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ABSTRACT 

 
HIV/AIDS is a serious global problem and rapidly emerging concern all over the 

world. In the year 2004, 39.4 million people including 8.2 million people in Asia were living 
with HIV/AIDS. More than half of 14,000 people infected with HIV each day in the world are 
under 25 years of age and most of them are girls. In Nepal, 3,143 people were living with HIV 
whereas 766 people had AIDS in the year 2003. Of these 3,909 people living with HIV/AIDS 
in all age groups, 712 were males and 444 were females in the age group 15 to 24. Prevention 
is better than cure. There have been no vaccines developed so far. Knowledge of HIV/AIDS is 
the first line of defense against it. Preventive measures such as awareness and knowledge about 
the transmission and preventive methods are the best ways to reverse the wave of the epidemic. 
Exposure to information about HIV/AIDS can best serve as a defensive weapon for young 
people, which can motivate them to reduce risky behavior. Nepal’s government has adopted a 
multi-sectoral approach in collaboration with non governmental organizations to fight against 
HIV/AIDS in the country. 

The objectives of this study were to measure the effect of information sources 
including mass media, and specific mass media types on the knowledge of HIV/AIDS 
prevention among the female youth of Nepal. The study used secondary data from Between 
Census Household Information, Monitoring and Evaluation System survey conducted by 
Central Bureau of Statistics, Nepal, in the year 2000.The sample size for this study was 1,247 
currently married female youth who had heard of HIV/AIDS. 

The findings of the study show that the majority of respondents had inadequate 
HIV/AIDS prevention knowledge. They knew, on average 5 preventive methods out of 11. 
However they had very few misconceptions regarding HIV/AIDS prevention. The study also 
shows from the multivariate analysis that, youths who received information from mass media 
sources and interpersonal sources had more effect on knowledge of HIV/AIDS than 
interpersonal source only. Moreover, youth who received information from multiple mass 
media types had more knowledge of HIV/AIDS than those who received information from 
radio only.  

This study recommends that information should be disseminated not only through 
radio only but also through TV and printed media. Information should also be disseminated 
through other interpersonal channels along with mass media channels. 
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CHAPTER I 

INTRODUCTION 
 

 

This chapter provides background of the study including global overview and 

situation of HIV/AIDS in Nepal, Nepal’s response to combat with HIV/AIDS, 

information, education and communication campaign (IEC), problem identification 

and justification, research questions, and research objectives of the study. 

 

1.1 Background of the study 

1.1.1 Global overview 

 

When HIV was first identified in the world in 1981 in United States of 

America, nobody had ever imagined that it would become pandemic. It has already 

claimed so many lives and affected millions of families around the world. In 2004, 

39.4 million people were living with HIV/AIDS. Among them, 37.3 million were 

adults and 2.1 million were children under 15 years old. Among adults, 17.6 million 

were women. In the same year, 4.5 million people were newly infected with 

HIV/AIDS and 3.1 million people died. Twenty million people have already died from 

HIV/AIDS related diseases up to the year 2004. These statistics show the terrifying 

and alarming situation created by HIV/AIDS (UNAIDS/WHO, 2004). 

 

1.1.2 Situation of HIV/AIDS in Nepal 

 

HIV/AIDS epidemic is growing rapidly in Asia. In the year 2004, the total 

numbers of people living with HIV/AIDS were 8.2 million. India alone has more than 

5 million people living with HIV/AIDS. Regarding HIV/AIDS situation in Nepal, The 

first AIDS case was detected in 1988. The Ministry of Health has disclosed the current
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situation of HIV/AIDS in Nepal . Table 1.1 provides the information in detail the 

number of people living with HIV/AIDS by age groups in Nepal. In all age groups, 

altogether 3,909 people were living with HIV/AIDS including those who had AIDS in 

2003. In the age group 15-24, 1,156 people were living with HIV/AIDS. In the same 

age group, 62% PLWHA were males and 38% PLWHA were females. Among the 

reproductive age women, 440 housewives were also infected with the disease 

(Ministry of Health, 2004). UNAIDS (2004) estimated that around 61,000 (high 

estimate 110,000 and low estimate 29,000) people have been infected with HIV 

infection as of the year 2003 in the age group 0-49. AIDS related deaths as of the year 

2003 were 3,100 (UNAIDS, 2004). 

Table 1.1 Cumulative numbers of people living with HIV by age group, 2003 

Age group Male Female Total 
0-14 54 34 88 
15-24 712 444 1156 
25 and above 2088 584 2665 
Total 2847 1062 3909 

      Source: Ministry of Health, Annual Report; 2004. 

Due to high prevalence of HIV among some of the risk-groups, e.g. 

commercial sex workers (CSW), intravenous drug users (IDUs), Nepal is currently 

classified as concentrated epidemic level. Among IDUs, HIV infection had reached 

50% in 2002 (UNAIDS/ WHO, 2004) whereas in the year 2003 it was 68% in the 

capital city. There is high HIV prevalence ranging from 4% to 10% among the migrant 

workers specially those from “Far Western region” who had migrated to India 

especially to Mumbai (Ministry of Health, 2004).  HIV prevalence among sex workers 

was only 0.7% in 1992 but it was 17% in the year 2002 (World Bank, 2005). 

These statistics reveal that CSWs, IDUs, migrant people are at high risk for 

HIV infection. In addition, clients of CSWs can act as bridge to spread HIV to the 

general population. According to the ministry, among the total PLWHA, the large 

numbers have come from men who have ever been the clients of sex workers (57.2%). 

 Lately, the World Bank (2005) indicated that two-thirds of the population is 

really in threats to contact with HIV/AIDS because of the growing number of high 

risk-groups such as commercial sex workers (CSW), men having sex with men 

(MSM), IDUs, migrant population and youths. If the right interventions have not been 

implemented then, HIV/AIDS will be the major cause of death among the general 
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population in Nepal. So Nepal needs serious attention and the right interventions to 

reduce the spread of HIV/AIDS. 

 

1.2 Nepal’s response in combating with HIV/AIDS 

1.2.1 Government response 

 
As an early response to the epidemic, the government of Nepal has set up 

“National AIDS and STD control committee” (NASC) in 1986. In 1991, the first 

national long-term health policy was announced which was considered to be a 

milestone in the prevention of HIV/AIDS. The tenth development plan (2002-2007) of 

Nepal has also recognized HIV/AIDS as a cross cutting development issue and given 

it as one of the top priority programs (NPC, 2002). The government of Nepal has also 

launched “National HIV/AIDS strategy 2002-2006” and national operational plan for 

HIV/AIDS control (2003-2007) after 1997 in line with the long-term health policy. 

The strategy has identified five macro areas such as vulnerable groups, young people, 

treatment care and support, epidemiological research and surveillance, management 

and implementation of an expanded response as top priority to deal with (Ministry of 

Health, 2004). Table 1.2 gives a glimpse of some of the key steps taken by the 

government as the preparedness to prevent HIV/AIDS in the country. 

Table 1.2 Milestones in AIDS and STD Prevention Activities by year in Nepal 

Year Description 

1986 Organization of STD/AIDS Control committee 

1987/88 Implementation of Short Term Plan 

1990/92 Implementation of Medium Term Plan 

1993 Policy adopted for 100% screening of donated blood 

1993/97 Implementation of Second Medium Term Plan for AIDS/STD Control 

1995 National Policy on AIDS and STD Prevention adopted 

1997-2001 Strategic Plan for HIV/AIDS prevention adopted 

2002 National AIDS Council formed 

2002 National Strategy for HIV/AIDS prevention adopted 2002-2006 

2003 National operational plan for HIV/AIDS control 2003-2007 

    Source: Ministry of Health, Annual Report 2004 
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Ministry of Health and Population (New name of the Ministry of Health in 

2005) is the concerned Ministry responsible in dealing with the HIV/AIDS. National 

Center for AIDS and STD Control (NCASC) is the responsible organization that deals 

with HIV/AIDS directly under the Ministry of Health and Population. Screening of 

blood samples; conducting surveillance; production of information, education and 

communication (IEC) materials for the general public and high-risk groups; 

distribution and promotion of condoms; treatment of STIs; counseling persons at risk 

and those who were tested positive for HIV; and training of health workers in the 

clinical management of HIV/AIDS patients are the major activities of NCASC as part 

of National AIDS program (Ministry of Health, 2004). 

Under the chairmanship of the Prime Minister, National AIDS Council has 

been formed in 2002.The council is responsible to enable high level and multi-sectoral 

commitment in response to HIV/AIDS epidemic in Nepal.  

 

1.2.2 Development partners  

 

HIV/AIDS prevention is not an easy task.  It demands coordinated efforts 

including all responsible organizations i.e. government, nongovernmental 

organizations including international non governmental organization, civil society 

organizations etc in the prevention activities. There are many International non-

government organizations and national non-government organizations working in the 

field of HIV/AIDS in Nepal. USAID is the major donor supporting the private sectors 

to combat with HIV/AIDS and other STIs. To increase awareness and use of HIV and 

STI prevention and control services through effective communications and counseling 

is the major objective of USAID’s HIV/AIDS strategy in Nepal. Family health 

international is also supported by USAID to carry out intervention to reduce the STI in 

Nepal. Condom social marketing, cross border prevention activities, capacity building 

for local authorities and NGOs to undertake surveillance and reporting on HIV/AIDS 

in high-risk areas, behavior change surveys, improved management of STIs, and 

support for improved national policy frameworks are other activities of USAID in 

Nepal. Other donors such as European Union ,Development fund for International 

development, United Kingdom, The German Development Agency, the Swiss 
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Development Corporation, UN organizations including UNFPA, UNDP, UNESCO, 

and WHO have also been working actively in Nepal (Ministry of Health,2004; World 

bank, 2005). 

Various national NGOs are also working in this field and supporting national 

commitment against HIV/AIDS. Over 100 NGOs are currently working in the field of 

HIV/AIDS. A consortium of NGOs is working to coordinate and share IEC materials, 

experiences and lessons learned under the guidance of Save the Children Fund. A 

coalition of approximately 40 NGOs working in the field of girl trafficking to India is 

also working in the field of HIV/AIDS (World Bank, 2005). 

