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EXECUTIVE SUMMARY

INTRODUCTION

© According to WHQ, nearly 52 percent of deaths and 38 percent burden of diseases (BOD) in South

East Asic Region (SEAR) are related fo Non communicable Diseases (NCDs). Particularly,
cardiovaseular disorders, cancer, diabetes mellitus, chronic lungs disease and conditions arising from
cccidents and injuries are in the top in the region. !

Degenerative end nen communicable disease in Mepal accounted for 42 percent of the causes of ai
deaths and coniributes 23 percent to the loss of all Disability Adjusted Life Years (DALYs). It has
aiso been estimated that within 15 years, degenerative and all other NCDs wouid account for
aimost 30 percent of the total DALYs lost. Nepal World Health Survey (2002) data revecled that
Non-Communicoble disease death toll was 41.946 percent of all deaths. Data in Weorld Health
Report 2003 estimated the NCDs deaths accounted for 48.9 percent of the totel deaths and o
death rate of 4.7 deaths /1000 population; Nepal is categorized as o country in  Scuth egst
Asia with high child and high adult mortality  stratum.2 According to the Annual report of DoHS
2002, NCD deaths accounted for 8.17percent of the total inpatient and 24.84 percent of toial
hospital deaths. Qut of hospital recorded NCD deaths, cardiovascuiar deaths accounted for 44.38
percent and deaths due to COPD were 37.38 percent. 3

WHO $TEPwise NCD Survey in Kathmandu Metropolitan city (2003), carried out emong 2030
individuals of 25-64 years population group, revecled that 33 percent of the fotal respondents
consumed tobacco (smoke and smokeless). In total, about half of the surveyed population {48
percent) had ever consumed alcohol in their life time. Of total consumers, &3 percent were male and
33 percent were female. Respondents had low fruit and vegetable intake. Only 0.4 percent of the
male respondents had consumed five or more than five servings per day. Study shows that 74
percent of male respondents and 91 percent of female respondents were physically inactive
physically. Similarly, 27 percent of the male and 42 percent of female were overweight. Among the
surveyed people, 20 percent of males and 17 percent of the females were hypertensive,

Information on distribution and determinants of risk factors espedially for NCDs in population
provide basis for selecting strategies for effective prevention and control. Such strategies ¢im to
promaote healthy behaviors and lower risks in the entire population. Thus, it is essential to quantify
and know the distribution of risk factors in the community. So, the STEP Survey was carried out in
three cdditional districts, namely Lalitpur, Ham and Tanchy in 2004/5.

Main aim of this study was to identify and describe the level of sefected NCD risk factors by cge
and sex among 15-64 cged populations, using recommended WHO definitions and to provide
appropriate and sufficient information needed for designing and implementing NCD risk factors
prevention and control interventions. The selected variables for this study were tobacco, cleched,
physical inactivity, nutrition, weight, height, waist girth and blood pressure. This WHO $TEPwise
approach had collected the information through interview (STEP 1) and physical measurements (STeP
245
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OBJECTIVES

The main objectives of the study were

1. To estimate the distribution of NCD risk factors, as a first step in o sequential process that
gims to estchlish and maintain o comprehensive, integrated, systematic and sustoinable
pepulation-based . data collection system as port of the National "Action Plan for the
Prevention and Control of Non-communicable diseases in Nepal

2. To establish NCD surveiliance sentinel network in Nepal

3. To establish baseline level of populction level risk factors for NCDs.

STUDY DESIGN

DESIGN

A descriptive cross sectional study design was followed. In order to generalize the risk foctor
distributicn for NCDs in the populafion, sufficient sample size was taken under study. In order tc
study the risk factors, the WHO STEPwise opproach was implemented in three districts namely Ham,
Lelitpur and Tanahu. A total of 7792 sample was taken out of nineteen VDCs and two municipalities
in the three districts.

INCLUSION CRITERIA

Males and females 15-64 years of age linclusive}, who were willing to participate and were clse
the permanent residents of the study area were included in the study.

EXCLUSION CRITERIA

Individuals in institutionalized settings e.g. in hotels, motels, hospitals, nursing homes and other
institutions and also the temporary residents of the study area were being excluded from the study.
Burning armed conflict and emergency sites were planned to be excluded, but fortunately, there was
no any site like this and the field team did not face any difficulties to collect the data.

SAMPLING DESIGN

SAMPLING FRAME

Among the decentralized program districts, three districts were selected. Those districts were Tanahu
{Western region), Lalitpur (Central region) and Ham (Eastern region). This was purposively selected
taking into account the local condition, the local capacity and existing resources. The sampling frame
is Probability Proportionate to Size for all wards in Lalitpur Municipality (Urben population of
Lalitpur district), Byas municipality and other Village Development Committee {VDC) in Tanchu {both
Urban and rural population of Tanahu district) and enly rural VDCin llam district.

The three Districts had a total population of 508,695 accerding to the 2001 census ©. Of this,
estimated 270,042 or 53 percent were the NCD surveillance target group population.
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SAMPLING METHOD

The sampling method for this survey was Multi-stage cluster sampling,

a. Using the 2001 Census data the sample size had been determined in the three districts
producing a ward’s list  in the VDC and municipalities, number of expected individuals to
be interviewed by each age category based on the proportion of the ¢ge group in the
population and the sample size needed.

b. At the district level: For household information of the wards in the randomiy selected VDCs
and Municipalities in llam and Tanahe and lalitpur, house holds were to he sampled by the
focal health workers. During the preparation phase, the management committee of each
selected VDC was asked to provide the household list. DHO had dissemingted the
information concerning the survey in order to get more cooperction from the healik
stekehoiders. But, the household list was not aveilable ot the VDC level and becouse of thet
we covld not get updated and recent information of households.

VOC and Municipality level: In the selected VOGCs, all wards in the VOC had fo be coverad
end initiclly it was proposed purposed to obtain the househeld listing to implement the
systematic sampling for the househeold selection but later, when the list was not available, the
samples were collected by using the cluster methods. The required sample number frem each
ward was caleulated using PPS method. The information was disseminated throughout the
VDU and municipality to participate in the study.

g

d.  Atthe household Level: The interviewers went to the centre of the ward and tessed a coin.
¥ head come, they started from the first HH in front of the interviewer. If tail came, they
started from the HH in the back (HH: One group of residents sharing a kitchen), they went in
clockwise direction in the ward until reaching the required number of each age group,

e.  Atthe HH: Among the eligible participants only one member of the houscheld was selected
using simple random sampling. The information related to risk factors was collected from the
selected person using STEP 1 and STEP 2 tools of the WHO STEPwise approach.

SAMPLE SIZE ESTIMATION

A totel 8,500 individuals distributed proportionally in the nineteen VDCs and two municipalities were
selected for the study. At least 250 individuals in each age group were identified as respondents.
Efforts were made to minimize non-response, and fo interview as many people in the survey sampie
as possible,

PRETEST

The instruments were pre tested by organizing pretest work shop frem February 1+ to 319 2005. The
resource persons for the workshop were the members of organizing committee. The workshop was
targeted fo the District team {of supervisors), interviewers and data management tecm.

WHOQO Regional NCD advisor had attended the pilot testing work shop. Necessary amendments in
the instruments were dome affer the pilot test in Imadol VDC of Lalitpur district.The instrument
{questionnaire) was field tested and necessary amendments were done by incorporating the
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suggestions and finalization of the instrument was done by the end of the workshop. (For details of
the schedule of the workshop see annex 4}

DATA COLLECTION

DATA COLLECTION AND QUESTIONMNAIRE DESIGN

The WHO STEPwise approach to surveillance had been adopted to develop this surveillance
structure, with o focus on the core behavioral risk factors as cutlined within the framework of STEP
tand 2. One person between 15-64 years of age in each household was randomly selected and
inferviewed, until the desired quota wes fulfilled. Once the quota for 250 members for specific
uge group were fulfilled in one cluster, the member of household belonging to the particular age
greup was excluded for the selection. The Quota of 125 male and 125 femcle of the respective
age group wes sbrained in similar manner,

Data was collected through face-to-face interviews with the help of a structured guestionnaire.
Informed consent was taken from the respondents before each imterview. The questionnaire had
been trensiated into Nepali and beck translated into English ensuring consistency in phrasing of
questions so thot the responses would not generate a bias. The questionngire (survey instrument) ysed
in this study was of version 1.4, 5 (Respondents did not receive ony incentives. It was decided thet
offering incentives might tend to generate o bias as respondents in poor urban and rurei areas tend
fe respend in the affirmative, assuming that such replies would be linked to rewards. Qur previous
experiences with community interviews were encouraging.

A serfes of consultations were used to fully develop and refine the tool of assessment. The
questionnaire was piloted and modified as necessary. It was ensured that all questions were valid
and refiable. The questions and instructions were clear, non-ambiguous and fair. Almost all questions
had been designed to fixed alternative responses for greater uniformity and simplicity for the
analysis. A few questions were open-ended so as not to loose valuable information. These were
subsequently coded.

GETTING THE QUALITY DATA

In order to ensure quality information the data collectars troiners and supervisors were selected from
sampled districts considering male: female ratio of 1: 1 for interviewers. 8 supervisors of posis like
District Health Officer, District Public Health Officer, Medical Officer, and Seniors Nurse in each
District were selected. Similarly, 16 data collectors of posts like staff Nurse, Heclth Assistant,
Auxiliary Health Worker and Auxiliary Nursing Midwife from local health instifution were selected
os data collectors for data collection. The data collectors’ doto managers and supervisers were
troined for the task allocated for them, (For the detcils of training see annexes 4)

There were Show cards of glasses to quantify the aicohol content and pictures of fruits to quantify
the numbers of serving. Supervisor had to attend 25% somple of interviews and check the
questionnaire filled by the interviewers. Ten percent of the guestionnaire had to be re-interviewed
and the result checked and compared to the interviewer result. The data collectors were closely
supervised during data collection. The result was discussed to improve the guality of the infermation.

GQuestionnaira then wos submitted to the Stcfistical assistant and s/he had again checked the
relickility of the dota and gave feedback to the supervisor.

The District’s DHOs were responsible to overcome technical problems and s/he was a fieid decision
maker for the NCD surveiliance activity.

(¥
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QUALITY ASSURANCE PROCEDURES

Different approaches were used to ensure consistency of interviewing and good quality date (i.e.
randem checks by field supervisor, co investigator and re-interviewing the impeortant questions from
10 percent of the respondents by supervisor}. In addition to these all doyble datg entry of the whole
data was done. A verification check on 5% of the sample was conducted after double entry.
Measures were token to attain complete reliability and to reduce variation to reasonable limits. To
this end, clearly defined standardized procedures were developed; questions were asked In a
standard manner and the wording and the order of the questions were decided well in advance.
Particular ottention was poid to reproducibility of similar information, when the question was asked
more then once, so as not to generate a bias and to minimize variability of responses. Questions
were asked in o neutral manner without showing @ preference for ¢ parficviar rasponse; it was
made sure that the respondents understand them in the same way. The dafe coilectors, dota
managers and supervisers were trained for the task cllccated for them. Questionnaire, survey
guidelines were pilot tested. In order to maintain the quality in implementation procedures frequent
meetings were held among the technical and organizing committees and necessary correction wera
deone if any devigtion in the standard was tracsd.

DATA MANAGEMENT

As 3 days fraining to District Statistical essistants and medical recorders was done by SOLD NEPAL
team for specific data management in district level, Dota was edited, coded and double entered in
semple districts health office by statistical assistants and medical recorders. Later on the dota was
agein menaged by trained expertise from SOLD NEPAL with senior statistician technical input. Data
verification, validation and reliability were tested on certain variable such as age group, gender.
Confidentiality of data was ensured.

DATA ANALYSIS

SPSS Ver 10 waes used for final data processing because SPSS 10 was more advance soffware for
statisticai package for sociological studies. Data was analyzed in terms of different aspecis of
stafistics such as percentage, mean, median and confidence limits in terms of mean and median.
Cross tabulation of the tables was dene as per the TOR.

CONFIDENTIALITY

A commitment to confidentiality was ensured in the consent forms and training exercise. In addition,
date entry was done on the some doy; questionnaires were taken from the field staff and
transferred away safely en ¢ daily basis. Computer systems were password protected.

ETHICAL CONSIDERATION

The study followed NHRC research Guidelines, which emphasizes on respect to study subjects, their
justice, informed consent and control of possible risks fo the subjects in the siudy.” Informed consent
was obtained from each perspective study subject. There was no risk to the subject as there was no
intervention in the study. Supervisors and enumerators were trained on making informed conzent,
step in interview and physical measyrement measurements. If the subject was found having non
communicable diseases or problem such as hypertension during our survey, s/he was referred 1o
near by health institution with referral slip. There were cases referred for the needful management



of their hypertension os they had for the fist time noticed the conditions during physical
measurement. {For ethical ¢learance please see annex 7)

CONSTRAINTS AND LIMITATIONS

Followings were the constraints and limitations of the study.

Since the survey was done with selection of 3 districts devolution district purpaosively, the results can
rot be fully generalized and thus is not naticnally representative.

During the survey, the capacity of the supervisors, data operators and interviewers wers over
estimated. There was difficulty in stondardization in quontification of the issves like physical
activities, diet consumption in relation fo local context,

MAJOR FINDINGS

DEMOGRAPHIC INFORMATION

Cut of 8500 propesed, a total of 7792 population participated in the survey of which 3674 were
male ond 4118 were Female. Male and female sex ratic was 0.9:1. The Mean number of aduits
over 13 years in each household was almest 4.

The survey revealed that among the surveyed population, 39 percent were iliterate , 48%
percent had completed primary and secondary level, and enly 11 % had completed intermediate
level and above. Greater variation in education attainment was cbserved among different age
groups and cmong male and female respondents. It showed that majority of the surveyed
pepulation were less knowledgeable and indicated that they had little knowledge about the NCD
prevention cnd control.

A significant majority {(unpaid - 71percent), of the population were unemployed. One fifth of them
{22 percent) were self-employed, 4 percent were emploved in Non-Government sector. Only 3
percent of the total participants were government employed and cmong unpaid 55 percent were
involved in household works. The proportion of the male who were government employed was
almost six times greater than the female respondents. Similarly, less female were involved in paid
iobs.

TOBACCO USE

Present study in three districts showed that 41 percent of the total respondents consumed either
form of tobacco. Almost 21% of the respondents had ever smoked ond 20 percent had consumed
smokeless febacce, On average, the people started smoking at the age of 19 years but the young's
of 15-24 years hod started smoking earlier {16.42 years) in compared to male (19.76 years) in
the 53-64 vears of age group. The tobacco consumers consumed tobacco for about 27 years with
mean duration of smoking to be almost 40 years in the 55-64 years age group. The dots showed
that the younger population will continue smoking for longer years.

On the other hand, a positive trend of quitting smoking was observed ameng the younger the
age. Higher percentage of young respondents never smoked compared to the colder age group. A
significant number of participants (23 percent) had left smoking. It indicates that anti-smoking trend
hos grodually been developed in the population.
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ALCOHOL USE

In total, 38 percent of the surveyed population had ever consumed alccho! in their life time. Qut of
total, 37 percent were current consumers. More than a half of the male population {32 percent) had
ever consumed alcohol.

Mecn number of standord drinks consumed by current drinkers per week was 3.3 (M: 3.7, F: 1.9) but
mean standard drinks per day (while consumed) was 4.36 (M: 5.03, F: 3.45)

Lorgest number of drinks consumed during a single occasion in the last 12 months by Male 8.7
stonderd drinks and among female it was 4.8 with the avercge of 7.3 cmong both sexes. One
standard drink was equivalent to cne standard bottle of regular beer (285 ml) ene single measure
of spirit (30ml), one medium size gloss of wine [120mi) and one measure of aperitif {60mi}) with net
cicohol content of ¢ standard drink is 8-13 g of ethanol depending on the country.

Mean number of occasions for >5 standard drinks in single occasion ameng male was 79 and >4
standard drinks emong female was 45,

DiET

The numbers of daily servings of vegetable was found to be 2.4%9 with 2.57 for male and 2.42 for
female

The maie respondents consumed 2.53 servings of fruits and female respondents consumed 2.14
servings of fruits per day with average of 2.32 servings of fruits per day for both sexes.

Cne serving of fruit was considered equivalent to one medium piece of fruit like banana, orange
apple efc; half o cup of cocked, chopped or canned fruit or helf a cup of juice. Similarly, one
servings of vegetable was considered equivalent to one cup of raw green leafy vegetables, half o
cup of other vegetables cocked or chopped raw or haif a cup of vegetable juice.

The majerity of the respondents (96.1%) consumed less than five servings of fruits or vegetables per
day. Almost one {0.9%) percent of the respondents had consumed more than five servings of the
fruits and vegetables in @ day. Three percent of the respondents did not consume any vegetables or
fruits servings daily. It clearly showed that the surveyed population did not eat fruits and vegetables
as standardized by WHQ.

Use of vegetabie oil &uring mecl preparation was found to be universal (97.20%). Use of lard or
fust, butter or ghee, margarine and other comprise of less than 2 % of the oil like substances used
during meal preparation. The vegetable cil does not contain cholesterol.

PHYSICAL ACTIVITY

Mere than half of the respondents (M: 46%, F: 57%; mecn 51.5%) did not work, almost ene in five
respondents (M: 12%, F: 26%; mean]9.1%) were inactive in transport related physical activities and
86 percent of [M: 84%, F: 88%)] of them did not involve in recrection related physical activities, The
higher prevaience of physical inactivity was observed omong female and older age groups. There
are threats or risks of acquiring of non communicable diseases because of less involvement in
physical activities.
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HISTORY OF HYPERTENSION AND DIABETES

Forty eight percent of participants had checked blocd pressure in past 12 months. Among them 7
percent were found to have conditien with raised bleod pressure. Not ol the people who develop
Hypertension get the appropriate life style advices from doctors or health worker. The respondents
who were hypertensive (M 3.42%, F 8.52%; mean 6.15%) visited traditional healer and 5.7 % of
the respondents were using herbal remedies for the hypertension.

