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EXECUTIVE SUMMARY 

1. Introduction 

A vast body of literature shows that the future of children is greatly influenced by the level of 
knowledge, attitude and practice of parents or other caregivers in relation to diverse child 
development issues. Recognizing the need for parental education (PE) packages in Nepal, 
several organizations have developed and delivered PE packages in their programme areas 
(Acharya, 2006). For example, UNICEF, Innovative Forum for Community Development, Save 
the Children–US, Seto Gurans and Plan–Nepal have been involved in it (Acharya, 2006). After 
the initiation of the National Early Child Development (ECD) Strategy 2004–2015, the 
Department of Education (DoE) also developed a PE package, in collaboration with agencies 
working in the ECD sector. 

Recently, in collaboration with, and based on the DoE’s PE package and review of various PE 
packages available, UNICEF–Nepal, in partnership with the Seto Gurans National Child 
Development Services, has developed an illustrated package for PE programme, which aims to 
promote childcare responsibilities and improve the knowledge, attitude and practice of 
caregivers (of children aged 0–5 years) for child development.  

The theory of change underlying the implementation of the PE package was that, if the 
contents and time of delivery of the PE package were appropriate and of their choices, the 
attendance of caregivers or parents would be high, and this would positively influence their 
knowledge, attitude, skills and behaviour towards child development. It was expected that PE 
would help increase the physical, mental, emotional, social and language development of 
children and reduce maternal mortality, child mortality, infectious diseases, malnutrition and 
even accidents in the long run. 

2. Implementation of the PE 

The Parental Education Initiative has been implemented since April 2016 in five of the priority 
districts of Nepal (viz Achham, Bajura, Kalikot, Mugu and Mahottari), converging with other 
education interventions from UNICEF in 100 early child development (ECD) centres per district 
or 500 ECD centres in total. The overall field implementation was done by the district chapters 
of Seto Gurans in the districts concerned and coordinated and technically supported by Seto 
Gurans National Child Development Services. In the process, 500 ECD facilitators were trained 
and 15,805 caregivers1 participated in the programme. The targeted communities included the 
disadvantaged and marginalized such as the urban poor, rural, ethnic minorities and displaced 
persons. 

Delivery of the lessons from the PE package included both lecture and practical methods. Seto 
Gurans is reported to have delivered five-step method training through training sessions. 

                                                             
1 Project target was 10,000 caregivers 
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Books, toys, pictures, posters and puppets were also used to explain the topics. According to 
almost all facilitators, they used dancing, singing, storytelling and acting as well to deliver 
lessons. Caregivers are reported to have liked the delivery modality, with some exception to 
lectures by some facilitators. 

Topics, namely knowledge and importance of ECD, basic rights of all children, father's 
responsibility in childhood development and brain development in early childhood were 
mandatory. The participants selected 16 topics from the rest of topics. All topics were selected, 
but they differed in percentage by district. Topics that were most selected were physical 
development, importance of golden 1000 days and social development. 

According to both participants and facilitators, the topics that were most important to the 
communities and children were selected. Topics that were less selected were early literacy and 
mathematics, protection of children from HIV infection, and participation, play and other 
activities with children 4–5 years old. 

As reported by the facilitators, attendance of participants in PE classes was very high, but not 
optimum, because, as admitted by the participants themselves, they could not be regular due 
to household responsibilities and lack of leisure. Average participation of caregivers and parents 
was 32 per session. Of the participants, 22 percent were male.  

3. Purpose of the Study 

The purpose of the study was to contribute towards measuring the effectiveness of the PE 
package to improve caregivers’ knowledge, attitude and practice in parenting skills and child 
development in three districts, namely Mugu, Achham and Mahottari (Figure 1). 

4. Study Objectives 

The main objective of the study was to understand how the PE package contributed to 
improving caregivers’ knowledge, attitude and practice in parenting skills and child 
development.  

5. Methodology of the Study 

This study used a case comparison approach to understand the contribution of parental 
education (PE) to the knowledge, attitude and practice (KAP) of caregivers. The data collection 
methods included a quantitative survey of a total of 489 households and 489 caregivers, of 
which 390 were from the intervention area and 99 were from the comparison area. The sample 
size was determined in consultation with UNICEF. Limited availability of fund was the major 
reason for the limited size of the comparison area.  

In addition to the quantitative survey, the study conducted a total of six focus group discussions 
(FGDs) and nine key informant interviews (KIIs) with the facilitators who ran the PE programme. 
An advisory committee was set up at the DoE, and research tools were finalized in consultation 
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with the advisory committee and UNICEF. The research tools contained a series of instructions 
to ensure that the interviewers administered the tools correctly and the caregivers gave as 
much correct information as possible.  

In order to facilitate the analysis of the changes brought about by the PE programme, a series 
data tables were generated, indicator by indicator, by district/ecology, area (urban–rural), caste 
groups (Dalits and Brahmin/Kshatriyas), and by major dimensions, namely KAP. This analytical 
design was used to assess the inclusiveness of the programme or to examine how the changes 
were distributed across the subgroups of caregivers. 

The major research hypothesis of the study was: practice indicators have significantly changed 
over time in the intervention area. The hypothesis was tested using a series of z tests for two 
population proportions (i.e., the baseline and endline proportions). 

In addition, a series of logistic regressions were run to identify the variables that predicted a 
number of practices at the time of both baseline and endline surveys. The method of forward 
likelihood ratio was used to make the prediction free of confounding effects. The regressions 
were also run with a view to providing wider explanation to the variations in practice. 

6. Key Findings 

6.1 Changes in context 

The household data show significant increase in the incidence of poverty (2 percent) between 
the time of the baseline and endline surveys, with the highest significant increase in Achham 
(14 percent).The data also show some increase in literacy rate (1.9 per cent) and coverage of 
community development programmes (12 per cent), with Achham (31 per cent) and urban 
areas (31.2 per cent) experiencing coverage the most. There was also significant increase in the 
coverage of piped water (16 per cent). However, there was insignificant fall (1 per cent) in the 
possession of latrine, possibly due to shortage of water because of drought. However, these 
changes are not due to interventions of the programme. 

6.2 Changes in practice 

6.2.1 Household level 

The household data show statistically significant increase in the use of soap in latrine (9 per 
cent) and allocation of fixed place to wash hands (8.2 per cent). There was also increase in 
taking precautionary measures against disasters (9.5 per cent), with the increase mostly 
observed in Mahottari, which was characterized by relatively high annual income. Furthermore, 
there were significant increases in the practice of using toys made of local materials (7 per 
cent), keeping story books (6.6 per cent) and picture books (6.5 per cent) for children, playing 
with children (13.3 per cent) and telling stories to children (23.3 per cent). As these topics were 
covered by PE, these changes seem to have been contributed by PE. 



xii 

 

But there was a significant fall (5.5 per cent) in the practice of purifying water because of 
increased coverage of piped water and the increased perception that it is not necessary to 
purify water. There was also a significant fall in keeping children’s playing areas safe from 
possible sources of accidents (8.7 per cent), possibly due to increase in the incidence of poverty 
since, according to logistic regression, income (or financial capability to invest in making playing 
areas safe) is a predictor of this practice. There were no changes in the percentage of 
households that care about the adequacy of nutrition taken by children possibly due to increase 
in poverty. There were also no changes in the use of iodized salt since the rate of use was very 
high or nearly saturated (96.3 per cent) even at the time of the baseline survey. 

6.2.2 Caregiver level 

The caregiver data show lack of change in the practice of washing hands with soap and water 
before preparing food largely because attitude was very high even at the time of the baseline 
survey (92.6 per cent) and it had not changed much since then. But data show statistically 
significant increase in washing hands with soap and water before eating food (14.6 per cent) 
and after defecation (28.7 per cent) among children and before feeding children (8.6 per cent) 
among caregivers. These increases seemed to be in response to significant increase in 
knowledge. There was a significant fall in the incidence of diarrhoea and fever, and these falls 
seemed to have been contributed by increased hand washing practices. 

Data also show significant positive changes in the use of mosquito nets treated with insecticides 
(5.1 per cent) and iron folic tablets (2.6 per cent) by pregnant women, and they seemed to be in 
response to significant increase in knowledge. But there was no significant change in the 
practice of taking tetanus injection and de-worming tablet despite increase in knowledge. 
Perhaps change in attitude was necessary, but it could not materialize. With respect to the use 
of iodized salt there was also no significant increase since there was increase in neither 
knowledge nor attitude. There was also no significant increase in the practice of making at least 
four antenatal visits because there were no significant increases in either knowledge or attitude 
in this regard.  

Likewise, there was no significant increase in the practice of delivering babies in health 
institutions since there was no significant increase in knowledge; rather, there was a significant 
fall in attitude. With respect to making postpartum visits, there was significant increase in 
practice (15.5 per cent), and this seemed to be in response to significant increase in knowledge. 
There was similar increase in the practice of taking Vitamin A (5.6 per cent) by postpartum 
mothers. 

The study has found significant increase in the coverage of measles vaccination (8.9 per cent), 
but no significant increase in the coverage of other vaccinations partly because there were no 
significant increases in both knowledge and attitude and partly because the knowledge scores 
(over 90 per cent) and attitude scores (over 98 per cent) were already high (or nearly saturated) 
at the time of the baseline survey.  
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With respect to the other child health issues, the study found significant increases in the 
practices of providing de-worming medicines to children (6.2 per cent) and encouraging 
children to maintain personal hygiene (18.6 per cent). Both these increases seemed to be in 
response to significant increases in knowledge. 

But there was no significant increase in the practice of feeding first milk (colostrum) to the new 
born babies despite significant increase in knowledge. This seems to be in response to lack of 
significant increase in attitude. In Mahottari, for example, there was a deep-seated belief 
(attitude) that the supply of mother’s milk is not adequate in the first few days. Accordingly, 
children were fed other women’s milk and were, therefore, deprived of the opportunity to be 
fed the first milk.  

With respect to the practice of consuming three nutritious meals during pregnancy, there was 
also a significant fall (19 per cent) despite significant increase in knowledge. This seemed to be 
due to the function of a synergetic relationship between four factors, namely lack of significant 
increase in attitude, shortage of food, inability to buy food and lack of time to prepare 
nutritious food due to daily heavy workload, as revealed during FGDs. 

With respect to changes in children’s safety and protection, the caregiver data show significant 
increase in the possession of birth certificates (11.5 per cent) and equal treatment of boys and 
girls (25.8 per cent). These increases seemed to be in response to increase in knowledge and 
attitude.  

Some increases were noted in the practices of beating (6 per cent) and scolding (7.7 per cent) 
children, despite increase in knowledge because attitude had not improved. According to FGDs, 
attitude of parents had not improved since they still lived with the belief that children should 
be beaten lightly and scolded if they disobeyed or talked back. According to such discussions, 
beating and scolding also ensured that children did not become disobedient in the future and 
did not repeat the mistakes of the past. On the other hand, there was a significant fall in the 
incidence of insulting children (8.3 per cent). This seemed to be in response to significant 
increase in both knowledge and attitude. 

With respect to children’s stimulation and learning, the caregiver data show significant increase 
in the percentage of children attending ECD centres (30.6 per cent), provision of toys made 
from local materials (6.3 per cent), men talking to their children before putting them to bed 
(14.6 per cent) and men reading stories to their children before putting them to bed (7.7 per 
cent). These increases correspond with significant increases in both knowledge and attitude. 
There were similar increases in the trend of encouraging children to learn new things (14.4 per 
cent) and regularity in the attendance of children at the ECD centres (11.4 per cent). 

Furthermore, there have been considerable increases in the percentage of mothers telling 
stories to children (11.5 per cent), singing songs to children (8.5 per cent), and playing with 
children (9.4 per cent). The time spent with children in reading stories increased to 17 minutes 
from 4.67 minutes, the time spent with children in singing songs increased to 16 minutes from 
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4.58 minutes and the time spent with children in playing increased to 39 minutes from 7.31 
minutes. Likewise, the number of days children were left alone for more than an hour in the 
last seven days preceding the survey reduced to 1 day from 2.06 days.  

The study also found significant increase in the practice of encouraging making friends (19.7 per 
cent), encouraging children to play and work with friends (10.8 per cent), and caregivers 
participating in the activities of ECD centres (45.5 per cent). All these increases seemed to be 
triggered by significant increase in attitude.  

There was some fall (although insignificant) in the practice of men helping pregnant wives to 
accomplish daily work (7.6 per cent) despite increase in knowledge. On the other hand, there 
was a significant fall in the practice of men discouraging pregnant wives to lift or carry heavy 
loads (21.8 per cent) largely because there were no significant increases in both knowledge and 
attitude in this regard.  

7. Conclusion 

The aim of the PE programme is to equip caregivers with new knowledge. The findings show 
that PE has significantly increased the knowledge of caregivers, and this validates the PE’s 
theory of change. Before the implementation of the PE programme, it was also implicitly 
assumed that new knowledge would also lead to positive attitude. The attitude of caregivers 
has also improved significantly on some of the indicators. Even if a caregiver did not attend a 
particular session, there was an increase in knowledge because there were overlaps in the 
subjects covered in other sessions. However, this generalization does not apply to all subjects. 

Of the 227 household and caregiver indicators examined, nearly 59 percent have changed in 
desirable direction. Most changes were in knowledge (81.3 per cent), followed by practice (60 
per cent) and attitude (23.3 per cent). Parental education now constitutes the major source of 
information (93.6 percent) to bring up children and in the process it has reduced the 
importance of TV, radio and other sources such as friends and relatives. 

The study considers PE is relevant as it has potentials to increase knowledge and positive 
attitude and practices. With increased knowledge and positive attitude, practices are likely to 
sustain unless there are adverse changes in the structural factors.  

This study found changes in practice were contributed by changes in knowledge to a large 
extent and by attitude to some extent. However, besides knowledge and attitude, there are 
many structural factors that influence changes in practice. These include income, education, 
presence or absence of community development programmes, transportation system, 
migration of men, workload of women, perceived cost of receiving health care, and deep-
seated socio cultural practices such as open defecation, washing hands with materials other 
than soap, beating and scolding children, depriving new children of mother’s first milk and 
seeking health service from faith-healers. 
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Amid many positive findings, this study found a number of indicators which could not improve 
significantly and in the desirable direction for a number of reasons. They, therefore, have some 
programme implications. In order to ensure that the programme design addresses them in the 
future, the study makes the following recommendations. 

8. Recommendations 

8.1 General recommendations 

1. Parents have multiple issues. Therefore, it is better to orient ECD or PE facilitators to 
help them find appropriate services (or partner institutions, as mentioned in session 
33) and encourage them to utilize the available services for improving factors such 
as poor economic conditions, illiteracy and inaccessibility to health institutions. This 
could be done by organizing a meeting of the stakeholders concerned at the 
national, donor, district and local levels before implementing the PE programme. A 
joint plan of actions can be prepared at a local-level meeting in order to address 
caregivers’ unmet or potential needs. 

2. It is very important to recognize and respect people’s knowledge and practices while 
imparting new knowledge and practices. Linking new knowledge and practices with 
indigenous knowledge and practices of caregivers is necessary to make the 
participants own the new knowledge and practices. This requires to walk caregivers 
through a critical reflection processes on benefits and harms of different types of 
practices. However, continuous follow-up support is required to sustain new 
knowledge and practices. This mechanism will help participants walk through the 
unlearning, relearning and freezing processes; and 

3. The theory of change should be modified to accommodate the realities that there 
are factors or barriers other than knowledge and attitude that influence practice. 

8.2 Specific recommendations 

1. Since low income, illiteracy, migration of men and poor water supply have adverse 
effect on many practices, there is need to incorporate PE with income generation, 
literacy, water and sanitation, health and child rights programmes. For this a 
collaborative approach is necessary, as mentioned above. 

2. Since increase in knowledge in combination with favourable attitude has potentials 
to bring about most positive changes in practices, PE should elaborate more on the 
benefits and harms of adopting (or not adopting) a particular practice in order to 
increase both knowledge and attitude of caregivers in the future. Subject-matters 
that need such elaborations include use of latrine, skills in purification of water, 
hand washing, violence against children, use of de-worming medicines, antenatal 
care, delivery in health institutions, feeding first milk to newborn babies, consuming 
three nutritious meals during pregnancy, treatment of children by health 
professionals on time and the role of father. 
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3. Topics that are not prioritized by the caregivers (see chapter 3) may be removed. 
The number of topics that should be mandatory may be increased and a subject may 
be covered in more than one session in order to reinforce their importance and to 
ensure that caregivers do not miss the importance of those subjects in the future. 

4. There should also be elaborations on how caregivers can adopt positive practices 
under adverse conditions such as limited food purchasing capabilities, food shortage 
and lack of water, to name a few. 

5. Advocacy programmes should be launched side by side at the community level to 
highlight the benefits and harms of adopting (or not adopting a particular practice) 
by involving the heads of households or head of the clan as important influence for 
positive behavioural changes.  

6. Facilitators should be well trained and motivated to ensure that they deliver 
prioritized lessons effectively and that regularity of caregivers in sessions is high. 
Technical backstopping is necessary for them to effectively facilitate adults' learning. 
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Figure 1: Map of the study districts 
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CHAPTER 1: INTRODUCTION 

1.1 Importance of Parenting in Early Childhood Development 

When a baby is born, about 100 billion brain cells are mostly unconnected. To function, these 
cells must be organized into networks that require trillions of connections which depend on the 
interaction between genes and the environment. That optimal environment is created through 
nurturing environments such as positive parenting (National Scientific Council on the 
Developing Child, 2004). These early connections shape the brain circuits and lay the 
foundation for later developmental outcome. While genes provide the blueprint for 
development, it is environment that shapes it. In other words, positive parenting in the first few 
years of life can influence brain function and development for the rest of a child’s life, and may 
even influence future generations (Meaney, 2010). The research done by Burke, et al. (2011) 
reinforces that adverse childhood experience can cause learning and behavioural problems.  

The early years of life are a critical window of opportunity, but, if neglected, they also present 
the risk of vulnerability. Parents, key caregivers and families have the influencing power to 
determine a child’s chances for survival and development. Rapid strides made by young 
children across all domains of development and learning are fostered and supported through 
parents’ practices, attitudes, knowledge and resources. The international literature clearly 
indicates that parents are one of the most influential factors in children’s development 
(Whiting and Edwards, 1998; Bornstein, 2002; Rogoff, 2003; Bradley and Corwyn, 2005). 

According to Engle, Lhotska and Armstrong (1997, cited in Evans, 2006), the most important 
factor in a child's healthy development is to have at least one strong relationship (attachment) 
with a caring adult who values the well-being of the child. Therefore, lack of a consistent 
caregiver can create additional risks for children. 

As noted by Grover (2005), if given appropriate care, children can make remarkable gains in 
physical and motor development, in linguistic and cognitive functioning, as well as dramatic 
progress in their emotional, social, regulatory and moral capacities. Therefore, it is very 
important that children have appropriate support in terms of: protection (an environment that 
is safe from physical and emotional harm); good health (safe water, hygiene); appropriate 
nutrition, including exclusive breastfeeding for the first six months; stimulation (opportunities 
to explore the world, express curiosity, engage in problem-solving); language development 
(listening and responding); and interaction with and attachment to caring adults. Furthermore, 
according to Grover, the best people to provide that support are the child’s parents. High 
quality early intervention programmes that provide parents with appropriate and relevant 
information and support can make a difference in a child’s life.  

A recent study (Hossain, et al., 2015) done in Nepal also shows that behavioural problems (i.e., 
sleep disorder, poor appetite, sadness, lack of interest to play with peers, shyness, sensitivity to 
criticism, failure to finish tasks and poor concentration) among children is often associated with 
negative parenting expressed in terms of poor parenting skills and inadequate quality time 
given to children. 
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Data stemming from the Multiple Indicator Cluster Survey (MICS), conducted by UNICEF and 
Central Bureau of Statistics (CBS) in 2014, show that 51 percent of children attended the early 
childhood education programme in the last month preceding the survey. However, the DoE 
data show higher number2.In relation to the stimulation of children for learning, the survey 
data show that only about 10.1 percent of the biological fathers of children aged 36–59 months 
were engaged in four or more activities (reading book or looking at pictures, telling stories, 
singing songs, playing, name counting or drawing something) to promote learning and school 
readiness. The figure on the same indicator for biological mothers was about 30.4 per cent.  

Children’s books were available in 4.8 per cent of the households, and children’s playthings 
were available in 59.2 per cent of the households. Data further show that 21 per cent of the 
children were left alone or in the care of another child less than 15 years old at least once in a 
week. The rate of birth registration was 58.1 per cent, and the practice of violent discipline was 
81.7 per cent. The MICS also shows that early breastfeeding was limited to only 48.7 per cent of 
children; continued breastfeeding of children up to 1 year old was 93.6 percent; the percentage 
of households consuming iodized salt was 81.5 percent; and the coverage rates of vaccination 
programmes against BCG, polio, DPT and measles were 87.5 per cent, 85.2 per cent, 83.1 per 
cent and 84.4 per cent respectively. The prevalence rates of diarrhoea and fever among 
children were 12 per cent and 20.1 per cent respectively. 

According to MICS, 13.6 per cent of the households treated water for purification; 93.3 per cent 
made use of improved drinking water source; 60.1 per cent made use of improved sanitation 
and 72.5 per cent had a place to wash hands. The MICS further shows that 59.5 per cent of the 
pregnant women made at least 4 antenatal visits, 55.2 per cent of them made institutional 
delivery; and 57.9 per cent of them made postnatal visit for their check-ups (UNICEF and CBS, 
2014).  

CERID (2009) conducted a knowledge, attitude and practice (KAP) study among 
parents/guardians who received exposure to parental education (PE) and those who did not 
receive such exposure. The study found that: the level of knowledge of all aspects of ECD is 
lower than the levels of attitude and practice; the poor economic condition of families is partly 
responsible for the low level of practice; parents/guardians without exposure to PE have a 
slightly higher level of knowledge (20.1 per cent)than parents/guardians without PE exposure 
(19.7 per cent); no difference is found in the levels of attitude; male parents/guardians have a 
slightly higher level of knowledge than female parents/guardians on child rights (16 per cent 
versus and 8.7 per cent), parental role (39 per cent versus37 per cent); education for a brighter 
future of the children (11 per cent versus 9.5 per cent); and male parents/guardians have a 
slightly lower level of knowledge than female parents/guardians on inclusion (43.8 per cent 
versus 45.8 per cent)and quality of education (12 per cent versus 12.4 per cent). 

                                                             
2As of 2014, average enrolment rate of 4-year-old children in ECDs/pre-primary classes (PPCs) was 77.7% (77.3 per 
cent for girls and 78.1 per cent for boys (DoE, Flash Report I, 2014). However, MICS 2014 indicates that fewer 
children are participating in ECD centres. This raises a question on the quality of services provided. 
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The study also found that: male parents/guardians have slightly higher levels of attitude than 
female parents/guardians on all aspects of primary education (85.2per cent versus 83.8), except 
inclusion (male 76per cent versus female 77.3); male parents/guardians have a slightly higher 
level of practice than female parents/ guardians on inclusion (46.9per cent versus 45.9 per 
cent)and parental role (51.8per cent versus 46.9 per cent); and female parents/guardians have 
a slightly higher level of practice than male parents/guardians on child rights (48 per cent 
versus 44.6 per cent), quality of education (65.5per cent versus 54.2 per cent) and education for 
a brighter future of children (55.4per cent versus 46.9 per cent). 