 

1.2.3 IEC campaign on HIV/AIDS 

 

Information education and communication is the means of disseminating 

various HIV/AIDS information to targeted group so as to make them aware and 

knowledgeable about how HIV/AIDS can be transmitted and how it can be averted. 

Realizing the paramount importance of IEC “National Health, Education, Information 

and Communication Center” (NHEICC) was established in 1993 in Nepal soon after 

the first health plan was launched in 1991 (Ministry of Health, 2004).  

The major objectives of the center are to develop, produce and disseminate 

information regarding public health including HIV/AIDS. In 1995, the NCASC had 

developed a national IEC strategy that gave emphasis on combination of approaches 

such as mass media; peer education; street drama, condom promotion and social 

marketing; advocacy meetings; knowledge, attitudes, behaviors and practices studies.  

The center has been developing, producing and disseminating information regarding 

HIV/AIDS to the general population and to the higher risk-groups e.g. commercial sex 

workers, IDUs, MSM, adolescents and youths in particular in an integrated and 

coordinated manner with various organizations including nongovernmental 

organizations. The center has been utilizing extensively mass media to disseminate the 

information related to HIV/AIDS in the national, district and in the local level. 

However the center has been using other channels e.g. information through health 

source, drama, street shows, peer educators etc to disseminate HIV/AIDS information 

besides mass media (Ministry of Health, 2004). In addition, other nongovernmental 
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organizations are also producing and disseminating relevant information about 

HIV/AIDS to the public in general and to higher risk-group in particular by 

coordinating with the center. Moreover, the center, and other international and national 

nongovernmental organizations have been disseminating the HIV/AIDS messages 

while celebrating various international key events e.g. “World AIDS Day on 1 

December”, “World Population day on July 11”etc (Ministry of Health, 2004). Some 

of the popular messages in Nepal were, for example “Condom lagau AIDS bhagaun” 

(Wear condom and let the AIDS run away), “Jhilke dai chha chhaina condom …” 

(Women is asking, whether the man has condom or not) “Condom bata surakchha …” 

(Condom protects you) and “Guruji and anterai”, etc (Name of the actors in the song. 

This behavioral change message is targeted to long truck route drivers) (Family health 

international, 2003). 

 

 

1.3 Problem identification and Justification 

 

HIV/AIDS is a serious global problem and also an emerging health concern all 

over the world. Every country is fighting against HIV/AIDS. Nepal, a small 

Himalayan kingdom, is also not an exception. 

Women are increasingly at great risk of infection. As of December 2003, 50% 

of all people living with HIV/AIDS (PLWHA) were women in the worldwide and 57 

percent in sub Saharan. More than half of the 14,000 people newly infected each day 

are under 25 years old; most of them are girls. In the developing countries more and 

more women are being infected with HIV and the mode of HIV infection is through 

the heterosexual transmission. Women are more likely to contact HIV faster than men 

through heterosexual transmission (UNAIDS, 2004).  

Since its detection in the late 1980s in Nepal, the number of the infected people 

has been increasing day by day. Among the HIV/AIDS infected people, one in three 

youths was infected with HIV/AIDS in the year 2003. Moreover, among the confirmed 

HIV infected people, almost half of them were female in the year 2003 (Ministry of 

Health, 2004). Furthermore, lately, the World Bank (2005) also predicted that two-

thirds of the total population is at high risk of contracting the disease. These figures 
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call on the serious attention of the Nepalese government to implement effective 

prevention strategy in the coming future.  

There has been no HIV/AIDS vaccines developed so far. Preventive measures 

are the best ways to reverse the wave of HIV/AIDS epidemic. These measures include 

awareness about the diseases, knowledge about transmission, preventive methods, and 

avoidance of misconception, its severity and its impact on human life because 

knowledge and information are the first line of defense for HIV/AIDS (UNAIDS, 

2004).  

Despite numerous IEC interventions, knowledge about HIV/AIDS is still very 

low among the general population in Nepal. Slightly lower than two- third of women 

of the reproductive age and more than half of female youth have not heard of 

HIV/AIDS (Central Bureau of Statistics, 2000). Regarding programmatically 

important three ways to prevent from HIV/AIDS such as abstain from sex, using 

condoms and limiting number of sexual partners, men were knowledgeable about 

these ways than women (Ministry of Health, 2001). There is clear differential of 

knowledge of HIV/AIDS among gender, regions etc in Nepal. More women residing 

in the urban areas have heard of HIV/AIDS (67%) than rural women (23%). Similarly 

this awareness gap can also be seen across the regions (Ministry of Health, 2001).  

Exposure to information about HIV/AIDS can serve as defensive weapon to 

young people and it increases the knowledge of the young people, which can motivate 

them in the reduction of risky behaviors. The precondition for the behavior change is 

that people should have better understanding about the disease and how it can be 

averted (Glick & Sahn, 2004). The level of knowledge about HIV/AIDS among the 

various age groups also serves as the basis for the implementation of right intervention 

by the government and NGOs regarding the HIV/AIDS prevention in the specific age 

groups (Chen et al., 2003; UNAIDS, 2004). 

However, there is lack of studies on the impact of IEC campaign especially 

mass media on the knowledge of HIV/AIDS in Nepal. So the impact of mass media on 

the knowledge of HIV/AIDS is still unknown in general Nepalese population 

especially youths. It is necessary to evaluate the impact of the mass media on the 

knowledge of HIV/AIDS so as to strengthen the intervention or implement the right 

intervention in the future. 
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1.4 Research Questions 

 

What is the effect of information sources including mass media on the 

knowledge of HIVAIDS among currently married female youth in Nepal? 

What is the effect of specific mass media type such as radio, TV, printed media 

and combination of such media on the knowledge of HIV/AIDS among currently 

married female youth in Nepal? 

 

1.5 Objectives 

 

The objectives of this study are to evaluate the impact of information sources 

and specific mass media types on the knowledge of HIV/AIDS among currently 

married female youth in Nepal.   
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CHAPTER II 

LITERATURE REVIEW 
 

 

This chapter outlines various theoretical perspectives regarding mass 

communication, knowledge and behavior, correlates between socio-demographic 

factors, household factors, information sources and specific mass media types with the 

knowledge of HIV/AIDS. Finally it outlines the conceptual frameworks and 

hypotheses for the study. 

 

 

2.1 Theoretical perspectives  

 

Mass media (radio, TV, newspapers, poster/ pamphlets, cinema and internet) 

and interpersonal communications (face to face communication between two or more 

than two persons) are the most important components of any information, education 

and communication strategy. These can provide health messages to the individuals and 

influence their decision regarding their health matters. As Piotrow et al. (1990) 

emphasized the role of mass media as powerful tool to create awareness, stimulate 

people to seek more information and facilitates them to apply in their behavior. People 

can take necessary decisions rationally if they are exposed to information and 

education on HIV/AIDS including STDs (WHO/EMRO, 2001 cited by Khan et al., 

2004). Besides mass media, interpersonal communication can also help people to raise 

their awareness of health risks and its solutions, provides motivation and skills needed 

to reduce these risks. 

 According to “Agenda setting theory”, developed by Mccombs and Shaw, 

media tells us what to think about but doesn’t tell about what to think. They provide 

the messages about the significance of the issue, individuals have to borne into their 

minds. For example if the messages about HIV/AIDS are given in the mass media then 

individuals will think that the issue is very important although they might have 
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different opinion regarding HIV/AIDS. In this respect knowledge gap theory proposed 

by Tichenor et al. at the University of Minnesota in the 1970s, is relevant. This theory 

states that the society members do not evenly acquire information flow from the media 

i.e. better educated people know more about the issue than less educated people.  

 Another important mass communication theory, Diffusion of innovation 

theory, by Lazarsfeld et al. (1944) also focuses on how the messages through mass 

media and interpersonal contact influence people’s decision about adopting or not 

adopting the new idea or practices in the society. The adaptation process can be 

divided into five major stages (Rogers, 1995). 

Awareness: In this stage, individuals are exposed with the information but they 

have only raw idea about the issue. 

Interest: The individual is then interested to seek more information regarding 

the issue. 

Evaluation: After getting the information individual will evaluate the issue 

about the benefits and drawbacks of the issue. 

Trial: The individual will try to adopt the new idea or issue. 

Adopt: If he /she finds suitable for them then they continue to adopt the idea. 

Every IEC campaign has aimed to change the behavior of the people by 

increasing the level of knowledge about the health risks. Information sharing or 

hierarchy of effect model developed by McGuire’s (1986) has also listed 6 elements 

of behavior change process: 

1) Awareness, 

2) Information seeking, 

3) Knowledge, 

4) Attitude formation 

5) Behavioral intention 

6) Behavior 

It is practically ineffective to tell people to change their behavior unless they 

are aware of the issue (University of Toronto, 1999). The various theories related to 

individual’s decision to change their behavior are basically based on the psychological 

models which explain how individuals collect information about some issue, access 

the impact and determine their own behavior (Smith, 2003).  
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Social Cognitive Learning Theory, developed by Bandura (1986), states that 

human behavior can be determined by “triadic, dynamic and reciprocal interaction” 

of personal factors, behavior and the environment. This model emphasized 5 

individual capability of learning as a part of his/her cognitive process. These are 

symbolizing, vicarious, forethought, self-regulatory and self-reflective. The individual 

can extract meaning from the environment, make guides for the action and solve 

problems cognitively. This is symbolic capability of learning. People not only learn 

from their experiences but also learn by observing others performance. The vicarious 

learning undergoes by the process of attention, retention, production and motivation. 

Attention refers to the careful selection of the actions of the models. Retention refers 

to keep the observation in mind. Production refers to the process of involvement in the 

observed behavior and motivation refers to the process of repeating the same behavior 

due to the value and expectations occurred in the observed behavior. This theory 

emphasized the role of mass media which can let the individual to learn from their role 

models by observing or listening or reading the performance of the other people. For 

example children and adult can acquire knowledge, emotional responses and styles 

conducted through TV and filmed model (Moore, 1999). 

