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Executive Summary 
 
“Our mission is to enhance individual and collective contributions by leadership to health sciences 
education and research and to social transformation through sharing of experiences and resources and 
through collaborative interdisciplinary projects.” 
 
A pilot four week student project under the auspice of U21 Health Sciences was undertaken in Nepal in 
2016. This project was undertaken in collaboration with Kathmandu University School of Medical 
Sciences (KUSMS), Dhulikhel, Nepal. This project involved 13 Health professional students from 7 U21 
Universities and 19 physiotherapy students from KUSMS. The project was supported by a project 
officer, Ms Jessica Lees (University of Melbourne), Associate Professor Gillian Webb (University of 
Melbourne), Associate Professor Louisa Remedios (University of Melbourne), Dr Derek Chambers 
(Nottingham University), Mr Grahame Pope (Nottingham University). The project was the result of work 
done by the SDG working group of the U21 Health Sciences group. 
 
We are indebted to the collaboration given by Dr Rajendra Koju (Chief Administrative Officer), Ms 
Ranjeeta Shijagurumayum (Head of Physiotherapy Department, KUSMS), Ms Inosha (Lead member of 
physiotherapy staff for project) and all other physiotherapy staff who participated. 
 
The program included a week at KUSMS where students worked together; to share their expected 
learning outcomes; develop learning outcomes for their field work; discuss leadership and advocacy 
and get to know each other socially. The following three weeks field experience was undertaken at 
Kirnetar an outreach clinic run by Dhulikhel Hospital. Students were divided into four groups: Disability; 
Chronic Pain; Women’s Health and Nutrition and Oral Health. Needs assessment tasks were 
undertaken across a wide area of communities. Following this, students prepared and presented 
educational programs to various community groups. As well a pop up clinical was undertaken with a 
local community nurse. 
 
Data has been gathered from students, staff and participants and will be published after analysis is 
undertaken. Preliminary feedback from participants demonstrate that the project was an unqualified 
success in enabling students from a variety of backgrounds and countries to work together to serve 
very under privileged communities in Nepal and to provide the students with greater knowledge of the 
role of the UN Sustainable Development Goals.  
The feedback also reflected that the students fulfilled the mission statement of the U21 Health Sciences 
group.   
 
The intention of the SDG working party was that this collaboration, between the U21 Health sciences 
universities and the host university, would provide opportunities for student engagement and the 
exchange of knowledge and ideas between academic staff to develop areas of Learning and Teaching 
and Research. This is an ongoing commitment. 
 
Recommendation: That the U21 Health Sciences Group continue to support the U21 SDG initiative in 
Nepal for the next three years. 
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1. Introduction 
 
The vision of the U21 health Sciences group is fundamental to the UNMDG/SDG initiative which was 
undertaken in May 2016 in Nepal. The SDG group was committed to this vision. Over the past eight 
years the SDG group have developed cases around the UNMDG/SDGs which could be included in the 
curricula of Health professional programmes of U21 Universities. 
Numerous workshops have been held using these cases to inform current students at U21 universities 
around the UNMDG’s and now the SDG’s. 
(http://www.u21mdg4health.org/student_involvement/?page=global_learning_partnership) 
This project grew out of this work and incorporated cases that had been developed. 
 
In  2011, the U21 UNMDG Student Committee proposed that developing a shared UNMDG project 
would strengthen the Committee activity, in alignment with the governing U21 UNMDG Working Group 
mandate to contribute to the achievement of the Millennium Development Goals through education and 
partnership. The central concept of the project was to focus on capacity building through education, 
rather than service provision. 
 
As a result of this the U21 Health Sciences, Sustainable Development Goals working group (SDG 
group) and the Student committee instituted a four week project in Nepal in 2016.  The concept behind 
the project was to give students from a variety of Health Professions across the U21 Universities an 
opportunity to work with Health Science students from a University in a country where the 
UNMDGs/SDG’s were highly relevant. 
 
The initial pilot was organised to commence in May 2015, however due to the devastating earthquake 
experienced in Nepal on April 25th 2015, the project was cancelled. Gratitude must be extended to 
Kathmandu University for resilience shown and commitment to continue the relationship with U21 to 
see the 2016 pilot come to fruition.  
  
The selected International students, represented 7 Universities and 8 Health Professions. These 
students shared a four week program with 19 physiotherapy students from KUSMS. Due to the timing 
of the pilot project it was not feasible to have an inter-professional group from KUSMS. However if the 
project continues KUSMS is dedicated to ensuring that there will be an IP group. 
  
The first week involved the students sharing learning and social activities at the University in Dhulikhel. 
The group was divided into four groups: Chronic Pain, Disability, Women’s Health and Nutrition and 
Oral Health. All groups consisted of international and local students. During the week students worked 
on developing shared objectives for their groups work in the community. As well lectures were given on 
leadership, advocacy, teamwork and developing needs assessment tools. The students undertook work 
on two of the cases which had been developed around the UNSDGs. 
  
  
During the following three weeks students undertook activities at Kirnetar where KUSMS has an 
outreach clinic. 
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In week one students, in their four allocated groups, used a variety of methods to establish the needs of 
local communities surrounding Kirnetar. These included the completion of surveys, discussions with 
local community leaders, local community health workers and the doctor and nurses located in Kirnetar. 
 
The final two weeks saw the students undertaking education sessions on relevant topics with a variety 
of groups (see appendices); running a number of ‘pop up clinics and the development of reports on the 
needs of the communities visited. Finally the students presented their reports to the other groups to 
ensure that all students had an overview of all aspects of the program. 
  
 The objectives were: 
1.To establish a collaboration with a University in a country where the UNMDG’s/SDG’s were relevant 
2. To give students from a variety of health professions from U21 Universities the opportunity to work 
with students from a variety of health professions in the selected University 
3. To provide opportunities for student and staff exchanges where appropriate 
4. To provide opportunities for establishment of research collaborations between academics 
5. Contribute to the growth of health workforce through experiential learning in a context with significant 
health needs 
 
The diagram (Figure 1) below displays the framework of the U21 UNSDG initiative and GLP model, as 
well as the projected ongoing academic relationship that is believed to be developed via the catalyst 
activity of the GLP pilot project. 

	

Figure	1.	GLP	Framework	(Lees	et	al.,	2016)	
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2. Concept 

2.1 Partnership with invited university  
 
The design of the GLP model is built around the fundamental concept of engagement and sharing 
between students and academics across universities and cultural contexts to build capacity through 
education, service and research, whilst capitalising on strengths of existing global health placements, 
and by focusing on the inclusion of host-country students and academics. 
 
As stated earlier this shared UNMDG project was initially proposed at the annual U21 Health Science 
Group (HSG) Conference 2011 in Seoul, Korea, where it was decided to partner with a university in a 
country with UNMDG gaps in order to gain insight, and share resources and learning activities for 
mutual benefit.  
 

 
Figure	2.	GLP	model	evolution	(Lees	et	al.,	2016)	

 
 
Initial feedback from the steering committee and extensive consultation with faculty in Nepal led to the 
decision to begin a four-week pilot project at Kathmandu University. To support this pilot project, it was 
clear that establishment of a rigorous framework and model supported by a review of the literature and 
evaluation tools, was paramount. 
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The GLP model was based on capstone work by Lees, Coulston, and Smart  (2013) conducted as part 
of the Doctor of Physiotherapy program at the University of Melbourne. Further to this, a paper outlining 
the rationale and framework design was published. (Lees, et al. 2016). 
 

2.2 Selection of university 
 
An expression of interest invitation was extended to all U21 member universities to put forward a 
proposal for a suggested partner university outside of the U21 network for collaboration. The following 
key questions were asked to be considered in the proposal for a potential partner university;  
 
1. Is the University located in a developing country or region?  
2. Is there a disparity between targets and current status of MDG’s/SDG?  
3. Does the university offer a number of health science courses for conducting inter-professional 
activities?  
4. Is there scope for strengthening curriculum for the health sciences courses or do the current courses 
already achieve international recognition/accreditation?  
5. Does the university have an associated teaching hospital?  
6. Does the University currently participate in community health programs?  
7. Does a member of U21 UNMDG group have an established relationship within the University?  
8. Is language going to present a barrier for conducting collaborative learning activities? 
 
Following the review of proposals, Kathmandu University School of Medical Sciences, Nepal was 
selected by the steering committee. (Kathmandu University proposal application can be found in 
Appenndix A.) 
 
This was chosen as the site of the pilot project because of the strong alignment to the criteria and 
values, including a long history of community engagement and a strong model of educational 
partnership between the co-located Dhulikhel Hospital which is the key teaching hospital for medical, 
nursing, dental, physiotherapy and public Health students. Long term links with the School with an 
academic from the University of Melbourne facilitated the development of the partnership and the 
willingness of KUSMS to be part of the U21 project. 
 
According to the WHO Nepal has significant issues relevant to the UNMDG”s and SDG’s. 
http://www.np.undp.org/content/nepal/en/home/countryinfo/ 
 

2.3 Intention of student “GLP” experience to catalyse partnership 
 
Contribution to the development of global citizens is the primary agenda of the GLP model, adding to 
the commitment of U21 Universities in the development and integration of internationalization into 
curricular. The development of a collaborative partnership between academic institutions aligns with the 
goal of building capacity of local workforces through educational opportunities particularly directed at 
sharing knowledge and resources between universities and health facilities. 
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Participation in the GLP model requires shared learning, discovery and engagement with a global 
community to develop students’ knowledge, skills and attitudes required of global citizens. The GLP 
model and the resulting partnership will create opportunity for U21 students to continue to collaborate, 
as well as create an avenue for academics to interact with academics from other universities in the 
region, including Kathmandu University. It is felt that face-to-face interaction through the GLP global 
health placement will be an effective means to facilitate and catalyse the development of this ongoing 
inter-university relationships.  
 
 

2.4 Student developed and led activities 
 
The students were given the opportunity to develop their own community health needs assessment 
(HNA) strategy, as well as the opportunity to create and conduct their own team led activities in 
response to the community HNA. Reports can be found in Appendices (B, C, D, E).  
 
Student led activities included; 

● Chronic Pain- Exercise workshops (four locations); Pop up clinic (Gogantar village) 
● Nutrition and Oral Health- Drama/song at Market place; School education drama and song 

(Khimti, Kirnetar, Milti) 
● Disability- Environment mapping; stakeholder meeting; school drama; case connection to 

external providers 
● Women’s Health- Cervical screening day; Education sessions (Khimti, Milti, Kirnetar) 

school/adolescence health literacy program 
 
  

3. GLP Framework             
 

3.1 Literature review 
 
Two literature reviews were conducted to inform and refine the ethical and logistical aspects of the GLP 
model. Both reviews were conducted on the MEDLINE, ERIC and CINAHL databases, for literature 
published between January 2003 and September 2013. The first literature review extracted eight 
articles, which explored the efficacy of international field placements on developing elements of cultural 
competence in medical and health science students. The second review extracted nine articles, 
examining common elements of education programs and collaborative projects designed to facilitate 
interprofessional learning in students of medicine and allied health sciences 
 
Findings from the literature review inform the GLP model in numerous ways. According to the literature 
review on development of cultural competencies, cultural awareness and cultural knowledge were 
improved through participation in cultural immersion programs that incorporated preparatory workshops 
and a combination of clinical and homestay experiences. Furthermore, the literature review into 
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interprofessional education programs identified that interprofessional learning was most commonly 
facilitated through problem-based learning sessions, providing an opportunity for student collaboration 
through interactive discussion. Thus, these elements have been incorporated into the GLP model 
design. 
 

3.2 Curriculum/program development 
 

Sustainable development goals 
The group recognise the importance of the SDGs as an international development agenda and 
is focused on ensuring that this critical agenda is included in the curriculum of health professionals in a 
meaningful way. 
 
One of the primary agenda of the GLP to engage an interdisciplinary and international group of 
students and academics in a collaborative learning experience. Included within this curriculum 
framework is a model of experiential learning that seeks to contribute to the learning of health 
professional students around the aspirations of the SDGs. 
 
Learning Objectives 
Prior to arriving in Nepal, the students spent time considering their own set of desired achievable 
objectives. It was felt that this prior introspection would provide deeper meaning to the engagement and 
facilitate active information acquisition.  
  
The students then shared their individual learning objectives with the wider group to form a set of group 
determined learning objectives. This activity was a important as one of the key actions of the GLP 
model is to attempt to remove the distinction between students from different countries and cultural 
contexts, in order to provide a more collaborative and inclusive experience.  
 
Community Needs Assessment 
The university based workshop in the first week included theoretical frameworks outlining community 
needs assessment concepts. As previously mentioned, students were divided into four teams and each 
team developed a strategy for collecting data once they arrived in Kirnetar. 
The teams each developed interventions that were responsive to the findings from their community 
needs assessments. 
 

4. Participants 
 

4.1 Student selection 
 
An invitation was extended to all member universities to circulate to health professional students 
sharing the opportunity to apply for selection for the GLP. Students applications included their 
motivations for participating in the GLP as well as support from local academic referees.  
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4.2 Preparation Materials 
 
A number of learning resources were developed to ensure that the students were adequately prepared 
prior to arriving in Nepal. The below resources were circulate to all student participants as a part of the 
preparation process (Appendices F, G, H)  
 

◆ GLP team member manual 
◆ Learning objectives guide 
◆ Community needs assessment guide 

 
The preparation phase of the GLP model included a self-directed learning task centred on creation of 
individual learning objectives. Research suggests that self-directed learning is a highly beneficial 
educational strategy that will help produce healthcare clinicians who are prepared for lifelong learning 
and who are equipped with the skills required to meet the changing needs of their patients (Spencer & 
Jordan, 1999), and it was felt that this prior introspection would provide deeper meaning to the GLP 
engagement and facilitate active information acquisition.  
 

4.3 Social preparatory engagement 
 
4.3.1 Facebook Forum  
The students started social interaction in the months leading up to meeting in Nepal. This social 
interaction was primarily developed via the utilisation of a closed facebook group as the platform for an 
interactive forum. 
 
4.3.2 “Buddy” allocation 
To catalyse the sense of inclusion between all members of the GLP, a buddy system where 
international students were paired with a local Nepali student was put in place. The buddies were 
introduced to each other via email three months prior to the project starting. This allowed the students 
to openly ask questions and develop their friendship organically via email, skype and facebook 
correspondence in the lead up to meeting.  
 
The buddy system had a profoundly positive influence on the group dynamic as it meant that there was 
social interaction from the onset, as well as assisting the international students with adapting to the 
foreign environment as they each had a familiar person to offer them support. 
 

5. Location 

5.1 Kathmandu 
 
Student participants from Universitas 21 met in Kathmandu the day prior to the commencement of the 
GLP and travelled by bus together to Dhulikhel. 
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5.2 Dhulikhel 
 
Dhulikhel is approximately 37 km from Kathmandu and is the location of Kathmandu University School 
of Medical Sciences/Dhulikhel Hospital where the first week of the GLP program was held for the 
university based workshop. 
 

5.2 Kirnetar 

 
KUSMS runs a number of outreach clinics which are serviced by staff from Dhulikhel Hospital and are 
used by the different health professional programs at KUSMS to engage their students in community 
activities. The students attended the Kirnetar outreach clinic. This is situated 140kms (5 hours) from 
Dhulikhel and is serviced by a doctor and 2 nurses. 
U21 students and staff were accommodated in a hotel in Kirnetar.  
 

 
Figure	3.	Map	of	Dhulikhel	and	Kirnetar	site	locations	for	the	GLP	

 
 
 

6. Data collection 
 
As a pilot project it was considered to be important that data should be collected in a variety of ways to 
ensure that the expected outcomes were achieved. 
A variety of different methods were used: 

● Students demographic data and individual objectives 
● UNSDG knowledge and cultural competency questionnaires pre and post the four week 

experience 
● Recording of learning objectives activity 
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○ Recordings were taken of the four groups as they negotiated and developed their 
shared objectives for the three weeks of experiential learning 

● Focus group recordings 
○ Each of the four teams shared comments on their GLP experience 

● Interview data 
○ Academics 
○ Student participants 
○ Community leaders 

● Written reflections from student and academic participants on their experiences 
● Reports of the four groups work over the program 

 
 

7.  Outcomes 
 
The primary outcome was that the pilot GLP project was successfully completed and overwhelmingly 
well received anecdotally by the community and those who participated. 
 
Particular project outcomes include;  

● Students undertook collaborative work at the university, followed by three weeks in the field 
● Needs analysis was conducted by all four groups 
● Following the needs analysis, education programs were designed and delivered to a variety of 

different groups and communities 
● Numerous student developed and led health promotion activities 
● A one day “Pop up” clinic was undertaken in a remote village, with handover to Kirnetar health 

clinic/Dhulikhel Hospital 
● Student organised cervical cancer screening clinic  
● Disability environment mapping analysis and report 
● Resources were shared between groups, health professionals, universities and local community 

health workers 
● Data has been collected around the learning objectives and is the process of being analysed  
● Further development of academic relationships in Teaching and Learning and Research. 

 
 
 
The data that has been gathered is being analysed and it is expected that as a result 

● A number of journal articles will be written including academic staff and students 
● Presentations will be given at the U21 Health Sciences meeting in Birmingham 
● A copy of the report will be sent to the Deans of the participating Universities and to the 

Deans of U21 Health Sciences who were unable to send a student 
● A copy of the report will be sent to the U21 Presidents and Managers   
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8. Discussion 

 

8.1 Development of academic relationships 

It is anticipated that the GLP will foster the development of academic relationships in Teaching and 
Learning, and in Research. The vision is for the GLP project to catalyze the opportunity for U21 and 
Kathmandu University academics to engage in collaborative research, share learning resources, and 
explore potential exchange opportunities. 

8.2 Project continuity  

The 2016 iteration of the GLP project was a pilot and as such, it is planned that future cohorts will build 
on and further develop work done by previous student groups. 

 
 

9. Recommendations 
 

1. The U21 UNSDG initiative should be progressed into an ongoing partnership with KUSMS for 
the next three years 

2. A project officer needs to be retained to coordinate the organisation of the GLP project. Ideally 
this position would be funded 0.2FTE year round to facilitate collaboration between U21 and 
Kathmandu University as well as coordinate data analysis and publications. 

3. Further engagement with KUSMS to develop an inter-professional contingent of local Nepali 
students 

4. Consideration should be taken as to an appropriate time of the year with respect to student and 
staff availability, and weather. 

5. Consideration from the U21 UNSDG working group as to the potential for expansion to another 
location in the future 

6. An invitation be made to the Dean of the host University in the following year to the U21 Health 
Science’s Meeting 
 

 

10. Conclusion 
 
The pilot Global Learning Partnership in Nepal 2016 was an outstanding success. Universitas 21 
HSG/UNSDG working group are grateful to Kathmandu University School of Medical Sciences for their 
collaboration. The project team are confident that the positive outcomes from this U21 UNSDG initiative 
and iteration of the GLP, reflect strongly the vision of the U21 Health Sciences Group. The inter-
professional and inter University nature of the program opens opportunities, for the U21 community, for 
extending this program to include other disciplines and other regions.  
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Potential Partnership University  
for U21 Student Collaborative Project 
 

 
 
 
 
 

 
 
 
 

Proposed University: 
Kathmandu University, Kathmandu, Nepal 
 
Proposed by The University of Melbourne, Australia 
Prepared by: Gillian Webb & Jessica Lees 
 
 
 
 
 

                            
 
 
 
 
 
 

! !



