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Executive summary

Introduction:

Adolescents in Nepal often encounter problems, Wwhiclude lack of awareness and knowledge
about sexual and reproductive health, early magrisgprly and frequent child bearing, unsafe
abortion, STIs & HIV/AIDS and substance abuse. €hpsoblems are further aggravated by poor
health seeking behavior and inadequate accessaionation and services. Many of these problems
not only affect the physical and mental health @blascents but adolescents' long-term emotional,
economic and social well being.

The objective of the study were to: to assess énegption of appropriate age at marriage, chilthbir
and reason of suitability; to assess the knowlezige experience of physical change and source of
information related to physical change; to asslessknowledge related to family planning method,
emergency contraception and place to receive seroassess the knowledge of HIV and STI, mode
of transmission and testing of HIV; to assess th@\kedge and practice on access and utilization of
sexual and reproductive health services; to expgloeesexual behavior, use & perception in seeking
SRH services.

Methodology:

This assessment is a descriptive and cross-secstudy design. This represents the Knowledge,
Practices and Coverage (KPC) Survey related tatsito of adolescent on sexual and reproductive
health of the study districts.

For the purpose of quantitative study, a sample sf22251 respondents was calculated. It included
1164 female and 1087 male of age group 10-19 y#adolescent to assess the knowledge, practices
and coverage related to sexual and reproductivithhisaues.

For the qualitative purpose 18 focus group disaumss{FGD) in each districts from at least three in
each group (adolescent male and female, fatherhemsp HFMCs and FCHVs) were conducted. For
each district level FGD, a maximum of 10 peoplarfrparents, adolescent were invited of respective
group. Similarly, nice Kll were conducted from eadistrict (Health teacher-3, Stake holders-3,
D/PHO-1, Media person-2).

The study included randomly selected fifty VillaDevelopment Committees (VDCs) from Bajura,
Achham, Doti, Kalikot, Kailali, Dang, Kapilbastu aWalparashi, Sindhupalanchwok and Pachthar (5
VDCs from each district) by applying Simple Rand8&ampling, which was considered as Primary
Sampling Unit (PSU). From selected VDCs three wdrdsn each sampled VDC was selected
applying again Simple Random Sampling. All the lehwdds from selected wards were considered
as sampling frame. Among the sampling frame Seagn&ampling Unit (SSU) was selected
randomly from each ward. After selection of ware tist of adolescents was prepared and 15
adolescent were randomly selected from each wasisdoon availability.

Findings:
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The analysis of findings of quantitative and qusivte data/information conducted in randomly

selected fifty VDCs from 10 districts (5 from eadlstrict) and three wards were selected using
systematic random sampling from each VDC thus ngpkiriotal of 150 wards. The study includes

1164 and 1087 respondents of both sexes were éptexdt adolescents. The fieldwork was carried out
in September 2011.

Characteristics of respondents

Majority of the respondents included in the studgrevholding lower secondary level education (36
percent) and about 6 percent of the total respdedead 10+2 and above level of education.
Similarly, majority of the respondents were unmnedri(almost 94 percent) and two female
respondents were found to be single.

Knowledge on age at marriage and child birth

Majority of female respondents (60 percent), m@girapriate age at marriage is before twenty years
while for majority of the male respondents (63 pety, marrying after the age of twenty is
appropriate. This result indicates a different lesfeperception between male and female regarding
the marriage culture. More than 89 percent offéeale respondents replied that having the first
child after the age of twenty years is approprisaereas about 30 percent of the male respondents
replied below the age of twenty to be appropriatetie age of first child birth. The major reason f
appropriate age for the first child was viewed ® ghysical and mental maturity by most of the
respondents.

Knowledge on physical changes during adolescent

Majority of the female respondents (69 percentjiedpmenstruation as one of the physical changes
during adolescence followed by enlargement of bré&s percent) and appearance of hair at axilla,
chest and genitalia (39 percent). Similarly, a majof male respondents (58 percent) replied flacia

hair appearance followed by enlargement of gen{@®spercent) and appearance of hair at axilla,
chest and genitalia (36 percent) as physical cleadgeng adolescence.

Knowledge and practice related to family planning

In general, about 84 percent of the respondentseliad heard about family planning methods, the

percent was slightly high in male compared to fawalThe respondents were asked about different
measures of preventing pregnancy. Of those who haged about family planning methods, about

93 percent of the male and 80 percent of femalporegents replied use of contraception as a
measure to prevent pregnancy followed by abstiné3Zgercent), and use of medicines (25 percent)
respectively.

Respondents were asked about different methodaroilyf planning, Majority of the respondents
were aware about condom (88 percent) followed @ contraceptive pills (OCP), Depo-provera,
Copper-T and Norplant respectively. The knowledgecondom was higher among males than
females and vice versa on family planning devicediby women.

Government health institutions (96 percent) were tilghest responded place for availability of

family planning methods followed by FCHYV (for ferealespondents) and Medical shops (for male
respondents).
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Similarly, respondents seem to have limited knogéedbout emergency contraceptives. In general,
about 87 percent have not heard of emergency captiaes.

Knowledge related to HIV and AIDS

The study revealed that eighty eight percent ofréspondents replied that they have heard of HIV
and AIDS but the figure differed when compared émdgr. Only about 85 percent of the female
respondents have heard of HIV and AIDS while it Waspercent for male respondents. The result
indicates that compared to male adolescents, feaddéescent are less aware of HIV and AIDS.
When asked about different mode of transmissioidid with multiple response options, among
those who had heard of HIV and AIDS, majority o thespondents were aware that HIV is
transmitted by unsafe sexual contact with PLHIV (8cent) followed by transmission through
infected needles (69 percent). Respondents sebm less aware of mother-to-child transmission (32
percent).

Similarly, respondents were asked about differgqte$s of STis. Almost 94 percent of the
respondents were aware of HIV/AIDS as a type of 8lléwed by Syphilis (42 percent). A very few
respondents could name Gonorrhea (14 percent) epdthis (6 percent).

Preference of person to discuss on ASRH issues

The respondents were asked about the person tleésr po discuss about ASRH issues. The result
shows that friends (76.5 percent) are the mosemed by adolescents to discuss about their ASRH
issues. After friends, female respondents prefepaents (32 percent) to talk about their ASRH

issues whereas male respondents preferred heatkensd27 percent). However, from the result we

can conclude that friends are the most importardgrefor adolescent to discuss about their ASRH
issues.

In the next step, the respondents were asked dbeuwvailability of ASRH services in the health
facility located in their community. About 54 pentef the female respondents and 63 percent of the
male respondents replied that ASRH service is abklin their nearby health facility. Of those
affirming the availability of ASRH services, infoation and counseling (69 percent) was the service
mostly reported by the respondents followed bytheateck-up (61 percent) and supply of medicine
and condom (22 percent).

Utilization of ASRH services

The study further attempted to understand thezatibbn of ASRH services in the last six months. The
result shows that the utilization of ASRH servieesery low with only about 8 percent of the female
respondents and about 3 percent of male respondmitiag the health facility for ASRH service
within the last six months. The most frequent reafw visiting the health facility as reported by
female respondents was due to menstrual problenpédgent). The result further indicates that the
problem of more than 30 percent of the respondesats not solved even after visiting the health
facilities.

Ever discuss of ASRH issues with family members
Respondents were asked if they have ever discUsSBEH issues with their family members. Out of
2252 respondents, about 85 percent have neversdmsgwn ASRH issues with their family. The
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frequency of not discussing with family was higleenong male (95 percent) than female (75
percent). Among those who discussed, about 82 perfedt easy to discuss with their family
members and the major reason for feeling easepasteel was because of their supportive nature.

Information related to sexual behavior

Among those who were unmarried, about 9 percenthefrespondents had experienced sexual

relationship and the rate was much higher in mbfepercent) as compared to female respondents (2
percent). Furthermore, among those had premasatalad relationship, about 45 percent of the male

respondents and 20 percent of female respondedtsibee than one sexual partner.

Regarding the use of contraception, about 30 pewfetne respondents reported to have never used
any contraceptive methods during their sexual imlahip. The result further indicates that
adolescents are likely to be influenced by theienfs for sex. About 6 percent of the female
respondents and 33 percent of male respondents repoeted to be influenced by the friends for
sexual relationship.

Similarly, respondents were asked if they have eNsrussed about harmful effects of unprotected
sex with their friends. The result shows that abfupercent of the male and 51 percent of the femal
respondents discuss with their friends about thhenhd effect of unprotected sex. It was interesting
to find out that about 30 percent of the resporgldistcuss about sexual matters with opposite sex.

Suggestions and recommendations of respondents:

Mela bazaar(programs at night) should be banned. Awarenesgrams should be launched in each
and every ward including schools. Teachers shoelgrovided training on friendly behavior and
counseling. Watching movies in mobiles should behjlnited. The health institutions should have
skilled health workers as per sanctioned posts.hHadth workers need to show friendly behavior to
patients and patient party. Parents also need tidielly with their sons and daughters. For this
orientation program should be launched among parétdach village needs a center for awareness
established. The curriculum of schools should bkseevised to make it broad to include SRH issues.

Youth information centre should be establishedanhehealth institution and PHC outreach clinic.
Awareness program should be conducted time to tomical leaders, adolescents, school drop-out
children and out of school adolescents. Trainimggm@mms should be conducted for parents regarding
their behavior to their sons and daughters. It wdo better if each health institution has safe
abortion service facilitiesChere should be provision of condom box which wdaldlitate us for getting it
easily.

It would be helpful if we could talk on phone wiphysicians for free regarding ASRH issues. The
health workers doing illegal abortion should béclir punished. Essential drugs should be available
round the year in health institutions. Awarenesgy@ms should be launched for adolescents and the
curricula should be more detail and practical. dNd be better if each health institution has facil

for safe abortion services. There should be stniets for maintaining staff regularity and contityui

Key recommendation:



1. Since knowledge on age at marriage and agesatchild birth were found to be low among the
respondents; effective measures to enhance know/leddegal age at marriage and age at first child
birth would be important. In this regards, all {m®ject of BNMT and related organization should
address the issue of early marriage and teen agagncy.

2. The knowledge related to normal changes duatigescence were not satisfactory among both
male and female respondents. So, it is recommeti@dedhe program needs to empower adolescents
with information related to normal changes during &dolescent period.

3. Study revealed that heard of emergency contt@espwere strikingly low among adolescents; the
program need to focus on innovative approach taterawareness on emergency contraception and
measures used for emergency contraception.

4. It was noted from the study, the mode of trassian of HIV (mother to child transmission)
among adolescents were alarmingly low; so prograeds to provide additional thrust on the mode
of transmission and misconception of HIV transnaissand its prevention.

5. Since majority of adolescent respondents predieto share information related to ASRH issues
with friends; so it is recommended that peer edusaand supporters group needs to be created anc
mobilized to tackle ASRH issues.

6. It is recommended that capacity of health ingths need to be enhanced to provide adolescent
friendly and gender friendly ASRH service. Speaeilig, the program needs to negotiate for opening
hour of health institutions, as it needs to beeased to address the problem of access to thesegrvi

7. Radio and FM were found to be most preferredianfd adolescents, so it is recommended that
use of such media to crate awareness would berprdfepproach.

8. It was noted that higher rate of premarital @ed multiple sexual partner among adolescentst So,
is recommended that information related to saferseds to be included in the program to prevent
pregnancy, HIV and STI.

9. It is recommended that each VDCs need a Youtrriration Center (YIC) for awareness creation
and the already existing YIC needs to be capaigitita

10. It is recommended that the curriculum of sch@tiould also be revised incorporate SRH issues
of the adolescents.

11. It is recommended that program should incorgol@cal leaders, school drop-out children and
out of school adolescents to create awarenesseande persistant social stigmas.
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Chapter I-Introduction

1.1 Background

Adolescence has been defined by the World Healga@zation (WHO) as the period of

life spanning the ages between 10-19 years, anthyamsibetween 15-24 years. Young
people are those between 10-24 years of age (WIH@Y)1Adolescence is the second
decade of life and it is a period of rapid develepin Moreover, it is a time when growth
is accelerated, major physical changes take pladeddferences between boys and girls
are accentuated (WHO, 1998). Young people constausignificant proportion of each

country’s population and make up about 20% of tbedis people (UNFPA, 2005).

One in every five people in the world is an adodegc and 85% of them live in
developing countries (WHO, 2008). Nearly two thicdpremature deaths and one third
of the total disease burden in adults are assaciaitd conditions or behavior that began
in youth, including tobacco use, a lack of physmetivity, unprotected sex or exposure
to violence. Promoting healthy practices duringlesicence and efforts that better protect
this age group from risks will ensure longer anderroductive lives for many.

Young people aged 15-24 accounts for an estimat&®d 4f new HIV infections
worldwide in 2007 (WHO, 2008). In such an emerdimgpat of HIV infection, they need
to know how to protect themselves from HIV and htheemeans to do so. Better access
to testing and counseling will inform young peopl®ut their HIV status, help them get
the care they need, and avoid further spread ofiths.

Promoting sexual health, combating sexually trattechiinfections including HIV, and
providing high-quality services for family plannirege the core aspects of sexual and
reproductive health services among the 5 majorsaasaoutlined by WHO Sexual and
Reproductive Health Strategy (WHO, 2004).

“About half of all HIV infections are in people der 25, with girls becoming
disproportionately affected. On average, one-tbfrdbtomen in developing countries give
birth before age 20; a large proportion of thesegpancies are unplanned. Each year,
between 2 and 4 million adolescents undergo uraadetions” (World Bank, 2011).

The crucial nature of adolescent sexual and remtod health had been neglected in
reproductive health, population programs and studige to the sensitivity of the issue
over a long period of time. By the strong emphasire adolescent sexual and
reproductive health in 1994 ICPD in Cairo, and igijiag Platform for Action (Fourth
World Conference on Women, 1995), where a compmahenand holistic approach
towards sexuality, sexual and reproductive healls fermulated as part of basic human
rights. The Program of Action formulated in the f@yance states that the characteristics
and necessities of young people/adolescent sexuhlregproductive health should be
included into the programs designed to improve hbalth conditions throughout the
world (MSI, 1998).



Changing sexual and reproductive health behaviod aapidly changing social

environments can put young people at differentstiSke issues affecting young people‘s
sexual and reproductive health status are ofterraiated and complex (WHO, 2006).
Growing risky sexual behavior and related thretsk of access to youth friendly
reproductive health information and services, alamigh environmental challenges
related to poverty and unemployment threaten tadggung people in a position of
greater vulnerability. Proper information and youtiendly services are, therefore,
further important to help young people to underdtand adopt the healthy transition of
life by protecting from risky sexual and reproduethealth behavior.

The benefits of combating the threats of risky s¢xehavior and promoting the sexual
and reproductive health of young people are fachieg. The interventions related to

sexual and reproductive health can positively d¢boate to social and economic

prosperity by addressing the likelihood of HIV, STleenage pregnancy and their
associated negative impacts. The prevention aathtent of STI and HIV/AIDS reduces

social stigma and helps young people remain headthigbling them to better care for and
invest in their families, communities and countries

1.2 Problem and global view

Sexual and reproductive health of young peoplebeesn a major international concern
today. It has been unequivocally indicated in t#94l International Conference on
Population and Development (ICPD) in Cairo. In @D ‘Program of Action’ in
paragraphs 7.7 and 7.8, it is stated that “reprideibealth programs should be designed
to serve the needs of women, including adolescemtsti that innovative programs
should be developed to “ensure information, coungehnd services for reproductive
health accessible for adolescents and adult meNFRA, 1996).

The Cairo agenda has been reaffirmed in a numbert@fational forums such as the
Fourth World Conference on Women held in Beijingl®05, the United Nations (UN)

reviews of progress towards implementation of tha&ir@C and Beijing agreements;
declaration of world leaders in support of ICPDuas in 2004 and the adoption of a
global reproductive health strategy by the Worldalte Assembly in 2004 (GFHR &

WHO, 2007).

Despite various global commitments to sexual apdoductive health for all, inequalities
and problems still exist. Many adolescents do rastehaccess to information about sex
and sexuality (GFHR & WHO, 2007). Unsafe sex isgheond and ninth most important
cause of morbidity or untimely mortality in the wWebrpoorest populations and in
developed countries respectively (Glasier A eR@06). Moreover, sexually transmitted
infections excluding HIV/AIDS, are the second miogportant cause of loss of health
in women, especially young women, and amilsstantial cause of mortality in men.

According to WHO 1998, 15 millions of adolesceniperience pregnancy each year,
and most of these pregnancies are unwanted. The saorce mentioned that young
women tend to have induced abortions, whether legahot. According to WHO



projection, nearly half of the induced abortiongwcunder unsafe conditions. Unsafe
abortions cause a serious morbidity and mortalitydbn for women and the risk is
further magnified among adolescent girls (WHO, 1)998lobally, up to 4.4 million
abortions are performed every year among women aQe2#t years, most under unsafe
conditions and conducted by unskilled providers @WH997). Unsafe abortions can
result in hemorrhage, septicemia, injuries, infigytand death.

Worldwide, approximately 80% of HIV cases are traitted sexually and a further 10%
parental or during breastfeeding (lan Askew & MaBgeer, 2003). STIs, including HIV,
are predominantly diseases of young people. Itstsmated that half of all new HIV
infections occur in young people those betweeratfeeof 15 and 24. UNFPA estimates
that this amounts to nearly 6000 young people némfbcted every day (UNFPA, 2006).
The importance of controlling and preventing theidemic in young people is
highlighted in the indicators for achieving. Mill@am Development Goal (MDG) 6; two
of the indicators relate directly to this age grolflV prevalence among pregnant
women aged 15-24 years; and percentage of the giapulaged 15-24 years with
comprehensive correct knowledge of HIV/AIDS. Yourmgomen and girls are
disproportionately affected by HIV/AIDS epidemicdgikes S, 2008).

HIV/AIDS resulted in the loss of over 84 millionsdibility adjusted life years (DALYS)
in 2002. STIs and HIV constitute a huge health andnomic burden, especially for
developing countries where, together, they acctarrit7% of economic losses caused by
ill-health (Mayaud & Mabey, 2004). In men, if HIVhd other STIs are combined,
sexually transmitted infections account for ned®9 of all healthy life years lost in this
age group (Hawkes S, 2008).