Similarly, percentage of participants who checked blood sugar in 12 months was 9 percent and of
them 2 percent was found to have high level of blood sugar. Out of the 700 respondents who had
seen heclth workers for last 12 months, 155 fe. 22% (M 24.3%, F 20.3%) were found to have
elevated suger level. Of those who are diabetic, 15.03% are currently taking herbel remedies,
7.19% had visited traditional hecler. Less number of female gets advices than male. Twelve
percentages of those who were diagnosed were neither using orei drugs nor insulin.

PHYSICAL MEASUREMENT

Average height of mcle was 1.6 meter and of female was 1.55 meter. Averags weight of male
was 58 Kgs and of Female was 50.5 Kgs. BMI calculation showed that an equa! percentage of
male and female {10 percent) were underweight; 68 percent male and 76 percent femaie were in
normal range. Data further revealed that 20 percent male and 11 percent female were cverweight,
More than twe percent femcle and 1.4 percent of male were found being obese.

Mean systolic ond diastolic bloed pressure for both sexes remecined 129 mmHg and mean 80 mmHg
respectively. Among maie mean systolic blood pressure was 133mmHg and diastotic was 82 mmHg
and among Femaie sysiolic blood pressure 126 and diastalic was 79 mmHg respectively.

Respondents with condition of raised blood pressure were 42 percent. Forty nine percent of male
and 35 percent of the female respondents were found to be hypertensive (Systolic > 140 and
Diastolic >90). Percentage of both  sexes with raised blood pressure  [Systolic > 170 and Diastolic
>100) was 10 percent with 12 percent of male and 9 percent of female. Only 4 percent of the
participents were treated with drugs for the raised blood pressure during last year.

CONCLUSION(S) AND RECOMMENDATIONS

CONCLUSION(S)

This study wa: done with the view of establishing o continuous surveillance system of non
communicabie diseases in Nepal with reference to the major risk factors for non communicabie
diseases recognized world wide. This is a pilot study expanded in 3 districts after NCD risk factor
study in 2003 which was carried out in urban sefting considering one district.

The study found out the abundant evidences of prevalence of risk factor under study. Alarming facts
of prevalence of secondary risk factors were detected. High percentages of hypertensive
respondents were unknown about their blood pressure status and many of the respondents were
physically inactive. Around 7 % of the respondents had the history of hypertension and aimost 42%
were identified to be hypertensive during our study. Consumption of tobacce and aleohol was
common ameng the respondents and older people tend to drink more heavily than the younger
people. Significant proportion of the respondents was either over weight or under weight. Simitarly,



22% of the respondents who had visited physician in last 12 months were diégnosed as dichetic,
which was almost 2% out of fotal sample.

It's clearly seen that the risk facters for nen communicable and chronic diseases are common in the
soclety. Regular Scrutiny of such factors in the general population is necessary to track out the extent
of problems and cchievement in control of non communicable diseases. Well planned, need based
and effective progrommes are needed to address the lifestyle changes in the general population.

RECOMMENDATIONS

Bused on the study; followings are recommended

1.

Extensive cworeness and intervention pregrammes on behavioral change intervention
addressing the issues

®  Related to both smoking and use of smokeless tebacco with special focus to femcle,
youths and adults for quitting consumption as well as demand reduction,

*  Of harmful effects of aleohel consumption,

¢ Importance of more vegetable and fruits in daily diet and to promete heaithy habirs
like use of vegetable oil for cocking

= To promote physical activities both in urban and rural settings.

Government should take strong hold in implementation of existing policy initiatives and  take
new initiatives in order to

= Discourage the marketing and promotion of the manufactured cigarette and liquor

®  Restrict in buying/ selling tobaeco products and liquor so that the young people {minors)
would be discouraged for consuming tobacco and liguor in early age.

Since the study revealed a significant portion of those who were diagnosed with
hypertension and diabetes visited traditional healers and were taking herbal medicine for
treatment. So, all hypertensive and diabetics in the community level should get modern
medicai facilities as well as adequate awareness to utilize those facilities.

it's recommended that stondardization of servings of fruits and vegetables and degree of
physical activities at local context should be done for further surveys.

Regular blood pressure and biood sugar leve! monitoring services should be made available
in community based settings and people of cider age should be aware about the
impertance of regular blood pressure/ sugar monitoring ond regularity of medication.
Physicions and heaith workers should emphasize on the importance of life style changes
together with the medicinal treotment for the hypertensive and diobetic condition and
ensure that every client gets advices for life style change.

Y
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10.

Government should prioritize the prevention of non communicable diseases by intervening
egainst the risk factors and including them in essential heclth care service and provide them
through primary health care settings.

As Survey has been conducted in three districts Involving district ond below district health
workers, they are already sensitized to some extent about the risk factors for NCDs. It can
be recommended that this sensitization programmes should be continved and reproduced.

District level capacity was overestimated during planning especially in selecting the
interviewers and supervisors and date entry persons. As ¢ result, survey tecm faced some
difficulties in maintaining data quality. Sc in the days to come, standard selection criteria
should be developed and utilized for better relation of the field staff to increase the data
quality. It is clso recommended that computer related exams should be token with districts
statistical assistont and medical recorders who could be chosen for the dofe mencgement.

Training for interviewers and supervisors were conducted for 2 and 2 days respectively. This
was quite insyfficient to discuss and conceptuclize the research matters. Therefore, it is
recommended ta extend the duration of the training for 5 days and 3 days respectively.

it Is szen from the programme reviews that those health programmes like EP 7B /Leprosy, FP
efc. which are conducted from different service outlet from government healith institutions
and have focal points up to district level have been effective. Keeping in mind the extent cf
nen communiceble disease load ond prevalence of NCD risk factors in the community and
the fzasibility of control through behavioral initiatives, it is recommended that response of
nen communicoble diseases should be extended and expanded ot different level of service
deiivery appointing o focal point at district level.



CHAPTER ONE

INTRODUCTION

According to WHOQ, nearly 52 percent deaths and 38 percent of diseases burden in South East Asia
Region (SEAR) are related to NCDs. Particularly, cardiovascular disorders, cancer, diabetes mellitus
and cenditions arising from injuries are prioritized top in the region, out of them; ischemic heart
disecse and cerebrovascular disease are two main conditions. Cancer, CVD, neuropsychiatry

disarders, diabetes mellitus and hypertension are major NCDs reported in Nepal. !

WHQO estimated that approximately half of the burden of diseuses would be caused by chronic
disease, 13% by injuries and 39% by non cemmunicable diseases. Chronic diseases risk factor is the
leading couse of the death and disease burden in alil countries, regardless of their economic
cevelopment status. The leading risk facter globally is roised bloed prassure, followed by tobacco
use, raised chelesterol and low fruits and vegetable consumption. The major risk factors together
account for around 80% of the deaths from heart disecses and strokes. Moreover, risk tronsition is
causing an alarming increase in risk factors in middle and low-income countries because of marketing
targers of  tobacco, alcohol and preserved foods by multinationai companies. As people with low
income and education suffer the most from the grectest burden of diseases, focus of WHO,
internctional organizations and governments is on trying fo redress this imbaiancs - by directly
tackling poverty, concentrating en risk to health among the disadvantaged and hence cverail
econemic growth.?

IT was estimated that degenerative and non communicable diseases in Nepal accounted for 42
percent of the causes of all deaths and contribute 23 percent to the loss of all Disability Adjusted
Life Years (DALYs). It has also been estimated that within 15 yeers degenerative and ail other NCD
would account for almost 30 percent of total DALYs lost. Nepal World Health Survey 2002 data
reveated the Non-Communicable disease death toll was 41.96 percent of all deaths, Data in World
Health Report 2003 estimated the NCDs deaths of 48.9 percent of the total ‘deaths or 4.7 /1000
populgtion in Nepal as o country in South East Asia with high child and high adult moriality stratum.
2Accerding to the Government Hospital records in Annual report of DoHS 2002, 8.17percent of the
total inpatient and 24.84 percent of all hospital deaths were NCD related deaths. Cardiovascular
deaths were 44.38percent and COPD were 37.38percent of hospital NCD deathss.

WHQO STEPwise NCD Survey, in Kathmandy Metropofitan city, 2003, carried out among 2030
individuals of 25-64 years population group, revealed that 33 percent of the total respondents
consumed either form of tobacco (smoke and smokeless). In total, about half of the surveyed
population (48 percent} had ever consumed alcohol in their life time. Qut of total, 63 percent male
and 33 percent female were clcohol consumers. Respondents had low fruit and vegetable intcke.
Caly 0.4 percent of the male respondents had consumed five or more than five serving per day.
Swudy shows that 74 percent of male respondents and 91 percent of female respondents were
inactive physicaily. Similarly 27 percent of the male and 42 percent of female were overweight.
Amaong the surveyed people, 20 percent male and 17 percent female were hypertensive #

The couses of main chronic disease epidemics are well established and well-known. The most
important modifioble risk factors are unheoithy diet and excessive energy intcke; physical
inactivity; clcohsl consumption and tobacco use. The maijor modifioble risk factors, in conjunction
with the non modifiable risk factor of age and heredity, explcin the majority of new events of heart
disecsas, stroke, chronic respiratory disease and some important cancers. The relationship between
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the major modifioble risk factors and the main chronic diseases is similar in all region of the werld.
' Though, annual report of MOH is the main source of NCD related mortiity and morbidity
information in Nepal, it is not free from bics caused by misreporting and under reporting of events
due to poor accessibility of health services and difficulties in establishing diagnosis as classification
of diseases is not based on ICD. !

Infermation on distribution and determinants of risk factors especially for NCDs in population
provide basis for selecting strategies for effective prevention and control. Such strategies cim to
promote healthy behaviors and lower risks in the entire population. Thus, it is essential to quantify
and access distribution of risk factors.? So, WHO Country office had extended the STEP Survey to
three additional districts namely Lolitpur, lom and Tarahu in 2004/5.

Main gim of this study was to identify and describe the level of seiected NCD risk factors by age
and sex among 15-64 cged populations, using recommended WHO definitions and ¢ provide
appropriate and sufficient information needed for desiga and implementation of NCD risk faciers
prevention and control interventions. The selected voriables for this study were tobacce, clcohel,
physical inactivity, diet, weight, height, waist girth and blood pressure. WHG Stepwise appreach
was used to collect the information related fo risk behaviors by interviewing the respondents (5758 1
and physical measurement was done by using standardized instruments (STEP 2},

CBJECTIVES

1. To estimate the distribution of NCD risk factors, as a first step in a sequential procass that
cims to establish and mointain o comprehensive, integroted, systematic and sustainable
population-based dota coliection system as port of the National Action Plan for the
Prevention and Control of Non-communicable diseases in Nepal.

2. To establish NCD surveillance sentinel network in Nepel

Sa.)

To establish baseline levels of population level of the risk factors for NCDs.

BACKGSROUND AND METHODGLOGY

BACKGROUND

It is essential te establish ¢ well functioning surveillonce mechanism for systematic response to combat
any health problems. Base line surveys are often the 1st steps to establish a surveillance mechanism
for disease risk factors. It is necessary to conduct periedic surveys in order to find out the extent of
problem, trend and see the progress made in the field of combating health problems once the
programmes are launched in the community. It is desirable that periodic surveys are conducted in
every 3-3 years interval in case of non communicoble diseases.
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This survey is o baseline survey done to find out the prevolence of modifiable risk factors found in
the community for non communicable diseases. Major risk factors like tobacco consumption,
vegetable and fruit intcke, physical Inactivity and high cholesteral containing diet were considered
for the survey, NCD Surveillance has focused on these risk factors because these risk facters can be
modified to aveid non communicable diseases. :

A cross-sectional study was designed to cover three districts and a population of 8500; a sufficient
sample size enough for generclization of findings in the respective districts. A total of 211 clusters in
19 VDCs and 2 two municipalities from flam, Lalitpur and Tanahun were selected as study area. To
maintain the quality of information, the field staffs were trained, the instruments were pilot tested,
the enumerators were supervised, and data were cross checked. Different show cards were used to
quaniify the diet and alcohol consumption.

"METHODOLOGY

STUDY DESIGN

A descriptive cross sectional study design was followed, In order to detect the changes that occurred
in the population regarding the risk factor distribution for NCDs, sufficient sample size was taken for
the study. The WHO STEPwise approach was implemented in three districts namely llam, Lalitpur
end Tanahu in order to study the risk factors. A total of 8,500 individuals had participated in the
study frem nineteen VDCs and two municipalities. ‘

INCLUSION CRITERIA

- Mdales and females 15-64 years of age (inclusive), who were willing to participate

- The permanent residents of the study area were included in the study.

EXCLUSION CRITERIA

- Individuals in institutionalized settings e.g. in hotels, motels, hospitals, nursing homes and
other institutions

- Temporary residents of the study area

- A buming conflict and emergency sites (the field team did not faced any difficulties to
collect the data )

SAMPLING DESIGN

SAMPLING TECHNIQUE

Among the decentralized program districts, three districts were selected purposively. Those districts
were Tanahu {West region), Lalitpur (Central region) and llam (East region). This was purposively
selected taking into account the local condition, the local capacity and existing resources. The
sempling frame was Probability Proportionate to Size for all wards in Lalitpur Municipality {Urban
pepulation of Lalitpur district), Byas municipality and other Village Development Committees (vBC}
in Tanchu {(beth Urban and rural population of Tonahu district) and only rural VDCs in llam district.
Rural population of 6 VDCs in llam, 13 VDCs in Tanchun and urban population in one municipality in

. Tanghun and one municipality lalitpur were selected so as to make generalization of the findings in

urban and rurai context,
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SAMPLING FRAME

According to the 2001 census, three Districts {llam, Lelitpur ond Tanahun) hed @ fotal population of
508,695, Of this, estimated 270,042 (53 percent) were the NCD surveillance target group
population, The 19 VDCs and 2 Municipalities were selected considering wards as clusters. There
were 211 clusters

SAMPLING METHOD

The sumpling method for this survey was Multi-stage cluster sampling.

4 The sample size was determined considering the data of Census 2001. Samples wers
selected considering various parameters namely geography (rurai-urbanl, cge group
and sex. The sample size was determined in all three districts producing o ward’s list in
the YDC and municipalities from census data. Number of expected individucls to be
interviewed by each age category were proportionate to the size of popuiation of each
age groups

* At the district level: Household information of the wards in the randomiy selected VDCs
and Municipalities in lam and Tanabu and lalitpur was tried collected by the local health
workers. During the preparation phase, the moncgement committee of each selected
¥DC was asked to provide the household listing and also the DHO hed disseminated the
information concerning the survey to get more cooperation from the heaith stakehoiders,
But, the household list of the wards could not obtain as there were no specific records
that we need to fulfill our purpose.

* VDC and Municipality level: In the selected VDCs, all wards in the VDC had to be
covered and initially it was purposed to obtain the household listing to impiement the
systematic sampling for the household selection but later when the list could not found, the
samples were collected by using the cluster methods. The required sampled number from
each ward was calculated using PPS method. The information was disseminated threugh
out the YDC and municipclity to participate in the study.

= At the household Level: The interviewers went to the centre of the ward and tossed o
coin. if head came, they started from the first HH in front of the interviewer. If tail came,
they started from the HH in the back (HH: One group of residents sharing a kitchen), they
went in clockwise direction in the ward until reaching the required number of each age
group.

At the HH: Among the eligible participants only one member of the household was
selected using simple random sampling. The information related to risk factors was
collected from the selected person using STEP 1 and STEP 2 tools of the WHO STEPwise
approach

SAMPLE SIZE ESTIMATION

Assuming the prevalence of NCDs ranging between 10% to 30% in Rural and Urban districts, with
95% confidence level, 3% precision, and design effect of 2.5 after allowance for incomplete
respanses and population distribution will need a minimum of 2500 to 3000 respondents in a district,
or 8,500 individuals distributed proportionally in the nineteen VDCs and two municipalities were
selected in which ot least 250 individuals in each age groups were identified. All efforts were made
to minimize non-response, and to interview as many people in the survey sompie as possible.

iF
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Age-Group Total sample

VDCs 15.24 25-34 35-44 45-54 55-64
Jegmain %8 28 @5 26 98 485
Maimaijuwa 103 100 102 105 105 515
Pashupati 147 148 148 143 143 729
Shantipur 92 93 90 92 93 460
Gajurmukhi b2 62 63 65 64 314
Chulachuli 100 101 100 99 100 506
Total 602 602 598 600 4603 3005
Tenahu
VDC/Municipaiity Age-Group | Toral sample

15.24 | 25-34 | 35-44 | 45-54 | 55-64
Byas Municipaiity 138 136 | 138 138 139 889
Dulegouda 50 50 50 51 51 252
Abukhaireni &3 62 63 63 63 3ta
Bandipur 56 35 55 55 57 278
Chokchisapani 23 21 22 22 21 117
Bhimad 30 29 30 29 32 152
Bhirkot 27 25 26 25 26 129
Devghat 36 36 35 38 39 190
Ghasikxuwa 36 37 38 39 36 19C
Giring Sundhara 37 37 35 37 36 186
Satiswary 23 23 24 23 23 12C
Keshabtar 29 27 27 25 25 140
Kotdarbar 32 31 31 31 31 160
Raipur 25 24 22 24 23 i19
Toral 605 593 596 600 602 3030




Lalitpur Sub-Metropolitan City

Wards Age-Group Tote!l sample
15-24 25-34 35-44 | 45-54 | 55-44
Ward | 22 22 21 22 22 109
Ward 2 32 31 34 32 31 160
Ward 2 33 32 35 32 31 163
Ward 4 : 33 34 33 34 34 148
Ward 5 20 20 21 20 20 101
Ward 6 20 19 19 19 20 07
Ward 7 19 19 20 20 20 98
‘Ward 8 23 24 22 22 22 113
Ward 9 24 25 25 25 1 25 125
Weard 10 17 16 16 16 18 33
Weard 11 12 12 13 14 | 14 &5
Ward 12 18 17 17 17 18 87
Ward 13 20 21 20 20 20 101
Ward 14 34 36 36 36 35 177
Ward 15 34 35 35 35 34 173
Werd 14 17 15 15 17 17 81
Ward 17 21 22 20 20 20 103
Ward 18 22 22 21 21 20 106
Ward 19 19 19 19 18 18 93
Ward 20 20 20 20 20 20 100
Ward 21 13 12 12 14 14 65
Weard 22 27 27 25 26 27 132
Tote! 500 500 500 500 5060 2500
DATA COLLECTICN

DATA COLLECTION AND QUESTIONNAIRE DESIGN

The WHO STEPwise approach to surveillance hod been adopted te develop this surveillance
structure, with @ focus on the core behavioral risk factors as ocutlined within the framework of STEP
Tand 2.