It is learnt from the various theoretical prospectives that, change in the 

behavior of the individual does not appear unless they are aware and have some 

knowledge about the health concern. So knowledge of HIV/AIDS is the important 

predictor of behavioral change. It is learnt from the worldwide experiences in 

combating HIV/AIDS that knowledge of HIV/AIDS can be considered as the 

fundamental weapon against the HIV/AIDS pandemic unless a vaccine or cure has 

been developed (UNAIDS, 2002). National surveys in Thailand in 1990 and 1993 

revealed rapid increase in knowledge of HIV/AIDS and also decline in visit to female 

sex workers and increase in condom use (cited by Banda et al., 1999). However some 

researchers argue that the knowledge of HIV/AIDS doesn’t always explain the 

people’s behavior. Zellner (2003) argued that level of accuracy of knowledge could 

not predict the likelihood of behavior change. Even in the face of existing perception 

and knowledge of self-risk, risk taking behavior (multiple partners, sex with high risk 

partners, no condom use, etc), could be high (Ruto, 2000). From the reviewed 

literatures, it can be inferred that knowledge of HIV/AIDS is the part and parcel of 
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people’s behavior change but it is not the sufficient condition for behavior change 

(Glick & Sahn, 2004).  

 

 

2.2 Socio-demographic factors and knowledge of HIV/AIDS 

 

Socio-demographic factors i.e. age, educational attainment, place of residence 

region etc can also play important role in influencing individual’s knowledge of 

HIV/AIDS.  

 

2.2.1 Age 

 

Age of women is one of the important demographic factors related to the 

knowledge of HIV/AIDS. Age is negatively correlated with knowledge about 

HIV/AIDS (LeBlanc, 1993). The research studies have shown that younger age people 

have more knowledge than older people. A study in Thailand among HIV positive 

women showed that the knowledge was highest among age group 20-24 followed by 

age group 25-29 (Koetsawang & Micholas, 1997). Moreover in one of the study done 

in India also found that knowledge about HIV/AIDS was greatest among people older 

than 20 years (Lahiri et al., 1995). In other study in Thailand found that youngest 

people and oldest people had less knowledge than the middle age people (Sittirai et al., 

1992). In Madagascar, age was negatively correlated significantly with HIV/AIDS 

knowledge (Lanouette et al., 2003).  For example, younger women of age group 15-24 

were more knowledgeable than women of age 25 and above in Nepal. (Ministry of 

Health, 2001). Glick and Sahn (2004) also argued that knowledge varies by age, often 

taking an inverted U-shape. 

 

2.2.2 Educational attainment 

 

Education plays a significant role in the knowledge about HIV/AIDS. 

Education may also make easier for individuals to process and understand the 

information More education is associated with greater awareness and better knowledge 
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about HIV/AIDS (Shah et al., 1987; UN, 2002). Demographic health survey data from 

39 African, Latin American and Asian countries showed higher positive correlation 

between the educational level and knowledge. Almost in all countries educated female 

respondents knew about HIV/AIDS than uneducated women. However, in the high 

prevalence countries, awareness was high among the general population even though 

they have low level of education (UN, 2002). 

A study in India found that HIV/AIDS was higher in educated person than 

non-educated (Lahiri et al., 1995). They argue that education is the most efficient 

predictor of HIV/AIDS. However in the multivariate study controlling other variables 

higher level of schooling significantly affect the knowledge about HIV/AIDS. A study 

in Nepal also found that completing high school is strongly and significantly 

associated with the knowledge of HIV/AIDS among urban young people (Thapa et al., 

2003). Education has a major effect on correct knowledge of HIV/AIDS prevention 

also in China (Chen et al., 2003) and in Uganda (Bessinger et al., 2004). 

Most plausible reasons that can explain why educated people have higher 

knowledge of HIV/AIDS than uneducated are; firstly, educated people can have more 

access to sources of health and HIV-related information. Secondly, they are more 

likely to read the newspaper, or to visit private or public health services where HIV-

related information is dispensed (Glick & Sahn, 2004).  

 

2.2.3 Place of residence 

 

Like education and age, place of residence also has significant effect on the 

knowledge of HIV/AIDS. Rural people have low knowledge of HIV/AIDS than urban 

people. One of the likely reasons behind this is that, urban people normally have 

higher socioeconomic status than rural people. They have higher access to information 

than rural people.  

Various studies done in China (Chen et al., 2003), in Nepal (Central bureau of 

statistics, 2000), in Bangladesh (Khan, 2004), in Vietnam (Bui et al., 2001) and in 

Brazil (London & Robles, 2000) found that urban women have higher awareness and 

knowledge about HIV/AIDS than rural women. Data from 39 African, Latin American 

and Asian countries also found the consistent results (UN, 2002). 
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2.2.4 Region 

 

The knowledge of HIV/AIDS also varies by the region. The level of 

knowledge about HIV/AIDS among youths is different in different parts of the 

country. In Thailand the level of knowledge was different in various parts of the 

country from the level of HIV prevalence. If the HIV prevalence in the region is high 

then the level of knowledge of HIV/AIDS is also high (Im-Em & Suwannarat, 2002). 

Likewise, the level of knowledge of HIV/AIDS is higher among the general people in 

the capital rather than other part of the country in Bangladesh (Khan et al., 2004). The 

basic reasons behind the differences in knowledge might be the differences in 

population size, educational levels, access to information and communications etc.  

 

 

2.3 Household economic status  

 

Socio-economic status of the household also has the significant effect on the 

knowledge of HIV/AIDS. However how to measure the socio economic status can be 

problematic. Ownership of assets can be the proxy for consumption which indirectly 

measures the long term economic status of a household (Measure DHS+ dimension, 

2002). There were not sufficient evidences found which could show the causal 

relationship between household economic status and knowledge of HIV/AIDS. A 

study done in Madagascar, found the observed correlation of wealth and HIV 

knowledge even after controlling education (Glick & Sahn, 2004). A study conducted 

by World bank’s thematic group found, after analyzing the household data in the 23 

countries, that knowledge of HIV/AIDS prevention is  higher among the better off 

than among the poor households in all most all of the 23 countries (Gwatakin & 

Deveshwar, 2001 cited by Glick & Sahn, 2004). The other study conducted in US with 

more than 71 thousand people found that socioeconomic status of the household was 

the significant predictor of knowledge of HIV/AIDS (Sweat & Levin, 1995). 
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2.4 Mass media exposures and knowledge of HIV/AIDS 
 

Mass media is one of the major and vital components of IEC and social 

marketing campaign. According to the manual developed by Family health 

international, mass media is one of the methods of communication that can reach large 

groups of people quickly and effectively. These include radio, TV, press, and cinema. 

These channels are capable of reaching heterogeneous audience with uniform 

messages (Elkamel, 1996). The government and the NGOs’ have been intensively 

using mass media because these media are capable of raising awareness and 

knowledge about HIV/AIDS, help to change the attitudes and behaviors of individuals, 

motivate people to practice safe sex, and also help to reduce misconception and stigma 

and discrimination (Benefo, 2004).  

In one of the study conducted in Japan among 338 female college students 

found that major source of HIV/AIDS information was from mass media (Maswanya 

et al., 2000). In one of the study in Uganda, women and men who reported being 

exposed to messages in the mass media were at least twice as likely as those who were 

with no exposure to know of condom as a means to avoid HIV/AIDS. There was also 

significant effect observed when they were exposed to multiple mass media (Bessinger 

et al., 2004). Likewise in china mass media has positive significant influence on 

correct knowledge of AIDS (Chen et al., 2003). Similar result was also found in Nepal 

(Thapa et al., 2003), Ghana (Benefo, 2004) and US (Sweat & Levin, 1995). 

 

2.4.1 Specific mass media types and knowledge of HIV/AIDS 

 

Radio, television and printed media are the effective means to disseminate the 

HIV/AIDS related information. Selecting means of mass media like radio, TV or 

printed media also have advantages and disadvantages. Radio might be the most 

effective means of media exposures because it can affect large mass and can be 

understood easily even though people are illiterate. The cost associated with its 

production is also cheap. People can also afford radio in terms of its price (Family 

Health international, 1996; University of Toronto, 1999). 
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The television media is also expected to be a powerful medium because it 

overcomes the problems of illiteracy in part because of its visual images, but the high 

costs of television transmission and programming and the television set's expense 

restrict access to general mass. Printed media is also powerful but it is suitable for the 

literate people only. So it can be said that printed media may be the most limited of the 

three major mass media types in developing countrys’ settings (Family Health 

international, 1996; University of Toronto, 1999). Lahiri (1995) suggested that the best 

way to reach the target groups is combining, TV, radio, newspapers, brochures or 

posters counseling, theater and self-help groups.   

 A study in Uganda by Bessinger et al. (2004) found that even watching TV at 

least once a week had a positive and significant effect on AIDS awareness. However, 

they found that effect of watching TV on quality of knowledge is significant only for 

relatively less educated women because the coefficient of TV in the multivariate 

analysis was highest for women who had not completed primary schooling in both 

rural and urban areas. Likewise radio has less significant role in the knowledge of 

HIV/AIDS because coefficient for radio was found lower than the corresponding 

coefficients for TV at each educational attainment level. Furthermore the effect of 

reading the newspaper at least once a week was also positive and statistically 

significant in both the awareness and quality of knowledge equations. According to 

DHS data from 36 African, Latin American and Asian countries, radio was the major 

source and TV was the third important source for disseminating information about 

HIV/AIDS (UN, 2002). In one survey conducted among 350 married women in 

Bombay, India, found that majority of the respondents got information about 

HIV/AIDS from television (Chatterji, 1999). Likewise the other study conducted in 

five cities of the United States also found the same results where television (48%) was 

the most frequently mentioned media source (Wolitski et al., 1996). In Nepal, 

television (90.9%), radio (74.8%) and newspaper (47.9%) were the most cited source 

of HIV/AIDS by urban young people (Thapa et al., 2003). However, in general, radio 

(79%) is the main source of HIV/AIDS information of married women in Nepal 

(Central Bureau of Statistics, 2000; Ministry of Health, 2001). 
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2.4.2 Interpersonal source and knowledge of HIV/AIDS 

 

Besides mass media, interpersonal source is another important and significant 

source while disseminating HIV/AIDS information. This can be defined as a face-to-

face exchange of messages between two or more individuals, on a particular issue 

(Rogers, 1995). Interpersonal source can be divided into two groups i.e. health source 

and informal source. 

