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Mothers’ Knowledge, Attitudes and Practices related to Scabies, ARI and Diarrhea in the earthquake-affected areas of Pakistan; A Household Survey

CHAPTER ONE: INTRODUCTION

Since independence in 1947, Pakistan has experienced a slow but steady decline in rates of mortality at all ages and especially so in infant mortality
 . However, despite the obvious improving trends, health indicators for child health remain very poor
 . Most of the morbidity and mortality can be attributed to preventable communicable diseases, the top of which are diarrhea and acute respiratory infections (ARI). 
The massive destruction and disruption of civic and health services saw, amongst other health and social issues, an expected rise in communicable diseases in the local population, the brunt of which is being faced by vulnerable population groups like women and children. Factors inducing such widespread morbidity and mortality that have been highlighted in emergencies elsewhere, and are quite relevant here include mass population movements and resettlement in temporary locations, overcrowding, economic and environmental degradation, impoverishment, scarcity of safe water, absence of shelter, poor nutritional status and poor access to health care
 . While most of these factors may be ‘uncontrollable’ at the individual level, inevitably the   health promoting, seeking and utilization behaviour of the community determines the actual outcome for the illness and includes factors socio-demographic factors, social structures, level of education, cultural beliefs and practices, gender and status of women, economic and political systems and the disease pattern and health care systems
. An understanding of these factors and the dynamics involved is crucial at all levels of intervention; from the strategic policy formation down to the level of developing public health messages and actual service delivery. 
In order to develop such an understanding, three childhood illnesses have been selected for the purpose of this study due to their high prevalence and incidence, substantial morbidity and mortality and amenability to preventive measures, namely, scabies, diarrhea and Acute Respiratory Infections (ARI). Since mothers are essentially the primary care givers for young children, an assessment of their KAP with regards to these selected illnesses can help us better understand the dynamics of health seeking behaviour in this area and provide much needed knowledge towards developing, and improving upon existing interventions that are community specific, culture sensitive and relevant to the socio-economic realities of the areas in study. 
The objectives of this study therefore are:

1. To identify the communities current knowledge levels of the cause, affects and management of  Scabies, Diarrhea and ARI

2. To identify health seeking behavior of the community with regards to childhood illnesses
3. To recommend culturally appropriate and custom specific public health messages for behavior change communication (BCC) efforts with regards to prevention and management of Scabies, Diarrhea and ARI at the community level

This KAP is an important piece of health services research that will provide concrete evidence to advocate for and mobilize resources and to develop BCC messages specific to the communities involved.

CHAPTER TWO: METHADOLOGY 

The technical team consisted primary of a public health expert who along with a social anthropologist developed the research proposal including methodology, tools and overlooked issues of data quality and write up of report; a statistical analyst to perform univariate and bivariate analysis of the data set, twelve data collectors and two data entry personnel. two field coordinators were assigned the responsibility to arrange logistics and monitor for quality. Additionally, several technical experts were consulted during the development phase of the research.

The research methodology selected was a cross sectional survey focused on obtaining primarily qualitative data but some crucial quantitative information was also collected. Furthermore, village profiles were developed for every village included in the study in order to better understand the socio-cultural context of the study subject

The tool used consisted of a semi-structured questionnaire developed in English and then translated to Urdu. The questionnaire was administered to “mothers with at least one under-five year old child currently”. A second tool used was a village profile that was more a qualitative assessment using a focus group approach as well as in-depth interviews with community members. 

Two districts were selected for the study. One, District Muzaffarabad a classical Himalayan foothills area, and the second, District Battagram, a typically XXX region. While on the whole, there is a considerable amount of homogeneity in population characteristics and socio-cultural norms in all the earthquake affected areas, there are specific cultural peculiarities that may influence the outcomes of our study like housing type, socio-economic status, livelihoods and culture-specific behavioral factors. with regards to  socio-cultural realities of both areas is quite varied. Based on the number of Union Councils (UC) and population figures attained from government census reports, eight UCs were selected from Muzaffarabad and three from Battagram. Three villages were randomly selected from each UC. Thus a total of eleven UCs and thirty-three villages were selected.
A phase-wise strategy was developed for the implementation of this study:

Step 1: Conceptual development

a. Literature search

At the outset, a detailed literature search was conducted. One purpose was to acquire a deeper insight into mothers’ KAP and health seeking behaviour with regards to child hood illnesses in order to acquire a deeper insight of the issue, develop a suitable tool and further refine the study design. Another important reason was to establish estimates of prevalence for sample size calculation. 

b. Discussion with technical experts

Several discussions were held with technical experts and included a Primary Health Care expert, an MCH expert, local government officials (district health teams) and WHO field teams. Study concepts and tools were shared and feedback incorporated. The discussions provided insight into methodological and conceptual issues and helped further refine study design.

Step 2: Development of instruments

Based on the literature search and discussions with experts, a list of qualitative and quantitative indicators were developed which formed the basis of developing tools and a research report outline including mock tables. 
In order to collect qualitative and quantitative information a semi-structured questionnaire was developed in English and translated in Urdu. A lack of the appropriate terminology necessitated mostly open ended questions. (For example, the absence of any word for scabies in the local languages was a challenge and hence had the category consisted of “all conditions leading to skin itching”). A list of operational definitions used in the study is provided later in this report.
Two tools were developed:

1. A questionnaire to be administer to mothers with at least one under-five year old currently

2. A structured guide to developing a village profile

The mothers’ questionnaire consisted of a line listing of every member of the household including current medical status, socio-economic and demographic variables, KAP regarding the three diseases in question, health seeking behavior and childhood mortality. 

The checklist to develop village profile consisted of demographic, socio-political environment, resources and services available. Guidelines for the field coordinators were also developed. Though the instruments were translated in Urdu, data collectors were encouraged to use the local languages of the areas surveyed.
Both tools were used as training material for training of data collectors and later pilot tested in a village. Based on the one day exercise, several changes were recommended and incorporated.
Step 3: Determination of sample size and sampling frame

In order to achieve a random sample of households, a cluster sampling approach was utilized for this study. Sample size calculation was based on the following assumptions: 

· A target population of 900,000

· 20% having the event of interest

· A 70% response rate (to be conservative).  

· 95% confidence interval, 

· A design effect of 1

· Eleven clusters in the sampling frame (based on number of UCs) 

· There was estimated to be 1 eligible per household (as we wanted to get one person to respond for the whole household).  

This gave a sample size of 352, which was inflated by 10% to cater for refusals and poor quality questionnaires. Thus a total of 378 households were sampled. 

Two tehsils were selected from two districts, Muzaffarabad and Battagram from Districts Muzaffarabad and Battagram respectively. Three Union Councils were randomly selected from Batagram and 8 were similarly randomly selected from Muzaffarabad. For each UC, three villages were randomly selected from a list of all villages. Thus a total of 33 villages were sampled. In Muzaffarabad, eleven households were sampled in each village while in battagram , this number was reduced to ten per village. This discrepancy was due to time and resource limitations. However, we believe it does not cause any bias in results because of the inflateion in the original sample size.  The questionnaire was administered to the mother of at least one less than 5 year old child within the household. In case of more than one such mother available, the older was interviewed. The first household was randomly selected (using a bottle to point direction and selecting the first household in that direction). Further every “nth” household was selected (based on number of households in the particular village)

Step 4: Identification and training of data collectors

Twelve data collectors were selected after being interviewed. Eight of these were female data collectors who would interview mothers while the remaining four were male, given the responsibility to chaperone the female workers and develop village profiles. One male member each from Muzaffarabad and Battagram was designated as field supervisor with the added responsibility of arranging transport, coordination of field activities, editing or forms and transportation to the  WHO office in Islamabad. 

Two two-day training sessions were organized for the two teams and conduted on-site in Muzaffarabad and Battagram. The training included an introductory session on the rational and objectives of the research, the concepts of field research, brief introduction to the diseases being surveyed, field sampling techniques, interviewing techniques and issues of data quality. The rest of the time was used to develop an understanding of how to fill in the questionnaire, finalizing case definitions and brainstorming potential problems in data collection and their solutions. The methodology used was classroom and theoretical orientation as well as practicals through role play and actual field exposure. Field practice was followed by de-breifing.
Step 5: Filed work
Data collection was started on December 14th in Muzaffarabad and December 20th in Battagram.  Both teams completed the survey in ten days. 

a. Administration of questionnaires:
Data collectors were organized as pairs consisting one female to interview mothers and one male to develop the village profiles and organize logistics. Based on the sampling procedures identified earlier, the female would introduce herself and explain the objectives and rationale of the study. After obtaining verbal consent, the questionnaire was administered. Each interview lasted between 30 to 40 minutes.
The male data collectors identified key informants and developed a village map in a group with the help and participation of the male members of the community. Information was validated through several persons (on an average four men were separately interviewed in every village)

b. Ensuring quality in data collection
Quality of the survey was ensured through the supervision by a field coordinator. The field coordinator also edited every form on the day it was collected and sent all edited forms to the research coordination team in Islamabad on a daily basis. Important gaps where/if left, were discussed over the telephone the same day as data collection and completed the next morning at the latest.
Step 6: Data entry and data cleaning 
The field coordinators forwarded all completed and edited questionnaire at the end of completion of every village, which was on a daily basis. The data was reviewed, coded, entered in EXCEL sheets and cleaned by trained data collectors. The whole process was completed in four weeks. Due to the open ended questions, much time and effort was put into understanding context, coding, transcribing and translation into English before any computer entry was possible. This was done under direct supervision of the technical team members. Urdu translation and contextualization of terms consumed much more time than initially planned. However, the exercise proved very fruitful to understand the full depth of the results.

Step 7: Data analysis

Analysis of quantitative data was carried out using SPSS (Statistical package for Social Sciences) Version 15. Univariate and multivariate analysis was conducted as per the analysis plan developed earlier and further questions were developed and answered during the analysis and write up of results. Qualitative data was analyzed using grounded theory.
Limitations of the study
CHAPTER THREE: LITERATURE SEARCH

Based on data collected through the Disease Early Warning System (DEWS) initiated by WHO in the earthquake affected districts, it is evident that ARI and Diarrhea constitute the major morbidity in clients visiting public and private health facilities reporting from the area.Scabies and other skin conditions account for considerable morbidity as well. These patterns are similar in all areas with negligible variations. While all age groups are affected, children have suffered the brunt. These findings are quite consistent with what may be expected from similar post-disaster and emergency situations
. Due to the high prevalence and incidence, these three diseases have been selected as the focus of studying knowledge, attitudes and practices of mothers of children less than five years of age in the earthquake affected areas.
1. Diarrheal diseases:

Today diarrhea remains a major public health problem killing an estimated 2.2 million children annually in developing countries
. Diarrheal diseases may be responsible for over 135,600 deaths annually in Pakistan with 26% of under-five year olds suffering from an attack
 .Outbreak investigations have shown that these diseases result from inadequate quantity and quality of water, poor sanitation, overcrowding, contaminated food and scarcity of soap.

The main cause of death from acute diarrhea is dehydration, which results from the loss of fluid and electrolytes. Other important causes of death are dysentery and under-nutrition. 

Diarrhea is an important cause of under-nutrition
 as patients eat less during diarrhea and their ability to absorb nutrients is reduced; moreover, nutrient requirements are increased as a result of infection. Each episode of diarrhoea contributes to further under-nutrition; when episodes are prolonged, their impact on growth is increased. 

Diarrhoeal disease also represents an economic burden
. In many nations more than a third of the hospital beds for children are occupied by patients with diarrhoea. These patients are often treated with expensive intravenous fluids and ineffective drugs. Although diarrhoeal disease is usually less harmful to adults than to children, it can also affect a country's economy by reducing the health of its work force. 

Fortunately, simple and effective treatment measures are available that can markedly reduce diarrhoea deaths, make hospitalization unnecessary in most cases, and prevent the adverse effect of diarrhoea on nutritional status. Practical preventive measures can also be taken that substantially reduce the incidence and severity of diarrhoeal episodes.  

2. Acute Respiratory infections 

Acute respiratory tract infection (ARI) is considered as one of the major public health problems and it is recognized as the leading cause of mortality and morbidity in many developing countries especially in children under five years of age
 . In most countries, ARI occurs more frequently than any other acute illness, including diarrhea and other tropical diseases.

The WHO estimate that in 1990 ARI caused 13 million children die each year, 4.3 million children die from ARI, mostly pneumonia, every year in developing countries. Two- third occurs in children under one year of age
. Billions of children suffer acute or chronic morbidity arising from their effects.

In developing countries 30% of all patient consultation and 25% of all pediatric admission are of ARI
 . Most infections are limited to the upper respiratory tract and 5% involve the lower respiratory tract. A large proportion of ARI is present as pneumonia or bronchiolitis. Incidence of ARI is almost the same all over the world: 5-7 episodes per child per years in urban areas and 3-5 episodes in rural area
 . In Pakistan, ARI is responsible for more than a quarter of deaths in the community and a leading cause or morbidity in childhood
.  

Socio-economic standards, family income, educational status of parents
 and feeding patterens are all of significance in child illnesses like ARI. 
Factors leading to complications and death include delays in taking child to hospital, misdiagnosis, delayed diagnosis
 and inappropriate antibiotic use
. Therefore ARIs represent a large challenge in field of communicable diseases
 . 

ARI is mostly caused by both viruses and bacteria. Viral agents account for 90% of Upper respiratory tract infection (URIs), however most of these infections do not result in fatal sever disease; they are mild and self limited illnesses. While Bacterial pulmonary infections are common in developing countries associated with a greater risk of death
 . Some associated infections include: common cold, acute otitis media, acute sinusitis, sore throat, pertussis, bronchiolitis and pneumonia
. 

3. Scabies 

Scabies is a highly contagious, pruritic dermatosis caused by infestation with the Sarcoptes scabiei mite. It is a disease that is often neglected but of great importance in developing countries
 . Although this disorder is well characterized, scabies can present in many different forms. A predisposition to widespread infestation (Norwegian scabies) occurs in institutionalized patients and in patients with immune system deficiency, including those with human immunodeficiency virus (HIV) infection.  Classically, major outbreaks of scabies have been associated with wars and natural disasters like floods and earthquakes, which are resultant of poor socioeconomic conditions, over crowding, poor personal hygiene, and a lack of environmental sanitation
. More recently, scabies has become an important issue, especially in the HIV-infected population
.
One study conducted in Pakistan reported almost 7% morbidity due to skin and eye infection in children reporting to health facilities
. Even though scabies is endemic in most of the mountainous areas of Pakistan, the crowded and unhygienic conditions in IDP camps immediately after the earthquake was the ideal environment for a full blown outbreak of epidemic proportions. With the dismantling of most of the camps, the population moved back to their respective villages. With living conditions similar to those in the camps, an absence of essential utilities like water and proper sanitation, and peculiar weather conditions, scabies has spread in practically every village from all three tehsils of Mansehra. The fact that conventional treatment involves not only proper application of anti-scabies medicine but considerable behavior change makes any intervention a challenge.