 
 
 
 
 
 
 

Criteria 
 
It is recognised that to develop a relationship with a university outside of the U21 
network, requires a degree of scrutiny and in suggesting a potential university, 
the health education status of the university and the host country must be 
stringently examined. 
 
Key questions that need to be asked of a potential partner university; 
 

1. Is the University located in a developing country or region? 
2. Is there a disparity between targets and current status of MDG’s? 
3. Does the university offer a number of health science courses for 

conducting inter-professional activities? 
4. Is there scope for strengthening curriculum for the health sciences 

courses or do the current courses already achieve international 
recognition/accreditation? 

5. Does the university have an associated teaching hospital? 
6. Does the University currently participate in community health programs? 
7. Does a member of U21 UNMDG group have an established relationship 

within the University? 
8. Is language going to present a barrier for conducting collaborative 

learning activities? 
 
 
The answers of these questions in relation to the proposed partner university 
Kathmandu University are outlined in this document. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

Eligibility 
 
 

1. Is the University located in a developing country or region? 
 
Yes. 
 
Nepal is currently listed by the United Nations one of the world’s Least 
Developed Country. Least developed country (LDC), according to the United 
Nations, exhibits the lowest indicators of socioeconomic development.  
 
 
 
 
Nepal Health Statistics 
 

Total population 29,331,000 

Gross national income per capita (PPP international $) 1,120 

Life expectancy at birth m/f (years) 65/69 

Probability of dying under five (per 1 000 live births) 48 

Probability of dying between 15 and 60 years m/f (per 
1 000 population) 

234/159 

Total expenditure on health per capita (Intl $, 2009) 69 

Total expenditure on health as % of GDP (2009) 5.8 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

2. Is there a disparity between targets and current status of MDG’s? 
 
 

 
 
 
 

3. Does the university offer a number of health science courses 
required for conducting inter-professional activities? 
 

• Bachelor of Medicine and Bachelor of Surgery, MBBS.  
MBBS is an undergraduate course. It is a five and a half year long course 
which includes one year of internship. 

 
• Bachelor Science Nursing 

 
• Bachelor Physiotherapy 

 
• Bachelor Health Science Biology 

 
• Diploma Courses at associated Dhulikhel Medical Institute 
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Box 1: Progress against MDG targets

  Achievement Target for 
Goal Indicator 2010 2015

MDG 1 Proportion of population living on less than US$ 1 per day (PPP) (%) 19.7 17
 Proportion of population below national poverty line (%) 25.4 21
 Proportion of employed people living on less than US$ 1 per day (PPP) (%) 22 17
 Proportion of population below minimum level of dietary energy consumption (%) 36.1 25
 Proportion of underweight children aged 6–59 months > -2 SD (%) 36.4 29
 Proportion of stunted children aged 6–59 months > -2 SD (%) 46.8 30

MDG 2 Net enrolment rate in primary education (%) 93.7 100
 Survival rate to Grade 5 (%) 77.9 100
 Literacy rate for 15–24 years old (%) 86.5 100

MDG 3 Ratio of girls to boys at primary level  1 1
 Ratio of girls to boys at secondary level  0.93 1
 Ratio of women to men at tertiary level  0.63 1
 Ratio of literate women to men aged 15–24 years 0.83 1

MDG 4 Proportion of one-year-old children immunized against measles (%) 85.6 >90
 Under-fi ve mortality rate (per 1,000 live births) 50 54 (38*)
 Infant mortality rate (per 1,000 live births) 41 34 (32*)

MDG 5 Maternal mortality ratio (per 100,000 live births) 229 213 (134*) 
 Proportion of births attended by skilled birth attendant (%) 29 60

MDG 6 HIV prevalence among population aged 15–49 years (%) 0.49 0.35
 Clinical malaria incidence (per 1,000 population) 5.7 3.8
 Prevalence rate associated with TB (per 100,000 population) 244 210
 Death rate associated with TB (per 100,000 population) 22 20

MDG 7 Area under forest coverage (%)  39.6 40
 Proportion of population using improved drinking water source (%) 80.4 73
 Proportion of population using an improved sanitation facility (%) 43.0 53
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4. Is there scope for strengthening curriculum for the health sciences 
courses or do the current courses already achieve international 
recognition/accreditation? 
 
Yes- 
 
It has been reported that the university would like to include a greater proportion 
of interactive and critical thinking in the curriculum. 

 

5. Does the university have an associated teaching hospital? 
 
Yes, Dhulkhei Hospital is the teaching hospital for Kathmandu University 
As well as being the primary clinical education setting for KU, the hospital also 
offers free training courses for health personnel from government health 
centres.  Our partnership work covers other areas too – we currently provide 
technical support to eight hospitals all over Nepal. 
 
This is an example of what Kathmandu University is doing to to strengthen 
healthcare in Nepal, working alongside the government, not in competition. The 
Department of Community Programmes conducts various camps and other 
health programmes through specialised departments in partnership with the 
District Health Office and the Ministry of Health 
 

6. Does the University currently participate in community health 
programs? 
 
“Outreaches: 
As a tertiary level hospital, Dhulikhel Hospital understands that the vast majority 
of the population in Nepal have no access to even the most basic medical 
assistance due to financial constraints, transportation problems, and natural 
disasters such as landslides, among other factors. With the help of various 
organisations from around the world, they have built our Outreach Centres with 
the aim to find a solution for the lack of access to healthcare in rural areas. 
 
At their 12 Outreach Centres (2 more are under construction) they are currently 
providing round-the-clock healthcare services to the people living in the 
catchment area of the Outreaches.  All of the Outreach Centres were started 
after thorough discussions and meetings addressing the community directly 
about their needs, aims, and goals concerning healthcare.  This is important to 
Dhulikhel Hospital as our Outreaches are the foundations on which our principle 
of working with the community, and for the community has been built from. At 
our Outreaches they not only provide basic health services, but they also use 



them as a platform on which all our community programmes begin.  They offer 
many preventive, curative and rehabilitative services to all the rural communities 
they work with.  Using our centres as a plinth, various I/NGOs and organisations 
also provide services to the community at grassroots level. 
 
How Dhulikhel Hospital works in the community 
Dhulikhel Hospital ensures that all our paramedical staff at the Outreach Centres 
receive regular training and are on-call 24 hours a day in case of emergencies.  
They operate regular doctor visits from the hospital to enforce the message that 
the quality of the healthcare available to those who cannot travel should not be 
compromised, and also as another means of providing higher level specialised 
care.  Last year alone they organised over 96 specialised camps with doctors 
from the following departments in the hospital: 
   
At Dhulikhel Hospital Kathmandu University Hospital, Outreach placements are 
part of all medical and paramedical students’ studies, which encourages them 
to be actively involved in community healthcare.” 
 
 

 

7. Does a member of U21 UNMDG group have an established 
relationship within the University? 
 
Yes. 
 
Ass Prof Gillian Webb has an existing relationship with the Dean of the Medical 
Faculty, as well as the Head of the School of Medicine and Head of the School 
of Physiotherapy. 
 
 
 

8. Is language going to present a barrier for conducting collaborative 
learning activities? 
 
No, courses are taught in English 
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About this report
This report summarizes the key findings obtained through the Univer-
sitas 21 Global Health Learning Partnership 2016 in collaboration 
with  Dhulikhel Hospital and the University of Kathmandu. It reflects 
the research conducted by the Disability Investigation Team, an inter-
disciplinary group of international health sciences students represent-
ing the University of Auckland, New Zealand; University of British Co-
lumbia, Canada; University of Johannesburg, South Africa; and Uni-
versity of Kathmandu, Nepal. The research presented in this report 
was conducted over 3 weeks during the spring of 2016 in Kirnetar, a 
small peri-urban municipality in eastern-central Nepal. Grounded in a 
multi-method exploration of care provision and access to rights for 
people with disabilities, this report aims to identify gaps, barriers and 
challenges in disability rights and health care systems that are high-
lighted in Kirnetar and the surrounding areas. In response, it pro-
poses a series of recommendations targeted at specific actors across 
Nepali’s disabled care system, with the aim to improve access to dis-
ability rights and health care provision in the study area and beyond. 

Introduction
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pants, interviewees, key informants, and community stakehold-
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Kirnetar Health Center
The research presented in this report was conducted in the 
catchment area for Kirnetar Health Center, spanning Devitar, 
Gogontar, Sitali, Khimti, Kirnetar, and Milti municipalities. Kirne-
tar Health Center is located in Dolakha District, Central Develop-
ment Region, Janakpur Zone. Dolakha is divided into 9 wards, 
of which Sahare is the southernmost, bordering Ramechhap dis-
trict. Kirnetar is the southernmost ward constituent of Sahare Vil-
lage Development Committee (VDC), closely neighbored by Go-
gontar (Dolakha), Milti, Devitar, Sitali and Khimti (all Ramech-
hap District). While jurisdictional boundaries situate Kirnetar 
Health Center within Dolakha district, it services a high number 
of cross-district patients. 

Kirnetar Health Center is an outreach health post of Dhulikhel 
Hospital. It employs 9 staff and sees a patient load of 40 people 
per day. It offers a 6 day/week outpatient department and 24 
hour inpatient and emergency services. It is equipped with 5 
beds and 1 medical officer, and provides family planning serv-
ices, motherhood and infant health services, a child health pro-
gramme and a school health programme. It’s referral centre is 
located 4 hours drive away at Dhulikhel Hospital. The hospital 
provides specialised outreach clinic visits monthly. 

Study Area

Figure 1 - Map of Jurisdictional Boundaries Relating to Study Commu-
nity. This figure locates the study area (indicated with a red circle) across dis-
trict boundaries. 
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Research Methods
This research is grounded a mixed methods approach guided by 
the principles of rapid ethnographic assessment and community 
based participatory action research. The research team em-
ployed both quantitative and qualitative methods in order to ex-
plore the local context of disability in Kirnetar, Nepal. The meth-
ods selected were complementary, and were used to develop a 
systematic and holistic situational analysis. Methods used in-
clude:

• !Archival research: literature review; investigation of existing 
information on the study community and health center (Kirne-
tar) and context of disability in Nepal at national, regional, dis-
trict and local levels; collaboration with the University of Kath-
mandu Community Department

• Surveys: Government of Nepal Disability Survey; World 
Health Organization Disability Assessment Survey 2.0 (WHO-
DAS 2.0); administered verbally in Nepali to all identified 
PWD’s in the study area, with support from caregivers

• Interviews: key informant interviews with community mem-
bers at local and district levels to assess local knowledge and 
understanding of disability; open ended interviews with 
PWDs to capture subjective experience of disability

• Participatory systems mapping: participant-led group discus-
sion involving actors from health care, education, social or-
ganization, enterprise and governance dimensions of local 
disability systems

Methodology
Key Research Method Outputs

Method Output Implications

Archival 
research

Baseline data for 
investigation and 

reporting

Higher quality data 
needed on disability 

prevalence and 
characterization at health 
center and hospital levels

Surveys

Case reports 
documenting all 

identified PWDs in 
study area (including 

objective and subjective 
dimensions of their 

disability experience)

Significant need to 
connect PWDs with 

health care and disability 
rights services; urgent 

and severe PWD cases 
require immediate 

professional attention 

Interviews

Relationship building 
with local stakeholders; 
identification of PWDs 
and commentary on 

disability in local context

Network of community 
members to support 

disability research and 
intervention in study area

Participatory 
Systems 
Mapping

Disability card 
procurement and 
funding systems 

diagrams; collaborative 
problem identification 
and solution-oriented 

strategizing

Key systems gaps, 
barriers, and challenges 

highlighted by within-
systems actors; multi-

level recommendations 
formulated to address 
them across disability 

sectors 

Table 1 - Key Research Method Outputs. This table describes re-
search methods used, key outputs, and primary implications. 
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Disability Card Procurement System
Disability cards are obtained by PWDs according to the following proc-
ess:

1)  PWD presents at the VDC to request a Disability Card, with (a) or 
without (b) a doctor’s referral via the Local Health Post. 

2)  VDC provides the PWD with a letter of resident constituency confirma-
tion to take to the District Women & Children’s Social Welfare Office 

3) The Women, Children, and Social Welfare Office refers PWD to Dis-
trict Hospital or Primary Health Center for examination and disability 
severity classification. 

4)  District Hospital/Primary Health Center conducts their examination ac-
cording to Government of Nepal Disability Identification Guidelines. 
This may require more specialized testing than they can provide (e.g. 
audiometry for hearing disabilities), in which case they will send the 
PWD to a specialized testing facility (e.g. Kathmandu Hospital). The 
District Hospital/Primary Health Center collates the results and pro-
vides their assessment of the PWD’s disability classification and sever-
ity to the Women, Children, and Social Welfare Office. 

5)  The Women, Children, and Social Welfare Office provides a disability 
card to the PWD according to the District Hospital/Primary Health Cen-
ter’s disability severity classification. 

6) In some cases, the PWD may formally contest their disability classifica-
tion. These cases are referred to the Disability Classification Inquiry 
Committee (a), which examines the case and rules whether the as-
sessment has been appropriate or needs revisiting. The Disability 
Classification Inquiry Committee provides their ruling to the Women, 
Children, and Social Welfare Office (b).

Key Findings

District

Municipality

Household

Figure 2 - Disability Card Procurement Systems Diagram. This figure de-
picts the process by which disability cards are obtained by PWDs. 
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Disability Funding System
Disability funding is obtained according to the following process:

1)  Funding for disability benefits originates at the level of the 
Government of Nepal under the National Health Ministry’s 
budget. This funding is distributed to district level Women, Chil-
dren, and Social Welfare Offices nationwide. 

2)  District Women, Children, and Social Welfare Offices distrib-
ute the disability funding to district representatives of a disability 
charity of their choice, who will coordinate disability services 
throughout the district. 

3)  The disability charity coordinates disability services at the dis-
trict level, and relays this information to VDC level representa-
tives. 

4)  The VDC representatives implement disability services as in-
structed by the district level and are an access portal for disabil-
ity benefits. For all disability card holders, they provide registra-
tion for subsidized education and link PWDs to employment and 
health services (a). They also distribute monthly funding for 
PWDs with RED and BLUE disability cards only (b). PWDs 
must visit their VDC to collect funding. Figure 3 - Disability Funding Flow. This figure demonstrates how  disability 

funding and benefits flow from the National Government to PWDs.



8

Study Area Disability Statistics
•  Disability prevalence of 4.3 people per 1000 

across all municipalities (low in comparison to na-
tional average of 2%, likely due to underreporting 
bias in disability detection method employed)

• Rate of disability card uptake averages 42% 
across all municipalities.

• Variability of disability card uptake dependent on 
geographical location and disability type. Variability 
between municipalities attributed to geographical lo-
cation and access to health care and social services. 
People with physical disabilities are most likely to 
hold disability cards (55%), while people with visual 
disabilities are least likely (25%).

• Engagement with disability educational benefits 
53% in school aged disability cardholders (<15 years 
old).

• Distribution of disability types weighted towards 
physical disability, accounting for 48% of identified 
disabilities in study area.

•

Figure 4 - Graph of regional disability prevalence and disability card uptake. This fig-
ure illustrates geographical inequities in accessing disability cards (above)

Figure 5 - Graph of disability card uptake according to classification. This graph illus-
trates the discrepancy between disability prevalence and disability card uptake across differ-
ent types of disability (below)
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• Subjective assessment of disability severity us-
ing WHODAS 2.0 reveals the majority of PWDs ex-
perience moderate to severe disability

• Disability card severity frequency inversely mir-
rors subjective disability rating - PWDs more likely 
to possess less severe disability cards, suggesting 
that the more disabling a disability, the more diffi-
cult it is to obtain a disability card

• Cause of disability most likely to be congenital 
(61% of PWDs), followed by chronic disease 
(19%).

Figure 6 - Graph of disability severity according to WHODAS 2.0 rating. This figure il-
lustrates the distribution of disability severity across the WHODAS 2.0 rating scale, ranging 
from 0 (no impairment) to 100 (completely dependent) (above)

Figure 7 - Graph of distribution of disability classifications. This figure illustrates the 
distribution of disability classifications across disability categories (below)

Table 2 - Frequency of Disability Card Severity. 
This figure documents the frequency of each disabil-
ity card colour and corresponding severity. 
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Disability Systems Analysis
• Opportunities exist to foster greater inclusion of commu-

nity members and citizen leaders in the disability card pro-
curement and benefit systems, particularly in the form of dis-
ability awareness and peer support. 

• Disability stigma is an outstanding barrier to care and dig-
nity for PWDs in many communities, for which the potential 
exists to address root causes at the local level.

• Schools have the potential to play a leadership role in 
the developing disability education framework. As a stable, 
consistent presence in the community, interacting with a 
large number of youth and their families, schools could pro-
vide education not currently provided at the community 
level, to support PWDs and their families.

• The only intersection of the disability card and medical 
systems exists in capacity of assessment and evaluation, 
rather than health care provision.This is problematic as 
many PWDs do not independently access health care, 
and thus do not receive medical treatment or support for 
their disability and associated medical challenges.

• Increasing the quality and scope of PWD – health care 
professional interactions during disability card procure-
ment holds the potential to improve access to care for 
PWDs and build trust between PWDs and health care pro-
fessionals, which may lead to increased engagement with 
the health care system.

• No formalized protocol exists for disability treatment refer-
rals at the clinician level. To address this gap, disability case 
management training, including treatment and referral pathways, 
should be mainstreamed in the training of health care profession-
als occupying multiple roles within the health care sector.

• NGO’s play an important role in providing disability education, 
training, and facilitating access to disability cards and health 
care. Multiple entryways – such as schools, local health posts, 
and FCHVs – exist for NGOs to build disability awareness, de-
crease stigmatization, and increase knowledge of disability card 
procurement and health care access.

• Disability rights are given by the government, but that it is 
up to individuals to access their rights. Within-system mobil-
ity in disability card and health care systems is the sole responsi-
bility of PWDs and their family/caregivers. Since PWDs often 
face barriers to access such as geographic, mobility, time, re-
source, knowledge, and disability constraints, it may be benefi-
cial to consider the integration of formal disability outreach 
into disability rights and health care systems.

• Greater transparency is needed regarded disability criteria 
and severity categorization. Local health care providers and 
other community stakeholders disclosed a lack of knowledge on 
disability classification criteria. As knowledge of what constitutes 
disability is a prerequisite for effective disability advising and re-
ferral, this knowledge deficit must be addressed.

• Monitoring and follow-up mechanisms are notably absent 
from the disability card system. For this reason, PWDs may 
face challenges in accessing disability benefits that are respon-
sive to changes in need as the severity of their disability 
changes over time.

•

Discussion
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Disability Data Contextual Implications 
•  Disability should always be considered in its social and en-

vironmental context. Some environments, such as a rural vil-
lage, can exaggerate its disabling nature by confronting the indi-
vidual with things they cannot do. Other environments, such as 
urban environments, are likely to offer more variable opportuni-
ties and support systems such that disability can be better ac-
commodated. This may partially explain the distribution of disabil-
ity across rural and urban landscapes.

• Disability education sessions regarding awareness of disabil-
ity card uptake and rights should be targeted at areas with lower 
rates of disability card uptake, which tend to be remote and geo-
graphically isolated. These sessions should include a key focus 
on education benefits and schooling access. They should also 
include destigmatization and reinforce the legitimacy of less/non-
visible disabilities. 

