) 0 (0.0%) 3 (100%) 3 (100%)

Grandfather 0 (0.0%) 0 (0.0%) 5 (100%) 5 (100%) 8.0704

Sibling >15 years 0 0 2 (100%) 2 (100%) 078

Sibling <15 years 0 1(7.69%) 12 (92.31%) 13 (100%) '

Eats by self 4(2.90%) | 11(7.97%) | 123 (89.13%) | 138 (100%)

Other 1 (20.00%) 0 4 (80.00%) 5 (100%)

Total 8 (2.72%) | 30 (10.20%) | 256 (87.07%) | 294 (100%)

Assumption 23: GAM is linked to who is guiding the care taker
- There is no significant correlation between who is feeding the child and GAM

Table 46: Person normally giving advice to the care taker and GAM

Person Giving SAM MAM Normal Total x2
Advice P value

Mother 6 (4.58%) 11 (8.40%) | 114 (87.02%) | 131 (100%)

Grandmother 1(2.78%) 8 (22.22%) | 27 (75.00%) 39 (100%)

Father 0 4 (10.53%) | 34 (89.47%) 38 (100%)

Grandfather 0 0 6 (100%) 6 (100%) 16.3948

Other women 0 5 (7.46%) 62 (92.54%) 67 (100%) 0174

in the village )

Other 1 (10.00%) 2 (20.00%) 7 (70.00%) 10 (100%)

Do not 0 0 6 (100%) 6 (100%)

Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 294 (100%)

Assumption 24: GAM is linked to feeding practices during periods of illness
- There is no significant correlation between feeding practices during periods of illness
and GAM
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Table 47: Feeding during period of illness and GAM

Feeding SAM MAM Normal Total x2
P
value
More than 0 0 3 (100%) 3 (100%)
usual
Same as usual 1 (3.33%) 3 (10.34%) 26 (86.67%) 30 (100%)
Less than 1 (14.29%) 1 (14.29%) 5 (71.43%) 7 (100%) 1.4143
usual 0.994
Not at all 0 1 (16.67%) 5 (83.33%) 10 (100%)
Not applicable 7 (2.89%) 25 (10.33%) | 210 (86.78%) | 242 (100%)
Total 8 (2.72%) 30 (10.20%) | 256 (87.07) 294 (100%)

Assumption 25: GAM is linked to provision of fluids during periods of illness
- There is no significant correlation between provision of fluids during period of illness
and GAM

Table 48: Fluids given during period of ililness and GAM

Drinks given SAM MAM Normal Total x2
P
value
More than 0 0 6 (100%) 6 (100%)
usual
Same as usual 0 3 (10.34) 26 (89.66%) 29 (100%)
Less than 1 (14.29%) 1 (14.29%) 5(71.43%) 7 (100%) 5 7688
usual 0 673
Not at all 0 1 (10.00%) 9 (90.00%) 10 (100%0 '
Not applicable 7 (2.89%) 25 (10.33%) | 210 (86.78%) | 242 (100%)
Total 8 (2.72%) 30 (10.20%) 256 294 (100%)
987.07%)

Assumption 26: GAM is linked to provision of breast milk during periods of iliness
- There is no significant correlation between provision of breast milk during period of
illness and GAM
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Table 49: If currently breastfed provision of breast milk during period of iliness and GAM

Breastfeeding SAM MAM Normal Total x°
P

value

More than 0 0 4 (100%) 4 (100%)

usual

Same as usual 0 2 (9.52%) 19 (90.48%) 21 (100%)

Less than 0 0 3 (100%) 3 (100%) 2.4279

usual 0.992

Not at all 0 0 3 (100%) 3 (100%)

Not applicable 8 (2.50%) 28 (10.69%) | 226 (86.26%) | 262 (100%)

Total 8 (2.72%) 30 (10.20%) | 256 (87.07%) | 294 (100%)
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7 Discussion

7.1 Anthropometric Analysis

According to the WHO classification 10-14% GAM indicates a critical nutrition situation,
therefore Jajarkot with a GAM rate of 10.5% falls just between the cut-off points classifying the
district as serious in terms of its nutritional situation.

The national CMAM protocols for the pilot project in Nepal define that at community level
MUAC screening through FCHVs is the standard methodology for referral of severely acutely
malnourished children. At health posts and primary health care centers additional
anthropometric measurements such as weight for height is used for screening and admission.
In addition moderately malnourished children identified using MUAC will receive nutrition
counselling and follow up home visits to assist them in their community-based recovery. In
case of MAM plus a serious medical complication children will be admitted to the inpatient
services for medical treatment. Based on the Jajarkot survey findings the following severe and
moderate cases can be expected for referral and nutrition counselling through FCHVs:

Table 50: Expected case load for referrals and counselling through FCHVs using MUAC

MUAC # Children (6- SAM # Children
59 months) prevalence expected in
(n=947) (%) Jajarkot® CMAM
<110mm 9 1.0 244
<125 and 131 13.8 3,363
>=110mm

A low MUAC correlates to a high risk of mortality and normally MAM rates assessed using
MUAC are lower than using WHO Z-score. In Jajarkot the number of children identified as
moderate acute malnourished was found to be higher (13.8%) than using WHO Z-score
(8.1%). Assuming that the MUAC measurement was done accurately this means that many of
the children are heading towards severe malnutrition with a high mortality risk if their situation
further deteriorates.

The nutrition counselling of care takers with moderate malnourished children through FCHVs
might be the right mechanism to ensure moderate malnourished children are already assisted
before they reach a critical condition with a high mortality risk.

In addition the new agreed MUAC standards for classifying SAM will be already introduced in
the CMAM pilot programme in Nepal. Children with a MUAC of <115mm will be classified as

® The total population for Jajarkot district is 134, 868 with an estimated 18% (24,369) in the age of below five
years of age.
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severe acute malnourished instead of using the previous cut off point of <110mm. This will
ensure critical children will be identified, referred and treated timely.

Data for chronic malnutrition and underweight was collected as part of the survey. However in
only 8.5% (n=80) of the cases the age data provided by the care takers was confirmed through
a document such as an immunization card or a birth certificate. Therefore anthropometric
indicators relying on age data (stunting and underweight) were completely excluded from the
data analysis.

Neither significant correlation nor noticeable difference was identified between malnutrition and
gender.