The scabies mite, S. scabiei, is an arachnid of the genus Acarus. Clinical descriptions of scabies infestation date back many centuries, but Bonomo, in 1687, was the first to identify the mite using light microscopy
. The mite is predominantly transmitted by direct personal contact. Indirect contact with clothing or bedding is believed to lead to infestation infrequently. Scabies mites are often found in the inter-digital spaces of the hand, which suggests that infection can occur by simple hand-to-hand contact. The scabies mite can survive without a human host for several days.

Scabies infestation typically presents as an intensely pruritic eruption. Often the pruritus is worse at night. The classic lesion of scabies is the burrow, a threadlike, wavy, gray-white papule several millimeters in length. The end of the burrow may be marked by a small vesicle, which indicates the presence of the mite. Burrows are most likely found in inter-digital spaces of the hand , and on the flexor surfaces of the wrists and elbows, the beltline, the areola in women and the genitalia in men. Other symptoms associated with scabies in infants include irritability and poor feeding
.

Proof of scabies infestation is achieved by visualizing the mite, its eggs or scybala. If classic burrows are seen, simple skin scraping and visualization under low-power microscopy is the diagnostic method of choice. 

The differential diagnosis of scabies includes atopic dermatitis, dermatitis herpetiformis and other insect infestations. Atopic dermatitis is common and is often seen in persons who also have asthma and hay fever. Although burrows are not seen in atopic dermatitis, a linear arrangement of lesions may be confused with scabietic lesions. Dermatitis herpetiformis is an uncommon autoimmune disorder in which patients present with widespread, intensely pruritic papules, vesicles or excoriations.

The cutaneous findings of some other insect infestations require distinction from scabies. Fleas, bedbugs and the parasites of cats and dogs may produce an intensely pruritic eruption, usually referred to as papular urticaria. 

In 1989, a synthetic pyrethrin-like chemical, permethrin, was approved as a treatment for scabies. Marketed as a 5 percent cream (Elimite), this agent is now considered the treatment of choice for scabies
. A single application of 5 percent permethfin cream is used on all cutaneous surfaces (particularly the fingernails, waist and genitalia). Application at bedtime is preferred, and the cream is washed off the next morning. Close family members should also be treated. However, overuse of the product is common considering that only one application is necessary to kill mites and eggs.

It is essential that all members of a household be treated at the same time, including regular guests. If secondary impetigo occurs, which is common, oral antibiotics may also be used simultaneously. Fresh undergarments and sheets should be used after the last applications of scabicidal medication.

CHAPTER FOUR: RESULTS AND DISCUSSION
SECTION - 1: UNIVERSE OF THE STUDY
a. Location and access:

A total number of 378 households were sampled from 33 villages in Tehsils Battagram and Muzaffarabad, the details of which are presented in annex X. The information presented in this section is based on village profiles developed during focus group discussions and hence all figures and percentages are based on reporting by community members and not to be accepted as absolute.
	Total
	District
	Tehsil
	# of UCs
	# of villages

	
	
	
	Total
	# sampled
	Total
	# sampled

	AJK
	Muzaffarabad
	Muzaffarabad
	40
	8
	250
	24

	NWKP
	Battagram
	Battagram
	20
	3
	136
	9


Most of the villages were generally speaking easily accessible through metalled or semi-mettaled roads. The average distance form the villages to the closet road was 1.5 km in Muzaffarabad and 2.6 km in Battagram. However roads are more often than not in bad condition and very succeptible to weather conditions with frequent landslides. Data collection was temporarily delayed by three days in each district due to poor weather. Two villages from the original sample had to be replaced due inaccessibility caused by blocked roads.

b. Settlement patterns

Villages mostly comprise of several hamlets referred to a ‘dhok’ or ‘mohalla’. These divisions are usually based on caste, clans, religious sect or professions. The average size of villages was approximately 5000 ‘kanal’ (250 acres). A sample of a map of a typical village drawn by one data collector is presented in Annex X. Temporary residents; including displaced persons were more common in Muzaffarabad, while land tenants (landless farm workers) were more common in Battagram. Villages are slightly bigger in Muzaffarabad even though family size is larger in Battagram. Although all areas surveyed can be considered rural, current agricultural activity was reported in only 10 villages (43%) in Muzaffarabad and 8 (89%) in Battagram. The destruction of land and displacement of the population was one reason given for this finding during focus group discussions with villagers. In Muzaffarabad, agriculture is rain dependant which may also be a reason as the survey was conducted in the winter before the rains.
c. Economy

The main professions being practiced included private employment, small business, farm work, technical work (mechanics/electricians and plumbers) and local government employees. Many women in Muzaffarabad also worked as domestic helpers. The majority of villagers reported expatriate remittances as an important part of the economy. 
The most common animals bred included chicken, goats, cows and buffaloes and donkeys. In Muzaffarabad though many villagers reported that most of their livestock had been killed in the earthquake and they had not as yet recovered from the losses.  

It was surprising to note that though almost all areas surveyed were agricultural, there was little current agricultural activity taking place. Reasons cited include weather, loss of arable land in earthquake, displacement of populations and emigration of the younger people to larger towns and cities in search of other employment. 

d. Facilities and infrastructure

All villages were supplied with electricity and over 95% of households are connected as well. With regards to water supply, about half of the houses have running water supply. The main source of drinking water is springs in Muzaffarabad, while in Battagram most people use well water for drinking water. 
Public transport directly to the village was more readily available in Muzaffarabad (70%) versus Battagram (33%). However, access to a metalled road, as described earlier, was acceptable. None of the villages were ever cut off due to winter snows, though road blocks were frequent. Private vehicles were more common and available, but considerably expensive. 

A bank and post office was usually accessible at the nearest town (a few kilometers away). While small shops selling common household items were present in every village. 
A health facility, if not present in the village was relatively close by (maximum walking time of two hours). Surprisingly, none of the villages reported a traditional healer. Chemist shops selling allopathic medicine were more common, the ‘chemist’ also providing diagnosis and treatment.
SECTION - 2: HOUSEHOLD DEMOGRAPHIC PROFILE
This section provides basic information about the respondents (mothers of children less than 5 years old) and also information on household members. The purpose is to facilitate a better understanding of their health-related knowledge, attitude and practices. 
THE HOUSEHOLDS:
Table 2 (b): Age Distribution by Gender and location

	Age group
	Male
	Female
	Overall

	
	N
	%
	N
	%
	N
	%

	Infants
	55
	4.0
	55
	4.0
	110
	4.0

	Under 5
	289
	21.3
	277
	19.9
	566
	20.6

	Under 10
	495
	36.4
	520
	37.4
	1015
	36.9

	Under 15
	663
	48.8
	679
	48.9
	1342
	48.8

	15 - 49
	586
	43.1
	634
	45.6
	1220
	44.4

	15 - 64
	666
	49.0
	691
	49.7
	1357
	49.4

	18 & above
	627
	46.1
	641
	46.1
	1268
	46.1

	21 & above
	545
	40.1
	542
	39.0
	1087
	39.6

	65 & above years
	29
	2.1
	18
	1.3
	47
	1.7


As per head counting carried out to prepare the family rosters, the total number of individuals from the 378 households sampled is 2748, with women slightly more (50.5%) than men (49.5%). Over all half of the population is less than 15 years (51% and 50% in Muzaffarabad and Battagram respectively). About a fifth is less than five years of age (21% and 19% in Muzaffarabad and Battagram respectively) and women in  reproductive age groups constitute  . Women in the reproductive age group (15 to 49 years of age) constitute 43% and 47% in Muzaffarabad and Battagram respectively. Elderly persons over the age of 65 constitute only 2% of the population.
	Age groups 
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Man
	< 1
	4.5
	42
	3.0
	13
	4.0
	55

	
	01 - 04
	16.7
	156
	18.2
	78
	17.2
	234

	
	05 - 17
	32.6
	304
	32.9
	141
	32.7
	445

	
	18 +
	46.2
	431
	45.8
	196
	46.1
	627

	
	Total
	100.0
	933
	100.0
	428
	100.0
	1361

	Woman
	< 1
	5.0
	47
	1.7
	8
	4.0
	55

	
	01 - 04
	16.0
	149
	16.2
	74
	16.0
	223

	
	05 - 17
	34.7
	324
	32.1
	147
	33.8
	471

	
	18 +
	44.3
	414
	50.0
	229
	46.2
	643

	
	Total
	100.0
	934
	100.0
	458
	100.0
	1392

	Total
	< 1
	4.8
	89
	2.4
	21
	4.0
	110

	
	01 - 04
	16.3
	305
	17.2
	152
	16.6
	457

	
	05 - 17
	33.6
	628
	32.5
	288
	33.3
	916

	
	18 +
	45.3
	845
	48.0
	425
	46.1
	1270

	
	Total
	100.0
	1867
	100.0
	886
	100.0
	2753


A detailed breakdown of household members by age, sex and location is provided in appendix X. 

Table 3: Distribution % of HH members by Location

	HH members
	AJK
	NWFP
	Total

	Upto 4
	26.0
	2.2
	20.4

	05 - 07
	44.1
	28.9
	40.5

	08 - 10
	21.2
	32.2
	23.8

	11 +
	8.7
	36.7
	15.3

	Total
	Percent
	100.0
	100.0
	100.0

	
	Number
	288
	90
	378

	Mean
	6.5
	9.9
	7.3


Battagram has larger families with the largest proportion of households (37%) of families with over 11 household members followed by 32% households with 8 to 10 household members and 29% with 5 to 7 members. In Muzaffarabad the largest proportion (44%) was of families with 5 to 7 household members, 26% with upto 4 and 21% with 8 to 10 household members.  The average household size was 7.3 but was significantly larger in Battagram (9.9) than Muzaffarabad (6.46). 

Marital status of household members (15 years old and above) 

In people above 15 years of age, 74% reported as being currently married (74% and 72% in Muzaffarabad and Battagram respectively), 4 % as widowed (4.5% and 3.3% in Muzaffarabad and Battagram respectively) and 1% as having a marriage certificate (nikah) but not cohabiting. On the whole, and in both districts twenty one percent (21%) reported as being unmarried.

Table 6: Distribution of HH members age 15 and more by Marital Status, gender and Location

	Sex/marital status
	AJK
	NWFP
	Total

	Male
	Unmaried
	23.9
	27.6
	25.1

	
	Married currently
	72.2
	66.4
	70.3

	
	Divorced
	.4
	
	.3

	
	Widowed
	3.2
	3.0
	3.2

	
	Nikah only
	.2
	3.0
	1.1

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	464
	232
	696

	Female
	Unmaried
	18.4
	15.7
	17.4

	
	Married currently
	75.7
	78.4
	76.7

	
	Widowed
	5.7
	3.5
	4.9

	
	Nikah only
	.2
	2.4
	1.0

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	456
	255
	711

	Total
	Unmaried
	21.2
	21.4
	21.3

	
	Married currently
	73.9
	72.7
	73.5

	
	Divorced
	.2
	
	.1

	
	Widowed
	4.5
	3.3
	4.1

	
	Nikah only
	.2
	2.7
	1.1

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	920
	487
	1407


Educational attainment of household members

Generally, people in Muzaffarabad are more educated than people in Battagram. Forty percent (40%) of all household members reported having received some official schooling below tenth grade (45% in Muzaffarabad and 30% in Battagram), 11% had completed tenth grade (13% and 9% in Muzaffarabad and Battagram respectively), 4% had completed twelfth grade (4.4% and 3.8% in Muzaffarabad and Battagram respectively) and about 4.3% (4.1% and 1.9% in Muzaffarabad and Battagram respectively had had further education. Exclusively religious education was attained by 2.3% of the population.  

Table 8: Distribution of HH members age 10 and more by Education, gender and Location

	Sex/education
	AJK
	NWFP
	Total

	Male
	No education
	17.2
	33.2
	22.3

	
	Only Informal
	.3
	6.9
	2.4

	
	Below secondary
	51.0
	36.5
	46.4

	
	Secondary
	18.0
	13.4
	16.5

	
	Intermediate
	6.1
	6.9
	6.4

	
	Above intermediate
	7.0
	3.2
	5.8

	
	Diplomas etc
	.3
	
	.2

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	588
	277
	865

	Female
	No education
	44.3
	64.7
	51.5

	
	Only Informal
	1.6
	4.6
	2.6

	
	Below secondary
	39.4
	24.2
	34.0

	
	Secondary
	8.3
	4.9
	7.1

	
	Intermediate
	2.7
	1.0
	2.1

	
	Above intermediate
	3.7
	.7
	2.6

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	564
	306
	870

	Total
	No education
	30.5
	49.7
	36.9

	
	Only Informal
	1.0
	5.7
	2.5

	
	Below secondary
	45.3
	30.0
	40.2

	
	Secondary
	13.3
	8.9
	11.8

	
	Intermediate
	4.4
	3.8
	4.2

	
	Above intermediate
	5.4
	1.9
	4.2

	
	Diplomas etc
	.2
	
	.1

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	1152
	583
	1735


On the whole, in ages 10 years and above 37% of household members had not received any schooling. More women (51.5%) than men (22%) reported no schooling. More people in Muzaffarabad (69.8%) had received some schooling (82.3% of men and 65.7% of women) as compared to Battagram (50.3% total; 76.8% of men and 35.3% of women). The expected gender disparity in schooling is wider in Battagram than it is in Muzaffarabad.

