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EXECUTIVE SUMMARY

Background

The history of Sanitation efforts in Nepal is a recent phenomenon. The systematic effort for
sanitation promotion in Nepal dates back to the1980s along with the UnitechdNEtiN)
declaration of the International Decade of Drinking Water Supply and Sanitation. Since
then, promotion of sanitation has been taking place as an integral component of water
supply projects. However, major effort on sanitation is found to havedtaaom the early

90s. In the recent years, sanitation has been recognized as the basis of health, dignity and
development. ( GoV (2010): Sanitation and Hygiene Master Plan, GoN)

Policies and Strategies on Sanitation of Government of Nepal

The policies ad strategies related to hygiene and sanitation in the country are National
Sanitation Policyl994, Water Supply Sector Policyi998, Rural Water Supply and
Sanitation National Policies, Strategies and the Sectoral Strategic Action Plan 2004, Nepal
Water Fan -2005, Vision Paper of MPPW2007, the Urban Water Supply and Sanitation
Policy 2009 and the Thr e €012y 6By regidwvingAtipeper o a c h
policies, the following compliance and nroompliances are noted

Rationale of RWSSRPWN Implementation

There were key challenges for the slow progress of hygiene and sanitation in the country.
RWSSPWN identified the challenges and implemented Community Led Total Behaviour
Change in Hygiene and Sanitation (CLTBCHS) approach to reduce them simusigneou

During the inception phase of the Project it was found out that the present water and
sanitation projects in Nepal focus mainly for water supply construction with limited and
minor inputs to hygiene and sanitation. The concentration of those prigeutisrely to
increase the access to water supply and sanitation only and they do not aim to change the
behaviour and habits of the people in water management, hygiene and sanitation. The latter
would have greater impact on to the improved health andriprsved livelihood.

The Project has four major components
Domestic water supply

Hygiene and sanitation

Arsenic mitigation and

WASH governance.

PwpnPR

It is estimated that in water supply 70,000 new people have benefited from RWSS¥N
support. Likewise 290,000 people benefited from RWSSW/N support in sanitation and
hygiene.

Objectives of the Assignment
The objective of the assignment is to assess the impact created through the-RINSSP
intervention which will be measured by the following indicators.

1. Incidence of diarrhoeal diseases during last 6 years i.e. 2063/64 to 2068/69
2. Child mortality under 5 during last 6 years i.e. 2063/64 to 2068/69



Methodology

Sampling
. Total Program VDCs 54 + 2 wards= 56 Subject units
. Sampled Districts 9 and sampled VDG

Total HH Interview 90x2= 180
Total KII 45x2=90
Total FGD (VWASH Committee) 5x2=10
Total S/HP records 9x2=18

Document reviewed:A total of 20 documents were reviewed.
Time frame: 24 February t@3 April 2013
Finding and Discussion: Household &vey

Ethnicity of the study population

In both Terai and hills, a total of 180 respondents were interviewed in the sampled HH. Of
them, majority were of Brahmin/Chhetry (45%) followed by Janajati (36%), Dalit (14%),
Backward terai (3%) and Muslim andhets (1% each). This indicates that the systematic
random sampling have covered most of the ethnic group as in the proportion of the ethnic
settlements and as of national proportion.

Family description

In the total terai and hills (9 districts and ¥BCs and 180 HH) there were 51 percent of
male and 49 percent of female. The average total (terai and hill) family size is 5.3 per
family and sex ratio (male female) is 1.04 (1.04 males for 1 female).

Description of below one year children

In all nine dstricts of both hills and terai and in 18 VDCs, 38 (64%) male and 21 (36%)
female found at 180 sampled HH. The average HH below one year child per HH found to
be 3 children in both hills and terai districts.



Description of below 5 year children

In both,hills and terai sampled districts, the below 5 years children by sex found to be 56%

male and 44 percent female. A total of 225 children in 180 households are found. The
average child per household is 1.25 children. Average male child per house is 0.7 and
female is 0.55.

Mortality and morbidity of children and mothers

There was no single case of death (mortality) of the children and mothers. The morbidity of
the children reported as of 163 children out of 284 (57.4%) who were sick within one year.
The type of sickness were fever, ARI, diarrhoea, common cold. Likewise, 169 mothers of
the 180 HH, (one HH have more than one women) were sick. The sickness types were
fever, body pain, UTI, menstruation inconsistency, etc.

300 284

250

200

150

M Total children

W No of sick children
100

50

Knowledge on prevention of diarrhcea

The responses were more than one on the knowledge on the reasons and prevention from
diarrhoea, and feeding during diarrhoea. The respondents have sufficient knowledge about
the reasons and prevention from diarrhoea. Out of 180 respondents, 155 e¢pmrse

than 86%) said the reasons for diarrhoea is by eating dirty foods, followed by contaminated
water 135 ((75%), eating passed days foods 123 (more than 68%), playing in dirty places,
dirty body and eating whatever available.

Incidence of diarrhoealdiseases

The diarrhoeal disease was reduced after the RWBESSPimplementation. The
determinants of diarrhodsefore implementatiowere open defecation, contaminated food
and drinking water, poor personal hygiene, cultural taboos as no liquid fed thosey
motion, no breast milk to children during diarrhoea, ignorance, poverty, no knowledge and
the like. These issues were covered by RW®B8Y and had changed significantly with
better behaviour change in handling diarrhoea and took preventive measures



Open Defecation Free (ODF) and possible health issues
A total of 150 (83%) said that ODF was declared within this year 2012) and
remaining was declared ODF two years back.

Child health problems on Pre and Post of ODF

Among the respondents, evergrpon gave their opinion in each topic as before ODF their
children had more frequent diarrhoea which was significantly reduced after some periods
of ODF declaration. Likewise, they had wasted children before ODF declaration which has
been reduced signifamtly. There were many malnourished (all sorts of malnourishment)
children before ODF and has reduced after some periods of ODF declaration. The high
ARI, loss of appetite, expense on treatment, in capability to play of their children before
ODF have sigricantly changed as the children were less sick, eating good volume of food,
reduction on treatment costs, well play and smiling after some periods of ODF declaration

Pregnancy care

Out of 180 HH, 118 (65.5%) have the practice of taking regular weightgdpregnancy.

Of them, 143 have taken TT injection and 129 took iron tablets from the health service
outlets. The ANC checkups for four times are more than one, two and three times. More
families have planned for institutional delivery rather than hossested by family, at
home assisted by trained midwives.

Observation of household situation

The observation found the water was available for household use; soap for hand washing
also found; few toilets had excreta outside toilets (11%); water shielawagable; clean

slab available; mosquito and fly was found; separate pot (only for washing after defecation)
was found; available of toilet brush, detergent, ash, and the toilet easy to use by children
and disabled.

Qualitative Findings (FGD and KiI)

What sorts of health, hygiene and sanitation project have been implemented in the
district/VDC

The RWSSPWNN has started comprehensive programme as a determinants of health and
healthy lives for better preventive measures form ill health. Constructionilef, tvater
supply, hygiene education ultimately controls diarrhoea, malnutrition and other human
health problems. For this, huge amount of physical, human, financial and infrastructural
resources have been invested by RWS@ in districts, VDCs and wagj institutions,

public concern places and household level.

How the project has contributed to control diarrhoea (Explain pre and post project
condition)

The diarrhoeal condition in the pre implementation of RW88¥ was worse. The

household survey aldoas revealed the condition was worse such as diarrhoeal incidence
was frequent and high, high rate of malnutrition, loss of appetite of the children, expensive

10



treatment costs, children were reluctant to play, could not eat well and mortality and
morbidity of children was high and likewise. After this programme, all have been sorted
out.

How the project has contributed to promote Hygiene and Sanitation (Explain pre and
post project condition).

The discussion and Kll responses revealed that the hygieneaaitdtion status of the
people before RWSSW/N programme was too poor. The situation for water supply,
hygiene and sanitation was extremely poor. But, after the programme of RWHSP
gradually the situation improved and in this stage now, no one iisis af water.

How the project has contributed to reduce maternal and child mortality (Explain pre
and post project condition)

The maternal and child morbidity and mortality was high before the programme due to
their traditional practices, cultural @ such as no liquid during diarrhoea, food taboos
during pregnancy, lactating period. Personal care during menstruations, home delivery,
poor diet and hygiene, open defecation, contaminated water use, animal husbandry within
the house, illiteracy and unaveness on household workload distribution, gender biasness,
big family size, low short spacing of birth and many more opined by FGD and KiIl
participants.

After RWSSPWN programme within five years duration, all previopisactices have
converted towardsgsitive systems

How the project has contributed to promote health and Nutrition

The traditional practices have been converted to system such as regular ANC, TT injection
and deworming during pregnancy, use of ORS and liquids and treatment durimigodia,

proper and nutritious foods to all members especially to children, pregnant and elderly
persons, proper sanitation, good personal hygiene and its habits such as hand washing,
bathing, washing clothes etc, use of safe water, separating animabskgds home, good
sewage, managing properly children's excreta, no open defecation, better knowledge,
empowerment, inclusion of excluded groups in programme equally with other people, etc
are the contribution made by RWS®M during programme periods.

Roster Analysis
Roster Analysis of the Health Institutions of RWSSPNN Working Districts/VDCs

The roster of health institutions were observed and recorded in the sampled VDCs. There
are 13out of 18 sampledtiealth institutions records, others had no resofdhe information

on the incidence of diarrhoeas, child morbidity, mortality, as well as maternal morbidity
and mortality were recorded. All health institutions have poor records. Those who have
records have shown reduction of diarrhoea and matenodbidity. No any mortality of

both maternal and child was recorded in the health institutions.
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Conclusion and recommendation
Conclusion

The life styles of the people have changed. The behaviours related to hygiene and
sanitationhas changed significantlfrhe morbidity and mortality is reduced significantly

of the children and mothers. No persons are in scarcity of toilet and drinking water. All
ethnic groups especially dalits and marginalised are in position like other pElogleural

water supply, hygne and sanitation programme in western Nepal (RWSSIP have
successful achievements in the programme districts and VDCs.

Recommendation

The programme would be better to replicate in other districts and VDCs where open
defecation and scarcity of wateedhe problem in Western and Far Western Regions

Regular monitoring and supervision, maintenance of water sourcesind toilets of the
implemented VDCs are necessary.

The records of health institutions are too poor. They should be encouragekietoepart
through DHO/DPHOs in the respective districts

Regular advocacy, health education, counselling on the importance of hygiene and
sanitation are necessary.

Refreshers training on hygiene, sanitation and skill development are the demand from the
users' group and committee members, this should be organised.

12



CHAPTER 1:

1. GENERAL INTRODUCTION /BACKGROUND

The history of Sanitation efforts in Nepal is a recent phenomdrnsystematic effort for
sanitation promotion in Nepal dates back to thel@80isg with the United Nations (UN)
declaration of the International Decade of Drinking Water Supply and Sanitation. Since
then, promotion of sanitation has been taking place as an integral component of water
supply projects. However, major effort on satidn is found to have started from the early

90s. In the recent years, sanitation has been recognized as the basis of health, dignity and
development( GoV (2010): Sanitation and Hygiene Master Plan, GoN

1.1SITUATION ANALYSIS: HYGIENE AND SANITATION SITUATION

Sanitation Coverage

The goal of the Master Plan of GoN is to attain universal access to improved sanitation by
2017 for better hygiene, health and environment. To achieve the goal, the milestones are set
as follow:

Milestone 1 : Toilet coverag of 60% of the total population by 2012/13

Milestone 2 : Toilet coverage of 80% of the total population by 2014/15

Milestone 3 : Universal toilet coverage by 2016/17

There has been an increase in toilet coverage in the country from six per cent of the
population in 1990 to 43% in 2009. The annual growth rate of sanitation increment thus
stands at 1.9% over the years.

The toilet coverage in urban areas is 78% against the rural coverage of only 37%. It proves
that there is big disparity between urbard aural sanitation, although urban areas have
other urban specific problems of solid and liquid waste. Interestingly, urban toilet coverage
has stagnated at around 80% since 2000. The trend analysis shows that if the present trend
is continued, the toiletoverage will be only 80% against the national target of universal
coverage in 2017.

Moreover, the master plan gives the due focus on sustainable changes on hygiene behaviors
including the proper use of toilet and waste management practices in urbamsdadeas.

The far and mid western development regions have the least sanitation coverage with only
about 30%, whereas, western development region has the highest sanitation coverage with
about 53% of the respective total regional populafidre Westen Development Region

has now better sanitation situation due to the programme implemented by RSP

In the RWSSPNN programme areahé total target population of the hygiene and

sanitation is 250,000 of 54 Village Development Committees (VDCs) amar@s of the
Ramgram municipality of 9 programme districts.
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Till 15 November 2012, a total of 45 VDCs out of 54 programme VDCs have declared
Open Defecation Free (ODF). The total cumulative number of ODF VDCs in the
programme districts has reached 223CG4dncluding 178 replicated VDCs.

The net cumulative contribution of the RWSBMN's intervention in itorogram VDCs

has yielded 30,012 new toilets. In addition, the net cumulative contribution of the RWSSP
WN intervention inthe replicated VDCdas yietled to 83,561 new toilets. Altogether
113,573 households have built new toilets benefiting a population of 671,154 (484,807 in
replicated VDCs and 186,347 in program VDCSs). In the ODF declared VDCs, RWSSP
WN is focusing on the post ODF follow up activitiefiere everyone expects to practice
the five key hygienic behaviours as described in the National Sanitation and Hygiene
Master Plan.

1.2URBAN SPECIFIC | SSUES

12 percent of urban households are connected to the sewer systems or to open drains.

It is estimated that urban households generate 0.48 kg solid waste per capita per day.

At this rate, the urban population generates 1,958 tons of solid waste per day or over
700,000 tons per year.

Estimates also reveal that about 83% of the total waste gehédteusehold solid waste,
whereas, agricultural wastes are 11% and industrial waste 6%.

Only Kathmandu valley produces 29% of the total waste generated in Nepal.

About 45 percent of urban residents are served by waste collection systems with more than
half the waste generated is not collected.

The liquid wastes that are drained through sewers are disposed to rivers without prior
treatment.

14
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CHAPTER 2

2. RATIONALE OF RWSSPWN |IMPLEMENTATION

There werekey challenges for the shoprogress of hygiene and sanitation in the country
RWSSRWN identified the followingchallenges and implement&bmmunity Led Total
Behaviour Change in Hygiene arfhnitation CLTBCHS) approachto reduce them
simultaneously.

2.1 THE CHALLENGES WERE

Saritation sector activities occupied inadequate priority in the past;

Investment in the water and sanitation sectstilsinadequate in relation to requirements;
Planning and programming is patchystakeholders lack a consolidated target of toilet
coveirge either at VDC/ municipality or district level;

There is lack of breakdown of national targets into local level planning and targets;

Lack of uniformity in approaches of hygiene and sanitation financing is prevalent;

The poor, disadvantaged and highkrgroups are outside of the sanitation mainstream,
causing constrained equity, ownership and participation;

Local government bodies are not mainstreamed and hence are less involved in the
development of hygiene and sanitation sector activities;

There is lak of commitments of political entities at all levels;

Regional Water Supply and Sanitation Coordination Committee (RWSSCC) and DWSSCC
remained less proactive in matter of hygiene and sanitation promotion

Urban sanitation (solid and liquid waste managaine a high cost and high technical
development intervention;

Lack of awareness on the principles of the 4Rs (reuse, refuse, reduce and recycle) among
urban people and lack of commitment from the government and other stakeholders in this
direction.

2.3 GENESIS AND ACHIEVEME NTS OF RURAL WATER SUPPLY AND SANITATION PROJECT
IN WESTERN NEPAL (RWSSPWN)

Project Background
Ventures from

The Government of Nepal The Republic of Finland
Ministry of Local Development Ministry for Foreign Affairs
Departmenbf Local Infrastructure and

Agricultural Roads

Project name Rural Water Supply and Sanitation Project in Wester
Nepal

Sector Rural Water Supply and Sanitation; Midrdrastructure

Type of the project New

Competent Authorities The Government of Negh; Ministry of Finance
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The Republic of Finland; Ministry for Foreign Affairs

Project Agr eenMay?22, 2008

Project budget code number
Starting budget year
Termination budget year
Project status

Project area

Project implementation
organization

Project Budget

Foreign currency source
Strategy and approach

Coordination and supervision

Not available

August 2008

July 2012

On-gaing

Western Development Region

Dhawalagiri zone: Districts of Baglung, Myagdi and
Parbat

Gandaki zone: Districts of Syangja and Tanahun
Lumbini zone: Districts of Kapilvastu, Rupandehi anc
Nawalparasi

Mid-Western Development Region

Rapti zone District of Pyuthan

Government of Nepal:

Ministry of Local Development;

Department of Local Infrastructure Development and
Agricultural Roads

District Development Committees of participating
districts

Village Developrent Committees

Users

Government of Finland

Ministry for Foreign Affairs of Finland

Embassy of Finland in Kathmandu

Consultant

The Government of Nepal: NRs 292,677,000

The Government of Finland: Euro 9,703,000

District Development committee 3% calculated from
the water supply investment costs and 5 % calculate«
from the hygiene and sanitation promotion costs
Village Development Committees: 2,5% from the wat
scheme construction costs and 10 % from the VDC
WASH plan and hygiene and sanibsit promotion costs
Users: 21 % for the construction and O&M calculatec
from the construction costs of the water scheme (1%
cash and 19 % in kind for construction and 1% for the
O&M)

Grant

Alignment, decetralization, downward accountability,
institutional and human resource capacity developme
gender and social inclusion mainstreaming,
programmatic approach, ownership and behavioral
change approach

Steering Committee Monitoring and supervision
Project Management Management, monitoring
Committee and supervision
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District Development Managemenand execution
Committees

District Water Supply Coordination and
and Coordination harmonization
Committee

Village Development Facilitation, supervision
Committees

Implementation and
Wat er Us er s management
Sanitation Committees

2.4HISTORY OF RURAL WATER SUPPLY AND SANITATION PROJECT IN WESTERN NEPAL
(RWSSRWN)

Governments of Nepal and Finland have supported Rural V&afgply and Sanitation
Sector in Nepal since 1989. The first two projects supported were the phases | and Il of the
Rural Water Supply and Sanitation Project (RWSSP) in Lumbini Zone; and the third one in
the third phase of the same as the Rural Water SgpulySanitation Support Programme
(RWSSSP). The RWSSSP was phased out at the end of 2005. In order to transfer the
experience of these districts and Lumbini zone to new districts, GON proposed to replicate
the Programme. This was the initiation for Rurahté&f Supply and Sanitation Project in
Western Nepal (RWSSW®/N).

Implementation of the RWSSWN was supposed to begin in 2005. Due to political
situation in Nepal, Finland amongst many other cooperation partners of Nepal postponed
her new development prajes in Nepal. After the democratic transition started in April
2006, Finland decided to restart the postponed projects and thus the preparations for
RWSSPWN continue. Agreement between the two governments on the Rural Water
Supply and Sanitation Projecta# signed in 2008 and the project started in August 2008.
The project is to phase out by August 2012.

In addition to RWSSRVN there is another Finnish funded water project running in Far
West, namely the Rural Village Water Resource Management Proje®WRRAP) that

was started in October 2006 and continued till the end of August 2010. Whereas RWSSP
WN concentrates on sanitation, hygiene and water supply the RVWRMP operates with
integrated water resource management principles, having livelihood develcprdesmall

scale hydropower and irrigation components.

2.5RATIONALE BEHIND THE PROJECT

During the inception phase of the Project it was found out that the present water and
sanitation projects in Nepal focus mainly for water supply construction wittetnand

minor inputs to hygiene and sanitation. The concentration of those projects is merely to
increase the access to water supply and sanitation only and they do not aim to change the
behavior and habits of the people in water management, hygienaratatisn. The latter

would have greater impact on to the improved health and thus improved livelihood.
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Secondly it was proposed during the inception phase that the Project funding modality
should be changed from t he cthenGouetninentntd base:t
Government Ai nvest ments fundingo thus pavin
focused approach and increased ownership. Furthermore the-t@&GON funding

channel should not end at the district level but should continue to VDC anuduwoin

level as well.