As expected the highest number of malnourished children was identified in the age group six to
24 months which includes the critical phase of weaning. A significant correlation was identified
between malnutrition and children below/ above the age of 24 months with a much higher risk
of malnutrition for the younger ones. Possible explanations are very much linked to child health
and nutrition (please refer to chapter 7.6).

7.2 Health Seeking Behavior

Just above half of the sick children were brought for medical treatment, out of them less than
two third to a government health facility, one third to private medical service providers and only
less than 10% of them to the community based FCHV. Believing that government health
services lack quality is mostly the reason for not seeking help at a HP/SHP or PHC.

With the CMAM programme only run at government health facilities trust into these free
services has to be strengthened ensuring the programme is accepted and coverage is
sufficient to reduce malnutrition in the district. The recognition of FCHVs as the first instance
for consultation in case of child illness might as well be strengthened through their involvement
in nutrition screening and referral of the malnourished.

With particularly low caste families affected by malnutrition free treatment at government
facilities should be considered as the first option for treatment. However if the quality of the
provided health and nutrition services continues to be seen as too low, private practitioners will
continue benefiting and the very poor will continue spending their scarce financial resources on
health care or might be completely missed out with health services. The CMAM programme
with its often quick visible impact can be an instrument helping people to regain trust in
government health services and further strengthening the position of the FCHVs.

7.3 Household Information

It was expected that the educational status of the mother might influence the nutritional status
of her children. This could not be confirmed through the collected data in Jajarkot. However a
significant correlation was found between malnutrition and the literacy status of the father.
Moderate and severe malnutrition are clearly more common in households where the father is
illiterate. A direct influence of the father through advice provided to the child’s care taker
seems to be less likely (only less than 15% of fathers/ fathers in law give usually advice). An
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indirect influence is possible through less gender disparity in the household and improved child
caring and feeding practices created by higher levels of awareness. In addition it can be
assumed that with the education the economic situation of the household improves directly
through higher income or indirectly through an increased agricultural production.

For assessing the wealth of the surveyed households and to analyze a possible link between
wealth and malnutrition, information on the construction material of the house (floor, walls and
roof) was collected. For the floor and the walls local construction materials are used by the
vast majority of surveyed households. However for the roof construction only a fifth of the
surveyed households used local materials leading to the assumption that these households
are poorer than the majority.

Land ownership and possession of livestock was used as another proxy indicator for economic
wealth. Around one quarter of the surveyed households were found landless and one tenth
without any livestock.

No significant link to malnutrition was identified for all these proxy indicators however, when
analyzing the correlation between malnutrition and the caste/ ethnic group, a significant link
was identified. Households belonging to the low castes (which often accumulate a number of
the above listed proxy indicators) have a three times higher risk having malnourished children
than households from the middle castes. Surprisingly children from the middle castes are
doing best and not the ones from the higher castes as might be expected. Gender disparity is
known to be more common in the high castes and might contribute negatively to their child’s
nutritional situation. A second contributing factor could be the choice of less nutritious but more
prestigious foods due to a better economic position of the household e.g. breast milk
substitutes, sweets.

Against all expectations, in the female headed households (mothers, grandmothers) no
malnourished child was found. Possible reason for this could be sufficient financial resources
due to labor related migration of the father/husband and/or the female head of household puts
the needs of her children first resulting in a very strong caring aspect.

Even though the means of livelihood were not found to be significantly linked to malnutrition,
children from households relying on casual labor are more likely to be malnourished. In
households making a living from paid services (own business, salaried job) no malnourished
child was identified.

7.4 Water and Sanitation

Whereby the majority of households have access to a save water source during monsoon and
dry season, a quarter of the surveyed households rely on unprotected wells or ponds, lakes,
rivers or streams combined with a nearly non-existing practice of water treatment at household
level. A possible link between malnutrition and prevalence of diarrhoea was not analyzed.
There were no significant correlations found between source of drinking water, practice of
defecation and hand washing practices with malnutrition. In general hand washing practices
were found extremely well with nearly all interviewees practicing hand washing after latrine
use/ defecation. However the use of soap remains an issue with only 31% doing so.
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7.5 Household Food and Nutrition Situation

The data analysis clearly reveals that at the time of the Jajarkot nutrition survey most
households were food secure. December is the most food secure months of the year
according to the graph showing the months of insufficient household food provision (MIHFP).
Hunger gaps occur two times in the year: July/ August and March/April with three quarters of
the households experiencing at least one of the gaps per year due to depleted food stocks.
GAM rates in Jajarkot were found to be lower than in the neighboring hill district Accham and
the other CMAM npilot districts (see table 46). However all other pre-pilot surveys were done
during times of food shortage and therefore a direct comparison of GAM rates is not possible.
It is likely that GAM and SAM rates in Jajarkot are higher during food insecure months, equally
to the hill district Accham. This should be considered when planning for case loads for the
CMAM pilot project in Jajarkot.

Table 51: Malnutrition prevalence of the CMAM pilot districts in comparison (WHO, z-score)

District Kanchanpur Humla/ Mugu Bardiya | Accham | Jajarkot
Mugu

Agency ACF ACF ACF Concern ACF Concern
Time of May 08 May 08 May 08 May 08 Sep 08 Dec 08
survey
Geographical terai mountains | mountains terai hills hills
area
GAM 17.0% 19.6% 26.6% 16.2% 18.0% 10.5%
SAM 3.3% 3.6% 71% 2.8% 3.6% 2.4%

As part of the household questionnaire the household dietary diversity (HDD) was assessed. A
similar exercise was done to recall the individual dietary diversity (IDD) of children 6-59
months. Cereals are the most important food for households and the individual children, eggs
are the least consumed group. Even though vegetables and fruits were grouped a bit different
in the HDD and IDD questionnaire, it is quite obvious that children eat fewer vegetables and
fruits (only 6.4% of households consumed any fruits within 24 hours prior to the survey).
Children also consume fewer meals prepared with oil or ghee. With 47% of the children and
42% of households having consumed milk or milk products within the last 24 hours prior to the
survey the expected more frequent consumption of milk/ milk products by children was not
observed. In comparison to the household children eat more often sweets, sugar or honey.