 

2.4.2.1 Health source  

 

Health workers are also considered as the important source of HIV/AIDS. In 

the 36 African, Latin American and Asian countries’ DHS data revealed that 15 % of 

the female respondents got information of HIV/AIDS from health workers. However 

in some countries the share is very small. For an example in Egypt, only 2 percent of 

the family planning clients had learned HIV/AIDS from doctors and nurses (Megeid et 

al., 1996). In other study in China found that 7 percent of the total respondents 

acquired HIV/AIDS information from health and family planning service providers 

(Chen et al., 2002). 

In Vietnam, DHS data revealed that 12.5 percent of 5,665 women respondents 

got information about HIV/AIDS through health workers. In one of the study in India, 

health worker (49.5%) was the principle source followed by radio (25.0%) and TV 

(12.2%) among 188 child development project officers in India (Paul & 

Gopalakrishnan, 2001). In Nepal around twelve percent of currently married women 

got information from health source (Central Bureau of Statistics, 2000). 

 

2.4.2.2 Informal sources  

 

Besides mass media and health source, information about HIV/AIDS can be 

disseminated through internal discussion networks of friends and families (Im-em & 

Suwannarat, 2002).  
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In one of the study done in Surat, India, majority of the respondent reported 

that they had heard about HIV from their friends (60%), newspapers and magazines 

(58%) and relatives followed by TV (46%) (Gupta & Singh, 2003). 

According to DHS data in 36 African, Asian and Latin American countries 

informal source e.g. friends and relatives were the major source of information after 

radio about HIV/AIDS (UN, 2002). Likewise in US five major cities, about 20 percent 

of the respondents received information about HIV/AIDS through friends and families 

(Wolitski et al., 1996). 

 In addition,Demographic Health Survey (2002) in Vietnam revealed that 

HIV/AIDS information through informal source is also very important after mass 

media. Friends and relatives (31.7%), Community meetings (14.9%) were the most 

mentioned source about HIV/AIDS by the 5665 respondents. Likewise in Nepal, 

friends (51.7%) school teacher (45%) and neighbor (3.7%) were among the informal 

sources that the urban young people had mentioned about the source of their 

HIV/AIDS awareness (Thapa et al, 2003). 

 
 
 
2.5 Conceptual Framework 

 
This study has two conceptual frameworks. Conceptual framework-I shows the 

relationship between information source and knowledge of HIV/AIDS and the 

conceptual framework-II shows the relationship between specific mass media and 

knowledge of HIV/AIDS. Each conceptual framework is divided into dependent 

variable, control variables, and independent variables. Control variables consist of 

socio demographic variables (age, marital status, and educational attainment) and 

household variable (house hold economic status) and the independent variables, the 

programmatic variables, are information sources in conceptual framework-I and 

specific mass media types in conceptual framework-II. 
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Figure 2.1 Conceptual framework-I 
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Figure 2.2 Conceptual framework-II 

 

2.6 Hypotheses 

 
HIV/AIDS prevention knowledge among currently married female youth who 

are exposed to mass media only and mass media and interpersonal source is higher 

than those who are exposed to interpersonal source only. 

HIV/AIDS prevention knowledge among currently married female youth who 

are exposed to multiple specific mass media types is higher than those who are 

exposed to single mass media types. 
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CHAPTER III 

RESEARCH METHODOLOGY 
 

 

This chapter outlines the source of data, sample design and sample size, 

operational definition of variables, methods of data analysis and the limitation of the 

study. 

 

3.1 Source of data 

 

For this study, data are derived from “Between Census Household Information, 

Monitoring and Evaluation System” (BCHIMES) survey. This is a nationally 

representative survey, conducted by Central Bureau of Statistics in collaboration with 

UNICEF country office in Nepal in 2000. The survey was designed to collect data on 

education, water and sanitation, family planning, utilization of antenatal and postnatal 

services, breast feeding and food supplementation, knowledge of HIV/AIDS, child 

health, immunization, vitamin A distribution and the type of salt used.  

 

3.2 Sample design and sample size 

 

The BCHIMES survey employed a two-stage cluster sampling design where 

primary sampling unit was the ward, the smallest administrative unit of the country, or 

the group of wards. Altogether 208 clusters (181 rural and 27 urban) were selected by 

probability proportion to size covering 69 out of 75 districts. Systematic sampling was 

used to select the household in each selected cluster. The sampling frame was derived 

from 1991 population and household census. The targeted sample size was 10,295 

households; however, information was collected from 10,265 households. Of the total 

households, all eligible 9,424 currently married women were interviewed in the 

survey. However, since this study focuses only on currently married female youth (15-
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24 years) who had heard of HIV/AIDS, the total sample size for the study is 1,247 

currently married female youth.  

 
 

3.3 Research Instrument 

 

In the survey both household and individual questionnaires were used to 

collect the data. The household questionnaire was used to collect data on household 

schedule, education, drinking water and sanitation, information regarding the 

households’ characteristics and iodine content of salt. Individual questionnaire was 

used to collect data on demographic information related to respondent such as family 

planning, utilization of antenatal care/postnatal care and delivery services, 

STDs/HIV/AIDS, child health, breastfeeding, vitamin A and immunization. Selected 

questions used in this study are given in the Appendix. 

 

 

3.4 Operational definition of variables 

3.4.1 Knowledge of HIV/AIDS 

 

The knowledge of HIV/AIDS refers to the correct answers given by youths 

among the ways to avoid HIV/AIDS infections. A composite index is constructed to 

measure the level of knowledge of HIV/AIDS prevention, giving score 1 to every 

correct answers and 0 to every incorrect answers. However if the respondents 

responded  “No” to the question "Is there anything a person can do to avoid getting 

AIDS or the virus that causes AIDS " then they are regarded having no knowledge of 

HIV/AIDS prevention and are given 0 score for the composite index of knowledge. 

Thus the total scores ranges from 0 to 11.The 11 answers for the question “What can a 

person do to avoid AIDS?” which are used to measure the level of knowledge of 

HIV/AIDS are as follows.  

1.1 Safe sex Yes=1 score No=0 score 

1.2 Abstain from sex Yes=1 score No=0 score 

1.3 Use condom Yes=1 score No=0 score 
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1.4 Have only one sex partner Yes=1 score No=0 score 

1.5 Avoid sex with prostitutes Yes=1 score No=0 score 

1.6 Avoid sex with homosexual Yes=1 score No=0 score 

1.7 Avoid blood transfusion Yes=1 score No=0 score 

1.8 Avoid injection Yes=1 score No=0 score 

1.9 Avoid kissing Yes=0 score No=1 score 

1.10 Avoid mosquito bites Yes=0 score No=1 score 

1.11 Seek protection from traditional healer Yes=0 score No=1 score 

 

For the univariate analysis, knowledge of HIV/AIDS is categorized into 3 

groups measured in ordinal scale based on the knowledge score. Those who had no 

score, those who had 1 to 6 scores and those who had 7 and higher score are 

categorized as “no knowledge”, “inadequate knowledge” and “adequate knowledge” 

respectively. The safe sex as one of the choices given above refers to reducing or 

eliminating the chances of  acquiring sexually transmitted infections including HIV by 

the exchange of body fluids that can transmit HIV for example semen, vaginal or 

cervical fluid by means of barriers for example condom, gloves, dental dams etc.  

 

3.4.2 Socio-Demographic variables  

3.4.2.1 Age  

 

Age refers to the completed years of age of youths at the time of survey. For 

the multivariate analysis it is measured at interval scale. However, for the univariate 

and bivariate analysis, age is measured at ordinal scale. There are two categories i.e. 

15-19 years and of 20-24 years. For this purpose age is converted into ordinal scale 

from interval scale. 

 

3.4.2.2 Place of residence 

 

This refers to the place of residence of the respondents at the time of survey. It 

is divided into urban and rural. Those who lived in the municipal areas are classified 
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as urban and those who lived other than the municipal areas as rural. This is measured 

at nominal scale. 

 
 
 

3.4.2.3 Region 

 

This refers to the place of residence in the ecological regions at the time of 

survey. This is divided into 3 categories: Mountain, Hill and Terai. This variable is 

measured in nominal scale. For the multivariate analysis this variable is coded as 

dummy variables. 

 

3.4.2.4 Educational attainment  

 

This refers to the highest grade completed by the respondents at the time of 

survey. It is measured at interval scale. For univariate and bivariate analysis, 

educational attainment is divided into 4 mutually exclusive categories: no schooling, 

primary, secondary and higher secondary and above. No schooling refers to those who 

had not attended schools, primary refers to those who had completed up to grade 5, 

and secondary refers to those who had completed up to grade 8. Likewise higher 

secondary and above refers to those who had completed grade 9 and above.  

 

3.4.3 Household economic status  

 

Due to the lack of information on income and expenditures of the household in 

the BCHIMES survey, wealth quintiles, a proxy measure for measuring the economic 

status of the household, is used to measure the economic status. 

 Wealth quintiles were constructed from possession of the household amenities 

such as electricity, radio, TV, bicycle, telephone, car, motorcycle and fridge. However 

other health related variables such as facility of toilet or type of toilet, sources of 

drinking water etc can also be added in the wealth quintiles.  Measurement of 

variables nominal, ordinal and interval scale can also be used. 
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The wealth quintiles are constructed by using the principle component method. 

This is a statistical method to determine the weights for an index of the asset variables. 

This method is based on the linear combination of household assets. First principle 

component is the linear combination that can explain the maximum variation in the 

total score. A second principle component, which is also a linear combination of assets 

independent of first, explains the remaining variability (Filmer & Pritchett, 2001). 