• Physical rehabilitation therapies and mobility devices are 
the most pressing in the study area; followed by audiology as-
sessment and hearing aids.

• The protracted system of disability card procurement preju-
dices against the more severe disabilities. Therefore, people with 
more severe disabilities are often unfairly disadvantaged in dis-
ability card, benefit, and health care access. 

•  Study results stratify the relative importance of preventa-
tive interventions. Improvements in maternal health, obstetric 
care, formalised child birth, newborn care and neonatal screen-
ing would help to combat the prevalence of congenital disability. 
Conditions that aren’t preventable by these means should 
screened and detected early on, then captured in the disability 
rights system. A strong health clinic presence, offering well-
practiced, evidence-based risk management strategies for 
chronic disease - such as arthritis, COPD, cardiovascular dis-
ease, psychiatric illness, ocular pathology, etc - would help re-
duce the morbidity and disability associated with such diseases.
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From this research, targeted recommendations have 
been developed for actors working in various sectors of 
Nepal’s disability systems (see full report). The recom-
mendations most relevant for Dhulikhel Hospital and Kir-
netar Health center are as follows:

Dhulikhel Hospital
Action/Intervention:

• Formulate disability education and  
awareness programs for District Hospital/Primary Health 
Centers, community health posts, VDCs and schools 

• Facilitate a dynamic knowledge network regarding dis-
ability benefits, rights, and treatment between Kath-
mandu University, Dhulikhel Hospital, and Kirnetar 
Health Center 

• Develop a community member/citizen advocate disabil-
ity training program, modeled on the Female Commu-
nity Health Volunteer Model, to increase grass-roots 
knowledge and support of disability rights and care

• Increase support of Kirnetar Health Center to reach out 
and engage its community (eg. by emphasizing relation-
ship building and community presence) 

Recommendations
Mobilizing Actors/Institutions: 

• Disability experts and care providers (eg. physio-
therapists, social workers, disability rights advo-
cates) 

• Academics, particularly those involved in physio-
therapy and disability rights

• Institutional leaders (eg. in medicine, government, 
education, advocacy, citizen organizations) across 
multiple levels 

• NGO, citizen organization, and government agency 
partnerships (eg. Handicap International, National 
Federation for the Disabled Nepal)
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. Kirnetar Health Center
Action/Intervention:

• Increase presence of specialized health care profession-
als (eg. physiotherapist, audiologist) 

• Collaborate with social workers to monitor complex dis-
ability cases 

• Develop and implement disability education for health 
care professionals working at the health center 

• Implement a standardized protocol for disability case man-
agement 

• Develop a database of PWDs in the catchment area (for 
monitoring, follow-up and referral) 

• Roll out community outreach programs for medical care 
and disability screening 

• Use the ambulance to facilitate patient access to health 
center (eg. for PWDs, not just emergencies) 

• Integrate routine medical care into all disability clinical in-
teractions

• Reach out and engage the local community (eg. through 
relationship building and enhanced community presence)

Mobilizing Actors/Institutions: 

• Dhulikhel Hospital, in collaboration with District 
Hospital/Primary Health Centers 

• Disability NGOs such as Handicap International 

• Social workers and disability rights advocates (eg. 
National Federation for the Disabled Nepal)

• Nepal Ministry of Health (especially the Disability 
and Rehabilitation Division)
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Closing Remarks
The research has revealed the disability context surrounding Kir-
netar Health Centre to be complex and multifaceted. PWD’s en-
gagement with health care services and disability benefits is low, 
suggesting deficits in health care outreach and disability rights 
education. The responsibility of closing these gaps fall on a 
range of actors operating across the health care and disability 
card procurement systems. The process of addressing them de-
mands greater interaction between these actors.

Beyond PWD engagement, important gaps in the disability card 
procurement system were identified, which can be addressed by 
clarifying the roles of different system actors, improving within-
systems communication, enhancing awareness of interactional 
systems processes, and capitalizing on potential synergies.

Concerns regarding disability benefit flows were also identified, 
with opportunities to address them existing primarily at local and 
VDC levels.

Numerous barriers to health care access for PWDs were 
brought to light, which can be mitigated by enhanced health care 
provider commitment to community engagement, outreach, and 
education. This commitment should be supported by local, dis-
trict, and regional health care institutions, in collaboration with 
district Women, Children, and Social Welfare Office offices and 
regionally based NGOs.

Conclusions

Disability is a salient barrier to full societal participation, dignity, 
and quality of life for many PWDs in the Kirnetar Health Centre 
catchment area. The interaction of social, environmental, and eco-
nomic factors pushes many PWDs to the margins of decision- 
making, predisposing them to vulnerability across multiple dimen-
sions of livelihood and health. Addressing the deficits in disability 
support systems – including disability rights, benefits, and health 
care – is imperative in order to increase equity in objective and 
subjective wellbeing for PWDs and their families. A focus on ca-
pacity building is key to achieve this aim given the local context of 
limited resources.
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Rachel	Wood	

Chronic	Pain	Summary	

			The	chronic	pain	team	conducted	research	and	provided	educational	interventions	for	

various	communities	and	cohorts	throughout	the	three-week	placement	in	Kirnetar.	These	

include	the	army	and	hydropower	workers	in	Kirnetar	itself	as	well	as	people	in	the	local	

communities	such	as	Khimti	and	Gogantar.		

			Initially	door-to-door	surveys	were	conducted	to	try	to	identify	people	living	with	chronic	

pain,	which	lead	to	snowball	sampling	as	the	weeks	progressed.	The	severity	and	duration	

were	documented	alongside	concomitant	depression	and	anxiety	levels,	as	well	as	the	

extent	to	which	people	catastrophised	their	pain.	In	addition,	information	was	gathered	on	

the	perceived	aetiology	of	the	pain,	any	aggravating	or	relieving	factors,	and	finally	attempts	

were	made	to	quantify	the	functional	status	of	people	living	with	chronic	pain.	Any	

questions	people	had	for	the	group	were	noted	in	order	to	inform	subsequent	education	

sessions	and	ensure	they	were	directly	applicable	to	the	audience	being	addressed.		

			To	test	how	the	education	sessions	would	run,	a	pilot	session	was	run	at	the	hydropower	

plant	in	the	first	week	alongside	supervisors	of	the	Global	Learning	Partnership.	This	

highlighted	that	participants	required	exercises	tailored	specifically	to	the	chief	pain	

complaints	of	that	cohort,	as	well	as	showing	a	need	for	an	increase	in	the	numbers	of	visual	

aids	used.		

				In	heavily	agricultural	areas	such	as	Gogantar,	lower	back	pain	and	knee	pain	were	

predominant,	probably	reflecting	the	fact	that	people	of	all	ages	predominantly	are	farmers	

performing	manual	tasks	on	a	daily	basis.	In	addition,	for	Gogantar	itself,	the	terrain	that	

must	be	overcome	in	order	to	access	this	isolated	community	likely	contributes	to	the	high	

prevalence	of	pain	found	there.	Specifically	here	an	ergonomics	session	was	conducted	and	

aimed	at	providing	ways	of	working	in	the	fields	in	a	safe	way	to	avoid	pain	induction.	

Interestingly	people	appeared	to	place	far	less	emphasis	on	the	cause	of	their	pain	and	were	

instead	much	more	focused	on	how	to	manage	it	–	likely	a	result	of	the	low	literacy	levels	

within	the	community.	As	such,	the	additional	educational	intervention	provided	here	

included	simple	exercises	especially	focused	on	preventing	and	alleviating	lower	back	and	

knee	pain,	and	was	accompanied	by	a	short	drama.	It	revolved	around	two	ladies	with	knee	

pain	talking	about	their	differing	experiences	while	collecting	water,	to	make	the	

information	more	relatable	and	accessible.		

			In	other	areas,	such	as	Khimti,	the	educational	interventions	were	a	little	different.	It	was	

identified	in	our	data	that	there	were	perhaps	misconceptions	about	the	cause	of	chronic	

pain,	such	as	it	being	a	direct	result	of	God’s	punishment	for	previous	sins.	As	such,	we	tried	

to	address	any	misunderstandings	within	our	session.	The	drama	session	in	Khimti	focused	

on	two	grandmothers	whose	grandsons	had	gone	to	work	abroad;	something	which	was	

more	realistic	for	people	in	that	community	to	have	experienced.	The	rationale	behind	this	

was	that	if	people	could	relate	to	the	idea	of	pain,	they	were	more	likely	to	remember	what	

was	being	said.		

			Sustainability	of	this	programme	is	something	that	has	been	greatly	emphasised	by	the	

group	and	at	the	forefront	of	our	minds	throughout.	Large	instructional	charts	were	left	

with	leaders	in	the	communities	in	order	for	people	to	be	able	to	recreate	sessions	in	the	

future.	Additionally,	both	the	educational	and	physical	exercise	sessions	at	the	hydropower	

were	videoed	in	order	for	participants	to	continue	doing	the	exercises	correctly	after	the	

programme	finished.	An	educational	session	was	also	held	for	the	healthcare	workers	in	

Kirnetar	to	inform	them	of	what	the	project	entailed,	in	the	hopes	they	will	advocate	correct	

management	of	chronic	pain	on	our	behalf	in	the	future.	

			The	most	important	points	that	were	highlighted	to	healthcare	workers	for	advocacy	and	
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education	were	as	follows:	

1.	Emphasis	for	patients	that	chronic	pain	is	manageable,	and	is	often	down	to	individual	

attitudes	towards	the	pain.	For	those	who	possess	a	higher	level	of	education,	to	explain	

that	chronic	pain	is	no	longer	directly	equivalent	to	tissue	damage.		

2.	Further	to	point	1,	that	chronic	pain	persists	because	of	pathways	created	between	the	

originally	damaged	tissues	and	the	brain,	and	that	a	positive	attitude	and	outlook	towards	

pain,	as	well	as	a	stable	environment	will	be	very	effective	in	decreasing	the	pain	they	are	

feeling	–	often	much	more	so	than	medication.	

3.	That	the	origin	of	the	pain	is	not	because	of	previous	misdemeanours,	but	rather	as	a	

result	of	an	initial	insult	which	has	now	been	removed.	

4.	To	encourage	people	to	continue	with	the	exercises	outlined	here,	and	not	be	scared	to	

utilise	the	affected	body	part,	as	disuse	can	equate	to	increased	pain.	

	

Those	people	suffering	from	chronic	pain	in	the	Kirne	and	Devitar	communities	did	not	show	

up	for	our	planned	intervention	in	the	third	and	final	week	and	as	such	have	had	no	follow	

up	since	the	questionnaires.	We	hypothesise	that	this	is	because	they	have	easy	access	to	

healthcare	and	are	the	people	most	likely	to	show	up	to	clinics	in	the	future,	so	believe	the	

above	points	are	especially	important	for	those	people.			

			Finally,	an	unexpected	result	from	the	work	completed	by	the	chronic	pain	group	was	a	

health	camp	conducted	in	Gogantar.	This	has	been	outlined	in	a	separate	report	and	

involved	all	members	of	the	chronic	pain	team	as	well	as	other	members	of	the	GLP.		
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Executive Summary 
This report was commissioned to examine the needs expressed by the community and 
behaviours impeding nutritional and oral health in the community. Secondly the project was 
also conducted to improve nutritional/oral health behaviours in women and children in rural 
communities surrounding Kirne through educational interventions.  
 
The project draws attention to the needs of community such as better sanitation, better 
oral health and education on healthy eating. From feedback gained, interventions were 
successful. One suggestion was, if possible, interventions should be of regular 
occurrence to remind communities of how good oral health, sanitation and nutrition can 
be achieved.  
 
The report evaluates this range and concludes that interventions performed in the 
community were successful, although next time, potential different methods of 
evaluation to should be used.  
 
Our most prominent recommendations are that: 
 

x for future interventions a method of evaluation such as a semi-structured 
interview is conducted.  

x Where possible interventions like this are held on a regular basis. 
 
Global Learning Partnership 2016: Oral Health and Nutrition 
Introduction: Nutrition is the intake of food, considered in relation to the body’s dietary 
needs. Good nutrition – an adequate, well balanced diet combined with regular physical 
activity – is a cornerstone of good health. Poor nutrition can lead to reduced immunity, 
increased susceptibility to disease, impaired physical and mental development, and reduced 
productivity. - WHO  
 
Oral health is a state of being free from chronic mouth and facial pain, oral and throat 
cancer, oral sores, birth defects such as cleft lip and palate, periodontal (gum) disease, tooth 
decay and tooth loss, and other diseases and disorders that affect the oral cavity. Risk 
factors for oral diseases include unhealthy diet, tobacco use, harmful alcohol use, and poor 
oral hygiene. - WHO  
 
The oral health of an individual is impacted by their diet and vice versa but they are both 
very large topics in themselves. We therefore approached our project with the aim of 
targeting a small portion of these two areas both synergistically and as separate entities.  
 
In the first week we worked as a group to assess the perceived needs of the community to 
decide what portion of both subjects we should hone in on. This was primarily based on the 
Nepali students' knowledge of the more rural areas of their country as well as factual 
information that we located in the Dhulikhel hospital library. According to our research we 
agreed that for now, the focus of the nutritional aspect would be on the prevalence of 
diahorrhea in children under 5 and the oral health aspect would be focused on oral hygiene 
instructions such as frequency of toothbrushing. The linking factor would be sugar 
consumption and its ability to contribute to dental caries and diabetes.  
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Having gauged a rough idea of the community's potential needs through discussion and 
research, we went on to develop our group objectives. These were a few initial ideas that 
we were open to adjust once in the field.  

x To identify problem areas in nutrition and water sanitation and how it aligns with 
community priorities 

x To implement preventative measures of oral hygiene through education and 
demonstrations 

x To increase access to information about how nutrition affects oral hygiene and 
disease that can occur as a lack of oral hygiene 

x To utilize existing resources and build community capacity to ensure a sustainable 
intervention 

  
We then formulated two broad surveys, one for nutrition and one for oral health. Both 
surveys also contained a few questions linking the two topics together. The purpose of 
these surveys was to assess the felt needs of the community in the first week of our 
placement. We created a mix of open-ended and closed questions, keeping them non-
specific to allow for flexibility of our perceived needs if they were not reflective of the 
community's felt needs. We discussed the possible interventions that our group could 
implement and decided that education of the community and stake-holders would be more 
sustainable rather than individualised advice or treatment. We identified a few key 
community stakeholders that would be beneficial to talk to once whom we could also 
educate, but we were aware that we would locate many more once in the community.  
 
As a group we collectively decided that education on oral health would be in the form of 
toothbrushing technique, frequency of brushing, the importance and reasoning behind both 
and how certain sugars can cause dental disease. Education on nutrition would be based 
around ensuring that the Female Community Health Volunteers (FCHVs) were aware of 
when to distribute oral rehydration salts to children suffering from diahorrhea and what 
preventative measures mothers should be aware of. We were also keen to include 
education on diabetes in the form of preventative education, the best way to manage 
diabetes through your diet and how people suffering from diabetes are more prone to 
developing dental diseases. 
  
Aim: To better understand the needs expressed by the community and behaviours impeding 
nutritional and oral health in the community. To improve nutritional/oral health behaviours 
in women and children in rural communities surrounding Kirne through educational 
interventions.  
 
Methods: 
Data collection prior to arrival: (optional)   
Prior to our arrival in Kirnetar, our information was intended to be collected on a district level for 
both Dolakha and Ramechhap districts. We focused our efforts on nutrition-specific indicators, such 
as prevalence of diarrheal disease, vitamin A deficiency, moderate acute malnutrition (MAM), severe 
acute malnutrition (SAM), and chronic malnutrition (stunting). There were no statistics found on the 
prevalence of oral diseases in these districts. There was limited information on a district level, 
therefore nation-wide indicators, and statistics pertaining to the central hill region were used to 
inform our assessment of normative needs. We also spoke to the Dental Department in Dhulikhel 
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Hospital to gain more insight into oral health needs as they carry out an annual dental camp in 
Kirnetar.  
Results: diarrheal disease (kids <5), underweight, and chronic malnutrition prevalent in most age 
groups (WRA and kids<5). High prevalence of dental caries and periodontal disease – facilities for 
treatment but no resident dentist. 

Methods for data collection:  
As there is a myriad of factors that can contribute to poor nutritional and oral health, screening for 
malnutrition and dental diseases was not a feasible option, nor was it an appropriate data collection 
method considering time constraints. Data was therefore collected primarily through semi-structure 
interviews of key stakeholders. The primary objectives for these interviews was to better understand 
(1) the lifestyle behaviours that contribute to malnutrition and poor oral health, (2) primary 
nutritional and dental problems experienced in the area, and (3) felt needs of the community 
members / areas of interest for nutrition and oral hygiene promotion. We chose our key 
stakeholders based on referrals from community members, as well as those most in touch with the 
local healthcare system and community groups.   
 
Interviews: 
Two interviews were conducted in Kirnetar, with the chief of Kirnetar Bazaar Management of Society 
(Kamal Prasad Kadaria), and a Female Community Health Volunteer (FCHV) (Khika Maya Phuyal). In 
Khimti, we interviewed Sushma Dahal, FCHV and the principal at Tamakoshi higher secondary 
school, Divakar Kadhka. In Milti, our final formative interview was held with a health assistant at a 
private clinic, Kumar Bikram Karki. Notes on interview content can be found in in results section of 
this report. All interviews were conducted with the majority of students in attendance, with the 
opportunity for all students to ask questions. Important information was translated to provide 
international students with the opportunity to ask questions and contribute.  
Rationale for educational programs:  
In Khimti, there is access to agricultural diversification interventions, as well as high involvement of 
the community in women’s empowerment groups. As we are interested in targeting women as an 
instrument for behavioural change, these women’s groups served as a natural grouping to deliver an 
educational program. Although there are socioeconomic limitations on dietary change, we felt as 
though addressing processed food consumption was a feasible behaviour change for chronic disease 
reduction. Improving tooth-brushing technique and oral health knowledge was also deemed an 
achievable goal with fewer socioeconomic barriers.  Infant and young child feeding were topics 
expressed as an area of interest however, the knowledge of the FCHV was considered adequate by 
our group. For children of secondary age, processed food consumption and general healthy eating 
were discussed, in alignment with felt needs of community stakeholders. Furthermore, offering 
information on the importance of regular and consistent tooth brushing and handwashing was 
deemed important to help improve these crucial health behaviours.  
Due to the high caseload of hypertension and diabetes in Milti, and low desire for lifestyle changes, 
our group deemed it important to address the severity and etiology of these chronic diseases. 
Furthermore, the high caseload of diarrheal and dental problems communicated by Kumar Bikram 
Karki suggested that oral health and handwashing demonstrations were a worthwhile addition to 
programs.  

There were a couple workshops that were not originally part of our program planning and their 
content was based on a “best-guess” of the local problems.  The first was an educational program at 
the elementary school in Kirne; the principal approached us asking us to do a program on 
handwashing. Due to the nutrition and oral health problems seen at Tama Koshi, we repeated our 
existing program at the Khimti project school. Our group was also informed of an FCHV training 
program taking place in Sahare at short notice. Although we were not able to assess areas of interest 
and expressed needs, we put together a comprehensive program on areas that we felt were 
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important, as this was such a great opportunity. The high caseload of diabetes and hypertension in 
Kimti and Milti prompted the inclusion of this material in our presentation. Uterine prolapse content 
was included following the recommendation from the Women’s Health group.  