According to WHO, near to half of the HIV infect®nare among young people.
Increasing prevalence of HIV and vulnerability afupg people guides to work further
for young people. Particularly, young women aregegat risk of infection; as of
December 2003, women accounted for nearly 50%l @ealple living with HIV globally
(WHO, 2006). In 2007, an estimated 33.2 million peowere living with HIV; 5.4
million of them were aged 15-24 years (Raoul Frartkes Santosa, 2009).

The best available estimates indicate that each seme 340 million new cases of
syphilis, gonorrhea and Chlamydia trachomatisur in men and women aged 15-49;
overall, STI prevalence rates continue to rise imstncountries, including developed
countries (WHO, 2006). Sexually Transmitted Infecs (STIs) are a public health issue;
STIs are spreading primarily through person-to-persexual contact and they have
serious complications leading to fatal pregnancicame, aggravating transmission of
HIV infections and infertility in men and women (VZH 1999).

According to WHO, all cervical cancer is attributiedsexual transmission of the human
papilloma virus. Cervical cancer accounts for 11fglobal deaths due to unsafe sex.
Almost three quarters of the global burden of uasaXx occurs in sub-Saharan Africa,
and remaining 15% in India and other countrieshef South-East Asia Region. Other



STIs like syphilis, gonorrhea and Chlamydia areirelyt attributable to unsafe sex
(WHO, 2011).

According to World Bank's estimation US$0.90/cagia family planning, US$3/capita
for antenatal and delivery care, and US$0.20/cafuitaSTD care - could avert an
estimated 8% of the total global burden of dise&S8D). In addition, investing
US$1.70/capita in HIV/AIDS prevention could avert additional 2% of the GBD. The
adverse consequences related to sexual and refikedhealth, and the benefits of good
SRH extend beyond health, and have an impact aatietal level (World Bank).

Cultural taboos, beliefs that such conditions miustendured, feelings of anxiety or
depression, and lack of information and resouroesliéaling with them contribute to the
relative invisibility of many sexual and reprodweti health problems not only to
policymakers and health-care providers but alstamaily members, sexual partners and
even individuals themselves (GFHR & WHO, 2007).

Sexual behavior varies between countries and regibrthe world. In 2004, unsafe sex
was estimated as being responsible for more th&&m &human immunodeficiency virus

(HIV) infection in Africa. Throughout the world, ¢hproportion of HIV/AIDS deaths due

to unsafe sex ranges from around 50% in the low- raiddle-income countries of the

WHO Western Pacific Region to 90% in the low- anwidfe-income countries of the

Americas (WHO, 2011).Therefore, the evidences stiat the threats related to sexual
behavior are increasing, and even more so among@dbkescents/young people of the
developing world.

1.3 Brief situation in South Asia

South Asia is a residence to about 350 million yppeople aged 12-24 years, nearly
30% of all youth in developing countries. The larggnbers of young population and the
socio-economic and cultural context of South Asihich perpetuates gender stereotypes
leading to discriminatory practices in overall beébatowards girls, early marriage and
early pregnancy being a cultural norm. Poor acteseproductive and sexual health
services and information, increasing trend in vicke and sexual abuse presents a
tremendous threat for addressing their developnagidt health concerns especially
reproductive and sexual health (Capoor | and Fjt2006).

More than half of the world's young people — al®k® million (10 and 24 years aged)
live in Asia and the Pacific. In South Asia regigncomprises about 31% of the total
population (Capoor | and Patel P, 2006).

Large proportion of South Asian adolescents ariedibelow the poverty line in remote
areas. Adolescents are also considered as souineoofie in household in many of the
families. Poverty and lack of education makes thork for unskilled labor sectors for
rest of their lives. For many adolescents, thimade makes extremely vulnerable to
various forms of exploitation. “Commaodification aflolescents and young people” is a
common phenomenon in many resource poor familieSaath Asian countries which



manifests in the form of trafficking, flesh tradexual abuse, rape and incest among the
young population (Capoor | and Patel P, 2006). gtwving rates of HIV/AIDS in the
young population are affected by these realities.

Adolescents (10-19 years) constitute 18-25% ofptbggulation in countries of this South-
East Asia Region (SEAR). The existing health sewiare inadequate to meet the needs
of adolescents. Health polices and strategies atrelirected to respond the adolescent's
issues (WHO, 2004).

In many of the South Asian communities, patriarct@ims and values are predominant.
Culturally, marriage in South Asia takes place akeey early age, before the age of 18
years (Capoor | and Patel P, 2006).

Table 1 Distribution of young population in SEAR

Country Young People Age 10-24 (2006) Young People Age 10-24 (2025)
Million % of total Million % of total
population population
World 1773 27 1845 23
Bangladesh 45.7 32 52.2 27
Bhutan 0.7 33 0.9 29
India 331.1 30 349.2 25
Nepal 9 33 11 28
Pakistan 54.2 34 64.8 28
Sri Lanka 54 26 4.7 20
South Asia 446.1 31 482.8 26

1.4 Situation in Nepal

In Nepal, young population comprises more than 38f%he total population (CBS,

2009). Owing to high fertility and a youthful poptibn, the proportion of adolescents in
the total population is likely to increase in thening years. The majority of the
adolescent girls are illiterate. Amongst adolesggs of age 10-14 and 15-19, only 49%
and 39% are literate compared to 76% and 71% arhdogys in the corresponding age
groups (Pradhan A et al., 1996).

Adolescents in Nepal often encounter problems, wimclude lack of awareness and
knowledge about sexual and reproductive healtty ezarriage, early and frequent child
bearing, unsafe abortion, STIs & HIV/AIDS and salose abuse. These problems are
further aggravated by poor health seeking behandrinadequate access to information
and services. Many of these problems not only aftee physical and mental health of
adolescents but adolescents' long-term emotior@nanic and social well being
(MOH/FHD, 2000).
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fertility and their associated

complications, unintended pregnancies and unsafdiab related health risks for young
people (Tamang A; Nepal B., 1998). In addition,agparent trend to a lowering of the
age of menarche, an increase in age at marriagegeb in values brought about by
increasing urbanization, exposure to foreign ceuthrough migration, tourism and the
mass media, and a decline in the prevalence ofe#tended family exacerbate the
problems of adolescents in the country (CREPHA£})99

About 22% of new HIV positive cases
were reported in age group < 24 years|in
the year 2010 (see Fig.?3) According
to National Center for HIV/AIDS and
STI, Nepal is considered a "low
incidence" country in terms of HIV
infections.  However, the  seror
prevalance data suggest that HIV and
STIs infections have significantly

increased in the last five years. 0 20 40 60 80 100
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Adolescents (14-19 years) comprise one

sixth (13%) of all the HIV infected Figure 2 New HIV positive cases by age

cases in Ne_pal; the proportion Ofgroupin 2010, Nepal

adolescent girls amongst the total

women infected with HIV is about one-third (NCASGIM, 2000). The nature and
extent of sexual contacts between individuals dmelrtnon-regular partners or Sex

1
Source: World Bank data, 2008 , Demographic Health Survey, 2001, 2006
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Workers (SWs) have important implications for trensmission of HIV in Nepal. One of
the effective ways of preventing the spread of Sarld HIV/AIDS is by changing the
sexual behavior of sexually active persons towaedponsible and safe sexual practices.
This could be possible by disseminating informatidrout HIV/AIDS and encouraging
the use of condoms. Unless change towards safelalséehavior is emphasized, the
spread of STIs and HIV is difficult to manage undentrol.

The general prevalence of HIV/AIDS in Nepal is 0.3%wever, there is an increasing
prevalence in several groups like Sex Workers ithiKandu 17.3%, Intravenous Drug
Users (IDUs) 40.4% nation-wide and 68% in the @mity (NCASC/FHI, 2003). It is
now evident that Nepal has entered a "concentrgéetemic” the HIV/AIDS prevalence
is consistently exceeding 5% in one or more sulygso AIDS could become the
principal cause of death in 15-49-year-olds, an@0®-15,000 AIDS-related deaths
could be expected annually in the country (Abeysébaand Silva de J.H., 2005).
Preventing HIV and STIs among vulnerable groups prevention of new infections
among young people is one of the important stratedseep the general prevalence less
than 1% and to begin to reverse it by 2015 (NHSR20R4).

Nationally, over 50,000 cases of STIs are repoatedi STIs (other than HIV) comprised
78% (34118) of total counseling and testing casel im health facilities throughout the
country in 2010 (DoHS, 2010). The STI cases insulidtrict are increasing in alarming
rate from 2009 (total cases 666) to 2010 (totalasies 2919).

Poverty and unemployment in rural areas is enfgrgmung population to migrate to the
nearest cities within country; large portion of ptgtion especially from far western of
Nepal migrate to India. Unless young people havie saxual behavior and correct
information, they are quite vulnerable to this pamée of HIV/AIDS. In addition, the
rapid growth of formal manufacturing sector in Niepas led to a large influx of young
people from rural areas seeking employment in Katioha Valley. Many young people
arrive in the city unaccompanied by parents or oguardians. The problems of working
young people and adolescent are further severegards of vulnerabilities of various
kinds (CREPHA, 1996).

According to NCASC Nepal 2008 data, total HIV postcases reported in Nepal
including AIDS are 11,501 (68% were men ar¥63were women), of which 16%
people had already developed AIDS (NCASC/MOH, 2008 source showed 3 in 4 of
the total HIV positive cases were attributableéhe unsafe sexual practices and 20% of
the total HIV cases were contributed by young peabl15-24 years.

Nepal Demographic Health Survey (NDHS) 2006 showestiian age at first sexual

intercourse was 17.2 years among women aged 2@d% yand 19.6 years among men
aged 25-49 years. Median age at marriage for waanehmen was 17.2 years and 20.2
years respectively (NDHS, 2006). This finding sigigeincreasing premarital sexual

relationship. The time period between age ait fsex and age at marriage is often
a time of sexual experimentation, which can ease the risk of HIV, unwanted

pregnancy and other STIs.



The same survey showed high risk sexual intercowese common among men in age
group 15-19 years. The age group of 15-19 yeatkeieriod of higher secondary or
secondary level of education according to the etitucgystem of Nepal.

1.5 Obijective of study

1.

2.

To assess the perception of appropriate age atageyrchild birth and reason of
suitability

To assess the knowledge and experience of physitahge and source of
information related to physical change.

To assess the knowledge related to family plannmgthod, emergency
contraception and place to receive service

To assess the knowledge of HIV and STI, mode afstrassion and testing of
HIV

To assess the knowledge and practice on accessitdizdtion of sexual and
reproductive health services

To explore the sexual behavior, use & perceptioserking SRH services.



Chapter II- Methodology

2.1 Study Design and Instrumentation

This assessment was a descriptive and cross-salctgindy design. This represents the
Knowledge, Practices and Coverage (KPC) Surveyaelto situation of adolescent on sexual
and reproductive health of the study districts.

The study design was explored the level of indisatevhich will be beneficial in planning,
programming and developing health promotion adtisitelated to adolescent reproductive and
sexual health. This assessment is a blend of hadlitative and quantitative research methods.
The research instruments was prepared, pre-testethadified to address the specific objectives
of assessment. The major qualitative data colledthols was included focus group discussions,
and key informants interview. The quantitative detdlection tools were included household
survey. The concerned stakeholders were also agipeddor the interviews.

Quantitative and qualitative data are complementang both can be used to guide program
improvements. While quantitative indicators areeatial for measuring results and gauging
impact; qualitative indicators can provide a mowamced understanding of results. In this guide
some of the quantitative indicators can be enhabgegualitative data, particularly those in the
“Use” section, where indicators/variables focusdmeumenting use and contextual information
around reported use.

2.2 Indicators

The indicators are mentioned below, Indicators arihbles were finalized after discussion with
technical team of BNMT, FNAN, WHR and BP Koiraladlth Foundation. Thenain variables
were related to knowledge and practice relatednmmedge of age at marriage, information
relation ASRH, family planning and emergency carg@ion and HIV. The detail indicators are:
The study mainly measured followiimgicators:

* % of respondents know about the appropriate agkilatbirth

* % of respondents know about normal physical chadgeasg adolescent

* 9% of respondents know about family planning metrertts emergency contraception
» 9% of respondents heard of HIV, mode of transmissioHIV and STI

* 9% of respondents receiving information on SRH issue

* % of respondents faced problem related to SRH

* 9% of respondents discuss SRH issues in family

* 9% of respondents had premarital sex and use ofameption

» Preferred source of information on ASRH among ragpats



2.3 Sample size

For the purpose of quantitative study, a sample siz 2251 respondents was calculated. It
included 1164 female and 1087 male of age group9l@ears to assess the knowledge, practices
and coverage related to sexual and reproductiithhisaues.

For the purpose of quantitative study following géersize was included.

Table 2 Distribution of young population in SEAR

S.N. Group Sample Size*
Less that 14 Years 702
Fourteen to sixteen years 1084
More that sixteen years 465
Total 2951

* the sample size was calculated by given formdl&*(design effect)

Epi Info 3.3.1 statistical software was used fangke size calculation. The estimated sample size
(n) is calculated, using Simple Gaussian Theory, as

. Z;-EP(I_P)N
S*(N-1)+Z2,p(1-p)

Here,
N : Population size of sampled districts/strata.

P%: Estimate of rate of characteristics ogogrin the population is taken 20%

(Delivery assisted by SBA, among mother thas 20 years, 20%; NDHS, 2006).
d%: Absolute deviation from P% is considered +R/4616f P i.e. +/- 10% of 20% (0.02%).
Z,: At 95 % Confidence Level.
For the qualitative purpose 18 focus group disamss{FGD) in each districts from at least three
in each group (adolescent male and female, fatheothers, HFMCs and FCHVs) were
conducted. For each district level FGD, a maximdri@participants from parents, adolescents
were invited of respective group. Similarly, nind Kere conducted from each district (Health
teacher-3, Stake holders-3, D/PHO-1, Media pergon-2

Table 3 Summary of tools and techniques used in glitative and quantitative study

Method Tools Sample size| Remarks

A. Quantitative

Al | Interviews (1+19 years Interview questionnail | 225/ distric | 3 vDCs/Distict
15 Samples/ward

1C




B. Qualitative
B1 | FGDs with adolscents (1-19 years FGD guideline 3/district 1 Sec. Schoo
old Females) 1 H S School
Community
B2 | FGDs with adolescents (-19 years FGD guideline 3/district 1 Sec. Schoo
old Males) 1H S School
1
Community
B3 | FGDs with Parents (Mothe FGD guideline 3/districi 1/vDC
B4 | FGDs with Parents (Fathe FGD guideling 3/distric 1/vDC
B7 | KllIs with Health Teache KIl guideline 3/ distric: | /see SchoolvD
B8 | KllIs with organizational stakehold¢ | Kll guideline 3/ distric | ¥VbC
B5 | FGD with HFMC Membel Kll guideline 3/ distric 1VDC's HI
B9 | KlIs with D/PHC Kl guideline 1/districi | V/District
B6 | FGDs with FCH\ FGD guideline 3/ districi | VVbC
B10 | KlIs with Media persor Kll guideline 2/ distric 1 News
papers
1 AV/IFM

2.4 Sampling Technique

Firstly, fifty Village Development Committees(VDCdjom Bajura, Achham, Doti, Kalikot,

Kailali, Dang, Kapilbastu, Nawalparasi, Sindhupalvk and Panchthar was selected randomly
(5 VDCs from each district) by applying Simple Rarmd Sampling, which was considered as
Primary Sampling Unit (PSU) and from selected VDi&se wards from each sampled VDC was
selected applying again Simple Random Samplingthdlhouseholds from selected wards were
considered as sampling frame. Among the sampliaugnér Secondary Sampling Unit (SSU) was
selected randomly from each ward. After selectibward the list of adolescents was prepared
and 15 adolescent were randomly selected from eactlis based on availability. The selected
VDCs were:

Table 4 List of sample VDC

District MPs/VDCs

Bajure Rugin, Kolti, Rajpur, Atichaur, Marta

Achhan Sieudi, Mastamandu, HlchmaKalikasthai,
Mangalshen

Doti Banlek, Lantamandu, MudvaraSanagau,
Barchhai

Kailali Malakheti, Godawari, Fulwari, Hasulliy
Sahajpur

Kalikot Ramnakot, Siuna, Kumalgaun, Bha
Ranchuli

Danc Saudhiyar, Duruwa, Purandhara, Kavre, R¢
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Kapilvastt Bad ganga, Pakadi, Kapalvastu I
Mahagajgunija, Krishnanagar

Nawalparas Harpur, Jaminiya, Ratanpur, Pragatina
Bulingtar

Sindhupalchwo Chautara, Jalbire, Pangretar, Banshgh:
Tekanpur

Panchthe Tharpu, PrangbungYasol, Olane, Nawar
dada

2.5 Approaches

Quantitative method
» Consultant finalized a detailed research methodoldgsign and sample size in
consultation with BNMT’, FPAN, WHR, BPMHF technictdam.
» The tool has been prepared after through analysiseview of the tools used in similar
survey in National and International survey.
» Pre testing of tools, instrument and check list daise.
» Afield research plan was developed and implemented
» Tabulation and further necessary analysis was done.
Quialitative method
* Consultant worked with the technical team of BNMAPAN, WRH, BPKHF for the
development and finalization of tools.
» Developed focus group discussion, In-depth intengeideline, case study guidelines in
consultation with BNMT, FPAN, WRH, BPKHF.
» Pre-tested the FGD and KII guidelines.
» Focus group discussions and Kll was conducted ysieglesigned guideline .
» Further necessary analysis done and interpretatienmade on baseline status.