Another study done by Save the Children (2010) has also made many observations. They were: 
mothers do not wash hands before feeding their younger children: caregivers know that their 
children need a balanced diet, but they struggle to meet their daily needs: mothers lack 
knowledge of how to prepare and preserve food and how to ensure their children a balanced 
diet despite information from FCHVs; women spend hours in the field and are, thus, separated 
from their young children and cannot breastfeed them regularly; children are often left alone or 
with other family members or young siblings while caregivers focus on daily survival; and, due 
to poverty, learning or play materials are non-existent for children under the age of three in 
many households. 

The Save the Children study has made additional findings which are: mothers do not stimulate 
their children during daily activities such as feeding; they are not observed smiling at infants or 
talking to them during feeding; most often, mothers respond to their child’s cries by 
breastfeeding; when children are two or three years’ old, they play in the mud or dirt; they 
learn household tasks at young ages as they are often responsible for herding cattle or fetching 
water; toddlers are frequently reprimanded and disciplined for small actions; slapping, raising 
one’s hand at a child, and shouting at young children are the common practices; and children 
are extremely timid. 

Early childhood development (ECD) programmes are being implemented in Nepal since 1954. 
But the programme gained importance in 2000 after Nepal adopted the goals and strategies of 
the Education for All (after which ECD became formal part of the national education policy) and 
developed a strategy paper on ECD with the help of the Department of Education (DoE) in 2004. 

In the light of the dismal situation of children and the importance of positive parenting, the 
Parental Education Initiative was implemented in the community from September 2016 in five 
(Achham, Bajura, Kalikot, Mugu and Mahottari)of the 15 government and UNICEF priority 
districts of Nepal and completed in March 2017 (See Chapter 3 for details). 

1.2 Purpose of the Study 

The purpose of the study was to contribute towards measuring the effectiveness of the 
parenting education package to improve caregivers’ knowledge, attitude and practice in 
parenting skills and child development in three sample districts, namely Mugu, Achham and 
Mahottari (Figure 1). 
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1.3 Study Objectives 

The main objective of the study was to understand how the parenting education package 
contributed to improving caregivers’ knowledge, attitude and practice in relation to parenting 
skills and child development.  

1.4 Research Questions3 

 The study addressed the following specific questions:  

• What are the subjects prioritized by the parents and why?  

• How is the attendance rate in the PE?  

• What proportion of, and to what extent, do caregivers (male and female) increase their 
knowledge of positive parenting practices?  

• What do families know and practice with regard to the growth and development of 
young children and their role in promoting it?  

• Do boys and girls receive similar/dissimilar treatment?  

• Which family members participate in child rearing and care? Does the father play a 
significant role?  

• What proportions of caregivers have an adequate understanding of child development?  

• What are the families’ sources of information about bringing up children and what more 
do they need to know? 

• How do caregivers explain the various ways to show affection and love for their 
children?  

• What proportions of caregivers encourage their children to learn new things?  

• What proportion of caregivers report that child has daily hygiene habits and uses them 
regularly on his/her own?  

• What proportion of caregivers wants to spend more time with their children?  

• What proportions of caregivers reduce the punishment to their children?  

• To what extent do caregivers report spending time playing with their children? 

• What proportions of caregivers know that some tests of disability can be done at home? 
and 

• What socio cultural practices and community mechanisms exist for parenting and which 
of those practices/mechanisms were recognized during the programme? 

  

                                                             
3In this report, some research questions are addressed in the relevant sections and some in annex. See also 
limitations of study for research questions that were not answered. 
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CHAPTER 2: METHODOLOGY 

 

This study used a two-pronged approach to collect relevant data on Knowledge, Attitude and 
Practices (KAP) in both baseline and endline surveys. The approach consisted of quantitative 
survey of households and caregivers, using semi-structured questionnaires, and qualitative 
survey of caregivers and facilitators, using focus group discussions (FGDs) and key informant 
interviews (KIIs). The survey questions were extracted from the manual of the PE. 

2.1 Quantitative Survey 

In both baseline and endline surveys, quantitative methods of data collection were used in both 
intervention and comparison areas to help measure the evolution of KAP indicators after the 
implementation of the PE programme in the intervention area as compared to the non-
intervention (comparison) area and over time. The procedures followed in the survey are 
described below separately for the intervention and comparison areas. 

2.1.1 Survey in the intervention area 

2.1.1.1 Sample size estimation 

Before the baseline survey was done in the intervention area, the sample size of the caregivers 
(defined as groups of people involving parents/caregivers of 0-5 year old children) was 
estimated. For estimating the sample size of caregivers, the following formula was used: 

n =
(𝑍)2𝑝𝑞

𝑑2  

Where n = Desired sample size; z = Standard normal deviation usually set at 95 per cent 
significance level; p = Proportion in the target population estimated to have a particular 
probability (i.e. p=0.5); q = 1 – p; and d = Degree of accuracy desired (set at 0.05) 

Accordingly, the minimum sample size (n) was calculated as:  

n =
(1.96)2(0.5)(0.5) 

(0.05)2  

 n = 385 

When this sample size of 385 was adjusted for the finite population (i.e. 10,000 target 
parents/caregivers participating in the PE programme) the new sample size was estimated as: 

SS= 
𝑆𝑆

1+ (𝑆𝑆−1)/𝑃𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛) =385/1.0384 = 371 
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In view of the possibilities of some non-response rate and the loss of some cases in the endline 
survey (due to mobility of families or the caregivers’ reluctance to participate in the survey), the 
said sample size was increased by 5 per cent. This resulted in a new sample size of 390, which 
was then allocated equally among the three study districts. This yielded a sample size of 130 
per district (Table 1). The sample size was determined in consultation with UNICEF. 

2.1.1.2 Selection of ECD centres with PE in the intervention communities 

Before the surveys were implemented, it was assumed that if ten ECD centres were randomly 
selected per district and if 13 households were randomly selected per ECD community, 130 
households would be covered per district (or 390 in three districts).  

In order to help select the samples of ECD centres in the intervened communities at the time of 
the baseline survey, UNICEF provided the lists all ECD centres that were planned for PE in the 
three study districts. The list contained about 100 such ECD centres per district. From this list, 
ten ECD centres were randomly selected in each district (or 30 in total). At the time of the 
endline survey the same ECD centres were used, with the exception of two ECD centres, which 
were replaced in consultation with the District Seto Gurans National Child Development 
Services, a partner organization, because PE was terminated in those centres due to marriage 
and ill health of facilitators.  

2.1.1.3 Selection of households from where there is participation in the PE 

After being deployed in the survey districts at the time of the baseline survey, the field teams 
visited the selected ECD centres/communities and, with the help of local facilitators, listed out 
all households which would participate in the PE programme. The teams then randomly 
selected 13 households from this list in each ECD community. At the time of the endline survey, 
the teams used the names of the participating caregivers, which was made available by Seto 
Gurans as a sampling frame and randomly selected 13 caregivers from this frame. If a caregiver 
had more than one child of the said age group, the field enumerators collected information 
pertinent to only one of them by randomly selecting one child. 

2.1.2 Survey in the comparison area 

2.1.2.1 Estimation of sample size for comparison area 

For estimating the sample size of caregivers in the comparison area, the following formula was 
used: 

n =
(𝑍)2𝑝𝑞

𝑑2  

Where n = Desired sample size; z = Standard normal deviation usually set at 95 per cent 
significance level; p = Proportion in the target population estimated to have a particular 
probability (i.e. p=0.5); q = 1 – p; and d = Degree of accuracy desired (set at 0.10) 
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Accordingly, the minimum sample size (n) was calculated as:  

n =
(1.96)2(0.5)(0.5) 

(0.10)2  

 n = 96 

Before the field study was implemented in the comparison area, the sample size was estimated 
to be 96 when the degree of precision was at 90 per cent. After allowance was made for 5 per 
cent non-response rate, the sample size was estimated to be99 (or about 25 per cent of the 
intervention area). This sample size was later allocated equally in three districts. This resulted in 
a sample size of 33 in each district. 

2.1.2.2 Identification of comparison area 

A comparison area perceived4 to be similar to the intervention area with respect to economic 
conditions (means of livelihood), social conditions (education) and accessibility was identified in 
each district at the time of the baseline survey5. The baseline data show that they had many 
similar conditions. It was done in consultation with the District Education Offices (DEOs) and 
Seto Gurans as per the understanding reached with UNICEF earlier. The same comparison areas 
were also used at the time of the endline survey. 

In the comparison area, the field teams generated a list of 33 households with 0–5-year-old 
children in consultation with the local ECD facilitators and then conducted the survey of 
households and caregivers while following the procedures similar to those used in the 
intervention areas. In case the field teams could not find 33 such households in a comparison 
community, they conducted a survey in an adjoining ward of the same comparison community 
until the desired number of households and caregivers was covered. The same procedure was 
also followed in the endline survey. 

In the course of the endline survey, the field teams covered a total of 489 households (390+99) 
and 489 caregivers (Table 2.1). 

  

                                                             
4 This was largely based on perceived similarity among communities since quantitative data broken down by 
communities were not available to provide an objective basis for selecting the comparison areas. 
5The baseline data show agriculture as the major occupation of households (53.6 per cent in the treatment area 
and 56.6 per cent in the comparison area). The percentages of households that were food sufficient for more than 
9 months from their agricultural productions were 29.2 per cent in the treatment area and 28.6 per cent in the 
comparison areas. Illiteracy rate was 57.5 per cent in the treatment area and 59.6 per cent in the comparison area. 
For other similarities, see tables 4.1, 4.3, 4.5 and 4.7. Neither the surveyed treatment areas nor the comparison 
areas were too remote. 
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Table 2.1: Number of households, caregivers and children covered by the survey6 
District Intervention area Comparison area 

 Sample size 
of ECD 

centres with 
PE 

Sample 
size of 

households 

Sample 
size of 

caregivers 
 

Sample size of 
ECD centres 
without PE 

Sample size of 
households 

Sample size of 
caregivers 

 

Mugu 10 130 130 1 33 33 

Achham 10 130 130 1 33 33 

Mahottari 10 130 130 1 33 33 

Total 30 390 390 3 99 99 

The response rate at the time of the baseline survey was 96 per cent in the treatment area and 
95 per cent in the comparison area. At the time of the endline survey, it was 97 per cent in the 
intervention area and 95 per cent in the comparison area. 

2.2 Qualitative Survey 

In the endline survey, the study teams also collected qualitative information by organizing two 
FGDs in each district and by using checklists that had been developed by the core research 
team. Of the two FGDs that were conducted, one was conducted among women and the other 
among men in Mugu and Achham. In Mahottari, one FGD was conducted among urban mothers 
and the other among rural mothers (Annex 3). This design allowed the collection of perceptions 
and experiences of diverse groups of caregivers. There were about 8–10 participants in each 
FGD.  

In addition, out of the randomly selected ten ECD centres in a district, the field team purposely 
selected three centres for diversity for socioeconomic variables and did KIIs with the facilitator 
of those centres to solicit information on the implementation of the PE programme and the 
trend of children’s attendance at those centres. Besides, in each district, the teams interviewed 
one facilitator of comparison area to solicit information about the implementation of any 
activities that possibly encouraged the participation of children in their ECD centres and about 
the trend of children’s attendance at those ECD centres. 

2.3 Preparations for Study 

In order to implement the baseline and endline surveys, IIDS hired a total of nine experienced 
field researchers, of which three were supervisors and six were interviewers. For Mahottari, 
they were Maithili speakers.  

After the field researchers were hired, they were provided with a thorough orientation on ECD, 
the need for the PE programme and the purpose of the study. They were then trained in field 
research procedures, including the construction of sampling framework, selection of 

                                                             
6 There was no coverage of first-time pregnant women in the endline survey since the women who were pregnant 
at the time of baseline had already delivered babies. There was also no coverage of newly married persons in the 
endline survey, who, according to the study’s working definition, were those who were married for less than 6 
months. 
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respondents from the sampling framework using random sampling, collection of data through 
administration of semi-structured questionnaires, organizing FGDs and conducting KIIs with the 
ECD facilitators. The trainees were then oriented on research ethics, the roles and 
responsibilities which they would play and fulfil, and the measures that they would take to 
ensure the quality of data. Orientation on the PE programme was provided by the education 
specialist of UNICEF, and training in the rest of the components was provided by the IIDS core 
team members. 

The training was highly participatory and emphasized simulations and role play. As part of the 
training, the field researchers were also provided with an opportunity to gain real world 
experience in data collection during the piloting of research tools. The duration of the training, 
including piloting, was four days. At the time of the endline survey the field teams were given 
refresher training. 

2.4 Research Tools and Field Procedures 

During the baseline survey, quantitative data was collected by administering semi-structured 
questionnaires that had been developed by the core research team in consultation with the 
DoE Advisory Committee and UNICEF. The questionnaires had been translated into Nepali and 
Maithili, pretested in Jhor VDC of Kathmandu for logical sequence, clarity and establishment of 
new codes for some questions. 

After the training was completed and research tools finalized, field research teams were 
deployed in the districts concerned. There was one team per district. In each team, there was a 
supervisor and two female interviewers. The teams were provided with field research 
guidelines before being deployed to the survey districts. 

For quantitative survey, two types of questionnaire were developed: one for the heads of 
households and the other for caregivers. Both household and caregiver questionnaires 
contained a form (or section) to solicit the informed consent of the respondents after they 
were assured that the information they would provide would be kept confidential and their 
anonymity preserved. The field teams interviewed the respondents only after they had received 
their consent to continue the interview. The questionnaires also contained a number of 
instructions to both enumerators and caregivers to ensure that the enumerators collected 
correct information and the respondents provided correct information as much as possible (see 
questionnaires for details).The questionnaires contained both open- and close-ended questions. 

The baseline survey was conducted in September 2016, just before the implementation of the 
PE started in the community. The endline survey was conducted soon after the completion of 
the PE programme in March 2017. Precisely, data collection was conducted from the fourth 
week of April to the third week of May 2017 in Achham and Mahottari. In Mugu, it was 
conducted from the fourth week of May to the third week of June 2017. The endline survey 
time slightly varied from one district to another since due consideration was given to schedule 
of phased local-level elections that were being held nationwide at that time. 
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2.5 Analysis of Data 

2.5.1 Data procedures and analysis 

Qualitative data was processed manually while quantitative data was first entered by using CS 
Pro and analysed by using SPSS statistical software. Before the data were entered, data entry 
programmes were developed in which ‘skips’ and ‘ranges’ were established to avoid the entry 
of incorrect data. After the data were edited and finalized, cross tables were generated on 
which the test of hypotheses depended. 

2.5.2 Hypotheses of the study 

In order to arrive at meaningful generalizations, the study tested a series of hypotheses. The 
research hypotheses used at the time of the baseline survey were that practice indicators 
significantly varied across the three study districts, across the rural and urban areas, and across 
the caste groups as a result of variations in some underlying factors (e.g. education, 
income).The hypotheses were tested using a series of chi square tests. 

The major research hypotheses used at this stage of the study were: KAP indicators have 
significantly changed over time in the intervention area. These hypotheses were tested using a 
series of z tests for two population proportions (i.e. the baseline and endline proportions). 

In addition, a series of logistic regressions were run to identify the variables that predicted a 
number of practices at the time of both baseline and endline surveys. The method of forward 
likelihood ratio was used to make prediction free of confounding effects. The regressions were 
also run with a view to providing wider explanation to variations in practice. 

2.6 Limitations of the Study 

The study has a number of limitations. First of all, this is an output-level study; it was not done 
from the perspective of impact evaluation since the implementation of the PE programme was 
over only a few weeks ago before the endline survey was conducted. It was rather done to 
examine the development of the KAP indicators and to explain the development or changes. 
Second, the sample size of comparison area was smaller than that of the programme area, and 
this could not be increased due to the limited availability of fund. Therefore, the sample size of 
comparison area has a milder statistical power. Third, since the study was based on self-
reported data, it is possible that there were some over-reporting and under-reporting biases at 
the times of both baseline and endline surveys. However, the study was not able to control any 
reporting biases, deliberate or otherwise, of the respondents. Fourth, the samples of Muslim 
and Janajati respondents were small in both the baseline and endline surveys. Therefore, the 
statistical analyses were limited to show the situation of two caste groups, namely 
Brahmin/Kshatriya (BKsh) and Dalits. Fifth, there were very few male respondents (i.e. 24 at the 
time of the baseline and 28 at the time of endline. Accordingly, the study was unable to do any 
analysis from the gender perspective. Finally, the study was not the representative sample 
survey of the three districts, but merely baseline and endline surveys confined to certain 
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predefined groups or cohorts of people. As such, the survey cannot correctly represent the 
diverse situations of those districts. 

2.7 Organization of the Report 

This report is structured around five chapters. Chapter 1 describes the background, purpose 
and objectives of the study. Chapter 2 describes the methodology of the study, including 
sampling designs, research tools and analysis of data.  

Since the major objective of the PE was to bring about behavioural changes among caregivers 
by bringing about changes in their knowledge and attitude, the study has tried to orient the 
readers first about the implementation of the PE programme, and this has been done in 
Chapter 3. It then focuses on the changes contributed by the programme to the KAP of the 
caregivers. The changes are shown using different significance levels (i.e. .05, .01 and .001) in 
order to give readers some idea about the differential contributions made by the programme. 
The odds ratios, which were derived after running a series of logistic regression, are also 
presented with a similar view in mind. Chapter 5 draws conclusions and makes 
recommendations for consideration by the stakeholders in order to bring about positive 
behavioural changes among the caregivers. Chapter 5 is followed by annexes where other 
relevant data and the summaries of logistic regressions are shown. 
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CHAPTER 3: IMPLEMENTATION OF PARENTAL EDUCATION PROGRAM 

 

The PE programme was launched in five of the Government of Nepal and UNICEF-priority 
districts of Nepal (viz Achham, Bajura, Kalikot, Mugu and Mahottari, which were considered 
most vulnerable based on the Child Deprivation Index developed by UNICEF), converging with 
other education interventions from UNICEF in 100 ECD centres per district. In the process, 500 
ECD facilitators were trained and 15,805 parents and caregivers participated in the programme, 
though the target was 10,000. The disadvantaged and marginalized communities such as the 
urban poor, rural, ethnic minorities and displaced communities were targeted7.The programme 
was technically supported and coordinated by the Seto Gurans National Child Development 
Services, while the district chapters of Seto Gurans were implementers at the district level. 

The PE package included information on maternal and child nutrition, protection, health, water, 
sanitation and hygiene practices, child development and behaviour, security and safety, playing 
and games, making toys from local materials, early stimulation, early learning, gender roles and 
equity issues. Experts in all sectors reviewed the package to ensure the quality of the messages. 
The package was based on a new, participatory delivery model, providing opportunities for 
parents or caregivers to discuss existing practices and find possible alternatives, where needed. 
It was structured around five parts, with 33 sessions or topics. Parents or caregivers were 
allowed to select the topics that they wanted to learn about. Four topics or lessons were 
mandatory, i.e. all participants had to attend them. From the rest, caregivers had to select 16 
topics as per their interest and priority.  

The PE manual had pointed out a number of steps to be followed before the implementation of 
PE. To elaborate, it emphasized orientation of community on the importance of early childhood 
development (ECD), role of parents and community, need for parenting education and need for 
participating in the education sessions before the sessions were actually run. 

Furthermore, it encouraged the use of plays, songs, stories, pictures and interactions during the 
sessions. It also emphasized periodic organization of caregiver’ meetings to review the changes 
experienced and challenges faced. Besides, it pointed out the need for making home visits to 
monitor and evaluate changes in child health, nutrition, stimulation, learning, play, toys, safety 
and security, sanitation, interactions and childcare. 

The programme had provisions for 26 mentors whose responsibilities involved supporting eight 
sessions each month, doing regular observation and monitoring, including making follow-up 
and home visits to see changes in parents and children, supporting ECD facilitators in regular 
sessions and in difficulties, and continuing sessions at the time and area of seasonal migration 
(Seto Gurans, 2017). 

                                                             
7 The actual participation started after the baseline survey. 
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The theory of change underlying the implementation of the PE package was that, if the 
contents and time of delivery of the package were appropriate and of their choices, the 
attendance of caregivers or parents would be high, and this would positively influence their 
knowledge, attitude, skills and behaviour towards child development. It was expected that PE 
would help increase the physical, mental, emotional, social and language development of 
children and reduce maternal mortality, child mortality, infectious diseases, malnutrition and 
even accidents in the long run. 

In the above context, a baseline was conducted to assess the effects of the PE programme. 
After the completion of the programme, an endline study was also undertaken. This chapter 
discusses the delivery processes, including selection of topics or lessons, participation of 
caregivers in the programme, and challenges as experienced by the programme facilitators and 
the participants during the endline study.  

3.1 Method Used in the Delivery of Lessons 

Each session began with welcome, review of previous session, problem analysis, message and 
commitment (Seto Gurans, 2017). 

Delivery of lessons from the PE package included both lecture and practical methods, as 
informed by the facilitators and participants. Books, toys, pictures, posters and puppets were 
also used to explain the topics. Almost all facilitators said that they used dancing, singing, 
storytelling and acting methods as well. One facilitator said that she also used video and group 
work. However, in one of the FGDs, female participants said that the delivery of the PE package 
was mostly one-way. They added, "Facilitator lectured from the front and participants listened. 
Limited discussion was held intermittently and few posters were shown." However, participants 
of other five FGDs said that they found the non-lecture methods useful and they got 
opportunity to gain knowledge about many areas.  

Almost all the FGD participants said that they enjoyed the programme. Some said that they got 
opportunity to view and understand new pictures. Participants from Mahottari also added, "we 
got to learn new things and in our own language". 

3.2 Topics Selected 

Topics, namely knowledge and importance of ECD, basic rights of all children, father's 
responsibility in childhood development, and brain development in early childhood, were 
mandatory. The participants selected 16 topics from the rest of topics. 

All topics were selected. But they differed in percentage by district. Topics that were most 
selected were physical development, importance of golden 1000 days and social development 
(Table 3.1). 
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Table 3.1: Participation in PE sessions (%) 

SN 
Subjects Mugu Achham Mahottari 

 
1 Introduction to early childhood development and its importance 72.3 82.7 86.0 

 2 Fundamental rights of children 72.2 77.3 73.4 

 3 Care of mother and child during pregnancy 55.5 47.9 46.7 

 4 Care of mother and newborn child 53.6 39.5 61.8 

 5 Brain development in early childhood 66.3 71.3 66.9 

 6 Importance of golden 100 days 66.8 58.4 53.5 

 7 Role of father in early childhood development 65.7 68.8 64.7 

 8 Physical development 68.4 68.5 58.8 

 9 Cognitive development 49.5 58.0 53.3 

 10 Emotional development 50.2 38.4 52.6 

 11 Social development 65.6 45.4 56.1 

 12 Language development among children 64.9 39.1 49.2 

 13 Stages, characteristics and behaviour in early childhood 31.9 19.6 21.1 

 14 Identification of disability in time 65.2 56.1 54.7 

 15 Play and activities for children from birth up to 1 year 37.9 30.4 31.4 

 16 Play and activities for children from 2 to 3 years 44.4 43.5 38.3 

 17 Homemade nutritious food for children 63.5 60.8 46.6 

 18 Importance and methods of breastfeeding 47.0 39.6 45.6 

 19 Quantity and frequency of meals for children 6 months to 2 years 
old 

21.1 24.0 24.7 

 
20 Importance of healthy water 49.0 39.4 44.9 

 21 Personal and environmental hygiene 47.5 56.9 35.2 

 22 Protection of children from HIV infection and participation 9.2 16.7 19.3 

 23 Safety and protection of children from accidents 42.8 35.2 41.4 

 24 Behaviour of child and role of guardians 24.0 52.1 23.7 

 25 Inclusive participation of all children 26.2 34.6 27.3 

 26 Protection of children from violence, misbehaviour and punishment 20.1 33.8 15.2 

 
27 Child safety and learning during disasters 27.7 19.5 13.3 

 28 Child-centred learning, activities, child songs, music and dance 16.6 29.7 17.1 

 
29 Play and other activities with children 4 to five years old 17.9 26.3 12.8 

 30 Early literacy and math for children 11.7 3.2 6.1 

 31 Local learning materials use of toys 36.7 47.9 13.3 

 32 Early childhood centres and pre-primary class 27.7 42.1 13.1 

 33 Child development programme and role of partner institutions 18.5 33.7 1.3 

 

Source: Seto Gurans, 2017. Subjects in bold were mandatory. 