Out of the 551 children aged 5 to 10 years, 20% did not go to school (27% in Battagram versus 17% in Muzaffarabad). More girls (23%) as compared to boys (17%) did not go to school. Only 2% of less than 10 year olds went to a religious school, the majority in Battagram (5%) as compared to Muzaffarabad ().3%)

Table 9: Distribution of HH members age 5-10 by enrolment in Educational institutions, gender and Location

	Sex/education
	AJK
	NWFP
	Total

	Male
	Out of school
	14.7
	21.1
	16.5

	
	Below matric
	84.8
	73.7
	81.5

	
	Religious education
	.5
	5.3
	1.9

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	184
	76
	260

	Female
	Out of school
	19.1
	31.5
	23.0

	
	Below matric
	80.9
	64.1
	75.6

	
	Religious education
	
	4.3
	1.4

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	199
	92
	291

	Total
	Out of school
	17.0
	26.8
	20.0

	
	Below matric
	82.8
	68.5
	78.4

	
	Religious education
	.3
	4.8
	1.6

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	383
	168
	551


Of people aged 10 and above, 45% were reported as being unemployed (56% in Battagram and 9% in Muzaffarabad). Fifty nice percent were reported as being employed, 23% as domestic helpers (34% in Muzaffarabad and 0.5% in Battagram) and 0.2% as unpaid family workers. Twenty-one percent were reported as being students (25% in Muzaffarabad and 13% in Battagram). More males (23%) were reported as students then girls (17%). Most females in Muzaffarabad classified themselves as domestic workers (69%).
Table 10 (1): Distribution of HH members age 10 and more by Occupation status, gender and Location

	Sex/occupation
	AJK
	NWFP
	Total

	Male
	Employed
	59.4
	58.8
	59.2

	
	Unpaid family worker
	.5
	
	.3

	
	Domestic helper
	.5
	.7
	.6

	
	Student
	26.9
	16.6
	23.6

	
	Unemployed
	12.8
	23.8
	16.3

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	588
	277
	865

	Female
	Employed
	3.7
	4.6
	4.0

	
	Domestic helper
	69.0
	.3
	44.8

	
	Student
	22.0
	9.8
	17.7

	
	Unemployed
	5.3
	85.3
	33.4

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	564
	306
	870

	Total
	Employed
	32.1
	30.4
	31.5

	
	Unpaid family worker
	.3
	
	.2

	
	Domestic helper
	34.0
	.5
	22.8

	
	Student
	24.5
	13.0
	20.6

	
	Unemployed
	9.1
	56.1
	24.9

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	1152
	583
	1735


Of those reported as employed, 25% were employed in the public sector (30% in Muzaffarabad and 14% in Battagram), 24% were employed in the private sector (31% in Muzaffarabad and 9% in Battagram) and 14% were self employed (18% in Muzaffarabad and 6% in Battagram). 
The majority of the economically productive workforce reported being involved in private business (29% overall; 38% in Muzaffarabad and 11% in Battagram) and non-agriculture related business (28% overall; 34% in Muzaffarabad and 15% in Battagram). Only 6% reported being involved primarily in the agriculture field (7% in Muzaffarabad and 3% in Battagram)
Table 10 (2): Distribution of HH members age 10 and more by those who employed, gender and Location

	Sex/Employed
	AJK
	NWFP
	Total

	Male
	Self employed
	18.6
	5.5
	14.5

	
	Public employed
	28.9
	12.9
	23.8

	
	Private employee
	32.1
	9.8
	25.0

	
	Others
	20.3
	71.8
	36.7

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	349
	163
	512

	Female
	Self employed
	4.8
	7.1
	5.7

	
	Public employed
	52.4
	28.6
	42.9

	
	Private employee
	19.0
	
	11.4

	
	Others
	23.8
	64.3
	40.0

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	21
	14
	35

	Total
	Self employed
	17.8
	5.6
	13.9

	
	Public employed
	30.3
	14.1
	25.0

	
	Private employee
	31.4
	9.0
	24.1

	
	Others
	20.5
	71.2
	36.9

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	370
	177
	547


Table 10 (3): Distribution of HH members age 10 and more by those who employed, gender and Location

	Sex/Employed
	AJK
	NWFP
	Total

	Male
	Private business
	39.5
	11.0
	30.5

	
	Agriculture and related
	7.7
	3.7
	6.4

	
	Non-agriculture
	32.4
	13.5
	26.4

	
	Others
	20.3
	71.8
	36.7

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	349
	163
	512

	Female
	Private business
	4.8
	7.1
	5.7

	
	Agriculture and related
	4.8
	
	2.9

	
	Non-agriculture
	66.7
	28.6
	51.4

	
	Others
	23.8
	64.3
	40.0

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	21
	14
	35

	Total
	Private business
	37.6
	10.7
	28.9

	
	Agriculture and related
	7.6
	3.4
	6.2

	
	Non-agriculture
	34.3
	14.7
	28.0

	
	Others
	20.5
	71.2
	36.9

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	370
	177
	547


Forty three percent of men reported having no income in both districts. The largest group of people earned between PKR 25 to 50,000 per annum (20% in Muzaffarabad and 32% in Battagram) corresponding to a monthly income of PKR 2000 to 4000).  The median individual annual income was PKR 48,000 (60,000 in Muzaffarabad and PKR 36,000 in Battagram). This translates as PKR 3000 per month in Battagram and PKR 5000 per month in Muzaffarabad. On the whole men earned an average of PKR 12,864 more than women. 
Annual income of individuals (surveyed population) - Recoded & Grouped * Sex * District Crosstabulation
	District
	Annual income of individuals (surveyed population) - Recoded & Grouped
	 
	Sex
	Total

	
	
	
	Man
	Woman
	

	Muzaffarabad
	No income
	N
	250
	542
	792

	
	
	Col%
	42.70%
	96.40%
	69.00%

	
	9000 to 25000 Rs.
	N
	45
	7
	52

	
	
	Col%
	7.70%
	1.20%
	4.50%

	
	25000 to 50000 Rs.
	N
	114
	4
	118

	
	
	Col%
	19.50%
	0.70%
	10.30%

	
	50000 to 75000 Rs.
	N
	84
	4
	88

	
	
	Col%
	14.30%
	0.70%
	7.70%

	
	75000 to 100,000 Rs.
	N
	41
	2
	43

	
	
	Col%
	7.00%
	0.40%
	3.70%

	
	100,000 to125,000 Rs.
	N
	26
	2
	28

	
	
	Col%
	4.40%
	0.40%
	2.40%

	
	Above 125,000 Rs.
	N
	26
	1
	27

	
	
	Col%
	4.40%
	0.20%
	2.40%

	
	Total
	N
	586
	562
	1148

	
	
	Col%
	100.00%
	100.00%
	100.00%

	Battagram
	No income
	N
	121
	292
	413

	
	
	Col%
	43.70%
	95.40%
	70.80%

	
	9000 to 25000 Rs.
	N
	34
	7
	41

	
	
	Col%
	12.30%
	2.30%
	7.00%

	
	25000 to 50000 Rs.
	N
	91
	3
	94

	
	
	Col%
	32.90%
	1.00%
	16.10%

	
	50000 to 75000 Rs.
	N
	11
	2
	13

	
	
	Col%
	4.00%
	0.70%
	2.20%

	
	75000 to 100,000 Rs.
	N
	11
	1
	12

	
	
	Col%
	4.00%
	0.30%
	2.10%

	
	100,000 to125,000 Rs.
	N
	1
	1
	2

	
	
	Col%
	0.40%
	0.30%
	0.30%

	
	Above 125,000 Rs.
	N
	8
	0
	8

	
	
	Col%
	2.90%
	0%
	1.40%

	
	Total
	N
	277
	306
	583

	
	
	Col%
	100.00%
	100.00%
	100.00%


HOUSING
It is evident that housing has been greatly affected by the earthquake. One year on the percentage of traditional housing that include mud structures (katcha) and cemented and wood structures (pukka) have decreased considerably by 16% for katcha and 11% for pukka houses. On the other hand temporary shelters have increased; tents (winterized and non-winterized) by over 5 %, shelters constructed with recycled debris by over 2% and ‘others’ (including make shift wooden shelters, huts etc) by almost 10%.   These trends are similar in both districts though in Battagram, more households (90%) are currently living in traditional katcha, pukka and mixed houses as compared to Muzaffarabad (70%). 

Table 14: Distribution of HH status Current and before Earthquake by Location

	Type of housing
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Current
	Kutcha
	36.5
	105
	51.1
	46
	39.9
	151

	
	Pukka
	20.1
	58
	23.3
	21
	20.9
	79

	
	Mixed
	12.8
	37
	15.6
	14
	13.5
	51

	
	Winterized tent
	6.9
	20
	1.1
	1
	5.6
	21

	
	Non-winterized tents
	5.6
	16
	5.6
	5
	5.6
	21

	
	Recycled debris
	3.8
	11
	2.2
	2
	3.4
	13

	
	Other
	14.2
	41
	1.1
	1
	11.1
	42

	Before earth-quake
	Kutcha
	54.5
	157
	63.3
	57
	56.6
	214

	
	Pukka
	32.6
	94
	31.1
	28
	32.3
	122

	
	Mixed
	10.1
	29
	3.3
	3
	8.5
	32

	
	Non-winterized tents
	
	
	1.1
	1
	.3
	1

	
	Recycled debris
	.7
	2
	1.1
	1
	.8
	3

	
	Other
	2.1
	6
	
	
	1.6
	6

	Total
	100.0
	288
	100.0
	90
	100.0
	378


Table 13: Distribution of Number of room per HH by Location

	Rooms/HH
	AJK
	NWFP
	Total

	1
	36.1
	18.8
	32.2

	2
	34.0
	22.4
	31.4

	3
	16.0
	22.4
	17.4

	4
	7.6
	16.5
	9.7

	5+
	6.3
	20.0
	9.4

	Total
	Percent
	100.0
	100.0
	100.0

	
	Number
	288
	85
	373

	Mean
	2.2
	3.1
	2.4


On the whole, the largest proportion of households (32%) had one room per household, followed by two rooms (31%), three rooms (17%), four rooms (10%) and over five rooms in 9%. However, in Battagram, ther largest proportion of households have four or more rooms (27%) and a mean of 3 rooms per household as compared to Muzaffarabad (14%) with a mean of 2 rooms per household. Families are also larger in Battagram (mean 9.87 persons) as compared to Muzaffarabad (mean 6.5 persons). In both districts, the largest proportion (44%) of households thus have 2 to 4 persons per room, 22% have 1 to 2 persons per room, 18% have 4 to 6 and 13% have over 6 persons per room. In all categories above four persons per room, Battagram surpasses Muzaffarabad. On an average, however, crowding, as accessed by average number of persons living in a single room is almost the same in both districts.  
Table 12: Distribution of Number of person per room by Location

	HH members/room
	AJK
	NWFP
	Total

	Less than 1-person
	3.1
	
	2.4

	1-2
	23.6
	15.3
	21.7

	2-4
	42.0
	49.4
	43.7

	4-6
	18.4
	20.0
	18.8

	6+
	12.8
	15.3
	13.4

	Total
	Percent
	100.0
	100.0
	100.0

	
	Number
	288
	85
	373

	Mean
	3.8
	4.1
	3.9


Over 85% of households had ownership of the houses they lived in (87.5% in Muzaffarabad and 80% in Battagram), 2.4% lived in a rented premises (2.4% and 2.2% in Muzaffarabad and Battagram respectively). However more people lived in non-rented premises (including living with relatives, temporary shelters etc) in Battagram (17.8%) as compared to Muzaffarabad.
	Ownership of house
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Self owned
	87.5
	252
	80.0
	72
	85.7
	324

	Rented
	2.4
	7
	2.2
	2
	2.4
	9

	Non-rented
	4.5
	13
	8.9
	8
	5.6
	21

	others
	5.6
	16
	8.9
	8
	6.3
	24


HOUSEHOLD UTILITIES

Seventy-five percent of households owned some agricultural land (73% in Muzaffarabad and 81% in Battagram). Except for the fact that more households in had Battagram a separate kitchen (81%) as compared to Muzaffarabad (68%), there was not much difference in other utilities. About 96% had electricity in the home, 38% had piped water in the home, around 58% had a flush latrine (56% in Muzaffarabad and 66% in Battagram) and around 12% had covered drains in the house.
Table 16: Distribution of HH by their Characteristics and Location

	HH characteristics
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Separate kitchen present
	67.7
	195
	81.1
	73
	70.9
	268

	Electricity available
	96.5
	278
	95.6
	86
	96.3
	364

	Toilet facility 
	Open field
	37.5
	108
	34.4
	31
	36.8
	139

	
	Flush latrine
	55.6
	160
	65.6
	59
	57.9
	219

	
	Surface latrine
	.3
	1
	
	
	.3
	1

	
	Dug hole
	4.9
	14
	
	
	3.7
	14

	
	Others
	1.7
	5
	
	
	1.3
	5

	Drainage 
	None
	80.6
	232
	42.2
	38
	71.4
	270

	
	Open drain
	7.3
	21
	44.4
	40
	16.1
	61

	
	Covered drain
	11.5
	33
	12.2
	11
	11.6
	44

	
	Others
	.7
	2
	1.1
	1
	.8
	3

	Agriculture land
	Yes
	73.3
	211
	81.1
	73
	75.1
	284

	
	No
	26.7
	77
	18.9
	17
	24.9
	94

	Total
	100.0
	288
	100.0
	90
	100.0
	378


As for household items around 65% of households owned a radio, while 32% and 14% owned a television in Muzaffarabad and Battagram respectively. Five percent of households in Muzaffarabad also owned cable television. Telephone connections though were more prevalent in Battagram (41% landlines and 83% cell phones) as compared to Muzaffarabad (15 % landlines and 49% cell phones). Since many men from Battagram work as long distance truck drivers, the communication with family afforded by cell phones is not really regarded a luxury anymore.
Table 17: Distribution of HH Assets by Location

	HH assets
	AJK
	NWFP
	Total

	
	Percentage
	Number
	Percentage
	Number
	Percentage
	Number

	Radio/tape recorder
	65.6
	189
	63.3
	57
	65.1
	246

	Television
	32.6
	94
	14.4
	13
	28.3
	107

	Cab
	4.9
	14
	
	
	3.7
	14

	Refrigerator
	16.3
	47
	55.6
	50
	25.7
	97

	Air conditioner
	4.5
	13
	
	
	3.4
	13

	Washing machine
	27.4
	79
	55.6
	50
	34.1
	129

	Motor cycle
	8.7
	25
	1.1
	1
	6.9
	26

	Motor car
	5.6
	16
	6.7
	6
	5.8
	22

	Jeep
	3.1
	9
	
	
	2.4
	9

	Telephone
	14.6
	42
	41.1
	37
	20.9
	79

	Mobile phone
	48.6
	140
	83.3
	75
	56.9
	215

	Tractor
	3.1
	9
	1.1
	1
	2.6
	10

	Others
	1.4
	4
	
	
	1.1
	4


Thirty-eight percent (38%) of households had a pipe in the house and 10% had a pipe outside the house. A large percentage (40%) relied on river water for drinking and cooking and bathing, while about 8% relied on a well. 
	 