Outputs:  
Each of the programs was tailored to meet the interests, felt needs, and age/education level of the 
audience. The following is a list of all of our educational program contents, as well as a chart 
detailing which sections were included in each presentation. Programs for children were more 
interactive and included more dramas to increase interest and understanding. Programs for the 
FCHV were the most comprehensive, as they were the most knowledgeable audience for nutrition 
and will act as agents to disseminate health information in the future.   

1. Handwashing skit (visual representation of how germs can be passed from person to person, 
and the importance of washing with soap)  

2. Handwashing steps (8-step demonstration) 
3. Effects of dental health on overall wellbeing 
4. Rationale for tooth brushing recommendations 
5. Tooth brushing demonstration 
6. Breastfeeding and young child feeding recommendations and rationale 
7. Diabetes and hypertension risk factors, symptoms, diet and exercise recommendations 
8. General healthy eating diagram (emphasis on portion sizes and dietary diversity)  
9. Skit on healthy eating (emphasis on dietary diversity and the effects of eating high-energy, 

low vitamin and mineral packaged foods on health)  
10. Exercises for pelvic prolapse  
11. Lito ingredients and explanation (complementary food) 

12. Blood pressure measurements  

Date Location  Target group  Outputs included  
30 
April 

Kirnetar General community  1, 2  

03 
May  

Khimti project 
school, Kirnetar  

Elementary school children (all grades) 1, 2 

04 
May 

Sahare, FCHV 
training session 

22 FCHV, 1 Auxillary Nurse and Midwife 
(ANM), Sahare Village Development 
Community (VDC) Health Assistant 

2, 4, 5, 6, 7, 8, 10, 
11 

05 
May 

Khimti project 
school, Kirnetar  

Elementary school children (all grades) 4, 5, 8, 9 

06 
May  

Governmental 
school, Khimti 

Grades 8, 9 and 10  1, 2, 4, 5, 8, 9 

07 
May 

Khimti  Women in the community  2, 3, 4, 5, 7, 8, 12* 
(make sure no 6) 

10 
May 

Milti General community  1, 2, 3, 4, 5, 7, 8, 
12^(make sure no 
6) 

*In Khimti there were 9 with high blood pressure, 2 people had diabetes and 7 low blood 
pressure above age 40 from 34 participants. There were with 2 low blood pressure and 3 with 
high blood pressures from 19 participants in those below the age of 40. Overall therefore 
there was a prevalence of 23% for high blood pressure, 4% of diabetes and 17% prevalence 
of low blood pressure. 
^ In Milti there were 9 with high blood pressure and 6 low blood pressure above age 40 from 
28 participants and there were 7 with low blood pressure from 23 partipants in those below 
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the age of 40. Overall therefore there was a prevalence of 32% for high blood pressure and 
12% prevalence of low blood pressure. 
 

Data Collection –Programme Evaluation:  
Questionnaire style was used as it was practical, large amounts of information could be 
gathered and time effective for the short time frame that was available to each group of 
participants. Systematic sampling was used for the interventions at schools, selecting either 
all school teachers or teachers at random. Quota sampling for surveying was used at Milti as 
we were trying to get a survey sample as representative of the population as possible. i.e. 
the same ratio of females and males and different ages as were present at the intervention.  
 
Results: 
Interviews of Key Stakeholders 

FCHV, Kirnetar: Khika Maya Phuyal 
As an FCHV, (Khika Maya Phuyal) considers it her duty to provide her community with a basic 
knowledge about maintaining a good level of personal hygiene and sanitation. This includes topics 
such as nail-cutting, eating nutritious food and ensuring food items are washed correctly and with 
purified water.  
 
Some common activities for her include educating pregnant women in groups with information such 
as encouraging them to good lifestyle changes such as eating nutritious foods for the baby like 
cereals and milk products. She encourages them to eat more frequently than just twice a day (3 
balanced meals) and educates them in food products rich in certain vitamins as well as the 
importance of taking iron supplements. Advice on the oral vaccine for polio is also given. 
Furthermore, she educates women about abnormal occurrences during pregnancy such as heavy 
bleeding and advises that they visit the hospital regularly to ensure their pregnancy is running 
smoothly. Finally she suggests antenatal check ups at least four times.   
 
To women with children less than 5 years of age she provides diarrheal management and 
administers oral rehydration and zinc tablets when needed. If the condition is more she advises the 
mother to take her child to hospital. She mentioned that breastfeeding is carried out for babies up 
to 6 months but if it is not adequate they also give “lito” which is a complementary food that 
commonly contains both salt and sugar. 
Another activity she oversees is organising events in which she physically provides the community 
with vitamin supplements and vaccines. Her and he group of helpers then report their findings back 
to the nearest healthcare centre. Other distributions consist of: Cetamol, ORS, Iron tablets, 
contraceptive pills for females and contraception for males such as condoms. 
 
She mentioned that she has never come across any diseases or conditions in the community that 
have been due to poor sanitation or nutrition. With the health centre being nearby, any minor cases 
are seen there or people directly go to the hospital. Diarrhoea does not seem to be very prevalent in 
this community. She also said that drinking alcohol is a common habit in their community and they 
advise people to stop drinking however no specific programme has been put in place to help people 
stop. 
 
On the subject of oral health, Khika Maya Phuyal said that people with dental problems have to go 
to Dhulikhel hospital as there is facilities at the health centre but no dentist to use them. She said 
that she did not have much knowledge on oral health but the most common problem in the 
community seemed to be continuous tooth pain for unknown reasons. We discovered that people 
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did brush their teeth but only once a day in the morning. She said they used toothbrushes and 
toothpaste but in more rural areas they use twigs or stones to brush their teeth. Smoking and 
chewing tobacco was perceived as a common habit both in males and females. 
 
Principal of high secondary, Tamakoshi Higher Secondary School: Divakar Kadhka  
Corn, wheat, and boiled potatoes were identified as common foods; there is a large dependence on 
starches, which was expected by our group.  It is common to eat in the morning and at night, and 
only with excess activity do people eat in the afternoon.    

He emphasized that seasonal foods and rice were the main foods consumed.  He also expressed 
concern that students do not bring lunches from home and purchase packaged foods such as 
noodles. Sanitation in the area was adequate, as most houses have a toilet within the home. 
Handwashing before eating was not practised consistently, and river water is used for cleaning. 
Drinking water is consumed right form the source, which can be far away from individual 
households. Tooth brushing is typically done once a day in the morning, with no tendency to brush 
after eating food. Sugar is consumed mainly with tea (1-2 spoons), in chocolate and junk food. 

The principal placed a large emphasis on the fact that many women’s groups have been active in the 
area, especially those focused on agriculture (mushroom production, and seeds production); these 
have been established to increase women’s empowerment in the area. [Women’s empowerment in 
a community is a large indicator of nutritional outcomes.] These work on a loan basis, where women 
save 100 Rs a month, and then they are provided with a loan of 10,000 Rs, at 12% interest per 
annum.  

Mr. Kadhka expressed an interest in having a nutrition and oral health education session held at the 
secondary school, with a focus on reducing packaged food consumption and teaching the correct 
brushing technique and frequency. A female school teacher added that some students faint during 
their menstruation, so they take rest during this time. Teachers encourage students to have enough 
food, including carbohydrates, dairy products and meat products.  

Khimti FCHV: (Sushma Dahal) 
Ms. Dahal is involved in a women’s group that meets to talk about books and guidelines regarding 
health and have a general conversation and question regarding health. She focuses on <5 year 
vaccinations and nutrition, reproductive health, family planning and perinatal care. She advises for 
exclusive breastfeeding to 6 months, as well as encouraging mothers to eat vegetables, cereals, fruit, 
dairy, meat products, and iron tablets.  

Reflection: There appear to be considerable access to resources in the area, as well as nutritional 
advice from the FCHV As she is in touch with a total of 12 women’s groups in Khimti we felt it would 
be beneficial to train her in nutrition and oral health, however throughout the process she may have 
lacked the energy to do so because she was unfortunately sick at the time of interview. 

Milti, Health Assistant: (Kumar Bikram Karki) 
When asked about common medical conditions in the area, he identified diarrhea, enteric fever, and 
tooth pain. When prompted about factors contributing to diarrhea it was attributed to collected 
water not being purified, problems with hand hygiene, and improper food protection, conversely 
every house has a toilet. Non-communicable diseases such as diabetes and hypertension are more 
common, however screening for these problems is problematic due to cost acting as a barrier for 
accessing care. He has been seeing 15-20 patients regularly for diabetes and hypertension, however 
he finds that patients are resistant to lifestyle changes and that activity levels are decreasing.   
With regards to dental health, brushing is common once a day in the morning and never before bed. 
He mentioned extracting many teeth due to pain (around 3-4 per day) with no proper training or 
access to an x-ray machine. He regularly refers cases of early dental caries if they require 
restorations and extracting if severely decayed. He further mentioned prescribing antibiotics if he 
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believed the pain was due to tooth infection (again no x-ray for accurate diagnoses). This was 
indicative of a great need for oral care but no access to a qualified dentist resulting in unsafe 
practice. Lastly, he expressed interest in having an education session on nutrition and oral health in 
Milti.  
 
Results of Surveys from Education Interventions 
Intervention 1: Kirne General Community Sanitation Skit 
They found the program good, effective, informative and interactive. Some feedback given 
that we need more rehearsals and increase community participation.  
 
Intervention 2: Kimiti Project School Sanitation Skit 
From the feedback given, we found that a similar program has been given two years ago. 
Our program was considered effective, appropriate and engaging.  Suggestions were 
discussing objectives to school earlier, focusing on female menstrual, taken blood pressure 
and other check-ups beforehand, longer duration of ~10 minutes clearer to understand, 
organise groups properly, motivate students to make more attractive. Most enjoyable part 
was song and drama.  

 
 
Intervention 3: Female Community Health Worker Education Session 
The question “what did you learn” did not reveal any gaps in learning however answers 
were very general and could have been mimicked from participant’s interview sitting 
adjacent to them. Everyone said they found it engaging, it will be remembered for a long 
time and be of benefit to community. They most liked the pelvic organ prolapse and 
excersizes followed by oral health which is illustrated by graph.  
 
Intervention 4: Kimti Project School Nutrition/Oral Health Skit 
They found the intervention engaging, effective, inspiring to brush their teeth/not eat junk 
food a good use of time. Suggestions were: to provide information about oral health, 
demonstrate in a small group with a practical application and divide whole teams into 
smaller groups and conduct activities in classrooms for presenters and participants. There 
was a worry that they would not apply the correct technique by one teacher.  
 
Intervention 5: Tama Koshi Higher Secondary School 
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The consensus was the program was informative and delivery was appropriate. It will help 
change their habits but there was a concern that it will be hard to change in some students. 
Their favourite bit of the presentation was the nutrition chart.   
 
Intervention 6: Kimti Women’s Group 
The program was considered good and informative by all, it will change their habits 
regarding tooth brushing, milk intake and food intake, they learnt a lot of things and will 
teach to others. Suggestions included: to repeat the program, make it longer conduct this 
program in more villages with uneducated people, street plays, posters and more 
advertisement. 
 
Intervention 7: Milti General Population 
The program was considered fruitful and they are confident that they will be able to teach 
their family and communities the information taught. The most memorable information 
proved to be the handwashing and nutrition chart. They suggest that we conduct in 
different places as well, conduct in remote areas to uplift lives of poor people, conduct 
program with different ideas and knowledge.   
 
Discussion:  
For stakeholder interviews the limitations and biases that may have existed included:  may feel that 
this would affect her role as FCHV if she Is not actually performing her duties so FCHVs may have 
claimed to more then they were doing. There was a slight selection bias as stakeholders are usually 
people of a higher socioeconomic status in community, lending themselves to better health 
outcomes and less insight often to those of lower socioeconomic status.  

One other considerable limitation of our research is the fact that we did not interview at the health 
center in Khimti.  They provide treatment for SAM and MAM in children under 5 and conduct 
referrals to better equipped centres for dental problems. Therefore, it is likely that they would have 
had a great understanding of nutrition and dental problems in the area. 
 
From the results we can see that the intervention was well received, however it is difficult 
to determine the extent of our impact. This largely due to the fact that qualitative data is 
difficult to measure and interpret but also due to the biases and limitations involved in 
methods.  Feedback given was constructive but at times not relevant to our topic or 
practical. The main biases that would have effect the results would be a selection bias as the 
participants involved in the interventions would be those that are most interested. These 
most interested may not be the most of need for such an intervention, thus resulting in such 
bias as it could have reduced the efficacy of such. 
 
Secondly, there would be several biases that may have occurred in data collection. Firstly, in 
the questionnaires, there was inconsistency in question style and content, and thus there 
may be a slightly skewed assessment of different interventions. Furthermore, there may 
have been culture noise, as they may have just provided the words that we would like to 
hear and not been as honest as desired. There is a slight chance that there may have been 
researcher bias because our view point of our interventions being successful may have 
effect the way we worded the questions. Furthermore, the stakeholders may have down 
played the nutrition and oral health problems in the area. We consider this to be mainly an 
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issue with FCHV, as they may tend to inflate their level of involvement and ability to cater to 
nutrition and oral health problems with the hopes of better representing themselves.  
 

 
In the interview style questionnaire, used when participants were not literate, there were 
issues with people sitting next to each other giving the same answers creating a differential 
bias depending on the opinion of the person sitting next to you. This is illustrated by the 
graph above and how easily this qualitative data was turned into quantitative by the nature 
of their identical answers.  First impressions by the interviewer may have been a slight issue, 
that is to say, the interviewer may have written down information differently depending on 
the impression given by the participant. However, this is not predicted to be a major issue in 
comparison as much of the information collected was more of an objective nature.  
 
There were a few limitations to the survey evaluation also adding on to such biases. These 
included: language barriers, nature of nutrition screening, literacy and an inability to 
determine the saturation point of information. Language barriers provided a limitation as it 
meant that as it makes it easier to overlook information but more importantly also loosing 
information whilst translating between language. The nature of nutrition screening provided 
a barrier as there was a time limitation it was not possibility to survey whole populations. 
This means that we had to go off felt needs, although at the same time, by following felt 
needs the intervention will tend to be more successful. Literacy was a slight issue as it 
meant that we had to use different techniques for different populations, leaving different 
intervention evaluation open to different biases. Finally, due to issues with practicality and 
time constraints, it was not possible to do surveys until saturation meaning there could have 
been more useful information from other participants that we did not hear.  
 
In future though, if a similar intervention is performed it is suggested that semi-structured 
interviews with consistent questions are to be conducted, if possible. This would provide 
more rich feedback from participants and further explain how participants benefitted from 
programming, rather than an overall idea that interventions were well received. 
Furthermore, it would be better if surveys were translated immediately post-intervention 
for more effective interventions in the days that follow. Although relevant to other groups 
that may become active in the area, much of the feedback requesting more programming 
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(bi-annually) was not feasible to our group due to time constraints. There was attempt to 
address this sustainability of our program though, through training FCHVs from Sahare 
districts.  
 
Sustainability was a difficult concept for nutrition group as it is a subject that relies on 
regular education sessions. We found this challenging in this context due to lack of 
workforce, time, and knowledge constraints. There are, however, existing nutrition and oral 
health sessions at schools therefore ensuring some future programming on these matters. 
Encouragingly, one of our education sessions was aimed at female community health 
volunteers. This proved to be sustainable as one of the main feedback items was that they 
would like to educate their communities, making it not only an intervention with wide 
reach, as the FCHVs were from all Sahare districts, but also a sustainable one. 
 
Our final steps include talking to Kimti School to see if they can organise a working tap for 
better sanitation in the long term, providing physical education classes especially for girls 
who traditionally are less active at Kimti Project School and seeing if there is any way that a 
dentist/nutritionist can visit areas more often. We will speak with UNICEF nutrition staff to 
explore any supporting roles that can be played by UNICEF, as well as other INGO’s that may 
be able to help.  
 
Conclusion: From this information we can conclude that the problems identified and felt 
needs of the community included problems related to sanitation, nutrition non-
communicable diseases and oral health practices. The interventions were successful and 
sustainability was achieved through numerous different ways. For future interventions 
carried out in a similar style, we would recommend a semi structured interview style 
technique for evaluation 
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Appendix 1: Evaluation Surveys – English Translation 
Kirne Hand Sanitation Skit – NMB Bank Manager 
Question 1: How did you find our programme? 
It was good, very effective. I think the community learnt so much from that role play. I want 
your group to thank for initiation of cleanliness programme that stopped earlier.  
Question 2: Would you think the people will continue cleanliness programme hereafter? 
Yes, definitely. 
Question 3: Do you think that we need to workout on certain things that would have made 
the programme more effective? 
I think everything was perfect. The song was very popular and children loved it. It would 
have been more effective if you could have involved more people in hand washing.  
 
Kirne Hand Sanitation Skit – Kamal Jir – chairperson at Kirnetar Management Society 
Question: Unknown 
He found it so interactive and learning. He was aware through our role play that, it’s due to 
their unhealthy habit they are having diarrohhea despite of having chlorinated water.  
 
Kirne Hand Sanitation Skit – Narendra Singh Dhami – Kimti Project School Acting Principle 
Question 1: How did you find our programme? 
There were lots of programmes carried out in this place, but this was the most effective. He 
would like us to Rank 1 on basis of information and interactive. He found the role play was 
a??? of attraction and he would place a positive impact in people of community. Also the 
song was a good way to seek attention. 
Question 2: Feedback 
We need more rehearsals, including more community people in participation.  
 
Kimti Project School – Sanitation Skits 
Question 1: Have you had already such kind of program in your school previously? If then, 
how long ago? 
1. They have had such programs 2 years ago.  
2. They have said it happens two years ago but different institutions have done different 
types of programs.  
3. “’ 
Question 2: Do you find today’s program engaging for the students? 

1. The program was very very engaging. He wants to thank to our group. 
2. It was engaging. 
3. Yea it was engaging 

Question 3: Do you find the program to be effective for the students? How can it be more 
effective? 

1. Yea it is very effective. It would be better if you divided the students into two groups 
according to age wise and other visual displays. It would be effective if you discuss 
objectives to the school earlier. It would be better if you focus more on female 
menstrual.  

2. It was effective. If you make one group with 100 people it would be more effective 
3. Yea we found it effective. The program would be more effective if we had taken the 

weight blood pressure and other health check ups beforehand.  
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Question 4: Do you find the way we give information is appropriate? Is there another way 
we could give the information that would be better? If yes, then how? 

1. Yes it is appropriate. They liked our act. They found the interaction that we did with 
the students effective. They found if our act was for a longer duration ~ 10 minutes, 
the subject matter would be clear to understand by the students.  

2. Yea it is appropriate. It would be better if we organise groups properly and to check 
if they had understood correctly or not.  

3. If we had motivated the students, then it would have been more attractive.  
Question 5: Did the children enjoy today’s program? Which part of the program did the 
students most enjoy? 

1. Drama was the most enjoyable part for the students and the song for the hand 
washing.  

2. It was fun. The song that people sung they found it good.  
3. They not only found it enjoyable but also effective. The drama and act that we did 

they found it enjoyable as well as the handwashing.  
 
FCHV Meeting 
Question 1: Do you find today’s program informative and engaging? 