One person of age between 15-64 years age was randomly selected in each heusehold and was
interviewed, until the quota was fuifilled. Data was collected through face-to-face interviews with the
help of a structured questionnaire. Informed consent was taken from the respondents before each
interview. The gquestionnaire was translated into Nepali and was translated back in to English in
order to ensure consistency in phrasing of questions so that the responses would not generate a bias.
Respondents did not receive any incentives. It was decided that offering incentives might tend fo
generate a bias as respondents in poer urban and rural areas tend fo respond in the offirmative,
assuming that such replies would be linked to rewards. Our previous experience with community
interviews was encouraging.

A series of consultations were done to develop and refine the tool of assessment. The questionnaire
was plloted and modified as necessary. It was ensured that all questions were valid and reliable.
The questions and instructions were clear, non-ambiguous and foir. Almost all questions had been
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designed to fix alternative responses for greater uniformity and simplicity for the analysis. A few
questions were open-ended 5o ds not to loose valuable information. These were subsequently coded.

GETTING THE QUALITY DATA

In order 1o ensure quality information the data collectors trainers and supervisors were selected from
sampled districts considering male: female ratio of 1:1 for interviewers. Eight supervisors of posts
like District Health Officer, District Public Health Officer, Medical Officer and Seniors Nurse in each
District were seiected. Similarly, 16 data collectors of posts like staff Nurse, Heahh Assistant,
Auxillory Health Worker and Auxillary Nursing Midwife from local health institution were selected
as data collectors for data collection.

The data cellectors, dota mancgers and supervisors were trained for the task allocated for them,
{For the details of training see annexes 4)

The respondenis were general people of 15-64 years cge group from randomly selected house
hoids. Only one member in o house heold was randomly selected from scch heusshold s
raspendents. Once the quota for 250 members for specific age group were fulfilled in one cluster,
the member of household belonging to the particular age group was excluded for the selection. The
Quota of 125 male and 125 female of the respective age group was obtained in simiiar manner.

There were Show cards of glusses to quantify the aicohol content and pictures of fruit to quantify the
rymbers of serving., Supervisor had to attend 25% sample of interviews and should check the
questionnaire filled by the interviewers. Ten percent of the questicnnaire had to be re-interviewed
ond the result checked and compared to the interviewer result. The deta collectors were closely
supervised during data coilection. The resvlt was discussed to improve the quality of the information.

Questionnaire then wos submitted to the Statistical essistant and s/he had again checked the
refiabiiity of the data and gave feedback to the supervisor.

The District’s DHOs ware responsible to overcome technical problem and s/he was o field decision
meker for the NCD surveillance activity.

QUALITY ASSURANCE PROCEDURES

Different approaches were used to ensure consistency of interviewing and geed quality data (i.e.
random checks by field supervisor, co investigater and re-interviewing the important questions from
10 percant of the respondents by supervisor). In addition to these ail double data entry of the whole
date was deone. A verification check on 5% of the sample was conducted after double entry.
Measures were taken to attain complete reliakility and fo reduce variation to reasonable limits, To
this end, cearly defined standardized procedures were developed; questions were asked in a
standard monner and the wording and the order of the questions were decided well in advanca.
Particular aftention was paid to reproducibility of similar information, when the question was asked
more than once, so as not to generate a bias and to minimize variability of respenses. Questions
were asked In & neutral manner without showing ¢ preference for o perticular response; it was
made sure that the respondents understand them in the same way. WHO Regional NCD adviser had
attended the pilot testing of the survey instruments. Necessary amendments on the instruments were
done ofter the pilot test in Imadel VDC of Lalitpur district. The data collectors, data managers ond
supervisors were trained for the tatk allocated for them. Questionnaire, survey guidelines were pilot
tested. in order to maintain the quality in implementation procedures frequent meetings were held
among the technical and organizing committees and necessary correction were done if any deviation
in the standard was traced.
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sample districts health office by statistical assistants and medical recorders. Later on the data was
agciq managed by trained expertise from SOLID NEPAL with senior statistician technical input. Data
verification, validation and reliobility were tested on certain variable such s age group, gender,
Contidentiality of data was ensured.

DATA ANALYSIS

SPSS Ver 10 was used for final data processing because SPSS 10 was more advance software for
statistical package for sociological studies. Data was analyzed in terms of different aspects of
statistics such us percentage, mean, median and confidence fimits in terms of mean and median.
Cross tabuiarion of the tables was done as per the TOR.

CONFIDENTIALITY

A commitment to confidentiality was ensured in the consent forms and training exercise. In addition,
dete enfry was done on the same day; questionnaires were taken from the field sta?f and stewed
away sately on a daily basis. Computer systems were password protected.

ETHICAL CONSIDERATION

The stwdy foliowed NHRC research Guidelines, which emphasizes on respect to study subjects, their
iustice, informed consent and ceontroif of possikle risks fo the subiects in the study” Informed consent
waos obtained from each perspective study subject. There was no risk to the subject os thers was no
intervention in the study. Supervisors and enumerators were trained on making informed consent,
step in interview and physical measurement measurements. If the subject weos found having nen
communicaile diseases or problem such as hypertension during our survey, s/he wes referred to
aear v heaith institution with referral slips. The cases of hypertension, identified during the survey
ware referred for the needful management of their hypertension as they had for the fist iime
aciiced the sonditions during physicol measurement. (For ethical clecrance letter, see annex 7}

CONSTRAINTS AND LIMITATIONS

Followings were the constraints and limitations of the study.

Since the survey was done with selection of 3 districts devolution district purposively, the results can
not ba fully generalized and thus is not nationally representative.

Quring the survey, the capacity of the supervisors, data operators and interviewers were over
estimated. There was difficulty in standardization in quantification of the issues like physical
activities, diet consumption in relation to local context.
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DATA MANAGEMENT

As 3 day training to District Statistical assistants and medical recorders was done by SOLID NEPAL
team for specific data management in district level, Dota was edited, coded and double entered in
sample districts heaith office by stotistical ossistants and medical recorders. Later on the dota was
again managed by trained expertise from SOUD NEPAL with senior statistician technical input. Data
verification, validation and reliability were tested on certain variable such as age group, gender.
Confidentiality of data was ensyred. ‘

DATA ANALYSIS

SPSS Ver 10 was used for final dato procassing because $PSS 10 was mere advance software for
stetfistical package for sociclogical studies. Dota was analyzed in terms of different aspects of
stotistics such as percentage, meen, median ond confidence limits in terms of mean and median.
Crass sabulation of the tables wos done as per the TOR.

CONFIDENTIALITY

A commitment to confidentiality was ensured in the consent forms ond training exercise. In addition,
daoto entry was done on the saume day; questionnaires were token from the field stoff and stoewed
away safely on a daily basis. Computer systems were password protected.

ETHICAL CONSIDERATION

The study followed NHRC research Guidelines, which emphasizes on respect to study subjects, their
justice, informed consent and control of possible risks 1o the subjects in the study.” Informed consent
was chiained from each perspective study subject. There was no risk to the subject as there was no
interventicn in the study. Supervisors and enumerators were trained on making informed consent,
step in interview and physical measurement measurements. f the subject was found having non
communicable diseases or problem such as hypertension during our survey, s/he was referred to
neer by health institution with referral slips. The cases of hypertension, identified during the survey
were referred for the needful management of their hypertension as they had for the fist time
noticed the conditions during physical measurement. (For ethicol ciearance letter, see annex 7)

COMSTRAINTS AND LIMITATIONS

Followings were the constraints and limitations of the study.

Since *he survey was done with selection of 3 districts devolution district purposively, the resuits can
not be fully generalized and thus is not nationcily representative.

During the survey, the capacity of the supervisors, data operators and interviewers were over
estimated. There was difficulty in standordization in guantification of the issues like physical
activities, diet consumption in relation to local context, '



CHAPTER TWO

MAJOR FINDINGS

| DEMOGRAPHIC INFORMATION ‘

The heolth of the world is generally improving, with fewer pecple dying from infectious diseasas
cnd therefore in many cases living long encugh to develop chronic diseases, including unhealthy
diet, physical inactivity and fobacco use are leading fo pecple developing chronic diseasas af
younget ages in the increasingly urban environments of low and middle income countries .

Three disiricts were selected among WHO decentralized districts. Assuming the prevalence of NCDs
ranging in between 10% to 30% in Rural and Urban districts, * with 95% confidence level, 3%
precision, and design effect of 2.5 after allowance for incomplete responses and population
distribution will need o minimum of 2500 to 3000 respondents in a districy, or 8,500 individuals
distributed proportionally in the nineteen VDCs and two municipalities were selected in which ot
leas: 250 individuals in each age groups were identified. The total population consisted of 2331
respondents from Lalitpur, 3000 from llam and 2461 from Tanahu. The male: female ratio of the
respondent was (89 male per 100 femaie).

RESPONSE RATE OF THE RESPONDENTS

Toble 1: Response rate of the respondent

S S e

15 --- 24 25 w-e 34 35 ..~ 44 45 - 54 55 - 64 | Totol Somple (%)

Male 94,4 92.8 84.4 95.6 776 89.0

i Lalitpur | Female 101.2 100.8 99.6 112.8 73.2 97.5
i Total 97.8 96.8 92.0 104.2 75.4 93.2
Male 88.0 90.3 92.3 95.7 105.3 94.3
4 Ham Female 112.3 1137 105.7 102.3 92.3 1057
| Total 100.2 103.0 99.0 99.0 98.8 100.0
Male 78.0 71.0 78.7 78.0 767 76.5

: Tanchu Female 88.0 89.0 87.7 88.0 85.3 87.6
} Tetel 83.0 80.0 83.2 83.0 81.0 82.0
= Male 86.4 84.2 85.2 89.4 7.1 8.4
Totel Female 100.5 101.9 $7.5 100.4 84.2 96.9

Total 93.4 93.1 1.4 94.9 85.6 91.7

o

Out of total sample, the mean response rote was almost ninety two percent {91.7%0).
response rate was highest among the female of 25-34 years of age group

(115.7%) in llam
and least among the mate of 25-34 years age group {71 .0%]) in Tanahu district.




B s S

;.i'si‘- af

.

Table 2: Summary results with response proportions by districts male (N=
J674) Female (N= 4118}

Districts | Age Group | 15... 24 25 ... 34 35 - 44 45 . 54 55 --- 64 | Total Sample Percentage
Male 236 232 231 239 194 1112 14.27
Lalitpur Female 253 257 249 282 183 1219 15.64
Total 489 484 460 521 377 2331 29.9%
Male 264 271 77 287 316 1415 18.1¢
flam Female © 337 347 N7 307 277 1585 20.34
Total 01 618 594 594 593 3000 38.50
Male 234 213 234 234 230 1147 14.72
Tanchy Female 264 267 263 264 254 1314 18.86
Toral 498 480 490 498 486 2461 31.58
Male 734 716 724 760 740 3674 47,13
Totai Female 854 8&6 829 8§53 714 4118 52.85
Total 1588 1582 1553 1613 1456 7792 100.00

Least proportion of the respondents was from Lalitpur {26.92%) and highest proportion ¢f the

respondenis was the femaie in llam (20.34). The maie: female proportion of the respondents was
1.12:1. ‘

AGE AND SEX WISE DISTRIBUTION OF THE RESPONDENTS

Yable 3: Age and sex distribution of the respondents

Age
Districts Grzup 15---24 § 2534 | 3544 | 45...54 | 55--84 | Totel Sample | %)
Male 21.2 20.9 1.0 21.5 17.4 47,7
Laiitpur Female 20.8 20.7 20.4 23.1 15.0 52.3
Total 21.0 20.8 19.7 22.4 16,2 100.0
Male 18.7 19.2 19.6 20.3 22.3 47.2
ilam Female 21.3 21.9 20.0 19.4 17.5 52.8
Total 20,0 20.6 19.8 19.8 19.8 100.0
Male 20.4 18.6 20.6 20.4 20.1 46.6
Tonchy Female 20.1 20.3 20.0 20. 19.5 53.4
Total 20.2 19.5 20.3 20.2 19.7 100.0
Maie 20.0 19.5 19.7 20.7 20.1 47.2
Totol Female 20.7 210 20.1 207 17.4 52.8
Total 20.4 20.3 19.9 20.7 18.7 100.0

Of totat 7792 samples, 2331 were from Lalitpur, 3000 were from llam ond 24461 were from
Tanchy respectively. Almost forty-seven percent (47.2%) of the samples were male and female
comprised of rest fifty three percentage. Tanahun had the highesi propoertion of female respondents
{53.4%). The mcle: female ratic of the respondent was (89 male per 100 female). However, there
was aimost uniform age wise distribution of respondents on each age group.




Table 4: District wise number of samples and sample selection respondents

Districts Tetal Sample Sample Selection
llam 3003 3000
Tanahyn 3030 2461
Lelitpur 2500 2331
Total 8533 7792

Although the total sample size was 8533 only 7792 respondents were selected in the survey.
The response rate was 92%.

Table 5: Mean number of adults ever 15 vears in each househole

Age Group Mean N Sid. Deviaticn
15 --- 24 3.84 1562 1.84
25 - 34 315 1558 174
35 ... 44 3.40 1528 ‘ 1.51
45 -—- 54 4.14 1596 1.70
55 ... 84 4.27 1438 1.57
Tetal : 374 7882 1.88

Tabie 4 showed the number of people above the age of 15 years in the house of ecch respendent.
On an average, four people in each household were of age above 15 years.

YEARS SPENT FOR EDUCATION

Table 8: Mean number of years of education in popuiction of the literote

respondents
~ Male (N= 3647) Female (N= 4060) Total (N=7707}
Age Group

Mean n Mean n Mean n
15 .- 24 9.8 702 .23 756 2.51 1458
25 wow 34 9.4 645 8.47 600 8.93 1245

35 ... 44 8.8 558 8.09 327 8.54 885

45 --- 54 8.1 493 8.35 205 2.18 498

s 55 .- b4 8.0 301 6.94 790 7.84 371
% Total 9.0 2699 8.63 1958 8.84 4657

Ameng the respondents who had been to school, the average number of years spent for education
was found to be 8.84 years. The male respondents of age group 25-34 had spent highest number
of years in school (9.4years). The male respondents had spent 9 years in school and female spent
8.63 years. This indicates that female spent fewer years in education than male. In this context 38.9
%% n= 3032) have responded as no schooling where as 25.6 % n=941) male and 50.8 %
n=2091) female exist in the no schooling issues.
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HIGHEST LEVEL OF EDUCATION ACHIEVED BY THE RESPONDENTS

Table 7: Highest level of Educaiion Achieved by the Survey respondents

Gender |  Age No Primary Secondary Ten+ 2 Bachelors | Masters | Tetal
Schocling Level Leve! Level Level Level
N % N % N % N % [ NG % N % N
15— 24 29 3.95 9C 1226 | 424 | 5777 | 132 | 1788 | 49 | 448 1 & | Q82 730
2524 48 9.5C 145 | 2028 345 48.18 | 85 1187 | 53 | 740 1 20 279 716
2 T35 da | 156 | 2155 | 172 | 2376 | 260 [ 3581 | 68 | 939 | 39 ! 539 21 1 290! 714
z 45— 54 260 34.21 189 | 2487 225 2941 50 658 23 1303, 6 079 753
55 44 428 1 5784 127 1 17b 16 1568 | 34 459 17 1 230 10135 732
TOTAL 41 2561 723 1948 | 1370 | 3729 | 369 | 1004 | 181 | 493 | 631 1771 . 3647
1524 Q4 1103 126 1475 | 463 | 54221 136 | 1592 ] 30 | 3.5 4 047 53
® © 2534 262 30.25 176 1 2032 ¢ 316 | 3684 | 72 831 24 1277 ¢ % 1 104 862
s 35 - 44 489 5899 123 14.84 147 17731 37 4.46 13 1571 ¢ 1109 813
E - 45 - 54 430 | 7386 88 10.32 23 Q73 17 1.99 16 | 147 1 9 | 106 837
. 5564 616 86,03 41 573 22 307 9 1.26 1 [« 0 N N ¢ 4 P4 450
TOTAL 2091 | 5078 | 854 | 1345 0 1034 | 2801 | 2N 658 78 | 189 ] 321 0Y8 | 4040
15 e 24 123 775 216 1340 | BB7 | 5586 | 248 1 1688 ) 79 | 497 | 10 : 063 | 1583
§ C 2534 330 2086 | 3 2029 ¢ 664 | 4197 | 157 | 992 77 1 487 [ 29 1831 1578
éj—)’ i 35 44 645 | 4153 ; 295 1900 | 407 | 2621 | 105 | &7é 52 ] 335130 193 1534
oo 45 .- 54 890 | 5518 | 277 | 1747 | 308 190% | &7 415 33 1205151 093 | 15%0
2 55--44 | 1044 | 7170 | 168 | 1154 | 138 2.48 43 285 18 | 124 | 11 ] 076 1422
TOTAL 3032 | 3891 | 1277 | 1639 | 2404 | 3085 ; 840 | 8.2 259 1 332 | 985 122 1 FAO7

The eduzation level of respondents showed that almost 39% of them did not go to school, of which
25.41% were male and 50.78% were female. The number of female who did not go to schocl was
twice the number of male who did net go to school. Less than one percentage of the female and
cimost two {1.71%) of male had completed masters level of education. Ten percentages of male
and almost seven (6.5%) female had completed intermediate level of education These cumulated
data showed that only 1.54% of the female ond 16.68% of the male respondents had completed
higher education{ 10+2, Bachelor and Masters level) making o M:F ratio of 10.83:1. This showed

that there are o much gender differences in education opportunity.