2.6 Training of Enumerators and Data Collection Pr@edure

Four days orlentatlon training was prowded to enelmerators facilitators and supervisors. The
~ “1 interviewers were trained locally to carry

. out the interviews using the survey
guestionnaires. They were also trained in
interviewing, facilitating participatory
group discussions and KIl. In addition,
they received guidance on dealing with
difficult emotional situations and
referring people for counseling or further
sources of advice and information. After
training, pre-testing of tools was carried
out and amendments made on the tools
incorporating the feedbacks from the pre-
I testing of the tools. After the training

‘ ‘ " and pre-testing, both enumerators and
facilitators depart to the selected districts. &ettfrom BNMT, FPAN, WHR, and BPMHF was
provided to each of the researcher involved instiidy and then after data collection process was
started.
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2.7 Quality Assurance of Data

Quiality assurance of the data was maintained bgtpervision of study team. A part from that,
BNMT, FPAN, WRH, BPKHF officials and Consultants svalso supervised the work of
enumerators and facilitators.

2.8 Data Management

2.8.1 Management of missing value:

Missing data were characterized in terms of theekegnd patterns of missing. For imputation of
missing value of categorical variables, the fregqyedistribution was used as the basis for
randomly generating a value for each observatiokig a response. For example, if education
was measured in three categories -- “less than bajiool” (25% of complete data cases),
“completed high school” (40%), or “more than higthgol” (35%) -- then for each observation
with education missing, a random number betweenn@® & was drawn from a uniform
distribution and the missing value replaced witksYy than high school” if the random number
was less than or equal to 0.25, “completed higloa@i¢hf the number was greater than 0.25 but
less than or equal to 0.65, or “more than high sthié greater than 0.65. For imputation of
numerical variable regression method was used.

2.8.2 Data entry and Analysis process:

Prior to the data entry, the data was cleanednieeting with the district supervisor. The cleaned
data was entered into SPSS 16 version software. stéstical test analysis was done in
accordance with the distribution of data. The catgldatabase will be kept for 5 years. The
findings from quantitative tools were presentedainular and graphical forms, where frequency,
percent and 95% confidence interval was calculateper necessary.

For the qualitative method a content analysis vemsad out (transcription and the notes takers’
note was matched). The findings were presentedvrirative forms, verbatim, comparative charts
and quotations.

2.9 Ethical Considerations

Ethical consideration was maintained by rigorougesg of content considering content validity,
pre-testing of tools was carried out in similattisgtand obtaining the verbal approval from the
study participants after introduction the studypmse was explained to better undertaking and
increases the likelihood that respondents willipigidte and answer honestly. The purpose of the
study was explained in general terms to help redpois understand the importance of the
interview and their part in the process. Alsoedathe time of interview is likely to take and
reassure participants that their answers will betlst confidential.

2.10 The Fieldwork and Study Duration

Fieldwork was started immediately after the oridotaof the team members. The ten teams were
responsible for covering all 10 districts. Withimch team, there were 4 data enumerators.
Depending upon the terrain features and distane®yaen 25 and 30 days was spent in each
district. Regular inter-team communications wereimt@@ned to ensure uniformity of data
collection and sharing of field experiences. Thetrdit program officers were spent 20 days at
each district along with the Data Enumerators. BNKfficials were also briefed about the
progress of the fieldwork regularly. The total diom of fieldwork (covering ten districts) was 30
days.
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Chapter lll- Results

The respondents of this study represented varithuscécaste groups of Nepal. Majority
of the respondents (46 percent) were of Khas atgriBrahmin, Kshetri and Shanyashi)
followed by Pahad Janajati, Pahad Dalit, Terai jdind erai Dalit, Terai upper caste,
religious minorities and Terai relatively disadwaeged caste respectively. Similarly,
majority of the respondents were found to be follmpwHinduism as a religion followed
by Kirat, Buddhism and Islam. A very few respondewere Christian and from other

religion (such as Sikhha).

Table 5 Socio-demographic distribution of respondets by gender

Variable Gender Total
Female Male
n % N % n %
Age group
Less that fourteen Years 407 350 295 271 702 31.2
Fourteen to sixteen years 555 a47.7 529 48.7 1084 48.2
More that sixteen years 202 17.4 263 242 465 207
Total 1164 100 1087 100 2251 100
Caste
Khas (Brahmin, Kshetri,
Shanyashi) 553 47.5 476 43.8 1029 45.7
Pahad Dalit 144 12.4 155 14.3 299 13.3
Pahad Janajati 229 19.7 199 18.3 428 19.0
Tarai Dalit 56 4.8 49 4.5 105 4.7
Tarai Janajati 92 7.9 102 9.4 194 8.6
Tarai relatively
disadvantaged caste 12 1.0 28 2.6 40 1.8
Tarai upper caste 50 4.3 49 4.5 99 4.4
Religious minorities 28 2.4 29 2.7 57 2.5
Total 1164 100 1087 100 2251 100
Religion
Hinduism 991 85.1 935 86.0 1926 85.6
Buddhism 69 5.9 39 3.6 108 4.8
Islam 35 3.0 30 2.8 65 2.9
Christianity 2 0.2 7 0.6 9 0.4
Kirat 66 5.7 76 7.0 142 6.3
Others* 1 0.1 0 0 1 0
Total 1164 100 1087 100 2251 100
Educational status
llliterate 14 1.2 7 0.6 21 0.9
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Just read and write 14 1.2 14 1.3 28 1.2

Primary level 351 30.2 286 26.3 637 28.3
Lower secondary level 427 36.7 384 35.3 811 36.0
Secondary level 286 24.6 324 29.8 610 27.1
10+2 and above 72 6.2 72 6.6 144 6.4
Total 1164 100 1087 100 2251 100
Marital status
Unmarried 1082 93.0 1036  95.3 2118 94.1
Married 80 6.9 51 4.7 131 5.8
Single 2 0.2 0 0 2 0.1
Total 1164 100 1087 100 2251 100

* Other includes: sikhha

Similarly among those who were enrolled for thisdst majority of the respondents were
holding lower secondary level education (36 perncand about 6 percent of the total
respondents had 10+2 and above level of education.

Majority of the respondents were unmarried and te&roale respondents were found to
be single.

The respondents were asked about the most appe@ge at marriage. In general,
getting married after the age of twenty years wasndl to be appropriate. But the
disaggregated data shows that for majority of femaspondents (60 percent), most
appropriate age at marriage is before twenty yeerde for majority of the male
respondents (63 percent), marrying after the agavehty is appropriate. This result
indicates a different level of perception betweealerand female regarding the marriage
culture.

Similarly, the most appropriate age for first chilidth is also viewed differently by male

and female respondents. More than 89 percent ofdimale respondents replied that
having the first child after the age of twenty ye# appropriate. Whereas about 30
percent of the male respondents replied below gieech twenty to be appropriate for the
age of first child birth. The major reason for agpiate age for the first child was

viewed to be physical and mental maturity by mdshe respondents.

Table 6 Gender-wise distribution of perception abotimost appropriate age at marriage

Variable Gender Total
Female Male
n % n % n %
Most appropriate age at marriage
Less than twenty years 697 59.9 407 37.4 1004 44.6

More than twenty years 467 40.1 680 62.6 1147 51.0
Total 1164 100 1087 100 2251 100

Most appropriate age at first child
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birth
Less than twenty years
More than twenty years
Total

Reason of suitability

Physical and mental
maturity

Caring and rearing of
children

Adequate education

If marriage at early age
than mother will be little
week

Self dependence
Harmful to mother and
children

Problem of uterine
prolaspe

Don't know

No response

Total

132
1032
1164

733

98
56

55
65

46

13
97
1
1164

11.3
88.7
100

63.0

8.4
4.8

4.7
5.6

4.0

11
8.3
0.1
100

318
769
1087

746

79
26

52
58

47

8
62
9
1087

29.3
70.7
100

68.6

7.3
2.4

4.8
5.3

4.3

0.7
5.7
0.8
100

450
1801
2251

1479

177
82

107
123

93

21
159
10
2251

20.0
80.0
100

65.7

7.9
3.6

4.8
5.5

4.1

0.9
7.1
0.4
100

Regarding the physical changes during adolescenapmrity of the female respondents

(69 percent) replied menstruation as one of thesiphl changes during adolescence
followed by enlargement of breast (65 percent) amokearance of hair at axilla, chest and
genitalia (39 percent). Similarly, a majority of lmaespondents (58 percent) replied
facial hair appearance followed by enlargementesfitgls (38 percent) and appearance

of hair at axilla, chest and genitalia (36 percastphysical changes during adolescence.

Similarly, only 18 and 5 percent of the male regfmoris mentioned menstruation in
females and ejaculation and wet dreams in malegectisely as physical changes

experienced by adolescents.
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Figure 3 Percentage distribution on knowledge of nst appropriate age at marriage and
child birth

Table 7 Distribution of knowledge and perceived chage during adolescent

Variable Gender Total
Female Male
n % n % N %
Physical change appeared during adolescent
Yes 956 82.1 975 89.7 1931 85.8
No 208 17.8 112 10.2 320 14.2
Total 1164 100 1087 100 2251 100
Knowledge on physical change of adolescent (M
n=756 n=975 n=1931
Facial hair appearance 166 17.4 562 57.6 728 37.7
Shoulders broaden 57 6.0 75 7.7 132 6.8

Appearance hair at
axilla, chest and genitalie 370 38.7 347 35.6 717 37.1
Enlargement of genitals 118 12.3 370 37.9 488 25.3
Ejaculation and wet

dreams 7 0.7 53 54 60 3.1
Pimples 89 9.3 74 7.6 163 8.4
Menstruation 661 69.1 179 184 840 43.5
Hip widen 24 25 20 2.1 44 2.3
Enlargement of breast 620 64.9 267 27.4 887 45.9
Weight gain 179 18.7 140 14.4 319 16.5
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Voice change 248 25.9 304 31.2 552 28.6

Total 956 100 975 100 1931 100
Physical change experienced (MF

Facial hair appearance 0 0.0 410 42.1 410 21.2

Shoulders broaden 26 2.7 89 9.1 115 6.0

Appearance hair at
axilla, chest and genitalie 231 24.2 269 27.6 500 25.9

Enlargement of genitals 62 6.5 361 37.0 423 21.9
Ejaculation and wet

dreams 0 0.0 86 8.8 86 4.5

Pimples 29 3.0 76 7.8 105 5.4

Menstruation 699 73.1 0 0.0 699 36.2
Hip widen 21 2.2 13 1.3 34 1.8

Enlargement of breast 624 65.3 15 1.5 639 33.1
Weight gain 155 16.2 123 12.6 278 14.4
Voice change 176 18.4 337 34.6 513 26.6
Total 956 100 975 100 1931 100

Source of information on Physical change

Teacher 553 57.8 628 64.4 1181 61.2
Friends 453 47.4 461 47.3 914 47.3
Family 264 27.6 73 7.5 337 17.5
TV 87 9.1 181 18.6 268 13.9
FM radio 170 17.8 360 36.9 530 27.4
Newspaper 56 5.9 161 16.5 217 11.2
Health workers 144 15.1 197 20.2 341 17.7
others* 123 12.9 88 9.0 211 10.9
Total 956 100 975 100 1931 100

MR: Multiple response; * Other includes: Books, f@ospamphlets, browsers, etc.

The respondents were also asked about the physiealges that they have experienced
during adolescent period. The responses indicaé rigjority of female responded
menstruation (73 percent) and enlargement of bi@aspercent). Whereas, majority of
male responded appearance of facial hair (42 pgr@n a physical change during
adolescent followed by enlargement of genitalsg&ent), change of voice (35 percent)
and appearance of hair at axilla, chest and gemit28 percent). Regarding the source of
information about the physical changes during extmets, teacher was the most
important source with 61 percent reporting. Otheurses of information on physical
changes included friends with 47 percent reportolipwed by FM radio (27 percent),
health workers (18 percent), family (17 percenty, (4 percent) and Newspaper (11
percent). The source of information when rankeoldver, differed for male and
females. Teachers, friends, family followed by F&tlio were the major sources of
information for female respondents. For male redpats teacher, friends, FM radio
followed by health workers respectively were thganaource of information. Only 7.5
percent of the male respondents have heard abautptiysical changes during
adolescence from their family members.
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Table 8 Distribution of knowledge on difference ofidolescent problem and reason of

difference
Variable Gender Total
Female Male
n % n % n %
Problem of adolescent is different from other agergup
Yes 684 76.7 671 71.4 1355 741
No 184 18.1 244 24.0 428 21.1
Don't Know 296 5.1 172 4.6 468 4.9
Total 1164 100 1087 100 2251 100
Reason of difference n=684 n=671 n=1355
Highly energetic age 59 8.6 35 5.2 94 6.9
Due to adolescent perioc 300 43.9 413 61.5 713 52.6
Inadequate maturity of
organ 67 9.8 31 4.6 98 7.2
Lack of awareness 105 154 80 11.9 185 13.7
Opposite sex attraction 20 2.9 19 2.8 39 2.9
Others* 133 19.4 93 13.9 226 16.7
Total 684 100 671 100 1355 100

* Other includes: less maturity, lack decision nmakcapacity, etc.

Respondents were asked whether the problems erpedéy adolescents are different
from the problems of other age groups. Majoritytloé respondents replied that the
problems faced by adolescent and other groups different. And the major reason
behind such difference was reported to be their fageor (53 percent) and lack of
awareness (14 percent). A very few respondent (Bep® replied getting attracted to

opposite sex as a reason for their problem.

Table 9 Distribution of information related to family planning

Variable Gender Total
Female Male
n % N % n %
Ever heard of family planning
methods
Yes 939 80.7 944 86.8 1883 83.7
No 225 19.3 143 13.2 368 16.3
Total 1164 100 1087 100 2251 100
Measures to prevent pregnancy (MR) n=939 n= 944 n=1883
Abstinence 305 32.5 294 31.1 599 31.8
Use of contraceptive 749 79.8 876 928 1625 86.3

19



measures

Use medicines 282 30.0 192 20.3 474 25.2
Others 64 6.8 99 10.5 163 8.7

Total 939 100 944 100 1883 100

Knowledge on method of family planning (MR)

OCP 732 78.0 612 64.8 1344 714
Depo-provera 627 66.8 377 39.9 1004  53.3
Cupper T 328 34.9 257 27.2 585 31.1
Norplant 269 28.6 218 23.1 487 25.9
Condom 772 82.2 886 93.9 1658  88.1
Others* 29 3.1 33 3.5 62 3.3

Total 939 100 944 100 1883 100

Knowledge on place of family planning methods (MR)
Government. Health

Institutions 886 94.4 928 98.3 1814  96.3
Pvt. Clinic 153 16.3 276 29.2 429 22.8
Medical shop 224 23.9 344 36.4 568  30.2
FCHV 325 34.6 249 26.4 574 30.5
Others 10 1.1 66 7.0 76 4.0

Total 939 100 944 100 1883 100

Ever heard of emergency contraceptives

Yes 122 13.0 124 13.1 246  13.1
No 817 87.0 820 86.9 1637 86.9
Total 939 100 944 100 1883 100

MR: Multiple response; * Other includes: abstinencalendar method, male
withdrawal, etc.

The study attempted to understand respondent'slgdge regarding the family planning
services. In general, about 84 percent of the redgrts had ever heard about family
planning methods, the percent was slightly highmale compared to females. The
respondents were asked about different measungeweénting pregnancy. Of those who
have heard about family planning methods, aboytéd8ent of the male and 80 percent
of female respondents replied use of contracep®m measure to prevent pregnancy
followed by abstinence (32 percent), and use ofioness (25 percent) respectively.

Respondents were asked about different methodarofiyf planning. Majority of the
respondents were aware about condom (88 percdlayvéal by oral contraceptive pills
(OCP), Depo-provera, Copper-T and Norplant respelgti The knowledge on condom
was higher among males than females and vice wersamily planning devices used by
women. Government health institutions (96 percestle the highest responded place for
availability of family planning methods followed BRCHYV (for female respondents) and
Medical shops (for male respondents). Similarlyspondents seem to have limited
knowledge about emergency contraceptives. In gerayaut 87 percent have not heard
of emergency contraceptives.
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The study tried to understand the level of awarer@ms HIV and AIDS among the
adolescents. Eighty eight percent of the resposdentied that they have heard of HIV
and AIDS but the figure differed when compared ¢odgr. Only about 85 percent of the
female respondents have heard of HIV and AIDS witilevas 91 percent for male
respondents. The result indicates that comparedale adolescents, female adolescent
are less aware of HIV and AIDS. Respondents wekedasbout different mode of
transmission of HIV with multiple response optioAsaong those who had heard of HIV
and AIDS, majority of the respondents were awagd HilV is transmitted by unsafe
sexual contact with PLHIV (94 percent) followed knansmission through infected
needles (69 percent). Respondents seem to bewass af mother-to-child transmission
(32 percent). Similarly, respondents were askediathifferent types of STls. Almost 94
percent of the respondents were aware of HIV/AIBSaatype of STI followed by
Syphilis (42 percent). A very few respondents cauwdane Gonorrhea (14 percent) and
Hepatitis (6 percent).

Table 10 Distribution of knowledge on HIV and AIDSby gender

Variable
Gender Total
Female Male
n % N % N %
Ever heard of HIV and AIDS
ves 992 852 990 911 1982 88.0
No 172 14.8 97 8.9 269 12.0
Total 1164 100 1087 100 2251 100
Mode of transmission of HIV (MR) n=990
n=992 n=1982
Unsafe Sexual contact
with PLHIV 918 92.5 948 95.76 1866 94.1
Blood from PLHIV 671 67.6 543  54.85 1214  61.3
Mother to child
transmission 351 354 285 28.8 636 32.1
Transmission through
sharing of infected
needles 658 66.3 666 67.3 1324 66.8
Others 49 4.9 74 7.5 123 6.2
Total 992 100 990 100 1982 100
Knowledge on types of Tl (MR)
HIV/AIDS 919 94.1 908 93.2 1827  93.6
Hepatitis 66 6.8 58 6.0 124 6.4
Syphilis 395 40.4 430 44.1 825  42.3
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Gonorrhea 116

Others 50
Don't know 21
Total 977
Ever heard of VCT
Yes 529
No 448
Total 977
Source of information on STI and HIV (MR)
Teacher 785
Friends 371
Family 157
v 257
FM radio 398
New paper 107
Health worker 234
Others* 83
Total 992

11.9
5.1
2.1

100

54.1
45.9
100

79.1
37.4
15.8
25.9
40.1
10.8
23.6
8.4
100

152
49
16

974

635
339
974

828
501
72
251
517
221
277
85
990

15.6
5.0
1.6
100

65.2
34.8
100

83.6
50.6
7.3
25.4
52.2
22.3
28.0
8.6
100

268
99
37

1951

1164
787
1951

1613
872
229
508
915
328
511
168

1982

13.7
5.1
1.9
100

59.7
40.3
100

81.4
44.0
11.6
25.6
46.2
16.5
25.8
8.5
100

MR: Multiple response; * Other includes: Books, {gpspamphlets, browsers, etc.