1. Yes I find informative and engaging.  
2. Yes, because we came to know many new and very useful things.  
3. Yes we came to know about many diseases.  
4. Yes  
5. Yes we came to know many new things. 
6. Yes we came to know many new things.  
7. Yes, we came to know many new things.  
8. Yes 
9. Yes they found out many new things.  
10. Yes they found the session very effective and they came to know many informative 

things.  
11. Yes they came to know many new things.  
12. Yes 
13. Yes  
14. Yes 
15. Yes they came to know many new things.  
16. Yes they came to know many new things.  
17. Yes they came to know many new things.  
18. Yes they came to know about solution to many problems.  
19. Yes they came to know many new things. They are very happy for that.  
20. Yes they came to know many new things.  
21. Yes they came to know many many new things.  
22. Yes they came to know many new things.  

Question 2: What things did you learn today? 
1. Brushing technique, urinary incontinence, exercise related to incontinence, gastritis, 

breastfeeding technique, hand washing 
2. Urinary Incontinence, exercises, hand washing, brushing technique since childhood, 

diabetes with exercises, also hypertension 
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3. Incontinence, exercises, breastfeeding technique, diabetes, brushing techniques 
since childhood, hand washing.  

4. Amount of toothpaste, brushing technique since childhood, exercises related to 
incontinence and pelvic floor exercises.  

5. Hand washing, exercises related to incontinence and pelvic floor, diabetes, brushing 
technique, breastfeeding technique,  

6. Exercises related to incontinence and pelvic floor, diabetes, brushing technique, 
brushing technique since childhood, breast feeding.  

7. Hand washing steps, brushing technique, problems related to women’s, diabetes, 
exercises, breastfeeding techniques,  

8. Hypertension and it’s prevention, incontinence and it’s preventive measures, 
diabetes symptoms, and preventive measures, pelvic organ prolapse and exercises 

9. Diabetes, brushing technique, pelvic floor muscles, nutrition for children and hand 
washing,  

10. Exercises, oral problems, pelvic organ prolapse, exercise for diabetes,  
11. Oral problems, pelvic organ prolapse (POP), nutrition, chronic diseases 
12. Hand washing, nutrition for children, brushing technique, pelvic floor exercises, 

breastfeeding techniques, diabetes,  
13. Oral problems, diabetes, POP, hand washing 
14. Problem related to teeth, breastfeeding techniques, exercises related to pelvic floor 

muscles, hand washing,  
15. Oral problems, brushing technique, exercises for diabetes, incontinence, hand 

washing technique 
16. Brushing techniques, incontinence, diabetes, hypertension, exercises 
17. Exercises related to diabetes, problems related to pelvic organs 
18. Breastfeeding technique, hand washing, hypertension, diabetes, preventative 

measures for chronic diseases 
19. Breastfeeding technique, problems related to pelvic organs, incontinence, 

hypertension, diabetes,  
20. Breastfeeding technique, brushing technique, problems related to pelvic organ, as 

well as related to incontinence,  
21. Hypertension, hand washing technique, brushing technique, problems related to 

pelvic organ and incontinence, as well as exercises 
22. Breastfeeding technique, exercises related to prolapse and incontinence, diabetes 

and hypertension, brushing technique since childhood, hand washing 
Question 3: Will you apply the information that you got today in your community and why? 

1. Yes, to make all people healthy. 
2. Yes, to make all people healthy.  
3. Of course yes, to stop the health related problems of the community.  
4. Yes, to prevent the problems for the community people and to save money that 

would be expensive during the treatment.  
5. Yes for the betterness of people and to make healthy.  
6. Yes, for the benefit to all people. 
7. Yes, because if they have no problems, it will avoid medication 
8. Yes, it will benefit all people 
9. Yes it will benefit all people 
10. Yes I want to teach all people by going door to door to fight against these diseases.  
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11. Yes for the benefit of the community 
12. Yes, for the prevention of the diseases in all people.  
13. Yes, for the prevention of diseases in all the people  
14. Yes, because if they have no problems, it will avoid medication 
15. Yes I want other people to be as healthy as I am.  
16. Yes because many people over here have many problems to related to this 

education 
17. Yes , for the betterness and benefit and to become healthy.  
18. . Yes for the benefit of all people.  
19. Yes to make all people healthy.  
20. Yes, to make all people healthy.  
21. Yes, to make all people healthy.  
22. Yes, to make all people healthy.  

Question 4: Is the information we gave you easy to remember for a long time? 
1. Yes education and demonstration 
2. Yes, excersizes 
3. Yes 
4. Yes 
5. Yes 
6. Yes 
7. Yes 
8. Yes 
9. Yes and we will teach other community people 
10.  Yes because it is related to diseases 
11. Yes  
12. Yes and we will teach to community people 
13. Yes 
14. Yes if we continue such program 
15. Yes because it was in pictorial form 
16. Yes because I have similar problems 
17. Yes because you gave chance to involve us 
18. Yes 
19. Yes we are learning new things 
20. Yes  
21. Yes 
22. Yes we will remember excersizes 

Question 5: Will the information we gave be of benefit to your community? 
1. Yes 
2. Yes 
3. Yes 
4. Yes 
5. Yes 
6. Yes 
7. Yes 
8. Yes and it will be for a long time 
9. Yes because you give information about many things 
10. Yes because it will help to prevent many diseases 
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11. Yes  
12. Yes because we came to know about many things 
13. Yes it will help to know about the many diseases 
14. Yes we will transfer this ifnromation to community people many times 
15. Yes  
16. Yes  
17. Yes  
18. Yes the things we learnt today are mainly for community people 
19. Yes we will convey this information to all the people 
20. Yes because it will help to prevent many diseases and it will help to make a better 

community 
21. Yes it will help to decrease expenditure for the treatment of oral health 
22. Yes 

Question 6: Which part do you like the most? Priority order 
1. Pelvic organ, incontinence and excersizes, brushing, breast feeding technique, 

excerszies for diabetes 
2. All oral health, and breast feeding 
3. Oral health,  
4. Pelvic organs, incontinence and exercises 
5. Exercises for pelvic organ prolapse and incontinence, exercises for diabetes 
6. Oral health, incontinence, and pelvic organ and hand washing 
7. Exercises for incontinence and POP, diabetes exercises,  
8. They like the way we gave the presentations, clear demonstrations and exercises 

demonstrations also 
9. POP/exercises 
10. POP/exercises 
11. POP/exercises and brushing 
12. Loved all. POP and hand washing 
13. POP exercises, breastfeeding and brushing technique 
14. Brushing technique, POP exercises,  
15. Diabetes and hypertension 
16. POP and incontinence and exercises 
17. POP/exercises  
18. POP/exercises and diabetes and hypertension exercises 
19. All hand washing POP exercises 
20. POP and oral health 
21. They like the way we gave the presentations, clear demonstrations and exercises 

demonstrations also and loved the chart 
22. Brushing technique, POP exercises and incontinence exercises, breast feeding 

exercises 
Kirne Project School – Nutrition 
Question 1: Do you find today’s program engaging for the students? 

1. Yes 
2. Yes they loved the way we present and the methodology we used 
3. Yes because they found the reason behind brushing teeth twice today, it will help 

the to become healthy,  
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Question 2: Do you find the program to be effective for the students? How can it be more 
effective? 

1. Yes it would be better to provide much more ifnromation about oral health 
2. Yes, it can be more effective if it is demonstrated in a small grup with practical 

application 
3. Yes very very effective. It can be more effective if demonstrated in small groups with 

practical application and correct the students if they are doing wrongly.  
Question 3: Does our program help the children not to eat as much junk food?  
1. Yes because if they eat homemade food it will help to prevent many instant and chronic 

diseases. 
2. Yes I hope it must have added positive information to the children.  
3. Yes because the junk food causes many diseases and the homemade food help to make 

them healthy and make them less at risk  
 Question 4: Has the program inspired the students to brush their teeth twice a day? 

1. Yes they will apply it 
2. Yes but I am not sure they wil apply the correct technique 
3. Yes 

Question 5: Was program a good use of your school’s time? 
1. Yes 
2. Yes 
3. Yes 

Question 6: Do you have suggestions related to our program for better presentation? If yes 
then how? 

1. No 
2. In my view you can divide the whole team into smaller groups and conduct the 

activities in classrooms to make effective for both presenters and participants.  
3. It would be better if we divide into groups. More children participation and 

correction. It would be better if you participate children before and after the 
program and see the changes. Highlight the weaknesses  

Tama Koshi Higher Secondary School 
Question 1: Do you find today’s program informative for the students? 

1. The information related to health was informative 
2. Yes informative 
3. Yes informative 
4. Program was fun and informative. The way we utilised our teaching materials was 

effective.  
5. Yes 
6. It was good and informative.  
7. It was good and informative.  

Question 2: Do you think that your students will change their habits regarding tooth 
brushing, handwashing, and food intake? 

1. Yes they will definitely change their habits, but the students like Mukesh it will be 
hard to change. 

2. Yes they will change their habits 
3. Definitely they will change.  
4. They will change their habits, but it should also be taught to community people as 

well. Information to the common people should also be provided.  
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5. Yes they will change because two hour program they have also learnt about the 
consequences.  

6. Yes definitely they will change. 
7. Yes 

Question 3: Do you think the way we deliver our information is appropriate? 
1. Yes it is appropriate because we have utilised our materials properly. 
2. Yes 
3. Yes 
4. Yes 
5. Yes because it was more of activity related.  
6. It is appropriate but it would be better if we involved the children more.  
7. Yes 

Question 4: Did the students find the program enjoyable? Which part of the program was 
enjoyable? 

1. Every section was enjoyable but they loved the nutrtion chart. 
2. Handwashing technique was very good.  
3. The nutrition chart was the best.  
4. The nutrition chart was the best.  
5. Presentation and showing of the balance diet cahrt.  
6. The act that we did for nutrition (minerals and energy). 
7. Handwashing technique.  

 
Kimti Women’s Group 
Question 1: What did you think of our program today? Was it informative?  

1. I found today’s program good and it was informative.  
2. I found today’s program good and it was informative. it would be better if you 

identified the problems regarding various diseases for general and women’s 
problems with solutions.  

3. I found today’s program a good health related program.  
4. It was good and informative.  
5. It was good and informative.  
6. It was good and informative. We expect you to repeat this program on a timely basis 

over time. 
Question 2: How will it change your habits regarding tooth brushing, milk intake and food 
intake from today onwards? 

1. All these things we will do in our daily life as well as teach our children and family.  
2. We will brush our teeth two times a day, drink milk without sugar and take nutritious 

food as well as teach others. 
3. We will change our habits according to the way that you have taught.  
4. We will change our habits according to the way that you have taught 
5. We will brush our teeth twice a day as well as teach others.  
6. We will brush our teeth two times a day, drink milk without sugar and take nutritious 

food. 
Question 3: What did you learn from today’s program? Will you teach your family and 
society about the things that you learned today? 

1. Yes, we learned brushing technique and about nutritious food. We will teach our 
family and society. 
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2. We learned many things that we did not know and I will teach to my society and 
community people.  

3. We will teach the healthy habits to our family 
4. We learnt how to prevent ourselves from various diseases and we will teach to 

others as well.  
5. We found it good. It would have been good if you taught to the uneducated people 

as well as people who are superstitious.  
6. We learned about the chronic diseases and nutritious food as well as cleanliness. We 

will teach to our family and community people.  
Question 4: What are your suggestions to make this program better and more effective? 

1. Repeat the program time and again.  
2. Repeat it at least once a month. We wish we had a way to treat these problems in 

Kimti.  
3. We should conduct this program in more villages with uneducated people. Repeat 

the program every six months.  
4. BLANK 
5. Street plays, posters, more advertisement 
6. The program should be longer and repeated time and again.  

 
Milti general population feedback:  
Question 1: In your own words, what are some key messages you have taken away from this 
education session? 
1. Hand washing, exercises, brushing technique, nutrition chart 
2. Hand washing, brushing technique, nutrition chart, diabetes, hypertension and diet 
related to these diseases 
3. Diet, exercises and healthy habits 
4. Exercises and nutrition chart 
5. Take care of your health, exercises and nutritious food, teaching others about the things 
that I have learned 
 
Question 2: What are 2 lifestyle changes you could make with the information from today’s 
session? 
1: brushing technique, nutritious food 
2. Getting up early and doing exercises, eating nutritious food 
3. Getting up early and doing exercises, eating the foods with required amount 
4. Brushing technique twice a day, enough drinking water and exercises 
5. Brushing and exercises 
 
Question 3: Did you find this information session interesting? If so was the presentation 
engaging? Why or why not? 
1. Yes 
2. Yes, it was fruitful. It was participatory because we learned many things about the 
treatment and prevention of the diseases. We learned many educational things. 
3. Yes it was fruitful, you should do these educational programs time and again 
4. Yes it was fruitful because you have involved all the people in the program. We learned 
that exercises and nutritious food will make our body healthy. 
5. Yes it was fruitful and participatory because we learned about disease prevention as well 
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as healthy living habits. 
 
Question 4: How confident do you feel implementing today’s information and informing 
others about nutrition, oral health and chronic diseases? 
1. I am confident that I will apply the knowledge of today's program in my life as well as 
teach others 
2. I am confident enough to teach my family and others about the learned things 
3. I will teach others to eat nutritious food, do exercises and not to smoke and drink alcohol 
4. I am confident because it was easy 
5. Yes 
 
Question 5: If another group of health professionals were to come to Milti, what 
recommendations would you have for them? What aspects of nutrition and oral health 
would you tell them to focus on? 
1. Add the things that have been missed (what to add, don't know) 
2. We expect them to teach us good and easy things that could be remembered just like 
yours 
3. BLANK 
4. We expect them to teach us about the preventative measures for the diseases 
5. We expect them to give us more knowledge 
 
Question 6: What suggestions do you have for us? 
1. I would like to suggest you to conduct such kind of program in different places so that 
they will also know about the different diseases and it's prevention and try to become 
healthy 
2. I would like to suggest you to conduct such kind of program in remote areas which will 
help to uplift the lives of poor people 
3. BLANK 
4. I would like to suggest you to conduct such program with different ideas and knowledge 
so that we can gather more knowledge and I would also like to thank you all for conducting 
such a valuable program in our community 
5. I would (not legible) such program timely 
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Preface  
!
i .  Univers itas 21 
 
Universitas 21 (U21) is a global network of research-intensive universities, who through 
evidence-based teaching, student and staff mobility, information exchange and sharing 
of resources, work collaboratively to inspire innovation and nurture global citizenship. 
The U21 network has 27 member universities and the U21 Health Science Group (U21 
HSG) is one of the groups within the broader network for faculty members from 
medicine and public health, dentistry, nursing, pharmacy and health and rehabilitation 
sciences. 

i i .  Univers itas 21 United Nat ions Sustainable Development Goal (UN SDG) 
Interest Group and Student Committee 
 
In 2006 a resolution was passed by the U21 HSG to establish a U21 United Nations 
Millennium Development Goals (UNMDG) Interest Group. The interest Group was 
initially connected with the United Nations Department of Economic and Social Affairs 
to strategise for the implementation of a Millennium Development Goals action plan for 
U21, and has the current focus of the Sustainable Development Goals agenda. The 
U21 UNSDG Interest Group strives to create a unique experience and provide 
resources for students that will prepare them for life and work across borders and 
cultures, as is required to achieve global health equity. The U21 UNSDG interest group 
acknowledges that with their guardianship role, they have the privilege and obligation to 
generate and disseminate knowledge to improve access of health for all. The interest 
group strives “to contribute to the attainment of the UNSDG goals and targets through 
education, knowledge translation, research, and partnership in relevant disciplines with 
communities, governments, and organisations”. The UNSDG Interest Group for the U21 
HSG includes a UNSDG student committee consisting of an interdisciplinary group of 
students from the U21 universities.  

i i i .  Rat ionale 
 
The Global Learning Partnership (GLP) model, espouses to create an equal share 
international partnership between academic institutions. The GLP model and the 
resulting partnership will create opportunity for U21 students and academics to interact 
with students and academics from other universities in the region, including an invited 
university in a country with an UNSDG need. Face-to-face interaction through global 
health placements will be an effective means to facilitate and catalyse the development 
of this ongoing relationship.  
 

              

“To create the architecture for a partnership strategy to enables health
 science students and academics from various universities to work 
collaboratively to enhance global health education and develop skills 
that support action towards achieving the UN’s Sustainable Development
 Goal (SDG) targets and beyond.”

The Goal of “Global Learning Partnership” model
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Section A: Participation 
!
This%section%is%designed%to%help%students%gain%an%overview%of%
the%activities%involved%in%the%GLP%program.%The%timetable%is%
provided,%including%a%brief%explanation%of%the%different%
elements%and%activities.%The%preparation%required%as%well%as%
recommended%readings%are%also%outlined%for%participants’%
interest.
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11 .  P r o g r a m  O v e r v i e w.  P r o g r a m  O v e r v i e w   
 

 Day   

Ar
riv

al 

Sat 16th April Arrive in Kathmandu • Meet the group! 
• Accommodation at Kathmandu Eco 

Hotel 
• Dinner together In Kathmandu 

Day 1 
Sunday 17th April 

Commence week one 
program 

• Group to travel together to Dhulikhel 
• Bus to leave Kathmandu in early AM 
• Program to start 10am at 

Kathmandu University 
• Accommodation at Kathmandu 

University student hostel 

Un
ive

rs
ity

 b
as

ed
 

w
or

ks
ho

p Day 2-6 
18th- 22nd May 

University based 
workshop program 

• Learning objectives 
• Leadership activities 
• Needs Assessment 
• UN SDG case study 

 

Day 7 
Sunday 24th April 

Day Off • Explore Dhulikhel area 

Day 8- 26 
Monday 25th April- 
Friday 13th May 
 

Community Outreach 
Clinic 
Week 2-4  
Field based work 

• Team to conduct needs assessment 
• Develop and implement a 

community project 
 

Fi
eld

 w
or

k Day 27 
Saturday 14th May 

Return to 
Dhulikhel/Kathmandu  

• Closing dinner/event 
• Accommodation at Kathmandu Eco 

Hotel 
 
 

De
pa

rtu
re

 

Day 28 
Sunday 15th May 

Departure • Participants depart Kathmandu 
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1.2 Univers ity based act iv i t ies- Week one 
 
The objectives of the university based workshop are to: 
 

1. Build relationships and create a sense of team between the group of 
participating students from Universitas 21 and Kathmandu University 

2. Define the team direction through the development of a set of group learning 
outcomes  

3. Discuss the principles of community needs assessment and research normative 
data relevant to the field community 

4. Create a framework for the community field work activities 
5. Develop leadership skills that will empower the participants to continue working 

as “change agents” in the future 
 

Sunday 
Day 1 

Monday 
Day 2 

Tuesday 
Day 3 

Wednesday 
Day 4 

Thursday 
Day 5 

Fr iday 
Day 6 

Welcome  Icebreaker 
Activity 

Energiser 
Reflections Day 
2 

Energiser 
Reflections 
from Day 3 

Energiser 
Reflections from 
Day 4 

Energiser 
Reflections from 
Day 5 

Introductions 
Objectives 

Leadership 
‘Nature of 
leadership’ 

UNSDG 
Case Study 

Needs Ax 
Session 2 
 

UNSDG 
Case Study 

Leadership 
“Leadership in 
low resource 
settings” 

break break break break break break 
Icebreaker 
Expectations 
Experience 
sharing 

Learning 
objectives part 1 

UNSDG  
Case Study 

Group work UNSDG  
Case Study 

Needs Ax 
Session 4 

Lunch- 
 

Lunch Lunch Lunch Lunch Lunch 
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1.3 Workshop themes and preparat ion 
 
You will observe in the timetable overview that there are four themes for the activities of 
the first week university based workshop. 
 

i) Learning Objectives 
ii) Community Needs based Assessment 
iii) Leadership 
iv) UN SDG Case Studies 

1.3.1 Learning object ives 
 
Preparat ion. Please refer to the “How to write your own learning objectives guide” 
and write your own set of self determined learning objectives based on the Universitas 
21 and UNSDG group values, your University and course attributes and your personal 
values.  