The participants and facilitators said that the above topics were selected because they were 
important to the communities and children. Most of the participants were parents; so, it was 
important to learn about the areas beneficial for children and also those that parents were not 
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aware of. Many added that they did not have time to learn all the topics so that they had to 
select the ones that they found most relevant to their context. Participants from Mahottari said 
that they selected such topics that they had limited knowledge about. 

3.3 Method Used in Selecting the Topics 

Two types of practices were reported regarding the topic selection process. In all FGDs (6), as 
reported by the participants, the facilitators first informed the participants about each topic 
and its importance. In some cases, this was followed by discussion among the facilitators and 
parents/caregivers. In this discussion, topics were selected and decided. The participants and 
facilitators indicated that the major criteria used to select the topics included interest and 
needs of the community and parents/caregivers' knowledge about the topics. In another case, 
the facilitators read aloud the topics and the participants agreed, and no discussions were held. 
All three facilitators from Achham who were interviewed reported that they did not use the 
participatory approach for selection of topics. They said that the ECD facilitators and the district 
chapter representatives of Seto Gurans suggested the topics. Nevertheless, time and venue 
were fixed as per the participants' convenience, as in other centres. One of the facilitators from 
Achham who was interviewed said that since the participants did not say anything, they had to 
decide the topics. Other two also indicated that the participants were not enthusiastic, and it 
was difficult to set the time either. One of them said that one hour was requested to run the PE 
classes at the meetings of cooperatives, mothers' groups and other organizations. They did not 
agree to come at other time, she added. Therefore, for these two facilitators 'the participatory 
process was not important'.  

3.4Topics not Selected 

The data provided by Seto Gurans, which are presented in Table 3.1, show that the topics that 
were less selected were early literacy and maths, protection of children from HIV infection, 
participation, and play and other activities with children 4 to 5 years old. 

Most participants and facilitators could not recall which topics they had dropped. However, 
according to the facilitators, participants had not selected those they were knowledgeable 
about. It was likely that they did not select those that were already conveyed to them through 
other sources. What one of the facilitators said in relation to the usefulness of the PE 
programme justifies this observation. She said, "It was useful to some extent because many 
things that we were going to tell them have been conveyed to them by health volunteers in 
home visits." They also dropped those they did not find important. Nevertheless, a facilitator 
from Achham said that the participants selected 18 topics and dropped child rights, brain 
development in early years, children's language development, steps in childhood development, 
etc. According to a facilitator from Mahottari, the participants did not select ‘care of mother 
and child during pregnancy’, ‘care of mother and newborn children’, ‘stages, characteristics and 
behaviour in early childhood’, ‘identification of disability in time’, ‘homemade nutritious food 
for children’, ‘inclusive participation of all children’ and ‘child safety and learning during 
disasters’. They knew about these topics; therefore, they did not select them, she said. Women 
from Mahottari said that almost all topics were discussed, though they dropped some. 



16 
 

Likewise, men interviewed in Mugu said that they did not select ‘childhood diseases’, 
‘disability’, ‘HIV AIDS’ and ‘protection of children from accident and disasters’. 

3.5Attendance 

As reported by the facilitators, attendance of participants in the PE classes was very high. Data 
made available by Seto Gurans show that 74.1 per cent of the caregivers attended 11–20 
sessions (more than 50 per cent of total sessions). The percentage of such participants was the 
highest in Achham (Table 3.2). Average international practice of attendance in the parenting 
programme is 34 to 50 per cent of sessions (National Academics for Sciences, Engineering and 
Medicine. 2016, cited in Breitenstein, et al., 2012;Coatsworth,et at., 2006; Scott, et al., 2010). 

Table 3.2: Break down of participants attending different sessions (%) 

S.N 
District 
 

Number of sessions attended 11-20 
sessions 

 3 to 5 6 to 10 11 to 15 16 to 20 
1 Mugu 7.1 15.7 23.5 53.7 77.2 

2 Achham 3.4 18.0 27.7 50.9 78.7 

3 Mahottari 3.6 26.4 42.3 27.8 70.0 

Total 4.5 20.9 32.6 42.1 74.1 

As admitted by the participants themselves, they could not be regular in the sessions due to 
household responsibilities and lack of leisure. Both facilitators and participants identified some 
other reasons behind irregularity of the participants. For example, the participants from 
Achham interviewed in FGDs cited the reasons behind their irregularity as, among others, 
‘absence of khaja (tiffin) and allowance’, ‘weak economic condition’ and ‘lack of awareness of 
the importance of parental education’. The participants from one FGD in Achham also added 
‘boring teaching-learning method’ as a reason for their irregularity. All FGDs from Mugu and 
Achham (four FGDs in total) identified ‘provision of tiffin and allowance’ as a potential 
motivating factor for the participants to be regular in such programmes. Facilitators who were 
interviewed from these districts also thought that had tiffin and some allowance been 
provided, attendance rate would have been higher. All of them reasoned that, because of 
poverty and food shortage, tiffin and allowance would motivate the participants to be regular.  

3.6 Male Participation 

Average participation of caregivers and parents was 32per session. Of the participants, 22 per 
cent were male. Male participants constituted 34.3 per cent in Mugu, 14.3 per cent in Achham 
and 12.6 per cent in Mahottari (Seto Gurans, 2017). 

Except in Mugu, male participation was significantly low in the PE classes because of several 
reasons. In Mugu, male participants were about half in number, as reported by the facilitators. 
In one of the communities visited, the attendance record showed as many as 16 of the 20 
participants to be male. The reason was that women were more involved in household chores; 
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therefore, not many women could attend, whereas men had more free time. But, in Mahottari 
and Achham, male participation was negligible, as reported by the facilitators. The reasons 
behind it were that about 22 per cent of the men were abroad for work at the time of the 
endline survey. Those who were around were busy with their occupations, and men were 
generally not interested in the topics to be delivered through the PE programme.  

3.7Challenges 

Generally, the facilitators enjoyed conducting the PE classes. They liked discussing various 
topics of common interest with parents. However, participants' irregularity was the major 
challenge that all of them faced. Such irregularity was mostly experienced during festivals and 
rice harvesting season. In Mugu, the participants were excited and enjoyed learning new things. 
They were also regular at the beginning, reported the facilitator. But after some time due to 
household responsibilities their attendance declined. The facilitator thought that tiffin and 
allowance would have increased their motivation and attendance though. In Mugu, since 
women were more involved in household obligations, the number of male participants was 
higher, the facilitator reported. In her opinion, men were not aware that women caregivers 
should be given importance in matters related to PE. Taking turns in attending the classes 
sometimes by mothers, sometimes by fathers and sometimes by mothers-in-law of the 
participating households and lack of enthusiasm among participants to attend the classes were 
significant challenges, most facilitators said. The facilitators felt that since not all attended all 
the lessons, all caregivers did not get to learn about all the topics that were selected. Among all, 
a facilitator from Achham found it more challenging to gather participants; therefore, she had 
to request their time while they were attending meetings of either cooperatives or mothers' 
groups or other groups. She added that absence of men in the family also affected women's 
attendance in the PE classes along with lack of tiffin and allowance.  

The situation was slightly different in Mahottari. According to the facilitators, at the beginning, 
the participants avoided them. They made excuses and also asked what they would get in 
return for attending the classes. A facilitator interviewed remembered visiting houses and 
attempting to convince caregivers about the importance of the programme. But after some 
time, when they began to learn about new and relevant topics, the participants' motivation 
increased and they began to actively participate in the classes, said the facilitator. After learning 
new useful things they began to have confidence in the programme, added the facilitator.  
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CHAPTER 4: CHANGES BROUGHT ABOUT BY PARENTAL EDUCATION 

 

Chapter 3 discussed the implementation approaches of the PE programme, including the 
challenges faced. This chapter focuses on the analysis of the changes contributed by PE in the 
KAP of caregivers. 

The analysis begins with changes in the situation of households, some of which provide context 
to changes in the practices of caregivers in the intervention communities. Then, the analysis 
focuses on describing the changes experienced by the caregivers in the intervention 
communities, while taking into consideration the changes that took place in their knowledge 
and attitude over time. 

An analysis of changes from the perspectives of inclusion was also done, and this was done by 
analysing how the changes were distributed across the subgroups of households and caregivers 
such as districts, urban areas, rural areas, Dalits and Brahmin/Kshatriyas, the latter caste group 
traditionally considered as constituting the power structure of society. Information collected 
from FGDs is used to explain why the changes are not as expected, and by doing so, the study 
has identified the barriers that lie on the way to positive practices. 

4.1 Changes at Household Level 

4.1.1 Background characteristics 

Between the baseline and endline surveys, some background characteristics of the households 
in the intervention communities underwent significant changes. The data show that there was 
statistically significant increase (2 per cent) in the proportions of households with low annual 
income, indicating that households’ ability to buy essential goods and services was slightly 
reduced. There was also statistically significant increase in the coverage of households by 
community development programmes, indicating that the households were potentially more 
affected by those programmes. However, as the data show, there was a slight decrease in 
illiteracy rate8 (Table 1). 

Table 4.1Households’ background characteristics (%) 

Indicator 
Baseline Endline Change P (change) Change in 

comparison 
area 

Low annual income ( up to Rs. 100,000) 57.2 59.2 2.0 * 1.0 

Illiteracy rate (0 grade) (caregivers’ 
illiteracy as a proxy) 

57.5 55.6 
-1.9 

NS -1.9 

Households reporting presence of 
community development programmes  

76.5 88.5 
12.0 

*** 9.1 

The study used two tailed z test for two population proportions in this and all subsequent analyses. +p<0.10, 

*p<0.05, **p<0.01, ***p<0.001.NS: Non-significant. 

                                                             
8 Illiteracy rate of caregivers was used as a proxy. 
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The data desegregated by geographic areas and caste groups show that while some background 
characteristics of households had significantly changed, some others had not (Table 4.2). 

Table 4.2 Geographic, urban–rural and caste/ethnic distribution of changes in household background 
characteristics (%) 
Indicator Mugu 

 
Achham Mahottari Rural 

 
Urban 
 

Dalit 
 

BKsh 
 

Low annual income (up to Rs 
100,000) 

-1.0 14.4** -4.6 -1.2 12.0 6.2 * 
2.1 

Illiteracy rate among caregivers -17.1 ** -0.7 13.2 ** -3.9 4.0 3.4 -8.3 * 

Households reporting presence 
of community development 
programmes 

3.9** 30.7*** -4.7 -8.2 31.2*** 15.6*** 

9.0* 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

The changes in background characteristics of households were considered to have taken 
independently of the PE programme as it did not touch on these issues. They, nevertheless, had 
potentials to explain changes in some of the practices of households and caregivers. 

4.1.2 Water and sanitation 

Consumption of pure water prevents a number of diseases such as diarrhoea, dysentery and 
typhoid. Purification of water was discussed at considerable length in the PE manual. However, 
contrary to one’s expectation, there was a significant decrease in the practice of purifying 
water. The dominant reason under lying this decrease was the perception of households that it 
was unnecessary to purify water (40 per cent at the time of the baseline survey and 89 per cent 
at the time of the endline survey). The other reason was the lack of knowledge of the need to 
purify water, which was found to have decreased after the implementation of the PE 
programme (7 per cent at the time of the baseline survey and 4 per cent at the time of the 
endline survey). In addition to the contribution made by PE, this decrease seemed partly due to 
significant increase in the coverage of piped water (16 percent),which was usually thought of as 
supplying pure water. There was also significant increase in the regularity of water (9 per 
cent)(Table 4.3). The results of logistic regressions also show that the higher the income, nearly 
8.5 times higher is the practice of purifying water. The practice of purifying water was nearly 
eight times higher in Mahottari than in other districts, indicating that the households there 
could afford more to purify water (Annex 2). 

But there was insignificant decrease in the use of latrine. This seemed largely because, as 
reported by the heads of households without latrine, they were still not used to using latrine 
(95 per cent). In the meantime, FGDs organized in Mahottari revealed that the use of latrine 
was still low since many people did not have money and land to construct latrine. Some did not 
construct latrines simply because they did not like to use it. As in Kapilvastu, the "long-standing 
belief that toilets should be far from home conflicted the modern notion of cleanliness" 
(UNICEF ROSA, 2009, p. 21) might have been the reason behind the reluctance in constructing 
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toilets in Mahottari. FGDs in Achham also revealed that even households that had toilet did not 
use them because of lack of water.  

The results of stepwise logistic regression show positive association between the prevalence 
rate of latrine and coverage of piped water (Annex 2). Since the endline study was done in the 
middle of summer, which was characterized by extreme drought, shortage of water could have 
possibly caused abandonment of some makeshift types of latrine. Additionally, this could also 
have been caused by the fact that relatively few caregivers from Mahottari participated in the 
topic on personal and environmental hygiene (Session 21). 

In Mahottari, 91 per cent of the households had annual income of more than Rs 100,000. The 
results of logistic regression show that the practice of keeping soap in latrine highly correlated 
with income. To elaborate, the higher the annual income, nearly 4.5 times higher is the odds of 
using soap in latrine. 

Table 4.3 Trend of changes in thewater and sanitation related practices (%) 

Indicator 
Baseline End line Change P 

(change) 
Change in 

comparison 
area 

HH purifies water 17.9 12.4 -5.5 *** 5.0 

HH has piped water 46.7 62.6 15.9 *** -5.8 

Water is regular 83.1 91.8 8.7 *** -3.1 

HH has latrine 85.6 84.6 -1.0 NS 0.0 

There is sufficient water in latrine 56.3 47.0 -9.3 * 1.2 

Latrine has soap 31.7 40.6 8.9 * 2.4 

HH has fixed place to wash hands 61.0 69.2 8.2 * 8.1 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

The trend of changes in household water and sanitation indicators are also shown in Table 
4.4.The proportion of households using latrine has decreased everywhere and among all caste 
groups, although most FGDs claimed to have increased the practice of using latrines and use of 
soap for hand washing. 

The endline data based on observation show that:79.2 per cent of the household shad a fixed 
place to wash hands, 60.5 per cent of such places had adequate water, 84.4 per cent of the 
household shad latrine, water was available in 48.5 per cent of latrine, and 45.9 per cent of the 
latrines were clean. 

A visual examination of the data presented below shows that there existed a moderate level of 
overlap among the water and sanitation-related household indicators. 
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Table 4.4 Geographic, urban–rural and caste/ethnic distribution of changes in the water and 
sanitation-related practices of households (%) 

Indicator Mugu 
 

Achham Mahottari Rural 
 

Urban 
 

Dalit 
 

BKsh 
 

HH purifies water 6.2* 2.3 5.3 * -6.4* -0.1 -6.5 -3.2 

HH has piped water 55.4 *** -3.8 -3.9 21.7 *** 1.0 13.8 * 23.3 *** 
Water is regular 3.1 16.9** 6.2 5.2* 17.5*** 13.6*** 5.9 

HH has latrine 0.7 -3.1 -0.8 1.4 -7.3 2.1 -0.5 

There is enough water 
in latrine 

6.5* 24.2*** -12.8** -5.2* 20.5** 14.6** 
-5.2 

Latrine has soap 19.9 *** -8.9 18.5* 11.3 ** 4.1 6.6 9.2 

HH has fixed place to 
wash hands 

21.5 *** 6.2 -3.1 14.6 *** -8.9 -4.9 
24.9 *** 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

4.1.3 Nutrition 

Good nutrition is essential for a balanced immune system; it makes children less vulnerable to a 
number of infectious diseases and promotes optimal growth of children. The intake of iodine is 
highly essential to prevent retarded mental growth, which causes reduced intellectual ability 
and impaired work performance in school and in later life (UNICEF and CBS, 2014). 

However, as the data show, the percentages of households caring about the adequacy of 
nutrition taken by children and the use of iodized salt in the households are statistically 
insignificant (Table 4.5).This holds good particularly in urban areas as the logistic regression 
shows that, in urban areas, the odds of households caring about the adequacy nutrition taken 
by children is about two times less than in rural areas (Annex 2). 

Table 4.5 Trend of nutrition related practices of households (%) 

Indicator 
Baseline End line Change P 

(change) 
Change in 

comparison 
area 

HHs care about the nutrition of children 80.1 82.8 2.7 NS 8.4 

HHs use iodized salt 96.3 98.2 1.9 NS -8.1 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

Desegregated data show that change in the proportion of households caring about the 
adequacy of nutrition taken by children significantly increased in Mahottari (12 per cent), but 
not in other districts. The households of Mahottari had also significantly increased the use of 
iodized salt (9 per cent), suggesting that they had reduced the use of non-iodized salt that were 
available across the Nepal–India border at a cheaper price (Table 4.6).At the time of the 
baseline survey, many FGD participants from Mugu and Achham informed that they used 
iodized salt because they were made available at subsidized rate by the government. This 
practice seems to have reduced possibly because there was shortage of iodized salt there. 
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Table 4.6 Geographic, urban–rural and caste/ethnic distribution of changes in nutrition related 
practices of households (%) 
Indicator Mugu 

 
Achham Mahottari Rural 

 
Urban 

 
Dalit 

 
BKsh 

 
HHs care about nutrition of 
children  

3.2 -7.4 12.2* 3.4 0.5 3.6 
1.6 

HH uses iodized salt -0.7 0.8 5.8* 1.7 2.6 2.8 1.7 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

4.1.4 Safety and protection 

Violence and discrimination inhibit positive relationship, contribute to low self-esteem, cause 
emotional distress and depression, and affect children’s learning abilities and school 
performance. In the endline study, six household-level safety and protection indicators were 
examined to assess the changes over time. The data show that there were no significant 
changes in the practice of discriminating children on the basis of their sex and the practice of 
beating them. There was a significant fall in the practices of insulting children and keeping 
children’s playing areas safe from possible sources of accidents, but a significant rise in the 
practice of scolding children (Table 4.7). 

Table 4.7 Trend of changes in the safety and protection related practices of households (%) 

Indicator 
Baseline End 

line 
Change P 

(change) 
Change in 

comparison 
area 

HHs discriminate boy and girl children 7.1 4.1 -3.0 NS 8.1* 

Children are beaten 62.2 64.8 2.6 NS -4.6 

Children are scolded 55.4 65.6 10.2 ** 5.5 

Children are insulted 14.9 5.9 -9.0 *** -8.3 

HHs take precautionary measures against 
disasters  

14.6 24.1 
9.5 

*** -6.1 

HHs keep children’s playing areas safe 
from possible sources of accidents 

66.4 57.7 
-8.7 

* -2.1 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

In one of the FGDs, women from Achham said that "minor hitting and battering are perceived 
as normal; thus, not significant improvement in it. "Men who participated in an FGD in Mugu 
also informed sometimes parents hit their children. One of the possible reasons behind 
increase and/or continuation of child battering in Mugu and Achham despite increase in 
knowledge and attitude could be that, due to the absence of a large number of male, mothers 
who were already overburdened lose patience and thus use physical punishment to make their 
children behave as they want them to behave. There are also additional plausible explanations 
to this. First, the time of the endline survey corresponded with the time of preparing land for 
cultivating summer crops, and this calls for tremendous labour input from family members. 
Children are likely to be beaten more at this time of the year because the parents, already in 
high stress, cannot give them adequate attention. They, therefore, throw their anger on 
children if children become demanding.  
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The results of logistic regressions show that the practice of making preparations against 
disasters and keeping the children’ playing areas safe from possible sources of accidents such as 
matches, kerosene, sharp knives and faulty electrical sockets are the function of income, which 
was high in Mahottari and where the odds are 12 and 25 times higher than in Mugu and 
Achham. Since houses in Mahottari are mostly thatched, it seems the preparedness is against 
house fire, which takes place mostly in summer. 

The desegregated trend of household safety and security is presented in Table 4.8. 

Table 4.8 Geographic, urban–rural and caste/ethnic distribution of changes in the safety and 
protection related practices of households (%) 
Indicator Mugu 

 
Achham Mahottari Rural 

 
Urban 
 

Dalit 
 

BKsh 
 

HHs discriminate boy and girl 
children 

1.0 -7.0 -2.3 0.4 -7.9* -2.2 -2.8 

Children are beaten 26.8*** 0 -19.1** -6.3 -6 9.5 0.2 

Children are scolded 31.8*** 20.3*** -25.3** -10.5* 9.7 16.1* 11.5* 

Children are insulted -1.6 -8.6 -17.0*** 9.0*** -8.5 -9.7** -7.1** 
HHs take precautionary 
measures against disasters 

2.7 0 26.1 *** -12.3 
*** 

2.6 12.1 ** 5.6 

Children’s’ playing areas are 
kept safe from possible 
sources of accidents 

-23.2*** -14.6* 11.5** 6.1 -14.8* -8.1 -12.6* 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

Although the above table shows improvement in precautionary measures against disasters, 
female FGD participants from Achham said," Although there is no preparedness for disasters, 
all are aware that children should be protected from natural disasters and accidents." Men 
from Mugu added, "Due to lack of appropriate materials for disaster preparation, community 
members are not prepared for disasters." 

4.1.5 Stimulation and learning 

Stimulation activities promote learning and school readiness. They also enhance physical 
development, mental development, cognitive development, emotional development, language 
development (UNICEF, NA) and provide opportunities to explore the world, express curiosity 
and solve problems (Grover, 2005). 

There were significant positive changes in the stimulation and learning situation. Almost all the 
indicators under this theme have gone uphill, as reflected in Table 4.9.  

Table 4.9 Trend of stimulation and learning (%) 
Indicator Baseline End line Change P 

(change) 
Change in 
comparison area 

HHs have toys made from local 
materials 

34.0 41.0 7.0 * 21.0* 

HHs have story books for children 9.0 15.6 6.6 ** 21.1*** 
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HHs have picture books for children 10.9 17.4 6.5 ** 7.9 

Heads of HH play with children 46.7 60.0 13.3 *** 25.8* 

Heads of HH tell story to children 28.6 51.8 23.2 *** 33.2* 

*p<0.05, **p<0.01,***p<0.001.NS: Non-significant. 