Summarizing the results it can be said that children’s diet is less diverse than the household’s,
less rich in vitamins and minerals and due to less oil/ghee used likely to be less energy dense.
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Figure 30: Comparison of HDD and IDD (n = 312)

The majority of households prepare two meals per day with one snack in between. Together
with the less energy dense and little diverse and less vitamin-mineral rich food prepared it can
be said that children in most households do not receive an adequate nutrient intake in portions
they can digest.

7.6 Child Health and Nutrition

A significant link was found between the duration the child was exclusively breastfed and the
prevalence of GAM. Children exclusively breastfed for up to three months had a significant
higher risk of being malnourished than children exclusively breastfed up to six month.

According to the care takers, nearly half of the children were put to breast 24 hours after birth
or even later. It is most likely that within this time period other fluids than breast milk was
provided to the newborn even though only 8% of care takers responded positive to that
question. In many districts in Nepal the provision of sugar/ honey water to the newborn is not
considered interrupting exclusive breastfeeding and therefore it can be assumed that this
practice has not been accurately assessed with the used survey methodology.
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The collected data reveals that there is a gap of knowledge when it comes to what additional
type of fluids the majority of care givers provide to children when exclusive breastfeeding is
stopped (mostly after three months) and before the first semi-solid foods are introduced (in
general after six months).

The majority of children were breastfed up to 24 months. The second most frequent reason for
stopping breastfeeding was due to believing not to have sufficient breast milk. Already during
the nutrition emergency response after the flooding in the eastern terai 2008 this was observed
to be a major believe of mothers. The link between the quantity of available breast milk and the
mother’s intake of fluids, nutritional status, workload and stress levels were in general
unknown.

A number of questions were asked in regard to who normally provides advice to the mother
and who is taking care of the child (when the mother is absent, during feeding, in most of the
normal times). For none of the questions a significant link to malnutrition was identified.
However malnutrition prevalence is slightly higher if the grandmother, distant relatives or other
women from the community take care of the child. Surprisingly children’s nutritional status is
slightly better when cared for by their siblings younger than 15 years instead of by their
mothers. One explanation could be the high work load of mothers leaving insufficient time for
child care.

It was assumed that feeding practices during periods of illness are crucial to the nutritional
status of the child. No significant link was found. However GAM is higher for the group of
children provided less fluids and food as normal during the last period of illness. And in the
group of children receiving more fluids and more foods during the last episode of diarrhoea no
malnourished child was found at all. It might be possible that in case of frequent reoccurring
illnesses the negative impact of inadequate feeding practices accumulates. In this survey
frequency of illness was not assessed and therefore a possible link was not analyzed.

7.7 Risk Factors

According to the findings of this nutrition survey a number of factors seem to have a positive or
negative influence on children’s nutritional status resulting in less or more global acute
malnourished children in the households. The following indicators can be considered as higher
risk factors (highlighted indicators were found to be significant):

The household belongs to the low caste

The father is illiterate

The household is headed by the father or grandfather

The means of livelihood is agriculture, casual labor or depends on external resources
There are only one or two children under five years of age in the household

The child is younger than 24 months

The child did not receive colostrum

The child was exclusively breastfed for up to three months only

The grandmother or any other women from the community are the main care takers
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(taking care of the child while mother is away, taking care most of the time, giving
advice to the care taker)
e The child is receiving less fluids and foods during periods of illness

The four significant links found to malnutrition were expected. Also findings regarding the
provision of colostrum and the feeding practices during periods of illness are in line with
nutrition knowledge. Unusual is that malnutrition in male headed households seems to be
more common and that in households with higher number of under five children malnutrition
seems to be less a problem. Another unexpected finding is that siblings younger than 15 years
of age are able to provide good care for their younger brothers and sisters and even better
than their experienced grandmothers and mothers. That children of the middle castes are
doing best in terms of their nutritional status and not their high caste neighbors is a clear
indication that not always food shortage is the reason for malnutrition but rather infant feeding
and caring practices.
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8 Recommendations

12. The prevalence of global acute malnutrition indicates a significant public health problem
in Jajarkot district. Therefore a nutrition program such as CMAM (community based
management of acute malnutrition) is recommended to address the nutrition problem in
Jajarkot district.

13.The literacy status of fathers is significantly linked to the prevalence of malnutrition.
Therefore the governments policy to provide free education to both boys and girls will in
long-term contribute to the reduction of malnutrition in Nepal. Studies on how exactly
literacy influences child nutrition at household level could help to further advocate for
importance of education.

14. CMAM has to ensure inclusion of low caste groups into the programme. Important is:
e disaggregated data collection
e home visits to those with possible higher social barriers to access
o flexible time frames at OTP (outpatient therapeutic program) facilities taking high
work load of the poor into consideration
e covering of transport costs for referral to inpatient treatment facilities
e availability of free drugs according to the government drug list

15.Trust into the quality of government health services was found to be low among
interviewees resulting into a low rate of children brought for the free medical treatment
at the government run health facilities in case of illness. It is recommended that the
CMAM project coordinates closely with the MOHP at district and regional level to ensure
improvement of quality of health services including the availability of free medicines
according to the government’s policy.

16.The private health service providers and FCHVs should be included in the
implementation of the CMAM project and a strong referral system should be established
by the project to the nearest outpatient and inpatient treatment facilities.

17.A nutrition education package should be developed for care takers particularly
grandmothers/ mothers in law covering the following topics:
e Utilisation of soap for hand washing
e Water treatment
e Food diversity with special focus on importance of milk, fruits and vegetables for
children
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e Provision of three meals plus two snacks per day for children below five (fruits as
shacks)

e Feeding practices during periods of illness

e Meaning, importance and duration of exclusive breastfeeding and links between
nutritional status/ fluid intake of mother and quantity of breast milk

18.The survey data indicates a serious sanitation problem in Jajarkot district. The CMAM
project should look into advocacy for latrine construction and usage or even be linked to
a water and sanitation programme in general.

19. Other sources indicate that the nutritional status of mothers is often correlating with
child malnutrition. Therefore it is recommended to revise the survey questionnaire to
assess the nutritional status of mothers and to analyse a possible correlation.

20. Further analyse feeding practices of the new-born to better understand reasons for low
acceptance of colostrums and the believe about additional required fluids provided after
birth, after stopping exclusive breastfeeding and before introducing first semi-solid
foods.