1.3.2 Community needs based Assessment 
 
Preparat ion.  Please read the “Introduction to Needs Assessment” guidelines in your 
participant resource pack 

1.3.3 Leadership 
!
In a changing societal and healthcare landscape, delivering progressive health 
services is a challenging process. Leadership is an imperative component of 
contemporary health service provision, being innovation and working teams. 
 
Preparation : not required 
!
1.3.4 UN SDG Case Studies 
 
Preparat ion. Familiarise yourself with the United Nations Sustainable Development 
Goals.  
 
Transforming our world: the 2030 Agenda for Sustainable Development 
(PDF included in welcome pack) 
 
Pre reading. Additional articles of interest can be found in the google drive folder  

  
!
!
!
!
!
!
!
!
!
!
!
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1.4 Community Outreach centre 
 

1.4.1$Location$
 
The community based field work will be conducted at the Kirnetar Health Centre. 
 
The following links provide additional information 
 
http://www.dhulikhelhospital.org/index.php/community-programmes/health-
services/59-outreach/411-kirnetar-health-center-dolakha 
 
Location 
https://www.google.com/maps/d/viewer?mid=z2JWM_NAh8Bw.kbND3Duo7Nd4 
 

1.4.2$Student$responsibilities$and$Expectations$
 
During your time in the community outreach centre, you will be responsible for  
1. Engaging with the community 
2. Strategising as a group/team on a community engagement intervention/activity 
3. Implementing the chosen engagement activity within the three week time frame 
 
Consider that as a group, you are all students representing different clinical courses 
and therefore this community engagement activity/strategy will need to have an 
interprofessional focus rather than a highly clinical focus particular to one health 
discipline. 
 
It is recommended that students reflect on this dynamic and give some thought to 
potential ideas for this engagement prior to arriving to Nepal. 
 
Participants should also give consideration to the time frame required to carry out 
the chosen activity/intervention, and it is recommended that participants research 
existing examples of effective community interventions as part of your preparatory 
learning. 
 
It is pertinent that students are mindful of the recent earthquake in Nepal that 
occurred in April 2015. Participants need to be congisant of the devasting impact 
that this natural disaster has had on the country, the people and communities. 
 
You may find these and other websites useful to familiarise yourself and gain some 
elementary understanding of the current situation and challenges in Nepal. 
 
World Health Organisation- Nepal Country office 
http://www.searo.who.int/nepal/en/ 
 
The Lancet- “Post-earthquake Nepal: the way forward” 
http://www.thelancet.com/pdfs/journals/langlo/PIIS2214-109X%2815%2900211-9.pdf 
 
http://www.handicap-international.us/nepal 
 
http://www.np.undp.org/content/dam/nepal/docs/generic/Livelihoods_18%20August.pdf 
 
http://www.unicef.org/infobycountry/media_86394.html 
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Section B: Preparat ion 
 
This section is designed to help students gain an broad 
understanding of the project, as wel l  as provide a general overview 
of the Universitas 21 expectations of students part icipating in the 
Global Learning Partnership 
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22 . . Guidel ines for ProfessionGuidel ines for Professional Behaviour whi lstal Behaviour whi lst  v is it ing  v is it ing 
NepalNepal 11   
2.1 Introduct ion  
!
You have been selected to participate in the Global Learning Partnership from your outstanding 
application and we are confident that you represent Universitas 21 well and maintain high standards 
of professional conduct and behaviour while in Nepal. There is an expectation that team members will 
be conduct themselves collaborative way through active participation and inclusion of all other team 
members. 
 
A key founding principle for the GLP model is the equal contribution from Universitas 21 and 
Kathmandu University team members. Students will have the opportunity to learn from each other 
and students from all institutions are able to provide equal contribution. The GLP project will provide a 
truly collaborative learning environment with Kathmandu University students contributing to the 
learning of the international Universitas 21 students and vice versa. Further the diversity of health 
disciplines will give team members the opportunity to develop a deeper understanding of each others 
practice and supports better interprofessional practice. 
 
When participating in the GLP in Nepal it is important that students act in a way that respects 
community confidentiality, collaboration, and cultural sensitivity. Participants need to be cognisant that 
as a member of the GLP team, you will each have varying levels of clinical competence depending on 
the stage of your training. Participants also need to be respectful of the expertise of local clinicians 
and work under their guidance.  
 

2.2 Competence  
!
While in Nepal, you may find that the level of clinical competence and training required to do certain 
tasks is different to what you are familiar with. It is your responsibility to assess each situation, 
consider if your training has fully prepared you, and to clarify with your Universitas 21 and Kathmandu 
University mentors the kinds of tasks you are permitted and able to perform.  
 

2.3 Confidentiality  
 
Confidentiality as a concept may be interpreted differently in different locations. As there are different 
interpretations, always strive to maintain and display the highest standard possible when considering 
confidentiality abroad. Maintaining confidentiality can aid in gaining trust from the community in which 
you are working. Confidentiality is important for protecting and empowering participants, community 
members, and peers, and can ensure more fruitful engagement by encouraging honesty among 
participants. As part of maintaining confidentiality, you should:  

• Obtain informed consent when necessary. If doubt or discrepancy exists about the need for 
informed consent, it is prudent to err on the side of obtaining informed consent.  

• Realize that culture may impact people’s definition, interpretation, and expectations of 
confidentiality, including people’s various social identities and privileges.  

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
1 Credit to: Adapted from student handbook for global engagement!
!
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• While we encourage promotion of the GLP via social media avenues please refrain from 
posting and publishing confidential or identifying images, information, and quotations in public 
domains, including digital and/or social media (i.e. Facebook, Twitter, blogs, etc.), without 
appropriate informed consent.  

• There may be a disparity between your concept of confidentiality and cultural norms and it is 
important to understand your local context.  

2.4 Collaboration  
 
Equal exchange and collaboration between international partners is the foundation of the Global 
Learning Project. You will be working as a team in a mixed cohort of Kathmandu University students 
and Universitas 21 students, representing various health disciplines. 
 
During the community engagement period it is particularly important that all involved students in the 
team be included in all aspects of project conceptualization, development, implementation, evaluation, 
and dissemination of outcomes.  
 
Early in the process, all GLP team members should discuss and agree upon their respective goals, 
and expectations. Communication is essential for strong collaboration.  
 

• Engage with Kathmandu University and U21 team members, both personally and 
professionally by asking questions, soliciting feedback, and being available to reciprocate in 
open discussions.  

• Be aware of potential language barriers and take steps to overcome them.  
• Work autonomously, and as a team, to be careful not to over-utilize the time or resources of 

the host community in Kirnetar during the time at the outreach clinic.  
• Inform team members and supervisors of progress, successes, challenges, and failures and 

actively solicit feedback, advice, and evaluation of the project progress.  
• If there are any publications or articles that develop from your engagement in the Global 

Learning Partnership project, engage and seek input from other team members. 
 

2.5 Cultural Sensitivity  
 
Whilst participating in the Global Learning Project, be aware of the similarities and differences 
between your own culture and that of the Nepali communities and government.  
Culture influences daily life; therefore, when spending time in Nepal, it is important to recognize how 
your own culture may be perceived, and in turn recognize the need to respect the local culture(s). As 
part of being culturally sensitive:  

• Actively learn about the social, political, and economic framework of Nepal. 
• Engage in friendly cultural exchange as part of the project, including asking questions, 

discussing cultural similarities and differences with other participants, as well as sharing with 
others information about your own culture.  

• Be aware of the differences in power and privileges between countries involved  in the Global 
Learning Partnership, both from the various U21 institutions and Nepal. 

• Act with humility.  
• Dress in a culturally appropriate manner.  
• Avoid unnecessary displays of wealth and/or privilege.  
• Understand that technological discrepancies may exist and work to eliminate them.  
• Value the knowledge and experience of each of the contributors to the GLP (team members 

and institutions).  
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2.6 Personal Time  
 
Participants will not be working 100% of the time and will therefore have personal time available to 
them. It is important to keep in mind that the team members may be seen as a representative of 
Universitas 21, even while not explicitly working.  
 
As part of behaving professionally while off the clock:  

• Consider the meaning of drinking or purchasing alcoholic beverages in Nepal. Local laws 
regarding alcohol or other substances should be followed at all times regardless of what laws 
you are used to back home.  

• Your Nepali hosts are likely to feel responsible for your safety. At the onset of your stay, speak 
the Kathmandu University supervisors to find out what their expectations are regarding 
knowing your whereabouts if you are exploring the local area.  

• While in Nepal, take time to learn about the local community through your Kathmandu 
University team members.  

• Consider seaking opportunity to learn to cook or observe the preparion of the local Nepali 
food. 

• Attend cultural events, especially public celebrations, to learn about the values and culture of 
the Nepali community.  
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33 . . Global cit izenship and advocacyGlobal cit izenship and advocacy   
3.1 Global Cit izenship: A Conceptual Overview  
!
In an increasingly globalized world, it is incumbent upon globally engaged health students and 
practitioners to understand and work to address the ways in which global flows of influence and 
capital affect the most vulnerable members of global society. The Global Learning Partnership aspires 
to engage with all participating team members in a meaningful in their development as global citizens.  
 
Global citizenship does not entail membership in any specific population, but rather a recognition of 
the shared qualities held by all members of the global population. This recognition is coupled with a 
desire to both learn how the world’s most marginalized populations are impacted by globalization and 
to help alleviate hardship in the most effective way possible. Traits commonly held by global citizens 
include:  

• Cultural competency, including knowledge of local viewpoints on global issues and events, as 
well as the effects of global forces on those viewpoints.  

• Awareness of global issues and desire to learn more.  
• Desire to increase the global awareness of the general population through advocacy.  
• Participation in efforts aimed at effectively alleviating poverty and disease in marginalized 

populations.  
 
Global citizenship requires an intimate understanding of both local and global aspects of social issues. 
This outlook informs the work that the team members engage in during the GLP and into the future. 
Important steps in the process of attaining global citizenship are as follows:  

• Learning about a country and its global position by focusing on language, culture, politics, 
history, economy. 

• Engaging with marginalized citizens within ones own country. It is critical to gain their 
perspective in better understanding how social attributes of your own country affect their lives.  

• Learning about previous attempts at humanitarian aid from locals as well as the impact on the 
community of the presence of foreigners.  

• Collaborating with locals in a community-based participatory framework when initiating 
projects and interventions.  

• Finding appropriate channels of communication for advocacy and determining the best 
audience(s) to maximize impact.  

 

3.2 Engaging with Academia and the Campus Community 
  
By being engaged in the GLP project, you are in the unique position of being surrounded by a dense 
network of highly involved and open-minded individuals. Your university campus is a perfect location 
in which to engage in activities aimed at raising awareness of the project. Realize that you can learn 
from and share experiences from the GLP with other globally minded faculty members and students 
at your home university, and contribute to an increased awareness of global issues within the 
academic community. You may like to promote the outcomes of the GLP project via social media, the 
student newspaper or by engaging with other student organizations.  
 
Additionally, while you are in Nepal, you will be working with other team members from various 
universities from around the world so you should be prepared to answer questions about your own 
University. It might be helpful to access information from your university website prior to the GLP. 
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3.3 Engaging with the Publ ic  
 
Universitas 21 views the use of social media as an integral way in which it can engage with member 
universities and the broader public. Participants in the Global Learning Partnership are encouraged to 
share positive news about their experience in the project with the public via social media. As 
mentioned earlier in Section A- it is imperative to be mindful that you are at all times representing 
Universitas 21 and your university and so must always behave in a professional manner, as well as 
maintaining confidentiality. 
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44 .  .  C u l t u r a l  c o m p e t e n c yC u l t u r a l  c o m p e t e n c y   
!
4.1 Cultural competency overv iew 
 
Culture is a unique behavioural pattern shared by a group, distinguishing it from others. Characterized 
by the beliefs, values and attitudes towards life, culture can be influenced by a number of sociocultural 
factors including: race, ethnicity, language, gender, socioeconomic status, physical ability, sexual 
preference and occupation, with varying impact on an individual’s beliefs and motivations. 
Consequently, an individual’s culture has a significant impact on their health and health behaviours, 
from the way they perceive health and illness, seek medical attention, and utilize the healthcare 
system, thereby shaping their overall understanding and experience.2 
 
With such a significant influence of culture on healthcare, Universitas 21 places a high degree of value 
on the development of skills and attributes required for proficient delivery of cross-cultural healthcare. 
The phenomenon of globalisation ensures that growth in the number of patients from culturally and 
ethnically diverse backgrounds will continue to grow along with an increasingly diversified workforce3 
Global health agendas such as the UN SDGs require extensive cross-cultural collaboration. 
 
The concept of cultural competency has been built from earlier models of cultural awareness, 
sensitivity, safety and respect and has extended itself to apply to not only to the individual, but also 
practice philosophies, and organizational principles4. Cultural competence has emerged more recently 
as a continuum of development and process by which individuals and organizations are able to 
improve and incorporate constructs of cultural competence into practice5  
 

4.2 Cultural competency act iv i t ies  
 
Unite for Site has a set off online modules to help individuals develop their cultural competency for an 
international and clinical setting. These modules have been designed for students to enhance their 
understanding of their impact on the communities in which they work. These modules may be worked 
through at the participant’s own time over the weeks leading up to the time together in Nepal for the 
Global Learning Partnership.   
 
Below is the list of the modules available at: http://www.uniteforsight.org/cultural-competency/ 

• Module 1: Culture and the Volunteer 
• Module 2: Overview of Cultural Adjustment and Culture Shock 
• Module 3: Coping With Culture Shock and Emotional Feelings 
• Module 4: Ethnocentrism 
• Module 5: Slower Pace and Elastic Time 
• Module 6: Language Barriers and Working With Translators 
• Module 7: Cultural Differences and Cultural Understanding 
• Module 8: The Importance of Social Etiquette 
• Module 9: Cultural Beliefs About Service 
• Module 10: Trust and Cultural Humility 
• Module 11: Reverse Culture Shock 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
2 Tseng & Streltzer, 2008  
3 Kokko, 2011  
4 Grote, 2008 
5 Balcazar, Suarez-Balcazar & Taylor-Ritzler, 2009. 
!
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Section C: Planning 
!
This%section%is%designed%to%help%students%plan%for%the%Global%
Learning%Partnership%prior%to%leaving%home.%It%briefly%outlines%
practical%matters%that%will%need%to%be%considered%before%
departure.
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55 .  L o g i s t i c s.  L o g i s t i c s   
 
This section contains lists of logistical considerations to serve as recommendations for students 
preparing for their travel to Nepal.  
 
It is recommended that participants refer to the Nepal Immigration website for detailed information 
regarding visas and travel. 
 
http://www.nepalimmigration.gov.np/ 

5.1 Travel Documents 
 

Passports$$

Ensure you have a current passport and if you are not the holder of a current passport, ensure to 
apply for a passport as early as possible.  
 

Visas$

Visas can be pre-purchased or obtained on arrival at the Tribhuvan International Airport, 
Kathmandu. A valid passport and one passport -size photo with a light background is required. 
Visas can be obtained only through payment of cash in the following currency: Euro, Swiss Franc, 
Pound Sterling, US Dollar, Australian Dollar, Canadian Dollar, Hong Kong Dollar, Singapore Dollar 
and Japanese Yen. Credit card, Indian currency and Nepali currency are not accepted as payment 
of visa fee. 
 
They may also be purchased at border entry points in Kakadvitta, Birgunj, Bhairahawa, Nepalgunj, 
Gaddachowki on Nepal-India border and Kodari on Nepal-China border. Visa can also be obtained 
at the nearest Nepal Embassy or Diplomatic Mission. Visa can also be obtained (renewal purposes) 
at Department of Immigration, Kalikasthan, Kathmandu.   
 

Tourist$Visa$

Visa Facility Duration Fee 
Multiple entry 15 days US$ 25 or equivalent convertible currency 
Multiple entry 30 days US$ 40 or equivalent convertible currency 
Multiple entry 90 days US$ 100 or equivalent convertible currency 
  

5.2 Travel Arrangements.  

Flights$to$Kathmandu$

Flights to Kathmandu are to be arranged by the participants 
Arriving in Kathmandu by Saturday 16th April. 
 
The group will meet in Kathmandu on the evening prior to the start of the formal program for dinner 
and to become acquainted with the other team members. 
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Bus$to$Dhulikhel$

 
Kathmandu University is located in Dhulikhel which is approximately 35km from Kathmandu.  
On Sunday 17th April the team will journey together to Dhulikhel. 

Bus$to$the$field$visit$location$

 
The team will travel together by bus to the location for the field work 
 

5.3 Language  
 
Nepali or Nepalese (नेपाली) is the official language of Nepal. It's related to Indo-Aryan languages, 
such as Hindi and Punjabi, with much Tibetan influence as well. While most Nepalese people 
speak at least some Nepali and English is commonly spoken in the cities, is is interesting to 
appreciate that there are more than 100 different languages and dialects spoken in Nepal.  
 
As with all travel to other countries, you should try to learn at least a few useful phrases of the host 
countries language(s) if possible.  
 
Hello = Namaste (nah-Mah-stay) 
Thank you= dhanyabaad (Dhan-naii-bat) 
  

5.4 Health 
 
It might be useful to look up travel advice from your respective home countries 
For example; Australia has an online resource “smart traveller” 

Medications$

If you have medications that are taken regularly, pack enough for the trip and carry the proper 
documentation to avoid issues when boarding the plane/travelling.  
Carry information about the prescriptions in case you need to fill prescriptions on the trip.  

Sun$protection$$

Some locations have a higher altitude where the sun is closer and can cause sunburn. Bring 
enough sunscreen for the time in Nepal because it is possible that it cannot be found easily in the 
host community or communities.  

Healthy$Eating$$$

We will do our utmost to ensure that your food is safe while you are in Nepal, however, if your 
exploration during your free time takes you to somewhere with unsafe water, avoid 
fruits/vegetables that were likely washed in local water.  Eating street food in Nepal can be a very 
enjoyable part of the trip away from home (the variety of foods, the culture around it, haggling if 
that is the cultural norm, etc.) However, it is wise to exercise common sense: if it does not look 
safe or appetizing, do not eat it! Avoid mixed juice drinks, since they were also likely mixed with 
water. Freshly fried or hot foods are safer than food that has been sitting around for a while.  
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5.5 Accommodation 

Kathmandu$

It is planned that the team will convene in Kathmandu and for the first night Saturday 16th in 
Kathmandu, team members will stay at Kathmandu Eco Hotel.  
The team will then travel together on a bus to Dhulikhel. 