Similarly, for majority of the respondents (82 pawt) teachers were the source of
information on STI and HIV followed by FM/Radio (4percent) and friends (44

percent).

Respondents' knowledge on sexual and reproductiathhwas also assessed during the
study. The result shows that only about 22 peroétite respondents were aware about
sexual and reproductive health. Similarly, when ttespondents were asked if
information on ASRH issues was available in themmunity, half of the respondents
replied that there were no such information cerfi@r@ASRH issues. Additionally, about
70 percent of the respondents reported that theg haver visited any ASRH related
information centers. The most common reason asrtexpdy the respondents for not
visiting such information centers was because theyer had any problems related to

ASRH.

Table 11 Distribution of knowledge and practice ofespondents on ASRH

Variable

Gender

Female

22

Male

Total



n % N % n %

Knowledge on sexual and reproductive health

Yes 233 20.9 231 22.3 464 21.6
No 931 79.1 856 77.7 1787 78.4
Total 1164 100 1087 100 2251 100
Availability of information centre for ASRH issue
Yes 565 48.7 534 49.3 1099 49.0
No 599 51.2 553 50.7 1152 51.0
Total 1164 100 1087 100 2251 100
Ever received information from information centre
Yes 293 39.0 272 29.0 565 30.4
No 871 68.0 815 71.0 1686 69.6
Total 1164 100 1087 100 2251 100
Reason of not visiting the centers n=871 n=815 n=1686
Due to distance 57 6.5 28 3.4 85 5.0
Availability of untrained
staffs 30 3.4 26 3.2 56 3.3
Lack of confidentiality 20 2.3 16 2.0 36 2.1
Not needed 447 51.3 494 60.6 941 55.8
Unavailability of service 51 5.9 85 104 136 8.1
Others 21 2.4 34 4.2 55 3.3
Don't know about the
centre 245 28.1 132 16.2 377 22.4
Total 871 100 815 100 1686 100
Preferred person to discuss on ASRH issue (MR)
n=116- n=1087 n=2251
Friends 815 70.0 907 83.4 1722 765
Parents 377 32.4 44 4.0 421 18.7
Siblings 225 19.3 26 2.4 251 11.2
Teachers 72 6.2 78 7.2 150 6.7
Health workers 213 18.3 293 27.0 506 225
Others* 53 4.6 27 2.5 80 3.6
Total 1164 100 1087 100 2251 100

MR: Multiple response; * Other includes: FCHV, ottiemily members, etc.

The respondents were asked about the person teér po discuss about ASRH issues.
The result shows that friends (76.5 percent) aee tiost preferred by adolescents to
discuss about their ASRH issues. After friends,dkmespondents preferred parents (32
percent) to talk about their ASRH issues whereate maspondents preferred health
workers (27 percent). However, from the result &e conclude that friends are the most
important person for adolescent to discuss ab@it ASRH issues.
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Table 12 Distribution of respondents ever faced pitglem related ASRH

Variable Gender Total
Female Male
n % n % n %
Ever faced any problem related to
ASRH
Yes 362 31.2 102 9.4 464 20.7
No 802 68.8 985 90.6 1787 79.3
Total 1164 100 1087 100 2251 100
Ever discuss about the problem with anyone n=102
n=362 n=464
Yes 300 82.87 77 75.49 377 44.2
No 62 17.13 25 24.51 87 9.5
Total 362 100 102 100 464 100
Person discuss on Sexual and reproductive health giolem (MR)
Friends 192 53.0 52 51.0 244 52.6
Mothers 216 59.7 19 18.6 235 50.6
Father 26 7.2 14 13.7 40 8.6
Siblings 64 17.7 4 3.9 68 14.7
Teachers 12 3.3 0 0.0 12 2.6
Health workers 63 17.4 16 15.7 79 17.0
Others* 6 1.7 4 3.9 10 2.2
Total 362 100 102 100 464 100

MR: Multiple response; * Other includes: FCHV, ottiemily members, etc.

Similarly, the respondents were asked if they hewver faced any problems related to
ASRH. About 91 percent of the male respondentsaalit 69 percent of the female

respondents replied that they have never facedpamylems related to ASRH. Among

those who have faced the problem, about 25 peafemtle respondents and 17 percent
of the female respondents never discussed abduptioblems with anyone.

Table 13 Distribution of information related to availability and use of ASRH service

Variable Gender Total
Female Male
n % n % N %
Available health institution provide ASRH service
Yes 623 53.6 682 63.0 1305 58.1
No 541 46.4 405 37.0 946 41.9
Total 1164 100 1087 100 2251 100
Available service (MR) n=623 n=682 n=1305
Information and 405 65.0 496 72.7 901 69.0
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counseling \

Health check up 404 64.8 392 57.5 796 61.0

Supply of medicine and

condom 133 21.3 160 23.5 293 22.5

Others 17 2.7 27 4.0 44 35

Total 623 100 682 100 1305 100
Ever received ASRH service in last six months

n=1164 n=1087 n=2251

Yes 88 7.6 30 2.8 118 5.3

No 1076 92.4 1057 97.2 2133  94.7

Total 1164 100 1087 100 2251 100
Reason of receiving service n= 88 n=30 n=118

Problem related to

reproduction and sexual

organ 18 20.5 11 36.6 29 24.6

Swelling of testes 0 0.0 4 13.3 4 3.4

Menstrual problem 40 45.5 0 0.0 40 33.9

Problem related to

discharge 3 3.4 2 6.7 5 4.2

Lower abdominal pain 26 29.5 1 3.3 27 22.9

Others* 1 11 12 40.0 13 11.0

Total 88 100 30 100 118 100
Problem resolved after visiting HlI

Yes 62 70.5 19 63.3 81 68.6

No 26 29.5 11 36.7 37 314

Total 88 100 30 100 118 100
Again went to Hi

Yes 27 30.7 5 16.7 32 27.1

No 61 69.3 25 83.3 86 72.9

Total 88 100 30 100 118 100

* Other includes: problem related to premature ejkation; psychosexual problem,etc.

In the next step, the respondents were asked abeuvailability of ASRH services in
the health facility located in their community. Alo54 percent of the female
respondents and 63 percent of the male respondepteed that ASRH service is
available in their nearby health facility. Of thoa#firming the availability of ASRH
services, information and counseling (69 percemt the service mostly reported by the
respondents followed by health check-up (61 pejcand supply of medicine and
condom (22 percent).

Table 14 Distribution of information on source of nformation and media habit by gender

Variable Gender Total
Female Male
n % n % N %

Sources of information on SRH (MR)
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School and Curriculum 833 71.6
Friends 439 37.7
FM and Radio 642 55.2
v 349 30.0
Magazines 172 14.8
Internet 23 2.0
Health workers 347 298
Others* 100 8.6
Total 1164 100
Most Preferred media
FM/Radio 636 54.9
TV 389 33.6
Paper and magazines 81 7.0
Internet 22 1.9
No response 36 2.6
Total 1164 100

884 81.3
552 50.8
691 63.6
310 28.5
319 29.3
53 4.9
383 35.2
72 6.6
1087 100
626 57.7
282 26.0
101 9.3
40 3.7
38 3.4
1087 100

1717 76.3
991 44.0
1333 59.2
659 29.3
491 21.8
76 3.4
730 32.4
172 7.6
2251 100
1262  56.2
671 29.9
182 8.1
62 2.8
74 2.7
2251 100

* Other includes: Books, poster, pamphlets, browsetc.

The study further attempted to understand thezatibn of ASRH services in the last six
months. The result shows that the utilization ofRAEservices is very low with only
about 8 percent of the female respondents and abqeércent of male respondents
visiting the health facility for ASRH service withithe last six months. The most
frequent reason for visiting the health facilityreported by female respondents was due
to menstrual problem (45 percent). The result grihdicates that the problem of more
than 30 percent of the respondents was not solwenl &fter visiting the health facilities.

Table 15 Distribution of information related to ASRH in formal education program

Variable Gender Total
Female Male
n % n % N %
ASRH is included in your curriculum (only among 8 gade and
above)
Yes 653 100 703 100 1356 100
Total 943 100 938 100 1881 100
Teacher teach that lesson n=653 n=703 n=1356
Yes 639 97.9 690 98.2 1329 98.0
No 14 2.1 13 1.8 27 2.0
Total 653 100 703 100 1356 100
Content is adequate to understand ASRH n= 639 n=690 n=1329
Yes 512 80.1 522 75.7 1034 77.8
No 127 19.9 168 24.3 295 22.2
Total 639 100 690 100 1329 100
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Respondents were asked about their sources omatan, especially regarding ASRH
information. For majority of the respondents, sdfaoriculum was the source of
information (76 percent) followed by FM and raday 60 percent of the respondents and
Friends (44 percent). Similarly, regarding the nmsferred media for information, more
than half of the respondents reported FM/RadiogdHe preferred media followed by
TV.

Table 16 Distribution of information of ASRH with family member

Variable Gender Total
Female Male
n % n % N %
Ever discuss on ASRH issues with family member
Yes 291 25.1 51 4.7 342 15.2
No 873 74.9 1036 95.3 1919 84.8
Total 1164 100 1087 100 2251 100
Discussion of ASRH issue with family member is easy=291
n=51 n=342
Yes 245 84.2 36 70.6 281 82.2
No 46 15.8 15 29.4 61 17.8
Total 291 100 51 100 342 100
Reason of eas' n=245 n=36 n=281
Supportive family 209 85.3 27 75.0 236 84.0
Others* 36 14.7 9 25.0 45 16.0
Total 245 100 36 100 281 100

* Other includes: family member help to get solationderstand there problem, etc.

Respondents were asked if they have ever discuaS&H issues with their family
members. Out of 2252 respondents, about 85 pelwareé never discussed on ASRH
issues with their family. The frequency of not dissing with family was higher among
male (95 percent) than female (75 percent). Amdmegeé who discussed, about 82
percent felt easy to discuss with their family mensband the major reason for feeling
ease as reported was because of their supportiveena

Table 17 Distribution of information of organization working on ASRH issue

Variable Gender Total
Female Male
n % n % n %
Any organization working on ASRH issues
Yes 360 31.0 372 34.3 732 32.6
No 804 69.0 714 65.7 1518 67.4
Total 1164 100 1087 100 2251 100
Types of service provided by the organization (MR)=360
n=372 n=732
Information 289 79.8 325 86.7 614  83.9
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Check up 175 48.3 205 54.7 380 51.9

Counseling 185 51.1 233 62.1 418 57.1
Others* 7 1.9 17 4.5 24 3.3
Total 360 100 372 100 732 100

MR: Multiple response; * Other includes: medicifemnily planning commodities, etc.

Information related to sexual relationship was assessed after building good rapport
with the respondent and ensuring the ethical measbecause of its sensitiveness.
Among those who were unmarried, about 9 percemhefrespondents had experienced
sexual relationship and the rate was much highenate (17 percent) as compared to
female respondents (2 percent). Furthermore, amthiwge had premarital sexual

relationship, about 45 percent of the male respatsdand 20 percent of female

respondents had more than one sexual partner. &lynilregarding the use of

contraception, about 30 percent of the respondesgerted to have never used any
contraceptive methods during their sexual relatignsThe result further indicates that
adolescents are likely to be influenced by thdenids for sex. About 6 percent of the
female respondents and 33 percent of male resptsdene reported to be influenced by
the friends for sexual relationship.

Table 18 Distribution of information related to sexual behavior of respondents

Variable Gender Total
Female Male
n % n % n %
Ever had sexual contact
Yes 20 1.8 175 16.9 195 9.2
No 1062 98.2 861 83.1 1923 90.8
Total 1082 100 1036 100 2118 100
Age at first sex (mean+SD) 14.9 £3.5 15.6+7.9 15.5+7.4
Do you have more than one sexual partner n=20 n=175 n=195
Yes 4 20.0 78 44.6 82 42.1
No 16 80.0 97 55.4 113 57.9
Total 20 100 175 100 195 100
Ever use Contraception
Yes 17 85.0 120 68.6 137 70.3
No 3 15.0 55 314 58 29.7
Total 20 100 175 100 195 100
Ever influenced for sex by your friends colleagu¢ n=1164 n=1087 n=2251
Yes 67 5.9 360 33.5 427 19.3
No 1052 92.7 703 65.4 1755 794
No response 45 1.4 24 1.1 69 1.3
Total 1164 100 1087 100 2251 100

Similarly, respondents were asked if they have eistussed about harmful effects of
unprotected sex with their friends. The result shtvat about 70 percent of the male and
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51 percent of the female respondents discuss i friends about the harmful effect of
unprotected sex. It was interesting to find out tiaout 30 percent of the respondents
discuss about sexual matters with opposite sex.

Table 19 Distribution of information related to behavior of discussion of harmful effect of

unprotected sex

Variable Gender Total
Female Male
n % n % n %
Ever discuss on harmful effects of unprotected sewith friends
Yes 579 515 747 69.7 1326 60.4
No 530 47.1 312 29.1 842 38.3
No response 55 1.4 28 1.1 82 1.3
Total 1164 100 1087 100 2251 100
Ever discuss among sexual matters with opposite sex
Yes 292 25.1 372 34.2 664 29.5
No 376 32.3 465 42.8 841 37.4
No response 496 42.6 250 23.0 746 33.1
Total 1164 100 1087 100 2251 100

The study also tried to understand the perceptiadolescents regarding their preferred
structure of ASRH services provided for them. Regund confidential service (22
percent) was reported to be the most necessarycsetv provide ASRH services,
followed by counseling service (12 percent), estdbhent of information center (10
percent) and delivery of information through medle FM (9 percent). Similalry,
establishment of youth clubs, gender friendly sté¢male provider for female client),
adolescent friendly services and establishmentfofination center in every school were
reported as necessary for providing ASRH service.

Table 20 Distribution of information related to ne@ssary structure for providing ASRH

service
Variable Gender Total
Female Male
n % n % n %

Structure necessary for providing ASRH service (MR)
Establishment of information centre
related to ASRH 124 111 105 99 229 105
Counseling service to adolescent 78 7.0 183 17.2 261 12.0
Establishment of adolescent friendly

service 44 3.9 48 45 92 4.2
Establishment of information centre
every school 26 2.3 28 26 54 2.5

Provision of gender friendly health
55 4.9 59 56 114 5.2
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staff (female staff for female)

Provision of medicine and other
commodities

Regular/ confidential service
Establishment of youth club
Information related to adolescent

should be delivered through media

like FM
Don't know
Others*
No response
Total

Preferred place for ASRH servict (MR)
Government. health institution
Pvt. health institution
WDO
Youth clubs
Campus/High school
Independent organization
Total

26
227
90

105
198
120
71
1164

694
115
223
91
71
114

1164

2.3
20.3
8.1

9.4
17.7
10.7

2.1
100

59.6
9.9
19.2
7.8
6.1
9.8
100

25
245
65

86
143
72
28
1087

707
191
18
219
104
142
1087

2.4
23.0
6.1

8.1
13.5
6.8
0.4
100

65.0
17.6
1.7
20.1
9.6
13.1
100

51
472
155

191
341
192
99
2251

1401
306
241
310
175
256

2251

2.3
21.7
7.1

8.8
15.6
8.8
1.3
100

62.2
13.6
10.7
13.8

7.8
11.4
100

MR: multiple response; *Other includes:

administrative huddles at health institution, etc.

increasee tlopening hour, decrease

The study also explored the preferred place foil@vitity of ASRH service. Majority of

the respondents replied government hospital (6Zemty as a preferred place for
availability of ASRH services followed by youth bkl and private health institution.
However, female respondents preferred women deredap office after government

hospital for the service.
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Chapter IV -Qualitative findings

4.1 FGD findings

4.1.1 Findings from Parents

Main health problems in society

The major health problems in society are faintmgscular cramp, abdominal pain, over
bleeding during menstruation. Most of the adoles&ope at the age of 14-15 year.
Most of the married women whose husbands have gbread keep sexual relation with
other person in Mela bazaar. Other problems aggdll abortion, unsafe abortion, fever,
TB, cough, typhoid, worm infestations. Still othgroblems found are drop out from
school.

Adolescents are demanding their rights but theyatofulfill their responsibilities. They
also think that having sexual relations are thgintc

Problems related to sexual and reproductive healfradolescents

The adolescents are increasingly involved in unsafaial relations including multiple
sex partners. Unsafe sex has led to increased w@svpregnancy resulting in the adverse
social consequences to affected girls and theiriliizsn Likewise, many girls face
irregular menstruation, lack proper knowledge onRAS The girls do not share their
problems because they are afraid of being rejentdte society.

Other SRH problems are sexually transmitted iné&xstj unwanted pregnancy and unsafe
abortion. Adolescents do not have proper knowledgASRH.

Knowledge, attitude, practice and behavior

Unsafe sex with multiple sex partners is increasifigere is also problem of early
marriage as some adolescents marry as early agéhef 13 years. Mobile phones have
spoiled our children to a great extent .They spemubst of their time in watching
pornographic movies and sending text messages bilenphones. They spend around
1500 rupees in their mobiles in a month. So we wéhet government to prevent
accessibility of all those unwanted movies. Thegwamgly pretend do not understand.
Smoking and drinking alcohol is seen in most oflibgs. Most of the adolescent have
knowledge but they do not use in practical.

SRH service delivery from government and non goveent sector

The organizations working on ASRH area are schoésglth institutions, Women

Development Office (WDO) and FM radio. Though soonganizations are working on

ASRH, the youth-friendly services are still inadatgu The health institutions provide
general check up, some medicines, contraceptivensading, advice and trainings to the
adolescents.