21.To better understand risk factors contributing to malnutrition the positive influencing
characteristics of their contraries might be worse researching.

e What are the middle caste households doing better than the households of the
higher castes?

e How is the father using his education for positively influencing his children’s
nutritional status?

e What do care takers of low caste well nourished children below 24 months of age do
different which could be replicated by low caste families with malnourished children?
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11 Annex

Annex 1: Nutrition Survey Training

12-14.Dec 08 | Time in Topics Trainers
Time minutes
10.00-10.30 | 30 min | Day 1 Basudev Khatiwada
e Introduction
e  Expectations of the participant
e The objectives of the program and training
10.30-11.30 1hr ¢ Nutrition situation of 6-59 month children in Nepal Basudev khatiwada
e  Growth and Development
e Nutrition (basic nutrition, nutrients and sources, Sanjay
balance diet) Sanjay
11.30-11.45 15 min | Coffee break Sudin-Nepal
11.45-13.30 1 hr e Malnutrition definition, types and basic causes Sanjay
45min e Symptoms, identification
e Warm UP
13:30-14.30 1 hr e Lunch /Khaza Sudin-Nepal
14.30-16.30 1 hr e Discussion of questionnaire in a groups
60min e Addition and modification Dilli Jee
15.30-15.45 15 Coffee break Sudin-Nepal
15.45- 16.30 45 min ¢ Review of first day Sanjay R +
e Question and Answer Basudev K
2hr30 | Day2
10.00 — 12.30 min ¢ Questionnaire practices
Age calculations and use of local calendars to get Basudev and
10.00- 12.45 exact age of the children Sanjay K Rimal
e  Points to be remember before measuring and
taking notes
e Anthropometrical Measurement (weight, height,
MUAC , W/H %age)
e Slides show how to measure height and weight
e Techniques and Tools (Stunting, wasting and
Underweight)
e Slides from Nepal, Tajikistan and Kenya
12:45-14.30 45 min | Questions and answers and Break for Khaza Sanjay + Basudev
+ Sudin-Nepal
14:30.00- 2hr ¢ Interpretation of degree of malnutrition ( Z square
16.30 and median value , reference card Sanjay K Rimal
NCHS/CDC/WHO 1982 data use )
e Survey technique and Sample size ,
e Discussion on the selected cluster and allocation of 11.1.4.1 Sanjay
that clusters in the map of Jajarkot Rijal
¢ Role of the team leader and planning for the move
from Kathmandu to Jajarkot
16.30-16.46 15 min | Coffee break Sudin-Nepal
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Sanjay K Rimal

16.45- 17.30 45 min e field visit planning and groups

e Question and Answer Biswa jee and Bista

jee
Day 3

10.00 — 14.00 4 hr e Field visit 3 groups Danchhi and Dadhikot (field Biswa and Bista
10.00 - 11.00 location) Jee

e Feed back of the field visit, Problems and

constrain

14.00- 15.15 1 hr Detail planning for filed trips Kanchan parajuli

Photocopies and necessary documents
e Advance and necessary material for field trips
collection
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Annex 2: Health and Nutrition Survey Team

Health and Nutrition Survey Team

S.N. | Name Designation Address
1 | Basudev Khatiwada | Executive Director SUDIN-Nepal
Nutrition Specialist
2 | Sanjay Kumar Rimal | (Consultant) SUDIN-Nepal
3 | Sanjay Rijal Guest Research Advisor UNAIDS
4 | Seshananda Sanjel Data Analysist/Report writer | KUSMS-Dhulikhel
5 | Basanta Khatiwada Research Asistant SUDIN-Nepal
6 | Dilli Ram Aryal Team Leader SUDIN-Nepal
7 | Hari Saran Bista Team Leader SUDIN-Nepal
8 | Kanchan Parajuli Team Leader SUDIN-Nepal
9 | Bishwa Raj Pokharel | Team Leader SUDIN-Nepal
10 | Suresh Bhattarai Team Leader SUDIN-Nepal
11 | Hari Khatiwada Team Leader SUDIN-Nepal
12 | Ashok Rawal Enumerator SUDIN-Nepal
13 | Upendra Raj Dhakal | Enumerator SUDIN-Nepal
14 | Manoj Nepali Enumerator SUDIN-Nepal
15 | Shyam Bhandari Enumerator SUDIN-Nepal
16 | Anup Pokharel Enumerator SUDIN-Nepal
17 | Sudip Chiluwal Enumerator SUDIN-Nepal
18 | Jitendra Malla Local Enumerator Jajarkot
19 | Bhawana Bi. Ka. Local Enumerator Jajarkot
20 | Ashesh Rana Local Enumerator Jajarkot
21 | Kailash Khanal Local Enumerator Jajarkot
22 | Semanta Bi. Ka. Local Enumerator Jajarkot
23 | Dilip Sing Chand Local Enumerator Jajarkot
24 | Januka Rokaya FCHV Paink VDC-5
25 | Kwali Gharti FCHV Ramidada-6
26 | Radhika Upadhyaya | FCHV Nayakbada-6
27 | Nanda Singh FCHV Sakala-3
28 | Nain Kumari Shabhi FCHV Laha-8
29 | Kalasa Malla FCHV Bhagawati-7
Sunita Kumari
30 | Chadara FCHV Dadagaun-6
31 | Sarita Pun FCHV Khalanga-8
32 | Sita Chand FCHV Khalanga-4
33 | Hiukali Chand FCHV Dhime-2
34 | Lalsara Dangi FCHV Punma-3
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35 | Sunita Basnet FCHV Jagatipur-7
36 | Lila Sharma FCHV Sima-1

37 | Janaki K.C. FCHV Dasera-3
38 | Devi Nepali FCHV Suwanauli-1
39 | Putali Budha FCHV Jugathapachour-6
40 Kalana Giri FCHV Pajaru-6

41 | Nankala Shahi FCHV Bhur-7

42 | Laxmi Adhikari FCHV Karkigaun-7
43 | Laxmi Pun FCHV Jhapra-6
44 | Mana Maya Pun FCHV Archhani-1
45 | Dhana Sara Shahi FCHV Talegaun-8
46 | Sita Basnet FCHV garkhot-1
47 | Nandakala Shahi FCHV Majhkot-6
48 | Naina Damai FCHV Daha-8