	Source of 

drinking water
	Source of 
cooking water
	Source of water to bath

	
	N
	%
	N
	%
	N
	%

	Pipe in house
	145
	38.40%
	149
	39.40%
	174
	46.00%

	Pipe outside house
	39
	10.30%
	39
	10.30%
	39
	10.30%

	Hand pump
	5
	1.30%
	5
	1.30%
	4
	1.10%

	Covered well
	30
	7.90%
	31
	8.20%
	24
	6.30%

	Open well
	4
	1.10%
	4
	1.10%
	3
	0.80%

	River
	153
	40.50%
	148
	39.20%
	132
	34.90%

	Other and mixed
	2
	0.50%
	2
	0.50%
	2
	0.50%


With regards to hygiene, 79% of respondents reported bathing in a washroom within the house (75% in Muzaffarabad and 92% in NWFP) while 17% reported bathing at the river or spring (20% in Muzaffarabad and 7% in Battagram). The majority (48%) reported bathing 2 to 4 times a month in winter and almost daily in summer.
	HH characteristics
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Bath place
	Washroon in house
	75.3
	217
	92.2
	83
	79.4
	300

	
	River or spring
	20.1
	58
	6.7
	6
	16.9
	64

	
	Other
	4.5
	13
	1.1
	1
	3.7
	14

	Bathing in winter
	02 - 04
	57.7
	165
	16.7
	15
	47.9
	180

	
	05 - 10
	31.8
	91
	74.4
	67
	42.0
	158

	
	11 - 20
	10.5
	30
	7.8
	7
	9.8
	37

	
	21 - 30
	
	
	1.1
	1
	.3
	1

	Bathing in summer
	02 - 04
	1.7
	5
	2.2
	2
	1.9
	7

	
	05 - 10
	5.9
	17
	18.9
	17
	9.0
	34

	
	11 - 20
	13.3
	38
	30.0
	27
	17.3
	65

	
	21 - 30
	78.7
	225
	47.8
	43
	71.3
	268

	
	31 +
	.3
	1
	1.1
	1
	.5
	2


The major source of fuel for heating in all areas is wood (86%) and gas (3%) and a combination of the two (5%).
Fuel for heating in winter
	HH characteristics
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Wood
	84.7
	244
	88.9
	80
	85.7
	324

	Electric
	1.4
	4
	
	
	1.1
	4

	Gas
	3.1
	9
	1.1
	1
	2.6
	10

	Coal
	1.4
	4
	
	
	1.1
	4

	Gobar
	.7
	2
	
	
	.5
	2

	Wood & coal
	.3
	1
	
	
	.3
	1

	Wood & electricity
	3.8
	11
	
	
	2.9
	11

	Wood & gas
	3.5
	10
	10.0
	9
	5.0
	19

	Gas & coal
	.3
	1
	
	
	.3
	1

	Gas & electric heater
	.3
	1
	
	
	.3
	1

	Electric heater & coal
	.3
	1
	
	
	.3
	1


RESPONDENTS CHARACTERISTICSSS
Respondents are defined as “current mothers of at least one less than 5 year old child”. Out of the 368 respondents, eighty-five percent (85%) were the spouse of the head of the household, 8.5% were daughters-in-law, 1% were a child, 1.6% were the parent and 2.6% were ‘other relative’ or non-related to the head of the household.

	Relationship with head of household
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Head of house
	.7
	2
	2.2
	2
	1.1
	4

	Spouse
	90.3
	260
	68.9
	62
	85.2
	322

	Child
	1.0
	3
	1.1
	1
	1.1
	4

	Parent
	2.1
	6
	
	
	1.6
	6

	Son/daughetr-in-law
	4.2
	12
	22.2
	20
	8.5
	32

	Other relative / other non-relative
	1.7
	5
	5.6
	5
	2.6
	10


The majority of mothers were in the age group 25 to 29 (29%) followed by 30 to 34 years (22%), 35 to 39 years (16%) and 20 to 24 years (16%). Young aged mothers of the age group 15 to 19 years were only 2% overall with 3% and 2% in Battagram and Muzaffarabad respectively. and  followed by 31 to 35 years (16.6%). Younger mothers aged 15 to 19 years were only 2%, while older mothers aged above 40 years constituted 10% of the sample.  Five percent of respondents were older women aged 50 and above while 3% reported an age of over 60 years. The majority (97%) were married. 
	Age of respondent
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	15 - 19
	1.7
	5
	3.4
	3
	2.1
	8

	20 - 24
	15.6
	45
	15.7
	14
	15.6
	59

	25 - 29
	30.2
	87
	23.6
	21
	28.6
	108

	30 - 34
	24.3
	70
	13.5
	12
	21.8
	82

	35 - 39
	16.7
	48
	15.7
	14
	16.4
	62

	40 - 44
	3.8
	11
	10.1
	9
	5.3
	20

	45 - 49
	4.2
	12
	6.7
	6
	4.8
	18

	50 - 54
	1.0
	3
	5.6
	5
	2.1
	8

	55 - 59
	1.4
	4
	1.1
	1
	1.3
	5

	60 - 64
	1.0
	3
	4.5
	4
	1.9
	7


With regards to education, 62% of mothers had not received any formal education (55% in Muzaffarabad and 84% in battagram), 22.5% had received some schooling up to 10 years (27% in Muzaffarabad and 9% in Battagram), 9% had completed 10th grade (12% in Muzaffarabad and 1% in Battagram) and approximately 5 percent had received further education (None of the respondents had gone beyond intermediate level in Battagram). Only 1.3% reported purely religious education. 

	Educational status of respondents
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	No education
	55.2
	159
	84.4
	76
	62.2
	235

	Only Informal
	1.0
	3
	2.2
	2
	1.3
	5

	Below secondary
	26.7
	77
	8.9
	8
	22.5
	85

	Secondary
	11.5
	33
	1.1
	1
	9.0
	34

	Intermediate
	1.4
	4
	3.3
	3
	1.9
	7

	Above intermediate
	4.2
	12
	
	
	3.2
	12


Table 4: Distribution of Respondent and their Background characteristics by Location

	Marital status
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Un-maried
	.3
	1
	
	
	.3
	1

	Married
	97.2
	280
	96.7
	87
	97.1
	367

	Divorced
	.3
	1
	
	
	.3
	1

	Widowed
	2.1
	6
	3.3
	3
	2.4
	9


Table: Respondents education versus age

	 
	 
	Respondent's education
	Total

	
	
	Illiterate
	Below 

X grade
	X 

grade
	XII 

Grade
	BA/

BSc
	MA/

MSc
	Mphil/

PhD
	Religious education
	

	Up to 19 years
	N
	6
	1
	0
	0
	0
	0
	0
	1
	8

	
	Row%
	75.00%
	12.50%
	0%
	0%
	0%
	0%
	0%
	12.50%
	100.00%

	
	Col%
	2.60%
	1.20%
	0%
	0%
	0%
	0%
	0%
	20.00%
	2.10%

	20 to 29 years
	N
	85
	47
	22
	5
	1
	4
	1
	2
	167

	
	Row%
	50.90%
	28.10%
	13.20%
	3.00%
	0.60%
	2.40%
	0.60%
	1.20%
	100.00%

	
	Col%
	36.30%
	55.30%
	64.70%
	71.40%
	16.70%
	80.00%
	100.00%
	40.00%
	44.30%

	30 to 39 years
	N
	95
	30
	11
	1
	5
	1
	0
	1
	144

	
	Row%
	66.00%
	20.80%
	7.60%
	0.70%
	3.50%
	0.70%
	0%
	0.70%
	100.00%

	
	Col%
	40.60%
	35.30%
	32.40%
	14.30%
	83.30%
	20.00%
	0%
	20.00%
	38.20%

	40 to 49 years
	N
	31
	5
	1
	0
	0
	0
	0
	1
	38

	
	Row%
	81.60%
	13.20%
	2.60%
	0%
	0%
	0%
	0%
	2.60%
	100.00%

	
	Col%
	13.20%
	5.90%
	2.90%
	0%
	0%
	0%
	0%
	20.00%
	10.10%

	50 to 59 years
	N
	11
	1
	0
	1
	0
	0
	0
	0
	13

	
	Row%
	84.60%
	7.70%
	0%
	7.70%
	0%
	0%
	0%
	0%
	100.00%

	
	Col%
	4.70%
	1.20%
	0%
	14.30%
	0%
	0%
	0%
	0%
	3.40%

	60 to 69 years
	N
	6
	1
	0
	0
	0
	0
	0
	0
	7

	
	Row%
	85.70%
	14.30%
	0%
	0%
	0%
	0%
	0%
	0%
	100.00%

	
	Col%
	2.60%
	1.20%
	0%
	0%
	0%
	0%
	0%
	0%
	1.90%

	Total
	N
	234
	85
	34
	7
	6
	5
	1
	5
	377

	
	Row%
	62.10%
	22.50%
	9.00%
	1.90%
	1.60%
	1.30%
	0.30%
	1.30%
	100.00%

	
	Col%
	100.00%
	100.00%
	100.00%
	100.00%
	100.00%
	100.00%
	100.00%
	100.00%
	100.00%


	Annual Income
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Not applicable
	95.8
	276
	93.3
	84
	95.2
	360

	12000
	.3
	1
	1.1
	1
	.5
	2

	15000
	
	
	2.2
	2
	.5
	2

	19200
	.3
	1
	
	
	.3
	1

	21600
	.3
	1
	
	
	.3
	1

	30000
	.3
	1
	
	
	.3
	1

	48000
	.3
	1
	1.1
	1
	.5
	2

	60000
	1.4
	4
	1.1
	1
	1.3
	5

	80000
	
	
	1.1
	1
	.3
	1

	96000
	.7
	2
	
	
	.5
	2

	180000
	.3
	1
	
	
	.3
	1

	Total
	100.0
	288
	100.0
	90
	100.0
	378


Only eighteen women (4.5%) reported having a personal income of their own. Seven women reported an annual income of PKR 30,000 (PKR 2500 per month), 2 reported PKR 48,000 (PKR 4000 per month), 5 reported PKR 60,000 (PKR 5000 per month) and 4 reported higher incomes (maximum PKR 15,000 per month). 
Mothers were asked how they rate their health at the current moment. Over three quarters (76.7%) regarded themselves as healthy. More women in Muzaffarabad (81%) considered their current status as healthy as compared to Battagram (61%).The majority of those who considered themselves as not healthy complained of “weakness and body aches”.  A breakdown of other conditions reported by mothers is provided in the table below. The most common complaint is “weakness and body aches” in both districts. This is followed by “flu like conditions” and “stomach problems”. Most of the stomach problems comprise of heart burn, indigestion and abdominal pain.
Table: Reported current health status of respondents

	 
	 
	District
	Total

	
	
	Muzaffarabad
	Battagram
	

	Healthy
	N
	235
	55
	290

	
	Col%
	81.60%
	61.10%
	76.70%

	Weakness and body aches
	N
	13
	3
	16

	
	Col%
	4.50%
	3.30%
	4.20%

	Stomach problems
	N
	6
	2
	8

	
	Col%
	2.10%
	2.20%
	2.10%

	ARI and other lung conditions
	N
	14
	3
	5

	
	Col%
	4.9%
	3.30%
	1.30%

	Blood pressure
	N
	3
	5
	8

	
	Col%
	1.00%
	5.60%
	2.10%

	Physical disabilities
	N
	2
	3
	5

	
	Col%
	0.70%
	3.30%
	1.30%

	Skin conditions/kharish
	N
	1
	2
	3

	
	Col%
	0.30%
	2.20%
	0.80%

	Allergy
	N
	1
	0
	1

	
	Col%
	0.30%
	0%
	0.30%

	Backache
	N
	1
	0
	1

	
	Col%
	0.30%
	0%
	0.30%

	Pregnancy related
	N
	3
	4
	7

	
	Col%
	1.00%
	4.40%
	1.90%

	Diabetes
	N
	0
	1
	1

	
	Col%
	0%
	1.10%
	0.30%

	Joint pain
	N
	2
	9
	11

	
	Col%
	0.70%
	10.00%
	2.90%

	Others
	N
	7
	3
	10

	
	Col%
	2.40%
	3.30%
	2.60%

	Total
	N
	288
	90
	378

	
	Col%
	100.00%
	100.00%
	100.00%


FAMILY MORBIDITY PATTERNS
Table: Household morbidity 

Based on a family roster prepared by data collectors at the start of the interview, 22% of all household members were reported as currently not healthy. The major complained reported by all age groups is ARI and related conditions (26% cough, 9.5% pneumonia), Fever (21.7%), dry itching (10%) and diarrhea (8.5%).

Table 11 (1): Distribution of HH members age by Health status, gender and Location

	Sex/health status
	AJK
	NWFP
	Total

	Male
	Healthy
	82.7
	59.9
	75.6

	
	Not currently healthy
	17.3
	40.1
	24.4

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	933
	429
	1362

	Female
	Healthy
	80.4
	52.7
	71.3

	
	Not currently healthy
	19.6
	47.3
	28.7

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	934
	459
	1393

	Total
	Healthy
	81.6
	56.2
	73.4

	
	Not currently healthy
	18.4
	43.8
	26.6

	
	Total
	Percent
	100.0
	100.0
	100.0

	
	
	Number
	1867
	888
	2755


For both men and women, the major complaints were ARI (44%), skin conditions (14%), weakness and body aches(8%) and stomach problems (8%). 

Table 11 (2): Distribution of HH members age who were not currently Healthy by Reported Illness, gender and Location
	Sex/health status
	Male
	Female
	Total

	
	AJK
	NWFP
	Total
	AJK
	NWFP
	Total
	AJK
	NWFP
	Total

	Weakness and body aches
	13.0
	2.3
	7.5
	16.9
	1.4
	8.5
	15.1
	1.8
	8.0

	Stomach problems
	6.8
	8.1
	7.5
	8.7
	7.8
	8.3
	7.8
	8.0
	7.9

	ARI and other lungs diseases
	51.6
	44.2
	47.7
	45.4
	36.9
	40.8
	48.3
	40.1
	43.9

	High blood pressure
	1.9
	2.3
	2.1
	3.3
	3.7
	3.5
	2.6
	3.1
	2.9

	Physical disabilities
	7.5
	4.7
	6.0
	2.2
	3.2
	2.8
	4.7
	3.9
	4.2

	Mental disabilities
	1.9
	1.2
	1.5
	2.2
	
	1.0
	2.0
	.5
	1.2

	Skin conditions
	3.1
	22.7
	13.2
	3.3
	25.3
	15.3
	3.2
	24.2
	14.3

	Pregnancy related
	
	1.2
	.6
	1.6
	4.6
	3.3
	.9
	3.1
	2.0

	Joint pain
	3.7
	7.0
	5.4
	6.0
	9.2
	7.8
	4.9
	8.2
	6.7

	Others
	10.6
	6.4
	8.4
	10.4
	7.8
	9.0
	10.5
	7.2
	8.7

	Total
	Percent
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0

	
	Number
	161
	172
	333
	183
	217
	400
	344
	389
	733


When asked about the occurrence of the three specific diseases which are the focus of the study in children less than 5 years of age over the last three months, 54% reported some form of kharish (48% in Muzaffarabad and 74% in Battagram), 87.5% reported ARI (88% and 84% in Muzaffarabad and Battagram respectively) and 53% reported diarrhea (55% and 48% in Muzaffarabad and Battagram respectively).
CONDITIONS CAUSING ITCHING
Though the objective of the survey was to assess KAP regarding scabies, there was no local name for the disease and hence all information presented in this section pertains to “kharish” which is translates both as itching and any condition causing itching.
Typology:

Five major types of kharish were identified and include the following (see table for details of symptoms):

· Khusk Kharish (Dry itch): Severe dry itching with burning leading to child crying a lot of not being able to sleep. Most probably includes scabies.