EMPLOYMENT STATUS

Table 8: Proportion of Participants in Paid Employment ond Those whe
were Unpaid

b= 2% 2 T
g2 Qg ) z
Age Group n % n % n % n %

] 15+ 24 9 1.23 47 6.40 124 16.89 552 75.20
| 25— 34 58 7.82 88 9.50 291 4054 299 41.76
2 36— 44 72 9.94 58 8.01 289 39.92 301 4187
= 45 - 84 53 6.97 31 4.08 278 36.58 362 8171
85 - 64 25 3.38 20 2.70 184 22.16 528 71.35
Total 215 585 224 6.10 1146 31.19 2073 56.42
- 15 24 5 058 | 1g 2.1 87 | 1018 740 86.65
4 . 2534 13 1.50 27 312 160 18.48 850 76.21
i 8 35 - 44 18 1.93 25 302 130 15.68 654 78.89
Poog 45 - 54 11 1.29 10 117 111 1301 | 717 84.06
5 — 64 2 0.28 4 0.56 55 7.58 852 91.08
Totai 47 1.14 84 2.04 543 13.19 3423 83.12
. 1524 14 0.88 65 4.09 211 13.29 1282 81.36
% L g 25---34 89 4.36 85 8.01 451 28.51 859 60.62
: - 35 .- 44 88 5.57 83 5.34 419 26.98 955 61.49
I - 45 .- 54 84 3.97 41 2.54 389 2412 | 1110 58.82
;] ® 55 - 64 27 1.85 24 1.65 219 15.04 1180 81,04
Total 252 3.36 308 3.95 1689 2168 5498 70.53

Vast majority of the respondents were engaged in unpaid works (70.87%). Higher proportion of the
female respondents was unpaid employee {83.55%) than male {56.67%). Similarly, only 3.38% and
3.97% of them were government and NGOs employee respectively. Almost 22% of the respondents
were self employed. The proportion of the male who were government employed was almest six
times greater than the female respondents. Similarly, higher proportion of female involved in unpaid
work {83.55%) than male respondents (56.67%). Gender difference was observed in the
employment status of the participants.

E

P, § R s

|




TOBACCO USE

Use of tobacco is one of the major risk factors for non-communicable diseases. Tobacco is used for
smoking, chewing or snuff. Smoking couses substanticlly increased risk of mortality from lung cancer,
upper cero-digestive cancer, several other cancers, heart diseases, siroke, chronic respiratory
diseases and o range of other medical causes.

Smoking also harms others - there are definite health risks from passive smoking. Smeking during
pregnency adversely affects foetal development. Worldwide atiributable fractions for tebacco use
are about 12 percent for voscular diseases, 66 percent for cancers of tracheo, bronchi and lungs
and 38 percent for chronic respiratory diseases.

Among industriclised countries smoking is estimated to couse 90 percent of lung cancer in men and
70 percent of lung cancer among women. In addition, in these countries the attriburabte fracticns are
54- 80 percent for chronic respiratory diseases ond 22 percent of cardiovascuiar disecses.
Worldwide, it is estimated that tobacce causes 8.8 percent of deaths i.e. 4.9 millien, 0

It is estimated that over 10.5 million people in Bangladesh who are malnourished could have
cdequcte diet if meney spent on tobacco were spent on food instead, saving the lives of 35C
chitdren under the age of five years each day. The poorest house held in Bangladesh spends aimost
19 tmes o much on tobacco os on education. In countries such as Bulgaria, Egypt, Indonesia,
Myanmar and Nepal, household expenditure surveys show that low income households spend 5-15%
of their disposable income on tobacco. V!

This study has atfempted to find out the prevalence of tobacco use in terms of consumers by age,
gender, and types of the tobacce.

SMOKING STATUS OF THE RESPONDENTS

Table 9: Smoking status among total male respondents nm=3647)

Daily and Non-
Age Group Daily Non-Daily daily Does not Smeke
n % n Yo n % n %
15 .. 24 76 10.4 16 2.2 92 12,5 642 87.3
25 -.- 34 148 20.7 14 2.0 162 22.6 554 7.4
35 -« 44 193 247 17 2.3 210 29.0 514 71.0
45 --- 34 263 34.6 13 1.7 276 36.3 484 43,7
55 «-- 64 263 35.5 a 1.1 271 366 449 &63.4
Tetal 943 25.7 68 1.9 1011 27.5 2663 725

Out o¢ 3647 male respondents, almost three out of four male (72.48%) were nonsmokers, clmost
one in four (25.67%) smoked daily and less then two percentage {1.85 %) of them were
occasicnal smokers. The NCD risk factor study in 2003 revealed that 77% (n=2030) of respondents
did not smoked (2.52%) of them were accasional smokers and 20 percent smoke tobacco products
daily. Daily smokers here are those people who smoke any tobacco product at least once @ day.4
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Table 10: Smoking status among total female respondents (n=411 8}

Daily and Non-

Age Group Daily Non-Daily daily Does not Smoke
n % n Y h % n %

18 - 24 15 1.75 0 15 1.76 839 88.2
25 — 34 32 6.00 4 0.47 56 6.47 810 938
35— 44 119 14.35 8 0.70 125 15.08 704 849
45 e 54 188 22.04 3 0.35 191 | 2239 862 7.6
55 .. 54 221 30.87 10 1.17 231 32.08 485 67.7
Total 585 | 14.45 23 269 818 15.01 3500 85.0

Higher proportion of female (84.99%) than male did not smeked. Fourteen percentages of female
smokers smeked daily. Almost 3 % of the female were occasional smokers. Smokers were highest
ameng 55-64 age group and least ameng 15-24 years group.

Table]1: Smoking stotus among fota! populaticn (Both sexes)

i
Daily and Non-

Age Group Daily Non-Daily daiiy Does not Smoke

n % a | % n % n | %

16 - 24 9l 57 16 1.01 107 8.7 1481 333

25 - 34 200 12.6 18 1.14 218 13.8 1364 86.2

[ 35-—44 312 201 23 1.48 338 1 218 1218 734
4554 457 28.0 16 099 467 290 1146 71.0
55 — 64 484 33.2 18 1.24 502 34.5 954 65.5
[ Total 1538 18.7 91 117 1620 | 2009 6183 76.1

O totel respendents, 79.09% of them did not smoke. Almost 21% of them had ever smoked. Those
whe smoked daily comprised of 19.74% of respendents and less than two percentages of them
smoked occasionally. According to NCD surveillance, 2.52 percent were occasional smokers and 20
percent of respondents smoke tobacco products daily.* The data showed that older respondents
smoked more than younger respondents. Perhaps the prevalence of smoking among the people of
older generation was greater than the prevalence of the smoking among the younger genergticn.
The trend of smoking among young people is decreasing.




TOBACCO CONSUMPTION {SMOKE AND SMOKELESS}

Table 12: Percentage of tobacco users (daily and non daily), includes smoking and smokeless
products among the total population

P Current Daily Tobacco users Current Tobacco Users
15 - 24 166 22.8 182 26.2
25 34 396 553 422 58.9
2 3544 456 53.0 431 66.4
= 45 - 54 513 §7.5 543 71.4
55 - 84 476 84.3 489 B8.1
Total 2007 54.6 2127 57.8
15 -— 24 51 7.14 64 7.43
i 25 — 34 181 18.59 189 19.52
?g 35 — 44 225 2714 238 28.35
@ 45 - 54 293 34.35 391 35.20
55 - 84 230 38,11 ‘ 280 40,50
Totaf 1020 24.77 1059 25.72
15 — 24 227 14.29 256 15,12
@ 25 — 34 557 B2 591 37.36
& 35 — 44 581 43.88 716 46.10
£ 45 —= 54 806 49.97 844 52.32
= 5 o 54 756 51.92 778 53.50
Total 3027 38.45 3186 % 40.89

Our of total respondents, current tobacco users were almost 41 % and current daily tobacco users
were aimost 39% of the total respondents. Among the current daily smokers in the youngest age
groug, male smoked almost three times more thaa female and in the oldest age group, male smokers
were almost twice more than female smokers. The male: female ratio of current tobacco users was
{2.25:1) which suggests that male smoked 2.25 fime more than female.
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Table 13: Percentoge of distribution of different type of smoking products among consumers

‘ o, Hand- ) DA
Gender  |Age group| Cigarette Rolledi % |Pipes| % Cigars] % [Others Totel
1524 86 7.52 2 0.23 0 0 68
25 .- 34 125 1424 | 10 b4 0 1 joal 136
£ 35 - 44 151 17.20 | 28 319 1 2 {o023f 1 o 182
= 45 --- 54 206 2346 | 37 421 1ol 0.00 244
55 - 64 168 19.13 | s 9.68 0 Tolon 254
Total 716 81.55 | 162 | 18.45 0.34 0.34 878
S 1524 12 209 1 0.7 i3
L2534 42 7.32 9 1.57 2
= 3544 | 89 1550 | 26 | 453 115
Z 4554 | 128 | 2230 | s0 | 87y | 2 loss 130 |
55 .. 84 146 25.44 | &1 10.63 000! ¢+ 017 1 |017 209
Total 417 72,65 | 147 2561 5 1087 4 jovol 1 loiz i sva
15 - 24 78 5.37 3 021 | 0 0 o 81
2 25 .- 34 167 11.50 | 19 .31 | o 1 loo7 o 187
] 35.-44 | 240 | 1653 | 54 | 373 | 2 ici4 1 ooz ¢ 297 |
. 45 --- 54 334 23.00 87 5.9% 3 {621 o looo 2 424 |
o= 55 - &4 314 21.43 144 1006 | 0 1000 2 [0.34] 1 0.07 | 443
’ Total 1133 | 7803 | 309 | 21.28 | 5 |034| 4 028] 1 |007 1452

Cigaraite comprises of major share of tobacco used among the smokers. Seventy eight percent of
the users used cigarette, twenty one percent used hand rolled cigarette and less than two percent
used pipes, cigar and others. Almost eighty two percent (81.55%) of the male and almost seventy
three percent (72.65%) of the female smokers used cigarette. One in four female (25.61%) used
hand rolled cigarettes.

CONSUMPTION OF MANUFACTURED CIGARETTES

Table 14: Percentage of smokers who use manufactured cigarettes

Age Group Male Female Both Sexes
n %% n %% n %o

15 - 24 ) 71.74 12 80.C0 78 72.90
25 .- 34 125 7716 42 75.00 147 74.61
35 .- 44 151 71.9C 8% 71.20 240 71.64
45 .. 54 206 74.64 128 67.02 334 71.52
E5 ... 64 148 61.99 146 63.20 314 62.55

Total 714 70.82 417 67.48 1133 69.55

Respordents ysing manufactured cigarette were 69.53% of total tobacco consumers. Almost seventy
one pereentage of male {70.82%) and 67.48% of female respondent ysed manufactured cigarette.
More male respondents used manufactured cigarette than female respondents.
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Table 15: Average number of manufoctured cigorettes consumed per day

< Manufactured Cigarettes

vex Age Group Mean Ci UMITS
15 .. 24 5.45 4196 6.713
25 ... 34 6.01 5.209 6.807
—g 35 - 44 877 7.604 9.933
£ 45 .. 54 9.78 8.929 10.434
E 55 .. 44 10.18 $.038 11.331
Total 8.60 8.117 9.093
15 .- 24 5235 2.305 5.195
o 25 . 34 4,83 3.557 6110
5 35 .. 44 .09 4917 9243
& 45 .. 54 771 5358 8.524
- 55 . 64 7.64 6709 8.565
g Total 747 4,900 7910
15 . 24 5.42 4297 &.555
g 25 ... 34 5.7 5036 6.389
3 35— 44 8.52 7.649 $.384
& 45 - 54 8.59 8,370 9,606
2 55 -~ 64 9.00 8.241 $.75%
Totel 8.14 7.302 8.525

"’ Cn cvercge, 8.16 sticks manufactured cigarettes were consumed. Male (8.6C; Cl 8.117-9.093;
g signifizantly used more manufactured cigarette than female [7.41; C 6.900-7.910). The consumption
was found to be highest among male of 55-64 years age group.
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;. AMOUNT OF CIGARETTE USED/CONSUMED : E

Table 16: Mean amount of tobacco used by daily smokers b ¥y type

i Manufactured Hand rolied Pipes of
3 Sex Age Group Cigarettes cigarettes Tobacro Cigars Others
Mean Mean Mean Mean Mean
: 15.--- 24 5.45 3.50 :
i 25 --- 34 6.01 8.30 10
2 35 .- 44 877 7.39 3 3
= 45 o 54 $.78 8.89 35
S5 .- 64 10.18 9.88 7
Total 8.60 .05 12.67 675
15 - 24 5.25 6.00
® 25 .- 34 4.83 5.22
T 35 - 44 8.09 7.96
E 45 -~ 54 771 8.60 7.50
55 - 64 7.84 8.23 7.00 : 3.C0
Total 7.41 8.11 7.50 7.CO 2.00
15 --- 24 542 4.33
§ 25 .- 34 571 6.84 -10.00
Y 35 - 44 8.52 7.67 3.00 3.00
= 45 - 54 8.99 872 16.67
2 55 - 64 9.00 5.19 7.00
Totai 8.1% 8.60 11.20 6.80 i
Mecn amcunt of tobacco consumed by the tobacco users weas caleulated. On an average, the
responcents (both sexes) used 8.16 sticks of manufactured cigarette , 8.60 sticks of hand rofled
cigarettes and 11.2 pipes of tobacco, 6.80 pipes of cigar and 9 others (which include kankad )
daily. Highest amount of consumption was found among the male of 55-64 years age group.
Consumption of tobacco pipe and cigar was found among middle age groups and was mostly found
among the 35-44 and 45-54 age groups. The male of 45-54 age group had the highest episodes

of pize consumption. The amount of consumption of manufactured cigarette increased with increcse
! in age group. The consumption of pipes of tobaceo, cigar and kankad was observed enly among
z female of 45-54 years age group and 55-64 age group respectively.




AVERAGE AGE OF INITIATION AND DURATION OF SMOKING

Table i7: Avercge age of initiation and duration (in years), of smoking among current daily smokers

Age first
Age started ; ec;.of
Sex o 9 smoking CI LIMITS mexing Cl LIMITS
roup {Mean
{Mean d N
Age) uration}
15 ... 24 16.58 15.818 17.332 4,25 3,431 5.062
25 --- 34 18.87 18.01¢9 19.726 16.70 9718 11.6753
wg 35 --- 44 20.90 19.800 22.008 18.81 174685 19.940
= 45 --- 84 18.71 17.751% 19.660 31.14 30038 22,248
55 --- 64 19.77 18.432 21.103 3%.45 38.257 41.038
Total 19.21 18.782 19.841% 25836 - 24.388 26.339
15 -e- 24 15.54 13.732 17.345 6.38 4.579 8.19C
@ 25 .- 34 187 16.447 19.886 11.94 10,323 13.752
§ 1 33--44 18.28 16.987 12.566 21.63 20.138 23,112
E 45 --- 54 18.45 17.250 19,648 30.93 29.609 32,2583
i 85— h4 19.74 18.079 21.404 3971 37.982 41.43%
Total 18,79 18.012 19.561 26.93 28.780 31.084
15 .- 24 16.42 15.730 17107 4.57 3821 5.319
25 --- 34 18.49 17.928 19.458 11.01 10132 11.870
'—g 35 --- 44 19.92 19.069 20778 19.87 18.95% 20773
5.5. 45 --- 54 18.60 17.852 19.343 31.05 30.209 31.897
55 -.. 64 19.76 18712 20.800 39.468 38.589 A0.762
Total 19.11 18.671 19.552 27.11 26.351 27.85%
Duratior of smoking is a significant factor for non communicable diseases. On average, by the age

of 24 vears,
smoking was aimest 19 years {Cl 18.67-19.55)
had started smoking at the age of 19.76 years an
started o the age of 16.24 years. This showed th
to be decreasing among the lower age groups. The younge
younger age. The male respondents of 55-64 age group
showed that there are high chances thot.a person continues fo consume to
one initiates smoking and further, there are chances that you
lenger duration.
aimost 25 (Cl; 24.388-26.339
Female smoked for significantly longer time than maie. Similarly,

age.

at the mean age ©

Mean years of smoking was about 27 yea
} years for male and almost 30 (Cl; 28.78- 31.08)

ng peopl

the respondents had already smoked for almost 5 years. The mean age for initiation of
for both sexes. The respondents of 53-64 age group
d the respondents of the age group 15-24 had
f initiation of smoking was found
r people started smoking relatively af
had smoked for almost 40 years. This
bacee for many years after
e will continue smoking for
rs {C] 26.35-27.85) for hoth sexas,
years for female.
female started smoking at younger




EX-DAILY SMOKERS AND THE MEAN DURATION, SINCE THEY QUIT SMOKING DAILY

Table 18: Percentage of ex-daily smokers and the mean duration, in years,
since they quitted smoking daily

Time Since
cox Age Group Ex-Daily Smokers C?:::;‘:” CILIMITS
diration in
" YA Years)

15 . 24 42 57 8.7 1.15 12.24

25 ... 34 a3 1.8 5 1.68 £.32

2 35 - 44 17 16.2 774 .36 9.10
< 45 .- 54 195 25.7 11.51 .80 1300
55 --- 64 222 200 15.5% 1370 17.31

Total 459 17.9 11.33 10.35 12.30

15 - 24 8 ) 1.26 550 8.30

2 25 34 24 13 4.85 3.22 537
£ 35 - 44 564 .8 10.28 5.99 14.57
= 45 .. 54 108 12.7 11.87 8.81 14.90
55 - 64 143 20.0 1.3 $.22 13.38

Total 341 8.3 10.60 $.00 12.06

15 .- 24 50 3 5.1 1.1¢ 10.70

& 25 ... 34 109 6.9 496 3.93 5.98
5,,'; 35 .- 44 173 1.1 8.52 651 18.1C
= 45 --- 54 303 18.8 11.63 10.10 1313
2 55 ... 64 365 25.1 13.92 12.53 15.30
Toral 1000 12.8 11.09 10.27 11.50

The highest numbers of ex-daily smokers were of the age group 55-64 years {25%). On average
ex-smokers had quitted smoking for about 11 years. The propartion of these who quitted smoking at
the 25-34 years age was 7%, twice the proportion of respondents of 15-24 years age group.
There cre higher chances of quitting smoking at 15-24 years than in 25-34 years. The data showed
that the chances of quitting smoking become higher with age. The peak age of quitting smoking was
seer once a person reaches arcund 50s. This suggests that people quit smoking ence they have some
clinical manifestation(s) related to NCDs due to consumption of tebacco.