49 | Pabitra Rawat FCHV Salma-3
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Annex 3: Selected Clusters

Health & Nutrition Survey, JAJARKOT

VDC — Name Ward.NO. S:Junffér Cluster Name
Archhani 1 1 Thhadibhouta
Bhagawatitol 7 2 Khatigurta
Bhhor 7 3 Bhhorchour
Daha 8 4 Sangiya
Dandagaun 6 5 Tattakuine
Dasera 3 6 Sibajitol
Garkhakot 1 7 Matela
Dhime 2 8 Dhime
Jagatipur 1 9 Bahungaun

7 10 Kustara
Jhapra 6 11 Khalatakura
Jungathapachour 6 12 Biurekuna
Karkigaun 4 13 Kadagaun
Khagenkot 6 14 Halchour

4 15 Bohoragau
Khalanga 3 16 Pipe
Kortang 8 17 Sirpachour
Lahai 8 18 Airari
Majhkot 6 19 Majhkot
Nayakwada 3 20 Maina
Paink 5 21 Paink
Pajaru 6 22 Rautangaun
Punma 3 23 Chhiprena

9 24 Dokana

Ramidanda |6 |25 |ghatigaun

Sakala 3 26 Bandala
Salma 3 27 Thhapbuwa
Sims 1 28 Chourtol
Suwanauli 1 29 Midukatol
Talegaun 8 30 Dogree
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Annex 4: Additional Questionnaire for the Causal Analysis of

Nutrition Status

Nepal CMAM Additional Health and Nutrition Survey Questionnaire

One sheet per selected household

B TITPl IR TF AT T ITIh g IER s |

* 0O

TR fERII/HOUSEHOLD INFORMATION

Answers

Questions
answers

I TR BRHAT BT &l 7
Who is heading the household?

1= ATH/mother; 2 =

AT father

3 = BT HT/grandmother;
4=8 X AT /grandfather

9 = A~T/Other (specify)

99 - TATH f&T/no

answer

TRePT FEA ArAATATHT TaTh [GEEHT 2 7
Who in the household is answering the questionnaire?

1= ATHT /mother; 2 =

T tather

3= WW/grandmother;
4=8 X AT /grandfather

9 = AT/Other (specify)

99 - STATH f&Tino

answer

AT F{d ST TG ¥ TIE HATWATHT @Tvg 7
How many people live in this household and eat from the same kitchen?

1-50 for number of HH
members

gfvareesr sTTET
ATIETH FE&T
99 = no answer STAlh
o=

TXHT Y Y HiAHT I 2T T=aes G 7
How many of these are children under the age of five?

F=ATH] ATHT T AT I TSR B 7
How many years of schooling have the mother and father of the household
completed ?

ArHr 5A: Mother

0-25 for # of children under
five in HH

Y FTH(TERT T
ATAATARTEERT FEAT

99 = no answers

a1 5B: Father

Exact number of
COMPLETED year(s)/

faamazaT werad O
THT TH

0 = illiterate/ FFR'%T{

1= primary/gTQTﬁq—‘JF

2 = secondary/ qreafes

3 = Intermediary level/THTIT
97 de

4 = Bachelor level and
more/&ATA % AT Qﬁ

9 = Non-
Formal/LiterateﬂT‘ﬁ'anﬁ?E

a7 Jqrerdr
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X AEReRT (A qer aae (a9 HiaHE) & el ?

What is the household's principle means of livelihood (during this season)?

88 = Do not know/ ITE éﬁﬂ
99 = No answer/STATh'

oo

[oTiarehTehl &I IIT Most important means of livelihood

1= Crop farming/@ E qTc

2= Livestock
farming/Pouttryd T T
EEIEIEE]

3= Casual wage labour /
Portering/aﬂ?’ﬂ— Wﬁ—
4= Reminances/aéﬁm
HERIL

5= Own business or salaried
job
ST =AM a1 SRR

6= Firewood / natural
resources collection/sale

IS AT ITHRfah
T Gehed T ferebr
7= Fishing ATST AR
.

8 = Assistance programmes
(pensions, NGO, disability

allowance)/agq] (
YITAT)

99 = No answer/STATh'

TH AT & o ahl B (TTABA TH)
Construction material of ROOF (observation)

1= Mug/dTET

2 = Thatched / bambooAh & T
ar g

3 = Slate / local tiles/@TT 4T

4= CGI
sheetTTTATSSE Ald
Feha Tl

5 - Conorete/P 17 a

6= Timber/PTS

8 = Do not knowT& a_"f
99 = No answer /STATH
o=t

TR T B o TRl @
Construction material of FLOOR (observation)

1= Mud / earth / dung RS

HTET

2 = Wooden planks /
bambooT&HT et T
g

3 = Concrete / cememﬁTﬁTi
FhlE

4= Ceramic tiles_\a—ﬂﬁq—f"’;
LEE]

5 = Carpet m

8 = Do not knowJTal @‘Fl
99 = No answer 3T X ﬁ:;l'
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TRl fadrer ar famr & of I9@T g (AadihT T)

Construction material of WALL (observation)

1= Cement and brickﬁq—ﬁ?‘:
T g0

2 = Stone and mud@T“' T
ici)

3 = Bambo and cementa'iu—\q'
7 fof=e

4= WoodPTS

5 = MudHTal

6 = Plastic / tarpaulin

7 = Bamboo straw®] Haﬁ
f .

8 = Do not know

99 = No answer

10

TR F FEEHT ATHAT ATHHAT ST 3, 7
Do any members of this household own any agricultural land?

0= NO/ST
1= YES/SS,
88 = Does not know/I1E

el

99 = No answer TR &=

11

TXHT AEEAEEH! ATHAT Bl ST SITHT G 7
How much agricultural land do members of this household own?

g¥ 11A: Number of DHUR:

%23l 11B: Number of KATHA:

favrer 11C: Number of BIGHAS:

Q11A fill in number /3T X
HFHT TeTard

1-19 = number of Dhur/%—{
Q11B fill in number /3T X
HBHT TETerd
1-19=number of Katha/P € T

Q11C
1-98= number of

Bighas/! a] [
N
995= 99 or more Bighas/H[

T o6

996 = Does not know/dT8

99 = No answer/ TR &=

12

SRAT A T =TT AT T B 7

Does the household own any livestock, herds, farm animals or poultry?