Thirdly it was found that all water and sanitation projects in Nepal have their own project

specific manuals and guidelines, which are not harmonized and therefore causing confusion

and additional bur den t Dfficials tb lkape vdth differemt c t s 6 0
approaches, met hodol ogi es and rul es. Al t h
confusion is further added at the VDC and community level as well where several actors

with different rules and approaches implememnjgrts at village level; and in many cases
by-passing Local Bodies. Therefore it was pr oj
appr oacho -WNhad aRatSf@ Permanent change in Water Supply, Sanitation

and Hygiene (WASH) approach harmonigati This new approach in WASH aimed for
harmonized, coordinated and programmatic District. WASH Implementation to achieve
universal access targets before 2017 as set by the GON. The role of the RVNSISRo

support the development and implementation @édl Bodies owned gender sensitive and

inclusive WASH strategies, approaches and methodologies.

Fourthly it was found out that the focus of the original project document was towards
Integrated Water Resource Management (IWRM) as already practiced by WRIRP in

Far West. It was proposed and already endorsed by the GOF that instead of implementing
two similar projects in Nepal, It would be
approach toward coordinated and harmonized WASH sector support approa¢hcwsith

on improved health and nutrition and using hygiene and sanitation as an entry point at VDC
level instead of water resource/supply.

Fifth observation was that during the inception phase the Master Plan for Sanitation and
Hygiene in Nepal, 2002017 as well as Single Approach for Planning, Implementation
and O&M of Rural WATSAN Programs (2009), were just emerging. These documents as
well as the ongoing discussions and debate between the two Ministries of MLD and MPPW
regarding the Sector Wide Approa@@®WAp), offer excellent opportunity for RWSSKN

to act as a bridge and action research for the WASH sector development in Nepal and thus
revision of the project Document was done.

2.6 OVERALL OBJECTIVE , PURPOSE AND OUTCOMESOF THE PROJECT

The overallobjective of the Project is the increased wellbeing of the poorest and excluded
households. Underlying the overall objective and the project approach is the notion that
lack of water supply, sanitation and hygiene causes poverty. Thus fulfilling theafebds
poorest and the excluded regarding water, sanitation, hygiene and nutrition and providing
them opportunities to increase their own wellbeing through decentralized governance
system will reduce poverty resulting in higher productivity and income.

The purpose of the project is to fulfill the basic needs and ensure rights of access of the

poorest and excluded households to safe domestic water, good health and hygiene through
decentralized governance system.
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The expected outcora®f the project are dsllows

|l ncreased womends productive role (time and

Decreased hardship, gender and social discrimination linked with water, sanitation and
hygiene

Improved health, nutrition and hygiene of community people in program districts,
particularly amonghe poorest and excluded

Decreased infant and maternal mortality and morbidity

Enhanced institutional capacity of local bodies to facilitate the execution of Water Supply,
Sanitation and Hygiene (WASH) sector/projects and behavioral change process
Sustainble operation and maintenance of domestic water schemes managed by inclusive
Water and Sanitation Usersodo Committee
Gender Equality and Social Inclusion (GESI) responsive WASH sector policies, strategies
and guidelines at the central and local levels adbpte

The project has achieved these outcomes through carrying out activities in major areas of:

Domestic Water,

Health, hygiene and sanitation,
Inclusive local WASH governance and
Local WASH Policy and guidelines

2.7PROJECT AREA AND PHYSICAL TARGETS

The RWSSPWN works in altogether nine district of Nepal. Six of them are located in the
hills and three in the southern plains (Terai). Eight of the districts are in the Western
Development Region and one in Milestern. The Project Support Office with itgot
wings called the Project Support Unit and Project Coordination Office is located in Pokhara
in Western Development Region.

The RWSSPNN emphasizes the importance of hygiene and sanitation activities in
achieving the outcomes and takes hygiene andas@mitas an entry point in the Village
Development Committee level. The water schemes are implemented in the Village
Development Committees where hygiene and sanitation activities are ignited. In addition to
the water supply, sanitation and hygiene acdg8iRWSSPNVN supports arsenic mitigation
activities in the three project district located in the Terai.

It is estimated that in water sup®9,000 new peoplancluding 10000 arsenic mitigation

will benefit from RWSSPWVN support. Likewise 250,000 peoplsill benefit from
RWSSRWN support in sanitation and hygiene. More resources wilcliennelledto
districts with low coverage than to those with higher coveradetal of

2.8 PRESENT SITUATION

2.8.1 WATERSUPPLY ANCEANITATION

National Water Plan20022027) has envisaged attaining 90 percent water coverage and
basic sanitation coverage by 2012. The current coverage rates are estimated at 76 percent
for improved water supply and 46 percent for basic sanitation; the corresponding rates for
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the urbanand rural area are 81 percent and 41 percent respectively. With these rates, it
appears that Nepal has already achieved millennium development target for drinking water
and is approaching the target for basic sanitation (i.e. halving the proportion & peop
without access to drinking water and sanitation facility in the base year 1990 by the year
2015). However, the situation looks different if the coverage is defined in reference to a
minimum travel time to fetch water. Recent studies estimate that bygtiadj the stated
coverage to 15 minutes collection time, that Nepal needs to serve an additional 7,000 rural
households every month between 2000 and 2015 to meet millennium development goal for
drinking water (similarly, 10,000 toilets need to be conséaicevery month in order to

meet the sanitation targets).

Several drinking water schemes, particularly the gravity flow systems, are not functioning
properly for a variety of reasons including inadequate maintenance, design or construction
flaws, naturallisaster and water rights disputes. It is estimated that 56 percent of the water
schemes require major repairs and 16 percent need complete rehabilitation to restore and
assure adequate water supply. Furthermore for those communities that have improved
watr supplies, many of the schemes are in
groups have been able to properly carry out the operation and maintenance responsibilities.

di i

The water supply and sanitation situation in RWS%R project area is thfdlowing

Water supply and sanitation situation in Nepal and in RWSSP-WN project area (2008)

Water Supply Sanitation
No of No of HHs No of
households access to | Actual % |households
Total No of |with access |Coverage|functional |WS access to

District households |to WS % WS coverage [sanitation %
Pyuthan 44,269 35,258 79.649 20,582 46.499 8,389 18.959
Kapilvastu 82,505 66,836| 81.019 66,191| 80.239 16,253 19.709
Rupandehi 130,202 117,027| 89.889 117,027] 89.889 58,708| 45.099
Nawalparasi 118,545 99,517 83.959 91,424 77.129 43,233] 36.479
Baglung 54,638 49,649| 90.879 31,221 57.149 29,510| 54.019
Tanahu 64,165 52,619| 82.019 38,233| 59.599 33,481| 52.189
Syangja 63,524 49,871| 78.519 36,214 57.019 41,678 65.619
Myagdi 23,137 19,274 83.309 14,694 63.519 9,303 40.219
Parbat 32,711 28,765| 87.949 17,558 53.689 23,424 71.619
TOTAL for RWSSP)
WN area 613,696 518,816 84.549 433,144| 70.589 263,981 43.019
Hills 282,444 235,436| 83.369 158,502| 56.129 145,786] 51.629
Terai 331,252 283,380| 85.55¢9 274,642 82.919 118,195| 35.689

This table shows that water supply coverage in RW@®&Parea is quite good (as an
average of nearly 85 % water supply coverage) but the problem is that 16 % of existing
schemes need complete rehabilitation. When the schemes for rehabilnaed are
deducted from the coverage the RWSSR water supply coverage decreases to 70 %.
Sanitation situation is different. Access to sanitation is only 43 % as an average in the
Project districts and in Pyuthan and Kapilvastu districts the acceasitation is even less

than 20 %. The best sanitation situation is reported to be in Parbat district with over 71 %
access. The natural conclusion from this table is that hygiene sanitation needs more
attention than water.
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2.8.2 HYGIENE ANCRANITATIONSECTOR ACTIVITIES EXEJTION PROCESS GBRNSSP
WN

The execution process of the District WASH Implementation Guideline (DWIG) has two
streams;

Hygiene& sanitation and domestic water supply as presented in the total flow chart of the
DWIG below. However, ulimate goal of these two streams is to achieve TRehkavioural
Change (TBC).

2.8.3 IMPLEMENTATIONOFCLTBCHS

Community Led Total Behavioural Change in Hygiene and Sanitation (CLTBCHS) process flow
chart is shown below:

2.8.3 TBCFLOW CHART INHYGIENE AID SANITATION

Flow Chart for TBC in Hygiene and Sanitation

() TBCDeclaration and Rewarding ]

==

ODF Declaration and Rewarding

=7

Enforcement of the Rules and Norms for
the Community

I 4\} I i
= == |

N2
Implementation of : Implementation of| | Implementation of
Health Fund at VDG | 'mPlementation of Institutional Community
level HH Sanitation Sanitation Nutrition & IG Program

S S A
==

- Health Fund

Community H&SAction - HH Sanitation Plan
Plan Preparation - Institutional Sanitation Plan

{F - Community Nutrition & IGPlan

Formation of Community H&SAction
\\ / Committee (or could be WUSO)

=

ODF Triggering

=7

Rapport Building

=7

Making a Plan of VDC Hygiene and Sanitation
Program (Integrated withVDCWASH Plan)

=7

Ignition of TBCat VDCLevel (Orientation TBC Capacity Building
and Awareness with All Party Meeting) (TBCTriggers Training)

=

Ignition of TBCin H&Sat District Level Lead TBCTrainers
(DDG All Party Meeting, MS-and Media Training

Campaign)
The process can be executed at three levels:

Negotiation for Change
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Ignition and capacity building at District level,

Ignition, planning and capacity building at VDC level; and

Ignition, triggering, capacity building, constructiosustaining and consolidating the
achievements at community level.

The first and second phases of ignition are carried out in order to ensure the required
resources and political commitment at DDC and VDC levels, whereas the third phase
consists of the d@oal action at the community level, including the triggering activities and
ODF declaration.

The community can be a Ward, a Tole, or a Cluster. Especially in Terai \/D&€s is a

need to divide the communibehaviourathange process into small manalgie execution

units i.e. toles or clusters. In Hill, the community ignition can be done either at Ward or
cluster level. It is important to keep in mind that the process shall include ALL households
of the selected community.

Project Period: The Projed period is from August 20 to July 2012.
Project Extention period: August 2012 to July 2013
Project Districts: The Projecthasbeen operational in six Hill and three Terali

Baglung, Myagdi and Parbat in Dhawalagiri Zone of Western Development Reyio
Syangja and Tanahun in Gandaki Zone of Western Development Region;

Pyuthan in Rapti Zone of MieWestern Development Region

Kapilvastu, Rupandehi and Nawalparasi in Lumbini Zone of Western Development Reagio

The map showing working districts

Far Wesgern ‘ NEPAL A
. s rea (Sq.Km.) | 147,181
(Boundaries and Municipalities) Regions 5
Districts 75
Mid Western Constituencies 205
llakas 927
Municipalities 58
VDCs 3,915
Wards 36,023

a Kathmandu
b Lalitpur
c Bhaktapur

Legend

Municipalities (MLD, 1999)
@® Metropolitan City
@ Sub-metropolitan City
o Municipality
Boundaries {Topo, 1:10,00,000
International
"Regional
’/A\v/ District

1 Kathmandu Metropolitan City
2 Kirtipur Municipality
3 Laiitpur Sub-metropoiitan City 50
4 Bhaktapur Municipality
5 Madhyapur (Thimi} Municipality

100 Kifometers

e MCEC e s D et NPT GIS Faciity, LFEPP, 2004
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2.8.4 ENTRY POINT

The entry point or project window at the district level is the Multi Stakeholder Forum
(MSF). MSF is a meeting where all district level stakeholders agree the WASH
implementation coordination and harmonization and action plan by signing arsietam

of Understanding. At VDC level the entry point is hygiene and sanitation promotion or
ignition. As a result of this VDCWASH plan is prepared and actions towards universal
access in water and sanitation agreed. The VDC WASH plan includes domatgtic
supply and hygiene, sanitation, nutrition and capacity building interventions.
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CHAPTER 3

3. OBJECTIVES AND METHODOLOGY

Rural Water Supply and Sanitation Project in Western Nepal (RW®SPis a bilateral
Project jointly funded the Governmentsf Nepal and Finland. The Project period is of
five years starting from August 2008 to July 2013 (including one year extension). RWSSP
WN operates in nine (six Hill and three Terai) districfslyagdi, Parbat, Baglung,
Syangja, Tanahun, Nawalparasi, Kdmktu and Rupandehaye in Western Development
Region and one distri¢Pyuthan)in Mid-Western Development Region.

The Executing Agency of the Project is the Ministry of Federal Affairs and Local
Development (MFALD).Department of Local InfrastructureMelopment and Agricultural
Roads (DoLIDAR), together with participating District Development Committees (DDCs)
and Village Development Committees (VDCs) implements the Project. The Project has
four components (i) Domestic water supply (i) Hygiene andita@on (iii) Arsenic
mitigation and (iv) WASH governance.

Hygiene and Sanitation

The total target population of the hygiene and sanitation is 250,000 of 54 Village
Development Committees (VDCs) and 2 wards of the Ramgram municipality of 9
programme ditricts.

Till 15 November 2012, a total of 45 VDCs out of 54 programme VDCs have declared
Open Defecation Free (ODF). The total cumulative number of ODF VDCs in the
programme districts has reached 223 VDCs including 178 replicated VDCs.

The net cumulate contribution of the RWSSW/N's intervention in itgorogram VDCs

has yielded 30,012 new toilets. In addition, the net cumulative contribution of the RWSSP
WN intervention inthe replicated VDCdas vyielded to 83,561 new toilets. Altogether
113,573 houd®lds have built new toilets benefiting a population of 671,154 (484,807 in
replicated VDCs and 186,347 in program VDCSs). In the ODF declared VDCs R\WS5P

is focusing on the post ODF follow up activities where everyone expects to practice the
five key hygenic behaviours as described in the National Sanitation and Hygiene Master
Plan. RWSSPNN is implementing Community Led Total Behaviour Change in Hygiene
and Sanitation (CLTBCHS) approach in 54 Village Development Committees (VDCs) of
nine programme digats. In this approach, local organizations and people are encouraged
and trained to ignite and trigger people at household level to stop open defecation and
negotiate further to change their behaviour in five key hygienic behaviours;

Hand washing with@ap or cleaning agent at four critical times,

Safe disposal and managemenftaxfes(promoting also ecological sanitation and organic
fertilizer),

Safe handling, storage and treatment of household drinking water,

Personal hygiene and

Proper managemeatf solid and liquid waste in and out of home.
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The Project has four major components

e

3.1 OBJECTIVES OF THE ASSIGNMENT

Domestic water supply
Hygiene and sanitation
Arsenic mitigation and
WASH governance.

The objective of the assignment is to assthe impact created through the RWS8R
intervention which will be measured by the following indicators.

1.

3.2 METHODOLOGY

3. 2.

1 SAMPLING

Total Program VDCs 54 + 2 wards= 56 Subject units
Sampled Districts 9 and sampled VDCs 18

Incidence of diarrhoeal diseases during last 6 years i.e. 2063/64 to 2068/69
2. Child mortality under 5 during last 6 years i.e. 2063/64 to 2068/69

SN | District Programme VDCs Replicated VDCs
VDC HH KIl | FGD** | VDC HH Kll* | FGD
Survey| * Survey
Terai
1 | Kapilvastu | Mahendrakot 10 5 |1 Banganga 10 5 1
2 | Nawalparasi Dhaubadi 10 5 | xx** | Panchanagar 10 5 1
3 | Rupendehi | Devdaha 10 5 |1 Shankarnagal 10 5 XX
Hills 1
4 | Myagdi Dana 10 5 |1 Narchyang | 10 5 XX
5 | Baglung Bihunkot 10 5 | xx Sigana 10 5 1
6 | Parbat Limithana 10 5 |1 Mudikuwa 10 5 XX
Hills 2
7 | Syanja Alamadevi 10 5 | xx Birjha 10 5 1
8 | Tanahaun | Ghansikuwa 10 5 |1 Raipur 10 5 XX
9 | Pyuthan Swargadwarikha| 10 5 | xx Bhingri 10 5 1
Total 90 45 |5 90 45 |5

* 1=S/HP In charge; 2= VDC Secretary;3=FCHV; 4= Teachers; 5=Leadotbevl (Total 5 from one VDC)
* VWASH Committee members-B in a group
*** No intervention (no FGD)

Total HH Interview 90x2= 180
Total KII 45x2=90
Total FGD (VWASH Committee) 5x2=10
Total SHP records 9x2=18
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Selection of Districts and VDCs of Progmme and Replicated is convenient and
purposive. The number of HH survey is made as quota of 10 purposively with the view of
representative of VDC HHSs.

3. 2.2 INTERVIEW

The interviewwas done after taking household (HH) information from the roster of
regpective VDCs. All the HH numbewastraced out and thethmose total numbersf HH
wasdivided by 10 sampledumbersto bring interval. The intervalasapplied tochoose
the HH. The selected exact Hirerevisited. The missed respondents at sampled ktié¢n
second adjoined HH wasvisited respectively. When the needed numbasfilled, then

the interviewwasstopped just like quota samplinghe instruments were made in Nepali,
pretested, corrected for field implementation and then were translated inhEnglis

3. 2.3 FGDANDKII

For the FGD and KII, guidelines were prepatesdrganise FGD and KiIl in the field, these
were pretested in Pokhara and then minor corrections were made then applied in the field.
The guidelines were prepargdNepali and then traretied in English

3.2.4INSTRUMENTS

Questionnaires for Household Survey (25 pages)

Guidelines for Focus Group Discussions (FGDs) (2 Pages)

Guidelines for Key Informant Interview (KII) (2 pages)

Checklist for S/HP record review ( 1 page) on Child and matenortality and
Incidence of Diarrhoeal diseases.

PwnE

3. 2.5 Document reviewed .

A Model Guideline for District Water Supply, Sanitation and Hygiene

Annual Report 2012

Communication and Media Strategy Preparation Guideline

GoN (2000): Nepal State of gtation report, Government of Nepal

Government of Nepal (2010): Sanitation and Hygiene Master Plan, GoN

Lead TBC Facilitators Training Manual and Resource Book

Mid-term Report

MoHP/GoN (2006): Demographic and Health Services Report, MOPH/New Era

Natioral Sanitation and Hygiene Master Plan

10 Project document

11 Rural Water Supply and Sanitation Project in Western Nepal (2012): Revised
Project Document Draft, (RWSSRN), August 2008July 2012

12 RVWRMP (2009): Mid Term Review (MTR) Report of RVWRMP, March 2009

13 RWSSRWN ( 2013): Documents review of RWSSWPN, Pokhara

14 RWSSRPWN (2008):NATIONAL URBAN WATER SUPPLY AND SANITATION
SEcTORPOLICY, 3*° DRAFT V.3, AuGusT2008

15 RWSSRWN (2009): Master Plan for Sanitation and Hygiene in Nepal, 2009

16 RWSSRWN (2009): Singleapproach for Planning, Implementation and O&M of
Rural WATSAN Program, March 2009

17 RWSSRWN (2009): Strategy and Action Plan for Drinking Water Quality

Monitoring in RWSSPWN, March, 2009

OCO~NOOUILPA,WN P
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18 S/HP/DPHO: Record review

19 TBC Triggers Training manual

20 Terms of reérences (2013): RWSSRN for the Health Impact Study in Western
Nepal, RWSSRNN, Pokhara

3.2.6 HUMAN RESOURCES

A total of 6 field surveyors (assistantenumeratons were hired. They were given
orientation on the instruments, methods of data collectiorvéy, Kll, FGD, roster review,
data tabulation with formats).