USE OF SMOKELESS TOBACCO

Table | 9: Percentage by current users of smokeless robacco end the proporiion of them using it

daily
. Current smokeless tobocco] Current smokeless tobacco Ex-daily
Gerdear Age Group Use use daily smokeless
tobaceo users
n Yy n % n - %%
15 - 24 100 8.94 50 8.46 40 9.73
25 wen 34 260 23.30 248 23.31 85 20.68
& 35 .- 44 271 24,28 263 24.72 113 | 27.49
= 45 o 54 267 23.92 250 23.50 92 22.38
55 ... 64 218 19.53 213 20.02 a1 19,77
Totai 1116 100.00 1064 150.00 s 11 10000
15 -2 24 49 I 46 10.32 24 11,11
o 25 - 34 113 25.62 109 25.65 43 20.83
T 35 e 44 110 24.94 1G4 24.54 52 74.07
E 45 ... 54 110 24.94 105 2471 5 25.00
55 - 64 59 13.38 59 12.88 41 18.98
Total 441 {100 425 <160 ) 216 1100
15 ... 24 149 9.57 136 5,13 s34 | 1021
x 25 --- 34 373 23.96 327 22.98 13¢ 1 2073
& 35 44 381 24.47 369 24.73 155 26.32
= 45 - 54 377 24,21 355 23.84 146 23.2%
2 55 .. 64 277 17,29 272 18.27 122 | 19,46
Total 1557 {160 1489 Aoo 627 06 |

A totai of 1557 (20.05%) respondents out of 7765 respondents used smokeless tobacco products.
Use of smekeless tobacco products was found to be highest among 25-34 years age group. Almost
94%, of the current smokeless tobacco users used smokeless tobacco daily. Almest one in four daily
users (24.78%) belongs to 35-44years age group. The highest percent of ex-smokeless tobacco
users ware of the age group 35-44 years. Smokeless tobacco is considered to be carcinegenic.



Table 20: Mean frequency of smokeless tobacco use, by smokeless tobacco users
by type
Age Group Oral snuff |Nasal snuff Chew tobacco Others
15 - 24 6.54 3.00
25 --- 34 7.8é 1.00 3.00 1.00
—i-g 35 .. 44 8.55 3.00 3.33
= 45 ..- 54 8.74 5.33 3.00 3.00
55 --- 64 8.4 3.00 200
Total B8.24 371 2.88 2.00
15 .- 24 7.37
. 25 --- 34 7.34 2.67 1.00 |
5 35 .- 44 7.27 300
5 45 - 54 7.48
- 55 ... b4 8.54
Total 7.53 2.67 2.00
15 .- 24 6.82 3.C0 )
g 25 --- 34 7.70 2.25 2.33 100
2 35 - 44 8.18 3.60 3.25
£ 45 - 54 8.36 5.33 3.00 3.00
é 2 55 - 64 5.44 3.00 2.00
Total . 8.03 3.40 | 270 2.00

g The rzspondents who used smokeless tobacco products on average used 8 episcdes of oral snuff,
3.40 episodes of nasal snuff, chew tobacco almost three times{2.70} and used others products two
fimas. {Cthers products include Jarda Pan — mixture of beetle and tobacco and Guthkha- the mixiure
of and robacco and nuts). Male users used oral snuff more frequently than female users. Male of 45-
54 yzers of age group used 5.33 episodes of nasal snuff. Female of only 25-34 years of age
group used nasal snuff. Similarly, female did not use any type of smekeless tobacco products like
gutkic and pan. Only the female of 25-34 and 35-44 yeor of age group used chewing tobacce.
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ALCOHOL CONSUMPTION

The relationship between alcohol consumption and health ond social outcomes is complex and
multidimensional. Average volume of olcohol consumed was linked to more than 60 disease
conditions in a series of recent meta-onalyses including liver cirrhosis, several cancers (lever,
laryngeual, cesophageal end oropharyngeal cancers), injuries and haemorrhagic strokes.'?

There is increasing evidence that patterns of drinking are relevant to health as well as volume of
cleohol consumed , binge drinking being hazardous. Worldwide, alcohol causes 3.2 percent of death
(1.8 millien) and 4 percenf of DALYs (58.3 million). Besides the direct effects of infoxication and
addiction resulting in clcohel use disorders, aleohol is estimated to cause about 20-306 percent of
ecch of the disorders nomely cesophageal cancer, liver cancer, cirrhosis of the liver, homicide,
epilepsy and motor vehicle accidents.’?

This study hod attempted to find out the consumption patterns and amount of consumption of the
different gicoholic products. There were o large number of respondents who had had home made
aicchel namely Raksi, Jaand, Chyang cnd Toengba. The alccholic contents of the home made cicshol
were standardised by government authorised Food and Beverages Research Centre [see Amnexes
for derail]

ALCOHQL CONSUMPTION STATUS

Table 21: Alcohol consumption status of the population

Current Consumers {last
Ever Consumed 12 menths) Den't consume
n % n % n %%

15 ---24 259 35.3 250 34.1 484 65.9

25 --- 34 390 54.5 388 54.2 328 45.8

< 35 - 44 412 56.9 400 55.2 324 44.3
= 45 --- 54 443 58.3 434 57.1 326 42.9
55 --- 64 394 53.2 379 51.2 341 48.8

Toral 1898 51.7 1851 50.4 1823 49.6

15 .- 24 ite 13.6 112 13.1 . 742 86.9

o 25 .-- 34 197 22.7 192 22.2 674 77.8
T 35 - 44 252 30.4 243 29.3 586 70.7
EJ 45 --- 54 298 34.9 291 34.1 562 65.9
55 v b4 235 32.8 223 31.1 493 48.9

Total 1098 26.7 1061 25.8 057, 74.2

15 .- 24 375 23.4 362 22.8 1226 77.2

& 25..- 34 587 37.1 580 367 1002 63.3
u..cxf 35 --- 44 664 42.8 643 41,4 910 58.6
L 45 .- 54 741 45.9 735 44.9 888 55.1
‘g 55 --- &4 629 43.2 602 41.3 854 58.7
! Total 2994 38.4 2912 37.4 4880 42,6

More than half {51.7%) of male and 26.7 % of female had ever consumed wicohol in their life time,
on an average, 38% of the respondents { of both sexes) had consumed alcohol In last 12 months.
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Cnly 49.6% of male and 74.2 % of the female respondents did not consume alcohol. The NCD risk
facror report 2003 found that male respondents {63 percent) had consumed alcohol in their life time
where as only one third (33 percent) of the female respondents were ever alcohol consymers.

Larger proportion of male of 45-54 years of age group (57.1%) currently consumed alcohel and
least consumpticn was recorded cmong the female of 15-24 years of age group. The number of
censumers increased up fo certain age level {peak 45-54 years) and decrease beyond that age.

A study done by CWIN revealed that the overall alcohol prevalence rate is 39 percent with 47.8
percent for maoles and 39 percent for females. More females in rural creas than in urban areas
drink aizohol.?

GUANTITY OF DRINKING

Table 22: Mean number of stondard drinks consumed by currenf drinkers
during the last 7 days

Age Group Mecn 3
15 ---24 2.0
25 .- 34 2.7
Male 35 --- 44 3.8
45 - 54 4.5
55 o b4 4.8
Total 3.7
15 ... 24 1.1
25 . 24 1.5
35 .- 44 1.7
Femcle ey 50
55 - 64 2.6
Total 1.9
15 .- 24 1.7
25 --- 34 2.3
) 35 - 44 3.1
Beth Sexes 45 - 54 35
55 - 64 3.8
Totai 3.1

On average, the respondents consumed 3.1 stondard drinks per day. Male respondents on
average consumed 3.7 standard drinks almest twice higher compared to female respondents who
consumed 1.9 standard drinks per day. One standard drink was equivalent to cne standard bottle
of regular beer (285 mi) one single measure of spirit (30ml), cne medium size glass of wine (120mi)
and one measure of aperitif (60ml) with net alcohol content of a standard drink is 8-13 g of ethanel
depending on the country.'?
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Table 23: Frequency of drinking episode in terms of day,/ week or months

1-3
Age >5 days/week | 1-4 days/week | days/month < 1/month Total
Sex Group | n % n Yo n % n %

15 ---

24 46 18.40 56 22.40 56 22.40 92 36.80 250

25 -

34 123 31.87 10 26.17 86 22.28 76 15.49 384
¢ 35 -
[+] 44 180 45.00 89 22.25 81 20.25 50 12,50 400
= 5

54 217 50.47 ?4 21.86 &4 14.88 55 12.79 430

35

&4 208 55.32 73 19,47 57 15,16 31 1011 374

Total 774 42.02 413 22.42 344 18.68 It 145.88 1842

15 van

24 17 15.45 15 13.64 24 21.82 54 49.09 110
. 34 43 | 22186 50 2577 47 | 2423 54 | 27.8a 194
g 44 68 27.87 50 20.49 45 18.44 81 33.20 244
A 45 -en

54 163 35.01 50 17.48 51 17.83 82 28.67 286

55 -

&4 20 40.91 52 23.54 26 11.82 52 23.64 220

Total 321 30.46 27 20.59 193 18,31 323 30.65 1054

Frequency of consumption of drinks per day/week/menth was asked to the respondents. Among the
alcohol consumers, thirty percent of the female and forty two percent of the male drank more then 5
episodes in a week. Aimost 17 % of meale and 31% of the female had less than one episode of the

drinks in one month.




: Table 24: Number of standord drinks consumed per day

Uptot 2.3 45 6+ S::Ar?c?:r g

| Age Group Drink
n %% n % n % no Y%

1524 | 74 | 294 86 344 | 49 | 19.6 31 12.4 3.27
25 - 34 61 15,7 121 312 1 93 | 240 8% 22.9 4,82
:‘ci 15 ... 44 43 10.8 127 318 | 99 | 248 112 28.0 4.9
= 45 .. 54 44 10.1 123 28.3 105 | 242 143 32.9 5.80
55 .- &4 37 9.8 93 245 | 103! 272 129 340 376
Total 259 | 140 550 297 | 449 243 504 27.2 5.03
15 ... 24 54 | 4832 1 27 10 3.9 9 3.0 375
o 25 --- 34 85 | 443 55 286 | 28 14.6 i2 5.3 2.68
5 35 --- 44 79 | 328 86 354 | 40 16.5 23 9.5 2,82
! 8 45 - 54 75 25.8 o8 337 | b6+ 227 30 10.3 3,41
55 --- 84 59 | 265 81 362 39 17.5 38 17.0 3.45
Total 352 | 33.2 351 331 L1831 17.2 112 . 106 219
15 --- 24 128 | 354 117 32.3 59 16.3 40 11.0 3.41
§ § 25 - 34 144 | 252 174 303 | 32yl 209 101 17.4 1.98
2 35 ... 44 122 1 19.0 213 331 1139 | 214 135 21.0 4.18
= 45 .. 54 115 | 164 22 305 L1711 238 173 239 4.86
3 & 55 ... 64 96 15.9 174 28.9 | 142 | 23.6 167 277 4,90
Total 611 1 210 201 30.9 | 432 1 217 416 21.2 4.36

R

The respondents were asked about consumption behavier. Male consumed 5.03 standard drinks per
day and female consumed 3.19 standard drinks per day making an average of 4.36 standard
drinks per day omong the respondents who consumed it. The NCD risk factor report 2003 reveaied
that maie had 5.32 standard drinks in overage and female had 2.52 standard drinks on a single
occasion.s  Almost thirty percentage {29.7%) of the mole used 2-3 standard drinks per day and
97.2 % of the male respondents consumed 6 or more than 6 standard drinks per day while, 31 % of
the female consumed 2-3 standard drinks per day and 21.2 % of the female consumed & or more
than & drinks per day. The highest percentage of male (34.4%)] of 15-24 years of age group
consumed 2-3 standard drinks per dey and of female, {36.3 %) of the 55-64 years age group had
highest consumption of standard drinks. '
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Toble 25: Largest number of drinks consumed during a single accasion in
the last 12 months

Sex Age Group Mean N CILIMITS

15 ... 24 5.75 221 4837 6.657

25 --- 34 8.13 352 7.332 B.973
£ 35 ... 44 9.43 382 8.503 16.347
b3 45 v 54 999 403 8.934 10.865
55 - 64 8.98 365 8.232 - 9724

Tota 871 1723 8.308 9,112

15 . 24 6.10 101 2197 10.011

“ 25 .-- 34 4.15 180 3.427 4.864
3 35 .. 44 420 221 3.748 4.645
8 45 - 54 517 267 4332 4.001
55 ... 64 5.19 206 4.393 5529

Total 436 $75 4,340 5.370

15 ... 24 5.86 322 4.497 7.221

§ 25 -.- 34 6.80 532 6.182 7412
& 35 .- 44 7.51 603 6.871 8.147
£ 45 --- 54 8.01 470 7.324 8.704
e 55 v 54 7.51 571 7.022 2.162
| Total 7.22 2498 6.990 7.540

Responses to question 'what was the largest number of drinks you had consumed during single
occasion in last 12 months' showed that male respondents had drank almest nine (8.70; C1 8.308-
9.112 ) standard drinks in single occasion while female had drank clmost five {4.84; Cl 4.340- )
standard drinks. This showed that there was significant difference in drinking habit for male and
femaie. On average, almoest 7 {7.31; Cl 6.99-7.64) standard drinks were consumed by the
respondents on single occasion. The highest number of drinks was observed among the female of 15-
24 years age group and male of 45-54 years age group.

Tabie 26: Mean number of occasions for > 5 drinks in single occasion
(male) n = 1240

Age Group Mean
15 .. 24 53.29
25 - 34 62.58
35 ... 44 72.30
45— 54 90.37
55 --- 84 98.88

Total 79.23

During iast 12 months, the male respondents had drunk more than 5 standard drinks for about 80
days in average. The respondent of 15-24 years age group had drunk more than five standard
drinks for 53 days during last year and respondents of 55-64 age group had drunk mere than five
standard drinks for 99 days. There was gradual increase in mean number of days the respondents
drank more than five standord drinks with the increase in age.
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Table 27: Mean number of cccasions for > 4 drinks in single occasion
(female} n = 57%

Age Group Mean

15 .-- 24 54.16

25 .- 34 £4.94

; 35 .. 44 48.54
45 o 54 59.70
‘ 55 ... 64 92.00
i Total 64.87

During last vear, the female respondents had drunk more than 4 stenderd drinks for about 64 days
in average. The respondent of 35-44 years age group had drunk mere than four standard drinks
for cimost 48 days during last year and respondents of 55-64 age group had drunk more than four
standard drinks for 22 days.
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DIET (FRUITS AND VEGETABLES)

Fruit and vegetables are importont components of healthy diet. Accumulating evidence suggests thar
they could help to prevent major diseases such as cardiovascular diseases and certain cancers
principally of the digestive systems.

in this study, the porticipants were asked about the intake pattern and amount of green vegetables
and fruits. All kinds of fruit (fresh, canned, dried and frozen) ecten ot mealtimes or for snacks were
inclucied in the fruit intake. Fruit juice was excluded. One serving of fruit is defined as one medium
piece or 2 small pieces of fruit or one cup of diced pieces. Likewise, vegetable intake means all
kinds of vegetables (raw, cooked, conned and frozen) eaten beth at mealtimes and for snacks have
o be counted. A serving of the vegetables is defined as half cup coocked vegetables or one cup
saled vegetables. Added vegetables (garniture) in mixtures, such gs in sandwiches, omeiets,
cussercles, stews, soups efc were excluded. ¢

DALY CONSUMPTION OF FRUITS AND VEGETABLES

Table 28: Daily consumption of fruit and vegetables IN=5417)

Less than five servings of
No daily consumption of [{ruit and vegetables per; Five or more fruit and
fruit or vegetable day vegetabies per day
Sex Age group n % n %o n %
15 ---24 9 Q.2 498 9.2 7 Q.1
25 -+ 34 15 0.3 476 8.8 9 0.2
% 35 - 44 18 0.2 454 8.4 7 .1
b- 45 --- 54 13 0.2 486 9.0 5 ¢
55 wan 64 1¢ 0.2 456 B.4 5 .1
Total &5 1.2 237C 43.8 33 .6
18 --- 24 20 0.4 632 HP4 7 (A
2 25 - 34 23 0.4 6519 1.4 5 0.1
z 35 --- 44 15 0.3 559 10.3 3 0.1
% 45 --- 54 28 0.5 582 10.7 Q 0.0
|55 64 13 0.2 442 8.2 1 0.0
Total @9 1.8 2834 52.3 16 .3
15 --- 24 29 0.5 1130 20.9 14 .3
] 25 - 34 38 07 1095 20.2 14 0.3
:’é 35 wn 44 33 0.6 1013 18.7 10 .2
-= 45 wnn 54 41 0.8 1068 19.7 3 Q.1
2 55 . 64 23 0.4 898 16.6 s 0.1
Total 164 3.0 5204 961 | 4% 0.9

One serving of fruit wos considered equivalent to one medium piece of fruit like banana, crange
apple efe.; half o cup of cooked, chopped or canned fruit or half a cup of juice. Similarly, one
servings of vegetable was considered equivalent to one cup of raw green leafy vegetables, half ¢
cup of other vegetables cooked or chopped raw or half a cup of vegetable juice.