0= NOT
1= YES/ST
88 = Does not know/IT&

el

99 = No answer/3 T X EFI

gragrEr qor Wq?l'é' / WATER & SANITATION

13

GrAqTAl FEfae ATSTErS, 7
Where does your household get drinking water?

13A: During the monsoon/saTaeT HrEaHT

13B: During the dry season/fesT a1 d@@r HIEHAT

-
1= Public tap/wm
2= Private tap/'_'{| 5 PIN

3 = Tubewell / borehole/tradel
pump

BTcTehel, wTaell, sl
ar fear 9

4 = Protected dug well /
spring/ Y. K %A,
AR 97 Hd

5= Unprotectfad well
/AR AT A
BRI

6 = Rainwater/ A TTG T
qreT

7 = Pond, lake, river,
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stream/A TG , areT 4t
grerr

8 = Vendor / buy from

shop/! %‘Fﬁ?

9 =Private but
neighbours;ll S R
99 = No answer /3TY [T

14

AN AHRT T TR TS % I T W G 7
Does the household do anything to the water to make it safer to drink? If No,
go to Q16.

0= NO/%H

1=YES/ T
88 = Does not know/I1E

99 = No answer 3T EFI

15

Iie WU SOSTEl B JATT T W G 7
If Q14=YES, what do you usually do to make the water safer to drink?

16

HReh! YEIEEA HEl [GUTETe THA 7

Where do members of your household usually defecate?

1= Boi FHTe
2 = Ceramic filter/ qi od¥

3 = Chlorine

treatment TN BTOIY
JUER T

4 = Solar disinfection/ATHHT

~

e
5 - Let it settler/ T@Y

N
6= Filter with a cloth/PI ST
99 = No answer/ 3T ﬁ:;r

afer 9 wwaT "I gees 16A: HH members over 5 years old

qf=r a9 weaT Ai°eH g==mes 16B: HH members under 5 years old

1= Closed latrine in own

homestead/ TR\ ehT &G
=97

2 = Closed latrine outside of
homestead/&{

3 = Open latrine/toilet/ g AT

=t

4 = Open field / jungle/house
yard, roadsides

TRATH, Tl B3,
eeiRCEIC IS

5 = Pond, lake, river,

stream/‘ﬁ@ﬁ, RISH afe
a1 gl
99 = No answer/ X TG+

17

quTs #ied e1a IEs !

JORALY

When do you wash your hands?

T TErsq Ata 17A: Before cooking

gra1 @ #fa 17B: Before eating

faem wivaats 17C: After using latrine

fevTT === 8¢ ufeg 17D: After attending a child who defecated

TS &I RIS Ata 17E: Before breastfeeding

O:NO/%T‘[
1=YES/ %ﬁ-

88 = Does not know/ITE

99 = No answer/3 T X EFI

18

BT AP AT & FAT T &7, 7
What do you use to wash your hands?

1 = Soap or oil cake/ AT
ar foem

2 - Plain water/9T&T THT
3 = ASh@TTHT
4=SoiI/CIay/W€T

99 = No answer/ 3TY
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QraT= IUHRT/Food Consumption

19

fesit fasar ¥ el & & @TEEes graaar ¢
Which type of food did you or anyone in your household eat yesterday during
the day and night?

=1 =mHe a1 el 19 A: CEREALS (bread, rice, noodle, roti, maize)

AT, qvd a1 el a1 w@e@vel 19B: Root/tuber (potatoes, yams, sweet
potatoes)

F Feo a1 awET 19C: Any vegetables

0 = If nobody in the household
ate the food yesterday

gfe H& @AT

1 = if anyone in the household
ate the food at least once the
previous day

F weher 19D: Any fruit

HTE (FE, g9 a1 @4 19E: Meat (goat, chicken, duck, etc)

sver 19F: Egg

AT, T a7 €9 19G: Fish, crab or shellfish

T« a1 enrer 19H: Lentils/pulses/legumes/nuts

3g, 3, 51 191: Milk/curd/cheese/milk products

e, & a1 1 19J: Oil/butter/ghee

far, #e a1 faerg 19K: Sugar/honey/sweets

o= (Feram #ftR a1 SAfeedrgeh 9rn) 19L: Any other foods (coffee, tea, herbal
water, etc)

afe FEYFT Th
9 GMHAT GIUH AT
NOTE: the previous day

should be a NORMAL day (not
a fasting or a feast day)

(@ stfaredr feaar
Fe WIS AT F T
U 4y wwar 9fq
Aferepr faeept g
ERE)

20

fEsiT qUTSeH! IRAR Fd T2 @I GITHAr?

How major many meals did your family eat yesterday?

Enter EXACT number of
meals

HFHT ACTRH

fesit qurSs! afeane Ffq T e Grear

Enter EXACT number of

meals
21 How many tiffins/snacks did you family have yesterday? HFHT TeTard
Ifg AT IO 9 (ARG FOH1 & & @Sy )
If the household owns animals (Q12 above), which of their products are 0 - No@Ta
regularly consumed by the household? 1= YESATE
22 U= 22 A Egg 88 = Does not know T8 T
o 22 B: Milk 99 = No answer/ TR &=
Hrer at 191g 22 C: Meat or fish
0=NOMTA
N S . 1 vES/ AT
T ae AieATHT qUTSeH! SRURETHT QraT=eh! A9Td 9T ?
23 . . . 88 = Does not know/I T8
Did your household experience any food shortage in the past 12 months? -

99 = No answer TR &=
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24

g G AT JUHT AT TGh @I HROT & [I97 7

If food shortages were experienced, what was the primary reason for this

shortage?