Types of services provided
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The services provided to adolescents are geneeakalp, medicine, contraceptive
distribution, advice and counseling and sometimasing.

Quality of services
The service quality is very poor. Separate senviceadolescents do not exist so there is
problem of confidentiality. Still unsafe abortioae taking place.

First approach for service seeking

Most of girls do not share their ASRH problems tluéhe fear of social stigma. Boys
usually go to HI for contraceptives. Only if probidecomes serious, do adolescents
visit health institutions. Most of the adolescevist His outside their own district or
private clinic or hospital for maintaining theiryecy.

"Praya gari yahaka kishoreeharu aafna shamashya lukayera baschhan sabai bhanda
yahi thulo shamshya ho .... "

Problems faced by adolescent boys and girls

Adolescents have reproductive health problems, kiewthey have not availed services
because they feel lack of privacy. They also feblbaned to go to health institutions with
reproductive health problems. They also fear rejacirom society if found with issues
of reproductive health.

Attempts to enhance access and utilization

Public as well as private sectors do not seem ke &eriously ASRH problems and
issues. Community leaders lack knowledge on adefs8SRH issues. Hence access
and utilization of quality service is limited.

HRH

Staff do not present regularly in health institngo Youth friendly service is lacking
because of lack of capacity of staff. Also, lodalffsare not recruited which hampers the
friendly service and privacy provided.

Suggestions and recommendations

Mela bazaar(programs at night) should be banned. There shbaldho provision of
abortion in the villages because this leads to gmsign among girls. Awareness
programs should be launched in each and every walatling schools. Teachers should
be provided training on friendly behavior and caalimg). Watching movies in mobiles
should be prohibited. The health institutions sHooéve skilled health workers as per
sanctioned posts. The health workers need to shiendfy behavior to patients and
patient party. Parents also need to be friendiy lieir sons and daughters. For this
orientation program should be launched among pard@iiere should be punishment for
those who are doing unsafe abortion. Each villageds a center for awareness
established. The curriculum of schools should aAlseevised to make it broad to include
SRH issues.
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4.1.2 Findings from FCHVs

Main health problems in society
The main health problems in our society are pneuaahiarrhea, uterine prolapsed,
worm infestations, irregular menstruation with hgaleeding and TB.

Sexual and reproductive health problems of adolasise

Sexual transmitted infections, unsafe sex, unshéetian, smoking, alcoholism, school
drop-out and early marriage are prevailing probleadolescents. Likewise, rampant
mobile use and indulgence in watching movies in ileeband sending unnecessary
messages are other problems in adolescents.

Knowledge, attitude, practice and behavior

Most of the adolescents have knowledge regardipgodeictive and sexual health but
they do not practice them. Some of them pretendknowing anything about these
matters. Adolescents' behavior is not improvingalise of parents' negligence also. The
adolescents think that making sexual relation e thght.

SRH service delivery from government and non goveent sector
The schools, health institutes, FM radio are inedlvin delivery of services and
information to the adolescents.

Types of services provided
The services provided to adolescents are generdkchp, medicine, contraceptive
distribution, advice and counseling and sometimasing.

Quality of services
There is not separate service for adolescentstihefecting their privacy.

First approach for services

Some of the youths approach first to traditionahlées whereas others visit health
institutions, private clinic or hospital and NGOnrservice facilities in case of having
health problems.

Problems faced by adolescent boys and girls

Adolescents have many problems but they don’t dsscdue to their lack of faith in the

service provided or they fear exclusion from socidthere is also problem of unsafe
abortion resulting excessive bleeding and otherpdisations. Girls are having unsafe

abortion because of lack of proper advice, coungadind treatment. Some girls have to
be taken to outside district for treatment of cangilons due to unsafe abortion.

Attempt to enhance access and utilization

Public as well as private sectors do not seem ke &eriously ASRH problems and
issues. Community leaders lack knowledge on adefsBSRH issues. Hence access
and utilization of quality service is limited.
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HRH

Staff do not present regularly in health institngo Youth friendly service is lacking
because of lack of capacity of staff. The stafhaalth institutions is not local which
hampers the friendly service and privacy provided.

Suggestions and recommendations

The boys should be looked after by male health emsrland the girls should be looked

after by the female health workers. Youth inforroaticentre should be established in
each health institution and PHC outreach clinic.afeness program should be conducted
time to time for local leaders, adolescents, sclaoop-out children. Trainings programs

should be conducted for parents regarding theiaweh to their sons and daughters. It

would be better if each health institution has sddertion service facilities.

4.1.3 Findings from adolescent boys and girls

Main health problems in society

Most of the adolescents have problems of pimpteset stomach pain, cough, gastritis,
low blood pressure and sometimes rape cases. Pthiglems are early marriage leading
to early pregnancy. They also face discriminatignsociety. School dropout, drinking
alcohol and smoking are problems especially amalio¢eacent boys.

Due to poor sanitation, different diseases likeedysry, scabies, and diarrhea are
occurring often. Likewisedeuki pratha, chhaupadmental illness and malnutrition are
also main health problems. There is discriminateord inequalities with regards to
gender.

Problems related to sexual and reproductive headftadolescents

The girls suffer from venereal diseases with symmstdike burning micturition, foul
smelling white discharge from vagina. Still otheplglems are irregular menstruation,
itching in breasts and nodules in breast. In soases, menarche has not occurred even at
the age of 22 years. Physical development occusradt matching with the age in some
adolescent girls because of poor nutritional statlissafe sex leading to unwanted
pregnancy has resulted in refusal of girls by sgdier marriage.

The boys also suffer from STIs due to unsafe sesalations. They watch pornographic
movies. Drug addiction is seen in both boys anis.githe problem of drug addiction has
led to criminal activities. Other SRH problems aemcer of uterus, rashes in body and
genitals and child marriage.

Knowledge, attitude, practice and behavior

There is gender discrimination in society and fgmfldolescents go to private service
providers in case of treatment of sexual diseaBes.education that we get in school is
only theoretical. We lack sufficient knowledge inSRH. Traditional practices still
prevail, however there is growing tendency to ssskices from modern health facilities.

SRH service delivery from government and non goveent sector
We get services from FM radio, school and healgtititions. We also get orientation on
ASRH sometimes. KIRDARC has provided programs eeldb access to education in
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health related issues. Only minor treatment andrraff services are provided by the
health post. Health post also provides SRH inforomatipon request.

Types of services provided

The health institutions provide general physicaéath up, medicines, contraceptives,
counseling, advices and sometimes training. Orignaadolescents have got information
on SRH.

Quality of services

We think that the quality is poor because theraadsprivacy or separate service for
adolescents. Only general suggestions, health #dnand simple treatments of STI are
provided. No separate service is provided for extapts.

First approach for services

If we have health problems, we first approach taltheinstitutions because of free
services and sometimes also private clinics angditads. We also approach Maryland, an
NGO for availing services. Some of adolescentdiestgoing to private clinics because
of availability of better medicines and better treant.

Problems faced by adolescent boys and girls

We have many private things to take advice upondmution’t have reliable persons for
that. We are ashamed to get check up for STIs éwangh we are affected. We have
many problems but no one seems to care for thagreTls lack of adequately skilled

human resources and lack of medicines and equipnidggative attitude of health

workers is one of the problems faced by adolescents

" TR GRATHT 8X ATvey grg &THT ATRwT I ATUH grgd A= a9 gvg AT cATqP STl
T A w o arear "

Attempts to enhance access and utilization

We have not felt that government, public and pgvaectors are taking any serious
attempt to address our problems. There is alsodaéowledge in community leaders
regarding our needs.

"o W TET &THT AT WY E FaT [T 319 S el 9 E GHET § gad A uYEr ara
AT o F AT AR T g7 A e FHIo, A (qererad frereer a4t aTeier #er s

T Tk ETHT W GG ga ¥ (AR WY T /1T GHGT E0@ O GRRR bl e e
- An adolescent from Tharpu

HRH

The staffs are fulfilled only in paper. Those whie present in health institutions do not take our
problems seriously, staffs are not present reguléatbsenteeism and irregularity in work are also
HRH problems affecting service delivery. The capecf staff to provide service is also lacking.
The staffs working in health institutions are rmtdl staff.
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Suggestions and recommendations

Government should establish Youth Information GenfrIC) separately. There should be
provision of condom box which would facilitate us fgetting it easily. The male staff should
deal with the male adolescents and female staffldiaeal with the female staff.

"HTAT FIHT HABT HIT FAFHH Th UH AT AR ASRH F&afeg STHerr arw Ir5r &= faam”

- An adolescent from Panchthar

It would be helpful if we could talk on phone wiphysicians for free regarding ASRH
issues. The health workers doing illegal abortibowd be strictly punished. Essential
drugs should be available all the year in healttitutions. Awareness programs should
be launched for adolescents and the curricula ghbal more detail and practical. It
would be better if each health institution haslfgcior safe abortion services.

4.1.4 Findings from HFMC members

Main health problems in society

The main health problems in our society are jawmdasthma, fever, cough, diarrhea,
worms and pneumonia. Likewise, headache, stomach, gagh blood pressure,
tuberculosis, fainting of some girls in schools atidbetes are also problems in our
society.

Problems related to sexual and reproductive healfradolescents

The SRH problems of adolescents are unsafe seinpsnl unwanted pregnancy which
ultimately results in refusal of girls for marriagmirpose. Early marriage and early
pregnancy are prevalent among girls. These haweratilted in poor quality of life of
women. Multiple sex partners and unsafe sex aeflsblems among adolescents. Some
of adolescents are watching pornographic movies iaddlge in texting unnecessary
messages most of the time. Other ASRH problemsili@gal and unsafe abortion,
alcoholism, smoking and school dropout.

Knowledge, attitude, practice and behavior

Many adolescents lack knowledge on SRH issues. Ty study to pass exams.
However, some adolescents knowingly pretend né&htaw or understand ASRH issues
and they do not utilize their knowledge. Some aglmats use contraceptive.

SRH service delivery from government and non goveent sector
The health institutes provide limited servicesdolascents.

"fepeTR feReTiiE=erl AT q9T Yo SRId  qHET GHTETTERT il I e
F T aATE® P | AR ATHTT THLT (0 ATTHAT JaTes qTg ThH S| "

Types of services provided
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The services provided are general check up, mesli@nd contraceptive devices
distribution, general counseling, referral senaoel sometimes training.

Quality of services
No separate service and privacy for adolescentvadiable. General health education
and simple treatment of STl and RH are provided.

First approach for services
Adolescents first contact health institutions a#l @& private clinic, hospital and
Maryland clinic (NGO run clinic).

Problems faced by adolescent boys and girls

The girls only complaint of fever, stomach achea] headache which might be because
of being ashamed to disclose their SRH problemsackl¢éhey are facing problems and
not being able to seek solutions.

Attempts to enhance access and utilization

The HFMC has not yet initiated for establishmentseparate ASRH services and
counseling. The future plan is to ask DDC and VIRE fproviding space to provide
services to adolescents. Since the governmentiarggrogram has not addressed ASRH
issues, there have not been serious attempts amulensdso not clear on what should be
done.

HRH

The regularity of staff in health institutions igeoblem. We have forwarded application
to the district authorities for fulfilment of vaetposts but we haven't received any reply
yet.

T W ST q ST ART G Al T B fad AT g eTHIeTs 918 ged
Ik | "iedl 9 foeerar aifaw foor weg q g @ |91 A a9 q Afedre ©@
afe g e 9T qUHT 9 fegem qR e A=A | B9, THE v TGH
e
Suggestions and recommendations
Government should facilitate establishing youtlerfdly information and counseling

centre in each health institute and conduct trgino health workers. There should be
strict rules for maintaining staff regularity anohtinuity.
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Case 1: Blind faith of parents on their children can result in negative

consequences

It is an incident from Prangbung VDC of Panchthar district. This VDC can be reached by two
days walk from Phidim, the headquarters of the district. There is no road access (for vehicles)
yet. One day, an adolescent girl from this VDC told her parents that she was not feeling well.
She complained of headache and anorexia. The parents thought it was due to the wrath of
gods and goddesses and resorted to treatments from traditional healers. They were
consulting and getting treatment from the traditional healers until when it was nine months
and the girl delivered a baby. This shows the blind faith of parents on their children by even

not suspecting of pregnancy for whole nine months.

Case 2: The message from mobile caused her to be hospitalized

It is a case from Tharpu VDC, Panchthar district. One woman in her post-partum was
resting in her home. One day, an sms was delivered in her husband's mobile and she
happened to open that message. From that message she came to know that her
husband had love affair with another girl. She then scolded the girl over phone
immediately. There was also quarrel with her husband later. After a few days, that
girl came to her home and beat her badly. There was no one else in home that day.
Later that day, there was complication including vaginal bleeding. They took her to
the nearby health institution but it also could not treat her hence referred to the
district hospital Phidim. There she was treated for a week under supervision of a
female physician. Finally she got well.

Because of the message of mobile there was not only physical assaults but also

endangered the relationship of the husband and wife.
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4.2 Findings from stakeholders KI|

General health situation

The overall health condition is poor. The samehis health condition of adolescents.
Health status of adolescents is poorer in ruradsaemmpared to urban areas of district.
Traditional healers' practices and witchcraft ismsen high numbers. Common problems
are diarrhea, worm infestations and pneumonia ildrem. Likewise, prevalent problems
for women are anemia, cough, asthma, mass hysteseases due to lack of hygiene and
problems related to menstruation. Other problenmeigdly affecting all the age or sex
groups are TB, arthritis, joint problem and malitigtn. There is also high problem of
school drop-out. Smoking and alcohol drinking arebfems especially for adolescent
boys.

Early marriage practice is still found in high nuend Girls usually get married within
14-16 yearsboys within 18-20 years Problems are more concentrated on adolescent
girls as compared to adolescent boys. Girls and emoin poorer families suffer from
nutrition and urinary tract infection problent$hough events of sexual abuse do not come to
our notice but sometimes they do occur. Some ocakékegal abortion are still found. During
menses girls are required to stagiaupadi goth

Problems related to sexual and reproductive healfradolescents

Early marriage and early child bearing is prevalespecially among socially and
economically disadvantaged grougdey also suffer from psychological stress during
menstruation. They lack adequate knowledge on skication and family planning.
Adolescent girls are facing problems of unsafe tiworas a result of unwanted
pregnancy.Even married adolescents are doing aborti@ther problems of girls are
abdominal pain, fainting and odd behavior. Theresti$ ‘chhaupadi prathain some
districts in Far West in which girls are requiredite in chhaupadi goth, cattle sheds or
other unsuitable places.

Due to unsafe sex some adolescents are getting $hbugh FP devices are easily
accessible in health institutions, adolescents db take them from health facilities
because of social taboos. Though events of sexueleado not come to our notice but
sometimes they do occur. Some cases of illegatiabaare still found.

Some 3 or 4 couples per month marry by eloping sode of them again return to
schools. Many adolescents leave schools after grade 7 In addition to the problems
related to poverty, there are also sexual healthlpms. There is problem of alcoholism
and cigarette smoking. Adolescents are out ofdjaais control. Psychiatric problems
are also observed sometimes. People are harbasegsg because of shyness to disclose
their problem. Many people are unaware about theraé consequences of unsafe sex.

Because of unsafe sexual behaviors and unwanteghgmey the practice of unsafe
abortion is prevalent. Our society has put restmcton discussion regarding
psychosexual matters hence there are problemsrafrgea and conversion disorders.
Four years back there was a case of eating cruglaesl in an attempt to abort fetus. The
woman died later. Multiple sexual partner and uassdxual practices are seen among
adolescents. Mobile phones have spoiled the adwolescThey watch pornographic
movie clips in mobile and indulge in unnecessany excessive messaging. Problems of

39



gonorrhea and syphilis are also diagnosed in héadtitutions. Drug abuse and sexual
violence are also seen.

Knowledge, attitude, practice and behavior

There is little change in views about age at mgeiaNot all have access to formal
education. Those who go to school know much ab&®H $sues yet do not always
practice. Even those adolescents who have pase#ddeade feel embarrassed to talk
about SRH issues.

There is gender discrimination with girls mostlyniied to household chores and very
less participation in social activities. Genderdghgiolence is high in this district.

Early marriage practice is decreasing. Likewise vedge on family planning is
increasing among adolescents leading to fewer cafsabortion these days. Trend of
going for foreign employment is increasing. Thesesiill negative attitude towards HIV
and AIDS. The practice of love marriage is highwan arranged marriage. Girls are still
considered untouchable during their menstrual perio

Though most of the adolescents have knowledge dth iISRues, they do not bring it in

practice. They study with the objective of only siag the exams. They knowingly

pretend as not knowing anything. However, somehef adolescents are having safe
sexual practices. In an incident, three adolesgielsthad come to hospital at sixth month
of pregnancy but they did not know anything abdngirt pregnancy. This shows how
poor our adolescents are in knowledge on SRH nsaffdre adolescents study up to 12
class and then go abroad for foreign employment.

Although adolescents of urban and semi-urban adeasot usually marry before 20,
early marriage is still prevalent in backward ardasthose areas, adolescents cannot
oppose parents' decision and get married as eady gears. The adolescents know that
early marriage is not a good practice. Most of esoénts do not have knowledge in life
skills. Only about one-tenth of the adolescentshaowledge on life skills. Some of the
adolescents have knowledge that safe abortioncg=rare available. They receive ASRH
information from school and media. Suicide casesrajradolescents are increasing; the
reason may be lack of information on stress manageror in some cases due to
rejection of their love by society. Smoking andaddalism is found in some of adolescent
boys.

Source of information on ASRH

The major sources of information are schools, heptists, parents and NGOs. Other
sources are FM radio, TV, text books and newspapémswise, FCHVSs, private clinics,
DACAW program of UNICEF and ayurveda hospitals atfger sources of information.
School going adolescents get their information tyafirom the schools. Besides, many
health-related NGOs are also working on adolesdssties. Government health
institutions are also contributing on that. Somgaoizations, mostly paralegal, provide
information to adolescents. Radio and televisiom @so other sources of information.
However, no information centres are formally essiad.
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HRH

Health institutions do not have required human ueses. Those who are present do not
take ASRH issues seriously. They do not have nacgskills on dealing ASRH issues.
Human resources are lacking even in District He@lfice, which means this problem is
more severe in remote areas of district. Those avb@resent do not provide service for
the full office time. The village health worker béalth post is often seen drunken. Staff
nurse are lacking, however the physicians are adailto some extent because of
contractual employment of them.