The mcijority of the respondents {94.1%) consumed less than five servings of fruits or vegetables per
day. Almost one (0.9%) percent of the respondents had consumed more thon five servings of the
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fruits and vegetables in @ day. Three percent of the respondents did not consume any vegetables or

fruits servings daily. it clearly showed that fruits and vegetables consumption pottern of the study

population was not enough to prevent NCDs.

DALY SERVINGS OF FRUITS

Table 29: Daily number of servings of fruits

]
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Age Group Mean CCHLIMITS
15 .. 24 2.68 2.55 2.82
25 .- 34 2.57 2.42 2,71
—: 35 oo 44 2.63 2.4% 2.78
b 45 - 54 2.38 225 2.51
55 . 84 2.25 2.22 2.43
Tatal 2.53 2.47 7,59
15 - 24 2.32 2.22 2.43
P 25 ... 34 2.22 2.12 2.32
Z 35 - 44 214 2.04 2.24
5 45 .- 54 1.54 1.86 2.03
55 ... 64 202 1.91 2,13
Total 2.14 210 2,19
15 - 24 2.49 2.41 2.58
§ 2534 2.28 2.26 2.46
2 35 - 44 2,37 2.28 2.46
= 45 . 54 2.15 2.67 2,22
2 55 - b4 219 2.11 ; 2.28
Total 2.32 2.2 N 2.36

Froit consumpticn habit hod been asked. The male respondents consymed 2.53 (Cl 2.47-2.59)
servings of fruits and female respondents consumed 2.14 (2.1 0-2.19) servings of fruits per day with
average of 2.32 (Cl 2.29-2.36) servings of fruits per day which means female consume less fruits
than male. There was significant difference between the mean servings among male and female.
Leqst number of serving was found among the female of 45-54 years age group.
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Table30: Daily number of servings of vegetables

Age Group Mean N Ci LIMITS

15 - 24 2.57 727 2.46 2.69

25 - 34 2.55 708 2.43 2.67

-g 35 ... 44 2.62 720 2.48 2.74
B3 45 .- 54 2.59 752 2.48 2.71
55 . b4 2.54 731 2.41 2.64

Total 2.57 3638 2.52 2.62

15 - 24 2.46 847 2.35 2.57

o 25 ... 34 2.52 861 2.36 267
c 35 .- 44 2.45 821 : 2.34 2.56
3 45 - 54 2.37 844 2.26 2.47
55 .. 64 2,28 704 217 2.4

Total 2.42 4077 2.37 2.49

15 v 24 2.51 1574 2.43 2.59

3 25 .- 34 2.54 1549 2.43 2.62
8 35 .. 44 2.53 1541 2.45 2.42
£ A5 v 54 2.48 1596 2.39 2.55
= 55 - 64 2.41 1435 2.33 2.49
Tatal .49 7715 j 2.47 2.53

Censumption of green vegetables is beneficial fo patients with non communicable diseases as weil as
to prevent NCDs. It increases roughage and fibers in food and they have anti oxidant property. The
numbers of daily servings of vegetable was found to be 2.49 (Cl 2.45-2.53). The number of servings
varied significantly between male and female which was 2.57 (Cl 2.521-2.626) for male and 2.42
(Ci 2.348-2.478) for female respectively. This showed thot female consumed less vegetable than
meie. The NCD risk factor report 2003 showed that most of the respondents had consumed only cne
serving foliowed by 2 to 4 serving per day. Only « very few participants had responded that they
had consumed five or more than five servings per day. ¢

TYPE OF QI USED FOR FOOD PREPARATION

Teble 31: Type of oil or fot most often used for meal preparation in households

. Butter of
Age Group Vegetable ol Lard or suet ghee Margarine Other
n Ys n Yo fn % n % n Y%
15---24 1542 9710 3 Q.19 256 1.64 2 0.13 2 C.13
25 .. 24 1544 97.60 6 0.38 i .70 1 0.046 1 .06
35 ... 44 1509 9737 1 0.06 24 1.55 0 .00 1 .06
45 --- 54 1569 97.27 0 0.00 18 1.12 1 0.06 1 0.06
55 .- 64 1410 946.84 0 0.00 24 1.65 2 0.14 2 C.14
Teici 7574 $7.20 10 0.13 103 1.32 6 0.08 7 0.09

Use of vegetable oil during meal preparation was found to be universal (97.20%). Use of lard or
lust, butter or ghee, margarine and other comprise of less than 2 % of the oil like substances used
during meal preparation. Use of margarine and lard or lust was found to be les than 0.4% in each
age group. The NCD risk factor survey 2003 revealed simmlar findings. Of the total, ¢7 percent of
maie and 98.6 percent of female responded that they use vegetable oil while preparing meals,*
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PHYSICAL ACTIVITY

There is no internationally agreed definition or measure of physical activity. Therefore, a number of
direct and indirect data sources and a range of survey instruments and methodologies were usad to
estimate activity levels. There are four main domains of peoples’ day to day lives: at werk, for
franspert (e.g. walking or cycling to work), in domestic duties {Housework or gathering fuel) or in
leisure time {e.g. sporis or other recreational activifies). Most date were availeble for leisure fime
activity, with fewer direct date available on occupational activity and activity relating to transport
ard domestic tasks. Almost all report estimates the physicai inactivity among young pecple aged 15
year cnd above. The global estimates for physical inactivity ameng adults is 17 percent ranging

T3 to 24 percent across sub regions. Fstimates for prevaience of some but insufficient activity

from 13
{< 2.5 hours per week of moderate activity) ranged from 31 to 51 percent with a gleba! average
of 41 percent, 10

In this study, WHO standeard questionnaire were asked to cover all four domains of physical activity,
Infermation ware anaiysed and interpreted with the WHO definiticns

TIME SPENT ON PHYSICAL ACTIVITIES

Table 32: Median time of total physical cctivity per day

Age Group N Median
15 --- 24 &0 450
25 - 34 71 450
L 35 - 44 45 450
= 45 -.. 54 65 750
55.. 64 42 750
Total 283 450
15 - 24 54 450
25 - 34 54 450
% 35 .- 44 51 s10
E 45 --- 54 70 450
- 55 ... b4 50 450
Total 279 450

Age Group N Median
- 15 - 24 114 450
g 25 ... 34 125 450
2 35 ... 44 55 450
Eo 45 - 54 135 450
“ 55 ... 64 92 450
Total 5672 450

Peonle who worked mostly sitting or standing, with walking for no mere than 10 minutes ot a time
were categorised os physically inactive. Participation of respondents in physical activities was asked.
The median time spent on the physicol activities was colculated. in average, the participants {of-562}
wheo perticipate in physical adtivities out of all respondents had spent 450 minutes (7.5 hours} in the
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physical activities. More male than female participated in physical activities. The highest number of
male belonging to 25-34 years age group (71) had participated in physical activities.

Table 33: Median time spent per day in minutes, in work, transport and recreation-related

physical activity
Work | Transport ! Recreation
Age Group Median n Median n Median n
15 - 24 475 20 450 40 397.5 8
25 .- 34 481 21 450 52 450 &
= 35 . 44 735 7 450 39 420 1
z 45 .. 54 750 17 445 53 © 2430 i
55 .- 64 450 1 759 32
Total 491 76 450 214 435 18
15 - 24 600 14 450 42 450 i
o 25 ... 34 390 14 450 43
3 35 .- 44 895 10 450 45 210 1
8 45 ... 54 740 13 450 61
55 - 64 390 5 450 45
Tetal 450 34 450 236 230 2
15 -- 24 475 34 450 82 405 9
7 25 .- 34 450 35 450 95 450 6
x 35 - 44 750 17 450 84 315 2
z 45 .- 54 750 30 450 114 2430 1
3 55 - b4 420 16 450 77
Total 480.5 132 450 452 435 18

it was chserved that very few participants had participated in the physical activities regarding
weork, transport and recreational activities. Only 132 people had participated in work and 452 in
transpertation and 18 in recreational activities. It was found that half of the respondents who
werked had spent less than 480 minutes (8 hours} per day In werk. Similarly, holf of the respondents
spent 45C minutes (7.5 hours) per day in transportation and more than half of the 18 participants
spent 435 minutes {7.25 hours) per day in recreation. This showed that the population who spent
time or physical activities is found to be very limited in number, it could perhaps be because of
many people did not prioritize and set time for separate physical activities and allocated time
beyord the normal works they did. It was also observed in the field that most of the respondents did
not care about the time they spent. Some of them did not have watch and they were following
sunrise and sunset.
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Tatle 34: Percentage of Participants classified os doing no work-transport or recreation-reloted
physical activity (n=7792)

Age Group Work Transport Recreation
n %o

15 - 24 408 55.6 70 9.5 560 76.3

25 -.- 34 285 39.8 92 12.8 596 83.2

2 35 .- 44 292 40.3 81 1.2 614 84.3
b:2 45 - 54 312 41.1 81 10.7 . 658 86.6
55 «=- 64 386 52.2 59 13.4 659 89.1

Total 1483 45.8 423 11.5 3087 84.0

15 .- 24 464 57.8 159 18.6 727 85.1

o 25 - 34 446 51.5 200 23.1 55 L 870
S 35 .- A4 422 50.9 218 26.3 733 88.4
Ez 45 .. 54 497 58.3 227 26.6 740 89.1
55 ... &4 470 45.6 258 36.0 638 8%

Total 2329 56.6 1062 25.8 3613 | 877

15 ... 24 902 56.8 229 14.2 1287 81.0

§ 25 --- 24 731 46.2 292 18.5 1351 85,4
2 35 -.- 44 714 46.0 299 19.3 ‘1347 86.7
£ 45 --- 54 809 50.2 308 19.1 1418 87.9
& 55 - 64 856 58.8 357 24.5 1297 89.1
Total 4012 1 515 | 1483 19.1 6700 86.0

All respondents were asked if they had participated in the work, transport and recreation related
activities. The data revecled that the most of the respondents did not participate in the physical
activities. More than half of the respondents (51.5%) did not work, almost one in five respondents
{19.1%) did not invelve in transport related activities and 86&% of them did not involve in recreation
related activities. The higher prevalence of physical inactivity was cbhserved among older age
group. There are threats or risks of acquiring of nen communicabie diseases because of less
involvernent in physical activities.
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....HISTORY OF BLOOD PRESURE AND DIABETES

HISTORY OF RAISED BLOOD PRESSURE

Hypertension has been considered as secondary risk factor associated with many non communicable
diseases especially with cardiovascular diseases and dicbetes mellitus. It has been projected thot
DM accounted for 30% and 2% of total deaths end in oll age respectively and 10% and 1% of
DALYs iost respectively world wide in all age groups in the vear 20035, 1©

The respondents were asked and investigated on the matters of hypertension and dicketes.

Table 35: Raised biood prassure diagnosed by dector or heclih worker in lasi 12 monrhs

Male : Female Total
Age Group
N Percent N Parcent N Percent
15 ---24 12 1.64 13 1.52 Z5 1.58
25 --- 34 27 3.78 26 3.00 53 3,35
35 . 44 48 6.64 45 5.44 83 .00
45 --~ 54 &7 8.83 120 1413 187 11.463
55 -~ B4 107 14.50 83 12,36 195 13.45
Total 261 712 292 7.11 553, 7.4

Only 287 ie. (7.1%) of the male ond 292 (7.1 %) of the femcle were diagnosed to be
hycertensive by doctor or health worker during last 12 months. More than fourteen percentage (
14.5 %) of the male and 13.45 % of the female were found to be hypertensive among the 55-64
years age group while only 1.64% of male and 1.58% of female were found to be hypertensive
among the 15-24 years age group. This clearly showed that the risk of gefting hypertension
increcsed with age.




CURRENT TREATMENT STATUS OF BLOOD PRESSURE

Toble 368: Currently taking blood pressure drugs prescribed by dector or health worker

“ Age Groun Male Femaie Total

3 N Percent N Percent N Percent

% i5 ... 24 4 33.3 2 15.4 é 24.0

25 -.- 34 4 14.8 i 423 15 28.3

3 35 - 42 20 41.7 21 46.7 41 44.1

= 43 .- 54 3% 53.7 55 45.8 91 48.7

. 55 ... 64 71 b6.4 45 511 118 59.5
Toicl 135 51.7 134 45.9 269 aB.8

Of 1ot 269 hypertensive respondents currently under treatment prescribed by doctor or health
worker, 51.7 % are maie and 45.9% are female were currently taking drugs and 48.3% of the
maie ond 54.1% of the female were not taking drugs currently.. This showed that almost half of the
diagnosad the hypertensive persons were not taking drugs for hypertension prescribed by heclth
worker and more male than female went for treatment of the condition to ¢ doctor or health worker|
see toble 36 and 37).

Tatle 37: Percentage of population with raised blood pressure who received lifestyle advice

Male | Female Tetal
N | Percent N Percent N | Percent
Advice to lose weight
15024 | 4 333 3 21 |7 | 280
25 --- 34 7 25.9 7 26.9 14 26.4
38 ... a4 26 54,2 18 40.0 44 47.3
45 .- 54 37 58.2 61 508 98 52.4
33 --- b4 &7 62.6 40 455 107 54.9
ot 141 54.0 129 44.2 270 48.8

Advice or traatment to stop smoking

15 - 24 2 16.7 Q0.0 2 8.0
25 --- 34 3 113 5 19.2 a 151
35 .- 44 17 35.4 12 267 29 31.2
45 --- 84 37 55.2 37 30.8 74 3%.6
55 - €4 &3 58.9 28 31.8 91 46.7

Totai 122 46,7 i 82 28.1 204 36.9

Advice 1o start or do more exercise

15 .- 22 4 33.3 3 230 7 28.0
25...34 9 313 1 42.3 20 377
35 ... 44 3 648 23 510 54 53.1
45 .o 54 45 §7.2 54 533 109 58.3
55 ... 64 68 624 46 52.3 114 58.5

“orai 157 50.2 147 503 | 204 550

L
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The respondents who were diagnosed to be hypertensive were further asked if they were advised
for lite style advice (to lose weight, to stop smoking and to start more exercise). Fifty five
percentage of the respondents diagnosed fo have hypertension had got the advice for doing moere
exerciss, thirty six percentage of them were advice to quit smoking and forty nine percentage were
advised to lose weight, This suggested that not ail the people who develop hypertension get the
appropriate life style advices from doctors or health worker. '

Table 38: Seen traditionol healer in the last 12 months

Age C—-roupi Male ! Female 5 Tg?ai
n Percent! 95% Cllimits | n Percent 95% Ci n |Percent 95%

15 ... 24 L83 | 173z 200c | 1| 435 1Bs6 | 2047
25 . 34 1 4,55 1.8460 2.049 3 12.50 1,732 2.018 4 8.70 1.828 1.998
35 .- d4 1 2.44 1.926 2.0258 2 4.76 1.885 2.020 3 3.61 1.923 2.005
45 ... 34 4 7.02 1.861 1.998 11 10.09 [1.842 1.957 15 2.04 1.866 1.954
55 e B4 2 1.94 1.853 2.008 b 7.23 1.871 1.985 8 4.30 1.928 1.986

Tared ; 3 3.42 1.942 1.989 23 8.52 1.881 1.048 31 613 a .97 1.860

Almos* six parcentages of the respondents who were diagnosed 10 be hypertensive in last 12 menths
had visited the traditional healer. The female {8.52%) with hypertensive condition visited traditicnci
hegless more than male {3.42%) with hypertensive condition, This showed that traditional healer still
plays on Impertant role for a physical sickness such as hypertension.

Takle 39: Currently toking herbal or traditional remedy for high blood pressure

Age Group | Male Femcle Total

i N Percent N  Percent N | Percent
15 .- 24 t 8.3 2 15.4 3 12.0

25 .. 34 1 3.7 5 1.2 -] 11.3

35 - 44 0.0 i 2.2 ] 1.1

45 .- 54 7 10.4 11 9.2 18 9.6

55 .- 64 6 5.6 7 2.0 13 6.7

i Toral HRE 5.7 26 8.9 4 74 |

Mcre female (8.9%) than male (5.7%) with hypertensive condition were using heérbal treatment. On
average, 3.7 % of the respondents were using herbal remedies for the hypertension. The highest
properiion of female of 45-34 years age group were using the herbal treatment and observed to
be lecs among the female of 35-44 years age group.
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HISTORY OF DABETES DIAGNOSIS AND TREATMENT

History of diabetes and its treatment was asked to respondents and the urine sugar investigation
was dene to find out diabetes status of the respondents. Following results were obtained.