AR 24 A: Asad (Jun-Jul)

39 24B: Shrawan (Jul-Aug)

931 24C: Bhadau (Aug-Sep)

4T 24D: Asoj (Sep-Oct

H#4R 24F: Mangsir (Nov-Dec

)
F1fd® 24E: Kaartik (Oct-Nov)
)
)

99 24G: Push (Dec-Jan

g 24H: Magh (Jan-Feb)

®RE 241: Phagun (Feb-Mar)

27 24J: Chait (Mar-Apr)

Jar@ 24K: Baisakh (Apr-May)

315 24L: Jyesth (May-Jun)

1= own production/food stocks
depleted/

ATHAT IR a7

N
WUSRERT A+ TP
2= Lack of labour
opportunities/lack of income

STHH! HIIR AT AT
AT AT AT

3 = Increase in food prices

N N
GTHETH T3 TeT
4 = Remittances did not

comelTEYTATE T
TR

5 = HH members migrated out
qRETRedr e TATg

I AR

6 = HH members migrated in
~
qREARE I TATS

7 = Food not available in the
market

FSTHT GTITeh!
FHTT AU

8 = No nearby marketSST[¥
BISEFE 1Y

9 = Other specify T~ HT,
It T

77 = Not applicable Hﬁ:l?ﬁ'
X

88 = Does not know JT&T

el

99 = No answer 3T EFI

25

STfeaTa fera<or &% 8 7

What is the caste and ethnic group of the household?

ST a1 Seiaa g87E 25A Caste/Ethnicity

g% 25B: Religion

qALTF AT q9
=TT THE |
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Annex 5: Additional Health and Nutrition Survey Questionnaire

Nepal CMAM Additional Health and Nutrition Survey Questionnaire

One sheet per selected household

District:................ VDG e Village: ..oiiiiiiiiiecii e Ward: ..o
Cluster# ..........c..cceeini.. Team#: .............. HH#: .............
Name of INterVIEWET: ... ..o Date: ......... [, Lol
Child 1 | Child 2 | Child 3
Q# | I« WA ¥ YI9U/CHILD HEALTH & NUTRITION gfear v a9r Coded Answers
=T =T =1
26 | Birth date/sT=H fafa cdd o | foidii | .. J...J... | Formatshoudbe ddmmyyy ST

qrar

27 | Sex of child/fe T

1= BT male
2= @_& female

Is the child currently breastfed?/

2 o o "
8 e IC i T Ugledl (XYM TRehl o !

F=AT STFHE! HId FHAANG, TS AT TRIST 4T 7
How long after birth did you first put the child to the
breast?

29 gual Hours

0= NO/%;T{

1=YES/S

77 = Does not know/ITal %&T‘[
99 = No answer/STIY (6T

fa7 Days

0 = within 1 hourJch EUL 3:l ]
1-24 = the exact number of hours

Hi AT deg GATTHT

If more than 24 hours: write number of
DAYS
77 = Not applicable (FOR CHILD ABOVE

24 MONTHS)Qﬁ 24 guar g1
gie W feqar JetE™

88 = Does not know
99 = If the HH does not want to answer

FoATATS EHT (GRT qT GATSTHAT 7

30 Was the child given the colostrum (first milk)

0= NO/GATET

1= YES/W

77 = Not Applicable qﬁqﬁ 3T
99 = No answer/STIY (G~

T ATTRT A fa e g aee w o @reRer 9
T

In the first three days after delivery, was the child
given anything other than breastmilk?

31

0= NO/&Q_'{

1= YES/i:}«'-'-\Ur

77 = Not Applicable qﬁqﬁ
88= Does not know JT&T %&_‘{
99 = No answer/ ¥ [&~T
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T FoaATATS IS i AieAT TFT T AT (A% G 6
ter) GaArgTHAT?

0- T AIEATT=T qHT

Less than 1 month

1-24 - BT ATEAT

Corresponds to number of months

66- BT i g HIA GaATI

32 | For how long did you EXCLUSIVELY breastfeed this St ot
. . . . 77=7 t{&?
Chlld (no Other fOOd or quUId glven)? Not applicable (child above 24 months)
88 = el %;_"[ Does not know
99 =31 ¢ %T“r No answer
0-TeF HigATH=T HH
Less than 1 month
T ATGATHI IHTHT aﬁlTF'IT_SL qfgal =l 9% TH T frer éf::sponds to number of months
33 GrET @ faqwar? 66 =BT II T WA GaATS
At what AGE was the child given semi-solid or soft Still exclusively ;%a;need.ng
H 77 =" tl(_"
fOOdS fOF the FIRST tlme? Not applicable (child above 24 months)
88 = el %;_"[ Does not know
99 = T f&T No answer
favra 24 guatfiys qUEST FeaTaTs ® GATSAHAT
What did you feed the child in the last 24 hours?
QT (AdT, fadl, gaar, srsen
34 A: CEREALS (bread, rice, noodle, roti, maize, etc)
eI Heaeh @Il (Teal e, A, 7T, T, Hi,
i ArTestT ¥ 79
34 B: food rich in vitamin A (yellow color vegetables-
carrot, pumpkin- or fruits -mango, papaya-, green
leaves) 0= NO EATET
34 | ¥ ®EHA q41 =134 C: Other fruits and vegetables L A ey boastie

|, |ral a1 @+ 7 wE 34 D : Meat, poultry, fish,
seafood

sveT 34 E: Egg

T, TERTE! 7 9= 34 F: Pulses/legumes/nuts

34 G: Milk/milk products

B A7 e TebTTeT %21 34 H: Foods cooked in fat or
ghee

fer@m @ = 34 |: Flavoured water (tea or herbal
water)

fareT, @& a1 faere 34 J: Sugar, honey, sweet

BT Ui T TRISTEHT
99 = No answer3d¥ o
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35

Ifg BT T TRISHE 94 H(d AleATaeq q=ararg
AT IRIIAAAT ?

If NOT breastfeeding, for how many months did you
breastfeed this child?

0 = Less than 1 month
N

U GlgAT==T ATar

1-24 = Corresponds to number of months

AIEAT HBHT TET
77 = Not applicable (child still breastfed)

Siekd
2
88 = Does not knowd T8l TG
99 = No answerg T (&~

36

g 2T T RISHE A fobd a=deltg &9 RT3
FETAAT
If NOT breastfeeding, why did you stop breastfeeding
this child?

