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Introduction: Adolescent refers to individuals between the aged(19 years. In Nepal,
Adolescent comprises more than 22% of populatiotucBtions are important as a ‘social

vaccine’, and it can serve as a powerful preverttod

Methods. The study was conducted on three secondary schbah dHansapur Village
Development Committees, Arghakhanchi district. Baenpling design used for the study was

stratified random sampling. A sample size of 30Jemb@nt students was taken.

Results:Mean pre-intervention knowledge scores were 57.36%Lfor pre intervention groups.
After health education by the five methods in thee fsubgroups, the pooled mean knowledge
score was enhanced to 81.80 +16.47. It was higghjifcant (p<0.001).The overall increase in
Post-intervention mean score in the interventioougr (From Pre- intervention to Post-
intervention) was 20.32 percent. The correspondorg-intervention mean scores were
10.98+5.04, 12.06+6.01, 12.35+5.68, 10.98+4.99, &40D8+4.99 respectively. Immediately
after the educational activities the mean knowlesiggres (Post-intervention score) enhanced to
13.13+4.96, 14.9345.96, 16.16+6.25, 19.36+5.50,2087.16 in the book, lecture, poster
pamphlets, video and participatory lecture growgspectively. It was highly significant for all

the five intervention subgroups.



Conclusion: Video and the participatory lecture are the modeative health education
techniques for effective delivery of HIV/AIDS. It isuggested that programme implementers

might chose the suitable methods required for theividual programmes.
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Introduction

Generally, the term "adolescent" refers to indieidu between the ages of 10-19 years.
Adolescent is a period of physical, psychologicall asocial maturing from childhood to
adulthood. Because of the physical, social and lpsggical transition adolescents face many
different health risks and on the other hand. Sugifosity and interest in learning offers great

opportunities for improving adolescent health asdedopmernt

In Nepal, Adolescent comprises more than 22% olufaion. The Median age at marriage is
16.8 years for girls and three years later in mdedian age at first sexual intercourse for
women is nearly identical to their median age &t finarriage however men tend to initiate sex
about one year before marriage. In case of HIV, 18%ll HIV cases are adolescents aged 14-
19 years and 70% of them are females. There we¥e dCestimated 25,000 client sex workers
are under the age of 16 years. In case of drugaseg people 16-19 years constituted 22.5% of
the total population. In Nepal, the topography,iemmental degradation, poverty and economic
migration are all linked and they combine with otfeetors to increase vulnerability to HIV. For
reduce vulnerability educational methods were ¢iffecin enhancing the knowledge of the
students

Three educational methods namely lecture, particigapamphlets were effective in enhancing
the knowledge of the studehtsAdolescents have excellent resources for defigesffective
education: skilled teachers; an interactive edoaati process that occurs over time; a variety of
learning opportunities; materials and methods; #me ability to involve parents in their

children’s learning Among various methods of disease prevention healtitation finds a very



significant role”. Different types of health educat methods create awareness in the community
as well as organization, Educations is importantadsocial vaccine’, and it can serve as a

powerful preventive todl

Education is one of the pillars of development gmdviding universal access to primary
education by 2015 is one of the Millennium Devel@mnGoals. HIV infection as a good basic
education ranks among the most effective and dtetteve means of preventing HAhe
assessing health education techniques in healtbagdn research are seldom seen since the
concept is relatively new to the health sector. Na¢ional Health Policy of Nepal intends to
target school children and adolescents for promgotiealthy behaviors among the general
population (MoHP, 1991). Hence, the present stuxyrasses the various processes of these
health education interventions and to understamdeiiucation for better methods of Health

education techniques.

Objective of the study

To assess the various health education methodsihaneing the knowledge of HIV/AIDS

among adolescents

Material and Methods

The study was conducted on three secondary schHool élansapur Village Development
Committees, Arghakhanchi district. The school waleced by convenience sampling methods.
The sampling design used for the study was strdtibedom sampling.