Table 40: Percentage of Persons with elevated blood sugar as toid by professionol within last 12
menths (n= 700}, on insulin or orel drug tre atment

Age Group Male Femcle ‘ Total
N Percent N Percent N Percent
| 1524 | 0.0 0.0 o, 8.0
28 - 34 g 3.0 I 1.9 2.3
35 - 44 7 12.5 fg 9.5 e 10.3
45 .. 54 29 29.0 42 32,4 s 310
5564 1 a4l 35.3 26 29.9 67 338
Toral i 78 24.3 L7 20.3 155 22,1
COr nsuiin
15 - 24
25 oo 34
3542 | 0 3 37.5 70,0
45.-54 | 3 10.3 3 7. s i 8.5
35 -un B4
% 22.0 4 15.4 L3 19.4
Tt 12 15.4 10 13.0 | 22 14,2
Cr oral drugs
5 24
25 . 34
35 - 44 2 28.6 é 75.0 g - 53.33
45 .- 54 20 69.0 32 76.2 52 73.24
55 - &4
33 80.5 21 80.8 54 80.60
Totet 55 70.5 59 76.6 114 73.55

Respondents were asked if they had seen the heclth professionals and have been diagnosed as
hevirg elevated blood sugor in the last 12 months. Out of the 700 respondents who had seen health
warkers for last 12 menths, 155 respondents had elevated sugar level{24.3%) male and 20.3%
femaiz and [22%) of both sexes were found to have elevated sugar level. The NCD risk factor
report 2003 study revealed that 16 percent of men and 21.6 percent of women had history of
blood sugar measurement in the last 12 months. Of them, 4.3 percent men and 3.5 percent of
womer were diagnosed coses of diabetes. In total, there were 3.8 percent dicbetic cases among the
rescencants, 4

Thirty five percent of the male respondents and thirty percent of the female respondents of the 55-
&4 yeor of age greup had developed elevated sugar level in last 12 months. The risk of
appeurance of elevated sugar level among the respondents increased with the age. Our of those
whe were diagnosed having elevated sugar level, 14.2% were taking insulin and 73.55% of them
were on oral drugs. Rests (12.25%;) of them were neither using oral drugs ner insulin. Almost 81 % of
the diabetics of 55-64 yeors of age were on oral drug.




TYPE CF TREATMENT

Table 41: Advice to lose weight, to stop smoking and to start or to do more exercise
Age Group Male Female | Tol’rcl
N TN Percent N [Percent | N i Percent
9 Advice 1o start or do more exercise
15 .- 24
25 .- 34
1 35 .- 44 é 75.0 4 50.0 10 667
45 -.. &4 22 759 33 78.6 55 74,4
55..64 22 80.0 17 65.4 49 74.2
Toral 80 77.9 54 70.1 114 740
Aavice or trectment to stop smoking
15 .o 24 !
25 ... 34
35 - 44 4 85.7 3 37.5 ? ] 60.0
45 - 54 18 621 14 33.2 : 32 i 45,1
55 . 4 27 65.9 17 65.4 44 457
o i 5.4 " 34 L 4a2 85 L sal
Aczvice or treatment to lose weight
15 - 24 |
25 ... 24 i
35 . 24 2] 85.7 4 50.0 10 66.7
45 ... 54 22 75.9 33 78.6 55 773
55 --- 64 32 78.0 17 65.4 49 73.1
i Toral Coso | 76.9 54 70.1 114 73.5

Tre siudy found out that almost 74 % of the respondents were advice fo lose weight, 54 % to quit
smoking and for 74 % to start more exercises. More male than female got advices to have changed
the lifz style behaviors. The advice given by physician to male to quit smoking was found to he
significansy different from female. Less number of female gets advices than male.

6
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Toble 42: Percentage of population with dicbetes whe went to tradiiicnal heclers and for
3 traditional treatment
Age Group Male Femnale | | Total
N Percent N Percent | N | Percent
Seen *roditional healer for diabetes
15 - 24
25 ... 34
35 - 44 2 28.6 2 13.33
45 --- 54 4 2.3 4 5.63
55 --- 84 3 7.3 2 7.7 5 7.6%
Total 3 3.8 ‘ 8 10.4 1 7.19
Currantiy taking herbal/traditional remedies for diabetes
15 --- 24
25 .- 34
35 -84 1 2 25.0 14,2 2.0 20.0
45 .- 34 3 10.3 9 21.43 120 | 1650
55 . 64 5 12.8 3 11.54 8.5 e
Tetel 10 13.0 13 17.11 230 ﬁ 1502

It was ‘cund that more number of female went to fraditiona! heclers for treatment then male did. Cn
cverags, 7.19 % of the diabetic respendents went to traditional hecler. Similarty, mere numbers of
femoiz were en herbal and traditional remedies for treatment than male. Femcle of 45-55 years of
age hed used traditional remedies for diabetes.




STEP Z: PHYSICAL MEASUREMENTS

According to WHO STEP wise approach, physical measurements of the respondents were taken. In
tais study, height, weight, BMI, blood pressure and waist circumference were measured using the
WHO standardised machines sent by WHO, SEARO Office. Physical measurement is one of the
major variables to identify the risk factors for non-communicable diseases like diobefes mellitus,
stroke and ischemic heart diseases. According to the WHO world health report 2002,
approximately 58 percent of dichetes mellitus, 21 percent of ischemic heart diseases und 8-42
percent of certain concers were attributable to BMI above 21kg/m2 The study had ciso calculated
the Sody mass index (BMI) using the formula of weight in kg divided by square of height in metre.
According to the caleulation of BMl globally, adult mean BMi levels of 20.23 Kg/m? ara found in
Afrlcs and Asia, while levels are 25-27 Kg/m? across North America and Europe. '%. According to
WHO definitions, respondents were classified in to underweight {< 18.5), normai weight (18.5.
249}, Grade 1 overweightl 25-29.9), Grade 2 overweight(30-39.9), Grade 3 overweight (>
400

MEASUREMENTS OF HEIGHT, WEIGHT AND BODY MASS INDEX

Table 43: Physical Measurements: Heights in meters, weight, and body mass
index {excluding pregnant women)

Male Female Total
Age Group T T : ;
N ’ Mean | 95% (i N | Mean | 95% N Mean] ©5%C
Physicei Meosurements: Heights in meters
P15 .. 24 730 1.609 | 1.603 1.615 7 850 1.50 1.487 | 1.506 | 1580 1.55 1.547 1.555
25 ... 34 7id 1.634 1.595 1.673 862 1.52 1.488 1.554 | 1576 1.57 1.547 1.598
35 - 44 723 1.603 | 1.597 | 1.609 822 1.50 1.499 | 1.508 | 1545 1.55 1.546 | 1.555

45 --- 54 756 i.591 1.586 | 1.597 850 1.49 1.488 | 1.496 | 1606 1.54 1.535 | 1.543

35 o b4 737 1.58C | 1.576 | 1.584 711 1.48 1.471 1.481 1448 1.53 1.525 | 1.534
Total 3660 | 1.603 | 1.596 | 1.512 | 40%5 1.50 1.493 | 1.507 | 7755 1.55 1.543 1.554
Physical Measurements: Weight in Kgs
15 ... 24 730 58.7 55.4 57.1 849 49.3 48.2 50.3 157% | 527 51.8 53.2

25 --- 34 714 59.4 58.6 60.2 862 52.5 50.3 54.7 1576 ¢ 556 54.4 56.9

35 ..o 44 724 59.2 58.5 60.0 822 51.4 30.7 52.0 1546 | 55.0 54.5 55.6

- 54 757 58.1 57.3 58.8 848 51.1 50.0 52.3 1605 | 54.4 537 1 551
- 64 735 | 568 | 560 ! 575 | 706 | A7.8 | 467 | 490 | 1441 | 524 | 516 | 533 ¢
Toral 3660 | 58.0 57.6 58.3 4087 | 50.5 49.9 51.1 7747+ 54.1 5346 | 544
Physicai Measurements: BMI (Kg/m?3)

R S
[ IR
n in

1526 | 7o7 | 217 | 215 | 210 | 849 | 218 | 21.4 | 223 | 1576 | 21.8 | 218 | 220
25--34 1 714 | 227 | 225 | 229 | g1 | 227 | 220 ¢ 234 | 1575 227 | 224 | 234
3§44 1 723 | 230 | 228 | 232 | 820 | 227 | 224 | 220 | 1543 | 22.8 | 227 | 2.0
4554 | 754 | 229 226 | 231 | 848 | 229 | 224 | 235 | 1602 | 226 | 224 | 219
8564 | 732 | 226 | 224 | 228 | 706 | 219 | 204 | 225 | 1438 | 223 | 226 | 226
222 | 227 17734 225 224 1 226 |

Torel | 3650 | 226 | 225 | 227 | 4084 | 22.4
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The height, weight and BMI of 7792 respondents were measured and caleulated. Mean height for
maie (n=3660) was 1.603 meters and 1.50 meters for female {n=40935). The respondents of older
age groups were found to have less height than the younger age greups. Mean weight for the
responcent (n=7747) was calculated to be 54 Kgs (Cl 53.6-54.4 Kgs) and 58 Kgs for male and
5C.5 Kgs for female. Significant difference was observed in between the weight of male and
female. A total of 7734 respondents were considered for calculation of BMI. The mean BMI ranged
fram 27.7 -23 Kg/m? among male and 21.8-22.9 Kg/m? among female with mean BMI of 22.6
Kg/m? cmong male and 22.4 Kg/m? among female.

Table 44: Percentage with abnormal BM/ {under weight and over weight)

Male Female Both Sexes !
- N PercenfiMean! 95% Cl | N PercentiMecn 95% Ci | N Percent Mecn| $5% Ci
Physicai Measurements: BMI (Distribution under weight{less than 18.5 Kg/m2)
L3524 11201651037 00141019 103 120 G2 1010 014 | 223 | 141 0ooia 032 0.3¢
25 --- 34 38 8.1 0.08 | 0.06 | 0.10 | 64 7.7 C.CB ;0.6 Q.09 | 124 7.9 1 0.08 0.0?? 0.09 |
35 .- 44 48 b6 1007 | 0051009 | 73 8.9 Q.09 10071 011 1 12t 7.8 1 0.08 (007 009
45 - 54 1 87 89 1009 007! 011! 72 8.5 C.0% 10.07: 0.0 139 87 1 0.0¢% IC.G? C.i0
55 --- 84 81 1111013 1609 1 013 11151143 016 i0.14] 019 | 195 | 13.6 0.14 O.EQ!G.‘ES
Teig! 374 1102 1 010 | 0.09 | o1 429 105 071 0101 GIY I BR3 | 104 i 010010 0.
Pnysics: Mecsurements: BMI Distribution Over weight {25.0--- 29.9 Kg/m2}
E -24 0 130 | 17.9 101791 0.151 | 0.207 | 41 4.8 C.05 (803 006 171 1109 | €1 2 Q.
3. 38 ; 155 1217 10217 Q187 ,0.247 101 | 11.7 1 012 ICI0| Q.14 | 256 4 153 1 016 1014 018!
35 --- 4 154 (21,3 /0213/0.183/10243:112 137 : Q.14 (011 016 | 266 | 1721017 012 ¢

Age Grou

kY

45 --- 54 157 | 208 {0208 0.179]0.237 1021 12.0 | 0.12 0101 014 | 259 {162 1 0.16 | 0.14 0.18

55 --- 64 144 | 19.7 10197 1016802261 80 | 11.3 | Q.11 10.09 014 ; 224 | 156 1 0.1 |0.14 C.13

Toral [ 740 | 20.3 |0.203] 0.19 1021614361 10.7 4 0.11 (0,10 0.12 1176 ] 15.2 [0.15 014 0.16°

Tre ynder weight (BMI< 18.5 Kg/m2) male and female respondents comprise the 10.2 % end
1C.5% of the total male respondents and female respondents. The population of under weight male
was highest among 15-24 year age group and underweight female were highest among 53.64
year aga group.

Responcents who were over weight (BMI> 18.5 Kg/m?) were fifteen percent of total respondents
ameng the total respondents, twenty one percent of male of 25-34 years of age group and 13.75
% cf famale of 35-44 years of age were over weight . The respondents having normal BMI was
cocuiated to be 72% of all respondents. According to the NCD risk factor report 2003, (26.73 %
of men end 41.86% of women) were found overweight with 24.75 percent of men and 31.22
percen’ of women in grade 1 cverweight.t We can make the inference that papulation in the uriban
like merepolitan city are more obese than those of outside valley.
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MEAN WAIST CIRCUMFERENCE (EXCLUDING PREGNANT WOMEN)

Toble 45: Mean waist circumference {in centimeters)

Age Male Female Total
Grouz| N | Mean 95% ¢l N | Mean 95% Cl N | Mean 95% C}
15 -0 240 730 1.6 70.88 | 72.24 824 71.3 68.60 | 74.04 1555 71.4 68.96 | 72.97
25 - 32 732 767 75.89 | 77.43 836 73.6 7284 § 7427 | 1548 75.0 74.45 | 7553
35 - 44 76 79.1 78.28 | 79.98 816 75.9 7503 | 74.83 1532 77.4 76.80 : 7803
45 --- 541 782 79.4 78.59 | 80.23 844 76.2 7543 1 7707 | 1595 777 7715 | 78.32
55 - 84 723 79.7 78.84 | BO.59 703 75.5 72.66 | 78.32 1436 778 7619 1 7911

Total Icad 773 7693 | 77.68 : 4023 | 745 73.68 | 75.28 | 7487 75.8 7537 | 7ao0m

-
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reomierence of the respondents was measured. The mean waist circumference was
lcvigted to be 75.8 Cm {Cj 75.37-76.28} with average waist circumference of male being 77.3

-
futey

MIAN 2LOOD PRESSURE RESULTS

Cm {Ch 76.83-77.48) and of female being 74.5
observed in between the waist circumference of the male and female respendents. A narrow ¢
wes okserved in the waist circumference among different age group.

Table 48: Mean blood pressure (average of three readings)

Cm {Cl; 73.68-75.28) . A significant difference wos

cnge

Age ;Sysroﬁc {mmHg) ! DiastolicimmHg)

Grovz | male Female | Both Sexes Men Female Both Sexes
: n Mean n Mecni n Mean n Mean n Medan n Mean

15 --- 2* 734 124 854! 117 j1588 120 734 74 854 74 1588 74
25 .- 3a 716 128 8441 119 11582 123 716 79 866 76 1582 7g |

35 --- /_'.f," 724 132 8291 126 11553 129 724 83| 829 20 1553 81

45 - B4 750 135 8531 132 Ne1z 134 780 84| 853 33 1613 83

55 --- 64 740 144 716 137 11456 140 740 87| 716 83 1454 85
Totz 3674 133 4118] 126 7792 129 3674 82/4118 79 7792 8C f

Biood zressure is one of the vital indicators. A range of 90-140 mmHg of Systolic blood pressure
ard £C-90 mmHg of diastelic blood pressure is considered to be normal range for aduits . Mean
biood sressure of the respondents were recorded taking three readings. The average reading was
ca:culcied. The mean Systolic blood pressure was 133 mmHg among male and 126 mmig ameng
the ‘ermale with o mean of 129 mmHg among both sexes. The Diastolic pressure was recorded to be
82 mmig among male, 79 mmHg emong female and @ mean of 80 mmHg ameng both sexes. There
weos corsiderabie difference in both systolic and diastoiic bloed pressure between male and femcle
resgensants.



Toble 47: Percentage of patients with raised blood pressure

Age SBP > 140 and or DBP > 90 mmHg | SBP 2170 and or DBP > 100 mmHg
Croug Male Female Both Sexes Men Female | Both Sexes

n % n %o n % n % n %% n %
15 ... 24 112 15.26 92 {1077 204 | 128 o 1.23 112 ¢ 1.41 21 1.22
25 - 34 222 31.01 122 114.09| 344 217 3! 4.33 | 2% 2.42 52 3.29
35 .- 44 376 51.93 291 13510 687 42.9 89 12,29 1| 47 8.08 156 10.05
45 - 34 467 61.45 1 468 |54.871 935 | 580 | 119 | 1546 101! 1184 220 | 13.44
55 . H4 439 86.35 465 1649411041 75.8 205 1 2770 1151 21.09 356 24,45

D Tersi 1 1814 49.43 1 1438 [34.9213254! 418 | 453 11233 13521 gzs 805 | 10.33 |

he stydy found out that almoest half of the respondents had developed condition of raised biced

Lre ameng male population and it was found te be 41.8% among the both sexes. There was a
censicerable difference in the systolic and diastolic blood pressure of range {140/90 mm of Hg and
aseve cmong male and female, Of those who had developed condition of roised blood pressure of
renge 1" 70/100 mmHg and above) were 10.33% of the respondents. Almost 9 in 10 male (86%;
cf 55-£4 years age group had developed condition of raised blood pressure of range (140/90
mm ¢f rig and above] and was seen least (10.77} among the female of 15-24 years age group.
Almost 3 in 10 male (27.70%) of 55-64 years age group had developed condition of raised bilocd
pressure of range (170/100 mm of Hg and above) and was seen least {1.23%) emong the male of
15-24 vears age group. The risk of developing hypertension increases with age.
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PARTICIPANTS TREATED WITH DRUGS FOR RAISED BLOOD PRESSURE DURING LAST YEAR

Teble 48: Percentage of participants treated with drugs for raised blood pressure during the last

one year
Male Female Both sexes
Age group )
% n Ya n %%
15 ... 24 4 0,54 2 0.23 : 6 0.38
25 34| 4 ' 0.56 1 1.27 15 0.95
35 .o dg 20 ' 276 21 2.53 41 2,64
45 - 54 36 474 55 .45 9 : 5.64
55 .. b4 7 9.59 45 6.28 lis 7.97
Torel 135 3.67 134 | 3.25 289 345

Tre rescendents were asked if they had been treated for condition of raised blood pressure. Qut of
7192 rescondents, 3.67% of male and 3.25% of female were treated for the condition making an
avgrogs ¢f 3.45 for both sexes but 10.33% of them were having the condition of raised blood
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CHAPTER THREE

CONCLUSIONS AND RECOMMENDATIONS

NCD surveillance Study was corried out in 3 decentralized districts, Maijor risk factors hame!y
tobacco use, aicohol consumption, diet and physical ectivities gssociated with non communicable
diseases wera assed. A total of respondents tock part in the study. Based on the findings, follcwing
were concluded and accordingly recommendations were made.