Because of weak government, many health workersotlstay in health institutions. The
sanctioned posts are not fulfilled. The staffs hiaeod of sense of responsibility. Though
some of the staffs are loyal and have sense obnsdplity there is no reward to them
hence they are demotivated. Health workers make thensfer to urban areas with
source of political parties; hence people in renaoéas are lacking service.

Vacant posts are sometimes managed through thé leeal recruitment of health
workers. Health workers need additional training arientation on SRH issues. Number
of female health workers is very low hindering fivevision of gender-sensitive service.
There are also health workers from NGO which need goordination with the district
health office.

First approach for service seeking

Adolescents first approach their friends and reésti Educated friends bring them to
health institutions while others stay at home hydineir problems until it gets worse. A
few adolescent girls also approach first to priv@ieics and pharmacy shops especially
because they cannot see a female health workeovargment health institutions. Still
others consult first to traditional healers, esplgithe illiterate ones. Using herbs on
their own are also practiced. The trend of visitmgdern health facilities is increasing.
Most of the adolescents' first choice is moderrithdacilities including both public and
private health care centers. Still a few peoplst fapproach to traditional healers but if
the problem does not improve then they consult mobealth facilities.

Most of adolescents of rural areas go to nearbjthhéacilities. However, due to poor
quality of health services in government healthiingons, a few people also visit private
health facilities. Adolescents of semi-urban arga&ser to go to hospital or private clinics
whereas adolescents of remote area first consulitattitional healers due to cultural
practices. In case of fainting and seizures, megpfe visit traditional healers.

SRH service delivery from government and non goveent sector

District health office and its health institutiomkstrict education office, women and child
welfare office, district development committee arenducting different kinds of
programs for adolescents. Non government orgapizsitivorking on these issues are
KIRDARC in Kalikot, Dalit Utthan Samajare prominent ones. NGOs frequently provide
SRH trainings. Health posts also provide RH tragnimobile camps in remote areas to
promote awareness on maternal health and familynplg. The programs run by health
institutes are inadequate since they don’'t haveispaly designed ASRH programs. It
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seems that neither government nor the NGOs haveresit in SRH services.
Nevertheless, some of health workers are trainegroviding friendly services to
adolescents. Peer group formation and educatioatdamily planning by this group has
brought effective results.

Awareness activities are conducted by Women Dewetop Office(WDO). Some NGOs
are implementing activities for adolescents in disrict. The quality of service is very
poor. Services are not focused on specific nee@dslotescents especially in local health
institutions. General check up and medicine, caeetives are distributed. Referral is
done for complex cases. Some schools provide atientof SRH issues in classes. In
hospitals there are specific services like aboyti@noratory services and VCT.

Quality of services

General check-up, counseling and information alf@awily planning and distribution of
contraceptives and medicines are done in healthutiens. No specific ASRH services
are available.

Access to and utilization of ASRH services

Health services are still not accessible to allpbe@nd out of reach to different parts of
the district. Topographical difficulties and lack appropriate road access and vehicle
services are major challenges. Lack of adequatebaumf female health workers has

also limited access to services to adolescent. giHere are privacy and confidentiality

issues and economic inaccessibility to receiveisesv

Many people need to walk 1-2 hours to reach tolnehealth post. Some remote villages
are even in a day's walking distance from theirestahealth post. Also, health posts are
not well equipped; hence people are not happy tiéhservices provided. Because of
these reasons, people are forced to visit priiaies and pay high fees.

Access to services is very poor. Among adolescehts,boys have more access and
utilization as compared to girls. Many adolescearts not using services because of
shyness. This problem is aggravated by the undriijeof counseling room. They seek
services for problems other than SRH but hesitatgotto health institutions with SRH
problems. Some adolescents visit health institstioravail condoms.

Advocacy on issues and problems of ASRH (media @a)s

The role of media on ASRH issues is essential. Wevary much interested in advocacy
and communication on ASRH issues. We are 100%ipesh these issues. We believe
that sexual issues should not be hidden, it shbeldnade open and well managed.
Orientation and interaction programs in villaged dales' should be conducted. It would
be better if we could provide suggestions throulgbnes on ASRH issues.

Published articles about ASRH through local newsédia person)

"PTIRH ATSTAT SATUR T HE F&IT Bl S arg ¥ M3 M3 g qHT
AT MUY HAThl FTAT FHTARD] FTHT,RTART TTHT  FHITHHIH] AIHATE
ASRH TFwdT TweTe® THaT IFF § RATs Ta)”




We have covered news and articles on why sexudblgms arise and what is its
importance in our newspapers. We are publishinglest on issues in life, sex and
society. But we have not been able to cover thelevbaciety.

Media persons trained on ASRH
Till now we have not received any training or hgeaeticipated in interactions. We are
writing articles as per our review of literature.

Overall suggestions and recommendations

Human resources for health including more femalaitheworkers, establishment of a
VCT center at least in each llaka health post @eessary. Infrastructure development
and training of health workers on specific ASRHuess are also essential to improve
services. School curriculum needs to be revisemhdorporate ASRH issues. Families,
especially mothers, need to be given educationtabBt issues so that they can counsel
their children. Peer group formation in schools ammmmunity and school health
program need to be increased and improved.

Awareness programs to parents and students arechéedhange attitude towards SRH
in society. Ward-wise information centers need écebtablished. Health workers should
provide youth friendly services.

School teachers should not hesitate to teach the ®Rics of the curriculum. Parents
should be aware of SRH and provide knowledge tdr ttt@ldren frankly. The SRH
services should be provided from separate rooneatth institutions to maintain privacy
and confidentiality.

Programs should involve active participation of ladoents. Adolescents' problems
should be first identified through survey and nekgeograms should be launched to
cater for their needs. Credibility and confidentjabf services should be maintained.
There is need to change the perspective that ttietgas having regarding sexuality. If
BNMT could launch its program nationwide, it woldd more effective.

There should be network of government and non gowent organizations working on
ASRH issues. The programs should be launched thrdhig network for effective
program planning and implementation. Peer educgtimgram should be launched. It
would be more effective if there were counselingtee and a peer educator in each of
health institutions.

The health workers in the districts need to be e training on ASRH issues. The
training and workshops of NGOs should also incafmthese issues. Capacity building
of adolescents needs to be done through group fanmand establishment of youth
information centers. Health
facilities need to offer| '‘Being a guardian | am planning to change the
adolescent friendly service| structure of my house to keep my daughter during
with provision of separat§ her menstruation. In community, | will involve in
health worker to look aftel sharing my knowledge and idea to improve girls'
situation. | suggest adolescents to seek care from
modern health facility rather than traditional healers.
We should start changing things from our homes.'

- Aguardian (household head) from Achham




them. Likewise, parents, teachers and adolescerdd to be oriented ASRH issues.
Political parties should be mobilized to addresfRA3ssues and a share of VDC budget
should be allocated for ASRH programs. Sound coatdin between schools and health
facilities is needed to avoid duplication and mpkagram more sustainable.

I am planning to make conducive environment in the hospital territory so that
adolescents can express their problems. | can tell health workers to check up patients
attending OPD separately so that privace and confidentiality is maintained.'

- Ahealth facility in-Charge in Achham
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Chapter V- Conclusions and recommendations

4.1 Conclusions

The analysis of findings of quantitative and qudite data/information conducted in

randomly selected fifty VDCs from 10 districts (®®ifn each district) and three wards
were selected using systematic random sampling &ach VDC thus making a total of

150 wards. The study includes 1164 and 1087 regmisaf both sexes were intercepted
adolescents. The fieldwork was carried out in Saeptsr 2011.

Characteristics of respondents

Majority of the respondents included in the studgrevholding lower secondary level

education (36 percent) and about 6 percent ofdta tespondents had 10+2 and above
level of education. Similarly, majority of the resmlents were unmarried (almost 94
percent) and two female respondents were foune sirigle.

Knowledge on age at marriage and child birth

Majority of female respondents (60 percent), mggirapriate age at marriage is before
twenty years while for majority of the male respent$ (63 percent), marrying after the
age of twenty is appropriate. This result indicatedifferent level of perception between

male and female regarding the marriage culture.reMban 89 percent of the female

respondents replied that having the first chiléafhe age of twenty years is appropriate.
Whereas about 30 percent of the male respondeplisddelow the age of twenty to be

appropriate for the age of first child birth. Thejor reason for appropriate age for the
first child was viewed to be physical and mentaturity by most of the respondents.

Knowledge on physical changes during adolescent

Majority of the female respondents (69 percent)iedpmenstruation as one of the

physical changes during adolescence followed bgrgament of breast (65 percent) and
appearance of hair at axilla, chest and genita@Bepercent). Similarly, a majority of male

respondents (58 percent) replied facial hair agpesr followed by enlargement of

genitals (38 percent) and appearance of hair #aaghest and genitalia (36 percent) as
physical changes during adolescence.

Knowledge and practice related to family planning

In general, about 84 percent of the respondentselrad heard about family planning

methods, the percent was slightly high in male careg to females. The respondents
were asked about different measures of preventiagnancy. Of those who have heard
about family planning methods, about 93 percenthefmale and 80 percent of female
respondents replied use of contraception as a mee&syrevent pregnancy followed by

abstinence (32 percent), and use of medicines€R&ept) respectively.

45



Respondents were asked about different methodarofiyf planning, Majority of the
respondents were aware about condom (88 percdlayvéal by oral contraceptive pills
(OCP), Depo-provera, Copper-T and Norplant respelsti The knowledge on condom
was higher among males than females and vice waréamily planning devices used by
women.

Government health institutions (96 percent) were thighest responded place for
availability of family planning methods followed BYCHV (for female respondents) and
Medical shops (for male respondents).

Similarly, respondents seem to have limited knogéedbout emergency contraceptives.
In general, about 87 percent have not heard of ggnel contraceptives.

Knowledge related to HIV and AIDS

The study revealed that eighty eight percent of régpondents replied that they have
heard of HIV and AIDS but the figure differed whemmpared to gender. Only about 85
percent of the female respondents have heard ofaal/ AIDS while it was 91 percent
for male respondents. The result indicates thatpewed to male adolescents, female
adolescent are less aware of HIV and AIDS. Wheredskbout different mode of
transmission of HIV with multiple response optioamong those who had heard of HIV
and AIDS, majority of the respondents were awagd HilV is transmitted by unsafe
sexual contact with PLHIV (94 percent) followed knansmission through infected
needles (69 percent). Respondents seem to bewass af mother-to-child transmission
(32 percent).

Similarly, respondents were asked about differgmes of STIs. AlImost 94 percent of the
respondents were aware of HIV/AIDS as a type of 8lldwed by Syphilis (42 percent).
A very few respondents could name Gonorrhea (1dep¢y and Hepatitis (6 percent).

Preference of person to discuss on ASRH issues

The respondents were asked about the person teér po discuss about ASRH issues.

The result shows that friends (76.5 percent) aee tiost preferred by adolescents to
discuss about their ASRH issues. After friends,dkmespondents preferred parents (32
percent) to talk about their ASRH issues whereate maspondents preferred health

workers (27 percent). However, from the result &e conclude that friends are the most
important person for adolescent to discuss abait A&SRH issues.

In the next step, the respondents were asked dbewdvailability of ASRH services in
the health facility located in their community. Alio54 percent of the female
respondents and 63 percent of the male respondepted that ASRH service is
available in their nearby health facility. Of thoa#firming the availability of ASRH
services, information and counseling (69 percerts the service mostly reported by the
respondents followed by health check-up (61 pejcand supply of medicine and
condom (22 percent).

Utilization of ASRH services
The study further attempted to understand thezatibn of ASRH services in the last six
months. The result shows that the utilization ofRAEservices is very low with only
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about 8 percent of the female respondents and abqércent of male respondents
visiting the health facility for ASRH service withithe last six months. The most
frequent reason for visiting the health facilityraported by female respondents was due
to menstrual problem (45 percent). The result grihdicates that the problem of more
than 30 percent of the respondents was not solwenl &ter visiting the health facilities.

Ever discuss of ASRH issues with family members

Respondents were asked if they have ever discUS&H issues with their family
members. Out of 2252 respondents, about 85 pelwardg never discussed on ASRH
issues with their family. The frequency of not dissing with family was higher among
male (95 percent) than female (75 percent). Amdmgged who discussed, about 82
percent felt easy to discuss with their family mensband the major reason for feeling
ease as reported was because of their supportiveena

Information related to sexual behavior

Among those who were unmarried, about 9 percemhefrespondents had experienced
sexual relationship and the rate was much highenate (17 percent) as compared to
female respondents (2 percent). Furthermore, amthiwge had premarital sexual
relationship, about 45 percent of the male respatsdand 20 percent of female
respondents had more than one sexual partner.

Regarding the use of contraception, about 30 pexdethe respondents reported to have
never used any contraceptive methods during tlegwad relationship. The result further
indicates that adolescents are likely to be infigehby their friends for sex. About 6
percent of the female respondents and 33 percenalaf respondents were reported to be
influenced by the friends for sexual relationship.

Similarly, respondents were asked if they have eisrussed about harmful effects of
unprotected sex with their friends. The result shtwat about 70 percent of the male and
51 percent of the female respondents discuss i friends about the harmful effect of

unprotected sex. It was interesting to find out tiaout 30 percent of the respondents
discuss about sexual matters with opposite sex.

Suggestions and recommendations from _qualitativedst

Mela bazaar(programs at night) should be banned. Awarenesgrams should be
launched in each and every ward including schd@achers should be provided training
on friendly behavior and counseling. Watching mevire mobiles should be prohibited.
The health institutions should have skilled healttrkers as per sanctioned posts. The
health workers need to show friendly behavior togpas and patient party. Parents also
need to be friendly with their sons and daughtéos.this orientation program should be
launched among parents. Each village needs a céoteawareness established. The
curriculum of schools should also be revised toenakroad to include SRH issues.

Youth information centre should be established athe health institution and PHC
outreach clinic. Awareness program should be caedutme to time for local leaders,
adolescents, school drop-out children and out bbskadolescents. Trainings programs
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should be conducted for parents regarding theiawieh to their sons and daughters. It
would be better if each health institution has sdfertion service facilitiesSThere should
be provision of condom box which would facilitate for getting it easily.

It would be helpful if we could talk on phone wiphysicians for free regarding ASRH
issues. The health workers doing illegal abortibowd be strictly punished. Essential
drugs should be available round the year in heiagititutions. Awareness programs
should be launched for adolescents and the cuarshubuld be more detail and practical.
It would be better if each health institution hasility for safe abortion services. There
should be strict rules for maintaining staff regityjgand continuity.

Key recommendation:

1. Since knowledge on age at marriage and agesatchild birth were found to be low
among the respondents; effective measures to eehknowledge on legal age at
marriage and age at first child birth would be imant. In this regards, all the project of
BNMT and related organization should address theeiof early marriage and teen age
pregnancy.

2. The knowledge related to normal changes duroshgescence was not satisfactory
among both male and female respondents. So, ec@mmmended that the program needs
to empower adolescents with information relateddomal changes during the adolescent
period.

3. Study revealed that heard of emergency conttaespwere strikingly low among
adolescents; the program need to focus on innavapproach to create awareness on
emergency contraception and measures used for engrgontraception.

4. It was noted from the study, the mode of trassian of HIV (mother to child

transmission) among adolescents were alarmingly, Eovprogram needs to provide
additional thrust on the mode of transmission anscamception of HIV transmission,
and its prevention.

5. Since majority of adolescent respondents prafleto share information related to
ASRH issues with friends; so it is recommended piegtr educators and supporters group
needs to be created and mobilized to tackle ASRtks

6. It is recommended that capacity of health insohs need to be enhanced to provide
adolescent friendly and gender friendly ASRH sexvipecifically, the program needs to
negotiate for opening hour of health institutioas it needs to be increased to address the
problem of access to the services.

7. Radio and FM were found to be most preferred immdédr adolescents, so it is
recommended that use of such media to create agssevould be preferred approach.
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8. It was noted that higher rate of premarital sexl multiple sexual partner among
adolescents. So, it is recommended that informatedated to safe sex needs to be
included in the program to prevent pregnancy, Hid 8TI.

9. It is recommended that each VDCs need a Youfbrriration Center (YIC) for
awareness creation and the already existing YI@s&ebe capacilitated.