Dhulikhel$

Participants will stay in the student lodgings located close to Kathmandu University in Dhulikhel. 

Field$locationH$Kirnetar$

Accommodation has been arranged for the time spent at the community and Kirnetar Outreach 
clinic. Participants from both U21 and Kathmandu University will be accommodated in pairs and 
small groups within the local community. 
 
Be prepared to be flexible as sometimes changes in plans may need to happen—this makes 
knowing the options and being flexible is important. It is recommended to bring a sleeping bag for 
the field based part of the project. 
 

5.6 Communicat ion with Family & Fr iends  
 
When you are travelling to Nepal, it is important to share your travel plans/itinerary with family and 
friends. Organise an agreed form of communication prior to your departure. Internet capabilities 
may be different from which you are accustomed and internet access is often inconsistent, 
particularly outside of Kathmandu. It is important to share this expectation with family and friends 
as well.  
  

Phone$$

You may wish to bring your mobile(cell) phone with you, however remember that roaming charges 
are usually expensive. It is possible to purchase a local sim card if you phone is not “locked” into a 
particular region. 
  

5.7 Money  
 
The local currency in Nepal is Nepalese Rupees (NRP).  
Approx 1USD= 109 NRP (Feb 2016) 
 
ATM’s are not be available everywhere in Nepal. For example it is unlikely that there will be access 
to ATM’s in the field component of the project. It is recommended to have access to a variety of 
financial resources and it is useful to have emergency cash on hand in case you get stuck 
somewhere.  
 
Notify your bank where you are going, so they don’t cancel your cards. 
Carry a minimum amount of a largely accepted currency such as USD, Euro, Pounds to convert at 
the airport if necessary.  
Carry a spare credit card or debit card with good protection as a backup.  
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5.8 Packing  
 
Be sensible and practical when packing and try to bring only what you will need. It is 
recommended that you only bring as much as you can carry and generally a travel backpack 
(rucksack) is preferred as participants will be required to be independent with their luggage and 
must bear in mind that they may need to carry their luggage short distances when in transit. We 
will not always be on sealed surfaces so luggage on wheels may not always be practical.  
 
 

 
  
 
√ Miscellaneous items 
 Camera and charger/batteries - spare flash cards or memory for digital camera  
 Notebook/ diary  
 Electrical adapter and plug converter (check the type of electricity and plugs Nepal) 
 Torch/Flashlight  
 Gifts – inquire about gift-giving practices/expectations and consider taking some small 

items (pens, pencils, etc.) from your country or university. 
 Guidebooks  
 Language resources  
 Electronics – mp3 player, laptop, cell phone –use your own discretion 
 Laundry detergent  
 Wet wipes/ anti-bacterial wipes  
 Reclosable bags 
 Food -Most places will have wonderful food to try, however taking a few food items 

available may be a good idea. Take things that are non-perishable and easy to pack 
such as snack/granola bars, or crackers. 

 

√ Administrative items 
 Passport, visas, tickets (plane, bus, train, etc.), travel Insurance, extra picture ID, 

passport photos  
 (Make two photocopies of valuable documents such as your passport, tickets, visas 

and travellers' cheques. Keep one copy with you in a separate place to the original and 
leave another copy with someone at home.) 

 List of important contacts or numbers  
 Paper or notebook  
 Pencils, pens 
 Vaccination cards  
 Medicines/prescription drugs  
 Finances  
 ATM card and credit card (note that some card companies are more globally accepted 

than others)  
 Cash in the local currency of your arrival destination or cash in US dollars for exchange  
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Outcomes: a Practical Guide” 
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Keane, M. “Guide to writing Module Learning Objectives”  
 
 



Guide to write learning objectives’ 
	

What are  l ea rn i n g  ob j e ct i v e  s tatement s?  
	
Learning objectives are statements of what you 
expect to learn as a result of participating in the 
Global Learning Partnership experience. 
 
In other words, what would you like to be able to do 
at the end of the experience that you could not do 
prior to commencing the global experience?  

Why wr i t e  l ea rn i n g  ob j e ct i v e  s tatement s?  
	
There are a number of reasons why learning objectives should be determined. 
 
An instructional shift from ‘being taught’ to ‘learning’ is facilitated. The focus is on you as the 
learner rather than the teacher. 
 
GLP team members should reflect prior to commencing the project and know exactly what 
they expect to learn from the GLP experience. 
	

Purpo s e  o f  ob j e ct i v e s  
	
By knowing where you intend to go and what 
you would like to learn, you increase the 
chances that you as the learner will achieve 
this. 
 
By taking time to determine your own 
individual learning objectives, it can to 
assist in guiding the actions of you as the 
learner. Setting your own objectives will 
help to focus and set priorities. 
 
Sharing your individual objectives with the other GLP team members during the team 
objectives activity will show the other GLP team members what you value. 
 
 
	
 
 
 
 
 

 

	

	



 
	

Globa l  Learn i n g  Partne r sh i p  l ea rn i n g  ob j e ct i v e s  act i v i ty  
	
The learning objectives activity consists of two fundamental parts; 

1) Writing your own INDIVIDUAL set of learning objectives 
This is completed as part of your preparation, prior to the start of the GLP project 

2) Developing a group set of TEAM learning objectives 
This activity is undertaken as part of the Workshop week of the GLP. Team members 
will collaborate by bringing together their individual learning objectives and 
amalgamate these to establish a group set of learning objectives. 

	

Wr it i n g  i n d i v i d ua l  l ea rn i n g  ob j e ct i v e s  
 
Prior to coming together in Nepal, we ask that you take the time to reflect and develop your own set 
of learning objectives. 
 
It is suggested for the purpose of this GLP exercise that approximately 5 learning objectives will be a 
good number but this is individually determined and it 
is fine if you would like to write fewer or more. 

 
We ask that you draw on three influences when writing 
your learning objectives.  
By using these three guiding influences you should 
develop a set of learning objectives that is aligned with  

1) the VALUES of United Nations Sustainable 
Development Goals and Universitas 21 

2) the desired ATTRIBUTES as suggested by your 
university and degree guidelines 

3) your personal goals 
 

 
 
 
 
 
 
 

Figure 1: Influences on learning objectives	
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Some points to consider prior to writing objectives: 

 
• Begin with an action verb and describe something (knowledge, skill or attitude) that is 

observable or measurable.  
• Use one action verb for each learning outcome.  
• Focus on what you expect to be able to demonstrate upon completion of the GLP project 
• Be written in clear short sentences.  
• Be written to be understood by other GLP team members.  
• Be free of ambiguous words and phrases.  
• Be neither too broad nor too specific 

 
Example: 

The below example demonstrates the use of one action verb and also the importance of 
avoiding ambiguous objectives, such  as  terms like: know, understand, learn, be 
familiar with, be exposed to, be acquainted with, be aware of, appreciate, etc. 

 
Rather than…  
 X “That I will  understand the use of gait aids in a rural health setting” 
 
 A stronger statement would refer to  the  specific  ability  that  you would like to gain 
as a result of the GLP experience. 
√  “I will be able to recognise and solve problems relating to gait aid prescription in a 
rural setting” 

Resou rce s- the i n f l u ence s  on  l ea rn i n g  ob j e ct i v e s  
 
VALUES: 
1) United Nations Sustainable Development Goals 
 
Transforming our world: the 2030 Agenda for Sustainable Development 
https://sustainabledevelopment.un.org/post2015/transformingourworld 
 
2) Universitas 21 
	

 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

Figure 2: Universitas 21 Values 

	
Values 
This educational strategy is grounded on and guided by the following fundamental values: 

• The WHO and UN principles 
• Health for all, health for peace, and equity in health for all 
• The fundamental human right of individuals to health 
• Social accountability of health practitioners and academic institutions 
• Contribution of individuals and academic institutions to global citizenship 
• Knowledge translation through the synergy of action and reflection 
• Multi – professional team based learning and practice of the health professions 
• Multidiscipline/organizational/international partnership of civil societies 
• Importance of dialogue and mutual understanding between health practitioners 

and policy markers 
• Recognition of and evolving human endeavour towards the idea 

	From U21 UNMDG website: u21mdg4health.org	
	

	



	
	
ATTRIBUTES: 
Desirable attributes should be readily available for your access from your respective university 
website and your course guidelines. Below are links to examples from U21 member university 
University of Melbourne. 
 
http://www.qmul.ac.uk/docs/gacep/44631.pdf 
 
http://medicine.unimelb.edu.au/study-
here/doctor_of_medicine/course_information/course_attributes 

 
Re fe r ence s :  
 
Gureckis, T. M. & Markant, D. B. (2012). Self-Directed Learning: A Cognitive and 

Computational Perspective. Perspectives on psychological science, 7 (5), 464-
481. 

 
Keane, M. (2009) Guide to writing Module Learning Objectives at DCU. Learning Innovation 

Unit, Dublin City University 
 
Kennedy, D. Hyland, A & Ryan, N. (2006). Writing and using learning outcomes: a practical 

guide. article C 3.4-1 in Eric Froment, Jürgen Kohler, Lewis Purser and Lesley 
Wilson (eds.): EUA Bologna Handbook – Making Bologna Work 
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Cover photo: 
“Cool Boys” initiative Senga Bay, Malawi 
Community concerns: Increasing youth delicquence, environmental pollution 
Solution: Soccer development program including plastic collection for income generation 
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Introduction  
 

Purpose of the community needs assessment guide  
!
As the global population continues to grow there is a rising demand for health care, limited 
resources and increasing inequalities in health. Community health needs assessments have a 
central role to play, to enable health care providers and policy-makers to identify those in greatest 
need and to ensure that health care resources are used to maximize health improvement.  
 
A needs assessment will be utilised in the Global Learning Partnership and is an important 
planning tool that may be used across all levels, health care within families, communities and 
populations. This introductory guide describes the ways in which health needs assessment can 
identify priority health needs, target resources to address inequalities and involve local people. 
This document aims to provide an overview of founding theory and practical guidance for 
undertaking community health needs assessment.  

What is a community health needs assessment?  
 
Community health needs assessment is a process that:  

• Describes the state of health of local people;  
• Enables the identification of the major risk factors and causes of ill health;  
• Enables the identification of the actions needed to address these.  

 
A community health needs assessment is not a singular activity conducted in isolation but rather 
a developmental process that is built on and amended over time. It is a way of using information 
to plan health care and public health programmes in the future. 
 
The steps of community health needs assessment are as follows.  

1. Profiling  
- The collection of relevant information that will inform the team about the state of 

health and health needs of the population; and  
- Analysis of this information to identify the major health issues.  

2. Deciding on priorities for action  
3. Planning programmes to address the priority issues  
4. Implementing the planned activities  
5. Evaluation of health outcomes  

 

Why do it?  
!
Needs assessment provide the essential information that will enable those working in health to:  

• Plan and deliver the most effective care to those in greatest need;  
• Apply the principles of equity and social justice in practice;  
• Ensure that limited resources are allocated where they can give maximum health benefit; 

and  
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• Work collaboratively with the community, other professionals and agencies to determine 
which health issues cause greatest concern and plan interventions to address those 
issues.  

Concepts and principles of health needs assessment  
 
Def in ing “health” and “need”  
 
When viewing “health”, it is important to consider a holistic model of health, emphasizing the 
social, economic and cultural factors that affect health as well as individual behaviour. The 
concept of “need” incorporates those needs felt and expressed by people in the community as 
well as those defined by professionals.  
 
Factors affect ing health  
 
Health is affected by a number of factors:  

• The physical environment in which people live, such as the quality of the air they breathe 
and the water they drink;  

• The social environment – the level of social and emotional support people receive from 
friends and/or family;  

• Poverty, a significant factor worldwide, which shortens and reduces quality of life;  
• Behaviour and lifestyle – for example, smoking causes lung cancer and coronary heart 

disease so a reduction in this behaviour will reduce the disease; and  
• Family genetics and individual biology – if you come from a healthy family you have a 

better chance of staying well.  
 
Involv ing the community and other professionals  
 
The team needs to work in partnership with the local community leaders to look for ways to 
involve the community in the work of the team. If the local community are involved in developing a 
local health plan, it ensures it the plan is meaningful and will increase commitment to putting it 
into action. It is therefore important that all those who will be involved in the health promotion 
activity are also involved in the health needs assessment process. For the GLP team, this means 
collaborating with other local health professionals and the local community. 
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Section A: Profiling the population  
 
This section describes what information you want to find out about your local population. It will 
help GLP team members identify the key information needed to help you define and describe 
the community and its health needs.  
 

 
It is critical to avoid collecting too much information; this is time consuming and makes it 
difficult to use the profile. It is more important to define clearly the questions you want to 
answer and spend the time acting on the information you have collected.  

1. Characterist ics of the populat ion  
 
A number of elements will enable you to describe the community you work in:  
 
Geography: which area/populat ion does th is prof i le cover?  
Defining the boundaries is necessary to identify who is included within a community and to aid 
information collection. If possible, match the boundaries you choose with administrative ones, 
especially if information is already collected on that basis or other local workers share 
responsibility for the same population.  
 
Numbers: how many people?  
The total number of people within the community should include all people from birth to death. 
This will show the number of people the community assessment is designed to cover.  
 
Age distr ibut ion: what age are they?  
It is important to examine the age distribution of a community because this will have a major 
influence on health needs. Most profiles divide the community into the following age bands:  
 

• pre-school children  
• school-age children and young people  
• adults  
• elderly people.  

 
The old and young age groups in a population have greater health care needs. This does not 
necessarily imply, however, that a community that has a large dependent population (i.e. many 
children and elderly people) will use the majority of its resources to care for those groups.  

I t  is helpful to ask the fol lowing questions: 
 
What are the key characteristics of the population?  
What is the health status of the people?  
What local factors are affecting their health and what impact do they have (good 
and bad)?  
What services are currently being provided? 
What do local people see as their health needs 
What are the national and local priorities for health?  
!
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Gender distr ibut ion: how many males and females?  
The ratio of males to females in a community obviously also has a major bearing on the 
community’s health needs. Gender distribution has some standard patterns on a large scale, 
such as more boys are born than girls and there are more women than men in the very old age 
group. It is important to know whether your community fits this pattern, as this will affect the 
range of services required. Gender is also important when looking at specific health issues, 
such as family planning, maternity services or diseases that are gender-specific. 
 
Ethnic ity and re l ig ion  
Minority ethnic and religious groups can be marginalized within a community; a lack of 
awareness can result in a community health needs assessment that may not include the most 
vulnerable groups. The GLP team need to be aware of the different ethnic and cultural groups 
within the community and work with Kathmandu University team members for expertise 
regarding this. Religious groupings are useful to know, as they can have a powerful influence 
over people’s lives and are often a source of community support and influence health 
behaviour.  
 
Populat ion trends: patterns over a per iod of t ime  
Population trends give an indication of patterns of disease and the need for services. The birth 
rate going up or down may suggest that a population is increasing or decreasing, and may 
also indicate a need for service changes. The mortality rate can give information about the size 
of a population and its state of health.  
 
Language and l i teracy  
There may be one or many languages in use within the community, together with local or 
regional dialects. Language and literacy are essential for communicating health information and 
for accessing services. If literacy is a problem within the community, be sensitive to this and 
take account of it when deciding on methods of community participation.  
 

2. The health status of the populat ion  
 
There are different ways of finding out about the health status of the community:  

• People’s own views of their health  
• Statistical information  
• Qualitative surveys  
• The knowledge of local health care workers and other agencies.  

 
There are a number of measures commonly used to identify the health of a population.  
 
Mortal i ty data  
This generally describes patterns of death in relation to age, gender and cause of death. It is a 
basic measure of epidemiology – the study of disease in populations. Information is collected 
nationally, regionally and sometimes at local level, usually from death certificates. It indicates 
deaths from disease, accidents, suicides and homicides, and the general health of the 
population in terms of life expectancy (Appendix 2).  
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Its important to keep in mind that mortality rates work best for large populations; in small 
communities a little change can produce large statistical distortions. A problem in using 
mortality rates is that they depend on a shared understanding of cause of death and do not 
describe the health of the living.  
 
Morbidity data  
This is information on types of illness and disability, their incidence and prevalence. It can be 
taken from a wide range of sources including hospital records, infectious disease notifications 
and disability registers, sickness records, general medical practice, child health records, 
census material and other surveys. Information collected in this way should be treated with 
care, as it may be a measure of health service activity rather than true disease patterns. It is a 
reflection of illness and not health.  
 
Behaviour measures  
These may be used as indicators of health. Smoking and physical inactivity are two commonly 
considered examples. These are proven to cause ill health, so if a lot of people smoke it shows 
a large potential for illness in the population and likewise low levels of physical activity have 
higher incidence of chronic disease.  
 
Positive behaviour trends may also be considered. Breastfeeding is considered the preferred 
infant feeding method, so it is taken as an indication of good health.  
These measures should be treated carefully as they are about identifying behavioural trends, 
yet are sometimes used as proxy measures for health.  
 
“Qual i ty of l i fe” measures  
These are a means of assessing physical health, functional ability and psychological wellbeing. 
The assessment scales are based primarily on an individual’s own assessment. There are a 
number of tools developed to measure health outcomes based on people’s perception of their 
health.  
 
Use of serv ice information  
This information can help build a picture of morbidity as it can describe the diseases that are 
being treated by the health services. It will cover both treatment, for example hospital 
admissions, and uptake of preventive services, such as immunization and screening 
programmes. Consideration must also be given to health problems that may not yet have any 
services. In countries where access to services is limited through inadequate provision or an 
individual’s ability to pay for treatment, this information will often be unreliable as an indicator of 
population health.  
 
Health inequal i t ies  
It is essential to collect information, not only about health and disease but also about health 
inequalities. Most disease and illness patterns relate closely to economic circumstances, so 
that those in poverty suffer disproportionately high rates of poor health.  
 
When considering equity you may find it useful to ask the following questions;  

• Who is disadvantaged in this community?  
• Why are they disadvantaged?  
• Who has unmet needs in this community?  
• Who does not access care in this community?  
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3. Local factors affect ing health  
 
A number of local factors may affect health. In each community this will be different.  
 
Work and employment  
Work and levels of employment and unemployment in a community are fundamental to health 
for the following three reasons; 

 
Occupational diseases. All work affects health, both positively and negatively. However, 

some work is known to cause disease, such as silicosis in mine and quarry workers and 
machinery accidents among farm workers. New work-related illnesses are also being 
recognized, such as repetitive strain injury for keyboard operators.  
 

Income levels. The amount of income people earn has an important influence on their 
health, affecting their ability to choose a healthy lifestyle and to access health services. Levels 
of income also have an impact on the local economy within a community.  
 

Self worth. The status of an occupation affects how people feel about themselves. 
People’s level of satisfaction at work contributes to their wellbeing. Many define people by their 
work or lack of it. Lack of paid employment has been shown to contribute to poor health.  
 
Poverty and income  
Poverty can be absolute (i.e. inadequate to sustain health) or relative (i.e. how poor one person 
is compared to another). In health terms, it is not only the level of poverty that counts but also 
the gap between richest and poorest. A large gap results in a big difference in health and life 
expectancy, known as health inequality. 
 
Environment  
The surroundings we live and work in directly affect health. A number of factors should be 
monitored here.  
 

Pollution. Pollution of air and water causes disease and death and this is evident 
throughout the world, whether it is lead in petrol or a chemical spill from a factory, or drinking-
water contaminated by sewage.  
 