3.2.7 FIELD TEAM COMPOSITI)

Consultant =1

Enumerators$

Team 1 (two personsyventto Myagdi, Baglung and Parbat

Team 2(two personsjventto Nawalparasi, Kapilvastu and Rupendehi
Team 3 (two personsyventto Syangja, Tanahaun and Pyuthan

Each team had represented by one male and one female
Each groupsworked for

HH Interview 60x 3 distcts=180

First group 4 FGDs and Second and thiidi3/3 each FGDs (a total of 10 FDGSs)
K1l 30 in three districts by each (30x3 dists=90 KII)

SubHealth post data collection= 18

Major tasks of enumerators

Collect the data from the health postsihgalth posts and district public health offices
Assess the health improvement trends of WASHtedlaliseases and capture the 6 years
trends (i.e. from 2063/64 to 2068/69 ) on the above mentioned two indicators

Do the validation of these data through FGD with VWASHCC members, CHASAC
members, TBC triggers, LTBCFs, HPs, Lead mothers, teachers, VDEt@gcpoor and
excluded households for incidence of diarrhoeal diseabdld mortality over the last 6
yearsand overall progress of RWSSPN andData tabulation

3.2.8 TENTATIVETIME FRAME

February 24, 2013 to Aprd3, 2013.

Five days instrumentsr@parations and document review with meeting with RW35P
authorities

Two days orientation

Fifteen days field data collection

Seven days Tabulation

Remaining days report (draft and final) writing, presentation and final submission.
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CHAPTER 4

4.FINDING AND DISCUSSION

4.1 HOUSEHOLD SURVEY

4.1.1 ETHNICITY OF THE STUDPOPULATION

Each Village Development Committee (VDC) of the Programme and Replicated VDCs had
interviewed 10 Head of the Households (HHJ)able 1 showshe ethnicitydetails of the

studypopulation.

Table 1 Ethnicity of the study population

District Dalit | Janjati | back warded Muslim | Brahmin | Others | Total
Teraicaste /Chetri

Kapilvastu - 6 2 1 11 - 20
Nawalparasi | 2 14 1 1 2 - 20
Rupendehi 4 5 - 1 10 - 20
Total terai* 6 25 3 3 23 - 60
Myagdi 6 12 - - 2 - 20
Baglung 3 - - - 17 - 20
Parbat 4 1 - - 15 - 20
Syangja 2 5 - - 13 - 20
Tanahun 1 11 - - 8 - 20
Pyuthan 4 8 - - 6 2 20
Total hill * 20 37 - - 61 2 120
*Both Total | 26 62 3 3 84 2 180
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Of the total, mpority found to be Brahman/Chhetry followed by janajati and least Muslim

in Kapilbastu (Terai) district (Table 1). The Muslim was least because of their settlements
only in Banganga but not in Mahendrakot VDC. The settlements in Mahendrakot is mainly
of hill to terai migratedRPahadé population.

Likewise in Nawalparasi district, of the total, majority found to be Janajati followed by
Brahmin/Chhetry and Dalit and least Muslim and backward Terai ethnic group. (Table 1
Nawalparasi). The Muslim and terai Ba@ard ethnic groups were least in Nawalparasi
(Terai) district because of their settlements only in Panchanagar but not in Dhaubadi VDC.
The settlements in Dhaubadi is mainly of hill to terai migraRah&dé population.

In Rupandehi district, Devdaha cdanfShankarnagar were sampled as Programme and
Replicated VDCs respectively. In both VDCs, majority were of Brahmin/Chhetry followed
by Janajati and Dalit. Muslim has the same situation (the least presentation) as of other four
VDCs of other two districts @ble:1 Rupandehi). The grand total in three terai districts,
there were 30 each HH interview in Programme and Replicated VDCs that is 6 VDCs and
60 respondents.

In the hills, Myagdi district was chosen as sample for the study. Among the sampled HH,
there were only three ethnic/caste groups. Of them, majority were of Janajati followed by
Dalit and Brahman/Chhetry (Table:1 Myagdi). Being a hill district, Muslim and backward
Terai ethnic groups did not found omong the sampled HH.

In the hills, another digtt was Baglung chosen as sample for the study. Among the
sampled HH, there were only two ethnic/caste groups. Of them, majority were of
Brahmin/Chhetry followed by Dalit (Table:1Baglung). No Janajati, backward Terai and
Muslim found in the sampled HH the sampled VDCs of Baglung district.
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In the Parbat District, Limithana and Mudikuwa VDCs were sampled as Programme and
Replicated VDCs where the sampled HH had more of Brahmin/Chhetry followed by Dalit
and only one Janajati ethnic group (Table:1 Parbat

In Syangjha district, Amaladevi as Programme and Birjha as Replicated VDCs were
sampled where majority of sampled HH found to be of Brahman/Chhetry followed by
Janajati and Dalit groups (Table:1 Syangjha)

The Tanahaun district, majority of sampled HWere of Janajati followed by
Brahman/Chhetry and Dalit groups (Table:1 Tanahaun).

In the Pyuthan district, the Dalits are more in Swardwarikhal Programme VDC than
Bhingri Replicated VDC, a equal number of Janajati and Brahmin/Chhetry in both VDCs
where a® were unidentified (others) ethnic groups (Table:1 Pyuthan).

In the hills, a total of 120 respondents were interviewed of whom majority were of
Brahman/chhetry (39%) followed by Janajati (32%), Dalit (17%) and others (2%) (Table:
total hills)

In bothTerai and hills, a total of 180 respondents were interviewed in the sampled HH. Of
them, majority were of Brahmin/Chhetry (45%) followed by Janajati (36%), Dalit (14%),
Backward terai (3%) and Muslim and others (1% each) (Table:1 Both total). This isdicate
that the systematic random sampling have covered most of the ethnic group as in the
proportion of the ethnic settlements and as of national proportion.
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4.1.2 POPULATION DESCRIPTION

Table: 2 Population by age and sex

District VDC Total | Total | Below | Below | Under 5| Under 5| 1549
Male | Female| one one children| children| years
year |year | male female | female
male | female
Kapilvastu | Mahendrakot| 22 23 4 - 2 3 16
Badganga 22 17 3 1 4 1 5
Nawalparasi Dhaubadi 25 27 1 1 4 1 14
Panchanagar 21 27 3 2 1 2 14
Rupendehi | Debdaha 29 31 - - 4 1 15
Shankarnagal 23 27 4 1 4 6 10
Total terai 294 15+ 5=20 |19+ 14=33 | 74
Myagdi Dana 23 29 - 1 1 3 50
Narchyang | 20 29 - 1 1 8 45
Baglung Bihunkot 32 29 3 - 8 4 64
Sigana 39 20 2 - 4 - 60
Parbat Limithana 34 38 1 - 6 3 52
Mudikuwa 33 37 1 1 8 4 59
Syangja Alamdebi 52 52 - - 4 5 14
Birgha 48 48 - 1 4 4 20
Tanahun Ghasikuwa | 52 48 2 1 2 3 12
Raipur 48 52 1 1 3 2 4
Pyuthan Swargadwari| 56 53 - 5 4 14
Bhingri 44 47 1 6 - 15
Total hill 963 11+ 7=18 |52+ 40=92 | 409

The family members of the respondents in two VDCs of Kapilbastu district found more
female (51%) in Mahendrakot and more male in Banganga (56%) and a total of both, more
were male (Table:2 Kapilbastu). The family size maaerage in both VDCs is 4.3 persons

per family. Sex ratio varies in both VDCs. The average male female ratio is 1.05 (1.05
males for one female).

The family members of the respondents in two VDCs of Nawalparasi district found more
males in Programme drReplicated VDCs (54% and 50% respectively) and a total of both,
more were male (Table:2 Nawalparasi). The family size in an average in both VDCs is 5.0
persons per family. Sex ratio varies in both VDCs. The average male female ratio is 1.08
(1.08 malesdr one female).
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The family members of the respondents in two VDCs of Rupandehi district found more
males in Programme and Replicated VDCs (56% and 53% respectively) and a total of both,
more were male (Table:2 Rupandehi). The family size in an averadg#hnvDCs is 5.5
persons per family. Sex ratio varies in both VDCs. The average male female ratio is 1.2
(1.2 males for one female).

In the terai, (three districts and six VDCs and 60 HH), the total population were 294 of
whom, more were male 54% andhfale were 47%. The average family size is 4.9 persons
per family and the male female ratio is 1.1 (1.1 males for one female).

In the hills, the family members of the respondents in two VDCs of Myagdi district found
more males in Programme and equal eetof both sex in Replicated VDCs (53% and
50% each respectively) and a total of both, more were male (Table:2 Myagdi). The family
size in an average in both VDCs is 5.5 persons per family. Sex ratio varies in both VDCs.
The average male female ratio i96 (1.06 males for one female).

The family members of the respondents in two VDCs of Baglung district found more
females in Programme (53%) and more males (59%) in Replicated VDCs and a total of
both, more were male (Table:2 Baglung). The family sizanraverage in both VDCs is

5.85 persons per family. Sex ratio varies in both VDCs. The average male female ratio is
1.09 (1.09 males for one female).

The family members of the respondents in two VDCs of Parbat district found more males
in Programme (5% each in both VDCs) and equal females (49% each in both VDCs) in
Replicated VDCs and a total of both, more were male (Table:2 Parbat). The family size in
an average in both VDCs is 7.1 persons per family. The average male female ratio in both
VDCs is 1.031.03 males for one female).

In the Syangjha district, the family members of the respondents in two VDCs found more
males in Programme (52 % each in both VDCs) and equal females (48% each in both
VDCs) in Replicated VDCs and a total of both, more weadenfTable:2 Syangjha). The
family size in an average in both VDCs is 10 persons per family. The average male female
ratio in both VDCs is 1.08 (1.08 males for one female). The family size has found bigger
(10 persons in an average) and this may be dubetemall sample size as well as the
sampled HH may have bigger composition of family size (by chance selected HH may
have bigger one) than non sampled HH.

In the Tanahaun district, the family members of the respondents in two VDCs found more
males in Prgramme VDC (52 %) and 52% females in Replicated VDC. A total of both,
number of male and female (Table:2 Tanahaun). The family size in an average in both
VDCs is 10 persons per family. The average male female ratio in both VDCs is 1:1 (one
male for one ferale). The family size has found bigger (10 persons in an average) and this
may be due to the small sample size as well as the sampled HH may have bigger
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composition of family size (by chance selected HH may have bigger one) than non sampled
HH.

The familymembers of the respondents in two VDCs of Pyuthan district found more males
in Programme and Replicated VDCs (56% and 53% respectively) and a total of both, more
were male (Table:2 Pyuthan). The family size in an average in both VDCs is 10 persons per
family. Sex ratio varies in both VDCs. The average male female ratio is of both VDCs is
1.2 (1.2 males for one female). The family size has found bigger (10 persons in an average)
and this may be due to the small sample size as well as the sampled HH mhbigbeaxe
composition of family size (by chance selected HH may have bigger one) than non sampled
HH.

In the total hills (6 districts and 12 VDCs and 120 HH) there were 51 percent of male and
49 percent of female. The average hill family size is 5.5 pefyfeand sex ratio (male
female) is 1.04 (1.04 males for 1 female).

In the total terai and hills (9 districts and 18 VDCs and 180 HH) there were 51 percent of
male and 49 percent of female. The average total (terai and hill) family size is 5.3 per
family and sex ratio (male female) is 1.04 (1.04 males for 1 female).

While comparing terai and hill population male population was 54% in terai and 51% in the
hills. More percent of males are in terai than the hills. The female population were 47% in
terai and 8% in the hills. The average family size is 4.9 persons per family in terai and 5.5
persons in the hills and the male female ratio is 1.1 in Terai and 1.04 in Hills.

The composition of family type, size and male female ratio has no such big difference.
4.1.3 DESCRIPTION OF BELO®WNE YEAR CHILDREN

In Kapilvastu district, out of 20 sampled HH, there were 40% (8 children out of 20 HH)
children of below one year aged. Of them, 35% male and 5% female based on sampled HH
(Table2 Kapilbastu). Of the totadelow one year child population by sex 87.5 percent male
child and 12.5 percent girl child

In Nawalparasi district, out of 20 sampled HH, there were 35% (7 children out of 20 HH)
children of below one year aged. Of them, 20% male and 15% female basachmads

HH (Table2 Nawalparasi). Of the total below one year child population by sex 57 percent
male child and 43 percent girl child.

In Rupandehi district, out of 20 sampled HH, there were 25% (5 children out of 20 HH)
children of below one year aged. thém, 20% male and 5% female based on sampled HH
(Table2 Rupandehi). Of the total below one year child population by sex 80 percent male
child and 20 percent girl child.
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In three districts of the terai, out of 60 sampled HH, there were 20 children (83%®
total sampled HH of below one year aged. Of them, 75% was male and 25% female. The
average below one year child per HH in the terai found to be 3 children.

In the hills, Myagdi district has only female below one year child (1 each in Dana and
Narchyang VDCs sampled). Only 2 female childs at 20 sampled HH found (Zable:
Myagdi). This is only 10% of the total sampled HH.

The Baglung district has only male below one year. Only 5 male childs at 20 sampled HH
found. This is 25% of the total sampled HH.

The Parbat district has 2 male and 1 female and a total of 3 below one year child. This is
15% of the total 20 sampled HH.

In the Syangjha district, of the total 20 sampled HH, only one (5%) female of below one
year child found.

The Tanahaun districtf the total 20 sampled HH, 3 male (15%) and 2 female (10%) (a
total of 5 ie 25%) below one year child found.

In the Pyuthan district, the below one year children were only 2 (10%) ofte total 20
sampled HH. One each were male and girl.

In all six distrcts of hill and in 12 VDCs]11 (61.1%) male and’ (38.9%) female found at
120 sampled HH. The average HH below one year child per HH found to be 3 children in
hill districts.

In all nine districts of both hills and terai and in 18 VD28(68.4%) male anl 12(31.6%)
female found at 180 sampled HH. The average HH below one year child per HH found to
be 3 children in both hills and terai districts.

4.1.4 DESCRIPTION OF BELO®YEAR CHILDREN

In Kapilbastu district, out of 20 sampled HH, there were 50%c(iildren out of 20 HH)
children of below 5 year aged. Of them, 30% male and 20% female based on sampled HH
(Table2 Kapilbastu). Of the total below 5 year child population by sex 60 percent male
child and 40 percent girl child.

In Nawalparasi district, dwf 20 sampled HH, there were 40% (8 children out of 20 HH)
children of below 5 year aged. Of them, 25% male and 15% female based on sampled HH
(Table2 Nawalparasi). Of the total below 5 year child population by sex 62.5 percent male
child and 37.5 pereg girl child.
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In Rupandehi district, out of 20 sampled HH, there were 75% (15 children out of 20 HH)
children of below 5 year aged. Of them, 40% male and 35% female based on sampled HH
(Table2 Rupandehi). Of the total below 5 year child population by%s®3 percent male

child and 46.7 percent girl child.

In total 3 terai districts, out of 60 sampled HH, there were 55% (33 children out of 60 HH)
children of below 5 year aged. Of them, 31.7% male and 23.3% female based on sampled
HH. Of the total belovs year child population by sex, 58 percent boy child and 42 percent
was girl child.

In Myagdi district, out of 20 sampled HH, there were 65% (13 children out of 20 HH)
children of below 5 year aged. Of them, 10% male and 55% female based on sampled HH
(Table: 2 Myagdi). Of the total below 5 year child population by sex 15.4 percent male
child and 84.6 percent girl child.

In Baglung district, out of 20 sampled HH, there were 80% (16 children out of 20 HH)
children of below 5 year aged. Of them, 60% malé 20% female based on sampled HH
(Table2 Baglung). Of the total below 5 year child population by sex, there is 75 percent
male child and 25 percent girl child.

In Parbat district, out of 20 sampled HH, there were 105% (21 children out of 20 HH)

childrenof below 5 year aged. Of them, 70% male and 35% female based on sampled HH
(Table: 2 Parbat). Of the total below 5 year child population by sex, there is 66.7 percent
male child and 33.3 percent girl child.

In Syangjha district, out of 20 sampled HH, rhevere 85% (17 children out of 20 HH)
children of below 5 year aged. Of them, 40% male and 45% female based on sampled HH
(Table2 Syangjha). Of the total below 5 year child population by sex, there is 47 percent
male child and 53 percent girl child.

In Tanahaun district, out of 20 sampled HH, there were 50% (10 children out of 20 HH)
children of below 5 year aged. Of them, 25% male and 25% female based on sampled HH
(Table2 Tanahaun). Of the total below 5 year child population by sex, there is 50 tpercen
male child and 50 percent girl child.

In Pyuthan district, out of 20 sampled HH, there were 75% (15 children out of 20 HH)
children of below 5 year aged. Of them, 55% male and 20% female based on sampled HH
(Table2 Pyuthan). Of the total below 5 yedrildl population by sex, there is 73.3 percent
male child and 26.7 percent girl child.

In total hill and teradistricts, out of 80 sampled HH, there weiEl (56.8%) male ancdb4
(43.2%) female (25 children out of 18 HH) children of below 5 year aged.
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4.1.5 AGE GROUP OF THE FAM MEMBERS AT SAMPDEHH

The age group by sex in Kapilvastu district of the sampled 20 HH found to be more of
female than male between the reproductive agetflgears) followed by-84 years more
males, 15 years more maleqd below one years of age more males. The least were 60
years and above years more male.

The age group by sex in Nawalparasi district of the sampled 20 HH found to be equal of
male and female between the reproductive agetflears) followed by-84 years more
males, 15 years more males and below one years of age more males. The least-@@re 50
years more males followed by 60 and above years more male

The age group by sex in Rupandehi district of the sampled 20 HH found to be more males
than femad between the reproductive age-@%byears) followed by-84 years equal male

and female, b years more males. The least were 60 years and above equal male and
female followed by 5@0 years mar female

The age group by sex in three districts of tefathe sampled 60 HH found to be more
female than male between the reproductive agetflgears) followed by-84 years more

male than female,-% years more males and. The least were 60 years and above more
female followed by 50 years more femald@able: 3)

Table: 3 Age group by sex in the terai of the total family members of the sampled HH

Male (%) Female (%) | Total
(%)
Total Terai Below 1 year | 14 6 16
6 VDCs
1-5 years 19 15 21
6-14 years 28 24 35
1549 years |83 84 107
5060 years |7 10 12
60 years and 4 4 7
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The age group by sex in Myagdi district of the sampled 20 HH found to be more males
than female between the reproductive age4d5/ears) followed by 60 and above years
more male, 5@0 years more female;3 yeas more female,-84 years more males. The
leastwere below one year's no males.

The age group by sex in Baglung district of the sampled 20 HH found to be more females
then male between the reproductive agesd@¥years) followed by-84 more male, 560

years more female, 60 and above years more mdleyehrs more males. The leastrey

below one year's no females.

The age group by sex in Parbat district of the sampled 20 HH found to be more females
then male between the reproductive agesd@years)ollowed by 614 more female,-5

years more males, 58D years more female, 60 and above years more female. The least
were below one year's more males.

The age group by sex in Syangha district of the sampled 20 HH found to be more females
then male bsveen the reproductive ages {49 years) followed by 560 more male, -b

years more females ¥ years more male, 60 and above years more female. The least
were below one year's only females.

The age group by sex in Tanahaun district of the sam@édi-2found to be more females
then male between the reproductive agesd@Yyears) followed by 560 more female, -6

14 years more female;3 years equal male and female 60 and above years more male.
The least were below one year's more males

The agegroup by sex in Pyuthan district of the sampled 20 HH found to be more males
then male between the reproductive agesd@ years) followed by 560 more female,-b
years more male -84 years more. The least wei@ &d above years only one male.