Most FGD participants from Mugu and Mahottari confirmed the positive change in stimulation 
and learning situation. However, both female and male FGD participants from Achham 
informed that some caregivers still thought that teaching children through pictures and 
activities such as storytelling and singing were school activities. In their observation some 
parents were still not convinced that children learnt through such different methods. Despite 
these exceptions, Table 4.10 shows that, in aggregate, changes are positive and statistically 
significant. 

Regarding fathers' involvement in childcare, including stimulation and learning, FGDs in Mugu 
and Achham repeatedly raised the issue of fathers' absence. Due to their absence, children and 
pregnant women or new mothers were not getting support from them as desired and expected 
by the PE programme. Generally participants of one FGD from Mahottari, where out of every 
ten participants one was male, observed that, in terms of stimulation and learning and father's 
involvement, there were changes more in well off and educated families than in poor and less 
educated families. 

The data desegregated by geographic areas and caste groups show that some stimulation 
indicators had significantly changed while some others had not. However, most of the 
indicators were significant in Mahottari and in rural areas (Table 4.10). 

Table 4.10 Geographic, urban–rural and caste/ethnic distribution of changes in household stimulation 
and learning (%) 
Indicator Mugu Achham Mahottari Rural Urban Dalit BKsh 

HHs have toys made from local 
materials 

2.9 -1.6 18.9** 8.3* 4.5 6.2 9.5* 

HHs have story books for 
children 

6.9** -2.4 15.1** 9.1*** 1.3 4.1 9.1** 

HHs have picture books for 
children 

9.0* -2.4 12.8* 9.0** 1.4 3.4 10.1** 

Heads of HH play with children -2.0 12.7* 29.6*** 15.2*** 9.7 20.7*** 7.9 

Heads of HH tell story to 
children 

1.1 12.0* 56.5*** 24.6*** 22.6*** 28.3*** 13.0** 

*p<0.05, **p<0.01, ***p<0.001.NS: Non-significant. 

4.2 Changes at the Caregiver Level 

4.2.1 Water and sanitation 

Washing hands with soap and water before eating meal, preparing meal, feeding children and 
after defecation is a very cost-effective method of preventing leading childhood killer disease 
like diarrhoea and pneumonia. 
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The evolution of most of the water and sanitation-related indicators such as children washing 
hands with soap and water before eating and after defecation and caregivers washing hands 
before feeding children was in a positive direction and more in response to knowledge than 
attitude (Table 4.11).Logistic regression confirms that the higher the knowledge that a child 
should wash hands with soap and water before eating food and after defecation, nearly 7 times 
and 4 times higher respectively are the odds of doing so. The regressions further confirm that 
the higher the knowledge that caregivers should wash hands before preparing food and feeding 
children, nearly 9 and 15 times higher respectively are the odds of doing so. 

Table 4.11 Trend and correlates of water and sanitation indicators (%) 
Indicator Knowledge Attitude Practice Change in 

practice 
in comp. 
area 

BL EL Change BL EL Change BL EL Change 

Children washing hands 
with SW after defecation 

84.9 92.6 8.1*** 96.9 97.4 0.5 44.4 73.1 28.7*** 25.3** 

Children washing hands 
with SW before eating  

72.2 84.4 12.2 *** 97.0 96.4 -.6 22.8 37.4 14.6*** 2.7 

Caregivers washing 
hands with soap and 
water before preparing 
food 

62.8 93.5 30.7*** 92.6 94.9 2.2 27.1 27.2 0.1 1.6 

Caregiver washing hands 
with SW before feeding 
children  

62.3 83.3 21.0*** 92.8 95.1 2.3 27.6 36.2 8.6* 0.6 

*p<0.05, **p<0.01, ***p<0.001 

Table 4.12 shows the desegregated data of water and sanitation indicators. Of the three 
indicators examined, the practice of washing hands after defecation was more common than 
before doing other activities across the subgroups of caregivers. 

Table 4.12 Geographic, urban–rural and caste/ethnic distribution of changes in water and sanitation 
situation (%) 
Indicators Dimension Mugu 

 
Achham 
 

Mahottari 
 

Rural 
 

Urban 
 

Dalit 
 

BKsh 
 

Children washing hands 
with SW after defecation  

K 0.0 19.2*** 3.9 8.0** 6.9 11.0** 7.3** 

A 1.5 0.0 0.0 1.1 -1.2 0.6 0.0 

P 37.8 
*** 

8.1 41.9 *** 29.8 
*** 

25.3 
*** 

36.3 
*** 

22.4 
*** 

Children washing hands 
with SW before eating food  

K 0.0 22.3*** 11.8** 11.5**
* 

19.1** -1.9 11.6*
* 

A 1.5 -.8 -1.5 0.9 -4.0 0.1 -0.6 

P 30.0 
*** 

-2.3 16.2 ** 17.2 
*** 

7.3 24.6 
*** 7.8 

Caregivers washing hands 
with soap and water before 
preparing food 

K 0.0 36.9*** 25.3*** 15.4**
* 

34.8**
* 

25.3**
* 

22.0*
** 

A 1.5 0.0 3.1 1.9 2.9 2.6 3.6 

P -
15.6* 

-0.8 -17.1*** -3.8 9.2 2.0 
1.0 
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Caregiver washing hands 
with SW before feeding 
children  

K 0.0 37.0*** 26.1*** 15.5**
* 

34.9**
* 

26.3**
* 

21.5*
** 

A 1.5 0.0 3.1 1.9 2.9 2.6 3.6 

P 8.2 1.3 10.9 ** 7.2 11.1 8.5 11.3 * 

*p<0.05, **p<0.01,***p<0.001 

FGDs have revealed that the practice of washing hands with soap was not still optimum since 
people used ash and soil instead of soap. The reasons behind this practice were partly lack of 
soap and partly the perception that ash or mud was equally good for washing hands, which still 
existed among some community members. Ash is the best option when soap is not easily 
available, and people lack money in rural areas, where poverty prevails more than in urban 
areas. Moreover, it is believed that ash has disinfectant quality in it. This is not completely 
untrue. Thus, ash is still sprinkled in plants to chase away insects. Therefore, changing a long-
standing belief like this requires bridging new knowledge with the local knowledge. On the 
other hand, where there is shortage of water people may find ash a better option to soap. 

FGD participants from Mugu and Achham also mentioned that water sources were far away. 
Particularly for pregnant women it was difficult to fetch water from far in the absence of men 
at home. 

There were also other factors that determined sanitary practices. They included factors like 
income, education and regularity in the supply of water, indicating that if income is low, 
education is low and if there is no regularity in the supply of water, hand washing practices are 
adversely affected(Annex 2).  

4.2.2Health 

Antenatal and postnatal care 

Consumption of nutritious meal during pregnancy enhances healthy foetal growth and the 
delivery of healthy children. Antenatal visit enhances the identification of problems that make 
pregnancy and delivery complicated and, thus, allows for timely adoption of corrective 
measures. Likewise, protection of mothers from malaria during pregnancy enhances balanced 
foetal growth of children; consumption of iodine by pregnant mother prevents the risk of still 
birth and miscarriage; consumption of iron folic tablets and de-worming medicines by pregnant 
women helps to prevent anaemia; and consumption of Vitamin A by postpartum mothers 
enhances the proper functioning of their immune system. 

The study examined nine indicators to assess the changes in the practice of taking antenatal 
and postnatal care. It has been found that some of them had changed significantly in response 
to knowledge. Some others had not changed much because they were already high from the 
beginning (Table 4.13).The results of logistic regression show that the higher the knowledge 
that one should make at least four antenatal visits and that one should take TT injection during 
pregnancy, nearly 5 and 7 times higher respectively are the odds of doing so. Furthermore, the 
higher the knowledge that one should deliver babies in health institution and the higher the 
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attitude that one should make postpartum visit, nearly 4.5 and 3.5times higher respectively are 
the odds of doing so (Annex 2). 

Table 4.13Trend and correlates of caregivers’ antenatal and postnatal care indicators (%) 

Indicator 
Knowledge Attitude Practice 

Change 
in 

practice 
in comp. 

area 

BL EL Change BL EL Change BL EL Change  

Making four antenatal 
visits during pregnancy 

91.1 93.5 2.4 97.1 98.9 1.8 88.9 87.4 -1.5 -3.5 

Taking TT injection during 
pregnancy 

91.1 95.6 4.5*** 97.1 98.4 1.3 93.0 93.6 0.6 9.5* 

Using de-worming 
medicine during 
pregnancy 

90.2 94.8 4.6* 96.9 97.7 .8 91.6 94.4 2.8 3.5 

Using mosquito net 
during pregnancy 

19.2 32.8 12.8 
*** 

76.9 86.1 9.2*** 10.8 15.9 5.1* 3.5 

Using iron folic acid 
during and after 
pregnancy 

94.9 97.9 3.0* 100.0 100.0 0.0 94.6 97.2 2.6 + 2.2 

Using iodized salt 96.7 97.9 1.2 98.5 99.7 1.2 97.6 97.7 .1 2.1 

Delivering babies in a 
health centre 

88.4 88.7 0.3 95.8 91.7 -4.1* 62.9 66.9 4.0 5.4 

Making postpartum visit 
to the health centre 

81.8 89.7 8.6** 93.8 94.1 0.3 69.1 84.6 15.5*** 18.3** 

Mothers taking Vitamin A 
postpartum 

- - - - - - 82.9 88.5 5.6*** 8.8 

+p<0.10, *p<0.05, **p<0.01,***p<0.001. 

However, desegregated data show that the practice of making four antenatal visits had 
increased significantly in Achham (16 per cent), perhaps, in response to increased knowledge 
about its need. The same relationship holds good in Achham in relation to the use of TT 
injection, mothers taking de-worming medicine and delivering babies in health institutions. A 
similar knowledge and practice relationship is found in rural areas and among Dalit women 
when it comes to the use of mosquito nets. On other indicators, the changes in knowledge, 
attitude and practice are mismatched (Table 4.14). 

The continuous flow of message about the antenatal and postnatal care, including institutional 
delivery, nutritious flour in the case of Achham and Mugu, and the monetary incentive through 
the health sector mechanism can also be attributed to the increase institutional delivery and 
visits to health facilities for regular check-up. However, due to the absence of helping hand in 
the household and distance to health facilities, perceived high cost and lack of transportation 
facilities, women cannot adhere to the required antenatal and postnatal care, though they 
know the importance, as revealed in the FGDs. 
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Table 4.14Geographic, urban–rural and caste/ethnic distribution of changes in antenatal and 
postnatal care (%) 
Indicators Dimension Mugu 

 
Achham 
 

Mahottari 
 

Rural 
 

Urban Dalit BKsh 
 

Making four antenatal visits K 0.8 8.5** -1.6 3.7*** -0.3 5.2 2.1 

A 3.1 2.3 0.0 1.8 1.7 2.6 1.0 
P -9.0** 16.3*** -11.8* 0.8 -6.8 -1.7 2.5 

Taking TT injection K 0.0 10.0*** 3.9 5.9** 1.7 10.3** 3.1 

A 3.1 2.3 0.8 1.5 3.3 0.0 1.3 

P -3.0 7.8* -3.3 1.4 -1.1 2.7 0.3 

Mothers taking de-worming 
medicines 

K 0.0 13.1*** 0.8 4.9 4.3 11.6*** 3.2 

A 3.9 2.3 16.2*** 2.6 1.7 2.6 1.6 

P -0.7 7.9* 0.9 4.6* -2.0 2.8 3.8 

Mothers using mosquito net 
during pregnancy 

K 15.5*** -12.3* 37.6*** 16.1*** 8.3 23.0*** 3.9 

A 53.8*** -3.1 -24.2*** 14.0*** 2.5 6.5 -1.0 

P 3.0 -0.1 11.4 * 6.9 ** 1.7 7.1 * 2.2 

Taking iron tablets during 
and after pregnancy  

K 0.0 3.9 5.4 2.6 4.5 7.1** 0.0 

A 0.8 0.8 -1.5 -0.3 0.9 1.9 2.1 

P -0.7 5.5* 3.2 4.0 -1.1 3.8 2.2 

Using iodized salt during 
pregnancy 

K 0.0 3.9 5.4 2.6 4.5 7.1** 0.0 

A 2.3 0.8 0.7 37.7*** 0.9 1.9 0.5 

P 0.8 3.1 -3.7 0.2 0.0 0.2 1.7 

Delivering babies in health 
institutions 

K 0.8 6.9* -6.9 1.6 3.3 0.7 1.1 

A 4.6* 1.5 -18.5*** -3.4 -5.8* -2.6 -2.6 

P 8.1 15.7** -12.2* 3.4 8.1 -2.7 -6.9** 
Mothers making postpartum 
visit to health centre 

K 4.6 6.2* 13.1* 8.6*** 6.7 12.9** 4.7 

A 5.4* 0.8 -5.4 -0.5 2.5 1.9 1.1 

P 50.4*** 3.3 -7.6 23.6*** -4.1 8.7* 24.0**
* 

Mothers taking Vitamin A 
postpartum 

P 10.4*** 3.9 3.7 6.9* 2.6 4.2 
6.7** 

*p<0.05, **p<0.01,***p<0.001. 
 
Immunization of children 

Children are immunized to protect them from a number of infectious diseases. Of the four 
types of immunization examined (i.e. BCG, DPT, measles and polio), significant change was 
observed only in the practice of providing vaccination to children against measles (9 per cent), 
and this change seems due to significant change in the attitude of caregivers. On the other 
types of immunization, both knowledge and attitude were very high even at the time of the 
baseline survey and, therefore, they are unable to explain any further changes in the practice of 
immunizing children (Table 4.15). 

But as exceptions, the results of logistic regression show that the higher the knowledge that 
children should be provided with vaccines against DPT, 18 times higher is the practice of doing 
so; the higher the knowledge that children should be provided with vaccination against 
measles, 11 times higher is the practice of doing so; and the higher the knowledge that children 
should be provided with polio vaccines, 9 times higher is the practice of doing. 
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Table 4.15Trend and correlates of children’s immunization indicators (%) 

Indicator 
Knowledge Attitude Practice 

Change in 
practice in 
comp. area 

BL EL Cha
nge 

BL EL Chan
ge 

BL EL Chan
ge 

 

Children receiving BCG 
vaccination 

94.3 96.1 1.8 98.2 99.2 1.0 98.3 98.2 -0.1 -2.0 

Children receiving three 
doses of DPT 

94.1 94.9 
0.8 

97.7 99.2 
1.5 

97.5 97.7 0.2 2.1 

Children receiving a dose 
of measles 

93.6 93.6 
0.0 

97.7 99.7 
2.0* 

88.4 97.4 8.9**
* 

5.3 

Children receiving polio 
drops 

91.3 93.8 
2.5 

97.9 99.4 
1.5 

94.7 96.9 2.2 7.4* 

*p<0.05, **p<0.01,***p<0.001. 

Even when data are desegregated, a clear relationship does not exist between knowledge, 
attitude and practice except for measles and polio vaccination, where the relationship 
between knowledge and practice is clear only in the case of Dalit caregivers (Table 4.16). 

Table 4.16Geographic, urban–rural and caste/ethnic distribution of changes in immunization of 
children (%) 
Indicators Dimension Mugu Achham Mahottari Rural Urban Dalit BKsh 

Providing children with 
BCG 

K 1.5 4.6 -0.7 0.5 5.3 9.7*** -1..0 

A 2.5 0.8 0.7 0.3 2.8 1.2 0.0 

P 0.0 1.6 -2.1 -1.3 2.8 -0.4 -1.0 

Providing children with 
DPT 

K 0.0 7.7** -5.5 -2.4 8.9 8.4** -3.1 

A 2.3 0.8 1.5 0.7 3.6 2.6 -0.5 

P 0.8 1.5 -1.8 -0.9 2.8 3.1 0.1 

Children receiving a 
dose of measles 

K 0.8 3.8 1.4 0.9 5.3 9.0** -0.5 

A 2.3 0.8 3.1 1.8 20.7*** 2.6 1.0 

P 11.2 
*** 

2.4 14.7 *** 10.4 
*** 

5.6 12.0 
*** 4.5 * 

Providing children with 
polio drops 

K 3.8 2.3 1.6 1.6 5.4 9.7** -1.0 

A 2.3 0.8 1.5 1.1 2.8 2.6 0.5 

P 8.8** -3.1 1.1 3.5 -1.1 5.3* 1.3 

*p<0.05, **p<0.01,***p<0.001. 
Other healthcare practices relating to children 

Besides immunization, the study examined some other child health-related indicators to assess 
changes over time. These indicators relate to making provision for de-worming medicine, 
encouraging children to maintain good personal hygiene, children having daily hygiene habits 
and children having daily hygiene habits on their own. As the data show, the practices of 
providing de-worming medicines and encouraging children had significantly changed, and such 
changes seems to be in response to significant changes in knowledge. There was insignificant 
decline in the practice of children having daily hygiene habits, but a significant decline in the 
proportions of children using daily hygiene habits on their own (Table 4.17). The results of 
logistic regression show that the higher the knowledge that a child should be encouraged to 
maintain personal hygiene, nearly 4 times higher is the practice of doing so. 
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In the meantime, trends in the incidence of diarrhoea and fever were examined, and it was 
found that they had significantly reduced over time. Such changes seem to be due to the 
changes in the coverage of piped water, increased use of soap in latrine and increased practice 
of hand washing, as discussed earlier. 

Table 4.17Trend and correlates of children’s other health care indicators (%) 

Indicator 
Knowledge Attitude Practice 

Change in 
practice in 
comp. area 

BL EL Chang
e 

BL EL Cha
nge 

BL EL 
Change 

 

Children receiving de-
worming medicines 

87.6 93.5 
5.9** 

97.9 98.5 
0.6 

90.5 96.7 6.2*** 9.5** 

Children experiencing 
diarrhoea in the last one 
month 

      12.2 5.4 -6.8*** -6.4 

Children experiencing 
fever in the last one month 

      27.7 4.9 -22.8*** -19.1*** 

Encouraging children to 
maintain good personal 
hygiene 

86.9 95.4 8.5*** 96.4 93.1 3.3* 69.9 88.5 18.6*** 22.3*** 

Children having daily 
hygiene habits 

      25.7 24.3 -1.4 -14.9** 

Children using daily 
hygienic habits on their 
own 

      41.0 27.3 -13.7* - 

*p<0.05, **p<0.01,***p<0.001. 

Note: The study did not do any analysis of changes in incidence of ARI, treatment of illnesses by health 
professionals, use of fluid and use of JeebanJal and zinc tablets during diarrhoea because the incidence rates were 
low. 

 

FGDs done in Mugu revealed that when children become sick, they are first taken to faith-

healers most of the time. They are then taken to health professionals if faith-healers are not 

able to cure the illness. The FGDs also revealed that sometimes these two different health care 

systems are used interchangeably in case the children’s health problems are not totally cured 

by one system. 

The data desegregated by the subgroups of caregivers show that positive changes in the other 
practices on child health are not distributed uniformly across all subgroups of caregivers (Table 
4.18). 

Table 4.18Geographic, urban–rural and caste/ethnic distribution of changes in other child health 
situation (%) 
Indicators Dimension Mugu 

 
Achham 
 

Mahottari 
 

Rural 
 

Urban 
 

Dalit 
 

BKsh 
 

Children receiving de-worming 
medicines 

K 0.8 11.5*** 5.4 6.0 6.1 16.8 0.9 

A 2.3 0.8 -1.5 0.1 1.9 2.5 -1.5 
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P 6.4* 0.1 12.9** 8.4 0.9 10.0*** 3.4 

Encouraging children to 
maintain good personal 
hygiene 

K 2.3 17.7*** 5.3 5.9* 15.1*** 12.4*** 7.3** 

A 6.2** 0.8 -1.5 3.0* -2.0 2.6 2.7 

P 22.5*** 24.1*** 9.7 20.9*
** 

12.7* 24.9** 15.3**
* 

Children having daily hygiene 
habits 

P 13.7* -15.8 -19.1** 21.6 -
22.0*** 

2.6 
-2.4 

Children using daily hygiene 
habits on his/her own 

P -19.4  31.4 12.3 -5.1* 5.6 -33.2* 
-8.9 

*p<0.05, **p<0.01,***p<0.001. 

4.2.3Nutrition 

According to UNICEF and CBS (2014), 30 per cent of children under age 5 were severely to 
moderately underweight, 37 per cent were moderately to severely stunted and 11 per cent 
were moderately to severely wasted. The major cause of these problems was malnutrition. 

Proper feeding can promote optimal growth and development of children. Breastfeeding in the 
first few years of life protects children from infections, provides ideal source of nutrition, and is 
economical and safe. UNICEF and World Health Organization recommend that infants be 
breastfed within an hour of birth and exclusively breastfed for six months and continued to be 
breastfed for up to 2 years of age and beyond. Then children should be fed solid, semi-solid and 
soft food (UNICEF and CBS citing WHO, 2003). 

Vitamin A boosts up the immune system of children. But the practice of providing Vitamin A to 
children has not significantly improved, despite significant increase in knowledge largely 
because attitude towards it has not significantly improved. This could also have been due to 
disruption in the delivery of health services because of political unrest in Mahottari. The results 
of logistic regression show that the higher the knowledge that children should be provided with 
Vitamin A, nearly 9 times higher is the practice of doing so. 

The practice of feeding the first milk to newborn babies within an hour of birth has not 
significantly increased despite significant increase in knowledge according to FGDs. In 
Mahottari, for example, there is a deep-seated belief that the supply of mother’s milk is not 
adequate in the first few days. Accordingly, children are fed other women’s milk. Children are, 
therefore, deprived of the opportunity to be fed the first milk. To encourage the practice of 
feeding children the first milk, change in attitude seems very important. The results of logistic 
regression also show that the higher the attitude that newborn babies should be fed the first 
milk, nearly 5.5 times higher is the practice of doing so. 

The FGDs also revealed that, since mothers work outdoor for long, some of them are not able 
to breastfeed children exclusively for six months despite increased knowledge of exclusive 
breastfeeding. Similarly, there was significant fall in the practice of eating nutritious meal three 
times during pregnancy despite significant increase in knowledge. FGDs also revealed that some 
women still consumed poor meal because of poor agricultural production due to drought or 
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chill, poor agricultural land, limited production of poultry and dairy products, and limited 
affordability to buy nutritious food. 

Regarding the need to consume balanced diet by children, there were no significant changes 
either in knowledge or in attitude. The data show that, while there were significant changes in 
the consumption of some food, there were no such changes in the consumption of some other 
food (Table 4.19). 

Since there were very few children 0–23 months old (22childrenin the endline survey) and since 
questions were not asked about meal frequency, further analysis on dietary diversity was not 
possible. 