· Danon waalee Kharish: (Itching with rash): maculo-papular rash (with pus or blood) with itching

· Allegry: Small red spots with daanay and itching. May be accompanied by sneezing and “bad chest”
· Thaddar: Patchy, watery skin eruptions with severe non-stop itching leading to discoloration. Possibly chronic eczema

· Chambal: Red round itchy lesions leading to de-pigmentation. May affect any part of the body. Possibly ring worm infestation

· Shoo: Swelling and itching of hand and feet when using cold water increasing in cold. Possible diagnosis Raynaud’s disease

The two major types of kharish are dry and wet. The main difference between the two is that the dry variety starts with a very sever itching and dryness of skin that keeps one awake at night and may be followed by skin eruptions, first with water or blood and then developing into pustules; whereas the wet type starts with skin eruptions and is associated with bleeding and puss and itching.
	Type of kharish
	symptom
	n
	Causes
	n
	Possible diagnosis

	Khuskh (dry) Kharish

-Ungliion wallee (fingers)


	Itching
	171
	Unsanitary conditions
	85
	Scabies

	
	Skin eruptions/lesions
	163
	Due to earthquake
	47
	

	
	Dry skin
	16
	Bad hygiene
	32
	

	
	Discoloration of skin
	4
	Weather (cold/dry)
	31
	

	
	Cannot sleep at night
	4
	Virus/germs
	17
	

	
	Pussy eruptions
	1
	Diet (hot/bad food)
	12
	

	
	
	
	Living in tent
	6
	

	
	
	
	From other people
	3
	

	
	
	
	Others: water/soap/fever/ bad blood/ genetic/ Allah’s will
	7
	

	Geeli (wet) Kharish

-Chalon walee (blisters)

- Surkh  (red) daanay walee

- phorray (pustules) walee-

- pukee(fixed) kharish -Dangian Khaarish

- khoon (blood) walee
	Skin eruptions/lesions
	129
	Unsanitary conditions
	59
	possible diagnoses acne, impetigo and common boils and complicated scabies

	
	Itching
	37
	Due to earthquake
	33
	

	
	Pussy eruptions
	4
	Weather (cold/dry)
	10
	

	
	Discoloration of skin
	3
	Diet (hot/bad food)
	6
	

	
	Dry skin
	3
	Virus/germs
	4
	

	
	Cannot sleep at night
	1
	Living in tent
	2
	

	
	
	
	Bad hygiene
	3
	

	
	
	
	Others: stomach heat/ lack of water/ bad blood/ genetic/ eating poultry farm chickens
	4
	

	Allergy
	Skin eruptions/lesions
	11
	Cold
	5
	Allergic rash

	
	Itching
	9
	Unsanitary conditions
	5
	

	
	Redness of skin
	3
	Wrong medicine
	1
	

	
	Local swelling
	3
	Use of soap
	1
	

	
	
	
	pollution
	1
	

	Chambal 

- Dagh (stain) walee -      

 - jild utaarnay (skin removing) wallee

-zakham walee
	Itching
	18
	Unsanitary conditions
	4
	chronic eczema

	
	Skin eruptions (round)
	14
	Food/diet
	4
	

	
	Skin lesions (zakham)
	6
	Weather/ dry and cold 
	3
	

	
	Dry skin
	1
	Poor hygiene
	2
	

	Thaddar


	Itching
	7
	Unsanitary conditions
	2
	Ring worm infestation

	
	Skin eruptions
	7
	Dry weather
	2
	

	
	Skin lesions (peeling of skin)
	4
	Sharing water with animals
	1
	

	
	Red skin
	1
	Bad skin
	1
	


Knowledge and Attitudes to conditions causing kharish
On the whole 91% of respondents (91% in Muzaffarabad and 98% in battgram) reported having knowledge of conditions causing kharish. Fifty-four percent (54%) reported as having at least one child less than five years suffering from kharish in the last three months. More respondents from Battagram (74%) reported kharish in the family as compared to Muzaffarabad (48%).  Similarly, more respondents in Battgram regarded kharish as dangerous (98%) as compared to Muzaffarabad (92%). 

It is interesting to note that in Battagram, with higher reported cases of scabies, both knowledge about the condition and perception of kharish as a dangerous condition is higher.  This may have implications on an awareness campaign, making people more receptive to messages and change. 
Table N5 (B8) (Option-2): Reason for considering Kharish dangerous among those who considered dangerous by Location

	Reasons
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Communicable
	6.5
	16
	8.2
	7
	7.0
	23

	Chronic
	2.0
	5
	32.9
	28
	10.0
	33

	Cosmetic reasons
	1.6
	4
	10.6
	9
	3.9
	13

	Stigma
	3.7
	9
	
	
	2.7
	9

	Causes bleeding
	10.6
	26
	9.4
	8
	10.3
	34

	Child cries/cannot sleep
	11.0
	27
	1.2
	1
	8.5
	28

	Burning and pain
	30.2
	74
	7.1
	6
	24.2
	80

	Complications
	7.8
	19
	18.8
	16
	10.6
	35

	Can be fatal
	.4
	1
	2.4
	2
	.9
	3

	Others
	26.1
	64
	9.4
	8
	21.8
	72

	Total
	100.0
	245
	100.0
	85
	100.0
	330


The major reason (24%) for considering scabies as a dangerous condition is the intensity of symptoms like intense burning and itching. The possibility of complications (11%) was also an important cause as was the chronic nature of skin conditions (10%). Complications include cancer and loss of blood from skin wounds. The fact that children (and adults) cannot sleep at night (9%) is not only considered as dangerous, but also a fairly reliable symptomatic criteria for diagnosis of scabies. Stigma (3%) and cosmetic reasons (4%) were also reported as causes for concern highlighting the social impact of the disease.

Table N7 (B10): Preventive methods used by Location

	Preventive methods
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Maintain cleanliness
	39.5
	92
	48.9
	44
	42.1
	136

	Bathing frequently
	3.4
	8
	2.2
	2
	3.1
	10

	Use of dettol
	3.0
	7
	1.1
	1
	2.5
	8

	Use of medicine
	14.2
	33
	18.9
	17
	15.5
	50

	Consult doctor
	27.5
	64
	5.6
	5
	21.4
	69

	Take care to prevent disease
	4.3
	10
	1.1
	1
	3.4
	11

	Others
	8.2
	19
	22.2
	20
	12.1
	39

	Total
	100.0
	233
	100.0
	90
	100.0
	323


On the whole 90% of respondents believed that kharish was preventable (88% in Muzaffarabad and 96% in Battagram). The main method of prevention reported was to maintain cleanliness in the house and environment (42%), consulting a doctor (21%), and the use of medicine (15%). Other methods of prevention reported inclide bathing frequently (3%) and the use of dettol (2.5%), a chlorine based anti-septic which in reality does more harm than good in skin conditions. 

Table N8 (B11-A): Source of information regarding Kharish by Location

	Sex/Source
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Doctor
	53.6
	126
	62.9
	56
	56.2
	182

	Health workers
	.4
	1
	4.5
	4
	1.5
	5

	Self
	17.0
	40
	15.7
	14
	16.7
	54

	Husband
	2.6
	6
	
	
	1.9
	6

	Father/mother-in-law
	.4
	1
	3.4
	3
	1.2
	4

	Elders/parents
	21.3
	50
	5.6
	5
	17.0
	55

	Neighbour
	2.1
	5
	4.5
	4
	2.8
	9

	Teacher
	.9
	2
	1.1
	1
	.9
	3

	TV/advertisement
	.4
	1
	
	
	.3
	1

	Others
	1.3
	3
	2.2
	2
	1.5
	5

	Total
	100.0
	235
	100.0
	89
	100.0
	324


As for the source of information regarding prevention of scabies, the main source of information is the doctor (56%) and subsequently the place of location where information has been received is the health facility (64%) in the majority of cases. This is followed by elders and parents (17%) and self knowledge (17%). The second most important location for source of information is correspondingly the house (30%). 

Table N9 (B11-B): Place of information regarding Kharish by Location

	Place
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Health facility
	61.3
	117
	74.0
	57
	64.9
	174

	Home
	34.0
	65
	19.5
	15
	29.9
	80

	School
	1.0
	2
	3.9
	3
	1.9
	5

	Village
	3.7
	7
	2.6
	2
	3.4
	9

	Total
	100.0
	191
	100.0
	77
	100.0
	268


The community health worker has been the source of information for only 1.5% of the respondents (4.5% and 0.4% in Battagram and Muzaffarabad respectively)


Table N10 (B12): Difficulties in prevention among those who faced difficulties by Location

	Danger disease
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	HF is far away
	29.8
	36
	68.5
	50
	44.3
	86

	Transportation
	15.7
	19
	
	
	9.8
	19

	Financial problems
	23.1
	28
	2.7
	2
	15.5
	30

	Bad condition of roads
	3.3
	4
	
	
	2.1
	4

	Lack of safe-water
	6.6
	8
	8.2
	6
	7.2
	14

	Non-quality medicines
	
	
	8.2
	6
	3.1
	6

	Others
	21.5
	26
	12.3
	9
	18.0
	35

	Total
	100.0
	121
	100.0
	73
	100.0
	194


The major difficulty in prevention of scabies is reported as difficult access to the health facility with 44% reporting distance to facility, 15% reporting financial constraints and 10% reporting transport problems and bad conditions of roads (2%). Other difficulties mentioned included lack of clean water and poor quality medicine.
Health Seeking Behavior for conditions causing Kharish
Based on recall from the previous three months, respondents were asked about any condition causing kharish in their children of less than 5 years of age. Of the 118 children in both areas reported as suffering from kharish,  42% were male and 57% were female. 

Table T14 (B06-1): Gender for those who have Kharish during last three-months by Location

	Gender
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Male
	41.4
	60
	44.1
	52
	42.6
	112

	Female
	58.6
	85
	55.9
	66
	57.4
	151

	Total
	100.0
	145
	100.0
	118
	100.0
	263


The most common type of kharish reported in the last three months was dry kharsih (55%), followed by dannon walee kharish (43.5%). Considering that most of the reported cases of dry kharish are probably scabies, and some of the reported cases of wet kharsih compromise secondary infected cases, we may assume that around 50% of the cases of kharish reported may very well be scabies. One percent also reported fever with the kharsih. 
Table T17 (B06-4): Symptoms for Kharish during last three-months by Location

	Symptoms
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Dry kharish
	48.6
	70
	63.6
	75
	55.3
	145

	Wet danon walee
	.7
	1
	 
	 
	.4
	1

	Pussy/boils
	2.1
	3
	5.1
	6
	3.4
	9

	Allergy
	.7
	1
	 
	 
	.4
	1

	Pimples/achne
	47.2
	68
	30.5
	36
	39.7
	104

	Fever
	.7
	1
	.8
	1
	.8
	2

	Total
	100.0
	144
	100.0
	118
	100.0
	262


With regards to treatment for conditions causing itching, the majority of children (93%) were taken to a doctor. Only 5% were provided indigenous treatment and 1% was provided other interventions that include prayer and spiritual charms.
Table T18 (B06-5): Type of treatment for Kharish during last three-months by Location

	Treatment
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Doctor
	21.8
	134
	38.0
	109
	26.9
	243

	Indigenous remedy
	.5
	3
	3.1
	9
	1.3
	12

	Other
	.8
	5
	
	
	.6
	5

	Total
	23.1
	142
	41.1
	118
	28.8
	260


Thus 93% of children were taken to a doctor or dispenser, 2% to a spiritual healer, 0.5% to a hakeem, and self treatment respectively, and 4% to others (including elders and other relatives). Self treatment was initiated by mothers in 0.5% of cases.

Table T19 (B06-6): Received Treatment for Kharish during last three-months by Location

	Treatment received
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	MBBS doctor
	91.0
	131
	80.5
	95
	86.3
	226

	Dispensar
	3.5
	5
	11.9
	14
	7.3
	19

	Peer
	1.4
	2
	
	
	.8
	2

	Mawlvi
	
	
	1.7
	2
	.8
	2

	Hakeem
	.7
	1
	
	
	.4
	1

	Self
	.7
	1
	
	
	.4
	1

	Other
	2.8
	4
	5.9
	7
	4.2
	11

	Total
	100.0
	144
	100.0
	118
	100.0
	262


Of the 93% taken to a health facility, 52% were taken to a facility close to the village (49% in Muzaffarabad and 56% in Battagram), and 26% were taken to a health facility far away from the village (22% in Muzaffarabad and 30% in Battagram) while 15% were taken to a private clinic (22% in Muzaffarabad and 7% in Battagram). 