10. It is recommended that the curriculum of scha@blould also be revised incorporate
SRH issues of the adolescents.

11. It is recommended that program should incompolacal leaders, school drop-out

children and out of school adolescents to creatarewess and reduce persistent social
stigmas.
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Annex -1 - Interview question
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Annex -Il - FGD Guideline adolescents
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faaresl SHRFT FFavaAT RieTsh, ATTHTas, THAT T AEAFH D g &
G , SiMeed & Ar=gd (RN [FResdT AR T (o)
o FEAHYA, fqaTe 99 A9 GFERT T FUSTHH! TART Teadl g
* HUAA, THIAH FFEE!  FHAAT FALAT T THIAH TRISH TE FEEedl
EIGEE
o [qATEHI ITATH THT T FAAA dAlbehl IHT
o FIF TAT YSIAT TR qEETH] TUATEEH] GUILTTHT AT FIATST (TETET (
TERATT fafaes)
R iR fredesa T T IRRE GAREe AN FATEATIERH! SERATR ST
FATSETE 7 ? (TFHT GARTIRH A HATHATT AN qqadl TR qfay A Fwa,
FRINT A wva, sifMfsga a9 @R T TSR #Rl (FAER)

o FIETH AN GARTAH IF TFI=IH! HARAT Sl gl YARTATS A/ TATIHT FIRI
TR /A RIS TR (LT I7AT A3 )

6C



o FHATETH AT GaRTIh A GFAIh] Fawdl &l g GANTaTE A/ FaTaet HIRo
TR /AT qREPTATE A (LT I7AT ATS )

o Il HlaHET A HEs STasiedl A= GFavy e 419 (g T IR0l & gl 7

M) fepeiR fepeidy o Qo IeTe TTeed Jare @il (ATEeasan), Tge ¥ SIANT
q. qUISH FHIEAT fFR fRer 99 qu yoMT W@ g HT HIUHAES

GEATAT HEReH BT 7
* TM&RI [aq &F, T FEAFHACE H&d gUAed TRIUHT & 7 (PN AT,
AT e %y, T UTee, T ediee) TGP (U 57 @l arg oA f57 o,

fetT sreqarer, fatfaes omer )
. T YLITET qAT FAHAGIAE (YR FRLEHT A qUT IoiA+ ey JFa=l F&l

JaTes ITAH TRISTH ST ?

o FHN T (AONERal GEIEeaTe IJUAe TRISUHT  [heTR (heTRIhT A qoT T
A ATEEHT AHT SATHHRI )

o gearliesars el &9, o TEAEEd (R fFeiidT o9 qur yoEA e
TE] FEAT (BB FAETATS FHEAL BT G -AATASTh, TeeAresy, fafia=
A GHA, qivER e qaes, Tqude gaee 7 feei feeiriewer fadr
AR Fqwa=T)

3. qUTE T qUIEHT qrfiessl qrATIaal @red T A q97 Ioq @ied I 941 wel
e fom W g ?

o  FREHN AT Aol HEAl [RTGHP! T FLIAM AT AT (oA T AR oA

o JIMET WENT WA &ors AT AIATAATE [ohel AT [A=sT 7

o faireser Aol @R &vx a1 FdTaane fba Iar favgA 2
(TEF (Aferepeawr AfsTes, T a1 faeres Fan), ataaar T faeagataaarn sidr ¥
UIETY @ HaT HUH HR)

¥, qurE feRei fereiiieser STl QT A9 QT YoHY @ 9 R G
JAT AFEHRNES Ferae I TEra ?

o STHERI AR, GAATHT HEA HdeT F F gH W&l ATHI, FAT, WA AL,
@egFHEs, Rred, Aear fodl, famwr, Iaamas afqares, fFdE, FaErR 97,
qETRT TG T FERT AT T 7

Y. A AT IS T YATHT TSR FEaRAT B G 7 ¥ A qAT Yo @ Jar
fererept wivT s fepfawrerT FisATées &7 7
o TE'T A=A I, WA HAl WM YART g4 AEA, a0 IHH, ded TH b
Tk & & SRR a7 |
o UF YT AW AT I T FATHT TgeAehT ATNT F{SATS TAT HAUEE & &% g |
% qUISH! ANTHH! AU YIS g A quT Yo e Rl arsr

TURAAATATE HHA HATST T 78, 7
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o WeATET AT FATH! MR, SfEEA Y T A AT ISAAT @ Farare e
qedfte FEdl @, AFHIR FGeR, Gifqe de=r, fFe e & Jamer
FraraRe) e, TEHT T GEATEIH] ATARHT Ui T Flehbrm (AT fa%g I
TRENT a7 w&dl G )

9, qUTSeR! faemar qUTERT FHRTAAT A qAT YA @I IR STANT T qEEArS TH
FATST FEAT (HIHPBI Ted TRUHT S ? TAHT BRI JaT AhAar I Iqded TTH
g T TG [l F |

o SWIh FXETATs AIdE TATUR, qATATH YT TR Hraehdl, TURAT qaT T AT

SATETT SATITIAT qOATS TRTE SATABIR oI T 3 |

A =RT . TAR HAD GHTIA

c =~ LN Y Y N C
qT ETHT TARA FARAB AT [T YRl G A~THT AT AT IS TR JdT g

TUTEHT THITAW T5 < A7, ITARI ¥ TOIEAT STATSAHT AN B ThTT g 9 3 fAe
EERECI:CE ol

BB )
).

£ TSSO TS O OO U O T U T OO U OUEO PSR UUUUTUTOOY

FARAAE [Ehehl FREodATs ARIHAT FEHREedrs GATSH I I a1 WerSd & &l
AHERT oI At TEdr A foF T G789 AT FET TR AST T T IEEh AT
AT g=rare G AR BrAHHB! AT T

PRI
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Annex-Ill- FGD guideline HFMC

B5
AT HE BARA (FQIRTT
qHE: W W1 SFAATIT G, WA &I THE (TTfafae a1 i)
e /A 7S . s
eIt gfqage:
fafa: I M
N =R R Aled AR HAHAD ITuEA
TR B ATH...ooiee L B -1 AR H TR

qUTERT ST R fereiiiesal a9 QT ISTA SETeed QT TR AT Febel I
YT AUH § | dUIsesd [QUHI AFMHRIEE A9 bR fafq= Meraesdl TgdnTar
TIAR qIRTHT FHAEIT (TRl THITTH ST QT §L9Es AThd FeR feadr #47
FATH FEAFEAAT TH AIT TH G | qUS GEARNEH FEAS! ATIRAT | AT FARAD!
oA T AEG | FAT AN TEE TN FARA FEAHAAT AN RE A qurdeens
F RTET ST et 9 g g

o  FEWNIESHTs W@Id THed, ITRAT ¥ Yqaghs! q=d e |

o FEWTEeATs TATGUERT faaRer 9 IR0 THard | faavor SeeT AT FednT THar |

AT faaar

*.9 I ferg ST/ STl forer o EElIREa
. e

q.

R.

ES

X

<.

.

o,

(=

<.

qo.

AT =R T JEEe
%) G e ¥ {69 fReRiegse qim quT Yol ey qra-d] GHEEs
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q. qUTSATE R T G 9 Miaq a7 I qTATT QTP (a7 F&| Fadrg
fed 2
o FraTiereRt, [RITRFLRY, ATHES, FZagT, Uie ATGHl TTE  AARATHT AT
EIGCIERC |
R T GEETIAT iR fpeli<ieeer A9 Qo ISIA TaTeed Seaieaehe fehterent
FHTTEETH! qTHAT TSR B ?

o [FR [FaRIEEH RS IT AT |

3 qUISH AT T AAWIHTHT RUD)AT I IHEIAT fFR Ry AW qur geree
e g I, GROT, 9 & B ?
o JTAT BTAH! [TATERT IHTY AW Tl (el T HITAT Eeh), A T A1 €T,

WATHIAT T AT AT Yo" @ qEaied d7 THATES T I THATERATE
Afth IS AqeFad TRTH IUTIEE, o ITART fauaes Fer S 9+ T |

@) freiR fpeQr A qar gom e a1 wifrer g8 ¥ ST
q. IH FHIEAT TRH X Aol Tare IO 39 qur oy e Jaredreas i

?
o TRHN WA FT, THY, FA=Riited T9d caral are g fepeiR fepeindy o
TIAT G ST TFaTed IaT JIeHT AT efaet T
o LT T FA ALAEEET ST (hlY fehTRT FIH TAT YT T ¥l T
I RIS 7

3. AUTSH @ FEATHT ITTAT T (peiR fReiy A qo1 I+ @req
FHIGaEe & ® g 7
o  TEUNIETATs Ao &4, o TeATewel [FaiR fhelr A1 T Yot waree
FrA] HEAT (R qHepT YaTeseATs JHTA TLHT T URTHY, ~AATAT,
e, fafg=r a9 @eur, afvar e aes, Ty dares T feer
fepeTRIES s a9y e=fa=mr awafe)

3. UTSH W JXTHE T TRISUHT [FUR FFaere dq Qe q9an o=
T JATH RIS TIAT froquiy TR ?

o R feRelRIerT AV qoT Yoia Ty qeated U< a1 fa aifers g
A FHT, R e Iueed g 9, Hifae Fean, Far gfde awite, A
ITHRU T AT, T o AT ATSH FH B B AT FEEH FABA T
ST e |

¥, qUTSHT STIHAAT fpelR Fepelidres A qor IoTee ST i QT STqHT
qUTEH! THETIH [FUR FFARIEs I9H 9e& ATHIIAT Fel s T fobe ?

o JHHT ATYGfAF T JATHT A7 9 bl SR [
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o T AMgHF =T A [HTgHH FaT [qF SAeagq AT ARAT ITAR T4 FA 9
FATAL T T fbT TG T

Y. qUIEHN AT fpeR fReltdYy A qar gorme Tareey JaTe! 98 T STANTH

AT iR frriieed H&a T & fpfaAaT aRaes | TREH & 7 (

T T BATHT TAATCHS TP {o)

o  HHITSF T AIEH(dH AR AR A STEAL: TAT GRT, AHEAT T qiaRed
TEART AEH[AF EREe, AHAES ATAl

o IfiETerg Wit arures, T Gl @I Wiiae GIEAl, A a9l GO e
THET ThaH HH ST T ST, AT el e Sareedby|, A0l T Fqhor
AqTaT

o 77 fepeTR TeReTIRT AW AT YoIA T@Teed YATH! AR TH T 8% §aTSTHT TN
gl & I qal 7

% qUTER e qurERt R fRiR R A qer yeee @ Jart I9ET
T EEATS T AT BN (BGAP Gg TRYH] G TAbT PRI dar afoar F
SUAH HIH G T BT [ G |

o IWhH FXETATs Wiiqsk AT, AT YT Tareed FTaehdl, U Jar ¥
SITET ATETRT ATATTHT qo2ATS T I 3 |

O, T GFAHT FAXT TALNH qFadl SITAHTT

o TUEH! T YLIATHT TRAE AR TG TR TRYHT B o6 S 7 FA
FHAT WA g AT AATTHN TheTe I GETZTH & a7 BT 7

o 1 fq ¥ T fafaw are i @ dwars aife geEnT aikear g @i
faeqasr wiv feqee 7 afe a9iedT Fdt T 97 HUAT BT FEHAATE Brard T
q g ?

o F FHARIES W M =R ek g7a ¢ afg gaa s eThoir gt
FRUT & ET ? (FIS, AMAH, FATG)

AT =R : GAGA FAB AT
W BT GARA FAHAB T (% el G AT A T9T Jo ST Ja1 are
TUTSHT THETTHT T6T AT, ITARM T TURART FATSHHT AT Fel IR B 9 3 e
o fam 9o g7 |
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TARAATE [TEbep! FEEATE ARIIAT FEATIETATS GATST T 90 a1 U3 % Bl
ST fam afe sear e fok @ AR A e T e, WA T Iewar gesidre
AT g IaTe fquX GAhd FTARHAB! T=T T

PR EI
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Annex IV- FGD Guideline parents

e fepfam:
miaq /AT
gEoTehat:
fafa:

AT GHE TAT [rIaierep

AT / AT

T . e
giqage:

qHY: EYIDH

B3 + B4

TYH <R YR Fied SARA FAHHB IJTETET

qBETE qUISH SFArT  fENR

fridee® @9 aar YoWA WET Gl AERYT WMEN Ghdd W U WUH g | quiseed U
SATHHIIEAE AT RPR fafa=T fHepraesl Teanmr qar aikuer sty Hefrer awifaw wnfig @ gwmes
AR fFiR fpadl 30 Jard Pt T AR T G | JUTE ENREed SR STARAT WA G
QEATT T TMErg | HUAT YA FEqd T FAhel HAHAAT A R A qurieears g RwEr AR et

TG

N

o EWRIEvaTs W@Id THa, STHAT T Gfaaaddl af=m feqem |

*  TEWNIETATs qATRUH! [qaR0 9H JRE Tard | [ 9w AT Fedm THar |

FeariieResl  faaror
w49 IHY fag EISIVAREII faremr TamT JaTfEs AT HHT
9.

.
ES
X,
<.
.
Q.
(=9
.
q0.

N

ATARIRAT ATHIR I |

P =R T TAEE

%) YIHTY @red T fFR fFidiessdl 39 a9r Ioa9 @y Tty quanes

q. TUTEATE SFHAHT IF Miaw a1 I9 iR Rriitieser QT s Sael &l § aaqTs e ?

o fRIRRIEeE (Fal T Hdl) AT @A FaATH ATHT PRI a1 THard 7

. qUEH WEHN AT FEE A GHIEHT (RN fRaidieed AW a9 IoMe @i grEfd S feiaeT
FHETEEEH FTHAT TRIEH B ?

LI 2 11Ed

o

FepaTToTEeehl THTERHTAAT AP BT THErT & HigArard, 947 2

o o = =
[APTH, [hAMTIETR]

N c

forebrar, aTer a1 fepeTRTaarHT foame, A Tl qHaER ¥ TG, STaTeil e, ferameramerar Trar,
TR I foren, Tiaae, afvar st omd )

o

3. TUTEHT ATAHT T GHITTH [FeR (RoTTeaAT F9 FAT I Treed Feafed [, GRO, a1 HERT T
AT el T AUhl G, ?

o EIH [HAEHl FER GEET TEAT (el T HATHT Beh), AW T A RYAT T A qAT TSN e
T AT GHEES T I GHTEEATEHH] TS daad TRUE INIe, [Faq ITArT ge Far
B WA T AT FIHN SATTRTT ARTHAT (Afeedl ¥ GRW), ATHIGATHT AMAF AT ¥ A sraware

YRl ATTE BT ATATRAT foa |

67




¥, qUIER THTIAT Rk fepelifees A9 qur YoM @ gt S a1 gEAT IS T ge Siq # @
&1 ¥ H9A I TG 7
SR {8, qerTenl Hed *iides & & g9 S T’ Ja1, @ @adfas, @easies, e,
e, fran, v uH, JaarHes atwand, feara, aEEm o, afrer arfs wEd are Tee

Y. qUTER [, SAHH a1 FHEAT (PR FFamy 99 qn qom @ gt auen wa fFar fraides
AT STER T GEANTH! ART Fal g ?
o iR feremfigder A G goiA" we gt AT qee Fel A AFHN B T 2 ST
RERETT IR Ughd, T WaGTah, Wed Hihal, GTH AT, gedqice, JIeedurss, qaris
@ &g, URET A gu, 7 W@ goarer

@) FFaR fFely @ qur oM @R JarAr g T [SIET

. T GHIAA TWH T (Sl TREATE IJTAH TRIE T JTA @1 Jareh! Jqedm il G ?

o TRHM wWrE FET, NHE, A=AREd THE TAET G U A qUT Yol Careeq qeasdl qa eeH
ST ETfaet T

o XN F FA GRATEEEA A A TAT GSIAT WAL qEATT o 3T

R T QUEEAT A AT I @ JAHT T Jael H&dll B ?
o UEH ARG g, T FeEHl A YART g WIEH, AN TR, AMIHEqH q@q T A TafET &
21, fopetie fopeiréiepr i qoT Yo Tareed Farar TEeHT AfTell AT ATGHT aTHT  AAH e |
o 7q ¥ fpeiR fopelréiept A o Uome TR gEafed R At o e fBfamer qur T
Ffebwg T ATATFATE IR AT Hieheg, |

3. qUESR! FramAT quTERT TR RRYiR RRS A A g e Jare IUART T IgEers T e
Fer ferfamet gee TRUE] & 7 T FRO Jar afen I IW TG Tl G |
o SWIh FEwAE HifdH T, qATAH YT TR Frahdl, AT AT T AT AT ATATHT
TATE RIS SAAF ] T 3 |

¥, TS ATHIET/ QRIS A TPl AT (FHR RRaiiess @ Jaearedl Gagas @ fpeiR fpeiieears

FIA AT T =R T 9 G ?
o IMHN FES TEE Al ANE ¥ Gednieas® ¥ U, [qaredl SUah SHYRaREH 9edn,
HATASTS TRy, ROTAT F@a, s ¥ 9oy qeamT, o 9iRarEr aevnl TR 98dn, et

fepatIer A Fom IoTe TaTeed YaTH! TEo ¥ SUANT FrEie Jage ATl g A |
AB =R FARA FAPT GHGA

o9 ETHI FARS PEHHF! Avcd G2 THHT G AwTHT A1 TAT I ST JaT ATE TISH THITAAT e
A, FTARN T ORI FATSAHT AN B GohTa 3 9 R fave forr faw @ &7

*  FARAAE (EHH FIETATS ARITAT FEANNEEATS qATST T I a1 HerS & & Al foad afg
TEITH AT foF B T W A W A WA T e GenIRIarE @it gears i gewd
FTHHHF! AT T
PREEIE
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Annex V- FGD Guideline FCHV

B6
AT THE GADA (I
qHE: wfge w@reE @EdfEHE (5-93)
mfag /7T EcCH s
gEoTehat: PIREECH
fafa: Uy L2 |
T TR YR=T AfEd AR FRAHHP! IS
THGPR AR Ao £ B -1 AU F qHATE qUEH  GEer fEeiR

fridee® A9 qO Yo H WM SRR AR AHER Ghdd T SURdd SUH @ | quiseed AU
SAHHIIEE AT ARBRA faf= Hepraes Feammar qar iRuwr $rataa MR a@iiird Sy @reg 9mEs
Areg fraR fRl® AR Jardr FrEfEEE T WEd W @ | qUE A@NTied! GERdiEl SURAT WA g
QEAT T TMErg | HUAT Aol WEqd T FAhel FAHAAT AT R AT qurieears g RawEr AR et
THF B

o EWRIEvaTs W@Id THa, STHAT T Gfaaadhdl af=m feqem |

o TEWNIETdTs qASUHT faaRer wH R e | faarr 9w At Jedm e |

REGINIREEE
Bk T fors EIVAREIN foramr Famr EEECAE EES] HIFaa
q.
.
ES
¥,
<.
%.
Q.
g.
<.
q0.
JTALAFHAT FTAR TR

T =R T IIA6T

%) YIHTY @red T fFR fFidiessdl 3 a9r Yo @y awEte quanes
q. AUEATE WS WY T 9 MY a7 J9 JrATY ETIH Jaed] F&il B TaTg e ?

o ITeTafeAeT, (RIS, ATHIEE, 9951, TE AT T AFLITH] ALHT ATHHRT BTl THETEI

R 79 e freiR frailiees A qum geee e iy e e aHeTeeee qee aiae
B ?