Table 4.19Trend and correlates of nutrition related indicators (%) 

Indicator 
Knowledge Attitude Practice 

Change in 
practice in 

comp. 
area 

BL EL 
Change 

BL EL Chang
e 

BL EL 
Change 

 

Children receiving Vitamin 
A 

88.5 93.1 
4.6* 

97.7 97.1 
-0.6 

93.5 94.9 1.4 4.3 

Feeding colostrum(first 
milk) to the baby 

79.7 89.2 
9.5*** 

91.7 93.6 
1.9 

89.7 86.9 -2.8 5.6 

Eating nutritious food 
three times daily during 
pregnancy 

94.9 97.9 16.4*** 96.9 96.4 -0.5 70.7 51.0 -
19.7*** 

-10.0 

Eating a well balanced diet 
by children 

89.7 91.8 2.1 96.4 97.7 1.3     

Consumption of 
milk/yogurt 

      61.8 55.2 -6.6+ -5.1 

Consumption of 
commercial baby food 

      11.2 17.2 6.0* -4.6 

Consumption of roti/bread 
etc 

      95.1 94.8 -0.3 10.8* 

Consumption of 
dal/lentil/bean 

      83.9 83.7 -.2 10.2 

Consumption of 
pumpkin/carrot/sweet 
potato  

      11.8 21.1 9.3*** -3.7 

Consumption of potato, 
yam, taro 

      60.6 69.6 9.0* 36.6*** 

Consumption of dark 
green leafy vegetables 

      36.5 56.0 19.5*** 25.6*** 

Consumption of mango, 
papaya, apricot 

      5.1 11.6 6.5** 0.5 

Consumption of other fruit 
or veg. 

      30.1 40.5 10.4** 14.7* 

Consumption of organ 
meat 

      6.0 9.3 3.3 1.2 

Consumption of other       9.7 14.2 4.4 -0.3 
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meat 

Consumption of egg       5.7 13.9 8.2*** 6.9 

Consumption of fish/shell 
fish 

      6.6 11.1 4.5* 3.9 

Consumption of 
cheese/paneer 

      4.2 17.5 13.3*** -12.2* 

+p<0.10, p<0.10, *p<0.05, **p<0.01,***p<0.001. 

The desegregated trend of nutrition-related indicators is presented in Table 4.20.  
 
Table 4.20Geographic, urban–rural and caste/ethnic distribution of changes in nutrition (%) 
Indicators Dimension Mugu 

 
Achham 
 

Mahottari 
 

Rural 
 

Urban 
 

Dalit 
 

BKsh 
 

Child receiving Vitamin A K 0.8 9.2** 3.9 1.5 5.2 13.0*** 0.9 
A 1.5 0.0 3.1 1.1 1.9 2.0 -0.1 

P -0.7 2.4 4.8 1.3 1.7 1.2 0.9 

Feeding first 
milk/colostrum 

K 1.6 2.3 24.6*** 6.8* 17.0*** 19.3*** 2.7 

A 3.9 1.6 0.0 -0.8 8.9** 5.8 18.4**
* 

P -3.0 -2.3 -1.5 -5.1 3.5 -6.0 0.7 

Mothers consuming three 
meals 

K 2.4 26.9*** 20.0*** 15.3*** 19.5*** 24.6*** 14.7**
* 

A 1.6 1.6 -4.6 -1.9 3.6 2.0 -0.5 

P -
34.4*** 

-19.5*** -6.7* -
22.1*** 

-13.4* -
19.0*** 

-
17.5**

* 
Eating a well-balanced diet K 0.0 4.6 -14.4*** 2.8 0.7 11.6** -1.5 

A 5.4** 0.8 -2.3 1.4 0.8 3.3 1.1 

Consuming milk/yogurt P -14.8* 9.7 3.6 -8.4 1.9 -11.7* -4.0 

Consuming commercial 
baby food 

P -0.1 14.7*** 3.5 4.5 11.7 6.1 
3.5 

Consuming 
bread/roti/rice/noodle etc 

P 0.1 1.2 1.7 0.4 0.0 2.8 
-1.0 

Consuming lentil/beans 
etc 

P 1.5 1.5 -6.1 12.4*** 2.9 -2.7 24.1**
* 

Consuming potato, yam, 
taro etc 

P 20.6*** -4.7 9.0 10.1* 4.9 9.7 
9.9* 

Consuming 
pumpkin/carrot 

P 1.6 10.9* 15.6** 11.1*** 5.8 10.2** 
6.6 

Consuming dark green 
leafy vegetables 

P 55.9*** -2.2 -1.9 28.1 -2.6 14.6* 23.2**
* 

Consuming mango, 
papaya, apricot 

P - - 10.7* 7.3*** 4.8 - 
- 

Consuming other fruit or 
veg.  

P 0.9 36.9 *** 8.6 16.6 
*** 

20.4 
*** 

17.7 ** 21.1 
*** 

Consuming organ meat P - - 7.0 6.8** -5.8 4.4 0.8 

Consuming other meat P -2.5 7.0* 11.0* 5.6* 1.9 6.5* 4.5 

Consuming egg P - - 6.2 12.9*** 3.8 8.2 8.8** 

Consuming fresh or dried 
fish/shellfish 

P - - 9.5 4.7 8.7* 5.2 
2.9 
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Consuming fresh 
cheese/paneer 

P - - 21.0** 11.4*** 18.5*** 9.5*** 10.7**
* 

- Changes not shown because of small number of respondents 

*p<0.05, **p<0.01,***p<0.001. 

4.2.4Safety and protection of children 

Birth certificates ensure the identity of children and make them eligible to benefit from the 
programmes of state in the future. Enrolment in the ECD programme prepares them for future 
schooling by providing opportunities for their mental, emotional, cognitive, language and social 
development. 

With respect to the evolution of safety and protection indicators, the data show significant 
increase (Table 4.21) in the practice of registering birth due to increase in knowledge. In the 
meantime, the results of logistic regression show that the higher the knowledge that the birth 
of children should be registered, nearly 4 times higher is the practice of registering children’s 
birth. Increase in children's birth registration also seems to have been caused by the incentive 
the government provides. Male FGD participants from Achham particularly gave credit to the 
conditional child grant scheme of the government, implemented in Achham and Mugu and 
other districts, for increased birth registration. The data also show significant increase in the 
tradition of sending children to ECD centres because of significant increase in knowledge. 

According to caregiver data, there were increases in the culture of beating and scolding 
children, and according to some FGDs also, there was no decrease in the culture of beating and 
scolding children. The participants reported that they beat children (although lightly) if they did 
not obey or talked back. The high incidence of violence against children could have prevailed 
also due to the absence of any local-level organization that addressed this problem.  

Coincidently, the results of logistic regression also show that the less positive the attitude that 
children should not be beaten, nearly 1.4 times higher is the practice of beating children. 
Likewise, there sults of logistic regression show that the less positive the attitude about 
children should not be scolded, nearly 16 times higher is the practice of scolding children. Low 
participation (i.e. 20.1 per cent in Mugu, 33.8 per cent in Achham and 15.2 per cent in 
Mahottari, as mentioned in Chapter 3) in Session 26 (Protection of children from violence, 
misbehaviour and punishment) might have also caused increased violence against children. The 
results of logistic regression also show the importance of income, education and presence of 
community development programmes in explaining violent behaviour against children. 

Table 4.21Trend and correlates of children’s safety and protection indicators (%) 
Indicator Knowledge Attitude Practice Change in 

practice in 
comp. area 

BL EL Change BL EL Change BL EL Change  

Children possessing 
birth certificate 

86.9 94.9 8.0*** 97.4 98.7 1.3 83.1 94.6 11.5*** 15.0** 

Caregivers beating 81.1 94.1 12.3*** 90.5 91.5 1.0 59.9 65.9 6.0 -1.8 
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children 

Caregivers scolding 
children 

80.3 95.1 
14.8*** 

89.0 92.3 
3.3 

56.1 63.8 7.7* -0.9 

Caregivers Insulting 
children 

71.5 92.8 21.3*** 90.7 96.7 6.0* 16.5 8.2 -8.3*** -5.4 

Treating boys and girls 
equally 

92.3 99.0 6.7*** 96.9 98.9 2.0* 65.0 90.8 25.8*** 3.8 

*p<0.05, **p<0.01,***p<0.001 

Desegregated data show that the changes in the practices relating to the safety and security of 
children were mostly in response to the changes in knowledge. However, there was also some 
mismatch between the safety and protection-related KAP indicators (Table 4.22). 

Table 4.22Geographic, urban–rural and caste/ethnic distribution of changes in safety and protection 
situation (%) 
Indicators Dimension Mugu 

 
Achham 
 

Mahottari 
 

Rural 
 

Urban 
 

Dalit 
 

BKsh 
 

Children possessing 
birth certificate 

K 0.7 18.5*** 4.6 9.0** 8.1 14.9*** 6.9* 

A 0.0 3.1* 0.0 1.2 0.0 1.9 0.5 

P 0.9 21.7*** 17.6*** 13.1*** 13.9** 17.0** 8.8** 

Caregivers beating 
children 

K 2.3 23.8*** 10.8* 11.0*** 16.1*** 18.7*** 11.5**
* 

A 3.9 2.3 -3.1 -1.4 6.7 1.4 2.1 

P 23.6*** 13.2** -6.9 11.4** 6.8 22.0** 1.4 

Caregivers scolding 
children 

K 2.3 27.7*** 14.6*** 15.6*** 20.4*** 14.7*** 14.8**
* 

A 6.2** 2.3 1.6 4.4* 9.5*** 3.9 3.2 

P 25.1*** 12.4** 13.9* 11.1** 0.1 20.1*** -0.7 

Caregivers insulting 
children 

K 5.4 40.7*** 17.7** 17.4*** 31.3*** 25.9*** 21.5 
*** 

A 8.5*** 2.3 6.9 4.8* 8.9* 9.7** 4.7 

P -0.1 -5.3 -19.8 *** -5.6 * -14.7 ** -12.1 ** -5.6 

Treating boys and girls 
equally 

K -0.8 15.4*** 5.3 6.2*** 8.1 9.0*** 4.8* 

A 0.0 2.3 3.8 1.5 3.5 2.6 0.0 

P 32.1*** 8.6** 37.9*** 25.1*** 29.0*** 31.3*** 19.3**
* 

*p<0.05, **p<0.01,***p<0.001. 

4.2.5Stimulation and learning 

The results based on the examination of caregiver questionnaire show that there was 
significant increase in the trend of children attending ECD centres (30 per cent).The data 
collected from nine ECD centres also reveal that, after the implementation of PE, there was an 
increase in the regularity of children in aggregate, and this increase is highly significant (Table 
4.23) 

Table 4.23Trend in the regularity of children in the ECD centres (%) 
Indicator Baseline Endline Change Change in 

comparison area 

Regularity of children in ECD centres 57.9 69.3 11.4*** 8.0*** 
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*p<0.05, **p<0.01,***p<0.001 

There have also been significant increases in the trend of providing children with homemade 
toys (6 per cent), men talking to children before the children are put to bed (15 per cent) and 
men reading stories for children before they are put to bed (8 per cent). With respect to 
homemade toys, the results of logistic regression show that the higher the knowledge that 
children should be provided with toys made from local materials, about 5 times higher is the 
practice of providing them with such toys. The results also show that factors such as income, 
education and place of residence predict the caregiver’s practices on stimulation and learning.  

But there was significant decrease in the willingness of caregivers to spend additional time with 
children. Knowledge and attitude-related information was not collected on this. The baseline 
data show that caregivers spend 11.24 hours a day with the children on an average, and the 
endline data show that caregivers spend 12.38 hours a day with the children on average. Since 
the caregivers had already spent long hours with the children, it seems that they did not want 
to spend additional time with them (Table 4.24). The FGDs also revealed that caregivers, who 
were mostly mothers, were already overburdened with household chores and livelihood 
activities. They, therefore, could not spend quality time with their children.  

Furthermore, according to the FGDs, due to lack of time, toys, space and illiteracy, some 
women did not tell stories and sang songs to children and played with them. According to some 
FGDs, migration of men, increased daily work load of women, and accompanying physical and 
mental fatigue discouraged women from telling stories and singing songs to children and 
playing with children. According to some FGD participants from Mahottari, children got 
entertainment from TV and mobile phone. Therefore, spending time with them to sing songs or 
tell stories was not felt necessary. 

Still according to some FGDs, some male caregivers did not talk to children and read stories for 
them because of traditional way of thinking and lack of time despite increased knowledge. With 
respect to men talking to children before they were put to bed, logistic regression shows that 
the higher the knowledge that men should talk to children before they are put to bed, nearly 
2.5 times higher is the odds of doing so. 

Especially with regard to the men’s way of thinking, a study done by Seto Gurans (2012) has 
revealed: 

“Fathers believe that they do not have the skills and patience required for the effective care of 
child and feel weaker than mothers in establishing deeper level of attachment with the 
children. For these reasons, they suppose that their involvement do not make any meaning at 
the early care and development of their children. According to some fathers, their involvement 
in early development of their children is redundant and unproductive. According to some other 
fathers, childcare is a trivial and negligible part of family activity for which mothers are 
sufficient and, therefore, spending time by father in child care makes no sense” (P.4). 
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Table 4.24Trend and correlates of stimulation and learning indicators (%) 
Indicator Knowledge Attitude Practice Change 

in 
practice 
in comp. 

area 

BL EL 
Change 

BL EL Chang
e 

BL EL 
Change 

 

Children attending ECD 
centre 

72.6 94.3 21.7*** 70.8 98.5 27.7**
* 

62.1 92.8 30.6*** 32.3*** 

Providing children with 
homemade toys 

57.2 87.2 30.0*** 93.1 95.9 2.8 35.2 41.5 6.3 + 16.2** 

Encouraging children to 
learn new things 

- - - - - - 76.2 92.6 16.4*** 5.8 

Men talking with 
children before they are 
put to bed 

51.5 83.8 32.3*** 88.2 92.8 4.6* 34.4 49.0 14.6*** 21.4** 

Men reading story for 
children before they are 
put to bed 

43.8 80.8 37.0*** 85.9 93.0 7.1*** 18.2 25.9 7.7*** 4.8 

Caregivers willing to 
spend more time with 
children 

      36.3 21.5 -14.8*** -16.1** 

+ p<0.10, *p<0.05, **p<0.01,***p<0.001. 
Desegregated data on stimulation and learning are presented below (Table 4.25).  

 
Table 4.25Geographic, urban–rural and caste/ethnic distribution of changes in stimulation and 
learning (%) 
Indicators Dimension Mugu 

 
Achham 
 

Mahottari 
 

Rural 
 

Urban 
 

Dalit 
 

BKsh 
 

Children attending ECD 
centre 

K 0.0 17.7*** 47.7*** 21.0*** 23.2*** 33.0** 12.6*** 

A 1.5 6.1** 6.1 1.4 12.6*** 8.5** 3.2* 

P 36.1*** 18.0*** 39.3*** 33.3*** 24.0*** 34.1*** 24.6*** 

Caregivers keeping 
homemade toys for 
children 

K 7.7** 44.6*** 37.7** 31.5*** 27.6*** 34.9*** 31.5*** 

A 6.2** 2.3 0.0 3.3 1.5 2.6 4.2* 

P 3.5 -29.5*** 6.6 7.9 2.0 -12.1 -2.1 

Encouraging children to 
learn new things 

P 18.4*** 11.7** 19.9*** 17.4*** 13.7*** 19.1*** 
13.1*** 

Men talking with children 
before they are put to 
bed 

K 21.6*** 41.5*** 33.8*** 30.6*** 37.0*** 39.2*** 32.5*** 

A 3.1 3.1 7.7 2.0 11.3** 4.5 1.6 

P 57.1*** -8.0 -7.3 24.8*** -12 13.4* 21.1 
*** 

Men reading story for 
children before they are 
put to bed 

K 34.7*** 40.8*** 35.4*** 34.6*** 43.2*** 40.1*** 39.4*** 

A 3.1 3.1 15.4** 4.5 14.1** 9.8 1.6 

P 21.8 
*** 

-4.7 5.7 12.7 
*** 

-3.8 6.1 10.8 ** 

Caregivers willing to 
spend more time with 
children 

P -
22.1*** 

-4.2 12.4*** -
25.3*** 

12.4 -10.5* 
-

23.8*** 
p<0.10, *p<0.05, **p<0.01,***p<0.001. 
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Furthermore, there was some increase in the proportions of mothers telling stories, singing 
songs and playing with children. However, as has been found, caregivers spent more time with 
children in telling stories, singing songs and playing with them. The number of days children are 
left alone for more than an hour had also reduced (Table 4.26).But there was decrease in the 
proportions of fathers involved in these stimulation activities possibly because of reasons as 
found by Seto Gurans (2012)and described earlier. 

Table 4.26 Involvement of caregivers in stimulation activities and learning activities of children 
Indicator Person 

involved 
Baseline 
situation 

Endline 
situation 

Change C P in comp. 

Persons telling stories to children 
(%) 

Father  4.3 3.8 -0.5 0.9 

Mother 14.4 25.9 11.5 20.1 

Duration of telling story? (in 
minutes) 

- 6.33 26.0  
19.7 

 
12.3 

Persons singing songs for children 
(%) 

Father  2.7 1.0 -1.7 2.0 

Mother 14.6 23.1 8.5 14.9 

Duration of singing songs for 
children (in minutes) 

-  
5.95 

 
16.0 

 
10.1 

 
11.4 

Persons playing with children (%) Father  4.1 3.3 -0.8 -1.2 

Mother 35.2 44.6 9.4 10.1 

Duration of playing with children 
(in minutes) 

-  
9.13 

 
44.0 

 
34.9 

 
31.6 

Number of days child left alone for 
more than an hour 

  
2.06 

 
1.0 

 
-1.06 

 
- 

4.2.6 Other pertinent issues 

The study also examined changes in other issues that are related to ECD. As the data show, 
there were significant improvements in some practice in response to significant improvement 
in knowledge. But with respect to men discouraging pregnant women to carry or lift heavy 
loads, there was significant decrease (22 per cent) because there was some fall in attitude 
(Table 4.27). As repeatedly mentioned by FGD participants from Mugu and Achham, many men 
are simply not there to help their pregnant wives. They are away from home for work. The 
results of logistic regression show that the more positive the attitude that pregnant women 
should be discouraged to lift or carry heavy loads, nearly 16 times higher is the practice of doing 
so. 

There were significant increases in the practices of encouraging children to make friends and to 
play and work together with friends. Significant changes in knowledge seemed to be 
responsible for bringing about these changes. But the percentage of caregivers who feel that 
they have adequate skills in childcare significantly declined. There are two explanations for this. 
One is, with increased knowledge, they now realize that they do not have adequate skills in all 
aspects of childcare. The other is, they are expecting more training in childcare.  

The results of logistic regression show that the higher the knowledge that children should be 
encouraged to make friends, 4 times higher is the practice of doing so. The results also show 
that the more positive the attitude that children should be encouraged to play and work with 
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friend, 10 times higher is the practice of doing so. The logistic regression also confirmed that 
the more positive the attitude that caregivers should participate in the activities of ECD centres, 
nearly 10 times higher is the odds of their actual participation (Annex 2). Increased participation 
in ECD centres could also have been due to increased opportunity for interaction in the ECD 
centres in the process of getting PE through ECD facilitators. 

These findings, therefore, show the importance of knowledge and attitude in causing 
favourable practices. But there are also other determinants such as income, education and 
even caste system, which influence the practices of caregivers in these matters. 

Table 4.27Trend and correlates of other pertinent issues (%) 
Indicator Knowledge Attitude Practice Change 

in 
practice 
in comp. 

area 

BL EL Change BL EL Chang
e 

BL EL Change 

Encouraging children 
to make friends 

78.5 94.3 15.8*** 93.8 97.2 3.4* 65.9 85.6 19.7 *** 18.3** 

Encouraging children 
to play and work 
together with friends 

80.8 93.8 13.0*** 94.3 97.2 2.9 75.9 86.7 10.8*** 17.1** 

Men helping 
pregnant wives 

79.4 93.6 
14.2*** 

92.6 95.9 
3.3 

50.9 43.3 -7.6 -7.0 

Men discouraging 
pregnant wives to lift 
or carry heavy loads  

90.0 91.0 1.0 96.7 95.1 -1.6 65.9 44.1 -21.8*** -22.8** 

Caregivers 
participating in the 
activities of ECD 
centres 

62.5 86.4 23.9*** 88.5 94.6 6.1* 51.8 97.2 45.4*** 29.5*** 

Caregivers having 
adequate skills in 
childcare 

- - - - - - 34.1 25.1 -9.0** 3.1 

*p<0.05, **p<0.01,***p<0.001. 

The data desegregated by the subgroups of caregivers show that, while some indicators had 
statistical changes, some others had no statistical changes (Table 4.28). 
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Table 4.28Geographic, urban–rural and caste/ethnic distribution of changes in other pertinent issues 
(%) 
Indicators Dimension Mugu 

 
Achham 
 

Mahottari 
 

Rural 
 

Urban 
 

Dalit 
 

BKsh 
 

Encouraging children to 
make friends 

K 2.3*** 22.2*** 23.1*** 13.4**
* 

22.1**
* 

21.3*** 10.0**
* 

A 6.9** 1.5 1.5 1.9 7.2* 5.2 3.6* 

P 18.6*** 18.0*** 24.5*** 20.0**
* 

19.2** 18.0*** 17.5**
* 

Encouraging children to 
play and work together 
with friends 

K 2.3 16.2*** 20.7*** 9.1*** 23.1**
* 

18.1*** 7.3** 

A 9.3** 0.8 0.7 2.3 4.3 4.5 3.7* 

P 13.7*** 8.6* 12.0 8.8** 15.5** 14.9** 8.8** 

Men helping pregnant 
wives in accomplishing 
daily work 

K 2.3 13.9*** 25.4*** 14.6**
* 

12.3** 22.6*** 
7.9** 

A 1.6 0.0 8.5 3.1 4.3 7.2 -0.9 

P -5.8 -32.7** -22.3* -7.1 -10.2 0.7 -
16.0** 

Men discouraging 
pregnant wives to lift or 
carry heavy loads 

K 1.5 16.9*** -15.5** 0.9 4.1 7.8*** 3.7 

A 0.8 0.0 -5.4 -1.7 -0.2 1.9 -1.0 

P -9.7 -34.9*** -22.6*** -
20.1**

* 

-
26.0**

* 

-17.7** -
20.3**

* 

Caregivers participating in 
the activities of ECD 
centres 

K 12.3*** 14.6*** 44.6*** 21.9**
* 

29.0**
* 

33.0*** 19.0**
* 

A 1.5 6.1** 6.1 1.4 12.6**
* 

8.5** 3.2* 

P 49.6 
*** 

36.5 *** 51.4 *** 4.3 39.2 
*** 

47.9 
*** 

39.7 
*** 

Caregivers having 
adequate skills in childcare 

P -
43.0*** 

6.2 10.0 -
16.5**

* 

7.5 -10.5* -6.6 

p<0.10, *p<0.05, **p<0.01,***p<0.001. 

It needs to be understood that in both intervention and comparison areas, a number of 
development programmes are being implemented. Besides, a number of health, nutrition, 
water and sanitation and human/child rights-related messages are being disseminated by the 
national and local media. Perhaps in response, a number of practice indicators have 
significantly changed in the comparison area. However, there were two major differences 
between the intervention and comparison areas. First, the knowledge of caregivers on the 
components of child development, the role of parents on the healthy physical and mental 
development of children, and the ways to express love and affection to children had changed 
highly in the intervention area as compared to the comparison area (Annex 1). Second, while PE 
constituted the major source of knowledge to bring up children in the intervention area, they 
were the radio, TV and informal sources such as friends and relatives that constituted the major 
sources of such knowledge in the comparison area (Annex 1).Based on these observations, it 
can be safely deducted that PE is a major source of information on childcare and also a major 
contributor to changes in the KAP of caregivers in the intervention area. It is also believed that 
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a well-defined mentoring system incorporated in the programme is responsible for such 
changes. 