The result of principle components is used to make asset index for each 

household (Aj). Symbolically, 

iiji

n

i
ij saafA /)(* −= ∑  

 where =scoring factor for the asset  if
thi

 =  household’s value for the asset jia thj thi

 =Mean of asset variable over all households ia thi

is = Standard deviation of asset variable over all variables (Filmer & 

Pritchett, 2001) 

thi

From the first component analysis the following weights have been derived 

from the household amenities. Mean and standard deviation of each household asset 

are also given below. 

 

Household amenities Factor score Mean SD 

Electricity .664 .29 .454 

Radio .405 .54 .499 

Television .763 .18 .384 

Telephone .797 .05 .217 

Bicycle .286 .21 .411 

Motorcycle .774 .04 .197 

Motor car .433 .01 .093 

Fridge .718  .03 .161  

  

 

Procedure for calculating wealth quintiles is given below in a nutshell. 
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Step 1: Each household assets variable is deducted from its mean and divided 

by the standard deviation to get the standardized normal household asset variable. 

Step 2: Each normalized asset variable is then multiplied by factor score 

derived from first principle component of principle component method.  

Step 3: The resulting products is then added to make the asset index. 

Step 4: Asset index is ranked  

Step 5: Asset index is categorized into 5 quintiles, which are the wealth 

quintiles. Lower quintiles refer to lower economic status and higher quintiles refer to 

higher economic status of the households.  

 
3.4.4 Information sources 

 
This refers to the information source from which youths received information 

about HIV/AIDS. The question, “From which sources of information have you learned 

most about AIDS? (Probe and record three sources)” was asked to measure the source 

of information. It was basically the multiple answers question. The following 13 

information sources given for this question were: 

1. Radio 

2. Television 

3. Newspaper/magazines 

4. Poster pamphlets 

5. Health workers 

6. Female community health volunteers  

7. Traditional Birth Attendants  

8. Husband 

9. Schools/teachers 

10. Community meetings 

11. Friends/ relatives 

12. Work place 

13. Others(specify) 

However for this study, the responses are grouped into 3 mutually exclusive 

categories such as mass media only, interpersonal source only and finally both mass 



Fac. of Grad. Studies, Mahidol Univ.                                                       M.A. (Pop & Repro. H. Res.)/27 

media and interpersonal sources. These are made dummy variables for the multivariate 

analysis. 

Mass media only refers to the information sources for example radio, TV, 

newspapers/magazines and pamphlets/posters, from which the youths received 

information about HIV/AIDS.  

In the similar manner, interpersonal sources is either health personnel sources 

(health workers, female community health volunteers and traditional birth attendants) 

or informal sources (husband, school/teachers community meetings, friends/ relatives 

and work place) from which the youths received information about HIV/AIDS.  

Finally mass media and interpersonal sources refer to the both information 

sources from which youths received information about HIV/AIDS simultaneously.  

 

3.4.5 Specific mass media types 

 
This variable is defined as the source of information about HIV/AIDS 

specifically from mass media types e.g. radio, TV, and printed media from which 

youth received information about HIV/AIDS. Printed media is derived from those who 

received information from newspapers, or posters/ pamphlets. This variable is 

measured at nominal scale. It has seven categories i.e. radio only; TV only, printed 

media only, radio and TV, radio and printed media, TV and printed media, and radio, 

TV and printed media. It is measured in nominal scale. However for the multivariate 

analysis, TV and printed media are combined to make one category. 

Table 3.1 gives the summary of description and scale of measurement for 

dependent and each independent variable. 

 



Rabindra K.C.                                                                                                     Research Methodology/28 

Table 3.1 Summary of operational definition and measurement of variables 

 

Variable Name Description Measurement scale 

Dependent variable   

Knowledge of HIV/AIDS 
prevention 

The knowledge of 
HIV/AIDS refers to number 
of correct answers to avoid 
HIV/AIDS given by youths. 
A composite index is 
formed from 11 responses 
related to HIV/AIDS 
prevention. 

Interval Scale ranged from 0 to 
11. 
For the univariate analysis 
ordinal scale is used 
No knowledge(0 score)=1 
Inadequate knowledge(1-6 
scores)=2 
Adequate Knowledge(7+ 
scores)=3 

Control variables   

Age Number of years completed 
at the time of survey. 

Interval scale 

Place of residence 
 

Place of residence in the 
urban and rural areas. 

Dichotomous 
Rural=0 
Urban=1 

Educational attainment Completed years of 
schooling. 

Interval scale 
For the Bivariate and 
univariate ordinal scale is used 
0=No schooling 
1=Primary level of schooling 
2= Secondary level of 
schooling 
3= Higher secondary and 
above level of schooling 

Region 
 

Place of residence in the 
region. 
 

Nominal scale 
Mountain=1 
Hill =2 
Terai=3 
These are coded as dummy 
variables in the multivariate 
analysis. 
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Table 3.1 Summary of operational definition and measurement of variables (Cont.) 

Variable Name Description Measurement scale 

Household Economic 
Status 

Wealth quintiles are used as 
a proxy measure for the 
economic status. A 
composite index is formed 
based on the 8 household’s 
assets and amenities. 
Weights are assigned to 
each asset derived from first 
component of principal 
component method. 

Ordinal scale 
First wealth Quintile=1 
Second wealth quintile=2 
Third Wealth quintile=3 
Fourth Wealth quintile=4 
Fifth Wealth quintile=5 
These quintiles are coded as 
dummy variables for the 
multivariate analysis. 
 

Independent Variables   

Information sources  
 

Source of information from 
which youths received 
information about 
HIV/AIDS. 
 
 

Nominal scale. 
Mass media source only=1 
Interpersonal source only=2 
Mass media and interpersonal 
source=3 
These are coded as dummy 
variable in the multivariate 
analysis. 

Specific mass media 
sources 
 

Specific mass media source 
from which youths acquired 
information about 
HIV/AIDS for instance 
radio, TV, newspaper and 
posters /pamphlets. 
 
 

Nominal scale. 
Radio only=1 
TV only=2 
Printed media only=3 
Radio and TV=4 
Radio and Printed media=5 
TV and printed media 
Radio  TV and printed 
media=7 
These are coded as dummy 
variables in the multivariate 
analysis. 
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3.5 Methods of Data Analysis 

 

Univariate analysis, i.e. frequency distribution, percent distribution, mean, and 

standard deviation, are performed to describe youths’ socio-demographic 

characteristics, sources of HIV/AIDS information including specific mass media 

types. 

Bivariate analysis is performed to explore the relationship of information 

sources and specific mass media types with socio-demographic characteristics and 

household characteristics. Furthermore, the bivariate analysis also explores the 

relationship of various socio-demographic, household characteristics, source of 

information and specific mass media types with knowledge of HIV/AIDS. 

Multiple regression analysis is used to determine the impact of mass media 

effect on knowledge of HIV/AIDS among currently married female youth after 

controlling the socio demographic characteristics, i.e. age, region, education, place of 

residence etc and household economic status.  

The statistical software package, STATA (version 8.0), is used to analyze the 

data.  

Since the sampling methodology of the survey was two-stage cluster sampling, 

the data is multilevel in nature. So the multilevel model is used to correct the standard 

errors of the estimates. Moreover, the weighted data is used in order to have the 

national representation.  

 

3.6 Limitation of the study 

 

The major drawback of this study is that it is based on the cross sectional 

survey of only one round. To measure the program effect, baseline and end line 

surveys are needed before and after the program implementation. So it is very difficult 

to evaluate the program with out the baseline information. Even if the knowledge of 

HIV among women is high we can not say definitely that the increase is due to the 

program or other factors. For example mass media exposure can increase the 

knowledge of HIV/AIDS but at the same time women who have knowledge about 

HIV/AIDS may be interested to receive more information from the mass media. 
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CHAPTER IV 

FINDINGS AND DISCUSSION 
 

 

4.1 Findings of the study 

 

The findings of the study are divided into three sections. The first section 

describes socio-demographic characteristics of currently married female youth 

including age, place of residence, educational attainment, place of residence in 

regions, household economic status. This section also designates the information 

pertaining to knowledge of HIV/AIDS, source of information from which they learned 

much about HIV/AIDS including specific mass media types by using frequency and 

percentage distributions.  

The second section provides bivariate analysis. This section explores the 

relationship of socio demographic characteristics of individuals, household 

characteristics with the information sources and specific mass media types. 

Furthermore, this section also provides the relationship of socio-demographic 

characteristics of individuals, household characteristics, information sources and 

specific mass media types on the knowledge of HIV/AIDS among currently married 

female youth in Nepal. 

The third section details the results of the multivariate analysis using multiple 

regression method where standard errors are also corrected to fit the multilevel model 

using STATA (version 8.0) program. This section gives the insights of the effect of 

information sources and specific mass media types on the knowledge of HIV/AIDS 

among currently married youths before and after controlling the socio-demographic 

and household level characteristics.   
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4.1.1 Univariate Analysis 

4.1.1.1 Socio- demographic characteristics 

 

Figure 4.1 depicts the percentage distribution of respondents of age 15 to 24 

who have ever heard of HIV/AIDS. Almost 74 percent of youths belong to the age 

group of 20-24 years and the rest is in the age group of 15-19. The mean age of youths 

is 20.9 whereas standard deviation is 2.3.  

26%

74%

15-19 yrs

20-24 yrs

 
Figure 4.1 Percentage distributions of the youths by age group (N=1247) 

Likewise figure 4.2 shows that the majority of youths (82%) reside in the rural 

areas whereas almost 1 in 5 youths resides in the urban areas of the country.  