Sanitation. Good sanitation eliminates some diseases such as cholera and dysentery 
completely, and where this breaks down gastrointestinal illnesses are quickly evident. In 
communities lacking basic sanitation, threats to health will arise from the contamination of 
water supplies by human excrement.  
 

Housing. The type, quality and suitability of housing will have an important affect on 
health. Look for factors such as overcrowding, dampness and poor heating, as these are 
significant factors affecting health. Also consider how the proximity of homes to services, work 
and schools. 
 

Transport. Transport systems are important to record, as they can influence people’s 
access to services, social support networks and employment. Transport may also have an 
impact on health through accidents, noise and air pollution.  
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Social cohesion  
Social support is essential for the well being of a community. There are a number of elements 
that need to be considered when describing the extent of social cohesion in a community.  
 

Networks. Family and friendship networks provide people with the emotional support 
that is fundamental to wellbeing. Social networks can be hard to describe and quantify. The 
best way is to ask local people. It may be possible for them to describe social networks 
through flow diagrams, drawings, and stories. Match the methods you choose with local 
customs. 
 

Migration. Migration causes disruption to a population, as large numbers of people 
move location. It is often the younger working-age population who emigrate, and this is a loss 
to the community population of this age group. Migration of workers may be daily, weekly or 
longer. Immigrants may also be marginalized socially, culturally and economically.  
 

Marginal groups. Marginal groups are outside the dominant community, yet may form a 
distinct population themselves. Others, such as the homeless, may be forced into that 
position. Access to health care is often more difficult for both these groups, who may have 
greater need for services.  
 

Pleasure and leisure. The opportunities for non-work social activities are signposts that 
can be used to indicate the extent of social cohesion and support in a community. Such 
activities reinforce a community’s identity and the emotional wellbeing of individuals.  
 
Destabi l iz ing factors   
War, economic recession and natural disasters affect health directly through their impact on 
mortality, disease patterns and lifestyle change. They also affect health indirectly by reducing 
the resources available for health services, increasing poverty and lowering the social and 
economic wellbeing of a population. For these reasons a record of destabilizing factors and 
their effects need to be included in a community health needs assessment profile.  
 
Resources, formal and informal  
All communities have existing resources and assets with which they respond to the needs of 
individuals, families or social groups. These resources may be formal services or informal 
networks. It is important to assess the extent of both types of resource as part of the profile 
information. It is too easy to focus on the problems and needs of a community; by ignoring the 
strengths there is a danger that existing assets can be undermined.  
 

Informal. Families deliver the greatest part of all care services in the community. In 
these circumstances, the burden of care normally falls primarily on women and can have 
significant effects on their health status. State private and voluntary systems of care to a 
greater or lesser degree supplement the family or fill in where no family network exists. There 
may be a comprehensive welfare system or a patchwork system of charitable and voluntary 
organizations.  
 

Formal. Formal services can be provided at a variety of levels and by many agencies. A 
health profile should assess how effective they are and how much of the population has been 
reached. How accessible are services to those without transport or who are disabled?  
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Section B: Find the information  
 
Section A described the type of health information you may need in order to identify health needs; the 
next stage is to collect this information. The easiest way to begin to create your population health 
profile is to collate the information that already exists.  
 
This section provides simple guidelines on how to collect information. As information sources and 
types are so variable across the world, it is only possible to give general advice on data collection.  
 

1. Describe the community  
 
Maps are good pictorial representations of a community’s geography and are usually easy to obtain. 
Sometimes local people can draw their own map, this can also be useful in finding out what they think 
is important in the community as well as encouraging ownership of the needs assessment. The local 
administrative department should have access to census information, including births and deaths.  
 

2. Local views  
 
These can be obtained using a variety of methods that allow for different perspectives.  
 
Approaching local indiv iduals or groups  
Try to ensure that a wide range of people are included, particularly minority groups, and try to have a 
schedule of topic areas for each group to consider. The key to accessing these groups is often 
through community leaders. If literacy is a problem, use pictures, flow charts, diagrams or taped 
interviews. Another approach is to ask local people to represent their view of local health issues 
through drawings. 
 
Professional v iews  
Health workers and other professionals working locally, such as teachers, dentists, pharmacists, 
social/community workers and religious leaders will also have views to give. The health work within 
the local community, either caring for the sick or maintaining the health of the well population, will be 
an important source of health information. By compiling the information contained in the community 
health records you can gain additional insight into the current health status of the community 
 

• What illnesses are seen most?  
• What problems occupy most time?  
• What do people tell the health workers about their worries and health?  
• What interventions are being used and how well do they work?  
• How many people are accessing existing services?  
• Are they from across all sections of the community?  
• Are those whose needs are greatest seeking services?  

 
 
Local and nat ional pr ior i t ies  
National priorities are often set by governments and influenced by the political and economic agenda. 
Local priorities will reflect national priorities as well as issues identified by local groups, practitioners 
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and communities. When undertaking a needs assessment you will need to discover what these 
priorities are in relation to health. Sometimes there can be a conflict between the national top-down 
agenda and the needs identified locally.  
 
Local surveys  
Surveys of local opinion may already have been done by statutory or voluntary agencies. For example, 
a disease-focused support group may have mapped the extent of the illness and care provision. 
Disease registers used for chronic illnesses, such as diabetes, can provide a database when 
conducting patient-based surveys, if confidentiality can be assured.  
 

3. Measures of health and of health inequal it ies  
 
To obtain a full picture of health, information about health should come from a variety of sources. A 
public health department may have detailed information covering diseases, health service use and 
inequality in service provision, as well as mortality and morbidity rates. However, this may be service-
orientated rather than people-focused, providing information on services rather than health.  
 
Government departments are valuable sources of data regarding social and economic structures in 
the local community.  
 

Profile information  
1. Characteristics of the population  

• ·  Geography  
• ·  Numbers  
• ·  Age distribution  
• ·  Gender distribution  
• ·  Ethnicity and religion  
• ·  Population trends  
• ·  Language and literacy  

2. Health status of the population  
· Measures of health  
3. Local factors affecting health (positive and negative)  

• ·  Work and employment  
• ·  Poverty and incomes  
• ·  Environment  
• ·  Social cohesion  
• ·  Destabilizing factors  
• ·  Resources, formal and informal  

4. Current community health work  
 
 

5. Local people’s views of their health needs and health services  



! ! !
! !    

   
! !GLOBAL LEARNING PARTNERSHIP

Section C: Utilising the data  
 
A community health needs assessment is incomplete if nothing is done after the information has been 
collected. It must be analysed and used to plan, implement and evaluate health services. The process 
is cyclical and should be repeated, with the information updated so that it continues to reflect the 
needs of local people.  
 
Section B outlines how you may collect the information needed to give you insight into the health 
needs of the community. Section C will help you to analyse the information to identify the key health 
issues and plan actions to address them.  
 

1. Interpret ing the information   
 
The way to approach the task of analysis is firstly to read the collected information as a whole and 
note the issues that are most obvious. To make sense of the information you have acquired you need 
to:  

• Compare your population with a larger group to ascertain whether a health issue or disease 
rate is higher or lower than expected;  

• Compare current information with that collected in previous years to identify trends over time;  
• Identify significant gaps in the information;  
• Compare and contrast different types of information e.g. statistics, client and professional 

views, surveys and questionnaires; and  
• Look for positive features as well as problems; even the most disadvantaged communities 

have strengths that can form the building blocks for change.  
 

Deciding on pr ior i t ies  
As a group, the GLP will need to identify a number of health needs in the community. Consideration 
must be given to limited time and resources available, and it will be necessary to determine which 
need should be a priority. 

 
There are a number of considerations that will help you as a team decide which needs should be a 
priority. 

How many people are affected?  
What is this information telling you about equity?  
What is the impact on people’s lives?  
Are there appropriate and effective interventions?  
Are the services adequate?  
Does the health need identified coincide with known priorities and strategies?  
Is the expertise and training available?  

2. Plan what to do  
 
The final and most important part of the community health needs assessment process is planning and 
implementing the actions that the GLP team will undertake to address the priority health needs you 
have identified. Health promotion or preventative activities are effective interventions and may utilise 
the skills of the inter-professional and international group of GLP team members.  
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Health promotion  
WHO defines health promotion as “the process of enabling people to increase control over and to 
improve their health” (WHO 1985). It is a model of empowerment for individuals and communities. 
Health promotion covers a range of activities:  
 

• Building supportive environments  
• Strengthening community action for behaviour change  
• Developing personal skills for community members 
• Education campaigns 

 
Prevent ion  
Actions to improve health will include both treatment and care of those who are ill, as well as activities 
that will keep the community healthy.  
 
There are a number of important considerations to be taken into account when planning your 
interventions.  
 

Be creat ive .  When devising your action plan, try to think broadly and creatively about 
potential solutions. For example, if you wish to address the number of people with chronic diseases, 
you may need to consider not only their access to care, but also the needs of their informal carers. 
You may also need to think about their housing and economic needs and their access to local 
employment.  
 

Involve the community. A community health needs assessment belongs to the local 
community and those who work in it. These people will want to have a say in the process of planning 
local services. Involving the community will ensure that plans are appropriate and that people are 
committed to their implementation.  
 

Col laborat ion. It will often not be possible for a single agency or individual to bring about 
change on his or her own. Work needs to be planned with others, agreeing who the key people are 
and deciding together what needs to be done and by when.  
 
Measur ing success  
It is necessary to develop a strategy for monitoring and recording the changes that will take place in 
order to evaluate successes and failures. Be clear about recording:  

• baseline measures/starting point 
• aim and objectives 
• action plan 
• evaluation/outcome measures  

 
Aim for small, achievable, measurable goals, as this increases the chance of success.  

3. Take action  
 
You should now put your plans into action. If the plans demand future input, think through with others 
how you will make this possible. The community health needs assessment will demonstrate the need 
for change, so use this information to engage others in the community.  
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Closing	Date:	29th	January	2016	 	

Applicant	Information	
	

Title:  Family 
Name: 

 
 
 
 

Given 
Names:  

	
Date of Birth:  Gender:  

	
	

U21 University:  
 

	
Health discipline you are 
Currently studying: 

 
 

	
Currently which year of your 
studies: (ie 2nd year, 3rd year) 

 
 

	

	
	
	
Country of 
citizenship: 

 Country of birth:  

	
	

***	Participants	are	also	encouraged	to	consider	their	funding	options	and	timely	preparation	if	
application	for	financial	support	from	their	university	is	required.

Phone: 
(including 
area code) 

 E-mail:  
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Areas	of	interest	
	
1.	Describe	why	you	want	to	be	a	part	of	the	Global	Learning	Partnership?	(max	300	words)	

	
	
	

 
2.	Please	describe	your	previous	experience	and	involvement	in	community	projects	(Max	300	words)		

	

	

	
	

	

	

	

3.	Describe	yourself	in	150	words	or	less	including	information	how	you	feel	your	personality	will	enable	

them	to	make	an	effective	contribution	to	the	project?			
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4.	Please	describe	how	you	would	like	to	disseminate	the	knowledge	and	skills	gained	from	your	time	in	
Nepal.	How	do	you	propose	to	engage	students	from	your	home	institution	in	the	ongoing	partnership	
with	Kathmandu	University	and	in	Global	Learning	Partnership	(Max	400	words)	

	

	

	
	

	

	

	
5.	Proposed	Supervisor-	Representative	from	your	university	who	provides	support/	facilitates	clinical	field	experience		
eg	Clinical	Placement	Co-ordinator	

	
Title:  Given 

Names: 
 Family 

Name: 
 

Department:  Position:  
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University	qualifications	

List	highest	qualification	first	
	

1st	qualification	

Name of degree: 
 
 
 

Year commenced:  Last year of study:  Did you graduate? 
YES	

 

NO	

 

Institution 
Name: 

 
 
 
 
 

If you did not graduate, 
please explain why or 
“yet to complete” 

 

	
If	this	is	your	second	or	third	degree	please	outline	the	details	of	your	previous	studies	below	

2nd	qualification	

Name of degree: 
 
 
 

Year commenced:  Last year of study:  Did you graduate? 
YES	

 

NO	

 

Institution 
Name: 

 
 
 
 
 

  

	
3rd	qualification	

Name of degree: 
 
 
 

Year commenced:  Last year of study:  Did you graduate? 
YES	

 

NO	

 

Institution 
Name: 

 
 
 
 
 

I  
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Referees	

Applicants are asked to provide 1-2 referees in support of their application.  

The referee(s) should be from the applicants university/department and details of the referees should appear 
below. 
	

Referee	1	
Title:  Given names:  Last name:  

University:  Phone:  

Email:  

Position: 
Eg Head of 
school/department 

 

Referee	2	
Title:  Given names:  Last name:  

University:  Phone:  

Email:  

Position: 
Eg Head of 
school/department 
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Global Learning Partnership Project 

Part icipating Student Feedback Survey 1: Pre GLP 

 

Thank you for taking the t ime to f i l l  out this survey. Your experience and 
feedback wil l  help us with understanding the effectiveness of this program 
and help us ref ine the program for future learners. 

       Survey Code: __________ 

First ly we would l ike to know something about you: 

a)  Tell  us about yourself:  
School: _________________________ !  
Faculty/Program of Study (e.g.Nursing, Pharmacy etc.):  
_________________________ !  
Gender: _________________________  
Age: _________________________ ! 
Country of Birth: _________________________  
Spoken Languages: _________________________  
Nationali ty ( ies): 
________________________________________________________________ 
 

b)  Have you ever.. .  (Please t ick al l  that apply).  
I f  none of the fol lowing apply, please proceed to question e) Lived in 
another country? 

☐ Worked in another country?  

☐ Studied in another country?  

☐ Volunteered in another country? 

 
c)  What was the nature of your stay(s)? (Select al l  that apply).  

 
☐ Volunteer mission 

☐ Elective !  Study visit !  

☐ Other (please describe)   

 

 
d)  What was the longest duration you worked/volunteered abroad?  

☐ Weeks 
☐ Months  
☐ Years



          

 

 

Learning outcomes: 

Understanding of UNSDGs and Application to context (Nepal) 

 

 

a) Please outl ine your understanding of the UNSDG’s below 

 

 

 

 

 

 

b) Please brief ly outl ine how you feel the UNSDGs related to Nepal? 

 

 

 

 

c) What goals do you think are the most important in this context? 

 

 

 

 

 

 

d) Why did you join the GLP project?



          

 

 

Please rate your level of knowledge on a scale from 0 = none to 10 = 
excellent for the fol lowing: 

Knowledge, ski l ls and attr ibutes Rati
ng 
from 
0-10 

Knowledge of the UNSDGs  

Knowledge of the relevance of the UNSDGs to community 
context in Nepal 

 

Designing and implementing an ethical,  cultural ly respectful 
& community informed health needs analysis 

 

Ski l ls in quali tat ive data col lection and analysis  

Ski l ls in quantitat ive data col lection and analysis  

Design val id evaluation of the effectiveness and sustainabil i ty 
of the health promotion project 

 

Implementing an upstream sustainable community owned 
health project promotion 

 

Ski l ls in col laborative learning and team work   

Ski l ls in effective interdiscipl inary practice   

Ski l ls in self-ref lection   

Demonstrat ing Social/global accountabil i ty  

Thank You! 

Thank you for taking the t ime to share your experiences, views, and 
feedback. Your ideas are integral to improving the GLP. 



          

 

 

Global Learning Partnership Project 

Part icipating Student Feedback Survey 2: Post GLP 

 

Thank you for taking the t ime to f i l l  out this survey. Your experience and 
feedback wil l  help us with understanding the effectiveness of this program 
and help us ref ine the program for future learners. 

Learning outcomes: 

Understanding of UN SDGs and Application to context (Nepal) 

 

 

a) Please outl ine your understanding of the UNSDG’s below 

 

 

 

 

 

 

b) Please brief ly outl ine how you feel the UNSDGs related to Nepal? 

 

 

 

 

c) What goals do you think are the most important in this context? 

 

 

 

 

 

 



          

 

Please rate your level of knowledge on a scale from 0 = none to 10 = 
excellent for the fol lowing: 

Knowledge, ski l ls and attr ibutes Rati
ng 
from 
0-10 

Knowledge of the UNSDGs  

Knowledge of the relevance of the UNSDGs to community 
context in Nepal 

 

Designing and implementing an ethical,  cultural ly respectful 
& community informed health needs analysis 

 

Ski l ls in quali tat ive data col lection and analysis  

Ski l ls in quantitat ive data col lection and analysis  

Design val id evaluation of the effectiveness and sustainabil i ty 
of the health promotion project 

 

Implementing an upstream sustainable community owned 
health project promotion 

 

Ski l ls in col laborative learning and team work   

Ski l ls in effective interdiscipl inary practice   

Ski l ls in self-ref lection   

Demonstrat ing Social/global accountabil i ty  
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GLP Student Survey 

Questionnaire number: _______ 

 

To what extent do you agree or disagree with the following statements. 

Please place an x in the box that more accurately reflects your response. 

 Strongly 
disagree 

Disagree Neutral Agree Strongly 
agree 

There may be a few exceptions, but in general 
people within one cultural group are pretty much 
alike. 

     

People from different cultures may define the 
concept of "healthcare" in different ways. 

     

I am aware of prevailing beliefs, customs, norms, 
and values of other cultural groups. 

     

The ease with which patients can communicate 
with their clinicians varies across cultures. 

     

Understanding a patient's cultural background will 
help me provide better care as a clinician. 

     

For a clinician, a patient's cultural perspective is 
secondary to other issues in the provision of good 
quality care. 

     

Learning about alternative/non-Western medicine 
and traditional healing practices is an important 
part of clinical training. 

     

I would feel uncomfortable working with a colleague 
who makes derogatory remarks toward individuals 
of a particular cultural background. 

     

I feel comfortable working with people from cultural 
or ethnic backgrounds different from my own. 

     

Given the population that I anticipate working with 
in the future, sociocultural factors will be important 
issues to incorporate into my patient care. 

     

When I am surrounded by culturally diverse 
individuals, I feel that my own beliefs and values 
are being threatened. 

     

I respect the decisions made by my friends and 
colleagues when they are influenced by their 
cultural backgrounds even if I disagree. 

     

I feel comfortable evaluating situations from 
different cultural perspectives 

     

In conversations, I am attentive to nonverbal cues 
and culturally specific gestures. 

     

I reflect on and examine my own cultural 
background, biases, and prejudices related to race 
and culture that may influence my behaviour. 

     

When I come in contact with individuals from 
another culture, I adapt my behaviour in 
accordance with my understanding of their culture. 

     

Learning about beliefs and values held by 
individuals of another cultural background is 
interesting for me. 

     

Access to health care is not a privilege but a right, 
regardless of one's social or political status. 

     

I comfortably interact socially with people of 
different cultures. 

     



          
I have read journal articles, books, or other 
educational material on sociocultural aspects of 
health. 

     

I can communicate sensitivity, respect and cultural 
competence in caring for cultural diverse 
populations. 

     

I am able to identify beliefs, sources of health 
information, health care access of culturally diverse 
populations. 

     

I am able to demonstrate cultural sensitivity.      
I can work with interpreters in an effective manner.      
I can incorporate culturally relevant information into 
a treatment plan for a patient. 

     

 

 

 

Thank you for taking the time to complete this survey. 

 