In brief, the findings show that PE had significantly increased the knowledge of caregivers. 
Before the implementation of the PE programme, it was also implicitly assumed that new 
knowledge would lead to positive attitude. As this study has shown, the attitudes of caregivers 
have also improved significantly on some of the indicators. It was also observed that, even if a 
caregiver did not attend a particular session, there was an increase in knowledge because there 
were overlaps in the subjects covered in other sessions. However, this generalization does not 
apply to all subjects. 

The summary of finding of the study is that, of the 227 household and caregiver indicators 
examined, nearly 59 per cent have changed in desirable direction. Most changes are in 
knowledge (81.3 per cent), followed by practice (60 per cent) and attitude (23.3 per cent) 
(Table 4.29). These findings validate the PE’s theory of change. 

Table 4.29 Indicators showing changes in desirable and undesirable directions 
Data level Dimension Number of 

indicators 
that have 
changed 

significantly 
in desirable 

direction 

Number of 
indicators that 
have changed 
significantly in 

undesirable 
direction 

Number of 
indicators with 
no significant 

changes 

Total No. 
of 

indicators 
 

Percentage  
of changes 
in desirable 

direction 

Households *  9 3 4 16 56.2 
Caregivers  Knowledge 74 0 17 91 81.3 

Attitude 14 3 43 60 23.3 

Practice+ 36 6 18 60 60.0 

Total  133 12 82 227 58.6 

* Indicators like household income, education, development projects, coverage of piped water, regularity of water and 

sufficiency of water in toilet were not included above as they were considered independent of PE. 

+Changes in the practices of fluid exchange during illness, treatment of childhood illness by health professionals, and provision 
of Jeevanjal and zinc tablets were not analyzed due to limited samples and are not included above. Incidence of ARI also was 
not reported due to small samples. 

The endline data show high attitude scores on average. This is followed by knowledge scores 
and practice scores. This finding is consistent with that of CERID (2009), in which the attitude 
scores were usually high. 

Furthermore, if one follows the classification system used by CERID (2009), according to which 
indicators are defined “highly satisfactory” if the scores are 80 per cent and above, it can be 
said that, in this study, 96.7 per cent of the attitude indicators, 84.4 per cent of the knowledge 
indicators and 43.4 per cent of the practice indicators are highly satisfactory according to the 
information collected during the endline survey (Table 4.30). However, this finding implies that 
there is still some room for improvement in knowledge and practice. 
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Table 4.30Percentages of highly satisfactory indicators 
Data level Dimension Percentage of highly satisfactory indicators 

 
Baseline Endline Change 

Caregivers  Knowledge 53.1 84.4 31.3 *** 

Attitude 88.3 96.7 8.4+ 

Practice 28.3 43.4 15.0 

Total  53.8 70.9 17.1** 
+p<0.10, *p<0.05, **p<0.01,  ***p<0.001. 

It is a challenge to gauge the relevancy of the PE programme, which was just completed and 
was run for a short time. However, there are indications that it has potentials to bring about a 
number of behavioural changes in the areas of water and sanitation, health, nutrition, safety 
and protection, stimulation and learning, and other pertinent issues which are critically needed. 
Such changes were largely contributed by increase in knowledge. Thus, it can be safely said that 
PE is relevant and also consistent with the strategy paper (Department of Education, 2004), 
which envisages the holistic development of children.  

It might also be a little too early to talk about the sustainability of the changes brought about by 
the PE programme. However, knowledge level has increased among the participants and 
practices such as antenatal and postnatal care, immunization of mother and child, and 
attention to personal hygiene have been observed. It can be said that the PE programme has 
reinforced the changes brought by a long-standing intervention in the area of safe motherhood 
and child health implemented by the government through Female Community Health 
Volunteers (FCHVs).Likewise, knowledge of importance of birth registration complemented the 
conditional child grant scheme of the government. This kind of complementarily and mutually 
inclusive interventions are more likely to be sustainable than others. However, there should not 
be any adverse changes in the structural factors. 

 

  



43 
 

CHAPTER 5: CONCLUSION AND RECOMMENDATIONS 

 

5.1 Conclusion 

 

In this study, changes in practice were found contributed by changes in knowledge to a large 
extent and by attitude to some extent. However, besides knowledge and attitude, there are 
many structural factors that influence changes in practice. These include presence or absence 
of community development programmes, transportation system, migration of men, work load 
of women, perceived cost of receiving health care and deep-seated socio cultural practices such 
as open defecation, washing hands with materials other than soap, beating and scolding 
children, depriving newborn children of first milk, and seeking health service from faith-healers. 
These generalizations seem to be consistent with those of Upham, et al. (2009),"There is no 
simple relationship between attitudes, engagement and behaviour change since a very wide 
range of contextual factors influence attitudes and constrain behaviour."  

These structural factors as described above also constitute contextual factors. Besides, 
community mechanisms such as the systems of FCHVs and mothers’ groups exist to help 
implement health and other community development programmes and on which PE can 
capitalize in the future. There also exists the system of faith healers because of which prompt 
treatment of children by modern health professionals is delayed, but which can be brought into 
the main stream of parental education by using them as the sources of referral to health 
professionals in the future.  

Amid many positive findings, this study has found a number of indicators which could not 
improve significantly. For example, in the case of limited construction of latrine, deep-seated 
habits of open defecation, followed by lack of space and money to construct latrine and scarcity 
of water, especially in the dry season, stand as major barriers. In the case of limited practices of 
purifying water, the perception that it is not necessary to purify water and lack of skills to purify 
water stand as barriers. There are increases in the incidence of beating and scolding children 
because the perception that children should be beaten and scolded to discipline them persists, 
and such incidence is often high among the low income and illiterate caregivers. In the case of 
hand washing practice before preparing food, low attitude (or failure to internalize this need), 
low level of education, low income and lack of water stand as barriers. Likewise, in the case of 
de-worming practices among pregnant women, low attitude and illiteracy are major barriers. In 
the case of feeding the first milk to newborn babies, some mothers do not still feed the first 
milk because of low attitude or the belief that mother’s milk is inadequate in the first few days 
after childbirth. In the case of treating childhood illnesses promptly, the existence of faith 
healers stands as barriers. Furthermore, the practices of consuming three meals during 
pregnancy and men helping pregnant women to accomplish daily household chores are 
adversely affected by low income, illiteracy and poor attitude despite significant increase in 
knowledge. 
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There were no significant changes in the practice of making four antenatal visits because there 
were no changes in both knowledge and attitude. The practice of delivering babies in health 
institutions has not significantly improved because of insignificant change in knowledge and 
significant fall in attitude. Likewise, the practice of men discouraging pregnant women to lift or 
carry heavy loads had not significantly improved partly because there are no significant changes 
in knowledge and attitude and partly because low income stand as barriers to positive changes. 

To sum up, the study found that a number of indicators had difficulty to evolve in desirable 
direction. These findings have a number of programme implications. Thus, in order to ensure 
that the programme design addresses them in the future, it makes the following 
recommendations. 

5.2 Recommendations 

5.2.1General recommendations 

1. Parents have multiple issues. Therefore, it is better to orient ECD or PE facilitators to 
help them find appropriate services (or partner institutions, as mentioned in session 33) 
and encourage them to utilize the available services for improving factors such as poor 
economic condition, illiteracy and inaccessibility to health institutions. This could be 
done by organizing a meeting of the stakeholders concerned at the national, donor, 
district and local levels before implementing the PE programme. A joint plan of action 
can be prepared at the local level meeting in order to address caregivers’ unmet or 
potential needs. 

2. It is very important to recognize and respect people’s knowledge and practices while 
imparting new knowledge and practices. Linking new knowledge and practices with 
indigenous knowledge and practices of caregivers is necessary to make the participants 
own the new knowledge and practices. This requires walking caregivers through critical 
reflection processes on benefits and harms of different types of practices. However, 
continuous follow-up support is required to sustain new knowledge and practices. This 
mechanism will help participants walk through the unlearning, relearning and freezing 
processes. 

3. The theory of change should be modified to accommodate the realities that, besides 
knowledge and attitude, there are other factors or barriers that influence practice. 

5.2.2 Specific recommendations 

7. Since low income, illiteracy, migration of men and poor water supply have adverse 
effect on many practices, there is need to incorporate PE with income generation, 
literacy, water and sanitation, health and child rights programmes. For this a 
collaborative approach is necessary, as mentioned above. 

8. Since increase in knowledge in combination with favourable attitude has potentials 
to bring about most positive changes in practices, PE should elaborate more on the 
benefits and harms of adopting (or not adopting) a particular practice in order to 
increase both knowledge and attitude of caregivers in the future. Subject-matters 
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that need such elaborations include use of latrine, skills in purification of water, 
hand washing, violence against children, use of de-worming medicines, antenatal 
care, delivery in health institutions, feeding first milk to newborn babies, consuming 
three nutritious meals during pregnancy, treatment of children by health 
professionals on time and the role of father. 

9. Topics that are not prioritized by the caregivers (see chapter 3) may be removed. 
The number of topics that should be mandatory may be increased and a subject may 
be covered in more than one session in order to reinforce their importance and to 
ensure that caregivers do not miss the importance of those subjects in the future. 

10. There should also be elaborations on how caregivers can adopt positive practices 
under adverse conditions such as limited food purchasing capabilities, food shortage 
and lack of water, to name a few. 

11. Advocacy programmes should be launched side by side at the community level to 
highlight the benefits and harms of adopting (or not adopting a particular practice) 
by involving the heads of households or head of the clan as important influence for 
positive behavioural changes. 

12. Facilitators should be well trained and motivated to ensure that they deliver 
prioritized lessons effectively and that regularity of caregivers in sessions is high. 
Technical backstopping is necessary for them to effectively facilitate adults' learning. 

From the geographical point of view, the study makes the following recommendations: 

1. In Mugu, a number of practice indicators such as those relating to washing hands with 
soap and water before preparing food, antenatal care, disciplining children, keeping 
children playing areas safe, making toys from local materials and skills in childcare have 
significantly worsened. A review meeting with facilitators is required in this respect. 
Facilitators should give greater focus on these issues in the future by highlighting the 
benefits of positive behavioural changes on these issues. Additional focus on PE manual 
is also required to enrich the caregivers with child care skills. Sharing good practices 
from other places is also necessary to inspire parents to adapt to new practices.  

2. In Achham, a number of practice indicators relating to keeping children’s play areas safe 
from the sources of accidents, keeping toys made from local materials, men helping 
pregnant women to accomplish daily work and men discouraging pregnant women to 
lift or carry loads have taken adverse course. This shows that one shot sessions are not 
enough. A continued consultation and counselling is necessary for the entire family. This 
kind of intervention is possible through FCHVs, community information centres 
provisioned by the Constitution 2072, and community learning centres established and 
supported by MoE. Whichever approach is feasible in a given context should be 
adopted. 

3. A number of knowledge indicators relating to the consumption of nutritious meals three 
times daily during pregnancy; beating, scolding and insulting children; and discouraging 
pregnant women to carry or lift heavy loads are adverse in Mahottari. Likewise, attitude 
indicators relating to feeding the first milk to the newborn babies, as well as a number 
of practice indicators relating to washing hands with soap and water before preparing 
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food, making four antenatal visits, discouraging pregnant women to carry or lift heavy 
loads and men helping pregnant women to accomplish daily household work have not 
significantly improved or have developed into an adverse direction in Mahottari. As said 
above, a collaborative effort and continued follow-up through a local structure are 
necessary in this case as well.  

4. The duration of programme in these districts should be mutually decided by the 
facilitators and participants to ensure that it is long enough to cover the selected topics 
thoroughly. 
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ANNEXES 
 

Annex 1: Some data relating to research questions (%) 
 

Responses Area Baseline percent Endline 
percent 

Percentage change 
and P (sig) 

     

Proportions of caregivers having an adequate understanding of the component of child development 
 

Physical development  Treatment 63.6 81.8 18.2*** 

Comparison 58.6 77.7 19.1** 

Motor development Treatment 24.4 33.6 9.2** 

Comparison 30.3 25.2 -5.1 
Mental development  Treatment 30.3 52.1 21.8*** 

Comparison 33.3 37.4 4.1 

Cognitive development Treatment 31.8 27.7 -4.1 

Comparison 27.3 17.3 -10.1 

Emotional development Treatment 4.9 17.4 12.5*** 

Comparison 6.1 5.1 -1.0 

Language development Treatment 39.5 64.9 25.4*** 

Comparison 30.3 60.6 30.3*** 

Social development  Treatment 7.7 27.4 19.7*** 

Comparison 12.1 23.2 11.1 

Immunize them Treatment 51.3 63.8 12.5*** 

Comparison 67.7 49.5 -18.2** 

Proportions of parents have knowledge of role of parents to ensure healthy physical development of children 

Provide Vitamin A Treatment 23.6 48.5 24.9*** 

Comparison 33.3 36.4 3.1 

Provide de-worming medicine Treatment 22.6 43.6 21.0*** 

Comparison 26.3 33.3 7.0 

Provide iodized salt Treatment 18.2 47.7 29.5*** 
Comparison 27.3 29.3 2.0 

Breastfeed exclusively for six 
months 

Treatment 10.0 41.3 31.3*** 

Comparison 16.1 26.3 10.2 

Provide complementary food after 
six months 

Treatment 8.7 24.9 16.2*** 

Comparison 13.1 13.1 0.0 

Provide nutritious food  Treatment 42.3 64.9 22.6*** 

Comparison 31.3 53.5 22.2* 

Provide a mix of food  Treatment 33.6 33.1 -0.5 

Comparison 26.3 27.3 1.0 

Provide treatment if child become 
ill 

Treatment 23.6 43.6 20.0*** 

Comparison 18.2 34.4 16.2** 

Keep the child neat and clean Treatment 0.8 39.7 38.9*** 

Comparison 1.0 22.2 21.2*** 

Proportions of parents have knowledge of role of parents to ensure healthy mental development of children 

Do not abuse verbally Treatment 30.0 53.3 23.3*** 

Comparison 34.3 40.4 6.1 
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Give adequate love and affection Treatment 40.5 59.5 19.0*** 

Comparison 39.3 47.5 8.2 

Give adequate time to children Treatment 15.6 41.3 25.7*** 

Comparison 27.3 17.2 -10.1 

Play with children Treatment 13.3 39.0 25.7*** 

Comparison 25.3 29.3 4.0 

Encourage to socialization Treatment 9.0 15.0 6.0* 

Comparison 17.2 8.0 -9.2 

Teach good habits Treatment 57.9 71.8 13.9** 

Comparison 44.5 55.6 11.0 

Do not discriminate sons and 
daughters 

Treatment 20.5 44.1 23.6*** 
Comparison 19.2 34.3 15.1* 

Do not leave alone for long Treatment 13.3 33.8 20.5 

Comparison 12.1 30.3 18.2** 

Caregivers explaining the various ways to show affection and love for their children 

Caress them Treatment 51.8 82.8 31.0*** 

Comparison 48.5 72.7 24.2*** 

Maintain eye contact with them Treatment 6.2 22.1 15.9*** 

Comparison 14.1 7.0 -7.1 

Talk with them Treatment 20.0 50.8 30.8*** 

Comparison 25.2 40.4 15.2* 

Play with them Treatment 21.8 50.5 28.7*** 

Comparison 32.2 41.4 -9.1 

Sing song for them Treatment 5.6 14.4 8.8** 

Comparison 16.1 4.0 -9.1 

Play music for them Treatment 4.6 9.0 4.4* 

Comparison 16.1 4.0 -12.1* 

Coax them Treatment 68.5 83.8 15.3*** 

Comparison 52.5 84.8 32.3*** 

The families’ sources of information are about bringing up children 
 

Radio Treatment 45.4 59.0 13.6*** 

Comparison 22.2 61.6 39.4*** 

TV Treatment 14.9 13.3 -1.6 

Comparison 7.7 30.3 22.6*** 

Literacy program Treatment 5.4 28.2 22.8*** 

Comparison 10.1 21.0 11.1 

Parenting education Treatment 15.8 93.6 77.8*** 

Comparison 17.1 2.2 14.9* 

Society and family Treatment 63.2 44.6 -18.6*** 

Comparison 50.5 61.6 11.1 

Caregivers knowing that some tests 
of disability can be done at home 

Treatment 35.4 48.7 13.3*** 

Comparison 24.2 68.6 44.4*** 

Caregivers having adequate skills 
on child care? 

Treatment 34.1 25.1 -9.0** 

Comparison 19.2 22.2 3.0 

Notes 
1.  Based on multiple response questions. 
2. Other data relating to research questions are presented the tables of text. 
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In which areas do caregivers like additional information on child care? (Treatment area data in 
percentage) 
Baseline Child health (42.3) Child nutrition (29.7) Parenting skills (82.9) 

Endline Child health (49.1 Child nutrition (56.0) Parenting skills (82.9) 

Note: Other data relating to research questions are presented the tables of text. 

 
Annex 2: Predictors of practices before and after the implementation of parental 

education 
Practice indicators and/or dependent variables Pre PE scenario Post PE scenario 

Predictors B Odds ratio 
Exp (B) 

Predictors B Odds ratio 
Exp (B) 

Household level 
Mugu Education -.824 2.28    

Income -2.595 13.33 Income -2.989 20.0 

Piped water -1.069 2.91 Sufficienc
y of water 

1.853 6.382 

Regularity of 
water 

1.603 4.968 Purificatio
n of water 

-1.776 5.91 

Sufficiency 
of water 

.753 2.123 Soap in 
latrine 

1.038 2.823 

Fixed place 
to wash 
hand 

1.069 2.914 Care 
about 
nutrition 
of 
children 

3.440 31.17 

   Piped 
water 

.718 2.05 

Achham Education .888 2.429 Income -1.320 3.74 

Piped water 2.77 9.751 Sufficienc
y in water 

-2.896 18.18 

Soap in 
latrine 

-2.255 9.52 Care 
about 
child 
nutrition- 

 
-1.976 

7.19 

Fixed place 
to wash 
hand 

-1.265 3.54    

Mahottari Income .368 40.12 Income 8.226 3738.08 

   Dev 
project 

-9.701 Infinite 

Piped water -2.458 11.62 Piped 
water  

-1.310 3.70 

Sufficiency 
of water in 
latrine 

4.882 132.05 Purificatio
n of water 

2.072 7.940 

Soap in 
latrine 

-1.514 4.54 Sufficienc
y of water 

2.521 12.44 

Fixed place 
to wash 
hand 

2.680 14.58 Soap in 
latrine 

-2.425 11.36 

Distance to 
health 
institution 

1.796 6.025 Precautio
n against 
disaster 

2.478 11.92 

Distance to 
ECD 

3.141 23.12 Safety 
against 

3.216 94.936 
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accidents 

Purifying water Education .792 2.207 Piped 
water  

1.042 2.836 

Piped water 1.941 6.963 Sufficienc
y of water 

4.167 64.53 

District .632 1.880 Income 2.138 8,485 

   Area 2.056 7.815 

Keeping latrine Education 1.992 7.000 Dev 
project 

1.604 4.976 

Piped water 1.359 3.892 Piped 
water 

2.759 15.777 

District -3.508 33.3    

Keeping soap in latrine Education .887 2.428 Income 1.518 4.564 

Income  .457 1.579    

Piped water 1.364 3.912    

Caring aboutchildren’s nutrition Education .816 2.262 Area -.752 2.122 

District -.779 2.18    
Taking precautionary measures against disasters  Education .036 2.549 Dev 

project 
-2.026 7.63 

District .711 2.035 Income 1.527 4.605 

Keeping children’s playing area safe Income 1.336 3.805 Income 2.582 12.833 

Area .806 2.240 Area .661 1.936 

Caregiver level 
Beating children District .761 2.141 Education -.837 2.309 

Caste .935 2.584 Income -.970 2.638 
   Dev 

project 
-.806 2.237 

   A beat -2.630 1.388 

Scolding children District .775 2.171 Area -.637 1.890 

Caste 1.080 2.944 Education -.817 2.262 

K crime -.947 2.57 Income -1.243 3.460 
K scold -1.159 3.18 A scold -2.766 15.873 

Insulting children District .959 2.610 District .700 2.015 

Income .355 1.426    

A crime -1.626 5.1    

K crime -.781 2.18    

Children washing hands with SW before eating District -.577 1.77 District -1.152 .316 

Regular 
water 
source 

1.132 3.220 Education .851 2.342 

Latrine has 
soap 

1.169 3.101 Regular 
water 
source 

1.255 3.508 

   Income 1.421 4.143 

   Fixed 
place to 
HW 

.888 2.431 

   K wash 
eat 

1.907 6.733 

Children washing handsSW after defecation District -.435 2.14 District -1.144 3.134 

Education .523 1.688 Education .805 2.338 

Latrine has 
soap 

1.299 3.665 Regular .996 2.707 

Enough 
water in 
latrine 

-.833 2.29 Enough 
water 

1.485 4.418 
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Caregivers washing hands withSW before 
preparing food 

Area 1.282 3.602 District -.700 2.012 

District -2.008 7.46 Education 1.189 3.283 

Latrine has 
soap 

1.404 4.070 Income .941 2.563 

Fixed place 
to wash 
hand 

.965 2.626 Enough 
water  

1.021 2.776 

   Fixed 
place to 
wash 
hand 

.787 2.197 

Caregivers washing hands with SW before feeding 
children 

Area 1.460 4.306 District -1.402 4.065 

District -1.753 5.78 Education 1.312 3.713 

Soap in 
latrine  

1.182 3.260 Income 1.635 5.132 

Fixed place 
to wash 
hands 

1.167 3.212 Fixed 
place to 
wash 
hand 

.910 2.483 

Pregnant women consuming three meals during 
pregnancy 

District -.893 2.43 Education .938 2.555 
Income 1.764 5.836 Income .852 2.344 

K three 
meals 

1.266 3.545    

Pregnant women making four antenatal visits Area 1.422 4.146 None   

A ante 1.929 6.885    

Pregnant women taking iron tablet during 
pregnancy 

Airon 2.905 18.264 None - - 

K iron 3.667 39.514    
Pregnant women taking iodized salt during 
pregnancy 

None   District -1.256 34.482 

Pregnant women taking de-worming medicines 
during pregnancy 

K de worm 4.134 62.427 Education 1.047 2.851 

District 1.502 4.491    

Pregnant women making deliveries in health 
institution 

Area .051 1.878 Education .563 1.756 

Caste -.639 1.89    
Education .710 2.034    

Mothers making postnatal visit Area 1.188 3.281 District -.812 2.252 

District .942 2.566 Education 1.337 3.809 

K post 1.702 5.483 K post .928 2.530 

Mothers taking Vitamin A postpartum Area 1.130 3.096    

District -.624 1.86 District -1.168 3.215 

Education 1.209 3.349 Education 1.492 4.446 
Income -.847 2.33    

Mothers feeding first milk District -1.105 3.02 District -.716 2.044 

Education 1.421 4.141 Caste -.685 1.984 

K first 1.248 3.482    

Providing Vitamin A to children K Vi A 1.609 4.998 K Vitamin 
A 

2.232 9.315 

District -1.085 2.95    
Providing de-worming medicine to children Area 1.253 3.499 District -.773 2.164 

District -.665 1.94    

K de worm 1.072 2.920    

Providing BCG to children K BCG 3.937 51.259 None - - 

Providing DPT to children K DPT 3.296 27.013 K DPT 2.893 18.050 

 District -.850 2.34    

Providing measles vaccines to children K measles 1.469 4.344 K measles 2.405 11.082 
Caste .858 2.357    