82%

18%

Rural 
Urban 

 
Figure 4.2 Percentage distributions of the youths by place of residence (N=1247) 

 

Similarly figure 4.3 portrays the percentage distribution of currently married 

female youth according to their educational attainment. Slightly more than one- third 

of youths (36%) had not attended any formal schooling whereas 1 in 5 youths (22%) 
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had completed the secondary formal education. Likewise slightly more than 1 in 4 

(29%) youths had completed the higher secondary and above education.  
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Figure 4.3 Percentage distributions of youths by educational attainment (N=1247) 

 

Figure 4.4 portrays the percentage distribution of youths by their place of 

residence in the ecological region. Fifty -four percent of youths live in the hilly 

regions whereas 39 percent of youths live in the Terai (plain) region and the rest lives 

in mountainous region of the country. 
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Figure 4.4 Percentage distributions of the youths by ecological region (N=1247) 
 

4.1.1.2 Household economic status 

 

Figure 4.5 shows the distributions of the youths according to their economic 

status measured in 5 wealth quintiles. About thirty- two percent of youths belong to 

the lowest economic status (First wealth quintile). In contrast, twenty percent of 

youths belong to the highest economic status (Fifth wealth quintile).  
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Figure 4.5 Percentage distributions of the youths by wealth quintiles 

 

4.1.1.3 Information sources and Specific mass media types 

 

Table 4.1 reveals the percentage distributions of the youths about the 

information sources from which they mostly acquired information about HIV/AIDS. 

Information source can be either mass media only or interpersonal source only or both. 

Information received by youths from radio, TV, newspapers or poster/pamphlets etc 

are categorized as the information received from mass media source only. Likewise 

information received from health personnel, friends, relatives, community meetings, 

schoolteachers, husbands etc are categorized as information received from 

interpersonal source only.  

Fifty seven percent of the total respondents acquired information about 

HIV/AIDS from both mass media and interpersonal sources followed by mass media 

source only (31%). About twelve percent of youths received HIV/AIDS information 

from interpersonal source only.  

The same Table also describes the information received by youths from 

specific mass media types. Youths revealed that they learnt mostly about HIV/AIDS 

by radio (40%) followed by radio and TV (17%) and also radio and printed media 

(16%). Around fourteen percent of youths received information about HIV/AIDS from 

all types of mass media.  
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Table 4.1 Frequency and percentage distributions of the youths by sources of 

information and specific mass media types (N=1247) 

Description Frequency Percent
Sources of information   

 Mass Media only 381 30.5 
 Interpersonal source only 153 12.3 
 Mass media and Interpersonal source 713    57.2 

Specific Mass media types   
Radio only 442 40.4 
TV only 46 4.2 
Printed media only 43 3.9 
Radio and TV 188 17.2 
Radio and printed media 181 15.5 

TV and Printed media 36 3.9 
Radio, TV and printed media 157 14.4 

  
 
4.1.1.4 Knowledge of HIV/AIDS  
 

Table 4.2 provides information regarding the knowledge of HIV/AIDS of 

currently married female youth in Nepal. It was found that almost 1 in 4 youths had no 

knowledge of HIV/AIDS prevention. However, about fifty- nine percent of youths had 

inadequate knowledge of HIV/AIDS prevention. In contrast only 17 percent of youths 

had high knowledge of HIV/AIDS prevention. The mean knowledge score of 

HIV/AIDS prevention among youth was found to be 4.5 and the standard deviation 

was 2.7.  

Table 4.2 Frequency and percentage distributions of the youths by knowledge of 

HIV/AIDS Prevention 

Knowledge of HIV/AIDS Frequency Percent 

No knowledge (0 correct answer) 300 24.0 

Inadequate knowledge (1-6 correct answers) 741 59.4 

Adequate knowledge (7+ correct answers) 207 16.6 

Total 1247 100.0 

Min=0       Max=10          Mean =4.5           Std Deviation=2.7 
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Table 4.3 shows the specific ways of HIV/AIDS prevention knowledge among 

currently married female youth in Nepal. Around fifty- two percent of female youth 

knew that safe sex is the way to avoid HIV/AIDS infection. Around sixty- three 

percent of youths knew that condom use is the method of HIV/AIDS prevention. In 

the similar manner, about thirty- seven percent and thirty percent of youths mentioned 

that having only one sex partner and avoid sex with prostitutes could prevent them 

from HIV/AIDS infection, respectively. Furthermore, around eighteen percent of 

youths knew that avoiding blood transfusion is one of the methods among the 

preventive methods of HIV/AIDS. 

Table 4.3 Frequency and percentage distributions of the youths by specific ways 

of HIV/AIDS prevention knowledge 

Specific ways of  HIV/AIDS prevention Knowledge # Frequency Percent

Correct  ways of preventions 

Safe sex 651 52.2 

Abstain from sex 127 10.2 

Use condom 786 63.1 

Have only one sex partner 456 36.6 

Avoid sex with prostitutes 374 30.0 

Avoid sex with Homosexuals 29 2.3 

Avoid blood transfusions 222 17.8 

Avoid Injection 123 9.9 

Misconceptions 

Avoid Kissing 9 0.8 

Avoid mosquito bites 29 2.3 

Seek Protection from traditional   healers 3 0.3 

Others 9 0.7 

#Multiple answers possible 
 

It is surprising that even though the full-fledged knowledge about HIV/AIDS 

prevention of youths was low but very few of them had misconceptions. Only two 

percent of youths reported that avoid mosquito bites can prevent HIV/AIDS. Other 

misconceptions were found negligible. 
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4.1.2 Bivariate Analysis 

4.1.2.1Information sources and socio-demographic and household 

characteristics 

 

Table 4.4 describes percentage distributions of the youths who received 

information from different information sources pertaining to HIV/AIDS by socio- 

demographic and household characteristics. Youths in the age group of 20-24 years 

received information from mass media only more than youths in the age group of 15-

19 years. However the difference was not so much between two age groups. 

Percentage of youths who acquired information from interpersonal source was higher 

in the age group of 15-19 years (15%) more than age group 20-24 years (11%) 

whereas only marginal difference at the two age groups was observed in the percent of 

youths who got information from both the sources.  

Youths who had completed higher secondary and above educational level 

received information of HIV/AIDS from mass media only more than those who had no 

schooling (47% and 20%). In contrast, interpersonal source was the primary source of 

information for those youths who had no schooling than highly educated youths. 

However those who had completed up to secondary education used both sources. 

Similarly mass media only was the primary source of urban people than rural people 

whereas interpersonal source and both interpersonal source and mass media sources 

were the primary source of information for the rural than urban people. Mass media 

only was the primary source of information for people lived in the mountainous region 

than people who lived in the Hills and Terai region. Youths in the entire region had 

almost used equally interpersonal source only. However youths lived in the hilly 

region of the country had used both sources for the HIV/AIDS information than other 

region people. Mass media only was the most important information sources for the 

highest economic status youths (above 20%) than other lower economic status youths. 

Youths in the third and fourth quintiles (between 40% and 80%) relied on 

interpersonal source only than other socio-economic status people whereas youths in 

the second quintile had relied on both sources for the HIV/AIDS information. 
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Table 4.4 Percentage distribution of the youths receiving information through 

various sources by socio-demographic and household characteristics  

         (In Percent) 

Characteristics Mass media 

only 

Interpersonal 

only 

Mass media     

and 

interpersonal 

source 

Age group    

15-19 28.6 15.2 56.2 

20-24 31.3 11.2 57.5 

Education Level    

No schooling 19.7 23.8 56.5 

Primary 29.2 13.3 57.5 

Secondary 24.8 4.8 70.4 

Higher secondary and above 47.1 5.0 47.9 

Place of Residence    

Rural 26.0 14.2 59.8 

Urban 50.9 4.0 45.1 

Region    

Terai 32.2 14.3 52.5 

Hill 26.3 10.8 62.9 

Mountain 49.4 13.6 37.0 

Household Economic status (Wealth Quintiles) 

First  26.9 12.2 60.9 

Second  30.0 5.0 65.0 

Third  31.4 13.2 55.4 

Fourth  31.7 14.8 53.4 

Fifth  35.0 11.0 54.1 
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4.1.2.2 Specific mass media types and socio-demographic and household 

characteristics 

 

Table 4.5 Percentage distribution of youths receiving information from specific 

Media types by socio-demographic and household characteristics  

         (In percent) 

Characteristics Radio 
only

TV 
only

Printed 
media 

only

Radio 
& TV

Radio & 
printed 

media 

TV & 
printed 

media

Radio, 
TV& 

Printed 
media

Age group        
15-19 48.6 3.2 5.0 10.4 20.1 2.2 10.4
20-24 37.7 4.5 3.6 19.5 15.3 3.7 15.7

Education Level        

No schooling 67.7 6.1 2.0 16.5 6.1 .7 1.0
Primary 52.3 2.0 4.1 17.8 14.7 1.5 7.6
Secondary 35.8 3.1 5.8 17.1 24.5 3.5 10.1
Higher  
secondary  and 
above 

13.4 4.9 4.1 17.4
 

20.6 6.4 33.1

Place of Residence       
Rural 48.1 3.9 4.8 14.1 18.8 1.8 8.4
Urban 9.2 6.0 0.5 29.5 7.4 9.2 38.2

Region        
Terai 32.6 7.6 3.8 21.5 11.3 6.4 16.8
Hill 42.5 2.3 4.1 15.6 20.2 1.5 13.8
Mountain 68.6 1.4 4.3 4.3 15.7 .0 5.7

Household Economic status (Wealth Quintiles)  
First   49.4 3.4 4.8 12.5 17.0 1.7 11.1
Second  34.2 6.6 1.3 18.4 21.1 1.3 17.1
Third  44.0 0.7 5.0 15.6 16.3 5.3 13.1
Fourth  41.9 4.4 1.9 20.6 15.0 2.5 13.8
Fifth  22.7 9.1 3.6 23.6 16.4 4.1 20.5

 

Table 4.5 describes the percent distribution of youths who received 

information about HIV/AIDS from specific media types by socio-demographic and 

household characteristics. The results showed that  youths in the age group of 15-19 

years, less educated, low economic status, living in the rural areas or mountainous 

region had received information from radio only more than youths in the age group of 

20-24, more educated, high economic status, lived in the urban areas,  or hills and 
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Terai region of the country did. On the contrary, youths in the age group of 20-24, 

more educated, high economic status lived in the urban areas or hills and Terai region 

of the country, had received information from all mass media types more than youths 

in the age group of 15-19 years, less educated, low economic status, living in the rural 

areas and mountainous youths did. 