The total hills (6 districts) there were more-48 years more females followed byl18

more male, 5860 years more females;5lyears more males and 60 and above years more
males. The least was of below 1 year child with more ifTable: 4)
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Table: 4 Age group by sex in the hills of the total family members of the sampled HH

Male (%) Female (%)| Total
Total Hills Below 1 12 8 20
12 VDCs year
42 35 77
1-5 years
51 45 96
6-14 years
189 211 400
1549 years
39 56 95
50-60 years
28 23 51
60 years and
+

The both total hills and terai (9 districts) there were moreld5ears more females
followed by 614 more male, 580 years more females;5lyears more males and 60 and
above years more males. The least was of belogal ghild with more malélable: 5)

Table: 5 Age group by sex in both terai and hills of the total family members of the
sampled HH

Male (%) Female (%)| Total
Both Total Below 1 26 14 14
9 Districts year
and 18 61 50 101
VDCs 1-5 years
79 69 148
6-14 years
272 295 567
1549 years
46 66 112
50-60years
32 30 62
60 years +
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4.1.6 HANDICAPPED POPULATND

No handicapped population found in the sampled HH in Kapilbastu, Nawalparasi,
Rupandehi districts of the terai. The hills, 8gm, Tanahaun, and Pyuthan have no
handicapped population.

In Myagdi, only in Narchyang, there are 3 handicapped people, all male equal in Baglung
(3 person) all males and in Parbat (2 persons) males. A total of 8 persons found to be
handicapped in thredistricts.

4.1.7 REGISTRATION OF LIFEVENTS

The registration of life events in Kapilvastu district found positive. Out of 20 HH, 18 (90%)
had birth registration, a 35% death registration and 75% had marriage registrationgTable
Kapilbastu). This intates that the practice of registration is positive. Birth registration is
vital for all purpose of entire lives as to enrol in school, citizenship, service and other
events of lives.
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Table: 6 Registrationsof Life Events

District VDC Birth Death Marriage No any
registraton | registration | registration | registration
Kapilvastu | Mahendrakot 9 5 5 1
Badganga 9 2 10 1
Nawalparasi Dhaubadi 10 - 10 -
Panchanagar 10 2 10 -
Rupendehi | Debdaha 7 4 10 2
Shankarnagar 10 4 9
Total terai 55 17 54 5
Myagdi Dana 8 2 7 2
Narchyang 9 1 8 1
Baglung Bihunkot 9 2 8 3
Sigana 4 2 6 4
Parbat Limithana 9 6 9 1
Mudikuwa 9 5 10 1
Syangja Alamdebi 5 - 9 1
Birgha 7 - 8 2
Tanahun Ghasikuwa 10 1 10 -
Raipur 9 - 9 1
Pyuthan Swargadwari 8 - 10 -
Bhingri 9 - 10 -
Total hill 96 19 104 16

The registration of life events in Nawalparasi district found positive. Out of 20 HH, 20
(100%) had birth registration, only 2 (10%) death registnatod 100% had marriage
registration (Table:6 Nawalparasi). This indicates that the practice of registration is
positive.

The registration of life events in Rupandehi district found positive. Out of 20 HH, 17 (85%)
had birth registration, only 8 (40%) até registration and 95% had marriage registration
(Table:6 Rupandehi). This indicates that the practice of registration is positive.

In the terai study districts, 55 (91.7%) out of 60 respondents had birth registration followed
by marriage 54 (90%), ddal7 (28.3%) and not yet registered 5 (8.3%). This indicates that
after implementation of RWSSWN Programme, people have understood of the
importance of life events registration and now they are in practice.

The registration of life events in the hjlis Myagdi district found positive. Out of 20 HH,

17 (85%) had birth registration, only 3 (15%) death registration and 15 (75%) had marriage
registration (Table:6 Myagdi). This indicates that the practice of registration is positive.
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The registration ofife events in the hills, in Baglung district found positive. Out of 20 HH,

13 (65%) had birth registration, only 4 (20%) death registration, 14 (70%) had marriage
registration and 7 (35%) had no any registration (Table:6 Baglung). This indicates that the
practice of registration is this district found to be moderate.

In the Parbat district out of 20 HH, 18 (90%) had birth registration, only 11 (55%) death
registration, 19 (95%) had marriage registration and 2 (10%) had no any registration
(Table:6 Parbi. This indicates that the practice of registration is this district found to be
good.

In the Syangjha district out of 20 HH, 12 (60%) had birth registration, no any death
registration, 17 (85%) had marriage registration and 3 (15%) had no any registrat
(Table:6 Syangjha). This indicates that the practice of registration is this district found to be
moderate.

In the Tanahaun district out of 20 HH, 19 (95%) had birth registration, only one (5%) had
death registration, 19 (95%) had marriage regismagiod 1 (5%) had no any registration
(Table:6 Tanahaun). This indicates that the practice of registration is this district found to
be good.

In the Pyuthan district out of 20 HH, 17 (85%) had birth registration, no any death
registration, and 20 (100%) dhanarriage registration (Table:6 Pyuthan). This indicates that
the practice of registration is this district found to be excellent.

In 6 districts of the hills, 120 HH had interviewed and a total ®{&0.8%) had birth
registration, 19 (15.8%) had deatiygistration, 104 (86.7%) had marriage registration and
16 (13.3%) had no any registration. This indicates that the life events registration practice
in the hills found to be satisfactory. This practice was upgraded after implementation of
RWSSRWN Progranme.

In 9 districts of the hills and terai, 180 HH had interviewed and a toté1bf88.9%) had

birth registration, 8 (20%) had death registration, 8%87.8%) had marriage registration
and 21 (11.7%) had no any registration. This indicates that theeViénts registration
practice in the hills and terai in both Programme and Replicated VDCs found to be
satisfactory. This practice was upgraded after implementation of RWA@$Programme.
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Educational status of the family of the sampled HH

The edicational status in the Programme and Replicated VDCs of the sampled HH (n=180)
and their family (n=881 members excluding below 5 years children) found to be high

percent of literate (81.8% including SLC, IA, BA and above where as 18.2% were illiterate.

There is no vast difference between male and female's educational status (Table:7).

The families were encouraged by RWS®® for the education and enrolment rate in
school has been raised if we compare the date of before RWWSEéntry.

Table: 7 Educatiosl Statuses

District VDC Education PROGRAMME| REPLICATED| Total
M F T MFT M F T

9 18 llliterate 29 39 68 41 51 92 70 90 160
Literate 88 88 178 102 101 203|190 189 381
SLC 46 52 98 43 37 8 89 89 178
A (+2) 43 23 66 31 17 48 74 40 114
BA and 17 8 25 15 7 23 |32 15 48
above

4.1.8 INCOME SOURCES OF TSi&MPLEDHH FAMILIES

The income sources have been duplicated (more than one income sources of a family). The
major incane source is from agriculture followed by services, labouring and business

(Table: 8).

Table: 8 Income sources/occupation of the family

District | VDC Income PROGRAMME REPLICATED, Total
source/Occupation

9 18 Agriculture 62 54 116
Business 23 19 42
Labouring 21 27 48
Services 30 26 56
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4.1.9 FOOD SUFFICIENCY

The availability of food for a year found to be good. Some have sufficient for a year and
also selling. Very few families have less than 3 month6, rBonths and ® months
sufficiengy (Table: 9). The duration which is not sufficient by food are managed by
labouring within and outside country. Seasonal labour migration is the alternative to fulfil
the scarcity of foods and daily usages. These patterns have helped to reduce the
malnutrtion. They have irrigation, cannels and water supply for drinking and kitchen
garden. The achievement of the food sufficiency is due to good production where RWSSP
WN is providing drinking water and advocacy about food sources.

Table: 9 Food sufficiencytatuses

District VDC Sufficient for PROGRAMME REPLICATED)| Total

9 18 Less than 3 2 1 3
months
3-6 months 11 7 18
6-9 months 19 14 33
9-12 months 60 50 110
Sufficient and 7 7 14
selling too

4.1.10 MEMBERSHIP IN DIFFERH ORGANISATIRS

The respondents were enquired about whether they are the members of any organisations
(like DWASH CC, VWASH CC and other organisations). Majority of the respondents
found to be no member in any organisation. Out of 180 respondents, only 22 male and 15
female (a total of 37) are the members of organisations (Table:10).

Table 10: Memberships in different organisations related to drinking water and sanitation

District VDC Membership PROGRAMME REPLICATED| Total
9 18 Yes: Male 16 8 22
Female 9 6 15

No 64 79 143

180
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4.1.11 KNOWLEDGE ON SOME STBMENTS

Some of the social, gender, cultural related statements were asked to judge by the
respondents. Of the total 180 respondents, only 80 agreed to give their opiniba o
statements.

The respondents who opined against statements found knowledgeable on social system,
gender equality and cultural practices. More than 96 percent of respondents opined that not
only women must do household works; it is the responsilefitpan and woman. Likewise

95% opined that not only male must do outside home works; it is also the responsibility of
both. More than 97% respondents viewed that not only women must care children but also
by all members of the family. All (100%) do notrag on the statement of " No women are
allowed to be the member of Consumer's Forum"”, they have right to be the members of any
organisations. More than 92% respondents were not agreeing with the statement of "No
women are allowed to work as labourer."” "@s8bns have property right" statement was
denied by more than 96% respondents, it should go also to daughters. The cent percent of
the respondents denied the statement as "Only son is allowed to go to school" (Table:11).

The opinions indicate that thesppondents are knowledgeable on social, gender and cultural
equity, justice, and practices. Humanity, human right and equal opportunities are well set
up after RWSSRVN Programme implementation which had a gap before the Programme
in the VDCs.

Table: 11 @inion on statements

District | VDC | Statements Right | Wrong | Don't Total
(n) (n) know
(n)
9 18 1. Only women must do 3 77 - 80

household work

2. Only male must do outsidg

home works 4 76 i 80
3. Only women must care
children 2 78 - 80
4. No women are allowed to
be the member of Consumer'| - 80 - 80
Forum
5. No women are allowed to 6 74 ) 80
work as labourer
6. Only son have propert

y property 3 77 - 80

right

7. Only son is allowed to go
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to school - 80 - 80

4.1.12 KNOWLEDGE AND PROYICE ONHYGIENE ANCRANITATION

The respondents had asked whether they use toilet or not. Of the total 180 HH, 180 (100%)
have been using toilets after RWSBM Programme implementation (Table: 12). They

had not used toilet before the programme due ta dpéecation practice. The campaigning

on toilet construction by RWSSWN, people started to construct toilet with the assistance

of programme. And thus, today no households are without toilets. This is a great success of
the programme.

Table 12: Numbeof toilets in the sampled HH

District vDC Use of toilet | PROGRAMME REPLICATED| Total

9 18 Yes 90 90 180
No - - -

90 90 180

4.1.13 DEFECATION PLACEEFOREEWSSPWN PROGRAMME

The defecation places of the toilet before RWS®8R programme waepen places such as
jungle, baron land, bank of river, road side and any where etc (Table: 13). As reported by
the respondents, more than 135 (75%) HH (of the interviewed HH) had no toilet before
RWSSPWN entry in the districts. But now, each HH have theilet of any type. This is

the success of the programme.

Table 13: Defecation practice before programme implementation

District | VDC Toilet places | PROGRAMME(p) REPLICATED(R) Total
9 18 Jungle/forest | 10 12 22
River 12 8 20
Open places |9 9 18
Kitchen 7 5 12
garden
Road side 12 8 20
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Dam 5 4 9
Anywhere 20 14 34

Others

75 60 135

4.1.14 FORMS TYPES OF TOILET

The 180 HH had toilets and the forms found common for family members of 149 (82.8%)
HH followed by attached 18(9%), community 15 (8.3%) and no one found to use pots
(Chutuwg. Of the total (180) toilets, 140 (77.8%) was slab/pitched and 40 (22.2%) non
slab/non pitched (Table: 14). This indicates better position and quality of toilets. The
hygiene of toilets werebserved and found clean and non smell, soaps and water for hand
washing after defecation was available.

Table: 14 If yes, Forms of toilet in use

District | VDC Forms of toilet PROGRAMME | REPLICATED) Total
9 18 Personal 8 8 16
(attached)
Community 7 8 15
Common of 75 74 149
Family
Pot - - -
Slab/Pitched 80 60 140
Non slab/non 10 30 40
Pitched

4.1.15 REASONS FOR TOILET BS

There were multiple reasons they repli€grsons replying in health reason also replied
easiness, good hygiene, social pressure and other reasons (as self known, learnt after
consultation with  WASH committee, seeing other's examples, etc). Thus, multiple
responses have been found.
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Maximum (161responses) said the purpose of toilet use was due to the health reasons
followed by for good hygiene (152 responses), for easiness (128 responses) and social

pressure and other reasons (Table: 15).

Table 15: Reasons for toilet use

District VDC Reasons PROGRAMME| REPLICATED| Total
9 18 Health reason | 88 73 161
For easiness 57 71 128
For good 92 60 152
hygiene
Due to social |1 5 6
pressure
Others 19 25 44

4.1.16 SAFETY PRACTICE OF ME&T

The respondents were asked about how thayage if safety tank is full. Majority of them
158 (87.8%) reported that they make vacuum and throw the faces in a ground hole and
cover by soil. Leave as it is (do not do anything) represent a very small percentage (1.1%)

and remaining 20 (11.1%) make ntoilet (Table:16).

Table: 16 Management of (Safety) toilet (if is full)

District VDC Safety way for | PROGRAMME REPLICATED)| Total
full tank

9 18 Do not do 1 1 2
anything
Make another | 2 18 20
new
Make vacuum | 87 71 158
Others

90 90 180
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4.1.17 TOILET USE PATTERN

The toilets at home were used by all members. No persons had been restricted to use all

forms of toilets (Table: 17).

Table: 17 Use of toilet by family members

District

VDC

Toilet use

PROGRAMME

REPLICATED

Total

9

18

Useby all members
Do not use

Children only

90

90

180

4.1.18 REASONS BEHIND NOT 8STRUCTING TOILETSEBORERWSSPWN

The reasons behind not constructing toilets before the RW#$Programme ( of the 135
HH) were feeling no benefit, followed bgxpensive, no knowledge and do not feel
necessary lack (Table:18). They had given special attention for the construction of toilet

and its use by the RWSSKN.

Table: 18 Reasons for not making toilet before RW-S8¥ programme

District | VDC | Reasons PROGRMME REPLICATED | Total

9 18 Don't feel necessary | 10 9 19
No knowledge 20 5 25
No benefit 35 15 50
Expensive 23 18 41

No material available
No land
No family practice

Others

48




4.1.19 MANAGEMENT OF CHILDAEES

The managenm of children's facesvas asked to the respondents. There were multiple
responses. Sometime they throw in toilet, sometime cover by soil and the like. Most of the
children’s faces are thrown in the toilet, followed by covered by soil, leave as it istthrow
field and feed to animal (pig, dog, birds etc) (Table: 19). Thus, there is a need of hygiene
and sanitation education about the management of children's faces to control the health
problems and to promote BCC.

Table: 19 Management of child faces

District VDC Management PROGRAMME REPLICATED| Total
9 18 Throw in toilet | 59 47 106
Cover by 25 21 46
dust/soil
Feed to animal | - 6 6
Leave as it is - 14 14
Other (throwto | 6 2 8
field)
90 90 180

4.1.20 MANAGEMENT OF HYGIENDF WATER CONTAINED POTS

The management of hygiene of water containers was good. Almost all (97.8%) except 4 out
of 180 wash the containers before fetching water (Table: 20).

Table 20: Hygiene of water

District VDC Management of | PROGRAMME REPLICATED| Total
water pot
9 18 Wash before 90 86
fetch
Do not wash - 4
90 90 180
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4.1.21 MEANS OF WASHING OFE WATER CONTAINERS

There have been multiple answers. Sometimes they wash water containers with soap,
sometimes water only and so on. The Majority washtainers with soap followed by ash,
water only, steel wiregush), leaves, straw, soil, paddy particles etc (Table:21). They need
education on the hygiene of water containers and means of washing (preferably soap and
steel wires).

Table: 21 Means of wasg containers

District VDC Means of PROGRAMME REPLICATED) Total
washing

9 18 Water only 28 18
Soil use 7 2
Ash 32 35
Soap 73 58
Straw 4 6
Paddy particles| 2 5
Leaf 6 5
Steel Jhush 8 9
Other 3 1

4.1.22 HAND WASHING PRACTICE

Thee are multiple answers with duplication on hand washing practices. Hand washing
practices found to be universal and scientific. Almost all (96.7%) has the hand washing
practice after defecation, followed by after eating food, after wash of child anus afte
defecation, before child feeding and self eating, before food sharing and any time/always
before any events (Table:22). This practice has reduced the child morbidity and mortality;
keep good personal hygiene of all family members and living healthy [i@s is the
outcomes of RWSSWN Programme.
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Table: 22 Hand washing practice

District | VDC | Hand washing time PROGRAMME| REPLICAT | Total
ED

9 18 After defecation 95 79 174
Before cooking 41 45 86
After eating food 50 58 108
After child 49 49 98
Defecation
Before child feeding 39 29 68
Before foodshare 12 13 25
Any time/always before | 11 12 23
any event

4.1.23 MEANS OF HAND WASHING

The hand washing practice was found good. The means of washing hands by soap is higher
than the dier means. Likewise they wash hands with water only depending upon the tasks
they have performed. Soil, ash and straw have used by very minimal persons (Table:23).

Table: 23 Means of hand washing

District VvDC Means of PROGRAMME REPLICATED, Total
washing

9 18 Water only 6 5 11
Soil use - 2 2
Ash - 9 9
Soap 83 73 156
Straw 1 1 2
Paddy particles| - - -
Other - - -
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4.1.24 USED WATER MANAGEMENT
The respondents have asked about the use of used water. Majority (65.6%)3hdow
water in kitchen garden for useful usages. The remaining throw the used water in sewage,

throw anywhere and in flower pot (Table: 24)

Table 24: Management of used water

District VDC Management of | PROGRAMME REPLICATED| Total
used water
9 18 Throw in 51 67

kitchen garden
Mix in Sewage |5 4

Keep with cover| 1 -

Throw anywhere 29 14
Others (Flower | 4 5
pot)
90 90 180

4.1.25 MANAGEMENT OF MANURE

The respondents have managed the animal excreta and left grass at the holes for the
purposeof storage, keep in cow shed, compound, throw anywhere and keep in farm yard
(Table:25). Thus, no animal excreta are kept open nearby the door of the house.

Table 25: Management of manure (animal excreta)

District | VDC | Management of animal| PROGRMME | REPLICATED| Total
excreta
9 18 Keeping in holes 33 35
Keep in cow shed 34 19
Keep in compound 3 4
Throw anywhere 2 -
Others (farm yard) 18 32
90 90 180
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4.1.26 PLACES OF ANIMAL SHED

The animals have been kept in the cowshed outside thee {82.8%), only 5 are kept
inside the house. The animals inside the house are dog and chicken, goat and pig (Table:
27). Some cows/ox (8 in number) are given to other person to care their animals (Table:
26). Thus, for the sake of health prevention, thienals are kept separate of home. It is due

to the counselling and advocacy given by RWS®R to the people in Programme and
Replicated areas.

Table 26: Animal shed

District | VDC | Management of animall PROGRAMME REPLICATED| Total
shed
9 18 Inside house - 5
Cow shed outside hom( 90 77
Open yard - -
Others (given to others| - 8
90 90 180
Table: 27: Animals inside house
District | VDC Animal inside PROGRAMME REPLICATED
home
9 18 Cow/buffalo/ox | - 1
Dog 12 16
Chicken 25 23
Pig 3 -
Goat 12 1
Others (pigeon) | - 13
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4.1.27 KITCHEN TYPE

Majority of kitchen were made by mud (92 HH out of 180 a 51%) with local technology of
its traditional types. The chimney was adjusted in some of the kitchen even in the
traditional kitchen. Smokelssstove/kitchen was also set up in 60 houses (33.3%), some
were brick made and open hole outside house (Table: 28). Thus, most of the kitchen types
are made keeping health as a major concern which was made after RMNESP
Programme implementation.