o [FYR FFaTiEeH TREAES qAT A8
3. qUISH A T AFEIHTAT FUHAT AW GHIAAT A qIT IoFe @l G- A, g0, S SFaeRe
qAT & F ?
o TG EH (AAEH FHY T AT (el T HETAT ®Th), A T A A 9T T F q91 Foi77
T FA A GHEEE I AW GHEEeAe Ak qT9d ddavad TRUH IJUES, fad ITAr
fuee &er B 9 T |

§) fepeiR fRelIoraT A T Yo T Jar AT wg T S9ET
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q. TN FIITIAT FIH T o TRare I Rl RFeiR 1 A qor Joree @red Jarhl Saed HEi G 7

o YR WA G, TG, Aited WEE ATl A YK A q°T TS Ceed geeaT dar e
ST BTferer I |

o T FT FT GRATETET A AN JAT IO AR GHE JaT ST YA IJqNqe 91 W fpiR
ferelier A o yoTe ey JaTeT F F g 7

o TErlEwaTs Weq dr|, O TEdaEwd (R fReE AW qar yome ey gt wear fefawen
FAEHAS GHIAY B B URIAY, -HAASIh, THarsel, a1 a dhae, gikar s danes,
TAYAT Faree ¥ [hemR fpeiese fa9m &xfa=nz awat=)

3 AUEH AT R fRder A qur yee e i GHeT WOAT qUTER qEEE fRRR
fereii<iee ATATITAT YT &t SIva < fobe ?
o TQW MF W@EA FATHT SATvagA 9 fob SRy faers

3

o

o aft gt ImIHE Far FEafa wwar wv Fpfamer FAT fAW STeRAE (IEHT SRET SUER T # afg
FHTLT ) T Far fa o S

¥, qUIER FHEHT A qAT IS @A A TET T STANTE T fReR fRidees ger T
fopfawa gRTTEe WA TRIEH B 7 (FT T FEAAT JAAIHE SRR )
o IINNF ¥ AHAH TRAVATY SATHF [ Tl Tod grR, AEar T IRaRE qpaE AdeRey,
ATHINTF Hed ¥ AAEs 3Tal
o IiETEeE Hifae aTaTET, oW Gl W WiqH GTEAT, A qAT TS e qeaedl ThaH H S
T AT, AT ATAT TTo TeebH], AT T FIBI0 AT
T YA W FATH! X I ATTUTAEE GaTSeHl AT aTHIe & I el 7
o JqUIERT YHETIWT RFER fEME A U IoHN e AT STANT T TEHETE AH TG Bl (BIGHET BT
TRTH] B, THHT FRUA JaT AT T ITAH RN G T TG Tl G |
o SWRh FEEAs Hilqe TAER, AR W TETEA FTAHAl, AT AT T AGHT AR ATTRHT
TS RIS A fa] T 3 |

TN TR TABS BAH FATIA

o9 BTl TR BIEChTH A= (a8 QT & ATl A qaT ol e Ja1 1% quTee! TUIIAT Tg=
A, SUARMT T U IATSAHT AN & qhTa g A R fave o faw @ &3

O BB,

O el

L 1)

*  TATAAE MEHH! FIETATE ARITHT AEANEEATE GATSH T I a1 UeTS & &l STl (o afe s
T foF @ T 9 FE T AqE] WA T e GEHINTdTRr ART geag AU gARd FARHR
A T

PREIE
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Annex VI - KIl Guideline D/PHO

B9
i ATPRARTG MR F=aarcl (FHaiTepT
QO
(RSTeetT T@Tee / STeaTee] THEH! )

AT,
T, M/, 1 IR SUORURR
TITE GRATBT TTH oo
GEABATE oo fadqeate
fafa= qHIY= YTz
=R q i q9r AT
THET | B qHATE qUTERT SFAHT A JUT GO TEIET

qrafead fReRIETHAT W FaT (FATHAT e JaT) 1 ATIRYT HALATaR
T Tebeld T TR § | TG AT § AU ARPRSA AT gEatvad
TTeFTae=erl TEhTIHT fBoTelFoTIdIEea F17 TIT FFAT ERT FI=TT 3977
TSR] /AN TXHEH G | Al HERTHHA] Jooid AU AR AT TRH
WA GRAATERATE JATHAT T FaT AF] Tl AT qared [aTquest T
JAT GRS HecdqW gAaA | duledl FeHd [q@R gmyaial 9% T4 AMeg |
FATAR] HHA] LB HES ALAR THHI Wed THFES |
o HAIWATET TR T qUTs ¥ ATedhiahl IR=ra faard |

o FEATHEAMD IR=T HIER ACATSHT T&Tald |

(TP HT Fraaral, aEd 1#e T1eIq)

TR R T TIAES

F. AT e G [heRiETEEsdl A q97 Toiq W IF (v qHES
Q. TUTEHT [a=RAT I .M T, /TR (R [FeaRiees @y feafd i g
2

o fEeTRIFITRIESH! THY ey fRGfqar AT foq|

R, AUEH ATHAW T THATIH! [FIRIBATIEE HAT THRFT AT TAT FoT A
T AHDTES ATHAT TTedl G /T ?

o HigATaT, [FRIFRIGEAT & EHIAH! (b T Fig, [HARTALITHT TR
foare, oW qRAAER, SaTtedd T, fpeirer Wefaredr, Wi @ farem,
TAqaq, qRarR A, ik, WATASe, AT e qHEES ¥
{eRaTRTEEATHT & FAHEITHT AT Hied |
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3. qUIEH! ATHIH T THITIH! [FARIBTEEe T FaTHT (heTRipeeeed AT
qIT YT @ E(ed A, IR, T, e B SCTHUhl G 7

o faare IR, A AFER Gid o=, GRIErT A faredr, TIaee, Srad IUAT

faaer foepra, fager emamwn, sfvsrasdsr amfas aifde sEwar, onfae
feafa T &, snfeer arewr sfeser feafq wxar g AR fam

¥, qUTEHT THETIHT [ReTRIBIET ¥ JaTel fepeiRicpem<Igzert A q9T I e
ey AAEE 919 H&T Iid & & g ? T HaLd ?
o e Urdes WK, ATTHEE (ATHT HaT 9an), Higan @y @aq qtadT,
T Tl Rretes, ear, fa o, « thew, S=raen safaara, aaafre,
EED! FHT ATHENT [l

Y. TUTEHT Afedd TEAHT FH T AATAHT ATARAT, T, [hTRIBIARIEE T
FATeT AT TAT JoIA Gt Bl JIAR T FedWTHN AT el ATa 7
o TRITRIBAE ¥ JATEE AT SISeT &, °THl Shishl, HigdT W @aH
AfThT, T FAERAT, IR AT, IT/ e =Aehl, qrafies ey
<rebT, Tt aRaR Ao fomafes, # T@aw, e #r aIAET AEErRT fom
g, freTRIFTRIPT A qoT YoTHH e JATT T8 qa7 ITART
Q. T9 foeardT IR qAT TRETHN e GEAEedre [hRipaRg®edT |t
AT JhTIHT A AT T T JATEE U B 7
o ITHNT WA TN, TEATHRT AT ARG TREATHRT FEATAE IqeAsd
fepaTRTFeT TR A qar goiad @red a1 (ASRH Services)d? SRR
fern

* ASRH AT fad H¥IET %A & 8 ?

R qUIEH FHATIAT (FARIFAEEEa! A qd1 I e JqTeed 9= Hea|
g 7
o UgH WHTd T, TWEY HE W@ GAN gA WG, AN, FAHI,
fepaTRTpeTRIE®edT A qAT IO e JA1es fod qiorell/ daforer ae
qred |

o T W [ReRIFTRIETR! AT TAT Yo e JaTeweh! TOTEARHT
AUH HeATs T AHTEIee AR ITH a7 GHAT FHEE Ha TH Flches;
AT e |

3. TUTERT FAARHT THETIAT [FITRIBEEed A9 qaT TIaT T JaTeH
T 9T STANTHT g T & HEAT HIESHT T [aqde, T Tl AT Faresd!
AT T5T T Aol ITT v ?
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o Hifqd TATUR, AMAH YTl TETEFHT, URAT FaT JAT AWl e am
e |
¥ AT /ATHENTE AT/ RIeTd AU ATardl Jursedl [a=mar ReRiFeRr ¥
TaTRl @A [eafqd qdgd THHl AT (ReRIFIRT ¥ Jarars wa<l FednT T+
afehreg 7
* AN FAER /AT T HHAT, feorr faame WM&« J@anT, @1 qoan
TIIUMHT FEAW, ATCHIHOTIAT Fedi, [heaiRipeiigsed aid a9 goia+
LT YaTesdh Igd, e a1 qred |
TROT 3 Feaararer GHIRT
9 BTHI  GARAH  AIAT  ATCH B | AIEH  GHSTIAT  OERE
fepeTRIFeTRIES®T A qAT Yo @R YATeehl Jgd qaT IUHIAT Tara
AHT TATSh! el G¥hTaee G 99 Ts (A1e THIHT TR |

o I=aaral & HET ga1 q97 [MepugeEdrs Geddr aara |

~C

o I=AATAl AT FEATNTAT T TEANTHT AT g=aTg JATI= I |

A [qeadadrer dT geTddidls Sahd / Araardie] aRIAET 35 (A=l
&I THY Afas FRM=ATS |

PRZEIEN
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Annex VIl - Kl Guideline stake holders

B8
IR TR RIRTYITR! Araarar (HafarehT
KII
(AT FRIFRATATEES R AT

et TS /T oo TCT oo,
AT oo
FETDBAT .o, AT T oo,
Rt FHT oo, T
TROT § : URET qUT AT
THET Fooo B TR TUTSH] &TAT A qAT TSI e
qrateda fReTRieeTTera =T ey Jar (FaraAT w@ree FaT) H AR ATLATR

AT Tebeld T TR § | TG AT T AU RPN AT gEatvad
TTeFTaeerl TEHhTIHT [BoTlFoTIRIEea F17 TIT JFAT T FI=TT 3977
ARIHF T | Al MRSl Iooi@ T AR WA R @
ARAATEEATE JATHAT TR FaT AN] THHT AT qITee] [Gqausr qopra qar
IoAEs Hecdqu gagd | dusdl WeAld [ graial 9% T A |
FARAD FHHAT T FEE AGYR THH HIed FES |

o HAIWATEH TR T qUTs ¥ ATedhial IR=ra faard |

o FEATHEAID IR=T HIER ACATSHT T&Tald |

(FEIT 9T Faarar (#s T

TRTT R : T YIET

. ATAT T TAT (RTRIFTRIEEHT A TAqT Yoo+ @egaied THeeEs
Q. TUTEH [TARAT T MEE / THETIFT (BRI EwHl T AT FEdl G

!

o TFIMY T [FeTRIETehl GHT Wy fRafaerearare fa |

R, TUTERT [AERAT T GHITAHT ATATATAT. [RITRIBAEEE FET TbehT AT
qIT YT T GHATES ATHAT TRTeehT S /TS 7

o fFIR T FReIiE®mal AH qAT IoAH W JHHRE S&: HlEATan,
[RITRTETATT g9 &R Qa7 NI AGEaed, HH IJHHT/ [heTRIa<ara
g faare, dMfear/ dmgedder, aarchr, e Tdadr, aeiad Jmawedr
ferem, wATaw, afar e anfear ST fam

74



3. UTSH ATHAHT, FL(hT [RoTRIBAEEH A TN GTAT  TTEHT Bl
THRB A, IR, SAAIFERT T ATAAAT / ATIEE TISA8S 7
o g Rk 7 feiRn) &1 g faae 9 IARUTASl gwum, I qu
ATATERIITH  GRUT, T FAgEedr  frer/ gems, e,
SAATTaRTRT AT faehTa, qATa SaeeTdT eTHaT (39 fheiY ¥ fepairire),
qrATIhESdl  ATfdE qUT qrATee fwafq, afqdaraeeser Qfee qur
TSR / FAATIHT ATEIT ATG AT TT ATTHI (o)

¥, fReTRIBITEEST A T T AT AR e Ie® & &
g T FEI 9T T
o AT TAT ATARNIH HEA Alde® ST&l ATAHATIE (ATHI, qaT), Alea e
Wﬁﬂo‘r e Fadar,  Rrete, e Eﬁﬂfw-rr %l?flﬁ-ar/iﬁa—vcr
JATATHA® FTAHA / ATIE, T&h, TR, THAERTS ATGare T Al
T TS I STCAT 9T &l |

Y TUTEHT AHTHT, TeThl [hATRIPIRIEE AF qIT ToIad  T@AHT qeafead
JHIT WUHT YT WH?}TWWWW T fopeT 7

o A qUAT ToIH TTEH ATkl AT [heRIFAREE S T/ Althes
T, TRERTT  SUEREH!, HiEdl W@ WIAGiaE], W@ wrddl,
TR AT, JTATET bl /e <A, TfHE ITAR brg, FqTA
afear faTsTT TereT fofe, Aereareq anfaane @ve |

g, fpeRTFEE® A AT I9- ST JaTar 98 o STHRT

Q. AU TE GHIA/IEHAT TERI JIT IREAHN W GEEae
fepeTRTeaTIETE=arT STRT YaTH XA A q4T Yoo+ T qATeed! Jae] Fedl G

7
o RPN W FAT, TRATHNT TAT AT AR FLATATE JIA
feReTRTBATERT M qAT YoIAF WA AT <o gwer@esswo AT AR
fer1

* ASRH¥@T fad H¥AEE &HF & & ?

. TUTEHT TH FHSTIHT (heTRIFEEHT AW qAT Yo A ATl T
HALT FEAT G 7
o WY [LWEH T AN /@ qIT ATATTH] ATEH, TN T
SHAT (WEgl/TE), YaTEwdhl TedHT Hidel AtTdl/Hod Tadl §, Tqar
SR e
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O 79 IHIIH [RRIFTRIEEd AT RIS JH qar Ioiae ey
famept i A FHEATEEIHETT HIL TH Albreg, WAT 99 Fied |

3. TUTEH faeRET THETIH (RTRIFIRIEeHT A qa7 g9 @re qATeed!
Ted q9T ITANTAT qfg T & HXAT FRECHT A (98, 9 Tal 47 Jares
AT ATl I o ?
o Hifqd TATUR, AMAH YTl TATERHT, ORI FaT JaT Aufy g amw
e |

¥, qUE TH ATHHTEE /ATAISE AdqT-370aT/RTeleh TUH ATAred I THITAH
FATRTRIBETETDT T JAGAHT AT IHEEATs HOA TEANT T JH(Es, ?
° HAAYH-GSHE@ TaT AW FaerR ¥, fedr faae T IJ@amm T,
AATSSTE Rl qar RTemAT Fedi T T, @1 aar qrooHT Jedm My,
IAE®E AThere (O T FAERe qaR TR, A q97 Joiad e
YATHT IHEwehl Tga q97 ITANTHT ghg I AT FA @icTe |
TROT 3 : FrAATATRl JHI
qF ETHI BARAR! AAAT ATCHT & | AMehl GHATTAT  (ReTRIRemrasas

ORI A qAT I T FATESH Tgd qAT JUAINTAT F@ra AT
qUTSH! Hel GHTEes S A ga A THIAT Terd |

o YAt BT HET T qUAT FepieeEdrs FETET TarsH |

~C

o I=AATAl HT FEATNTAT T TEARTHT AT g=qaTg JATI= I |

A faeagaEdareEr AT gEAredidrs Aeqardiel REET g5 (HAadwl del
THY Afas AE=ATIA |

PRZEIEN
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Annex -VII- KIl Guideline media person

B10
AT ATTRRARTITD] A ATar [TaryTehT
KII
(v 9= "t )
et WA/ TAT ST
AT HTETHBT T
TESTEAT oo AT THT
i T el T «
IRUT q : qR=T AT BT
THET "o H THETE qUTSHT SFHT A qAT GoTad ST dT
qrafead fepaTRIBTErHAT T@ree Jar (FaTadT e FaT) & AIRIT AT

T Tebeld T TR § | TG AT § AU ARPRA AT gEatvad
TTeTaearl TEhTIHT fBoTlFoTIdIEea F17 TIT JHTT T FI=TT 3977
ARIHF T | Al MIRTHHAT Iooi@ T AR WA RH @
ARAATEEATE JATHAT TR FaT AN] THHT AT qITee] [Gqausr qopra qar
IoAEs Hecdqu gagd | dulsdl FeAld U d=qaidl 9% TH Ay |
FARAD FHHAT T FEE IR THH e FES |

o HAIWATEH THEH T dqUTs ¥ ATedHiahl IR=ra faard |

o FEATHEAIR IR=T HIER ACATSHT T&Tald |
(FEIT 9T Faarar (#s T
R R : S IIAE
o (RTRIFIRIESHT AT T T W@ /ATHT e /S 8T

PR FTEHUH] [aTAHT T R ATAHESHAT TR qTeAhl o
fep & |

Fel IAELET
o feRITRIRaTRIE®eT STNT AT AT TR FaATHT el (9T FIAHA G ?

° % TUNHHET [BURIBACIEEHT A qUT Yo7 ATEHH]  GATARTH]
FHAT T To5H G 7

o WY TR HWILAHESHT A qI Yo @ I o@ TFAES

BITTDT S 7
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o TTFRES [hTRIFIMEEEHT I qIT T+ ST /A T H] GATASEH]
aifead g S

o [HITRTFARIEEHT A TIT Toide ST GEl Fardesdare G
AIFH AT FHTAd 9 & T gal ?
TROT R q=qarar gHI
9F BT PARAR! FAIAT ATTH B | qUSH GHIEAH  freiRIEmeEweR

ORI A qAT I T FATETH Tgd qAT JUHINTAT q@ra AT
qUTSH! Hel GHTEes S A ga A THIAT Terd |

o FrAATATRT A FaT qIT ehueEdrs JETHT T3 |

o AAAIATHT FEHIRTAT ¥ IEANTHT ATHT g=Iars I T |

Are : faeagrgareEr it EArddide gdahd / Aeqardiel aREed g3 [AaedwT
T FHY Al SRS |

ggqi< |
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