 

4.1.2.3 Relationship between socio-demographic characteristics and 

knowledge of HIV/AIDS 

Table 4.6 Mean Knowledge score by socio-demographic characteristics of youths 

(N=1247) 

Characteristics Mean S.D N 

Age group  

15-19 4.23 2.66 328 

20-24 4.55 2.69 919 

Education Level  

No schooling 3.23 2.80 391 

Primary 4.15 2.69 226 

Secondary 4.90 2.48 270 

Higher secondary and above 5.7 2.00 360 

Place of Residence  

Rural 4.25 2.70 1021 

Urban 5.43 2.34 226 

Region  

Terai 4.13 2.68 491 

Hill 4.88 2.60 675 

Mountain 2.99 2.61 81 

 

Table 4.6 provides the mean knowledge score of youths by their socio-

demographic characteristics. The mean knowledge score of youths in the age group of 

15-19 was lower than the mean knowledge score of youths in the age group of 20-24. 

It was also observed that youths who had attained higher education had higher 

knowledge of HIV/AIDS than those who had lower education. There was also 
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variation in mean knowledge in the place of residence. Youths who lived in the urban 

areas had higher knowledge than those youths in the rural areas had. Similarly, those 

who lived in the mountainous region had lower knowledge than those who lived in the 

Terai and hilly regions of the country. 

 

4.1.2.4 Relationship between Household economic status and Knowledge of 

HIV/AIDS 

 

Table 4.7 shows the relationship between household economic status measured 

by wealth quintiles and the knowledge of HIV/AIDS. The data indicate that as the 

level of wealth quintiles increases there is increase in the knowledge score of youths 

about HIV/AIDS prevention. However the increment was not found consistent in the 

fourth quintiles. Even though the highest knowledge score was observed in the 20% 

richest group, there were not many differences in the knowledge score among 

quintiles. 

Table 4.7 Mean knowledge score of youths by wealth quintiles 

 
Household economic status 

(Wealth Quintiles) 

Mean S.D N 

First  4.35 2.79 140 

Second 4.60 2.58 325 

Third  4.67 2.58 235 

Fourth  4.20 2.71 402 

Fifth  4.68 2.87   145 

   

4.1.2.5 Relationship between information sources, specific mass media types 

and knowledge of HIV/AIDS 

 

Table 4.8 shows the relationship between information sources and specific 

mass media types with the knowledge of HIV/AIDS. The mean knowledge score of 

HIV/AIDS among currently married female youth who were exposed with mass media 
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only and mass media and interpersonal source were higher than those who were 

exposed with interpersonal source only.  

 There was also clear variation seen in mean scores among youths who were 

exposed to various specific mass media types. The mean knowledge score was highest 

(6.2) among youths who were exposed with all  types of mass media e.g. radio, TV 

and printed media whereas the mean knowledge score was 3.8 among youths who 

were exposed with radio only. This clearly indicates that knowledge of HIV/AIDS 

might be higher if they are exposed with multiple mass media types rather than only 

single mass media types.  

Table 4.8 Mean knowledge score of youths by information sources and mass 

media types 

Description Mean S.D N

Information sources  

 Mass media only 4.60 2.63 381

 Interpersonal source only 3.26 2.97 153

 Mass media and interpersonal source 4.65 2.58 713

Specific Mass media types  

Radio only 3.79 2.77 442

TV only 4.16 2.80 46

Printed media only 4.61 2.60 43

Radio and TV  4.79 2.30 188

Radio and printed media 5.25 2.37 181

TV and printed media 4.91 2.63 36

Radio, TV and printed media 6.19 1.50 157

 

4.1.3 Multivariate Analysis 

 

In this section, the results of multiple regression analyses are described. The 

first part of this analysis provides the effect of information sources on knowledge of 

HIV/AIDS whereas the second part of the analysis deals with the impact of specific 

mass media types on the knowledge of HIV/AIDS.   
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Table 4.9 Unstandardized regression coefficient of multiple regression analysis of 

information sources and knowledge of HIV/AIDS 

Model 1 Model 2 Characteristics 

B S.E B S.E 

Constant 3.26*** 0.30 0.41 0.91 

Age (in years)   0.08** 0.04 

Education Level (in years)   0.22*** .02 

Place of Residence     

 Rural (RC)     

 Urban    0.41 0.36 

Region     

 Hill   1.24*** 0.29 

 Terai   0.49*** 0.30 

 Mountain(RC)     

Household Economic status (Wealth quintiles)    

 First    -0.41 0.28 

 Second    -0.66 0.38 

 Third    -0.14 0.29 

 Fourth     -0.44 0.24 

 Fifth (RC)     

Information sources     

Interpersonal source only(RC)     

Mass media only 1.33*** 0.30 0.26 0.36 

Mass media and   interpersonal    source 1.39*** 0.31 0.64** 0.30 

 R2=2.8%  R2 =19.48%  

 R2   Change 16.88%   

*** Significant at 0.01        ** Significant at 0.05.                       RC= Reference Category  
 

Table 4.9 shows the multiple regression analysis, which depicts the effect of 

information sources on the knowledge of HIV/AIDS. Model 1 and Model 2 show the 

effect of information sources on knowledge of HIV/AIDS without and with 

controlling various socio-demographic and household characteristics respectively.  
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Both models were found significant. The first model could explain around 3 

percent of the total variation on the knowledge score. However, the second model 

could explain around 20 percent of the total variation on the knowledge of HIV/AIDS 

when socio-demographic and household variables were controlled. About 17 percent 

change in the explanatory power of the model (R2) was observed when socio-

demographic and household characteristics were controlled. 

In the first model, mass media only and mass media combined with 

interpersonal sources had significant effect on the knowledge of HIV/AIDS. However, 

in the second model, mass media only was no longer significant whereas mass media 

combined with interpersonal source had positive significant effect on knowledge of 

HIV/AIDS after controlling socio-demographic and household characteristics as 

compared to interpersonal source only. In addition, education, age and region were 

found to have significant positive effect on knowledge of HIV/AIDS.  

Table 4.9 shows the effect of specific mass media types on the knowledge of 

HIV/AIDS with and without controlling socio- demographic and household variables 

in model 1 and model 2 respectively. Both models were also found to be significant. 

The first model could explain about 11 percent of the total variation on the knowledge 

of HIV/AIDS. However the second model could explain about 20 percent of the total 

variation in the knowledge of HIV/AIDS when socio-demographic and household 

variables were controlled. Around 9 percent change in the R2 was observed when 

socio-demographic and household variables were controlled.  

 In the first model all specific mass media types i.e. TV only or printed media 

only or both, radio and TV, radio and printed media, radio, TV and printed media, 

were found to have more effect on the knowledge of HIV/AIDS than radio only. 

However, in the second model, the effect of exposure of radio and TV, radio and 

printed media, radio, TV and printed media were decline but still significant. However 

TV only or printed media was no longer significant after controlling the socio 

demographic and household characteristics. The knowledge scores of youths who 

were exposed to radio and TV, radio and printed media, radio, TV, and printed media 

were 0.6, 0.7, and 1.25 higher than who were exposed with radio only after controlling 

for other independent variables. In this analysis, education and region were also found 

to have significant effect on the knowledge of HIV/AIDS.  
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Table 4.10 Unstandardized regression coefficient of multiple regression analysis 

of specific mass media types and knowledge of HIV/AIDS 

Model 1 Model 2 Characteristics 

B S.E B S.E 

Constant 3.65*** 0.16 0.91** 0.88 

Age (in years)   .07 0.04 

Education Level (in years)   .18*** .02 

Place of Residence     

Rural (RC)     

Urban    .12 0.34 

Region     

Hill   1.30*** 0.28 

Terai   0.51*** 0.28 

Mountain (RC)     

Household Economic status (Wealth quintiles)    

First    -0.30 0.28 

Second    -0.60 0.40 

Third    -0.07 0.29 

Fourth     -0.39 0.23 

Fifth (RC)     

Specific Mass media source     

Radio only (RC)     

TV only or printed media only or 

TV and printed media 

0.87** 0.33 0.29 0.30 

Radio and TV 1.14*** 0.25 0.56** 0.22 

Radio and printed media 1.16*** 0.26 0.74** 0.23 

Radio, TV and printed media 2.53*** 0.22 1.25*** 0.29 

 R2=11.03%  R2 =20.47%  

 R2   Change  9.44%  

*** Significant at 0.01        ** Significant at 0.05.                        
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4.2 Discussion 

 

HIV/AIDS has affected millions of people in the world. Women are more 

vulnerable to HIV/AIDS. Women should have appropriate knowledge of HIV/AIDS to 

prevent them from the disease because knowledge of HIV/AIDS is the first line of 

defense from HIV/AIDS infection.  

This study finds that the average knowledge of HIV/AIDS prevention methods 

is only 4.5. In other words, average knowledge the currently married female youth 

have known was not more than 5 ways out of 11 ways of avoiding HIV/AIDS. This 

knowledge level is considered to be inadequate. In other words the full -fledged 

knowledge of HIV/AIDS among currently married female youth is low. The possible 

reasons could be; firstly about 61 percent of women have not ever heard about 

HIV/AIDS. Secondly, low knowledge of HIV/AIDS is due to limited access to sexual 

health information, inadequate health care services i.e. access to health services is only 

58.7% (Ministry of Health , 2004), low level of literacy among women, less 

empowerment of women etc. In the BCHIMES survey (2000) it was found that only 5 

percent of women mentioned that they preferred to receive information regarding 

HIV/AIDS from radio and TV. Most of the currently married women preferred to 

receive information from radio and TV about sanitation (39%), diarrhea (35%) and 

family planning (33%). In Nepal, basic health care facilities are still their prime 

concern, so HIV/AIDS is not in their high priority concern yet. 