Providing polio drops to children K polio 1.677 5.350 K polio 2.180 8.850 
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Children having birth registration District -.696 2.00 Caste .437 1.585 

   Income -1.185 3.268 

Children’s enrolment in ECD centre District -1.152 3.16 None - - 

Caste 2.229 9.967    

Caregivers participating in the activities of ECD Education .520 1.683 District -2.0047 7.752 
K par ECD 2.379 10.798 Caste .708 2.027 

DistECD -1.164 3.20 A ECD 2.309 10.066 

Reading story book for children District .567 1.764 None - - 

K Book 2.172 8.774    

Singing song for children District .777 2.176 Area -1.491 4.444 

Income .363 1.437 Education .781 2.184 

Playing with children District 1.060 2.888 District .336 1.398 
Providing children with toys made from local 
materials 

Caste -.489 1.63 Income .956 2.601 

K toy 1.719 5.581 K toy 1.646 5.185 

A toy -1.253 3.49    

Income 1.015 2.760    

Encouraging children to make friends District -.531 1.70 District -.815 2.257 

K friend .999 2.716 K friend 1.441 4.223 

Encouraging children to play and work with friends Caste .804 2.235 District -1.393 4.032 
K friend Play 
work  

1.882 6.566 A friend 
Play work 

2.293 9.903 

   Caste -.417 1.517 

Encouraging children to learn new things Caste .724 2.062 District -.931 2.538 

Encouraging children to personal hygiene Caste .642 1.899 District -1.600 4.950 

K personal 1.124 3.077 K personal 
hygiene 

1.326 3.766 

Caregiver willing to give additional time to children District -.945 2.57 District .520 1.681 

   Area -1.182 3.257 

Men helping pregnant wife in accomplishing 
household works 

District -.424 1.52 District -.601 1.71 

Education 1.203 3.329 Caste .254 1.289 

Khelp 1.982 7.257 Education .919 2.506 

   Income 1.338 3.811 
Men discouraging pregnant wife to lift or carry 
heavy loads 

Caste -.705 2.02 District -.342 1.697 

Education 1.049 2.855 Caste .258 1.292 

Klift 2.133 8.438 Education .774 2.169 

   A lift 2.761 15.823 

   Income 1.458 4.296 

Men reading story for children before putting 
them to bed  

Area 1.240 3.454 Education 1.151 3.160 

Caste -.645 1.90 Income .803 2.330 
Education 1.398 4.048    

K story 1.311 3.710    

The study used stepwise logistic regressions (forward likelihood) to remove the confounding effects of other 
variables in prediction. All variables are significant at .05 or more. Households with income below Rs. 100,000 per 
year were coded as 0, caregivers with no education, rural areas and Dalits were coded as 0.Mugu, Achham and 
Mahottari were coded as 1, 2 and 3 respectively. K means relevant knowledge and A means relevant attitude 
indicators. Odds ratios tell how many times more or less the things are likely to happen in a group as compared to 
other group (e.g. among Dalits as compared to BKshs). An odds ratio with a value of more than 1 (or unity) shows 
positive relationship and that with a value of less than 1 shows negative relationship.If slopes were found negative, 
and if odds ratios were found less than 1, they were manually inversed (1 divided by odds ratio) to facilitate their 
easy interpretation. 
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Annex 3: List of VDCs where FGDs were organized 
District VDC Community Type of 

participants 

Mugu Seri Karmase Rural men 

Srinagar Bharekot Rural women 

Achham Birpath Gauritand Rural men 

Mangalsen Mangalsen Urban women 

Mahottari Bhataulia Ajmarpatti Rural women 

Jaleswor Khaira Urban women 
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Annex 4: Research tools 
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A Study on Knowledge, Attitude and Practices (KAP) Before and After 
Implementation of Parenting Education programme in 3 districts of Nepal  

Institute for Integrated Development Studies (2017) 
Questionnaires for Households  

 (Instruction: Confirm that this is the household in which either recently 
married woman, first time pregnant women or caregivers/women with 0-5 
year old children live while referring to the list of households and respondents 
prepared with the help of facilitators and/ or FCHVs. If confirmed, proceed 
with the interview. Otherwise skip to the next household) 

Introduction 
Namaskar. My name is …..I am here from the Institute for Integrated Development Studies to assess the 
baseline situation of early child hood development and care in your district and community. I would like 
to ask you some questions that relate to you knowledge, attitude and practices on child development. 
You may choose not to answer my questions. But your answer will be very useful in understanding the 
situation of child development in this district and community. In this study, your answers will be kept 
confidential and will not be shared with anyone. This interview will take about 30 minutes. May I have 
your permission to interview? 
 
(Start the interview if permission is granted) 
 
Background information 
 

 
  

1. Survey area 1.Treatment 
0.Control 

2. District 1. Mugu 
2.Achham 
3.Mahottati 

3. Name of VDC/Municipality  

4. Ward Number  

5. Name of Ward/Tole  

6. Name of ECD Centre  

7. Code number of ECD centre  

8. Name of respondent  

9. Caste/ethnicity of respondent 1. Brahmin/Chhetry 
2.Janajati 
3.Dalit 
4.Others (specify) 

10. Name of enumerator  

11. Name of supervisor  

12. Date of interview (English) 2017 April……… 



 

58 
 

100. Household structure 
Could you provide details about your household members on the following? 

    Ask only about 
married women 
15-49 years of 
age 

Ask only about children 0-5 years of age   

101 102 103 104 105 106 107 108 109 110 111 112 113 114 115 
Name of household members 
who eat in the same kitchen 
(Write name of household head 
first and names of children later) 

Sex 
1=Male 
2=Femal
e 
3. Third 
gender 

Marital status 
1. Unmarried 
2 Currently 
married 
3.Widow/ 
widower 
4. Divorced 
5. Separated 

 

Complet
ed age 
in years 

Duration 
of 
marriag
e  
1. Less 
than 6 
months 
 
2. More 
than 6 
months 

Is she 
currentl
y 
Pregnan
t 

 
1. Yes 
0. No 

Birth 
order of 
child  
1. First 
2. Second 
3. Third 
4. Fourth 

If less 
than 5 
year, 
comple
ted 
month
s 

Is the 
child 
disabled
? 
 
1. Yes 
0. No 

If less 
than 5 
year, 
who is 
the 
person 
who 
spends 
most of 
the time 
in 
feeding, 
groomin
g and 
playing 
with the 
child ( 
primary 
caregive
)r) (write 
row 
number) 

What is the 
relation of 
child with that 
person? 
 
1. Mother 
2. Father 
3. Grand 
father 
4. Grand 
mother 
5. Siblings 
6. Uncle/aunt 
7. Others 
(specify) 

Who is the 
person who 
spends 
most of the 
time in 
feeding, 
grooming 
and playing 
with the 
child 
(secondary 
caregiver) 
in the 
absence of 
primary 
care giver? 
(Write row 
number) 

What is 
the 
relation 
of child 
with the 
secondary 
caregiver? 
 
1. Mother 
2. Father 
3. Grand 
father 
4. Grand 
mother 
5. Siblings 
6. Uncle/ 
aunt 
7. Others 
(specify 

Comp
leted 
grade 

Occupation 
1. Very young 
2. Student 
3. None 
4. Agriculture 
5. Business 
6. Service 
7.Wagelabour 
8.Foreign 
employment 
9.Others 
(specify) 

               
1.               

2.               

3.               
4.               

5.               

6.               

7.               

8.               

Instruction: * Put an asterisk mark next to the caregiver, pregnant women or currently married women whom you will interview later 
using the caregiver questionnaires 
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200. Family economic background 

Q.N Question 
 

Code 

201. What is the main source of income of your household? 
(Tick mark only one) 

1.Agriculture 
2.Business 
3.Industry 
4.Service 
5.Wage labor 
6.Remittance 
7.Others (Specify) 

202. If agriculture, how many months are you food sufficient from 
your own agricultural productions? 

1.Less than 3 months 
2. 4-9 months 
3.More than 9 months 

203 What is the approximate annual income of your household? Rs…………….. 

 
300. Water and sanitation 

Q.N. Question Code Skip to 

301 What is the source of drinking water in your 
household? 
 

1. Piped water 
2. Tubewell/ bore hole 
3. Dugwell 
4. Water from spring 
5. Rainwater 
6. Tanker/truck 
7. Surface water 
8. Others (specify 

 

302 Is the source of water located within the 
premise? 

1.Yes 
0.No 

Go to 305 

303 If the source is not located within the premise, 
how long does it take to fetch water? 
 

…………minutes  

304 If the source is not located within the premise, 
who often fetches water? 

1. Adult women (15+) 
2. Adult men (15+) 
3. Female child (LT 15) 
4. Male child (LT15) 

 

305 Is the source of water regular? 
 

1.Yes 
0.No 

 

306 Do you treat water for purification? 
 

1.Yes 
0.No 

Go to 308 

307 If no, why? 
 

1.Didn’t know 
2.It is not necessary 
3.Lack knowledge on  
purification 
4. Lack resources 
5. Lack time 
6. No response 
7. Others (specify) 

 

308 Do you have a latrine? 1.Yes  
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 0.No Go to 315 

309 If yes, what kind of latrine do you have? 
 

1. Flush 
2. Pit 
3. Compost 
4. Bucket 
5. Others (specify) 

 

310 Do you have enough water for use in the 
latrine? 
 

1.Yes 
0.No 
 

 

311 If not enough water, why? 
 

1.There is scarcity of 
water 
2.Water source is not 
nearby 
3. Need to fetch water 
from long distance 
4. Others (specify) 

 

312 Does the latrine have soap? 
 

1.Yes 
0.No 

Go to 314 

313 If there is no soap in latrine, why? 
 

1. It is not necessary to 
use soap 
2.Not used to use soap 
3. One can use ash, soil, 
husks etc instead of 
soap 
4. Cannot afford to buy 
soap 
5. Soap is not locally 
available 
 6. We wash hand 
elsewhere 
7. Others (specify) 

 

    

314 If you do not have latrine, why? 
 

1.Not used to use 
latrine 
2. Do not have land for 
latrine 
3. Do not have room for 
latrine 
4. There is lack of water 
5. Lack of money 
6. Others (specify) 

 

315 Do you have a fixed place to wash hand? 1.Yes 
0.No 
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400. Issues relating children 
(Instruction: Ask 401-412 only if the household has children 0-5 year old) 

Q.N. Question 
 

Code 

401 Do children in your household have story books? 1.Yes 
0.No 

402 Do children in your household have picture books? 1.Yes 
0.No 

403 Do children in your household have toys made from local materials? 1.Yes 
0.No 

404 Do you play with the children? 1.Yes 
0.No 

405 Do you tell story to the children? 1.Yes 
0.No 

406 If there are disabled children, do you treat them equally as others? 1.Yes 
2.No 
3. No 
disabled 
children 

407 Do you discriminate male and female children of your household? 1.Yes 
2.No 
3.No son or 
daughter in 
the 
household 

408 If children do not behave as expected, do you beat them? 1.Yes 
0.No 

409 If children do not behave as expected, do you scold them? 1.Yes 
0.No 

410 If children do not behave as expected, do you insult them? 1.Yes 
0.No 

411 Do you care whether or not children get adequate nutrition? 1.Yes 
0.No 

412 Does the household use iodized salt? 1.Yes 
0.No 

413 Have you taken precautionary measures to ensure that children are not 
adversely affected in case natural disasters strike? 

1.Yes 
0.No 

414 Are the places where children play safe from possible sources of accidents 
(e.g. faulty electric sockets, kerosene, matches or lighter, knives, 
pesticides) in your household? 

1.Yes 
0.No 
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500. Distance to service centre 

Q.N. Question 
 

Code 

500. How long does it take you to reach the nearest health post on foot? Hour …..Minutes…. 

501 How long does it take you to reach the nearest market centre on 
foot? 
 

Hour …..Minutes…. 

502. How long does it take to reach the ECD centres? Hour …..Minutes…. 

 
600. Development programme  

601 Are any development programmes being implemented in this 
community? 

1.yes 
0.No 

602 If yes, what are they? 
(Tick mark those that are spontaneously mentioned by the 
respondent) 
 

1.Health 
2.Nutrition 
3. Suaahara 
4. Multi Sector 
nutrition Program 
5. SunauloHazar Din 
6.Water and  
sanitation 
7.Education/literacy 
8. Road/construction 
9. Agriculture 
10.Don’t know 
11Others (specify) 

 
End of Interview 

(Thank the respondent for his/her invaluable time and interview the 
caregiver, newly married woman and currently pregnant woman using a 

separate questionnaire 
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A Study on Knowledge, Attitude and Practices (KAP) Before and After 
Implementation of Parenting Education programme in 3 districts of Nepal  
Questionnaires for Caregivers, Newly Married and Currently Pregnant women 

Institute for Integrated Development Studies (2017) 
 (Instruction: Refer to the household roster in the questionnaire for household 

head and interview only one of the intended respondents namely caregiver 
with children 0-5 years of age, newly married women and first time pregnant 

women).  
Introduction 
Namaskar. My name is …..I am here from the Institute for Integrated Development Studies to assess the 

baseline situation of early child hood development and care in your district and community. I would like 

to ask you some questions that relate to your knowledge, attitude and practices on child development. You 
may choose not to answer my questions. But your answer will be very useful in understanding the 

situation of child education and childcare in this district and community. In this study, your answers will 

be kept confidential and will not be shared with anyone. This interview will take about an hour. May I 

have your permission to interview? 
 

(Start the interview if permission is granted) 

 

(Instruction: Please check household questionnaire and complete the information below) 
 

1. Type of respondent 
(Circle only one) 

1. Mother 
2. Father 
3. Grandmother 
4. Grandfather 
5. Sibling 
6. Uncle/aunt 
7. Newly married 
8. Currently pregnant 
9. Others (specify) 

2. Name of child: ……………………….. 

3. Age of child (in months): ………………………… 

4. Sex of child: 1. Male 
0. Female 

 

 

Instruction: 
Newly married: Ask Q. 101 to 364 and make observation in section 500 

Currently pregnant: Ask Q. 101-406 and make observation in section 500 
Caregivers of children below 6 months of age: Ask all questions (except for Q. 401-406 and  

Q. 440-455) and make observation in section 500 

Caregivers of children older than 6 months: Ask all questions except for Q. 401-406 and make  

observation in section 500) 
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(Instruction: Please ask the following questions to all caregivers, newly married and 

currently pregnant women) 

 

100. Knowledge 
Now I would like to ask you a number of questions to assess your awareness on childhood development 
and care?  

Q.N.  Question Code 

101 In your opinion, what developments occur during the 
childhood of a person’s life? 
(Do not prompt. Circle only those that are spontaneously 
said by the respondents) 

1. Physical development 
2. Motor development 
3. Mental development 
4. Cognitive development 
5. Emotional development 
6. Language development 
7. Social development 
8. Don’t know 
9.Others (specify) 

102 What roles should parents play to keep their children 
physically healthy? 
(Do not prompt .Circle only those that are spontaneously 
said by the respondents) 

1. Ensure that children get immunized 
2. Ensure that children get Vitamin A  
3. Ensure that children receive de-
worming medicine 
4. Ensure that children get iodized salt 
5.Ensure that infants are exclusively 
breastfed for six months 
6. Ensure that infants get 
complementary food after six months 
7. Ensure that children get nutritious 
food 
8. Ensure that children get a mix of food 
9. Ensure that children are treated by 
health professionals in case they fall ill 
10. Keep the child clean 
11. Don’t Know 
12. Others (specify) 

103 What roles should parents play to keep their children 
mentally healthy? 
(Do not prompt .Circle only those that are spontaneously 
said by the respondents) 

1. Ensure that children are not verbally 
abused 
2. Ensure that both parents give 
adequate love and affection  
3. Ensure that both parents give 
adequate time to children 
4. Ensure that both parents play with 
children 
5. Ensure that both parents encourage 
children to become socialized  
6. Ensure that children learn good habits 
7. Ensure that both parents do not 
discriminate sons and daughters 
8. Ensure that children are not be left 
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alone for long 
9. Don’t Know 
10. Others (specify) 

104 In your opinion, how can love/ affection be expressed with 
children) 
(Do not prompt .Circle only those that are spontaneously 
said by the respondents) 

1. Caress them 
2. Maintain eye contact with them 
3. Talk with them 
4. Play with them 
5. Sing song for them 
6. Play music for them 
7. Coax/persuade them 
8. Don’t know 
9. Others (specify) 
 
 
 

105 From what source did you know about the roles that 
parents need to play for the benefit of their children? 
(Do not prompt. Circle only those that are spontaneously 
said by the respondents) 

1. Radio 
2. TV 
3. News papers 
4. Books 
5. Hoarding board 
6. Training 
7. Literacy program 
8. Parenting education program 
9. Society and family 
10. Don’t know 
11. Others (specify) 

106 Do you think you have adequate child care skills? 1. Yes 
0. No 

107 Would you like additional information on child 
development and care? 

1. Yes 
0. No 

108 If yes, what are they? 
(Do not prompt. Circle only those that are spontaneously 
said by the respondents) 

1. Child health 
2. Child nutrition 
3. Parenting skills 
4. Others (specify) 

 
(Instruction: Please ask the following questions to all caregivers, newly married women and 

currently pregnant women) 

200. Knowledge  
Now I would like to read a number of statements/messages to assess your knowledge on maternal and 
childcare. Please say yes if you had heard or known them before and say no if you had not heard or 
known them before. 

Q.N. Messages Codes 

 Did you ever know that(Prompt):  

201 One should make investment in early childhood development 1. Yes 
0. No 

202 Children have the rights to live  1. Yes 
0. No 
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203 Children have the rights grow healthy 1. Yes 
0. No 

204 Children have the right to get education 1. Yes 
0. No 

205 Disabled children have the rights to love and care 1. Yes 
0. No 

206 Parents should not discriminate their children on any basis  1. Yes 
0. No 

207 It is a crime if parents misbehave with children 1. Yes 
0. No 

 Pregnancy  

208 A mother should eat nutritious food three times daily from the time of 
pregnancy 

1. Yes 
0. No 

209 She should take iron folic acid tablets during pregnancy 1. Yes 
0. No 

210 She should take iodized salt during pregnancy. 1. Yes 
0. No 

211 She should take de-worming medicines during pregnancy 1. Yes 
0. No 

212 A pregnant mother should see a health professional at least four times during 
her pregnancy 

1. Yes 
0. No 

213 A pregnant woman should take injection against TT. 1. Yes 
0. No 

214 Woman in malarial area should use mosquito nets treated with insecticides. 1. Yes 
0. No 

215 A HIV infected woman who wants to be pregnant should use antiretroviral 
medicine from the fourth week of pregnancy 

1. Yes 
0. No 

 Delivery and nutrition  

216 A woman should deliver her baby in a health centre 1. Yes 
0. No 

217 If delivery is made at home, it should be done with the help of experienced 
nurse 

1. Yes 
0. No 

218 The navel of the newborn baby should be kept clean with a medicine available 
from health worker 

1. Yes 
0. No 

219 Women post postpartum and newborn baby should visit the health centre 1. Yes 
0. No 

220 Both the mother and child should eat a well balanced nutritious food  1. Yes 
0. No 

221 Children should be provided with fresh food cooked at home. 1. Yes 
0. No 

 Breastfeeding  

222 A newborn child should be fed the first milk within an hour from birth.  1. Yes 
0. No 

223 Children should be breastfed exclusively for six months (one does not need to 
give even water). 

1. Yes 
0. No 

224 They should be given complementary food after they are six months old 1. Yes 
0. No 
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225 A mother with HIV should breast feed for six months unless her nipples have 
cracks or bleed 

1. Yes 
0. No 

 Micro-nutrition and immunization  

226 Children 6 to 59 months old should take vitamin A twice a year 1. Yes 
0. No 

227 Children 6 to 59 months old should take de-worming medicines twice a year 1. Yes 
0. No 

 For complete immunization, a child should be given: 
 

 

228 BCG vaccination within a month from birth 1. Yes 
0. No 

229 Three doses of DPT/hepatitis B within a year from birth 1. Yes 
0. No 

230 A dose of measles/rubella within a year from birth 1. Yes 
0. No 

231 Three doses of polio drops within a year from birth 1. Yes 
0. No 

 Disasters, childhood illnesses and treatment  

232 Children become more vulnerable than others at the time of natural disasters 1. Yes 
0. No 

233 Children should be immediately treated for fever 1. Yes 
0. No 

234 Children should be immediately treated for pneumonia  1. Yes 
0. No 

235 Children should be immediately treated for diarrhea. 1. Yes 
0. No 

236 During diarrhea, children should be given Jeevanjal 1. Yes 
0. No 

237 During diarrhea, children should be given zinc tablets/syrup 1. Yes 
0. No 

238 During illness, children should be given normal amount of fluid at the minimum 1. Yes 
0. No 

239 If any disability is found in children, they should be immediately taken to health 
centre for test. 

1. Yes 
0. No 

240 Some tests for disability can also be done at home 1. Yes 
0. No 

 Water and sanitation  

241 Water can contain harmful objects which we cannot see through naked eyes 1. Yes 
0. No 

242 One should always use toilet  1. Yes 
0. No 

243 Children should be taught to wash hands with soap and water before eating 
food 

1. Yes 
0. No 

244 Children should be taught to wash hands with soap and water after defecation  1. Yes 
0. No 

245 Caregiver should wash hands with soap and water before preparing food 1. Yes 
0. No 
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246 Caregiver should wash hands with soap and water before feeding the children 1. Yes 
0. No 

 Physical, mental and social development of children  

247 Children should have birth registration certificate 1. Yes 
0. No 

248 Children should be enrolled in ECD centres after they are three years old 1. Yes 
0. No 

249 Parents should read child stories and picture books 1. Yes 
0. No 

250 Children should be provided with opportunity to play for cognitive 
development 

1. Yes 
0. No 

251 Children should be provided with opportunity to listen song. 1. Yes 
0. No 

252 Children should be given opportunity to play with toys that are made from local 
materials). 

1. Yes 
0. No 

253 Children should not be beaten 1. Yes 
0. No 

254 Children should not be scolded  1. Yes 
0. No 

255 Children should not be insulted 1. Yes 
0. No 

256 Children should be encouraged to make friends 1. Yes 
0. No 

257 Children should be encouraged to play and work together with friends  1. Yes 
0. No 

258 Children should be encouraged to maintain good personal hygiene 1. Yes 
0. No 

259 Children should not be left alone for a long time 1. Yes 
0. No 

260 Men should help their wife in accomplishing daily household work when she is 
pregnant 

1. Yes 
0. No 

261 Men should discourage their pregnant wife to lift or carry heavy loads 1. Yes 
0. No 

262 Fathers should talk with the child before s/he is put to bed 1. Yes 
0. No 

263 Fathers should read story before s/he is put to bed 1. Yes 
0. No 

264 Caregivers should participate in the activities of ECD centres 1. Yes 
0. No 
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300 Attitude 

Now I would like to read a number of statements/messages to assess your attitude on maternal and 
childcare. Please say whether you highly agree, agree, neither agree nor disagree, disagree or highly 
disagree with those messages. 