CONCLUSION(S)
This study was done with the view of establishing @ continucus surveiilance system cof non
womminicable diseases in Nepal with referencs fo the major risk facters for nen communicabie
ciseases recognized world wide. This is o pilot study expended in 3 disiricts after NCD risk factor
study in 2003 which was carried out in urban sefting considering one district.

The study found out the abundant evidences of prevaience of risk factor under study. Alarming facss
of prevalence of secondary risk factors wera detected. High percentages of hypertensive
respondents were unknown about their blood pressure stctus ond many of the respondents were
physicaily incctive., Around 7 % of the respondents had the history of hypertension end almost 429/
were identifiad to be hypertensive during our study. Consumption of tobaccs and alcochel was
¢commen ameng the respondents and older people tend to drink mare heavily than the younger
reople, Significant proportion of the respondents was either over weight or under weight. Similarly,
22% of the respondents who had visited physician in last 12 months were diagnesed as dicbetic,
which was aimost 2% out of total sample.

It's clearly seen that the risk factors for non communicable and chronic diseases are common in the
sociaty. Regular Scrutiny of such factors in the general population is necessary to track out the extent

of problems and achievement in control of non communicabie diseases. Well planned, need based
and effective programmes are needed to address the fifestyle changes in the general population.

RECOMMENDATIONS
Based on the study; feliowings are recommended

1. Extensive awareness and infervention progremmes on behaviora change intervention
acdressing the issues

- Related to both smoking and use of smokeless tobacco with special focus to female,
youths and adults for quitting consumption as well as demend reduction,

- Of harmful effects of alcohol consumption,

- Importance of more vegetabie and fruits in daily diet and to promote heaithy
habits like use of vegetablie oil for cocking



- To promote physical activities both in urban and rural settings.

Government should take strong hold in implementation of existing policy initiatives and  tcke
rew initictives in order to

- Discourage the marketing and promotion of the manufactured cigarette and liquor

- Restrict in buying/ selling tobacco products and liguer so that the young people (miners)
would ke discouraged for consuming tobacco and liquor in early age.

Since the study revealed a significant portion of those whe were diagnosed with hypertension
and diabetes visited traditional healers and wera toking herbal medicine for trectment. Se, all
hynariensive and diagbetics in the community level should get medern medical facilities as weil as
adeqguate awareness to utilize those facilities.

it's recommended that standardization of servings of fruits and vegetables cnd degree of
physical activities at local context should be done for further surveys.

Regutar blood pressyure and blood sugar level monitoring services should be made cvailable in
community based settings and people of clder age should be aware about the importance of
reguicr blood pressure/ sugar monitoring and regularity of medication. Physicians and hecith
workers should emphasize on the impertance of life style changes together with the medicing!
treatment for the hypertensive and dicbetic condition and ensure that every dient gets advices
for life style change.

Government should prioritize the prevention of non communicable diseases by intervening
against the risk factors and including them in essential health care service and provide them
through primary health care settings.

As Survey has been conducted in three districts involving district and below district health
workers, they are dlready sensitized to some extent about the risk factors for NCDs. It can be
recommended that this sensitization programmes should be continved and reproduced.

District level capacity was overestimated during plonning especially in selecting the interviewers
and supervisors and data entry persons. As a result, survey team faced some difficulties in
mcintaining data quality. So in the days to come, standard selection criteria should be
developed and utilized for better relation of the field staff to increase the data quality.

Training for interviewers and supervisors were conducted for 3 and 2 days respectively. This
was quite insufficient to discuss and conceptualize the research matters. Therefore, it is
recommended to extend the duration of the training for 5 days and 3 days respectively.

Some of the Data entry persons, who were trained, had a very little computer knowledge. That's
why, survey team faced difficuities in data entry as well as in processing. Therefore, it s
recommended to take computer related exams with districts statistical assistant and medical
recerdears.
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AMNEX 2 SUPERVISORS AND ENUMERATORS

flam District
Supervisors

Bipak Adhikar
Hema Devi

Dil Nath Shrestha
Gite Pd. Nirauic

Bharet Mani Danel
Narandra Siwaketi
Raghu Nath Yaday

Erumerntors

Mr. Hari Narayan
Chaudhary

Miss .Devi Gurung

Mr. Deepek Paudyal
Ms. Chandra Rai

Mr Tika Raj Bardewa
Miss Sitg Tamang

Mr Krishne Chaudahary
Ms. Mirpa Rajbansi

Mr Umeash pd.shah

Ms Nirmaia Sigdel

Mr Kiran Kumar Kharel
Mz, Bindu Tamang

Mr. Rei Kumar Shah
Ms Ramante Paudyal
Md Abdul man Rain
Ms.Miian Sherpa

Tanahun District

Mr Bashanta Adhikari

Mr Ajaya Sriwastav

Mr Mukti Prashad Pandit
Mr Chandramani Adhikari
Mr Shanicar Bahadur
Achikari

Cr Krishna Prashad Paudyal
Mr Aishwarya Bhattrai

Yashodha Pokhrel
Prem subedi
Annapurna Ghemirs
Santosh Gurung

Tiia Agle

Lalite Shahi

Agam Raj Upadhayay
Rama Kayastha
Krishna Ghemire
Sharmile Thapa
Purna Bahadur Bote
Samita Lohani

Megh Bohadur Thada
Tara Devi Bhuijel

Ram Naresh Thakur

ANMEX 3 SCHEDULE OF MEETINGS

Lalitpur District

Mr Biswa Raj Shresthe
Mr Ananta Pd. Sharma
Mrs Ambika K.C
Mr.Sorct Pd Acharya

Cr .Rajendra Pd Sheh
Dr Ruby Shrestha
Ms Kemal Paudel

Ms Sun maya Ghishing

Mr Reju K.C

Ms Maya Bhandari

Mr Min Bsr Shirestha

s Mina Pothak

Mr Mahendra Giri

Ms Song Futi Shrestha
pr Purusotcam Rej Bhandari
Ms Nirmala Nepal

Mr Ridhi Shyam

Ms Parbati Sharma

Mr Jag Mohan Shrestha
Ms Bimala Pahar

Mr Pushicar Patel

Ms Indira Bhandari

Mr Madhu Ram K.C

Ms Hira Kafle
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NCD SURVFILLANCE STEERING COMMITTED » RETING
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Cate Activities Remarks
200 luly 20058 surveillance tools approved for
Nepal

NCD SURVEILLANCE TECHNICAL COMMITTED MERTINGS

' Dats Activities Remarks
3th Deg 2704 NCD syrveliicnee aetiviries
sian
3Cth jon 2CCe Tracking progress
22nd Februgry Tracking progress




ANNEX 4 SCHEDULE FOR TRAINING PROGRAMME

PRETEST WORKSHOP AT HOTEL GREENWICH VILLAGE FROM FEBRUARY 157 TO 3RC 2003

Daote

February 1, 2005

February 2, 2005

Februgry 2, 2005

TRAINING AND DATA COLLECTT

Activities

participants were criented on
the pretest questionnaires and
the data collection at clusters
aregs in the field

participants went to the field
clusters for simulation data
collection

feedback was received from
the participants and necessary
modification

ON

Remarks

Dr. L. Leowski, Regional advisor
for NCD SEARO, WHO,
attended the workshop

Uistricts Date of Training for Date of Training for £  Dare of Dc
supervisor {TOT) Interviewers =ctop .
litam September 19 — 23 217 .23« September 287 September fo
2005 October 7t 2008
Tanahun October 241 — 28 November 10% — 24m
2005 208
Lalitpur Augld-15, 2005 August 28 1o Sept 18m
2005

TRAINING STHEDULE OF PILOTING ACTIVITIES IN LALITPUR DISTRICT

Time Activities handout Resource person Product

Day 1

9-9.30 Opening and Welcome - Dr. Baburam Marasini = NCD
Objective(s)

$.30-9.45 Coffee Breck

$.45-10.30 NCD Surveillance Protecol  + Dr. lisa Nelwen & Dr. BR  Guideline input

Dehal

10.45.12 Supervisor Training Module + Dr Khem Karki

iz-13 Lunch

13.13-13 Interviewer Training + Supervisors+ NCD OC Plan of field

module activities:

Where, Who,
How to moniter

15-165.30 Selection of Pilet site Supervisors+ NCD OC Site Selected in
Imadol Lalitpur

Bay 2

9-9.2¢ Field Preparation Plan

2.45-15.00

Questionncire, Equipments

interview at the community

Level

2 interviewers+
supervisor

Qesticnnaire
inputs
Interviewers
training module
inputs
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15.30-16.30

Discussion of the results Dr. lisa Nelwan & Dr BR  Observation
Dahal sheets
Day 3
G-12 Group discussion Dr.BR Marasini . lnputs for
Supervisor Interviewer Dr. fisa Nelwan & Dr BR  guidelines and
Data Management Dahal questionngire
inputs for
survey
implementation
12-13 Launch
13-14 Panel Discussion

TRAINING &C

HEDULE FOR TRAINERS TRAINING

Final Draft of
Guideiines and
Questienngire

Time Activities Responsible Person

Doy 1

©.30-10.0C Opening and introduction and  Pitamber L Shrestha & Silpi
Pre-test Thapa and organising

committee
10.00-1C.15 Coffee Break
1G.13-11.15 NCD Surveillance, objective Dr. lise Neiwen & Dr BR Dehal
' and sampling & supervisors

11.i5-12.75 Intfroduction of Survey Dr. Khem karki
instruments and guidelines

12.15-13.00 Tea and Snacks

13.00-14.3C Discussion on Step 1 Dr. Khem karki

14.3C-13.45

Questionnaire
Tea

14.45-16.30 Group work and Presentation Dr. Khem karki
Day 2 '
9.30-10.00 Review All
10.C0-10.15 Coffee break

10.15-11.5
11.15-12.15
12.15-12.00
13.0C-14.00
14,0C-14.15
14.15-15.15

15.15-16.00

Discussion on Step 2
instruments

Practical session on measuring
BP, weight and height

Tea and snacks

Continved Practical session on
measuring BP, weight and
height and waist

Tea

Simulation exercise and group
presentation ond post test
Planning for interviewers
training

TRAINING SCHEDULE FOR TRAINERS TRAINING

Br. Khem karki

Dr. Khem karki & Dr BR Dahal

Dr. Khem karki & Dr BR Daheal

Dr. Khem karki & Dr BR Dahat!

Dr.dlsa Nelwan

Time Activities Responsible Person
Bay 1
©.30-10.00 Opening and Introduction and ~ Pitamber L Shrestha & Silpi

Pre-test

Thapa and organising
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committee

10.00-10.15 Coffee Breck

10.15-11.15 MNCD Surveillance, objective Pr. lisa Nelwan & Dr BR Dahal
and sampling & supervisors

11.15-12.5 Introduction of Survey Dr. Khem karki
instruments and guidelines

12.15-13.0¢ Tea and Snocks

13.06-14.3C Discussion on Step 1 Dr. Khem karki
Questionnaire '

14.36-13.45 Tea

14.45-16.30 Group work and Presentation Dr. Khem karki

Day 2

©.30-13.00 Review All

18.00-1C.13 Coffee break

10.15-11.13 Discussion on Step 2 Dr. Khem karld
instruments

11.15-12.13
12.15.13.0C
13.00-14.0C
14.0C-14.13
14.15-15.13

15.13-16.00

Practical session on meagsuring D, Khem korki & Dr BR Dahal
BP, weight and height

Tea and snacks

Continved Practical session on Dr. Khem karki & Dr BR Dahai
medsuring BP, weight and

height and waist

Tea

Simulation exercise and group  Dr. Khem karki & Dr B8R Daohai
presentation and post test
Planning for interviewers
training

Drllsa Nelwan

TRAINING FOR DATA MANAGEMENT DATE: 3TH - 7TH SEPTEMBER

Name of the participants

0@ NO bR

Prabha Adhikari

Dil Bahadyr Siris
Basant Adhikari
Narendra Shivakoti
Sagar Prasai

Deepak Adhikari
Krishna Sapketa
Schan Tamrakar
Ihatak Sharma Poudel

TRAINING SCHEDULE FOR DATA MANAGEMENT

z

Time Activity RPs
$:30 - 10:00 Opening, Introduction to each other Pre-test Al
10:00- 10:15 Teq Break all

10:15 - 10:45 introduction to NCD Surveillance including LSA



objectives and STEPS strategy

3 10:45-11:30 Introduction to survey instruments
4 11:30-12:15 Intraduction to Data management Guidelines
5 12:15-13:15 Heavy Snacks/ Lunch
6 13:15- 14:15 Introduction te Data Softwere | Installation
of the program
7 j4:15 — 14:45 Tea Breok
8 14:45 - 15: 45 Contd... Introduction to Dota Software
installation of the program
9 15:45- 17:00 Introduction to Coding of STEP 1 and STEP
2
Time Activity
! $:30 - 10:00 Review of the davy
10:00- 10:15 Tea Break
2 10:15 —10:45 Data Eniry
3 10:45 ~11:30 Data entry
4 11:30-12:13 Data entry
s 12:15- 1315 Heavy Snacks/ tunch
é 13:15- 14:15 Data clecning
7 14:15 ~ 14:45 Tea Break
8 14:45 - 15: 45 Data cleaning
9 15:45- 17:00 Introduction to NCD data anaciysis
Time Activity
9:30 - 10:00 Review of the day
10:00- 10:15 Tea Breck
2 13:15 —10:43 Data Analysis
3 10:45 = 11:30 Data Analysis
4 11:30-12:15 Date Analysis
5 12:15-13:15 Heavy Snacks/ Lunch
é 13:15- 14:15 Introduction to report tempiates
7 14:15 - 14:45 Tea Breck
8 14:45 - 15: 45 Tobie generation
Q 15:45-17:00 Planning for Data Entry in Districts and Post.

test, wrap up

ANNEX 5 SURVEY INSTRUMENTS
QUESTIONAIRLE . USED VERSION WAS 1.4
VETHOD OF CALCULATIING STANDARD DRINK AND SERVINGS

Alcohol show card

Khem
Sugam

Sugam/Khem

Sugam and
Khem
Khem /Sugam

RPs
All
ail
ail
ail
ail

Sugam/Khem

Sugam and
Khem
Khem

RPs
All
all
ali
all
ait

Sugam/Khem
Sugam and

Khem
Alt




Section A; Q Ala to Aéb Alcohol Consumption
1 standard drink =

&

g
1 standard bottie of 1 single measure } medium size glass of ! measure of reguiar
beer (285ml)  of spirits (30mi) wine {120ml) aperitif{ 60mi}

(Note: net cicohol content of o standard drink 7= 8-13 . of ethanot DEPENDING ON THE COUNTRY)

ALCOHOL EQUIVALENTS:

Wine:

1 GLASE CF WINE 1 Drink
1 BOTTLE OF WINE & Crinks
T TWONE COOLER" 1 Drink
Beer.

TBOTTLE OF BEER i Drink

1 CASE OF BEER 24 Drinks
Hard Liquor:

1 HIGHBALL OR SHORT GLASSES 1 Drink
’5/2 PINT CF LIQUOR & Drinics
1 PINT OF LIQUOR 12 Drinks
1 FIFTH OF LIGUOR 20 Drinks
1 QUART OF LIQUOR 24 Drinks

*Add photos and Hustrations os apprepriore




FRUIT AND VEGETABLE CHART

Diet show card

Section D; Q Dlato D4
VEGETABLES

are considered 1o be:
| Raw green leafy

| Yegetables

l’ 1 serving

i Other vegetables, cocked E V2 cup f Tomatoes, carrots, pumpkin, corn, !
| or chopped raw f | Chinese !
! f [ cobbage, fresh beans, onion, ssc. |
) ‘ g ...!:"'.; I‘
| :
| |
[ f

| Vegetabie juice i i
_FRUIT

Is considered to ba: | 1 serving | Examples %
[ Apole, banane, orange J T medium I -

i size pieca

Chopped, cocked, canned
fruit

i V2 cup Juica

Physical aetivities show card
Section P: P] o P14

MODERATE | VIGOROUS

Physical Activities | Physical Activities ]
Involve moderate physical effart ! Involve hard physical effort :
This make you breathe somewhat harder than | This makes you breathe much harder than i‘f
nermat | normal o
Examples: | Examples: ;
* Ceaning | * Carrying heavy loads :
* Farming Lo Heavy construction i
. Pc:inﬁng/plcstering * Digging |

|

|

* Gardening IJ
|

i

e . h Strraslite o,
"-i 2
* Swimming

|

|

f

* Climbing stairs {
|

|

: ___wﬁw

A