Schematic design of sampling technique

Secondary schools of Hansapur Village developmemingittees

¥

Convenience Sampling: 3 secondary schools of Hamsap
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Figure 1: Schematic design of sampling technique

Self-administered questionnaire was used for citigaata.
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Figure 2: Flow chart of tools and techniques

This sample size was found to be statistically adésy The content of the health education
kept similar for the five intervention groups andsadelivered by one person only. The dats
analyzed using the Statistical Package for Socm@erses (SPSS) Version 16 (SPSS
Windows 16.0, SPSS Inc., Chicago, IL) and Microsiffice package 2010. The data has k
analyzed using mean and percentages, and paiest tvas used to test timprovement in
knowledge. Validity and reliability has been maingal by pr-test and a necessary modificat
has been made. Consultation has been done witsuphervisor/guide/subject experts. The ¢
were collected with full voluntary verbal and tten consent and not forcefully. It had be
taken care of full confidentiality. They were asslithat all the information belonging to {
respondent will be kept confidential and data Wwél utilized only for the purpose of this stu

Informed conseniwvas obtained from all the respondents before dataation

RESEARCH HYPOTHESES
1. “There is no difference in the overall knowledgerecof adolescent students ab

HIV/AIDS between pre intervention and post interven’



2. “There is no difference in the knowledge of adoggcstudents about HIV/AIDS
between pre intervention and post interventionitééient techniques of health education

methods”

Results

It is observed from the present study that 61 %nafe and 39 % of female were taken for this
survey. The study reveals that majority of resmmsl 92.3 % were unmarried and 7.7 were
married. Similarly, it is found that 35.7 % of trespondents were Chhetri, 23.3 % were Janajati,
20 % were Dalit and 20 % were Brahmins. The stweals that almost all of the respondents

99% were Hindu and 1% was Christians.

Table I: Socio-Demographic characteristics of resj@mts

Socio-Demographic characteristics No. of respondents Per centage
Sex Male 183 61.0
Female 117 39.0
Total 300 100.0
Marital status Married 23 7.7
Unmarried 277 92.3
Total 300 100.0
Ethnicity Brahmins 60 20.0
Chhetri 107 35.7
Janajati 70 23.3
Dalit 63 21.0
Total 300 100.0
Religion Hindu 297 99.0
Christian 3 1.0

Total 300 100.0




Mean pre-intervention knowledge mean scores werg865¥17.44 for pre intervention groups.
After health education by the five methods in the fsubgroups, the pooled mean knowledge
score was enhanced to 81.80 £16.47 (Post- intaorestore). It was highly significant (P =
0.001).The overall increase in post-interventioramscore in the intervention group (From Pre-

intervention to Post-intervention) was 20.32 petcen

Table II: Mean Knowledge Scores of Students iniptervention and post intervention Groups

Intervention N(300) Mean + Std. Percentage increase in
Deviation knowledge score* t- value  P-value
Pre intervention 300 57.36+17.44 100.8 25.02 0.000
Post intervention 300 81.80+16.47 121.12 37.99 ®.00

* Percentage of increase score retained from gesviention to post- intervention.

The total number of students (both the interventiorthe book, lecture, poster pamphlets, video
and participatory lecture groups were 60 each. ddreesponding pre-intervention mean scores
were 10.98+5.04, 12.06+6.01, 12.35+5.68, 10.98%4.20d 10.98+4.99 respectively.

Immediately after the educational activities theem&nowledge scores (Post-intervention score)
enhanced to 13.13+4.96, 14.931£5.96, 16.16+6.2536%%.50, 18.20+£7.16 in the book, lecture,
poster pamphlets, video and participatory lectureugs each. This immediate increase in
knowledge scores from pre to post-interventionwts highly significant for all the five

intervention subgroups.