Q.N. Messages 1. 
Highly 
agree 

2. 
Agree 

3. Neither 
agree nor 
disagree 

4. 
Disagree 

5. Highly 
disagree 

 To what extent do you agree or disagree with the 
statement that(Prompt): 

     

 Child rights       

301 One should make investment in early childhood 
development 

     

302 Children have the rights to live       

303 Children have the rights grow healthy      

304 Children have the right to get education      

305 Disabled children have the rights to love and care      

306 Parents should not discriminate their children on any 
basis  

     

307 It is a crime if parents misbehave with children      

 Pregnancy      

308 A mother should eat nutritious food three times daily 
from the time of pregnancy 

     

309 She should take iron folic acid tablets during pregnancy      

310 She should take iodized salt during pregnancy.      

311 She should take de-worming medicines during 
pregnancy 

     

312 A pregnant mother should see a health professional at 
least four times during her pregnancy 

     

313 A pregnant woman should take injection against TT.      

314 Woman in malarial area should use mosquito nets 
treated with insecticides. 

     

315 A HIV infected woman who wants to be pregnant 
should use antiretroviral medicine from the fourth week 
of pregnancy 

     

 Delivery and nutrition      

316 A woman should deliver her baby in a health centre      

317 If delivery is made at home, it should be done with the 
help of experienced nurse 

     

318 The navel of the new born baby should be kept clean 
with a medicine available from health worker 

     

319 Women post postpartum and newborn baby should 
visit the health centre 

     

320 Both the mother and child should eat a well balanced 
nutritious food  

     

321 Children should be provided with fresh food cooked at 
home. 
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 Breastfeeding      

322 A newborn child should be fed the first milk within an 
hour from birth.  

     

323 Children should be breastfed exclusively for six months 
(one does not need to give even water). 

     

324 They should be given complementary food after they 
are six months old 

     

325 A mother with HIV should breast feed for six months 
unless her nipples have cracks or bleed 

     

 Micro-nutrition and immunization      

326 Children 6 to 59 months old should take vitamin A twice 
a year 

     

327 Children 6 to 59 months old should take de-worming 
medicines twice a year 

     

328 Children should receive BCG vaccination within a month 
from birth 

     

329 Children should receive three doses of DPT/hepatitis B 
within a year from birth 

     

330 Children should receive a dose of measles within a year 
from birth 

     

331 Children should receive three doses of polio drops 
within a year from birth 

     

 Disasters, childhood illnesses and treatment      

332 Children become more vulnerable than others at the 
time of natural disasters 

     

333 Children should be immediately treated for fever      

334 Children should be immediately treated for pneumonia       

335 Children should be immediately treated for diarrhea.      

336 During diarrhea, children should be given Jeevanjal      

337 During diarrhea, children should be given zinc 
tablets/syrup 

     

338 During illness, children should be given normal amount 
of fluid at the minimum 

     

339 If any disability is found in children, they should be 
immediately taken to health centre for test. 

     

340 Some tests for disability can also be done at home      

 Water and sanitation      

341 Water can contain harmful objects which we cannot see 
through naked eyes 

     

342 One should always use toilet       

343 Children should be taught to wash hands with soap and 
water before eating food 

     

344 Children should be taught hands to wash hands with 
soap and water after defecation  

     

345 Caregiver should wash hands with soap and water 
before preparing food 

     

346 Caregiver should wash hands with soap and water      
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before feeding the children 

 Physical, mental and social development of children      

347 Children should have birth registration certificate      

348 Children should be enrolled in ECD centres after they 
are three years old 

     

349 Parents should read child stories and picture books      

350 Children should be provided opportunity to play for 
cognitive development 

     

351 Children should be provided opportunity to listen song.      

352 Children should be given opportunity to play with toys 
including those made from local materials. 

     

353 Children should not be beaten      

354 Children should not be scolded       

355 Children should not be insulted      

356 Children should be encouraged to make friends      

357 Children should be encouraged to play and work 
together with friends  

     

358 Children should be encouraged to maintain good 
personal hygiene 

     

359 Children should not be left alone for a long time      

360 Men should help their wife in accomplishing daily 
household work when she is pregnant 

     

361 Men should discourage their pregnant wife to lift or 
carry heavy loads 

     

362 Fathers should talk with the child before s/he is put to 
bed 

     

363 Fathers should read story before s/he is put to bed      

364 Caregivers should participate in the activities of ECD 
centres 

     

 

(End of interview with recently married women. Please go to observation section) 
 

400. Practice 
(Instruction: Please ask Q. 401 and 406only to first time pregnant women) 

Now I would like to ask you some practice related questions. 
Q.N. Question Code 

401  How long have you been pregnant? 1. Less than 3 months 
2. More than 3 months 

402 Have you made antenatal visits during your this pregnancy? 
 

1. Yes 
0. No 

403 Do you eat nutritious food three times a day? 1. Yes 
0. No 

404 Do you eat iron tablets? 1. Yes 
0. No 

405 Have you taken TT injection? 1. Yes 
0. No 

406 Do you eat iodized salt? 1. Yes 
0. No 
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(End of interview with first time pregnant women. Please go to observation section) 
 

(Instruction: Please ask the following questions to all caregivers) 
Water and sanitation  
Q.N. Question Code 

407 Do children wash hand with water and soap before eating food? 1.Yes 
0.No 

408 Do children wash hand with water and soap after defecation? 
 

1.Yes 
0.No 

409 Do you wash hand with water and soap before preparing food? 1.Yes 
2.No 
3. Don’t 
know 

410 Do you wash hand with water and soap before feeding children? 
 

1.Yes 
2.No 
3. Don’t 
know 

 
(Instruction: Please ask the following questions to all the caregivers) 

 

Pregnancy and post delivery 

Q.N. Question Code 

411 Did you/did the mother of this child (name) visit health centre at least 4 times 
for antennal check-ups? 

1.Yes 
0.No 

412 Did you/did the mother of child use iron folic acid tablets during and after 
pregnancy? 

1. Yes 
2. No 

413 Did you/did the mother use de-worming medicine during pregnancy? 1. Yes 
2. No 

414 Did you/did the mother eat nutritious food three times daily during pregnancy? 1.Yes 
0.No 

415 Did you/did the mother eat iodized salt daily during pregnancy? 1.Yes 
0.No 

416 Did you/did the mother use mosquito net during pregnancy? 1. Yes 
2. No 

417 Did you/did the mother of child get TT injection during pregnancy? 1. Yes 
2. No 

418 Did you/did the mother deliver the baby in a health centre? 1. Yes 
2. No 

419 Did you/did the mother make postpartum visit to the health centre? 1. Yes 
2. No 

420 Did you/did the mother take Vitamin A postpartum? 1. Yes 
2. No 

421 Did you/did the mother feed colostrum (first milk) to the baby?  1. Yes 
0. No 

422 Is the child being breastfed? 1.Yes 
0.No 

423 Has the child received vitamin A? 1.Yes 
0.No 
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424 Has the child received de-worming medicines? 1.Yes 
0.No 

 Has the child received following vaccinations?  

425 BCG vaccination  1.Yes 
0.No 

426 Three doses of DPT 1.Yes 
0.No 

427 A dose of measles 1.Yes 
0.No 

428 Three doses of polio drops 1.Yes 
0.No 

 
 

(Instruction: Please ask the following questions to all caregivers) 
 

Childhood illness 

Q.N. Question Code Skip to 

429 Did the child have any experience of diarrhea in the last one month? 
 

1.Yes 
0.No 

 
Go to 434 

430 If yes, was the child promptly taken a physician for treatment? 
 

1.Yes 
0.No 

 

431 Was the child given Jeevanjal during diarrhea? 
 

1.Yes 
0.No 

 

432 Was the child given Zinc tablet/syrup during diarrhea? 
 

  

433 Was the child given normal amount of fluid during diarrhea at the 
minimum? 
 

1.Yes 
0.No 

 

434 Did the child have any experience of ARI in the last month? 
 

1.Yes 
0.No 

 
Go to 437 

435 If yes, was the child promptly taken to the physician for treatment? 
 

1.Yes 
0.No 

 

436 Was the child given normal amount of fluid during ARI at the 
minimum? 
 

1.Yes 
0.No 

 

437 Did the child have any fever in the last one month? 
 

1.Yes 
0.No 

 
Go to 440 

438 If yes, was the child promptly taken to physician for treatment? 1.Yes 
0.No 

 

439 Was the child given normal amount of fluid during fever at the 
minimum? 
 

1.Yes 
0.No 

 

 

(Instruction: Please ask the following questions to the care givers only if the child is more than 
six months old) 
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Child nutrition 

Q.N. Question 
 

Code 

 Did the child eat the following food yesterday during the day and night?   
 

440 Yogurt/milk? 1.Yes 
0.No 

441 Any commercially fortified baby food (e.g. Cerelac, Nestum, Champion)? 1.Yes 
0.No 

442 Bread/roti, rice, noodles, porridge or other foods made from grains? 1.Yes 
0.No 

443 Dal/lentils/beans/soya beans etc 1.yes 
0.No 

444 Pumpkin, carrots or sweet potatoes that are yellow or orange inside? 1.Yes 
0.No 

445 Potatoes, yams, taro or any other foods made from roots? 1.Yes 
0.No 

446 Any dark green, leafy vegetables like spinach, mustard green, etc? 1.Yes 
0.No 

447 Ripe mango, papaya or apricot? 1.Yes 
0.No 

448 Any other fruits or vegetables? 1.Yes 
0.No 

449 Liver, kidney, heart or other organ meats? 1.Yes 
0.No 

450 Any meat, such as pork, buff, yak, lamb, goat, chicken, or duck? 1.Yes 
0.No 

451 Eggs? 1.Yes 
0.No 

452 Fresh or dried fish or shellfish? 1.Yes 
0.No 

453 Fresh and dried cheese, paneer or other food made from milk? 1.Yes 
0.No 

454 Any other solid, semi-solid, or soft food that I have not mentioned? 1.Yes 
0.No 

 

(Instruction: Please ask the following questions to all caregivers) 
Education and child development 

Q.N Question Code 

455 Does the child attend any ECD centre? 1.Yes 
0.No 

456 Does the child have birth certificate? 1.Yes 
0.No 

457 How many children’s books or picture books do you have you for the child? Number ….. 

458 Do you have homemade toys for the child? 1.Yes 
0.No 

459 How many days in the past week was the child left alone for more than an hour? Days…… 
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460 Who read books or looked at picture in 
the last 3 days? 
 

1.Mother 2. Father 3. Other  4. None  

461 Who told stories? 1.Mother 2. Father 3. Other  4. None 

462 How long was s/he involved in telling 
story? 

Minutes…………… 

463 Who sang song? 1.Mother 2. Father 3. Other  4. None 

464 How long was s/he involved in singing 
song? 

Minutes…………… 

465 Who played? 1.Mother 2. Father 3. Other  4. None 

466 How long was s/he involved in playing? Minutes…………… 

467 Do you beat your children? 1. Yes 
2. No 

468 Do you scold your children? 1. Yes 
2. No 

469 Do you insult your children? 1. Yes 
2. No 

470 Do you encourage your children to make friends? 1.Yes 
0.No 

471 Do you encourage your children to play and work together with friends? 1. Yes 
2. No 

472 Do you encourage your children to learn new things? 1. Yes 
0. No 

473 Does the child have daily hygiene habits?  1. Yes 
2. No (Go 
to 475) 

474 If yes, does the child use them regularly on his/her own? 1. Yes 
2. No 

475 Do you encourage your children to maintain good personal hygiene? 1.Yes 
0.No 

476 If there are both boys and girl in the household, do you treat boys and girls equally? 1.Yes 
2.No 
3. No boy 
or girl 

477 How many minutes a day do you spend with the children? Minutes…… 

478 Do you want to spend more time a day with children? 1.Yes 
0.No 

479 If yes, how much time? Minutes….. 

480 If there are disabled children in the family, do you treat the normal and disabled 
children equally? 

1.Yes 
2.No 
3. No 
disabled 
children 

481 Have you participated in any activities of ECD centres? 1. Yes 
0. No 

 
(Instruction: Please ask the following questions to all caregivers) 
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Role of Men/father 

Q.N Question Code 

482 Do men help their wife in accomplishing daily household work when she is 
pregnant? 

1. Yes 
0. No 

483 Do men discourage their pregnant wife to lift or carry heavy loads? 1. Yes 
0. No 

484 Do men talk with the child before s/he is put to bed? 1.Yes 
0.No 

485 Do men read story for the child before s/he is put to bed? 1.Yes 
0.No 

 
500. Checklist for observation 
Now I would like to get your permission to observe the following things: 

Obs. No Things to observe Code 

501. There is a place for hand washing 1. Yes 
0. No 

502. The place for hand washings has adequate water 1. Yes 
0. No 

503. The place for hand washing has(Tick mark all those that 
are observed) 

1. Soap  
2. Detergent powder/ liquid 
3. Ash 
4. Mud 
5. Sand 
6.Husk of food grain 
7.None 

504 The household has toilet 1. Yes 
0. No 

505 Water is available in the toilet 1. Yes 
0. No 

506 Toilet is clean 1. Yes 
0.No 

 
(Instruction: If relevant, please complete the following after the interview is over. Skip those that are 
irrelevant) 

Obs. No  Things to observe Observation 

 507. If the child was seen being breastfed, mother was seen showing 
affection or talking with the child 

1.Yes 
0.No 

508. If the child was seen playing, father was seen playing with the child 1.Yes 
0.No 

509. There were toys for the child 1.Yes 
0.No 

510. If child asked questions, they were answered nicely by the caregiver 1.Yes 
0.No 

511 If the child was seen complaining or quarreling, caregivers were 
explaining the things patiently while maintaining eye contact  

1.Yes 
0.No 

512. Caregiver was seen to have washed hand with soap and water before 
feeding the child 

1. Yes 
0. No 
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513. Child was seen to have washed hands with soap and water? 1.Yes 
0.No 

514. Child was seen eating together with the adults  1.Yes 
0.No 

515. Food looked freshly prepared 1.Yes 
0.No 

516. Child was seen physically abused/beaten 1.Yes 
0.No 

517. Child was seen verbally abused/scolded  1.Yes 
0.No 

518. Child looked healthy 1.Yes 
0.No 

519. Child was kept clean/well groomed 1.Yes 
0.No 

520 Children were seen eating junk food 1.Yes 
0.No 

521 Children were seen playing with mobile phone 1.Yes 
0.No 

522 Children with disability were properly cared 1.Yes 
0.No 

523 Caretakers were drunk 1.Yes 
0.No 

524 Caretakers were smoking in front of children 1.Yes 
0.No 

525 Boys and girls were receiving different treatment 1.Yes 
0.No 

 

Other significant observations to be made by the interviewers 
1. 
 
 
2. 
 
 
3. 
 
 

 
End 

(Please attach this questionnaire with the household questionnaire after the interview is complete) 
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A Study on Knowledge, Attitude and Practices (KAP) Before and After 
Implementation of Parenting Education programme in 3 districts of Nepal  

Institute for Integrated Development Studies (2017) 
 

Namaste. As you know, implementation of parenting education programme is just over in this 
community. The purpose of PE was to cause changes in child development and care related practices by 
increasing knowledge and attitude of caregivers first.  
 
We are back in this community to assess if there is increase or positive changes in child care and 
development practices after the implementation of PE programme. We will ask you a number of 
questions to assess the changes. Your answers will be kept strictly confidential. This discussion will take 
about an hour. May we have your permission to start the discussions? 

Type of participants (circle one) 1. Urban/men/women 
2. Rural/men/women 

 

District:  ……………………….. 

VDC: ………………………… 

Name of ward/Tole: ………………………. 

Date: May ……,2017 

 
 
(Please fill in following table before starting the FGD) 

SN Name of the participants  Sex  Education 
completed 

Remarks  

1     
2     
3     
4     
5     
6     
7     
8     
9     
10     
 
Part 1: Organization of parenting education 

1. What methods were used in delivering parenting education (i.e. puppets, singing)? 
 
 

2. Did you enjoy participating in parenting education? Why? 
 
 

3. What were the topics/chapters you had selected in PE courses? 
 
 

4. How did you select them? 
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5.  Why did you select them?  
 
 

6. What were the topics/chapters you did not select? 
 
 

7. Why didn’t you select them? 
 
 

8. How was your participation? If regular or irregular, what were the reasons? 
 

Part 2: Changes experienced after implementation of parenting education 
(Instruction: If terms such as poverty, social norms are reported please ask the participants to be 
specific) 
9.1 Health (Please probe by issues such care during pregnancy, child delivery, postnatal care, 
immunization, hand washing, treatment of disease, etc if answers are not spontaneous) 
 

• Improvement in health knowledge. If improvement, what? If no improvement, what and why? 
 

• Improvement in health attitude. If improvement, what? If no improvement, what and why? 
 
 

• Improvement in health practice at community, parents and children levels. If improvement, 
what?  

Community level: 
 
Caregiver/parents level: 
 
Children level: 
 
 

• KAP gaps: Health issues on which practice has not improved despite increase in knowledge and 
attitude? What? Why (barriers)? 

9.2 Nutrition(Please probe by issues such as breastfeeding, micro nutrition, consumption of mix of food if 
answers are not spontaneous) 

• Improvement in knowledge. If improvement, what? If no improvement, what and why? 
 

• Improvement in attitude. If improvement, what? If no improvement, what and why?  
 

• Improvement in practice at community, parents and children level. If improvement, what?  
Community level: 
 
Caregiver/parents level: 
 
Children level: 
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• KAP gaps: Nutrition issues on which practice has not improved despite increase in knowledge 
and attitude? What? Why (barriers)? 

 
9.3 Protection and care(Please probe by issues such as safety against disasters, playing areas of children, 
birth registration, beating, scolding, insulting, discrimination (gender and disability), enrolling children in 
ECD centres etc if answers are not spontaneous) 

• Improvement in knowledge. If improvement, what? If no improvement, why?  
 

• Improvement in attitude. If improvement, what? If no improvement, why? 
 

• Improvement in practice at the community, parents and children’s level. If improvement, what?  
Improvement at community level: 
 
 
Improvement at caregiver/parents level: 
 
 
Improvement at children level: 
 
 

 

• KAP gaps: Protection and care related issues/things on which practice has not improved despite 
increase in knowledge and attitude? What? Why (barriers)?  

9.4 Stimulation and learning (Please probe by issues such as reading story/picture books, playing, 
singing, toys made from local materials, encouraging children to learn new things, enrolment of children 
in ECD centres, role of father etc if answers are not spontaneous)  

• Improvement in knowledge. If improvement, what? If no improvement, why? 
 

• Improvement in attitude. If improvement, what? If no improvement, why? 
 

 

• Improvement in practice at community, parents and children’s level. If improvement what? 
Improvement at community level: 
 
 
Improvement at caregiver/parents level: 
 
 
Improvement at children level: 
 
 

• KAP gaps: What are the stimulation and learning related issues/things on which practice has not 
improved despite improvement in knowledge and attitude? What? Why? (barriers) 
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9.5 Other issues (Please probe by issues such as socialization of children, role of husbands, participation 
in activities of ECD etc if answers are not spontaneous) 

• Improvement in knowledge. If yes, what? If no, why?  
 

• Improvement in attitude. If improvement, what? If no improvement, why?  
 

 

• Improvement in practice at the community, parents and children’s level after parenting 
education? If improvement what? 

Improvement in practice of community: 
 
 
Improvement in practice of caregiver/parents: 
 
 
Improvement in practice of children: 
 
 

 
 

• KAP gaps: Other issues on which practice has not improved despite improvement in knowledge 
and attitude? Why (barriers)?  

 
 
 
10. In your opinion, what should be the future course PE and why? 
(Instruction: Get mobile number of 2-3 active participants who can be contacted for further 
information in the future) 

1. Name Mobile number 

2.   
3.   
 

 
 
 
 
 
 
 
 
 
 
 
 
  



 

82 
 

A Study on Knowledge, Attitude and Practices (KAP) Before and After 
Implementation of Parenting Education programme in 3 districts of Nepal  

Institute for Integrated Development Studies (2017) 
Endline questions for selected facilitators(KII) of programme areas 

 
Introduction 
Namaste. As we know, implementation of parenting education programme is just over in this 
community. The purpose of PE was to cause changes in child development and care related practices by 
increasing knowledge and attitude of caregivers first.  
We are back with you to know about your experience in running PE sessions, selection of topics by the 
participants, their regularity in sessions, the impact of PE on caregivers and children, the sustainability of 
impacts, etc. Your answers will be very helpful in defining the PE grogram in the future. In the endline 
report, we will not reveal your identity. May I have your permission to interview you? 
(Start the interview if permission is granted) 
 

District:  ……………………….. 

VDC: ………………………… 

Name of ward/Tole: ………………………. 

Name of ECD centre: ………………………. 

Name of Facilitator: ………………………. 

Mobile number of facilitator  

Date : 2017April 

 
Facilitator's interview guide 

1. What methods were used in the training you received (e.g. singing, puppets)? 
 
 

2.  What methods did you use in conducting the PE sessions? 
 
 

3. What processes were used to select topics for PE sessions and why?  
 
 

4. Which topics were preferred by the participants and why? 
 
 

5. Which topics were not preferred by the participants and why? 
 
 

6. How was the participation of caregivers? 
 
 

7.  Was the participatory processes used to select topics helpful? How? 
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8. Was the participatory process used to select time helpful? How? 
 
 

9. How was the regularity of participants and why? 
 

 
 

10. Were there male participants? How many? (Ask the reasons for participating or not 
participating by men) 
 
 

11. What changes have you noticed in the behaviour of mothers in relation to child care? 
Please elaborate. 
 
 

12. What changes have you noticed in the behaviour of fathers in relation to child care? 
Please elaborate. 
 
 

13. What changes have you noticed in the behaviour of other caregivers in relation to child 
care? Please elaborate. 
 
 

14.  How has been your overall experience conducting PE? (Also ask what the pleasant 
experiences were and what the challenges were? (Ask why, how and what questions on 
the basis of the responses) 
 
 

15. How supportive were the topics covered by PE to address social problems? How? Please 
give examples. 
 
 

16. How successful do you feel in making parents and caregivers involve in child care as 
suggested by PE? Why? How? (Ask about factors that helped to be successful and 
factors that hindered to be successful to cause changes in practice). 
 
 

17. Do you think the changes brought by PE can be sustained? How? 
 
 

18. In your opinion, what should parenting education be like in the future and why? 
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A Study on Knowledge, Attitude and Practices (KAP) Before and After 
Implementation of Parenting Education programme in 3 districts of Nepal  

Institute for Integrated Development Studies (2017) 
Endline questions for selected facilitators(KII) of comparison area 

Introduction 
Namaste. We are here to understand the trend of children’s participation in ECD centre. We would like 
to ask you few questions in this regard. We will not reveal your identity. May I have your permission to 
interview you? 
 (Start the interview if permission is granted) 
 

District:  ……………………….. 

VDC: ………………………… 

Name of ward/Tole: ………………………. 

Name of ECD centre: ………………………. 

Name of Facilitator: ………………………. 

Mobile number of facilitator  

Date : 2017April 
 

 
Facilitator's interview guide 

 
1. Are any new government or NGO programmes that have encouraged children’s 

participation in this ECD centres since the last 7 or 8 months? If yes, what are they? 
 
 

2. Will you please allow us to have a look at the student register and take notes on the 
trend of children’s attendance over the last 7 or 8 months?  

 
Next: Fill in students’ attendance form 