Table B: Health related: Types of kitchen oven

SN | District | VDC Kitchen oven | PROGRAMME REPLICATED| Total
1 |9 18 Made by mud | 52 40 92
Smokeless 29 31 60
Made by brick| 5 15 20
Open hole 4 3 7
Others - 1 1
90 90 180

4.1.28 IMMUNIZATIONAND DEWORMING STATUS AMONGHILDREN IN SAMPLED
HOUSEHOLDS

The below one year children were 59 in all sampled VDCs (Table: 3) and 225 children
were of below 5 years age (Table: 4). Thus, a total of children were 284. When the HH
respondents asked about thenunisation and deorming tablets to their children, there

was recall bias. The male respondents did not have knowledge whether their children were
immunised.

Of the 113 responses, 97 had feewd@ming tablets and 16 did not. Likewise, those who
had fel deworming tablets almost all had immunised BCG, DPT, Polio and meseals
(Table: 29). Thus, the children's immunisation status is good due to national Programme of
the government and RWSSKN participation.
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Table 29: Immunisation and Breorming actvities

District | VDC Deworming & PROGRAMME REPLICATED| Total
Immunisation

9 18 Fed tablet 55 42 97
Not yet 11 5 16
Immunised BCG 49 41 90
DPT 51 41 92
Polio 46 46 92
Meseals 44 37 91

4.1.29 MORTALITY AND MORBIDITYOF CHILDREN AND MOBRS

There was no single case of death (mortality) of the children and mothers. The morbidity of
the children reported as of 163 children out of 284 (57.4%) (Table; 3,4 and 30) who were
sick within one year. The tgs of sickness were fever, ARI, diarrhoea, common cold.

Likewise, 169 mothers of the 180 HH, (one HH have more than one women) were sick
(Table 30). The sickness types were fever, body pain, UTI, menstruation inconsistency, etc.

Table: 30 Mortality and wrbidity of children and mothers

District | VDC Mortality & PROGRAMME REPLICATED, Total
Morbidity within 1
year

9 18 Child >5 years - - -
mortality

Child >5 years 94 69 163
morbidity

Pregnant/delivered - - -
women mortality

Pregnant/delivered
women morbidity | 94 75 169
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4.1.30 CHILD GROWTH MONITORIG PRACTICE

There was regular growths monitoring practices of 62 HH and 54 did not (Table:31). The
64 HH have no knowledge about when they have taken growth monitoring. It was due to
male respondents who do not know when their wives took them at ORC centre. Growth
monitoring might have done but due to the ignorance of males (husband) the information
has been missed.

Of the total 62 growth monitored children 42 (67.7%) children haveenatel weight
followed by 14 (22.6%) low weight and 6 (9.7%) over weight (Table: 31). The low weight
percent is lower than national data of malnutrition (@40% children are malnourished in
Nepaldata varies).

Table: 31 Child growths monitoring practice

District | VDC Growth PROGRAMME REPLICATED| Total
monitoring

9 18 Regular weight | 30 32 62
taken
Not yet 37 17 54
If yes
Found low
weight 9 5 14
Moderate 30 12 42
More weight 6 - 6

4.1.31 KNOWLEDGE ONITAMIN, PROTEIN MINERALS A® CARBOHYDRATE AND
FEEDING

Out of 180 HH, only 161 HH replied about feeding frequencies. Of them 132 (82%) have
knowledge on the feeding importance, frequency and practice, vitamins, protein, minerals
and carbohydrate (Table: 32). At least two times fegdiractice has of 85 families
followed by three times and four times (Table: 32). The Tiffin at school are managed by
themselves (113 HH) and 4 children have been receiving by some projects (name
unknown). This indicates that only two times child feedjexcept breast feeding) is not
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satisfactory. Thus, there is the need of food education and its relation with child growth and
nutrition.

Table 32 Knowledge on Vitamin, Protein, Minerals and Carbohydrate and feeding
frequency

District | VDC Knowledge and | PROGRAMME REPLICATED| Total
feeding
frequencies

9 18 Yes 73 59 132
No 15 14 29

Feeding time a

day

One - - -
Two 56 29 85
Three 30 39 69
Four 4 3 7

More than four - - -

Tiffin to child at

school
Yes 61 52 113
No 18 13 31

If yes, who gives

Self manage 57 52 109
School provides | - - -

Projects provide | - - -

Others
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4.1.32 PREGNANCY CARE

Out of 180 HH, 118 (65.5%) have the practicdaa#iing regular weight during pregnancy.

Of them, 143 have taken TT injection and 129 took iron tablets from the health service
outlets. The ANC checkups for four times are more than one, two and three times. More
families have planned for institutional Iokery rather than home assisted by family, at
home assisted by trained midwives (Table: 33). This indicates that women are empowered
on the decision making during and after pregnancy and delivery, aware on the use of health
service outlets, child care, @for medication and treatment. The trend has been raised after
the RWSSP=WN programme implementation.

Table: 33 Pregnancy care

District | VDC Pregnancy care | PROGRAMME REPLICATED| Total

9 18 Regular weight | 57 61 118
TT Injection 75 68 143
Iron tablet use | 64 65 129

ANC Checkups

One tme 1 - 1
Two times 2 4 6
Three times 10 10 20
Four times 45 40 85
More than four |9 10 19
times

Delivery place
plan

At home 12 17 29
(support by
family)

At home 16 19 35
(Support by
trained
midwives)
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Health

Institution 43 42 85
No any plan 1 - 1
made

Other - 2 2

4.1.33 SOURCES OF DRINKINGAYER

The sources of drinking water vary in different ecological zones. But, the RW®ERas
initiated to provide drinking water in different districts and VDCs. But, these schemes may
not be feasible to each and evdrgusehold. Thevailability of water source is pipe
(83.3%) followed by tube well, well, fenced welh&r) and few others (Table: 34No
persons found waterless in the RWS&R programme and replicated VDCs. Some places
have common taps, some private and some well and tube well for certain families installed
in places that not more than 15 minutes walk needed for a common water source.

Table: 34 Sources of drinking water

District VDC Sources of PROGRAMME REPLICATED| Total
Water

9 18 Pipe 81 69 150
Well 4 7 11
Tube well 9 4 13
River - 1 1
Main source - 2 2
Fenced well 1 1 2
(Inar)
Pond - - -
Rain water - - -
Others - 1 1
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4.1.34 QUALITY OF WATER

In the sampled HH, the water sources were available. The quality found to be clean (90%)
and the remaining 10% of water some found dirty, iron contained, and lime mixed (Table:
35). If people are aware oiitfation and purification processes of available water, these

problems will be sorted out.

Table: 35 Quality of water

District | VDC Quality of water | PROGRAMME REPLICATED) Total

9 18 Clean 84 78 162
Seem dirty 4 4 8
Iron contained |1 - 1
Arsenic 1 - 1
contained
Lime mixed - 8 8
Sulphu mixed | - - -
Others - - -

4.1.35 TUBE WELL INFORMATION

In the terai districts, 24 (40%) of the total 60 sampled HH have tube well and other have
other sources of drinkgnwater such as tapnar, well, etc. All tube well was installed
within one year (Table: 36). Few were installed by self and other by projects (name
unknown to them) (this may be RWSSW).

Table: 36 Information on Tube well

District | VDC Tube well PROGRAMME REPLICATED | Total
installation

3 6
Yes 17 7 24
No 23 13 36
If yes
Installed year 12 12 24
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Less than one year

More than two
years

Who helped

Self
Other projects such
as.(Unknown

source)

Water capacity onc
handled

Litre

12

NA

20

NA

4.1.36 WATER QUALITIES IN TH TERAI

This is not available, no one explained about the time and volume (Table 37).

37 Water qualities in Terai (Aesic status)

District | VDC Arsenic status PROGRAMME REPLICATED| Total
3 6 Tested NA
When tested NA
Less than one yed
More than two
years
Volume NA
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Arsenic Filter (if
have more than 5

ppDb)

4.1.37 ARSENIC PROBLEMS

In the teari sampled HH, only 51 HH out of 60 have Tube well. In the tube well installed
HH, 3 had arsenic problem (Table: 38) and they were eradicated with the help of RWSSP
WN.

Table: 38 Arsenic problems

District VDC Arsenic Problem PROGRAMME REPLICATED| Total
3 6
Yes 1 2 3
No 40 8 48

4.1.38 TIME AND FREQUENCY TBRING WATER

The time and frequency in a day to bring water were asked to the respondent. They
reported that less than 15 minutes 157 (88.2%) and 23 (12.8%) more than 15 minutes
(Table: 39). The time they spent for water pottering is under international standard (less
than 15 minutes walk). It is due to the RWSBR assistance by installation of pipe and
tube well in the working VDC4d.ikewise, they mostly bring water twice a day followed by
three times a day and four times a day and more than four times a day (Table: 39). Most of

them have one water sources followed by two and more than two.

Table: 39 Sources and consumption of water

District

VDC

Water source
devises

PROGRAMME

REPLICATED

Total

18

Time to bring
water

Less than 15
minutes

More than 15
Min

Times to bring
in a day

77

13

80

10

157

23
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One time
Two times
Three times
Four times

More than four
times

Number of
water sources

Only one
Two

More than two

32

20

10

33

59

24

28

23

11

47

41

14

60

43

21

42

106

65

4.1.39 PERSONAL HYGIENE

The respondents were asked about their hygiene managehmentbathing frequency
found to be more on once a week 69 (38.3%) followed by two days interval 65 (36.1%),
once a day 41 (22.8) and few on once a month and seldom (Table: 40). The bathing
frequency indicates that they have good practice and they know mbmtaining of good
hygiene. The washing of cloth frequency also is similar with bathing frequency. The means
of washing and bathing are soap and water followed by water only. Nail cutting practice is

more on seldom followed by regular.

Table: 40 Persal Hygiene

District | VDC Hygiene PROGRAMME REPLICATED| Total
9 18
Bathing
Once a day 29 12 41
Two days 32 33 65
interval
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Once a week
Once in 15 days
Once a month

Seldom

Washing
clothes

Once a day

Two days
interval

Once a week
Once in 15 days
Once a month
Seldan
Means of
bathing
materials
Rittha

Soap

Only water
Nail cutting
Regular

Seldom

Biting

27

24

24

43

97

36

63

42

15

25

36

77

38

42

69

39

49

79

174

74

105

64




4.1.40 KNOWLEDGE ON PREVENON OF DIARRHOEA

The responses were more than one on the knowledge on the reasons and prevention from
diarrhoea, and feeding during diarrhoea. The nedents have sufficient knowledge about

the reasons and prevention from diarrhoea. Out of 180 respondents, 155 responses (more
than 86%) said the reasons for diarrhoea is by eating dirty foods, followed by contaminated
water 135 ((75%), eating passed daysds 123 (more than 68%), playing in dirty places,

dirty body and eating whatever available (Table: 41).

Likewise the knowledge on feeding during diarrhoea (as a prevention and control of loose
motion) found to be liquid reported by 150 (83.3%), folloegdORS 149 (82.8%), take to
hospital, breast milk, medicine and feeding only water (Table: 41).

The RWSSPWN seems to be successful to prevent and control diarrhoea in both
programme and replicated districts and VDCs. The significant number of respohdeat
proper knowledge on reasons and feeding practices on diarrhoea of the children. The
advocacy, service, counselling, programme and communication found to be good methods
for imparting the preventive and practice level activities

Table: 41 Diarrhoeeelated information: Reasons and preventives of Diarrhoea

District | VDC Reason of Diarrhoea | PROGRAMME| REPLICATED | Total
9 18
Playing in dirty place | 57 33 90
Eating dirt 88 67 155
Eating passed days | 75 48 123
food
Dirty body 25 27 52
Contaminated water | 75 60 135
Eating whatever avails| 15 19 34

What provid es during

Diarrhoea

Liquid 91 59 150
Breast milk 32 20 52
Only water 7 14 21
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ORS (Jeevan Jal)
Medicine

Take to hospital
Nothing given

84

23

50

65

17

28

149

40

78

4.1.41 OPENDEFECATIONFREE(ODF) AND POSSIBLE HEALTISSUES

Some of the respondents were confused about ODF concepts. Wheontepts were

explained by the enumerators, then all said that their VDCs are ODF VDCs. Of them, 150

(83%) said that ODF was declared within this year (20012) and remainingvas
declared ODF two years back (Table: 42).

This is very high degree of success of RWS¥R that all VDCs are declared ODF and it

has directly and indirectly reducing diarrhoea, bidity and mortality of the family
members especially children

Table 42: Information on Open Defecation Free (ODF) and possible health issues

District

VDC

Health issues

PROGRAMME

REPLICATED

Total

Total 9

Program
(9 VDCs)

Is this VDC
ODF?

Yes

No

If yessince
when?

Within this year
Two years back

Other years

90

70

20

90

80

10

180

150

30
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4.1.42 CHILD HEALTH PROBLEMSN PRE ANDPOST OFODF

The respondents reported the child health situatioing pre and post ODF period. Of the

total 180 respondents, 155 (86%) participated in the interview. Other denied to participate
due to their personal busy schedule. Among the respondents, every person gave their
opinion in each topic as before ODF thehildren had more frequent diarrhoea which was
significantly reduced after some periods of ODF declaration. Likewise, they had wasted
children before ODF declaration which has been reduced significantly. There were many
malnourished (all sorts of malnosinment) children before ODF and has reduced after
some periods of ODF declaration. The high ARI, loss of appetite, expense on treatment, in
capability to play of their children before ODF have significantly changed as the children
were less sick, eating gd volume of food, reduction on treatment costs, well play and
smiling after some periods of ODF declaration (Table:43). The BCC on the use of toilet,
making toilet clean, hand washing practices, keeping personal hygiene good condition,
child rare and carebreast feeding practices, use of ORS and liquids during diarrhoea,
timely treatment of the ARI cases, provision of nutritious foods, fresh diets, frequency of
diet to the children and other behaviours and practices have played significant role to make
child healthy (mental, physical, social, cultural, etc). These situation was in progress due to
the overall education, assistance for toilet construction, BCC messages, communication,
door to door visit and counselling, health education and promotion ofrE&t€rials by
RWSSRPWN while implementing WASH programme activities. Thus, the programme has

a big success and has changed socio, economic, cultural, health and WASH related
situation in between five years periods.

Table: 43 Child health problems at prelgost of ODF

No Health issues in PROG | REPLI | Tot | Health issues i Prog | Repl | Tot
pre ODF Post ODF

9 Pre ODF, the Post ODF,

Dists | child had improvement in

18

VDCs | More frequent Reduced
diarrhoea 88 67 155 | diarrhoea 88 67 155
Wasted 75 75 150 | Reduced Wasted| 75 75 150
Malnourished | 70 70 140 | Reduced 70 70 140

Malnourish

High ARI 65 55 120 | reduced ARI 65 55 120
Loss of appetite| 77 54 131 | Increase appetite| 77 54 131
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More expense
on treatment 81 70 151 | Reduced expensg 81 70 151
on treatment
Could not plg
well

85 80 165 | Can play well 85 80 165
Others
13 13 26 | Others 13 13 26

They were asked on the safe hygiene and water purification methodstepoeted as the

dirty particles have been keeping in holes and buried, burn and throw in safe place from
where smell were not felt. The dirty water was kept in sewage. They have started the
purification of water by boiling, filtration, thrilling and bldaiag. This practice was not
much before the programme implementation by RW®8¥ This indicates that RWSSP

WN has success to implement these programme and good shape of BCC.

4.1.43 COORDINATION ORWSSPWN

The information by the respondents on the nektmg and collaboration of RWSSRN

has found to be positive. In their view, RWSBM works with grass root Volunteers,
ward committee, VDC, health institutions, VWASHCC, DWASHCC, DDC, government
organisations such as irrigation, agriculture within therdioation committee of the
district under DDC.

4.1.44 KNOWLEDGE ON CHANGBROUGHT BRWSSPWN

The informationin table 43 above was supplemented by the overall achievements of
RWSSPWN. The respondents reported that the RWS@® programme has encouraged

for toilet construction and use; declared ODF; reduced diarrhoeal and other health
problems; reduced malnutrition; promoted women's and child health status; raised capacity
through training; formed different committees (Table:44) and in overall, changgHirin
integrated areas. A significant low number of respondents felt no change.

Table: 44 Knowledge on change brought by RWSER during five years

District | VDC Change PROGRAMME REPLICATED, Total
9 18 Encouraged for
toilet 68 12 80
construction and
use
Declaed ODF 68 11 79
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Reduced
diarrhoeal
incidence 41 4 45

Reduced
malnutrition 2 4 6

Reduced

children's and
women health 15 2 17
problems

Raised capacity | 14 4 18
through training

Formed different| 22 6 28
committees
Nothing changed 10 1 11

4.1.45 FUTURE EXPECTATION

The respondents were asked about their future expectation with RWSISFhey have

not so much vague expectations. They reported that in the future, the RWISS®uld

be betterto stay long and long; provide regular supply and improvement of quality of
drinking water; the second term project should be completed; awareness programme should
be conducted long lasting; economic oriented trainings should be given; skill oriented
trainings; equality and equity in supply of drinking water; full support in construction of
sanitary latrine; provision of irrigation system; and should focus in water borne disease
control (Table: 45)

Table: 45 Future expectations

District | VDC | Expectations

9 18 RWSSRWN should stay long and long

Regular supply & improvement of quality of drinking water.
The second term project should be completed.
Awareness Programme should be conducted long lasting.
Economic oriented trainings should be given.

Skill oriented trainings.

Equality & equity in supply of drinking water.

Full support in construction of sanitary latrine.

Provision of irrigation system.
Focus in water borne disease control.

= =4 -4 -4 8 8 2 _a _a -2
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1 Regular involvement in the maintenance, monitoring, supervis
refresher training, physical and human resource supports

4.1.46 OBSERVATION OF HOUSBEHD SITUATION

The observation of the household and its surroundings were done in all sampled VDCs.
The observation found the water was available for household use;@dagntl washing

also found; few toilets had excreta outside toilets (11%); water shield was available; clean
slab available; mosquito and fly was found; separate pot (only for washing after defecation)
was found; available of toilet brush, detergent, asiu the toilet easy to use by children
and disabled. Few toilets were full of excreta and bad smelling. The overall impression
from observation found to be positive.

The water pot was covered in most of the HH; house particles are kept anywhere as well as
safe in different HH; washing platforms are managed safe with drying stand.

Thus, the WASH found good after implementation of RW-S@ER programme.

Table: 46 Information from observation

District | VDC Issues of Toilet PROGRAMME | REPLICATED
9 18
Water aailable 80 86
50ap is available 72 78
Seen excreta outside toilet 20 72
Water shield available 57 76
Clean slab 66 63
Seen Mosquito and fly 39 34
Separate pot for washing after
defecation 73 86
Toilet brush
Detergent 56 58
Ash available 32 90
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Bad smelling

Full of excreta in hole
Easy to use by dadren
Easy for disabled

Household instruments

The water pot has clot
Water pot is covered

Pots kept safe to children

House particles are kept at:

Anywhere
Pits

Collected in one place

Washing platform is:

Well managed

Haphazard

Pots drying stand

27

38

51

65

72

74

54

25

24

44

66

34

51

94

34

10

94

33
80

48
16
20
64

40
40

20
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PTER 5

5. QUALITATIVE FINDINGS

5.1DESCRIPTION OF THE QUAL ITATIVE INFORMATION (FGD AND KII)

The qualitative information was gathered using Focus Group Discussion (FGD), Key

Informant Interview (KII) guidelines and roster analysis checklist.