Ife o7 IR AT Joei@ TR
If answer is OTHER, please specify

1= Child above 24 months

oo 24 AfedT 91 AT
2 = Workload@TH T =TT
3 = New pregnancy'_‘mf R

4 = Not enough breastmilk
N
TJHET qd T3
9 = Other, specify
N [N
A A Jold THH
77 = Not applicable (child still breastfed)

88 = Does not know
99 = No answer

37

3T TTAT R BISY ATMEY HTHAT A TN ATRAT ToaTedTs
% &3 *When you leave your home to take care of
daily activities (work, market, water, etc) what do you
usually do with this child?

gfe o7 IR AT Joei@ TR
If answer is OTHER, please specify

1= Child comes with me every timed =9
T H T A,

2 = Child stays at home alone

T e T T,

3 = Child stays with mother-in-law /
grandmother

T FORATHT T &
4 = Child stays at home with sibling older
than 15

Y AT AT ToaAEs AT

q55

5 = Child stays at home with sibling

younger than 15 Hwal ETHT

ToATESE TE&

6 = Child stays at home with father

FoAT AT BRHT A,

9 = Other, specify T~ HT FAAG
TN

>

99 = No answerg T (&~

38

BTl T=h] @A a7 2=y el e 7

Who is looking after this child most of the time?

1= MotherdTHT
2 = Mother-in-law /Grandmother of the baby

qg BTN
3= FatherS[dT; 4 = Grandfather S XS A
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gfe o= IR AT Joei@ TR
If answer is OTHER, please specify

5 = siblings older than 15;

15 HIIHT T ==
6 = siblings younger than 15

15 AITRT 7 F=al
7= Other women in the village/FCH

ST AT AigaT a1 dfdehr

9 = Other, specify

N [N
A A Jold THEIH
99 = No answer3 U< é;l

39

qHTIT FoalTdls Fad Gl Garges, ?
Who is normally feeding the child?

Ife 97 YR AU Jooid TR
If answer is OTHER, please specify

1= Mother STTHT
2 = Mother-in-law /Grandmother of the baby

q1g e[
3= Father AT

4 = Grandfather® 53 Eljl
5 = siblings older than 15
15 AUHART ST AT d=d
6 = siblings younger than 15
1599 Hl 9qrq1 A< 9=
7 = Child eats by itself
N N

F=AT ATl @ o
9 = Other, specify

LN [N
AT AU ol a1
99 = No answer3 U< é;l

40

" ISl FE qeATR DRR AT Fedle (67, 7
Who usually give advice to the caretaker on caring for
this child?

Ife 97 YR AU ool TR
If answer is OTHER, please specify

1= Mother STTHT

2 = Mother-in-law Grandmother TT¢]

rg STTATHT

3= FatherS[ AT

& = Grandfather@ 31( E|Qa|

5 = siblings older than 15 H{™al

AT F==

6 = siblings younger than 15 H=&l HTHT

=l

7 = Other women in the viIIagem

9 gigdr a1 SHATwT

9 = Other, specifyd = HUI I
; N

88 = Does not knowdT&1 _?i‘ﬁ'

99 = No answer TR f&a+
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TIEHT AT AT G A, T BT qNET T=aTH F
JHTG AT8T qrg WAl 7

0 = Less than 1 month

U AfeATaw=T 9

1-24 = Corresponds to number of months

S AfEAT 81 ABHT AeTed

41 . . . 77 = Not applicable (child still breastfed)
When do you consider this child can eat alone, I
; 2 T
without the presence of a caretaker 88 = Doos not know e
99 = No answer3 ¥ é;l
- . N 0 = N/
forTa g3 ESATHT T=aTeTS qra@Ter AT {3y ?
42 | Did this child have diarrhoea in the last 2 weeks? 1= YEST
99 = No answer/ 3 é;l
1:_\'4:7} I 95{ More than usual;
2=1T§ﬂ?r STEGT Same as usual
43 | P SO FETA FoATATE o GITRAT (T 7 j= W . ZFT ess than ueuat
Was the child given FOOD during the illness period? - GATET Notata
77 = ATA Not applicable (Q42 = NO)
88 = e %,_"f Does not know
99 = FAX €™ No answer
1:_\'4:7} I 95{ More than usual;
2=1T§ﬂ?r STET Same as usual
FeRTHY bt STTHT AT A=SATeTS e WhTel @IHehRT (ot 7 3= FI TR FH Loss than usual:
44 | Was the child given DRINKS during the iliness 4-GATS Notatal
periOd? 77 = '_‘rﬁqﬁ Not applicable (Q42 = NO)
88 = & %,_"f Does not know
99 = 3¢ a"_"| No answer
1 JT“?T Hqral f‘:ﬁ' More than usual;
. 2=1T§ﬂ?r el Same as usual
g BTl T TRISEH! U F=a1 [aRTHT &7 99 g ‘
&t T T gt = 3= H“?T HQl bH Less than usual;
45 > > ) 4=9dIgT Notatall

If currently breastfeeding, was breastfeeding
continued during the illness period?

77 = FTHE Not applicable (Q42 = NO)
2

88 = T8l T Does not know

99 = 3T¥ a"_“| No answer

Thank you very much for your participation and time!!
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Annex 6: Anthropometric Data Form and Code Book~

1. 2. 3. 4. 5. 6. Date of | 7. 8. 9. Clothes | 10. 11. 12. 13. 14. Seek 15. Where 16. If they
CHILD | HH | Name Sex Date of | Birth Age | Weight | on while | Height | Oedema | MUAC | Sickin | medical did they did not
# # For Birth Confirmed | in kg) £ weighing | (cm) (YorN) | £0.1cm | the last | treatment seek access a gov.
M dd/mm/ | YorN mont | 0.1 kg +0.1cm 2 for this treatment? HF, what is
yyyy hs weeks? | illness the reason?
episode?

" This form is translated into Nepalese for the actual survey.




Annex 7: Activity Plan for Jajarkot Survey

Activity Plan for Jajarkot Survey

Date 2008 December-Jan 2009

December (week) January
3rd | 4th i1st | 2nd | 3rd | 4th
S.N. Activities detail W |W W |W W |W
1 | [Meeting with Concern for detail planning
Materials preparation (Revision the given
2 | questionnaire)
3 | Consultant and group moving to Jajarkot
4 | Training for enumerators (3 days)
District meeting with DHO/PHO and Nut. Focal
5 | person
6 | Hiring local enumerators at district
7 | Field move for data collection
Return to KTM (all questions + coding +official
8 | management
9 | Data processing analysis
10 | Report writing
11 | Presentation of preliminary findings
12 | Feedback for report and final submission for report
Note: 1% draft report was submitted on 15™ of
February 20098
13

¥ Final report was completed by 8" of May, 2009