	Place
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Closest HF
	48.6
	70
	55.9
	66
	51.9
	136

	HF far from village
	22.2
	32
	29.7
	35
	25.6
	67

	Private clinic
	22.2
	32
	6.8
	8
	15.3
	40

	Chemist
	.7
	1
	1.7
	2
	1.1
	3

	Shrine
	2.1
	3
	
	
	1.1
	3

	At home
	1.4
	2
	5.9
	7
	3.4
	9

	Others
	2.8
	4
	
	
	1.5
	4

	Total
	100.0
	144
	100.0
	118
	100.0
	262


The reason for choice of particular health care provider and choice of treatment differs considerably in both areas. While in Muzaffarabad the majority (69%) reported satisfaction with treatment, followed by no other option (16%), closest health facility (6%) and cheap treatment (4%); In Battagram the majority (65%) felth they had no other option, follwed by satisfaction with treatment (15%), an absence of side affects (13%) and closest facility (4%).
Table T21 (B06-8): Reasons of treatment for Kharish during last three-months by Location

	Reasons
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Satisfactory treatment
	68.5
	98
	15.3
	18
	44.4
	116

	Cheap
	4.2
	6
	.8
	1
	2.7
	7

	Closest facility available
	6.3
	9
	4.2
	5
	5.4
	14

	No side affects
	 
	 
	12.7
	15
	5.7
	15

	No other option
	16.1
	23
	65.3
	77
	38.3
	100

	Other
	4.9
	7
	1.7
	2
	3.4
	9

	Total
	100.0
	143
	100.0
	118
	100.0
	261


CONDITIONS CAUSING FEVER WITH COUGH AND COLD

In order to assess the KAP with regards to ARI, we asked all questions regarding conditions causing “fever with cough and cold”. The list of conditions developed includes all major childhood illnesses. Essentially two types of ARI have been described i.e. pneumonia and zukam (cough and cold), differentiated by the severity of symptoms and the specific symptoms of pain in chest, blocked chest and difficult breathing in pneumonia. Other conditions causing fever, cough and cold are described in table X.  Table: Major types of ARI

	Type of ARI
	symptom
	n
	Cause
	n
	Possible diagnosis

	Pneumonia

-saans kee bemaaree (disease of the chest)

-chaatee ka band hona( closing of the chest)
	Fever
	84
	Exposure to cold weather
	193
	Severe ARI/ pneumonia

	
	Cough
	77
	Poor hygiene
	4
	

	
	Pain in the chest
	74
	Drinking cold water/ food
	4
	

	
	Blocked (band) chest
	54
	Mosquitoes
	3
	

	
	Watery eyes/nose
	46
	Eating hot/bad food
	2
	

	
	Difficult breathing
	18
	Drinking unsafe water
	2
	

	
	Copious sputum 
	12
	Pollution
	1
	

	
	Rigors and chills
	9
	Mothers carelessness
	1
	

	
	Vomiting
	9
	Mothers diet 
	1
	

	
	Body aches
	4
	Virus/germs
	1
	

	
	In-drawing chest (chaati chalna)
	3
	
	
	

	
	Flaring of nostrils
	1
	
	
	

	
	Others: failure to feed/ loss of consciousness/ child cries/sore throat 
	10
	
	
	

	Common cold 

-Zukam( cough and cold)

-Saada bukhar (simple fever
	Watery eyes/nose
	33
	Exposure to cold weather
	94
	Mild to moderate ARI

	
	Throat pain
	19
	Because of cough/chest infection
	4
	

	
	Fever
	16
	Unsanitary conditions
	3
	

	
	Cough
	16
	Drinking cold water/food
	2
	

	
	Headache
	14
	Inappropriate food
	2
	

	
	Body aches
	7
	Eating cold food
	1
	

	
	Sputum
	6
	
	
	

	
	Difficult breathing
	5
	
	
	

	
	Others: child cries/ cannot sleep/ refuses to eat or drink
	4
	
	
	


Other conditions causing fever with cough and cold

	Conditions causing fever, cough and cold
	Symptoms
	n
	Cause
	n
	Possible diagnosis

	-kalee khansee (black cough)
	Intense dry cough
	17
	Exposure to cold
	41
	Whooping cough

Severe upper ARI

	
	Difficult breathing
	12
	Unsanitary conditions
	3
	

	
	Dry throat with pain
	11
	Cold food/water
	3
	

	
	Sputum
	9
	Virus/germs
	1
	

	
	Fever
	5
	Mosquitoes
	1
	

	
	Blood in sputum
	4
	Complication of flu
	1
	

	
	Others: red skin/ yellow eyes/ watery eyes/fast heart beat
	3
	Carelessness of mother
	1
	

	Typhoid

-Barra bukhar (big fever)
	Fever
	12
	Exposure to cold
	15
	Typhoid

Other illnesses causing fever

	
	Watery eyes/nose
	4
	Hot weather
	1
	

	
	Cough
	3
	Mosquitoes
	1
	

	
	Headache
	2
	
	
	

	
	Fits
	2
	
	
	

	
	Neck pain
	1
	
	
	

	
	Others: rigors and chills/ difficult breathing
	1
	
	
	

	Malaria

-Mayaadee bokhar (intermittent fever)
	Watery eyes/nose
	14
	Mosquitoes
	19
	Malaria

Other illnesses causing fever



	
	Fever
	12
	Unsafe/bad water
	4
	

	
	Rigors and chills
	2
	Unsanitary conditions
	3
	

	
	Cough
	2
	Bad food
	2
	

	
	Diarrheoa
	1
	Inappropriate living conditions
	1
	

	
	Others: refuses to eat/ sputum
	2
	
	
	

	Jhangra
	Skin eruptions
	5
	
	
	Measles

Other febrile illness causing rash

	
	Red skin all over body
	3
	
	
	

	
	Fever
	3
	
	
	

	
	Skin discoloration
	1
	
	
	

	TB
	Cough
	4
	Exposure to cold
	2
	Tuberculosis

	
	Fever
	2
	Unsanitary conditions
	1
	

	
	Copious sputum
	1
	Eating oily food
	1
	

	
	Yellow eyes
	1
	
	
	


KAP
On the whole, 88% of respondents reported a child less than five years currently suffering with cough and cold and fever (88% in Muzaffarabad and 84% in Battagram) while 97% considered any condition causing such symptoms as dangerous. 

Table N13 (B18): Reason for considering ARI dangerous disease by Location

	Reasons
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Difficulty in breathing
	12.7
	34
	14.1
	12
	13.0
	46

	Can lead to TB
	2.6
	7
	9.4
	8
	4.2
	15

	Can be fatal
	51.1
	137
	47.1
	40
	50.1
	177

	Can lead to pneumonia
	3.0
	8
	
	
	2.3
	8

	Child stops eating
	
	
	3.5
	3
	.8
	3

	No health facility
	1.1
	3
	
	
	.8
	3

	Weakness
	7.1
	19
	2.4
	2
	5.9
	21

	Others
	22.4
	60
	23.5
	20
	22.7
	80

	Total
	100.0
	268
	100.0
	85
	100.0
	353


The main reason for considering ARI as dangerous was the possibility of death. On the whole 50% of respondents considered ARI as fatal. More people in AJK (51%) considered ARI fatal as compared to Battagram (47%). The symptom “difficulty in breathing” is also an important reason for considering ARI dangerous (13%), followed by the possibility of complications leading to tuberculosis (9 % in Battagram, 3% in Muzaffarabad and 4% overall), causing “weakness” (6%) and complicating into pneumonia (2%). Other reasons for considering ARI dangerous include the child stops eating, and an absence of a health facility close by. 
Despite considering ARI as dangerous, the vast majority of respondents believed that prevention is possible (98% overall).  The most reported method for prevention was keeping the child warm (63% overall), followed by consulting a doctor when child is sick (17%). More respondents in AJK (22%) reported this as compared to battagram (3%). Other methods for prevention include the use of medicine (6%) and acquiring on-time treatment (4%)
Table N15 (B20): Preventive methods used for ARI by Location

	Methods
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Consult doctor
	22.1
	59
	3.4
	3
	17.5
	62

	Keep warm
	63.7
	170
	62.5
	55
	63.4
	225

	Use medicine
	5.6
	15
	6.8
	6
	5.9
	21

	On time treatment
	3.7
	10
	4.5
	4
	3.9
	14

	Others
	4.9
	13
	22.7
	20
	9.3
	33

	Total
	100.0
	267
	100.0
	88
	100.0
	355


The main source of information is the doctor (55% overall, 50% in Muzaffarabad and 68% in Battagram), followed by self (21%) and elders and parents (18%). Health workers were the source of information for only 1% respondents (O% in Muzaffarabad and 6% in Battagram) while television was the source for only 0.3% of respondents. 

Table N16 (B21-A): Source of information regarding prevention of ARI by Location

	Source
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Doctor
	50.2
	137
	68.2
	60
	54.6
	197

	Health workers
	
	
	5.7
	5
	1.4
	5

	Self
	22.3
	61
	14.8
	13
	20.5
	74

	Husband
	2.6
	7
	2.3
	2
	2.5
	9

	Father/mother-in-law
	.7
	2
	2.3
	2
	1.1
	4

	Elders/parents
	22.0
	60
	4.5
	4
	17.7
	64

	Neighbour
	.7
	2
	1.1
	1
	.8
	3

	Teacher
	.7
	2
	1.1
	1
	.8
	3

	TV/advertisement
	.4
	1
	
	
	.3
	1

	Others
	.4
	1
	
	
	.3
	1

	Total
	100.0
	273
	100.0
	88
	100.0
	361


Correspondingly, the most frequent place of information acquired is the health facility (67% overall, 64% in Muzaffarabad and 77% in Battagram, followed by the home (19% overall), school (13%) and village (0.3%)

Table N17 (B21-B): Place of information regarding prevention of ARI by Location

	Place
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Health facility
	64.1
	134
	77.2
	61
	67.7
	195

	Home
	23.0
	48
	8.9
	7
	19.1
	55

	School
	12.4
	26
	13.9
	11
	12.8
	37

	Village
	.5
	1
	
	
	.3
	1

	Total
	100.0
	209
	100.0
	79
	100.0
	288


The main responses to perceived difficulties in prevention are related to access to health site and include health facility far away (44%), problems finding transportation (19%), financial problems (15%) and bad condition of roads (3%). Other difficulties mentioned include difficulty to keep warm (1%) and a lack of safe water (1%).
Table N18 (B22): Difficulties in prevention of ARI by Location
	Difficulties
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	HF is far away
	23.5
	36
	88.4
	61
	43.7
	97

	Transportation
	27.5
	42
	1.4
	1
	19.4
	43

	Financial problems
	20.9
	32
	2.9
	2
	15.3
	34

	Bad condition of roads
	4.6
	7
	
	
	3.2
	7

	Lack of safe-water
	.7
	1
	1.4
	1
	.9
	2

	Difficult to keep warm
	1.3
	2
	1.4
	1
	1.4
	3

	Others
	21.6
	33
	4.3
	3
	16.2
	36

	Total
	100.0
	153
	100.0
	69
	100.0
	222


Health Seeking Behavior for conditions causing cough and cold with fever
An equal proportion (50%) of both sexes comprised the 434 less than 5 year old children reported as suffering from conditions causing fever with cough and cold in the last three months.  
Table T14 (B06-1): Gender for those who have Kharish/ARI/Diarrhea during last three-months by Location

	Gender
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Male
	50.2
	155
	50.4
	63
	50.2
	218

	Female
	49.8
	154
	49.6
	62
	49.8
	216

	Total
	100.0
	309
	100.0
	125
	100.0
	434


The main reported systems included cough (Overall 51%; 60% in Muzaffarabad and 30% in Battagram), fever (Overall 24%; 25% in Muzaffarabad and 21% in Battagram) and flu-like symptoms (Overall 12%; 6% in Muzaffarabad and 26% in Battagram). In Battagram cough with “blocked chest”, or congested chest (13%) and breathing problem (4%) were also reported as important symptoms of illness. Fits were reported in 0.5% of children. 
Table T17 (B06-4): Symptoms for ARI during last three-months by Location

	Symptoms
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Dry kharish
	
	
	.8
	1
	.2
	1

	Allergy
	.3
	1
	
	
	.2
	1

	Pimples/achne
	.3
	1
	.8
	1
	.5
	2

	Fever
	24.7
	74
	21.5
	26
	23.8
	100

	Cold / flu
	6.0
	18
	26.4
	32
	11.9
	50

	Pneumonia
	.7
	2
	
	
	.5
	2

	Cough
	59.9
	179
	29.8
	36
	51.2
	215

	Cough with sputum
	2.0
	6
	1.7
	2
	1.9
	8

	Chest blocked
	1.0
	3
	13.2
	16
	4.5
	19

	Breathing problem
	2.3
	7
	4.1
	5
	2.9
	12

	Typhoid
	.3
	1
	
	
	.2
	1

	Diarrhoea
	1.3
	4
	.8
	1
	1.2
	5

	Yellow
	
	
	.8
	1
	.2
	1

	Dysentery
	.3
	1
	
	
	.2
	1

	Fits
	.7
	2
	
	
	.5
	2

	Total
	100.0
	299
	100.0
	121
	100.0
	420


Table T18 (B06-5): Type of treatment for ARI during last three-months by Location

	Treatment
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Doctor
	46.8
	288
	38.7
	111
	44.2
	399

	Indigenous remedy
	1.8
	11
	4.5
	13
	2.7
	24

	Homeopathic
	.2
	1
	
	
	.1
	1

	Spirtual
	.2
	1
	
	
	.1
	1

	Other
	1.0
	6
	.3
	1
	.8
	7

	Total
	49.9
	307
	43.6
	125
	47.9
	432


The major choice of treatment for conditions causing cough and cough with fever was allopathic medicine prescribed by a doctor (92% overall, 94% in Muzaffarabad and 89% in Battagram) followed by indigenous remedies (Overall 6%; 4% in Muzaffarabad and 10% in Battagram) and other non-facility based remedies (2%). 
Table T19 (B06-6): Received Treatment for ARI during last three-months by Location

	Treatment received
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	MBBS doctor
	88.0
	272
	83.2
	104
	86.6
	376

	Dispensar
	5.2
	16
	5.6
	7
	5.3
	23

	Peer
	.3
	1
	.8
	1
	.5
	2

	Mawlvi
	
	
	1.6
	2
	.5
	2

	Hakeem
	.6
	2
	
	
	.5
	2

	Self
	1.6
	5
	
	
	1.2
	5

	Other
	4.2
	13
	8.8
	11
	5.5
	24

	Total
	100.0
	309
	100.0
	125
	100.0
	434


This corresponds to the treatment provider which in 93% of cases was a doctor or dispenser, 1.5% of traditional healers, 1% self medication and almost 6% others (family, relatives, elders etc). Subsequently, the place of treatment was a health facility in 89% of cases. These included the closest health facility (42%), health facility away from the village (27% overall; 21% in Muzaffarabad and 42% in Battagram) and a private clinic (overall 20%, 26% in Muzaffarabad and 5% in Battagram)

Table T20 (B06-7): Place of treatment for ARI during last three-months by Location

	Place
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Closest HF
	41.7
	129
	41.6
	52
	41.7
	181

	HF far from village
	21.4
	66
	42.4
	53
	27.4
	119

	Private clinic
	26.2
	81
	4.8
	6
	20.0
	87

	Chemist
	.3
	1
	4.8
	6
	1.6
	7

	Shrine
	1.0
	3
	.8
	1
	.9
	4

	At home
	6.1
	19
	5.6
	7
	6.0
	26

	Others
	3.2
	10
	
	
	2.3
	10

	Total
	100.0
	309
	100.0
	125
	100.0
	434


Table T21 (B06-8): Reasons of treatment for ARI during last three-months by Location

	Reasons
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Satisfactory treatment
	60.6
	186
	16.0
	20
	47.7
	206

	Cheap
	9.4
	29
	
	
	6.7
	29

	Closest facility available
	7.8
	24
	3.2
	4
	6.5
	28

	No side affects
	1.3
	4
	12.8
	16
	4.6
	20

	No other option
	17.9
	55
	68.0
	85
	32.4
	140

	Other
	2.9
	9
	
	
	2.1
	9

	Total
	100.0
	307
	100.0
	125
	100.0
	432


The reasons given for choice of treatment varied in both areas with satisfactory treatment (61%), no other option (18%), cheap (9%) and closest health facility (8%) in Muzaffarabad and no other option (68%), satisfactory treatment (16%), no side affects (13%) and closest health facility (3%) in Battagram.
CONDITIONS CAUSING DIARRHEOA 
Diarrhea is a common childhood illness and is essentially categorized into three major types essentially based on the colour of the stools.