The numbers of the FGD, Kll and rosters were as follows:

SN | District Programme VDCs Replicated VDCs Tot | Grand Total
al
VDC Kll FGD |VDC Kll FGD | Ros | KIl FG
* i ter D
Terai
1 | Kapilvastu | Mahendrakot | 5 1 Bangang | 5 1 2
a
2 | Nawalparasi Dhaubadi 5 xx** | Panchang 5 1 2
* gar
3 | Rupendehi | Devdaha 5 1 Shankarn| 5 XX 2
agar
Terai Total 15 2 15 2 6 30 4
Hills 1
4 | Myagdi Dana 5 1 Narchyan| 5 XX 2
g
5 | Baglung Bihunkot 5 XX Sigana |5 1 2
6 | Parbat Limithana 5 1 Mudikuw | 5 XX 2 30 3
a
Hills 2
7 | Syanja Alamadevi 5 XX Birjha 5 1 2
8 | Tanahaun | Ghansikuwa |5 1 Raipur 5 XX 2
9 | Pyuthan Swargadwari | 5 XX Bhingri |5 1 2 30 3
khal
Hills total 30 30 12
Total 45 5 45 5 18 |90 10

*1=S/HP In charge; 2= VDC Secretary;3=FCHV; 4= Teachers; 5=Leading Mother (Total 5 from one VDC)
** VWASH Committee members-B in a grop
*** No intervention (no FGD)
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5.2DESCRIPTION OF FGD PARTICIPANTS

The instruments for FGD and KIl were the same to compare the qualitative information
from FGD and KiIl.

Participants by Description in the Project (P) and Replicated (R) VDCs.

A total of 10 FGDs were conducted in ten VDCs with VWASH CC members out of 18
VDCs. Likewise 90 KIl was done with S/HP -aiharges, VDC secretaries, Teachers,
Leading mothers (5 persons per VDC ie 18x5=90). Likewise the 18 S/HP records on the
morbidity and mortéty of mother and children and incidence of diarrhoeal diseases were
recorded.

The all FGD participants in 10 FGD sessions were 46 male and 16 female with a total of 62
persons. The sex ratio of FGD participants were 74% male and 26% female. Of them 38
(61.3%) was the member of VWASH CC, 7 (11.3%) active mother's group members and
other organisation members like FCHVs, cooperatives were 17 (27.4%). Of them, 60
(96.8%) were the resident of the same VDCs and 2 (3.2%) outside VDC. Of the 62
participants, byprofession 34 (54.8%) were engaged in agriculture followed by no
profession 16 (25.8%) and service 12 (19.4%). Of the 62 participants, only 3 ((4.8%) were
literate and remaining literate, secondary, and higher educated. All ethnic groups of all
strata hagarticipated.

5.3DESCRIPTION OF Kl PARTICIPANTS
Participants by Description in the Project (P) and Replicated (R) VDCs.

The total number of KlI participants were 90, of them 53 (58.9%) was male and 37 (41.1%)
female. The profession of these particigsawere service 75 (83.3%) followed by FCHVs

15 (16.7%). Likewise the position interviewed in the KIl were 18 (20%) each of VDC
secretaries, Lead mothers, and health pergaidgV/, ANM and HAs. The teachers were 21
(23.3%) and FCHV 15 (16.7%). The serviaays of them was more of 3 years above 64
(71.1%) followed by 13 years 20 (22.2%) and below one year 6 (6.7%). Their education
was SLC 54 (60%) followed by IA and above 18 each (20% each ie 40%).

5.4ROSTER ANALYSIS

The roster of the 18 health institotis were analysed on the mother and child mortality and
morbidity and incidence of diarrhoeal diseases between five years periods (2063/64 to
2068/69 fiscal years).
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5.5FINDING SAND DISCUSSION OF QUALITATIVE INFOR MATION

Findings and discussion dfi@ qualitative information has bedescribedtogether (FGD
and KII due to same guidelines applied while having discussions and interviews.

5.6L EADING OPINIONS OF T HE POINTS DISCUSSEDDURING Focus GROUP DISCUSSION
(FGD) AnD KII

1) Knowledge on the Rural Wder Supply and Sanitation Project (Since its
implementation period)

The participants of FGD and KIl have similar opinion on the programme implementation
of RWSSPRWN in the programme and replicated VDCs. All of them opined that RWSSP
WN had started its pgramme since establishment o#3years back. The date varies
because, the programme have implemented in different years in different districts and
VDCs as programme and replication processes. Thus, they have knowledge on the works
that RWSSPWN has initided.

Both the FGD and KIlI findings indicate the types of works that RW@&®Phas initiated

as opined by the participants and respondents as it plays vital role in sanitation, hygiene
and drinking water. According to the demand of the people, RWSSPhas been
supplying safe drinking water, toilet constructions, training, health education, coordination
between different organisations in district, VDCs and ward level, formation of WASH
committees, organising meetings, workshops, recruiting local levéfs,staroviding
materials, monitoring and supervising the programme activities, discussion sessions with
local stakeholders and beneficiaries. These were the conclusion made in the discussion
sessions in all VDCs and the responses of Kll similar with the @ household survey.

It is still helping us. Most importantly, the declaration of ODF VDCs and district is a major
contribution made by RWSSWN (all participants and respondents).

2) When the project was launched
The opinion on the programme implenation varied in different VDCs such as

In 2064years Mahendrakot (2person)

In 2055/2056 , Devdaha(2person)

In2068, Bandganga(3person)

In 2067, Dhaubadi(2persons)

In 2065, Alamdevi(3persons)

In 2067,Ghansikuwa(5persons)

In 2066 Chaitra at Limithana.(4)

In 2067 at Bihukot (3)

In DDC Baglung it was established inG2§2).
In 2067 Chaitra at Dana(4).
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3) What activities were initiated

= =4 =4 -4

=

= =8 -8_-0_9_9_95_°2_2_-2°_-°3.-2-

The information on the activities mentioned by FGD participants anf KIlI respondents as
mentioned above (no 1 point). They have added the activities as:

Provision of safe drinking war , toilet, construction of overhead tanks (Dhaubadi VDC,
Devdadha VDC) (5 person)

TBC triggers training in VDC

Supply safe drinking water in each house hold (Bandganga, Mahendrakot VDC)(7 persons)
Technical support like training on drinking water aaditation (Ghasikuwa VDC)

The water of DHUS KHOLA was lifted by which KA,KHA,GA AAKANDE was
implemented.

This project providedeward money after VDC declared ODF and VWASHCC provided
siphoon ,cements, pipe to tpeorpeopleto upgrade the temporary lets ,around 25 non
sanitary latrine were build up in ward wise (Alamdevi VIMS)ng the reward money
Awareness program on not to go for open defecation and importance of cleanliness,
personal hygiene and sanitation.

Planning for drinking water supplits protection and preservation.(4 persons )

Helpep to make our VDC open defecation free (ODF) (Bihukot )

It provides nutritional program trainings to teachers.(4)

Promoter training.(3)

Formation of WASH plan.

Development of common fund.(2 Dana)

Teachs on consumption of clean water from source to mouth.(7)

Urine collection (5)

Agricultural trainings & programmes.(5)

Community health fund.(7)

Helps in organization of health camp inicordination with youth clubs.(2)

Establishment of emergency fundeaich ward.(3)

4) Why these activities had been initiated

T

= =4 =4 -8 8 4

= =4 =4 -8 8 4

For health and sanitation (Mahendrakot VDC,Devdaha VDC)

To declare ODF area (Dhaubadi VDC, Bandganga VDC)

For the betterment of people in water, health and sanitary sector.(Alamdevi VDC)
For behaviaral change (ghasikuwa VDC)(2)

To provide pure drinking water to VDC people.(Limithana VDC)

To improve the health status of the community.(2)

To prevent from different diseases.(4)

To make people aware about different diseases due to unhygienic envirgBinakot
VDC)

To protect water sources.

To provide the community people the minimum quality of life.(3)

To keep the VDC neat, clean and green.(Dana VDC)

To change the traditional beliefs, attitudes & practices of the people.(3)

To prevent us from commuable & waterborne diseases.(2)

to provide drinking water to all people.(4)
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5) What structures and organogram were made to work by this project

The discussion on the working structures and organogram in FGD and KIlI concluded that
RWSSPWN works by coordinting with VDC, wards, ethnicity, gender wise, VWASHCC

and supervision by the higher level (Devdah, Mahendrakot). Beside this, it works in
collaboration with Nepal government, DDC, VDC, Finida government, consumers
committee, and drinking water organizatiphaubadia, Bandganga).

The working organogram is based on chain of system , superior level like DDC,VDC to
inferior level like VWASHCCc, community level(Alamdevi VDC, Ghansikuwa VDC).

The committee is selected either by consensus or by election inatmgo male and
female, advantaged to disadvantaged, marginalised, dalit, janajati groups, representative of
all political parties, political institution at VDC and district level, volunteers health and
WASH, teachers and social workers. Thus, it hapeesentative of all strata of society.

6) How do these structure and organogram work

It is working as rules and regulation as directed from RW@&&P(all VDCs). Budget is
allocated with DDC, VDC by RWSSWN, user's group, their direct fund and investment.
They have regular meetings, monitoring, supervision and progress review meetings and
review reports share between the members of the committees. It also works according to
identification of problems which are discussed at meetings, problems are prioaitided
effective actions are taken to solve them. Problems are first identified from ward levels
which are then discussed in meetings and solutions are extracted.

7) What were the main priorities of this project?

The discussion and interview revealed thengres of support in various forms. Some of

the revealed the support in construction of toilet and safe drinking water,-Heajtbne

and sanitation and changing to healthy behaviour trainings, formation of groups and
committees, fund raising and marihg and evaluation of the implemented programme
activities. The other main priority is to declare the ODF society in the programme and
replicated VDCs.

8) What Physical assistance has given by this project

The RWSSPWN invest for drinking water taps inhie schools, common places and in HH
level, construction materials forstitutionaltoilet, taps and water sources, tanks and filters
(synopsis of all group discussion and Kll responses).

9) Do this project have formed WASH Coordination Committee (WASHCC) inthe
District and VDC level.

The discussiorand KIl responses revealed that they have knowledge on the ways of
committee formation initiated by RWSSKN. The selection process was based on peoples
interest, comprising of total 48 member in a committeel2omembers based on the
interests and availability of volunteers combing of all strata of society (gestti@icity,

etc), VWASHCC, CHASACcommittees are nhamed in some places. VWASHCC is formed
in each VDCs and other committees are formed as per tla¢iaitsi of specific VDCs.
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10)Why the Committee have been formed, what are the reasons

The participant's opinion on the reasons of formation of the committee by RW8Ske

for easy working at the community level, to mobilize the committee member in the VDC
so that it is easy to work and their participation make them the activities are of their own
and helps for sustainability of the activities, it has formed also for supervision, advocacy
and to help to run the project smoothly. It is also formed for ifigation of problems at
grass root level, prioritise by themselves and ultimately for BCC success (same to all
VDCs). They have contributed during the installation, construction, care and advocacy on
water supply, hygiene and sanitation. It has helpechake ODF VDCs. Thus, the local
committees have formed for the bottom up approach rather than top down for better
participation of local people.

11)How is the water condition in this district and VDC

The water was not sufficient before RWS8BM presence. Rple were bound to fetch
water even an hour walking in the hills. The condition in terai before the programme also
was not good. They had fetched water from pond where animals also use, and some
common tube well and wellrar). The schools, health institans and offices had scarcity

of water sources. But, now, after RWSBM, water supply, safe and sufficient is not the
problem.

12)What was the water condition in the district/\VDC before RWSSPWN project

Rain water, water from ponds, open places, nataalbdwo pipe, rivers were the sources.
But, after RWSSRNN, the tap water is mostly available in HH, institution, common place
levels. Now is sufficient for all people. Their time of fetching water has significantly been
reduced.

13) What sorts of health, hygieme and sanitation project have been implemented in the
district/VDC

The programme is comprehensive implemented by RWSSIP The reduction of health
problems is thought to be better management of health service outlets by many institutions.
But, RWSSPWN has started comprehensive programme as a determinants of health and
healthy lives for better preventive measures form ill health. Construction of toilet, water
supply, hygiene education ultimately controls diarrhoea, malnutrition and other human
health prokems. For this, huge amount of physical, human, financial and infrastructural
resources have been invested by RWS@ in districts, VDCs and wards, institutions,
public concern places and household level.

Water supply (taps, tube wells, sprouts etc)wasges, toilet constructions, strengthening
health service outlets, sources for drugs, health and hygiene education, advocacy,
counselling, implementations, financial supports, reward system, compensation system,
workshops, talk programmes, meetings, sersin@xposure visits, communications,
promotion of IEC materials and distributions, hoarding boards, leaflets, journals, reports,
training manuals, constructions, supply and many more have been provided by RWSSP
WN. Thus, within a short period (5 years dion) the ODF have been declared in districts
and VDCs as reported by the FGD and KiII participants.
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14)What are the benefits from these project and what are the harms

The discussion revealed that the benefits are uncountable that if RWENSkould not

have been in our locality we would be suffered from multiple problems such as health
problems, poor quality of lives due to scarcity of water, food, education, malnutrition,
maternal and child morbidity and mortality, poor hygiene and so on.

The harms are nateen but people might have more expectation towards availability of
other needs such as assistance to construct their own houses, school buildings, health
institutions, and scholarship for school children, dress, books and stationeries, Tiffin to
school clidren for ever. The dependency may be raised.

But the skill development training and objectives and duration of R\V8NRrogramme

have been well explained and people know that this programme will not be longer than 5
years and it will be shifted to othdistricts and VDCs as replication of the programme to
the needy people. Thus, the people have good satisfaction and the committees will work for
further management, maintenance and care of their concerns.

15)Who have been benefitted since 5 years back frorthe project (Elderly people,
women, backward group...)

The discussion and Kl information are aware of the prople who have been benefitted. The
richest families who had toilets also got health education on hygiene of persons and toilets.
They also got dnking water safe, exposed with new ventures and all benefits from the
programme etc. Likewise who had no toilet facilities, drinking water facilities and
education on water, hygiene, and sanitation especially very and ultra poor, marginalised,
dalit, depived, backward, women men, children, elderly (all ages) have given priority and
got benefitted. Thus, all of the inhabitants' got benefit from the project.

16)How the project has contributed to control diarrhoea (Explain pre and post project
condition)

The diarrhoeal condition in the pre implementation of RWS8R was worse. The
household survey also has revealed the condition was worse such as diarrhoeal incidence
was frequent and high, high rate of malnutrition, loss of appetite of the children, expensive
treatment costs, children were reluctant to play, could not eat well and mortality and
morbidity of children was high and likewise.

But, after the implementation of RWSSPN programme, the situation has dramatically
changed (FGD discussion) and all ti@ove condition is just reversed (KII information).

The mortality of children due to diarrhoea is about nil, if dies that is due to other reasons
but not diarrhoea because all have known the preventive measures, treatment seeking
behaviour and use of liggs and ORS during diarrhoea, children's hygiene, nutritious
foods, frequency of food taking and education and conscious level have raised and have
better position of all the children and family. The ODF has become the core for the
reduction of such problesn
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17) How the project has contributed to promote Hygiene and Sanitation (Explain
pre and post project condition).

The discussion and Kll responses revealed that the hygiene and sanitation status of the
people before RWSS®/N programme was too poor. As &d in nol6é above, the
situation for water supply, hygiene and sanitation was extremely poor. For each of concern
of household needs, for better hygiene and for washing practices, for better sewage, water
is vital. The districts and VDCs were in the scyraf water and then had badly affected

with many problems associated with water availability. Open defecation was common in all
VDCs.

But, after the programme of RWSS®PN, gradually the situation improved and in this
stage now, no one is in crisis of wa All have got water, toilets, education, better
hygiene, changed previous behaviour to keep the family healthy and no one is dying due to
diarrhoeas and the women are attending health institutions for pregnancy checkups (ANC),
treatment of pregnancy owlications and for delivery. Thus, there is no maternal death
too.

18)Is there any progress in constructing Toilets and its use

The discussion viewed that all households have any types of toilets, and thus have declared
ODF. The neighbours where the pragrae has not been implemented also following the
process for ODF and maintaining by their own effort.

19)Contributions in assisting for Toilets (Rewards, assistance, counselling and reasons)

There is rward system like if someone constructs toilets andchastg of materials, on

the basis of WASHCC and local staff's recommendation; There is rigorous counselling
system by the field staffs, volunteers and WASHCC for encouraging to construct, maintain,
use, keeping hygienic and sustainability.

20) How the project has contributed to reduce maternal and child mortality
(Explain pre and post project condition)

The FGD and KII opined the same thing as explained in 15, 16, and 17 above. The
maternal and child morbidity and mortality was high before the programméodibeir
traditional practices, cultural taboo such as no liquid during diarrhoea, food taboos during
pregnancy, lactating period. Personal care during menstruations, home delivery, poor diet
and hygiene, open defecation, contaminated water use, aninbalnolng within the house,
illiteracy and unawareness on household workload distribution, gender biasness, big family
size, low short spacing of birth and many more opined by FGD and KII participants.

After RWSSPWN programme within five years duration, adtevious practices have
converted towards positiveystemsThe societies now are ODF. The situation now is no
morbidity and mortality of children and women due to WASH activities.

21) How the project has contributed to promote health and Nutrition
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The views of the FGD and KII participants on the health and nutrition are positive. The
traditional practices have been converted to system such as regular ANC, TT injection and
deworming during pregnancy, use of ORS and liquids and treatment during é&rrho
proper and nutritious foods to all members especially to children, pregnant and elderly
persons, proper sanitation, good personal hygiene and its habits such as hand washing,
bathing, washing clothes etc, use of safe water, separating animal shetsloutse, good
sewage, managing properly children's excreta, no open defecation, better knowledge,
empowerment, inclusion of excluded groups in programme equally with other people, etc
are the contribution made by RWS8M during programme periods.

22)How the project has contributed to Schools

The schools are also benefitted with the construction of toilets, drinking water, water
storage tanks, materials, maintenance, sewages, training to teachers, incorporating teachers
in WASHCC, orientation on WASH to scbl children, advocacy, and participation in
school programmes by the staffs of RWSSR and so on.

23) How the project has contributed to DDC and VDC

The discussion revealed that the contribution to VDC and DDC by RW@$Rire in
many ways. The VDCs and DBChave formed VWASHCC and DWASDH CC, has
position of staffs in each districts from RWSBMN, provides budgets, trainings, exposure
visits, forms different committees, coordination, programme incorporating in yearly plan of
DDC, and assistance as per thguieement and within the RWSSRKN's plan and system.

24) What recommendation you want to make to RWSSRVN for future activities
(list the activities)

The general recommendations from the FGD and Kl participation, the opinions have been
listed. They opine@s"If possible and has in the plan of RWS&WR, the following have
been recommended.”

Completion of drinking water project (Mahendrakot VDC)

Skill oriented programmall VDCs

Waste management programme, waste as a alternative use (training and expthsures

VDCs

Provision of irrigation facilities (Aalamdevi Devi VDC )

Provision of lifting the water from "Aandhi khola" river (Aalamdevi VDC )

Reconstruction of schools buildings(Aalamdevi Devi VDC )

Regular supervision and monitoring of constructed taihet water tanks and pipe linesl

VDCs

8. Additional/refresher training on sanitation and nutritional programmes to FCHVs, school
teachers and mother grouals VDCs.

9. Water treatment plant and filtration of water source.

10.Remaining plan and programme sholbéfulfilled.

11.Regular support for the maintenance, repair, construction modern toilets, changing liked

pipes of water are necessary.

WwnN e

No ok
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CHAPTER 6

6. ROSTER ANALYSIS

6.1 ROSTER ANALYSIS OF THE HEALTH INSTITUTIONS OF RWSSRPRWN WORKING
DisTRICTS/VDCS

The roger of health institutions were observed and recorded in the sampled VDCs. There
are 13 health institutions records, others had no records. The inforroatibe incidence

of diarrhoeasand childmorbidity, mortality, as well as maternal morbidity and taliy

were recordedThe following table shows the incidence of diarrhosad childmorbidity.

The specific VDC wise tables given below also explain the incidences, moetality,
morbidity and their causes.