Table Ill: Comparison of mean knowledge scoresve interventions group

Preintervention Post intervention
I ntervention N Mean + Std. N Mean + Std.  Percentage increase in
group Deviation Deviation Knowledge*
Book 60 10.98+5.04 60 13.13+4.96 21.5
Lecture 60 12.06+6.01 60 14.93+5.96 28.7

Poster/ 60 12.35+5.68 60 16.16+6.25 38.1




pamphlets
Video 60 10.98+4.99 60 19.36+5.50 84.16
Participatory 60 10.98+4.99 60 18.20+7.16 72.4

* Percentage of increase score retained from gesviention to post- intervention.

‘Sustainable increase’ in knowledge was calculaedhe percentage of increased knowledge
from pre-intervention to post- intervention. Theffetiences in the differences in the pre-
intervention and post intervention mean knowledgeres between the five groups were
statistically significant.lt was calculated to be 21.5, 28.7, 38.1, 84.1d 2.4 percent
respectively for lecture, poster pamphlets, video participatory lecture.

Table IV: Test of significance within the same m&ntion subgroups

Pre- interventionVs Post- intervention

Groups Mean+ Std. Deviation T P value
Book -2.150+5.89 -2.824 0.006
Lecture -2.86+6.62 -3.350 0.001
Poster/ pamphlets -3.81+6.79 -4.353 0.000
Video -8.38+7.56 -8.582 0.000
Participatory lecture -7.21+8.25 -6.770 0.000
Discussion

The findings of the study showed that educatiorerir@ntion played an important role in
increasing knowledge about HIV/AIDS which can bemuted by the study “Evaluation of a
School Based HIV/AIDS Educational Intervention ikrkine™.

In present study reveals that the 13% increasenmwledge of the post intervention after
intervention of different health education techmiq herefore, we can say that educational
methods have been able to enhance the knowledgeirtirvention by 13 percent. We observe
that there is significant difference between piteswention and post-intervention knowledge

scores.



HIV/AIDS, which might be the reasons behind relalyvlimited knowledge of the respondents
about HIV/AIDS before education intervention andeafintervention there was a significant
increase in respondents’ knowledge. The study figsliindicated that there was significant
increase in the knowledge in all the aspects of/AIMS after education intervention. All of the

respondents indicated that there is a need of awasegprogram about HIV/AIDS. This finding is
supported by participatory method of teaching theective participation of the participants and
they learn more and are able to retain the gainesvledgé.

In this present study participatory lecture andewvidnethod is more effective as compared to
read, lecture and poster/ pamphlet methods becdaubke participatory method of teaching there
is active participation of the participants andytiearn more and are able to retain the gained
knowledge. And in video methods more sense orgarcancentrate to seeing, listening. Post-
intervention score for book, lecture and posterjpialet group was significantly less than the

other two groups. This could be because of thetfadtdespite our motivation it is quite likely

that many of the students either did not read otigdly read. And in listen students are used to
the daily lecture. Although knowledge was bettemtipractice, both were not satisfactory. So,

the adolescent should be educated about the prandssignificance of HIV/AIDS

The increased gain in knowledge was sustained wery high degree. It was approximately
similar for book, lecture, poster/pamphlets (228.7 and 38.1 percent’s respectively) and much
higher for video and participatory lecture grou@.(& and 72.4 percent). The reason for this
high sustainability in the pamphlet group coulddeeause of the reason that once the students
were sensitized to a particular issue they wereensansitive to related information through

various mass media and other IEC activities gomgndhe area.

CONCLUSION

From the above discussion it can be concluded é¢datcation played an important role in

increasing knowledge of the respondents about HIV8\ In view of the above results and

observation, it is concluded that all the five eatianal methods were effective in enhancing the

knowledge of the students. But Video and the padtory lecture are the most effective health



education techniques for effective delivery of HMNDS. It is suggested that programme

implementers might chose the suitable methods meduior their individual programmes.

However, it is not ever suggested that these &enly methods available.
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