· Watery Diarrhea: Also called common diarrhea, white or yellow, consists of very loose watery stools which may contain fat or foam and causing loss of body wate.
· Bloody Diarrhea: Repeated watery stools with blood and abdominal cramps, fever and causing sever lethargy and blood loss.
· Green Diarrhea: Consisting of green colored stools that essentially occur due to weaning a child too soon
· Diarrhea with vomiting: Any type of diarrhea associated with sever nausea and vomiting 

	Type of diarrhea 
	Symptoms
	n
	Cause
	n
	Possible diagnosis

	Watery diarrhea

-Pattlay (thin) paychus
-safaid (white) paychus
-Aam (common) Paychus
-Ishaal
-pait darrd kay saath ishaal (diarrhea with abdominal pain
	Watery yellow stools
	112
	Unsanitary conditions
	42
	Acute watery diarrhea

	
	Abdominal pain
	22
	Cold weather
	34
	

	
	Weakness and loss of weight
	13
	sickness of stomach/ “heat” in stomach
	31
	

	
	Loss of water
	9
	Bad/unsafe food
	30
	

	
	Vomiting
	10
	Poor hygiene
	22
	

	
	Paleness
	3
	Unsafe water
	16
	

	
	Others: fever/fat in stools
	2
	Eating “hot” food
	14
	

	
	
	
	Virus/germs
	10
	

	
	
	
	Teething in child
	6
	

	
	
	
	Water loss in body
	3
	

	
	
	
	Mothers diet
	2
	

	
	
	
	Others: worms/fever/ carelessness of mother/ feeding child other than  mothers milk
	4
	

	Khoon (blood) walee

-Haiza
	Blood in stools
	100
	Eating “hot” food (spicy food)
	39
	Dysentery

	
	Watery stools
	30
	Unsanitary conditions
	23
	

	
	Vomiting
	21
	Eating bad food
	13
	

	
	Abdominal pain
	10
	sickness of stomach/ “heat” in stomach
	12
	

	
	Fever
	4
	Unsafe water
	8
	

	
	Weakness/loss of weight
	3
	Hot weather
	4
	

	
	Others: paleness/ fat in stools/ loss of water
	4
	Others: virus/bad hygiene/ eating dirt/ complication of watery diarrhea
	4
	

	-Neelay saz (blue/green)

-Neelay  peelay (greenyellow);
	Green colored stools
	31
	Cold
	30
	Normal bile colored stools

	
	Watery stools
	5
	Unsanitary conditions
	9
	

	
	Abdominal pain
	3
	Making baby sit too early
	5
	

	
	Blood in stools
	3
	Eating hot/bad food
	4
	

	
	Loss of water
	1
	sickness of stomach
	1
	

	-ultee paychus (Vomiting and diarrhea) 
	Vomiting
	19
	Bad food
	6
	Gastroenteritis

Gastritis

	
	Diarrhea
	19
	Unsanitary conditions
	5
	

	
	
	
	Hot food
	3
	

	
	
	
	Eating too much
	3
	

	
	
	
	Unsafe water
	1
	


On the whole 53% respondents reported at least one child less than 5 years suffering from diarrhea in the last 3 months. More respondents in Muzaffarabad (54%) reported diarrhea in the family as compared to Battagram (49%). The vast majority in both places (overall 98%) considered it a dangerous condition. Reasons for considering it dangerous included possibility of death (38%), loss of water from the body (35%), causing “weakness” (18%) and causing anemia or “less blood” (1%). 

Table N21 (B28): Reasons for considering Diarrhea dangerous disease by Location

	Danger disease
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Water loss/dehydration
	34.8
	94
	36.8
	32
	35.3
	126

	Can be fatal
	37.4
	101
	39.1
	34
	37.8
	135

	Causes weakness
	19.3
	52
	14.9
	13
	18.2
	65

	Cause anemia
	1.1
	3
	1.1
	1
	1.1
	4

	Others
	7.4
	20
	8.0
	7
	7.6
	27

	Total
	100.0
	270
	100.0
	87
	100.0
	357


On the whole, 90% of respondents believed that prevention of diarrhea is possible. The most frequent response to how is to consult a doctor (27%) followed by maintaining personal hygiene (16%), the use of ORS (14%), use of medicine (12%), protection from cold (7%) and using hygienic food (7%). 

Table N23 (B30): Preventive methods used for Diarrhea by Location

	Methods
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Consult doctor
	27.9
	67
	23.0
	17
	26.8
	84

	Use of ORS
	13.8
	33
	16.2
	12
	14.3
	45

	Use of medicine
	13.8
	33
	5.4
	4
	11.8
	37

	Protect from cold
	7.1
	17
	8.1
	6
	7.3
	23

	Personal hygiene
	11.7
	28
	31.1
	23
	16.2
	51

	Hygienic food
	7.9
	19
	2.7
	2
	6.7
	21

	On time treatment
	3.8
	9
	
	
	2.9
	9

	Others
	14.2
	34
	13.5
	10
	14.0
	44

	Total
	100.0
	240
	100.0
	74
	100.0
	314


Table N24 (B31-A): Source of information regarding prevention of Diarrhea by Location

	Source
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Doctor
	64.8
	158
	58.2
	46
	63.2
	204

	Health workers
	1.6
	4
	1.3
	1
	1.5
	5

	Self
	10.2
	25
	17.7
	14
	12.1
	39

	Husband
	2.5
	6
	2.5
	2
	2.5
	8

	Father/mother-in-law
	1.2
	3
	1.3
	1
	1.2
	4

	Elders/parents
	18.0
	44
	17.7
	14
	18.0
	58

	Neighbour
	.4
	1
	
	
	.3
	1

	Teacher
	.4
	1
	1.3
	1
	.6
	2

	TV/advertisement
	.4
	1
	
	
	.3
	1

	Others
	.4
	1
	
	
	.3
	1

	Total
	100.0
	244
	100.0
	79
	100.0
	323


The most common source of information regarding prevention of diarrhea  is the doctor (63%), followed by elder/parents (18%) and self (12%). The most common location for acquiring this information is subsequently the health facility (71%) followed by school (24%) and home (6%).


Table N26 (B32): Difficulties in prevention of Diarrhea by Location

	Difficulties 
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	HF is far away
	47.7
	72
	57.7
	30
	50.2
	102

	Transportation
	14.6
	22
	21.2
	11
	16.3
	33

	Financial problems
	15.2
	23
	3.8
	2
	12.3
	25

	Bad condition of roads
	4.6
	7
	
	
	3.4
	7

	Lack of safe-water
	.7
	1
	
	
	.5
	1

	Others
	17.2
	26
	17.3
	9
	17.2
	35

	Total
	100.0
	151
	100.0
	52
	100.0
	203


The main responses to perceived difficulties in prevention are related to access to health site and include health facility far away (50%), problems finding transportation (16%), financial problems (12%) and bad condition of roads (3%).

Health Seeking Behavior for conditions causing diarrhea
Of the 212 children less than five years of age reported as suffering from diarrhea in the last three months, an equal proportion was males and female. The most common type reported was watery diarrhea (56%), followed by bloody diarrhea (28%), green diarrhea (14%) and diarrhea with vomiting (2.4%)
Table T14 (B06-1): Gender for those who have Diarrhea during last three-months by Location

	Gender
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Male
	50.0
	84
	50.0
	22
	50.0
	106

	Female
	50.0
	84
	50.0
	22
	50.0
	106

	Total
	100.0
	168
	100.0
	44
	100.0
	212


Table T17 (B06-4): Symptoms for Diarrhea during last three-months by Location

	Symptoms
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Diarrhoea
	12.6
	21
	28.2
	11
	15.5
	32

	Watery diarrhoea
	29.9
	50
	59.0
	23
	35.4
	73

	Bloody diarrhoea
	7.8
	13
	
	
	6.3
	13

	White
	3.0
	5
	
	
	2.4
	5

	Yellow
	3.0
	5
	
	
	2.4
	5

	Green
	16.8
	28
	
	
	13.6
	28

	Blue
	
	
	2.6
	1
	.5
	1

	Dysentery
	24.6
	41
	7.7
	3
	21.4
	44

	Vomiting
	.6
	1
	
	
	.5
	1

	Abdomen pain
	1.8
	3
	2.6
	1
	1.9
	4

	Total
	100.0
	167
	100.0
	39
	100.0
	206


Table T18 (B06-5): Type of treatment for Diarrhea during last three-months by Location

	Treatment 
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Doctor
	26.2
	161
	15.3
	44
	22.7
	205

	Indigenous remedy
	.5
	3
	
	
	.3
	3

	Other
	.3
	2
	
	
	.2
	2

	Total
	27.0
	166
	15.3
	44
	23.3
	210


The most common type of treatment sought was allopathic medicine by doctor (95%) followed by indigenous therapy (2%). 

Table T19 (B06-6): Received Treatment for Diarrhea during last three-months by Location

	Treatment received
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	MBBS doctor
	92.1
	152
	100.0
	44
	93.8
	196

	Dispensar
	4.8
	8
	 
	 
	3.8
	8

	Other
	3.0
	5
	 
	 
	2.4
	5

	Total
	100.0
	165
	100.0
	44
	100.0
	209


Treatment for diarrhea was instituted by a doctor or dispensary almost exclusively (98%) and only 2% by other providers. This treatment was provided at a health facility in almost all cases treated by an allopath; 52% in the closest health facility, 22% in a facility far from the village and 23% in a private clinic. Where as 29% of children in Muzaffarabad were taken to a private clinic, none of the children in Battagram were taken to one. Also more children in Battgaram (41%) had to visit a facility far away as compared to Muzaffarabad (17%). Further, none of the children with diarrhea in Battagram were treated at home as compared to 5% in Muzaffarabad. 
Table T20 (B06-7): Place of treatment for Diarrhea during last three-months by Location

	Place
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Closest HF
	49.7
	82
	59.1
	26
	51.7
	108

	HF far from village
	17.0
	28
	40.9
	18
	22.0
	46

	Private clinic
	28.5
	47
	
	
	22.5
	47

	Chemist
	.6
	1
	
	
	.5
	1

	At home
	3.0
	5
	
	
	2.4
	5

	Others
	1.2
	2
	
	
	1.0
	2

	Total
	100.0
	165
	100.0
	44
	100.0
	209


Table T21 (B06-8): Reasons of treatment Diarrhea during last three-months by Location

	Reasons
	AJK
	NWFP
	Total

	
	Percent
	Number
	Percent
	Number
	Percent
	Number

	Satisfactory treatment
	64.0
	105
	13.6
	6
	53.4
	111

	Cheap
	6.1
	10
	
	
	4.8
	10

	Closest facility available
	7.9
	13
	6.8
	3
	7.7
	16

	No side affects
	1.2
	2
	4.5
	2
	1.9
	4

	No other option
	19.5
	32
	75.0
	33
	31.3
	65

	Other
	1.2
	2
	
	
	1.0
	2

	Total
	100.0
	164
	100.0
	44
	100.0
	208


The reasons given for choice of treatment vary tremendously in both areas. Whereas in Muzaffarabad the most common reason cited is satisfactory treatment (64%), followed by no other option (20%), facility available close by (8%) and cheap treatment (6%), In Battagram the most common reason was no other option (75%), satisfactory treatment (14%), health facility available close by (7%) and no side affects (5%).
MORTALITY IN CHILDREN LESS THAN 5 YEARS OF AGE
DISCUSSION

Health-seeking behavior is a complex process and more so in the case of younger children because, while children cannot communicate well their problems, it is usually up to the mother, as primary care giver, to recognize a particular condition, label it and ultimately taking the appropriate action. It is essentially this behaviour that determines the outcome of so many children’s lives in Pakistan considering the high morbidity and mortality due to easily preventable and treatable childhood illnesses like ARI and diarrhea. Thus health promoting, seeking and utilization behaviour of the community determines the actual outcome for the illness and includes factors like socio-demographic characteristics, social structures, level of education, cultural beliefs and practices, gender and status of women, economic and political systems as well as the disease pattern and health care systems. An understanding of these factors and the dynamics involved is crucial at all levels of intervention; from the strategic policy formation down to the level of developing public health messages and actual service delivery. 

This study looks at three common childhood illnesses and explores how mothers perceive the severity and understand the dynamics of illnesses; and take action towards restoration of the child’s health. The specific objectives of this study were therefore to identify mothers’ current knowledge levels of the signs, symptoms and causes of the three common childhood illnesses (conditions causing itching, ARI and diarrhea), their attitudes, practices and barriers with regards to child health care and developing strong recommendations towards culturally appropriate and custom specific public health messages for behavior change communication (BCC) efforts. This study also brings to focus some dramatic changes that have occurred due to the disaster of October 8th
For the sake of this report, though, the discussion is being limited to an general overview of health seeking behaviour on the whole rather than a detailed discussion on individual diseases and present recommendation thereof. 

Mother’s knowledge and beliefs

Generally mothers’ knowledge of child hood illnesses varies amongst participants of the study but is at the same level in both Battagram and Muzaffarabad. While much of the knowledge is correct, quite a few misconceptions exist as well. While we did not measure levels of knowledge as per any scale, we can comment of certain trends and generalized beliefs that may affect health seeking behaviour. Mothers’ knowledge is discussed as per etiology, recognition of disease and prevention; and sources of information.
Etiology of child-hood illnesses

A simplistic model of causation of illness as perceived by the community consists of essentially four components, individual and collective behaviors, the environment they live in, constitutional factors and the domain of the external uncontrollable factors. 