Table: 47 Incidence of diarrhoea and child mdastal

District vbC Incidence of Diarrhoea (Number ) Child Mortality (Number %)
206
2063 | 4/6 | 2065 | 2066/ | 2067 | 2068 | 2063/ | 2064 | 2065 | 2066 | 206 | 2068/
/64 |5 |/66 |67 /68 | /69 |64 /65 | /66 |/67 |7/68 |69
Kapilvastu | Mahendrakot | nax | 820 | 578 | 744 | 908 | 622 |NA | NA |nil |nil | nil nil
Badganga
Nawalparas| Dhaubadi
! NA | NA| 274 | 261 | 170 | 122 [NA | nil | nil  |nil | nil | nil
Panchanagar| Na | NA | 147 | 395 | NA | NA | NA nil nil nil NA | NA
Rupendehi | Debdaha 180
NA 995 | 968 | 913 | 104 | NA nil nil nil nil nil
Shankarnagatr
Total terai 199 1991
820 | 4 2368 848
Myagdi Dana 24 | 49 | 43 | 27 51 | NA | nil nil nil nil nil nil
Narchyang
Baglung Bihunkot NA | NA| 65 | 86 52 | 49 | NA NA nil nil nil
Sigana nil
Parbat Limithana ]
NA | NA| 26 |28 22 |20 |NA NA | nil nil nil nil
Mudikuwa NA | NA |38 |42 34 [35 |NA |NA |nil |nil |ni nil
Syangja Alamdebi )
NA | NA | NA | 207 182 | 167 | NA NA | NA |nil nil nil
Birgha NA | NA | NA |293 |262 | 203 | NA NA | NA | nil nil nil
Tanahun Ghasikuwa )
(Raipur) NA | NA| NA | 191 |153 |85 |NA NA | NA | nil nil nil
Raipur NA | NA |NA |245 |203 | 164 | NA |[NA | NA |nil nil nil
Pyuthan Swargadwari
Bhingri
Total hill 24 |49 | 172 | 1119 | 959 | 723 | - - - - - -

* NA= Not available
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District wise records of incidence of diarrhoea, morbidity, mortality, causes and types
of health problems are as follows:

In Kapilbastu district, only one SHP that is Mahendrakot had recdrdsaohoea and
morbidity. The Banganga had no records.

The Mahendrakot SHP records from 2063/64 to 2068/69 (2007/08 to 2011/12) were
recorded. The incidence of diarrhoea among reported cases in health institution was found
reduced. But, this reductionmmaot provide the real picture of diarrhoea. It depends upon
how many families have reported to the health institution. There may be less diarrhoea and
reporting rate may be high and/or the diarrhoeal cases are treated at home. This situation
applies to alS/HPs.

Whatever the figures are available in the SHP, it shows the reduction of the cases (51% in
2007/08 to 39% in 2011/12).

Likewise the child morbidity (all sorts of child health problems including diarrhoea) has
shown changed significantly which &&6% in 2007/08 and reduced to 16% in 2011/12.
This shows highly significant reduction on child morbidity. No any mortality of child
found in all years.

On the contrary, maternal morbidity (all health problems of women visited SHP) found
increased from ¥% in 2007/08 to 2011/12.

The records show that the causes of diarrhoea of the children are non infectious, amoebic
and bacillary. The child morbidity is due to the pneumonia, abdominal pain, and fever and
skin infection which are not the direct causedarrhoea. Abdominal pain may be due
various reasons. There was no record of stool examination, may be the facility of
laboratory is not available in the SHP.

The major causes of maternal (women) morbidity recordedA®BD (Acute Peptic
Disease), P.I.D.Relvic Inflammatory Disease), Gastritis and joint pain. No maternal
mortality have recorded in all years.

In Baglung district, two SHPs, only Bhiukot SHP had records of diarrhoea and morbidity.

The Bihukot SHP records from 2063/64 to 2068/69 (2007/0301d/12) were recorded.
The incidence of diarrhoea among reported cases in health institution was found reduced.

Whatever the figures are available in the SHP, it shows the reduction of the cases (n=65 in
2007/08 to n=49 in 2011/12).

The child morbidiy (all sorts of child health problems including diarrhoea) has shown
increased which was n=103 in 2007/08 and increased to n= 138 in 2011/12. This shows
slight raise on child morbidity. This may be the seasonal health problems and the
consultation practiceéo health institution may have raised due to BCC programme of
RWSSRPWN. No any mortality of child found in all years.
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Likewise, maternal morbidity (all health problems of women visited SHP) found increased
from n=42 in 2007/08 to n= 49 in 2011/12.

The records show that the causes of diarrhoea of the childrefuar® infected water, and
contaminated food.

The child morbidity is due to environment change, poor nutritious food, and lack of proper
personal hygiene.

The major causes of maternal (womem)rbidity recorded arexcessive work load and
bleeding.

The records of Dana SHP of Myagdi district2§i07/08 to 2011/12 shows the diarrhoeal
incidence has been reduced from the fiscal year of 2008/09 onwards (56% to 44%). But,
the child morbidity has & increased from 96 cases to 115 cases. Maternal morbidity has
significantly reduced from 215 to 145 cases. No any child and maternal mortality found in
between five years periods. Bacterial cause has been recorded for diarrhoea infection. The
morbidity reasons of children recorded as lacking care in seasonal illness and lack of
exclusive breast feeding. Maternal morbidity has recorded as low ANC and PNC visits and
complications during pregnancy. No any mortality of child and mother are recorded during
five year periods.

The incidence recorded in the roster of Dhaubadi SHP, Nawalparasi showed significant
reduction of diarrhoeal disease 18% in 2009/10 and 8% in 2011/12. Child morbidity seems
stagnant but no child mortality. The maternal morbidity has atgufisantly decreased

from 75% in 2009/10 to 2% in 2011/12 and no any maternal mortality has been recorded.

The diarrhoea has found as of Aafectious, amoebic and bacillary. The child morbidity
was ofPneumonia, abdominal pain and fever and skinlpros. Maternal morbidity was
recorded as of APD, PID, gastritis and joint pain

The incidence recorded in the roster of Panchanagar HP, Nawalparasi has no record except
two fiscal years. Thus, cannot analyse the situation. Whatever the registratiomhafedibr

cases was non infectious and amoebic with morbidity of pneumonia, abdominal pain and
fever.

The diarrhoea has found as of Aafectious, amoebic and bacillary. The child morbidity
was ofPneumonia, abdominal pain and fever and skin problems. haterorbidity was
recorded as of APD, PID, gastritis and joint pain.

The maternal morbidity was APD, PID and joint pain.

Encouragement for data keeping is necessary.

The incidence recorded in the roster of Limithana SHP, Parbat district showed slight
reduction of diarrhoeal disease n=26 in 2009/10 and 20 in 2011/12. Child morbidity seems

stagnant but no child mortality. The maternal morbidity has also slightly decreased from
n=37 in 2009/10 to n=31 in 2011/12 and no any maternal mortality has beetertcor
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The diarrhoea has found as of infected water, contaminated food and unhygienic
environment. The child morbidity was nutritional problem and environmental problems.
Maternal morbidity was due to excessive work load and bleeding.

The recording systein the S/HP seemed to be very poor and inconsistancy.

The incidence recorded in the roster of Mudikuwa SHP, Parbat district showed the trend as
reduction of diarrhoeal disease n=42 in 2010/11 and n=35 in 2011/12. Child morbidity
seems reduced but no chiimortality. The maternal morbidity has also significantly
decreased from n=54 in 2009/10 to n=34 in 2011/12 and no any maternal mortality has
been recorded.

The reasons of diarrhoea has found due to lack of nutritious food, use of contaminated food
and climate change. The child morbidity was due to lack of exclusive breast feeding,
sanitation and hygien&laternal morbidity was recorded as due to the lack of ANC and
PNC visits, early pregnancy and lack of proper care during pregnancy.

The recording sysetn in this SHP also is poor.

The incidence recorded in the roster of Raipur SHP, Pyuthan district showed reduction of
diarrhoeal disease 29% in 2010/11 and 19% in 2011/12. Child morbidity seems a slight
reduced but no child mortality. The maternal moryidias shown increased from n= 2832

in 2010/11 to n= 3175 in 2011/12 and no any maternal mortality has been recorded.

The diarrhoea has found as of Aafectious, amoebic and bacillary. The child morbidity
was of ARI, ear infection ani@éver and skin ppblems. Maternal morbidity was recorded as
of UTI, APD, PID, and joint pain.

The recording system in this SHP also is poor.
In the Raipur SHP of Pyuthan district, no record found.

The incidence recorded in the roster of Devdaha SHP, Rupandehi distnegd reduction

of diarrhoeal disease 22% in 2008/09 and 13% in 2011/12. Child morbidity seems a high
but no child mortality. The maternal morbidity record was not found and no any maternal
mortality was recorded.

The diarrhoea has found as of Aafectious, amoebic and bacillary. The child morbidity
was of pneumonia, fever, skin infection and abdominal pdaternal morbidity was not
recorded.

The recording system in this SHP also is poor.

In the Devdaha SHP of Rupandehi district, no record found.

The incidence recorded in the roster of Rajpur SHP of Amaladevi VDC, Syangjha district
showed reduction of diarrhoeal disease 34% in 2010/11 and 28% in 2011/12. Child
morbidity seems also reduced and no child mortality. The maternal morbidity was also
reduced from 68% in 2010/11 to 56% in 2011/2012.
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The diarrhoea has found as of amoebic and bacillary, dysentery and other morbidity was
ARI, ear infection and Jaundicklaternal morbidity was APD, PUO, menstrual disorder
and skin infection.

The recordig system in this SHP also is poor.

The incidence recorded in the roster of Birgha (Raipur SHP) VDC of Syangjha district
showed reduction of diarrhoeal disease 36% in 2010/11 and 31% in 2011/12. Child
morbidity seems also reduced and no child mortalitye Wraternal morbidity was also
reduced from 57% in 2010/11 to 51% in 2011/2012.

The diarrhoea has found as of amoebic and bacillary, dysentery and other morbidity was
ARI, ear infection and JaundicMaternal morbidity was APD, respiratory problem and
menstrual disorder.

The recording system in this SHP also is poor.

The incidence recorded in the roster of (Raipur SHP VDC of Tanahaun district showed
significant reduction of diarrhoeal disease 34% in 2010/11 and 15% in 2011/12. Child
morbidity seems ab reduced and no child mortality. The maternal morbidity was recorded
high from n=946 in 2010/11 to 1440 in 2011/2012.

The diarrhoea has found as of non infectious. other morbidity was ARI, and ear infection.
Maternal morbidity was RTI, PUO, APD, andRI

The recording system in this SHP also is poor.

The incidence recorded in the roster of Ghasikuwa SHP of Tanahaun district showed
reduction of diarrhoeal disease 26% in 2010/11 and 21% in 2011/12. Child morbidity
seems stagnant and no child mortalitiie maternal morbidity was also reduced from 25%

in 2010/11 to 23% in 2011/2012.

The diarrhoea has found as of amoebic and bacillary, dysentery and other morbidity was
ARI, ear infection, fever, malaria, and meashsternal morbidity was vaginal disaige
syndrome, breast abscess, APD, PID, and leucorrhoea (white thick vaginal discharge).

The recording system in this SHP also is poor.

The records have indicated the health scenario of both child and mother has been changed
better. But the crucial mi&tr is that the recording systems of health institutions found to be
too poor. Thus, the records have no reliability; this does not provide the picture of the
health status of child and mothers.
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CHAPTER 7

7.CONCLUSION AND RECOMM ENDATION

7.1 CONCLUSION

The situation before the RWSS®N programme was devastating as open defecation was
maximum, fetching water had taken long hours, and child morbidity due to diarrhoea was
very high, personal hygiene was too poor. Now, people express their easy life. Eac
households have own toilets. Schools, health institutions and common places have safe
toilets and availability of drinking wate.he VDCs are declared as ODFiey know the

steps and processes of keeping hygienic lives, practicing the managementhoiedianf

their children, better health positions and healthy living.

The rural water supply, hygiene and sanitation programme in western Nepal (RSP

have successful achievements in the programme districts and VDCs. The life styles of the
people havehanged. The behaviours related to hygiene and sanitsi®ibeenpositive
significantly. The incidenceof diarrhoeamorbidity and mortality is reduced significantly

of the children and motherslo persons are in scarcity of toilet and drinking watef. Al
ethnic groups especially dalits and marginalised are in position like other people.

7.2RECOMMENDATION

Regular monitoring and supervision, maintenance of the taps and toilets of the
implemented VDCs are necessary. Handover of the programme to thedouaittees
should be done gradually.

The records of health institutions are too poor. They should be encouraged to make report
through DHO/DPHOs in the respective districts

Regular advocacy, health education, counselling on the importance of hygidne an
sanitation are necessary.

Refreshers training on hygiene, sanitation and skill development are the demand from the
users' group and committee members, this should be organised.

People need training on methods of filtration and purification processesitdble water

for safe use.

The programme is successful. The programme would be better to replicate in other districts
and VDCs where open defecation and scarcity of water are the problem in Western and Far
Western Regions.

The respondents were aski@gtH) about their future expectation with RWS®RN. They

have not so much vague expectations. They reported that in the future, the RVIRSSP
would be better to stay long and long; provide regular supply and improvement of quality
of drinking water; the seca term project should be completed; awareness programme
should be conducted long lasting; economic oriented trainings should be given; skill
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9.

oriented trainings; equality and equity in supply of drinking water; full support in
construction of sanitary latre; provision of irrigation system; and should focus in water
borne disease control.

The general recommendations from the FGD and KIll participats, the opinions have been
listed. They opined a4f possible and has in the plan of RWS@&H, the followinghave
been recommended.”

Completion of drinking water project (Mahendrakot VDC)

Skill oriented programmall VDCs

Waste management programme, waste as a alternative use (training and exptsures)
VDCs

Provision of irrigation facilities (Aalamdevi Devi D)

Provision of lifting the water from "Aandhi khola" river (Aalamdevi VDC )
Reconstruction of schools buildings(Aalamdevi Devi VDC )

Regular supervision and monitoring of constructed toilet and water tanks and pipallines
VDCs

Additional/refresher @ining on sanitation and hygieneand nutritional programmes to
TBC triggers, FCHVs, school teachers and mother greajp®/DCs.

Water treatment plant and filtration of water source.

10.Remaining plan and programme should be fulfilled.
11.Regular support for th maintenance, repair, construction modern toilets, changing liked

pipes of water are necessary.
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APPENDICES

Rural Water Supply and Sanitation ProjectWestern Nepal

Health Impact Study of the RWSSPWN Program
February-March 2013

Consent form for HH and Kll Survey

Namast e, My name i s ¢€é¢é¢éééaéanNN, Rokhdral would like f r om R
to take some information about water supply, sanitation and hygiene from you. Your
information makes easy to RWSS¥N to promote effective programme in future. Your

name will not be included anywhere. Your opinions will be kept confideial. will not

be forced for participation and your participation will not be against your will.

If you agree, please sign below.

| accept ( ) | do not accept ( )
Name of the respondent...........cccccevviiiiiiiiiiiiiiinnnee, Signatur...............

Name of the iINterviewer...........ccccceeeeiees Signature........ccccceveeeeennn.
Date....covviieeiee e

Nepali version
kiZrd g]kfn u|fdLOf viglkfgL tyf ;/;kmfO{ ki/oflhgf
ebg]/L dfu{, kfjv/f
viglkfgL, :j:Yo tyf ;/;kmfO{ sfo{s|d ;jJJ{IfOf / ;d"xut Snkmn
gdt] d]/ﬂ gfd - ————————————————————=—=
kflv/faf6 cfPsf] x' . d tkfO{x? ;Fu vig]kfgL :jf:Yo tyf ;/d@GvQ{s]RL
hfgsf/L Ing rixG5' . tkfO{n] IbPsf] hfgsf/Ln] o; ;+:yfnfO{ eljiodf cem k|efjsf/L
sfo{s|d ug{ ;Ihnf] kfg[{ 5 . tkfO{x?sf] gfd st} pNn]v ul/g] 5}g . tkfO{sf Ijrf/x?
uf]lKo /flvg] \ogkfO{nfO{ s'g} s/sfk ul/g] 5}g . tkfO{sf] ;xeflutf tkfO{sf] OR5f
jkI/t x'g] 5}g . olb tkfO{ ;xdt x'g'xG5 eg] b:tvt ulbg'xf];

xdth5' - xdt5}g -

pQ/bftfsﬂ gfd b:tvt ========================

|dIt

klngtf{Sf] @d b:tvt oo —————————————=—=—
@ b:tVt==================—=————————==

90



Rural Water Supply and Sanitation, Western Region
Health Impact Study of RWSSP WN Program
Feb-March 2013
Household Survey Questionnaire

District éeééeééeéecée.
VDCéeéeéeée Wardeéeééeéeéeée. Tol eéeée
Name of the respondenihgéééécecéecececece
Sexeéééeeééeceé
Name of the I nterviewereéeééeéeéeeéce.
Dateééeéeéeééeeéeée.
QN Questions Circle possible answers Remarks
1 |Ethnicityoftre |[Dal it ééééeééeéeéeéeéeéeé
respondent Janajati éeééeéééeeééeeéeé
Backward Terai éééeééee
Muslimééeéeéeéeéeéeée
Brahman/ Chhetryéeéeééeé
Ot hers (Mention) ééecéee
QN Question Circle possible answers Remarks
2 |Familynumer [Mal eéééééeééeééeéeéeécéé
Femal eéééeéééeeéeééeeéécece
Total éééeééeeééeeéeéecé
QN Question Circle possible answers Remarks
3 >1 year child Boyééeeééeéeéeeéeéeeéece
(Total éée|Girl eééeééeécéeecéeeceeecéeeceé
QN Question Circle possible answers Remaks
4 >5 year child Boyéeéeééeéeéeéeeeeeéeké.
(Total ée|Girl ééééeééecéecéeececeeé
QN Questions Circle possible answers Remarks
5 | Age group by > 1 year
sex (Mal eéeeeéeéFemal eeéeTot
1-5 year
(Mal eéééééFemal eééTot
6-14 year
(Mal eéééFemal eééTot al
1549 year (MaleéééFem
506 0 year (MaleéeéeéFem
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60 years above
(Mal eééFemal eééTot al €
QN Questions Circle possible answers Remarks
6 | Life events Birth registrationeééeéé
Death registrationeéeé
Marriage registratior
No any registrationeé
QN Questions Tick possible answers Total (N/%)
7 | Educational | Category Male (N/%) Female
Status (N/%)
llliterate
Literate
SLC
+2/1A
Bachelor
Above than
Bachelor
Grand total
QN Questions Circle possible answers Remarks
8 |Incomesource |[Agricultureéé. ééééeécee
of Family Business ééé. éeééeééeeé
Labouringéééé. ééeeeceé
Serviceéeéeée. . éeéeéeée
More than one occupat
ON Questions Circle possible answers Remarks
9 |Sufficientfrom |[Less than 3 mont hsééé
Income 36 months. éée. ééeeééeeéeé
69mont hs. eéé. ééeeéée
912 monthséée.. éeééeéééé
One year and surpl us
ON Question Circle possible answers Remarks
10 | Affiliationwith |[Yes éééééeeééeeééeeééeceé
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| any institutions | N o .