From the analysis, it is found that both mass media and interpersonal sources 

(57%) was more cited information source by youths than mass media only and 

interpersonal source only.  This study also finds that mean knowledge of HIV/AIDS 

among currently married female youth who received information from mass media 

and interpersonal source is higher than those who received information from 

interpersonal source only and mass media only. However, the difference is not much 

between mass media source only and mass media and interpersonal source. In the 

multivariate analysis mass media and interpersonal source was found to have more 

effect on knowledge of HIV/AIDS than interpersonal source only after controlling 

other independent variables. This finding is consistent with the first hypothesis of this 

study. 
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 From the study, it is clearly seen that knowledge of HIV/AIDS among 

currently married female youth can be increased when the mass media campaign is 

combined with interpersonal sources. Messages have to be disseminated through 

health sources and informal sources along with mass media. In order to disseminate 

HIV/AIDS information through health workers, family planning service centers can 

also be utilized vigorously.  While disseminating information from interpersonal 

sources caution should be taken in such a way that those who are going to provide 

information about HIV/AIDS should be trained and have comprehensive knowledge 

about HIV/AIDS. Otherwise, there is always higher chance of getting the messages 

incorrectly or incompletely rather than getting the correct and complete messages. 

However, various studies in Ghana (Benefo, 2004), Bangladesh (Khan et al., 2004), 

Uganda (Bessinger et al., 2004), show that information about HIV/AIDS can be 

efficiently obtained from mass media, for instance radio, TV, newspaper, posters 

pamphlets more than other sources. However, this study finds that mass media should 

be incorporated with the other sources to get the higher knowledge about HIV/AIDS 

among currently married youths in Nepal.  

This study finds that those who received information from two or three mass 

media sources e.g. radio and TV, radio and printed media, and radio, TV and printed 

media have more knowledge of HIV/AIDS than those who received information from 

radio only. In the multivariate study, radio, TV and printed media, radio and TV, and 

radio and printed media also have significant positive effect on the knowledge of 

HIV/AIDS after controlling the socio demographic and household factors. This is 

consistent with second hypothesis of this study. The plausible reasons behind these 

are; radio is the most important mass media types which can effectively disseminate 

the information in low cost, it is affordable even for the rural people. There is also 

limited accessibility of TV among the youths. Only 30 percent of the households have 

TV facility as compared to radio (54%). There is low level of literacy among women 

in Nepal who can read and write (43%). So any specific mass media types if combine 

with radio will yield higher knowledge of HIV/AIDS.  

In both the multivariate analyses, education had positive significant effect on 

knowledge of HIV/AIDS. This finding is consistent with various studies such as in 

china (Chen et al., 2003), analysis based on the DHS data in 39 Asian, African and 
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Latin American countries (UN, 2002), in Bangladesh (Khan, 2002) etc. The most 

plausible reasons are that most educated women are capable of reading and have good 

understanding about the problems so that they can acquire accurate knowledge of 

HIV/AIDS.  

Age of the respondents also has positive significant effect on the knowledge of 

HIV/AIDS. This is consistent with other studies, which found that knowledge of 

HIV/AIDS varies by age and were greatest among those who were older than 20 years 

of age (Lahiri et al., 1995; Im-em & Suwannarat, 2002; Khan, 2002; Chen et al., 2003; 

Khan et al., 2004).  Likewise, place of residence in the regions have also significant 

effect on knowledge of HIV/AIDS. Those who lived in the hilly region and plain 

(Terai) region had positive effect on knowledge of HIV/AIDS than those who lived in 

mountain region. The plausible reasons could be; the female literacy rate is low in the 

mountain (30.4%) than Hills (47.3%) and Terai region (40.1%), mountain region is 

less developed than hilly region and Terai region. Most of the mountainous districts 

have still no access to infrastructures like road, electricity etc. Radio is the only main 

means of information source in the mountain region.  
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CHAPTER V 

CONCLUSION AND RECOMMENDATION 
 

 

5.1 Conclusion 

 

The objectives of this study were to evaluate the effect of information sources 

and specific mass media types on the knowledge of HIV/AIDS among currently 

married female youth in Nepal. This study used the BCHIMES survey data that was 

conducted in 2000. Univariate, bivariate and multivariate analysis were performed by 

using STATA (version 8.0) 

This study has found that among those who heard of HIV/AIDS, their 

knowledge of HIV/AIDS was not adequate. They didn't have sufficient knowledge of 

HIV/AIDS. They knew on average only 5 preventive methods out of 11 preventive 

methods. Specifically, youths who were low educated, lived in mountainous region or 

in rural areas had low knowledge of HIV/AIDS. However, there very few currently 

married female youth had some misconceptions. 

This study has also found that youths who received information from mass 

media and interpersonal sources have more knowledge of HIV/AIDS than those who 

received information from mass media only and interpersonal source only. In addition, 

this study has also found that youths who received information from all mass media 

types i.e. radio, TV and printed media have higher knowledge of HIV/AIDS than those 

who received information about HIV/AIDS from radio only. In the multivariate 

analysis, radio and TV, radio and printed media, and radio, TV and printed media were 

significant and had positive impact on the knowledge of HIV/AIDS than radio only. 

We can conclude that any mass media types combined with radio has significant effect 

on knowledge of HIV/AIDS among currently married female youth of Nepal.
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5.2 Recommendations 

 

In order to reduce the spread of the HIV/AIDS infection in the country, the 

complete knowledge of HIV/AIDS among the general population should be high 

because knowledge of HIV/AIDS is the necessary weapons to fight against HIV/AIDS 

for self defense. However in Nepal, more than half of currently married women have 

not heard of HIV/AIDS. Furthermore, those who have heard of HIV/AIDS also have 

low knowledge about HIV/AIDS. On the basis of this present study, following 

recommendations have been made. 

 

5.2.1 Recommendations for Policy 

  

This study found that youths who had received information from radio along 

with other mass media types such as radio, TV, and printed media, radio and printed 

media and radio and TV have more knowledge of HIV/AIDS than youths who had 

received information through radio only. In this respect, mass media campaign should 

be continued to disseminate HIV/AIDS information regularly and also in, as detail as 

possible through radio and from other sources simultaneously. Interpersonal 

interactions in mass media can also be the possible way to disseminate the information 

to the public. 

1. This study also found that mass media and interpersonal source has positive 

effect on knowledge of HIV/AIDS than interpersonal source only. This 

indicates that all the health sources; informal sources should also be used to 

disseminate the information about HIV/AIDS. Therefore, it is necessary to 

train the health personnel for instance health workers, female community 

health volunteers and traditional birth attendants and mobilize them to 

disseminate the information. All health service outlets can also be used to 

disseminate the information. 

2. In addition to that, community members, leaders, teachers, priests, etc should 

also be trained and mobilized to disseminate HIV/AIDS messages.  
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3. Street Drama, songs, Dohari (a kind of song popular in Nepal), Soap opera in 

radio/TV, role models  should also be used to disseminate the HIV/AIDS 

messages and also made available at regional, districts and village levels. 

4. Messages in the mass media should also be disseminated in the regional 

languages especially targeting the people living with in the mountainous and 

Terai region through radio and combination of other media with radio. 

 

5.2.2 Recommendations for future research 

From the analysis, both multivariate models could explain more or less 20 

percent of the total variation in the knowledge of HIV/AIDS after controlling socio-

demographic and household characteristics. So other factors which the dataset used in 

this study do not have, such as occupation, membership in community 

organization/associations, spousal communication about HIV/AIDS and some 

community level variables such as proximity to health facility centers, number of 

health workers available in the community etc are also needed to include in the model 

so that it can explain maximum variation in the knowledge of HIV/AIDS.  

It is not sufficient to evaluate the mass media campaign from little information. 

Investigation of information about the quality and quantity of messages of mass media 

should also be taken into consideration. For instance, what type of program they like, 

which message they heard from mass media, can they say any one of the message that 

broadcast in mass media, what type of program they want to hear/watch/read about 

HIV/AIDS etc. So the future research should focus on these issues to evaluate the 

effect of mass media on HIV/AIDS knowledge. 

The future research can investigate the effect of mass media not only on the 

knowledge of HIV/AIDS, but also focus on the behavioral aspects of the people such 

as condom use, stigma and discrimination, care and support to  people living with 

HIV/AIDS. 

Last but not the least; further research would see the effect of mass media on 

knowledge of HIV/AIDS by using either the longitudinal data or pooled cross 

sectional data of several rounds. 
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APPENDIX 
 

Central Bureau of Statistics 
Between Census Household and Information, Monitoring and Evaluation system 

(BCHIMES) 
Questionnaire 

(Some selected questions used in the study) 
1 Household information 
Q.No. 523: Does this household have following facilities? 

1 Electricity 1 Yes 2 No 
2 Radio 1 Yes 2 No 
3 Television 1 Yes 2 No 
4 Telephone 1 Yes 2 No 
5 Cycle 1 Yes 2 No 
6 Motorcycle 1 Yes 2 No 
7  Car/Van 1 Yes 2 No 
8 Fridge 1 Yes 2 No 

2 Individual Information 
Q.NO. 201 How old are you? (Write complete years) 
Q.NO. 211 Have you ever-attended schools? Yes   No 
Q.NO. 212 What is the highest grade you have completed? 
Q.NO. 213 Can you read and write? 
 1Read only  2 Read and write  3 No 
Q.NO. 503: Have you ever heard of illness called AIDS? 
   1 Yes   2 No 
Q.No. 504 :From which sources of information have you learned most about AIDS 
(probe) any other sources (Record three mentioned) 
1. Radio 2. Television 
3. Newspaper/magazines 4. Pamphlets/Posters 
5. Health workers 6. Female Community health volunteers (FCHV) 
7. Traditional birth attendants (TBA) 8. Husband 
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9. Schools/Teachers 10. Community meetings 

11. Friends/relatives 12. Workplace 
13. Others(specify)  

 Q.No. 505: Is there any thing a person can do to avoid getting AIDS or the virus that 
causes AIDS?  

   1 YES    2 No (ASK question 507) 
Q.No 506 What can a person do? Any other ways? (Probe and record all mentioned) 

1 Safe sex 2 Abstain from sex 
3 Use condoms 4 Have only one sex partner 
5 Avoid sex with prostitutes 6 Avoid sex with homosexual 
7 Avoid blood transfusion  8 Avoid Injection 
9 Avoid kissing 10 Avoid mosquito bites 

11 Seek protection from 
traditional healers 

12 Others (specify) 
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