Individual and community behaviour

The community is quite aware of the fact that certain behaviours affect their health and may be the cause of diseases. By far the two most important groups of behaviour mentioned are nutrition and personal hygiene: 

· Nutrition

Nutrition also plays a very important role in etiology withy different foods having one of the two essential qualities, i.e. hot and cold foods. While hot foods are essentially associated with diseases of the gastrointestinal tract like diarrhea and conditions of the liver like hepatitis, and skin conditions; cold food is associated with ARI, pneumonia and other conditions causing fever with cough and cold. Some types of hot foods include egg, milk, dates and potatoes, while cold food include most vegetables, citrus food and roots. 

Further, some food is notorious for its role in “producing phlegm” such as yogurt (a cold food), bananas and even milk.

Bad food is also notorious for diarrhea and consists of food gone bad like over-ripe fruit or food kept in improper storage. The mother’s diet is also very important if she is breastfeeding a child and any hot or cold affects of food she is eating, spices or inappropriate nutrition is transmitted to the child through breast milk.

· Personal hygiene 

A lack of hygiene is an important cause of most illnesses and is by far the most reported perceived cause of all types of itching, ARI including pneumonia and diarrhea. Thus dirty bedding, dirty houses, dirty clothes all can cause diseases. Further, associated behaviours like not bathing enough, eating in dirty utensils or using dirty water for cleaning dishes also cause illness. However, we feel that the association of poor hygiene with germs and contamination is perhaps not so clear

· From other people (contagion)

Such diseases are called “achoot kee bemari” (a disease that can spread from one person to another). It is most likely that this is the underlying association between believing that the “earthquake” is a major cause of the scabies epidemic. Another common belief in the etiology of kharish perhaps associated with this perception is “living in tents” and an “influx of people (IDPs)”. Where as it is common knowledge that a disease can be acquired through someone else suffering, the mechanisms vis-à-vis mode of infection like droplets, through sex, blood etc. is not understood.

· Mothers’ parenting/caretaking skills

Since the mothers role is primarily as a caregiver for the child, it is interesting to note that “carelessness of mother” is an important cause of almost every disease, but especially ARI and diarrhea. Another example is the fairly common misconception that “making a child sit too early in life” as a cause for “green diarrhea

The Environment

The environment they live in is an important factor affecting the communities’ health status. The most important of these factors include the weather and poor sanitation. 

· The weather

The environment and in particular extreme weather causes disease. While extreme cold weather is the main cause of ARI and other conditions causing fever with cough and cold, hot and dry weather is essentially the cause of skin conditions and diarrhea. The effect of weather is essentially exacerbated in conditions of “poverty” and “poor housing”.  Sudden changes in weather are also considered harmful and so the explanation for greater morbidity while the weather changes (in autumn and spring). In fact, one kind of medical condition is called “mausumee bokhar” or seasonal fever, that is essentially a fever caused by change in weather.

· Poor sanitation

Poor sanitation is an important cause for all three diseases mentioned and especially for conditions causing itching and diarrhea. Specifically mentioned were gandagee which literally translates as filth and is used in many instances which include rubbish heaps in the streets, sewage drainage and animal waste. 

Constitutional factors

Several factors mentioned frequently that cause diseases are based on inherent constitutional characteristics of the individual and include a genetic predisposition (runs in the family), bad blood, weak liver and weak stomach

A few mothers mentioned “twisting of intestines” as a cause of for bloody diarrhea.

Poverty

The association between poverty and poor health is quite evident for the community who believe that poverty exacerbates the affects of all the above mentioned factors namely exposure to the elements, poor nutrition, poor living conditions and poor hygiene and sanitary facilities and practices. Poverty has been mentioned the most in all responses and affects both behaviour as well as the environment the community lives in.

External Uncontrollable factors

Contrary to our assumption, the ”will of Allah” was specifically mentioned only once as a cause of a disease. This may simply be due to the fact that the basic assumption, in a Muslim society, is that everything that happens is Allah’s will. Keeping this cultural precept in mind, we feel it deserves a separate category.  Furthermore, keeping in mind that this belief may not only affect risk behaviours (if it is meant to happen it will happen), but also health seeking behavior, we believe this aspect must be kept in mind while devising public health information campaigns. 

Other external uncontrollable factors may very well be the hidden actions of others as in “evil eye”, a supernatural cause of disease caused by the negative energy of a jealous person. 

By far the most important external uncontrollable event mention was the earthquake of 2005. The earthquake is held responsible for the major epidemics and especially so the scabies epidemic. While not specifically mentioned as such, the earthquake did lead to the influx of many people from outside, the tents and temporary shelters and difficulty in accessing clean water, all mentioned as causes for all three diseases.

Recognizing the disease

Although we managed to develop an impressive list of child hood illnesses based on mothers reported knowledge, with the exception of measles and pneumonia, the corresponding symptoms and causes contain many misconceptions and incorrect knowledge. It is inferred that mothers primarily recognize the symptoms as alarming and a cause for concern and will rarely label it as a disease. Thus the severity of a condition, and hence the need to access health care, is based on the perceived severity of seriousness of symptoms. 

The symptoms that appear to be most alarming for mothers in conditions causing itching are intensive itching that keeps one awake at night and makes the child cry and cause skin eruptions. Bleeding and puss are considered as bad symptoms and may be the precursor to more sinister complications like cancer. 

For ARI, the most common signs and symptoms are watery eyes and nose, fever and cough. Dangerous signs like a “blocked chest” (congested chest), paslee chalna (moving of chest), rapid heart rate and failure to eat and drink are mentioned by a few respondents only.

For diarrhea, the main symptom is the color of the stool. While yellow or clear stools are considered almost normal, green stools, a common occurrence in infants, is considered sinister, and blood in stools is absolutely alarming. Respondents also considered fat in stools (perhaps mucous) as foam in stools alarming symptoms. Though respondents mentioned a loss of body water as a symptom, they did not mention the sign, except for, perhaps “paleness of the face” and “dry throat”.

Generally, symptoms that are intense or prolonged and affect normal activity are associated with perception of danger. Hence kharish may be dangerous because of the intense burning and itching that “keeps child awake at night”. Communicability is also considered dangerous, as is the possibility of chronicity and complications. “Weakness” is also a symptom that causes alarm as is difficulty in “breathing”. 

It is interesting to note that for kharish, cosmetic reasons and stigma were also mentioned as causes for concern. Social isolation is feared and may also be a cause for not disclosing or seeking help for any conditions associated with social stigma. 

Therefore, although knowledge about certain illnesses is high, we believe that the actual recognition in an episode may not be so for example differentiating between a common cold and pneumonia, or dehydration due to diarrhea. 

Prevention of illness

The respondents did not really seem to comprehend the concept of prevention as personal steps one can take to avoid a certain unwanted outcome. Thus while maintaining cleanliness was reported as an important method to prevent kharish and keeping warm and good personal hygiene were important to prevent ARI and diarrhea respectively, the majority of responses with regards to methods of prevention for all three conditions was consulting the doctor for the use of medicine.  Similarly, ORS was considered as a method of prevention for diarrhea rather than prevention of dehydration or as supportive therapy. Some common practices like the use of Dettol for prevention of itching is actually damaging to the skin and can exacerbate a skin condition. Interestingly lack of immunization was reported in the perceived causes of illness but not reported in methods of prevention.

The major source of information regarding causes and prevention of all three conditions was the “doctor” at the health facility. The doctor is more often than not a medical technician or dispenser, a lady health visitor, or any staff providing services at a health facility. Correspondingly the major place for information is the health facility. Despite claims of underutilization of public health facilities, this highlights the importance of the public health facility not only a place to receive health services vis-à-vis drugs and other treatments, but also in the general promotion of health in the communities. This fact also highlights the necessity to facilitate the health workers to attain and disseminate correct information. One may also advocate for the health facility to be the socio-cultural center around which community life, including health, could revolve. 

The second largest source of information is elders and parents and correspondingly the place of acquiring information is the home and village. This is a positive finding when it comes to consideration of such information disseminating techniques as child to child or peer to peer learning, and especially so since most mothers are illiterate and have limited use of printed material. 

What is perhaps not satisfactory is the fact that the community health worker is the source of information for only 1.5% of respondents. The situation is the same in both areas even though there are more national health workers in AJK as in Battagram.  Television and radio are also not important sources of information, not for want to resources as we have seen in the chapter on demographics, but for the only reason that there are not many slots on both mediums that promote such simple and important information regarding children’s health. 

It is pertinent to make mention of the affect of wrong knowledge and misconceptions that can do much harm. For example, the extremely common myth that green stools are harmful for the child lead to unnecessary treatment with drugs, anxiety and wastage of resources. 

Barriers to effective prevention

To assess possible barriers to behavior change, we asked respondents regarding the difficulties they face in prevention of these childhood illnesses.  Here again, we are faced with the impression that the community really does not have an understanding of the principles of prevention and do not differentiate between prevention and treatment. 

The biggest barrier towards effective prevention as perceived by the community was access to a health facility which is often too far away, transportation to hospital is unavailable, or bad conditions of roads that makes access difficult. While access to a health facility may be a barrier when it comes to some aspects of prevention like immunization and acquiring ORS and preventing development of serious morbidity through prompt treatment, it is pertinent to educate the communities, and health workers, regarding the difference between cure and prevention, and the function of the health facility in both areas. Further, a total reliance on treatment with medicine has been well documented as a factor affecting safe and rational drug usage, development of resistance and wastage of resources. 

Poverty and financial problems were also mentioned as difficulties in prevention creating an inability to access treatment and good quality food, shelter, clothes and “good quality medicine”.  Maintaining cleanliness and hygiene were specifically mentioned with respect to the current housing situation. Protection of exposure to the elements (exposure to cold) was also considered a major barrier to prevention. 

While one is well aware of the affects of poverty on standard of living and an overall decrease in options, these should not be made limiting factors in what can be done to prevent child illnesses. The communities need to be empowered though knowledge and focused skill building within the cultural context to adopt safe behaviours with regards to hygiene, sanitation and recognizing danger signs of illness, all of which are very compatible with socio-cultural belief systems. 

Health seeking behaviour

It is apparent that the health facility is the single most important location for health services being availed by the community with a majority having visited the facility regardless of perceived quality or care and services. Incidentally, the most common reason for visiting the health facility is related to child health followed by mothers’ health. The second most common health care provider is a private clinic. Though not statistically significant, more boys than girls are taken to a health facility as are girls. While in Muzaffarabad, the reason for taking a child to a health facility was mostly “satisfactory treatment”, in Battagram the most common reason was cited as “no other option”. As a matter of fact, there are very little in way of private clinicians and even quacks in the villages sampled.

A significant number of children are also provided indigenous remedies. Indigenous treatments provided by a religious leader (mawlvi) or spiritual healer (peer) are less common than expected as are treatments by homeopaths and other home remedies. There are many indigenous remedies that are employed for common ailments and must be explored separately through specific research projects. Based on the very few responses given in this category, one can suspect that many of these centuries old remedies are being lost to the “glamour” of allopathic medicines. Even though not all indigenous therapies are useful and some may also be harmful (see pneumonia below), the positive practices may be identified and propagated, and be better acceptable to the population.  Although not within the scope of this study, some respondents did share common household remedies as shown in the box below:
Kharish: 

-Make emulsion of mustard oil and sulphur powder and massage body at night

-Use kerosene oil all over body
Cough: 

-Boil Opium seeds in water and use as tea at night

-Use black tea with no milk
Pneumonia: 
-Make wheat flour and egg yolk batter, warm and apply on child’s chest for warmth and tie with bandage.  

-Give child steam.
Diarrhoea: 

-Give yogurt with mint or onions with mint

- Use ispaghol husk with milk, yogurt or water

It seems that the particular condition also determines whether a child is taken to the health facility of provided other treatment. More children with fever, cough and cold were taken to the health facility as compared to children suffering from skin conditions or diarrhea. 

Considering all, including frequent staff absenteeism and drug shortages, respondents seemed reasonably satisfied with services being provided, regardless of if they felt they had an option or not. Reasons for dissatisfaction though included an absence of good medicine and non-availability of medicine. Staff attitude was also cited as a reason for dissatisfaction. Thus the importance of the health facility and the need to strengthen it further is reiterated and emphasized. 

CONCLUSIONS AND RECOMMENDATION
CONCLUSIONS AND RECOMMENDATION

· The health facility is central to the health service delivery in the area and in particularly for the rural areas where other facilities like private practitioners, established homeopaths and chemist are not so common. Respondents will also travel some distance to a health facility further away from the village. Furthermore, the health facility is also the major source of information and one place that women can easily visit without the permission of their husbands or in-laws. Thus the health center must be recognized as the center for promotion of health as well as provision of preventive and curative services. It may be invaluable as the common space acceptable to the community that can be used as a spring board for community information dissemination, mobilization and other outreach activities, and particularly those that are women-centered. 

· While a single cause can lead to different signs or symptoms and the same symtomatology could be provoked by different causes, classification of illnesses based on causation will be limited in value for understanding local behaviour.

· Mothers respond to signs and symptoms in their children and do not recognize and label specific diseases as such. It is pertinent then, to devise information campaigns based on signs and symptoms rather than disease names. For example, IEC campaigns for diarrhea may focus on identification of danger signs of dehydration, and advocate behavior to deal with the dehydration as an entity by itself rather than recognize the disease and then adopt the required behavior. This could actually also be a first step in a protracted campaign whereby the mothers learn and later tied back into causation. 

· IEC campaigns must also deal with myths and misconceptions and in particular the harmful ones (for example tying up a child’s chest in pneumonia). Rational drug use and the limitations of drugs must also be catered to in such campaigns. However, campaigns should avoid victim blaming at all costs and be respectful and culture appropriate, technically correct but within the working of local “reasoning”. 

· Since the major source of information regarding causes and prevention of all three conditions was the “doctor” at the health facility, these health staff need to be the focus for training and re-training in all aspects of preventive and curative for at least the major child-hood illnesses. Symptomatic diagnosis and treatment may be considered. Skill building must include community mobilization and communication skills.

· During an epidemic, the community is more sensitized to health issues in general and specifically to the condition in concern. They consider the condition more serious and hence are more amenable to behaviour change. IEC campaigns need to be reinforced and “re-run”, if need be, during an epidemic. Thus, a campaign for prevention of dehydration would be most affective just before and during the summer diarrhea season, while prevention of severe ARI would be most accepted in the winter months. 

· Health messages can be developed based on the causation model presented in this report. For example; 

· Social marketing may be advocated for products like ORS 

· Improving home treatment practices like home made ORS, pre-packaging drugs for severe ARI

· The community health workers needs to be involved in any information campaign and facilitated to develop their capacities to include technical knowledge, mobilization, training and communication skills

· Gender sensitive approaches need to be designed with a particular emphasis on vulnerable groups like single mother households, disabled, landless, refugees etc.
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