,,,,,,,,,,,,,,,,,

QN Question Circle possible answers Remarks
10.1| If yes, how Female (Total ééééeé) é.
many members| Ma | e . ... (Total ). éeee
Grand total
QN | Statements| Statements Right Wrong Don't Total
know
11 8. Only women must do
household work
9. Only male must do
outside home works
10. Only women must care
children
11.No women are allowed
to be the member of
Consumer's Forum
12.No women are allowed
to work as labourer
13. Only son have property
right
14.0nly son is allowed to
go to school
Health and Sanitation
QN Question Circle possible answers Remarks
1 Utilisation of Yeséééééééeeeeeéeéeéeééé.|Donotask
Toilets by gn 6,7,8
family? No. éééééééeéééeééeéeéeé. | Goto7
QN Question Circle possible answers Remarks
2 If yes,typesof |[Pr i vat eé é. é é éééécété é é. 1 | Do not ask
toilets Communi ty. ééeéeeé QN 6,7, and
Common for all family|8
Pot ééeééeceéeeééeceéece.
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Concrete (specify)eéeee
Normal éééeéééeeééeeééecé
ON Question Circle possible answers Remaks
3 Whyyouhave |[For the sake of heal t|Donotask
made toilet For easiness. é é ¢/ QN 6,7, and
(reasons)? For prestigeééééééééé8
For
cleanliness/ hygieneé.
Due to pressur e féréoénd
Ot hers (specify)éeéeééée
ON Question Circle possible answers Remarks
4 Whatdoyoudo|Leave as it isééé €
iftoiletisfull? |{Make another new oneég
Make cl earééeéeéééeéeécéeeé
Ot hers (speci éggpeéeéeéd.
ON Question Circle possible answers Remarks
5 Do all family Yesééeéeéeéeeéeéeéeée. | GotoQNI
membersuse [No. éééééééééééeéeéecée.
toilet?
ON Question Circle possible answers Remarks
6 If no,whointhel Adul t mal eéééé. éé. . eé
familyonlyuse |Adul t f emal e. eéeeéeéeé
(multiple El derly peopleééeééeéée
questions) Childrenééééeée. é. ééééé
Ot hers (specify)ééééé
QN Question Circle possible answers Remarks
7 If do not use Foresteéeeéeééé. ee. . eeeé
toilet, then Ri ver ééée eeéeéeée. . éé
where us¢o Open places. .. éééeéeéeéé
defecate? Kitchen garden. éé. é. é
Road sideéééééééeéeééceé
Cannel éééééeéééeéeééeeéecéeé




Anywhereééééeeeeeeéeéeéé

Ot her s (s peciéféye)éééecéeése

QN Question Circle possible answers Remarks
8 |Whyyoudidnot Not necessaryéeé. éé
make toilet? No knowl edge. ééééé e
(multiple No benefit eeéeéeeéé
response) Expensiveéé. éé. é. eéeéé
Nomaer i al avail abl e. éé
No |l and. .. ééééeééeéeéeée
Traditional practice
Ot hers (specify)éééecéé
QN Question Circle possible answers Remarks
9 |Whatdoyoudo | Throughint oi | et éé. éeée. . ééeé
ifyouseechilds|Cover by dust/ soil ééé
excretaaround |[Fed t o ani mal (dog, ¢
your house? Leave as it isé. éé. é.
Ot hers (specify)ééééc¢g
Cleanliness/Hygiene
ON Question Circle possible answers Remarks
1 Doyouwash ([Yeséééeéeéeéeéeéeéeéeé.|GotoQN3
insidethepot (No. éééééeécéeééeééeééce
before fetching
water?
ON Question Circle possible answers Remarks
2 If yes,whatdo |[Onl y water ééeée. éée éeé
you use to Soi |l éééeé. éeéeé e éexeé
wash? (multiple| As h é é .. éeéeéeéecée
answer) Soapéééeé. éé. 6. 6éééecéée
Strawééééeéée. éééeéécéeceéeé
Paddy cover . ééeeceee
Leafséeéeéeéé ecéeéeéeée
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Steel Jhushééeééeééeéeée
Ot hers (specify)eéeeéeéée

QN Question Circle postble answers Remarks
3 | When do you After defecation. é. éé
wash your Before cooking. ééeéé..
hands? (multiple Af t er f ood. eéeééeeéé
answer) After children's def g
Before child feeding.
Before food keeping i
Ot hers (specify)éécéececé

QN Question Circle possible answers Remarks
4 What material [Onl y water ééeéé eé. . é
doyouuseto ([Soi | éééé. ééeééée. . eéééé
washhands? |Ashéé. ééééééécéeéééée. .
(multiple Soapéééeé. éé. €. 6éééceée
answer) Strawéééeée. eéeéeéeée
Paddy covers.. éééééeé
Ot hers (specify)ééecéeeé

ON Question Circle possible answers Remarks
5 How do you ThrowinKitchen garden. . . . €
manage used Mi x in Sewage..éeééeeée..
water? (multiple [ Keep covered. éééééééé
answer) Throw anywhereé. é. ééé
Ot hers (specify)ééééé

QN Question Circle possible answers Remarks
6 How do you Keep in holeééé. éeée. . ¢
manage animal |[Keep in cow shedééeéé.
excreta? Keep coveredééeéeéeécecéeg
(multiple Throw anywhereéé. é. éé
ansver) Ot hers (specify)ééééséd
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ON Question Circle possible answers Remarks
7 Wheredoyou |l nsi de houseééée eé. .
keep your house| Out si de house (Cow sk
anmals atnight? Open | and (open sky).
Ot hers (specify)eééececé
ON Question Circle possible answers Remarks
8 Which animals |Cow/ Ox/ Buf fal o. . . e e
do you keep Dog/ Duck. . é. eéeéeée. . éé¢
inside house? |Chi cken. .. .. €6¢eéeééeéée
(multiple Pigéé. eéé. éé. é. éé6éeééeeé
answer) Goats. . ééeéeé. éeéeécecée
Ot hers (specify)ééecéee
Health Related
ON Question Circle possib¢ answers Remarks
1 What type of Made by mudéé. . . e é. .
ovendoyouuse Smokel ess. é. ééééé. . éé
atyourhome? ' Made by brick. ééééééé
Hol e onlyéé. éé. é. éééeé
Ot hers (specify)éééecéé
QN Question Circle posdile answers Remarks
2 Did you fed Yesééeéééeé. €é. . eééé
and | deworming Noééé. é. ééeééé. . ééeééeée
3 tab/syrup to your
>5 years childrer
within 6 months?
QN Question Circle possible answers Remarks
4 Didyouprovide | BCGééé. . éé. . .éé. . eéé
any DPTéé. . é. é6éééeée. . eéeééeé
immunizationto [Pol i oééé. .. éééééééééé
your > 5 \ear Measl!| es gé. éé. é. eéé
children?

(multiple answer)
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ON Question Circle possible answers Remarks
5 Areany>5yrs ([Yeséeééeée.. .éeée. . éeéé

child in your Noéeé. é. éééeée. . éeéeée

family died

within 1 year?
ON Question Circle possible answers Remarks
6 Is there any Yeséeééeeé.. .éeeée..eéée

maternaldeath |[Noé éé . é. éééeéé. . éééeéeéé

in your family

within 1 year?
QN Question Circle possibleanswers Remarks
7 Arethereany |Yesééeééeéeé.. . éée. . éééé(onlyfor

Arsenic Problem Terai)

in your family

Noééeé. é. ééeéeéé eéeéeé

QN Question Circle possible answers Remarks
8 Do you take Yesééeééeéeé. ..ééeééeéee. |

regularweight |[Noééé. é. ééééé. . éééééeé

of your > 5 year

children?
QN Question Circle possible answers Remarks
9 If yes, observe |[Low wei ght ééé. . eé. .

thecardandfil Moder ate. . é. ééééé e é

Over weightéééééééecee

QN Question Circle possible aswers Remarks
10 | Do you know Yesééeéeée.. .éé&..eéeé

about vitamin, Noééé. é. ée6ééé. . ééeéeéée

protein, minerals

and

carbohydrate?
QN Question Circle possible answers Remarks
11 |How manytimesiOne ti meééée. . eece&é&. 1é

your familytakess Two t i mes. é. ééééé. . éé

food a day? Three timesé. éééececcecéé

98




Four times. . é. éé. é. ¢eé¢
More than four ti mesé@
QN Question Circle possible answers Remarks
12 | Do you give Yesééééeée. . . 6é. géedeé
Tiffintochildat Noé é é. é. ééééé. . éééeéeéé
school?
ON Question Circle possible answers Remarks
13 | If yes, who Sel f éééeéeee. ee. . ééég
provides that School gives. . ééeéeée..
Tiffin? €. ééProject gives. . éeg
Four times. .. é. éé. é. ¢
Ot her (specify)éé. éeéé¢g
QN Question Circle possible answers Remarks
14 | Do you take Yeséeéééeé eé. . eééée
regularweight |[Noééé. é. ééééé. . éééééé
of pregnant
women?
QN Question Circle possible answers Remarks
15 |HowmanytimesfOne ti meéééeé. . eé. . ¢
apegnanttakes| Two times. é. ééééé. . éé
TTinjection? Mor e than two timeséeé
No practiceéééééeéeeeceeé
QN Question Circle possible answers Remarks
16 |[Inyourfamily, |[Yeséeéeéeée.. .éé..eéeé
dothepregnant Noé é é . é. ééééé. . éééééé
take iron tablet
QN Question Circle possible answers Remarks
17 |Inyourfamily, [One ti meéééé. . . e6é. . 8
how manytimes| Two ti mes. é. ééééé. . ¢é¢
do ANC of a Three times. . &&e€&é&é 8¢
pregnant Four times. éeéééeééeeéeée
woman? More than four ti messé
Do not doééééeééeéeéeéce
| QN | Question Circle possible answers Remarks
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18 | In your family, At homeéééé. . é¢é. . é¢
where do you Athomeassigd by trained n
do/plan for Heal th institutionéeéedé
delivery? NO any planééééééécécéd
Ot hers (specify)é. . éé
QN Question Circle possible answers Remarks
19 |Fromwheredo ([Tapééééééé. eéée. . eeéeééé
you bring Wel | éééé. éééeéé eééeeé
water? (multiplel Tube Wel | eéeéeée
answer) Riveréeéeé. eé. é. éeéeée
Main source eéee. eéeé
Well (lnar)é. ééééeéeé
Pond. ééééé eééeéeéeée
Rain water.. éeééeéeééecé
Ot hers (specify)ééédé
QN Question Circle possible answers Remarks
20 | How is the Cleanéeééecé eé. . eéée
quality of With clay (Dhamil o) ..
water? (multiplel] 1 r on containedééééééé
answer) Arsenic contained. é
Limecontaind . . é. ééééééeéeééé
Sul phur containedééecéeé
Ot hers (specify)ééeceéeeé
(QS 2122 ask for Terai only)
QN Question Circle possible answers Remarks
21 | Do you have Yesééééée. ee. . éeééé
Tube Well Noééé. é. éééeée. . éé&é&ec @
installed?
QN Question Circle possible answers Remarks
22 | If yes, Year of installation
mentionéDepth (in feet). éééé:
Who installed (nameé¢
How much water comes at one pouch
(MLéé) .. . 4
QN Question Circle possible answers Remarks
23 |Haveexamined| Yes éeééee. eé. . eéeée
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Arsenic? Noééeé. é. éecééeé. . ééeéeéée
QN Question Circle possible answers Remarks
24 | If yes, Year of examinati on
mentionéWho did it (ééé..) ¢éEéc:
What is quantity (observe card
ppbéeééeé. .)é. . .3
QN Question Circle possible answers Remarks
25 |Ifhasmorethan |Ar senic filteréeéeeéeeé
S50ppbofarsenic e € € ¢ ééé. 1
ways of Other (specify)
removing? €Eeééé. . eéeeeeeée. 2
QN Question Circle possib¢ answers Remarks
26 | Time for one Less than 15 minutes)|
time water More than 15
bringing? mi nuteseéeeéeeée. . éééééeeéee.
QN Question Circle possible answers Remarks
27 |HowmanytimesfOne ti meéééé. . eé.1 ¢
do you bring Two times. é. éééeéeée. . ¢éé
waterinaday? |Three ti mes. . 6éé¢éeéeé
Four times. éééééeéécece
More than four ti mes§é
QN Question Circle possible answers Remarks
28 | How many Only oneééeé. . eé. . ¢
sourcesofwater Two éé. . é. éé6ééé. . ééeéég
you have for More than two. ééééécéé
drinking and Ot her (specify) € ééé
other purposes?
Personal Hygiene
QN Question Circle possible answers Remarks
1 How many One timeegéeeée. . ééeéééé
timesdoyour [Once in two daysééeécéé
family bathina |Once a week. ééééééééé
day? Once in 15 dayséééééé
Once a mont héeeéeé eéeé
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Sel dom/ Someti meséeéée
QN Question Circle possible answers Remarks
2 How frequently || One ti meéééé. . . éé.
you wash Once in two dayseéeeéeee
clothes? Once a week.ééééeéeééé
Once in 15 dayséeéeeéeé
Once a monthéeeée. . eéeé
Sel dom/ Someti meséeeé
QN Question Circle possible answers Remarks
3 What material |[Ri tt ha (forest fruit)
doyourfamily [Soapéé. . é. éééeéé. . ééeéé
use while bath? | Onl y wat er é. ééeéeééeé
Ot her (specify) eéeé
ON Question Circle possible answers Remarks
4 How frequently |[Regul ar . . éééé. . . éé.
doyoucutyour |[Sel dom/ someti mesééé.
nails? Biteééeéée. eééeéeéeéeée
Ot her (specify) eeéeé
Diarrhoea related
QN Question Circle possible answers Remarks
1 Inyouropinion, [Pl aying in dirty plad
whatwouldbe |Eating dirty food. :
the cause of Eating previous day' s
diarrhoea? Dirty body.
(multiple answer) Cont ami nat ed water ééé
Eating whatever avafl
Ot hers (specify)eéééeceé
ON Question Circle possible answers Remarks
2 What do you Liquid.
feed to a Breast mil k.
diarrhoeal child? Only water... . . . . . . . .
(multiple ORS/ Jeewan Jal
answer) Medicine.
Take for treatment.
NOthING GIVEN.......eiiiiiiiiiiiiiiieieeeeeee e 7
Ot her s ( s p eécéiéféyé)ééééée. és8
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ON Question Circle possible answers Remarks
3 Where your Child is small, so an
children Keeps Pad/ Napkinééeé.
defecate? Toilet..ééé. éeéeéeéceé
Ot her (speci fy) eeeéeé
QN Question Circle posdile answers Remarks
4 Have you Yeséeééeecé. . eé..eéée
village/VDC Noééeé. é. éééeéeée. . éeéeée
declared Open
Defecation Free | If yes from when (year.............ccccccovvvuvveeeeeenn. )
(ODF)?
QN Question Circle possible answers Remarks
5 What arethe Washing hands dail vy.
ways of Safety of excreta.
preventing Purification of drinl
diarrhoea? Keep personal hygieng
(multiple answer) Manage househol d élés e
ON Question Circle possible answers Remarks
6 What were Had more diarrhoea.
childhood Wasting. . .
diseases before | Malnourished..................... eéééeeéeé.
this project ARI
implemented? |Loss of appetite. . ...
(multipleanswer) Ex pensed in treat ment
Could not play..........coooovieiiiiiie
Ot hers (specify)ééeééeé
ON Quesstion Circle possible answers Remarks
7 What are Reduced diarrhoea.
childhood Reduced wasting.
diseases afterthifReduced mal nouri shmel
project Reduced ARI....... . 6. 6 éé6éé. é
implemented?  FTh " e ased of appetit d
(multiple answen 2”4 i ced treat ment ex|
Like better playing..........ccoooovviiiiiiiiiiiiiiieeees
Ot hers (specify)éééeéc
QN Question Circle possible answers Remarks
8 In your opinion, |[Bef ore food. .. ... .. .ZE¢&
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when should After defecation. .
wash hands? Before feeding to chi
(multiple answer) Af t er f eeding to chil
Ot hers (specify)eééeéécé
ON Question Circle possible answers Remarks
9 What do you Keep wastage in hol eé
understandby |After Dirty water in
Safe ManagemerrBur n wast age.
of Wastages? Throowast age in far di g
(multiple answer)l Ot her s (speci fy)ééééd
QN Question Circle possible answers Remarks
10 | Inyour opinion, |Boi | i ng. :
how can we Filtrationé.... e.é.é.eeéé ..z
purify water? Thrilling (CHHANNE) . .
(multiple Bl eaching/ Chlorinatio
answer) Ot hers (specify)ééééé
RWSSPWN Related
ON Question Circle possible answers Remarks
1 Do you know Yesééeéeée eé. . eéeé
RWSSPWN? Noééeé. ée&eé. . eéééeéeéeé. End
interview
ON Question Circle possible answers Remarks
2 If yes, sincewhen Year (é. .. ... ....)
it started to work
in your locality?
ON Question Circle possible answers Remarks
3 What does by Promotedér proper hand w
RWSSRPWN? Promoted safe disposgeg
(multiple answer) Promoted safe saving of water and purificatior
Promoted safe hygienge
Promoted safe disposal of household used.....
Ot her s ( sépéeécéiéf éyé)ééééé 6
QN Question Circle possible answers Remarks
4 With whom DDC.
RWSSRPRWN vVDC.
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coordinates/works’| Health instiutions...............cccceeieiiiiiiieieeeeeeen, 3
(multiple answer) |FCHV s . e e e e e
WASH CC....e e, g
Ot hers (specify)eéééec
ON Question Circle possible answers Remarks
5 Whatchanges |Pr omot ed for toil et ¢
brought by Promoted for ODF.
RWSSRPWN? Promoted for controlling diarrhoea................. 3
(multiple answer) Promoted for reduction of malmut t i o n .
Promoted for reduction of childhood diseases.
Promoted trainings/skills............ccccccccciinnnn
Promoted for formation of different
committees..7
Ot hers (specify)éécéececé
NOthiNg dONE.........ovvviine e 9
ON Question Circle possible answers Reasons
6 In your opinion,
what other
activities would be
better to be
implemented by
RWSSPWN in
future? (multiple
answer)
Observation Checklist
SN | Situations | Issues of Toilet Yes (n%) | No (n/%) | Total
(n/%)
1 1. Water available

2. Soap is available

3. Seen excreta outside toilet
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5.
6.
7.
aft
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.

23.
24,
25.

26.

27.

Water shield available
Clean slab
Seen Mosquito and fly

Separate pot for washing

er defecation

Toilet brush

Detergent

Ash available

Bad smelling

Full of excreta in hole
Easy to use by children
Easy for disabled

Household instruments

The water pot has clot
Water pot is covered
Pots kept safe to children

House particles are kept at:

Anywhere
Pits

Collected in one place

Washing platform is:

Well managed
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28. Haphazard

29. Pots drying stand
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o

OCoOoO~NOULPA,WN

FGD and Kll Guidelines

Leading opinions of the points discussed during Focus Group Discussion (FGB)d
KII

Knowledge on the Rural Water Supply and Sanitation Project (Since its implementation
period)

When the project was launched

What activities were initiated

Why these activities had been initiated

What structures and organogram were made to Wwptkis project

How do these structure and organogram work

What were the main priorities of this project?

What Physical assistance has given by this project

Do this project have formed WASH Coordination Committee (WASHCC) in the District
and VDC level.

10 Why the Committee have been formed, what are the reasons
11 How is the water condition in this district and VDC
12 What was the water condition in the district/\VDC before RWS8¥ project

13

What sorts of health, hygiene and sanitation project have been implenienteel
district/VDC

14 What are the benefits from these project and what are the harms
15 Who have been benefitted since 5 years back from the project (Elderly people, women,

backward group...)

16 How the project has contributed to control diarrhoea (Explain pce @ost project

condition)

17 How the project has contributed to promote Hygiene and Sanitation (Explain pre and post

project condition).

18 Is there any progress in constructing Toilets and its use
19 Contributions in assisting for Toilets (Rewards, assistancesetling and reasons)
20 How the project has contributed to reduce maternal and child mortality (Explain pre and

post project condition)

21 How the project has contributed to promote health and Nutrition

22 How the project has contributed to Schools

23 How the projet has contributed to DDC and VDC

24 What recommendation you want to make to RWSER for future activities (list the

activities)
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Roster Analysis Format

Years
S.N Problem
2063/64 | 2064/65 2065/66 2066/67 2067/68 2068/69
Incidence of Diarrhoea
1 (Number %)
Child Morbidity (
2 | Number %)
Child Mortality (Number
3 %)
Maternal Morbidity
4 (Number %)
Maternal Mortality
5 (Number %)
6 Major Causes of Diarrhoea 1
Iltems
2
1
7 Major Causes of Child 2
Morbidity -ltems
3
8 Major Causes of Child 1
Mortality-ltems
9 Major Causes of Maternal 1
Mortality-ltems
1
10 Major Causes of Maternal 2
Morbidity-Items 3
4
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